






N431 Care Plan #2
Lakeview College of Nursing
Kylie Cox 



1
Running head:  N431 Care Plan


15
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Demographics (3 points) 
	Date of Admission
10/08/2019
	Patient Initials
HW
	Age
91 
	Gender
Female

	Race/Ethnicity
Caucasian
	Occupation
Retired 
	Marital Status
Married 
	Allergies
NKDA

	Code Status
Full Code
	Height
160 cm
	Weight
72.2 kg



Medical History (5 Points)
Past Medical History: 
· CAD
· Heart attack
· C. Diff
· Osteoarthritis of both knees
· Anxiety
· Hypertension
· High cholesterol
Past Surgical History: Patient has no known past surgical history
Family History: Father CAD, HTN, DM
Mother: HTN
Social History (tobacco/alcohol/drugs):
Patient is a retiree who resides at home with her husband. She is a former smoker, and is also a past alcohol user. Patient uses glasses, a wheeled walker, and has top and bottom dentures. She is a Baptist and enjoys going to church when she get the chain. 
Assistive Devices: glasses, dentures X2, wheeled walker
Living Situation: Patient resides at home with her husband
Education Level: Education is appropriate 

Admission Assessment 
Chief Complaint (2 points): Left leg numbness
History of present Illness (10 points): 
Patient is a 91 year old female who was brought into the ER (10/08) by her daughter. Patient complained of left leg numbness and couldn’t bear any weight on it when she tried using her walker. She woke up with her numbness that morning and immediately called her daughter and she brought her to the hospital. Patient was here on (10/04) because she had fallen and experienced pain in her back that she would rate 7/10. Then on (10/06) she returned to the ED because her pain was unbearable. She has a history of CAD and osteoarthritis of knees. A CT scan was done and it was determined that there was a superior endplate compression of L1 with approximately 30% water loss of anterior vertebral height which appears chronic, a moderate bilateral neural foraminal stenosis at L5-S1 due to disc bulge and bony hypertrophy, and minimal spinal canal stenosis at L4-L5 due to broad-based disc bulge.

Primary Diagnosis
Primary Diagnosis on Admission (2 points): Bilateral Neural foraminal Stenosis
Secondary Diagnosis (if applicable): Coronary Artery Disease
Pathophysiology of the Disease, APA format (20 points):
Neural Foraminal Stenosis, a form of spinal stenosis, occurs when the neural formina, the bones in the spine, narrow or tighten (Morrison, 2017). This causes compression of the nerve roots that leave the spinal column through the neural foramina which lead to pain, numbness, or weakness (Morrison, 2017). Bilateral neural foraminal stenosis happens when there is stenosis on both sides of the spine. Symptoms include back or neck pain, numbness or weakness in the hand, arm, foot or leg, shoot pain going down the arm, sciatica,  a shooting pain that travels from your lower back through your buttocks and into your leg, problems with walking and balance (Morrison, 2017). The patient’s symptoms were numbness and weakness of the left leg. These symptoms gradually get worse over time. Complications are permanent weakness, paralysis, and urinary incontinence ("Neural Foraminal Stenosis: Treatment, Symptoms, and Causes", 2017). Diagnostic testing used to identify the disease are X-rays: see alignment of bones in spine and narrowing of the foramen, a MRI scan to damage to soft tissues, and a CT scan which is more detailed than X-rays and bone spurs can be viewed. For this patient, a CT scan of spine lumbar without contrast performed and discovered 3 things: superior endplate compress of L1 with approximately 30% water loss of anterior vertebral height which appears chronic, moderate bilateral neural foraminal stenosis at L5-S1 due to disc bulge and bony hypertrophy, and minimal spinal canal stenosis at L4-L5 due to broad-based disc bulge. For this patient, she was prescribed dexamethasone to reduce inflammation. Other treatment options include OTC meds like ibuprofen, naproxen, and acetaminophen, prescription pain relievers like oxycodone, hydrocodone, anti-seizure meds, like gabapentin and pregabalin, and last corticosteroid injections to reduce inflammation ("Neural Foraminal Stenosis: Treatment, Symptoms, and Causes", 2017). PT/OT was also consulted for this patient to help build her strength back up. “Physical therapy is also used to treat and help strengthen muscles, improve the range of motion, stretch out the spine, and correct posture” ("Neural Foraminal Stenosis: Treatment, Symptoms, and Causes", 2017). If nothing else helps the patient, surgery may be needed but that is the last resort. 



Pathophysiology References (2) (APA):
Neural Foraminal Stenosis: Treatment, Symptoms, and Causes. (2017). Retrieved October 13, 2019, from https://www.healthline.com/health/neural-foraminal-stenosis#treatment

Morrison, W. (2017). Foraminal Stenosis: Symptoms, Causes, and More. Retrieved October 13, 2019, from https://www.healthline.com/health/foraminal-stenosis#diagnosis

Laboratory Data (15 points)
[bookmark: _Hlk529864599]CBC Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab
	Normal Range
	Admission Value
	Today's Value
	Reason for Abnormal Value

	RBC
	4.2-6
	4.71
	4.09
	

	Hgb
	11.6-15
	13.9
	12.1
	

	Hct
	33.2-45.3
	42.1
	36.3
	

	Platelets
	150,000-400,000
	308
	268
	

	WBC
	4,000-11,000
	11,000
	7.2
	

	Neutrophils
	50-70
	61.7
	69.8
	

	Lymphocytes
	11.8-45.9
	24.3
	22.0
	

	Monocytes
	0.0-15.0
	10.9
	6.1
	

	Eosinophils
	0.0-6.0
	2.8
	N/A
	

	Bands
	0.0-2.0
	N/A
	N/A
	




Chemistry Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab
	Normal Range
	Admission Value
	Today’s Value
	Reason For Abnormal

	Na-
	135-145
	139
	140
	

	K+
	3.5-5.0
	3.5
	3.7
	

	Cl-
	98-107
	99
	103
	

	CO2
	22-29
	29
	29
	

	Glucose
	70-110
	113
			159
	High glucose occurs when there is a major illness or injury ("Nondiabetic Hyperglycemia - What You Need to Know", 2019)

	BUN
	8-25
	22
	24
	

	Creatinine
	0.6-1.3
	1.21
	0.95
	

	Albumin
	3.5-5.2
	N/A
	N/A
	

	Calcium
	8.6-10
	10.0
	8.9
	

	Mag
	1.5-2
	N/A
	N/A
	

	Phosphate
	0.-1.5
	N/A
	N/A
	

	Bilirubin
	<1.5
	N/A
	N/A
	

	Alk Phos
	50-100
	N/A
	N/A
	

	AST
	10-30
	N/A
	N/A
	

	ALT
	10-40
	N/A
	N/A
	

	Amylase
	30-125
	N/A
	N/A
	

	Lipase
	10-150
	N/A
	N/A
	

	Lactic Acid
	0.5-2.4
	N/A
	N/A
	

	Troponin
	<0.05
	N/A
	N/A
	

	CK-MB
	5-25
	N/A
	N/A
	

	Total CK
	90-140
	N/A
	N/A
	



Other Tests Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab Test
	Normal Range
	Value on Admission
	Today’s Value
	Reason for Abnormal

	INR
	0.9-1.2
	N/A
	N/A
	

	PT
	11-14 sec
	N/A
	N/A
	

	PTT
	20-40sec
	N/A
	N/A
	

	D-Dimer
	<250
	N/A
	N/A
	

	BNP
	0.5-30
	N/A
	N/A
	

	HDL
	>60
	N/A
	N/A
	

	LDL
	<100
	N/A
	N/A
	

	Cholesterol
	3-5.5
	N/A
	N/A
	

	Triglycerides
	<150
	N/A
	N/A
	

	Hgb A1c
	<5.6
	N/A
	N/A
	

	TSH
	0.4-5
	N/A
	N/A
	



Urinalysis Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab Test
	Normal Range
	Value on Admission
	Today’s Value
	Reason for Abnormal

	Color & Clarity
	Yellow, clear
	Yellow, hazy
	N/A
	

	pH
	5.0-8.0
	5.0
	N/A
	

	Specific Gravity
	1.005-1.024
	1.010
	N/A
	

	Glucose
	Normal
	Normal
	N/A
	

	Protein
	Negative-normal
	Negative
	N/A
	

	Ketones
	Negative
	Negative
	N/A
	

	WBC
	<5
	4
	N/A
	

	RBC
	0-3
	<1
	N/A
	

	Leukoesterase
	negative
	negative
	N/A
	




Arterial Blood Gas Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.

	Test
	Normal Range
	Value on Admission
	Today’s Value
	Explanation of Findings

	pH
	7.35-7.45
	N/A
	N/A
	

	PaO2
	>80
	N/A
	N/A
	

	PaCO2
	35-45
	N/A
	N/A
	

	HCO3
	22-26
	N/A
	N/A
	

	SaO2
	95-100
	N/A
	N/A
	



Cultures Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Test
	Normal Range
	Value on Admission
	Today’s Value
	Explanation of Findings

	Urine Culture
	Negative
	N/A
	N/A
	

	Blood Culture
	Negative 
	N/A
	N/A
	

	Sputum Culture
	Negative
	N/A
	N/A
	

	Stool Culture
	Negative

	N/A
	N/A
	



Lab Correlations Reference (APA):
Nondiabetic Hyperglycemia - What You Need to Know. (2019). Retrieved October 13, 2019, from https://www.drugs.com/cg/nondiabetic-hyperglycemia.html
Sorenson, M., Quinn, L., & Klein, D. (2017). Pathophysiology. Hoboken: Pearson.


Diagnostic Imaging
All Other Diagnostic Tests (5 points): CT Spine Lumbar without contrast
Diagnostic Test Correlation (5 points): CT scans are non-invasive imaging procedures that use x-rays and computer technology that give horizontal images of the body, or “slices” as they are often called. Bones, muscles, fat, and organs are in more detail with these CT scans versus x-rays. The CT scan revealed a superior endplate compression of L1 with approximately 30% water loss of anterior vertebral height that appears chronic, moderate bilateral neural foraminal stenosisat L5-S1 due to disc bulge and bony hypertrophy and minimal spinal canal stenosis at L4-L5 due to broad-based disc bulge.
Diagnostic Test Reference (APA): 
Sorenson, M., Quinn, L., & Klein, D. (2017). Pathophysiology. Hoboken: Pearson.



Current Medications (10 points, 1 point per completed med)
*10 different medications must be completed*

Home Medications (5 required)
	Brand/Generic
	Aspirin/
acetylsalicylic acid
	Lipitor/
atorvastatin
	Coreg/
carvedilol
	Celexa/ citalopram
	Cozaar/ losartan

	Dose
	81 mg
	40 mg 
	3.125 mg 
	10 mg 
	25 mg

	Frequency

	Daily
	Daily
	BID
	Every night 
	Daily


	Route
	PO
	PO
	PO
	PO
	PO

	Classification
	Antiplatelet, anti-inflammatory, antipyretic, non-opioid analgesic
	antihyperlipidemic
	antihypertensive
	Antidepressant 
	antihypertensive

	Mechanism of Action
	Blocks the activity for cyclooxygenase, the enzyme need for prostaglandin synthesis

	Reduces plasma cholesterol and lipoprotein levels by inhibiting HMG-CoA reductase and cholesterol synthesis in liver 
	Reduces cardiac output and tachycardia, causes vasodilation, and decreases peripheral vascular resistance, which reduces BP and cardiac workload
	Blocks serotonin reuptake by adrenergic nerves, which normally release this neurotransmitter from storage sites 
	Blocks binding of angiotensin II to receptor sites in many tissues, including adrenal glands and vascular smooth muscle

	Reason Client Taking 

	To think blood to prevent blood clot
	High cholesterol
	hypertension
	anxiety
	hypertension

	Contraindications (2)

	Allergy to tartrazine dye

Asthma
	Active hepatic disease

Hypersensitivity 
	Asthma

angioedema
	Pimozide therapy

hypersensitivity
	Hypersensitivity

Aliskiren therapy

	Side Effects/Adverse Reactions (2)

	Confusion

Diarrhea
	Abnormal dreams

hyperglycemia
	Angina

Aplastic anemia
	Tachycardia

Sinusitis 
	Dizziness

Muscle spasms

	Nursing Considerations (2)

	Don’t crush timed-release or controlled-release tablets unless directed

Ask about tinnitus as this occurs when blood aspirin level reaches or exceeds maximum dosage for therapeutic effect
	Used in patients with homozygous familial hypercholesterolemia as an adjunct to the other lipid-lowering treatments or alone only if other treatments aren’t available

Monitor diabetic patient’s blood glucose levels as therapy can affect blood glucose control

	Know that if patient has heart failure, expect to also give digoxin, a diuretic, an ACE inhibitor

Chronic beta blocker therapy is not routinely withheld prior to major surgery because the benefits outweigh the risks assoc. with its use with general anesthesia and surgical procedures
	Expect to reduce dosage gradually when drugh is no longer needed to avoid serious adverse reactions

Monitor for suicidal tendencies 
	Losartan is more effective when given in two divided doses daily in some patients

Monitor patients for muscle pain


	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Blood aspirin levels
	Liver function tests, Lipid levels,
Blood sugar
	Blood pressure 
	Vitals 
	Blood pressure and renal function studies

	Client Teaching needs (2)

	Do not use aspirin if it has a strong vinegar-like odor 

Tell patient to consult prescriber before taking aspirin with any prescription drug for blood disorder, diabetes, gout, or arthritis
	Tell patient to take the drug at the same time every day to maintain its effects

Instruct patient to consult prescriber before taking OTC niacin because of increased risk of rhabdomyolysis
	Warn pt that drug may cause dizziness, light-headedness, and orthostatic hypotension; advise to take precautions

Emphasize need to seek emergency care if pt develops hives or swelling of the face, lips, tongue, or throat that causes trouble swallowing or breathing
	Inform patient that citalopram’s full effects may take up to 4 weeks

Urge pt to report sudden, severe, or unusual adverse reactions promptly to prescriber
	Can be taken with or without food

Keep taking medication even if feeling better







Hospital Medications (5 required)
	Brand/Generic
	Dexamethasone
	Brilinta/
ticagrelor
	Lovenox/ enoxaprin
	Docusate
	Ultram/
tramadol

	Dose
	8 mg 
	90 mg 
	30 mg 
	100 mg
	50 mg 

	Frequency

	Q8H
	BID
	Daily
	BID
	PRN pain

	Route
	IV PUSH

	PO
	SubQ
	PO
	Opioid antagonist

	Classification
	Anti-inflammatory
	Platelet inhibitor 
	Anthrombotic
	Laxative 
	analgesic

	Mechanism of Action
	Binds to intracellular glucocorticoid  receptors and suppresses inflammatory response
	Reversibly interacts with the platelet P2Y12 ADP-receptor  to prevent platelet activation
	Binds to antithrombin III and accelerates activity, inhibiting thrombin and factor Xa
	Surfactant that softens stool by decreasing surface tension between oil and water in feces. This action lets more fluid penetrate stool, forming a softer fecal mass
	Binds with mu receptors and inhibits the reuptake of norepinephrine and serotonin, which may account for tramadol’s analgesic effect


	Reason Client Taking 
	Prevent inflammation
	Prevent bleeding 
	DVT prevention
	constipation
	Moderate to severe pain

	Contraindications (2)
	Hypersensitivity

ITP
	Active bleeding

Hepatic impairment 
	Hypersensitivity to pork products

Circulating antiplatelet antibodies
	Fecal impaction

Abdominal pain
	Alcohol intoxication

Hypnotics 

	Side Effects/Adverse Reactions (2)
	Depression

Bradycardia
	Diarrhea 

Epistaxis 
	Hemorrhage 

Circulating antiplatelet antibodies 
	Dizziness

Syncope 
	Diaphoresis 

cough

	Nursing Considerations (2)
	Inject undiluted I.V. dose directly into I.V. tubing of infusing compatible solution over 30 seconds or less

Assess pt for evidence of Cushing’s disease 
	Monitor patient closely for bleeding tendencies

Be prepared to discontinue ticagrelor therapy as ordered, 5 days before surgery, if possible
	Do not give by IM injection

Keep protamine sulfate nearby in case of accidental overdose
	Assess for laxative abuse syndrome

Expect long-term or excessive use of docusate to cause dependence on laxatives for bowel movements, electrolyte imbalance, osteomalacia, steatorrhea, and vitamin and mineral deficiencies
	Shouldn’t be given to patients with a history of anaphylactoid reactions to codeine or other opioids

If patient develops respiratory depression, expect to give naloxone. Watch for seizures with naloxone because it may increase this risk. 

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Occult stool 
	Monitor for signs of bleeding 
	Monitor for signs of bleeding 
	Vitals 
	Monitor for pain

	Client Teaching needs (2)
	Caution against consuming alcohol during therapy because it increases the risk of GI bleeding 

Instruct patient to not stop drug abruptly
	Instruct pt to take bleeding precautions such as avoiding the use of a razor and brushing teeth with a soft-bristled toothbrush
	Notify prescriber about adverse reactions, especially bleeding 

Do not rub site after giving injection to minimize bleeding
	Tell patient not to use docusate when having abdominal pain, nausea, or vomiting

Encourage patient to increase fiber intake, exercise regularly, and drink 6 to 8 glasses of water daily to help prevent constipation
	Caution patient to not stop drug abruptly 

Tell patient to notify prescriber immediately if any sudden onset, unusual, persistent, or severe adverse reactions develops



Medications Reference (APA):
JONES & BARTLETT LEARNING. (2018). Nurses's Drug Handbook (17th ed.). Burlington, MA.

Assessment 
Physical Exam (18 points) 
	GENERAL (1 point):
Alertness:
Orientation:
Distress:
Overall appearance: 
	Patient is A&O x4. She knows where she is, what year it is, and what she’s in for. Overall patient is content and comfortable. 

	INTEGUMENTARY (2 points): 
Skin color:
Character:
Temperature:
Turgor:
Rashes:
Bruises: 
Wounds: .
Braden Score: 
Drains present:  Y☐         N ☒      
     Type:
	
Patient is a Caucasian female with normal elasticity, pink, dry and warm touch to the skin. Patient’s skin turgor was normal, less than 2 seconds with no rashes. Patient did have bruises on her shoulder from the fall. 
Braden score: 21

	HEENT (1 point): 
Head/Neck:
Ears: 
Eyes: 
Nose: 
Teeth:  

	Patient’s head is midline with no deviations and hair is light brown. She has no abnormal drainage from her ears. PERLA is present. No deviated septum, turbinates are equal and bilateral. Pink and moist oral mucosa with no noted abnormalities. Patient has top and bottom dentures. 
.

	CARDIOVASCULAR (2 points): 
Heart sounds:  
S1, S2, S3, S4, murmur etc.
Cardiac rhythm (if applicable):
Peripheral Pulses:
Capillary refill:
Neck Vein Distention:   Y ☐   N  ☒    Edema Y ☐    N ☒
Location of Edema: 

	 Patient’s heart sounds were auscultated x5, S1 and S2 noted. Radial and pedal pulses 2+ and present bilaterally. Capillary refill average at <2 seconds. Patient doesn’t have any edema or neck vein distention. 

	RESPIRATORY (2 points):
Accessory muscle use:    Y☐     N ☒
Breath Sounds: Location, character

	Patient does not use accessory muscles when breathing. Lungs were clear bilaterally upon auscultation

	GASTROINTESTINAL (2 points):
Diet at home:                     
Current Diet
Height: 
Weight:
Auscultation Bowel sounds: 
Last BM: 
Palpation: Pain, Mass etc.:
Inspection: 
     Distention:
     Incisions:
     Scars:
     Drains: 
     Wounds:
Ostomy:    Y ☐      N  ☒       
Nasogastric:    Y  ☐    N  ☒
     Size:
Feeding tubes/PEG tube   Y  ☐    N  ☒
     Type:

	[bookmark: _GoBack]Patient is on a regular diet and on and at hospital. Patient’s bowels were active in all four quadrants. Abdomen in soft, non-distended, and non-tender. Last bowel movement was 10/08. Patient doesn’t have an ostomy, NG, or feeding tube. Patient is 160cm and weighs 72.2 kg. 

	GENITOURINARY (2 Points): 
Color:
Character:
Quantity of urine: 
Pain with urination:  Y ☐     N ☒
Dialysis:  Y ☐     N ☒
Inspection of genitals: 
Catheter: Y ☐    N ☒    
     Type:
     Size:
	Patient has ability to ambulate to the restroom by herself. Her urine is yellow with no abnormal odor. She had an output of 00mL. She has no catheter, was not on dialysis and did not have pain upon urination.

	MUSCULOSKELETAL (2 points): 
Neurovascular status:
ROM:
Supportive devices:
Strength:
ADL Assistance:   Y☐   N ☐      
Fall Risk:    Y ☒  N☐
Fall Score: 85
Activity/Mobility Status:    
[bookmark: Check1]Independent (up ad lib) |_|
[bookmark: Check2]Needs assistance with equipment |_|  
[bookmark: Check3]Needs support to stand and walk|_|

	Patient has left leg weakness and numbness but feeling is slowly returning. She is a fall risk and up with one assist. Patient uses a wheeled walker at home but is not currently using one in the hospital. 

	NEUROLOGICAL (2 points): 
MAEW:   Y ☐       N☐           
PERLA:    Y  ☒       N☐
Strength Equal:   Y ☐   N ☒   if no -   Legs ☒   Arms ☐   Both ☐
Orientation:
Mental Status:
Speech:
Sensory:
LOC:
	Patient is awake in bed. She speaks English at a normal pace. Patient is MAEW and PERLA intact. Her strength is equal in both arms but upon dorsiflexion and plantarflexion of the legs, her left foot was weaker than the right. Patient does not show signs of neurological damage. 

	PSYCHOSOCIAL/CULTURAL (2 points):
Coping method(s):       
Developmental level:       
Religion & what it means to pt.:
Personal/Family Data (Think about home environment, family structure, and available family support):
	Patient is a previous smoker and alcohol user, beer, wine and liquor. Patient finished high school. She practices the Baptist religion and lives at home with her husband. 



Vital Signs, 2 sets (5 points)
	Time
	Pulse
	B/P
	Resp Rate
	Temp
	Oxygen

	0745
	62
	136/65
	18
	36.5
	96%

	1030
	58
	137/65
	16
	36.5
	95%



Vital Sign Trends: Vitals are stable.
Pain Assessment, 2 sets (2 points)
	Time
	Scale
	Location
	Severity
	Characteristics
	Interventions

	0745
	Numeric
	Back
	7/10
	Patient describes pain as a tighting sensation in her back
	Patient was administered tramadol

	1030
	Numeric 
	Back 
	2/10
	Patient stated pain is just uncomfortable
	No interventions were provided




IV Assessment (2 Points)
	IV Assessment
	Fluid Type/Rate or Saline Lock

	Size of IV: 20 gauge
Location of IV: Left AC
Date on IV: 10/07
Patency of IV: open and no complications
Signs of erythema, drainage, etc.: no redness or swelling 
IV dressing assessment: dry and intact 
	Saline locked



Intake and Output (2 points)
	Intake (in mL)
	Output (in mL)

	+400
	-200



Nursing Care
Patient’s family wants her to stay in the hospital for one more night so insurance will then send her a rehabilitation facility so she can get her strength back in her legs before she returns home with her husband. 
Summary of Care (2 points)
	Overview of care: Patient will continue to be monitored
Procedures/testing done: The patient received a CT but did not receive any additional testing. 
	Complaints/Issues: Pt had no complaints during her hospital stay
	Vital signs (stable/unstable): Patient’s vital signs were stable for her stay
	Tolerating diet, activity, etc.: Patient is on a regular diet 
Physician notifications: The physician was called to ask about patient’s dexamethasone as it was only prescribed for the length of her hospital stay and not for any additional time. Dr. ordered for her to continue for  5 more days. 
Future plans for patient: This patient will follow up with the orthopaedic doctor in two weeks. 
Discharge Planning (2 points)
Discharge location: The patient will be going to a rehabilitation facility where she will continue to progress and strengthen her muscles so she can eventually return home. 
	Home health needs (if applicable): Patient does not have any home health needs. 
Equipment needs (if applicable): Patient does not need any additional equipment at this time.
	Follow up plan: Follow up with Dr. Chioffe in two weeks.
Education needs: The patient needs to make lifestyle changes if not already done so. She needs to incorporate more fruits and vegetables, with lots of fiber. Also, the patient should be walking or using some type of physical activity to make her weak leg stronger. 
Nursing Diagnosis (15 points)
*Must be NANDA approved nursing diagnosis and listed in order of priority*

	Nursing Diagnosis 
· Include full nursing diagnosis with “related to” and “as evidenced by” components
	Rational
· Explain why the nursing diagnosis was chosen
	Intervention (2 per dx)
	Evaluation
· How did the patient/family respond to the nurse’s actions?
· Client response, status of goals and outcomes, modifications to plan.

	Risk for falls related to impaired physical motility as evidenced by left leg weakness 
	Patient is a 91 year old pt so she is automatically at risk for falls
	1. Assess patient’s environment for factors that can increase fall risk

2. Orient to and stabilize the environment

	Goal was met as pt didn’t sustain any fall or any fall-related injuries. She will continue to be monitored for falls.

	Impaired physical motility related to neuromuscular impairment as evidenced by left leg weakness 
	The patient’s left leg was weaker with dorsiflexion and plantarflexion
	1. Measure and monitor BP before and after activity

2. provide  means to summon help like a call light

	Patient is willing to ambulate with walker and one assist. She is very eager as she is ready to go home. Patient is achieving her goal. 

	Risk for impaired skin integrity related to immobility as evidenced by weakness in legs and back pain
	Patient is a 91 year old who not only has leg weakness but also back pain which can lead to skin breakdown if she is unable to change positions
	1. Elevate lower extremities periodically, if tolerated

2. Reposition frequently whether in bed or in sitting position. Place in prone position periodically

	Patient knows in order to avoid skin breakdown she must change positions as she is willing to ambulate as this can help her get discharged. 

	Acute pain related to physical injury related to back pain as evidenced by stenosis of the spine 
	Patient’s CT scan of  lumbar spine confirmed stenosis at L4-L5 
	1. Assess for presence of pain. Help patient identify and quantify pain

2. Provide comfort measures such as position changes, massage, ROM exercises, warm or cold packs

	Patient receives medication for her pain which does comfort her. She was up in chair and ambulated easily. 



Other References (APA): 
Swearingen, P. (2016). All-in-one Nursing Care Planning Resource (4th ed). St. Louis, Missouri: ELSELVIER.

Concept Map (20 Points):

2


Patient Information
	Patient is a 91 year old female who was brought into the ER (10/08) by her daughter. Patient complained of left leg numbness and couldn’t bear any weight on it when she tried using her walker. She woke up with her numbness that morning and immediately called her daughter and she brought her to the hospital. 







Nursing Diagnosis/Outcomes

· Risk for impaired skin integrity 
· Outcome
· Patient will change positions every 2 hours 
· Acute pain 
· Outcome
· Patient’s reports of pain will be within acceptable level
· Impaired physical motility 
· Outcome
· Patient will ambulate by herself prior to discharge
· Risk for falls 
· Outcome
· Patient will  sustain any falls for the length of her hospital stay
Subjective Data
· Pain “7/10”
· Weakness and numbness in left leg
· Back pain
Objective Data
· Weak dorsiflexion and plantarflexion of the left leg compared to the right
· CT scan results 

Nursing Interventions

·  Monitor vital signs 
· Administer PRN pain medications
· Establish an honest relationship with therapeutic communication
· Allow time for rest when ambulating to restroom
· Implement fall risk precautions 






