
CVA Nursing Care Plan

Patient Information

Name:

Age:

Date of Admission:

Medical Diagnosis:

History of Present Illness:

Past Medical History:

Nursing Assessment

Neurological Status

Consciousness level:

Orientation:

Pupil reaction:

Muscle strength:

Sensory deficits:

Reflexes:

Cardiovascular Status

Heart rate:

Blood pressure:

Peripheral pulses:

Capillary refill time:

Respiratory Status

Respiratory rate:

Oxygen saturation:

Breath sounds:

Use of accessory muscles:



Mobility and Motor Skills

Range of motion:

Presence of paralysis or paresis:

Coordination:

Communication Abilities

Speech clarity:

Language comprehension:

Ability to express needs:

Swallowing and Nutritional Status

Swallow reflex:

Diet tolerance:

Hydration status:

Skin Integrity

Presence of pressure ulcers:

Skin turgor:

Skin integrity in immobile areas:

Psychosocial Assessment

Emotional status:

Coping mechanisms:

Family support:

Nursing Diagnoses

Goals and Expected Outcomes

Short-term Goals:

Long-term Goals:



Nursing Interventions and Rationale

1. Intervention:

Rational:

2. Intervention:

Rational:

3. Intervention:

Rational:

Evaluation

Response to interventions:

Progress towards goals:

Adjustments to care plan:

Discharge Planning

Follow-up appointments:

Rehabilitation needs:

Home care requirements:

Patient and family education:


	Name:  Katie Lisbon
	Age:  68 
	Date of Admission:  December 1, 2023
	Med i cal Diagnos i s: Cerebrovascular Accident (Ischemic Stroke)
	History of Present Illness:  Sudden onset of left-sided weakness and aphasia; no history of previous strokes.
	Past Med i cal History:  Hypertension, Type 2 Diabetes Mellitus
	Consciousness level:  Alert but occasionally confused
	Or i entation:  Disoriented to time 
	Pupil reaction:  PERRLA (Pupils Equal, Round, Reactive to Light and Accommodation)
	Muscle strength: Left-sided weakness (3/5) 
	Sensory deficits:  Diminished sensation on the left side
	Reflexes:  Normal
	Heart rate: 88 bpm 
	Blood pressure:  150/90 mmHg
	Peripheral pu l ses:  Strong and equal bilaterally 
	Capil l ary refill time: Less than 2 seconds 
	Respiratory rate:  18 breaths/min
	Oxygen saturation:  96% on room air 
	Breath sounds:  Clear bilaterally
	Use of accessory muscles:  No use observed
	Range of motion: Full range in the right extremities, limited on the left 
	Presence of paralys i s or pares i s:  Mild left hemiparesis
	Coordination:  Impaired on the left side 
	Speech clarity: Slurred speech 
	Language comprehension: Difficulty understanding complex instructions 
	Ability to express needs:  Limited due to aphasia
	Swa l low reflex: Delayed
	Diet to l erance: Modified diet recommended
	Hydration status: Adequately hydrated
	Presence of pressure ulcers: None
	Skin turgor: Good
	Skin integrity in immob i le areas: Intact, risk for breakdown due to immobility
	Emotiona l status: Appears anxious and frustrated
	Coping mechanisms:  Limited, reliant on family support
	Family support:  Strong family network 
	Nursing DiagnosesRow1: 1. Impaired verbal communication related to aphasia.
2. Risk for impaired skin integrity related to immobility and sensory loss.
3. Impaired physical mobility related to left-sided weakness.
	Shortterm Goals: 
- Katie will demonstrate alternative communication methods within 48 hours.
- Katie will maintain skin integrity over the next week.
	Longterm Goals: 
- Katie will regain 75% of her left-sided strength within 6 months.
- Katie will adapt to new communication techniques to express basic needs within 1 month.

	1 Intervention: Provide Katie with a communication board to assist in expressing needs.
	Rational: To facilitate communication despite aphasia.
	2 Intervention: Regularly reposition Katie every 2 hours to prevent pressure ulcers.
	Rational_2: To maintain skin integrity and promote circulation.
	3 Intervention: Assist Katie with daily passive and active range-of-motion exercises.
	Rational_3: To prevent complications from immobility and improve muscle strength.
	Response to interventions: Katie uses the communication board effectively; no skin breakdown observed.
	Progress towards goals: Demonstrating progress in communication; stable skin condition.
	Adjustments to care plan:  Continue current interventions and reevaluate in one week.
	Fol l owup appointments: Neurology follow-up in two weeks; Physical Therapy twice a week.
	Rehabil i tation needs:  Outpatient physical and speech therapy.
	Home care requirements: Arrange for home health nursing for continued care and monitoring.
	Patient and family education:   Educate Katie and her family on stroke recovery, signs of skin breakdown, and communication strategies. 


