Seizures Nursing Care Plan

Patient Information
Name:John Doe
Age:34

Medical History:

No significant medical history

Allergies:

None reported

Emergency Contact:Jane Doe (spouse), 555-1234
Assessment

Seizure History:
John experiences complex partial seizures, occurring approximately twice a month. Each seizure lasts for
about 2 minutes.

Triggers include sleep deprivation and stress.

Neurological Examination:
A neurological exam reveals no abnormalities. No focal deficits were noted.

Diagnosis

Type of Seizures:
Complex partial seizures with no underlying structural abnormalities were identified.

Planning
Short-Term Goals

Prevent Injury During Seizures:
Educate John and Jane on creating a safe environment during seizures.

Recommend the nuse of a helmet during high-risk activities.

Medication Adherence:
Prescribe Levetiracetam 500mg twice daily.

Schedule regular follow-ups to monitor medication adherence and adjust dosages as needed.



Long-Term Goals

Optimize Quality of Life:
Refer John to a support group for individuals with epilepsy.

Encourage participation in regular physical activities.

Manage Triggers:
Provide stress management techniques and recommend improving sleep hygiene.

Collaborate with a sleep specialist to address sleep-related triggers.

Interventions

Medication Management:
Instruct John on the proper administration of Levetiracetam.

Schedule regular blood tests to monitor medication levels.

Patient Education:
Provide educational materials on recognizing warning signs of seizures.

Discuss lifestyle modifications, emphasizing the importance of consistent sleep patterns.

Evaluation

John's seizure frequency and medication adherence will be monitored monthly.

Adjust the care plan based on his response and evolving needs.

Patient Education

Provide John and Jane with educational pamphlets on epilepsy and seizure management.

Encourage open communication and address any questions or concerns they may have.

Documentation

Document all assessments, interventions, and patient responses using standardized language and
terminology in the electronic medical record.
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