
Week 2 

Functional Health Patterns 

Purpose: Helps you establish priorities, to get a baseline of the patient to compare to. 

If patient baseline is 102/70, later is at 140/90. BP is elevated is it because of fever, infection, BP 
meds not taken, etc. 

Most MI’s (Myocardial Infarction) occur between 3AM-5AM. 

Assessment of Methodology of Functional Health Patterns 

**Assessment Process: 
  -Health History 
  -Physical Assessment 
  -Laboratory Data & Diagnostic procedures. 
  -Potential Nursing Diagnoses. 

Health Perception- Health Management Pattern 
Describes client’s perceived pattern of health and well-being and how health is managed. 
1. Individual meaning of health/wellness 
-ask the client what being healthy means to them. 

2.Clients description of health status.(do they exercise, what they eat, there days look like.) 

3. Cultural implications 

Adherence- The patient will try their best to adhere to the plan of action. 
Compliance- Have to comply, and follow the plan of action. 

Normal Health Maintenance 
External locus (sp?) control- Someone on the outside will take care of them, or do something for 
them. 
Internal Locus(sp?) control- Someone who will take control of what they have to do. 
Characteristics of Normal Health Maintenance 
-Available resources 
-Perception of Health 



-Motivation to change if indicated. 
-Adherence to management goals. 

Health Belief Model 
-individuals factors 
-modifying factors 
-likelihood of Action 

Health Promotion Model 
Cognitive-perceptual factors. 

Basic Components of Health Maintenance 
Health Promotion 
Disease Prevention 
Risk Reduction 
Health protection activities- are environmental or regulatory measures that seek to protect the 
health of a community or large group 

Primary Prevention- Try to stop things at the PRE-pathological state. 
Car seats, immunizations, seat belts, contraceptive, etc. 

Secondary Prevention- Seek to identify at a really early age, and stop it if you can. 

Tertiary Prevention- support groups, cardiac rehab programs, health education for persons 
living with HIV/AIDS. 

Some patients are re-admitted into hospitals, we should try to prevent that. 

Discharge planning starts IMMEDIATELY when you first meet the patient. 

Assessment 
Review pattern questions on health history form. 
Identify normal pattern. 
Identify variations from normal pattern. 
Determine clients perceived strength. 

Risk Behaviors 
ex, not wearing seat belts, helmets, binge drinking, hypertension, obesity. 

Nursing Diagnoses 
-Therapeutic regimen management: 
Effective and ineffective focus: 



Individual, family, community, global health seeking behaviors. 

Actual, potential, at risk. 

 Physical Assessment Techniques 

1. inspection 
Call patient over, observing how they are dressed, how they walk. 
2. Palpation 
Use fingertips, or palm of hands, to feel organs, tenderness, temp of skin. 
3. Percussion 
use both hands to strike the surface of the body, to hear for fluid, denseness, possible tumor, 
percuss the lungs. 
4. Auscultation 
Listening to the body with a stethoscope. 
5. Intuition 

NORMAL SAo2 is 95-100, Organs become compromised at 80 or below. 

Primary Source of Data-Client/patient. 

Sometimes the patient’s data can not be verified, so they go to the family which is.... 

Secondary Source of Data- Family members, significant others, members of the healthcare 
team, charts, lab tests, diagnostic procedures, literature review. 

Suspicion Awareness- patient realized they have been in hospital for a while, know something is 
going on but trying to find out.. 

Open Awareness- Just being open about what is going on, and accepted  

Cultural consideration when collecting data.. 

Obtain client’s permission to speak with family members to obtain data. 

How is Data recorded.. 
Written assessment or computerized data forms. 
Electronic Medical Records. 

Data Validation, Purpose of Data Collection.. 
Confirms the accuracy of assessment data collected.. 
Validation increases the likelihood that cues and inferences are accurate, free of bias and 
interpreted correctly and accurately. 



How Data is Validated.. 
compare cues to normal function, 
check consistency of cues, 
seeking consensus with colleagues regarding cues & inferences, 
Refer to textbooks, journals, research reports, Clarify the client’s statements. 

Examples of Cues and Inferences 

Use background, knowledge, experience to try and use all symptoms together as a diagnosis. 
ex: blurred vision, headache, etc... May be signs of stroke, diabetes, anxiety possibly.. 

Cue Vs. Inference 
Cue-Client reports having frequency and burning on urination. 
Inference- Client may have a urinary tract infection. 

Nutrition-Metabolic Pattern 
- Pattern of fluid and food consumption relative to metabolic need and pattern indicators of local 

nutrient supply. 

Goal of Pattern 
-Holistic approach to health. 

Nurses Role in Assessment of Nutrition-Metabolic Pattern 
--Assess, monitor, promote good nutrition. 
-Screen for altered nutritional states. (obesity, anorexia, anemia.) 
-Assess pre-operative nutritional status. 
Get the patient into the best possible state before surgery. 
-Monitor nutritional strategy. 

Factors Affecting Nutritional Status 

Physiologic Factors- digestion, hormone production 

Nutritional Intake: ability to acquire and prepare food, swallowing status, eating discomfort, 
anorexia, bulemenia, nausea and vomitting. 

Inability to use ingested nutrients- inflammation of GI tract, obsturctuon of GI tract, mal 
absorption of nutrients, Diabetes mellitus. 

Increased metabolic demand: periods of rapid growth, increased BMR, stress. 

Assessment 



Objective Data: 
-General Observation 
-Skin, hair, overall body wait, gait, skin. 
-Body frame type. 
-Calorie Count 
-Mouth assessment. 
-Intake & Output assessment. 

Risk Identification 
-Food Pyramid 
-Dieting pattern 
-Socio-economic factors; resources, ability to shop and prepare food, caregiver energy. 
-Ability to swallow. 
-Be aware of OTC medications, diet pills, supplements, herbal supplements. 

Diagnostic Laboratory Test & Procedure 
-Complete blood count (CBC) 
-Hematocrit/Hemoglobin (H&H) 
-Creatine Excretion 
-Serum Albumin 
-Blood Glucose 
-Electrolytes 
A1C amount of glucose over time.. 

Tube Feeding 
-Nasogastric tube, placed in nostril, down esophagus to intestines. 
  -Used for feeding support.(Through pump or gravity feeding.) 
 -Pump is favorable, do deliver an even amount over 24 hour hours, better for their lab  
values. 
 -When you ask patient for name, check for gag reflex, so they do not choke and die. 
 -Tubes have balloons at end, to prevent the tube from causing the patient to choke. 

G-Tube 
-Directly into stomach, through the skin. 
-Convenient access route. 
-Observe for infection on wound. (Redness, swelling, odor, color.) 
-Skin care around that area. 

J-Tube 
-Planted in upper intestine called Jejunum. 
-Patient may have bleeding gastric ulcer, stomach surgery, J - Tube bypasses stomach. 
-Pump has to be used with J-Tube. 



Dumping Syndrome- Food moves too quick to get absorbed, and causes aches, pains, cramps. 

Bolus/Syringe Method 
-Syringe is attached to the feeding tube and formula is poured into the syringe. 
-Formula flows into tube by gravity. 

Gravity Drip Method 
-On IV pole, by gravity feeding bag set to administer the patient’s formula. The bag or set is 
filled with formula through an opening at the top. 

*Any feeding, pre flush the tube to clean it, then after feeding flush the tube again. Prevent 
growth of microorganisms. 

Nursing Care 
-Wash hands before ANYTHING. 
-Patient identification, check the armband with the chart. 
-Tube should be checked for patency(complete placement.) in stomach correctly. 
 -Listen with stethoscope for bubbling in stomach after instill tube with air. 
-Formula administered at room temperature. 
-Patient has to be kept upright, so they do not aspirate. Even 30-60 mins after eating, for 
digestion. 
-Food needs to be infused slowly. 
-Extra-Cellular fluid volume deficit related to inadequate oral intake as manifested by 
concentrated urine, decrease in urine output, dry mucous membranes and postural hypotension. 
-Put out 30cc per hour, 
-Imbalanced nutrition- risk for less than body requirements related to OTC supplements. 
-Incontinence: involuntary loss of urine (stress, urge, reflex, functional, total incontinence.) 
-Enuresis: Involuntary loss of urine after age of control (3-5 years). 


