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~ HEALTH ASSESSMENT

CODE: NUR 223-3

HEATLH — A STATE IN WHICH A PERSON IS ABLE TOLIVETO HIS OR HER POTENT'AL.

ILLNESS : THE UNIQUE RESPONSE OF A PERSONTD A DISEASE

WELLNESS : AN ACTIVE STATE, ORIENTED TOWARD MAXIMIZING THE POTENTIAL OF THE INDIVIDUAL = - -

PURPOSE OF HEALTH ASSESSMNET: Rl il

®  TO DETERMINE A PATIENT’S HEALTH STATUS, RISK FACTOR, AND NEED FOR EDUCATION AS ABASIS F <
DEVELOPING A NURSING CARE PLAN. _—

®  PROVIDE SPECIFIC CUES FOR THE HEALTH PROBLEM
R S T I

ROLE OF NURSE: TWW PERTINENT TO THE PATIENT’S HEALTH OR l Q Sf'-_:_—":J | ur_;;)
SITUATION. A "5 P‘:—Q @
®  COMPREHENSIVE (ALL ASPECT)HEALTH HISTORY - HealHA Satusg
®  COMPLETE PHYSICAL EXAMINATION . RF
_ NCP il s (_@ s 2 ’
o\bp A\ el oo T - e =/
STEPS IN IDENTIFICATION OF PATIENT'S PROBLEM © Provide cues
for hea
pro blem

1. HOLISTIC (wote rerson) CARE

2. ASSESSMENT ( HEALTH AND PHYSICAL) o
~~ 3. OBSERVATION AND MEASUREMENT “1‘::‘]));‘_:’,"]-1
“~ 4. PROCEDURE AND INVESTIGATION C
Sup
Jolistic Ve

1. Holistic care

It is important that nurses do not see patie

in a reduced way as just a collection of b parts

but try to understand the patient as a whole. }. L
- a member of a community/ family

- an individual who has sexual needs, as well a

physical, psychological, and social needs
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ZFACETS / DIMENSION  (teatth is inflaonid by tacee dimensions)

® 1. PHYSICAL HEALTH . B
S 3
® 2. EMOTIONAL HEALTH 1. APERSON’S ABILITY TO ADAPT WHILE NOT 2 'S5
® 3.SOCIAL WELL BEING COMPROMISING THE FACETS IS bq i
M
-
® 4. CULTURAL INFLUENCES IMPORTANT . ":s‘.’ m""“ll
D, —— -
® 5. SPIRITUAL INFLUENCES FOR HEALTH MAINTENANCE. . LJ
m—
® 6. ENVIRONMENTAL INFLUENCES 2 HEALTH IS NOT CONSTANT AND CANNOT BIE*"
M Sy
® 7. DEVELOPMENTAL LEVEL TAKEN FOR GRANTED R
f
< “5 ell
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ROLE OF THE NURSE

2 . 2 ’ .z
® 1.THE NURSE AS CAREGIVER ~ -Slocr /;j:J‘:v)j,é)bgldw Jd v

® PERFORM HEALTH RELATED ACTIVITIES THAT A SICK PERSON CANNOT PERFORM INDEPENDENTLY.

[

»
® 2.THE NURSE AS EDUCATOR ‘A:’
* ONE WHO PROVIDES HEALTH TEACHING PERTINENT TO EACH CLIENT’S NEED AND KNOWLEDGE BASE. u’IP/L (_CLLJ)

——
* SIHE NURSEASW < ) leer

® ONE WHO WORKS WITH OTHERS TO ACHIEVE A COMMON GOAL -, 5 2
= \
L] N ) -
4. THE NURSE AS DELEGATOR ! uie $3=1 .G ey
® ONE WHO ASSIGNS TASK TO SOMEONE . a.‘?r“‘"_
. 2 Qs o PE ¢ investigaho
W a esthigahons

K ~ /(.q'mw
.,2. Assessment ( subjective/objectiye
a systematic way of gathering informati

about a patient’s physiological, psychological,
the sociological, and spiritual status

L

.~ a. Health Assessment
« b. Physical Assessment

)
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COMPONENTS OF HEALTH
HISTORY

= #stvY  HEALTH HISTORY
FIRST STEP/JOF PAﬂ%A;\SJESSMENT

® COLLECTION OF SUBJ E AND omecnvs (PHYSICAL EXAMINATION))DATA.
® IDENTIFY PATIENT STRENGTHS AND AREAS OF HEALTH CARE NEEDS. — me 2\91
i o - NP,
* PROVIDES THE FOUNDATION FOR IDENTIFYING NURSING PROBLEMS AND PROVIDE A FOCUSFORTHE |, Fouhdahon Fo v ident.
PHYSICAL EXAMINATION 5. Focus F- P =
* AFRAMEWORK FOR ORGANIZING PATIENT INFORMATION IN WRITTEN OR VERBAL FORM. 3. organ s Pahm + info .

7 COMPONENTS OF COMPREHENSIVE HEALTH HISTORY |
1. IDENTIFYING [.)_&IA AND SOURCE OF THE HISTORY 5. FAMILY HISTORY

2. CHIEF COMPLAINTS (€ C 6. REVIEW OF THE SYSTEM )
3. HISTORY OF PRESENT ILLNESS ( HPI) 7. HEALTH PATTERN nutnhow
4, PAST HISTORY

S OVErView o] “FC%«JI: eXerdise
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1. IDENTIFYING DATA S - . habits .
« O AGE = e

«~ 0 DATE OF BIRTH e P e |

““ 0 GENDER = = TR

~““0 OCCUPATION I ‘

“"0 MARITAL RELATIONSHIP | |

““0 EDUCATION LEVEL i [ T

o |

\

|

““0Q PRIMARY LANGUAGE SPOKEN AND READ —

SOURCE OF HISTORY PR

= PATIENT (PRIMARY) : - — e |
= FAMILY MEMBER (SECONDARY) e

* FRIEND (SECONDARY) (=] r e m———

= LETTER OF REFERRAL({SECONDARY) ' — L = -
* MEDICAL RECORD (SECONDARY) o - S -

i we o

EASON FOR SEEKING HEALTH CARE (CHIEF COMPLAINT). cc
S G

-the reason for the client to visit

* What is your major health problem or concern at thi:- 'T_,L,-
N e
time?

- focus on the most signifiggn; concern and answers th
L

questions “WHY ARE YOU HERE?”
M AANN NN

—

* How do you feel about having to seek healt o=7lP ,—
3 - encourage the client to discuss f gs =
about having to see a health care

!
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HIEF
COMPLAINT
(cc:)

u 5% Ca )
T have q sharp pain in ~ >
dizzy Heart rate

"W lower back gince m"‘;‘é‘&g "

3. History of Present lliness.
- chronological account 31“_ the patient’s chief
complaint and the events surrounding it.

ex. eé 1. € I?gr“'sfgv\l" (gush)

¥ u Salf-treatment (OTC drugs)

“& Past occurrence of the symptoms ' +w:-: _—
“a Pertinent positive and or negative _ fh:v"
«= Risk factor or other pertinent information— astma - ~ Sputum ) o sPothuJ
L% Information related to the symptoms allenif & v ehast Bahiness
> ONeF — Juration -‘.V"ODng g 3
Severity : v ne fever
«* ALLERGIES Provocati AGEALTH MAINTENANCE v no chill %
L—"® MEDICATIONS Relievin ') 1< IMMUNIZATION o 1 Blead”
* NAME +_ SCREENING TEST S SR R
® DOSE/ROUTE v SAFETY MEASURES
® FREQUENCY OF USE “RISK FACTORS
® HOME REMEDIES/ NONPRESCRIPTION DRUGS TOBACCO
“® CHILDHOOD ILLNESSES ENVIRONMENTAL HAZARD
L~ ADULT ILLNESSES SUBSTANCE ABUSE
® MEDICAL ALCOHOL
® SURGICAL
® ACCIDENTS
 Psychiatic
9. FAMILY HISTORY GENOGRAM
Medical Family Genogram

® SIBLINGS, PARENTS, Or® B0 B8 B8
GRANDPARENTS, AND CHILDREN s H
® AGE AND HEALTH L
® CAUSE OF DEATH
® DOCUMENTS OF PRESENCE OR
R — e

ABSENCE OF SPECIFIC ILLNESSES |
IN FAMILY (HYPERTENSION, CAD)
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6. REVIEW OF THE SYSTEM

® A SERIES OF QUESTIONS ABOUT ALL BODY
SYSTEM THAT HELPS TO REVEAL CONCERNS OR
PROBLEMS

® MAY UNCOVER P! EMS THAT THE PATIENT
HAS OVERLOOKED, PARTICULARLY IN AREAS
UNRELATED TO THE PRESENT ILLNESS.

NOTE:

OIT IS HELPFUL TO PREPARE THE PATIENT TO
QUESTIONS.

(OSTART FROM GENERAL QUESTIONS THEN SHIFT

TO MORE SPECIFIC.

OADDITIONAL QUESTIONS  WILL  VARY
DEPENDING ON AGE, CQMPLAINTS, GENERAL

ATE OF HEALTH, AND YOUR clINICAL
JUDGEMENT

REVIEW OF THE SYSTEM / sampLE quesTIONS

Review of Systems:

* General: Usual weight, recent weight change,
clothing that fits more tightly or loosely than
before; weakness, fatigue, or fever.

* Skin: Rashes, lumps, sores, itching, dryness,
crﬁnges in color; changes in hair or nails;

RS
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HEART|
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14-POINT REVIEW OF SYSTEMS
| S—
) i Ghramsn
= fams:
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MOUTH/THROATAVOICE.
HEAD/MNECK.
s
BESPWATORY.
CARDIOVASCLLAR
GASTROINTESTINAL/GENITOURINARY
MUSCROSKEETAL
NEURQLOCICAL
e

& ~ N s
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Con_ti...t“i‘“ L“'P t\'é,\
EalS

pain, redness, excessive tearing, d
spots, specks, flashing lights, gl 3 catatact

L~ Ears: Hearing, tinnitus, vertigo, earaches, infection,
discharge. If hearing is decreased, use or non-use of
hearing aids. wlp

Nose and sinuses: Frequent colds, nasal stuffiness,

discharge, or itching, hay fever, nosebleeds, sinus trouble. o3 =\--‘L"-

s s

: Condition of teeth and

"5

Throat (or mouth and pharynx): i W
in si , , bleedi , dentures, if any, and how they fit,
changes in size o color of moles | Eammmn -k
sore throats, hoarseness.
el
L
Conth,. =2 oo J Cardiovascular:
S S\ il * “Heart trouble,” high blood pressure, rheumatic fever,
B ¥ e heartmurmurs,chew%@nfort, palpitations,
* Neck: “Swollen glands,” goiter, lumps, pain, or dyspnea, orthopnea, paroxysmal nocturnal dys nea,
stiffness inthe neck. ~ edema, results of pa eiectrocgra‘logramsorotiler > POD
= g - cardiovascylar tests. - ==
S : PP uls Ll 2, oy, el qup
* Breasts: Lumps, pain, or discomfort, nipple Gastrointestinal: N 3

discharge, self-examination practices.

* Respiratory: nggh, sputum (color, quantity),
hemoptysis, dyspnea, wheezing, pleurisy, last
chest x-ray. L a1 ey

SR OB e, LT
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O Peripheral vascular:

* Intermittent claudication; leg cramps; varicose veins;
past clots in the veins; swelling in calves, legs, or feet;
color change in fingertips or toes during cold weather;
swelling with redness or tenderness.

a UrinaF;.Lf &ty ok S

* Frequency of urination, polyuria, nocturia, urgency,
burning or pain during urination, hematuria, urinary
in_@ons, kidney or flank pain, kidney stones, ureteral
colic, supra-pubic pain, incontinence; in males, reduced
caliber or force of the urinary stream, hesitancy,
dribbling.

dgsurfn
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* Trouble swallowing, heartburn, appetite, nausea.

Bowel movements, stool color and size, change in

bowel habits, pain with defecation, rectal bleeding or

black or tarry stools, hemorrhoids, co@i_pation,\——a

diarrhea. AEdominal pain, food intolerance, excessive
belching or passing of gas. Jaundice, liver or gallbladder
trouble, he_@_t:_tis.

Hematocheziq

Melena .
é%;: _/9(1 blosid 4+ Vormnrtvig_ -
nti.... .
\’m\mql-e eSS
JMusculoskeletal:

* Muscle or joint pain, stiffness, arthritis, gout, backache.
If present, describe location of affected joints or
muscles, any swelling, redness, pain, tenderness,
stiffness, weakness, or limitation of motion or activity;
include timing of symptoms [e.g,, morning or evening),
duration, and any history of trauma. Neck or low back
pain. -

* Joint pain with systemic features such as fever, chills,
rash, anorexia, weight loss, or weakness.

" bleed +Vam‘|+}nﬂ
= Cr:”(c ﬂmund
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O Psychiatric:
* Nervousness, tension, mood, including depression,
memory change, suicide attempts, if relevant.

S




U Neurologic:

* Changes in mood, attention, or speech; changes in
orientation, memory, insight, or judgment; headache,
dizziness, vertigo, fainting, blackouts; weakness, paralysis,
numbness or loss of sensation, tingling or “pins and
needles,” tremors or other involuntary movements,
seizures.

U Hematologic: W Paciw
* Anemia, easy bruising or bleeding, past transfusions,
transfusion réactions.

(J Endocrine:

* “Thyroid trouble,” heat or cold intolerance, excessive
sweafing, excessive thirst or hunger, polyuria, change in

E[CEOF.SEO_E_Size. E D(\T—
2 Gt (\:\Lvuma “Lj)

« ® 7. HEALTH PATTERN
® GATHER PERSONAL/ SOCIAL HISTORY FROM
THE PATIENT DAILY LIVING ROUTINES THAT
e
MAY INFLUENCE HEALTH AND ILLNESS

Sample Questions

Health Pattern

Sell-perception—sell-concept:
Describes sclf-concept and
perceptions of self (e.g., body
wmage, fecling stare, sclf-esteem, handle ___?
personal identity, and social identity) I you could change anything about

yuunself, what would you change?
[ Value beliel:

How would a fricnd describe you?
How do yom feel about your ability to

Describes patterns of values, beliefs What is your source of strength and hope?
Is relignon or God significant to you?
Descnbye how

(mclhading spiritual ), or goals that
guide chaices or decisions

Diescribe your excrcise routine or activitics
" Diescribe your leisure and recreation
activitics.
Have you experienced any change
in your activities due 1o your illness?

Describes pattern of exercise,
activity, leisure, and recreation

Sleep-rest:
Describes patterns of slecp, rest,
and relaxation

MNutrition:
Describes pattern of food and
tluid consumption

Em...u.........:

At what time do you usually retire
and awaken?
Do you fecl rested?

Diescribe a typical day’s dier. Are
you on any special dier?

PHYSICAL EXAMINATION

®A PROCESS TO OBTAIN
OBJECTIVE DATA FROM

'THE PATIENT.

"m .

®TO DETERMINE

HOW TO
AS WELL AS

[, determing Cchan RS 1A

H.Q.

D\- how ‘o ns“)oh& to aPrObLLVV\
3. prmote |ru_a|+lﬂa “F‘”hd[e

FOUR BASIC TYPES OF ASSESSMENT

1. COMPREHENSIVE HEALTH
ASSESSMENT.

= INVOLVES % HEALTH HISTORY
CAL

AND PHYSI NATION.

2. FOCUSED OR PROBLEM ORIENTED ASSESSMENT
- CONDUCTED TO ADDRESS A SPECIFIC
—_—

PROBLEM / CURRENT HEALTH PROBLEM
| ——— —_—

5. FOLLOWUPHISTORY © 2 (,»5.p -

- PROVIDES THE NURSE WITH A FULL - A FORM OF FOCUSED ASSESSMENT | reatmunt
PICTURE OF THE PATIENT'S HEALTH - PATIENT PROBLEM IS EVALUATED AFTER ~ — J
VSTATUS, AS WELL AS H OMOTI TREATMENT, OR A SECOND SHIFT NURSE MAY ‘
'AND RISK REDUCTION NEEDS FOLLOW UP A PROBLEM IDENTIFIED BY A NURSE eValuahow
HG b ) RR noed CNEARLERSHIT
+ 8 5 st
T . 1> shifk
FOUR BASIC TYPES OF HEALTH ASSESSMENT L
\
4.EMERGENCY ASSESSMENT 9" hibb
- RAPID, FOCUSED ASSESSMENT CONDUCTED X o _ — —
WHEN ADDRESSING A LIFE-THREATENING OR ., &
UNSTABLE CONDITION _
- SYSTEMIC PRIORITIZATION i )
=

EX: ASSESSMENT OF CIRCULATION, AIRWAY, AND

BREATHING

_
———

BINGWE



TYPES OF PATIENT

ubjective and Objective Doto
DATA Sub]ectwe Dala Symptoms Objective Data—Signs
1. SUBJECTIVE INFORMATION / What the patient tells vou -4 What you detect during the examination
The history, trom Chicf Complaint 4 All physical examination findings
SUBJECTIVE DATA through Review of Systems
Example: Mrs. G is a 54-year-old Example: Mrs. G is an older, overweight
2. QEJ@_E INFORMATION / hairdresser who reports pressure white female, who is pleasant and
over her left chest “like an cooperative. Height 5'4" weight
OBJECTIVE DATA clephant sitting there,” which 150 Ibs, BMI 26, BP 160,/80 right
goes into her left neck and arm. arm, sitting, HR 96 and regular,
respiratory rate 24 and regular,
temperature 97.5°F oral

WHEN STUDENTS ARE COLLECTING THE INFORMATION AND SHARING IT WITH INSTRUCTORS, ADDRESSES
ENUMBERSSHOIIDBEDEITE),A!DNTMS(HDTHAMES)SHMDBEWPROTECTTHE

" % e N
3. OBSERVATIONS AND MEASUREMENTS/

nurses may not realize it, but thbegm to
‘assess’ and ‘make observations’ about patients from

the very moment they set eyes upon them.
- wheelchair/ walking? - poor posture? - vital si

- using a stick, limping, unsteady gait?
- facial color? - bleedink?
- breathing rapid or shallow? - increas

MEASUREMEN [ * 0 - ONSET

qhmu-%

.- '_[.—llll:l'ﬂllll Cool wmolsk or de "“%Jcl"”‘t& Skin _
1. TEMPERATURE * D -DURATION

2. CARDIAC RATE/ PULSE RATE

3. RESPIRATORY RATE * G- CHARACTERISTIC SYMPTOMS
A 1 * A—ASSOCIATED MANIFESTATION

5. PAIN (5™ VITAL SIGNS)
(o-t-o-c-a-r-1-5)  *R- RELIEVING FACTORS -
HR Temp, *T- TREATMENT O LD C PVR l

RR Pain
BP

4. PROCEDURES AND INVESTIGATION

P AVER

“*LABORATORY — PHYSIOLOGICAL FUNCTION OF AN ORGAN

“*DIAGNOSTIC PROCEDURE — ANATOMICAL STRUCTURE OF AN ORGAN
\f’% T
e — LSS
— endoscep Y 7




