COLLEGE OF SAN MATEO

NURSING DEPARTMENT

N211

ADULT PHYSICAL ASSESSMENT
INSTRUCTIONS: This assignment is worth 10 points. The points listed in the left column are based on 100 percentage points. The writeup is worth 15% or 15 percentage points of the total assessment and is due to the instructor one week from the date that the exam is performed in the clinical setting. Points will be given only for correct assessment. The assessment is to be done in an organized manner with points being deducted for assessments that take more than 30 minutes. Competency is determined as a score of 85%. A student who scores less than 85% of the first exam will be given one more opportunity to achieve competency but for purposes of grading the score will come from the first exam.

I. GENERAL APPEARANCE
PTS                     ITEM                                               CORRECT                    INCORRECT

                                                                                                             NOT ASSESSED   

2 1.1 Introduction of self and

                  instructor to pt./family with

                  explanation of procedure.

2 1.2 Presence of proper equipment

2        1.3 Hands washed prior to exam

2 1.4 Vital signs measured accurately

                   (Can be done prior to exam)

2 1.5 Describe state of alertness,

                         affect, and orientation to person,

                         place, time, and situation.

II. HEAD AND NECK
2 2.1 Skin

a. color

b. temperature

c. condition of hair

d. presence of skin abnormalities

            (such as rashes, lesions, scars)

PTS                     ITEM                                                    CORRECT                        INCORRECT

                                                                                                                            NOT ASSESSED   

2 2.2 Eye

a. pupil size and equality (PERRLA) 

b. response to light

c. EOM’s

d. alterations in color

e. discharge or swelling

f. blink reflex

2 2.3 Ear

a. deformity

b. discharge

c. lesions

d. hearing

1. acuity

2. unusual noises heard

3. use of hearing aid

2             2.4  Nose

a. patency

b. discharge

c. lesions

d. sense of smell

2              2.5  Mouth

a. teeth

b. gums

c. palate

d. breath odor

e. gag reflex

f. tongue abnormalities

1             2.6  Speech development/facial paralysis

2             2.7  Neck

a. ROM

b. lymph nodes 

c. thyroid

d. other masses

e. carotid pulse

III. UPPER EXTREMITIES AND CHEST
PTS                     ITEM                                                       CORRECT                  INCORRECT

                                                                                                                        NOT ASSESSED              

1 3.1 Thoracic configuration/symmetry

2 3.2 Skin

a. color

b. temperature

c. turgor

d. condition of nails

e. presence of skin abnormalities

f. note presence or absence of central cyanosis

1 3.3 Observe:

a. use of accessory muscles

b. depth and rhythm of respiration

      4            3.4 Correct auscultation of breath sounds

       (anterior, posterior, and lateral)

5 3.5 Locate PMI and auscultate heart sounds
2            3.6 Palpate two arterial pulse sites (upper extremities)

4            3.7 Motor responses (upper extremities)

a. bilateral grips

b. presence of involuntary motor activity

such as seizures, tremors, spasticity

c. presence of paralysis

d. gross & fine motor coordination

e. muscle strength and tone

f. ROM

g. joint abnormalities

h. sensation to pain, touch, temperature

     1            3.8 One deep tendon reflex on each side of body

IV. ABDOMEN 

PTS                     ITEM                                                    CORRECT                       INCORRECT











              NOT ASSESSED   
2           4.1 Inspection of abdomen
2 4.2 Auscultation of bowel sounds

2            4.3 Palpation of abdomen

1            4.4 Presence of tubes/stomas

      2            4.5 Palpation of bladder

      2            4.6 Palpation of inguinal area

                          for hernias or enlarged nodes

      2            4.7 Examination of external genitalia

                     a. male—circumcised?

                         testicular masses?

                     b. female—vaginal discharge
                     c. condition of skin & hair

V. LOWER EXTREMITIES AND BACK

      2            5.1 Skin

                           a. color

                           b. temperature

                           c. turgor

                           d. condition of hair and nails

                           e. presence of skin abnormalities

                           f. edema

      1              5.2 Papation of pedal pulse   

      5              5.3 Legs

        a. ROM
        b. coordination

        c. muscle strength and tone

        d. joint abnormalities (swelling, pain with movement)

        e. one deep tendon reflex on each side

        f. Babinski reflex

        g. sensation to pain, touch, temperature

        h. presence of involuntary motor activity

        i. paralysis

PTS                     ITEM                                                    CORRECT                 INCORRECT

      









        NOT ASSESSED   

      2            5.4 Back 

                 a. scoliosis

                 b. lordosis

                 c. kyphosis

VI. EXAM COMPLETION

4            6.1 Exam completed within reasonable

                    time limit (30 minutes) and equipment            
      used correctly.

      2            6.2 Minimal position changes during exam
      2            6.3 Medical asepsis is maintained throughout 
                          the exam (Example: dirty gloves are placed in a

                          trash can, not back on the clean equipment table)

      2            6.4 Gloves worn for examination of mouth and 
                          genitalia; hands washed at end of exam.
      2            6.5 Proper body mechanics used during exam 
                          (Example: bed raised to appropriate height).

      2            6.6 Appropriate explanation given to questions of pt. or 
                          family but conversation is kept to a minimum

      4            6.7 Verbal report of significant findings and overall state 
                          of health given to instructor (can be outside of room).

     15           6.8 Systematic writeup due one week after actual exam.

     TOTAL POINTS RECEIVED (100 PERCENTAGE POINTS POSSIBLE)

      DATE                                               SIGNATURE OF INSTRUCTOR

                                                                SIGNATURE OF STUDENT

WHAT TO BRING TO THE GRADED ASSESSMENT

1. The Patient – The instructor will assign the student a patient that is suitable for assessment.

2. Bath Blanket – The blanket will be used to drape the patient for privacy during parts of the exam.

3. Note Cards or a copy of the grading tool – The student may glance at these notes but will be unable 
                                     to meet the time deadline unless the exam has been practiced in lab and at home.

4. A clean copy of the physical exam grading sheet for the clinical instructor.

5. Equipment Needed:

a. stethoscope with a bell and a diaphragm

b. tongue blade

c. reflex hammer

d. several pairs of clean disposable gloves

e. pen light (flash light)

f. pen or pencil

g. cotton balls

h. sharp object to test dull and sharp sensation such as a paper clip

i. somethings to test the patient’s sense of smell (alcohol or coffee beans).

j. watch with a sweep second hand

k. blood pressure cuff

l. thermometer

