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1. Mr. C.’s stroke deficits revealed dysphagia which is a common health problem among the elderly. Dysphagia, which is difficulty or problems swallowing, puts the patient at risk for nutritional deficiencies, respiratory problems and aspiration (Mauk, 2010). Assessment for dysphagia is a nursing priority. The assessment includes asking the patient or caregiver questions such as, any difficulty swallowing; or does it feel like food gets stopped at a certain point (Taylor, Lillis, LeMone & Lynn, 2008)? The answers to these questions can indicate signs and symptoms associated with dysphagia. Watching the patient eat a full meal is also an important component of evaluation; it provides objective observations that may indicate a swallowing problem (Mauk, 2010). 
2. Mr. C.’s plan of care should include promoting his independence, and monitoring his neurologic status. People with a neurologic deficit should be monitored closely for any improvement or deterioration in neurologic status (Taylor, Lillis, LeMone & Lynn, 2008). The care plan should also include proper assessment of his PEG tube to assure adequate nutrition and prevention of adverse effects such as aspiration, and unplanned extubation(Taylor, Lillis, LeMone & Lynn, 2008). 	Comment by Mary: LeMone, & Lynn   need a comma here
3. Interventions to prevent complications and promote recovery include: performing a neurologic check which includes monitoring level of consciousness, motor function, papillary response, and vital signs (Taylor, Lillis, LeMone & Lynn, 2011). Provide appropriate patient education and counseling about the stroke. Prevent complications with tube feedings by keeping the skin clean, checking for tube placement, checking the residual and making sure the tube is anchored securely (Taylor, Lillis, LeMone & Lynn, 2011). Finally, the patient should change positions every 2 hours to prevent skin breakdown and infection. 	Comment by Mary: After the first time can use Taylor et al. with 3 – 5 authors	Comment by Mary: same
4. The nurse should explain to the family that the urgency, frequency, and incontinence may not be due to an overactive bladder but rather a possible side effect from a medication or a possible infection (Mauk, 2010). The nurse should also check safety and compatibility with the physician about the cold medicine the family brought in. 
5.  The nurse should obtain a urine sample from the patient to test for a UTI and check the possible side effects of the medications the patient is on.	Comment by Mary: spell it out the first time for the non medical people
6. The nurse should monitor intake and output since the patient’s tube feedings are being decreased and oral intake is increasing and also monitor how well the patient is tolerating oral intake. The patient’s incontinence should be monitored and the nurse should implement bladder re-training. The nurse should also make sure the patient remains dry to maintain skin integrity and prevent breakdown. 
7. Interventions should include: making sure the patient remains dry, having the patient change positions at least every 2 hours to prevent skin breakdown, implementing a bladder training program, and teaching the patient to recognize and report signs and symptoms of a possible bladder infection.
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