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

	2/9/12
AS
	Impaired gas exchange R/T alveolar-capillary membrane changes
Aeb
· SOB
· SaO2 95% on 2L of O2
· Rhonchi
· Unable to walk without assistance
· ABG- pH 7.49, PaO2 59.3L, HCO3 22.8L
	Patient will have improved gas exchange
Aeb
· SaO2 95% without O2
· Clear breath sounds
· Able to walk without assistance
· No SOB

By Discharge
	· Assess respiration noting quality, rate, rhythm, depth, and breathing effort Q shift
· Rapid, shallow breathing patterns can affect gas exchange
· Assess lung sounds, noting areas of decreased sounds Q shift
· Changes in lung sounds may reveal etiology of impaired gas exchange
· Monitor vital signs (BP, pulse, HR, respirations) Q shift
· With initial hypoxia or hypercapnia all these will increase. 
· Monitor ABG’s and note changes Q shift
· Increasing PaCO2 and decreasing PaO2 are signs of respiratory failure. 
· Use pulse ox to monitor oxygen saturation Q shift
· Pulse ox can detect changes in oxygenation
· Maintain nasal cannula at @2L to insure proper oxygenation continuously
· [bookmark: _GoBack]To maintain and SaPO2 over 90%
· Administer Levaquin Daily @ 0900 PO
· Destroy bacteria from the pneumonia
	2/9/12
Patient outcome not met Aeb
· SaO2 95% on 2L of O2
· SOB with excursion
· Rhonchi
· Needed assistance to go to bathroom

Continue plan of care

Alisha Snider RNSN

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




