
Medication list continued 
(too many to fit in chart)

- Isosorbide 120 mg oral 
- Lisinopril 40 mg oral 
- Oxycodone 5 mg oral 
- Oxycodone 10 mg oral 
- Pantoprazole 40 mg oral 
- Piperacillin 100 ml IV 
- Polyethylene 17 g oral packet
- Ranolazine 500 mg oral 
- Sennosides 17.2 mg oral 
- Spironolactone tablet 25 mg oral 

Nursing 
Diagnosis:
Risk for 
Infection
Expected 
Outcome:
Patient will show 
no signs of 
infection by the end 
of shift

Medical Diagnosis:
Left foot ulcer and wound infection with 
diabetes mellitus
Diagnostic Tests and results:
 Hemoglobin dropped from  8 to 6.3 
MRI pelvis (11/24) mal compression, 
ileac artery, 
EKG 12 lead: NSR 73
Assessment:
Received patient in bed sleeping, 
responsive to tactile stimuli. Once fully 
awake patient was AOx4. PERRLA. 
Breath sounds clear bilaterally. S1 S2 
RRR. Abdomen soft, non-tender, 
normoactive. Cap refill was less than 3 
sec. Posterior tibial pulse 2+. No 
clubbing. 2+ edema in right foot. Vitals: 
98.4 F, 68, 16, 133/59, 98%

Nursing Diagnosis:
Risk for impaired skin 
integrity 

Expected 
Outcome:
Patient will show no 
signs of impaired skin 
integrity by end of shift. 

Nursing 
Diagnosis:
Risk for pain

Expected 
Outcome:
Patient will have 
reduced pain levels 
by the end of the 
shift. 

Nursing 
Diagnosis:
Impaired knowledge 
deficit for post op 
care.   

Expected 
Outcome:
Patient will understand 
the importance of 
complying with post 
operative care by end 
of shift. 

Interventions:
1. Turn patient at 
least every 2 hours
2. Use of pillows or 
wedges to keep bony 
prominences from too 
much direct pressure
3.  Encourage 
adequate hydration 
and nutrition. About 
2000 ml of water a 
day. 
4. Keep bed sheets 
and blankets free 
from wrinkles to 
prevent skin 
breakdown. 
Evaluation: 
Goal was met as 
evidenced by patient 
had no skin 
breakdown by end of 
shift. 

Interventions:
1. Keep skin dry and 
free from moisture
2. Regularly change 
dressing so  there is no 
chance for bacteria to 
form
3. Monitor vitals to 
check for any signs of 
infection
4. Inform patient on 
procedures to keep free 
from infection such as 
regular hand washing 
and proper dressing 
changes. 
Evaluation: 
Goal was met as 
evidenced by patient 
remained free from 
infection till the end of 
shift 

Medications:
Hydromorphone 1mg/ml 0.4 mg injection
Acetaminophen 650 mg oral 
Amlodipine 10 mg oral 
Aspirin chewable tablet 81 mg oral 
Atorvastatin 40 mg oral 
Carvedilol 25 mg oral 
Dextrose 15 g oral 
Furosemide 4 mg oral 
Gabapentin 300 mg oral 
Glucagon 1 mg injection 
Insulin glargine 20 units injection 
Insulin lispro 1-4 units injection
Insulin lispro 1-6 units injection 
Insulin lispro 10 units injection 

Past Medical History:
CAD of bypass graft
Diabetes 
Primary hypertension 
Hyperlipidemia 
PAD 
Systolic CHF
Tobacco use 

Interventions:
1. Inform patient on importance of keeping 
wound elevated on pillow to prevent 
swelling 
2.Assess motivation and willingness of 
patient to learn care. 
3. Inform patient on importance of keeping 
wound clean and dry to prevent infection. 
4. Have patient state ways to keep wound 
clean as well as prevent future adverse 
effects from occurring. 
Evaluation:
Goal was met as evidenced by patient 
stating the importance of complying with 
post operative care by the end of shift. 

Interventions:
1.Give pain medication as indicated in 
chart. 
2.Patient education on alternative pain 
relief methods.
3. Patient education on relaxation 
techniques.
4. Continue to check pain levels 
throughout the day.  
Evaluation:
Goal was met as evidenced by  patient 
described having pain levels lowered 
by end of shift. 














