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	Patient name: Robert Thompson
	Age: 68
	Gender: Male
	Date of birth: 1956-03-22
	Medical historyRow1: Hypertension (diagnosed 10 years ago)

Type 2 Diabetes (diagnosed 5 years ago)

Hyperlipidemia

Previous TIA 2 years ago

Current smoker (1 pack per day for 40 years)
	SubjectiveRow1: Family reports sudden onset of right-sided weakness and slurred speech

Patient unable to communicate effectively due to aphasia
	TestsRow1: Blood pressure on admission
	ResultsRow1: 178/102 mmHg


	TestsRow2: NIH Stroke Scale score
	ResultsRow2: 14 (moderate stroke)
	TestsRow3: CT scan
	ResultsRow3: Left middle cerebral artery (MCA) ischemic stroke
	TestsRow4: MRI
	ResultsRow4: Confirms left MCA territory infarct
	TestsRow5: Carotid Doppler
	ResultsRow5:  70% stenosis in left internal carotid artery


	Nursing diagnosisRow1: 1. Impaired physical mobility related to right-sided hemiparesis as evidenced by inability to move right arm and leg

2. Impaired verbal communication related to expressive aphasia as evidenced by inability to form coherent sentences

3. Risk for aspiration related to dysphagia as evidenced by difficulty swallowing and coughing during swallow evaluation

4. Self-care deficit related to right-sided weakness and cognitive impairment as evidenced by inability to perform ADLs independently
	LongtermRow1: Patient will demonstrate improved mobility and independence in ADLs within 3 months


	ShorttermRow1: Patient will maintain skin integrity and prevent pressure ulcers during hospitalization
	LongtermRow2: Patient will show significant improvement in communication skills within 6 months
	ShorttermRow2: Patient will demonstrate safe swallowing techniques within 1 week


	LongtermRow3: 
	ShorttermRow3: 
	LongtermRow4: 
	ShorttermRow4: 
	Nursing interventionsRow1: Perform neurological assessments every 2 hours
	RationaleRow1: To monitor for changes in condition and detect complications early
	Nursing interventionsRow2: Position patient with affected side up and head of bed elevated 30 degrees
	RationaleRow2: To promote optimal cerebral perfusion and reduce risk of aspiration
	Nursing interventionsRow3: Implement dysphagia precautions and assist with feeding as needed
	RationaleRow3: To prevent aspiration and ensure adequate nutrition
	Nursing interventionsRow4: Initiate early mobilization as tolerated, collaborating with physical therapy
	RationaleRow4: To prevent complications of immobility and promote recovery
	Nursing interventionsRow5: 
	RationaleRow5: 
	EvaluationRow1: Patient's neurological status has stabilized, with no further deterioration

Dysphagia improving; patient able to safely consume pureed diet with thickened liquids

Patient participating in daily physical and occupational therapy sessions

Communication improving with use of picture boards and gestures

No signs of skin breakdown or pressure ulcers
	Additional notesRow1: Family very supportive and actively involved in care

Referral made for outpatient speech therapy upon discharge

Patient expressing frustration with communication difficulties; consider psychology referral
	Name: Jennifer Lee, RN
	License number: RN789012
	Contact number: (555) 234-5678


