	NURSING CARE PLAN
Angela Pennington

	DATE &
INITIAL
	NURSING DIAGNOSIS
	PATIENT OUTCOMES
	RELATED INTERVENTIONS
	EVALUATION

	3/29/12
	Impaired physical mobility related to activity intolerance and neuromuscular impairment (stroke with left-sided weakness) as evidence by

-CT scan demonstrates right-sided CVA 

 -Inability to independently move purposefully within physical environment including transfers and ambulation

-decreased grasp on left side

-patient states “the left side of my body feels really weak”.


Good 
	Improved mobility
AEB:

- Patient remains free of complications of immobility as evidence by skin remains intact for entire hospital stay.

- Patient ambulates 20’ with walker and assistance prior to 3/30/12.
 
- Patient walks 50 feet with walker prior to discharge.
 
- Patient independently performs physical activity such as ADL’s before discharge.

- Patient states that the left side of the body is getting stronger prior to discharge.

All goals measurable and with target date .
	1. Assist patient in repositioning self on a regular schedule of every 2 hours.

2. Assess skin for signs of redness and tissue ischemia.

3. Assist patient in ambulating with walker to the bathroom and back to chair or bed.
 (20 feet).

4. Assist patient in ambulating with walker 50 feet three times a day.

5. Coordinate plan of care with occupational and physical therapy departments.

6. Teach patient to exercise left and right extremities utilizing active ROM and have patient demonstrate prior to discharge.

Need to cover more – here are my questions:
Remember Assess-Do-Teach so what about your assessment of clients physical ability, strength, use of walker, ability to perform ADL’s. etc…?  How can you strengthen L hand grasp?  What other teaching does the client need to prepare for home?  Include anyone else? What about safety with weakness and walkers?  Look through the interventions in your nursing diagnosis book and individualize for your patient – hopefully this helps.  Joli

	1. Patient actively repositions self on a regular schedule of every 2 hours with assistance. 

2. Skin remains clean, dry and intact throughout entire hospital stay. 

3. Patient ambulates with walker to the bathroom and back with assistance (20 feet) on 3/29/12. Gait is steady. Good follow up of how he tolerates.

4. Patient ambulates 50 feet with walker 3 times/day. How does he tolerate this?

5. Consult occupational and physical therapy. You already have coordinate plan in the interventions so add this also in the interventions and delete here.

6. Patient demonstrates active range of motion to the left and right extremities. And what about his statement of strength?
---------------------------------1. Continue
2. Continue
3. Met
4. Continue
5. Met & continue (occupational and physical therapy saw pt. on 3/29/12.  Waiting for their evaluation and plan of care to be coordinated).
6. Continue 
For the second part, instead of addressing each one individually make one broad statement and remember to date and sign for example, Continue plan of care – goal partially met occupational and physical therapy saw pt. on 3/29/12.  Waiting for their evaluation and plan of care to be coordinated.
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