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

	12/8/11
	Risk for impaired Skin Integrity
	Patient will experience no skin breakdown
	Check Vitals Q4 determine any deviations from normal (0700, 1100, etc.) 
	12/8/11

	KH
	R/T- musculoskeletal impairment
	By discharge
	Inspect and document patients skin every shift and every brief change to ensure no skin breakdown (0800, 1600, etc.)
	Patient skin remained intact

	
	
	
	Asses pain Q1 hr. with FLACC scale to make sure pain is not inhibiting ADL’s (0700, 0800, etc.)
	Goal met

	
	
	
	Change patient position Q2 to reduce pressure on tissue and promote circulation (0700, 0900, etc.)
	Continue Plan of Care

	
	
	
	Keep linen dry, clean, and wrinkle free. Change soiled briefs and linens apply barrier cream to keep skin free of excessive moisture PRN and Q shift (0800, 1600, etc.)
	Kurtis Hupp FRMCSN

	
	
	
	Assist w/ ROM exercises Q4 while pt. is awake to maintain muscle strength and ROM (0800, 1200, etc.)
	

	
	
	
	Monitor patients weight daily to ensure adequate nutrition and fluid balance Q1 daily a.m.
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	Protect bony prominences w/ foam padding or pillows to eliminate pressure on common skin breakdown sites at all times 
	

	
	
	
	Only use lifting sheet when moving patient to avoid skin shear or friction Q2 hr. +PRN
	

	
	
	
	Keep feet elevated off of bed for edema to reduce risk for skin breakdown PRN
	

	
	
	
	Provide PEG feeding w/ 400mL of fluid regular to ensure adequate fluid and nutrition Q4 (0900, 1300, 1700, 2100)
	

	
	
	
	Keep bed elevated less than or equal to 30 degrees between feedings to decrease pressure on buttocks region
	

	
	
	
	Educate family in preventive skin care once daily at 1000 and asses level of knowledge using teach back method
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	






















	
