N30030: Nursing of Adults

Nursing Care Plan

Name: Anna M. Pinkston
Pt: W.S.              
Age & Gender: 68 yr old female             
Dx: Pneumonia, hypoxemia, diarrhea, H/O MRSA sputum

	#1. ) Nursing Diagnosis: 

 Ineffective Airway Clearance 

R/T excessive secretions and weak cough

AEB excessive sputum with cough, fine crackles, shortness of breath upon exertion and fatigue.
	#2.) Nursing Diagnosis:
Chronic Pain

R/T orthopedic abnormalities

AEB pt states “My ribs and my leg hurts” and 8/10 on pain scale. 

	Outcome (NOC): The patient will maintain effective airway clearance, as evidenced by keeping a patent airway, normal breath sounds, and effectively clearing secretions.

Patient centered goals:

1.) Patient will demonstrate effective coughing and clearing of secretions each shift.

2.) Patient will maintain patent airway each shift.
	Outcome (NOC): The patient will relate improvement of pain and an increase in daily activities as evidenced by practicing selected noninvasive pain-relief measures and communicating improvement in pain verbally, by pain scale assessment or displaying increased daily activities.
Patient centered goals:

1.) Patient will communicate improvement of pain verbally, by pain scale assessment, or by displaying increased daily activities daily.
2.) Patient will practice selected noninvasive pain-relief measures each shift.

	Classificator (NIC) Specific in content, sequence, and method for this patient.

1.) Assess and evaluate sputum (color, volume, odor and consistency) each shift to detect abnormal sputum (green, yellow, pink-tinged, bloody, or odorous), which is indicative of an infection or other medical problem. Assess and evaluate respiratory status q4h and before and after C&DB exercises (lung sounds, rate, rhythm, depth, and strength) to detect respiratory abnormalities and prevent distress. 

2.) Instruct and teach patient on proper method of controlled cough and deep breathe exercises. Patient should breathe deeply and slowly while sitting up, using diaphragmatic breathing, hold breath for 3 to 5 seconds and then slowly exhale through mouth. Next, take a deep breath, hold, slowly exhale, and cough forcefully from the chest, using two short forceful coughs. Patient should cough into Kleenex and dispose of Kleenex in trashcan and wash hands to minimize spread of infection. 

3.) Assist patient with positioning q2h; patient should keep HOB elevated or sit upright so that organs will shift away from lungs, enabling greater expansion.

4.) Maintain adequate hydration by increasing fluid intake to 2 to 3 quarts (2000-3000ml) a day and making the fluid ready available. This will enable expulsion of secretions. 
	Classificator (NIC) Specific in content, sequence, and method for this patient. 

1.) Assess the patient’s pain q4h and after analgesic administration by using the pain scale (0 indicating no pain, 10 indicating worst pain). Note the location and description of the pain. Assess relieving factors. Assess factors that decrease pain tolerance.
2.) Practice and encourage relaxation techniques (breathing exercises or scheduled periods of rest) and methods of distraction (watching television, listening to music, guided imagery) daily. 
3.) Apply cold applications to areas 5-10 minutes prior to treatment with injections. Discuss the effects, indications, and related precautions of a cold application.

4.) Allow patient to perform activities of daily living by self to increase mobility. Assist when necessary. 


	Rationale for this nursing diagnosis and these interventions:
The inflammation and increased secretions seen with pneumonia make it difficult to maintain a patent airway. This patient had an excessive amount of sputum with her cough (due to pneumonia), making ineffective airway clearance her priority diagnosis. The interventions all promote a patent airway, which will help us achieve our set outcome. Assessment of the respiratory system will determine the patient’s abnormalities and help with the prevention of distress. Controlled coughing will loosen secretions and force them into the bronchus to be expectorated. Deep breathing will dilate airways, stimulate surfactant production, and expand lung tissue surface, thus improving gas exchange. Proper upright positioning will shift organs away from the lungs, enabling great expansion. Adequate hydration will liquefy secretions, enabling expulsion.
	Rationale for this nursing diagnosis and these interventions: 
Chronic pain is pain that is persistent or intermittent and lasts for more than six months. Orthopedic abnormalities may lead to chronic pain. This patient has been through several surgeries, resulting in orthopedic abnormalities, leading to her diagnosis of chronic pain syndrome. Chronic pain is a priority nursing diagnosis for this patient because it influences her overall well-being and puts her at risk for activity intolerance, injury, and fatigue. By assessing her pain, we will know her level, location, and description of pain. We will be able to tell which medications are effective and which non-pharmacological methods are effective. Nonpharmacological interventions provide patients with an increased sense of control, promote activity involvement, reduce stress and anxiety, elevate mood, and raise the pain threshold. These can also enhance the therapeutic effects of pain-relief medications. Cold applications prior to treatment will constrict the blood vessels, reduce blood supply to the skin, and decrease nerve end sensitivity. By allowing the patient to perform ADL’s, we will see the impact her pain has on her ability to perform them. Increasing activity indicates either decreased pain or increased pain tolerance; decreasing activity indicates the pain is worsening. Immobility could increase the pain.

	Process Evaluation:  
With this particular case, W.S. was able to cough up secretions into a Kleenex and dispose of them in her trashcan. She was able to receive additional fluids to assist expulsion of secretions. In addition, she was able to have her HOB raised and to sit in an upright position q2h. These activities were effective for W.S.. However, if a patient has a decreased level of consciousness, such as someone with dementia, the patient would not be able to perform C&DB exercises alone. If a patient had a disease in which increasing fluids was a threat, this activity would need to be modified. If it was a threat for a patient to be sitting in an upright position or for their HOB to be elevated, this action would be eliminated from the plan of care.
Outcome Evaluation: 

For this particular patient, the patient centered goals (outcomes) were realistic and achievable. While on the clinical site, W.S. maintained a patent airway and demonstrated effective coughing and clearing of secretions. In addition, she coughed into Kleenex, and disposed of the Kleenex in the trashcan. To evaluate a patent airway, we use respiratory assessment. W.S.’s assessment revealed: respirations 12bpm, regular rhythm and depth; lung sounds revealed fine crackles; cough with sputum clear, moderate amount, with no odor. From this assessment, we can see that she has no signs of distress, thus maintaining a patent airway. 
	Process Evaluation: 
If these interventions were effective, the patient would verbalize a decrease in pain on the pain scale assessment or a decrease in pain would be reflected in her ability to perform ADL’s. With this particular case, these nursing actions were effective. The patient still complained of pain 8/10 on the pain scale; however, she did maintain her ability to perform her ADL’s with minimal assistance, showing us that her pain is not influencing her mobility. Assessment of the pain and encouraging nonpharmacological actions were effective. When applying cold applications, the patient did not complain after treatment with injections. 

Outcome Evaluation: 

The patient has achieved both patient centered goals (outcomes). While on the clinical site, W.S. was able to perform ADL’s with minimal assistance. She also practiced methods of distractions, such as watching television, and relaxation techniques, such as frequent periods of rest. To evaluate chronic pain, it is necessary to use the pain scale, and observational and listening skills. It is important to remember that pain is subjective, so open-ended questions are critical. From my assessment I have found that the patient’s pain has improved, which was evidenced by her ability to perform ADL’s and practice nonpharmacological pain-relief activities.

	Plan Revision:
I would not eliminate anything from this care plan for W.S. However, I would make a nursing order for her intake and output (I&O) to be monitored q shift, since her fluids have been increased. 

If at any time her level of consciousness decreased or if her pulse oximetry decreased and she had a need to conserve energy, this plan would need to be changed since she would not be able to perform C&DB exercises. The plan of care would also need to be changed if she experienced fluid volume overload. In times of respiratory distress, assessment would need to take place more frequently (q4h would not be adequate). The nurse would need to stay with the patient and assess continually. 
	Plan Revision: 
I would not eliminate anything from the care plan for W.S., since she met her goals. I would make additions. 1.) Patient teaching regarding the pain scale should be reinforced daily (0, indicating no pain and 10, indicating worst pain). 2.) Nonpharmacological measures should be monitored daily, rather than encouraged. The effectiveness of these measures should then be evaluated.


