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

	11/2/11 MB DP
	Acute pain
R/T
Infection
AEB
	Pt will display controlled pain and decreased signs of infection.
AEB 
	Assess vital signs Q 4hours (0700, 1100, 1500, 1900, 2300) to monitor patient for change. Closely monitoring blood pressure for hypertension and temperature for fever.
	11/2/11
Goals partially met

	
	Edema of LUE 
	Decrease of Edema to LUE.
	Elevate LUE to help decrease edema as tolerated. 
	Goals met:

	
	Reddened LUE
	Decreased redness to LUE.
	Apply ACE wraps Q shift to decrease edema. 
	Pain decreased 2/ 10.

	
	Pain 4/10 LUE
	Pain less than 2/10.
	Administer Tylenol or Oxycodone for pain Q 4 hour to maintain pain less than 2/10.
	Pt afebrile 97.3. 

	
	Inflamed Right hip incision with moderate serosanguinous drainage.
	Right hip absent of inflammation with scant drainage.
	Monitor right hip for inflammation and drainage, change hip dressing daily Q shift.
	Pt hypertension under control blood pressure 142/58. 

	
	Febrile (on admission)
	Fever between 96.3 – 100.4
	Administer Tylenol PRN for fever greater than 101.0
	Goals not met:

	
	High blood pressure 173/70
	Blood pressure within normal limits for patient, systolic less than 170.
	Administer Coreg,  Hydralazine, and Clonidine for hypertension.
	Edema still present in LUE.

	
	
	
	Apply cold compress to decrease redness of LUE and inflammation of right hip QID and PRN as tolerated.
	Redness still present on LUE.

	
	
	
	
	Right hip displays signs of inflammation and moderate serosanguinous drainage.

	
	
	
	
	 

	
	
	
	
	

	
	
	
	
	Terminate plan of care patient discharged to another hospital.
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