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Respiratory Ax- Introduction

Respiratory Assessment is a core skill for physiotherapists. 

The need for a chest assessment can arise in any inpatient

placement or rotation and may form part of your daily

workload.

It can involve assessment of chronic conditions like Cystic

Fibrosis in a clinic setting, it can be the assessment of a

deteriorating patient in the Medical Receiving Unit, or it can

be daily treatment of a ventilated patient in the Intensive

Care Unit. Or many other situations!

If you can confidently assess a chest patient regardless

of their circumstances, you’ll have all the information you

need to clinically reason and problem solve. 

Then you can focus on your treatments.



History

Use all sources available to you – medics, nurses, patient,

family, carers.

Presenting Condition 

Includes patient demographics, symptoms and onset. 

Example: 75 year old male admitted via the Emergency

Department (ED) 6 hours ago with SOB and productive cough.

Worsened over the last 2 hours since arriving in Medical Receiving,

unable to expectorate and desaturating.

 

History of Presenting Condition

Includes the duration of the problem and management of the

problem to date.

Example: Patient attended his GP 4/7 ago and commenced on

oral antibiotics for a chest infection, patient reports no change in

symptoms after starting antibiotics.

In ED, commenced on IV antibiotics and oxygen therapy.

COVID 19 negative

CXR done but not yet reported.

 



History

Past Medical History

All relevant PMHx

Example: COPD, not on Long Term Oxygen Therapy (LTOT), previous

admissions with chest infections, Chronic Kidney Disease (CKD),

Atrial Fibrillation (AF)

Smoking & Social History

Smoker/ex-smoker/non-smoker.

Include all types of tobacco and inhaled recreational drugs.

This can include patients normal activity level, may have

a Medical Research Council (MRC) Dyspnoea score, occupational

history, or any hobbies (not an exhaustive list).

Example: retired, lives alone and is mobile and independent, SOB

after walking 100m, and an ex-smoker.

Some occupations, or former occupations, you may want to be

aware of in a Respiratory Assessment – ship building, coal mining,

steel works, anything with asbestos.

Hobbies to keep in mind – pigeon fancying or other sort

of bird keeping.

These may carry a risk to respiratory health.



Observations

Patient position

Is the patient slouched, supine, or tilted in a way that

inhibits their breath pattern or chest clearance? Can you change

this?

Breathing Pattern

Normal breathing pattern is a 1:2 inspiration to

expiration (I/E) ratio. 

Is the patient managing this pattern?

Breathlessness

Short of breath at rest (SOBAR) 

Short of breath on exertion (SOBOE)

Are they able to talk in full sentences? Are they air hungry?

 

Alertness

GCS is the Glasgow Coma Scale for measuring consciousness

Normal is 15/15 – is the patient alert and responding to

you? Are they drowsy? Only responding to pain? Confused or

disoriented?

 

Cyanosis

Bluish purple tinged fingers, toes, nose or ears due to hypoxia.

Is the patient peripherally or centrally cyanosed?

Mottled skin?

 

Use of Accessory Muscles

Is the patient using neck or shoulder 

muscles (Scalenes, SCM, Upper Traps) 

to assist with inflation of the lungs? 

This suggests increased work of 

breathing.
Scalenes SCM



Bedside Observations

Oxygen

Are they on oxygen? Do they have LTOT? What volume of oxygen?

Do they have target sats set?

Normal range 94-98%, and 88-92% for type 2 respiratory failure or

chronic CO2 retention. 

Always liaise with medics regarding target sats.

 

Heart Rate 

Normal heart rate in a healthy adult is 60-100 bpm

Is the patient Bradycardic or Tachycardic? Is their pulse

steady or erratic?

 

Blood Pressure

Normal BP in a healthy adult is 120/80

Is the patient hypotensive or hypertensive?

What might this mean for your treatment choice?

 

Respiratory Rate

Normal RR in a healthy adult is 12-16

Bradypneic (<12) or Tachypneic (>20)?



Bedside Observations

Temperature

Normal body temperature range is anywhere between 36.5 and

37.2 degrees Celsius.

Pyrexia is the term used to indicate a high temperature which may

be caused by infection. You may also see this written as Fever.

Apyrexia is the absence of Fever.

Cough/Sputum

Do they have a cough?

Productive/non-productive?

Strong/weak? Dry? Noisy? Pain inhibited?

Can you describe it?

Can they clear secretions on their own? 

Can you describe the secretions?

Volume? Tenacity? Colour? 



Sputum

Sputum - Descriptors

1, 2, 3 or copious volume 

M - Mucoid

MP - Muco-Purulent

P - Purulent 

B - Blood-stained

Colour:

Clear - saliva

White - if frothy, can suggest pulmonary oedema

Pink - blood stained, frothy as above

Red - haemoptysis, trauma

Yellow - may suggest infection, pus

Green - may suggest infection

Brown - some atypical pneumonias/ TB

Black - necrosis, smoke inhalation 

However, you cannot tell if a patient has an infection just by the

colour of their sputum



Palpation

Thoracic expansion

Feel for the movement of the ribs on inspiration Right and Left

Do they feel equal? Is it worse on one side?

If there is a deficit to one side, this is likely the problematic side.

 

Palpable secretions

Most palpated in the apices where there is less soft tissue.

Can you feel a rumble or creps under your hands?

Does it correlate with what you hear?

This may indicate retained secretions, and can guide where you

place your hands and position the patient for treatment.



Auscultation

Auscultation points:

The apex of the lungs bilaterally (medial 1/3 of clavicle,

2cms up)

Superior lobes bilaterally: Anterior

(midclavicular line, 2nd intercostal space) and posterior (between

C7 and T3)

Inferior lobes bilaterally:

Anterior (mid axillary line, 6th intercostal space) and posterior

(between T3 and T10)

Middle Lobe Right Anterior only

(mid clavicular line, 4th intercostal space)

Auscultate side to side and top to bottom for comparison purposes.

You are looking for asymmetry.

This may be difficult if your patient needs assistance to roll or sit

forwards, get help if you need it.

Anterior Lungs Posterior Lungs



Auscultation

Breath sounds: 

Normal = air entry in all lobes on both sides. 

You might see this written as chest appears clear

 

Abnormal Breath Sounds:

Lack of air entry – reduced, quiet, dull

Crackles – loud or fine

Wheeze – high pitched whistling sounds - monophonic, polyphonic

Bronchial breath sounds – harsh prolonged expiration – often heard

over consolidation

Rhonchi – continuous, low pitched rattling sounds

Amorphic sounds – hollow, often heard over a cavity

Stridor – loud, distressing, inspiratory noise, indicative of a serious

obstructive problem. 

Get assistance if you think you hear this.



Additional Sources

Each of these will bring something to your clinical reasoning and aid

in diagnosing the problem. 

 

Chest X-Ray:

CXR can easily back up your auscultation findings and help

reinforce choice of treatment.

 

Arterial Blood Gases:

ABG’s give further indication of hypoxemia and may inform o2

weaning with more accuracy than a pulse oximeter with Spo2.

 

Other Imaging:

CT Chest can give you further diagnostic info, for example new

diagnosis of Bronchiectasis or fibrotic changes.

Don’t worry though, if you don’t have access to any additional

sources at the time, your assessment will give you more than

enough to create an immediate plan for treatment.



THANK YOU!

Thank You

@clinicalphysio

@clinicalphysio

www.facebook.com/clinicalphysio

YouTube search "Clinical Physio"

www.clinicalphysio.com


