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T.R.
FENERBAHÇE UNIVERSITY
HEALTH SCIENCES FACULTY NURSING (ENGLISH) PROGRAM FUNDAMENTALS OF NURSING PRACTICE FILE

BASIC RULES
· On the day of clinical practices, students must be in the clinic where they will practice at 08:00 at the latest.
· It is necessary to pay attention to uniform integrity during clinical practice.
· In the clinic, personal equipments such as a stethoscope, a pen, a small notepad, and a clock with seconds must be with you.
· You must take responsibility for the patient/patients determined by the instructor and/or nurse.
· You should have the recommended anamnesis form and your blank care plan forms with you.
· You MUST have with you the forms containing the module practise objectives and the professional skills you are responsible during clinical practises.
· You need to prepare the nursing process of a patient (determined together with the instructor) for whom you take care of during the clinical practise.
· You must submit the data collection form, the care plan form and the skill list on the specified dates.
· Each day, one of the students will be responsible and will prepare the patient list, tea and lunch break list.
· This list will be hung in a suitable place in the nurse's office.
· Behaviors that will hinder the work of clinical staff during clinical practice should be avoided. (For example: waiting in crowded groups in the clinic staff's working area, talking loudly etc.).
· Patient files should not be taken out of the designated areas.
· Physician requests of the patients that you are responsible must be checked every day when you come to the clinic.
· You must be careful about not to jumble the cards in the medicine card slots in the nurse station.
· The condition of the patients in the patient rooms should not be discussed in a way that disturbs the patients.
· Patients should not be informed about uncertainties.
· If you encounter a needle stick incident during your practice, you MUST notify the instructor.
· In case the patient goes out of the clinic (for any procedure), the patient must be accompanied after informing the instructor.
· In order to leave the clinic at 16:00, all students must complete the patient handoff.
· During the clinical practice, you are expected to make progress in line with the individual feedback given by the instructors.
· You must submit your written feedback regarding the practise to your responsible instructor on the last day of the clinical practise.

FUNDAMENTALS OF NURSING LECTURE CLINICAL PRACTICE OBJECTIVES
1. Using the technical and communication skills learned in the past in professional skills laboratories
2. To be able to perform the general physical examination of the individual for whom she/he is responsible
3. To be able to plan nursing care according to the patient's needs
4. To be able to define the skin
5. To be able to apply interventions to protect skin integrity
6. To be able to care for an individual with tuberculosis / respiratory system problems
7. To be able to observe the effect of being sick and being hospitalized on the individual
8. To be able to observe / implement the patient admission process of the new hospitalized individual
9. To be able to observe the effects of drugs on the individual
10. To be able to observe the effects of antibiotics on the individual
11. To be able to apply interview techniques
12. To be able to evaluate the musculoskeletal system
13. To be able to provide health education to protect the individual's muscle, bone and joint health
14. To be able to care for the patient that has bandages
15. To be able to monitor neurovascularity
16. To be able to recognize the individual with pain
17. To be able to use the skills of approach to the individual with pain
18. To be able to observe the effects and side effects of the drug in the individual who takes analgesic, anti-inflammatory or muscle relaxant drugs
19. To be able to apply movement and body mechanics in accordance with the laws of physics
20. To be able to evaluate muscle atrophy, hypertrophy and muscle strength
21. To be able to apply IM injections to different areas
22. To be able to use the principles of drug administration while doing treatment
23. To be able to use aseptic – antiseptic rules in all attempts
24. To be able to use the skills of approach to the individual with anxiety
25. To be able to have active and passive exercises in the patient who needs it
26. To be able to explain the effect of exercise on muscle
27. To be able to apply preoperative and postoperative nursing care in general
28. To be able to apply the principles of preoperative and postoperative patient education
29. To be able to diagnose the changes in the fluid and electrolyte balance in the patient they care for.
30. To be able to diagnose the individual with dehydration / hypokalemia
31. To be able to apply the principles of care and follow-up of the individual with dehydration / hypokalemia
32. To be able to follow up fluid intake and output of a patient
33. To be able to determine the learning needs of the patient and to create a teaching plan
34. To be able to monitor the nature and amount of nasogastric decompression content
35. To be able to care for a patient with a nasogastric tube
36. To be able to care for a patient with a Foley catheter
37. To be able to follow up the patient with fluid therapy by using the principles of fluid therapy.
38. To be able to apply nursing care by being aware of patient rights
39. To be able to use helping skills
40. To be able to use transport techniques
41. To be able to use the right principles in approaching the angry individual
42. To be able to counsel individuals and groups
43. To be able to evaluate the health protective behaviors of patients
44. To be able to be aware of the feelings and thoughts of the patient he/she cares for.

HOSPITAL AND CLINICAL GUIDE
1. Meeting the staff working in the service (nurse, doctor, secretary, physiotherapist, dietitian, auxiliary staff and others)
2. Learning the departments of the hospital (laboratory, pharmacy, operating room, emergency, x-ray - diagnosis rooms, etc.)
3. Before going to each clinic, deficiencies in theoretical knowledge should be eliminated.
a. Anatomy, physiology, data collection, diagnostic methods for that clinic and nursing care should be mastered.
4. Learning what kind of patients are admitted to the service, how many patients are present, and average discharge times
5. Learning the location of the nurse's room, treatment room, patient rooms, doctor's room, cleaning room, toilet, bathroom and other rooms in the service
6. Learning the working order of the personnel working in the service:
a. Working hours of nurses
b. Shift change and patient handoff times
c. Visiting hours
d. Distribution of roles
e. Working order of other staff (eg, the dietitian's arrival time at the clinic, etc.)
7. Learning clinic routines:
a. Medication hours
b. Hours of receiving, sending and obtaining results of blood and other laboratory tests
c. Hours of diagnostics
d. Cleaning hours of the rooms
e. Material disinfection – sterilization hours and application protocols
f. Drug request protocol from pharmacy
g. Patient admission and discharge procedures
h. Visiting hours of patient's relatives
8. Learning the forms used in the clinics:
a. Nurse observation form
b. Request form
c. Equipment form
d. Pharmacy form
e. Biochemistry form
f. X-ray, consultation forms, etc.
g. Patient files, nurse handover – shift files, order files
9. Learning the equipments used in the service:
a. Medicine boxes, fluids, IV sets, injectors, branules, blood pressure monitors etc. location of materials,
b. Learning the location of the emergency trolley-set, dressing trolley, ECG device, steam device, special sets (eg, Thoracentesis, LP, tracheostomy)


                             PATIENT FOLLOW-UP INSTRUCTIONS
1. Meeting the patient, introducing yourself and explaining why you are in that service
2. Introducing the clinic to the patient (toilet, bathroom, nurse, doctor's room, rest room, etc.), room number, service telephones, visiting hours, etc.
3. Introducing the patient with other patients,Introducing the room, if she/he did not bring his belongings, explaining what kind of goods he needs, in consultation with the service nurse (pajamas, slippers, toothbrush, fork, spoon, towel, napkin, etc.)
4. Introducing the room, if she/he did not bring his belongings, explaining what kind of goods he needs, in consultation with the service nurse (pajamas, slippers, toothbrush, fork, spoon, towel, napkin, etc.)
5. Taking the vital signs of the patient, recording how the patient was admitted to the service, her/his diagnosis and whether she/he has a special condition (communicable disease, allergy, respiratory difficulty, etc.)
6. Checking the doctor's order (daily)
a. Following up the medications – daily dose, number, dose changes on different days (eg, diuretics given every other day), route of administration, time of administration (eg Famodin at bedtime, etc.), changes if any (eg in dose), special conditions to be followed before giving the drug (eg. eg, counting the pulse from the apex before giving Digoxin and giving it if it is within the appropriate limits, consulting when necessary)
b. Following up the diet (whether his diet is appropriate or not, whether the patient takes it fully; if he will be hungry, learning the reason, placing a sign on the patient's head that he is fasting and warning the patient),
c. Weight monitoring (on an empty stomach, after going to the toilet every morning, in the same clothes); abdominal circumference, arm - leg circumference, etc. performing and recording the measurements
d. Follow-up of fluid intake and output, urine density, color, appearance, etc., tracking and recording
e. Controlling the total amount of fluid to be taken daily, preparation of fluids; calculation of how long and at what speed the daily total should be given; Monitoring the fluid trace every hour by removing fluid trace paper. Choosing the appropriate vascular access and the appropriate branule for the fluid; In accordance with aseptic techniques, placing the branule and noting the date of attachment on the plaster, observing the complications that may develop, and making a note of the intervention (replacing the branule if thrombophlebitis has developed)
7. Preparation of the patient for the examinations specified in the request, explaining the procedures to the patient, and performing the application according to the correct techniques (eg, blood, urine analysis, culture taking, ECG). Recording the transactions made in the observation paper
8. If any procedure is to be performed on the patient, preparing the patient, making necessary explanations, being with the patient during the procedure, following the complications that may develop after the procedure (eg, before, during and after the procedure for endoscopy)
9. Appropriate data (e.g. demographic data, existing disease – complaints, history, diet, medications, perceptions of the patient and relatives of the disease, laboratory findings, examinations) from the patient himself, his relatives, nurse, doctor and file (using the data collection form) result, etc.) collection and learning the diagnosis
10. Establishing nursing diagnoses after evaluating all systems of the patient, making appropriate planning and interventions
11. Encouraging the patient to do daily care, if he is not able to do it himself, care (hand, face, mouth, perineum, general body bath, hair, nail care, etc.) must be carried out. The daily arrangement of the room (make the bed, ventilate the room, regularly collect / collect the shelf and belongings must be controlled.


12. 
Patient Identification Form

	Date
	………………………………..
	Time:

	
Clinic:
	
…………….
	Room Number:

	Person/relative of the interview other than the patient:…………

	Hospitalization Date:
	……………………..
	

	Preliminary diagnosis/diagnosis:…………………………………..
	Surgical Intervention Type / Date:………………….



	 Introductory Information	

	Patient Name Surname (initials):………………………………………..

	Date of birth:
	
	
	
	
	Place of birth:………………………….
	

	Age:……
	
	
	
	
	Gender:…………
	
	

	Educational Status:…………………….
	
	
	Marital status:……………………
	

	
Job:…………………………………
	
	
	Number of
children:……
	
	Religious……
…
	

	Social security:
	
	
	No
	
	SGK
	
	Special insurance
	Other………….

	Aplication type
	
	Outpatient/on request
	
	
	another clinic
	
	another hospital
	Emergency

	Arrival Type:
	
	ambulatory
	
	
	Stretcher
	
	Wheelchair
	



	Blood group:

	Body temperature………
	°C
	 axillary
	 Oral	 tympanic
	rectal

	Pulse	/mn.

	Blood pressure:………/……mmHg
	 Right arm
	 Leftt arm	 Sitting
	lying

	Respiratory rate	/mn.

	Pain:
	
	
	no
	 yes

	Allergy (drug, food, plaster, paint, etc.)
	
	 no	 yes…………………
	

	Infectious Disease:
	
	 no	 yes…………………
	

	Reason for Hospitalization (The most important complaint and expression of the patie……………………...........................

	…………………………………………………………………………………………………………………………………………………………………………………………………………

	When and Duration of the Problem Startedi:……………………………………………………………………………………………………………………………………………………

	Health  Story:………………………………………………………………………………………………………………………………………………………………………………….

	………………………………………………………………………………………………………………………………………………………………………………………………………..

	………………………………………………………………………………………………………………………………………………………………………………………………………….

	Disease (DM, HT, MI, Cancer etc.)

	Type
	
	
	
	date

	…………………………………………………….
	
	………………………………………………
	

	…………………………………………………….
	
	……………………………………………..
	

	……………………………………………………
	
	………………………………………………
	

	Family history:
	(Illness, causes of death):

	mother
	………………………………………………………………………………………………………………………………………………………………………………………………

	father
	………………………………………………………………………………………………………………………………………………………………………………………………

	Siblings:
	
	………………………………………………………………………………………………………………………………………………………………………………………..

	Close Relatives:
	
	
	……………………………………………………………………………………………………………………………………………………………………………..

	Habits:
	
	
	
	

	Cigaret:
	
	
	
	no
	
	 yes	(how many/day
	

	Alcohol:
	
	
	
	no
	
	 yes………………………………
	

	other
	
	
	
	no
	
	 yes…………………
	

	Has she/he been hospitalized before?
	
	 no	 yes (why?)……………………
	



	 Health/Illness History	

	1. HEALTH PERCEPTION AND HEALTH MANAGEMENT

	2.
	Subjective Evaluation

	How does she/he usually evaluate her/his health?…………………………………………………………………………………………………………………………

	Past illness or surgery	………………………………………………………………………….

	

	Chronic disease 
 Yes………………
 No
Does she/he regularly apply recommended treatments?
 Yes………………
 No

	

	Frequency of bathing ……………………………../week	                                        Tooth brushing frequency ……………../day

skin eruption

hematoma

Scar

eczema

yellowness


ulceration

Acne

Edema

Burn

other….......



	Risk factor for patient safety (fall, infection)	yes……………………………
no




	



	Continuous medications	dose	Reason for use

	•

	•

	•

	•

	Current medications	dose	Reason for use

	•

	•

	•

	•

	•

	•

	Any problems with your medication?	 no	yes……………………………

	b.Objective Evaluation

	general view	 well maintained

	Please  explain…………………………………………………………………………………………………………………………………………….



	Sayfa 1 / 5



	2.NUTRITION AND METABOLIC STATUS

	a.Subjective Evaluation

	diet:
	
	
	
	
	no
	
	
	
	yes……………………….
	

	Nutrition type:
	
	
	
	
	Oral
	
	
	
	Enteral
	
	
	

	Condition and number of teeth…………………………………………………………

	Dental prosthesis
	
	
	
	
	no
	
	
	
	yes………………………
	

	Daily eating habits (number/frequency)…………………………………………..

	Daily Fluid intake ………
	………………………
	ml/day
	
	
	
	
	
	
	
	

	Nutrition habits (foods that she/he likes; foods rich in protein, carbohydrates, fats:…………………………………………………………………………..

	……………
	
	
	
	
	
	
	
	
	
	
	
	

	Self-feeding situation:
	
	
	
	Dependant
	
	Independent
	
	
	semi-dependent

	Does it have a problem with the following situations?

	Nausea:
	
	No
	
	
	yes
	
	Please describe……………………………………………………………………

	Vomiting:
	
	no
	
	
	yes
	
	Please describe……………………………………………………………………

	swallow
	
	no
	
	
	yes
	
	Please describe……………………………………………………………………

	Chewing:
	
	no
	
	
	yes
	
	Please describe……………………………………………………………………

	Digestion:
	
	no
	
	
	yes
	
	Please describe……………………………………………………………………

	Other than that, is there anything else you want to say?.........................

	b.Objective Evaluation

	Weight: ………………………
	
	
	height:……………………
	Body Mass Index (weight/height2):………………..

	Evaluation:
	
	□< 20 thin
	
	
	20-24.9 suitable weight
	
	25-29.9 slightly obe
	
	30-39.9 obese

	Weight gain/loss in the last 1 year
	
	
	Yok
	
	
	Var………………………….
	



IV cannula	Port
Peripheral


Centerl


other


Melena

incontinence

Hemorrhoids

other





skin eruption

hematoma

Scar

eczema

ulceration

Acne

Edema

Burn

moist

other….......


mouth tenderness

Gum swelling/bleeding

Oral aphtha or wound

dysphagia

decreased appetite

Holitasis…………….

Pain, burning, itching in the anus

Abdominal Tension

Indigestion

Decreased taste

Abdominal Pain
Skin

Itching

petechiae

erythema

Paleness

Dryness


stomatitis

Throat ache

regurgitation

retrosternal pain

increased appetite

Vomiting

Nausea

hematemesis

constipation

Diarrhea




moist
Please explain…
nails

color change

bending-curvature
Please explain…
hair

Abnormal hair loss
Please explain…


ecchymosis

3.ELIMINATION
a.Subjective Evaluation
bowel habit	/week
Last defecation date………………………………..
How to meet the need for defecation
Laxative use


Bladder Habit	/day
urination type
Dialysis


b.Objective Evaluation
Drainage:



nasogastric
 Foley





	
	Fragility

	
	other




dandruff


Dryness







bedpan


diaper


no

bedpan


diaper


no

no
Normal

yes


Normal

yes


yes


Hemovak
Nelaton


chest tube

other
….....



mn)Bowel Sounds:	(…. /

constipation

colostomy

dysuria

darkening of urine color

nocturia

incontinence

Pollakiuria


Normal

Diarrhea

ileostomy



pyuria

hematuria

polyuria

oliguria

enuresis


increased


decreased
retention
Polidipsi
Colic
other…......


no
















4.ACTIVITY / EXERCISE

a.Subjective Evaluation

Enough energy to perform the activity
	no
 yes
regular exercise
Ability to perform the activities in the table (points);
	no
 yes…..............







	Status of Fulfilling Activities of Daily Living
	0 (doing herself/himself)
	1 (needs equipment)
	2 (under the control of another person )
	3
(dependant)

	dressing
	
	
	
	

	Ability to wear
	
	
	
	

	Ability to button up
	
	
	
	

	Ability to comb/wash hair
	
	
	
	

	Similar Activities
	
	
	
	

	ability to take off
	
	
	
	

	ability to stand up from chair
	
	
	
	

	Getting in and out of bed
	
	
	
	

	Similar Activities
	
	
	
	

	eating
	
	
	
	

	Ability to use cutlery
	
	
	
	

	Ability to lift the glass and bring it to the mouth
	
	
	
	

	Similar Activities
	
	
	
	

	Walking
	
	
	
	

	Ability to walk straight
	
	
	
	

	Ability to go up and down stairs
	
	
	
	

	Similar Activities
	
	
	
	

	hygiene
	
	
	
	

	Washing and drying body
	
	
	
	

	Ability to sit on the toilet
	
	
	
	

	Ability to brush teeth
	
	
	
	

	nail care
	
	
	
	

	Similar Activities
	
	
	
	


Your comment……………………………………………………………………………………………………………………………………………….


	b. Objective Evaluation
	


	
	Ronküs

	
	bradypnea

	
	hypopnea

	
	hemoptysis


	
	Walking sti
	
	Walker


	
	Raller


	
Whezing

tachypnea

hyperpnea

Sputum……………




Use of aids/equipment
Respiratory


clear

dyspnea


tracheostomy


Cough……………



wheelchair


Please explain…
cardiovascular system

arrhythmia

history of hypertension

tachycardia

Cyanosis…………………….

bradycardia

Weakness

Pallor/coldness in the extremities……………...

Color change in extremitiesi (Raynoud vb.)


Chest Pain…………………….

varicosis

other…..

Musculoskeletal system
bones
joints

Limitation in joint movements

crepitation


Deformity………………………

Swelling

Arthritis

Dislocation

Atrophy

kyphosis


Sensibility

Nodule

inflammation

osteoporosis

contracture

lordosis




	
	other


5.SLEEP/REST FORM
a. Subjective Evaluation
How many hours does she/he normally sleep per night?
…………….
A condition that interrupts sleep
A problem falling asleep
Sleeping comfortably is a method she/he uses to unwind
Daytime sleeping/nap habits
Waking up rested from sleep
b.Objective Evaluation

insomnia

Hipersomnia


no

no

no

no

E
no


yes………………………….

yes………………………….

yes………………………….

yes………………………….

yes………………………….


Snore



	6.COGNITIVE PERCEPTIONAL STATUS

	a.Subjective Evaluation

	hard of hearing
	
	
	
	no
	
	yes

	Hearing aid use
	
	
	
	yes
	
	no

	Defect of vision
	
	
	
	no
	
	yes

	Glasses/lens use
	
	
	
	yes
	
	no

	Loss of touch/feeling
	
	
	
	no
	
	yes

	ability to smell
	
	
	
	Normal
	
	not normal

	ability to taste
	
	
	
	Normal
	
	not normal

	hallucination/illusion
	
	
	
	no
	
	yes

	ability to concentrate/focus
	
	……………………………………………………………………………………………….

	The easiest way to learn (by reading, listening, seeing)………………………………………
	……………………………………………………………………………………………

	Difficulty learning
	
	………………………………………………………………………………………………

	decision making ability
	
	………………………………………………………………………………………………

	Has he/she been having trouble remembering lately? (remembers recent and distant events?)…………………………………….

	

	b.Objective Evaluation

	sensory disorders

	
	vision loss
	
	color blindness
	
	
	
	

	
	Pitozis
	
	nystagmus
	
	
	
	

	
	dizziness
	
	hemiparesis
	
	
	
	

	
	convulsion
	
	Deafness
	
	
	
	

	
	paralysis
	
	monoparasite
	
	
	
	

	
	syncopal
	
	Tremor
	
	
	
	

	
	Paraplegia
	
	diplopia
	
	
	
	

	
	quatroplegia
	
	other….........
	
	
	
	

	
	hemiplegic
	
	
	
	
	
	




	
Excited


yes………………………….

yes………………………….

yes………………………….

yes


crying

Desperate

7. SELF PERCEPTION / CONCEPTION
a.Subjective Evaluation
Any perceived danger/fear
A change in the individual's views about his or her body
Change in self-perception depending on the individual's situation
Is there someone who cares for you when you need it?
b.Objective Evaluation
psychosocial

calm	 depressed

angry	 Stressful

anxious	 furious


no

no

no

no




	8. ROLE RELATIONSHIP FORM

	a.Subjective Evaluation

	With whom does she/he live?
	alone
	
	family
	
	friends
	
	other………

	Is there an inability to fulfill the roles? (mother, father, child, professional role):…………………………………………………………..

	People who are important in your life:…………………………………………………………………………………………………………………………………………….

	Has difficulty in relationships with close circles and friends
	
	no
	
	
	yes…………………………

	Does she/he communicate with healthcare personnel?
	
	yes
	
	
	no…………………………

	Does she/he communicate with other patients?
	
	yes
	
	
	no…………………………

	The family's attitude towards the disease:……………………………………………………………………………………

	Any significant losses? (organ/function loss)
	
	yes
	
	
	no
	
	

	grief status:……………………………………………………………………………………………………………………………………………

	b.Objective Evaluation

	
	Inconsistency between verbal and nonverbal communication…………………….
	
	
	
	
	other
	
	

	
	difficulty listening …………………………………………………………..
	
	
	
	
	
	
	

	
	Behavior that does not comply with social rules…………………..
	
	
	
	
	
	
	



	9.SEX and REPRODUCTION

	a.Subjective Evaluation

	Last menstrual period :
	…………………………………………………………

	Does she/he use a birth control method?	 no		yes….....

	Change in sexual life	 no		yes

	Please indicate if you have a history of sexually transmitted disease.........................................................................................................

	b. Objective Evaluation

	breasts

	
	lactation
	
	nipple discharge	 gynecomastia		other

	
	pain
	
	Change in nipples

	Female Patient

	
	amenorrhea
	
	decrease in libido	 other…....

	
	dysmenorrhea
	
	Menopause date:…………………..

	Male Patient
	
	
	

	
	erectile dysfunction
	
	
	decrease in libido	 other……………………..



	10.COMMUNICATION / TOLERATION WITH STRESS

	a.Subjective Evaluation

	Are there any difficulties, troubles and obstacles he/she has experienced?	 no		yes…………….

	How does she/he cope with these difficulties and obstacles?...................................................................................................................

	Have there been any major life changes in the past year?	 no		yes

	Do they have concerns about illness or hospitalization? (monetary, self-care…)	 no		yes








yes11. SHAPE OF BELIEF AND VALUES
a.Subjective Evaluation

Religious beliefs and the importa
……………………………………………………………………………………………………………………
Useful/Facilitating religious practices:…………………………………………………...................................
Religious restrictions/prohibitions	 no	
Beliefs and values about life:……………………………………………………………………………………………………….
Beliefs and values about death:…………………………………………………………………………………………………………





12.Things you want to say other than spoken……………………………………………………………………………………

PATIENT FOLLOW-UP FORM

INFORMATION ABOUT THE DISEASE:
• Etiology and Physiopathology:


• Clinical Signs and Findings:


• Diagnostic Methods:


· Treatment:


• Care:







INFORMATION ABOUT DRUGS:

• Name of the drug:




• Indications:


• Contraindications:


• Side effects



• Drug Interactions:




· Ways to Be Considered During Its Use:


	Name:                                             Date: …../…../…….
Room Number      :

MEDICATION APPLICATION CARD                                                                     

     Time/Hours

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	




	Vital Signs  Follow-up Chart
Patient Name:


	
Date
	
Time
	
Body temperature
	Pulse
	Blood pressure
	Respiratory

	
	
	
	number
	type
	
	number
	type

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	




Laboratory Findings
	Test
reference
range
	Date
	Test
	Date

	
	
	
	
	
	
	
	reference
range
	
	
	
	
	

	WBC (Leukocyte)
	
	
	
	
	
	
	SGOT
	
	
	
	
	
	

	RBC (Erythrocyte)
	
	
	
	
	
	
	SGPT
	
	
	
	
	
	

	PLT (Thrombocyte)
	
	
	
	
	
	
	ALP
	
	
	
	
	
	

	Hb
	
	
	
	
	
	
	GGT
	
	
	
	
	
	

	Htc
	
	
	
	
	
	
	HDL
	
	
	
	
	
	

	Glucose
	
	
	
	
	
	
	LDL
	
	
	
	
	
	

	BUN
	
	
	
	
	
	
	T.Bil.
	
	
	
	
	
	

	UREA
	
	
	
	
	
	
	D.Bil.
	
	
	
	
	
	

	Creatinine
	
	
	
	
	
	
	T.Protein
	
	
	
	
	
	

	Uric Acid
	
	
	
	
	
	
	Albumin
	
	
	
	
	
	

	Sodium
	
	
	
	
	
	
	Globulin
	
	
	
	
	
	

	Potassium
	
	
	
	
	
	
	FT3
	
	
	
	
	
	

	Chloride
	
	
	
	
	
	
	FT4
	
	
	
	
	
	

	Calcium
	
	
	
	
	
	
	TSH
	
	
	
	
	
	

	Phosphorus
	
	
	
	
	
	
	ASO
	
	
	
	
	
	

	Magnesium
	
	
	
	
	
	
	CRP
	
	
	
	
	
	

	CPK
	
	
	
	
	
	
	Sedim.
	
	
	
	
	
	

	PT
	
	
	
	
	
	
	LDH
	
	
	
	
	
	

	PTT
	
	
	
	
	
	
	CK-MB
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	URINE BIOCHEMISTRY

	

Test
	Date
	

Test
	Date

	
	
	
	
	
	
	
	
	
	
	
	

	Colour
	
	
	
	
	
	Bilirubin
	
	
	
	
	

	Reaction
	
	
	
	
	
	Urobilinogen
	
	
	
	
	

	density
	
	
	
	
	
	Glucose
	
	
	
	
	

	Protein
	
	
	
	
	
	Microscopic Examination
	
	
	
	

	
	
	
	
	
	
	Acetone
	
	
	
	
	

	RESULT OF CULTURE

	Blood Culture
	Urine Culture
	Throat/sputum Culture
	Stool Culture
	Other

	
	
	
	
	

	
	
	
	
	

	OTHER EXAMINATIONS (biopsy, tomography, MRI etc.)

	

	


Your comment:
INTAKED-EXTRACTED FLUİD LİST


Patient Name:
	
Date
	
Time
	Intaked Fluid
	Extracted Fluid

	
	
	Oral
	Parenteral
	
Urine
	
Vomit
	
NG
	
Drain

	
	
	amount
	contents
	amount
	contents
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


 
Daily intake fluid:………………………  Daily extracted fluid:……………………………   Take-out balance:             

PAIN ASSESSMENT FORM



Pain
No


Yes, Where…...


Time;
How long has the pain existed?:	Onset of pain:
suddenly and violently


slowly and lightly


The pain is recurring The pain is getting worse Pain nature:
Yes

Yes

pulsating


No

No

inflammable


stinging style pain


Other……………



Severity:
If the patient is told that '0' is painlessness and '10' is the most severe pain, ask which number would describe their pain.
no pain	very severe painı
……………………………………………………… ………… ………… …………………………………………………
0	1	2	3	4	5	6	7	8	9	10



Pain Face Scale	It is used for patients who cannot express pain.
[image: ]
Associated findings:
	
	nausea-vomitin   Insomnia

	
	decrease in physical activity



	
	Anorexia

	
	Decreased social activity


	
	Sweating

	
	Other……………








Aggravating Factors:	What initiates/increases pain?:…………………………………………….

 Mitigating factors:	              What reduces your pain?
What are the analgesics you use:
………………………………………………………………………………………………………………………………………………
        

Patient Name:
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Date        Hour                                     Nursing Report                                                     Signature
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CASE STUDY
Discharge Plan and Patient Education Form
	Learning Requirements

	





	Care requirements/who will support:

	





	Home/Family situation & requirements:

	




	Other Issues (transportation, health insurance, income, childcare etc…)
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NURSING CARE PLAN
       Patient Name Surname:

	Date
	Nursing Diagnois
	Expected Outcomes/Goals

	Nursing Interventions


	
	P:

E:

S:
	
	




    
	Date
	Implementation

	Evaluation
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https://health-conditions.com

In the latest edition of NANDA nursing diagnosis list (2018-2020), NANDA International has made some changes to its approved nursing diagnoses compared to the previous edition of NANDA nursing diagnoses 2015-2017 (10th edition). In this latest edition (11th edition), NANDA-I introduced seventeen new nursing diagnoses, and removed eight nursing diagnoses. likewise, seventy-two nursing diagnoses have been revised.

Read Also: NANDA nursing diagnoses 2015-2017
Read Also: Nursing diagnoses Accepted for used and research 2012-2014

Please note that NANDA-I doesn't advise on using NANDA Nursing Diagnosis labels without taking the nursing diagnosis in holistic approach. NANDA-I explained this in their website as follow:

There is no real use for simply providing a list of terms – to do so defeats the purpose of a standardized language. Unless the definition, defining characteristics, related and / or risk factors are known, the label itself is meaningless. Therefore, we do not believe it is in the interest of patient safety to produce simple lists of terms that could be misunderstood or used inappropriately in a clinical context.

[bookmark: Definition_of_a_Nursing_Diagnosis]Definition of a Nursing Diagnosis
A nursing diagnosis is defined by NANDA International (2013) as a clinical judgment concerning a human response to health conditions/life processes, or vulnerability for that response, by an individual, family, group, or community.
[bookmark: New_NANDA_Nursing_Diagnoses]New NANDA Nursing Diagnoses
In this edition of NANDA nursing diagnosis list (2018-2020), seventeen new nursing diagnoses were approved and introduced. These new approved nursing diagnoses are:

· Readiness for enhanced health literacy
· Ineffective adolescent eating dynamics
· Ineffective child eating dynamics
· Ineffective infant eating dynamics
· Risk for metabolic imbalance syndrome
· Imbalanced energy field
· Risk for unstable blood pressure
· Risk for complicated immigration transition
· Neonatal abstinence syndrome
· Acute substance withdrawal syndrome
· Risk for acute substance withdrawal syndrome
· Risk for surgical site infection
· Risk for dry mouth
· Risk for venous thromboembolism
· Risk for female genital mutilation
· Risk for occupational injury
· Risk for ineffective thermoregulation

[bookmark: Retired_NANDA_Nursing_Diagnoses]Retired NANDA Nursing Diagnoses
In this latest edition of NANDA nursing diagnosis list (2018-2020), eight nursing diagnoses were removed from compared to the old nursing diagnosis list (2015-2017). These nursing diagnoses are :

· Risk for disproportionate growth
· Noncompliance (Nursing Care Plan)
· Readiness for enhanced fluid balance
· Readiness for enhanced urinary elimination
· Risk for impaired cardiovascular function
· Risk for ineffective gastrointestinal perfusion
· Risk for ineffective renal perfusion
· Risk for imbalanced body temperature

[bookmark: Approved_NANDA_Nursing_Diagnosis_List_20]

Approved NANDA Nursing Diagnosis List 2018-2020
NANDA Nursing Diagnosis Domain 1. Health promotion
[bookmark: Class_1._Health_awareness]Class 1. Health awareness
Decreased diversional activity engagement (Nursing Care Plan) Readiness for enhanced health literacy
Sedentary lifestyle (Nursing care Plan)

[bookmark: Class_2._Health_management]Class 2. Health management
Frail elderly syndrome (Nursing care Plan) Risk for frail elderly syndrome
Deficient community health Risk-prone health behaviour
Ineffective health maintenance (Nursing care Plan) Ineffective health management
Readiness for enhanced health management Ineffective family health management Ineffective protection
NANDA Nursing Diagnosis Domain 2. Nutrition
[bookmark: Class_1._Ingestion]Class 1. Ingestion
Imbalanced nutrition: less than body requirements (Nursing care Plan) Readiness for enhanced nutrition
Insufficient breast milk production Ineffective breastfeeding (Nursing care Plan) Interrupted breastfeeding (Nursing care Plan) Readiness for enhanced breastfeeding Ineffective adolescent eating dynamics Ineffective child eating dynamics
Ineffective infant feeding dynamics
Ineffective infant feeding pattern (Nursing care Plan) Obesity
Overweight
Risk for overweight
Impaired swallowing (Nursing care Plan)

[bookmark: Class_2._Digestion]Class 2. Digestion
This class does not currently contain any diagnoses

[bookmark: Class_3._Absorption]Class 3. Absorption
This class does not currently contain any diagnoses

[bookmark: Class_4._Metabolism]Class 4. Metabolism
Risk for unstable blood glucose level (Nursing care Plan) Neonatal hyperbilirubinemia
Risk for neonatal hyperbilirubinemia Risk for impaired liver function
Risk for metabolic imbalance syndrome

[bookmark: Class_5._Hydration]Class 5. Hydration
Risk for electrolyte imbalance Risk for imbalanced fluid volume
Deficient fluid volume (Nursing care Plan) Risk for deficient fluid volume
Excess fluid volume (Nursing care Plan)

[bookmark: NANDA_Nursing_Diagnosis_Domain_3._Elimin]

NANDA Nursing Diagnosis Domain 3. Elimination and exchange
[bookmark: Class_1._Urinary_function]Class 1. Urinary function
Impaired urinary elimination Functional urinary incontinence Overflow urinary incontinence Reflex urinary incontinence Stress urinary incontinence Urge urinary incontinence
Risk for urge urinary incontinence Urinary retention
[bookmark: Class_2._Gastrointestinal_function]Class 2. Gastrointestinal function
Constipation (Nursing care Plan) Risk for constipation
Perceived constipation
Chronic functional constipation
Risk for chronic functional constipation Diarrhoea
Dysfunctional gastrointestinal motility
Risk for dysfunctional gastrointestinal motility Bowel incontinence
[bookmark: Class_3._Integumentary_function]Class 3. Integumentary function
This class does not currently contain any diagnoses

[bookmark: Class_4._Respiratory_function]Class 4. Respiratory function
Impaired gas exchange

NANDA Nursing Diagnosis Domain 4. Activity/rest
[bookmark: Class_1._Sleep/rest]Class 1. Sleep/rest
Insomnia
Sleep deprivation
Readiness for enhanced sleep Disturbed sleep pattern
[bookmark: Class_2._Activity/exercise]Class 2. Activity/exercise
Risk for disuse syndrome Impaired bed mobility Impaired physical mobility Impaired wheelchair mobility Impaired sitting
Impaired standing Impaired transfer ability Impaired walking
[bookmark: Class_3._Energy_balance]Class 3. Energy balance
Imbalanced energy field Fatigue
Wandering

[bookmark: Class_4._Cardiovascular/pulmonary_respon]Class 4. Cardiovascular/pulmonary responses
Activity intolerance
Risk for activity intolerance Ineffective breathing pattern Decreased cardiac output
Risk for decreased cardiac output Impaired spontaneous ventilation Risk for unstable blood pressure
Risk for decreased cardiac tissue perfusion 

Risk for ineffective cerebral tissue perfusion Ineffective peripheral tissue perfusion
Risk for ineffective peripheral tissue perfusion Dysfunctional ventilatory weaning response
[bookmark: Class_5._Self-care]Class 5. Self-care
Impaired home maintenance Bathing self-care deficit Dressing self-care deficit Feeding self-care deficit Toileting self-care deficit Readiness for enhanced self-care Self-neglect
[bookmark: NANDA_Nursing_Diagnosis_Domain_5._Percep]
NANDA Nursing Diagnosis Domain 5. Perception/cognition
[bookmark: Class_1._Attention][bookmark: Class_2._Orientation]Class 1. Attention Unilateral neglect Class 2. Orientation
This class does not currently contain any diagnoses

[bookmark: Class_3._Sensation/perception]Class 3. Sensation/perception
This class does not currently contain any diagnoses

[bookmark: Class_4._Cognition]Class 4. Cognition
Acute confusion
Risk for acute confusion Chronic confusion Labile emotional control
Ineffective impulse control Deficient knowledge
Readiness for enhanced knowledge Impaired memory
[bookmark: Class_5._Communication]Class 5. Communication
Readiness for enhanced communication Impaired verbal communication
NANDA Nursing Diagnosis Domain 6. Self-perception
[bookmark: Class_1._Self-concept]Class 1. Self-concept
Hopelessness
Readiness for enhanced hope
Risk for compromised human dignity Disturbed personal identity
Risk for disturbed personal identity Readiness for enhanced self-concept
[bookmark: Class_2._Self-esteem]Class 2. Self-esteem
Chronic low self-esteem
Risk for chronic low self-esteem Situational low self-esteem
Risk for situational low self-esteem

[bookmark: Class_3._Body_image]Class 3. Body image
Disturbed body image

[bookmark: NANDA_Nursing_Diagnosis_Domain_7._Role_r]

NANDA Nursing Diagnosis Domain 7. Role relationship
[bookmark: Class_1._Caregiving_roles]Class 1. Caregiving roles
Caregiver role strain
Risk for caregiver role strain Impaired parenting
Risk for impaired parenting Readiness for enhanced parenting
[bookmark: Class_2._Family_relationships]Class 2. Family relationships
Risk for impaired attachment Dysfunctional family processes Interrupted family processes
Readiness for enhanced family processes

[bookmark: Class_3._Role_performance]Class 3. Role performance
Ineffective relationship
Risk for ineffective relationship Readiness for enhanced relationship Parental role conflict
Ineffective role performance Impaired social interaction
NANDA Nursing Diagnosis Domain 8. Sexuality
[bookmark: Class_1._Sexual_identity]Class 1. Sexual identity
This class does not currently contain any diagnoses
[bookmark: Class_2._Sexual_function]Class 2. Sexual function
Sexual dysfunction Ineffective sexuality pattern
[bookmark: Class_3._Reproduction]Class 3. Reproduction
Ineffective childbearing process
Risk for ineffective childbearing process Readiness for enhanced childbearing process Risk for disturbed maternal-fetal dyad

NANDA Nursing Diagnosis Domain 9. Coping/stress tolerance
[bookmark: Class_1._Post-trauma_responses]Class 1. Post-trauma responses
Risk for complicated immigration transition Post-trauma syndrome
Risk for post-trauma syndrome Rape-trauma syndrome Relocation stress syndrome
Risk for relocation stress syndrome

[bookmark: Class_2._Coping_responses]Class 2. Coping responses
Ineffective activity planning
Risk for ineffective activity planning Anxiety (Nursing Care Plan) Defensive coping
Ineffective coping
Readiness for enhanced coping Ineffective community coping
Readiness for enhanced community coping Compromised family coping
Disabled family coping


Readiness for enhanced family coping Death anxiety
Ineffective denial Fear
Grieving Complicated grieving
Risk for complicated grieving Impaired mood regulation Powerlessness
Risk for powerlessness Readiness for enhanced power Impaired resilience
Risk for impaired resilience Readiness for enhanced resilience Chronic sorrow
Stress overload
[bookmark: Class_3._Neurobehavioral_stress]Class 3. Neurobehavioral stress
Acute substance withdrawal syndrome
Risk for acute substance withdrawal syndrome Autonomic dysreflexia
Risk for autonomic dysreflexia Decreased intracranial adaptive capacity Neonatal abstinence syndrome
Disorganized infant behaviour
Risk for disorganized infant behaviour
Readiness for enhanced organized infant behavior

NANDA Nursing Diagnosis Domain 10. Life principles
[bookmark: Class_1._Values]Class 1. Values
This class does not currently contain any diagnoses

[bookmark: Class_2._Beliefs]Class 2. Beliefs
Readiness for enhanced spiritual well-being

[bookmark: Class_3._Value/belief/action_congruence]Class 3. Value/belief/action congruence
Readiness for enhanced decision-making Decisional conflict
Impaired emancipated decision-making
Risk for impaired emancipated decision-making Readiness for enhanced emancipated decision-making Moral distress
Impaired religiosity
Risk for impaired religiosity Readiness for enhanced religiosity Spiritual distress
Risk for spiritual distress

NANDA Nursing Diagnosis Domain 11. Safety/protection
[bookmark: Class_1._Infection]Class 1. Infection
Risk for infection
Risk for surgical site infection

[bookmark: Class_2._Physical_injury]Class 2. Physical injury
Ineffective airway clearance Risk for aspiration
Risk for bleeding (Nursing Care plan) Impaired dentition
Risk for dry eye 

Risk for dry mouth Risk for falls
Risk for corneal injury Risk for injury
Risk for urinary tract injury
Risk for perioperative positioning injury Risk for thermal injury
Impaired oral mucous membrane integrity
Risk for impaired oral mucous membrane integrity Risk for peripheral neurovascular dysfunction Risk for physical trauma
Risk for vascular trauma Risk for pressure ulcer Risk for shock
Impaired skin integrity (Nursing Care Plan) Risk for impaired skin integrity
Risk for sudden infant death Risk for suffocation Delayed surgical recovery
Risk for delayed surgical recovery Impaired tissue integrity
Risk for impaired tissue integrity Risk for venous thromboembolism
[bookmark: Class_3._Violence]Class 3. Violence
Risk for female genital mutilation Risk for other-directed violence Risk for self-directed violence Self-mutilation
Risk for self-mutilation Risk for suicide
[bookmark: Class_4._Environmental_hazards]Class 4. Environmental hazards
Contamination
Risk for contamination Risk for occupational injury Risk for poisoning
[bookmark: Class_5._Defensive_processes]Class 5. Defensive processes
Risk for adverse reaction to iodinated contrast media Risk for allergy reaction
Latex allergy reaction
Risk for latex allergy reaction

[bookmark: Class_6._Thermoregulation]Class 6. Thermoregulation
Hyperthermia Hypothermia
Risk for hypothermia
Risk for perioperative hypothermia Ineffective thermoregulation
Risk for ineffective thermoregulation

NANDA Nursing Diagnosis Domain 12. Comfort
[bookmark: Class_1._Physical_comfort]Class 1. Physical comfort
Impaired comfort
Readiness for enhanced comfort Nausea
Acute pain Chronic pain
Chronic pain syndrome Labor pain
[bookmark: Class_2._Environmental_comfort]

Class 2. Environmental comfort
Impaired comfort
Readiness for enhanced comfort
[bookmark: Class_3._Social_comfort]Class 3. Social comfort
Impaired comfort
Readiness for enhanced comfort Risk for loneliness
Social isolation

NANDA Nursing Diagnosis Domain 13. Growth/development
[bookmark: Class_1._Growth]Class 1. Growth
This class does not currently contain any diagnoses

[bookmark: Class_2._Development]Class 2. Development
Risk for delayed development
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Braden Scale for Predicting Pressure Ulcer Risk Score
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B Hall Amy M_Pery, Anne Griffin X ABLE 27-1 _Fall Assessment Tool

Fal Factor Category
Scoring not completed for the following reasons) (check any that apply).

I Complete paralysis or completely immobilized. Implement basic safety (low fal ris) interventions.

O Patient has a history of more than one fall within 6 months before admission. Implement high-fall isk interventions throughout hospitalization.
O Patient has experienced a fal during this hospitalization. Implement high-fal risk interventions throughout hospitalization

+ Yenisekme CirleT O3 Patient is deemed high fall risk per protocol (e.g., seizure precautions). Implement high fall-risk interventions per protocol.

= igerikler

B Hosts Govenlgiset x

B Fundamentalsof ursing-Elsevie. X

COMPLETE THE FOLLOWING AND CALCULATE FALL RISK SCORE.

IF NO BOX IS CHECKED, SCORE FOR CATEGORY IS 0 POINTS
Age (single-select)

016069 years (1 point)

17078 years 2 points)

01280 years (3 points)

Fall History (single-select)

01 One fall within & months before admission (5 points)
Elimination (Bowel and Urine) (single-select)
O Incontinence (2 points)

01 Urgency or frequency (2 points)

01 Urgency/frequency and incontinence (4 points)

Medications: Includes PCA/Opiates, Anticonvulsants, Antihypertensives,
Diuretics, Hypnotics, Laxatives, Sedatives, and Psychotropics (single-select)
010 one high fall-risk drug (3 points)

00 two or more high fall-risk drugs (5 points)

01 Sedated procedure within past 24 hours (7 points)

Patient Care Equipment: Any Equipment That Tethers Patient (e.g..

IV Infusion, Chest Tube, Indwelling Catheters, SCDs) (single-select)

01 One present (1 point)

O Two present (2 points)

13 or more present (3 points)

Mobility (Multi-select, Choose All That Apply and Add Points Together)
01 Requires assistance o supervision for mobility, transfer, or ambulation (2 points)

01 Unsteady gait (2 points)

O Visual or auditory impaiment affecting mability (2 points)

Cognition (Multi-select, Choose All That Apply and Add Points Together)
01 Altered awareness of immediate physical environment (1 point)

O Impulsive (2 points)

01 Lack of understanding of one’s physical and cognitve limitations (4 points)

TOTAL

Moderate risk = 6-13 total points

High risk = >13 total points

Copyright © 2007 by The Johns Hopkins Health System Corporation. All rights reserved.
W, Intravenous.

exist that pose threats to safety. For example, give special attention  barriers when the patient attempts to ambulate? Does positioning
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