Health Assessment Midterm Study Guide
Subjective vs. objective information

· Subjective information – what the person says about his/herself during history taking

· Objective information – what you as the health profession observe by inspecting, percussing, palpating, and auscultating during the physical examination

Steps of nursing process

· Assessment – collect data: review of the clinical record, interview, health history, physical examination, functional assessment, consultation, and review of the literature

· Diagnosis – interpret data: identify clusters of cues, make inferences. Validate inferences. Compare clusters of cues with definition and defining characteristics. Identify related factors. Document the diagnosis.

· Outcome Identification – identify expected outcomes. Individualized to the person. Realistic and measurable. Include a time frame. 

· Planning – establish priorities. Develop outcomes. Set time frames for outcomes. Identify interventions. Document plan of care

· Implementation – Review the planned interventions. Schedule and coordinate the person’s total health care. Supervise implementation of the care plan by delegating appropriate responsibilities. Counsel the person and significant others. Involve the person in the health care. Refer individuals who require continuing care. Document the care provided. 

· Evaluation – Refer to established outcomes. Evaluate the individual’s condition and expected outcomes. Summarize the results of the evaluation. Identify reasons for the person’s failure, if indicated, to achieve expected outcomes stated in the plan of care. Take corrective action to modify the plan of care as necessary. Document the evaluation of the person’s achievement of outcomes and the modifications, if any, in the plan of care. 
Culture – first step to understanding another culture is what?

· Is for him/her to understand their own heritage on the basis of cultural values, beliefs, attitudes and practices that are relevant to health and illness

Interviewing skills – how to phrase questions, how NOT to phrase questions, etc.
· Liking of others, empathy, the ability to listen. 

· Ensure privacy, refuse interruptions, have comfortable working environment, person should be dressed appropriately to season, avoid note-taking
Purpose of the health history

· To collect subjective and objective data, it is used to make a judgment or a diagnosis about the health status of the individual. 

How to respond when patient states he has pain

· Pain is whatever the experiencing person says it is, existing whenever he says it does

Affect – how to assess 
· Judge this by body language and facial expression, and by asking directly, “How do you feel today.” Or “How do you usually feel?”. The mood should be appropriate to the person’s place and condition and change appropriately with topics. The person is willing to cooperate with you.

Normal blood pressure – is the force of the blood pushing against the side of its container, the vessel wall. (120/80)
· Systolic pressure is the maximum pressure felt on the artery during left ventricular contraction, or systole. 

· Diastolic pressure is the elastic recoil, or resting, pressure that the blood exerts constantly between the each contraction. 
 Prehypertension – (120-139) Systolic, (80-89) Diastolic, No antihypertensive drug indicated. 

Stage I hypertension  - (140-159) Systolic, (90-99) Diastolic, thiazide-type diuretics for most. 

Stage II hypertension – (Less than or equal to 160) Systolic, (Greater than or equal to 100) Diastolic. Two drug combination for most. 
Know normal ranges for vital signs for an adult

· Temperature – 98.6 degrees F, oral range 96.4 – 99.1 degrees F. Rectal temperature range is (0.7 – 1.0 degrees F) higher. 
What objective findings might be noted as evidence of acute pain

· Acute pain is short term and self-limiting, often follows a predictable trajectory, and dissipates after an injury heals. 

· Objective findings that may be evidence of acute pain are guarding, grimacing, vocalizations, agitation, restlessness, stillness, diaphoresis, or change in vital signs. 

Referred – pain that is felt at a particular site but originates from another location

 Cutaneous – derived from the skin surface and subcutaneous tissues, the injury is superficial, with a sharp burning sensation

Visceral – originates from the larger interior organs, the pain can stem from direct injury to the organ, or form stretching of the organ from tumor, ischemia, distention, or severe contraction.

Deep somatic pain – comes from sources such as the blood vessels, joints, tendons, muscles and bones. Injury may result from pressure, trauma, or ischemia. 
Purpose of nutritional assessment – identify individuals who are malnourished or are at risk of developing malnutrition, provide data for designing a nutrition plan of care that will prevent or minimize the development of malnutrition, and establish baseline data for evaluating 
Extraocular eye movements – innervated by what cranial nerves – the abducens nerve, innervates the lateral rectus muscle, the trochlear nerve innervates the superior oblique muscle, and the oculomotor nerve innervates all the rest. 
How to test visual accommodation – by asking the person to focus on a distant object. This process dilates the pupils. Then have the person shift the gaze to a near object, such as your finger held about 7 to 8 cm (3 inches) from the nose. A normal response includes papillary constriction and convergence of the axes of the eyes. 
Ethnic differences on eye exam – Blacks have gray-blue or muddy color to the sclera, normally may see small brown macules (like freckles) on the sclera, which should not be confused with foreign bodies or petechia. Blacks may have yellowish fatty deposits beneath the lids away from the cornea . 
How to hold the pinna when performing an otoscopic exam – child vs. adult

· Adult – pull the pinna up and back on an adult or older child

· Infant – pull the pinna down on an infant and a child under 3 years of age

· Hold pinna gently but firmly, and do not release traction on the ear until you have finished the examination and the otoscope is released. 

Purpose of tympanostomy tubes (ear tubes) – inserted surgically into the eardrum to relieve middle ear pressure and promote drainage of chronic or recurrent middle ear infections. Number of acute infections tends to decrease because of improved aeration. Tubes extrude spontaneously in 12 – 18 months. 
Normal lung assessment findings – symmetric chest expansion, even tactile fremitus, resonance predominates in healthy lung tissue, bronchial, bronchovesicular, and vesicular breath sounds are all considered normal. 
Correct lung auscultation technique – use the flat diaphragm end piece of the stethoscope and hold it firmly on the person’s chest wall. Listen to at least one full respiration in each location. Side-to-side comparison is most important. 
Unequal chest expansion – occurs with marked atelectasis or pneumonia; with thoracic trauma, such as fractured ribs; or with pnuemothorax. 
Adventitious sounds and what is happening in the body when they are produced – sounds that are not normally heard in the lungs. If present, they are heard as being superimposed on the breath sounds. Caused by moving air colliding with secretions in the tracheobroncial passageways or by the popping open of previously deflated airways. 

Signs and symptoms of heart failure – come from two basic mechanisms. 1) The heart’s inability to pump enough blood to meet the metabolic demands of the body 2) the kidney’s compensatory mechanisms of abnormal retention of sodium and water to compensate for the decreased cardiac output. This increases blood volume and venous return, which causes further congestion. 
· Dilated pupils

· Skin pale, grey, or cyanotic, skin cool and moist
· Dyspnea, orthopnea, crackles, wheezes

· Decreased blood pressure, and urine output
· Nausea, vomiting, fatigue
· Ascites, Enlarged spleen and liver
· Dependent, pitting edema

· Anxiety

· Falling O2 saturation

· Confusion

· Jugular vein distention

· Infarct

· S3 gallop, tachycardia

Heart valves – when they close, where can they best be heard

· AV valve  - wide open and no time to drift together – loud accentuated S1

· AV valve – delayed conduction from atria to ventricles, Mitral valve – drifts shut before ventricular contraction closes it. – faint diminished S1

· AV valve – closing from beat to beat – Varying intensity of S1

· Mitral and tricuspid components are heard separately – Split S1

How to assess carotid arteries in patients with cardiovascular disease
Where to find the apical impulse – in the fourth or fifth intercostals space, at or inside the midclavicular line 
Where S1 and S2 are each heard the loudest

· S1 is louder than S2 at the apex; S2 is louder than S1 at the base

· S1 coincides with the carotid artery pulse. Feel the carotid gently as you ausculate at the apex; the sound you hear as you feel each pulse is S1. 

· S1 coincides with the R wave if the person is on ECG monitor. 

S4 – when and why might it be heard – ventricular filling sound. It occurs when the atria contract late in diastole. It is heard immediately before S1. This is a very soft sound, of very low pitch. You need a good bell, and you must listen for it. It is heard best at the apex, in the left lateral position. 
Significance of hearing a bruit – what does it indicate – turbulence due to a local vascular cause, such as atherosclerosis
Unilateral edema – what might it mean – consider a local or peripheral cause 
Venous stasis ulcer – after acute deep vein thrombosis or chronic incompetent valves in deep veins
· Aching pain in calf or lower leg, worse at end of the day, worse with prolonged standing or sitting.

· Firm brawny edema; coarse, thickened skin; pulses normal; brown pigment discoloration; petechia; dermatitis. Venous stasis causes increased venous pressure, which then causes red blood cells (RBC’s) to leak out of veins and into the skin. As these RBCs break down, they leave hemosiderin (iron deposits) behind, which are the brown pigment deposits. 

· Ulcers occur at medial malleolus and are characterized by bleeding, uneven edges

Arterial ischemic ulcer – build up of fatty plaques on intima (atherosclerois) plus hardening and calcification of arterial wall (arteriosclerosis)
· Deep muscle pain in calf or foot, claudication (pain with walking), pain at rest indicates worsening of condition.

· Coolness, pallor, elevation pallor, and dependent rubor; diminished pulses; systolic bruits; trophic skin; signs of malnutrition (thin, shiny skin, thick-ridged nails, absence of hair, atrophy of muscles); xanthoma formation; distal gangrene.

· Ulcers occur at toes, metatarsal heads, heals, lateral ankle, and are characterized by pale ischemic base, well-defined edges, and no bleeding

Varicose veins – incompetent valves permit reflux of blood, producing dilated, tortuous veins. Unremitting hydrostati pressure causes distal valves to be incomptetent and causes worsening of the variscosity. Over age 45 years, occurrence is three times more common in women than in men
· Aching, heaviness in calf, easy fatigability, night leg or foot cramps

· Dilated, tortuous veins

What is located where in the abdomen
· Right Upper Quadrant – Liver, gallbladder, duodenum, head of pancreas, right kidney and adrenal, hepatic flexure of colon, and part of ascending colon and transverse colon
· Right Lower Quadrant – Cecum, appendix, right ovary and tube, right ureter, right spermatic cord.

· Left Upper Quadrant – Stomach, spleen, left lobe of liver, body of pancreas, left kidney and adrenal, splenic flexure of colon, part of transverse and descending colon

· Left Lower Quadrant – part of descending colon, sigmoid, left ovary and tube, left ureter, and left spermatic cord

How to assess for enlarged liver, spleen, bladder – deep palpation is used to find enlarged organs. 
· Liver – in RUQ, place hand under person’s back parallel to the 11th and 12th ribs and lift up to support the abdominal contents. Place your right hand on the RUQ, with fingers parallel to the midline. Push deeply down and under the right costal margin. Ask the person to take a deep breath.  Hooking Technique can be used as an alternative. 

· Spleen – normally the spleen is not palpable and must be enlarged three times its normal size to be felt. Reach left hand over the abdomen and behind your right hand obliquely on the LUQ with the fingers pointing toward the left axilla and just inferior to the rib margin. Push your hand deeply down and under the left costal margin and ask the person to take deep breath. You should feel nothing firm

· Bladder – may be felt when full.

Obese abdomen – Uniformly rounded. Umbilicus sunken. Normal bowel sounds. Tympany. Scattered dullness over adipose tissue. Palpation is normaly, may be hard to feel through thick abdominal wall.

 Scaphoid abdomen – when the abdomen is sucked inwards

Protuberant abdomen – unusual or prominent convexity of the abdomen, due to excessive subcutaneous fat, poor muscle tone, or an increase in the contents of the abdomen
What circumstance might cause HYPOACTIVE bowel sounds – signal decreased motility as a result of inflammation as seen with peritonitis, from paralytic ileus as following abdominal surgery, or from late bowel obstruction. Occurs also with pneumonia
Why a patient might have black, tarry stools – may be tarry due to occult blood (melena) from gastrointestinal bleeding
Symptoms of aortic aneurysm – located below the renal arteries and extend to the umbilicus. Palpable during routine physical examination and feel like a pulsating maass in the upper abdomen just to the left of midline. You will hear a bruit. Femoral pulses are present but decreased. 
What to sounds to expect where when percussing the abdomen – bowel sounds originate from the movement of air and fluid through the small intestine. Bowel sounds are high pitched, gurgling, cascading sounds, occurring irregularly. Dullness, Hyper resonance, and Tympany. 
Diagram the blood flow through the heart and body (8 points) 
1. From liver to RA through inferior vena cavoa Superior vena cava drains venous blood from the head and upper extremities. From RA, venous blood travels through tricuspid valve to RV

2. From RV venous blood flows through pumonic valve to pulmonary artery. Pulmonary artery devlivers unoxygenated blood to lungs

3. Lungs oxygenate blood, Pulmonary veins return fresh blood to LA

4. From LA, arterial blood travels through mitral valve to LV. LV ejects blood through aortic valve into the aorta.

5. Aorta delivers oxygenated blood to the body

Vocabulary 

Xerosis – abnormal dryness of the skin or mucus membranes. The skin is dry, scaly, itchy, and red. Fine cracks may appear on the skin. 
Pruritus – sensation that causes the desire or reflex to scratch.  
Seborrhea – (Dandruff) form of skin eczema that occurs in parts of the body with high oil (sebum) production. Common areas are scalp, ears, face, chest, and folds of skin. Maybe caused by a yeast that lives on the skin 

Alopecia – loss of hair from the head or body 
Vertigo – type of dizziness where there is a feeling of motion when one is stationary.

Tinnitus – perception of sound within the human ear in the absence of corresponding external sound.  
Tactile fremitus – is the palpable vibration of the patients voice 

Friction rub – is an audible medical sign used in the diagnosis of pericarditis.  It is an extra heart sound of to-and-fro character, resembles the sound of squeaky leather and often is described as grating, scratching, or rasping.

Crepitus  - describes the grating, crackling or popping sounds and sensations experienced under the skin and joints

Sinus arrhythmia – the normal increase in heart rate that occurs during inspiration. This is a natural response and is more accentuated in children than adults. 
