Unit 02. aff siferer=

(Nursing Assessment)

Q. WA Thel= T &7 WA Tcherd & e fAfEy|

What is health assessment? Write components of health
assessment.

ITR- WY 3ATehel- A AT & WY § o ST Tehiaid hl STTct
¢ ora@ 79 7 Rifhcae ot Trgul SHeR e &) Wi & Fem g Iuar
h! i & Shrht Aeg Aed! g

g Uch HeaqUl UichdT gidl g Siifch ARIST chl il § cieh ITchl gel
(discharge) de TR Teld! Igd! 8l

g4t & SR R AT AT (nursing diagnosis) dar forar STrar g1

5 UfchdT ol T Ie.-T THITS hl U heT gidl & orad AT i
IR (physical), #Ftdse (psychological) Ta gm™TfSies (social)
TG hal3l o TR H GOl SRR UK 8l |

In health assessment, information related to the patient's health
is collected, which helps the nurse and doctor in planning the
diagnosis and treatment of the patient when they get complete
information.

This is an important process which continues continuously from
the admission of the patient till his discharge. On this basis,
nursing diagnosis is prepared.

The main objective of this process is to identify the problems so
that complete information can be obtained about the physical,



psychological and social needs of the patient.

gfRR¥mT (Definition)

AR T84T TAIfAURE (American Nurses Association) & SIaR
g U dreiTeg Ufehar g foraes g1 =14 Ift @ vd =1 Agaayuf «vm 4@
aTdieITg hch T oh fAoT F 3iTche Tehd ! & 3R IehT [a=AW0T ehclt
gl

According to the American Nurses Association, it is a planned
process by which the nurse collects and analyzes data about the
patient by talking to the patient and other important people.

@Wrey e & 9eah (Component of Health Assessment)
WY Hicheld ch Y& &l U Bid & ST9-

There are two main components of health assessment such as-

A. @y 3fagd &1 (Health history taking)- 59+ =1 g==T¢ gaid
! ST &

In this the following information is collected

1. Sifdes g==¢ (Biological data)

2. 9% AT (Chief complaint)

3. gdH SR a1 3fdgd (History of present iliness)
4. yd @Ry 3fdgd (Past health history)



5. 21y fafercdta gfdgd (Surgical history)
6. Ugfa &fdd gfdga (Obstetrical history)
7. utiRaries 3fdga (Family history)

B. sIRek Titeror (Physical examination)- g8 A =10 gahad &
STl 8-

In this the following information is collected

1. 3teoT (Inspection)

2. Tef ufkeror (Palpation)

3. gfikdre+ (Percussion)

Q. WA sfagd & SR ¥ At Sl T SAHHR Tehid et 82

What information a nurse collecting during health history of a
patient?

IR- 3Gch IH=aiid AT chl T IGch URAR Y Wy et SR
Ueh{3d ohl SITc! g

g8h] 7 Ie9 ¢ AT 9§ subjective data (ARIST gRT SIdTg ST dredt
ST-eh1<I) ThT GUGUT ATl

WY 3fdqd & SR 74 7 JHHR! U Sl 8-

Under this, health related information of the patient and his family

is collected. Its main objective is to collect subjective data
(information given by the patient) from the patient.




During health history the nurse obtains the following information:

w@re 3fag< &1 urd(Health history format)
1. Sifae g==d (Biological Data)

- 71T @At 911 (Name of the patient)
» 1151 <hl 3 (Age of the patient)

- {71 (Sex)

- darfges TR (Marital status)

- grHTfSie G5+ (Social relation)

« 71T a1 9 (Religion)

« ggqrd (Occupation)

- g1f¥er 31 (Annual income)

- a1 (Address) ¢

2. 7&g 999 (Chief complaint) -

HRIST <hl 7 THET o IR H YT SITdl g 94T S ShATJER Al fhar Sirdn
gl

The main problem of the patient is asked and it is noted in
sequence.

3. gaHH i\ &1 3faga (History of present illness)-



gqch dTid IaH SR & d1R H YT SI1dT 8 foh AT ol Sfl AR ohel
F §s R Iqch D=5 I 18701 RIT-SR-T § 1Y~ @ = 01, g, sl
3Tfe |

Under this, it is asked about the present illness, when the patient's
iliness started and what are its signs and symptoms like loss of
appetite, insomnia, restlessness etc.

4. ‘Eﬁwgﬁ?ﬁ (Past health history)-

gqch =7l AIST ohi Uget a1 gd H g8 fohdl SRl o IR & g1 Siran g
S19- ged T, THfee AR (rheumatic fever), dia ufgar (allergy) e

Under this, the patient is asked about any previous or previous
disease such as heart disease, rheumatic fever, allergy etc.

5. e R 3fags (Surgical history)- 593 srfa w3isT i gd &
g3 ohis e fAfehadT (surgery), 78 gi@wISH (blood transfusion) T
fohdt geeT onfe & SR H SRR Yehfad chl SiTdt @ Siifch adA IuaR
oh foIq 1= siTadeh gidl g

Under this, any previous surgery of the patient Information about
surgery, blood transfusion and any accident etc. is collected
which is very important for the current treatment.

6. '*Tﬂﬁ Heifd '&»'ﬁﬁﬁ (Obstetrical history) -

gYch I=<ITid AT 9 Ud | g I H g8 THIaeI1ai g UHd Gd Ichl
sifecrarsii & AR & @7 STar 8|




Under this, the patient is asked about past and present
pregnancies and deliveries and their complications.

7. uiikenfies gfagd (Family history) -

gYch 3diTd HRIST h URAR oh JHET JeI| thl Wy Gra-<t ST off
STt &1

gfe hls Jd g dl Jg o1 hRUI, SHifdd & af Iqch Wy i 3aeT 3R
RaR A Rt &l ot fohelt U <t SR gt siife gt ST 81

Under this, health related information of all the members of the
patient's family is taken.

If someone is dead then the cause of death is asked, if someone
is alive then his health condition and whether anyone in the family
has any kind of disease etc. is asked.

Q. IR gerur & R ITANT F 3= arelt fafer dersienl &l GH=SUl

Describe the different techniques used during physical
examination.

IR- AR TARIUT & SR s deh=1chi chl erIdT O HIST oh SRR T
gRieqor foham Sirar g forad fopedt it UepR <ht farepfal, sramm=aar ar I &
AT} ST U ST ST Yok |

TRIReR TRterur & forw =7 denmient a1 dienl et I fohaT ST &

During physical examination, the patient's body is examined with
the help of many techniques so that any type of deformity,




abnormality or symptoms of disease can be detected. The
following techniques or methods are used for physical
examination-

1. fAteror (Inspection)

2. ZaTH1/ Ta=f gteqor (Palpation)

3. gRared (Percussion)

4. gfesraur (Auscultation)

5. fger = ger = (Manipulation)

6. TTad! T g=ieror (Testing of Reflex)

1. fAeror (Inspection)

g AT Reh ULI&TUT Rl Jad TTHTI diehT 8T &1 S9H SRR & 9T &l
3[qcAch fohdT ST 81 37d: S@ehx UdT T ST &, ST9-

This is the most common method of physical examination. In this,
body parts are observed. Therefore, it is found out by looking, like-

* ot (Swelling)

« fiamu= (Cyanosis)

- T (Yellowishness)

* MY G391 (Unusual structure)
+ STt (Shape)

« BT & dg? &1 9a (Facial expression)



« AXIST oh g ol &7 (Posture and gesture)
« FRIST hl da-=adrt (Level of consciousness) 3¢ |

2. Tqsf uiigror (Palpation)-

zg fafd & 99 98wt & fafe= ol & SR wd fRART ot 3170 ozt o forg
IYh R HYAT IRR ok fohddl 9T ot Wel o A8YH ek 92 Tahfad
! gl

29 U1 | SIferdl oh URT & Hidel {RT &kl AN fohaT SI1dT 81 59k
i1 fA=fafed g el fg od 8-

In this method, the nurse collects data by touching and feeling
any part of the patient's body or any part of the body to know the
size and condition of various organs.

In this test the fleshy part of the finger tips is used. Through this
the following facts are collected-

- SRR & 3T T 3TTRR (Size of organ)

- SRR h 37T <ht fRATT (Position of organ)

« SRR &1 d19H (Body temperature)

- SRR &1 &< (Tenderness and pain)

« TSI g geg &t gd (Pulse and Heart beat) 3mfe|

3. uRare+ (Percussion)-
59 faf¥ & gRT 99 7301 & SRR & fehdt 91T WR (RS19epT uRieqor &A1 81)



Qeh BT TR STfedl & e @R g1 hl ifferdl ¥ Yuyures (by
tapping the finger) 3TaTsT 304 &l &

fSad sriaiRer st & IR # A Y= gepg! i SIrel 8, -

Through this method, the nurse produces sound by placing one
hand on any part of the patient's body (which is to be examined)
and tapping between the fingers with the fingers of the other hand.

Through which the following information is collected about the
internal organs, such as-

- Jidikes 3T T TR T AT (Size and position of internal organ)
« 3Tl | S SR A7 bl IufAfa (Abnormal solid mass)
« 31T g SHdehl H aral T 19 Y IUfAA (Fluid and gas)

4. gRksrqur (Auscultation) -

59 fafd § L Ulahlu (stethoscope) dht TERIAT T HA4ST & R o 3
& eafaat o g € 39 & uReaur sgd &

g i ! A o folg WUleply g thickn!y (stethoscope and
fetoscope) 11 a1 ITFRT fohaT ST &, Sia-

In this method, sounds inside the patient's body are heard with
the help of a stethoscope, this is called auscultation. To listen to
this sound, stethoscope and fetoscope etc. are used, like-

* g Ysah (Heart beat)
- ththe! ohl &af= (Lung sound)



- 3fidl bt & (Bowel sound) 3mfe|

5. feaT-goT / 8% WAkt (Manipulation)-

39 Teh g U 3MTETd (percussion) &l UehR &g Tehd & | 38 Sf=iid
SRR & fepdt |1 Y TRt a1 Tfietu= <l ST g g1t ol gATd 8 o1
&% UaIT dhgd gl

In a way, this can be called a type of percussion are. Under this,
hands are rotated to check the flexibility of any part of the body,
which is called hand experiment.

6. UcaTadl ol UteTor (Testing of Reflex) -

Tg] Ieru-! ok Ufd Ihclehl o UgTR ohl URehH 8FR (percussion
hammer), U= (safety pin), T @ &8 Ut (hot and cold water)
3T & ST ST g

The response of tissues to external stimuli is tested with
percussion hammer, safety pin, hot and cold water etc.

Q. IR gfteror & SR TN & ATY S aTet SUHUT hl Gt 13T
List down the equipments used during physical examination.
IR AR GASIUT o SR UY<h H= Iuahvl Aefafad &-

Following are the main instruments used during physical



examination-

1. QYT (Stethoscope)

2. JTFdeHhT (Ophthalmoscope)

3. 3fiei%hiy (Otoscope)

4. SIfAT-tieRd (Tuning-forks)

5. @fel Tethrale I1¢ (Snellen alphabet chart)
6. ¥5 & Wig (Cotton swab)

7. 3Rl yHiHIeR (Oral thermometer)

8. ThdTY HATUh 3Ueh0T (B.P. instrument)

9. R xR (Percussion hammer)
10. B9 &8 (Pen light)
11. AT9= arelT thiar (Measurement tape)

12. Astal WeperH (Nasal speculum)

13. dSiTgel ®WhetH (vaginal speculum)
14. TR (Ruler)

15. f&h= wieg sheftar (Skin fold caliper)
16. MfAAHER (Goniometer)

17. ¥ga® (Lubricant)
18. g1k O (Marker-pen) 3i1fe |



Q. Wy e # 79 Sl Yt fafag?

Write down the role of nurse in health assessment.
IR W Sicher H 94 <hl fffent Ffaifeaa gidt 8-

The role of a nurse in health assessment is as follows-
1. it &l =T gui &9 ¥ ventilated &t 1

2. Ge10T &h SR AT i drapping el 8

3. UY&IUT & SR Uehid §TU T gl

4. TteToT & RTE I MY K T BT Bl

5. GR1&10T o forg it ohl TR &Rl 81

6. T el TRTHERISh AT IS ehedl ¢ |

7. 3t & 3T Y TR TeRIUIST (expose) Fal el 8l
8. URieTur 9§ g Wt ohl HA-HH T hareil gl

9. HYIST hT TEINT Ud fasyTe UTed it 81

10. SATIIRATTHR HIST oh IRR o 9T i AT ot T 8
11. U<I&ror gg IR IRt dOR Al Bl

12. #3151 ohl AT GERT UaH ohidl gl

13. grguf it ot fagehiAd (sterilized) @veh @t g1

14. G071 & 311 | Ut URRormAT g fAsehuf ent Renrs et 81

1. The patient's room is fully ventilated.



2. Performs draping of the patient during the test.

3. Maintains privacy during testing.

4. The nurse remains with the patient during the test.

5. Prepares the patient for testing.

6. Provides comfortable position to the patient.

7. Does not expose the patient's body parts unnecessarily.

8. Before the test, the patient is made to pass stool and urine.
9. Gets the cooperation and trust of the patient.

10. Changes the position of the patient's body parts as per
requirement.

11. Prepares all the material for testing.
12. Provides psychological support to the patient.
13. Keeps all the material sterilized.

14. Records the results and conclusions obtained at the end of
the test.



