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Careplan Main

c @ RN Central

Careplan Corner

Are you a student in need of some ideas for your care plans? Are you required to use
standardized care plans at work and need some ideas? If you answered yes then this is the
place for you! These are only suggested, pre-defined care plans. You may copy, save, print
and modify them in any way you wish. If you have any suggestions for additions, please
contact RN Central!

When you click on the links to the care plans , they will show up in a new window.
To print out the care plans:

Internet Explorer:
Right click inside the frame you want to print. Choose "print" from the pop up menu.

Netscape:
Click somewhere inside the frame you want to print. Go to "File" on your browser's top menu,
select "Print Frame".

After printing your plan, close the new window.
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Alteration in Bowel Elimination: Constipation

Alteration in Bowel Elimination: Constipation

()Actual () Potential

Related To:

[Check those that apply]
(1) Malnutrition () Drug side effects
(L) Metabolic and endocrine disorders |(_) Pain (upon defecation)
(L) Sensory/motor disorders () Pregnancy
() Stress () Surgery
() Immobility () Lack of privacy
() Inadequate diet (L) Dehydration
() lrregular evacuation pattern () Other:

As evidenced by:
[Check those that apply]

Major:

(1) Hard formed stool and/or defecation occurs fewer than three times per week.
(Must be present)

(L) Decreased bowel sounds.

Minor: (1) Reported feeling of rectal fullness or pressure around rectum.
(May be present) |(_) Straining and pain on defecation.

() Palpable impaction.

Sign. [Check those that apply]

Date & Plan and Outcome
Date: [[Check those that apply] Achieved:

Target | Nursing Interventions Date

http://www.rncentral .com/careplang/plans/bec.html (1 of 3)09/27/2005 10:36:23 AM




Alteration in Bowel Elimination: Constipation

The patient will:

(L) Have soft formed stool by
and q___ day(s).

() Patient and/or significant
other will verbalize an
understanding of method for
preventing and/or treating
constipation.

(L) Assess abdomen for
distention, bowel sounds q
hours.

() Assess bowel elimination g
hours.

() Asses factors responsible for
constipation:

. Stress

. discomfort

. sedentary lifestyle
. laxative abuse

. debilitation

. lack of time/privacy
. drug side effect

(L) Promote corrective measures:

. review daily routine

. provide privacy/time

. provide comfort

. encourage adequate
exercise

(L) Promote adequate dietary/
fluid intake. Patient likes:
Fluids:

Fiber foods:

() Initiate bowel program to
promote defecation.

(L) Consult dietitian.

() Other:
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Alteration in Bowel Elimination: Constipation

Patient/Significant other signature

RN signature
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Alteration in Bowel Elimination: Diarrhea

Alteration in Bowel Elimination: Diarrhea
()Actual () Potential

Related To:
[Check those that apply]

() Inflammation of bowels (L) Medications
(L) Colon mucosa ulceration
() Fecal impaction () Stress/anxiety
() Gastric bypass () Tube feedings
() Infant - breast fed () Decreased tolerance to dietary program:
(L) Decreased sphincter reflexes

() Allergies

() Other:

As evidenced by:
[Check those that apply]

Major:
(Must be present)

(1) Loose liquid stools and/or:
(1) Frequency

Minor:
(May be present)

(L) Urgency

(1) Cramping/abdominal pain

(1) Hyperactive bowel sounds

() Increase of fluidity or volume of stools

Date &
Sign.

Plan and Outcome
[Check those that apply]

Target Nursing Interventions
Date: [Check those that apply]
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Date
Achieved:




Alteration in Bowel Elimination: Diarrhea

The patient will: (L) Assess abdomen for
distention, bowel sounds, pain

(1) Have stool/elimination pattern q___ hours.

that closer resembles that of

patient's normal stool/pattern. () Identify factors that contribute
to diarrhea:

() Patient and/or significant
other will verbalize methods for
preventing and/or treating
diarrhea.

(1) Record color, odor, amount
() Other: and frequency of stool.

() Instruct patient in:

. diet

. medication usage

. S/S of diarrhea to watch
for requiring medical
attention

. discontinuing solids

. offer clear liquids.

() Other:

Patient/Significant other signature

RN signature
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Alterations in Cardiac Output: Decreased

Alterations in Cardiac Output: Decreased

()Actual () Potential

Related To:

[Check those that apply]

() Cardiac factors

() Vagal stimulation

(L) Pulmonary disorders () Stress
(L) Endocrine disorders () Shock
(L) Hematological disorders () Allergic response

() Fluid & electrolyte disturbances |(_) Medications

() Surgery/anesthesia () Other:
(L) Newborn/Infant

As evidenced by:

[Check those that apply]
(L) Angina () Fatigability
() Cardiac arrythmia (1) Hypotention
() Cyanosis () Oliguria
(L) Dyspnea (1) Restlessness
(L) Edema (periph./sacral) |(_) Tachycardia

Date & | Plan and Outcome

Sign.

[Check those that apply]

Date:
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[Check those that apply]

Target | Nursing Interventions

Date
Achieved:




Alterations in Cardiac Output: Decreased

The patient will:

cardiac output A.E.B.:

(P__1]
. color pink
. chest clear
. balanced | & O

() Other:

(L) Demonstrate imporved

. vital signs within normal
limits for patient. [BP |

. minimal or absent edema

() Assess color, BP, pulse,
respirations q hours.

() Listen to breath sounds q____
hours.

(L) Check for edema of feet,
legs, and sacrum g____ hours.

() Daily weights at a.m./p.
m. using same scale.

(1) Measure intake and output g
8 hours.

(1) Organize care to maximize
periods of uninterrupted rest.
Needs rest periods/day.

(Specify:):

() Explore with patient potential
etiological factors for decreased
cardiac output and provide health
teaching. (See Discharge Plan)

() Other:

() Discharge Plan:

Patient/Significant other signature
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Alterations in Cardiac Output: Decreased

RN signature
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Care Plan

Comfort: Chest Pain

Related To:

[Check those that apply]

(L) Myocardial Infarction

(1) Unstable Angina

(L) Coronary Artery Disease
(1) Chest Trauma

() Stress Anxiety

(1) Musculoskeletal Disorders
(1) Pulmonary, Myocardial contusion
() Other:

As evidenced by:
[Check those that apply]

Major: () Person reports or demonstrates a discomfort.

(Must be present)

Minor: (1) Increased BP () Diaphoresis (_) Dilated pupils (_) Restlessness

(May be present) |(_) Facial mask of pain (_) Crying/moaning (_) Short of breath (_) Anxiety

Date & Plan and Outcome Target Nursing Interventions
Sign. [Check those that apply] Date: [Check those that apply]

Date
Achieved:

The patient will:

() Other:

() Verbalize relief/control of pain.

() Assess for causative factors
asssociated:

. Activity
() Verbalize causative factors . Stre_ss
associated with chest pain. . Eating

. Bowel elimination
. Previous angina attack
. Other:

() Assess characteristing of
chest pain.

. Location
. Intensity (Scale 1-10)
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Care Plan
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. Duration

« Quality
. Radiation

(L) Review history of previous
pain experienced by patient and
compare to current experience.

() Instruct patient to report pain
immediately.

(1) Continuous EKG monitoring;
note and record pattern during
pain. Obtain STAT 12-lead EKG
per policy for acute changes
noted on continuous monitor.

() Provide a quiet, restful
environment.

() As per physician order,
administer IV analgesics in small
increments until pain is relieved
or maximum dose is achieved.
Monitor BP during administration
of pain meds. Assess pt.
response to pain medication and
notify physician if pain is not
controlled or pt. experiences
adverse reaction (decreased BP,
HA, distress).

(L) Administer nitroglycerine as
ordered by physician. Monitor as
stated above.

(L) Titrate IV Nitro to achieve
pain relief as ordered by
physician. Monitor hemodynamic
response to medication (BP,
urine output).

(L) Administer supplemental
oxygen as ordered by physician.




Care Plan

() Assist with ADL's to reduce
cardiac stressors.

() Assist in eliminating causative
factors as identified by patient
assessment.

() Other:

Patient/Significant other signature

RN signature
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Alteration in Comfort: Pain

Alteration in Comfort: Pain

()Actual () Potential

Related To:

[Check those that apply]
(L) Musculoskeletal disorder |(_) Immobility/improper positioning
() Visceral disorder () Pressure points
() Cancer () Pregnancy
() Information () Fear
() Trauma () Anxiety/stress
() Diagnostic test () Overactivity

() Other:

As evidenced by:
[Check those that apply]

Major:

(Must be present) () Pt. reports or demonstrates discomfort.

Minor: (L) Autonomic response to acute pain:
(May be present)

. increased BP, P, R

. diaphoresis

. dilated pupils

. guarding

. facial mask of pain

« crying/moaning

. abdominal heaviness
. Cutaneous irritation

Date & Plan and Outcome
Sign. [Check those that apply]

Target Nursing Interventions Date
Date: [Check those that apply] Achieved:
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Alteration in Comfort: Pain

The patient will:

(L) Experience relief of pain A.E.

(L) Asses characteristics of pain:
location, severity on a scale of 1-
10, type, frequency, precipitating
factors, relief factors.

() Eliminate factors that
precipitate pain: eg.:

B.
. verbal reports of relief of
pain
. less autonomic responses
to pain
() Other:

() Offer analgesics q____ hrs prn
(according to physician order).

(L) Teach patient to request
analgesics before pain becomes
severe.

(1) Explore non-pharmacological
methods for reducing pain/
promoting comfort:

. back rubs

. slow rhythmic breathing

. repositioning

. diversional activities such
as music, TV, etc.

() Other:

Patient/Significant other signature

RN signature
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Alteration in Comfort: Pain
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Alteration in Family Processes

Alteration in Family Processes
()Actual () Potential

Related To:
[Check those that apply]

() lliness of a family member:
() Loss/gain of family member due to:

(L) Change in family roles:

() Conflict:
() Financial crisis:
() Other:
As evidenced by:
[Check those that apply]
Major: (L) Family system cannot or does not adapt constructively to crisis or family system

(Must be present)

cannot or does not communicate openly and effectively between family members.

Minor:
(May be present)

(L) Family system cannot or does not:

. Mmeet physical needs of all its members

. Mmeet emotional needs of all its members

. Mmeet spiritual needs of all its members

. express or accept a wide range of feelings
. seek or accept help appropriately

Date &
Sign.

Plan and Outcome
[Check those that apply]

Target Nursing Interventions Date
Date: [Check those that apply] Achieved:
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Alteration in Family Processes

other.

() Other:

The family member or patient will:

() Frequently verbalize feelings
to professional nurse and each

(1) Maintain functional system of
mutual support for each member.

(L) Seek appropriate external
resources when needed.

(1) Assess causative and
contributing factors.

(L) Meet with patient/family to
identify:

. strengths/weaknesses

. resources available

. needs

. priorities

. alternative arrangements
. Other:

(L) Encourage verbalization of
guilt, anger, hostility, etc. and
subsequent recognition of these
feelings to:

. nursing staff
. family members

(_)Direct family to hospital/
community agencies:

. home health care

. nurse discharge planners
. social workers

. other:

() Other:

Patient/Significant other signature
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Alteration in Family Processes

RN signature

http://www.rncentral .com/careplang/plans/fp.html (3 of 3)09/27/2005 10:36:25 AM



Altered Growth and Development

Altered Growth and Development

()Actual () Potential

Related To:
[Check those that apply]

() Acute illness () Traction or casts

() Prolonged pain () Separation from significant other
() Chronic iliness () Parental knowledge deficit

() Prolonged bedrest |(_) Other:

(1) Neglect/isolation

As evidenced by:

[Check those that apply]
Major: -
(Must be present)
Minor: -
(May be present)
Date & Plan and Outcome Target Nursing Interventions Date
Sign. [Check those that apply] Date: [Check those that apply] Achieved:

The child/patient will:

(L) Demonstrate an increase in
personal, social, language,
cognition, or motor activities
appropriate to age group.

Specify Behaviors:
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() Assess present level of
personal, social, cognitive and
motor development.

() Assess etiological factors for
alteration in growth and
development.

(L) On admission, evaluate
height and weight.

() Daily weights at____a.m./p.m.




Altered Growth and Development
using the same scale.
() Provide opportunities for child

to meet age related
developmental tasks such as:

arowdpE

(L) Teach parents appropriate
developmental tasks and
parental guidance information
such as:

arODPE

() Other:

Patient/Significant other signature

RN signature
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Alteration in Health Maintenance

Alteration in Health Maintenance

()Actual () Potential

Related To:

[Check those that apply]
() Loss of independence () Lack of accessibility to health care services
(1) Changing support systems |(_) Health beliefs
(L) Change in finances () Religious beliefs
() Lack of knowledge () Cultural/folk beliefs
() Poor learning skills (illiteracy) |(_) Alterations in self image
() Crisis situation (1) Age related conditions
() Inadequate health practice |(_) Other:
(1) Substance abuses:

As evidenced by:
[Check those that apply]

Major:
(Must be present)

(1) Reports or demonstrates an unhealthy practice or life style.
(1) Reckless driving of vehicle.

(1) Substance abuse.

() Overeating.

(L) Reports or demonstrates frequent alterations in health. eg:

Date &
Sign.

Plan and Outcome
[Check those that apply]

Target Nursing Interventions
Date: [Check those that apply]
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Date
Achieved:




Alteration in Health Maintenance

The patient will:

() Incorporate principles of
health promotion into lifestyle:

() Other:

() Assess for factors that
contribute to the promotion and
maintenance of health or that
result in alterations in health.

()Provide pertinent information
concerning screening for: breast
cancer, BP, other:

() Explore health promotion
behaviors that patient is willing to
incorporate into lifestyle.

() Initiate health teaching and
referrals as indicated:

. review daily health
practices

. dental care

. food intake

. fluid intake

. exercise

. use of tobacco, alcohol,
and drugs

. knowledge of safety
practices, fire prevention,
water safety, automobile
safety, bicycle safety, and
poison control

. other:

() Other:

Patient/Significant other signature
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Alteration in Health Maintenance

RN signature
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Alteration in Nutrition: Less Than Body Requirements

Alteration in Nutrition: Less Than Body Requirements

()Actual () Potential

Related To:

[Check those that apply]
(L) Dysphagia caused by: (1) Inability to obtain food
(L) Absorptive disorders () Infection
(L) Anorexia () Lack of knowledge of adequate nutrition
() Allergy (1) Nausea and vomiting
(1) Burns () Radiation Therapy
(L) Cancer () Social isolation
(L) Chemotherapy () Stress
(L) Chemical dependence () Trauma
() Crash or fad diet () Other:
(L) Depression

As evidenced by:
[Check those that apply]

Major: (1) Reported inadequate food intake less than recommended daily allowance with or
(Must be present) |without weight loss and/or actual or potential metabolic needs in excess of intake.

(L) Weight 10% to 20% or more below ideal for height and frame.
(1) Tachycardia on minimal exercise and bradycardia at rest.

(1) Muscle weakness and tenderness.

(L) Mental irritability or confusion.

(L) Decreased serumm albumin.

Minor:
(May be present)

Date & Plan and Outcome
Sign. [Check those that apply]

Target Nursing Interventions Date
Date: [Check those that apply] Achieved:
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Alteration in Nutrition: Less Than Body Requirements

The patient will:

(L) Experience adeuqate nutrition
through oral intake.

(1) Experience an increase in the
amount or type of nutrients
ingested.

() Gain weight.

() Other:
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(1) Assess and document
patient's dietary history, patters
of ingestion, intolerance to foods.

() Assess patient likes and
dislikes. Inform dietary.

(L) Teach techniques to maintain
adequate nutritional intake and
stimulate appetite:

. administer/instruct pt. on
good oral hygiene before
and after feedings

. Mmaintain pleasant
environment for patient

(L) Determine proper denture fit
and profice adhesive as
necessary.

() Increase social contact with
meals by:

() Plan care so that unpleasant/
painful tests/tx's don't take place
before meals.

(L) Medicate pt. for pain 2 hrs
before meals per physician's
orders.

() Consult with dietitian re:

. calorie count

. change in food
consistency

. Spacing meals

. provision of high caloric
supplements

. provision of high protein
supplementation




Alteration in Nutrition: Less Than Body Requirements

. food intolerances/
preferences

. extra fluids on tray

. dietetic teaching, food
selelction

. therapeutic diet
restrictions:

() Consult with PT/PT re:

. strengthening exercises
. prosthetic devices
. swallowing disorders

(L) Environmental support to
improve intake:

. be sure pt. is alert and
responsive before eating

. Sit upright 60-90 degrees
for 15-20 min. before,
during & after eating

. decrease distractions

. demonstrate patience by
providing specific
directions until finished

. assure good mouth care

(L) Weigh patient g
at a.m./p.m.

() Other:

Patient/Significant other signature
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Alteration in Nutrition: Less Than Body Requirements

RN signature
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Alteration in Nurtition: More Than Body Requirements

Alteration in Nurtition: More Than Body Requirements
()Actual () Potential

Related To:
[Check those that apply]

() Altered satiety patterns

(L) Medications (steroids)

() Lack of knowledge

() Decreased activity

() Decreased metabolic needs

() Other:
As evidenced by:
[Check those that apply]
Major: (L) Overweight (weigh 10% to 20% over ideal for height and frame.

(Must be present) |(_) Obese (weigh over 20% of ideal).

(1) Reported undesirable eating patterns.
() Intake in excess of metabolic requirements.
(1) Sedentary activity patterns.

Minor:
(May be present)

Date & Plan and Outcome
Date: [Check those that apply] Achieved:

Sign. [Check those that apply]

Target | Nursing Interventions Date
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Alteration in Nurtition: More Than Body Requirements

The patient will:

() Decrease total calories
ingested.

() Increase activity level.

(L) Loose weight:
( pounds by discharge).

() Other:

(1) Assess and document
patient's dietary history, patterns
of ingestion, activity patterns.

() Discuss with patient potential
causative factors for weight gain.

(L) Assess motivation to correct
overweight.

(L) Consult with dietician
regarding balanced plan for
weight loss. Reinforce teaching.
Discuss realistic weight loss of
not more than 2 pounds per
week.

() Provide positive
reinforcement for weight loss.

(1) Record intake.

(1) Weighq_ days at am/
pm.

() Other:

Patient/Significant other signature

RN signature
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Impaired Adjustment

Impaired Adjustment

()Actual () Potential

Related To:
[Check those that apply]
() lliness
() Other:
As evidenced by:
[Check those that apply]
Major: () Verbalization of non-acceptance of health status change.

(Must be present) |(_) Inability to be involved in problem solving or goal setting.

Minor: (1) Lack of movement toward independence.

(May be present) |(_) Extended period of shock, disbelief, or anger regarding health status change.
(1) Lack of future oriented thinking.

Date & Plan and Outcome Target
Sign. [Check those that apply] Date:

Nursing Interventions
[Check those that apply]

Date
Achieved:

The patient will:

situation.

() Other:

http://www.rncentral .com/careplang/plans/adj.html (1 of 2)09/27/2005 10:36:28 AM

() Identify the temporary and
long term demands of the

(L) Differentiate coping behavior
that is effective vs. ineffective.

() Asses the patient's:

. pre-morbid lifestyle

. pre-morbid coping style

. amount and type of
resources available

. extent of current
disruption on life style

. current level of stress

. current coping methods
and their effectiveness

() Assist patient to identify the
stressors.




Impaired Adjustment

() Explore feelings about
situation with patient.

() Identify factors that interfere
with or delay effective adjustment:

. unmanageable level of
stress

. ineffective problem solving

. inadequate or unavailable
resources

. significant other(s)

. Inadequate coping
mechanisms

. explore effective coping
mechanisms

() Other:

Patient/Significant other signature

RN signature
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Impaired Gas Exchange

Impaired Gas Exchange

()Actual () Potential

Related To:
[Check those that apply]
(1) Anesthesia () Infection
() Allergic response () Loss of lung elasticity
() Altered level of consciousness () Medication

() Anxiety

() Aspiration

() Decreased lung compliance

(L) Edema of tonsils, adenoids, sinuses
(L) Excessive or thick secretions

() Fear

(1) Immobility

() Improper positioning

(L) Neuromuscular impairment
() Obstruction

() Pain

(L) Smoking

() Surgery

() Other:

As evidenced by:
[Check those that apply]

Major: (L) Dyspnea on exertion.

(Must be present)

Minor: (L) Tendency to assume a three-point position (bending forward while supporting self

(May be present) |by placing one hand on
() Pursed lip breathing

ventricular pressure).

each knee).
with prolonged expiratory phase.

() Increased anteroposterior chest diameter, if chronic.
() Lethargy and fatigue.
() Increased pulmonary vascular resistance (increased pulmonary artery/right

() Decreased oxygen content, decreased oxygen saturation, increased PCO2.

(1) Cyanosis.
Date & Plan and Outcome Target Nursing Interventions Date
Sign. [Check those that apply] Date: [Check those that apply] Achieved:
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Impaired Gas Exchange

The patient will:

(L) Demonstrate optimal gas
exchange as permitted by clinical
condition A.E.B.:

. absence of cyanosis
. ABG's are within
acceptable limits.

() Other:

() Assess color, respiratory rate
and depth, effort, rythmq__ .

(L) Check for breath sounds
q__.

(L) Report ABG's that deviate
from patient's baseline.

(L) Position to facilitate optimum
breathing patterns:

. HOB elevated  deg.
. turng hrs.
. other:

(1) Cough and deep breath.
(1) Suctiong____ hrs.
() Increase actibity as tolerated

to facilitate diaphragm excursion.
eg:

(1) Encourage fluid intake to
decrease viscosity of secretions
(when indicated).

(L) Explore with patient potential
etiological factors contributing to
impaired gas exchange and
provide appropriate health
teaching. (Discharge Plan)

() Other:
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Impaired Gas Exchange

Patient/Significant other signature

RN signature
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Impaired Home Maintenance M anagement

Impaired Home Maintenance Management

()Actual () Potential

Related To:

[Check those that apply]
Chronic debilitating disease: |Injury to individual or family members:
() Arthritis (L) Addition of family member
() Cancer () Loss of family member
() CHF (1) Impaired mental status
() COPD () Insufficient finances
() Diabetes mellitus () Lack of knowledge
(L) Multiple sclerosis (L) Substance abuse

(L) Muscular dystrophy () Surgery
(1) Unavailable support system

() Other:
As evidenced by:
[Check those that apply]
Major: (L) Outward expressions by individual or family of difficulty in maintaining the home

(Must be present) |or in caring for self or family members.

Minor: (1) Poor hygiene practice.

(May be present) |(_) Unwashed cooking/eating utensils.
(1) Impaired caregiver.

(1) Inadequate support system.

Date & Plan and Outcome
Sign. [Check those that apply]

Target Nursing Interventions Date
Date: [Check those that apply] Achieved:
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Impaired Home Maintenance M anagement

home.

() Other:

The patient or caregiver will:

(L) Identify factors that restrict
self care and home management.

(L) Demonstrate the ability to
perform skills necessary for the
care of the individual or home.

() Express satisfaction with

() Assess for factors that might
impair home management.

() Explore with patient and/or
significant other, factors that will
facilitate home management and
provide appropriate health
teaching. (See Discharge Plan)

(1) Procure necessary equipment
or aids:

() Refer to/consult with
appropriate agencies for:

. insufficient funds:
. cooking:

. transportation:

. housework:

. home maintenance:
. other:

() Other:

Patient/Significant other signature

RN signature
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Impaired Physical Mobility

Impaired Physical Mobility

()Actual () Potential

Related To:
[Check those that apply]
(L) Amputation (1) Neuromuscular impairment
() Cardiovascular () Pain
() External devices () Surgical procedure
() Impaired balance () Trauma
() Limited ROM () Other:

(L) Musculoskeletal impairment

As evidenced by:
[Check those that apply]

Major:

(Must be present) |transfers, and ambulation.

() Inability to move purposefully within the environment, including bed mobility,

Minor;:

(May be present)

(1) Impaired coordination.

(1) Range of motion limitations.
() Limited muscle strength or control.

Date &
Sign.

Plan and Outcome
[Check those that apply]

Target
Date:

Nursing Interventions
[Check those that apply]

Date
Achieved:
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The patient will:

(1) Maintain or increase strength
and endurance of upper/lower
limbs A.E.B.:

(1) Will not develop
complications of immobility.

(L) Demonstrate use of adaptive

() Assess symmetry, strength,
and degree of mobility.

() Passive/active ROM
exercises as ordered by
physician q to:

(body part).

() Position in proper alignment
and resposition g hrs.

(1) Encourage isometric




Impaired Physical Mobility

device(s) to increase mobility. exercises when indicated.
Device:
(1) Up in chair minutes
q___ .
() Other: (L) Check/teach proper use/

function of adaptive equipment.

() Provide progressive
mobilization.

() Referral:

. PT
. OT
. other:

() Other:

Patient/Significant other signature

RN signature
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Impaired Skin Integrity

Impaired Skin Integrity
()Actual () Potential

Related To:
[Check those that apply]

(1) Burns of
() Decreased sensation
() Immobility

(L) Malnutrition

() Pressure ulcer

() Puritus
(L) Stoma problems
() Other:
As evidenced by:
[Check those that apply]
Major: (L) Disruption of epidermal and dermal tissue.
(Must be present)
Minor: (1) Denuded skin.
(May be present) |(_) Erythema.
(\)Lesions.
Other:
Date & Plan and Outcome Target Nursing Interventions Date
Sign. [Check those that apply] Date: [Check those that apply] Achieved:
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Impaired Skin Integrity

The patient will:

()Maintain or develop clean and
intact skin.

() Other:
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() Inspect and chart skin
integrity g hrs.

(L) Do wound care/dressing
change as ordered. Describe:

(1) Provide measures to
decrease pressure/irritation to
skin:

. fleece pad

. €gg crate mattress

« keep skin clean and dry
. other:

() Turn and reposition g hrs.

(1) Up in chair for ___ minutes
q___ .

() Gently massage bony
prominences and pressure points
with lotion g :

(1) Maintain adequate nutrition
and hydration.

(L) Change incontinent pad
ASAP after voiding or defecation.

(L) Expose skin to air if indicated.

() Initiate health teaching and
referrals as indicated. List:




Impaired Skin Integrity

() Keep nails short.

(L) Mittens to decrease skin
breakdown from scratching.
(These are considered a restraint
in some facilities. Get an order
first.)

(1) Change ostomy appliance prn
when leaking.

() Other:

Patient/Significant other signature

RN signature
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Impaired Socia Interaction

Impaired Social Interaction

()Actual () Potential

Related To:
[Check those that apply]
(1) Mental iliness
() Other:
As evidenced by:
[Check those that apply]
Major: (L) Reports inability to establish and/or maintain stable, supportive relationships.
(Must be present)
Minor: (1) Lack of motivation. (_) Sever anxiety.

(May be present) |(_) Dependent behavior. (_) Hopelessness.

() Delusions/hallucinations. (_) Disorganized thinking.
() Lack of self care skills. (_) Poor impulse control.
() Distractibility/inability to concentrate.

() Social isolation. () Superficial relationships.

() Difficulty holding a job. (_) Lack of self esteem.

Date & Plan and Outcome
Date: [Check those that apply] Achieved:

Sign. [Check those that apply]

Target | Nursing Interventions Date
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Impaired Socia Interaction

The patient will:

() Identidy problematic behavior
that deters socialization.

(L) Describe and utilize
strategies to promote effective
socialization.

() Other:

() Assess patients feelings
relative to social isolation.

() Help to identify precipitating
factor(s)/stressors.

() Help to identify alternative
courses of action.

() Assist in analyzing
approaches which work best.

() Provide supportive group
therapy when indicated.

(L) Encourage to validate
perception with others.

() Identify strengths and areas
of improvement.

(1) Role model certain accepted
social behaviors:

(1) Hold accountable for own
actions.

() Other:

Patient/Significant other signature
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Impaired Socia Interaction

RN signature
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Impaired Verbal Communication

Impaired Verbal Communication

()Actual () Potential

Related To:

[Check those that apply]
(1) Auditory impairment (1) Neurologic impairment
() Cerebral impairment () Oral deformities
() Fear/shyness () Pain
() Lack of privacy (1) Respiratory impairment
() Lack of support system (L) Speech pathology
(L) Language barrier () Surgery
() Laryngeal edemalinfection |(_) Other:

As evidenced by:

[Check those that apply]
Major: () Innappropriate or absent speech or response.
(Must be present)
Minor: () Stuttering. () Slurring.

(May be present) |(_) Problem in finding the correct words when speaking.
(1) Weak or absent voice.

() Decreased auditory comprehension.

(L) Deafness or inattention to noises or voices.

(1) Confusion.

() Inability to speak the dominant language of culture.

Date & Plan and Outcome
Sign. [Check those that apply]

Target Nursing Interventions Date
Date: [Check those that apply] Achieved:
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Impaired Verbal Communication

The patient will: () Assess type of impairment.
(L) Demonstrate improved ability (L) Decrease environmental
to express self A.E.B.: stimuli.

() Be cognizant of possible
cultural barriers.

() Relate findings of decreased

frustration and isolation with () Offer alternative forms of
communication. communication such as:
() Other: . gestures or actions

. pictures or drawings

. Mmagic slate

. word board

. flash cards that translate
words/phrases

(1) Encourage s/o to participate.

() Validate patient's message by
repeating aloud.

(L) Use short repetitive directions.

(L) Ask simple yes or no
guestions.

(L) Speak on an adult level,
speaking clearly and slower than
normal.

() Assess frustration level. Wait
30 seconds before providing
patient with word.

() Initiate health teaching.
() Referrals:

. Translator

. Speech Pathologist.
. Psychiatry

. Other:
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Impaired Verbal Communication

() Other:

Patient/Significant other signature

RN signature
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Activity Intolerance

Activity Intolerance

()Actual () Potential

Related To:
[Check those that apply]

() Alterations in O2 transport
(1) Chronic disease:

(L) Depression

() Diabetes Mellitus
() Fatigue

(L) Lack of motivation
(L) Malnourishment

() Pain
() Prolonged immobility
() Stressors
() Other:

As evidenced by:
[Check those that apply]

Major:

(Must be present)

Date &
Sign.

Plan and Outcome
[Check those that apply]

Target
Date:

Nursing Interventions
[Check those that apply]

Date
Achieved:
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The patient will:

() Identify factors that reduce
activity tolerance.

() Progress to highest level of
mobility possible. Describe:

(1) Exhibit a decrease in anoxic

(1) Reduce or eliminate
contributing factors by:

. Assess patient's
schedule. Allow rest
periods between all
activities.

. Encourage person to note
daily progress.

. Evaluate patient's pain
and the present treatment
regimen.

. Check pulse rates resting
and after activity to avoid




Activity Intolerance

signs of increased activity. (eg:
BP, pulse, resp.)

() Other:

danger of too great an
increase.

. Assess skin color (hands,
nails, circumoral) before
and after activity.

. Relaxation training (work
with pulmonary rehab.)

. Cough/deep breathe.

. Encourage fluid intake,
roughage.

. Teach inhaler use.

. Sit when conversing with
patient.

. Progress the activity
gradually.

() Other:

Patient/Significant other signature

RN signature
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Anxiety

Anxiety
()Actual () Potential

Related To:

[Check those that apply]

(1) Anesthesia

() Anticipated/actual pain

() Disease

() Invasive/noninvasive procedure:

() Loss of significant other
(1) Threat to self-concept

() Other:
As evidenced by:
[Check those that apply]
Major: [Physiological]

(Must be present)

() Elevated BP, P, R () Insomnia (_) Restlessnes (_) Dry mouth
() Dilated pupils (_) Frequent urination (_) Diarrhea

[Emotional]

() Patient complains of apprehension, nervousness, tension
[Cognitive]

() Inability to concentrate (_) Orientation to past

(1) Blocking of thoughts, hyperattentiveness

Date &
Sign.

Plan and Outcome
[Check those that apply]

Target Nursing Interventions
Date: [Check those that apply]
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Date
Achieved:




Anxiety

The patient will:

(L) Demonstrate a decrease in
anxiety A.E.B.:

. A reduction in presenting
physiological, emotional,
and/or cognitive
manifestations of anxiety.

. Verbalization of relief of
anxiety.

() Discuss/demonstrate
effective coping mechanisms for
dealing with anxiety.

() Other:
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() Assist patient to reduce
present level of anxiety by:

. Provide reassurance and
comfort.

. Stay with person.

. Don't make demands or
request any decisions.

. Speak slowly and calmly.

. Attend to physical
symptoms. Describe
symptoms:

. Give clear, concise
explanations regarding
impending procedures.

. Focus on present situation.

. ldentify and reinforce
coping strategies patient
has used in the past.

. Discuss advantages and
disadvantages of existing
coping methods.

. Discuss alternate
strategies for handling
anxiety. (Eg.: exercise,
relaxation techniques and
exercises, stress
management classes,
directed conversation (by
nurse), assertiveness
training)

. Set limits on manipulation
or irrational demands.

. Help establish short term
goals that can be attained.

. Reinforce positive
responses.

. Initiate health teaching
and referrals as indicated:




Anxiety

() Other:

Patient/Significant other signature

RN signature
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Care Plan

Ineffective Individual Coping

()Actual () Potential

Related To:
[Check those that apply]
() lllenss:
() Other:
As evidenced by:
[Check those that apply]
Major: (L) Change in usual communication patterns (in acute).

(Must be present) |(_) Verbalization of inability to cope.
() Inappropriate use of defense mechanisms.
() Inability to meet role expectations.

Minor: (L) Anxiety (L) Reported life stress. (_) Inability to problem-solve.

(May be present) |(_) Alteration in social participation. (_) Destructive behavior toward self or others.
(1) High incidence of accidents. () Frequent illnesses.

() Verbalization of inability to ask for help. (1) Verbal manipulation.

() Inability to meet basic needs.

Date & Plan and Outcome
Date: [Check those that apply] Achieved:

Sign. [Check those that apply]

Target | Nursing Interventions Date
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Care Plan

The patient will:

() Verbalize feelings related to
emotional state.

() Identify individual strengths.

() ldentify coping mechanisms
(new and old).

(1) Utilize effective coping
mechanisms as evidenced by:

() Other:

(1) Encourage verbalization of
feelings, perceptions, and fears.

() Assist to set realistic goals.

(1) Encourage independence by:

() Assist with identification of
petential solutions to present
problems.

(1) Consult with:

. Pastoral care
. Social services
. Psych services
. Other:

(1) Identify problems that cannot
be controlled.

() Other:

Patient/Significant other signature

RN signature
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Care Plan

Discharge Care Plan

Date &
Sign.

Plan and Outcome
[Check those that apply]

Target
Date:

Nursing Interventions
[Check those that apply]

Date
Achieved:
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(1) The patient/family's discharge
planning will begin on day of
admission including preparation
for education and/or equipment.

(L) On the day of discharge,
patient/family will receive verbal
and written instructions
concerning:

. Medications

. diet

. Activity

. Treatments

. Follow up appointments

. Signs and symptoms to
observe for (when to
contact the doctor)

. Care of incisions, wounds,
etc.

() Other:

(L) Assess needs of patient/
family beginning on the day of
admission and continue
assessment during
hospitalization.

() Anticipated needs/services:

. Respiratory equipment
. Hospital bed

. Wheel char

. Walker

. Home health nurse

. Home PT/OT/ST

() Involve the patient/family in
the discharge process.

(L)Discuss with physician the
discharge plan and obtain orders
if needed.

(L) Contact appropraite
personnel with orders.

(L)Provide written and verbal
instructions at the patient/family’'s
level of understanding.

() Verbally explain instructions
to patient/family prior to
discharge and provide patient/
family with a written copy.

(L) Ascertain that patient has
follow-up care arranged at
discharge.




Care Plan

() Provide verbal and written
information on what signs and
symptoms to observe and when
to contact the physician.

() Assess if any community
resources should be utilized (i.e.:
Home Health Nurse), and

contact appropriate personnel.

(L) Document all discharge
teaching on Discharge
Instruction Sheet and Nursing
notes.

() Other:

Patient/Significant other signature

RN signature
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Care Plan

Related To:
[Check those that apply]

Disuse Syndrome

()Actual () Potential

(L) Unconciousness

(L) Neuromuscular Impairment
(L) Musculoskeletal condition
(1) Immobility

() Traction/casts/splints

() Other:
As evidenced by:
[Check those that apply]
Major: () Presence of risk factors. (See above "Related To").

(Must be present)

Date &
Sign.

Plan and Outcome
[Check those that apply]

Target
Date:

Nursing Interventions
[Check those that apply]

Date
Achieved:
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The patient will:

(1) Maintain or regain free range
of motion of extremities within
limits of disease.

(L) Maintian or regain function of:

within limits of disease.

() Other:

(L) Assess range of motion of
affected extremities and the
ability of patient to perform ADL's.

() Consult with PT/OT regarding
necessary exercises/assistive
devices.

(1) Range of motion

to extremities
times a day.

() Splints to
. Apply




Care Plan

during . Remove for

() Other:

Patient/Significant other signature

RN signature

http://www.rncentral .com/careplang/plans/ds.html (2 of 2)09/27/2005 10:36:32 AM



Care Plan

Diversional Activity Deficit
()Actual () Potential

Related To:
[Check those that apply]

(L) Monotonous environment

(L) Long-term hospitalization

(1) Lack of motivation with signs of depression
(L) Skeletal-muscular impairments

() Other:
As evidenced by:
[Check those that apply]
Major: (L) Observed statement of boredom/depression fro inactivity.
(Must be present)
Minor: (L) Constant expression of unpleasant thoughts or feelings.

(May be present) |(_) Yawning or inattentiveness.

() Flat facial expression. (_) Restlessnes/fidgeting.

(L) Body language (shifting of body away from speaker).
(1) Immobile (on bed rest or confined).

(1) Weight loss or gain. () Hostility.

Sign. [Check those that apply]

Date & Plan and Outcome
Date: [Check those that apply] Achieved:

Target | Nursing Interventions Date
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Care Plan
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The patient will:

(L) Recognize feelings of
boredom and discuss methods of
finding diversional activities.

(1) Engage in group or individual
diversional activity.

() State satisfaction with use of
one's time.

() Other:

() Assess causative factors:

. Monotony

. Inability to make decisions
. Diminished socialization.
. Lack of motivation

(L) Obtain an activity assessment
(find our hobbies, likes and
dislikes):

() Assist in selection of an
activity that is seen as having
value and importance:

(1) Include above activity in daily
routine of care.

() Involve patient in own care by:

() Increase environmental
stimulation of sight and sound by:

(L) Consult wiith other
departments:

. Pastoral care
. Occupational therapy
. Volunteers

() Other:




Care Plan

Patient/Significant other signature

RN signature
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Care Plan

Fear
()Actual () Potential

Related To:

[Check those that apply]

() Invasive procedures
() Hospitalization

(1) Loss of s/o

() Pain
(1) Anesthesia

() Surgery

() Disability/chronic/acute/terminal iliness:

() Lack of knowledge:

() Other:
As evidenced by:
[Check those that apply]
Major: () Feelings of dread, fright, apprehension and/or behaviors of avoidance.

(Must be present)

(1) Narrowing of focus on danger.
(L) Deficits in attention, performance, and control.

Minor:
(May be present)

(1) Verbal reports of panic.

(L) Obsessions - acts of aggression, escape, hypervigilance, dysfunctional
immobility, compulsive mannerisms, increased questioning/verbalization.

() Visceral-somatic activity: Musculoskeletal (muscle tightness, fatigue),
cardiovascular (palpitations, rapid pulse, increased blood pressure), respiratory
(shortness of breath, increased rate), gastrointestinal (anorexia, nausea/vomitting,
diarrhea), Genitourinary (urinary frequency), skin (flush/pallor, sweating, paresthesia)
CNS/perceptual (syncope, insomnia, lack of concentration, irritability,
absentmindedness, nightmares, dilated pupils).

Date &
Sign.

Date
Achieved:

Plan and Outcome

[Check those that apply]

Target Nursing Interventions
Date: [Check those that apply]
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Care Plan
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The patient will:
() Discuss his/her fears.

() Differentiate real from
imagined situations.

() Identify his/her own coping
responses.

(L) Recognize effective and
ineffective coping patterns.

(L) Experience increase in
psychological and physiological
comfort as evidenced by:

() Other:

() Assess possible contributing
factors.

(1) Reduce or eliminate
contributing factors by:

. Orient to environment
using simple explanations.

. Speak slowly and calmly.

. Avoid surprises and
painful stimulus.

. Use familiar routine.

() Allow personal space.

(1) Remain with person until fear
subsides.

() Utilize family members and s/
o to stay with him/her.

(L) Encourage expression of
feelings.

(1) Refocus interaction on areas
of capability rather than
dysfunction.

(1) Encourage patient to face the
fear.

() Provide information to reduce
distortions.

(1) Age related fears:

. Provide child opportunities
to express fears.

. Acknowledge illness,
death, pain as real.

. Encourage open, honest
sharing.

. Discuss with parents the
normalcy of fear in




Care Plan

children.

() Provide or demonstrate
methods that increase comfort or
relaxation:

. Progressive relaxation
techniques.

. Reading, music, breathing
exercises.

. Thought stopping, guided
fantasy.

() Other:

Patient/Significant other signature

RN signature
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Care Plan

Fluid Volume Deficit
()Actual () Potential

Related To:
[Check those that apply]

() Excessive urinary output.
() Inadequate fluid intake.
(L) Abnormal drainage.

(L) Excessive emesis.

() Difficulty in swallowing.
(L) Medication:
() Diarrhea () Shock (_) Hemorrhage (_) Fever () Burns
() Other:

As evidenced by:
[Check those that apply]

Major: () Output greater than intake.
(Must be present) |(_) Dry skin/f/mucous membranes.

Minor: () Increased serum sodium. (_) Increased pulse from baseline.

(May be present) |(_) Decreased or excessive urine output. (_) Concentrated urine.

() Urinary frequency. (_) Decreased fluid intake. (_) Poor skin tugor.
() Thirst/nausea/anorexia.

Sign. [Check those that apply]

Date & Plan and Outcome
Date: [Check those that apply] Achieved:

Target | Nursing Interventions Date
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Care Plan

The patient will:

(L) Demonstrate adequate fluid
balance A.E.B.:

. Moist mucous membranes.

. Balanced intake and
output.

. Normal lab values.

. Improved skin turgor.

() Other:

() Asses:

. Moistness of mucous
membrane and skin turgor
and chart findings.

. Intake and outputq____
hours.

. Orthostatic hypotension
QD.

. Daily weights each
am/pm using same scale.

. Labs: HCT, BUN, Specific
gravity, Sodium, Other:

(L) Encourage fluid intake of
cc/day; :

() Assist patient with drinking if
necessary.

() Explore patient's
understanding of etiological
factors and provide necessary
teaching.

() Other:

Patient/Significant other signature

RN signature
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Care Plan

Fluid Volume Excess

()Actual () Potential

Related To:

[Check those that apply]

(L) Decreased cardiac output
(1) Low protein intake

() Liver disease

() Inflammatory process

() Steroid therapy

(1) Medications:

() Excess fluid intake

(1) Sodium intake more than adequate

() Other:

As evidenced by:
[Check those that apply]

Major:
(Must be present)

() Edema

(1) Taught, shiny skin

Date &
Sign.

Plan and Outcome
[Check those that apply]

Target
Date:

Nursing Interventions
[Check those that apply]

Date
Achieved:

The patient will:

extremities.

() Other:
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(1) Have decreased edema in

(1) Reduce or eliminate
causative contributing factors:

() Assess location and severity
of edema q hours.

(L) Measure intake and output.

(L) Measure edematous extremity
(ies) or abdominal girthq __.

(L) Daily weights each am/
pm using same scale.




Care Plan

() Elevate extremity
(ies) degrees.

() Passive/active range of
motion exercises of q
hours.

(1) Avoid constrictive clothing.

(L) Explore with patient potential
etiological factors for edema and
provide health teaching.

() Other:

Patient/Significant other signature

RN signature
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Care Plan

Greiving
()Actual () Potential

Related To:
[Check those that apply]

() Loss of function of body part:
() Loss of s/o:
() Loss of independence/change in lifestyle.
() Diagnosis of a terminal illness.

() Loss of physical abilities:

() Other:
As evidenced by:
[Check those that apply]
Major: (1) Unsuccessful adaptation to loss () Expressed distress of actual or potential loss

(Must be present) |(_) Prolonged denial (_) Depression (_) Delayed emotional reaction

Minor: () Social isolation or withdrawl () Failure to develop new relationships/interests
(May be present) |(_) Failure to restructure life after a loss () Denial (_) Guilt () Anger (_) Sorrow
(1) Change in eating habits (_) Change in sleep patterns (_) Decreased libido
(1) Change in communication patterns

Date & Plan and Outcome
Date: [Check those that apply] Achieved:

Sign. [Check those that apply]

Target | Nursing Interventions Date
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Care Plan

The patient will:
() Express his/her grief.

() Describe the meaning of the
death or loss to him/her.

(L) Share his/her grief with s/o.

() Participate in ADL's as
tolerated.

() Other:
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() Assess for causative and
contributing factors that may
delay the grief process:

(1) Reduce or eliminate
causative or contributing factors
if possible.

(1) Encourage to recognize grief
situation.

() Give opportunity for questions.

(L) Encourage expressions of
anger/concerns.

() Describe the stages of
anticipatory grieving. (Include s.
0).

(1) Have patien