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Health assessment is central to nursing 
practice. By practising and developing the 
knowledge and skills of  health assessment 
you will develop con dence and competence 
in understanding and responding to each 
person�s health situation. You need to listen 
to the cues from the person; these will guide 
and direct your questioning and physical 
examination. Whether you are an 
undergraduate nursing student, a newly 
quali ed registered nurse or an experienced 
nurse seeking to advance your scope of  
practice, this text holds the content and 
resources you need to develop and re ne 
your health assessment skills.

As a learner you should use this text in 
conjunction with the skills videos for self-
directed learning. Also, you need to actively 
participate in formal on-campus skills 
development sessions and clinical placements. 
You need to be continuously re ecting on your 
learning and on the feedback provided by your 
learning facilitators and clinicians to re ne 
your health assessment skills and knowledge. 
The fourth edition of  this text is contextualised 
to suit the Australian and Aotearoa New 
Zealand healthcare environments. We hope 
this text will become an invaluable part of  your 
professional library, and we look forward to 
ongoing feedback from you, our readers.

The fourth ANZ edition of  
 (note new title) has been fully 

revised and updated for the Australian and 
Aotearoa New Zealand contexts. It has been 
structured to enhance learning for 

undergraduate and postgraduate students, 
nurse practitioner candidates and clinicians.

This text di  ers from other health 
assessment texts by adopting a unique person-
centred, enquiry-focused approach. In 
addition:
� Learners are provided with opportunities 

to adapt their assessment skills and to 
form clinical judgements by identifying 
the person�s actual or potential health 
problems.

� The content has been restructured to 
support learning by using case studies and 
probing questions.

� There has been signi cant revision of  the 
chapters on screening for family violence 
(Chapter 5) and screening for substance 
misuse (Chapter 6).

� The chapter on communication skills has 
also been signi cantly revised, with a new 
title and content on person-centred 
communication in health assessment.

� Approaches to gender diversity and 
inclusion have also been further 
developed.

This text, written by leading academics 
and clinicians, is the ideal learner guide to 
conducting health assessments in a range of  
healthcare settings. The learner will be 
guided to seamlessly apply their biomedical 
and nursing knowledge with clinical 
assessment and communication skills. 
Chapters have a logical structure covering 
key knowledge, frameworks and techniques, 
as well as speci c areas of  human structure Sam
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and function, and  nally, application of  
health assessment knowledge and skills in the 
clinical setting.

This text identi es the foundational 
knowledge and clinical skills every nurse needs 
to assess clients in a range of  healthcare settings. 
Chapters 11�29 are divided into two main 
sections: entry-level health assessment expected 
of  a newly graduated nurse; and an advanced 
knowledge and skills section for nurses wishing 
to advance their scope of  practice.

This text applies an enquiry approach to 
learning, with a person-centred focus using 
case studies. Case studies in Chapters 2, 5�9 
and 11�30 provide a clinical context to assist 
the learner to develop a deep understanding 
of  the ways in which health assessment skills 
must be adapted relative to each person�s 
needs. This approach is supported by probing 
questions aimed at guiding investigation of  
the impact of  an altered health state on each 
person�s day-to-day function.

� Fully updated for the Australian and 
Aotearoa New Zealand contexts, 
re ecting current practice and guidelines

� Ideal for nursing students and those 
studying for advanced practice roles

� Clear separation of  knowledge and 
skills�easy for teachers and students to 
identify content relevant to their level of  
learning

� An enquiry approach to learning with a 
person-centred focus

� Health education, inclusive practice and 
lifespan considerations embedded 
throughout

� Includes case studies to illustrate the 
initial parts of  the clinical reasoning 
process and documentation of  health 
assessment  ndings

� Easy to navigate�clearly structured and 
colour-coded

� Extensive use of  learning and teaching 
resources, with illustrations to clarify 
important anatomical and physiological 
concepts to help learners grasp key 
concepts

� Accompanying resources include QR 
codes, Australian-produced videos 
showcasing physical examination skills, 
PowerPoints and a summative MCQ 
question bank

� Instructor teaching and learning guide
� PowerPoint presentations
� Skills videos
� Image collection
� Test bank
� New semester planner�embedding 

Elsevier solutions into your course
� New mapping guide�cross-references 

Elsevier foundation content

� Australian-produced skills videos include 
vital signs measurement (manual and 
electronic), respiratory assessment, cardiac 
assessment, abdominal assessment and 
neurological assessment

� Access to Elsevier resources on Evolve 
including an eBook version of  the text

We would like to acknowledge the people 
who made the fourth Australian and New 
Zealand edition of  this text possible:
� Melinda McEvoy (Senior Content 

Strategist) for her support and leadership 
in developing this edition.Sam
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� Matt Davies (Editor) for his professional 
editorial skills.

� Shruti Raj (Content Project Manager) for 
her e  orts in transforming the manuscript 
into a textbook.

� Deakin University, School of  Nursing and 
Midwifery, who generously made 
simulation centre space available for the 
video shoot.
We would also like to thank our families 

for supporting us in developing this text over 
the past two and a half  years. We thank our 
families and friends for their support, 
encouragement and for the endless cups of  
tea.

We would like to dedicate this edition to 
the nursing students and registered nurses 
who will use this text to develop their clinical 
skills. We encourage you to continually strive 
to develop and re ne your health assessment 
skills. Your e  orts will contribute to improving 

the person�s experience and the overall 
quality and safety of  nursing care.

To nursing curriculum designers, we 
encourage you to prioritise health assessment 
knowledge and skill development by ensuring 
a strong focus, particularly in undergraduate 
curricula. To the nursing lecturers, we thank 
you for your continuing motivation and 
encouragement of  student learning in this 
critical area of  nursing practice.

The publisher and editors would also like 
to thank each of  the chapter authors and 
reviewers who ensured the relevance, 
accuracy and strong clinical application of  
the content. In this new edition we would 
also like to acknowledge past contributors 
and reviewers who provided a strong 
foundation on which we could build.

Helen Forbes
Elizabeth Watt
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  The nervous system can be divided into two 
parts�central and peripheral. The  central 
nervous system  (CNS) includes the brain 
and spinal cord. The  peripheral nervous 
system  (PNS) includes the 12 pairs of  
cranial nerves, the 31 pairs of  spinal nerves 
and all their branches. The PNS carries 
(a  erent) messages   the CNS from sensory 
receptors, motor (e  erent) messages   the 
CNS out to muscles and glands, as well as 
autonomic messages that govern the internal 
organs and blood vessels. This chapter focuses 

on assessing core neurological functions. 
Speci c assessment of  pain ( Chapter 13 ), 
vision ( Chapter 14 ) and hearing ( Chapter 15 ) 
is covered in the following chapters. It is 
important to note that assessment of  
neurological function is often conducted 
concurrently with assessment of  the 
peripheral vascular system ( Chapter 16 ).

  To be able to perform a neurological 
assessment, identify potential or actual 
problems and plan care, detailed knowledge 
of  structure and function, developmental and 
cultural considerations are necessary.
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  You will  nd additional resources at the 
end of  this chapter. This chapter also has a 
video available demonstrating objective data 

collection related to a neurological screening 
assessment. You will  nd a QR code in the 
objective data section, which enables you to 
access the video easily on your device.

  The head and neck are important structures 
to consider when assessing neurological 
function. These structures support and 
protect parts of  the nervous system.

  The  skull  is a rigid bony box that protects 
the brain and special sense organs, and it 
includes the bones of  the cranium and the face 
( Figure 12.1   ). Note the location of  these  cranial 
bones : frontal, parietal, occipital and temporal. 

Use these names to describe any of  your  ndings 
in the corresponding areas.

  The adjacent cranial bones unite at meshed 
immovable joints called the  sutures . The 
bones are not  rmly joined at birth; this allows 
for the mobility and change in shape needed 
for the birth process. The sutures gradually 
ossify during early childhood. The  coronal 
suture  crowns  the head from ear to ear at the 
union of  the frontal and parietal bones. The 
sagittal  suture  separates  the head lengthwise 

Sam
ple

 pr
oo

fs 
© Else

vie
r A

us
tra

lia



the suprasternal notch. The  posterior 
triangle  is behind the sternocleidomastoid 
muscle, with the trapezius muscle on the other 
side and with its base along the clavicle below. 
It contains the posterior belly of  the omohyoid 
muscle. These triangles are helpful guidelines 
when describing  ndings in the neck.

  The brain is made up of  three main parts: 
prosencephalon (or forebrain), consisting of  
the cerebrum, thalamus, hypothalamus and 
limbic system; mesencephalon (or midbrain), 
consisting of  the tectum and tegmentum; and 
rhombencephalon (or hindbrain), consisting 
of  the cerebellum, pons and medulla.

  The cerebral cortex is the cerebrum�s outer 
layer of  nerve cell bodies, which looks like 

�grey matter� because it lacks myelin. Myelin is 
the white insulation on the axon that increases 
the conduction velocity of  nerve impulses.

  The cerebral cortex is the centre for 
humans� highest functions, governing thought, 
memory, reasoning, sensation, language and 
voluntary movement ( Figure 12.4   ). Each half  
of  the cerebrum is a  hemisphere ; the left 
hemisphere is dominant in most people (95%), 
including those who are left-handed.

  Each hemisphere is divided into four main 
lobes : frontal, parietal, temporal and 
occipital. The lobes have certain areas that 
mediate speci c functions.
   �   The  frontal  lobe has areas concerned with 

reasoning, concentration, personality, 
behaviour, emotions and intellectual 
function. The frontal lobe also contains the 
frontal eye  elds, responsible for vision.

    �   The precentral gyrus of  the frontal lobe is 
the primary centre involved in voluntary 
contralateral movement.
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    �   The  parietal  lobe�s postcentral gyrus is 
the primary centre for the interpretation 
of  contralateral sensation. Also, in the 
non-dominant hemisphere it is important 
in visual/proprioception and in the 
dominant hemisphere it is important in 
calculation.

    �   The  occipital  lobe is the primary visual 
receptor centre, some visual re exes and 
involuntary smooth eye movements.

    �   The  temporal  lobe behind the ear has 
the primary auditory reception centre, 
language function, learning and memory.

    �    Wernicke�s area  in the temporal lobe is 
associated with language comprehension. 
When damaged in the person�s dominant 
hemisphere,  or  

 results. The person hears sound 
but it has no meaning, like hearing a 
foreign language.

    �    Broca�s area  (inferior part of  the 
dominant frontal lobe) in the frontal lobe 
mediates motor speech. When injured in 

the dominant hemisphere the person may 
experience   (cannot talk 
at all) or   (di   culty in 
communicating). The person can understand 
language and knows what they want to say 
but cannot express what they want to say.
     Damage to any of  these speci c cortical 

areas produces a corresponding loss of  (usually 
contralateral) function: motor weakness, 
paralysis, loss of  sensation or impaired ability 
to understand and process language. Damage 
occurs when the highly specialised neurological 
cells are a  ected by trauma or deprived of  
their blood supply, such as when a cerebral 
artery becomes occluded or when vascular 
bleeding or vasospasm occurs.

  The basal ganglia are large bands of  grey 
matter buried deep within the two cerebral 
hemispheres that form the subcortical 
associated motor system (the extrapyramidal 
system) ( Figure 12.5   ). They help to initiate 
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likewise interacts with the   side of  the 
body. Knowledge of  where the  bres cross 
the midline will help you interpret clinical 
 ndings.

  Millions of  sensory receptors are embroidered 
into the skin, mucous membranes, muscles, 
tendons and viscera. They monitor conscious 
sensation, internal organ functions, body 
position and re exes. Sensation travels in the 
a  erent  bres in the peripheral nerve, then 
through the posterior (dorsal) root, then into 

the spinal cord. There, it may take one of  
two routes�the spinothalamic tract or the 
posterior (dorsal) columns ( Figure 12.6   ).

  The spinothalamic tract contains sensory 
 bres that transmit the sensations of  pain, 
temperature and crude or light touch (i.e. not 
precisely localised). The  bres enter the 
dorsal root of  the spinal cord and synapse 
with a second sensory neuron. The second-
order neuron  bres cross to the opposite side 
and ascend up the spinothalamic tract to the Sam
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   Lower motor neurons  are located 
mostly in the PNS. The cell body of  the 
lower motor neuron is in the anterior grey 
column of  the spinal cord, but the nerve 
 bres extend from here to the muscle. The 
lower motor neuron is the � nal common 
pathway� because it funnels many neural 
signals here and it provides the  nal direct 
contact with the muscles. Any movement 
must be translated into action by lower motor 

neuron  bres. Examples of  lower motor 
neurons are cranial nerves and spinal nerves 
of  the PNS. Examples of  lower motor neuron 
diseases are Bell�s palsy in cranial nerve 
lesions and in spinal cord lesions, poliomyelitis 
and motor neuron disease.

  A  nerve  is a bundle of  neurons   the 
CNS. The peripheral nerves carry input to 
the CNS via their sensory a  erent  bres and 
deliver output from the CNS via the e  erent 
 bres.

  Re exes are basic defence mechanisms of  the 
nervous system. They are involuntary, 
operating below the level of  conscious control 
and permitting a quick reaction to potentially 
painful or damaging situations. Re exes also 
help the body maintain balance and 
appropriate muscle tone. There are four 
types of  re exes: (1)  deep tendon re exes  
(myotatic), for example, patellar or knee 
jerk; (2)  super cial , for example, corneal 
re ex, abdominal re ex; (3)  visceral  (organic), 
for example, pupillary response to light 
and accommodation; and (4)  pathological  
(abnormal), for example, Babinski�s or 
extensor plantar re ex. 

   The  bres that mediate the re ex are 
carried by a speci c spinal nerve. In the 
simplest re ex, tapping the tendon stretches 
the muscle spindles in the muscle, which 
activates the sensory a  erent nerve. The 
sensory a  erent  bres carry the message 
from the receptor and travel through the 
dorsal root into the spinal cord ( Figure 12.9   ). 
They synapse directly in the cord with the 
motor neuron in the anterior horn. Motor 
e  erent  bres leave via the ventral root and 
travel to the muscle, stimulating a sudden 
contraction.Sam
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unconscious activity. Although a description 
of  the autonomic system is beyond the scope 

of  this book, its overall function is to maintain 
homeostasis of  the body.

  The bones of  the neonatal skull are separated 
by sutures and by  fontanels , the spaces 
where the sutures intersect ( Figure 12.12   ). 
These membrane-covered �soft spots� allow 

for growth of  the brain during the  rst year. 
They gradually ossify; the triangle-shaped 
posterior fontanel is closed by 1 to 2 months 
and the diamond-shaped anterior fontanel 
closes between 9 months and 2 years.Sam
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impairment.  3   The current Diagnostic 
Statistical Manual of  Mental Disorders 
(DSM-5) requires all the following criteria to 
be present for delirium to be diagnosed:  5  

   �   disturbance in attention and awareness
    �   disturbance develops acutely and tends to 

 uctuate in severity
    �   at least one additional disturbance in 

cognition

    �   disturbances are not better explained by a 
pre-existing dementia

    �   disturbances do not occur in the context 
of  a severely reduced level of  arousal 
or coma

    �   evidence of  an underlying organic cause 
or causes.
     See Chapter 11 and  Chapter 30  for more 

information.

  Many neurological health issues have 
profound impact on the person and their 
family. Some will be progressive and chronic 
(e.g. Parkinson�s disease and multiple 
sclerosis); others have acute onset such as 
head or spinal cord injury or stroke. Many 
people will have ongoing cognitive and 
functional di   culties that will a  ect their 
ability to live a full and active life.

  Stroke is a serious health problem in the 
Australian and Aotearoa New Zealand 
community. Stroke occurs when an artery 
supplying blood to the brain either suddenly 
becomes blocked or begins to bleed.

  Stroke has a high prevalence and incidence 
and is a leading cause of  death and disability 
worldwide. The prevalence of  stroke is higher 
in Australian males (1.6%) than females 
(1.1%). Australians living in regional areas 
are up to 17% more likely to su  er a stroke 
than those living in metropolitan areas.  6   The 
incidence of  stroke among Australia�s 
Aboriginal and Torres Strait Islander 
population is reported to be between 1.7 and 
3.0 times as high as the non-Indigenous 
population.  6   The incidence of  new stroke in 
Australia equates to one stroke every 19 
minutes  6   and one every 55 minutes in 
Aotearoa New Zealand, where stroke is the 
second biggest cause of  mortality.  7  

  Stroke is more common in older age 
groups; 71% of  people who had a stroke 
were aged 65 years or older.  8   However, stroke 
is not just a disease of  older people; young 
people are also at risk. While the median age 
for stroke in Australia is around 75 years, 
one in every four strokes occurs in a person 
aged 54 or younger.  6   Compared with older 
people, young people with stroke tend to 
take longer to seek medical attention, are less 
likely to receive rehabilitation and have more 
unmet needs in relation to psychosocial 
functioning and return to work. Though 
there is a lack of  solid local trend evidence, 
rates of  stroke in young people are increasing 
worldwide due to an increase in modi able 
risk factors such as obesity, hypertension and 
diabetes.

  Stroke is largely a preventable health 
problem with modifiable risk factors such as 
high blood pressure, atrial fibrillation, 
hyperlipidaemia and smoking.  9   It is the high 
prevalence of  these risk factors in Aboriginal 
and Torres Strait Islander people and 
M ori and Pacific Islander people that 
accounts for the high incidence of  stroke in 
these groups.  7   For further discussion of  
stroke risk factors, symptoms and prevention 
see the �Health education� section (and 
Table 12.3   ).Sam
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  Before you start the assessment, introduce 
yourself  to the person, con rm the person�s 
identity, discuss the purpose and scope of  the 

assessment, clarify any questions the person 
may have and get verbal consent from the 
person to perform the assessment.
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  You will recall from the beginning of  this 
chapter that there are three main types of  
objective neurological assessments�ongoing 
neurological observations, a screening 
assessment and a complete assessment. The 
sequence for ongoing neurological observations 
and a screening assessment are described in 
the section below. In the event of  a disorientated 
or uncooperative person, some parts of  the 
assessment may need to be modi ed or omitted. 
You will also note that the initial stage of  an 
objective neurological assessment shares many 
features with a mental health assessment.

  Outline the process for neurological 
assessment for the client and ask their 
consent for you to continue. On some 
occasions, it may be necessary to have a 
support person (usually another nurse) 

present during the examination. Ensure 
privacy by closing the door or pulling the 
screens. Adequate lighting is essential, as is 
the ability to reduce lighting when assessing 
the pupils.

  People who have recent head trauma, 
neurological surgery, stroke or a neurological 
de cit due to a systemic disease process must 
be monitored closely for any improvement or 
deterioration in neurological status and for 
any indication of  increasing intracranial 
pressure. Signs of  increasing intracranial 
pressure signal impending cerebral disaster 
and potential death and require early and 
prompt intervention.

     Neurological observations chart
    Penlight torch
    Hand hygiene solution

Sam
ple

 pr
oo

fs 
© Else

vie
r A

us
tra

lia



Sam
ple

 pr
oo

fs 
© Else

vie
r A

us
tra

lia



Sam
ple

 pr
oo

fs 
© Else

vie
r A

us
tra

lia



Sam
ple

 pr
oo

fs 
© Else

vie
r A

us
tra

lia



Sam
ple

 pr
oo

fs 
© Else

vie
r A

us
tra

lia



Sam
ple

 pr
oo

fs 
© Else

vie
r A

us
tra

lia



     You can further develop your knowledge 
and skills relevant to neurological assessment, 
related pathophysiology, common health 
issues and nursing interventions by:
   �   reading chapters of  a fundamentals of  

nursing or medical-surgical nursing 
textbook

    �   answering chapter multiple choice 
questions online. Log onto ClinicalKey 
Student and search for the text �Health 
Assessment, 4th edition�. Choose the 
section titled �Teaching material�. In this 
section you will  nd question and answer 
documents for each chapter.

    �   visiting websites
   Dementia Australia:  https://www.

dementia.org.au/information/
diagnosing-dementia  

    Glasgow Coma Scale:  https://www.
glasgowcomascale.org  

    Brain Injury Australia:  https://www.
braininjuryaustralia.org.au/  

     Stroke Foundation Australia:  https://
strokefoundation.org.au  

     Stroke Foundation of  New Zealand:  
 http://www.stroke.org.nz  
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