Health Assessment


· Brofenbrenner 
		-Development is continuous
		-Development is important at all ages
		-Development is an active process
· Piaget (PowerPoint slides)
· Egocentrism: concerned with individual rather than others and society
· Erikson (PowerPoint slides)
· H.A. Purpose: gathering information about the health status of the patient, analyzing and synthesizing those data, making judgment about nursing intervention based on the findings and evaluating patient care outcome
· Subjective: present problems, taking history, & evaluating risk factor. Dialogue & what the patient says… experiences & perceptions
· Objective: measurable, physical assessment; history & focused interview
· Signs: objectives, what the nurse assess during examination
· Symptoms: subjective, sensations or feelings
· SBAR: improving communication amongst clinicians; complete & organized
· HIPPA: regulates all info, legally, ethically to keep all info confidential
· Most reliable indicator of pain= the patient
· Mini-Cog: test for cognitive impairment; 3 words repeated, draw face on clock say a number then have the patient repeat all 3 words
· Communicating with hearing impaired patient
		-quiet room, no distractions
		-pictures & nonverbal communication (hand signals)
· Bulla:  circumscribed containing fluid, blisters from 2cd degree burns (Pemphigus) 
· Nodule: palpable solid mass, 0.5-2cm extends deeper “lipoma”
· Wheal: palpable solid mass, irregular transient superficial area of edema, solid (hives, insect bite)
· Papule: palpable solid mass < 0.5cm elevated nevi, warts
· Vertebra prominens- located: 7th vertical vertebra 
· Areas in body where lymph nodes assessment is possible
		-head & neck
		-axilla
		-inguinal area
		-epithochlear (near brachial) 
· Salivary glands of face that are accessible to examine
		-sublingual
		-paratoid
		-submandular 
· Priority levels
	1. ABC- airway, breathing, circulation
	2. MAAUR- mental status change, acute pain, acute urinary eliminate prob, 		untreated med prob requires immediate health, abnormal lab values, risk of 	infection, safety and security
	3. Inosamnia
· Labs for iron deficiency
		-hemoglobin
		-hematocrit
· Types of pain
		-Referred: pain away from actual source pain
		-Cutaneous: skin 
		-Neuropathic: chronic pain injury neurons
		-Visceral: aching, squeezing compression in abdominal
		-Deep Somatic: ongoing activation in muscle, tendon, joint, fascicle or 		bones (skin deep tissue)
· Most important technique for preventing infection when caring for Pt
		-Handwashing: to prevent pathogens… also gloves
· Culture assessment and how to ask- ‘What significance does this have to you’
· Skin turgor: measurement of skin elasticity, thinning of dermis & reduced elastin production
		-older patients & hydrated patients
· Why skin assessment is important- indicates  dehydration, cyanosis, or impaired skin integrity. Find trouble lesions & identify problems
· Snellen eye chart
		-documented in 2 #’s, top= distance in ft Pt is away, bottom= # under 			the smallest line read
		-the larger the bottom # the worse the acuity… 20/20 is normal
· Clarification: important when Pt word choice or ideas are unclear
		-“Tell me what you mean by....”
· Summarizing: at the end of the interview, during closure phase
· Focusing:  when patients are straying from topic and need redirection, when nurse needs to address areas of concern related to current problems 
· Distraction: environment contribute to nontherapeutic communication
· Where to sit/stand when interview Pt= Eye level
· Charting by exception: uses predetermined standards and norms to record only significant assessment data. 
· [bookmark: _GoBack]Pulse Rate: 60-100bpm 
		-Effects: gender, activity pain, stimulants, emotional state, 				medications, & disease state
· Purpose of inspect: first technique of the overall general survey and for each body part, because it provides so much info. Observe the patient overall characteristics including age, gender, level of consciousness/alertness, body size & shape, skin color, hygiene, posture, & level of discomfort or anxiety. Gathering data is the initial stage to determine an overall impression and acuity of the situation
· Stethoscope when assessing abdomen 
		-Auscultate all four quadrants
		-Best to use the bell
· Abuse 
		-Nurses and other health care professionals are “mandated reporters”
		-Must call the protective services hotline when they suspect abuse or 			neglect
		-Nurse should also document the call to protective service, time of 			call, full name of person who took the call, and response of the worker
· Safety Plan
		-First step= ask patient what he/she has done in the past to be safe 			and then build from there
		-Charged phone, extra clothes and money hidden, extra set of hse/car 			keys, important documentation (id), escape plan location, etc
· Most common accepted theory of pain: Gate Control Theory- posits that the body responds to a painful stimuli by either opening a neural gate to allow pain to be produced or creating a blocking effect at the synaptic junction to stop the pain
· Why amount of data might vary when assessing a patient-
· Lab indicators of protein malnutrition- early vs later indicators-serum protein test that tests for albumin level
· How to establish rapport w/ Pt- 
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