	NURSING CARE PLAN


	DATE &
INITIAL
	NURSING DIAGNOSIS
	PATIENT OUTCOMES
	RELATED INTERVENTIONS
	EVALUATION

	3/28/12
	Pain related inflammatory process, surgical pain and trauma to tissue (cellulitis and surgical wound debreadment).

Defining characteristics:

Verbal report of pain 5/10
Some guarding of left lower extremity observed
Facial grimacing and moaning with movement observed
	Report pain at 2-3/10 and is tolerable

Request pain medications before pain becomes intolerable

Verbalize nonpharmacological methods that provide pain relief

Verbalize knowledge of pain medication regimen

Maintain LLE elevated on pillows at all times when not ambulating

Family/Client will verbalize knowledge of s/s of acute infection, worsening cellulitis

Family/Client verbalize knowledge of dressing change procedure 


By discharge.


	Assess pain level every hour and intervene with pharmaceutical and holistic (nonpharmaceutical) measures as needed.

Assess LLE 4 x daily (0600, 1200, 1800, 2400) for change in appearance; increased redness, swelling or visible drainage.

Assess wound site daily during dressing change. Observe site for s/s of infection.

Observe for nonverbal cues and pain behaviors such as guarding, facial expressions, stiff/ridged movements every hour with documentation.

Educate need to reduce swelling to LLE by elevating foot on pillow at all times except ambulation.

Educate patient on need to request pain medication prior to pain level reaching 5/10 or intolerable level.

Educate use of 1-10 pain scale, 1 being none and 10 being extreme intolerable pain.

Educate client on holistic pain relief methods, such as; biofeedback, meditation & relaxation techniques.
Educate client and family on proper dressing change procedure following good aseptic technique for possible home dressing changes. 

Educate client and family on s/s of infection; increased redness, swelling, drainage, foul odor and increased pain. Seek immediate medical attention of observed.
   
	Client reports pain at 2-3, requesting pain medications prior to pain reaching intolerable level. LLE elevation is maintained by client with assist by staff or spouse. Some moaning with transfers is still observed, appears quite comfortable at rest. 

Goals are partially met. Client understands use of pain scale and knowledgeable of pain medication regimen. Client and family understand dressing change procedure. Continue to educate client and family on s/s of infection & holistic methods that can provide pain relief.

3/28/12 P.Stanley
FRMC-SN
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