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Preface to Students

Dear Students,

Welcome to FA. Davis’s Nursing Health Assessment: A Critical Thinking, Case
Study Approach, second edition. 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 outcomes 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, focus on learning the normal.
Once you are able to identify the normal, if something abnormal occurs, you will
know! Initially, you may not be able to identify the abnormal, but you will know that
it does not belong. Don’t worry; with practice you will be able not only to identify
the normal, but also to differentiate it from the abnormal.

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

FA. 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.

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

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

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

m Visit DavisPlus for additional resources.

m 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 opportunity.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 practice, practice, practice! And have fun as you develop
your assessment skills.

Patricia M. Dillon, DNSc, RN
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CHAPTER

Health Assessment
and the Nurse

Learning Outcomes

After you have successfully completed this chapter,
you should be able to:

Define assessment

Discuss the role of assessment as part of the nursing process
Identify skills needed for assessment

Differentiate nursing assessment from medical assessment
Identify the role of assessment in all levels of preventive healthcare
Differentiate subjective and objective data

Differentiate primary and secondary data sources

Describe factors that affect communication

Discuss cultural influences on communication

Demonstrate communication techniques

Identify phases of the interview

Describe data collection methods

Define the four techniques of physical assessment
Demonstrate the four techniques of physical assessment
Discuss methods used to validate assessment data

Describe various documentation methods for charting assessment data
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4 UNIT 1 UNDERSTANDING ASSESSMENT

. 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 daugh-
ter. 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 pancreatic cancer.

What do you do? Where do you begin? You begin
with assessment. How well you perform your assess-
ment will affect everything else that follows. You will
ask questions, and you will use four of your senses to
collect data. This chapter introduces you to the assess-
ment process.

I The Nursing Process

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

FIGURE 1.1. The nursing process.

m Assessment

m Nursing diagnoses
® Planning

® Implementation
m 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 patient. You begin
with assessment, collect data, cluster the data, and then
formulate nursing diagnoses. Once you have identified
the nursing diagnosis, you will develop a plan of care,
determine the goals and expected outcomes, implement
your plan, and then evaluate it. Then you will begin the
nursing process again.

u
Characteristics of the Nursing Process

® Dynamic and cyclic m Cognitive
m Patient centered m Action oriented
m Goal directed ® Interpersonal
m Flexible m Holistic
® Problem oriented m Systematic

H

Step 1: Assessment

Assessment is the process of collecting, validating, and
clustering 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

PATIENT

Assessment
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patient’s strengths and limitations and is performed not
just once, but continuously throughout the nursing
process. After performing your initial assessment, you
establish your baseline, identify nursing diagnoses, and
develop a plan. Then, as you implement your plan, you
also assess your patient’s response. Finally, you assess the
effectiveness of your plan of care for your patient.

Step 2: Nursing Diagnoses

Formulating a nursing diagnosis involves identifying
and prioritizing actual or potential health problems or
responses. Once you collect your data, you need to ana-
lyze them 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 patient. A poten-
tial 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 collabora-
tive problem is a potential medical complication that
warrants both medical and nursing interventions.
Because nursing’s focus is not limited to illness, wellness
diagnoses focus on promoting or enhancing a patient’s
level of wellness. Once you have identified the diagnoses,
you need to prioritize them in order to develop a plan of
care. (See NANDA Nursing Diagnosis.)

Step 3: Planning

The planning phase involves setting goals and outcomes.
Once you have prioritized your diagnoses, you are ready
to develop an individualized plan of care for your patient.
First, you establish goals and determine measurable out-
comes. Next, you identify nursing interventions needed
to meet the goals and outcomes.Then, you communicate
your plan to both the patient and all members involved
in the plan of care to maintain continuity of care and
ensure success.

HEALTH ASSESSMENT AND THE NURSE 5

Step 4: Implementation

Implementation (also called intervention) involves
carrying out your plan to achieve goals and outcomes.
This is the“doing” phase of the nursing process, in which
you actually implement the nursing interventions in the
plan. As you implement your plan, you continue to assess
your patient’s responses and modify the plan as needed.
Be sure to document your care.

Step 5: Evaluation

Evaluation involves determining the effectiveness of
your plan. Did you meet your goals and outcomes? Once
again, assess your patient’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 patient.

[ |

To assess, you must be able to communicate and commu-
nicate well. The relationship you establish with your
patient directly affects your ability to collect data.
Communication is a process of sharing information
and meaning, of sending and receiving messages. The
messages we communicate are both verbal and nonver-
bal. The sections below describe the many factors that
influence communication. You need to consider all of
them when communicating with your patient to be sure
that the message you want to send is the one your patient
actually receives.

Nonverbal Messages

Nonverbal behavior is an important source of data.
Often, the nonverbal message being sent is more accu-
rate than the verbal one. So examine both your nonver-
bal behavior and your patient’s. Be conscious of your

Sample Nursing Diagnoses

reluctance to cough.

Health-Seeking Behavior.

A postoperative cholecystectomy patient might have the following nursing diagnoses:

m Actual nursing diagnosis: Ineffective breathing pattern r/t pain as evidenced by shallow respirations, tachypnea, and
m Risk nursing diagnosis: Risk for ineffective breathing pattern r/t pain.

m Collaborative problems: Potential for postoperative atelectasis: Ineffective breathing pattern.

A person seeking healthy nutritional instructions for weight control might have the wellness nursing diagnosis of
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NANDA Nursing Diagnoses

Activity Intolerance [specify level]
Activity Intolerance, risk for
Adjustment, impaired

Airway Clearance, ineffective

Allergy Response, latex

Allergy Response, risk for latex

Anxiety [specify level]

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
Communication, readiness for enhanced
Conflict, decisional (specify)

Conflict, parental role

Confusion, acute

Confusion, chronic

Constipation

Constipation, perceived

Constipation, risk for

Coping, compromised family

Coping, defensive

Coping, disabled family

Coping, ineffective

Coping, ineffective community

Coping, readiness for enhanced

Coping, readiness for enhanced community
Coping, readiness for enhanced family
Death Syndrome, risk for sudden infant
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: alcoholism, dysfunctional
Family Processes, interrupted

Family Processes, readiness for enhanced

Fatigue

Fear [specify focus]

Fluid Balance, readiness for enhanced

Fluid Volume, deficient [hyper/hypotonic]

Fluid Volume, deficient [isotonic]

Fluid Volume, excess

Fluid Volume, risk for deficient

Fluid Volume, risk for imbalanced

Gas Exchange, impaired

Grieving, anticipatory

+Grieving, dysfunctional

*Grieving, risk for dysfunctional

Growth, risk for disproportionate

Growth and Development, delayed

Health Maintenance, ineffective

Health-Seeking Behaviors (specify)

Home Maintenance, impaired

Hopelessness

Hyperthermia

Hypothermia

Identity, disturbed personal

Infant Behavior, disorganized

Infant Behavior, readiness for enhanced organized

Infant Behavior, risk for disorganized

Infant Feeding Pattern, ineffective

Infection, risk for

Injury, risk for

Injury, risk for perioperative positioning

Intracranial Adaptive Capacity, decreased

Knowledge, deficient [Learning Need] (specify)

Knowledge (specify), readiness for enhanced

*Lifestyle, sedentary

Loneliness, risk for

Memory, impaired

Mobility, impaired bed

Mobility, impaired physical

Mobility, impaired wheelchair

Nausea

Neglect, unilateral

Noncompliance [ineffective adherence] [specify]

Nutrition: less than body requirements, imbalanced

Nutrition: more than body requirements, imbalanced

Nutrition: more than body requirements, risk for
imbalanced

Nutrition, readiness for enhanced

Oral Mucous Membrane, impaired

Pain, acute

Pain, chronic

Parenting, impaired

Parenting, readiness for enhanced

Parenting, risk for impaired
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Peripheral Neurovascular Dysfunction, risk for

Poisoning, risk for

Post-Trauma Syndrome [specify stage]

Post-Trauma Syndrome, risk for

Powerlessness [specify level]

Powerlessness, risk for

Protection, ineffective

Rape-Trauma Syndrome

Rape-Trauma Syndrome: compound reaction

Rape-Trauma Syndrome: silent reaction

*Religiosity, impaired

*Religiosity, readiness for enhanced

*Religiosity, risk for impaired

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-Concept, readiness for enhanced

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 Pattern, ineffective

Skin Integrity, impaired

Skin Integrity, risk for impaired

Sleep, readiness for enhanced

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 Management, effective

Therapeutic Regimen Management, ineffective

Therapeutic Regimen Management, ineffective
community

Therapeutic Regimen Management, ineffective family

Therapeutic Regimen Management, readiness for
enhanced

Thermoregulation, ineffective

Thought Processes, disturbed

Tissue Integrity, impaired

Tissue Perfusion, ineffective (specify type: renal, cerebral,
cardiopulmonary, gastrointestinal, peripheral)

Transfer Ability, impaired

Trauma, risk for

Urinary Elimination, impaired

Urinary Elimination, readiness for enhanced

Urinary Incontinence, functional

Urinary Incontinence, reflex

Urinary Incontinence, risk for urge

Urinary Incontinence, stress

Urinary Incontinence, total

Urinary Incontinence, urge

Urinary Retention [acute/chronic]

Ventilation, impaired spontaneous

Ventilatory Weaning Response, dysfunctional

Violence, [actual/] risk for other-directed

Violence, [actual/] risk for self-directed

Walking, impaired

Wandering [specify sporadic or continuous]

Used with permission from NANDA International: Definitions and Classification, 2005-2006. NANDA,

Philadelphia, 2005.
+ Revised NDs.
*New to the 3 NANDA/NIC/NOC (NNN) Conference.

Information that appears in brackets has been added to clarify and enhance the use of NDs.

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, object cues, personal space, and touch. For
example, a patient who tells you he is having “crushing

chest pain”should look like he is having“crushing chest

pain.” His nonverbal behavior should be consistent with
what he is telling you. So you would expect the tone in

his voice to convey*“crushing pain”as he is clutching his
chest.

Vocal Cues or Paralinguistics

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

Vocal characteristics may also reflect underlying
physiological or psychological problems. For example,
older patients may speak loudly because of hearing
loss. Patients with hyperthyroidism may have rapid
speech. Rapid speech is also associated with bipolar
disorder, mania type.

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

Action Cues and Kinetics

Action cues or kinetics are body movements that con-
vey messages. Posture, arm position, hand gestures, body
movements, facial expressions, and eye contact all con-
vey 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 con-
veys openness, whereas a tense posture with arms
crossed may reflect anger, discomfort, or mistrust. A
tense, guarded posture may also indicate pain. A tripod
position (sitting position, leaning forward with elbows
on table and hands supporting head) 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, includ-
ing happiness, sadness, fear, anger, approval, and disap-
proval. Facial expressions may also signal an underlying
problem, 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
patient’s. Remember, once a person assumes a“patient”
role, she or he relinquishes a certain amount of role
responsibilities and moves from an independent to a
dependent role. During history taking, keep your body
posture relaxed to convey a calm, reassuring attitude.
Work at the same level as your patient. Standing over
her or him conveys a sense of dominance and authori-
ty, enhancing her or his sense of dependence. Give reaf-
firming gestures such as nodding. Your facial expres-
sion should convey care and concern. Maintain eye
contact to show the patient you are interested in what
she or he has to say.

Object Cues

Your patient’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 psycho-
logical problem such as depression. A depressed patient
may not take much interest in how he or she looks. Poor
grooming may also signal an underlying physical prob-
lem that has affected the patient’s ability to care for him-
self 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 fur-
nishings 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 specific
message, so they are not as revealing as nonverbal com-
munications.

Personal Space

Personal space is the territory surrounding a person
that she or he perceives as private or the physical dis-
tance that needs to be maintained for the person to feel
comfortable. When our personal space is invaded, we feel
uncomfortable 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, such as in a classroom or when giving a speech, is
about 12 feet or more. Social-consultative space,such as in
impersonal conversations or interviews, is about 4 to 12
feet. Personal distance, such as in personal conversation, is
about 18 inches to 4 feet. Intimate distance, such as in inti-
mate conversations and maximum sensory stimulation, is
0 to 18 inches. A person who is withdrawn or mistrusting
may widen her or his personal space. An aggressive,angry
person may invade your personal space.

Be aware of your position in relation to your
patient. Assessment entails working in close proximity to
your patient—about 3 to 4 feet when taking the health
history, and much closer, within your patient’s personal
or intimate space, when performing the physical assess-
ment. Be sure to explain what you are doing, and look for
clues that your patient 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, including anger, caring, and protectiveness, can be
conveyed through touch. 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.
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Nursing involves touch. We often use touch to
convey a sense of caring to our patients. Assessment
involves touch. We must touch patients in order to col-
lect data. Gaining your patient’s trust can help you
obtain an accurate, comprehensive health history. It
can also make the physical assessment quicker and eas-
ier for both of you.

Cultural Considerations

Cultural communication patterns need to be considered
when obtaining a health history. Culture can influence
every aspect of communication, so consider not only the
language but also the vocal, action, and object cues, per-
sonal space, and touch.

Obviously, if you and your patient do not speak the
same language, you will need an interpreter to communi-
cate. Even if your patient 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

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

m Use dialect-specific interpreters when possible.

m Allow time for the interpreter and the patient to
become acquainted.

m Allow extra time for the health history.

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

m Avoid using relatives—they may distort the interpretation.

m Avoid using children, especially for sensitive topics.

m Match interpreter with patient by age and gender
when possible.

® Maintain eye contact with both the patient and the
interpreter and read nonverbal cues.

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

m Speak clearly and slowly, but do not exaggerate or
speak loudly.

m Use active rather than passive tense and wait for
feedback.

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

m Use as many words as possible in the patient’s
language to convey your message.

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

Source: Data from Purnell, L.D., and Paulanka, B.J. (2003). Transcultural
Healthcare: A Culturally Competent Approach, ed. 2. Philadelphia:
F.A. Davis.
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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 unspo-
ken. For example, Navajo Indians may say very little dur-
ing a visit to a hospitalized family member. This may be
interpreted as showing little support, but on the con-
trary, their very presence is the support.

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

Different cultures differ in the extent to which they
feel comfortable expressing thoughts and feelings.
European Americans tend to be open and willing to com-
municate 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 may not be as willing to share infor-
mation with a healthcare provider until a relationship is
established.

Use of touch as a means of communication also
varies with culture. For example, Egyptian Americans do
not usually accept touch except between spouses and
family. 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 and eye contact also vary with cul-
ture. European Americans keep a much greater distance
between one another (about 18 inches) than do people of
Arabian or Turkish descent, who are comfortable with
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 contact between a child and an adult
is considered an“evil eye” or a“bad eye”in many cultures.

Facial expression is also influenced by culture.
Smiling conveys a warm, friendly message for most cul-
tures, but no rule applies across the board. For instance,
the Cofer Indians of Ecuador view smiling as a sign of
aggression.

Acceptable greetings likewise vary from culture to
culture. The handshake is accepted in most cultures as a
friendly sign. However, since it is unacceptable for devout
Muslim men and women to touch, the handshake is not
permitted. Vietnamese Americans view the handshake as
an acceptable practice between men, but women do not
usually shake hands. And, the Navajo Indians consider the
handshake as the traditional greeting, but the strength of
the handshake is light rather than firm.
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Body language also conveys different messages in
different cultures. Finns consider it rude to speak with
your hands in your pockets. A relaxed posture usually con-
veys confidence and competence in America, but a tense
posture conveys the same meaning in Japan and Korea.

Patient Interview Communication Techniques

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

The following communication techniques will help
you direct the interview:

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

m Silence. Although silence is difficult to maintain at
times, it can be very effective at facilitating communi-
cation. Periods of silence allow your patient to collect
her or his thoughts before responding and help pre-
vent hasty responses that may be inaccurate. Silence is
usually more uncomfortable for you than for your
patient. You may feel compelled to fill the silence by
asking more questions or even by trying to answer the
guestion for your patient. Resist the urge. You may end
up losing valuable data and sending the wrong mes-
sage to your patient. Silence also gives you more time
to think and plan your responses. Use this“quiet time”

How You Communicate

to focus on your patient’s nonverbal behavior and
what she or he is feeling.

m Clarifying. If you are unsure or confused about what
your patient is saying, rephrase what she said and then
ask the patient 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.”

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

m Active Listening. Pay attention, maintain eye contact,
and really listen to what your patient tells you both ver-
bally and nonverbally. As you listen, keep in mind what
you are telling your patient nonverbally. Active listen-
ing conveys interest and acceptance.

m Broad or General Openings. This technique is effec-
tive when you want to hear what is important to your
patient. Use open-ended questions such as,“What would
you like to talk about?”

m Reflection. Reflection allows you to acknowledge your
patient’s feelings, encouraging further discussion.When
your patient expresses a thought or feeling, you echo it
back, usually in the form of a question. For example, if
the patient states,”l 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 patients
cope more effectively, put things into perspective, and
decrease social distance.

m Informing. Giving information allows your patient to
be involved in his or her healthcare decisions. An

genuineness, respect, and empathy.

everyone needs to feel accepted as a unique individual.

difficult for you.”

Always be aware of the messages you are sending your patient, both verbally and nonverbally. How you respond is critical
in establishing the nurse-patient relationship. Qualities that help establish and maintain this relationship include

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

m 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 patient’s decisions or like or approve of his or her behavior, but

m Empathy: Empathy is knowing what your patient means and understanding how she or he feels. Showing empathy
acknowledges your patient’s feelings; shows acceptance, care, and concern; and fosters open communication. Phrases
that recognize your patient’s feelings help build a trusting relationship—for example, “That must have been very
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example would be explaining the postoperative
course and the importance of coughing and deep
breathing to your patient preoperatively.

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

m 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.

m 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 patient if there is a discrepancy
in the message sent. For example, you might say,“You
said you weren’t upset, but you'’re crying.”

m |dentifying Themes. Identifying recurrent themes may
help your patient make a connection and focus on the
major theme. For example, you might say,“From what
you've told me, it sounds like every time you were dis-
charged from the hospital to home you had a problem”

m Sequencing Events. If your patient is having trouble
sequencing events, you may need to help her or him
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 start-
ed?"“Then what happened?”“How did it end?”

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

m Presenting Reality. If your patient seems to be exagger-
ating or contradicting the facts, help her or him reexam-
ine what has already been said and be more realistic. For
example, if she or he says,“l waited all day for someone
to answer my call light,”you might respond,“All day?”

®m Summarizing. Summarizing is useful at the conclu-
sion of a major section of the interview. It allows the
patient to clarify any misconceptions you may have.
For example, you might say,“Let me see if | have this
correct: You came to the hospital with chest pain,
which started an hour ago, after eating lunch.”

[ |
. The Assessment Process

The American Nurses’ Association (ANA) has identified
assessment as the first Standard of Nursing Practice
(ANA, 1998). The Standard describes assessment as the

systematic, continuous collection of data about the
health status of patients. Nurses are responsible not only
for data collection but also for making sure that the data
are accessible, communicated, and recorded. Assessment
is an ongoing process. Every patient encounter provides
you with an opportunity for assessment.

Purpose of Assessment

The purpose of assessment is to collect data pertinent to
the patient’s health status, to identify deviations from
normal, to discover the patient’s strengths and coping
resources, to pinpoint actual problems, and to spot fac-
tors that place the patient at risk for health problems.

Skills of Assessment

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

Cognitive Skills

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

Critical Thinking

Critical thinking is a complex thinking process that has
been defined in many ways. Critical thinking is reflective,
reasonable thinking (Ennis, 1985). It is not just doing, it is
asking “why?” Critical thinking involves inquiry, interpre-
tation, analysis, and synthesis. It is the art of thinking
about thinking that enables you to think better (Paul,
1990). Paul (1990) has identified attitudes or “traits of the
mind”that are needed for critical thinking. Think of them
as a mindset that enables you to use your cognitive skills
to critically think. (See Critical Thinking Skills.)

Essentials of Critical Thinking

Intellectual Humility

Know what you don’t know.
Know your limits.
Be aware of your biases and prejudices.

Intellectual Courage

Be open and listen to other points of view.

(continued)
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Essentials of Critical Thinking (continueq)

Intellectual Empathy

UNDERSTANDING ASSESSMENT

Put yourself in another’s shoes, so that you can
understand his or her perspective.

Intellectual Integrity

Maintain high standards.
Hold yourself to the same standards as you do others.

Intellectual Perseverance

Persist to find the answer or reach understanding.

Faith in Reason

Look out for the best interest for all involved.
Consider the consequences.

Intellectual Sense of Justice

Be open to all viewpoints, with a sense of impartiality
and fairness.

Source: Green, C. (2000). Critical Thinking in Nursing. Upper Saddle
River, NJ: Prentice Hall.

Clinical Decision Making

Assessment also requires clinical decision making. As you
collect data, you will make clinical decisions as to its rele-
vance. You will look for cues and make inferences. With
experience, you will be able to identify patterns and rec-
ognize what differs from the norm and then use the data
to make decisions that will best meet your patient’s need.
Use your knowledge, experience, and what the patient
says to validate the data.

Problem-Solving Skills

Various problem-solving methods can be used as you
assess your patient 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 patient’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 admit-
ted with “crushing chest pain,”you will automatically take
his vital signs and do an electrocardiogram to assess his
cardiac status as you ask him questions.

The trial-and-error approach is hit-or-miss
thinking—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 fosters
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-think-
ing 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 corresponds
with the “collection of supporting data phase” of the scien-
tific method.The nursing process is similar to the scientific
method, but the nursing process offers nurses the flexibili-
ty to practice both the art and the science of nursing.

Intuition is a problem-solving method that devel-
ops through experience, in which theory and practice
are intertwined. This is how the “expert” nurse solves
problems. 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 patient says, “I just
don’t feel right,” even though her or his vital signs are
stable and everything seems fine on the chart. The objec-
tive data may not support it, but the expert nurse senses
that something is not quite right and returns to assess her
patient further, only to find her or him in distress. She
intervenes swiftly and saves the patient’s life.

Psychomotor Skills

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

Affective/Interpersonal Skills

Assessment is also a “feeling” process. Affective skills are
needed to practice the“art” of nursing. Affective skills are
essential in developing caring, therapeutic nurse-patient
relationships. Interpersonal skills include both verbal
and nonverbal communication skills. The quality of your
assessment depends on your communication skills and
the relationship that you develop with your patient.
Establishing trust and mutual respect is essential before
you begin the assessment. Seeing your patient as an indi-
vidual and being sensitive to his or her feelings conveys a
message of caring and promotes human dignity. lliness
often makes a patient very vulnerable, but the power of a
caring relationship can have a major impact on the
patient’s sense of worth and well-being. Such a relation-
ship can be mutually rewarding, affecting both you and
your patient personally and professionally.

Your interpersonal skills are also needed to com-
municate with family members and members of the
healthcare team. Communicating effectively with the
healthcare team is essential in order to successfully meet
your patient’s goals.
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Critical Thinking Skills

Divergent Thinking

Divergent thinking involves analyzing various viewpoints, differentiating relevant/irrelevant data, and making inferences
(conclusions).

Reasoning

Reasoning is the ability to differentiate fact (truth) from assumptions (beliefs). It can be deductive or inductive. You will
use both deductive and inductive reasoning to assess your patient and interpret the data. For example, suppose your
patient 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 patient’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 assessing a postoperative patient 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°F, pulse of 106 BPM, and respirations 26 and shallow. When you piece together all of the
pertinent assessment data, you formulate diagnoses of Impaired Gas Exchange and Ineffective Airway Clearance.

Reflection

Reflection allows you to step back and think, considering “if . . . then” possibilities. Experience and new evidence may
result in changing opinions. Integrating what you know from past experience with new evidence allows for change.

Creativity

Creativity allows you to “think outside of the box.” Creativity involves identifying multiple solutions/approaches, realizing
there is more than one way to approach a problem. Creativity is also listening to your “gut”—intuitive thinking. Intuitive
thinking develops over time with experience.

Clarification

Clarification involves addressing assumptions, comparing and contrasting. Ask yourself, “What is similar?” “What is different?”

Basic Support

Basic support is based on sound, credible, known facts. Evidence-based practice that is research based leads to best practice.

Source: Green, C. (2000). Critical Thinking in Nursing. Upper Saddle River, NJ: Prentice Hall.

Ethical Skills practice in its Code for Nurses. The data collected through

Part of assessment is being responsible and accountable.  assessment are used to plan the patient’s care, but it is
You are responsible and accountable for your practice.You  important to remember that the data are the patient’s
are also an advocate for your patient. You must respect  information. The Health Insurance Portability and
your patient’s rights and ensure patient confidentiality. The ~ Accountability Act (HIPAA) has established rules to pro-
ANA describes the ethical standards that guide nursing  tect patient privacy. (See Understanding HIPAA.)

The Code for Nurses

1. The nurse, in all professional relationships, practices with compassion and respect for the inherent dignity, worth, and
uniqueness of every individual, unrestricted by considerations of social or economic status, personal attributes, or the
nature of health problems.

2. The nurse’s primary commitment is to the patient, whether an individual, family, group, or community.

. The nurse promotes, advocates for, and strives to protect the health, safety, and rights of the patient.

4. The nurse is responsible and accountable for individual nursing practice and determines the appropriate delegation of
tasks consistent with the nurse’s obligation to provide optimum patient care.

5. The nurse owes the same duties to self as to others, including the responsibility to preserve integrity and safety, to
maintain competence, and to continue personal and professional growth.

w

(continued)
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The Code for Nurses (continued)

individual and collective action.
administration, and knowledge development.

international efforts to meet health needs.

6. The nurse participates in establishing, maintaining, and improving healthcare environments and conditions of
employment conducive to the provision of quality healthcare and consistent with the values of the profession through

7. The nurse participates in the advancement of the profession through contributions to practice, education,
8. The nurse collaborates with other health professionals and the public in promoting community, national, and

9. The profession of nursing, as represented by associations and their members, is responsible for articulating nursing
values, for maintaining the integrity of the profession and its practice, and for shaping social policy.

Source: American Nurses Association, Code for nurses with interpretive statements (Kansas City, MO: American

Nurses Association, 2004), Reprinted with permission.

Understanding HIPAA

Ask to see and get a copy of health records.
Have corrections added to health information.

|
|
|
|
|
m Ask to be contacted somewhere other than home.

m Ask that information not be shared.
m File complaints.

The American Health Insurance Portability and Accountability Act (HIPAA) has established rules that protect a patient’s
privacy of health information. This federal law gives patients rights over their health information and sets limits on who
can review and receive patient information. The HIPAA rules apply to all health plans and healthcare providers.

A patient’s rights with respect to his health information include a right to:

Receive a notice informing him how health information is used and shared.
Decide whether to give permission before information can be used or shared for certain purposes.
Get a report on when and why health information is shared.

Role of the Nurse and Assessment

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

Nursing Assessment versus Medical Assessment

Assessment is not unique to nursing. It is also an integral
part of medical practice. Although the assessment process
may be the same for nursing and medical practice, the
outcomes differ. The goal of medical practice is to diag-
nose and treat disease. The goal of nursing practice is to
diagnose and treat human responses to actual or potential

health problems. Nursing assessment focuses not only on
physiological and psychological responses but also on the
psychosocial, cultural, developmental, and spiritual
dimensions. It identifies patients’ responses to health
problems as well as their strengths. Nursing’s aim is to
help the patient reach her or his optimal level of wellness.

Medical and nursing assessments should comple-
ment, not contradict, each other in promoting the
patient’s health and wellness. Often, data obtained
through the nursing assessment contribute to the identi-
fication of medical problems. By working together in a
collaborative relationship, nursing and medicine ensure
the best possible care for patients.

The nurse-physician relationship has changed
through the years. In the late 1800s, nurses were sub-
servient to physicians; their primary duty was to serve
physicians. By 1936, the nurse-physician relationship
was that of coworkers with the primary goal of restor-
ing the patient to health. This relationship was further
refined with the formation of the National Joint Practice
Commission (NJPC) in 1972. Established by the
American Medical Association (AMA) and the ANA, this
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The Nurse’s Changing Role

in the nurse’s role.

In the past 70 plus years, the nurse’s role has changed dramatically, and so has the scope of nursing practice. A
mirror of the times, the nurse’s role has grown from that of a skilled observer in the 1930s to that of a healthcare
professional who performs holistic assessment. The following excerpts from actual nursing notes reflect this change

1930s

“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.”

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

1950s

“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%4. Urine to lab.”

This note traces the past and present history of illness as
well as observations. The nurse’s role has expanded to
include interviewing skills that assess the patient’s past
and current health status.

1970s

“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%4. 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.”

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
observation, interviewing, performing procedures
(venipuncture), and monitoring.

1990s to Present

“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 miscarried 2-month pregnancy and GTT was part of
workup); states she has seen her hushand test his blood
(fingerstick method) and give himself insulin but has done
neither herself; has tried to prepare 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 records observation and assessment of the
patient as well as the biophysical, psychosocial, and
cultural factors that influence the patient’s health
problem. The nurse’s role has grown to include holistic
health assessment.

Source: Morton, P (1992). Health Assessment in Nursing, ed. 2 Philiadelphia: F.A. Davis.
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interprofessional organization recognized the impor- integrated patient records, individual decision making
tance of a collaborative nurse-physician relationship in by nurses, a joint practice committee, and joint care
improving patient care. The NJPC identified five com- reviews. Today, nurses practice both independently and
ponents that promote collaboration: primary nursing, collaboratively.

Steps in Decision Making

Identifying the need to make a decision (the why and what)

m Setting goals or outcomes, considering what needs to be done and what should be avoided
m |dentifying alternatives, considering benefits and consequences

m Selecting and implementing alternatives

m Evaluating the outcome

Source: Kelly-Heidenthal, P., and Marthaler, M. (2005). Delegation of Nursing Care. United States: Clifton Park, N.Y., Thomson Delmar Learning.

The NJPC’s Elements of Collaboration

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

Element and Description Benefits

Primary Nursing

Nursing with little or no delegation of nursing tasks to m Direct communication between the primary nurse and
others. One nurse is responsible for a patient’s the physician
comprehensive care. m Patient care coordinated by one person
m Nursing autonomy
m Shared accountability with the physician
m Fewer errors in patient care
m Increased patient satisfaction
Integrated Patient Records
Interdisciplinary patient progress notes that combine ® Substantive and concise nursing notes
nurse and physician observations, judgments, and m Opportunity for healthcare professionals to read each
actions and provide a formal means of nurse-physician others’ notes
communication about patient care m Less duplication of charted information

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

Individual Decision Making by Nurses

Ability to exercise independent judgment and initiate m Greater nursing control of the environment
care based on judgment. Decisions must lie within the m Greater job satisfaction for nurses

scope of nursing practice.

Joint Practice Committee

A committee of nurses and physicians that monitors m Opportunity for nurses and physicians to discuss

nurse-physician relationships and recommends actions collaborative practice and work out problems

that support collaboration ® Improved understanding between nurses and
physicians

Joint Care Reviews

Monthly review of patient charts by a review committee m |dentification of ways to improve patient care and

of nurses and physicians to evaluate collaborative care collaborative practice

Source: Morton, P (1993). Health Assessment in Nursing, ed. 2 Philiadelphia: F.A. Davis.
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. Levels of Preventive Healthcare

Preventive healthcare can be classified as primary, sec-
ondary,and tertiary. Nurses have a vital role in all three levels
of health care, and assessment skills are needed at all levels.

Primary preventive care focuses on health pro-
motion and guards against health problems. The focus is
not only wellness but also to minimize the risk of health
problems. Examples include health fairs, immunizations,
and nutritional instructions. Nurses use assessment skills
to screen and identify patient education needs about
wellness and the risk factors for health problems.

Secondary preventive care focuses on early
detection, prompt intervention, and health maintenance
for patients with health problems. It addresses acute
health problems seen with inpatient hospitalization.
Accurate assessment is crucial to establish the patient’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 patient’s health status is
generally more stable than in secondary care, patients usu-
ally have a chronic illness. Skilled nursing care facilities,
rehabilitative hospitals, long-term care facilities, home care,
and hospice are examples of tertiary-level care. Assessment
skills are needed to continually monitor health status.

Vi

HELPFUL HINT

Remember: At every level of preventive care, you
have opportunities to practice assessment. You are
often the one who decides when the patient’s condi-
tion warrants medical intervention.

|
Types of Assessment

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

Even when a focused assessment is performed, it is
important to look at the entire picture. A problem in one
system will affect or be affected by every other system.
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So scan your patient from head to toe and note any

changes in other systems. Look for clues or pertinent data
that will help you formulate your diagnosis.

J Collecting Data

Data can be classified as subjective and objective.
Subjective data are covert and not measurable.They reflect
what the patient is experiencing and include thoughts,
beliefs, 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 exam-
ples of objective data. Data sources are either primary or
secondary.The patient is a primary data source. Secondary
data sources are anyone or anything aside from the
patient, including family members, friends, other health-
care providers, and old medical records. Both primary and
secondary data can also be subjective or objective.

ﬁ“ CRITICAL THINKING ACTIVITY #1

Identify the following data as subjective or objective:
» Headache

« Blood pressure (BP) 170/110
* Nausea

« Diaphoresis

 Equal pupillary reaction

« Tingling sensation

* Dizziness

 Decreased muscle strength

e Slurred speech

e Numbness, left arm

ﬁ“ CRITICAL THINKING ACTIVITY #2

Elaine Ploransky is a pregnant 29-year-old married
woman, gravida 1, para 0. She is having contrac-
tions 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. Ploransky
is 6 cm dilated. Fetal monitor reveals a fetal heart
rate of 120 beats per minute (BPM). The patient’s
vital signs include BP 140/80, pulse 90 BPM, respi-
rations 22/min. Prenatal records reveal hemoglobin
12.0, hematocrit 45, and blood type AB+.

|dentify:

* Primary data source

« Secondary data source
« Subjective data
 Objective data
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[ |
J Methods of Data Collection

Assessment requires sharp observation skills and the abil-
ity to distinguish relevant from irrelevant and important
from unimportant data. Data collection can occur
through interviews, observation, and physical assess-
ment. Once the data are collected, they need to be orga-
nized, categorized, and validated.

UNDERSTANDING ASSESSMENT

Interviews

The interview is usually structured communication
intended to obtain subjective data. An interview is
most useful when taking the health history. For an
interview to be successful, you need good interper-
sonal communication skills. Many factors, including
cultural or developmental differences or life experi-
ences, can impair effective communication with your
patient. 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 heal-
ing way to help your patient, this is known as thera-
peutic use of self. Showing empathy, demonstrating
acceptance, and giving recognition are three tech-
niques that enhance therapeutic use of self. Being
empathetic is the ability to understand another’s feel-
ings. Maintaining a neutral, nonjudgmental position and
demonstrating acceptance of your patient’s verbal and
nonverbal communication are essential to developing a
trusting relationship. Acknowledging the patient’s ver-
bal and nonverbal communication conveys true inter-
est and encourages further communication.

Types of Interviews

Interviews can be either directive or nondirective.
Directive interviews are structured with specific ques-
tions and are controlled by the nurse. These interviews
require less time and are very effective for obtaining factual
data. Nondirective interviews are controlled by the
patient, 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
patient’s perceptions and feelings. Nondirective interviews
help you to identify what is important to the patient.

Types of Questions

Questions are classified as closed or open. Closed ques-
tions are often those that elicit a“yes” or “no” response,
for example, “Do you have pain?” This type of question
takes little time and is very effective for factual data.
Directive interviews frequently use many closed ques-
tions. Open questions elicit the patient’s perceptions,
for example, “What brought you to the hospital?” More

time is needed for this type of question. They are fre-
quently 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 distrac-
tions. The following tips will help you get the most from
your interviews:

m Introduce yourself.

m Don’t rush.Allow enough time for the interview.

m Avoid interruptions.

m Explain that information from the interview is confi-
dential.

m Actively listen to what your patient is saying.

®m Maintain eye contact.

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

m Don’t invade your patient’s personal space. Two to 4
feet away is a comfortable distance for most patients.

m Explain what you are doing and why.

m If the patient presents with a problem, begin by asking
guestions about that.

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

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

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

m Don’t become preoccupied with writing. You may
convey to the patient that the forms you are complet-
ing are more important than he or she is.

® Be nonjudgmental.

m Avoid “why?” questions; they tend to put patients on
the defensive.

m Nonverbal behavior is more accurate than verbal. Take
a look at yours—What is it telling your patient?

m Take a good look at your patient’s nonverbal behavior.

Is it consistent with what she or he is telling you?

Now look at your patient’s nonverbal behavior another

way. Does it indicate health problems?

Never pass up an opportunity to teach.

Present reality.

Be honest.

Provide reassurance and encouragement.

Be respectful.

Interviewing Pitfalls
Avoid the following traps when interviewing a patient:

m Leading the patient. People will tell you what you
want to hear. So don’t lead the patient. Having him or
her describe what is happening in his or her own
words is much more helpful.
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m Biasing yourself. You can bias yourself because of the
patient, a particular disease, or a particular physician.
But if you fail to check your biases, you limit your
objectivity during assessment.

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

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

m Not allowing enough response time. Give the patient
time to think through his or her answer. This is espe-
cially important with older patients.

m Using medical jargon. Express your questions in lay
terms to make sure your patient understands you.

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

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

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

m 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 patient that you will try to
find one and get back to him or her. Clichés like,“You’'ll
feel better in the morning,” show a disregard for your
patient’s feelings.

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

m Asking persistent or probing questions. Persistent or
probing questions make your patient uncomfortable.
Remember, the patient has a right to not answer a
question.

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

m Taking things literally. Literal responses may lead to
misunderstanding. Patients who have difficulty express-
ing 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 patient might say,“If | don’t get out
of here soon, I'll go crazy!” Don’t rush to have a psychi-
atric consultation; recognize the patient’s feelings of
frustration and focus on them.

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

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

HEALTH ASSESSMENT AND THE NURSE 19

Phases of the Interview

The interview is divided into three phases: the introduc-
tory 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 your-
self to your patient, 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
patient centered. Explain that you will be taking notes,
but keep your writing to a minimum. Reassure your
patient that the information collected is confidential.

The Working Phase

The working phase is often where data collection
occurs. 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 focused
on your patient. Listen to what she or he is saying both ver-
bally and nonverbally. With experience, you will become
skilled at taking minimal notes and then documenting
your data after the interview rather than during it.

The Termination Phase

The end of the interview is the termination phase.
During this phase, you need to summarize and restate
your findings.This provides an opportunity to clarify the
data and share your findings with the patient. Based on
this information, both you and the patient can discuss fol-
low-up plans.

Observation

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

m Does the patient show signs of physical or psychologi-
cal stress?

m Does the patient seem comfortable?

®m What is the patient doing?

m What position is she or he assuming?

m Are there any abnormal movements?

m What is the patient’s body language telling you?

m |s the patient’s verbal language consistent with his or
her nonverbal language?

m Do you notice any unusual odors?

m Do you hear any unusual sounds?
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m Is there anything unusual, unsafe, or risky in the

patient’s environment?
Look for:

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 move-
ments

Unusual odors, such as fruity smell associated with dia-
betic ketoacidosis, or foul odors

m Drainage associated with infection

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

Physical Assessment

Physical assessment provides the objective database. It
helps you assess your patient’s health status and identify
actual or potential problems. During physical assess-
ment, you use your senses to collect data through the
techniques of inspection, palpation, percussion, and aus-
cultation.

During inspection, look at your patient and com-
pare her or his appearance with what you know as nor-

® Involve your patient in planning care.

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

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

m Determine if the onset is acute or chronic.

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

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

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

m Validate any inconsistencies.

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

m |dentify 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.

mal. Use your sense of smell to detect any unusual odor
that may warrant further investigation into a possible
health problem. During palpation, use light touch to
assess surface characteristics, to put your patient at ease,
and to convey concern and caring. Use deep palpation to
assess organs and masses. During percussion, use
direct, indirect, and fist percussion to assess organ size
and areas of tenderness. During auscultation, listen to
your patient directly and indirectly to hear sounds pro-
duced by the body.

The extent of physical assessment depends on the
patient’s condition and your expertise. Physical assess-
ment skills can be used with patients at all levels of
healthcare. Your skills will develop over time with prac-
tice and provide invaluable, objective data essential in
planning your patient’s care. Chapter 3, Approach to the
Physical Assessment, details the physical assessment.

Validating, Organizing, and

“ Prioritizing Data

Once you have collected the data, you need to validate
them to ensure their accuracy, organize them, and priori-
tize them so that they are useful.

Validation

Validation can occur simultaneously with the assess-
ment process. Validating every piece of data is unrealis-
tic, 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 them.
For example, while you perform the health history, vali-
date 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 patient to validate the
assessment data. Often, the patient can be very helpful.
Other sources for validation include family members,
other healthcare providers, past health records, and diag-
nostic 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 experi-
ence, 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.
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FIGURE 1.2. Maslow’s Hierarchy of Human Needs.

Organizing Data

After you have validated the assessment data, you need to
organize them. Begin by identifying pertinent data—any
findings that are out of the norm and any findings that
identify patient strengths. The pertinent data provide
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.
Clustering relevant data gives meaning to the data. These
clustered data will be the basis for formulating nursing
diagnoses for your patient.

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

Common frameworks include the following:

m Maslow’s Hierarchy of Human Needs: Organizes data
according to the patient’s basic human needs: physio-
logical, safety and security, love and belonging, self-
esteem, and self-actualization (Fig. 1.2).

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

m 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 attain-
ment of human potential.
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Correlating Gordon’s Functional Patterns to

Dillon’s Assessment

GORDON’S
FUNCTIONAL DILLON’S
PATTERNS ASSESSMENT

Health perception/health
management

Health history
Wellness
Developmental
Nutrition
Integumentary
Neck (thyroid)
Mouth

Abdominal
Lymphatic
Abdominal
Genitourinary
Rectal
Cardiovascular
Peripheral vascular
Respiratory
Musculoskeletal
Sinuses, nose, and throat

Nutritional-metabolic

Elimination

Activity-exercise

Sleep-rest Health history
Wellness

Cognitive-perceptual Sensory neurological
Eyes/ears

Role relationship Health history

Value belief Wellness

Self-perception/self-concept  Mental health
Coping/stress
Sexuality/reproductive Male/female

genitourinary
Breast

Mother-to-be

® 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: exchang-
ing, communicating, relating, valuing, choosing, mov-
ing, perceiving, knowing, and feeling.

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

Prioritizing Data

Organizing data will assist you in prioritizing the patient’s
problems. When prioritizing, consider the acuity of the
problem, the patient’s perception of the problem, and the
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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:

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

m 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.

m Hasty interpretation. You make hasty interpretations before you have completed a thorough assessment.

m Irrelevant data. You have difficulty deciding which data are important. Experience and knowledge will help you
distinguish what is relevant and what is not.

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

m Poor communication. You fail to communicate effectively with your patient verbally, nonverbally, or both. Your
communication skills directly affect the quality of your assessment.

Avoid these problems by listening carefully to what your patient is telling you, both verbally and nonverbally. Be
thorough and systematic in your approach, be objective, use your knowledge, and develop a strong experiential base for
assessment.

situation at hand. Put life-threatening problems that  actual or potential problems is the best way to develop
require immediate attention at the top of the list, then  an effective plan, ensure compliance, and resolve the
problems affecting basic needs that require prompt atten- problem.
tion, and finally, problems 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 E CRITICAL THINKING ACTIVITY #3
progression or deterioration in your patient’s condition. Give an example of a nursing diagnosis that
Although important, third-level problems—such as teach- would correspond to Maslow’s Hierarchy of Human
ing needs—do not require immediate attention and can be Needs.
addressed once your patient’s condition has stabilized. « Physiological needs

Although actual problems usually take precedence « Safety needs
over potential ones, potentially serious problems may « Love and belonging
also have high priority. Also consider the nature and con- « Self-esteem needs
text of the problem. For example, if a new mother is « Self-actualization

being discharged with her baby, providing instruction
regarding care for her and the newborn would be a

priority.
E CRITICAL THINKING ACTIVITY #4
HELPFUL HINT Prioritize the problems below, assigning primary,
A person’s basic needs must be met before address- Se&igg?,%’ and tertiary levels of priority.

ing higher-level needs that involve self-esteem or

sellem e et * Fatigue, pallor, hemoglobin 7.0

» Nausea and vomiting

* Grieving

* Sleep disturbance, fever, night sweats

» Knowledge deficit on self-administration of insulin
* Impaired mobility, fractured hip

e Irregular heart rate >140 BPM

* BP 70/40

* New parent role

Identifying what is important to your patient must
be considered when prioritizing problems. If your
patient does not believe that he or she has a problem
that you have identified, it will be difficult to develop
and implement an effective plan to resolve the prob-
lem. Working together with your patient to identify
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|
I Documenting Your Findings

Once you have completed your assessment, document
your findings. Your patient’s initial assessment may
require documenting a detailed health admission record
that contains both the history and the physical assess-
ment data. Every assessment that follows also needs to be
documented. To ensure continuity of care, your patient’s
assessment needs to be communicated to all members of
the healthcare team involved in her or his 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 eas-
ily 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 patient charts on the
same form.This allows for better communication of data to
resolve the patient’s problems collaboratively.

No matter which approach you use, a variety of
methods and forms are 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 more 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 focuses
more holistically on the patient, identifying both
strengths and problems that can be incorporated into
his or her care. These methods are explained below.
Another method—charting by exception (CBE)—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.A CBE sys-
tem usually includes flow sheets and standard of care
checklists that are kept at the bedside. Any exception is
then documented on the chart on either the nurse’s
note or the progress note.

Documentation Methods

Consider the following assessment of Mary Rutherford:

Mary Rutherford, age 43, is 1 day postoperative
after a cholecystectomy. Her assessment data include the
following:

m “It hurts to take a deep breath.”
m Pain rated 8/10
m Guarding abdomen
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m Vital signs: BP 144/90; pulse 108; respirations 24 and
shallow; temperature 100.8°F

m Pulse oximeter 92 percent on room air

m Decreased breath sounds at bases owing to poor ven-
tilatory effort, also few crackles noted at bases

m Receiving patient-controlled analgesia (PCA) morphine

m Dressings dry and intact

Here is how you would document Mrs. Rutherford’s find-
ings using each method:

SOAPIE Method
m Subjective data

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

m Objective data

First-day postop cholecystectomy; vital signs: BP,
144/90; pulse, 108; respirations, 24 and shallow; tempera-
ture, 100.8°F; pulse oximeter, 92 percent on room air;
patient guarding abdomen; decreased breath sounds at
bases because of poor ventilatory effort, also few crack-
les noted at bases; receiving PCA morphine.

m Assessment/clinical judgment

Ineffective breathing pattern related to incisional
pain.

® Plan

Patient will establish effective breathing pattern;
patient will experience no signs of respiratory complica-
tions.

m [nterventions

Encourage coughing and deep breathing; teach
patient to splint incision; control pain with PCA; encour-
age ambulation; provide instruction on use of incentive
spirometer; maintain adequate hydration.

m Evaluation

Patient coughing and deep breathing, splinting inci-
sion; using incentive spirometer; ambulating; pain 5/10,
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

m Data

“It hurts to take a deep breath”; pain increases with
activity and breathing, PCA helps; pain is sharp; pain is
located in RUQ and epigastric region; pain is rated 8/10;
pain only when moving; first-day postop cholecystectomy;



Copyright © 2007 by F. A. Davis.

24 UNIT 1 UNDERSTANDING ASSESSMENT

vital signs: BP 144/90; pulse 108; respirations 24 and shal-
low; temperature 100.8°F; pulse oximeter 92 percent on
room air; patient guarding abdomen; decreased breath
sounds at bases because of poor ventilatory effort,also few

crackles noted at bases; receiving PCA morphine.
m Action

Encourage coughing and deep breathing; teach
patient to splint incision; control pain with PCA; encour-
age ambulation; provide instruction on use of incentive
spirometer; maintain adequate hydration.

® Response

Patient coughing and deep breathing, splinting inci-
sion; using incentive spirometer; ambulating; pain 5/10,
using PCA morphine as needed; lungs clear; vital signs: BP
130/86, temperature 99°F pulse 80, respirations 20, pulse
oximeter 96 percent on room air.

PIE Method
® Problem

Ineffective breathing pattern related to incisional
pain.

m Be brief and to the point.

m Use acceptable abbreviations.

m |f documentation is handwritten, make sure writing is
legible.

m No need to write in complete sentences.

State the facts. Avoid interpretations.

® Avoid terms such as “normal,” “good,” “usual,” and

“average.”

Avoid generalizations.

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.

® |nterventions

Encourage coughing and deep breathing; teach
patient to splint incision; control pain with PCA; encour-
age ambulation; provide instruction on use of incentive
spirometer; maintain adequate hydration.

®m Evaluation

Patient coughing and deep breathing, splinting inci-
sion; using incentive spirometer; ambulating; pain 5/10,
using PCA morphine as needed; lungs clear; vital signs: BP
130/86, temperature 99°F, pulse 80, respirations 20, pulse
oximeter 96 percent on room air.

Narrative Method

m 10/3/05 8 A.m. Patient stated, “It hurts to take a deep
breath.” Rates pain 8/10, + guarding, vital signs BP
144/90, temperature 100.8, pulse 108, respirations 24
and shallow, pulse oximetry 92 percent on room air.
Decreased breath sounds at bases owing to poor inspi-
ratory effort. Dressings dry and intact. Reviewed use of
PCA morphine and incentive spirometer with patient.
Patient instructed to cough and deep breathe with
splinting. Patricia Dillon, RN

m 9 a.m. Patient coughing and deep breathing, using incen-
tive spirometer. ambulating with assistance, using PCA
morphine prn pain, 5/10, lungs clear. Vital signs:
BP 130/86, temperature 99°F, pulse 80, respirations 20,
pulse oximetry 96 percent on room air. Patricia Dillon,
RN

Whatever format or method is used, you need to
document accurately and concisely. Documentation is a
part of your patient’s permanent record, and the infor-
mation is confidential. Because the data should be avail-
able to all healthcare members involved in your patient’s
care, they should be readily accessible and easy to read.
Other members of the healthcare team should be able to
peruse the data quickly and identify pertinent findings.
Remember, if your plan of care is to be successful, every-
one involved in your patient’s care needs to have access
to the data.

S UMMARY

B 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 patient, the rest of the process flows.

B Assessment is a process of continuous data collec-
tion—a thinking, doing, feeling process with ethical
and legal ramifications.

B As a thinking process, it requires cognitive skills need-
ed for critical thinking, creative thinking, and clinical
decision making.

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

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

B Assessment entails responsibility and accountability
for your practice and to your patient.

B Assessment has always been a part of nursing
practice, but the nurse’s role, particularly in phys-
ical assessment, has expanded through the years.
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Assessment is now an expected part of every nurse’s
practice.

B Even though the assessment process may be the same

for nursing and medical practice, the outcome differs.

M The goal of medical practice is to diagnose and treat

disease.

M The goal of nursing practice is to diagnose and treat

human responses to actual or potential health prob-
lems. Nursing assessment focuses not only on the
patient’s physiological and psychological responses
but also on her or his psychosocial, cultural, develop-
mental, and spiritual dimensions. It identifies the
patient’s responses to health problems as well as her
or his strengths. Nursing’s aim is to assist the patient to
reach her or his optimal level of wellness.

M You will use interviewing, observation, and physical

assessment to collect data. Once the data have been
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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 patient’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 patient 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 pic-
ture 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 patients, for they can teach you so much!

R E V I

EW QUEST.I

. You are performing a preschool examination on your
patient.You have just taken his vital signs, height,and
weight.Which phase of the nursing process do these
activities describe?

a. Assessment

b. Planning

c. Implementation
d. Evaluation

. What activities are performed during the assessment
phase of the nursing process?
a. ldentifying actual/potential health problems
b. Determining short- and long-term goals
c. Establishing patient outcomes
d. Collecting data

. You are working as a community health nurse, teach-
ing a drug awareness program to fifth-grade students
at a local school. Which level of preventive health-
care does this situation exemplify?
a.Primary
b.Secondary
c.Tertiary

. You are working in home care, caring for a hospice
patient. Which level of preventive healthcare does
this situation exemplify?
a.Primary
b.Secondary
c.Tertiary

. In which situation would a focused assessment be
most appropriate?
a.New admission scheduled for a total knee replace-
ment
b. Patient admitted with chest pain
c. College student health exam
d. New employee physical exam

O N S

6

. When obtaining a health history, what would be
the appropriate distance between you and the
patient?

a.0-18 inches
b.1-2 feet

c. 3-4 feet
d.5-12 feet

7. Which of the following is the best example of an

8

9

10.

open-ended question?

a. Are you having chest pain?

b. What does the pain feel like?
c. Do you have pain in your arm?
d. Did you take any medications?

. You are obtaining an admission history, and you say,
“As you were saying, you came to the hospital for ...”
This statement is an example of:

a. Redirecting
b. Restating
c. Focusing

d. Reflection

. Which of the following tasks are performed during
the working phase of an interview?
a.Explaining purpose of the interview
b. Collecting data
c. Setting the time frame
d. Summarizing data

You are performing a cardiac assessment on your
patient and you think you hear a murmur, but you are
not sure.What would be the best way to validate your
finding?

a. Listen again

b. Check the patient chart

c. Have colleague or physician listen

d. Ask family member if patient has murmur
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CHAPTER

The Health History

Learning Outcomes

After you have successfully completed this chapter,
you should be able to:

Discuss purpose of the health history

Define the components of the health history

Differentiate between a complete vs. focused health history
Differentiate a nursing health history from a medical health history
Identify the key questions for a symptom analysis

Obtain a health history

Document your health history
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he health history provides the subjective data-
base for your assessment. Often, the health history
is your first major interaction with your patient—
so make it count. You have only one chance to

make a good first impression, and it is often the first

impression that your patient will remember. This first
encounter provides the foundation and sets the tone for
your nurse-patient relationship.

The health history is subjective, allowing you to see
your patient through his or her“eyes.” It consists of what
the patient tells you, what the patient perceives, and
what the patient thinks is important. It provides a holis-
tic, qualitative picture of your patient. 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 patient.

I Purpose of the Health History

The purpose of the health history is to identify not only
actual or potential health problems but also your patient’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 plan of care, you
must take a holistic view of your patient and all that
affects her or him. Remember: The plan you develop will
be successful only if your patient is able to follow through
with it after discharge.
The purpose of the health history is to:

m Provide the subjective database.

m |dentify patient strengths.

m |dentify patient health problems, both actual and
potential.

m |dentify supports.

m |dentify teaching needs.
m |dentify discharge needs.
m |dentify referral needs.

Il Types of Health Histories

A health history may be either complete or focused. A
complete health history includes biographical data,
reason 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 an 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 patient’s name, age, gender, birth date,
birthplace, marital status, race, religion, address, education,
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 referred the
patient, and whether or not the patient has an advance
directive. Once you have obtained this information, you
should then identify the reason for seeking healthcare, fol-
lowed by a description of current health status.

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

Components of Health Histories

COMPLETE HEALTH
HISTORY

FOCUSED HEALTH HISTORY

Biographical data

Reason for seeking care

Current health status and
symptom analysis if indicated

Past health history

Biographical data

Family history

Review of systems
Psychosacial profile
Developmental considerations
Ethnic considerations

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 only as it relates to specific reason for seeking care

Review of systems only as it relates to specific reason for seeking care

Psychosacial 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
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patient’s physiological status. Past or current problems
may be identified and warrant further investigation.

The psychosocial profile gives you a picture of
your patient’s health promotion and preventive patterns.
It includes a description of health practices and health
beliefs, a typical day, nutritional patterns, activity/exercise
patterns, recreational patterns, sleep/rest patterns, per-
sonal habits, occupational and environmental risk factors,
socioeconomic status, developmental level, roles and rela-
tionships, self-concept, religious and cultural influences,
supports, sexuality patterns, and finally, the emotional
health status of your patient. Once you have completed
the health history, summarize any pertinent data.

A complete health history provides a comprehen-
sive, holistic picture of your patient. It screens for actual
or potential problems and identifies your patient’s
strengths and health promotion patterns. A complete
health history may be obtained in a primary setting as a
screening tool, in a secondary setting once your patient’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 biographical
data, including the patient’s name, age, birth date, birth-
place, gender, marital status, dependents, race, religion,
address, education, occupation, contact person, and health
insurance/social security number. It also includes the
source of the health history and her or his reliability, who
referred the patient,and whether or not the patient has an
advance directive. You should then identify 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 disease,
hypertension, cancer, diabetes, and alcoholism. In your
review of systems, ask questions about every system and
how it relates to the presenting health problem. The
questions in the psychosocial profile identify the impact
of the presenting health problem on your patient’s life.
A focused health history may be indicated when
your patient’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 patient. In this
case,you have already obtained a detailed health history at
an earlier point and have established the subjective data-
base. During the follow-up visits, you need to obtain fur-
ther subjective data to monitor and evaluate your patient’s
progress. Once you have completed the focused health
history, remember to document any pertinent findings.

Focused versus Comprehensive History

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

First, determine the condition of your patient. This con-
dition may prohibit a detailed health history upon admis-
sion. For example, if you are working in the emergency
department and John Harrison, a 49-year-old man, pre-
sents with acute chest pain, a comprehensive health his-
tory is not indicated. Instead, you should obtain a focused
history while you perform a physical assessment, draw
laboratory studies, obtain an electrocardiogram, and con-
nect your patient to a cardiac monitor.When a patient is
in acute distress, trying to obtain a complete health his-
tory not only is detrimental but also provides little valu-
able or accurate information. So ask key questions that
focus on the acute problem; once your patient’s condi-
tion stabilizes, obtain a more detailed health history.

=y CRITICAL THINKING ACTIVITY #1

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

>y CRITICAL THINKING ACTIVITY #2

What question(s) would you ask Mr. Harrison related
to his past health history, family history, review 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 patient 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 patient to fill out a standard
history form; then review it with him or her. If neces-
sary, use secondary sources, such as family mem-
bers, to obtain data. Ask questions while you're
bathing the patient or performing other care.

Some information may already have been provid-
ed; for example, biographical data from the admis-
sion sheet. Do not repeat questions unless you need
your patient’s perspective. If the patient is asked the
same questions several times by different members
of the healthcare team, she or he may become frus-
trated. So, if you need to repeat questions, be sure
to tell her or him the reason why.
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Medical History versus

“ 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 versus nursing practice. Although the
history questions are similar, the underlying rationale dif-
fers. Remember: Physicians diagnose and treat illness.
Nurses diagnose and treat the patient’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-
isting 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
her health and life. Your history will provide clues about
the impact of the injury on her ability to perform 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 patient can stay focused on the histo-
ry. Make sure that the patient is comfortable and that the
room is warm and well lit. If the patient uses assistant
devices, such as glasses or a hearing aid, be sure that she
or he uses them during the assessment to avoid any mis-
perceptions.

Before you begin asking questions, tell your patient
what you will be doing and why. Inform him or her if you
will be taking notes, and reassure the patient that what
he or she says will be confidential. However, avoid exces-
sive note taking—it sends the message to your patient

Key Points to Remember When Obtaining a

Health History

m Listen to what your patient is telling you both
verbally and nonverbally.

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

m Ensure confidentiality.

® Provide a private, quiet, comfortable environment.

m Avoid interruptions.

m Tell your patient how long the interview will take and
why you need to ask these questions.

m Do not be so concerned about completing forms that

you neglect the patient.

m Start with what the patient perceives as the problem.

m Use open-ended questions to elicit the patient’s
perspective.

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

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

that the health history form is more important than he or
she is. Also, if you are too preoccupied with writing and
continually break eye contact, you may miss valuable
nonverbal messages. Excessive note taking may also
inhibit your patient’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 patient. Sit
across or next to her or him. Avoid anything that may break
the flow of the interview. If the interview is being recorded
or videotaped, be sure to get your patient’s permission
before starting. Position the equipment as unobtrusively as
possible so that it does not distract you or your patient.

Your approach to your patient 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 patient’s age?” (See Chapter 1, Health
Assessment and the Nurse.)

|
I Components of the Health History

A complete health history addresses health and illness
patterns, health promotion and protective patterns, and
roles and relationships. The parts of the health history that
focus on health and illness patterns include the biograph-
ical data, reason for seeking healthcare, current health sta-
tus, past health history, family history, and review of sys-
tems. You identify not only current health problems but
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also past health problems and any familial factors that
place your patient at risk for health problems. Your
patient’s health promotion activities, protective patterns,
and role and relationship patterns are assessed through
the psychosocial component of the health history. Here,
you assess for risk factors that pose a threat to your
patient’s health in every aspect of her or his life. Also, you
need to consider your patient’s cultural and developmen-
tal status as it affects her or his health status.

Biographical Data

The biographical data provide you with direct infor-
mation related to a current health problem, alert you to
risk factors for health problems, and point out the need
for referrals. Your patient’s ability to provide biographical
data accurately reflects his or her mental status.

Biographical data include the patient’s name,
address, phone number, contact person, age/birth date,
place of birth, gender, race, religion, marital status, educa-
tional level, occupation, and social security number/
health insurance. They also include the person who pro-
vided the history and her or his reliability as well as the
person who referred the patient. Information on advance
directives may also be obtained for hospital admissions.
Also note any special considerations, such as the use of
an interpreter. (See Biographical Data.)

Reason for Seeking Healthcare

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

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

Usually, patients identify problems that affect their
ability to do what they usually do. In an acute-care set-
ting, the reason for seeking care is called the chief com-
plaint. The chief complaint gives you the patient’s per-
spective on the problem, a view of the problem through
his or her eyes.

At the tertiary level, the problem may be well
defined, a chronic problem, or an acute problem that is
resolving. In this case, the problem does not have the acu-
ity or life-threatening urgency of an acute problem.
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Current Health Status

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

® Usual state of health.

® Any major health problems.
m Usual patterns of healthcare.
® Any health concerns.

For example: Patient is Maryanne Weller, age 42,
married, 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.

Patients in secondary or tertiary healthcare set-
tings have an existing problem. So you will need to per-
form a symptom analysis to assess your patient’s pre-
senting symptoms thoroughly. Although many questions
come to mind, your patient’s condition and time con-
straints may preclude you from going into too much
detail. If so,you’ll need to zero in on several key areas to
evaluate your patient’s symptoms. As you perform the
symptom analysis, try to determine how disabling this
problem is for your patient. Also ask if he or she has any
medical problems related to the current problems and if
he or she is taking any medications for this current
problem.

HELPFUL HINT

Perform a symptom analysis for any positive symp-
tom that your patient reports.

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

® 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?

m Quality/Quantity

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



Copyright © 2007 by F. A. Davis.

32 UNIT 1 UNDERSTANDING ASSESSMENT

Biographical Data

DATA

SIGNIFICANCE/CONSIDERATIONS

Name (Full Name and
Maiden Name)

Address and Phone Number
Contact Person

Age/Birth Date/Place of Birth

Gender

Race/Ethnicity/Nationality

Religion

Marital Status (Never Married,
Married, Widowed, Separated,
Divorced)

Number of Dependents

Educational Level

Occupation

Social Security Number/Health
Insurance
Source of History/Reliablity

Referral

Advance Directives

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

May provide socioeconomic information and identify environmental health risks
(e.g., urban vs. suburban or rural neighborhoods).

May be a source for further data and support for patient. Essential in case of
medical emergency.

Allows you to compare stated age with 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 patient’s developmental stage. Place
of birth may correlate with environmental risks.

Identifies risk for gender-related health problems (e.g., women have a much higher
incidence of breast cancer than men).

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.

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 patient.

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

Do not assume that unmarried patients live alone. Ask if they live with someone.

Helps determine teaching approaches. Do not assume that educational level
correlates with knowledge and understanding (e.g., newly diagnosed diabetic
may have a Ph.D. but be totally unfamilar with disease and its management).

Do not talk down to patient who has had little formal education.

HELPFUL HINT

Ask your patient what teaching method she or he
prefers (e.g., videos, pamphlets, group, one on one).

Identifies possible occupational risk factors. Provides clues about socioeconomic
status. Current health status also may affect patient’s occupational status. Referral
may be necessary.

Social Security Number may help in retrieving records. Insurance type may influence
length of stay. Referrals may be needed depending on type of health insurance.

Ideally, patient is source of history. Secondary source, usually a family member
of friend, is necessary with children or when patient is unable to provide history.
Establish reliability of person providing history by noting consistency in responses
and willingness to communicate.

Identifies primary care physician/practitioner. If no referral source identified, may
need to make referral for follow-up.

Allows you to comply with patient’s healthcare wishes if Advance Directives exist.
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m 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 patient.) Do you have any other symptoms?
(Depending on the chief complaint, ask about related
symptoms. For example, if the patient has chest pain,
ask if she or he has breathing problems or nausea.)

m 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.)

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. For
more information, see Chapter 4, Assessing Pain.

®m Timing

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

Past Health History
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Past Health History

The past health history assesses childhood illnesses,
hospitalizations, surgeries, serious injuries, adult medical
problems (including serious or chronic illnesses), immu-
nizations, allergies, medications, recent travel, and mili-
tary service. The purpose is to identify any health factors
from the past that may have a direct relationship to your
patient’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
preexisting health problems, such as diabetes or hyper-
tension, which may directly affect the current health
problem. For example, patients 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 patient 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
caused by preexisting conditions.

The past health history may also explain your
patient’s response to illness, healthcare, and healthcare
workers. If she or he has a history of multiple medical
problems requiring frequent hospitalizations, these expe-
riences may affect her or his perception of healthcare
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 patient and available immunizations.

DATA

SIGNIFICANCE/CONSIDERATIONS

Childhood IlInesses

Hospitalizations

problems.
Surgeries

Serious Injuries

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).

Previous hospitalizations may have a direct link to current problem or provide
clues to preexisting problems. Knowing name of hospital and dates facilitates
record retrieval. Ask about hospitalizations for both physical and psychological

Knowing past surgical procedures may rule out certain problems or explain others.
For example, a patient with right lower quadrant pain cannot have appendicitis
if his or her appendix has been removed, but pain may be caused by adhesions.

History of serious injuries (fractures, head injuries with loss of consciousness,
motor vehicle accidents, burns, or lacerations) may relate to current problem or

(continued)



Copyright © 2007 by F. A. Davis.

34 UNIT 1 UNDERSTANDING ASSESSMENT

Past Health History (continueq)

DATA SIGNIFICANCE/CONSIDERATIONS

explain findings during physical examination. For example, past motor vehicle
accident (MVA) may cause lingering musculoskeletal problems or scars.

Serious/Chronic Ilness Encourages patients with well-controlled chronic illnesses (e.g., heart disease,
hypertension, diabetes, cancer, seizures) to identify these illnesses. Otherwise,
they may fail to mention them if they are not currently causing problems.
Consider patient’s age and ask about most prevalent diseases for her or his age
group.

Immunizations Lack of immunization may explain current problem. Consider patient’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 patient lives:
In the United States, people are not routinely immunized against TB, but in other
countries where incidence of TB is high, bacille Calmette-Guérin (BCG) vaccine
may be used.

HELPFUL HINT

A patient vaccinated against TB with BCG will have
a positive PPD.

Allergies Allergy may explain current problem.

If patient has an allergy, note type of reaction. Allergic reactions include hives,
pruritus, and respiratory problems. Side effects include gastrointestinal (Gl)
upset, nausea, and diarrhea. Remember that immune systems change, so
patient 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.

HELPFUL HINT

Patients often confuse drug side effects with allergic
reactions.

Medications Medications may be causing current problem. For example, over-the-counter (OTC)
medication may be interacting with a prescribed medication, causing adverse effects
or negating desired effects. Allows you to assess patient’s understanding of her or his
medications, which may identify teaching needs. Ask about prescribed and OTC
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).
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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Family History By Genogram
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FIGURE 2.1. Family history by genogram

Family History

The family history provides clues to genetically
linked or familial diseases that may be risk factors for
your patient. Ask about the health status and ages of
your patient’s family members. Family members
include the patient, spouse, children, parents, siblings,
aunts and uncles, and grandparents. Ask about geneti-
cally linked or common diseases, such as heart disease,
high blood pressure, stroke, diabetes, cancer, obesity,
bleeding disorders, tuberculosis, renal disease, seizures,
or mental disease. If the patient’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 (see Family History by Listing
Family Members), or you can use a genogram (family
tree). A genogram allows you to identify familial risk
factors at a glance. When developing a genogram, use
symbols to represent family members, and include a
key to explain the symbols and abbreviations (Fig.2.1).
Another tool that can be effective in taking a patient’s
family history is an ecomap (see Understanding
Ecomapping).

KEY: A&W = Alive and well

Canc = cancer
HTN = Hypertension

= Male BC = Breast cancer
RA = Ruptured appendicitis
- Female TB = Tuberculosis .
CVD = Cardiovascular disease

MVP = Mitral valve prolapse
Alc = Alcoholic
- - - - = Divorced

Q = Deceased

Family History by Listing Family Members

The following history is for a 37-year-old female patient.

Patient: 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 66, 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

Maternal Grandmother: Age 77, HTN, breast cancer

Maternal Grandfather: Deceased age 70, cardiovascular
disease (CVD)

35
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Understanding Ecomapping

An ecomap is a family assessment tool that identifies the
needs, patterns, and relationships among family
members and the environment, such as school, work,
church, healthcare system. The ecomap presents a visual
representation as a genogram does for a family history.
Characteristics of an ecomap include:

m |dentifies major systems that are a part of the family’s
life.

® Depicts the nature of the relationships with the
external systems.

m |dentifies both positive and negative relationships
with the external systems.

m |dentifies the flow of energy and resources between
family members and the environment.

m Allows you to see each member within the whole
family unit and the relationship with the environment,
identifying areas of strengths and conflict.

Source: http://ww.uic.edu/nursing/genetics/Lecture/Family/ecomap.htm

s CRITICAL THINKING ACTIVITY #3

After studying the boxed family history on page 35,
what familial health risks would you identify for this
patient?

Review of Systems

The review of systems (ROS) is a litany of questions
specific 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 cur-
rent and past health status of each system and to identify
health problems that your patient may have failed to
mention previously. Remember, if your patient has an
acute problem in one area, every other body system will
be affected, so look for correlations as you proceed with
the ROS.Then perform a symptom analysis for every pos-
itive finding and determine the effect of,and the patient’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.

HELPFUL HINT

As you proceed with the ROS, consider any
prescribed or over-the-counter medications your
patient is taking and how they affect every
system. This may help explain some of your
findings.

Review of Systems

AREA/SYSTEM

ASK ABOUT

General Health Survey

Integumentary

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.

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).

HELPFUL HINT

adults.

Recommend an annual skin examination for all

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.




Copyright © 2007 by F. A. Davis.

CHAPTER 2 THE HEALTH HISTORY 37
AREA/SYSTEM ASK ABOUT
Eyes 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.

HELPFUL HINT

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

Ears 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.

HELPFUL HINT

Test your patient’s hearing during the physical
examination and screen for hearing losses routinely
in elderly patients.

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 (as is seen with
asthma); pneumonia; bronchitis; tuberculosis (TB); last chest x-ray and results;
purified protein derivative (PPD) and results; history of smoking.

Cardiovascular Chest pain; palpitations; murmurs; skipped beats; hypertension (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.

(continued)
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Review of Systems (continued)

AREA/SYSTEM ASK ABOUT

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 examina-
tion yearly, and mammogram yearly for patients
over age 40, unless indicated earlier.

Gastrointestinal Loss of appetite; indigestion; heartburn; gastroesophageal reflux disease (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 laxatives and
antacids; date and results of last fecal occult blood test, if ever done.

HELPFUL HINT

Recommend annual fecal occult blood test and sig-
moidoscopy/colonoscopy every 5 to 10 years for
patients 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.

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 human immunodeficiency virus (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.




Copyright © 2007 by F. A. Davis.

THE HEALTH HISTORY 39

AREA/SYSTEM ASK ABOUT

CHAPTER 2

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; impact on ability to do ADLs; use of calcium supplements.

HELPFUL HINT

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

Neurological

Endocrine

Immune/Hematologic

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 ADLs.

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.

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

n
Developmental Considerations

The last part of your health history is taking a psy-
chosocial profile, but before you do this, consider the
developmental stage of your patient.A person’s devel-
opment crosses the life span. Developmental assess-
ments are often performed on children because the
developmental changes that occur at this age are very
observable and measurable. Yet adults also go through
developmental changes that you need to consider dur-
ing the assessment. lliness and hospitalization can
have a major impact on a child’s growth and develop-
ment, by either halting its progression or regressing 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 the-
ories focus on specific areas of development, such as
physical, psychosocial, cognitive, and behavioral.
Identifying your patient’s developmental stage will help
you determine the relationship between the patient’s
health status 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 patient’s development. (See
Developmental Stages and Theories and Developmental
Tasks.)

Summary of Developmental Theories

Knowledge of the various developmental theories provides the nurse with a framework for cultural and psychosocial
assessment. This chart lists selected developmental theorists and summarizes the focus of their theories.

Theorist Theory Focus

Sigmund Freud
Erik Erikson

Abraham Maslow

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
developmental crisis to be resolved. Psychosocial strengths emerge with resolution of the crisis.

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

(continued)
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Summary of Developmental Theories (continued)

Theorist

Theory Focus

Jean Piaget
Lawrence Kohlberg

Carol Gilligan

Robert Butler
Robert Peck
Robert Havighurst

Elaine Cumming
and William Henry

Evelyn Duvall

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 nuturing instincts. They maintain social rules and the expectations of families,
social groups, or culture.
Life review: Elderly patients spend time reviewing past events and concentrating on past conflicts.
This life review correlates with the elderly patient’s good long-term memory.
Psychosocial: This theory emphasizes aspects of development from middle age through old age by
dividing Erikson’s last stage into two parts. There is a developmental crisis to be resolved in each part.
Activity during aging: Elderly patients who stay active and maintain or find substitutes for
activities of middle age are more satisfied with life than elderly patients 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 patient to
avoid assigning crucial roles to a group with a high death rate. This mutual disengagement helps
society and the elderly patient prepare for death.
Family development: Family goes through identifiable stages with tasks to be mastered.

Developmental Stages and Theories

64 Yr to Death

STAGE FREUD ERIKSON PIAGET KOHLBERG
Infancy: Birth to Oral-sensory Trust vs. mistrust Sensorimotor
1Yr
Toddler: 1-3 Yr Anal Autonomy vs. shame Preoperational Preconventional
thought— level—punishment
preconceptual phase and obedience
Preschool: 3-6 Yr Phallic Initiative vs. guilt Preoperational— Preconventional level
intuitive phase
School Age: Latency Industry vs. inferiority Concrete operations— Conventional level—
6-12 Yr inductive reasoning conformity and
and beginning to loyalty; responds to
think logically authority
Adolescence: Genital Identity vs. role Formal operation— Postconventional—
12-18 Yr diffusion deductive and behavior
abstract reasoning corresponds with
society
Young Adult: Intimacy vs. isolation
18-40 Yr
Middle Adult: Generativity vs.
40-64 Yr stagnation
Older Adult: Integrity vs. despair
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Developmental Tasks

STAGE FREUD ERIKSON PIAGET KOHLBERG HAVIGHURST
Infancy Receives pleasure (oral Begins to trust caregiver. Understanding of the Between infancy to school
gratification) through Develops drive and world is through overt age: Learns to walk, talk,
sucking. hope. physical actions. Moves eat, control elimination.
from simple reflexes to Learns sex differences
organized set of schemes and modesty. Attains
of permanent objects. psychological stability.
Learns to relate
emotionally. Learns right
from wrong. Develops a
conscience.
Toddler Delays gratification Becomes independent and Develops symbolic play, Stage 1: Punishment/

through bowel and
bladder control.

Preschooler ~ Curious about gender

differences and genitals.

School age Transition period, develops
peer relationships,
identifies with parent or

caregiver of same sex.

learns to cooperate with
others. Achieves self-
control and willpower.

Achieving confidence in
own abilities. Has
direction and purpose.

Accomplishments are
source of pleasure.
Develops methods and
competence.

graphic imagery, mental
imagery, and language.
Egocentric thinking,
inflexible, semilogical
reasoning, and limited
social cognition.

Develops the
understanding of
conservation of quantity.

obedience. Decisions
based on avoiding
punishment.

Naive instrumental
orientation—actions are
directed to meet his or
her own needs. Very
concrete sense of
justice/fairness.

Stage 2: Instrumental/
relativist. More self-
reliant. Behavior

directed to satisfy needs.

Negotiate and trade off
to meet needs.

Stage 3: Approval seeking.
Behavior is directed to
gain approval of
significant others.

Develops physical skills;
positive self-image;
personal independence,
relationships with peers,
appropriate roles,
cognitive skills of reading,
writing, and calculations;
concepts for everyday
living (conscience, values,
and morality) and
opinions of social and
institutional groups.
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STAGE FREUD ERIKSON PIAGET KOHLBERG HAVIGHURST
Adolescent Attains sexual maturity ~ Realizes a stable sense of Able to combine systems. Stage 4: Law and order. Acceptance and development
and becomes identity. Develops devotion Develops hypothetical- Behavior guided by law of gender role. Develops
interested in sex. and fidelity. deductive thinking. and order, the rules of more mature relationships.
society. Attains emotional, financial
independence from parents.
Begins to think of choosing
a career and a partner for
marriage. Intellectual skills
and socially acceptable
behavior develop further.
Young Develops personal and Stage 5: Social contract. Selects mate. Learns to live
adult professional relationships. Respects individual together with partner.
Attains affiliation and love. differences. Realizes that Starts career and family.
social laws may Rears family. Manages
contradict moral career, family, and home.
principles. Tries to better Assumes civic responsibility.
the social condition. Has social group of friends.
Middle Productive and creative in Stage 6: Universal-ethical. Assumes more civic and
adult both work and relationships. Universal-ethical social responsibility.
Develops productivity and principles guide moral Maintains career and
caring for family, friends, judgment with family. Develops leisure
and community. underlying good of activities. Strengthens
humanity as driving force spousal relationship.
even at expense of the Accepts midlife changes.
individual. (This stage is Cares for aging parents.
rarely met by most
individuals over the
course of a lifetime.)
Older adult Has had purpose in life and Adjusts to physical Develops explicit identity
fulfillment. Achieves sense changes, retirement, with own age group.
of fulfillment and wisdom. reduced income, loss of Modifies living
spouse, family members, arrangements. Meets social
and friends. and civic obligations.

Source: Data from Craven, R., and Hirnle, C. (2006). Fundamentals of Nursing: Human Health and Function, ed. 3. Philadelphia: Lippincott Williams & Wilkins.
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Assessing the Family

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

Use this guide to assess how the patient perceives family functions. Because the questions target a nuclear family—that is,
mother, father, and children—they may need modification for single-parent families, families that include grandparents,
patients 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 problems 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 problems. To assess affective function, ask the following questions:

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

® How do family members regard each other?

® How do the members of your family regard each other’s needs and wants?
® How are feelings expressed in your family?

m Can family members safely express both positive and negative feelings?

B What happens in the family when members disagree?

® 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 patient’s discharge.
For example, a mother of small children who has just had minor 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:

m 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?

m Do you and your partner agree about how to bring up children? If no, how do you work out the differences?
m Who is responsible for taking care of the children? Is this mutually satisfactory?

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

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

® Do you share cultural values and beliefs with the children?

Healthcare Function

This assessment will uncover many cultural beliefs. Identify the family caregiver and then use that information when planning
care. For example, if the patient is the caregiver, then the patient 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?
| Are your children learning skills, such as personal hygiene, healthful eating habits, and the importance of sleep and rest?
m How does your family adjust when a member is ill and unable to fulfill expected roles?

Family and Social Structures

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

® How important is your family to you?

B Do you have any friends that you consider family?

m Does anyone other than your immediate family (for example, grandparents) live with you?
m 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 relate to power
roles within the family:
m Does your family income meet the family’s basic needs?

® Does money allocation consider family needs in relation to individual needs?
® Who makes decisions about family money allocation?




Copyright © 2007 by F. A. Davis.

44 UNIT 1 UNDERSTANDING ASSESSMENT

Psychosocial Profile

The psychosocial profile is the last section of the health
history. This section focuses on health promotion, protec-
tive patterns, and roles and relationships. It includes ques-
tions about healthcare practices and beliefs, a description
of a typical day, a nutritional assessment, activity and exer-
cise patterns, recreational activities, sleep/rest patterns,
personal habits, occupational risks, environmental risks,
family roles and relationships (see Assessing the Family),
and stress and coping mechanisms.

In a primary healthcare setting, the psychosocial
assessment enables you to identify how your patient

incorporates health practices into every aspects of her
or his life.You can then teach and reinforce health pro-
motion activities that your patient can incorporate into
her or his everyday life. If she or he has an acute prob-
lem, the psychosocial assessment helps you determine
the impact of this illness on every facet of the patient’s
life and assists you in determining discharge planning
needs. For your plan of care to be successful, the
patient must be able to follow through with it after dis-
charge. Help ensure success by identifying clues as you
perform the assessment and then making appropriate
referrals.

Psychosocial Profile

DATA SIGNIFICANCE/CONSIDERATIONS

Health Practices and Beliefs

Typical Day

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

Describing a typical day may identify health risk factors. Or, if the patient has

Nutritional Patterns

Activity and Exercise Patterns

Recreation, Hobbies, Pets

Sleep/Rest Patterns

a health problem, it helps determine what effect this problem has on his or
her everyday life.

Eating habits can positively or negatively affect your patient’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
preferences, 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 patient. All of these factors have an effect on nutrition. Screen for
nutritional deficits by doing a 24-hour recall. Ask the patient, “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 with 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 patient is taking vitamins, mineral or herbal supplements. Make nutritional
referrals as indicated. (See Chapter 8, Assessing Nutrition.)

Activity and routine exercise can help maintain both physical and mental

health. Ask about type and amount of activity or exercise. If your patient
participates in contact sports, assess use of protective equipment and provide
instruction as needed. If she or he has a health problem, determine its effect
on her or his ability to maintain usual activity and exercise patterns.

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.

Many physical and psychological problems can affect sleep or are affected by

lack of sleep. Ask your patient how many hours of sleep she or he gets, if
sleep is interrupted, how many hours she or he needs to feel rested, any
medication taken to aid sleep, or if patient has any sleeping disorders such
as narcolepsy or sleep apnea.
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Personal Habits Unhealthy personal habits, such as use of tobacco, alcohol, caffeine, and drugs,

can adversely affect health. Ask for specific information about the amount and
length of use. (See Chapter 5, Approach to the Mental Health Assessment.)

Tobacco: Ask about cigarettes (filtered/unfiltered), pipe, cigars, or chewing
tobacco.

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

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

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

!D ALERT

IV drug users are at risk for hepatitis B and HIV.

Occupational Health Patterns Certain occupations pose health risks. Ask your patient if her or his job
requires exposure to toxins such as asbestos, pesticides, plastics,
anesthetics, radiation, or solvents; protective gear (e.g., construction
workers, welders, landscapers, and tree trimmers), or heavy physical activity,
such as nursing. Job satisfaction can also affect health. Ask your patient if
she or he is satisfied with the job, what she or he likes best and least, how
many hours a week she or he works, how far she or he travels to and from
work, if there are occupational health programs, if she or he gets work
breaks, how much vacation she or he gets, if she or he considers the job
stressful, and if she or he is satisfied with the salary received.

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

Environmental Health Patterns The patient’s home and type of community can have an impact on her or his
health. Ask if the patient’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, septic systems, and
greater contact with allergens and toxins associated with farming.
Determine type of neighborhood. Ask the patient if she or he 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 patient lives in. Ask if it is a single home or
apartment; if she or he 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.

(continued)
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Psychosocial Profile (continued)

DATA SIGNIFICANCE/CONSIDERATIONS

Roles, Relationships, Self-Concept Your patient’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 patient 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? lliness 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 patient’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 patient’s plan of care? As long as
cultural beliefs will not harm the patient’s health, accepting them and
incorporating them into the plan of care can only help ensure compliance.
Individualizing the plan of care gives the patient a feeling of ownership
and makes her or him 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 patients. Ask
about religious rites that should be incorporated into the plan of care, such
as receiving the sacrament of the sick for Catholic patients. As long as
religious beliefs will not harm the patient’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 patient and his or her family; then plan how to meet their needs.
You may need to rely on outside supports. Ask your patient 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 Assessing the Family.)

Sexuality Patterns Iliness can have both physical and psychological effects on your patient’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 patient’s perspective and expression of sexuality and her or
his willingness to discuss sexuality with you. Sexuality concerns also vary
according to your patient’s age and developmental stage. Sexuality is a
sensitive topic that both you and your patient may feel uncomfortable
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discussing. Pick up on clues from your patient and address sexuality issues
when most appropriate, either during the review of systems (ROS) or the
psychosacial history. Be open and nonjudgmental. Ask if your patient is
sexually active and, if so, whether she or he is satisfied with her or his
sexual role, performance, and relationship. Find out the source of her or his
knowledge of sexuality, reproduction, birth control, and safe sex practices.

Social Supports Support systems outside the family are important during illness. Ask your
patient 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 patient’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 patient’s life and how she or he copes with it can
affect her or his health. lliness only adds stress and anxiety. Ask your patient
how she or he deals with everyday stress, what she or he does when feeling
upset, if she or he has ever felt sad or depressed, and whom she or he 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 patient’s coping skills are ineffective, develop a plan of care, including
sources of support, to help her or him deal with stress more effectively.

and physical assessments are also commonly used.
Regardless of the system, here are some helpful hints for
documenting a health history:

Once you have completed the health history,summarize @ Be accurate and objective. Avoid stating opinions that

I Documenting Your Findings

pertinent findings and share them with your patient to might bias the reader.
and begin to formulate a plan of care. the point.

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

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

Name: Janet Perry

Address: 1234 Happy Valley Road, Abington, Pennsylvania 19001
Home Phone: 215-555-1234

Work Phone: 215-555-2468

Sex: Female

(continued)
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Sample Documentation of Health History (continueq)

Age: 37

Birth Date: 4/5/69

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: Patient, seems reliable
Referral: Self, currently has no primary care provider
Advance Directives: None

Reason for Seeking Healthcare

“I've been feeling tired lately, for about a month now, so | 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 including a Pap smear, 4 years ago.

Past Health History

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

Hospitalizations and Surgeries: Hospitalized at age 6 for tonsillectomy and adenoidectomy, St. Mary’s Hospital,
Philadelphia, Dr. Smith. Hospitalized 1991 and 1994 for childbirth, St. Mary’s Hospital, Dr. Ballay.

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

Serious/Chronic lliness: No history of cardiovascular disease (CVD), hypertension (HTN), diabetes, cancer, seizures.

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

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

Medications: Takes Tylenol occasionally for headaches and multivitamin daily.

Travel: No recent travel outside United States.

Military Service: Never served in military.

Family History

Documented by listing family members and health status:

Patient: Age 37, alive and well

Spouse: Age 40, divorced, alcoholism
Daughter: Age 15, alive and well

Son: Age 12, alive and well

Brother: Age 32, alive and well

Sister: Age 30, alive and well

Father: Age 66, HTN

Mother: Age 60, mitral valve prolapse (MVP)
Paternal Aunt: Age 65, breast cancer
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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, colon cancer
Paternal Grandmother: Age 80, HTN

Maternal Grandmother: Age 77, HTN, breast cancer
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

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

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

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 range of motion (ROM) of neck.

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

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

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

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

Respiratory: No breathing difficulties, no history of pneumonia, bronchitis, or asthma; exposed to secondhand smoke

while married.
Family History By Genogram
68 80 70 H7T7N
Canc HTN CVD BC,

|
66 ﬂo 62 28
J HTN MVP ) HTN J J J B
40 | ______ _( CLIENT 32 30
Alc 37, A&W AGW

8 .
KEY: A&W = Alive and well
J A&W Canc = cancer
HTN = Hypertension
= Male BC = Breast cancer

RA = Ruptured appendicitis

Q - Female TB = Tuberculosis _
CVD = Cardiovascular disease
MVP = Mitral valve prolapse
Q = Deceased Alc = Alcoholic
- - --=Divorced

FIGURE 2.2. Family history by genogram.

(continued)
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Sample Documentation of Health History (continued)

Cardiovascular: No chest pain, palpitations, murmurs, HTN, coldness/numbness/color changes in hands or feet, varicose
veins, or swelling. Never had an electrocardiogram (ECG).

Breasts: Reports left breast slightly larger than right, no pain, masses, or discharge. Breast self-exam (BSE) about three to
four times a year. Never had a mammogram.

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.

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

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 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, occasional headache, 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.

Immune/Hematologic: 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 recovering
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 A.m., gets children up and ready for school, has breakfast, takes children to school, arrives
at work at 8:30 a.m. and works till 5:00 p.m., picks children up at after-school program, makes dinner, helps children
with homework, gets children ready for bed by 9:00-10:00 p.m., studies after children are in bed, retires between
11:30 p.m. and 12 midnight. Goes to night school two nights a week from 6:00 to 9:00 p.m.

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 A.M., 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%2 hours a day with 1-hour lunch. Works well with coworkers. 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.
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parents is distant both geographically and emotionally.

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 childcare 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

Sexuality Patterns: Currently not sexually active. Says dating again is difficult and she doesn’t really have the time.

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.

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 coworkers as support. Feels she is
easygoing, but when she hasn’t had a break in a while, occasionally “blows up” at the kids.

Summary of Pertinent Findings

education to expand career options.

Patient, 37-year-old divorced woman experiencing much stress from work, single parenting, and school. No significant
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 instruction re: diet, time
and stress management, expanded use of community resources. Positive findings include self-motivated to seek
healthcare; exercises routinely; has family, friends, and coworkers who are source of support; self-motivated to further

S UMMARY

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

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

MW Phrase your questions with your patient’s develop-
mental stage and cultural background in mind.

W After you complete the history, document your find-
ings and summarize pertinent data.

W Sharing your findings with your patient allows you to
validate your assessment. You will begin to identify not
only actual and potential health problems but also
your patient’s strengths. Use these strengths in plan-
ning his or her care.

W The health history provides clues that will direct your
physical assessment as you complete your database
and develop a plan of care for your patient.

R EV I E W Q U E S T I

1. You are obtaining a health history on a newly admit-

ted patient with the diagnosis of congestive heart
failure. He tells you, “I’'m having trouble breathing
since yesterday” Once the chief complaint is identi-
fied, which part of the history should be completed
next?
a. Symptom analysis
b.Past health history
c. Review of systems
d. Family history

O N S

2. Which section of the health history can be docu-
mented as a genogram?
a. Chief complaint
b. Past health history
c. Family history
d.Current health status
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Which section of the health history identifies envi-
ronmental health risk factors?

a.Review of systems

b. Psychosocial profile

c. Past health history

d.Family history

. When obtaining a family history, who does not need

to be included in the genogram?
a. Spouse

b.Siblings

c. In-laws

d.Aunts/uncles

. What is the purpose of the review of systems in the

health history?

a. ldentify actual problems

b.Determine cause of current problem
c. Identify current/past health of systems
d.Validate current symptoms

. Mr. Brunner, 35 years old, is complaining of abdomi-

nal pain. You perform a symptom analysis of the
abdominal pain. Which question would best assess
the quality of the pain?

a.What does it feel like?

b. Is the pain sharp?

¢.When did the pain start?

d.Does the pain go anywhere else?

7.

10.

Mr. Brunner, 35 years old, is complaining of abdomi-
nal pain. You perform a symptom analysis of the
abdominal pain. Which question would best assess
the severity of the pain?

a. Is the pain really bad?

b.On a scale of 0 to 10, rate the pain

c. Does the pain feel knifelike?

d.Does the pain go anywhere else?

. Mr. Brunner, 35 years old, is complaining of abdomi-

nal pain. You perform a symptom analysis of the
abdominal pain. What is the best way to assess the
location of the pain?

a.Where does it hurt?

b.Does it hurt in your belly?

c.Does it go anywhere else?

d.Can you point to where it hurts?

. What part of the health history identifies the source

and reliability?
a.Biographical data
b.Current health status
c. Chief complaint
d.Past medical history

Circle all that describe a chief complaint.

a. Statement of problem as a direct quote from patient
b.Symptom analysis of presenting problem

c. ldentifies duration of problem

d.Treatment of problem



CHAPTER

Approach to the
Physical Assessment

Learning Outcomes

After you have successfully completed this chapter,
you should be able to:

B Discuss the purpose of physical assessment

B Differentiate complete from focused physical assessment

B Differentiate nursing physical assessment from medical physical
assessment

Identify tools used during the physical examination
Define physical assessment techniques

|

[

B Demonstrate physical assessment techniques

B Discuss variations in approaches for different age groups
|

Define components of physical assessment
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he 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 findings
before you can begin to distinguish abnormal ones.The
best way to perfect your physical assessment skills is
through practice. Effective communication skills are
essential to establishing the trust needed to proceed with
the examination. Finally, you need to remember your eth-
ical and professional responsibility to your patient in
respecting his or her right to privacy and confidentiality.
Physical assessment provides another perspective.
Whereas the health history allows you to see your
patient subjectively through hers or his eyes, the physi-
cal examination now allows you to see your patient
objectively through your senses.The objective data com-
plete the patient’s health picture.

Purpose of the Physical

" Assessment

Like the health history, the goal of physical assessment
is not only to identify actual or potential health prob-
lems but also to discover your patient’s strengths. Data
from the physical assessment can be used to validate
the health history. For example, you can use the physi-
cal examination to assess clues you obtained from the
history. Combined with the history data, your physical
assessment findings are essential in formulating nurs-
ing diagnoses and developing a plan of care for your
patient.

Components of Physical Assessment

I Types of Physical Assessment

Also like the health history, physical assessment may be
either complete or focused. A complete physical
assessment includes a general survey; vital sign mea-
surements; assessment of height and weight; and physical
examination of all structures, organs, and body systems.
Perform it when you are examining a patient for the first
time and need to establish a baseline.

On the other hand,a focused physical assessment
zeros in on the acute problem.You assess only the parts of
the body that relate to that problem. It is usually performed
when your patient’s condition is unstable, as a follow-up to
a complete assessment, or when you are pressed for time.

Complete Physical Assessment

The complete physical examination begins with a gener-
al survey. A general survey includes your initial observa-
tions of the patient’s general appearance and behavior,
vital signs, and anthropometric measurements. Vital
signs include temperature, pulse, respirations, blood pres-
sure, and pulse oximetry, if available. Anthropometric
measurements include height and weight.

Next, perform a head-to-toe systematic physical
assessment. As you proceed from one area to another,
remember 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 vas-
cular problem or endocrine problem such as diabetes.

This assessment can be performed at any level of
healthcare prevention—primary, secondary, or tertiary.In a
primary setting, a complete physical examination is often

COMPLETE PHYSICAL ASSESSMENT

FOCUSED PHYSICAL ASSESSMENT

General Survey
General observations of appearance and behavior

Measurements

Vital signs: Temperature, pulse, respirations, BP, and pulse
oximetry, if available

Height and weight

Complete head-to-toe physical assessment of every
system or area

General Survey

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

Measurements

Vital signs: Temperature, pulse, respirations, BP, and pulse
oximetry, if available

Height and weight if patient’s condition permits; if
patient’s condition does not permit, may need to make
an estimate

Head-to-toe scan as it relates to area of concern

Focused physical assessment of area or system of concern
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performed to establish or monitor health status. For exam-
ple, 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 baseline
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
patient’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 sur-
vey, vital sign measurements, and assessment of the spe-
cific area or system of concern. It also includes a quick
head-to-toe scan of the patient, 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 example, if
your patient is having breathing problems, do not limit
your focused 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 patient’s
condition and your findings.

A focused physical examination is indicated when
your patient’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 examination,
and so now you perform focused physical assessments to
monitor or evaluate your patient’s health status.

Focused physical assessments also can be performed
at any level of healthcare prevention. In a primary setting,
they may be used to monitor your patient’s health status,
for example, performing a breast examination and teaching
breast self-examination. In a secondary setting, after you
have performed the initial physical assessment, focused
assessments are often used to monitor and evaluate your
patient’s health problem. For example, you might take vital
signs and then auscultate the lungs of a patient who was
admitted with pneumonia. In a long-term—care setting, a
focused assessment is often used to monitor and evaluate
your patient’s progress. For instance, if your patient is recov-

Which Type to Do?

Which type of physical assessment you do depends on:

m Reason for performing the examination.
m Condition of your patient.
® Amount of time you have.

55

ering from a total hip replacement,you will probably assess
his or her musculoskeletal system, including gait, muscle
strength, and prescribed range of motion (ROM) of joints.

Medical Physical Assessment versus
Nursing Physical Assessment

The physical assessment techniques used by physicians
and nurses are essentially the same, but some critical dif-
ferences do exist. These differences are defined by the
focus and scope of nursing and medical practice. While
the techniques are similar, the underlying rationale dif-
fers.Remember: Physicians diagnose and treat illness, but
nurses diagnose and treat the patient’s response to a
health problem in an effort to promote her or his health
and well-being.

For example, recall the patient in Chapter 2, 81-
year-old Mary Johnson, who was admitted to the hospi-
tal with a fractured right hip. The physician would per-
form a physical assessment to confirm the extent of
Mrs. Johnson’s injury and ensure that she was medically
stable for surgery.The nurse would also perform a physi-
cal examination, but the nurse’s focus would be to iden-
tify the extent to which this injury affects Mrs. Johnson’s
physical, psychological, and social well-being. The nurse
would also use physical assessment to work collabora-
tively with the physician to identify any potential com-
plications 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 patient.
Alerting the physician to these changes may prevent a
more serious complication. You will also use your physi-
cal assessment skills to monitor Mrs. Johnson’s progress
through the perioperative phase to rehabilitation and dis-
charge. Along with the history findings, the data you
obtain through physical assessment will be used to devel-
op and evaluate a nursing plan of care.

|
[l Tools of Physical Assessment

The most important tools that you have for physical assess-
ment are your senses. You will use your eyes to inspect,
looking for both physical changes and nonverbal clues
from your patient. You will use your ears to listen, hearing
both sounds produced by various body structures and also
what your patient is saying.You will use your nose to detect
any unusual odors that may indicate an underlying prob-
lem.You will use your hands to feel for physical changes
and also to convey a sense of caring to your patient.

You will also use a variety of equipment to perform
the physical assessment and enhance your assessment
abilities. As with any equipment, assessment equipment,
especially equipment that is used for measurement, needs
to be periodically checked and calibrated for accuracy.

(Text continued on page 67)
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Physical Assessment Equipment

EQUIPMENT PURPOSE TYPES, HINTS, AND CAUTIONS
Thermometer The thermometer measures body Because mercury is very toxic, many healthcare
temperature. Measurements may be agencies have stopped using glass mercury
4 oral, rectal, temporal artery, thermometers.
tympanic, axillary, or skin. A rectal Electronic thermometers are much faster than
measurement is most reflective of mercury thermometers.
core temperature, whereas skin or Disposable probe covers for electronic and
surface measurements are the least tympanic thermometers minimize the risk of
reflective. cross-contamination.
Thermometers measure temperature in -~ When using a tympanic thermometer, pull the
\_ either degrees Fahrenheit (°F) or helix up and back for the adult patient.
centigrade/Celsius (°C). Although tympanic thermometers are frequently
Types of thermometers include: used in children, studies show conflicting
m Glass mercury thermometer: results, especially in infants and children under
Used for oral, rectal, or axillary age 6.
temperature measurements. When taking a temporal artery thermometer
m Electronic digital thermometer: measurement, gently place the probe flat on
Used for oral, rectal, or axillary the center of the forehead, midway between
temperature measurements. the eyebrow and the hairline. Lightly slide the
m Tympanic thermometer: Uses thermometer across the forehead to the
infrared sensors to sense hairline as you scan the temperature.

temperature measurements of the
tympanic membrane.

® Temporal artery thermometer:
Measures arterial temperature
through infrared scanning of the
temporal artery.

m Disposable paper strips with
temperature-sensitive dots:
Used for oral or skin/surface
temperature measurements.

Types of thermometers

Stethoscope The stethoscope is used to auscultate Your ability to auscultate is only as good as the
sounds produced by various body instrument you use.

If" "'\I structures (e.g., breath sounds, Always have the earpieces pointing forward.
bowel sounds, heart sounds, BP, and ~ Double tubing is better for transmitting sound.
vascular sounds). It should have the The longer or lighter the scope, the less effective
ability to detect both high- and it is at transmitting sound.
low-pitched sounds and may have a ~ When using the bell portion of the stethoscope,
single tube, a double tube, or a apply light pressure.
double tube sealed as one. The When using the diaphragm portion of the

\_ __) average length of a stethoscope is stethoscope, apply firm pressure.

22 to 27 inches. The diameter of

the chestpiece is approximately
1% inches.
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EQUIPMENT PURPOSE TYPES, HINTS, AND CAUTIONS
Types of stethoscopes include: Use a smaller chest piece on infants and small
m Combination stethoscope with children.

bell and diaphragm: 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 Types of stethoscopes
is best for detecting high-pitched
sounds, such as breath sounds and
some heart and bowel sounds.

B Pressure-sensitive single-head
stethoscope: 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: 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.

m Fetoscope: Used to auscultate
fetal heart sounds. It is designed
to transmit sound through your
ears (air 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. It is also used to
locate pulses, such as the pedal
pulses, that may be difficult to
palpate.

Doppler

(continued)
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Physical Assessment Equipment (continueq)

EQUIPMENT PURPOSE TYPES, HINTS, AND CAUTIONS
Sphygmomanometer The sphygmomanometer or BP Incorrect cuff size can lead to inaccurate readings.
manometer is used to measure BP. Mercury manometers are more accurate than
Choose a cuff size according to the aneroid types and require less maintenance. But
circumference of the patient’s limb. many healthcare facilities are replacing the
Cuff width should be approximately mercury type with aneroid types because of the
40 percent of the arm toxicity of mercury.

circumference, and the cuff’s
bladder should encircle about 80
percent of the arm.

Types of BP manometers include:
® Mercury manometer.
® Aneroid manometer.
m Electronic-digital manometer.
This equipment may be wall-mounted

or portable.
Types of BP manometers
Visual Acuity Charts Visual acuity charts are used to assess  Test each eye separately, then both eyes together.
far and near vision. Far vision If your patient wears glasses or contact lenses, test
rf' ‘q testing for adults is 20 feet from him or her both with and without them.
chart. Far vision for children is No more than two mistakes are allowed when
10 feet from chart. Near vision using the Snellen chart.
testing is at a distance of about 14
inches. The red and green color bars
P P on the Snellen eye chart can be
used to screen for colorblindness.
\.— T 0 Z __) Types of visual acuity charts include: Snellen chart:

m Snellen eye chart: The “E” chart

Snellen eye chart is used to test children under age
6 or illiterate or non-English-
speaking patients. The letter chart
can be used for school-age
children and literate adults.

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

m 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.

Types of equipment to assess the eyes and ears
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EQUIPMENT PURPOSE TYPES, HINTS, AND CAUTIONS

Penlight or Pocket Light The penlight is used to assess eyes Check your batteries often.
and hard-to-see places, such as
the mouth, throat, and nose.

Ophthalmoscope The ophthalmoscope is used to Always use the ophthalmoscope in a dark room.
assess the internal structures of When assessing the patient’s right eye, use your
the eye. It contains two wheels— right eye. When assessing the patient’s left eye,

(— \ the light wheel and the lens wheel. use your left eye.

The light wheel includes:

m Small white light, used for
undilated pupil.

m Large white light, used for
dilated pupil.

m Green light, to filter out the
color red.

m Blue light, used to detect lesions
when fluorocine dye is used.

m Crid, used to locate structures
and lesions.

m Slit of light, used to determine
shape of lesions.

The lens wheel contains:

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

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

Types of ophthalmoscopes include:

m Battery-operated ophthalmoscope
(some with rechargeable
batteries).

m Penlight type or a combination
oto/ophthalmoscope with
interchangeable heads.

m Portable or wall-mounted
ophthalmoscope.

(For more information, see Chapter
12, Assessing the Eye and Ear.)

(continued)
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Physical Assessment Equipment (continueq)

UNDERSTANDING ASSESSMENT

EQUIPMENT PURPOSE

Otoscope

-

The otoscope is used to illuminate
and magnify the external ear canal
_'\1 and tympanic membrane. Disposable
specula of 3, 4, or 5 mm and about
¥z inch in length are used. When
choosing a speculum, use the
largest one the patient’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 ¥4 inch. Many otoscopes also
have a pneumatic tube attachment
to assess the mobility of the
tympanic membrane. This is
especially valuable when assessing
children’s ears.
Types of otoscopes include:

m Battery-operated otoscope (some
with rechargeable batteries).

m Penlight type or a combination
oto/ophthalmoscope with
interchangeable heads.

m Portable or wall-mounted
otoscope.

(For more information, see Chapter
12, Assessing the Eye and Ear.)

The tuning fork is used to assess
hearing and vibratory sensations.

"'\ Types of tuning forks include:

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

m High-frequency (512-Hz) tuning
fork: Best for assessing hearing.

Tuning fork

-

\

Nasoscope

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

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

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

TYPES, HINTS, AND CAUTIONS

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.

Strike the tuning fork firmly against a hard surface,
being careful not to touch the tines—this dampens
the vibrations.
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EQUIPMENT PURPOSE TYPES, HINTS, AND CAUTIONS
Transilluminator A transilluminator is used to assess Transillumination should be performed in a dark
for fluid in the sinuses, the room.

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 If you do not have a transilluminator, use a
attachment that fits on the penlight instead.
combination oto/ophthalmoscope
with interchangeable heads.

Tape Measure A tape measure is used to measure Tape measures and rulers are usually calibrated in
lengths and circumferences of both centimeters and inches. Centimeters are
4 N extremities and abdominal girth. used more often than inches.

In pregnant patients, it is used 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.

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

Types of measuring equipment

Goniometer A goniometer is used during a
musculoskeletal examination to
assess the range of motion (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.

(continued)
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Physical Assessment Equipment (continued)

EQUIPMENT PURPOSE TYPES, HINTS, AND CAUTIONS

Triceps Skinfold Calipers Triceps skinfold calipers are used to

measure body fat. They measure
' T the thickness of the subcutaneous
tissue in millimeters.

Marking Pen Marking the skin with a marking pen ~ Markers should be washable and nontoxic.
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.
Scale A scale is used to measure weight in If obtaining daily weights, weigh patient at the
pounds and kilograms. Be sure the same time with the same scale.
scale is calibrated and balanced. Weights should be taken with the patient wearing
Types of scales include: as little clothing as possible.

m Platform scale with height
attachment: Appropriate for
weighing a child or an adult.
Height attachment appropriate
for adults; measure children
with a wall-mounted measure.

m Portable floor scale: Appropriate
for a child or an adult.

® Bed scale: Appropriate for
bedridden patients.

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

Platform scale with height attachment
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PURPOSE

TYPES, HINTS, AND CAUTIONS

Wooden Tongue Depressor

Cotton Balls

4 N

Test Tubes

Coffee

Sugar and Lemon

A wooden tongue depressor allows
better 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.

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.

Test tubes are used during the
neurological examination to assess
hot and cold sensation.

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.

Break tongue depressors after use.

Equipment used for neurological exam

If test tubes are not readily available, use the cold
metal portion of your stethoscope to assess cold
sensation.

(continued)
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Physical Assessment Equipment (continueq)

EQUIPMENT PURPOSE TYPES, HINTS, AND CAUTIONS
Cup of Water A cup of water is needed to assess
your patient’s swallowing ability
4 and thyroid.
Paper Clip A familiar object, such as a paper
clip, is needed to assess for
f"' . stereognosis during the

neurological examination.
Stereognosis is the ability to
identify a familiar object through
the sense of touch.

Safety Pin A safety pin or other sharp object is Discard safety pins or straight pins after use. Be
used during the neurological careful not to break the skin. A toothpick can
examination to assess light touch be used in place of a safety pin, minimizing the
and pain. risk of breaking the skin.

Gloves Wear gloves at any point during the Wear nonlatex gloves. Change gloves as needed.

assessment when there is a risk of
-\q exposure to blood or body fluids,
such as examination of the mouth,
pelvic structures of a female
patient, male reproductive
structures, or rectum.
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EQUIPMENT PURPOSE TYPES, HINTS, AND CAUTIONS
Cytology Brush A cytology brush and scraper and Make sure specimens are labeled and sent to the
thin Pap test slides are used for lab promptly.

-

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

Equipment used for pelvic exam

Scraper

4 )

a J

Thin Pap Test Slides

Fixative

’

(continued)
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Physical Assessment Equipment (continued)

EQUIPMENT PURPOSE TYPES, HINTS, AND CAUTIONS

Potassium Hydroxide (KOH)  Slides and KOH may also be needed
for specimen examination.

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

examinations.

"

Speculum A vaginal speculum is used to assess
the female reproductive system.
|f" N 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 the canal and cervix.

\J

Hemoccult Test A hemoccult test is used during a
rectal examination to test the
stool for blood.
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Il 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 precedes
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 use not only
your sense of sight but also your senses of hearing and
smell to inspect your patient critically. Do not rush the
process; take your time and really look at your patient.
Perform inspection at every encounter with your patient.

Be sure you have adequate lighting, and sufficiently
expose the area being assessed. Be systematic in your
approach, working from head to toe and noting key land-
marks and normal findings. Use your patient as a com-
parative when possible. Ask yourself, “Does it look the
same on the left side as the right?” Look for surface char-
acteristics such as color, size, and shape. Ask yourself,
“Are there color changes? Is the patient symmetrical?”
Look for gross abnormalities or signs of distress. Do you
notice any unusual odors or hear any unusual sounds that
warrant further investigation? Always view your findings
in light of the patient’s growth and developmental stage

FIGURE 3.1. Inspection.

and cultural background, which may influence your inter-
pretation. For example, an older patient with acute
appendicitis may not present with acute abdominal pain
as is seen in a younger patient, or a Native American
patient with the same problem may not complain of
severe pain since pain is something to be endured in his
or her culture.

Inspection may be direct or indirect. Direct inspec-
tion involves directly looking at your patient. Indirect
inspection 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 illu-
minate, allowing for better visualization.

Palpation

During palpation, you are using your sense of touch to
collect data. Palpation is used to assess every system. It
usually follows inspection, but both techniques are often
performed simultaneously. Palpation allows you to assess
surface characteristics, such as texture, consistency, and
temperature, and allows you to assess for masses, organs,
pulsations, muscle rigidity, and chest excursion. It also
lets you differentiate areas of tenderness 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 (Fig. 3.2). 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 sur-
face is best for detecting vibration (Fig. 3.4), and the fin-
ger pads and tips are the most discriminating for detect-
ing fine sensations, such as pulsations (Fig. 3.5).

Types of Palpation

Two types of palpation may be performed—Ilight and
deep. Always begin with light palpation (Fig. 3.6), if for
no other reason than to put your patient at ease and con-
vey a message of caring. Light palpation is applying
very gentle pressure with the tips and pads of your fin-
gers to a body area and then gently moving them over the
area, pressing about % inch. Light palpation is best for
assessing surface characteristics, such as temperature,
texture, mobility, shape, and size. It is also useful in assess-
ing pulses, areas of edema, and areas of tenderness.
Closing your eyes while palpating may help you concen-
trate better on what you are feeling.
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Nail tip

Index finger

Dorsal surface

4 2 Thumb Fingertips

y } / 7Finger pads
& 2 .

Ball of hand

Palmar surface /

Ulnar surface

FIGURE 3.2. Parts of hands used in
palpation.

Deep palpation is applying harder pressure with
your fingertips or pads over an area to a depth greater
than Y2 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.You can 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

- FIGURE 3.4. Palpating vibratory

FIGURE 3.3. Palpating temperature sensations and tactile fremitus with
changes with dorsal part of hand. balls of hands.
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FIGURE 3.5. Palpating with fingertips
to assess pulsations.

dominant hand and then lift it up quickly. An increase in
the patient’s pain when you release the pressure signals
rebound tenderness. If your patient’s muscles tense on
palpation (voluntary guarding), have the patient take a
few slow, deep breaths or place her or his hands over or
under yours during palpation (Fig. 3.9).

FIGURE 3.7. Deep palpation,single
hand.

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.

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 object
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

FIGURE 3.6. Light palpation.

Percussion

Percussion is used to assess density of underlying struc-
tures, areas of tenderness, and deep tendon reflexes
(DTRs). It entails striking a body surface with quick, light
blows and eliciting 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 deter-
mining the density, you can also “outline” the underlying
structure, allowing you to determine the size and shape of
the underlying structure. (See Percussion Sounds.)

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. (See 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

FIGURE 3.8. Deep palpation, bimanual.
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FIGURE 3.9. Palpating hands using
patient’s hands.

a sound or to assess for an area of tenderness. Direct per-
cussion may be used instead of indirect percussion on an
infant’s chest. 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, press-
ing firmly with your middle finger. Then place your domi-
nant hand over it. Flexing the wrist of your dominant hand,
tap the middle finger of your nondominant 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 middle finger on the body surface,

.4

FIGURE 3.10. Ballottement.

FIGURE 3.11. Direct percussion.

and hyperextend it as you percuss. Tap lightly and quickly,
removing your top finger after each tap.An alternative tech-
nigue is to flex the fingers of the striking hand and use your
proximal interphalangeal joint as the hammer.

HELPFUL HINT

Trim your nails. Percussing with long fingernails may
injure your finger or the area being percussed.

Using a percussion hammer (Fig. 3.13) to test
reflexes 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
DTRs.

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 fist percus-
sion involves placing your nondominant hand over the
body surface and then striking that hand with the ulnar
surface of your other fist.

[ |
Percussion Sounds

sounds along with their characteristics and typical locations.

Percussion produces sounds that vary according to the tissue being percussed. This chart shows important percussion

SOUND INTENSITY PITCH DURATION QUALITY SOURCE
Resonance Moderate to loud Low Long Hollow Normal lung
Tympany Loud High Moderate Drumlike Gastric air bubble;
(musical) intestinal air

Dullness Soft to moderate Medium Moderate Thudlike Liver; full bladder;

pregnant uterus
Hyperresonance Very loud Very low Very long Booming Hyperinflated lung

(as in emphysema)
Flatness Soft High Short Flat Muscle
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FIGURE 3.12. Indirect percussion.

FIGURE 3.14. Percussing for costo-
vertebral angle tenderness.

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.

FIGURE 3.13. Using a percussion
hammer.

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.

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 vas-
cular sounds. Auscultation can be both direct and indi-
rect. Direct auscultation is listening for sounds without
a stethoscope, but only a few sounds can be heard this
way. Two examples are respiratory congestion in a
patient who requires suctioning and the loud audible
murmur of mitral valve replacement. For most of the
sounds produced by the body, you will need to perform
indirect 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 ability
to detect both high- and low-pitched sounds.
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 char-
acteristics of sound—the pitch, intensity, duration, and
quality. Pitch may be high, medium, or low. Ask yourself,
“Which part of the stethoscope was | using when | heard
the sound best?” Intensity can range from soft to loud or
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FIGURE 3.15. Listening with
diaphragm of stethoscope.

can be graded on a scale. Ask yourself,“Could | hear the
sound easily, or did | have to listen closely?” Duration 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
listener and focus only on the sounds that you are aus-
cultating, filtering out other sounds. For example, when
auscultating 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
normal sounds, you will then be able to identify anything
that sounds different. You may have difficulty identifying
abnormal 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
technique to assess your patient. If you hear something
abnormal, look for other data to support or negate that
finding.

Besides comparing the sounds you hear with what
you know is normal, be sure also to consider your
patient’s size. 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 patient as his or her own
comparative. For example, it may be easier to hear breath
sounds in a patient who weighs 110 pounds than in one
who weighs 220 pounds. But both patients’ breath
sounds may be normal.

FIGURE 3.16. Listening with bell of
stethoscope.

Auscultation Tips

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

m Work on the patient’s right side. This stretches your

stethoscope across the patient’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!

I Approach to the Physical 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 sys-
tems, before proceeding from head to toe. Each
approach is systematic and comprehensive and elicits
the same data.

Which approach should you use? That depends on
the patient’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 patient position changes and
requires less time. No matter which approach you use, be
consistent. You may find it helpful to develop a written
checklist so that you do not miss any areas. If you use the
same approach consistently and adjust it to meet your
patients’ needs, it will eventually become second nature
to you.

As you proceed, remember that every system is
related,and every system has an effect on every other.Be
systematic.Work from head to toe, and whenever possi-
ble, from side to side so that you can use your patient as
her or his own comparative. Always consider the devel-
opmental stage of your patient, and adjust your
approach to meet her or his needs.Also be aware of cul-
tural influences that may affect the assessment and your
findings. For example, Hindu and Mexican women are
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very modest and may request a nurse of the same gender
to perform the physical examination.

Begin by introducing yourself and telling your
patient what you are going to do and why. The examina-
tion itself may be stressful for your patient, especially if
he or she is concerned over health problems that may be
validated by the examination. Because patients often
equate the length of the examination with the severity of
a problem, let your patient know that the examination
normally takes time. Also be conscious of your nonverbal
behavior; maintain a professional demeanor and caring
attitude, and be sensitive to your patient’s needs. Explain
what you are doing every step of the way, and encourage
the patient to ask questions.

Make sure that the examination room is quiet and
private and that you will not be interrupted.The room
also needs to be warm and well lit. Ask the patient if
she or he needs to void before the examination.
Provide privacy to allow your patient to change into a
gown if needed. While she or he 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 patient is uncomfort-
able removing all of her or his clothing, allow her or
him to leave undergarments on and remove them only
during the parts of the examination when it is neces-
sary. Wash your hands before you begin, and wear
gloves if the possibility of exposure to blood or body
fluids exists. Drape your patient. Work from the right
side when possible, and expose only the area being
assessed.

During the examination, you will use all four tech-
niques of physical assessment: inspection, palpation,
percussion, and auscultation. If your patient has identi-
fied an area of concern, begin there; otherwise, proceed
from head to toe. Usually, the more private areas of the
examination, such as the pelvic and rectal examination,
are performed last. Do not rush. Pay attention to your
patient’s responses, both verbal and nonverbal, and
respond accordingly. For example, if you see that your
patient is tiring, 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.

|
] Patients With Special Needs
|

Children, pregnant, elderly, or disabled patients need spe-
cial consideration during physical assessment. The fol-
lowing paragraphs contain some tips for assessing these
patients. In each case, remember to incorporate teaching
into your assessment.

Children

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

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

m 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.

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

m School-age children: Usually cooperative;can converse
and follow instructions.

m Adolescents: May be sensitive and modest. May not want
parent present during examination. Let patient know
that it is okay to ask questions.

m All ages: Look for normal growth and developmental
changes. (For more information, see Chapter 24,
Assessing the Newborn and Infant; Chapter 25,
Assessing the Toddler and Preschooler; and Chapter
26, Assessing the School-Age Child and Adolescent.)

Pregnant Patients

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

m Include fundal heights and fetal heart tones in the
examination.

m Assess for normal changes that occur during pregnancy.

m Pay special attention to nutritional assessment.

® Remember that patient may have difficulty changing
or assuming positions during last trimester.

m Be aware that hormonal swings may exaggerate patient’s

responses. (For more information, see Chapter 23,

Assessing the Mother-to-Be.)

Elderly Patients

® Do not rush.

m | ook for developmental changes.

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

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

m Allow enough time for patient to respond to questions
or instructions. (For more information, see Chapter 27,
Assessing the Older Adult.)

Disabled Patients

m |dentify the disability.
m Focus on the patient’s functional ability and mental
capacity.
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m Modify your assessment based on the patient’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.

m Be alert and sensitive to your patient’s needs, especial-
ly if she or he is unable to communicate verbally.

ﬁ“ CRITICAL THINKING ACTIVITY #1

In what ways might you adjust your assessment if
your patient were blind?

|
Positions for Physical Assessment

In order to perform a thorough physical assessment, you
must ask the patient to assume various positions.The table
Examination Positions describes the positions needed to
assess each area.

Components of the Physical

" 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 review of sys-
tems to detect possible problems in other systems. This
provided you with a subjective look at the relationship of
these systems. Now take an objective look at each system
as it affects each other before you focus on a specific sys-
tem or area.

General Survey

Always begin the physical assessment with the general
survey. This “first impression” of your patient 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 patient’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, posture,
movements, speech, grooming, dress, and hygiene.

Signs of Distress

Ask yourself,“Are there any obvious signs of distress (e.g.,
breathing problems)?” If signs of acute distress are appar-

ent, do a focused physical assessment and address the
acute problem.

=» CRITICAL THINKING ACTIVITY #2

What other signs would indicate acute distress?

Facial Characteristics

Ask yourself,“What is the patient’s face telling me?” Do
you see pain, fear, or anxiety? Does the patient maintain
eye contact? Is her or his facial expression happy or sad?
Facial expression may signal an underlying problem,such
as masklike expression in Parkinson’s disease. Look at the
patient’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 stroke;and exophthalmos suggests hyper-
thyroidism. Also look at the condition of your patient’s
skin. It may reflect your patient’s age, but excessive wrin-
kling from excessive sun exposure or illness may make
the patient appear older than her or his stated age.

Body Type, Posture, and Gait

View your patient’s body size and build with respect to
his or her age and gender. Is he or she stocky, slender, or
of average build? Obese or cachectic? Proportional? Does
your patient have abnormal fat distribution, such as the
truncal obesity and buffalo hump seen with Cushing’s
syndrome? Greet your patient 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 patient’s hands.
Do you see clubbing, edema, or deformities? Clubbing and
edema may reflect a cardiopulmonary problem; deformi-
ties may reflect arthritic changes.

Watch how your patient enters the room. Are her
or his movements smooth and coordinated, or does she
or he have an obvious gait problem? Does she or he 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 neurological
problem. Spastic movements or unsteady gaits may be
seen in patients with cerebral palsy or multiple sclerosis.
A shuffling gait is seen with Parkinson’s disease. Patients
with a wide base of support and short stride length may
have a balance or cerebellar problem.

If your patient 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 gen-
eral survey should be further evaluated during the physi-
cal examination.

(Text continued on page 77)
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Examination Positions
ADVANTAGES/
POSITION AREAS ASSESSED DISADVANTAGES
Supine m Anterior chest for respiratory, m |f patient has trouble breathing in

Sitting

Dorsal recumbent

Sims’

cardiac, and breast exams
(should be supine for breast
exam).

m Pulses and extremities.

® Head and neck.

m Anterior and posterior chest for
respiratory, cardiac, and breast
exams.

| Vital signs and upper
extremities.

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

® Female pelvic area if patient is
unable to assume lithotomy or
Sims’ position.

m |jthotomy position for female
pelvic and rectal areas
essentially same as dorsal
recumbent but legs and feet in
stirrups.

m Female pelvic and rectal areas:
Best alternative if patient is
unable to assume lithotomy
position.

supine position, use semi-Fowler’s
position (semisitting with knees
flexed and supported by pillows).

B Provides good visualization.
m Allows full lung expansion for
respiratory assessment.

B Patients with weakness or paralysis
may have difficulty assuming
position and need assistance.

m |f patient has abdominal pain,
flexing knees is usually more
comfortable.

m Older patients may have difficulty
assuming lithotomy position.

® May be difficult to assume if patient
has arthritis.

m Contraindicated if patient has had
total hip replacement.

(continued)
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Examination Positions (continued)
ADVANTAGES/
POSITION AREAS ASSESSED DISADVANTAGES
Prone ® Musculoskeletal system. m Difficult position for many patients,
especially those with respiratory
disease.
Left Lateral Recumbent B Chest: Best for cardiac B Patients with respiratory problems
auscultation, particularly of may have trouble assuming this
Ss, S4, and some murmurs. position.
Knee-chest ®m Male rectal and prostate areas: m This position and its alternative
Best position for these exams. (bending over a table) are very
difficult and embarrassing for most
patients.




Copyright © 2007 by F. A. Davis.

CHAPTER 3 APPROACH TO THE PHYSICAL ASSESSMENT 77

ADVANTAGES/
POSITION AREAS ASSESSED DISADVANTAGES
Standing ® Spine and joints (ROM): Best for ® Patients who are weak, disabled, or

these musculoskeletal areas;
used for both neurological
exam and to assess gait and
cerebellar function.

paralyzed may need assistance or
may not be able to assume this
position.

The patient’s posture may also reveal clues about her
or his overall health status. Is she or he sitting upright or
slumped? Can she or he assume a supine position? Is there
a position that she or he prefers? A slumped position may
indicate fatigue or depression. Patients with cardiopul-
monary disease often cannot assume a supine position.
They prefer a sitting or tripod position because it eases
breathing. Patients with abdominal pain also may find it dif-
ficult 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 patient’s speech pattern and pace. Speech
reflects the mental state, thought process, and affect. Are
your patient’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 psy-
chiatric disorders. Pressured, hurried speech may also be
seen in patients with hyperthyroidism. Note the tone and
quality of his or her voice. Do you hear anger? Sadness?
Changes in voice quality may indicate a neurological prob-
lem, specifically, a problem with cranial nerve (CN) IX

(glossopharyngeal) or CN X (vagus). Notice whether his or
her speech is clear or garbled. Aphasia can be expressive
(motor/Broca’s), receptive (sensory/Wernicke’s), or glob-
al, a combination of these. Aphasia of any type is often
associated with aTIA or stroke.

The patient’s vocabulary and sentence structure
offer clues to her or his 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 patient 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 is
he or she disheveled? Disinterest in appearance may
reflect depression or low self-esteem. Poor hygiene and a
disheveled appearance may also reflect the patient’s
inability to care for himself or herself.

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

Mental State

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

Cultural Considerations

Note any cultural influences that may affect your patient’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:

® Asian Americans are often shorter than Westerners.

m European Americans and African Americans tend to
speak loudly, whereas Chinese Americans speak softly.

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

® Japanese and Korean individuals maintain a tense pos-
ture 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, Health Assessment and the Nurse.

Developmental Considerations

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

Children

m Behavior should correspond with the child’s develop-
mental level.

m Children tend to regress when ill.

m Take note of the relationship between child and parent.

Pregnant Patients

m General appearance should reflect gestational age.

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

m Look for swelling.

m Note patient’s affect and response to pregnancy.

Older Adults
m Look for normal changes that occur with aging.

m Look for clues of decreasing ability to function, espe-
cially dress and grooming problems.

m Pay attention to your patient’s affect, especially signs of
depression.

m 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 patient. It should include age
(actual and apparent), gender, race, level of conscious-
ness, dress, posture, speech, affect, and any obvious
abnormalities 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:

m Establish a baseline.

m Monitor the patient’s condition.

m Evaluate the patient’s response to treatments.
m |dentify problems.

The initial set of vital signs serves as the baseline.
How often you will need to take vital signs depends on
the patient’s condition. Serial measurements are more
reflective of health than one-time measurements. For
example, a blood pressure of 150/98 in a patient who
was hurrying to be on time for his appointment and was
upset 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. Do not rely on one
assessment finding—Ilook for other data to support or
negate your finding. For example, if your patient’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 temperature.The
balance is maintained between the body’s heat-produc-
ing functions (metabolism, shivering, muscle contrac-
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FIGURE 3.17. Taking a tympanic
temperature.

tion, exercise, and thyroid activity) and the heat-losing
functions (radiation, convection, conduction, and evapo-
ration).When one becomes greater than the other, temper-
ature changes are seen; greater heat-producing functions
result in temperature elevations (fever/hyperthermia),
and greater heat-losing functions result in temperature
decreases (hypothermia).

Keep in mind that a fever can be a part of the inflam-
matory response that helps the body fight diseases. Diseases
that affect metabolism, such as thyroid disease, can also

affect body temperature. Because the hypothalamus is the
body’s thermostat, disorders that affect the hypothalamus,
such as a stroke, will affect the temperature.

Temperature is measured in either degrees
Fahrenheit (°F) or degrees Centigrade, or Celsius (°C). The
average normal oral temperature is 98.6°F (37°C). Rectal,
temporal artery, and tympanic temperatures (Fig. 3.17)
are more reflective of the body’s core temperature, with
the average temperature being 1 degree higher than
oral temperature. Axillary temperature measures skin
temperature and is on average 1 degree lower than the
oral temperature.

Various factors can influence the normal tempera-
ture reading, including:

m Age: Newborns are homeothermic, stabilizing tem-
perature within a small range, which makes them easi-
ly susceptible to temperature variations, especially
hypothermia. Children have slightly higher normal
temperatures than adults—99°F until age 3. Elderly
people have decreased thermoregulation, also making
them vulnerable to temperature changes.They tend to
have lower-than-normal temperatures—97°F

Advantages and Disadvantages of Temperature Routes

ROUTE

ADVANTAGES

DISADVANTAGES

Oral (Normal: 98.6°F; 37°C)

Forehead (Normal: 94°F; 34.4°C) m Safe and easy

(Normal: Close to rectal
temperature, 1°F or 0.5°C
higher than an oral
temperature, and 2°F or 1°C
higher than an axillary
temperature)

® Easy, fast, accurate

Rectal (Normal: 99.5°F; 37.5°C) ® More reflective of core ®m Cannot be used for clients who have rectal
temperature bleeding, hemorrhoids, or diarrhea or who
B Fast are recovering from rectal surgery.

m Contraindicated for cardiac clients because
it may stimulate the vagus nerve and
decrease heart rate.

®m Not recommended for newborns because
of risk of perforating anus.

Tympanic (Normal: 99.5°F; 37.5°C) m More reflective of core B Reports of accuracy are
temperature conflicting.
m Safe, good for children
Axillary (Normal: 97.6°F; 36.5°C) m Safe, good for children and m Measures skin surface, which can be
newborns variable.

Temporal arterial ® Noninvasive, safe, good for
children and infants

m 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.

® Measures skin surface temperature.
B Least accurate method.
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m 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.

m Circadian rhythms (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

m Exercise/stress: Stress and exercise cause an increase
in epinephrine and norepinephrine, increasing the
metabolic rate and in turn increasing temperature.

®m Environmental factors: Exposure to temperature
extremes 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.

- .&-‘1
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FIGURE 3.18. Taking a radial pulse.

Assess the patient’s pulse for rate and rhythm. The
radial pulse (Fig. 3.18) is generally used when assessing
vital signs. Normal pulse rate varies with age. (See The
Effect of Age on Vital Signs.) The average rate for a new-
born is 125 beats per minute (BPM). By age 4, the rate
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
CO is to increase the HR. HRs above 100 BPM are called
tachycardia; below 60 BPM, bradycardia. Athletes’ hearts
work more efficiently, so they often have HRs lower than
60 BPM.To meet the increased oxygen demands associat-
ed with exercise, SV increases over time.

If you have trouble finding your patient’s radial
pulse, use a larger, more central pulse, such as the carotid
or femoral. Whenever you obtain an irregular rhythm,
auscultate an apical heart rate (Fig. 3.19) for 1 full
minute. Children often have a rhythm that varies with

|
The Effect of Age on Vital Signs

Normal vital signs vary with age, as this chart shows.

BLOOD
TEMPERATURE RESPIRATORY PRESSURE
AGE °F °C PULSE RATE RATE (mm HQg)
Newborn 98.6-99.8 37-37.7 120-160 30-80 Systolic: 50-52
Diastolic: 25-30
Mean: 35-40
3yr 98.5-99.5 36.9-37.5 80-125 20-30 Systolic: 78-114
Diastolic: 46-78
10 yr 97.5-98.6 36.3-37 70-110 16-22 Systolic: 90-132
Diastolic: 5-86
16 yr 97.6-98.8 36.4-37.1 55-100 15-20 Systolic: 104-108
Diastolic: 60-92
Adult 96.8-99.5 36-37.5 60-100 12-20 Systolic: <120
Diastolic: <80
Older Adult 96.5-97.5 35.9-36.3 60-100 15-25 Systolic: <120

Diastolic: <80
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FIGURE 3.19. Taking an apical pulse.

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 infants
and small children. (See Chapter 15, Assessing the
Peripheral Vascular and Lymphatic Systems, for a more
detailed 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—including the
patient’s metabolism and whether the cardiovascular,
musculoskeletal, and neurological systems are intact—
influence respirations.The respiratory rate is a count of
one full inspiration/expiration cycle for 1 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
decreases 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 lasting for more than 15 seconds is cause for alarm
and warrants further assessment. Irregular breathing pat-
terns may also indicate an underlying problem such as a
neurological disorder.

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 yourself,
“Are the patient’s respirations deep or shallow?”Deep and
rapid respirations may indicate that your patient is hyper-
ventilating. Conditions such as metabolic acidosis as well
as anxiety can cause hyperventilation. Shallow respira-
tions may indicate hypoventilation, which may be caused
by conditions 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
retraction or use of accessory muscles to breathe. Also
listen for audible sounds such as wheezing or congestion
that may signal distress and warrant further assessment.
(See Chapter 13, Assessing the Respiratory System, for
further information.)

Blood Pressure

Blood pressure (BP) is a measurement of the pressure
within the vascular system as the heart contracts (sys-
tole) and relaxes (diastole). BP indirectly reflects your
patient’s overall cardiovascular functioning. It is equal to
CO times peripheral vascular resistance (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. (See
Measuring Blood Pressure.)

Normal BP for an adult ranges from 100 to less than
120 mm Hg (systolic) and from 60 to less than 80 mm
Hg (diastolic).Normal BP for children and infants is much
lower.

!D ALERT

Because BP reflects the pressure within the vascular
system, a person cannot maintain a high BP without
serious effects.

A systolic reading 120 to 139 mm Hg and a diastolic
reading 80 to 89 mm Hg is considered prehyperten-
sion; a systolic 140 to 159 mm Hg with a diastolic 90 to
99 mm Hg, stage 1 hypertension;a systolic 160 mm Hg
or higher with a diastolic 100 mm Hg or higher, stage
2 hypertension;and a systolic reading lower than 90 mm
Hg and a diastolic reading lower than 60 mm Hg is con-
sidered 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 systolic pressure changes more
readily in response to external stimuli, whereas the dias-
tolic is more constant. Consequently,an elevated diastolic
pressure may be more worrisome than an isolated eleva-
tion of the systolic pressure.

The pulse pressure—the difference between the
systolic and the diastolic readings—is normally about
40 mm Hg. A widened pulse pressure is often seen in
elderly people because of a decreased elasticity of the
arterial walls, but it may also be a sign of increased
intracranial pressure. A narrow pulse pressure can be
seen when the patient is hypovolemic or going into
shock and heart failure.

BP measurements are often taken with the patient
in several positions—supine, sitting, and standing.
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Measuring Blood Pressure

UNDERSTANDING ASSESSMENT

To assess a patient’s BP accurately, the nurse should follow this procedure.

Preparing the Patient

Before beginning, make sure the patient is relaxed and has not eaten or exercised in the past 30 minutes. The patient can
sit, stand, or lie down during BP measurement.

Applying the Cuff and Stethoscope

m 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

® To determine the peak inflation point, palpate the
brachial pulse just below and slightly medial to the
antecubital area to determine the approximate systolic

centered over the brachial artery (Fig. 3.20). pressure.

m Rapidly inflate the cuff to about 30 mm Hg above the
level at which the pulsations disappear.

m Deflate the cuff slowly until you feel the pulse again.
Then, deflate the cuff completely.

m Place the earpieces of the stethoscope in your ears and
position the stethoscope head over the brachial artery
(Fig. 3.21). Although the diaphragm is more frequently
used, the bell is best for detecting the low-pitched

Korotkoff sounds.

FIGURE 3.20. Measuring cuff size.

HELPFUL HINT

Most cuffs have arrows that should be placed over
the brachial artery.

m Make sure to use the proper-sized cuff for the patient.

m Keep the manometer at eye level; if using an aneroid
gauge, place it level with the patient’s arm.

m Keep the patient’s arm level with the heart. Do not use
the patient’s muscle strength to hold up the arm; tension
from muscle contraction can elevate systolic pressure.
Have a recumbent patient rest the arm at the side.

FIGURE 3.21. Taking BP with bell
of stethoscope.

Obtaining the Blood Pressure Reading

m Watching the manometer, pump the bulb until the column or aneroid gauge reaches about 30 mm Hg above the point
at which the pulse disappears to be sure to hear phase | and avoid the auscultatory gap. The auscultatory gap is a
period of silence that may occur between systolic and diastolic pressures and result in a false reading.
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Phase IlI: Return of clear, crisp tapping sound.

Phase V (second diastolic sound): Sound disappears.

m Slowly open the air valve and watch the column 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).

m As soon as you hear blood begin to pulse through the brachial artery, note the reading on the aneroid dial or column.
Reflecting phase I (the first Korotkoff sound), this sound coincides with the patient’s systolic pressure.

m Continue deflating the cuff, noting the point at which pulsations diminish or become muffled—phase 1V (the fourth
Korotkoff sound)—and then disappear—phase V (the fifth Korotkoff sound).

m For children and highly active adults, many authorities consider phase 1V the most accurate reflection of BP.

The American Heart Association and the World Health Organization recommend documenting phases I, IV, and V.
However, usually only phases | and V are recorded in practice. If the three phases are charted, record phase I, IV, and V:
The Korotkoff sounds, which determine the BP measurement, are classified as follows:

Phase I: Onset of clear, faint tapping, with intensity that increases to a thud or louder tap.
Phase II: Tapping that changes to a soft, swishing sound.

Phase IV (first diastolic sound): Sound becomes muffled and takes on a blowing quality.

Measuring BP in several positions allows you to check
for orthostatic hypotension or postural hypoten-
sion (a drop in BP with position change). If the patient
has orthostatic 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 ortho-
static 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 example
of documentation of a palpable BP is“90/palpated.”

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
approximately with the mean arterial pressure (MAP =
diastolic pressure + s of the pulse pressure).

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 effective-
ness of treatment. Vital signs may also be documented in
narrative form. For example:

T 98.8°F; P 88, regular; R 16 unlabored, regular and
deep; BP 120/80 lying,118/80 sitting,and 118/80 standing.

Height and Weight

Anthropometric measurements provide valuable data
about your patient’s growth and development, nutritional

Blood Pressure Tips

m Too-narrow cuff will cause a false high reading.

m Too-wide cuff will cause a false low reading.

m Cuff wrapped too loosely will cause a false high
reading.

®m Arm above heart level during reading will cause a
false low reading.

®m Muscle contracted on arm during BP reading will
cause a false high reading.

®m Arm pressures should not differ more than 10 mm Hg.

m Leg pressures should be the same or slightly higher
than arm pressures.

Which Arm to Use~?

You can usually use either arm for BP measurement but
you should avoid doing BP on an:

®m Arm with injury or cast.

m Arm with IV site.

m Arm of patient who has had a mastectomy.
m Arm that has a vascular access for dialysis.




Copyright © 2007 by F. A. Davis.

84 UNIT 1 UNDERSTANDING ASSESSMENT

FIGURE 3.22. Measuring height.

status, and overall general health. Accurate assessment of
height (Fig. 3.22) and weight (Fig. 3.23) is also a vital
assessment used to determine appropriate medication
dosages. This is particularly true with children because
medication dosages are calculated based on weight. For
adults, weight is used to determine chemotherapy
dosages and anesthesia administration.Weight can also be
used to evaluate the effectiveness of a treatment, such as
intravenous (1V) fluids, drugs, or nutritional therapy. For
example, the goal of a patient receiving nutritional ther-
apy might be maintenance or weight gain.

I

FIGURE 3.23. Measuring weight.

Weight and height for adults who can stand can be
obtained using a platform scale with a sliding ruler to
measure height. Be sure your scale is balanced.Weigh the
patient while she or he is wearing minimal clothing
(gown) and no shoes. If the patient 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 a
stationary measure or mark disposable examination
paper at the top of the head and the heel of the extend-
ed foot and then measure the distance between the two.
If serial weights are being done, weigh the patient on the
same scale at the same time of day. Be sure to document
the measurements in centimeters or inches, kilograms or
pounds. Because children have frequent changes in
growth and development, 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 a focused physical
assessment, remember that all body systems are interre-
lated. 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
focused assessment of the cardiovascular system. Here
are some of the effects you should look for:

® Integumentary: Look for color changes, pallor,edema,
and changes in skin and hair texture and growth.
Patients with cardiovascular problems may have edema
and thin, shiny, hairless skin.

m Head, eyes, ears, nose, and throat (HEENT): Look
for periorbital edema. Funduscopic examination may
reveal vascular changes.

m Respiratory: Look for cyanosis and breathing difficul-
ty.Auscultate for adventitious sounds such as crackles
that are associated with congestive heart failure
(CHF).

m Breast: Assess for male breast enlargement that may
occur with cardiac medications such as digoxin.

m Abdominal: Assess for ascites and hepatomegaly,
which may be associated with CHFE,

m Musculoskeletal: Assess for muscle weakness and
atrophy associated with disuse.

m Neurological: Assess level of consciousness. Confusion,
fatigue, and lethargy may be associated with decreased
CO and hypoxia.
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After you look for the relationships between the sys-
tems, you are ready to perform the focused physical assess-
ment. This text is structured to emphasize the relationship
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, docu-
ment your findings. Because writing should be kept to a

minimum during the examination, document your findings
as soon as possible, while they are foremost in your mind.
Document accurately, objectively, and concisely. Avoid gen-
eral terms such as“normal.”Record your findings system by
system, being sure to chart pertinent negative findings.
Once you have completed your objective database, com-
bine it with your subjective database, cluster your data,
identify pertinent nursing diagnoses, and develop a plan of
care for your patient. For more information on documenta-
tion, see Chapter 1, Health Assessment and the Nurse.

S UMMARY

M The physical assessment provides objective data for
the database. It involves using your senses to collect
data. You look, listen, smell, and feel.

M Specific equipment may be used to enhance the data
collection process.

M The four techniques of physical assessment are inspec-
tion, palpation, percussion, and auscultation.

M The physical examination may be complete (an entire,
thorough assessment) or focused (an assessment of
one system or area).

M The physical assessment also helps you validate subjec-
tive data found in the history, identify any health prob-
lems, and evaluate the patient’s response to treatment.

H The physical examination should always begin with a
general survey and a measurement of vital signs,
height, and weight.

B For a focused physical examination, a head-to-toe
scan identifies the system’s effects on every other
system.

B Physical assessment requires the use of cognitive, psy-
chomotor, interpersonal, affective, and ethical skills.

H As with any skills—practice. The more you practice,
the more competent and confident you will be in per-
forming an accurate physical assessment and in inter-
preting your findings—findings that are essential to
the plan of care for your patient.

R EV I E W Q U E S T I

1. Physical assessments can be either complete or
focused. Which situation would warrant a focused
physical examination?

a. Student physical examination

b. Pre-employment physical examination

c. Preoperative patient scheduled for hip replacement
d. Patient admitted with chest pain

2. You are auscultating your patient’s heart sounds.
Which is the correct technique for using the bell por-
tion of the stethoscope?

a. Hold bell lightly on chest
b. Hold bell firmly on chest
c. Tilt bell slightly off chest

3. When assessing the skin, which part of the hand is
best for detecting temperature changes?
a. Palmar aspect
b. Ulnar aspect
c. Dorsal aspect
d. Finger tips

4. Which part of your hand is best for detecting vibra-
tory sensations?
a.Balls of your hand
b. Dorsal surface of your hand
c. Ulnar surface of your hand
d. Palmar surface of your hand

O N S

5. Which part of your hand is the most discriminatory,
able to detect fine sensations?
a. Dorsal surface
b. Finger pads
c.Ulnar surface
d. Palmar surface

6. How would you distinguish pain from tenderness?
a. Tenderness occurs with palpation
b. Tenderness is constant
c. Tenderness occurs with or without palpation
d. Tenderness is what the patient tells you it is

7. You are working in the nursery, assessing a new-
born’s vital signs. What would you expect the normal
heart rate to be?

a.60 BPM
b.80 BPM
c.100 BPM
d. 120 BPM

8. The difference between the systolic and the diastolic
pressure is referred to as:
a. Pulse pressure
b. Mean arterial pressure
c.Phase IV of Kortokoff
d. Pulse deficit
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9. When taking your patient’s BP, which technique is 10. You are working night shift; while making rounds

best for cuff inflation?

a. Inflate cuff to 200 mm Hg

b. Inflate cuff 30 mm Hg above point palpable pulse
disappears

c. Inflate cuff to level of the prior reading

d. Inflate the cuff until the first sounds are heard

you note that your patient’s breathing has a period of
absent respirations lasting for 15 seconds. This is
referred to as:

a. Apnea

b. Bradypnea

c.Eupena

d. Dyspnea



CHAPTER

Assessing Pain

Learning Outcomes

After you have successfully completed this chapter,
you should be able to:

Define the mechanisms of pain

Describe different types of pain

Dispel myths associated with pain
Identify developmental influences on pain
Identify cultural influences on pain
Perform pain assessment

Perform symptom analysis

Identify components of a pain assessment
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Il Introduction to Assessing Pain

Although pain is referred to as the fifth vital sign, pain is
a symptom. Subjective in nature, pain is “whatever the
person says it is, whenever she or he says it does”
(McCaffery, 1999). Pain has also been defined as an
“unpleasant sensory and emotional experience associat-
ed with actual or potential tissue damage” (International
Association for the Study of Pain, 2006). It is the most
common reason patients seek healthcare.

Far too often, not only the public but also health-
care providers undertreat pain owing to misconceptions
surrounding it and its effective management. This is a
serious issue, as undertreated pain can have serious phys-
ical, psychological, and financial consequences that
affect the patient’s quality of life.

Accurate assessment of your patient’s pain is the
first step in developing an effective treatment plan to
deal with pain. Because pain is subjective, no two
patients experience pain the same way. Since pain has
physiological, psychological, sociocultural, behavioral,
and affective components, assessment must address each
component as it relates to your patient.

[ |
. Structure and Function of Pain

Understanding the process of pain will help you to accu-
rately assess and develop a plan of care to manage your
patient’s pain.The process by which a painful stimulus is
transmitted to the central nervous system (CNS) and per-
ceived as pain is referred to as nociception (Fig. 4.1).
The process of pain includes transduction, transmission,
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FIGURE 4.1. Pain transmission. After nociceptors are acti-

vated, pain is transmitted along A-delta fibers or C-fibers to the
dorsal horn of the spinal cord. From there, the pain message
is sent to the brain for perception.

perception, and modulation. However, the exact mecha-
nism of pain is unknown, and this process does not
explain all types of pain, such as phantom limb.Also, not
all nociception results in the perception of pain.

Transduction

Transduction begins with a response to a noxious
(painful) stimulus that results in tissue injury. The noxious

Common misconceptions about pain include:

Noncancer pain is not as severe as cancer pain.

m Physical or behavioral signs of pain are more reliable indicators of pain than patient self-report.

m Elderly or cognitively impaired patients cannot use pain intensity rating scales.

Pain does not exist in the absence of physical or behavioral signs or detectable tissue damage.

Pain without an obvious physical cause, or that is more severe than expected based on findings, is usually psychogenic.
Comparable stimuli produce the same level of pain in all individuals (i.e., a uniform pain threshold exists).

Prior experience with pain teaches a person to be more tolerant of pain.

Analgesics should be withheld until the cause of the pain is established.

Patients who are knowledgeable about pain medications, are frequent emergency department patrons, or have been
taking opioids for a long time are necessarily addicts or “drug seekers.”

Use of opioids in patients with pain will cause them to become addicted.

Patients who respond to a placebo drug are malingering.

Neonates, infants, and young children have decreased pain sensation.

Source: National Pharmaceutical Council: Pain: Current Understanding of Assessment, Management and

Treatments, 2001.
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Types of Noxious Stimuli
TYPE CAUSES RESPONSE
Mechanical Tissue trauma, such as surgery, laceration Tissue damage directly stimulates pain
Alteration of tissue, such as edema receptors and activates inflammatory
Obstruction, such as biliary or bowel response.
Abnormal tissue growth, such as tumor Edema causes pressure on pain receptors.
Abnormal contraction of muscle, such as spasm Obstruction causes distension and pressure on
pain receptors.
Tumors cause irritation and pressure on pain
receptors.
Spasms stimulate pain receptors.
Thermal Extreme heat or cold Extreme temperatures cause tissue damage
and activate thermosensitive pain receptors.
Chemical Tissue ischemia, such as coronary artery disease or Decreased blood supply leads to tissue
muscle spasms ischemia and damage, with lactic acid pro-
duction and release of tissue byproducts,
such as bradykinin, that stimulate pain
receptors.

Adapted from Kozier, B., Erb, G., Berman, A, and Snyder, S. (2004). Fundamentals of Nursing, ed. 7. Upper

Saddle River, NJ: Pearson/Prentice Hall.

stimuli can be mechanical, thermal, or chemical. The nox-
ious stimuli are then converted into a nerve impulse by
sensory receptors called nociceptors.

Nociceptors are receptors found in the skin, sub-
cutaneous tissue, joints, walls of arteries, and most inter-
nal organs (with the highest concentration found in the
skin and the least in internal organs) that respond to
painful stimuli. In response to tissue injury, cells break
down and release byproducts and inflammation mediators
(bradykinin, prostaglandins, substance P, histamine, sero-
tonin, and cytokines). These substances activate or sensitize
the nociceptors. Bradykinin also acts as a potent vasodilator,
triggering the inflammatory response of redness, swelling,
and pain. The inflammatory response is the greatest cause
of pain.However,all pain that originates from the periphery
is not nociceptive pain. Damaged peripheral nerves can
result in peripheral neuropathic pain.

Transmission

Once the nociceptors are activated, the nerve impulse is
transmitted to the spinal cord and brain. The sensory
nerve impulses travel via afferent neurons to the dorsal
horn of the spinal cord. Primary afferent nerve fibers
travel along C-fibers, unmyelinated, slow-conducting fibers
that transmit dull,aching pain, or A-delta fibers, myelinated,
fast-conducting fibers that transmit sharp, localized pain.
C-fibers transmit slow, constant pain from mechanical,
thermal,and chemical stimuli. A-delta fibers transmit fast,
intermittent pain from mainly mechanical stimuli.

Excitatory amino acids (e.g., glutamine, aspar-
tate) and neuropeptides (e.g., substance P) facilitate
transmission of impulse to the dorsal horn at the
synapses from the primary afferent neuron to a second-
order neuron in the dorsal horn. Inhibitory amino
acids (e.g., y-aminobutyric acid [GABA]) and neu-
ropeptides (e.g., endogenous opioids) inhibit transmis-
sion of impulse. Once in the dorsal horn, the impulse can
be transmitted to the brain or inhibited. Neuroregulators,
neurotransmitters, or neuromodulators either inhibit or
facilitate nociception.

From the dorsal horn, the impulses are then trans-
mitted from (1) the spinothalamic tract to the thalamus,
(2) the spinoreticular tract to the reticular formation, (3)
the spinomesencephalic tract to the mesencephalon,
and (4) the spinohypothalamic tract to the hypothala-
mus. Most impulses are transmitted to the thalamus
from which they are directed to three areas: the
somatosensory cortex, which perceives and inter-
prets physical sensation; the limbic system, which
allows for emotional response to stimuli; and the
frontal cortex, which involves thought and reason
and perception of pain.

Perception

Perception is an awareness of pain and involves both
the cortical and the limbic system structures. Realize that
pain threshold, the point at which a painful stimulus is
perceived as painful, is consistent from one person to the
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next; however, pain tolerance, the amount of pain one
is able to endure, varies greatly. Psychosocial and cultural
factors and past experiences influence pain perception,
thereby accounting for such individual differences in
pain perception even with similar painful stimuli.

Modulation

Nerve transmission from the dorsal horn is modulated by
descending inhibitory input. Inhibition can also occur at
the peripheral, spinal, and supraspinal levels. Inhibition
occurs by analgesia or the gate-control theory of pain mod-
ulation. Inhibitory substances (e.g., GABA and neuropep-
tides [endogenous opioids, serotonin, norepinephrine])
bind to primary afferent receptors and dorsal horn neurons
to inhibit transmission of impulse. Endogenous opioids
include enkephalins, dynorphins, and beta endorphins.
Endogenous opioids can also be produced through exer-
cise, meditation, visualization, and music therapy.The brain
also sends descending inhibitory input that modulates the
transmission of nociceptive transmission in the dorsal horn.

The gate-control theory of pain modulation
(Fig. 4.2) proposes that impulses can be blocked by non-
painful somatic stimuli. Impulses compete for transmis-
sion. Since two impulses cannot be transmitted at the
same time, one goes through while the other is blocked.

Peripheral nervous system
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(b) Modulation of pain

For example, if you stub your toe, you automatically rub
your toe. The rubbing sensation is transmitted by the fast,
A-delta fibers, while the impulse from stubbing the toe
travels along the slow C-fiber and is blocked.

Sensitization

Sensitization to pain can be peripheral or central.
Peripheral sensitization occurs with prolonged expo-
sure to noxious stimuli. The result is a lower threshold of
pain, leading to hyperalgesia (increased response to painful
stimuli) and allodynia (painful response to nonpainful stim-
uli). Central sensitization also occurs with prolonged
exposure to noxious stimuli with spinal neuron hyperex-
citability and results in hyperalgesia and allodynia as well as
persistent pain and referred pain. Sensitization can act as a
protective mechanism during healing, but when it persists,
chronic pain can develop.

[ |
. Classification of Pain

Pain can be categorized by duration, site of pain, cause, or
other qualities.

Central nervous system
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FIGURE 4.2. The gate-control theory of pain modulation. A, Normally, C-fibers carrying slow-
pain signals block inhibitory interneurons and transmit their signals across the synapse unim-
peded. B, A-delta fibers carrying pleasurable signals (e.g., from touch) excite inhibitory
interneurons, which then block the transmission of slow-pain signals (+ equals transmission,

— equals no transmission).
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TYPE CAUSE DURATION EFFECTS EXAMPLES
Acute Injury or pathology Self-limiting, Activates autonomic Trauma
Nociception and/or resolves with nervous system, such Medical or surgical
sensitized central healing as increased heart procedures
neurons Continuous or rate, respirations, Labor
intermittent blood pressure, Acute disease
diaphoresis
Dilated pupils
Protective responses,
such as rubbing or
guarding area of pain
Chronic May or may not be Persists beyond Parasympathetic Injury
associated with expected healing response Malignant
pathology time Normal vital signs conditions
Weak connection- Remote from the Dry, warm skin Chronic non-

Cancer/malignant

Chronic
noncancer pain

Chronic pain
syndrome

between cause
and extent
of pain

May be nociceptive,
neuropathic, or
both

Associated with
underlying
malignancy,
diagnostic
procedure, or
disease treatment

Weak connection
between cause
and extent of pain

Associated with
chronic disease or
no identifiable
cause

Pain becomes
disease

Chronic pain that
consumes and
incapacitates
patient

original cause
Continuous,
intermittent, with
or without acute
exacerbation

May be acute or
chronic

Pain level strongly
correlates with the
degree of
pathology

Prolonged
Possibly lifelong

Prolonged
Possibly lifelong

Depressed and
withdrawn

No protective
behaviors

Variable depending
on location and
duration

Pain, ranging from
mild to excruciating
and possibly
affecting any system
or region

Psychosocial
dysfunction, such as
anger, depression,
anxiety, substance
abuse

May stress personal

and work relationships

Life centers on
obtaining pain relief

life-threatening
diseases such as
arthritis

Malignancy and
associated
diagnostic tests
and treatments

Osteoarthritis

Low back pain

Myofascial pain

Fibromyalgia

Headaches

Central pain

Chronic abdominal
pain

Sickle cell disease

Chronic pain
syndrome

Phantom limb pain

Peripheral
neuropathy

Neuralgias
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Acute Pain

Pain is defined as acute when it lasts the expected recov-
ery time. Acute pain serves as a protective mechanism in
response to an actual or potential threat to injury, such as
when you withdraw your hand from a hot surface. Injury
also activates the “stress hormone response,” which, if left
untreated, can produce negative physiological and psy-
chological effects resulting in chronic pain. Acute pain is
seen with injury and surgery and may last up to 6 months.

Chronic Pain

Chronic pain is defined as pain enduring for 6 months
or longer. More specifically, chronic pain endures beyond
expected recovery time. Chronic pain may be in response
to a progressive illness or result from no apparent injury,
as with neuropathic pain. Chronic pain often serves no
adaptive purpose, and frequently results in depression.
Chronic pain can be further classified as cancer/
malignant pain or chronic noncancer pain.

Cancer/Malignant Pain

Pain associated with cancer may be categorized sepa-
rately. Cancer or malignant pain may be acute pain or
chronic pain that is associated with an underlying malig-
nancy, diagnostic procedure, or disease treatment. The
level of pain strongly correlates with the degree of
pathology. Intractable pain, pain resistant to treatment,
is often seen with advanced metastatic disease.

Chronic Noncancer Pain

Persistent pain not associated with malignancy may be
categorized as chronic noncancer pain, a subtype of
chronic pain. Pain levels and pathology have a weak link
and may have no discernable cause.The pain becomes the
disease. Any body system or region can be affected, with
intensity ranging from mild to severe. Chronic noncancer
pain has a major effect on every aspect of the patient’s
daily life and is referred to as chronic pain syndrome. In
this syndrome, the patient can no longer function and her
or his entire life is centered on finding pain relief.

|
I Nociceptive/Neuropathic Pain
|

Pain can also be classified by underlying pathology.

Nociceptive Pain

Nociceptive pain results from exposure to noxious
(painful) stimuli. The painful stimuli can occur in the vis-
cera, resulting in visceral pain, or tissue, resulting in
somatic pain.

Heart
Esophagus
Liver and
gall bladder Stomach
Appendix Kidneys

FIGURE 4.3. Most common areas of referred pain.

Visceral pain results from overdistension, spasms,
ischemia, inflammation, or traction of organs such as
colic, appendicitis, peptic ulcer disease, and bladder dis-
tension. The pain can be localized or diffuse or referred.
Referred pain is felt at a site other than at the site of ori-
gin. Referred pain occurs when internal organs and
structures share nerve pathways within the CNS (Fig.
4.3). Pain can also radiate. Radiating pain begins in one
area and extends to others, such as chest pain associated
with myocardial infarction may be in the chest and radi-
ate to the jaw or arm.

The quality of visceral pain is deep aching or sharp
stabbing. Visceral pain is often accompanied by nausea,
vomiting, malaise, sweating, tenderness,and muscle spasm.

H
Examples of Referred Pain
Origin of Site of
Pain Referred Pain
Appendicitis Umbilical region
Angina pectoris Arm, jaw
Aortic aneurysm Back
Pleuritis Shoulder
Cholecystitis Right shoulder/scapular area
Gastroesophageal reflux ~ Chest

Urinary tract infection Back, abdomen




Copyright © 2007 by F. A. Davis.

Somatic pain can be superficial or deep.
Superficial somatic pain originates in the skin or
mucous membranes from external stimuli such as sun-
burn; chemical and thermal burns; or injury to the skin,
such as lacerations or contusions. The pain is very local-
ized and described as sharp, pricking, or burning.
Cutaneous tenderness, hyperalgesia (increased sensitivity
to pain), hyperesthesia (increased sensitivity to sensory
stimuli), and allodynia (painful response to nonpainful
stimulus) may be associated with superficial somatic
pain.

Deep somatic pain originates in muscles, bones,
and joints from overuse, injury ischemia, cramping, or
inflammation such as arthritis, tendinitis, and sprains.
The pain can be localized or diffuse and radiating and
described as dull, achy, or cramping. Tenderness and
muscle spasm with an autonomic response (increase
pulse, blood pressure, and respiratory rate; sweating; pal-
lor; dilated pupils; nausea; vomiting; dry mouth; and
increased muscle tension) are often associated with
deep somatic pain.

Neuropathic Pain

Neuropathic pain results from injury to the peripheral
or central nervous system. Neuropathic pain serves no
adaptive purpose and therefore is “pathological” pain.
Neuropathic pain can be classified as mono/polyneu-
ropathies, deafferentation, sympathetically maintained
pain,and central pain (Clark, 2004).

Mono/Polyneuropathies

Mono/polyneuropathies involve pain along one or
more damaged peripheral nerves. Neuropathies may be
caused by metabolic disorders (diabetic neuropathy), tox-
ins (alcoholic neuropathy or chemotherapy), infections
(human immunodeficiency virus [HIV], postherpetic neu-
ralgia), trauma, compression (compartment syndrome,
carpal tunnel syndrome), and autoimmune and hereditary
diseases. The pain associated with neuropathies may be
described as continuous, deep, burning, aching or bruised,
paroxsymal shocklike, or abnormal skin sensitivity.

Deafferentation

Deafferentation pain occurs with loss of afferent input
from damage to a peripheral nerve, ganglion, or plexus,
or the CNS. Phantom limb and postmastectomy pain are
examples of deafferentation pain. The pain is often
described as burning, cramping, crushing, aching, stab-
bing, or shooting. The patient may experience hyperalge-
sia (excessive sensitivity to pain), hyperpathia (hypersen-
sitivity to sensory stimuli), dysesthesia (abnormal
sensations of the skin such as numbness, tingling, burn-
ing, or cutting), or other abnormal sensations. Phantom
limb pain, pain that is experienced in a missing limb or
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body part, is the result of sensory representations of the
missing limb that are still present in the brain.

Sympathetically Maintained Pain

Sympathetically maintained pain is a pain mechanism
that results from sympathetic nervous stimulation.
Peripheral nerve damage, sympathetic efferent innerva-
tion, or circulating catecholamines can result in sympa-
thetically maintained pain. Chronic pain syndrome, phan-
tom limb pain, postherpetic neuralgia,and some metabolic
neuropathies can trigger sympathetically maintained pain.

Central Pain

Central pain results from a primary lesion or dysfunc-
tion of the CNS. Ischemia (stroke), tumors, trauma, syrinx
(a pathological cavity in the spinal cord or brain), or
demyelination (multiple sclerosis) can cause central
pain. The quality of the pain varies from a burning, numb-
ing, tingling to a shooting sensation. Onset may be spon-
taneous, steady, or reactive with positive or negative sen-
sory loss, allodynia, and hyperalgesia (Clark, 2004).

Developmental, Cultural, and

" Ethnic Variations

A common misconception is that infants, young chil-
dren, and older adults or cognitively impaired adults do
not experience pain. Just because the patient cannot
verbally describe pain, that does not negate its presence.
Although self-report is the most reliable indicator of
pain, if this is not possible, physiological and behavioral
indicators are used to assess pain.The challenge then is
to accurately assess for pain in all patients at any age and
to develop an effective treatment plan.

Infants

At one time, it was believed that infants did not experi-
ence pain, but research has refuted that idea.The process
of pain is intact even though the emotional response is
unclear. Since the infant cannot verbalize pain, physio-
logical and behavioral indicators are used to assess for
pain in the infant.

HELPFUL HINT

A good rule of thumb to remember when assessing
for pain in an infant who is nonverbal is “whatever is
painful for you, would most likely be painful for the
infant/child” (Wong & Hockenberry-Eaton, 2001).
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Infant physiological changes associated with pain
include (Wong & Hockenberry-Eaton, 2001):

® Integumentary system: Pallor or flushing, diaphoresis,
palmar sweating.

m Cardiovascular: Increased heart rate, increased blood
pressure.

m Respiratory: Rapid, shallow respirations, decreased
arterial oxygen saturation, and transcutaneous oxygen
saturation.

®m Musculoskeletal: Increased muscle tone.

m Neurological: Increased intracranial pressure, dilated
pupils, decreased vagal nerve tone.

® Endocrine (hormonal release): Increased cate-
cholamines, growth hormones, glucagon, cortisol, cor-
ticosteroids, and aldosterone.

m Metabolism: Increased plasma
ketone bodies, and fatty acids.

m Laboratory values: Increased blood glucose (hyper-
glycemia) and corticosteroid levels and decreased
pH.

lactate, pyruvate,

Infant behavioral changes associated with pain
include:

m Vocalization: Intense, sustained crying, whimpering,
and groaning.

m Facial expression: Eye squeeze, brow bulge, open
mouth, taut tongue, chin quivering, and grimaces.

®m Body movements: Limb withdraw, thrashing, rigidity
or flaccidity, and fist clenching.

m Sleep/wake cycle: Increased wakefulness and
irritability.

m Feeding: Loss of appetite, vomiting, loss of interest
and/or energy in sucking.

m Activity level: Decreased activity level; fussiness, irri-
tability, and listlessness.

Children

Depending on the age of the child, assessing pain in chil-
dren can be a challenge. The mnemonic QUESTT is help-
ful in assessing pain in children (Wong & Hockenberry-
Eaton, 2001). QUESTT stands for:

m Question the child.

m Use a pain rating scale.

m Evaluate behavioral and physiological changes.
m Secure parents’involvement.

m Take the cause of pain into account.

m Take action and evaluate results.

Question the Child

Self-report is the most accurate means for assessing pain,
so ask the child to describe the pain. Self-report is more
accurate than the child’s behavior.

HELPFUL HINT

When questioning a child, these techniques are
often helpful:

 Use language the child will understand, such as
“boo-boo.”

« Use toys to enable the child to identify painful
area by asking the child to show you where it
hurts on a doll or puppet, having the child draw a
picture of pain, or identifying the painful area with
crayon on a drawing of human figure.

Use a Pain Rating Scale

Various pain rating scales are available for assessing pain
in children. Be sure to select one that is age appropriate
for your patient. These scales are discussed later in this
chapter.

Evaluate Behavioral and Physiological Changes

If the child is nonverbal and unable to describe pain,
detecting behavioral and/or physiological changes is
essential. Physiological changes that may be seen with
acute pain include increase in blood pressure,increased or
decreased heart rate, increased respirations, flushing,
sweating, dilated pupils. Behavioral changes can vary
depending on the child’s developmental level. Behavioral
changes for a young child include crying, screaming, vocal-
izing hurt, thrashing of arms and legs, pushing away, cling-
ing to parents, and increasing restlessness and irritability.
Behavioral changes for a school-age child include crying,
muscle rigidity, clenched fists, white knuckles, clenched
teeth, closed eyes, and stalling techniques when anticipat-
ing a painful procedure. Behavioral changes for an adoles-
cent include verbalization of pain and muscle tension.

Secure Parents’ Involvement

Parents know their child, so rely on their assessment.
Parents are more attuned to subtle changes in their
child’s behavior. Parents also usually know what will
best comfort their child. Ask the parent:

m What is the child’s past experience with pain?
m What is the child’s response to pain?

m How do you know your child is having pain?
m What relieves the child’s pain?

Take the Cause of Pain Into Account

Consider the pathophysiology of the underlying problem
when you evaluate the child’s pain.

Take Action and Evaluate Results

After assessing the pain, develop a plan to treat the pain.
After treating pain, you need to assess the child to evaluate
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Common Misconceptions of Pain With the Elderly

Older Patients’ Misconceptions of Pain

Pain is unavoidable.

Pain is a punishment.

Pain medication is addictive.

Pain is a sign of weakness.

The nurse is too busy to get pain medication.
Pain medication may cause confusion.

Pain medications are expensive and unaffordable.
Pain is a sign that an underlying illness is worsening.

The negative side effects of pain medication outweigh their positive effects.

Healthcare Providers’ Misconceptions of Pain in the Elderly

Confused elderly patients don't feel pain.
Elderly patients have decreased pain sensation.
Pain medication is addictive.

Pain may hasten death.

Elderly patients who are sleeping don’t have pain.
Elderly patients have poor tolerance for pain medications.
Pain causes respiratory depression in elderly patients.

The older the patient, the more she or he will complain about pain.

Elderly patients experience more side effects from pain medications than do younger patients.

Adapted from Victor, K. (2001). Properly assessing pain in the elderly. RN 64(5):45-49.

the effectiveness of the treatment and revise the plan as
needed.

Older Adults

Assessing pain in the older patient can be challenging
because of the misconceptions both patients and
healthcare providers have surrounding pain and the
elderly.

It is important to realize that the elderly do expe-
rience pain both acute and chronic. Untreated pain
increases the risk for complications such as pneumonia,
constipation, deep vein thrombosis, impaired immune
function, sleep disturbances, weight loss, social isola-
tion, and depression. Often, the older patient experi-
ences chronic pain and does not exhibit the typical
signs of pain. Answers to questions about the patient’s
functional level and quality of life are good indicators of
the effects of pain.

If the patient is cognitively impaired, assessing for
pain becomes a greater challenge. The degree of impair-
ment will determine the use of pain scales. Keep ques-
tions simple, specific, and in the here and now. If the
patient is unable to verbally communicate, rely on physi-
ological signs associated with pain, such as increased
blood pressure, heart rate, and respirations; diaphoresis;
and behavioral changes, such as agitation, restlessness,

facial expression of pain,and vocal sounds (moaning and
groaning) of pain.

Family members or caregivers should be included
in the assessment process. They can provide invaluable
data of the patient’s pain-related behavior and effective
methods for relieving pain.

People of Different Cultures and Ethnic Groups

Although the physiological response to pain is consistent
across cultures, your patient’s cultural or ethnic back-
ground influences his or her psychological and behav-
ioral responses to pain. (See Cultural and Ethnic
Variations in Response to Pain.)

Introducing the Case Study

Mary Kane, age 74, has degenerative joint
disease of the right hip. She is scheduled for a total
right hip replacement.You are performing her preop-
erative assessment. Pain control would be a priority
goal postoperatively; therefore, a thorough pain assess-
ment is crucial to ensure effective pain management
postoperatively.
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Cultural and Ethnic Variations in Response to Pain

CULTURAL
GROUP

RESPONSE TO PAIN

African American

Appalachian

Arab American

Chinese American

Cuban American

Egyptian American

Filipino American

French Canadian
Greek American

Iranian

Irish American

Pain is a sign of illness or disease.

Absence of pain may affect compliance with treatment (i.e., may not take medication as
prescribed unless pain present).

Pain is seen as inevitable and must be endured.

Spiritual and religious beliefs account for high tolerance to pain.

Persistent pain associated with little faith.

Prayer and laying on of hands used to treat pain.

Pain is endured and stoically accepted.
Patient expects to be cared for when experiencing pain.
Believes use of objects can rid pain (e.g., knife or ax under the bed to “cut out” pain).

Pain seen as unpleasant and something to be controlled.

Expression of pain more reserved with strangers while more expressive with family, sends
conflicting perceptions of pain.

Confidence in Western medicine, expects immediate relief of pain.

m Description of pain more diverse in terms of body symptoms such as pain more dull and

diffuse.

Explain pain from the traditional influences of imbalances in yin and yang.

Cope with pain using oils, massage, warmth, sleeping on affected area, relaxation, and
aspirin.

Pain sign of physical problem that warrants traditional or biomedical healer.

Response to pain very expressive (i.e., crying, moaning, groaning) and seen as pain-relieving
function.

Avoids pain and seeks prompt treatment.

Expression of pain more reserved with strangers while more expressive with family, sends
conflicting perceptions of pain.

Description of pain more generalized.

Age and birth order correlates with individual responses and description of pain (e.g., younger
children and first-born more expressive about pain).

Helpful to have close family member present during pain episodes, preferably woman, who is
seen as more nurturing, caring, and capable of comforting patient in pain.

Pain seen as part of living honorable life.

Pain seen as means to atone for past transgressions and achieve fuller spiritual life.
Response to pain stoic and tolerant of high degree of pain.

May need to encourage use of pain interventions.

May use prayer in pain management.

Pain described as more intense and more affectively described.

Pain, “ponos,” cardinal symptom of ill health.

Pain considered evil and needs to be eradicated.

Family relied on to find resources to relieve pain.

Physical pain expressed publicly, but emotional pain kept within privacy of family.

Expressive about pain.

Men more stoic than women in expressing pain.

May justify pain in light of later rewards after death.
Stoic response to pain; may ignore or minimize pain.
Denial of pain may delay treatment.
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CULTURAL

GROUP RESPONSE TO PAIN

Preservation of life paramount; therefore, would seek immediate treatment for pain.

Not only want relief from pain but also want to know cause.

Pain and suffering seen as consequence for immoral behavior.
Methods used to relieve pain maintain balance within person and environment.

Pain viewed as something to be endured, leading to inadequate pain control.

Jewish American |
m Verbalization of pain is acceptable and common.
||
Mexican American m Good health associated with being pain free.
m Pain seen and accepted as necessary part of life.
m Obligated to endure pain in performance of duties.
m Type and amount of pain divinely predetermined.
| |
| |
m Perceptions of pain may delay seeking treatment.
Navajo Indian [ ]
m May use herbal medications to treat pain.
Vietnamese m Pain is endured, seen as part of life.
American |

Cultural restraints against showing weakness limits use of pain medication.

Source: Purnell, L. & Paulanka, B. (2003). Transcultural Health Care: A Culturally Competent Approach, ed. 2.

Philadelphia: F.A. Davis.

] Performing the Pain Assessment

Pain assessment includes a history and physical examina-
tion. As with any assessment, always begin with a history.
Since pain is subjective in nature, the history component
of the pain assessment is the most important.

Health History

Self-report is the most accurate indicator of pain. Because
pain is subjective, the patient’s health history provides the
best assessment of pain. The history also allows you to
assess past experiences with pain, effective pain treatments,
and the effects pain has on every aspect of the patient’s life.

Biographical Data

Review your patient’s biographical data. As described pre-
viously, your patient’s age, ethnicity,and religion may affect
her or his perception and behavioral response to pain.
Even the patient’s gender may influence her or his per-
ception of pain. Also, your patient’s occupation may be a
direct cause of the pain,such as back pain related to heavy
lifting; the presence of pain may prohibit a return to work.

Current Health Status

When your patient presents with pain, perform a symp-
tom analysis. The mnemonic PQRST provides a thorough
description of pain. Ask:

® Precipitating/Palliative/Provocative Factors
m What were you doing when the pain started?
m Does anything make it better, such as medication or
a certain position?
m Does anything make it worse, such as movement or
breathing?

m Quality/Quantity
®m What does it feel like?
= Superficial somatic pain is sharp, pricking, or
burning.
= Deep somatic pain is dull or aching.
= Visceral pain is dull,aching, or cramping.
= Neuropathic pain is burning, shocklike, lancing,
jabbing, squeezing, or aching.
= How often are you experiencing it?
® To what degree is the pain affecting your ability to
perform your usual daily activities?

m Region/Radiation/Related Symptoms
m Can you point to where it hurts?
m Does the pain occur or spread anywhere else?
= Localized pain is confined to the site of origin,
such as cutaneous pain.
= Referred pain is referred to a distant structure,
such as shoulder pain with acute cholecystitis or
jaw pain associated with angina.
= Projected (transmitted) pain is transmitted along
a nerve, such as with herpes zoster or trigeminal
neuralgia.
= Dermatomal pattern as with peripheral neuro-
pathic pain.
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= Nondermatomal pattern as with central neuro- ) )
pathic pain, fioromyalgia. Common Pain Descriptors

= No recognizable pattern as with complex regional
pain syndrome. SENSORY AFFECTIVE

m Do you have any other symptoms? (e.g., nausea, TERM WORDS WORDS
dizziness, shortness of breath)

= Visceral pain-related symptoms include sicken- Pain ® Burning m Agonizing
ing feeling, nausea, vomiting, and autonomic m Crushing m Exhausting
symptoms. m Drilling ® Frightful
= Neuropathic pain-related symptoms include ® Penetrating H [ntense
hyperalgesia and allodynia. m Piercing m Killing
= Complex regional pain syndrome-related symp- m Scalding = Miserable
toms include hyperalgesia, hyperesthesia, allody- m Searing m Punishing
nia, autonomic changes, and shin, hair, and nail m Sharp m Suffocating
changes. m Shooting m Terrifying
® Wrenching m Torturing
m Severity m Unbearable
m Use appropriate pain scale. (See Pain Scales, Hurt m Hurting = Heavy
below.) ® Pressing m Throbbing
m Pricking
® Timing m Tender
= When did the pain begin? Ache m Aching = Annoying
m How long did it last? = Cold = Gnawing
= Brief fla_sh: Quick pain as with needle_ stick. _ = Cramping = Nagging
= Rhyth_mlc pulsation: Pulsating pain as with = Dull m Sickening
migraine or_toothache. . . . . m Flickering m Tender
= Lor)g-duratlon rhythmic: As with intestinal = Numb = Tiring
colic. . . . ® Radiating m Troublesome
. Plat_eau pain;Pain that rises then plateaus such as = Sore = Uncomfortable
angina.
= Paroxysmal: Such as neuropathic pain. B souce Kozier, B., Erb, G., Berman, A, and Snyder, A. (2004). Fundamentals
® How often does it occur? of Nursing, ed. 7. Upper Saddle River, NJ: Pearson/Prentice Hall.

= Continuous fluctuating pain: As with muscu-
loskeletal pain. _ Pain Scales

m Do you have times when you are pain free?
Various instruments are available to assess pain. Consider
When taking a patient’s current health status, pay  the patient’s age and developmental status along with his
attention to the words that the patient uses to describe  or her cultural background when selecting a pain scale.
her or his current pain level. They can provide important  Select the one that will best meet your patient’s needs.

clues to her or his status. Instruments may also be specified by your institution.

OLDCART

Another mnemonic used to assess pain is OLDCART.

Onset: When did the pain begin?

Location: Where does it hurt? Can you point to where it hurts?
Duration: How long does it last?

Characteristics: What does it feel like?

Aggravating factors: Does anything make it worse?

Radiation: Does the pain go anywhere else?

Treatment: Did anything make it better? (Pain medication, ice, heat?)

Source: Kozier, B., Erb, G., Berman, A, and Snyder, A. (2004). Fundamentals of Nursing, ed. 7. Upper Saddle
River, NJ: Pearson/Prentice Hall; and LaDuke, S. (2002), Undertreated pain. Nursing 32:18.
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Pain Scales for Adults

Unidimensional and multidimensional pain scales are
available. The unidimensional scale assesses one dimen-
sion, usually intensity of pain, and is often used to assess
acute pain. Multidimensional scales provide additional
information about pain, such as the pain’s characteristics
and the effects on the patient’s daily life. A multidimen-
sional scale is useful in assessing chronic pain.

Unidimensional Scales

These scales generally use numeric, verbal, or visual
descriptors to quantify pain. Examples include the
Numeric Rating Scale, Visual Analogue Scale, and cate-
gorical scales.

Numeric Rating Scale

The Numeric Rating Scale rates pain on a scale of 0 (no
pain) to either 5 or 10 (worst pain) by asking the patient
to rate her or his current pain level.

Visual Analogue Scale

The Visual Analogue Scale utilizes a vertical or horizontal
10-cm line with anchors. One end of the line is labeled
“No pain” and the opposite end of the line is labeled
“Worst pain”The patient marks his or her current pain
level on the line.

[ ]
0cm 10cm
(no pain) (worst pain)

HELPFUL HINTS

The line can be either vertical or horizontal.

Categorical Scales

Categorical scales use verbal or visual descriptors to
identify pain intensity. The patient selects the descriptor
that she or he feels best represents the current pain level.
Verbal descriptors include:

m Mild, discomforting, distressing, horrible, excruciating.
m No pain, mild pain, moderate pain, severe pain, very
severe pain, worst possible pain.

Visual descriptors include the Faces Pain Scale for
Adults and Children (FPS), which utilizes illustrated
faces with facial expressions ranging from happy (no
pain) to sad and crying (worst pain). The FPS has eight
faces to select current pain level. The patient is asked to
select the face that best represents his or her current
pain level.
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Multidimensional Pain Scales

These scales assess pain characteristics and its effects on
patient’s activities of daily living and include such scales
as the Initial Pain Assessment Inventory (IPAI), Brief Pain
Inventory (BPI), McGill Pain Questionnaire (MPQ), and
the Neuropathic Pain Scale.

Initial Pain Assessment Inventory

The IPAI is used for initial assessment of pain. It assesses
characteristics of pain; effects of pain on the patient’s
life, such as daily activities, sleep, appetite, relationships,
and emotions; and the patient’s expression of pain. This
assessment tool includes a diagram to note pain location,
a scale to rate pain intensity,and space to document addi-
tional comments and the treatment plan.

Brief Pain Inventory

The BPI is used to quantify pain intensity and associated
disability. It assesses pain intensity, location, effects on
life, type, and effectiveness of treatment over the last 24
hours. Benefits of the BPI include that it is quick and easy
to use and available in multiple languages.

McGill Pain Questionnaire

The MPQ uses descriptive words to assess pain on three
levels: sensory, affective, and evaluative. It can be used
with other tools and is available in short and long forms.

Neuropathic Pain Scale

The Neuropathic Pain Scale assesses the type and degree
of sensations associated with neuropathic pain. The
patient rates eight common qualities of neuropathic pain
(sharp, dull, hot, cold, sensitive, itchy, deep, or surface
pain) on a scale of 0 (no pain) to 10 (worst pain). This
scale is still in the developmental stages, but early testing
holds diagnostic and therapeutic promise.

Pain Scales for Children

Many pain scales are available to assess a child’s pain.
Many of the pain scales are age specific. Instruments may
also be specified by your institution since pain assess-
ment forms are common use.

FACES Pain Rating Scale

The FACES Pain Rating Scale assesses pain for children
ages 3 years and up.The Wong-Baker has five faces from
which the child can select her or his current pain level
(Fig.4.4).

Oucher

The Oucher scale assesses pain for children ages 3 to 13
years with photos or a numeric scale. The photographic
scale uses six photographs of children ranging from a
child with “no hurt” to a child with “a lot of hurt” The
photographs are arranged vertically from 0 to 5, with 0
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Wong-Baker FACES Pain Rating Scale

@) (@) (@) (@) (e
1 2 3 4 5

0
No hurt  Hurts little Hurts little Hurts even Hurts whole Hurts
bit more more lot worst

Explain to the person that each face is for a person who feels happy
because he has no pain (hurt) or sad because he has some or a lot
of pain. Face 0 is very happy because he doesn't hurt at all. Face 2
hurts a little more. Face 3 hurts even more. Face 4 hurts a whole lot.
Face 5 hurts as much as you can imagine, although you do not have
to be crying to feel this bad. Ask the person to chose the face that
best describes how he is feeling. Rating scale is recommended for
persons age 3 and older.

FIGURE 4.4. Wong-Baker FACES Pain Rating Scale.

(no hurt) on the bottom and 5 (lot of hurt) on the top.
This scale also has photographs of black and Hispanic
children available.

Numeric Scale

The numeric scale ranges vertically from 0 to 100, with 0
being “no hurt” and 100 being “biggest hurt” (Beyer,
Denyes, & Villaruel, 1992):

0 = no hurt.

1-29 = little hurt.
30-69 = middle hurt.
70-99 = big hurt.
100 = biggest hurt.

Poker Chip Tool

The Poker Chip Tool assesses pain in children 4 years of
age and up. The nurse places red poker chips horizontally
in front of the child, with the poker chips denoting
“pieces of hurt” She then asks the child to select how
many pieces of hurt he or she has (Hester et al., 1998).

Word-Graphic Rating Scale

The Word-Graphic Rating Scale assess pain in children
ages 4 to 17 years. It uses words on a horizontal linear
scale to assess pain. The child is asked to identify her or
his current pain level on the scale (Tesler et al.,1991).

[ ]

No Little Medium Large Worst
Pain Pain Pain Pain Pain

Numeric Scale

The Numeric Scale assesses pain for children ages 5 years
and older. It uses a horizontal linear scale with numbers
from 0 to 5 or 10, with 0 being “no pain”and 5 or 10
being “worst pain” The child is asked to identify his or
her current pain level on the scale. Although similar to a

scale used for adults, this provides the child with a visual
to help assess his or her pain.

No pain Worst pain

[ ]
0 1 2 3 4 5

Visual Analogue Scale

The Visual Analogue Scale, which assesses pain in chil-
dren ages 4% and older, is similar to that used for adults.
The child is asked to identify her or his pain level by
marking the line in the area that represents her or his
level of pain (Cline et al., 1992).

Color Tool

The ColorTool assesses pain for children as young as 4 years
by having the child create a body outline using colored
markers or crayons. The child selects four colors. The first
color represents “most hurt,” the second represents “little
hurt,”the third represents*“least hurt,”and the last represents
“no hurt” Using all four colors, the child identifies areas and
degree of hurt on the body outline (Eland & Banner, 1999).

Past Health History

The past health history can identify factors that may
affect the patient’s pain, response to pain, and treatment
plan. When conducting the past health history, make
sure to identify:

m Cause of pain.

m Past and present medical problems that may influence
pain and its management.

m Past psychiatric illnesses and chemical dependence.

m Past and present pain management strategies.

m Past experiences with pain.

m Chronic vs. acute pain.

Family History

The family history may identify genetically linked causes
of pain, such as sickle cell anemia and cancer. The family
history also identifies familial history of chronic pain or
illness. Ask the patient about hereditary or familial health
problems.

Review of Systems

If there is a problem in one system, eventually other sys-
tems will be affected. The underlying cause of the pain
determines the effect the pain will have on other systems.

Psychosocial Profile

Assessing the psychosocial history identifies the effects
that pain has on every aspect of the patient’s life and
evaluates quality of life.
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Psychosocial Profile

CATEGORY/QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

Health Practices and Beliefs
What are your goals for treatment?

Typical Day
What is your typical day like?
How does the pain affect your day?

Nutritional Pattern

How is your appetite?

Do you have any nausea associated with pain?

Any changes in your weight?

Activity and Exercise Pattern

What is your activity level?

Has the pain affected your activity level or ability to
exercise?

Does activity or exercise make the pain worse/better?

Recreation, Pets, Hobbies

Do you have any hobbies?

Has the pain affected your ability to perform in
recreational activities or hobbies?

Do these activities make the pain better/worse?

Sleep/Rest Patterns
How is your sleep?
Does the pain interrupt your sleep?

Personal Habits
Do you use drugs, alcohol, or nicotine to control pain?

Occupational Health Pattern
Has pain affected your ability to work?
Was the pain the result of a work-related injury?

Socioeconomic Status
Are you able to fulfill your treatment plan,
prescriptions?

Environmental Health Patterns
Do you have any difficulty getting around in your home?
Is there a need for assistive devices?

Role, Relationships, Self-concept
How has the pain affected your mood?

Cultural Influences
Are there any cultural practices that you use to treat pain?

Religious/Spiritual Influences
Do you use any religious practices to help you cope?

Family Roles and Relationships
How has your pain affected your family and
relationships?

Influences response to pain and expectations for
treatment.

May affect ability to get through typical day or perform
activities of daily living.

May affect appetite, causing anorexia.
May have associated symptoms of nausea and vomiting.
May have weight loss.

May decrease activity level or create an inability to
exercise.
Activity or exercise might increase pain.

May affect ability to participate in recreational
activities.

Recreational activities, pets, and hobbies may act as
distraction and relaxation in dealing with chronic pain.

May disrupt sleep pattern, resulting in decreased or
interrupted sleep.

May resort to use of drugs, alcohol, nicotine to control
pain.

Occupation can be cause of pain owing to work-related
injury.
May prevent return to occupation.

May place financial strains owing to cost of treatment and
lost wages (financial strains may be great if pain is
chronic).

Environmental changes in the home may be needed to
adapt.

Uncontrolled pain can lead to anxiety, fear, anger,
depression.

Affect response to pain.
Influence treatment modalities.

Affect meaning of pain.
Affect response to pain.
May be source of coping (e.g., prayer).

Affect role in family.

Inability to fulfill role functions.
Changes in role.

Affect roles of other family members.

(continued)
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Psychosocial Profile (continueq)

CATEGORY/QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

Sexuality Patterns
Has the pain affected your sexual ability?

Social Supports
Who would you consider your supports, family, friends?

Stress and Coping
Are there any recent stresses in your life?

May affect libido.
May affect ability to perform sexually.
Sexual activity may increase pain.

Associated depression may cause patient to withdraw
and isolate from others.

Increases stress.
Identify coping strategies for pain (e.g., distraction).

=y CRITICAL THINKING ACTIVITY #1

What history question would you want to ask Mrs.
Kane prior to surgery that will help manage her
postoperative pain?

 CRITICAL THINKING ACTIVITY #2

Because Mrs. Kane has degenerative joint disease
(DJD) and is scheduled for a total hip replacement,
would it be possible for her to experience both
acute and chronic pain? Why?

> CRITICAL THINKING ACTIVITY #3

Select a pain scale that would be appropriate for
use postoperatively to assess Mrs. Kane’s pain.

Physical Assessment

The initial purpose of the physical examination is to iden-
tify the underlying cause of pain. As you perform the
examination, assess the effects of physical movements
(e.g., deep breathing, position changes) on the patient’s
pain level. The physical examination may also reveal com-
plications associated with untreated pain. The history
findings should direct the physical exam.Be alert for phys-
ical, behavioral, and psychological responses to pain.

The autonomic response of the sympathetic ner-
vous system to painful stimuli accounts for many of the
physiological changes that are seen. This response is
acute and cannot be sustained for prolonged periods of
time, as the body adapts and physical indicators are no
longer apparent in patients with prolonged pain or
chronic pain. Again, physical signs are not as reliable of
an indicator as self-report, the most reliable indicator of
pain. However, when patients are unable to verbally

communicate or who are cognitively impaired, you must
rely on physical and behavioral indicators obtained by a
head-to-toe assessment to evaluate your patient’s pain.
(See Performing a Head-to-Toe Physical Assessment.)

Behavioral Pain Assessment Scales

Although the patient’s self-report of pain is the most
accurate means to assess pain, there are times when the
patient’s age or condition does not permit self-report,
such as when the patient is confused or very young. Pain
scales have been developed to objectively assess pain by
scoring behavioral and physiological responses to pain. A
variety of objective pain scales are available. The scales
are mainly geared for the infant and young child. You
need to consider the age of your patient in selecting a
scale that will best assess your patient’s pain. Also, your
institution may prescribe a particular scale as best for
assessing patient pain.

Behavioral Pain Assessment Scales for Infants

Since an infant cannot verbalize feelings of pain, physio-
logical and behavioral changes need to be used to assess
pain. Many scales are available to help you assess your
patient’s pain. Identify the scale that is most appropriate
in assessing your patient.

CRIES

CRIES (crying, requiring increased oxygen, increased vital
signs, expression, sleeplessness) assesses postoperative
pain from 32 weeks’ gestation to 20 weeks’ post-term.
Each of the five categories is scored from 0 to 2. A score
of 10 equates to the worst pain, and any score greater
than 4 identifies significant pain (Krechel & Blidner,
1995). (See CRIES.)

Postoperative Pain Score

The Postoperative Pain Scale (POPS) assesses postoper-
ative pain in infants ages 1 to 7 months. It scores each
of its 10 categories (sleep, facial expression, quality of
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Responses to Pain

responses.

A person’s response to pain includes physiological (involuntary), behavioral (voluntary), and psychological (affective)

Physiological

Sympathetic Response (Acute)
Increased blood pressure
Increased heart rate and force of contraction
Increased respiratory rate
Dilated cerebral blood vessels with increased alertness
Dilated pupils
Rapid speech

Parasympathetic Response (Deep or Prolonged Pain)
Decreased systolic blood pressure with possible syncope
Decreased pulse
Variable breathing pattern
Withdrawal
Constricted pupils
Slow, monotonous speech

Behavioral Responses

Withdrawing from painful stimuli
Facial grimacing

Crying

Agitation

Guarding painful area

Psychological Reponses

Anxiety
Depression
Anger

Fear
Exhaustion
Hopelessness
Irritability

cry, spontaneous motor activity, spontaneous excitabil-
ity, flexion of fingers and toes, tone, consolability, and
sociability) on a scale of 0 to 2. A total score of 0 indi-
cates worst pain, a score of 20, no pain (Attia, 1987).

Neonatal Infant Pain Scale

The Neonatal Infant Pain Scale (NIPS) is used to assess
infants at an average gestational age of 33.5 weeks. It
grades six categories: facial expression (0 to 1), cry
(0 to 2), breathing pattern (0 to 1),arms (0 to 1), legs (O
to 1), and state of arousal (O to 1).A final score of 0 iden-
tifies no pain while a score of 7 identifies worst pain
(Lawrence et al.,1993).

Pain Assessment Tool

The Pain Assessment Tool (PAT) assesses pain from a
gestational age of 27 weeks to full term. It grades 10 dif-
ferent categories: posture/tone (1 to 2), sleep pattern (0
to 2), expression (1 to 2), color (0 to 2),cry (0 to 2), res-
pirations (1 to 2), heart rate (1 to 2), saturations (0 to 2),
blood pressure (0 to 2),and nurse’s perception (0 to 2).
A final score of 4 identifies no pain, while a score of 20
identifies worst pain (Hodgkinson et al., 1994).

Pain Rating Scale

The Pain Rating Scale (PRS) assesses pain for infants ages
1 to 36 months.The infant is given a grade of 0 (no pain)
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Performing a Head-to-Toe Physical Assessment

SYSTEM/AREA

ABNORMAL FINDINGS/RATIONALE

General Appearance
Facial Expression
Gross Abnormalities

Integumentary
Head, eyes, ears, nose, and throat (HEENT)

Respiratory

Cardiovascular

Gastrointestinal

Genitourinary

Musculoskeletal

Neurological

Immune
Other regions

m Abnormal body posture, splinting, guarding

m Grimacing, frowning, crying

m Weight loss, muscle atrophy, deformities

m Change in vital signs, fever, increased heart and respiratory rate,
shock due to altered release of multiple hormones (e.g.,
adrenocorticotropic hormone [ACTH], cortisol, catecholamines,
insulin)

m Pallor, diaphoresis: Possible signs of shock

m Pained facial expression

m Clenched teeth

m Abnormal sounds, such as moans and groans

m Dilated pupils

m Increased respiratory rate

m Atelectasis and pneumonia: Decreased air flow due to involuntary
(reflex muscle spasm) and voluntary (splinting) mechanisms that
limit respiratory effort

m Increased heart rate

m Increased blood pressure

m Unstable angina (chest pain) or myocardial infarction (heart
attack): Increased vascular resistance and increased myocardial
oxygen demand

m Deep vein thrombosis (blood clot): Hypercoagulation

m Hypoactive bowel sounds: Delayed gastric emptying and
peristalsis resulting in constipation, anorexia, ileus

m Decreased urine output: Abnormal release of hormones that affect
urine output, fluid volume, and electrolyte balance

m Hypertension (fluid retention)

m Electrolyte disturbances

® Limited mobility

m Involuntary, reflexive movements

m Muscle tensing/spasm

m Muscle weakness and fatigue

m Altered affect, depression

m Screening neurological exam revealing sensory deficits, motor
abnormalities, coordination
problems, signs of sympathetic responses, and orientation and
memory deficits

m [nfection; Impaired immune function

m Findings dependent on site of pain

through 5 (worst pain) based on the following guide-

With a score of 3, a definite change in behavior is

lines. For a score of 0, the infant exhibits smiling, sleep-
ing, and no change when moved or touched. Behaviors
associated with a score of 1 include taking small amounts
orally, restlessness, moving, and crying. A score of 2
includes behaviors of not eating or drinking and short
periods of crying but distracted with rocking or use of
pacifier.

noted. The baby is irritable with facial grimacing and
arms and/or legs shake or have jerking movements.
With a score of 4, the baby is inconsolable, flailing with
a high-pitched wailing cry.A score of 5 is characterized
by prolonged sleep periods interrupted by jerking
movements, continuous crying, and shallow respira-
tions (Joyce et al., 1994).
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|
o 1 2
Crying No High pitched Inconsolable
Requires oxygen No <30% >30%
Increase in vital Heart rate and blood pressure  Heart rate and blood pressure  Heart rate and blood pressure
signs less than or equal to increase less than 20% of increase greater than 20%
preoperative state preoperative state of preoperative state
Expression None Grimace Grimace/grunt
Sleepless No Wakes at frequent intervals Constantly awake

Source: Krechel, S., MD, and Bildner, J., RNC, CNS, 1995, from University of Missouri-Columbia, with permission.

Premature Infant Pain Profile (PIPP)

The Premature Infant Pain Profile (PIPP) assesses pain for
gestational ages 28 to 40 weeks. It grades seven categories
on a scale of 0 (no pain) to 3 (worst pain).The categories
are gestational age, behavioral stage, heart rate, oxygen sat-
uration, brow bulge, eye squeeze, and nasolabial furrow.A
final score of O identifies no pain, while a score of 21
identifies worst pain (Stevens, 1996).

Modified Behavioral Pain Scale

The Modified Behavioral Pain Scale (MBPS) assesses
pain for children ages 4 to 6 months. It assesses three
categories: facial expression (0 to 3), cry (0 to 4), and
movements (0 to 3). A final score of O identifies no
pain, while a score of 10 identifies worst pain (Taddio
et al., 1995).

Behavioral Pain Assessment Scales for Children

Several behavioral pain assessment scales have been
developed to assist in assessing pain not only for the
infant but also for the older child. Brief descriptions are
provided below.Again, you need to select the instrument
most appropriate to meet your patient’s needs.

Objective Pain Score

The Objective Pain Scale (OPS) assesses pain for
infants and children from ages 4 months to 18 years. It
assesses five categories, each on a scale of 0 (no pain)
to 2 (worst pain). The categories are blood pressure,
crying, moving, agitation, and verbal evaluation/body
language. A final score of O identifies no pain, and a
score of 10 identifies worst pain (Hannallah et al.,
1987).

Riley Infant Pain Scale

FACIAL
SCORE EXPRESSION SLEEP MOVEMENTS CRY TOUCH
0 Neutral Sleeping Moves easily None
Smiling, calm quietly
1 Frowning Restless Restless body Whimpering Winces with
Grimaces movements touch
2 Clenched teeth Intermittent Moderate agitation Crying Cries with touch
Difficult to
console
3 Crying expression Prolonged Thrashing Screaming, Screams when
with periods flailing highpitched touched
of jerking or Inconsolable
no sleep
|

diverse pediatric sample. Journal of Pain Symptom Management 12(6):348-359.

Source: Schade, J.G., et al. (1996). Comparison of three preverbal scales for post-operative pain assessment in a
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Children’s Hospital of Eastern Ontario Pain Scale

The Children’s Hospital of Eastern Ontario Pain Scale
(CHEOPS) assesses pain for children ages 1 to 5 years.
It assesses six categories: crying (1 to 3),facial (0 to 2),
child verbal (0 to 2), torso (1 to 2), touch (1 to 2), and
legs (1 to 2).A final score of 4 identifies no pain, while
a score of 13 identifies worst pain (McGrath et al.,
1985).

Nurses Assessment of Pain Inventory

The Nurses Assessment of Pain Inventory (NAPI) assesses
pain for infants and children from birth to age 16 years. It
assesses three categories: body movement (0 to 2), facial
(0 to 3),and touching (0 to 2). A final score of 0 identifies
no pain, while the higher score identifies the worst pain
(Stevens, 1990).

Behavioral Pain Score

The Behavioral Pain Score (BPS) assesses pain for chil-
dren ages 3 to 36 months. It assesses three categories:
facial expression (0 to 2),cry (0 to 3),and movements (0
to 3). A final score of O identifies no pain, while
a score of 8 identifies worst pain (Robieux et al., 1991).

Riley Infant Pain Scale

The Riley Infant Pain Scale (RIPS) assesses pain in chil-
dren younger than 36 months and children with cerebral
palsy. It assesses five categories on a scale of 0 (no pain)
to 3 (worst pain). (See Riley Infant Pain Scale.)

FLACC Postoperative Pain Tool

The FLACC Postoperative Pain Tool assesses pain for chil-
dren ages 2 months to 7 years. It assesses five categories

|
FLACC Postoperative Pain Tool
SCORE FACE LEGS ACTIVITY CRY CONSOLABILITY
0 Neutral or smile Relaxed, normal ~ Moves easily None Content
1 Grimace or frown, Restless Squirming Whimpers or Reassured with touching,
withdrawn Tense moans, can be distracted
occasional
complaint
2 Constant frown, Flexed Arched, rigid, Crying, Difficult to console
clenched jaw, Kicking jerking screams,
quivering chin verbal
complaints

Source: Adapted from Wong, D., and Hockenberry-Eaton, M. (2001). Wong’s Essentials of Pediatric Nursing,

ed. 6. Philadelphia: Mosby.

Pain Assessment in Advanced Dementia Scale

Facial expression
Body language

Consolability

Smiling or inexpressive
Relaxed

No need to console

negative or disapproving
quality
Sad, frightened, frowning

Tense, distressed, pacing,
fidgeting

Distracted or reassured by
voice or touch

ITEM (0] 1 2

Breathing, Normal Occasional labored breathing, Noisy, labored breathing; long
independent of short periods of period of hyperventilation;
vocalization hyperventilation Cheyne-Stokes respirations

Negative None Occasional moan and groan; Repeated, troubled calling
vocalization low-level speech with a out; loud moaning and

groaning; crying

Facial grimacing
Rigid, fists clenched, knees

pulled up, pulling or
pushing away, striking out

Unable to be consoled,
distracted, or reassured

Source: Lane, P. (2004). Assessing pain in patients with advanced dementia. Nursing. 34(8):17.
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ﬁ“ CRITICAL THINKING ACTIVITY #4

Mrs. Kane is in the postanesthetic care unit (PACU)
post-op total hip replacement. Patient-controlled
analegsia (PCA) with morphine sulfate has been
ordered for pain control. What physiological and
behavioral indicators would indicate postoperative
pain?
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Case Study Analysis

Identify actual or potential nursing diagnosis with
supporting data.

=y CRITICAL THINKING ACTIVITY #5

How often would you reassess Mrs. Kane for pain?

using a scale of 0 (no pain) to 2 (worst pain).A final score of
0 indicates no pain,while a score of 10 indicates worst pain.

Behavioral Pain Assessment Scales for Older Adults
Since a confused patient may not be able to verbalize

feelings of pain, physiological and behavioral changes
need to be used to assess pan.

Pain Assessment in Advanced Dementia Scale

The Pain Assessment in Advanced Dementia Scale
(PAINAD) can be used to assess pain levels in patients
with advanced dementia. It assesses five categories on a
scale of 0 to 2.The higher the score, the greater the pain.

[ |
] Reassessment of Pain

Reassessment of pain is imperative to determine the
effectiveness of treatment. Self-report and physical find-

ings will help you evaluate the effectiveness of treat-
ment. Compare the patient’s responses to the expected
outcomes. Have the patient grade his or her current pain
level and compare the grade with the previous rating. If
relief has not been obtained, revise your plan and imple-
ment alternative interventions. Current recommenda-
tions for pain reassessment include:

m Within 30 minutes after parenteral administration of
pain medication.

m Within 1 hour after oral administration of pain medica-
tion.

m After each and every report of new or changes in pain.

The frequency of reassessment depends on the
patient, type of pain, and setting. In acute care settings,
reassessment of pain frequently occurs when vital signs
are obtained. Outpatients or long-term healthcare resi-
dents should be instructed to report any changes in pain
or ineffective pain control. Patients with chronic pain
should have periodic pain reassessments to ensure effec-
tive pain control.

RESEARCH TELLS US

Owing to the subjective nature of pain, assessing an
infant’s pain can be a challenge. Reyes’ study (2003)
of infant pain compared 24 neonatal intensive care
unit (NICU) nurses’ beliefs about infant pain and
actual assessment of pain as documented on 107
infant records. Fifty percent to 90% of the nurses
surveyed acknowledged that an infant’s pain is diffi-
cult to recognize, individualized, and that nurses need
to use established assessment tools to assess pain and
document findings.

However, a retrospective review of infants’ records
from the day shift revealed that only 62% reflected

pain assessment, while 56.2% of records from the
evening shift had no record of pain assessment. The
study also revealed that less than 10% of the infants
undergoing invasive procedures, such as arterial
puncture or peripherally inserted central catheter
(PICC) line insertion, had pain assessments.

These findings support the need to better educate
nurses on infant pain assessment and support the
recommendation of the Joint Commission on
Healthcare Organization Pain Standard and the
American Academy of Pediatrics to standardize infant
pain assessment.

Source: Beal, J., and Freda, M. (2004). Nursing assessment of infant pain. The American Journal of
Maternal/Child Nursing 29(5):330; and Reyes, S. (2003). Nursing assessment of infant pain. Journal of

Perinatal and Neonatal Nursing, 17(4):291-303.
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S UMMARY

W Pain is referred to as the fifth vital sign. Subjective in
nature, self-report is the most accurate assessment
indicator of pain.

W Pain assessment includes a detailed history and symp-
tom analysis and physical examination. The history is
the most important piece of the assessment.

W Realize that pain threshold, the point at which a painful
stimulus is perceived as painful, is consistent from one
person to the next; however, pain tolerance, the
amount of pain one is able to endure, varies greatly.

W Developmental, psychosocial, and cultural factors and
past experiences influence pain perception, thereby
accounting for such individual differences in pain per-
ception even with similar painful stimuli.

B The initial purpose of the physical examination is to
identify the underlying cause of pain. The physical
examination also identifies physical, behavioral, and
psychological nonverbal responses to pain.

W Although self-report is the most accurate assessment
tool of pain, the age and mental status of the patient
may prevent self-report. Assessment then becomes
dependent on assessing physical, behavioral, and psy-
chological nonverbal responses to pain.

W Various pain scales are available to assess pain. Select
the one best suited to meet your patient’s needs.

H Be sure to document your findings, evaluate the effects
of treatment, and revise the plan of care as needed to
ensure pain relief for your patient.

R EV I E W Q U E S T I

1. Patrick Connors, age 57, has prostate cancer that has
metastasized to the bone. He is complaining of severe
back pain. What is the best means for assessing his
pain?

a. Ask what he is feeling
b. Assess for changes in his vital signs
c. Assess for behavioral changes

2. Which question would best assess the quality of Mr.
Connors pain?
a. Is the pain sharp?
b. What does the pain feel like?
c¢. Does anything make the pain worse?
d. When did the pain first start?

3. Which question would best assess the region of Mr.
Connors pain?
a. Tell me where the pain is?
b. Is the pain in your back?
c¢. Can you point to where it hurts?
d. Does the pain go anywhere else?

4. Which question would best assess the severity of Mr.
Connors pain?
a. Is the pain really bad?
b. How bad is the pain?
c. Does anything make your pain better?
d. On ascale of 0 to 10, with 10 being the worst, how
would you grade your pain?

5. Which question would best assess the timing of Mr.
Connors pain?
a. When did the pain begin?
b. Did anything make the pain go away?
c. Did you awaken with pain?
d. Does the pain interfere with your ability to work?

O N S

6. Which question would best assess precipitating fac-
tors of Mr. Connors pain?
a. Did the pain awaken you from sleep?
b. Did the pain interfere with your ability to work?
¢. When did the pain begin?
d. What were you doing when the pain started?

7. How would you differentiate acute pain from chron-
ic pain?
a. Chronic pain persists for up to 1 month
b. Chronic pain persists for 1 to 3 months
c¢. Chronic pain persists for 3 to 6 months

8. While working in the chemistry lab, Joe Matthews
spilled a caustic agent on his arm. Which pain
description would most likely be associated with
chemical burns?

a. Burning
b. Stabbing
c. Deep

d. Cramping

9. Joan Bock, age 80, has DJD of the knees and hips.
Which pain description would most likely be associ-
ated with DJD?

a. Sharp

b. Stabbing
c. Aching
d. Burning

10. David Fowler,age 9,is admitted to the hospital with the
diagnosis of acute appendicitis.Which pain description
would most likely be associated with appendicitis?

a. Stabbing
b. Cramping
c. Burning
d. Pricking
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Approach to the Mental
Health Assessment

Learning Outcomes

After you have successfully completed this chapter,
you should be able to:

Describe the various theories in understanding mental
health/illness

Describe developmental influences on mental health/illness
Discuss various cultural influences on mental health/iliness
Identify history data as they relate to mental health/illness

Identify physical assessment data as they relate to mental
health/illness

Describe additional assessment components specific to mental
health/illness assessment

Perform a mental health assessment
Document assessment findings

Identify actual/potential health problems stated as nursing
diagnoses with supporting data
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ental health is a“state of successful performance
of mental function, resulting in productive activi-
ties, fulfilling relationships with other people, and
the ability to adapt to change and to cope with

adversity” (Healthy People 2010).Jahoda (1958) identified

six characteristics of positive mental health that address
positive self-perception, personality integration, autono-
my and independence, perception and reality,and growth
and development leading to self-actualization. Mental
health or wellness affects every aspect of one’s life, and
the impact of this can be seen when mental illness
occurs.The effects are not only mental but also physical.

|
I Understanding Mental Disorders

Mental disorders affect thinking, mood, or behavior
or a combination of all three, leading to impaired func-
tion, disability, pain, and even death.The term mental
illness is applied to diagnosable mental disorders.
All age groups, gender, racial, and ethnic groups are
affected regardless of education or socioeconomic
level.A goal of Healthy People 2010 is“to improve men-
tal health and ensure access to appropriate, quality
mental health services” As a nurse, you are well posi-
tioned to assess the mental health status of your
patients at every level of health prevention and in
every area of healthcare.

Prevention

Primary prevention entails decreasing the incidence
of mental disorders by identifying those at risk, those
who are vulnerable to developing mental disorders.
Identifying risk factors include biological, psychosocial,
and environmental factors that may contribute to devel-

Neurotransmitters: Functions and Effects

oping mental illness. A biological risk factor could be a
family history of mental illness with a genetic link such as
schizophrenia. A person’s developmental level may be a
psychosocial risk factor. External stressors are examples
of environmental factors.

Assessment entails not only identifying your client’s
weaknesses but also identifying his or her strengths. So,
you need to assess not only for risk factors but also for
protective factors, such as coping mechanisms and
resources.

Secondary prevention involves reducing the
prevalence of mental disorders through screening and
initiating prompt treatment of mental disorders.
Tertiary prevention aims at reducing the severity of
the illness by providing follow-up and rehabilitative
services.

[l Biological Basis of Mental lliness

Current research is providing more and more evidence
that there are organic and neurochemical bases for
some mental illnesses and behaviors. Be sure to review
the anatomy and physiology section in Chapter 21,
Assessing the Sensory-Neurological System.

Genetic links have been identified for certain brain
disorders such as schizophrenia. Although schizophre-
nia, depression, bipolar disorder, anxiety disorders, and
Alzheimer’s are classified as mental illnesses, biological
bases have been identified. Biochemical factors, specifi-
cally neurotransmitters, have been identified in
depression and mania (Fig.5.1).Another part of the brain
is the limbic system, which is called the emotional brain
and is associated with fear, rage, love, anger, aggression,
hope, sexuality, and social behavior (Fig.5.2).

EFFECT

NEUROTRANSMITTER FUNCTION
Dopamine Inhibitory
Serotonin Inhibitory
Norepinephrine Excitatory
Gamma-aminobutyric acid (GABA) Inhibitory
Acetylcholine Excitatory

Fine movement, emotional behavior.
Implicated in schizophrenia and
Parkinson’s.

Sleep, mood, eating behavior. Implicated in
mood disorders, anxiety, and violence.
Arousal, wakefulness, learning. Implicated
in anxiety and addiction

Anxiety states

Arousal, attention, movement.
Increase = spasms

Decrease = paralysis

Source: Pedersen, D. (2005). PsychNotes. Philadelphia: F.A. Davis.
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Vesicles of neurotransmitter Receptor site

Axon of presynaptic
neuron Inactivator

(cholinesterase)

Dendrite of
postsynaptic
neuron

Inactivated
. neurotransmitter
Mitochondrion d--"’!

Neurotransmitter - -
(acetylcholine)

FIGURE 5.1. Impulse transmission at a synapse.The arrow indicates the direction of the
electrical impulse.The entry of Na+ ions stimulates an electrical charge in the postsynaptic
neuron.

Cingulate Septum

Thal
gyrus pellucidum aamus

Fornix

Hypothalamus

Olfactory
tract

FIGURE 5.2. Structures of the
limbic system. Amygdala

Mammillary body Hippocampus



Copyright © 2007 by F. A. Davis.

114 UNIT 1 UNDERSTANDING ASSESSMENT

I Psychological Theories

Psychodynamic theories focus on intrapersonal con-
cepts. These theories look at the development of the
mind over the course of a lifetime. Freud, the “Father of
Psychiatry,” introduced the psychoanalytic model of the
conscious and unconscious mind. Various interpersonal
and humanist models followed. Freud identified defense
mechanisms, which served to protect the individual
from unwanted anxiety.

. Behavioral Theories

Behavioral theories focus on normal behaviors rather
than the causes of mental illness. Pavlov, Watson,
Thorndike,and Skinner are behavioral theorists. The goal
is to change behavior through conditioning, behaviorism
(which includes frequency and recency), and positive
reinforcement (Boyd, 2005).

|
I Cognitive Theories

Cognitive theories provide an understanding by look-
ing not only at behavior but also at an individual’s cogni-
tions and how a person processes thoughts (distorted
cognitions and maladaptive behaviors). Bandura and
Beck are cognitive theorists. Cognitive theory is of value
when teaching patients new coping skills; individual
collaboration with the therapist and active involvement
of the patient are needed for change to take place
(Townsend, 2006).

|
I Developmental Theories

Developmental theories provide an understanding of
the individual’s growth and development over one’s life-
time. Erikson, Piaget, Gilligan,and Miller are developmen-
tal theorists. Various developmental theories are
described in Chapter 2, The Health History.

[ |
. Social Theories

Social theories include family dynamics, role theories,
and sociocultural perspectives; thus, the assessment of

sociocultural aspects is critical in developing a plan of
care for the patient.

Developmental, Cultural, and

¥ Ethnic Variations

Developmental Level

Mental disorders can occur with any age group, with the
incidence of certain disorders higher for specific age
groups. For example, learning and behavioral problems
are seen with children. Adolescents, known risk takers,
have a high incidence of substance abuse. Bipolar illness
or psychoses such as schizophrenia more commonly
become apparent during young adulthood. Depression is
often seen in the older adult.

Children

Because rapid growth and developmental changes occur
during childhood, delays are readily detectable. Learning
disorders and behavioral disorders often become appar-
ent by the time the child reaches school age. (See
Chapter 2,The Health History, for more on developmen-
tal stages and theories.)

Mental Health Assessment for Children

Assessing the mental health of children should include
both a detailed history and a physical examination. The
assessment should include an interview with the child. If
abuse is suspected, be sure to interview the child alone
without the parents or caregiver present.

Health History

The health history should include a family history with
attention to a history of mental health problems. A
maternal history is also needed and should identify:

m Age and health of mother during pregnancy.

m Exposure to medications, alcohol or drugs during
pregnancy.

m Course of labor and type of delivery.

m Infant’s state of health at birth.

Assess the child’s normal growth and development
milestones, such as motor development, bowel and blad-
der control, speech and language development, and
social development. Also, assess the child’s medical
health, noting any major illness or injury.

The assessment should also include a current devel-
opmental assessment, a mental status examination, and a
physical examination. Various instruments are available
to assess a variety of mental health disorders in children.
Be sure to select the one best suited to meet the child’s
needs.
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Children Rating Scales for Mental Health Disorders

INSTRUMENT

ASSESSES FOR

Behavior Assessment System for Children (BASC)
Child Behavior Checklist (CBCL)
Children’s Depression Inventory (CDI)

Pediatric Anxiety Rating Scale (PARS)
Yale-Brown Obsessive Compulsive Scale (YBOCS)
Swanson, Nolan, Pelham (SNAP)-IV

Behavior and emotions for children ages 2-18

Psychopathology and competencies for children ages 4-16

Physical symptoms, harm avoidance, social anxiety, and
separation/panic disorders for children ages 7-17

Severity of anxiety for children ages 6-17

Obsessive compulsive disorder (OCD) for children ages 6-17

Inattention and overactivity (attention deficit hyperactivity
disorder [ADHD]) and oppositional defiant disorders

Adapted from Boyd, M.A. (2005). Psychiatric Nursing Contemporary Practice. Philadelphia: Lippincott, Williams & Wilkins.

HELPFUL HINTS

* Learning disorders and behavioral disorders often
become apparent by the time the child reaches
school age.

» Depending on the age of the child, play or draw-
ing can be very helpful in eliciting the child’s per-
ceptions.

Child Abuse

Child abuse affects all areas of a child’s life and may
manifest as a mental or physical disorder. Child abuse
takes many forms from physical abuse, neglect, sexual
abuse, emotional abuse, factitious disorders by proxy
(Munchausen syndrome), and secondary abuse (chil-
dren of battered women). The assessment should
include an interview with the child. If abuse is suspect-
ed, be sure to interview the child alone without the par-
ents or caregiver present. (See Guidelines for Assessing
Abuse, in Appendix C.)

Risk Taking

Adolescents are known risk takers. Experimenting with
drug and alcohol is common, and suicide is the second
leading cause of death among adolescents. Mental and
substance abuse disorders or a combination of disorders
are more often than not associated with suicide. A goal of
Healthy People 2010 is to decrease the attempted suicide
rate among adolescents from a 12-month average of 2.6
percent of adolescents in grades 9 through 12, to a 12-
month average of 1 percent.

Another popular form of risk taking during child-
hood is the choking game, which produces a high or a
state of euphoria by cutting off the blood supply to the
brain. If the blood supply is compromised for too long,
the child will pass out and feel a“rush”as consciousness
returns. Depriving the brain of oxygen may result in per-
manent and cumulative death to brain cells, stroke,
seizures, retinal damage, or death.

Risk Factors for Teen Suicide

® Depression

m Social isolation

m History of abuse

® Drug and alcohol abuse
m Not fitting in with peers
m School pressure

Source: Gorman, L., Raines, M., and Sultan, D. (2005). Psychosocial
Nursing for General Patient Care, ed. 2. Philadelphia: F.A. Davis.

This behavior, which is also known as fainting,
American dream, flatliner, space cowboy, knockout,
gasp, rising sun, airplaning, pass out, blackout, and
space monkey, is most common among children ages 10
through 16. It can be performed either alone or with oth-
ers. Use of ligatures and performing this alone increases
the risk of death.

HELPFUL HINT

Children who “play” the choking game are usually
not troubled children and generally have no history
of drug or alcohol abuse.

Signs and Symptoms of the Choking Game

m Unexplained marks or bruises on neck

m Severe headaches

m Red eyes

m Belts, leashes, ropes, and shoelaces tied in strange
knots or in unusual locations

m Disorientation after being alone

m Locked bedroom doors
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Pregnant Women

Although the birth of child is seen as a happy event,
mental health disorders can occur, affecting not only the
mother but also the entire family. Many mothers experi-
ence mild depression, also known as baby blues, usually
within 4 weeks following childbirth. If the baby blues
persist for more than a few weeks, postpartum depres-
sion may have developed. The depression is more seri-
ous and results in postpartum depression with or with-
out psychosis. The mother may experience severe mood
swings and pervasive sadness.The mother often has feel-
ings of guilt and inadequacy as a mother. In addition to
the feelings associated with postpartum depression,
with postpartum psychosis, the mother experiences
delusions and thoughts of harming herself or her baby.

If you detect at-risk mothers or postpartum depres-
sion, be sure to make the appropriate referrals for follow-
up care.Assessment for postpartum depression is impor-
tant. Screening tools for postpartum depression include
the Postpartum Check List (Beck, 1995) and the
Edinburgh Postpartum Depression Scale (Cox, Holden, &
Sagovsky, 1989).

Older Adults

Older adults are more at risk for the development of
mental health problems for several reasons, ranging

Risk Factors for Postpartum Depression

History of mood disorders

Low self-esteem

Unwanted pregnancy

Unemployment of mother or head of household
Poor marital relationship

Father depressed

Poor support systems

External stressors

Risk Factors for Development of Mental

Health Problems in Older Adults

m Physical changes associated with aging that may
affect functional ability

m Cognitive changes and memory loss

Chronic medical illness

Psychosocial changes, such as retirement, that

occur with aging

Limited financial resources

Polypharmacy

Loss and bereavement

Loss of social supports

from the normal physiological changes associated
with aging to acute and chronic illness to side effects
associated with polypharmacy. Risk factors may be
developmental, situational, internal, or external in
nature.

Mental Health Assessment of the Older Adult

Approximately 25 percent of all older adults experience
some type of mental disorder (depression, anxiety, sub-
stance abuse,and dementia) that is not related to the nor-
mal changes associated with aging (Healthy People
2010). Alzheimer’s affects 8 percent to 15 percent of
older adults over the age of 65 and accounts for 69 per-
cent to 70 percent of all dementia (Healthy People 2010).
Assessing the mental health of the older adult should
include both a detailed history and a physical examina-
tion. The assessment should focus on mental status,
behavioral responses, functional ability, general health,
and social supports of the client.

Mental status assessment should include a Mini-
Mental State Examination (MMSE), a mental status
examination, and assessment for depression, anxiety,
and psychosis.A change in mental status has to be care-
fully evaluated. Changes are often attributed to normal
changes associated with aging. Changes in mental sta-
tus may be physiological or psychological in nature.
Because dementia increases with age, care must be
taken to differentiate dementia from delirium and
depression.

(!D ALERT

Delirium should be treated as an emergency
because its acute onset may have an underlying
life-threatening cause. The MMSE and the Clock
Scoring Test are screening instruments used to
assess cognitive impairment and screen for demen-
tia. (See Chapter 27, Assessing the Older Adult, for
more information.)

Assessment of behavioral responses includes
description of behavior and triggers, with special atten-
tion to behavioral changes and problem behaviors. A
functional assessment should focus on the client’s ability
to perform activities of daily living, physiological func-
tioning, mobility, and risk for fall assessment. (See
Chapter 27,Assessing the Older Adult, for more informa-
tion.) A nutritional assessment and history of substance
abuse is included in the assessment of the client’s gen-
eral health. Finally, the assessment should identify
social supports, family-patient interactions, and caregiver
concerns.



Copyright © 2007 by F. A. Davis.

CHAPTER 5 APPROACH TO THE MENTAL HEALTH ASSESSMENT 117

Characteristics of Dementia, Delirium, and Depression

FEATURE DEMENTIA DELIRIUM DEPRESSION
Onset Gradual (months to years) Abrupt (hours to a few Either
weeks)
Prognosis Irreversible Reversible Variable
Course Progressive Worse in p.m. Possibly worse in A.m.
Attention Normal Impaired Variable
Memory Impaired recent and remote Impaired recent and Impairment
immediate
Perception Normal Impaired Normal
Psychomotor Normal/apraxia Hypo-/hyperkinetic Retardation/agitation
behavior
Cause Caused by many diseases, Caused by acute illness, May coincide with life
including alcoholism, fever, infection, event, such as death in
acquired immunodeficiency dehydration, electrolyte the family, loss of a
syndrome (AIDS), cerebral imbalance, medications, friend or a pet, or a
anoxia, and brain infarcts and alcoholism move
, n |
Depression

Depression is a major mental health problem for older Geriatric Depressmn Scale

adults, but it can be easily missed. If left untreated,
depression can lead to suicide or self-neglect. In the
United States, the suicide rate is highest among older
adults, with older men over age 80 at highest risk and
guns the most frequent method (Gorman, Raines, &
Sultan, 2005). But the suicide rate is probably higher,
because older adults can easily commit passive suicide
by not complying with medical regimens or failing to eat.

Are you basically satisfied with your life? YES/NO

Have you dropped many of your activities and interests?
YES/NO

Do you feel that your life is empty? YES/NO

Do you often get bored? YES/NO

Are you in good spirits most of the time? YES/NO

Are you afraid that something bad is going to happen to
you? YES/NO

Do you feel happy most of the time? YES/NO

Elder Abuse Do you often feel helpless? YES/NO

Do you prefer to stay at home rather than going out and
doing new things? YES/NO

Do you feel you have more problems with memory than
most? YES/NO

Do you think it is wonderful to be alive now? YES/NO

Do you feel pretty worthless the way you are now?
YES/NO

Do you feel full of energy? YES/NO

| | Do you feel that your situation is hopeless? YES/NO
Do you think that most people are better off than you
Risk Factors for Suicide Among Older Adults a)rle? YES/NO Peop g
. Bold answers = depression
= Lives alone GDS Scoring:
= Widower 12-15 Severe depression
m | ack of financial resources 8-11 Moderate depression
= Poor health 5-8 Mild depression
m Social isolation 0—4 Normal

m Drug and alcohol abuse

Elder abuse, if taking place, affects all areas of the
patient’s life and may manifest as a mental or physical dis-
order. Elder abuse can take many forms: physical abuse,
neglect, sexual abuse, emotional abuse, and financial
abuse. (See Guidelines for Assessing Abuse, in Appendix C.)

Source: Gorman, L., Raines, M., and Sultan, D. (2005). Psychosocial Source: Yesavage, et al., 1983, pp. 37-47.
Nursing for General Patient Care, ed. 2. Philadelphia: F.A. Davis. GDS website: http://www.stanford.edu/~yesavage/
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|
Signs and Symptoms of Depression in

the Older Adult

Typical

m Changes in appetite

m Decreased self-esteem
m Changes in sleep patterns
m Social withdrawal

m Feelings of helplessness
m Loss of motivation

m Constipation

m Hostility

® Pessimism

m Agitation

m Guilt

m Aggression

Atypical

® Vague somatic complaints—such as constipation,
joint pain, fatigue, and memory changes—that
seem to be out of proportion to the actual
problem.

m Client may become obsessed with the problems
and feel that if the problems are relieved, she or he
will be fine.

People of Different Cultures or

Ethnic Groups

Cultural and ethnic variations often influence a patient’s
view of mental health. Cultural beliefs influence percep-
tions, understanding, and treatment of mental iliness.

Introducing the Case Study

Hollie Baker, age 40, is complaining of
extreme fatigue and not being able to sleep for the
past month. She is wondering if there is something
physically wrong with her or maybe she just needs
some vitamins. After further discussion, she states she
has“no energy to do anything” and that she has a lot
on her mind. She states that she is feeling over-
whelmed and depressed by the whole situation stat-
ing,“maybe things would be better if | could just disap-
pear.” Recently divorced and the mother of two
adolescent children, she works full-time as an adminis-
trative assistant. Ms. Baker has a history of breast can-
cer, hypertension, hypothyroidism, and bipolar disor-
der. Her current medications include tamoxifen,
metoprolol, Synthroid, lithium, and Risperdal.

Cultural Perceptions of Mental Health/lliness

CULTURAL GROUP

PRACTICES/BELIEFS

Chinese American

Amish m Children with mental or physical differences are seen as “hard learners.”
m The mentally ill are generally cared for at home.
Appalachian m Usually takes care of own, so mentally deficient and handicapped are readily
accepted.

m Mentally handicapped are not crazy, but rather have “bad nerves” or are “quiet
turned” or “bad turned.”

m Behaviors that would warrant psychiatric treatment are seen as lazy, mean,
immoral, criminal, or psychic and treated by punishment or tolerance.

Arab American m Mental illness is seen as a social stigma, therefore psychiatric symptoms may be
denied, attributed to “bad nerves” or supernatural beings, or caused by a physical
ailment or emotional trauma.

® Somatic orientation leads to patients’ tolerance of emotional suffering and
relatives’ tolerance of behavioral disorders.

Patients with mental distress will somatize symptoms. Somatic treatment for

psychiatric disorders is preferred over psychotherapy.

Balance between yang and yin explains mental health/illness.

Mental illness results from metabolic imbalance and organic problem.

Stigma is associated with mental illness, so patient will seek folk healer first.

Does not readily seek treatment for emotional or nervous disorders.
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CULTURAL GROUP PRACTICES/BELIEFS
Cuban American m Emotional crises are treated by santero, a practioner of santeria (a 300-year-old

Afro-Cuban religion that combines Roman Catholic elements with ancient Yoruba
tribal beliefs and practices).
®m May act out emotional problems in a non—-threatening way, allowing person to
maintain self-esteem.
Egyptian American m Mental illness is considered a stigma.
m More tolerance for emotional problems.
m View mental health problems with a supernatural framework, including “curse”
and “devil.”
m Emotional problems of grief and losses are due to wrongdoings of others or
weakness and inability to control and snap out of distress.
Mental and emotional issues are expressed somatically so therefore treated with
psychosomatic interventions.
Seeks family and friends for advice.
Stigma is associated with mental illness.
Mental illness is caused by heredity.
Takes care of mentally ill family member rather than seek mental
healthcare.
Federal Canadian laws protect the mentally disabled from discrimination.
Stigma is associated with mental illness.
m Mental illness is seen as hereditary linked, therefore “polluting” the blood line,
bringing shame to family.
m Families of mentally ill may experience loss of friends and social isolation.
m Mental illness often somatisized. Wide range of acceptable behavior leads to delay
of seeking treatment.
m Folk model for “nerva” (nerves) is socially acceptable and treated with medication
rather than with psychotherapy.
Iran American m Stigma is associated with mental illness.
Mental illness is caused by genetic problem; more likely to be labeled a
“neurological” problem.
Avoids psychotherapeutic treatment.
Symptoms somatasized and treated with psychopharmacology.
High rate of mental illness.
Difficulty expressing emotions and feelings.
Family may take care of mentally ill family member.
Some attribute mental illness to sin and guilt.
Mental health is as important as physical health.
Mental incapacity relinquishes one from all responsibilities.
Mental illness is seen as God’s will.
Family prefers to care for patient at home.
Mental illness is caused by witches; treated by healers.
May wear turquoise to ward off evil.
Some tribes view mentally ill as having special problems.
Mental illness results from offending a deity.
Brings disgrace to family and is therefore concealed, which delays treatment.
Emotional disturbances are caused by malicious spirits, bad luck, or family
inheritance.
Buddhists see mental illness as bad karma from previous misdeeds.
m Sometimes nervous system is seen as cause of mental problems.

Filipino American

French Canadian
Greek American

Irish American

Jewish American

Mexican American

Native American

Vietnamese American

Source: Purnell, L., and Paulanka, B. (2003). Transcultural Health Care: A Culturally Competent Approach. Philadelphia: F.A. Davis.
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[} Performing the Mental Health

Assessment

A thorough assessment includes assessment of the psy-
chological health of the patient. Mental health reflects a
person’s positive attitudes toward self, growth and devel-
opment, self-actualization, integration, autonomy, reality
perception, and environmental mastery (Stuart & Laraia,
2005). As you perform your assessment, look for clues
that reflect the mental health status of your patient.

Realize that your patient may prefer to have you
believe she or he has a physical problem rather than a
psychological problem by somatizing feelings. Also, med-
ical problems or drug use (prescribed, over-the-counter
[OTC], illegal) may present as mental disorders, such as
hyperthyroidism, which may produce signs and symp-
toms of anxiety. Comorbidities can also result with
patients. Chronic illness can lead to depression, especial-
ly as the disease progresses.

Health History as It Relates to Mental Health

Health History

When obtaining a health history, ask yourself,“What can
the health history reveal about the mental health of the
patient?” Identify factors that may affect mental health
in either a positive or a negative way. Ensure patient
confidentiality, but confidentiality should be breached if
there is suspected abuse or a threat of child or elder
abuse or if the patient poses a threat to herself or him-
self or others.

!D ALERT

Report any suspected abuse or any threat of child
or elder abuse. Also report threats of suicide or
homicide. Threats to self or others must always be
taken seriously.

RISK/FACTORS/
QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

Biographical
Age
m How old are you?

Gender
m |s the patient male or female?

Socioeconomic and Educational Levels
m What is your educational level?

® Response to stressors differs with age.
m |dentifies possible maturational crises related to
developmental changes.

m \Women have greater incidence of depression and
affective and anxiety disorders.

m Men have greater incidence of psychosocial and
substance abuse disorders.

m Age of onset of schizophrenia occurs later in
women than in men.

® Men are more likely to be aggressive and self-
destructive than women.

m The higher the socioeconomic and
educational level, the lower the incidence of
depression.

m The higher the educational level, the more likely
the individual is to use mental health services if
needed.

m The lower the income, the higher the incidence of
psychological symptoms.
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RISK/FACTORS/
QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

Ethnicity
m What is the patient’s cultural background?

Marital Status
® Are you single, married, or divorced?

Religion
m What is your religious affiliation?

Contact Person

m \Who is your contact person?
Current Health Status

m How is your health?

Past Health History

Childhood Ilinesses

m Did you have any major health problems
(physical or mental) while growing up?

Past Hospitalizations

m Have you ever been hospitalized for mental
health problems?

Family History

m Does anyone in your family have mental health
problems?

Medications

m Are you taking any medications, either
prescribed, OTC, or herbal? If yes, what are you
taking? (See Drugs That May Adversely Affect
Mental Health.)

Military Service
m Are you now or did you ever serve in the military?
If yes, when and what was your tour of duty?

m African Americans and Hispanics have twice the rate of
being diagnosed with severe mental illness than other
groups.

m African Americans are diagnosed with the most
severe types of psychopathology and fewer affective
disorders and are overdiagnosed with schizophrenia.

m Ethnic groups have three times more
hospitalizations for mental illness than the general
population.

m Married and partnered adults report less stress
than single or divorced adults.

m Can affect mental health in either a positive or a
negative way.
m Influences perceptions of mental illness.

m |dentifies supports.

m |dentifies any signs or symptoms that may reflect
mental illness.

u [dentify any past mental health problems and
treatments.

m |dentifies previous psychiatric hospitalization.

m [dentifies familial/genetically linked psychiatric
disorders. Familial/genetically linked disorders
include:

m Schizophrenia.

m Depression.

® Bipolar disorders.

® Anxiety and panic disorders.

m |dentifies any psychiatric drugs.
m |dentifies any possible drug interactions.

m OTC medications such as pseudoephedrine can
cause anxiety symptoms.

m Herbal supplements such as St. John’s wort,
ephedra, ginseng, kava kava, and yohimbe can
interact with psychotrophics or other
medications, or cause anxiety, drowsiness, or
other adverse psychological effects (Pedersen,
2005). (See Psychotropic Drugs and Some
Related Side Effects.)

m [dentifies possible source of stressor related to
post-traumatic stress syndrome
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Drugs That May Adversely Affect Mental Health

Drugs Effect
Antihypertensives Depression
m Reserpine

m Beta blockers

® Methyldopa

Oral contraceptives

Corticosteroids

Benzodiazepine

Cancer chemotherapeutic agents

m Vincristine

® Vinblastine

m Interferon

® Procarbazine

Psychoactive agents

m Alcohol

® Amphetamine or cocaine withdrawal

m Opioids

Corticosteroids Manic states
Levodopa

Amphetamines

Tricyclic antidepressants (TCAs)

MAQO inhibitors

Methylphenidate

Cocaine

Thyroid hormone

Amphetamines Psychotic reactions
Antidepressants (particularly tricyclics)
Anticholinergics (atropine)

Anticonvulsants (carbamazepine, valproic acid)
Antiparkinsonians (levodopa)

Antituberculars (isoniazid)

Antivirals (acyclovir, amantadine)
Antiarrhythmics (lidocaine)

Alcohol

Beta blockers (propranalol)

Corticosteroids

H,-receptor blockers (cimetidine)

Cyclosporine

Disulfiram (Antabuse)

Anesthetics (ketamine)

Antibiotics (cephalosporins, ciprofloxacin, sulfonamides)
Opioids (morphine, hydromorphone)

Source: Gorman, L., Raines, M., and Sultan, D. (2005). Psychosocial Nursing for General Patient Care, ed. 2.
Philadelphia: F.A. Davis.

(!D ALERT

Neuroleptic malignant syndrome (NMS) is a poten-
tially fatal side effect from antipsychotic drugs, charac-
terized by fever, tachycardia, sweating, muscle rigidity,
tremors, incontinence, stupor, leukocytosis, elevated
creatine phosphokinase (CPK), and renal failure
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|
Psychotropic Drugs and Some Related Side Effects

DRUG SIDE EFFECTS

Lithium Nausea, diarrhea, polyuria, acne, rashes, alopecia, tremors; weight
gain, hypothyroidism; can also precipitate psoriasis and psoriatic
arthritis.

Anticonvulsants Sedation, hepatotoxicity, rash, and Stevens-Johnson syndrome (SJS),
which is a life-threatening mucocutaneous reaction.

Anticholinergics Blurred vision, constipation, dry mouth

TCAs Sedation, blurred vision, dry mouth, constipation, life-threatening
arrhythmias and electrocardiogram (ECG) changes

Selective serotonin reuptake inhibitors Gastrointestinal (Gl) symptoms, insomnia, and agitation

Antipsychotics Movement disorders (akathisia) and tardive dyskinesia (especially
conventional antipsychotics [chlorpromazine]), dystonia,
parkinsonism, gynecomastia, and lactation, and possibly treatment-
emergent diabetes

u Source: Adapted from Pedersen, D. (2005). PsychNotes. Philadelphia: F. A. Davis.

Review of Systems

As you proceed with the review of systems, note health.

any problems that may affect your patient’s mental

Review of Systems

AREA/GENERAL
QUESTIONS TO ASK RATIONALE/SIGNIFICANCE

General Health Survey
m How have you been feeling? m Fatigue may be associated with depression.
m Restlessness may be associated with anxiety.

Integumentary

m Do you have any problems with your skin? If yes, m Sweating, itching associated with anxiety
describe.

Head, Eyes, Ears, Nose, and Throat (HEENT)

m Do you have headaches? If yes, describe. m Headaches associated with depression.

m Do you have thyroid disease? m History of migraines and tension headaches

affected by psychological factors.

m History of hyperthyroidism and diabetes can be
affected by psychological factors, manifest with
psychological signs or symptoms, or mimic
psychological disorders.

Respiratory

m Do you have any breathing problems? If yes, describe. m History of breathing problems, such as
hyperventilation, associated with anxiety disorders.
Sighing associated with depression.

Cardiovascular

m Do you have any CV problems? If yes, describe. m Hypertension, angina affected by psychological
factors

m Palpitations, racing heart associated with anxiety

m Heterocyclic antidepressants—use with caution with
cardiovascular disease

(continued)
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Review of Systems (continued)

AREA/GENERAL
QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

Gastrointestinal

m Do you have any GI problems? If yes, describe.

m Have you experienced changes in weight? If yes,
describe.

m Have you experienced changes in appetite? If yes,
describe.

Genitourinary (GU)

m Do you have any GU problems? If yes, describe.

m If your patient is female, ask if she has experienced any
irregularities in her menstrual cycle.

m Do you have any concerns about your sexual
performance? If yes, describe.

Musculoskeletal (MS)
m Do you have any MS problems? If yes, describe.

Neurological

m Do you have any neurological disorders?

® Have you experienced seizures, concentration, or
memory problems?

® Have you experienced depression, anxiety? If yes,
describe.

m Changes in appetite associated with depression,
anxiety, eating disorders, substance abuse

m History of peptic ulcer, irritable bowel syndrome,
colitis affected by psychological factors

m Gl complaints such as nausea, abdominal pain,
diarrhea seen with anxiety

m Indigestion and constipation seen with depression

m Nausea is a common side effect of many
psychotrophic medications.

m History of sexual dysfunction, such as impotence,
frigidity, and premenstrual syndrome (PMS),
affected by psychological factors

m Menstrual irregularities associated with eating
disorders

m Pressure and frequency of urination associated with
anxiety

m Use TCAs (amitriptyline), cautiously with benign
prostatic hyperplasia (BPH)

m History of rheumatoid arthritis and idiopathic low
back pain affected by psychological factors

m \Weakness associated with anxiety

m Osteoporosis associated with eating disorders

m Use of antipsychotics contraindicated with
myasthenia gravis.

| Seizures associated with eating disorders, use TCAs
cautiously with seizures and buproprion is
contraindicated with seizures.

m Neuroleptic malignant syndrome and movement
disorders are a side effect of antipsychotic
medications

m Cognitive problems, difficulty focusing, inability to
concentrate associated with anxiety, depression,
dementia, and schizophrenia
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Psychosocial Profile

As you perform the psychosocial assessment, look for clues
that would reflect your patient’s mental health.

Psychosocial Profile

CATEGORY/QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

Health Practices and Beliefs

m How would you describe your mental health?

® Do you or would you use mental health services?
Typical Day

m Can you tell me what your typical day is like?

Nutritional Patterns

m Can you tell me what you ate yesterday (24-hour
recall)?

Activity and Exercise Patterns

m Do you exercise regularly? If yes, describe.

Recreation, Pets, Hobbies

® What do you do for fun?

® Do you have pets?

m Do you have hobbies?

Sleep/Rest Patterns

® How many hours of sleep do you get a night?

m Do you have any problems falling asleep, staying asleep?

m Do you take or do anything to help you sleep?

Personal Habits

m Do you use alcohol, drugs, caffeine, or nicotine? If, yes,
how much?

Occupational Health Occupation?

® How do you feel about your work? Your coworkers?

m Do you find your work stressful? If yes, how do you
deal with it?

m Are there any health risks associated with your work? If
yes, describe.

Environmental

m Where do you live?

m Are you exposed to any pollutants or toxins?

Roles, Relationships, Self-Concept
® How do you see yourself?
m Can you identify your various roles and relationships?

Cultural Influences

m What is your cultural background?

m What influences your perception of health?

Religious/Spiritual Influences

m What is your religious background?

m What influence does your religious beliefs have on your
perception of health?

m |dentify perceptions of mental health, mental health
practices, and use of mental health services.

m |dentifies ability to maintain activities of daily living
(ADLs). Mental health problems such as depression and
schizophrenia, compulsive disorders may affect ability
to perform ADLs.

m Nutritional disorders are associated with eating
disorders, anxiety, and depression.

m Excessive exercise is associated with eating disorders.
m Inactivity is associated with depression.

m Inactivity is associated with depression.

® Problems with sleep and rest are associated with many
psychological disorders, such as anxiety, depression,
bipolar disorders, and substance abuse.

m |dentifies history of substance abuse (use of alcohol,
drugs, caffeine, nicotine).

m |dentify ability to maintain job. Work can be a source of
stress.
m |dentify risk for head injury, such as construction work

m |dentifies risk for exposure to toxic substances, such as
lead, mercury, herbicides, solvents, cleaning agents, and
lawn chemicals, that can affect cognitive ability.

m |dentifies sense of worth and value, which may be
affected by psychological factors such as low self-image
associated with depression and eating disorders.

® Roles and relationships may affect or be affected by
psychological factors.

m |dentifies culture’s perception of mental health and
illness.

m |dentifies religious/spiritual influences on mental health
and illness.

(continued)
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Psychosocial Profile (continued)

CATEGORY/QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

Family Roles and Relationships
m What is your role in your family?
m How is your relationship with your family?

Sexuality Patterns

m Do you have any concerns about sexual patterns? If yes,
describe.

m Do you practice safe sex?

Stress and Coping Patterns
m How do you deal with stress?
m What do you do when you are upset?

m |dentifies sources of support or stress on patient’s
mental health.

m Mental illness may affect patient’s role and relationship
in family.

m Sexual problems are often associated with mental
illness such as depression.

m Unprotected sexual activity is associated with substance
abuse.

m |dentifies current coping skills.
m Determines effectiveness of coping skills.

Case Study Evaluation

Before you proceed with the physical examina-
tion, document the key history information you have
learned from Ms. Baker’s history and mental health his-
tory. The information from your patient history will be
important to consider before and during your physical
examination.

y CRITICAL THINKING ACTIVITY #1

What may account for Ms. Baker feeling fatigued?
What additional questions would you need to ask
Ms. Baker?

» CRITICAL THINKING ACTIVITY #2

Based upon what you know about Ms. Baker, what
would be a priority concern that needs to be
addressed immediately?

s CRITICAL THINKING ACTIVITY #3

Based upon what you know about Ms. Baker, which

findings suggest depression?

Physical Assessment

As you perform a head-to-toe physical examination, con-
sider how your patient’s physical findings reflect his or
her mental health.

Mental Status Assessment

A mental status assessment, involving a systematic
approach to various components, is done to assess and
evaluate a patient’s cognitive and mental functions. Each
assessment provides information about that patient at
that point in time. (See Mental Status Assessment as it
Relates to Mental Health/llIness.) Additional assessments
will demonstrate improvement, regression, or stabiliza-
tion and will provide a “progress report” as well as “pat-
terns” of functioning.

The components of the mental status assessment
include:

® General appearance.

m Behavior/activity.

m Speech and language.

® Mood and affect.

® Thought process and content.
m Perceptual disturbances.

® Memory/cognitive.

® Judgment and insight.

Additional Assessments

Depending of your assessment findings, additional
mental health screening may be indicated.Various mental
health problems and assessment instruments are avail-
able to assess for a variety of mental health problems.
Additional mental health assessments are presented
below.

(Text continued on page 131)
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Head-to-Toe Physical Examination as It Relates to Mental Health/lliness

SYSTEM ABNORMAL FINDINGS/RATIONALE

General Health Survey ® Poor grooming and personal hygiene: Associated with depression
® Bright colors or unusual dress: Associated with mania
m Poor eye contact: May indicate depression
® [nability to maintain attention: Associated with schizophrenia and depression
m Labile affect: May reflect mania
® Flat, incongruent affect: May reflect schizophrenia
m Stooped posture: Associated with depression
m Restlessness, tension: Associated with anxiety
® Malnourished appearance: May indicate an eating disorder
m Slurred speech: May indicate drug and alcohol abuse
m Pressured speech: Seen with mania
m Disorganized speech: Seen with schizophrenia
m [rritability: Associated with anxiety
m Suspiciousness: Associated with paranoia
Integumentary ® Flushed or pallid skin color: Seen with anxiety
m Excessive sweating: Seen with anxiety
m Injury or scarring: From self-injury or past suicide attempts or self-mutilation
HEENT m Dilated or constricted pupils: Seen with drug abuse
m Poor eye contact: Seen with depression
m Dental caries, parotid swelling: Seen with eating disorders
m Erosion of nasal or oral mucosa: May be secondary to drug use
® Rope marks on neck: In children, associated with “choking game”

Respiratory ® Increased respiratory rate and hyperventilation: Seen with anxiety
Cardiovascular m Increased pulse rate and blood pressure: Seen with anxiety
Abdominal ® Increased bowel sounds: Seen with excessive use of laxatives in eating
disorders
m Abnormal liver size: Associated with substance abuse
Musculoskeletal m Generalized weakness and tremors: Seen with anxiety

m Abnormal muscle movement: May be adverse effect of psychotropic drugs

m Excessive body movements: Associated with anxiety, mania, or stimulant
abuse

m Minimal or no body movement: Associated with depression, catatonic states, or
drug-induced stupor

m Repeated movements: Associated with compulsive disorders

m Repeated picking at clothes: May be associated with hallucinations, delirium, or toxic
conditions

Neurological m Cognitive changes, thought process disorders: Seen with schizophrenia

m Loose association: Associated with schizophrenia

m Flight of ideas: Associated with mania

m Preservation: Associated with brain damage and psychotic disorders

m Auditory hallucinations: Associated with schizophrenia

m Visual hallucinations: Often organic in nature

m Tactile hallucinations: Seen with organic problems, drug abuse, or delirium tremens
(DTs)

m Changes in mental status: Seen with mental illness such as schizophrenia, substance
abuse, bipolar disorder

m Increased reflexes: Seen with anxiety

m Movement disorders: Adverse effect associated with antipsychotic medications

Source: Stuart, G., and Laraia, M. (2005). Principles and Practice of Psychiatric Nursing, ed. 8. Philadelphia: Mosby.
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Mental Status Assessment as It Relates to Mental Health/lliness

AREA/QUESTIONS
TO ASK

NORMAL

ABNORMAL
FINDINGS/RATIONALE

Grooming/dress

m Does the patient dress
appropriate for age, gender,
season, and situation?

Hygiene

m Are the patient and his or her
clothing clean?

m Does the patient present with
any unusual odors?

Eye Contact

m Does the patient maintain eye
contact?

Posture

m Does the patient assume a
specific position?

| |s posture erect?

Identifying Marks/Scars/Tattoos

m Are there any obvious marks or
scars?

Appearance vs. Stated Age

m Does the patient appear stated
age, or younger or older?

Behavior/Activity

® Do you notice any unusual
activity?

m |s patient’s behavior
appropriate for the situation?

® What is the patient’s level of
consciousness?

m Dress neat and appropriate

m Clean, no unusual odors

® Maintains eye contact

m Comfortably positioned,
posture erect

m No obvious marks or scars

m Appears stated age

m Calm, relaxed, no unusual
behavior or movements

m AAO X 3 (awake, alert, and
oriented to time, place,
person)

m Disheveled appearance: Associated with
depression

m Bright-colored clothing: Associated with
mania

m Poor hygiene: Associated with depression or
schizophrenia

m Poor eye contact: Associated with
depression

m Slumped posture: Associated with
depression
m Defensive posture: Associated with paranoia

m Scars: May indicate self-mutilation or past
suicide attempts

m Older appearance than stated age: May be
associated with depression

m Hyperactivity: Associated with anxiety,
mania, or stimulant abuse

m Hypoactivity: Lethargic, thinking slowed;
associated with depression, alcohol or drug
abuse.

m Altered orientation: May be seen with
organic disorders or schizophrenia

m Agitation: May be seen with dementia or
delirium

m Psychomotor retardation, slow movements:
May be associated with depression

m Tremors: May indicate drug/alcohol
withdrawal

m Tics: May be an adverse effect of
psychotropic medications

® Unusual movements such as jaw/lip
smacking: May be associated with tardive
dyskinesia, an adverse effect of
antipsychotic medications

m Catatonia: May be seen with schizophrenia

m Akathisia (restlessness): Seen with
extrapyramidal adverse effect from
antipsychotic medications

® Rigidity: May be a sign of NMS
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NORMAL

ABNORMAL
FINDINGS/RATIONALE

Speech

m What are the quality, tone,
volume, fluency, and pace of
speech?

Attitude
m What is the patient’s attitude?
Is it friendly? Hostile?

Mood (Including Self-Report of
Emotional State)

m How does patient appear?

m How does the patient describe
her or his mood?

Affect (Apparent Emotional
State)

m What is the patient’s affect
(facial expression)?

Thought Process

m Can you follow the patient’s
thinking? Is it coherent and
logical?

m Quality and pace of speech
normal with no exaggeration
m Fluent, pleasant tone

m Cooperative

m Appropriate for situation

m Appropriate for situation

® Thought process intact
m Responds appropriately

m Slow speech: Associated with depression

m Rapid and pressured speech: Associated
with mania

® Mumbling: Seen with Huntington’s chorea

m Slurred speech: Seen with alcohol
intoxication

m Suspicious tone: Associated with paranoia

® Volume: Soft associated with depression

m Poor fluency (mute/hesitation/latency of
response): Less likely to talk with depression

® Hesitancy: Seen with mistrust or paranoia

m Uncooperative: Associated with paranoia

m Warm/friendly/distant: Seen with
personality disorders

m Suspicious/combative: Seen with paranoia

® Guarded/aggressive: Seen with psychosis

m Hostile/aloof: Seen with psychosis

m Apathetic: Seen with depression

m Sad: Associated with depression

m Elated: Associated with mania

m [rritable/anxious: Associated with anxiety

m Fearful/guilty: Seen with phobias

m Worried/angry: Seen with personality
disorder

m Hopeless: Associated with depression

m Labile: Associated with mania

m Mixed (anxious and depressed): Seen with
depression

m Flat affect: Seen with schizophrenia

m Blunted or diminished affect: Seen with
psychosis

® [nappropriate/incongruent (sad and
smiling or laughing): Associated with
schizophrenia

® Thought process disturbances: Often seen

with psychosis or organic brain disorders.

Examples of thought process disturbances

are:

m Concrete thinking: Unable to abstract;
thinks in concrete terms

m Circumstantiality: Excessive, irrelevant
detail, but eventually gets to the point

(continued)
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Mental Status Assessment as It Relates to Mental Health/lliness (continued)

AREA/QUESTIONS ABNORMAL
TO ASK NORMAL FINDINGS/RATIONALE

m Tangentiality: Digresses from topic to
topic, never getting to the point

® Loose association: Loose connection
between thoughts that are
unrelated

m Echolalia: Repetition of words spoken by
another

m Flight of ideas: Rapidly going from one
topic to another

m Preservation: Involuntary, excessive
repetition of a single response to different
questions

m Clang association: Association of words
by sound

® Blocking: Draws a blank

m Word salad: Combination of words that
have no meaning

m Derailment: Off track

Thought Content

m Does the patient’s content of ® Thought content (what the m Delusions (grandiose/persecution/reference/
thought make sense and seem patient is thinking) reality somatic): Associated with psychosis
reality based? based m Suicidal/homicidal thoughts: Associated

m Does the patient have with depression, anxiety, or schizophrenia
thoughts about hurting self or m Obsessions: Seen with OCD

someone else?

(!D ALERT

If the patient is having homi-
cidal thoughts, identify those
toward whom those thoughts
are directed.

m Paranoia: Seen with schizophrenia

m Phobias: Seen with anxiety disorders

m Magical thinking (primitive form of thinking
that thinking about something will make it
happen)

m Poverty of speech

Perceptual Disturbances m Visual hallucinations: Often organic in

® Does the patient have ® No hallucinations, illusions, or nature
perceptual disturbances? depersonalization. m Auditory hallucinations (commenting/
Auditory disturbances? Visual discussing/commanding/loud/soft/other):
disturbances? Olfactory Associated with schizophrenia
disturbances? Tactile m Tactile hallucinations: Seen with organic
disturbances? problems, drug abuse, or DTs

m |llusions (misperception of a real external
stimulus): Common with dementia of
Alzheimer’s and schizophrenia
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AREA/QUESTIONS

ABNORMAL

m Can patient repeat objects
named minutes before?

Remote

m Can patient recall anniversaries,
past important, historical
events?

Insight (Awareness of the
Nature of IlIness) and
Judgment

m Does patient have insight into
his or her problem? (Ask, “Can
you tell me what the problem
is?”)

m |s judgment appropriate? (Ask
the patient to respond to a
hypothetical situation, such as,
“If you were walking down the
street and saw smoke coming
from a window of a home,
what would you do?”)

memory intact

= No confabulation

and appropriate

TO ASK NORMAL FINDINGS/RATIONALE
m Depersonalization (altered perception or
experience that causes temporarily loss of
self or personal identity): Seen with panic
disorder
Memory
Immediate

®m Immediate, recent, and remote

m Insight and judgment intact

® Memory problems and confabulation: Seen
with organic, dissociative, and conversion
disorders

m Level of alertness: Altered with substance
abuse

m Poor insight: Seen with psychosis

m Poor judgment: Seen with psychosis

m Poor impulse control: Seen with OCD,
psychosis, mania

Crisis
A crisis results from an acute event that stresses a per-
son’s resources and ability to cope;a crisis can also result
from a perceived threat to self. Crises may be matura-
tional or developmental and situational. An example of a
maturational crisis would be a child becoming an ado-
lescent.An example of a situational crisis might be the
loss of a loved one. A situational crisis could also be a
major disaster, such as a hurricane or a terrorist attack.
An event that may be a crisis for one person may not
be for another. A stressful event causes disequilibrium for
the person. It is the ability of the person to restore equi-
librium that determines the outcome. Whether or not a
person adapts to the crisis or not depends upon several
factors: perception of event, situational supports,and cop-
ing mechanisms. Once you have performed a crisis assess-
ment, you can then develop interventions that will help
your patient deal with the crisis and regain equilibrium.
(See Crisis Assessment.)

BATHE Technique

When you have only limited time to perform an assess-
ment, it is important to keep the interview focused.The

BATHE technique helps the patient identify problems
and coping strategies and is supportive of the patient.
The acronym is representative of the interview’s compo-
nents (Stuart & Lieberman, 1993):

m Background—What is going on? What brought you
here?

m Affect—How does this make you feel?

® Trouble—What troubles you most in this situation?

m Handling—How are you able to handle this situa-
tion/problem?

m Empathy—Empathize with client, shows an under-
standing of client’s view of situation.

!D ALERT

The BATHE technique is not intended for use with
patients with severe problems, such as patients who
are suicidal or those who have suffered severe
abuse.
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[ |
Crisis Assessment

FACTOR

QUESTIONS TO ASK

Perception of event

Supports

Coping mechanisms

Can you tell me what has happened? Please be specific.
What caused the crisis?

How has this affected you?

How did this make you feel?

Is there anyone | can call?

Do you live alone?

Do you have family or friends who support you?

Are you active in any religious or community groups?
How have you handled stressful events in the past?
Can you talk about the stressful event?

What do you do to relieve tension? Cry? Talk? Exercise?
Use alcohol?

Source: Stuart, G., and Laraia, M. (2005). Principles and Practices of Psychiatric Nursing, ed. 8. Philadelphia: Mosby.

Assessing Depression

Depression poses a major health problem. Major depres-
sion has been identified by the World Health
Organization as the leading cause of disability for adults
in developed countries, such as the United States (Healthy
People 2010). In any given year, approximately 6.5 per-
cent of women and 3.3 percent of men will have a major
depressive episode.The incidence of major depression is
twice as great in women as in men. ldentification of
those at risk and accurate assessment of depression can
lead to prompt intervention and promotion of mental
health.

If you suspect that your patient is depressed, use
the mnemonic SIGECAPS to easily recall and review the
DSM-1V criteria for major depression:

m Sleep (increase/decrease)

m [nterest (diminished)

m Guilty/low self-esteem

m Energy (poor/low)

m Concentration (poor)

m Appetite (increase/decrease)

m Psychomotor (agitation/retardation)
® Suicidal ideation

A depressed mood plus four or more SIGECAPS
for 2 weeks or longer indicates a major depressive dis-
order. A depressed mood plus three SIGECAPS most
days for 2 years or longer indicates dysthymia, which
is a depressive neurosis with no loss of contact with
reality.

-

HELPFUL HINT

Symptoms of dysthymia are similar to those of a
major depressive disorder, but milder.

Suicide Assessment

In the United States, suicide is a major public health prob-
lem (Healthy People 2010). It is often the end result of
mental illness. More women attempt suicide than do men,
but men are four and a half times more likely to succeed
at suicide than are women. If you suspect that your client
is suicidal, perform a suicide assessment. It is important to
identify those at risk for suicide and intervene promptly.
(See Performing a Suicide Assessment.)

!D ALERT

Suicide attempts are more likely to occur as the
patient’s symptoms improve because the patient
now has the energy to commit suicide.

Risk Factors for Suicide

Past suicide of family member, close friend, or peer

Impulsivity

Mood disorders

Substance abuse

Recent loss of a spouse, partner, friend, or job

Expressed hopelessness (patient sees no future)

Social isolation (patient lives alone, has few friends

or supports)

Stressful life event

m Previous or current abuse (emotional, physical, sex-
ual)

m Sexual identity crises/conflict

Available lethal methods (guns)

m | egal issues/incarceration

Source: USPHS, HHS, 1999.
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Performing a Suicide Assessment

ASSESSMENT AREA

QUESTIONS TO ASK

Feelings of hopelessness

®m How are you feeling?
®m What are your plans for tomorrow? Next week? What do you have
planned for the rest of the year?

HELPFUL HINT

A key element in assessing for feelings of hope-
lessess is determining whether the patient is able to
see a future with herself or himself in that future.

Suicidal ideations
Plan for suicide
Possessions

Auditory hallucinations
Lack of support network

Alcohol or substance abuse
Precipitating event

Have you ever had thoughts about hurting yourself?

Do you have a plan to commit suicide?

Have you been putting affairs in order?

Have you been giving things away?

Have you been contacting old friends?

Have you heard a voice telling you to hurt or kill yourself?
How often do you communicate with friends and family?

Have you found yourself withdrawing from friends and family?
Who are your supports?

Do you drink or do drugs while alone?

Have you recently experienced the death of a loved one or the loss of a job?
Have you recently had a tragedy or disaster in your life?

!D ALERT

For many people, holidays can be a precipitating
event to a suicidal episode.

Media

m Take note if the local media has reported on the suicide of a famous
person or local teenager.

Source: Adapted from Pedersen, D. (2005) PsychNotes. Philadelphia: F.A. Davis.

Groups at Risk for Suicide

m Elderly persons who are isolated or widowed or
who have experienced multiple losses

m Males who are widowed and without close supports

m Adolescents and young adults

m Persons with serious or terminal illness who
become depressed or hopeless

m Persons with mood disorders, depression, and bipolar

m Persons with schizophrenia, either newly diagnosed
or those experiencing auditory command hallucina-
tions

m Persons who abuse drugs or alcohol, especially per-
sons with a mental disorder

m Persons under stress (sometimes multiple stressors)
with recent loss or losses

Assessing Substance Abuse

Substance use includes use of prescribed or OTC drugs,
alcohol, caffeine, nicotine, steroids, and illegal drugs.
Abuse and addiction exist when substance use has
social, professional, or legal consequences.There are two
types of substance abuse disorders, substance use disor-
ders and substance-induced disorders. Substance use
disorders include:

m Substance dependence: Repeated use despite sub-
stance-related cognitive, behavioral, and psychological
problems.Tolerance, withdrawal,and compulsive drug-
taking can result.

m Substance abuse: Recurrent, persistent substance
use with significant adverse consequences during a
12-month period. Adverse consequences can include
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repeated work absences, spousal arguments and fights, m Substance withdrawal: Symptoms differ upon the
and driving while intoxicated offenses (DUIs) (APA, substances being used and develop upon their with-
2000). drawal (Pederson, 2005;APA, 2000).

If substance abuse is a concern with your client, it is
important to ask the right questions and obtain an accurate
m Substance intoxication: Overuse of a substance that  history. If there is no time to obtain a detailed assessment, a

results in a reversible, substance-specific syndrome;can  focused assessment tool such as the CAGE questionnaire
be indicated by behavioral and psychological changes. can also identify a possible substance abuse problem.

Substance-induced disorders include:

Substance Abuse History and Assessment Tool

1. When you were growing up, did anyone in your family use substances (alcohol or drugs)? If yes, how did the substance
abuse affect the family?
2. When (how old) did you use your first substance (e.g., alcohol, cannabis) and what was it?
3. How long have you been using a substance(s) regularly? Weeks? Months? Years?
4. What is your pattern of abuse?
a. When do you use substances?
b. How much and how often do you use?
¢. Where are you when you use substances and with whom?
5. When did you last use, what was it, and how much?
6. Has substance use caused you any problems with family, friends, job, school, the legal system, other? If yes, describe.
7. Have you ever had an injury or accident because of substance abuse? If yes, describe.
8. Have you ever been arrested for a DUI because of your drinking or other substance use?
9. Have you ever been arrested or placed in jail because of drugs or alcohol?
10. Have you ever experienced memory loss the morning after substance use (can’'t remember what you did the night
before)? Describe the event and feelings about the situation.
11. Have you ever tried to stop your substance use? If yes, why were you not able to stop? Did you have any physical
symptoms such as shakiness, sweating, nausea, headaches, insomnia, or seizures?
12. Can you describe a typical day in your life?
13. Are there any changes you would like to make in your life? If so, what are they?
14. What plans or ideas do you have for making these changes?
15. History of withdrawal:
Other comments:

Source: Pedersen, D. (2005). PsychNotes. Philadelphia: F.A. Davis; and modified from Townsend, M. (2005).
Psychiatric Mental Health Nursing, ed. 5. Philadelphia: F.A. Davis.

CAGE Questionnaire

® Have you ever felt you should Cut down on your drinking/drug use?

m Have people Annoyed you by criticizing your drinking/drug use?

m Have you ever felt bad or Guilty about your drinking/drug use?

® Have you ever had an Eye opener (use of alcohol or drugs first thing in the morning) to steady your nerves or get rid of
a hangover?

A positive (yes) response to two or more questions suggests that there is an alcohol/substance problem.

Note: The need to cut down is related to tolerance (needing more substance for same effect), and the eye
opener is related to withdrawal syndrome (reduction/cessation of substance).

Source: Ewing, J. A.: Detecting alcoholism: The CAGE questionnaire. Journal of the American Medical
Association 252:1905-1907, 1984.
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[ |
Abused Substances: Effects From Use and Withdrawal

eye-openers,
pep pills, purple
hearts, speed,
uppers, wake-
ups)

Cocaine
(Bernice,
bernies, big C,
blow, C, Charlie,
coke, dust, girl,
heaven, jay,
lady, nose
candy, nose
powder, snow,
sugar, white
lady)

Crack (Conan,
freebase, rock,
toke, white
cloud, white
tornado)

m Aggressive behavior
m Paranoia
m Delusions

® Euphoria

® Grandiosity

m Sexual excitement

B Impaired judgment

B Insomnia

® Anorexia

m Nasal perforation
(inhaled route)

® Psychosis

m Cardiovascular collapse
= Coma
m Death

m High temperature

m Seizures

® Transient vasospasms (may
cause myocardial
infarction [MI],
cerebrovascular accident
[CVA], coma, death)

SUBSTANCE INTOXICATION OVERDOSE WITHDRAWAL
Depressants
m Alcohol (booze, m Depressed cognitive ® Unconsciousness m Tremors
brew, juice, functioning m Respiratory depression m Diaphoresis
spirits) ® Impaired psychomotor = Coma ® Anxiety
functioning ® Death m Hallucinations
m Decreased reaction time m Delusions
m Decreased balance and m Increased pulse and
coordination blood pressure
m Decreased REM sleep m DTs
m Sleep disturbances
m Sedatives, m Slurred speech m Hypotension ® Insomnia
hypnotics, and ® Labile mood m Nystagmus ®m Hand tremor
anxiolytics, ® [nappropriate sexual m Stupor m Agitation
including behavior m Cardiorespiratory ® Nausea and vomiting
barbiturates m Loss of inhibition depression m Anxiety
(barbs, beans, ® Drowsiness = Coma m Tinnitus (with
black beauties, ® Impaired memory ® Death benzodiazepines)
blue angel, W Seizures
candy, downers, m Cardiac arrest
goof balls, BB,
nebbies, reds,
sleepers, yellow
jackets, yellow)
m Benzodiazepine
(downers)
Stimulants
® Amphetamines m Euphoria u Ataxia ® Depression
(A, AMT, bam, m High energy m High temperature m Agitation
bennies, crystal, ® Impaired judgment m Seizures m Confusion
diet pills, dolls, m Anxiety m Respiratory distress m Vivid dreams followed

by lethargy

m Fatigue

® Depression

® Anxiety

m Suicidal behavior

(continued)
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Abused Substances: Effects From Use and Withdrawal (continued)

stuff)

m Morphine

m Hydromorphone

m Meperidine

m Codeine

m Oxycodone

= Opium

m Methadone

Hallucinogens

m Hallucinogens
(LSD, DMT,
Mescaline, acid,
big D, blotter, blue
heaven, cap, D,
deeda, flash, L,
mellow yellow,
microdots, paper
acid, sugar, ticket,
yello)

m Club drug, MDMA
(ectasy)

Phencyclidine

m Phencyclidine
(PCP, angel dust,
DOA, dust,
elephant, hog,
peace pill,
supergrass, tictac)

m Dilated pupils

m Diaphoresis

m Palpitations

® Tremors

m Enhanced perceptions of
colors and sound

m Depersonalization

m Grandiosity

m Euphoria
m Muscle relaxation

m Impulsive behavior

m Impaired judgment

m Belligerent, violent
behavior

m Ataxia

®m Muscle rigidity

m Nystagmus

m Hypertension

m Coma
m Death

m Panic

m Psychosis with
hallucinations

m Cerebral damage

m Death

m Confusion

m Hallucinations

m Severe anxiety

® Hypertension

m Seizures

m High temperature

m Hallucinations

m Psychosis

m Seizures

m Respiratory arrest
m Death

SUBSTANCE INTOXICATION OVERDOSE WITHDRAWAL
Marijuana
m Cannabis m Euphoria m Extreme paranoia m None
(marijuana, m Intensified perceptions ® Psychosis
hashish, Acapulco = Impaired judgment and
gold, Aunt Mary, motor ability
broccoli, dope, m Increased appetite,
grass, weed, weight gain
grunt, hay, hemp,  m Sinusitis and bronchitis
J, joint, joy stick, with chronic use
killer weed, pot, m Anxiety, paranoia
ragweed, reefer, ® Red conjunctiva
smoke weed)
Opiates
m Heroin (H, horse, m Euphoria m Dilated pupils ® Yawning
harry, boy, scag, m Drowsiness m Respiratory depression ® [nsomnia
shit, smack, stuff, = Impaired judgment m Seizures ® Anorexia
white junk, white = Constricted pupils m Cardiopulmonary arrest m [rritability

m Rhinorrhea

m Muscle cramps

m Chills

® Nausea and vomiting

m Feelings of panic and
doom

m None

m Psychological
dependence can cause
depression, flashbacks

m None
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SUBSTANCE INTOXICATION OVERDOSE WITHDRAWAL
® Numbness or diminished
response to pain

Inhalants
m Gasoline, glue, ® Euphoria ® Psychosis with = None

aerosol sprays, ® Impaired judgment hallucinations

paint thinners ® Blurred vision m Cardiac arrhythmias

(spray, rush, bolt, ~ m Unsteady gait m Central nervous system

huffing, bagging, depression

sniffing) m Coma

m Cerebral damage
® Death

m Nicotine m Sense of anxiety = None ® Insomnia

(Cigarettes, cigars, reduction m Depression

bidis, kreteks, pipe  m Relief from depression | Irritability

tobacco, chewing = Satisfaction ® Anxiety

tobacco, snuff, ® Poor concentration

nicotine gum or m Increased appetite

patches)

Source: Gorman, L., Raines, M., & Sultan, D. (2005). Psychosocial Nursing for General Patient Care, ed. 2.
Philadelphia: F.A. Davis.

Case Study Findings y CRITICAL THINKING ACTIVITY #4
Your general health survey, physical assessment, How might you explain Ms. Baker’s physical
and mental status assessment of Ms. Baker have con- findings?

cluded.The following are your findings:

B Pertinent physical findings

B Weight gain of 10 pounds over past month Nursing Diagnoses
B Poor eye contact . .
m Slow to respond Consider all of the data you haye_ collecte_d durlng your
B Disheveled appearance assessment of Ms. Baker. Use this information to identify
m Slouched position a list of nursing diagnoses. Some possible nursing diag-
B Crying noses are provided below. Cluster the supporting data.
W Difficulty staying focused 1. Risk for Suicide
B Constipation 2. Ineffective Individual Coping

3. Fatigue

Identify any additional nursing diagnoses.

Case Study Analysis and Plan
y CRITICAL THINKING ACTIVITY #5

Now that your examination of Ms. Baker is com-
plete, document the key history and physical examina- Now that you have identified appropriate nursing
tion findings that will help you formulate your nursing diagnoses for Ms. Baker, select a nursing diagnosis
diagnoses. and develop a plan of care.
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RESEARCH TELLS US

Worldwide, mental health problems, with depression
and anxiety being the most frequent, occur in approxi-
mately 24 percent of patients in primary care (WHO,
2005). Mood disorders with increasing rates of depres-
sion and anxiety may be associated with physical ill-
ness. Deteriorating physical health and cognitive func-
tioning that is often associated with aging is a major
risk factor for developing depression later in life.

The purpose of the following study was to exam-
ine staff contact and input with mental health prob-
lems and to determine their experience, training, and
attitudes to mental health problems.A cross-sectional
design was used in the United Kingdom.A 40-item
guestionnaire was mailed to over 300 staff members
in primary care.The return rate was 66 percent (n =
217,95 percent confidence interval, with two-thirds
of the respondents RNs).The questionnaire focused
on depression in identifying mental problems, inter-
ventions, and mental health training. Demographics
were obtained to describe the sample.The Depression
Attitude Questionnaire (DAQ), a 20-item instrument,
was used to assess staff attitude toward depression.

The findings reported that 16 percent of their
patients had associated mental health problems, with
dementia, depression, and anxiety being the most
common.The staff reported a willingness to develop
an understanding and skills needed to address mental
health problems with patients, but reported little
training in the past 5 years that addressed this issue.
The staff, as revealed by the DAQ, was optimistic
about treating depression.

The study supports the need for mental health
training in primary care as evidenced by the limited
detection and treatment of mental health problems.
The staff was willing and eager to develop the knowl-
edge and skills to assess and treat mental health prob-
lems.The areas identified included recognition of
mental disorders, anxiety management, crisis interven-
tion, and pharmacologic treatment for depression.

Although this study was limited to the United
Kingdom, the problem is universal.A better under-
standing of assessment and treatment of mental
health problems would provide a holistic approach
to meeting the patient’s needs.

Source: Haddad, M., Plummer, S.Taverner,A., Gray, R., Lee, S., Payne, F, and Knight, D. (2005). District
nurses’ involvement and attitudes to mental health problems:A three-area cross-sectional study. Journal

of Clinical Nursing, 14(8):976-985.

HEALTH CONCERNS

Healthy People 2010 has identified specific objec-
tives that address mental health/disorders.

Improving Mental Health

® |[mprove mental health and ensure access to appro-
priate, quality mental health services.

® Reduce the suicide rate.Target: 5 per 100,000 from
11.3 per 100,000 in 1998.

m Reduce the rate of suicide attempts by adolescents.
Target: 1 percent over 12 months from 2.6 percent
from grades 9 through 12 in 1999.

® Reduce the proportion of homeless adults who
have serious mental illness.Target: 19 percent from
25 percent age 18 and older in 1996.

® Increase the proportion of persons with serious men-

tal illness who are employed.Target: 51 percent from
43 percent age 18 and older in 1994.

Improving Treatment

® Reduce the relapse rates for persons with eating
disorders.

H |ncrease the number of persons seen in primary
healthcare who receive mental health screening
and assessment.

B |ncrease the proportion of children with mental
health problems who receive treatment.

® Increase the proportion of juvenile justice facilities
that screen new admissions for mental health prob-
lems.

m Increase the proportion of adults with mental dis-
orders who receive treatment.

® Increase the proportion of persons with co-
occurring substance abuse and mental disorders
who receive treatment for both disorders.

Improving State and Local Involvement

m Increase the proportion of local government with
community-based jail diversion programs for adults
with serious mental illness.

m |ncrease the number of states (including the
District of Columbia) that track consumers’ satisfac-
tion with the mental health services they receive.

® Increase the number of states and territories
(including the District of Columbia) with an opera-
tional mental health plan that addresses cultural
competence.

® Increase the number of states and territories
(including the District of Columbia) with an opera-
tional mental health plan that addresses mental
health crisis interventions, ongoing screening, and
treatment services for elderly persons.

Source: http://www.healthypeople.gov/Document/HTML/volume2/18Mental.htm
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Assessment of Common Mental Health Problems
MENTAL HEALTH DISORDER ASSESS FOR
Anxiety ® Restlessness
m Diffuse feelings of apprehension with feelings of m On edge
uncertainty, helplessness m Easily fatigued
m Ranges from mild to panic state that can be paralyzing m Concentration problems
| Irritability
p m Sleep disturbances
HELPFUL HINT m Dizziness
Anxiety differs from fear in that fear has an identi- = Palpitations
fiable source, anxiety may not. - H.OUCOId flashes
' m Tightness of chest
m Nausea

m Decrease appetite

Types: (DSM-1V) m Abdominal pain

Panic Disorders

m Extreme, overwhelming anxiety in response to real or Affect
perceived life-threatening situation m Nervous

m Can lead to phobias, avoidance, and agoraphobia B Anxious

Phobias m Fearful

m Unreasonable fear response to a specific object or Physical Findings
situation m Sweating

m Causes anxiety m Tremors, rigidity, spasms

m Person realizes fear is unreasonable m Dilated pupils

Social Anxiety Disorder ® Increased respirations _

m Fear of social or performance situations that may cause ® Wheezes due to bronchial spasms
embarrassment m Tachycardia, increased blood pressure

m Diarrhea
OCD m Vomiting

m Recurrent thought or ideas (obsession)

m Action person cannot refrain from doing
(compulsion)

m Obsession and compulsion interfere with social and
occupational functioning

m Recognizes thoughts and behaviors are unreasonable

PTSD

® Traumatic event

m Threat of harm or death, actual death, and helplessness
m Re-experiences event (flashback)

® Hypervigilant

® Recurring nightmares

® Anniversary reactions related to trauma

m Persistent anxiety

m Acute < 3 mo, chronic > 3 mo, delayed > 6 mo

Increased reflexes

Muscle tension

Pacing, clumsy movements
Confusion

Easily distracted

Short attention span

Acute Stress Disorder
Anxiety, dissociation, and other symptoms after exposure
to recent stressors

Anxiety Disorder related to Medical Condition
Generalized anxiety disorder

m Excessive worry and anxiety for at least 6 mo
m Difficult to control worry

m Hypervigilant

Substance-induced anxiety

(continued)
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Assessment of Common Mental Health Problems (continueq)

MENTAL HEALTH DISORDER

ASSESS FOR

Personality Disorders

m Pattern of relating and perceiving the world that is
inflexible and maladaptive

Types:

Cluster A includes paranoid, schizoid, schizotypal

personality disorders

m Paranoid: Distrustful and suspicious of others,
preoccupied with doubts of loyalty, holds grudges,
unwilling to forgive, quick to react and counter
perceived insults

m Schizoid: Detached from social interaction, restricted
expression of emotions, lacks desire for intimacy,
emotionally cold

m Schizotypal: Social and interpersonal deficits, odd
beliefs or magical thinking, perceptual alterations, odd
or eccentric behavior

Cluster B includes antisocial, borderline, histrionic, and

narcissistic personality disorders

m Antisocial behavior: Pattern of disregard and violation
of rights of others

® Borderline: Unstable behavior with changes in
relationships, self-image, and mood

® Histrionic: Excessive expression of emotion and
attention-seeking behavior

m Narcissistic: Inflated sense of self, need for attention
and admiration, no concern for others

Cluster C includes avoidant, dependent, and obsessive

compulsive personality disorders

m Avoidant: Avoids social interaction for fear of criticism
and feelings of inadequacy

m Dependent: Needs to be taken care of, submissive, fear
of separation, low self-confidence, difficulty making
decisions and voicing disagreement

® Obsessive compulsive: Rigid way of functioning,
excessive detail or controlling ways

HELPFUL HINT

Obsessive compulsive personality disorder differs
from OCD in that the person with obsessive com-
pulsive personality disorder has no problem with
behavior, whereas the person with OCD is anx-
ious and wants to change

Psychotic Disorders

Schizophrenia

m Caused by neurobiological factors; influenced by social
and environmental factors

Four “A”s of Schizophrenia
® |nappropriate Affect

Cluster A

m Distrustful, emotionally detached, eccentric
personalities

Cluster B

m Disregard for others, unstable and intense interpersonal
relationships, excessive attention seeking, entitlement
issues with lack of empathy for others

Cluster C

m Avoider of social situations, clinging, submissive
personality; and person preoccupied with details, rules,
and order

Borderline Personality Disorder

m Pattern of unstable relationships

m Fear of abandonment

m Splitting: Idealize and devalue (love/hate)

® Impulsive (in two areas: sex, substance abuse, binge
eating, reckless driving)

m Suicidal gestures/self-mutilation

m Intense mood changes lasting a few hours

m Chronic emptiness

® Intense anger

m Transient paranoid ideation

Positive Symptoms = Excessive function/distortion in
behavior

® Delusions

® Hallucinations (auditory/visual)

m Hostility

m Disorganized thinking and behavior
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MENTAL HEALTH DISORDER

ASSESS FOR

m Loose Association
m Autistic thoughts
® Ambivalence

Mood Disorders

m Extremes of moods (mania or depression)

Types

Depressive

m Major depressive disorder (unipolar depression): At
least 2 wk of depression/loss of interest and four
additional symptoms with one or more major depressive
episodes.

m Dysthymic disorder: On-going, low-grade depression of
at least 2 years’ duration for more days than not and
does not meet the criteria for major depression

m Depressive disorder not otherwise specified (NOS): Does
not meet criteria for depressions described above.

Bipolar Disorders

® Bipolar | disorder: One or more manic or mixed episodes
with a major depressive episode

m Bipolar Il disorder: One or two major depressive
episodes and at least one hypomanic episode

m Cyclothymic disorder: At least 2 years of hypomanic
episodes that do not meet the criteria for other
disorders

m Bipolar disorder NOS: Does not meet any of the other
bipolar criteria

Eating Disorders

Types

Anorexia Nervosa

m Terrified of gaining weight

Negative Symptoms = Deficits in behavior, such as
reduced function or self-care deficits

At least for 1 mo, two or more:

Delusions

Hallucinations

Disorganized speech

Disorganized behavior

Negative symptoms

Functional disturbances at work or school disturbance

continues for 6 mo

HELPFUL HINT

* Auditory hallucinations usually begin distant and
soft, then become louder, but become softer and
distant as client’s condition improves.

* In North America, most hallucinations auditory. Not
likely to have both auditory and visual together.

Depressive

Depressed mood or loss of interest for at least 2 wk and
five or more of:

m weight loss/gain

® insomnia or hypersomnia

m psychomotor agitation or retardation

m fatigue

m worthless feelings or inappropriate guilt

m problem concentrating

m recurrent thoughts of death

!D ALERT

When working with patients who have depression,
it is important to identify any suicidal/homicidal
ideations.

Mania
Persistent elevated, irritable mood for 1 wk or more, plus
three or more (irritable, four or more):
m high self-esteem
m decreased sleep
m increased talking/pressured speech
m racing thoughts/flight of ideas
m distractibility
m extreme goal-directed activity
m excessive buying/sex/business investments (painful
consequences)
Anorexia Nervosa
m Emaciated appearance
m Below normal weight
m Hair loss, dry skin
(continued)
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Assessment of Common Mental Health Problems (continueq)

MENTAL HEALTH DISORDER ASSESS FOR

= Amenorrhea

m Pedal edema

Bulimia

= Normal or overweight

m Weight fluctuations

m Dehydration

m Hoarseness

m Parotid gland enlargement (chipmunk facies)
m Tooth enamel erosion

m Finger or pharynx bruising

m Weight below minimally accepted (weight < 85% of
what would be expected for age and height)

m Disturbed self-perception of size and shape of body;
even though underweight, still fears becoming
overweight

m Self-esteem and self-evaluation based on weight

® Introverted, socially isolated, high achiever

Bulimia Nervosa

® Recurrent binge eating of large amounts of food over
short period

® Lack of control

m Self-induced vomiting, use of laxatives, purging,
fasting, excessive exercising

m Weight normal, under-/overweight

m Fluid and electrolyte imbalance

® Impulsive, acting out, more histrionic (pervasive,
excessive expression of emotions and attention-seeking
behaviors)

Sources: Pedersen, D. (2005). PsychNotes. Philadelphia: F.A. Davis; Gorman, L., Raines, M., and Sultan, D. (2005).
Psychosocial Nursing for General Patient Care, ed. 2. Philadelphia: F.A. Davis; and DSM-IV criteria adapted
from American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, ed. 4, Test
Revision. Washington, DC: American Psychiatric Association, 2000.

S UMMARY

B Holistic nursing care includes assessment of the psycho-
logical health of your patient. The developmental level
and cultural background of your patient needs to be con-
sidered when assessing your patient’s mental health.

B When obtaining a health history and physical assess-
ment, look for clues that reflect the mental health of
your patient.

B A thorough mental health assessment includes a
detailed mental status assessment. Specific mental
health assessment instruments are available to further
assess the mental health needs of your patient.

B Identify supports and resources and make referrals as
needed to meet the mental healthcare needs of your
patient.

R EV I E W Q U E S T I ON S

1. A possible side effect of lithium that needs to be eval- 3. Mary Brown, age 75, is admitted to the hospital with

uated through lab tests is:
a. Hypothyroidism

b. Tardive dyskinesia

c. Abdominal rigidity

d. Parkinsonism

2. Which neurotransmitter is associated with anxiety
and anxiety states?

a. Dopamine

b. Acetylcholine

¢. Gamma-aminobutyric acid (GABA)

d. Serotonin

change in mental status, sudden onset of confusion.
This behavior is associated with:

a. Delirium

b. Dementia

c. Psychosis

d. Personality disorder

. What is the most common mental health problem
experienced by older adults?
a. Personality disorder
b. Psychosis
c. Bipolar disorder
d. Depression
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5. John Bowes, age 36, has a history of schizophrenia

with hallucinations. Which type of hallucination is
most frequently associated with schizophrenia?

a. Auditory

b. Visual

c. Tactile

d. Olfactory

. Which thought process is used by alcoholics who
have memory loss?

a. Confabulation

b. Flight of ideas

. Loose association

d. Word salad

. Your patient complains of “feeling down and can’t
shake it”Your assessment includes a medication his-
tory.Which of the following medications is associated
with depression?

a. Steroids

b. Beta blockers

c. Digitalis

d. Antibiotics

8.

10.

143

Your patient has glaucoma.Which psychotropic drug
would be contraindicated for use in patients with
glaucoma?

a. Lithium

b. Tricyclics

¢. Monoamine oxidase (MAQ) inhibitors

d. Antipsychotics

. Your patient has bipolar disorder and is in a manic

state. Her thought process most likely would be:
a. Concrete thinking

b. Circumstantiality

c. Flight of ideas

d. Loose association

Susan Stewart, age 69, panics when driving on congest-
ed highways, feels as if she is “outside her body;” as if
someone else is driving her car. This is an example of:
a. lllusion

b. Visual hallucination

c. Preservation

d. Depersonalization
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|CHAPTER

Teaching the Patient

Learning Outcomes

After you have successfully completed this chapter,
you should be able to:

B Discuss the purpose of teaching

B Identify subjective assessment data that would influence teaching
your patient

B Identify objective assessment data that would influence teaching
your patient

B Discuss developmental factors that would influence teaching your
patient

Discuss cultural factors that would influence teaching your patient

Identify teachable moments in caring for your patient

Incorporate assessment data into a teaching plan for your patient
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Introducing the Case Study

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 p.m. to 3 A.m.
He usually sleeps from 6 A.m.to noon on workdays,
but he is about to start student teaching and must be
at school from 7 a.m. to 4 r.m. 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 immunized against
hepatitis B, and he declines human immunodeficiency
virus (HIV) testing, stating that he is in a 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.

Introduction to Teaching

¥ the Patient

Teaching is a key nursing intervention at all levels of
healthcare. 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
ilness, restore and promote optimal wellness, and work
most effectively with their healthcare team. At the ter-
tiary level, you teach people or caregivers how to man-
age chronic illnesses and maintain an optimal level of
health.
The goals of teaching are to:

m Promote health and wellness.

m Prevent disease and illness.

m Restore and maintain health and wellness.
® Promote coping.

Tips for Effective Teaching

m Polish your verbal and nonverbal communication
skills.

m Establish a relationship that is holistic, interactive, and
focused on the individual.

m |dentify factors that will affect learning needs and
compensate for them.

m Involve the individual in identifying his or her
learning needs and planning your teaching strategy.

® Be sure that the individual values learning and that
you both agree on her or his learning needs.

® Engage as many of the person’s senses as possible—he
or she will be more likely to learn.

® Build on what the person already knows.

m Consider the person’s lifestyle and resources available
to her or him to develop a practical plan.

m Be realistic in your expectations, or your patient’s
goals and outcomes will not be achieved.

® Remember: No matter how well you teach, you
cannot make someone learn.

Developmental, Cultural, and Ethnic Variations

Developmental factors influence learning need and
teaching approaches. Cultural factors reflect the patient’s
beliefs and values and affect your patient’s learning
needs and teaching approaches.

Developmental Level

To develop an effective teaching plan, you must identify
the individual’s developmental level and understand nor-
mal growth and developmental tasks. Determine the per-
son’s developmental readiness to learn. Be aware of how
he or she compares with developmental standards phys-
ically, cognitively, emotionally, and socially. Anticipate
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 per-
son is a young adolescent, you might say,“People’s bod-
ies and feelings go through many changes from ages 9
to 20.Are there any particular changes that you would
like to discuss?” Or, if she or he is a parent introducing a
new baby to an older sibling, you might say,“Older sib-
lings have conflicting feelings about a new baby. How
have you prepared your older child for the baby’s home-
coming?”

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
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would be very different from teaching a newly diagnosed
25-year-old. If you are teaching skills, remember to con-
sider the person’s motor development level. Fine-motor—
skill development is needed to give self-injections, and
young and older patients may have difficulty mastering
this.

Culture and Ethnicity

Culture refers to characteristics that create common
patterns 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 pri-
ority that wellness has in his or her life. For example,
teaching a Cuban American patient about low-fat weight-
reduction diets, knowing that their diets are high in calo-
ries, starches, and saturated fats, would be important in
developing a successful teaching plan.

|
] Performing the Assessment
|

Before you can develop a teaching plan for an individual,
you need to assess her or him. Collect both subjective and
objective data. Identify the person’s learning needs, factors
that could affect learning,and her or his stressors, strengths,
and deficits.Then plan your teaching around them.

Health History

Be mindful to reflect carefully on everything you learn
during the health history. It provides you with the back-
ground data needed to develop an effective teaching
plan and tells you who the learner is.As you gather infor-
mation 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
allow comparison with standards for demographic
cohorts.Age also helps identify developmental stage and
appropriate teaching level. Occupation and address iden-
tify environmental concerns that may affect learning and
community learning as well as resources near the per-
son’s home or job. Knowledge of religion and culture
identifies beliefs that may influence your teaching plan.
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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 signifi-
cant or unexpected changes are occurring in his or her
health status, whether he or she has a preventive or crisis
focus, and whether he or she understands the health
problem 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 ill-
ness and the necessity of a teaching plan. Otherwise,
learning will be difficult, if not impossible.

Having the person describe the problem in her or
his own words gives you her or his perception of it and
may reveal teaching needs. For example, an older woman
with congestive heart failure (CHF) may say that her
problem is “swollen ankles” and make no association
with the heart.

Other factors that affect learning include fear, anxi-
ety, and medications. For example, a person who is
depressed 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:

m Plan teaching to accommodate for current issues.

m Be sensitive to learners’ priorities in planning.

m 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 her or his learning abilities, new learning needs,
or misconceptions that need clarification. Ask her or
him:“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 her or him
less receptive to learning.
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Family History

The family history helps identify health risks that, in turn,
identify teaching needs. Ask your patient:“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 areas
that may affect learning.

Review of Systems

AREA/QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

General Health Survey
® How have you been feeling?

Integumentary

m Do you have any problems with your skin, hair, or nails?

Head, Eyes, Ears, Nose, and Throat (HEENT)

m Do you have headaches?

® Do you have hearing problems? Do you wear a hearing
aid? When was your last hearing test?

® Do you have vision problems? Do you wear
glasses or contact lenses? When was your last eye
examination?

Respiratory

m Do you have a history of lung disease or breathing
problems such as shortness of breath (SOB)?

Cardiovascular

m Do you have any history of cardiovascular disease?

Gastrointestinal/Genitourinary
m Do you have any gastrointestinal (GI) or genitourinary
(GU) problems?

Neurological
m Do you have any memory problems, numbness, or
tingling?

Musculoskeletal

m Do you have a history of arthritis, joint pain, or
weakness?

Endocrine

m Do you have thyroid disease or diabetes?

Immune/Hematologic
m Do you have cancer, HIV, or a bleeding disorder?

m |dentifies 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.

m Helps identify problems that can affect learning.

m Helps identify teaching needs.

m Headaches can interfere with learning.

m Vision or hearing problems need to be addressed when
developing an effective teaching approach.

m Vision problems may affect ability to perform
tasks requiring psychomotor skills, such as self-
administration of insulin.

m SOB may limit tolerance, so short teaching sessions may
be more effective.

m Fatigue associated with chronic cardiac problems such
as CHF limits tolerance, so short teaching sessions may
be more effective.

m Gl complaints, such as nausea or diarrhea, and GU
complaints, such as urinary urgency and frequency, may
affect learning.

m Forgetfulness or difficulty concentrating affect
ability to learn.

m Numbness and tingling may affect ability to learn
psychomotor skills, such as self-administration of insulin.

m Joint pain, deformity, stiffness, or weakness may affect
ability to perform tasks requiring psychomotor skills.

® You may need to adjust the climate of the teaching
environment if the person has heat or cold intolerance.

m History of immunosuppression may prohibit group
teaching programs.
® Anemias can cause fatigue.
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Psychosocial Profile

The psychosocial profile can provide clues that are vital
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to preparing a successful teaching plan, including areas
in which health education is needed.

|
Psychosocial Profile

AREA/QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

Health Practices and Beliefs/Self-Care Activities
m What are you doing now to stay healthy?

= 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
m Are you on a special diet?

= What times do you usually eat?

Activity and Exercise Patterns

m 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? When do you feel
the most relaxed? When are you most tired or
uncomfortable?

Personal Habits

m Do you use tobacco, drugs, or alcohol?

Occupational Health Patterns

m Does your place of employment offer health and
wellness programs?

Socioeconomic Status

m Does your health insurance program offer or cover
health programs? Are you on a fixed income?

Environmental Health Patterns
m What is your usual means of transportation?

Roles and Relationships
= How do you balance your role responsibilities?

Social Supports
m Will other people be coming to class with you?

m |dentifies patient’s focus (preventive or crisis). Identifies
current level of self-care activities.

m |dentifies why learner practices and adheres to existing
health behaviors.

m |dentifies usual sources of health information.

u |dentifies times of day or week when learners are most
rested and comfortable and when they prefer to learn.

m Consider special diets or special eating times when
scheduling teaching sessions.
® Hunger can affect learning.

m If possible, incorporate patient’s activities into your
teaching plan.

m Helps identify best times for teaching/learning.

m Use of drugs and alcohol can be a barrier to learning
and identify additional learning needs.

m |dentifies resources within the workplace.

m 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.

m Lack of transportation may be a barrier to learning. May
need to identify alternative means, such as public
transportation.

m Learning must fit into your patient’s current role
responsibilities.

m Prepares you for other family members or supporters
who may attend teaching session.

(continued)
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Psychosocial Profile (continueq)

AREA/QUESTIONS TO ASK RATIONALE/SIGNIFICANCE

m Are there family members or friends who need to know m Alerts you to people who may reinforce or impede the
what you are learning? patient’s learning/behavior change.

m Are there relationships in your life that will make it m Anticipates and addresses logistical barriers to learning,
easier or harder for you to make changes? such as having unreliable transportation or being

responsible for dependent care.
Stress and Coping
m Do you have any stress in your life currently? m Be aware of current stressors, strengths, and deficits
m How do you usually deal with stress? that could affect learning.

|
- Further investigate areas identified in the health history
. The Physual Assessment that might affect learning. As you perform the head-
to-toe assessment, ask open-ended questions to deter-

Once you have completed the health history, identify ~ mine the learner’s baseline knowledge of your teaching
physical assessment findings that could affect learning. ~ content.

|
Physical Assessment

AREA/ASSESSMENT ABNORMAL FINDINGS/RATIONALE

General Health Survey
m Inspect level of consciousness, posture, signs of acute m |f patient is in acute distress or has altered level of
distress. consciousness, postpone teaching until his or her
condition improves.
m Measure vital signs.

Integumentary
m Inspect for color changes such as cyanosis, pallor, m Cyanosis may indicate hypoxia, and jaundice may indicate
jaundice. liver disease. Both conditions may alter mental status.
m Pallor is associated with anemia, which causes fatigue.
HEENT
m Test visual acuity and hearing. m |dentify impaired vision or peripheral field and hearing

deficits and adjust teaching plan to meet person’s needs.
m Type and severity of deficit influence teaching strategies

and tools.

Respiratory

m Measure respiratory rate. m Hypoxia can cause confusion and decrease ability to
concentrate.

m Auscultate lungs.

Cardiovascular

m Measure blood pressure and pulse rate. m Cardiovascular problems such as CHF are often
associated with fatigue.

Abdominal

m Palpate for tenderness and organomegaly. m Liver disease can result in a confused mental state and
weakness.

Musculoskeletal

m Inspect joints for deformity. m Muscle weakness, joint deformity, and pain may affect
ability to learn motor skills.

m Test muscle strength, ROM.

Neurological

m Test balance and coordination, fine-motor skills, and m Problems in these areas may make learning motor skills

senses. difficult.
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Case Study Analysis and Plan

Before you identify learning needs and devel-
op a plan, you need to be aware of your own learn-
ing preferences and values so that you will not
impose them on your patient. For example, if you
are an independent learner, a self-study approach
may be an effective learning method for you, but if
your patient is a dependent learner, this approach is
not likely to work. 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.
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HELPFUL HINT

As a nurse, you may feel that you never have enough
time to teach, but remember that teaching can be
informal as well as formal. Every time you interact
with your patient presents a potential for teaching.

E’ CRITICAL THINKING ACTIVITY

Can you identify any additional learning needs for
Lucas?

HELPFUL HINT

To assess motor skills, observe the learner dressing,
undressing, moving around the room, or performing
a task such as writing.

S UMMARY

M Like the nursing process, the teaching process begins
with assessment.

Bl During the health history, consider cultural, develop-
mental, and psychosocial factors.

Bl During the physical examination, assess the person for
factors that could affect learning and identify both
deficits and strengths.

M After you complete your assessment, identify the
person’s learning needs, readiness to learn, learning
preferences, and learning styles. Then identify meth-
ods and strategies needed to develop and implement a
successful teaching plan.

B Implement your plan, evaluating and revising as needed.
Be sure to document every step of the teaching process.

R E VI E W Q U E S T I

1. You are teaching your patient about wound care. She
has hyperthyroidism. How might you adapt your
teaching plan to meet her needs?

a. Adjust the temperature of the room
b. Speak louder so that she can hear you
c. Provide more light in the room

d. Provide visual clues

2. Mr.Walker, age 71, is a newly diagnosed diabetic. You
are teaching Mr. Walker insulin self-administration.
What area should you assess to ensure that Mr. Walker
can safely self-administer insulin?

a. Skin
b.Eyes
C. Heart
d.Lungs

O N S

3. Since Mr. Walker is older, what area needs to be
assessed to ensure that he has learned the correct
administration procedure?

a. Memory
b. Sensation
c. Balance

4. Tom Mallard, age 55, has CHFE. How might you adapt
your teaching plan to meet his needs?
a. Shorten class time
b.Hold classes in the evening
c. Present all material at one class

5. Joe McDonough, age 47, has immunosuppression owing
to chemotherapy. How would you adapt your teaching
plan?

a. Shorten class time
b.Hold class in a.m.
c. Schedule one-on-one instruction
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e CHAPTER

Assessing Wellness

Learning Outcomes

After you have successfully completed this chapter,
you should be able to:

Define health

Identify the nurse’s role in promoting wellness
Identify factors that affect health

Identify normal sleep patterns for various age groups

Identify factors that can affect normal sleep patterns
Identify normal exercise patterns for various age groups
Identify factors that can affect normal exercise patterns
Identify stressors for various age groups

Identify risks for injury for various age groups
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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
companies. Health screenings and educational materi-
als 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.

|
i 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
involves 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 defi-
nitions 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 assess-
ment 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.

Healthy People 2010 has identified leading health
indicators that are used to measure the health of our
nation over the next 10 years. These indicators were
selected based upon the ability to motivate change, data
availability to evaluate progress, and importance as pub-
lic health issues (Healthy People 2010). The indicators
are not disease specific, but rather, many are behavior
specific. It is the unhealthy behaviors that increase the
risk for disease, such as smoking increases the risk for
lung disease (chronic obstructive pulmonary disease

[COPD]) and lung cancer. As healthcare providers, you
are in prime position to promote wellness.
The leading health indicators are:

Physical activity.

Overweight and obesity.
Tobacco use.

Substance abuse.

Responsible sexual behaviors.
Mental health.

Injury and violence.
Environmental quality.
Immunizations.

Access to healthcare.

These leading health indicators are addressed
throughout this text. This chapter focuses on assessing four
key areas fundamental to maintaining wellness—rest and
sleep, exercise, stress management,and injury prevention—
and suggests questions to ask at each developmental stage.

Factors Affecting Health Behaviors

Many factors influence a person’s choice to maintain
healthy behaviors. Some of these factors include support
systems, psychological state of mind, access to healthcare,
and motivational level. Some of these factors may be
beyond your patient’s control,and your influence on these
factors could lead to a positive outcome. Referrals may be
needed to facilitate healthy behaviors, and providing sup-
port for your patient can be crucial to his or her wellness.

Support Systems

The encouragement of friends and family can mean the
difference between achieving personal health goals and
falling short of them. Ask the person about her or his
support systems, and then use these systems in the
assessment process when needed. Other types of sup-
ports include organized religious groups, nurses and
other caregiving professionals, 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 behavior.

Access to Healthcare

People may be motivated to maintain or improve their
state of wellness but be prevented from doing so because
they lack access to healthcare. Causes include lack of
finances or insurance coverage;rural location; lack of trans-
portation; crowding at available healthcare resources; age,
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gender, ethnicity, and/or religion (possibly 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-
ficult. Teaching them the importance of primary preven-
tion does not ensure that they will practice what you
preach. For example, people know that smoking, obesity,
and lack of exercise are dangerous to their health, but
they still have trouble changing long-standing behaviors
unless they are truly motivated.

24

HELPFUL HINT

Individualize your patient’s health promotion plan—
it increases the chance of success.

@ 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 sim-
ple and obvious to the healthcare professional may
still seem complex to the layperson.

Assessing People’s Strengths

Knowing your patient’s strengths and weaknesses will
help both of you set realistic goals and help you plan
appropriate interventions. Ask some or all of the
following questions:

m What abilities do you possess to take care of your health?

m What activities help you to maintain or improve your
health?

m What changes have you made in your lifestyle in the
past 2 years to improve your health?

m What goals have you set to improve your health? Do
you have a plan for reaching them?

m What changes in your life do you see in the future?

m What people currently give you the most support?

m What current activities make you feel happy?

m When you were younger, what activities gave you
strength, comfort, and support?

m What helps you cope in a crisis?

m What gives you direction in your life?

m How do you spend a typical day?

m What do you feel motivated to do in terms of a
lifestyle change?

m What barriers do you think will inhibit your lifestyle
change?

m What health problems have you successfully dealt
with in the past?
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Health Promotion Plan of Action

m |dentify the person’s healthcare goals.

m |dentify behavioral or health outcomes.

m Develop a behavior change plan.

m Reiterate benefits of change.

m Address environmental and interpersonal facilitators
and barriers to change.

m Determine a time frame for implementation.

m Ask the person to make a commitment to healthcare
goals.

Performing the Wellness

" Assessment

The wellness assessment entails asking the person
and/or caregiver first general questions about health pro-
motion 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 developmental 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.
Include younger children in the interview as matura-
tional level permits, and definitely include them by late
school age. For young children, also assess health promo-
tion 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 her or his
own teeth? How often? Are her or his immunizations
(polio, diphtheria-tetanus-pertussis, measles-mumps-rubella,
Haemophilus influenzae type B, hepatitis A and B,
chickenpox, pneumococcal disease) up to date? (See
Recommended Preventative Screenings.) Has she or he
had a vision and hearing assessment? If so, when? If the
assessment was abnormal, what follow-up has occurred?
What are your child’s nutritional habits? (For more infor-
mation, see Chapter 8,Assessing Nutrition.) Has she or he
been tested for anemia or tuberculosis? What are your
child care arrangements? Have you ever harmed your
child or wanted to? Do you know what community
resources are available related to child abuse?
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|
Recommended Preventative Screenings

PREGNANT
SCREENING MEN WOMEN WOMEN CHILDREN COMMENTS

Alcohol Misuse X X X
Asymptomatic X
Bacteriuria

Breast Cancer X Mammography every
1-2 yr for women 40
and older.

Cervical Cancer X For women who have
been sexually active
and have a cervix.

Chlamydial X X For sexually active

Infection women age 25 and
younger, other
asymptomatic
women at increased
risk for infection,
asymptomatic
pregnant women age
25 and younger, and
others at increased
risk.

Colorectal Cancer X X Men and women age
50 and older.

Depression X X In clinical practices
with systems to
ensure accurate
diagnoses, effective
treatment, and
follow-up.

Diabetes Mellitus X X Adults with

Type 2 hypertension and
hyperlipidemia.

Hepatitis B Virus X Pregnant women at

Infection first prenatal visit.

High Blood X X

Pressure

Lipid Disorder X X Men age 35 and older,
women age 45 and
older, younger adults
with other risk
factors for coronary
artery disease (CAD).
Screening for lipid
disorders to include
measurements of
total cholesterol and
high-density
lipoproteins (HDLSs).
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SCREENING MEN WOMEN

PREGNANT
WOMEN

CHILDREN COMMENTS

Obesity X X

Osteoporosis X

Rh (D) X
Incompatibility

Syphilis X X X

Tobacco Use X X X

Visual Impairment
(in Children
Younger than
Age 5)

Intensive counseling
and behavioral
interventions to
promote sustained
weight loss for obese
adults.

Postmenopausal
women (women 65
and older and
women 60 and older
at increased risk for
osteoporotic
fractures).

Blood typing and
antibody testing at
first pregnancy-
related visit. Repeat
antibody testing for
unsensitized Rh (D)-
negative women at
24-28 wk gestation
unless biological
father is known to be
Rh (D) negative.

Persons at risk and all
pregnant women.

Tobacco cessation
interventions for
those who use
tobacco. Augmented
pregnancy-tailored
counseling to
pregnant women
who smoke.

X To detect amblyopia,
strabismus, and
defects in visual
acuity.

Source: U.S. Department of Health and Human Services. (November 2000) Healthy People 2010, ed. 2. With
Understanding and Improving Health and Objectives for Improving Health. 2 vols. Washington, DC: U.S.

Government Printing Office.

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
alcohol, drugs, sexuality,acquired immunodeficiency dis-
ease syndrome (AIDS), birth control, or sexually trans-
mitted diseases (STDs)? Does the child brush his or her
teeth and practice other health promotion behaviors

without 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?
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All Adults

Ask adults of any age:What is your or your family’s defin-
ition of health? Do you believe you are healthy? Do other
family members believe they are healthy? What health
practices are included in your and your family’s lifestyle?
How is the family affected when someone is ill? Do you
and your family have access to healthcare? Do you all
have health insurance? Do you all receive regular physi-
cal and dental examinations? What religious or cultural
beliefs do you all have that guide your purpose in life and
your health practices?

Young Adults

Primary physical growth is completed during the 20s,
and body systems usually reach peak functioning.
Although 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 healthcare. However,
they may not know what specific screening tests they
should have. Middle-aged men are less likely to seek rou-
tine preventive care than women, which may be one rea-
son why the life expectancy for women is approximately
7 years longer than that of men.Ask the following ques-
tions: How do you care for your teeth? What screening
tests have you had and when (e.g., mammograms and
prostate-specific antigen blood tests)? What were the
results? Do you keep a written record of your physician
visits,immunizations, 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 maintaining
wellness in the later years. Research shows that older
people who regularly attend religious services are less
likely to require hospitalization, and when 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 nutri-
tious foods, drinking enough fluids, interacting with fam-
ily and friends, and keeping active in the church or com-
munity.

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 decrease in lymphatic system functioning, which
increases the risk of infection and disease. The following
factors can directly affect how well and how long we
sleep:

m Circadian rhythms: 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.

m 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% 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). (For more information on sleep prob-
lems in children, see Chapter 26,Assessing the School-
Age Child and Adolescent.) Older adults may take
more time to fall asleep (sleep latency), may have a
fragmented sleep pattern with less deep sleep, and
may awaken early. (For more information on sleep
problems in older adults, see Chapter 27, Assessing the
Older Adult.)

m Exercise: Moderate exercise has little or no effect on
sleep; however, vigorous exercise before retiring may
inhibit sleep.

m Nicotine, caffeine, alcohol: 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 exacer-
bates sleep apnea.

m 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 los-
ing weight sleep less.



Copyright © 2007 by F. A. Davis.

m Medical problems: COPD, congestive heart failure
(CHF), and pain can affect sleep patterns.

m Stress: Stress often increases arousal and inhibits sleep.

m Medications: Some prescription and over-the-counter
(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 her or him? Does
the infant sleep through the night? Does she or he go to
sleep with a bottle? If so,do you remove it once she or he
is asleep? (Having a nipple drip milk into the mouth once
the child is asleep can cause tooth decay and ear infec-
tions, in addition to being a choking hazard.)

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 reg-
ular time you go to bed, and do you stick to it? Do you usu-
ally 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 usually 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 medications that
interrupt a normal sleep cycle? Do you take medications
to help you sleep? Do you maintain a physical fitness pro-
gram? Do you have problems concentrating 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 qual-
ity 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 relax-
ation and how often do you do it?
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Medications That Affect Sleep

Medication Effect on Sleep

Amphetamines
Antidepressants
Barbiturates

Difficulty falling asleep
Difficulty falling asleep
Shallow, fragmented sleep;
“hangover” effect
Difficulty falling asleep
(found in OTC decongestants
and cold and diet remedies)
Frequent awakening
Nightmares

Phenylpropanolamine

Diuretics before sleep
Beta blockers
(e.g., Inderal)

Older Adults

Adapt the questions you asked the young and middle-
aged adults, and add 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
incomes and less education are less active than those
with higher incomes and education; people with disabil-
ities are less active than people without disabilities;
African Americans and Hispanics are less physically
active than Caucasians; and many children and youth are
overweight and exercising less, except for those active in
organized sports. Major barriers to increasing physical
activity 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 the infant
play with her or his hands and feet and make noises? What
kinds of toys do you give her or him? Which toys does the
infant prefer? How often do you change her or his toys and
play environment? Do you check toys regularly 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 parents(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 environment to explore and play? Whom does
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he or she play with? How many hours does your child
watch TV or participate 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 tod-
dler/preschool child, as well as the following:

m To the child: Do you play organized sports? What pre-
cautions do you take, and what protective equipment
do you wear?

m To the parent(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 limita-
tions? Have you ever been injured during exercise? Does
your school encourage participation in physical activi-
ties? 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 limitations? 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 protective equipment do you wear?
Have you had any exercise-related injuries? With whom
do you exercise? Do you engage 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 exer-
cise? With whom do you exercise? 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 per-
son’s cardiovascular, respiratory, and musculoskeletal
history data.)

Older Adults

Ask the same questions as you asked the middle-aged
patient, but emphasize that the older adult should check
with her or his doctor before starting a new exercise
program.

HELPFUL HINT

Teach older people to take their pulses when exer-
cising. The recommended formula for maximum
heart rate at this age group is: 220 minus age, mul-
tiplied by 60 to 80 percent. For example, in an 80-
year-old, the range would be 84 to 112 beats per
minute (BPM), with 84 BPM being the minimum
heart rate and 112 BPM the maximum heart rate
for cardiovascular functioning.

Stress Management

Multiple stressors can occur at any age, even infancy,
although 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 milestones are
normal for this age. Ask the parent(s) or caregiver(s) the
following: What emotions have you seen the infant
express? How does the infant calm himself or herself
when crying? How do you calm the infant when he or
she is unable to become calm? How would you describe
his or her temperament? Does the infant entertain him-
self or herself when alone? How do you set limits for him
or her? Does your home environment provide cognitive,
physical, and psychosocial stimulation for the infant?
Who provides child care when needed? Does the care-
giver stick to the infant’s usual routines?

Toddlers/Preschoolers

Adapt the preceding questions, and also ask the follow-
ing: How does your child calm herself or himself after an
emotional outburst? Children tend to regress when ill, so
what do you do to support the child’s developmental
level when she or he is ill? How do you show affection to
your child, and how does she or he respond? How well
does your child play with other children? What kinds of
conflicts occur with other children? How do you set dis-
ciplinary guidelines for your child? How do you encour-
age her or his development of autonomy and initiative?
How does she or he interact with siblings? How does she
or he express positive (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 child care experiences?

School-Age Children

m To the child: Do you usually feel happy and contented?
Do you like yourself? What do you do when you feel
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bored or sick? Do you like to compete with others in
organized or informal activities? Do you enjoy learning
new things? Do you feel confident as you begin new pro-
jects? Do you enjoy the challenge of solving new prob-
lems? Do you feel like your parents or caregivers support
your activities and enjoy your successes? Do they sup-
port you even when you do not meet their expectations?
Do you think of the consequences of your behavior
before acting? Who are your friends? Do you feel includ-
ed 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 often 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?

m To the parent(s) or caregiver(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 actively
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 comfortable with the physical
changes accompanying puberty? What accomplishments
are most important to you? What stressors do you experi-
ence 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 tobacco, 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 opposite sex, and adults? How do you usually make
decisions? 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 common
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?

CHAPTER 7 ASSESSING WELLNESS 161

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? 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 man-
agement? If you have children, what parenting rewards
and challenges do you encounter? Do you feel confident
and satisfied 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 following:When do you plan to
retire from a full-time position? 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 sig-
nificant injury at some time in their lives. Although most
accidents are predictable and preventable, accidental
injuries are the leading cause of death in the 1- to 34-year-
old 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 tobacco
smoke? Has she or he been injured as a result of an acci-
dent 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 preceding questions, and also ask the par-
ent(s) or caregiver(s) the following: Have you taught
your child personal safety guidelines? Does he or she
use protective equipment when participating in physi-
cal 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?
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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, symptoms, and treat-
ment of STDs? Are you sexually active, and if so, do you
practice safe sex? Do you know where to get confiden-
tial 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 preceding questions, and also ask: Have you
evaluated your occupational health risks? What resources
are available to you at work related to health mainte-
nance or injury prevention? Do you have smoke and car-

bon monoxide detectors in your home,and do you check
them frequently?

Middle-Aged Adults

Adapt the preceding questions, 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, especially 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 mod-
ifications to your home, such as a wheelchair ramp or
grab bars in the tub and by the toilet?

Case Study Analysis and Plan

Now that you know what factors to consider
when assessing health and wellness, what screening
would you recommend for Jan, Mrs. Chen, and Mrs.
Wong?

S UMMARY

B There is no uniform definition of health as it applies to
individuals, families,and communities. Yet, a definition
forms the foundation for personal perceptions and is
crucial in determining individual health promotion
behaviors.

B Some factors that affect health behaviors are the per-
son’s motivation, support system, psychological state,
and access to healthcare.

B The key to assessing wellness is to identify the per-
son’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.

R EV I E W Q U E S T I

1. Mr. Brown, age 73, complains of feeling tired. He is
overweight and snores. Mr. Brown is at risk for devel-
oping:

a. Sleep apnea
b. Somnambulism
c. Sleep latency

2. You obtain a health history on Mr.Brown and note that
he is taking a beta blocker for hypertension. What
effect do beta blockers have on sleep?

a. Nocturia

b. Nightmares

c. Difficulty falling asleep
d. “Hangover” effect

3. Sleep patterns vary depending on the age of the patient.
What change in sleep pattern is seen in older adults?

O N S

a. Sleep apnea
b. Somnambulism
c. Sleep latency

4. Carol Jenkins, age 54, is beginning an exercise pro-
gram. Calculate her target heart rate for her.
a. 80-100 BPM
b. 100-133 BPM
c. 125-166 BPM
d. 156-209 BPM

5. What age group is at greatest risk for injuries?
a. Older adults
b. Middle-age adults
c. Adolescents



Assessing Nutrition

Learning Outcomes

After you have successfully completed this chapter, you
should be able to:

Describe primary nutrients

Define dietary guidelines based on the Food Guide Pyramid
Differentiate among nutritional deficiencies

Differentiate nutritional requirements for different age groups
Discuss various cultural dietary preferences

Perform a nutritional assessment
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nutrient intake and physiological requirements for

growth and physical activity. Optimal nutrition

helps protect against disease, facilitates recovery,
and decreases complications during illness. Good nutri-
tion helps people stay healthy.

Malnutrition has traditionally been defined as a
deficit of appropriate nutrients. However, it literally means
bad nutrition and can encompass any situation that con-
tributes to an imbalance in nutrient intake relative to
actual needs. Therefore, malnutrition can mean a nutrient
deficit or excess. Although nutritional deficits remain a sig-
nificant health problem in Third World countries, the
major problem in the United States is nutritional excess, as
is shown by the rising rates of obesity in all age groups.

As a nurse, you are in a unique position to assess
people’s nutritional status and provide information on
proper nutrition. You can reinforce positive nutritional
patterns, identify people at risk for malnutrition, and
encourage more healthful eating habits.

Assessing nutritional status achieves the following:

N utrition is the relative state of balance between

m |dentifies actual nutritional deficiencies.

m |lluminates dietary patterns that may contribute to
health problems.

® Provides a basis for planning for more optimal nutrition.

m Establishes baseline data for evaluation.

This chapter covers basic screening considerations
and the procedures for conducting a complete nutritional
assessment.

[ |
. 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 con-
tribute to nutritional problems. (For more information on
these functions,see Chapter 17, Assessing the Abdomen.)

Primary Nutrients

Nutrients are substances contained in food that are
essential for optimal body functioning. The primary
nutrients 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
essential to cell structure and physiological functions in
the body. Water makes up 50 to 60 percent of the adult
weight. It 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 car-
bohydrate 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
organs 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 metabolism.The body can synthesize most of the nec-
essary 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 g/kg per
day of protein (about 10 to 20 percent of the daily caloric
intake). Primary sources of protein include meat, milk and
milk products (e.g., cheese and yogurt), 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
nonvegetarian diets, they meet or exceed the RDAs.
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 sufficient,
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 alco-
hol, ether, and chloroform. They include true fats, lipids,
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and sterols, such as cholesterol. Fat supplies twice as much
energy 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.
Triglycerides and cholesterol are major contributors to
heart disease, diabetes mellitus (DM), and obesity. 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/U.S. Department of
Health and Human Services (USDHHS) guidelines recom-
mend that no more than 10 percent of daily calories be
derived from saturated fats. Unsaturated and polyunsatu-
rated fats are recommended because of their inverse rela-
tionship 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 vita-
mins, 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
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 during cel-
lular metabolism.They lower serum cholesterol by trans-
porting it from the cell to the liver for metabolism and
excretion. Conversely, a high lipid-to-protein ratio pro-
duces a larger and low-density lipoprotein (LDL).LDLs are
produced in the gastrointestinal wall after eating and trans-
port dietary cholesterol and triglycerides to the cells.
Thus, HDLs guard against heart disease by lowering cho-
lesterol, and LDLs contribute to heart disease by raising
cholesterol. The risk for heart disease is particularly 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 dis-
ease,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
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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 nutri-
tion. Minerals 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 cal-
cium, chloride, magnesium, phosphorus, potassium, sodi-
um, and sulfur. The remaining minerals are known as
trace elements (e.g. aluminum, bromine, chromium,
cobalt, copper, fluorine, iron, iodine, magnesium, nickel,
silicon, zinc, and other rare minerals).

Water

We usually do not think of water as being related to nutri-
tion. 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 lubricant;
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 byproduct of metabolism.
Sensible water loss occurs through excessive 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 composed
of water, and therefore rapid weight changes are usually
a reflection of fluid balance. This is especially true for
infants 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 intravascu-
lar volume is lost, or 1 to 2 percent of the intracellular
volume is depleted. Assessment of hydration and signs
and symptoms 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 quanti-
ties for clinical applications. The six-group Food Guide
Pyramid (Fig. 8.1) was developed to make these recom-
mendations easier for the public to understand and
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follow. The pyramid can be used to evaluate individual
nutritional status and to educate people about nutrition.

How a Nutritional Deficiency

“Develops

Nutritional deficiencies have characteristics that are rela-
tively unigue 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 following
section describes the four stages of nutritional deficiency.

Stage 1: Nutritional Deficiency Occurs

Malnutrition occurs when the nutrient in question is not
available for digestion, absorption, and metabolism.
Primary malnutrition results when a specific nutrient
is lacking in the diet. Iron-deficient diets that result in
anemia in infants and young children and calcium-defi-
cient diets that cause osteoporosis in postmenopausal
women are examples. Secondary malnutrition results
from impaired bioavailablity of nutrients to the body.
Intake of nutrients may be adequate, but physiological
processes prevent them from being digested, absorbed,
or metabolized, such as with malabsorption syndrome.
Primary and secondary malnutrition can occur together.

» CRITICAL THINKING ACTIVITY #1

Identify some other causes of primary malnutrition.

» CRITICAL THINKING ACTIVITY #2

Identify some other causes of secondary malnutrition.

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 persists,
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 sig-
nal depletion of tissue reserves. Biochemical testing is a
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valuable adjunct to nutritional assessment and may reveal
nutrient deficiencies well before clinical signs and symp-
toms 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 nutri-
tional problems include pregnant and lactating women,
infants and children, adolescents, and older adults.

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 are
the standard against which infant and child growth is evalu-
ated (see Appendix B).The following tables list indications
of good nutrition in school-age children and summarize per-
tinent growth and developmental factors and correspond-
ing nutritional needs of infants, children, and adolescents.

[ |
Indications of Good Nutrition in the

School-Age Child

General Appearance m Alert, energetic
®m Normal height and weight
Skin and Mucous m Skin smooth, slightly moist

Membranes ® Mucous membranes pink, no
bleeding
Hair m Shiny, evenly distributed
Scalp = No sores
Eyes ® Bright, clear, no fatigue circles
Teeth m Straight, clean, no discoloration
or caries
Tongue m Pink, papillae present, no sores
Gastrointestinal m Good appetite
System ® Regular elimination
Musculoskeletal m Well-developed, firm muscles
System m Erect posture
® Bones straight without

deformities
Neurological System m Good attention span for age
m Not restless, irritable, or weepy

Source: Lutz, C., and Przytulski, K. (2001). Nutrition and Diet Therapy,
ed. 3. Philadelphia: FA. Davis.
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Nutritional Needs of Infants, Children, and Adolescents

DEVELOPMENTAL AND

CORRESPONDING

Preschoolers:
3-6Yr

School Age:
6-12 Yr

Adolescence:
12-20 Yr

to selective appetite or refusal to eat. Parents
usually become concerned about
decreased/erratic appetite.

® Fat remains an essential nutrient for energy
and neurological development.

m Risk of iron deficiency anemia related to
decreased intake of iron-rich foods.

m Children usually dislike vegetables, so fiber
intake throughout childhood tends to be low.

m Continue to be very active. Growth continues
at approximately 4-5 Ib and 1-2 inches a yr.

m At risk for iron deficiency anemia, especially
those from low-income families, who are also
at risk for vitamin A and C deficiency.

m Children are trying to master behaviors that
emulate the social norm and are internalizing
nutritional patterns and habits.

m Doubles first year's weight by age 6. Energy
needs and requirements correspond to age and
activity.

m Breakfast is important for optimal school
performance.

m Calcium and phosphorus are critical to
prepubertal skeletal development.

m Growth is erratic and occurs in spurts.

m Sex hormones influence growth differences
between boys and girls: Boys’ needs related to
increased size, muscle mass, and sexual
maturation.

AGE GROWTH FACTORS NUTRITIONAL NEEDS
Infants: ® Energy needs largely a result of high metabolic ® 100-200 kcal/day at birth, decreases to
Birth-12 Mo rate, increased skin—-to—body-size ratio 80-100 kcal/day by 12 mo.
(facilitates heat loss and requires more thermal
energy), and sucking and crying activities.
m Increased protein needs result from rampant m 2.5-3.5 g protein at birth; decreases to 2 g
growth in first year. by 12 mo.
m Fat is critical to developing nervous system and m 30%-55% of daily caloric intake should be
is also an important energy source at this age. derived from fat.
m Fetal iron stores depleted around 4-6 mo. m Solids usually introduced around 4-6 mo.
Cereal is important source of iron. Provide
iron supplements if solids not introduced. Do
not give eggs and cheese until immune
system has matured, around 12 mo.
Toddlers: m Growth rate slows drastically and appetite m Require all essential nutrients. Intake should
1-3Yr decreases. Wish for autonomy also contributes adhere to Food Pyramid guidelines. Serving

size roughly 1 tablespoon per year of child’s
age (e.g., 2% tablespoons of rice for a 2¥»-
yr-old).

m Whole milk is necessary through the second
year.

m Milk contains no iron, so limit it to 1quart
daily because more will diminish food intake.

m Beginning at age 2, daily fiber intake should
be equal to child’s age + 5 g of fiber.

m Needs average of 1800 cal/d. Requires same
nutrients as adults but in lesser amounts. 1
tablespoon per age in years remains
appropriate serving size.

m Monitor for iron deficiency anemia.

m Children should be learning optimal dietary
practices.

m RDA for caloric intake is 2000 cal/d.

m Breakfast should include 25%—-30% of daily
nutrient intake.

m RDA for calcium is 800 mg/d. Calcium and
phosphorus retention is greatest just
preceding puberty, so encourage milk intake.

m 60 to 80 cal/kg needed to support dramatic
growth and intense physical and cognitive
activity.

m Boys have greater calorie, iron, and zinc
needs for sexual maturation. Girls’ needs
related to menstrual function.
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DEVELOPMENTAL AND

AGE GROWTH FACTORS

CORRESPONDING
NUTRITIONAL NEEDS

needs for calcium and phosphorus.

behaviors and need to fit in with peers.

m Continued skeletal growth with enhanced
Development characterized by identity-seeking
Consumption of soft drinks and fast food

increases. White female adolescents are at
greatest risk for anorexia nervosa and bulimia.

m Girls require even more iron for menstrual
function. Both sexes (especially athletes)
need vitamins B and C for protein synthesis.

m Need four servings of milk or dairy products
per day. At risk for developing obesity or
calcium deficiency if soft drinks are
substituted for milk.

Pregnant Women

Good nutrition is critical to the developing fetus.\WWomen
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 gesta-
tional age (SGA).These infants are at higher risk for men-
tal and physical disabilities and other congenital
anomalies. In addition, pregnant women who are poorly
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.

sues, and increases in maternal blood volume during preg-
nancy require 10 g of protein a day. This requirement can
be met simply by adding one additional serving each of
milk and meat to the daily diet. Prenatal vitamins and min-
eral supplements during pregnancy and lactation are also
critically important.The following table summarizes the vit-
amin 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;,

Development of the placenta, amniotic fluid, and fetal tiss  absorption. Antacid use impedes it further. Skin changes

Vitamin and Mineral Needs During Pregnancy and Lactation

VITAMIN/MINERAL FUNCTION

Vitamin C
Folic acid (400 ug)

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.

Important for development of red blood cells. Is supplied to fetus regardless of mother’s
iron status, increasing risk of maternal anemia.

Necessary for fetal skeletal tissue. Derived from mother’s circulating supply, and unless
calcium reserves are replenished, pregnant women will experience compensatory
bone demineralization.

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.

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.

Iron (30 mg)

Calcium (1200 mg)

Fluoride (1 mg)

zZinc

Source: Data from Glenn F.B., Glenn, W.D., and Duncan, R.C. (1982). Fluoride tablet supplementation during
pregnancy for caries immunity: A study of the offspring roduced. American Journal of Obstetrics and Gynecology
143(5):560-564; and Lutz, C. and Przytulski, K. (2001). Nutrition and Diet Therapy, ed. 3. Philadelphia: F.A. Davis.
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associated with aging impair vitamin D synthesis; so does
spending less time outdoors. Diminished physical
strength and decreased activity predispose older adults
to bone demineralization and loss. This problem is espe-
cially common in women who do not consume adequate
calcium and in postmenopausal women who have lost
the protective 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 conse-
quence of dehydration, 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 economic 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 physical
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 RDAs 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 to drink 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-
ated with lower rates of the chronic diseases that plague
Western populations. However, now that Asians are
beginning to adopt Western food preferences, chronic
diseases are on the rise in these countries. In contrast,
diets in Western industrialized cultures are high in meat,
sugar, and fat.

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 months ago. He has a his-
tory of hypertension (HTN), which is controlled with
Lasix 40 mg od and Vasotec 5 mg bid. He has come for
a routine blood pressure (BP) check but complains
that he doesn’t feel well and has lost 10 Ib since his
wife’s death. He states,“l have no energy,and I'm
always tired.”

[ Performing the Nutritional

“ Assessment

One of the first steps in assessing nutrition is screening the
patient for possible nutritional risks. At the very least, you
should evaluate the health history for symptoms and situa-
tions related to nutritional problems, perform a basic phys-
ical examination, and obtain laboratory data associated
with malnutrition. A comprehensive nutritional assessment
involves a detailed dietary history, focused anthropome-
try,and evaluation of laboratory values. It is recommended
for people with any of the following nutritional risks:

m Weight less than 80 percent or more than 120 percent
of ideal body weight (IBW).

m History of unintentional weight loss (>10 Ib or 10 per-
cent of usual weight).

m Serum albumin concentration lower than 3.5 g/dL.

m Total lymphocyte count lower than 1500 cells/mm?,

m History of illness, surgery, trauma, or stress.

m Symptoms associated with nutritional deficiency or
depletion.

m Factors associated with inadequate nutritional intake
or absorption.

Health History

Nutritional health risks and problems are not always
obvious to the patient or the nurse. So during the health
history, stay alert for clues. The following sections sum-
marize health history data that may signal nutritional
problems warranting further investigation.

Biographical Data

Scan the biographical data for clues that may affect the
patient’s nutritional status. Note age to determine normal
dietary requirements. Nutritional needs also vary accord-
ing to gender. Religion and cultural background may
influence dietary preferences. Financial status may also
affect the person’s ability to maintain a healthy diet.

Current Health Status

Inadequate nutrition is often discovered indirectly during a
routine health history and physical examination. For
instance, diminished growth and delayed development
related to inadequate nutrition may be identified during a
routine well-child checkup. Patient concerns that result
from malnutrition usually present as a specific symptom or
functional problem rather than a focused nutritional prob-
lem.For example,a person with iron deficiency anemia may
complain of a lack of energy and an inability to concentrate.

Ask your patient if his or her health status has
changed. If so, consider the potential influence of the
health change on nutrition. Acute and chronic illnesses,
debilitating conditions, medications, surgery, and trauma
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Cultural Dietary Preferences

CULTURE DIETARY HABITS

African American
Amish
Appalachian

High in fats and carbohydrates.

Arab American

Main meal is at midday.
Chinese American

Peanuts and soybeans popular.
Cuban American
Meat is usually chicken and pork.

Egyptian American
Rice is main staple.
Usually do not eat pork.

Main meal is at midday.

High-fat, high-sodium foods, fried foods, large amounts of animal fat, little fruit and vegetables.

Believe that plenty of food is associated with wealth.

Use large amounts of lard and preserve meats and other foods with salt.

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.

Food at meals is eaten in specific order.
Food often used as medicine to cure disease and increase strength.

Staples include root crops, plantains, and grains.
Typical diet is high in calories, starch, and saturated fats.

Leisurely noontime meal, late dinner.
Food is well done and well seasoned.

Do not mix hot and cold, sweet and sour foods.

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.

Celebrate with food.

Food rich in color, flavor, and spice.

Rice, beans, and tortillas are staples.

Hot and cold theory applies to food.

Food used to celebrate life events.

Mexican American

Navajo Native

American Corn is a staple.
Many have lactose intolerance and do not drink milk, leading to vitamin D deficiency.
Vietnamese Because of people’s smaller size, normal caloric intake two-thirds less than that of other Americans.
American Rice is main staple.

Hot and cold theory applies to food.
High incidence of lactose intolerance.

Source: Adapted from Purnell, L., and Paulanka, B. (2003). Transcultural Health Care: A Culturally Competent

Approach, ed. 2. Philadelphia: FA. Davis.

all affect nutrition. lliness and trauma stimulate the stress
response and increase nutritional requirements.Vomiting
and diarrhea can cause fluid and electrolyte loss. Febrile
ilinesses accelerate metabolic processes and insensible
fluid loss. Energy and fluid requirements are also greater
during infections and febrile illnesses. Certain diseases,
such as DM, cystic fibrosis, and celiac disease, are linked
to specific nutritional deficits.

Ask about changes in diet or weight. Diet changes
may be a result of physical,economic, or other factors that
could contribute to malnutrition. Weight gains can occur
with certain endocrine problems, and weight loss may
accompany cancer, DM, and hyperthyroidism. Sudden
weight changes are more likely to be related to fluctua-
tions in hydration status caused by such conditions as
congestive heart failure (CHF) or severe diarrhea.

Ask about prescription and over-the-counter (OTC)
medications. Many of these drugs adversely affect nutri-
tion. Note the patient’s use of diuretics because they can
cause non-nutritional weight changes. (See Drugs That
Adversely Affect Nuritional Status.)

Past Health History

Ask the person if she or he has experienced a major ill-
ness, surgery, or trauma. These are usually associated with
increased nutritional needs, and depending on how
recently they occurred and the person’s recovery status,
they may continue to pose a nutritional risk. Also ask if
she or he has any chronic conditions, such as cancer, that
could affect utilization of nutrients. In addition, inquire
about dental or oral problems. Loss of teeth or pain and
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|
Drugs That Adversely Affect Nutritional Status

DRUG CLASS DRUG

POSSIBLE ADVERSE REACTIONS

Antacids m Calcium carbonate

m Sodium bicarbonate
® Amphotericin B

Anti-infectives
® Aminoglycosides
m Tetracyclines

m Sulfasalazine

Antilipemics m Cholestyramine resin

agents
m Chlorpropamide, tolbutamide
m Oral contraceptives

m Orlistat

m Magnesium hydroxide, magnesium oxide

m Niacin m Hyperglycemia and abnormal glucose tolerance
with long-term use of high doses
m Colestipol ® Impaired absorption of vitamins A, D, E, and K
Antineoplastics m Cisplatin m Hypokalemia, hypomagnesemia
m Cyclophosphamide ® Hypokalemia, hyponatremia
Corticosteroids m Prednisone, methylprednisolone, ® Sodium retention, hypokalemia, hypocalcemia
dexamethasone
Diuretics m Thiazides m Hypokalemia, hypochloremic alkalosis,
hypercalcemia, hypomagnesemia
m Loops ® Hypokalemia, hypomagnesemia, hypochloremic
metabolic alkalosis, hyponatremia,
hypocalcemia
m Mannitol m Fluid and electrolyte imbalances
m Amiloride, spironolactone, triamterene m Hyperkalemia
Miscellaneous m Alcohol m Decreased vitamin B;, absorption; thiamine,

Hypercalcemia, milk-alkali syndrome

Hypermagnesemia

Metabolic alkalosis

Hypokalemia, hypomagnesemia, reversible

normochromic, normocytic anemia

Hypocalcemia, hypokalemia, hypomagnesemia,

hyponatremia

m Impaired absorption of calcium, magnesium,
and iron

m Impaired absorption of folic acid

® Impaired absorption of folic acid, calcium, iron,

and fat-soluble vitamins (A, D, E, and K);

steatorrhea

magnesium, or folic acid deficiencies

® Hyponatremia

m Decreased glucose tolerance, altered
carbohydrate and lipid metabolism, folic acid or
B deficiency

m Impaired absorption of fat-soluble vitamins (A,
D, E, and K)

discomfort associated with eating can significantly
impair ingestion. Last, ask about recent camping trips or
foreign travel because of the risk of food- and waterborne
pathogens.

Family History

Certain genetic and hereditary conditions affect diges-
tion, absorption, and metabolism. Ask the person if he or
she has a history of food intolerance or allergies, such as
lactose intolerance. Ask about hereditary or familial

health problems, such as Crohn’s disease, DM, or cystic
fibrosis; or anemias, such as thalassemia. Inquire about a
family history of cardiovascular disease, atherosclerotic
disease, or obesity.

Review of Systems

The review of systems (ROS) provides a focused screen-
ing for past and present problems related to or affecting
each of the physical systems. It may also identify prob-
lems or symptoms that indicate a nutritional risk.
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Review of Systems

SYSTEM/QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

General Health Survey
m Have you had unexplained weight loss, fatigue, activity
intolerance, or inability to concentrate?

Integumentary

m Have you noticed changes in skin texture, skin
discolorations, poor wound healing, or bruising?

HEENT

Eyes

® Do you have poor night vision or eye dryness?

Nose, Mouth, and Throat

® Do you have nosebleeds or bleeding gums?

m Cavities or lost teeth?

Cardiovascular

m Do you have chest pain or pressure?

Gastrointestinal
m Are you constipated?
® Do you have diarrhea?

Reproductive

Women

m Have you had frequent miscarriages or irregular menses?
® How much caffeine do you consume a day?

® What is your diet like?

Men

® Do you suffer from impotence?

Musculoskeletal

® Do you have muscle weakness?

Neurological

® Are you nervous or irritable? Do you have headaches,
numbness or tingling, or muscle tics?

Lymphatic

® Do you have frequent infections?

m Allergies?

® May indicate metabolic problems (e.g., DM,
hyperthyroidism, or malignancy), iron deficiency
anemia, or dehydration.

® May signal vitamin and mineral deficiencies, protein
malnutrition, or metabolic disorders.
m May indicate vitamin A deficiency or dehydration.

m Possible vitamin, mineral, or protein deficiencies.
m May indicate excess sugar intake.

m Cardiac disease: May be caused by high cholesterol,
elevated triglycerides, or high-calorie diet.

m Constipation: Low-fiber diet, poor fluid intake.

m Diarrhea: High-fiber diet, food allergies, hereditary and
genetic disorders (e.g., cystic fibrosis).

m Maternal malnutrition can lead to fetal growth restriction.

m Consumption of 300 mg of caffeine/d increases risk for
spontaneous abortion.

m Eating disorders can result in irregular menses.

m Alcohol intake increases risk for impotence.

m May be caused by potassium deficiency or dehydration.

m Possible vitamin B deficiencies or hypocalcemia.

m Frequent infections: Protein malnutrition.
m Allergies: Food sensitivity (e.g., lactose).

Psychosocial Profile

Because physical problems are frequently assumed to have
a physical origin, nurses may underestimate the relation-

ship of everyday life to health.Taking a psychosocial profile
can yield valuable clues about a person’s nutritional status.
Helping the person change unhealthy lifestyle behaviors
may also be the most viable avenue of intervention.

|
Psychosocial Profile

CATEGORY/QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

Health Practices and Beliefs/Self-Care Activities

m Who shops and prepares meals in your family? |

m Are you able to plan and cook meals yourself, or |

do you depend on others to do this?

Dependent people may not eat properly if caregivers are lax or
uninformed about good nutrition.
Diminished mental capacity or physical limitations from aging

or debilitation may impair ability to buy, prepare, or eat food.
(continued)
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Psychosocial Profile (continued)

RATIONALE/SIGNIFICANCE

CATEGORY/QUESTIONS TO ASK

m When was your last dental exam?

® Do you go for routine physical exams?

Typical Day

m How do you usually spend your days? Do you go
to restaurants frequently, and if so, where do you
go and what types of foods do you eat? How
much time do you spend shopping, preparing,
and eating food?

Nutritional Patterns

m What is your typical daily diet? How much water
do you drink daily?

m Do you actively try to maintain good nutrition
and healthy weight? How?

m Have your eating habits and appetite changed
recently?

Activity and Exercise Patterns

m What is your usual activity and exercise level?

m Do you feel that you have adequate energy?
What activities do you not pursue because of
lack of energy?

Sleep/Rest Patterns

m How many hours of sleep do you get a night? Do
you wake up during the night? Are you taking
more naps than usual? Do you feel rested? Do
you use sleep aids? If so, what kinds?

Personal Habits

m Do you smoke?

® Do you drink alcohol? If so, how much/day? Do
you drink coffee, tea, or soft drinks every day? If
0, how much?

m Do you use OTC drugs?

m Do you use illegal drugs?

Occupational Health Patterns
m What do you do for a living?

m How does your job affect daily meal routines?
Socioeconomic Status

m |s your income adequate to meet your food
needs?

Good dentition is required for proper mastication and
digestion of food.
Identifies teaching needs.

Shows importance of food and good nutrition in person’s life,
what type of food person normally eats, and how often and
where she or he eats out.

Can immediately point to malnutrition and/or poor hydration.

Indicates conscious modifications of diet, although not
necessarily correct information or awareness of health risks.
Appetite changes can accompany depression, medication
therapy, and some physical illnesses.

Validates that the person has a normal, active lifestyle.

Some changes may be a normal part of aging. Loss of energy
or inability to pursue simple functional activities can
accompany iron and protein/calorie deficiencies.

Hunger or mild dehydration can interrupt sleep. Lack of
energy or excessive sleep can be caused by iron or
protein/calorie deficiency.

Smoking interferes with absorption of vitamin C.

Alcohol and soft drinks are non-nutritive food sources.
Excessive amounts impede adequate nutrition. Caffeine is mildly
addictive. Withdrawal can cause nervousness and irritability.
Excessive intake can contribute to calcium deficiency.

Some OTC drugs impair nutrient absorption and metabolism.
Artificial sweeteners help avert obesity but have potential
cancer risks.

Purchase of food may be sacrificed to support an addictive
drug habit.

Exposure to chemical substances (e.g., lead) can interfere with
absorption/metabolism of nutrients.

Rotating or night shifts can interfere with meal routines and
planning. People may substitute fast or convenience foods for
more appropriate food sources.

Good-quality food and food variety are expensive. Poverty and
homelessness put people at serious risk for malnutrition. A
significant number of the poor and homeless are women,
children, and adolescents. Alcoholics and the chronically mentally
ill are another large component of the homeless population.
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CATEGORY/QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

Environmental Health Patterns

m Where do you buy your food? How do you store |
it? How do you prepare it?

Roles and Relationships

m Do you have regular social interaction? Do you |
usually eat with other people or alone?

Cultural Influences

m Do you have any cultural influences that may |
affect your dietary practices? If so, what are they?

Religious/Spiritual Influences

m Do you have any religious influences that may |
affect your dietary practices? If so, what are they?

Stress and Coping

m Are your social relationships satisfying or |
stressful? How much stress do you have in your
life? How do you cope with it?

Contamination and spoilage may be a concern. Poor hygiene
and inadequate cooking increase risk of foodborne pathogens.

Eating and preparing food have a strong basis in culture and
serve important social functions. Changes in this structure (e.g.,
the death of a spouse) can affect nutrition.

Different cultures have different dietary preferences that can
affect overall nutrition.

Some religions restrict certain foods, which can affect overall
nutrition.

Food can become a substitute for satisfying relationships.
Emotional or psychological stress can weaken the immune
system. Loss of appetite can occur with stress.

Comprehensive Nutritional History

If the person has one or more known nutritional risks,
perform a comprehensive nutritional history. If there is no
time to perform a comprehensive history, perform a
focused history.Although nutritional patterns are learned
early in life and are hard to break, weight and nutrition are
major health issues in Western cultures. Information on
dieting, exercise, and nutrition pervades the news media,
along with the message that people should take responsi-
bility for making healthy changes. Consequently, many
people worry that they will be scolded for poor nutri-
tional practices, so they withhold or embellish informa-
tion. So remember to convey an attitude of acceptance
and caring, and never be authoritarian or paternalistic.

Two dietary analysis techniques are discussed—
24-hour recall and food intake records.You can use either

technique as part of your comprehensive history.

24-Hour Recall

Ask the person to write down what he or she ate and
drank during the previous 24 hours.Then use the Food
Guide Pyramid to sort and categorize the foods and
determine the general quality of his or her diet. People
often have trouble accurately recalling what they ate, so
prompt them by saying,“Start with the first thing you had
when you got out of bed” Also ask them to record
between-meal drinks and snacks, desserts, bedtime
snacks, condiments (e.g., mayonnaise, butter, sugar, or

Focused Nutritional History

questions include:

m What is the most you have ever weighed?

2 weeks?

If the situation or time prohibits a detailed nutritional history, focus on the person’s weight, symptoms of malnutrition,
and identification of nutritional risk factors. The person’s response will help you appropriately focus your assessment. Key

m Have you lost or gained weight unintentionally in the past 6 months?

m How much did you weigh 6 months ago, and how much do you weigh now?

m What do you normally eat every day? Has your diet changed significantly? If so, how?

m Do you have any stomach or bowel symptoms (e.g., nausea, vomiting, diarrhea, or anorexia) that have lasted more than

m Has anything happened in your life that has affected your ability to obtain or prepare food? If so, what?
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cream), and food preparation items (e.g., cooking oil or
lard). Water is critical to nutritional metabolic processes,
so ask them to record water intake, too. Last, be sure to
have them record the amount of each food or liquid they
consumed, and translate these into standard servings
according to the Food Pyramid. A person’s typical serv-
ing may actually equal several servings.

The 24-hour recall is a valuable screening and
assessment tool only if it represents the person’s typical
daily intake. If a person is ill or has a change in routine,
her or his intake will vary from normal. So be sure to ask
if what she or he recorded represents a typical day. If she
or he says no, ask her or him to substitute foods typically
eaten.

Use the Food Pyramid to categorize 24-hour-recall
data. Then tabulate food items alongside each corre-
sponding Pyramid group, and document them in the per-
son’s health record.

Food Intake Records

Food intake records are typically done on people who are
debilitated, have severe burns, or are on chemotherapy.A
food intake record is a quantitative listing of all food and
fluid consumed within a designated time frame—usually
3 to 5 days. Because food intake patterns often change on
weekends and holidays, records kept during outpatient
or home-care situations should reflect one atypical day
for a 3-day period and one weekend for a 5-day period.
Again, be sure to clarify serving sizes.

To analyze the data, reduce the recorded food items
into their constituent nutrients, using USDA food compo-
sition tables. To get a daily average intake for each nutri-
ent, add up the total nutrients and divide by the number
of days the record was kept. Evaluate the averages against
the RDAs. Two-thirds of the RDAs is considered adequate
for the general healthy population. However, acceptable
levels may vary in disease, risk, or deficiency situations
and will be reflected in therapeutic treatment decisions.

A less specific but more practical approach
involves analyzing the patient’s food intake record using
food labels on packages. Once you have determined the
total number of calories consumed, calculate the total
grams of carbohydrate, protein, and fat and the percent-
age of caloric intake contributed by each of these.
Protein should compose 10 percent of the diet; fat, 20 to
30 percent, and carbohydrates, the remaining calories.

Case Study Findings

Reviewing Mr.Thomas’
Biographical data:
W 78-year-old African American male.
B Wife died 6 months ago.
B Lives alone in urban area.
B Retired postal worker.

B Baptist religion.
B Medicare/Medicaid health insurance.
B Daughter is primary contact.

Current health status:

B Vague complaints of not feeling well, being
very tired, and having no energy; 10-Ib weight
loss since wife’s death.

B Current medications are Lasix 40 mg od and
Vasotec 5 mg bid. No OTC medications except
occasional milk of magnesia (MOM) for consti-
pation. No illegal drug use.

Past health history:

B Positive history of HTN for 10 years.

B Hospitalized last year for uncontrolled HTN.

B Appendectomy at age 12.

B No allergies to food, drugs, or environmental
factors.

B Medications listed previously.

Family history:

Daughter, age 50, alive and wvell.

Wife, deceased age 74, breast cancer.
Mother, deceased age 75, HTN, stroke.
Father, deceased age 80, HTN, myocardial
infarction (MI).

Sister, age 70, HTN.

Sister, age 73, alive and well.

Brother, age 75, DM, HTN, coronary artery dis-
ease (CAD).

Maternal aunt, deceased age 80, CAD, MI.
Maternal uncle, deceased age 78, stroke.
Paternal aunt, deceased age 82, colon cancer.
Paternal uncle, deceased age 81, stroke.

Review of systems:

B General Health Survey: 10-1b weight loss,
fatigue.

B Integumentary: Dry, flaky skin.

B Head, Eyes, Ears, Nose, and Throat (HEENT):
Wears dentures.

B Respiratory: No changes.

B Cardiovascular: No chest pain; positive
history of HTN.

B Gastrointestinal: Bowel movement every 2 to
3 days, brown and formed.Takes MOM as
needed.

B Genitourinary/Reproductive: On Lasix; no
problems with urination; voids about 8
times/day. Not sexually active since wife
died.

B Musculoskeletal: Weakness and occasional
cramping in legs.

B Neurological: No sensory changes. States that
he is very lonely since wife’s death.

B Lymphatic: No allergies or recent infections.
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Psychosocial profile:

B Finds it hard to cook for one person; wife
used to prepare meals.

B Says that his dentures are a little loose since

he lost weight.

Visits doctor every 6 months for BP check.

Typical day:Awakens at 7 a.m., has breakfast,

walks to corner for newspaper, takes

midmorning nap, usually skips lunch, watches

TV, has dinner around 5 p.m., watches TV after

dinner, usually falls asleep while watching TV,

goes to bed after the 10 p.M. news.

B Has three 8-0z glasses of water a day, not
trying to lose weight. Eats out about once a
week, likes fried foods. Not much appetite
since wife died. Usually eats alone.

B Daily walk to corner for paper, no other
scheduled exercise.

B Sleeps 7 to 8 hours a night.Awakens at least
once to go to bathroom.Takes two 20- to 30-
minute naps during day.

B Never smoked or used drugs. Occasional
alcoholic drink about 2 times a month.

B Retired postal worker on fixed income with

government pension; able to meet financial

needs.

Most close friends have passed away.

No cultural or religious influence on dietary

habits.

Says life is“pretty routine without much stress.”

Daughter is main source of support; lives 1 hour

away, visits once a week, takes him shopping.

24-hour recall:

B Breakfast: 8 ounces black coffee, 8 ounces
water, bowl of Cheerios with whole milk.

M Lunch: None.

B Afternoon snack: 4 pretzels.

B Dinner: Frozen prepared dinner of Salisbury
steak, potatoes, and corn, piece of apple pie, 8
0z water, 8 oz black coffee.

Case Study Evaluation

Before you conduct an objective health
assessment on Mr.Thomas, review his health history
information from the comprehensive nutritional
assessment.

=» CRITICAL THINKING ACTIVITY #3

What information from the health history indicates
that Mr. Thomas is at risk for or has a nutritional
deficiency?
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Physical Assessment

Now proceed to the objective part of the assessment.
Findings from the health history will determine the depth
and scope of your physical examination.As you perform
the examination, be alert to findings in various body sys-
tems that might signal malnutrition. Remember, determi-
nation of malnutrition cannot be made on physical find-
ings alone. Many diseases and disorders mimic nutritional
deficiencies. Always corroborate your physical findings
with the health history and the results of laboratory assess-
ments. The assessment includes performing a head-to-toe
scan and taking various anthropometric measurements.

Approach

You will mainly use the techniques of inspection and pal-
pation. Examining the skin and mucous membranes is
crucial, but additional data are derived from assessment
of other body systems.

Optimal nutrition cannot occur without adequate
hydration. Therefore, evaluate the person’s hydration sta-
tus simultaneously. Red flags include reports of minimal
fluid intake, excessive thirst or excessive fluid intake,
increased urination, diarrhea, or diuretic use.Very young
infants, very frail older adults, and chronically ill and debil-
itated people are less tolerant of fluid loss and are at par-
ticular risk for dehydration from vomiting and/or diarrhea.

@ TOOLBOX

The tools for a comprehensive nutritional assessment
include a weight scale, flexible measuring tape,
calipers, and stethoscope. You should also have
access to growth charts, weight and height tables,
anthropometric tables, and laboratory values. To
help the person accurately estimate quantities of
food, have a variety of containers on hand.

Performing a Head-to-Toe Physical Assessment

Look for changes in every system that might signal a nutri-
tional problem. (See Performing a Head-to-Toe Physical
Assessment.)

Anthropometry

Anthropometry literally means human measurement.
It includes measuring overall body mass (particularly
growth, fat reserves, and somatic protein stores) and eval-
uation of related laboratory values. Growth charts that
plot height, weight, and head growth are used for chil-
dren up to age 18. By adulthood, growth has stabilized
and ratio measurements of body mass are used. The fol-
lowing sections describe common anthropometric tech-
niques for assessing nutrition in children and adults.
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|
Performing a Head-to-Toe Physical Assessment

SYSTEM/NORMAL VARIATIONS ABNORMAL FINDINGS/RATIONALE

PROMOTING HEALTH

General Health Survey
m No unexplained weight changes.

m Vital signs within normal limits for person’s age.

INSPECT/PALPATE

Integumentary

Skin

® Skin intact, warm, and dry.

® Texture smooth, no lesions.

m Color consistent with ethnicity.

Hair
m Even hair distribution; no alopecia.

Weight changes within a short period of time usually
reflect fluid loss or gain (1 mL = 1 g).

Elevated BP may reflect fluid overload, high sodium
intake, and obesity. Low BP may reflect dehydration.

Scaling: Low or high vitamin A, zinc, essential fatty acids.
Transparent, cellophane appearance: Protein deficit.
Cracking (flaky paint, cracked-pavement appearance):
Protein deficit.

Follicular hyperkeratosis: Vitamins A, C deficits.
Petechiae (especially perifollicular): Vitamin C deficit.
Purpura: Vitamins C, K deficits.
Pigmentation/desquamation of sun-exposed areas:
Niacin deficit.

Edema: Protein and thiamine deficits.

Skin lesions, ulcers, wounds that do not heal: Protein,
vitamin C, zinc deficits.

Yellow pigmentation (except sclerae): Excess carotene
(benign).

Poor skin turgor: Dehydration.

Transverse pigmentation of hair shaft: Protein deficit.
Hair easy to pluck, breaks easily: Protein deficit.
Sparse hair distribution: Protein, biotin, zinc deficits,
excess vitamin A.

m Corkscrew hairs, unemerged hair coils: Vitamin C deficit.
Nails
® Nails smooth and pink. B Transverse ridges in nails: Protein deficit.
m Concave “spoon” nails: Iron deficit.
HEENT
Eyes

m Eyes clear and bright, vision intact.

Papilledema: Vitamin A excess.

Night blindness: Vitamin A deficit.

Sunken eyeballs, dark circles, decreased tears:
Dehydration.

m Sunken fontanels: Dehydration.
Nose
m Sense of smell intact. ® Anosmia can affect taste.
m Nasal mucosa pink, moist, and intact without lesions. m Hyposmia (defect in sense of smell): Zinc deficit.

Mouth
m Oral mucosa pink, moist, and intact without lesions.
Tonsils pink; gums pink and intact with no bleeding.

m Taste sensation intact.

Angular stomatitis: Riboflavin, niacin, pyridoxine deficits.
Cheilosis (dry, cracked, ulcerated lips): Riboflavin,
niacin, pyridoxine deficits.

Atrophic lingual papillae (coated tongue): Riboflavin,
niacin, folic acid, vitamin B,,, protein, iron deficits.
Glossitis (raw, red tongue): Riboflavin, niacin,
pyridoxine, folic acid, vitamin B,, deficits.

Hypogeusia (blunting of sense of taste): Zinc deficit.
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Performing a Head-to-Toe Physical Assessment

SYSTEM/NORMAL VARIATIONS

ABNORMAL FINDINGS/RATIONALE

m Swallow and gag reflex.

m Full mobility of tongue.

Respiratory

m Lungs clear, respirations within normal limits.

Cardiovascular

® Regular heart rate/rhythm. PMI 1 cm at apex. No extra
sounds.

Gastrointestinal
m Abdomen soft, nontender, no organomegaly.

Musculoskeletal
m No deformities, tenderness, or swelling.

Neurological

m No headache.

m AAO X 3

m Deep tendon reflexes (DTRs) + 2/4.
m Senses intact.

m Absent swallow and gag reflexes may make eating
difficult.

m Dysphagia: Impaired tongue mobility.

m Swollen, retracted, bleeding gums (if teeth present):
Vitamin C deficit.

® Dry mucous membranes: Dehydration.

m Parotid gland enlargement: Protein deficit (consider
bulimia).

® Increased respiratory rate: Iron deficiency anemia.

m Heart failure, S3: Thiamin, phosphorus, iron deficits.
® Sudden heart failure, death: Vitamin C deficit.
m Tachycardia and systolic murmur: Iron deficiency anemia.

m Hepatomegaly, ascites: Protein deficits, vitamin A excess.
m Hyperactive bowel sounds: May indicate
hyperperistalsis associated with an absorption problem.

m Beading of ribs, epiphyseal swelling, bowlegs: Vitamin
D deficit.
Tenderness, superperiosteal bleeding: Vitamin C deficit.

Headache: Vitamin A excess.

Drowsiness, lethargy, vomiting: Vitamin A, D excess.
Dementia: Niacin, vitamin B,, deficit.

Confusion, irritability: Dehydration.

Disorientation: Thiamin (Korsakoff's psychosis) deficit.
Ophthalmoplegia: Thiamin, phosphorus deficit.
Peripheral neuropathy (weakness, paresthesia, ataxia,
and decreased DTRs), and diminished tactile, vibratory,
and position sensation: Niacin, pyridoxine, vitamin B,
deficits.

m Tetany, increased DTRs: Calcium, magnesium deficits.

Growth Charts
Children

Growth charts for height, weight, and head circumfer-
ence (see Appendix B) are excellent indicators of nutri-
tion in children because they allow you to visualize the
child’s growth progress.Two sets of charts are commonly
used: one for birth to 36 months (includes head circum-
ference) and one for age 2 to 18 (does not include head
circumference because cerebral growth is complete by
age 2).New charts have also been developed to track the
unique growth patterns of premature infants.

Until age 2, take growth measurements with the
child nude or wearing only a diaper and lying supine. For
children age 2 to 18, take a standing height without shoes,
with the patient dressed in usual examination clothing.

Record measurements on the corresponding axes of the
chart at the point that intersects with the child’s current
age. To visualize a growth pattern, take serial measure-
ments.The important factor is the relative consistency of
the child’s growth within the norms of the curve.

As long as a child receives adequate nutrition, his or
her growth largely reflects genetic heritage. If a child
shows a consistent decline into a lower percentile or falls
below the fifth percentile, suspect undernutrition. Sus-
pect overnutrition in children who begin to deviate into
higher percentiles or who fall above the 95th percentile.
Growth chart abnormalities can also signify problems of
a non-nutritional nature, such as endocrine disorders. If
your history does not support a nutritionally related
growth problem, a medical referral is warranted.
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Adults

By age 18, growth is largely complete and weight-for-
height tables replace growth charts. The Metropolitan
Life Insurance Company’s height and weight tables,
revised in 1983 (see Appendix B), are the standard,
although they do not reflect ideal weights. Instead, they
represent the weights of people with the most longevity
in each height category and recommend weight ranges
based on height and skeletal frame size. Figures 8.2 and
8.3 illustrate height and weight measurement.

HELPFUL HINT

To estimate frame size, have the person wrap the
thumb and middle finger of one hand around her or
his opposite wrist. If the fingers overlap by 1 cm or
more, she or he has a small frame; if the fingertips
meet, a medium frame; and if the fingertips do not
meet by 1 cm or more, a large frame.

Body Mass Index

Body mass index (BMI) is an accurate indicator of fat in
adults. The most commonly used BMI is Quetelet’s Index,
which is obtained by dividing weight in kilograms by
height in meters squared. BMIs between 20 and 25 kg/m?
are associated with the least mortality; BMIs under 16
kg/m? are associated with eating disorders.The relatively
larger proportion of muscle in athletes and body builders
and the greater blood and tissue volume in pregnant and
lactating women make BMI measurements inappropriate
for these groups. It is also not recommend for growing
children or frail and sedentary older adults.

FIGURE 8.2. Measuring height.

FIGURE 8.3. Measuring weight.

Arm Measurements

Triceps skin fatfold (TSF) estimates body fat using a
double fold of skin and subcutaneous adipose tissue from
the patient’s dominant arm.With the patient’s arm at his
or her side and elbow flexed at 90 degrees, measure and
mark the midpoint overlying the triceps muscle between
the elbow and the shoulder. Tell the patient to relax the
arm.Then use your thumb and index finger to compress a
symmetrical fold of skin and adipose tissue Y2 inch above
the marked site. Use calipers to measure in the middle of
the skin fold at the marked site, about ¥ inch below your
fingers. Release the calipers, and wait 4 seconds before
reading the measurement. To ensure reliability, take two
to three additional measurements at least 15 seconds
apart.They should not vary by more than 1 cm.

Compare fatfold measurements with equivalent
age- and gender-specific percentiles (see Appendix B).
Values below the 10th percentile or above the 90th per-
centile indicate diminished or extensive fat reserves,
respectively. Figure 8.4 illustrates TSF measurement.

|

FIGURE 8.4.
fatfold.

Measuring triceps skin
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N
Body Mass Index

BMI 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35

Height Weight in Pounds

4'10"(58") 91 96 100 105 10 115 119 124 129 134 138 143 148 153 158 162 167
411" (59") 94 99 104 109 114 119 124 128 133 138 143 148 153 158 163 168 173
5 (60" 97 102 107 112 118 123 128 133 138 143 148 153 158 163 168 174 179
51" (61") 100 106 111 116 122 127 132 137 143 148 153 158 164 169 174 180 185
52" (62") 104 109 115 120 126 131 136 142 147 153 158 164 169 175 180 186 191
53" (63") 107 113 118 124 130 135 141 146 152 158 163 169 175 180 186 191 197
54" (64") 110 116 122 128 134 140 145 151 157 163 169 174 180 186 192 197 204
55" (65") 114 120 126 132 138 144 150 156 162 168 174 180 186 192 198 204 210
5'6" (66") 118 124 130 136 142 148 155 161 167 173 179 186 192 198 204 210 216

57" (67") 121 127 134 140 146 153 159 166 172 178 185 191 198 204 211 217 223
5'8" (6 125 131 138 144 151 158 164 171 177 184 190 197 203 210 216 223 230
5'9" (69") 128 135 142 149 155 162 169 176 182 189 196 203 209 216 223 230 236

136 143 150 157 165 172 179 186 193 200 208 215 222 229 236 243 250

( 140 147 154 162 169 177 184 191 199 206 213 221 228 235 242 250 258
6'1" ( 144 151 159 166 174 182 189 197 204 212 219 227 235 242 250 257 265
6'2" (74") 148 155 163 171 179 186 194 202 210 218 225 233 241 249 256 264 272
6'3" (75") 152 160 168 176 184 192 200 208 216 224 232 240 248 256 264 272 279

The National Institutes of Health (NIH) interpret BMI values for adults with one fixed number, regardless of
age or sex, using the following guidelines: Underweight: <18.5 Overweight: 25.0-29.9 Obese: 30.0 or more
Source: Evidence Report of Clinical Guidelines on the Identification, Evaluation, and Treatment of Overweight
and Obesity in Adults, 1998.

NIH/National Heart, Lung, and Blood Institute (NHLBI). Centers for Disease Control and Prevention, United
States Department of Health and Human Services.

)
)
)
510" (70" 132 139 146 153 160 167 174 181 188 195 202 209 216 222 229 236 243
(717)
)
)

7
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Midarm circumference (MAC) provides a crude
estimate of muscle mass and is most useful when com-
bined with TSE Measure the circumference of the
patient’s dominant arm at the same site where you
obtained the TSE Wrap the measuring tape firmly around
the patient’s arm without compressing the skin.Take two
or three more measurements to ensure reliability. They
should not vary by more than 1 cm. Compare midarm
measurements with equivalent age- and gender-specific
percentiles (see Appendix B). Figure 8.5 illustrates MAC
measurement.

Midarm muscle circumference (MAMC) is
mathematically derived using TSF and MAC values.As an
indirect measurement of muscle mass, it provides an
index of protein stores. To calculate MAMC, multiply the
TSF (in centimeters) by 3.143 and subtract the result
from the MAC. Because MAMC estimates skeletal muscle
reserves, it should generally fall within 90 percent of stan-
dard. Values falling between 60 and 90 percent suggest
moderate protein deficiency and those less than 60 per-
cent indicate severe malnutrition. Compare MAMC mea-
surements with equivalent age- and gender-specific per- FIGURE 8.5. Measuring midarm cir-
centiles (see Appendix B). cumference.
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Waist-to-Hip Ratio

The waist-to-hip ratio (WHR) estimates obesity by
evaluating the amount of abdominal fat. People with a
greater proportion of upper body fat are at greater risk
for HTN, DM, elevated triglycerides, and other atheroscle-
rotic risk factors. WHR is calculated simply by dividing
the waist circumference by the hip circumference. A
WHR of 1.0 or greater in men and 0.8 or greater in
women indicates upper body obesity.

Case Study Findings

Your general health survey and head-to-toe
examination of Mr.Thomas have concluded.The fol-
lowing are your findings:

B General Health Survey: Awake, alert, and
oriented (AAO) X 3;cooperative, neatly
dressed 76-year-old black male who appears
stated age. Affect sad, poor eye contact,
responds appropriately.

B Vital Signs: BP 130/70; pulse 100 and regular;
respirations 20; temperature 97.5°F; height
5'11"; weight 175; 10-Ib weight loss since last
visit 6 months ago.

B Integumentary: Skin dry and flaky, hair
evenly distributed, no alopecia.

B HEENT: Dry, pink mucous membranes,
dentures poorly fitted.

B Respiratory: Breath sounds equal
bilaterally, clear to auscultation but
decreased at bases because of poor
inspiratory effort.

B Cardiovascular: Normal heart rate and
rhythm, +S,, point of maximum impulse
(PMI) 2 cm at apex.

B Gastrointestinal: Bowel sounds present,
regular, slightly diminished; abdomen soft,
nontender, with no masses or organomegaly.

B Musculoskeletal: +4 muscle strength on
upper and lower extremities.

B Neurological: Cranial nerves intact; deep
tendon reflexes +2, senses intact.

Case Study Analysis and Plan

Now that you have completed your comprehen-
sive nutritional assessment of Mr.Thomas, list key
history and physical examination findings that will
help you formulate your nursing diagnoses.

Nursing Diagnoses

Consider all of the data you have collected during your
assessment of Mr.Thomas, and then use this information
to develop a list of nursing diagnoses. Some possible ones
are listed. Cluster the supporting data.

1. Nutrition: imbalanced, less than body requirements,
related to inadequate iron intake

2. Fluid Volume, deficient, related to medications and
poor intake

3. Knowledge, deficient, related to nutrition

Identify any additional nursing diagnoses and any collab-
orative nursing diagnoses.

=5 CRITICAL THINKING ACTIVITY #4

Now that you have identified some nursing diag-
noses for Mr. Thomas, select one from above and
develop a brief teaching plan for him. Include learn-
ing outcomes and teaching strategies.

RESEARCH TELLS US

Metabolic syndrome, insulin resistance syndrome or
syndrome X, is characterized by dyslipidemia (elevated
triglycerides and low HDLs), hypertension, impaired
glucose intolerance and central obesity. Metabolic syn-
drome is a major risk factor for developing heart dis-
ease and is a predictor for Type Il diabetes.

Obesity is a major health problem in the United
States, with more than half of all adults being over-
weight or obese.Treatment is aimed at each compo-
nent of the syndrome with dietary changes, exercise
and medication. Dietary changes include:

m decrease caloric intake and portion size to achieve
weight loss

m decrease saturated fat to decrease insulin resistance

m decrease sodium intake to control high blood pres-
sure

m decrease triglycerides to lower glycemic index.
Assessment should be aimed at identifying those at

risk and those with metabolic syndrome. Assessment

includes:

m measuring height and weight to calculate BMI

B measuring waist circumference.

Nurses are involved in all aspect of healthcare and at
all levels, placing them in a key position to screen and
educate those who are at risk for developing Metabolic
Syndrome.
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Diagnostic Criteria for Metabolic Syndrome
WHO Diagnostic Criteria (insulin resistance plus two
of the following):

m Abdominal/central obesity: Waist to hip ratio: >0.90
(men), >0.85 (women), or BMI >30 kg per m?

m Hypertriglyceridemia: >/=150 mg/dL (>/=1.7
mmol/L)

m Low HDL cholesterol: <35 mg/dL (<0.9 mmol/L)
for men, <39 mg/dL (<1.0 mmol/L) in women

® High blood pressure: >/=140/90 Hg or document-
ed use of antihypertensive therapy

m High fasting glucose: Impaired glucose tolerance,
impaired fasting glucose, insulin resistance, dia-
betes

®m Microalbuminuria: Urinary albumin to creati-
nine ratio: 30 mg/g, or albumin excretion rate: 20
mcg/minute
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Adult Treatment Panel Diagnostic Criteria (three of

the following):

m Abdominal/central obesity: Waist circumference:
>102 cm (40 in.) in men, >88 cm (35 in) in women

m Hypertriglyceridemia: >/=150 mg/dL

m Low HDL cholesterol: <40 mg/dL (1.036 mmol/L)
for men, <50 mg/dL (<1.295 mmol/L) for women

m High blood pressure; >/=130/85 Hg or document-
ed use of antihypertensive therapy

® High fasting glucose: >/=110 mg/dL (>/= 6.1
mmol/L)

When reviewing the above diagnostic criteria, please

note the following:

® Insulin resistance is type 2 DM or impaired fasting
glucose.

® American Diabetic Association suggest lowering
fasting threshold to 100.

Source: Deen, D. (2004). Metabolic syndrome:Time for action. American Family Physician 69 (12) June 15,

pp. 2875-2882, 2887-2888.

HEALTH CONCERNS

Facts about obesity and disease

| Obesity affects roughly 35 percent of women and
31 percent of men in the United States.This is an
increase of one-third over the past decade, and the
rate continues to rise.

| Genetics account for only 33 percent of variations
in body weight and has a greater overall influence
on fat distribution than on total body fat.

m Moderate obesity, particularly abdominal obesity,
can increase the risk of non-insulin-dependent DM
(adult onset) by tenfold.

® The risk of cardiovascular disease increases with
increasing levels of obesity, independent of other
risk factors.

m Overweight men have a significantly higher mortali-

ty rate for colorectal and prostate cancer.

m Overweight women are three times as likely to have
breast, uterine, cervical, and ovarian cancer and are
seven times more likely to have endometrial cancer.

® Obese girls begin to menstruate at a younger age
than normal-weight girls.

® Obese women have more irregular menstrual
cycles and a greater frequency of other menstrual
abnormalities than normal-weight women.

® Overweight women have more problems during
pregnancy, including toxemia and HTN.

® Overweight people have an increased risk of devel-
oping gallbladder disease.

® Increased weight causes more wear and tear on the
joints, leading to osteoarthritis.

m As weight increases, breathing at night becomes
progressively more difficult, leading to sleep apnea
or Pickwickian syndrome (obesity hypoventilation
syndrome).

m |n the United States, obesity-related illness is sec-
ond only to smoking-related illness as a leading
cause of death.

Common Abnormalities

ABNORMALITY AREA

ASSESSMENT FINDINGS

Anorexia Nervosa

A preoccupation with being thin and
dieting, leading to excessive weight
loss.

m Behavioral

m General Health Survey

m Continued dieting despite weight loss.

m Feeling fat despite weight loss

m Intense fear of weight loss.

® Preoccupation with food, especially calories
and fat content.

m Eating in isolation, lying about food.

(continued)
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Common Abnormalities (continued)

ABNORMALITY

AREA

ASSESSMENT FINDINGS

Bulimia Nervosa

Uncontrolled binge eating (excessive
quantities of food consumed in
one sitting) alternated with
purging (ridding the body of food)
in an attempt to lose weight. It is
characterized by intense feelings of
guilt and shame.

Diabetes Mellitus

A disorder in the metabolism of
carbohydrates caused by decreased
production of insulin or decreased
ability to use insulin.

Iron Deficiency Anemia
A decrease in the number of red cells
caused by too little iron.

m |[ntegumentary

m Respiratory
m Cardiovascular

m Gastrointestinal
m Musculoskeletal

® Neurological
m Genitourinary

m Behavioral

m HEENT

m |[ntegumentary
m Cardiovascular

m Gastrointestinal

® Neurological

m Genitourinary

m General Health Survey

m |[ntegumentary

m HEENT
m Respiratory
m Gastrointestinal

m Genitourinary

m Neurological

m |[ntegumentary

| Exercising compulsively.

m Cold intolerance, cold hands and feet.
m Weakness and exhaustion.

m Dry, brittle skin and hair; hair loss.

m Growth of fine body hair on extremities.
m Blotchy or yellow skin.

m Shortness of breath.

| [ ow BP.

m Dysrhythmias.

m Constipation.

m Skeletal muscle atrophy.

m Loss of fatty tissue.

m Depression, anxiety.

® Amenorrhea.

m Preoccupation with body weight.

m Uncontrolled eating alternating with periods
of strict dieting and exercise.

m Inducing vomiting or taking laxatives to lose
weight.

m Frequent use of bathroom after a meal.

m Swollen glands in neck and face.

m Deterioration of dental enamel related to
gastric acidity of vomitus.

m Sore throat.

m Poor skin turgor; dehydration.

m Arrhythmias related to electrolyte imbalances;
cardiac arrest possible.

m Hemoptysis from damage to throat when
inducing vomiting.

m Heartburn, bloating, indigestion.

m Depression, mood swings, feeling out of control.

® Amenorrhea or irregular menses.

| Increased thirst.

m Fatigue.

m Poor skin turgor.

m Frequent skin infections.

m Blurred vision.

m Acetone breath odor.

m Weight loss in spite of increased appetite.
m Nausea, vomiting.

® Impotence in men.

® Amenorrhea.

m Frequent bladder and vaginal infections.
m Depression.

m Confusion.

m Pale skin color (pallor).
m Sore tongue.
| Brittle nails.
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ABNORMALITY AREA

ASSESSMENT FINDINGS

m HEENT

m Respiratory

m Cardiovascular
m Gastrointestinal

m Neurological

Kwashiorkor

A protein deficiency caused by ® Integumentary
inadequate dietary protein,
malabsorption, cancer, or acquired
immunodeficiency syndrome (AIDS). m Gastrointestinal

m Musculoskeletal
m Neurological

Marasmus

A severe protein and calorie deficiency m HEENT
that causes tissue to be sacrificed to ® Integumentary
meet energy needs. It is also called m Gastrointestinal

protein-calorie malnutrition. Other

causes include severe infections,

burns, eating disorders, chronic liver m Musculoskeletal
disease, cancer, and AIDS. m Neurological

® Frontal headache.

m Shortness of breath.

m Orthostatic hypotension.

m Unusual food cravings (pica).

m Decreased appetite (especially children).
m Fatigue.

m Darkened, scaly skin.

m Hair depigmentation.

m Pitting edema.

m Extreme abdominal swelling/bloating.
m Hepatomegaly.

m Muscle atrophy.

m Mental apathy.

m Developmental delays, retardation.

m Facial appearance of an aged person.

m Wasting of subcutaneous fat and muscle.

m Severe weight loss and emaciation.

m Potbellied appearance caused by swollen
abdomen.

m Growth retardation.

m Mental apathy.

m Developmental delays, retardation.

S UMMARY

B Throughout the health assessment process, the nurse B Comprehensive nutritional assessment will provide

should be attuned to data related to nutrition.

B Nutrition is influenced by a myriad of factors. Basic
information in the health history can identify the need
to more thoroughly investigate nutritional status.

B Assessment of nutritional status involves eliciting data
that are both directly and indirectly related to nutrition.

specific data to enable the nurse to determine poten-
tial or actual nutritional health problems, to devise an
appropriate plan of intervention,and to determine cri-
teria for evaluation.

R EV I E W Q UESTI ON S

1. You are performing a nutritional assessment.Which of 3.

the following conditions might result in primary mal-
nutrition?

a. Anorexia nervosa

b. Diarrhea

c. Ulcerative colitis

d. Bulimia

2. When performing a nutritional assessment, which 4,

technique would best screen for nutritional deficits?
a. BMI measurement

b. Triceps skinfold measurements

c. 24-hour recall

d.Food composition

Part of your nutritional assessment includes calculat-
ing your client’s BMI.What measurements are needed
to calculate a BMI?

a. Caloric intake and weight

b. Height and weight

¢. Midarm and waist circumference
d. Triceps skinfold and weight

When measuring midarm circumferences, the differ-
ence between arm measurements should not exceed:
a.lcm.
b.2 cm.
c.3cm.
d.4cm.



Copyright © 2007 by F. A. Davis.

186 UNIT 2 PROMOTING HEALTH

5. The BMl is a valuable nutritional assessment tool.What 6. Which measurement is useful in estimating body fat?

does the client’s BMI reflect? a. Weight

a. Body fat b. Height

b.Body weight c. Body frame

c. Muscle mass d. Triceps skinfolds

d.Body frame



|CHAPTER

Spiritual Assessment

Learning Outcomes

After you have successfully completed this chapter,
you should be able to:
B Identify spiritual components of health

B Discuss spirituality for various age groups

B Discuss spirituality for various cultural groups
B Perform a spiritual assessment
B Identify influence of spirituality on healthcare
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on holistic care of the patient. This holism

respects the interrelated nature of body, mind,and

spirit. The body has been well represented by
research and innovations in the care of physiological
processes. Psychology and sociology have contributed to
the understanding of the emotional processes.

More recently, an increased nursing emphasis on
holism is reflected in the increased importance given to
the spiritual dimension.What is the spiritual dimension?
Spirituality may be defined as the inherent quality of
humans to believe in something greater than the self and
in a faith that affirms life. Spirituality also involves inter-
connectedness between the self, nature, and others.
Spirituality is larger than religion, although religion is a
forum for expressing our spiritual nature. For example,
the spiritual dimension encompasses how we feel when
we see a new baby or a beautiful sunset. In essence, spir-
ituality is all behavior that gives meaning to life and gives
us strength. As a component of health, spirituality is char-
acterized by meaning, hope, purpose, love, trust, forgive-
ness, and creativity.

Are you equipped to assist the patient and family
with issues that relate to spirituality? As with any physical
system, the goal of a spiritual assessment is to detect
strengths, potential problems, or dysfunction. You need ade-
quate information in order to plan appropriate interven-
tions. Assessing your patient’s spirituality is unique because
the only “tools” needed are you and time.Your ability to lis-
ten actively is essential to obtaining a spiritual assessment.

Even so, your assessment will still follow a system-
atic approach. Although physical examination is not actu-
ally a part of the assessment, people often have physical
symptoms that are related to underlying spiritual con-
cerns. So spiritual assessment is a part of a holistic assess-
ment, conducted along with the assessment of physio-
logical and psychological systems.

Nursing is a humanistic science that focuses on car-
ing for the whole person. Several authors have chosen to
depict the nature of spirituality in different ways, but in
each, the spiritual dimension is seen as all-encompassing
or pervasive throughout a person’s being. Nurses appre-
ciate the interrelatedness and interconnectedness of all
the dimensions of a person.As a result, we are especially
suited to treat the patient in a holistic manner. You may
examine each system separately, but to achieve complete
care, you must consider the patient as a whole, using the
mind-body-spirit concept.

H istorically, the practice of nursing has been based

[ Brief Review of Spiritual Health

To adequately assess the spiritual dimension, you need to
understand its general nature. Spiritual health and wellness
reflect the spiritual nature of humans and are related to

the patient’s overall health. Because humans are com-
posed of multiple related aspects, you must assess and
intervene in all these aspects to provide holistic and
humanistic care. Many researchers believe that all human
beings have three needs in common: the need for mean-
ing and purpose, the need for love and belonging,and the
need for forgiveness.When patients are having difficulty
in these areas, the nurse is often the one who identifies
the need for spiritual assistance.

When taking a patient’s history, your first questions
about spirituality should focus on the basics. Ask the
patient the following questions:

m Do you identify with any organized religion? If so, what
religion?

m If you do not identify with a particular religion, do you
have a belief system that provides comfort and
strength?

m Are you an agnostic or an atheist? If so, do you have
any belief system that gives meaning to your life?

While asking these questions, keep in the back of
your mind:

m What is the primary nature of the patient’s religion?
m Are people of this religion monotheistic (worshipping
one God) or polytheistic (worshipping many gods)?

As you can see, not all these questions have easy
answers. To best serve your patient’s spiritual needs, you
must remain open and nonjudgmental when assessing
him or her.

HELPFUL HINT

Recognizing your own spiritual beliefs and biases
will help you be as open as possible when assess-
ing your patient’s spirituality.

Developmental, Cultural, and

¥ Ethnic Variations

The development of the spiritual dimension is closely
linked to intellectual, psychological, and sociological fac-
tors. In addition, you must also consider your patient’s age
and culture. Intellectual factors often depend on physio-
logical factors such as brain development. Psychological
and sociological factors are greatly influenced by family
dynamics and environment.

Infants

Infants are dependent on their parents and other care-
givers. They are capable of feeling trust or mistrust but
are incapable of the abstract thought necessary for spiri-
tual faith. So when assessing and caring for infants, you
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must consider the spiritual needs of the family and other
caregivers and listen actively to their concerns.

When the patient is an infant, ask the parents or
caregivers the following questions:

m What concerns do you have about your child’s illness?

m How can | help support your use of religious practices
(e.g., by referral to the hospital chaplain or hospital
meditation room)?

Ask yourself the following questions:

m Do parents ask why their child is ill?
m Do they see the infant’s iliness as a religious punishment?
m Are they practicing religious rituals?

Toddlers and Preschoolers

Toddlers learn values by mimicking others and by receiv-
ing positive or negative feedback in response to their
behavior. Toddlers who participate in their family’s cele-
brations of religious ceremonies or rites will begin to
incorporate those aspects of spiritual development.They
also learn values, including the importance of respect for
life and others. These interactions set the stage for fur-
ther spiritual development. Toddlers and preschoolers
are just beginning to develop language and intellectual
skills and an appreciation for cause and effect. A true
understanding of the nature of spiritual or religious val-
ues is not possible at this level; however, the young child
is aware of the interconnectedness of family.

When the patient is a preschooler, ask the follow-
ing questions:

m How do you feel about what is happening to you?

® Whom do you talk to when you are in trouble, sad,
lonely, or scared?

m What makes you feel better when you are scared, sad,
or lonely?

Ask yourself the following questions:

m Does the child express concerns or show anxiety
about illness and dying?

m Does she or he speak of being punished by a deity for
“being bad™?

m Is he or she practicing religious rituals, such as saying
bedtime prayers?

School-Age Children

Once a child begins school, she or he is influenced by
peers as well as by family. Development of a spiritual
awareness parallels cognitive and emotional develop-
ment. The younger school-age child often believes in the
magic value of religious ritual, whereas the older school-
age child may begin to understand the abstractness of
faith. To have faith in a power bigger than yourself
requires abstract thought—which is usually not common
in children before age 11 or 12.
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Children begin to question spiritual issues as they
explore their world. Although the loss of a loved one at
this time is difficult for a child to grasp because he or she
can see no benefit to the death, nurses who work with
dying children often find that they are mature beyond
their years regarding spiritual concerns. If the conditions
are right, spiritual development and awareness can
appear at almost any age. Therefore, do not dismiss the
need for assessment of spiritual needs in children.
When the patient is a school-age child, ask the same
questions as were used with toddlers and preschoolers.

Adolescents

Adolescents are searching, trying to form a unique iden-
tity for themselves. Consequently, they begin examining
their parents’ beliefs in all aspects of life. In the area of
spiritual development and awareness, they may review,
critique, rebel, search for alternatives, and sometimes
embrace their parents’ values and beliefs as their own.
This phase may continue into young adulthood. Do not
assume that the adolescent is without spiritual concerns
because of her or his behavior.

When the patient is an adolescent, ask the follow-
ing questions:

m How do you feel about what is happening to you?

m Whom do you usually go to for support?

m What gives your life meaning? Has this changed since
you got sick?

Also ask yourself the following questions:

m Does the adolescent express concerns about dying or
the seriousness of his or her illness?

m Does she or he practice any religious rituals?

m Does he or she verbalize his or her own beliefs and
values?

Young Adults

Young adults are a diverse group,and so each person may
be in a different stage of spiritual development. Some
young adults may be very spiritual, with a well-developed
sense of religious commitment or a commitment to
something more personal, such as music or the arts.
Others appear to have no sense of spirituality and may
live just for the moment, focusing on survival. Significant
life events, such as the death of a friend, a close brush
with death, or the beginning of a new relationship, may
be the nucleus for the start of a spiritual awakening.

The experience of pregnancy and birth may have
profound effects on spiritual growth and development.
Impending parenthood is often the impetus for a deep-
ening of existing spirituality or an awakening of new feel-
ings. The responsibility of parenting and the desire to
transmit beliefs and values to a new generation often
stimulates a search to clarify those beliefs and values and
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find answers to spiritual questions. As the family grows
and matures, parents’ lives usually revolve around their
children. First, they strive to impart values to young chil-
dren; then eventually they deal with adolescents begin-
ning to question these values.

When the patient is a young adult, ask the same
questions as you would an adolescent (see previous
section).

Older Adults

As people grow older, they may cling more tightly to
their connection with spirituality. Older adults are con-
fronted with resolving the developmental task of
integrity versus despair. Those who find a sense of
meaning and purpose to their lives and enjoy the inter-
connectedness with others that may be found in a place
of worship are successfully working through this stage
of development.

When the patient is an older adult, ask the same
questions as you would an adolescent or a young adult.
However, older patients often suffer many losses and
therefore have fewer support systems, and so you may
need to make referrals to community services.

People of Different Cultures or Ethnic Groups

Culture is a multidimensional factor in human develop-
ment. It includes shared values, beliefs, and practices of
a group that are transmitted from one generation to
another. Culture often guides the way in which a group
of people thinks and acts. Values, beliefs, and practices
related to spiritual issues are also part of culture and are
passed on to each generation. Just as it is important to
be aware of physiological variations when assessing a
patient, it is important to be aware of variations among
people’s spiritual and/or religious values, beliefs, and
practices.

Spirituality develops from a person’s worldview,
which is often strongly influenced by cultural back-
ground. Before you can assess your patient’s spirituality,
familiarize yourself with her or his cultural domain. This
will help you choose the right questions to ask, depend-
ing on the patient’s age. The following are important
areas to consider:

m Use of prayer: Learn about the use of prayer, medita-
tion, and other activities or symbols that help people
of this cultural or ethnic group reach fulfillment.

m Meaning of life and individual sources of strength:
Know what gives meaning to life for the patient’s
cultural group. Identify the patient’s individual sources
of strength.

m Spiritual beliefs and healthcare practices: Become
familiar with the way in which spiritual beliefs affect
this cultural group’s healthcare practices.

your approach to planning his or her healthcare?

= CRITICAL THINKING ACTIVITY #1
Consider the different cultures described in table on
page 191. How might your patient’s culture influence

CRITICAL THINKING ACTIVITY #2

What questions should you ask your patient to help
identify the impact of spirituality on her or his

healthcare?

=» CRITICAL THINKING ACTIVITY #3
For each of the cultures described in table on page
191, identify interventions that would incorporate the

patient’s spiritual belief into his or her healthcare.

(!D ALERT

Although many ethnic groups are linked with a par-
ticular spiritual viewpoint or religion, do not assume
a patient’s spiritual perspective by her or his ethnic
background alone. Assess each patient as a unique
being.

Introducing the Case Study

January Mays is a 68-year-old retired
schoolteacher. She lives in a single, two-story home in
a small town in Pennsylvania. Her husband died last
year, and her only child, a daughter, lives in California
with her husband and two sons. Her sister lives across
the street. Mrs. Mays was admitted to the hospital after
apparently suffering a“flare-up” of congestive heart fail-
ure (CHF). As you begin your interview, she states,“l
don’t know why people are making so much fuss.”

] Performing the Assessment

Data for a spiritual assessment are obtained during the
health history. Before conducting the history, you can also
make preliminary observations related to the patient’s
behavior, relationships,and environment that may result in
a more thorough spiritual assessment.You will also take a
spiritual history that specifically relates to the patient’s
spiritual needs and identifies potential or actual problems.
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How Culture Affects Spirituality

DOMINANT MEANING OF SPIRITUAL
RELIGIONS/USE LIFE/SOURCES BELIEFS/HEALTHCARE

SPIRITUAL ASSESSMENT

CULTURE

OF PRAYER

OF STRENGTH

PRACTICES

African American

Arab American

Chinese American

Cuban American

Egyptian
American

Filipino American

French Canadian

Majority are Baptists
and Methodists.
Strong belief in prayer.

but most stress
fundamentalism.
Prayer is a primary
source of strength.
Most are Muslims.
Prayer five times a day
is a duty.

Variety of religions,
including Buddhism.
Formal religious services
are minimal.

Pray alone rather than
as a community.
Prayer is a source of
comfort.

Most are Catholic, but
practice is more
personal than
institutional.

Islam or Christian.
Pray during illness.

Most are Catholic.
Prayer is important.
Most are Catholic.
Prayer is important.

Prayer is important.

m Sickness and pain are
weaknesses coming
from Satan, whereas
God is a source of
inner strength.

Amish m No national church m Share view of most m May seek counsel from religious
hierarchy; local leaders Christians, but leaders on health issues, but final
are chosen from emphasis is on decision is made by immediate
community. community, not family.

m Silent prayer before and individual.
after meals is important.
Appalachian m Variety of religions, m Family and living right = Fatalistic view—illness is God's will.

provide meaning.

m Faith means
submission to Allah
and is a part of
everyday life.

m Life viewed in terms of
cycles and
interrelationships.

m Life forces are a source
of strength.

m Family is important
source of strength.

® Inner peace through
practice of religious
rituals.

m Strength comes from
relationship with God.

m Family is important
source of strength, but
divorce has affected
this.

Greek American m Greek Orthodox faith m Life has meaning m Icons of family saint or Virgin Mary
and daily prayer very through the different are important when ill.
important. roles one performs.

Iranian American ~ ® [slam influence. m Accepting Allah’s will m Fate and Allah’s will explain illness.

is source of strength,
as are family and
friends.

m Sickness is a separation from God.
God is the Supreme Healer.

m Religious practices are combined
with medicine.

m Cleanliness is essential before
praying.

m |llness is seen as a punishment or a
trial that is endured.

m Cyclic explanation of life is
connected to health.

m Fatalistic, lack control, use of folk
remedies.

® When ill, you are at the mercy of
God (Christian) or Allah (Islam).

m Fatalistic—illness is seen as God’s will
or induced by evil spirits.

m Little connection made between
spirituality and healthcare.

m Spirituality is still seen as religion.

(continued)
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How Culture Affects Spirituality (continueq)

DOMINANT
RELIGIONS/USE

CULTURE OF PRAYER

Irish American

Jewish American

Mexican American

Navajo Native

American

Vietnamese
American

Most are Catholic.
Prayer is individual and
private.

Monotheistic belief in
God. Pray alone or in
groups.

Most are Catholic.
Prayer is important and
individualized.
Spirituality based on
harmony with nature.

Most are Buddhists.
Prayer and offerings

may be made at altar in
home or temple.

MEANING OF SPIRITUAL
LIFE/SOURCES BELIEFS/HEALTHCARE
OF STRENGTH PRACTICES

m Church is a source of ®m Somewhat fatalistic.
strength. m Religion is important when ill.

m Sacraments and religious medals
may provide solace.

m Preservation of life is m Caring for the sick takes precedence
most important; over keeping Sabbath.
therefore, good health
is very important.

®m Family is most m Whenill, it is important to talk
important. about soul or spirit.

m Strength comes from m |liness results from not being in
inner self and being in harmony.
harmony with m Healing ceremonies help restore
surroundings. mental, physical, and spiritual

harmony.

m Family and religion are  m Harmony and order influence
important. perspective of illness that is

characterized by self-control,
acceptance of one’s destiny, and
fatalism.

Source: Data from Purnell, L.D., and Paulanka, B.J. (2003). Transcultural Health Care: A Culturally Competent

Approach, ed. 2. Philadelphia: FA. Davis.

Health History

First, obtain the patient’s biographical data; then ask
questions about his or her current health history, past
health history, family history, and psychosocial profile.

Biographical Data

A review of the patient’s admission sheet may reveal
basic religious information such as church or temple affil-
iation. Be sure to ask questions to clarify this information
because religious affiliation may range from being in
name only to being a very involved relationship.

!) ALERT

Be aware that the absence of religious identification
does not mean that the patient has no spiritual needs.

Other helpful information includes marital status
and contact person. This provides clues about the state
of connectedness of the patient to others. A patient who
has not listed relatives may have spiritual needs that a
patient with a strong family network does not. Age is

another indicator of spiritual needs. Older adults with an
identified connection to organized religion may find that
connection to be a source of comfort and support.

Current Health Status

Your patient’s current physical health and spiritual
health are intertwined. A sense of spirituality is influen-
tial for the patient or a significant other during periods
of physical and/or mental iliness. For some,acceptance of
losses is easier because life as a whole has been full of
meaning; for others, losses are seen as punishment for a
life that could have been lived differently.

Although anyone may have spiritual needs, patients
with chronic or terminal diseases are especially prone to
spiritual distress. Exploring the connection between
medical diagnosis and spiritual needs is an ongoing
process, because as time passes, your patient’s experi-
ence and situation change.

Past Health History

Health problems that occurred in your patient’s past can
have long-lasting physical and spiritual effects. The past
health history will give you clues about your patient’s
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overall health up to this point in her or his life. If she or he
has been relatively healthy until now, an acute illness may
precipitate spiritual distress. Or a series of past health prob-
lems may have tested and strengthened the patient’s spiri-
tuality.Whatever the case, you need to explore the connec-
tion between your patient’s health and spiritual needs.

Family History

The family history is invaluable in identifying familial prob-
lems that pose a threat to your patient’s health. This in turn
may affect his or her spiritual needs.The family history can
also be helpful in identifying supports and relationships.

Psychosocial Profile

The psychosocial profile reveals patterns in the patient’s
lifestyle that affect spiritual health.Begin by examining your
patient’s typical day.Are there any activities that reflect spir-
ituality, such as praying or attending religious services?
Dietary preferences may also be influenced by religious
practices. For example, some religions have dietary restric-
tions that need to be considered when caring for your
patient, such as kosher diet for patients of Jewish faith.
The psychosocial history also identifies relation-
ships and support systems. These supports can be with-
in the family or the community. Organized religion can
also be a source of support for your patient.The amount
of stress in your patient’s life and her or his ability to deal
with it can be greatly influenced by spirituality.
Spirituality can be a source of comfort and coping.

@ Case Study Findings

Reviewing Mrs. Mays’

Biographical data:

B 68-year-old African American woman.

B Husband died 1 year ago.

B One grown daughter who lives in California
with her husband and two sons, ages 4 and 6.

M Lives in two-story home; sister lives across the
street in her own home.

B Born in Grady Falls, Pennsylvania.

B Methodist Episcopal religion.

B M.S.in Education, retired from teaching
elementary school.

B Has Medicare with supplemental HMO from
teacher’s union. Hospital admission for CHF,

B Good historian; alert and seems reliable.

Current health status:

W Difficulty breathing at rest, lower extremity
edema, change in sleep patterns, uses two
pillows.

B Currently hospitalized for exacerbation of CHF

B Also has hypertension.

CHAPTER 9 SPIRITUAL ASSESSMENT

B Current medication lisinopril (Prinivil),
10 mg/d, for hypertension.

Past health history:
B CHF treated for 3 to 5 years.
B Hypertension, treated for 15 years.

Family history:

B Father died of heart failure at age 89.

B Mother died at age 70 from complications of
stroke.

Psychosocial profile:

B Typical Day: Arises at 7 A.m., makes her bed,
eats breakfast, and reads the paper. Usually
does light housework, such as dusting and
washing breakfast dishes. She then rests
because the activity leaves her short of breath.
She generally calls her sister to come over for
lunch and watch soap operas. Sister leaves by
4 p.m. to get dinner for her husband. Mrs. Mays
usually eats a light supper and then does
needlework until 10 p.M., when she watches
the news. She goes to bed at 10:30 p.m.

B Nutrition: Eats three meals a day. Lunch is her
main meal, and she enjoys it most because she
usually has her sister for company. Doesn’t like to
cook just for herself, so she eats a light supper.

B Activity and Exercise: Until last week, she
walked to the corner store for her daily paper.
She now has it delivered because the walk is
too difficult. She is also unable to walk to
services at her church, which is three blocks
away. She does not drive.

B Sleep and Rest: Goes to bed at 10:30 p.m. and
arises at 7 A.M. Not sleeping well because of
breathing problems caused by CHF.

B Self-Care Activities: Sees her doctor regularly
for hypertension and CHFE

B Roles/Relationships: Sister lives across the

street and spends most weekday afternoons

with patient. Patient’s only child and two
grandchildren live in California. They talk on
the phone weekly, but she sees them rarely.

Attended church and taught Sunday school

and vacation Bible school until recently.

Occupational Activities: Retired teacher.

Hobbies: Needlepoint, reading, watching

television.

B Environmental Risks: Lives in two-story
house with bedroom on second floor.

B Personal Habits: Has never smoked; doesn’t
drink alcohol.

B Stress and Coping: Says she doesn’t like to
make a“big fuss” over her health problems or
“burden anyone” with them.

193
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=5 CRITICAL THINKING ACTIVITY #4

List all the strengths and areas of concern that have
a bearing on Mrs. Mays’ health status.

Case Study Evaluation

Before moving on, pause a moment and consider
what you have learned about Mrs. Mays. Document the
history related to Mrs. Mays.

Spiritual Assessment

A person’s spirituality cannot be “measured,”so you must
rely on other evidence to make nursing diagnoses in the
spiritual dimension. For example, emotional and physical
behaviors often signal underlying spiritual disturbances.
To assess your patient’s spiritual health, focus your atten-
tion in four particular areas—behavior, verbal communi-
cation, relationships, and environment—and ask yourself
questions in the following areas.

Assessing Behavior
Is the patient:

Praying or meditating?

Shutting others out?

Constantly complaining?

Having sleep difficulties?

Pacing?

Requesting frequent pain or sleep medication without
apparent need?

Assessing Verbal Communication
Is the patient talking about:

m God or another deity?

m Church, temple, mosque, or other place or worship?
m Prayer, hope, faith, or the meaning of life?

m Effect of the diagnosis on his or her quality of life?

Assessing Relationships
Does the patient:

m Have many visitors? Who are her or his visitors (family,
friends, clergy, or other spiritual support people)?
m Interact with them well?

Assessing Environment

Does the patient have:

m A Bible, Koran (Qur’an), or other religious reading
material?

m Religious jewelry or symbols, such as a cross, Star of
David, prayer cap or shawl, flowers from a church
altar, or religious greeting cards?

Additional Questions

Assessing the previous four areas will help you pinpoint
your patient’s spiritual resources. In addition, ask these
questions:

m Who are your support people?

m What provides you with strength and hope?

m What gives your life meaning and purpose?

m How has your life changed since you became ill?

Phrase these questions carefully so that you do not
offend the patient or seem to be unduly prying. If a spe-
cific religious affiliation was listed on the admission
record, be sure you have a general understanding of its
perspective. For example, is the religion monotheistic,
such as Christianity or Judaism; polytheistic, such as
Hinduism; or nontheistic, such as animism or New
Age?You need to know basic similarities and differences
to be able to assist the patient in the best possible way.
Answers to the broad questions can then be used to fur-
ther refine questions that are in line with the patient’s
belief system. Examples might be:

m What is important to you?

m How is your religion, deity, or faith important to
you?

m Is prayer important?

m What accommodations can be made to assist you in
continuing any spiritual practices (e.g., religious sym-
bols and/or dietary needs)?

Spiritual Assessment Instruments

Several assessment surveys have been developed to help
in the identification of spiritual needs. Some of the sur-
veys are biased toward a Judeo-Christian viewpoint and
are not suitable for all patients. Some of the surveys are
long or designed for self-report; they may be difficult to
use with an acutely ill patient. Some healthcare facilities
have developed their own spiritual assessment tools and
included them on their overall nursing assessment instru-
ment. You may find the spiritual assessment questions in
the previous section and other questions in this chapter
more helpful than using any one survey. The Jarel Spiritual
Well-Being Scale provides a scale for assessing spiritual
well-being. (See Jarel Spiritual Well-Being Scale.)

Keep in mind that people need to understand the
meaning of their existence and need to be connected to
other human beings regardless of the presence or
absence of organized religious affiliations.

(Text continued on page 200)
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How Belief Systems Influence Healthcare

SIGNIFICANT BELIEFS
AND SYMBOLS

BELIEF SYSTEM

EFFECTS ON
HEALTHCARE

Christianity
Roman Catholic

Crucifix

Eastern Orthodox

Orthodox cross

Episcopalian or Anglican

Crucifix

Important religious rites: baptism,
holy communion, and anointing of
the sick.

Crucifix and rosary (beaded chain
with small crucifix) are important
symbols. Missal and Bible are
important reading materials.
Abstain from meat during Lent
and other holy days.

Practices same rites as Roman
Catholic and Anglican Church:
baptism, holy communion and
anointing of the sick.

Orthodox cross has a diagonal
cross bar near the bottom of the
upright bar and two cross bars at
the top. Wearing this cross is
important to the religious person.
Parishes are often established
along ethnic/national lines (e.g.,
Greek, Russian, Ukrainian).

Church follows different liturgical
calendar, so most high holy days
are celebrated at different times
than rest of Christian world.
Important religious rites: baptism,
holy communion, and anointing of
the sick.

Both crucifix and plain cross are
used. Book of Common Prayer and
Bible are important reading
materials.

Fast on high holy days and abstain
from meat on Fridays in Lent.

Modern healthcare accepted, but
many rely on a strong sense of
faith for healing. Healing services
may be held.

Rites may be requested in the
hospital as needed. Stillborn or
critically ill infants are baptized as
soon as possible after delivery.
Prayers for and by ill person are
encouraged.

Presence of symbols often a source
of comfort.

Opposed to abortion and most
forms of birth control.

Generally accepts modern
healthcare.

Disapproves of birth control and
strongly opposes abortion.
Orthodox priest may be called on
for blessings, exorcisms, and direct
healing.

Having religious symbols near is a
source of faith and comfort.
Organ donation is acceptable.
Similar to Roman Catholics.

Some Episcopal parishes practice
healing by “laying on of hands”
and prayers of special intention.
Rites may be requested in the
hospital as needed. Stillborn or
critically ill infants are baptized as
soon as possible after delivery.
Prayers for and by ill person are
encouraged.

(continued)
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How Belief Systems Influence Healthcare (continueq)

SIGNIFICANT BELIEFS EFFECTS ON

BELIEF SYSTEM AND SYMBOLS HEALTHCARE

m Responsible family planning and

Plain cross

Other Protestant Denominations

Plain cross

Jehovah's Witness

Christian Scientist

Mormon

Wide range of practices found
among a diversity of denominations
(e.g., Baptist, Pentecostal, Lutheran,
Methodist).

A plain cross and Bible are symbols
common to almost all Protestant
denominations.

When practiced, baptism is usually
reserved for older children or
adults. Holy communion is
practiced infrequently, if at all.
Special prayers for sick are a more
common practice than anointing.

Beliefs literally based on the bible.

Believe that God is all good and
nothing that is real exists outside.
God, sin, sickness, and death seen
as mortal error or illusion.
Learning about body harms them
spiritually.

Believe physical body and spirit
make up soul.

Purpose on earth is to gain
experience and prove self worthy
to return and live with God.

free choice are important. No
sanctioned restrictions on birth
control or abortion.

Because there are many different
denominations, nurse must ask
questions that address specific
religious practices that may affect
patient’s health and healthcare
(e.g., dietary restrictions).

Use of prayers and healing by
“laying on of hands” varies. Strict
Christian Scientists reject all
medical treatment and rely on
prayer for healing.

Interpretation of biblical
scripture within each
denomination determines
acceptance of such practices

as blood transfusions, abortion,
or organ transplantation.

Believe that blood transfusions
and blood products are forbidden.
Organic disease does not exist,
disease is mental.

No understanding of signs or
symptoms.

Refuse or delays medical treatment.
Suffer needlessly, neglect life-
threatening conditions.

Caution against use of tobacco,
alcohol, tea, coffee.

Emphasize positive benefits of
good eating habits, physical and
spiritual fitness.

Misuse of drugs (illegal, legal,
prescription, or controlled) seen as
a violation of health code.

May affect compliance with
medical treatment plan.
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SIGNIFICANT BELIEFS

EFFECTS ON

Crescent moon

Mecca (in Middle East) and specific
dietary restrictions are common to
all members.

Alcohol and pork are forbidden.
Many practice fasting during the
month of Ramadan.

Women dress in clothing that
hides the body.

BELIEF SYSTEM AND SYMBOLS HEALTHCARE
Judaism m Encompasses three groups of ® Be sure to ask questions about diet
believers with different practices: and religious practices, such as,
Orthodox (most traditional), “Do you follow any dietary rules
Reform (most liberal) and that we should know about while
Conservative (has elements of you are here in the hospital?”
both traditional and liberal ® Prayer is important to all groups.
practices). m Observation of Sabbath and other
m Common symbols are the Star of holy days is important. Some
David and the Torah, the first five patients may refuse treatment on
books of the Bible written on those days or refuse to eat on
scrolls. It contains guidelines for traditional days of fasting. Kosher
life. A prayer book may be carried food is available in most hospitals.
for reading of special prayers. m Religious law provides for the
m Services held after sundown on individual’s responsibility to stay
Star of David Friday and/or before sundown on healthy, both physically and
Saturday. mentally. Traditional medicine is
®m Male infants usually circumcised valued as well as prayer for relief
at 8 days old in a religious of suffering.
ceremony known as a bris. ®m Organ transplants are allowed, but
®m Orthodox and some Conservative donation of organs from dying
Jews keep kosher dietary laws. people is not permitted without
® Men may wear a yarmulke, a small the donor’s consent.
skull cap. Cap is often worn in
temple by all men but may be
worn at all times.
Islam m Based on teachings of Mohammed.  m Caregivers must be of the same
® In North America, adherents of gender to protect modesty.
Islam may be either traditional ® Women may continue to wear
ethnic Muslims or members of the traditional head scarf with or
Nation of Islam, a primarily without face veil while
African American group. hospitalized. Traditional hospital
m The Qur'an (Koran) is the sacred gowns may be unacceptable.
book of Islam. Many have a special ~ ® Some have a fatalistic view of
prayer rug that they carry. health and may refuse treatment.
Symbols vary, but generally m Islam has rituals related to all
include a crescent moon in some aspects of life and death. Be aware
position. of these needs and show sensitivity
m Ritual prayer, five times a day for the patient and family.
while kneeling and facing toward ®m Medications that have an alcohol

base, such as elixirs and cough
syrups, may be unacceptable.

(continued)
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How Belief Systems Influence Healthcare (continueq)

BELIEF SYSTEM

SIGNIFICANT BELIEFS
AND SYMBOLS

EFFECTS ON
HEALTHCARE

Hinduism

Om symbol

New Age

Crystal
Nonreligious

Agnostic

Atheist

No Organized Religion

m Ancient religion originating in
India. Many Indians now living in
North America continue to follow
their religion.

m Universal symbol is the om symbol.

m A major tenet is achieving a state
of oneness with the universe.
Prayer is important to achieve
oneness.

m Many gods have power over the
individual. Religious shrines are
often erected in the home.

m Killing any living creature is
forbidden, so many sects are
vegetarians.

m Although not a religion, this belief
system is growing in popularity.

m Beliefs are borrowed from
Buddhism, Native Americans,
humanism, physics, and occultism,
among others.

m Objects such as pyramids and
crystals are thought to impart
strength and healing energy.

m There is great diversity of thinking,
but some common beliefs are that
all people are diving, right and
wrong are determined by the
individual, and reality can be
controlled.

m Believes that it is impossible to
know if God or other Supreme
Being exists.

m Does not believe in any God but
may have beliefs that are of the
spiritual dimension.

m People who believe in a Supreme
Being that is unidentified may
avoid an organized religion but still
have spiritual beliefs and needs.

m Patients may want to set up a
small shrine in the hospital room.

m Although the traditional sari is not
religion based, some women may
wish to wear it while in the
hospital. It is a long length of soft
cloth that is wrapped around the
body like a long skirt, with the
loose end draped over the head
like a scarf.

m The belief in karma (unchangeable
fate) may influence the approach
to self-care and the seeking of
healthcare.

m The crystal is a common symbol. It
is thought to impart healing
energy and may be rubbed over
the skin in close proximity to
diseased tissue. Nurses need to
recognize the crystal as a possible
belief object and not as jewelry.

m No clergy, but several believers
may meditate with patient to
increase healing power. These
beliefs do not usually prevent the
patient from seeking traditional
therapies.

m Diverse and individual influences
on healthcare.

m Assess each patient individually.

m Diverse and individual influences
on healthcare.

m Must assess each patient
individually.

m Diverse and individual influences
on healthcare.

m Must assess each patient
individually.
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spirituality in your patient’s life so that you can plan appropriate interventions.

Directions: Please circle the choice that best describes how much you agree with each statement. Circle only one answer
for each statement. There are no right or wrong answers or good or bad scores. The purpose of this scale is to help the
patient talk about his or her spirituality in a nonthreatening way and to give you a sense of the importance of

STRONGLY MODERATELY

AGREE AGREE AGREE DISAGREE

MODERATELY STRONGLY

DISAGREE

DISAGREE

1. Prayer is an SA MA A D
important part
of my life.
2. | believe | have  SA MA A D
spiritual well-
being.
3. As | grow older, SA MA A D
| find myself
more tolerant
of others’
beliefs.
4.1find meaning  SA MA A D
and purpose in
my life.
5.1feel thereisa  SA MA A D
close
relationship
between my
spiritual beliefs
and what | do.
6. | believe in an SA MA A D
afterlife.
7.When | am SA MA A D
sick, I have less
spiritual well-
being.
8. | believe in a SA MA A D
Supreme
Power.
9.1am able to SA MA A D
receive love
from and give
love to others.
10. | am satisfied SA MA A D
with my life.
11. | set goals for SA MA A D
myself.
12. God has little SA MA A D
meaning in my
life.
13. | am satisfied SA MA A D
with the way |
am using my
abilities.

MD

MD

MD

MD

MD

MD

MD

MD

MD

MD

MD

MD

MD

SD

SD

SD

SD

SD

SD

SD

SD

SD

SD

SD

SD

SD

(continued)
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Jarel Spiritual Well-Being Scale®© (continued)

14. Prayer does SA MA
not help me in
making
decisions.

15. 1 am able to SA MA
appreciate
differences in
others.

16. | am pretty SA MA
well put
together.

17. | prefer that SA MA
others make
decisions for
me.

18. Ifindithardto  SA MA
forgive others.

19. I accept my life  SA MA
situations.

20. Belief in a SA MA
Supreme Being
has no part in
my life.

21. 1 cannot accept  SA MA
changes in my
life.

A

D MD SD
D MD SD
D MD SD
D MD SD
D MD DS
D MD DS
D MD SD
D MD SD

Source: Adapted from Hungelmann, J., Kenkel-Rossi, E., Klassen, L., and Stollenwerk, R. (1987). Marquette

University College of Nursing, Milwaukee, Wisconsin.

Case Study Findings

Mrs. Mays’ focused spiritual assessment findings
include:

B Behavior

m Lies in bed with her face turned away from
the door.

m Blood pressure remains elevated despite
medication.

m Eyes are closed but her hands are folded
and her lips move silently.

B Verbal Communication

m Asks if anyone from church has called for
her when she was off the floor for a test.

m Asks why she is sick. States that when she
was teaching she felt alive and useful.
“What use am | now?”

B Relationships

m No visitors have been noted for Mrs. Mays
since her admission 2 days ago.

m Patient wonders why her sister hasn’t
visited or even called.

B Environment
m A well-worn Bible is on Mrs. Mays’ nightstand

m She wears a small gold cross around her
neck. States that it was a confirmation gift
from her godparents many years ago.

B Additional questions:
m Who are your support people?

Patient states: “l usually rely on my sister, but |
don’t want to burden her. My daughter is so far away,
and it’s expensive for her to come back here. Besides,
she has her own family”

B What provides you with strength and hope?

Patient states: “I usually find strength in my
church, the services are so beautiful. The people are
great, too.We're just like a family. | haven’t been able to
get there recently,and | really miss it. | guess they don’t
know I’'m here yet. Our pastor recently left,and we
have a temporary right now. | don’t know him very
well”

m What gives your life meaning and purpose?

Patient states: “Teaching the children was my
first love after my husband and daughter, of course.
Those little ones were so eager to learn, you know. |
retired 3 years ago. My husband and | were only able
to travel to California one time to see our daughter
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and her family before he got so sick. My, how he suf-
fered. | miss him terribly”
m How has your life changed since you became ill?

Patient says: “Since | retired, | have taught Sunday
school and vacation Bible school. It keeps me young to
be around the children. But since I've been bothered by
this pesky heart, | don’t even have the energy to walk
to church let alone handle teaching. | guess I'll have to
find something else to do.Why has this happened to
me now? What is God thinking?”

Case Study Analysis and Plan

Now that your assessment of Mrs. Mays is com-
plete, document your key history and key spiritual
assessment findings. List key history findings and spir-
itual assessment findings that will help you formulate
your nursing diagnoses.
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Nursing Diagnoses

The next step is to analyze the data from Mrs. Mays’ spir-
itual assessment and develop nursing diagnoses. The fol-
lowing are possible nursing diagnoses for this patient.
Cluster the supporting data for each.

1. Spiritual Distress, related to current life situation
2. Hopelessness, related to chronic illness
3. Social Isolation

Identify any additional nursing diagnoses.

» CRITICAL THINKING ACTIVITY #5

Now that you have identified some nursing diag-
noses for Mrs. Mays, select one from the previous
list and develop a nursing care plan and a brief
teaching plan.

RESEARCH TELLS US

A qualitative study using grounded theory was
designed to gain a better understanding of spirituality
as seen by patients, nurses, and various religious rep-
resentatives in the United Kingdom. Phase | of this
study included interviews with 12 nurses, 15 patients
from acute care and hospice, and 5 representatives
from four major world religions. Constant compara-
tive method was used for data analysis with line-by-
line analysis, identification of categories, and central
themes.

Two categories were identified: definitions of spiritu-
ality and diverse perceptions of spirituality. The nurses
had similar definitions of spirituality. Nurses identified
descriptors of spirituality as essence, individual, and
whole, affecting every aspect of life. For the nurses,
spirituality was seen as a universal concept.

For the 15 patients, their description of spirituality
was not as clear. Often, spirituality was seen as syn-

onymous with religion. The assumption that spiritual-
ity comes into play when ill was not expressed by
these patients.

The 5 religious representatives’ perceptions of
spirituality varied. The Islamic representative identi-
fied elements similar to those identified by nursing.
Two representatives struggled to define spirituality.
Most of the religious representatives’ perceptions
were different from those of nursing.

The findings suggest that spirituality is viewed dif-
ferently by different groups and that the concept of
spirituality may not be universal. The implications for
nursing affect both practice and education. Nurses
need to be aware of the diversity surrounding the
concept of spirituality. Students need to be educated
about this diversity so that they may develop an indi-
vidualistic, nonjudgmental approach in assessing the
spiritual needs of their patients.

Source: McSherry,W,, Cash, K.,and Ross, L. (2004). Meaning of spirituality: Implications for nursing practice.

Journal of Clinical Nursing 13(8):934-941.

S UMMARY

B Because the body, mind, and spirit are interrelated, illness
can have an impact on your patient’s spiritual well-being.
B The opposite is also true—your patient’s spirituality can
have a positive or a negative effect on his or her illness.
B Performing a spiritual assessment involves listening
closely and compassionately and knowing what ques-

tions to ask. It also involves performing a systematic
assessment.

B Armed with this information, you can then formulate
appropriate nursing diagnoses to help your patient
cope with her or his illness.
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R EV I E W Q U E ST 1 ON S

1. Mary Braman, age 65, is hospitalized for a total knee vention may be helpful in meeting her spiritual

replacement for degenerative joint disease. While per-
forming the admission nursing assessment, you note
that she is of Jewish faith. Because she is of Jewish
faith, what aspect of her care should be considered
while planning her care?

a.Pain management

b. Dietary restrictions

c. Anesthesia preference

. John Schmidt, age 35, was involved in an automobile
accident and has blunt trauma to the abdomen. You
see on his admission record that he is a Jehovah’s
Witness.Which treatment may be prohibited owing to
his religious beliefs?
a.Surgery
b.Pain medication
c. Blood transfusions
d. Anesthesia

. Theresa McCauley, age 75, has metastatic breast
cancer. You see that she is Catholic. Which inter-

needs?

a.Give her a Bible

b.Have priest visit and administer sacrament of the
sick

c. Give her a crucifix

. JohnWilcox, age 50, was involved in brought to the ED

with head injuries from a fall. You note he is a Christian
Scientist. What implications may his religious beliefs
have on his decisions for healthcare?

a. May refuse treatment

b. May refuse blood transfusions

c. May want to see priest

. Tara Ali, age 25, has just delivered a healthy baby boy.

She is of Islamic faith. Considering her religious belief,
how might this affect her care?

a. Caregiver must be a woman

b. May refuse blood transfusion

c. May refuse pain medication
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Assessing the Integumentary

System

Learning Outcomes

After you have successfully completed this chapter,
you should be able to:

Identify pertinent integumentary history questions
Obtain an integumentary history

Perform an integumentary physical assessment
Document integumentary findings

Identify actual/potential health problems of the integumentary
system

Recognize developmental and cultural variations of the
integumentary system

Differentiate between normal and abnormal integumentary system
findings
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he integumentary system, consisting of the
skin, hair,and nails, is the largest organ of the body
and the easiest of all systems to assess. It provides
invaluable information about all other bodily sys-

tems. The skin, hair,and nails provide clues about general

health, reflect changes in environment, and signal inter-
nal ailments stemming from other organs. Because
integumentary system cells reproduce rapidly, changes in

the skin, hair, and nails may be an early warning of a

developing health problem. Yet, the importance of care-

fully assessing the integumentary system for subtle
changes is often overlooked. A thorough assessment of
this system may help you detect actual or potential prob-
lems, not only in the skin but also in underlying systems.

|
I Anatomy and Physiology Review

Before you begin your assessment, you need a basic
understanding of the integumentary system, including its
general function and purpose. A knowledge of normal
functions and structures will enable you to detect and
interpret any abnormalities.

Structures and Functions of the Integumentary System

The structures of the integumentary system are the skin,
hair, nails, sweat glands, and sebaceous glands. Their func-
tions are described in the following paragraphs.

Epidermis

Stratum
corneum

Stratum
lucidum

Stratum
granulosum

Stratum

spinosum
Stratum
germinativum

Sebaceous
gland
Stratum

basale

Connective
tissue

Eccrine
sweat gland

Artery

Vein / ; :'.

Adipose tissue

Hair shafts

Arrector pili
muscle

The Skin

The skin is a layer of tissue that covers all exposed body
surfaces. Although similar to the mucous membranes,
the skin also includes appendages such as hair follicles
and sebaceous glands. Its thickness varies according to
location or site. The epidermis, the outer visible layer,
contains keratin, an extremely tough, protective protein
substance that can cause tissue to become hard or
horny. The deeper dermis is made up of proteins and
mucopolysaccharides, thick, gelatinous material that
provides a supporting matrix for nerve tissue, blood ves-
sels, sweat and sebum glands, and hair follicles. Beneath
the dermis lies the subcutaneous layer, made up of
fatty connective tissue. Together, the layers of the skin
protect underlying structures from physical trauma and
ultraviolet (UV) radiation. The skin is essential to main-
taining body temperature, fluid balance, and sensation. It
is involved in absorption and excretion, immunity, and
the synthesis of vitamin D from the sun (Fig. 10.1).

The Hair

The hair is also made up of keratinized cells. Hair is
found over most of the body. It grows from hair follicles
supplied by blood vessels located in the dermis. Vellus,
which is short, pale,and fine hair, is located over all of the
body. Terminal hairs, which are dark and coarse, are
found on the scalp, brows, and, after puberty, on the legs,
axillae, and perineum. The texture and color of hair are
highly variable. Hair provides protection by covering the

; Epidermis

Dermis

Subcutaneous
tissue

Apocrine
sweat gland

Hair follicle
FIGURE 10.1. Structures of

the skin.
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|
|STRUCTURE ~ FUNCTION
Epidermis m Covers, protects, and waterproofs.

m Contains four main layers: stratum corneum, stratum lucidum, stratum
granulosum, and stratum germinativum.

Stratum Corneum m Keratinized layer. Prevents loss or entry of water; protects against pathogens and
chemicals.
Stratum Lucidum m Translucent layer of dead cells with eleidin, precursor of soft keratin.
m Found only on palms of hands and soles of feet; protects against UV sunrays to
prevent sunburn.
Stratum Granulosum m Keratinization begins at this layer.
m Contains keratohyaline, keratinocytes, and Langerhans’ cells.
m Keratohyaline m Precursor of soft keratin.
m Keratinocytes m Secrete interleukin-1, which affects skin T-cell maturation.
m Langerhans’ Cells m |dentify foreign substances (antigens), initiating the immune response.
Stratum Germinativum m Continually produces new cells to replace worn-off surface cells.
m Includes stratum spinosum and stratum basale.
Stratum Spinosum m Has polyhedral cells (spinelike projections) that block entry to bacteria.
Stratum Basale m Has single layer of columnar or cuboidal cells and melanocytes, which produce
melanin.
m Production of new cells occurs at this layer.
m Site of basal cell carcinoma.
m Melanin production increases with UV light exposure; melanin determines

pigmentation and protects from UV light.
Dermis m Contains collagen, reticular, and elastic fibers.
m Adds strength and elasticity to skin. Contains papillary layer, reticular layer, sweat
glands, sebaceous glands, cholesterol, and arterioles.

Papillary Layer m Contains capillaries that supply the stratum germinativum; also contains nerve
endings, touch receptors, and fingerprint pattern; double layer on hands and feet.
Reticular Layer m Contains connective tissue with collagen and elastic fibers, blood and lymphatic

vessels, nerves, free nerve endings, fat cells, sebaceous glands and hair roots, deep
pressure receptors, and smooth muscle fibers.

Sweat Glands (Sudoriferous) ®m Most numerous on palms of hands and soles of feet.

m Two types are eccrine and apocrine glands.

m Eccrine Glands m Respond to external temperature and psychological stress.

m Found over most of body but most numerous on palms of hands and soles of feet;
secrete sweat, which helps regulate body temperature and, to a lesser degree,
excretes wastes such as urea.

m Apocrine or Odoriferous ® Found in axilla and genital area.
Glands m Respond to stress; secrete pheromones, a substance with a barely perceptible

odor; when apocrine secretions react with bacteria, body odor results.

m Ceruminous glands are a type of apocrine gland found in the external ear canal.
They secrete cerumen, which prevents drying of the ear drum and traps foreign
substances.

Sebaceous Glands m Produce sebum, which lubricates and protects skin and hair.

Cholesterol m Converts to vitamin D when exposed to UV lights.

Arterioles m Dilate when hot to increase heat loss and constrict when cold to conserve heat.
m Constrict in response to stressful situations to shunt blood to vital organs.

Hypodermis/Subcutaneous m Contains connective tissue and adipose tissue.

Connective Tissue m Connects skin to muscles; contains white blood cells.

Adipose Tissue m Contains stored energy, cushions bony prominences, provides insulation.
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Structures and Functions of the Hair

STRUCTURE

FUNCTION

Shaft: Portion that protrudes

m Medulla has soft keratin, central core.

m Cortex has hard keratin.

m Cuticle has hard keratin, outer layer.

Root: Portion embedded in skin

m Bulb is composed of a matrix of epithelial
cells enclosed by a follicle.

m Arrector pili muscle.

m Scalp hair provides insulation, protection from heat and cold.

m Eyebrows cushion and protect eyes from glare and perspiration.

m Eyelashes protect eyes from foreign substances; nasal hair traps
foreign particles.

m Pigment found in cortex gives hair color.
m Cellular mitosis occurs here.

m Causes hair to stand up (as in “goosebumps”) and squeezes sebum
from sebaceous glands.

scalp and filtering dust and debris away from the nose,
ears, and eyes.

The Nails

Nails are made up of hard, keratinized cells and grow
from a nail root under the cuticle. Other nail structures
include the free edge, which overhangs the tip of the fin-
ger or toe; the nailbed, or epithelial layer of skin;and the
lunula, the proximal part of the nail. The nailbed’s vas-
cular supply gives the nail a pink color, although the nail
itself is generally transparent. The purpose of the nails is
to protect the distal portions of the digits and aid in pick-
ing up objects (Fig. 10.2).

Other Structures

Other appendages to the integument include the
sweat glands and sebaceous glands. There are two
types of sweat glands: eccrine glands, which are dis-
tributed over much of the body, and apocrine glands,
which are limited to the genitalia, axillae, and areolae.
Sebaceous glands are located near hair follicles, over

Nail fold

Cuticle Nail matrix
Lunula

Nail bed

| Lateral

I I « nail fold

«———— Nail plate

| \
| “‘-§ Lunula

Cuticle

|
Bone of

| fingertip

FIGURE 10.2. Structures of the nails.

most of the body. They secrete sebum, which lubri-
cates the hair shaft.

Interaction With Other Body Systems

Changes in the integumentary system may reflect a prob-
lem in any of the systems described in the following para-
graphs.

The Respiratory System

The respiratory system is responsible for obtaining
the oxygen necessary for cellular metabolism, as well
as for eliminating the carbon dioxide produced
through the metabolic processes. If the process of
respiration is impaired, alterations in the skin are most
often evident through the development of cyanosis,
a bluish discoloration, as hemoglobin becomes unsat-
urated with oxygen. Central cyanosis occurs when
oxygen saturation is less than 80 percent and results
in diffuse changes in the skin and mucous membranes.
In contrast, peripheral cyanosis, which occurs in
response to decreased cardiac output, is evident in
areas of the body such as the nailbeds and lips, which
are cooler than other regions; it may also be evident
when an individual is chilled. In severe and chronic
cardiopulmonary diseases, clubbing of the nails occurs
owing to hypoxia (Fig. 10.3).

Normal angle Finger clubbing
160° >180°

[

FIGURE 10.3. Nail clubbing.
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The Cardiovascular System

The skin layer also contains a network of blood vessels,
which contribute to its ability to regulate temperature
and obtain nourishment.Alterations in the cardiovascular
system can lead to circulatory impairment and changes
in skin coloring and temperature, as well as to the devel-
opment of lesions, ulcerations, and necrosis. When
cardiac output is decreased, cyanosis may develop.

The Gastrointestinal System

The primary roles of the gastrointestinal (GI) system are
the conversion of food to absorbable nutrients and the
elimination of wastes. When Gl disorders impair the
body’s ability to excrete toxins, the accumulation of
toxins may become evident in the skin. For instance,
when bile excretion is impaired so that bile builds up,
jaundice, a yellow discoloration, often results. When
dietary lipids accumulate, xanthomas, which are lipid
deposits, or papules may develop. Nutritional deficits,
which may stem from GI problems, are often evident in
the skin. For example, deficits in vitamin A, riboflavin,
vitamin C, iron and protein may all result in skin, hair, or
nail alterations.

The Urinary System

The urinary system is primarily responsible for filtering
the blood, but it is also involved in the production of
red blood cells and the regulation of electrolyte and
fluid status.When renal function is altered and filtration
decreases, toxins and fluids build up in the body. The tox-
ins often include pigmented metabolites, which alter
the skin coloring. For example, an increased concentra-
tion of urea may lead to a residue of urea on the skin,
which is called uremic frost. Toxins are also responsible
for the development of pruritus, or itching. Calcium
deposits may lead to excoriations of the skin. Altered
hematologic status may be evident through ecchymoses
and hematomas. Increased fluid volume associated with
diminishing renal function may result in edema.

The Neurological System

The skin contains an intricate system of sensory and
autonomic nerve fibers and serves as the body’s largest
sensory organ. Not only does this network of fibers per-
mit the sensations of touch, temperature, pressure, vibra-
tion, and pain, the autonomic nervous system fibers con-
trol the skin’s blood vessels and glands, regulating the
skin’s temperature, moisture, and oiliness. Alterations in
the nervous system can have profound effects on the
skin, placing it at risk for injury or discomfort. For
instance, if sensation is decreased, a person is more likely
to experience trauma to the skin because he or she is less
likely to detect the need to withdraw from potentially
dangerous objects or activities. Irritated nerves can

produce disagreeable sensations in the skin, such as
burning. Alterations in the autonomic nervous system
can result in drying of the skin.

The Endocrine System

Alterations of the endocrine system may affect the skin in
myriad ways. Diabetes leads to alterations in skin integrity
through complex processes involving changes in the
immune, vascular,and neurological systems. Diabetic foot
ulcers are examples of altered skin associated with dia-
betes. When thyroid disease occurs, the skin is often
affected. In hypothyroidism, the skin is often dry and cool
and becomes puffy, with nonpitting edema. It may develop
a yellow hue as carotene accumulates. The hair is
affected, becoming dull, brittle, and sparse. In contrast,
hyperthyroidism causes the skin to be warmer, sweatier,
and smoother than usual. The nails are thin and brittle
and may separate from the nail plate. The hair is fine and
silky, with patchy hair loss. Adrenal diseases affect the
skin, hair, and nails. Hypofunction of the adrenals can
result in hyperpigmentation of the skin (a bronze
color) and alopecia (baldness). Hyperfunction results
in thin and fragile skin, petechiae, plethora, bruises, and
poor wound healing.

The Lymphatic/Immune System

The immune system is involved in protecting the body
from both external and endogenous factors. Impairments
in the immune system are reflected in the skin when
infectious diseases result in their typical rashes or
lesions. Abnormalities of the immune system can also
result in hypersensitivity and the development of atopic,
or allergic, skin changes, including pruritus or rashes
such as atopic dermatitis or psoriasis. Skin changes
are also common in some systemic autoimmune disor-
ders such as lupus erythematosus.

Developmental, Cultural, and

¥ Ethnic Variations

Infants

Various differences can be noted in the newborn skin.
Infants have very smooth skin, partly because of their
lack of exposure to the environment, but also because
there is less subcutaneous tissue. Color changes can be
readily seen. Newborns often appear pinker or redder
because of the lack of subcutaneous tissue. Physiological
jaundice may occur 2 to 3 days after birth as a result of
the breakdown of excessive red blood cells at birth and
immature functioning of the liver. Newborns have little
or no coarse terminal hair. They shed their hair at
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Thyroid affects growth and
texture of skin, hair and nails.

Hormones stimulate sebaceous
glands.

Sex hormones affect hair growth
and distribution, fat and
subcutaneous tissue distribution
and activity of apocrine sweat
glands.

Adrenal hormones affect dermal
blood supply and mobilize lipids

SYSTEMS PHYSICAL ASSESSMENT

LYMPHATIC/IMMUNE

Skin is first line of defense.
Langerhan cells and
macrophages resist infection.
Mast cells trigger inflammatory

responses.
Lymphatic system protects skin

from adipocytes.

URINARY

Kidneys remove waste and

maintain normal pH.

Skin helps eliminate water and

waste.

Skin prevents excess fluid loss.

CARDIOVASCULAR

Mast cell stimulation produces
localized changes in blood flow
and capillary permeability.

CV system provides nutrients
and removes wastes.

Delivers hormones and
lymphocytes.

Provides heat for skin
temperature.

SKELETAL

Skin synthesizes vitamin D
needed for calcium and
phosphorus absorption.

Skeletal system provides a

framework for skin.

MUSCULAR

Skin synthesizes vitamin D
needed for calcium absorption
for muscle contraction.

Gives shape to and supports
skin.

Contraction of facial muscles
allows communication through
expressions.

DIGESTIVE

by sending more macrophages
and lymphocytes when needed.
RESPIRATORY

Provides oxygen to and removes
carbon dioxide from
integumentary system.

Color of skin and nails can reflect
changes in respiratory system.

Skin synthesizes vitamin D for
calcium and phosphorous
absorption.

Supplies nutrients while skin
stores lipids.

REPRODUCTIVE

Provides sensory receptors for
sexual stimulation.

NEUROLOGICAL

Sensory receptors in dermis to
touch, temperature, pressure,
vibration and pain.

Provides communication with
external environment.

Controls blood flow and sweating
through thermoregulation.

Relationship of the Integumentary System to Other Systems
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approximately 3 months and it is soon replaced.
Eccrine sweat glands begin to function within a month
after birth.The immature sweat glands lead to poor ther-
moregulation. With no functioning apocrine sweat
glands, babies’ skin is less oily than adults’ and lacks
offensive odor. The secretion of sebum by the seba-
ceous glands can result in cradle cap, seborrheic der-
matitis, thick yellow-crusted lesions. Numerous skin
lesions may also be seen on the newborn, such as mon-
golian spots, nevus flammeus (port-wine stains),
capillary hemangiomas (stork bites), hemangioma
simplex (strawberry marks), milia,and erythema tox-
icum neonatorum.

Adolescents

Adolescence is a time of rapid hormonal change that
may affect the integumentary system. During adoles-
cence, the apocrine glands begin to enlarge and func-
tion. At this time, young people develop increased axil-
lary sweating and the potential for a more pronounced
body odor. The sebaceous glands increase sebum pro-
duction and the skin becomes more oily, leading to the
onset of acne. During adolescence, pubic and axillary
hair and male and female body hair patterns become
apparent.

Pregnant Women

During pregnancy, there is increased blood flow to the
skin, particularly to the hands and feet, as peripheral ves-
sels dilate and the number of capillaries increases to dis-
sipate heat. Along with this increased flow, there is an
increase in sweating and sebaceous activity. The skin
thickens and separates with stretching, with the appear-
ance of striae. Hormonal changes result in hyperpig-
mentation. The pigmentary changes occur on the face
resulting in chloasma, on the abdominal midline (the
linea alba becomes the linea nigra) and on the nip-
ples, areolae, axillag, and vulva.

Menopausal Women

During menopause, hormonal fluctuations result in hot
flashes, often accompanied by flushing of the skin and
increased pigmentation. There may be an increase in
facial hair and some degree of scalp hair loss. Chloasma
may occur. The incidence of skin tags increases at
menopause.

Older Adults

With age, the skin atrophies. There is a decrease in pro-
duction of sebum and sweat. The skin becomes drier and
flattens, often becoming paperlike.The elasticity decreas-
es and wrinkles develop. There is a decreased melanocyte

function, so that the hair grays and the skin becomes
more pale. Target areas of increased melanocyte function
result in“age spots.” There is a decrease in axillary, pubic,
and scalp hair. Women may experience increased facial
hair as estrogen function is lost; men experience an
increase in nasal and ear hair growth. The nails grow
more slowly and become thicker and more brittle.
Furthermore, specific skin lesions are more common in
elderly persons, including: actinic keratoses, basal cell
carcinomas, seborrheic Kkeratoses, stasis ulcers,
senile pruritus, and keratotic horns.

People of Different Cultures and Ethnic Groups

Cultural and ethnic variations can readily be seen in the
integumentary system. Genetic factors determine the skin
color. The greater the amount of melanin, the darker the
skin color. Assessing for subtle changes in the skin
becomes more of a challenge the darker the skin color.
The oral mucosa is best for assessing color changes in dark-
skinned people. Also, assessing the sclera for jaundice is
more accurate than assessing the skin in an Asian person.
Fair-skinned persons of Irish, German, or Polish descent
have an increased risk for skin cancer with prolonged sun
exposure. African Americans have a higher incidence of
keloids, pseudofolliculitis,and mongolian spots.

Differences in hair can also be readily seen with dif-
ferent ethnic groups. Asians often have black, straight,
silky hair,and Chinese men have very little facial hair. The
hair texture of African Americans is often thick and kinky.
Cultural variations may also be noted in the amount of
sweat production. For example, Asians produce less
sweat and therefore have less body odor. Be alert to your
patient’s ethnicity when assessing the integumentary sys-
tem; changes may be culturally related rather than an
indication of pathology.

Introducing the Case Study

As a nurse in a community health setting,
you have volunteered to participate as an examiner in
a community skin cancer screening program. Eva
Green, a 48-year-old woman with fair, freckled skin,
presents for a total skin assessment. She states that
several of her relatives have been diagnosed with skin
cancer and she is very much afraid that she might have
it. She goes on to say that because she has always had
very freckled skin that “easily blemishes,” she has diffi-
culty determining what is normal and what should be
a concern. As part of the screening program, you will
complete a health history and physical examination
that focuses on the integumentary system.
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[} Performing the Integumentary

" Assessment

Assessment of the integumentary system includes a com-
prehensive health history and physical examination.The
history identifies any symptoms related to the integu-
mentary system, risk factors for skin problems, and the
presence of diseases in other systems that could con-
tribute to skin problems.The physical examination iden-
tifies the current condition of the integument, including
any abnormal function. Throughout the assessment, be
attentive to signs or symptoms of both actual and poten-
tial problems of the integument.

Health History

The health history includes obtaining biographical data
and asking questions about the patient’s current health,
past health, and family and psychosocial history. It also
involves a review of systems. If you don’t have the time to
perform a complete health history, make sure to at least
perform a focused health history of the integumentary
system.

Focused Integumentary History

If your patient’s condition or time prohibits a detailed

integumentary history, ask the following questions:

m Do you have any changes in your skin, hair, or nails?
(If yes, ask questions following the PQRST format.)

® Do you have any food, drug, or environmental
allergies?

m Do you have any medical problems?

m Are you on any medications, prescribed or over-the-
counter (OTC)?

Biographical Data

Briefly review all biographical data. Identify your patient’s
age; skin function varies by age, and certain skin diseases
are more likely to develop at particular ages. For example,
papules, vesicles, and pustules associated with impeti-
go are mostly seen in children;acne frequently occurs dur-
ing puberty, and plagues and malignancies are more
common in older adults. Your patient’s occupation and
recreational activities can provide clues regarding the
potential for exposures to harmful chemicals, trauma, or
environmental hazards. Exposure to chemicals may cause a
contact dermatitis. Excessive sun exposure from either
work or play may increase the risk for skin cancer. Similarly,
the patient’s living situation can suggest environmental
exposures to factors that might be harmful to the skin.

Current Health Status

If the patient has a specific skin complaint, analyze it as
you begin your history, using the PQRST system. The
major complaints to be alert for include: changes in
moles or other lesions, nonhealing sore or ulcer or chron-
ic irritation, pruritus/itching, and rash, a very common
complaint. Because the integumentary system also
includes the hair and nails, a symptom analysis should
focus on changes in these areas. Generally, the problems
that trigger integumentary complaints are of a stable
nature and not life-threatening, and so you will be able to
proceed with the full history and physical. If the patient
is overly distressed by the symptoms (e.g., severe itching
or fear of malignancy), focus first on the presenting prob-
lem and perform a comprehensive history at a later time.

HELPFUL HINT

* Remember, skin, hair, and nails cells reproduce
rapidly, and so changes are often seen when a
serious acute heath problem occurs or with use of
chemotherapeutic agents.

 Changes in skin, hair, and nails are often seen
with underlying endocrine problems.

Symptom Analysis
Symptom analysis tables for the symptoms described in

the following paragraphs are available for viewing and
printing on the compact disc that came with the book.

Change in Mole or Lesion

Skin cancer is the most common type of cancer, and
changes in a mole (nevus) or skin lesion can often evoke
fear in the patient. Although there are many types of
lesions, most of which are benign, it is important to be
able to detect skin cancer at its earliest stages, when treat-
ment yields the best results. There are three types of skin
cancer: basal cell and squamous cell carcinomas, which
affect the epidermal keratinocytes, and melanoma, which
affects the melanocytes of the basal layer of the epider-
mis. Sun exposure is a risk factor in all types.

The majority of skin cancers are basal cell. Basal
cell carcinomas are directly related to sun exposure, with
90 percent of lesions occurring on the head and neck.
Basal cell carcinomas are easily treated and relatively
benign. Squamous cell carcinoma is often preceded by
actinic keratosis (premalignant macule or papule of
rough, sandpaper texture, caused by excessive UV expo-
sure). Sixty-six percent of these lesions occur on sun-
exposed areas and respond well to treatment. Even
though melanoma occurs less frequently than basal cell
and squamous cell carcinomas, it is the most deadly type
of skin cancer.Congenital nevi and dysplastic nevi may
be precursor lesions to melanoma.
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Age-Related Skin Disorders

AGE DISORDERS

Children Impetigo

Atopic dermatitis or eczema
Pityriasis rosea

Juvenile plantar dermatosis
Rashes secondary to bacterial or
viral infections

Pediculosis capitis

Varicella

Acne

Pityriasis rosea

Tinea versicolor

Psoriasis

Seborrheic dermatitis
Malignant melanoma
Herpes simplex virus type 2
(HSV-2)

Tinea cruris

Seborrheic interigo

Rosacea

Actinic keratosis

Seborrheic keratosis

Basal cell carcinoma
Squamous cell carcinoma
Xerosis

Herpes zoster

Nummular eczema/dermatitis
Scabies

Insect bites, poisonous plants
Contact dermatitis

Herpes zoster

® Tinea pedis

Adolescents/
Young Adults

Adults

Older Adults

Children and
Adults

Unfortunately, there are usually no symptoms asso-
ciated with skin cancers unless the lesion has metasta-
sized regionally or distantly. In these cases, various symp-
toms might be present related to whether a lesion, for
instance a malignant melanoma, had metastasized to
another organ such as the bowel, lung, liver, or brain.

Nonhealing Sore or Chronic Ulceration

When your patient’s history includes a sore that won’t
heal or a chronic ulceration, the routine symptom analy-
sis questions will provide a good picture of the lesion
and any previous self-treatment applied. Keep in mind
that a nonhealing wound or chronic irritation is often
associated with an underlying disease. The most com-
mon types of nonhealing wounds or chronic skin ulcer-
ations are caused by vascular disease or pressure or by
diabetes.

Pruritus

Pruritus is severe itching. It may be localized or general-
ized and caused by a dermatologic problem or underly-
ing systemic problem. Pruritus is often accompanied by a
rash. Itching, when not associated with a rash, may be
indicative of significant systemic disease or simply dry
skin.

Itching arises from free nerve endings (nonmyeli-
nated), which are especially abundant in the flexor
aspects of the wrist and ankles. It occurs as a result of a
spinal reflex and external stimuli, such as heat, dryness,
inflammation, and vasodilation. Psychological factors,
such as depression, can influence the perception of itch-
ing, which explains the varied responses to it.A thorough
symptom analysis will help you to pinpoint the underly-
ing cause.

Rashes

Rashes, like itching, may be localized or generalized,
acute or chronic, and caused by an obvious dermatologic
problem or an underlying systemic problem.A thorough
symptom analysis will help you to pinpoint the problem
and direct your physical assessment.

Seasonal Skin Disorders

Certain skin disorders are more common during one
time of year than others. Seasonal skin problems include
those caused by temperature fluctuations, air humidity,
and exposure to contaminants. It is important to remem-
ber, however, that although these problems may be more
common at certain times of the year, they may appear at
any time.

[ |
Seasonal Skin Disorders

SEASON SKIN DISORDERS

Spring Pityriasis rosea
Chickenpox

Acne flare-ups

Contact dermatitis

Tinea

Candida

Impetigo

Insect bites

Senile pruritus/winter itch
Pityriasis rosea

Urticaria

Acne flare-ups

Contact dermatitis of hands
Senile pruritus/winter itch
Psoriasis

Eczema

Summer

Fall

Winter
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Hair Changes

Hair loss (alopecia) is probably the most distressing
change in hair that can occur because of its cosmetic
effect.Alopecia not only refers to scalp hair but also to
body hair. Normally hair growth is cyclical, with 85 to
90 percent of scalp hair in the growth phase (ana-
gen), and the remaining 10 to 15 percent in the rest-
ing phase (telogen). Scalp hair grows about 0.25
mm/d, and about 100 strands of hair are lost per day.
Hair loss can occur for many reasons. Alopecia can be
classified as scarring or cicatricial (resulting from
injury such as burns, radiation, or traction with irre-
versible damage to the hair follicles) and nonscarring
or noncicatricial (resulting from hormonal changes,
medications, infectious diseases, or thyroid disease, in

which the follicles remain intact with a potential to
reverse the process).

Nail Changes

Changes in the nails also often reflect an underlying sys-
temic problem.Changes in color and texture are frequent
complaints.A symptom analysis will help you identify any
underlying problems.

Past Health History

The past health history allows you to determine what ill-
nesses or problems the patient has had in the past, includ-
ing those related to the skin, hair,or nails. It additionally per-
mits you to determine episodes of illnesses involving other
systems that might have an impact on the integument.

Past Health History

RISK FACTORS/QUESTIONS
TO ASK

RATIONALE/SIGNIFICANCE

Childhood Illnesses

® Do you have a history of infectious diseases such as
chickenpox or rubella?

® Did you have asthma or allergies as a child?

® Did you have frequent skin problems or chronic skin
illness?

Surgery/Injuries

m Have you ever had surgery, biopsies, or a major
traumatic injury?

Hospitalizations/Diagnostic Procedures
m Have you have been hospitalized or had procedures
such as electrophysiological studies or scans?

Allergies

m Are you allergic to foods, drugs, chemicals, or
environmental agents? If yes, what type of reaction?

Other Medical Problems

m Do you have a history of skin cancer, eczema, or psoriasis?

® Do you have a history of asthma?

m Do you have a history of diabetes, thyroid disease,
respiratory disorders, liver disease, or heart disease?

m Explains scarring from rashes and degree of immunity
for diseases that have skin eruptions.

m History of asthma/allergic disorders commonly
associated with skin problems such as eczema or
psoriasis.

m Explains scarring or chronic changes to skin and
potential for recurrence.

m History of surgery/trauma helps explain scars. Keloids
may also develop on scar tissue.

® Biopsies may signal history of skin cancer or other
malignancies associated with skin changes.

m Helps identify previous disorders that might be
associated with skin condition.

m History of diagnostic procedures provides information
on major problems that might influence integumentary
system.

m Skin changes are often related to substances that are
ingested, applied, or come into contact with skin.

m Consider potential for recurrence.

m Often associated with atopic problems including atopic
dermatitis, psoriasis.

m May be reflected in skin’s appearance. Diabetes causes
poor wound healing; hyperthyroidism, moist skin and skin
necrosis; hypothyroidism, dry, scaly skin, hair loss, brittle
nails and transverse ridges; chronic lung disease, cyanotic
color changes; liver disease, jaundice and itching; and
cardiovascular disease, color changes, edema, leg ulcers.
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RISK FACTORS/QUESTIONS
TO ASK RATIONALE/SIGNIFICANCE

Exposures to Infectious or Contagious IlInesses

m Have you recently been exposed to any infectious or m Impetigo, chickenpox, herpes, and other contagious
contagious disease? disease cause skin rashes.
m Have you been exposed to anyone with lice or scabies? m Exposures to infestations can cause skin and hair
problems.

Immunizations
®m What immunizations have you had; for example, mumps, m |dentifies likelihood of immunity against vaccine-

mealses, rubella (MMR), varicella, hepatitis A and B? preventable diseases that have associated skin
changes.
Medication
m Are you taking any prescribed or OTC medications? m Any medications can cause adverse skin reactions and
m Do you use recreational drugs? allergic dermatitis. See Drugs That Adversely Affect the

Integumentary System.

m Antimalarials may cause pigmentary changes; many
others result in photophobia, rashes, or other skin
effects.

m Use of specific medications points to diseases of
other organs that may be associated with skin
changes. For instance, insulin indicates a diagnosis of
diabetes.

m Provides information on patient’s understanding of
currently prescribed treatments.

Drugs That Adversely Affect the Integumentary System

DRUG CLASS DRUG POSSIBLE ADVERSE REACTIONS
Corticosteroids ®m Methylprednisolone, m Urticaria, skin atrophy and thinning, acne, facial
prednisone, dexamethasone erythema, striae, allergic dermatitis, petechiae,
ecchymoses.

m Corticotropin (ACTH) m Urticaria, pruritus, scarlatiniform exanthema, skin
atrophy and thinning, acne, facial erythema,
hyperpigmentation.

Anticonvulsants m Carbamazepine m Pruritic rash, toxic epidermal necrolysis, Stevens-

Johnson syndrome.

® Lamotrigine ® Same as Carbamazepine.
® Valproic acid m Alopecia.
® Phenytoin m Morbilliform (measles-like) rash, hirsutism.
m Ethosuximide m Urticaria, pruritic (itchy) and erythematous (reddened)
rashes
Antimalarial m Chloroquine ® Pruritus; pigmentary skin changes, eruptions resembling
lichen planus (with prolonged therapy).
Antineoplastic m Bleomycin m Skin toxicity may be accompanied by hypoesthesia that
Agents may progress to hyperesthesia, urticaria, erythematous
swelling, hyperpigmentation, patchy hyperkeratosis,
alopecia.
® Busulfan m Cheilosis, hyperpigmentation, urticaria, dry skin,
alopecia, anhidrosis (absent or deficient sweating).
m Cyclophosphamide m Skin and fingernail pigmentation, alopecia

(continued)
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Drugs That Adversely Affect the Integumentary System (continued)

DRUG CLASS

DRUG

POSSIBLE ADVERSE REACTIONS

Barbiturates

Cephalosporins

Gold Salts

Phenothiazines

Sulfonamides

Tetracyclines

Pentobarbital, phenobarbital

Cefazolin, cefoxitin,
cefuroxime, ceftriaxone,
cefotaxime, and others in this
class

Auranofin, gold sodium
thiomalate

Nonsteroidal Anti- m Diflunisal
Inflammatory
Agents m [buprofen
m Sulindac
Oral Antidiabetic m All types
Agents
Penicillins m Amoxicillin, ampicillin,

dicloxacillin, penicillin G
potassium, penicillin V
potassium, piperacillin,
ticarcillin, nafcillin
Chlorpromazine, thioridazine,
trifluoperazine, and others in
this class

Sulfamethoxazole,
sulfasalazine, sulfisoxazole

Demeclocycline, doxycycline,
minocycline, tetracycline

Miscellaneous m Allopurinol
Agents
m Captopril
® Griseofulvin
m [sotretinoin
m Oral contraceptives (estrogen)

Thiazide and loop diuretics
Lithium
Warfarin

m Urticaria; maculopapular, morbilliform, or
scarlatiniform rash.
® Rash, pruritus, urticaria, erythema multiforme.

m Rash, pruritus, alopecia, photosensitivity, urticaria.

® Rash, pruritus, erythema multiforme, Stevens-Johnson
syndrome.

® Rash, erythema multiforme, Stevens-Johnson
syndrome.

® Rash, pruritus, photosensitivity, erythema multiforme,
Stevens-Johnson syndrome.

® Photosensitivity, various skin eruptions.

m Urticaria, erythema, maculopapular rash, pruritus.

m Dermatoses, pruritus, marked photosensitivity, urticaria,
erythema, eczema, exfoliative dermatitis.

® Rash, pruritus, erythema nodosum, erythema
multiforme, Stevens-Johnson syndrome, exfoliative
dermatitis, photosensitivity.

® Photosensitivity.

® Pruritic maculopapular rash, exfoliative dermatitis,
urticaria, erythematous dermatitis.

m Maculopapular rash, pruritus, erythema.

® Rash, urticaria, photosensitivity, erythema multiforme
or lupus-like syndrome.

m Alopecia, photosensitivity, hirsutism, pruritis, urticaria.

m Chloasma or melasma, rash, urticaria, erythema.

® Photosensitivity.

m Acne, alopecia.

m Skin necrosis.

Family History

The family history allows you to determine what, if any,
integumentary problems are common to the patient’s
family members. Diseases of the integument are as likely
as others to have a familial predisposition. The history

also helps to identify familial diseases that directly affect
other systems and that might have some affect on the
skin. This portion of the history also begins to explore
the potential for problems stemming from the patient’s
living environment.
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RISK FACTORS/QUESTIONS TO ASK RATIONALE/SIGNIFICANCE

Skin Disorders
m Do you have a family history of skin cancer, psoriasis, or m |dentifies familial predisposition for skin disease that

eczema? can be inherited.
Cardiovascular Disorders
m Do you have a family history of heart anomaly, output m |dentifies familial disorders that might affect skin.

disorders, or peripheral vascular disease?

Pulmonary Disorders

® Do you have a family history of asthma or other chronic
lung diseases?

Gastrointestinal Disorders

m Do you have a family history of liver or gallbladder disease?

Endocrine Disorders

® Do you have a family history of diabetes or thyroid
disorders?

Immune Disorders

m Do you have a family history of allergies or autoimmune = Identifies familial tendencies and environmental
diseases such as lupus erythematosus? triggers.

Infectious/Contagious Diseases in Family

m Has anyone in your family recently had an infectious or m |dentifies contagious diseases patient has been
a contagious disorder? exposed to.

Review of Systems

directly affecting many systems can have profound
The review of systems is extremely important when  effects on the integument. The review of systems is also
exploring a complaint related to the integumentary sys-  useful in prompting the patient to identify problems that
tem. It helps you identify problems in other systems that ~ she or he previously felt were not related or worth men-
directly affect the skin, hair, and nails. Health problems  tioning.

Review of Systems

SYSTEM/QUESTIONS TO ASK RATIONALE/SIGNIFICANCE

General Health Survey

m Have you noticed a change in your energy level? m Helps identify problems that are relatively nonspecific
to any one system. Many endocrine and immune
diseases present with this type of complaint.

m Do you have fevers, weight changes, or sweats?

Head, Eyes, Ears, Nose, and Throat (HEENT)

Head/Neck/Throat
m Do you have swollen glands/nodes, congestion, nasal m Swollen glands or nodes may be associated with
discharge, sore throat, or sneezing? infectious or malignant cause of skin problems.
m Congestion and sore throat are common symptoms of
several viral illnesses that typically cause skin changes.
Eyes
m Do you have watery or itchy eyes? m Congestion with watery/itchy eyes is common in atopic

disorders that may be associated with urticaria, eczema,
and other skin problems.
Respiratory
m Do you have a cough, wheezing, tightness in your chest, m Chronic lung disorders such as emphysema and bronchitis
or difficulty breathing? may limit oxygenation to the point of cyanosis.
m Reactive airway disease (asthma) may be associated
with atopic disorders of the skin.

(continued)
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Review of Systems (continued)

SYSTEM/QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

Cardiovascular

® Do you have pain in your legs when walking (claudication),
shortness of breath, difficulty breathing (dyspnea), chest
pain, or palpitations?

Gastrointestinal

m Do you have abdominal pain, loss of appetite,
nausea/vomiting, jaundice, changes in bowel habits or
in color of stool?

Genitourinary

® Have you noticed a change in the color of your urine?

® Do you have increased urination or burning?

m Are you incontinent?

Female Reproductive

® When was your last menstrual period? Are they regular
periods?

® Are you pregnant?

m Do you practice safe sex?

m Do you have any vaginal discharge?

Male Reproductive

m Do you practice safe sex?

m Do you have any penile discharge or rashes?

Musculoskeletal
® Do you have joint pain, swelling, or redness?

Neurological
® Do you have numbness, tingling, or burning?

Immune/Hematologic
® Do you have any bleeding disorders, or are you on any
anticoagulants?

® Are you on any immunosuppressive drugs?

® Do you have any immune disorders?

m Dyspnea, palpitations, and chest pain are seen with
cardiac disease and result in poor output, which
contributes to cyanosis.

m Claudication is common in vascular disorders and results
in discoloration, hair loss, and ulceration of skin over
lower extremities.

® Abdominal pain, anorexia, nausea, changes in bowel
habits and clay-colored stools occur with liver diseases.
m Liver disease can result in jaundice and pruritus.

m Dark orange urine is often seen with obstructive jaundice.

m Urinary tract infections (UTIs) are frequently seen in
type 2 diabetes, which can lead to skin changes.

m Can cause dermatitis.

m Menstrual irregularities are often found in endocrine
disorders, including hypothyroidism and glucose
intolerance.

® Pregnancy may explain localized changes in skin
pigmentation.

m Unprotected sex increases the risk for sexually
transmitted diseases (STDs).

m Discharge may be associated with STD and may also
cause skin lesions of genitalia or other skin.

m Unprotected sex increases the risk for STDs.
m Discharge may be associated with STD, which may also
cause lesions on genitalia or other skin.

®m Common in some autoimmune disorders such as lupus
and in infectious syndromes, such as Reiter’s syndrome,
that affect the skin.

m Gout is associated with development of tophi, uric acid
deposits beneath the skin

m The altered sensation found in neuropathic disorders can
predispose to skin injuries. Altered sensation is also found
in some neurological disorders that result in skin dryness.

m Bleeding disorders or use of anticoagulants may result
in vascular lesions such as petechiae, purpura, and
ecchymosis.

B Immunosuppressive drugs can cause skin changes. For
example, steroids can cause acne, decreased wound
healing, ecchymosis, thinning of skin, hirsutism and
petechiae.

® Immune diseases such as lupus or human
immunodeficiency virus (HIV) often have skin
manifestations, such as Kaposi's sarcoma.
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SYSTEM/QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

Endocrine
m Do you have increased thirst, frequent urination,
fatigue, or weight loss?

m Have you gained weight?
m Do you have energy loss or dry skin?

m Polyuria, polydipsia, polyphagia, fatigue and weight loss
are common symptoms in diabetes, which alters the
healing ability of the skin and promotes other changes
through alterations in circulation and sensation.

m Fatigue and weight gain are commonly found in hypo-
thyroid disorders, which result in dry skin and pruritus.

Psychosocial Profile

The psychosocial profile serves several purposes. It pro-
vides important information regarding dietary and other
habits, as well as occupational, social, and recreational

activities that could influence the condition or health of
the skin, hair, and nails. It provides an opportunity to
explore the patient’s self-care and social activities, which
may identify his or her response to an integumentary sys-
tem problem.

Psychosocial Profile

CATEGORY/QUESTIONS TO ASK

RATIONALE/SIGNIFICANCE

Health Practices and Beliefs
m Do you get yearly physical exams?

m Do you examine your skin regularly for any unusual
lesions, or changes in moles?

Self-Care Activities

m Do you use sunblock? If yes, number?

m Do you go to tanning salons? If, yes how often?

m Do you use protective eyewear? Do you wear
sunglasses?

m How often do you bathe and shampoo your hair? What
products do you normally use? Do you use detergents or
hair dyes?

m How do you care for your nails?

m How often do you have manicures or pedicures?

Typical Day

m How would you describe your typical day?

Nutritional Patterns
m What did you eat and drink in the past 24 hours?

m What is your usual fluid intake?

m What dietary supplements do you use?

m Determines if your patient takes preventive measures
concerning skin care.

m Health promotion activities such as annual exams, self-
examinations, and use of sunblock are proactive measures.

m Helps determine health promotion and protective
patterns.

= May identify teaching needs.

m Certain products or overuse of products can result in
altered integrity or appearance of the skin, hair, and
nails.

m Poor hygiene can also alter skin, hair, and nail integrity.

m |dentifies frequent exposure to chemicals, light, or
temperature variations that affect skin.

m Nutritional deficits and inadequate hydration can affect
the skin.

m Anorexia nervosa can cause loss of hair and blotchy,
sallow skin.

m Diets high in yellow vegetables can cause carotemia
(yellow-orange color of skin).

m Iron deficiency anemia can cause spoon nails and pallor.

m Dehydration can cause dry skin.

(continued)
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Psychosocial Profile (continued)
CATEGORY/QUESTIONS TO ASK RATIONALE/SIGNIFICANCE

Activity/Exercise Patterns

m Do you exercise routinely? m Exercise patterns may explain skin calluses, abrasions,

® What type of exercise do you do? potential for injuries and the need for education
regarding safety and use of protection.

Recreation, Pets, Hobbies

® What type of recreational activities do you do? m Qutdoor activities increase sun exposure and risk for
skin cancers.

m Assess use of protection, such as sunscreens, hats.

® Do you have any pets? What kind? m Allergies are frequently associated with animals. Pets
may also be carriers of fleas and ticks, which can lead to
infestation and skin irritations and disease.

® Do you have any hobbies? m Chemicals associated with some hobbies may result in
contact dermatitis.

Sleep/Rest Patterns

®m How many hours of sleep do you get daily? m Itching and other skin symptoms may result in altered
sleep habits.
® Are you having any sleep problems? m Difficulty sleeping may also help identify other

problems that might be associated with skin changes,
including thyroid or renal diseases.
Personal Habits

® Do you smoke cigarettes? If so, how many/day and for m Tobacco causes vascular impairment with related skin
how many years? changes. Cigarette smoking increases wrinkling of skin,
and nicotine stains fingers and nails yellow.
® Do you use recreational drugs or alcohol? m Alcohol abuse is a contributing factor for liver disease

and related skin changes.
m |llegal drug use increases risk for hepatitis B, HIV,
and other infectious diseases with associated skin

changes.
Occupational Health Patterns
® What type of work do you do? m |dentifies potential risks associated with patient’s
® Are you exposed to chemical irritants? occupation, as well as her or his understanding of

proper use of protective devices and equipment.
Socioeconomic Status
® Do you have health insurance? m Determine available resources for patient and determine
if it has impact on his or her health care.
Environmental Health Patterns

® How would you describe your home environment? ® Important in determining potential for exposures,
including infestations of mites, lice, etc.
® What type of heating and cooling do you use? m Ability to properly heat and cool a home or work setting

influences skin integrity.
Roles/Relationships/Self-Concept

® Do you participate in group activities? m Groups increase risk for contracting contagious diseases.
® Have any changes in your skin, hair, or nails affected m Because skin, hair, and nails are so evident, alterations
your personal relationships? may cause some people to withdraw from or limit

interaction with others.

Stress and Coping

® How much stress do you routinely have? m Stress can trigger changes in skin, hair, and nails.

® How do you cope with stress? m Persons with alterations in the skin, hair, or nails may be
embarrassed about their appearance, and this can add
to usual stressors.




Copyright © 2007 by F. A. Davis.

CHAPTER 10 ASSESSING THE INTEGUMENTARY SYSTEM

Case Study Findings

Reviewing Mrs. Green’s

Biographical data:

B 48-year-old woman, married, with two adult
children (27 and 22 years old).

B Works part-time in retail sales.

B Born in the United States, of English-Scottish
descent.

H Protestant religion.

B Husband is accountant and provides health
insurance through his employer.

Current health status:

B Feels she is in very good health. No current
problems.

B Has recently started taking estrogen and
progesterone (Prempro) daily for menopause
symptoms. Is tolerating therapy well.

B Occasionally takes aspirin or acetaminophen
for headache or back and shoulder
discomfort, but not monthly.

Past health history:

B Usual childhood diseases, without sequelae.

B One miscarriage at 10 weeks’ pregnancy, age 22.

B Hospitalized for two childbirths, with

uncomplicated vaginal deliveries and a

cholecystectomy 2 years ago.

No history of allergies, skin disorders.

No recent exposures to persons with

infections.

B Unsure about immunization status. Received
all immunizations in youth, but cannot recall
later tetanus, others.

Family history:

B Mother died of breast cancer at age 65, had
previously had two basal cell lesions removed.

B Brother (45) has hypertension and a history of
childhood asthma.

B Father (73) has“borderline high blood
pressure”and adult-onset diabetes but is in
generally good health. He also had two basal
cell cancers on his face and has several “sun
spots.”

B Two older siblings (49 and 50) are in generally
good health, although one had a small
malignant melanoma between two toes, which
was surgically removed 3 weeks ago, with no
lesions or spread detected.

B Children are both in good health.

Review of systems:

B General Health Survey: Feels well overall.

B Integumentary: Skin is somewhat dry; itches
occasionally. No sores or rashes. Reports no
changes in hair and nails.

B Head, Eyes, Ears, Nose, and Throat (HEENT):

Runny nose/itchy eyes.

B Respiratory: No shortness of breath,
congestion, cough.

B Cardiovascular: No chest pain.

B Gastrointestinal: No abdominal discomfort,

nausea, change in bowel pattern.
B Genitourinary: No urinary problems.

B Reproductive: Last menstrual period was
about 1.5 years ago. Before that they were
regular until the final year, when they
fluctuated a little.

Musculoskeletal: Joint pain (except mild after
extensive gardening).
Neurological: No dizziness.

Psychosocial profile:

B She bathes or showers daily, usually with very
warm water. She shampoos her hair every
other day and rarely uses any hair spray,

mousse, or other products. She keeps her nails
closely filed and wears clear polish. She wears

cosmetics daily and has never had problems
tolerating any brand. She colored her hair in
the past, but does not do so at this time.

M She is often out in the Florida sun as she walks

and gardens, but only occasionally wears
sunscreen. She does not reapply the product
when she has been out for an extended time,
which often occurs. She thought that skin

cancer was something she would worry about

in old age; however, now that her sister has
had skin cancer she has been worried about
any damage she may have done to her skin.

B Typical day starts at 7 A.m., when her alarm
awakens her. On days when she works (2 to 3
days a week), she showers, dresses, eats
breakfast, then works from 9 A.M. to 5 pm. On
her off days, she cleans her house, works in
the yard/garden when weather permits, and
just “keeps busy” until about 5 p.m. She then
fixes dinner and watches TV or does

needlework in the evening. She generally goes

to bed at 10:30 to 11:00 p.m.

B She eats three meals daily, including foods from

all categories. She feels that she should lose 10
to 15 Ib, which she has gradually gained over
the past 10 years. She tries to remember to
drink several glasses of water daily, but

sometimes only drinks one or two 8-0z glasses.

B Gardening is one of her main forms of
exercise. She also walks 2 or 3 miles a day,
three or four times a week.

B She sleeps very well, with rare interruptions
to void (two to three times per week).
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Case Study Findings (continued)

B Her only medications are those mentioned
earlier. She drinks 1 cup of coffee and 4 to 5
glasses of iced tea daily. She rarely drinks
colas. She has never smoked but used to be
exposed to cigarette smoke until her husband
quit 5 years ago. She does not drink alcohol or
use recreational drugs.

B She is not exposed to chemicals or unusual
environmental situations at work. She uses
various chemicals in her gardening (fertilizers,
pesticides, weed Killers) and doesn’t always
wear gloves, masks, or other protective
equipment.

B She has no pets. She has lived in her current
home, a ranch style, for 12 years.The home is
very adequate for her needs, and has central
heat and air conditioning.

B She enjoys meeting customers at work and
has several close friends with whom she often
has lunch or shops. She and her husband have
a very close and caring relationship. She has
good relationships with her two children, who
live nearby. Her father and siblings live 600
miles away, but she sees them two or three
times a year for an enjoyable visit. She is not
currently involved in any specific community
group and rarely attends church.

Case Study Evaluation

Before you proceed with the physical examination
of the skin, hair,and nails, document the key informa-
tion you have learned from Mrs. Green’s health history
and the integumentary history related to her.

=» CRITICAL THINKING ACTIVITY #1

What history findings put Mrs. Green at risk for skin
problems?

5» CRITICAL THINKING ACTIVITY #2

What strengths can you identify that will help Mrs.

Green adapt to or prevent skin disorders?

Physical Assessment

Once you have taken the history, proceed to collect objec-
tive data through your physical examination. Even though
the skin, hair,and nails are easily accessible and we look at
them every day, you still need to be very objective and
attentive to details that could easily be overlooked.

Approach

The techniques used in the examination of the integu-
ment are inspection and palpation. As you conduct the
assessment, along with your sense of sight and touch, use
your sense of smell to note any unusual odors. It is impor-
tant to inspect all areas of skin, including intertriginous
areas, which lie between or under folds of skin.
Throughout the examination, compare symmetrical
parts. Also be aware of the “feel” of the skin, hair, and
nails.You can inspect the skin in one of three ways:

1. Using a head-to-toe approach.

2. Observing all skin on the anterior, posterior, and lat-
eral surfaces of the body.

3. Inspecting the skin by regions, as you examine the
cardiovascular, respiratory, and other systems.

Regardless of your approach, a complete examina-
tion is necessary,and a systematic approach will help you
avoid omissions. During the examination, keep in mind
the underlying structures or organs because they may
explain changes in the overlying skin. Also compare
exposed with unexposed areas. Variations might be signs
of “wear and tear,” poor alignment, or injury, or they may
indicate the need for further history.

@ TOOLBOX

The tools necessary for this assessment include
gloves, a flexible transparent ruler, a marker, a pen-
light, a glass slide, and a magnifier. Good overall
lighting is important. The examination area must be
adequately screened to provide privacy, and the per-
son must be adequately covered or draped with only
the area being immediately examined exposed at any
particular time. Also make sure the room temperature
is comfortable. Examination in an overly warm or cold
environment may alter the skin’s condition. For exam-
ple, if the room is cold, it can change the surface tex-
ture of the skin or lead to peripheral cyanosis; if the
room is too warm, the skin may become flushed.

Performing a General Survey

A general survey of the integumentary system is typically
done while obtaining the health history. Be attentive to
any signs that suggest alterations in the integrity of the
skin, hair, and nails. During the early observation phase,
note general skin coloring, as well as any obvious varia-
tions by region. Coloring is a highly variable feature, even
among people of the same race or ethnic background.
Variations can indicate sun or chemical exposure, emo-
tional responses, illness, or just a personal characteristic.
Also observe the general distribution of the hair, includ-
ing its condition, color, and sheen. Note the general con-
dition of the nails. The examination also relies on your
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sense of smell and touch. Be attentive for any unusual
odors.As you shake the patient’s hand or take vital signs,
check the temperature and moisture of the skin.

In addition, consider the patient’s overall skin con-
dition in comparison with her or his stated age. If the
skin appears chronologically older, it may have been
aged by chronic illness, substance use, or environmental
exposures. Exposure to sunlight increases the risk of
malignancy; exposure to chemicals increases the risk for
various forms of dermatitis.

Also do the following:

m Determine the patient’s overall nutritional status. Signs
of nutritional deficiencies are often evident on inspec-
tion of the skin, hair, or nails.

m Note the patient’s apparent emotional status.This pro-
vides insight into his or her ability to cope with any
real or perceived disfigurement associated with alter-
ations in the integument. It may also suggest the likeli-
hood that lesions might be self-inflicted.
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m Be aware of the patient’s overall body habitus—
weight distribution, posture, and muscle mass. Besides
providing information on nutritional status, this sug-
gests other health problems that influence the skin.
For instance, a person who has truncal obesity and a
tripod posture (sitting leaning forward on elbows)
may have chronic lung disease requiring systemic cor-
ticosteroid treatment. Lung disease may be reflected
by nail clubbing and cyanosis; corticosteroid therapy
may cause the skin to thin and become friable.

m Obtain the patient’s vital signs. Elevations in tempera-
ture may indicate an infection that might be accompa-
nied by a rash or other skin lesion.

Performing a Head-to-Toe Physical Assessment

Next, do a head-to-toe survey, checking for more specific
signs of diseases affecting other organ systems that might
alter the skin, hair, or nails.

Performing a Head-to-Toe Physical Assessment

SYSTEM/NORMAL FINDINGS

ABNORMAL FINDINGS/RATIONALE

General Health Survey
INSPECT
m Awake, alert, and oriented.

m Memory intact. Able to provide adequate history.

HEENT

Head

INSPECT/PALPATE

m Facial movements symmetrical

Neck
m No neck vein distention

m No unexplained hypertrophy of neck accessory muscles

m No palpable or visible cervical nodes

m Thyroid not palpable

m Confusion and irritability: May indicate hypoxia due to
cyanosis.

m Inability to recall information/provide history: May
indicate neurological disorders that cause impaired
judgment and altered sensation, placing skin at risk for
injury.

m Lethargy/somnolence: May indicate a variety of disorders
including disease of thyroid, liver, kidney, or cardiovascular
or neurological systems, which may be reflected in skin.

m Facial expression and movements often reflect
neurological or psychological diseases. For example,
pruritus may be associated with depression and neurotic
excoriations. Depression may also show in the client’s
facial expression.

m Neck vein distension: Altered cardiac function that
could be reflected with cyanosis of skin.

m Hypertrophy of neck muscles: Normal in a person who
lifts weights. Otherwise, suggests chronic pulmonary
disease, with potential for cyanosis or ruddy skin.

m Palpable/visible nodes: May indicate infectious process
or malignancy that could cause skin rashes, pruritus.

m Palpable thyroid: Hyper- or hypothyroidism, both of
which cause integumentary changes.

(continued)
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Performing a Head-to-Toe Physical Assessment (continued)

SYSTEM/NORMAL FINDINGS

ABNORMAL FINDINGS/RATIONALE

Eyes
m Clear and bright; no lesions or edema

Nose/Throat
m Nares patent, nasal mucosa pink, no nasal drainage, oral
mucous membranes pink

Respiratory

INSPECT/PALPATE/PERCUSS/AUSCULTATE

m Respiratory rate within normal limits. Respiratory
movements symmetrical and unlabored.

m Breath sounds clear without adventitious sounds.

m Percussion tones resonant and palpable. Fremitus within
normal range.

Cardiovascular
INSPECT
m Extremities pink, warm, and dry, +2 pulses, no edema.

AUSCULTATE

m Radial and apical pulses within normal limits. S; and S,
present and regular. No extra or adventitious heart
sounds.

Gastrointestinal

INSPECT/PALPATE

m Abdomen round, soft, nondistended, nontender, no
organomegaly, positive bowel sounds.

Reproductive

INSPECT

m External genitalia pink, intact, no lesions.

Musculoskeletal/Neurological
m Grade 5 muscle strength, no atrophy, sensations intact,
+2 deep tendon reflexes (DTR).

m Sclera icterus (yellow sclera): Jaundice.
m Exophthalmos: Hyperthyroidism with associated skin
changes.

® Red, swollen mucous membranes: Allergy or infection.
Infections such as streptococcal infection or
mononucleosis can cause a macular rash.

m Tachypnea: Respiratory distress.

m Asymmetrical or labored respiratory movements:
Pneumothorax or chronic restrictive lung diseases.

m Crackles, wheezes, rhonchi, or bronchial breath sounds:
Altered pulmonary function.

m Dull percussion tones/increased fremitus: Consolidation
within pulmonary tissue.

m Hyperresonant percussion tones and decreased/absent
fremitus: Emphysemic changes.

m All of these respiratory alterations have the potential to
impair oxygenation and cause cyanosis. Chronic
cardiopulmonary disease with hypoxia can result in
clubbing.

m Thin, shiny, hairless, cool skin with decreased pulses:
Arterial insufficiency.

m Peripheral edema, leathery skin with cyanosis and
brownish discoloration: Venous insufficiency.

m Tachycardia: Respiratory with impaired oxygenation,
causing cyanosis.

m |rregular heart rate/extra or adventitious heart sounds:
Cardiovascular disease impairs cardiac output and/or
peripheral oxygenation, causing altered skin
appearance and integrity, such as diaphoresis and
Cyanosis.

m Hepatomegaly: May cause jaundice and pruritus.

m Genital warts (acuminatum condyloma): human
papillomavirus.
m Burning, itching, vesicles: Herpes simplex Il.

m Decreased sensation/DTR: Associated with neuropathy,
which increases risk for injury to skin.
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AREA/SYSTEM

General

HEENT
Head and Neck

Eyes

Ears, Nose and

Throat

Respiratory

Cardiovascular

Gastrointestinal

Genitourinary/
Reproductive

Musculoskeletal

Neurological

Endocrine

Immune/
Hematologic

SUBJECTIVE DATA

Ask about:

Changes in energy level
Weight changes

Fevers

Ask about:

Lumps or swelling in neck

Difficulty swallowing

History of endocrine
problems

Ask about:
Watery eyes and allergies
Changes in eye color

Ask about:

Ear, throat or sinus
infections

Sore throats

Nasal discharge

Ask about:

Cough, breathing difficulty

History of respiratory
disease

Ask about:

History of cardiovascular
disease

Leg pain

Ask about:

History of liver disease

Nausea/vomiting, loss of
appetite

Change in stool to clay
color

Ask about:

Changes in urine color
Urinary tract infections
Incontinence

History of STDs
Safe-sex practices

Ask about:
History of joint disease,
rheumatoid arthritis

Ask about:
Loss of sensation

Ask about:
History of thyroid disease,
diabetes

Ask about:

Immune disorders

Use of immunosuppressive
drugs

Bleeding

Use of anticoagulants or
aspirin

Assessment of Integumentary System’s Relationship to Other Systems

CHAPTER 10 ASSESSING THE INTEGUMENTARY SYSTEM

Ko

AREA/SYSTEM

General

HEENT
Head and Neck

Eyes

Ears, Nose
and Throat

Respiratory

Cardiovascular

Gastrointestinal

Genitourinary/
Reproductive

Musculoskeletal

Neurological

Immune/
Hematologic

OBJECTIVE DATA

Inspect for:

Signs of distress
Measure:

Vital signs

Height and weight

Inspect for:

Facial expression

Neck vein distention
Enlarged accessory muscles
Palpate for:

Lymph node enlargement
Thyroid gland enlargement

Inspect for:
Red eyes
Icteric eyes

Inspect for:
Red, swollen nasal and oral
mucous membranes

Inspect for:

Signs of hypoxia

Asymmetrical chest
movement

Auscultate for:

Abnormal/adventitious
breath sounds

Inspect for:

Signs of impaired circulation

Skin changes in extremities

Palpate for:

Pedal pulses

Edema

Auscultate for:

Irregular rhythms, rates and
extra sounds

Inspect for:

Ascites

Palpate for:

Liver enlargement,
tenderness

Percuss for:

Liver size

Inspect for:
Lesions on external genitalia
skin

Inspect for:

Joint deformity
Decreased ROM

Skin changes over joints

Test for:

Sensory perception
changes, both superficial
and deep sensations

Deep tendon reflexes

Inspect for:
Ecchymoses or petechiae

225
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Performing an Integumentary
Physical Assessment

Once the general survey and head-to-toe assessment are
completed, begin the focused examination of the skin,
hair, and nails, using inspection and palpation. For pur-
poses of simplicity, inspection and palpation are dis-
cussed separately below. However, rather than inspecting
all areas of skin, hair, and nails, and then palpating all
areas and suspicious lesions, you are more likely to
inspect and palpate specific areas almost simultaneously.
As you read the following information, keep in mind that
areas that vary from normal should be explored using
palpation.

Assessing the Skin
Use inspection and palpation to examine the skin.

INSPECTION OF THE SKIN

Inspection

Examine the patient’s skin, noting color, odor,and the pres-
ence of lesions. Once you have determined the patient’s
overall skin coloring, take a moment to decide if the color-
ing suggests something other than a normal variation.

Assessing Color

In addition to alterations in general coloring, it is normal for
various regions of a person’s skin to differ in color, depend-
ing primarily on the amount of exposure to light. These
variations are generally symmetrical. If you notice that one
area—for instance, the shoulders or arms—is darker than
other areas—such as the anterior chest or buttocks—make
sure that the difference is symmetrical or explained. For
instance, a long-distance truck driver’s left arm might be
darker than the right because that arm receives greater sun
exposure during daylight driving hours. (See Skin Color
Variations.)

o Color

ASSESSMENT TECHNIQUES/NORMAL VARIATIONS

B |nspect both exposed/unex-
posed areas for color.

m Differentiate central cyanosis
from peripheral cyanosis by
inspecting oral mucosa and
conjunctiva.

m Gently pull lower eyelids
down to examine conjunctiva.
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INSPECTION OF THE SKIN

Color (continued)

ASSESSMENT TECHNIQUES/NORMAL VARIATIONS

® Uniform skin color with slightly dark-
er exposed areas. Ethnic/racial differ-
ences account for many variations in
skin color. Mucous membranes and
conjunctiva pink.

HELPFUL HINT

When assessing for color changes in dark-skinned
patients, check oral mucous membranes.

ABNORMAL FINDINGS/RATIONALE

® Color changes may be benign or indicate underlying pathology. (See Skin Color Variations.)

9 Odor

ASSESSMENT TECHNIQUES/NORMAL VARIATIONS

® Note unusual odors. ® No unusual odor.

ABNORMAL FINDINGS/RATIONALE

® Unusual body odor: Poor hygiene or underlying m Odors from night sweats: Possible tuberculosis.
disease. If from poor hygiene, may be related to ® Urine odor: Incontinence problem. Stale urine
self-care deficit that warrants nursing intervention. odor may be associated with uremia.

® Odors from excessive sweating (hyperhydrosis): = Mousy odor: Liver disease.

Possible thyrotoxicosis.

9 Lesions

ASSESSMENT TECHNIQUES/NORMAL VARIATIONS

m Differentiate primary and secondary lesions.
m |dentify vascular lesions.
m |f vascular lesions present, gently palpate and note blanching and pulsation.
m Describe ABCD of suspicious lesions. A is for asymmetry, B is for border irregularity, C is for color varia-
tions, and D is for diameter > 0.5 cm.
m No skin lesions.

m No vascular lesions. )
(continued)
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INSPECTION OF THE SKIN

Lesions (continued)

ABNORMAL FINDINGS/RATIONALE

m Classify lesion as primary or secondary.

B Primary lesion is an initial alteration in the skin.
Secondary lesion arises from a change in a primary
lesion.

m A thorough description of lesions should include:
m Morphological (clinical) description:

= Size.
= Shape.
= Color.

= Texture.
= Surface relationship.
= Exudate.
= Tenderness.
m Configuration.
m L ocation and distribution.

m For vascular lesions, also note:

= Pulsations.
= Blanching.

Skin Color Variations

COLOR/CAUSE/

DESCRIPTION EXAMPLE

Bronzing/Tanning

® Addison’s disease/adrenal
insufficiency: Generalized, most
evident over exposed areas.

® Hemochromatosis: Generalized, may
be gray-brown coloring.

Addison’s disease

Tan

® Chloasma: “Mask of pregnancy” (on
face).

m Lupus: Butterfly rash on face.

® Scleroderma: Generalized
tanning/yellowing of skin,
associated with loss of elasticity.

® |chthyosis: With coarse scaliness.

® Sprue: Tan/brown patches of any
area.

| Tinea versicolor: Fawn color or
yellow patchy.

Chloasma

Tinea versicolor
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COLOR/CAUSE/
DESCRIPTION EXAMPLE
Yellow

® Uremia: Generalized.

® Liver disease, such as hepatitis,
cirrhasis, liver cancer, gallbladder
with obstructive jaundice:
Generalized.

® Carotemia: Not found in
conjunctiva or sclera.

Dusky Blue

® Arsenic poisoning: Paler spots on
trunk and extremities.

® Central cyanosis with hypoxia;
peripheral cyanosis from
vasoconstriction: Caused by cold .
exposure or vascular disease. Carotemia Cyanosis

HELPFUL HINTS

« Jaundice from liver disease is
seen in the sclera and con-
junctiva, whereas pseudojaun-
dice—yellow color variations
associated with carotemia—is
seen on the skin but not in the
eyes.

« When differentiating peripheral
cyanosis (caused by vasocon-
striction or decreased circula-
tion) from central cyanosis
(caused by hypoxia), check
the oral mucous membranes
and conjunctiva. Cyanotic
mucous membranes and con-
junctiva indicate a central
process.

Jaundice

o»
C—

H—ﬁu
L = 5 i “i;

Albinism

Pallor

® Anemia: Also on conjunctiva and
mucous membranes.

m Vitiligo: Patchy.

m Albinism: Generalized.

Red

® Polycythemia.

® Erythema: Dilated superficial
capillaries, such as rosacea.

Cherry
m Carbon monoxide poisoning.

Vitiligo Erythema
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Assessing Lesions

The skin should be a continuous tissue, and so note
breaks, erosions, or lesions. Document localized and/or
pigmented variations, including moles, freckles, or vascu-
lar lesions, and examine them closely.

Use a flashlight or penlight and a magnifier to deter-
mine the surface, pigmentary, or border characteristics of
many lesions, particularly when they are small. Besides
providing brighter light to a specific skin area, the pen-
light or flashlight can also be used to shed tangential or
oblique light to a lesion. Tangential lighting will cause
the distal edge of the lesion to cast a shadow if the lesion
is raised. Another use of the light is to transilluminate a
lesion. For very small lesions, you will need either a small-
beam penlight or a transilluminator attachment for an
otoscope or ophthalmoscope. Transillumination of a
raised lesion helps determine whether the lesion is solid
or fluid filled. Fluid-filled lesions have a yellow or pink
glow, whereas solid lesions do not.

Use a transparent ruler with centimeter markings
to measure any lesions you detect. Clean the ruler after
each use, using the method recommended by your facility.
Either the transparent ruler or a glass slide can be used as
a diascope to determine whether or not a vascular lesion
blanches. Press the ruler or slide gently against the lesion,
noting whether it blanches or pales with the pressure.
Vascular lesions are red to purple in color. They may be
caused by an extravasation of blood into the skin tissue
or by visible superficial vascular irregularities.

Always be attentive to the signs of malignant
melanoma when assessing a skin lesion. The warning
signs are easily recalled using the mnemonic “ABCD.”Any
time a patient indicates that a pigmented area has newly
developed or changed significantly from its original
appearance, you must be alert to the potential of malig-
nancy. In addition to malignant melanomas, several other
types of skin malignancies are less aggressive and less
likely to be fatal (Figs. 10.4 and 10.5).

If you detect a lesion, inspect it closely and palpate
it to determine its characteristics. Decide whether it rep-
resents a primary or secondary skin lesion. A primary
lesion is one that appears in response to some change
in the internal or external environment of the skin and is
not altered by trauma. Primary lesions are categorized by
whether or not they are raised and by their overall
dimensions. Different sources use different dimensions
(0.5 or 1.0 cm) to determine the “cutoff” at which a
lesion is given one label or another. This text uses 1.0 cm
as the dimension at which lesions are differentiated.

Secondary lesions result from changes in primary
lesions.They either add to or take away from an existing
primary lesion.

Pressure Ulcers

Pressure ulcers are a type of secondary lesion caused by
unrelieved pressure. Healthy People 2010 has established
a goal of reducing pressure ulcers in nursing homes by

FIGURE 10.4. Moles (nevi). Moles are generally uniformly
tan or brown, round or oval in shape, and have well-defined
borders. Moles tend to look very similar to one another.They
usually start out flat and, with time, become raised. They
should be less than 0.5 cm in diameter.A person many nor-
mally have 10 to 40 scattered moles, which generally appear
above the waist. When a mole changes in appearance, it needs
evaluation, including biopsy, to rule out malignant melanoma.

50 percent to 8 per 1000 residents from 16 per 1000
residents reported in 1997. Assessment begins with
identifying those at risk for pressure ulcer development
and developing a plan to prevent pressure ulcer forma-
tion. If a pressure ulcer develops, assessment focuses on
staging pressure ulcers and developing and evaluating
pressure ulcer treatment plans.

Lesions may also be categorized according to their
pattern, configuration, and distribution.

-«

HELPFUL HINT

Pressure ulcers often develop over bony promi-
nences, such as the sacrum and heels, so inspect
these areas carefully.

P

FIGURE 10.5. Warning signs of malignant melanoma.When
assessing for malignant melanoma, think of the acronym ABCD.
A is for asymmetry, B is for border irregularity, C is for color
variations, and D is for diameter > 0.5 cm.

(text continues on page 240)
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Clinical Description of Lesions

CHARACTERISTIC

SIGNIFICANCE

Size

Shape

Color

Texture

Surface Relationship

Exudate

Tenderness or Pain

® Major determinant of correct category for primary lesions.

® Pigmented lesions are typically <0.5 cm. If larger, consider potential for malignancy.

® Depth of pressure ulcers is major determinant of assigned grade (see Staging
Criteria for Pressure Ulcers, page 239).

® Macules, wheals, and vesicles are circumscribed.

® Fissures are linear.

® [rregular borders are associated with melanoma.

® Varies widely, and many changes are diagnostic of specific skin diseases.

® Variegated-colored lesions may signal melanoma.

m Pustules are usually yellow-white.

® New scars are red and raised; old scars, white or silver.

® Petechiae are red.

® Purpura are red to purplish.

m Vitiligo is white.

® Macules are smooth.

® Warts are rough.

W Psoriasis is scaly.

m Surface characteristics help differentiate potential causes of a change and between
various primary and secondary lesions:
= Flat (nonpalpable): Macules, patches, purpura, ecchymoses, spider angioma,

venous spider.

Raised (palpable) solid: Papules, plaques, nodules, tumors, wheals, scale, crust.

Raised (palpable) cystic: Vesicles, pustules, bullag, cysts.

Depressed: Atrophy, erosion, ulcer, fissures.

Pedunculated: Skin tags, cutaneous horns.

m Clear or pale, straw-yellow exudate: Serous oozing/weeping from noninfected lesion.

® Thicker, purulent discharge: Infected lesion.

m Clear serous exudates: Vesicles, as seen with herpes simplex; or bullae, larger than
vesicles, as seen with second-degree burns.

® Yellow pus exudates: Pustules, as seen with impetigo or acne.

® Tenderness or pain associated with a lesion depends on the underlying cause. May
be associated with bullae from a burn or ecchymoses (bruise).

Vascular Lesions

LESION/CAUSES/
DESCRIPTION

EXAMPLE

Ecchymaosis

m Extravasation of blood into skin
layer.

® Caused by trauma/injury.

® Does not blanch.

Petechiae or Purpura

® Extravasations of blood into skin

® Caused by steroids, vasculitis,
systemic diseases.

® Does not blanch.

I

Ecchymosis Petechiae

(continued)
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Vascular Lesions (continued)

LESION/CAUSES/ EXAMPLE
DESCRIPTION

Venous Star

® Blue color.

® [rregular-shaped, linear, spider.

® Does not blanch.

® Caused by increased pressure on
superficial veins.

Telangiectasia

® Red color.

m Very fine and irregular vessels.

® Blanches.

m Seen with dilation of capillaries.

Spider Angioma

® Red color, type of telangiectasis.

® Looks like a spider, with central
body and fine radiating legs.

® Blanches; seen in liver disease,
vitamin B deficiencies, idiopathic
origin.

Spider angioma

Telangiectasia

Capillary Hemangioma
® Red color.
® Irregular-shaped macular patch.

Port-Wine Stain
m Red color.
m Does not blanch.

m Seen with dilation of dermal
capillaries.

Capillary hemangioma Port-wine stain
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|
Primary Lesions

SURFACE
CHARACTERISTICS LESION EXAMPLE

Flat, Nonpalpable

Examples:
m Cherry angioma .
m Freckle
m Flat mole
® Lentigines
® Melanoma ]
m Petechiae E
m Scarlet fever "/ R
Macule Cherry angioma

® Macule: <1 cm

m Birthmark m Patch: >1 cm
m Café-au-lait spot

® Chloasma

® Mongolian spot

® Port-wine stain

® Tinea versicolor

m Vitiligo

Vitiligo

Palpable, Raised, but

Superficial

Examples:

m Basal cell carcinoma
B Kaposi's sarcoma

® Lichen planus

m Psoriasis

® Raised mole

m Seborrheic keratosis

Mole
Papule

B Papule: <1cm

®

- E

S
Seborrheic keratosis, psoriasis

(continued)
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Primary Lesions (continued)

SURFACE

CHARACTERISTICS LESION EXAMPLE

Raised, Superficial,
Temporary
Examples:

m Allergic reaction
| Hives (urticaria)

B [nsect bite
Wheal/Hive
Transient lesion (hive)
Palpable, Solid With ® Nodule: <2 cm
Depth Into Dermis m f fluid filled and encapsulated, called
Examples: a cyst.

m Bartholin’s cyst

® Erythema nodosum
m Keratogenous cyst
H Lipoma

® Xanthoma

Keratogenous cyst

Cyst
® Tumor: >2 cm

Neoplasm (lipoma)

Palpable, Fluid Filled
Examples:

m Blister

m Contact dermatitis
| Herpes simplex

Herpes simplex

m Vesicle (serous): <1 cm
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SURFACE
CHARACTERISTICS

LESION EXAMPLE

Examples:

m Blister

H Burn

m Contact dermatitis

Examples:

® Acne vulgaris
m Folliculitis

= |mpetigo

m Bulla (serous): >1 cm

Blister

Pustule (pus filled)

| |.l 'j.i . 4 W
- ,Jr o
" t_l._ . --

Acne vulgaris

Secondary Lesions

SURFACE
CHARACTERISTICS

LESION EXAMPLE

Thickening and Scaling
With Increased Skin
Markings

Examples:

m Contact dermatitis

B Eczema

B Lipoma

m Psoriasis

Secondary lesions that add to:

Contact dermatitis

Lichenification .
(continued)
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Secondary Lesions (continued)

SURFACE

CHARACTERISTICS LESION EXAMPLE

Shedding, Dead Skin
Cells; Scales Can Be
Either Dry or QOily,
Adherent or Loose,
Variable in Color
Examples:

m Psoriasis

Psoriasis

Scales

Dried Exudates
Examples:

® Dried herpes simplex
B |mpetigo

Dried herpes simplex

Crust

Replacement Connective
Tissue Formations
Examples:

® Surgical site

B Trauma site

Surgical site

Scar
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SURFACE
CHARACTERISTICS LESION EXAMPLE

Hypertrophic Scarring
Because of Excess
Collagen Formation;
Raised and Irregular
Examples:

B Ear piercing site

m Keloids

m Surgical site

B Tattoo

Keloid

Keloids

Abrasion or Other Loss Secondary lesions that take away from:

That Does Not Extend

Beyond the Superficial

Epidermis

Examples:

® Atopic dermatitis

® Excoriations (scratch
marks)

B [nsect bite

® Scabies

B Stasis dermatitis

® Vascular rupture site

Excoriation from uremic pruritus

Excoriation

Loss of Superficial
Epidermis

Examples:

® Abrasion

m Candidiasis erosion

B Dermatophyte infection
® Fragile skin

B Impetigo

B [ntertrigo

Candidiasis

Erosion

(continued)
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Secondary Lesions (continued)

SURFACE

CHARACTERISTICS LESION

EXAMPLE

Linear Breaks in the Skin

With Well-Defined

Borders, May Extend to

the Dermis

Examples:

m Athlete’s foot

m Cheilitis

® Hand dermatitis
(chapped hands)

m Syphilis

Fissure
Irregularly Shaped Loss
Extending to or Through
the Dermis; May Be
Necrotic
Examples:
® Pressure ulcer
| Stasis ulcer

Ulcer
Thinning of Skin With
Transparent Appearance
and Loss of Markings
Examples:
m Aging
m Arterial insufficiency
® Topical corticosteroids

Atrophy

Stasis ulcer

Aging

ALERT

Extensive undermining often occurs, extending
through the dermal layer to the bone. The visible
pressure ulcer may be only the tip of the
iceberg.

Risk Factors for Pressure Ulcers

® Impaired mental status

® Impaired nutritional status

m Sensory deficits

® Immobility

® Mechanical forces

® Shearing and friction

m Increased by temperature

m Excessive exposure to moisture from bodily
secretions, such as urinary and fecal incontinence
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Staging Criteria for Pressure Ulcers

STAGE APPEARANCE CHARACTERISTICS

Nonblanchable erythema of intact skin; indicates potential
for ulceration.

Partial-thickness loss involving both epidermis and dermis.
Ulcer is still superficial and appears as a blister, abrasion or
very shallow crater.

1 Full-thickness loss involving subcutaneous tissue. Ulcer may

extend to but not through fascia. A deep crater that may
undermine adjacent tissues.

Full-thickness loss with extensive involvement of muscle,
bone, or supporting structures. This deep ulcer may involve
undermining and sinus tracts of adjacent tissues.

Ulcers that are covered with eschar cannot be staged
without débridement.
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Palpation

After inspecting the skin, explore any findings through
palpation. Palpation is used to determine the skin’s tem-
perature, moisture, texture, and turgor. It can also help to
determine whether a localized lesion is raised, indented,
or pedunculated and its surface characteristics.

As you palpate for temperature, you will find that
the dorsal part of your hands and your fingers are most
sensitive to temperature variations. Remember to wear
gloves when palpating any potentially open areas of the
skin.

Pattern and Configuration of Lesions

PATTERN

DESCRIPTION

EXAMPLE

ROUND/OVAL

rubella.

m Coin or oval-shaped, as in
nummular eczema.

DISCRETE e . ° m Lesions that remain separate and
* o O N ¢ apart are common in many skin
° ® L] disorders. Moles (nevi) are an
b ° e o o °
¢ L, . ° example.
. [ ° ) [ °
([ Py o © g
o o Py ° 00 ®
GROUPED oo ®m Lesions that are grouped, or
os o, XX o o...:. clustered, such as herpes simplex.
00% o 0% 0.0 L ()
o ¢ o0 ° % 0 0@ @0
2090 30 e, “Sogee,
..o:o ° .’o.'.'. 0qe,0°
0%e .... .. o ® [ J
CONFLUENT | |esions that run together or are

confluent are common in
childhood diseases such as
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PATTERN DESCRIPTION EXAMPLE
LINEAR
e o° .0.'0.% B Lesions arranged in lines are

[ °Q [} - ..
. o0 .....'.o .: eccs0 0®e common in contact dermatitis
..:.0. o °° due to poison ivy or herpes

zoster.
ANNULAR/CIRCULAR
PS ) . u R_ing—shaped lesion may be
‘. ringworm.

[
o o ®
® o
ARCIFORM
o°°®® c® o ® Lesions arranged in partial rings,
[ ° L4 o or arcs, occur in syphilis.
° P L4 .. °
° ° °
°° o
.. ° °® o ©
)
() °
(] ) ®e®
IRIS

. ' m A bull's-eye lesion, or round
lesion with central clearing, is
. . typical in erythema multiforme

and Lyme disease.

(continued)
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Pattern and Configuration of Lesions (continueq)

configuration as in gyrate
f) erythema.

POLYCYCLIC m Coalesced, concentric circles
[ ) e such as urticaria.
o0, [
° Q. °
[ ) .. .. °®
[ ]
o ¢ o .. [
[}
° o %es® ¢
[ )
o °

PATTERN DESCRIPTION EXAMPLE
RETICULAR ® Meshlike pattern as in lichen
[ )
° ° planus.
... ...... ° o
%o ...
[ @ g0 [} c000® @
J °® % o, 00°
L] PY .‘ 000 Ty °
LA ) o ®To o
° 0 0 00®2° %
. o #°% e
GYRATE | esions have serpentine
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[ |
Distribution of Skin Lesions
AREA DESCRIPTION EXAMPLE
DIFFUSE/GENERALIZED m Lesions distributed over entire
body, as in urticaria from allergic
reactions.
SCATTERED B Lesions that are sparsely
distributed, as in seborrheic
keratosis.

(continued)
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Distribution of Skin Lesions (continued)

AREA DESCRIPTION EXAMPLE

LOCALIZED B Lesions in a very limited, discrete
area

® Location may indicate contact
with an allergen or a wheal from
insect bite.

REGIONAL

Head ' .
® Confined to a specific body area.

® Tinea capitis.

Torso

B Pityriasis rosea
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Distribution of Skin Lesions (continued)
AREA DESCRIPTION EXAMPLE
Extensor Surfaces m Psoriasis

e O

Flexor Surfaces ® ntertrigo

Dermatome B Herpes zoster

(continued)
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Distribution of Skin Lesions (continued)
AREA DESCRIPTION EXAMPLE
Hairy Areas m Herpes 2, pediculosis pubis

~

Intertriginous Areas (Folds of Skin) ® Contact dermatitis, diaper rash,
intertrigo (erythema and scaling
of body folds)

Sun-Exposed Areas

| Actinic keratosis (precancerous
skin lesion), and skin cancers,
basal, squamous and melanoma
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The skin’s moisture varies among body parts, as Turgor is assessed as an indication of elasticity. To
well as with changes in the environmental temperature, determine turgor, pinch a fold of skin over an unexposed
physical activity, or body temperature. Perspiration is pro-  area, such as below the clavicle, or on the abdomen or
duced to cool the body. In the winter,the skin tendsto be  sternum. You may also use the forearm. Do not test tur-
drier because of the lower ambient temperature and gor on the dorsal hand or other areas where the skin is
decreased humidity in the environment. noticeably loose or thin. As you pinch the skinfold, it

PALPATION OF THE SKIN

0 Temperature

| ASSESSMENT TECHNIQUES/NORMAL VARIATIONS |

m Compare side to side using the dorsal aspect of your hand.

® Skin warm.

B Temperature varies depending on area being assessed; for example,
exposed areas may be cooler than unexposed areas.

Temperature

ABNORMAL FINDINGS/RATIONALE

B [ ocal area with increased temperature: Inflammatory process, infection, or burn, caused by increased circu-
lation to area.

m Generalized increase in temperature: Fever.

m [ ocal area with decreased temperature: Decreased circulation to area, as with arterial occlusion.

m Generalized decrease in skin temperature: Exposure or shock.

@ Moisture
| ASSESSMENT TECHNIQUES/NORMAL VARIATIONS |

® Use light palpation to assess skin moisture.

® Depends on environmental conditions and patient’s age. Elderly people have drier skin because of decreased
sweat production.

® Exposed areas are usually drier than unexposed areas. Also, moisture varies according to body area; for
example, the axillae are usually more moist than other areas.

| ABNORMAL FINDINGS/RATIONALE |

B |ncreased moisture: Fever, thyrotoxicosis.

® Decreased moisture: Dehydration, myxedema, chronic nephritis.
(continued)
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PALPATION OF THE SKIN

9 Texture
|

ASSESSMENT TECHNIQUES/NORMAL VARIATIONS

m Use light palpation to assess texture.

m Varies from soft and fine to coarse and thick, depending on area assessed and patient’s age.
m Exposed skin usually not as soft as unexposed.

® Extensor surfaces, such as elbows, have coarser skin.

m Usually, the younger the patient, the softer the skin, so infants have very soft skin.

ABNORMAL FINDINGS/RATIONALE

m Coarse, thick, dry skin: Hypothyroidism.

m Skin that becomes more fine-textured: Hyperthyroidism.
® Smooth, thin, shiny skin: Arterial insufficiency.

B Thick, rough skin: Venous insufficiency.

@ Turgor

ASSESSMENT TECHNIQUES/NORMAL VARIATIONS

B Test turgor by gently pinching a fold of skin on an unexposed area
(such as below the clavicle) and note any “tenting.”

m Elasticity decreases with age.

B Exposed areas may have less turgor.

HELPFUL HINT

Turgor is often used to assess hydration status. But
because turgor decreases with age, it is not a useful
tool for assessing hydration status in elderly people.

Turgor

| ABNORMAL FINDINGS/RATIONALE

® Decreased turgor or tenting: Dehydration or normal aging.
® With scleroderma, the turgor is actually increased and the tension does not allow the skin to be pinched
upward. This may also be seen with edema.
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should feel resilient, move easily, and return to place
quickly when released.

Assessing the Nails
Assess the nails through inspection and palpation.

Inspection

The condition of the nails often provides important clues
about the patient’s overall health status. Inspect the color

INSPECTION OF THE NAILS

and shape of the nails. The color beneath the nails should
be similar to the overall skin coloring, although some-
what rosier. There should be no hemorrhage. Nail texture
should be uniform and not brittle. Note any grooves or
lines in the nail or nailbed.

Also assess for clubbing, or loss of the normal
angle (Lovibond’s angle) between the nail base and the
finger. When no clubbing is present, the nailbed is firm.
You can further assess for clubbing by having the patient

ASSESSMENT TECHNIQUES/NORMAL VARIATIONS |

Color

T TSEERg = Inspect nails for color.
® Normal nails vary from pink in light-skinned patients to light brown in

darker-skinned patients.

ABNORMAL FINDINGS/RATIONALE

m Color changes in nails may indicate a local or
systemic problem.

m Very distal band of reddish-pink or brown
covering <20% of nail (Terry’s nails): Cirrhosis,
disorders causing hypoalbuminemia.

m Distal band of reddish-pink
brown covering 20% to 60% of
nail (Lindsay’s nails or half-and-
half nails): Renal disease, hypo-

albuminemia. hypoxia.

® Blue (cyanotic) nails with club-
bing: Peripheral disease or

® Yellow nails: Cigarette smoking,
fungal infections, psoriasis.

Fungal infection

® White nails (leukonychia):
Trauma; cardiovascular, liver, or
renal disease.

m Black nails: Trauma.

Blue nails

Half-and-half nails

Leuk hi .
SHLERLHEIE (continued)
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INSPECTION OF THE NAILS

9 Shape

| ASSESSMENT TECHNIQUES/NORMAL VARIATIONS

B |nspect nail shape.

® Have patient place fingers together and note space (opening)
between nails.

® Angle of nail attachment 160 degrees; nails convex

® Clubbing is present if nails meet and angle of attachment is
180 degrees or greater.

ABNORMAL FINDINGS/RATIONALE

m Splinter hemorrhages: Bacterial endocarditis or trauma.

®m Angle of nail attachment 180 degrees or more: Clubbing associated
with diseases that affect level of oxygenation, such as congenital heart
disorders, cystic fibrosis, and chronic pulmonary diseases.

m Spooning or concave nail (koilonychia): Severe iron deficiency ane-
mia, hemochromatosis, thyroid and circulatory diseases, in response to
some skin diseases and local trauma.

® Onycholysis, separation of the Splinter hemorrhages
nail from nailbed: Fungal infec-
tions, psoriasis, thyrotoxicosis,
eczema, systemic diseases, fol-
lowing trauma, or as allergic
response to nail products/
contactants

® Red and inflamed perionychium
(paronychia): Infection or
ingrown nail tuberculosis.

® Pitting: Psoriasis.

Onycholysis

Paronychia

Psoriasis
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PALPATION OF THE NAILS

| ASSESSMENT TECHNIQUES/NORMAL VARIATIONS

m Use light palpation to assess texture. ® Firm
m [ongitudinal ridges usually benign

| ABNORMAL FINDINGS/RATIONALE

m Soft, boggy nails: Clubbing caused by poor oxy- B Beau'’s lines (transverse ridges): Serious illness that
genation. causes nail growth to slow or halt.

m Brittle nails: Hyperthyroidism, malnutrition, calci-
um and iron deficiency, repeated use of harsh nail
contactants or products.

B Pitting: Psoriasis, eczema, alopecia areata.

(continued)
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PALPATION OF THE NAILS

@ cCapillary Refil

| ASSESSMENT TECHNIQUES/NORMAL VARIATIONS

B Gently press on nail and note blanching, then
release and note speed of refill (color return).

Pressing nail

4

HELPFUL HINT

Positive capillary refill may be affected by cold
temperatures.

Releasing pressure

ABNORMAL FINDINGS/RATIONALE

® Poor capillary refill: Cardiopulmonary problems or anemia.

place the dorsal aspect of two opposite distal fingers
together, so that the nails rest against one another. In the
absence of clubbing, you should be able to detect a win-
dow of light caused by the space created by Lovibond’s
angle.

Palpation

Palpate the nail for texture and refill. Nail texture should
be uniform and not brittle. Note any grooves or lines or
pitting in the nail or nailbed.To check for capillary refill,
press on the tip of the nail. It should blanch, and upon
release the color should return within 3 seconds.

Assessing the Hair
Assessing the hair is done by inspection and palpation.

Inspection

Inspect the hair for distribution, color, and condition of
the scalp. Note any increased hair growth or areas of thin-
ning or alopecia.Also, assess the body for normal distri-
bution of hair.The color of the hair can be very difficult
to assess, primarily because so many people color their
hair. Inspect the scalp as you would any area of skin,
assessing any lesions for size, relationship to the overall
scalp plane, color, and surface integrity. A morphological
description of individual lesions often provides clues to
their cause. Almost any of the common skin disorders can
affect the scalp.

Note whether there is any adherent material on the
hair. Small 1- to 2-mm white eggs are found with lice or
pediculosis, which occurs on the hairs of the scalp,
beard, axillae, or pubic areas. Although head lice can be
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INSPECTION OF THE HAIR

e Scalp-Hair Distribution
| ASSESSMENT TECHNIQUES/NORMAL VARIATIONS

B |nspect hair quantity and distribution. Assess areas ® Gender, age, and genetics affect hair distribution.
for the pattern. Note whether there is actual hair Hair should be evenly distributed; exceptions are
loss, with smooth skin beneath, or whether hair normal balding patterns common to men or per-
has been broken off near the scalp, with palpable sons of advanced age. Hair thins with age.

stubble over the skin. True hair loss occurs in
many conditions.

Male pattern-baldness

Scalp-hair distribution

ABNORMAL FINDINGS/RATIONALE

® Generalized hair loss: Nutritional deficiencies, hypothyroidism, lupus
erythematosus, thyroid disease, and in response to disorders or situa-
tions that stress the integumentary system, such as serious illnesses or
side effects of medications.

m Patchy alopecia associated with alopecia areata, trichotillomania, and
fungal infections such as tinea capitis.

Alopecia Tinea capitis Alopecia areata

(continued)
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INSPECTION OF THE HAIR

|

| ASSESSMENT TECHNIQUES/NORMAL VARIATIONS

® Fine body hair (vellus) noted over body. Gender, age, and genetics influence amount of body hair.
® Men usually have more hair on chest.
m Puberty marks the onset of pubic hair growth and increased growth on legs and axillae.

ABNORMAL FINDINGS/RATIONALE

B Hirsutism, usually caused by endocrine disorders or medications such
as steroids, is hair in male patterns in a female; for instance, excess
facial or trunk hair.

Hirsutism

| ASSESSMENT TECHNIQUES/NORMAL VARIATIONS |

B |nspect color.
® Wide range of normal color variations. Gray coloring occurs with aging.

ABNORMAL FINDINGS/RATIONALE

m | ocalized areas of white or gray hair: In patients recovering from alopecia areata and in those with vitiligo
and piebaldism.

m Diffuse white hair: Albinism.

B Green hair: Copper exposure and pernicious anemia.

@ Condition of Scalp

| ASSESSMENT TECHNIQUES/NORMAL VARIATIONS |

B Inspect scalp.
m Scalp intact and free of lesions and pediculosis.

ABNORMAL FINDINGS/RATIONALE

m Scaling of scalp: Dandruff, seborrhea, psoriasis, certain tineas, and eczema (atopic dermatitis).

seen with the naked eye, they are quite small and mobile
and their eggs, called nits, are easier to see. Nits are
deposited near the base of the hair shaft, so that fresh nits
are usually found within Ys inch of the scalp or skin.
When an infestation of lice has persisted for some time,
or if nits were not removed from an earlier infestation,
they will be found along a greater portion of the hair

shaft because the hair will have grown during the period.
Nits found ¥4 inch or more from the skin have probably
already hatched.

Palpation

Palpate the texture of the hair. If it is unusually coarse or
fine, consider a thyroid disorder.
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PALPATION OF THE HAIR AND SCALP
| ASSESSMENT TECHNIQUES/NORMAL VARIATIONS |

® Use light palpation to assess hair. ® Use light palpation to assess scalp.
® Scalp mobile, nontender

I.~1.
L
2 ]

i -

Ry

HELPFUL HINT

Genetics influence hair texture.

ABNORMAL FINDINGS/RATIONALE

® Dry, coarse hair: Hypothyroidism. B Tenderness: May indicate a localized infection.
B Fine, silky hair: Hyperthyroidism.

Case Study Findings W Vital Signs
B Height,5'4".
Your general health survey and head-to-toe assess- m Weight, 138 pounds.
ment pf Mrs. Green have concluded. The following are m Temperature, 97.4°F
your findings: m Pulse, 82 and regular.
B General Health Survey B Respirations, 14 and unlabored.
® Well-developed, 48-year-old, fair-skinned ® Blood pressure (BP), 134/82, left arm.
woman. W Skin _ N _
B Appearance consistent with stated age. W Warm, with good turgor indicated by brisk
m Awake, alert, and oriented (AAO) X 3, recoil. _
memory intact. B Generally intact, with smooth texture.
m No signs of distress, appears comfortable, m Coloring symmetrical: pale pink on
and provides history with no difficulty. unexposed areas, moderately tanned on
m Head-to-toe scan reveals no signs of exposed areas with diffusely scattered
problems in other systems/areas that would freckles, consistently light brown in color
affect integumentary system. and all 0.2 to 0.4 cm in diameter.

(continued on page 256)
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@ Case Study Findings (continued)

m Approximately 30 moles, 0.2 to 0.4 cm in
diameter, with well-circumscribed, regular
borders; all very dark brown and consistent
in color.

m Three patches of slightly pink, scaly, flat
skin, approximately 0.8 cm each (two right
forearm, one left forearm); no telangiectasia
or ulcerations of the sites; no changes in
surrounding skin.

B Nails

®m Short, with smooth edges.

B Coat of clear, glossy polish present.

® Nail bed pink, firm to palpation.

® No hemorrhages or discoloration of nails or
surrounding tissues.

® No clubbing.

B Hair

B Generally brown with scant amount of gray
interspersed and distributed evenly over
scalp.

® Shortly cut and well-groomed.

Shiny, with no signs of damage.
B No areas of excess hair growth on body.

Case Study Analysis and Plan

Now that your examination of Mrs. Green is com-
plete, document the key history and physical examina-
tion findings that will help you formulate your nursing
diagnoses.

> CRITICAL THINKING ACTIVITY #3

List the strengths and areas of concern that you
have identified related to Mrs. Green’s current health
status.

Nursing Diagnoses

Next, consider all of the data you have collected during
your assessment of Mrs. Green. Use this information to
identify a list of nursing diagnoses. Some possible nursing
diagnoses are provided below. Cluster the supporting
data.

1. Health-Seeking Behaviors, related to the fear of skin
cancer

2. Risk for Impaired Skin Integrity

3. Fear, related to family history of skin cancers

Identify any additional nursing diagnoses.

y CRITICAL THINKING ACTIVITY #4

Now that you have identified some nursing diag-
noses for Mrs. Green, select one diagnosis and cre-
ate a nursing care plan and a related teaching
plan including learning outcomes and teaching
strategies.

RESEARCH TELLS US

The risk of UV light exposure and the associated
risk for skin cancer are well documented. In 2000,
approximately one million Americans were newly
diagnosed with skin cancer, and malignant
melanoma was on the rise. Of concern is the
increasing use of tanning salons in spite of public
educational efforts concerning unprotected sun
exposure.

To determine the effects of tanning salon expo-
sure on skin,Whitmore, Morison, Potten, and
Chadwick (2001) studied 11 subjects who had full
body exposure in tanning salons over 2 weeks. The
researchers examined the molecular changes associ-
ated with the tanning salon UV exposure.

Pretreatment peripheral blood lymphocytes and epi-
dermal biopsy specimens were compared with post-
exposure specimens.The findings revealed that
cyclobutane pyrimidine dimers in DNA and p53 pro-
tein expression were present in the epidermal ker-
atinocytes, but not in the lymphocytes reflecting mol-
ecular changes associated with UV exposure. The
same molecular changes are seen with sunlight expo-
sure and are associated with skin cancer.

As nurses, we are in a prime position to educate
the public of the dangers of unprotected sun expo-
sure and the risk of skin cancer while at the same
time informing them that the same risk applies to
tanning salons.

Source: Whitmore, S.E., Morison, W.L., Potten, C.S., and Chadwick, C. (2001). Tanning salon exposure
and molecular alterations. Journal of the American Academy of Dermatology 44(5):775-780.
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HEALTH CONCERNS

Facts About Melanoma

Skin cancer is the most common type of all cancers.
Although melanoma accounts for only 4 percent of
skin cancer cases, it has the highest mortality rate
among skin cancers—and its incidence is on the rise
in the United States. In 2005, the American Cancer
Society estimated that there would be nearly 60,000
new cases of melanoma for that year and that 7,770
people would die from the disease.

Risk Factors for Melanoma

B Too much exposure to UV radiation (sunlight, tan-
ning lamps or booths).

= Moles.

| Fair skin, freckling, or red or blond hair.

m Positive family history of melanoma (10 percent of

people with melanoma have a positive family histo-

ry of melanoma).

m History of immunosuppressive treatment.

m Older age.

= Male gender.

m History of xeroderma pigmentosum, a rare inherit-
ed skin condition.

m Past history of melanoma.

Preventative Measures

® Avoid excessive UV exposure.

® Avoid being outdoors in the middle of the day,
when UV light is most intense.

® Wear a hat and long-sleeve shirt when outdoors.

® Use sunscreen with a sun-protection factor of 15 or
greater and lip balm. Apply sunscreen and lip balm
about 20 to 30 minutes before going outdoors, and
then reapply every 2 hours.

® Wear wraparound sunglasses with 99 percent UV
absorption.

® Avoid tanning salons and sun lamps.

® Protect children from the sun because severe, blis-
tering sunburns during childhood and adolescence
increase the risk for melanoma.

® Have suspicious moles checked by physician and
removed if needed.

m Consider genetic counseling if you have:
| Positive history of melanoma.
m Positive family history of melanoma.
® Had a melanoma at a young age.
® History of dysplastic nevi.

A mutated gene has been identified in some fami-
lies that have a high incidence of melanoma.
Research is being done to test for this gene.

Source:American Cancer Society. All About Skin Cancer-Melanoma. (2005).Available at: www.cancer.org.
Last accessed January 23, 2005.

Common Abnormalities

ABNORMALITY

ASSESSMENT FINDINGS

Acne Vulgaris

® Caused by sebaceous gland
overactivity with plugging of hair
follicles and retention of sebum,
resulting in comedones, papules, and
pustules. Onset is typically at puberty,
but acne may last into advanced age.
Greater incidence in males.

® Pimples present as papules or
pustules.

m Cysts may develop and leave
extensive scarring.

® Most common on face, back, and
shoulders.

® Bacillus is cause.

® Lesions may be sore and painful.

m Aggravated by emotional distress,
greasy topical applications
(cosmetics), and certain medications
(oral contraceptives, isoniazide,
rifampin, lithium, phenobarbital).

(continued)
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Common Abnormalities (continued)

ABNORMALITY

ASSESSMENT FINDINGS

Actinic Keratosis

® Causes reddish, irregular, slightly
raised lesions that have a rough,
gritty surface. Sign of sun-damaged
skin. Precancerous lesion, may
progress to squamous cell cancer.

Basal Cell Carcinoma

® An epidermoid cancer, one of the
most common malignant skin
diseases, but rarely metastatic.

Contact Dermatitis
| | ocalized skin irritation,
inflammation, and pruritus from

contact with an irritating substance.

Can occur as an additive effect of
multiple irritants (soaps, detergents,
or chemicals) or allergy to a specific
agent (topical to a specific agent,
topical medication, plant oils, or
metals). Secondary infections may
occur at the site.

Eczema/Atopic Dermatitis

® Causes redness, pruritus, scratching,
and skin lesions in a person with a
predisposition to skin irritations

m Typically less than 1 cmin
diameter.

m Generally on sun-exposed areas of
face, head, neck, and hands.

m Typically has pearly, flesh-colored ™ =—u =
or transparent “rolled” border.
m Central area develops
telangiectasia and may ulcerate. .
H Variations can present with
nodular, sclerotic, and/or
pigmented appearance.
m Usually occurs on sun-exposed L

surfaces, especially the face. i

= Edema may occur, with
development of vesicles and bullae.

| Vesicles or bullae may rupture,
causing crusting.

® Edema may be very significant,
particularly when face or genitalia
are involved.

® Person may have history of
previous reaction to agent and
recent exposure.

® Red to red-brown, slightly scaly
lesions.

| |jchenification with increased skin
markings common.

| Exudative

B As sites resolve, skin pigmentation
is often permanently altered.

®m Common sites include face, neck,
upper trunk, wrists, hands, and
flexor surfaces (folds) of knees and
elbows.

| |esions on face, neck, and upper trunk are called monk’s cowl.

® Person also often has asthma or allergic rhinitis; family history is often
positive for asthma, rhinitis, eczema, or other allergy problems.

| [tching can be quite severe.

| Sites may develop secondary infection.

® May be triggered by changes in temperature, emotional stress, or food
allergies.
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ABNORMALITY ASSESSMENT FINDINGS

Herpes Simplex

® A common, contagious disease caused ® Recurrent clusters of small vesicles
by the herpes simplex virus type 1. on erythematous base.
More prevalent in women than in m Sites burn and sting; neuralgia often
men. occurs.

® Typically found on perioral and
genital areas.

® May initially follow a minor
infection.

m Later recurrences may be triggered
by trauma, stress, or sun exposure.

m Often associated with lymphadenopathy of regional nodes.

Herpes Zoster

m Also called shingles; an acute, ® Pain along a nerve dermatome is
infectious disease caused by the often the first symptom.
varicella zoster virus. Postzoster m Discomfort followed in 2 to 4 days
neuralgia discomfort can last for by erythematous area that
months. Ocular involvement can lead develops papules or plaques
to blindness. followed by painful grouped
vesicles unilaterally along the
dermatome.
m Vesicles or bullae rupture with
crusting.

® Most common sites are face and trunk.
® Most common in people over age 60 and those with impaired

immunity.
Intertrigo
m A superficial dermatitis in the ® Pink to reddened skin in body
skinfolds. It is caused by heat, folds (between and beneath
moisture, and friction, and is most buttocks, beneath fatty
common in obese people. abdominal pad, or beneath

pendulous breasts).

® Areas in folds develop
erythema, fissures, and
denudation.

B Lesions may itch, burn, or sting.

(continued)
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Common Abnormalities (continued)

ABNORMALITY

ASSESSMENT FINDINGS

Kaposi’'s Sarcoma

m A type of malignant skin cancer seen
most often in people who are HIV
positive.

Malignant Melanoma

B An invasive, cancerous skin tumor
with strong potential for metastasis
to both regional and distant sites and
organs.

Pityriasis Rosea

= A common, mild, acute inflammatory
skin disease occurring most often in
the spring and fall.

R '

m Purple-blue to red papules. i P
m Mild scaling of surfa