Brief Physical Assessment That Can Be Performed by the Circulating Nurse During the Check-in Period Before Entering the Operating Room

	Review of Body Systems (Brief History)
	Head-to-Toe Assessment (Brief Physical)

	Is the patient a reliable historian, or is a family member translating or communicating on his or her behalf?
	Is the patient here for a scheduled procedure, urgent or emergent care, or possibly a redo from an earlier surgery? This may alter the needed supplies for the case.

	Is the patient taking any medication on a regular basis (e.g., heart or blood pressure medications)? This should include vitamins, hormones, or herbal preparations.
	Is the patient a child or adult? Is a parent or legal guardian present?

	  Does the patient have any allergies? What are the patient’s reactions when exposed to the offending substance? Is the reaction localized or systemic?
	Observe the color of the patient’s skin and body tissues.

	When was the patient’s last meal and oral intake? If this is an emergency, what were the foods in this meal. Red foods may falsely imply gastrointestinal bleeding if the patient vomits.
	Listen to the sound of the patient’s voice as he or she speaks. Is it raspy or breathless? Is the patient coughing? Note any odors on breath or body.

	Has the patient ever had any surgery before? This may reveal a condition that requires special positioning or other modification to the standard plan of care.
	Touch the patient’s skin as the dialog progresses. Is it cool, hot, damp, dry, or in any other condition? This assessment can be performed as part of shaking hands. Does the patient have a weak or strong handshake or grasp? Is the patient shaky?

	Has the patient experienced any complications during previous surgeries?
	Is there eye contact, and do the eyes move appropriately? Is one or the other eyelid drooping? Is the patient crying?

	Does the patient wear contact lenses or prosthetic parts?
	Does the patient have enough physical coordination to point to the surgical site? Has the correct site been marked per facility policy and procedure?

	Does the patient have any trouble moving limbs?
	Does the patient appear to understand what is being said? Can the patient speak and respond appropriately?

	Is the patient extremely large or small? This may indicate the need for additional instruments or a weight-appropriate operating bed.
	Does the patient have a Foley catheter or an ostomy? Is the patient continent?

	Is the patient aware of the procedure being performed?
	  Are intravenous fluids running? Is the line infusing? Are additives in the container?

	Are laboratory studies and bloodwork reports included with the chart? Are they current?
	Is the correct surgical site marked with the surgeon’s initials?


*Most of these assessment activities can be performed simultaneously in just a few minutes and may lead to additional nursing diagnoses that require a modification of the plan of care. (Courtesy of Nancymarie Phillips, Berry and Kohn’s Operating Room Technique, 11/ed, 2007, Elsevier Health Science.)

