1. What was the respiratory assessment of your patient?

· My patient didn’t seem to have any current respiratory problems other than a productive, intermittent cough.  On auscultation breath sounds were clear.  Respirations ranged from 14-18 per minute over the course of the morning. She was on 2 L/hr of oxygen via nasal cannula and her SpO2 rate was 99% throughout the morning.  My patient did have a history of CHF but did not display any problems with her respiration while I was with her.  She also uses CPAP at home for sleep apnea.
2. What medications did your patient take that affected his or her respiratory status?

3. What laboratory data and diagnostic data did your patient have that impacted his or her respiratory status?

· Her CO2 level was high at 33.7 (normal 22-30).  
4. List one intervention you did that impacted the respiratory status with rationale and the impact it had.

· My patient was discharged Wednesday afternoon.  Since she did not display any respiratory problems on Wednesday morning I did not implement any interventions that impacted her respiratory status.
