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	DATE &
INITIAL
	NURSING DIAGNOSIS
	PATIENT OUTCOMES
	RELATED INTERVENTIONS
	EVALUATION

	9-13-12
	 Nursing Diagnosis:

Ineffective airway clearance R/T abnormal physiology of the glottis

Etiology:

The pediatric client was born with a physiological defect of the epiglottis causing an obstruction of the airway.



Defining characteristics:

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

		•
	

	•
	

	•
	


Outcome(s):

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

Pediatric client will meet normal weight and cognitive development. By discharge.

Mother will be able to deal with pediatric clients tracheostomy without difficulty, with help from home health services. By Discharge.

	•
	
	Maintain airway patency.

	•
	
	Expectorate/clear secretions readily. By discharge


	•
	
	Demonstrate absence/reduction of congestion with breath sounds clear, respirations noiseless, improved oxygen exchange (e.g., absence of cyanosis, arterial blood gas [ABG]/pulse oximetry results within client norms). By Discharge.


	•
	
	

	•
	
	Demonstrate behaviors to improve or maintain clear airway. Expectorate Secretions, coughing that is productive. By discharge.


Pediatric client will have surgical reconstruction on the deformed epiglottis and have removal of tracheostomy.  In one year’s time.


	•
	
	



	Nursing Interventions:

Maintain adequate, patent airway:

Monitor respirations and breath sounds, noting rate and sounds (e.g., tachypnea, stridor, crackles, wheezes)

Evaluate client's cough/gag reflex and swallowing ability to determine ability to protect own airway.


Position head appropriate for age and condition to open or maintain open airway in at-rest or compromised individual.

Suction naso/tracheal/oral prn to clear airway when excessive or viscous secretions are blocking airway or client is unable to swallow or cough effectively.

Elevate head of bed and change position every 2 hours and prn to take advantage of gravity decreasing pressure on the diaphragm and enhancing drainage of/ventilation to different lung segments.

Monitor infant/child for feeding intolerance, abdominal distention, and emotional stressors that may compromise airway.


Auscultate breath sounds and assess air movement to ascertain status and note progress.

Monitor vital signs, noting changes in blood pressure and heart rate.

Observe for signs of respiratory distress (increased rate, restlessness/anxiety, use of accessory muscles for breathing).

	1.Pediatric client  and Mother willingly participates in care, including physical/occupational therapy feeding and suctioning of tracheostomy to help improve oxygenation.

 9-11-12 Pediatric client successfully ate 45ml of NeoSure formula. This goal was partially met. Expected consumption was 90ml of formula every 3 hours.

9-12-12 Pediatric client successfully consumed 60ml of NeoSure formula. This goal was partially met. Expected consumption was 90ml of formula every 3 hours.

Mother of Pediatric client increases visitation of infant, to help create a mother daughter bond. (Eriksons stage of development Trust vs. Mistrust).

2. Goals have been successfully been met. Continue plan of care when discharged to home. Add consult with social services as well as a home care nurse  to help care for infant care with tracheostomy.
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