Physical Assessment - Critical Elements:
1.  Wash hands

2.  Identifies patient by checking armband

3.  Explains procedure during introduction

4.  Provides privacy by pulling curtain around bed

5.  Uses protective body mechanics – raises bed and lowers side rail

6.  Documents pertinent information by verbalizing results
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Level of consciousness:
Patient is alert.
Orientation:

   
                                     

Pupils:
1.  Name – Please state your name




Dim light to assess pupil reaction

2.  Place – Can you tell me where you are?



Pupils 3 mm in size, equal, round and react

3.  Time – Can you tell me what day it is?



to light.

4.  Situation – Do you know why you are here?

Patient is orientated x4.

Anterior Lung Sounds:




                        Oral:

Clear bronchovesicular sounds at ICS 2




Look at mucous membranes, teeth 

and 4                                                                                                               and tongue

Clear vesicular sounds at ICS 6                                                                      Mucous membranes are pink, moist, 

                                                                                                                          teeth intact and tongue is midline

Abdomen:                                                                                                               Apical:

Look, listen and feel
                                                                                             Assess at ICS 5 midclavicular                      
Asks patient – Are you having any                                                                           line one minute for rate, 

pain in your abdomen?                                                                                               rhythm and quality

1.  Looks at abdomen                                                                                                      S1 and S2 heartsounds are

No lesions or scars noted,                                                                                                 noted, pulse is 60 – 100

Abdomen is slightly rounded                                                                                             per minute, regular,2+
2.  Listens starting at most                                                                                           
active area – Right lower 

quadrant.  

Auscultates RLQ, RUQ, LUQ, and LLQ                                                       Radial Pulses:
10 – 15 seconds                                                                                             Radial pulses equal with 2+ quality

Active bowel sounds noted in all four quadrants                                                                                                                                                                                                           

                                                                                                               IV site intact – with no redness or swelling          

3.  Palpates abdomen in the same order

as auscultation                                                                                                Skin Turgor:
Abdomen soft with no tenderness, lesions or                                                 Less than 3 seconds
masses.                                                                                                           Tissue Perfusion:










           Capillary refill less than 3 seconds

                                                                                                                       Upper extremities warm and pink
                                                                                                                            Hand grasps:

                                                                                                                           Equal and strong 5+ quality

