NURSING CARE PLAN
 
	DATE &
INITIALS
	NURSING DIAGNOSIS
	PATIENT OUTCOMES
	RELATED INTERVENTIONS
	EVALUATION

	11/17/11
AMF
	Impaired Skin Integrity  R/T Incontinence of bowel and bladder, and Immobility
aeb
	Patient will not display any sign of impaired skin integrity aeb
	
	11/17/11,  1200
Goals partially met aeb

	
	· Frequent incontinent loose stools and urination
· Redden buttocks
· Pt Right extremities are flaccid (since stroke)
· Pt is on bedrest and unable to move on her own
· History of stroke in May 2011
	· Diminished redness in perineal area 
	1. Assess skin integrity Q2° (0800, 1000, 1200, ect)
· Assessing for moisture, soiled briefs, color, elasticity, and breaks in the skin
	· Perineal redness remained, but did not worsen throughout the day

	
	· Age of Pt is 95
· Thin skin
· Impaired nutritional state
· Albumin level is low 2.5 (norm: 3.2-5.5)
	· Skin, especially on boney prominences, will remain intact
	2. Assess circulation Q4° (0800, 1200, 1600, ect)
· Assessing for unblanchable reddend areas and diminished circulation
	· All skin remained intact

	
	· Pt has a BMI of 16.7
· Diaphoresis from plastic brief
· Risk for shearing from constant repositioning

	· [bookmark: _GoBack]Skin, especially on boney prominences, will not appear redden and unblachable
	3. Reposition with pillows at least Q2° (0800, 1000, 1200, ect)
· Redistribution of weight will allow for proper blood flow 
	· Skin on a few boney prominences including right knee and both hips are redden, but remain blanchable

	
	
	· Skin will remain clean and dry



· Albumin levels will be equal or greater than 3.2


	4. Monitor brief for BM’s and voids at least Q2° (0800, 1000, 1200, ect)
· Allows for timely changing of soiled briefs, so moisture and fecal matter doesn’t cause breakdown of skin 
	· Skin was monitored for moisture and remained clean and dry

· Unable to assess albumin levels, they were not redrawn

	
	
	· Patient’s family will be educated on the importance of skin care and repositioning for continued safety of skin integrity
	5. Perform Pericare and apply Level 3 Barrier cream after every BM and as needed
· Keeps skin clean, dry and protected from incontinence
	· Discussed how, when, and why we repositioned pt with daughter. Importance of skin care was not discussed

	
	
	By discharge
	6. Continuous use of heel protectors on feet and pillows between legs at all times
· Provides pressure protection for heels, knees and hips
	Continue P.O.C.
A. Flewelling, SN FRMC

	
	
	
	7. Monitor Laboratory results for H&H, glucose and albumin daily (0700)
· Good nutrition, normal glucose  and albumin levels all discourage the formation of pressure ulcers  
	

	
	
	
	8. Use proper lifting, turning techniques during every lift and repositioning
· Decreases chance of friction or shear injuries
	11/18/11,  1200
Goals partially met aeb

	
	
	
	9. Keep all linins dry and wrinkle-free
·  Eliminates moisture and possible skin irritation
	· Perineal redness remained, but did not worsen throughout the day

	
	
	
	10.  Head of bed no higher than 30° at all times
· Reduces chances of friction and shear
	· All skin remained intact

	
	
	
	11. Educate family/daughter in proper skin care and repositioning techniques prior to discharge
· Prepares patient’s family  for discharge
	· Reddened skin on boney prominences of hips remain blanchable

	
	
	
	
	· Skin was monitored for moisture and remained clean and dry

· Unable to assess albumin levels, they were not redrawn

	
	
	
	
	· The importance of skin care must still be addressed. Patient’s daughter arrived late in the shift; there was no time for family education 

	
	
	
	
	Continue P.O.C.
A. Flewelling, SN FRMC

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



