QUINSIGAMOND COMMUNITY COLLEGE

ASSOCIATE DEGREE NURSING

NUR 104
Health Assessment and Care Planning (Orem’s requisites)

Date:  ____________                      Student:  ____________________

Client Information:

Date(s) of care______    Information source(s): __________________

Age ____  Gender ____ Marital status _________

Reason for hospitalization (or presence in LTC facility) ___________________

Occupation (if retired, from what?) ______________________________

Procedures/surgeries this hospitalization _____________________________

Promotion of Normalcy    (Note: If data gathered  in this section is abnormal, then it may need to be addressed under Prevention of Hazards section)

General client survey:  VS:  Temp ____(method) ______

Pulse _____ rhythm ______
Resp _____  BP ______

Pain level ( 1-10 ) _________ Location _____________

Allergies (food, drugs, contact) __________________  Reaction seen ___________

Height _________
Weight ________ Recent gain or loss? ________

Serious or chronic illnesses ________________________________________

Past Surgeries __________________________________________________

Hospitalizations _________________________________________________

Accidents ______________________________________________________

Any blood transfusions? ___________

Immunization history (age-specific)  ____________________________________

Perception of own health status? _________________________

Sociocultural:  Role in family _________ Recent change in role? __________

Ethnic group/cultural heritage ____________________________

Activities/ hobbies ______________________

Health habits (alternative therapies, etc.) ____________________

Cultural practices related to health/illness _______________________________________

Dietary requirements (if any) ____________________

Sensory/Perceptual Processes:  Vision ________Can client read normal size print? ___ 

Glasses/contact lenses _______ Last eye exam? ________

Hearing _______ Aids? _______ Change in taste or smell?_________ 

Significant history (head injury, chronic headaches, dizziness) ______________________

Stress management strategies  __________________ Current concerns? (child care, finances, care after discharge, job, family concerns etc.) _____________________

Level of education (how many years were you in school?) _______ Primary

 language ________ Other languages spoken _______________

How do you learn best? (reading, demonstration) _______________

Sexuality:   (May not be appropriate to assess for every client)

Sexually active? __________  Concerns? _________________

Recent changes in pattern/quality of sexual relationship? ____________

History of sexually transmitted infections? ____________________ Current symptoms?

Females: Last normal menstrual period (if appropriate) ___________ Age  at menopause _____

# of pregnancies _________  Living children ____________

Last gynecologic exam __________ Contraceptive use __________________

Monthly breast self-exam? ____________

Males:  Testicular self-exam? _________ Condom use? ___________

Males and females:

Genitalia (inspection) __________ Lesions _________ Discharge ________

Health promotion issues ____________________________

Spirituality: Religious preference? _____________ Would you like to have a visit from your spiritual leader or a facility chaplain? ____________ Are there any religious or spiritual practices we can assist you with during your stay? ___________

Nursing Diagnoses ________________________________________




_____________________________________

Air
Oxygenation:

Smoking history (pack years = # pks per day times # of years smoking) __________

Cigar or pipe smoking? _________ Chewing tobacco ___________

Secondhand exposure? ___________

Significant past and current history (asthma or other respiratory illnesses, shortness of breath, chest pain, environmental exposures)  __________________________

_

Tolerance of exercise ( dyspnea on exertion?) __________

 # of pillows needed to sleep comfortably _________

Respiratory rate/rhythm ________ Symmetry of breathing _________ Effort? _____ 

Shape of chest (barrel chest or normal 1:2 anterior/posterior to transverse diameter) ________ Oxygen use _______ Type/ amount _________ Respiratory therapy? ____

Nail color __________ Lips _______

Cough _________ Productive? (color) ______ Non-productive ______

Breath sounds ____________ Adventitious sounds _______________

Pulse ox: _________________

Circulation:

Significant history (heart disease, heart attack, stroke, high blood pressure, edema, chest pain, fatigue) ________________________________

Heart rate/rhythm (apical pulse )_________  Extra sounds? _______

Peripheral circulation: Skin color ________ Edema? ________ Site/ severity ________

Skin temperature (warm to touch, equal bilaterally?) ____________

Pulses: (present and equal) Carotid _____ Brachial _____ Radial ______ Femoral _______ Popliteal _____ 

Posterior tibial ______ Dorsalis pedis __________

Related lab work/diagnostic studies _________________

Health promotion issues ______________

Nursing Diagnoses ________________________________________




_______________________________________

Water 

Usual oral fluid intake: Amount ________ Type(s) fluids ________

Fluid restriction (if any) __________ Difficulty swallowing liquids? __________

Is client able to get  own drinks? ________________________

_____

Significant history ( kidney disease, diabetes, other hormonal diseases)  __________________________

Intake (during your shift)________

IV (intravenous fluid)? _______ Type _______ Infusion rate ________

Skin turgor ______ Mucous membranes moist? _________

Is client diaphoretic? (sweating) __________

Related lab work (serum electrolytes, CBC) _______________________________________

Health promotion issues _________________________________

Nursing Diagnoses ______________________________________________




______________________________________________

Food
Appetite _____  Changes in taste? _________Smell? _______Able to feed self? _____ Number of meals per day ____Average percent of meal taken _______

Snacks __________________Special diet/ restrictions  ______________________ 

Where does client take meals? _______ Favorite foods __________ Dislikes_________________ Intolerances ___________Meal preparation at home (if applicable)__________

(May be helpful for some clients to do a 24 hour diet history)

Dentures? _____ Full/partial ________Can client chew and swallow normally prepared foods? _______ Last dental exam _________ Oral hygiene (how often are teeth brushed?) ________ ______

Feeding tube? ___________

Type of supplemental feeding (oral or gastric, e.g. Boost) ____________

Nausea or vomiting? _____

 Oral cavity (inspection): Gums _____Tongue _______  Lesions ________ Teeth present? ________ Buccal mucosa _________

Significant history (eating disorders, weight fluctuations, anemia) ______________

Related lab work__________________________________________

Health promotion issues (is patient meeting recommended daily intake from all the food groups?) _______________________________________________________

Nursing Diagnoses ___________________________________________

_________________________________________________

Elimination
Urinary:  Usual pattern of voiding ____________Dysuria? ______Urgency? ______

Continent of urine? ________Able to get to bathroom/commode on own?_____Catheter? ____________

Significant history (frequent infections, kidney disease)

Appearance of urine: Color ______ Clarity ______ Odor _____

Output (during your shift) ___________

Related lab work (urinalysis, culture) __________

Health promotion issues _______________________

Bowel elimination:  Usual pattern ________ Recent changes ___________ Last BM ___

History of constipation? __________ Diarrhea? ____________ Ostomy? _______

Flatus? ___________Blood in stool? _________Color  of stool_______ 

Consistency _________

Use of laxatives or other aids __________________

Abdomen: Distended? ___________ Soft/Firm? __________ 

Bowel sounds __________

Related lab work/ diagnostic studies ____________________

Health promotion issues ____________________

Skin:  (Note: skin is assessed as other body areas are assessed)

Significant history (cancer, skin diseases, easy bruising, hair loss) _________________ Color ________ Lesions (includes any broken areas)_______________ 

Temperature ________ Moisture _____

Hair ______Distribution ___________ Thickness _______ Texture _________

If wound is present:   Location ________Redness ________ Edema ______ Ecchymosis __________

Drainage __________ (describe)  Approximated edges ______________

Health promotion issues ___________________________

Nursing Diagnoses ___________________________________



________________________________________

Activity/Rest
Mobility:  Significant history ( arthritis, osteoporosis, falls, fractures) ________________

Ability to perform ADLs? _________________________(if limited, describe)

Joints (inspection and palpation) ______________Tenderness? _________

Swelling? _________________

Muscle strength (test hand grips and resistance to movement of lower extremities, if appropriate) ______________

__________________________________

Range of motion (assess all joints) Limitations? ____________________

Exercise pattern _________ Type _______ Frequency _________

Mobility: Self? _________ Assistance? __________ Devices ___________

Health promotion issues _______________________

Sleep/Rest: : Usual pattern ______________ Current pattern ______________

Naps? _____

Sleep aids (usual, facility use) ____________ Difficulty falling asleep? _________ Staying asleep? __________Bedtime routines _________

Health promotion issues __________________

Nursing Diagnoses _______________________________________



___________________________________________

Solitude/ Social Interaction
Use of community resources (Meals on Wheels, senior center) ______________

Interactions noted _____________ Speech ____________Eye contact ________

Appropriate responses? __________________________ 

Grooming ____________________ Hygiene _________________

Self-concept: How would you describe yourself? ____

What is a significant event in your life? _____________ How has it affected your life? __________ Support systems? _______________

Leisure activities ____________________

Nursing Diagnoses ___________________________________

_____________________________________________

Prevention of Hazards to Life Function and Well-being

How much alcohol do you drink per day/week? _____________ Type _________

Do you feel safe (home, neighborhood, etc) _____________________

Has any person hurt you physically during the past year? ____________

Is there any person you are afraid of? ______________________ (additional questions are normally asked if there is a suspicion of abuse)

Significant history (injuries, falls, dizzy spells, car accidents, loss of memory, change in mental status)______________________________

Level of consciousness _____________ Oriented X 3?_______________

Gait _________ Posture ____________ Pupils (PERRL-A) ____________

Facial symmetry _____________

Health promotion issues __________________________

Nursing Diagnoses _____________________________________




___________________________________

  DIAGNOSTIC ASSESSMENT/ANALYSIS

Record all admission and most current lab data in the sections provided below.  *Laboratory data includes diagnostic tests performed to assist in the determination of a medical diagnosis.  Laboratory data includes blood work, x-rays, specimen cultures, scans, EKG’s etc.

	Lab test
	Admission test results
	Subsequent test results

(include date of test)
	Normal lab value according to sex & age
	Interpretation of test results

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


ORDERED PATIENT MEDICATIONS:

Please list all medications ordered by the physician that your patient is currently receiving.

	MEDICATION ORDER
	CLASS
	ACTION
	INDICATION SPECIFIC TO YOUR PATIENT
	SIDE EFFECTS
	NURSING

IMPLICATIONS

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


ADULT MEDICAL-SURGICAL---PLANNING, INTERVENTION AND EVALUATION
UNIVERSAL REQUISITE:  State the universal requisite according to OREM




  Develop the care plan for one priority nursing diagnosis
NURSING DIAGNOSIS PRIORITY #:  
	· ASSESSMENT  
· NURSING DIAGNOSIS
· OUTCOME CRITERIA
 Assessment data:
a. Subjective data
b. Objective data
Nursing Diagnosis
Outcome criteria (expected patient outcomes)

	NURSING INTERVENTIONS

	RATIONALE

	EVALUATION
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