Angela Pennington 10/2/12
	                                                                                                     NURSING CARE PLAN  


	DATE &
INITIAL
	NURSING DIAGNOSIS
	PATIENT OUTCOMES
	RELATED INTERVENTIONS
	EVALUATION

	10-2-12
	 Nursing Diagnosis:

Ineffective airway clearance R/T presence of artificial airway (tracheostomy)

Etiology:

The pediatric patient was born with tracheal malacia causing an obstruction of the airway.



Defining characteristics:

Dyspnea, excessive sputum, ineffective cough , abnormal breath sounds; rhonchi of bilateral lungs, Continuous 02, and tracheotomy in place.

	Outcome(s):

Patient will be discharged home with tracheostomy and maintain a patent airway with adequate oxygenation. By discharge.

Patient will have SpO2 of 96 percent or higher at all times by discharge.

Patient will have no shortness of breath by discharge.

Patient will have no intercostals retractions, nasal flaring by discharge.

Facility will find a second caregiver in addition to mother by discharge.

	•
	
	Maintain patent airway at all times by discharge
.

	•
	
	Patient will have clear secretions by discharge


	•
	
	Patient will sounds clear lung sounds, by Discharge.


	•
	
	

	•
	
	Demonstrate behaviors to improve or maintain clear airway by having a productive cough by discharge.


Family will be able to identify 2 potential complications with airway  by discharge.



	•
	
	



	Nursing Interventions:

Maintain patent airway every hour and prn.

Monitor patient’s SpO2 every hour and as needed 

Monitor respirations and breath sounds every hour and prn

Assess for nasal flaring and increased use of accessory muscles of respiration every 2 hours and prn.

Position head appropriate for condition to open or maintain open airway in at-rest of compromised individual every 2 hours and as needed

Teach mother trach care while she is visiting every 2 hours and as needed.

Suction tracheal  airway when secretions are blocking airway or client is unable to swallow or cough effectively every 2 hours and as needed.

Administer warm, humidified air to ensure secretions will not thicken at all times.

Elevate head of bed and change position decrease pressure on the diaphragm and enhancing drainage of ventilation every 2 hours and prn.

Assess effectiveness of cough.  Observe color, consistency and quantity of secretions every 2 hours and prn

Auscultate breath sounds and assess air movement to ascertain status and note progress every 2 hours and prn.

Monitor vital signs, noting changes in blood pressure and heart rate every 2 hours and prn.

Family will be able to restate 2 potential complications with airway anytime that they are asked prior to discharge.

	Patient’s mother and second caregiver will participate in care, including physical/occupational, suctioning of tracheostomy to help improve oxygenation and be able to identify 2 potential complications with airway..-goal partially met as they are still looking for a second caregiver.

 10-2-12 Patient maintained SpO2 of 96 percent or higher with patent airway/clear breath sounds showing no shortness of breath, no intercostals retractions, or nasal flaring every hour. –goal met

10-2-12  Patient has clear secretions that are easily cleared by a productive cough.- Goal partially met. –Patient can clear most secretions but at this time secretions are thick and white.

Goals have partially been met.  Plan of care to continue with finding a second caregiver and working with mother.  Patient can clear most secretions however at this time they are thick and white.  The goal met is patient does maintain SpO2 of 96 percent or higher showing no distress.
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