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Lampiran 

 

FORMAT PENGKAJIAN KEPERAWATAN 

Nama Mahasiswa :............................ 

Tempat Praktik :............................ 

Waktu Praktik  :............................ 

3.1.1 Identitas Diri Klien 

Nama  :............................ Suku   : 

............................ 

Umur  :............................ Pendidikan  : 

............................ 

Jenis Kelamin : ............................ Pekerjaan  : 

............................ 

Alamat  : ............................ Lama Bekerja : 

............................ 

   ............................... Tanggal MRS : 

............................ 

   .............................. Tanggal Pengkajian awal : 

        

 ............................ 

Status perkawinan : ............................ Sumber Informasi : 

............................ 
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Agama  : ............................   

 ............................ 

3.1.2 Riwayat Pengkajian 

(a) Keluhan Utama Saat Masuk Rumah Sakit 

............................................................................................................

............. 

............................................................................................................

............. 

............................................................................................................

............. 

(b) Riwayat Penyakit Sekarang 

............................................................................................................

............................................................................................................

.............................. 

............................................................................................................

............ 

(c) Riwayat Penyakit Dahulu 

............................................................................................................

..................      

............................................................................................................

.................. 

............................................................................................................

.................. 
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(d) Diagnosa medik pada saat MRS, Pemeriksaan penunjang dan 

tindakan yang telah dilakukan, mulai dari pasien MRS (UGD/Poli), 

sampai diambil kasus kelolaan. 

Masalah atau diagnosa medis pada saat MRS : 

............................................................................................................

............. 

Tindakan yang telah dilakukan di Poliklinik atau UGD 

............................................................................................................

............................................................................................................

............................................................................................................

................................................ 

............................................................................................................

............ 

Catatan penanganan kasus ( dimulai saat pasien dirawat diruang 

rawat sampai pengamilan kasus pegelolaan ) 

............................................................................................................

............................................................................................................

............................................................................................................

............................................................................................................

............................................................................................................

............................................................................................................

............................................................................................................

............................................................................................................

............................................................................................................



iv 
 

............................................................................................................

............................................................................................................

............................................................................................................

............................................................................................................

............................................................................................................

............................................................................................................

............................................................................................................

............................................................................................................

............................................................................................................

............................................................................................................

............................................................................................................

................................................................................................... 

 

3.1.3 Pengkajian Keperawatan 

(a) Persepsi dan Pemeliharaan Kesehatan 

Pengetahuan tentang penyakit/perawatan : 

............................................................................................................

............................................................................................................

............................................................................................................

............................................. 

Masalah Keperawatan : 

............................................................................................................

............................................................................................................

........................... 

............................................................................................................

......... 

(b) Pola nutrisi/metabolik 
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Program Diit RS : 

............................................................................................................

......... 

Intake makanan (Sehat/sakit) : 

............................................................................................................

............................................................................................................

........................... 

............................................................................................................

.................. 

 

 

Masalah keperawatan 

............................................................................................................

................. 

Intake Cairan (sehat/sakit) 

............................................................................................................

............................................................................................................

............................................................................................................

..................................................... 

Masalah keperawatan 

............................................................................................................

.................. 

(c) Pola Eliminasi 

1. Buang Air Besar (Sehat/sakit) : 

............................................................................................................

............................................................................................................

.................................... 

Masalah keperawatan : 

............................................................................................................

.................. 

2. Buang Air Kecil (sakit/Sehat) 
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............................................................................................................

............................................................................................................

............................................................................................................

...................................................... 

Masalah Keperawatan : 

............................................................................................................

.................. 

3. Pola Aktivitas dan latihan 

Kemampuan Perawatan Diri 0 1 2 3 4 

Makan/Minum      

Mandi      

Toileting      

Berpakaian      

Mobilitas ditempat tidur      

Berpindah      

Ambulasi/ROM      

0=mandiri,1=alat bantu,2=dibantuorang lain,3=dibantu orang lain 

dan alat, 4=tergantung total 

 Oksigenasi...................................................................................

............. 

4. Pola tidur dan Istirahat 

......................................................................................................

......................................................................................................

.................................... 

......................................................................................................

.................. 

Masalah Keperawatan : 
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......................................................................................................

.................. 

5. Pola perceptual (penglihatan, pendengaran, pengecap, sensasi) : 

......................................................................................................

......................................................................................................

......................................................................................................

...................................................... 

Masalah keperawatan: 

......................................................................................................

.................. 

6. Pola persepsi diri  

(pandangan klien tentang sakitnya, kecemasan, konsep diri) 

......................................................................................................

......................................................................................................

......................................................................................................

...................................................... 

Masalah keperawatan: 

......................................................................................................

.................. 

7. Pola Seksualitas dan reproduksi  

(Fertilitas, libido, menstruasi, kontrasepsi, dll) 

......................................................................................................

......................................................................................................
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......................................................................................................

..................................................... 

Masalah keperawatan: 

......................................................................................................

.................. 

8. Pola peran-hubungan 

(komunikasi, hubungan dengan orang lain, kemampuan 

keuangan) 

......................................................................................................

......................................................................................................

......................................................................................................

...................................................... 

Masalah keperawatan: 

......................................................................................................

.................. 

9. Pola managemen koping-stress 

......................................................................................................

......................................................................................................

......................................................................................................

...................................................... 

Masalah keperawatan: 

......................................................................................................

.................. 

10. Sistem nilai dan keyakinan 



ix 
 

(pandangan klien tentang agama, kegiatan keagamaan, dll) 

......................................................................................................

......................................................................................................

......................................................................................................

...................................................... 

Masalah keperawatan: 

......................................................................................................

.................. 

 

 

 

3.1.4 Pemeriksaan Fisik (Cephalocaudal) 

(a) Keluhan yang dirasakan saat ini 

......................................................................................................

......................................................................................................

......................................................................................................

...................................... 

TD :   P :   N :  

 S :  

BB/TB : 

(b) Kepala (meliputi : rambut, mata, telinga, hidung/sinus,mulut) 

......................................................................................................

......................................................................................................

......................................................................................................
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......................................................................................................

......................................................................................................

.......................................................................................... 

(c) Leher (meliputi : getah bening, kelenjar tyroid, deviasi trakea, JVP) 

......................................................................................................

......................................................................................................

......................................................................................................

...................................................... 

(d) Thorak 

Paru (Inspeksi,palpasi,perkusi,auskultasi) 

......................................................................................................

......................................................................................................

......................................................................................................

......................................................................................................

......................................................................................................

.......................................................................................... 

 

Jantung (inspeksi, palpasi,perkusi,auskultasi) 

......................................................................................................

......................................................................................................

......................................................................................................

......................................................................................................

......................................................................................................

.......................................................................................... 



xi 
 

(e) Abdomen (inspeksi,auskultasi,palpasi,perkusi) 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

(f) Inguinal 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

(g) Ekstremitas (musculoskeletal, termasuk keadaan kulit, kekuatan) 

............................................................................................................

.................. 



xii 
 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

 

(h) Neorologis (tingkat kesadaran kuantitatif/kualitatis,neuroligis 

terkait) 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 



xiii 
 

............................................................................................................

.................. 

(i) Pemeriksaan Diasnostik 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

(j) Terapi 

............................................................................................................

.................. 



xiv 
 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

............................................................................................................

.................. 

Pematang Reba,.............................. 20... 
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Mahasiswa  

   

 

PENANGANAN KASUS 

(dimulai saat anda mengambil sebagai kasus kelolaan, sampai akhir 

praktik) 

ANALISA DATA 

Tgl/jam DATAN 

SENJANG 

MASALAH PENYEBAB 

    

 

Diagnosa Keperawatan (NANDA Toxonomi-II) 

1. ......................................................................................................

.................. 

2. ......................................................................................................

.................. 
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3. ......................................................................................................

.................. 

4. ......................................................................................................

.................. 

5. ......................................................................................................

.................. 
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RENCANA KEPERAWATAN (NURSING CARE PLAN) 

NO. 

DX 

Tanggal 

/jam 

Tujuan/Kriteria Hasil 

(Nursing Outcome 

Classification,NOC) 

Intervensi (Nursing 

Intervention 

Classification, NIC) 

RASIONAL 

 



 

BIODATA PENULIS 

 

 

Nama Lengkap   : Era Meizela 

NIM     : 18905 

Tempat tanggal lahir   : Pematang, 11 Mei 1999 

Agama    : Islam 

Jenis kelamin    : Perempuan 

Alamat    : Jalan Pendidikan,Sukamaju,Batang Peranap 

Riwayat Pendidikan  : 1. SD Negeri 004 Sukamaju 

2. SMP Negeri 01 Batang Peranap 

3. SMK Negeri 01 Batang Peranap 

Kegiatan Yang Pernah Diikuti :1. Olimpiade SAINS Nasional Kab.Inhu 2010 

     2. Olimpiade SAINS Nasional Kab. Inhu 2013 

     3. Sekretaris OSIS tahun 2013/2014 

     4. Anggota OSIS tahun 2015/2016 

     5. Konselor PIK-R Anti Narkoba 

     6. Sekretaris 2 IKM Periode 2018 

     7. Sekretaris 1 Himakep Periode 2019/2020 
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RINGKASAN 

DOKUMENTASI 
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POLITEKNIK KESEHATAN KEMENKES RIAU 

PRODI DIII KEPERAWATAN  JURUSAN KEPERAWATAN  

 

 

STANDAR PROSEDUR OPERASIONAL (SPO) 

PERAWATAN INFUS 

 

PENGERTIAN Proses melakukanperawatanpadatempatpemasanganinfus 

TUJUAN Mencegahterjadinyainfeksi 

INDIKASI Perawataninfusdiindikasikansetiaptiap 48-96 jam atauketikakondisikasainfusbasah, 

terdapatrembesandarah,ataurusaknyakasa yang melindungi area penusukan 

KONTRAINDIKASI - 

ALAT DAN 

BAHAN 
1. Sarungtangan 1 pasang  
2.  Pinsetanatomissteril 2 buah  

3. Perlakdanpengalas 
4. Penunjukwaktu  

5. Kassasteril, guntingplester  
6.  Plester / hipavik 
7.  Lidikapas  

8.  Alkohol 70 %  
9. Iodine povidon solution 10 % 

10. Na Cl 0,9 %  
11. Bengkok 2 buah 

PROSEDUR 

PELAKSANAAN 

A. TahapPra-Interaksi 

1. Melakukanverifikasikebutuhanklien 

2. Mencucitangan 

3. Menyiapkanperalatandi dekatkliendengansistematisdanrapi 

B. TahapOrientasi 

1. Melakukansalamsebagaipendekatanterapeutik 

2. Menjelaskantujuan, kontrakwaktudanprosedurtindakanpadaklien / keluarga 

3. Menanyakanpersetujuandankesiapanpasiensebelumprosedurdilakukan 

 

 

 

 

 

 

C. TahapKerja 
1. Mengaturposisiklien ( tempattusukaninfusterlihatjelas ) 
2. Memakaisarungtangan 
3. Membasahiplesterdenganalkoholdanbukabalutandenganmenggunakanpinset. 
4. Membersihkanbekasplester 
5. Membersihkandaerahtusukandengan iodine povidon 
6. Menutupdengankasasteril 
7. Memasangplesterpenutup 
8. Mengaturtetesaninfus 
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D. TahapTerminasi 

1. Mengevaluasihasiltindakandanresponklien 

2. Menjelaskanbahwatindakansudahselesaidilakukanpadaklien/keluargadanpamit 

3. Mendokumentasikan 
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LATIHAN  RANGE  OF  MOTION  (ROM) 

 

1. DEFINISI 

Latihan range of motion adalahkegiatanlatihan yang 

bertujuanuntukmemeliharafleksibilitasdanmobilitassendi 

2. TUJUAN 

Tujuanlatihan ROM adalahsebagaiberikut : 

a. Mempertahankanfleksibilitasdanmobilitassendi 

b. Mengembalikankontrolmotorik 

c. Meningkatkan/mempertahankanintegritas ROM sendidanjaringanlunak 

d. Membantusirkulasidannutrisisynovial 

e. Menurunkanpembentukankontrakturterutamapadaekstremitas yang 

mengalamiparalisis. 

f. MemaksimalkanfungsiADL 

g. Mengurangiataumenghambatnyeri 

h. Mencegahbertambahburuknyasystemneuromuscular 

i. Mengurangigejaladepresidankecemasan 

j. Meningkatkanhargadiri 

k. Meningkatkancitratubuhdanmemberikankesenangan 

 

3. JENIS 

a. Latihan ROMaktif. 

Gerakaktifadalahgerak  yang dihasilkanolehkontraksiototsendiri. 

Latihan yang dilakukanolehkliensendiri.Hal 

inidapatmeningkatkankemandiriandankepercayaandiriklien. 

b. Latihanaktifdenganpendampingan(active-assisted). 

Latihantetapdilakukanolehkliensecaramandiridengandidampingiole

hperawat. 

Peranperawatdalamhaliniadalahmemberikandukungandanataubantu

anuntukmencapaigerakan ROM yangdiinginkan. 

 

c. Latihan ROMpasif 
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Padapasien yang 

sedangmelakukanbedrestataumengalamiketerbatasandalampergerakanla

tihan ROM 

pasifsangattepatdilakukandanakanmendapatkanmanfaatsepertiterhindar

nyadarikemungkinankontrakturpadasendi. Setiapgerakan yang 

dilakukandengan range yang penuh, 

makaakanmeningkatkankemampuanbergerakdandapatmencegahketerba

tasandalamberaktivitas. Ketikapasientidakdapatmelakukanlatihan ROM 

secaraaktifmakaperawatbisamembantunyauntukmelakukanlatihan. 

Latihandapatdilakukanolehperawatatautenagakesehatan lain.  

 

SOP  LATIHAN  ROM 

 

I. FASE  ORIENTASI 

1. Memberisalam 

2. Perkenalandiri 

3. Cocokkanidentitaspasien 

4. Jelaskantujuandanprosedurtindakan 

 

II. FASE  KERJA 

1. Perawatmencucitangan 

2. Tanyakankeluhanpasien 

3. Lakukanprosedurtindakan : 

a. LatihanSendiLeher 

- Pasiendalamposisitelentang 

- Satutanganperawatberadadibawahkepalapasien, 

tanganlainnya di dada. 

- Bantu angkatkepalapasien, bantu 

tekukleherdengancaraarahkandagukearah dada 

pasien(fleksi), dankembalikankepalakeposisisemula 

(ekstensi) 

b. LatihanSendiBahu 

- Satutanganperawatmemeganglenganataspasiendantangan 

lain memegangpergelangantangan. Angkatlengankearahatas 

(fleksibahu), kemudiankembalikankeposisisemula 

(ekstensi) 

- Satutanganperawatmemegangsiku, 

tanganlainnyamemegangpergelangantangan. 
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Luruskansikupasien, 

gerakkanlenganpasienmenjauhitubuhnyakearahperawat 

(Abduksi), 

kemudiangerakkanlenganpasienmendekatitubuhnya 

(Adduksi) 

- Miringkanpasienkesalahsatusisi, 

satutanganperawatmemegangbahu, tangan lain 

memegangpergelangantangan. 

Gerakkanlenganpasien/luruskanlenganpasienkearahbelakan

g (Hiperekstensibahu) 

- Kemudianputarlenganpasienkearahluar (Rotasieksternal), 

dankearahdalam (Rotasi internal) 

c. LatihanSendiSiku 

- Pasienposisitelentang, 

Satutanganperawatmemegangpergelangantanganpasien, 

tanganlainnyamenahanlenganbagianatas. 

Lakukangerakkanmenekuksiku(fleksi) danmeluruskansiku 

(ekstensi) 

d. LatihanLenganBawah 

- Satutanganperawatmemeganglenganbawahpasien, 

tanganlainnyamemegangtangan. Balikkanlengankearahatas 

(Supinasi) dankebawah (Pronasi) 

e. LatihanSendiPergelanganTangan 

- Satutanganperawatmemeganglenganbawahpasien, tangan 

lain memegangjaripasien. 

Tekukpergelangantanganpasienkearahatas (ekstensi), 

dankearahbawah (fleksi) 

- Satutanganperawatmemeganglenganbawah, 

satutanganmemegangjari. 

Gerakkanpergelangantangankearahpasien (Adduksi) 

danmenjauhipasien (Abduksi) 

f. LatihanSendiJari-JariTangan 

- Satutanganperawatmemegangpergelangantangan, 

danperawatmemasukkanjaritangannya  yang lain keselajari-

jaripasien (Abduksi) dankemudianrapatkanjari-jaripasien 

(Adduksi) 

- Satutanganperawatmemegangpergelangantanganpasien, 

tangan yang lain 

membantupasienmenyentuhkanibujaripasien dg jari-

jaripasien yang lainnya (Oposisijaritangan) 

- Satutanganperawatmemegangpergelangantanganapsien, 

tangan lain membantupasienmemutaribujari (Sirkumduksi) 
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g. LatihanSendiPanggul 

- Satutanganperawatmemegangpahaatas, tangan lain 

dibawahpergelangan kaki. Angkat kaki perlahan-

lahankearahatasmembentuksudut90%(fleksipanggul), 

kemudianturunkankebawah (ekstensipanggul). 

- Satutanganperawatdibawahlutut 

,tanganlainnyamemegangtumit. Gerakkan kaki 

pasienmenjauhibadanpasien(Abduksi) 

dankembalikankeposisisemula (Adduksi). 

- Satutanganperawatdibawahlutut, tangan lain 

memegangtumit. Putar kaki pasien (Sirkumduksi) 

- Satutanganperawatdiataslutut, tangan lain 

memegangpergelangan kaki. Putar kaki pasienkearahluar 

(Rotasieksternal), kemudianputarkearahdalam(Rotasi 

internal) 

- Bantu miringkanpasien. 

Satutanganperawatmemegangpahaatas, tangan lain 

memegang kaki. Luruskanpahadan kaki pasienkebelakang 

(Hiperekstensipanggul). 

h. LatihanSendiLutut 

- Pasientidurtelentang. 

Satutanganperawatdibawahlututdantanganlainmemegangpe

rgelangan kaki. Angkatlututdanbengkokkanlututpasien 

(fleksi) danluruskankembali (ekstensi). 

i. LatihanSendiPergelangan Kaki 

- Satutanganperawatberadadiataspergelangan kaki, tangan 

lain di telapak kaki pasien.  Tekukkanpergelangan kaki, 

arahkanjari-jari kaki kearah dada pasien (Dorsofleksi), 

kemudiantekukpergelangan kaki menjauhi dada pasien 

(Plantar fleksi). 

J.  LatihanSendiJari-jari Kaki 

     -   Satutanganperawatmemegangpergelangan kaki 

pasiendantanganlainnyamembantupasienmenekukjari-jari 

kaki kedepan (Fleksi) danmenekukkankearahbelakang 

(Ekstensi) 

    - Satutanganperawatmemegangpergelangan kaki dantangan lain 

merapatkanjari-jari kaki pasien (Adduksi), 

kemudianperawatmemasukkanjari-jaritanganya di selajari-

jari kaki pasien (Abduksi) 

   -   Satutanganperawatmemegangseparuhbagianatas kaki 

pasiendantanganlainmemegangpergelangan kaki. Putar kaki 

kearahdalamsehinggatelapak kaki menghadapke kaki 

lainnya (Infersi), kemudianputar kaki 
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keluarsehinggabagiantelapak kaki pasienmenjauhi kaki 

yang lain (Efersi). 

4. Perawatmencucitangan 

 

III. FASE  TERMINASI 

a. Jelaskantindakansudahselesai 

b. Tanya responpasiensetelahdilakukantindakan 

 

 


