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CHRONIC OBSTRUCTIVE PULMONARY DISEASE


(ICD9: 491,492,496)





Case Management: Patient Education/Home Care Assessment:





The goal for long term case management is to maintain respiratory function and breathing comfort at an optimal level established for the individual patient.  Maximal breathing is accomplished with the reduction of airway secretions, inflammation, and bronchospasms.  A regular program of exercise is established to improve ventilatory and cardiac functioning. Ongoing chest physiotherapy may be beneficial for patients with large amounts of sputum production.  In-home oxygen therapy may be indicated for patients who are unable to maintain a Pao2 of 50 mm Hg on room air.  Immediate home health care after initial admission should be part of long term case management.





Acute Care Discharge Status:


Discharge on day four; ABG's stable to baseline levels; afebrile; stable on oral medications and respiratory therapy.





Home Care Treatment Plan:





Initial nursing visit on the day after discharge to:


	a) provide clinical assessment


		a.1.raw requested blood work


		a.2. assess peripheral access site


	b) demonstrate and observe accurate flow meter measurements; oximetry; 


	and use of oxygen


	c) assess medication compliance/need/knowledge:


		c.1 evaluate that patient has all prescriptions as ordered and knows 


		how to take them


		c.2. instruct in the administration of aeromeds; oral bronchodilators; 


		use of small volume nebulizer and hand held inhalers


		c.3. instruct in intravenous antibiotic infusions through peripheral 


		venous access established prior to hospital discharge utilizing gravity, 


		pump, or elastomeric infusion devices


		c.4. if medications are administered intramuscularly, more frequent 


		pursing visits will be required


	d) provide patient/caregiver education


		d.1. respiratory therapy treatments and training including postural 


		drainage techniques


		d.2. adaptive exercise and rest techniques


		d.3. importance of adequate fluid intake


	e) assess nutritional status


		e.1 intravenous hydration and nutrition may be part of the home care 


		plan


	f) assess home durable medical equipment needs


			f.1. oxygen, oxygen walker, and electric bed may be needed according 


			to the severity of disability





Occupational therapy visit for energy conservation techniques may be beneficial.





Social Work visit one time per week for two weeks for counseling and education about community resources may be advantageous.





Follow-up nursing visit on day three after discharge to:


	a) provide clinical assessment


		a.1. draw requested blood work


		a.2. assess peripheral access site and change site every three days


	b) reinforce teaching from prior visit


	c) assess medication compliance/need/knowledge:


		c.1. observe patient administration of aeromeds; oral bronchodilators; 


		use of small volume nebulizer and hand held inhalers


		c.2. observe patient administer intravenous antibiotic infusions


		c.3. if medications are administered intramuscularly, more frequent 


		nursing visits will be required


	d) assess nutritional status





Follow-up visit every three days may be reasonable until intravenous infusions completed to:


	a) provide clinical assessment


		a.1. draw requested blood work


		a.2. assess and change peripheral access site


	b) reinforce patient/caregiver education


	c) assess medication compliance/need





Discharge: Improved respiratory function; patient understands and demonstrates compliance with medication regimen; understands signs and symptoms of disease exacerbation; utilizes energy conservation and breathing techniques; activity tolerance improved; anxiety level decreased; no signs of respiratory infection, active participation in long term therapy program; ongoing follow-up care provided in physician office setting.
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