CVA Nursing Process
Assessment

· Change in level of consciousness

· Paresthesia, paralysis

· Aphasia

· Memory loss

· Vision impairment

· Bladder and bowel dysfunction

· Behavioral changes

Assessment of functional ability

· Mobility

· Activities of daily living

· Elimination

· Communication

· Ability to swallow, eat, and drink without aspiration

Nursing Diagnosis

· Altered tissue perfusion (#1 diagnosis)

· Impaired swallowing

· Risk for aspiration

· Ineffective airway clearance

· Impaired physical mobility

· Risk for falls

· Self-care deficit

· Impaired urinary elimination

· Impaired verbal communication

· Ineffective coping

· Ineffective family coping

· Disturbed body image

· Risk for constipation

· Risk for impaired skin integrity

Nursing Interventions

· Control hypertension to help prevent future CVAs

· Follow swallowing modifications (i.e., thickening, diet considerations)

· Make sure there are no distractions while eating & high fowlers position

· Keep head neutral

· Keep HOB 30°

· Passive ROM and splints to prevent contractures

· Collaborate with PT, OT, SPT

· Turn every 2 hours

· Encourage client to participate in rehabilitation

· Teach the patient how to:

1. Bathe

2. Dress (affected side in first)

3. Brush teeth

4. Shave with an electric razor

5. Eat

6. Comb hair

· Bowel & Bladder training

· Encourage family involvement

· Be calm and patient

· Arrange for home evaluation prior to discharge (safety: rugs, stairs, etc.)

