3y 2. At Y AfT @ (Nursing Care of the Patient)
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What type of optimum environment for patient having in hospital?
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Before being admitted to the hospital, the patient is afraid of how he will be
kept there, how he will be treated and what the environment will be like
there.

Therefore, the environment of the hospital should be convenient for the
patient, if the environment is attractive then the patient feels happy.

The following elements are considered essential for the good health of the
patient-

1. There should be adequate light and lighting in the patient's room.
2. There should be adequate circulation of air in the patient's room.

3. There should be arrangements for safe disposal of excreta and waste in
the patient's room.

4. Furniture and all other surfaces used by the patient should be cleaned.
5. The patient's room should be cleaned regularly.

6. The floor should be wiped daily with Dettol etc.

7. The environment around the patient's room should be noise free.

8. The patient's room should be free from unpleasant odors.

9. There should be fresh flowers, photographs and curtains in vases in the
room.

10. There should be availability of pure water in the patient's room.

11. Colors in the room should be chosen according to age, gender and
preferences.

12. There should not be excessive laughing, talking or crying in the room.
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What is therapeutic environment for patient in hospital?

IR- SUARTY FTATARUT thi AT I-TQ G H {4 "eah! o Ay d8d &-

1. d9HTE (Temperature)-
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Answer: The following components have special importance in maintaining
an orderly environment for treatment:



1. Temperature-

It is very important to have a comfortable environmental temperature in the
patient's room. Room temperature of 20°-22°C or 60°-75° F is considered
normal and ideal.

The ideal temperature is one in which the patient neither feels cold nor hot.

It is safe and convenient for the patient. Therefore, it is necessary that the
patient is kept at a comfortable temperature. Atmospheric temperature
should also be suitable for normal physical activities.

2. Light -

Everyone needs proper lighting, but for the patient, proper amount of
lighting in the hospital is important for comfort and convenience. Light can
be provided both artificial and natural.

The intensity of light should increase or decrease according to the
activities performed by the patient.

3. Humidity

The amount of moisture present in the atmosphere and air is called
humidity. Moisture in the air is necessary for good health.

A humidity of 40% to 60% is suitable for a person.

When there is more humidity in the air, the person feels less thirsty but the
skin starts feeling sticky.

Similarly, when the humidity is low, a person feels more thirsty, hence, to
remain healthy, it is very important to have ideal and suitable humidity.



4. Noise -

Noise is an unwanted sound for every person, hence there should be a
noise free environment in the hospital which is comfortable for the patient
and also for other people.

During the disease stage, the patient may feel restlessness and irritability
due to loud noise.

To reduce noise in the hospital, rubber tires should be used on trolleys and
wheel chairs.

If the patient is resting, then ask the patient's family members not to speak
loudly or laugh loudly, this can create a state of fear and uncertainty in the
patient.

5.Ventilation -
The arrival of clean air is very important for good health.

The main objective of ventilation is to supply clean and fresh air and
maintain appropriate humidity.

Air circulation can be maintained in the room by opening doors and
windows or by using fans and air conditioners.

6. Odor -

Any kind of foul smell in the patient's room or ward can make the patient
restless, hence to eliminate the foul smell, it is necessary to have good air-
ventilation, cleanliness and the above mentioned arrangements for
disposal of excreta and waste.
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What is safety needs?
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Word is one of the basic needs of the patient.

This means not allowing any person or patient to be harmed mentally or
physically, protecting him from dangers, protecting him from infection and
injury, protecting him from environmental hazards, protecting him from
social and economic threats, etc.

It is the sole responsibility of a health team to keep the patient safe and
protect him from any kind of danger.

Purpose of Safety Needs -

1. To protect from injury.

2. To protect against growth of infection.

3. To provide physical and psychological comfort.

4. Increasing daily activities.

5. To help maintain physical health.

6. To help in maintaining a favorable hospital environment.
7. To help maintain therapeutic effectiveness.

8. To remove the anxiety related to the patient's illness.
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What effects taken place of hospitalization on patient and family?

3- AT & JHTR uNTa (Effects on Patient) -
ST hl Gad STeT ST & S 7T &
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7. URaR AT &0 O AfAd g UM+ &l &

The patient is most afraid of the hospital.
The unfamiliar environment of the hospital is problematic for the patient.

A person who used to move around freely at home, as a patient, suddenly
gets confined within the four walls of the hospital and in an unfamiliar
environment, which is very painful for him.

There are many main reasons of hospital which generate fear within the
patient like-

1. Hospital environment.

2. New and unknown environment of the hospital.

3. A person gets bored by lying on the bed for a long time.
4. There is a possibility of the patient getting bed sore.

5. The patient starts missing his family and home.

6. The patient starts feeling irritable if he does not receive medicines on
time.

Effects on Family -

The patient's illness and hospitalization have the following effects on the
patient's family:

1. The family members of the patient become worried after seeing the
sufferings of the patient.



2. He hopes for his speedy recovery and good treatment.

3. Provide financial assistance to the patient, due to which the family
sometimes comes into financial crisis.

4. The family environment remains tense.

5. The family members are always ready to provide proper treatment to the
patient.

6. There is hindrance in the daily routine of family members like business,
job etc.

7. The family remains mentally distressed and troubled.
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What is admission in hospital? Write purpose and types of admission.

3AX- T bl TRHTST (Definition of Admission)-
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3. IMTAROT 9t (Transfer Admission) -
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Answer- Definition of Admission-

Admission or admission of a patient to the hospital for diagnosis and
treatment of his disease is called admission, it includes examining the
patient, diagnosing and treating the disease, providing service and care, etc.

Purpose -

Following are the objectives of admitting the patient in the hospital-

1. For emergency investigation and diagnosis of the patient.

2. To provide immediate medical care in case the patient's condition
suddenly worsens.

3. To inspect the symptoms and reports of the patient.

4. To establish relationship between nurse and patient.

5. For immediate, safe and comfortable care of the patient.
6. To provide health related protection to the patient.

7. For isolation if the patient has an infectious disease.

8. To provide appropriate nursing care during illness.

9. To monitor the changes occurring during the disease.



10. To provide surgical treatment to the patient.

Types of Admission- There are following main types of recruitment-

1. Routine Admission

This admission process starts from the patient's outpatient department.
In this type of admission, the patient is admitted for correct diagnosis of
the disease.

If the patient's condition is more serious then he is admitted to the
hospital for proper medical treatment or surgery.

In this, the patient is treated after seeing his problems like diabetes,
asthma and blood pressure etc.

2. Emergency Admission

In this type of admission, those patients are admitted to the emergency
department of the hospital who need immediate medical attention in
serious condition or in case of any accident.

Such as heart attack, labor pain, poisoning etc.

3. Transfer Admission -

Many times, considering the severity of the patient's illness, he has to be
transferred from one hospital to another or from one unit to another to get
proper treatment.

In this way the patient is included in the process by being transferred.
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Write main principles of admission of patient in hospital.
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Answer- Following are the main principles of admitting a patient in the
hospital-

1. Before admitting the patient to the hospital, the patient's unit should be
taken care of and cleaned.

2. The patient's privacy should be maintained in the unit.

3. There should be proper arrangements for air, temperature, light etc. in
the patient's unit.

4. The jewellery, watches or valuables worn by the patient should be
handed over to his family members in the presence of the nurse.

5. The patient should be thoroughly familiarized with all the items kept in
his unit so that the patient does not face any inconvenience.

6. In emergency condition, the patient should be provided immediate
treatment.

7. The nurse should maintain good interpersonal relationship with the
patient.

8. To reduce the patient's fear, he should be introduced to other patients
admitted in the unit and other members of the health team.

9. The likes and dislikes of the patient admitted in the hospital should be
kept in mind.

10. The nurse should always talk to the patient with a smile.

11. Religious and cultural customs of the patient admitted in the hospital
should be respected.

12. The patient should be assured that he will be given appropriate
treatment.
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Explain the admission procedure of patient.

I- HRIST hl AT H 9T hed Y &l AT gidt &

1. =g fRAfq (General Condition) -

gch 3Tl T AT oh &g ATt fI9mT (OPD) # fRifchcden @ Wl o 31T 8,
gg AT R @ GEAd faer Rfdhcden & Imv= T@dr & 9 399 Jal UK i
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2. 3UTdehlend &Afd (Emergency Condition) -

gqd 3murd AT A At Y sreaarer & T fohar SIar 8 gd A T IuAR gid $TRY
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5. ft i it ufehar o1 Repid s=d |
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9. Aift Y Fega™ IV IS TR Bl &
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Answer- There are two situations in which a patient is admitted to the
hospital-

1. General Condition -

Under this, the patient comes to the Out Patient Department (OPD) of the
hospital for consultation with the doctor, he puts forward his thoughts
related to his illness to the doctor and expects the right treatment from
him.

In this department, the doctor diagnoses the patient and prescribes
treatment as per requirement and advises for admission if necessary.

2. Emergency Condition -

In this, in case of emergency, the patient is admitted to the hospital and
treatment of the patient is started immediately. In cases of heart attack,
accident, poisoning, shock etc., the patient is admitted emergencyly.

Reception of the Patient at Admission



1. Introduce yourself to the patient and welcome him lovingly.

2. After asking the patient or family members, information like name, age,
gender, address, religion, occupation, phone number etc. should be
recorded in the record.

3. One should behave politely and friendly with the patient's family also.
4. Without wasting any time, start treating the patient immediately.

5. Record the patient admission process.

6. A seriously ill patient should be admitted and treated first.

7. Record the patient's body temperature, pulse, respiration and blood
pressure etc.

8. Do a complete examination of the patient from head to toe.
9. Give the patient's valuables to his family.

10. Remove the patient's hospital-related fear.

g, Y T @l Ufchar &1 82 39 3529 9 UahR o faf@ui

What is discharge procedure of patient? Write its purpose and types.

IR- AT oht ST § IYeh! AT AT & 9T e oh 918 Ik ol e a
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gt ufehar ot It At gt ufchar wed 8l




el ufehan & I8 (Purpose of Discharge Procedure) - It bt @&t ufehar &
fArferied q=a g &

1. At ol O a=E @ YR e s ag o9 g Rl 7 81
2. ft opl AR T AR ©U & WX h T

3. Wift ot R R @I g wraufat o ufd Rder &

4. 77 & Feet §U ATATERUT H IJHch! HEE hT|

5. ATt g IFeh UREAR i AT TY H dIR T

6. TTRY Hefdd ITdTaruT bl @gl o d1g Hi ST &1

7. Y Y Fehd, a1 Td M o gRT S@wTa gAfga ol

el a1 f3@rsl & UahR (Types of Discharge) - It ot sreuarel 9 A= UehR @ gt
& T bl &

1. ReftfdT (Releaving)

g UM UehR 1 fSTTS! shgettdl 81 389H AT Yol U I 3(UHT SelToT chdTehy
Sleh gl T ST dTeT T UXT foieT S STTdT ¢ I Femst SiceR oh gRT foRam Sirar

=

2. Rfhcder & TaTg & faudtd (LAMA - Leave Against Medical Advice) -

29 UhR o f2ETS O I8 udl IodT & foh 38T Srudrel | TeheT Tl argdr 8k
Rifchcder & geTTg o AU rudTe Sig=T I1gdT &

2H @gl 3 U Ugel ARSI ot ITh! A & IR & g1 anfgd ok #<s1 @ 9 39k
RS & |t gE1eR o o =g drfer are A ot oft marHt o ford #1is1 ge
fS™eR gl




3. fdea e ggt (Discharge on Request) -

39 UhR oh fSarst & Y 1Tl § 31U STST SR Tl 1GHT I18dT 8, avig i
oft g gehdll 81

g STeRR U @l o1 fde &hdl 8 dd SiereR A chl dechieti= (TS 39 fewmst
fefehe UR foraar g qur It ot sreudret o1 g1 faiet &4 & a1 feearst o fear Smar
=

4. I3 3R iR (Referral or Transfer)

2H 7111 ot I=a1 FRAfere qur faRiy Rk 8q U sudTer & g Seudre | 9
feam Srar 81 Si9- heR 3rudTd, faet ot sreudTer, &.oft. sreuare sife

5. Tsgepif=TT (Absconding) -

SOH FRIS SlekR, 7Y, ATURRY ohl foHT IATY FUch T IUATA & el ST & HR
31T dTe oht faret ot 98T ¢k STTaT 8 STt foh Uep IRY oh 99T & 58 Tsahi =21 Shad 8l

6. 9 (Death) -

Aift vk FRAMY F sreaarer # it glar 8 IReg 37 IUAR 9 @ & 91 it g
Sieh w18l gt urdT 3R Ich! AT o hRUT g gt Sl & df ag WHTiden g fob ITehr
fewamrst fehar Sirar g1

Answer - After admitting the patient in the hospital in his abnormal
condition, after his correct diagnosis and treatment, if the above objectives
are achieved and there is expected improvement in the patient's condition,
then the patient is discharged from the hospital. But before discharging the
patient, check thoroughly whether the patient is completely healthy orin a



position to be discharged or not. Before discharging the patient, the patient
should be prepared mentally and physically. This entire process is called
patient discharge process.

Purpose of Discharge Procedure — The following are the main objectives of
the patient discharge procedure-

1. To make the patient completely sure that he is now in normal condition.
2. To make the patient physically and mentally healthy.

3. Instructing the patient regarding care and precautions at home.

4. To help the patient in his changed environment.

5. To prepare the patient and his family psychologically.

6. Maintaining health related environment even after leave.

7. To ensure care of the patient through indications, information and
direction.

Types of Discharge — The patient can be discharged from the hospital in
the following ways:

1. Relieving

This is called normal type of discharge. In this, the patient gets fully treated
and gets cured and pays the full hospital bill. This discharge is done by the
doctor.



2. Against medical advice (LAMA - Leave Against Medical Advice) -

This type of discharge shows that the patient does not want to stay in the
hospital and wants to leave the hospital against the doctor's advice.

In this, before discharge, the patient should be informed about his
condition and signatures should also be taken from the patient and his
family members so that the patient himself is responsible for any problem
later on.

3. Discharge on Request -

In this type of discharge, the patient does not want to continue his
treatment in the hospital, the reason could be any.

He requests discharge from the doctor, then the doctor writes the current
condition of the patient on his discharge ticket and the patient is
discharged after paying the full hospital bill.

4. Referral or Transfer

In this, the patient is sent from one hospital to another for higher medical
care and special treatment. Like- cancer hospital, heart hospital, T.B.
Hospital etc.

5. Absconding -

In this, the patient leaves the hospital secretly without informing the doctor,
nurse or officer and does not even pay the hospital bill, which is similar to
theft, this is called absconding.

6. Death -



A patient is admitted to the hospital in a serious condition but even after
good treatment and care, he is not able to recover and dies due to his
condition, then it is natural that he is discharged.

g% . AT <hl IUdTel & el UfchdT bl THSST

Explain the discharge procedure of patient from hospital.

IR- At S Srudaret ¥ P hed THd A 1at Y e | @A Afe e

1. a9 Ugs 799 ot gg [AfYa e a1 =nfgd o Sfeer o1 fofaa smeer fewarst &
ford om T g I A8t

2. ag giAfga o< foh Wft o aRe feem-fdsr gwgr g 8 b =61 S qar &,
ST g1 STy ST |

3. 3R AT} SlereR hl JeATg oh fdeg RUdTeT BIST ITgdT g al 399 faf@a d &
SEIRCIEY

4. ft o1 FAsht 9 39 Hig &)

5. I o gRT AT hl THTE IUANT fohdT 81 dl Bis+ T Ugs SId e arag o |
6. T U Ugal ARSI gRT AT Rl falet STHT ehary|

7. 78 gR1 A7 & IR Reprd duR e o |

8. afe AT hASIR & a1 Tl fthe 81 TohdT dt I8 Elel AR <l laem &

9. TaT2dl U4 IUAR o IR H (AT TE &Y & gel Fidithehe IR forg <=1 =i |
10. 3MER fAHTT ol 7T St @&l o fawag # Gar A ¢

el ufehar & 74 & & gd YfAahr (Function and Role of Nurse in Discharge



Procedure)

1. 7€ ft ot GEF S g TR et 8

2. It @l T 39 IRSHI ht AAIdTTHG ¥U 9 TR ! 8|

3. M Y & T aTelt <arsat g 3T IUTR I8 T I URSHI el JHETT B
4. Jft & ol W= ITaTaRoT & IR H Fdred! 2|

5. ft oY ey sRa=T gHEC 81

6. Tt 3R ITch URAR Pl FAUHIYdS e IUAR o aR | Id1dl g

7. Wy &t A8 UeH hdl g

8. it &1 ATt FHM 39 Uy iud! g1

9. It ol AR Tl &t 81

10. It At I ITAR § Heifdq RAfhcda smaigede (appointment) & fawg &
STt g1

Answer- While discharging the patient from the hospital, the following
things should be kept in mind-

1. First of all, the nurse should ensure whether the doctor's written order
for discharge has arrived or not.

2. Make sure that the patient's family understands the instructions. Like
giving medicine, food or exercise etc.

3. If the patient wants to leave the hospital against the doctor's advice, it
should be taken in writing.

4. Hand over the patient's personal belongings.



5. If the patient has used hospital items, check them and take them back
before leaving.

6. Get the hospital bill deposited by the patient before discharge.
7. Have all the patient's records prepared by the nurse.

8. If the patient is weak or cannot walk, provide him the facility of wheel
chair.

9. Instructions regarding medicines and treatment should be clearly
written on the discharge certificate.

10. Inform the diet department about the patient's discharge.

Function and Role of Nurse in Discharge Procedure

1. The nurse prepares the patient for discharge.
2. Prepares the patient and his family psychologically.

3. Explains the medicines and other treatments given to the patient to him
and his family.

4. Tells about clean environment for the patient.

5. Explains the patient to take precautions.

6. Carefully explains home remedies to the patient and his family.
7. Provides health education.

8. Hands over the patient's personal belongings lovingly.

9. Provides psychological advice to the patient.

10. Informs the patient about medical appointments related to his
treatment.



O . GUWUT et TRYTT chifoTg |

Define communication.

IR~ AR Ja131T i S§dR I T UG b H GRINUT T 37gH NG gidT 8l
YT ch gRT Uch Afh 310 Af<hdl & JTY G h W1 ShdT 8

gHyUT & gRT fRAfhcdent, AT T, a3t vd Iack uike=t & #e fafaa gamsi
T STTGH-UGH BIdT g Siifch ARIST ehl AT (cch WTRY JHWT hl TdT i dT I9ehl
JIYRATTIR Sgak SUIAR USH h- H GgrIh gidT |

Af<h o &feh Sftae # THIWUT &1 Ueh Hgayul W gidl g1 g g1 ag srost
ITd R @1 dh Ugandi gl

gfRkyrT (Definition)

Y a1} T 3ifden cufhal & weg MUY & IHET 31 T WY Ud Udieh sl
(symbols) & gRT T, e, 3, ooy, gfetor gd a2t &1 sireH-ueH
TEIY0T (communication) SgardT gl

Answer- Communication plays an important role in improving or providing
nursing services. Through communication a person establishes contact
with other people.

Through communication, various information is exchanged between
doctors, nursing staff, the patient and his family, which helps in finding out
the actual health problem of the patient and providing better treatment as
per his need.

Communication has an important place in a person's daily life. Through
which he conveys his words to other people.



Definition

The exchange of information, messages, opinions, ideas, viewpoints and
facts between two or more people through mutually understandable
language and symbols is called communication.

U . GUYT Ufchar & 87 GUWUT UichdT o 31TaTch Uceh [oiaq|

What is communication process? Write essential components of
communication process.

THIwT ufchaT ag ufchar gid! & foH Uah aaf<h & o afth o iR Ty, a9,
T 31TE, WoT o folq, Tt # 31 a1 {THT AT Uddieh (g1 hl S&aHTeT hech Herll
T STEH-USH fohar ST &

gEIvoT ufehar o 3fmasgeh geah (Essential Component of Communication) -
gHyoT ufehar o e A g 8-

1. U¥eh (Sender) -

31U+t I ohl TER Afh deh U™ A1l &l |

ﬁwaﬁqqilﬁ?;?(encoder) %ﬁa%ﬁ%aaﬁﬁﬁagﬁmﬁwﬁﬂqaww
HTH & gRT Af<h deh UgdTH ohl T ohidl g Safeid 39 UfchdT ht GRS

(encoding) *ft sgd 8|

2. Tesr (Message) -
g 3 gAY, foaR, T 311 92 gid g forg fordt Arens & gIR1 ek aafth @ g




f<h i IR g SIrdT g

3. #1egH (Channel) -

Uk T dTet Af<h deh 3704 el Uga™ o fod o Ant o1 IudiT ohar g 98
#q1eH (channel) ShgerrdT 8|

oY dtet a1 ford T 21eg, d8R o g19-4Ta (facial expression), SRR ufRAfd
(body posture), s, Eferfasr ar EfitiA efe|

4. uTiehd (Receiver) -

UNeh GRT WSl ST dTet AR, TeT d A ol UT e dTell UTtdhd! (receiver)
eIl 8

UTtdehd! ot fSantex (decoder) ¥ hgd g aifch ag Tahdl ol STddhied ohedl g dlfch
g I-enl 3 AL Hoh |

gg ufchar Stagped g feahifS (decoding) sgaTe &1

5. Ug<R (Feedback) -

UTtdehd! (receiver) gRT U¥e (sender) T 3R ST ST ITelT el UG
(feedback) HgelTdT & | YHINUT chl JWheldl ad UIIR &1 d TUT hAT 31T ATk
I &

Communication process is the process in which messages are exchanged
using understandable language or symbols to send messages, ideas,
information, etc. from one person to another.

Essential Components of Communication — Some of the components of



communication process are as follows-

1. Sender -

Communication starts with the sender, the sender is the person who wants
to convey information, ideas and his opinion to another person.

The sender is also called encoder because he works to deliver the
message and information to the person sending it through the above
mentioned medium, hence this process is also called encoding.

2. Message -

These are those information, ideas, opinions or facts which are
transmitted from one person to another through some medium.

3. Channel -

The path that the sender uses to deliver his message to the other person is
called channel.

Such as spoken or written words, facial expressions, body posture, radio,
television or telephone etc.

4. Receiver -

The person who receives the thoughts, messages and opinions sent by the
sender is called the receiver.

The receiver is also called decoder because it decodes the signals so that
it can understand their meaning.

This process is called subtraction and decoding.



5. Feedback -

The message sent by the receiver to the sender is called feedback. For
the success of communication, it is very important to respond and receive.

U . guIvuT & [Ogid 9 Agd fifag|

Write principles and importance of communication.

3% IHIN0T &h Riggid (Principle of Communication) - TIvoT & f&gia
fA=fafea g-

1. Uveh Ud UTdehd| ohl SITETHT & THST & 311 TG QTHT Sl TN AT A1fe Q|

2. GEIVUT & SR 3HGTh dep-ieh! (technical) Tsal auT dfeea =i
(abbreviation) @1 IUTNT gl AT A1V

3. JEIYUT oh ERIF A d TIE QYT hl IUTNT AT ATy |
4. gTET YT &h fol 1T U9 SRS ™I aTdTaRul g1 aiigd |

5. FRINUT ht THTe! ST o ford UTtdendl ol Uq<R (feedback) 3iasdes U & T
e |

6. U¥eh Td UTtIchd ] ol GHY Td TegdT hl ST 37aT IGAT A1y |

7. U9 gIRT Ul ST aTell YT UTwehd| o forldt TR (interesting) 84T a1fga |
8. WSl ST dTeit e fayE=ig g Tei-ad gt =@ried |

9. FHIVUT &h SR IUY<h HILIH T IUINT heAT Aigd |

10. IHIYUT kT UfehaT <ht SHTIRTh Bt dFlT Wit I F9-1 AT |

11. USch hl UTWIehd chl QMRIReh Td AT AT 1 &a g 91iad |




12. UTtIehdT eht VSt ST dTet Tl chl ATt STFehKI U¥eh aht gt Iigd |

13. U¥eh AT UTTehd &I ehl Geh G@R chl ETfHeh, AT TUT Hiehiceh farTEl e
qui G heT dAligd |

14. DSk AT UTtdchd] bl Ueh R oh Ul TFAT T UG fRId AT A1i8y|

gHINOT &1 78 (Importance of Communication) - 8IwoT & e #aga &

1. GEIYUT &h SR AT <hl WY efdd U Ud STahdT3Ti &l OdT fohar
ST 8 |

2. GRIVT TUT T T AHETE! chl G e T HIgTel dUR T 8|

3. WY HiHdl & Heg g1 aTell [aaR] ol TEH-U&H 3h I Ud hiT i dgM
4 9grach gl 5|

4. IBT GHYUT AST ahl USTH hl ST aTelt ST H SIgd chl ST ot off ey
AT &

5. 3TTST GHIYUT JLS o folQ &l "a! dfeeh 1Y oh Afthed Ud a8 oht ot 3imchdan
T 3Jeheuitd §7aT 81
6. TEINUT TGRS Wy A4 &t Repifen gd Ruifdn # agraar aar gl

7. GHINUT 9 o 1 Qd Ge&rdT (skill) # gfeg ar gl

Answer-Principle of Communication — Following are the principles of
communication-

1. Sender and recipient should use easily understandable language.

2. Unnecessary technical words and abbreviations should not be used
during communication.



3. Simple and clear language should be used during communication.

4. There should be a calm and comfortable environment for effective
communication.

5. To make communication effective, feedback should be given to the
recipient in necessary form.

6. Sender and recipient must keep in mind time and affiliation.

7. The message sent by the sender should be interesting for the recipient.
8. The information sent should be reliable and latest.

9. Appropriate medium should be used during communication.

10. One should avoid unnecessarily prolonging the communication process.

11. The sender should take care of the physical and mental condition of
the recipient.

12. The sender should have adequate information about the message to be
sent to the recipient.

13. Both the sender and the recipient should fully respect each other's
religious, social and cultural beliefs.

14. Sender and receiver should show respect towards each other.

Importance of Communication — Following are the importance of
communication-

1. During communication, the health related problems and needs of the
patient are ascertained.

2. Communication creates a healthy environment by removing mutual
tensions and disagreements.



3. The exchange of ideas among health workers helps in increasing their
knowledge and skills.

4. Good communication also reduces the possibility of duplication in care
provided to the patient.

5. Good communication makes not only the patient but also the personality
and behavior of the nurse attractive and exemplary.

6. Communication helps the community health nurse in recording and
reporting.

7. Communication increases the knowledge and skill of the nurse.

s . Rerls T 7 31T 87 39h 369 Ud Had folfgu|

What is record? Write its purpose and importance.

IR- Repls Wit & Geifdd Het 37ichs o 1 Ueh foifd q&drast gl |

Rep1dd a SIex, SARAT T it sl & [oTTH AXIST bl STUATA! & &I ST aTett
RIfehcdT ST T uRi&ruT oht fellRed 9ol gidT @ Ud I8 hIHT aXdardet gid @ Sit il o
cIfeet O e deh IUIT A AT S €1

Repié & w3t o1 RAfehcdia uderur, e Aeg, aaftvra ud Rt sfagd
(history) @1, SUAR, TaTg 31Tfe, Repid fopar STraT g

2 WY ReplE ol TR e hl Ufehar ol RepifST shed 2|

3637 U4 78 (Purpose and Importance of Records) -

1. RepfE @ w3t & IU=R g faem Adr ure gid 81
2. Repls @ 71, 74, Siaex Ud SIUdrd bl T & U gl &
3. Rl e g Iu=R & g & Agaqul it Aumar 8|



4. Reptd HeT Hichs T it | HEE ohidl gl
5. Repis & w3t ot i TT7 IUTR Ud ST ot faqd faeror giar g1

6. RS T g7 ol &) 178 arsaf aur Rfrar IuaR & gRumal & TR & SRR
UTd gidl &1

7. Repid @ gt i feq-ufafea & gft STt Uend i ST Tehdl 81
8. Repl & AT Ua AfSehct BTN ohl ITeh Teftfechel 39T H Tgraar Al gl

9. Repts ol st fawal (legal matter) & Ter Ued &l ag IUART fohaT ST Gehel
gl

10. 1 Y Wy deeft ga@mant sl gRuft ff Repis & gRT ured Y 511 Gehdt &1

Answer- Record is a written document to collect basic data related to the
patient.

Records are registers, diaries or files that contain written descriptions of
the medical services and tests given to a patient in hospitals and are legal
documents used from the patient's admission to his/her exit.

The patient's medical examination, daily notes, personal and medical
history taking, treatment, advice etc. are recorded in the record.

The process of preparing these health records is called recording.

Purpose and Importance of Records -

1. Guidelines for the treatment of the patient are obtained from the records.

2. Records provide legal protection to the patient, nurse, doctor and
hospital.

3. Records play an important role in diagnosis and treatment.



4. Records help in getting the basic data.

5. Records contain detailed information about the treatment and care given
to the patient.

6. Records provide information about the medicines given to the patient
and the results of medical treatment.

7. All the day-to-day information of the patient can be collected from the
records.

8. Records assist nursing and medical students in their clinical experience.
9. Records can be used as evidence in legal matters.

10. The table of health related problems of the country can also be
obtained from the records.

s . Repis @ & Rigid a1 87 RaplS & R il

What are the principles of record writing? Write down the types of records.

1. Renie ferad Twa IuaiT i 1 gt ufafRar g a We giHt =nfad|
2. Renie forem aret et (Rifehcen a1 74) gRT gxareiRa g =nfed|
3. Reid # fordt ufafeai Ffefea g+t =nfaul

4. Repts g shHdg IT shATAR forar gm anfgul

5. Rents # feAier g o oft forar g anfeul

6. Repis # standard abbreviation @1 ITANT &AT TETI

7. Rentd forest & ford et g ehrelt @gt S&dHTe Rl A3yl

8. Renid ferad T sitg-sfta # @rett S8 =181 ®ie-! arfgul



9. IWY<h Uga o felg At a1 A, 39, a1 ., 92 . Repls # forar g =nfgul
10. Rep1s fagaa ik gufy gi+r @nfgul

Repi & UhR (Types of Records) - Renfs geaaar 49 R & 8id 8-

1. 73T &1 Repis (Patient Record) -

gg Aft @ Tefda Rents glar & [oad Aft o urmet @ cifest den g arfea 3
g don gt avg Y SRR 39H IueTsy gidt g1

s9H a1g] ATt ReplS (out patient record), 3tidiRes At Rapis (in patient record),
AT Replg (legal record), Td IS%H (registers) Ht i gid g1

2. AT 9fdg Rais (Nursing Service Record) -

At afda Repid a1 6t ermar (performance) @l S 8 dAR fhy SITd & St
T <hl Rkl H HEE A B |

Y- T8 IufRAfd IR, 789 ggdl, Aeiex enfe

3. A3 f1em Rapis (Nursing Education Record) -

AT fre Repis faemeff o gefam @ e sudh! aryul siMert &d 81 3 Rels
T Thet/RictsT h gRT S91Y ST & | 399 grfeld 8 Sia-

- B 9d Repls (Student admission record)
- JufRfa RS (Attendance record)

- ik Rl (Evaluation record)

- B¢l Repl$ (Leave record)

- B Wy Rafs (Student health record)



- Reifed Repld (Cumulative record)
- Fefif-iehet Rapis (Clinical record)

Answer- Following are the principles of record writing-

1. All entries used while writing records should be correct and clear.
. The record must be signed by the person writing it (doctor or nurse).
. The entries written in the records should be error free.

. Records should always be sorted or written in sequential order.

2

3

4

5. Date and time should also be written in the record.

6. Standard abbreviation should be used in the record.

7. Blue and black ink should be used for writing records.

8. While writing records, no blank space should be left in between.
Q.

For above identification, patient's name, age, ward no., bed no. It should
be written in the record.

10. Records should be reliable and accurate.
Types of Records — There are mainly three types of records-

1. Patient Record —

This is a record related to the patient in which all types of information are
available from consultation to admission and from admission to exit.

It also includes out patient record, in patient record, legal record, and



registers.

2. Nursing Service Record -

Nursing service records are prepared to check the performance of the
nerves which helps in the progress of the nerves.

Like- Nurses Attendance Register, Nurses Duty Register etc.

3. Nursing Education Record -

Nursing education records provide complete information about the
student from his/her admission onwards. These records are maintained by
the nursing school/college. This includes things like-

« Student admission record
« Attendance record

» Evaluation record

* Leave record

« Student health record
 Cumulative record

¢ Clinical record

gt . Rale a1 gidl &2 39ch 33T T UahR fafau]

What is report? Write its purpose and types.

3R fohdl FST ot UGt ohl 1T 36! WY @A o Hae § Wy shifd] (79 a1
3 el o Hed G131l T STeTH-Uer RUIE hgelld! & IUT Ig Uishar Raffe



hgelldl 5|
g Hilger a1 feifda g1 81 U  Ugd <hl ST Hehd! 8|
Rulé & 382 (Purpose of Report)- Ratd e & fAmfeifRad 3837 gld @-

1. RUIE eh gRT #4311 <hl URYUT S Tel <hl STet 8|

2. RUté & gR1 AT hl Grguf STFehRY Teh @R bl ST T &1 STT Fehdll g
3. Rué @ g smufdat qur Iuehzor @ deifed gawarsit di Sart fAedt 81
4. Raté & gr1 forelt off TR Y TTeTdlt 814 ht T9Ta=T hA 8 STt 8|

5. Rul ey &9 & &9 GUWUT &1 Yok Agaqul dre gidt 8|

6. RUld & g ag uar gerdi g foh i=-3t ufchar T&t @ 3R sl9-8t Tera g1
7. Ruld & g1 <arsar a1 SURIR o SIgeTd <hl kT ST TehdT gl

8. RUIE & gRT 7S hl G <A1 GHTYT fohaT ST HehdT 21

9. Rulé @z g1 & Tt gRT fhy Y & aht garfet &1

10. RUE gRT ARIST bl HeT g S@HTT hl FISTHT IHTS ST Hehll B

RAe & TR (Types of Reports) - RUtd & TR fAmfeifEd 8-

1. ferfga Raté (Written Report) -

gg Ruld feilga ®u # gidt 81

Ig WA &l oh el oh &9 &Y St ¢ a7 I=d AfARRT eht Ht Aol STt 8|
S W 98 9 g8 79 hl, g8 79 & 9147 3refteren o, Ase RUlé snfe)



2. Hife Raté (Oral Report) -

gg Ruld Aifee T I & St g1 g8 RUlE 99 gRT STeer 9 I 1Yk aht a1s |
378 &h HY & SATdT gl

oI T hl RUTE S

3. ¢ef | RAi (Telephone Report) -

gg RUlE ¢Ihie gRT AT STUceT U T 31U+ I AThR] chl dUT AT o o )
ot &1 ST 1

STt Tt <t fonddt ofY = a1 s AT & IR d g Iahdt g1 S1a- Il
Fafchear el fiean-fAdsr sfaex @ forw g feu ST gad &1

4. ge1 Ruté (Incident Report)-

gg Rul 3 gU ueTshA i IdTdl g1 Ig Ruté gren feifaa wu # der & St
g1 oY it bl 94 I hgrgHT, Wt ht ueit & R a1 91 fohdt gerg A arg | i
T ST SAfe |

5. ¥Hiaror RAE (Transfer Report) -

gYh SicdTTd IR At gEst i a1 are F AT 3R gEdt 99 gRI 3T e arars 9
UTd T QTR &1 a8 Rulé i grr ar foreY aafwh grr & st 81

6. HedTeh- Ul (Evaluation Report) -

gg Rufe sl 9 Hafdd SRt A9 8d AUR ! STt 81 98- 88 7 gRT AT
B chl ATAeh Gedich RUTE, Thet 3Tt AT hl Uramd vl Udes ATg |sit ST 8|

Answer: The exchange of information between health workers (nurses or



other members) regarding the health care provided to a patient is called
report and this process is called reporting.

It can be presented both orally or in written form.
Purpose of Report- Following are the objectives of report writing-
1. Complete care of the patient is provided through reports.

2. Complete information about the patient can be easily shared with each
other through reports.

3. Reports tell us about problems with supplies and equipment.
4. The possibility of any kind of mistake is reduced through reporting.

5. Reports are an important means of communication among the health
team.

6. From the report we come to know which process is right and which is
wrong.

7. Duplication of medicines or treatment can be prevented through
reporting.

8. The patient's problem can be solved through the report.
9. Reports reflect the work done by health team members.

10. Patient service and care can be planned through reports.

Types of Reports — Following are the types of reports-

1. Written Report -

This report is in written form.

It is given among the members of the health team and is also sent to the



higher authority.

Like- from staff nurse to head nurse, from head nurse to nursing
superintendent, night report etc.

2. Oral Report -

This report is given orally. This report is given by the nurse to the doctor
and higher officials at the time of rounds in the ward.

Like patient report etc.

3. Telephone Report -

This report is given by telephone or indirectly to his superior and to the
members of the nursing team.

Which can be about any normal or abnormal condition of the patient. For
example, instructions related to the patient's treatment can be taken and
given from the doctor.

4. Incident Report-

This report explains the sudden events. This report is always presented in
written form. Such as the patient having an argument with the nurse, the
patient falling from the bed or getting injured in the ward due to any other
reason, etc.

5. Transfer Report -

This involves sending the patient to another unit or ward and receiving
him from the unit or ward by another nurse. This report is given by phone



or in person.

6. Evaluation Report -

This report is prepared to send information related to students. For
example, the monthly evaluation report of nursing students is sent by the
head nurse to the principal of the school of nursing every month.

uer . i ufehar sl aReivrd HfSIY vef ggeht fasivdrd fafeau|

Define nursing process and write its characteristics.

IR- AT Ufehar Ten sheieg Ufchar g1 foideh Ssiarid it o wamed a1 Hedich &,
At Rt Jar S TRTT FHMT, Ik 16 T bt AT TR AN HAT 3R Ik TG T
Heieh hAT QA &

oligd A1 (Lois Knowles) A 1967 | Ul 'Ds' Tl SEAHTE ehed gU AT Ufchar ol
gehTiRAd foRar -

D = Discover (ZtST1)
D = Delve (781 31e03+)
D Decide (g, ats)
D = Do (TR &)

D Discriminate (HedTchT 1)

T ufehar i fastward (Characteristic of Nursing Process) AT ufehar
frfafaa fastaand



1. AT ufdhar T TisTHTeg ufchar g1

2. Ig T8 <hl 3R &1 Q& gU hl Sl g

3. 39 TRER AfhiTd G- RATUd gid &1

4. Teh SR o Ufd G <hl |Ia=T o1 faehr giar g1
5. g AN hi chvgs | @R U hl ST &

6. ag ufehar 3rum FAffa =@=om (steps) & gof gt 1
7. Tg ufehdl Ichid (cyclic) U & HdTfeld B! 81

8. AT Ufehar o AR0T (step) T gER € Taifdd gid €|
9. Ug fasy TR W R gl 21

10. Tg mfazfier ufehar (dynamic process) gt &1

Answer- Nursing process is a systematic process. Which includes
assessing the patient's health, planning the patient's service, then
implementing the service on the patient and evaluating its effect.

Lois Knowles published the nursing process in 1967 using five 'Ds' -
D = Discover

D = Delve (Deep Study)

D Decide

D = Do (Implement)

D Discriminate



Characteristics of Nursing Process: Following are the characteristics of
Nursing Process:

1. Nursing process is a planned process.

2. It is done keeping the goal in mind.

3. This establishes mutual personal relationships.

4. A feeling of cooperation towards each other develops.

5. It is completed by keeping the patient at the center.

6. This process is completed in its definite steps.

7. This process operates cyclically.

8. The steps of the nursing process are related to each other.
9. It applies globally.

10. It is a dynamic process.

sy . AT UfehdT h I2T T Hgd Id18U|

Explain purpose and importance of nursing process.

3x- AARET ufehar & 3237 (Purpose of Nursing Process) - AT Ufehar & Ig<d
ffafaa €1

1. AT oh TRy R & Hedich g4l
2. FRIST chl HTIFhdT3T <hl Gfd ohe 8
3. ARIST <hl AT chl AhATH hiA B



4. FRIST oh WY hl GARITUAT e 8|

5. AT <hl GuTfad Ud ardfdeh Wy GHEITS ol UdT o 8|l
6. fTST TTERY WATH ehl UIHTTd Tl

7. 7T ohT Wy fRR 1@ | #eg ATl

8. AdtaT ok srarey fRAfA # rifaygel g & folw ggRT uar &l

a5 @1 78 (Importance of Nursing Process) - AT Ufehar o Mfofaa
A8 &

1. 71T <t ST | FARaRar &+t &t gl

2. Ig Tura<Tyut Rfchedr dar & GgridT ot g1

3. gg gy Rifhaar dar uer o=l g1

4. gg vrfasitet gidt 81

5. 31<a gRUMH A R 74T ol Tty 3R Uit e 21

6. Tg TS T Y o off Tt Ieivor @Nfid i | Jgg Sl 8l
7. 389 RS oh fold GioTTeleg d@HTel UaH & H TgridT A g1
8. YUY Y hT Mthct fAchrd gidT 8|

9. 3T GRT I Wied I aht AT ® U gt 2

10. 399 Wit & Wy TR F ot 3afd g gig gt 81

Answer- Purpose of Nursing Process — Following are the purposes of
nursing process.



1. To evaluate the health level of the patient.
To meet the needs of the patient.
To prevent the patient's disease.

To restore the health of the patient.

2.
3.
4.
5. To find out the possible and actual health problems of the patient.
6. To encourage speedy recovery.

7. To help maintain the patient's health.

8.

To provide support for peaceful death in case of incurable condition of
the patient.

Importance of Nursing Process — Nursing process has the following
importance-

1. There is continuity in patient care.

2. It helps in quality medical care.

3. It provides assured medical care.

4. It is progressive.

5. Nurses get satisfaction and encouragement when they get good results.

6. It helps in establishing effective communication between the patient and
the nurse.

7. It helps in providing planned care for the patient.
8. This leads to professional development of the nurse.
9. Through this the entire health team gets self-satisfaction.

10. This also improves and increases the health level of the patient.



g1 . AT UfehaT & TR AT Yedh! ol gUF IS |

Explain the phases or components of nursing process.

AfT ufehar d T geen A< € S o 1 e 4 &-

1. 3ffehel-T (Assessment)

2. 5 fAe (Nursing Diagnosis)
3. e (Planning)

4. feraraa-T (Implementation)

5. geaiend (Evaluation)

1. 3ifehe-T (Assessment)-

gg AT ufehdr a1 T TROT (step) 81 Sfichet A Y gRT AIST chl W GHAT
T UdT fohaTl STTAT € @ 02 Uehad fhU ST & |

S dT oh SMYR TR AT hl @I UG heq oh ford I ufehar 1ot ST &
T At & Wy Gefda Ga-T, Wred GHTel Ud Wiy ATaghdlsit ol Sifcha-
forar SITaT 81

3flehet o 32T (Purpose of Assessment) -

1. At Y AR 1 Heieh AT

2. T GUETHY hl ST AT



3. It Y W@y Hefdd THET hl STHBRT Sehgl heT|
4. TR uEET &t [Hfgd s
5. Uehd STFhRY ohl faifSid el

3flehet oh 9184 (Tools of Assessment)

1. 3@atteh (Observation)

2. gr&fTeehR (Interview)
3. MR gteroT (Physical examination)

4. gt (Counselling)
5. @efifHenret Rapts (Clinical Record)

2. % fA2 (Nursing Diagnosis) -

g AT UfehaT Rl ERT TROT (step) BIAT &1 §Hch SI=Tid AT 3fleher (nursing
assessment) gRT YehlAd fohd 7T 3ichs! g d2T ohl [A=AWUT ehech AT hi Wy
g7 (health problem) &t fAfga fopar Siar 81

3t 3mRent AT e 99 (North America Nursing Diagnosis Association,
NANDA) & 3I9R -

g Ten AT faiy iy g <t foredt eafch, uReaR a1 Tqer & ey ar Sfe uferar &
fawa A grar g1

=TT frer A1 <hY foham iR ITE AT aTel Whe eh AT hl Uichan g e ferd
T IRer! gidt g

T fAeM & 3I8=a (Purpose of Nursing Diagnosis) -



1. TG 3Michetd B Uehd 3MThs| ol fa=AOT SheT|
2. It & AT WY q {ehaTeR hl S heAT |
3. MY hl ST fehaTatt enl U=

4. Ff&T e ot A AT

5. det ohl fehaT=aT T

3. geT (Planning) -

gg AT U8 ohl IRT TROT (Step) i1 8| $9ch 3fciTd AT hl STaTehdT3il
freriRoT eheeh IThT AR SEWT § FaTd S ThoT 18 ST 8l

2qH uget At R GATSH hl UTAfAehdT 93 hl ST & JUT 916 | 3ch IR ded
g 37 Auiika fhd 91d 81

gier 3R &3 (Potter and Perry) & 3EUR

grot1 AR SagR &t Uah Aot g forad Wft o hfa seat ot gfd o ferg Rifdhe
SudR fafear [Afga &t sirdt 8|

TRIST hl TR AT TS thid oh fold 7Y ARIST chl GHETST oh YR TR dOR fhy
QAT g Rt UrafAeRdT & STAR ShAdg dlich T T Iqch Ay H ISTT
FATAT & dTfch AT hl 3TaTeh ¢@NTel T &l Tch |

i ufehar & SR It (planning) dOR @A & ford fAfarfaa avon & atsar
JOR Y ST 8-

1. urafferar fAeiRor (Setting Priorities)
2. 3emf=ad gRomA (Expected Outcome)



3. AT AR I §9HT (Nursing Care Plan)

ST & Ie-F (Purpose of Planning)

- Ift <hY TaT <t ufchar et = AT

Tt <At Tar <At UfehaT bl FR=aR I91T G-I
» WY I GHRITYHAT AT

» i} ohl TR fAET UG AT

ATt o T hY AR ATH AT

4. feraraa- (Implementation)

gg AT UIEY T T TROT (step) BT 81 59ch Sidild 98 31U I  SHd <l
TINT el g

AT TISTT o1 fohaTaa ohd IHYT I8 31TaTeh gidT & foh 99 AT aht
STIG RT3 Rl THI-THY TR &1 I TUT IT & AR ITH R et @ |

SOH W $GYT ohl h1d AISHT GUF 8idl g 9T AR & Td ity ar
GaTer A 8

T84 (Gordon) & STAR ARG gxaeiu ek U fohar 8 foient smsra =1 It ot
ITh! deeplfereh AT O @y &1 Ut fRAfa den o SiTd! & g srfea uRomm
UT 8 9eh|

feharaaeT & 3837 (Purpose of Implementation)



« T FISTHT T TISTHT o TROTE ht ST

- A7t Y ITAR IJuAeY T

» i1 o ford TrufAendr [Afgd el

» STIET 9T g IGeh RN <hl fehaTi=Id ehzTI

» HRST oAl g: FAERUT (re-assessment) AT

5. gegiepd (Evaluation) -
gg AT U a1 3ifas =T (step) gl 8|

U 7 ZRT YT <ht 78 AT fohar & R & fAsany Aeprat sirar € fop St srdfaa
gRUTH & T o d UTtd g1 UTg 8 a1 Jai 394 A3t <l f[Rafa 7 foramn gur smar @
3R hH YR M TR R Hi SUTET AT AT oh FUR & chl dIRT <hl STl g1

gg vt ARG ufehar o1 Agcaqul <ROT gidT &1 39H UfehaT o UTal AT gIHTal bl UdT
ST ST 8

Hedih o 3T (Purpose of Evaluation)

» TR & I a1 Td A&l & SMMYR TR UTed URUITAT Rl Jel T AT
» 91 IISHT H 9t (error) <hl UgdH hAT|

» UfehdT & YAl g gEIHTET Rl UdT 7T |

» I Qar i T[oTaT ht THIET AT

The nursing process includes five components which are as follows-



1. Assessment

2. Nursing Diagnosis
3. Planning

4. Implementation

5. Evaluation

1. Assessment-

This is the first step of the nursing process. In assessment, the nurse
finds out the patient's health problems and collects facts.

On the basis of these facts, proper procedure is adopted to provide care
to the patient and health related information, health problems and health
needs of the patient are assessed.

Purpose of Assessment -

1. To evaluate the patient's illness.
2. To investigate nursing problems.
3. To collect information about the health related problem of the patient.
4. Determining the health problem.

5. Employing the information collected.

Tools of Assessment



1. Observation

2. Interview

3. Physical examination
4. Counselling

5. Clinical Record

2. Nursing Diagnosis -

This is the second step of the nursing process. Under this, the health
problem of the patient is determined by analyzing the data and facts
collected through nursing assessment.

According to North America Nursing Diagnosis Association (NANDA) -

It is a disease-specific decision regarding the health or life process of an
individual, family or community.

Nursing diagnosis is the process of selecting the action of nursing and
the results obtained from it, for which the nurse is responsible.

Purpose of Nursing Diagnosis -

1. To analyze the data collected in nursing assessment.

2. To check the general health and activity level of the patient.
3. To recognize abnormal actions of the patient.

4. Sorting out nursing diagnoses.

5. Implementation of facts.

3. Planning -



This is the third step of the nursing process. Under this, after determining
the needs of the patient, an action plan related to his nursing care is made.

In this, first the priority of the patient's problems is decided and later goals
and objectives are set accordingly.

According to Potter and Perry

Planning is a category of nursing practice in which medical treatment
methods are determined to meet patient-centered objectives.

To provide health benefits to the patient, the nurse makes a plan regarding
the nursing diagnoses prepared on the basis of the patient's problems by
placing them in a sequential order according to priority so that the patient
can receive the necessary care.

To prepare a plan during the nursing process, the plan is prepared in the
following steps-

1. Setting Priorities
2. Expected Result

3. Making Nursing Care Plan

Purpose of Planning

 To direct the process of patient care.

To maintain the process of patient care continuously.

» To restore health.



* To provide health education to the patient.

To prevent the patient's disease.

4. Implementation

This is the fourth step of the nursing process. Under this, the nurse uses
her knowledge and experience.

While implementing the nursing plan, it is necessary that the nurse keeps in
mind the needs of the patient from time to time and keeps making
changes in it accordingly.

It completes the health care work plan and includes the conduct of
nursing work and activities.

According to Gordon, nursing intervention is an action by which the nurse
takes the patient from his immediate condition to such a state of health
that the desired results can be achieved.

Purpose of Implementation

« Creating a nursing plan and planning steps.
* Providing treatment to the patient.

* To determine priority for the patient.

« To implement nursing service and its steps.

* To re-assess the patient.



5. Evaluation -
This is the last step of the nursing process.

In this, a conclusion is drawn about the nursing action provided by the
nurse whether the expected results have been achieved or not, this
includes how much the patient's condition has improved and if there is less
improvement then more attention should be paid to the patient.
Preparations are made to give.

This is also an important step in the nursing process. In this, the effects
or side effects of the procedure are detected.

Purpose of Evaluation

« To compare the results obtained based on the objectives and goals of the
evaluation.

* Identifying errors in service planning.
* To find out the effects and side effects of the procedure.

* To review the quality of nursing service.

U . ST T 31 AT hl TGHTA hil TR TISTHT dIR e |

Prepare a nursing care plan of a unconscious patient.

I<IR- JBIRT AT Y AT @9 A IR € AT d1iet-

A. {9 AT Ud 9+ fohar ot 991¢ @41 (Maintaining Airway and Respiration)



1. 3T ot o7 AifSisE (sim's position) T&™ &R |

2. it Bl 99T H F1d (secretion) Sehgl g4 I 9T o foly I#7g-9#g R Juor
(suction) 2|

3. 7Y oAt 3= Harad (ventilation) aTet R H I |

4. gk 15 fAE & SiaTad IR Sifaes fA=gl (vital signs) & ST e |

5. ATt et ASTel hdex a1 Ak R 4 ciiex/fAe hl G 9 SiferiteTT Ua &l
6. <hls ot ST feETs 3 R Rifehcaes @t gfad &l

B. Ixh URETRUT vl 1Y ¥@-T (Maintaining blood circulation) -

1. fFafaa =0 ¥ Sifdes gl & 5 &2
2. it o RR & g 3mada- (fluid volume) o JTHIRT &R bt IHTY I |

3. Y T g AT TUE 1Y T |

C. UIvuT <ht 4Tt (Maintaining Nutrition) -

1. Tt oh TIHUT TR T 3fichel B

2. 3ft & e & goft savges Uives d g1 d1fgu|

3. Y T SER-313IYE ATE TG

4. 4t =t arrs &t fu (1.V. Drip) gRT s &t wegs (1.V. Fluid) &1
5. Uddh 2-3 ©¢ a1¢ At eht 200 I 25. fA.+h. weg e12e S|



D. &1 &t @I (Care of Skin)

1. SBIRT I o oid THY b R R 3§ & hROT I a1 g7 (bed sore) g &l
TYTGAT 6 STt 8|

2. T ohl AT HTH-Y2RT E |

3. At Y AT & udes 2 ¢ F uRad= &

4. 77} o TR ot Getael ¥ H<h 9 g@T W |

5. ft ot S8 IR & RO F TG

6. 1T <Al THI-GHT TR massage ¢ SaY b UdT8 e |

E. 3T ¢@T (Elimination Care) -

1. 1 Y ufafes 2 § 3 effex ga <1
2. T3 ST G IFIYRUT o IUAR & felg A} apl hdex «g|
3. Y i AT IJTh-THTS WG|

F. 3= Siféetarsit &hi A (Prevention of other complications) -

1. At Y FAfseha @™ (passive exercise) Ay
2. It Y foRfSiatERdt (physiotherapy ) Ue &1l

3. % 21U (foot drop) a R €U (wrist drop) 31fe &l Ak & felg SR & ATt
Rl TR e |

4. A9 & gRdd- oh ShIRUT bl GdT T4 |



5. 3= 99 & ffd U1 Td hd dT9H9T= & 75 TN Sl SUINT Shich dTIHT I
o™ I91G |
6. It & gRARSHI &l AR TERT S a I7ch UM T TATuYE IR < |

Answer: Nursing care of an unconscious patient should be done in the
following way-

A. Maintaining Airway and Respiration -
1. Provide sim's position to the patient.

2. Perform suction from time to time to avoid accumulation of secretion in
the patient's pharynx.

3. Keep the patient in a room with good ventilation.
4. Check vital signs every 15 minutes.

5. Provide oxygen to the patient at the rate of 4 liters/minute through nasal
catheter or mask.

6. Inform the doctor if any abnormality is seen.

B. Maintaining blood circulation -

1. Check biological signs regularly.

2. Maintain normal level of fluid volume in the patient's body.

3. Maintain the patient's airway clear.

C. Maintaining Nutrition -



1. Assess the patient's nutritional status.

2. The patient's diet should contain all the essential nutrients.

3. Make an intake-output chart of the patient.

4. The patient is given I.V. By L.V. Drip Give fluids (I.V. Fluid).

5. Every 2-3 hours the patient should be given 200 to 25. ml. Give fluid diet.

D. Care of Skin

1. Due to an unconscious patient remaining in bed for a long time, the
possibility of him getting a pressure ulcer increases.

2. Always keep the patient clean.

3. Change the patient's position every 2 hours.

4. Keep the patient's bed free from wrinkles and dry.
5. Protect the patient from the causes of bad sore.

6. Give massage to the patient from time to time so that blood flow
increases.

E. Elimination Care -

1. Give 2 to 3 liters of fluid to the patient daily.

2. Fit a catheter to the patient for the treatment of urinary incontinence and
retention.



3. Maintain personal hygiene of the patient.
F. Prevention of other complications -

1. Get the patient to do passive exercise.

2. Provide physiotherapy to the patient.

3. Use comfort means to prevent foot drop and wrist drop etc.
4. Find the reasons for the change in temperature.
5.

Balance the temperature by using cold experiment in high temperature
and hot experiment in low temperature.

6. Provide mental support to the patient's family members and give
satisfactory answers to their questions.



