
NURSING CARE PLAN

	DATE &

INITIALS
	NURSING DIAGNOSIS
	PATIENT OUTCOMES
	RELATED INTERVENTIONS
	EVALUATION

	11/30/11

JS
	Acute pain

R/T

Knee infection

Aeb:

Verbal report of pain of 9.5 without medication.

Verbal report of sharp stabbing pain

Swelling of knee

Reddish lump on knee

Avoids any movement of knee

WBC count 10.3 mm3

Facial grimacing upon movement

Guarding behavior

Stiff knee


	Patient will display improved tolerance to pain aeb:

Patient will verbalize a pain level < 3

Patient will utilize methods other than medication to reduce pain such as relaxation, visualization or rest.

Patient will take antibiotics as prescribed to help clear up the infection.

Patient will utilize pain medication only when non medication methods are unsuccessful.

Patient verbalizes ability to deal with some pain.

Patient will discuss pain related to her infection so she can understand prognosis.

Patient will demonstrate willingness to assist with ADL’s.

Patient will tolerate mild to moderate movement of her leg.


	1. Monitor blood pressure, pulse, respiration and temperature every  2 hours (0700, 0900,1100, etc).

To assess for increase in pain which may be unreported by patient.

2. Assess pain every 1 hour and prn (0800,0900,1000, etc).

Monitoring pain level will ensure patient is aware of where their pain is at so they can request pain medication if necessary or perform relaxation methods.

3. Administer Tylenol 3 every 6 hours prn for pain level above 3 out of 10.

Ensures that patient’s pain remains manageable.
	11/30/11: Goals have been partially met aeb:

Patient verbalized pain level <3 after utilizing pain medication.

Patient utilizes other methods to deal with pain before requesting medication such as rest, not changing positions, keeping leg straight and not ambulating.

Patient took antibiotics as prescribed.

Patient asked for pain medication after pain was rated at a 9.5 out of 10.

	
	Unable to ambulate

History of knee replacement

Need for pain medication

Possible right patella fracture


	
	4.  Educate patient on pain management daily (1100).

Ensures that patient understands the need for requesting pain medication once their pain reaches a 3 out of 10 if they are unsuccessful at utilizing other methods. Also helps patient understand the importance of only using pain medication if necessary.

5.  Provide comfort measures such as changing positions, books to read, or socializing every 2 hours (0800, 1000, 1200, etc).

Helps patient not to focus on their pain as well as reduce pain.

6. Alternate periods of rest with activity every 2 hours (0700, 0900, 1100, etc)

Will assure patient does not become too tired or pain levels do not become unmanageable.

7.  Reposition patient every 2 hours (0700, 0900, 1100, etc)


	WBC count was 6.2 mm3.

Patient had a poor understanding of prognosis in regards to knee infection and what specifically may happen.

Plan to continue at this time.
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	To reduce the risk of pressure ulcers due to patient resisting movement and not ambulating.

7. Observe skin for reddening areas or shearing injury every 4 hours(0700, 1100, 1500, etc.)

Being aware of reddening skin or broken skin allows for treatment and/or prevention of further problems.

8.  Educate patient on disease process daily (1100)

Patient has numerous health issues at this time which she needs to be educated on to ensure a good understanding of how they will continue to effect her body.


	



