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Dear Colleague:

Welcome to F. A. Davis’s Nursing Health Assessment: A Critical Thinking,
Case Studies Appro&zcb Let me begin by introducing myself. I am an
Assistant Professor of Nursing who has been
teaching health assessment for more than 20 years
at all levels of nursing education: ASN, BSN, and
graduate. In that time, I have seen and used just
about every text published. It didn’t seem to matter
which text T used because, for the most part, they

all approached assessment in the same way: system

by system, ending with a complete assessment
and a clinical decision-making chapter. But something was missing!

My students had difficulty connecting the systems and seeing the relation-
ships among them. They learned system after system, never realizing that
each system affects all the other systems. Beginning students, lacking in
clinical experience, had difficulty understanding and applying assessment
skills. T designed Nursing Health Assessment: A Critical Thinking, Case
Studies Approach to fill these gaps. Throughout this text, the contributors
and I show students how to make the necessary connections in a context
that allows students to truly experience assessment. The publisher’s
Marketing Department has dubbed this “7he Dillon Difference,”

a catchy phrase for a very real alternative.

The Dillon Difference addresses not only the approach to assessment,
but also the approach to teaching. By actively involving students in the
assessment process, we focus now on the student and the learning
process. Realizing that students learn in a variety of ways, we
created various tools to enhance learning by appealing to

different learning styles....




Copyright © 2003 F.A. Davis Company

A iVl YT Y X | ALY L

'Nursing Health Assessment: A Critical Thinking, Case Studies Approach. The textbook
grounds students in the holistic assessment process. The illustrations and photos enhance
learning by providing visual meaning to the text. "Research Tells Us" boxes enhance learning
by allowing students to apply research to practice. "Health Concerns" boxes allow students
to be proactive in assessing for risk factors for health problems, facilitating early intervention,

_prevention, and health promotion. =)

‘._k z
Health Assessment: Develo ing Your Auscultation Skills. The two CDs of
heart, breath, bowel, and vast‘u!ér sounds, enclosed in every copy of the book

enhance learning by providing audltory meaning to the text.

Nursing Health Assessment: An Interactive, Case Study Approach. The case studies
CD-ROM enhances learning by allowing students to apply the assessment process in various
situations through an interactive approach, asking them to cluster the data in support of the
nursing diagnoses they have selected and giving them practice in documenting their findings.

Nursing Health Assessment: Student Applications. The applications
exercises enhance learning by allowing students to review anatomy and
physiology, apply the assessment process, and identify learning needs

U through self-evaluation in an engaging, fun way. |

Nursing Health Assessment: Clinical Pocket Guide. The clinical pocket
guide enhances learning by providing students with a resource in the clinical
|, area to validate and perfect their skills.

Web Support. Access to the FA. Davis website enhances learning by

providing additional resources, such as symptom analysis tables, and

encourages students to use and develop their technological skills. Go to
U “Explore this Product” at http://www.fadavis.com/detail.cfm?id=0882-9.

THE:TOOLS 0F NURSING
EALTH ASSESSMENT
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® Assessment is about connections.
Instead of presenting content as a series of
systems, never making explicit the interaction
between the systems, never fully demonstrating
that a problem in one system eventually
affects every other system, we show
students this connection in both
the anatomy and physiology review
and the assessment process itself. In
each system’s chapter, we demonstrate
the relationship of that particular
system to all other systems
graphically as well as in the text.
Prior to the specific physical
assessment of each system, we
tell students to perform a general
head-to-toe scan, looking for the
relationships among systems.
This provides a truly holistic
picture of the client; not only
will students assess the physical,
psychosocial, cultural, developmental,
and spiritual status of their clients, but they
will do so in relation to the whole being.
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@ Assessment is about
people. Without clinical
experence, many students
have difficulty understanding
and applying assessment
techniques.The case
study approach gives
students a context
in which to apply
assessment. The

4
y [
Sty tudy
Revijy e
Vi,
" 2 Mg,
18-veur., old « Cirep, s h““}!f‘i
Juhhm N'"“'T iy Aphicy) chapy,
® Wor, 27 and 23, ed, wi, Iy
% Ve
Bom ¢ f‘:rT: o * iy
e ey :

case study gives meaning to the assessment. The case study engages

students in the assessment process and allows them to experience assessment.

Skin cancer is the most common form of nalignancy
in the United s, A projected one-third of
Caucasians bom in the LS. after 1994 will develop at
least one skin cancer. In the past, there was limited
empirical evidence showing that ultravioler light
exposure acually caused skin cancers, rther than
simply stimul. xisting cancers. However, a
revent study by the National Institute of Arthnns and
Musculoskeletal and Skin Diseases of clients receiving
ultraviolet ¢ s for psorfasis showed that those
whao received initial high doses of ultraviolet light,
even when later treatments were at lower doses,
continued to develop new skin cancers, both
squamons and basal cell types. The investigators

interpreted their findings as supporting the theory

Health Concerns
Facts about Melanoma

| Jence of malignant melanoma has greatly
increased over the past several decades. In 1997,
the overall incidence of melanoma in the United
States was 14.3/100,000, up from 7.6/100,000 in

B The exact cause of the increase is not known, but
SUN exposure major contributing factor.

B The rat fgher in whites (19.3/100,000) than in
Blacks (0.9/100,000) and increases with age. For

Common Abnorm

ABNORMALITY

Réséarch.Tells Us ; g )

that ultravialer light was capable of actuall trting
the cancers. Based on these findings, the institute
finds strong suppon for using sun protection,
including using & sunscreen (5PF = 15); wearing long
sheeves, pants, and wide-brimmed avoiding
sunlight during peak hours (10 aM o 3 e, and
secking protection
Some day there n
prevent ski
mice fed a COX-2 i
squamous cell

neler shaded arcas.

bitor (celecoxib) developed
cers at only half the rate of mice
that did not receive the drug. Further studies might
find that COX-2 inhibitors or other drugs help
prevent skin cancer. But for the time being, avoiding

Sun exposure is very imponant (NIH, 2000,

instance, the incidence is 10,1/100,000 for all
peophe under age 65 and 45.5/100,000 for those
aped 65 and older.

The S-vear survival mte for persons from 1989 10
19960 .lu_r.:}:ul #1.3 percent. However, when
melanoma is dingnosed at an early stage when it
presents as i local site, the S-year survival rate is
98.3/100,00. It drops 1o 12.5/100,000 when it has
spread disially,

ASSESSMENT FINDINGS

Acne vulgaris
Caused by s
overactivity with plugging of e »
and retention of sehum,
ng in comedones, papules .
and pustules. Onset is typically
at puberty, but acne may last
into advanced age. Greater
incidence in males,

haceous gland -

sCArTing

area

Pimples present as papules or pustules:
Cysts may develop and keave extensive

Most common on face, back, and

Lesions may be sore i
Aggravated by emotic
* topical applica
and centain med
contrceplives, isc
lithium, phenobarbial)

ioms (cosmelics)
ons (oral
sicle, nfampin,

® Unique
pedagogical
features
enhance
learning.
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Finally, we haven’t forgotten you, the educator. To enhance and augment your
teaching, we have created the Instructor’s Resource Disk, a CD containing

© Instructor’s Guide. Outlines; expected outcomes; teaching strategies; stu-
dent assignments; lab practicum with point values assigned for preparation, as-
sessment process, and documentation; “Jeopardy”-style game; and “Name that...”
identification exercise for each systems chapter.

@ PowerPoint Presentation. Almost 300 slides covering all of health assess-
ment which you can change to suit you and to which you can add your own
slides.

© Electronic Test Bank and Test Constructor. More than 800 multiple
choice questions and answers, organized by chapter, and coded with nursing
process step, patient care area, and learning level. You can alter the questions
and answers as necessary, you can add your own questions to the bank, you can
sort questions by any number of key words, and you can create individual tests
and answer sheets for every student in each class if you choose.

© Image Bank. Electronic files of every illustration used in the text—over
1300—that you can print out or import into other applications such as Word and
PowerPoint, and from which you can create transparencies.

Our goal was to create a complete set of tools to help your students learn and ex-
perience assessment. Select those that best meet the learning needs of your stu-

dents. If you think of other tools that we should consider for the future, don’t
hesitate to let us know!

St M. Welrs

Patricia M. Dillon, RN, MSN, DNSc
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Dear Students:

Welcome to F. A. Davis’s Nursing Health Assessment: A
Critical Thinking, Case Study Approach. Assessment is
the first step of the nursing process and probably the
most important because your assessment directs the
rest of the process. It does not matter what your out-
comes and goals are if you "missed it" on the assessment!

Assessment is a thinking, doing, and feeling
process. You need to think as you act and interact with
your patients. Think critically as you proceed through
the assessment process and make clinical decisions.

Assessment is a skill, and as with any skill, the more
you practice, the better you become. This book will
walk you through the assessment process, but it is up to
you to develop the skill. As a beginning practitioner, fo-
cus on learning the normal. Once you are able to iden-
tify the normal, if something abnormal occurs, you will
know! Initially, you may not be able to identify the ab-
normal, but you will know that it does not belong. Don’t
worry; with practice you will be able not only to iden-
tify the normal, but also to differentiate it from the
abnormal.

You will use assessment in every area of nursing. As
you perfect your assessment skills, you will find that you
can apply them in all levels of health care, in acute care,
in the home, and in long-term care.

F. A. Davis has a variety of resources available to
meet your learning needs and develop your assessment
skills. Here is a brief guide on how to use them.

B Interact with the case study in the text. This is your
patient.

Review your anatomy and physiology, apply the
assessment process, and identify your learning
needs through the self-evaluation exercises in the
applications text.

Listen to the auscultatory CD of heart, breath and
bowel sounds again and again until you can clearly
hear each sound.

Practice your assessment skills using the case
studies CD-ROM.

Visit the F. A. Davis Web site for additional
resources, such as the symptom analysis tables for
every major system chief complaint.

Validate your assessment findings and perfect your
skills by using your pocket guide in the clinical area.

Consider this text your guide to assessment. Take

ownership of it as you learn to assess. Consider the case
studies as your patients. As you interact with them, you
will learn assessment. Every patient encounter provides
you with an opportunity to assess, so seize the oppor-
tunity. You can learn so much from your patients. Make
each encounter with your patient a learning experience
as you develop the skill--and art--of assessment. So prac-
tice, practice, practice! And have fun as you develop
your assessment skills!

PATRICIA M. DILLON, MSN, DNSc

vii
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Health Assessment and the Nurse

Before You Begin

INTRODUCTION TO THE HEALTH ASSESSMENT

You are doing blood pressure screening at a health fair. You take the blood
pressure of a middle-aged man. Your reading is 170/100.

You are working in the Emergency Department (ED) when a father
comes in with his 9-year-old daughter. He states that she fell off her bike and
hit her head but did not lose consciousness. But she has a terrible headache
and feels sick.

You are making a postpartum follow-up visit to the home of a young
mother who had her first baby 2 days ago.

You are making an initial hospice visit to a 74-year-old woman with pan-
creatic cancer.

What do you do? Where do you begin? You begin with assessment. How
well you perform your assessment will affect everything else that follows.
You will ask questions, and you will use four of your senses to collect data.
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» The Nursing Process

Nursing is the diagnosis and treatment of human re-
sponses to actual or potential health problems. Diagnosis
and treatment are achieved through a process that guides
nursing practice, called the nursing process. The nursing
process is a systematic problem-solving method that has
five steps: assessment, nursing diagnoses, planning, im-
plementation, and evaluation.

The nursing process (Fig. 1-1) is used to identify,
prevent, and treat actual or potential health problems
and promote wellness. It provides a framework in which
to practice nursing. Think of it as a continuous, circular
process that revolves around your client. You begin with
assessment, collect data, cluster the data, and then for-
mulate nursing diagnoses. Once you have identified the
nursing diagnosis, you will develop a plan of care, de-
termine the goals and expected outcomes, implement
your plan, and then evaluate it. Then you will begin the
nursing process again.

Step I: Assessment

Assessment involves collecting, validating, and cluster-
ing data. It is the first and most important step in the
nursing process. The assessment phase sets the tone for
the rest of the process, and the rest of the process flows
from it. If your assessment is off the mark, then the rest
of the process will be too. Assessment identifies your
client’s strengths and limitations and is performed con-
tinuously throughout the nursing process. After per-
forming your initial assessment, you establish your base-
line, identify nursing diagnoses and develop a plan.
Then, as you implement your plan, you also assess your
client’s response. Finally, you assess the effectiveness of
your plan of care for your client.

NURSE

Assessment

FIGURE I1-1. The nursing process.

Step 2: Nursing Diagnoses

Formulating nursing diagnoses involves identifying and
prioritizing. Once you collect your data, you need to an-
alyze it and then identify actual and potential health
problems or responses to life processes and state them
as nursing diagnoses. Nursing diagnoses can be actual,
potential, possible, or collaborative problems as well as
wellness issues. An actual nursing diagnosis identifies an
occurring health problem for your client. A potential
nursing diagnosis identifies a high-risk health problem
that most likely will occur unless preventive measures
are taken. A possible nursing diagnosis is one that needs
further data to support it. A collaborative problem is a
potential medical complication that warrants both med-
ical and nursing interventions. Because nursing’s focus
is not limited to illness, wellness diagnoses focus on pro-
moting or enhancing a client’s level of wellness. Once
the diagnoses have been identified, you need to priori-
tize them in order to develop a plan of care.

Step 3: Planning

The planning phase involves setting goals and out-
comes. Once you have prioritized your diagnoses, you
are ready to develop an individualized plan of care for
your client. First, you establish goals and determine mea-
surable outcomes. Next, you identify nursing interven-
tions needed to meet the outcome. Then you communi-
cate your plan to maintain continuity of care and ensure
success.

Step 4: Implementation

Implementation (also called intervention) involves car-
rying out your plan to achieve goals and outcomes. This
is the “doing” phase of the nursing process, in which you
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The following list of nursing diagnoses was endorsed by the North American Nursing Diagnosis Association in 2001.

Activity Intolerance

Activity Intolerance, Risk for
Adjustment, Impaired

Airway Clearance, Ineffective

Allergy Response, Latex

Allergy Response, Risk for Latex
Anxiety

Anxiety, Death

Aspiration, Risk for

Attachment, Risk for Impaired Parent/Infant/Child
Autonomic Dysreflexia

Autonomic Dysreflexia, Risk for

Body Image, Disturbed

Body Temperature, Risk for Imbalanced
Bowel Incontinence

Breastfeeding, Effective

Breastfeeding, Ineffective
Breastfeeding, Interrupted

Breathing Pattern, Ineffective

Cardiac Output, Decreased

Caregiver Role Strain

Caregiver Role Strain, Risk for
Communication, Impaired Verbal
Conflict, Decisional

Conflict, Parental Role

Confusion, Acute

Confusion, Chronic

Constipation

Constipation, Perceived

Constipation, Risk for

Coping, Ineffective

Coping, Ineffective Community
Coping, Readiness for Enhanced Community Coping
Coping, Defensive

Coping, Compromised Family

Coping, Disabled Family

Coping, Readiness for Enhanced Family
Denial, Ineffective

Dentition, Impaired

Development, Risk for Delayed
Diarrhea

Disuse Syndrome, Risk for

Diversional Activity, Deficient

Energy Field, Disturbed

Environmental Interpretation Syndrome, Impaired

Failure to Thrive, Adult

*Falls, Risk for

Family Processes, Dysfunctional: Alcoholism
Family Processes, Interrupted

Fatigue

Fear

Fluid Volume, Deficient

Fluid Volume, Excess

Fluid Volume, Risk for Deficient

Fluid Volume, Imbalanced, Risk for
Gas Exchange, Impaired

Grieving, Anticipatory

Grieving, Dysfunctional

Growth and Development, Delayed
Growth, Risk for Disproportionate
Health Maintenance, Ineffective
Health-Seeking Behaviors (Specify)
Home Maintenance, Impaired
Hopelessness

Hyperthermia

Hypothermia

Identity, Disturbed Personal
Incontinence, Functional Urinary
Incontinence, Reflex Urinary
Incontinence, Stress Urinary
Incontinence, Total Urinary
Incontinence, Urge Urinary
Incontinence, Risk for Urge Urinary
Infant Behavior, Disorganized

Infant Behavior, Risk for Disorganized
Infant Behavior, Readiness for Enhanced Organized
Infant Feeding Pattern, Ineffective
Infection, Risk for

Injury, Risk for

Injury, Risk for Perioperative-Positioning
Intracranial Adaptive Capacity, Decreased
Knowledge, Deficient (Specify)
Loneliness, Risk for

Memory, Impaired

Mobility, Impaired Bed

Mobility, Impaired Physical

Mobility, Impaired VWheelchair
Nausea

Neglect, Unilateral

Noncompliance
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Nutrition, Imbalanced,

Less Than Body Requirements
Nutrition, Imbalanced,

More Than Body Requirements
Nutrition, Imbalanced,

Risk for More Than Body Requirements
Oral Mucous Membrane, Impaired

Pain, Acute

Pain, Chronic

Parenting, Impaired

Parenting, Risk for Impaired

Peripheral Neurovascular Dysfunction, Risk for
Poisoning, Risk for

Post-Trauma Syndrome

Post-Trauma Syndrome, Risk for
Powerlessness

*Powerlessness, Risk for

Protection, Ineffective

Rape-Trauma Syndrome

Rape-Trauma Syndrome: Compound Reaction
Rape-Trauma Syndrome: Silent Reaction
Relocation Stress Syndrome
*Relocation Stress Syndrome, Risk for
Role Performance, Ineffective

Self-Care Deficit, Bathing/Hygiene
Self-Care Deficit, Dressing/Grooming
Self-Care Deficit, Feeding

Self-Care Deficit, Toileting

Self-Esteem, Chronic Low

Self-Esteem, Situational Low
*Self-Esteem, Risk for Situational Low
*Self-Mutilation

Self-Mutilation, Risk for

Sensory Perception, Disturbed
(Specify:Visual, Auditory, Kinesthetic, Gustatory, Tactile,
Olfactory)

Sexual Dysfunction

Sexuality Patterns, Ineffective

Skin Integrity, Impaired

Skin Integrity, Risk for Impaired

Sleep Deprivation

Sleep Pattern, Disturbed

Social Interaction, Impaired

Social Isolation

Sorrow, Chronic

Spiritual Distress

Spiritual Distress, Risk for

Spiritual Well-Being, Readiness for Enhanced
Suffocation, Risk for

*Suicide, Risk for

Surgical Recovery, Delayed

Swallowing, Impaired

Therapeutic Regimen: Effective Management
Therapeutic Regimen: Ineffective Management
Therapeutic Regimen: Community,

Ineffective Management

Therapeutic Regimen: Family,

Ineffective Management

Thermoregulation, Ineffective

Thought Process, Disturbed

Tissue Integrity, Impaired

Tissue Perfusion, Ineffective (Specify Type: Renal, Cerebral,
Cardiopulmonary, Gastrointestinal, Peripheral)
Transfer Ability, Impaired

Trauma, Risk for

Urinary Elimination, Impaired

Urinary Retention

Ventilation, Impaired Spontaneous

Ventilatory Weaning Response, Dysfunctional
Violence, Risk for Other-Directed

Violence, Risk for Self-Directed

Walking, Impaired

*Wandering

Permission from North American Nursing Diagnosis
Association (2001). NANDA Nursing Diagnoses:
Definitions and Classification, 200 1-2002. Philadelphia:
NANDA. Copyright 2001, by the North American Nursing
Diagnosis Association.

*New to the 14th Conference
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actually carry out your plan. As you implement your plan,
you continue to assess your client’s responses and mod-
ify the plan as needed. Be sure to document your care.

CHARACTERISTICS OF THE NURSING
PROCESS

B Dynamic and cyclic
Client centered
Goal directed
Flexible

Problem oriented
Cognitive

Action oriented
Interpersonal
Holistic

Systematic

Step 5: Evaluation

Evaluation involves determining the effectiveness of
your plan. Did you meet your goals and outcomes? Once
again, assess your client’s response based on the criteria
you set for the outcome. If the goals and outcomes have
not been met, you'll need to rethink the plan and work
through the process again to develop a more effective
plan of care for your client.

p The Assessment Process

The American Nurses Association (ANA) has identified
assessment as the first Standard of Nursing Practice. The
Standard describes assessment as the systematic, contin-
uous collection of data about the health status of clients.
Nurses are responsible not only for data collection, but
for making sure that the data are accessible, communi-
cated, and recorded. Assessment is an ongoing process.
Every client encounter provides you with an opportunity
for assessment.

Purpose of Assessment

The purpose of assessment is to collect data pertinent to
the client’s health status, to identify deviations from nor-
mal, to discover the client’s strengths and coping re-
sources, to pinpoint actual problems and to spot factors
that place the client at risk for health problems.

Skills of Assessment

Assessment requires cognitive, problem-solving, psy-
chomotor, affective/interpersonal, and ethical skills.

HEALTH ASSESSMENT AND THE NURSE 7

Cognitive Skills

Assessment is a “thinking” process. Cognitive skills are
needed for critical thinking, creative thinking, and clini-
cal decision making. Your theoretical knowledge base
enables you to assess your client holistically. The knowl-
edge base includes not only biophysical knowledge, but
also developmental, cultural, psychosocial, and spiritual
knowledge. This knowledge base enables you to differ-
entiate normal from abnormal findings and to identify
and prioritize actual and potential problems.

You will use both deductive and inductive reason-
ing to assess your client and interpret the data. For ex-
ample, suppose your client is admitted to the hospital
with the diagnosis of congestive heart failure (CHF).
Knowing this enables you to look for specific signs and
symptoms as you perform the assessment and determine
your client’s response to this illness. In this case, you will
use deductive reasoning, looking for specific clues that
support the diagnosis of decreased cardiac output.

Inductive reasoning would be appropriate when as-
sessing a postoperative client who states, “It hurts too
much to take deep breaths” and who has decreased
breath sounds and crackles at the bases, pulse oximetry
of 90 percent on room air, temperature of 101°, pulse of
106 BPM, and respirations 26 and shallow. When you
piece together all of the pertinent assessment data, you
formulate a diagnosis of Gas Exchange, Impaired and
Airway Clearance, Ineffective.

Assessment requires sharp observation skills and the
ability to distinguish relevant from irrelevant and impor-
tant from unimportant data. Once the data are collected,
they need to be organized, categorized, and validated.

Assessment also requires clinical decision making.
As you collect data, you will make clinical decisions as
to its relevance. You will look for cues and make infer-
ences. With experience, you will be able to identify pat-
terns and recognize what differs from the norm. Use
your knowledge, experience, and what the client says to
validate the data. Then use the data to formulate nurs-
ing diagnoses.

Problem-Solving Skills

Various problem-solving methods can be used as you
assess your client and work through the nursing process.
With experience, you will develop your problem-solving
skills. Do not limit yourself to one method,; instead, select
the method that best suits your client’s needs.

Reflexive thinking is automatic, without conscious
deliberation and comes with experience. For example, if
you are working in the ED and a 45-year-old man is ad-
mitted with “crushing chest pain,” you will automatically
take his vital signs and do an electrocardiogram to as-
sess his cardiac status as you ask him questions.
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The trial-and-error approach is hit-or-miss think-
ing—random, not systematic and inefficient. This would
never be your primary problem-solving approach, but it
may prove helpful at times because it allows you to
“think outside of the box.” Trial-and-error thinking fos-
ters creativity and allows you to formulate new ideas.
Use it for situations that don’t quite fit the picture, look
beyond the obvious, and keep looking until you find an
answer.

The scientific method is a systematic, critical-thinking
approach to problem solving. It involves identifying a
problem and collecting supporting data, formulating a
hypothesis, planning a solution, implementing the plan,
and then evaluating its effectiveness. Assessment corre-
sponds with the “collection of supporting data phase” of
the scientific method. The nursing process is similar to
the scientific method, but the nursing process offers
nurses the flexibility to practice both the art and science
of nursing.

Intuition is a problem-solving method that develops
through experience, in which theory and practice are in-
tertwined. This is how the “expert” nurse solves prob-
lems. Through experience, she has a well-established
experiential base of pattern recognition, an intuitive
grasp of the situation and the ability to zero in on prob-
lem areas. For example, suppose a client says “I just
don’t feel right,” even though his or her vital signs are
stable and everything seems fine on the chart. The ob-
jective data may not support it, but the expert nurse
senses that something is not quite right and returns to
further assess her client, only to find him or her in dis-
tress. She intervenes swiftly and saves the client’s life.

Psychomotor Skills

Assessment is “doing.” Psychomotor skills are needed to
perform the four techniques of physical assessment: in-
spection, palpation, percussion, and auscultation. As a
beginning practitioner, you may feel unsure of your
technique and your findings, but practice will hone your
skills. Input from your colleagues will help you perfect
your skills and interpret your findings. Through experi-
ence, you will become competent at performing the
physical assessment and confident in interpreting your
findings.

Affective/lnterpersonal Skills

Assessment is a “feeling” process. Affective skills are
needed to practice the “art” of nursing. Affective skills
are essential in developing caring, therapeutic nurse-
client relationships. Interpersonal skills include both ver-
bal and nonverbal communication skills. The quality of
your assessment depends on your communication skills
and the relationship that you develop with your client.

Establishing trust and mutual respect is essential before
you begin the assessment. Seeing your client as an indi-
vidual and being sensitive to his or her feelings conveys
a message of caring and promotes human dignity. Illness
often makes a client very vulnerable, but the power of a
caring relationship can have a major impact on the
client’s sense of worth and well-being. Such a relation-
ship can be mutually rewarding, affecting both your
client and you both personally and professionally.

Your interpersonal skills are also needed to commu-
nicate with family members and members of the health-
care team. Communicating effectively with the healthcare
team is essential in order to successfully meet your client’s
goals.

Ethical Skills

Assessment is being responsible and accountable. You
are responsible and accountable for your practice. You
are also an advocate for your client. Your client has
rights that need to be respected and confidentiality as-
sured. The ANA describes the ethical standards that guide
nursing practice in its Code for Nurses.

Role of the Nurse and Assessment

The role of the nurse has changed drastically over the
years. So have the nurse’s responsibilities. The impor-
tance of assessment can be traced to the beginning of
modern nursing. Florence Nightingale (1859) stressed
the importance of observation and experience as essen-
tial in maintaining or restoring one’s state of health. The
scope of assessment has also expanded from simple ob-
servation to a holistic view of the client that includes the
biophysical, psychosocial, developmental, and cultural
assessment. The skills of assessments have also ex-
panded as the scope of practice has expanded from sim-
ple observations to detailed use of physical assessment
skills.

Nursing Assessment vs. Medical Assessment

Assessment is not unique to nursing. It is also an inte-
gral part of medical practice. Although the assessment
process may be the same for nursing and medical prac-
tice, the outcome differs. The goal of medical practice is
to diagnose and treat disease. The goal of nursing prac-
tice is to diagnose and treat human responses to actual
or potential health problems. Nursing assessment fo-
cuses not only on physiological and psychological re-
sponses, but also on psychosocial, cultural, develop-
mental, and spiritual dimensions. It identifies clients’
responses to health problems as well as their strengths.
Nursing’s aim is to help the client reach his or her opti-
mal level of wellness.
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Medical and nursing assessments should comple-
ment, not contradict each other in promoting the client’s
health and wellness. Often data obtained through the
nursing assessment contributes to the identification of
medical problems. By working together in a collabora-
tive relationship, nursing and medicine ensure the best
possible care for clients.

The nurse-physician relationship has changed through
the years. In the late 1800s nurses were subservient to
physicians; their primary duty was to serve physicians.
By 1936, the nurse-physician relationship was that of
coworkers with the primary goal of restoring the client
to health. This relationship was further refined with the
formation of the National Joint Practice Commission
(NJPO) in 1972. Established by the American Medical As-

sociation (AMA) and the ANA, this interprofessional or-
ganization recognized the importance of a collaborative
nurse-physician relationship in improving client care.
The NJPC identified five components that promote col-
laboration: primary nursing, integrated client records, in-
dividual decision making by nurses, a joint practice com-
mittee, and joint care reviews. Today nurses practice
both independently and collaboratively.

p Levels of Preventive Health Care

Preventive health care can be classified as primary, sec-
ondary, and tertiary. Nurses have a vital role in all three
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The nurse's changing role

In the past 60 years, the nurse's role has changed dramati- who performs holistic assessment. The following excerpts
cally, and so has the scope of nursing practice. A mirror of from actual nursing notes reflect this change in the nurse's
the times, the nurse's role has grown from that of a skilled role.

observer in the 1930s to that of a health care professional

"Patient admitted to ward in a wheelchair. Stated that he is unable
to walk due to pinched nerves of right foot. Patient is crying, says
he is homesick. Condition of skin good. Made as comfortable as
possible."

"25-year-old female admitted ambulatory. Past history of ulcerative
colitis. Now in because of abdominal cramps and vomiting X 4
days. Is 8 months pregnant. TPR 99.4, 80, 20. Ht 5'4". Wt 116%.
Urine to lab."

"12-year-old white female admitted to Room 203 via stretcher
from E.R. with leukemia. Parents don't seem to know of diagnosis.
TPR 102.8°, 120,24. Ht 62"/+". Wt 100 Ib. No known allergies. Has
not been eating much for last few days. Appears extremely pale.
BP 150/70. No urine obtained. I.V. started. Blood started. Vital
signs relatively stable. T 103° when blood started."

"Young, obese Caucasian female states she came here to 'get the
sugar out of her blood." States she found out about her sugar 3
months ago by glucose tolerance test results (in Jan. 1990 mis-
carried 2-month pregnancy and GTT was part of workup); states
she has seen her husband test his blood (fingerstick method) and
give himself insulin but has done neither herself; has tried to pre-
pare both 1,800 and 2,200 calorie American Diabetic Association
diets as ordered for husband but 'he doesn't stick to it'; has noted
increased hunger, increased thirst, increased urination for several
months and occasional blurred vision.

"Lives with husband and daughter next door to sister-in-law;
husband makes playground equipment; states they are able to 'get
by' on his salary, sometimes borrow money and have difficulty
paying it back; have Blue Cross/Blue Shield which should pay for
this hospitalization; husband has diabetes mellitus (takes insulin),
is losing weight but refuses to see doctor—she is concerned
about him; states husband will not be able to visit her because of
work."

This note includes observations only. The
nurse's role is limited to that of a skilled
observer.

This note traces the past and present his-
tory of illness as well as observations. The
nurse's role has expanded to include inter-
viewing skills that assess the client's past
and current heaith status.

This note records intravenous and blood
therapy and includes observations as well
as information about past illnesses and
diet. The nurse's role now includes obser-
vation, interviewing, performing procedures
(venipuncture), and monitoring.

This note records observation and assess-
ment of the client as well as the biophysi-
cal, psychosocial, and cultural factors that
influence the client's health problem. The
nurse's role has grown to include holistic
health assessment.

levels of health care, and assessment skills are needed at
all levels.

Primary preventive care focuses on health promo-
tion and prevention. Examples are health fairs, immu-
nizations, and providing breast self-examination instruc-

tions. Nurses use assessment skills to screen, identify,
and educate clients about the risk factors for health
problems.

Secondary preventive care focuses on early detec-
tion, prompt intervention and health maintenance for
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The NJPC’s elements of

collaboration

According to the National Joint Practice Commission
(NJPC) study, five elements foster nurse-physician collabo-
ration and provide the following benefits.

ELEMENT AND
DESCRIPTION

Primary nursing

Nursing with little or no
delegation of nursing
tasks to others. One
nurse is responsible for
a client’'s comprehensive
care

Integrated client records

Interdisciplinary client
progress notes that
combine nurse and phy-
sician observations,
judgments, and actions
and provide a formal
means of nurse-
physician communication
about client care

BENEFITS

® Direct communication
between the primary nurse
and physician

® Client care coordination by
one person

® Nursing autonomy

® Shared accountability with
the physician

® Fewer errors in client care
® [ncreased client satisfaction

® Substantive and concise
nursing notes

® Opportunity for health care
professionals to read each
others' notes

® Less duplication of charted
information

® Validation of observations
and judgments by cosigning
of nurse’s and physician’s
notes

Individual decision-making by nurses

Ability to exercise inde-
pendent judgment and
initiate care based on
the judgment. Decisions
must lie within the scope
of nursing practice

Joint practice committee

A committee of nurses
and physicians that
monitors nurse-physician
relationships and recom-
mends actions that sup-
port collaboration

Joint care reviews

Monthly review of client
charts by a review com-
mittee of nurses and
physicians to evaluate
collaborative care

® Greater nursing control of
the environment

® Greater job satisfaction for
nurses

® Opportunity for nurses and
physicians to discuss collabo-
rative practice and work out
problems

® Improved understanding be-
tween nurses and physicians

® |dentification of ways to im-
prove client care and collabo-
rative practice
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clients with health problems. It addresses acute health
problems seen with inpatient hospitalization. Accurate
assessment is crucial to establish the client’s baseline and
to continually monitor his or her condition and response
to treatment.

Tertiary preventive care deals with rehabilitative or
extended care. Although the client’s health status is usu-
ally more stable than in secondary care, clients usually
have a chronic illness. Skilled nursing care facilities, re-
habilitative hospitals, long-term care facilities, home
care, and hospice are examples of tertiary-level care. As-
sessment skills are needed to continually monitor health
status.

Remember: At every level of preventive care, you
have opportunities to practice assessment. You are often
the one who decides when the client’s condition war-
rants medical intervention.

p Collecting Data

Data can be classified as subjective and objective. Sub-
jective data are covert and not measurable. They reflect
what the client is experiencing and include thoughts, be-
liefs, feelings, sensations, and perceptions. Subjective
findings are referred to as symptoms. The health history
is an example of subjective data.

Objective data are overt and measurable. Objective
data are referred to as signs. The physical examination
and diagnostic studies are examples of objective data.
Data sources are either primary or secondary. The client
is a primary data source. Secondary data sources are any-
one or anything aside from the client, including family
members, friends, other healthcare providers and old
medical records. Both primary and secondary data can
also be subjective or objective.

Mh. CRITICAL THINKING ACTIVITY # |

Identify the following data as subjective or ob-
jective:

Headache

BP 170/110

Nausea

Diaphoresis

Equal pupillary reaction
Tingling sensation
Dizziness

Decreased muscle strength
Slurred speech

Numbness, left arm
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Mrr CRITICAL THINKING ACTIVITY #2

Elaine Ploransky is a 29-year-old married woman,
gravida 1, para 0. She is having contractions 5
minutes apart, which she describes as “severe
cramps.” Her husband states, “I think her water
broke on the way to the hospital.”

Physical examination reveals that Mrs. Plo-
ransky is 6 cm dilated. Fetal monitor reveals a fe-
tal heart rate of 120 BPM. The client’s vital signs
include BP 140/80, pulse 90 BPM, respirations
22/minute. Prenatal records reveal hemoglobin
12.0, hematocrit 45 and blood type AB+.
Identify:

Primary data source
Secondary data source
Subjective data
Objective data

> Types of Assessment

Assessments can be comprehensive or focused. A com-
prehensive assessment is usually the initial assessment.
It is very thorough and includes a detailed health history
and physical examination. A comprehensive assessment
examines the client’s overall health status. A focused as-
sessment is problem oriented and may be the initial as-
sessment or an ongoing assessment. If a client’s condi-
tion does not warrant a comprehensive assessment, a
focused assessment of the client’s present health prob-
lem is done. Once the client’s condition improves and
stabilizes, the comprehensive assessment can be com-
pleted. A focused assessment is frequently performed on
an ongoing basis to monitor and evaluate the client’s
progress, interventions, and response to treatments.

No matter what type of assessment you are per-
forming, realize that even though you may be looking at
one specific area or system, you also need to look at the
entire picture. A problem in one system will affect or be
affected by every other system. So scan your client from
head to toe and note any changes in other systems. Look
for clues or pertinent data that will help you formulate
your diagnosis.

» Communication

To assess, you must be able to communicate and com-
municate welll Communication is a process of sharing
information and meaning, of sending and receiving mes-
sages. The messages we communicate are both verbal
and nonverbal. The sections below describe the many

factors that influence communication. You need to con-
sider all of them when communicating with your client
to be sure that the message you want to send is the one
your client actually receives.

Nonverbal Messages

Nonverbal behavior is an important source of data. Of-
ten the nonverbal message being sent is more accurate
than the verbal one. So examine both your nonverbal
behavior and your client’s. Be conscious of your beliefs
and values and do not let them influence your verbal or
nonverbal communication. Nonverbal behavior includes
vocal cues or paralinguistics, action cues or kinetics, ob-
ject cues, personal space, and touch.

Vocal Cues and Paralinguistics

Vocal cues describe the quality of your voice and its in-
flections, tone, intensity, and speed when speaking. These
voice characteristics usually reflect underlying feelings.
If your client is in pain, moaning or the inflections in his
or her speech may alert you to the pain’s severity. Some-
one who is afraid may speak softly, with trepidation.
Anger, doubt, disbelief, or disapproval can all be con-
veyed by the tone of your voice.

Vocal characteristics may also reflect underlying
physiological or psychological problems. For example,
older clients may speak loudly because of hearing loss.
Clients with hyperthyroidism may have rapid speech.
Rapid speech is also associated with manic depression.

Be aware of the characteristics of your own speech.
What message are you sending to your client? Your
speech should be calm, reassuring, and without inflec-
tions that convey judgment or disapproval. Speak slowly
enough and loudly enough so that your client can hear
you and respond appropriately.

Action Cues and Kinetics

Action cues or kinetics are body movements that convey
messages. Posture, arm position, hand gestures, body
movements, facial expressions, and eye contact all convey
a message. The message may reflect a feeling, a mood or
an underlying physiological or psychological problem. A
relaxed posture with arms at the sides conveys openness;
whereas a tense posture with arms crossed may reflect
anger or mistrust. A tense, guarded posture may also indi-
cate pain. A tripod position is assumed to ease breathing.

Hand gestures can convey approval, but they may
signal anxiety when overused. Abnormal movements
may indicate an underlying neurological problem. Facial
expressions reflect a variety of emotions, including hap-
piness, sadness, fear, anger, approval, and disapproval.
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Facial expressions may also signal an underlying prob-
lem, such as anguish from excruciating pain or fear and
anxiety from shortness of breath. Eye contact usually
conveys interest, caring, and trust. Lack of eye contact
may reflect shyness, depression, disinterest, or mistrust.

Your body language is as important as your client’s.
During history taking, keep your body posture relaxed
to convey a calm, reassuring attitude. Work at the same
level as your client. Standing over him or her conveys a
sense of dominance and authority, enhancing his or her
sense of dependence. Give reaffirming gestures such as
nodding. Your facial expression should convey care and
concern. Maintain eye contact to show the client you are
interested in what he or she has to say.

Object Cues

Your client’s dress and grooming reflect his or her iden-
tity and how he or she feels about himself or herself.
Poor grooming or disheveled clothing may indicate a
psychological problem such as depression. A depressed
client may not take much interest in how he or she
looks. Poor grooming may also signal an underlying
physical problem that has affected the client’s ability to
care for himself or herself.

Your appearance is equally important. Your groom-
ing and dress should be neat and appropriate for the sit-
uation and reflect your professionalism. Be sure to wear
a tag with your name and title. Object cues can also be
furnishings or possessions—for example, your jewelry
or the seating arrangement for a meeting. These cues are
usually selected on a conscious level to convey a spe-
cific message, so they are not as revealing as nonverbal
communications.

Personal Space

Personal space is the territory surrounding a person that
he or she perceives as private or the physical distance
that needs to be maintained for the person to feel com-
fortable. When our personal space is invaded, we feel un-
comfortable and anxious, often backing away to regain
control of our territory. Personal space is often defined
by culture and is also influenced by the situation. Public
space is about 12 feet or more, such as in a classroom or
when giving a speech. Social-consultative space is about
4 to 12 feet, such as in impersonal conversations or in-
terviews. Personal distance is about 18 inches to 4 feet,
such as in personal conversation. Intimate distance is 0
to 18 inches, such as in intimate conversations and max-
imum sensory stimulation. A person who is withdrawn or
mistrusting may widen his or her personal space. An ag-
gressive, angry person may invade your personal space.

Be aware of your position in relation to your client.
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Assessment entails working in close proximity to your
client—about 3 to 4 feet when taking the health history
and much closer, within your client’s personal or inti-
mate space, when performing the physical assessment.
Be sure to explain what you are doing, and look for
clues that your client is becoming uncomfortable. If so,
you may need to back off and try another approach.

Touch

Touch is a means of communication. An array of feel-
ings can be conveyed through touch, including anger,
caring, and protectiveness. The interpretation of touch
is often culturally prescribed. Touch can be easily mis-
construed. It may be seen as an invasion of one’s per-
sonal space or a threat. How a person responds to
touch often depends on the trust established within a
relationship.

Nursing involves touch. We often use touch to con-
vey a sense of caring to our clients. Assessment involves
touch. We must touch clients in order to collect data.
Gaining your client’s trust can help you obtain an accu-
rate, comprehensive health history. It can also make the
physical assessment quicker and easier for both of you.

Cultural Considerations

Cultural communication patterns need to be considered
when obtaining a health history.

Obviously, if you and your client do not speak the
same language, you will need an interpreter to commu-
nicate. Even if your client speaks English, he or she still
might misinterpret some words or expressions. They
may convey a totally different meaning to him or her.

TIPS FOR USING INTERPRETERS

B Use an interpreter rather than a translator. A translator
only restates the words; an interpreter translates the
words with meaning.

B Use dialect-specific interpreters when possible.

B Allow time for the interpreter and client to become
acquainted.

B Allow extra time for the health history.

B Be aware that some of the data may be lost through
interpretation.

B Avoid using relatives—they may distort the interpretation.

B Avoid using children, especially for sensitive topics.

B Match interpreter with client by age and gender when
possible.

B Maintain eye contact with both the client and the
interpreter and read nonverbal cues.

B Be aware of your body language. The client may
understand more than he or she can express verbally.

B Speak clearly and slowly, but do not exaggerate or
speak loudly.
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B Use active rather than passive tense and wait for
feedback.

B Use a reference book with common phrases such as
Taber’s Cyclopedic Medical Dictionary.

B Use as many words as possible in the client’s language
to convey your message.

B Use nonverbal communication when you are unable to
understand the language.

Source: Data from Purnell and Paulanka.

Also consider the context in which the language is
spoken. For example, German, English, and French are
not very contextual because so many words are needed
to express a thought. However, Chinese and Native-
American languages are very contextual because they use
fewer words with more emphasis on what is unspoken.

Vocal characteristics also vary with different cul-
tures. For example, European-Americans and African-
Americans talk loudly compared to people of Chinese
and Hindu backgrounds, who might misinterpret relative
loudness as anger. Arabs often speak excitedly or pas-
sionately, another vocal characteristic that can easily be
misinterpreted as anger.

European-Americans tend to be open and willing to
communicate their feelings and thoughts. Japanese often
appear shy and withdrawn to strangers, whereas Jews
and Italians are often seen as assertive. Appalachians
and Mexican-Americans are not willing to share infor-
mation with a healthcare provider until a relationship is
established.

Use of touch as a means of communication varies
with culture. For example, Egyptian-Americans do not
usually accept touch except between spouses and fam-
ily. Even though Mexican-Americans often use touch in
communicating; they may be modest during a physical
examination performed by someone of the opposite sex.

Personal space also varies with culture. European-
Americans keep a much greater distance between each
other (about 18 inches) than people of Arabian or Turk-
ish descent, who are comfortable with a much shorter
personal space.

Direct eye contact is usually acceptable for European-
Americans, but not for Asian-Americans when speaking
with someone they consider a superior. Sustained eye
contact is considered rude in Bolivia. Sustained eye con-
tact between a child and an adult is considered an “evil
eye” or “bad eye” in many cultures.

Facial expression is also influenced by culture. Smil-
ing conveys a warm, friendly message for most cultures,
but for the Cofer Indians of Ecuador, smiling is seen as
a sign of aggression.

Acceptable greetings vary from culture to culture.
The handshake is accepted in most cultures as a friendly
sign. Finns consider it rude to speak with your hands in
your pockets. A relaxed posture usually conveys confi-

dence and competence in America, but a tense posture
conveys the same meaning in Japan and Korea.

Communication Techniques

Because there is a purpose to your interaction with your
client, your interview will be focused. You will direct the
conversation in order to obtain the data needed to com-
plete the assessment. Even though you want your client
to be as open as possible, you may still need to redirect
his or her conversation so that you can complete the task
at hand. Follow cues that he or she gives you that may
lead you to a better understanding of his or her health
status.

The following communication techniques will help
you direct the interview:

Affirmation/Facilitation: Acknowledge your client’s
responses through both verbal and nonverbal
communication to reassure him or her that you
are paying attention to what he or she is saying.
Nonverbal gestures, such as nodding or sitting up
and leaning forward, encourage your client to
continue. Verbal cues, such as saying “ah ha,”
“go on,” or “tell me more” send the same
message.

Silence: Although silence is difficult to maintain at
times, it can be very effective at facilitating
communication. Periods of silence allow your
client to collect his or her thoughts before
responding and help prevent hasty responses that
may be inaccurate. Silence is usually more
uncomfortable for you than for your client. You
may feel compelled to fill the silence by asking
more questions or even by trying to answer the
question for your client. Resist the urge! You may
end up losing valuable data and sending the
wrong message to your client. Silence also gives
you more time to think and plan your responses.
Use this “quiet time” to focus on your client’s
nonverbal behavior.

Clarifying: If you are unsure or confused about
what your client is saying, rephrase what he or
she said and then ask the client to clarify. Use
phrases like “Let me see if I have this right,” or “I
want to make sure I'm clear on this,” or “I'm not
sure what you mean.”

Restating: Restating the client’s main idea shows
him or her that you are listening, allows you to
acknowledge your client’s feelings, and
encourages further discussion. It also helps clarify
and validate what your client has said and may
help identify teaching needs. For example, if the
client states, “I take a water pill every day for my
blood pressure,” your response might be, “I
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see—you take Lasix every morning for your
blood pressure.” If the client replies, “No, I take a
water pill every morning,” this identifies a
teaching need.

Active Listening: Pay attention, maintain eye contact,
and really listen to what your client tells you both
verbally and nonverbally. As you listen, keep in
mind what you are telling your client
nonverbally. Active listening conveys interest and
acceptance.

Broad or General Openings: This technique is
effective when you want to elicit what is important
to your client. Use open-ended questions such as,
“What would you like to talk about?”

Reflection: Reflection allows you to acknowledge
your client’s feelings, encouraging further
discussion. When your client expresses a thought
or feeling, you echo it back, usually in the form
of a question. For example, if the client states, “I
am so afraid of having surgery,” your response
would be “You're afraid of having surgery?”

Humor: Humor can be very therapeutic when used
in the right context. It can reduce anxiety, help
clients cope more effectively, put things into
perspective, and decrease social distance.

Informing: Giving information allows your client to
be involved in his or her healthcare decisions. An
example would be explaining the postoperative
course and the importance of coughing and deep
breathing to your client preoperatively.

Redirecting: Redirecting your client helps keep the
communication goal-directed. It is especially
useful if your client goes off on a tangent. To get
your client on track again you might say, “Getting
back to what brought you to the hospital. . .”

Focusing: Focusing allows you to hone in on a
specific area, encouraging further discussion.
Examples include: “You said your mother and
sister had breast cancer?” or “Do you do BSE, and
have you ever had a mammogram?” In this case,
you have identified a risk factor and a potential
area for health education.

Sharing Perceptions: With this technique, you give
your interpretation of what has been said in
order to clarify things and prevent
misunderstandings. You may need to question
your client if there is a discrepancy in the
message sent. For example, you might say, “You
said you weren’t upset, but you're crying.”

Identifying Themes: Identifying recurrent themes
may help your client make a connection and
focus on the major theme. For example, you
might say, “From what you've told me, it sounds
that every time you were discharged from the
hospital to home you had a problem.”

Sequencing Events: If your client is having trouble
sequencing events, you may need to help him or
her place the events in proper order. Start at the
beginning and work through the event until the
conclusion. You might say, “What happened
before the problem started?” “Then what
happened?” “How did it end?”

Suggesting: Presenting alternative ideas gives your
client options. This is particularly helpful if the
client is having difficulty verbalizing his or her
feelings. Suggesting is also a good teaching tool.
For example, if the client says, “I've tried so hard
to lose weight, but I can’t,” you might say, “Have
you tried combining diet and exercise?”

Presenting Reality: If your client seems to be
exaggerating or contradicting the facts, help
him or her re-examine what has already been
said and be more realistic. For example, if he or
she says, “I waited all day for someone to
answer my call light,” you might respond, “All
day?”

Summarizing: Summarizing is useful at the
conclusion of a major section of the interview. It
allows the client to clarify any misconseptions
you may have. For example, you might say, “Let
me see if I have this correct: You came to the
hospital with chest pain, which started an hour
ago, after eating lunch.”

How You Communicate

Always be aware of the messages you are sending your
client, both verbally and nonverbally. How you respond
is crucial in establishing the nurse-client relationship.
Qualities that help establish and maintain this relation-
ship include genuineness, respect, and empathy.

Genuineness: Be open, honest, and sincere with
your client. Your client can detect a less-than-
honest response or inconsistencies between your
verbal and nonverbal behavior.

Respect: Everyone should be respected as a person
of worth and value. You need to be
nonjudgmental in your approach. You may not
always agree with your client’s decisions or like
or approve of his or her behavior, but everyone
needs to feel accepted as a unique individual.

Empatby: Empathy is knowing what your client
means and understanding how he or she feels.
Showing empathy acknowledges your client’s
feelings; shows acceptance, care, and concern;
and fosters open communication. Phrases that
recognize your client’s feelings help build a
trusting relationship—for example, “That must
have been very difficult for you.”
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p Methods of Data Collection

Data collection can occur through interviews, observa-
tion, and physical assessment.

Interviews

The interview is usually structured communication with
the purpose of obtaining subjective data. It is most use-
ful when taking the health history. For an interview to
be successful, you need good interpersonal communi-
cation skills. Many factors can impair effective commu-
nication with your client, including cultural or develop-
mental differences or life experiences. You need to
examine your values and beliefs to minimize any bias
that may interfere with the interview.

When you use your interpersonal skills in a healing
way to help your client, this is known as “therapeutic use
of self.” Showing empathy, demonstrating acceptance,
and giving recognition are three techniques that en-
hance therapeutic use of self. Being empathetic is the
ability to understand another’s feelings. Maintaining a
neutral, nonjudgmental position and demonstrating ac-
ceptance of your client’s verbal and nonverbal commu-
nication is essential in developing a trusting relationship.
Acknowledging the client’s verbal and nonverbal com-
munication conveys true interest and encourages further
communication.

Types of Interviews

Interviews can be either directive or nondirective. Di-
rective interviews are structured with specific questions
and are controlled by the nurse. These interviews re-
quire less time and are very effective for obtaining fac-
tual data. Nondirective interviews are controlled by the
client, although the nurse often needs to summarize and
clarify the data. These interviews require more time than
directive interviews but are very effective at eliciting the
client’s perceptions and feelings. Nondirective interviews
help you to identify what is important to the client.

Types of Questions

Questions are classified as closed or open. Closed ques-
tions are often those that elicit a yes or no response. This
type of question takes little time and is very effective for
factual data. Directive interviews frequently use many
closed questions. Open questions elicit the client’s per-
ceptions. More time is needed for this type of question.
They are frequently used in nondirective interviews.

Interviewing Techniques

Begin the interview by establishing trust and conveying
a caring attitude. Make sure that the environment is com-
fortable and that privacy is ensured with minimal dis-
tractions. The following tips will help you get the most
from your interviews:

B Introduce yourself.

B Don't rush! Allow enough time for the interview.

B Avoid interruptions.

B Explain that information from the interview is
confidential.

B Actively listen to what your client is saying.

B Maintain eye contact.

B Work at the same level as your client. Pull up a
chair and sit next to him or her.

B Don't invade your client’s personal space. Two to
four feet away is a comfortable distance for most
clients.

B Explain what you are doing and why.

B [f the client presents with a problem, begin by
asking questions about that.

B Begin with nonsensitive issues. Leave more sensitive
topics until the end.

B Consider your client’s cultural background. How
does it affect the interview and your interpretation
of the data?

B Consider your client’s developmental level. How
does it affect the interview and your interpretation
of the data?

B Don’t become preoccupied with writing. You may
convey to the client that the forms you are
completing are more important than he or she is.

B Be nonjudgmental.

B Avoid “why” questions; they tend to put clients on
the defensive.

B Nonverbal behavior is more accurate than verbal.
Take a look at yours—what is it telling your client?

B Take a good look at your client’s nonverbal
behavior. Is it consistent with what he or she is
telling you?

B Now look at your client’s nonverbal behavior
another way. Does it indicate health problems?

B Never pass up an opportunity to teach.

B Present reality.

B Be honest!

B Provide reassurance and encouragement.

B Be respectful.

Interviewing Pitfalls

Try not to fall into the following traps when interview-
ing a client:
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Leading the client: People will tell you what you
want to hear. So don'’t lead the client. Having him
or her describe what is happening in his or her
own words is much more helpful.

Biasing yourself: You can bias yourself because of
the client, a particular disease, or a particular
physician. But if you fail to check your biases,
you limit your objectivity during assessment.

Letting family members answer for client: You will
learn a lot more by having the client describe
things in his or her own words.

Asking more than one question at a time: If you do,
the client may not know which one to answer.
Or, you may not be sure which question is being
answered.

Not allowing enough response time: Give the client
time to think through his or her answer. This is
especially important with older clients.

Using medical jargon: Express your questions in lay
terms to make sure your client understands you.

Assuming rather than clarifying and validating:
Assuming can lead to inaccurate interpretations
and incorrect conclusions.

Taking the client’s responses personally: An angry or
frustrated client may verbally attack you or the
healthcare facility. Realize that the client is
displacing his or her feelings on you and using
you as a sounding board.

Feeling personally uncomfortable: This often
happens with beginning students. Stay focused. It
will get easier with experience.

Using clichés: Interviewers often resort to clichés
when they feel uncomfortable or unsure of an
answer. No one expects you to have all the
answers. If you do not have an answer, tell the
client that you will try to find one and get back
to him or her. Clichés show a disregard for your
client’s feelings. Examples are “Where there’s life
there’s hope,” or “You'll feel better in the
morning.”

Offering false reassurance: Telling the client that
everything will be fine is condescending. It may
not be.

Asking persistent or probing questions: Persistent or
probing questions make your client
uncomfortable. Remember: The client has a right
not to answer a question.

Changing the subject: Some nurses change the
subject when the interview is making them
uncomfortable. This is not very helpful for the
client. Remember: You are attending to the
client’s needs, not your own.

Taking things literally: Literal responses may lead to
misunderstanding. Clients who have difficulty
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expressing feelings directly may use figurative
language. So always consider the context in
which the statement is made, and clarify if you
are still unsure. For example, an extremely
frustrated client might say, “If I don’t get out of
here soon, I'll go crazy!” Don’t rush to have a
psychiatric consultation—recognize the client’s
feelings of frustration and focus on them.

Giving advice: The client needs to be informed, but
can make his or her own decisions.

Jumping to conclusions: Make sure you have all the
facts before drawing conclusions.

Phases of the Interview

The interview is divided into three phases: the intro-
ductory phase, the working phase, and the termination
phase. Each phase has a specific purpose and different
communication patterns.

Introductory Phase

The introductory phase is the time to introduce yourself
to your client, put him or her at ease, and explain the
purpose of the interview and the time frame needed to
complete it. Questions should be nonprobing and client
centered. Explain that you will be taking notes, but keep
your writing to a minimum.

The Working Phase

The working phase is often where data collection oc-
curs. It is usually very structured, it is also the longest
phase. Make sure you allot enough time for the working
phase. Although you will need to take notes, stay fo-
cused on your client. Listen to what he or she is saying
both verbally and nonverbally. With experience, you
will become skilled at taking minimal notes and then
documenting your data affer the interview rather than
during it.

The Termination Phase

The end of the interview is the termination phase. Dur-
ing this phase, you need to summarize and restate your
findings. This provides an opportunity to clarify the data
and share your findings with the client. Based on this in-
formation, both you and the client can discuss follow-up
plans.

Observation

The second method of data collection is observation. Ob-
servation entails deliberate use of your senses of sight,
smell, and hearing to collect data. Look at both your
client and his or her environment to detect anything out
of the ordinary. Your initial observations may provide
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clues to underlying problems. These clues can be further
investigated during the physical examination.
Ask yourself:

B Does the client show signs of physical or

psychological stress?

Does the client seem comfortable?

What is the client doing?

What position is he or she assuming?

Are there any abnormal movements?

What is the client’s body language telling you?

Is the client’s verbal language consistent with his or

her nonverbal language?

Do you notice any unusual odors?

Do you hear any unusual sounds?

B [s there anything unusual, unsafe, or risky in the
client’s environment?

Look for:

B Facial expression, color changes, breathing

problems

Grimacing, guarding, diaphoresis

Eye contact

Tone of voice and flow of speech

Position, orthopnea

Grooming and dress

Nervousness, restlessness, voluntary/involuntary

movements

Unusual odors, such as fruity smell associated with

diabetic ketoacidosis, or foul odor

B Drainage associated with infection

B Unusual sounds, such as grunting, wheezing,
rhonchi, or stridor associated with respiratory
problems; swishing sounds associated with murmurs

Physical Assessment

Physical assessment provides the objective database. It
helps you assess your client’s health status and identify ac-
tual or potential problems. During physical assessment,
you use your senses to collect data through the techniques
of inspection, palpation, percussion, and auscultation.
During inspection, look at your client and compare
his or her appearance to what you know as normal. Use
your sense of smell to detect any unusual odor that may
warrant further investigation into a possible health prob-
lem. During palpation, use light touch to assess surface
characteristics, to put your client at ease, and to convey
concern and caring. Use deep palpation to assess organs
and masses. During percussion, you use direct, indirect,
and fist percussion to assess organ size and areas of ten-
derness. During auscultation you listen to your client di-
rectly and indirectly to hear sounds produced by the body.
The extent of physical assessment depends on the
client’s condition and your expertise. Physical assess-

ment skills can be used with clients at all levels of health
care. Your skills will develop over time with practice and
provide invaluable, objective data essential in planning
your client’s care. (For more information, see Chapter 3,
Approach to the Physical Assessment.)

COMMON DATA COLLECTION PITFALLS
Because assessment affects every step of the nursing
process, the accuracy of your information is critical. To
help ensure accurate data collection, avoid the following
common pitfalls:

Omitting data: You are not thorough enough, are in a
hurry, fail to follow clues that your client gives you or
simply lack experience. If you do not know what to look
for, you will never see it!

Misinterpreting data: You fail to validate the data and then
misinterpret them, or you lose your objectivity and allow
your biases to enter into your interpretation of the data.
Hasty interpretation: You make hasty interpretations be-
fore you have completed a thorough assessment.
Irrelevant data: You have difficulty deciding which data
are important. Experience and knowledge will help you
distinguish what is relevant and what is not.

Failure to follow up: You fail to continually assess for
changes in your client’s responses. Assessment is not a
one-shot deal; it is an ongoing process.

Poor communication: You fail to communicate effectively
with your client verbally, nonverbally, or both. Your commu-
nication skills directly affect the quality of your assessment.

Avoid these problems by listening carefully to what
your client is telling you, both verbally and nonverbally.
Be thorough and systematic in your approach, be ob-
jective, use your knowledge, and develop a strong ex-
periential base for assessment.

» Validating Data

Once you have collected the data, you need to validate
it to ensure its accuracy. Validation can occur simulta-
neously with the assessment process. Validating every
piece of data is unrealistic, but you do need to validate
any time you notice an inconsistency or are unsure of
your findings. There are numerous ways to validate data.
You can use the same sources that you used to collect
data to validate it. For example, as your perform the
health history, validate the subjective findings as you
perform the physical examination by comparing them
with the objective findings. The subjective and objective
findings should support each other.

You can also call on your client to validate the as-
sessment data. Often the client can be very helpful. Other
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sources for validation include family members, other
healthcare providers, past health records, and diagnos-
tic tests.

As a beginning practitioner, you may initially feel
unsure of your findings. Take advantage of the expertise
of your colleagues to validate them. For example, maybe
you think you hear an abnormal heart sound, but you
are not sure. Ask a colleague to double-check. With ex-
perience, you will develop confidence in the accuracy
of your assessment. When assessment findings are way
out of line from the normal, even experienced nurses
will rely on colleagues to validate findings.

» Organizing Data

After you have validated the assessment data, you need
to organize it. Begin by identifying pertinent data—any
findings that are out of the norm and any findings that
identify client strengths. The pertinent data provides
cues that will help you identify any actual or potential
problems. Once you have identified these cues, “cluster”
the data, grouping all cues that support a problem. Clus-
tering relevant data gives meaning to the data. These
clustered data will be the basis for formulating nursing
diagnoses for your client.

Several frameworks can be used for organizing data.
A framework provides a way of looking at your client
and the data. All frameworks have a common thread—
they address the physical, psychosocial, and spiritual
needs of a client in a holistic approach.

Common frameworks include the following:

Maslow’s Hierarchy of Human Needs: Organizes
data according to the client’s basic human needs:
physiological, safety and security, love and
belonging, self-esteem, and self-actualization
(Fig. 1-2).

Roy’s Adaptation Theory: Organizes data according
to the client’s adaptation to physiological, self-
concept, social role, and interdependence
demands.

Gordon’s Functional Health Patterns: Organizes
data into 11 functional groups that contribute to a
person’s overall health and well-being, quality of
life, and attainment of human potential. These
groups include health perception/health
management pattern, nutritional-metabolic
pattern, elimination pattern, activity-exercise
pattern, sleep-rest pattern, cognitive-perceptual
pattern, self-perception/self-concept pattern, role-
relationship pattern, sexuality-reproductive
pattern, coping/stress pattern, and value belief
pattern.
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SELF-
ACTUALIZATION
Meeting one’s
full potential

SELF-ESTEEM
Feeling competent,
strong, self-worth

LOVE and BELONGING
Feeling worthy of affection and
social support

SAFETY
Feeling free from danger and risk
Secure in one’s own environment

PHYSIOLOGICAL
Adequate oxygen, food, and water

FIGURE 1-2. Maslow’s Hierarchy of Human Needs.

NANDA-Unitary Person Framework: Organizes data
based on the concept that a person is an open
system in constant interaction with the
environment. Nine human responses result from
this interaction: exchanging, communicating,
relating, valuing, choosing, moving, perceiving,
knowing, and feeling.

No matter what framework you choose to organize
your data, be consistent. The framework allows you to
view your client in a particular way and makes your data
meaningful.

» Prioritizing Data

You need to prioritize the client’s problems. When pri-
oritizing, consider the acuity of the problem, the client’s
perception of the problem, and the situation at hand. Put
life-threatening problems that require immediate atten-
tion at the top of the list, then problems affecting basic
needs that require prompt attention, and finally prob-
lems affecting psychosocial needs.

Top-priority or primary problems—such as airway
problems—are life-threatening. Secondary problems—
such as pain—require prompt attention to prevent further
progression or deterioration in your client’s condition. Al-
though important, third-level problems—such as teach-
ing needs—do not require immediate attention and can
be addressed once your client’s condition has stabilized.
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Mrr CRITICAL THINKING ACTIVITY #3

Give an example of a nursing diagnosis that
would correspond to Maslow’s Hierarchy of Hu-
man Needs.

Physiological needs

Safety needs

Love and belonging

Self-esteem needs

Self-actualization

Mrr CRITICAL THINKING ACTIVITY # 4

Prioritize the problems below, assigning primary,
secondary, and tertiary levels of priority.
Bleeding

Fatigue, pallor, hemoglobin 7.0

Nausea and vomiting

Grieving

Sleep disturbance, fever, night sweats
Knowledge deficit on self-administration of in-
sulin

Impaired mobility, fractured hip

Irregular heart rate > 140 BPM

BP 70/40

New parent role

Although actual problems usually take precedence
over potential ones, potentially serious problems may also
have high priority. Also consider the nature and context
of the problem. For example, if a new mother is being dis-
charged with her baby, providing instruction regarding
care for her and the newborn would be a priority.
|
HELPFUL HINT

A person’s basic needs must be met before addressing

higher-level needs that address self-esteem or self-

actualization.
|

Identifying what is important to your client must be
considered when prioritizing problems. If your client
does not believe that he or she has a problem that you
have identified, it will be difficult to develop and imple-
ment an effective plan to resolve the problem. Working
together with your client to identify actual or potential
problems is the best way to develop an effective plan,
ensure compliance, and resolve the problem.

ASSESSMENT TIPS

B Involve your client in planning care.

B Common problems occur commonly, rare problems,
rarely. So concentrate on common problems.

B On the other hand, be open and expect the unexpected.

B Determine if the onset is acute or chronic.

B Determine if the problems are life threatening and
need immediate attention.

B Know what is normal before you try to identify
abnormal. Experience will help you refine your ability
to differentiate the two.

B Look at your client holistically and identify relevant
health risk factors. For example, a middle-aged,
African-American male is at risk for hypertension
because of this biographical data.

B Validate any inconsistencies.

B Realize that multiple problems will lead to varied
human responses.

B Identify problems, but also look for strengths.

B Remember that every system is related. So if you
identify a problem in one area, realize that this
problem can affect every other system.

» Documenting Your Findings

Once you have completed your assessment, document
your findings. Your client’s initial assessment may re-
quire documenting a detailed health admission record
that contains both the history and physical assessment
data. Every assessment that follows also needs to be doc-
umented. To ensure continuity of care, your client’s as-
sessment needs to be communicated to all members of
the healthcare team involved in his or her care.

Documentation Methods

The approach to documentation is usually source-
oriented or problem-oriented. Source-oriented docu-
mentation is done by department, so each healthcare
group has a section to document findings. This method
easily identifies each discipline, but it tends to fragment
the data, making it difficult to follow the sequencing of
events. With problem-oriented medical records (POMR),
everyone involved in the care of the client charts on the
same form. This allows for better communication of data
to collaboratively resolve the client’s problems.

No matter which approach you use, a variety of
methods and forms is available for documentation. Many
healthcare facilities use standardized nursing assessment
forms in a checklist format, which is efficient and time-
saving. Computerized documentation is also available in
a standardized checklist format. The narrative format
may also be used, but this is very time consuming.

Two popular methods of problem-oriented docu-
mentation are SOAPIE and PIE. A third popular
method, DAR, is used with FOCUS® charting, which fo-
cuses more holistically on the client, identifying both
strengths and problems that can be incorporated into
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his or her care. These methods are explained in subse-
quent text. Another method—charting by exception—is
a shorthand documentation method frequently used to
save time. It includes only significant data, that is, find-
ings that deviate from well-defined standards.

DOCUMENTATION METHODS

Case Study:

Mary Rutherford, age 43, is one day postoperative after a
cholecystectomy. Her assessment data includes the
following:

“It hurts to take a deep breath.”

Pain rated 8/10

Guarding abdomen

Vital signs: BP 144/90; Pulse 108; Respirations 24 and shal-
low; Temperature 100.8 °F

Pulse oximeter 92% on room air

Decreased breath sounds at bases due to poor ventilatory
effort, also few crackles noted at bases

Receiving PCA morphine

Dressings dry and intact

Here is how you would document Mrs. Rutherford’s
findings using each method:

SOAPIE Method:
S = subjective data

O = objective data

A = assessment/clinical judgment
P = plan

I = implementation

E = evaluation

Documentation:

S = “It hurts to take a deep breath”: Pain increases
with activity and breathing, PCA helps; Pain is
sharp; Pain located in right upper quadrant
(RUQ) and epigastric region; Pain rated 8/10;
Pain only when moving.

O = First-day postop cholecystectomy; Vital signs:
BP 144/90, pulse 108, Respirations 24 and
shallow, Temperature 100.8°F; pulse oximeter
92% on room air; client guarding abdomen,;
Decreased breath sounds at bases because of
poor ventilatory effort, also few crackles noted at
bases; Receiving PCA morphine.

A = Ineffective breathing pattern related to
incisional pain.

P = Client will establish effective breathing pattern;
client will experience no signs of respiratory
complications.

I = Enourage coughing and deep breathing; teach
client to splint incision; control pain with PCA;
encourage ambulation; provide instruction on use
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of incentive spirometer; maintain adequate
hydration.

E = Client coughing and deep breathing, splinting

incision; using incentive spirometer; ambulating;
using PCA morphine as needed; lungs clear; Vital
signs: BP 130/86, temperature 99°F, pulse 80,
respirations 20, pulse oximeter 96% on room air.

DAR Method:
D = data
A = action
R = response
Documentation:
D = “It hurts to take a deep breath”; Pain increases

with activity and breathing, PCA helps; Pain is
sharp; Pain located in RUQ and epigastric region;
Pain rated 8/10; Pain only when moving; First-
day postop cholecystectomy; Vital signs: BP
144/90; pulse 108; respirations 24 and shallow;
temperature 100.8°F; pulse oximeter 92% on
room air; client guarding abdomen; Decreased
breath sounds at bases because of poor
ventilatory effort, also few crackles noted at
bases; Receiving PCA morphine.

A = Encourage coughing and deep breathing; teach

client to splint incision; control pain with PCA;
encourage ambulation; provide instruction on use
of incentive spirometer; maintain adequate
hydration.

R = Client coughing and deep breathing, splinting

incision; using incentive spirometer; ambulating;
using PCA morphine as needed; lungs clear; VS:
BP = 130/806, t = 99°F, p = 80, r = 20, pulse ox
= 96% on room air.

PIE Method:

P = problem

I = implementation

E = evaluation
Documentation:

P = Ineffective breathing pattern related to

incisional pain

I = Encourage coughing and deep breathing; teach

client to splint incision; control pain with PCA;
encourage ambulation; provide instruction on use
of incentive spirometer; maintain adequate
hydration.

E = Client coughing and deep-breathing, splinting

incision; using incentive spirometer; ambulating;
using PCA morphine as needed; lungs clear; Vital
signs: BP 130/86, temperature 99°F, pulse 80,
respirations 20, pulse oximeter 96% on room air.
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Whatever format or method is used, you need to doc-
ument accurately and concisely. Documentation is a part
of your client’s permanent record, and the information is
confidential. Because the data should be available to all
healthcare members involved in your client’s care, it
should be readily accessible and easy to read. Other mem-
bers of the healthcare team should be able to quickly pe-
ruse the data and identify pertinent findings. Remember,
if your plan of care is to be successful, everyone involved

DOCUMENTATION TIPS

B Be brief and to the point.

B Use acceptable abbreviations.

B If documentation is handwritten, make sure writing is
legible.

B No need to write in complete sentences.

State the facts! Avoid interpretations.

Avoid terms such as “normal,” “good,”

“average.”

usual,” and

Avoid generalizations.

in your client’s care needs to have access to the data.

Document sequentially, in chronological order.

Do not leave blanks or skip lines.
Use correct spelling and grammar.
No erasures or whiting out.

Record date and time and sign your full signature.

The nursing process is a
systematic, problem-solving
method that guides nursing
practice. Assessment is the first
step of the nursing process.
From your assessment of your
client, the rest of the process
flows.

Assessment is a process of

continuous data collection; a

thinking, doing, feeling process

with ethical and legal
ramifications.

e As a thinking process, it
requires cognitive skills
needed for critical thinking,
creative thinking, and clinical
decision making.

e As a doing process,
assessment requires
psychomotor skills to perform
a physical assessment.

e As a feeling process,
assessment requires affective
and interpersonal skills to
develop caring, therapeutic
nurse-client relationships.

Assessment is responsibility and

accountability for your practice

and to your client.

Assessment has always been a

part of nursing practice, but the

nurse’s role, particularly in

physical assessment, has

expanded through the years.

Assessment is now an expected

part of every nurse’s practice.

Even though the assessment

process may be the same for

nursing and medical practice,
the outcome differs.

e The goal of medical practice
is to diagnose and treat
disease.

e The goal of nursing practice
is to diagnose and treat
human responses to actual or
potential health problems.
Nursing assessment focuses
not only on the client’s
physiological and
psychological responses, but
also on his or her
psychosocial, cultural,
developmental, and spiritual
dimensions. It identifies the
client’s responses to health
problems as well as his or
her strengths. Nursing’s aim
is to assist the client to his or
her optimal level of wellness.

B You will use interviewing,

observation, and physical
assessment to collect data. Once

the data have been collected,
you will need to validate them.
The data are then organized
into clusters and prioritized.
From this you will formulate
your nursing diagnosis and
develop a plan of care.
Document your findings to
communicate the plan of care
to all members involved in your
client’s care.

Initially, as you begin to
develop your assessment and
clinical decision-making skills,
your focus is limited. You have
difficulty looking at your client
as a whole; instead, you tend to
focus on the parts while you
strive to develop skills. With
experience, as you develop
your assessment and clinical
decision-making skills, you will
begin to recognize patterns and
to see the entire picture while
zooming in on the acute
problems.

With practice, you will develop
competence in your skills and
confidence in your findings. So
practice and learn from your
clients, for they can teach you
so much!



The Health History

Before You Begin

INTRODUCTION TO THE HEALTH HISTORY

The health history provides the subjective database for your assessment. Of-
ten the health history is your first major interaction with your client—so make
it count! You have only one chance to make a good first impression, and it
is often the first impression that your client will remember. This first en-
counter provides the foundation and sets the tone for your nurse-client rela-
tionship.

The health history is subjective, allowing you to see your client through
his or her “eyes.” It consists of what the client tells you, what the client per-
ceives, and what the client thinks is important. It provides a holistic, quali-
tative picture of your client. Clues that you obtain from the health history will
direct your physical assessment and are essential in developing a successful
plan of care for your client.
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» Purpose of the Health History

The purpose of the health history is to identify not only
actual or potential health problems, but also your client’s
strengths. It should also identify discharge needs. In fact,
a successful discharge plan begins on admission with the
health history. To create a successful discharge plan, you
must take a holistic view of your client and all that af-
fects him or her. Remember: The plan you develop will
be successful only if your client is able to follow through
with it after discharge.

The purpose of the health history is to:

B Provide the subjective database

B [dentify client strengths

B Identify client health problems, both actual and
potential

Identify supports

Identify teaching needs

Identify discharge needs

Identify referral needs

» Types of Health Histories

A health history may be either complete or focused. A
complete health history includes biographical data, rea-
son for seeking care, current health status, past health
status, family history, a detailed review of systems, and
a psychosocial profile. A focused health history focuses
on the acute problem, so all of your questions will relate
to that problem.

Complete Health History

The complete health history begins with biographical
data, including the client’s name, age, gender, birthdate,
birthplace, marital status, race, religion, address, educa-
tion, occupation, contact person, and health insurance/
social security number. It should also include the source
of the health history and his or her reliability, who re-
ferred the client, and whether or not the client has an
advance directive. Once you have obtained this infor-
mation, you should then identify the reason for seeking
health care, followed by a description of current health
status.

The past health history includes childhood illnesses,
surgeries, injuries, hospitalizations, adult medical prob-
lems, medications, allergies, immunizations, travel, and
military service. The family history will identify familial
or genetically linked disorders. The review of systems
provides a comprehensive assessment to determine your

client’s physiologic status. Past or current problems may
be identified and warrant further investigation. The psy-
chosocial profile gives you a picture of your client’s health
promotion and preventative patterns. It includes a de-
scription of health practices and health beliefs, a typical
day, nutritional patterns, activity/exercise patterns, recre-
ational patterns, sleep/rest patterns, personal habits, oc-
cupational and environmental risk factors, socioeco-
nomic status, developmental level, roles and relationships,
self-concept, religious and cultural influences, supports,
sexuality patterns and, finally, the emotional health sta-
tus of your client. Once you have completed the health
history, summarize any pertinent data.

A complete health history provides a comprehen-
sive, holistic picture of your client. It screens for actual or
potential problems and identifies your client’s strengths
and health-promotion patterns. A complete health his-
tory may be obtained in a primary setting as a screening
tool, in a secondary setting once your client’s condition
stabilizes, or in a tertiary setting to establish a baseline
from which to develop your plan of care.

Focused Health History

A focused health history contains necessary biographi-
cal data, including the client's name, age, birth date,
birthplace, gender, marital status, dependents, race, reli-
gion, address, education, occupation, contact person,
and health insurance/social security number. It also in-
cludes the source of the health history and his or her re-
liability, who referred the client, and whether or not the
client has an advance directive. You should then iden-
tify the reason for seeking care, followed by a complete
symptom analysis.

In your past health history, address any areas that
relate to the reason for seeking care, including diseases
of high incidence in the United States, such as heart dis-
ease, hypertension, cancer, diabetes, and alcoholism. In
your review of systems, ask questions about every sys-
tem and how it relates to the presenting health problem.
The questions in the psychosocial profile identify the im-
pact of the presenting health problem on your client’s
life.

A focused health history may be indicated when
your client’s condition is unstable or when time con-
straints are an issue. Focused health histories may also
be used for episodic follow-up visits for your client. In
this case, you have already obtained a detailed health
history at an earlier point and have established the sub-
jective database. During the follow-up visits, you need
to obtain further subjective data to monitor and evaluate
your client’s progress. Once you have completed the fo-
cused health history, remember to document any perti-
nent findings (Table 2-1).
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Table 2-1 Components of Health Histories

FOCUSED HEALTH HISTORY

COMPLETE HEALTH HISTORY
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Biographical data
Reason for seeking care

Current health status and symptom
analysis if indicated

Past health history

Biographical data

Reason for seeking care

Current health status and symptom analysis

Past health history only as it relates to specific reason for seeking care

Check for history of the most prevalent diseases in the United States: heart
disease, hypertension, cancer, diabetes, and alcoholism

Family history

Review of systems
Psychosocial profile
Developmental considerations

Ethnic considerations

Family history only as it relates to specific reason for seeking care
Review of systems only as it relates to specific reason for seeking care
Psychosocial profile only as it relates to specific reason for seeking care
Developmental considerations only as they would affect the acute problem

Ethnic considerations only as they would affect the acute problem

Which Type to Do?

Deciding which type of health history to do depends on
two factors: your client’s condition and the amount of
time you have.

Client’s Condition

First, determine the condition of your client. It may pro-
hibit a detailed health history upon admission. For ex-
ample, if you are working in the emergency department
and John Harrison, a 49-year-old man, presents with
acute chest pain, a detailed health history is not indi-
cated. Instead, you should obtain a focused history while
you perform a physical assessment, draw laboratory
studies, obtain an electrocardiogram, and connect your
client to a cardiac monitor. When a client is in acute dis-
tress, trying to obtain a complete health history is not
only detrimental, but also provides little valuable or ac-
curate information. So ask key questions that focus on
the acute problem; then once your client’s condition sta-
bilizes, obtain a more detailed health history.

mh: CRITICAL THINKING ACTIVITY #I

Suppose you were caring for Mr. Harrison. What
questions would you ask him to assess his chest
pain?

m# CRITICAL THINKING ACTIVITY #2

What question(s) would you ask Mr. Harrison re-
lated to his past health history, family history, re-
view of systems, and psychosocial profile?

Amount of Time

Allot at least 30 minutes to an hour to obtain a complete
health history. Be sure to let your client know why you
are asking these questions and that it will take time. If
you do not have enough time to complete the history,
do not rush. Instead, perform a focused history first, and
then complete the history at later sessions.

|
HELPFUL HINT
To save time: Ask the client to fill out a standard bistory
Sform; then review it with bim or ber. If necessary, use sec-
ondary sources, such as family members, to obtain data.
Ask questions while you're bathing the client or performing
other care.
|

Some information may already have been provided;
for example, biographical data from the admission sheet.
Do not repeat questions unless you need your client’s
perspective. If the client is asked the same questions sev-
eral times by different members of the healthcare team,
he or she may become frustrated. So, if you need to re-
peat questions, be sure to tell him or her the reason why.

Medical History vs. Nursing

> History

The areas addressed and the questions asked during a
medical health history are very similar to those in a nurs-
ing health history. However, some important differences
exist. These differences are defined by the focus and scope
of medical vs. nursing practice. Although the history ques-
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tions are similar, the underlying rationale differs. Remem-
ber: Physicians diagnose and treat illness. Nurses diagnose
and treat the client’s response to a health problem.

For example, Mary Johnson, an 81-year-old woman,
is admitted to the hospital with a fractured right hip. The
focus of the medical history would be to identify what
caused the fracture in order to determine the extent of
injury. The history would also try to identify any preex-
isiting medical problems that might make her a poor sur-
gical risk. The physician will use the data that he or she
obtains to develop a treatment plan for the fracture.

Although the nursing health history also focuses on
the cause of the injury, the purpose is to determine Mary
Johnson’s response to the injury, or what effect it has on
her. You will look at much more than the fractured hip.
You will consider how the injury affects every aspect of
your client’s health and life. Your history will provide
clues about the impact of the injury on her ability to per-
form her everyday activities and help you identify
strengths she has that can be incorporated into her plan
of care. You will also identify supports and begin your
discharge plan. Then you will use the data to develop a
care plan with Mary Johnson that includes not only her
perioperative phase, but also her discharge rehabilitative
planning.

» Setting the Scene

Before you begin your assessment, look at your sur-
roundings. Do you have a quiet environment that is free
of interruptions? A private room is preferred, but if one
is not available, provide privacy by using curtains or
screens. Prevent interruptions and distractions so that
both you and your client can stay focused on the history.
Also make sure that the client is comfortable and that the
room is warm and well lit.

Before you begin asking questions, tell your client
what you will be doing and why. Inform him or her if
you will be taking notes, and reassure the client that
what he or she says will be confidential. However, avoid
excessive note taking—it sends the message to your
client that the health history form is more important than
he or she is. Also, if you are too preoccupied with writ-
ing and continually break eye contact, you may miss
valuable nonverbal messages. Excessive note taking may
also inhibit your client’s responses, especially when dis-
cussing personal and sensitive issues such as sexuality
or drug or alcohol use.

Be sure to work at the same level as your client. Sit
across or next to him or her. Avoid anything that may
break the flow of the interview. If the interview is being
recorded or videotaped, be sure to get your client’s per-
mission before starting. Position the equipment as un-

obtrusively as possible so that it does not distract you or
your client.

Your approach to your client depends on his or her
cultural background, age, and developmental level. Ask
yourself, “Are there any cultural considerations that
might influence our interaction?” “What approach is best,
considering my client’s age?”

KEY POINTS TO REMEMBER WHEN

OBTAINING A HEALTH HISTORY

B Listen to what your client is telling you both verbally

and nonverbally.

Don't rush! Allow enough time to obtain the data.

Ensure confidentiality.

Provide a private, quiet, comfortable environment.

Avoid interruptions.

Tell your client how long the interview will take and

why you need to ask these questions.

Do not be so concerned about completing forms that

you neglect the client.

Start with what the client perceives as the problem.

B Use open-ended questions to elicit the client’s
perspective.

B Attend to any acute problems, such as pain, before
obtaining a detailed history.

B Remember that quality is more important than the
quantity of information obtained.

Components of the Health
History

The components of a complete health history address
health and illness patterns, health promotion and protec-
tive patterns, and roles and relationships. The parts of the
health history that focus on health and illness patterns in-
clude the biographical data, reason for seeking health
care, current health status, past health history, family his-
tory, and review of systems. You identify not only cur-
rent health problems, but also past health problems and
any familial factors that place your client at risk for health
problems. Your client’s health promotions, protective
patterns, and role and relationship patterns are assessed
through the psychosocial component of the health his-
tory. Here, you assess for risk factors that pose a threat
to your client’s health in every aspect of his or her life.
Also, you need to consider your client’s cultural and de-
velopmental status as it affects his or her health status.

Biographical Data

The biographical data provide you with direct informa-
tion related to a current health problem, alert you to risk
factors for health problems, and point out the need for
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referrals. Your client’s ability to accurately provide bio-
graphical data reflects his or her mental status.
Biographical data include the client’s name, address,
phone number, contact person, age/birth date, place of
birth, gender, race, religion, marital status, educational
level, occupation, and social security number/health in-
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surance. They also include the person who provided the
history and his or her reliability and the person who re-
ferred the client. Information on advance directives may
also be obtained for hospital admissions. Also note any
special considerations, such as the use of an interpreter
(Table 2-2).

Table 2-2 Biographical Data

DATA SIGNIFICANCE/CONSIDERATIONS

Name (full name and maiden name) Prevents confusion when clients have similar names. Formats of names may
differ culturally (e.g., Cambodians put last name first; married Hispanic
women take husband’s surname while retaining both parents’ last names).

Address and Phone Number May provide socioeconomic information and identify environmental health

risks (e.g., urban vs. suburban or rural neighborhoods).

Contact Person May be a source for further data and support for client. Essential in case

of medical emergency.

Age/Birthdate/Place of Birth Allows you to compare stated age to apparent age (e.g., chronic illness
can make a person appear older).

Identifies age-related risk factors for health problems (e.g., children more
at risk for accidents; incidence of cardiovascular disease and cancer
increases with age).

Age helps identify client’s developmental stage.

Place of birth may correlate with environmental risks.

Gender Identifies risk for gender-related health problems (e.g., women have a

much higher incidence of breast cancer than men).

Race/Ethnicity/Nationality Identifies risk for health problems associated with a particular race or
ethnic group (e.g., African-American males have high incidence of
hypertension, Native-Americans have high incidence of diabetes).
Identifies possible ethnic influences on healthcare practices.

Religion Alerts you to religious beliefs that may influence health practices (e.g.,
Judaism and diet, Jehovah’s Witnesses and blood products).

May identify sources of support for your client.
Marital Status (never married,
married, widowed, separated,
divorced)

Identifies possible support people.
Present health status may affect family relationships, client’s economic
status, and ability to support family. Referral may be necessary.

Number of Dependents Do not assume that unmarried clients live alone. Ask if they live with someone.

Educational Level Helps determine teaching approaches.
Do not assume that educational level correlates with knowledge and
understanding (e.g., newly diagnosed diabetic may have a PhD but
be totally unfamilar with disease and its management). Do not talk
down to client who has had little formal education.
|
HELPFUL HINT
Ask your client what teaching method he or she prefers (e.g., videos, pamphlets,
group, one on one).
|

Occupation Identifies possible occupational risk factors.
Provides clues about socioeconomic status.
Current health status also may affect client’s occupational status.

Referral may be necessary.
(Continued)
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Table 2-2 Biographical Data (Continued)
N

DATA SIGNIFICANCE/CONSIDERATIONS
Social Security Number/Health Social Security number may help in retrieving records.
Insurance Insurance type may influence length of stay. Referrals may be needed

depending on type of health insurance.

Source of History/Reliablity

Ideally, client is source of history. Secondary source is necessary with

children or clients unable to provide history—usually a family
member or friend.

Establish reliability of person providing history by noting consistency in
responses and willingness to communicate.

Referral

Identifies primary care physician/practitioner. If no referral source

identified, may need to make referral for follow-up.

Advance Directives
exist.

Allows you to comply with client’s healthcare wishes if advance directives

Reason for Seeking Health Care

Ask your client why he or she is seeking health care;
then document his or her direct quote. The client’s rea-
son for seeking care is usually related to the healthcare
setting—primary, secondary, or tertiary. If the setting is
a primary level of health care, there is usually no acute
problem. The reason usually relates to health mainte-
nance or promotion. For example, the client states, “I am
here for my annual physical examination.”

If there is an acute problem, ask the client to state
what the problem is and how long it has been going on.
For example, “I have had chest pain for the last hour.”
If your client identifies more than one problem, he or
she may be confusing associated symptoms with the pri-
mary problem. Help him or her clarify and prioritize the
problems by asking questions such as, “Which problems
are giving you the most difficulty?”

Usually clients identify problems that affect their abil-
ity to do what they usually do. In an acute-care setting, the
reason for seeking care is called the chief complaint. The
chief complaint gives you the client’s perspective on the
problem, a view of the problem through his or her eyes.

At the tertiary level, the problem may be well de-
fined, a chronic problem, or an acute problem that is re-
solving. In this case, the problem does not have the acu-
ity or life-threatening urgency of an acute problem.

Current Health Status

Once you have identified the client’s reason for seeking
health care, assess his or her current health status. At a
primary level of health care (no acute problem), the cur-
rent health status should include the following:

e Usual state of health
e Any major health problems

e Usual patterns of health care
e Any health concerns

For example: Client is Maryanne Weller, age 42, mar-
ried, mother of three, full-time teacher. Usual state of
health good. Has yearly physical with pelvic examination
and dental examination. Last eye examination 1 year ago.
Expresses concern regarding family history of hyperten-
sion and ovarian cancer.

Clients in secondary or tertiary healthcare settings
have an existing problem. So you will need to perform
a symptom analysis to thoroughly assess your client’s
presenting symptoms. Although many questions come
to mind, your client’s condition and time constraints may
preclude you from going into too much detail. If so,
you’ll need to zero in on several key areas to evaluate
your client’s symptoms.

As you perform the symptom analysis, try to deter-
mine how disabling this problem is for your client. Also
ask if he or she has any medical problems related to the
current problems and if he or she is taking any medica-
tions for this current problem.
|
HELPFUL HINT

Perform a symptom analysis for any positive symptom
that your client reports.
|

The helpful mnemonic PQRST provides key ques-
tions that will give you a good overview of any symp-
tom. Although you can ask additional questions, the fol-
lowing ones provide a thorough analysis of any presenting
symptom:

P = Precipitating/Palliative Factors

Ask: What were you doing when the problem
started? Does anything make it better, such as
medications or certain positions? Does anything
make it worse, such as movement or breathing?
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Q = Quality/Quantity

Ask: Can you describe the symptom? What does it
feel like, look like, or sound like? How often are
you experiencing it? To what degree does this
problem affect your ability to perform your usual
daily activities?

R = Region/Radiation/Related Symptoms

Ask: Can you point to where the problem is? Does it
occur or spread anywhere else? (Take care not to
lead your client.) Do you have any other
symptoms? (Depending on the chief complaint,
ask about related symptoms. For example, if the
client has chest pain, ask if he or she has
breathing problems or nausea.)

S = Severity

Ask: Is the symptom mild, moderate, or severe?
Grade it on a scale of 0 to 10, with 0 being no
symptom and 10 being the most severe. (Grading
on a scale helps objectify the symptom.)

T = Timing

Ask: When did the symptom start? How often does it
occur? How long did it last?

PAIN SCALES

Several scales are used for assessing pain, but they can be
adapted to assess any symptom. Besides the numeric (0 to
10) scale, you may use scales that rate pain/symptoms
with words like “little pain” or “worst pain possible.” For
children, scales are available with drawings of happy to
sad faces or photographs of children’s faces representing
“no hurt” to “worst hurt ever.” Crayons may also be used,
with different colors representing different degrees of
symptoms or pain.
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Past Health History

The past health history assesses childhood illnesses, hos-
pitalizations, surgeries, serious injuries, adult medical prob-
lems (including serious or chronic illnesses), immuniza-
tions, allergies, medications, recent travel, and military
service. The purpose is to identify any health factors
from the past that may have a direct relationship to your
client’s current health status. For example, a history of
rheumatic fever as a child may explain mitral valve dis-
ease as an adult.

The past health history also identifies any chronic
pre-existing health problems, such as diabetes or hyper-
tension, which may directly affect the current health
problem. For example, clients with diabetes often have
poor wound healing. Also, even though the chronic dis-
ease may be well controlled, the current health problem
may cause an exacerbation. For instance, a client with
well-controlled diabetes may need to adjust his or her
medication when scheduled for surgery, because the
stress of surgery can elevate blood glucose. In addition,
the past health history can identify additional health risks
cause by pre-existing conditions.

Finally, the past health history may explain your
client’s response to illness, health care, and healthcare
workers. If he or she has a history of multiple medical
problems requiring frequent hospitalizations, these ex-
periences may affect his or her perception of health care
either positively or negatively.

When obtaining the past health history, be sure to
ask for dates, physicians’ names, names of hospitals, and
reasons for hospitalizations or surgeries. This information
is important if past records are needed. Also avoid using
terms such as usual, general, or routine. For example,
“usual” childhood illnesses vary depending on the age of
your client and available immunizations. (Table 2-3).

Table 2-3 Past Health History

DATA

SIGNIFICANCE/CONSIDERATIONS

Childhood Illnesses

Positive history of mumps, chickenpox, rubella, frequent ear infections,

frequent streptococcal infections or sore throats, rheumatic fever, scarlet
fever, pertussis, or asthma may have a direct link to current health
problem (e.g., history of chickenpox explains current shingles).

Hospitalizations

Previous hospitalizations may have a direct link to current problem or

provide clues to pre-existing problems.
Knowing name of hospital and dates facilitates record retrieval.
Ask about hospitalizations for both physical and psychological problems.

Surgeries

Knowing past surgical procedures may rule out certain problems or

explain others. For example, a client with right lower quadrant pain
cannot have appendicitis if his or her appendix has been removed, but
pain may be caused by adhesions.

(Continued)
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Table 2-3 Past Health History (Continued)

DATA SIGNIFICANCE/CONSIDERATIONS

Serious Injuries History of serious injuries (fractures, head injuries with loss of consciousness,
motor vehicle accidents, burns, or lacerations) may relate to current
problem or explain findings during physical examination. For example,
past motor vehicle accident (MVA) may cause lingering musculoskeletal
problems or scars.

Serious/Chronic Illness Encourages clients with well-controlled chronic illnesses (e.g., heart disease,
hypertension, diabetes, cancer, seizures) to identify these illnesses. Other-
wise, they may fail to mention them if they are not currently causing
problems.

Consider client’s age and ask about most prevalent diseases for his or her
age group.

Immunizations Lack of immunization may explain current problem.

Consider client’s age: In the United States today, children receive many
more immunizations than they did 20 years ago. Also, the need for some
immunizations (e.g., smallpox) no longer exists. Ask if children have
had the following immunizations: measles, mumps, rubella, chickenpox,
hepatitis B, diphtheria, tetanus, polio, and Haemophilus influenzae
B (HIB). Ask older adults if they have had a pneumococcal vaccine
(pneumovax) and influenza (flu shot). If not vaccinated against
tuberculosis (TB), ask about last purified protein derivative (PPD) test.

Consider where client lives: In the United States, people are not routinely
immunized against TB, but in other countries where incidence of TB is
high, Bacille Calmette-Guerin (BCG) vaccine may be used.

Allergies Allergy may explain current problem.
|
HELPFUL HINTS
B A client vaccinated against TB with BCG will have a positive PPD.

B Clients often confuse drug side effects with allergic reactions.

|

If client has an allergy, note type of reaction. Allergic reactions include
hives, pruritus, and respiratory problems. Side effects include GI upset,
nausea, and diarrhea.

Remember that immune systems change, so client may become sensitive to
something he or she was not allergic to before, or vice versa. Ask if he
or she has ever received penicillin, and if there was a reaction.

Medications Medications may be causing current problem. For example, over-the-
counter medication may be interacting with a prescribed medication,
causing adverse effects or negating desired effects.

Allows you to assess client’s understanding of his or her medications,
which may identify teaching needs.

Ask about prescribed and over-the-counter medications, including
vitamins, supplements, and herbs. Obtain name of medication, dose,
frequency, and last time taken.

Recent Travel May identify exposure to health hazards and explain presenting symptoms
(e.g., traveler’s diarrhea or “Montezuma’s revenge”).

Military Service Recent or past military service may identify exposure to health hazards.
For example, exposure to Agent Orange during Vietnam War is risk
factor for cancer, and exposure to chemical toxins during Operation
Desert Storm is risk factor for later health problems.
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Famlly HIStOI"Y Client: Age 37, alive and well

Spouse: Age 40, divorced, alcoholism

Daughter: Age 12, alive and well

Son: Age 8, alive and well

Brother: Age 32, alive and well

Sister: Age 30, alive and well

Father: Age 00, hypertension (HTN)

Mother: Age 60, mitral valve prolapse (MVP)
Paternal aunt: Age 65, breast cancer

Maternal uncle: Age 62, HTN

Maternal uncle: Deceased age 28, tuberculosis (TB)
Maternal aunt: Age 64, MVP

Maternal aunt: Age 58, HTN

Maternal aunt: Deceased age 9, ruptured appendix
Paternal grandfather: Deceased age 68, cancer
Paternal grandmother: Age 80, HTN

The family history provides clues to genetically linked or
familial diseases that may be risk factors for your client.
Ask about the health status and ages of your client’s fam-
ily members. Family members include the client, spouse,
children, parents, siblings, aunts and uncles, and grand-
parents. Ask about genetically linked or common dis-
eases, such as heart disease, high blood pressure, stroke,
diabetes, cancer, obesity, bleeding disorders, tuberculo-
sis, renal disease, seizures. or mental disease. If the client’s
family members are deceased, record the age and cause
of death.

The family history may be recorded in one of two
ways. You can list family members along with their age
and health status, or you can use a genogram (family Maternal grandmother: Age 77, HTN, breast cancer
tree). A genogram allows you to identify familial risk fac- Maternal grandfather: Deceased age 70, cardiovascular
tors at a glance. When developing a genogram, use sym- disease (CVD)
bols to represent family members, and include a key to
explain the symbols and abbreviations.

Family History by Genogram
FAMILY HISTORY BY LISTING FAMILY

MEMBERS

Here is the same 37-year-old female client’s family his-
The following history is for a 37-year-old female client.

tory recorded as a genogram.

Family History by Genogram

68 80 70 H7T7V
Canc HTN CVD C ’

HTN MVP HTN B
0 | ~ fCLIEN 32 30
Ale 7. A&W, A&W A&W
8
A&W

A&W = alive and well

~d d Canc = cancer
= male - decease HTN = hypertension

BC = breast cancer

RA = ruptured appendicitis
= female TB = tuberculosis
CVD = cardiovascular disease

MYVP = mitral valve prolapse
Ale = alcoholic
FIGURE. 2-1. Family history by genogram. - - - =divorced
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mt;: CRITICAL THINKING ACTIVITY #3

After studying the above family history, what famil-
ial health risks would you identify for this client?

Review of Systems

The review of systems (ROS) is a litany of questions spe-
cific to each body system. The questions are usually
about the most frequently occurring symptoms related to
a specific system. The ROS is used to obtain the current

and past health status of each system and to identify
health problems that your client may have failed to men-
tion previously. Remember: If your client has an acute
problem in one area, every other body system will be af-
fected, so look for correlations as you proceed with the
ROS. Then perform a symptom analysis for every posi-
tive finding and determine the effect of and the client’s
response to this symptom. The ROS also provides clues
to health promotion activities for each particular system.
Identify health promotion activities and provide instruc-
tion as needed (Table 2—4).

Table 2-4 Review of Systems

AREA/SYSTEM ASK ABOUT

Unusual problems or symptoms, fatigue, exercise intolerance, unexplained
fevers, night sweats, weakness, difficulty doing activities of daily living
(ADLs), number of colds or illnesses per year.

General Health Survey

Skin diseases, such as psoriasis, itching, rashes, scars, sores, ulcers, warts,
and moles; changes in skin lesions; skin reaction to hot and cold.

Changes in hair texture, baldness, usual patterns of hair care (e.g.,
shampooing, coloring, permanents).

Changes in nails (e.g., color, texture, splitting, cracking, breaking); usual
patterns of nail care (e.g., use of polish, acrylic nails).

Integumentary

HELPFUL HINT
Recommend an annual skin examination for all adults.

HEENT
Head and Neck

Headaches, lumps, scars, recent head trauma, injury or surgery, history of
concussion or loss of consciousness, dizzy spells, fainting, stiff neck,
pain with movement of head and neck, swollen glands, nodes, or
masses.

Wearing glasses or contact lenses, visual deficit, last eye examination, last
glaucoma check, eye injury, itching, tearing, drainage, pain, floaters,
halos, loss of vision or parts of fields, blurred vision, double vision,
colored lights, flashing lights, light sensitivity, twitching, cataracts or
glaucoma, eye surgery, retinal detachment, strabismus, or amblyopia.

Eyes

HELPFUL HINT
Recommend a routine eye examination and glaucoma check for adults every 2
years.

Last hearing test, difficulty hearing, sensitivity to sounds, ear pain,
drainage, vertigo, ear infections, ringing, fullness in ears, ear wax
problems, use of hearing aids, ear-care habits, such as use of cotton-
tipped swabs.

Ears

HELPFUL HINT
Test your client’s hearing during the physical examination and screen for
hearing losses routinely in elderly clients.
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Table 2-4 Review of Systems

AREA/SYSTEM ASK ABOUT

Nose and Sinuses Nosebleeds, broken nose, deviated septum, snoring, postnasal drip, runny
nose, sneezing, allergies, use of recreational drugs, difficulty breathing
through nose, problem with ability to smell, pain over sinuses, sinus
infections.

Mouth and Throat Sore throats, streptococcal infections, mouth sores, oral herpes, bleeding
gums, hoarseness, changes in voice quality, difficulty chewing or
swallowing, changes in sense of taste, dentures and bridges, description
of dental health, dental surgery, last dental examination, dental hygiene
patterns.

HELPFUL HINT
Recommend an annual dental examination.

Respiratory Breathing problems, cough, sputum (color and amount), bloody sputum,
shortness of breath (SOB) with activity, noisy respirations such as
wheezing, pneumonia, bronchitis, TB, last chest x ray and results, PPD
and results, history of smoking.

Cardiovascular Chest pain, palpitations, murmurs, skipped beats, HTN, awakening at night
with SOB, dizzy spells, cold or numb hands and feet, color changes in
hands and feet, pain in legs while walking, swelling of extremities, hair
loss on legs, sores that do not heal, results of electrocardiogram if
ever done.

HELPFUL HINT
Recommend a blood pressure reading every 1 to 2 years.

Breasts Breast masses, lumps, pain, discharge, swelling, changes in breast or
nipples, cystic breast disease, breast cancer, breast surgery, reduction,
enhancements, breast self-examination (BSE) (when and how), date of
last clinical breast examination, date of last mammogram, if ever done.

HELPFUL HINT
Recommend BSE monthly, clinical breast examination yearly and mammogram
yearly for clients over age 40, unless indicated earlier.

Gastrointestinal Loss of appetite, indigestion, heartburn, GERD, nausea, vomiting, vomiting
blood, liver or gallbladder disease, jaundice, abdominal swelling, regular
bowel patterns, changes in bowel patterns, color of stool, diarrhea,
constipation, hemorrhoids, weight changes, use of laxiatives and
antacids, date and results of last fecal occult blood test, if ever done.

HELPFUL HINT
Recommend annual fecal occult blood test and sigmoidoscopy/colonoscopy
every 5-10 years for clients over age 50.

Genitourinary Pain on urination, burning, frequency, urgency, dribbling, incontinence,
hesitancy, changes in urine stream, color of urine, history of urinary
tract infections, kidney infections, kidney disease, kidney stones,
frequent nighttime urination.

(Continued)
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Table 2-4 Review of Systems (Continued)

AREA/SYSTEM ASK ABOUT

Female Reproductive Menarche, description of cycle, last menstrual period, painful menstruation,
excessive bleeding, irregular menses, bleeding between periods, last Pap
test and results, satisfaction with sexual performance, painful intercourse,
use of contraceptives, history of sexually transmitted disease (STD),
knowledge of prevention of STDs including HIV, infertility problems,
obstetrical history including pregnancies, live births, miscarriages, abortions.

HELPFUL HINT
Recommend a yearly pelvic examination with Pap test for all sexually active
women.

Male Reproductive Lesions, discharge, pain on urination, painful intercourse, prostate or
scrotal problems, history of STDs, infertility problems, impotence or
sterility, satisfaction with sexual performance, knowledge of prevention
of STDs including HIV, use of contraceptives, frequency and technique
for testicular self-examination, if ever done, date and results of last
prostate examination, if ever done.

HELPFUL HINT
Recommend monthly testicular self-examination and annual digital rectal
examination of prostate for men age 50 and over.

Musculoskeletal Fractures, sprains, muscle cramps, pain, weakness, joint swelling, redness,
limited range of motion, joint deformity, noise with movement, spinal
deformities, low back pain, loss of height, osteoporosis, degenerative
joint disease or rheumatoid arthritis, use of calcium supplements,
impact on ability to do activities of daily living (ADLSs).

HELPFUL HINT
Recommend a dexascan for bone density for high-risk postmenopausal women.

Neurological Loss of consciousness, fainting, seizures, head injury, changes in cognition
or memory, hallucinations, disorientation, speech problems, sensory
disturbances such as numbness, tingling or loss of sensations, motor
problems, problems with gait, balance or coordination, and impact on
ability to do activities of daily living.

Endocrine Endocrine disorders such as thyroid disease or diabetes, unexplained changes
in weight or height, increased thirst, hunger or urination, heat and cold
intolerance, goiter, weakness, hormone therapy, changes in hair or skin.

Immune/Hematologic Anemia, bleeding disorders, recurrent infections, cancers, HIV, fatigue,
blood transfusion, bruising, allergies, unexplained swollen glands.

Developmental Considerations
HELPFUL HINT

As you proceed with the ROS, consider any prescribed or The last part of your health history is taking a psychosocial
over-the-counter medications your client is taking and profile, but before you do this, consider the developmen-
how they affect every system. This may help explain tal stage of your client. A person’s development crosses the
some of your findings. life span. Developmental assessments are often performed

on children because the developmental changes that oc-
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cur at this age are very observable and measurable. Yet
adults also go through developmental changes that you
need to consider during the assessment. Illness and hospi-
talization can have a major impact on a child’s growth and
development, by either halting its progression or regress-
ing it to an earlier stage. For example, when Johnny, age
4, is admitted to the hospital for a hernia repair, he begins
wetting the bed during the night, even though his mother
assures you that he has been “potty trained” since age 3.
Several developmental theories exist and will pro-
vide a framework for your psychosocial profile. These
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theories focus on specific areas of development, such as
physical, psychosocial, cognitive, and behavioral. Identi-
fying your client’s developmental stage will help you de-
termine the relationship between the client’s health sta-
tus and his or her growth and development. Because
many of these theories do not cross the life span, do not
limit yourself to one developmental model. Each theorist
views development from a different perspective. So be
open and choose the theory or theories that will best
help you assess your client’s development (Boxes 2—1
and 2-2).

Box 2-1 Developmental Stages and Theories

Stage Freud Erikson Piaget Kolberg

Infancy (birth to one year) Oral-sensory Trust vs. mistrust Sensorimotor

Toddler (1 to 3 years) Anal Autonomy vs. shame Preoperational Preconventional
thought— level
Preconceptual Punishment and
phase obedience

Preschool (3 to 6 years) Phallic Initiative vs. guilt Preoperational— Preconventional
intuitive phase level

School age (6 to 12 years) Latency Industry vs. inferiority Concrete Conventional
operations— level—
inductive reasoning conformity
and beginning to and loyalty,
think logically responds to

authority

Adolescence Genital Identity vs. role Formal operation— Postconventional—

(12 to 18 years) diffusion deductive and behavior
abstract reasoning corresponds with

society

Young adult Intimacy vs. isolation

(18 to 40 years)

Middle adult Generativity vs.

(40 to 64 years) stagnation

Older adult (64 to death) Integrity vs. despair

Box 2-2 Developmental Tasks

Stage Freud Erikson Piaget Kolberg Havighurst
Infancy Receives pleasure Begins to trust Understanding of Between infancy &
(oral gratification) caregiver. the world is school age:
through sucking. Develops drive through overt Learns to walk,
and hope. physical actions. talk, eat, control
Moves from elimination.
simple reflexes Learns sex
to organized differences and
set of schemes modesty.

Attains psycho-
logical stability.
Learns to relate
emotionally.
Learns right from
wrong.

(Continued)

of permanent
objects.
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Stage Freud Erikson Piaget Kolberg Havighurst
Develops a
conscience.
Toddler Delays gratification Becomes Develops symbolic  Stage 1:
through bowel independent play, graphic Punishment/
and bladder and learns to imagery, mental obedience.
control. cooperate with imagery and Decisions based
others. language. on avoiding
Achieves Egocentric punishment.
self-control thinking,
and willpower. inflexible,
semilogical
reasoning and
limited social
cognition.
Pre- Curious about Achieving Naive
schooler  gender confidence in instrumental
differences and own abilities. orientation—
genitals. Has direction actions are
and purpose. directed to
meet his or her
own needs.
Very concrete
sense of
justice/fairness.
School Transition period, Accomplishments Develops the Stage 2: Develops physical
age develops peer are source of understanding Instrumental/ skills; positive
relationships, pleasure. of conservation relativist. More self-image;
identifies with Develops of quantity. self-reliant. personal
parent or methods and Behavior directed independence,
caregiver of competence. to satisfy needs. relationships
same Ssex. Negotiate and with peers,
trade off to appropriate
meet needs. gender roles,
Stage 3: Approval cognitive skills
seeking. of reading,
Behavior is writing, and
directed to calculations;

gain approval
by significant
others.

concepts for
everyday living
(conscience,
values, and
morality) and
opinions of

social and
institutional
groups.
Adolescent Attains sexual Realizes a stable Able to combine Stage 4: Law Acceptance and
maturity and sense of systems. and order. development of
becomes identity. Develops Behavior guided gender role.
interested in sex. Develops hypothetical- by law and Develops more
devotion and deductive order, the rules mature
fidelity. thinking. of society. relationships.

Attains emotional,
financial
independence
from parents.

(Continued)
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Box 2-2 Developmental Tasks

Stage Freud Erikson Piaget Kolberg Havighurst
Begins to think of
choosing a
career and
partner for
marriage.
Intellectual skills
and socially
acceptable
behavior
develop further.
Young Develops Stage 5: Social Selects mate.
adult personal and contract. Learns to live
professional Respects together with
relationships. individual partner.
Attains affiliation differences. Starts career and
and love. Realizes that family.
social laws Rears family.
may contradict Manages career,
moral family, and
principles. home.
Tries to better Assumes civic
the social responsibility.
condition. Has social group
of friends.
Middle Productive and Stage 0: Assumes more
adult creative in Universal- civic and social
both work and ethical. responsibility.
relationships. Universal-ethical Maintains career
Develops principles and family.
productivity guide moral Develops leisure
and caring for judgment with activities.
family, friends, underlying Strengthens
and community. good of spousal
humanity as relationship.
driving force Accepts mid-life
even at changes.
expense of Cares for aging
the individual. parents.
(This stage is
rarely met by
most individuals
over the course
of a lifetime.)
Older Has had purpose Adjusts to Develops explicit
adult in life and physical identity with
fulfillment. changes, own age group.
Achieves sense retirement, Modifies living
of fulfillment reduced arrangements.
and wisdom. income, loss Meets social and
of spouse, civic obligations.
family
members, and
friends.
Source: Data from Craven and Hirnle, 2000.
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Summary of cognitive developmental theories

Knowledge of the various developmental theories provides the nurse with a framework for cultural and psychosocial assess-
ment. The chart below lists selected developmental theorists and summarizes the focus of their theories.

THEORIST
Sigmund Freud
Erlk Erlkson

Abraham Maslow

Jean Plaget

Lawrence Kohlberg

Carol Gllligan

Robert Butler

Robert Peck

Robert Havighurst

Elaine Cumming
and
William Henry

Evelyn Duvall

THEORY FOCUS
Psychosexual. Biological drives influence a person’s psychological and personality development.

Psychosocial. The human life cycle is composed of eight developmental stages, each containing a devel-
opmental crisis to be resolved. Psychosocial strengths emerge with resolution of the crisis.

Self-actualization. People are innately motivated toward psychological growth, self-awareness, and per-
sonal freedom. Basic needs must be met before a person can advance to higher needs.

Cognitive development. An individual's knowledge comes from the interaction between genetic potential
and culturally influenced environmental experiences.

Moral development. Cognitive development and emotional growth affect the individual’s ability to make
autonomous decisions.

Moral development from a female perspective. Women have moral concern for others based on their
innate nurturing instincts. They maintain social rules and the expectations of families, social groups, or
culture.

Life review. Elderly clients spend time reviewing past events and concentrating on past conflicts. This life
review correlates with the elderly client’'s good long-term memory.

Psychosocial. This theory emphasizes aspects of development from middle age through old age by di-
viding Erikson’s last stage into two parts. There is a developmental crisis to be resolved in each part.

Activity during aging. Elderly clients who stay active and maintain or find substitutes for activities of
middle age are more satisfied with life than elderly clients who do not. Diminished activity is equated
with increased social isolation and accelerated physical decline.

Disengagement during aging. A person naturally gives up roles (a career, for example) and undergoes
losses (through death) as aging occurs. As losses occur, a person withdraws from the high activity level
of middle age. At the same time, society withdraws from the elderly client to avoid assigning crucial roles
to a group with a high death rate. This mutual disengagement helps society and the elderly client pre-
pare for death.

Family development. Family goes through identifiable stages with tasks to be mastered.

Psychosocial Profile

The last section of the health history is the psychosocial
profile. This section focuses on health promotion, pro-
tective patterns, and roles and relationships. It includes
questions about healthcare practices and beliefs, a de-
scription of a typical day, a nutritional assessment, ac-
tivity and exercise patterns, recreational activities, sleep/
rest patterns, personal habits, occupational risks, envi-
ronmental risks, roles and relationships, and stress and
coping mechanisms.

In a primary healthcare setting, the psychosocial as-

sessment enables you to identify how your client incor-
porates health practices into every aspect of his or her
life. You can then teach and reinforce health promotion
activities that your client can incorporate into his or her
everyday life. If he or she has an acute problem, the psy-
chosocial assessment helps you determine the impact of
this illness on every facet of the client’s life and assists
you in determining discharge planning needs. For your
plan of care to be successful, the client must be able to
follow through with it after discharge. Help ensure suc-
cess by identifying clues as you perform the assessment
and then making appropriate referrals (Table 2-5).
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Table 2-5 Psychosocial Profile
DATA SIGNIFICANCE/CONSIDERATIONS
Health Practices and Beliefs Your client’s overall health is affected by his or her values, beliefs, financial

status, expectations of health care, and other factors. How does the
client perceive his or her role in maintaining health? Does he or she get
a yearly physical examination or seek health care only when ill? Does he
or she perform self-examinations and other self-care measures? Health is
a component of every aspect of life. Determine whether your client’s life
positively or negatively affects his or her health.

Typical Day Describing a typical day may identify health risk factors. Or, if the client
has a health problem, it helps determine what effect this problem has on
his or her everyday life.

Nutritional Patterns Eating habits can positively or negatively affect your client’s health.
Religious beliefs or culture may influence eating habits. Financial
problems, such as being on a fixed income, may limit food purchases.
Ask about special diets, food preferances, food allergies, weight changes,
happiness with weight, and history of eating disorders. Ask who does
the cooking, who does the shopping, and who dines with the client. All
of these factors have an effect on nutrition.

Screen for nutritional deficits by doing a 24-hour recall. Ask the client,
“What did you eat yesterday?” Do the recall on a weekday rather than a
weekend because it is more reflective of the usual diet. After you
complete the 24-hour recall, compare the diet to the food groups (meat,
poultry and fish, grains, dairy, vegetables and fruits), and note any
deficits. Take note of number and size of servings. Also note if your
client is taking vitamin or mineral supplements. Make nutritional
referrals as indicated. (See Chapter 8, Nutritional Assessment.)

Activity and Exercise Patterns Activity and routine exercise can help maintain both physical and mental
health. Ask about type and amount of activity or exercise. If your client
participates in contact sports, assess use of protective equipment and
provide instruction as needed. If he or she has a health problem,
determine its effect on his or her ability to maintain usual activity and
exercise patterns.

Recreation, Pets, Hobbies Recreational activities, hobbies, and pets usually enhance health by
reducing stress. But they can also pose health risks. For example,
stained glass work exposes one to lead, and pets may trigger allergies
or carry diseases such as toxoplasmosis.

Sleep/Rest Patterns Many physical and psychological problems can affect sleep or are affected
by lack of sleep. Ask your client how many hours of sleep he or she
gets, if sleep is interrupted, how many hours he or she needs to feel
rested, any medication taken to aid sleep, or if client has any sleeping
disorders such as narcolepsy or sleep apnea.

Personal Habits Unhealthy personal habits, such as use of tobacco, alcohol, caffeine, and

drugs, can adversely affect health.
___________________________________________________________________________________|
HELPFUL HINT

Ask for specific information about the amount and length of use.

___________________________________________________________________________________|
Tobacco: Ask about cigarettes (filtered/unfiltered), pipe, cigars, or chewing

tobacco.

(Continued)
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Table 2-5 Psychosocial Profile (Continued)
N

DATA SIGNIFICANCE/CONSIDERATIONS

Alcobol: Ask what kinds (wine, beer, mixed drinks), when client drinks, if
he or she drinks to help deal with stress, and whether client notices a
change in his or her drinking patterns (more or less). The CAGE
questionnaire can be used to screen for alcohol abuse (see Chapter 25.)

Calffeine: Ask what kinds (coffee, tea, chocolate) and if client has trouble
sleeping, nervousness, or palpitations.

Drugs: Ask what kinds (prescription, over-the-counter, recreational, or
street drugs), when client last took drug, and method of use (e.g.,
inhalation, intravenous, oral).

|

ALERT

1V drug users are at risk for hepatitis B and HIV.
|
Occupational Health Patterns Certain occupations pose health risks. Ask your client if his or her job
requires exposure to toxins such as asbestos, PCPs, pesticides, plastics,
anesthetics, radiation, or solvents; if it requires protective gear (e.g.,
construction workers, welders, landscapers, and tree trimmers), or
requires heavy physical activity, such as nursing.

Job satisfaction can also affect health. Ask your client if he or she is
satisfied with the job, what he or she likes best and least, how many
hours a week he or she works, how far he or she travels to and from
work, if there are occupational health programs, if he or she gets work
breaks, how much vacation he or she gets, if he or she considers the
job stressful, and if he or she is satisfied with the salary received.

Socioeconomic Status Socioeconomic status can have a major impact on your client’s health and
health care. Ask your client if he or she has health insurance, dental
insurance, or a prescription plan. Limited financial resources may limit
available healthcare services or prevent your client from following
through with a treatment plan. You may need to make referrals to social
service agencies for assistance.

Environmental Health Patterns The client’s home and type of community can have an impact on his or
her health.
Ask if the client’s community is urban, suburban, or rural. Urban dwellers
are exposed to more noise and air pollution, whereas rural dwellers are
exposed to more polluted water sources and septic systems.

Determine type of neighborhood. Ask the client if he or she feels safe, are
there adequate sidewalks and lighting, with police and fire departments
and ambulance nearby, public transportation, accessibility to food and
drug stores, easy access to churches, schools, healthcare facilities and
community supports, such as senior citizen centers.

Determine type of home client lives in. Ask if it is a single home or
apartment; if he or she rents or owns it; if living space, heating, water,
and plumbing are adequate; if it is one story, two stories, or more; if
there are smoke detectors, fire extinguishers, carbon monoxide
detectors, and a burglar alarm system; and what type of heating is
used. Also ask if medications and cleaning supplies are kept out of the
reach of children and if the family uses seat belts, car seats, and bike
helmets.

Identify teaching needs or areas that warrant referrals or further follow-up.
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Table 2-5 Psychosocial Profile
—
DATA SIGNIFICANCE/CONSIDERATIONS
Roles, Relationships, Self-Concept Your client’s feelings, attitudes, past experiences, and relationships

contribute to his or her sense of value and worth and affect his or her
overall health. A person with a positive self-concept and an internal
locus of control takes charge and assumes responsibility for his or her
life and for achieving health goals. Find out if your client has a positive
or negative self-image by asking what he or she feels are his or her
strengths and weaknesses, what he or she likes best and least about
himself or herself, and if he or she considers himself or herself outgoing
or shy. Find out if his or her locus of control is internal or external by
asking if he or she feels in control of what happens to him or her or
believes that “whatever will be will be.” Does he or she assume
responsibility or place the responsibility on others?

Illness or changes in body image can pose a threat to self-concept. Be alert
for risk factors such as serious illness, loss of function, or surgery that
threaten your client’s self-image. Use the supports and resources
necessary to help him or her maintain the integrity of his or her self-
concept.

Cultural Influences Culture can influence communication patterns, health beliefs and practices,
dietary habits, family roles, and life-and-death issues. Ask yourself: “Is
there a language barrier? Cultural practices that conflict with the
prescribed treatment plan? Dietary preferences that need to be
considered? Cultural practices that can be included in the client’s plan of
care?”

As long as cultural beliefs will not harm the client’s health, accepting them
and incorporating them into the plan of care can only help ensure
compliance. Individualizing the plan of care gives the client a feeling of
ownership and makes him or her more likely to follow through.

Religious/Spiritual Influences Religion and spirituality influence health beliefs and practices, dietary
preferences, family roles, and life-and-death issues. Ask about religious
beliefs that conflict with prescribed treatment plan. For example, a
Jehovah’s Witness may refuse a blood transfusion even in a life-
threatening situation. Ask about dietary preferences, such as kosher
food for Jewish clients. Ask about religious rites that should be
incorporated into the plan of care, such as receiving the sacrament of
the sick for Catholic clients. As long as religious beliefs will not harm
the client’s health, accepting them and incorporating them into the plan
of care will only help ensure its success.

Family Roles and Relationships The family is an important support system for most ill people. Also, when
people become ill, their role in the family changes and the family unit
may need to reorganize to sustain itself. Determine what effect this
change has on your client and his or her family; then plan how to meet
their needs. You may need to rely on outside supports.

Ask your client about his or her role within the family and other social
groups. Is he or she head of the household, responsible for parenting
and housekeeping, or are the roles shared? Today’s family structure
varies greatly, from traditional nuclear family, to single-parent family, to
restructured family through divorce or remarriage, to alternative families,
to the extended family of the past. But all families share common
functions. (See box, Assessing the Family.)

(Continued)
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Table 2-5 Psychosocial Profile (Continued)
——

DATA SIGNIFICANCE/CONSIDERATIONS

Sexuality Patterns Illness can have both physical and psychological effects on your client’s
sexuality. Changes in body image or self-concept, changes in ability to
perform sexually, prescribed medications and depression can all have
adverse affects on sexuality.

Developmental, cultural, and religious factors influence your client’s
perspective and expression of sexuality and his or her willingness to
discuss sexuality with you. Sexuality concerns also vary according to
your client’s age and developmental stage.

Sexuality is a sensitive topic that both you and your client may feel
uncomfortable discussing. Pick up on clues from your client and address
sexuality issues when most appropriate, either during the ROS or the
psychosocial history. Be open and nonjudgmental. Ask if your client is
sexually active and, if so, whether he or she is satisfied with his or her
sexual role, performance and relationship. Find out the source of his or
her knowledge of sexuality, reproduction, birth control, and safe sex
practices.

Social Supports Support systems outside the family are important during illness. Ask your
client if there is anyone aside from family that he or she can call on for
help—for example, friends, coworkers, community agencies, or clergy.
Ask if he or she belongs to a church or to community organizations or
clubs and if he or she attends on a regular basis. If your client’s social
supports are limited, tell him or her about resources available within the
community and church, and help him or her access those that meet his
or her needs.

Stress and Coping Patterns The amount of stress in your client’s life and how he or she copes with it

can impact on his or her health. Illness only adds stress and anxiety.

Ask your client how he or she deals with everyday stress, what he or she
does when feeling upset, if he or she has ever felt sad or depressed,
and whom he or she talks to when upset. Keep in mind that normal
developmental changes and changes associated with illness can threaten
a person’s ability to cope.

If you determine that your client’s coping skills are ineffective, develop a
plan of care to help him or her deal with stress more effectively,
including sources of support.

» Documenting Your Findings I and physical assessments are also commonly used. Re-

gardless of the system, here are some helpful hints for
documenting a health history:

Once you have completed the health history, summarize =~ B Be accurate and objective. Avoid stating opinions

pertinent findings and share them with your client to that might bias the reader.
confirm their accuracy. Then document your findings B Do not write in complete sentences. Be brief and to
and begin to formulate a plan of care. the point!

Documentation of history findings varies from one B Use standard medical abbreviations.
healthcare facility to another. Many acute-care facilities =~ B Don’t use the word “normal.” It leaves too much
use computerized programs that enable you to enter the room for interpretation.
history directly into the computer. Standardized nursing ~ B Record pertinent negatives.
admission assessment forms that combine both history B Be sure to date and sign your documentation.




Copyright © 2003 F.A. Davis Company

CHAPTER 2 THE HEALTH HISTORY

43

Assessing the family

Assessment of how and to what extent the client’s family fulfills
its functions is an important part of the health history. The nurse
should assess the family into which the client was born (family
of origin) and, if different, the current family.

Use this guide to assess how the client perceives family

functions. Because the questions target a nuclear family—
that is, mother, father, and children—they may need modifi-
cation for single-parent families, families that include grand-
parents, clients who live alone, or unrelated individuals who
live as a family.

Affective function

Assessing how family members feel about, and get along
with, each other provides important information. In some
families, one person performs the “sick role,” and the other
family members support the illness and keep the member
sick. For example, a child whose parents have marital prob-
lems may be sick to get attention. The parents may allow
the child to be sick so they can focus their attention on the
child and avoid dealing with their problems. To assess af-
fective function, ask the following questions:

* How do the members of your family treat each
other?

» How do family members regard each other?

o How do the members of your family regard
each other's needs and wants?

» How are feelings expressed in your family?

e Can family members safely express both posi-
tive and negative feelings?

¢ What happens in the family when members dis-
agree?

o How do family members deal with conflict?

Socialization and social placement

These questions provide information about the flexibility of
family responsibilities, which is helpful for planning a client’s
discharge. For example, a mother of small children who has
just had major surgery may need household help when she
goes home, if the husband is not expected to help or does
not want to. To assess socialization and social placement,
ask the following questions:

¢ How satisfied are you with your role and your
partner’s role as a couple?

¢ How did you decide to have {or not to have)
children?

e Do you and your partner agree about how to
bring up the children? If not, how do you work out
differences?

e Who is responsible for taking care of the chil-
dren? Is this mutually satisfactory?

¢ How well do you feel your children are growing
up?

e Are family roles negotiable within the limits of
age and ability?

¢ Do you share cuitural values and beliefs with
the children?

Healthcare function

This assesssment will uncover many cultural beliefs. Iden-
tify the family caregiver and then use that information when
planning care. For example, if the client is the caregiver,
then the client may need household help when discharged.
To assess healthcare function, ask the following questions:

* Who takes care of family members when they
are sick? Who makes doctor appointments?

e Are your children learning skills, such as per-
sonal hygiene, healthful eating habits, and the im-
portance of sleep and rest?

® How does your family adjust when a member is
il and unable to fulfill expected roles?

Family and social structures

The client’s view of the family and of other social structures
affects health care. For example, if the client needing home
health care belongs to an ethnic group with a strong sense
of family responsibility, then the family probably will care for
the client. To assess the importance of family and social
structures, ask the following questions:

* How important is your family to you?

¢ Do you have any friends that you consider fam-
ity?

¢ Does anyone other than your immediate family
(for example, grandparents) live with you?

® Are you involved in community affairs? Do you

enjoy these activities?

Economic function

Financial problems frequently cause family conflict. Ask
these questions to explore money issues and how they re-
late to power roles within the family:

® Does your family income meet the family's basic
needs?

e Does money allocation consider family needs in
relation to individual needs?

» Who makes decisions about family money allo-

cation?
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Sample Documentation of Health
History

You are now familiar with each step in the history-taking
process. If you were interviewing Janet Perry, here is
how you would document your findings:

Biographical Data:

B Name: Janet Perry

Address: 1234 Happy Valley Road, Abington,
Pennsylvania 19001

Home Phone: 215-884-1234

Work Phone: 215-675-2468

Sex: Female

Age: 37

Birth Date: 4/5/64

Social Security Number: 123-45-6789

Place of Birth: Philadelphia, Pennsylvania

Race: Caucasian

Nationality: American

Culture: German-American

Marital Status: Divorced

Dependents: 2: Kate, age 15; Joe, age 12
Contact Person: Sister, Marge Jones: 215-885-2345
Religion: Episcopalian

Education: B.S. Chemistry

Occupation: Lab Assistant, Acme Chemical Corp.
Health Insurance: BC/BS

Source and Reliability: Client, seems reliable
Referral: Self, currently has no primary care provider
Advance Directives: None

Reason for Seeking Health Care

“I've been feeling tired lately, so I wanted a health exam
to make sure nothing is wrong.”

Current Health Status

Says she’s been feeling tired for about a month. Denies
any other symptoms. Denies loss of appetite or history
of anemia or blood loss. States that she has been busier
at work than usual and hasn’t had enough time to spend
with her children because she’s going to night school for
her master’s degree. Thinks fatigue may be related to a
busy schedule rather than a physical problem. Last had
a complete physical 4 years ago, including a Pap smear.

Past Health History

B Childhood illnesses: Positive for measles, rubella,
mumps, chickenpox, frequent sore throats.

B Hospitalizations and surgeries: Hospitalized at age 6
for tonsillectomy and adenoidectomy, St. Mary’s

Hospital, Philadelphia, Dr. Smith. Hospitalized 1986
and 1989 for childbirth, St. Mary’s Hospital, Dr.
Ballay.

B Serious Injuries: Fractured left arm and concussion
from bicycle accident age 10; resolved with no
complications.

B Serious/Chronic Illness: No history of cardiovascular
disease, hypertension, diabetes, cancer, seizures.

B Immunizations: Up to date, had diphtheria-pertussis-
tetanus (DPT), oral polio, smallpox vaccine, last
tetanus shot 4 years ago.

B Allergies: No known drug, food, or environmental
allergies; has had penicillin without reaction.

B Medications: Takes Tylenol occasionally for
headaches and multivitamin daily.

B Travel: No recent travel outside U. S.

B Military Service: Never served in military.

Family History

Documented by listing family members and health status:

B Client—age 37, alive and well

B Spouse—age 40, divorced, alcoholism

B Daughter—age 12, alive and well

B Son—age 8, alive and well

B Brother—age 32, alive and well

B Sister—age 30, alive and well

B Father—age 66, HTN

B Mother—age 60, MVP

B Paternal aunt—age 65, breast cancer

B Maternal uncle—age 62, HIN

B Maternal uncle—deceased age 28, tuberculosis

B Maternal aunt—age 64, MVP

B Maternal aunt—age 58, HTN

B Maternal aunt—deceased age 9, ruptured appendix

B Paternal grandfather—deceased age 68, colon
cancer

B Paternal grandmother—age 80, HTN

B Maternal grandmother—age 77, HTN, breast cancer

B Maternal grandfather—deceased age 70, CVD

Figure 2-2 is the same information documented as
a genogram.

Pertinent findings: Positive family history for CVD,
HTN, MVP, TB and breast and colon cancer. No
family history of stroke, diabetes, obesity,
bleeding disorders, renal disease, seizures, or
mental disease.

Review of Systems

B General Health Survey: Complains of fatigue. Had
two head colds in past year. No other illnesses.
Good exercise tolerance.
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Family History by Genogram

A&W

68 80 70 H7T7V
Canc HTN CVD C ’
66 /60 62 28
HTN MVP HTN B
s | ~ LIEN 32 30
Alc 7, A&W, A&W A&W

= male Q = deceased
Q = female

FIGURE 2-2. Family history by genogram.

B Skin, Hair, and Nails: No suspicious lesions, no
changes in hair or nails.

B Head and Neck: Positive headaches, once a month
caused by tension, 6/10 pain scale, relieved with
Tylenol. Had concussion as a child, no seizures. No
neck pain, masses, has full ROM of neck.

B Nose and Sinuses: No history of nosebleeds,
rhinorrhea, or sinus infections.

B Mouth and Throat: Last dental exam 1 year ago,
few fillings, brushes twice a day and flosses. Had T
and A as child, no further sore throats.

B Eyes: Last eye exam 2 years ago. Wears contact
lenses for myopia, wears protective goggles in the
lab.

B Ears: Reports no hearing problems or ear infections.
Last hearing exam 5 years ago.

B Respiratory: No breathing difficulties, no history of
pneumonia, bronchitis or asthma; exposed to
second-hand smoke while married.

B Cardiovascular: No chest pain, palpitations,
murmurs, HTN, coldness/numbness/color changes

A&W = alive and well

Canc = cancer

HTN = hypertension

BC = breast cancer

RA = ruptured appendicitis
TB = tuberculosis

CVD = cardiovascular disease
MVP = mitral valve prolapse
Ale = alcoholic

- - - =divorced

in hands or feet, varicose veins, or swelling. Never
had an ECG.

B Breasts: Reports left breast slightly larger than right,
no pain, masses or discharge. BSE about 3—4
times/year. Never had a mammogram.

B Gastrointestinal: No history of weight changes,
appetite change, indigestion, ulcers, liver or
gallbladder disease. Had hemorrhoids during last
pregnancy, but resolved after delivery. Regular daily
bowel movement, formed and brown in color.

B Genitourinary: No history of kidney stones. Had
bladder infections 4 years ago, treated with
Macrodantin. No problems with urination or
incontinence; voids clear yellow urine several times
a day.

B Reproductive: Menarche at age 12, menses every
30 days, lasts 3—4 days, moderate flow, no
discomfort. Obstetrical history: Para 3, gravida 2, 1
miscarriage before oldest child, no complications.
No problems with subsequent pregnancies, vaginal
deliveries, full term. No history of sexually



Copyright © 2003 F.A. Davis Company

46

UNIT | GETTING STARTED

transmitted diseases (STDs). Used contraceptive pills
in past with no adverse reaction. Sexual relations
during marriage described as “fine.” Currently not
sexually active.

Neurological: History of concussion (see Past
Health History), occasional headache (see Review of
Systems, Head and Neck), no history of loss of
cognition or memory, no balance or coordination
problems, no loss of sensation.

Musculoskeletal: No muscle or joint pain/stiffness.
History of fractured arm (see Past Health History).
Immune/Hematological: Anemic during last
pregnancy even when taking iron. No history of
blood loss, anemia, or blood transfusion. Blood type
A+. No reported swollen lymph nodes or glands.
Endocrine: No history of thyroid disease or
diabetes. No hot/cold intolerance, no increased
thirst, urination, or appetite.

Developmental Considerations

In

“young adult” stage of development. Divorced for 2

years but has a good relationship with ex-husband, a re-
covering alcoholic. Feels she is emotionally stable, but
feels down and lonely now and then because she hasn’t
had much time to socialize since divorce.

Psychosocial Profile

Health Practices and Beliefs: Believes each
person is responsible for leading a lifestyle
conducive to health. Realizes she’s overdue for
physical exam, in search of new primary care
provider. Satisfied with past experiences with
healthcare providers.

Typical Day: Wakes at 6:30 aM, gets children up
and ready for school, has breakfast, takes children
to school, arrives at work at 8:30 AM and works till
5:00 pM, picks children up at after-school program,
makes dinner, helps children with homework, gets
children ready for bed by 9:00-10:00 pMm, studies after
children are in bed, retires between 11:30 pM and 12
midnight. Goes to night school 2 nights a week
from 6:00 to 9:00 PM.

Nutritional Patterns: 24-hour recall indicates
deficits in iron, protein, and calcium. Takes vitamin
and mineral supplement. Frequently skips lunch.
Happy with weight, no recent changes.

Activity and Exercise Patterns: Jogs 2 miles three
times a week during lunch, would like to do more
but can’t find time.

Recreation, Pets, Hobbies: Enjoys swimming,
hiking, and camping; goes camping with children in
summer. Would like to do more, but has no time.
No pets.

Sleep/Rest Patterns: Says she is a morning person.
Awakens at 6:30 AM, goes to bed around 12
midnight. Has no trouble falling asleep, rarely
awakens during the night. Would like 8 hours of
sleep but rarely gets it.

Personal Habits: Never smoked or used
recreational drugs, has two cups of caffeinated
coffee a day, drinks one to two glasses of wine a
week. Takes vitamin and mineral supplement daily
and occasional Tylenol for headache.
Occupational Health Patterns: Works 7 1/2
hours/day with 1-hour lunch. Works well with co-
workers. Has had job for 3 years; before divorce
was homemaker. Feels under a lot of pressure at
work. Is not very satisfied with job and is trying to
improve credentials to get better job. Is exposed to
toxic chemicals at work but uses proper safety
precautions (mask, gloves, goggles).
Socioeconomic Status: States she makes enough
to make ends meet—around $25,000 plus child
support of $800 a month. Has health insurance and
retirement plan through work, children’s insurance
covered by husband.

Environmental Health Patterns: Lives in three-
bedroom single home in suburbs. Considers
neighborhood safe. Police and fire departments
within 5 miles; schools, stores and church within 10
minutes driving distance from home. Has smoke
and carbon monoxide detectors in home, has a
burglar alarm system. Drives 20 minutes to work
every day. Family uses seat belts and bicycle
helmets.

Roles, Relationships, Self-Concept: Describes self
as fairly attractive with good sense of humor.
Divorce was very difficult, received counseling for 6
months, but is doing OK now.

Cultural Influences: No specific cultural influences
that would affect healthcare practices.
Religious/Spiritual Influences: Practicing
Episcopalian, but doesn’t consider self very
religious. Feels it is important for children to attend
Sunday services and Sunday school weekly. No
religious influences that would affect healthcare
practices.

Family Roles and Relationships: Single parent,
lab assistant, student with never enough time to do
all she wants. Communicates with ex-husband on
child-care issues. He is cooperative and provides
some financial support. Children get along well for
the most part with occasional arguments over her
time with them. They help with light chores around
the house. Her sister and brother-in-law are major
source of support and help with child care.
Relationship with parents is distant both
geographically and emotionally.
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B Sexuality Patterns: Currently not sexually active.
Says dating again is difficult and she doesn’t really
have the time.

B Social Supports: Aside from sister and brother-in-
law, has three close friends in the neighborhood.
Doesn’t belong to any organized groups, but is
aware of such community resources as Parents
without Partners.

B Stress and Coping Patterns: Says she usually deals
with stress by avoiding problem until it is staring
her in the face and she has to deal with it. Job is
stressful, but she manages on a day-to-day basis,
uses co-workers as support. Feels she is easygoing,
but when she hasn’t had a break in a while,
occasionally “blows up” at the kids.
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Summary of Pertinent Findings

Client, 37-year-old divorced woman experiencing much
stress from work, single parenting, and school. No sig-
nificant physical problems noted. Positive family history
of CVD, HTN, MVP, and breast cancer. Needs physical
exam and lab studies to rule out iron deficiency anemia
or other physical problems. Needs health promotion in-
struction re: diet, time and stress management, expanded
use of community resources. Positive findings include
self-motivated to seek health care; exercises routinely;
has family, friends, and coworkers who are source of
supportt; self-motivated to further education to expand
career options.

B The health history provides the

B Phrase your questions with your

potential health problems, but

subjective database for your
client’s assessment. It is usually
your first major interaction with
your client and often provides
the foundation of your nurse-
client relationship.

B As you proceed with the
history, listen to both your
client’s verbal and nonverbal
messages.

client’s developmental stage
and cultural background in
mind.

B After you complete the history,

document your findings and
summarize pertinent data.
Sharing your findings with your
client allows you to validate
your assessment. You will begin
to identify not only actual and

also your client’s strengths. Use
these strengths in planning his
or her care.

B The health history provides

clues that will direct your
physical assessment as you
complete your database and
develop a plan of care for your
client.
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Approach to the Physical
Assessment

Before You Begin

INTRODUCTION TO THE PHYSICAL ASSESSMENT

The physical examination is a process during which you use your senses to
collect objective data. You will need all of the skills of assessment—cogni-
tive, psychomotor, interpersonal, affective, and ethical/legal—to perform an
accurate, thorough physical assessment. You also need to know normal find-
ings before you can begin to distinguish abnormal ones. The best way to per-
fect your physical assessment skills is through practice. Effective communi-
cation skills are essential in establishing the trust needed to proceed with the
examination. Finally, you need to remember your ethical and professional
responsibility to your client in respecting his or her right to privacy and con-
fidentiality.

Physical assessment provides another perspective. Whereas the health
history allows you to see your client subjectively through his or her eyes, the
physical examination now allows you to see your client objectively through
your senses. The objective data complete the client’s health picture.

PURPOSE OF THE PHYSICAL ASSESSMENT

Like the health history, the goal of physical assessment is not only to iden-
tify actual or potential health problems, but also to discover your client’s
strengths. Data from the physical assessment can be used to validate the
health history. For example, you can use the physical examination to further
assess clues you obtained from the history. Combined with the history data,
your physical assessment findings are essential in formulating nursing diag-
noses and developing a plan of care for your client.
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» Types of Physical Assessment

Physical assessment may be either complete or focused.
A complete physical assessment includes a general
survey; vital sign measurements; assessment of height and
weight; and physical examination of a//structures, organs,
and body systems. Perform it when you are examining a
client for the first time and need to establish a baseline.

On the other hand, a focused physical assess-
ment zeros in on the acute problem, and so you assess
only the parts of the body that relate to that problem. It
is usually performed when your client’s condition is un-
stable or you are pressed for time.

Complete Physical Assessment

The complete physical examination begins with a gen-
eral survey. This includes your initial observations of the
client’s general appearance and behavior, vital signs,
and anthropometric measurements. Vital signs in-
clude temperature, pulse, respirations, blood pressure,
and pulse oximetry, if available. Anthropometric mea-
surements include height and weight.

Next, perform a head-to-toe systematic physical as-
sessment. As you proceed from one area to another, re-
member that all systems are related, so a problem in one
area eventually will affect or be affected by every other sys-
tem. Therefore look for the relationships between the sys-
tems as you proceed. For example, a skin lesion or a sore
that is not healing may be the first sign of an underlying
vascular problem or endocrine problem such as diabetes.

This assessment can be performed at any level of
health care prevention—primary, secondary, or tertiary. In
a primary setting, a complete physical examination is of-
ten performed to establish or monitor health status (for ex-
ample, it may be required for school, camp, or a job). In
an acute-care setting, a complete physical examination is
often performed shortly after admission to establish a base-
line and detect any other actual or potential problems. In
a long-term-care setting, a complete physical examination
is also helpful in establishing a baseline from which the
client’s condition can then be monitored and evaluated.

Because a complete physical assessment takes from
30 minutes to an hour, save time by asking some of the
history questions (especially the review of systems) as
you perform parts of the physical examination. Perform
the assessment as soon as possible because the findings
help to establish a baseline.

Focused Physical Assessment

The focused physical assessment consists of a general
survey, vital sign measurements, and assessment of the

specific area or system of concern. It also includes a
quick head-to-toe scan of the client, checking for
changes in every system as they relate to the problem at
hand. This scan may reveal associated problems and
help you determine the severity of the problem. For ex-
ample, if your client is having breathing problems, do
not limit your assessment to the respiratory system
alone, because detecting confusion or cyanotic skin
color changes may reflect severe hypoxia. The extent of
the head-to-toe and focused examinations will depend
on your client’s condition and your findings.

A focused physical examination is indicated when
your client’s condition is unstable, when time constraints
exist, or for episodic follow-up visits. In the last case, you
have already performed a complete physical examina-
tion, and so now you perform focused physical assess-
ments to monitor or evaluate your client’s health status.

Focused physical assessments can be performed at
any level of health-care prevention. In a primary setting,
they may be used to monitor your client’s health status; for
example, to perform a breast examination and teach breast
self-examination. In a secondary setting, after you have
performed the initial physical assessment, focused assess-
ments are often used to monitor and evaluate your client’s
health problem. For example, you might take vital signs or
auscultate the lungs of a client who was admitted with
pneumonia. In a long-term-care setting, a focused assess-
ment is often used to monitor and evaluate your client’s
progress. For instance, if your client is recovering from a
total hip replacement, you will probably assess his or her
musculoskeletal system, including gait, muscle strength,
and prescribed ROM of joints (Table 3-1).

WHICH TYPE TO DO?
Which type of physical assessment you do depends on:

B The reason for performing the examination
B The condition of your client
B The amount of time you have

Medical Physical Assessment vs.
Nursing Physical Assessment

The physical assessment techniques used by physicians
and nurses are essentially the same. However, as with
the health history, some critical differences exist. These
differences are defined by the focus and scope of nurs-
ing and medical practice. The techniques are similar, but
the underlying rationale differs. Remember: Physicians
diagnose and treat illness, but nurses diagnose and treat
the client’s response to a health problem in an effort to
promote his or her health and well-being.

For example, remember the patient in Chapter 2—81-
year-old Mary Johnson, who was admitted to the hospital
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Table 3-1 Components of Physical Assessments

COMPLETE PHYSICAL ASSESSMENT

FOCUSED PHYS‘ICAL ASSESSMENT

General Survey
General observations of appearance
and behavior

General Survey

concern

Measurements Measurements
Vital Signs: Temperature, pulse,
respirations, blood pressure (BP),
and pulse oximetery, if available
Height and weight

Complete head-to-toe physical

available

General observations of appearance and behavior as they relate to area of

Vital Signs: Temperature, pulse, respirations, BP, and pulse oximetry, if

Height and weight if client’s condition permits
If client’s condition does not permit, may need to make estimate
Head-to-toe scan as it relates to area of concern

assessment of every system or area Focused physical assessment of area or system of concern

with a fractured right hip? The physician would perform
a physical assessment to confirm the extent of Mrs. John-
son’s injury and ensure that she was medically stable for
surgery. The nurse would also perform a physical exam-
ination, but his or her focus would be to identify the ex-
tent to which this injury affects Mrs. Johnson’s physical,
psychological, and social well-being. The nurse would
also use physical assessment to work collaboratively with
the physician to identify any potential complications that
might pose a threat to Mrs. Johnson.

The sharper your assessment skills, the better you will
be able to detect subtle changes in your client. Alerting
the physician to these changes may prevent a more seri-
ous complication. You will also use your physical assess-
ment skills to monitor Mrs. Johnson’s progress through
the perioperative phase to rehabilitation and discharge.
Along with the history findings, the data you obtain
through physical assessment will be used to develop and
evaluate a nursing plan of care for Mrs. Johnson.

Table 3-2 Physical Assessment Equipment

» Tools of Physical Assessment

The most important tools that you have for physical as-
sessment are your senses. You will use your eyes to in-
spect, looking for both physical changes and nonverbal
clues from your client. You will use your ears to listen,
hearing both sounds produced by various body struc-
tures and also what your client is saying. You will use
your nose to detect any unusual odors that may indicate
an underlying problem. You will use your hands to feel
for physical changes and also to convey a sense of car-
ing to your client.

You will also use a variety of equipment to perform
the physical assessment and enhance your assessment
abilities. As with any piece of equipment, assessment
equipment needs to be periodically checked and cali-
brated for accuracy, especially equipment that is used
for measurement (Table 3-2).

EQUIPMENT PURPOSE

TYPES, HINTS, AND CAUTIONS

reflective.

The thermometer measures body
temperature. Measurements may be oral,
rectal, tympanic, axillary, or skin. A
rectal measurement is most reflective of
core temperature, whereas skin or
surface measurements are the least

Because mercury is very toxic, many
healthcare agencies have stopped
using glass mercury thermometers.

Electronic thermometers are much faster
than mercury thermometers.

Disposable probe covers for electronic
and tympanic thermometers minimize

Thermometer

Thermometers measure temperature in
either degrees Fahrenheit (°F) or
centigrade/Celsius (°C).

Types of thermometers include:

Glass mercury: Used for oral, rectal, or
axillary temperature measurements

Electronic digital: Used for oral, rectal, or
axillary temperature measurements

the risk of cross-contamination.

When using a tympanic thermometer,
pull the helix up and back for the adult
client.

Although tympanic thermometers are
frequently used in children, studies
show conflicting results, especially in
infants and children under age 6.

(Continued)
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Table 3-2 Physical Assessment Equipment (Continued)

EQUIPMENT

PURPOSE

TYPES, HINTS, AND CAUTIONS

Stethoscope

Tympanic: Uses infrared sensors to sense
temperature measurements of the
tympanic membrane

Disposable paper strips with temperature

sensitive dots: Used for oral or skin/
surface temperature measurements

The stethoscope is used to auscultate

sounds produced by various body
structures (e.g., breath sounds, bowel
sounds, heart sounds, BP, and vascular
sounds). It should have the ability to
detect both high- and low-pitched
sounds and may have a single tube, a
double tube, or a double tube sealed as
one. The average length of a stethoscope
is 22 to 27 inches. The diameter of the
chestpiece is approximately 1% inches.

Types of stethoscopes include:
Combination stethoscope with bell and

diapbragm: The bell is the cupped part
of the stethoscope. It is best for detecting
low-pitched sounds, such as the third
and fourth heart sounds, some murmurs,
bruits, and Korotkoff sounds. The
deeper the cup, the better its ability to
detect low-pitched sounds. The
diaphragm is the flat part of the
stethoscope. It is best for detecting
high-pitched sounds, such as breath
sounds and some heart and bowel
sounds.

Pressure-sensitive single-head stethoscope:

This scope also has the ability to detect
high- and low-pitched sounds by the
amount of pressure applied. For high-
pitched sounds, apply firm pressure. For
low-pitched sounds, use light pressure.

Electronic stethoscope: This scope also has

the ability to detect high- and low-
pitched sounds. It also allows you to
adjust the volume of the sound. This
scope is ideal for anyone with a hearing
impairment.

Fetoscope: This scope is used to auscultate

fetal heart sounds. It is designed to
transmit sound through your ears (air

Types of thermometers

Your ability to auscultate is only as good
as the instrument you use!

Always have earpieces pointing forward.

Double tubing is better for transmitting
sound.

The longer or lighter the scope, the less
effective it is at transmitting sound.

When using the bell portion of the
stethoscope, apply light pressure.

When using the diaphragm portion of the
stethoscope, apply firm pressure.

Use a smaller chest piece on infants and
small children.

Types of stethoscopes
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Table 3-2 Physical Assessment Equipment

EQUIPMENT PURPOSE TYPES, HINTS, AND CAUTIONS
conduction) and through your skull
(bone conduction), thus increasing your
ability to hear the sounds.

Doppler The Doppler is used to detect fetal heart

sounds. Tt is also used to locate pulses
that may be difficult to palpate, such as
the pedal pulses.

The sphygmomanometer or BP manometer
is used to measure BP. Choose a cuff
size according to the circumference of
the client’s limb. Cuff width should be
approximately 40% of the arm
circumference, and the cuff’s bladder
should encircle about 80% of the arm.

Types of BP manometers include:

Mercury

Aneroid

Electronic-digital

This equipment may be wall-mounted or
portable.

Sphygmomanometer

Visual Acuity Charts Visual acuity charts are used to assess far
and near vision. Far vision testing for

( \ adults is 20 feet from chart. Far vision

for children is 10 feet from chart. Near
vision testing is at a distance of about
14 inches. The red and green color bars
on the Snellen eye chart can be used to
screen for color blindness.

Types of visual acuity charts include:

T o z Snellen eye chart: The “E” chart is used to

\ J test children under age 6 or illiterate or
non-English-speaking clients. The letter
chart can be used for school-age
children and literate adults.

Stycar chart: Uses commonly recognizable
letters such as X and O to test vision.
Used for children over age 2% and
illiterate adults.

Snellen eye chart

Doppler

Incorrect cuff size can lead to inaccurate
readings.

Mercury manometers are more accurate
than aneroid types and require less
maintenance. But many healthcare
facilities are replacing the mercury
type with aneroid types because of the
toxicity of mercury.

Types of blood pressure manometers

Test each eye separately, then both eyes
together.

If your client wears glasses or contact
lenses, test him or her both with and
without them.

No more than two mistakes are allowed
when using the Snellen chart.

Types of visual acuity charts

(Continued)
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EQUIPMENT

Table 3-2 Physical Assessment Equipment (Continued)

PURPOSE

TYPES, HINTS, AND CAUTIONS

Penlight or pocket light

('

Ophthalmoscope

\

Otoscope

Allen cards: Pictures of familiar objects,
such as a car, house, or horse are used
to test vision of children as young as 24
months.

Pocket vision screener or printed material:
Can be used to test near vision.

The penlight is used to assess eyes and
hard-to-see places, such as the mouth,
throat, and nose.

The ophthalmoscope is used to assess the
internal structures of the eye. It contains
two wheels, the light wheel and the lens
wheel.

The light wheel includes:

Small white light used for undilated pupil

Large white light used for dilated pupil

Green light to filter out the color red

Blue light used to detect lesions when
fluorocine dye is used

Grid used to locate structures and lesions

Slit of light used to determine shape of
lesions

The lens wheel contains:

Red or negative numbers that are concave
lenses, which focus far

Black or positive numbers that are convex
lenses, which focus near

Types of ophthalmoscopes include:

Battery-operated (some with rechargeable
batteries)

Penlight type or a combination oto/
ophthalmoscope with interchangeable
heads

Portable or wall-mounted

(For more information, see Chapter 10.)

The otoscope is used to illuminate and
magnify the external ear canal and
tympanic membrane. Disposable specula
of 3, 4, or 5 mm and about % inch

in length are used. When choosing a
speculum, use the largest one the client’s
ear can accommodate in order to seal
the canal. Also use the shortest speculum
possible to prevent trauma or discomfort
because the inner two-thirds of the ear
canal is over the temporal bone and is
very sensitive. For an adult, insert the
scope about ' inch; for a child, about
% inch. Many otoscopes also have a

Check your batteries!

Always use the ophthalmoscope in a
dark room.

When assessing the client’s right eye, use
your right eye. When assessing the
client’s left eye, use your left eye.

Always palpate the tragus, helix, and
mastoid process for tenderness before
inserting an otoscope. If they are
tender, proceed carefully.

For an adult, pull the helix up and back
to straighten the canal.

For a preschool child, pull the ear lobe
down and back to straighten the canal.
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Table 3-2 Physical Assessment Equipment
"

PURPOSE

TYPES, HINTS, AND CAUTIONS

\_

Tuning fork

Nasoscope

Transilluminator

Tape measure

pneumatic tube attachment to assess the
mobility of the tympanic membrane.
This is especially valuable when
assessing children’s ears.

Types of otoscopes include:

Battery-operated (some with rechargeable
batteries)

Penlight type or a combination oto/
ophthalmoscope with interchangeable
heads

Portable or wall-mounted

(For more information, see Chapter 10.)

The tuning fork is used to assess hearing
and vibratory sensations. Types of tuning
forks include:

Low-frequency (256-Hz): Best for testing
vibratory sensation during the
neurological examination

High-frequency (512-Hz): Best for
assessing hearing

A nasoscope is used to illuminate the
nostrils. Types of nasoscopes include:

A metal nasal speculum attached to a
penlight that illuminates and opens the
nostrils to allow visualization

An oto/ophthalmoscope with a special
nasal tip to illuminate and open the
nostrils, allowing better visualization

A transilluminator is used to assess for
fluid in the sinuses, the fontanels of the
newborn, and the male scrotum. When
pressed against a body surface, the light
produces a red glow. You can then
detect whether the underlying surface
contains air, fluid, or tissue.

The transilluminator is an attachment that
fits on the combination oto/
ophthalmoscope with interchangeable
heads.

A tape measure is used to measure lengths
and circumferences of extremities and
abdominal girth. In pregnant clients, it
isused to measure fundal heights. In
newborns, it is used to measure head,
chest, and abdominal circumference and
length. A stationary wall-mounted tape
measure is more accurate for measuring
height in children.

Equipment used to test hearing

Strike the tuning fork firmly against a
hard surface, being careful not to touch
the tines—this dampens the vibrations.

Transillumination should be performed in
a dark room.

If you do not have a transilluminator, use
a penlight instead.

Tape measures and rulers are usually
calibrated in both centimeters and
inches. Centimeters are used more
often than inches.

(Continued)
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Table 3-2 Physical Assessment Equipment (Continued)

EQUIPMENT PURPOSE

TYPES, HINTS, AND CAUTIONS

A pocket ruler is used to measure liver
size, respiratory excursion, jugular
venous pressure, and any lesion found
during the examination.

Pocket ruler

A goniometer is used during a musculo-
\ skeletal examination to assess the ROM
of a joint. It is a protractor with a
movable arm and a fixed arm (axis).The
center (zero point) is placed at the joint
with the fixed arm perpendicular to the
joint. As the joint moves, the movable
arm is moved to measure the joint’s
ROM in degrees.

Goniometer

Triceps skinfold calipers are used to
measure body fat. They measure the
thickness of the subcutaneous tissue in
millimeters.

Triceps skinfold calipers

Marking the skin with a marking pen helps
ensure accuracy. A marker is commonly
used for liver sizes and diaphragmatic
excursion measurements.

Pulses that are difficult to find may also be
marked for subsequent assessments.

&

Marking pen

A scale is used to measure weight in
pounds and kilograms. Be sure the scale
is calibrated and balanced.

Types of scales include:

Platform scale with height attachment:
Appropriate for weighing a child or

Types of measuring equipment

Markers should be washable and
nontoxic.

If obtaining daily weights, weigh client at
the same time with the same scale.

Weights should be taken with the client
wearing as little clothing as possible.
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EQUIPMENT PURPOSE TYPES, HINTS, AND CAUTIONS

adult. Height attachment appropriate for
adults; measure children with a
wall-mounted measure.

Portable floor scale: Appropriate for a child
or adult.

Bed scale: Appropriate for bedridden
clients.

Smaller platform “baby” scale: Appropriate
for infants. Has curved sides to prevent
infant from rolling off.

Scale

Platform scale with height attachment

\ A wooden tongue depressor allows better Break tongue depressors after use.
visualization of the pharynx. It is also

useful in assessing the gag reflex, CN V

(trigeminal cranial nerve), and the

strength of the muscles of mastication.

4

Wooden tongue depressor

( \ Cotton balls are used during the

neurological examination to assess light
touch. A wisp of cotton may also be
used to assess the corneal reflex.

" )

Cotton balls

Test tubes Test tubes are used during the neurological — If test tubes are not readily available, use
examination to assess hot and cold the cold metal portion of your
sensation. stethoscope to assess cold sensation.

(Continued)
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Table 3-2 Physical Assessment Equipment (Continued)

A

PURPOSE

TYPES, HINTS, AND CAUTIONS

f 3

1

&

Coffee

J

Sugar and lemon

("

Cup of water

'

Paper clip

Safety pin

~

Gloves

A substance with a strong scent, such as
coffee or vanilla, is needed to assess the
sense of smell.

Sugar and lemon are needed to assess the
sense of taste.

A cup of water is needed to assess your
client’s swallowing ability and thyroid.

A familiar object, such as a paper clip or
coin, is needed to assess for stereognosis
during the neurological examination.
Stereognosis is the ability to identify a
familiar object through the sense of touch.

A safety pin or other sharp object is used
during the neurological examination to
assess light touch and pain.

Wear gloves at any point during the
assessment when there is a risk of
exposure to blood or body fluids, such
as examination of the mouth, pelvic
structures of a female client, male
reproductive structures, or rectum.

Discard safety pins or straight pins after
use. Be careful not to break the skin! A
toothpick can be used in place of a
safety pin, minimizing the risk of
breaking the skin.

Wear nonlatex gloves. Change gloves as
needed.
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Table 3-2 Physical Assessment Equipment
EQUIPMENT PURPOSE TYPES, HINTS, AND CAUTIONS
A cytology brush and scraper and thin Make sure specimens are labeled and
Pap test slides are used for specimens sent to the lab promptly.

obtained during a pelvic examination.
If a thin Pap test is not available, use a
slide and fixative.

Cytology brush

Equipment used for pelvic exam

Thin Pap test slides

Fixative

Slides and potassium hydroxide may also
be needed for specimen examination.

A lubricant is needed when performing Use a water-soluble lubricant.
pelvic and rectal examinations.

Lubricant (Continued)
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Table 3-2 Physical Assessment Equipment (Continued)

EQUIPMENT PURPOSE

TYPES, HINTS, AND CAUTIONS

the canal and cervix.

Speculum

Hemoccult test

A vaginal speculum is used to assess the
female reproductive system. Specula
come in various sizes. After the speculum
is inserted into the vaginal canal, it is
opened to allow for better visualization
of the canal and cervix. Some specula
are equipped with a light to illuminate

A hemoccult test is used during a rectal

examination to test the stool for blood.

Techniques of Physical
Assessment

The four techniques of physical assessment are inspec-
tion, palpation, percussion, and auscultation. They
are performed in this order, with the exception of the
abdominal assessment. In this case, auscultation pre-
cedes palpation and percussion so as not to alter the
bowel sounds.

Inspection

Always begin with inspection (Fig. 3—1. Inspection is the
most frequently used assessment technique, but its value
is often overlooked. With inspection, you not only use
your sense of sight, but also your senses of hearing and
smell to critically inspect your client. Do not rush the
process; take your time and really look at your client.
Perform inspection at every encounter with your client.
Be sure you have adequate lighting, and sufficiently
expose that area being assessed. Be systematic in your ap-
proach, working from head to toe and noting key land-
marks and normal findings. Use your client as a compar-
ative when possible. Ask yourself, “Does it look the same
on the left side as the right?” Look for surface characteris-
tics such as color, size, and shape. Ask yourself, “Are there
color changes? Is the client symmetrical?” Look for gross
abnormalities or signs of distress. Do you notice any un-
usual odors or hear any unusual sounds that warrant fur-
ther investigation? Always view your findings in light of
the client’s growth and developmental stage and cultural
background, which may influence your interpretation.
Inspection may be direct or indirect. Direct inspec-
tion involves directly looking at your client. Indirect in-

FIGURE 3-1.

Inspection.

spection involves using equipment to enhance visual-
ization. For example, the oto/ophthalmoscope allows bet-
ter visualization of the ears and eyes, and specula, such
as the nasal speculum and vaginal speculum, open and
illuminate allowing for better visualization.

Palpation

During palpation (Fig. 3-2), you are using your sense of
touch to collect data. Palpation is used to assess every
system. It usually follows inspection, but both tech-
niques are often performed simultaneously. Palpation al-
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FIGURE 3-2. Parts of hands used in palpation.

lows you to assess surface characteristics, such as tex-
ture, consistency, and temperature, and allows you to as-
sess for masses, organs, pulsations, muscle rigidity, and
chest excursion. It also lets you differentiate areas of ten-
derness from areas of pain.
|
HELPFUL HINT

Tenderness is elicited on palpation; pain is present even

without palpation.
|

Different parts of the hand are best suited for spe-

cific purposes. For example, the dorsal aspect of the
hand is best for assessing temperature changes (Fig.
3-3); the ball of the hand on the palm and ulnar surface
is best for detecting vibration <Fig. 3—4), and the finger-
tips are the most discriminatory for detecting fine sensa-
tions such as pulsations (Fig. 3-5).

Types of Palpation

Two types of palpation may be performed—Iight and
deep. Always begin with light palpation (Fig. 3-6), if for
no other reason than to put your client at ease and con-

vey a message of caring. Light palpation is applying very
gentle pressure with the tips and pads of your fingers to
a body area and then gently moving them over the area,
pressing about % inch. Light palpation is best for assess-
ing surface characteristics, such as temperature, texture,
mobility, shape, and size. It is also useful in assessing
pulses, areas of edema, and areas of tenderness. Closing
your eyes while palpating will help you concentrate bet-
ter on what you are feeling.

FIGURE 3-3.
dorsal part of hand.

Palpating temperature changes with
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FIGURE 3-4. Palpating vibratory sensations and tac- FIGURE 3-6. Light palpation.
tile fremitus with balls of hands.

Deep palpation is applying harder pressure with
your fingertips or pads over an area to a depth greater
than % inch. Deep palpation can be single-handed (Fig.
3-7) or bimanual (Fig. 3-8). When using the bimanual
technique, feel with your dominant hand. Place your
other hand on top to help control your movements or to
stabilize an organ with one hand while you palpate it
with the other.

Deep palpation is used to assess organ size, detect
masses, and further assess areas of tenderness. To assess
for rebound tenderness, press down firmly with your
dominant hand and then lift it up quickly. An increase
in the client’s pain when you release the pressure sig- FIGURE 3-7. Deep palpation, single hand.
nals rebound tenderness. If your client’s muscles tense
on palpation (voluntary guarding), have the client take
a few slow, deep breaths or place his or her hands over
yours during palpation (Fig. 3-9).

FIGURE 3-5. Palpating with fingertips to assess pul-
sations. FIGURE 3-8. Deep palpation, bimanual.
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FIGURE 3-9. Palpation using client’s hands.

HELPFUL HINT
Wash and warm your hands before palpating.

Ballottement

Ballottement <Fig. 3-10) is a palpation technique used
to assess a partially free-floating object. Deep palpation
is applied in one area, causing the partially attached ob-
ject to become palpable in another area. It is frequently
used to assess the fetus during pregnancy. It is also used
to assess for fluid in the suprapatellar pouch, which, if
present, results in a floating kneecap that bounces back
on your finger when tapped.

HELPFUL HINT
If you identify an area of tenderness, palpate that area
last.

Percussion

Percussion is used to further assess areas of tenderness
and to assess deep tendon reflexes (DTRs). It entails
striking a body surface with quick, light blows and elic-
iting vibrations and sounds. The sound determines the
density of the underlying tissue and whether it is solid
tissue or filled with air or fluid. By determining the den-
sity, you can also “outline” the underlying structure. The

Ballottement.

FIGURE 3-10.

value of such a finding is that, besides density, you can
also determine the size and shape of the underlying
structure.

Two factors influence the sound produced during
percussion—the thickness of the surface being per-
cussed and your technique. The more tissue you have to
percuss through, the duller the sound. Percussion is a
skill that usually requires practice to perfect. You also
need to develop skill at identifying and differentiating
the percussion sounds.

Types of Percussion

Direct or immediate percussion (Fig. 3—-11) is directly
tapping your hand or fingertip over a body surface to
elicit a sound or to assess for an area of tenderness. Di-
rect percussion may be used on an infant’s chest instead
of indirect percussion. It is also used to assess for sinus
tenderness. To perform indirect or mediate percussion
(Fig. 3-12), place your nondominant hand over a body
surface, pressing firmly with your middle finger. Then
place your dominant hand over it. Flexing the wrist of
your dominant hand, tap the middle finger of your non-
dominant hand with the middle finger of your dominant
hand. Do not rest your entire hand on the body surface
because this dampens the sound. Keep only your mid-
dle finger on the body surface, and hyperextend it as
you percuss. Tap lightly and quickly, removing your top
finger after each tap.
|
HELPFUL HINT

Trim your nails! Percussing with long fingernails may

injure your finger or the area being percussed. An

alternative technique is to flex the fingers of the striking

hand and use your proximal interphalangeal joint as the

hammer.
|

Using a percussion hammer (Fig. 3—13) to test re-

flexes is also a type of indirect percussion. Instead of
your finger, you use the hammer to tap a body surface.
The purpose of this type of percussion is to elicit DTR
responses.

FIGURE 3-11. Direct percussion.



Copyright © 2003 F.A. Davis Company

64 UNIT | GETTING STARTED

FIGURE 3-12. Indirect percussion.

Fist or blunt percussion is used to assess for organ
tenderness (Fig. 3—14. It may be direct or indirect. Direct
fist percussion involves striking a body surface with the
ulnar surface of your fist. Indirect percussion involves
placing your nondominant hand over the body surface
and then striking that hand with the ulnar surface of your
other fist.

See Percussion Sounds, p. 65.

FIGURE 3-13. Using a percussion hammer.

FIGURE 3-14.
tenderness.

Percussing for costovertebral angle

HELPFUL HINT
When performing indirect percussion, be careful not to
slap your stationary finger; striking your stationary finger
like a hammer will get you the best sound.

Auscultation

Auscultation involves using your sense of hearing to col-
lect data. You will listen to sounds produced by the
body, such as heart sounds, lung sounds, bowel sounds,
and vascular sounds. Auscultation can be both direct and
indirect. Direct auscultation is listening for sounds with-
out a stethoscope, but only a few sounds can be heard
this way. Two examples are respiratory congestion in a
client who requires suctioning and the loud audible mur-
mur of mitral valve replacement. For most of the sounds
produced by the body, you will need to perform indi-
rect auscultation with a stethoscope (Figs. 3-15 and
3-16). Your ability to hear is affected by the quality of
the stethoscope. The stethoscope should have the abil-
ity to detect both high- and low-pitched sounds.

HELPFUL HINT
Do not percuss over bone—this produces a dull sound
and may be misleading. For example, when percussing
the chest, percuss in the intercostal spaces rather than
across the ribs.
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Image/Text rights unavailable

FIGURE 3-15.
scope.

Listening with diaphragm of stetho-

Auscultation is also a skill that requires practice. You
need to know what constitutes normal sounds before you
can begin to identify abnormal sounds. Listen for the
characteristics of sound—the pitch, intensity, duration,
and quality. Pitch may be high, medium, or low. Ask your-
self, “Which part of the stethoscope was I using when I
heard the sound best?” Intensity can range from soft to
loud or can be graded on a scale. Ask yourself, “Could I
hear the sound easily, or did I have to listen closely?” Du-

FIGURE 3-16. [Listening with bell of stethoscope.

ration may be short or long. Ask yourself, “How long was
the sound?” Quality describes the sound. Ask yourself,
“What did it sound like? Was it harsh, blowing, etc.?”
Practice listening to normal sounds. Be a selective lis-
tener and focus only on the sounds that you are auscul-
tating, filtering out other sounds. For example, when aus-
cultating heart sounds, close your eyes and block out
background breath sounds so that you can concentrate on
heart sounds. Once you become skilled at identifying nor-
mal sounds, you will then be able to identify anything that
sounds different. You may have difficulty identifying ab-
normal sounds at first, but with practice you will be able
to differentiate them. If you are not sure of what you are
hearing, ask a more experienced nurse to validate your
findings. Also, do not rely on just one assessment tech-
nique to assess your client. If you hear something abnor-
mal, look for other data to support or negate that finding.
Besides comparing the sounds you hear to what you
know is normal, be sure also to consider your client’s size.

AUSCULTATION TIPS

B Always have earpieces pointing forward to seal the ear
canal. Warm your stethoscope.

B Work on the client’s right side. This stretches your

stethoscope across the client’s chest and minimizes

interference.

Never listen through clothes.

Make sure that the environment is quiet.

If hair is a problem, wet it to minimize artifact.

Use light pressure to detect low-pitched sounds

Use firm pressure to detect high-pitched sounds.

Close your eyes to help you focus.

Learn to become a selective listener.

Most of all—practice!



Copyright © 2003 F.A. Davis Company

66 UNIT | GETTING STARTED

It may affect the sounds you hear. The thicker the chest
wall, the softer the sound and the more difficult it is to
hear. Use your client as his or her own comparative. For
example, it may be easier to hear breath sounds in a client
who weighs 110 pounds than in one who weighs 220
pounds. But both clients’ breath sounds may be normal.

Approach to the Physical

4 Assessment

Whether you are doing a complete physical assessment
or a focused physical assessment, you need to be sys-
tematic in your approach. You can approach the physi-
cal examination either by systems or by region. With a
systems approach, you perform all assessments related to
one system before proceeding to the next system. With
a regional approach, you perform a thorough assessment
of one region, thus encompassing many systems, before
proceeding from head to toe. Each approach is system-
atic and comprehensive and elicits the same data.

Which approach should you use? That depends on
the client’s health status, the purpose of the assessment,
and your own preference. The systems approach is best
suited for a focused physical assessment and corre-
sponds with the documentation of findings. The regional
approach is best suited for a complete physical assess-
ment because it minimizes client position changes and
requires less time. No matter which approach you use,
be consistent. You may find it helpful to develop a writ-
ten checklist so that you do not miss any areas. If you
use the same approach consistently and adjust it to meet
your clients’ needs, it will eventually become second na-
ture to you.

As you proceed, remember that every system is re-
lated, and every system has an effect on every other. Be
systematic: Work from head to toe, and whenever pos-
sible, from side to side so that you can use your client
as his or her own comparative. Always consider the de-
velopmental stage of your client, and adjust your ap-
proach to meet his or her needs. Also be aware of cul-
tural influences that may affect the assessment and your
findings. For example, Hindu and Mexican women are
very modest and may request a nurse of the same gen-
der to perform the physical examination.

Begin by introducing yourself and telling your client
what you are going to do and why. The examination it-
self may be stressful for your client, especially if he or
she is concerned over health problems that may be val-
idated by the examination. Because clients often equate
the length of the examination with the severity of a prob-
lem, let your client know that the examination normally
takes time. Also be conscious of your nonverbal behav-
ior, maintain a professional demeanor and caring atti-
tude, and be sensitive to your client’s needs. Explain

what you are doing every step of the way, and encour-
age the client to ask questions.

Make sure that the examination room is quiet and pri-
vate and that you will not be interrupted. The room also
needs to be warm and well lit. Ask the client if he or she
needs to void before the examination. While he or she is
changing into a gown, assemble all your equipment and
make sure that everything is in working order. Designate
one area as clean for the unused equipment and one area
as dirty for the used equipment. If your client is uncom-
fortable removing all of his or her clothing, allow him or
her to leave undergarments on and remove them only
during the parts of the examination when it is necessary.
Wash your hands before you begin, and wear gloves if
the possibility of exposure to blood or body fluids exists.
Drape your client. Work from the right side when possi-
ble, and expose only the area being assessed.

During the examination, you will use all four tech-
niques of physical assessment: inspection, palpation, per-
cussion, and auscultation. If your client has identified an
area of concern, begin there; otherwise, proceed from
head to toe. Usually, the more private areas of the ex-
amination, such as the pelvic and rectal examination, are
performed last. Do not rush! Pay attention to your client’s
responses, both verbal and nonverbal, and respond ac-
cordingly. For example, if you see that your client is tir-
ing, you may need to provide a short rest period. If you
have identified any health teaching needs, the physical
examination is an ideal opportunity for health teaching.

» Clients with Special Needs

Children and pregnant, elderly, or disabled clients need
special consideration during physical assessment. The
following paragraphs contain some tips for assessing these
clients. In each case, remember to incorporate teaching
into your assessment.

Children

B [nfants: Allow parents to be present and help, if
appropriate.

B Children 1 to 2 years old: May be fearful, so use
games or toys during examination. Leave eye, ear,
and mouth assessment until last.

B Children 2 to 3 years old: Most difficult to examine.
May cling to parents, so let parents help. Allow
child to see and touch equipment. Demonstrate use
of equipment on doll or parent.

B Children 4 to 5 years old: More cooperative, respond
well when play is incorporated into examination.

B School-age children: Usually cooperative; can
converse and follow instructions.
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B Adolescents: May be sensitive and modest. May not
want parent present during examination. Let client
know that it is okay to ask questions.

B All ages: Look for normal growth and developmental
changes. (For more information, see Chapters 23
and 24.)

Pregnant Clients

B Assess both the mother-to-be and the fetus.

B Include fundal heights and future heart tones in the
examination.

B Assess for normal changes that occur during
pregnancy.

B Pay special attention to nutritional assessment.

B Remember that client may have difficulty changing
or assuming positions during last trimester.

B Be aware that hormonal swings may exaggerate client’s
responses. (For more information, see Chapter 21.)

Elderly Clients

B Do not rush.

B Look for developmental changes.

B Do not assume! For example, your client may be
elderly, but that does not mean he or she is hard of
hearing.

B Conserve your client’s energy by minimizing
position changes and helping him or her change
positions as needed.

B Allow enough time for client to respond to
questions or instructions. (For more information, see
Chapter 25.)

Disabled Clients

B [dentify the disability.

B Focus on the client’s functional ability and mental
capacity.

B Modify your assessment based on the client’s assets
and needs. For example, if he or she is deaf, you
may need to write instructions or have someone
available who can sign.

B Be alert and sensitive to your client’s needs, especially
if he or she is unable to communicate verbally.

ﬁh‘-‘ CRITICAL THINKING ACTIVITY #1:

How might you adjust your assessment if your
client were blind?

» Positions for Physical Assess.

In order to perform a thorough physical assessment, you
must ask the client to assume various positions. Table
3-3 describes the positions needed to assess each area.

Table 3-3 Examination Positions

POSITION AREAS ASSESSED ADVANTAGES/DISADVANTAGES
Anterior chest for respiratory, If client has trouble breathing in
cardiac, and breast exams supine position, use semi-Fowler’s
(should be supine for position (semisitting with knees

breast exam)

Head and neck

Sitting

flexed and supported by pillows).

Pulses and extremities

Provides good visualization.

Anterior and posterior chest Allows full lung expansion for
for respiratory, cardiac and respiratory assessment.
breast exams Clients with weakness or paralysis
Vital signs and upper may have difficulty assuming
extremities position and need assistance.

(Continued)
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Table 3-3 Examination Positions (Continued)

POSITION

AREAS ASSESSED

ADVANTAGES/DISADVANTAGES

Dorsal recumbent

Left lateral recumbent

Abdomen: Basically supine
position with knees slightly
flexed to relax abdominal
muscles

Female pelvic area if client is
unable to assume lithotomy
or Sims’ position

Lithotomy position for female
pelvic and rectal areas
essentially same as dorsal
recumbent but legs and
feet in stirrups

Female pelvic and rectal areas:
Best alternative if client is
unable to assume lithotomy
position

Musculoskeletal system

Chest: Best for cardiac
auscultation, particularly
of S5, S;, and some murmurs

If client has abdominal pain, flexing
knees is usually more comfortable.

Older clients may have difficulty
assuming lithotomy position.

May be difficult to assume if client
has arthritis.

Contraindicated if client has had
total hip replacement.

Difficult position for many clients,
especially those with respiratory
disease.

Clients with respiratory problems
may have trouble assuming this
position.
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AREAS ASSESSED

ADVANTAGES/DISADVANTAGES

exams

Knee-chest

function

L]
PRUIE T U |
B I

Standing

Male rectal and prostate areas:
Best position for these

Spine and joints (ROM): Best
musculoskeletal for these
areas; used for both and
neurological exam and to
assess gait and cerebellar

This position and its alternative
(bending over a table) are very
difficult and embarrassing for
most clients.

Clients who are weak, disabled, or
paralyzed may need assistance or
may not be able to assume this
position.

Components of the Physical

4 Assessment

Before you focus on a particular system or area, perform
a general survey and measure vital signs, height, and
weight. During the health history, you performed a re-
view of systems to detect possible problems in other sys-
tems. This provided you with a subjective look at the re-
lationship of these systems. Now take an objective look
at each system as it affects each other system before you
focus on a specific system or area.

General Survey

Always begin the physical assessment with the general
survey. This “first impression” of your client begins as
soon as you meet him or her. Use your senses and your

observational skills to look, listen, and take note of any
unusual odors. First, look for the obvious: Apparent age,
gender, and race. Then look closer for clues that might
signal a problem. Also consider your client’s develop-
mental stage and cultural background; these may influ-
ence your findings and interpretation. Make a mental
note of any clues detected on the general survey that you
may need to follow up during the physical examination.

When looking for clues, watch for signs of distress
and check facial characteristics, body size and type, pos-
ture, movements, speech, grooming, dress, and hygiene.

Signs of Distress

Ask yourself, “Are there any obvious signs of distress (for
example, breathing problems)?” If signs of acute distress
are apparent, do a focused physical assessment and ad-
dress the acute problem.
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Mrr CRITICAL THINKING ACTIVITY #2:

What other signs would indicate acute distress?

Facial Characteristics

Ask yourself, “What is the client’s face telling me?” Do
you see pain, fear or anxiety? Does the client maintain
eye contact? Is his or her facial expression happy or sad?
Facial expression may signal an underlying problem,
such as masklike expression in Parkinson’s disease.
Look at the client’s facial features. Are they symmetrical?
Ptosis of the eyelid may indicate a neurological problem;
drooping on one side of the face may indicate a transient
ischemic attack (TIA) or cerebrovascular accident (CVA);
and exophthalmos suggests hyperthyroidism. Also look
at the condition of your client’s skin. It may reflect your
client’s age, but excessive wrinkling from excessive sun
exposure or illness may make the client appear older
than his or her stated age.

Body Type and Posture

View your client’s body size and build in respect to his
or her age and gender. Is he or she stocky, slender, or
of average build? Obese or cachectic? Proportional? Does
your client have abnormal fat distribution, such as the
truncal obesity and buffalo hump seen with Cushing’s
syndrome? Greet your client with a handshake. The
handshake will convey that you care, but also allow you
to assess muscle strength, hydration, skin temperature,
and texture. Then take a close look at your client’s
hands. Do you see clubbing, edema, or deformities?
Clubbing and edema may reflect a cardiopulmonary
problem; deformities may reflect arthritic changes.

Watch how your client enters the room. Are his or
her movements smooth and coordinated, or does he or
she have an obvious gait problem? Does he or she walk
with an assistive device such as a cane or walker? Do
you see a wide base of support with short stride length?
Gait problems may suggest a musculoskeletal or neuro-
logical problem. Spastic movements or unsteady gaits
may be seen in clients with cerebral palsy or multiple
sclerosis. A shuffling gait is seen with Parkinson’s dis-
ease. Clients with a wide base of support and short stride
length may have a balance or cerebellar problem.

If your client is bedridden, observe his or her abil-
ity to move from side to side, sit up in bed, and change
positions. Determine how much assistance he or she
needs with moving. Any problem detected during the
general survey should be further evaluated during the
physical examination.

The client’s posture may also reveal clues about his
or her overall health status. Is he or she sitting upright
or slumped? Can he or she assume a supine position? Is

there a position that he or she prefers? A slumped posi-
tion may indicate fatigue or depression. Clients with car-
diopulmonary disease often cannot assume a supine po-
sition. They prefer a sitting or tripod position because it
eases breathing. Clients with abdominal pain also may find
it difficult to assume a supine position. Sitting hunched
over or in a side-lying position with legs flexed often
eases the pain.

Speech

Listen to your client’s speech pattern and pace. Speech
reflects the mental state, thought process, and affect. Are
your client’s responses appropriate? Speech patterns and
appropriateness of responses reflect his or her thought
process. Pressured speech, inappropriate responses, and
illogical or incoherent speech may be associated with
psychiatric disorders. Pressured, hurried speech may also
be seen in clients with hyperthyroidism. Note the tone
and quality of his or her voice. Do you hear anger? Sad-
ness? Changes in voice quality may indicate a neurolog-
ical problem; specifically, a problem with CN IX (glos-
sopharyngeal) or CN X (vagus). Note whether his or her
speech is clear or garbled. Aphasia can be expressive (mo-
tor/Broca’s), receptive (sensory/ Wernicke’s), or global, a
combination of both. Aphasia of any type is often asso-
ciated with a TIA or CVA.

The client’s vocabulary and sentence structure offer
clues to his or her educational level, which you will need
to consider when developing teaching plans. Also be
alert for foreign accents. You need to determine if there
is a language barrier and solicit an interpreter, if needed.

Dress, Grooming, and Hygiene

The way your client is dressed and groomed tells a great
deal about his or her physical and psychological well-
being. Is he or she neatly dressed and well groomed or
disheveled? Disinterest in appearance may reflect de-
pression or low self-esteem. Poor hygiene and a di-
sheveled appearance may also reflect the client’s inabilty
to care for himself or herself.

Also take note of the appropriateness of dress for
the season and situation. Inapproriate dress may be a
sign of hyperthyroidism, which causes heat intolerance.
Worn clothing may indicate financial problems. Be sure
to take note of any unusual odors, such as alcohol or
urine, that may indicate a problem and warrant further
investigation.

Mental State

Determine if your client is awake, alert, and oriented to
time, place, and person. Are his or her repsonses ap-
propriate? Bizarre responses suggest a psychiatric prob-
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lem. Is your client lethargic? Many conditions can affect
the level of consciousness. Determine if this is a change
in your client’s mental status. If so, investigate further.
Also take note of your client’s medications, because they
may be contributing to the change in mental status.

Cultural Considerations

Note any cultural influences that may affect your client’s
physical characteristics, response to pain, dress, groom-
ing, and hygiene. Patterns of verbal and nonverbal com-
munication may also be culturally influenced. Keeping
these factors in mind will help you avoid making hasty,
inaccurate interpretations.

Here are a few examples of cultural differences:

B Chinese-Americans are usually shorter than
Westerners.

B European-Americans and African-Americans tend to
speak loudly; whereas Chinese-Americans speak
softly.

B Asians may avoid eye contact with anyone
considered a superior.

B Japanese and Koreans maintain a tense posture to
convey confidence and competence, whereas
Americans assume a relaxed posture to convey the
same message. (For more information on cultural
influences, see Chapter 1.)

Developmental Considerations

Consider the developmental stage of your client. Here
are some points to keep in mind when performing the
general survey:

Children

B Behavior should correspond with the child’s
developmental level.

B Children tend to regress when ill.

B Take note of the relationship between child and
parent.

Pregnant Clients

B General appearance should reflect gestational age.

B Look for normal changes that occur with pregnancy,
such as wide base of support and lordosis.

B Look for swelling.

B Note client’s affect and response to pregnancy.

Older Adults

B Look for normal changes that occur with aging.

B Look for clues of decreasing ability to function,
especially dress and grooming problems.

B Pay attention to your client’s affect, especially signs
of depression.

B Note changes in mental status such as confusion,
and then consider medications, hydration, and
nutritional status or an underlying infection as a
possible cause.

Documenting the General Survey

Documentation of the general survey records your first
overall impression of your client. It should include age
(actual and apparent), gender, race, level of conscious-
ness, dress, posture, speech, affect, and any obvious ab-
normalities or signs of distress.

Here is an example of documentation:

Joe Dunleavy, 50-year-old white male, looks younger
than stated age; alert and oriented to time, place, and
person. Neatly dressed, well groomed. Well developed.
Speech clear, responds appropriately, affect pleasant. No
signs of acute distress.

» Vital Signs

Vital signs include measurements of temperature, pulse,
respirations, and blood pressure. They are the most fre-
quent assessments performed, reflecting cardiopulmonary
function and the overall functioning of the body.

The purpose of taking vital signs is to:

Establish a baseline

Monitor the client’s condition

Evaluate the client’s response to treatments
Identify problems

The initial set of vital signs serves as the baseline.
How often you will need to take vital signs depends on
the client’s condition. Serial measurements are more re-
flective of health than one-time measurements. For ex-
ample, a blood pressure of 150/98 in a client who was
hurrying to be on time for his appointment and was up-
set because he was late may not be a reflection of his
usual blood pressure. Stress can cause abnormal eleva-
tions. Also check your equipment periodically to make
sure that it is reliable and accurate. Last, do not rely on
one assessment finding—look for other data to support
or negate your finding. For example, if your client’s tem-
perature is 102°F, his or her skin should be warm and
flushed.

Temperature

Body temperature is the difference between heat pro-
duced and heat lost. The hypothalamus acts as the
body’s thermostat to maintain a constant body tempera-
ture. The balance is maintained between the body’s
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FIGURE 3-17. Taking a tympanic temperature.

heat-producing functions (metabolism, shivering, mus-
cle contraction, exercise, and thyroid activity) and heat-
losing functions (radiation, convection, conduction, and
evaporation). When one becomes greater than the other,
temperature changes are seen; therefore heat-producing
functions result in temperature elevations (fever/hyper-
thermia), and greater heat-losing functions result in
temperatures decreases (hypothermia).

Keep in mind that a fever can be a part of the in-
flammatory response that helps the body fight diseases.
Diseases that affect metabolism, such as thyroid disease,
can also affect body temperature. Because the hypothal-
amus is the body’s thermostat, disorders that affect the
hypothalamus, such as a CVA, will affect the temperature.

Temperature is measured in either degrees Fahren-
heit (°F) or degrees centigrade, or Celsius (°C). The av-
erage normal oral temperature is 98.6°F (37°C). Rectal

ROUTE

ADVANTAGES

and tympanic temperatures (Fig. 3—17) are more reflec-
tive of the body’s core temperature, with the average
temperature being one degree higher than oral temper-
ature. Axillary temperature measures skin temperature
and is on average one degree lower than the oral tem-
perature (Table 3—4).

Various factors can influence the normal tempera-
ture reading. They include the following:
Age: Newborns are homeothermic, stabilizing temper-
ature within a small range, which makes them easily sus-
ceptible to temperature variations, especially hypother-
mia. Children have slightly higher normal temperatures
than adults—99°F until age 3. Elderly people have de-
creased thermoregulation, also making them vulnerable
to temperature changes. They tend to have lower-than-
normal temperatures—97°F.
Gender: Women have greater fluctuations in body tem-
perature than men because of hormonal changes. For
example, increases in progesterone during ovulation can
cause a woman’s body temperature to increase by 0.5°F
to 1°F.
Circadian rbytbms (diurnal, sleep/wake cycle): Body
temperature changes at different times of the day. It is
usually lowest in the morning and highest in the evening.
Temperature fluctuations can range from 1°F to 2°F.
|
HELPFUL HINT

The conversion from °F to °C is (°F — 32) X 5/9 = °C,
The conversion from °C to °F is (°C X 9/5) + 32 = °F

|

Table 3-4 Advantages and Disadvantages of Temperature Routes

DISADVANTAGES

Oral (Normal: 98.6°F, 37°C) Easy, fast, accurate

Rectal More reflective of core
(Normal: 99.5°F, 37.5°C) temperature
Fast

More reflective of core
temperature
Safe, good for children

Tympanic
(Normal: 99.5°F, 37.5°C)

Axillary Safe, good for children
(Normal: 97.6°F, 36.5°C) and newborns
Forehead Safe and easy

(Normal: 94°F, 34.4°C)

Cannot be used for clients who are unconscious,
confused, prone to seizures, recovering from oral
surgery, or under age 6

Need to wait 15-20 minutes after eating

Cannot be used for clients who have rectal bleeding,
hemorrhoids, or diarrhea or who are recovering
from rectal surgery

Contraindicated for cardiac clients because it may
stimulate the vagus nerve and decrease heart rate

Not recommended for newborns because of risk of
perforating anus

Reports of accuracy are conflicting.

Measures skin surface temperature, which can be
variable.

Measures skin surface temperature
Least accurate method
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Exercise/stress: Stress and exercise cause an increase in
epinephrine and norepinephrine, increasing the meta-
bolic rate and in turn increasing temperature.
Environmental factors: Exposure to temperature ex-
tremes can lead to hypothermia (low temperature from
exposure to excessive cold) and hyperthermia (high
temperature from exposure to excessive heat).

Pulse

The pulse reflects the force of the heart contracting. This
force creates a wave of pressure as blood circulates
throughout the systemic circulation. The pulse reflects
stroke volume, the amount of blood ejected with each
contraction.

Assess the client’s pulse for rate and rhythm. The ra-
dial pulse (Fig. 3-18) is usually used when assessing vi-
tal signs. Normal pulse rate varies with age (see The Ef-
fect of Age on Vital Signs, below). The average rate for
a newborn is 125 beats per minute (BPM). By age 4, it
decreases to about 100 BPM, and by adolescence, the
rate is in the normal adult range of 60 to 100 BPM.

Cardiac output is equivalent to stroke volume times
heart rate (CO = SV X HR). The fastest way to increase
cardiac output is to increase the heart rate. Heart rates
above 100 BPM are called tachycardia; below 60 BPM,
bradycardia. Athletes’ hearts work more efficiently, so
they often have heart rates lower than 60 BPM. To meet
the increased oxygen demands associated with exercise,
stroke volume increases over time.

FIGURE 3-18. Taking a radial pulse.

If you have trouble finding your client’s radial pulse,
use a larger, more central pulse, such as the carotid or
femoral. Whenever you obtain an irregular rhythm, aus-
cultate an apical heart rate (Fig. 3-19) for one full
minute. Children often have a rhythm that varies with

FIGURE 3-19.

Taking an apical pulse.

Image/Text rights unavailable
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respirations, causing a sinus arrythmia. During inspira-
tion, there is an increased venous return to the right side
of the heart, causing a slight increase in rate to handle
the increased load. The apical pulse is also used in in-
fants and small children. (See Chapter 13 for a more de-
tailed assessment of the pulses.)

Respirations

Assessing respirations includes checking rate, rhythm,
and depth. It includes assessing inspiration (taking oxy-
gen into the lungs) and expiration (removing carbon
dioxide from the lungs). Many factors influence respira-
tions, including the client’s metabolism and whether the
cardiovascular, musculoskeletal, and neurological sys-
tems are intact. The respiratory rate is a count of one full
inspiration/expiration cycle for one full minute.

The normal respiratory rate varies with age. The
newborn’s respiratory rate is quite rapid, averaging about
40 breaths per minute. The respiratory rate gradually de-
creases with age until it reaches the adult rate of 12 to
20 breaths per minute. Respiratory rates that are within
normal range are termed eupnea; those above normal
range are termed tachypnea; and those below normal
range are called bradypnea. Absent breathing is apnea
and difficult breathing is dyspnea.

The rhythm of respirations for adults and children is
usually regular, with an occasional “sigh,” or deeper
breath. Infants normally have irregular respiratory rhythms,
but be alert for prolonged periods of apnea. Apnea last-
ing for more than 15 seconds is cause for alarm and war-
rants further assessment. Irregular breathing patterns
may also indicate an underlying problem such as a neu-
rological problem.

The depth of respirations reflects the tidal volume—
the amount of air inhaled with each breath. In adults, the
normal tidal volume is about 300 to 500 mL. Ask your-
self, “Are the client’s respirations deep or shallow?” Deep
and rapid respirations may indicate that your client is hy-
perventilating. Conditions such as metabolic acidosis
can cause hyperventilation. Shallow respirations may in-
dicate hypoventilation, which may be caused by condi-
tions such as sedation and guarding from pain.

As you are counting the respirations, take note of
signs of distress, such as cyanotic color changes and re-
traction or use of accessory muscles to breathe. Also lis-
ten for audible sounds such as wheezing or congestion
that may signal distress and warrant further assessment.
(See Chapter 11 for further assessment of the respiratory
system.)

Blood Pressure

Blood pressure (BP) is a measurement of the pressure
within the vascular system as the heart contracts (sys-

tole) and relaxes (diastole). Blood pressure indirectly re-
flects your client’s overall cardiovascular functioning. It
is equal to cardiac output times peripheral vascular re-
sistance (BP = CO X PVR). Normal BP varies with age.
Other factors that can affect BP include stress, genetics,
medications, heavy meals, diurnal variations, exercise,
and weight.

Box 3-1 explains the procedure for measuring a
client’s blood pressure.

Normal BP for an adult ranges from 100 to 140 mm
Hg (systolic) and from 60 to 90 mm Hg (diastolic). Nor-
mal BP for children and infants is much lower. Because
BP reflects the pressure within the vascular system, a
person cannot maintain a high BP without serious ef-
fects. A systolic reading of greater than 140 mm Hg and
a diastolic reading greater than 90 mm Hg are consid-
ered hypertensive, whereas a systolic reading less than
90 mm Hg and a diastolic reading less than 60 mm Hg
is considered hypotensive. An elevated BP reading
should be followed up with a serial reading to see if the
BP is consistently elevated. Keep in mind that the sys-
tolic pressure changes more readily in response to ex-
ternal stimuli, whereas the diastolic is more constant.
Consequently, an elevated diastolic pressure may be
more worrisome than an isolated elevation of the sys-
tolic pressure.

The pulse pressure—the difference between the sys-
tolic and the diastolic reading—is normally about 40 mm
Hg. A widened pulse pressure is often seen in elderly peo-
ple because of a decreased elasticity of the arterial walls,
but it may also be a sign of increased intracranial pres-
sure. A narrow pulse pressure can be seen when the client
is hypovolemic or going into shock and heart failure.

Blood pressure measurements are often taken with
the client in several positions—supine, sitting, and stand-
ing. Measuring BP in several positions allows you to
check for orthostatic hypotension or postural hypotension
(a drop in BP with position change). If the client has or-
thostatic hypotension, the systolic reading will drop 20
mm Hg, and the pulse rate will increase by about 20 BPM,
causing dizziness or lightheadedness. Certain medications
and hypovolemia can cause orthostatic hypotension.
|
HELPFUL HINT

If you are unsure about a BP reading, double-check or
have another nurse retake it.
|

If you are having difficulty hearing the BP, try using
an electronic BP device. Or, if electronic equipment is not
available, do a palpable BP. Inflate the cuff and palpate
the brachial artery. As you deflate the cuff, note at what
point the brachial pulse becomes palpable. This number
represents the systolic reading. A diastolic reading can-
not be obtained using the palpation method. An exam-
ple of documentation of a palpable BP is “90/palpated.”
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BOX 3-1' Measuring Blood Pressure

To assess a client’s blood pressure accurately, the nurse should follow this procedure.

Preparing the Client

stand, or lie down during blood pressure measurement.

Before beginning, make sure the client is relaxed and has not eaten or exercised in the past 30 minutes. The client can sit,

75

Applying the Cuff and Stethoscope

To obtain a reading in an arm (the most common mea-
surement site), wrap the sphygmomanometer cuff snugly
around the arm 1 inch (2.5 cm) above the antecubital
area (the inner aspect of the elbow), with the cuff bladder
centered over the brachial artery (Fig.3-20). Most cuffs
have arrows that should be placed over the brachial
artery. Make sure to use the proper-size cuff for the client.

FIGURE 3-20.

Measuring cuff size.

Keep the mercury manometer at eye level; if using
an aneroid gauge, place it level with the client’s arm.
Keep the client’s arm level with the heart. Do not use
the client’s muscle strength to hold up the arm; tension
from muscle contraction can elevate systolic pressure.
Have a recumbent client rest the arm at the side.

Then, palpate the brachial pulse just below and
slightly medial to the antecubital area. Rapidly inflate the
cuff to about 30 mm Hg above the level at which the
pulsations disappear. Deflate the cuff slowly until you

feel the pulse again. Then, deflate the cuff completely.
Place the earpieces of the stethoscope in your ears and
position the stethoscope head over the brachial atery,
just distal to the cuff or slightly beneath it (Fig. 3-21). Al-
though the diaphragm is more frequently used, the bell is
best for detecting the low-pitched Korotkoff sounds.

FIGURE 3-21.
stethoscope.

Taking blood pressure with bell of

Obtaining the Blood Pressure Reading

Watching the manometer, pump the bulb until the mer-
cury column or aneroid gauge reaches about 30 mm Hg
above the point at which the pulse disappeared. Then,
slowly open the air valve and watch the mercury drop
or the gauge needle descend. Release the pressure at a
rate of about 3 mm Hg per second and listen for pulse
sounds (Korotkoff sounds).

These sounds, which determine the blood pressure
measurement, are classified as follows:
Phase I
Onset of clear, faint tapping, with intensity that increases
to a thud or louder tap
Phase I
Tapping that changes to a soft, swishing sound
Phase III
Return of clear, crisp tapping sound
Phase IV (first diastolic sound)
Sound becomes muffled and takes on a blowing quality

Phase V (second diastolic sound)
Sound disappears.

As soon as you hear blood begin to pulse through the
brachial artery, note the reading on the aneroid dial or
mercury column. Reflecting phase I (the first Korotkoff
sound), this sound coincides with the client’s systolic pres-
sure. Continue deflating the cuff, noting the point at which
pulsations diminish or become muffled—phase IV (the
fourth Korotkoff sound)—and then disappear—phase V
(the fifth Korotkoff sound). For children and highly active
adults, many authorities consider phase IV the most accu-
rate reflection of blood pressure.

The American Heart Association and the World Health
Organization recommend documenting phases I, IV, and
V. However, phase IV is often not indicated in practice. To
avoid confusion and make your measurements more use-
ful, follow this format for recording blood pressure: sys-
tolic/muffling/disappearance (for example, 120/80/76).




Copyright © 2003 F.A. Davis Company

76 UNIT I GETTING STARTED

BP may also be difficult to hear in infants. If so, use
the flush method. As you inflate the cuff and occlude the
artery, the extremity will become pale; as you release the
pressure, blood flow returns and the extremity will flush.
The point at which the extremity flushes coincides ap-
proximately with the mean arterial pressure (MAP).
(MAP = diastolic pressure + 1/3 of the pulse pressure).

BLOOD PRESSURE TIPS

B Too-narrow cuff: False high reading.

B Too-wide cuff: False low reading.

B Cuff wrapped too loosely: False high reading.

B Arm above heart level during reading: False low

reading.

Muscle contracted on arm during BP reading: False

high reading.

B Arm pressures should not differ more than 10 mm Hg.

B Leg pressures should be the same or slightly higher
than arm pressures.

WHICH ARM TO USE? FIGURE 3-22. Measuring height.

You can usually use either arm for BP measurement.

However, there are a few restrictions. They are:

obtained using a platform scale with a sliding ruler to
B Arm with IV site measure height. Be sure your scale is balanced. Weigh
B Arm of dlient who has had a mastectomy the client while he or she is wearing minimal clothing
B Arm that has a vascular access for dialysis (gown) and no shoes. If the client cannot stand, use a
bed scale. Children may also be weighed on a platform
scale, but they should be measured with a wall-mounted
measure to ensure accuracy. Weigh infants with a small
table platform scale. To measure an infant’s length, use

B Arm with injury or cast

Documenting Vital Signs

Vital signs are often documented on graphic charts,
which allow you to monitor or plot the patterns of the
vital signs. This is very helpful in evaluating the effec-
tiveness of treatment. Vital signs may also be docu-
mented in narrative form. For example: T 98.8°F, P 88,
regular, R 16 unlabored, regular and deep, BP 120/80 ly-
ing, 118/80 sitting, and 118/80 standing.

Height and Weight

Anthropometric measurements provide valuable data
about your client’s growth and development, nutritional
status and overall general health. Accurate assessment of
height (Fig. 3-22) and weight (Fig. 3—-23)is also a vital as-
sessment used to determine medication dosages. This is
particularly true with children because medication dosages
are calculated based on the child’s weight. For adults,
weight is used to determine chemotherapy dosages and
anesthesia administration. Weight can also be used to eval-
uate the effectiveness of a treatment, such as IV fluids,
drugs, or nutritional therapy.

Weight and height for adults who can stand can be FIGURE 3-23. Measuring weight.
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a stationary measure or mark disposable examination
paper at the top of the head and the heel of the extended
foot and then measure the distance between the two. If
serial weights are being done, weigh the client on the
same scale at the same time of day. Be sure to document
the measurements in centimeters or inches. Because
children have frequent changes in growth and develop-
ment, their measurements are often documented on
growth charts for easy monitoring. (See Appendix B).

» Head-to-Toe Scan

Whether you are doing a complete or focused physical
assessment, remember that all body systems are inter-
related. A problem in one system will eventually affect
or be affected by every other system. When performing
a complete physical assessment, perform a thorough
assessment of each system, looking for relationships.
When you perform a focused physical assessment—an
in-depth assessment of one system—begin by scanning
the other systems, looking for changes as they relate to
the system being assessed.

For example, suppose you were performing a fo-
cused assessment of the cardiovascular system. Here are
some of the effects you should look for:

B Integumentary: Look for color changes, pallor,
edema, and changes in skin and hair texture and
growth. Clients with cardiovascular problems may
have edema and thin, shiny, hairless skin.

B HEENT: Look for periorbital edema. Funduscopic
examination may reveal vascular changes.

B Respiratory: Look for cyanosis and breathing

difficulty. Auscultate for adventitious sounds such as
crackles that are associated with CHF.

B Breast: Assess for male breast enlargement that may
occur with cardiac medications such as digoxin.

B Abdominal: Assess for ascites and hepatomegaly,
which may be associated with CHF.

B Musculoskeletal: Assess for muscle weakness and
atrophy associated with disuse.

B Neurological: Assess level of consciousness.
Confusion, fatigue, and lethargy may be associated
with decreased cardiac output and hypoxia.

After you look for the relationships between the sys-
tems, you are ready to perform the focused physical as-
sessment. This text is structured to emphasize the relation-
ship of one system to another. The relationship between
the systems is presented for every system assessed.

Documenting Your Physical

< Assessment Findings

Once you have completed the physical assessment, doc-
ument your findings. Because writing should be kept to
a minimum during the examination, document your
findings as soon as possible, while they are uppermost
in your mind. Document accurately, objectively, and
concisely. Avoid general terms such as “normal.” Record
your findings system by system, being sure to chart per-
tinent negative findings. Once you have completed your
objective database, combine it with your subjective data-
base, cluster your data, identify pertinent nursing diag-
noses, and develop a plan of care for your client. (For
more information on documentation, see Chapter 1.)

sSummary

B The physical assessment
provides objective data for the

focused (an assessment of one
system or area).

identifies the system’s effects on
every other system.

database. It involves using your ~ B The physical assessment also B Physical assessment requires the

senses to collect data. You look,
listen, smell, and feel!

B Specific equipment may be
used to enhance the data
collection process.

assessment include inspection,
palpation, percussion, and
auscultation.

B The physical examination may

thorough assessment) or

helps you validate subjective
data found in the history,
identify any health problems,
and evaluate the client’s B As with any skills—practice!
response to treatment.

B The four techniques of physical ~ B The physical examination
should always begin with a
general survey and a
measurement of vital signs,
height, and weight.

be complete (an entire, B For a focused physical
examination, a head-to-toe scan

use of cognitive, psychomotor,
interpersonal, affective, and
ethical skills.

The more you practice, the
more competent and confident
you will be in performing an
accurate physical assessment
and in interpreting your
findings—findings that are
essential to the plan of care for
your client.
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Teaching the Client

Before You Begin

Introducing the Case Study

L,

Lucas Hernandez, a 21-year-old college junior, arrives for his annual
checkup. He has no health complaints, but he is concerned about juggling
school and work responsibilities. Lucas is studying to become a teacher
and also moonlights as a bartender 4 nights a week, from 7 pm to 3 am.
He usually sleeps from 6 am to noon on workdays, but he is about to start
student teaching and must be at school from 7 am to 4 pm. He says he
plans to sleep in two shifts.

Lucas’s past health history, family history, and review of systems are
negative. His psychosocial profile reveals that he is gay and has been living
with a partner for 2 years. He drinks only occasionally and is a vegetarian
who includes eggs and milk in his diet. His physical assessment findings
are also negative. His immunizations are current, but he has not been im-
munized against hepatitis B, and he declines HIV testing, stating that he is
in 2 monogamous relationship.

What kind of teaching plan would you develop for Lucas? Before you
can begin to develop this plan, you need to consider how his assessment
findings will affect his learning needs.
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Introduction to Teaching

4 the Client

As a nurse, you have a primary role in educating clients
that is essential in preventing, promoting, and restoring
health. This chapter will help you to:

B Assess the learner and yourself in preparation for
teaching

B Understand how to use information from your
assessment to develop effective teaching plans

B Recognize opportunities for teaching during the
assessment

Purpose and Goals of Teaching

Teaching is a key nursing intervention at all levels of
health care. As a nurse, you teach individuals, families,
groups, and communities. At the primary level, you
teach healthy people to reinforce desired behaviors, pro-
mote continued wellness, and anticipate and prevent
potential health problems. At the secondary level, you
teach ill people to help them cope with their immediate
illness, restore and promote optimal wellness, and work
most effectively with their healthcare team. At the ter-
tiary level, you teach people how to manage chronic ill-
nesses and maintain an optimal level of health.
The goals of teaching are to:

Promote health and wellness

Prevent disease and illness

Restore and maintain health and wellness
Promote coping

Tips for Effective Teaching

e Polish your verbal and nonverbal communication
skills.

e Establish a relationship that is focused on the indi-
vidual, holistic, and interactive.

e Identify factors that will affect learning needs and
compensate for them.

e Involve the individual in identifying his or her learn-
ing needs and planning your teaching strategy.

e Be sure that the individual values learning and that
you both agree on his or her learning needs.

e Engage as many of the person’s senses as possible—
he or she will be more likely to learn.

e Build on what the person already knows.

e Consider the person’s lifestyle and resources avail-
able to him or her to develop a practical plan.

e Be realistic in your expectations.

e Remember: No matter how well you teach, you can-
not make someone learn!

Developmental, Cultural, and Ethnic
Variations

Developmental Level

To develop an effective teaching plan, you must identify
the individual’s developmental level and understand
normal growth and developmental tasks. Determine the
person’s developmental readiness to learn. Be aware of
how he or she compares with developmental standards
physically, cognitively, emotionally, and socially. Antic-
ipate teaching content related to current and future
growth and development issues.

Provide opportunities for learners of all ages to ask
questions or voice concerns. For example, if the person is
a young adolescent, you might say, “People’s bodies and
feelings go through many changes from ages 9 to 20. Are
there any particular changes that you would like to dis-
cuss?” Or if he or she is a parent introducing a new baby
to an older sibling, you might say, “Older siblings have
conflicting feelings about a new baby. How have you pre-
pared your older child for the baby’s homecoming?”

Also consider the cognitive and physical develop-
ment of the individual. For example, teaching a newly
diagnosed diabetic who is 5 years old about diabetes
would be very simplistic compared to teaching a newly
diagnosed 25-year-old. If you are teaching skills, re-
member to consider the person’s motor development
level. Fine motor skill development is needed to give
self-injections, and young and older clients may have
difficulty mastering this.

Culture and Ethnicity

Culture refers to characteristics that create common pat-
terns of living or belief among people. Working at the
same company or having similar incomes creates com-
mon patterns of living just as much as ethnic origin does.
Identifying a person’s cultural and religious background
will help you approach him or her in a respectful man-
ner, more accurately interpret body language and oral
communication, be aware of taboos or practices that
could affect learning or teaching, and be aware of the
priority that wellness has in his or her life.

» Performing the Assessment

Before you can develop a teaching plan for an individ-
ual, you need to assess him or her. Collect both subjec-
tive and objective data. Identify the person’s learning
needs, factors that could affect learning, and his or her
stressors, strengths, and deficits. Then plan your teach-
ing around them.
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Health History

Reflect carefully on everything you learn during the
health history. It provides you with the background data
needed to develop an effective teaching plan and tells
you who the learner is! As you gather information in the
following categories, keep asking yourself, “How will this
affect my teaching?”

Biographical Data

Asking for biographical information is a good place to
start when developing a teaching plan. Age and gender
allows comparison to standards for demographic co-
horts. Age also helps identify developmental stage and
appropriate teaching level. Occupation and address iden-
tify environmental concerns that may affect learning and
community learning resources near the person’s home
or job. Knowledge of religion and culture identifies be-
liefs that may influence your teaching plan.
|
HELPFUL HINT

Do not assume that the person’s educational level

corresponds with knowledge or understanding.
|

Current Health Status

Knowing the person’s current state of health and reason
for seeking care will help you identify whether significant
or unexpected changes are occurring in his or her health
status, whether he or she has a preventative or crisis fo-
cus, and whether he or she understands the health prob-
lem and perceives it as serious. If he or she has an acute
problem, you may need to address it before you begin
teaching. If the person has major teaching needs but does
not consider his or her problem serious, you need to help
him or her understand the severity of the illness and the
necessity of a teaching plan. Otherwise, learning will be
difficult if not impossible.

Having the person describe the problem in his or her
own words gives you his or her perception of it and may
reveal teaching needs. For example, an older woman
with congestive heart failure may say that her problem is
“swollen ankles” and make no association with the heart.
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Other factors that affect learning include fear, anxi-
ety, and medications. For example, a person who is de-
pressed or anxious will have trouble concentrating. Or
the person may be taking medications that make him or
her drowsy and limit the amount of time you can teach
per session.

Ask the person: “Is there anything going on in your
life now that makes it particularly easy or difficult for you
to manage your health or practice good health habits?”
This question alerts you to current stressors, strengths,
and deficits that could affect learning. It allows you to:

B Plan teaching to accommodate for current issues.

B Be sensitive to learners’ priorities in planning.

B More effectively assist learners to prioritize learning
needs for short- and long-term time periods.

Past Health History

Questions about the person’s past health history shed
light on his or her learning abilities, new learning needs,
or misconceptions that need clarification. Ask him or
her: “Do you have any medical problems?” If the answer
is yes, ask: “Did you receive instructions from heathcare
providers? What were they?” Multiple health problems
may affect the person’s ability to learn. Negative experi-
ences with healthcare providers may make him or her
less receptive to learning.

Family History

The family history helps identify health risks that in turn
identify teaching needs. Ask your client: “Are there any
major medical problems in your family?” This question
identifies genetic or familial risk for health problems and
points out the need for further education. Past experi-
ence with specific illnesses also may influence the per-
son’s perception of the disease.

Review of Systems

The review of systems (ROS) helps you recognize
changes in one body system that may influence other
body systems. As you perform the ROS, identify any ar-
eas that may affect learning.

Review of Systems
“—

AREA/QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

General Health Survey
How have you been feeling?

Identifies problems that may interfere with learning and alerts you to adjust

your teaching plan. For example, depression or anxiety may interfere
with learning. Fatigue may limit the person’s tolerance, so short teaching
sessions may be more effective.

(Continued)
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Review of Systems (Continued)
N
AREA/QUESTIONS TO ASK RATIONALE/SIGNIFICANCE
Integumentary
Do you have any problems with Helps identify problems that can affect learning. Helps identify teaching
your skin, hair, or nails? needs.
Head, Eyes, Ears, Nose, and
Throat (HEENT)

Do you have headaches? Headaches can interfere with learning. Vision or hearing problems need to
Do you have hearing problems? be addressed when developing an effective teaching approach. Vision
Do you wear a hearing aid? When problems may affect ability to perform tasks requiring psychomotor

was your last hearing test? Do you skills, such as self-administration of insulin.

have vision problems? Do you wear
glasses or contact lenses? When
was your last eye examination?
Respiratory
Do you have a history of lung SOB may limit tolerance, so short teaching sessions may be more effective.
disease or breathing problems
such as shortness of breath (SOB)?

Cardiovascular

Do you have any history of Fatigue associated with chronic cardiac problems such as CHF limits
cardiovascular disease? tolerance, so short teaching sessions may be more effective.

Gastrointestinal/Genitourinary

Do you have any gastrointestinal GI complaints, such as nausea or diarrhea, and GU complaints, such as
(GD or genitourinary (GU) urinary urgency and frequency, may affect learning.
problems?

Neurological

Do you have any memory problems, Forgetfulness or difficulty concentrating affect ability to learn. Numbness
numbness, or tingling? and tingling may affect ability to learn psychomotor skills, such as self-

administration of insulin.

Musculoskeletal

Do you have a history of arthritis, Joint pain, deformity, stiffness, or weakness may affect ability to perform
joint pain, or weakness? tasks requiring psychomotor skills.

Endocrine

Do you have thyroid disease or You may need to adjust the climate of the teaching environment if the
diabetes? person has heat or cold intolerance.

Immune/Hematologic

Do you have cancer, HIV, or a History of immunosuppression may prohibit group teaching programs.
bleeding disorder? Anemias can cause fatigue.

Psychosocial Profile

The psychosocial profile can provide clues that are vital
to planning a successful teaching plan, including areas
in which health education is needed.

Psychosocial Profile
R

AREA/QUESTIONS TO ASK RATIONALE/SIGNIFICANCE

Health Practices and Beliefs/
Self-care Activities
What are you doing now to stay Identifies client’s focus (preventive or crisis). Identifies current level of

healthy? self-care activities.
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Psychosocial Profile
"

AREA/QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

Why? How did you learn to do it?

How do you usually learn about
health matters (e.g., nurse,
physician, pharmacist, newspaper,
radio, TV, friends, family member,
Internet)?

Typical Day
How do you usually spend your day?
How does a typical week go for you?

Nutritional Patterns
Are you on a special diet? What
times do you usually eat?

Activity and Exercise Patterns

What activities do you do involving
your body (e.g., hobbies, playing
instruments, tasks at home or
work)?

Sleep/Rest Patterns

When do you have the most energy?
Feel most relaxed? When are you
most tired or uncomfortable?

Personal Habits
Do you use tobacco, drugs, or
alcohol?

Occupational Health Patterns
Does your place of employment offer
health and wellness programs?

Socioeconomic Status

Does your health insurance program
offer or cover health programs?
Are you on a fixed income?

Environmental Health Patterns
What is your usual means of
transportation?

Roles and Relationships

How do you balance your role

responsibilities?

Social Supports

Will other people be coming to
class with you? Are there family
members or friends who need to
know what you are learning?

Are there relationships in your life
that will make it easier or harder
for you to make changes?

Stress and Coping

Do you have any stress in your life
currently? How do you usually
deal with stress?

Identifies why learner practices and adheres to existing health behaviors.
Identifies usual sources of health information.

Identifies times of day or week when learners are most rested and
comfortable, and when they prefer to learn.

Consider special diets or special eating times when scheduling teaching
sessions. Hunger can affect learning.

If possible, incorporate client’s activities into your teaching plan.

Helps identify best times for teaching/learning.

Use of drugs and alcohol can be a barrier to learning and identify
additional learning needs.

Identifies resources within the workplace.

Makes you aware of time, responsibility, and economic barriers or assets.
Identifies resources so that you can make appropriate referrals. Health
programs or coverage may be available through health insurance programs.

Lack of transportation may be a barrier to learning. May need to identify
alternative means, such as public transportation.

Learning must fit into your client’s current role responsibilities.

Prepares you for other family members or supporters who may attend
teaching session.

Alerts you to people who may reinforce or impede the client’s
learning/behavior change.

Anticipates and addresses logistical barriers to learning, such as having
unreliable transportation or being responsible for dependent care.

Be aware of current stressors, strengths, and deficits that could affect
learning.
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The Physical Assessment

Once you have completed the health history, identify
physical assessment findings that could affect learning.

Further investigate areas identified in the health history
that might affect learning. As you perform the head-to-toe
assessment, ask open-ended questions to determine the
learner’s baseline knowledge of your teaching content.

Physical Assessment
—

AREA/ASSESSMENT

ABNORMAL FINDINGS/RATIONALE

General Health Survey

Inspect level of consciousness,
posture, signs of acute distress.

Measure vital signs.

Integumentary
Inspect for color changes such as
cyanosis, pallor, jaundice.

HEENT
Test visual acuity and hearing.

If person is in acute distress or has altered level of consciousness,
postpone teaching until his or her condition improves.

Cyanosis may indicate hypoxia, and jaundice may indicate liver disease.
Both conditions may alter mental status.
Pallor is associated with anemia, which causes fatigue.

Identify impaired vision or peripheral field and hearing deficits and adjust

teaching plan to meet person’s needs.
Type and severity of deficit influence teaching strategies and tools.

Respiratory
Measure respiratory rate.
Auscultate lungs.

Cardiovascular
Measure blood pressure and pulse
rate.

Abdominal
Palpate for tenderness and
organomegaly.

Musculoskeletal
Inspect joints.

Test muscle strength, ROM. motor skills.

Neurological
Test balance and coordination, fine
motor skills, and senses.
|
HELPFUL HINT
To assess motor skills, observe the
learner dressing, undressing, moving
around the room, or performing a
task such as writing.
|

Hypoxia can cause confusion and decrease ability to concentrate.

Cardiovascular problems such as CHF are often associated with fatigue.

Liver disease can result in a confused mental state and weakness.

Muscle weakness, joint deformity, and pain may affect ability to learn

Problems in these areas may make learning motor skills difficult.

» Case Study Analysis and Plan

Before you identify learning needs and develop a
plan, you need to be aware of your own learning pref-
erences and values so that you will not impose them on

your client. For example, if your are an independent
learner and your client is a dependent learner, a self-
study approach is not likely to work.
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HELPFUL HINT

As a nurse, you may feel that you never have enough
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m& CRITICAL THINKING ACTIVITY

time to teach, but remember that teaching can be informal for Lucas?

as well as formal. Every time you interact with your client

presents a potential for teaching.

|
Now that you know what factors to consider when
devising a teaching plan, write a plan for Lucas based on

his learning needs related to sleep.

sSummary

Can you identify any additional learning needs

B Like the nursing process, the
teaching process begins with

assessment.

B During the health history,

consider cultural,

developmental, and
psychosocial factors.

B During the physical
examination, assess the person

for factors that could affect
learning, and identify both
deficits and strengths.
After you complete your
assessment, identify the
person’s learning needs,
readiness to learn, learning

preferences, and learning styles.

Then identify methods and

strategies needed to develop
and implement a successful
teaching plan.

Implement your plan,
evaluating and revising as
needed. Be sure to document
every step of the teaching
process.
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Assessing Wellness

Before You Begin

Introducing the Case Study

Mrs. Evelyn Chen (age 40); her daughter, Jan (age 15); and Mrs. Chen’s
mother, Mrs. Emily Wong (age 60) are attending a women’s health fair
sponsored by several large hospital systems and pharmaceutical compa-
nies. Health screenings and educational materials are available for women
of all ages. If these three women asked you which screenings to have,
what would you tell them? Before you can offer advice, you need to have
an understanding of what health is and what factors influence a person’s
decision to live a healthy lifestyle.
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Introduction to Assessing

> Wellness

Health is a broad concept that is difficult to define. Older
definitions viewed health as the absence of disease. But
today health is seen as a goal, a dynamic process that in-
volves the self and self-care ability; optimal functioning
of body, mind, and spirit; the ability to adapt; feelings of
well-being and wholeness; and growing and becoming.
People also have their own definitions of health, which
are affected by gender, sociocultural factors, previous
experience, age, and personal goals. These personal def-
initions influence their health promotion goals.

The three basic levels of prevention are primary,
secondary, and tertiary. Primary prevention is essential
to maintaining a state of wellness. At this level, the as-
sessment process should include screening procedures,
immunizations, and, especially, prevention education.

How do you teach people to stay well? Follow these
steps:

Set an example with a healthy lifestyle.

Motivate them to change unhealthy behaviors.
Propose strategies for behavior change.

Show them how to care for themselves more
effectively.

Build on their strengths.

Help them find and use available resources.
Provide support through telephone, individual, and
group counseling and continuing education.

This chapter focuses on four key areas fundamental
to maintaining wellness—rest and sleep, exercise, stress
management, and injury prevention—and suggests ques-
tions to ask at each developmental stage.
|
HELPFUL HINT

Do not assume that people know how to stay well. We

may be bombarded with health information in the media

and on the Internet, but what seems simple and obvious

to the healthcare professional may still seem complex to

the layperson.
|

Factors Affecting Health
Behaviors

Support Systems

The encouragement of friends and family can mean the
difference between achieving personal health goals or
falling short of them. Ask the person about his or her sup-

port systems, and then use these systems in the assessment
process when needed. Other types of supports include or-
ganized religious groups, nurses and other caregiving pro-
fessionals, and self-help groups such as Weight Watchers.

Psychological State

A person’s psychological state affects his or her physical
state. For example, if a person knows that he or she needs
to stop smoking, start eating more healthfully, and start
exercising more, then why doesn’t he or she do it? Part of
the assessment process is determining these reasons and
working with people to change harmful behaviors.

Access to Health Care

People may be motivated to maintain or improve their
state of wellness but be prevented from doing so be-
cause they lack access to health care. Causes include
lack of finances or insurance coverage, rural location,
lack of transportation, crowding at available healthcare
resources, age, gender, ethnicity and/or religion (possi-
bly because of prejudice), and healthcare rationing based
on these factors).

Motivational Level

Because people tend to resist change, convincing them
to trade unhealthy behaviors for healthy ones can be dif-

ASSESSING PEOPLE’S STRENGTHS
Knowing your client’s strengths and weaknesses will belp
both of you set realistic goals and belp you plan appropriate
interventions. Ask some or all of the following questions:

B What abilities do you possess to take care of your health?

B What activities help you to maintain or improve your
health?

B What changes have you made in your lifestyle to

improve your health in the past 2 years?

What goals have you set to improve your health? Do

you have a plan for reaching them?

What changes in your life do you see in the future?

What people currently give you the most support?

What current activities make you feel happy?

When you were younger, what activities gave you

strength, comfort, and support?

What helps you cope in a crisis?

What gives you direction in your life?

How do you spend a typical day?

What do you feel motivated to do in terms of a

lifestyle change?

What barriers do you think will inhibit your lifestyle

change?

B What health problems have you successfully dealt with
in the past?
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ficult. Teaching them the importance of primary pre-
vention does not ensure that they will practice what you
preach. For example, people know that smoking, obe-
sity, and lack of exercise are dangerous to their health,
but they still have trouble changing long-standing be-
haviors unless they are truly motivated.

|
HELPFUL HINT
Individualize your client’s health promotion plan—it
increases the chance of success.
|

HEALTH PROMOTION PLAN OF ACTION
B Identify the person’s healthcare goals.

Identify behavioral or health outcomes.

Develop a behavior change plan.

Reiterate benefits of change.

Address environmental and interpersonal facilitators
and barriers to change.

Determine a time frame for implementation.

Ask the person to make a commitment to healthcare
goals.

Performing the Wellness
Assessment

The wellness assessment consists of asking the person
and/or caregiver general questions about health promo-
tion behaviors and then specific questions about sleep and
rest, exercise, stress management, and injury prevention.
Health promotion behaviors and needs differ according to
the person’s developmental stage. (For a description of de-
velopmental stages see Chapter 2, The Health History.)

General Questions to Ask at Each
Developmental Stage

Tailor your assessment questions to the person’s devel-
opmental level—infant, toddler/preschool/school age,
adolescent, young adult, middle age, or older adult. In-
clude younger children in the interview as maturational
level permits, and definitely include them by late school
age. For young children, also assess health promotion
behaviors for the family and the ability of the family to
meet the child’s needs.

Infants/Toddlers/Preschoolers

Ask the parent(s) or caregiver(s): Has your child’s blood
pressure been checked? Does the child brush his or her
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own teeth? How often? Are his or her immunizations up
to date (polio, diphtheria-tetanus-pertussis, measles-
mumps-rubella, Haemophilus influenzae type b, hepati-
tis A and B, chickenpox, pneumococcal disease)? Has he
or she had a vision and hearing assessment? If so, when?
If the assessment was abnormal, what follow-up has oc-
curred? What are your child’s nutritional habits? (For
more information, see Chapter 6, Nutritional Assessment.)
Has he or she been tested for anemia or tuberculosis?
What are your childcare arrangements? Have you ever
harmed your child or wanted to? Do you know what
community resources are available related to child abuse?

School-Age Children

Adapt the questions in the previous paragraph and also
ask the following: Has your child been part of home,
school, or community education programs related to alco-
hol, drugs, sexuality, AIDS, birth control, or sexually trans-
mitted diseases (STDs)? Does the child brush his or her
teeth and practice other health promotion behaviors with-
out being reminded? How is he or she doing in school?

Adolescents

Ask the adolescent the same questions as you asked
about the school-age child, and also ask the following:
Who are your community role models?

Young Adults

Primary physical growth is completed during the 20s,
and body systems usually reach peak functioning. Al-
though most young adults are healthy, some major threats
include accidental injury, cancer, heart disease, suicide,
AIDS, and homicide. Men are more likely to die than
women, especially as a result of homicide involving
handguns. Ask the following questions: Are your immu-
nizations up to date? Do you visit a family doctor? Do
you perform self-screening (e.g., breast or testicular self-
examination)? How often? What do you eat in a 24-hour
period? Are there behaviors affecting your health that
you would like to change?

Middle-Aged Adults

At this stage, people are likely to be knowledgeable and
assertive about their health and health care. However,
they may not know what specific screening tests they
should have. Middle-aged men are less likely to seek
routine preventive care than women, which may be one
reason why women’s life expectancy is approximately 7
years longer than men’s. Ask the following questions:
How do you care for your teeth? What screening tests
have you had and when (e.g., mammograms and prostate-
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specific antigen blood tests). What were the results? Do
you keep a written record of your physician visits, im-
munizations, and screenings? Do you get a yearly flu shot?
How about pneumonia vaccinations, tetanus-diphtheria,
and hepatitis B injections?

Older Adults

Many older people begin to develop health problems,
but they need to know that it is never too late to begin
living more healthfully. Social support is the key in main-
taining wellness in the later years. Research shows that
older people who attend religious services regularly are
less likely to require hospitalization and, if they do, have
shorter hospital stays. Ask the same questions you asked
the middle-aged person, but stress the importance of
getting immunized, limiting medication use, eating nu-
tritious foods, drinking enough fluids, interacting with
family and friends, and keeping active in the church or
community.

Questions to Ask All Adults

What is your or your family’s definition of health? Do
you believe you are healthy? Do other family members
believe they are healthy? What health practices are in-
cluded in your and your family’s lifestyle? How is the
family affected when someone is ill? Do you and your
family have access to health care? Do you all have health
insurance? Do you all receive regular physical and den-
tal examinations? What religious or cultural beliefs do
you all have that guide your purpose in life and your
health practices?

Assessing Areas of Wellness

The following four areas are critical to maintaining well-
ness: rest and sleep, exercise, stress management, and
injury prevention.

Rest and Sleep

Sleep restores, rejuvenates, and sometimes heals the body.
Lack of sleep causes fatigue, stress, depression, and a de-
crease in lymphatic system functioning, increasing the
risk of infection and disease. The following factors can
directly affect how well and how long we sleep:

B Circadian rbythms: Also called the “biological
clock,” these rhythms help regulate the sleep/wake
cycle, body temperature, and hormonal levels
within a 24-hour period. Disruption affects muscle
strength and coordination, attention, memory, and
concentration.

B Age: Infants sleep 16 to 20 hours a day;
preschoolers, 10 to 12 hours a day; school-age

children, 9 to 10 hours a day; adolescents 7 1/2
hours a day; and adults and older adults, 6 to 8
hours a day. Babies spend more time in rapid eye
movement (REM) sleep than adults. Young
children may experience sleep problems such as
nocturnal enuresis (bedwetting), nightmares
(bad dreams), night terrors (nightmare from which
child awakens screaming), and somnambulism
(sleepwalking). Older adults may take more time to
fall asleep (sleep latency), have a fragmented sleep
pattern with less deep sleep, and may awaken early.
(For more information on sleep problems in
children, see Chapter 24. Assessing the
Preschool/School-Age Child.)

B Fxercise: Moderate exercise has little or no effect on
sleep; however, vigorous exercise before retiring
may inhibit sleep.

B Nicotine, caffeine, alcobol: Smoking increases the
time needed to fall asleep and causes lighter
sleeping and more frequent awakening. Caffeine
near bedtime can increase sleep latency and reduce
total sleep time, especially in older adults. Alcohol
affects REM sleep, causing a fragmented sleep
pattern, and also exacerbates sleep apnea.

B Diet and weight: Sleep apnea is more common in
obese people. High-protein foods increase alertness;
carbohydrates promote relaxation. People who are
gaining weight usually sleep more; those who are
losing weight sleep less.

B Medical problems: COPD, CHF, and pain can affect
sleep patterns.

B Spress: Stress often increases arousal and inhibits sleep.

B Medications: Some prescription and OTC drugs can
affect the number of hours a person sleeps as well
as the sleep process.

Questions to Ask at Each Developmental Stage

Infants: Ask the parent(s) or caregiver(s): Where does
the infant sleep? In what position do you place him or
her? Does the infant sleep through the night? Does he or
she go to sleep with a bottle? If so, do you remove it
once he or she is asleep? (Having a nipple drip milk into

Medications That Affect Sleep

Medication Effect on Sleep
Amphetamines Difficulty falling asleep
Antidepressants Difficulty falling asleep
Barbiturates Shallow, fragmented
sleep; “hangover”
Phenylpropanolamine Difficulty falling asleep

(found in OTC decongestants
and cold and diet remedies)
Diuretics before sleep

Beta blockers (e g , Inderal)

Frequent awakening
Nightmares
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the mouth once the child is asleep can cause tooth decay
and ear infections, in addition to the danger of choking.)

Toddlers/Preschoolers/School-Age Children: Ask the
parent(s) or caregiver(s): Where does the child sleep?
How many hours does he or she sleep? Does the child
take naps? Does he or she sleep through the night? If not,
how do you console the child when he or she awakens?
What bedtime rituals do you practice? Does the child act
tired during the day?

Adolescents: Ask the adolescent: How many hours
do you sleep? Are you tired during the day? Do you have
trouble paying attention at school or at work because of
fatigue? Do you have a regular time you go to bed, and
do you stick to it? Do you usually sleep through the
night? If not, what causes you to wake up? How do you
get back to sleep?

Young Adults: Ask the young adult: How many hours
of sleep do you need to feel rested? How many hours of
uninterrupted sleep do you get each night? Do you usu-
ally sleep through the night? If not, what causes you to
wake up? How do you promote sleep or get back to
sleep? Do you have a bedtime routine? Do you take med-
ications that interrupt a normal sleep cycle? Do you take
medications to help you sleep? Do you maintain a phys-
ical fitness program? Do you have problems concentrat-
ing because of fatigue? What are your usual work hours?

Middle-Aged Adults: Ask the same questions as you
asked the young adult, as well as the following: How
would you describe your quality of sleep? What time do
you usually go to bed? How long does it take you to go to
sleep? What time do you usually wake up and get up? What
do you do for relaxation and how often do you do it?

Older Adults: Adapt the questions you asked the
young and middle-aged adults, as well as the following:
What activities do you engage in during late afternoon
or early evening? If you have trouble falling asleep, have
you tried a light, warm snack at bedtime?

Exercise

Today, with so many people working at sedentary jobs,
exercise needs to be planned for. Research shows that
women are less active than men; people with lower in-
comes and less education are less active than those with
higher incomes and education; people with disabilities
are less active than people without disabilities; African-
Americans and Hispanics are less physically active than
Caucasians; and many children and youth are over-
weight and exercising less, except for those active in or-
ganized sports. Major barriers to increasing physical ac-
tivity are lack of time, access to convenient facilities, and
safe environments in which to be active.

Questions to Ask at Each Developmental Stage

Infants: Keep in mind what gross and fine motor skills are
normal at this age. Ask the parent(s) or caregiver(s): Does
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the infant play with his or her hands and feet and make
noises? What kinds of toys do you give him or her? Which
toys does the infant prefer? How often do you change his
or her toys and play environment? Do you check toys reg-
ularly for loose parts and other safety hazards?

Toddlers/Preschoolers: Keep in mind what gross and
fine motor skills are normal at this age. Ask the par-
ents(s) or caregiver(s): Does the child have any physical
limitations? Does he or she tire easily? What activities
does he or she like? Does the child have a safe environ-
ment to explore and play? Whom does he or she play
with? How many hours does your child watch TV or par-
ticipate in other sedentary activities? What do you do to
encourage physical activity during bad weather?

School-Age Children: Ask the same questions as you
asked about the toddler/preschool child, as well as the
following: To the child: Do you play organized sports?
What precautions do you take, and what protective
equipment do you wear? To the pareni(s) or caregiver(s):
Do you encourage physical activity? Do you engage in
physical activities with your children?

Adolescents: Ask the adolescent: What competitive
sports or other physical activities do you like? Do you
schedule exercise during your week? How often and for
how long? Do you exercise with friends? Do you have
any physical limitations? Have you ever been injured
during exercise? Does your school encourage participa-
tion in physical activities? What precautions do you take
and what protective equipment do you wear? Do you
gain satisfaction from exercising?

Young Adults: Ask the young adult: What physical
activities do you include during an average week? How
often and for how long? Do you have any physical lim-
itations? Do you have any health conditions that should
be evaluated before beginning an exercise program?
Where do you exercise? Do you participate in activities
that raise your heart rate? Do you include a warm-up and
cool-down period? Do you participate in organized
sports? What precautions do you take and what protec-
tive equipment do you wear? Have you had any exercise-
related injuries? With whom do you exercise? Do you en-
gage in physical activities as a family? Do you enjoy your
exercise program?

Middle-Aged Adults: Ask the middle-aged adult:
What kinds of exercise do you do? How often and for
how long? Where do you exercise? With whom do you
exercise? Describe them. Do you warm up before and
cool down after each exercise period? Have you had
any unusual or uncomfortable feelings before, during,
or after exercising? (If so, refer back to the person’s car-
diovascular, respiratory, and musculoskeletal history
data.)

Older Adults: Ask the same questions as you asked
the middle-aged client, but emphasize that the older
adult should check with his or her doctor before starting
a new exercise program.
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|

HELPFUL HINT
Teach older people to take their pulses when exercising.
The recommended formula for maximum heart rate at this
age group is: 220 minus age, multiplied by 60-80%. For
example, in an 80-year-old, the range would be 84-112,
with 84 being the minimum heart rate and 112 the
maximum heart rate for cardiovascular functioning.

|

Stress Management

Multiple stressors can occur at any age, even infancy, al-
though different age groups are subject to different stres-
sors. Over time, stress can cause hypertension, cardiac
arrhythmias, cardiovascular disease, gastrointestinal prob-
lems, headaches, and decreased immunological function-
ing, which can contribute to cancer and other diseases.

Questions to Ask at Each Developmental Stage

Infants: Keep in mind what social developmental mile-
stones are normal for this age. Ask the parent(s) or care-
giver(s) the following: What emotions have you seen the
infant express? How does the infant calm himself or her-
self when crying? How do you calm the infant when he
or she is unable to become calm? How would you de-
scribe his or her temperament? Does the infant entertain
himself or herself when alone? How do you set limits for
him or her? Does your home environment provide cog-
nitive, physical, and psychosocial stimulation for the in-
fant? Who provides child care when needed? Does the
caregiver stick to the infant’s usual routines?
Toddlers/Preschoolers: Adapt the questions above,
and also ask the following: How does your child calm
himself or herself after an emotional outburst? Children
tend to regress when ill, so what do you do to support
the child’s developmental level when he or she is ill?
How do you show affection to your child, and how does
he or she respond? How well does your child play with
other children? What kinds of conflicts occur with other
children? How do you set disciplinary guidelines for
your child? How do you encourage his or her develop-
ment of autonomy and initiative? How does he or she in-
teract with siblings? How does he or she express posi-
tive emotions (love, affection, happiness, joy) and negative
emotions (hate, jealousy, anger, fear)? Do you actively
model healthy expression of emotions in the home?
Does your child enjoy childcare experiences?
School-Age Children: To the child: Do you usually feel
happy and contented? Do you like yourself? What do you
do when you feel bored or sick? Do you like to compete
with others in organized or informal activities? Do you en-
joy learning new things? Do you feel confident as you be-
gin new projects? Do you enjoy the challenge of solving
new problems? Do you feel like your parents or caregivers
support your activities and enjoy your successes? Do they

support you even when you do not meet their expecta-
tions? Do you think of the consequences of your behav-
ior before acting? Who are your friends? Do you feel in-
cluded in most peer-group activities? If you have conflicts
with friends, what is the source of the conflict, and how
do you resolve it? Do you receive an allowance or have
an opportunity to earn money? How do you manage your
money? Do you feel good about your progress at school?
What do you like most and least about school? How of-
ten do you miss school or other activities because you do
not feel well? What types of physical activities do you do?
How often and for how long? To the parent(s) or care-
giver(s): Do you give your child an allowance and provide
general guidelines for money management? How do you
display your interest in your child’s school work/progress?
How do you support your child when he or she does not
feel well? How would you describe your child’s friends?
What stress-management techniques do you model or ac-
tively teach your child? How does your child act when he
or she is tired or stressed out? How does he or she cope
with emotional stress? What types of changes have affected
your family and the child during the last year?
Adolescents: Adapt the questions for the school-age
child, and also ask the following: Do you feel comfort-
able with the physical changes accompanying puberty?
What accomplishments are most important to you? What
stressors do you experience weekly? How do you reduce
stress or the effects of stress? Are you able to be assertive
when you need to be? Can you give an example? What
risks have you taken in the last year? Do you use to-
bacco, alcohol, or street drugs? What about OTC and
prescription drugs? If so, what kinds, how often, and
how much? How would you describe your peer group
and your relationship with the group? How would you
describe your relationships with the same sex, the op-
posite sex, and adults? How do you usually make deci-
sions? What plans do you have once you leave or com-
plete high school? Who are your role models for stress
management? How do your parents support your efforts
to be an independent person? What are the most com-
mon sources of conflict with your family and your peers?
How do you resolve conflicts when they occur? Whom
do you go to for support when you have a problem?
What steps would you take if you were depressed or had
thoughts of suicide or if you saw these characteristics in
a friend? Have you ever been the victim of violence?
Have you ever abused an animal or another person?
Young Adults: What stressors do you experience
weekly? How do you reduce stress or the effects of
stress? What risks have you taken in the last year? How
do you make decisions? How would you describe your
relationships with the same sex and the opposite sex?
What are the most common sources of conflict with your
family, friends, and coworkers? How do you resolve
conflicts when they occur? Do you use tobacco, alcohol,
or street drugs? What about OTC and prescription drugs?
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If so, what kinds, how often, and how much? Have you
ever been the victim of violence? Have you ever wanted
to hurt or abuse another person? Are you satisfied with
your career choice? If not, what are your plans for a
change? Do you have problems with time management?
If you have children, what parenting rewards and chal-
lenges do you encounter? Do you feel confident and sat-
isfied with your parenting skills?

Middle-Aged Adults: Ask the same questions that
you asked the young adult.

Older Adults: Adapt the questions you asked the
young adult and middle-aged adult, and also ask the fol-
lowing: When do you plan to retire from a full-time po-
sition? Are your financial resources adequate? Do you
plan to work part-time after retirement? What activities
are you interested in (e.g., travel, hobbies, volunteer
work in the community)?

Injury Prevention

Injuries can occur at any age, and most people have a
significant injury at some time in their lives. Although
most accidents are predictable and preventable, acci-
dental injuries are the leading cause of death in the 1-to-
34 age group. Additional millions are incapacitated by
accidental injuries.

Questions to Ask at Each Developmental Stage

Infants: Ask the parent(s) or caregiver(s): What have you
done to make your home safe for the infant? Do you use
an infant car seat? Is the infant regularly exposed to to-
bacco smoke? Has he or she been injured as a result of an
accident in the home, in another’s home, or while riding
in a motor vehicle? How often do you check equipment
and toys for possible hazards? Are there guns in your home
or in your caretaker’s home? If so, are they securely stored?

Toddlers/Preschoolers/School-Age Children: Adapt
the questions above, and also ask the parent(s) or care-
giver(s) the following: Have you taught your child per-
sonal safety guidelines? Does he or she use protective

Case Study Analysis and Plan

Now that you know what factors to consider when as-
sessing health and wellness, what screening would you
recommend for Jan, Mrs. Chen, and Mrs. Wong?
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equipment when participating in physical activities like
skating or bicycling? Who supervises your child when he
or she is playing? Can he or she swim and does he or
she know water safety guidelines?

Adolescents: Ask the adolescent: Do you like to take
risks? Have you completed a driver education course?
What safe-driving behaviors do you practice? Do you talk
on a cell phone while driving? Do you consider yourself
well informed regarding the transmission, signs, symp-
toms, and treatment of STDs? Are you sexually active, and
if so, do you practice safe sex? Do you know where to get
confidential medical attention if you believe you have an
STD or may be pregnant? Do you use alcohol, tobacco,
or street drugs? What about OTC and prescription drugs?
If so, what kinds, how often, and how much? Do you ever
drive while under the influence of alcohol or drugs? Do
you have guns in your home, and if so, are they securely
stored? Have you ever been injured as a result of partici-
pation in physical activities? What protective measures do
you take? Would you recognize signs and symptoms of
depression in yourself or a peer? What would you do if
you or a peer were depressed or had thoughts of suicide?

Young Adults: Adapt the questions above, and also
ask: Have you evaluated your occupational health risks?
What resources are available to you at work related to
health maintenance or injury prevention? Do you have
smoke and carbon monoxide detectors in your home,
and do you check them frequently?

Middle-Aged Adults: Adapt the questions above, and
also ask: Are you aware of environmental hazards in the
home (e.g., loose rugs, electrical cords, stairways, steps)?

Older Adults: Adapt the questions for young and
middle-aged adults, but focus on the prevention of falls.
Ask: Can you describe any hazards in your home, espe-
cially in the bathroom, kitchen, or outside steps and
sidewalks? Do you use an assistive device, such as a
cane, walker, or wheelchair? Do you keep them in good
repair? Have you made any modifications to your home,
such as a wheelchair ramp or grab bars in the tub and
by the toilet?

sSummary

B There is no uniform definition of
health as it applies to

communities. Yet a definition

forms the foundation for

personal perceptions and is
health care.

crucial in determining individual
health promotion behaviors.
individuals, families, and B Other factors that affect health
behaviors are the person’s
motivation, support system,
psychological state, and access to

B The key is to identify the
person’s perspective of health
and any factors that affect health
behaviors, and then work with
him or her to develop a plan
that promotes healthy living.
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Assessing Nutrition

Before You Begin

INTRODUCTION TO ASSESSING NUTRITION

Nutrition is the relative state of balance between nutrient intake and phys-
iologic requirements for growth and physical activity. Optimal nutrition
helps protect against disease, facilitates recovery, and decreases complica-
tions during illness. Good nutrition helps people stay healthy!

Malnutrition has traditionally been defined as a deficit of appropriate
nutrients. However, malnutrition literally means “bad nutrition” and can en-
compass any situation that contributes to an imbalance in nutrient intake
relative to actual needs. Therefore, malnutrition can mean a nutrient deficit
or excess. Although nutritional deficits remain a significant health problem
in Third-World countries, the major problem in the United States is nutri-
tional excess.

As a nurse, you are in a unique position to assess people’s nutritional
status and provide information on proper nutrition. You can reinforce posi-
tive nutritional patterns, identify people at risk for malnutrition, and en-
courage more healthful eating habits.

Assessing nutritional status achieves the following:

e Identifies actual nutritional deficiencies.

e Illuminates dietary patterns that may contribute to health problems.
e Provides a basis for planning for more optimal nutrition.

e Establishes baseline data for evaluation.

This chapter covers basic screening considerations and the procedures
for conducting a complete nutritional assessment.
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» Review of Nutrients

The goal of eating is to supply body cells with necessary
nutrients. Ingestion, digestion, absorption, and metabo-
lism are the processes that normally accomplish this goal.
Interference with any of these functions can contribute to
nutritional problems. (For more information on these
functions, see Chapter 15, Assessing the Abdomen.)

Primary Nutrients

Nutrients are substances contained in food that are es-
sential for optimal body functioning. The primary nu-
trients are carbohydrates, proteins, fats, vitamins, min-
erals, and water. Carbohydrates, protein, and fat are the
body’s major energy sources. Carbohydrates and protein
each supply 4 calories per gram, and fat provides 9 calo-
ries per gram. Vitamins are essential to specific functions
in the body. Minerals are inorganic elements that are es-
sential to cell structure and physiologic functions in the
body. Water comprises 50 to 60 percent of the adult
weight. Tt is required for many functions, and humans
cannot survive for more than a few days without it.

Carbohydrates

Carbohydrates are the body’s major energy source. Foods
that contain the most carbohydrates are grains, legumes,
potatoes, corn, fruits, and vegetables. Adult carbohydrate
intake should range from 50 to 100 g daily, depending on
level of activity. In a normal diet, this means that 50 to 60
percent of the daily caloric intake should be derived from
carbohydrates.

Protein

Protein is the primary building block of all tissues and or-
gans and serves an important function in cell structure and
tissue maintenance. Integrity of the skin, internal organs,
and muscles depends on adequate protein intake and me-
tabolism. The body can synthesize most of the necessary
amino acids from nonprotein dietary sources. However,
there are nine essential amino acids that the body cannot
synthesize and that must be obtained through dietary
sources. For this reason, adults require 0.8 grams/kilo-
gram (g/kg) per day of protein (about 10 to 20 percent of
the daily caloric intake). Primary sources of protein in-
clude meat, milk and milk products (e,g., cheese and yo-
gurt), nuts, and legumes.

More protein is needed during tissue building; for
example, in pregnancy and lactation, childhood, adoles-
cence, postoperative recovery, tissue damage, and long-
term illness. Athletes also require additional protein to
build and maintain muscle. Animal products are the most

common source of protein in industrialized countries.
However, well-planned vegetarian diets can also provide
ample dietary protein.

VEGETARIAN DIETS

Vegetarian diets consist primarily of plant foods. Vegans
avoid all animal products in the diet, lactovegetarians
eat dairy products, and lacto-ovovegetarians also eat
eggs. Although these diets provide less protein than nonveg-
etarian diets, they meet or exceed the recommended di-
etary allowances. Whole grains, legumes, vegetables, seeds,
and nuts contain all the essential and nonessential amino
acids. As long as food intake is varied and calories are suf-
ficient, protein deficiencies will not occur. Furthermore,
soy protein provides all essential and nonessential amino
acids and is nutritionally equivalent to animal sources of
protein. It can serve as the sole source of protein if desired.
However, because considerable variation exists, evaluate
the adequacy of vegetarian diets on an individual basis.

Fats

Lipids or fats are insoluble in water and soluble in alcohol,
ether, and chloroform. They include true fats, lipids, and
sterols, such as cholesterol. Fat supplies twice as much en-
ergy as carbohydrates or proteins. It provides essential
fatty acids (linoleic and linolenic acids) and promotes the
absorption of the fat-soluble vitamins A, D, E, and K. The
typical American diet usually contains adequate fat, and
recommended daily allowances in grams do not exist.
However, because triglycerides and cholesterol are major
contributors to heart disease, diabetes mellitus, and obe-
sity, the U. S. Department of Agriculture (USDA) and the
American Heart Association recommend that fat intake not
exceed 20 to 30 percent of a person’s total daily calories.

Highly saturated fat (solid at room temperature)
significantly contributes to elevated serum triglyceride and
cholesterol levels. So USDA/United States Department of
Health and Human Services (USDHHS) guidelines rec-
ommend that no more than 10 percent of daily calories
be derived from saturated fats. Unsaturated and polyun-
saturated fats are recommended because of their inverse
relationship with heart disease.

Cholesterol occurs naturally and exclusively in all
animal food products. The body needs cholesterol for
cell structure, as a precursor for certain hormones and
vitamins, and to aid in the digestive process. But even if
no cholesterol were consumed in the diet, the body
would synthesize the needed supply.

Lipoproteins

Serum cholesterol and lipids attach to proteins and are
transported throughout the body as lipoproteins. The
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relative ratio of lipid to protein determines the density of
the molecule. A low lipid-to-protein ratio results in a
high-density lipoprotein (HDL). HDLs are produced dur-
ing cellular metabolism. They lower serum cholesterol
by transporting it from the cell to the liver for metabo-
lism and excretion. Conversely, a high lipid-to-protein
ratio produces a larger and low-density lipoprotein (LDL).
LDLs are produced in the gastrointestinal wall after eat-
ing and transport dietary cholesterol and triglycerides to
the cells. Thus, HDLs guard against heart disease by low-
ering cholesterol, and LDLs contribute to heart disease
by raising cholesterol. The risk for heart disease is par-
ticularly high when total serum cholesterol exceeds 200
mg/dL. The risk also increases as the HDL level decreases.
An HDL less than 35 mg/dL is considered a major risk
factor for heart disease, and an HDL above or equal to
60 mg/dL is a negative risk factor.

Vitamins and Minerals

Vitamins are organic compounds that play a major role in
enzyme reactions associated with the metabolism of car-
bohydrate, protein, and fat. Although vitamins are required
in small amounts, the body does not synthesize them, so
they must be present in the diet. Vitamins are classified
as water soluble or fat soluble. The body does not store
water-soluble vitamins (B complex and C vitamins), so any
surplus in daily intake is excreted in the urine. Fat-soluble
vitamins (A, D, E, and K) are obtained through dietary fat
and are stored in adipose tissue, where they can accumu-
late and become toxic. Toxicity generally results from self-
administered large doses of a vitamin or excessive intake
of foods that contain the vitamin.

Minerals are inorganic compounds found in nature.
They play a wide variety of roles in human nutrition. Min-
erals are required in varying amounts and are divided into
major and trace elements. Major minerals are required in
excess of 100 mg per day and include calcium, chloride,
magnesium, phosphorus, potassium, sodium, and sulfur.
The remaining minerals are known as trace elements.

Woater

We usually do not think of water as being related to nu-
trition. But without it, humans cannot survive more than
a few days. Water helps regulate body temperature, serves
as a solvent for vitamins, minerals, and other nutrients,
acts as a medium for chemical reactions, serves as a lu-
bricant, and transports nutrients to and wastes from the
cells. Adults consume about 6 cups of water per day
through beverages; another 4 cups are obtained through
food; and about 1 cup is produced as a by-product of me-
tabolism. Sensible water loss occurs through perspira-
tion, urine, and gastrointestinal secretions. Evaporative or
insensible water loss occurs via the lungs and skin.
More than half of the body’s weight is comprised of
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water, and therefore rapid weight changes are usually a
reflection of fluid balance. This is especially true for in-
fants who have a greater proportion of water weight and
proportionately more extracellular fluid. Thirst is not an
accurate indicator of hydration status because it does not
occur until about 10 percent of the intravascular volume
is lost, or 1 to 2 percent of the intracellular volume is de-
pleted. Assessment of hydration and signs and symp-
toms of dehydration are discussed later in this chapter.

Nutritional Guidelines and Standards

Early guidelines addressed the nutritional needs of the
entire population, so they exceed the needs of most nor-
mal, healthy people. A diet that meets roughly two-thirds
of the Recommended Daily Allowances (RDAs) for each
nutrient is considered adequate.

Dietary Guidelines and the Food Guide Pyramid

The RDAs provide guidelines for specific nutrient quan-
tities for clinical applications. The six-group Food Guide
Pyramid (Fig. 6-1) was developed to make these rec-
ommendations easier for the public to understand and
follow. The pyramid can be used to evaluate individual
nutritional status and to educate people about nutrition.

SERVING EQUIVALENTS FOR FOOD
GUIDE PYRAMID GROUPS

1. Bread, cereal, rice, pasta:

1 cup ready-to-eat cereal

1/2 cup cereal nuggets or granola

1 1/2 cups puffed cereal

1/2 cup cooked cereal, rice, or pasta

2. Vegetables:

1 cup raw leafy vegetables

1/2 cup other vegetables, cooked or chopped raw

3/4 cup vegetable juice

3. Fruit:

1 medium apple, banana, or orange

1/2 cup chopped, cooked, or canned fruit

3/4 cup fruit juice

4. Milk, yogurt, cheese:

1 cup milk or yogurt

1 1/2 oz natural cheese

2 oz processed cheese

5. Meat, poultry, fish, dry beans, eggs, nuts:

2-3 oz cooked lean meat, poultry, or fish

1/2 cup cooked dry beans or one egg = 1 oz lean meat
2 tablespoons peanut butter or 1/3 cup nuts = 1 oz meat
6. Fats, oils, sweets:

Use sparingly

(Adapted from USDA Center for Nutrition Policy and Pro-
motion)
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Fats, Olls & Sweets KEY
USE SPARINGLY B Fat (naturally occurring and added)

K Sugars (added)

These symbols show fats and added sugars n loods.
Milk, Yogurt & Meat, Poultry, Fish, Dry Beans,
Cheese Group Eggs & Nuts Group
2-3 SERVINGS 2.3 SERVINGS
Vegetable Group Fruit Group
3.5 SERVINGS 2.4 SERVINGS

How a Nutritional Deficiency Develops

Nutritional deficiencies have characteristics that are rela-
tively unique to the specific nutrient that is lacking in the
diet. For example, diminished night vision is a classic
symptom of vitamin A deficiency, and fetal deformities are
associated with folic acid deficiencies in pregnancy. A
thorough nutritional assessment can identify deficiencies
long before actual clinical symptoms occur. The section
below describes the four stages of nutritional deficiency.

Stage |: Nutritional Deficiency Occurs

Malnutrition occurs when the nutrient in question is not
available for digestion, absorption, and metabolism. Pri-
mary malnutrition results when a specific nutrient is
lacking in the diet. Tron-deficient diets that result in ane-
mia in infants and young children and calcium-deficient
diets that cause osteoporosis in postmenopausal women
are examples. Secondary malnutrition results from im-
paired bioavailablity of nutrients to the body. Intake of nu-
trients may be adequate, but physiologic processes pre-
vent them from being digested, absorbed, or metabolized.
Primary and secondary malnutrition can occur together.

MT} CRITICAL THINKING ACTIVITY #1 ‘

Identify some other causes of primary malnutrition.

M!; CRITICAL THINKING ACTIVITY #2 ‘

Identify some causes of secondary malnutrition.

Bread, Cereal,
Rice & Pasta
Grovp FIGURE 6-1. Food Guide Pyra-
mid (Courtesy of United States Depart-
ment of Agriculture and Department of

Health and Human Services).

Stage 2:Tissue Reserves Decrease

When a nutritional deficiency occurs, the body mobilizes
tissue reserves to sustain metabolic processes. Nutrient
levels in the blood generally will remain within normal
limits as long as there are tissue reserves that the body
can depend on. However, if the intake deficiency per-
sists, tissue reserves become depleted and blood levels
of nutrients drop, causing biochemical abnormalities.

Stage 3: Biochemical Lesions Occur

Biochemical lesions are changes in serum values that
signal depletion of tissue reserves. Biochemical testing is
a valuable adjunct to nutritional assessment and may re-
veal nutrient deficiencies well before clinical signs and
symptoms occur.

Stage 4: Clinical Lesions Occur

Clinical lesions are physical changes that result from an
inadequate supply of one or more nutrients necessary
for tissue growth and maintenance.

Developmental, Cultural, and Ethnic
Variations

As people grow and develop, their nutritional needs
change. Developmental groups especially at risk for nu-
tritional problems include pregnant and lactating women,
infants and children, adolescents, and older adults.
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Infants, Children, and Adolescents

The growth and development that occur in infancy, child-
hood, and adolescence determine nutritional needs. For
example, brain development is at its peak from birth
through the second year of life, but after this, improved
nutrition will not enhance brain growth. Growth charts

Table 6-1
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are the standard against which infant and child growth is
evaluated (see Appendix B). Table 6-1 lists indications of
good nutrition in school-age children, and Table 6-2 sum-
marizes pertinent growth and developmental factors and
corresponding nutritional needs of infants, children, and
adolescents.

Indications of Good Nutrition in the School-Age Child

General Appearance Alert, energetic

Normal height and weight

Skin and Mucous membranes

Skin smooth, slightly moist; Mucous membranes pink, no bleeding

Hair Shiny, evenly distributed

Scalp No sores

Eyes Bright, clear, no fatigue circles

Teeth Straight, clean, no discoloration or caries
Tongue Pink, papillae present, no sores

Gastrointestinal system

Musculoskeletal system
deformities

Neurological system

Good appetite, regular elimination

Well-developed, firm muscles; erect posture, bones straight without

Good attention span for age; not restless, irritable, or weepy

Source: Lutz & Przytulski (2001).

Table 6-2

Nutritional Needs of Infants, Children, and Adolescents

DEVELOPMENTAL AND CORRESPONDING
AGE GROWTH FACTORS NUTRITIONAL NEEDS
Infants: Energy needs largely a result of high 100-200 kcal/day at birth, decreases to
Birth—12 metabolic rate, increased skin-to-body-size 80-100 kcal/day by 12 months.
months ratio (facilitates heat loss and requires

more thermal energy), and sucking and

crying activities.

Increased protein needs result from
rampant growth in first year

Fat is critical to developing nervous

system and is also an important energy

source at this age.
Fetal iron stores depleted around 4-6
months.

2.5-3.5 g protein at birth, decreases to 2 g
by 12 months.

30-55% of daily caloric intake should be
derived from fat.

Solids usually introduced around 4-6
months. Cereal is important source of iron.
Provide iron supplements if solids not
introduced. Do not give eggs and cheese

(Continued)
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Table 6-2 Nutritional Needs of Infants, Children, and Adolescents (Continued)

DEVELOPMENTAL AND CORRESPONDING
AGE GROWTH FACTORS NUTRITIONAL NEEDS
until immune system has matured, around
12 months of age.
Toddlers: Growth rate slows drastically and appetite Require all essential nutrients. Intake should
1-3 years decreases. Wish for autonomy also adhere to Food Pyramid guidelines.
contributes to selective appetite or refusal Serving size roughly 1 tablespoon per year
to eat. Parents usually become concerned of child’s age (e.g., 2-1/2 tablespoons of
about decreased/erratic appetite. rice for a 2-1/2-year-old).
Fat remains an essential nutrient for energy Whole milk is necessary through the second
and neurological development. year.
Risk of iron deficiency anemia related to Milk contains no iron, so limit it to 1 quart
decreased intake of iron-rich foods. daily because more will diminish food
intake.
Children usually dislike vegetables, so fiber Beginning at age 2, daily fiber intake should
intake throughout childhood tends to be low. be equal to child’s age + 5 grams of fiber.
Preschoolers: Continue to be very active. Growth continues  Needs average of 1800 calories/day. Requires
3-6 years at approximately 4-5 1b and 1-2 inches a same nutrients as adults but in lesser
year. amounts. 1 tablespoon per age in years
remains appropriate serving size.
At risk for iron-deficiency anemia, especially Monitor for iron-deficiency anemia.
those from low-income families, who are
also at risk for vitamin A and C deficiency.
Children are trying to master behaviors that Children should be learning optimal dietary
emulate the social norm and are practices.
internalizing nutritional patterns and habits.
School Age: Doubles first year’s weight by age 6. Energy RDA for caloric intake is 2000 calories/day.
6-12 years needs and requirements correspond to age
and activity.
Breakfast is important for optimal school Breakfast should include 25-30% of daily
performance nutrient intake.
Calcium and phosphorus are critical to RDA for calcium is 800 mg/day. Calcium and
prepubertal skeletal development. phosphorus retention is greatest just
preceding puberty, so encourage milk
intake.
Adolescence: Growth is erratic and occurs in spurts. 60 to 80 calories/kg needed to support
12-20 years dramatic growth and intense physical and

Sex hormones influence growth differences

between boys and girls: Boys’ needs related
to increased size, muscle mass, and sexual
maturation.

Continued skeletal growth with enhanced

needs for calcium and phosphorus Develop-
ment characterized by identity-seeking
behaviors and need to fit in with peers.
Consumption of soft drinks and fast food
increases. White female adolescents are at
greatest risk for anorexia nervosa and bulimia.

cognitive activity.

Boys have greater calorie, iron, and zinc
needs for sexual maturation. Girls’ needs
related to menstrual function.

Girls require even more iron for menstrual
function. Both sexes (especially athletes)
need vitamins B and C for protein
synthesis.

Need four servings of milk or dairy
products/day. At risk for developing
obesity or calcium deficiency if soft drinks
are substituted for milk.
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Pregnant Women

Good nutrition is critical to the developing fetus. Women
who fail to receive adequate nutrition before and during
pregnancy are at risk for premature birth, low-birth-
weight (LBW) infants, or infants who are small for ges-
tational age (SGA). These infants are at higher risk for
mental and physical disabilities and other congenital
anomalies. In addition, pregnant women who are poortly
nourished endanger their own health because maternal
nutrients are sacrificed to compensate for the increasing
demands of the growing fetus.

Pregnant women need an additional 300 calories a
day, and lactating women an additional 500 calories a
day. Development of the placenta, amniotic fluid, and
fetal tissues, and increases in maternal blood volume
during pregnancy require 10 g of protein a day. This re-
quirement can be met simply by adding one additional
serving each of milk and meat to the daily diet. Prenatal
vitamins and mineral supplements during pregnancy
and lactation are also critically important. Table 6-3 sum-
marizes the vitamin and mineral needs of pregnant and
lactating women.

Older Adults

Older adulthood begins at age 65. The senses become less
acute, and diminished taste of sweet and salty foods may
cause people to compensate by increasing sugar and salt.
Decreased gastric acidity can impede vitamin B, absorp-
tion. Antacid use impedes it further. Skin changes associ-
ated with aging impair vitamin D synthesis; so does spend-
ing less time outdoors. Diminished physical strength and
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decreased activity predispose older adults to bone de-
mineralization and loss. This problem is especially com-
mon in women who do not consume adequate calcium
and in postmenopausal women who have lost the protec-
tive advantage of estrogen. In addition, loss of urinary
sphincter muscle tone in women and urination difficulty
associated with prostate changes in men may discourage
fluid intake. Confusion, a common consequence of dehy-
dration, may impair mental status. Decreased income, loss
of the social context for eating (e.g., death of spouse), and
lack of accessibility to food markets are social and eco-
nomic aspects of aging that may adversely affect nutrition.
The RDA amounts beginning in early adulthood
change only moderately through the middle adult years.
The most significant changes beginning in midlife and
extending into older adulthood are related to the physi-
cal changes associated with aging. Energy requirements
are thought to decrease by about 5 percent per decade
after age 40. However, without dietary modifications,
weight gain will occur, with the risk for obesity-related
diseases. The RDA reflect a 200-mg increase in calcium
and a twofold increase for vitamin D to 10 pg after age
50. Unless fluid intake is restricted for medical reasons,
older adults still need 6 to 8 glasses of water daily.

People of Different Cultural/Ethnic Groups

Sociocultural patterns of food intake also influence nutri-
tional status. Cultural patterns of eating are learned and
reinforced early in life and are difficult to change without
conscious efforts and external support. Many cultures
have healthy eating habits. For example, the traditional
Asian diet provides adequate nourishment and is associ-

Table 6-3 Vitamin and Mineral Needs During Pregnancy and Lactation

VITAMIN/MINERAL FUNCTION

Vitamin C
Folic acid (400 ng)

Activates folic acid (folate), facilitates iron absorption, and helps build connective tissue.

Needed for fetal brain development. Deficiencies have been correlated with mental

retardation and neural tube defects.

Iron (30 mg)

Important for development of red blood cells. Is supplied to fetus regardless of mother’s

iron status, increasing risk of maternal anemia.

Calcium (1200 mg)

Necessary for fetal skeletal tissue. Derived from mother’s circulating supply, and unless

calcium reserves are replenished, pregnant women will experience compensatory

bone demineralization.

Fluoride (1 mg)

Fetal tooth bud development begins near end of first trimester. No recommendations

exist for fluoride supplementation during pregnancy, but children whose mothers
took fluoride daily during pregnancy have fewer cavities.

Zinc

A structural element of cells and an important mineral for a growing, developing fetus.

Not mobilized from maternal tissues and must be supplied to fetus through mother’s
diet. Deficiencies associated with small, malformed infants and difficult labor.

Source: Data from Glenn et al, 1982, and Lutz et al, 1997.
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ated with lower rates of the chronic diseases that plague
Western populations. However, now that Asians are be-
ginning to adopt Western food preferences, chronic dis-

eases are on the rise in these countries. In contrast, diets
in Western industrialized cultures are high in meat, sugar,
and fat (Table 6-4).

Table 6—4 Cultural Dietary Preferences

High-fat, high-sodium foods, fried foods, large amounts of animal fat, little fruit and

CULTURE DIETARY HABITS
African-American

vegetables.
Amish High in fats and carbohydrates.
Appalachian

Believe that plenty of food is associated with wealth. Use large amounts of lard and

preserve meats and other foods with salt.

Arab-American

Cook with spices and herbs, eat lamb and chicken, but no pork, believe it is

unhealthy to drink and eat at same time or mix hot and cold foods. Main meal is at

mid-day.
Chinese-American

Food at meals is eaten in specific order. Food often used as medicine to cure disease

and increase strength. Peanuts and soybeans popular.

Cuban-American

Staples include root crops, plantains, and grains. Meat is usually chicken and pork.

Typical diet is high in calories, starch, and saturated fats. Leisurely noontime meal,

late dinner.

Egyptian-American

Food is well done and well seasoned. Rice is main staple. Usually do not eat pork.

Do not mix hot and cold, sweet and sour foods. Main meal is at mid-day.

Fillipino-American

Meals are a time for socialization. Sharing food is important. Salt and vinegar used as

preservatives, leading to high sodium intake. Plants and herbs also used for

medicinal purposes.

Mexican-American

Celebrate with food. Food rich in color, flavor, and spice. Rice, beans, and tortillas

are staples. Hot and cold theory applies to food.

Navajo Native American

Food used to celebrate life events. Corn is a staple. Many have lactose intolerance

and do not drink milk, leading to Vitamin D deficiency.

Vietnamese-American

Because of people’s smaller size, normal caloric intake 2/3 less than that of other

Americans. Rice is main staple. Hot and cold theory applies to food. High
incidence of lactose intolerance.

Source: Adapted from Purnell and Paulanka, 1998.

» Introducing the Case Study

James Thomas, a 76-year-old African-American man, lives
alone in a two-story urban row home. His wife passed
away 6 months ago. He has a history of hypertension
(HTN), which is controlled with Lasix 40 mg od and Va-
sotec 5 mg bid. He has come for a routine bloo