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Renal system
- Assessment
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Auscultate the renal arteries:

« pressing the stethoscope above the
umbilicus,then to left and right of it.

« presence of renal artery stenosis
which may be come from diminished
blood flow the kidney .

Note :

« a bruit an abnormal sound that
resembles a blowing or swishing
noise similar to the sound of a

cardiac murmur.

4Palpation W&

Palpate the kidney :

» The kidney are normally not palpable unless
they are enlarged.

« If the kidney feels enlarged the patient may have
cysts or tumors.

Palpate the urinary bladder :

« palpate for distended bladder when the patient's
history warrant (e.g., dull percussion noted over the
symphysis pubis ).

* Begin at symphysis pubis and move upward and
outward to estimate bladder borders.

* Assess skin on the extremities and trunk
for color, presence of bruising or bleeding.

« Inspect the tongue and mucus membranes
to assess hydration status.

« Inspect flank region while sitting and
supine .

Inspect urethral meatus for : . Hiney

= Deviation from the normal central
location(congenital defect).

« Inflammation and discharge(urethral
infection).

« Ulceration(a sexually transmitted disease).

3.Percussion

Percussing the patient's kidneys
= to check costovertebral angle
tenderness that occurs with inflammation.
Percuss the bladder :
« Place the patient in supine position.
= Begin the percussion at the symphysis
pubis and moves upward and
outward to estimate the bladder size.

« Hear tympany sound normally. “mby Note :
Note : ) « normally, an empty bladder is neither

« Dull sound signals of retained urine. Dr/ Manar Ayoub palpable nor tender.




l.Inspection 2.Auscultation

for '»’)‘.'.“:»-3 souna

right lower quadrant in quadrant

Auscultation f¢
shape * Begin in the
Normal shape of the abdomen is described as flat in clockwise.
to rounded and thy be should symmetric bilateral « Listen for at least 5 minutes before

determining that no mowel sounds are
present.
* Normally high pitched gurgling anywhere
from 5to30 times per minute .
Auscultation for vascular sound:
« Listen to abdominal aorta renal iliac and
femoral arteries .
* Note the presence of any vascular sound or
Bruits.
* Bruits is a vascular sound similar a heart
murmur.

. +he surface Is smooth and even with
homogeneous color.
e Normal move of the abdomen expand with
inspiration and retract with expiration
Umbllicus
+ Normal in medline, shape rounded and inverted,
color the same color of the skin and normally
with no discharge

. Normnl-béfiStalsls are not seen

3.Percussion 4.Palpation

* Tympanyis heard over the surface of the skin.
e Dullness is heard over the liver and spleen.
« Percussion the liver it is usually at fifth to
seventh intercostal space.

In an adult anormal liver span is 4to8 at the

« Don't palpated a rigid abdomen peritoneal
inflammation maybe casess pain, The abdomen
should be soft and non tender.

Palpation of the liver

« Palpate the liver to check for enlargement and

mid midsternal line and 6tol2 at the right tenderness.
midclavicular line + They should be smooth, firm and somewhat
round.

* Percussion the spleen it is usually at 9th to
Palpation of the spleet

Tth g
« Palpate the spleen to detect tenderness and enlargement .
« Normally tympany or resonance is heard at m avous « Normally spleen isn't palpable if the spleen is enlarged you'll
the last left interspace feel it's rigid border if you do fell the spleen stop palpating
immediately.
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Inspection

"CRAMPS"”

Palpation for tenderness
Chesx wall symmetry
Rcspiralot}‘ rate and pattern

Acccssot} muscle using

Palpauon for t’ctxle vocal

- Prepared by group: -
. BI-BZ -B3-B4-B5
M.xsscs Or sSCars
Under supervision: -

Paradoaucal movement

7. O3 Nag\\'a \’ch}'a Ahmed Esaluation the chest expansion

Iinspecking related Structure

Percussion

B



Integumentary

System Assessment

Assess for Frythema
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Palpated the carotid

Neek and jugular vein:
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/ hocklng For Infants

1. Check the mouth 2. Give firmm back blows

)

m - Repeat steps 1-3 until baby stops
choking. help arTives or start CPR

if your >y & = CoOT ess

1. Check for a response 2.Check for normal breathing
- Tap him/her

Unresponsive breathing -~ not breathing

N\ -‘M-‘nﬂ
recovery position Dbreathing normmally - CPR
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Epistaxis
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Encourage the vicim (o spit out any blood
accumuliated in his mouth

Instruct the victim not to blow his nose. Tek e vichm b sz media) ity teeding doess? sag for mare g 3] movee
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WBasic llifeSup
: Return of Spontaneous
Check Scene Safety Circulation

Check Responsivness

Automated External

ﬁ = < % ; o ; Defibrillator
-m" . | oY

Mouth to mouth
breathing

=

Open Airway

N R
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Triangular bandage
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Check Scene Safety

Check Responsivness

.

NBasic LliITe Support;

Return of Spontaneous
Circulation

Automated External
Defibrillator

Shout For Help And Get An AED

Mouth to mouth
breathing
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Endocrine System

Assessment
€ @ () pr— [ Paivation Y

f * Palpate the thyrold gland 1o assess size, symmetry,
lower half of the neck for a visible enlargement.

Endoc"ne | | general shape and presence of nodules or other irregularities.
*Normal thyroid gland is not sy5tem @ _"”M‘ * Stand In front of the patient and place index and middle
‘.'h“l" or palpable. fingers below the cricoid cartilage on both sides of the trachea.
Observe for truncal obesity, supraclavicular fat * Palpate for the thyrold isthmus when the patient swallows.

pads and a buffalo hump that seen in
(adrenocortical ) LI;yrc::‘d ac:;g * Ask the patient to flex his neck toward the side being
0C0 excess rathyr

-Neck glands | examined fo gently palpate eachlobe. J
Check for neck symmetry and midline Thymus ‘
positioning and for symmetry of the trachea. Pancreas E

Pituitary gland

ineal gland

chest, noting any deformities. Ova,y
*In females, assess the breasts for size, shape, (in female)

Adrenal
glands

Assess size, shape, and symmetry of the patients .
Auscultation

igmentation (especially on the nippl

mn’c“::u).m nlpplod'l:dmuo i Placenta ( I you palpate an enlarged thyroid, auscultate the gland for

(galactorrhea). Testicle —— " regduing ;ystollc I::‘l:s' a ;"7::' hyperthyroidism.

o bserve (in male) regnancy’ § * Tg auseu or bru

|- - ‘ b
o e I
(&W” and nipple discharge. ) * Measure blood pressure with the patient lying, sitting,
and standing
r *Compare the findings with normal expected values and the
Prepared by- D6- D10  patents baselne measuremens. y
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Crarnial Nerves

olfactory. . ——

i — |

oculomotore=—_
eye movement and
pupil reflex

- trochlear
4 eye movement

trigeminal __
face sensation
chewing

_____abducens
i =y movement

facial . vestibulocochlear
face mg &= =hearing and balance
and taste

vagus
movement, sensation,
and abdominal organs

glossopharyng | X
throat sensation, tastt__J
and swallowing

hypoglossal
movement, sensation,
and abdominal organs

accessory
neck movement
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