


-ﬂ'
?""“""

A
..'i

-

Vil m@ Lare Plan At AUSMEL

a.‘.. g
. Q_‘f“& ¢

Nursir ﬁarﬂ-"lan has always been considered as
essentla t:umpunent in the daily care of AUBMC staff
PSES since decades

.-u

e
.. .
= - . . _‘

I
‘.ilt-
"h




Ih@ nood old days

5.,.,;"" staff nurses used to document the care
--:,Lﬂ.f o

Ju|:,,. pYy
| _§

r:—-il

Jh I..Ih'.

-"l

g, # Eare plan was fuIIy documented with selected diagnosis,
nd intervel ‘rﬁ. j";"'.;.




a1 Year )

- i

o e

INURSING DIAGNOSES:
/DeriNImIONS & CLASSIFICATION
19 99 -2000

£ .I-'[:'['IT‘J!H)_’;} 25 ‘/ fears...,



Initia) Assassment and Health History

= Patient Name:

Case N%

[ Wheezes Rt - Lt

0 Sputum color
Tubes/ Devices :

0 Absent Rt - Lt

Cough : 0 Yes: 0 Productive 0 Non productive

NURSING ADMISSION PHYSICAL ASSESSMENT (
NEUROSENSORY Nursing Diagnosis
Level of Consciousness: 0 Oriented 0 Disoriented/Confused [ Altered sensary perception (16)
0 Lethargic 0 Obtunded 0 Stuporous [ Altered sleep pattern (17)
0 Comatose 0 Others : 0 Impaired communication (6)
Pupils: 0 Equal 0 Unequal [ Altered thought process (18)
Reactive to light ;: Righteye 0 No 0 Yes 0 Altered comfort (5)
Left eye 0 No 0 Yes O Potential physical injury (10)
Eyes: 0 Clear 0 Draining J Others 0 Self care deficit (15)
" | Speech: 0 Normal / Clear 0 Slurred O Impaired tissue integrity (13)
[ Aphasic 0 Inappropriate 0 Others : 0O impaired physical mobility (11)
Sleep / Rest: 0 Denies problem O Problems as : 0 Altered bowel elimination (3)
OXYGENATION (0 Self care deficit (15)
Cardiovascular [ No abnormalities assessed bt i i
Heart Rhythm : 0 Iregular C Others : e
Neck Veins : 0 Distended 0 Adrostaerdiog imcton £
Others : 0 Vertigo 0 Syncope 0 Others : R
0 Pacemaker 0 Other cardiac devices : gﬁ:ﬁm’:ﬁ":;“:‘;" (19
Pulses : 0 Not fell at (specify): i e
Respiratory (1 No abnormalities assessed Emmpfﬁmimij 9
Breathing : 0 Labored 0 Dyspnea ORapid 0 Shallow [0 High risk for infection (9
Quality : 0 Orthopnea 0 Accessory muscles used [ Altered body temperature (2
0 Pain on Inspiration - Expiration 0 Others : O ineflective coping (7)
Breath sounds : 0 Crackles Ri- Lt 0 Diminished Rt - Lt 0 Krowledge defict (21)

ELIMINATION

Bowel : [ No abnormalities assessed

0 Distended

0 Frequency

Date of last bm: Frequency:
1] Constipation 0 Laxative use 0 Hemorrhoids
71 Bloody stool 0 Diarrhea 0 Incontinence
0Ostomy (Type) : 0 Others
Bowel Sounds : 0 Absent at ( specify)
Abdomen : 0 Tender 0 Distended 0 Rigid
0 Others :
Bladder : [ No abnormalities assessed

0 Urgency

[ Altered bowel elimination (3)
0 Impaired tissue integrilty (13)
[ Altered nutrition (12)

[ Altered body temperature (2)
[ High risk for infection (3)

[ Altered urine efimination (20)
[ Altered fluid volume (8)

[ Knowledge deficit (21)




allvnt manw, S—1 N LM —
American University of Beirut Medical Center Date / Initials Date / Initals
Nurslng Services | R___|Patient Problems Expected Outcomes Nursing Interventions DiC
Nursing Care Plan | Communication The patient will : Ll use techniques to pn?mule
] paired related to: [ d hearing / understanding
Patient Name: R Bed N%: Caso N°: 1 [ disease process ability to T provide alternative
The patient will ba able 1o retum The patient and / or famlly will :  |Arrange for : ] [ sensory deficit Juse al commi hods of communication
1o pre-liness living arrangamants O be aware of appropriate [ moeds i 1] is thod U consult speach therapy
or copé with disease condition . discharge arrangements as 0 environmantal changes ] L anger / anxlery / pain use hearing aids T address problems / fears
evidenced by verbalizing what O troatments / i i U language barrier i d C request help of transiator
services are being ged . [z] — |  maturational age abllity to understand assist with hearing alds
Uincrease in coping a others : O others : _ _ others :
| abilities as evidenced by. (8] Inaffactive coping The patient will : - provide non-judgmental
0 ( anxiety ) related to: acknowledge importance anvironment
H 1 T impaired cognition of behavior change give positive feedback
Dhato | Initals : sensory overload 1 varbalize feelings consult psychotherapy
| R__|Patient Problems Expected Outcomes Nursing Interventions e — 1 D assaull to sell esteem | [ Identify obstacles oncourage patient to
Activity Intolerance The patient will : O assoss tolerance level ) O hospl (1 identity p g dlscuss 1d68s & fears
related to : ([ identify activities that fatiguo (0 meds Tack of support/ conflict | | loss anxioty [ Témove excess stimulation
U disease process [1 participale in required physical [ plan activity/rest as needed [ maturational age [ others : others ;
-E L life style activities 11 monitor vital signs Tohers .
.u Tage [ _amplnly salely measures [ ancourage bm:thlr\lg uxut::lse T Actual The patient i T 55055 vital SIgNS
E anxiety / pain Lverbalize accep ?f '8 |8 use of incantiva spirometer o1 Potential demonslrate no signs _ racord welght dally
. T meds / ts ] 0 modity Id"“ Altered fluld volume of fluid imbalance record accurale O
L nutritional disorders tolerance for ADLs o others ; Excess () Deficit |0 verbalize knowledge of monilor lab values
1 olhers | ] others : L ! o ralated / contributing factors " change position
X Altered body temp., The patient will ; | monitor temperature ] 1 inad [ verbalize understanding of ) consult dieticlan
E d 1o Omaintain body temperature | maintain environmental 1 T altorod tissue Integrity | dietary & fluid instructions [ assess LOC
= Utrauma / disease within normal limits for age lemperature [ " Inad nutrtion & meds prescribad 7 monitor uid intake
> meds / trealment o lize signs & symp U maintain adequate Intake 1 disease process [ others : | resincled [ incroased
a | environmental factors | of hypo / hyperthermia LI monilor accurate /0 T vomiting / diarhea T others
& of age [identity risk factors [ others . = mods [ treatments
1 others : others : . [ conditions
Tl diarthea | constpation | The patient Wil : [ assess contribuling factors T maturational age
_§ NActual [ Potential L monitor bowel function Tothers .
® {Altered bowel balize L g ) administer meds
£ Ination ralated to : of contributing factors [l increase bulk intake T Actual The patient i T AB5085 SIgNG & Symprame
§ Dmeds / chemicals O participate in therapy 0 inftats bowel programa = Potential be free from infection during of Infection
g L Impalred nutrition 0 ibe dietary requi t (8 stool sofleners High risk for infection | hospitalization identify related faclors
[ disease procass ( -“l_ab"!h a8 near to normal as - ambulate : related lo : Cverbalize factors that may & mode of transmission
§ Immobility/p points | possible a bowel funclion pattem |0 Increase fluid intake O wound/surgery/trauma | Increase the risk of infection - monitor vital signs
maturational age [ verbalize understanding of treatmant | others : &) Tve Tnes/tr 1 ale adeq Tmonitor 1ab values
others [ others : - 0] conditions] personal hygiene & precaution | apply precaution technique
ACluMl___Potential | The patient will exhibil stabilty in - | _Monltor : T maluralional age tochniques apply universal precaution
§ Altered cardiac [1 hamodynamic stalus u 03'?'95 rhythms [ disease process [1others : [ others :
[ -] —— 'Funcll?n relatod o () cardiac thythm & ?P. g :Ila WI"E 5 T porinatal axposure
E } y ¥ fluld & o y uld balance ( /0 ) L others ;
[ dysrrhythmia 1 dally walght
[ hypo / hyperlension The patient verbalizos reportable ) lab valuos [ tosts [Potential physical The patient will : T a5se5s orlentalion X 3
U pulmonary congestion | symptoms Oothars : injury related to (1 remain free from injury during & comprehonsive ability
() fluid imbalance olhers : [ } [ fatigue hospitalization institute fall precaution
alterad cardiac output | maturational age CJ remain calm during restraint pad side rails as needed
othars: - {1 meds / treatment 0 be unrestrained as soon as L iImplement restraint protocol
Altered comfort The patient wil [ assass for comfort & pain 7 sensory deficils bl [ administer mods
related to © Overbalize and for demonsirate rollef pro / post intervention T pain () identify potential factors for injury [ assoss sensory Impalrment
surgery / rauma relief of pain/ discomfort U administer meds di L [ verbalize an intent lo p [ control Age relatod hazards
£ [ diBease process 0d L ' ies 1) provide comfort measures | prolonged bed rest selective preventive moasures |1 orent 1o room setling

[Imaintain pain at tolerance level

[1Tha patient will identify source of

pain/ discomfort according to age
others :

- Jallergic reaction
meds / treatment
o immoBityT p DOING

[ stress

[] change position

[ prépare patiant for pre

[ intiate therapautic play

[ environmental hazards

[ others :

L others

[ olhers

[ others




Patient Name: S o Case N°; - Satient Name: Case N®:
| Date / Initals_| Date / Initi Data / Iniials | Date / Initigle
L_| R _[Pationt Problems | Expected Outcomos Nursing Interventions DIC ] _4 Pationt Problems | Expected Outcomes Nursing Interventions DIC
Impaired physical The patient will : provide progressive i Sensory - perceptual | The patient will : provide calm environment
L mobllity related lo: Juse assistive dovices ly bili 4 alteration related to: identity & eliminato potential assess source of disturbance
:E Udisease process raquest assistance with ambulation | provide safety measures 5 [limpaired sensory organs |  risk factors [ provide
-g {reatment / meds d measures (o Inatitute fall precaution 1 disease process | d Ll orient & assess orientation x3
= [pain / tatigue increasa mobility perform range of motion - meds ymploms of sensory overioad [ Invalve pationt in provided
:' . malurational age Iverbalize acc of limi % |0 encourage use of affectad B pain / stress verbalize ing of care
others : [l others : extremily 5 _ socil isolation treatment others :
olhers : E others : others:
L Actual Tha patient Wil mamtam waigh patient Altered sloop The patient will : | reduce noise
Potential nulritisnal status ‘monitor % of meals » pattern related to; [1describe factors that inhibit sleep = establish day time plan
Altarad nutrition a8 indicated by : & lolerance % pain / di fort [identify techniques lo induce sleep | for & rost
e related to: 1 waight maintenance | 55055 preforences g meds / irealment LI raport an oplimal balance of [ Fecreasa Intake of fluids
2 difficulty chawing/ swallowing Improved appelile provide supplements al anxiaty [ fear rest and activity il voiding at night disrupts
'E nausea / q ing adminisler ube loeding ; disaase process maintain adequate sleap [ administer meds
5 L disease / surgery a consult distician H p patlern g to age 0 prmlga wmllun measures
o Uinadequale sucking reflex|  of diet modifications T administer meds i _ | changas | others oxplain fo child concept
- ) [ parantal naglact olhers : | provide oral hygiens - :T.::?’NIHI)' ::hn;?:t& share fear
1] nital rrmaliti . L
otmfa e T ::d“::ﬁmmm TutTion Altared thought The plllﬂl'llm: 888088 LOC
provide safe anvironment

others :

13- Tissue Integrity

decreased mobility

optimal skin-care routine,

[1The patient will verbalize factors

_maturational age

related to skin maintenance

‘Actual U The patient’s skin integrity T assess sKin condiion
Polential will ba malntained / improved L position
| |Impaired tissue during hospitalization instruct patient/ family about
Intagrity related to : 1 The patient / family demonstrate importance of nutrition,

hygiene & mobility

| use pressure therapy device

provide pressure sore care

15- Self Care

Dreslrictive devices

D surgical procedures

Ipain | anxiaty

|visual disorders

.|r|v|r|llc.')5|lllyI

L depression | anxiaty

Imalturalional age

others

The patient care needs

will be mel during hospitalization
L1 The palient verbalizes the

noeod for total care .

The patient will participate
physically / verbally in self care
others ;

disease process Llothers ; use protective measures
meds / froatmants modify diet
_radiation therapy maintain fluid balance
olhers [ othors :
Actual The patient will Monitor :
Potontial - maintain adequate ventlation | respiratory status [
" Altered respiratory during hospltalization [ character of sputum
status related to : d thods to provent ABGs / lab values
g Lpost-op status / CBR | aequiring infaction U vilal signs
mechanical obstruction | () have clear alrways L) start O2 therapy
g meds / treatmants perform breathing exercises parform chest physiolherapy
pain [ anxlety rothers : ] encoursge Lse of mcentive spiromaler
g‘ disease process ambulate
maturational age suction
'4_ - p y | croup [ administer meds
complicated cesaroan || if assisted, assess
dolivary readiness for weaning
[others 1 others :
[5ell care deflcit The patient will assist with A55055 strangihs and
related to © progressive sell care during [ Timiations
- disease process hospitalization [] assess causative or

contributing factors

evaluate abllity to

participate in ADL

Ll involve patient [ famity

in care

| administer meds

use adaptive equipment

othars :

process related (o :

suatain no Injury

proved mental status

T develop plan for ADL

19- Tissue Perfusion

4
g disease process L demonstrate improved LOC _ assist in decision making
g anxiety [ fear demonstrate improved p i
g 0 abuse Judg | ability orant & provida
= _|_abuse / neglect angage in selfcare activities sensory & soclal
by maturational age [identify anxiety related conditions [ others ©
B others : © others .
Altered tissue The patient will : [ assass exlremilies
perfusion related to raport improved sensation in limbs (1 assess pain
i disease process L raport acceptable level of comfort | position patient
immobilization verbalize reportable signs ambulate
traatment | meds [Ivarbalize contributing factors i meds

imeds [ treatmant

20- Urinary Elimination

[ manage care of cathetar/stoma

i balize factors that enh 1 perform aclive/passive axercises
T maturational age circulation 1 consult dietician
others others [ othars ©
patterns o The pat‘;m will - 85685 and monitor
urinary elimination varbalize understanding of condition| causative factors
|——{ralated to : identify causativa/ralated factors 288688 A0 MONADY signs & symploms.
disease procoss ndemonsirate techniques to [ offer badpariurl_nal
trauma / surgery prevent infection L provide comiorn measuras

| provide catheter/sloma care

maintain fluid balance (1O0)

pregnancy and other appliances
stress | Tear)| as near to normal observe vital signs &
_ maturational age a8 possibla urinary alimination voiding pattern
others : 1 others olhers |
FiTgh risk for ine manageme a : [ assoss
of therapeutic regimen relatad to ; [ verbalize/demonstrate g (O ident 10 énhance leam
E {1 parsonal characteristics of mads, activity, disease process, [Toach patient regarding :
Jinsufficlent knowledge self care, pain \Lfood [ Dol Process & reporiable signs
[llack of readiness/access & drug/drug interaction 0 estyle & anvironmental EWJ-Q;:
Ueulture/ beliofs (Jrelate an Intent to practice [ treatment ragimen
[maturational age health behaviors neaded or desired | || meds: dosage, reque . 5do offocts,
[complexity of regimen [ utilize available educational resources drugldrug &
| Cothers [ describe reportable signs & symploms | () p care
S () verbalize understanding of discharge | 1) aciviios & oxorc
Instructions given 1) diat

33546 /4
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Checking just to check

No connection between assessment
findings-diagnosis-interventions-
outcome measures.

Process did not encourage critical
thinking
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Activity Intolerance OAcnal Decreased Intracranial Adaptive Capacity O Actual

Initiated g Interventi Initiated Resolved Nursing Interventions
Date /Initials| Date / Initials Assess patient's to perform ® Promate exercise and ambulation Datef Initials| Date/ Iniials ® Maintain Intracranial Pressure: 10-15 mmHg
activities of daily living (ADLs) @ Oxygen therapy @ Maintain Cerebral Perfusion Pressure >50mmHg
« Vital signs monitoring (T, HR, RR, BP) * Consult dietitian ® Monitor ICP waveform
® Encourage energy conservation procedures:  ® Psychological support @ Position to maintain good body alignment
(ex. sitting while bathing) ® Environmental safety

® Provide break between activities that increase ICP
| ® Assist and encourage participation in self care

* Provide uninterrupted rest periods

Outcomes
_ Activity tolerance “1Energy conservation o
utcom
Endurance (I Self care (ADL) comes

—_—t 30916

O Intracranial and celebral perfusion pressure within normal range

Altered Bowel Elimination (specify) O Actual O Potential

; ~ Aspiration
[ Constipation O Bowel Incontinence O Diarrhea

T Impaired Swallowing

Initiated  |Resolved  Nursing Interventions

Datel Inftials| Bate/ Intials @ Bowel assessment ® Encourage exercise Initiated l!sulnﬁ Mearsing Intervenfions

@ Monitor bowel frequency, characteristic and Datef initials | Daste! Initials: ® Maritor gagf couh efiesc! swzBowing abity
amount of stool @ Bowel lrrigation/ fraining » Mociior

@ Monitor laboratory results/ Take specimens, as D T——— ® fovoid drinking with straws:
appropriate @ Ostomy care

® Monitor intake / out put @ Consult dietitian

® Insert NG tube @ Administer medications

W Fes mall amounts

wel of conscousness’ neuniogs W Bezak or orush

s ent not ie during eakng
o sucon sel up avzilabie W Insiruct patert not o sk 3 "

. Coreiill B
Enteral tube feec » Consull el

.

»

» Posiioning upright dusng feeding and after fesding ® Keep tracheal cuf indaizd
[ ]

® Encourage fluidintake_____ Encourage aspirason precaution diet ® Oral hygiene

Outcomes Oulicomes:

[ Bowel continence [ Bowel eliminationQ ____ [ Aspiration confro

Decreased Cardiac Output 0 Actual

Initiated Resolved

Date/ Initials| Date/ Initials 8 .
e Evaluate chest pain; intensity, radiation, Monitor arterial blood gases

Nursing Interventions

duration, precipitating, and alleviating factors Vital signs monitoring (T, HR, PR, BP)

Monitor pace maker functioning Fluid/electrolyte monitoring
Monitor cardiac rythm Monitor laboratory results
Hemodynamic monitoring Medication administration
Neurologic assessment

Outcomes

Cardiac pump effectiveness Organ perfusion
Circulation status




Impaired Physical Mobility

" | e

Disbel Initials | Datef Initizis
|

ther:

| Qutcomes

O Ambutabicn

rowed mobility lewe

Infection O Potential
Falls OPotznial
Initiated Resobeed Nersing Interventions
Datel Iniiiais| Date lnifials o (o) .
! Initiated

d fo its howest posttion atal

5 Wnen not provading cane .

Impaired Skin Integrity Dlctsal DPotervial

initiated ~ |Resgived | Mirsing interventines
Diate! initials | Datef Inkials o Shin assessmen! (o, %mzeratune, moishe

beodures, inSegrity | ® Diavhea management

@ Pressure ulosr assessment! prawentions care ® \Wound' ostomy care
® Posifoning ® Cast) raction -;a'i
® Ke2p bed Enan clean, dy znd wrinkle ines W incision sa cave
& Fiuid) slecingiyte: moniloning ® Parinazl cana
® Skin hygiene and care ® Sitz bath

- ® Radiation sile cars ® Madicasion adminisTation

[ Wsinaary convim

, Cratcomes

O Intact skin integety




Dase Study

History:
H.C., a 70 year old woman who has just to
the emergency department.

Chief complaint:

Her dau?hter ’[E”SJIIJLI that she is not
arousable, having arrhea and difficulty
breathing since yesterday

V/S:
BP- 100/40mmHg
HR:100bpm
RR: 3abreaths/min

I. 33°C

Physical examination findings:

+ OtUPErous opening eyes to pain

« ohallow breathing with decreased air
entry

|+ Cyanotic

+ Loncentrated urine( after inserting an
indwelling catheter)




Assessment Findings: Documentation

L% i alient Name: Patient
American University of Beirut Medical Center T [ 2 [ I
Nursing Services Patient Label | Cardiovascular | (Mot for | DNt for Dot for
7] Criteria Met (] Criteria Not Met Criteria Not f ot
ng ~ R i 1] I Critaria Met [ Met O Criteria Met I Criteria Not Met
Patient Assessment / Reassessment - Medical Surgical Regular pulse, 0 rogular pulse | Owreguiar puise O imogular pulse
_ normal heart sounds, | [ Abnormal heart scunds | D Abnommal heart sounds l {1 Abnormal heart sounds
Patient N q no edema, capillary Paripheral pulses non palpable | Peripheral pulses non palpable | Peripheral puises non palpable
Sl Name: — _._._._"Palrsnf.Number: R rafill <3 saconds, no Radial DRt OLt | Radal ORt Ou Radial CRt Ot
DP DRt  Owu | oP OrRt O pp Omt Ou
& & |4V, no ascitis, . -
i 073050011 073 031 O#T 07s D34 On7 | Gy PPN .2y0d Caplliary Refil | (1JVD  [) Delayed Capillary Refill EE.M:I 0 Delayed Capillary Refill
(0 Acuity 2 ] Acuity 2 O Aculty 2 | ety [ICyanosis | DCyanosis
Date: Time: | Dais Tima: Date:________ Time: pulses (DF an Edema | Edema
e — — - Radial) - llickly disappears i [ Grade 1 : Quickly disappears ' [ Grade 1: Quickly disappears
G . [l Grade 2 : Remains 10-15 Seconds | [J Grade 2 : Remains 10-15 Seconds | [ Grade 2 : Remains 10-15 Seconds
Neuromuscular dicated for assessment L ndicated for assessment indicated for assessment . § i . . | . .
2 2“ 2 fx e _'“ Hot f rade 3 : Remains 1-2 Minutes | [ Grade 3 : Ramains 1-2 Minutes | O Grade 3 : Remains 1-2 Minutes
h r= ‘:c L et C Gritacta Met. 1 [Crtecia Hot Met (Critoria Mot O Criteria Not Met (1 Grade 4 : Remains 2-5 Minutes | [0 Grade 4 : Remains 2-5 Minutes | OGrade 4 : Remains 2-5 Minutes
Alert, criented u Loc oc t
person, place, time, {1 Lethargic J0btunded | 7 Confused (] Lethargic [0btunded | OConfused 0 Lethargic 0 Obtunded Gastro - Intesti [ONot for | ONot for { OMot Indicated for assessment
PERRLA, speech OStuper | O Unrespansive OSuper 0 ivalt | OStupor 0 Unresponsivelcomatose [ICriteria Mat [ Criteria Not Met DCriteria Mot [] Criteria NotMet | [ICriteria Met [ Critoria Not Mot
clear and appropriats) - R _“""“‘""‘ﬁ:"‘“ Uistended [ Tender URgd | CDistended OTender CRgd | ODistended O Tender (1 Righ
{purposatul OPerson (Place  [Time OPerson [Piace  [1Time | e [l Nausea [ Vomiting [ Diamhea | [ Nausea 0 Vomiting () Diarhea | (JNausea {0 Vomiting ) Diarhea
{ movement in all Pupils Pupils >|.| l-.mms- ne 0 [ Gonstipat - ) | Dconstpat o .
| extremities, stable | ONonreactive DRt Tt OMonreacive ORY DL | powe O Oral mucesitis [ Oral mucositis ! [ Oral mucositis
S e e o e v I O
| | ) Jk A d L LT Hype | u ]
| Sensory | Sensary routine, good |
| Oiizziness  [INumaness ODizziness  ONumbness appatite, oral | |
! 7 Altered vision ORt DLt I Altered vision ORt DLt mucosa pink
| [ Atered heanng LRt Tu T Attered hearing Ot Ouw | OAuersd hearing ORt Ou | |
o s o ot el iy oy Wl ey Yy 8
| - . . N L ) . ) | ] el T Lo G n o |o
[ Unsiabie gait !T-‘.e'.fios Paralysis i  Unstable gait 1) Tramors [} Paralysis { O Unstable gait () Tremars [ Paralysis | Voiding with no 0 0liguria OObguia 0D 0 Anuria | nObgwia ODysula DAnuda
| GWeakness 1) Limitsd ROM | [Weakness (] Limited ROM OWeakness (1 Limited ROM difficulties, clear UPolyuria OPolyuria  [Darccolorsdurine | CPolyuia [ Dark colored urine
. Speech | Spoech Speech | || cotored and (1 Hematuria — {1 Hematuria 11 Incontinence | CHematuria T Incontinence
| €1 Sturred 11 Aphasia 73 Shumed [1 Aphasia (1 Shured 0 Aphasia | || adequate urine CiRetention [ Abnormal discharge ORetention 0 ischarg | jon [
| Cincomprehensile ' Dincomprahensibie [ incomprehensibie | goutput | |
Behavioral | [Not indicated for assessment® i [ Not indicated for assessment | [ Not indicated for assessmant Pain For Initial Assessment [ Criteria Met | £ Criteria Met
! No Pain at exam time | [ Refer to Nursing Data Base (I Criteria Not Met (Pain Identfied) [ Criteria Not Met (Pain identified)

| OCriteria Met © Criteria Not Met [ Criteria Mot [ Criterfa NotMet | OCriteria Met [ Criteria Not Mat

Calm, cooperative, L Restiessness Ll Agitation [ Restiessness [ Agitasion | DRestlessness O Agitation | For Reassessment '
| 2pprapriate | OUnclegr thinking ~ CFear OUnclear thiniong ~ DFaar | DUnclear thinking et 0 Criteria Met ) |
=g speech TExcessive sleep. il Incoherent spoech  [Excessive sieep. [lincoberent speach  [IExcessive stoap| | ritaria Not Met (Pain Ientfiod) | |
communication, o | 0 ¥sions! Hallucinaions “1nusions! Haltucinations | Oilusions! Hallucinations | | !
illusions! | 11 Delayed responsiveness | DDelayed responsiveness Intequmentary | CCriteria Met O Criteria NotMat | [ICriteriaMet [ CriteriaNotMet | (ICriteriaMet © Criteria Not Mat
hellucinations | © Suicidal iceations 0 Suscidal ideations 0 Clammy 0 Mottled [ Jaundice | [ Clammy 0 Mottied 1 Jaundice | O Clammy O Mottied [ Jaundice
| ; 0 ; | i
E"J’mmlﬂ Oinsomeia Skin s warm, dry,no | ODiaphoresis [ Hot O Cold | [Diaphoress [ Hot O Cold | ODiaphorssis ([ Hol O Cold
| T rash, lesions, or | OPate U Flushed [JRash | OPale [ Flushed ©) Rash 1) Flushed [ Rash
Respiratory | [ Not indicated for assessment 7 Not indicated for assessment | pressure ulcers | Dhiehing 0 Ecchymosis | O ltching [ Ecchymosis 0 Ecchymasis
| O Criteria Met O Criteria Not Met OCriteria Met [ Criteria Not Met [ Hematoma (] Palpable mass | [JHematoma C Palpable mass | O Hematoma 0 Palpable mass |
||| Breathing uniabored, | Ereathing Pattorn Breathing Pattern Breathing Pattern ILesiondaceraion [ Pressure uicer | [lLesionlacerabon [ Pressure uicer | CLesionftaceration [ Pressure ulcer
braath sounds clear | UApnea O Bradyp 0 Apnea [ Bradypreal] Tachypnea | OApnea O Bradypneall Tachypnea I
| bitsterally, no cough | [Dyseres L Shig ODyspnea O Shakiow CDysprea O Shallow Surgical [Nt i for (1Mot for ONet for
D Orthopnea  Climeguiae U Orthopnea  Clkreguiar U Orhapnea O imegular Woundfincision [ Criteria Mat ] Critaria Not Mat [ Criteria Met (1 Criteria Not Met Criteria Met [ Criteria Not Met
U Accessory muscle use U Accessory musche use [ Accassory muscle use [ Redness [l Swelling | D Redness [ Swelling [ Redness 0 Swelling
Unclear Breath Sounds Unclear Breath Sounds Unclear Breath Sounds 1o wounds meision. | © [ Dehi 1o [ Do I (D
[Wneezes [ oLt [IWheezes OR  Ou l ['Wheezes ORt  Ou fWound clesn, dry, no Discharge | Discharge | Discharge . |
[ Crackles oLt | [Crackes ORt  Ou ORt  Ou g 1 Bloody O Purnstent 11 Bloody [ Purukent : T Bloody £ Purulent |
I ot | Dot T i A | discharge noticed. O Sero-sanguineous Ll Blliary O 'Sero-sanguineous [ Bilary | 0 Sero-sanguineous O Biiary
[ Diminished UL | CDimiisned OR Ou ORt Ou 1 ""d.m dinfection | [sarous U odorous 0 Serous O odorous ! 0 Serous 0 Odorous
| [ Absent DRt O [ Absant TR O OR  Ou | or dehiscence. Amount Amount | Amount
i Cough CMinimal 1) Moderate 1 Excessiva (Minimal (] Moderate [J Excessive | [JMinimal O Mcderate (1 Excessive
O Productive Ohon productive | O Productive Oon ONon
Sputum Sputum | N .
Cwnitish OYedowish [ Brownish | OWiiish D¥elowish [ Brownish | CWhitish. DYellowish ) Brownish RN Name and Signature RN Name and Signature RN Name and Signature
OThick OFrathy 0 Bioody | OThick [OFrothy 0 Bloody |CThick  OFrothy O Bloody |
CBipod tinged [ Blood tinged | 0 Blood tinged J |

KEY: LOC: Leval of Consciousness, Rt: Right, Lt: Left, ROM: Range of Motion, DP: Dorsalis Pedis, JVD: Jugular Viein Distention,
PERRLA: Pupils equal round reactive to kght and accomodation.

® Foe initial Assessment all sysiems need to be assessad




Diagnosis and Outcome Selection

Impaired Gaseous Exchange
| Ineffective Airway Clearance
0 Ineffective Breathing Pattem O Achal

Iniiztled | Resobved Mursing Intervengions:

Diake! Initials | Dabel Iniials ® Auscultzte beeah sounds! respiray maniomy
& ABGs Inferpreiabon
# Hemodynamic monixang

0 Dysfunctional Weaning Response
11 Impaired Sportanecus Ventilation

# Oygen thesapy mechanical venlaton

& Vial signs monikaring (T, KR, AR, B7) # Sycfoning - ainwzy
® Assess level of ConsCioUSNEss: # Fluxd management
# Inspact mucous memibraness and skin for cyanosis # Aspirafion precaution
' ® Monir chest -ray findings # Medicalion aiministration
® Miow for rest periods beftween aciviies ® Emational support
| ® Postioring
L1 Quicomes
i ‘ 7 Becimiylz balance {1 Minway patency
il [ Acad' hase balance [ Adequale verfladion
. 1 [ {Gas eachange
! 817
/
A

e -

o

Datel Dalel hiials Mersing Intzrventions
# \ital signs mondoeing (T, HR, AR, BP}

¥ Hemodynamic monitoring
# ABGs monining

® Moniorinkaksiouput

§ Monitor iaboralory resulls

PR Y Cr——

Ingfiective Tissue Perfusion: (specify] O Acksal
O Carebral [ Gastr Infzstinal [ Reral
initited  |Resolved [ Caropeimonary [ Periphera

W Noior for signs for degrezzsed Bssue perfusion
 Oygen theszpy
# Blood! blood products administration

® Medicabon admmistration

Ineffective Thermoregulation (specify) D Actual
[0 Hypathermia
Nursing Interventions

# Monitor vila! siges (T, HR. R, BP)

& Maonilor sidn color

® Moritor laboratony resulis

@ Monitor ABGS

# Moritorintakefoutpet

# Hemodyramic monitonng

O H ;

® Mew bom care/moniloring

» Emvronmental considerations/ warm biankets
& Fuid management :
& Apply compressars as needed

@ Medication administration

Outcomes
O Themmoregulaiion

Fluid Volume: O Actual [ Posential

0 Defct
intisted  |Resoved  Mursing inbenventions

OT=

0904

Dalsl Detaf W fssess skin inlegrty, capdlary refl, tirst, mucous

membranes
# \ital signs mositwing (T, HA, RR BP)
W Monior intakeioutput

and periphesal edema
» Hemosynamic monionng
® 43Gs momionng
W Monilor kaboratony resuls

1 Admisister fiuid and electrolyle, as appropriate
# Biood! blood products adminiskalion
® Encourage resict oral hydration

# Wonitor for distended neck veirns, crackdes in lungs

& Medication adminisrabon
» Weight patien! as ordered
® Resuscitafion: fetus

8 Dagss

Dutcomes.
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Intervention Selection

o il o i ‘&" !

L & . .
| Interventions on various forms:

‘;; « oelected from care plan
| stickers

'I‘. . 1
"l'a « Documented on Physician's
| order sheet, Fow sheet,
| medication administration

record...

Progress note—> PI0 format

Problem
Intervention
Jutcome
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_Fducation, Training, and Follow Up

4y ;ﬂ'.u-n ol S’
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Challenges and Areas of Improvement

Jucati ion to all n
wurkshup
Training providec h’yElmmaI Edunatnrs and

Advanced Practice Nurses to all Staff
Nurses.

Colorful boards an the units
s -_,f,m-l-.w- s

ESlgnEd

3 J"!r
iy

1UQ
.

+ [apsin linking the diagnosis with
interventions and outcomes (but
less than the previous approach).

» Absence of interdisciplinary
diagnosis.




The Year

NURSING DIAGNOSES

=009-2011

. W







