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	Student Name: Kim Borel
	Course: Nursing 360 Lab
	Date: 22 June 2025

	Client Initials: CM
	Gender: Male
	Age: 88
	Reason for Visit: Surgical GI, due to choking incident. Chest Xray revealed debris. Pt suffered a fall in 2020 due to a stroke. Pt has not been able to speak and has trouble getting around.

	Theoretical Framework Applied: Health Belief Model


Nursing Process Overview

	Assessment
	Nursing Diagnosis (NANDA/ICNP)
	Planning (SMART, Patient-Focused)
	Implementation (Nurse-Focused)
	Evaluation (Check One)

	-Subjective: Report states patient is a high fall risk. Pt is at high risk for skin break down.


· Objective: Non- blanchable area of redness above sacral area of the back. Pt has been lethargic all day. 
· A/O times 2.
· Alert to name.
· Alert to place.
	· Impaired skin integrity.
· High fall risk.

	S- Prevent further skin breakdown in area of concern.
M- ensure stage 1 ulcer does not progress.
A-Patient will not acquire any more areas of concern prior to being discharged.
R-Patient has a non-blanchable red area above the sacrum. This area will remain in- tact during hospital stay.
T- Stage 1 ulcer does not progress to stage 2 prior to being discharged.

	· Turn patient every 2 hours.
· Ensure the patient remains clean and dry.
· Inspect area to ensure skin integrity when turning the patient.
· Patient wears the male pure wick and pull-ups to ensure dryness.
· Patient wears nonslip socks.

	· Goal Met
· Goal Partially Met
· Goal Not Met Explanation:



Supporting Information

	Pathophysiology of Condition:
There is a 2-4  inch non-blanchable area reddened above the sacrum.
	Pertinent Labs:
HCT 30.9
HGB 10.1

	Developmental Stage:
Patient is an 88 y/o A/O times 2.
	Priority Nursing Problem:
Safety/Risk for injury


Care Planning

	Rationale for Interventions
	Overall Goal
	Objectives (Measurable Outcomes)

	Patient has a history of falls. Patient fell in 2020 and broke his left clavicle. Patient is non-verbal.

	Patient centered safety precautions & preventions.

	1. Skin & Health integrity
2. Optimize skin protection
3. Safety promotion


Collaborative Care Plan

	Interdisciplinary Team/Methods:
OT/PT for evaluation.
Pharmacologic review requested.
	Planned Interventions & Activities:
-Identify, manage fall risk, activity supervised, and non-skid socks.
-Prevent skin injury- incontinence pads used, adhesive use limited, tubing device free from skin contact.
- Prevent infection-single patient room provided.
Rest/sleep promoted, and hand hygiene promoted.
-ensure items are out of the patient’s way, promote use of a walker



Evaluation Summary
X Goal Met – Explanation: Absence of hospital-acquired illness or injury, prevent skin injury, and manage VTE.
· Goal Partially Met – Explanation: 	
· Goal Not Met – Explanation: 	
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