
NURSING CARE PLAN

	DATE &

INITIALS
	NURSING DIAGNOSIS
	PATIENT OUTCOMES
	RELATED INTERVENTIONS
	EVALUATION


	11/3/11
	Activity intolerance 

R/T 

presence of dysrythmias and reluctance to perform expected activity.

Aeb:

Generalized weakness shown by use of walker when ambulating.

Sedentary 

HR is 120 at rest

Pain scale rating of 4 or 5 out of 10

Verbalizes lack of interest in activity

Hypertension

Tachycardia


	Patient will display improved tolerance to activity

Will continue to ambulate with a walker when necessary

Denies pain above a 3 on the pain scale

HR at rest < 100

HR with activity 

BP at rest will be < 120/80

Patient will willingly assist with daily living activities.

Patient will tolerate walking for at least 10 minutes 3 times a day.

Patient will show interest in previous hobbies and activities.

-by discharge.
	Monitor VS every 2 hours(0800, 1000,1200,etc)-

    Monitor for tachycardia, hypertension and respiration.

Assess pain every 4 hours(0800,1200,1600, etc)

    Monitoring pain level to limit impact on patient’s activity tolerance.

Evaluate patients mental status in regards to depression or suicidal ideations.

     Patient is on numerous medications which may cause depression and could, therefore, be affecting interest in activity.

Refer to physical therapy.

     Patient has had numerous back surgeries and bilateral knee replacements and will benefit from rehabilitation.

Refer for pain management.

     Patient is currently on numerous pain medications which need to be monitored for effectiveness.


	11/4/11:  Goal has not been met 

aeb 

HR 120 at rest

HR 150 w/activity

pain rating is at 3 or 4 with medication

Patient resists ambulating

Continue care plan.



