
25.) Nasal Turbinates - Significance


Consist of three: superior, middle, inferior. They increase the surface area so that 
more blood vessels and mucous membranes are available to warm, humidify, 
and filter the inhaled air.

26.) Palpation of sinuses - Normal vs. Abnormal Findings


Using your thumbs, press over the frontal sinuses below the eyebrows and over 
the maxillary sinuses below the cheekbones. Do not press directly on the 
eyeballs. The person should feel firms pressure, but no pain. If you suspect sinus 
inflammation, use transillumination. Shine your pen light over the frontal and 
maxillary sinuses in a dark room. You should see a red glow. If there is no 
illumination, the sinuses are filled with fluid.

27.) Example of a cuff size that is too small


The width of the bladder should equal 40% of the circumference of the person’s 
arm. The length should equal 80% of this circumference. BP cuffs come in 6 
different sizes for infants through XL adults. 

28.) Lung Sounds - Normal vs. Abnormal Findings


*Normal



-Bronchial: expiration longer than inspiration - harsh and hollow sounding



-Bronchovesicular: inspiration equals expiration - mixed



-Vesicular: inspiration longer than expiration - rustling, like the sound of 

wind in trees



-Atelectatic crackles: short, popping crackling sounds that do not last more 

than a few breaths. Common in sleeping patients or the elderly, but not 

pathologic.


*Abnormal



-Decreased or absent breath sounds (emphysema, obstruction)



-Increased breath sounds (pneumonia or fluid in lungs)



-Adventitious Sounds




-Crackles (or rales)




-Wheezes (rhonchi)

29.) Dull percussion notes during lung exam - Significance


Percussion over the lung fields should be of resonance (low-pitched, clear, 
hollow sound). If you happen to percuss 
a dull note over the lung fields (a soft, 
muffled thud), this signifies abnormal density. This can mean the patient has 
pneumonia, pleural effusion, atelectasis, or tumor.

30.) Unequal Lung Expansion - Significance


Unequal lung expansion may signify atelectasis, pneumonia, or trauma such as a 
fractured rib or pneumothorax.

31.) Sputum Color - What different colors may indicate


White or Clear: cold, bronchitis, viral infection


Yellow or Green: bacterial infection


Rust: tuberculosis, bacterial pneumonia


Pink and frothy: pulmonary edema OR possible side effect of medication

32.) Direction of blood flow


Arteries bring blood away from the heart, while veins bring blood back towards 
the heart. 


*Through the heart: Right atrium, tricuspid valve, right ventricle, pulmonic valve, 
pulmonary artery, lung, pulmonary vein, left atrium, mitral valve, left ventricle, 
aortic valve, aorta, body

33.) Carotid Artery Assessment - When to assess and how


When palpating the carotid artery, palpate gently. If palpation leads to decreased 
BP and heart rate, this is a sign of hypersensitivity. If the pulse feels diminished 
and weak, this is a sign of decreased stroke volume. In patients middle-aged or 
older who present signs or symptoms of cardiovascular disease, auscultate for 
signs of a bruit. This is a blowing, swishing sound indicating blood flow 
turbulence. When assessing a bruit, place the stethoscope lightly at the angle of 
the jaw, midcervical area, and base of neck. Ask the person to take a breath, 
exhale, and hold it briefly while you listen so that tracheal breath sounds do not 
mimic a bruit.

34.) Sequence for auscultation of heart sounds


Apical

Pulmonary

Erb’s Point

Tricuspid

Mitral

35.) S1 vs. S2


S1 occurs with the closure of the AV valves signaling the start of systole. S1 is 
loudest at the apex and is the “Lub” sound. S2 is the closure of the semilunar 
valves and signals the end of systole. S2 is the loudest at the base and is the 
“Dub” sound.

36.) Thrill


When palpating across the precordium of the heart, there should be no 
pulsations. A thrill is a palpable vibration that feels like the throat of a purring cat. 
This signifies turbulent blood flow and accompanies a heart murmur. 

37.) Profile Sign - What it is looking for


The profile sign is assessing the angle of the nail base, which should be 160 
degrees (or possibly less). Clubbing, which is an angle of greater than 160 
degrees (usually 180+), is a sign of congenital chronic cyanotic heart disease, 
emphysema, or chronic bronchitis. The nail base may also feel spongy to 
palpation.

38.) Measure of pulses (scale) and what do you expect to find if, for example, brachial pulse is absent


3+ Full, Bounding


2+ Normal


1+ Weak, thready


0   Absent


If the pulse is weak or absent, this may signify decreased cardiac output, 
peripheral artery disease, or aortic valve stenosis.

39.) What structures are located in each quadrant of the abdomen


RUQ: liver, gallbladder, duodenum, head of pancreas, right kidney, hepatic 
flexure of colon


LUQ: stomach, spleen, left lobe of liver, body of pancreas, left kidney, splenic 
flexure of colon


RLQ: cecum, appendix, right ovary, right ureter, right spermatic cord


LLQ: part of the descending colon, sigmoid colon, left ovary, left ureter, left 
spermatic cord

40.) Potential causes of hypoactive & hyperactive bowel sounds


Hypoactive: decreased motility related to inflammation, abdominal surgery, late 
bowel obstruction, or pneumonia


Hyperactive: early bowel obstruction, gastroenteritis, brisk diarrhea, laxative use, 
and subsiding paralytic ileus

41.) Costovertebral Angle Tenderness - Significance


Costovertebral angle tenderness is tested by indirect percussion to the kidney. 
Place one hand over the 12th rib and thump that hand with the other wrist. This 
should cause the patient no pain. If there is tenderness present, it will likely be a 
sharp pain and signifies inflammation of the kidney or paranephric area. 

42.) Murphy’s Sign, Obturator Test, Rebound Tenderness, Iliopsoas Test - How and when to do each


*Murphy’s Sign (Inspiratory Arrest)



-When to do it: if there is pain while palpating the liver - indicative of 

inflamed gallbladder



-How to do it: Hold your fingers under the liver border & ask the patient to 

take a deep breath. This should cause no pain. If there is a positive test, 

the patient will feel a sharp pain and will stop inspiration midway.


*Obturator Test 



-When to do it: when the acute abdominal pain of appendicitis is 

suspected



-How to do it: With the person supine, lift the right leg, flex at the hip and 

90 degrees at the knee, hold the ankle, and rotate the leg internally and 

externally. This should cause the person no pain. A positive test produces 

pain because a perforated appendix irritates the obturator muscle.


*Rebound Tenderness (Blumberg’s Sign)



-When to do it: When the person reports abdominal pain or when you elicit 

tenderness during palpation



-How to do it: Choose a sign away from the painful area, hold your hand at 

a 90 degree angle, push down slowly and deeply, and lift up quickly. This 

makes structures that are indented by the palpation rebound suddenly. 

This should cause no pain, and if it does it is a positive test. A positive test 

is a reliable sign of peritoneal inflammation, which accompanies 

appendicitis. 


*Iliopsoas Muscle Test



-When to do it: When acute abdominal pain of appendicitis is suspected



-How to do it: With the person supine, lift the right left straight up, flex it at 

the hip, and push down over the lower part of the right thigh as the person 

tries to hold their leg up. This should elicit no pain. If there is a positive 

sign, the person will feel pain in the right lower quadrant.

43.) Abduction, Adduction, Flexion, Extension


-Abduction: moving a limb away from the midline of the body


-Adduction: moving a limb towards the midline of body


-Flexion: bending a limb at the joint


-Extension: straightening a limb at a joint

44.) Osteoporosis - What is it?


The decrease in skeletal bone mass. This is cause by the rate of bone resorption 
being grater than that of bone formation. Occurs usually in postmenopausal white 
women. 

45.) How to perform testing for carpal tunnel syndrome


Direct percussion of the median nerve at the wrist. This should produce no 
symptoms. If there is a positive sign, this is called Tinel’s Sign. In people positive 
for Tinel’s sign, there is a burning and tingling along the median nerve during 
percussion.

46.) Reflex testing - what to expect as a normal movement as a result of your striking each spot with a reflex hammer


Right and left sides should have equal responses. This is subjective and health 
people may have diminished reflexes. 


-Biceps reflex: contraction of the biceps and flexion of the forearm


-Triceps reflex: extension of the forearm


-Brachioradialis reflex: flexion and supination of the forearm


-Quadriceps reflex: extension of the lower leg


-Achilles: foot plantar flexes against your hand


Experience will give you a better judgement, however this scale is used:



4+ Very brisk, hyperactive with clonus, indicative of disease



3+ Brisker than average, may indicate disease



2+ Average, normal



1+ Diminished, low normal



0   No response


-Clonus: a set of rapid, rhythmic contractions of the same muscle


-Hyperreflexia: the exaggerated reflex seen with upper motor neuron lesions 
(brain attack)


-Hyporeflexia: absence of a reflex, lower motor neuron problem (spinal cord 
injury)

47.) What each part of the brain controls (Cerebellum, Cerebrum, Medulla)


-Cerebellum: Motor coordination of voluntary movements, equilibrium, and 
muscle tone (does NOT initiate movement, just coordinates it to make it smooth - 
think playing the piano, etc.)


-Cerebrum: Center of human’s highest functions such as: governing thought, 
memory, reasoning, sensation, and voluntary movement


-Medulla: Autonomic centers (respiration, heart, GI function) and nuclei for cranial 
nerves VIII - XII

48.) Signs of decreased level of consciousness


Consciousness is being aware of one’s own existence, feelings, and thoughts 
and aware of the environment. It is the most elementary of mental status 
function. The different stages of decreased consciousness are as follows:

1. Alert: awake or readily aroused, oriented to external and internal factors
2. Lethargic: Not fully alert, drifts off to sleep when not stimulated, can be aroused to name when called in a normal voice, thinking seems slow and fuzzy
3. Obtunded: Sleeps most of the time, difficult to arouse (needs shouting or vigorous shaking), confused, speech mumbled and incoherent
4. Stupor or Semi-Coma: spontaneously unconscious, responds only to pain or persistent shake, can withdraw to pain, can only groan or mumble, still has reflexes
5. Coma: completely unconscious, no response to pain or to any external or internal stimuli, light coma has some reflex activity but no purposeful movement, deep coma has no motor response
49.) Assess of each cranial nerve (tests to be done)


I - Olfactory Nerve: Occlude one nostril at a time and ask the person to sniff - 
present and aromatic substance


II - Optic Nerve: Test visual acuity with Snellen, test visual fields with 
confrontation, and examine ocular fundus with opthalmoscope


III, IV, and VI - Oculomotor, Trochlear, and Abducens Nerves: Check palepbral 
fissures, Check pupils for size, regularity, equality, and light reflex, Assess 
cardinal points of gaze, and Nystagmus


V - Trigeminal Nerve: Palpate the temporal and masseter muscles as the person 
clenches their teeth - should feel equal in strength, try to separate the jaws - 
should not be able to, test sensory function with a cotton wisp on the face, and 
test corneal reflex by bringing the cotton wisp to the corner of the eye


VII - Facial Nerve: Note mobility and symmetry as the person smiles, frowns, 
puffs cheeks, shows teeth, lifts eyebrows, etc. 



-if you suspect injury, apply sugar/salt/sour to the tongue to identify the 

taste


VIII - Acoustic (Vestibulocochlear) Nerve: Test hearing acuity 


IX and X - Glossopharyngeal and Vagus Nerves: Depress tongue while person 
says “ahh” - the uvula and soft palate should rise


XI - Spinal Accessory Nerve: Check equal strength by asking the patient to rotate 
the head forcibly against resistance applied to the side of chin, ask patient to 
shrug shoulders against resistance


XII - Hypoglossal Nerve: Inspect the tongue - no wasting or tremor should be 
present, note the person’s speech as well

50.) Scale for recording muscle strength

	Grade
	Description
	% Normal
	Assessment

	5
	Full ROM against gravity, full resistance
	100
	Normal

	4
	Full ROM against gravity, some resistance
	75
	Good

	3
	Full ROM against gravity
	50
	Fair

	2
	Full ROM with gravity eliminated (passive motion)
	25
	Poor

	1
	Slight contraction
	10
	Trace

	0
	No contraction
	0
	Zero



