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Items for Credit Maneuver Description of Technique Clinical Rationale & Notes
General: Patient Sitting Assess by observing patient during your encounter Clinician's initial impression of the patient's overall state of health and 

urgency of encounter
1 Wash Hands Wash hands with soap or hand sanitizer before starting the exam 

and after completion of the exam.  Note: If you do not do so 
before the exam, the patient will ask you to wash your hands- but 
you will not receive credit for this item.
Note: Although not required, we recommend cleaning your 
stethoscope before examining the patient with an alcohol wipe.

This is a good practice for infection control.  We recommend cleaning 
your stethoscope for use in between patients.

Appearance Assess the patient for: 
Physical State: Healthy, acutely ill, chronically ill
Distress: None, Moderate, High
Affect: Normal, depressed, anxious
Normal:                                                                     Observe the patient's speech pattern

1. Patient is alert  Observe the appropriateness of answers to questions
2. Patient able to give a coherent history     

Diminished: If so, describe
Speech & Hearing Speech: Fluent language, non fluent language Speech: May be affected by stroke

Hearing: Normal, or diminished to conversational voice Hearing: May be age-related hearing loss

Vital Signs
2 Take Blood Pressure 1. Patient seated comfortably. Ask patient for arm preference.  

Only need to perform unilaterally
Normal: Context dependent.  

2. Arm supported at heart level Usually > 140/90 is considered high, < 90/50 is low.
3. Cuff positioned over brachial artery (on skin) Elevated: Hypertension, anxiety
4. Listen with stethoscope over brachial artery Low: Dehydration, medicines, sepsis (bloodstream infection), adrenal 

insufficiency
5. Inflate cuff rapidly above point where Korotkoff sounds 
disappear

6. Deflate slowly, listen for appearance of Korotkoff sounds 
(systolic) and disappearance (diastolic)

3 Measure Heart Rate Normal: 60-100 bpm.
Bradycardia (<60 bpm): Arrhythmia, medicines, hypothyroidism, 
hypothermia
Tachcardia (>100bpm): Anxiety, dehydration, hyperthryoidism
Irregular: Arrhythmia (eg, atrial fibrillation)

4 Normal: 10-14 breaths/min
Bradypnea: Oversedation, neurologic disease
Tachypnea: Many cardiopulmonary disorders (asthma, congestive heart 
failure, acidosis, anxiety)

Record the method used for temperature (oral, axillary, rectal, 
tympanic)  

Normal Temp: Approx 97-100F

If patient is on supplemental oxygen, record how much oxygen and 
device used.  Eg, 2L via nasal cannula

Hypothermia: Cold exposure, shock, hypothyroidism, adrenal insufficiency

Fever: Infection, certain malignancies (eg lymphoma), inflammation, 
medication reaction
BMI < 20: Low
BMI ≥ 20 and < 25: Normal

Level of Consciousness/ 
Orientation

Record Temperature, 
Height, Weight, BMI, 
Oxygen saturation

Ideally: patient should be seated comfortably, wth back supported and 
feet planted on ground. Brachial artery should be palpated prior to 
stethoscope placement, and the artery marker on the blood pressure cuff 
should be over the brachial artery.  It's good practice to verbalize the 
measured blood pressure to the patient

Assessing appearance can be essential to addressing patient's comfort 
and in diagnosing mental and physical illness

Only need to perform this unilaterally
Palpate radial pulse using fingertips for at least 15 seconds 
(multiply x 4 and record as beats per minute)

Unobtrusively observe the patient's chest wall motion.  Can do this 
while pretending to be taking radial pulse.  Count breaths for at 
least 15 seconds, and multiply x 4, record as breaths per minute

Measure Respiratory 
Rate
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Items for Credit Maneuver Description of Technique Clinical Rationale & Notes
BMI ≥ 25 and < 30: Overweight
BMI ≥ 30: Obese

Head, Ears, Eyes, Nose and Throat (HEENT)
5 Inspect Eyes & Lids 1. Must inform patient, preferably before starting "I'm looking to 

examine the different parts of the eyes and eye movements. "   If 
patient is wearing glasses, must ask patient to remove them for 
this item.

Look for symmetry.  Deviated eye: Lazy eye vs cranial nerve defect

2. Inspect eyelids and surrounding skin Proptosis (protruding eye): Hyperthyroid, tumor
3. Inspect conjuctivae.  Retract lower eyelids downward.  May be 
helpful (not required) to ask patient to look upward

Drooping lid (Ptosis): Aging, stroke, myasthenia gravis, aneurysm

4. Inspect sclerae Conjunctival pallor: Anemia
Sclera: Jaundice (yellow)- liver failure or hemolysis; Blue- Osteogenesis 
imperfecta

6 Test Outer Visual Fields Test visual fields bilaterally (CN II and CNS Visual pathways)
1. Position yourself 1-2 feet from patient at eye level.  Helpful to 
have your feet 1 foot from the edge of bed, use a stool if needed 
to be at eye level).   This test is not valid (and you will not get 
credit) if you are >2 feet away from the patient!
2.  Ask patient to look with both of their eyes open into your 
open eyes as you look into theirs
3.  Test upper outer and lower outer visual fields.  

Upper Outer visual fields: Position your hands about 1 foot 
lateral to each of the patient's shoulders, above the level of the 
patient's head, and equidistant between you and the patient. 
 (Imagine a plate of glass equidistant between you and the 
patient, and that you are resting your hands on the plate of 
glass) 

Wiggle each index finger one at a time and ask the patient to 
point to the finger that is wiggling.  (Check left and right fields)

Lower outer visual fields:  Lower your arms so that your hands 
are now below the level of the patient's jaw, and they should 
remain 1 foot lateral to each of the patient's shoulders, and  
equidistant between you and the patient.  

Wiggle each index finger one at a time and ask the patient to 
point to the finger that is wiggling.  (Check left and right fields)

7 Assess extraocular movements (CN III, IV & VI)
Position yourself approximately 1-2 feet from patient.  (Helpful to 
have your feet approx 1 foot from the edge of bed)  Ask the 
patient to follow your finger with just their eyes while moving 
through the six cardinal directions of gaze  
**Note: You should make a big "H" at least the width of the 
patient's shoulders

1. To the patient's right until unable to see lateral white of the 
eye (sclera)
2. To the right and upward
3. To the right and downward
4. To the patient's left until unable to see lateral white of the 
eye (sclera)

Dysconjugate gaze: Developmental disorder; less likely multiple sclerosis, 
stroke or trauma

Extraocular movements 
Cranial nerves III, IV, and 
VI

A pituitary tumor or stroke can cut off parts of the visual field.  

 
**Note: Included in CORE exam for educational training of maneuver and 
practice.  Would not be necessarily done as part of the routine exam of 
the asymptomatic patient.                                        These are challenging 
maneuvers for students.  Refer to the Core Exam Prezi for video 
references.
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5. To the left and upward
6. To the left and downward 

8 Pupillary Reaction to 
Light

Assess pupillary reflexes to light bilaterally (CN II, III).  Turn out 
room light if necessary

Constricted vs dilated: Constricted with opiate use, glaucoma eye drops

Cranial Nerves II, III **Note: The light should be shined into each eye twice Anisocoria (pupils of different size): May be normal, may signal brain 
swelling, aneurysm, Pancoast tumor

1.  Ask the patient to look at a fixed point in the distance
2.  Shine a bright light into the right eye.  Assess for pupillary 
constriction in the right eye (Direct Reaction)
3.  Shine the light again in the right eye.  Asess for pupillary 
constriction in the left eye (Indirect Reaction)
4.  Repeat the procedure for the left eye.

9 Inspect oropharynx & 
dentition

Use light source for inspection.   A tongue blade, if available, may 
be helpful, and should be used if unable to visualize the palate.  
Must verbalize to the patient that you are examining their mouth, 
and perform items 1-5 for credit.

Torus palatinus: benign midline bony growth of hard palate

Inform the patient that you are examining their mouth: eg. "I am 
now going to look in your mouth to examine your teeth, gums, and 
tongue."

1. Inspect lips, gums, mucosa.  Ask the patient to use their hands 
to lower their bottom lip.  Ask the patient to then raise the upper 
lip.  Visualize the upper and lower gums.

Caries & Dentures: Observe and record

2. Inspect tongue, including underside Leukoplakia, malignancy: Don't forget to look under the tongue!
3. Inspect teeth
4. Inspect hard and soft palate
5. Inspect posterior pharynx

10 Test for palate elevation  
Cranial nerves IX, X

Use light source for inspection.   A tongue blade, if available, may 
be helpful, and should be used if unable to visualize the palate

If affected, for example by a stroke, patient is at risk for aspiration when 
eating

Observe elevation of the palate by instructing the patient to say 
"ah"

11 Tongue protrusion 
symmetry
Cranial nerve XII

Ask the patient to open their mouth and protrude their tongue.  
Look for deviation of the tongue from the midline

Tongue deviation away from midline: Stroke, CN XII tumor

Note: Items 10 & 11 are often done together.  Eg, have the patient say 
"Ah", and then protrude tongue afterwards.  

12 Facial Sensation Sensory loss or change may be from stroke
Cranial nerve V Herpes zoster (shingles) can appear on one of the three sensory branches 

of CN V
Ask patient to close their eyes.  Touch the forehead, cheeks, and 
jaw symmetrically on each side of the face.  Compare whether left 
and right sides feel the same.  ("Does this feel the same or 
different?")

13 Test CN VII.  Ask the patient to:
 1. Raise both eyebrows OR close eyes tightly              
 2. Smile

Neck
14 Test trapezius strength Check upper trapezius strength bilaterally

Cranial nerve XI Ask the patient to shrug both shoulders upward while resisting 
downward pressure from your hands

15 Palpate lymph nodes 1.  Inspect skin of neck
Anterior and Posterior 
Cervical, supraclavicular

2. Palpate with pads of fingers in circular motion on skin, 
bilaterally.  Must do all 3 for credit.

  a) Anterior cervical: Position hands just medial to the anterior 
edge of the sternocleidomastoid muscles, palpate from superior 
to inferior, along the edge of the muscle
  b) Posterior cervical: Position hands in the posterior triangle of 
the neck (between the sternocleidomastoid and trapezius 
muscles) and palpate from superior to inferior ends of the 
triangle
  c) Supraclavicular

16 Palpate thyroid Posterior approach for examination must be done for credit The thyroid should move up and down as you swallow
1.  Inspect anterior neck.  Must say "I'm looking at your neck to 
inspect the thyroid" for credit

Assess for size, nodularity, tenderness

2.  It may be helpful, but not required, to ask patient to flex neck 
slightly to relax the sternocleidomastoid
3.  Position fingers above the sternal notch and below the cricoid 
cartilage 
4.  Assess the size of the thyroid.
Palpate thyroid without the patient swallowing.  Gently apply 
pressure to the left of the patient's trachea, and use your other 
hand to palpate the right lobe of thyroid.  Then apply gentle 
pressure to the right of the patient's trachea, and use your other 
hand to palpate the left lobe of the thyroid

Tender: thyroiditis.         Nodule: may be benign or malignant 

Isolated CN XI disease is rare. XI also innervates the sternocleidomastoid 
muscles

Note location, number, size, firmness, smoothness, mobility, tenderness 
of lymph nodes.  Helps to differentiate the cause of enlargement of 
nodes: malignancy vs infection (reactive)

Refer to Core Exam Prezi for detailed diagrams of lymph node locations

Diffusely Enlarged (Goiter): May be associated with 
hyper/hypothyroidism

Reaction to light: If diminshed, may be afferent defect from optic nerve 
disease (multiple sclerosis affecting CN II) or efferent defect (tumor 
affecting CN III)

Infections: Candidiasis (oral thrush) from use of steroid inhaler for 
asthma or from an immune deficiency

Strength of facial 
muscles

Forehead, eye, and mouth weakness: Peripheral lesion (lower motor 
neuron, eg. Bell's palsy)

Eye and mouth weakness: Central lesion.  (Upper motor neuron, eg 

Test for light touch sensation of each branch of CN V (V1, V2, V3) 
with your fingers or a cotton swab
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5.  Assess the movement of the thyroid
Palpate thyroid again with swallowing.  Position hands on both 
thyroid lobes and apply gentle pressure.  Ask the patient to 
swallow, while your hands stay in a fixed position. 

 Palpating for nodules and symmetric up-down motion of the thyroid 
with swallowing.

An acceptable alternative would be to palpate the left lobe of the 
thyroid without swallowing and then with swallowing following 
the above maneuver, and to then move the right lobe of thyroid for 
palpation without swallowing and then with swallowing. 

Chest
17 Inspect thorax 1.  Inspect skin (posteriorly and anteriorly).  Ask the patient, "I'm 

looking at your back and chest for any skin changes.  Have you 
noticed any?" Must be said for credit

Increased work of breathing may be seen in various conditions such as 
asthma, chronic obstructive lung disease, or congestive heart failure

2. Observe for any asymmetry, abnormal curvature, and accessory 
muscle use, indicating increased work of breathing

18 Percuss Chest

As an alternative, It may be helpful to use a reflex hammer for 
percussion of the chest, particularly in an obese patient.  Do not 
percuss the chest directly-position your other hand on the patient's 
back to receive the tap from the hammer.

**Note: Included in CORE exam for educational training of maneuver and 
practice with percussion.  Would not be necessarily done as part of the 
routine exam of the asymptomatic patient.  

19 Auscultate Chest 1. Instruct the patient to take deep breaths through an open mouth 
before auscultation

Wheezing or prolonged expiratory phase may indicate airflow 
obstruction, as in asthma or chronic obstructive lung disease

2.  Auscultate the posterior lung fields bilaterally and 
symmetrically.  Compare right and left sides at upper, middle, and 
lower lung fields.

Crackles may indicate pulmonary edema, infection, or fibrosis

3.  Auscultate the anterior lung fields bilaterally (one location on 
each side) and symmetrically at the same level. 

Decreased breath sounds may indicate pleural effusion, elevated 
diaphragm, or an obstructing airway mass

Heart: Have patient lay supine. 30 degrees elevation of head of bed
20

2.  Inspect jugular venous pulse on the patient's right side. JVP is elevated in congestive heart failure, is low with volume depletion

Helpful to use tangential light to highlight pulsations; measure 
vertical height above sternal angle

21 Palpate carotid arteries Palpate the carotid artery, one side at a time Force of upstroke:  
Slow upstroke is seen with severe aortic stenosis
Rapid up and down "waterhammer" is seen with significant aortic 
regurgitation
Asymmetry: May be caused by blockage on one side and may be a 
harbinger of stroke

22 Palpate apical impulse Palpate the apical impulse, most commonly in the 5th intercostal 
space, mid-clavicular line

An apical impusle displaced lateral to the mid-clavicular line may 
indicate an enlarged heart

23 Auscultate with 
diaphragm

Although not required, it may be helpful to palpate the landmarks 
for each auscultation area prior to auscultation to verify location.
Identify S1 and S2 as you auscultate at each valvular area. Listen 
for any murmurs

Murmurs can be benign, or may represent valvular pathology. 
Assess for any murmurs: Identify if a murmur occurs during systole vs 
diastole.  When reporting a murmur, describe timing, intensity, location, 
radiation, and character of sound (eg. Holosystolic, vs crescendo-
decrescendo)

1.  Auscultate the aortic area (2nd intercostal space, right upper 
sternal border) using the diaphragm of the stethoscope.

Listen for physiologic S2 splitting into A2 & P2 on inspiration

2.  Auscultate the pulmonic area (2nd-3rd intercostal space, left 
upper sternal border) using the diaphragm of the stethoscope.

3.  Auscultate the tricuspid area (4th-5th intercostal space, just left 
of the sternum) using the diaphragm of the stethoscope.
4.  Auscultate the mitral area (5th intercostal space, mid-clavicular 
line) using the diaphragm of the stethoscope.

24 Auscultate with bell Auscultate the mitral (apical) area using the bell of the 
stethoscope to listen for extra heart sounds (S3 or S4) 

Listen for extra heart sounds (S3 or S4), suggestive of congestive heart 
failure, or uncontrolled hypertension
**Note: Certain stethoscopes (eg Littman) may not have a separate bell.  
These will instead require lighter pressure on the diaphragm to create a 
bell to capture the lower pitch heart sounds.

Abdomen: Patient Supine.  Lower the head of the bed if still elevated (Must be flat for Item #27).
25 Inspect abdomen Observe skin of abdomen, any scars, distension.  Must fully expose 

the abdomen for credit.
1. Scars: Ask what surgery was performed

Percuss the posterior lung fields bilaterally and symmetrically over 
the upper, middle, and lower lung fields.  Compare right and left 
sides at each of the three levels.

Hyperresonance suggests chronic obstructive lung disease

Dullness with percussion may indicate pleural effusion or consolidation

Inspect Jugular Venous 
Pulse (JVP)

1. Position head of bed 30-45 degrees to visualize the JVP in the 
average healthy adult.  Must be done for credit

JVP > 4cm vertically above the sternal angle is elevated

P2>A2 suggests pulmonary hypertension
Fixed splitting or paradoxic S2 splitting suggests atrial septal defect or 
left bundle branch block respectively
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Must verbalize skin inspection to patient for credit.  Ask the 
patient, "I'm looking at your stomach for any skin changes.  Have 
you noticed any?"

2.  Ascites: Abdominal swelling caused often by liver failure.

26 Auscultate abdomen Listen with diaphragm of the stethoscope until bowel sounds are 
heard (minimum of 3 seconds for credit)  If you have not heard 
bowel sounds, continue listening for 15 seconds.    One location is 
sufficient.

Bowel sounds are of low value in a routine exam.  They may be absent in 
inflammation (eg acute appendicitis) or increased, high pitched in 
obstruction.

Bruits: May indicate narrowing/aneurysm of arteries (eg. Aorta, renal 
artery)
**Note: Included in CORE exam for educational training of maneuver and 
practice hearing normal bowel sounds.  Would not be necessarily done as 
part of the routine exam of the asymptomatic patient.  

27 Palpate Abdomen 
(6 areas)

1.  Lower the head of the bed.  Head of bed must be lowered (flat, 
patient supine) for credit.
2. Palpate the abdomen lightly and deeply in each of the 6 areas 
described below.  With fingers together and pressed flat against 
the patient's abdomen, apply gentle dipping motion before gliding 
smoothly to the next area.   

a.  In all four quadrants (RUQ, LUQ, RLQ, LLQ)
b.  In the suprapubic area
c.  In the epigastric area

28 Palpate Liver Edge Palpate for the liver edge
1.  Place your right hand on the patient's right abdomen, lateral 
to the rectus muscle, beginning at least 3 fingerbreadths below 
the costal margin.  Ask the patient to take a deep inhalation and 
then exhale.  While the patient is exhaling, apply deeper 
pressure to move your hand into position. 

2.  Ask the patient to take in a second deep inhalation as you 
gently palpate upwards using the long edge of your fingers as 
you try to feel the descending liver edge.  

29 Assess lower extremity 
edema bilaterally

Press firmly over lower anterior shins (against the tibia) and/or 
the medial or lateral malleolus of ankles (minimum of 2 secs for 
credit) until your thumb has reached the bone. Observe the skin for 
any indentations.

Pitting edema (depression in skin noted when pressure applied)- venous 
insufficiency, congestive heart failure, low protein state such as liver 
failure or nephrotic syndrome

Non-pitting edema: Lymphedema
30

Dorsalis pedis pulses: Palpate bilaterally on top (dorsum) of the 
foot midway between the toes and ankle (often found just medial 
to the Extensor hallucis longus (EHL) tendon)

Extremities & Musculoskeletal: Patient Sitting OR Supine
Inspect Skin Skin examination should be done regionally as students go along, 

as part of the following exams: HEENT, Neck, Chest, Abdomen, 
and Extremities

Color:  normal pink vs bluish of cyanosis vs ruddy of polycythemia

Student must make deliberate effort to expose skin of each region 
and fully visualize the skin in that region

Rash:  (hives/papules from allergic reaction vs erythema migrans of 
Lyme vs plaques of psoriasis vs. petechiae of vasculitis)
Bruises: coagulopathy, abuse
Decubital ulcers:  especially with elderly or those with decreased 
mobility
Skin cancer:  black/brown or irregular shaped moles (melanoma)

Palpate Dorsalis pedis 
OR posterior tibialis 
pulses

Need to palpate only one of these pulses bilaterally.
Posterior tibialis pulses: Palpate bilaterally at the ankle slightly 
behind (posterior) to the medial malleolus

Absent or diminished pulses may be found due to narrowing/obstruction 
of the arteries from atherosclerosic plaque (peripheral vascular disease)

Masses—abdomen should be soft all over; hard areas may be cancers or 
enlarged organs (e.g., polycystic 
kidneys, enlarged spleen)

Tenderness—If focal, suggests organ inflammation (e.g., appendix, 
pancreas, gall bladder) or damage eg, stomach ulcer)

Ideally:  Palpate lightly all areas then deeply all areas.

Palpable liver edge is not a reliable sign of liver enlargement, but 
suggests further exam needs to be done to determine if the liver is 
indeed enlarged.  
Liver enlargement may be due to alcohol, viral hepatitis, cancer. You can 
normally sometimes feel the liver edge on deep inspiration.
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31 Student must make deliberate effort to visualize entire extremity 

and inspect skin to receive credit.  Must verbalize skin inspection, 
eg "I'm looking at your arms for any skin changes.  Have you 
noticed any?"   Need to pull up the sleeves of the gown to expose 
both shoulders

Overall: Look for presence, position, use of limbs, muscle atrophy, any 
contractures from old stroke

Upper extremities
Overall: Inspect arms, forearms, hands (both sides), nails
Joints: Inspect shoulders, elbows, wrists, hands

32 The patient is to initiate each of these movements on his/her own.

Fingers: Ask patient to spread fingers bilaterally and make a fist 
bilaterally.  Can be done for both hands simultaneously.
Wrist: Have patient flex and extend each wrist.  Can be done for 
both hands simultaneously.
Elbow: Have patient flex and extend each elbow fully and observe 
movement.  Can be done for both arms simultaneously
Shoulder: Have patient raise arms up over their head at the same 
time, and then bring back down to resting.  Can be done for both 
arms simultaneously

33 Strength: Test proximal and distal extension against resistance
Wrist extension: Ask the patient to make a fist and extend wrist.  
To isolate the wrist joint, stabilize the patient's forearm, and ask 
patient to resist you pulling the wrist to the neutral position.  Do 
this on each wrist separately.
Elbow extension: To isolate the elbow, have the patient flex the 
arm at the elbow, and hold the patient's forearm.  Then ask the 
patient to push against your hand. 
Shoulder abduction and deltoid strength: Have patient hold arms 
out to sides at shoulder level and resist when you push down on 
his arms (closer to elbows)  Can assess both sides at the same 
time.

34 Student must make deliberate effort to visualize entire extremity 
and inspect skin to receive credit.  Must verbalize skin inspection, 
eg' "I'm looking at your legs for any skin changes.  Have you 
noticed any?" Need to raise up the gown to expose skin to the 
level of the inguinal fold, while maintaining patient modesty and 
comfort

Overall: Look for presence, position, use of limbs, muscle atrophy, any 
contractures from old stroke

Lower extremities
Overall: Inspect legs, feet(dorsal and plantar), and nails
Joints: Inspect upper thigh (to level of inguinal fold), knees (back of 
knee as well), ankles, feet

35 Ankles: Ask patient for plantar and dorsal flexion in both ankles. 
Can be done simultaneously.
Knees: Have patient flex and extend each knee.  Can be done 
simultaneously
Hip: Ask patient to flex hip (raise thigh) off the table.  Perform 
bilaterally, one leg at a time.

Inspect Lower 
Extremities for overall 
appearance

Observe Lower 
Extremities for range of 
motion

Strength: Compare left and right sides and look especially for differences 
in symmetry since neurological diseases often affect one side of the 
body. Asymmetry in strength can be caused by stroke, tumors, infections, 
and immune diseases of the nervous system

Assess Upper 
Extremities for overall 
strength

Observe Upper 
Extremities for active 
range of motion

Inspect Upper 
Extremities for overall 
appearance

Joints: Look for any pattern- symmetrical, deformed, often swollen and 
warm MCP/PIP joints (rheumatoid arthritis) vs asymmetrical, not 
deformed, swollen or warm PIP/DIP joints (osteoarthritis)
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36 Strength: Test proximal and distal strength against resistance

Hip Flexion: Ask the patient to raise the thigh. Place your hand 
on the patient’s thigh, and ask the patient to raise the leg 
against your hand.  Provide gentle downward pressure and ask 
the patient to resist. Each leg is tested separately.
Knee Extension: With the knee flexed, ask the patient to  try to 
straighten their leg as you provide resistance. 
Dorsiflexion: Ask the patient to flex their foot up toward the 
ceiling as far as they can and resist as you try to push it back 
down.  Can be done for both feet simulataneously

Neurological
Cranial Nerves Cranial nerve testing is integrated into the HEENT section 
Upper and Lower 
Extremity Strength

Upper Extremity and Lower Extremity  Strength is integrated with 
the Extremities and Musculoskeletal

37

Ask patient to close their eyes.  Use your fingers, tissue, or a 
cotton swab or ball to touch each area.
Compare symmetrical areas on two sides of the body, at both 
proximal and distal levels
Each time, ask the patient, "Does this feel the same or different?" 3.  More localized sensory deficit suggests peripheral nerve, root, or 

spinal cord lesion
Upper extremities: 2 steps

1. Back of left hand compared to back of right hand
2. Back of left upper arm, above elbow, compared to back of 
right upper arm, above elbow

38 Ask patient to close their eyes.  Use your fingers, tissue, or a 
cotton swab or ball to touch each area.
Compare symmetrical areas on two sides of the body, at both 
proximal and distal levels
Each time, ask the patient, "Does this feel the same or different?"

Lower extremities: 2 steps
1. Top of left foot compared to top of right foot
2. Top of left thigh compared to top of right thigh

39 Biceps reflex (C5,C6):
With the patient's arm partially flexed at the elbow place your 
thumb or finger firmly on the biceps tendon and strike your 
finger with the reflex hammer.
For credit: Must be done bilaterally; palm may be facing down or 
towards the patient

Knee (Patellar) reflex (L2,L3, L4):
Patient may be either sitting or supine with knee flexed.  Tap the 
patellar tendon just below the patella with the reflex hammer.

For credit: Must be done bilaterally
40 Observe Gait Ask patient to stand, walk across the room, then turn and come 

back.
Assess balance (may be poor in old age, neuropathy), base/width of gait 
(cerebellar disease, stroke, EtOH), Step length, stride and height 
(Parkinson's B12 deficiency, syphilis)

Wash Hands Wash hands with soap or hand sanitizer before starting the exam 
and after completion of the exam.  Note: If you do not do so 
before the exam, the patient will ask you to wash your hands- but 
you will not receive credit for this item.

Functional Assessment
The clinician's synthesis of the findings of the CORE exam maneuvers, to develop an assessment of how well the patient is able to physically function independently 
primarly based on general appearance, musculoskeletal and neurological exam.

Strength: Compare left and right sides and look especially for differences 
in symmetry since neurological diseases often affect one side of the 
body. Asymmetry in strength can be caused by stroke, tumors, infections, 
and immune diseases of the nervous system

Check Sensory: Light 
Touch Upper Extremities

Check Sensory: Light 
Touch Lower Extremities

**Note:  Facial sensation is covered in the Mouth & Throat 
(HEENT) section

1.  Difference between left and right sides: One sided numbness 
suggests a central nervous system lesion
2.  Distal versus proximal difference: Bilateral decreased sensation in 
stocking-glove distribution suggests peripheral neuropathy

Assess Lower 
Extremities for overall 
strength

Check Deep Tendon 
Reflexes: Biceps & 
Patellar

Assess for lack of symmetry—e.g., from stroke or spinal arthritis 


