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ABSTRAK

Tasya Dwi Ananta (2025). Asuhan Keperawatan Pada Klien Cerebro Vaskular
Accident di Ruang Unit Stroke RSUD dr. Soedomo Trenggalek. Karya Tulis lImiah
Studi Kasus, Program Studi DIIl Keperawatan Trenggalek, Jurusan Keperawatan,
Politeknik Kesehatan Kemenkes Malang. Pembimbing : Ns. Ixora, S. Kep., M. Kep

CVA (Cerebro Vasculer Accident) adalah kerusakan fungsi otak yang muncul
secara mendadak disebabkan gangguan aliran darah ke otak. Tujuan penelitian ini
adalah memberikan asuhan keperawatan pada klien dengan Cerebro Vascular
Accident di Ruang Unit Stroke RSUD dr. Soedomo Trenggalek. Metode yang
digunakan dalam penelitian ini menggunakan deskriptif kualitatif dengan
pendekatan studi kasus. Metode pengambilan data digunakan studi kasus dengan
cara melakukan wawancara, observasi, pemeriksaan fisik, hasil pemeriksaan
penunjang dan analisis secara mendalam. Partisipan penelitian ini berjumlah satu
klien mengalami CVA infark dengan kesadaran composmentis tanpa penyakit
penyerta. Dari hasil penelitian didapatkan kesenjangan teori dan fakta yaitu pola
nutrisi dan cairan, pola kognitif dan sensori presepsi, keadaan umum, pemeriksaan
fisik, dan syaraf kranial. Masalah keperawatan muncul yaitu Resiko Gangguan
perfusi jaringan serebral, Gangguan mobilitas fisik, Gangguan Komunikasi Verbal.
Intervensi disusun berdasarkan teori kepustakaan yang ada dan mengacu pada
standar operasional prosedur dirumahsakit. Implementasi keperawatan
menyesuaikan dengan kebutuhan dan kondisi klien. Evaluasi menggunakan catatan
perkembangan SOAP memudahkan memantau perkembangan klien. Selama
dilakukan evaluasi tiga hari, kondisi klien mulai ada perubahan, meskipun belum
mencapai hasil maksimal dengan kriteria hasil masalah teratasi sebagian. Peneliti
menyimpulkan bahwa klien stroke harus menerapkan pola hidup sehat dan
memerlukan perawatan khusus demi terciptanya kesembuhan secara optimal.

Kata Kunci : Asuhan Keperawatan, CVA, Klien



ABSTRACT

Tasya Dwi Ananta (2025). Nursing Care for Client with Accident Cerebro Vascular
at Stroke Unit Room of RSUD dr. Soedomo Trenggalek. Scientific Writing Case
Study, DIl Nursing Study Program Trenggalek, Nursing Department, Health
Polytechnic of the Ministry of Health Malang. Supervisor : Ns. Ixora, S. Kep., M.
Kep

CVA (Cerebro Vascular Accident) is a brain function disorder that occurs suddenly
due to impaired blood flow to the brain. The purpose of this study is to provide
comprehensive nursing care to clients with CVA Infark in the Stroke Unit Room of
RSUD dr. Soedomo Trenggalek. The method used in this study uses qualitative
descriptive with a case study approach. The data collection method used is a case
study by conducting interviews, observations, physical examinations, supporting
examination results and in-depth analysis. The participants in this study were one
client experiencing CVA infarction with composmentis awareness without
comorbidities. From the results of the study, there were gaps in theory and facts,
namely nutritional and fluid patterns, cognitive and sensory perception patterns,
general conditions, physical examinations, and cranial nerves. Nursing problems
emerged, namely the Risk of Cerebral Tissue Perfusion Disorders, Physical
Mobility Disorders, and Verbal Communication Disorders. Interventions were
arranged based on existing literature theories and referred to standard operating
procedures in hospitals. The implementation of nursing was adjusted to the needs
and conditions of the client. Evaluation using SOAP progress notes made it easier
to monitor the client development. During the three-day evaluation, the client
condition began to change, although it had not yet achieved maximum results with
the criteria for partially resolved problems. Researchers concluded that stroke
client must adopt a healthy lifestyle, and require special care in order to create
optimal recovery.

Keyword : Nursing Care, CVA, Client
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