	NURSING CARE PLAN


	DATE &
INITIAL
	NURSING DIAGNOSIS
	PATIENT OUTCOMES
	RELATED INTERVENTIONS
	EVALUATION

	
	Risk for bleeding RT active fluid volume loss (GI bleed).
	1) Be free of signs of bleeding from GI aspirate or stools.
2) Cessation of diarrhea and resumption of normal bowel patterns with in 48 hours.
3) Normal fluid and electrolyte balance with evidence of urinary output, stable vitals and good skin turgor. Pt’s input will be equal to output as evidence by shift I & O reports within 72 hours.
4) Rates pain at 4 or less.
5) Pt’s HGB will be greater or equal to 14 as evidence by lab values within 48 hours.
	1) Assess for evidence of bright red or melena stool, abdominal pain or discomfort. 
2) Assess vital signs
3) Maintain IV infusion to hydrate
4) Monitor I&O’s to monitor fluid volume balance. Nursing will measure and accurately record patients input and output hourly.
5) Monitor H&H daily
6) Monitor patient’s response to bleeding such as weakness, anxiety, pallor or tachypnea. 
7) Weigh daily. 
8) Turn Q2 hours and increase activity tolerance

	1) Stool is free of bright red blood or melena. 
2) Vitals stable
3) I&o’s improving with no diarrhea and adequate urine output. 
4) Pt. rates pain currently at 6 which is controlled by pain medication. 
5) Pt has Hgb of 8.3 and Hct of 25.0.
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