	Date & Initial
	Nursing Diagnosis (Problem)
	Patient Outcomes 

(with resolution date)
	Nursing Interventions
	Evaluation

	1/24/12 JB 
#1
	Impaired Tissue Integrity R/T altered circulation, Nutritional factors, Infection, Knowledge deficit 
	
	1. Assess pt for knowledge deficit on admission, and with each Administration of treatment, medication, and procedure.
2. Nursing teach pt every QES and PRN (0700;1500;2300)
	1/25/12 Patient cooperated in discussion of plan of care. Actively participated in teachings. Verbalized 3 preventive measures to prevent food ulcers, and correct use of insulin. Patent verbalized it is a stressor

	
	
	
	3. Assess dressing to right great toe. QES (0700;1500;2300) and PRN
	To his quality of life to have diabetes, and to 

	
	AEB:
	
	4. Change dressing daily (0900) and PRN. 
	have to check his blood 

	
	1. Black, malodorous right great toe.
	1. Area of current tissue damage will not continue past base of right toe. By d/c.
	5. Monitor I&O QES (0700;1500;2300)
6. Administer Insulin as ordered per sliding scale AC (0730;1130;1630)
	Sugar all the time. 
Patient verbalized despair in relation to his 

Diabetes diagnosis. Pt had decrease in WBC

	
	
	
	7. Administer Insulin as ordered per carb count PC
	to 12.4. Blood sugar  

	
	2. BS 754
	2. Maintain blood sugar in normal range of 70-110, for 3 consecutive readings. By d/c.
	8. Monitor lab values 3XD (0730;1530,2330) and PRN

	was 53; 61; 85 for last 

three readings. Pedal pulses were not palpable. Found with Doppler.

	
	
	
	9. Inspect wound daily (0900) and PRN for changes.
	

	
	3. Pt stated “ It started out as a small blister” In reference to necrotic toe
	3.  Will verbalize 3 preventive measures to prevent foot ulcers. By d/c.
	10. Educate on importance of follow up care on discharge.
11. Assess blood supply and sensation of affected area. Evaluate pulses 3XD(0730;1530;2330)

	Add intervention for follow up MRA, and continued monitoring of wound, Teach patient effective coping mechanisms. Schedule Pt and OT consult.

	
	
	
	
	

	
	4. Pt stated “I eat then check my blood sugar.”
	4.  Will verbalize correct time to check blood sugar. By d/c.
	12. Practice aseptic technique with each contact with patient.
13. Assist with or encourage 3XD position changes. (0730;1530;2330)
	POC terminated pt to be discharged to home.
J. Bell SNFRMC

	
	
	
	14. Monitor for s/s of hypoglycemia after administration of insulin and PRN.
	

	
	5. Elevated WBC of 13.6
	5. Lab values of WBC in normal rage of 4.3-10.3k/mm3 By d/c.
	
	

	
	
	
	
	

	
	6. Unpalpable pedal pulses
	6. Pedal pulses will be palpated. By d/c.
	
	

	
	
	
	
	

	
	7. MRA showed stenosis of posterior cerebral artery
	7. MRA will show no further changes. Upon follow up MRA
	
	

	
	
	
	
	

	
	8. Warmth, pain went jarred, limited movement, and swelling to right elbow
	8. Will be able to flex elbow to an angle >90 degrees.
	
	

	
	
	By discharge
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Student Name
Jennifer Bell
	Patient Age, Sex,  Room number
46, M, 4013
	Week of Semester (circle)

   2    3    4    5    6    7     8    9    10    11    12    13
	Diagnosis

ESRD, rule out seizures, hyponatremia, DKA


	Date & Initial
	Nursing Diagnosis (Problem)
	Patient Outcomes 

(with resolution date)
	Nursing Interventions
	Evaluation

	1/24/12 
JB

#2
	Unstable blood glucose level R/T lack of diabetes management, Presence of infection, inadequate blood glucose monitoring.
	
	1. Assess pt for knowledge deficit on admission, and with each Administration of treatment, medication, and procedure.
2. Nursing teach pt every QES and PRN (0700;1500;2300)
	1/25/12 Pt was willing to discuss coping mechanisms. Reported his current coping skill was humor. Partially met goals included: decrease 

	
	AEB:
	
	3.Monitor Carbohydrate intake PA 
	In WBC count to12.4,

	
	1. Elevated Blood Glucose Level of 754
	1. Pt blood glucose Level will be in the 70-105mg/dL for three consecutive lab draws.
	4. Administer Insulin as ordered per sliding scale AC (0730;1130;1630)
5. Administer Insulin as ordered per carb count PC

6. Monitor lab values 3XD (0730;1530,2330) and PRN

7. Check blood sugar AC and PRN (0700;1130;1630)
	Blood glucose levels of 147, 84, 47.

	
	2. Pt states “I eat when I am stressed.”
	2. Pt will verbalize three coping mechanisms that are effective, and implement them in the place of eating when stressed. By d/c
	8. Identify effective coping mechanisms, and reinforce them in place of eating, PRN and 3XD (0730; 1630; 2330).
9. Monitor for s/s of hypoglycemia after administration of insulin and PRN.
	Change resolution dates for unmet outcomes, d/t pt being discharged.

	
	3. Hemoglobin A1c 10.9
	3. Hemoglobin AIc will be <7 by d/c.
	
	Terminate POC Discharged to home.
J Bell SNFRMC

	
	4. WBC 13.6
	5. Lab values of WBC in normal rage of 4.3-10.3k/mm3 By d/c.
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Student Name
Jennifer Bell

	Patient Age, Sex, Room number
46, M, 4013
	Week of Semester (circle)

    2    3    4    5     6    7    8    9    10    11    12    13
	Diagnosis

ESRD, rule out seizures, hyponatremia, DKA


Nursing Care of Adults III Critical Care- Additional Nursing Diagnoses and Collaborative Problems

	Additional Nursing Diagnoses
	Collaborative Problems

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Long Term (Discharge Goal)-include agencies that could help client maintain independence and prevent rehospitalization
	

	

	

	

	

	

	


