
 

Nursing Care Plan

NURSING DIAGNOSIS:   RISK FOR FALLS                                                           Medical Diagnosis: ORTHOSTATIC HYPOTENSION

DEFINITION: Vulnerable to increased susceptibility to falling, which may cause physical harm and compromise health.

DEFINITION:
CHARACTERISTICS:

RELATED
FACTORS:

decrease in lower extremity strength, orthostatic hypotension, alteration in blood glucose level, and use of assistive device.

STUDENT 
INSTRUCTIONS:

In the space below, enter the subjective and objective data gathered during your client assessment.
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Subjective Data Entry

“I feel dizzy”
“I’m diabetic”

“I stay in bed for a long time”
“I have history of falls and seizures”

“I have a wheelchair”
“I’m always hungry”

Objective Data Entry
Vital signs:

BP 110/70mmHg
HR 70-102

RR 21
Temperature 98.1F

Weight:  150 lbs
Recent blood glucose level: 2.9mmol/L

SO2 95-100
Sweating

Trembling hands
Blurred vision

TIME OUT!
Student Instructions:  To be sure your client diagnostic statement written below is accurate you need to review the defining characteristics
and related factors associated with the nursing diagnosis and see how your client data match.  Do you have an accurate match or are 
additional data required, or does another nursing diagnosis need to be investigated?
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Nursing Diagnosis (per NANDA): Risk for falls

___________________________________________________________________________________________________________
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CLIENT
DIAGNOSTIC
STATEMENT:

Related to:  orthostatic hypotension 
_______________________________________________________________________________________________________

As Evidenced By: low blood pressure, trembling hands, blurred vision, and low blood glucose level.
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Desired Outcome          STG#1: The Client will: relate the intent to use safety measures to prevent falls at the end of shift.
And Client Criteria:       

                                          LTG#1: The Client will: will not sustain fall in 3 days.

TIME OUT!
The desired outcome must meet criteria to be accurate.  The outcome must be specific, realistic, measurable, and include a time 
frame for completion.  Does the action verb describe the client’s behavior to be evaluated?  Can the outcome be used in the 
evaluation step of the nursing process to measure the client’s response to the nursing interventions listed below?

Interventions

Short term goal 1

Intervention 1: For patients at risk for falls, provide signs or 
secure a wristband identification to remind healthcare 
providers to implement fall precaution behaviors.

Intervention 2: Allow the patient to participate in a program 
of regular exercise and gait training. 

Intervention 3: Consider physical and occupational therapy 
sessions to assist with gait techniques and provide the patient
with assistive devices for transfer and ambulation. Initiate 
home safety evaluation as needed. 

Rationale for Selected Intervention and References

Intervention 1: Signs are vital for patients at risk for falls. Healthcare 
providers need to acknowledge who has the condition for they are 
responsible for implementing actions to promote patient safety and prevent 
falls (NANDA, p. 356).

Intervention 2: Studies recommend exercises to strengthen the muscles, 
improve balance, and increase bone density. Increased physical conditioning 
reduces the risk for falls and limits injury that is sustained when fall 
transpires (NANDA, p.357).

Intervention 3: The use of gait belts by all health care providers can promote
safety when assisting patients with transfers from bed to chair. Assistive aids 
such as canes, walkers, and wheelchairs can provide the patient with 
improves stability and balance when ambulating. Raised toilet seats can 
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Long term goal:

Intervention 1: Carefully assist a mostly immobile client up.
Be sure to lock the bed and wheelchair and have sufficient 
personnel to protect the client from falls. When rising from a 
lying position, have the client change positions slowly, 
dangle legs, and stand next to the bed before walking to 
prevent orthostatic hypotension. 

Intervention 2: If new onset of falling, assess for lab 
abnormalities, and signs and symptoms of infection and 
dehydration, and check blood pressure and pulse rate with 
client in supine, sitting, and standing positions for 
hypotension and orthostatic hypotension. If the client has 
borderline high blood pressure, the risk of falling due to 
administration of antihypertensives may outweigh the 
benefits of the antihypertensive medication. Discuss with the 
health care provider on a client-to-client basis.

Intervention 3: Teach client how to safely ambulate at home,
including using safety measures such as handrails in 
bathroom

facilitate safe transfer on and off the toilet. (NANDA, p. 357).

Intervention 1: Encourage client engagement in a monitored exercise 
program that will strengthen core and lower extremities to reduce fall risk 
(NANDA, p.357).

Intervention 2: If orthostatic hypotension is present and there is minimal 
change in the heart rate, most likely the baroreceptors are not working to 
maintain blood pressure on arising. This is common in older adults and may 
be caused by hypovolemia resulting from the excessive use of diuretics, 
vasodilators, or other types of drugs; dehydration; or prolonged bed rest as 
well as cardiovascular disease, neurological disease, or the adverse effects 
of another medication. Insertion of a pacemaker can reduce falls in people 
with frequent falls associated with carotid sinus hypersensitivity, a condition 
that may cause changes in heart rate and blood pressure. (NANDA p.356).

Intervention 3: This will help relieve anxiety at home and eventually 
decreases the risk of falls during ambulation. (NANDA, p. 360).
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TIME OUT! Do your interventions assist in achieving the desired outcome?  Do your interventions address further monitoring of the client’s 
response to your interventions and to the achievement of the desired outcome?  Are qualifiers: when, how, amount, time, and 
frequency used?  Is the focus of the action’s verb on the nurse’s actions and not on the client?  Do your rationales provide sufficient 
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reason and directions?

What was your client’s response to the interventions?
The client responded appropriately to the interventions.  Client was able to ambulate, and the patient’s blood pressure and blood glucose increased within 
normal range. Client did not demonstrate any complications during the hospital stay.

Was the desired outcome achieved?    If no, what revisions to either the desired outcome or interventions would you make?
 Yes        No
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Documentation Focus:  Now that you have completed the evaluation, the next step is to document your care and the client’s response.  Use the areas 
below to enter your progress note information.

Reassessment Data:
Pain 0 out of 10
VS:  BP 125/82, R 20, P 75, apical, T 98.6F. Blood glucose level of 6.2mmol/L
Interventions Implemented:

 Patient use safety measures to prevent falls. 

Client’s Response:
Pain 0 out of 10. Patient is ready to move forward with ambulation.

INSTRUCTOR’S 
COMMENTS:___________________________________________________________________________________________________________

Instructor’s Signature:___________________________________________________________
Date:___________________________

Reference:
Ackley, B.J. & Ladwig G.B. (2014). Nursing Diagnosis Handbook and evidence- base guide to planning care (9th ed.).Evolve -Elsevier.
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