	NURSING CARE PLAN
Charles Null 

	DATE &
INITIAL
	NURSING DIAGNOSIS
	PATIENT OUTCOMES
	RELATED INTERVENTIONS
	EVALUATION

	3-29-12
	Impaired gas exchange related to: altered oxygen supply, alveolar-capillary membrane changes, altered blood flow, altered blood oxygen carrying capacity. 
As evidenced by:
Spo2 85%
C-xray showing right sided mass
Endoscopy biopsy positive for small cell lung cancer
C-xray positive for right lower lobe infiltrates indicative of pneumonia.
Patient exhibits signs of dyspnea, and use of accessory muscles upon breathing.
Auscultated ronchi in bilateral lung sounds.
Patient also had  large ascites on abdomen which impaired respirations.

		•
	
	Establish a normal, effective respiratory pattern as evidenced by absence of cyanosis and Po2 80% on room air, dyspnea, and use of accessory muscle for respiration.


	•
	
	Verbalize awareness of causative factors such as long term substance abuse and cigarette smoking resulting in exacerbation on COPD and liver damage resulting in ascites contributing to dyspnea.


	•
	
	Initiate needed lifestyle changes cessation of substance abuse such as heroin and alcohol as well and cigarettes.


	•
	
	Demonstrate appropriate coping behaviors such as acceptance of actions resulting in current state. Also patient requires support of friends and family in order to help patient deal with depression.

Auscultation of bilateral lungs clear.

By discharge.



	Elevate HOB to promote lung expansion to be performed with meals and prn with breathing treatments and periods of apnea.

Continuous 3LO2 nasal cannula to be performed daily at all times. 

Intermittent breathing treatments such as albuterol and solumedrol to be performed TID as ordered by physician and prn for periods of difficulty breathing.

Inspiratory spirometer exercises to allow to maximum lung expansion and prevent atelectasis perform 5 to 10 times every hour while awake daily.

Treatment of severe constipation which affects breathing due to pressure buildup in abdomen, initiate bowel regimen per facility protocol prn for no results bowel movement x3 days.

Assess vital signs and O2 saturation every four hours and prn.

Teach client to consume small more frequent meals due to client respiratory status to promote oxygenation.  Every hour while awake as tolerated.

Assess lung sounds and respiratory status. Loc, and breathing patterns every four hours with status change.
	Client willingly participates in oxygenation therapy.

Client maintains oxygen cannula in place for oxygen therapy, and verbalizes understanding of purpose of  therapy. 3L O2 NC Continuous.

Client willingly is compliant with use of inspiratory spirometer without assistance of staff. Willingly participates in own care and verbalizes understanding and purpose of inspiratory spirometer 5 to 10 times and hour.

Client Willingly performs breathing treatments three times a day. Verbalizes understanding of albuterol and solumedrol breathing treatments.Client current PO2 80% on room air and respiration is 28 as while as ronchi in bilateral lung fields.

Client eats small more frequent meals to promote oxygenation.

Goals have been successfully met. Continue plan of care when discharged home.


C. Null 3-29-12
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