Student Name: 	Nicholas Vitella							
Medical Diagnosis/Disease:  	COPD		


NCLEX IV (8):  Physiological Integrity/Physiological Adaptation 			                          NCLEX IV (7):  Reduction of Risk
	Anatomy and Physiology
Normal Structures

The respiratory system is divided into the upper airway and the lower airway.
Upper airway
the nose, nasal and oral pharynx, epiglottis, and larynx. Lower airway
trachea, bronchus, and bronchioles, which further divide like branches of a tree into smaller bronchioles and then end with small air sacs called alveoli.

The human body has two lungs in the thoracic cavity:
2 Lobes on left 3 lobes on right
The diaphragm divides the thoracic cavity from the abdominal cavity and is the primary muscle of respiration. Accessory muscles that help open the thoracic cavity include the ribs plus the abdominal muscles.

When the diaphragm contracts it pulls the lungs downward, enlarging the thoracic cavity and allowing the lungs to expand and draw in air through the mouth and nose, down the trachea, larynx, and bronchi. At the alveolar level, capillaries, the smallest vessel that connects arteries and veins, surround the alveoli and exchange oxygen for carbon dioxide.

The internal pressure in the thoracic cavity is negative compared to the positive atmospheric pressure. When the diaphragm contracts it opens up the thoracic cavity, allowing air to rush into the bronchioles and fill the alveoli. When the pressure within the lungs exceeds the external pressure by filling to capacity with air, the reverse occurs. The diaphragm relaxes and air is pushed out of the lungs in an exhale. 
	
	Pathophysiology of Disease
Persistent airflow limitation in exhalation.
Enhanced chronic inflammatory response in the airways and the lungs. 
Loss of elastic recoil and airflow obstruction, mucus hypersecretion, mucosal edema, and bronchospasm. 
Inflammatory is most common with inhalation of noxious particles and gasses that causes tissue destruction and disrupts the normal defense mechanisms and repair process of the lung. Oxidants inactivate antiproteases that stimulate mucus secretion and increase fluid in the lungs. Protease increases that help in the destruction of the alveoli and loss of lungs elastic recoil. 
Airflow limitation is in the smaller airways trapping air during expiration. The chest hyper expands and becomes barrel shaped because muscles are not functioning properly.
As residual air is increased and loss of elastic recoil the patient is now trying to breathe when lungs are overinflated making them dyspneic with limited exercise capacity. 
Ventilation-perfusion mismatch occurs and hypoxemia occurs as well as respiratory muscle impairment leading to CO2 retention. 
Excess mucus production:
Increase mucus goblet cells, enlarged submucosal glands, dysfunction of cillia, inflammatory mediator stimulation.
Systemic- osteoporosis, diabetes, metabolic syndrome, cardiovascular diseases.
Pulmonary hypertension from small pulmonary arteries vasoconstrict due to hypoxia. Leads to hypertrophy of the right ventricle of the heart leading to heart failure. 
	
	Anticipated  Diagnostics
Labs
H&P
Spirometry
Chest X-Ray
ABGs
COPD assessment 
Lung function tests
Pulse oximetry
Exercise testing





Additional Diagnostics




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








	
	Signs and Symptoms
Chronic intermittent cough
Dypsnea
Chest heaviness
SOB
Hypoxemia
Hypercapnia
limited activity for ADLs
	
	Possible Therapeutic Procedures
Non-surgical

Different routes of O2 administration
Breathing techniques
Postural drainage
Chest physiotherapy
Airway clearance devices
nutritional therapy 
Surgical
Lung volume reduction surgery
Bronchoscopic lung volume reduction surgery
Bullectomy
Lung transplant
	
	Prevention of Complications             
(What are some potential complications associated with this disease process)

Respiratory failure
Bacterial infection
Weight loss
Pulmonary hypertension
Exacerbation of COPD
Heart failure
Pneumonia








 NCLEX IV (6):  Pharmacological and                 NCLEX IV (5):  Basic Care and Comfort             NCLEX III (4):  Psychosocial/Holistic
                           Parenteral Therapies        								 Care Needs
	Anticipated Medication Management
Bronchodilator drugs
SABAs and LABAs
Roflumilast
Respimat
	
	Non-Pharmacologic Care Measures
Nasal Cannula
O2 face masks
Breathing retraining
Airway clearance techniques
Nutritional therapy





	
	What stressors might a patient with this diagnosis be experiencing?
Anxiety
Fear
Depression




Client/Family Education		                         	               NCLEX I (1):  Safe and Effective Care Environment
	List 3 potential teaching topics/areas

1. Breathing techniques
2. Use of supplement oxygen administration/devices
3. Stop smoking cessation/prevent pollutants
	
	Multidisciplinary Team Involvement
(Which other disciplines do you expect to share in the care of this patient)
Respiratory
Pharmacy
Nutritionist/dietician 
Physical Therapy
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