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NURSING CARE PLAN

	DATE &

INITIALS
	NURSING DIAGNOSIS
	PATIENT OUTCOMES
	RELATED INTERVENTIONS
	EVALUATION

	2/15/12
AM
	Impaired physical mobility R/T trauma from surgery, aeb:

· Postural instability 
· Reluctant to reposition due to pain

· Requires assistance to get out of bed
· Limited range of motion of left leg
· Use of assistive device when ambulating with 1 assist 

· Pt. unable to perform morning care without assistance
· Pt requested PRN pain medication when ambulating from bed to chair

	Pt. will display improved physical mobility, aeb:
· Postural stability for 1 minute  
· Pt is able to reposition with pain rating <4 out of 10.
· Pt. is able to reposition to the side of the bed without assistance
· Pt will display increased range of motion in left leg
· Patient performs physical activity with assistive device with no assist
· Pt is able to perform morning care independently.
· Pt is able to ambulate from bed to chair without requesting additional pain medication
To be completed by discharge
	1. Rate pain on a scale of 1-10.

       Q1h @ 0800, 0900, 1000,etc.

► to determine if patient is experiencing pain
2. Obtain assessment of client’s pain to include location, characteristics, onset, duration, frequency, quality, intensity, and precipitating and aggregating factors.

Q1h @ 0800, 0900, 1000, etc.

             ►to evaluate clients response        

   to pain
3. Assess Vital Signs, q4h @ 0800, 1200, 1600 etc., and PRN, after any periods of increased activity

              ► to monitor for changes to      

              respiratory status related to pain  

              medication, and increased pain
4. Administer analgesics prior to activity as needed and PRN

►To permit maximal effort and involvement in activity
5. Maintain limbs in a functional alignment AAT
►to promote healing in proper alignment
6. Encourage and facilitate early ambulation and other ADL’s when possible, AAT

►to lessen the chance that stiffness and debilitation occur
7. Use anti-embolic stockings and/or sequential compression devices when in bed

►to prevent DVT’s
8. Assess ability to perform ROM, Daily @ 1000
►to provide baseline measurement for future evaluation and guides therapy

9. Elevate HOB 30° and change position Q2h and PRN
► to reduce the risk for impaired skin integrity
10. Assess elimination status, Q8H @ 0800,1600, etc.

►pain medication and immobility promotes constipation
11. Provide positive reinforcement during time of activity

►to allow the patient feel good about their accomplishments
12. Keep side rails up and bed in low position, AAT

►to promote a safe enviroment

	12/15/12  

Goals not met, aeb:

· Postural instability 

· Reluctant to reposition due to pain

· Requires assistance to get out of bed

· Limited range of motion of left leg

· Use of assistive device when ambulating with 1 assist 

· Pt. unable to perform morning care without assistance

· Pt. requested PRN pain medication when ambulating from bed to chair

Continue plan of care~

-A. Myers, SNFRMC
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