
head to toe physical assessment normal and

abnormal findings

The importance of a head to toe physical assessment cannot be overstated in healthcare. This

systematic examination allows healthcare professionals to gather comprehensive data about a patient's

health status, identifying both normal physiological parameters and deviations that may indicate

underlying conditions. Understanding the nuances of head to toe physical assessment normal and

abnormal findings is crucial for accurate diagnosis, effective treatment planning, and ultimately,

improved patient outcomes. This article will delve into the systematic approach to performing a head to

toe assessment, detailing the expected normal findings across various body systems and highlighting

common abnormal findings that warrant further investigation. We will explore the techniques used to

assess each system and discuss the clinical significance of observed deviations.
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General Survey and Vital Signs

The initial phase of a head to toe physical assessment involves a general survey, which provides an

overall impression of the patient's well-being. This encompasses observing their appearance, hygiene,

body posture, gait, and any signs of distress. A normal finding would be a well-groomed individual who

appears comfortable and moves with ease. Abnormal findings could include unkempt hygiene,

significant weight loss or gain, unusual posture, limping, or obvious signs of pain or discomfort. The

general survey sets the stage for a more detailed examination, guiding the practitioner on potential

areas of concern.

Vital signs are objective measures of basic body functions and are fundamental to any physical

assessment. These include temperature, pulse, respiration rate, and blood pressure. Normal

temperature typically ranges from 97.7°F to 99.5°F (36.5°C to 37.5°C), though variations can occur. An

elevated temperature (fever) or a low temperature (hypothermia) are abnormal findings indicating

potential infection, inflammation, or thermoregulation issues. The normal pulse rate for adults is usually

between 60 and 100 beats per minute, with a regular rhythm. Tachycardia (fast pulse) or bradycardia

(slow pulse), along with irregular rhythms, are abnormal findings that can suggest cardiac or metabolic

problems.

Respiration rate in a resting adult is typically between 12 and 20 breaths per minute, characterized by

regular, unlabored breathing. Tachypnea (rapid breathing) or bradypnea (slow breathing), as well as

dyspnea (difficulty breathing) or irregular patterns, are abnormal. Blood pressure is assessed for both

systolic and diastolic readings. Normal blood pressure for an adult is generally considered less than

120/80 mmHg. Hypertension (high blood pressure) or hypotension (low blood pressure) are significant

abnormal findings that require medical attention and can be indicative of various underlying health

conditions, including cardiovascular disease and shock.



Integumentary System Assessment

The integumentary system, comprising the skin, hair, and nails, offers crucial insights into a patient's

health. A thorough skin assessment involves evaluating its color, temperature, moisture, texture,

turgor, and any lesions. Normal skin is typically uniformly colored for the individual's ethnicity, warm to

the touch, dry, smooth, and elastic. Skin turgor is assessed by gently pinching a fold of skin; it should

spring back immediately. Abnormal findings include pallor (paleness), cyanosis (bluish discoloration),

jaundice (yellowish hue), erythema (redness), and unusual temperature changes (e.g., cool, clammy

skin). Changes in texture, such as dryness, scaling, or excessive oiliness, can also be noted. Poor skin

turgor, indicated by the skin slowly returning to place, suggests dehydration.

When assessing skin lesions, it is important to document their characteristics: type (e.g., macule,

papule, nodule, vesicle, pustule, ulcer), size, shape, color, location, and any associated symptoms like

itching or pain. Normal findings include even pigmentation and absence of lesions. Abnormal findings

are diverse and can range from minor rashes and bruises to serious conditions like melanoma. For

instance, a non-healing ulcer, a rapidly growing mole, or a widespread rash could all signify significant

pathology requiring further investigation and diagnosis.

Hair and nail assessment is also part of the integumentary examination. Normal hair is evenly

distributed, clean, and free from infestations. Hair loss (alopecia) in patches or generalized thinning

can be abnormal and linked to hormonal imbalances, nutritional deficiencies, or stress. Normal nails

are smooth, firm, and have a consistent color and texture. Clubbing of the nails (widening and

rounding of the fingertips) or changes in nail bed color (e.g., splinter hemorrhages, black lines) are

abnormal findings that can be associated with chronic lung disease, heart conditions, or systemic

infections.

Head and Neck Assessment



The head and neck examination begins with inspecting the head for symmetry, shape, and any

deformities. The scalp should be clean and free from lesions or parasites. Normal findings include a

round, normocephalic head without masses. Palpation of the skull should reveal no tenderness or

depressions. The face should be symmetrical, with equal facial movements. Abnormal findings might

include asymmetry of the face, lumps or bumps on the scalp, or tenderness upon palpation of the

skull, potentially indicating trauma or underlying masses.

The eyes are assessed for vision acuity, external appearance, and internal structures. Normal findings

include clear sclera, pink conjunctiva, round pupils that constrict equally to light (PERRLA), and good

visual fields. Visual acuity is typically assessed using a Snellen chart. Abnormal findings include

redness of the conjunctiva, discharge, cloudy cornea, abnormal pupil reactions (anisocoria, sluggish

response), or deficits in visual fields. Funduscopic examination can reveal papilledema (swelling of the

optic disc), hemorrhages, or exudates, which are indicative of increased intracranial pressure or other

systemic diseases.

The ears are inspected for external shape, position, and patency of the ear canal. Normal findings

include symmetrical ears, clean ear canals, and intact tympanic membranes visualized with an

otoscope. Abnormal findings include discharge, redness, swelling, or impacted cerumen. Hearing

acuity is assessed through conversation and, if indicated, specific audiological tests. The nose should

be symmetrical with clear, patent nares. Abnormal findings include nasal discharge, polyps, or a

deviated septum that impairs airflow.

The mouth and throat examination involves assessing the lips, buccal mucosa, tongue, gums, teeth,

and pharynx. Normal findings include pink, moist mucous membranes, intact teeth, a midline uvula,

and a non-erythematous pharynx. Abnormal findings include lesions (e.g., sores, white patches),

bleeding gums, poorly fitting dentures, enlarged tonsils, or a pharynx that is red and inflamed,

suggesting infection or irritation.

The neck is examined for symmetry, range of motion, and palpation of the thyroid gland and lymph

nodes. Normal findings include a full range of neck motion, a palpable but non-enlarged thyroid gland

that moves with swallowing, and non-palpable or small, mobile lymph nodes. Abnormal findings include



limited neck movement (suggesting stiffness or pain), an enlarged or tender thyroid gland (goiter), or

palpable, enlarged, or fixed lymph nodes, which could indicate infection or malignancy.

Thorax, Lungs, and Cardiovascular System Assessment

The thoracic assessment begins with inspection of the chest for shape, symmetry, and breathing

patterns. Normal findings include a symmetrical chest with an anterior-posterior diameter approximately

half the transverse diameter, and regular, unlabored respirations. Abnormal findings include barrel

chest (increased AP diameter), scoliosis, kyphosis, or asymmetrical chest expansion, which can

indicate underlying respiratory or skeletal issues. The rate, rhythm, and depth of respirations are also

noted.

Lung auscultation is performed to assess breath sounds. Normal breath sounds include vesicular

sounds heard over most of the lung fields, bronchial sounds heard over the trachea, and

bronchovesicular sounds heard over the main bronchi. These sounds are clear and without

adventitious sounds. Abnormal findings include crackles (rales), rhonchi, wheezes, and diminished or

absent breath sounds. Crackles may indicate fluid in the alveoli (pneumonia, pulmonary edema), while

wheezes suggest airway constriction (asthma, COPD). Rhonchi often indicate secretions in the larger

airways. Diminished or absent breath sounds can be caused by pleural effusion, pneumothorax, or

atelectasis.

The cardiovascular assessment involves inspecting the precordium for visible pulsations, palpating for

apical impulse and thrills, and auscultating heart sounds. Normal findings include a non-visible or

mildly visible apical impulse in the fifth intercostal space at the midclavicular line, and no palpable

thrills. Heart sounds S1 (lub) and S2 (dub) should be distinct. Abnormal findings include a displaced or

hyperactive apical impulse, palpable thrills (vibrations), and adventitious heart sounds such as

murmurs, rubs, or gallops. Murmurs can indicate turbulent blood flow through heart valves, while rubs

may suggest pericarditis. Gallops (S3 or S4) can indicate ventricular dysfunction or atrial contraction

against a stiff ventricle.



Assessment of peripheral pulses is also crucial. Peripheral pulses are palpated for rate, rhythm,

strength (0 to 4+ scale), and equality bilaterally. Normal findings include strong, equal pulses at 2+

bilaterally. Abnormal findings include weak, absent, bounding, or unequal pulses, which can indicate

peripheral vascular disease, arterial occlusion, or circulatory compromise.

Abdomen Assessment

The abdominal assessment follows a specific order: inspection, auscultation, percussion, and

palpation, to avoid altering bowel sounds. Inspection involves observing the abdomen for shape,

contour, symmetry, and skin characteristics. Normal findings include a flat or rounded contour,

symmetrical appearance, and intact skin without visible masses or pulsations. Abnormal findings

include a distended abdomen, visible peristalsis, masses, or pulsations that suggest underlying

pathology such as ascites, bowel obstruction, or an aortic aneurysm.

Auscultation of bowel sounds is performed using the diaphragm of the stethoscope. Normal bowel

sounds are gurgling and occur irregularly, typically between 5 and 30 times per minute. Abnormal

findings include hyperactive bowel sounds (borborygmi), indicating increased gastrointestinal activity, or

hypoactive/absent bowel sounds, which can suggest decreased motility due to obstruction,

inflammation, or ileus. Bowel sounds should be assessed in all four quadrants.

Percussion of the abdomen is used to assess the distribution of gas and solid or fluid-filled masses.

Tympany is the predominant sound heard over the stomach and intestines due to air. Dullness is

heard over solid organs like the liver and spleen, or over masses and ascites. Abnormal findings

include widespread dullness, which could indicate ascites, or excessive tympany, which might suggest

a bowel obstruction with trapped gas.

Palpation of the abdomen is the final step, performed gently at first, then more deeply. This assesses

for tenderness, masses, organomegaly (enlarged organs), and muscle guarding. Normal findings

include a soft, non-tender abdomen without palpable masses or enlarged organs. Abnormal findings



include localized or generalized tenderness, rigidity (involuntary muscle guarding), palpable masses, or

enlarged liver or spleen, which require further investigation to determine their cause.

Musculoskeletal System Assessment

The musculoskeletal assessment evaluates bones, joints, and muscles for structure, function, and

integrity. Inspection of posture, gait, and alignment of limbs is performed initially. Normal findings

include upright posture, smooth gait, and symmetrical limb development. Abnormal findings can

include kyphosis, lordosis, scoliosis, limping, or asymmetrical limb size and shape, suggesting skeletal

deformities or neurological deficits.

Joint assessment involves inspecting for swelling, redness, or deformities, and assessing range of

motion (ROM). ROM can be active (patient moves the joint) or passive (examiner moves the joint).

Normal findings include full, painless ROM within expected limits for each joint, with no swelling or

deformity. Abnormal findings include pain with movement, reduced ROM, crepitus (a grinding

sensation), swelling, redness, or joint instability, which can indicate arthritis, injury, or inflammation.

Muscle strength is assessed bilaterally using a standardized scale (e.g., 0-5). Normal findings

demonstrate equal strength in opposing muscle groups. Abnormal findings include weakness,

paralysis, or atrophy of muscles, which can be indicative of neurological disorders, disuse, or trauma.

Palpation of muscles and joints can reveal tenderness or warmth, further aiding in diagnosis.

Range of motion for specific joints would be assessed as follows:

Shoulder: Flexion, extension, abduction, adduction, internal and external rotation.

Elbow: Flexion and extension.

Wrist: Flexion, extension, radial and ulnar deviation.



Fingers: Flexion, extension, abduction, adduction.

Hip: Flexion, extension, abduction, adduction, internal and external rotation.

Knee: Flexion and extension.

Ankle: Dorsiflexion, plantar flexion, inversion, eversion.

Toes: Flexion and extension.

Neurological System Assessment

The neurological assessment is comprehensive, evaluating mental status, cranial nerves, motor

function, sensory function, reflexes, and coordination. Mental status examination includes assessing

level of consciousness, orientation (person, place, time), memory, language, and affect. Normal

findings indicate alertness, clear speech, and appropriate responses. Abnormal findings include

confusion, lethargy, disorientation, impaired memory, aphasia, or inappropriate affect.

Cranial nerve assessment is performed systematically. For example, cranial nerve II (optic) is

assessed with visual acuity and fields, cranial nerve III (oculomotor), IV (trochlear), and VI (abducens)

are assessed for eye movements and pupil response (PERRLA), and cranial nerve V (trigeminal) is

assessed for facial sensation and mastication. Abnormal findings in cranial nerve function can indicate

a variety of neurological deficits, such as stroke, trauma, or tumors.

Motor function assessment involves observing gait, balance, and assessing gross and fine motor skills.

Muscle strength is graded as previously mentioned. Abnormal findings might include tremors,

fasciculations, incoordination, or gait disturbances like ataxia or a shuffling gait.



Sensory assessment checks for touch, pain, temperature, and vibration sensation in the extremities

and trunk. Normal findings are intact sensation to all modalities. Abnormal findings may include

numbness, tingling, decreased sensation, or hyperesthesia, indicating damage to peripheral nerves or

the central nervous system.

Reflexes, including deep tendon reflexes (e.g., biceps, triceps, patellar, Achilles) and superficial

reflexes (e.g., plantar reflex), are tested. Normal reflexes are graded as 2+. Abnormal findings include

absent reflexes (0), diminished reflexes (1+), exaggerated reflexes (3+), or hyperreflexia with clonus

(4+), which can suggest upper motor neuron lesions or hyper excitability.

Coordination and cerebellar function are assessed through tests like the finger-to-nose test, heel-to-

shin test, and rapid alternating movements. Normal findings demonstrate smooth, accurate

movements. Abnormal findings include dysmetria (inability to judge distance), dysdiadochokinesia

(difficulty with rapid alternating movements), or intention tremors.

Genitourinary and Rectal Assessment

The genitourinary assessment is often performed with consideration for patient comfort and privacy. It

involves inspecting the external genitalia for any lesions, discharge, or abnormalities. In males, the

penis and scrotum are examined, noting any rashes, swelling, or abnormalities of the testes. In

females, the vulva is inspected for irritation, lesions, or discharge. Normal findings are clean, intact

genitalia without any abnormalities. Abnormal findings can include redness, swelling, lesions, or

unusual discharge, which may indicate infection, sexually transmitted infections, or other pathologies.

A rectal examination may be performed to assess the anal sphincter, rectum, and prostate (in males)

or pelvic organs (in females). This includes inspection of the perianal area for fissures or hemorrhoids.

A digital rectal exam (DRE) assesses rectal tone, presence of masses, and stool characteristics. For

males, the prostate is palpated for size, consistency, and tenderness. Normal findings include a

smooth, non-tender rectal wall and a normal-sized prostate (if applicable). Abnormal findings can



include palpable masses, tenderness, bleeding, or an enlarged, firm prostate (suggesting prostatitis or

malignancy).

Extremities Assessment

The extremities assessment focuses on circulation, sensation, and motor function, as well as the skin

and musculoskeletal integrity. Peripheral pulses in the upper and lower extremities are palpated for

rate, rhythm, and strength, and compared bilaterally. Normal findings are strong, equal pulses (2+).

Abnormal findings include weak, absent, or bounding pulses, indicating potential arterial or venous

insufficiency or other circulatory issues.

Capillary refill time is assessed by pressing on a fingernail or toenail bed; the color should return within

2-3 seconds. Prolonged capillary refill is an abnormal finding, suggesting poor peripheral circulation or

dehydration.

Skin integrity in the extremities is examined for color, temperature, moisture, and presence of any

lesions, edema, or skin breakdown. Normal findings include warm, dry skin with even color and no

edema. Abnormal findings include cool, clammy, or excessively moist skin, pallor, cyanosis, or edema

(swelling), which can be indicative of venous insufficiency, arterial disease, or heart failure. Edema is

assessed for pitting (degree of indentation when pressed) and location.

Sensation to light touch, pain, and temperature is tested in the extremities to detect any neurological

deficits. Normal findings are intact sensation. Abnormal findings, such as numbness or tingling, can

suggest peripheral neuropathy, nerve compression, or other neurological conditions.

The musculoskeletal aspect of the extremities was largely covered in the musculoskeletal section but

also includes assessing for deformities, swelling, or tenderness in the joints and muscles of the arms

and legs, as well as evaluating the range of motion and muscle strength. The overall appearance of

the extremities is noted for any asymmetry or signs of injury or chronic disease.



Documentation and Reporting of Findings

Accurate and thorough documentation of all head to toe physical assessment findings is paramount.

This documentation serves as a legal record, a communication tool among healthcare providers, and a

baseline for future assessments. It is essential to use clear, concise, and objective language, avoiding

subjective or ambiguous terms. All normal and abnormal findings should be recorded systematically,

often organized by body system. For abnormal findings, detailed descriptions including location, size,

color, characteristics, and any associated symptoms are crucial.

Healthcare professionals must also understand when and how to report significant abnormal findings to

the appropriate personnel promptly. This includes critical vital signs, sudden changes in mental status,

signs of acute distress, or any finding that poses an immediate threat to the patient's health or safety.

Effective communication and documentation ensure continuity of care and facilitate timely

interventions, ultimately contributing to better patient management and outcomes.

Frequently Asked Questions

Q: What are the key components of a head to toe physical

assessment?

A: A head to toe physical assessment involves a systematic examination of the entire body, typically

starting with a general survey and vital signs, followed by detailed assessments of the integumentary

system, head and neck, thorax, lungs, cardiovascular system, abdomen, musculoskeletal system,

neurological system, genitourinary system, rectal area, and extremities.



Q: Why is it important to document both normal and abnormal

findings?

A: Documenting both normal and abnormal findings is critical for establishing a baseline of the

patient's health, tracking changes over time, communicating effectively with other healthcare providers,

and providing legal documentation of the examination. Normal findings confirm the absence of certain

pathologies, while abnormal findings highlight areas that require further investigation or intervention.

Q: What are common abnormal findings in the cardiovascular

assessment?

A: Common abnormal cardiovascular findings include murmurs (indicating turbulent blood flow through

heart valves), gallops (S3 or S4, suggesting heart failure or atrial issues), rubs (suggesting

pericarditis), irregular heart rhythms (arrhythmias), weak or absent peripheral pulses (indicating poor

circulation), and edema (swelling).

Q: How is skin turgor assessed, and what does abnormal skin turgor

indicate?

A: Skin turgor is assessed by gently pinching a fold of skin, usually on the forearm or abdomen. If the

skin returns to its normal position quickly, turgor is normal. If it returns slowly or remains tented, it

indicates poor skin turgor, which is a sign of dehydration.

Q: What is a key difference between assessing lung sounds in

pneumonia versus asthma?

A: In pneumonia, you might hear crackles (rales) in the affected lung areas, indicating fluid in the

alveoli. In asthma, wheezing is a more common abnormal finding, indicating bronchoconstriction and

narrowed airways. Diminished breath sounds can occur in both conditions due to different



mechanisms.

Q: When performing an abdominal assessment, why is auscultation

done before palpation?

A: Auscultation (listening to bowel sounds) is performed before palpation (touching the abdomen) to

ensure accurate assessment of normal bowel activity. Palpation can stimulate the bowels and alter

bowel sounds, leading to inaccurate findings if done first.

Q: What does a positive Babinski reflex indicate in an adult?

A: A positive Babinski reflex (upgoing toe) in an adult is an abnormal finding. It typically indicates an

upper motor neuron lesion affecting the corticospinal tract, such as a stroke, spinal cord injury, or other

neurological conditions. In infants, it is a normal finding until around 12-24 months of age.

Q: Can abnormal findings in the extremities predict systemic diseases?

A: Yes, abnormal findings in the extremities can be indicative of systemic diseases. For example,

peripheral edema can suggest heart failure or kidney disease, cool extremities with diminished pulses

may indicate peripheral artery disease or diabetes, and nail changes can sometimes reflect underlying

lung or heart conditions.

Q: What is considered a normal finding for lymph nodes during a

physical assessment?

A: Normally, lymph nodes are non-palpable or very small (less than 1 cm), mobile, soft, and non-

tender. Palpable, enlarged, hard, fixed, or tender lymph nodes are considered abnormal findings and

may indicate infection, inflammation, or malignancy, requiring further investigation.



Q: How does the neurological assessment differ in a critically ill

patient versus a routine physical?

A: In a critically ill patient, the neurological assessment may be more focused on rapid evaluation of

level of consciousness, pupillary response, and basic motor function to quickly identify changes. A

routine physical allows for a more detailed and comprehensive assessment of all cranial nerves,

sensory modalities, reflexes, and coordination.
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