Unit 5: Planning Worksheet Answers
List 4 activities involved in the planning process.

a. Prioritize problems and diagnosis, formulate client goals and  desired outcomes 
b. Select nursing interventions
c. Document nursing interventions
d. Formulate nursing care plan, delegation
Mrs. Marks is a 50-year-old homemaker who had a cholecystectomy (removal of gallbladder) 2 days ago. She complains of severe incision pain that interferes with her ability to ambulate, cough, and deep breathe effectively. She is extremely fearful and says her best friend died after gallbladder surgery. Her nursing history reveals a 30 year history of smoking, chronic obstructive lung disease (COPD), and obesity. She is the primary care giver for her 15-year-old mentally retarded son. Her husband, a businessman, travels frequently. According to Mrs. Marks, her husband has very little time for their son. Based on the information provided, prioritized Mrs. Marks’ formulated nursing diagnoses as high (1), intermediate (2), or low (3). 

a. Altered nutrition: more then body requirements related to intake greater than metabolic need. _2 or 3____

b. Pain (acute) related to abdominal incision. __1___

c. Risk for infection related to invasive procedures (surgery or intravenous therapy), smoking. __1 or 2___

d. Compromised family coping: related to mentally retarded adolescent son. __3___

e. Fear related to perceived threat of death associated with surgical procedure. __1__
f. Ineffective airway clearance related to pain, history of smoking, and obesity. __1___

Under what circumstance would the nurse or nursing team independently develop client-centered goals?

	A.
	When directed to do so by the physician.
	

	B.
	When the hospital uses standardized care plans.
	

	C.
	If the client is unable to read or write.
	

	D.
	If the client is unable to participate in goal setting.
	


Well-formulated, client-centered goals should:

	A.
	Meet immediate client needs.
	

	B.
	Include preventative health care.
	

	C.
	Include rehabilitative needs.
	

	D.
	All of the above.
	


The following statement appears on the nursing care plan for an immunosuppressed client: the client will remain free from infection throughout hospitalization. This statement is an example of a (an):

	A.
	Nursing diagnosis.
	

	B.
	Short-term goal.
	

	C.
	Long-term goal.
	

	D.
	Expected outcome.
	


The following statement appears on a nursing care plan for a client who experienced a stroke with complete left-sided paralysis: client will perform self-care activities independently by discharge. This statement is an example of:

	A.
	Nursing diagnosis.
	Data clustering.
	

	B.
	Short-term goal.
	Data collecting.
	

	C.
	Long-term goal.
	Data evaluation.
	

	D.
	Expected outcome.
	Data identification.
	


An example of an independent nursing intervention is: 

	A.
	Administering a prescribed pain medication.
	Data clustering.
	

	B.
	Administering a laxative according to protocol.
	Data collecting.
	

	C.
	Turning a client every 2 hours to prevent skin breakdown.
	Data evaluation.
	

	D.
	Ambulating a client according to a therapist’s recommendation.
	Data identification.
	


An example of a dependent nursing intervention is:

	A.
	Administering oral hygiene to a disabled client.
	Data clustering.
	

	B.
	Contacting a psychiatric nurse specialist about a depressed client.
	Data collecting.
	

	C.
	Teaching a client about relaxation techniques.
	Data evaluation.
	

	D.
	Giving an enema to a client before x-ray studies.
	Data identification.
	


An example of a collaborative nursing intervention is:

	A.
	Following admission protocol during an initial client interview.
	Data clustering.
	

	B.
	Assessing a client for side effects of medication.
	Data collecting.
	

	C.
	Administering a prescribed laxative.
	Data evaluation.
	

	D.
	Providing counseling to a client having difficulty adjusting to an unplanned pregnancy.
	Data identification.
	


Dependent interventions should automatically be implemented as prescribed.

T or F
A scientific rationale is:

	A.
	A projected outcome for client care derived from supporting literature. 
	Data clustering.
	

	B.
	The reason, based on supporting literature, a specific nursing action should be taken.
	Data collecting.
	

	C.
	The reason a nursing diagnosis poses a risk to the client.
	Data evaluation.
	

	D.
	A scientific reason nursing care is required by the client.
	Data identification.
	


