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Learning Objectives
At the end of this article, nurses will be able to:
Discuss the characteristics of a symptom.Describe
a sequenced approach to physical assessment.
Identify the components of a general assessment
survey.

Introduction
History taking and physical assessment yield
crucial information about the patient’s initial and
ongoing physical status. Along with a general
survey and focused history, the primary tools used
for physical assessment are inspection, palpation
and auscultation. In this article, emphasis will be
placed on the practices and principles
encompassing patient assessment by; describing
a systematic framework, identifying the key
components of a general survey, assessment of the
patient’s chief complaint and pertinent medical/
medication history, developing strategies to
provide focused assessments of body systems.

An Overview of Physical Assessment
History taking and physical assessment yield crucial information about the patient’s initial and ongoing status. Along with a general survey and
focused history, emphasis is placed on the primary
tools used for physical assessment: inspection,
palpation and auscultation.
General Survey

So much knowledge can be gained by simply looking at the patient. Facial expression or droop, level
of consciousness, colour, respiratory rate, position,
movements and comfort level are all critical cues
that will focus the assessment. While performing
your general survey, take a set of baseline vital
signs. Some initial questions that must be answered quickly are:
Can the patient maintain his/her own airway,
breathing and circulation (ABCs)?
Does the patient have an altered level of consciousness?
What does the patient look like? Is (s)he anxious,
distressed, tired, lethargic? How is (s)he dressed
and groomed? Is one side of the body neglected?
Does the patient have a particular odour or smell?
Look at the patient’s overall skin colour. Is it pale,
dusky, pasty, grey, yellow, pink or blue? Observe
the patient’s face for subtle clues. Begin with the
eyes. Do the lids have small yellow plaques,
known as xanthelasma? This is a sign of hyperlipidemia. Do the eyeballs protrude? If so, this
raises the question of hyperthyroidism and/or potential heart failure. Has there been a sudden
change in vision? Is there a facial droop? Does the
patient have a headache? Is his/her speech abnormal? Affirmative answers to these questions may
point to migraine or stroke. Is the patient cyanotic
around the lips or ears (central cyanosis)? This
finding is consistent with serious hypoxia. However, remember that patients with severe anemia
are rarely cyanotic, even when they are severely
hypoxic.
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Look at the patient’s trunk and limbs. Is the patient leaning to one side? This could be linked to a
neurologic event. Is the patient working “hard” to
breathe? Does (s)he have to maintain a sitting position to breathe? Is (s)he using accessory muscles
to breathe? All of these signs can be linked to acute
respiratory failure, myocardial infarction and heart
failure. Is the patient clutching his/her chest because of the pain? Does the patient have central
obesity (excessive fat tissue in the abdominal region)? This body type is associated with heart disease. Is the patient nauseated? Along with other
signs, nausea can occur in hypoglycemia, hepatitis, influenza, acute myocardial infarction or stroke.
Are the hands and feet cold to touch, cyanotic or
edematous? Any of these findings require further
investigation.
History Taking

There may be times when you cannot obtain a complete history from a patient due to various factors
such as patient anxiety, confusion, limited intelligence, language barriers and condition. The
patient’s family may be able to help in some of these
situations.
Unless you speak fluent in the language the patient speaks (i.e. Arabic, Urdu etc…), it is best to use
the skills of an interpreter. The following guide
may be helpful. Choose a trained interpreter when
possible, in preference to a volunteer or family
member. Orient the interpreter to how you want
the interview to proceed. Remind the Interpreter to
translate the literal meanings and avoid interpretations or advice to the patient. Arrange the room
so that you and the patient have eye contact and
you can read nonverbal cues. Seating the interpreter next to you works well. Allow the interpreter
and patient to establish rapport. Address the patient directly (“How long have you been sick?”
rather than “How long has he been sick?”). Use
your body position to reinforce your rapport with
the patient. Keep statements short and simple.
Think about the most important concepts to communicate. Use the interpreter as a resource for cultural information.
Verify mutual understanding by asking the patient
to report back what has been communicated. Be
patient. The interview will take more time and may
provide less information than expected.

When did this start? What were you doing at that
time?
On a scale of 1 – 10 rate your pain (or 1-5 depending on your facility), shortness of breath, etc.? If
the chief complaint is pain then ask other questions related to: location, quality, intensity, radiation and so on.
Besides (the chief complaint), is there anything else
that you have noticed?
What do you think brought this on?
Have you tried anything that helps?
Has this happened to you before? If yes, have you
sought professional help? Where? What did they
do to help you?
Pertinent Medical History

Investigation into past medical history assists in
identifying contributing factors that may be at the
root of the patient’s current problem. Focus on
pertinent medical history – possible medical conditions that relate to the patient’s chief complaint.
If the patient has chest pain, ask about cardiac risk
factors, diabetes, angina, myocardial infarction,
heart failure, vascular surgery and so on. If the
patient has a facial droop, ask about head injury,
headaches, seizures and stroke.
Current Medications and Allergies

The patient’s medication profile will provide some
hints about his/her overall health and disease status. Such medications as nitrates, beta blockers,
ACE inhibitors, calcium channel blockers, diuretics, antiplatelet agents and anticoagulants all point
to a cardiovascular history, Also, it is important to
ask about vitamins or herbal remedies. And lastly,
patient allergy identification (e.g. food, inhalant,
drugs and latex) is central to establishing a safe
environment.
Introduction to Basic Physical Assessment of the Adult

What exactly is an assessment? Assessment is
the collection of data that relate to the individual’s
health state. Data maybe grouped into three types:
l

Subjective data, what the person says about
himself or herself during the history taking.

l

Objective data, what the health professional
observes during the physical examination/assessment.

l

Data base, information obtained from the patients’ records, i.e. vital signs, laboratory results, test results, Intake & Output (I &O), and
other measurements.

Chief Complaint

The patient’s presenting or chief complaint sets the
stage for a focused history. To guide your assessment of the patient’s chief complaint consider the
following questions:
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From the data gathered, the health professional can
make judgments and nursing diagnoses to help
plan the care of the patient.Because nurses must be
able to communicate with one another from shift to
shift, they must be able to “speak the same language” in relation to the patients. This means a
common foundation of knowledge must be shared
with each other. This is the reason why each patient has a complete assessment, and should be
asked similar questions about their health/illness.

Eyes, Ears, Nose and Throat

Physical Assessment of eyes, ears, nose and throat
is mainly accomplished by inspection and palpation. Much of the information about the patient is
obtained during history taking and examination.
Pain and any discharge observed must be examined in more detail and changes in vision, hearing,
smell and taste need further investigation.

In the following, the principles of Physical Assessment will be discussed; the evaluation components
for each body system is included. These factors
should always be included when doing daily assessments on your patients.
A focused assessment of the patient’s chief complaint requires baseline vital signs and examination of primary and secondary systems. Although
emphasis may be placed on the likely or primary
system involved, cursory reviews of other systems
must be performed. This approach assumes that
no system works in isolation, and prevents the
omission of signs/symptoms critical to supporting or rejecting a tentative diagnosis.
“Allow the patient to tell you what is wrong”
The Attributes of a Symptom

Location? - Where is the pain? swelling?, lump?,
etc…
Quality? - What does it feel like? Sharp? Dull?
Aching?
Severity? - Where does it fall in the Pain Scale?
Timing? - How long does it last? Constant? Intermittent?
Setting? - What were you doing when the pain
started?
Factors? - Is there anything you do to make it better? Worse?
Associated Manifestations?

Examination of the eyes, ears, nose and throat is
an essential component of physical assessment
and may help confirm health problems in other
parts of the body.
Nervous System and its Components

In general, the nervous system controls motor, sensory and autonomic functions of the body. The nervous system is divided into a hierarchy with three
major units:
The neurological exam is conducted in a systematic approach, that proceeds from the highest level
of function (cerebral cortex) to the lowest (reflexes)
and from the general integrated functions of an area
to very specific functions. The assessment includes
level of consciousness, cranial nerves, motor function, sensory function, cerebellar function, reflexes
and vital signs.
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Level of Consciousness
The single most important observation in patients
with neurological impairment of the brain is the
level of consciousness (LOC). As consciousness
cannot be measured directly, it is estimated by observing behavioural indicators in response to
stimuli. Consciousness is the most sensitive indicator of neurological change. As such, a change in
the level of consciousness can occur rapidly (within
minutes) or very slowly, over a period of hours,
days, or weeks. The Glasgow Coma Scale is an
assessment tool used to describe consciousness.

instances, either posture may be apparent without
the application of noxious stimuli. Of the two abnormal postures, decerebration is considered a sign
of greater cerebral dysfunction than decortication.
Presence of either position should be reported at
once. Also, a change from decorticate to decerebrate
position must be reported immediately because this
is an ominous sign of extension of the lesion into
the brain stem.
Cranial Nerves - Assessing Pupils - Evaluating
pupils is an extremely important part of assessment that provides vital information about the
brain. The pupillary response tests cranial nerves
II and III.

Motor Function

As you are assessing the level of consciousness, an
evaluation of the following components are made:
Note:
Make sure you are testing a limb that is
not weak or paralysed. You are testing the person’s
mental ability to understand and obey your command, not his strength.
Possible Glasgow Coma Score: 3 – 15, less than 7
indicates a coma
As the level of consciousness decreases, a stronger
stimulus is required to bring about a response.
Important point: An alteration in level of consciousness may provide the first indication of neurological pathology. Always report any changes in LOC
immediately!
Decortication and Decerebration:

Noxious stimuli, such as pain, can initiate rigidity
and abnormal posture if the motor tracts connecting the brain and the periphery are interrupted at
specific cerebral levels. These abnormal postures
are called decortication and decerebration. In some

When assessing motor function, test and compare
both sides of the body for movement and strength.
Also, take a moment to look at the following for
each limb: muscle size, muscle tone, involuntary
movement, posture and gait.
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Involuntary Movement: note any involuntary
movements. Common abnormalities of movement
include; tremors, choreifrom movements (irregular,
jerky contractions and abnormal posture), myoclonus (sudden, brief jerky contraction), athetosis
(snakelike movements), tics, spasms, ballism (continuous, gross, abrupt contractions of the proximal
muscles, violent and flail-like movements)

Pathological reflexes

Sensory Function

Changes in vital signs are related to increased intracranial pressure and occur only in the late stages.
The frequency of assessing vital signs will depend
on the stability of the patient condition. Cushing’s
Response (a compensatory response designed to
provide adequate cerebral perfusion pressure in the
presence of rising ICP) is a late finding and the
nurse should not wait for these changes before intervening.

The patient should be tested with his eyes closed.
Each side of the body is compared to the other, as
are sensory perceptions in the distal and proximal
portions of each extremity.
The usual body areas tested include hands, forearms, upper arms, trunk, thighs, lower legs, feet
and perineal and perianal areas.

Babinski reflex – with a moderately sharp object,
stroke the lateral aspect of the sole from the heel to
the ball of the foot, curving medially across the ball.
Note movement of the toes, normally flexion. Dorsiflexion of the great toe, with fanning of other toes,
is abnormal.
Vital Signs

Sensory function is rated as a) normal, b) present,
but abnormal, and c) absent.
Superficial Sensation:
l

Touch - Use a wisp of cotton to stroke various
parts of the skin lightly.

l

Pain - Use a paper clip. Occasionally substitute the blunt end for the point, and ask, “Is
this sharp or dull?”

l

Sensitivity to Cold and Heat - A tube of hot
water and one of cold water are applied in succession. If pain is intact, testing for temperature sensation is often omitted.

Cerebellar Function

The patient’s balance and coordination are assessed. A staggering gait,
uncoordinated movements, and tremors are abnormal findings. Ataxia is defined as failure of voluntary muscle coordination, particularly in activities
such as walking or reaching for objects. Assessment of cerebellar function can be performed by
having the patient walk heel to toe along a line
(tandem gait).
Reflexes

Reflexes are classified into three categories:
Muscle-stretch reflex: occurs in response to a sudden stimulus, such as the percussion hammer,
which causes the muscle to stretch. The briskness
of the response is noted.
Superficial (cutaneous) reflexes: elicited by light,
rapid stroking or scratching of a particular area of
the skin, cornea, or mucous membrane.

It is crucial to detect neurological deterioration as
early as possible, before decompensation occurs.
Therefore, pay very close attention to the level of
consciousness!
Dermatomes

A knowledge of dermatomes aids in localizing neurologic lesions. A dermatome is the band of skin
innervated by the sensory root of a single spinal
nerve. Dermatome patterns are mapped in the following figures. Their levels are considerably more
variable than the diagrams suggest, and dermatomes overlap each other. Do not try to memorize all the dermatomes. It is useful, however, to
remember the locations of some of the more common ones.
Integumentary System and its Components

The Integumentary System (skin, hair, and nails) is
the body’s largest organ system – it covers 20 square
feet of surface area in the average adult. The skin is
the organ that guards the body from environmental stresses (e.g. trauma, pathogens, and dirt) and
adapts it to other environmental influences (e.g.
heat, cold)
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For the purposes of assessment, the following components of the Integumentary System are inspected;
Skin, Nails and Hair.
As you are assessing the above components, the
evaluation of these components is made. Ensure
that inspection is performed in natural light or artificial light that resembles it.

Note that this is a basic assessment for any patient, on any unit or ward in the hospital. If you
are working in a Critical Care Area, a more complete assessment will always be required.
The following chart identifies the components of
the Cardiovascular System, and the Evaluation of
each component:

Cardiovascular System And its Components

The Cardiovascular System consists of the heart, a
muscular pump, and the blood vessels. The blood
vessels are arranged in two continuous loops, the
pulmonary circulation and the systemic circulation. When the heart contracts, it pumps blood simultaneously into and through both loops. Knowing how the heart is beating (pumping blood) is
essential in a basic physical assessment. The cardiac cycle is the rhythmic movement of blood
through the heart. The basic way to measure this is
through measurement of blood pressure. Although
in basic cardiac assessment, heart sounds are not
essential to auscultate, knowing what a murmur
sounds like, or how to palpate an irregular rhythm
is essential. Assessment of the Cardiovascular System is done through palpation, and auscultation.
In a basic Cardiovascular Assessment, the following system components are evaluated; heart rate,
blood Pressure, peripheral pulses, skin temperature, oedema and capillary refill.

Respiratory System and its Components

The purpose of a basic Respiratory Assessment is
to ensure that homeostasis of arterial blood is maintained through normal respiratory effort. By sup-
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plying oxygen to the blood and eliminating excess
carbon dioxide, respiration maintains the pH or
the acid-base balance of the blood. The body tissues are supplied by blood that normally has a
narrow acceptable range of pH. Although a number of compensatory mechanisms regulate the pH,
the lungs help maintain the balance by adjusting
the level of carbon dioxide through respiration.
That is slow, shallow breathing (hypoventilation)
causes carbon dioxide to build up in the blood and
rapid, deep breathing (hyperventilation) causes
carbon dioxide to be blown off.

Clinical Signs & Symptoms of Respiratory Distress

Include: Dyspnea, Cyanosis, Tracheal Tug (Deviation), Nasal Flaring, Use of Abdominal Muscles,
Use of Neck Muscles, Intercostal Retractions and
Sternal Retractions

Respiration is the physical act of breathing; air
rushes into the lungs as the chest size increases
(inspiration) and is expelled from the lungs as the
chest recoils (expiration). This is why a “handson” approach to measuring chest symmetry is so
important. The Respiratory System components
you are to assess are listed; Breathing Pattern, Chest
Contour and Expansion, Effort of Breathing and
Breath Sounds. The assessment technique used for
the Respiratory System is auscultation, and the
evaluative components are listed in the following
chart:

Gastrointestinal System and its Components

The gastrointestinal system of the body lies within
the abdomen. The abdomen is a large oval cavity
extending from the diaphragm down to the brim of
the pelvis. It is bordered in back by the vertebral
column, and paravertebral muscles, and at the sides
and front by the lower rib cage and abdominal
muscles.
Inside the abdominal cavity all the internal organs
are called viscera. It is important you know the
locations of these organs so well that you could
draw a map of them on the skin. You must be able
to visualise each organ that you auscultate or palpate.
Solid viscera are those organs that maintain a characteristic shape, including the following; Liver,
Spleen, Pancreas, Adrenal Glands, Kidneys, Ovaries and Uterus. The shape of the hollow viscera
are such that they are normally not palpable unless distended. These hollow viscera include the
following; Gallbladder, Stomach, Small Intestine,
Colon and Bladder
For convenience in assessing the Gastrointestinal
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System, the abdominal wall is divided into four (4)
quadrants by a vertical and horizontal line, bisecting the umbilicus.

Assessment of the Abdomen
l

Empty bladder.

l

Ask patient to keep arms at the side.

l

Expose from xyphoid process to symphysis
pubis only.

l

Need good lighting, warms hands and warm
stethoscope.

l

Inspect if there is any pain before palpation.

l

Palpate with light, gentle, dipping motion.
Watch for voluntary guarding vs. rigidity.

l

Deep palpation, use 2 hands.

Genitourinary System and its Components

The assessment of the Gastrointestinal System is
done through inspection, palpation, auscultation,
and percussion. When performing your assessment
of the Gastrointestinal System, you must also assess; Oral Intake, Tube Feeding Intake, Emesis or
Nasogastric Tube Drainage, Bowel Sounds, Abdomen and Bowel

The Genitourinary System consists of bladder, kidneys, uterus, fallopian tubes, and ovaries in the female, and both male and female genitalia. Normally palpable organs or structures are the bladder and uterus (if full). During the Genitourinary
System assessment, the four components which will
be evaluated are; Voiding, Urinary Output, Bladder and Genitalia

Musculoskeletal System and its Components

Accurate intake and output is very important.
If percussion is used, TYMPANIC SOUND – organ
is empty.
If percussion is used, DULL SOUND – organ is
full.

The musculoskeletal system provides mobility and
stability through the integration of muscles, bones
and joints. It provides; Support for the body, Protection of internal organs, Mobility to engage in
physical activities, Production of RBCs and Storage of minerals
For the purpose of assessment, the following components of the musculoskeletal system are inspected; Spine and shoulders, Head (neck and thorax), Arms and Legs. As you are assessing the above
components, the evaluation of these components
is made.
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Final Word

Physical Assessment is a skill that must be applied in practice. Depending on your facility policy
and patient’s diagnosis / health status, a more
detailed physical assessment may be necessary.
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Practice Tip
Don’t have a name badge noose.
Wear it on a clip.
Have you noticed the increasing number of clinical staff who wear their
name badges, pens, even forceps on a cord around their neck. This is a huge
safety issue, as patients, especially those who are a little confused, love to
grab things and can easily pull on the cord causing an injury.

Don’t wear a noose around your
neck in the clinical areas; you don’t
want someone to hang you.

