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Expected Outcome: Pt will be able to maintain adeguate
calomes as evidenced by VS and lab result throughout the
hospital status.

(IJ

ge SON-Concept Map
Nursing Dx: Impaired skin integrity rt surgical
procedure. 5/5: redness, pain, swelling.

Expected Outeome: Caregiver and the Pt will
demonstrate method to prevent Pt from injury to
the skin (Stoma) throughouwt the hospital stay.

Interventions
1. Monitor Pt's /8, weight, pain status and Pt's
general well-being.
2. Refer the Pt to the dietitian or nutritionist.

Medical Diagnosis
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Assessment: Temp 972, P 1S RR 21,
BP 53, O 9%, weight 10,7k,
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3. Providing adequate food intake to maintain a
healthy body,
4, Assisting with passive exercises to regain strength
and muscle bulk,
Evaluation- Goat are met, Pt maintain adequate nutric
the body required within & hours shift.

Nursing D Risk for pain o't surgical procedure Medications

Expected Outcome: Patient will report @ pain of 3 or
less by using FLACC pain scale within [ hour throughout
the hospital stay.

Calmoseptine ointment, Ferrous
Sulfate, symbicort, Famotidine,
Periactin, Albuterol Sulfate, Tylenol.
i There was a more meds but unable to
get the rest).

Interventions
. Assess the patient pain level by using verbal

nterventions
1. Assess the site once per shift for color changes, redness,

swelling, warmth, pain, or other signs of infection.

2. Advice the patient to avoid rubbing and scratching at

the site.
3. Educate the caregiver o apply small amount Calmosepline
ointment to GT site per providers ordered,

4, Educate caregiver to provide Pt with balanced nutrition,

hydration of 2000 ml of fluids per day.

ation- Goat met, Pt's show no sign of redness, swelling around
the stoma with & hours by intervention of the caregiver and the Pt

Nursing Dx: Risk for Fall vt immobility.

Expected Outcome: Fatient will demonstrate implement
strategies to increase safety and prevent falls throughout the

hospital stay.

Interventions

. Assess the patient’s environment for any furnitures

numerical rating scale (VHNES).

2, Encouraging relaxation technigues or distraction method
such as television, or reading books or magazine.

3. Administer pain medication per doctor’s order.

4. Reassess location and nature of pain, rate pain using VNRS pain scale.
Evaluation- Goals were met, Pt reported pain of 2 on

a scale of 0-10 within 1 hours of intervention,

equipments placement in a certain or safe anca.
2. Transfer the patient to a room near the nurses” station,

3. Place the bed at the lowest possible position.
4. Apply the belt and lock the stroller while Pt is in.
Evaluation- Goal met, Patient sustain no fall within & hours
shift.




