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

	12/07/11
LBW
	Impaired Skin Integrity R/T Pressure Ulcer/Skin Tear
Aeb:
· Disruption of Skin Surface where?
· Size of skin disruption
· Bleeding Wound
· Erythema  where?
· Non Verbal
· Dementia





	Pt will display improved level of skin integrity
Aeb:
· Healing of Pressure Ulcer  how is this measured?
· Absence of Bleeding  from wound
· Absence of Redness  where?
· Pt care giver verbalizes understanding of education related to pts skin care
By Discharge
	1. Consult wound care nurse when & how often
· To assist with developing plan of care
2. Measure wound Q Day Measurements are done Wednesdays (once a week) or when a new wound is found.  Time?
· To provide baseline and monitor progress of wound healing
3. Reposition Client Q 1hr –
0700, 0800, 0900 etc.
· To reduce pressure on, and enhance circulation to compromised tissues
4. Clean & pat dry area applying barrier cream Q Day & PRN Time?
·  To assist  Body’s natural process of repair
5. Monitor lab values Q Day
· Albumin < 3.5 correlates to decrease wound healing
6. Involve care giver in scheduling of care & repositioning of pt
· To enhance understanding & cooperation
	 12/07/11 1200
Goal Met 
Aeb:
· Pt exhibits absence of pressure ulcer  I thought you said she did have a pressure ulcer that was very small???
· Pt exhibits absence of bleeding  where from wound?
· Pt exhibits absence of redness  from wound?
· Pt care giver verbalizes & displays understanding of repositioning & care of patient to prevent future skin breakdown 
Terminate P.O.C 12/07/11
Lara Wilken FRMCSN

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




