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Lakeview College of Nursing

Careplan N301
Student:


Date/Week:


Adm. Diagnosis:

 Allergies:    

(3 pts)





(5 pts)
	DIAGNOSTICS:  List all diagnostic tests & their brief results (xrays, CTs, MRI’s, Speech evals, EKG’s etc.)                                                                                                                                                                 


	CORRELATION: Discuss (in your own words) how the abnormal labs & diagnostic tests relate to at least one of the following: the medical diagnosis, past medical history and/ or current condition.          (10 points)                                                                          
Reference: Lehne, R. A. (2010). Pharmacology for nursing care. Saunders Elsevier 7th ed. St. Louis, MO



	Pathophysiology: (in your own words supported by scholarly nursing references)                                        (5 points)
Reference: Porth, Carol M. (1998). Pathophysiology: concepts of altered health states. Lippincott 5th ed.             

                          Philadelphia, PA


MEDICATIONS (List all current meds, include IV drip medications)                                                                       (15 points)
	Brand name
	
	
	
	

	Generic
	
	
	
	

	Dose
	
	
	
	

	Route
	
	
	
	 

	Classification
	
	
	
	

	Action
	
	
	
	

	Reason this client receiving
	
	
	
	

	Contraindications (2)
	1. 
	1.  
	1. 
	1. 

	Major side effects/adverse rxns (2)
	1. 
	1. 
	1. 
	1. 

	Nursing Considerations (2)
	1. 
	1. 
	1. 
	1.  

	Client teaching need
	1. 
	1.  
	1. 
	1. 


Reference: Mosby (2012). Nursing drug reference. Elsevier 5th ed. New Mexico State University. Las Cruces, NM
IV Drips











(5 points)
	Medication
	Concentration
	Rate
	Site
	Line

	N/A
	N/A
	N/A
	N/A
	N/A


PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)                                                                                                   (10 pts)
	Vital Signs:
Pulse Ox %:

	BP:

	Pulse:

Rhythm: 
	Respirations:

Rate:

Depth: 
Rhythm: 
	Temp:

Route:
tympanic
	Pain:

Rating:      
Characteristics: 


	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	Pt. is alert and oriented x 3. she is very slow at responding to questions. she seems confused and can not answer some questions (she stalls, and then moves on talking about something else without answering). she also occasionally laughs and answers yes to inappropriate situations. She is unable to write or sign her name. her speech is clear and she is aware of her surroundings and her likes and dislikes.

	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength


ADL Assistance    Y   N       Fall Risk:    Y   N


Fall risk ___Y    N___

Activity/Mobility Status:    Independent (up ad lib)     

            Needs assistance with equipment   

            Needs support to stand and walk
	Pt. has full ROM, and is able to get out of bed with assistance. She uses the walker very well, but is on fall risk because of her impaired mental status, confusion, the use of hypertensive meds, diuretics, and hx of falls. She frequently suffers from orthostatic hypotension and lightheadedness upon rising, so I have instructed her to sit up on the side of the bed for a couple minutes before standing. She holds my hand and counts when rising. I stand behind her when she is ambulating with the walker and she has a sitter in the room as a precaution.


	CARDIOVASCULAR: 

Heart sounds:  S1, S2, S3, S4, murmur etc.
Cardiac rhythm (if applicable) N/A
Peripheral Pulses, Capillary refill: < 3 sec
Neck Vein Distention:   Y   N      Edema  Y    N

Location of Edema: N/A
	 S1 & S2 present, no S3 or S4. no murmurs. There is a presence of atrial fibrillation detected by the ECG, but I could not hear it with my stethoscope. There is no presence of edema and her capillary refill is < 3 sec in all extremities. 


	RESPIRATORY:

Accessory muscle use:    Y     N

Breath Sounds: Location, character
Vent settings (if applicable) N/A
	Pts. O2 saturation was at 100% but she was on 2L oxygen, so I don’t know what they were before oxygen was administered. she is SOB on exertion. There were no wheezing, rhonchi, or rales present on either side. 


	GASTROINTESTINAL:

Diet at home :    reg.             Current Diet:   reg.
Height: 5’2                          Weight: 240 lb.
Auscultation: Bowel sounds, other sounds

Last BM, character &  freq of stools 

Palpation: Pain, Mass etc

Inspection: distention, incisions, scars, drains, wounds

Ostomy:    Y       N         Nasogastric:    Y      N  

Feeding tubes/PEG tube   Y      N      Type: N/A
	Pt. has diabetes mellitus type II, but is not on a restricted diet. she is overweight, 240lbs, 5ft 2 in. she has bowel sounds in all 4 quadrants. she does not remember when her last bowel movement was, but gas is present when she sits down to urinate. There is no presence of a mass or tenderness during palpation. She has a scar on her lower abdomen from previous surgeries (hysterectomy & cholecystectomy). No presence of any drains, wounds, or incisions.

	INTEGUMENTARY: 

Skin color, character, turgor, rashes, bruises, wounds: character, drainage, approximation etc.

Braden scale: _________. Also date & location of IV’s
Drains present:  Y         N       Type: saline lock
	Skin color appropriate for race. Warm to the touch, diminished skin turgor because of her age (73). Large bruise on left side of her lower abdomen because of the subcutaneous injections of Lovenox. IV is a 22 gauge; it was inserted September 13, 2012. It is in the left anticubital space, but no fluids are currently being administered. There are no signs of infiltration or swelling at the IV site. 

	EENT: 
Ears:                            Eyes:

Nose:                          Teeth:            

                               
	No drainage, swelling, or redness in either ear. Both eyes are clear and free of drainage. They are open and pupil is 2mm. no rhinitis, rhinorrhea, or congestion in the nasal passage. Her teeth have been replaced by dentures, and were cleaned overnight in the basin with denture cleaner. I used a tooth brush and denture cleaner to further clean the residue off of them before giving them to her so she could eat her breakfast.

	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis   Y      N 

Inspection of genitals:
Catheter:  Y    N      Type:  N/A
	Urine- yellow and clear, normal odor. Pt. is continent and able to use the walker with assistance to the toilet. She was able to void 2 x in the toilet only being assisted to and from the bathroom and stabilizing during hand washing. Pt. states that there is no pain during urination, and shows no signs of frequency or retention. There are no rashes or discharge in the perianal area. 

	PSYCHOSOCIAL/CULTURAL:

Coping methods,          Educational level

Developmental level,       Ethnicity, 

Religion & what it means to pt.

Occupation (previous if retired)

Personal/Family Data    (Think about home environment, family structure, and available family support)
	Pt. is a female Caucasian that graduated high school, and is a retired special education bus driver. She currently lives in a home in Mattoon, IL. With her disabled daughter. Her sister and sister’s husband also live in her home with her. She has been married 3 X, and is widowed from her last marriage. She has 6 step-children from her last marriage, and gave her son up for adoption when he was born. She is a Baptist, and goes to church every week with her family. Her cognitive development is appropriate for her age, but she is currently experiencing some confusion and frustration because of her impaired condition, but has become more aware as the day has progressed. She is now able to verbalize wants and dislikes, and is beginning to answer questions more appropriately.


Care Map     (20 pts)





                     

     Evaluation (10 points)

	Problem # 2: 
General Goal: 


	Predicted Behavioral Outcome Objective:



	Nursing Interventions
	Client Responses to Interventions

	1.
	1. 

	2. 
	2. 

	3. 
	3. 

	4. 
	4. 

	5. 
	5. 

	Evaluation: 


Reference: Swearingen, P. (2004). All-in-one care planning resource. Mosby. Elsevier’s Health Sciences
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Medical History: 


Surgical History: 


 








Rm #:		Age:	  Ht.:	  Wt: 


Gender:   M     F        Ethnicity: 


Occupation: 


Education: 





Where do I live?    House       Farm       Apt.      Asst. Living


     (circle one)


                                Nursing Home   Other_______________________





I live with: 


Do I have any other family? 





Admission Info: (why and how did I come to hospital):





I have had these procedures while I have been here: 





I need help with:   Hygiene      Moving        Eating       Dressing





I need help:         Not at All        Some           Lots             Totally





I have a     DNR      POA      Living Will





Activity Level: 





I am rating my pain as a    


      _____/10 I describe it as








What equipment am I using?  





Incentive Spirometer     Foley    NG     IV 





  Cast   Splint    Drain     Telemetry     Oxygen





 Chest Tube    Trach      Ostomy       Dressing





TED/SCS      Walker/Crutches      Wheelchair





Other: IV – 22 L arm     Oxygen- 2L    











Diagnosis:





CVA Stroke


(Cerebrovascular accident) 


Key assessments:


	Pain, mental cognition/impairment, medications, 	laboratory values, MRI results, reflexes, rate the need for 	assistance.











Problem #6: impaired verbal communication-





Signs & symptoms:


Pt. laughed and answered “yes” to all questions


Pt. was unable to write or sign her name


Pt. was unable to answer questions regarding where she was or why.


Pt. answered questions with inappropriate responses.


Pt. verbalized that she was confused.








Problem # 1: Pain-





Signs & symptoms:


Pt. states pain is a 08/10.


Pt. requests to sit in chair for support on her back.


Pt. moans and tenses up with movement


Pt. grippes her sides & verbalizes pain:


        “My back hurts really bad”


Pain medication (Norco) administered





Problem #4: Impaired Gas Exchange-


 


Signs & symptoms:


Nasal cannula 2L oxygen


Hx of CHF and bronchospasms


Suffering from respiratory alkalosis:


Labs = 


PH = 7.44 ↑


PCO2 = 34.6 ↓


PO2 = 62.6 ↑


SOB on exertion


Hx of hyperventilation r/t anxiety











Problem #2: Immobility-





Signs & symptoms:


Pt. on fall risk 


Sitter at bedside


Pt. has cognitive impairment- confusion


Pt. is fatigue and dizzy upon standing


Pt. is taking  4 B/P  medications


Pt. is taking narcotics for pain


Back pain


SOB on exertion 





Problem #3: Nutrition/ Electrolyte Imbalance-





Signs & symptoms:


Type II diabetes mellitus


Not on a special diet (diabetic diet)


Pt. is overweight – 240lb, 5’2 


BMI = 43.89:  over 40 (Obese Class 3: Morbid Obesity)


Glucose = 261 ↑


Stage IV renal failure- kidneys not fx properly








Problem #5: Increased Cardiac Output-


 


Signs & symptoms:


B/P = 141/ 78, but nurse admin 4x B/P meds prior to checking B/P.


Nurse stated that her B/P has been > 200/ 95 since she has been admitted.


Hx of congestive heart failure secondary to diastolic dysfunction.


Dx with coronary artery disease.


B/P meds x4


headaches
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