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

	1/19/12
AMF
	Diarrhea
	Patient will reestablish and maintain normal pattern of bowel functioning aeb
	
	1/19/12, 1200
Goal partially met aeb

	
	R/T Adverse effects of medications and bowel irritation  aeb
	
	
	

	
	· Greater than three loose liquid stools per day

	· Defecates formed, soft stool on a regular basis (1-3 days)* 

	1. Assess and maintain stool diary for every BM. Record the consistency, exact amount, and frequency of stool; type of, amount of, and time food consumed; and fluid intake* To be noted after every void/BM
· Gives baseline and constant record of diarrhea, so as to attempt to find a causative agent

	· Patient’s stool still liquid and frequent


	
	· Abdominal pain rate a 4 on a scale of 0-10

	· Pain level is at or below 2 on a scale of 0-10
	2.  Assess results of electrolyte and  CBC lab results, Daily
· These results will alert to any changes in electrolyte balance and blood serum levels. 
	· Patient continues to have pain rated a 4 on a scale of 0-10, does not want medications for the pain


	
	· Urgency

	· Contains stool appropriately and without urgency*
	3. Monitor and record Daily I/O and Daily weights, continuous
· Maintains a record of how much fluid the patient is taking in compared to what is coming out. Daily weight will show weight loss and gain.

	· Patient continues to have sudden urges to defecate

	
	· Hyperactive bowel sounds noted on 1/18/12
	· Bowel sounds are normal
	4.  Assess for pain every hour (0700, 0800, 0900…)
· Determine if pain levels are decreasing or increasing offer interventions if he wants them
	· Bowel sounds are normal

	
	
	· Fluid Balance is maintained aeb an equivalency of I/O amounts
	5.  Assess for signs of proper hydration status (skin turgor, mucus membranes…) TID (0700, 1500. 2100)
· This will allow a measurement of hydration to see if more interventions are needed

	· As food was introduced from an NPO diet, stools have increased in frequency

	
	
	· Electrolyte and Acid/Base Balance is maintained aeb normal serum electrolyte counts

	6. Assess abdomen for bowel sounds, palpate for distension, discomfort Q4H (0800, 1200, 1600…)
· Looking for changes in bowel sounds, or abnormal abdominal shape, or sore areas
	· Sodium was low at admission and is now at within normal values. Co2  was low at admission and is now within normal values

	
	
	· Maintenance of appropriate hydration (aeb good skin turgor, normal weight, moist mucous membranes)

	7. Assess perineal area for signs of redness or skin break down TID (0700, 1500. 2100)
· Protection of skin integrity
	· Skin on feet, legs, and lower back are very flakey and dry. Moist mucus membranes in mouth

	
	
	· States relief from cramping *

	6. Encourage drinking liquids at all times, and make suggestions of soups and fruits and liquids for meals 
· This will help to keep the patient hydrated
	· No patient complaints for cramping

	
	
	· Maintains a rectal area free of irritation *

	7.  Have bedside commode clean and available with needed pericare supplies stocked, at all times
· Helps patient with urgency issue so that patient dignity is maintained, and there are no accidents or falls
	· No patient complaints of rectal irritation

	
	
	· Explains cause of diarrhea and rationale for treatment *

	8. Perform pericare as needed and after every BM (patient can do this on his own, but ask if he needs assistance)
· Protection of skin integrity
	· Cause for diarrhea was discussed by the doctor and some medications were discontinued to attempt to alleviate the diarrhea

	
	
	By Discharge
	9. Apply lotion on dry skin especially on feet, arms, and lower back after morning bath and as needed (1000, PRN)
· Provides moisture to dry skin preventing cracks or lack of skin integrity
	Continue P.O.C.
A. Flewelling, SN FRMC

	
	
	
	10. Educate patient and family about the signs and symptoms associated with dehydration and electrolyte imbalances, * prior to discharge
· This is a preventative measure so that patient will not become overly dehydrated/out of balance without quick medical intervention
	

	
	
	
	11. Educate about dietary ways to avoid diarrhea: avoiding coffee, spices, milk products, and other foods that irritate the GI tract,* prior to discharge
· This will help to keep the patient’s GI tract regulated after discharge
	

	
	
	
	12. Educate patient and family about  current medications and how they can increase diarrhea, prior to discharge
· This will help the patient to understand some of the side effects of his medication
	

	
	
	
	13. Educate the patient on ways to relax by focusing on other stimuli (music, TV, family visits), as soon as possible
· Helps patient to not focus on his pain since he is refusing medication for it
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