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@. Introductory stage:  © ’}:n);;)

— Introduce yourself and where from — U_» >
— Your purpose — e)ep j &>
— Check armband with permission 5. oa 4 r—“ e,
— Establish positive rapport r”
y
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— Look for resistance behavior \\nd act appropriate
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' Role of RT in Patient Assessment

\xl \; v" Help physician in process of diagnosis & management
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Preparlng for Patient Encounte .« M v' RT helps with selection of tests and interpretation of these
é g 04t~ _ J ’\% >\ tests to help determine problem & to take an action
w o/ ) ) * o In ICU bedside determination of help to solve problem immediately
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'Stages of Patient-Therapist Interaction s Stages of Patient-Therapist Interaction
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@s,‘, plohsssion 3 )¢ Initial assessment stage:

% Pre-interaction stage: i g Py S

— Review of patient chart P2 JLc-» g.p\, — Brief assessment determining patient’s illness

77
— Make initial assessment Of_Rt_ M.QJ/N Q(\J-‘; 2: :“‘F cf\aﬁ)— Brief physical assessment C"& JJJSd
— Clarifies your role in patient care - Pulse, respirations, breath sounds, SpO2 w)-'

& Compare these findings to RT notes or nurses notes
4 4 Treatment and monitoring stage:
= Begin tx after assessment
= After a few minutes reassess vital signs, ]_3§
= Record positive and negative effects of tx etc..

= Any adverse effects, stop tx, monitor, document and inform
appropriate health care team.
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Stages of Patient-Therapist Interaction
&)

**Follow-up stage: o
_ After tx has ended 9% ¢ &

» Reassess vital signs

* Clean equipment, replace equipment as needed
 Return pt to pre-tx position if needed
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* Let pt to know when you will return
« Thank patient i s ~
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Communicating the Assessment Findings
z L
| Exampl e "’:J

— 13/01/2019 09:00 am.

Patient received med nebulizer tx with dosel.25 mg.

Pre tx:

* Pulse 86/min SpO2 98%/ RR 18/min, Bp 110/70 Temp is
3635

* breath sounds included expiratory bilateral wheezing
oughout all lung fields.

Post tx:

* Pulse= 120/min SpO2=98% RR =16/min, Bp = 100/50

» Decrease in expiratory wheeze in bases, unchanged in other
areas of the lung

+ Patient tolerated tx well, wearing nasal canulae at 2L/min.

- Communicating the Assessment Findings

}- Document the tx include the followirTg

“*~ Date and time
“~ Type of treatment/procedure (ABG’s)
“— Drugs and dosages

“— Result of response to tx including adverse effects
“_ Goals, objectives or end-point criteria for tx

“_ Sign name/credentials (SRT)

v' Double check is very important step in
documentation

Use of Space

» Social space: il !
' — 4-12 feet from patient (edge of bed)
&~=_ Use this to begin your introduction
— This will give you the overall picture of the patient

. Blga_ghing, position in bed, family members, table and
chairs, patient tray if you need to move these

* Personal space: e T
— 18” to 4 feet (beside bed)

— Used with interview/asking general questions
— Develop rapport with patient-Best
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Use of Space

» Intimate space:
)
—Upto 187 \wew
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— Move slowly into this area

— Do assessment/give treatment

— Always ask permission before doing these
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- Confidentiality

|
—'%=\ + Information gained from patient is private

(medical records and interview)
* Many patient issues are sensitive

* Discuss with health care team only
« . 4 Family members may ask questions-refer them

pt
\—‘)3-1" SR _‘_i to the physician unless specific for RT
S | T Medications, tx’s, oxygen, SpO2, vitals etc, why
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- Expressing Concern
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* Face the patient and make appropriate eye ;- ~
contact L VO
APy aafl
» Maintain a relaxed, open stance -
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w1 Expressing Concern

L—+" Appropriate use of touch:
ﬂ‘b;’ — Use only after developing rapport
(& uoJ 1- Hand on shoulder, arm, wrist, hand
- Keep in mind gender, age, cultural difference

L-<" Be an active listener:
— Again make eye contact
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— Respond appropriately with head gesture, verbal response.

Isee....

OL~1 — Ask for clarification as needed
— Take notes (Do you mind if I take some notes?)




Ten Rules for Clinical Etiquette

A . & . ) |
Sl 2 pb. AP & Interview and Respiratory History
Maintain a professional appearance ' (History taking )
Identify yourself-name and role — .=~ ‘
Call patient by Mrs, Mr, Miss, Ms e.\_.u,«.s/,,
Respect and preserve patient’s modesty =
Do not rest foot on bed, or sit on bed ¢ e bou
Keep pt’s info confidential —t—! vis &51p B M
Do not discuss pts prognosis with others or in front of patient ols <‘::“’)-\
Do not argue in front of patient e Yul ez ’
Do not criticize the actions of qthers on health care team in , E__v
fronit of or near patient e %1 b AW EED| il
10. Keep disagreements and criticisms out or patient’s chart
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Overview
Bl b
The history is the comprehensive way of assessment. | PRINCIPLES OF COMMUNICATION
It is a written picture of patient’s past and present health 1
status. ol 1S 1 " . . ;
Ir;;(')vides a chr?f‘l‘:)%éca'l deéfri‘set‘i‘grt o'ff%)é(\,/'egﬁ);inent of ‘:. Proce.:ss gl inpatiog L g R —
+» Multiple factors can influence communication, these factors

symptoms. PV VLD j : :
o It guides the rest of the assessment process. - it Ic)ggglfhange the interpretation of message to and from the

o In 75% of the cases it will lead to diagnosis even before @Patient’s level'of comfort plays a very important role in the
@

&0\ 'y, Interviewing the Patient

o O

(@)

physical exam tH(esdeéce. Interview process.
o All clinicians should be able to locate and interpret —— : : c
e of The medicel recerd lSE:J(I)ml%lan should learn to recognize non-verbal signs of patient
o Subjectivedata: ' " «* Most common mistake -not listening to answers and
o Those which the patient reports, feels, or experiences that * questions
cannot be perceived by the therapist.it helps to determine a

+» Actively listen to patient by responding with a yes or no or
therapeutic intervention shaking head yes or no.
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+ ( Points to keep in mind:

Interviewing the Patient
STRUCTURING THE INTERVIEW

history taking is an art that takes time and experience to develop .
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Project a sense of undivided interest in the patient. °l"’e}‘.| c.w)i —"r

Pri . no interruptions, listen carefully. -2~ A i o
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st stiluihbeniets Cuf s o

Dress appropriately, eye contact, state your role and purpose of the visit, j.c

call the patient by name, check the patient’s armband. ~

Proper introduction.
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Stages of Patient-TherapistInteraction

Interview
INTERNAL FACTORS

SRR :
=wKollow-up stage:
Cultural her CRRRERAIRR is gifderistis gatal uity. brain damage. hypoxia
oo A fter tx has en
EINGIGUS Dele

Seif concept

Patient

Fear INTERNAL FACTORS

Stress anxety
it Previous experiences
Attitudes, vaiues
hearing. speech impairment TR W e
- Religious beliets
 Reassess vital sig@ionueyra. ractons i S: : Mw:
SN DT L T : 1 e
Preoccupations 'ec»:wsClean equ]pment, rephmgequlpm'ent as needed Preoccupations. feeiings
. m pt to pr‘e‘.tx'pdglmn if needed
‘ pt to know Whe'nym“wm return
cmperature
\r hh kK patient

VERBAL EXPRESSION

Listening habits

Itiness

NONVERBAL EXPRESSION

Lanquage barrier Body movement

Jargon Facial expression
Choice of words/questions Dress. professionalism

Feedback. voice tone Warmth_ interest

Fig. 2~1 Factors that influence communication.

Interviewing the Patient
AU I g PR XY S Wil

'« Patient’s comments are confidential. Share these comments

' with other health professionals only. Not on the elevator

« If using this patient for a case study the name of the patient
is protected.

*\ Alternate methods of obtaining history may be from

Professional conduct. Patient properly covered, never guess at information s, Q" b farnily; Srfends, detorsif the el of the patieah prevents
you don’t know, be honest, no moral judgments, clarify vs. argue. . y’_ > B
- DL,lall extensive questioning.

Use of relaxed, conversational style. i
Accept silence periods, close by asking if there is anything else the patient w’ﬂ_u wl

needs. 1‘
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Interviewer
INTERNAL FACTORS

Previous experiences
Attitudes. values
Cultural heritage
Religious beliefs

Self concept
Listening habits

Preoccupations, feelings

Choice of words/questions

Fi

SENSORY/EMOTIONAL FACTORS

Fear

Stress, anxiety

Pain

Mental acuity. brain damage. hypoxia

Sight, hearing. speech impairment

ENVIRONMENTAL FACTORS

Lighting

Noise

Privacy

Distance

Temperature

VERBAL EXPRESSION

Lanquage barrier

Jargon

Feedback, voice tone

NONVERBAL EXPRESSION

Body movement
Facial expression

Dress, professionalism

Warmth. interest

« &=1 Factors that influence communication.

Patient
INTERNAL FACTORS

Previous experiences
Attitudes, values
Cultural heritage
Religious beliefs

Self-concept
Listening habits
Preoccupations. feelings

[1iness




Interviewing the Patient
| QUESTIONS AND STATEMENTS |

» Open-ended Questions vs. Closed Questions (yes or no)
« What brought you to the hospital?, What happened next?

» When did your cough start?, How long did the pain last‘?
irect Questions (intimidating). —> ./-7‘-35 ;L,_, 3]

Why? -@/om series of direct questlonsj W/Ll o _; ‘_,S;

Indirect Questions (sound like statements). —» ]| ;‘:’_’w
x If I understood correctly ..., I gather ... - 871

eutral Questions and Statements.
e Tell me more about ..., Would you say ...
» Facilitating Phrases and Communicating Empathy.

Cardiopulmonary History
b <lel b e celk)
* Systemic disease frequently have respiratory symptoms.
' Respiratory problems may affect all body systems. w J; Lt
« Assessment should not be limited to the chest. ,_K u{g (4% ‘_ﬁ
» Comprehensive evaluation of the patient is essential, ‘,.5\

QP 1
*. Variations in health hx- 60 year old, vs ER pt, vs young )
patient
Diagnosis and Tx is then based on history as well as other o
tests performed such as lab, x-ray, blood gases etc. o)
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Skeleton of the history

Summary of History
(> Introduction
» Name, age, occupation background or personal data
» Presenting complaint or chief complain
> History of presenting complaint(HPC)
» Systemic enquiry
» Past medical history (PMH)
» Family history (FH)
» Social history (SH)
» Drug history &drug allergies
» Review
» Summary
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P General Content of Health Histories
-3 Background Information.

Who the patient is: education, culture, health, attitudes and
finances on health.

» Description of the Patient’s Current Illness:
Lo Chief complaint (CC)

L~ History of Present Iliness (HPL), screening Information:
* Uncover problem areas patient forgot or omitted.

* Review of all body systems (ROS). Both negative and positive
responses.




General Content of Health Histories

” ) . ®

Review of Systems s
Eoprk

Looks at past and present illness that will help determine current 2p,)
problem /‘
Records both positive and negative responses and leaves no doubt _ AS) (zg. 2
as to what questions were asked. “ : 9 d
Physical exam provides objective data that is determined by the e

examiner (seen, felt, heard etc) and are called signs.

Subjective manifestations are called symptoms and are expressed
by the patient.

Chief Comglaint

What brought you to the hospita
What has the problem been?
What made you go to the doctor
¢ Each symptom recorded separately.
+¢ Written in patient’s own words.

+» Should express patient’s, not examiner’s, priorities. ——> “‘:‘P ?
Common Respiratory Symptoms " Hed e 40
» Cough with or without expectoration. iaan Gt _’_J’JJ' g—“’/

-
Breathlessness (dyspnea).

Chest pain.

Wheezing.
* Other: hemoptysis, hoalu"_seness, healcgche, syncope, ankle
swelling, affered mental status, cyanosis. =

| v -
v’ Closing with “Is there anything else bothering you at this

time?”

History of Present Illness (HPI)

Describes chronologically and in detail the CC.
AB AT S AT S O SRR

It describes effects on patient’s life.
LB ST R SRR S SN SR

Usually the most difficult part of history to obtain.
e g g g g g g g

Patient should be able to express freely.
g g g g g

Avoid yes or no questions.
AEIE AN SR SRS SN SRR S

History of Present Illness (HPI)
T
PQRST ™
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Asking about symptoms can follow a
similar line of questioning;
When did the problem stari?
Is it a new or old problem?
What did it feel like?

How often does it occur?
What starts it off?

=g

How long does it last?

¢ What makes is worse? Yeleiv “M:)

e What makes it better? v .

* Does anything else happen to you at the Y“N Qu‘hv"a'
same time, before or after? .F altors

What medicines have you tried? (prescribed
or over the counter)
What effect have they had?




