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INNOVATION IN NURSING EDUCATION






Adapted from:  McHugh Shuster, P. (2002).  Concept mapping a critical thinking approach to care planning.  Philadelphia:  F.A.Davis Co.

Complete all items marked with *** prior to arriving at clinicals

	***Student Name***

	

	***

	Date of Care


Patient Initials 
Age



Gender  Male  (  Female (



Code Status

	***Admission Date***
	***Allergies***

	
	

	***Reason for Hospitalization***

	

	

	***Medical Diagnoses***


	

	***Surgical Procedure(s) ***


	

	Date:

	***Pathophysiology/ List references. ***
***Description of medical diagnosis, surgical procedure and/or chronic illness(s) (Use back of sheet if more space is needed). *** 



	PATTERN OF HEALTH PERCEPTION & HEALTH MANAGEMENT   Answer all questions or explain why client is unable to answer

	How does the person describe her/ his current health? 



	What does the person do to improve or maintain her/ his health? 



	What does the person know about links between lifestyle choices and health? 



	How big a problem is financing health care for this person? 



	Can this person report the names of current medications s/he is taking and their purpose? 



	If this person has allergies, what does s/he do to prevent problems? 



	What does this person know about medical problems in the family? 



	Have there been any important illnesses or injuries in this person's life? 




***Advance Directives  ***
	Living Will   ( yes  ( no  
	Do Not Resuscitate Order (DNR) ( yes  ( no

	Medical Durable Power of Attorney  ( yes  ( no (If yes, relationship?)




***Laboratory Data (with dates)  ***
Include abnormal and mark high (H) or low (L).

	White Blood Count (WBC) 


	Blood Glucose

	Differential (Diff)


	Glycohemoglobin

	Hemoglobin (HGB)


	Serum Albuminl

	Hematocrit (HCT)


	Cholesterol

	Platelets (PLT)


	Low-density Lipoproteins

	Prothrombin Time (PTT)


	Urine Analysis

	International Normalized Ratio (INR)


	Other Abnormal

	Activate Partial Thromboplastin time (APTT)


	Other Abnormal

	Potassium


	Other Abnormal


Reason for abnormal laboratory data and related to what diagnosis for each abnormal lab.:

***Diagnostic Tests (with dates/ results if abnormal) ***
	Chest X-Ray



	EKG


	Other abnormal reports



	Other


	Other


	


***Medications *** (Use back of sheet if more space is needed, attach separate 3X5 medication card for each medication listed)

	Medication/Time of Administration/ Route
	Medication/Time of Administration

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Medication Allergies/Adverse Effects

	Last pain medication given



	Where is the location of pain?


	Pain rating on 0-10 scale




***Treatments ***
	Treatment


	Treatment



	Support Services


	Consultations




***Diet/fluids***
	Type of diet

	Restrictions

	Appetite 



	Fluid intake  
	Tube feedings (type and rate)

	Problems swallowing, chewing, dentures



	Needs assistance with feeding


	Nausea or vomiting


	Overhydrated or dehydrated



	Other

	
	


	NUTRITIONAL - METABOLIC PATTERN  Answer all questions or explain why client is unable to answer

	Is the person well nourished? 



	How do the person's food choices compare with recommended food intake? 



	Does the person have any disease that effect nutritional- metabolic function? 




***Intravenous Fluids***
	Type and rate


	Site(s)



	IV dressing dry, no edema or redness at site


	Other:




Elimination

	Last bowel movement (LBM)


	24 hour urine output

	Catheter  ( yes  ( no


Type:

	Circle problems that apply
	Bowel
	Urinary
	Incontinence

	Constipation
	Hesitancy
	Diarrhea
	Odor

	Frequency
	Flatus
	Burning
	Other:




	PATTERN OF ELIMINATION  Answer all questions or explain why client is unable to answer

	Are the person's excretory functions within the normal range? 



	Does the person have any disease of the digestive system, urinary system or skin? 




***Activity***
	Ability to walk/Gait


	Type of activity orders


	Assistive Devices



	Fall risk assessment rating


	Side rails (number) 


	Weakness



	Restraints  ( yes  ( no
	
	


	PATTERN OF ACTIVITY & EXERCISE  Answer all questions or explain why client is unable to answer

	How does the person describe her/ his weekly pattern of activity and leisure, exercise and recreation? 



	Does the person have any diseases that affect her/ his cardio-respiratory system or musculoskeletal system? 



	PATTERN OF SLEEP & REST  Answer all questions or explain why client is unable to answer

	Describe this person's sleep-wake cycle. 



	Does this person appear physically rested and relaxed? 




Physical Assessment Data (Complete all assessment blanks)
	BP


	TPR



	Height


	Weight




	REVIEW OF SYSTEMS 


Neurological/Mental Status 
	LOC A&OX3, Confused
	Motor ROM X 4 extremities



	Sensation X 4 extremities


	Pupils PERRLA/ size mm.


	Sensory deficits (hearing, vision, taste, smell, sensation)



	Other



	COGNITIVE – PERCEPTUAL  PATTERN Answer all questions or explain why client is unable to answer

	Does the person have any sensory deficits? Are they corrected? 



	Can this person express her/ himself clearly and logically? 



	How educated is this person? 



	Does the person have any disease that effect mental or sensory functions? 



	If this person has pain, describe it and its causes. 




Musculoskeletal System
	Bones, joints, muscles (fractures, contractures, arthritis, spinal curvatures, etc.)
	Cast/splint/collar/brace

Include extremity circulation checks distal to device (pulses, temperature, sensation, color, edema)

	TED hose, Compression devices

( yes  ( no  Type:
	

	Other



Cardiovascular system (Complete all blanks)
	Pulses (with locations) strong / weak/ bilateral

	Capillary Refill (In seconds)

	Neck Vein Distention



	Edema (degree, pitting, location)


	Sounds: S1, S2, regular/irregular


	Chest pain



	Other



Respiratory System
	Depth, rate, rhythm


	Use of accessory muscles


	Cyanosis  ( yes  ( no

Location:

	Sputum: color, amount


	Cough:  productive, nonproductive


	Breath Sounds   clear   course wheezes   location  




	Use of O2   nasal cannula   mask, trach collar


	Flow rate of O2

	O2 humidification

( yes  ( no

	Pulse Oximetry ____ % oxygen saturation
	Smoking History

( yes  ( no  Year Packs _____
	Other



Gastrointestinal System
	Abdominal pain, tenderness, guarding, distention, soft, firm


	Bowel sounds X 4 quadrants 
Hypoactive Hyperactive Normoactive
Quadrant(s):



	NG tube: describe drainage


	Ostomy: describe stoma site & drainage



	Other



Skin and Wounds
	Color, turgor


	Rash, bruises


	Describe wound(s) location, size



	Edges approximated 

( yes  ( no
	Drains (type & location)


	Characteristics of drainage



	Dressings (clean, dry, intact)
	Sutures, staples, steri-strips 


	Risk for decubitus ulcer assessment rating

	Other




Eyes, Ears, Nose, Throat (EENT) (Complete all blanks)
	Eyes: redness, drainage, edema, ptosis


	Ears: drainage



	Nose: redness, drainage, edema


	Throat: pain, edema



	Other



***Psychosocial and Cultural Assessment***
	Developmental Stage (i.e. Erickson’s Stages)

	

	Health care benefits and insurance


	Occupation

	Marital status 


	Spoken Language

	Specific Food/Dietary Needs


	Emotional state



	Alcohol/Drug/Substance Use/Abuse History:


	

	Other

	


	PATTERN OF SELF PERCEPTION & SELF CONCEPT Answer all questions or explain why client is unable to answer

	Is there anything unusual about this person's appearance? 



	Does this person seem comfortable with her/ his appearance? 



	Describe this person's feeling state? 




	ROLE - RELATIONSHIP PATTERN  Answer all questions or explain why client is unable to answer

	How does this person describe her/ his various roles in life? 



	Has, or does this person now have positive role models for these roles? 



	Which relationships are most important to this person at present? 



	Is this person currently going though any big changes in role or relationship? What are they? 



	SEXUALITY - REPRODUCTIVE PATTERN   Answer all questions or explain why client is unable to answer

	Is this person satisfied with her/ his situation related to sexuality? 



	How have the person's plans and experience matched regarding having children? 



	Does this person have any disease/ dysfunction of the reproductive system? 



	PATTERN OF COPING & STRESS TOLERANCE  Answer all questions or explain why client is unable to answer

	How does this person usually cope with problems? 



	Do these actions help or make things worse? 



	Has this person had any treatment for emotional distress? 




	PATTERN OF VALUES & BELIEFS  Answer all questions or explain why client is unable to answer

	What princples did this person learn as a child that is still important to her/ him? 



	Does this person identify with any cultural, ethnic, religious, regional, or other groups? 



	What support systems does this person currently have? 




***Additional information to obtain from clinical units specific to patient diagnosis***
	Standardized fall risk assessment


	Pressure Ulcer (Skin) Risk assessment
	Standardized Nursing Care Plans
	Patient Education Materials


***Evidence Based Practice***:
Summarize evidence you have found that applies to and supports the care for your patient.  Evidence is based on research or research reviews showing positive outcomes for interventions provided.
Cite your source (APA style)

Gather clinical data (assessment phase of nursing process) using the Patient Profile Database form.
Follow Care Plan Phase Criteria for your specific clinical course and phase (page 12).  This provides expectations for completion of the care plan (number of nursing diagnoses, interventions, etc.)
Write concept map/care plan in pencil and bring to clinical site.  Expect to revise concept map during clinical shift.  Final care plan submitted to instructor must be typed.
Part 1:  Concept Map
Step 1:  Develop a diagram using the Concept Map on page 14:
· Include a key explaining colors, symbols, etc.

· In the center of the paper, draw a circle and write the reason for nursing care in it, usually the patient’s medical diagnosis.  Include the patient’s initials.  Write and arrange data around the central diagnosis.  

· The data will flow outward from the central diagnosis like spokes on a wheel.  .

Step 2:  Analyze and categorize assessment data:

· Data is generally collected from the patient’s chart and is categorized on the concept map.  
· Using colors, lines, shapes and/or symbols, identify and cluster (group) data on the concept map that supports the central reason for seeking healthcare.  Include subjective and objective data from the physical assessment and Gordon’s functional assessment collected on the patient profile form (pages 1 – 10).  Use lines to show relationships between concepts.
· Any important data that cannot be easily categorized is listed off to the side of the map to await clarification from clinical faculty.

Part 2:  Nursing Diagnosis
Step 1:  Problem List (page 15)
· List patient problems identified in the concept map on the left column of the Problem List 

· Number the problems listed according to priority (most serious problems have highest priority).

· List Nursing diagnoses in the right column related to the prioritized problems

· Number each nursing diagnosis according to priority.

Step 2:  Identify goals, outcomes and interventions  (This step corresponds to the planning stage of the nursing process.)  
· List each Nursing Diagnosis on a separate page (pages 16 – 18), write nursing diagnosis including related factors (R/T) and supporting evidence (AEB). 
· Write Goals and Outcomes in the space below the Nursing Diagnosis.  Use SMART format (Specific, Measurable, Attainable, Realistic, Timed) for writing goals and objectives.  
Step 3:  Interventions
· List interventions with rationale(s) to attain the outcomes in the left column of the Nursing Diagnosis page.
· Interventions will include key areas of assessment and monitoring as well as procedures and other therapeutic interventions including teaching and therapeutic communication.  
Step 4:  Evaluation of patient responses:

· This step is the written evaluation of physical and psychosocial responses of the patient.  
· List outcomes and interventions as met, partially met or not met.  Include assessment data to support.
· List anticipated outcomes and contingency plan to revise care plan if outcomes are partially met or not met. 
· List evaluation of patient responses as activities are performed.
Care Plan Phase Criteria

	
	Phase 1 (200 level Nursing Courses)
	Phase 2 (300 level Nursing Courses)
	Phase 3 (400 level Nursing Courses)

	Assessment
	List all assessment findings, abnormal and normal .
Pathophysiology—related to  2-3 medical diagnosis  and summarize with references.


	Identify and provide rationale for abnormal assessment findings.  
	Identify and provide rationale for abnormal assessment findings.  Shows interrelationships of data in concept map.  

	Diagnosis
	2 Nursing Diagnoses (Prioritized)


	4 Nursing Diagnoses with no more than 1 potential (risk for) diagnosis. (Prioritized)
	At least 5 Nursing Diagnoses (prioritized) related to:

· Tissue Oxygenation

· Tissue perfusion

· Stress

· Nutrition

· Pain



	Plan
	1 outcome (goal) for each Nursing Diagnosis. 

(SMART format)


	At least 1 goal for each Nursing Diagnosis.  At least 1 outcome (benchmark) for each goal.  Involvement of client in recognizing, planning, and resolving problems
	At least 1 goal for each Nursing Diagnosis.  At least 3 outcomes (benchmarks) for each goal.  Involvement of client in recognizing, planning, and resolving problems.  Includes long and short term goals.



	Intervention
	At least 3 – 4 interventions for each Nursing Diagnosis with rationale for each intervention. 

References For each rationale.


	At least 3 interventions for each Nursing Diagnosis with rationale and evidence.   Nursing interventions effective, sufficient quantity, customized to client, and appropriate to goal.  Citations & bibliography appropriate


	5 interventions for each Nursing Diagnosis with rationale and evidence for each. Nursing interventions effective, sufficient quantity, customized to client, and appropriate to goal.  Rationale for each intervention is scientific/ logical.  Citations & bibliography appropriate




	Evaluation
	Interventions and Outcomes listed as “met”  “not met”, or “partially met” with supporting assessment data.
	Interventions and Outcomes listed as “met”  “not met”, or “partially met” with supporting assessment data.  Contingency plan describing possible revision of care plan for each outcome.


	Interventions and Outcomes listed as “met”  “not met”, or “partially met” with supporting assessment data..
Contingency plan described for each outcome.  Draws conclusions on the interventions used related to the outcome



	Concept Map
	Based on clinical data collected, students develop a basic skeleton diagram related to two nursing diagnosis. 

Include key of symbols for: medical diagnosis, nursing diagnosis, signs/ symptoms, outcomes, interventions. 

Write if outcomes and interventions were:  met, not met, or partially met.
	Students analyze and categorize data gathered. Students identify and group priority assessments related to the reason for admission and identify and group clinical assessment data, treatments, medications, and medical history data related to nursing diagnoses.  Relationships between diagnoses are shown.

During clinical, students update the map in order to evaluate effectiveness of nursing care. 


	Student demonstrates interrelationship of problems and map shows the whole picture of what is happening with the client.  Concept map includes pharmacological interventions

	Evidence Based Practice
	One Research Evidence study summarized related to client’s care.

Evidence must show interventions  are appropriate 

Include reference.
	Research Evidence (at least 1 journal article) listed to support each intervention.  Evidence must show interventions are appropriate.


	Research Evidence (at least 1 journal article, no more than 2 years old) listed to support each intervention.  Evidence must show interventions are appropriate.  May use text and/or AACN protocols.






	Problem
	Nursing Diagnosis

	
	Include diagnostic statements here.  Number diagnosis in order of priority.


Student Name:




Date of Care:

Patient Initials


***Priority 1 Nursing Diagnosis***:









***Outcome(s) *** (use SMART format) 
	***Interventions***
	***Rationale*** (for each intervention)
	***Evaluation***

	
	
	Intervention/Outcome met, not met or partially met and brief statement for each intervention

	***References*** (for each rationale noted)



Student Name:




Date of Care:

Patient Initials


***Priority 2 Nursing Diagnosis***:








***Outcome(s) *** (use SMART format)
	***Interventions***
	***Rationale*** (for each intervention)
	***Evaluation***

	
	
	Intervention/Outcome met, not met or partially met and brief statement for each intervention

	***References*** (for each rationale noted)



Student Name:




Date of Care:

Patient Initials


***Priority 3 Nursing Diagnosis***:








***Outcome(s) *** (use SMART format)
	***Interventions***
	***Rationale*** (for each intervention)
	***Evaluation***

	
	
	Intervention/Outcome met, not met or partially met and brief statement for each intervention

	***References*** (for each rationale noted)




List experiences from this clinical that have helped you meet the competencies of the Platt Nursing program.


Drug Cards MUST include the following MINIMAL information:


Name of drug:  generic and trade names


Classification


Action


Dosage (for adult patients)


Side effects


Contraindications


Nursing Interventions/Patient Teaching

Cards must be hand written for phase one on 3 inch X 5 inch index cards.

	Name of Drug
	Acetaminophen -- Tylenol

	Classification
	Antipyretic, analgesic

	Action
	May produce analgesic effect by blocking pain impulses, probably by inhibiting prostaglandin or other substances that sensitize pain receptors. May relieve fever by action in hypothalamic heat-regulating center

	Dosage Range
	325 to 650 mg Q4-6 hrs PO. Maximum dose 4 grams/day.

	Side Effects
	hemolytic anemia, neutropenia, leukopenia, pancytopenia, urticaria,  thrombocytopenia, liver damage (with toxic doses), jaundice, hypoglycemia, rash

	Contraindications
	Hypersensitivity. Use caution in pts w/history of chronic alcohol abuse; poss of hepatotoxicity. Use caution in pregnant/breastfeeding women.

	Nursing Interventions/

Patient Teaching
	1. Short term use only

2. Prescriber should be consulted if child takes longer than 5 days, or adults longer than 10 days. 

3. Do not use for temp above 103.1, or fever persisting more than 3 days, or recurrent fever unless directed by prescriber. 

4. High doses or unsupervised long-term use can cause liver damage. Excessive alcohol use may increase risk of hepatotoxicity. 

5. Keep track of total daily intake. 

6. Do not exceed total recommended dose per day. 

7. Drug appears in breast milk in levels less than 1% of dose; can use safely for short-term therapy that doesn’t exceed rcmd dose


Cards MAY be reused for different patients.

PATIENT PROFILE DATABASE








CARE PLAN PROCESS USING CONCEPT MAPPING





***CONCEPT MAP***





***PROBLEM LIST***





Self Evaluation and Critical Reflection





***DRUG CARD*** SAMPLE
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