NURSING HEAD TO TOE ASSESSMENT CHEAT SHEET

NURSING HEAD TO TOE ASSESSMENT CHEAT SHEET IS AN ESSENTIAL RESOURCE FOR NURSING STUDENTS AND PRACTICING NURSES
TO ENSURE COMPREHENSIVE PATIENT EVALUATIONS. CONDUCTING A THOROUGH HEAD-TO-TOE ASSESSMENT IS CRUCIAL FOR
IDENTIFYING POTENTIAL HEALTH ISSUES EARLY, ESTABLISHING A BASELINE FOR ONGOING CARE, AND ENHANCING PATIENT
OUTCOMES. THIS CHEAT SHEET SERVES AS A STRUCTURED GUIDE, STREAMLINING THE ASSESSMENT PROCESS AND ENSURING NO
CRITICAL COMPONENT IS OVERLOOKED. W/HETHER YOU'RE NEW TO NURSING OR SEEKING A QUICK REFERENCE, UNDERSTANDING
EACH STEP OF THE HEAD-TO-TOE ASSESSMENT IS VITAL FOR DELIVERING SAFE AND EFFECTIVE PATIENT CARE.

UNDERSTANDING THE IMPORTANCE OF A HEAD TO TOE ASSESSMENT

A HEAD-TO-TOE ASSESSMENT PROVIDES A SYSTEMATIC WAY TO EVALUATE A PATIENT'S PHYSICAL AND MENTAL HEALTH
STATUS. |T HELPS IN IDENTIFYING ABNORMAL FINDINGS THAT MAY REQUIRE FURTHER INVESTIGATION OR INTERVENTION. REGULAR
ASSESSMENTS ALSO SUPPORT THE DEVELOPMENT OF PERSONALIZED CARE PLANS AND FACILITATE COMMUNICATION AMONG
HEALTHCARE TEAM MEMBERS.

PREPARATION BEFORE THE ASSESSMENT

BEFORE BEGINNING THE ASSESSMENT, ENSURE THE FOLLOWING!:

GATHER NECESSARY EQUIPMENT

® STETHOSCOPE

® THERMOMETER

e BLOOD PRESSURE CUFF (SPHYGMOMANOMETER)
o PULSE OXIMETER

® PENLIGHT OR FLASHLIGHT

e GLOVES (IF NECESSARY)

e ALCOHOL SWABS AND DISPOSABLE SUPPLIES

CreATE A CONDUCIVE ENVIRONMENT

® ENSURE PRIVACY AND COMFORT FOR THE PATIENT
® EXPLAIN THE PROCEDURE TO REDUCE ANXIETY

® ENSURE PROPER LIGHTING AND ADEQUATE SPACE



Review PATIENT HISTORY

UNDERSTANDING THE PATIENT'S MEDICAL HISTORY HELPS TARGET SPECIFIC AREAS DURING ASSESSMENT AND ANTICIPATE
POTENTIAL ISSUES.

Heab To Toe AsSeSSMENT COMPONENTS

THE ASSESSMENT TYPICALLY FOLLOWS A LOGICAL SEQUENCE FROM THE HEAD TO THE TOES, ENSURING A COMPREHENSIVE
EVALUATION.

1. GENERAL APPEARANCE AND BEHAVIOR

BEGIN BY OBSERVING THE PATIENT'S OVERALL APPEARANCE AND BEHAVIOR.

Key PoINTS To OBSERVE

e | EVEL OF CONSCIOUSNESS (ALERT, DROWSY, UNRESPONSIVE)

POSITION AND MOBILITY

® HYGIENE AND GROOMING
® FACIAL EXPRESSIONS AND EYE CONTACT
® SPEECH AND COMMUNICATION

e MOOD AND AFFECT

2. Heap AND FACE

ASSESS THE HEAD AND FACIAL FEATURES FOR SYMMETRY AND ABNORMALITIES.

INSPECTION AND PALPATION

o SkuLL: CHECk SIZE, SHAPE, AND TENDERNESS

e FACE: Look FOR ASYMMETRY, SWELLING, OR LESIONS



EYES: ASSESS VISUAL ACUITY, PUPIL SIZE, SHAPE, AND REACTIVITY TO LIGHT (PERRLA)

o EYELIDS AND EYELASHES: CHECK FOR DROOPING OR ANOMALIES

EARS: INSPECT FOR DEFORMITIES OR DISCHARGE

Nose: CHeCk FOR PATENCY, DEFORMITIES, OR DRAINAGE

® MOUTH AND THROAT: EXAMINE LIPS, ORAL MUCOSA, TEETH, GUMS, AND TONGUE

PUPILLARY RESPONSE TESTING

1. DARKEN THE ROOM
2. USE A PENLIGHT TO CHECK PUPILS' SIZE, EQUALITY, AND REACTIVITY

3. TEST ACCOMMODATION BY HAVING THE PATIENT FOCUS ON A DISTANT OBJECT AND THEN A NEAR OBJECT

3. Neck AND CERVICAL SPINE

EVALUATE FOR MOBILITY, LUMPS, OR TENDERNESS.

ASSESSMENT STEPS

® PALPATE LYMPH NODES FOR SWELLING OR TENDERNESS

CHECK CAROTID ARTERIES FOR BRUITS (USING A STETHOSCOPE)

e ASSESS NECK RANGE OF MOTION (FLEXION, EXTENSION, ROTATION, LATERAL BENDING)

® |NSPECT FOR SWELLING, MASSES, OR TRACHEAL DEVIATION

4. CHEST AND RESPIRATORY SYSTEM

Focus ON BREATHING PATTERN, LUNG SOUNDS, AND CHEST WALL MOVEMENT.

INSPECTION

e OBSERVE BREATHING RATE, RHYTHM, AND EFFORT



® | OOK FOR SYMMETRY IN CHEST MOVEMENT

o CHECK FOR USE OF ACCESSORY MUSCLES

AUSCULTATION

1. USE A STETHOSCOPE TO LISTEN TO LUNG SOUNDS AT ANTERIOR, LATERAL, AND POSTERIOR LUNG FIELDS
2. IDENTIFY NORMAL BREATH SOUNDS (VESICULAR, BRONCHIAL, TRACHEAL)

3. NOTE ANY ADVENTITIOUS SOUNDS LIKE CRACKLES, WHEEZES, OR RHONCHI

PeErcussION

e PERCUSS THE CHEST TO IDENTIFY AREAS OF DULLNESS OR HYPERRESONANCE

5. CARDIOVASCULAR SYSTEM

ASSESS HEART SOUNDS, PULSES, AND CIRCULATORY STATUS.

INSPECTION

® | OOK FOR SKIN COLOR, TEMPERATURE, AND EDEMA

e CHECK FOR VISIBLE PULSATIONS OR LIFTS IN PRECORDIAL AREA

PALPATION AND AUSCULTATION

1. PALPATE PERIPHERAL PULSES: RADIAL, BRACHIAL, CAROTID, FEMORAL, DORSALIS PEDIS, POSTERIOR TIBIAL
2. ASSESS PULSE RATE, RHYTHM, AND STRENGTH (O-4+ SCALE)
3. USE STETHOSCOPE TO LISTEN TO HEART SOUNDS AT APEX (MITRAL AREA), AORTIC, PULMONIC, AND TRICUSPID AREAS

4. IDENTIFY NORMAL HEART SOUNDS (S 1, S2) AND ABNORMAL SOUNDS (MURMURS, CLICKS)



6. ABDOMEN

EVALUATE FOR DISTENSION, TENDERNESS, BOWEL SOUNDS, AND MASSES.

INSPECTION

o OBSERVE THE CONTOUR, SKIN, AND ANY VISIBLE PERISTALSIS OR PULSATIONS

e ASSESS FOR SCARS, LESIONS, OR DISTENSION

AUSCULTATION

1. LISTEN TO ALL FOUR QUADRANTS FOR BOWEL SOUNDS (NORMAL: 5-30 PER MINUTE)

2. NoTe HYPOACTIVE, HYPERACTIVE, OR ABSENT SOUNDS

PERCUSSION AND PALPATION

® PERCUSS FOR TYMPANY AND DULLNESS

® PALPATE LIGHTLY AND DEEPLY FOR TENDERNESS, MASSES, OR ORGAN SIZE (LIVER, SPLEEN)

7. MUSCULOSKELETAL SYSTEM

ASSESS FOR STRENGTH, RANGE OF MOTION, AND DEFORMITIES.

INSPECTION

e CHECK JOINTS FOR SWELLING, DEFORMITIES, OR REDNESS

e OBSERVE GAIT AND POSTURE

ASSESSMENT

1. TEST RANGE OF MOTION OF MAJOR JOINTS (SHOULDERS, ELBOWS, WRISTS, HIPS, KNEES, ANKLES)



2. ASSESS MUSCLE STRENGTH (scaLe 0-5)

3. CHECK FOR TENDERNESS OR DEFORMITIES

8. NEUROLOGICAL SYSTEM

EVALUATE MENTAL STATUS, CRANIAL NERVES, MOTOR AND SENSORY FUNCTION, AND REFLEXES.

MeNTAL STATUS

o ASSESS ORIENTATION (PERSON, PLACE, TIME)

® EVALUATE MEMORY, ATTENTION, AND LANGUAGE SKILLS

CRANIAL NERVE ASSESSMENT

® TEST CRANIAL NERVES |-X|| ACCORDING TO STANDARD PROTOCOLS

MoTor AND SENSORY TESTS

1. CHECK MUSCLE STRENGTH AND TONE

2. ASSESS SENSATION TO LIGHT TOUCH, PINPRICK, AND VIBRATION

ReFLEXES

e TEST DEEP TENDON REFLEXES (BICEPS, TRICEPS, PATELLAR, ACHILLES)

o NOTE HYPERREFLEXIA OR HYPOREFLEXIA

Q. INTEGUMENTARY SYSTEM (SkiN, HAIR, NAILS)

INSPECT FOR SKIN INTEGRITY, COLOR, LESIONS, AND HYDRATION.



ASSESSMENT POINTS

o CHECK SKIN COLOR, TEMPERATURE, MOISTURE, AND TURGOR

® | OOK FOR WOUNDS, RASHES, OR LESIONS

ASSESS HAIR DISTRIBUTION AND SCALP CONDITION

® |NSPECT NAILS FOR SHAPE, COLOR, AND CAPILLARY REFILL



