
 
 

 
 

 

BIODATA PENULIS 

 

 

 

Nama Lengkap  : Rabeca Noveresy 

NIM    : 18923 

Tempat tanggal lahir  : Rengat, 24 November 1999 

Agama   : Islam 

Jenis kelamin   : Perempuan 

Alamat   : Jln. Kuantan Timur, Pasir Kemilu, Kec.Rengat 

Riwayat Pendidikan : 1. SD Negeri 024 Pasir Kemilu, Rengat 

2. SMP Negeri 01 Rengat 

3. SMA Negeri 01 Rengat 

  



 
 

 
 

 

 

  



 
 

 
 

 

  



 
 

 
 

 

  



 
 

 
 

 

  



 
 

 
 

 

  



 
 

 
 

 

FORMAT PENGKAJIAN KEPERAWATAN 

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

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

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

I. Identitas Diri Klien 

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

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

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

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

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

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

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

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

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

II. Riwayat Pengkajian 

A. Keluhan Utama Saat Masuk Rumah Sakit 

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

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

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

B. Riwayat Penyakit Sekarang 

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

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

Lampiran 1 KEMENTERIAN KESEHATAN REPUBLIK INDONESIA 
POLTEKKES KEMENKES RIAU 

PROGRAM STUDI DIII KEPERAWATAN  

DILUAR KAMPUS UTAMA 
JL. M. TAHAR  NO.  1- PEMATANG  REBA 

TELP.(0769) 341584  Fax. (0769) 341584 

 

 



 
 

 
 

 

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

C. Riwayat Penyakit Dahulu 

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

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

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

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 ) 

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

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

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

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

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

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

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

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



 
 

 
 

 

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

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

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

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

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

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

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

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

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

 

III. Pengkajian Keperawatan 

A. Persepsi dan Pemeliharaan Kesehatan 

Pengetahuan tentang penyakit/perawatan : 

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

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

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

Masalah Keperawatan : 

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

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

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

B. Pola nutrisi/metabolik 

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) 

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

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

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

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 : 

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

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) 



 
 

 
 

 

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

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

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

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 

(pandangan klien tentang agama, kegiatan keagamaan, dll) 

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

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

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

Masalah keperawatan: 



 
 

 
 

 

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

IV. Pemeriksaan Fisik (Cephalocaudal) 

A. Keluhan yang dirasakan saat ini 

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

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

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

TD :   P :   N :   S :  

BB/TB : 

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

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

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

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

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

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

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

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

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

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

D. Thorak 

Paru (Inspeksi,palpasi,perkusi,auskultasi) 

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

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

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



 
 

 
 

 

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

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

 

Jantung (inspeksi, palpasi,perkusi,auskultasi) 

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

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

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

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

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

E. Abdomen (inspeksi,auskultasi,palpasi,perkusi) 

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

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

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

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

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

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

F. Inguinal 

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

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

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

G. Ekstremitas (musculoskeletal, termasuk keadaan kulit, kekuatan) 

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

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

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



 
 

 
 

 

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

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

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

 

H. Neorologis (tingkat kesadaran kuantitatif/kualitatis,neuroligis terkait) 

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

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

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

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

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

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

I. Pemeriksaan Diasnostik 

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

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

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

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

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

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

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

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

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

J. Terapi 

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

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



 
 

 
 

 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

 

RENCANA KEPERAWATAN (NURSING CARE PLAN) 

NO. 

DX 

Tanggal 

/jam 

Tujuan/Kriteria Hasil 

(Nursing Outcome 

Classification,NOC) 

Intervensi (Nursing 

Intervention 

Classification, NIC) 

RASIONAL 



 
 

 
 

 

     

 

  



 
 

 
 

 

 

 

PENGERTIAN Nafas dalam adalah bernapas (inhalasi dan ekshalasi) untuk mengambil oksigen 
maksimal.  

TUJUAN  1. Meningkatkan kapasitas paru  
 2. Mencegah atelektasi 

 

ALAT DAN 

BAHAN 

a. bantal 

PROSEDUR 

PELAKSANAAN 
 a. Tahap pra interaksi :  

1. Identifikasi kebutuhan/indikasi pasien 
2. Cuci tangan 

 
b. Tahap orientasi :  

1. Beri salam, panggil klien dengan namanya  
2. Jelaskan tujuan dan prosedur tindakan  
3. Beri kesempatan pada klien untuk bertanya  

 

c. Tahap kerja : 
 

1. Atur posisi yang dirasa enak oleh klien (semi fowler) dengan lutut ditekuk, 

punggung dan kepala diberi bantal atau posisi supine dengan kepala 

diberi bantal dan lutut ditekuk, untuk membantu otot abdomen rileks. 

Setelah penjelasan tentang latihan, klien dapat mempraktekkan, pertama 

dengan posisi supine atau semi fowler kemudian duduk, berdiri dan 

berjalan. 

2. Anjurkan klien meletakkan satu tangan di dada dan satu tangan di 

abdomen, untuk menambah kekuatan dan tahanan pada bagian otot 

perut 

3. Latih pasien melakukan pernapasan perut (perintahkan klien menarik 

napas dalam melalui hidung dengan mulut ditutup hingga 3 hitungan) 

4. Anjurkan klien tetap rileks, jangan melengkungkan punggung dan 

konsentrasi pada pengembangan abdomen sejauh yang dapat dilakukan. 

Meminta klien menahan napas hingga 3 hitungan. 

5. Perintahkan klien untuk mengerutkan bibir seperti sedang bersiul dan 

mengeluarkan udara dengan pelan dan tenang hingga 3 hitungan. 

6. Anjurkan klien merasakan mengempisnya abdomen dan kontraksi otot 

7. Anjurkan kepada klien untuk melakukan latihan napas dalam ini paling 

sedikit 5 pernafasan empat kali perhari. 

8. Rapikan klien.  
d.   Tahap terminasi :  

 Evaluasi hasil / respon klien  
 1. Dokumentasikan hasilnya  

 

 POLITEKNIK KESEHATAN KEMENKES RIAU 

PRODI DIII KEPERAWATAN  JURUSAN KEPERAWATAN  

 

STANDAR PROSEDUR OPERASIONAL (SPO) 

MELATIH NAFAS DALAM 



 
 

 
 

 

 2. Lakukan kontrak untuk kegiatan selanjutnya  
 3. Akhiri kegiatan, membereskan alat-alat  
 Cuci tangan 

  
 

 

 

 

 

 

  



 
 

 
 

 



 
 

 
 

 



 
 

 
 

 



 
 

 
 

 

 

 


