
Fever Nursing Care Plan

Patient Information

Name: Age:

Medical Record Number: Date of Admission:

Diagnosis:

Nursing Assessment

Vital Signs Assessment Findings

Body Temperature: Symptoms of Bacterial Infection:

Yes               No

Heart Rate: Impaired Thermoregulatory Function:

Yes               No

Respiratory Rate: Signs of Acute Brain Injury:

Yes               No

Blood Pressure:

Nursing Diagnosis

Nursing Interventions



Additional Notes and Documentation


	Name: Jaden Perkins
	Age: 45 years old
	Medical Record Number: 123456789
	Date of Admission: April 28, 2024
	Diagnosis: Community-acquired pneumonia
	Body Temperature: 102.4°F
	Heart Rate: 98 bpm
	Respiratory Rate: 22 breaths per minute
	Blood Pressure: 120/80 mmHg
	Nursing Diagnosis_2: Risk for Imbalanced Body Temperature related to impaired thermoregulatory function and bacterial infection as evidenced by elevated body temperature.

	Nursing Interventions_2: Implement Cooling Techniques:
	•	Administer acetaminophen 650 mg orally every 6 hours to lower body temperature.
	•	Provide tepid sponge baths every 4 hours to promote cooling and comfort.
	•	Use cooling blankets as needed to assist in temperature reduction.
Monitor Vital Signs:
	•	Continuously monitor body temperature, heart rate, and respiratory rate every 2 hours.
	•	Assess for signs of improvement or worsening of fever symptoms.
Evaluate Response to Interventions:
	•	Regularly evaluate the effectiveness of implemented nursing interventions in reducing fever.
	•	Adjust interventions as needed based on patient response and clinical assessment.

	Additional Notes and DocumentationRow1: 	•	Document nursing assessments, interventions, and patient responses accurately and comprehensively in the electronic health record.
	•	Ensure timely and thorough documentation to facilitate communication and continuity of care.

	Group1: Choice1
	Group2: Choice4
	Group3: Choice6


