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(Prework) What
assessments pertain to
your patient’s problem?

Include frequencies

Multidisciplinary Team
Intervention

(Prework) What will you do if
your assessment is abnormal? 

Problem: Impaired Urinary Elimination 

Reasoning: decreased urine output, acute kidney injury

Goal: Patient will void 30ml/hr during my time of care. 

Goal: Patient will demonstrate proper bladder emptying techniques, to prevent urinary 
retention and reduce the risk of urinary tract infections evidenced by maintaining a post-
void residual volume of less then 50ml and reporting clear, odor free urine during my 
time of care. 

Assess urine characteristics 
q4hrs or PRN 

Maintain patency of 
indwelling catheter PRN 
during my time of care. 

Assess urine output q4hr or
PRN

Administer diuretics per order 
during my time of care. 

Assess urine after each void
or PRN

Educate client on importance 
of straining urine and how to 
strain urine during my time of 
care. 

Assess patients voiding 
schedule during my time of 
care. 

Encourage toileting q2hr to 
create a schedule during my 
time of care. 

Monitor BUN, creatinine, 
and WBC daily 

Maintain renal function- 
encourage UA dipstick as 
needed 

Assess willingness to learn 
new techniques to 
strengthen muscles during 
my time of care. 

Educate and encourage the 
use of Kegel exercises q2hr or 
PRN during my time of care. 

Additional problems: Risk for unstable blood glucose, Impaired gas exchange 
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Problem: Risk for bleeding 

Reasoning: hematocrit 36.8, hemoglobin 12.4, three blood products given in ICU, PTT 40, PT 
time 13 

Goal: Patient will not experience bleeding as evidence by normal blood pressure of 120/80, 
an increasing hemoglobin level of 13.2 and a hematocrit of at least 40 during my time of care.

Goal: Patient will demonstrate measures to prevent bleeding such as using electric razor, soft
toothbrush, no flossing and recognize signs of bleeding that need to be reported immediately
to the provider such as dark tarry stool during my time of care. 

Assess Hemoglobin and 
Hematocrit levels daily

Administer blood products 
as needed with decreasing 
H&H levels during my time of
care. 

Assess PT time and PTT daily Administer Heparin 5,000 
units q8hr during my time of 
care

Monitor vital signs- BP and 
HR q4hr or PRN

Maintain stable BP and HR 
Educate patient on need for 
IV bolus if BP drops due to 
bleeding during my time of 
care. 

Assess Stool and urine PRN 
for bleeding 

Educate patient on how to 
check stool for bleeding, 
dark tarry stool. 

Assess skin for signs of 
petechiae, bruising, 
hematoma formation daily 

Educate patient on 
decreasing bleeding risk and 
when to report, such as 
petechiae, bruising. 

Assess client’s medication 
history (anticoagulants) and 
health history increasing risk
of bleeding 

Educate client on the use of 
medications that can 
increase risk for bleeding 
such as anticoagulants 
during my time of care. 


