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

	11/09/11
	Impaired skin integrity R/T physical immobilization aeb
	Patient will develop or maintain intact skin aeb
	· Keep bed lowered and 2 side rails up at all times to keep patient safe.
	Patient goal met 11/9

	TM/SP
	· Development of stage 1 pressure ulcer on coccyx
	· Stage 1 pressure ulcer on coccyx will diminish in size
	· Rotate patient  Q2 hrs to relieve pressure on skin
(0700, 0900,1100,1300,1500)
	· Stage 1 pressure on coccyx has reduced in size

	
	· Bed rest orders
	· Patient will not develop any new pressure ulcers while hospitalized
	· Inspect and chart skin integrity Q2 hrs to keep accurate information
(0700,0900,1100,1300,1500)
	· Patient did not develop any new pressure ulcers during hospitalization

	
	· Unable to turn self in bed
	By discharge
	· Up in chair for 30 minutes Q4 hrs to relieve pressure off back
     (0700, 1100, 1500, 1900)
	Terminate care of plan 11/10

	
	· Confusion
	
	· Sustain adequate nutrition and hydration at all times to promote healing of sores and reduce the risk of new
	

	
	· Unable to communicate clearly
	
	· Change chucks pad ASAP after urination/defecation to avoid skin breakdown
	

	
	· High Fall Risk score of 75
	
	· Apply barrier cream to bony prominences/skin folds Q shift or after every clean up to reduce risk of sores
(0700, 1900)
	

	
	· Incontinence
	
	· Educate patient or caregiver on risk for skin integrity and prevention
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




