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CONSUMER NAME: JOE SMITH                   Nursing Service Plan/Care Plan  


Date:  04/23/13
PROBLEM LIST:  Quadraplegic with moderate intermittent spasticity of arms and legs, chronic constipation, G/T feeder, prone to skin integrity issues-i.e. skin breakdown, chronic respiratory infections due to level of spinal injury, moderately controlled seizure disorder, Torticolus, 

	Nursing Diagnoses &/or Concerns
	GOALS/Objectives
	Strategies/ Implementation

	1.

Quadraplegia- onset at birth 

Level: Thorasic 5

Problem Issues:

Paralysis with intermittent spasticity of arms and legs and contractures.

Gran Mal Seizures- 
Problem Issues: 
moderately controlled

Skin Integrity Intact
Problem Issue:
Hx of Decubitus
Chronic Respiratory 
Problem issues:
Hx of Infections due to impaired respiratory function & pneumonia, multiple hospitalizations annually
Constipation
Problem Issue:

Chronic Constipation

	Quadraplegia:

Joe will be free from injuries due to spasticity episodes.  

Consumer will be free from pain due to spasticity & contractures

Gran Mal Seizures- Goal

-Reduce intensity and frequency of seizure activity and any injuries due to seizure episodes. 

-Ensure levels WNL for anti-convulsants

-Ensure pt. is not injured if he does have seizures.  

Skin Integrity
-Consumer will be free of pressure sores and Decubitus, rashes and skin breakdown

Chronic Respiratory Infections
-To have fewer than 2 respiratory infections per year.  

Constipation-Goals

-Will have a BM at least every  2 days. 


	Quadraplegia:  

Discuss with direct care staff possible client injuries due to spasticity and prevention of  client injury itself.  (Either when spastic or during a seizure)

Training on use of hoyer lift and foam block placement.

Obtain following AA’s: hospital bed, hoyer lift, padded side rails to bed, foam blocks,  gel mattress, 

Ensure attends appts to have Baclofen administration via pump-physician only, quarterly and/or as needed..  

Will be seen by PT for fine and gross motor abilities and ROM assessment to maintain or improve these abilities annually and as needed.

ROM exercises per PT Recommendations.  Train staff on  implementation of  ROM exercises as instructed per PT.  

-Staff will record on ROM checklist when exercises are completed. 

-Nurse will record any capillary refill findings in progress notes, to ensure assess circulatory competency.

Ensure freedom of injuries by checking limbs Q daily at bathtime for swelling, redness and signs of injury (i.e.-bruising, distortion of limbs-other than consumer’s normal status)

 Staff  will record skin check findings daily on skin check checklist.  

-Nurse will reassess plan if injury occurs.  

Nurse and IP team will review PT recommendations and f/u

per assessments completed. 

-Nurse will retrain direct care staff as needed. 

-Nurse will reassess plan as needed. 

Gran Mal Seizures:
Will see neurologist Q 6 months and or as recommended, Administration of anti-convulsants as per orders.

Labs Q 3 months &/or as directed by neurologist.

Anti-convulsant levels reviewed by physician & nurse.  

Train direct care staff about seizure precautions, and recording seizure activity- intensity, time & description specific to consumer. 

Train staff on precautions for seizures- prevent consumer from being overheated, over stimulated, becoming constipated, fatigued, and dehydrated.  

Staff-Record any and all seizure activity-date, time, description of seizure.  

Staff will notify nurse upon any seizure activity immediately, but no later than 1 hr of seizure activity.

Staff will ensure Joe has at least 8 hours sleep minimum at night, and period of rest during the day.

During the day, staff will ensure environment is cool and Joe is well hydrated.

Staff will document bowel movements  Q shift on tracking sheet- (note size and frequency) and notify nurse if he has not had a bowel movement in at least 2 days.

Nurse will communicate with physician of any notable changes in seizure activities  and/or labs that are not WNL. 

Nurse will review seizure activity logs at least monthly and note frequency of seizures to evaluate seizure activity. 

Nurse will review and evaluate BM tracking sheet monthly for noticeable changes in BM patterns. 

Nurse will evaluate anti-convulsant levels and stability of these levels. 

Nurse will send seizure activity information with consult to neurology appts. 

Skin Integrity-
Instruct staff to reposition Q 2 hours and  to check for reddened areas, hot spots, discoloration, swelling and any skin breakdown at bathtime, changing or during stoma care.

-Staff will document on repositioning checklist Q 2 hours.

-Staff will record in progress notes and notify nurse if any of these signs of breakdown are noted.

-Staff will give a frequent bolus of H20 in addition to flushing with H20 before and after G/T feedings and/or meds are administered. 

Staff will thoroughly clean rectal and groin areas after BM’s and adult brief changes and apply A&D ointment as per orders.

Staff will thoroughly clean stoma area prior to brief changes and at bathtime. 

Staff will apply moisturizing lotion to body following bath.

Joe will wear “booties” when in bed to prevent pressure sores.

Nurse will discuss status of consumer concerning skin integrity with the direct care staff at  as needed.

Nurse will review MARS (lotion and A& D), skin integrity dc notes,  repositioning checklists in order to evaluate for any noticeable changes in skin integrity monthly.  

Nurse will re-assess plan as needed. 

Chronic Respiratory Infections 

Teach staff signs and symptoms of respiratory infection and congestion. (i.e-wheezing, drainage, elevated temperature)

-Train staff to perform “percussion” and “postural drainage” and suctioning of any expectorated mucus following nebulizer treatments.

-Train staff task of performing Nebulizer Treatments

-Train staff on oral hygiene to prevent respiratory infections.

Consumer will see pulmonologist Q 6 months &/or as ordered.

-Consumer will see dentist at least Q 6 months.

Staff will give bolus of 200 CC’s of H20 30 min. prior to neb. Treatment.

Staff will document  “neb treatments on MARS, postural 

Drainage and percussion on “Treatment Sheet”. 

-Staff will notify nurse if temp is elevated or if respirations become labored.  

Nurse will evaluate consumer and re-assess treatment if temperature becomes elevated or respirations become labored. 
Nurse will review and f/u on Pulmonologist and Dentist recommendations.  

Nurse will reassess planning if noticeable changes or upon additional physician’s recommendations. 
Constipation- 

-Train staff on signs of constipation.

-Train staff on administering suppositories and enemas.

-Train staff on when to notify the nurse concerning constipation issues.

-Staff will document size and frequency of BM’s on BM tracking sheet daily.

-Staff will notify nurse after  absence of BM’s for 2 days.

-Nurse will auscultate abdominal quadrants for bowel sounds on all f/f’s.

-Upon absence of BM staff will increase H20.

-At bathtime staff will gently massage abdomen and use warm water to stimulate peristalsis.

-Staff will administer -Ducolax suppository &/or Enema upon absence of BM as directed by RN. 

-In absence of bowel sounds Nurse will perform digital manipulation and palpation of abdomen to check for impactions. 

-Nurse will review information per staff concerning BM’s and BM tracking sheet for evidence for irregular bowel movements




RECOMMENDATIONS: 
1. ***Staff must contact RN prior to administering any PRN OTC’s/PRN’s.  

2. Should have OT evaluation at least annually to re-evaluate W/C 
3. Should have OT evaluation to assess for new hoyer-lift.
4. Special Needs/Adaptive Aids:  Should continue to receive Adult briefs (1 box per month), wipes (3 boxes per month), gloves for staff (3 boxes per month),  Jevity for G/T feedings (1 case per month), 16” French size catheters for G/T feedings (changed at least 1 x per month by nurse), 

5. Needs the following adaptive aids:  new hospital bed, hoyer-lift, padded side rails, foam blocks, gel mattress

6. Justifications:  8 units of RN nursing-  2 hours for RN to do comprehensive assessment (annual nursing report including individual treatment plan), 1 unit for attending staffing, and 3 unit for  RN delegations- including assessment of the unlicensed person for competency, special needs training,   ongoing inservices on new medications and tasks.  1 hr for f/f contact with consumer, staff, medical professionals, and family concerning medical issues with Seizures, spasticity, G/T, Baclofen pump, etc…  1 hr for telephone contact with staff, medical professionals and family concerning medical issues.
****Justifications  N/A for ICF program
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