ADULT PHYSICAL EXAMINATION

INTRODUCTION:




Usually a client (patient ) comes in the Hospital for seeking health assistance with many expectations in his heart. He encounters first with the Nurse, and therefore; being a nurse it is our moral as well as ethical duty to respect the client as human being. While history taking we may have opportunity to do so; but through complete /partial physical examination we may understand the client problems with rationales.



However, a complete physical examination requires knowledge, skill and experience. But these all come through the learning. As a nurse while examining the client, keep following principles in mind.



Principles:




---- Complete/ partial physical examination should follow careful  




      Comprehensive or problem oriented history.




---- conduct physical examination in quit, well-lit room, consider 




      clients privacy and comfort.
APPROACH TO THE PATIENT:
· If possible begin with sitting position

· Expose complete part that has to be examine, cover the rest part.

· Conduct examination systematically i.e. Head –to-toe. 

· While examining each region have knowledge of anatomical structure

And functions and possible abnormalities.

· Our body is bilaterally symmetrically, hence compare findings on one 

With other side

· explain the client each step to encourage his co-operation, to make

him/her worryless.

TECHINIQUES OF PHYSICAL EXAMINATION:



Use appropriate technique to get the findings. Use following techniques:


Inspection: 



..most important of all techniques.



..inspect the client with first encounter.



..By inspection we may judge client behavior and body.


..knowledge,experience, enhances skill of the inspector.



..inspect each organ/part carefully with eagle eye.


Percussion:



..percussion means giving motion to the underlying tissues.



.. to determine nature of underlying tissues. e.g. air-filled, fluid-filled,



    or solid.



.. audible sounds, palpable vibrations which can be distinguished by the 



   examiner has important role in making diagnosis.



.. check for flatness, dullness, resonance, hyper-resonance, tympany.



   All for intensity, pitch, duration, and location.


Auscultation:


.. examining the internal organ’s sound.



.. stethoscope, foetoscope is used for it.

PROCEDURE FOR PHYSICAL EXAMINATION:



 Before commencing, collect all article, equipment in working condition, 



  at a time.



--thermometer –sphygmomanometer –ophthalmoscope—torchlight 



-- tongue depressor—stethoscope – auriscope-- reflexes hammer 



--tunning fork – safety pins – cotton ball—measure rule/tape



-- disposable glove – lubricant –if rectal examination is indicated then 



    proctoscope required.



    Additional  articles as per specific examination,( if it is to be done.)

VITAL SIGNS:


--accuracy is important


temperature

                            ( routinely axillary, for 5 minutes. Minimum 3 minutes.



    ( oral temp. is suffice



    ( accurate is rectal method.


Pulse



( radial pulse



( for 1 minute or at least 30 seconds – if irregular count for full minute. 



     Note number of irregular beats.



( strong, weak, bounding, thready…



( record with comments.

           Blood pressure 



( measure in both arms.



( palpate for systolic blood pressure



( auscultate for diastolic blood pressure.



( apply cuff firmly, if loose false reading.



( use appropriate size cuff .e.g. for pediatric /obese patient.



( cuff 2.5 c.m. above ante-cubital fossa.

HEIGHT & WEIGHT:


( if client is ambulatory take height in standing near wall.



( if bed ridden, measure in cot, if indicated.



( weigh the client on standard weighing machines only.

GENERAL APPEARANCE:


( observe from first encounter, while client is in waiting room, or while 



     the patient is in bed.



( continue throughout interview.



( while looking for appearance inspect such as race, sex, general physical



     development, nutritional status, mental alertness,. .etc.

· for evidence of pain

· body position

· clothes

· apparent age

· hygiene

· grooming.

· Wellness or sickness

SKIN:


Examine skin as you proceed through each body system.


Observe skin color, pigmentation, lesions jaundice, cyanosis, scars, superficial 



   Vascularity  moisture, edema color of mucous membrane , 

 

   Hair distribution, nails.


Palpate for temperature, texture, elasticity, turgor.

HEAD:


inspection



symmetry of face



normally skull and face are 








symmetrical.



Configuration of                                                                                       

                         of skull , hair color and distribution.              Distribution of hair vary









 from person to person.



Palpation
 


Hair texture,masses, swelling or                      the scalp should be free from 

                               Tenderness of scalp, configuration 

  flaking ,lesions. Deformities

                                Of skull 




   or tenderness.

      EYES AND VISION:



Inspection 



Globes--- for protrusion




Palpebral fissure--- for width and symmetry.




Lid margins --- for scaling, secretions erythema, position of lashes.




Bulbar and palpebral conjunctiva – for congestion and color.




Sclerae—for color, iris for color.




Pupils – for size, shape, symmetry, reaction to light and accommodation





   ( ability of the lens to adjust to objects at varying distances.)




Eye movements—extra ocular movements, nystagmus, convergenece



Gross visual field—by confrontation.




Visual acuity. – check with a Snellen chart ( with and without glass)



Palpation



Determine strength of upper lids by attempting to open closed lids against


                      Resistance.




Palpate globes through closed lids for tenderness and tension.


EARS AND HEARING:


Inspection



Pinna—for size, shape, color, leision, masses



External canal—examine with otoscope for discharge, impacted cerumen, 




 Inflammation, masses, or foreign bodies.



Palpation



Pinna – examine for tenderness, consistency of cartilage, swelling.



Mechanical Tests




1: Test each ear for gross hearing acuity using whispered word or watch.




  Cover the ear not being tested.




2: Weber Test:





test for lateralization of vibration.





Place tunning fork in the center of the scalp near the forehead.





---- a patient should hear the sound equally well in both ears; i.e.




       no lateralization.




3: Rinne Test:





a: place vibrating tuning fork on the mastoid process behind the ear





    and have the patient tell you when the vibration stops.





b: then quickly hold the buzzing end of the tuning fork near the ear 





    canal and ask if patient can hear it.





     ---- normally, sound should be heard after vibration can no 






longer felt; i. e. air conduction is greater than bone 






conduction. Lateralization and conduction findings are 






altered by damage to the 8th cranial nerve and damage to 







the ossicles in the middle ear.


NOSE AND SINUSES:


Inspection 



1: Observe for general deformity.




2: with nasal speculum( autoscope, if speculum is not available.) examine  




    for:




    a: Nasal septum ( position and perforation )




    b: Discharge ( anteriorly and posteriorly )




    c: Nasal obstruction and airway patency..




    d: Mucuous membranes for color.




    e: Turbinates for color and swelling.



Palpation



Sinuses ( frontal and maxillary ) for tenderness,





Frontal: direct manual pressure upward toward wall of sinus.





             Avoid pressure on eyes.





Maxillary: with thumbs, direct pressure upward over lower edge of 





                  Maxillary bones.


MOUTH:



Inspection



1: Observe lips for color, moisture, pigment, masses, ulceration, fissures.




2: Use tongue depressor and penlight to examine:




    ( teeth – number, arrangement, general condition.




    ( gums –for color, texture, discharge, swelling, or retraction





      ------commonly recede in adult





      ------bleeding is fairly common and may result from trauma,






   gingival disease, or systemic problems ( less common)




    ( Buccal cavity –for discoloration, vesicles, ulcers, masses.




    ( Pharynx –for inflammation, exudates, and masses.




    ( Tongue (protruded) –for size, color, thickness, lesions, moisture, 




          symmetry, deviations from midline, fasciculations.





----- normally midline and covered with papillae, which vary in 





from the tip of the tongue to the back. ( The circumvallate papillae





 are large and posterior. )




  ( Salivary glands – for patency.





Parotid glands--- open in the buccal pouch at the level of the upper 





 Teeth halfway.





Sublingual and Maxillary glands---open underneath the tongue




  ( Uvula—for symmetry when patient says ‘ah’.




  ( Tonsils—for size, ulceration, exudates, inflammation.




  ( Odor of breath –may indicate dental caries.




  ( Voice –for hoarseness.



Palpation 




a: examine oral cavity with gloved hand for masses and unceration.Palpate




    beneath tongue and explore laterally the floor of the mouth.




b: Grasp tongue with gauze sponge to retract; inspect sides and 




    undersurface of tongue and floor of mouth.


NECK:



Inspection



        1:
Inspect all areas of the neck anteriorly and posteriorly for muscular




Symmetry , masses unusual swelling or pulsations, and range of motion.




---- range of motion –normally the chin can touch the anterior chest, and




                                   the head can be extended at least 45 degrees from 







vertical position and can be rotated 90 degrees from







midline to side.



        2: Thyroid: --Ask the patient to swallow and observe for movement  of an





   enlarged thyroid gland at the suprasternal notch.



        3: Muscular strength: 




a: cervical muscles. –have patient turn his chin forcefully against your







hand.




b: Trapezius muscles.—exert pressure on the patient’s shoulders while 







having him shrug his shoulders.



        4: external jugular veins—observe with patient sitting and then lying at 30-







40 degree angle; patient’s neck should not be 







flexed.



Palpation




1.Cervical nodes and salivary glands.—normally cervical glands are not





palpable, unless the patient is very thin, in which case nodes are 





felt as small, freely movable masses.




2. Trachea: --palpate at the sternal notch, stand behind ( or in front of ) 





          the patient and allow the middle finger of each hand to glide





          off the head of the clavicle into the sternal notch. Palpate for 





          deviation and tracheal tug.




3. Thyroid:-- 





a: stand behind the patient and have him flex his neck to relax the 





    cervical muscles.





b: place the fingertips of left hand behind the left sterncleido-





    -mastoid muscle adjacent to the trachea just below larynx.





  Palpate area over trachea and to left of trachea to discern outline





   Of isthmus of left lobe of thyroid gland.





d: note any enlargement, nodules, masses consistency.





e: Reverse the procedure and examine the right lobe of the thyroid





    gland.





f: since the thyroid gland moves upward upon swallowing, have 





    patient swallow to facilitate examination.




4: Carotid arteries:





a: palpate the carotids one side at a time.





b: the carotids lie anterolaterally in the neck –avoid palpating the 



    carotid sinuses at the level of the thyroid cartilage just below





    the angle of the jaw since this may cause slowing of heart rate.




c: note symmetry of  pulsations, strength and amplitude.


LYMPH NODES:



Check for cervical nodes during neck examination, axillary nodes during arm examination, Inguinal nodes during groin examination Epitrocheal nodes during elbow examination, but always record under separate heading.--- usually these nodes are not palpable if it is, then examine further for its size, shape, mobility, consistency tenderness, and inflammation.
BREASTS ( Male and Female)



 Female breast: 




Inspection: --areolae, and nipples for position, pigmentation, inversion, 





        Discharge crusting and masses.





      --- breast tissue for size, shape, color, symmetry, surface, 






contour, skin characteristics and level of breasts. Note any 






retraction or dimpling of the skin.






Ask the patient to elevate her hands over her head; repeat 






 the observation.




Palpation:-- this is best done with patient recumbent. Note the palpation




        Findings carefully.



Male breast: Examination of the male breast cam be brief and should never be 





Omitted.

THORAX AND LUNGS:

· Posterior thorax and Lungs:- 

Inspection –for mobility—and structural deformity—during respiration –note any bulging and retraction—
Palpation


--identify tenderness, mass, inflammation—palpate ribs and costal margins –elicit vocal and tactile fremitus, note any increased or decreased fremitus

Percussion

--in sitting position –symmetrical areas comparing sides


--locate any abnormal percussion(resonance over                                                                      symmetrical areas of the lung.)




Auscultation  --being done for air, fluid or mucus in the lungs and 





for surrounding pleural space.—ask patient to sit erect





listen to lungs as patients breathes (with open mouth and





more deeply than normal. place the stethoscope in the same 





areas on the chest wall as those percussed, and listen to a                                                 





complete inspiration and expiration in each area.





From apex to lung






3 types of normal breath sounds






--vesicular   inspiration>expiration







--bronchovesicular sound  inspiration = expiration







--bronchial tubular  expiration >inspiration.
· Anterior thorax and lungs:

patient in recumbent with arms at side and slightly 

abducted.

Inspection
            for any deformity—width of costal angle


rate and rhythm of breathing use of accessory 


muscle – any asymmetry
Palpation

serves as same as posterior chest wall examination 


for fremitus  anteriorly and laterally –compare 


symmetrical areas


displace the female breast gently if necessary

Percussion  arms resting at side 


begin just below the clavicle and percuss 


downward from the intercostals space to the next.


displace the female breast to avoid any vibration.


 percuss of hepatic dullness on the right and cardiac 


dullness at the left side.

Auscultation


listen to the chest anteriorly and laterally for the 


distribution of resonance and any abnormal sounds.
HEART:


Know landmarks of position, identification of certain structure and significant findings. Know about the functions of the heart.


e.g. angle of Louis:---2.5 c.m. below the sternal notch where the manubrium and the body of the sternum joined. Heart sound best heard between 4th and 5th intercostals space.

Inspection



Precordium for any bulging—apical impulse in5th or 6th intercostals 



Space –note any other pulsation.


Palpation



Ball of the hand to detect vibrations which may be caused by murmur 



At aortic, pulmonic, tricuspid, mitral area.


Use fingertips or palmar surface to detect pulsation.



(Tricuspid area 5th intercostals space next to the sternum)



(Mitral area 5th intercostals space at or just medial to the midclavicular 



 line). Palpate for the apical beat; identify the point of maximal impulse 



(PMI) and note its size and force.


 Percussion 


outline the areas of cardiac dullness.---Rt side usually lies under the 



sternum Lt border generally does not extend beyond 4.7 and 10 c.m. left of 


the midsternum line in the 4th , 5th , and 6th intercostals space



percuss outward from the sternum with the stationary finger parallel to the



intercostals spaces until dullness is no longer heard. Measure the distance 



from the midsternal line in cemtimeters.


Auscultation. 



pulmonic or aortic area first.



Begin by identifying first and second heart sound.




1st sound is caused by closing of tricuspid and mitral valve.




2nd sound is results from the closing of the aortic and pulmonary




 valve.




the two sounds are separated by a short systolic interval; each pair




of sounds is separated from the next pair by a longer diastole.




-normally two sounds are heard  as ‘lub’. ‘dub’




-in aortic and pulmonic  area S 2 is usually louder than S 1 .



  
-in the tricuspid area S 1 and S 2 are almost equal intensty and in 


               the mitral area S 1 is often slightly louder than S 2

       -note the rate, rhythm—note any extra sounds and murmur.

PERIPHERAL CIRCULATION:


Jugular Veins  



Evaluation of jugular veins is most important in suspected cardiac                                

                         compromised patients


Inspection --neck for internal jugular venous pulsations




     --identify the point at which the pulsations can be seen and




        measure the vertical line between the point and the sternal 




        angle.


Extremities ---  observe skin over extremities for color, pallor, rubor, hair 




  distribution.---inspect for any superficial vessels.




Palpate  





for temperature of skin over extremities, comparing one





side to the other.





palpate pulses—radial –femoral—posterior tibial





dorsalis pedis. Comparing symmetry form side to side.





palpate skin over the tibia for edema by pressing the skin





between the thumb and index finger, for 30 second to 1





 minute then rub pads of  fingers over the area pressed and 

                                                  note  the indentation.

ABDOMEN:


 Ask the patient to empty bladder before the abdominal examination. Make him comfortable lying down positioned and slightly knee flexed will help to relax the abdominal  muscle and make palpation easier.       


--Expose the abdomen fully. Make sure that your hands as well as stethoscope


   diaphragm are warm.


--Be methodical in visualizing the underlying organs as you inspect, auscultate 


   percuss and palpate each quadrant or region of the abdomen.


Inspection



General contour of the abdomen.



--(flat, protruberant, scaphoid, or concave; local bulges.)



    check umbilicus for contour or hernia and the skin for rashes, striae,



    and scars. Also note symmetry , visible peristalsis, aortic pulsation.


Auscultation –perform before percussion and palpation because palpation may




alter the bowel sound.



         --note the frequency and character of bowel sound. ( 5 to 35 




 bowel sounds/ minute. Familiar sound is ‘growling’.


Percussion –provides general orientation to the abdomen.



      --proceed methodical quaderant to quaderant.



         note tympany and dullness.



      --border of the liver---at right upper quaderant in the midclavicular 




line.


Palpation

(a) light palpation: use palmar surface of the fingers of one hand, palpate the 

                                            4 quaderants lightly and smoothly without jerking or 




         poking.




        --while palpation observe the patient’s facial expression.



            for any signs of discomfort.

(b) deep palpation:     instruct the patient to relax the abdominal muscles.

                                 --use the palmar surface of the fingers of one hand, 



               and systematically move through the 4 quaderant




--identify any masses and note any tenderness by  



               observing the patient’s facial expressions while




   palpating.

Liver: 
left hand at the patient’s back at the level of 11th 12th rib.place right 


            hand , with fingers angled and slightly facing the costal margin


            just below the percussed lower border of  the liver.



--to facilitate palpation press upward with the left hand 



-- ask the patient to breath and while breathing out press the fingers



    of the right hand inward. On deep inspiration do not change the 



    position of the right hand , feel for the liver edge moving over



    the fingers. If nothing is felt on inspiration, palpate more deeply



    then on each subsequent iinspiration, move the finger upward 



    toward the costal margin.

  
Spleen: --spleen ordinarily should not be felt



--left hand behind the left rib cage –palmar surface of the right



  hand facing left costal margin in the L.U.Q( left upper quaderant)

      --ask the patient to take deep breaths and feel for the edge of the 

         spleen.



Kidney:




Palpate      for the left and right kidney.—place the left hand under 




  the patient’s back between the rib cage and the iliac crest.-support




  the patient while you palpate abdomen with the right palmar 




  surface of the fingers facing the left side of the body –bring both




  hands as much together as you can to palpate.



Aorta   



Palpate ---with thumb and index finger.—press deeply in the




    Epigastric region ( roughly in the midline) and feel with the 




    Fingers for pulsations as well as for the contour of the aorta.


Other findings . --- palpation of the R.L.Q. may reveal the part of the 





bowel  called the cecum.—the sigmoid colon may be





palpable in the L.L.Q. – the inguinal and femoral areas 





should be palpated  bilaterally  for lymph nodes. 

MALE GENITALIA   AND  HERNIAS:  



Best done with patient standing.—drape the patient’s chest and 



Abdomen.—expose the groin and genitalia.



Inspection –pubic hair distribution and the skin of the penis. have the




patient retract the foreskin if present. Observe the glans and 




urinary meatus. note any ulcers, masses or scars.



note the location of the urethral meatus.




observe the skin of the scrotum  for ulcers masses redness or 




swelling. Inspect the inguinal area and groin for bulges. 



Palpation   --Use gloves if any inflammatory lesions present.



--palpate for any lesions, nodules, masses and note its tenderness
--shaft of penis for any induration.( firmness in relation to surrounding tissue)

--palpate each testis and epididymis separately between the thumb                  and first 2 fingers , also palpate the spermatic cord.( pressure on the testis normally produces pain.)

--palpate for inguinal hernias , using the left hand to examine the patient’s left side and the right hand to examine the patient’s right side.


Insert the right index finger laterally in vaginating the scrotal sac to the external inguinal ring.


If the external ring is large enough, insert the finger along the inguinal canal toward the internal ring and ask the patient to strain down noting any mass that touches the finger.

 Also palpate for the anterior thigh for a herniating mass in the femoral canal. Ask patient to strain down. ( femoral canal –not palpable, but is a potential opening in the anterior thigh medial to the femoral artery below the inguinal ligament.)

FEMALE GENITALIA: 




General approach;

Empty bladder—lithotomy position—abducted and flexed thighs—feet in stirrups.arms are at side or crossed over her chest.

Relaxed patient—drap the patient well –explain each step of procedure—avoid any quick, unexpected movements.—warm the speculum and the hands.

Inspection and Palpation  simultaneously through the course of the 

examination.


--begin with pubic hair distribution—inspect the labia majora, the 


mons pubis, and the perineum ( tissue between the anus and the 



vaginal opening.)


--with gloved hand , separate the labia majora and inspect the


clitoris, urethral meatus, vaginal opening. Note skin color ulcerations, nodules, discharge or swelling, note the area of Bartholins glands, if history of swelling palpate by placing the index finger in the vagina at the posterior end of the opening and the thumb in the out side the posterior portion of the vagina.
Speculum examination

--select correct size speculum—lubricate with warm water –begin gently and correctly—keep speculum anterior obliquely—inspect the cervix and its opening with direct light .—maneuver if necessary for full cervix visualization.( non pregnant=  smooth and pink cervix) while expelling the speculum out inspect vaginal wall for color inflammation, ulcers, masses or discharge.
Palpation  ( Bimanual examination )


Lubricate the index and middle finger of the gloved hand and insert them into the vagina, noting nodules, masses, or irregularities anteriorly and posteriorly.—locate the cervix and fornices and note tenderness, shape, size , consistency, regularity, and mobility of the cervix.


After completion of the examination wipe the genitalia with the tissue or offer the patient one so that she may do it herself.

RECTUM :



Technique for male patient:

--if patient is ambulatory have him stand and bend over the edge of the table.—patient lying on his left side, knees drawn up and buttocks close to the edge of the table.—expose the buttocks only and drape other well.
Inspection: spread the buttocks and inspect the anus, perinanal region, and         sacral region got inflammation, nodules, scars, lesions, ulcerations, rashes, Ask the patient to bear down; note any bulges.

Palpation:  Palpate any area noted on inspection,--lubricate the index of the gloved hand. Rest finger over the anus as the patient bears down and, as the sphincter relaxes, insert finger slowly into the rectum.—note sphincter tone , any nodules or masses, tenderness. palpate the wall of the rectum laterally and posteriorly while rotating your index finger . note irregularities, masses, nodules, tenderness. –anteriorly palpate the two lateral lobes of the prostate gland and its median sulcus for irregularaities, nodules, swelling, or tenderness. ( the male prostate gland is approximately 2.5 cm.

Technique for female patient:


--followed by the pelvic examination, with the patient still in the lithotomy position. –if the only rectal examination is indicated then patient may by placed laterally as same in the male patient’ rectal examination.The technique is as same as the male patient’s rectal examination.
MUSCULOSKELETAL  SYSTEM:  


Keep structure and functionl of the muscle in the mind.—ask for the history about daily living activities i.e. bathing, dressing ( buttoning, using zippers, tying shoelaces ) combing hair, brushing teeth, walking up and down stairs, bending, sitting, grasping and holding items without dropping them, standing from a sitting position, unaided.
Inspection:  inspect the upper and lower extremilties for the size, symmetry, any     deformity, muscle mass. Inspect the joints for the range of motion, ( in degrees ) enlargement and redness.

--note gait and posture; observe the spine for range of motion, lateral curvature or any abnormal curvature.—observe the patient for signs of pain during the examination.
Palpation :  --palpate the joints of the upper and lower extremities and the neck 
for tenderness , swelling, temperature, and range of motion. –hold the palm of the hand over the joint as it moves, or move the joint through the fullest range of motion and note any crepitaton ( crackling feeling within the joint.)—palpate the muscle for the size, tone, strength, and tenderness.—palpate the spine for bony deformities and crepitation, Gently hit the spine with the ulnar surface of your fist from the cervical to the lumbar region and note any pain or tenderness.
NEUROLOGICAL SYSTEM:


Screening neurological examination: ( without specific neurological complaint)


 This can be done either the sitting or supine postion. Much of the neurological examination can be performed as different regions of the body are being examined. e.g. the cranial nerve examination can be done at the same time as the head and neck are being examined, e.g. the mental status evaluation can be done while the history is elicited and while the entire physical examination is performed.


Component of the Neurological Examination. 



There are 6 component of the neurological examination:



1: Mental status ( cerebral function )



2: Cranial nerve function 



3: Cerebellar function

4: Motor function.



5: Sensory function



6: Deep tendon reflexes ( DTRs)

---- note symmetry of function s and findings on both side.

—always compare one side of the body with the other side  


1: mental status 



--state of consciousness ( alert, somnolent, stuporous, comatose )


-- memory: ( short term, long term, intermediate )



--cognition : calculations, current event )



--Affect ( mood )



--Ideational content. ( hallucination ) 

2: cranial nerve function:  a;  First (olfactory)  Nerve: it is not usually tested unless the patient complains of a   disturbance in sense of smell.  While examining use the substances that do not have lingering effect. Ask the patient to occlude 1 nostril and allow to smell the substance like coffee, tobacco. 




   
b: Second ( optic ) Nerve : visual acuity is tested with Snellen Chart. And visual field by manual  by the examiner.and the optic disc is examined with the help of the fundoscope.





c:  Third ( Occulomotor ), Fourth ( trochlear )and Sixth ( Abducens ) Nerves: ---all are tested together. Movements of extra ocular muscles ---pupillary constriction. --- and motor component which controls muscles of mastication and a sensory component which controls sensations of the face. 





d: Seventh facial Nerve:  motor functionis tested by observing facial expression and symmetry of facial movement.





e: Eighth ( Acoustic) Nerve :  has two branch Cochlear mediates hearing and Vestibular helps control equilibrium perform Romberg’s test i.e. ask the patient to stand erect with his eyes closed and feet close together. ( slight swaying may occur, but the patient should not fall. Stand close to the patient so that you can assist if he begins to fall )





f: Ninth ( Glossopharyngeal) and Tenth ( Vagus ) Nerves :  Are tested together since both have a motor portion innervating the pharynx. For Ninth test the presence of the gag reflex. For Tenth ask the patient to say “ ah” and  observe movement of the uvula and palate for the deviation and asymmetry.




g: Eleventh ( spinal accessory ) Nerve : mediates the sternocleidomastoid and upper portion of the trapezius muscles.





h: Twelth ( Hypoglossal ) Nerve :  innervates muscles of the tongue. Ask the patient to stick out his tongue and note the symmetry  and should not deviation.

3: Cerebellar Function : observe posture and gait. Ask patient to walk forward in a straight line. For muscle coordination ask the patient run his right heel down his left shin and vice versa. To test coordination is upper extremities have patient touch his nose with his index finger ( starting position: arms outstretched ) first left, then right, in rapid succession.
4: Motor function:  tested in conjunction with skeletal system since any bony deformity will affect motor function.---evaluate muscle mass tone strength and any abnormal movements ( tics, fasciculations, twitching ) 
5: Sensory function : should test sensitivity to light touch,   pain, vibration and position. Compare both sides of the body.

6: Deep Tendon Reflexes: have the patient relax, provide support for the extremity being tested. –compare reflex amplitude of the same tendons on either side of the body.

NUTRITIONAL ASSESSMENT:

Appetite: How is it describe by the patient. Good, fair, poor, too good?


Weight :  Has it been stable ? How has it changed ?

 
Diet :    Describe the type: regular, special , if not regular, why not? ( teeth


                         problem , sensitive mouth ?  ).

Usual mealtime : How many meals per day ? When ? Which are heavy 




     Meals ? 


Food preferences : Size of servings; any imbalance such as craving for salt

Prefers beef to other meals, dislikes seafood, prefers desserts but not fruit.



Food dislikes: what and why ? culture related ?



Usual eating places : Home, snack, shops restaurants.

Ability to eat : Describe inability –dental problem, ill-fitting denture,

            difficulties with chewing, swallowing.

Elimination : ( Micturation and defecation ) : Nature, frequency and

                      problems if any.

Exercise and physical activity – How extensive or deficient ?

Psychosocial – cultural factor : Review any having a bearing on proper

                                                   nutrition.

Medications : may be obtained from nursing or medical history.

Laboratory determinations : Blood :Hb, protein, albumin, cholesterol 

                                              Urine : protein, glucose, acetone

Specific physical examination information: Height , weight, body type: 






Small, moderate, large.
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