PAGE  
3


Course Description

Comprehensive Health Assessment is a theory/practice course.  The focus is on a systematic assessment of an adult client’s health status through the use of health history and physical examination.  The theory component of this course encompasses the content and process of a health history, as well as normal functions and clinical data related to the examination of various body systems.  The emphasis of the practice component is on the development of assessment skills, which are necessary to implement a comprehensive physical examination of body systems for the purpose of identifying self-care requisites.  The practice component is provided in the nursing lab.

Objectives

Upon completion of this course, a student will be able to:

1. Demonstrate acceptance of the individual’s biological, psychosocial, cultural, and spiritual dimensions when performing health assessments.

2. Demonstrate an understanding of the principles of ethical, moral, and legal decision-making in the practice of health assessment.

3. Interact in a facilitative, deliberative manner with individuals to obtain a complete health assessment with accurate documentation.

4. Applies scientific principles to normal anatomy and physiology while performing physical assessment.

5. Demonstrate skill in assessment of selected body systems on an apparently well individual.

6. Demonstrate correct use of terminology to describe the findings.

7. Demonstrate use of teaching-learning process to improve the health practice of apparently well individuals.

Learning Experience

1. Review related anatomy/ physiology landmarks

2. Lab Demonstrations, supervised practice in lab, return demonstrations

3. Lab Assignments – written

Method of Evaluation          Integrated Physical Exam performance test – pass/fail




Midterm exam – 30%





Lab sheets – 20%





Final exam – 50%

Students must make at least 60% in a combined mark from their midterm and final in order to pass the course.
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NAME: _______________________


ID# _______________

COMPREHENSIVE HEALTH ASSESSMENT 

Guidelines for Laboratory Practice

Work Sheet #1


INSTRUCTIONS

1. Take history of the client in street clothes.

2. Have the client undress completely.

3. Provide privacy.  Expose one body part at a time; cover the rest.  Avoid unnecessary exposure.

4. Inspect skin in natural daylight or non-glare light.

5. Examine upper and lower extremities at heart level.

6.  Choose a position for the client appropriate to the client’s condition.  Skin assessment can be carried out in any position, e.g. sitting, standing or lying.

7. Use inspection and palpation techniques for assessing the integumentary system.

EQUIPMENT

1. Flashlight

2. Small centimeter ruler

3. Pair of gloves

4. Magnifying glass

5. Penlight

	Reference Page
	Examination Techniques
	Record Your Findings

	Chapter 12

p. 231-235

p. 236

p.236
	1. Inspect and Palpate  

     the Skin

A. Color

B. Temperature

C. Moisture

D. Texture

E. Thickness

F. Edema

G. Mobility and Turgor

H. Vascularity or Bruising

I. Lesions

            color- 

            elevation- 

            pattern – 

            size – 

            location-

            exudate – 

2.  Inspect and palpate

    Hair:

A.  Color

B. Texture

C. Distribution

D. Lesions

3.Inspect and palpate nails:

A. Shape & contour

B. Consistency

C. Color


	


NAME: ________________________      


ID# _______________

COMPREHENSIVE HEALTH ASSESSMENT

Guidelines for Laboratory Practice

Worksheet #2



INSTRUCTIONS

1. Take history of the client in street clothes

2. Have client in a sitting position.  This is preferable; otherwise use supine position.

3. Use inspection, palpation and auscultation techniques.

EQUIPMENT

1. Good lighting

2. Glass of water

3. Stethoscope

	Reference Page
	Examination Techniques
	Record Your Findings

	Chapter 13

p. 280

p.281

p.281

p.281

.

p.283

p. 285
	1. Inspect and Palpate  

    Skull

A.  Size & shape

B.  Temporal area

C. Tempomandibular Joint (TMJ)

2. Inspect the Face

A. Facial structures

4. Inspect & Palpate

     Neck

A. Symmetry of neck

B. ROM

1. Flexion

2. Extension

3. Lateral rotation

4. Ear to shoulder lateral flexion

5. Circumduction

Muscle Strength

C. Lymph nodes (10 groups)

1. Preauricular

2. Posterior auricular

3. Occipital

4. Submental

5. Submandibular

6. Jugulodigastric

7. Superficial cervical

8. Deep cervical chain

9. Posterior cervical

10. Supraclavicular

D. Trachea

E. Thyroid

1. Inspect thyroid (as person takes sip of H20)

2. Palpate thyroid

i)Posterior- Stand behind  client

ii) Anterior -Stand in front                                               

    of client

F. Auscultate the thyroid  (if indicated)         
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ID# _______________
COMPREHENSIVE HEALTH ASSESSMENT

Guidelines for Laboratory Practice

Worksheet #3



INSTRUCTIONS

1. Take history of he client in street clothes

2. Have client in a sitting position (preferably) with head at eye level.

3. Use inspection and palpation techniques


EQUIPMENT

1. Snellen eye chart 

2. Handheld visual screener

3. Room that can become dark

4. Opaque card (Index card )

5. Penlight

6. Diagnostic set (Ophthalmoscope)

	Reference Page
	Examination Techniques
	Record Your Findings

	Chapter 14

p. 306

p.308

p.309

p.310

.

p.311

p. 311

p. 312

p. 313

p.314

p.318

p.319

p.320
	1. Test Central Visual Acuity

A. Snellen Eye Chart

B. Near vision

2. Visual Fields

A. Confrontation

3. Extraocular Muscle Function

A. Corneal light reflex ( The Hirschberg Test)

B. Cover test

C. Diagnostic positions test

4. Inspect External Ocular Structures

A. General

B. Eyebrows

C. Eyelids & lashes

         Palpebral fissures (slits)

D. Eyeballs

E. Conjunctiva & sclera

F. Read eversion of the Upper Lid 

G. Lacrimal Apparatus

5. Inspect Anterior Eyeball Structures 

A. Cornea & lens

B. Iris & pupil

Inspect the Ocular Fundus

A. Optic disc

1. Color

2. Shape

3. Margins

4. Cup-disc ratio

B. Retinal Vesels

1. number

2. color

3. A:V ratio

4. caliber

5. A-V crossing

6. tortuosity

7. pulsations

E. General Background              of  Fundus   

F. Macula                     

          
	      Do not perform this exam
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     ID# ______________
COMPREHENSIVE HEALTH ASSESSMENT

Guidelines for Laboratory Practice

Worksheet #4



INSTRUCTIONS

1.   Take history of the client in street clothes

2.   Have client in a sitting position (preferably) with client’s head at examiner’s eye level.

3.   Use inspection and palpation techniques


EQUIPMENT

1. Diagnostic set (Otoscope)

2. High-frequency tuning fork (512, 1024Hz)

3. Nasal Speculum

4. Penlight

5. Disposable gloves and 4x4 Gauze pad

6. Tongue depressor

	Reference Page
	Examination Techniques
	Record Your Findings


	Chapter 15

p. 349

p. 351

p. 352

p. 354

Chapter 16

p.380-388

p.381

p.382

p.383

. 

p.384

p. 386

.

p.387


	EARS

1. Inspect & palpate external ear

A. Size & Shape

B. Skin condition

C. Tenderness

D. External Auditory Meatus

2. Inspect using the otoscope

A. External Canal

B. Tympanic Membrane

1. color & characteristics

2. position

3. integrity of membrane

3. Hearing Acuity

A. Voice test

B. Tuning fork

1. Weber test

2. Rinne test

4.VestibularApparatus.

A. Romberg test

THE NOSE, MOUTH, and THROAT

1. Inspect and palpate nose

A.  Skin

      B.  Contour

      C. Tenderness

      D.  Nares- Test for              patency

2. Inspect nasal cavity/septum
A. Color

B. Septum deviation

C. Perforation

D. Middle & Inferior turbinates

E. Growths/ polyps

F. Inflammation

3. Palpate Sinus Areas

A. Frontal

B. Maxillary

C. Transilluminaion

MOUTH & OROPHARYNX

1. Inspect mouth
A. Lips

B. Teeth & Gums

C. Tongue

D. Buccal Mucosa

E. Palate

     Uvula

2. Inspect the Throat

1. Tonsils (size, color, discharge)

2. Color

3. Gag reflex

4. Tongue position

5. Odor (Halitosis)
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ID# ___________________
COMPREHENSIVE HEALTH ASSESSMENT

Guidelines for Laboratory Practice

Worksheet #5 – Chapter 18


ONS

INSTRUCTIONS

1. Take history of the client in street clothes.

2. Have good lighting and ask the client to undress to the waist.

3.  Proceed in an orderly fashion: inspect, palpate, percuss and auscultate anterior and posterior chest.

4. Compare one side of the chest to the other side and work from above downward.

5. Examine posterior chest while client is sitting; anterior chest while client is supine.

6. Avoid unnecessary exposure.


EQUIPMENT

1. Stethoscope with bell and diaphragm

2. Well-ventilated and well-lighted room

3. One fifteen-centimeter ruler and tape measure

4. Washable marker

5. Alcohol Swab

	Reference Page
	Examination Techniques
	Record Your Findings


	Chapter 18.

p.449

p.237

p.450

p.451

p.452

p.453

p.454

p.457

p.458

p.458

p.460

p.460

p.462
	Assessment of Posterior Chest

1. Inspect:

A. Shape

B. Position for Breathing

C. Rate of respiration

D. Rhythm

E. Breathing effort

F. Skin

G. Nail – shape and color

2. Palpate:

A. Symmetric Expansion

B. Tactile/vocal fremitus

C. Tenderness

3. Percuss the Posterior Chest:

A. Lung fields

B. Diaphragmatic 

      excursion

4. Auscultate Posterior Chest:

A. Breath Sounds

B. Adventitious sounds – e.g., crackles, wheezes, rubs

C. Voice sounds

1. Bronchophony

2.Egophony

3. Whispered 

      pectoriloquy

Assessment of Anterior Chest

1. Inspect:

A. Shape

B. Facial expression

C. LOC

D. Quality of respirations

1.Rate

2.Rhythm

3.Breathing effort

4.Skin color

2. Palpate Anterior Chest:

A. Symmetric chest expansion

B. Vocal / tactile fremitus

C. Palpate for 1.tenderness

2.mobility & turgor

      3.temperature

      4.moisture

3. Percuss Anterior Chest for:

A. Resonance

B. Dullness

C. Tympany

4. Auscultate Anterior Chest:

A. Breath sounds

1. Bronchial or Tracheal

2. Vesicular

3.Broncho-vesicular

B.   Adventitious sounds

C. Pulse oximeter
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ID# ________________
COMPREHENSIVE HEALTH ASSESSMENT

Guidelines for Laboratory Practice

Worksheet # 6 – Chapter 19, 20

ONS

INSTRUCTIONS

1. Take history of the client in street clothes

2. Have client undress; provide a robe.

3. Expose the body part.

4. Provide privacy.

5. Avoid unnecessary exposure.

6. Examine client in supine position.

7. Use inspection, palpation, percussion and auscultation techniques.

EQUIPMENT

1. Flashlight/Penlight

2. Small centimeter ruler

3. Stethoscope

4. Sphygmomanometer with appropriate size cuff

5. Alcohol Swab ( To clean  bell/diaphragm of Stethoscope)

Cardiovascular Assessment is performed in the following order:

1. Pulse & B/P

2. Extremities

3. Neck Vessels

4. Precordium

	Reference Page
	Examination Techniques
	Record Your Findings


	Chapter 20

p.540

p.540

p.541-542

p.542

p. 542

p.543

.

p.544

.

p.547

Chapter 20

p. 501

p.502

p.503

p.504

p.505

p.506

p. 509

p. 511


	1. Measure B.P. in both arms:

A. Lying

B. Sitting

C. Standing

2.Inspect & Palpate the Arms

A. Symmetry

B. Skin

C. Nail beds

D. Capillary Refill

3. Palpate pulses on both sides for rate, rhythm, vessel wall elasticity, & equal force

1.Radial

2.Ulnar

3.Brachial

Check Epitrochlear lymph node

4. Modified Allen test

5. Inspect & palpate Legs

Skin color

Hair distribution

Venous Pattern

Size

Skin lesions/ulcers

Temperature

Measure the calf circumference

Check for Homan’s Sign

Palpate Inguinal Lymph Nodes

Check Pulses for rhythm, & amplitude

i)   Femoral

      ii)  Popliteal

      iii) Dorsal Pedis

      iv)  Posterior Tibial

Manual Compression Test if Varicose Veins 

The Neck Vessels

Palpate Carotid Artery

Auscultate Carotid Artery

Inspect the Jugular Venous Pulse

Measure JVP

The Precordium

1. Inspect the Anterior Chest for Pulsations

2. Palpate the Apical Pulse

     location

     size

     amplitude

     duration

Palpate the Precordium

Apex

Lt Sternal Border

Base

Percussion Cardiac Borders

A. Lt. Midaxillary line towards sternal border

B. Second Interspace down to 5th Interspace at the midclavicular line

Auscultate APE To Man

A. Specific areas

1. Aortic

2. Pulmonary

3. Erb’s point

4. Tricuspid

5. Apical

Also Note: Rate and rhythm in each area Identify S1 & S2 in each area

B. Any other sounds for location, intensity, timing.

C. Murmurs

1. Timing

2. Loudness

3. Pitch

4. Pattern

5. Quality

6. Location

7. Radiation

8. Posture

Change Position

Left lateral – auscultate Apex

Sitting, lean forward, Auscultate Base


	Right                            Left

Right                             Left

Right                             Left
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ID# ________________
COMPREHENSIVE HEALTH ASSESSMENT

Guidelines for Laboratory Practice

Worksheet # 7 – Chapter 22


ONS

INSTRUCTIONS

1. Take history of the client in street clothes.

2. Have client undress completely, except for under garments.

3. Use inspection and palpation techniques

4. Compare one side of the body to the other side for symmetry.

5. Evaluate each joint at rest and during range of movements.

6. Evaluate each joint for muscular strength.

EQUIPMENT

1. Tape measure

2. Goniometer

Read Pages 615- 616;  Order of Examination, Inspection, Palpation, ROM, Muscle Testing 

	Reference Page
	Examination Techniques
	Record Your Findings

	Ch.22.

p.616

p.617

p.618 - 619

p.619

p.620

p.621

p.621

p.621

p.622

p.623

p.623

p. 624

p.625

p.626

p.626-627

p.628

p.628

p.630

p. 631

p. 632

p.632

p.633

p. 634

p. 636


	1. Inspect gait for

A. Smoothness

B. Rhythm

2. Inspect and palpate:

Temporomandibular joint

A. Swelling

B. Tenderness

C. Crepitation

D. Test ROM

E. Temporalis & masseter muscles (clench teeth)

Size 

Firmness

Muscle strength

(tests Cranial nerve V- Trigeminal)

3. Cervical spine

A. Inspect Alignment of head & neck

B. Palpate spinous processes, sternomastoid, trapezius, & paravertebral muscles

C. Test for ROM

a. Flexion

b. Extension

c. Rotation

d. Ear to shoulder (lateral flexion)

e. Circumduction

Test muscle strength ( cranial nerve XI – spinal)

4. Upper Extremity
Inspect and palpate Shoulders anteriorly & posteriorly

A. Sternoclavicular joint for swelling & tenderness

B. Acromio-clavicular joint for swelling & tenderness

C. Shoulder itself –

Tubercles of humerus – the biceps groove for

            swelling & 

            tenderness

        D. Axilla

    E. Test for ROM by          cupping your hand on shoulder joints(note crepitation)

  i.   Flexion

 ii.  Internal rotation                   iii. Abduction

iv. External rotation

Test shoulder strength

(cranial nerve XI- Spinal Accessory)

5. Elbow

Inspect

Size & contour

   Flexed

   Extended

Olecranon process

Palpate 

Olecranon process & medial& lateral epicondyles of humerus

Test ROM

   Flexion

   Extension

   Pronation

   Supination

Test arm muscle strength with elbow flexed

6. Inspect and palpate Hands and Wrists

A. Interphalangeal joints for

a. swelling

b. bogginess

c. bony enlargement

d. tenderness

B. Metacarpo-phalangeal joint: 

a. Swelling

b. Bogginess

c. Bony enlargement

d. Tenderness

C. Test for ROM

a. Wrists

b. Hands

D. Test muscle strength

E. Phalen’s test

F. Tinel’s sign

7. Lower Extremity

Palpate Hip joints (supine position)

  ROM 

a) Hip flexion – knee straight

b) Hip flexion – knee flexed

c) External rotation

d) Internal rotation

e) Abduction

f) Adduction

8. Knee

Inspect 

_Skin texture, color, lesions

_Leg Alignment

_Shape, contour

_Quadriceps muscle

Palpate knee for:

_temperature

_tenderness

_thickening

_nodules

Test for fluid in the   knee

i.  Bulge sign

          ii. Ballottement 

ROM of Knee

   Flexion

   Extension 

Muscle Strength

   With flexion

   With extension

9. Ankle and Foot

Inspect and palpate Ankles and feet for

A. Swelling

B. Tenderness

C. Deformity

D. Crepitation

E. Check for ROM

a. Dorsiflexion

b. Planter flexion

c. Evert and invert the foot

d. Flexion of toes

F. Test muscle strength of foot and ankle

a) client dorsiflexes foot, examiner pushes downward (plantar flexion)

b) client plantar flexes foot, examiner pushes upward (dorsiflexion)

10. Spine

 Inspect 

     A. Spine alignment

Vertically

      Horizontally

B. Alignment feet & knees

C. Thoracic curve

D. Lumbar curve

Palpate

a. Spinous processes 

b. Muscles for tenderness and spasm

E. Check for ROM

a. Flexion

b. Extension

c. Rotation

d. Lateral bending

Straight leg raising

     J.  Measure leg              length.
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ID# _______________
COMPREHENSIVE HEALTH ASSESSMENT

Guidelines for Laboratory Practice

Worksheet #  8 – Chapter 21

ONS

INSTRUCTIONS

1. Take history of the client in street clothes.

2. Client’s bladder should be empty.

3. Client should be supine and comfortable.

4. Client’s arms should be at side or folded across chest.

5. Examiner should have warm hands and a warm stethoscope.

6. Distract client if client is tense; avoid quick and unexpected movements.

7. Proceed with inspection, auscultation, percussion and palpation.

8. Lastly, palpate areas of tenderness and pain.

EQUIPMENT

1. Stethoscope

2. Flashlight

3. Washable marker

4. One fifteen-centimeter ruler and a tape measure

5. Alcohol Swab ( to clean end piece)

	Reference Page
	Examination Techniques
	Record Your Findings

	Chapter 21

p. 570

p. 574

p.575

p.576

p.577

p.579

p. 580

p. 582

p. 585
	1. Inspect Abdomen for:

A. Contour

B. Symmetry

C. Umbilicus

D. Skin

E. Pulsation/movement

F. Hair Distribution

G. Demeanor

2. Auscultate for:

A. Bowel sounds -

Normal, hyperactive or hypoactive

B. Vascular/arterial sounds in specific areas

1. aorta

2. renal arteries

3. iliac arteries

4. femoral arteries

3. Percuss:

A. Four quadrants for Tympany and dullness

B. Position and size 

1. liver span @ midclavicular line (RUQ)

3. scratch test

4. spleen – between 6th and 10th rib @ left midaxillary line

1. s

D. Costovertebral Angle 

C. Ascites Tests -

1.. Test for Fluid wave

2. Shifting dullness

4. Palpate for : 

1. Lightly palpate for

a. Areas of tenderness

b. Large masses

c. Muscle guarding

2. Moderately palpate for shape, positioning, mobility, size, consistency, tension

a. Liver

b. Spleen

c. Kidneys

d. Aorta

Rebound Tenderness (Blumberg’s Sign)

Inspiratory Arrest 

( Murphy’s Sign)

Iliopsoas muscle test
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COMPREHENSIVE HEALTH ASSESSMENT

Guidelines for Laboratory Practice

Worksheet # 9 – Chapter 17


ONS

INSTRUCTIONS

1. Take history of the client in street clothes

2. Have client undress to the waist

3. Use inspection and palpation techniques

4. Examine client in sitting and/ or supine position

5. Choose any one method of palpation among the listed three methods (spiral, parallel lines, spokes/radial)

6. When assessing adolescent girls, use Tanner’s Sex Maturity ratings (SMR).

EQUIPMENT

1. Ruler

2. Small pillow

	Reference Page
	Examination Techniques
	Record Your Findings

	Chapter 17

p. 416.

p. 418

p. 420


	Inspection of Breasts in five positions

1. Sitting with arms at side

2. Sitting with arms abducted over head.

3. Seated and leaning over with support.

4. Seated with hands on hips.

5. Lying down before palpation

For:

A. General appearance

B. Skin 

C. Lymphatic drainage areas

D. Nipples 

E. Retraction 

Inspect & palpate axillae

Palpate breasts:

(Use one of the two methods)

A. The consistency of elasticity of the tissues

B. Tenderness

C. Nodules (if present)

Apply the following criteria

i)   Location

ii)  Size

iii) Shape

iv) Consistency

v)  Mobility

vi) Tenderness


	


NAME ______________________


ID#_______________
Comprehensive Health Assessment

Neurological Assessment

Guidelines for Laboratory Practice


Worksheet #10






Instructions

1. Take history of the client in street clothes.

2. Use technique of inspection.



Equipment for Lab Worksheets 10-14

1. Diagnostic set

2. Cotton wool

3. Spices

4. Tongue depressor

5. Flashlight

6. Solutions for taste: sweet, salt, sour, and bitter.

7. High-frequency and low-frequency tuning forks

8. Safety pins

9. Common objects, such as coin, rubber band, paper clip

10. Snellen chart

11. Reflex hammer

12. Test tubes of hot and

13. Cold water

14. Index Card

	Reference

Page
	Examination Techniques
	Record Your Findings

	Chap. 7

p. 107

p. 109
	A. General Appearance

1. Posture 

2. Body Movements

3. Dress

4. Grooming & Hygiene

B. Behavior

1. Level of Consciousness

2. Facial expression

3. Speech

4. Mood & affect

C. Cognitive Functions

1. Orientation

2. Attention Span

3. Memory

a) Recent

b) Remote

4. New learning – 4 unrelated words test

5. Higher Intellectual Function

a) Abstraction ability

b) Comprehension

c) Computation

6. Judgment

7. Thought Processes & Perceptions

8. Screen for Suicidal thoughts 

9. Mini Mental Exam Score
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	Reference Page


	Examination Techniques
	Record Your Findings

	p. 672

p. 673

Refer to

Chapter 14 prn

p.673

p.673

p.675

p.676


	1. Cranial Nerve I  Olfactory nerve (not done routinely)
A. Test one Nostril at a time

2. Cranial Nerve II

Optic Nerve

A. Test visual acuity

B. Funduscopy Examination

C. Visual fields by confrontation

3. Cranial Nerve III, IV, VI – Oculomotor, Trochlear, & Abducens

A. Palpebral fissures

B. Pupils

C. Cardinal positions

D. Nystagmus

4. Cranial Nerve V -Trigeminal

A. Motor function

B. Sensory function

C. Corneal function

Note: C.N. 3,4,6 are tested together

5. Cranial Nerve VII

Facial Nerve

A. Motor function

B. Sensory function

6. Cranial Nerve VIII

Acoustic Nerve

A. Assess  hearing

1. Whisper voice

2. Tuning fork

a) Rinne

b) Weber

B. Balance

a) Tandem Walk

b) Romberg Test

7. Cranial Nerve IX & X -

Glossopharyngeal & Vagus

A. Motor Function

B. Sensory Function

Sensory posterior 2/3 of tongue is usually too difficult to test

8. Cranial Nerve XI

Spinal Accessory      Nerve

A. Inspect sternomastoid & trapezius muscles

B. Test Muscle Strength

   1. Shrug shoulders   against examiners hand (resistance)

   2. Move head side-to-side against examiner’s hand (resistance)

12. Cranial Nerve XII- Hypoglossal Nerve

A. Inspect tongue

B. Tongue protrusion

C. Pronunciation of ‘L, T, D’ words.  
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       Worksheet #12


	Reference

Page
	Examination

Techniques
	Record Your Findings



	Ch.23

p. 676

p.678

p. 680


	Inspect & Palpate the Motor System

1. Muscles
   Size

   Strength

   Tone

   Involuntary movements

3. Cerebellar Functions

A. Balance tests

1. Gait

2. Tandem walking

3. Romberg test

4. Shallow knee bend or hop in place

C. Coordination & skilled movements

       1 .RAM –

Pat the knees

                   Touch thumb to fingers

        2.  Finger to finger test

        3. Finger to nose test

        4. Heel to shin test
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Instructions

1. Note patient’s ability to perceive a stimulus

2. Compare sensations in symmetrical areas

3. Compare distal to proximal areas.

4. Scatter stimuli to cover major peripheral nerve and dermatomal areas.

5. Vary the pace of your testing.

6. If loss or hypersensitivity is detected, map out its boundaries.

7. Ask client to close his/her eyes.  Test sensation on the arms, trunk and legs using the follow stimuli: hot and cold temperature, wisp of cotton

	Reference Page


	Examination Techniques
	Record Your Findings

	Ch.23

p.682

P.683

p. 684

p.685
	Spinothalamic Tract

1. Test for pain
A. Break a tongue blade to have a dull end and a sharp end

2. Test for temperature

(test only when pain sensation is abnormal)

A. Use two test tubes filled with hot and cold water

3. Light touch 

A. Lightly touch the skin with a wisp of cotton

Posterior Column Tract

4. Vibration

A. Use low frequency tuning fork, 128Hz, lightly vibrate touch on interphalangeal joints, big toe and other joints

5. Position (Kinesthesia)

A. Hold thumb of one hand and move side to side or up and down

B. Hold big toe from sides and move side to side or up and down

6. Tactile Discriminative Sensations (Fine touch)

A. Stereognosis: 

use coin, paper clip, key, pencil, cotton ball

B. Graphesthesia (Number identification):     

 use blunt end of a pen or a pencil to draw a large number on client’s palm

C. Two point discrimination:       Use two ends of a paper clip or sides of two pins, touch a finger pad in two places at the same time

D. Extinction:

Touch corresponding areas on both sides of the body

E. Point localization:

Touch a point on client’s skin
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Instructions

Use no more force than you need to provoke a definite response.  All deep tendon            reflexes should be tested; client to be seated.

	Reference

Page
	Examination Techniques
	Record Your Findings

	Ch. 23,

 p. 685
p. 687

p.688

p.688

p.690
	Deep Tendon Reflexes (DTRs)

Review technique and grading scale

1. Biceps Reflex: 

(Tests C5 & C6)

Strike reflex hammer on thumb placed on biceps tendon

2. Triceps Reflex:

( Tests C6, C7, & C8)

Strike triceps tendon above elbow

3. Brachioradialis reflex: (Tests C5 & C6)

Strike radius 2.5 to 5 cm above wrist

4. Quadriceps Reflex 

(Knee Jerk or Pattelar reflex): Tests L2, L3,& L4

Strike patellar tendon just below patella

5. Achilles Reflex (Ankle Jerk reflex): Tests L5 to S2
Strike achilles tendon

6. Test for ankle clonus (if reflexes are hyperactive)

Superficial Reflexes
1.   Abdominal reflexes:

      Tests T8, T9, T10, T11 & T12

Stroke lightly with sharp instrument in all four quadrants

2.  Cremasteric Reflex :

     Tests L1 to L2

3.  Plantar reflex (Babinski):  

     Tests L4 to S2
Stroke lateral aspect of sole from heel to ball of foot with a pointed object
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