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

	9/4/2012
KD
	Ineffective Airway Clearance, r/t presence of artificial airway, aeb:

1. Presence of abnormal breath sounds (rhonchi) upon auscultation
2. Ineffective cough
3. Respiratory rate of 58 breaths per minute
4. Frequent decreases in SpO2 to levels <95%
5. Presence of thick secretions requiring tracheal suctioning
	Patient  will maintain a clear, open airway, aeb:

1. Absence of rhonchi or other adventitious breath sounds upon auscultation
2. Cough/Tracheal suctioning will be effective in clearing secretions
3. Patient’s respiratory rate will remain within target range of 18-50 breaths per minute
4. Patient will maintain an SpO2 level >95%
5. Secretions will be thin enough to be easily cleared by patient or through tracheal suctioning


~To be completed By Discharge
	1. Assess for tachypnea, nasal flaring, and increased use of respiratory muscles during respirations, AAT, during any interaction or observation of patient
a. Presence of these s/s indicate respiratory compromise and need for further intervention
2. Assess for any changes in VS (HR, BP, temperature, respiratory rate, SpO2), q Shift, @ 0300 and 1500
a. To observe for indications of respiratory distress or presence of infection
3. Auscultate lungs, and note any area of decreased breath sounds or presence of adventitious breath sounds, q Shift, @ 0300 and 1500
a. To assess for presence of secretions in airways/need for suctioning
4. Assess effectiveness of cough/tracheal suctioning, and observe color, consistency, and quantity of secretions, q Shift, @ 0300 and 1500
a. To assess for presence of infection, dehydration, or an increase in secretions requiring intervention
5. Assess for changes in LOC, AAT, during any interaction or observation of the patient
a. To assess for signs of hypoxia
6. Provide warm, humidified air, AAT
a. To keep secretions thinned and moist
7. Administer supplemental O2 @ 2L/minute, AAT
a. To maintain O2 levels >95% for adequate respiration
8. Provide suctioning of airway, PRN, when indicated by patient status
a. To remove secretions that are present in an amount that hinders respiratory status, when patient is unable to remove on his own
9. Transport patient with portable oxygen, Ambu bag, suction equipment, and extra tracheostomy tube, AAT, when patient is away from bedside
a. To ensure preparedness in the event of a decrease in patients’ respiratory status or accidental loss of tracheostomy tube
10. Administer medications, as ordered by physician, to facilitate eupnea
a. levalbuterol nebulizer solution, 0.63mg, q4h, PRN, to open airway
11. Provide PT/OT for patient, Daily, @ 1400
a. To build patients’ strength and encourage upright posture, which will facilitate removal of secretions from airway
12. Provide caregiver support and education on proper care of tracheostomy, and S/S of respiratory distress, Weekly, on Mondays @ 1000
a. To educate the patients’ caregivers on proper care of trach, in order to eventually allow patient to return to home
	9/4/2012

Goals partially met, aeb:

1. Presence of rhonci heard during auscultation
2. Secretions were able to be cleared during tracheal suctioning
3. Respiratory rate frequently >50/min
4. SpO2 level maintained between 95% and 100% during shift
5. Secretions were thick and at times, difficult to remove through tracheal suctioning

~Recommend continuing plan of care

K. Davis, SNFRMC




9/5/2012

Goals partially met, aeb:

6. Presence of rhonci heard during auscultation
7. Secretions were able to be cleared during tracheal suctioning
8. Respiratory rate frequently >50/min
9. SpO2 level maintained between 95% and 100% during shift
10. Secretions were thick and at times, difficult to remove through tracheal suctioning

~Recommend continuing plan of care

K. Davis, SNFRMC




	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Kristin Davis	Maternal-Child Nursing	Date of Care: September 4-5, 2012

Gulanick, Meg, and Judith L. Myers. "Tracheostomy." Nursing Care Plans: Diagnoses, Interventions, and Outcomes. 7th ed. St. Louis, MO: Elsevier Mosby, 2011. 461-62. Print.
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