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Students need to learn how to assess temperature, pulse, blood pressure,
respiratory rate, oxygen saturation and pain. These are referred to as vital
signs because these measurements indicate the effectiveness of the
circulatory, respiratory, and neural body functions. Vital sign measurements
assist nurses to identify and evaluate the client's response to an intervention
and provide nurses with physiological measurements used as a basis for
clinical problem solving.



Changes in vital signs, either positive or negative, WI|| provide you with

valuable information regarding a client’s health status.
Must be measured correctly

Equipment should be working and appropriate size for client
Must be understood and interpreted

Must be communicated

Can be delegated



GUIDELINES FOR MEASURING VITAL SIGNS
CONTINUED
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As an RN | would need to get a temporal pulse to assess circulation to the head and
face.

Carotid: If a Pt goes into cardiac arrest without a doppler this can be the best way to
find a pulse.

Brachial: Blood Pressure reading, when you take a blood pressure reading you are
listening for the brachial pulse.

Apical: To assess the sound of the heart

Radial: For routine Vital signs as a RN the radial pulse is easiest for easy access, and
to see rate, rhythm, and strength.


https://www.youtube.com/watch?v=bHXvhOQ0hYc&t=

N




WATCH THIS VIDEO RELATED TO BLOOD
PRESSURE USING A DOPPLER




PAIN ASSESSMENT

FLACC for unconscious patient or one who cannot verbalize
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Wong Baker for kids

Will do more in depth pain content later in semester
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