	NURSING CARE PLAN


	DATE &
INITIAL
	NURSING DIAGNOSIS
	PATIENT GOALS
	NURSING INTERVENTIONS
	EVALUATION

	11/2/12
	Imbalanced nutrition: less than body requirements related to inadequate intake in relation to metabolic need secondary to diagnosis of poor feeding


Defining Characteristics (DC): 

Easily distracted while eating, lack of interest in food

Weakness of muscles required for swallowing

Reported food intake less than recommended daily allowance

Decreased immunity, recent upper respiratory infection

Need for Dr. Brown’s bottle/nipple for feeds

Remains at stage 2 baby foods with bottle feedings






	The patient will have improved nutrition by the next scheduled meeting with consulting dietician AEB: 

Weigh within normal range for height and age

Consume adequate nourishment

Be free of signs of malnutrition

Demonstrates improved swallowing ability and strengthening of required muscles

Exhibits no new signs/symptoms of infection

Demonstrates ability to be weaned from Dr. Brown’s bottle feedings

Demonstrates ability to progress onto next stage of appropriate foods for age level

Demonstrates improved attention span while eating

Demonstrates ability to manage meltable solids with no clinical signs of aspiration within timely manner

Demonstrates ability to lateralize tongue in response to food twice weekly


	1. Monitor daily for signs of malnutrition including bruises, dry skin, pale skin, rash over lower extremities 
2. Note laboratory test results as available: serum albumin, prealbumin, serum total protein, transferrin, lytes, and H/H
3. Weigh the client twice weekly on Mon/Thurs at the same time with the same amount of clothing
4. Monitor food/liquid intake; record percentages of served food that is eaten and record mL of liquid consumed for all meals and snacks
5. Observe the client’s ability to eat (time involved, motor skills, visual acuity, and ability to swallow various textures) at all meals and snacks
6. Avoid interruptions during mealtimes; meals should be eaten in a calm environment
7. Monitor state of oral cavity (gums, tongue, mucosa, teeth)
8. Brush client’s teeth as ordered BID
9. Determine time of day when the client’s appetite is the greatest. Offer highest calorie meal at this time. 
10. Collaborate with dietician to develop a plan regarding when to introduce solid foods and progress weaning
11.  Offer stage 2 baby food and pureed foods twice daily, min of 3 oz at a time
12. Offer pureed foods over baby foods twice daily
13. Avoid waking client to feed
14. Administer PO Pepcid every 12 hrs as ordered to prevent reflux
15. Administer PO multivitamin supplement daily as ordered
16. Administer Glycerin supp PR daily PRN for constipation
17. Continue to utilize maroon spoon when pureed foods are offered
18. Continue to utilize Dr. Brown’s bottle/nipple when liquids are offered to decrease amount of air ingested
19. Maintain aspiration and reflux precautions at all times
20. Continue to offer PO Alimentum 20 kcal/oz with a daily goal of 500 mL formula
21. Monitor for appropriate weight gain considering client’s height and age


	1. Client was alert but remained quite distracted at times during feedings despite quiet environment. He successfully took 180 mL Alimentum via Dr. Brown’s bottle as well as 270 mL pureed peas, chicken, and applesauce via maroon spoon. No swallowing difficulties noted. Client was able to burp adequately after feedings. No emesis noted. Had one episode of soft, brown stool. Mucous membranes appeared pink, moist with no lesions noted. Skin was pink, warm, dry, intact. Weight gain noted in medical record from 9.64 kg to current weight of 9.82 kg. 

2. Goals partially met. Client does currently weigh 9.82 kg which is in the normal range for his height and age. He did consume an adequate amount of food/liquids while we were at the clinical site. No signs of aspiration noted. We did not note any signs of malnutrition during our physical assessment. Continue to consult with speech and dietician in regards to introducing solid foods and progressing with weaning. Continue with current plan of care without changes at this time. Reassess all outcomes prior to discharge and adjust accordingly. Arrange family meeting to discuss possible teaching needs prior to discharge as well. 
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