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Evidence Based Practice Research Paper
Question 1 
Ms Pierce experiences shortness of breath, cough, and increased spectrum production. The risk factor for this is Bronchitis, where the bronchial tubes that carry air to the lungs become inflamed. This condition causes cough, which brings up mucus. In addition, it also causes shortness in terms of breadth and wheezing. According to the diagnosis, Ms Pierce uses albuterol inhaler for reliving wheezing that happens regularly. The other risk factor, in this case, is chronic obstructive pulmonary disease (COPD). This condition makes it difficult for someone to breathe. The health care issues for the patient include chronic Bronchitis, which causes shortness of breath, low fever, tightness in the chest, and wheezing.   
Question 2 
An alternate explanation for Ms Pierce's condition could be that the patient experiences postnasal drip. Postnasal drip results from draining of the mucus down the throat, resulting from allergies, and a sinus infection. When mucus drips from the voice, it can effortlessly stimulate coughing in order to prevent the mucus from draining down the lungs. Asthma also causes wheezing and shortness of breath. However, not every patient with asthma condition wheezes. Additional symptoms for asthma also includes excess production of mucus and cough, which are the main conditions that the patient experiences. While symptoms of cough, wheezing, and phlegm are typically associated with individuals who have chronic pulmonary disease, studies in general population have additionally shown that these condition result from upper airway cough syndrome.  

Question 3 
A diagnosis of COPD should be considered in patients who have a cough, sputum production, or dyspnea and a history of exposure to risk factors such as the use of tobacco. COPD usually occurs in individuals who are aged 45 years and above and is related to a prior history of smoking cigarette for most patients same as the case of Ms Pierce and for most patients, frequently more than ten-pack every year (Jordan et al., 2015). The risk factor for developing COPD includes smoking of tobacco, occupational dust, and smoke from cooking. In the case study, it is indicated that Ms Pierce worked in a petroleum oil refinery for the past twelve years. Even so, not every individual who has these respiratory symptoms and a history of tobacco smoking products has COPD. 

Question 4
Patients with COPD are often on several medications. Primary medications used for treating COPD include bronchodilators, oxygen, anti-inflammatory agents, antibiotics, leukotriene modifiers, and antibiotics (Guirguis-Blake et al., 2016).
i. Oxygen is usually administered at one to 3 L/min through a nasal cannula. 

ii. Bronchodilators relax smooth muscles around the bronchial tubes. Usually, they are inhaled, or administered orally. The preferred oral administration is inhalation since a low dose is required, and systematic side effects are minimized. 

iii. Antiinflammatory agents This medication method reduces the secretion of mucus and inflammation. They can be inhaled or consumed orally. Their onset is lowered, unlike that of bronchodilators. The period of inflation for this medication is usually 4 to 5 days before a therapeutic effect can be seen. 

iv. Mucolytics like acetylcysteine and guaifenesin minimize the viscosity of mucus. In addition, they enhance the mobilization of secretion of airway for expectoration.

v. Leukotriene modifiers are powerful bronchoconstrictor and can cause oedema in the airways as well as inflammation, and can, as a result, contribute to inflammation of the airway, which can additionally help to COPD symptoms. 

vi. Antibiotics are provided when sputum becomes purulent. 
Question 5 
Nursing management strategies for patients with COPD cough emphasize on the maintenance of airways, monitoring of the techniques of breathing, positioning, productive coughing, oxygen therapy, suctioning, hydration, and the use of vibratory positive-pressure devices. The priority of the nurse is to educate the patient on the best ways of being managed when they survive COPD through participating in therapies for purposes of improving gas exchange and through adhering to the prescription of treatment of drugs. Nurses assess the rate of breathing for patients, the depth, rhythm, and how often they use accessory muscles. The muscle accessories are less efficient compared to the diaphragms, and the breathing task increases. 

Question 6 
Monitoring change in the respiratory of the patient can help with establishing an intervention that minimizes health problems. In addition, it is essential to measure the outcomes of routine management and acute illnesses. It additionally helps to regulate the patient-reported outcome measures, which assesses the function of the patient's lungs and symptoms, functional status, the treatment preferences, patient satisfaction and their quality of life (Postma, & Rabe, 2015). Lack of treatment can affect the fundamental process of disease for patients with COPD; the outcome measures can be, therefore shifted towards improving health-related quality of life. In this environment, the specific treatment measures should focus on the quality of life of the patient. 

Question 7 
The teaching plan for the patient may include 
· Managing medication and their side effects
· Using respiratory therapy measures and caring for the equipment that the patient may be using
· Assisting the patient to achieve dyspnea

· Helping the patient to control their immediate surrounding and helping them to avoid allergens
· Teaching the patient to maintain their nutrition properly 

· Helping the patient to balance their exercise and to have the necessary rest they need.

· Being aware of various complication signs and symptoms
· Creating conditions that allow the patient to be closely medically supervised
· Educating the patient and the family and helping them gain confidence in the process of care. 
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