Course Number and Name

Course: NURS 317L
NURSING CARE PLAN TEMPLATE

	Student
	[bookmark: _GoBack]
	Date
	

	Instructor
	
	Course
	

	Patient Initial
	J.T.
	Unit/ Room#
	PEDS
	DOB
	08/07/2017

	Code Status
	Full code
	Height/Weight
	72cm 8 kg

	Allergies
	NKA



	Temp  (C/F Site)
	Pulse  (Site) 
	Respiration
	Pulse Ox (O2 Sat)
	Blood Pressure
	Pain Scale 1-10

	99.7 F Axillary 
	110 
	28
	99%
	79/56
	0



	History of Present Illness including Admission Diagnosis &
Chief Complaint (normal & abnormal) supported with Evidence Based Citations
	Physical Assessment Findings including presenting signs and symptoms supported with Evidence Based Citations

	10-month old male with history of trisomy 21, unrepaired VSD, PFO, duodenal atresia s/p duodenoduodenostomy, right sided hearing loss, presenting with worsening fever or cough: fever/ cough started 4 days ago. 
	Patient came in with symptoms of fever and cough. General appearance: Trisomy 21, respiratory distress, lethargic. Skin: skin warm to touch smooth, redness on bridge of nose due to BIPAP mask. Cardio: heart sound normal S1 and S2. Respiratory: Cough, shortness of breath, patient on BIPAP GI/GU: Soft non-tender, non-distended, G-Tube Placement Neuro: Eyes PEERLA Safety: Child is in crib, high risk for falls. Pain: no pain child was comfortably sleeping. Psychosocial: 



	Relevant Diagnostic Procedures/Results & Pertinent Lab tests/ Values (with normal ranges),
include dates and rationales supported with Evidence Based Citations

	Past Medical & Surgical History,
Pathophysiology of medical diagnoses
(include dates, if not found state so)
Supported with Evidence Based Citations

	
	Past Medical History
Trisomy 21, duodenal atresia s/p repair, G-tube dependence, ASD, VSD, PDA, unrepaired. 
Surgical history
Gastrostomy laparoscopic 10/17/17
Duodenoduodenostmy 8/11/17



	Erikson’s Developmental Stage with Rationale
And supported by Evidence Based Citations
	Socioeconomic/Cultural/Spiritual Orientation 
& Psychosocial Considerations/Concerns (3) supported with Evidence Based Citations

	
	



	Potential Health Deviations, Predisposing & Related Factors; (At least two) Include three independent nursing interventions for each
 (“At Risk for…” nursing dx)
	Inter-professional Consults,  Discharge Referrals, & Current Orders (include diet, test, and treatments) with Rationale
supported with Evidence Based Citations

	
	












Signs and
Symptoms

       As evidenced by

   Related to
Contributing
Factors
Diagnostic
Label



	Priority Nursing Diagnosis
(at least 2)
Written in three part statement

	Planning
(outcome/goal)
Measureable goal during your shift
(at least 1 per Nursing diagnosis)

	Prioritized Independent and collaborative nursing interventions;  include further assessment, intervention and teaching
(at least 4 per goal)
	Rationale Each must be 
supported with Evidence Based Citations
	Evaluation
Goal Met, Partially Met,
 or Not Met
& Explanation


	Respiratory distress related to shortness of breath as evidence by patient coughing and experiencing tachypnea.
	Patient will be weaned off BI-PAP and put on nasal cannula during my shift.
	
	
	Goal was met patient was taken off BIPAP and put on 3L of O2 via nasal cannula 

	Impaired skin integrity related to redness of nose as evidence by bridge of nose red due to BI-PAP mask. 
	Patient will not have further skin breakdown during my shift. 
	
	
	Goal was met patient was patient was sore free by the end of my shift 




MEDICATION LIST

	Medications (with APA citations
	Class/Purpose
	Route
	Frequency
	Dose (& range)
If out of range, why?
	Mechanism of action 
Onset of action
	Common side effects
	Nursing considerations
specific to this patient

	Albuterol
	
	
	
	
	
	
	

	furosemide
	
	
	
	
	
	
	

	Dexmedetomidine
	
	
	
	
	
	
	

	Acetaminophen 
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