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	Patient name: Jake Sullivan
	Age: 68
	Gender: Male
	Room number: 204
	Attending physician: Dr. Sarah Anderson
	Date of admission: 10/01/2024
	Medical historyRow1: Chronic Obstructive Pulmonary Disease (COPD) diagnosed 5 years ago

History of smoking (40 pack-years), quit 2 years ago

Hypertension, managed with medications

Frequent respiratory infections over the past year

Hospitalized twice in the last 6 months for COPD exacerbations
	Subjective dataRow1: Reports shortness of breath, especially during activity

Complains of a productive cough with thick, yellow sputum

States feeling fatigued and unable to sleep well

Reports using rescue inhaler more frequently (4-5 times per day)

Denies chest pain but mentions tightness in the chest
	Objective dataRow1: Respiratory rate: 24 breaths per minute

Oxygen saturation: 88% on room air

Auscultation: Wheezes and crackles heard in both lungs

Use of accessory muscles for breathing

Barrel chest observed
	Nursing diagnosisRow1: Impaired gas exchange related to alveolar damage and bronchoconstriction

Ineffective airway clearance related to excessive mucus production

Activity intolerance related to dyspnea and fatigue

Risk for infection related to increased mucus and respiratory compromise

Anxiety related to difficulty breathing and fear of exacerbation
	GoalsoutcomesRow1: Patient will maintain oxygen saturation above 92% on supplemental oxygen

Patient will verbalize understanding of the importance of medication adherence

Patient will demonstrate effective airway clearance through controlled coughing techniques

Patient will report reduced shortness of breath with activity within 48 hours

Patient will remain free of infection during hospitalization


	Nursing interventionsRow1: Administer supplemental oxygen as prescribed, titrate to keep SpO2 above 92%

Educate the patient on proper use of inhalers and breathing techniques (e.g., pursed-lip breathing)

Perform chest physiotherapy and encourage the patient to use an incentive spirometer

Monitor vital signs, respiratory status, and sputum production every 4 hours

Encourage rest periods and cluster care to minimize exertion
	RationaleRow1: Supplemental oxygen improves gas exchange and reduces hypoxia

Proper inhaler use and breathing techniques help to open airways and improve ventilation

Chest physiotherapy and spirometry promote airway clearance and prevent mucus buildup

Monitoring allows for early detection of changes in respiratory status, facilitating timely intervention

Minimizing exertion helps conserve energy and reduce dyspnea
	EvaluationRow1: Patient’s oxygen saturation remains at 93% on 2L of oxygen via nasal cannula

Patient demonstrated correct use of inhalers and stated understanding of medication regimen

Patient was able to clear secretions effectively after chest physiotherapy

Shortness of breath improved after periods of rest and oxygen therapy

No signs of infection were observed; sputum culture was negative


	Additional notesRow1: Patient is compliant with care plan and medication

Encourage smoking cessation support to prevent further lung damage

Continue to monitor for any signs of respiratory distress

Assess for anxiety and provide emotional support as needed

Follow-up plan to discharge with home oxygen therapy
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