3RUdTd H A BT aIdTaRuT

(Patient Environment in the Hospital Patients Unit)

-1 GRYTHT (Definition):

AT T aTararvr a8 g fRUfaar gich 8, s 189 &1 3ol 31R ST & SR 3T ol 8 | 398
TS, AT, dfedw , ITgHM, (i TR 3R AR 1 HigTTH fRufd 2nfira gt g1

The hospital environment refers to all the conditions in which a patient is treated and cared for. It includes
cleanliness, lighting, ventilation, temperature, noise level, and the emotional state of the patient.

AT & FIATEaR0] BT Hgd (Importance of Hospital Environment):

1. WA P e ¥ aea eRar e
TS i, WS 3R ARSI IRl HS & 31 811 H ot ardr g

A clean, quiet, and comfortable environment helps in faster recovery.

2. AR q91d &H Hdl &
3BT TdTaRT TR b1 2T 3R YeRige &) HH Hdl g

A good environment reduces patient anxiety and stress.

3. HhHUI A SATAT 8
WAl A TR &1 SRUATS SfAd JehHUT & ST o JobdT & |

Cleanliness helps prevent hospital-acquired infections.

4, GReM YA pare
JRAErd B, A SR 3remd Riew § wiie! o1 qRaf sedt 2|

Proper flooring, lighting, and alarm systems increase patient safety.

3Rl ARl TS P fARYETE (1deal Conditions in a Patient’s Unit):

o XTI dT (Cleanliness):
TS & FHR, faR 3R Iua=un & Fafid qwig |

Regular cleaning of the patient’s room, bed, and equipment.

. dfedzE (Ventilation):
qrll g9 &1 3fId Uarg |

Proper flow of fresh air.

o  YBHIR (Lighting):
UThidd d HAT UHTR FaRT|




Adequate natural and artificial lighting.

arquT fAiEor (Temperature control):
7 31t T 3R 7 i IS |

Not too hot, not too cold — maintaining comfortable temperature.

taf=y fg39T (Noise control):
3FTILID TR P HH HIAT dlfch AT RTH HR T |

Minimizing unnecessary noise to allow rest.

HILEIRG)] (Privacy):
TR, BhI4 31T BT g

Use of curtains, screens, etc., for privacy.

GIAUTY (Facilities):
DI o, TUFH B Ugd, BIAAR S|

Call bell, easy access to toilet, wheelchair, etc.

i ot 'Hﬁlﬁ (Nurse’s Role):

RIS & ITATaRYT &1 e 3R R - 1Y 3T |
Maintaining a clean and safe environment.
A, ATOHT 3R AfeeR T e T

Ensuring proper lighting, temperature, and ventilation.

YR B HH B & IUT HAT

Taking steps to reduce noise levels.

RIS & MRS U Y GganT Tl

Providing emotional support to the patient.
fopeit oft TR a1 ge-Ge B gI &
Reporting any hazards or damages to the concerned authority.

TRIST &1 YRET & oTY 188 Y&, T TS BT JhRT HxT|

Using safety devices like side rails, belts, etc., for patient safety.

FIfe e arararur 3R Hifds sRe




Therapeutic Environment and Physical Factors

11 GfYUTHT (Definition):
fefercTaTss aTaTaRur a8 giaT 8 Sl TS 3 Wy QUR, AFIS i 3R JR&M &I 9g1a1 Sar g

A therapeutic environment is one that promotes healing, emotional comfort, and safety for the patient.

g’s'arawwmmﬁaz AR, QT 3R Aigd (aesthetic) Tt TRI TR YHRIHS THTT STad]
|

It has a positive impact on physical, mental, social, and aesthetic levels of the patient.

1 Hifas FR® (Physical Factors)

Physical factors affecting the therapeutic environment:

1. UbIRT (Lighting)
o AT UHTRT A TS DI SRTH HEYH BiaT & SR JhHU &1 SR gedr g

Adequate lighting helps the patient feel comfortable and reduces the risk of infections.

o S AT Y G DY THIH B Gobell B, TR Fear ol gl

Too much brightness can hurt the eyes, so balance is necessary.

2. dTYHTA (Temperature)

o §gd T A1 38T ATATaRUl AR 3 WG Bl YHIfad HR IHal g |

Very hot or cold temperatures can negatively affect patient health.
o MR ATYHM (22°C  26°C) Pl FTY G T IUYd HIAT STl g |

Maintaining a moderate room temperature (22°C to 26°C) is ideal.

3. dfedzH (Ventilation)

o  FHIR T A 5T BT TATE SR ¢ dlfds SHTeriio o A1 a1 38 3R geq - %l
Proper air circulation is essential to maintain oxygen levels and prevent odors.

o TS TR Y HehHUT B Fhl 5

Poor ventilation can spread infections.




4. 9} (Humidity)
o Igd Sif% a1 Sgd HH TH Y TS &1 Wi o1 | faaepd g g 3

Excessive or low humidity can cause breathing discomfort.

o TTHI TSl TR 40% I 60% & o1 g1 AW

Ideal humidity levels should be between 40% and 60%.

5. taf / TR (Noise)
o Y ATATS ARSI & HFRYE WG TR R SRR ST § 3R g & arem ST 3
Loud noises disturb mental peace and sleep patterns of patients.

o XIid AR IUTR Bl 3R 3Hfd YU ST B |

A quiet environment enhances the effectiveness of treatment.

6. ﬁTHUJ/EPﬂE' (Pestilence)

o TR, AfRETT, HIGRNT NS HHHU BT HROT S & |
Mosquitoes, flies, cockroaches, etc., are carriers of infections.

o Pic G (pest control) A B

Proper pest control is essential.

" GRET P SMTARIHTT (Safety Needs):

Safety Needs in the Patient Environment:

o rae IRd W, 9T Tree T, SIROI Hid ad - T FRET JUHRUT TR & |
Non-slippery floors, bedside rails, emergency call bells —all are essential for safety.

o oot & Iuavil B Sia iR X@-3@m9 Fafid g el

Electrical equipment must be regularly checked and maintained.

O HANATHTTT 3R ﬁaﬁm (Psychosocial and Aesthetic Factors):
O HNETHIN G PR$ (Psychosaocial Factors)




o TRISI & HIGTHD WA R O 1 9] 8|
Emotional support is crucial for the patient's well-being.
o URAR I Hale, T &1 MY, iR fEad agR 781 & AFRe U 3 Heigd 991d & |

Communication with family, nurse’s empathy, and friendly behavior strengthen the patient emotionally.

O ;ﬁaﬁ'w (Aesthetic Factors)

o IR DI FOMGE, T &1 JaeH, U1, IR R 7 - T I IR0 6 FHRIAS T ¢ |
Room decoration, color schemes, plants, and wall pictures create a positive environment.

o U 31 TR TGN FRIW & S B 96k a1 ¢ |

A pleasant visual environment improves the patient’s mood.

¢ T B YfAIST (Nurse’s Role):

Nurse’s Role in Maintaining a Therapeutic Environment:
o T, ATUHM, 3R AT BT A TaT|
Monitoring lighting, temperature, and ventilation.

o I SAE AT SR SFAETRIS IR J S
Maintaining quiet and reducing unnecessary noise.

o TRIS B HIGHIHS FHYT T 3R iy FTdraRvl §41¢ 3@
Providing emotional support and maintaining a pleasing environment.

o THHU R gHeATSf I FETd YT BT

Ensuring prevention of infection and accidents.

A3 BT SRUATA H JHTIIST

Patient’s Adjustment to the Hospital

71 GRYTYT (Definition):

OId Bl AT SRUATA | Hall 81dT 8, O S8 3704 TR SIY aTdTaRul I 3(afT U =15 3R
3OS S8 H FHTAINTT 81T USdT & | U8 THITSH RIS, AFRIE, IH1oie 3R
HIGTHS =0 I Aol 8 v g |




When a patient is admitted to the hospital, they must adjust to a new and unfamiliar
environment, which can be physically, mentally, socially, and emotionally challenging.

O FHEHT 31 g WS @t YYFA (Understanding the Patient’s
Background)

Understanding patient's background is essential for effective care:

1. grTiore 3R enfife fRufa (Socio-economic status):
o TS B 3, Rrem, 3R URaies TganT IUd! IUIR Ufthar &) THTad Rl g

The patient’s income, education, and family support influence the treatment process.

o T M I TS B garsil, i 3R Glaersit db ugd B Hi3TS 8 uahdll g

Low-income patients may face difficulties in accessing medicines, tests, and services.

2. AiepTad GEYFH (Cultural background):
o WIS P! RGBS T, TRURTY SR HTNT 37eT g Tl & |

Every patient has different cultural beliefs, traditions, and language.

o TP TR B UHIA BT THM B §U ST BT A1 |

The nurse should respect the patient’s culture while providing care.

3. TRy fRUFT (Health status):
o TN B SR fd-t TR 8, I8 ISP ARG fRUT 3R THRISH &1 UHIfad HrdT 8|

The severity of illness affects the patient’s mental state and adjustment.
o RM I Y fifsa 1 Y 3HfF UGS TeaIT &1 oRevd &l Taball gl

Chronically ill patients may require more emotional support.

] TS § Wl 819 T UHTd (Effects of Hospitalization):

Effects on Patient and Family:

-1 ST TR UUTE (On the Patient):

o UTGATHP WHTG: 3, fidl, srdvaro, Tl




Emotional effects: fear, anxiety, loneliness, anger.
o RS SgfaeT: 7o araraRon, st HieH, fameal o geama|

Physical discomfort: new environment, different food, change in routine.

- URER TR UTG (On the Family):
o 3Mif® A3 3a & W A URGR W d14 |
Financial burden due to treatment expenses.
o TGS 419 fRiar, o, fofa o & e
Emotional stress: worry, confusion, difficulty in decision-making.
o U B HHY: TRIR & Yo &1 AR & U T8 1 GfRHhd gl Il g

Time constraints: Family members may struggle to spend time with the patient.

Admission and Discharge: UPIR (Types)

Types of Admission and Discharge in Hospital

71 1. Admission — Hdif & UHR
Types of Admission

T Dis TS SRUAre § IUAR & o 317a 8, df It S, fRufa 3iR srazgedrsii & SaR 39
3IQT-37eTT UhR F Hlf fobam o1 bl 21

When a patient comes to the hospital for treatment, they are admitted in different ways depending on their
condition and needs.

1 1.1 Emergency Admission (GH'CI'I?IHO‘IT'ﬁT-I 'J-I'cﬁ):
o EF® THR UG F T & R Wl w1
Admission during a sudden critical or life-threatening condition.
o R TRIIST, BIC 31¢ah, Wb, TR e snfa|

Examples: Accident, heart attack, stroke, severe injury, etc.

1 1.2 Routine/Planned Admission (ﬁlﬂ?[fqﬁﬁl'!ﬂﬁﬁ ‘l-l'cﬁ):




o  TEA Y IY ARG 3R JHT W Hdlf BT

Admission on a pre-scheduled date and time.
o TN ITRRM, X T IR 3 & o

Example: For surgeries, diagnostic tests, or special treatment.

1 1.3 Transfer Admission (RITTIARUT & ¥ § Yll):
o TRV &I TP SRUATQ/fAUTT I geR H Yo |
Patient transferred from one hospital/department to another.
o JCTERUL HHFI IS W ICU, T BIC SR I S SRIare H |

Example: From general ward to ICU or small hospital to a bigger facility.

1 1.4 Direct Admission (UcT&l ‘J-I?ﬁ):
o 3T STUTTBTER e & A 1S H Wl |

Admission directly to a ward without passing through emergency.

o IMHAR W IGBIA T el STaer Bl I8 W

Usually based on referral or private physician’s recommendation.

1 1.5 Day Care Admission (@.’W ?-Rﬂ:):
o TG B I A IS TP Fel & & ST 5

Patient is admitted and discharged on the same day after treatment.
o O BIE GO, PR, ST |

Examples: Minor surgery, chemotherapy, dialysis.

7 2. Discharge - §&1 & UHR
Types of Discharge

TR & 31 B T 3 HRON I RIS I &l &) o1t 3|

Patients are discharged from the hospital for recovery, improvement, or other reasons.




1 2.1 Planned/Normal Discharge (ﬁu?rm%rmm@‘é’f):
o« IAN RIEH & I1E SlaeR I YaTe | gl &l ot 71
Discharge after treatment is completed and patient is stable.
o TRIGI P al, WA 3R RUle § St 31

Medications, advice, and reports are given to the patient.

1 2.2 LAMA/Discharge Against Medical Advice (ﬁﬁwaﬂum%ﬁw @@):
o TRIV T3P URAR GRI Slaer di Al & fa-T1 gal o1l

Patient or family takes discharge against the advice of the doctor.

o ThIH IR EEI&R T S § 6 3 3o e e R 8

A consent form is signed stating they are leaving at their own risk.

1 2.3 Absconded (HTIT SITHT):
o TRV oA ST 3RUATE ¥ Tl ST 2 |

Patient leaves the hospital without informing or permission.

o TT Q&M AR B efPepior 7k R B 81

This is a serious concern for hospital security and legal records.

1 2.4 Discharge on Request (&rﬁﬁﬂtﬂ'@:
o TR GG A1 URGR &1 AT R G2 AT 8, A Slaex &1 Tgafa I

Discharge taken upon patient or family request, with doctor’s permission.

71 2.5 Referrals or Transfer Discharge (RITTIARUT 8¢ BE1):
o TRV I B 3 sRudTer a1 faRvE & U Wl STl 3 |

The patient is discharged and referred to another hospital or specialist.

(1 2.6 Death/Expiratory Discharge (ng%m@@):
o O TR B Hg BT S 8, o TR B URAR 1 A s g |

When a patient dies, the body is formally handed over to the family.




o Y IRMPFHe 3R 3T xS JUR fu o |1

Death certificate and necessary legal documents are prepared.

T BT YFUBT (Nurse’s Role):

Role of Nurse in Admission & Discharge:
o RIS B WA HRAT, RIS B GRT HRAT
Welcome the patient, complete paperwork.

o TN 3R YNGR &) Ufshar HsT|

Explain procedures to the patient and family.
o O, gan 3R fEwamst @ ¢

Provide reports, medications, and discharge plan.

o HIGIH® TSI &1

Offer emotional support.

| AT, RITATERO 3R g B v

Admission, Transfer, and Discharge Procedures

1. a9 ufspan (Admission Procedure):

o TS BT W DR I UfchdT FHATT|
Welcome the patient and explain the admission process.

o ET STHBRY, AfSha R iR wgafa wid ol
Collect personal info, medical history, and consent forms.

o TN Bl HHR T o ST 3R 8 gdm |

Escort the patient to the room and explain hospital rules.

2. RITIGRT U (Transfer Procedure):

o TRV B UH aTS T SRUATA I GER & o ST




Shifting the patient from one ward or hospital to another.
o HRU: IER IUAR, I S@UTd, a1 gfaen o1 |
Reasons: better treatment, specialized care, or lack of facilities.

o Oferd ROIE, Ta iR feTd JrEe Ty S|

Send medical records, medicines, and personal belongings with the patient.

3. @m (Discharge Procedure):

o T B U dTep BH W SlaeX i AT I Gl &1
Discharge after doctor’s approval when patient is stable.

o arafl, 3MER, 3R TR W /U Pt STHBRI T
Provide instructions on medicines, diet, and home care.

o oo IR SR RO 98w a1 ufte 1 &

Hand over discharge summary and reports to the patient or relatives.

T BT YfUBT (Nurse’s Role):

o TN &I U ITdTaRU H FHEINIT 811 H #ag BT
Help the patient adjust to the new hospital environment.

o UIGATHS T ST 3R fayrT ST |
Provide emotional support and build trust.

o URER &I Ufcharsi & aR & WF THGRI &1
Clearly explain procedures to the family.

o RIS B Il SR IraTfores fRUfd &1 9w R |

Respect the patient’s culture and social background.

Basic Nursing Skills, Communication, Nursing Interview,

Recording and Reporting

[1 1. Basic Nursing Skills (H\ﬁ‘l-‘[a:lﬁhiﬁ-'{lﬁ)




f&dt:
ﬁﬁmémaﬁﬁm%ﬁwﬁﬁmﬁmﬁéﬁmésmw
|

English:
Basic nursing skills are essential techniques and procedures that a nurse must know for daily patient care.

X WHRE PRI / Key Skills:

e &S ¥ (Bed-making):
RIS & 3RTH 3R GHHU B AHUMH P N Jet P J foR TR B

Proper bed-making ensures comfort and prevents infection.

. EET({%:IT (Administering Medications):
TR B YATE & SIUR el A1 H 3R et 90y W gd1 ¢l

Giving medications correctly as per the doctor’s instructions.

o HIHRAT TGSl IATE 1G] (Maintaining Personal Hygiene):
TRIS P! TP RGAT - S FH BT, HE BT TS, ARG HTe-T 1S |

Assisting with bathing, oral care, nail care, etc.

o SRS B SRAT (Wound dressing):
THH Y T F T U1 B AH-THTS 3R Ut HRAT|

Cleaning and dressing wounds to prevent infection.

o gIgcd TS HifMex BT (Monitoring Vital Signs):
Y - ATOHH, TS, 9ETd 3R Wi &R $I S BT |

Checking temperature, pulse, BP, and respiratory rate.

'] 2. Communication with the Patient (ARTST ¥ IdR)

&t
TR T YHTE GaTe 395 IRING 3R AFRIS WY ) GHgH | Heg HRdl g

English:
Effective communication helps in understanding the patient's physical and emotional needs.

X &@'Waﬂﬁﬁqﬁﬁ/ Features of Good Communication:

o WEIIYfA (Empathy):
TR P T 3R Hia13i & A

Understanding the patient’s pain and emotions.




o Hﬁ)‘qm (Active Listening):
RIS Pt S1dl &I & ¥ 3R fo1 S T

Listening attentively without interrupting.

o I (Clarity):
TR &Y 3! FRUFT 3R ST P Ufehan Y TR HIT & JHAT|

Explaining conditions and care clearly in simple language.

. Thu——ﬂummm (Maintaining Confidentiality):
RIS B SIFBRI DI MU T |

Keeping patient information confidential.

71 3. Nursing Interview (RN §ea)

&
T Sevag &1 Ie=T TS &t W Y TSI G S R] Thd HRA1 gial g |

English:
The purpose of the nursing interview is to gather complete information about the patient's health.

X BT YT/ Main Parts:

o W?{ﬁﬁmaﬂ (Taking Health History):
Ud &1 STAIRAT, ToRt, Taei, gary enfe |

Past illnesses, surgeries, allergies, medications, etc.

. IﬁFET fRufa s (Current Condition):
IAH TN, G, R, 3N & IR & AHGRI M|

Current symptoms like pain, fever, discomfort, etc.

o UIATN® g AT 38T (Family & Social History):
TR 1 JIATERUI, 3T, -1=T, JUIc Ried e |

Family background, habits, addictions, support system.

7] 4. Recording and Reporting (Repife 3R Rraifém)

&
AT BT ST, AT Bt Tfel, 3TR 3t ot sreetta &1 Siep ¥ gof =T 3R STaex &l Yferd Hr1 9gd
TS BT g

English:
Daily care, patient progress, and any changes must be properly documented and reported to the doctor.




X f¥epifa ® =M 8 / Recording includes:

o argcd 9rs @) A& (vital Signs Reporting):
AMUHHE, U, BP, 3MTfe &1 Rebls 31

Maintaining records of temperature, pulse, BP, etc.

. T-IﬁflTT-ﬁ'E:\q (Nursing Notes):
& e # TS o) fRufay ofR 1 718 SuTa ferar |

Writing patient status and care provided during each shift.

o 39Ye 3fR 3T3eYe dATE (1/0 Charting):
RS A fpa ora fer 3R fopd=n e

Measuring how much fluid the patient consumed and excreted.

X fraifém & =nfre 8 / Reporting includes:
o TIGTR B U ALIUN &1 THGRY &7

Informing the doctor about abnormal findings.
o SR A @Ra KUl &

Immediate reporting during emergencies.
o TRIN & IR I AR RUfct H et ST

Reporting behavioral or mental changes in the patient.

T BT YFUPT (Nurse's Role):
o TRV B EHA BT, HaTe 1Y G 3R Saaral TR ToR 3@
To care for the patient, maintain communication, and observe for any changes.
o TP RPIS T/ 3R Slaer B IHF R RUIE &1

Keep accurate records and report to the doctor in time.
Recording and Reporting — Types and Writing Principles
T RIS 3R RUiféT - bR SR dreA Rigia

1 1. Recording P UPR (Types of Recording)

Types of Recording




Recording &7 314 § - 1IN o1 fRUfa, TauTa, IUaR, 8k ufdfshar ¥ Weifta SHeR! fofea &0 & g
A

Recording means written documentation of the patient's condition, care given, treatment, and response.

1 1.1 Narrative Notes (H'UﬁWT-ﬁm
o TR ! RURT SR AR TEUT BT fIaR & qouiF |

A detailed description of the patient's condition and nursing care.

e JqleXUr:
"Patient complained of chest pain at 10 AM. Doctor informed, ECG done."

The patient’s symptoms and interventions are described in full sentences.

1 1.2 Flow Sheets (ﬂﬁ?ﬂm
o Aol @ fAfAfET, S - aged A1gH, §9Ye/33eye, gad 3fe &1 are |

Charts for daily activities like vital signs, intake/output, medications, etc.

o Tcel ¥ UMHRI <A & forg Iuanft

Useful for quick reference and trend observation.

[J 1.3 Charting by Exception (CBE):
o Had IR el B Rl e S 3|
Only deviations from the norm are recorded.
o  THY UM 3R HE@qUl 31 W & Higd & H e |

Saves time and focuses on significant data.

11 1.4 Kardex ($f§3'x"-[):
o TRV B COUT I I HiE 3R S TSR

Concise and updated summary of patient care.

o T & aRa R & o W |

Helpful for a nurse’s quick reference.

0 1.5 Electronic Health Records (EHR):




o  HYR R RHIET Yomett|
Computer-based documentation system.
o W, QRI&A 3R IS STl TafeM|

Fast, secure, and extensive data management.

1 2. Reporting & UPR (Types of Reporting)

Types of Reporting

Seportingmaﬁ%—WQWWWﬁﬁwwWﬁﬁmmﬁ@aw
Caigll

Reporting means informing doctors or concerned staff about important patient-related information, either
verbally or in writing.

(1 2.1 Oral Reporting (ﬁl‘@ﬂ?ﬁtﬁﬁm
o TRIUe A9, SHROIT O7 Slaer I8 & 9HY < Wt g

Given during shift change, emergencies, or doctor rounds.
o A SFBRI < o forg STt

Useful for quick communication.

1 2.2 Written Reporting (ﬁl‘f@ﬁﬁ"ﬂﬁm

o RRUIH, $u we!, AR ey anfe # foreh ol 31
Documented in reports, case studies, nursing notes, etc.

o YBIY IR B GHAS & & H IuRf |

Serves as legal and reference documentation.

[J 2.3 Shift Report / Change of Shift Report:
o I T P TR B aqa (T I

Informing the next nurse about the current condition of the patient.

& 2.4 Incident Report (‘EIET-ITﬁ'lTﬁ'é'):
o TRV AT TP & WY §3 AR U DI Gof BT




Reporting unexpected events involving patient or staff (e.g., fall, medication error).

3. Writing Principles of Recording and Reporting
i 3R Rl fora & Rysia

«/ 1. Accuracy (Fetadn):
o Wit THHRY TE SR FfexfRa g aifu

All information must be correct and error-free.

« 2. Clarity (FqgdI):
o IR IR FHA AY YT  forar ST Al

Use simple and understandable language.

3. Completeness (UTd):
o Ut TIPS Tl ! M fobar ST =g ul

Include all necessary facts.

/ 4. Brevity (Sf&Iadn):
o o 3TaRg® foR &, deu o ford |

Be concise without unnecessary details.

« 5. Timeliness (FAAdG):
o R@re 3R U T9a R S Anfeul

Documentation must be done on time.

/ 6. Confidentiality (TIA=TradT):
o TR P IHBRI I MGG TH |

Keep patient information confidential.

« 7. Legibility (U TRY):




o TR Ty AMB-JeR 3R UgA g g1 A1feu|

Handwritten notes must be neat and readable.

/ 8. Objectivity (Freqgram):
o  $ad a ford, fgaTd I a1

Write only facts, not personal opinions.

Nursing Process: Meaning and Importance

R uftear: o iRk Ag

1 Meaning of Nursing Process (ﬁmﬁ &Rf):

&
TR ufthar U afRyd, e SR Ift-fad ot B, foraas ameqw 9 -1-f TS &Y SRIUTE 1 AT ST 8,
IYHT e Hal § SR TS BT THYH B g |

English:
The nursing process is a systematic, scientific, and patient-centered method through which nurses plan, implement, and
evaluate care to solve the patient’s health problems.

1. Assessment (FedTh):
RIS ¥ S BRI IH5T HIAT - o fob RIS, AHRIG, Tmifie 3R gafarofia ugql

Collecting data related to the patient’s physical, emotional, social, and environmental conditions.

1 2. Nursing Diagnosis (T-IﬁflTﬁ'd‘Fl)
RIS &t FHTSHT B UG HAT, S ARNT T@HTd § I B

Identifying patient problems that can be addressed through nursing care.

1 3. Planning (?fITrF-ITTSF-IHT):
RIS BT ATTRABATS P STIR SIHTS B TISTT IR FHRAT - S T T BT R HTY b1 AU BT

Developing a care plan based on patient needs — setting goals and determining actions.




1 4. Implementation (a?rahuﬁ):
IR B1 715 AISHT Bl AN HRAT — S &dT &1, BTSoi A H GG BT, Felg &1 M1fe |

Putting the plan into action — such as giving medication, assisting in hygiene, and providing counseling.

1] 5. Evaluation (Jedi $HI):
T o AT o FRuf B QUR gonm a1 18l ofR I Revd g1 dl Ao & Seard STl

Checking if the patient's condition has improved and modifying the care plan if needed.

71 Importance of Nursing Process HﬁﬁTmmﬂgﬁ)

English &t
ZEnsures systematic care T gRaia avTe g st |
</ Improves patient outcomes RIS & W YR 9§k SR §
«/Enhances critical thinking T4 & fazdvumes A a%aa?ﬁ%
/Helps in setting priorities T arst &1 a0 B § Hag HRdl §
«/Provides individualized care AP TR &) AfeaTd sayTd fradt §
/Promotes teamwork FHad 3R TOR H SgaT Sl @

< Legally and professionally accepted method Ig Tdh WFfﬁ IR TEARAS ©0 I @W SREDE

1. Assessment (T )
Meaning (3%:
RIS O Faferd Tt GEmsit & Shg1 Bl — ARING, AFRIG, I 3R aiarulig |

Collecting complete and accurate information about the patient — physical, mental, social, and
environmental.

1 Types of Data (617713‘77?73:'176’77?):

English %?ﬁ
Subjective Data AN GRT §dTs T8 STFBRT (S &4, YPHT)
Objective Data =¥ GRT &W/ATY T T (S BP, §UNR)

1 Sources of Data (W%Wﬂ):
o W (Patient)
o TURAR (Family)

. ﬁ%ﬁﬁﬂﬂéﬂ (Medical Records)




o STUIRe® RUIE (Lab/Scan reports)

77 2. Planning (GYSTEIT §4THT)
Meaning (3%:
T & YR TR AN B SHTS & fore de 3R 0 ) o FHreT|

Setting goals and strategies for patient care based on assessment findings.

"1 Planning 7w qrd

Prioritizing Problems (FH=AT3 &Y UTYfamar &)
Short-term and Long-term Goals (¢4 Gﬁ?mﬁ&qm

Interventions T8 ST (SUTH/fHATE TG BN
Expected outcomes (Gl'a'félﬁ gy ﬁr@m)

Example:
Goal — "Patient will be pain-free within 24 hours."
Intervention — "Administer prescribed painkiller and monitor every 4 hours."

1 3. Implementation @Nﬁ'ﬂﬂ)

Meaning (3%:
SN IS §18 718 3, S STaER B AT 3R IS Y IR S@HTS T

Putting the care plan into action and delivering the necessary nursing interventions.

1 Implementation #WTWW??

AT &l

Administering medications

o N B YIS 3R R AT BT

Assisting with hygiene and comfort

TRy fRre &

Providing health education

AMRI® TR &




Offering emotional support
o \J E-é

Documenting every step

71 4. Evaluation (JdTe+)
« Meaning (3/%:
e o o ARET der @ wiiet o fRufa & gur gan g a1 et |
Checking whether the care plan has improved the patient's condition or not.
[ Evaluation #'WTQETGFIT??
o A& o Ut gs a1 et
Were the goals met or not?
o TR 1 Uldfchar
Patient's response to treatment
o ¢ T&d U g1 gU I Ao H e
Modify the care plan if goals are unmet

Example:
«/Goal Achieved: ARIST 3§ &6 9 gad §
X Goal Not Achieved: RIS @1 3t ot &< § — gaT SqamT o faRivg o oRre=f o
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