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Question 1
Anticoagulation therapy is the primary treatment option for patients with acute pulmonary embolism (Konstantinides, 2007).  Anticoagulation therapy prevents the existing clots from growing large in size as well as the formation of new clots. Moreover, thrombolytic drugs can also be administered to dissolve the blood clots. Patients with low pressure should be given dopamine to increase pressure. Treatment of pulmonary infarction includes supportive care and management of underlying conditions that led to the infarction. Most pulmonary infarction cases are a result of pulmonary embolism. Supportive care includes the use of ventilators or nasal cannula if the patients cannot breathe well. 
There are various treatment options for patients with pulmonary hypertension. First, the administration of blood vessel dilator, responsible for opening narrow blood vessels to improves the flow of the blood. Second, the administration of Guanylate cyclase stimulators, that increases nitric oxide in the body to relax the pulmonary blood pressure. Third, the administration of endothelin receptor antagonists, whose role is to, reverses the effects of endothelin that causes arteries to narrow.
Question 2
[bookmark: _GoBack]Clinical diagnosis of Chronic Obstructive Pulmonary Disease (COPD) should be done in any patients with chronic cough, sputum production, and dyspnea as well as in patients with a history of exposure to risk factors of the disease. GOLD recommends Spirometer for clinical diagnosis. The presence of post-bronchodilator FEV1/FVC indicates the presence of COPD. Assessment of COPD exacerbations is also recommended. The objective of COPD assessment is to establish the severity of airflow limitation, the effects of the disease on the patients’ health, and the risk of future exacerbations, (Boschetto et al, 2006).
 An effective COPD management plan involves assessing and monitoring the disease, reducing risk factors, managing staple COPD, and managing exacerbations. Avoidance of the disease’s risk factors help prevents the onset and progression of the disease. Early diagnosis of the disease before it reaches the end-stage of the disease where disability is considerable is highly recommended. To prevent COPD, GOLD recommends early outpatients pulmonary rehabilitation after hospitalization to improve exercise capacity and health status. Influenza and pneumococcal vaccines, phosphodiesterase smoking cessation are some of the therapies for reducing the number of exacerbations.
Question 3
The cardiopulmonary clinical manifestations associated with bronchiectasis include mucopurulent sputum production and chronic cough (Jardins & Burton, 2015). The cough may occur daily or less often in patients with early disease. Coughing blood or mucus mixed with blood a condition known as hemoptysis may also result from trachea damage associated with acute bronchiectasis. The cough is mainly triggered by the large amounts of secretions that fill the tracheobronchial tree.
Other common physical manifestations are abnormal sounds in the chest when breathing or coughing, severe chain pain among patients with acute bronchiectasis, loss of body weight, clubbing of nails, loss of appetite, snoring, increased respiratory rate, etc. Dyspnea on exertion is also a major clinical manifestation recorded in 3 out of 4 patients. Some patients exhibit psychological manifestation which includes, fatigue, depression, and anxiety.
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