
 

 

MSN 2020 

Q1. Mrs. Laxmi, 55 years old women is admitted to the hospital with the diagnosis of diabetes mellitus.  

(a) Define diabetes mellitus. 
(b) List of complication of diabetes mellitus.  
(c) Write medical and nursing management of Mrs. Laxmi.  

Case Study: Mrs. Laxmi (55 years old) – Diabetes Mellitus 

(a) Definition of Diabetes Mellitus: 

Diabetes Mellitus (DM) is a chronic metabolic disorder characterized by high blood glucose levels 
(hyperglycemia) due to either insufficient insulin production (Type 1 DM) or insulin resistance (Type 2 
DM). It leads to impaired carbohydrate, protein, and fat metabolism, affecting multiple organ systems. 

 

(b) Complications of Diabetes Mellitus: 

✅ Acute Complications: 

 Hypoglycemia (low blood sugar) 
 Diabetic Ketoacidosis (DKA) – more common in Type 1 DM 
 Hyperosmolar Hyperglycemic State (HHS) – more common in Type 2 DM 

✅ Chronic Complications: 

1. Microvascular Complications (damage to small blood vessels): 
o Diabetic Retinopathy (eye damage → blindness) 
o Diabetic Nephropathy (kidney disease → kidney failure) 
o Diabetic Neuropathy (nerve damage → numbness, foot ulcers) 

2. Macrovascular Complications (damage to large blood vessels): 
o Cardiovascular Disease (heart attack, stroke) 
o Peripheral Artery Disease (poor circulation → gangrene, amputation) 

3. Other Complications: 
o Diabetic Foot Ulcers & Infections 
o Delayed wound healing 
o Increased risk of infections 

 

(c) Medical & Nursing Management of Mrs. Laxmi 

Medical and Nursing Management of Mrs. Laxmi (Diabetes Mellitus) 

1. Medical Management 

📌 1. Blood Sugar Control: 
✅ Oral Hypoglycemic Agents (OHAs) (for Type 2 DM): 

 Metformin (first-line drug) – improves insulin sensitivity 
 Sulfonylureas (e.g., Glimepiride) – stimulates insulin release 



 

 

 DPP-4 inhibitors (e.g., Sitagliptin) – prolongs incretin hormone action 
 SGLT2 inhibitors (e.g., Empagliflozin) – promotes glucose excretion through urine 

✅ Insulin Therapy (if oral drugs are ineffective or blood sugar is very high): 
 Basal-bolus insulin regimen (long-acting + short-acting insulin) 

📌 2. Dietary Management: 
✅ Balanced diet with complex carbohydrates, proteins, and healthy fats 
✅ Low glycemic index (GI) foods (whole grains, vegetables, legumes) 
✅ Avoid refined sugars, processed foods, and high-fat meals 
✅ Small frequent meals to prevent sugar spikes 

📌 3. Lifestyle Modifications: 
✅ Regular physical activity (30–45 minutes of walking or moderate exercise daily) 
✅ Weight management (BMI control) 
✅ Avoid smoking and alcohol consumption 

📌 4. Monitoring & Prevention: 
✅ Regular blood glucose monitoring (Fasting Blood Sugar, Postprandial, HbA1c every 3 months) 
✅ Blood pressure & lipid profile check-ups to prevent cardiovascular complications 
✅ Foot care to prevent ulcers and infections 
✅ Eye check-ups (retinopathy screening) 

📌 5. Treatment of Acute Conditions: 
✅ Hypoglycemia (low blood sugar): 

 If conscious: Give glucose (oral sugar or fruit juice) 
 If unconscious: IV glucose or glucagon injection 

✅ Hyperglycemia (high blood sugar): 
 Adjust insulin doses 
 Increase hydration and monitor ketones (to prevent ketoacidosis) 

 

2. Nursing Management 

📌 1. Assessment: 
✅ Monitor blood glucose levels regularly 
✅ Assess for signs of hypo/hyperglycemia 
✅ Check for foot ulcers, skin infections, and neuropathy symptoms 
✅ Monitor vital signs (BP, pulse, weight, hydration status) 

📌 2. Nursing Interventions: 
✅ Administer medications (oral drugs or insulin) as prescribed 
✅ Educate Mrs. Laxmi on: 

 Medication adherence and correct insulin administration 
 Recognizing early symptoms of hypo/hyperglycemia 
 Emergency measures for blood sugar fluctuations 

✅ Encourage dietary modifications: 



 

 

 Portion control and carbohydrate counting 
 Avoiding excessive salt (for BP control) 

✅ Promote foot care: 
 Daily foot inspection for wounds or ulcers 
 Wearing comfortable footwear 
 Avoiding walking barefoot 

✅ Encourage physical activity: 
 Safe exercises like walking or yoga 
 Avoid excessive exertion if sugar levels are uncontrolled 

📌 3. Preventing Complications: 
✅ Skin and wound care – Prevent infections in case of cuts or injuries 
✅ Regular check-ups for kidney function, eyes, and heart health 
✅ Psychological support – Educate and counsel for lifestyle changes 

 

Conclusion: 

Mrs. Laxmi requires a comprehensive diabetes management plan with medications, lifestyle 
modifications, regular monitoring, and education to prevent complications and improve quality of life. 
Nurses play a key role in providing medication adherence support, diet education, and foot care 
management. 

Q2. (a) Define liver cirrhosis.  

:- Definition of Liver Cirrhosis 

Liver cirrhosis is a chronic, progressive liver disease characterized by fibrosis (scarring) and nodular 
regeneration of liver tissue, leading to loss of normal liver function. It is an irreversible condition that 
results from long-term liver damage due to various causes like chronic alcoholism, viral hepatitis, and 
fatty liver disease. 

As cirrhosis progresses, liver function declines, leading to complications such as portal hypertension, 
liver failure, and increased risk of liver cancer. 

(b) Write down etiology of liver cirrhosis.  

Etiology (Causes) of Liver Cirrhosis 

Liver cirrhosis develops due to chronic liver damage from various conditions. The major causes include: 

 

1. Chronic Alcohol Consumption (Alcoholic Liver Disease) 

 Long-term excessive alcohol intake leads to fat accumulation (steatosis), inflammation, and 
fibrosis. 

 One of the most common causes of cirrhosis worldwide. 

 



 

 

2. Viral Hepatitis (Hepatitis B & C) 

 Chronic Hepatitis B and C infections cause inflammation and fibrosis over time. 
 Hepatitis C is a leading cause of cirrhosis and liver cancer. 

 

3. Non-Alcoholic Fatty Liver Disease (NAFLD) & Non-Alcoholic Steatohepatitis (NASH) 

 Fat accumulation in the liver (NAFLD), often due to obesity, diabetes, and high cholesterol. 
 Can progress to NASH, leading to liver inflammation and scarring. 

 

4. Autoimmune Hepatitis 

 The body’s immune system attacks liver cells, causing chronic inflammation and fibrosis. 

 

5. Biliary Diseases 

 Primary Biliary Cholangitis (PBC): Immune system damages the bile ducts, leading to liver 
scarring. 

 Primary Sclerosing Cholangitis (PSC): Inflammation and scarring of bile ducts, often linked to 
ulcerative colitis. 

 

6. Genetic & Metabolic Disorders 

 Hemochromatosis (Iron overload in liver) 
 Wilson’s Disease (Copper accumulation in liver) 
 Alpha-1 Antitrypsin Deficiency (Lack of a protective liver protein) 

 

7. Chronic Liver Congestion & Obstruction 

 Right-sided heart failure (causes liver congestion) 
 Budd-Chiari Syndrome (Blood clot in hepatic veins leading to liver damage) 

 

8. Drug-Induced & Toxin-Related Cirrhosis 

 Long-term use of hepatotoxic drugs (Methotrexate, Amiodarone, Isoniazid) 
 Exposure to industrial chemicals & toxins 

 

9. Parasitic & Infectious Causes 



 

 

 Schistosomiasis (parasitic infection leading to liver fibrosis) 
 Tuberculosis (can affect the liver) 

 

Conclusion:- Liver cirrhosis has multiple causes, but early detection and lifestyle modifications can 
prevent or slow its progression. Alcohol avoidance, hepatitis vaccinations, and healthy weight 
management are key preventive measures. 

(d) Write a nursing management for liver cirrhosis patient.  

:- Nursing Management for a Patient with Liver Cirrhosis 

A patient with liver cirrhosis requires comprehensive nursing care to manage symptoms, prevent 
complications, and improve quality of life. 

 

1. Nursing Assessment 

✅ History & Physical Examination 

 Assess history of alcohol use, hepatitis, or liver disease. 
 Monitor for jaundice, ascites, fatigue, pruritus (itching), and confusion. 

✅ Monitor Vital Signs & Labs 

 Blood Pressure (BP) – Monitor for hypotension (low BP) due to ascites. 
 Heart Rate (HR) & Respiratory Rate (RR) – Detect early signs of complications. 
 Liver Function Tests (LFTs) – Monitor ALT, AST, ALP, Bilirubin. 
 Coagulation Studies – Check PT, INR (risk of bleeding). 
 Ammonia Levels – High in hepatic encephalopathy. 

✅ Assess for Cirrhosis Complications 

 Ascites – Check for abdominal distension, fluid retention. 
 Hepatic Encephalopathy – Monitor for confusion, drowsiness, memory issues. 
 Portal Hypertension – Look for esophageal varices (risk of bleeding). 
 Jaundice & Skin Integrity – Assess yellow discoloration, itching, and rashes. 

 

2. Nursing Interventions 

📌 A. Fluid & Electrolyte Management 
✅ Monitor daily weight & intake/output (I/O) – Detect fluid retention. 
✅ Restrict sodium (low-salt diet) – Prevent worsening of ascites & edema. 
✅ Administer diuretics (Spironolactone, Furosemide) as prescribed. 
✅ Monitor for electrolyte imbalances (hypokalemia, hyponatremia). 



 

 

📌 B. Nutrition & Diet Management 
✅ Provide a high-calorie, low-sodium, and protein-modified diet. 
✅ Encourage small frequent meals (to prevent malnutrition). 
✅ Vitamin supplements (B-complex, A, D, E, K, folic acid) as prescribed. 
✅ If hepatic encephalopathy is present, limit protein intake to reduce ammonia buildup. 

📌 C. Skin Care & Comfort Measures 
✅ Moisturize skin to relieve itching (pruritus) caused by jaundice. 
✅ Use soft bedding & avoid pressure on fragile skin (risk of bruising/bleeding). 
✅ Encourage gentle cleansing to prevent skin breakdown. 

📌 D. Prevent & Manage Hepatic Encephalopathy 
✅ Monitor for confusion, drowsiness, or personality changes. 
✅ Administer lactulose (to reduce ammonia levels & prevent encephalopathy). 
✅ Encourage frequent bowel movements to eliminate toxins. 

📌 E. Prevent Bleeding & Monitor for Variceal Bleeding 
✅ Monitor for signs of GI bleeding (vomiting blood, black tarry stools). 
✅ Avoid invasive procedures & IM injections (due to bleeding risk). 
✅ Administer beta-blockers (Propranolol) if prescribed to reduce portal hypertension. 

📌 F. Infection Prevention & General Care 
✅ Monitor for fever, increased WBC count (signs of infection). 
✅ Encourage hand hygiene and proper wound care. 
✅ Administer antibiotics as prescribed for infections. 
✅ Encourage deep breathing exercises to prevent pneumonia. 

📌 G. Psychological Support & Patient Education 
✅ Provide emotional support (patients may feel depressed or anxious). 
✅ Educate the patient on lifestyle modifications: 

 Avoid alcohol completely 
 Follow a liver-friendly diet 
 Regular medical check-ups 

 

3. Evaluation & Expected Outcomes 

✅ The patient maintains stable vital signs. 
✅ The patient demonstrates improved mental status (no encephalopathy). 
✅ There is reduced fluid retention & ascites. 
✅ The patient understands dietary modifications & avoids alcohol. 
✅ There are no signs of GI bleeding or infections. 

 

Conclusion 



 

 

Nursing management of liver cirrhosis focuses on symptom control, preventing complications, and 
improving quality of life. Regular monitoring, proper nutrition, and patient education are essential to 
slow disease progression and reduce risks.  

Q3. (a) Define benin Prostate Hypertrophy.  

:- Definition of Benign Prostatic Hypertrophy (BPH) 

Benign Prostatic Hypertrophy (BPH) is a non-cancerous enlargement of the prostate gland that 
commonly occurs in aging men. The enlarged prostate compresses the urethra, leading to urinary 
symptoms such as difficulty in urination, frequent urination, and weak urine flow. 

BPH is not cancerous but can significantly impact a patient's quality of life. It is primarily caused by 
hormonal changes (increased dihydrotestosterone - DHT) and aging. 

(b) Discuss Causes, pathophysiology and clinical manifestation BPH.  

:- Benign Prostatic Hypertrophy (BPH) 

BPH is a non-cancerous enlargement of the prostate gland that occurs in aging men, leading to urinary 
symptoms due to compression of the urethra. 

 

1. Causes of BPH 

📌 1. Aging 

 The risk increases with age, commonly affecting men over 50 years old. 

📌 2. Hormonal Changes 

 Dihydrotestosterone (DHT), a metabolite of testosterone, stimulates prostate cell growth. 
 Estrogen levels increase with aging, promoting prostate growth. 

📌 3. Genetic Factors 

 Family history increases the risk of BPH. 

📌 4. Lifestyle & Obesity 

 Sedentary lifestyle, obesity, and high-fat diet may contribute to BPH development. 

📌 5. Chronic Inflammation 

 Low-grade inflammation in the prostate may stimulate enlargement. 

 
2. Pathophysiology of BPH 

1  ⃣ Hormonal Imbalance (Increased DHT & Estrogen) 



 

 

 Testosterone is converted to DHT by 5-alpha reductase enzyme. 
 Excess DHT stimulates prostate cell proliferation, leading to gland enlargement. 

2  ⃣ Hyperplasia of Prostate Gland 

 Overgrowth of prostate tissue in the transition zone (central part of the prostate). 
 Prostate volume increases, narrowing the prostatic urethra. 

3  ⃣ Urethral Compression & Bladder Outlet Obstruction (BOO) 

 The enlarged prostate compresses the urethra, obstructing urine flow. 
 The bladder muscle (detrusor muscle) compensates by contracting harder. 

4  ⃣ Bladder Dysfunction & Urinary Retention 

 Over time, the bladder becomes thicker and weaker, leading to urinary symptoms. 
 Incomplete emptying & urine retention increase the risk of infections & kidney damage. 

 
3. Clinical Manifestations of BPH 

A. Lower Urinary Tract Symptoms (LUTS) 

✅ Obstructive Symptoms (Voiding Symptoms) 

 Hesitancy – Difficulty in starting urination. 
 Weak urine stream – Slow and interrupted flow. 
 Straining to urinate – Increased effort to empty the bladder. 
 Incomplete emptying – Feeling that urine remains in the bladder. 

✅ Irritative Symptoms (Storage Symptoms) 

 Frequent urination – Increased urination, especially at night (Nocturia). 
 Urgency – Sudden, strong need to urinate. 
 Dysuria – Pain or discomfort while urinating (sometimes). 

B. Complications of Severe BPH 

🚨 Urinary Retention – Inability to pass urine, requiring catheterization. 
🚨 Recurrent Urinary Tract Infections (UTIs) – Due to stagnant urine. 
🚨 Bladder Stones – Due to residual urine. 
🚨 Hydronephrosis – Swelling of kidneys due to prolonged urine backflow. 
🚨 Renal Failure – In severe cases, due to chronic obstruction. 

 

Conclusion 

BPH is a common age-related condition that leads to urinary obstruction and bladder dysfunction. 
Early diagnosis and management can prevent complications like urinary retention, infections, and 
kidney damage. 



 

 

(c) Explain the surgical and nursing management of BPH.  

:- Surgical & Nursing Management of Benign Prostatic Hypertrophy (BPH) 

BPH treatment focuses on relieving urinary symptoms, improving urine flow, and preventing 
complications. If medications fail or symptoms worsen, surgical intervention may be required. 

 

1. Surgical Management of BPH 

🚨 Indications for Surgery 

 Severe urinary retention not relieved by catheterization. 
 Recurrent urinary tract infections (UTIs). 
 Bladder stones or persistent hematuria (blood in urine). 
 Kidney damage (hydronephrosis) due to prolonged obstruction. 
 Failure of medical treatment. 

A. Transurethral Resection of the Prostate (TURP) – Gold Standard 

✅ Procedure: 

 A resectoscope (endoscopic instrument) is inserted through the urethra. 
 Excess prostate tissue is cut & removed to relieve urethral obstruction. 
 Continuous bladder irrigation (CBI) may be used postoperatively to prevent clot formation. 

✅ Advantages: 

 Minimally invasive, less pain & faster recovery. 
 Effective symptom relief. 

✅ Complications: 

 Bleeding (Hematuria). 
 TURP Syndrome (fluid overload & electrolyte imbalance). 
 Urinary incontinence or retrograde ejaculation. 

 

B. Other Surgical Procedures 

📌 1. Transurethral Incision of the Prostate (TUIP) 

 Small cuts are made in the prostate to relieve pressure on the urethra. 
 Suitable for small prostate glands. 

📌 2. Open Prostatectomy (Simple Prostatectomy) 

 Removal of the enlarged prostate tissue via abdominal incision. 
 Done when TURP is not possible (very large prostate). 



 

 

📌 3. Laser Prostatectomy (Holmium Laser Enucleation of the Prostate - HoLEP) 

 Laser energy removes excess prostate tissue. 
 Less bleeding & quicker recovery than TURP. 

📌 4. Prostatic Urethral Lift (PUL – UroLift System) 

 Small implants lift and hold the enlarged prostate away from the urethra. 
 Less invasive with minimal complications. 

 
2. Nursing Management of BPH 

A. Preoperative Nursing Care (Before Surgery) 

✅ Assess urinary symptoms (frequency, urgency, retention, etc.). 
✅ Monitor vital signs (BP, pulse) & renal function tests. 
✅ Educate patient about the procedure & expected outcomes. 
✅ Encourage fluid intake to prevent infections. 
✅ Catheterization if needed for urinary retention. 
✅ Bowel preparation (if open surgery). 

 

B. Postoperative Nursing Care (After Surgery - TURP) 

📌 1. Monitor for Bleeding & Clot Formation 
✅ Observe urine output for hematuria (blood in urine). 
✅ Perform continuous bladder irrigation (CBI) to prevent clot retention. 
✅ If urine becomes bright red or clots appear, increase CBI rate and notify the doctor. 

📌 2. Manage Pain & Bladder Spasms 
✅ Administer analgesics (Pain relievers like paracetamol, NSAIDs). 
✅ Give antispasmodic drugs (Oxybutynin, Belladonna & Opium suppositories) to relieve bladder 
spasms. 
✅ Encourage deep breathing & relaxation techniques. 

📌 3. Monitor for TURP Syndrome (Fluid Overload) 
🚨 Signs: Confusion, nausea, bradycardia (slow HR), hypertension, hyponatremia (low sodium 
levels). 
✅ Monitor electrolyte levels & mental status closely. 
✅ Restrict excessive IV fluids. 

📌 4. Catheter & Urinary Output Monitoring 
✅ Maintain Foley catheter patency (CBI if prescribed). 
✅ Monitor for urine color, output volume, and clots. 
✅ Encourage early catheter removal (usually in 24-48 hrs) to promote normal urination. 



 

 

📌 5. Prevent Infection 
✅ Monitor for signs of UTI (fever, chills, burning urination). 
✅ Maintain strict catheter care & hygiene. 
✅ Encourage fluid intake (2-3 L/day) to flush the bladder. 

📌 6. Pelvic Floor Muscle Exercises (Postoperative Rehabilitation) 
✅ Encourage Kegel exercises to strengthen bladder control. 
✅ Teach proper voiding techniques to prevent incontinence. 

 

3. Patient Education & Discharge Planning 

✅ Encourage fluid intake (2-3L/day) to prevent UTIs. 
✅ Avoid heavy lifting & strenuous activity for 4-6 weeks. 
✅ Report signs of infection (fever, burning urination). 
✅ Avoid caffeine, alcohol, spicy foods (which can irritate the bladder). 
✅ Practice pelvic floor exercises for bladder control. 
✅ Follow-up checkups for monitoring PSA levels & urine flow. 

 

Conclusion 

The management of BPH includes surgical intervention (TURP, Laser, Open Prostatectomy) when 
symptoms become severe. Nursing care focuses on preoperative preparation, monitoring for 
complications (bleeding, infection, TURP syndrome), catheter care, and patient education to promote 
recovery. 

Q4. (a) Define COPD.  

:- Definition of Chronic Obstructive Pulmonary Disease (COPD) 

Chronic Obstructive Pulmonary Disease (COPD) is a progressive, chronic lung disease characterized 
by persistent airflow limitation that is not fully reversible. It includes chronic bronchitis and 
emphysema, leading to difficulty in breathing (dyspnea), chronic cough, and sputum production. 

COPD is primarily caused by smoking, environmental pollutants, and genetic factors. It is progressive 
and incurable but can be managed with medications, oxygen therapy, and lifestyle modifications. 

(b) Explain pathophysiology of COPD.  

:- Pathophysiology of COPD 

Chronic Obstructive Pulmonary Disease (COPD) is a progressive, inflammatory lung disease that leads to 
airflow limitation, alveolar damage, and chronic inflammation. The disease involves two main 
conditions: 

1. Chronic Bronchitis – Inflammation and excessive mucus production cause airway narrowing. 
2. Emphysema – Alveolar walls break down, reducing gas exchange and leading to air trapping. 



 

 

 

Step-by-Step Pathophysiology of COPD 

1. Exposure to Irritants (Smoking, Pollutants, etc.) 

 Long-term exposure to cigarette smoke, pollution, or harmful gases damages lung tissues. 
 Triggers chronic inflammation in the airways, alveoli, and pulmonary vasculature. 

2. Chronic Airway Inflammation 

 Inflammatory cells (neutrophils, macrophages, T-cells) release proteases (elastase) that destroy lung tissue. 
 Leads to thickened bronchial walls and increased mucus production (chronic bronchitis). 

3. Structural Changes in Airways & Alveoli 

✅ Airway Remodeling & Fibrosis 

 Repeated inflammation causes scar tissue formation, leading to narrowing of airways. 
 Goblet cell hyperplasia → excessive mucus secreƟon → airway obstrucƟon. 

✅ Alveolar Destruction & Air Trapping 

 Loss of alveolar elasticity prevents proper air exchange (emphysema). 
 Air gets trapped in the lungs, making exhalation difficult. 
 Leads to hyperinflation of the lungs → shortness of breath (dyspnea). 

4. Impaired Gas Exchange & Hypoxia 

 Destruction of alveoli reduces surface area for oxygen (O₂) and carbon dioxide (CO₂) exchange. 
 Leads to low oxygen levels (hypoxemia) and high CO₂ retention (hypercapnia). 
 Chronic hypoxia leads to cyanosis (bluish skin) & clubbing of fingers. 

5. Pulmonary Hypertension & Right-Sided Heart Failure (Cor Pulmonale) 

 Chronic hypoxia causes vasoconstriction in pulmonary arteries. 
 Increased pressure in pulmonary circulation → right heart strain → right-sided heart failure (cor 

pulmonale). 
 Symptoms: Edema, jugular vein distension (JVD), hepatomegaly (liver enlargement). 

 
Summary of COPD Pathophysiology 

1  ⃣ Irritants (smoking, pollution) → Chronic airway inflammation. 
2  ⃣ Airway thickening & excess mucus → Obstructed airflow (Chronic Bronchitis). 
3  ⃣ Alveolar destruction & air trapping → Poor gas exchange (Emphysema). 
4  ⃣ Low O₂ & high CO₂ → Hypoxia, cyanosis, respiratory acidosis. 
5  ⃣ Pulmonary hypertension → Right heart failure (Cor Pulmonale). 

 



 

 

Key Features of COPD Pathophysiology 

✅ Airway inflammation → Thickening, fibrosis, and mucus production. 
✅ Alveolar destruction → Loss of elasticity, air trapping, and hyperinflation. 
✅ Chronic hypoxia & CO₂ retention → Dyspnea, fatigue, cyanosis. 
✅ Pulmonary hypertension → Right-sided heart failure (Cor Pulmonale). 

(c) Described medical management of COPD.  

Medical Management of COPD 

Chronic Obstructive Pulmonary Disease (COPD) is progressive and irreversible, but medical treatment 
focuses on: 
✅ Relieving symptoms (shortness of breath, cough). 
✅ Slowing disease progression. 
✅ Preventing & treating complications (infections, respiratory failure). 
✅ Improving quality of life. 

 

1. Pharmacological (Drug) Therapy 

A. Bronchodilators (First-Line Treatment) 🚀 

💊 Types: 
✅ Beta-2 Agonists (Short-Acting & Long-Acting) 

 Short-acting (SABA): Salbutamol, Levalbuterol → Used for quick relief. 
 Long-acting (LABA): Formoterol, Salmeterol → Used for long-term symptom control. 

✅ Anticholinergics (Muscarinic Antagonists) 

 Short-acting (SAMA): Ipratropium Bromide → Relieves acute symptoms. 
 Long-acting (LAMA): Tiotropium, Aclidinium → Reduces exacerbations. 

✅ Methylxanthines 

 Theophylline, Aminophylline (Used in severe cases). 

🛑 Purpose: 

 Relax airway muscles, improve airflow, and reduce breathlessness. 

 

B. Corticosteroids (Anti-Inflammatory) 🛡 

💊 Types: 
✅ Inhaled Corticosteroids (ICS) – Budesonide, Fluticasone, Beclomethasone. 
✅ Oral/IV Steroids (for acute exacerbations) – Prednisolone, Methylprednisolone. 



 

 

🛑 Purpose: 

 Reduces airway inflammation, swelling, and mucus production. 
 Used in combination with LABA in moderate-to-severe COPD. 

 

C. Combination Therapy 🔄 

ICS + LABA or LAMA + LABA are often combined for better symptom control. 

Examples: 
✅ Fluticasone + Salmeterol (Advair) 
✅ Budesonide + Formoterol (Symbicort) 
✅ Tiotropium + Olodaterol (Stiolto Respimat) 

 

D. Phosphodiesterase-4 (PDE-4) Inhibitors 🧪 

💊 Roflumilast – Reduces airway inflammation & mucus production. 
✅ Used in severe COPD with chronic bronchitis. 

 

E. Mucolytics & Expectorants 💦 

💊 N-Acetylcysteine, Ambroxol, Guaifenesin → Help reduce thick mucus. 

 

F. Antibiotics & Antivirals 🦠 

💊 Used for bacterial infections or COPD exacerbations. 
✅ Azithromycin, Amoxicillin-Clavulanate, Levofloxacin. 

 

G. Oxygen Therapy (For Severe COPD) ⛽ 

✅ Long-term Oxygen Therapy (LTOT) – Used if O₂ saturation < 88%. 
✅ Improves survival, mental alertness, and reduces heart strain. 
✅ Caution: Avoid excess O₂ → Can cause CO₂ retention. 

 

2. Non-Pharmacological Management 

A. Smoking Cessation 🚭 (Most Important!) 



 

 

✅ Nicotine Replacement Therapy (NRT) – Nicotine patches, gums. 
✅ Medications: Varenicline, Bupropion (reduce cravings). 
✅ Counseling & Support Groups. 

 

B. Pulmonary Rehabilitation (Exercise + Breathing Training) 🏋 

✅ Controlled breathing techniques (Pursed-lip breathing). 
✅ Chest physiotherapy – Helps clear mucus. 
✅ Physical exercises – Increases lung capacity. 

 

C. Nutrition & Lifestyle Changes 🥦 

✅ High-protein, low-carb diet (reduces CO₂ production). 
✅ Hydration (2-3 L/day) – Helps loosen mucus. 
✅ Avoid cold air, allergens, pollution. 

 

D. Surgical Management (For Severe COPD) 

📌 Lung Volume Reduction Surgery (LVRS) – Removes damaged lung tissue. 
📌 Lung Transplant (Last Resort) – For end-stage COPD. 

 

3. Emergency Treatment of COPD Exacerbation 🚑 

🚨 Signs: Severe breathlessness, confusion, cyanosis, increased mucus. 
✅ Oxygen therapy (target 88-92% O₂ saturation). 
✅ Nebulized bronchodilators (Salbutamol + Ipratropium). 
✅ IV steroids (Methylprednisolone). 
✅ Antibiotics (if infection present). 
✅ Non-Invasive Ventilation (NIV) – BiPAP if CO₂ retention worsens. 

 

Conclusion 

COPD management is lifelong and includes: 
✅ Medications (Bronchodilators, Steroids, Oxygen Therapy). 
✅ Smoking cessation & Pulmonary rehabilitation. 
✅ Lifestyle changes (nutrition, exercise). 
✅ Emergency care for exacerbations. 

(d)write a nursing care plan for COPD client.  



 

 

:- Here’s a Nursing Care Plan (NCP) for a Client with COPD 

 

Nursing Care Plan for COPD 

Assessment Data 

🟢 Subjective: 

 "I feel short of breath even with small activities." 
 "I have a persistent cough with mucus." 

🟢 Objective: 

 Dyspnea, wheezing, chronic cough. 
 Increased respiratory rate (Tachypnea). 
 Use of accessory muscles for breathing. 
 Cyanosis (bluish skin, lips, or nails). 
 Low oxygen saturation (SpO₂ < 90%). 

 
Nursing Diagnosis, Goals & Interventions 

1. Impaired Gas Exchange related to alveolar damage and mucus obstruction 

🔹 Goal: Improve oxygenation and maintain SpO₂ > 90%. 

✅ Interventions: 
1  ⃣ Monitor respiratory rate, oxygen saturation, ABGs (Arterial Blood Gases). 
2  ⃣ Administer oxygen therapy (maintain SpO₂ 88-92%). 
3  ⃣ Encourage pursed-lip breathing & diaphragmatic breathing. 
4  ⃣ Position in high Fowler’s (upright position) to improve lung expansion. 
5  ⃣ Teach smoking cessation to slow disease progression. 

 

2. Ineffective Airway Clearance related to excessive mucus production 

🔹 Goal: Improve airway clearance and reduce mucus buildup. 

✅ Interventions: 
1  ⃣ Encourage hydration (2-3L/day) to thin secretions. 
2  ⃣ Teach effective coughing techniques (Huff coughing). 
3  ⃣ Administer bronchodilators (Salbutamol, Tiotropium) and mucolytics. 
4  ⃣ Provide chest physiotherapy & postural drainage. 
5  ⃣ Use humidifiers to keep airways moist. 

 

3. Activity Intolerance related to dyspnea and fatigue 



 

 

🔹 Goal: Increase activity tolerance and reduce fatigue. 

✅ Interventions: 
1  ⃣ Plan activities with frequent rest periods. 
2  ⃣ Teach energy conservation techniques (e.g., sitting while doing tasks). 
3  ⃣ Encourage progressive muscle-strengthening exercises. 
4  ⃣ Provide oxygen therapy during activities if needed. 
5  ⃣ Monitor for signs of worsening fatigue (increased HR, RR). 

 

4. Anxiety related to breathlessness and fear of suffocation 

🔹 Goal: Reduce anxiety and promote relaxation. 

✅ Interventions: 
1  ⃣ Stay calm and reassure the patient during episodes of dyspnea. 
2  ⃣ Teach pursed-lip breathing to ease panic attacks. 
3  ⃣ Encourage relaxation techniques (guided imagery, meditation). 
4  ⃣ Provide emotional support and counseling. 
5  ⃣ Allow family involvement to provide reassurance. 

 

5. Deficient Knowledge related to disease process and self-care 

🔹 Goal: Improve understanding of COPD management. 

✅ Interventions: 
1  ⃣ Educate about medications (bronchodilators, steroids, oxygen therapy). 
2  ⃣ Explain importance of smoking cessation. 
3  ⃣ Teach signs of COPD exacerbation (worsening dyspnea, increased mucus, confusion). 
4  ⃣ Encourage regular pulmonary rehabilitation and exercise. 
5  ⃣ Advise on nutrition (high-protein, low-carb diet). 

 

Expected Outcomes 

✔ SpO₂ maintained at 88-92%. 
✔ Reduced dyspnea and improved breathing patterns. 
✔ Effective airway clearance with less mucus. 
✔ Improved activity tolerance. 
✔ Patient understands COPD management and lifestyle modifications. 

 

This Nursing Care Plan (NCP) focuses on symptom control, oxygenation, airway clearance, activity 
management, anxiety reduction, and education.  



 

 

Q5. Write Short note  

(A)…Nurses Role in standard safety precaution.  

:- Nurse’s Role in Standard Safety Precautions 

Standard safety precautions are infection control measures used by nurses to prevent the spread of 
infections in healthcare settings. These precautions apply to all patients, regardless of their diagnosis, and 
help protect both healthcare workers and patients. 

 

1. Hand Hygiene 👐 

✅ Wash hands properly using soap and water for at least 20 seconds. 
✅ Use alcohol-based hand sanitizers if hands are not visibly dirty. 
✅ Perform hand hygiene before & after patient contact, after removing gloves, and before invasive 
procedures. 

 

2. Use of Personal Protective Equipment (PPE) 🩺 

✅ Wear gloves when in contact with body fluids, blood, or mucous membranes. 
✅ Use masks & eye protection (goggles/face shield) when there is a risk of splashes. 
✅ Wear gowns/aprons when dealing with potentially contaminated materials. 

 

3. Respiratory Hygiene & Cough Etiquette 😷 

✅ Encourage covering mouth and nose when coughing/sneezing. 
✅ Provide masks to patients with respiratory infections. 
✅ Maintain a safe distance (at least 3 feet) from infected patients. 

 

4. Safe Handling & Disposal of Sharps & Medical Waste 🗑 

✅ Dispose of needles & sharps in puncture-proof containers. 
✅ Never recap needles after use. 
✅ Segregate biomedical waste properly (e.g., yellow bag for infectious waste, red for sharps). 

 

5. Environmental Cleaning & Disinfection 🧽 

✅ Regularly clean and disinfect patient care areas, beds, equipment. 
✅ Use hospital-approved disinfectants for cleaning surfaces. 
✅ Properly handle and disinfect medical devices (stethoscopes, BP cuffs, etc.). 



 

 

 

6. Safe Handling of Patient Equipment & Linen 🛏 

✅ Use disposable or properly disinfected equipment for each patient. 
✅ Avoid shaking soiled linens to prevent airborne contamination. 
✅ Wear gloves while handling contaminated materials. 

 

7. Injection Safety & Medication Administration 💉 

✅ Use aseptic technique when preparing and administering injections. 
✅ Never reuse syringes or needles. 
✅ Follow the "Five Rights" of medication administration (Right Patient, Right Drug, Right Dose, Right 
Time, Right Route). 

 

8. Patient & Staff Education 📚 

✅ Educate patients on proper hygiene and infection prevention. 
✅ Train healthcare workers on infection control protocols. 
✅ Encourage vaccination of healthcare staff (e.g., Hepatitis B, Flu vaccines). 

 

9. Isolation Precautions 🏥 

✅ Implement additional precautions (contact, droplet, airborne) for infectious diseases. 
✅ Place infected patients in designated isolation rooms. 
✅ Use N95 masks for airborne infections (e.g., TB, COVID-19). 

 

Conclusion 

The nurse’s role in standard safety precautions is critical to preventing hospital-acquired infections 
(HAIs) and ensuring a safe environment for both patients and healthcare workers. By following these 
precautions strictly, nurses enhance patient safety and improve healthcare quality. 

(B)… Psoriasis  

:- Short Note on Psoriasis 

Definition: 
Psoriasis is a chronic, autoimmune skin disorder characterized by rapid skin cell turnover, leading to the 
formation of thick, scaly, red patches with silvery-white scales. It is a non-contagious, lifelong condition 
with periods of flare-ups and remission. 

 



 

 

Causes & Risk Factors: 

🔹 Genetic predisposition (family history). 
🔹 Immune system dysfunction (T-cell activation causes inflammation). 
🔹 Triggers: 

 Stress 
 Infections (e.g., strep throat) 
 Cold weather 
 Skin injuries 
 Certain medications (e.g., beta-blockers, NSAIDs) 

 

Clinical Manifestations: 

🔹 Plaque Psoriasis (Most Common) – Red, scaly patches on the scalp, elbows, knees, and lower back. 
🔹 Guttate Psoriasis – Small, red spots, often after infections. 
🔹 Pustular Psoriasis – White pustules on red skin, usually on hands & feet. 
🔹 Inverse Psoriasis – Smooth, shiny red lesions in skin folds (e.g., under breasts, groin). 
🔹 Erythrodermic Psoriasis (Severe) – Widespread redness & scaling, can cause fever and dehydration. 

 

Treatment & Management: 

✅ Topical Treatments – Corticosteroids, Vitamin D analogs (Calcipotriol), Salicylic acid. 
✅ Phototherapy (UV Light Therapy) – Reduces inflammation and slows skin cell turnover. 
✅ Systemic Therapy (For Severe Cases): 

 Immunosuppressants (Methotrexate, Cyclosporine). 
 Biologic drugs (Adalimumab, Infliximab, Secukinumab) – Target immune response. 

✅ Lifestyle Modifications: 
 Moisturizers to prevent dryness. 
 Avoiding triggers (stress, smoking, alcohol). 
 Healthy diet (anti-inflammatory foods). 

 

Conclusion: 

Psoriasis is a lifelong autoimmune disease that requires proper medical and lifestyle management. While 
there is no cure, treatments help control symptoms and improve quality of life. 

(C)…. Cardio Pulmonary Resuscitation. 

:- Short Note on Cardiopulmonary Resuscitation (CPR) 

Definition: 
Cardiopulmonary Resuscitation (CPR) is an emergency life-saving procedure performed when a person's 
breathing or heartbeat stops. It helps maintain circulation and oxygenation until medical help arrives. 



 

 

 

Steps of CPR (Basic Life Support - BLS) for Adults (CAB Approach) 

🔴 C – Compressions (Chest Compressions) 
✅ Place hands on the center of the chest (lower half of the sternum). 
✅ Push hard and fast (100-120 compressions per minute, at least 2 inches deep). 
✅ Allow full chest recoil between compressions. 

🔵 A – Airway (Open the Airway) 
✅ Tilt the head back and lift the chin to open the airway. 
✅ Check for any obstruction. 

🟢 B – Breathing (Rescue Breaths) 
✅ Pinch the nose and give 2 breaths (each lasting 1 second). 
✅ Ensure the chest rises with each breath. 

🔸 Repeat the cycle of 30 chest compressions and 2 breaths until help arrives or the person starts 
breathing. 

 

CPR for Infants & Children: 

✔ Compression depth: 1.5 inches (infants), 2 inches (children). 
✔ Use two fingers for infants and one or two hands for children. 
✔ Breath-to-compression ratio: 30:2 (single rescuer), 15:2 (two rescuers). 

 

Use of Automated External Defibrillator (AED): 

✔ Attach AED pads and follow voice instructions. 
✔ Deliver a shock if advised, then resume CPR. 

 

When to Stop CPR? 

❌ Patient regains a pulse & starts breathing. 
❌ Medical professionals take over. 
❌ The rescuer is physically exhausted. 
❌ A doctor declares the patient deceased. 

 

Conclusion: 



 

 

CPR is a critical emergency procedure that can save lives during cardiac arrest. Prompt and effective 
CPR improves survival rates significantly. Everyone should learn CPR! 

(D)… New Trends in medical surgical nursing.  

:- Short Note on New Trends in Medical-Surgical Nursing 

Medical-surgical nursing is continuously evolving with new trends and advancements to improve patient 
care, safety, and outcomes. Some of the latest trends include: 

 

1. Evidence-Based Practice (EBP) 📚 

✔ Nurses use the latest research and clinical guidelines to provide high-quality care. 
✔ Helps in reducing medical errors and improving patient outcomes. 

 

2. Advanced Technology & Digital Health 💻 

✔ Electronic Health Records (EHRs) for accurate documentation & easy access to patient data. 
✔ Telemedicine & Remote Monitoring for post-surgical care at home. 
✔ Use of Artificial Intelligence (AI) in diagnosing & monitoring patients. 

 

3. Minimally Invasive & Robotic Surgeries 🤖 

✔ Laparoscopic & robotic-assisted surgeries reduce recovery time and complications. 
✔ Shorter hospital stays, less pain, and faster healing. 

 

4. Patient-Centered & Holistic Care 🏥 

✔ Focus on personalized treatment plans considering physical, emotional, and social needs. 
✔ Integrative therapies like music therapy, meditation, and pain management techniques. 

 

5. Nursing Specialization & Advanced Roles 🎓 

✔ Increased demand for Nurse Practitioners (NPs), Clinical Nurse Specialists (CNS), and Nurse 
Anesthetists (CRNAs). 
✔ Specialized nurses in wound care, oncology, palliative care, and critical care. 

 



 

 

6. Enhanced Infection Control & Safety Measures 🦠 

✔ Strict hand hygiene & PPE use after COVID-19 pandemic. 
✔ Antibiotic stewardship programs to reduce antimicrobial resistance. 

 

7. Fast-Track Recovery Protocols (ERAS) 🚀 

✔ Enhanced Recovery After Surgery (ERAS) protocols improve post-op recovery. 
✔ Early mobilization, better pain control, and optimized nutrition. 

 

8. Focus on Mental Health in Surgical Patients 🧠 

✔ Screening for anxiety, depression, and stress before & after surgery. 
✔ Providing mental health support & counseling. 

 

Conclusion: 

New trends in medical-surgical nursing focus on technology, patient-centered care, safety, and 
advanced nursing roles to improve healthcare quality and outcomes. Staying updated with these trends is 
essential for modern nursing practice. 

(E)… Hypertension.  

:- Short Note on Hypertension 

Definition: 

Hypertension (high blood pressure) is a chronic medical condition where the blood pressure in the 
arteries is persistently elevated above the normal range (≥140/90 mmHg). It increases the risk of heart 
disease, stroke, and kidney failure. 

 

Types of Hypertension: 

1. Primary (Essential) Hypertension – No identifiable cause (90-95% of cases). 
2. Secondary Hypertension – Due to underlying conditions like kidney disease, hormonal disorders, 

or medication side effects. 

 

Causes & Risk Factors: 



 

 

✔ Genetic predisposition 
✔ Obesity & sedentary lifestyle 
✔ High salt intake & unhealthy diet 
✔ Smoking & alcohol consumption 
✔ Chronic stress 
✔ Diabetes & high cholesterol 

 

Clinical Manifestations: 

⚠ Often called a "silent killer" as it may show no symptoms initially. 
⚠ In severe cases, symptoms may include: 
✔ Headache & dizziness 
✔ Blurred vision 
✔ Chest pain & shortness of breath 
✔ Nosebleeds 

 

Complications: 

🔴 Heart Attack & Stroke 
🔴 Chronic Kidney Disease 
🔴 Heart Failure 
🔴 Vision Loss (Hypertensive Retinopathy) 

 

Management & Treatment: 

✔ Lifestyle Modifications: 

 Low-salt, low-fat diet (DASH diet) 
 Regular exercise (30 min/day) 
 Quit smoking & limit alcohol 
 Manage stress (yoga, meditation) 

✔ Medications: 

 Diuretics (e.g., Hydrochlorothiazide) 
 Beta-blockers (e.g., Metoprolol) 
 ACE inhibitors (e.g., Lisinopril) 
 Calcium channel blockers (e.g., Amlodipine) 

 

Conclusion: 



 

 

Hypertension is a major public health concern that requires early detection, lifestyle changes, and 
medication adherence to prevent serious complications. Regular BP monitoring is essential for at-risk 
individuals. 

 


