Student Name:   Lily Cook	 	 	 	 	 	 	 
Medical Diagnosis/Disease:  Chronic Obstructive Pulmonary Disease (COPD)	 	 	 	 	 	 
 
 
NCLEX IV (8):  Physiological Integrity/Physiological Adaptation   	 	                          NCLEX IV (7):  Reduction of Risk 
	Anatomy and Physiology 
Normal Structures 
 It is a progressive lung disease characterized by persistent airflow limitation. Associated with an enhanced chronic inflammatory response in the airway and lungs. The main causes are cigarette smoking and other noxious particles and gases. Exacerbations and other coexisting problems may contribute to the severity. Chronic bronchitis and emphysema together are related to COPD. Chronic bronchitis is the presence of oxygen and sputum production for at least 3 months in 2 consecutive years. Emphysema is the destruction of alveoli without fibrosis. It is not usually diagnosed until it is advanced. It is the 3rd leading cause of death in the US. The mainstem bronchi, pulmonary vessels, and nerves enter the lungs through the hilus. The bronchioles are encircled by smooth muscles that constrict and dilate in response to various stimuli. Bronchoconstriction and bronchodilation refer to a decrease in the diameter of the airways caused by contraction or relaxation of these muscles. Alveoli are unable and tend to collapse. Alveoli secrete surfactant, which is a lipoprotein that lowers the surface tension in the alveoli. It reduces the amount of pressure needed to inflate the alveoli. 2 different types of circulation pulmonary(deoxygenated) and bronchial (does not take part in gas exchange). The mediastinum separates the right and the left lung. (Parietal and visceral pleura)
	 
	Pathophysiology of Disease 
Characterized by chronic inflammation of the airways, lung parenchyma (bronchioles and alveoli), and pulmonary blood vessels. The defining feature is airflow limitation is not fully reversible during forced exhalation. The main cause is loss of elastic recoil and airflow obstruction, from mucus hypersecretion, mucosal edema, and bronchospasm. The main characteristic sis the inability to expire air. The main site of airflow limitation is in the smaller airways. Air is trapped in the lungs and the chest hyper expands causing a barrel shape. The respiratory muscles cannot function effectively. Hypoxemia may develop during exercise. Bullae are large air spaced in the parenchyma and blebs are air spaces next to pleurae. These are not effective in gas exchange and do not contain a capillary that is normally surrounds each alveolus. Excessive mucous production also occurs. The classifications include mild, severe, and very severe. An FEV1/FVC ratio of less than 70% establishes a diagnosis. 
	 
	Anticipated  Diagnostics 
Labs 
 -ABGs
-CBC
-BMP
Additional Diagnostics 
-Chest x-ray (shows a flat diaphragm)
-ECG (may show signs of right HF)
-sputum for culture and sensitivity
-spirometry to confirm the diagnosis
-6 min-walk test
-serum alpha-1 antitrypsin levels
-COPD assessment test or clinical COPD questionnaire
-Pulmonary function tests 



NCLEX II (3):  Health Promotion and Maintenance                               	 	NCLEX IV (7):  Reduction of Risk 
	Contributing Risk Factors 
  -cigarette smoking
-infection
-asthma
-air pollution
-occupational chemicals and dusts
-aging
-genetics
-alpha-1 antitrypsin deficiency (autosomal recessive disorder)
	 
	Signs and Symptoms 
-develop slowly
-chronic cough or sputum production
-dyspnea
-chronic intermittent cough is the first symptom
-chest heaviness
-wheezing or chest tightness
-fatigue, weight loss, anorexia
-decreased breath sounds or wheezes
	 
	Possible Therapeutic 
Procedures 
Non-surgical 
 -oxygen therapy
-drug therapy
-respiratory care
-nutrition therapy
Surgical 
-lung volume reduction surgery (reduces the size of the lungs by removing the disease lung tissue)
-bronchoscopic lung volume reduction (placing multiple 1-way valves, allowing air to enter during inspiration; pneumothorax is a common complication)
-bullectomy (1 or more very large bullae are removed)
-lung transplant
	 
	Prevention of 
Complications              
(What are some potential complications associated with this disease process) 
 -pulmonary hypertension
-cor pulmonale (results from pulmonary hypertension, late manifestation, prognosis worsens, dyspnea)
-acute exacerbations
-acute respiratory failure




 NCLEX IV (6):  Pharmacological and                 NCLEX IV (5):  Basic Care and Comfort             NCLEX III (4):  Psychosocial/Holistic 
                           Parenteral Therapies         	 	 	 	 	 	 	 	 Care Needs 
	Anticipated Medication Management 
 -narcotics for pain management
 -bronchodilator drug therapy
-mucolytic agents
-inhaled long-acting anticholinergics
-Ceftriaxone
-Acetaminophen 
	 
	Non-Pharmacologic Care Measures 
-nutrition therapy (well-balanced diet, supplements)
-breathing training exercises (pursed-lip breathing and diaphragmatic breathing)
-coughing effectively 

	 
	What stressors might a patient with this diagnosis be experiencing?
-Anxiety
-difficulty coping
-denial
-anger/frustration
-loneliness from social isolation
-guilt 


 
Client/Family Education 	 	                                         NCLEX I (1):  Safe and Effective Care Environment 
	List 3 potential teaching topics/areas 
 stressing the importance of regular follow up appointments
 The early manifestations of exacerbations (increased dyspnea, increased sputum volume, increased sputum, purulence)
 The importance of taking medications on time and regularly
	 
	Multidisciplinary Team Involvement 
(Which other disciplines do you expect to share in the care of this patient) 
-Respiratory therapist, PT, OT, nutritionist, palliative care, case management, surgical team (if necessary) 
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