NURSING CARE PLAN
 
	DATE &
INITIALS
	NURSING DIAGNOSIS
	PATIENT OUTCOMES
	RELATED INTERVENTIONS
	EVALUATION

	11/30/11
BD
	impaired gas exchange
R/T
lung infiltrate
	Patient will display improved gas exchange
	1. Assess causing/contributing factors:
-understand reasoning for diagnosis and related problems
(one time; on admission/report) 
	11/30/11: Goal not met 

	
	aeb
	aeb
	2. Evaluate degree of compromise:
-monitoring cough, consciousness, (every 4 hours; 0800, 1200, etc.).
	aeb 
[bookmark: _GoBack]diminished lung sounds throughout R&L on inspiration and expiration, NC 2L at night, whole body limited mobility, intermittent non-productive cough

	
	· diminished lung sounds throughout R&L on inspiration and expiration
· NC 2L at night
· whole body limited mobility
· intermittent non-productive cough
	· non-diminished lung sounds throughout R&L on inspiration and expiration
· NC 1L/no NC at night
· Improved whole body mobility
· no evidence of cough
	3. Elevate and keep HOB to 30 degrees:
-improves oxygenation and prevents backflow of cough products into stomach/lungs
(at all times during patient stay)
	Continue plan of care
-B.Dority, SNFRMC

	
	
	
	4. Assess vital signs:
-determine if patient status is improving or deteriorating
(every 4 hours; 0700, 1100, etc.)
	

	
	
	· by discharge
	5. Auscultate lung sounds/Determine respiratory status:
-allows care provider to check if patient’s gas exchange is improving
(every 2 hours; 0800, 1000, etc.)
	

	
	
	
	6. Encourage cough and deep breathing:
-improves oxygenation and mobilizes secretions
(every 2 hours; 0700, 0900, etc.)
	

	
	
	
	7. Promote wellness/teaching:
-gives patient instructions on reducing health risks and/or preventing further decline in lung function
(one time; upon discharge)
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




