Tracheostomy Nursing Care Plan

Patient name: Sarah Martinez Age: 58
Gender: Female Date of birth: 03/20/1966
Medical history

Relevant medical history:

COPD, obstructive sleep apnea, and recurrent pneumonia. Tracheostomy placed two weeks ago
due to prolonged mechanical ventilation.

Allergies:

Allergic to penicillin and latex.

Medications:

Albuterol nebulizer PRN, Fluticasone inhaler daily, Omeprazole 20 mg daily.

Assessment

Subjective data Objective data
Reports mild discomfort at the tracheostomy site. Tracheostomy site clean but with minimal
States she feels anxious about tracheostomy redness.
care at home. Moderate amounts of thick secretions noted
Expresses difficulty clearing secretions. during suctioning.

Patient uses a cuffed tracheostomy tube,
inflated as per protocol.

Vital signs

Blood pressure: 125/80 mmHg

Heart rate: 92 bpm

Respiratory rate: 20 breaths per minute
Oxygen saturation: 96% on 40% humidified

Temperature: 37.2°C



Diagnosis

Ineffective airway clearance related to tracheostomy and excessive secretions.

Goals and outcomes

Long-term Short-term

Maintain a patent airway and prevent infection. Reduce secretion accumulation through
effective suctioning and humidification.

Improve patient confidence in performing Keep the tracheostomy site clean and free
tracheostomy care. from infection.

Teach the patient proper tracheostomy care
and emergency management.

Interventions

Perform suctioning as needed using sterile technique to clear secretions.

Provide humidified oxygen to prevent airway drying.

Inspect the tracheostomy site daily for signs of infection (e.g., redness, swelling, discharge).
Clean the tracheostomy site with sterile saline and change dressings as needed.

Assess cuff pressure regularly to ensure airway patency and prevent tracheal damage.
Encourage hydration to help thin secretions, if appropriate.

Educate the patient and caregiver on tracheostomy cleaning, suctioning, and emergency
protocols.

Provide emotional support to address anxiety and promote adjustment to the tracheostomy.
Monitor respiratory status (e.g., oxygen saturation, respiratory effort) regularly.

Collaborate with a respiratory therapist for tracheostomy weaning if appropriate.



Rationale

Suctioning maintains a clear airway and prevents secretion buildup.

Humidified oxygen reduces airway dryness and irritation.

Regular inspection helps identify and prevent infections early.

Cleaning prevents buildup of debris and reduces infection risk.

Monitoring cuff pressure minimizes the risk of airway trauma.

Hydration helps manage secretions and maintain airway patency.

Patient education empowers them for home care and emergency management.
Emotional support reduces anxiety and promotes patient cooperation.
Continuous monitoring ensures early detection of respiratory distress.
Collaboration with specialists ensures comprehensive care and progression.

Evaluation

Patient maintains clear airways with minimal secretions.

Tracheostomy site remains free from redness, swelling, or discharge.

Patient demonstrates understanding and proper technique in tracheostomy care.
No episodes of hypoxia or respiratory distress during hospitalization.

Patient reports feeling more confident about managing tracheostomy at home.

Additional notes

Family members expressed interest in training for tracheostomy care and attended two sessions.
Arranged follow-up with ENT specialist for trach assessment in 1 week.
Discussed potential for decannulation once respiratory stability is achieved.

Healthcare professional information
Name: Angela Reyes
License number: RN14893-323

Contact number: (555) 387-6443
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