NURSING CARE PLAN

	DATE &

INITIALS
	NURSING DIAGNOSIS
	PATIENT OUTCOMES
	RELATED INTERVENTIONS
	EVALUATION

	4/3/13

TF
	Deficient fluid volume r/t active fluid volume loss aeb:
	Patient will display improvement of fluid volume aeb:
	1. Assess VS q4h (0800,1200)
· Monitor patient for abnormal or baseline values (low BP, elevated HR, fever)
	04/03/13 1200
Goals not met:

	
	· Acute GI bleed
· RBC 3.56 (upon admission= 3.08)

· Hct 30.9 L (upon admission=25.1)
· Hgb 10.2 (upon admission=8.2)

· Platelets 80 L (upon admission=48)
	· No signs of blood in stool
· RBC WNL 3.9-5.6

· Hct WNL 38.8-50

· Hgb WNL 13-17

· Platelets WNL 150-450
	2. Assess causative/ precipitating factors qshift (0700)

· Note possible diagnoses that create fluid volume deficit. Irregular bowel characteristics (Blood or black tarry stool) in colonostomy bag, non-healing wounds, caffeine intake, and temperature.
	· No longer known trace of GI bleeding.

· No new labs drawn at this time. 

	
	· Irregular bowel characteristics (blood in stool/black tar/scant amounts)-colonostomy
· Diarrhea
	· Bowel pattern and characteristics WNL within colonostomy. (absence of blood or black tar/adequate output)
	3. Assess Lab Values qdaily (0700)
· Monitor RBC, Hct, Hgb, Platelets, BUN, Creatinine, Blood Glucose, Na, K, Ca. 
	· Bowel pattern scant amounts at this time, but no trace of blood or black tarry stools.

	
	· Non-healing, draining wounds
	· Improved wound healing with adequate nutrition and dressing changes when needed per order of WCS.
	4. Monitor I&O q4h (0800,1200)
· Hydration status, urinary output, stool output in colonostomy.
	· Non-healing, draining wounds with assessment of dressing changes. 

	
	
	
	5. Encourage fluid intake q2h (0800,1000,1200)

· Promote hydration status-keep fluids within reach.
	

	
	· Weakness/no physical mobility
· Non-pitting edema r/t bedrest
	· Ability to use upper extremities when rolling to each side with assistance.

· Ability to flex and extend lower extremities to reduce non-pitting edema with assistance.
	6. Perform focused assessment q4h (0800,1200)
· Assess for skin turgor and temperature, moist mucous membranes, skin integrity, and edema.
	· Patient displays no improvement of weakness or non-pitting edema.

	
	· Dry skin/poor skin turgor

	· Good skin turgor, moist mucous membranes

· Intake of adequate amounts of fluid.
	7. Turn and reposition pt and utilize pressure ulcer interventions q2h.
(0800,1000,12000)

· To prevent further breakdown of skin or new breakdown to compromised skin.
	· Patient displayed dry skin and poor skin turgor.

	
	· BUN 16 WNL(upon admission=26)
· Creatinine 1.62 H(upon admission 1.62)

· Blood Glucose 218 AC 
	· BUN WNL (9-23)
· Creatinine WNL (0.64-1.27)

· Blood Glucose controlled with adequate diet and insulin.
	8. Assess skin integrity/ wounds q2h (0800,1000,1200)
· To assess current status of wounds and skin integrity.
	· No new labs drawn at this time.
· Blood Glucose at 1200, 257.

	
	· Na 136 WNL (upon admission= 141)
· K 4.1 WNL (upon admission= 4.7)

· Ca 7.8 L (upon admission= 8.4)
	· Na WNL (136-146)
· K WNL (3.5-5.1)

· Ca WNL (8.2-10.2)
	9. Apply/Change dressings qdaily and PRN. (0800)
· To inspect wounds and change dressing status to dry and intact. 
	

	
	· VS of pt does not fall into abnormal objective data relating to nursing dx(low BP, elevated HR,fever). 
· BP 160/90 Pulse 54, 98.4 F, Resp. 18, 97% spo2 on 2L
	
	10. Monitor Daily Wt. (0800)
· Monitor weight loss or gain.
11. Promote safety q2h (0800,1000,1200)

· Provide safety measures to ensure patient’s safety-bed alarms and call light available, fall risk sign above bed and yellow wrist band on
	Continue with plan of care.

Taylor Fitzwater, SNFRMC

04/3/13

	
	
	By Discharge
	12. Promote/ Educate Wellness by discharge

· Discuss factors related to deficient fluid volume-nutrition and hydration for the healing process.
	

	
	Dx: Acute GI Bleed
	
	13. Administer medications qshift

· To achieve medication effects. Lantus 16 U, Apidra according to sliding scale, Lacitnex, Celexa, Ditropan, Prinivil, Sinequan, Vicodin, and Rocephin (for a positive culture of wound).
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


