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 4 عدد الوحدات الدراسية:

 IMA211 الرمز:
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 / اسم المقرر النظير 

 / القسم

 / النظيررمز المقرر 

 معلومات تدريسي المادة

 يونسبان عبد الجبار  :( المقرري)مدرساسم مدرس 
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  للمقرر العام الوصف

 تقييم الصحة والتشخيص.  -1

 تنفيذ خطط الرعاية.  -2

 إدارة الادوية والعلاجات. -3

  العامة الاهداف

  .تقديم رعاية صحية شاملة 

  .تعزيز الصحة والوقاية 

  .تنفيذ العلاجات والرعاية التمريضية 

 الخاصة الأهداف

 تحسين تجربة المريض.  -1

 تحقيق الرضا والثقة.  -2

 تحسين النتائج الصحية.  -3

 الأهداف السلوكية او نواتج التعلم

   .التواصل الفعال مع المرضى واسرهم 

  . ي
 التعاطف والدعم العاطفى

  .ي حالات الطوارئ
ى

 الاستجابة السريعة والفعالة ف

 السابقة المتطلبات

  مواد دراسية سابقة اذكر أي متطلبات سابقة قد يحتاجها الطالب قبل التسجيل في المقرر، مثل

 أو مهارات معينة.
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 الأهداف السلوكية او مخرجات التعليم الأساسية 

 آلية التقييم  ت

1  

إعادة التأهيل الوقاية  التعاريف والخطوات الأهدافوالقواعد  بالمبادئ بلطلااتعريف 

لزيادة  من المضاعفات والرعاية التمريضية والتأهيلية وطرق التشخيص والعلاج

 الضغط

 

شفوية  نظريةت متحاناا

 فصلية نصفتحريرية و

 فصليةو

2  

 بلطلااتعريف 

 التعاريف والخطوات الأهداف والمبادئوالقواعد  بالمبادئمعرفة الطلاب 

ة وطرق فريق إعادة التأهيل الوقاية من المضاعفات والرعاية التمريضية والتأهيلي

 للسكتة الدماغية التشخيص والعلاج

شفوية  نظريةت متحاناا

 فصلية نصفتحريرية و

 فصليةو

3  

 بلطلااتعريف 
 التعاريف والخطوات الأهداف والمبادئوالقواعد  بالمبادئمعرفة الطلاب 

ص ق التشخيفريق إعادة التأهيل الوقاية من المضاعفات والرعاية التمريضية والتأهيلية وطر
 القلبي الرئوي  للإنعاش والعلاج

 

شفوية  نظريةت متحاناا

 فصلية نصفتحريرية و

 فصليةو

4 

 بلطلااتعريف 

التعاريف والخطوات الأهداف والمبادئوالقواعد  بالمبادئمعرفة الطلاب   

طرق وفريق إعادة التأهيل الوقاية من المضاعفات والرعاية التمريضية والتأهيلية 

 الوعي تلاضطرابا التشخيص والعلاج

شفوية  نظريةت متحاناا 

 فصلية نصفتحريرية و

 فصليةو
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 )حدد مجموعة متنوعة من أساليب التدريس لتناسب احتياجات الطلاب ومحتوى المقرر(أساليب التدريس 

 مبررات الاختيار الاسلوب او الطريقة
 للموضوع والفهم الخلاصة تقديم المناقشة.1

 النصوص تفسير مهارة الطالب اكتساب الالقاء.2

 التقليدي وهو بسهوله ويطبق وواضح محدد .المحاضرة3

  

  

  

 

  



 

 

 

 

 من المحتوى العلميالثاني الفصل 

  الوقت عنوان الفصل

 طرق القياس التقنيات طريقة التدريس العنوان الفرعي العملي النظري التوزيع الزمني

 الأسبوع الأول

2 2  

 

يولوجيا المرضية،  ز زيادة الضغط داخل الجمجمة، الفي 
 .  المظاهر السريرية، الإدارة، المريض فاقد الوعي

اجراء التجارب  –لابتوب  –سبورة  محاضرة 

 المختبرية 

 

 الثاني الأسبوع 

2 2 
 

"الحوادث الدماغية" المظاهر السكتة الدماغية 
 السريرية والأسباب والإدارة. 

اجراء التجارب  –لابتوب  –سبورة  محاضرة 

 المختبرية

 

 الثالث الأسبوع 

 

ي الرئوي " 2 2 اجراء التجارب  –لابتوب  –سبورة  محاضرة  CPRالإنعاش القلب 

 المختبرية

 

  2 2 الاسبوع الرابع 
، والغيبوبة،  والنوبات، ومقياس اضطرابات الوعي

 .  غيبوبة غلاسكو، وإدارة الطوارئ للمريض فاقد الوعي

اجراء التجارب  –لابتوب  –سبورة  محاضرة 

 المختبرية

 

القسطرة البولية، أنواعها، أغراضها، احتباس البول،  2 2 الأسبوع الخامس 
 الأسباب، ري البول. 

اجراء التجارب  –لابتوب  –سبورة  محاضرة 

 المختبرية

 

مضاعفات ما بعد الجراحة، عدوى الجرح، انفصال  2 2 الأسبوع السادس
يف، تجلط الدم، التهاب الوريد الخثاري،  ز الجرح، اليز

 الالتهاب الرئوي. 

اجراء التجارب  –لابتوب  –سبورة  محاضرة 

 المختبرية

 

رحة ، مسبباتها، عوامل الخطر، مراحل تكوين الق 2 2 الأسبوع السابع 
"نظام  القرحةقرحة ، نموذج تقييم مخاطر منطقة ال

 التسجيل" لإدارة التمريض. 

اجراء التجارب  –لابتوب  –سبورة  محاضرة 

 المختبرية

 

 .(I.C.U) مراقبو المركز لوحدات العناية المركزة  2 2 الأسبوع الثامن 
ي العناية المركزة. 

ز
 المعدات والأدوات ودور التمريض ف

اجراء التجارب  –لابتوب  –سبورة  محاضرة 

 المختبرية

 

 اجراء التجارب  –لابتوب  –سبورة  محاضرة العناية المركزة. قسم العناية المركزة المحتويات، دور  2 2 الأسبوع التاسع 
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 المختبرية التمريض. 

ي  2 2 الأسبوع العاشر 
ز
ي )يشي  إلى تراكم غي  طبيعي للسوائل ف الانصباب الجنب 

،) ي اف  الفضاء الجنب  ز الأسباب، بزل الصدر )استيز
ز  ، وهو الفضاء بي  ي السوائل أو الهواء من الفضاء الجنب 

ل )إزالة  ز ز وجدار الصدر(، استسقاء، الأسباب، الي  الرئتي 
 .) ي
يتونز ي التجويف الي 

ز
 تراكم السوائل ف

اجراء التجارب  –لابتوب  –سبورة  محاضرة 

 المختبرية

 

الأسبوع الاحدى 

 عشر

لدم، الأسباب، المظاهر السريرية، ارتفاع ضغط ا 2 2
 التشخيص، المضاعفات، الإدارة. 

اجراء التجارب  –لابتوب  –سبورة  محاضرة 

 المختبرية
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MODULAR -1- 

Increased intracranial pressure, pathophysiology, clinical manifestations, 

management, unconscious patient. 

Increased intracranial pressure (ICP) is a critical medical condition where the 

pressure within the skull surpasses the normal limits. This can lead to serious 

complications, including brain damage and death if not managed promptly. 

Here’s a detailed overview: 

Pathophysiology 

Increased ICP can result from various conditions, such as: 

 Trauma: Head injury causing bleeding or swelling. 

 Cerebral Edema: Swelling of the brain tissue due to injury, infection, or 

ischemia. 

 Hydrocephalus: Accumulation of cerebrospinal fluid (CSF) within the 

ventricles. 

 Intracranial Hemorrhage: Bleeding within the brain or in the spaces 

around it. 

 Tumors: Space-occupying lesions. 

 Infections: Meningitis or encephalitis causing inflammation. 

The Monro-Kellie doctrine explains that the cranial compartment is 

incompressible, and the volume inside the cranium is a fixed volume. It consists 

of three components: brain tissue, blood, and CSF. An increase in any of these 

components without a corresponding decrease in another will lead to increased 

ICP. 

Clinical Manifestations 

Increased ICP can present with various signs and symptoms, which can be 

subtle or severe: 

 Headache: Often worse in the morning due to increased CO2 retention 

during sleep. 

 Vomiting: Often without nausea, can be projectile. 

 Altered Mental Status: Ranging from confusion to coma. 

 Papilledema: Swelling of the optic disc visible during an eye exam. 

 Cushing’s Triad: Hypertension, bradycardia, and irregular respirations 

(a late and ominous sign). 
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 Seizures: Can occur due to cortical irritation. 

 Pupil Changes: Dilated or non-reactive pupils indicating brain 

herniation. 

 Focal Neurological Deficits: Weakness, numbness, or speech difficulties 

depending on the area of the brain affected. 

Management 

Management of increased ICP aims to reduce pressure and treat the underlying 

cause: 

1. Monitoring: Invasive ICP monitoring (e.g., ventriculostomy) or non-

invasive methods (e.g., transcranial Doppler). 

2. Medical Management: 

o Osmotic Diuretics: Mannitol or hypertonic saline to draw fluid out 

of the brain. 

o Corticosteroids: Dexamethasone for brain tumors or abscesses. 

o Sedation and Analgesia: To reduce metabolic demands and 

agitation. 

o Hyperventilation: Short-term measure to reduce CO2 levels and 

induce cerebral vasoconstriction. 

o Temperature Control: Treat hyperthermia, as fever increases 

metabolic demand. 

3. Surgical Management: 

o Decompressive Craniotomy: Removal of a part of the skull to 

allow swelling. 

o Evacuation of Hematomas: Removal of blood clots. 

o Shunt Procedures: To drain excess CSF in cases of 

hydrocephalus. 

4. Supportive Care: 

o Positioning: Elevate the head of the bed to 30 degrees to promote 

venous drainage. 

o Fluid Management: Maintain euvolemia and avoid hypotonic 

fluids. 

o Seizure Prophylaxis: Antiepileptic drugs to prevent seizures. 

Management of the Unconscious Patient 

For an unconscious patient with suspected increased ICP, the approach includes: 

1. Initial Assessment: ABCs (Airway, Breathing, Circulation), Glasgow 

Coma Scale (GCS) scoring. 

2. Airway Management: Ensure a patent airway, often requiring intubation 

and mechanical ventilation. 
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3. Stabilization: Secure IV access, begin monitoring vital signs and ICP. 

4. Neuroimaging: Urgent CT or MRI to determine the cause of increased 

ICP. 

5. ICP Management: Implement measures to reduce ICP as discussed 

above. 

6. Multidisciplinary Approach: Involvement of neurosurgery, critical care, 

and other specialties for comprehensive care. 

Conclusion 

Increased ICP is a medical emergency requiring prompt recognition and 

intervention to prevent irreversible brain damage. Management involves a 

combination of monitoring, medical and surgical interventions, and supportive 

care tailored to the patient's specific needs and underlying conditions. 

 

 

MODULAR -2- 

Stroke “cerebrovascular accident” clinical manifestations, causes, 

management. 

A stroke, or cerebrovascular accident (CVA), is a medical emergency that 

occurs when the blood supply to a part of the brain is interrupted or reduced, 

preventing brain tissue from getting oxygen and nutrients. Brain cells begin to 

die in minutes, leading to potentially severe neurological damage or death. 

Here’s a detailed overview: 

Clinical Manifestations 

The clinical presentation of a stroke can vary depending on the area of the brain 

affected, but common symptoms include: 

 Sudden numbness or weakness: Particularly on one side of the body 

(face, arm, or leg). 

 Sudden confusion: Trouble speaking or understanding speech. 

 Sudden vision problems: In one or both eyes. 

 Sudden trouble walking: Dizziness, loss of balance, or lack of 

coordination. 

 Sudden severe headache: With no known cause, especially if associated 

with vomiting, dizziness, or altered consciousness. 
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Other possible signs include: 

 Difficulty swallowing. 

 Altered level of consciousness. 

 Sudden memory loss or confusion. 

Causes 

Strokes can be classified into two main types based on their causes: 

1. Ischemic Stroke: Accounts for about 87% of all strokes. It occurs when a 

blood clot blocks or narrows an artery leading to the brain. There are two 

types of ischemic strokes: 

o Thrombotic Stroke: Caused by a blood clot (thrombus) that forms 

in one of the arteries supplying blood to the brain. 

o Embolic Stroke: Occurs when a blood clot or other debris forms 

away from the brain (often in the heart) and is swept through the 

bloodstream to lodge in narrower brain arteries. 

2. Hemorrhagic Stroke: Occurs when a blood vessel in the brain bursts, 

leading to bleeding in or around the brain. Causes include: 

o Intracerebral Hemorrhage: Bleeding within the brain tissue 

itself, often due to high blood pressure. 

o Subarachnoid Hemorrhage: Bleeding in the space between the 

brain and the tissues covering it, usually due to a ruptured 

aneurysm. 

Management 

Management of stroke involves acute treatment to restore blood flow or control 

bleeding, followed by measures to prevent recurrence and rehabilitate the 

patient. 

Acute Management 

1. Initial Assessment and Stabilization: 

o Airway, Breathing, Circulation (ABCs): Ensure the patient is 

stable. 

o Immediate neuroimaging: CT scan or MRI to determine the type 

of stroke. 

2. Ischemic Stroke: 

o Thrombolytic Therapy: Administration of tissue plasminogen 

activator (tPA) within 3 to 4.5 hours of symptom onset to dissolve 

the clot. 
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o Mechanical Thrombectomy: Physical removal of the clot using a 

stent retriever, typically within 6 to 24 hours for large vessel 

occlusions. 

o Antiplatelet Therapy: Aspirin, started within 24 to 48 hours of 

onset. 

o Anticoagulation: In selected cases, such as those with atrial 

fibrillation. 

3. Hemorrhagic Stroke: 

o Blood Pressure Management: Lowering blood pressure to 

prevent further bleeding. 

o Surgical Intervention: Clipping or coiling of aneurysms, or 

surgical removal of hematomas. 

o Reversal of Anticoagulation: If the patient is on blood thinners. 

Secondary Prevention 

 Antiplatelet or Anticoagulant Therapy: Depending on the cause of the 

stroke. 

 Blood Pressure Control: Using antihypertensive medications. 

 Cholesterol Management: Statins to reduce LDL cholesterol levels. 

 Diabetes Management: Controlling blood sugar levels. 

 Lifestyle Modifications: Smoking cessation, healthy diet, regular 

exercise, and weight management. 

Rehabilitation 

 Physical Therapy: To improve mobility and strength. 

 Occupational Therapy: To assist in daily living activities. 

 Speech and Language Therapy: For patients with speech or swallowing 

difficulties. 

 Psychological Support: Counseling or therapy for emotional and mental 

health issues. 

Conclusion 

Stroke is a medical emergency that requires immediate treatment to minimize 

brain damage and improve outcomes. The type of stroke determines the specific 

treatment approach, but rapid assessment and intervention are crucial for all 

cases. Long-term management focuses on preventing recurrence and 

maximizing the patient's functional recovery through rehabilitation and lifestyle 

changes. 
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MODULAR -3- 

Cardiopulmonary resuscitation”CPR” 

Cardiopulmonary resuscitation (CPR) is a life-saving technique used in 

emergencies when someone's breathing or heartbeat has stopped. It is a critical 

intervention for cardiac arrest and can significantly increase the chances of 

survival and recovery. 

Key Components of CPR 

CPR consists of chest compressions and rescue breaths, which are intended to 

restore circulation and breathing. 

Steps for Performing CPR 

1. Assess the Situation 

 Safety: Ensure the environment is safe for both the rescuer and the 

victim. 

 Responsiveness: Check if the person is responsive by tapping on their 

shoulder and shouting, "Are you okay?" 

 Call for Help: If there is no response, call emergency services (e.g., 911) 

immediately. If others are present, have someone else make the call and 

retrieve an automated external defibrillator (AED) if available. 

2. Check Breathing and Pulse 

 Breathing: Look for chest movement, listen for breath sounds, and feel 

for air movement for no more than 10 seconds. 

 Pulse: Check for a pulse at the carotid artery (side of the neck) for no 

more than 10 seconds. 

If there is no normal breathing and no pulse, begin CPR immediately. 

3. Chest Compressions 

 Position: Place the heel of one hand on the center of the chest (on the 

lower half of the sternum) and the other hand on top, interlocking your 

fingers. 

 Depth and Rate: Push hard and fast, compressing the chest at least 2 

inches deep at a rate of 100-120 compressions per minute. 
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 Allow Recoil: Allow the chest to return to its normal position between 

compressions to allow blood flow. 

4. Rescue Breaths 

 Open Airway: Tilt the victim's head back and lift their chin to open the 

airway. 

 Breaths: Pinch the nose shut, take a normal breath, and give two rescue 

breaths, each lasting about one second and making the chest rise. 

 Ratio: Continue cycles of 30 chest compressions followed by 2 rescue 

breaths. 

5. Using an AED 

 Turn On: As soon as an AED is available, turn it on and follow the 

prompts. 

 Attach Pads: Place the AED pads on the victim's bare chest as indicated 

(usually one pad on the upper right chest and the other on the lower left 

side). 

 Analyze and Shock: Allow the AED to analyze the heart rhythm. If a 

shock is advised, ensure no one is touching the victim and deliver the 

shock. Immediately resume CPR after the shock. 

6. Continue CPR 

 Cycles: Continue CPR cycles (30 compressions and 2 breaths) until 

professional help arrives, the person shows signs of life (movement, 

breathing), or you are physically unable to continue. 

Hands-Only CPR 

For untrained rescuers or in situations where rescue breaths are not feasible, 

hands-only CPR (chest compressions without rescue breaths) is recommended: 

 Call for emergency help. 

 Begin chest compressions immediately at the rate and depth mentioned 

above. 

CPR for Different Age Groups 

 Adults: Standard CPR as described above. 

 Children (1 year to puberty): Use one or two hands for chest 

compressions as needed to achieve the proper depth (about 2 inches). 
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 Infants (under 1 year): Use two fingers for chest compressions, 

compressing about 1.5 inches. Give gentle rescue breaths. 

Conclusion 

CPR is a critical emergency procedure that can save lives. Prompt initiation of 

CPR by a bystander can double or triple the chances of survival after cardiac 

arrest. It is recommended that everyone learn CPR through certified courses 

provided by organizations such as the American Heart Association (AHA) or 

the Red Cross to be prepared to act in an emergency. 

 

MODULAR -4- 

Disorders of consciousness, coma, seizures, Glasgow coma scale, emergency 

management of unconscious patient. 

Disorders of Consciousness 

Disorders of consciousness range from mild confusion to deep coma and involve disruptions 

in the brain’s ability to maintain awareness and arousal. The main categories include: 

1. Coma: A state of deep unconsciousness where a person cannot be awakened, fails to 

respond to painful stimuli, light, or sound, lacks a normal sleep-wake cycle, and does 

not initiate voluntary actions. 

2. Vegetative State: A condition where a person is awake but not aware of themselves 

or their environment, with no purposeful response to stimulation. 

3. Minimally Conscious State: Characterized by inconsistent but reproducible signs of 

awareness, such as following simple commands, gestural or verbal yes/no responses, 

intelligible verbalizations, and purposeful behavior. 

4. Locked-In Syndrome: A condition where a patient is conscious and aware but cannot 

move or communicate verbally due to complete paralysis of nearly all voluntary 

muscles except for vertical eye movements and blinking. 

Coma 

Causes of Coma: 

 Traumatic Brain Injury: Resulting from accidents, falls, or violence. 

 Stroke: Hemorrhagic or ischemic. 

 Hypoxia: Due to cardiac arrest, near-drowning, or suffocation. 

 Infections: Such as meningitis or encephalitis. 

 Metabolic Imbalances: Hypoglycemia, hyperglycemia, hyponatremia, or 

liver/kidney failure. 

 Toxins: Drug overdose, alcohol poisoning, or exposure to toxins. 

 Seizures: Prolonged or status epilepticus. 
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Seizures 

Types of Seizures: 

 Focal Seizures: Originating in one area of the brain, can be with or without impaired 

awareness. 

 Generalized Seizures: Affecting both sides of the brain, including tonic-clonic 

(grand mal), absence (petit mal), myoclonic, and atonic seizures. 

 Status Epilepticus: A medical emergency where a seizure lasts more than 5 minutes 

or when seizures occur close together without recovery in between. 

Emergency Management of Seizures: 

 Ensure Safety: Protect the patient from injury by moving nearby objects. 

 Positioning: Lay the person on their side to maintain an open airway and prevent 

aspiration. 

 Time the Seizure: Note the duration of the seizure. 

 Avoid Restraint: Do not hold the person down or put anything in their mouth. 

 Medical Help: Call for emergency help if the seizure lasts more than 5 minutes, if the 

person is injured, pregnant, diabetic, or if it's their first seizure. 

Glasgow Coma Scale (GCS) 

The GCS is used to assess a patient's level of consciousness based on their response to 

stimuli. It scores three components: eye-opening, verbal response, and motor response. 

Response Score 

Eye Opening 
 

- Spontaneous 4 

- To verbal command 3 

- To pain 2 

- No response 1 

Verbal Response 
 

- Oriented 5 

- Confused conversation 4 

- Inappropriate words 3 

- Incomprehensible sounds 2 

- No response 1 

Motor Response 
 

- Obeys commands 6 

- Localizes pain 5 

- Withdrawal from pain 4 

- Flexion to pain (decorticate) 3 

- Extension to pain (decerebrate) 2 
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Response Score 

- No response 1 

The total GCS score ranges from 3 to 15: 

 13-15: Mild brain injury. 

 9-12: Moderate brain injury. 

 3-8: Severe brain injury (coma). 

Emergency Management of the Unconscious Patient 

Initial Assessment: 

 ABC's: Ensure Airway, Breathing, and Circulation. 

 Call for Help: Alert emergency medical services. 

Stabilization: 

1. Airway: Check for airway patency, use head-tilt-chin-lift or jaw-thrust maneuver. 

Consider advanced airway management if needed. 

2. Breathing: Assess respiratory rate, depth, and pattern. Provide supplemental oxygen 

or ventilatory support if necessary. 

3. Circulation: Check pulse, blood pressure, and signs of perfusion. Start intravenous 

access, and administer fluids or medications as needed. 

Neurological Assessment: 

 GCS Scoring: Assess level of consciousness using the Glasgow Coma Scale. 

 Pupillary Response: Check for size, shape, and reactivity of pupils to light. 

 Limb Movement: Assess for spontaneous movements or responses to pain. 

Diagnostic Workup: 

 Blood Tests: Glucose, electrolytes, liver and renal function tests, toxicology screen, 

complete blood count. 

 Imaging: CT scan or MRI of the head to identify structural abnormalities. 

 ECG: To assess cardiac rhythm and function. 

Specific Treatments: 

 Hypoglycemia: Administer glucose. 

 Opioid Overdose: Administer naloxone. 

 Intracranial Pressure: Elevate the head of the bed, consider mannitol or hypertonic 

saline. 

Conclusion 

Disorders of consciousness require prompt recognition, assessment, and management to 

prevent further brain injury and improve patient outcomes. Using tools like the Glasgow 
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Coma Scale and following systematic approaches to emergency care are essential in 

managing these critical conditions effectively. 

 

 

MODULAR -5- 

Urinary catheterization, types, purposes, urinary retention, 

causes, urinary irrigations. 

 

Urinary Catheterization 

Urinary catheterization is a medical procedure used to drain the bladder and 

collect urine through a tube called a catheter. It is commonly performed in 

various clinical settings for diagnostic or therapeutic purposes. 

Types of Urinary Catheters 

1. Indwelling Catheter (Foley Catheter): 

o Description: A flexible tube inserted through the urethra into the 

bladder, held in place by an inflatable balloon. 

o Duration: Can be used for short-term or long-term urinary 

drainage. 

o Common Use: Postoperative care, chronic urinary retention, and 

severe urinary incontinence. 

2. Intermittent Catheter (Straight Catheter): 

o Description: A catheter inserted into the bladder to drain urine and 

then removed immediately after the bladder is empty. 

o Duration: Used only when needed. 

o Common Use: Management of neurogenic bladder, periodic 

drainage of the bladder. 

3. Suprapubic Catheter: 

o Description: A catheter inserted directly into the bladder through a 

small incision in the lower abdomen. 

o Duration: Typically used for long-term urinary drainage. 

o Common Use: When urethral catheterization is not possible or 

advisable, such as in cases of urethral injury or obstruction. 

4. External Catheter (Condom Catheter): 

o Description: A sheath-like device placed over the penis and 

connected to a drainage bag. 
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o Duration: Used for males who are incontinent but have no urinary 

retention issues. 

o Common Use: Management of male urinary incontinence. 

Purposes of Urinary Catheterization 

 Drainage of Urine: To relieve urinary retention or bladder outlet 

obstruction. 

 Urine Collection: For accurate measurement of urinary output in 

critically ill patients. 

 Diagnostic Testing: To obtain sterile urine samples for diagnostic tests. 

 Preoperative and Postoperative Care: To keep the bladder empty 

during and after surgical procedures. 

 Medication Administration: To instill medications directly into the 

bladder. 

Urinary Retention 

Causes of Urinary Retention: 

 Obstructive Causes: 

o Prostate Enlargement: Benign prostatic hyperplasia (BPH) or 

prostate cancer. 

o Urethral Stricture: Narrowing of the urethra due to injury, 

infection, or congenital abnormalities. 

o Bladder Stones: Can block the flow of urine. 

o Tumors: In the bladder, urethra, or surrounding structures. 

 Infectious and Inflammatory Causes: 

o Urinary Tract Infections (UTIs): Causing swelling and 

obstruction. 

o Urethritis: Inflammation of the urethra. 

o Cystitis: Inflammation of the bladder. 

 Neurological Causes: 

o Neurogenic Bladder: Due to spinal cord injuries, multiple 

sclerosis, diabetes, or Parkinson’s disease. 

o Stroke: Affecting the nerves controlling the bladder. 

 Medications: 

o Anticholinergics: Used for allergies, COPD, or bladder spasms. 

o Decongestants: Containing pseudoephedrine. 

o Opioids: Pain medications that can interfere with bladder function. 

 Postoperative Retention: Due to anesthesia or surgical manipulation. 

Urinary Irrigations 
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Urinary irrigation involves flushing the bladder with a sterile solution to 

maintain catheter patency, remove debris or clots, and administer medications. 

Types of Urinary Irrigation: 

1. Continuous Bladder Irrigation (CBI): 

o Description: A continuous infusion of sterile solution into the 

bladder, typically using a three-way catheter. 

o Common Use: After transurethral resection of the prostate (TURP) 

to prevent clot formation and maintain catheter patency. 

2. Intermittent Bladder Irrigation: 

o Description: Periodic instillation of sterile solution into the 

bladder, usually using a syringe. 

o Common Use: To remove clots, debris, or mucus from the bladder. 

3. Medicated Irrigation: 

o Description: Instillation of medicated solutions, such as antibiotics 

or antiseptics. 

o Common Use: To treat bladder infections or reduce inflammation. 

Procedure for Bladder Irrigation: 

1. Preparation: 

o Gather necessary equipment (sterile irrigation solution, irrigation 

set, gloves, antiseptic wipes). 

o Explain the procedure to the patient and obtain consent. 

2. Procedure: 

o Wash hands and wear gloves. 

o Ensure the patient is comfortable and positioned appropriately. 

o Clean the catheter port with antiseptic wipes. 

o Attach the irrigation set to the catheter port. 

o Instill the irrigation solution slowly and steadily. 

o Monitor the return flow for clarity and volume. 

o Document the procedure and any observations. 

Conclusion 

Urinary catheterization is a vital procedure in managing various urological 

conditions and ensuring patient comfort and care. Understanding the different 

types of catheters, their purposes, and proper techniques for catheterization and 

irrigation is essential for healthcare providers to prevent complications and 

optimize patient outcomes. 
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MODULAR -6- 

Postoperative complications, wound infection, wound separation, bleeding, 

thrombosis, thrombophlebitis, pneumonia. 

Postoperative complications are issues that can arise after surgical procedures, 

potentially leading to prolonged recovery, increased morbidity, and in severe 

cases, mortality. Here's a detailed overview of common postoperative 

complications, including their causes, clinical manifestations, and management 

strategies: 

Wound Infection 

Causes: 

 Bacterial Contamination: During or after surgery. 

 Poor Surgical Technique: Inadequate sterilization or handling. 

 Compromised Immune System: Diabetes, obesity, malnutrition, 

immunosuppressive therapy. 

Clinical Manifestations: 

 Redness: Around the wound site. 

 Swelling: Inflammation of surrounding tissue. 

 Pain: Increased discomfort or tenderness at the site. 

 Warmth: Area feels warm to the touch. 

 Drainage: Pus or other discharge from the wound. 

 Fever: Elevated body temperature. 

Management: 

 Antibiotics: Based on culture and sensitivity tests. 

 Wound Care: Cleaning, debridement, and dressing changes. 

 Drainage: Surgical drainage of abscesses if necessary. 

 Monitoring: Regular assessment for signs of worsening infection. 

Wound Separation (Dehiscence) 

Causes: 

 Inadequate Closure: Poor surgical technique. 

 Infection: Weakens the tissue. 

 Increased Intra-Abdominal Pressure: Coughing, vomiting, obesity. 



 

 

17 

 Poor Healing: Due to underlying health conditions like diabetes or 

malnutrition. 

Clinical Manifestations: 

 Gap in Wound: Partial or complete separation of wound edges. 

 Pain: Increased at the site. 

 Discharge: Serous or purulent drainage. 

 Visible Internal Tissues: In severe cases. 

Management: 

 Surgical Repair: Re-suturing of the wound. 

 Wound Care: Proper cleaning and dressing. 

 Reduction of Strain: Avoid activities that increase pressure on the 

wound. 

 Nutritional Support: To promote healing. 

Bleeding 

Causes: 

 Surgical Technique: Inadequate hemostasis during surgery. 

 Medications: Anticoagulants, antiplatelet drugs. 

 Coagulopathies: Inherited or acquired bleeding disorders. 

 Infection: Can disrupt vascular integrity. 

Clinical Manifestations: 

 Visible Bleeding: From the wound site. 

 Hematoma: Collection of blood under the skin. 

 Hypovolemia: Signs of shock, such as low blood pressure, rapid pulse. 

 Bruising: Around the surgical site. 

Management: 

 Hemostasis: Surgical intervention to stop bleeding. 

 Blood Transfusions: If significant blood loss has occurred. 

 Reversal of Anticoagulation: If applicable. 

 Monitoring: Close observation of vital signs and hemoglobin levels. 
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Thrombosis 

Causes: 

 Venous Stasis: Immobility post-surgery. 

 Hypercoagulability: Due to surgery, trauma, or underlying conditions. 

 Endothelial Injury: Direct damage to blood vessels during surgery. 

Clinical Manifestations: 

 Pain: In the affected limb. 

 Swelling: Typically, in one leg. 

 Redness: Along the affected vein. 

 Warmth: In the area of the clot. 

Management: 

 Anticoagulation: Heparin, warfarin, or newer oral anticoagulants. 

 Compression Stockings: To promote venous return. 

 Mobilization: Early ambulation to prevent stasis. 

 Hydration: To reduce blood viscosity. 

Thrombophlebitis 

Causes: 

 Intravenous Catheters: Irritation or infection. 

 Venous Stasis: Prolonged immobility. 

 Hypercoagulability: Post-surgery or due to underlying conditions. 

Clinical Manifestations: 

 Pain: Along the course of the affected vein. 

 Redness and Swelling: Localized to the vein. 

 Tenderness: Over the affected area. 

 Hard, Cord-like Vein: May be palpable. 

Management: 

 Removal of IV Catheter: If it's the cause. 

 Anticoagulation: To prevent further clot formation. 

 Warm Compresses: To reduce inflammation. 

 Analgesics: For pain relief. 
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Pneumonia 

Causes: 

 Atelectasis: Due to immobility and shallow breathing. 

 Aspiration: From vomiting or poor swallowing reflex. 

 Infection: Bacterial or viral pathogens. 

 Mechanical Ventilation: Increased risk of ventilator-associated 

pneumonia (VAP). 

Clinical Manifestations: 

 Cough: Productive or dry. 

 Fever: Elevated temperature. 

 Dyspnea: Shortness of breath. 

 Chest Pain: Especially with breathing or coughing. 

 Crackles or Wheezes: On auscultation. 

Management: 

 Antibiotics: Based on culture results and clinical judgment. 

 Respiratory Support: Oxygen therapy or mechanical ventilation if 

needed. 

 Physiotherapy: To improve lung expansion and clear secretions. 

 Hydration: To thin mucus secretions. 

 Early Mobilization: To promote lung expansion and prevent stasis. 

Conclusion 

Postoperative complications require vigilant monitoring and prompt 

management to minimize morbidity and mortality. Understanding the causes, 

recognizing the clinical manifestations, and implementing appropriate 

management strategies are essential for improving patient outcomes after 

surgery. 
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MODULAR -7- 

Pressure ulcers, etiology, risk factors, stages, of pressure ulcer formation, 

Norton’s pressure area risk assessment form” scoring system” nursing 

management. 

 

Pressure Ulcers 

Pressure ulcers, also known as bedsores or decubitus ulcers, are localized 

injuries to the skin and underlying tissue, usually over a bony prominence, 

resulting from prolonged pressure or pressure combined with shear. 

Etiology 

Pressure ulcers develop due to sustained pressure that exceeds capillary closing 

pressure, leading to tissue ischemia and damage. Contributing factors include: 

 Pressure: Prolonged unrelieved pressure compresses blood vessels, 

reducing blood flow to tissues. 

 Shear: Sliding movements cause tissues to stretch and tear. 

 Friction: Repeated rubbing can wear away the skin. 

 Moisture: Excessive moisture from sweating, incontinence, or wound 

drainage weakens the skin. 

Risk Factors 

 Immobility: Limited movement due to illness, injury, or surgery. 

 Incontinence: Prolonged exposure to moisture from urine or feces. 

 Poor Nutrition: Inadequate protein and calorie intake impair skin 

integrity and healing. 

 Decreased Sensation: Conditions like diabetes or spinal cord injuries 

reduce pain perception. 

 Advanced Age: Thinner, less elastic skin and reduced subcutaneous fat. 

 Chronic Illnesses: Conditions like vascular disease or diabetes impact 

blood flow and healing. 

Stages of Pressure Ulcer Formation 

Pressure ulcers are classified into stages based on the depth and severity of 

tissue damage: 
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1. Stage 1: Non-blanchable erythema of intact skin. Skin may appear red 

and feel warmer or cooler than adjacent tissue. In individuals with dark 

skin tones, the ulcer may present with persistent blue or purple hues. 

2. Stage 2: Partial-thickness skin loss involving the epidermis and/or 

dermis. The ulcer is superficial and presents as an abrasion, blister, or 

shallow crater. 

3. Stage 3: Full-thickness skin loss involving damage or necrosis of 

subcutaneous tissue. The ulcer may present as a deep crater with or 

without undermining of adjacent tissue. 

4. Stage 4: Full-thickness tissue loss with extensive destruction, tissue 

necrosis, or damage to muscle, bone, or supporting structures. 

Undermining and tunneling may also be present. 

5. Unstageable: Full-thickness skin or tissue loss in which the base of the 

ulcer is covered by slough (yellow, tan, gray, green, or brown) and/or 

eschar (tan, brown, or black) in the wound bed. The true depth cannot be 

determined until enough slough and/or eschar is removed to expose the 

base of the wound. 

6. Deep Tissue Injury: Persistent non-blanchable deep red, maroon, or 

purple discoloration, or blood-filled blister due to damage of underlying 

soft tissue from pressure and/or shear. 

Norton’s Pressure Area Risk Assessment Form (Scoring System) 

The Norton Scale assesses the risk of pressure ulcer development and includes 

five categories: 

1. Physical Condition: 

o Good (4) 

o Fair (3) 

o Poor (2) 

o Very bad (1) 

2. Mental Condition: 

o Alert (4) 

o Apathetic (3) 

o Confused (2) 

o Stupor (1) 

3. Activity: 

o Ambulant (4) 

o Walks with help (3) 

o Chair-bound (2) 

o Bed-bound (1) 

4. Mobility: 

o Full (4) 
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o Slightly limited (3) 

o Very limited (2) 

o Immobile (1) 

5. Incontinence: 

o Not (4) 

o Occasionally (3) 

o Usually (2) 

o Urinary and fecal (1) 

Scoring: 

 Scores range from 5 to 20. 

 A lower score indicates a higher risk of pressure ulcer development. 

 A score of 14 or less typically indicates at-risk status. 

Nursing Management 

Prevention 

1. Risk Assessment: Regular use of tools like the Norton Scale to identify 

at-risk patients. 

2. Skin Care: 

o Keep skin clean and dry. 

o Use moisturizers to prevent dryness. 

o Inspect skin daily for signs of pressure damage. 

3. Pressure Relief: 

o Reposition patients at least every 2 hours. 

o Use pressure-relieving devices such as special mattresses, 

cushions, and pads. 

4. Nutrition: 

o Ensure adequate protein and calorie intake. 

o Provide vitamins and minerals that support skin health and healing. 

5. Mobility: 

o Encourage movement and activity as tolerated. 

o Use assistive devices to facilitate mobility. 

Treatment 

1. Wound Care: 

o Cleanse the ulcer with appropriate solutions. 

o Use appropriate dressings to maintain a moist wound environment. 

o Debride necrotic tissue if necessary. 

2. Infection Control: 

o Use antibiotics for clinically infected ulcers. 
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o Maintain a clean and sterile environment when caring for wounds. 

3. Pain Management: 

o Administer analgesics as needed. 

o Use non-pharmacological pain relief methods. 

4. Surgical Intervention: 

o Consider surgical options for severe, non-healing ulcers. 

Education 

 Patient and Family: Educate on the importance of repositioning, skin 

care, and nutrition. 

 Healthcare Team: Ensure all members are knowledgeable about 

pressure ulcer prevention and management protocols. 

Conclusion 

Effective prevention and management of pressure ulcers require a 

multidisciplinary approach involving regular risk assessment, diligent skin care, 

pressure relief strategies, proper nutrition, and timely intervention. Utilizing 

tools like Norton’s Pressure Area Risk Assessment Form helps in early 

identification and proactive management of at-risk patients, significantly 

reducing the incidence and severity of pressure ulcers. 

 

 

MODULAR -8- 

Center monitors of intensive care units (I.C.U), equipment’s, 

instruments, nursing role in I.C.U. 

Intensive Care Unit (ICU) Monitoring 

ICUs are specialized hospital units that provide intensive treatment and 

monitoring for critically ill patients. The environment is equipped with 

advanced technology and staffed by healthcare professionals trained to provide 

continuous and comprehensive care. 

Equipment and Instruments in the ICU 

Monitoring Devices 

1. Cardiac Monitors: 
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o Purpose: Continuous monitoring of heart rate, rhythm, and 

electrical activity. 

o Components: Electrodes, leads, and display screens. 

2. Pulse Oximeters: 

o Purpose: Measure oxygen saturation (SpO2) in the blood. 

o Components: Finger, earlobe, or forehead sensor and display unit. 

3. Blood Pressure Monitors: 

o Purpose: Continuous or intermittent blood pressure monitoring. 

o Components: Non-invasive cuff or invasive arterial line connected 

to a monitor. 

4. Capnography: 

o Purpose: Monitor the concentration of carbon dioxide in exhaled 

air. 

o Components: Nasal cannula or intubation tubing and display unit. 

5. Electrocardiogram (ECG/EKG): 

o Purpose: Detailed analysis of heart's electrical activity. 

o Components: Electrodes, leads, and a recorder or display. 

6. Intracranial Pressure (ICP) Monitors: 

o Purpose: Measure pressure inside the skull. 

o Components: Catheter, transducer, and display unit. 

Respiratory Support 

1. Mechanical Ventilators: 

o Purpose: Provide respiratory support for patients who cannot 

breathe independently. 

o Components: Ventilator machine, tubing, and endotracheal or 

tracheostomy tube. 

2. Continuous Positive Airway Pressure (CPAP) Machines: 

o Purpose: Maintain continuous airway pressure to keep airways 

open. 

o Components: CPAP machine, mask, and tubing. 

3. Bi-level Positive Airway Pressure (BiPAP) Machines: 

o Purpose: Provide varying levels of airway pressure. 

o Components: BiPAP machine, mask, and tubing. 

Infusion Devices 

1. Intravenous (IV) Pumps: 

o Purpose: Administer medications, fluids, and nutrients at 

controlled rates. 

o Components: Pump machine, IV tubing, and solution bags. 

2. Syringe Pumps: 
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o Purpose: Deliver small volumes of medication accurately. 

o Components: Pump machine and syringes. 

Renal Support 

1. Hemodialysis Machines: 

o Purpose: Filter waste products from the blood. 

o Components: Dialysis machine, dialyzer, and tubing. 

2. Continuous Renal Replacement Therapy (CRRT) Machines: 

o Purpose: Provide continuous dialysis for critically ill patients. 

o Components: CRRT machine, filters, and tubing. 

Other Essential Equipment 

1. Defibrillators: 

o Purpose: Deliver electrical shocks to restore normal heart rhythm. 

o Components: Defibrillator unit, paddles, or adhesive pads. 

2. Suction Machines: 

o Purpose: Remove secretions from the airway. 

o Components: Suction unit, tubing, and catheters. 

3. Temperature Management Devices: 

o Purpose: Maintain or regulate body temperature. 

o Components: Cooling or warming blankets, pads, and control unit. 

Nursing Role in the ICU 

ICU nurses play a crucial role in patient care, monitoring, and support. Their 

responsibilities include: 

Patient Assessment and Monitoring 

1. Vital Signs: Continuous monitoring and recording of heart rate, blood 

pressure, respiratory rate, oxygen saturation, and temperature. 

2. Neurological Status: Monitoring level of consciousness, pupil reaction, 

and motor function. 

3. Pain Management: Assessing pain levels and administering analgesics 

as needed. 

Management of Equipment 

1. Operation and Troubleshooting: Competent use of monitoring devices, 

ventilators, and infusion pumps. 

2. Calibration and Maintenance: Ensuring equipment is calibrated and 

functioning correctly. 
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3. Data Interpretation: Analyzing data from monitors to detect any 

changes in patient status. 

Medication Administration 

1. IV Medications: Preparing and administering medications via IV pumps 

or syringes. 

2. Sedatives and Analgesics: Administering and titrating sedatives and pain 

relief medications. 

3. Critical Drugs: Managing vasoactive drugs, anticoagulants, and 

antibiotics. 

Respiratory Care 

1. Ventilator Management: Adjusting settings and monitoring ventilated 

patients. 

2. Airway Management: Ensuring patency of artificial airways and 

suctioning as needed. 

3. Oxygen Therapy: Administering and monitoring supplemental oxygen. 

Infection Control 

1. Aseptic Technique: Strict adherence to aseptic procedures during patient 

care and handling of invasive devices. 

2. Wound Care: Managing surgical wounds, pressure ulcers, and other skin 

issues. 

3. Isolation Precautions: Implementing and maintaining isolation protocols 

for patients with contagious infections. 

Patient and Family Support 

1. Communication: Providing clear information to patients and families 

regarding the patient’s condition and care plan. 

2. Emotional Support: Offering psychological support to patients and 

families dealing with critical illness. 

3. Education: Educating families on patient care needs and post-discharge 

care. 

Coordination of Care 

1. Interdisciplinary Collaboration: Working closely with doctors, 

respiratory therapists, physiotherapists, and other healthcare 

professionals. 
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2. Care Planning: Participating in the development and implementation of 

individualized care plans. 

3. Discharge Planning: Assisting in the transition of care from ICU to other 

units or home care. 

Conclusion 

The ICU is a highly specialized environment requiring advanced equipment and 

skilled nursing care. ICU nurses are critical in managing the complex needs of 

critically ill patients, ensuring continuous monitoring, effective treatment, and 

comprehensive support for both patients and their families. Their role is vital in 

achieving positive outcomes and facilitating recovery. 

 

MODULAR -9- 

Intensive care units I.C.U. department, I.C.U. contents, nursing 

role.   

 

Intensive Care Units (ICU) Department 

An Intensive Care Unit (ICU) is a specialized department within a hospital that 

provides intensive treatment and monitoring for patients with severe or life-

threatening illnesses and injuries. The ICU is staffed with highly trained 

healthcare professionals and equipped with advanced medical technology to 

provide comprehensive care. 

ICU Contents 

Patient Care Areas 

1. Beds: 

o Specially designed to accommodate critically ill patients, often 

with features like adjustable height, side rails, and the ability to tilt 

and recline. 

2. Monitors: 

o Continuous monitoring of vital signs including heart rate, blood 

pressure, respiratory rate, and oxygen saturation. 

3. Ventilators: 

o Mechanical devices that support or take over the breathing process 

for patients who cannot breathe independently. 
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4. Infusion Pumps: 

o Devices that deliver precise amounts of fluids, medications, and 

nutrients intravenously. 

5. Dialysis Machines: 

o Used for patients with kidney failure to filter waste products from 

the blood. 

6. Bedsore Prevention: 

o Mattresses and overlays designed to prevent pressure ulcers. 

Diagnostic and Therapeutic Equipment 

1. ECG/EKG Machines: 

o Record the electrical activity of the heart. 

2. X-Ray and Ultrasound Machines: 

o For bedside imaging to monitor internal conditions without moving 

the patient. 

3. Blood Gas Analyzers: 

o Measure levels of oxygen, carbon dioxide, and pH in the blood. 

4. Defibrillators: 

o For emergency use in patients experiencing life-threatening 

arrhythmias. 

5. Intracranial Pressure (ICP) Monitors: 

o Measure the pressure inside the skull. 

6. Capnography: 

o Monitors the concentration of carbon dioxide in exhaled air. 

Support Equipment 

1. Suction Machines: 

o Remove secretions from the airway. 

2. Temperature Management Devices: 

o Cooling or warming blankets and pads to regulate body 

temperature. 

3. Nutrition Delivery Systems: 

o For enteral or parenteral nutrition. 

4. Specialized Beds and Chairs: 

o Designed to assist with patient mobility and comfort. 

5. Communication Devices: 

o Systems to facilitate communication between staff and with 

patients who may have difficulty speaking. 

Nursing Role in the ICU 
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ICU nurses play a critical role in the care of critically ill patients. Their 

responsibilities are extensive and involve continuous monitoring, intervention, 

and support. 

Monitoring and Assessment 

1. Vital Signs: 

o Continuously monitor and document vital signs including heart 

rate, blood pressure, respiratory rate, and oxygen saturation. 

2. Neurological Assessment: 

o Regular assessment of the patient’s level of consciousness, pupil 

reaction, and motor responses. 

3. Pain Management: 

o Regularly assess and manage pain using both pharmacological and 

non-pharmacological methods. 

4. Invasive Monitoring: 

o Management and interpretation of data from devices such as 

arterial lines, central venous catheters, and ICP monitors. 

Direct Patient Care 

1. Medication Administration: 

o Prepare and administer medications, including titration of critical 

drugs like vasopressors, sedatives, and analgesics. 

2. Respiratory Support: 

o Manage mechanical ventilation settings, perform endotracheal 

suctioning, and provide other respiratory therapies. 

3. Wound Care: 

o Maintain and monitor surgical sites, pressure ulcers, and other 

wounds. 

4. Nutrition and Hydration: 

o Ensure patients receive appropriate nutritional support, whether 

enteral or parenteral. 

Patient and Family Support 

1. Communication: 

o Provide clear and compassionate communication with patients and 

their families about the patient’s condition and care plan. 

2. Education: 

o Educate families on the patient’s needs, treatments, and what to 

expect during and after ICU stay. 

3. Emotional Support: 
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o Offer psychological support to patients and families coping with 

critical illness. 

Coordination and Documentation 

1. Interdisciplinary Collaboration: 

o Work closely with doctors, respiratory therapists, physiotherapists, 

pharmacists, and other healthcare professionals to develop and 

implement care plans. 

2. Care Planning: 

o Participate in the formulation and updating of individualized care 

plans based on patient assessments and evolving conditions. 

3. Documentation: 

o Maintain accurate and detailed records of patient care, 

interventions, and outcomes. 

Infection Control and Safety 

1. Aseptic Techniques: 

o Adhere to strict aseptic techniques to prevent infections, especially 

when handling invasive devices and wounds. 

2. Isolation Precautions: 

o Implement and maintain isolation protocols for patients with 

contagious diseases. 

3. Safety Measures: 

o Ensure that all safety protocols are followed to prevent accidents 

and injuries within the ICU. 

Conclusion 

ICUs are highly specialized units that provide essential care for critically ill 

patients. They are equipped with advanced technology and staffed by skilled 

healthcare professionals, particularly nurses, who play a pivotal role in 

monitoring, treating, and supporting patients. The comprehensive care provided 

in ICUs is crucial for stabilizing patients, facilitating recovery, and improving 

outcomes. 
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MODULAR -10- 

Pleural effusion, causes, thoracentesis, ascites, causes, 

paracentesis. 

 

Pleural Effusion 

Definition 

Pleural effusion is the accumulation of excess fluid in the pleural space, the area 

between the lungs and the chest wall. This condition can affect breathing and 

requires medical intervention for diagnosis and treatment. 

Causes 

Pleural effusion can be classified into two main types: transudative and 

exudative, based on the composition of the fluid and the underlying causes. 

1. Transudative Effusions: Caused by systemic factors that affect the 

balance of fluid production and absorption. 

o Congestive Heart Failure (CHF): Increased hydrostatic pressure 

in the blood vessels leads to fluid leakage into the pleural space. 

o Cirrhosis: Low albumin levels decrease oncotic pressure, causing 

fluid to accumulate. 

o Nephrotic Syndrome: Loss of protein in the urine reduces oncotic 

pressure, leading to fluid buildup. 

o Hypoalbuminemia: Various conditions causing low protein levels 

in the blood. 

2. Exudative Effusions: Result from local factors that increase capillary 

permeability or block lymphatic drainage. 

o Infections: Bacterial pneumonia, tuberculosis, and other infections 

can cause inflammation and fluid leakage. 

o Malignancies: Lung cancer, breast cancer, lymphoma, and 

metastatic cancers can cause pleural effusion. 

o Pulmonary Embolism: Can trigger an inflammatory response, 

leading to fluid accumulation. 

o Autoimmune Diseases: Conditions like lupus and rheumatoid 

arthritis can cause inflammation and effusion. 

o Pancreatitis: Inflammation of the pancreas can lead to effusion. 
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o Trauma: Injury to the chest can cause bleeding or fluid leakage 

into the pleural space. 

Thoracentesis 

Thoracentesis is a procedure used to remove fluid from the pleural space for 

diagnostic or therapeutic purposes. 

1. Indications: 

o Diagnostic evaluation of pleural effusion to determine the cause. 

o Therapeutic relief of symptoms such as dyspnea (shortness of 

breath) caused by large effusions. 

2. Procedure: 

o Preparation: The patient is positioned sitting up and leaning 

slightly forward to widen the space between the ribs. 

o Sterilization: The skin is cleaned with an antiseptic, and local 

anesthesia is administered to numb the area. 

o Insertion: A needle is carefully inserted into the pleural space, and 

fluid is aspirated using a syringe or connected to a drainage system. 

o Analysis: The fluid is sent to a laboratory for analysis, which may 

include tests for protein, glucose, cell count, cultures, and cytology. 

3. Complications: 

o Pneumothorax (collapsed lung). 

o Hemothorax (bleeding into the pleural space). 

o Infection. 

o Pain at the insertion site. 

o Re-expansion pulmonary edema (rare). 

Ascites 

Definition 

Ascites is the abnormal accumulation of fluid in the peritoneal cavity, causing 

abdominal distension and discomfort. It is often a sign of underlying systemic 

disease. 

Causes 

Ascites can result from a variety of conditions, most commonly related to liver 

disease, heart failure, and malignancies. 

1. Liver Disease: 
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o Cirrhosis: The most common cause of ascites. Portal hypertension 

and hypoalbuminemia from liver dysfunction lead to fluid leakage 

into the abdomen. 

o Hepatitis: Chronic liver inflammation can contribute to ascites. 

2. Heart Failure: 

o Right-sided heart failure increases venous pressure, leading to fluid 

accumulation in the peritoneal cavity. 

3. Malignancies: 

o Peritoneal Carcinomatosis: Spread of cancer within the peritoneal 

cavity, often from ovarian, pancreatic, or gastrointestinal cancers. 

o Liver Metastasis: Secondary liver cancers can disrupt liver 

function and cause ascites. 

4. Kidney Disease: 

o Nephrotic Syndrome: Loss of protein in the urine reduces oncotic 

pressure, allowing fluid to accumulate in the abdomen. 

5. Infections: 

o Tuberculosis: Can cause tuberculous peritonitis, leading to ascites. 

o Spontaneous Bacterial Peritonitis (SBP): Infection of ascitic 

fluid, often in patients with cirrhosis. 

6. Pancreatitis: 

o Inflammation of the pancreas can cause fluid to leak into the 

peritoneal cavity. 

Paracentesis 

Paracentesis is a procedure used to remove fluid from the peritoneal cavity for 

diagnostic or therapeutic purposes. 

1. Indications: 

o Diagnostic evaluation of new-onset ascites to determine the cause. 

o Symptomatic relief of abdominal distension, pain, and respiratory 

difficulties due to large-volume ascites. 

o Therapeutic drainage in cases of tense ascites or when there is 

suspicion of infection (e.g., SBP). 

2. Procedure: 

o Preparation: The patient is positioned supine (lying on the back) 

or slightly tilted to one side. 

o Sterilization: The abdomen is cleaned with an antiseptic, and local 

anesthesia is administered to numb the area. 

o Insertion: A needle or catheter is inserted into the peritoneal 

cavity, and fluid is aspirated. In large-volume paracentesis, a 

drainage bag may be used. 
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o Analysis: The fluid is sent for laboratory analysis, which may 

include tests for albumin, total protein, cell count, cultures, and 

cytology. 

3. Complications: 

o Infection. 

o Bleeding. 

o Perforation of abdominal organs (rare). 

o Hypotension (drop in blood pressure) if large volumes of fluid are 

removed too quickly. 

Conclusion 

Pleural effusion and ascites are conditions characterized by the abnormal 

accumulation of fluid in the pleural and peritoneal cavities, respectively. 

Thoracentesis and paracentesis are essential diagnostic and therapeutic 

procedures used to manage these conditions. These procedures require careful 

execution and monitoring to minimize complications and ensure effective 

treatment. 

MODULAR -11- 

Hypertension, causes, clinical manifestations, diagnostic, 

complication, management.  

Definition 

Hypertension, or high blood pressure, is a chronic medical condition in which 

the force of the blood against the artery walls is elevated. It is a major risk factor 

for cardiovascular diseases. 

Causes 

Hypertension can be classified into two main types: primary (essential) 

hypertension and secondary hypertension. 

1. Primary (Essential) Hypertension: 

o Genetic Factors: Family history of hypertension increases risk. 

o Lifestyle Factors: Poor diet (high salt intake), lack of physical 

activity, obesity, excessive alcohol consumption, and smoking. 

o Age: Risk increases with age. 

o Ethnic Background: Higher prevalence in certain ethnic groups, 

such as African Americans. 

2. Secondary Hypertension: Caused by underlying medical conditions. 
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o Kidney Disease: Chronic kidney disease, glomerulonephritis, and 

polycystic kidney disease. 

o Endocrine Disorders: Hyperthyroidism, hypothyroidism, 

Cushing's syndrome, pheochromocytoma, and primary 

aldosteronism. 

o Medications: Oral contraceptives, corticosteroids, nonsteroidal 

anti-inflammatory drugs (NSAIDs). 

o Sleep Apnea: Obstructive sleep apnea can lead to hypertension. 

o Vascular Conditions: Coarctation of the aorta, renovascular 

hypertension. 

Clinical Manifestations 

Hypertension is often asymptomatic, especially in its early stages. When 

symptoms do occur, they may include: 

 Headache: Particularly in the morning and in the occipital region. 

 Dizziness: Lightheadedness or vertigo. 

 Blurred Vision: Visual disturbances due to retinopathy. 

 Palpitations: Irregular heartbeats. 

 Nosebleeds: Epistaxis. 

 Shortness of Breath: Especially during exertion. 

 Chest Pain: Angina-like symptoms. 

 Fatigue: Generalized weakness or tiredness. 

Diagnostic Evaluation 

Diagnosis of hypertension involves a combination of medical history, physical 

examination, and diagnostic tests. 

1. Blood Pressure Measurement: 

o Repeated measurements on different occasions. 

o Use of an appropriately sized cuff and proper technique. 

o Home blood pressure monitoring or ambulatory blood pressure 

monitoring for confirmation. 

2. Medical History and Physical Examination: 

o Assessment of risk factors, family history, and symptoms. 

o Examination for signs of target organ damage (e.g., heart, kidneys, 

eyes). 

3. Laboratory Tests: 

o Blood Tests: Complete blood count (CBC), electrolytes, blood 

urea nitrogen (BUN), creatinine, fasting glucose, lipid profile, 

thyroid function tests. 

o Urine Tests: Urinalysis, urine albumin-to-creatinine ratio. 
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4. Imaging and Other Tests: 

o Electrocardiogram (ECG): To assess cardiac function and detect 

left ventricular hypertrophy. 

o Echocardiogram: For detailed evaluation of cardiac structure and 

function. 

o Renal Ultrasound: To assess kidney structure and identify 

secondary causes. 

Complications 

Uncontrolled hypertension can lead to significant complications affecting 

various organs: 

1. Cardiovascular Complications: 

o Coronary Artery Disease (CAD): Increased risk of myocardial 

infarction. 

o Heart Failure: Due to left ventricular hypertrophy and 

dysfunction. 

o Stroke: Ischemic and hemorrhagic strokes. 

2. Renal Complications: 

o Chronic Kidney Disease (CKD): Hypertension is both a cause 

and consequence of CKD. 

o End-Stage Renal Disease (ESRD): Requiring dialysis or 

transplantation. 

3. Ocular Complications: 

o Hypertensive Retinopathy: Damage to the blood vessels in the 

retina, leading to vision loss. 

4. Peripheral Arterial Disease: 

o Reduced blood flow to the limbs, causing pain and mobility issues. 

5. Aortic Aneurysm and Dissection: 

o Weakening of the aortic wall, leading to life-threatening 

conditions. 

Management 

Management of hypertension involves lifestyle modifications and 

pharmacological treatment. 

1. Lifestyle Modifications: 

o Diet: Adoption of the DASH (Dietary Approaches to Stop 

Hypertension) diet, which is rich in fruits, vegetables, whole 

grains, and low-fat dairy products, and low in saturated fat and 

cholesterol. 
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o Salt Reduction: Limiting sodium intake to less than 2,300 mg per 

day. 

o Weight Loss: Achieving and maintaining a healthy body weight 

(BMI < 25 kg/m²). 

o Physical Activity: Regular aerobic exercise (e.g., 30 minutes of 

moderate-intensity exercise most days of the week). 

o Alcohol Moderation: Limiting alcohol intake to no more than two 

drinks per day for men and one drink per day for women. 

o Smoking Cessation: Eliminating tobacco use. 

o Stress Management: Techniques such as mindfulness, relaxation 

exercises, and yoga. 

2. Pharmacological Treatment: 

o Diuretics: Thiazide diuretics (e.g., hydrochlorothiazide), loop 

diuretics (e.g., furosemide), potassium-sparing diuretics (e.g., 

spironolactone). 

o ACE Inhibitors: E.g., lisinopril, enalapril. 

o Angiotensin II Receptor Blockers (ARBs): E.g., losartan, 

valsartan. 

o Calcium Channel Blockers: E.g., amlodipine, diltiazem. 

o Beta-Blockers: E.g., metoprolol, atenolol. 

o Alpha-Blockers: E.g., doxazosin, prazosin. 

o Centrally Acting Agents: E.g., clonidine, methyldopa. 

o Direct Vasodilators: E.g., hydralazine, minoxidil. 

3. Monitoring and Follow-Up: 

o Regular follow-up visits to monitor blood pressure and adjust 

treatment as necessary. 

o Assessment of adherence to medication and lifestyle changes. 

o Monitoring for and managing side effects of medications. 

Conclusion 

Hypertension is a common but serious condition that can lead to significant 

health complications if left untreated. It requires a comprehensive approach 

involving lifestyle modifications, regular monitoring, and appropriate 

pharmacological treatment to manage blood pressure and reduce the risk of 

complications. Early detection and consistent management are key to improving 

outcomes for individuals with hypertension. 
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MODULAR -12- 
 

Jaundice 

Definition 

Jaundice is a condition characterized by the yellowing of the skin, mucous 

membranes, and sclerae (the whites of the eyes) due to elevated levels of 

bilirubin in the blood. It indicates underlying issues with bilirubin metabolism 

or liver function. 

Types 

Jaundice can be categorized into three main types based on the site of the 

disruption in bilirubin metabolism: 

1. Pre-Hepatic (Hemolytic) Jaundice: 

o Caused by the excessive breakdown of red blood cells (hemolysis) 

which overwhelms the liver's ability to conjugate and excrete 

bilirubin. 

2. Hepatic (Hepatocellular) Jaundice: 

o Caused by diseases or damage to the liver that impair its ability to 

process bilirubin. 

3. Post-Hepatic (Obstructive) Jaundice: 

o Caused by obstruction of bile flow from the liver to the intestine, 

leading to the accumulation of conjugated bilirubin. 

Causes 

1. Pre-Hepatic (Hemolytic) Jaundice: 

o Hemolytic Anemia: Conditions such as sickle cell anemia, 

thalassemia, and hereditary spherocytosis. 

o Hemolytic Disease of the Newborn: Rh incompatibility or ABO 

incompatibility. 

o Infections: Malaria, sepsis. 

o Transfusion Reactions: Due to blood group incompatibility. 

2. Hepatic (Hepatocellular) Jaundice: 

o Viral Hepatitis: Hepatitis A, B, C, D, and E. 

o Alcoholic Liver Disease: Chronic alcohol abuse leading to 

alcoholic hepatitis or cirrhosis. 
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o Non-Alcoholic Fatty Liver Disease (NAFLD): Fat accumulation 

in the liver not related to alcohol consumption. 

o Cirrhosis: Advanced scarring of the liver from chronic liver 

disease. 

o Liver Tumors: Primary liver cancer or metastasis to the liver. 

o Genetic Disorders: Gilbert's syndrome, Crigler-Najjar syndrome, 

Wilson's disease, hemochromatosis. 

o Drug-Induced Liver Injury: From medications or toxins. 

3. Post-Hepatic (Obstructive) Jaundice: 

o Gallstones: Stones in the bile ducts causing obstruction. 

o Pancreatic Cancer: Tumor obstructing the bile duct. 

o Cholangiocarcinoma: Cancer of the bile ducts. 

o Primary Sclerosing Cholangitis: Chronic inflammation and 

scarring of the bile ducts. 

o Biliary Atresia: Congenital obstruction or absence of bile ducts. 

Clinical Manifestations 

The symptoms of jaundice can vary depending on the underlying cause and the 

level of bilirubin elevation: 

 Yellowing of the Skin and Eyes: Most noticeable in the sclera (whites of 

the eyes). 

 Dark Urine: Due to increased bilirubin excretion. 

 Pale Stools: Indicating a lack of bilirubin reaching the intestines. 

 Itching: Due to bile salt accumulation in the skin. 

 Fatigue: Generalized weakness and lethargy. 

 Abdominal Pain: Especially in cases of obstructive jaundice. 

 Nausea and Vomiting: Common in liver diseases. 

 Weight Loss: Especially in chronic conditions like cancer or severe liver 

disease. 

 Fever: May indicate an infectious cause such as viral hepatitis or 

cholangitis. 

Management 

Management of jaundice involves treating the underlying cause and addressing 

the symptoms: 

1. Pre-Hepatic Jaundice: 

o Treatment of Hemolytic Anemia: Blood transfusions, 

corticosteroids, or immunosuppressive drugs. 

o Management of Infections: Antimalarials for malaria, antibiotics 

for bacterial infections. 



 

 

40 

o Phototherapy: For neonatal jaundice to convert bilirubin into a 

form that can be excreted. 

2. Hepatic Jaundice: 

o Viral Hepatitis: Antiviral medications for hepatitis B and C, 

supportive care for hepatitis A and E. 

o Alcoholic Liver Disease: Abstinence from alcohol, nutritional 

support, corticosteroids in severe cases. 

o NAFLD: Weight loss, control of diabetes, and lipid-lowering 

agents. 

o Cirrhosis: Management of complications (ascites, variceal 

bleeding), liver transplantation in severe cases. 

o Genetic Disorders: Specific treatments such as chelation for 

Wilson's disease, phlebotomy for hemochromatosis. 

3. Post-Hepatic Jaundice: 

o Gallstones: Endoscopic retrograde cholangiopancreatography 

(ERCP) to remove stones, surgery if needed. 

o Cancer: Surgical resection, chemotherapy, or palliative care 

depending on the stage. 

o Biliary Atresia: Kasai procedure (surgery to restore bile flow) or 

liver transplantation. 

4. Symptomatic Management: 

o Itching (Pruritus): Cholestyramine, antihistamines, and 

ursodeoxycholic acid. 

o Nutritional Support: Especially in chronic liver disease to 

maintain adequate nutrition. 

o Monitoring and Supportive Care: Regular follow-up, liver 

function tests, and supportive care to manage symptoms and 

complications. 

Conclusion 

Jaundice is a symptom of various underlying conditions affecting bilirubin 

metabolism or liver function. Its management requires a comprehensive 

approach to diagnose and treat the root cause, alleviate symptoms, and prevent 

complications. Early diagnosis and appropriate intervention are crucial for 

better outcomes. 
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MODULAR -13- 

Dialysis 

Definition 

Dialysis is a medical treatment that removes waste products and excess fluid 

from the blood when the kidneys are no longer able to perform these functions 

effectively. It is essential for patients with end-stage renal disease (ESRD) or 

acute kidney injury (AKI). 

Types of Dialysis 

1. Hemodialysis (HD): 

o Process: Blood is drawn from the body, filtered through a dialyzer 

(artificial kidney), and then returned to the body. 

o Frequency: Typically performed three times a week, each session 

lasting 3-5 hours. 

o Access: Requires vascular access via an arteriovenous (AV) fistula, 

AV graft, or central venous catheter. 

2. Peritoneal Dialysis (PD): 

o Process: The peritoneal cavity in the abdomen is filled with a 

dialysis solution that absorbs waste and excess fluid. The solution 

is then drained and replaced with fresh solution. 

o Types: 

 Continuous Ambulatory Peritoneal Dialysis (CAPD): 

Performed manually 3-5 times a day. 

 Automated Peritoneal Dialysis (APD): Uses a machine to 

perform exchanges during the night. 

o Access: Requires a catheter placed in the peritoneal cavity. 

Purposes of Dialysis 

 Waste Removal: Clears waste products (e.g., urea, creatinine) from the 

blood. 

 Fluid Balance: Removes excess fluid to prevent fluid overload. 

 Electrolyte Balance: Maintains proper levels of electrolytes (e.g., 

potassium, sodium). 

 Acid-Base Balance: Corrects metabolic acidosis by removing excess 

acids. 

 Toxin Removal: Eliminates toxins that the kidneys can no longer filter. 
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Complications of Dialysis 

1. Hemodialysis Complications: 

o Hypotension: Sudden drop in blood pressure during or after 

dialysis. 

o Muscle Cramps: Caused by fluid and electrolyte shifts. 

o Infection: At the vascular access site. 

o Vascular Access Issues: Thrombosis, stenosis, or infection of the 

AV fistula or graft. 

o Cardiovascular Events: Increased risk of heart attack or stroke. 

o Disequilibrium Syndrome: Rapid changes in fluid and electrolyte 

balance causing nausea, headache, and confusion. 

2. Peritoneal Dialysis Complications: 

o Peritonitis: Infection of the peritoneal cavity. 

o Catheter Infection: At the exit site or tunnel. 

o Hernias: Due to increased intra-abdominal pressure. 

o Fluid Leaks: From the catheter insertion site. 

o Weight Gain: Due to glucose absorption from the dialysis 

solution. 

o Encapsulating Peritoneal Sclerosis: Rare but serious 

complication causing fibrosis of the peritoneum. 

Role of Nursing Staff in Dialysis 

1. Patient Assessment and Monitoring: 

o Pre-Dialysis Assessment: Checking vital signs, weight, and 

assessing the condition of vascular access. 

o During Dialysis: Monitoring vital signs, assessing for signs of 

complications (e.g., hypotension, cramps), and ensuring the 

dialysis machine is functioning correctly. 

o Post-Dialysis: Monitoring for post-dialysis symptoms (e.g., 

fatigue, hypotension) and assessing the patient's overall condition. 

2. Vascular Access Care: 

o AV Fistula/Graft: Monitoring for signs of infection, patency 

(checking for bruit and thrill), and teaching patients about access 

care. 

o Central Venous Catheter: Ensuring proper aseptic technique, 

monitoring for infection, and maintaining catheter patency. 

3. Education and Support: 

o Patient Education: Teaching patients about dialysis procedures, 

dietary restrictions, fluid management, and medication adherence. 
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o Emotional Support: Providing psychological support and 

counseling to help patients cope with the stress and lifestyle 

changes associated with dialysis. 

o Family Education: Involving family members in the care process 

and providing them with the necessary information and support. 

4. Technical Skills: 

o Machine Operation: Proficiency in operating and troubleshooting 

dialysis machines. 

o Dialysis Procedure: Ensuring the correct setup and monitoring of 

the dialysis process, including adjusting the dialysate composition 

and flow rates. 

5. Emergency Management: 

o Handling Complications: Promptly recognizing and managing 

dialysis-related complications such as hypotension, cramps, and 

infections. 

o Emergency Protocols: Following protocols for emergency 

situations, such as cardiovascular events or severe reactions during 

dialysis. 

6. Collaboration: 

o Interdisciplinary Team: Working closely with nephrologists, 

dietitians, social workers, and other healthcare professionals to 

provide comprehensive care. 

o Care Coordination: Coordinating care transitions, including 

hospital admissions, discharges, and referrals to specialists. 

Conclusion 

Dialysis is a life-saving treatment for patients with severe kidney dysfunction. 

The nursing staff plays a critical role in managing the dialysis process, ensuring 

patient safety, providing education and support, and addressing complications 

promptly. Effective dialysis management involves a multidisciplinary approach 

to optimize patient outcomes and improve the quality of life for individuals 

undergoing dialysis. 
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MODULAR -14- 

Bronchial Asthma 

Definition 

Bronchial asthma is a chronic inflammatory disorder of the airways 

characterized by variable and recurring symptoms, reversible airflow 

obstruction, and bronchospasm. It is often associated with heightened sensitivity 

to various stimuli. 

Causes 

Asthma can be triggered by a combination of genetic and environmental factors: 

1. Genetic Factors: Family history of asthma or other allergic conditions. 

2. Environmental Triggers: 

o Allergens: Pollen, dust mites, pet dander, mold, and cockroach 

droppings. 

o Irritants: Tobacco smoke, air pollution, chemical fumes, and 

strong odors. 

o Weather: Cold air or sudden weather changes. 

o Physical Activity: Exercise-induced asthma. 

o Respiratory Infections: Viral infections like the common cold. 

o Medications: Aspirin, nonsteroidal anti-inflammatory drugs 

(NSAIDs), and beta-blockers. 

o Emotional Stress: Intense emotions can trigger asthma attacks. 

Signs and Symptoms 

Asthma symptoms can vary in severity and frequency: 

1. Common Symptoms: 

o Wheezing: High-pitched whistling sound during breathing. 

o Shortness of Breath: Difficulty breathing or feeling breathless. 

o Chest Tightness: Sensation of pressure or constriction in the chest. 

o Coughing: Persistent cough, especially at night or early morning. 

o Difficulty Sleeping: Due to coughing, wheezing, or shortness of 

breath. 

2. Severe Symptoms (indicative of an asthma attack): 

o Severe Wheezing: Both during inhalation and exhalation. 

o Severe Shortness of Breath: Difficulty talking or performing daily 

activities. 



 

 

45 

o Rapid Breathing: Increased respiratory rate. 

o Retractions: Visible sinking of the skin around the ribs and neck 

during breathing. 

o Cyanosis: Bluish discoloration of the lips or face due to lack of 

oxygen. 

o Anxiety or Panic: Due to difficulty breathing. 

Investigations and Laboratory Tests 

Diagnosing asthma involves a combination of clinical evaluation, pulmonary 

function tests, and laboratory investigations: 

1. Pulmonary Function Tests: 

o Spirometry: Measures the volume of air exhaled and the speed of 

exhalation to assess airway obstruction. 

o Peak Expiratory Flow (PEF): Measures the maximum speed of 

exhalation, useful for monitoring asthma control. 

2. Bronchoprovocation Tests: 

o Methacholine Challenge Test: Assesses airway 

hyperresponsiveness by inhaling increasing doses of methacholine. 

3. Allergy Testing: 

o Skin Prick Test: Identifies specific allergens that trigger asthma. 

o Blood Tests: Measures specific IgE antibodies to allergens. 

4. Imaging: 

o Chest X-ray: To rule out other conditions such as infections or 

structural abnormalities. 

o CT Scan: In cases of complicated or atypical asthma to get 

detailed images of the lungs. 

5. Laboratory Tests: 

o Complete Blood Count (CBC): To check for elevated eosinophils, 

which can indicate allergic inflammation. 

o Arterial Blood Gas (ABG) Analysis: To assess oxygen and 

carbon dioxide levels, especially during severe asthma attacks. 

o Sputum Examination: To look for eosinophils or infectious 

organisms. 

Emergency Management 

In the event of an acute asthma attack, prompt and effective management is 

crucial: 

1. Initial Assessment: 

o Vital Signs: Monitor respiratory rate, heart rate, blood pressure, 

and oxygen saturation. 
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o Physical Examination: Check for signs of respiratory distress, 

cyanosis, and use of accessory muscles. 

2. Oxygen Therapy: 

o Supplemental Oxygen: Administer oxygen to maintain oxygen 

saturation above 90%. 

3. Medications: 

o Short-Acting Beta2-Agonists (SABAs): Inhaled bronchodilators 

like albuterol or levalbuterol to relieve bronchospasm. Administer 

via metered-dose inhaler (MDI) with a spacer or nebulizer. 

o Systemic Corticosteroids: Oral or intravenous corticosteroids 

(e.g., prednisone, methylprednisolone) to reduce airway 

inflammation. 

o Anticholinergics: Inhaled ipratropium bromide can be used in 

combination with SABAs for additional bronchodilation. 

4. Monitoring and Support: 

o Continuous Monitoring: Frequent reassessment of respiratory 

status, oxygen saturation, and response to treatment. 

o Intravenous Fluids: If needed, to maintain hydration. 

5. Escalation of Care: 

o Magnesium Sulfate: Intravenous magnesium sulfate may be 

administered in severe cases to provide additional bronchodilation. 

o Heliox Therapy: A mixture of helium and oxygen to reduce 

airway resistance and improve airflow. 

o Non-Invasive Ventilation: Continuous positive airway pressure 

(CPAP) or bilevel positive airway pressure (BiPAP) for respiratory 

support. 

o Intubation and Mechanical Ventilation: In cases of respiratory 

failure or exhaustion, endotracheal intubation and mechanical 

ventilation may be necessary. 

6. Discharge Planning: 

o Asthma Action Plan: Develop or update the patient’s asthma 

action plan, including instructions for medication use and 

monitoring. 

o Follow-Up: Arrange follow-up appointments with a primary care 

physician or pulmonologist. 

o Education: Educate the patient and family on asthma triggers, 

proper inhaler technique, and the importance of adherence to 

treatment. 

Conclusion 

Bronchial asthma is a chronic respiratory condition that requires ongoing 

management and patient education. Effective emergency management of acute 
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asthma attacks is critical to prevent complications and improve patient 

outcomes. A comprehensive approach involving medications, lifestyle 

modifications, and regular monitoring is essential for controlling asthma and 

enhancing the quality of life for individuals with this condition. 

 

MODULAR -15- 

Pruritus 

Definition 

Pruritus is the medical term for itching, a sensation that provokes the desire to 

scratch. It can be a symptom of various underlying conditions, including skin 

disorders, systemic diseases, and allergic reactions. 

Pruritus in Anaphylaxis 

Definition 

Pruritus is a common symptom in anaphylaxis, a severe, potentially life-

threatening allergic reaction. In the context of anaphylaxis, pruritus often occurs 

alongside other symptoms such as urticaria (hives), angioedema (swelling), and 

systemic signs like difficulty breathing, hypotension, and gastrointestinal 

symptoms. 

Causes 

General Causes of Pruritus 

1. Dermatologic Conditions: 

o Eczema (atopic dermatitis) 

o Psoriasis 

o Contact dermatitis 

o Scabies 

o Urticaria (hives) 

2. Systemic Conditions: 

o Chronic kidney disease 

o Liver disease (e.g., cholestasis, cirrhosis) 

o Thyroid disorders 

o Diabetes 

o Hematologic disorders (e.g., polycythemia vera, Hodgkin's 

lymphoma) 



 

 

48 

3. Neurologic Causes: 

o Neuropathy 

o Multiple sclerosis 

4. Psychogenic Pruritus: 

o Anxiety 

o Depression 

5. Medications: 

o Opioids 

o Antibiotics 

o Antimalarials 

6. Infections: 

o Fungal infections 

o Bacterial infections 

o Parasitic infestations 

Causes of Pruritus in Anaphylaxis 

1. Allergens: 

o Foods (e.g., peanuts, shellfish, eggs) 

o Insect stings or bites 

o Medications (e.g., penicillin, NSAIDs) 

o Latex 

o Environmental allergens (e.g., pollen, animal dander) 

2. Pathophysiology: 

o Histamine Release: Mast cells and basophils release histamine and 

other mediators during an allergic reaction, leading to vasodilation, 

increased vascular permeability, and stimulation of sensory nerves 

causing itching. 

o Other Mediators: Leukotrienes, prostaglandins, and cytokines 

also contribute to the inflammatory response and pruritus. 

Emergency Management 

Initial Assessment 

1. Airway, Breathing, Circulation (ABCs): Ensure the patient’s airway is 

open, check for breathing difficulties, and monitor circulation. 

2. Vital Signs: Monitor blood pressure, heart rate, respiratory rate, and 

oxygen saturation. 

3. History and Examination: Rapidly assess for exposure to potential 

allergens, onset of symptoms, and associated signs like hives, swelling, or 

respiratory distress. 

Immediate Treatment 



 

 

49 

1. Epinephrine: 

o First-Line Treatment: Administer intramuscular epinephrine (0.3-

0.5 mg for adults, 0.01 mg/kg for children) into the mid-outer 

thigh. Repeat every 5-15 minutes if necessary. 

2. Antihistamines: 

o H1 Antagonists: Diphenhydramine (25-50 mg orally or IV for 

adults, 1 mg/kg for children). 

o H2 Antagonists: Ranitidine or famotidine to complement H1 

antagonists. 

3. Corticosteroids: 

o To Prevent Late-Phase Reactions: Methylprednisolone or 

prednisone can be given orally or intravenously. 

4. Bronchodilators: 

o For Respiratory Symptoms: Albuterol nebulization for 

bronchospasm. 

5. IV Fluids: 

o For Hypotension: Administer normal saline or lactated Ringer’s 

solution. 

6. Oxygen Therapy: 

o For Hypoxia: Provide supplemental oxygen via mask or nasal 

cannula. 

7. Positioning: 

o Supine Position with Legs Elevated: If the patient is hypotensive 

to improve venous return. 

Monitoring and Follow-Up 

1. Observation: Patients should be monitored for several hours after 

symptoms resolve to ensure there is no biphasic reaction. 

2. Education on Self-Management: Provide an emergency action plan and 

prescribe an epinephrine auto-injector for future episodes. 

3. Referral to Allergist: For further evaluation and management of 

allergens. 

Health Education of Patient 

1. Understanding Pruritus and Anaphylaxis: 

o Explain the nature of pruritus and its role as an indicator of allergic 

reactions. 

o Discuss the mechanisms of anaphylaxis and the importance of 

early recognition and treatment. 

2. Avoidance of Triggers: 

o Educate the patient on identifying and avoiding known allergens. 
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o Provide a list of common allergens and potential cross-reactivity. 

3. Emergency Action Plan: 

o Teach the patient how to recognize the early signs of anaphylaxis. 

o Instruct on the correct use of an epinephrine auto-injector. 

o Emphasize the importance of seeking immediate medical help after 

using epinephrine. 

4. Medication Adherence: 

o Encourage adherence to prescribed medications, including 

antihistamines and corticosteroids. 

o Discuss the role of maintenance medications in preventing allergic 

reactions. 

5. Lifestyle Modifications: 

o Recommend lifestyle changes to reduce exposure to allergens (e.g., 

keeping pets out of the bedroom, using air purifiers, avoiding 

certain foods). 

o Advise on proper skin care routines to prevent dry skin and reduce 

pruritus. 

6. Follow-Up Care: 

o Stress the importance of regular follow-up with healthcare 

providers. 

o Encourage keeping a diary of symptoms and potential triggers to 

aid in identifying patterns. 

7. Support Resources: 

o Provide information on support groups and resources for 

individuals with allergies and asthma. 

o Offer contact information for allergy specialists and emergency 

services. 

Conclusion 

Pruritus can be a distressing symptom, especially when associated with 

anaphylaxis. Prompt emergency management, including the use of epinephrine, 

antihistamines, and corticosteroids, is crucial in treating anaphylactic reactions. 

Patient education on trigger avoidance, emergency response, and follow-up care 

is essential in managing and preventing future episodes. 
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