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INTRODUCTION TO THE HEAD TO TOE ASSESSMENT

A head to toe assessment is one of the most fundamental and
essential skills in nursing, medicine, and allied health professions.
It is a systematic method used to evaluate a patient's overall
health  status,  identify  potential  concerns,  and  establish  a
baseline for ongoing care. Whether you are a nursing student
preparing for clinicals,  a seasoned practitioner refreshing your
skills, or a caregiver looking to understand the process better,
mastering  the  head  to  toe  assessment  is  critical.  This
comprehensive guide will walk you through each step in a logical,
natural  sequence,  explaining  what  to  look  for  and  why  each
component matters. By the end, you will have a clear, actionable
framework  for  performing  a  thorough  and  confident  patient
evaluation.
The beauty of the head to toe assessment lies in its structured
approach. Instead of jumping randomly between body systems,
you move in a predictable order from the head downward. This
minimizes the chance of missing something important and helps
the patient feel more at ease because they know what to expect.
While the exact sequence can vary slightly depending on the
clinical  setting  or  the  patient's  condition,  the  core  principles
remain the same: inspect, palpate, percuss, and auscultate when
appropriate, always prioritizing patient comfort and safety. Let us
begin from the very top and work our way down.

PREPARATION AND SETTING THE STAGE

Before you ever lay a hand on the patient, proper preparation is
essential. Start by gathering all necessary equipment. You will
typically need a stethoscope, a blood pressure cuff, a penlight, a
thermometer, a tongue depressor, a measuring tape, gloves, and
perhaps  a  reflex  hammer.  Having  everything  within  reach
prevents  interruptions  and  maintains  a  professional  flow.
Next, ensure the environment is conducive to the assessment.
The room should be well-lit, private, warm, and quiet. Explain to
the patient exactly what you are going to do, why it is important,
and how long it will take. Obtain verbal consent and ask if they
need to use the restroom or adjust their position for comfort.
Positioning the patient in a semi-reclined or supine position on an
examination table or bed is usually ideal, though some parts of
the assessment may require them to sit up or stand. Always wash
your hands thoroughly and put on gloves before beginning any
physical  contact.  This  not  only  prevents  infection  but  also
conveys professionalism and respect.

STARTING AT THE TOP: THE HEAD AND SCALP

Inspection of the Head and
Face
Begin  the  actual  head  to  toe  assessment  by  observing  the
patient's  head and face.  Look for  symmetry,  shape,  and any
visible abnormalities. Note the size of the head in relation to the
body. Inspect the scalp by parting the hair in several sections,
looking  for  lesions,  lumps,  bumps,  dandruff,  lice,  or  signs  of

trauma. A normal finding is a smooth, symmetrical head with no
tenderness. Ask the patient if they have experienced any recent
headaches, dizziness, or head injuries.
Move to the face. Observe the skin for color, texture, and any
rashes or lesions. Note the symmetry of facial features. Ask the
patient  to  smile,  raise  their  eyebrows,  and  close  their  eyes
tightly. This tests cranial nerve VII (the facial nerve). Look for any
drooping or weakness, which could indicate a neurological issue.
Palpate the temporomandibular joint (TMJ) as the patient opens
and closes their mouth, feeling for clicks, pops, or tenderness.
This joint is a common source of pain and dysfunction.

The Eyes: Windows to
Health
The  eye  examination  is  a  critical  part  of  any  head  to  toe
assessment.  Begin  with  inspection.  Look  at  the  external
structures: eyelids, lashes, conjunctiva, sclera, and cornea. The
sclera should be white and clear; the conjunctiva should be pink
and moist without discharge. Check for any swelling, redness, or
lesions.
Test pupillary function. In a dimly lit room, ask the patient to look
straight ahead. Bring a penlight in from the side and shine it into
one eye. Observe the direct response (the same pupil constricts)
and the consensual response (the other pupil  also constricts).
Repeat on the other side. Normal pupils are round, reactive to
light,  and  equal  in  size  (PERRLA).  Document  the  size  in
millimeters before and after light stimulation.
Assess extraocular movements (EOMs) by asking the patient to
follow  your  finger  as  you  move  it  through  the  six  cardinal
positions of gaze. This tests cranial nerves III, IV, and VI. Look for
smooth, coordinated movement without nystagmus (involuntary
jerking). Finally, perform a gross visual acuity test using a Snellen
chart  or  a  handheld card if  a  chart  is  not  available.  Ask the
patient to read the smallest line they can see, testing one eye at
a time.

The Ears and Hearing
Inspect the external  ears for  shape,  size,  symmetry,  and any
lesions or discharge. Palpate the auricle and the mastoid process
behind  the  ear  for  tenderness.  Using  an  otoscope,  gently
examine  the  ear  canal  and  tympanic  membrane.  The  canal
should be clear of excessive wax or foreign bodies. The tympanic
membrane should be pearly gray, translucent, and intact, with a
visible light reflex.
Hearing can be assessed with a simple whisper test. Stand about
two feet behind the patient, out of their line of sight. Whisper a
simple phrase like "Today is Tuesday" and ask them to repeat it.
Test one ear at a time while masking the other. Alternatively, use
a tuning fork for the Rinne and Weber tests if you suspect hearing
loss. In a thorough head to toe assessment, noting any hearing
aids or reported hearing difficulties is also important.
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The Nose and Sinuses
Inspect  the  external  nose  for  symmetry,  deformities,  and
discharge. Ask the patient to tilt their head back slightly, and use
a penlight to look inside the nares. The nasal mucosa should be
pink  and  moist,  and  the  septum  should  be  midline  without
perforation or deviation. Check for polyps or excessive swelling.
Palpate  the  frontal  and  maxillary  sinuses  gently  with  your
thumbs. Ask the patient if they feel any tenderness or pressure.
Tenderness may indicate sinusitis. Also, assess the sense of smell
(cranial nerve I) by asking the patient to identify a common scent
like  coffee  or  mint,  though  this  is  often  deferred  in  a  general
assessment  unless  clinically  indicated.

The Mouth and Throat
Ask  the  patient  to  open  their  mouth  wide.  Using  a  tongue
depressor and penlight,  inspect the lips,  teeth, gums, tongue,
hard and soft palate, uvula, and tonsils. The lips should be pink,
moist, and without cracks or lesions. Gums should be pink and
firm, not bleeding or swollen. Note any missing, loose, or decayed
teeth. The tongue should be pink, moist, and symmetrical, with a
smooth surface. Ask the patient to say "Ah" to observe the rise of
the soft palate and uvula (testing cranial nerve IX and X). The
tonsils, if present, should be pink and not enlarged or covered
with exudate. Also, note any unusual breath odor, which can be a
clue to metabolic or dental issues.

THE NECK: LYMPH NODES, THYROID, AND RANGE OF
MOTION

Moving down, the neck is next in the head to toe assessment.
Begin  with  inspection.  Look  for  symmetry,  masses,  scars,  or
visible pulsations. The trachea should be midline. Ask the patient
to flex, extend, and rotate their neck to assess range of motion.
Note any pain, stiffness, or limited movement.
Palpate the cervical lymph nodes using the pads of your fingers in
a gentle, circular motion. There are several chains: preauricular,
postauricular,  occipital,  submental,  submandibular,  tonsillar,
superficial  cervical,  deep  cervical,  posterior  cervical,  and
supraclavicular.  Nodes are normally small,  mobile,  non-tender,
and firm. Enlarged,  tender,  or  fixed nodes can indicate infection
or malignancy and warrant further investigation.
To assess the thyroid gland, stand in front of the patient. Observe
the lower neck for visible enlargement. Then, from behind, gently
palpate the thyroid isthmus and lobes as the patient swallows a
sip of water. The thyroid should be smooth, firm, and non-tender,
moving upward with swallowing. Note any nodules, enlargement,
or tenderness. Also, palpate the carotid arteries one at a time,
feeling for the strength and symmetry of the pulse. Auscultate
the carotids for bruits using the bell of the stethoscope if the
patient  is  middle-aged  or  older,  or  if  you  suspect  vascular
disease.

THE UPPER EXTREMITIES

Arms, Hands, and Fingers
Proceed  to  the  upper  extremities.  Inspect  both  arms  for
symmetry, skin color, hair distribution, and any lesions, scars, or
edema. Note the condition of the fingernails: clubbing, spooning,
pitting, or discoloration can signal underlying health problems.
Palpate the radial and brachial pulses, noting their rate, rhythm,
and amplitude. Grade the pulse on a scale of 0 to 4+.

Assess capillary refill by pressing on the patient's nail bed until it
blanches, then releasing. Color should return within two to three
seconds,  indicating  good  peripheral  perfusion.  Test  motor
strength by asking the patient to squeeze your fingers with both
hands  and  to  push  and  pull  against  your  resistance.  Assess
sensation  by  lightly  touching  the  patient's  fingers,  hands,  and
arms with a cotton swab or your fingertip, asking them to identify
where they feel the touch. Test for joint range of motion in the
shoulders,  elbows,  wrists,  and fingers,  noting any pain,  crepitus,
or limited movement.

The Axillae
With the patient's arm slightly raised, inspect and palpate the
axillae for lymph nodes, rashes, or lesions. The axillary lymph
nodes are often assessed during a breast or chest examination,
but they are part of the upper extremity system as well. Nodes
should be non-palpable or small and non-tender. This is also a
good time to check for any unusual odor or excessive sweating.

THE CHEST AND LUNGS

The  chest  assessment  is  a  cornerstone  of  the  head  to  toe
assessment. Position the patient sitting up at a 45 to 90 degree
angle if possible. Begin with inspection. Observe the shape and
symmetry of the chest. The anteroposterior (AP) diameter should
be about half the transverse diameter. Note the rate, depth, and
rhythm of  respirations.  Look for  retractions,  use of  accessory
muscles, or any visible deformities like barrel chest or pectus
excavatum.
Palpate the chest  for  tenderness,  masses,  or  crepitus.  Assess
tactile fremitus by placing the ulnar edge of your hand on the
patient's  back  and  asking  them  to  repeat  "ninety-nine."
Vibrations  should  be  symmetrical.  Decreased  fremitus  can
indicate  pleural  effusion  or  pneumothorax;  increased  fremitus
can  suggest  consolidation.
Percuss  the  posterior  lung  fields  in  a  systematic  pattern,
comparing side to side. Normal lung tissue produces a resonant
sound.  Dullness  suggests  fluid  or  solid  tissue,  while
hyperresonance suggests trapped air.  Finally,  auscultate using
the diaphragm of the stethoscope. Ask the patient to breathe
deeply through their mouth. Listen to one full  breath cycle at
each position, moving from top to bottom and comparing sides.
Identify  normal  breath  sounds  (bronchial,  bronchovesicular,
vesicular)  and  note  any  adventitious  sounds  like  crackles,
wheezes, rhonchi, or pleural friction rub. Document the location
and characteristics of any abnormal findings.

THE CARDIOVASCULAR SYSTEM: HEART ASSESSMENT

With the patient still sitting up or slightly reclined, move to the
heart.  Inspect  the precordium for  any visible  heaves,  lifts,  or
pulsations. Palpate the apical pulse (the point of maximal impulse
or  PMI)  at  the  fifth  intercostal  space  at  the  midclavicular  line.  It
should be a gentle tap, about 1 to 2 centimeters in diameter. Also
palpate  the  right  ventricular  area,  the  aortic  area,  and  the
pulmonic area for any abnormal thrills.
Auscultate the heart using both the bell and diaphragm of the
stethoscope. Listen to the four main valve areas: aortic (right
second  intercostal  space),  pulmonic  (left  second  intercostal
space),  tricuspid  (left  fourth  intercostal  space  at  the  sternal
border),  and  mitral  (fifth  intercostal  space,  midclavicular  line).
Identify S1 and S2 heart sounds. Note their intensity and any
splitting.  Listen for  extra heart  sounds like S3 or  S4,  and for
murmurs, clicks, or rubs. If you hear a murmur, characterize it by
timing (systolic or diastolic), location, radiation, intensity (grade 1
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to 6), pitch, and quality. Document all findings clearly.

THE ABDOMEN

The abdominal assessment follows the sequence of inspection,
auscultation, percussion, and palpation. Note that auscultation
comes  before  palpation  because  palpation  can  alter  bowel
sounds.

Inspection and Auscultation
Position the patient supine with knees slightly bent and arms at
their  sides.  Inspect  the abdomen for  contour,  symmetry,  skin
color,  scars,  striae,  dilated  veins,  or  visible  pulsations.  The
contour can be flat, scaphoid, rounded


