NURSING CARE PLAN

	DATE &

INITIALS
	NURSING DIAGNOSIS
	PATIENT OUTCOMES
	RELATED INTERVENTIONS
	EVALUATION

	11/9/11
TLD and AMF
	Skin Integrity, Impaired R/T
Physical immobilization aeb
	Patient will display improved skin integrity  aeb
	1. Repositioning minimum of Q2H (0700, 0900, 1100, etc)
	

	
	· Dark red areas with skin loss on buttocks
	· Granulation/healing on buttocks without s/s of infection
	· Relieve pressure from damaged skin areas
	

	
	· Dark red areas in skin folds on the back
	· Healing in skin folds on the back without s/s of infection
	2. Assess skin integrity 

Q2H (0700, 0900, 1100, etc)
	

	
	· Fungal infection under breasts & in skin folds
	· Absence of fungal infection
	· Assessing worsening or improving wounds and presence of new wounds
	

	
	· Inability to perform ADLs
	· Prompt assistance by nurse/aids to help perform ADLs including pericare
	3. Application of Trypsin Balsam on buttocks Q8H (0900,1400,2200) & PRN
	

	
	· Bed rest for several years
	· Ability to be moved from bed to a chair
	· Promote circulation &  healing of wounds
	

	
	
	By discharge
	4. Application of Nystatin powder to all affected areas Q8H (0900, 1400, 2200) & PRN
	

	
	
	
	· Promote healing of fungal infection 
	

	
	
	
	5. Continuous use of low air loss mattress
	

	
	
	
	· Relieves pressure from damaged skin areas
	

	
	
	
	6. Continuous use of heel protector/pillows
	

	
	
	
	· Protection of heels from pressure ulcers
	

	
	
	
	7. Contact social worker for possible home health care
	

	
	
	
	· Assistance with ADLs including pericare and movement from bed to chairs
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


