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Objectives

Upon completing this chapter, you should be able to:

Theory

1. Set priorities for providing care to a group of patients.

2. Identify factors to consider in implementing the care plan.

3. Describe the Standard Steps commonly carried out for all

nursing proceduras.

Determine the steps a nurse uses to evaluate care given.

5. Discuss the evaluation process and how it correlates with
expected outcomes.

6. Explain the term quality improvement and how it relates to
the improvement of health care.
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Key Terms

chart (p.73)

clinical pathway or care map (p. 71)
dependent nursing action (p. 71)
documentation (p. 73)

evaluation (p. 72)

implementation (p. 70)
independent nursing action (p. 71)

Clinical Practice

1. Develop a useful method of organizing work for the day.

2. Use the Standard Steps for all nursing procedures.

3. Revise the nursing care plan as needed.

4. Write an individualized nursing care plan for an assigned
patient.

5. Implement a nursing care plan and evaluate care provided.

interdependent action (p. 71)

interventions (p. 70)

nursing audit (AW-dit, p. 74)

outcome-based quality improvement (OBQI) (p. 74)
quality improvement (p. 75)

time-fixed (p. 70)

time-flexible (p. 70)

IMPLEMENTATION

Implementation follows the assessment, nursing diag-
nosis, and planning stages. The standards for the LPN/
LVN concerning implementation are listed in Box 6-1.
During the implementation (giving care) phase, the
nursing interventions or nursing orders (actions) listed
on the nursing care plan are carried out. Implementing
care for a group of patients requires good work organi-
zation. There are many ways of organizing the shift’s
work, but in all instances, priority setting for tasks
comes first.

PRIORITY SETTING

Tasks for the shift must be determined and then priori-
tized. The change-of-shift report gives clues about
high-priority tasks and imminent deadlines for certain
tasks to be accomplished. Using a worksheet as dis-
cussed in Chapter 4, write down important informa-
tion from the change-of-shift report. Sequential,
time-related tasks should be entered for each assigned
patient. For example, write the intravenous (IV) flow
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rate, the fluid that will be used when the 1V container is
changed, and the expected time for changing the fluid.

“ Safety Alert .

IV Fluid Orders

Whether or not your state allows you to hang IV fluids, you
should know which fluid the patient is currently receiving and
which fluid is to be started during your shift. Do not rely solely
on the information from the change-of-shift report. Check the
container in progress yourself and verify it with the health care
provider's order. Check the order for the fluid that is to follow
the present one as well.

Note the time of the last administered dose of pain
medication. If a patient is to have preoperative medi-
cation at 8 A.m., the preoperative routine must be
completed before that time. Time-flexible (can be done
any time) tasks are entered onto the worksheet sched-
ule between time-fixed (must be done at a set time)
tasks. Critical thinking is essential to formulate a good
work plan.
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. (Fill in the blank.)

. A long-term goal/outcome would be:

1. Will walk without assistance within 3 weeks.

2, Pain will be controlled with medication within 24
hours.

3. Nausea will be controlled before discharge.

4. Will make correct diet choices by the end of the
week.

. Which is stated as a goal rather than an expected

outcome?

1. Patient will resume full job activities within 3 weeks.

2. Patient will perform exercises three times a day.

3. Patient will regain use of left arm and leg.

4. Physical therapist will instruct patient in use of walker
before discharge.

Which is a correctly stated expected outcome?

1. Sit in the chair three times a day.

2. Patient will walk to the end of the hall this week.

3. Use the incentive spirometer every 2 hours for 3
days.

4. Patient will respond to pain medication.

Read each clinical scenario and discuss the questions
with your classmates.

Scenario A

The physician’s admitting diagnosis for Rachel Himmel is
pneumonia. Her nursing diagnosis is Impaired gas
exchange r/t excessive lung secretions AEB crackles in
both lungs. Discuss the difference between nursing
diagnoses and medical diagnoses.

Scenario B

From the NANDA-I list of approved nursing diagnoses,
select the one that best fits the following patient assess-
ment data: Patient unable to walk around house without
becoming short of breath. Becomes fatigued after bathing
and dressing in the morning. Had a severe case of flu 2
weeks ago.

Scenario C

Develop a short-term and a long-term goal for Leora
Chang, who fell, fractured her hip, and had a hip-pinning
surgery 3 days ago.

Scenario D

Choose nursing interventions for the above patient for the
nursing diagnosis Impaired skin integrity related to surgical
procedure AEB incisional wound on left hip.
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NFLPN Nursing Practice Standards Regarding Implementation and Evaluation

Standard 4 b states that:
“Implementation: The plan for nursing care is put into prac-
tice to achieve the stated goals and includes:

(1) Observing, recording and reporting significant changes
which require intervention or different goals.

(2) Applying nursing knowledge and skills to promote and
maintain health, to prevent disease and disability and to
optimize functional capabilities of an individual patient.

(3) Assisting the patient and family with activities of daily
living and encouraging self-care as appropriate.

(4) Carrying out therapeutic regimens and protocols pre-
scribed by personnel pursuant to authorized state
law."

Standard 4 c states that:

“Evaluation: The plan for nursing care and its implementa-
tions are evaluated to measure the progress toward the
stated goals and will include appropriate person and/or
groups to determine:

(1) The relevancy of current goals in relation to the prog-
ress of the individual patient.

(2) The involvement of the recipients of care in the evalua-
tion process.

(3) The quality of the nursing action in the implementation
of the plan.

(4) A re-ordering of priorities or new goal setting in the
care plan."

Copyright © 2003 National Federation of Licensed Practical Nurses, Inc. From National Federation of Licensed Practical Nurses, Inc., 605 Poole Drive, Gamer, NC

27529. Phone: (919) 779-0046. Fax: (919) 779-5642. Avallable at www.nfipn.org.

Note patient needs, such as tissues, on the work-
sheet 50 you can bring the items the next time you visit
the patient. When planning time for uninterrupted
care, consider the following:

* Whether visitors will be coming

* When diagnostic tests are scheduled

* What time the physician may come to see the

patient

* Medication administration schedules

The work schedule may need to be revised after the
initial shift assessment. Priorities of care for the patient
may need to be altered if the patient’s condition
becomes more acute. Review the work organization
sheet in Figure 4-3. It takes practice to correctly set pri-
orities for multiple patients.

CONSIDERATIONS FOR CARE DELIVERY

Before carrying out the specific interventions listed
on the care plan, identify the reason for the interven-
tion, the rationale for the intervention, the usual stan-
dard of care, the expected outcome, and any potential
dangers. A danger might be the possibility of introduc-
ing microorganisms during an invasive procedure.
Each intervention is either an independent nursing
action or a dependent nursing action. An independent
nursing action does not require a physician’s order, but
it does require critical thinking and nursing judgment.
Nursing judgment is derived from experience and
knowledge. Each time you think critically about a
patient problem, you build the knowledge base that
will contribute to your ability to make accurate nurs-
ing judgments. The more experience you gain work-
ing with patients, the more reliable your nursing
judgment will be. Teaching a patient about the side
effects of a medication is an independent nursing
action. In contrast, administering a medication is a
dependent nursing action because it requires a physi-
cian’s order. Giving a back massage is an independent
nursing action; ordering a heating pad and applying it
to a patient is a dependent nursing action. Assisting

the speech therapist by helping the patient practice
speech exercises is an interdependent action. Interde-
pendent actions are those that come from collabora-
tive care planning.

There is often controversy about whether a dressing
change requires a physician’s order. The general rule is
that the initial dressing placed at the end of surgery is
changed only by the surgeon unless there is a direct
order to change it. If drainage is extensive, the dressing
is reinforced with sterile materials. After the surgeon
has changed the dressing, there is usually an order to
change the dressing as needed or every day or two.
Some hospitals have standard protocols for subse-
quent dressing changes. Check the facility’s policy.
Another topic that is often questioned is whether a hot
pack or cold pack can be applied without a physician’s
order. Generally, applying a warm, moist pack to an
inflamed IV area without an order is accepted practice.
Again, some hospitals have standard protocols for this
situation. Usually cold packs are applied to a sprain or
strain in the emergency department even before the
patient sees the physician when an injury has occurred.
There should be a written standard protocol for this
situation. Technically, no dressing should be changed
or any hot or cold pack applied unless there is a stan-
dard protocol or physician’s order in place.

&4 think Critically

Can you think of other instances in which a question has arisen
about whether a physician's order is needed? What about on
night shift when a patient develops a high fever? Can the nurse
use cold packs to bring the temperature down?

INTERDISCIPLINARY CARE

Many hospitals and health care agencies use a collab-
orative care plan referred to as an interdisciplinary care
plan, a clinical pathway, care map, or a collaborative
care plan. It is a step-by-step approach to the total care
of the patient. This multidisciplinary approach to
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patient care is an outgrowth of managed care. All disci-
plines involved in the care of the patient provide input
to the plan. A sample clinical pathway and a care map
are on the Evolve website. The nursing care plan is not
part of the patient’s chart when an interdisciplinary
care plan is used; however, the nursing process is still
used. Evaluation is judgment of the effectiveness of the
intervention or plan and is a collaborative process.
Such pathways are standardized for particular medical
diagnoses and then customized for the patient at the
time of admission. A case manager, usually a registered
nurse (RN), is in charge of reviewing the patient’s prog-
ress along the path to see that actions are carried out
and to determine whether the patient will achieve the
expected outcomes in the predicted amount of time.
These plans have been shown to be cost-effective in the
delivery of health care.

IMPLEMENTING CARE

When a nursing intervention on the care plan calls for
a procedure to be performed, review the hospital pro-
cedure manual regarding the steps involved. Each hos-
pital has particular requirements for the way a
procedure is to be carried out. Employees and students
are expected to perform at the designated standard of
care listed in the procedure manual.

Legal & Ethical Considerations

Standards of Care

Legally, standards of care are set by the nurse practice act of
your state, the professional association standards, and the
agency's policies and procedures. Each agency has a policy
and procedures manual. It is wise to look over the procedures
you will be performing to make certain that nothing differs from
the procedure you learned at school. Differences might be in
the type of antiseptic solution used or in the steps to perform
the procedure. If anything untoward happens to the patient as
a result of the procedure, such as a health care-associated
infection, you will be held accountable according to the proce-
dure described in the agency manual.

For efficient use of time, consider which interven-
tions for a particular patient can be combined. Gener-
ally, baths and bed making are combined, and the time
in the room is used to gather more assessment data or
to begin implementing the teaching plan. Range-of-
motion exercises may also be incorporated into the
bath routine. Critical thinking helps with organization.

H Cultural Considerations

Honor Cultural Practices

Inquire about cultural practices related to bathing, touching,
touching by the opposite sex, attitudes toward teaching, and
so forth. In certain cultures it is not acceptable for people other
than relatives or close friends to touch one another. This is

particularly true for many people from the Middle East. Muslim
women and those from Mexico and Central and South Amer-
ica are modest, and there are often taboos about having
someone of the opposite sex assist with intimate tasks. Older
Japanese men may not listen to the instructions or teaching
provided by a younger person or a woman.

Some Standard Steps are always followed when
performing a nursing procedure. These steps are intro-
duced in Box 6-2 and are also included in Appendix D.
The steps are based on the standards of clinical prac-
tice, the rights of patients, and safe nursing practice.

Implementation in Long-Term Care

Most of the routine care of the residents in a long-term
care facility is assigned to nursing assistants. Baths and
personal care are done by nursing assistants. Exercise
interventions are provided by nursing assistants,
physical therapy aides, or restorative aides. Medica-
tions are administered by licensed nurses or by nurs-
ing assistants with certification in medication
administration. The licensed nurse on duty who is
assigned to a group of patients is responsible for
assigning and overseeing the work of the nursing
assistants. The nurse performs any invasive proce-
dure and any sterile procedure. It is wise to spot-check
the documentation of nursing assistants, since the
nurse is ultimately responsible for adequate documen-
tation on care of the patient. Assignment guidelines are
provided in Chapter 10.

E Assignment Considerations

Safely Assigning Tasks

It is the licensed nurse's responsibility to know the capability of
the person to whom a task is assigned. Each assistive person
should have documentation of the tasks that he can safely per-
form in his personnel file. Be certain that the person to whom
you assign a task for a particular resident or patient knows any
safety requirements particular to that person and any precau-
tions that must be taken while performing the task. For exam-
ple, is the patient hard of hearing, and does she need a hearing
aid turned on? Does the patient have weakness on one side?
(If so, state which side.)

Implementation in Home Health Care

Although nurses make periodic visits to the home,
unless a private-duty LPN/LVN is required, the family
or patient will be implementing the interventions on
the care plan. Teaching is done that enables the family
member or patient to properly administer medica-
tions, change dressings, perform range-of-motion or
help with other exercises, perform treatments, and so
forth. Perform any procedure for which strict sterility
is mandatory or any procedure that is invasive and
could cause serious harm to the patient. Ask the patient
or family member to keep track of care given and to
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AT THE BEGINNING OF THE PROCEDURE
¢ Step A: Perform the task according to protocol.

Mentally review the steps of the task beforehand. If you are
uncertain how to do a task, check the agency’s policy and
procedure manual for the accepted method of performing
the procedure. Plan for efficiency of time and effort while
delivering safe care. If still uncertain, ask your instructor.

* Step B: Check the order, collect the equipment and
supplies, and perform hand hygiene.

Verify that the procedure is to be done for the patient. Pro-
cess equipment and supply charges. Take all equipment and
supplies to the patient’s room.
¢ Step C: Identify and prepare the patient.

Greet the patient, introduce yourself, and check the
patient’s identification using two identifiers such as the arm-
band and asking the birth date. Explain what you are going to
do in terms the patient can understand. Elicit questions and
answer clearly. Provide necessary teaching related to the
procedure to be performed.

* Step D: Provide privacy and institute safety precau-
tions; arrange the supplies and equipment.

Close the door or curtains and drape the patient before
beginning the procedure or discussing information the person
might want kept confidential. Check equipment for breaks or
wear and for safety. Set up the equipment and supplies in an
orderly, methodical fashion, Raise the bed to an appropriate
working height. Raise the side rail before turning the patient,
and be certain that the wheels are locked. Perform hand
hygiene to prevent contaminating the patient with organisms
from the chart, the nurses' station, and the supply room.

DURING THE PROCEDURE
e Step E: Use Standard Precautions and aseptic tech-
nique as appropriate.
Protect yourself from blood and body fluids by wearing
gloves. If there is a danger of splashing blood or body fluids,
wear protective glasses or goggles and an impermeable

cover gown or apron. Be careful with sharp instruments and
needles so as not to nick your skin. (See Appendix E: Stan-
dard Precautions.)

AT THE END OF THE PROCEDURE

» Step X: Remove gloves and other protective equip-
ment.

After making certain the patient is clean and dry, dispose
of used supplies, remove goggles and other protective
equipment and discard or store appropriately. To remove
gloves without contaminating yourself, begin by pulling one
glove off without touching your skin; hold the removed glove
in the palm of the remaining gloved hand and then reach to
the inside of the other glove and roll it down the hand. Dis-
pose of the gloves in the trash. Perform hand hygiene imme-
diately.

* Step Y: Restore the unit. Collect the used equipment;
dispose of, clean, or store items in the proper places.
Make the person comfortable, tidy the bed and unit, place

the call light and personal items within reach, and provide for
safety by lowering the bed and lowering side rails. Remove
used equipment. Place soiled linens in a soiled-linen hamper.
Clean reusable items and return them to the storage or pro-
cessing area (central supply). Note on the computer that use
of equipment is discontinued so no further charges will be
made. Remove unsightly, odorous, or potentially infectious
trash from the room. Inquire if anything else is needed. Per-
form hand hygiene before leaving the room.

* Step Z: Record and report the procedure.

Document assessment findings and the details of the pro-
cedure performed, or care given, in the chart. Include any
problems encountered and the patient's response to the
care or treatment. The recording should be accurate, spe-
cific, concise, and appropriate and should include the spe-
cific time the procedure was performed and how it was done.
Report abnormalities encountered to the charge nurse or
physician.

call if the patient’s condition changes. At each visit,
review the documentation to see that the care plan is
being carried out properly. The family should have a
phone number for the nurse and should be encour-
aged to call with questions or concerns.

DOCUMENTATION OF THE NURSING PROCESS

Each time a procedure is performed, a medication is
administered, vital signs are measured, or something is
done that is a planned part of nursing care, a notation
must be made in the chart. Nurses’ notes must indicate
that the nursing care plan has been carried out. If an
intervention on the care plan is not mentioned in chart-
ing, it is considered not done. Review the nursing care
plan before beginning care to have a clear idea of all
of the areas that need written documentation (record-
ing of pertinent data on the clinical record). Many hos-
pitals require that nurses chart (document) on each
patient at least every 2 hours and make some note

about each problem or nursing diagnosis at least once
every 24 hours. Long-term care facilities require a writ-
ten note every 7 days or when the patient’s condition
changes. Care is documented on flow sheets daily.
After implementing care for the patient, document that
care in the patient’s medical record. Routine tasks such
as bathing are recorded on the care flow sheet (see
Figure 7-1). If a new problem is encountered, such as
beginning skin breakdown, a nurse’s note is required
to document the assessment findings, the nursing diag-
nosis, and the plan to correct or alleviate the problem.
The sooner care is documented after it is given the bet-
ter. Guidelines for charting are given in Chapter 7.

&4 Think Critically

Look at the sample hospital-style care plan in Chapter 5 (Figure
5-2). Can you identify which actions are independent, depen-
dent, and interdependent?
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EVALUATION

The fifth and final step of the nursing process is based
on National Federation of Licensed Practical Nurses
(NFLPN) Standard 4 ¢: Evaluation (see Box 6-1). Once
the interventions have been carried out, you must
determine whether they are effective in helping the
patient reach the expected outcomes. If the expected
outcomes have been reached, then goals have been
met. Compare actual outcomes to the expected out-
comes to determine whether progress has been made.
For example, patient Victoria Torres (from Chapter 5)
should be assessed throughout the day to see if she
remains dry, uses the bedpan, and empties her bladder
every 2 hours. If, for example, Mrs. Torres is assisted
with the bedpan every 2 hours but at 11:30 r.m. she
soiled the bed because she could not hold her urine
any longer, then you should consider why this hap-
pened. Did she drink an excessive amount of fluid at
dinner? Was there a considerable delay between the
time Mrs. Torres called for assistance to urinate and the
time someone entered her room to assist her? Progress
has been made toward the expected outcome, but does
the plan need to be changed by helping her urinate
more frequently or by providing prompt assistance?
Evaluation is a continual process. The patient should
provide feedback, when possible, about whether the
expected outcome is being met.

&4 hink Critically

How might you evaluate whether the medication you are giving
a patient for pain is effective?

EVALUATION IN LONG-TERM CARE

Evaluation is based on data obtained from assessment,
analysis of the data, and determination as to whether
the specific expected outcomes are being met. The resi-
dent and family should be consulted to find out
whether the care plan is meeting needs adequately.
The nurse considers whether the interventions on the
plan are the best to meet the expected outcomes for
those outcomes not yet met. If not, the plan is revised.

EVALUATION IN HOME HEALTH CARE

The nurse periodically assesses the results of the inter-
ventions and analyses to see whether the expected out-
comes are met. The patient and family are included in
the process for input as to whether the care plan is
meeting their needs. If expected outcomes are not
being met, the interventions are revised.

REVISION OF THE NURSING CARE PLAN

Ineffective interventions must be revised. If the interven-
tions have been so effective that the problem is resolved
and the nursing diagnosis is no longer appropriate, it is
marked “resolved” on the nursing care plan. If the

FIGURE 6-1 Nurse revising the nursing care plan.

r

expected outcomes are considered met, the nurses
notes must contain data to support this. Nursing care
plans in the hospital are revised as often as every 24
hours, with resolved problems inactivated, new prob-
lems added, interventions revised, and progress toward
outcomes evaluated. This is frequently done directly on
the unit computer (Figure 6-1). The LPN/LVN collabo-
rates with the RN during this process.

Each nurse determines whether there is a better,
more efficient intervention to help the patient achieve
the expected outcomes. Constant evaluation is an inte-
gral part of every aspect of nursing. Concept Map 6-1
includes the last step of the nursing process. It depicts
how, if an expected outcome is not met, the plan is
revised with different interventions.

QUALITY IMPROVEMENT

Evaluation of nursing practice includes determining
whether the nurse’s actions were carried out with con-
sideration for the patient’s safety. Safety for the nurse
and other workers is evaluated. A determination is
made as to whether nursing practice has been per-
formed in a cost-effective, time-efficient manner.
Outcome-based quality improvement (OBQI) (improve-
ment of the quality of performance) programs are used
to evaluate nursing care delivered to patients. The pro-
grams’ goal is to improve nursing practice. The pro-
grams are usually agency-wide, incorporating nursing
audits and evaluation regarding compliance with stan-
dards for every department. A nursing audit is the
examination of a series of patient records to determine
whether nursing care for those patients met particular
standards and particular outcomes. For example, if IV
cannulas are to be changed every 72 hours, the charts
are examined to see if there is a notation every 72 hours
that the cannula was changed. The outcome is usually
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CONCEPT MAP 6-1 The nursing process in action.

expressed as a percentage of compliance (e.g., 98% of
IV cannulas were changed every 72 hours over a spe-
cific period). If the standard of care is that each nursing
diagnosis will be addressed in documentation every
24 hours, then a set number of charts might be audited
to see whether the nurses on that unit are meeting this
standard. An audit is most often performed on medical
records of patients who have been discharged. Every
hospital must perform both medical and nursing audits
to achieve and maintain accreditation. Process evalua-
tions look at the activities of the nurses and what they
have done to assess, plan, implement, and evaluate
nursing care. Process evaluation criteria are the Stan-
dards of Clinical Nursing Practice developed by the
\merican Nurses Association (ANA).

The purpose of evaluating nursing care is to achieve
quality improvement by identifying specific areas that
need changes. Evaluation is not performed to blame

someone for carelessness, incompetence, or inefficiency.
Nurses on a unit often rotate as the quality manage-
ment person for the unit so that everyone is involved in
the process.

CONSTRUCTING A NURSING CARE PLAN

The RN may construct the initial nursing care plan, or,
if the patient is admitted to a long-term care facility
when an RN is not available, the LPN/LVN may con-
struct a preliminary nursing care plan that an RN will
review and modify as needed the next day. Most
instructors require students to come to the clinical
experience with a nursing care plan, or concept map,
in hand for their assigned patients. Box 6-3 provides
guidelines for the care planning process. Figure 6-2
shows a sample student nursing care plan for patient
Victoria Torres (discussed in Chapter 5).
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Steps for Construction of a Nursing Care Plan

1. Collect data for a database on a patient.

Obtain a patient history and perform a physical assess-
ment (gather physical data). Review the chart, noting data
and current laboratory values relevant to the patient's prob-
lems or admitting diagnosis.

2. Analyze the database to determine current and poten-
tial problems.

Group data according to body system and review for areas
of abnormalities or problems. Identify problems and collabo-
rate with the patient to see that she also considers each one
a problem.

3. Choose appropriate nursing diagnoses based on
defining characteristics of the patient's problems.

Collaborate with the RN in choosing nursing diagnoses
from the NANDA-| accepted diagnoses list: terminology =
problem + cause + defining characteristic (signs and symp-
toms).

4. Rank the nursing diagnoses in order of priority.

Confer, if possible, with the patient about the priorities of
the patient’s problems and needs. Physiologic needs for oxy-
gen and circulation must be met first. Number the diagnoses
according to priority.

5. Plan the nursing care by defining goals and writing
expected outcomes.

Define the overall goals and write specific expected out-
comes that will be easy to evaluate to determine whether

they have been achieved. Include a time frame for each out-

come to be achieved.

6. Plan nursing care by choosing appropriate nursing
interventions that will assist in achieving the outcomes.

Consider all nursing interventions known to be useful for the
type of problem; choose those that can be expected to help
this patient meet the goals and expected outcomes most
quickly. Do this for each nursing diagnosis on the patient’s list.
7. Implement the nursing interventions.

Place the nursing care plan in the chart or Kardex, or enter
it into the computer. Communicate the care plan to staff
members on other shifts. Carry out the nursing interventions
using the Standard Steps for all nursing procedures.

8. Evaluate the actual outcomes of each nursing inter-
vention; determine whether progress toward achiev-
ing the expected outcomes has been made.

Gather data via patient reassessment, and document in
the chart the result of the nursing interventions. Once every
24 hours, read over the nursing care plan and determine
whether it is meeting the expected outcomes or needs to
be revised. Determine whether any nursing diagnoses have
been resolved and can be discontinued. Consider whether
any data indicate that a new nursing diagnosis should be
added. In collaboration with the RN, add new nursing diag-
noses as indicated by the data. Continue to seek patient
input on the care plan and goals.

v

Nursing Care Plan

Sample Student Nursing Care Plan Based on the Situation for Victoria Torres

PROBLEM/NURSING DIAGNOSIS Weak left extremities /Impaired physical mobility related to decreased motor function
and left-sided muscular weakness, as evidenced by inability to bear weight on left leg.
Supporting Assessment Data Objective: CVA 6/16; left-sided weakness, unable to bear weight on left leg; cannot grasp

with left hand; is left handed.

Planning/Goals/ Implementation/

Expected Outcomes

Nursing Interventions

Selected Rationale

Evaluation*

ST: Will walk to the nurses’
station using walker,
unassisted by 7/1.

LT: Will walk unassisted to
the end of hall using
walker by discharge.

Encourage active ROM to
left leg and arm q 4 hr
while awake.

Assist patient in walking
with walker in room tid.

Encourage to walk with
walker in hall at least once
daily; assist as needed.

Reinforce instructions from
physical therapist for ex-
ercises and walker use.

ROM prevents atrophy of
muscles and helps main-
tain strength.

Assistance helps prevent
falls and offers
encouragement.

Encouragement provides
some motivation,

Reinforcing instructions
helps patient remember
them.

Is patient walking with
walker unassisted? How
far?

Attempts ROM by self when
encouraged; performed
ROM X 2 this shift.

Used walker during physi-
cal therapy X 2.

Up with walker to bath-
room X 1 this shift; needs
assistance to get up from
bed.

Reviewed physical thera-
pist’s instructions for
walker use.

Progressing toward meeting
expected outcomes;
continue plan.

*Evaluation statements are examples of documentation indicating interventions have been carried out and the patient’s response to them.
The results of the actions reflect whether expected outcomes are being met.
Key: CVA, Cerebrovascular accident; d, day; hir, hours; LT, long term; g, every; ROM, range of motion; ST, short term; tid, three times a day;

UA, urinalysis.

FIGURE 6-2 Sample student nursing care plan.




PROBLEM/NURSING DIAGNOSIS Left-sided weakness /Risk for injury from fall related to neurologic impairment and
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f‘ Nursing Care Plan Sample Student Nursing Care Plan Based on the Situation for Victoria Torres

muscle weakness, as evidenced by inability to bear weight on left leg.

Supporting Assessment Data Objective: CVA 6/16; unable to support body weight on left leg; balance shaky, lists to side;

cannot grasp with left hand; staggers when tries to walk unaided.

Planning/Goals/
Expected Outcomes

Implementation/
Nursing Interventions

Selected Rationale

Evaluation

LT: Will not suffer injury
from fall at any time.

LT: Will compensate for
neurologic impairment
with use of aids to
ambulation by 7/15.

PROBLEM/NURSING DIAGNOSIS Wetting the bed /Reflex incontinence related to neurologic impairment as evidenced by

inability to retain urine.

Supporting Assessment Data Objective: Unable to control bladder consistently since CVA; frequent urinary incontinence;

Keep walker positioned by
bed.

Encourage to use walker
whenever out of bed.

Ask to use call bell for assis-
tance whenever fatigued
and needs to get up.

Assess muscular strength,
balance, and ability to
walk safely with walker
q3d.

UA normal; no foul odor to urine.

Planning/Goals/
Expected Outcomes

Implementation/
Nursing Interventions

Object close at hand
encourages usc.

Encouragement prompts
desired behavior.

Assistance helps prevent
falls.

Helps prevent falls should
condition deteriorate.

Selected Rationale

Has patient suffered any
injury froma fall? Is
patient using aids to
ambulation?

Walker is placed within
reach toward foot of bed.

States willingness to use
walker at all times; is
afraid of falling.

Rang for assistance to get
up this P.M.; states she is
tired from all the visitors.

Right arm and leg still
weak; cannot fully sup-
port self without walker.

Balance seems to be im-
proving with walker use.

Becoming more adept at
moving walker and judg-
ing how to get around fur-
niture; meeting expected
outcomes; continue plan.

Evaluation

ST: Will void in bedpan
q 2 hr while awake
without intervening
episodes of urinary
incontinence by 6/30.

LT: Will experience no
episodes of incontinence
by discharge.

Collaborate on voiding
schedule times. Keep
schedule at bedside.

Remind patient to ask for

bedpan.

Assist with bedpan.

Praise patient for each 2-hr
period of continence.

Patient knows her usual
pattern for voiding.

Positive reinforcement
encourages the desired
behavior and helps
self-esteem.

Has patient had episodes of
incontinence?

2-hr schedule beginning
after breakfast instituted.

Used bedpan at designated
times; praise given. One
soiling of bed at 23:30 p.m.

Patient upset about bed
soiling; states does see
some progress.

Achieving expected out-
comes; continue plan.

FIGURE 6-2, cont'd Sample student nursing care plan.

Continued
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7’: Nursing Care Plan Sample Student Nursing Care Plan Based on the Situation for Victoria Torres

PROBLEM/NURSING DIAGNOSIS Linable to use left extrentities /Self-care deficit, hygiene and grooming, related to
muscular impairment, as evidenced by inability to grasp items with dominant left hand and inability to walk without

assistance.

Planning/Goals/
Expected Outcomes

The Nursing Process

Implementation/
Nursing Interventions

Selected Rationale

Supporting Assessment Data Objective: States, “1 can’t seem to do anything with this arm and leg.” Objective: CVA 6/16.
Left-sided weakness of both extremities.

Evaluation

ST: Will assist with bath by
bathing left extremities
by 6/26.

ST: Will attempt to brush
hair with right hand by
6/26.

ST: Will brush teeth with
right hand 6/30.

LT: Will learn to put
clothes on left extremities
before discharge.

LT: Will perform her own
hygiene and grooming
within 3 mo.

2

Assist with hygiene and
grooming activities;
encourage patient to
participate.

Collaborate with patient
on daily goals; praise all
accomplishments and
attempts at self-care.

Assist patient in attempts
at brushing teeth and
combing hair using right
hand.

Reinforce occupational
therapist’s instructions
for dressing self; super-
vise practice and give
encouragement.

Prevent patient from
becoming overtired
when attempting her
own hygiene activities;
space activities,

Critical Thinking Questions
1. While helping the patient with ROM excerises, she says to you, “Will I ever be able to walk normally again?” What
would be the most therapeutic reply to this question?
How would you explain to the patient why it is important for her to use the call bell and ask for assistance when she
desires to get up from the bed?
3. What is the rationale for praising the patient for each 2-hr period of continence?

Demonstrates caring.

Participation in goal setting
helps patient “own” the
goal and desire to suceed
in achieving it.

Encouragement and praise
help reinforce positive
behaviors and increase
self-esteem.

Reinforcement helps patient
recall how to efficiently
dress; supervision helps
prevent frustration.

Neurologic damage to the
brain causes easy fatigue.
Fatigue will interfere with
success and cause
frustration.

What hygiene and grooming
activities has patient
performed independently?

States she wishes to bathe
herself without assistance;
will attempt to do more of
bath as fatigue decreases.

Willing to do more than
wash face tomorrow.

Attempted to brush hair;
unable to do more than
three strokes.

Occupational therapy
scheduled for Friday.

Will attempt to brush her
own teeth tomorrow.

Praised for use of hairbrush.

Beginning to achieve
expected outcomes;
continue plan.

&

FIGURE 6-2, cont'd Sample student nursing care plan.

Having studied the parts of the nursing process and
how the process as a whole is applied to care planning
and to the practice of nursing, you should begin to
incorporate the principles into your thinking. The
nursing process is inherent in every aspect of nursing
and is a tool for success as a nurse.

&4 think Critically

What do you think is the rationale for explaining a procedure to

a patient before doing it?




Implementation and Evaluation CHAPTER 6

Get Ready for the NCLEX® Examination!
Review Questions for the NCLEX® Examination

Choose the best answer for each question.

Key Points

* During the implementation step of the nursing process,
the planned nursing interventions are carried out.

¢ Priorities of care are set when developing a well-orga-
nized work plan for the shift.

» Before carrying out interventions, you need to under-
stand the reason for the intervention, the usual standard
of care, the expected outcome, and any potential danger.

* An independent nursing action is one that the nurse can
perform without a physician's order.

¢ A dependent nursing action requires a physician's order
before it can be legally carried out.

* Aninterdependent action is one derived from collabora-
tive planning between two or more health care profes-
sionals.

* A clinical pathway or interdisciplinary care map contains
the actions to be carried out by all of the health profes-
sionals involved in the patient’s care. It is a managed
care tool and is used to speed a patient to recovery as
quickly and cost-effectively as possible.

e The family and resident are invited to the care planning
conference in the long-term care facility.

¢ The care plan for the home health patient encompasses
the needs and concerns of the family as well as those of
the patient.

P' Documentation of nursing care is essential and should
be done soon after an action has been completed.

e Documentation must show the progress toward attain-
ment of outcomes.

= Evaluation involves reassessment of data to determine
whether the expected outcomes have been achieved.

e After evaluation, the nursing care plan is revised.

* The goal of a quality improvement program is improve-
ment of nursing practice and patient care.

* Construction of a nursing care plan involves assessing
the patient, analyzing the data, identifying nursing
problems, prioritizing the problems, deciding on goals,
writing expected outcomes, and choosing interventions.
After the plan is implemented, the outcomes of the
interventions are evaluated and the plan is revised as
needed.

Additional Learning Resources

[SG Go to your Study Guide for additional learning activities to help you
master this chapter content.

®@volve 6o to your Evolve website (http://evolve.elsevier.com/deWit/

fundamental) for the following FREE learning resources:

= Animations

= Answer Guidelines for Think Critically boxes and Critical Thinking
Questions and Activities

* Answers and Rationales for Review Questions for the NCLEX®
Examination

* Glossary with pronunciations in English and Spanish

= Interactive Review Questions for the NCLEX® Examination and more!

1.

2l

You assist a patient with her bath, change her dressing,
rub her back, give her medication, review her dietary
needs, and assist with physical therapy exercises.
Which are examples of interdependent nursing actions?
(Select all that apply.)

1. Reinforcing dietary teaching
2. Changing her dressing

3. Assisting with her exercises
4. Giving her a back rub

5. Giving a bath

6. Administering medication

. Before carrying out a dependent nursing action, the

nurse: (Select all that apply.)

1. makes certain the family is in agreement with the order.

2. verifies that the physician’s order is on the chart.

3. considers whether there is any contraindication for
the action.

4. schedules an appropriate time to carry out the action.

5. gathers all equipment and supplies needed for the
action.

The nurse evaluates the care provided to the patient by
determining:

1. whether she is beginning to improve.

2. whether all planned interventions were carried out.
3. whether expected outcomes have been achieved.
4. whether she is well enough for discharge.

. A patient who is 14 hours postoperative complains of

shortness of breath. Which action should be imple-
mented first?

1. Auscultate the lungs.

2. Question about previous shortness of breath.
3. Check for an order for oxygen therapy.

4. Reassure the patient.

Outcome-based quality improvement programs require
nursing audits. The goal of such programs is the

(Fill in the blank.)

A difference in the assessment of the patient entering a
long-term care facility versus that of a hospital patient is
that the long-term care resident is assessed for:

1. functional abilities.

2. psychosocial concerns.
3. emotional concerns.

4. skin problems.

. Nursing and medical audits:

1. only evaluate overall agency performance.
2. determine whether a nursing unit is efficient.
3. are for the purpose of improving profit.

4. are essential for hospital accreditation.
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8. An example of a dependent nursing action would be: Critical Thinking Activities

1. starting the continuous passive motion (CPM) =3
Read each clinical scenario and discuss the questions with

machine.

2. providing a back massage. your classmates.
3. encouraging the consumption of more fi_uid. Scenario A
4. changing the patient's linens after an episode of
incontinence. Construct a nursing care plan from the following scenario:
Mark Hansen, a 45-year-old man, is admitted with a
9. When evaluating a patient admitted with a lower fractured femur. He is placed in skeletal traction. His
respiratory tract infection, which data are most nursing diagnoses are Impaired physical mobility r/t
important for the nurse to obtain? immobilization by traction and Self-care deficit, bathing,
1. Level of pain or discomfort grooming, and toileting, r/t immobilization.
2. Medications taken at home Scenario B
3. Duration of the iliness
4. Bilateral lung sounds Discuss and compare dependent and independent nursing

actions that are on your care plan for Mr. Hansen.
10. The patient’s order reads: ampicillin 20 mg/kg/day, IV q

6 hr. The patient weighs 120 Ib. How many milligrams Scenario C
(mg) per dose should you administer? What would you need to know about the order for traction
(Fill in the blank.) to properly care for this patient?



