




Physical Assessment for

Nurses and 
Healthcare 
Professionals





Physical Assessment for

Nurses and 
Healthcare 
Professionals
Third Edition

EDITED BY
CAROL LYNN COX PhD, MSc, MA (Theology) MA (Education), PG Dip Education, 
BSc (Hons), RN, ENB 254, FHEA

Professor Emeritus, School of Health Sciences, City, University of London, London, UK
Clinic Manager and Director of Nursing, Health and Hope Clinics, Pensacola, FL, USA

Adapted from Lecture Notes on Clinical Skills (third edition) by:

THE LATE ROBERT TURNER MD, FRCP

Professor of Medicine and Honorary Consultant Physician
Nuffield Department of Clinical Medicine
Radcliffe Infirmary, Oxford, UK

ROGER BLACKWOOD MA, FRCP

Consultant Physician, Wexham Park Hospital, Slough,
and Honorary Consultant Physician at Hammersmith Hospital, London, UK



This edition first published 2019 © 2019 by John Wiley & Sons Ltd
Edition History [2e, 2009]

All rights reserved. No part of this publication may be reproduced, stored in a retrieval system, or transmitted, in any 
form or by any means, electronic, mechanical, photocopying, recording or otherwise, except as permitted by law. 
Advice on how to obtain permission to reuse material from this title is available at http://www.wiley.com/go/
permissions.

The right of Carol Lynn Cox to be identified as the author of editorial in this work has been asserted in 
accordance with law.

Registered Office(s)
John Wiley & Sons, Inc., 111 River Street, Hoboken, NJ 07030, USA
John Wiley & Sons Ltd, The Atrium, Southern Gate, Chichester, West Sussex, PO19 8SQ, UK

Editorial Office
9600 Garsington Road, Oxford, OX4 2DQ, UK

For details of our global editorial offices, customer services, and more information about Wiley products visit us 
at www.wiley.com.

Wiley also publishes its books in a variety of electronic formats and by print‐on‐demand. Some content that appears 
in standard print versions of this book may not be available in other formats.

Limit of Liability/Disclaimer of Warranty
The contents of this work are intended to further general scientific research, understanding, and discussion only and 
are not intended and should not be relied upon as recommending or promoting scientific method, diagnosis, or 
treatment by physicians for any particular patient. In view of ongoing research, equipment modifications, changes in 
governmental regulations, and the constant flow of information relating to the use of medicines, equipment, and 
devices, the reader is urged to review and evaluate the information provided in the package insert or instructions for 
each medicine, equipment, or device for, among other things, any changes in the instructions or indication of usage 
and for added warnings and precautions. While the publisher and authors have used their best efforts in preparing this 
work, they make no representations or warranties with respect to the accuracy or completeness of the contents of this 
work and specifically disclaim all warranties, including without limitation any implied warranties of merchantability or 
fitness for a particular purpose. No warranty may be created or extended by sales representatives, written sales 
materials or promotional statements for this work. The fact that an organization, website, or product is referred to in 
this work as a citation and/or potential source of further information does not mean that the publisher and authors 
endorse the information or services the organization, website, or product may provide or recommendations it may 
make. This work is sold with the understanding that the publisher is not engaged in rendering professional services. 
The advice and strategies contained herein may not be suitable for your situation. You should consult with a specialist 
where appropriate. Further, readers should be aware that websites listed in this work may have changed or 
disappeared between when this work was written and when it is read. Neither the publisher nor authors shall be 
liable for any loss of profit or any other commercial damages, including but not limited to special, incidental, 
consequential, or other damages.

Library of Congress Cataloging‐in‐Publication Data

Names: Cox, Carol Lynn, editor. | Based on (work): Blackwood, Roger. Lecture  
notes on clinical skills. 2003.

Title: Physical assessment for nurses and healthcare professionals / edited by Carol Lynn Cox.
Other titles: Physical assessment for nurses.
Description: Third edition. | Hoboken, NJ : Wiley-Blackwell, 2019. | Preceded  

by Physical assessment for nurses / edited by Carol Lynn Cox. 2nd ed.  
2010. | Based on Lecture notes on clinical skills / Roger Blackwood, Chris  
Hatton. 4th ed. 2003. | Includes bibliographical references and index. |

Identifiers: LCCN 2018044840 (print) | LCCN 2018045696 (ebook) | ISBN 9781119108986 (Adobe PDF) |  
ISBN 9781119108993 (ePub) | ISBN 9781119108979 (pbk.)

Subjects: | MESH: Nursing Assessment
Classification: LCC RT48 (ebook) | LCC RT48 (print) | NLM WY 100.4 | DDC 616.07/5–dc23
LC record available at https://lccn.loc.gov/2018044840

Cover Design: Wiley
Cover Images: © Martin Barraud/Getty Images, © Hero Images/Getty Images, © XiXinXing/Getty Images, © Blend 
Images - Jose Luis Pelaez Inc/Getty Images

Set in 10/12pt Myriad by SPi Global, Pondicherry, India

10  9  8  7  6  5  4  3  2  1

http://www.wiley.com/go/permissions
http://www.wiley.com/go/permissions
http://www.wiley.com


Contents

List of Contributors	 xvii
Foreword	 xix
Preface	 xxi
Acknowledgements	 xxiii
Introduction: The First Approach	 xxv

Chapter 1	 Interviewing and History Taking	 1
Carol Lynn Cox

General Procedures	 1
Introduction	 1
Approaching the Patient	 2
Usual Sequence of Events	 2
Usual Sequence of History	 4
History of Present Illness	 4
Supplementary History	 5

Functional Enquiry	 5
General Questions (These May Be Considered as Part of Your  
Review of Systems.)	 5
Cardiovascular and Respiratory System	 5
Gastrointestinal System	 6
Genitourinary System	 7
Nervous System	 8
Mental Health	 8
The Eye	 9
Locomotor System	 10
Thyroid Disease	 10

Past History	 11
General Questions	 11

Family History	 11
General Questions	 12

Personal and Social History	 12
General Questions	 12
The Patient’s Ideas, Concerns, and Expectations	 13
Strategy	 13

References	 13

Chapter 2	 General Health Assessment	 15
Carol Lynn Cox

Introduction	 15
General Inspection	 16
Hands	 18
Skin	 19



vi

Contents�

Inspection of Skin	 19
Inspection of Lesions	 19
Palpation of Lesions	 20
Enquire About the Time Course of Any Lesion	 20
Common Diseases	 20

Mouth	 22
Eyes	 23
Examine the Fundi	 23
Examine for Palpable Lymph Nodes	 26
Lumps	 27
Heart	 27

Routine Examination	 27
Breasts	 27

Routine Examination	 27
Full Breast Examination	 28

Respiratory	 28
Routine Examination	 28

Thyroid	 29
Other Endocrine Diseases	 30

Acromegaly	 30
Hypopituitarism	 30
Addison’s Disease	 30
Cushing’s Syndrome	 30
Diabetes	 30

Abdominal	 31
Routine Examination	 31

Musculoskeletal	 32
General Habitus	 32
Inspection	 33
Palpation	 33
Movement	 33
Summary of Signs of Common Illnesses	 34

References	 35

Chapter 3	 Examination of the Skin, Hair, and Nails	 37
Siobhan Hicks

Introduction	 37
Anatomy and Physiology	 37

The Skin	 37
The Hair	 38
The Nails	 39
Subjective History Taking	 40
Objective Examination	 43
Red Flag Presentations in Primary Care	 47
Drug Eruptions	 50
Common Presentations in Primary Care	 53
Management of Eczema	 56

Conclusion	 63
References	 63



vii

� Contents

Chapter 4	 Examination of the Cardiovascular System	 67
Carol Lynn Cox and Carrie E. Boyd

Introduction	 67
Anatomy and Physiology	 67

General Examination	 68
Palpate the Radial Pulse	 70
Take the BP	 72
Jugular Venous Pulse (Frequently Called Pressure)	 74
Musset’s Sign	 76
The Precordium	 77
Auscultation	 80

Normal Heart Sounds	 83
Added Sounds	 83
Clicks and Snaps	 84
Splitting of Second Heart Sound (S2 = a2p2)	 84
Knock and Rub	 84
Murmurs	 85
Summary of Timing of Murmurs	 88

Signs of Left and Right Ventricular Failure	 88
Left Heart Failure	 88
Right Heart Failure	 89

Functional Result	 89
Summary of Common Illnesses	 89

Mitral Stenosis	 89
Mitral Incompetence	 90
Mitral Valve Prolapse	 90
Aortic Stenosis	 91
Aortic Incompetence	 91
Tricuspid Incompetence	 91
Austin Flint Murmur	 91
Graham Steell Murmur	 91
Atrial Septal Defect	 91
Ventricular Septal Defect	 91
Patent Ductus Arteriosus	 91
Metal Prosthetic Valves	 92
Tissue Prosthetic Valves	 92
Pericardial Rub	 92
Infectious Endocarditis (Diagnosis Made from Blood Cultures)	 92
Rheumatic Fever	 92
Clues to Diagnosis from Facial Appearance	 92
Clues to Diagnosis from General Appearance	 92

Peripheral Arteries	 93
Peripheral Vascular Disease	 95
Aortic Aneurysm	 96

Varicose Veins	 96
System‐Oriented Examination	 98

‘Examine the Cardiovascular System’	 98
Reference Guide: Intracardiac Values and Pressures	 99
References	 101



viii

Contents�

Chapter 5	 Examination of the Respiratory System	 103
Carol Lynn Cox and Jessica Ham

Introduction	 103
Anatomy and Physiology	 103
General Examination	 104
Physical Assessment of the Chest	 109
Inspection of the Chest	 109
Palpation	 110
Percussion	 111
Auscultation	 113
Vocal Fremitus/Resonance	 116
Sputum	 117
Functional Result	 118
Summary of Common Illnesses	 118

Asthma	 118
Pneumonia	 119
Bronchitis	 119
Bronchiectasis	 119
Obstructive Airways Disease (Chronic)	 119
Allergic Alveolitis	 119

System‐Oriented Examination	 120
‘Examination of the Respiratory System’	 120

References	 121

Chapter 6	 Examination of the Abdominal System	 123
Anthony McGrath

Introduction	 123
Anatomy and Physiology	 123

The Gastrointestinal Tract	 123
The Pancreas	 125
The Liver	 126

The Gall Bladder	 126
The Duodenum, Jejunum, Ileum, and Caecum  
(Small Intestine)	 126
The Duodenum	 127
The Jejunum	 127
The Ileum	 127
The Caecum	 127

The Large Intestine (Colon)	 128
Ascending Colon	 128
Transverse Colon	 128
Descending Colon	 128
Sigmoid Colon	 128
Rectum	 129
Anal Canal	 129
General Examination	 129
Abdominal Pain	 129
Inspection	 131



ix

� Contents

Auscultation	 136
Arterial Bruits	 136

Palpation	 137
Liver and Gall Bladder	 138
Spleen	 139
Groin	 140
Hernia	 140
Kidneys and Bladder	 140
Aorta	 141

Percussion	 141
Examination of Genitals	 142
Digital Rectum Examination	 142
Per Vaginam Examination	 143
Summary of Common Illnesses	 143

Cirrhosis	 143
Portal Hypertension	 143
Hepatic Encephalopathy	 143
‘Dehydration’ (Water and Salt Loss)	 143
Intestinal Obstruction	 143
Pyloric Stenosis	 144
Appendicitis	 144
Peritonitis	 144
Jaundice and Palpable Gall Bladder	 144
Enlarged Spleen	 144

References	 147

Chapter 7	 Examination of the Male Genitalia	 149
Michael Babcock, Carol Lynn Cox, and Anthony McGrath

Introduction	 149
General Examination	 150

Important Symptoms to Consider	 150
Erectile Function	 150
Possible Sexually Transmitted Infection	 151
Examination of the Male Genitalia	 151

Inspection	 151
Abnormalities of the Penis	 152
Abnormalities of the Scrotum	 152
Look for Signs of Syphilis – Primary, Secondary, and Tertiary	 153
Look for Signs of Gonorrhoea	 153
Look for Signs of Herpes	 153
Look for Signs of HPV Infection	 153
Look for Signs of Chlamydia	 154

Palpation	 154
Groin	 154
Hernia	 154
Penis	 154
Scrotum	 155
Prostate Gland	 155

References	 157



x

Contents�

Chapter 8	 Examination of the Female Breast	 159
Victoria Lack

General Examination	 159
Introduction	 159
Review of Anatomy	 159
Inspection	 160
Palpation	 161

Key Findings	 161
Referral Guidelines for Breast Cancer	 163

Breast Awareness and Screening	 163
The Male Breast	 163

Breast Lumps	 163
References	 165

Chapter 9	 Examination of the Female Reproductive System	 167
Victoria Lack

General Examination	 167
Review of Anatomy	 168

The Uterus	 168
The Uterine Adnexa	 168
The Vagina	 169
The Vulva	 170

Preparation	 170
Inspection of the External Genitalia	 170
Speculum Examination	 171

Taking a Cervical Sample for Cytology	 172
Taking Swabs	 173

Bimanual Examination	 173
Palpate the Uterus	 173
Documentation	 174

Female Genital Mutilation (FGM)	 174
Overview of Common Presentations	 175

Menorrhagia	 176
Amenorrhea	 176
Vulval Signs and Symptoms	 176
Cancer of the Vulva/Vagina	 177
Vaginal Discharge	 177
Genital Prolapse	 178
Pelvic Pain and Dyspareunia	 178
Pelvic Inflammatory Disease (PID)	 179
Endometriosis	 179
Fibroids (Uterine Leiomyoma)	 179
Ovarian Cancer	 180
Pelvic Masses	 180

References	 183

Chapter 10	 Examination of the Nervous System	 185
Michael Babcock and Graham M. Boswell

General Examination	 185
Introduction	 185



xi

� Contents

General Examination	 189
Motor and Sensory Function	 190
Mental Function	 191

General Observation	 191
Consciousness Level	 191
Glasgow Coma Scale (GCS) (Appendix F)	 191
Confusion	 192
Language/Speech	 192
Other Defects Occurring in Absence Motor  
or Sensory Dysfunction	 193
Cognitive Function	 194

Skull and Spine	 195
Cranial Nerves (I – XII)	 195

I Olfactory Nerve	 195
II Optic Nerve	 196
II Optic Nerve and III Oculomotor Nerve	 200
III Oculomotor Nerve	 201
IV Trochlear Nerve	 201
VI Abducens Nerve	 201
V Trigeminal Nerve	 205
VII Facial Nerve	 208
VIII Vestibuloauditory Nerve	 210
IX Glossopharyngeal	 212
X Vagus Nerve	 213
XI Spinal Accessory Nerve	 213
XII Hypoglossal Nerve	 214

Limbs and Trunk	 215
General Inspection	 215
Arms	 215

Lower Limbs	 222
Inspection	 222
Coordination	 222
Tone	 223
Muscle Power	 223
Tendon Reflexes	 224
Plantar Reflexes	 227
Vibration Sense	 228
Position Sense – Proprioception	 229
Pain, Touch, and Temperature	 230
Dorsal Column Loss of Sensation	 234
Cortical Loss of Sensation	 234
Signs of Meningeal Irritation	 234
Straight‐Leg‐Raising for Sciatica	 234

Summary of Common Illnesses	 234
Lower Motor Neuron Lesion	 234
Upper Motor Neuron Lesion	 236
Cerebellar Dysfunction	 236
Extrapyramidal Dysfunction – Parkinson’s Disease	 236
Multiple Sclerosis	 236
System‐Oriented Examination	 237

References	 240



xii

Contents�

Chapter 11	 Examination of the Eye	 241
Helen Gibbons

General Examination	 241
Introduction	 241
Anatomy and Physiology of the Eye	 241
History Taking in the Ophthalmic Assessment	 244
Presenting Complaint	 245
Duration of Symptoms	 245
Past Ocular History	 245
Family Ocular History	 246
General Medical Health	 246
Questions Relevant to Child’s History Taking	 246

Examination	 247
Visual Acuity Assessment	 247
Snellen Chart	 247
Procedure	 248
The Sheridan–Gardiner Method	 248
LogMAR Vision Testing	 248
Near Vision Testing	 248
Colour Vision Assessment	 249
Contrast Sensitivity Testing	 249
Testing Amsler Grid	 249
Testing Eye Movements	 249

Recording Visual Fields	 249
Confrontational Field Testing	 249
Perimetry Visual Field Testing	 250
Testing the Child’s Vision	 250
Nonverbal Children	 250
Verbal Children	 250
The Cardiff Acuity Test	 250
Kay Pictures	 250
Visual Electrophysiology Testing	 251
Ocular Examination of the Adult	 251
Ocular Examination of the Child	 252
Use of a Slit Lamp	 253
The Use of a 90 Dioptre Lens with a Slit Lamp to View the Retina	 254
Measurement of Intraocular Pressure (IOP)	 255
Palpation of the Globe	 256
Use of an Ophthalmoscope	 256
Pupil Assessment for Relative Afferent Pupillary Defect (RAPD)	 260
Documentation	 260

References	 265

Chapter 12	 Mental Health Assessment	 267
Patrick Callaghan

Introduction	 267
Motivational Interviewing (MI)	 267

Assessment of Mental Health Status	 269
Possibilities and Pitfalls in Risk Assessment	 270



xiii

� Contents

General Rules in Assessing Mental Health Status	 276
Appearance and Behaviour (Observation)	 276
Mood (Part Observation, Part Enquiry)	 276
Speech (Observation)	 277
Form of Thought (Form and Content – Largely Inferred from Speech)	 277
Thought Content (‘Odd Ideas’, Thoughts, Beliefs, Delusions)	 277
Perception (Hallucinations and Illusions – Usually Apparent  
from History)	 278
Sensorium and Cognition (Observations Supplemented  
by Specific Enquiry)	 278
Insight (Understanding of Condition)	 278

General History and Examination	 278
Challenging Behaviour	 279

Anger and Hostility	 279
Harm and Aggression	 279
Self‐Injury Behaviour	 279
Sexual Disinhibition	 279

Summary of Common Mental Disorders	 279
Depression	 279
Anxiety	 280
Anorexia Nervosa	 280
Bulimia Nervosa	 280
Schizophrenia	 280
Bipolar Disorder – Mania	 280
Bipolar Disorder – Depression	 280

Conclusions	 283
Acknowledgements� 284
References	 284

Chapter 13	 Examination of the Musculoskeletal System	 287
Daniel Apau, Michael Babcock, and  
Nicola L. Whiteing

General Examination	 287
Introduction	 287
Anatomy and Physiology	 287
Assessment/Examination	 289

Frequent Musculoskeletal Complaints	 290
Sprains and Strains	 290
Osteoarthritis	 290
Rheumatoid Arthritis	 291
Osteoporosis	 291
Fractures	 291
Key Principles of Musculoskeletal Assessment	 291
Practical Considerations	 292
Assessment Consideration	 292
Legal Consideration	 293
Inspection	 293
Palpation	 293
Range of movement (ROM)	 294



xiv

Contents�

Limb Measurement	 294
Bones	 295
Joints	 295
Muscles	 295
GALS Screen	 296
General Survey	 296
Regional Examination	 297
Muscle Strength Tests	 321

Terms of Location	 324
Terms Used to Describe ROM	 324
References	 331

Chapter 14	 Assessment of the Child	 333
Carol Lynn Cox

General Examination	 333
Introduction	 334
Approaching the Patient	 334
General Considerations	 334
Usual Sequence of Events	 336
Approach to the Assessment of the Child	 336
Differences in Anatomy and Physiology	 338
Developmental Considerations Affecting the Physical Assessment	 341
Developmental Approach to the Physical Assessment	 342
Physical Examination of the Infant and Toddler	 345
Physical Examination of the Child	 355
Physical Examination of the Young Person	 371

References	 374

Chapter 15	 Assessment of Disability Including Care of 
the Older Adult	 375
Carol Lynn Cox and Brandy Lunsford

General Examination	 375
Introduction	 375

Assessment of Impairment	 376
Cognitive Function	 377
Affect and Drive	 377

Assessment of Hearing	 377
Assessment of Disability	 378

Activities of Daily Living (ADL)	 378
Instrumental Activities of Daily Living (IADL)	 379
Communication	 379

Analysing Disabilities and Handicaps and Setting Objectives	 379
Identifying Causes for Disabilities	 380
References	 381

Chapter 16	 Imaging Techniques, Clinical Investigations, and Interpretation	 383
Jennifer Edie

General Procedures	 383
Introduction	 383



xv

� Contents

Diagnostic Imaging	 383
Ultrasound	 384
Plain Film Radiography	 385
Fluoroscopy	 389
Angiography	 389
Computed Tomography	 390
Magnetic Resonance Imaging	 391
Interventional Radiology	 393
Nuclear Medicine	 393

Endoscopy	 395
Gastroscopy	 395
Proctoscopy	 395
Sigmoidoscopy	 395
Colonoscopy	 395
Bronchoscopy	 395
Laparoscopy	 396
Cystoscopy	 396
Colposcopy	 396

Needle Biopsy	 396
Core Biopsy	 396
Fine‐Needle Aspiration	 396

Cardiac Investigations	 396
Electrocardiogram	 396
Chest Radiograph	 396
Exercise Electrocardiography (Stress Testing)	 396
Echocardiography	 398
Nuclear Medicine	 400
Cardiac Angiography (Cardiac Catheterisation)	 401
Computed Tomography	 403
Magnetic Resonance Imaging	 403
Twenty‐Four‐Hour ECG Tape Recording	 404
Twenty‐Four‐Hour Blood Pressure Recording	 404

Respiratory Investigations	 404
pH and Arterial Blood Gases	 404
Peak Flow	 406
Spirometry	 407
Skin Testing for Allergens	 407
Carbon Monoxide Transfer Factor	 407
Chest Radiograph	 407
Ventilation/Perfusion Scan	 407
Computed Tomography	 407
Bronchoscopy	 408

Gastrointestinal Investigations	 408
Abdominal Radiograph	 408
Abdominal Ultrasound	 408
Upper Gastrointestinal Endoscopy	 408
Barium Swallow, Meal, Enema	 409
Hydrogen Breath Tests	 409
Computed Tomography	 410

Renal Investigations	 410
Urine Testing	 410



xvi

Contents�

Urine Microscopy	 410
Creatinine Clearance	 410
Abdominal Radiograph	 410
Abdominal Ultrasound	 410
Intravenous Urogram	 411
Computed Tomography	 411
Nuclear Medicine	 411

Neurological Investigations	 411
Electroencephalogram	 411
Lumbar Puncture	 412
Ultrasound	 412
Angiography	 412
Computed Tomography	 412
Magnetic Resonance Imaging	 412
Nuclear Medicine	 412
Myelogram	 413
Lumbar Radiculogram	 413

Further Reading	 413

Chapter 17	 Basic Examination, Notes, and Diagnostic Principles	 415
Carol Lynn Cox and Brandy Lunsford

Basic Examination	 415
Introduction	 415

Example of Notes	 418
Summary	 419

Problem List and Diagnoses	 419
Diagnoses	 421
Progress Notes	 421
Serial Investigations	 422
Operation Notes	 422
Postoperative Notes	 422
Discharge Note from Hospital	 422

References	 423

Chapter 18	 Presenting Cases and Communication	 425
Carol Lynn Cox and Brandy Lunsford

Presentations to Healthcare Professionals and Patients	 425
Introduction	 425
Presentation of a Case to a Meeting	 426
Presentation of a New Case on a Ward/Unit Round	 427
Brief Follow‐Up Presentation	 428
Aides‐Mémoire	 428
Diagnostic Labels	 430

People – Including Patients	 430
Diabetes Case	 431
References	 431

Appendices� 433
Index� 441



Daniel Apau, MSc (Advanced Practice), PG Dip, BSc (Hons), RN, FHEA
Registered Nurse, Medical Intensive Care, Houston Northwest Medical Center, Houston, 
TX, USA

Michael Babcock, MD
College of Medicine, Florida State University, Pensacola, FL, USA

Graham M. Boswell, D Ed, MA Ed, BA (Hons), BSc (Hons) RGN, FHEA
Senior Lecturer, Department of Adult Nursing and Paramedic Science, Faculty of Education 
and Health, University of Greenwich, London, UK

Carrie E. Boyd, MSN, BSN, RN
Staff Nurse, Health and Hope Clinics, Pensacola, FL, USA

Patrick Callaghan, PhD, MSc, BSc (Hons), RN, FHEA
Professor of Mental Health Nursing and Chartered Health Psychologist
University of Nottingham and Nottinghamshire Health Care NHS Trust, Nottingham, UK

Carol Lynn Cox, PhD, MSc (Nursing), MA (Theology) MA Ed, PG Dip Ed, BSc (Hons), 
FD, RN, FHEA
Professor Emeritus, School of Health Sciences, City, University of London, London, UK
Clinic Manager, Health and Hope Clinics, Pensacola, FL, USA

Jennifer Edie, M Ed, MBA, TDCR, DMU
Senior Lecturer, Department of Allied Health Professions and Midwifery, School of Health 
and Social Work, University of Hertfordshire, Hatfield, Hertfordshire, UK

Helen Gibbons, MSc, PG Cert (Medical Education), ENB (Ophthalmic Practice), 
BA (Hons), RN
Clinical Nursing Lead (Education and Research), Moorfields Eye Hospital NHS Foundation 
Trust, London, UK
Course Director, PG Cert Ophthalmic Practice, University College London, London, UK

Jessica Ham, MSN, BSN, ASN, FNP, RN
Clinical Preceptor, College of Medicine, Faculty of Florida State University, Tallahassee, 
FL, USA
Clinical Director, Elevate Personalized Medicine, Pensacola, FL, USA

Siobhan Hicks, MSc (Advanced Practice), PG Cert (Academic Practice), PG Cert 
(Leadership), BSc (Hons), RN
Advanced Nurse Practitioner, Andrews Health Centre, London, UK
Lecturer in Advanced Practice, School of Health Sciences, City, University of London, 
London, UK

List of Contributors



xviii

List of Contributors�

Victoria Lack, MSN, PG Dip (Academic Practice), BN (Hons), FNP, Non‐Medical Prescriber, 
DN(Cert), RN
Lecturer in Primary Care, Department of Health Sciences, University of York, York, UK
Advanced Nurse Practitioner, Beech House Surgery, Knaresborough, North Yorkshire, UK

Brandy Lunsford, MSN, BSN, APRN
Clinical Director, Health and Hope Clinics, Pensacola, FL, USA

Anthony McGrath, MSc, PGCE, BA (Hons) RMN, RGN, FHEA
Principal Lecturer, Head of Adult Nursing and Midwifery
London South Bank University, London, UK

Nicola L. Whiteing, MSc, PG Dip HE, BSc (Hons), RN, RNT, ANP
Lecturer in Nursing, Southern Cross University, Lismore, New South Wales, Australia



Underpinning the appropriate delivery of healthcare is the Physical Assessment. This 
structured physical examination allows the healthcare professional to obtain a com-
prehensive assessment of the patient and is critically important in that it leads to clinical 
decisions which are crucial for the patients’ care.

This volume, Physical Assessment for Nurses and Healthcare Professionals, provides a clear 
and easy‐to‐use guide to achieving an excellent physical assessment. It is specifically 
intended for those embarking on a career in healthcare and contains the techniques used 
by specialist/advanced practitioners.

In this book the need for a comprehensive and holistic approach to the Physical 
Assessment is excellently presented by Professor Cox. Professor Cox shows how important 
it is to develop a rapport with the patient in order to carefully assess their perceptions and 
how this relationship must be established from the very first meeting when information is 
exchanged between the healthcare professional and the patient. Fundamental to gaining 
this perspective is to listen. The importance of guiding the healthcare practitioner to 
engage in active listening cannot be underestimated and this is reflected in the fact that 
not being heard is an issue which is often raised as a point of criticism of healthcare profes-
sionals by patients and their families.

Careful observation and reports of subjective symptoms are the window through 
which healthcare professionals gain knowledge of their patients. Following on from the 
opening chapters this volume is structured to enable the healthcare professional to learn 
how to systematically gather information before moving on to an initial diagnosis and 
further investigations. The tools of inspection, palpation, percussion, and auscultation 
are key to this assessment and excellently laid out in the chapters covering the examina-
tion of the different organs of the body, different age groups, and some specialist topics. 
Professor Cox has also helpfully included in the appendix a number of the widely used 
standardised instruments to assess such areas as disability, activities of daily living, read-
ing, and mental state.

It is key for healthcare professionals to be able to communicate the outcomes of their 
Physical Assessment to their professional colleagues. In the final chapter Professor Cox 
demonstrates her experience and understanding of the world of healthcare when she talks 
about the importance of this communication between professionals and how the Physical 
Assessment can bring together disparate professional views which will underpin the diag-
nostic process.

Professor Cox is a consummate professional who has been an educator for most of her 
career with a focus on clinical practice and the patient experience. She couples her educational 
activity with an extensive research record on nursing practice. In Physical Assessment for 
Nurses and Healthcare Professionals, Professor Cox has created an invaluable guide that will 
not only support practitioners as they enter into a clinical career in healthcare but which 
can be used as an ongoing reference book to support their careers as they move into 
advanced practice.

Professor Stanton Newman

Foreword





Over the past two to three decades, many changes have been seen in the roles of healthcare 
professionals. Significant changes have been seen in the allied health professions, nursing, 
and midwifery. It is common practice now to see the healthcare professional functioning 
as an independent practitioner with specialist/advanced practice qualifications. For exam-
ple, to list but a few, it is not uncommon to find audiologists, nurses, midwives occupa-
tional therapists, opticians, physiotherapists, and radiotherapists with master’s and 
doctoral degrees diagnosing and treating patients. These practitioners are expected to 
know how to provide expert holistic health‐oriented care for culturally diverse popula-
tions. Specialist/advanced practice health professionals view the patient as an individual 
with physical as well as emotional, psychological, intellectual, social, cultural, and spiritual 
needs. A comprehensive assessment of the patient is the foundation upon which health-
care decisions are made. The best way to develop assessment skills is to learn them system-
atically. The systematic approach involves taking a full health history, conducting a physical 
examination, and reviewing diagnostic tests/laboratory data. Use of advanced assessment 
skills are essential in clinical decision making that leads to the formulation of a differential 
diagnosis and final diagnosis.

This text for healthcare professionals is based on Turner and Blackwood’s Lecture Notes 
on Clinical Skills that was written for medical students. It is intended to be used as a refer-
ence book that can be reviewed near the patient in the clinical setting. In general, the 
pages are arranged with simple instructions on the left, with important aspects requiring 
action marked with a bullet (•). Subsidiary lists are marked with a dash (–). On the right are 
brief details of clinical situations and diseases that are relevant to abnormal findings. In this 
edition, colour photographs of assessment techniques have been added as well as case 
studies to assist healthcare practitioners in their assessment of the patient.

Turner and Blackwood’s Lecture Notes on Clinical Skills has been used in the Oxford 
Clinical Medical School for over 40 years and is viewed as an essential guide for medical 
students globally. It should be noted that although some doctors may use slightly different 
techniques in taking a history and physical examination, it is recommended that 
healthcare practitioners embarking on a career as specialist/advanced practitioners use 
the techniques recommended in this text because they provide a sound approach for 
developing and employing clinical decision making.

Carol Lynn Cox, PhD, RN
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General Principles
It is important to understand that for the purposes of examination, assessment, and 
diagnosis, doctors are framing their approach to the patient from the perspective of the 
medical model. However, you must recognise that as an allied healthcare practitioner, you 
are employing the medical model within your frame of practice. Therefore, to be wholistic, 
the approach incorporates all aspects of your particular discipline (e.g. audiology, nursing, 
midwifery, physiotherapy, occupational therapy, radiography, respiratory therapy, speech 
therapy).

General Objectives
When you approach a patient there are four initial objectives you should consider:

•• Obtain a professional rapport with the patient and gain their confidence.
•• Obtain all relevant information that allows assessment of the illness and provisional 

diagnoses.
•• Obtain general information regarding the patient and their background, social situation, 

and problems. In particular, it is necessary to find out how the illness has affected the 
patient, their family, friends, colleagues, and life.

A wholistic assessment of the patient is of utmost importance.
•• Understand the patient’s own ideas about their problems, major concerns, and expectations 

of the hospital admission, outpatient, or general practice consultation.

Remember medicine is just as much about worry as disease. Whatever the illness, 
whether chest infection or cancer, anxiety about what may happen is often uppermost in 
the patient’s mind (Clark 1999; Japp and Robertson 2013; NHS Wales 2010).

Introduction
The First Approach

Carol Lynn Cox
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Listen Attentively (Engage in Active Listening.)

Engage in active listening

The following notes provide a guide as to how the healthcare practitioner obtains the 
necessary information.

Specific Objectives
In taking a history or conducting a physical examination there are several complementary 
aims:

•• Obtain all possible information about a patient and the illness (a database) from both a 
subjective and objective perspective.

•• Consider all possible differential diagnoses related to the patient and the illness.
•• Formulate the diagnoses from the patient’s subjective, objective physical examination 

and investigative tests (e.g. laboratory, radiologic, and other).
•• Solve the problem as to the diagnoses (Bickley and Szilagyi 2013; Japp and Robertson 

2013; Jarvis 2015).

Analytical Approach
For each symptom or sign you need to think of a differential diagnosis and of other relevant 
information (from the history, physical examination, and/or investigative tests) that will be 
needed to support or refute possible diagnoses. A good history, physical examination, and 
investigation include these two facets and can be viewed as either positive (support) or 
negative (refute) findings. To achieve a formal diagnosis, following differential diagnosis, 
critical thinking/clinical decision making is used to examine positive and negative findings. 
Healthcare practitioners frequently find that using the first two components of the 
Subjective, Objective, Assessment, and Plan (SOAP) (Clark 1999) format can help them for-
mulate their diagnosis. You should never approach the patient with just a set series of rote 
questions. Frequently in preassessment clinics, ambulatory services (outpatient) clinics, or 
general practice settings, standard assessment forms within an electronic patient record 
(EPR) are used as a guide to history taking. However, there are some instances in which 
paper records are employed. These tools provide the necessary basis for a later, more 
inquisitive approach that should develop as knowledge about the patient’s problem is 
acquired. Key to the process of achieving a diagnosis and formulating a plan of care is 
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listening carefully to the patient, taking time, not assuming a diagnosis when the patient 
initially expresses their chief complaint, and understanding your own values, attitudes, and 
beliefs as they relate to diverse patient populations (Japp and Robertson 2013).

Focus on the patient

The ‘subjective’ and objective components of the SOAP format provide a basis for diagnosis. 
Within the subjective component, the patient’s perspective of the problem/illness is stated 
in their own words. This is often listed as the patient’s chief complaint. In addition, the 
patient’s ‘subjective’ view of their health history (e.g. childhood diseases and immunisa-
tions) as well as family history, present medications, how and when the patient takes the 
medications, and chronological ordering of sequelae leading to the presenting problem 
are documented. The objective component consists of your physical examination and 
investigative tests. Assessment involves the formulation of a diagnosis from the history, 
physical examination, and investigative tests. Plan involves the development of the plan of 
care for the patient as well as where, when, how, and by whom the plan will be 
implemented (Bickley and Szilagyi 2013).

Self‐Reliance – Getting Started
You must take your own history, make your own examination, and write your own clini-
cal records. After a month or two you should be sufficiently proficient that your notes can 
become part of the final medical record. You should add a summary including your assess-
ment of the problem list, provisional diagnoses, and preliminary investigations. Initially when 
developing your assessment/examination skills these will be incomplete and occasionally 
incorrect. Nevertheless, the exercise will help to inculcate an enquiring approach and to 
highlight areas in which further questioning, investigation, or study/reading is needed.

What Is Important When You Start?
At the basis of all practice is clinical competence. No amount of knowledge will make up 
for poor technique.

Over the first few weeks it is essential to learn the basics of history taking and physical 
examination. This involves:

•• how to relate to patients
•• how to take a good history efficiently, knowing which question to ask next and avoiding 

leading questions
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•• how to examine patients in a logical manner, in a set routine that will mean you will not 
miss an unexpected sign

You will be surprised how often healthcare practitioners can fail an exam, not because of 
lack of knowledge but because they have not mastered elementary clinical skills. These 
notes are written to try and help you to identify what is important and to help relate 
findings to common clinical situations.

There is nothing inherently difficult about history taking and physical examination. You 
will quickly become clinically competent if you:

•• apply yourself
•• initially learn the skills that are appropriate for each situation

Common Sense
Common sense is the cornerstone of good practice.

•• Always be aware of the patient’s needs.
•• Always evaluate what important information is needed:

to obtain the diagnosis
to provide appropriate treatment
to ensure continuity of care at home.

Many mistakes are made by being sidetracked by aspects that are not important. Remain 
focused on the patient.

Learning
Your clinical skills and knowledge can soon develop with good organisation.

•• Take advantage of seeing as many patients in acute care (hospital and ambulatory 
clinics) and in primary care (the community) as possible. It is particularly helpful to be 
present when patients are being admitted as emergencies or are being seen in an 
ambulatory clinic or general practice setting for the first time.

•• Obtain a wide experience of clinical diseases, how they affect patients, and how they 
are managed.

The more patients you can clerk yourself, the sooner you will become proficient and 
the more you will learn about patients and their diseases.

Building Up Knowledge
At first history taking and physical assessment seem like a huge subject and each fact you 
learn seems to be an isolated piece of information. How will you ever be able to learn what 
is required? You will find after a few months that the information related to each system 
interrelates with other systems. The pieces of the jigsaw puzzle begin to fit together and 
then your confidence will increase. Although you will need to learn many facts, it is equally 
important to acquire the attitude of questioning, reasoning, and knowing when and where 
to go to seek additional information.

•• Choose a medium‐sized textbook in which you can read about each disease you see or 
each problem you encounter.

Attaching knowledge to individual patients is a great help in acquiring and 
remembering facts. To practice history taking and physical assessment/examination 
without a textbook is like a sailor without a chart, whereas to study books rather than 
patients is like a sailor who does not go to sea.


