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

	1/25/12
CH
	Impaired Gas Exchange
R/T Alveolar Capillary Membrane changes
	Patient will show improved gas exchange 

	
	

	
	AEB:
	AEB:
	
	

	
	-Non productive Cough
-Confusion
-Irritability
-Need for O2 therapy
    2 L Nasal Cannula 92% SPO2
-Lethargy
-Elevated WBC count (16.5)

	- Cough that is productive of sputum
-decreased confusion A/O place and person
-Decreased Irritability patient pleasant and positive facial expressions throughout the day
-SPO2 greater than 92% on 2 L







By Discharge
	
1) Assess Vital signs: pulse oximetry, blood pressure, heart rate and respirations (Notify physician if there are any critically high or low) q 4.
(0700,1100,1500,1900)
For worsening or improvement of vital signs.  Assess for rate, depth and rhythm of respirations.  Assess if there is an increase or decrease in blood pressure, temperature and heart rate. Notify the physician if they are critically high or low. 
2) Assess bilateral lung sounds on inspiration and expiration 2 shift.
(0700,1500,2300)
Changes in the lung sounds may show signs of the etiology of impaired gas exchange
3) Assess for lethargy and irritability q 2.
(0700,0900,1100,1300)
Lethargy and Irritability are signs and symptoms of impaired gas exchange. 
4) Monitor hemoglobin levels (notify physician if there are critical levels within the 20 minute time frame)    q 24 hours
(0700,0700)
Low levels reduce the uptake of oxygen in the alveolar capillary membrane making breathing more difficult.  Report critically low levels to physician within the 20 minute time period for a critical level. 
5)  Evaluate patient’s hydration status  by assessing skin turgor and tenting of the skin q 12.
(0700,1900)
Gas exchange may be impaired by under or over hydration as it effects sputum production or inability to produce sputum. Also skin turgor and tenting notify us if the patient is hydrated or not
6) Maintain oxygen and keep saturation greater than 92%.
Daily
Provides adequate oxygenation that the body requires to maintain its system.
7) Encourage deep breathing and coughing q 6 or PRN
(0700,1300,1900)
By deep breathing and coughing, it allows for alveolar expansion and avoids the collapse of alveoli.  
8) Keep head of bed above 40 degrees.
Daily
Body in a position where the best lung expansion can occur helping the patient to breathe a little better. 
9) Educate patient on the need to rest.
PRN
Rest goes hand in hand with pneumonia or impaired gas exchange because it reduces fatigue and dyspnea. 
10) Teach patient about medications such as albuterol and guaifenesin PRN
Teaching will allow a safe medication process and help patient know what medications help them recover better. 

	1/25/12

Goal Partially met:

1/25/12
-Patient has non-productive harsh intermittent cough
-Alert and oriented to place and person times 2
-irritable
-SPO2  94% 2L
-Lethargic
-WBC count 12.1 (high)

1/26/12

-Non productive cough
-Alert and Oriented to place and person times 2
-Pleasant expression on patients face and comments that she is “pleased with her care”
-SPO2 94% on 2L 
-Patients skin turgor not as dry, tenting to a minimum 
-Patient lethargic

Plan of care continued.
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