
Copyright © 2026 Academic Master. | 1

What is Required in a Primary Health
Assessment

Posted on September 19, 2018

A primary health assessment is a systematic first evaluation of an individual’s health needs, current
concerns, risks, strengths, and required follow-up. The original assignment combines two related
tasks: outlining what is required in a primary assessment and comparing blood pressure,
temperature, respiration, and pulse in an older adult aged seventy-two with a child aged six to ten.
Those questions should remain central, but the earlier ranges must be interpreted carefully. Vital
signs vary with measurement method, rest, activity, fever, pain, anxiety, medication, fitness, and
medical history. A single number outside a published range is not automatically a diagnosis. Clinicians
interpret the result with symptoms, previous values, physical findings, and trends.

What Is Required in a Primary Health Assessment?
A primary health assessment begins by clarifying why the person is seeking care. The concern may be
an acute symptom, a chronic-condition review, preventive examination, developmental question,
medication issue, or community-health need. The clinician introduces the purpose, confirms identity,
obtains consent, protects privacy, and determines whether an urgent condition requires immediate
action before a full history is taken. Severe breathing difficulty, chest pain, altered consciousness,
uncontrolled bleeding, or signs of shock must not wait while routine questions are completed.

The assessment should be person-centered. The patient is not merely a source of data. The clinician
asks what matters to the person, how health affects daily life, what outcome is desired, and whether
communication support is needed. A qualified interpreter, accessible format, hearing assistance,
caregiver involvement with permission, or trauma-informed approach may be necessary.

Health History
The history includes the present concern, onset, duration, location, character, severity, associated
symptoms, aggravating or relieving factors, and actions already taken. The clinician asks about
previous illnesses, operations, hospitalizations, injuries, allergies, immunization, reproductive health
when relevant, mental health, and family history. Medication reconciliation should include
prescriptions, nonprescription products, supplements, and substances, because omissions or
duplication can create harm.

Social history places symptoms within daily conditions. Housing, food access, work, education, family
responsibilities, transport, finances, safety, violence, disability, culture, religion, smoking, alcohol,
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physical activity, sleep, and social support may influence both illness and treatment feasibility.
Sensitive questions should be asked respectfully and only when relevant, with an explanation of
confidentiality and its limits.

Observation and General Appearance
Assessment begins before instruments are used. The clinician observes alertness, distress, breathing
effort, speech, mobility, hygiene, skin color, posture, and interaction. These observations do not
justify stereotypes about intelligence, income, substance use, or character. They provide clinical
clues. A patient speaking only short phrases may be short of breath; a child unusually quiet and
difficult to engage may be more concerning than one who is crying vigorously; an older adult’s
sudden confusion may indicate acute illness rather than normal aging.

Vital Signs
Vital signs reflect essential physiological functions and commonly include blood pressure, pulse or
heart rate, respiratory rate, temperature, and oxygen saturation. Pain is often assessed alongside
them, although it is not equivalent to an objective vital sign. MedlinePlus identifies blood pressure,
heart rate, respiration, and temperature as core vital signs and notes that interpretation depends on
factors including age and circumstances (MedlinePlus, 2025a).

Measurement technique affects accuracy. The patient should rest when feasible, the correct blood-
pressure cuff size should be used, respiration should be counted without encouraging altered
breathing, and temperature route should be documented. An abnormal result should be repeated and
interpreted in context rather than copied uncritically into the record.

Blood Pressure Assessment
Blood pressure records systolic pressure during cardiac contraction and diastolic pressure between
beats. For adults, the American Heart Association classifies normal pressure as less than 120/80
mmHg, elevated pressure as systolic 120–129 with diastolic below 80, stage 1 hypertension as
systolic 130–139 or diastolic 80–89, and stage 2 as systolic at least 140 or diastolic at least 90 (AHA,
2025). Diagnosis usually requires appropriate repeated measurements or out-of-office confirmation
rather than one reading during pain or anxiety.

The earlier article treats 120/80 through 139/89 as a normal adult range. Current classifications do
not regard the higher portion of that interval as normal. At the same time, clinicians individualize
treatment decisions according to age, cardiovascular risk, frailty, medication tolerance, and
comorbidity. Low blood pressure may be normal for one person or may indicate dehydration,
bleeding, medication effect, or illness when accompanied by symptoms.
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Pulse Assessment
Pulse assessment includes rate, rhythm, strength, and comparison when clinically relevant.
MedlinePlus gives a typical resting rate of 60 to 100 beats per minute for adults and children aged ten
or older, including older adults (MedlinePlus, 2025b). Athletes and people taking certain medications
may have a lower resting rate without illness. Fever, pain, anxiety, dehydration, infection, exercise,
anemia, and medication can increase the rate.

An irregular pulse may require longer counting, electrocardiography, or further assessment. The pulse
should not be interpreted only as fast or slow; symptoms such as fainting, chest discomfort,
breathlessness, or weakness affect urgency.

Respiratory Assessment
Respiratory assessment includes rate, depth, rhythm, effort, chest movement, oxygen saturation, and
signs such as wheeze, stridor, grunting, retractions, or cyanosis. The rate should ideally be counted
while the person is unaware because conscious attention can change breathing. A typical resting
adult rate is often described as approximately 12 to 20 breaths per minute, but trend and clinical
appearance are more important than a rigid boundary.

Rapid breathing can accompany fever, anxiety, pain, lung disease, acidosis, heart failure, or infection.
Slow breathing may result from medication, neurological illness, or sleep. A “normal” rate does not
rule out serious illness when breathing effort, oxygenation, or mental state is abnormal.

Temperature Assessment
Body temperature varies through the day and by oral, ear, rectal, axillary, temporal, or other
measurement route. The familiar value of 37°C is an average rather than a universal exact normal.
Recent reviews show meaningful variation by age, sex, time, and site. The clinician should record
both the value and method. A rising trend from the person’s baseline may matter even when the
number does not meet a conventional fever threshold.

Temperature must be interpreted with symptoms and immune status. Older adults and
immunocompromised patients may have serious infection without a high fever. Environmental
exposure and recent exercise can also affect readings.

Focused Physical Examination
The physical examination is selected from the history and purpose of the visit. A comprehensive
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examination may evaluate skin, head and neck, heart, lungs, abdomen, nervous system,
musculoskeletal function, and peripheral circulation. A focused assessment addresses the relevant
system in greater depth. Inspection, palpation, percussion, and auscultation are used as appropriate.

The examination should preserve dignity, use chaperones according to preference and policy, explain
each step, and stop when consent is withdrawn. Developmental stage, disability, pain, trauma history,
and cultural needs affect how the examination is conducted.

Preventive and Risk Assessment
Primary care includes prevention as well as response to symptoms. Assessment may cover
immunization, cancer screening, cardiovascular risk, oral health, vision, hearing, falls, mental health,
substance use, sexual health, nutrition, physical activity, and safety. Screening should follow
evidence-based guidance and individual eligibility. More testing is not always better; false-positive
results and unnecessary procedures can cause harm.

WHO describes primary healthcare as comprehensive care extending from health promotion and
prevention through treatment, rehabilitation, and palliative care, delivered as close as feasible to
daily life (WHO, 2025). A primary assessment therefore connects the individual encounter with
continuing and coordinated care rather than treating it as an isolated data collection exercise.

Laboratory and Diagnostic Information
Tests are chosen to answer a clinical question, not ordered automatically because technology is
available. The clinician may use blood tests, urine testing, imaging, electrocardiography, or other
investigations based on history, examination, risk, and guidelines. Results must be interpreted with
pretest probability and measurement limitations. A value labeled outside the laboratory reference
interval is not always disease, and a value inside it does not always rule disease out.

The patient should be told how results will be communicated, who will act on them, and what to do if
no message arrives. “We will call only if abnormal” can fail when contact details are wrong or results
are overlooked.

Community and Population Data
The original answer also discusses community assessment, census information, surveys, meetings,
interviews, and complaint boxes. These methods belong to population-level primary health
assessment rather than the bedside examination of one patient. Community health teams combine
clinical data, service-use records, demographic information, environmental observations, disease
surveillance, and resident experience to identify priorities. Each source has limitations. Clinical
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records omit people who cannot access care; surveys can have nonresponse bias; meetings may
overrepresent organized groups; and census data may not capture rapid local change.

Public participation should involve residents in interpreting problems and designing responses, not
simply extract information from them. Privacy protections are essential when small-area data could
identify individuals or stigmatize a neighborhood.

Q2. How Do Normal Parameters Differ in an Older
Adult Aged 72 and a Child Aged 6–10?
Children are not small adults, and older adults should not be assumed to have abnormal values
merely because of age. Published ranges differ according to setting and whether they describe
healthy resting children or acceptable values among unwell hospital patients. The clinician should use
the chart and escalation protocol approved for the setting and evaluate trend. The comparisons below
describe general patterns rather than diagnostic thresholds.

Pulse Rate
School-aged children generally have faster resting heart rates than adults, with the rate gradually
decreasing as the cardiovascular system grows. A child’s pulse also changes quickly with crying,
movement, fever, and anxiety. Pediatric reference charts often provide broad age-based intervals. By
around ten years, a resting rate near the adult interval becomes common. An older adult’s resting
pulse is often still within 60–100 beats per minute, but medications such as beta blockers, conduction
disease, atrial fibrillation, pacemakers, and fitness can alter rate and rhythm. The earlier claim that a
person aged seventy-two normally has a maximum of only 85 is too narrow.

Respiratory Rate
Children usually breathe faster than adults because of smaller lungs, higher metabolic demand, and
developmental physiology. For children aged six to ten, many clinical charts use an approximate
resting range extending from the high teens into the twenties, with narrower values expected as age
increases. The Royal Children’s Hospital stresses that patterns and repeated observations are more
useful than an isolated number and provides age-specific ranges for clinical assessment (RCH
Melbourne, 2022).

A healthy older adult may have an adult resting rate, but age-related changes reduce respiratory
reserve. A rate that appears only mildly elevated can be significant when accompanied by infection,
heart failure, low oxygen saturation, or increased effort. Counting accurately is especially important
because respiratory rate is often estimated rather than measured.
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Temperature
Normal temperature does not differ dramatically between a school-aged child and an adult, but
children may develop fever rapidly with common infections. Measurement route matters greatly.
Older adults tend to have a slightly lower average baseline and may mount a weaker fever response.
Systematic reviews have found lower average temperatures in older populations than in younger
adults. Therefore, a small rise from the person’s usual value, new confusion, weakness, or rapid
breathing may indicate infection even without a temperature of 38°C.

Blood Pressure
Children generally have lower blood pressure than adults, and pediatric interpretation depends on
age, sex, and height percentile rather than one universal value. A reading such as 95/60 or 105/65
may be plausible in a healthy school-aged child, but it cannot be classified without context. Correct
cuff size is crucial; a cuff that is too small can falsely elevate the reading. Persistent pediatric
hypertension requires confirmation and age-appropriate evaluation.

Blood pressure often rises across adulthood, but high pressure is not “normal” simply because a
person is seventy-two. Adult categories still apply, while treatment is individualized. Orthostatic
measurements may be important in older adults with falls, dizziness, dehydration, autonomic
dysfunction, or medication changes. A standing drop accompanied by symptoms can be clinically
significant even when seated pressure appears acceptable.

Documentation and Clinical Reasoning
Assessment findings should be recorded clearly, including measurement conditions, relevant
negatives, patient concerns, and the plan. Copying old values without confirming them can create
false trends. Clinical reasoning integrates findings into problems and priorities: what requires
emergency action, what needs investigation, what can be monitored, and what preventive
opportunity is present.

The clinician then explains the assessment in understandable language, confirms comprehension, and
arranges follow-up. A complete assessment without communication and continuity remains
incomplete.

Conclusion
A primary health assessment combines the patient’s priorities, health history, social context,
observation, vital signs, focused examination, prevention, and appropriately selected tests.
Community assessment uses additional methods such as surveys, demographic data, service records,
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meetings, and interviews. Vital signs must be measured correctly and interpreted as trends within
clinical context. Children aged six to ten commonly have faster pulse and respiration and lower blood
pressure than adults. Older adults often retain adult pulse and respiratory ranges but may have lower
baseline temperature, less physiological reserve, medication effects, and greater significance from
subtle changes. High blood pressure is not automatically normal with aging, and pediatric values
require age- and size-appropriate references. The purpose of assessment is not simply to fill software
fields; it is to identify needs, recognize deterioration, support prevention, and create a safe
continuing-care plan.
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