Heath Assessment Final

Subjective Data: what the person says about himself or herself during history taking

Objective Data: what you as the health professional observe by inspecting, percussing ,palpating & auscultating during the physical examination

Nursing Process: Includes Assessment, diagnosis, outcome identification, planning, implementation & evaluation

Assessment: collecting data, physical exam, auscultation, review clinical record, and interview

Diagnosis: Validate reference, identify related factors, document diagnosis

Outcome Identification: identify expected outcome, realistic and measurable, include time frame

Planning: establish priorities, develop outcome, document plan of care

Implementation: collaborate with other team members, review the planned interventions, document the care provided.

Evaluation: summarize the results of the evaluation; identify reasons for the pt failure, if indicated to achieve the expected outcome stated in the plan of care.

Object Permanence: that objects and people continue to exist even when they are no longer in sight (Infant). The toddler comprehends both visible and invisible displacements. This means the child the child can search for an object in several places, even though it was not seen as it was hidden(Toddler)

Typical growth pattern: @4- 6 months double the weight, Triple by 1 year & length increases by year

Concept of heritage consistency: includes a determination of a person’s cultural, ethic, and religious backgrounds and socialization experiences.

Use of open-ended questions (what they accompany): they ask for narrative information. States the topic to be discussed in general terms. Their unbiased,leaves pt room to answer in anyway. Examples( Tell me how I can help you, Tell me why you are in today)

Interview Techniques: Address pt using their surname and shake hands. Introduce yourself and role in the agency. Ask OPEN-ENDED Questions. Provide therapeutic responses. You gather the information through the working phases

When to perform a full mental examination: When you discover any abnormalities in affect or behavior. The 4 words of mental status are Appearance, Behaivor,Cognition & Thought process. Examples: Family concerned about pt behavioral changes such as memory loss, inappropriate social interaction.Such as brain lesions, aphasia, symptoms of mental illness and any known illness i.e alcoholism,& chronic reanal disease.

Normal BP 120/80,Prehypertension 120-139 systole 80-89 diastole,( Stage 1) 140-159 systole 90-99 diastole,( Stage 2) less than 160 systole ,greater than 100 diastole

Pt may have elevated BP when the cuff size is too small and when the pts legs are crossed when taking a BP

Most reliable indicator of pain- Nociceptor

Visceral Pain: originates from the larger interior organs(kidneys, stomach,pancreas,gallbladder)

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

Cutaneous pain-Derived from skin surface & subcutaneous tissue(ex sores,ulcers)

Neuropathic pain-implies an abnormal processing of the pain message. Pain difficult to treat & assess

Physiological change of aging: that affect nutrition(poor detention,decreased visual acuity, decreased saliva production, slowed gastrointestinal motility, decreased gastrointestinal absorption,diminished olfactory, taste sensitivity)

Significance of elevated thyroxine level is Hyperthyroidism

Peripheral vasodilation-substance that widens blood vessels by relaxing the smooth muscle in the walls. Decreases BP level, pt becomes blue 

Peripheral vasoconstriction- substance that narrow blood vessels by constricting the smooth muscle in the walls. Increases BP, Pt become pale 

If a lymph node becomes enlarged you check the area they drain for the source of the problem

Corneal light reflex-reflection of the light on the corneas should be the same in both spots. Abnormal finding asymmetry of the light reflex which indicate deviation in alignment from eye muscle weakness or paralysis.  Strabismus-true disparity of the eye axes(crossed eyes), Esotropia-inward turn of the eye, exotropia-outward turn of the eye.

Aniscoria-occurs in 5% normally have pupils of 2 different sizes

Tympanic membrane – Normal is shiny,translucent with pearly-gray color. Abnormal findings yello-amber drum color indicates otitis media. Red color indicated acute otitis media, Air fluid level or air bubbles behind the drum indicate otitis media w/ effusion. Blue drum indicated blood in the middle ear, Scarred drum indicated white patches on the ear drum

Cerumen comes in 2 types of 1(dry, which is flaky & occurs in Asian and Native Americans) 2(wet, honey brown & Blacks and Whites) Significance is to protect the ear by trapping dust, bacteria, and other microorganisms and other foreign particles to prevent them from entering and damaging the ear.

Nasal turbinates-they increase the surface area so that more blood vessels & mucous membranes are available to warm, humidify, & filter the inhaled air.

Palpation of sinuses: Normal sinuses should feel firm pressure but no pain. Abnormal: tender sinuses indicate person’s w/ chronic allergies or acute infection(sinutitis).

Black hairy tongue- not really a hairy tongue, it’s a fungus infection which occurs after taking antibiotics which inhibit the normal growth and allow proliferation of fungus.

Lung Sounds: Bronchial(High pitched,loud), Bronchovesicula(moderate pitch),vesicular(low pitched) Abnormal absent or decreased occur when the bronchial tree is obstructed, emphysema, and when anything obstructs transmission of sounds b/t the lungs…Silent chest means no air is moving in or out

Dull percussion –soft, muffled thud) signals abnormal density in the lungs as w/ pneumonia ,pleural effusion, & atelectasis or tumor.

Unequal chest expansion occurs with marked atelectasis or pneumonia w thoracic trauma. Such as fractured ribs or pneomothorax.

Sputum colors: Clear typically normal, but too much indicated pulmonary edema, viral respiratory infection. Chronic bronchitis appears clear to gray, asthma white to yellow(thick), Red color pneumonia, lung cancer appears pink to red, tubercolosis appear bright red streaks progressively to fill red, Pulmonary embolism appears bright red, Brown color indicates chronic bronchitis, bacterial pneumonia, Green Color indicated chronic infection

Direction of blood flow: Body-RA-Tricuspid Valve-RV-Pulmonary Valve-Pulmonary Artery-Lungs-Pulmonary Vein-LA-Mitral Valve-LV –Aortic Valve- Aorta-Body 

Carotid Assessement: Assesse for bruits or mummurs and use the bell of the stethoscope

Auscultation of heart sounds: APE TO MAN: Aortic-Pulmonic-ERBS pt-Tricuspid-Mitral

S1-Heard  loudest at the apex, 1st heart sound caused by closure of AV valves, signals the beginning of systolic. S2 is heard loudest at the base, closure of the seminlunar valve, second heart sound

Hypoactive bowels sounds indicates abdominal surgery or inflammation of peritoneum

Hyperactive bowel sounds indicated diarrhea, loud, high pitched sound, rushing or tingling indicates increased motility.

Profile sign-viewing the finger the side to detect early clubbing. The normal nail bed angle 160 degrees, greater than 180 degrees indicated heart disease,emphysema, chronic bronchitis

Thrill: palpatable vibration feels like Purring cat, signals turbelenscence blood flow accompanies loud mummur. No thrill doesn’t mean no mummur

Pulse Scale: 0 indicated absent, 1 weak, 2 normal, 3 Full, bounding….. If brachial pulse is absent?????

RUQ: Liver, gallbladder,deudoneum,head of pancreas, right adrenal and kidney, hepatic flexure, part of ascending and traverse colon

LUQ: stomach, spleen, left lobe of the liver, body of pancreas ,left adrenal and kidney, spleenic flexure, part of traverse and descending

RLQ: Cecum, appendix, right ovary and tube , right ureter, right spermatic cord

LLQ: Part of the descending colon, sigmoid, left ovary and tube, left ureter, left spermatic cord

Midline: Aorta, Uterus(if enlarged), Bladder( if enlarged)

Costovertebral Angle tenderness: Helps to show by sharp pain an inflammation of kidney or paranephric are. You asses by hitting the 12th rib with fist, person should hear a thud w/ no pain

Rebound Tenderness(Blumbergs sign)- indicated sign of peritoneal inflammation. Which accompanies appendicitis. You choose away from the painful area-hold hands 90 degrees or perpendicular to the abdomen. Push away slowly and deeply and left very up quickly.

Murphy’s sign: normally palpating liver cause no pain. Hold fingers under the liver border. Ask person to take deep breath. If there is no pain when breathing its normal. Abnormal indicated inflammation of the gallbladder or cholecystitis (Positive test)

Illiopsoas Muscle Test: perform when the acute abdominal pain of appendicitis is suspected w/ the person supine lift the right leg straight up, flexing the hip. Negative indicated normal no pain. Abnormal indicated appendicitis and felt in the RLQ

Obturator: indicated appendicitis.

Osteoporosis: decrease in skeletal bone mass occurring when rate of bone resorption is greater than that of bone formation.

Carpel Tunnels Syndrome: Tinels sign direct percussion of the location of the median nerve at the rest. With CTS it produces burning and tingling along w/ distribution. (positive tinels sign)

Reflex Testing: 4+ very brisk,3+ brisker than average, 2+ average,normal, 1+ diminished, low  normal, 0 no response.

Cerrebullum-the little brain, is concerned with the regulation & coordination of movement, posture & balance. Examples playing the piano, swimming, juggling

Medulla-has vital autonomic centers(respiration, heart, gastrointestinal function) as well as nuclei cranial nerves VIII thru XIII

Levels of decreased consciousness: Lethargy or somnolent( not fully alert, drifts off to sleep, looks drowsy). Obtunded( transitional state b/t lethargy & stupor sleeps mostly, difficult to arouse). Stupor(semi coma which is spontaneous unconscious). Coma(completely unconscious, no response)

Assessment of cranial nerves: Cranial Nerve I Olfactory-Test the sense of smell in those who report loss of smell, head trauma, and abnormal mental status…Cranial Nerve II Optic-test visual acuity & test field by confrontation test…Cranial Nerve III, IV, VI-Test for pupils for size,regularity,equality, direct and consensual light reaction and accommodation.. also cardinal gaze…Cranial Nerve V-assess muscles of mastification by palpating the temporal and masseter muscle as the person clenches teeth. Sensory function and corneal reflex..Cranial Nerve VII Facial – motor function and sensory …Cranial Nerve VIII Acoustic-test acuity by the ability to hear normal conversation by the whispered test.

Scale for Muscle test: 5 Full ROM against gravity, full resistance..4 Full ROM against gravity, some resistance…3 Full ROM w/ gravity…2 Full ROM w/ gravity eliminate(passive motions)…1 No contraction

Positioning of Ear: Adults Pinna up and back..Small child Pull pinna down
