RNSG 1140 – NURSING SKILLS


MODULE VI - HEAD TO TOE ASSESSMENT

	Behavioral Objectives
	Skill Content
	Learning Opportunities

	1. Identify the purposes of a head to toe assessment.

2. Describe the techniques used during an assessment.

3. Conduct a head to toe assessment in a systematic manner, identifying normal and abnormal findings.

4. Document significant findings in a concise, descriptive manner.

5. Describe normal and abnormal heart, breath and bowel sounds.

6. Demonstrate the use of a doppler.

7. Demonstrate methods of obtaining fetal heart rate using a Doppler.

8. Identify the functions and signs of dysfunction of the 12 cranial nerves.

9. Demonstrate methods for assessing motor system function.

10. Demonstrate methods for assessing primary forms of sensation.

11. Identify the major reflexes and describe normal and abnormal responses.

12. Discuss the use of the Glascow Coma Scale as an assessment tool for neurological status.

13. Differentiate levels of consciousness for alert, lethargic, obtunded, and comatose.

14. Describe the role of the nurse in ensuring continuity of care between and among client care settings.

15. Discuss considerations for establishing an effective nurse-client relationship when admitting a client to a health care setting.

16. Describe the components of discharge planning in providing continuity of care.

17. Describe the purpose and correct method for breast self-examination (BSE).

18. Describe the normal and abnormal findings and reportable signs and symptoms that should be assessed during BSE.
19. Discuss the correct method for performing a scoliosis screening.


	Berman and Snyder text:
1. Client Admission/Discharge (forms in syllabus).
2. Perform a Head to Toe Assessment (see Patient Assessment Form in clinical syllabus).
3. Perform a Shift Assessment (see checklist in syllabus).
4. Berman and Snyder, Obtaining a Pulse, Chapter 29, applicable pages. 

a. Apical

b. Femoral

c. Popliteal

d. Posterior tibial

e. Dorsalis pedis

f. Carotid

g. Brachial

h. Radial

i. Temporal

5. Assessing for Pulse Deficits, Chapter 29.
6. Fetal Heart Rate (FHR). Estes, page 270; McKinney, pages 504 and 506.
7. Use of Doppler, pg. 551.
8. Performing a neurological assessment (use assessment provided in syllabus).

9. Skill 30 – 17  Berman and Snyder, Assessment of Cranial Nerves 
10. Glascow Coma Scale, Berman and Snyder, pg. 649. 
11. Skill 30 – 14  Breast Self-Exam (BSE), 
12. Spinal screening (booklet will be provided).


	Read appropriate pages in:

· Berman and Snyder
· McKinney

· Lewis

· Wilson
View:

a.   MyNursingLab: 
http://www.prenhall.com/mynursinglab/ 

Real Nursing Skills 2.0  Vital Signs and Physical
Assessment 

       b.   TVCC Library – Nursing Education in Video  
http://tvcc.ent.sirsi.net/client/tvcclibraries
·   A Comprehensive Geriatric Assessment (Inc. Medcom, 2012)

· Physical Assessment of a Child (Part One) (Medcom Inc., 2008)

· Physical Assessment of a Child (Part Two) (Medcom Inc., 2008)

· Rapid Physical Assessment (Inc. Medcom, 2012)

· The Pain Process and Patient Assessment in Pain Management and Patient Care (Medcom 

Inc., 2009)

· Normal Breath Sounds in Auscultation of Breath Sounds Episode 1 (Medcom Inc., 2011)
· Abnormal Breath Sounds in Auscultation of Breath Sounds Episode 2 (Medcom Inc., 2011

· The Process of Basic Cardiac Auscultation in Cardiac Auscultation (Medcom Inc., 2011

· Abnormal Heart Sounds Part 1 in Cardiac Auscultation (Medcom, 2011)

· Abnormal Heart Sounds Part 2 in Cardiac Auscultation (Medcom, 2011)

· Electronic Fetal Monitoring in Obstetrical Nursing (Medcom Inc., 2008)
· Blood Pressure and Pain in Measuring Vital Signs Episode 2 (Medcom Inc., 2011)
· Assessing Pediatric Pain in Pediatric Pain Management (Medcom, 2011) 

· Admission Assessment and Quality Reporting in Never Events and Hospital-Acquired Infections (Medcom Inc., 2009)

· Measuring Weight and Height in New Nursing Assistant (Medcom Inc., 2009)

· Physical Assessment of a Child (Part One) (Medcom Inc., 2008) 
· The Nervous System in Anatomy and Physiology (Medcom Inc., 2005)

· Rapid Physical Assessment of the Critically Ill Patient (Medcom Inc., 1991)
   Practice:
· Practice listening to heart, breath and bowel sounds, assessing apical pulse and locating pulse sites. 

· Practice head to toe assessment on a peer.

· Following lecture, perform a head to toe assessment on a peer and document the assessment on the CERNER EHR. 
· Have an instructor individually evaluate your ability to perform a head to toe assessment.
· Practice doing a shift assessment on a peer.

· Have a peer evaluate your ability to do a shift assessment and document in narrative notes.

· Have a peer individually evaluate your ability to assess apical pulse and palpate pulse sites.
· Have a peer review your understanding of assessing pulse deficits.
· Have a peer review your ability to count FHR (fetal heart rate) using audiotapes in library and to use the doppler following instructions from the manufacturer.

· Have a peer review your ability to assess cranial nerves, motor function, reflexes, and sensory perception.
· After watching the video, complete the Neurological Assessment sheet & place in your folder.

· Become certified in spinal screening.
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