Sepsis Nursing Care Plan

Patient information

Full name: John

Date of birth:05/15/1975 Gender: Male

Patient ID:23456 Contact number: (555) 123-4567
Email: john@email.com

Medical history

John has a history of type 2 diabetes and hypertension. Recent urinary tract infection treated with
oral antibiotics one week ago.

Assessment
Objective Subjective
T 39.5°C, HR 112, RR 24, BP 88/50, Sp0O2 Patient reports feeling "very weak and
92% on room air. Skin hot and flushed. confused." Complains of chills, decreased
Decreased urine output. Abdomen tender to urination, and abdominal pain.
palpation.

Nursing diagnosis

1. Risk for septic shock related to systemic inflammatory response to infection
2. Ineffective tissue perfusion related to hemodynamic instability



Goals and outcomes

Short term Long term
Patient will show improved hemodynamic Patient will demonstrate resolution of sepsis
stability within 6 hours. and return to baseline function within 7 days.

Nursing interventions

1. Monitor vital signs, including temperature, every 1 hour

2. Initiate fluid resuscitation as ordered (30 mL/kg crystalloid)
3. Administer broad-spectrum antibiotics as prescribed

4. Insert urinary catheter to monitor urine output hourly

5. Obtain blood cultures before antibiotic administration

Rationale

Frequent monitoring allows for early detection of deterioration. Fluid resuscitation and antibiotics
are crucial in managing sepsis. Urine output monitoring helps assess tissue perfusion and kidney

function.

Evaluation

After 6 hours, John's BP improved to 100/65, HR 98, and urine output increased. Continue to
monitor closely and adjust interventions as needed.

Nurse’s signature: Sarah Johnson, RN Date: October 21, 2024
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