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Unit One: Assessment Basics
· The comprehensive health history

· The influence of culture on health assessment

· The focused health history

· Documentation of physical examination findings
· Examination techniques and equipment
The comprehensive health history

LEARNING OBJECTIVES

1.
Recognize ethical considerations in patient-examiner relationships.

2.
Classify aspects of communication that affect the interview process.

3.
Obtain a comprehensive health history. 

4.
Apply the elements of a clinical presentation to a health history.

5.
Organize data according to a clinical history outline.

6.
Compare history taking for an adult with that for persons of various ages and conditions.

Outline for Chapter 1: The History and Interviewing Process
The Special Relationship

· Technology can never be a replacement for the human touch.

· This physical realization of our relationships with our patients, particularly when illness increases their vulnerability, cannot be replaced. Never forget that each experience with a health care provider is special for the patient. 

Knowing Yourself

· Analyze your own role, feelings, and behavior.

· Facilitate rapport.

· Ask yourself questions about the interaction to assess your own security.

· Gentle humor is appropriate.

· Analyze your own language and avoid negative stereotypes.

Partnership with the Patient

· The patient and the interviewer/examiner have a type of partnership that should promote patient satisfaction.

· This partnership is directed toward collecting psychosocial and biologic information about the patient in order to promote health.

· The goals include discovery, sharing, negotiation, union, and support.

An Ethical Context to the Partnership with the Patient

· Confidentiality and patient autonomy are encouraged. The principles for maintaining an ethical relationship should be followed, including beneficence, nonmaleficence, utilitarianism, fairness and justice, and deontologic imperatives.

Allopathic, Complementary, and Alternative Care

· A productive partnership with the patient requires an understanding of the many ways in which care may be sought.

· Its basic concept is wholeness or the unity of the physical, emotional, and spiritual within each of us. These concepts must be balanced, and chronic stress eased if illness is to be prevented.

· The modalities of complementary care can vary. They include, among others, acupuncture, aromatherapy, therapeutic touch, and herbal medications.

Communicating with the Patient

Factors That Enhance Communication

· Use approachable, professional demeanor and attire.

· Avoid reaction extremes; be sensitive to patient responses.

· Pursue patient experiences, using the patient's own descriptive terms.

· Ask open-ended, not leading, questions.

· Recognize potential language differences. Listening is the art of intelligent repose.

· Be explicit without patronizing.

· Clarify information without making value judgments.

· Ask a variety of questions to help clarify and interpret information.

· Be sensitive to subtle answers. It may take time before a patient’s verbal responses and nonverbal cues can be analyzed.

· Be sensitive to the patient who is anxious or depressed.

Moments of Tension

· Respond to personal inquiries without giving details. Allow moments of silence. Use time for analyzing nonverbal communication.

· Recognize patient cultural factors that may be similar to or different from your own experiences.

· Show understanding when a patient cries.

· Acknowledge anger and allow expression.

· Acknowledge a patient’s anxiety and confirm with the patient the best way to handle the anxiety.

· Maintain a professional demeanor even when a patient attempts to manipulate you.

· Demonstrate compassion without seduction.

· Pursue hidden data that the patient may be reluctant to share.

· Identify signs and symptoms of depression. Discuss these with the patient when appropriate.

· Pay particular attention to signals of potential suicidal tendencies.

· Maintain professionalism while exploring sensitive issues such as intimacy or money.

Age- and Condition-Related Variations

Children. Avoid patronizing actions. Anticipate anxieties and give reassurance. Include children in data collection. 

Adolescents. Recognize special needs of the adolescent. Because they may be reluctant to talk, give clear evidence of your respect for their need for confidentiality and for their impending adulthood.

Pregnant women. Recognize the relationship between the woman and her health care provider. Use the opportunity to include teaching. It provides a unique opportunity during a receptive time for teaching about health care practices.

Older adults. Avoid age stereotypes. Recognize perception or reception difficulties. Avoid exhaustion of the patient. Recognize physiologic and psychologic variations among older adults.

Patients with disabilities. Adapt approach to individual needs. Respect every person. Consider hidden and obvious concerns. Enlist family and translator support. Acknowledge hearing ability of blind patients. Acknowledge sight and lip-reading ability of deaf patients.

The History

Setting for the Interview

· Use a comfortable setting for data collection.

· Arrange seats to promote eye contact and attention.

· Maintain a conversational tone of voice.

· Avoid institutional or professional distractions.

Structure of the History

· The structure includes the following areas:

· Reason for seeking health care and underlying concerns (CC)

· Exploration of overall health and complaint (HPI)

· All medical and surgical experiences (PMH)

· Family factors (FH) such as health, illnesses, deaths, social history, and genetic and environmental circumstances

· Data on school, workplace, and social relationships (SH)

· Detailed review of body systems and relationship with chief complaint (ROS)

Taking the History

· Conduct appropriate introduction, giving your own name and role.

· Address the patient properly. Use formal names.

· Ask questions, using a chronologic and sequential framework.

· Listen to patient’s responses.

· Collect data on where, when, what, how, and why factors of the present problem.

· Verify the patient’s understanding of circumstances and treatment.

· Individualize and humanize the patient’s history.

An Approach to Sensitive Issues

· Approach sensitive issues with direct and firm questioning. State reasons why probing is necessary. Verbalize understanding without using patronizing comments. Provide privacy and proceed slowly.

· See Boxes 1-3 and 1-4 (p. 18) for CAGE and TACE questionnaires, which can be used to help estimate alcohol use and health risks.

· See Box 1-5 (p. 18) for the CRAFFT questionnaire, which can be used to gain information about alcohol and drug use in adolescents.

· A domestic violence history should be discussed, including these three questions: Have you been hit, kicked, punched, or otherwise hurt by someone within the past year? Do you feel safe in your current relationship? Is there a partner from a previous relationship who is making you feel unsafe?

· A religion history, including a patient’s perspective regarding religion, should be discussed openly if the interviewer deems necessary.

· A sexual history, including sexual preferences, should be discussed in relation to health needs.

Outline of Clinical History

· Chief complaint. Brief description of perceived problem.

· Present problem or illness. Chronologic course of events and state of health.

· Past medical history. Data of childhood and adult illnesses, immunizations, surgeries, serious injuries, medications, allergies, transfusions, screening tests, and emotional status.

· Family history. Pedigree diagram of diseases and family illnesses and death.

· Personal and social history. Socioeconomic and cultural data.

· Review of systems. Organ system review with detailed information depending on patient’s problem. Physiologic and psychologic data are organized according to body systems.

· Concluding questions. Before concluding the history, ask patient whether there is anything else that needs to be discussed.

General Guidelines

· Be courteous.

· Ensure physical comfort.

· Pursue general concerns of the patient.

· Provide guidance for collecting specific data.

· Be flexible.

· Avoid medical terminology or jargon.

· Be attentive, writing only key concepts.

· Encourage patient review and elaboration when concluding history.

· Frequently review the many guidelines for taking a history so that professional demeanor and performance will be developed and maintained.

· Consider the ethnicity of the patient when interviewing him or her.

· Identify the patient’s perceptions of illness.

See Box 1-8: Guidelines for History Taking At the Start, throughout, and at the finish (p. 23). 

See Box 1-9: Factors That Affect the Patient’s Perception of Illness (p. 24).

Age- and Condition-Related Variations

· Children. Newborn data include pregnancy, labor and delivery course, and infant birth condition. Neonatal data relate to congenital and first-month medical history. Infant and child data include dietary and developmental issues. Gestational and developmental conditions are pertinent family history data, especially when children witness violence. Age-specific social history includes such items as thumb-sucking and temper tantrums of children. System review data pertain to such age- and condition-specific information as cradle cap during infancy or dental condition during pregnancy.

· Adolescents. Ask adolescents about relationships, self-esteem, sexual relations, school, and recreational drugs. Use an exploring method of interview when working with adolescents.

· Pregnant women. Pregnancy presents specific concerns related to age at time of pregnancy, disease, toxic exposure, medications, genetic conditions, and fetal status.

· Older adults. Explore age-specific concerns, such as joint or heart pain, chronic conditions, medication use, functional assessment, and advance directives. The interrelationships of physical health, mental health, social situation, and the environment is particularly evident in older adults.

· The frail. There is the need for palliative care at any age.

See Box 1-17: Types of Histories (p.37) for guidelines on choosing and revising either the complete, inventory, problem (focused), or interim history format as needed to accommodate age or condition.

the influence of culture on health assessment

LEARNING OBJECTIVES

1.
Define cultural competence.

2.
Examine differences and similarities between ethnic and physical characteristics.

3.
Analyze the impact of culture on health beliefs and practices.

4.
Describe the cultural impact of disease.

5.
Examine modes of communication that explore a patient’s culture.

6.
Compare and contrast value orientations among cultural groups.

Outline for Chapter 2: Cultural Awareness
Cultural Competence

· The ability to offer better care within differing value systems and act with respect and understanding without imposition of our own attitudes and beliefs.

A Definition of Culture

· In general, culture defines a shared existence.

· Different aspects of one’s life, such as heredity and occupation, can represent exposure to many subcultures within a complex society.

· Several cultural factors may influence a person.

Distinguishing Physical Characteristics

· When possible, caregiver traits should be matched with patient preferences, such as a male urologist for a male patient, if requested.

· Assessment skills may be enhanced when providers and patients have common backgrounds, for example, religious or ethnic ties. Of course, the goal is to enhance communication and not to encourage biases.

See Box 2-1: Ways of Developing Cultural Competence (p. 38).
Impact of Culture

· Several terms are used to describe the values and behaviors of a person’s identity.

See Box 2-3: A Lexicon of Cultural Considerations (p. 40).
The Blurring of Cultural Distinctions

· A language preference is a major indicator of cultural identity.

· Stronger cultural factors may involve religious, economic, or political values that resist merging with another group or acceptance of one group by another, even when there is a shared language.

The Primacy of the Individual in Health Care

· The individual patient may be visualized as being at the center of an indefinite number of concentric circles that are constantly interweaving and overlapping.

· The outermost circles represent constraining universal experiences (e.g., death) and the circles closest to the center represent the various cultural groups or subgroups to which anyone must, of necessity, belong. 

· The constancy of change forces adaptation and acculturation. 

See Box 2-4: Questions that Explore the Patient’s Culture (p. 41).
Professional Cultures Within the Health Professions

· Certain groups tend to share values about time and activity perceptions, as well as concepts of human nature and relational importance; however, other groups may vary.

See Table 2-1: Comparison of Value Orientations Among Cultural Groups (p. 44).
The Impact of Culture on Illness

· Disease is shaped by illness, and illness—the full expression of the impact of disease on the patient—is shaped by the totality of the patient’s experience.

· The definition of “ill” or “sick” is based on the individual’s belief system and is determined in large part by his or her enculturation.

The Components of a Cultural Response

· When differences exist, you must be sensitive to them.

· Avoid assumptions about cultural beliefs and behaviors made without validation from the patient.

· Western education tends to blend health care into a homogeneous treatment and cure tradition. This unity of treatment protocols may not correspond with a patient’s perceptions of illness, nor with the culture or religious beliefs of that patient.

· Cultural groups arising from a specific geographic location or religious environment tend to have specific philosophic views.

· It is especially important that health care providers respect religious values and related dietary preferences of patients.

· Specific beliefs about medical care could help or hinder the healing process. These patient perceptions should be assessed and incorporated into the treatment plan.

· Ethnic attitudes need to be addressed when giving care to cultural groups.

Modes of Communication

· Verbal and nonverbal communication differ among groups. Some culturally related terms may have similar meanings, while other words describe subtle or completely different connotations. A certain word or glance may be interpreted as a funny faux pas, or as a tactless insult.

· The cultural and physical characteristics of both patient and practitioner may significantly influence communication.

See Box 2-6: Asking Questions in the Right Order (p. 46).
Health Beliefs and Practices

· Although few specific concepts transcend all cultures, there are some underlying “universal” themes.

· If examined with an open mind, certain similar beliefs are found throughout various cultures and subgroups. For example, in many cultural groups, a balanced life may be viewed in terms of yin and yang, or as “hot” and “cold.”

See Box 2-7: The Balance of Life: The “Hot” and the “Cold” (p. 47).
Diet and Nutritional Practices

· In Western society, similar views on moderation can be found in exercise routines and nutritional diets.

Family Relationships

· Family structure and the social organizations to which a patient belongs are among the many imprinting and constraining cultural forces.

Examination techniques and equipment

LEARNING OBJECTIVES

1.
Apply standard precautions for infection control to the examination process.

2.
Correctly obtain baseline data (vital signs, height, and weight) and describe the meaning of the findings.

3.
Differentiate various types of equipment used for physical examination.

4.
Describe the purpose of various types of equipment used for physical examination.

5.
Demonstrate the correct use of various types of equipment used for physical examination.

6.
Identify various techniques applied during a physical examination.

7.
Describe the purpose of various techniques used during a physical examination.

8.
Demonstrate correct application of the various techniques used during physical examination.

Outline for Chapter 3: Examination Techniques and Equipment
Precautions to Prevent Infection

· Infection control guidelines must be observed when performing examination techniques and using equipment.

· It is imperative for examiners to understand standard precautions and to follow protocols concerning hand washing, use of gloves, facial protection, and gowning.

· Examiners must also be familiar with the proper care of patient equipment and linens, environmental control, occupational health, and bloodborne pathogens.

· Precautions may be used to protect not only health care workers but also patients with compromised immune systems.

See Box 3-1: Guidelines for Standard Precautions (p. 52).

Latex Allergy

· The incidence of serious allergic reaction to latex has increased dramatically in recent years and occurs when the body’s immune system reacts to proteins found in natural rubber latex.

· Examiners must use precautions to prevent latex allergies and must be knowledgeable regarding which products contain latex.

Box 3-2 describes the different types of latex reactions (p. 53).
Examination Techniques

Patient Positions and Draping

· Most of the physical examination is conducted with the patient in the seated and supine positions.

· Other positions include prone, dorsal recumbent, lateral recumbent, lithotomy, and Sims.

Inspection

· Observation occurs throughout history and examination.

· The sense of smell is associated with observation.

· Note the patient’s verbal statements and body language.

· Ensure adequate lighting and exposure.

· Use focused attention without perceptual bias.

· Inspection includes the observations of nonverbal communication. Cultural considerations should be noted and accommodated as much as possible during the examination process.

See Box 3-5: Examination Techniques: Cultural Considerations (p. 56).
Palpation

· Palpation involves the use of your hands and fingers to gather information through touch.

· Use palmar surface and finger pads for sensitivity.

· Use ulnar surface of hands to discern vibration.

· Use dorsal surface of hands to discern temperature.

· Press in 1 cm for light palpation, followed by 4 cm for deep palpation.

· Have short nails and warm hands.

See Table 3-2: Areas of the Hand to Use in Palpation (p. 57).
Percussion

· Percussion is the use of sound waves to detect body tissue density.

· Percussion tone is loud over air, moderately loud over fluid, and soft over solid areas.

· Proceed from areas of resonance to areas of dullness.

· Firmly place middle distal phalanx on body surface. Snap the wrist of your other hand, and with the tip of the middle finger tap the interphalangeal joint of the finger that is on the body surface.

· Fist percussion is used to elicit liver, kidney, and gallbladder tenderness.

See Table 3-3: Percussion Tones (p. 57) and Box 3-6: Common Percussion Errors (p.59).

Auscultation

· Perform auscultation in a quiet setting.

· Listen for intensity, pitch, duration, and quality of sound.

· Listen for transitory and subtle sounds.

· Narrow perceptual field by closing your eyes.

· Perform auscultation last so that other findings will contribute to interpretation.

· Isolate sounds and listen to each of them.

Measurement of Vital Signs

· Pulse, respirations, blood pressure, and temperature offer baseline data.

· Count the pulsations while also noting their rhythm, amplitude, and contour.

· Inspect the rise and fall of the chest and count respiratory cycles.

· Note patient’s use of accessory muscles.

· Note patient’s temperature electronically or manually.

· Assessment of body temperature may often provide an important clue to the severity of a patient’s illness.

· Temperature measurement can be accomplished through several different routes, most commonly oral, rectal, axillary, and tympanic. 

· Blood pressure is a peripheral measurement of cardiovascular function.

· Cuff widths used with sphygmomanometers for adults should be one-third to one-half the circumference of limbs. Cuffs too wide will underestimate blood pressure, and those too narrow will overestimate blood pressure.

· Cuff width for children should not exceed two-thirds the length of the upper arm or thigh. Wrap should not overlap more than three-fourths the circumference of the extremity.

· Pain, because of its ubiquitous nature, its universality as a distress signal, and its frequency as a chief complaint, is more and more often being recognized as the fifth vital sign.

Measurement of Height and Weight

· Weights are measured on both platform and electronic scales.

· Infant and child scales measure ounces and pounds.

· Height-measuring devices are often attached to scales.

· Length-measuring devices are used on the examination table.

Modifications for Patients with Disabilities

· Each disability affects each person differently.

· A clinician’s sensitivity in asking only pertinent questions about the disability will increase the patient’s comfort and cooperation.

Patients with Mobility Impairment

· Transfers are relatively simple if the patient, assistant, and clinician understand the method that will best suit the patient’s disability, the room space, and the examination table.

· Patients may be moved via a pivot transfer, a cradle transfer, a two-person transfer, or with equipment such as slide boards.

Patients with Sensory Impairment

Impaired Vision

· Clinicians should identify themselves to the patient upon entering the room and leaving the room.

· Offer the patient a chance to examine any equipment before the examination.

· Encourage the patient to specify the type of orientation and mobility assistance needed.

Impaired Hearing or Speech

· The patient should choose which form of communication to use during the examination.

· When working with an interpreter, speak at a regular speed and directly to the patient, not to the interpreter.

Special Concerns for Patients with Disabilities

Bowel and Bladder Concerns

· Some disabled patients do not have voluntary bladder or bowel movements.

· A bladder or bowel routine could affect the pelvic or rectal examination.

Autonomic Hyperreflexia

· Also called hyperflexia or dysreflexia

· Describes a set of symptoms common to people with spinal cord injury. It is often due to stimulation of the bowel, bladder, or skin below the spinal lesion.

· Common symptoms may include high blood pressure, sweating, blotchy skin, nausea, or goosebumps.

Hypersensitivity

· To help prevent possible discomfort or spasms, ask the patient about hypersensitive areas of the body before the examination.

Spasticity

· Spasms may be a common aspect of a disability, ranging from slight tremors to quick, violent contractions.

· Spasms should be allowed to resolve before the examination is continued.

Instrumentation

Stethoscope

· Acoustic stethoscopes with a bell and diaphragm are most commonly used.

· Tubing on the stethoscope should be 12 to 18 inches to minimize distortion. Earpieces should fit snugly and comfortably, and should point toward the nose.

· Sound waves are transmitted to ears by using a rigid diaphragm and bell endpiece.

· Magnetic stethoscopes have compression diaphragm activated by an air column.

· When using a stethoscope, stabilize it by holding diaphragm between the second and third fingers. Avoid touching the tubing.

Doppler

· Dopplers may be used for fetal monitoring as well as for infants, children, or obese adults. The high ultrasonic frequency helps locate hard-to-detect sounds, such as systolic blood pressure for a person in shock.

Fetal Monitoring Equipment

· Fetal heart sounds or beats are assessed with fetoscopes, Leff scopes, and electronic fetal monitors.

Ophthalmoscope

· Ophthalmoscopes have various apertures that produce different types of light beams.

· Structures are examined through a series of lenses.

· Rotate plus and minus lenses to focus structures being viewed.

See Table 3-4: Apertures of the Ophthalmoscope (p. 71).
Strabismoscope

· A strabismoscope is used to check eye movement and strabismus, especially in children.

Visual Acuity Charts

Snellen Alphabet

· The Snellen visual acuity chart contains graduated sizes of letters and numbers.

· The E chart may be used for illiterate or non-English–speaking patients and for children.

· The numbers on Snellen and E charts indicate the degree of visual acuity from a distance of 20 feet (i.e., the distance from which a person with normal vision could read the indicated line).

· Visual acuity is recorded as a fraction: the numerator is 20 and the denominator is the reading distance. The larger the denominator, the poorer the vision (Fig. 3-16, A, p. 73).

Tumbling E

· A non-alphabet version of the Snellen chart.

· The person being tested must determine which direction the "E" is pointing—up, down, left, or right—by holding out four fingers to mimic the letter (Fig. 3-16, B, p. 73).

HOTV

· This test consists of a wall chart composed only of the letters H, O, T, and V. The child is given a testing board containing a large H, O, T, and V.

· The examiner points to a letter on the wall chart, and the child points to (matches) the correct letter on the testing board (Fig. 3-17, p. 74).

LH Symbols (LEA Symbols)

· The LEA Symbols chart consists of four optotypes (circle, square, apple, house) that blur equally.

· The child has to find a matching block or point to the shape that matches the target presented. 

· The visual acuity is determined by the smallest symbols that the child is able to identify accurately at 10 feet (Fig. 3-18, p. 75)

Broken Wheel Cards

· The Broken Wheel test consists of six pairs of cards with the following acuities: 20/100, 20/80, 20/60, 20/40, 20/30, and 20/20. 

· In each pair, one card has solid wheels while the other has Landolt C or “broken” wheels, and the child identifies the card that has the broken wheels on the pictured car. 

· Record the acuity of the card with the smallest car for which the child can distinguish the broken wheels (Fig. 3-19, p. 76)

Near Vision Charts

· The Rosenbaum chart, Jaeger chart, or the newspaper can be used to measure near (close-up) vision.

· See Figures 3-16, A, (p. 73) and 3-20 (p. 77) for examples of the Snellen and Rosenbaum charts.

Amsler Grid

· The Amsler grid is used to evaluate individuals at risk for macular degeneration (Fig. 3-21, p. 77).

Otoscope

· Otoscopes illuminate the external auditory canal and tympanic membrane.

· Select the largest comfortable speculum for the patient’s ears.

· A glass plate acts as a viewing window.

· Pneumatic attachment evaluates tympanic membrane movement.

· Both a large otoscope speculum and nasal speculum are used to view nostrils.

Tympanometer

· A tympanometer is used to assess the interrelation of the middle ear structures.

· A tympanogram gives a graphic picture of air pressure variations and middle ear compliance.

Nasal Speculum

· A nasal speculum and penlight is used to examine nose turbinates. The lower and middle turbinates can be assessed.

Tuning Fork

· Tuning forks are activated vibrations.

· Lightly tap the fork to cause vibration.

· Hold the tuning fork by its base.

· Auditory fork frequencies are 500 to 1000 Hz.

· Sensation fork vibrations are 100 to 400 Hz.

Percussion (Reflex) Hammer

· Deep tendon reflexes are activated with percussion hammers.

· Use rapid snap of the wrist to smoothly, quickly, firmly tap the tendon.

· The rubber pointed end of the hammer is used on small areas.

Neurologic Hammer

· A neurologic hammer has a soft brush and sharp needle for detecting sensory perception. A disposable needle, pin, or the sharp end of a broken tongue blade can be used instead of the sharp needle on the neurologic hammer. The sharp needle is generally not used more than once because of the risk of cross-infection.

Tape Measure

· Tape measures are used for measuring circumference, length, and diameter.

· Tapes should be nonflexible for accuracy; when using, guard against wrinkling, skin depression, or cutting.

· For repeated measurements, mark skin to ensure the same tape position.

Transilluminator

· Transilluminators have narrow beams of light used to view air, fluid, or tissue in body cavities.

· Note the red glow of light while examining for irregularities.

· Flashlight adapters or penlights can be used for transillumination.

Vaginal Speculum

· A vaginal speculum is composed of two blades and a handle.

· Blades open by squeezing handles of the instrument.

· Vaginal specula may be plastic and disposable, or made of reusable metal.

· The Graves speculum has a bottom blade longer than the top one.

· The Pederson speculum has narrower and flatter blades.

Goniometer

· Goniometers are used to measure joint flexion and extension.

· The protractor is placed over the joint and aligned to read the measurement.

Wood’s Lamp

· A Wood’s lamp is used to assess skin lesions. A yellow-green fluorescence indicates the presence of fungi.

Dermatoscope

· A dermatoscope is a skin surface microscope used to confirm a diagnosis or determine which skin lesions require biopsy or removal. 

· Oil is used on a skin lesion to better visualize surface microscopy.

Calipers for Skinfold Thickness

· Calipers are designed to measure the thickness of subcutaneous tissue at certain points on the body.

Monofilament

· The monofilament is a device used to test for loss of protective sensation, particularly on the plantar surface of the foot. Test sites should be random and should last approximately 1.5 seconds.

See Box 3-8: What Equipment Do You Need to Purchase? (p. 85).
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Health History and Interviewing Process

· Begin and are the heart of the diagnostic and treatment process

· Used to:

· Discover information leading to Dx and Tx

· Educate client on Dx

· Negotiate client outcomes and course of management

· Counseling health promotion and disease prevention

· Based on honesty, empathy, and respect

· Is perhaps the most interpersonal part of advanced practice

· Encompasses the ethical concepts of autonomy, beneficence, nonmaleficence, utilitarianism, fairness and justice, and deontologic imperatives

· Client perspective always prevails.

Health History and Interviewing Process

· Delicate balance between stoic and laid back

· Nonverbal cues just as important as verbal

· Certified translators must be sought

· Early in the interview, use open ended questions; later, provide more focused (closed-ended) questions

· Avoid judgment-laden and leading questions (“Don’t ask why?”)

· Seek clarity in an open-ended fashion

· No Hx is complete without assessment of past ad present life situation, reaction to earlier events, and coping method

Health History and Interviewing Process

· How are you feeling today?

· What can I do for you today?

· What do you think is causing your symptoms?

· What is your understanding of your Dx, its importance and mgmt?

· Tell me your feelings about having this illness.

· Do you believe Tx will help?

· How are you coping with this illness? Drinking? Drugs? Talking with others?

· Do you want to know all of the detail about your Dx and its future effects?

· Do you want to know all of the detail about your Dx and its future effects?

· How important is “doing everything possible?”

· How important is life quality?

· Have you prepared a living will?

· Who can you talk to about your illness?

· Who should we contact about your illness/hospitalization?

· Do you expect emotional support from the health team?

· What are your financial concerns?

· How would you like to be addressed?

· How private are you?

· Any preference in gender of your provider?

· What about your Hx do you not want disclosed to others?

Health History and Interviewing Process

· Self-disclosure is helpful but must be purposeful

· Silence can be beneficial but also detrimental

· Use open-ended questions to assess depression—ALWAYS watch for s/s of suicide

· Seductive behavior must be confronted; the client reminded of professional roles

· Question the client about anger and allow expression

· Approach adolescents by first asking about their daily life activities, then ease into Hx

· 1st pregnancy interview: Inquire about past health Hx; assess health practices; and assess pregnancy knowledge

· Speak slowly and clearly for older adults w/ hearing loss

The Comprehensive Health History

· 1st Objective: ID matters client defines as problems

· Need to remain with a sense of subjectivity

· Sit comfortably at ease; maintain eye contact and a conversational tone.

· Structure:

· CC

· Hx of Present Problem

· PMH

· Family Hx

· Personal and Social Hx

· ROS

· Physical Exam

· Diagnoses/Assessment

· Plan

The Comprehensive Health History

· Introduce yourself (1st names?)

· Find out parents names, avoid “Mother or “Father”

· Sit an easy distance form the client

· “Why are you here today?– Iatrotropic Stimulus (Listen 1st—then respond)

· Give structure to the present problem: 

· Chronological and sequential framework

· Proceed to family and PMH, emotional concerns, and social accompaniments to the present concerns

· Always ask client to repeat information given

· Relevant Questions:

· Where are the symptoms located precisely—where is the pt. when the complaint occurs? What is he or she doing?
· When? When did it begin? Does it come and go? If so, how long? What time of day/week?

· What? What does it mean to you (impact)? How does it feel (quality/intensity)? Has it interrupted life? Anything related? What makes it better/worse?

· How? How did this come about? Same times as other activities? Similar episodes in friends/family? Anyone else feeling similar? Who helps you cope?

· Why? Why do you think you are having this problem?
The Comprehensive Health History

· Sensitive Issues:

· Privacy is essential; also true w/ older adult and adolescent

· Be direct and firm

· Don’t apologize for asking a ?

· Do not preach and do NOT judge

· Do not patronize yet ensure understanding

· Do not push an issue: proceed slow 

· Ask the CAGE Questionnaire

· “How would you classify your spiritual heritage?”

· Do you belong to a formally organized congregation?”

· “What religious writings are important to you?”

· “Are you satisfied with your sexual life? Any concerns? It is certainly OK if you do—most people have some.”

· 10% of clients will be GLBT: “Are your partners men, women, or both?”

· Acknowledge the client’s bravery for revealing their orientation to you

The Comprehensive Health History

· Chief Complaint:

· Included is reason for care, age, sex, marital status, previous admissions, occupation

· History of Present Problem:

· Chronological order of events

· State of health prior to CC

· Complete description of 1st s/s: “When did you last feel well?”

· Exposure to infections/toxins

· Describe a typical “attack”: Onset; duration; associated symptoms: pain, fever, chills, fever jaundice, hematuria, seizures); exacerbating or relieving factors (position, diet, Rx)

· Life Impact: Marriage, leisure activities, role performance, stress coping; how the client is functioning given the illness

· Stability: Getting better? Worse? Same?

· Immediate reason for seeking care

· Compulsive appropriate system review if involves single/multiple systems

· Current Rx: (including OTC and home): Drug, Dose, Route, Frequency, Prescriber

· Your summary of the Hx

· Prioritize listed problems in the Hx

The Comprehensive Health History

· PMH:

· General health & strength

· Childhood Illnesses: MMR, whooping cough, varicella, rheumatic fever, diphtheria, poliomyelitis

· Major Adult Illnesses: TB, hepatitis, N/IDDM, HTN, MI, infectious diseases, nonsurgical hospitalizations

· Immunizations: Polio, diphtheria, hepatitis, pertussis, tetanus, BCG (last PPD); reactions to any immunizations

· Surgery: Dates, hospital, physician(s), Dx, complications

· Past injuries: complications, and health impacts

· Loss of ability in ADLs

· Rx: Past, current, recent, drug, route, dosage, frequency

· Allergies: Rx, food, environmental; reaction 

· Transfusions/ Exposure to blood products, reactions

· Emotional Status: Mood and affect

The Comprehensive Health History

· Family Hx:

· Ask the client about current state of life of relatives (if dead—What age? What diseases?)

· Question Hx of: heart disease, HTN, CA, TB, CVA, epilepsy, N/IDDM, gout, renal disease, thyroid, pulmonary problems, blood dyscrasias, STDs/Infectious diseases, age and health of spouse and children

· Review at least 2 generations

· Genograms oftentimes helpful

· Social Hx:

· Personal Status: birthplace; where raised; parental divorce; socioeconomic class; culture; education; position in family; martial status; satisfaction with life; sources of stress

· Habits: 24-hour diet recall; patterns of eating/sleeping; quantity of tobacco products, drugs, and ETOH, caffeine; BSE/TSE

· Sexual Hx: See previous slide

· Home Conditions: building/economic condition; type of health insurance; presence of pets

· Occupation: Type, exposure to harm; hours and working conditions; protective devices required/worn

· Environmental: Travel inside/outside US; water supply; sources of potential infection

· Military Record: Served inside/outside US; immunization Hx

· Religious Preference

-  Concerns of financial burden of care

The Comprehensive Health History

· ROS: 

· Constitutional: Fever, chills, malaise, fatigue, night sweats, weight record

· Diet: Appetite; likes/dislikes; restriction (with reasons); MVN/supplements; use of caffeine

· Dermatological: Rash/eruptions; itching; pigmentation changes; hair loss/growth

· MS: Joint stiffness, pain; restrictions in ROM; edema, erythema; heat; deformity;

· HEENT: 

· Head: Frequency of HA (location/description/ associated s/s); syncope; change in LOC; 

· Eyes: Acuity; blurring; diplopia; photophobia, injury; pain; glaucoma; use of gtts/Rx; 

· Ears: Loss; pain; edema; DC; tinnitus; vertigo

· Nose: Olfaction; colds; epistaxis; trauma; sinus pain; postnasal gtt

· Throat/Mouth: Hoarseness/change in voice; sore throat frequency; bleeding/edema gingivae; abscesses or oral infections; extractions; tongue edema/soreness; ulcers; taste perversion

The Comprehensive Health History

· ROS:

· Endocrine: thyroidomegaly/tenderness; heat or cold intolerance; wt. change; N/IDDM (3 Ps); dermal striae; increased hat/glove size

· Males: puberty onset; erectile function; DC; testes pain; libido; infertility

· Females: onset of menses; regularity; flow; dysmenorrhea; LMP; DC; burning; puritus; last Pap; libido; intercourse frequency; dysparenunia; infertility

· Pregnancies: P/G/A (spontaneous/elective); duration of pregnancies; status of delivery; complications; BC use

· Breasts: pain; tenderness; DC; lumps; galactorrhea; mammogram Hx; SBE

· Pulmonary: dyspnea; cyanosis; wheezing; cough; sputum (color/viscosity/odor); hemoptysis; night sweats; exposure to TB; date and results of last CXR

· Cardiovascular: chest pain; associated/relieving factors; timing and duration; palpitations; dyspnea; orthopnea (x ?); edema; caludication; previous MI; exercise tolerance (in city blocks); past EKG/cardio tests

· Hematologic: anemia; bleeding/bruising tendency; thromboses; DVTs; transufions; dyscrasias

· Lymph: Enlargement; tenderness; suppuration

The Comprehensive Health History

· ROS:

· GI: appetite; digestion; intolerance of foods; dysphagia/dyspepsia; N/V/D/C; hematemesis; change in bowel habits/stool; flatulence; hemorrhoids; hepatitis (clay-colored stool; dark urine; jaundice); PUD; cholelithiasis; tumor; previous diagnostic tests and results

· GU: dysruia; flank/ suprapubic pain; urency; frequency; nocturia; hematuria; polyuria; hesitancy; DC; loss in stream force; stones; edema; incontinence (when/associated behaviors); hernia; STDs; STS

· Neurologic: syncope; epilepsy; weakness/paralysis; difficulty in coordination; tremors; loss of memory

· Psychiatric: depression; mood changes; concentration difficulty; nervousness; tension; suicidal ideation; sleep disturbance

The Comprehensive Health History

· Pediatric Hx:

· Hx is taken from parent

· Involve child as much as age-appropriate

· Some questions in PMH will reflect the age of the child

· Inquire about health during pregnancy/ neonatal period:


· General health

· Specific diseases or conditions during pregnancy (infections; weight gain/loss; edema; HTN; hemorrhage)

· Quality of fetal movts

· Emotional/behavioral status

· Radiation exposure

· Use of ETOH/ illicit drugs

· Duration of pregnancy

· Labor/delivery duration, complications, use of anesthesia/devices

· Condition of neonate—Apgar score

· Neonatal period: Congenital anomalies. O2 requirements, any treatments received, first month of life; degree of early bonding

The Comprehensive Health History

· Pediatric Hx (ctd):

· Feeding: Bottle/breast? Frequency of feeding; tolerance; wt. gain

· Present diet and feeding patterns; age of solids introduction; ability to feed self

· Developmental milestones; Age when:

· Head erect while sitting

· Roll from front to back and back to front

· Sit alone unsupported

· Stand/walk with support and alone

· Use words

· Talk in sentences

· Dress self

· Toilet trained

· School performance and progression

· Age of 1st teeth, loss, eruption of permanent teeth; dental visits

· Maturational: Menses; pubertal development; 

· Illnesses: Immunization Hx, infections, hospitalizations

The Comprehensive Health History

· Pediatric Hx (ctd):

· Family Hx: Same as adult; but also inquire regarding deceased children; pregnancy complications

· Social Hx: Personal status (school; tantrums, bed wetting/encopresis; account of the day of the parent); Home conditions (parental occupations; marriage status; food preparation; Maslow’s Hierarchy of Needs)

· ROS: 

· Dermatological: eczema, seborrhea

· HEENT: otitis media, snoring, mouth breathing, allergies; dental health

The Comprehensive Health History

· Remember Maslow’s Hierarchy of Needs:

The Comprehensive Health History

· Adolescents:

· Role Identity vs. Role Diffusion (Erickson)

· Close association w/ friends

· Attachment to parents

· Lack of involvement in extracurricular activity

· Poor self concept

· Need to appear “mature”

· Peer pressure/media influences

· Skewed knowledge and beliefs (smoking, ETOH, drugs)

· Points of Discussion:

· Bed wetting

· Menses

· Concerns w/ body image

· Pregnancy

· Sexual orientation issues (suicide)

· Sex/STI/HIV

· Parental attitudes/demands

· School and performance

· Thoughts about life and death

The Comprehensive Health History

· Pregnancy:

· Pregnancy is normal and is not pathology

· CC: Age, marital status, G/P/A (S/E), LMP, PUMP, expected delivery date, occupation (including dad)

· OB Hx: Date of delivery, pregnancy length, wt. of infant—delivery method, complications, type of Cesarean scar if applicable

· PMH: Risk for HIV, hepatitis, TB, environmental exposures, occupational hazards, intrauterine growth restriction (IUGR)

· Family Hx: Focus on genetic problems

· Social Hx: Use of ETOH/smoking/drugs; attitudes towards gender of fetus, social supports, mothering experiences

· ROS: Assess for s/s of DM; special attention to CV/Reproductive systems; GU and renal assessment; pulmonary function status

· Risk: DM; premature labor; preeclampsia; eclampsia; PIH.

The Comprehensive Health History

· Older Adults:

· Interpret the unexpected as such (Confusion: UTI? CVA? Dementia?)

· Assess and watch for Rx interactions

· Assess for polypharmacy

· Functional assessment of ADLs

· Interrelationship between physical-mental-social-environmental health

· Need for documentation of advanced directives

· Important for provider to ascertain power of attorney

Influence of Culture

Theoretical Foundations: Madeleine Leininger:

Influence of Culture

· The whole human behavior, including ideas and attitudes, ways of relating to each other, manners of speaking (language), and the material products of physical effort, ingenuity, and imagination

· Using physical characteristics of an individual to classify culture is a trap!

· Poverty and inadequate education have a cultural impact that is reflected in health and medical care

· Poorly educated and poverty = higher morbidity & mortality

· Whites more subject to invasive cardiac tests; Blacks have higher rates of prostate/colon CA; Native Americans higher incidence of obesity, diabetes, and alcoholism

· We must strive to break down stereotypes; explore using open-ended questions and understand client’s beliefs and practices

Influence of Culture

· Culture effects all areas of client care

· More of an impact in areas such as:

· Health beliefs and practices

· Diet and nutritional practices

· Nature of relationships within the family

· Impact of religion on health

· Modes of communication (speech, body language, and space)

· Patient-centered vs. Family-centered models of care

· Navajo Americans may shy from negative diagnoses and data

· Don’t be afraid to ask for criticism regarding your perceptions of the client’s culture

Influence of Culture

· Many cultures believe in a balance between the individual and the environment in preventing illness and disease:

· Hispanic

· Native American

· Asians

· Arabs

· Consider herbs and other additional plant and other (non harmful) remedy as complementary

· An individual may belong to many groups and the behaviors and attitudes of one of those groups can override the impact of cultural values of other groups the person belongs

· Watch for subtle personal nuances and inflections of judgment; BE OPEN MINDED!

Focused Health History

· Obviously because of time, a comprehensive history is not always feasible

· After the initial visit, the client’s database should be updated

· Comprehensive information is obtained at time of admission or initial visit/consult

· Critical/emergency assessments do not afford the luxury of lengthy interviews

· Comprehensive data is focused on the body system(s) involved at time of presentation

· Examiner must always prioritize via: 

· Airway

· Breathing

· Circulation 

· Physiologic needs

· Psychosocial needs

· Potential needs

________________________________________________________________________

Diagnostic Reasoning

Original content designed by Lygia Holcomb, DSN, ARNP, C-FNP
· The heart of professional nursing care: It is through diagnostic reasoning processes that nurses examine any data relating to patient care to identify the problem at hand and help the patient find ways either to solve it or adapt to the condition

· The process of integrating the patients history and physical exam with statistics, epidemiology, cultural sensitivity, health theory and previous experience to derive diagnoses

· Probability:

· This is one of the things that nurses don’t like about primary care practice and diagnostic reasoning  

· We want the “right” answer, not the “Probable” one  

· However, medical diagnosis deals with calculated guesses

· However, there is a Medical Clinical Decision Making Model to follow in making diagnoses

Diagnostic Reasoning
Original content designed by Lygia Holcomb, DSN, ARNP, C-FNP

· Steps in the Medical Clinical Decision Making Process:

· Data Collection:

· Health History

· Most important part of physical assessment

· History data accounts 70 % toward making diagnosis

· Problem can be that that if limit to Chief complaint: may miss patient’s true agenda, not promotional of health, wellness, or prevention

· PE 

· A through physical exam can add  additional information to make good diagnosis

· Accounts for 20-25% of diagnostic process

· Lab tests (provide less than 10% help toward reaching a diagnosis) 

· Data Processing:

· Clinical reasoning to derive diagnoses and plan

· Deriving differential diagnoses 

· Order clues to diagnosis (ex. history, exam, lab information) on an imaginary slate in your mind where names of diseases are inscribed that are considered as hypotheses for the diagnosis

· Documenting

· SOAP charting 

· Problem list development

Diagnostic Reasoning
Original content designed by Lygia Holcomb, DSN, ARNP, C-FNP

· Data Collection:

· Symptomology:

· Every symptom the patient identifies must be followed up by using the Symptom analysis 

· OLD CART is one pneumonic for remembering the symptom analysis

· O onset- Setting

· L Location 

· D duration, timing, frequency

· C  Character or quality, Severity or intensity

· A  Associated symptoms

· R Aggravation/alleviating factors

· T Any treatment,  Patient’s perception of meaning of symptom

· Symptoms (symptoms are something the patient “feels “ [identifies])

· Accuracy? 

· Consider the reliability of the observer, 

· are they emotional or desire to malinger, 

· is memory adequate, 

· what importance does patient attach to symptoms 

· Signs (identified by a trained health professional); Are signs:

· Normal? or Highly significant? Constant or vary with bodily motion?

Diagnostic Reasoning
Original content designed by Lygia Holcomb, DSN, ARNP, C-FNP

· Lab data

· Is it consistent with clinical picture, 

· could specimen have been adulterated, 

· what is reputation of lab, 

· are you confident in result  

· If something is diagnosed on Xray, 

· was it there last Xray,

·  who read, 

· who took film

· Includes demographic information sex, age, ethnicity area of residence, habits, lifestyle

· 
example, “Age” calls to mind all diseases of contemporaies (similar age) and excludes other disease uncommon in that age group

· 7 variables of a symptom are important=  eg duration of a disease can influence diagnosis

Diagnostic Reasoning
Original content designed by Lygia Holcomb, DSN, ARNP, C-FNP

· Deriving differential diagnoses:

· order clues to diagnosis (ex. history, exam, lab information) on an imaginary slate in your mind where names of diseases are inscribed that are considered as hypotheses for the diagnosis

· As each name is added, attributes are considered and other hypotheses are dropped if less satisfactory (pattern matching with classic signs and symptoms)

· Examine each piece of pertinent data; Verify: 

· identify abnormal findings, 

· localize findings by anatomy, 

· interpret findings in terms of probable process (pathology)

Diagnostic Reasoning
Original content designed by Lygia Holcomb, DSN, ARNP, C-FNP

· Data Processing:

· Includes analysis of 

· demographic information, sex, age, ethnicity area of residence, habits, lifestyle

· 
example, “Age” calls to mind all diseases of contemporaies (similar age) and excludes other disease uncommon in that age group.

· 7 variables of a symptom are important=  eg duration of a disease can influence diagnosis

· Location (Place in body system) also must be consistent with diagnosis

Diagnostic Reasoning
Original content designed by Lygia Holcomb, DSN, ARNP, C-FNP

· Clustering Data:

· A patient may not manifest all symptoms of a disease

· Fit as many of the clues together into a meaningful pathophysiologic relationship

· Data processing multiple symptoms into a single diagnosis is called  “Occam’s razor” = this rule tries to explain all the symptoms by one diagnosis.  This is useful but not always correct

· Vindicates (a pneumonic to help one think of all diagnostic possibilities) Problem could be:

· V ascular

· I nflammatory/infectious

· N eoplastic

· D egenerative

· I ntoxication/iatrogenic

· C ongenital

· A llergic/autoimmune

· T rauma

· E ndocrine

· S ocial/psychologic

Diagnostic Reasoning
Original content designed by Lygia Holcomb, DSN, ARNP, C-FNP

· “Uncommon signs of common diseases are more common than common signs of uncommon disease”

· However: A “rare” disease is not rare for the patient with the disease

· Not to be missed or RED FLAGS:

· Missing a potentially life-threatening and treatable condition: 

· meningococcal meningitis

· bacterial endocarditis 

· subdural hematoma

· tubal pregnancy

Diagnostic Reasoning
Original content designed by Lygia Holcomb, DSN, ARNP, C-FNP

· Use of inductive and deductive reasoning:

· Inductive reasoning is based on inference rather than fact

· e.g. Most patients with MI and ventricular irritability have suppression of the ectopic focus with lidocaine.  A 48 yo man is hospitalized with acute MI and has frequent ventricular extrasystoles. Lidocaine is the drug of choice.

· Deductive reasoning: 

· Establihing a conclusion about and individual on the basis of established general facts

· e.g. Gonorrhea in the male is associated with a yellowish discharge from the penis. The chance of getting gonorrhea increases with number of sexual partners a 32 yo man with several sexual partners has a penile discharge. He has gonorrhea.

· The probability of a disease:

· varies from location to location, inpatient, outpatient, medical specialty

· Signs and symptoms can be described by statistical probability of disease with their operating characteristics sensitivity and specificity

· Sensitivity: Proportion of people with a disease that test + on a given sign, symptom, exam finding, lab etc .  High sensitivity finds most people with a disease (with few false neg)

· Specificity: Proportion of people without a disease who test neg. ( true neg)

Diagnostic Reasoning
Original content designed by Lygia Holcomb, DSN, ARNP, C-FNP

· Tests of diagnosis a “good” diagnosis:

· Parsimony

· Does one disease account for an entire cluster of clues

· Chronology

· Is diagnosis correct based on  timing of onset and course 

· Degree of sickness

· does degree of illness agree with diagnosis

· Prognosis

· If two diagnoses seem equally probable and neither can be immediately proved, initial select better prognosis for benefit of patient and family

· Therapeutic tests

· If choice of two diagnosis and one is fatal and the other has successful therapy, try a therapeutic test

· Cost and danger of tests

· Weigh the benefit of prompt diagnosis against the strategy of delay due to dangerous or costly tests

· Rare disease

· Rare diseases occur rarely

Diagnostic Reasoning
Original content designed by Lygia Holcomb, DSN, ARNP, C-FNP

· No diagnosis can be reached. Now what?:

· Repeat history and physical

· Repeat lab

· Defer diagnosis

· 
Don’t let record room rules or reimbursement policies force a premature diagnosis (just label the presenting symptom/s)

· Consult or Refer

Diagnostic Reasoning
Original content designed by Lygia Holcomb, DSN, ARNP, C-FNP

· Plan:

· Diagnostic

· If a diagnosis is clear there may be little need for further diagnostic workup, however if not clear a differential diagnosis can be written with workup for each diagnosis
· Therapeutic 

· medications, other treatments

· and Educational

· re diagnosis, anticapatory guidance, health maintenance, illness prevention

· Follow up (always include even if just PRN)

· Remember common disease are “common”

· If you hear hoof beats in central park think horses not gazelles,  

· In contrast is a common diagnosis cannot account for all symptoms look for another less common diagnosis

Documentation of Findings


· SOAP Format:

· The SOAP format is used for documentation in many primary, acute, and chronic care environments

· S= subjective (Health history, data patient of other source provide)

· O= Objective (data you collect from physical exam, and lab)

· A= diagnoses

· P= Plan of treatment ( what you , patient, others are going to do to improve/Maintain  patient health)

· 3 types of assessments or diagnoses

· 1. Health maintenance issues, 

· 2. Acute, self limiting health problems 

· 3. Chronic health problems

· Record all data +/- that contribute to assessment

· Omit negative findings that do not contribute

Documentation of Findings

· Avoid redundancies, example (“red, in color”, “tender to palpation”).  Describe what you observe not what you did

· Use only common accepted abbreviations.  Use diagrams when they help with information. Examples: Genogram, body map for locating, drawings of size or shape

· Problem Lists:

· Each patient record should contain a problem list

· Summary of physical, mental, social, or personal conditions affecting the patient’s health

· Actual diagnosis or only a symptom or sign with date developed may be Assessment (diagnosis) at this visit

________________________________________________________________________
Examination Techniques and Equipment

· Infection Control Standards:

· Universal precautions (UP) applies to blood, body fluids implicated in the transmission of bloodborne infections (vaginal secretions and semen), to body fluids from which the risk of infection is unknown (amniotic, CSF, pericardial, peritoneal, pleural, and synovial)

· UP does not apply to bloodless feces, nasal secretions, sputum, sweat, tears, urine, or vomitus

· BSI includes all moist and potentially infectious secretions

· BSI + UP = SP

· Droplet Precautions: Pathogens carried in air from sputum with short travel distance (MRSA)

· Airborne Precautions: Pathogens carried in air from sputum with longer ability to suspend in air and be inhaled (MRSA)

Examination Techniques and Equipment

· Examination Techniques:

· Inspection: The process of observation

· Begins at the time the practitioner’s eyes meet the client

· Continues throughout the Hx and PE

· Palpation: The use of the hands and fingers to gather information through tactile sensation

· Palms, fingers, and pads used for position, texture, size, consistency, masses, fluid, and crepitus

· Dorsum: Detecting temp

· Ulnar surface: Vibration

· Light palpation is 1 cm; deep 4 cm; light before deep

· Percussion: Striking one object against another; direct and indirect

· Tympany: Loud; high-pitched; moderate duration; drumlike (air + fluid: gastric)

· Resonant: Loud; low-pitch; long duration; hollow (air: lungs)

· Hyperresonant: VERY loud; low-pitch; long duration; boomlike ( air + air: emphysema)

· Dull: Soft-to-modderate; moderate-to-high pitch; moderate duration; thudlike (liver and spleen and mediastinum)

· Flat: Soft; high-pitched; short duration; very dull quality (muscle)

· Auscultation:

· Listening for sounds produced by the body ON THE SKIN

Examination Techniques and Equipment

· Instrumentation:

· Stethoscope

· Doppler

· Fetoscope; Leff Scope; Doppler

· Ophthalmoscope

· Strabismus

· Snellen visual chart

· Near vision chart

· Amsler grid (lines are examined and assessed for macular degeneration)

· Otoscope

· Tympanometer

· Nasal speculum

· Tuning fork

· Reflex hammer

· Neurologic hammer

· Tape measure

· Transilluminator

· Vaginal speculum

· Goniometer

· Wood’s Lamp (fungi on skin)\

· Episcope (pigmented skin lesions)

· Calipers

· Monofilament
Sample Documentation
· Comprehensive Health Hx

· SOAP Note
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