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Lincoln Memorial University

Caylor School of Nursing

Nursing 115

Fall 2009
UNIT II LESSON PLAN:  Health Assessment

 

DATES & TIMES:
          See Class Schedule

 

OBJECTIVES:  
          Upon completion of this unit, the student will be able to 

demonstrate in the clinical/campus laboratory setting, in                           individual and group conferences, and on written materials, the ability to:

 

   1.
Outline the essential elements obtained from a health history.

   2.
Discuss the relationship between physiological function and measurement of vital signs.

   3.
Identify life-span assessment variations.

   4.
Discuss the nurse’s responsibility to ensure accurate vital sign measurements.

   5.
Describe variables that alter vital sign values.

   6.
Describe the procedure for measuring body temperature at different sites.

   7.
Discuss the significant elements of pulse assessment.

   8.
Describe the procedure for assessing a patient’s pulse rate.

   9.
Locate the peripheral pulse and identify the characteristics of the pulse.

 10.
Discuss the significant elements of respiratory assessment.

 11.
Describe the procedure for assessing a patient’s respiratory rate.

 12.
Explain the physiology of arterial blood pressure.

 13.
Describe methods for assessing a patient’s blood pressure.

 14.
Demonstrate familiarity with instruments, equipment, and supplies needed for a physical examination.

15.
Demonstrate the technique for proper use of a stethoscope and sphygmomanometer.

 16.
State the purposes of physical assessment.

 17.
Describe the techniques used with each of the physical assessment skills.

 18.
List techniques used to promote the patient’s physical and psychological comfort during an examination, including positioning.




 19.
Discuss ways to incorporate health teaching into the examination process.

 20.
Describe physical measurements made in assessment of each body system.

 21.
Utilize physical assessment skills during the performance of routine nursing care 

            measures and document findings.

 22.      Differentiate normal versus abnormal laboratory and diagnostic tests results.
 23,      Explain the purposes of common laboratory and diagnostic tests utilized in health 

            assessment.

 24.
Discuss important patient teaching implications regarding both the pre- and post-performance of various laboratory and diagnostic tests.
 

TOPICAL OUTLINE:

 

  I.
Health Assessment and Data Collection across the Lifespan using Roy’s Adaptation Model


A.
Vital Signs



1.
Temperature




a.
Norms




b.
Assessment




c.
Equipment




d.
Terminology



2.
Pulse




a.
Norms




b.
Assessment




c.
Equipment 




d.
Terminology



3.
Respirations




a.
Norms




b.
Assessment




c.
Equipment




d.
Terminology



4.
Blood Pressure




a.
Norms




b.
Assessment




c.
Equipment




d.
Terminology


B.
Health Assessment



1.
Types of Assessment



2.
Preparation



3.
Components




a.
Health History





1.
Purpose





2.
Components




b.
Physical Assessment





1.
Purpose





2.
Equipment





3.
Techniques






a.
Inspection






b.
Palpation






c.
Percussion






d.
Auscultation



4.
Positions of patient during assessment



5.
Health Teaching



6.
Procedure and life-span assessment variations




a.
General survey




b.
Integument (Skin, nails, hair and scalp)




c.
Head and neck




d.
Eyes, ears, nose, mouth




e.
Thorax and lungs




f.
Heart




g.
Peripheral vascular system




h.
Breasts and axillae




i.
Abdomen




j.
Male/Female genitalia




k.
Rectum/anus




l.
Musculoskeletal system




m.
Neurologic system

 

7. 
Documentation of health assessment

II.
Evaluation of Laboratory/Diagnostic Tests


A.
Blood studies 
p. 208-215, 251-256


B.
Urine studies
p. 573-575, 586-588


C.
Sputum   p. 512-513


D.
Fecal   p. 513-515



E.
Biopsy   p. 280-281


F.
CAT scan   p. 179-181


G.
Chest Radiography (CXR)   p. 188-189


H.
Electrocardiogram (ECG, EKG)   p. 245-246


I.
Electroencephalogram (EEG)   p. 248


J.
Lumbar Puncture (LP)   p. 182-183


K.
MRI   p. 367-369


L.
Ultrasound (US)   p. 629

REQUIRED READINGS:

Fishbach, F., & Dunning, M.  (2006). Nurses’ quick reference to common laboratory and
diagnostic tests.  (4th 
ed.).  Philadelphia:  Lippincott Williams & Wilkins.  (Per listing of lab and diagnostic tests noted above in outline.)

Lynn, P. (2008).  Taylor’s clinical nursing skills: A nursing process approach (2nd ed.). 

 Philadelphia:  Lippincott Williams & Wilkins.  chap. 1 & 2.

Taylor, C., Lillis, C., LeMone, P., & Lynn, P.  (2008).  Fundamentals of nursing:  The
art and science of nursing care.  (6th ed.).  Philadelphia:  Lippincott Williams & Wilkins. chap. 24 & 25. 


 

Taylor, C., Lillis, C., LeMone, P., & Lynn P.  (2008). Study guide to accompany
fundamentals 
of nursing:  The art and science of nursing care.  (6th ed.).  Philadelphia: Lippincott Williams & Wilkins.  Readings to coincide with above chapters.

 


CLINICAL SKILLS:

 

1.
Demonstrate accuracy when taking apical and peripheral pulses, respirations, and blood pressures.

2.
Use a stethoscope to recognize heart, lungs, and bowel sounds.

3.
Demonstrate accuracy when taking and recording temperatures using various 

types of thermometers.

4.
Perform and document a physical assessment.

5.
Utilize principles of medical asepsis when taking vital signs.

HANDOUTS:

1.  Nursing Health History Guideline
2.  Physical Assessment Guideline

      3.  Lab Values & Diagnostic Procedures for Health Assessment
Lincoln Memorial University

Caylor School of Nursing

Nursing Health History Guideline

Biographical Data

· Patient/Resident Initials only in compliance with HIPPA

· Age

 Gender
Marital Status

Religion

Occupation              

· Access to Healthcare (How is the healthcare paid for?)
Fixed Income (Yes or No)

Present Illness

· Date of Admission to Facility

· Health Care Provider (Include name of MD, NP, etc.)

· Reason for Admission in the words of the Patient or Resident

· Medical Diagnosis on Admission (May include more than one)

Health History

· Advance Directive (Living Will, DNR, Power of Attorney)

· Medication/Food Allergies (Must include the reaction type)

· Tobacco Use to include Pack Per Day, years, and the years quit if former usage

· ETOH Use to include type, amount, and frequency

· Recreational Drug Use to include type, amount, and frequency

· Childhood Illnesses (Chicken pox, meningitis, polio,  and whooping cough)

· Immunizations up to date (Include childhood immunizations, Flu, PPD, and pneumonia)

· Prior Hospitalizations (Include reason, year, and the length of stay)

· Surgeries (Include reason, year, and the length of stay)

· Personal/Family History (Include type of disease for each body system affected )

Self-Concept Mode

· Body Sensations (How does the individual physically feel: Tired, weak, or rested?)

· Physical Sensations (What physical sensations are being felt: Hot, cold, or pained?)

· Sexual Sensations (Does the individual have sensations, how often, & is there satisfaction?)

· Body Image (How does the individual perceive his/her body? Satisfied? Changes to Make?)

· Age Appropriate Physical Development (Has the individual met growth and development milestones for age?)

· Erickson’s Developmental Stage (See Taylor, Lillis, LeMone, & Lynn p. 399-400)

· Describe Self as a person (What is the individual’s self-perception?  Personal characteristics?)

· Goals (What goal(s) does the individual have?)

· Changes in goals (Has the individual experienced a change in those goals?)

· Describe Spiritual Beliefs (What belief(s) does the individual hold?)

· Satisfied with spiritual self? 

· Current/Past Coping Mechanisms (How does the individual cope? Crying, Laughter, Prayer, Talking)

· Recent Major Life Changes (Has the individual experienced life changes? Birth, Death, Divorce, Marriage, Move)
· Deficit (Is there a deficit in this area?  If so, describe in detail)
· Nursing Diagnosis (If there is a deficit in this area, there should be a nursing diagnosis included to address the deficit)
Role Function Mode

· Primary/Secondary Role (Primary: Age, Sex, & Developmental Stage) (Secondary: Husband, wife, father, mother, sister)
· Able to meet roles (Is the individual able to meet these roles?  If not, why?)
· Anticipate change in role (Does the individual anticipate a change in these roles?)
· Deficit (Is there a deficit in this area?  If so, describe in detail)
· Nursing Diagnosis (If there is a deficit in this area, there should be a nursing diagnosis included to address the deficit)
Interdependence Mode

· Significant other (Does the individual have a significant other?  If naming, use initials only)
· Support system (Who does the individual rely on for support?  Remember to include staff if in an acute or long term setting)
· Independent aspects (In what aspect(s) does the individual feel independent?)
· Family structure (See Taylor et. al, p. 31)
· Gravida (How many times a female has been pregnant including current pregnancy if any?)
· Para (How many deliveries a female has had?)
· AB (How many abortions either elective or spontaneous?)
· Adopted Children (How many?)
· Living Children (How many?  Include adopted children and step-children)
· Deficit (Is there a deficit in this area?  If so, describe in detail)
· Nursing Diagnosis (If there is a deficit in this area, there should be a nursing diagnosis included to address the deficit
Physiologic/Physical Mode

Neurosensory
· Visual Aids (Contacts, Glasses, Magnifier, or Prosthetic)
· Hearing Aids (Hearing Aids or Cochlear Implants)
· Pain (Location, quality, intensity, onset, duration, referred, relief measures, acute/chronic, exacerbations)
· Sensation (Test the senses for decreased sensation)
· Neurosensory Exams (CT, EEG, MRA/MRI to include date & result)
Oxygenation

· Respiratory Exams (ABG, CT, CXR, PFT, VQ scan to include date and result)

Cardiac

· Cardiac Exams (Cardiac Catherization, Echo, EKG, Stress Test and to include date and results)

Nutrition

· Recent Gains/Losses & Amount (Has there been recent gains/losses?  If so, what is the amount?)  Remember to include unit of measure.

· Type of diet (Diabetic, mechanical soft, pureed, regular, soft, or tube feeding)
· Dietary Supplements (Does the patient/resident require supplements: ensure, magic cup, etc?)

· Dietary Restrictions/Preferences (Does the patient/resident have dietary restrictions or preferences?)
· Pain or Discomfort r/t Oral Intake (Does the patient/resident have pain or discomfort r/t oral intake?  If so, describe)

· Chewing/Swallowing Difficulty (Does the patient/resident have chewing/swallowing difficulty?  If so, describe)

· Gastrointestinal Exams (Colonoscopy, CT of the abdomen & pelvis, Esophagogastroduodenoscopy (EGD), Upper/lower GI series, Swallowing Evaluation, Video Esophagram and to include date and results)

Elimination
Gastrointestinal
· Daily Dietary Fiber Intake (Estimate from the 24 hour sample diet the daily dietary fiber intake)

· Daily Fluid Intake (Calculate the oral intake for the clinical day).  Remember to record the unit of measure.

· Gastrointestinal Exams (Barium Enema, Colonoscopy, CT of the abdomen & pelvis, Esophagogastroduodenoscopy (EGD), Upper/lower GI series, Stool Specimens and to include date and results)

Genitourinary 
· Genitourinary Exams (Urine culture/specimen and to include date and results)

Protection

· Burns, Lacerations, Lesions, Incisions, Scars, & Ulcerations (Does the patient/resident have any of the following?  If so, include the location, appearance, and treatment)
Activity and Rest

Mobility
· Physical Activity (What is the activity level of the patient/resident: Independent, assisted, or dependent?)

· Strength (What is the strength of the upper and lower extremities: Strong or weak, equal or unequal?)

· Mobility (What is the ROM ability of the patient/resident: Full, active, passive, or limited?)

· Posture (Observe and describe the posture of the patient/resident: Upright or other)

· Gait (Observe and describe the gait of the patient/resident: Balanced, equal, unequal, or limp)

· Aids (Does the patient/resident require any mobility aids?  If so, describe the type?)

· Current Exercise Regimen (What is the current exercise regimen for the patient/resident?)

· Leisure Activities (Does the patient/resident have leisure activities?  If so, how often does the patient/resident engage in those activities?)

Sleep 

· Sleep (Describe the patient/resident’s hours of nighttime sleep, quality, and frequency and duration of naps)
· Environmental disturbances (Are there environmental disturbances?)
· Appearance (What is the appearance of the patient/resident in relation to sleep: Rested, red eyes, puffy eyes, or yawns frequently?)
· Sleep Rituals (Does the patient/resident have sleep rituals?  If so, describe)
References

Roy, C. & Andrews, H.  (1999).  The Roy Adaptation Model. (2nd ed.).  Stamford, CT.  Appleton & Lange.
Taylor, C., Lillis, C., LeMone, P., & Lynn, P.  (2008).  Fundamentals of Nursing: The Art and science of 
nursing care. (6th ed.).  Philadelphia: Lippincott Williams & Wilkins
LINCOLN MEMORIAL UNIVERSITY
Caylor School of Nursing

Physical Assessment Guideline
Physiologic/Physical Mode

Neurosensory
· LOC (Level of Consciousness.  Patient/Resident’s degree of wakefulness or ability to be aroused.) (See Taylor et al. p. 1022 Box 34-1)
· Orientation (Patient response to questions regarding person, place, & time)
· Memory (Question immediate recall and recall of past events)
· Pupils (PERRLA: Pupils equal, round, reactive to light and accommodation) (See Taylor et al., p. 619 Guidelines for Nursing Care 25-2)
· Education/Discharge Needs (Is there a need for education?  If so, describe in detail)
· Deficit (Is there a deficit in this area?  If so, describe in detail)
· Nursing Diagnosis (If there is a deficit in this area, there should be a nursing diagnosis included to address the deficit)
Oxygenation
Respiratory

· Rate (What is the rate of the respirations?) (See Taylor et al., pp. 571-572). 

· Rhythm (Irregular, regular)

· Effort (Observe for difficulty versus normal relaxed breathing)

· Abnormal pattern (See Taylor et al., p. 572 Table 24-7)

· Cough (How often?  Non-productive or productive?  If productive, describe color and consistency)

· Breath Sounds (Auscultate breath sounds & determine if normal or abnormal) (See Taylor et al., p. 631 Table 25-8 & p. 632 Table 25-9)
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· Subjective Data (What the Patient/Resident complains of in own words)
· Oxygen (How many liters per minute and what delivery device?)

· Pulse Oximetry (What is the pulse oximetry reading?  Include if taken on oxygen or at room air)

· Education/Discharge Needs (Is there a need for education?  If so, describe in detail)
· Deficit (Is there a deficit in this area?  If so, describe in detail)
· Nursing Diagnosis (If there is a deficit in this area, there should be a nursing diagnosis included to address the deficit)
Cardiac
· Apical pulse (Rate and rhythm) (See Taylor et al., p. 566)

· Capillary refill: Observe light pink nail bed coloring.  Depress the nail bed with finger to lighten nail bed coloring.  Observe and time the return of circulation to the nail bed.

· Heart sounds (Auscultate heart sounds & determine if normal or abnormal) (See Taylor et al., p. 634 Box 25-5)
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· Blood pressure (What is the blood pressure?  Automatic or manual?  What arm?)
· Edema (Location, pitting or non, and degree if pitting) (See Taylor et al., p. 612)

· Peripheral Pulses (Location, rate, rhythm, & amplitude) (See Taylor et al., p. 567 Table 24-6)
· Extremity Color (Coloring of upper and lower extremities)

· Extremity Temperature (Palpate temperature of the upper and lower extremities)

· Education/Discharge Needs (Is there a need for education?  If so, describe in detail)
· Deficit (Is there a deficit in this area?  If so, describe in detail)
· Nursing Diagnosis (If there is a deficit in this area, there should be a nursing diagnosis included to address the deficit)
Nutrition
· Height, Weight, IBW/BMI (What is the height, weight,  ideal body weight/body mass index of the patient/resident?)  Remember to include unit of measure.
· Mucous Membranes (Describe the color and texture of the mucous membranes)

· Teeth (Does the patient/resident have teeth?  If so, describe condition)

· Dentures (Does the patient/resident have dentures?  If so, describe condition)

· Dental Caries (Does the patient/resident have dental caries?)

· Abdomen (Palpate the abdomen and describe)

· Bowel Sounds (Auscultate the abdomen and describe)

· Absent: No sounds 

· Hyperactive: More than 35 bowel sounds per minute

· Hypoactive: Less than 5 bowel sounds per minute

· Normoactive: 5-34 bowel sounds per minute
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· Education/Discharge Needs (Is there a need for education?  If so, describe in detail)
· Deficit (Is there a deficit in this area?  If so, describe in detail)
· Nursing Diagnosis (If there is a deficit in this area, there should be a nursing diagnosis included to address the def
Elimination

Gastrointestinal
· Stool (What is the frequency, color, and consistency of the patient/resident stool?)

· Continent (Is the patient/resident continent of bowel?)

· Ostomy (Does the patient/resident have an ostomy?  If so, where is the site, what is the stoma appearance, and what type of collection device does the patient/resident use?)

· Education/Discharge Needs (Is there a need for education?  If so, describe in detail)
· Deficit (Is there a deficit in this area?  If so, describe in detail)
· Nursing Diagnosis (If there is a deficit in this area, there should be a nursing diagnosis included to address the deficit)
Genitourinary
· Urine (What is the frequency, amount, and color of the urine?)

· Ostomy (Where is the site, what is the stoma appearance, & what type of collection device does the patient/resident use?) 
· Foley Catheter (What is the size and insertion date of the foley catheter?)

· Education/Discharge Needs (Is there a need for education?  If so, describe in detail)
· Deficit (Is there a deficit in this area?  If so, describe in detail)
· Nursing Diagnosis (If there is a deficit in this area, there should be a nursing diagnosis included to address the deficit)
Protection

· Body Temperature (What is the body temperature of the patient/resident?  Include the route and result?) (See Taylor et al., p. 561 Table 24-3)
· Braden Score (What is the Braden Scale Score?  (See Taylor et al. p. 1205)
· Skin Color (What is the color of the skin?) (See Taylor et al., pp. 610-611)
· Skin Condition (What is the condition of the skin: Turgor, dry, moist, intact, or rash?)
· Education/Discharge Needs (Is there a need for education?  If so, describe in detail)
· Deficit (Is there a deficit in this area?  If so, describe in detail)
· Nursing Diagnosis (If there is a deficit in this area, there should be a nursing diagnosis included to address the deficit.)
Narrative Summary of Findings

· Write or type a detailed narrative summary of findings in a head to toe manner.
· Alert and oriented X 2.  Disoriented to time of day.  PERRLA with glasses noted in place.  O2 at 2 LPM/NC.  Pink, moist, mucous membranes noted.  Upper and lower dentures noted to be clean and intact.  Apical heart rate 60 beats per minute, regular rhythm, S1 and S2 audible.  Respiratory rate 16 breaths per minute, regular, and unlabored.  Rhonchi noted in BUL.  Denies cough or SOB.  Nail beds pink, brisk capillary refill.  Abdomen soft with active bowel sounds X 4.  FC # 18 to BSD with 500 mL of clear yellow urine.  Active ROM with equal strength bilaterally.  NAD noted.  Lying supine watching TV.  Side rails up X 2.  M. Humfleet, SN, LMU.  
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Lab Values & Diagnostic Procedures for Health Assessment

	Diagnostic Lab
	Definition
	Rationale for Use 
	Normal
	Low Indications
	High Indications

	Complete Blood Count (CBC)
	Determine the #, variety, percentage, concentration, & quality of blood cells
	Baseline assessment 

Prognosis

Response to treatment

Recovery 
	WBC 4500-11,000

RBC 4.2-5.4 (M) 

              3.6-5.0 (F)

Hgb 14-17 (M)

              12-16 (F)

HCT 42-52% (M)

             36-48% (F)

PLT 140,000-400,000

	Viral infections or bone marrow suppression

Anemia, hemorrhage, leukemia, Hodgkin’s, multiple myeloma, SLE, Addison’s, rheumatic fever, & endocarditis 

Anemia, hyperthyroidism, liver, kidney disease, cancer, SLE, Hodgkin’s, leukemia, & lymphoma

Anemia, leukemia, lymphoma, Hodgkin’s, adrenal insufficiency, & chronic disease

Bone marrow suppression, anemia, & viral infections
	Inflammation or Infection

Polycythemia

Burns, polycythemia, COPD, CHF

Thrombocytopenia

RA, inflammation, infection, anemia 


Pre-Test for all labs requiring venipuncture: 

· Verify the order, identify the patient, and explain the procedure

Post-Test for all labs requiring venipuncture: 

· Monitor venipuncture site for signs of bleeding or infection
Lincoln Memorial University
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Lab Values & Diagnostic Procedures for Health Assessment

	Diagnostic Lab
	Definition
	Rationale for Use 
	Normal
	Low Indications
	High Indications

	Serum Electrolyte Levels
	Evaluate electrolytes & acid base balance 
	 Detection of potential or actual imbalances

Evaluate effectiveness of replacement therapy
	Sodium (Na) 135-145

Potassium (K+) 3.5-5.3

Calcium (Ca) 8.4-10.2

Magnesium (Mg) 

1.8-2.4

Phosphate (P) 2.5-4.5
	Burns, diarrhea, vomiting, kidney & liver disease, edema, large intake of water, Addison’s, diuretics, CHF, GI suction, DKA, & hypothyroidism

Diarrhea, vomiting, excess spiting or drooling, eating disorders, malabsorption, wounds, CF, alcoholism, & respiratory alkalosis 

Hypoalbunemia, hyperphosphatemia, hypoparathyroidism, malabsorption of Ca & vitamin D, alkalosis, acute pancreatitis, & vitamin D deficiency

Hemodialysis, blood transfusion, renal disease, cirrhosis, pancreatitis, hyperaldosteronism, hypoparathyroidism, burns, body fluid loss 

Hyperparathyroidism, rickets, diabetic coma, liver disease, vomiting, malnutrition, septicemia 
	 Dehydration, coma, aldosteronism, Cushing’s, DI

Renal failure, dehydration, metabolic acidosis, DKA, nephritis, sickle cell anemia, SLE

Hyperparathyroidism, cancer, hyperthyroidism, immobility, renal transplant, Paget’s disease

Renal failure, DKA, hypothyroidism, Addison’s, adrenalectomy, dehydration, antacid use 

Renal insufficiency, nephritis, hypoparathyroidism, hypocalcemia, healing fractures, bone tumors, Addison’s, acromegaly
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Lab Values & Diagnostic Procedures for Health Assessment
	Diagnostic Lab
	Definition
	Rationale for Use 
	Normal
	Abnormal
	Indication  

	Urinalysis
	Determine the properties of urine as well as abnormal constituents
	Baseline assessment

Diagnose  & monitor treatment of kidney & urinay tract infections

Diagnose & monitor treatment of metabolic diseases not related to urinary system 

 
	Color: Pale yellow to amber

Appearance: Clear to slightly hazy

SG: 1.015-1.025

pH: 4.6-8.0

Glucose: Negative

Ketones: Negative

Protein: Negative

Bilirubin: Negative

Urobilinogen: 0.1-1.0

Bacteria: Negative

RBC: Negative

Crystals: Negative

WBC: Negative

Epithelial: Few 

Nitrate: Negative

Leukocyte: Negative 
	Cloudy

Low 

High

Low

High

Present

Present

Present

Present 

Present

Present

Present

Present
	RBC, bilirubin, tumor, foods, meds, physiologic factors, fever

Pus, RBC, Bacteria

DI, pyelonephritis, renal damage

DM, nephrosis, CHF, toxemia, excess water loss

Metabolic acidosis,  diarrhea, starvation, UTI, respiratory acidosis

UTI, chronic renal failure, respiratory alkalosis

Diabetes, brain tumor or injury, MI, infection, lowered renal threshold

Diabetes, starvation, fasting, high fat or protein diet, low carb diet, prolonged vomiting, eclampsia, thyrotoxicosis, prolonged exercise & stress

Hepatitis, liver disease, obstructive biliary tract, parenchymal injury 

UTI

Cystitis, trauma, BPH, cancer, pyelonephritis 

Infection

Bacterial infection

Bacterial infection 


	Diagnostic Lab
	Definition
	Rationale for Use 
	Normal
	Implications

	Urine Culture
	Identify causative organisms in suspected infections of kidney, ureter, bladder, & urethra 
	Prognosis

Response to treatment

Recovery 
	Negative: Less than 10,000 organisms/mL of uring


	Bacterial count of 100,000 or greater per mL of urine indicates infection

E.coli

Enterococcus

Enterobacter

Klebsiella

Mycobacterium tuberculosis

Proteus

Pseudomonas aeruginosa

Staphylococcus saprophyticus

Trichomonas vaginalis

Candida albicans


Pre-Test for all Urinary Specimens: 
· Verify the order, identify the patient, explain the purpose and procedure, collect the specimen
· Specimens for cultures should be collect prior to the initiation of antibiotic therapy 

Post-Test for all Urinary Specimens: 
· Label the specimen, place the specimen in a biohazard bag, collect the requisition, and transport the specimen to the laboratory
Lincoln Memorial University
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Lab Values & Diagnostic Procedures for Health Assessment

	Diagnostic Lab
	Definition
	Rationale for Use 
	Normal
	Implications

	Sputum Culture
	Identify organisms causing a respiratory illness 
	Diagnose disease of the lower respiratory tract

Determine antibiotic or drug sensitivity 

Determine course of treatment

Evaluate effectiveness of therapy 
	Negative
	Presence of bacteria indicates an infection

group A Streptococcus

Streptococcus pneumonia

species of Enterobacteriaceae

Staphylococcus aureus

Mycobacterium

Legionella


Pre-Test:
· Verify the order, identify the patient, explain the purpose and procedure (rinse mouth, take deep breaths, cough deeply & forcefully), instruct the patient not to touch the inside of the specimen container, collect the specimen
· Specimens for cultures should be collect prior to the initiation of antibiotic therapy 

Post-Test: 
· Label the specimen, place the specimen in a biohazard bag, collect the requisition, and transport the specimen to the laboratory 

Lincoln Memorial University
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Lab Values & Diagnostic Procedures for Health Assessment

	Diagnostic Lab
	Definition
	Rationale for Use 
	Normal
	Indications

	Fecal studies 
	Determines properties of feces for diagnostic purposes

Determine pathogenic organisms, electrolytes, occult blood, blood cells, & swallowed blood  


	Diagnostic


	Amount: 100-200 g/day

Color: Brown

Odor: Varies

Consistency: Plastic

Size, shape: Formed

Blood: None

Mucus: None

Pus: None

Parasites: None
	Disease, diet, medications

Disease

Abnormalities in colon wall

Disease, food, medications

Parasympathetic excitation, dulcolax suppositories

Infection


Pre-Test:
· Verify the order, identify the patient, explain the purpose and procedure, collect the specimen
· Collect  uncontaminated species free of urine or menstrual blood 

· May be collected from diapers of infants or briefs of incontinent adults 

· Specimens for cultures should be collect prior to the initiation of antibiotic therapy 
Post-Test: 
· Label the specimen, place the specimen in a biohazard bag, collect the requisition, and transport the specimen to the laboratory 
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Lab Values & Diagnostic Procedures for Health Assessment

	Diagnostic Lab
	Definition
	Rationale for Use 
	Normal
	Procedure

	Biopsy
	Obtaining diagnostic material to study cells and tissue from parts of the body 
	Identify infections

Diagnose benign or malignant conditions

Predict cancer development


	Normal cells & tissue

No expression of biomarkers

Negative for neoplasia or hyperplasia 
	Local anesthesia is used

Needle aspiration of sample 


Pre-Test:
· Verify the order, identify the patient, explain the purpose and procedure, assist the physician with collection of the specimen 

Post-Test: 
· Label the specimen, place the specimen in a biohazard bag, collect the requisition, and transport the specimen to the laboratory 
· Monitor for bleeding and pain at the site 
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	Diagnostic Lab
	Definition
	Rationale for Use 
	Normal
	Procedure

	Computerized Axial Tomography (CT scan) 
	Specialized x-ray imaging of areas within the body 
	Evaluate trauma

Rule out pathologies

Cancer staging & treatment

Biopsy guidance 
	No tumor or pathology

Normal size, location, & appearance of body structures & organs
	Takes 10-30 minutes

Lie on motorized couch & are moved into x-ray field

Lie still & may be required to hold breath for views 


Pre-Test:
· Verify the order, identify the patient, explain the purpose and procedure
· Assess for contraindications: pregnancy, allergy to iodine, elevation of BUN or creatinine, or food or beverage intake within 4 hours of exam time
· Confirm with radiologist for a diabetic patient taking metformin (Glucophage) if the medication should be held pre-test and post-test to prevent renal failure

Post-Test: 
· Encourage fluid intake if contrast has been used to assist in the excretion of the contrast via the kidneys 
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	Diagnostic Lab
	Definition
	Rationale for Use 
	Normal
	Procedure

	Chest radiography (CXR)
	Performed to demonstrate the appearance of the structures in the chest and the bony thorax
	Evaluate pulmonary or cardiac disease & chest trauma

Determine location of chest tubes, feeding tubes, & subclavian catheters

Progression of TB

Post-bronchoscopy
	Normal appearing & positioning of chest, bony thorax, soft tissues, mediastinum, lungs, pleura, heart, & aortic arch 
	Remove clothing to waist

Stand upright 

Breathe in while images are taken

Takes a few minutes 


Pre-Test:
· Verify the order, identify the patient, explain the purpose and procedure, assist the patient in travel to x-ray department 

· Remind patient to remove jewelry or metal objects from chest area

· Assess for contraindications: Pregnancy in females 

Post-Test: 
· None
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	Diagnostic Lab
	Definition
	Rationale for Use 
	Normal
	Procedure

	Electrocardiogram (EKG, ECG)
	Measures electrical impulses of the heart
	Identify heart rhythm disturbances

Diagnose disease

Evaluate pacemaker function

Determine response to cardiac drugs

Evaluate risk for arrhythmias post MI
	Normal sinus rhythm

Normal position of heart in the chest
	Lie supine & still 

Shave chest of males if needed

Place gelled electrodes on the extremities & chest 


Pre-Test:
· Verify the order, identify the patient, explain the purpose and procedure, attach the electrodes 

· Assess the cardiac history, medication history, and interfering factors

Post-Test: 
· Clean the electrode sites & equipment

· Resume pretest activities 
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	Diagnostic Lab
	Definition
	Rationale for Use 
	Normal
	Procedure

	Electroencephalogram (EEG)
	Measures electrical impulses within the brain
	Diagnose epilepsy, tumor, abscess, infarct, injury, hematoma, CVA, narcolepsy, tremor, Alzheimer’s

Determine brain death
	Normal brain waves
	Placement of gelled gelectrodes on scalp

Sleep deprivation may be required 




Pre-Test:
· Verify the order, identify the patient, explain the purpose and procedure
· Hold stimulants for 8 hours prior to test (Coffee, tea, cola, & other caffeine products)
· Hold anticonvulsants, tranquilizers, barbiturates, & other sedatives for 24-48 hours prior to test 

Post-Test: 
· Assist the patient to shampoo the hair

· Resume normal activities 

· Resume medication unless otherwise ordered  
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	Diagnostic Lab
	Definition
	Rationale for Use 
	Normal
	Indications

	Lumbar Puncture
	Withdrawal of spinal fluid for analysis 
	Diagnose disease

Measure CSF 

Lower ICP

Check protein

Introduce anesthetics, drugs, or contrast agents into spinal cord
	Appearance: clear

Volume: 90-150 mL

Pressure: 90-180 mm H20

Chloride: 118-1302 mEq/L

Total cell count: 0-5 WBC, 0 RBC, 40-80% lymphocytes

Glucose: 40-70 mg/dL

Lumbar protein: 15-45 mg/dL
	Inflammatory disease, hemorrhage, or tumor can cause color change

Increased pressure with tumor or abscess, meningitis, inflammatory processes, subarachnoid hemorrhage, cerebral edema, & thrombosis

Decreased pressure with leaking CSF, subarachnoid block, circulatory collapse, dehydration

Decreases with tubular & bacterial meningitis

WBCs increased in inflammation, bacterial infections, hemorrhage, neoplasms, & trauma

Increased glucose with diabetes & coma

Decreased glucose with bacterial activity & acute bacterial meningitis

Increased protein with hemorrhage, endocrine disorders, & metabolic conditions

Decreased protein with CSF leakage, intracranial hypertension, & hyperthyroidism 




Pre-Test:
· Verify the order, identify the patient, explain the purpose and procedure
· Baseline neurological assessment & assess for contraindications (soft tissue or skin infection)

· Instruct to empty bladder and bowel

· Assist to fetal position & instruct to lie still during procedure

Post-Test: 
· Lie flat for 2 hours

· Encourage fluids to replace lost CSF

· Assess for changes from baseline neurological assessment 

· Monitor insertion site for bleeding & fluid leakage 

· Label the specimen, place the specimen in a biohazard bag, collect the requisition, and transport the specimen to the laboratory 
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	Diagnostic Lab
	Definition
	Rationale for Use 
	Normal
	Procedure

	Magnetic Resonance Imaging
	Uses magnets & radiofrequency signals to provide detailed images of specific sections of the body 
	Study blood flow

Evaluate disease


	Normal tissue 

Normal size & position of organs
	Takes 60-90 minutes

May be open or closed system


Pre-Test:
· Verify the order, identify the patient, explain the purpose and procedure
· Assess for sedation need for claustrophobia or inability to lie still 

· May require patient to be NPO

· No alcohol, nicotine, caffeine, or iron supplements before test 

Post-Test: 
· None
	Diagnostic Lab
	Definition
	Rationale for Use 
	Normal
	Procedure

	Ultrasound
	Use of high frequency sound waves to produce an image
	Diagnosis


	Normal structures
	Application of gel & transducer for imaging

Lie still during procedure


No pre-test or post-test care
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