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PCS DOCUMENTATION: TRACH CARE
[bookmark: _GoBack]Patient:  _____________________  Unit: ____  Room: __________
-Dx: Pneumonia		-Hx: Obstructive Sleep Apnea, Trach, Obesity
Assessment:
-Size 7, plastic, cuffless, double cannula tracheostomy
-Erythema around stoma site with scant amounts of yellow, odor free drainage
-Frequent, nonproductive cough, SOB, pulse ox 89% on FiO2= 40% without humidification, rhonci throughout all lung fields
Interventions:
-Suction completed for large amounts of thick yellow mucus
-Trach care completed and an extra trach set is at the bedside for emergency use
Evaluation: (post trach care and suction assessment)
-FiO2= 40% Trach Collar with humidification added
-Respirations unlabored and normal depth
-LS- crackles posteriorly on expiration in the left lower lobe
-Intermittent, nonproductive cough

Documentation:
1. Log onto Meditech- **TEST HOSPITAL**.
2. Add this patient to your status board.
3. Add an intervention- “Tracheostomy Assessment” (if not already present).
4. Document interventions: (based on information above)
a. Tracheostomy Assessment.
b. Respiratory Assessment (post suctioning).
5. Save your documentation.
6. Remove patient from status board and exit PCS.
7. Log yourself out of system.
