Chapter 18 MedSurg 

notes - pt. 4

- Check against book before studying, I could have typed something wrong  - Linda

(also, these notes are in ADDITION to the chart on page 419)

	COPD

  - COLD

  - CAL
	Chronic Obstructive Pulmonary Disease

Chronic Obstructive Lung Disease

Chronic Airflow Limitation

	
	- bronchial airways narrow

- excessive mucous secretions within airways

- increase in size of alveoli (airways distal to terminal bronchioles)

- trapping of air results



	
	


see below for details

ASTHMA
	progression
	- stimulus

- airway lining - inflamed & edema-tous

- bronchospasm in bronchi

- secretions thicken

- elastic recoil decreases

= diameter of airways is reduced and breathing is difficult on inspiration.

Over time, problem can become chronic and COPD results



	classifications
	extrinsic - caused by external.factors (pollen, dust, foods)

instrinsic - caused by internal factors (stress, exercise, fatigue)



	status asthmaticus
	attack non-responsive to treatment, persistent.  - worsened by anxiety

	hallmark
	sudden onset of wheezing

increasing dyspnea

and chest tightness

Could go into status asthmaticus if not taken care of.

	absence of wheezing
	not good, could be complete closure of the airway.



	S/S
	nasal flaring

HR up

BP up



	test indications
	ABGs 

indicate
	hypoxia & respiratory acidosis

	
	chest x-rays
	hyperinflation of lungs

	
	pulmonary function tests
	abnormal flow rate & lung volume



	treatment
	remove any known triggers

exercise

avoid respiratory irritants (smoke, pollution)



	meds
	bronchodilators 

  - dilate bronchi

(>all cause hypertension)
	aminophylline (Aminophyllin)

terbutaline sulfate (Brethine, Bricanyl)

	
	beta agonists
	epinephrine (Primatene Mist), 

albuterol sulfate (Ventolin)

	
	anticholinergics
	atropine sulfate & ipratropium bromide (Atrovent)

	
	corticosteroids 

  - decrease inflammation
	prednisone (Delatsone)

	
	mucolytic agents

  - liquifies secretions
	acetylcysteine (Mucomyst)

	
	O2 as needed
	

	diet
	1st thing we do - encourage fluids unless otherwise contraindicated (ie CHF)

	activity
	relax for anxiety

rest between exercisses

no overexertion

for overexertion - sit, sip warm water

	nebulizer
	NEVER leave inhaler at home

take only 2 to 3 whiffs every 4 hrs, call dr if need more often.


CHRONIC BRONCHITIS

	bronchitis
	inflammation of bronchial tree accompanied by hypersecretion of mucus.



	Chronic

bronchitis
	if pt has an infecction with productive cough min 3 mo/yr for 2 consecutive years.



	progression
	- constant irritation of bronchi damages the mucus-secreting glands

- the bronchioles fill with mucus & get infected

- alveoli next to bronchioles eventually get damaged also.



	causes
	- envinmental factors, esp. cigarette smoke

- exposure to cold, damp air couple w/repeated respiratory infections



	S/S
	- recurrent respiratory infections

dyspnea, cyanosis, chronic or recurrent cough w/much sputum

- sputum green or purulent

- over time, chest distended

- coarse crackles through lung fields

- breath sounds diminished/absent over periphery of lung fields

- elevation of pulmonary artery pressure causes increased workload for R. ventricle & in S/S for R-sided CHF (peripheral edema, fatigue)



	test indications
	ABGs 

indicate
	increased PaCO2, decreased PaO2

	
	chest x-rays
	hyperexpansion of lungs

- & when CHF occurs, shows enlarged heart



	
	blood tests
	RBC, Hct, Hg all up due to body trying to compensate for low O2 level.



	treatment
	goals - 

- decrease symptoms of airway irritation

- decrease airway obstruction re secretions & inflammation

prevent infection

maintain oxygenation

increase pt’s exercise tolerance



	
	respiratory therapy
	- use of updraft (nebulizer) & aerosol

- percussion

- postural drainage

(humidification of inspired air helps liquify secretions)



	
	supplemental O2 is admin. based on ABG or pulse oximetry measurements



	
	The neurological response to breathe in some pts becomes altered -

   - initiated when blood level of O2 falls instead of when CO2 level rises

So when O2 blood lvl is high vs Co2 lvl,stimulus to breathe is dangerously low

   - so give as little O2 as possible



	
	If pt has both chronic bronch. & CHF, monitor for signs of fluid overload.



	meds
	bronchodilators 

  - open airways

(>all cause hypertension)
	theophylline (Theo-Dur)

oxtriphylline (Choledyl)

terbutaline sulfate (Brethine)

ipratropium bromide (Atrovent)

	
	bronchodilators
	 albuterol sulfate (Ventolin)

metaproterenol sulfate (Alupen)

	
	corticosteroids 

corticosteroids - inhalatin
	prednisone (Meticorten) - given for short-term 

      therapy for acute exacerbations

-beclomethasone dipropionate (Beclovent)

-triamcinolone acetonide (Azmacort)

	
	
	

	
	mucolytic agents

  - inhalation

  - oral
	-acetylcysteine (Mucomyst)

-guaifenesin (Humibid LA)

	
	antibiotics, broad-spect.
	cephalexin monohydrate (Keflex)

cefaclor (Ceclor)

erythromycin base (E-Mycin)

penicillin V potassium (Pen-Vee K)

	
	immunizations
	against streptococcus pneumoniae recommended

	
	IF pt has CHF also, to strengthen contractions-
	digoxin (Lanoxin)



	
	diuretics
	furosemide (Lasix)

	
	potassium decrease due to diuretics


	supp. potassium chloride (K-Dur, Kay-Ciel elixir)

	diet
	balanced.  If also has CHF, no salt.  

1st thing we do - encourage fluids unless otherwise contraindicated (ie CHF)

	activity
	restricted - bed rest, activity level slowly increased 

Pt. is taught breath retaining exercises - coughing techniques, pursed-lip breathing & diaphragmatic or abdominal breathing.


EMPHYSEMA

	process
	- air accumulates in lung tissues

- airways become fibrous, lose elasticity, causing narrower lumens

- hard for air to leave lungs so alveoli get overdistended with trapped air

- alveoli can rupture, causing loss of available area for gas exchange

leading cause of respiratory death in US

	cause
	smoking #1

air pollution

exposure to occupational resp. irritants

deficiency in alpha-1-antitrypsin

	S/S
	- increasing dyspnea from activity

- degree of dyspnea = degree of hypoxia (rest =mild, activity =severe)

       (in advanced stages, hypoxia also at rest.)

- sputum scant.  When infected, is purulent

- resp. elevates & expiration becomes more difficult



	test indications
	ABGs 


	varying degrees of hypoxia depending on severity.

- hypercapnia (CO2 retention) not as likely as with bronchitis.

	
	chest x-rays
	hyperinflation of lungs & flat diaphragm 

     (distended lung pushes diaphram out of the way)



	
	blood tests
	polycythemia (too many RBCs); Hct, Hg all up due to prolonged hypoxia



	treatment
	goal - 

- prevent further damage to lung tissues

- maintain adequate oxygenation

- prevent infection

- improve pt’s activity tolerance

	
	stop smoking

O2 to 90% min.

supplemental O2 at lowest possible flow rate (2 to 3L) to prevent respiratory & CNS depression (like with chronic bronchitis)  



	meds
	to open airways
	theophylline

	
	exacerbations
	steroids

	
	no mucolytics
	unless infection is present

	
	antibiotics
	to treat and prevent infections

	
	immunizations
	for flu & streptococcus pneumoniae

	
	smoking quit
	Nicorette gum or Nicoderm



	diet
	- high carbs for energy to breathe

- high protein diet if a negative nitrogen balance exists bec of pt using muscle

         tissue to provide energy

- Ensure

1st thing we do - encourage fluids unless otherwise contraindicated (ie CHF)

	activity
	-bed rest, activity increased based on pt’s oxygenation.

- resp. rehab program - pt taught breathing exercises

	
	


BRONCHIECTASIS

	def
	chronic dilation of bronchi

	causes
	pulmonary TB infection

chronic upper resp. tract infections

complications of other resp. disorders of childhood (ie cystic fibrosis)

	progress
	- bronchi become distended & lose their elastic recoil property

- secretions thicken & accumulate in the bronchi, ready for infection.

- airflow is hindered, reducing gas exchange

	S/S
	- frequent/chronic productive cough

- dyspnea

- weight loss

- fatigue

- sputum is thick, & if infection is present, is purulent

- crackles (cough clears them) through lung fields, heard most in morning

- over time, right-sided CHF develops, with edema

	test indications
	ABGs 


	-increased PaCO2, decreased PaO2

- respiratory acidosis

	
	chest x-rays
	- slight hyperinflation of lungs  

- if pt has CHF, shows cardiomegaly

	
	blood tests
	- polycythemia (too many RBCs); Hct, Hg all up 

	
	sputum analysis
	- tells if infection is present & gives C&S results

	
	pulmonary function test
	- decrease in resp. flow rate

- increase in lung volume

- these evaluate the severity of lung damage

	treatment
	goal - 

- remove respiratory secretions

- eliminate & prevent infection

- maintain adequate oxygenation



	
	- aerosol & updraft (nebulizer) respiratory treatments, then 

- percussion & postural drainage helps in secretion removal

- bronchial suctioning if pt. can’t cough secretions loose

- bronchoscopy - if secretions are tough or copious

- supplemental O2 if determined by ABGs &/or pulse oximetry

- monitor weight & I&O for CHF signs

- family genetic counseling re cystic fibrosis

	meds
	bronchodilators 

(>all cause hypertension)
	

	
	corticosteroids - oral

corticosteroids - inhalatin
	-prednisone (Meticorten) 

-beclomethasone dipropionate (Beclovent)



	
	mucolytic agents
	-acetylcysteine (Mucomyst)

	
	antibiotics
	

	
	immunization
	against streptococcus pneumoniae 

     -(Pneumovax 23 vaccine)

	
	IF pt has CHF also, to strengthen contractions-
	digoxin (Lanoxin)



	
	diuretics
	furosemide (Lasix)

	
	potassium decrease due to diuretics


	potassium supplements

	
	if pt has cystic fibrosis
	pancreatic enzymes to replace those missing -

pancrelipase (Pancrease caps, Cotazym caps)

	diet
	high carbs, high calories

protein supplements if needed

Ensure

1st thing we do - encourage fluids unless otherwise contraindicated (ie CHF)

	activity
	limited when acute or infection present - bedrest.

Increase activity per pt tolerance

resp. rehab & exercise help


