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	Patient name: Eloise Beaumont
	Date of birth: 14/03/1952
	Gender: Female
	Medical historyRow1: - Hypertension (diagnosed 15 years ago, currently on lisinopril 20mg daily)

- Type 2 diabetes mellitus (diagnosed 9 years ago, controlled with metformin 1000mg BID)

- Hyperlipidemia (on atorvastatin 40mg daily)

- Previous TIA 3 years ago with full recovery

- Non-smoker, occasional alcohol consumption

- No known drug allergies

- Family history: Father died of stroke at age 68, mother had hypertension
	SubjectiveRow1: - Patient reports "sudden severe headache and dizziness" that started while reading yesterday evening

- Describes left-sided weakness: "I couldn't lift my arm properly and my face felt strange"

- Reports difficulty finding words: "I knew what I wanted to say but couldn't get the words out"

- Mentions being frightened and confused during the episode
	TestRow1: Blood Pressure
	ResultRow1: 172/98 mmHg
	TestRow2: Heart Rate
	ResultRow2: 88 bpm, regular
	TestRow3: Respiratory Rate
	ResultRow3: 18 breaths/min
	TestRow4: Oxygen Saturation
	ResultRow4: 95% on room air
	TestRow5: NIHSS
	ResultRow5: 8 (moderate stroke)
	Nursing diagnosisRow1: 1. Impaired physical mobility related to neuromuscular dysfunction as evidenced by left-sided hemiparesis, muscle strength 3/5 in left arm, 4/5 in left leg.

2. Risk for aspiration related to dysphagia as evidenced by failed water swallow test and mild difficulty managing oral secretions. 

3. Impaired verbal communication related to expressive aphasia as evidenced by difficulty finding words and expressing needs. 

4. Acute pain related to neurological injury as evidenced by reports of headache rated 6/10.




	LongtermRow1: Patient will demonstrate improved mobility with left-sided strength improved to 4/5 in arm and 5/5 in leg within 4 weeks.
	ShorttermRow1: Patient will participate in position changes and ROM exercises every 2 hours with assistance.
	LongtermRow2: Patient will manage oral intake safely without aspiration within 3 weeks.
	ShorttermRow2: Patient will remain free from aspiration during oral intake for next 72 hours.
	LongtermRow3: Patient will effectively communicate basic needs through verbal or alternative methods within 3 weeks.
	ShorttermRow3: Patient will utilize communication board to express basic needs within 48 hours.
	LongtermRow4: Patient will perform basic self-care activities with minimal assistance within 4 weeks.
	ShorttermRow4: Patient will report pain levels ≤3/10 on pain scale within 24 hours.
	Nursing interventionsRow1: 1. Mobility management

- Perform passive and active-assisted ROM exercises to left extremities q2h while awake

- Position patient with proper body alignment, changing position q2h

- Collaborate with physiotherapy for early mobilization within 24-48 hours as tolerated

2. Swallowing/aspiration prevention

- Maintain head of bed elevated at 30-45 degrees during meals and for 30 minutes after

- Perform oral care before and after meals

- Serve thickened liquids as per speech therapist recommendations

3. Communication Support

- Allow sufficient time for patient to attempt verbal communication

- Use simple, concise statements and yes/no questions
	RationaleRow1: - Early mobilization and positioning changes prevent complications such as contractures, pressure ulcers, and DVT while promoting neuroplasticity and functional recovery

- Dysphagia screening and management reduce risk of aspiration pneumonia, a common complication following stroke

- Communication strategies help maintain patient dignity and reduce frustration during recovery of language skills
	EvaluationRow1: - Patient's left-sided strength improved to 4/5 in arm and 4+/5 in leg after 2 weeks

- Swallowing function improved to safely managing soft diet with regular fluids after 10 days

- Communication improved with ability to form simple sentences with occasional word-finding difficulties
	Additional notesRow1: - Family very supportive, daughter (primary caregiver) attended all education sessions

- Home assessment scheduled for week 6 post-discharge to evaluate for necessary modifications

- Patient particularly motivated by goal of attending granddaughter's wedding in 3 months
	Name: Magnus Lindholm
	License number: RN45892371
	Contact number: 01632 960733


