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

	2/1/12

	Ineffective Cerebral tissue perfusion R/T
Interruption of blood flow

	Patient will show improved neurologic functioning within patients normal ranges
	
	

	CH
	AEB:
-Altered level of consciousness
-change of vital signs
 (99.3, 92, 16, 147/60,96% RA)
-Change in motor or sensory responses
-Language deficit
-CAT SCAN with positive results
-Muscle Weakness (left side of body not as strong as right evidenced by hand bi-lateral hand grasps)

	AEB:
-Alert 
-Vital signs within normal ranges for her
-Stimulated by touch(Patient looks at you when you touch them)
-Able to answer yes and no questions times 2


By discharge
	1) Assess patient using the Glasgow Coma Scale Daily 0900
-This information determines the effects of the stroke and prevents future life threatening complications.
2) Monitor vitals signs q 4(0700,1100,1500,1900) for blood pressure, heart rate and respirations. Notify the physician for critical vital signs
-Blood pressure is very important because a normotensive state is needed to promote effective cerebral perfusion pressure. Heart rate and respiratory rate will also help us to monitor the patient. Notify physician for critical values
3) Monitor pulse oximetry q 4
0700,1100,1500,1900 notify physician if patient drops lower than 90 % 
-Adequate cerebral oxygenation requires 90% or greater
4) Raise Head of Bed no higher than 30 degrees daily
Current studies suggest a decreased risk of ICP
5) Order PT/OT once daily 1100
Physical therapy and Occupational therapy can help patient with her weakness and decreased performance of ADL’s
6) Administer anticoagulants  Aspirin PO daily 0900
Aspirin helps to reduce the risk of future strokes and MI’s
7) Administer Metiprolol Tart PO daily 0900 per physician order
- control hypertension which helps reduce the risk of further bleeding in strokes
8) Educate patient, care givers and family about signs and symptoms of future strokes PRN 
Education can be the most important piece for a nurse to cover.  By educating them all about the signs and symtoms they may be able to tell sooner and could also help follow the proper precautions to prevent further CVA’s
	Plan of care not met

2/1/12
-Patient had vitals of 96%, 91, 98.8, 144/72, 20
-HOB remained below 30 degrees
-Patient went from being completely non verbal to answering yes and no questions
-sensory felt in lower extremities
-Patient still confused about where she is


2/2/12
-Patient had vitals of 100% RA, 80, 98.1, 155/70, 20
-HOB at 35 degrees because of a newly placed tube feed
-Answering questions with a yes or no and saying short sentences
-patient alert and able to smile and laugh
-Patient stimulated to touch in her feet and arms. Patient opened eyes when those areas were assessed. Sensation not as noticeable in other areas


Plan of care continued
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