
GI Bleed Nursing Care Plan

Patient Information

Full Name:

Date of Birth:

Gender:

Patient ID:

Contact Number:

Email Address:

Nursing Diagnosis

As evidenced by:

Dizziness

Lightheadedness

Hypotension

Tachycardia

Pale skin color 

Hemoglobin level:

Hematocrit: 

Upper GI Bleed

Situated between the pharynx and the ligament of Treitz

Blood present in vomit and stool

Note any medication use of NSAIDs, COX-2 inhibitors, Corticosteroids, Anticoagulants, SSRI’s:

Assessment:

Intervention:



Notes/Referrals:

Suspected peptic ulcer disease

Suspected esophageal inflammation

Lower GI Bleed

Situated in the colon, rectum, or anus

Note any pre-existing inflammatory bowel diseases or tumors:

Assessment:

Intervention:

Notes/Referrals:

Suspected hemorrhoids

Suspected angiodysplasia

Suspected presence of ulcerative colitis 

Suspected Crohn’s disease 

Physician's Recommendations and Further Testing Required 

Physician's Signature

Date:


	Full Name: Sarah Smith
	Date of Birth: 09.09.1980
	Gender: F
	Patient ID: /
	Contact Number: +00 000 000
	Email Address: sarahsmith@email.com
	Nursing DiagnosisRow1: Deficient Fluid Volume r/t blood loss secondary to gastrointestinal bleed
	Hemoglobin level:  decreased levels - indicate blood loss
	Hematocrit: decreased levels - indicate blood loss
	Note any med i cation use of NSAIDs COX2 inhibitors Corticosteroids Anticoagulants SSRI  s: NSAIDs used in the past, no use of iron supplements. 
	Assessment: patient appears dehydrated, dry mucus mebranes and decreased skin tugor. indicates low blood volume, ability to consume food or drink comprimised from gastric irritation. 
	Intervention: vascular volume resuscitation with isotonic crystalliod ordered, potential need for vasopressin. 
	NotesReferrals: heavy alcohol use and liver damage evident, smoker
	Note any preex i sting i nflammatory bowel diseases or tumors: 
	Assessment_2: 
	Intervention_2: 
	NotesReferrals_2: 
	Physicians Recommendations and Further Testing RequiredRow1: upper GI bleed evident and decreased fluid volume
	Date: 
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