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PHYSICAL	  EXAMINATION	  TECHNIQUES	  

 This section is a collection of physical examination techniques. Many of these 
techniques are referenced or described elsewhere in the Encyclopedia, but for the 
purpose of consolidating information they are reproduced in this section. Any physical 
examination technique referenced elsewhere in the Encyclopedia can be found here, 
explained in detail. The findings associated with these examination techniques are not 
provided here, but can be found in the appropriate pathophysiology section. 
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Behavior	  and	  Mental	  Status	  

Mental	  Status	  
• Determine the patient’s level of consciousness using the following method, sometimes 

referred to as “AVPU”, which stands for Alert, Verbal, Painful, Unresponsive and 
describes the type of stimulus to which the patient responds.: 

Finding	   Description	  
Alert	   Speak	  to	  the	  patient	  in	  a	  normal	  tone	  of	  voice.	  

The	  alert	  patient	  opens	  the	  eyes,	  looks	  at	  you,	  
and	  responds	  fully	  and	  appropriately	  to	  stimuli	  
(arousal	  intact).	  

Lethargic	   Speak	  to	  the	  patient	  in	  a	  loud	  voice.	  For	  example,	  
call	  the	  patient’s	  name	  or	  ask,	  “How	  are	  you	  
feeling?”	  A	  lethargic	  patient	  appears	  drowsy	  but	  
opens	  the	  eyes	  and	  looks	  at	  you,	  responds	  to	  
questions,	  and	  then	  falls	  asleep.	  

Obtunded	   Shake	  the	  patient	  gently	  as	  if	  awakening	  a	  
sleeper.	  An	  obtunded	  patient	  opens	  the	  eyes	  and	  
looks	  at	  you,	  but	  responds	  slowly	  and	  is	  
somewhat	  confused.	  Alertness	  and	  interest	  in	  
the	  environment	  are	  decreased.	  

Stuporous	   Apply	  a	  painful	  stimulus.	  For	  example,	  pinch	  a	  
tendon,	  rub	  the	  sternum,	  or	  roll	  a	  pen	  across	  the	  
nail	  bed.	  A	  stuporous	  patient	  arouses	  from	  sleep	  
only	  after	  painful	  stimulus.	  Verbal	  responses	  are	  
slow	  or	  even	  absent.	  The	  patient	  lapses	  into	  an	  
unresponsive	  state	  when	  the	  stimulus	  ceases.	  
There	  is	  minimal	  awareness	  of	  self	  or	  the	  
environment	  

Coma	   Apply	  repeated	  painful	  stimulus.	  A	  comatose	  
patient	  remains	  unarousable	  with	  eyes	  closed.	  
There	  is	  no	  evident	  response	  to	  inner	  need	  or	  
external	  stimuli.	  

• Additional indicators of mental status include posture and motor behavior, facial 
expression, manner, affect, and even personal hygiene. Essentially, you should take note 
of and report anything that “seems off” about a person’s behavior to ALS. These findings 
may be significant. 

Painful	  or	  Noxious	  Stimulus	  
• Painful stimulus is used in an attempt to assess the mental status of a patient who is not 

alert, and who will not respond to voice or gentle shaking. 
• Starting with a peripheral stimulus is a good idea, as it is less painful than central 

stimulus and it often does the job. One very effective method is to press the side of a pen 
or penlight into a patient’s fingernail or toenail. 
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• Central stimulus is the next line of assessment. A trapezius pinch is often sufficient to 

elicit a response. It is performed by placing a thumb between the patient’s clavicle and 
trapezius muscle, while the other fingers rest on the patient’s back. Posterior pressure is 
applied with the thumb, and anterior pressure is applied with the other fingers in a 
pinching motion. 

 
• A sternal rub is performed when a trapezius pinch does not work. It is performed by 

rubbing the mid sternum vigorously with the knuckles of a fisted hand. This is to be 
avoided by male EMTs assessing female patients if there is any concern that bystanders 
may mistake the technique for an inappropriate act. 
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• Additional central stimuli include mandibular pressure and supraorbital pressure. These 

are used less often, but they are valid methods of applying painful stimulus. Be aware of 
where you are applying pressure. Do no press on the eye itself or on the carotid artery 
when using these methods. Do not bruise your patients in these areas. 

• Mandibular pressure is applied to the angle of the jaw just below the earlobe. Practice on 
yourself while looking in the mirror to find the correct spot. 

 
• Supraorbital pressure is applied in an upward fashion to the eyebrow ridge. Practice on 

yourself while looking in the mirror to find the correct spot. 

 
• Alternatively, an ammonia inhalant can be used as a noxious stimulus. Crush the 

ammonia inhalant with a gloved hand, holding it away from your face and hold it several 
inches under your patient’s nose.  

A&O	  Questions	  
• Just because a patient is alert does not mean that they are oriented. When you are trying 

to assess a patient’s mental status and they are responding verbally, there are four criteria 
that are used to judge their orientation: 1) person, 2) place, 3) time, and 4) event. 

• You can begin your A&O assessment by telling the patient, “These questions may seem 
silly, but it’s important that I know if you can answer them.”  
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• If a potentially altered patient is simply unwilling to answer questions because they do 
not want to be assessed, it is appropriate to inform the patient that we cannot legally leave 
them until we do a thorough assessment. Remind the patient that the more he or she 
cooperates the faster it will go. 

Oriented	  to:	   Question	  
Person	   Ask	  the	  patient	  his	  or	  her	  name.	  Verify	  with	  

bystanders,	  if	  possible.	  
Place	   Ask	  the	  patient	  if	  they	  know	  where	  they	  are	  at	  

the	  moment.	  	  
Time	   Ask	  the	  patient	  if	  they	  know	  what	  time,	  day,	  

month	  or	  year	  it	  is.	  Start	  with	  time	  and	  move	  
toward	  the	  year	  if	  the	  patient	  cannot	  answer,	  or	  
if	  you	  suspect	  the	  patient	  is	  not	  oriented	  to	  time.	  

Event	   Ask	  the	  patient	  to	  recount	  the	  events	  leading	  up	  
to	  their	  emergency.	  Ask	  if	  they	  remember	  
everything	  that	  happened.	  This	  is	  a	  good	  segue	  
into	  loss	  of	  consciousness	  questions.	  

• When reporting A&O status, indicate the number of ways they are oriented. For example, 
“A&Ox2, oriented only to person and place.” 

Speech	  and	  Language	  
• Note the characteristics of your patient’s speech, including quantity, rate, volume and 

articulation. Abnormal speech may be a significant finding, and can indicate brain 
damage, stroke, and many other underlying problems. Report any abnormal findings to 
ALS providers. 

• Note the fluency of the patient’s speech. If a patient seems to have hesitancies or gaps in 
the flow and rhythm of words, disturbed inflections (i.e. monotone), circumlocutions (i.e. 
“a thing you write with” instead of “pen”), paraphasias or malformed words (i.e. “I write 
with a den,” instead of, “I write with a pen”), or if their speech simply does not make 
sense, perform a Cincinnati Pre-Hospital Stroke Scale immediately. 

• The following tests may be useful when you are trying to determine why or in what way 
a patient’s speech is abnormal: 

Test	   Description	  
Word	  Comprehension	   Ask	  the	  patient	  to	  follow	  a	  one-‐stage	  command,	  

such	  as,	  “Point	  to	  your	  nose.”	  If	  successful,	  try	  a	  
two	  –stage	  command:	  “Point	  to	  your	  mouth,	  
then	  your	  knee.”	  

Repetition	   Ask	  the	  patient	  to	  repeat	  a	  phrase	  of	  one-‐
syllable	  words	  (the	  most	  difficult	  repetition	  
task):	  “No	  ifs,	  ands	  or	  buts.”	  

Naming	   Ask	  the	  patient	  to	  name	  the	  parts	  of	  a	  watch,	  or	  
everyday	  objects	  that	  you	  can	  point	  to..	  

Reading	  Comprehension	   Ask	  the	  patient	  to	  read	  a	  sentence	  aloud.	  
Writing	   Ask	  the	  patient	  to	  write	  a	  sentence.	  
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Suicidal	  and	  Homicidal	  Ideation	  
• Often, in a behavioral emergency you are responsible for determining whether the patient 

is a threat to his/her personal safety, as well as the safety of others. 
• Asking about suicidal and homicidal ideation may be the only way to uncover the 

patient’s intent. Phrasing is important. 
• Ask patients if they have ever thought of hurting or killing themselves. If they answer in 

the affirmative, ask if they have a plan. Many patients will answer honestly. 
• Take patients seriously when they report something that makes you feel unsafe. Utilize 

DUPD if you feel that you may be harmed. 
• If a patient indicates that he or she is having suicidal or homicidal ideations, you are 

obligated to call ALS. 
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Cardiovascular/Peripheral	  Vascular	  System	  

Standard	  Pulse	  Assessment	  

 
• Pulse assessment can be included in your initial circulation assessment. 
• Palpate radial pulses bilaterally, applying light pressure—they will be on the sides of the 

wrists closest to the thumbs. 
• In a patient whose radial pulse is not palpable, locate a carotid pulse. 
• If the pulse seems to be regular count pulses for 15 seconds, then multiply the result by 4 

and record the rate. 
• If the pulse seems to be irregular count pulses for 30 seconds, then multiply the result by 

2 and record the rate. 
• Take note of the regularity and strength of the pulse. 
• Ensure that the pulses are equal bilaterally—if they are not, take note and record your 

findings. 
• In an infant or a child too young/small to obtain a reliable radial pulse, palpate brachial 

pulses bilaterally, applying light pressure—they are found in the antecubital fossae or 
under the biceps. 

• Assess the rate, rhythm, regularity and strength of the pulse as you would in an adult 
patient. 

Brachial	  Pulse	  
• Flex the patient’s elbow slightly, and palpate the artery just medial to the biceps tendon at 

the antecubital crease. 
• The brachial artery can also be felt higher in the arm in the groove between the biceps 

and triceps muscles. 
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Femoral	  Pulse	  

 
• Press deeply, below the inguinal ligament and about midway between the anterior 

superior ileac spine and the symphysis pubis. 
• As in deep abdominal palpation, the use of two hands, one on top of the other, may be 

helpful, especially in obese patients. 

 

Popliteal	  Pulse	  
• The patient’s knee should be somewhat flexed, with the leg relaxed. 
• Place the fingertips of both hands so that they just meet in the midline behind the knee 

and press them deeply into the popliteal fossa. 
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• The popliteal pulse is often more difficult to find than other pulses. It is deeper and feels 
more diffuse. 

 

Dorsalis	  Pedis	  
• Feel the dorsum of the foot (not the ankle) just lateral to the extensor tendon of the great 

toe. 
• If you cannot feel a pulse, explore the dorsum of the foot more laterally. 
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Posterior	  Tibial	  Pulse	  
• Curve your fingers behind and slightly below the medial malleolus of the ankle. 
• This pulse is felt on the side of the foot closest to the great toe. 
• This pulse may be hard to feel in a fat or edematous ankle. 

 

Heart	  Tones	  
• Heart tones are not typically used to determine whether a patient has a murmur or 

stenosis ion the field. It should be noted, however, that EMTs can be useful in reporting 
muffled heart tones in the case of cardiac tamponade. 

• If you become used to listening to heart tones in all your patients, you are more likely to 
pick out abnormal sounds or muffled heart tones when you hear them. Report any 
abnormalities you hear, even if you don’t know what they mean. 

• Start at the apex of the heart, on the patient’s left chest in the 5th intercostal space. 
• “Inch” your stethoscope up toward the base of the heart at the right 2nd intercostal space. 
• The left 4th intercostal space and left 2nd intercostal space are other common sites where 

providers assess heart tones. 
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Jugular	  Vein	  Distension	  
• To accurately assess whether a patient has jugular vein distension (JVD), the patient 

should ideally be placed in a supine position with his or her head elevated at a 45º angle. 
• Ask the patient to turn his or her head away from you, and inspect the neck, looking for 

JVD. 
• In situations that are not ideal, simply inspect the neck as best you can, looking for JVD. 

 

Pitting	  Edema	  
• Begin by comparing the right and left feet, noting their relative size and the prominence 

of veins, tendons and bones. Edema causes swelling that may obscure these. Note any 
unilateral findings. 

• Check for pitting edema by pressing firmly but gently with your thumb for at least 2 
seconds over (1) the dorsum of each foot, (2) behind each medial malleolus, and (3) over 
the shins. 

• Look for pitting—a depression caused by pressure from your thumb. Normally there is 
none. 

• The severity of edema is graded on a four-point scale, from slight to very marked. 
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Capillary	  Refill	  
• The nail blanch capillary refill test is easy to perform, and is the standard capillary refill 

assessment. 
• Hold the patient’s hand above his or her heart. 
• Press on the patient’s fingernail with enough pressure for the nail to blanch (become 

pale), but not enough to hurt the patient.  
• Release the pressure and measure how long it takes for the color to return. This is the 

capillary refill time. 

 

The	  Allen	  Test	  for	  Arterial	  Insufficiency	  to	  the	  Hand	  
• If you suspect arterial insufficiency in the arm or hand (possibly due to a proximal 

fracture), try to feel the ulnar pulse as well as the radial and brachial pulses. 
• Feel for it deeply on the flexor surface of the wrist medially. 
• Ask the patient to make a tight fist with one hand, then compress both radial and ulnar 

arteries firmly between your thumbs and fingers. 
• Next ask the patient to open the hand into a relaxed, slightly flexed position. The palm 

should now be pale. 
• Release your pressure over one of the arteries. If that artery is patent, the palm should 

flush within about 3 to 5 seconds. 
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• Perform this test twice in order to assess both the radial and ulnar arteries. 

 

Skin	  Mobility	  and	  Turgor	  Test	  
• Skin mobility and turgor are measures of how well hydrated a person is. If a patient is 

edematous (swollen due to fluid retention), their skin mobility will be decreased. If a 
patient is dehydrated, their skin turgor will be decreased. 

• To perform this test, choose a site. In a pediatric or normal adult patient, choose the back 
of the hand or the forearm. In an elderly patient or a patient with loose skin, choose either 
the collarbone or the sternum. 

• Lift some skin with your thumb and forefinger and note how easily it lifts up (mobility). 
• Then release the skin fold and note how quickly it returns into place (turgor) 

\
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Airway	  and	  Respiratory	  

Oral	  Mucosa	  and	  Pharynx	  
• Start by examining the lips, noting their color, size and moisture. This 
• Look into the patient’s mouth (ask them to stick out their tongue and say, “ahh”), and use 

a penlight to observe the mucosa, the gums and teeth, the architecture of the hard palate, 
and the tongue. 

• Of particular concern to you should be any potential airway obstructions (i.e. loos teeth, 
angioedema in the lips or tongue, copious secretions, etc.) 

 

Tracheal	  Deviation	  
• First, inspect the trachea visually, making note of any obvious deviations from midline. 

These are very rarely visible, so if you are concerned that a patient may have a deviated 
trachea, palpate to confirm. 

• Place your finger along one side of the trachea and note the space between it and the 
sternomastoid. Compare it with the other side. The spaces should be symmetric. 
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Chest	  Rise	  
• Do not alert the patient that you are observing his or her respirations, as many patients 

will alter their breathing pattern if they know it is being assessed. 
• Continue to appear as though you are assessing the patient’s pulse as you observe chest 

rise and fall. 
• Note the rate, depth and regularity of respirations. 
• If your patient is unconscious or assessing their breathing is difficult, place your hands on 

their chest or back so that your thumbs are touching at the midline of the patient’s body. 
If your patient is getting adequate tidal volume, your thumbs should spread apart during 
inspiration. 

• In a conscious patient, be sure to explain what you are going to do and obtain their 
permission before proceeding with your assessment. 
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Work	  of	  Breathing	  
• Assess the patient’s color for cyanosis and pallor. Both are present in the picture below. 

 
• Listen to the patient’s breathing, noting any stridor, crowing, panting, audible wheezing, 

grunting, etc. All of these are signs of increased work of breathing, and warrant 
immediate oxygen administration, and a detailed respiratory assessment. 

• Observe the patient’s face, and note any nasal flaring or pursed-lip breathing. 
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• Inspect the neck. During inspiration, is there contraction of the accessory muscles 
(namely the sternomastoid and scalene muscles)? Is the trachea midline? 

 
• Observe the shape of the chest and how it moves, including deformities or asymmetry in 

expansion, abnormal retraction of the intercostal spaces during inspiration (most apparent 
in the lower spaces). 

 

Lung	  Auscultation	  
• Lung auscultation is very difficult to master, so do not be discouraged if you think your 

technique needs work. 
• The most important part of lung auscultation is trusting yourself. Report exactly what you 

hear. If you can’t hear much, but you think you should be able to, tell another provider 
you hear diminished lung sounds, and ask them to verify. It is okay to ask for help on 
scene. 

• Use the diaphragm of your stethoscope to listen to at least one complete breath 
(inspiration and expiration) in the locations shown on the diagram below. 
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• Listen bilaterally in all locations and record any abnormal breath sounds OR any 
differences between the right and left sides. 

• Listen to lung sounds in all patients, as it will become easier to pick up on subtle 
abnormal findings if you are used to hearing normal breath sounds. 
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Neurological	  

Cincinnati	  Pre-‐Hospital	  (FAST)	  Stroke	  Scale	  
• FAST stands for face, arms, speech, and time. 
• Begin by asking your patient to make as pronounced a smile as they can. Sometimes it 

helps to direct the patient to “show me your teeth.” It may also help to show them what 
you want them to do. You are looking for facial droop. It is extremely pronounced in the 
picture below. It may not be this pronounced in your patient. If possible, have someone 
who knows the patient observe the face. They can more accurately tell you whether there 
are any abnormalities. 

 
• Next, ask your patient to hold his or her arms parallel to the floor, with palms facing up. 

Then ask your patient to close his or her eyes and keep their arms still. Again, it may help 
if you show the patient what you want them to do, especially if they have some sort of 
aphasia that makes communication difficult. You are looking for pronator drift. Any drift 
at all, in any direction, is noteworthy and should be recorded. 
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Both A and B are examples of positive pronator drift. B is more pronounced, but both are noteworthy findings. 

• Now ask the patient to repeat the phrase, “You can’t teach an old dog new tricks.” You 
are looking for slurred speech or any kind of expressive aphasia. Again, it is very helpful 
to have someone who knows the patient tell you whether the patient’s speech is normal 
for them. Any slurring or aphasia is noteworthy and should be recorded. 

• Time is the most important part of the FAST exam. Patients only have several hours 
before they are no longer eligible for TPA (“clot busters”). When a hospital determines 
whether a patient is a TPA candidate, they require a “last seen normal” time. Your time 
questions should be directed toward both the patient and a bystander who has been with 
the patient recently. If a bystander indicates that they found the patient altered, have them 
contact the last person who saw the patient. If no bystanders are available, have the 
patient tell you as best they can when their symptoms began. Remember that time is 
brain! 

Cranial	  Nerves	  
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• When testing cranial nerves, healthcare providers typically focus on nerves II-XII, 
ignoring the olfactory nerve (responsible for sense of smell). Abnormalities in cranial 
nerve function can sometimes occur in stroke patients. 

• Start by performing the swinging flashlight test (described below), noting any 
abnormalities. 

• (II) Test visual acuity. Ask the patient if they can see how many fingers you are 
displaying. Repeat the test several times to make sure they are not guessing. Ask the 
patient if their vision is any different today than it normally is. Record any abnormalities. 

• (II, III) Test the visual fields. Ask the patient to focus on your nose, then put your finger 
in the periphery of your own vision, and ask the patient to tell you when they see you 
finger wiggling. Wiggle your finger and move it progressively closer to the patient’s 
central field of vision. Perform this test in all four corners of the visual field, and note any 
abnormalities. 

• (III, IV, VI) Test the patient’s oculomotor abilities by asking them to track your penlight 
or finger (with eyes only, not head) in the six cardinal directions of gaze. Check 
convergence of the eyes (move the penlight or finger toward the patient’s nose) and 
observe the pupils as well. They should constrict with convergence of the eyes. 

• (V) Ask the patient if it is okay for you to lightly touch their face. Ask the patient to close 
their eyes, and respond when you are touching their skin. Lightly rub both sides of the 
face with the backs of your hands. When the patient responds, ask if the sensation is 
equal on both sides. 

• (VII) Ask the patient to raise their eyebrows, frown, smile, show upper and lower teeth, 
and puff out both cheeks. Tap on their cheeks lightly to assess muscular strength. You 
can also ask them to shut their eyes tight so you cannot pull them open, then assess by 
trying to open them lightly. 

 
• (VIII) If the patient can easily hear you while you are conducting your assessment, then 

cranial nerve VIII is intact. 
• (IX, X, XII) Ask the patient to stick their tongue straight out. Note any deviation to one 

side. Ask them to move it side to side. Note any difference in the patient’s ability to move 
the tongue to either side. The picture below is of a patient with a cranial nerve X lesion. 
Also not the patient’s ability to articulate their words. If you see fit, you may ask the 
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patient to open their mouth and say “ahh”. Inspecting the uvula for deviation may help 
you confirm abnormality. 

 
• (XI) Ask the patient to shrug their shoulders upward against your hands. Note muscular 

strength and note any differences between right and left. 

 

Swinging	  Flashlight	  Test	  
• The swinging flashlight test is a clinical test for functional impairment in the optic 

nerves. It may also help you identify brainstem herniation in trauma or in brain bleeds. 
• In dim light, note the size of the pupils. 
• Ask the patient to gaze into the distance and swing the beam of a penlight first into one 

pupil, then into the other. 
• Pupils should be round and equal in size, not irregular in any way. 
• Normally, each illuminated pupil constricts promptly. The opposite pupil normally 

constricts consensually. 
• Normal findings are reported as “pupils equal, round and reactive to light” or PERRL. 
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Motor	  
• Assess grip strength bilaterally, note any weakness or differences in strength between 

right and left. Take bilateral pulses and assess sensation as well. 

 
• Ask the patient to “put up their dukes like a boxer”. Tell them not to let you push their 

hands (extension at elbow). Then tell them not to let you pull their hands away (flexion at 
elbow). Assess strength on both sides. 

 
• Sit the patient down and ask the patient to straighten their leg against your hand 

(extension at the knee). Then ask them to bend their leg against your hand (flexion at the 
knee). 
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• Ask the patient to “push down on the gas pedal” (dorsiflexion at the ankle). Then ask the 
patient to pull their feet up toward your face” (plantar flexion at the ankle). Take bilateral 
pulses and assess sensation as well 

 
• Assess rapid alternating movements. Show the patient how to strike one hand on the 

thigh, raise the hand, turn it over, and then strike the back of the hand down on the same 
place. Urge the patient to repeat these alternating movements as rapidly as possible. 
Alternatively, show the patient how to tap the distal joint of the thumb with the tip of the 
index finger, again as rapidly as possible. Both of these tasks are often performed less 
well by the non-dominant hand. 

 

 
• Assess the patient’s point-to-point movements. Ask the patient to touch their nose, then 

your finger, while repeatedly repositioning your finger. 
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• Assess the patient’s gait. Ask the patient to walk across the room or take a few steps. You 

can also ask the patient to walk heel-to-toe in a straight line. 

 

Glasgow	  Coma	  Scale	  
• Glasgow coma scale is an extremely important measure of a patient’s neurological 

function. You should be able to calculate a patient’s Glasgow coma scale without having 
to think hard about it. Get comfortable with the scale and all its parameters. 
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Abdominal	  

Palpation	  
• Gentle palpation is especially helpful for eliciting abdominal tenderness, muscular 

resistance, and some superficial organs and masses. 
• Keeping your hand and forearm on a horizontal plane, with fingers together and flat on 

the abdominal wall, palpate the abdomen with a light, gentle, dipping motion.  
• As you move your hand to different quadrants, raise it just off the skin. Gliding smoothly, 

palpate all four quadrants. 
• Identify any superficial organs or masses and any areas of tenderness or increased 

resistance to your hand. If resistance is present, try to distinguish voluntary guarding 
from involuntary muscular spasm. 

• You may palpate deeper if you feel that you need to in order to palpate appropriately. 
Only do this if the patient indicates that gentle palpation did not elicit tenderness. 

 

Assessing	  Possible	  Appendicitis	  
• Ask the patient to point to where the pain began and where it is now. Ask the patient to 

cough to see where pain occurs. 
• Search carefully for an area of local tenderness. Classically, McBurney’s point (labeled 1 

on the diagram below) lies 2 inches from the anterior superior spinous process of the 
ilium (labeled 3) on a line drawn from that process to the umbilicus (labeled 2). 
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• Check the tender area for guarding, rigidity, and rebound tenderness. 
• Check for Rovsing’s sign and for referred rebound tenderness. Press deeply and evenly in 

the left lower quadrant. Then quickly withdraw your fingers. Pain in the right lower 
quadrant during left-sided pressure is a positive Rovsing’s sign. 

• Look for a psoas sign. Place your hand just above the patient’s right knee and ask the 
patient to raise that thigh against your hand. Flexion of the leg at the hip makes the psoas 
muscle contract and extension stretches it. Increased abdominal pain on this maneuver 
constitutes a positive psoas sign. 

 
• Look for an obturator sign. Flex the patient’s right thigh at the hip, with the knee bent, 

and rotate the leg internally at the hip. This maneuver stretches the internal obturator 
muscle. Right hypogastric pain constitutes a positive obturator sign, from irritation of the 
obturator muscle by an inflamed appendix. 

 

Assessing	  Possible	  Acute	  Cholecystitis	  
• When right upper quadrant pain and tenderness suggest acute cholecystitis, look for 

Murphy’s sign. 
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• Hook your thumb or your fingers under the costal margin at the point where the lateral 
border of the rectus muscle intersects with the costal margin. 

• Ask the patient to take a deep breath. Watch the patient’s breathing and note the degree 
of tenderness. 

• A sharp increase in tenderness with a sudden stop in inspiratory effort constitutes a 
positive Murphy’s sign of acute cholecystitis. 

 

Assessing	  Percussion	  Tenderness	  of	  the	  Kidneys	  
• If you find tenderness when examining the abdomen, also check each costovertebral 

angle (at the waistline on either side of the spine). 
• Pressure from your fingertips may be enough to elicit tenderness; if not use fist 

percussion. 
• Place the ball of one hand in the costovertebral angle and strike it with the ulnar surface 

of your fist (the side closest to your pinky finger). 
• Use enough force to cause a perceptible but painless jar or thud. 
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Musculoskeletal	  

The	  Head,	  Neck,	  Shoulders,	  Chest	  and	  Back	  

 
 

• Observe the general shape, size and contour of the skull, noting any deformities, 
depressions, lumps, or tenderness. Palpate these structures firmly. 

• Assess the nose to be sure that there are no deformities or obstructions of the nasal 
airways. Assess the oropharynx and teeth to be sure there are no obstructions of the oral 
airway. 

• Observe the cervical spine, and feel down the vertebrae, ensuring that all the spinal 
processes are intact and midline. Note any step-offs and report them immediately. 

• Observe and palpate the remainder of the spine in the same manner. 
• Check the structural integrity of the shoulders by pressing down on the patient’s 

shoulders and noting both the stability of the musculoskeletal structures and the patient’s 
reaction. Inquire about any pain this action elicits. 

• Check the structural integrity of the chest by assessing for equal chest rise and fall, and 
by pressing on the chest firmly. Note the stability of the musculoskeletal structures, as 
well as the patient’s reaction. Again, inquire about any pain this action elicits. Also take 
special note of any flail segments or open wounds, as it is important to stabilize these 
immediately. 
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Pelvis	  

 
• Pelvic fractures can be very dangerous, and in a trauma patient, it is extremely important 

that you assess the stability of the pelvis. 
• You can put a hand on either ileac spine prominence and push down firmly. If the pelvis 

moves at all or this assessment elicits pain, you should suspect a pelvic fracture and you 
should report the finding immediately. This person needs to be placed on a backboard 
and immobilized before transport. 

• The image above shows an x-ray of an unstable pelvis. You can imagine what the results 
of this assessment might be on this patient. 

Neck	  Mobility	  
• Neck mobility should only be assessed in medical patients, with no suspicion of trauma 

to the back, head or neck. 
• This may be useful in assessing patients with possible meningitis, or in patients who are 

complaining of non-traumatic or muscular stiffness/pain in their neck. 
Neck	  Motion	   Patient	  Instructions	  

Flexion	   “Bring	  your	  chin	  to	  your	  chest.”	  
Extension	   “Look	  up	  at	  the	  ceiling..”	  
Rotation	   “Look	  over	  one	  shoulder,	  and	  then	  the	  other.”	  
Lateral	  Bending	   “Bring	  your	  ear	  down	  to	  the	  shoulder.	  Now	  on	  

the	  other	  side.”	  
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Upper	  Extremity	  Mobility	  
• Mobility of the upper extremities is only necessary to assess insofar as it relates to the 

chief complaint. For a patient with an injury to the arm, it may be necessary for you to 
determine whether limb is still functional. 

• Range of motion of the shoulder girdle includes flexion, extension, abduction, adduction, 
and internal and external rotation. They can be assessed as indicated below. 

Shoulder	  Girdle	  Motion	   Patient	  Instructions	  
Flexion	   “Raise	  your	  arms	  in	  front	  of	  you	  and	  then	  

overhead.”	  
Extension	   “Raise	  your	  arms	  behind	  you.”	  
Abduction	   “Raise	  your	  arms	  out	  to	  the	  side	  and	  then	  

overhead.”	  
Adduction	   “Cross	  your	  arm	  in	  front	  of	  your	  body.	  Now	  the	  

other.”	  
Internal	  Rotation	   “Place	  one	  hand	  behind	  your	  back	  and	  touch	  

your	  opposite	  shoulder	  blade.	  Now	  the	  other	  
side.”	  

External	  Rotation	   “Place	  one	  hand	  behind	  your	  head	  as	  if	  you	  are	  
brushing	  your	  hair.”	  
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• Range of motion of the elbow includes flexion and extension of the elbow and pronation 
and supination of the forearm. They can be assessed as indicated below. 

Elbow	  Motion	   Patient	  Instructions	  
Flexion	   “Bend	  your	  elbow.”	  
Extension	   “Straighten	  your	  elbow.”	  
Pronation	   “Turn	  your	  palms	  up	  toward	  the	  ceiling.”	  
Supination	   “Turn	  your	  palms	  down	  toward	  the	  ground.”	  

 

 
• Range of motion of the wrist includes flexion, extension, adduction (radial deviation), 

and abduction (ulnar deviation). They can be assessed as indicated below. 
Wrist	  Motion	   Patient	  Instructions	  

Flexion	   “With	  palms	  down,	  point	  your	  fingers	  toward	  
the	  floor.”	  

Extension	   “With	  palms	  down,	  point	  your	  fingers	  toward	  
the	  ceiling.”	  

Adduction	  
(radial	  deviation)	  

“With	  palms	  down,	  point	  your	  fingers	  in	  toward	  
your	  body.”	  

Abduction	  
(ulnar	  deviation)	  

“With	  palms	  down,	  point	  your	  fingers	  out	  away	  
from	  your	  body.”	  
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Lower	  Extremity	  Mobility	  
• Mobility of the lower extremities is only necessary to assess insofar as it relates to the 

chief complaint. For a patient with an injury to the leg, it may be necessary for you to 
determine whether limb is still functional. 

• Range of motion of the hip includes flexion, extension, abduction, adduction, external 
rotation and internal rotation. They can be assessed as indicated below. 

Hip	  Motion	   Patient	  Instructions	  
Flexion	   “Bend	  your	  knee	  to	  your	  chest	  and	  pull	  it	  against	  

your	  stomach.”	  
Extension	  (actually	  hyperextension)	   “Lie	  face	  down,	  then	  bend	  your	  knee	  and	  lift	  it	  

up.”	  
Abduction	   “Lying	  flat,	  move	  your	  leg	  away	  from	  your	  body.	  
Adduction	   “Lying	  flat,	  bend	  your	  knee	  and	  move	  your	  leg	  in	  

toward	  your	  body.”	  
Internal	  Rotation	   “Lying	  flat,	  bend	  your	  knee	  and	  turn	  your	  lower	  

leg	  and	  foot	  out	  away	  from	  your	  body.”	  
External	  Rotation	   “Lying	  flat,	  bend	  your	  knee	  and	  turn	  your	  lower	  

leg	  and	  foot	  in	  toward	  your	  body.	  
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• Range of motion of the knee includes flexion, extension, internal rotation and external 
rotation. They can be assessed as indicated below. 

Knee	  Motion	   Patient	  Instructions	  
Flexion	   “Bend	  or	  flex	  your	  knee.”	  OR	  “Squat	  down	  to	  the	  

floor.”	  
Extension	   “Straighten	  your	  leg.”	  OR	  “After	  you	  squat	  down	  

to	  the	  floor,	  stand	  back	  up.”	  
Internal	  Rotation	   “While	  sitting,	  swing	  your	  lower	  leg	  in	  toward	  

your	  body	  like	  you’re	  going	  to	  cross	  your	  legs.”	  
External	  Rotation	   “While	  sitting,	  swing	  your	  lower	  leg	  out	  away	  

from	  your	  body.”	  

 

 
External rotation is depicted on the left, and internal rotation is depicted on the right. 

 
• Range of motion of the ankle includes flexion (plantar flexion), extension (dorsiflexion), 

inversion, and eversion. They can be assessed as indicated below. 
Ankle	  Motion	   Patient	  Instructions	  

Flexion	  
(plantar	  flexion)	  

“Point	  your	  foot	  toward	  the	  floor.”	  
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Extension	  
(dorsiflexion)	  

“Point	  your	  foot	  toward	  the	  ceiling.”	  

Inversion	   “Bend	  your	  heel	  inward	  toward	  your	  body.”	  
Eversion	   “Bend	  your	  heel	  outward	  away	  from	  your	  body.”	  
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Pediatric	  

General	  Assessment	  

 
• Assessing a child is not terribly different than assessing an adult. 
• Appearance, work of breathing and circulation are the three aspects of the pediatric 

assessment triangle, and they are all vitally important. Use your knowledge of how 
children normally act to determine a child’s status. 

• Normal vital sign values change with age, and are listed in tables in the “Vital Signs” 
section of this Encyclopedia. 

• Examine children sitting on a parent’s lap, and try to be at the child’s eye level. 
• Some toddlers will believe that if they can’t see you, then you aren’t there. Try having the 

child stand in the parent’s lap, facing the parent.  
• Always do your assessments toe-to-head style, instead of head-to-toe because some 

children will be frightened if you approach their head or face first. 
• If 1-2 year olds are holding something in each hand (such as tongue depressors or gauze 

rolls) they cannot resist or fight you while you perform your assessment. 
• Try making assessments into a game. For example, you can “blow out” your penlight, 

and have the child do the same.  
• You can also let the child “help you” with the exam. For instance, let the child hold your 

stethoscope while you listen, then take it from them to “get the places we missed”. 
• Use the child’s name as much as possible, especially when speaking to the child’s parent. 

Try to avoid using pronouns such as “him” or “her”. 

APGAR	  
• The APGAR test is performed on an infant 1 minute and 5 minutes after birth. It is used 

to determine how well a neonatal patient is doing outside the mother’s womb and how 
well the patient tolerated the birthing process. 

• Note that 10 is an extremely rare APGAR score at both 1 and 5 minutes. 
• Infants with scores of 7-10 usually only need supportive care (i.e. blow-by oxygen). 
• A score of 4-6 indicates moderate depression. 
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• Infants with scores of ≤3 require aggressive resuscitation. 
• Do not forget to initiate CPR if the patient’s pulse rate is <60 bpm. 

	   0	  Points	   1	  Point	   2	  Points	  
Appearance	   Cyanotic	  body	  and	  

extremities	  
Pink	  body,	  cyanotic	  
extremities	  

Fully	  pink	  

Pulse	   Absent	  (0	  bpm)	   <100	  bpm	   >100	  bpm	  
Grimace	   No	  response	   Some	   Vigorous	  
Activity	   Flaccid	   Some	  flexibility	   Active	  motion	  
Respiratory	  Effort	   Absent	   Slow,	  irregular	   Strong	  cry	  

	  


