
Health Assessment – Vital signs – physical assessment  

 

 

Gathering Data  

Subjective data - Said by the client (S)  

Objective data - Observed by the nurse (O) 

Assessment Techniques 

The order of techniques is as follows (Inspect – Palpation – Percussion - Auscultation) except for the  

abdomen which is Inspect – Auscultation – Percuss – Palpate  

Technique   Description When to use it  Why you use it How? 

 

Inspection   

- Begins when you first 
meet the patient 

- see person as a whole 
and then at each 
body system  

Inspecting from top to 
bottom and back to front  

- Assess for symmetry  

- colour  

- Is the person pale, 

yellow, grey, pink? 

Is this a normal colour for 

your skin? 

- To note abnormalities 

- To assess each body 
system  

 

- By observing and not 
touching patient  

 

Palpation  

 

- What you observed 

and confirmed in 

the inspection (such 

as swelling) 

- Touching and 

palpating  

To assess for:  
- Texture  
- Temperature/moisture 

- Organ location/size  
- Swelling 
- Vibration/pulsation  
- Rigidity/spasticity  

- To not 
abnormalities in 
growth, size, 
texture, etc  

To see any pain 
reflexes 

Light: for surface  

Deep: for size, density, 
tenderness  



3 types  

Light – surface related  

Deep – feeling for pain 

(lumps, growths or 

tenderness) 

 

- Crepitation  

Lumps/mass 

Fingertips: for skin 
texture, swelling, pulse, 
and lumps  

Grasping of finger and 
thumb: for position, 
shape, and consistency of 
organ or mass  

Base of fingers: 
vibrations  

 

Percussion  - By tapping the 
persons skins to 
assess the underlying 
structure  

- Short and sharp 
strokes 

 

To assess for: 
- Vibrations 
- Location 
- Size 

Density  

To not any 
abnormalities in size, 
shape, location or 
density  

Stationary hand: place 
your dominant hand flat 
and hyperextended on 
patient  

Striking hand: use 
middle finger of 
dominant hand as the 
one to strike. With your 
striking hand use both 
index and middle finger 
to strike  

Directly: striking hand 
to skin  

Indirectly: striking hand 
to dominant hand  

 



Type of percussion  

 

Amplitude  

-  

Pitch  

 

Quality  

 

Sample Location  

 

Resonant  Medium loud  Low  Clear, hollow  Over normal lung tissue  

 

Hyper resonant  Louder  Lower  Booming  Normal over child’s 
lung, in an adult, over 
the lung with abnormal 
amount t of air such as 
emphysema  

Tympany  Loud  High  Musical and drum like  Over air-filled such as 
stomach and intestines  

 

Dull  Soft  High  Muffled  Over dense organs such 
as liver and spleen  

 

Flat  Very soft  High  A dead stop of sound  When no air is present  

 

Technique  Description  When to use it  Why to use it  How?  
 

Auscultation  

 

 

- Listening to the 
sounds produced by 
the body  

 

- When listening to 
sounds of the heart, 
blood vessels, lungs, 
and abdomen  

 

- to assess and note 
any abnormal 
sounds the person 
may have  

 

- Using a Stethoscope 
with a bell and 
diaphragm and 
occasionally a 
Doppler.  

 

 



Very first assessment for persons entering a healthcare setting 
 

Assessment What is it  ABCDE Nurses must assess Interventions 

Primary - Allows for the 

recognition of 

potentially life threating 

conditions and the 

correct management to 

be implemented  
 

- The acronym ABCDE 

provides the basis of the 

primary assessment and 

it is an easy way to 

remember the correct 

order for assessing the 

patients presenting to 

the emergency 

department 

 

A - The airway  

- is the most important to component to be 

established and maintained to prevent hypoxia 

and ultimately death 

- Inhalation injury 

- Penetrating injury 

- Partial or complete obstruction  

 

 

 

 

 

 

 

 

B - Breathing  

- Breathing is assessed after the airway. During 

times of acute injury and stress the respiratory 

system can be compromised  

- Anaphylaxis  

- Flail chest 

- Haemothorax  

- Tension pneumothorax 
 

Inspect (is the chest raising and falling, any chest 

injuries, colour) 

Palpate (touch chest to see if there is any swelling) 

Auscultation (Breath sounds of lobes of the lungs) 

 

 

 

 

 

- Clear open airway  

- Assess for obstruction 

- Assess for respiratory 

distress 

- Check for loss teeth  

- Assess for bleeding, 

vomitus or oedema  

 

 

 

 

 

 

- Assess ventilation  

- Observe and count 

respiratory rate  

- Assess the trachea 

positioning 

- Auscultate lungs  

- Observe chest wall 

movement 

- Assess the use of 

accessory muscles  

- Look for cyanosis 

- Listen to wheezing, 

stridor or grunting 
 

 

 

 

- Suction  

- Jaw thrust manoeuvre 

- Nasopharyngeal airway 

insertion  

- Cervical spine 

immobilisation 

- Encourage coughing  

 

 

 

 

 

 

- Have a suction available 

- Administer oxygen 

therapy  

- Prepare for the 

possibility for needle 

thoracostomy  
 

 

 

 

 

 

 

 

 

 

 



C - Circulation  

- Adequate circulation is needed to maintain 

tissue perfusion and cellular oxygenation. This 

system involves the heart, vessels and the 

blood volume  

- Direct cardiac injury  

- Shock 

- Haemorrhage  

 

Blue – cyanosis (loss of circulation)  

Red (infection, virus)  

Pale (Cardiac arrest, lack of oxygen)  

 

 

 

 

D - Disability  

- A neurological assessment to assess for motor 

or sensory deficits is important as a decrease in 

level of consciousness can affect ABC  

- Head injury  

- Stroke  

- Any type of injuries  

 

 

 

 

 

 

 

 

 

 

 

 

 

- Check pulses (Radial) 

- Palpate for quality and 

rate  

- Assess the appearance 

clammy, cool  

- Check for peripheral 

warmth  

- Check capillary refill  

- Get BP reading 

- Assess for bleeding  

- Urine output  

 

 

 

 
- Assess orientation to 

time, place, person  

- Assess level 

consciousness with 

AVPU or GCS  

- Assess pupils’ size, 

shape, reaction  

- Assess the ability to 

move limbs  

- Assess the response to 

stimulation e.g. pain  

 

 

 

 

 

 

 

- Initiate CPR  

- Gain intravenous access 

- Obtain blood for labs  

- Control bleeding 

- Prepare fluids or bloods 

as needed 

 

 

 

 

 

 

 

 

 

 

- Ongoing neurological 

assessments  

- Observe for signs of 

increased ICP 

- Splint any deformed 

limbs  

- Patient positioning  

- Pain assessment 

(PQRSY) 

- Blood glucose level 

check  

 



E - Exposure  

  

- Trauma patients should have their clothing 

removed in order for a full body assessment 

to be undertaken. 

 

- Once the patient is exposed their privacy 

needs to be respected by providing a gown 

and blanket. 

 

 

- Due to the heat loss that can occur, heat 

lamps, bar huggers, warmed blankets and 

warmed fluids may be appropriate. 

 

- As well as decreased temperature being 

considered, hyperthermia may be present, 

which will require cooling measure such as 

ice packs, cooling blankets and reducing 

circulating air temperature. 
 

 

 



Secondary 

 

- Before this happens all 

life, threatening 

conditions have been 

found and corrected  
 

- Nurses been to 

remember that airway, 

breathing, circulation 

and disability will 

always be monitored 

and should be in the 

forefront of the nurses 

clinical reasoning  
 

- Main focus for this 

assessment is to explore 

specific medical 

conditions that patient 

may have (specific body 

areas)  

 

F - Full set of vital signs  

- This does not just include vital signs such 

as temperature, respiration rate, heart rate, 

blood pressure and pain, but also 

encompasses further investigations  

 

- History taking 

 

- Documentation  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
G - Give comfort  

- Managing pain  

- Providing psychological comfort  

- Developing a therapeutic relationship with 

the patient and the family plays a pivotal 

role in providing comfort  

- General comfort measures such as offering 

reassurance, providing adequate 

information and explanations, and 

- Asses vital signs  

- Monitor oxygen 

saturation  

- Undertake an ECG 

- Gain a MSU sample 

urinalysis  

- Monitor blood glucose 

levels  

- Get bloods for FBC, 

LFT, cardiac enzymes, 

electrolytes and 

coagulation factors  

- Organise x-rays, CT or 

MRI as requested  

- Insert IDC or NG tube 

as required  

- Check if any family is 

presence for support is 

required  
 

 



managing anxiety should be provided to all 

patients 

 

 

 

 

 

 

 

Documentation: 

- You document all these findings on a 

observations chart  

 



Vital signs (after primary survey) 

Vital signs, generally described as the measurement of temperature, pulse, respirations and blood pressure, give an immediate 
picture of a person’s current state of health and well-being. Normal and abnormal ranges with management guidelines follow for 
children and adults.  

Equipment Needed/ PPE 

1. Stethoscope  
2. Blood Pressure Cuff  
3. Watch Displaying Seconds  
4. Thermometer  

 

General Considerations  

1. The patient should not have had alcohol, tobacco, caffeine, or performed vigorous exercise  

within 30 minutes of the exam.  

2. Ideally the patient should be sitting with feet on the floor and their back supported, or sitting straight up on a hospital bed. The  

examination room should be quiet and the patient comfortable.  

3. History of hypertension, slow or rapid pulse, and current medications should always be  

obtained.  

 

 



At the start of any vital signs  

- Perform hand hygiene  

 

 

- Introduce yourself to the patient including your name and role. 

Hello, my name is Helena I am the registered nurse who will be looking after you today, and I need to take all your vital signs. Is that 

ok with you?  

 

- Confirm the patient’s name and date of birth. 

 

 

- Briefly explain what the procedure will involve using patient-friendly language. 

 

 

- Gain consent to proceed with recording observations (vital signs). 

 

 

- Ask if the patient has any pain before proceeding. 

 

 

 

 

 

 


