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Self- 

Assess 
Vital Signs 

 Equipment Needed: Digital or electronic thermometer, disposable probe covers, water soluble lubricant for 
rectal temperature, pencil, paper, or flow sheet, computerized records, blood pressure cuff of appropriate size, 
alcohol swab, stethoscope, sphygmomanometer, watch. 

Self- 
Assess 

Assessing Oral Temperature 

 1. Remove the electronic unit from the charging unit, and remove the probe from within the recording unit. 
 2.  Cover thermometer probe with disposable probe cover and slide it on until it snaps into place. 
 3.  Place the probe beneath the patient’s tongue in the posterior sublingual pocket. Ask the patient to close 

his or her lips around the probe. 
 4. Continue to hold the probe until you hear a beep. 
 5. Remove the probe from the patient’s mouth and writing down reading. 
 6. Dispose of the probe cover by holding the probe over an appropriate receptacle and pressing the probe 

release button. Return the thermometer probe to the storage within the unit. Return the electronic unit 
to the charging unit, if appropriate. 

 7. Document as directed or per facility policy. 
Self- 

Assess 
Assessing a Peripheral Pulse by Palpation 

 1. Select the appropriate peripheral site based on assessment data. 
 2.  Move the patient’s clothing to expose only the site chosen. 
 3. Place your first, second, and third fingers over the artery. Lightly compress the artery so pulsations can be 

felt and counted. 
 4.  Using a watch with a second hand, count the number of pulsations felt for 30 seconds. Multiply this 

number by 2 to calculate the rate for 1 minute. If the rate, rhythm, or amplitude of the pulse is abnormal 
in any way, palpate and count the pulse for 1 minute. 

 5. Write down the rate, rhythm and amplitude of the pulse. (Pulse must be within 4 points of the mannequin 
setting.) 

 6. Document as directed or per facility policy. 
Self- 

Assess 
Assessing Respirations 

 1.  While your fingers are still in place for the pulse measurement, after counting the pulse rate, observe the 
patient’s respirations noting the rise and fall of the patient’s chest. 

 2. Using a watch with a second hand, count the number of respirations for 30 seconds. 
3. Multiply this number by 2 to calculate the respiratory rate per minute. If respirations are abnormal in any 

way, count the respirations for at least 1 full minute. 
 4. Write down the rate, depth and rhythm of the respirations. (Respirations must be within 2 points of the 

mannequin setting.) 
 5. Document as directed or per facility policy. 

Self- 
Assess 

Assessing Brachial Artery Blood Pressure  

 1. Evaluate the size and accessibility of the arm for use. Select appropriate arm. 
 2. Place the patient in comfortable lying or sitting position, extend arm with the forearm supported at the 

level of the heart and the palm of the hand upward. 
• Supine position, support arm with a pillow. 
• Sitting position, support arm yourself or by using the bedside table. 
• Sitting in a chair, have the patient sit to supports back with legs uncrossed. 

 3. Expose the brachial artery by removing garments, or move a sleeve, if it is not too tight, above the 
area where the cuff will be placed. 
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 4. Palpate the location of the brachial artery. 

 5.  Ensure cuff bladder 80% circumference of arm and/or cuff width 40% or arm circumference. Center the 
bladder of the cuff over the brachial artery, about midway on the arm, so that the lower edge of the cuff 
is about 1 –2 inches (two fingerbreadths) above the inner aspect of the elbow. Line the artery marking 
on the cuff up with the patient’s brachial artery. The tubing should extend from 
the edge of the cuff nearer the patient’s elbow. 

 6.  Wrap the cuff around the arm smoothly and snugly, and fasten it. Do not allow any clothing to 
interfere with the proper placement of the cuff. 

 7.    Palpate the brachial artery distal to cuff with fingertips of nondominant hand while inflating cuff rapidly to 
pressure 30 mm Hg above point at which pulse disappears. Slowly deflate cuff and note point when pulse 
reappears. Deflate cuff fully and wait 30 seconds. 

 8. Place the stethoscope earpieces in your ears. Direct the earpieces forward into the canal (toward 
nose). 

 9.  Place the bell or diaphragm of the stethoscope firmly but with as little pressure as possible over the 
brachial artery. Do not allow the stethoscope to touch clothing or the cuff. 

 10. Pump the pressure to 30mm Hg above the patient’s estimate systolic pressure. Open the valve on the                                           
manometer and allow air to escape slowly (allowing gauge to drop 2–3 mm per heartbeat). 

 11. Note the point on the gauge at which the first faint, but clear, sound appears that slowly increases in 
intensity. Note this number as the systolic pressure. Read the pressure to the closest even number. 

 12. Do not re-inflate the cuff once the air is being released to recheck the systolic pressure reading. 
 13. Note the point on the gauge at which the sound becomes muffled or disappears completely. Note 

this number as diastolic reading. Read the pressure to the closest even number. 
 14. Allow the remaining air to escape quickly and write down the readings. Repeat any suspicious reading, 

but wait one minute to allow normal circulation to return in the limb. Deflate the cuff 
completely between attempts to check the blood pressure. 

 15. Remove the cuff, clean the diaphragm of the stethoscope with the alcohol wipe and store according 
to facility policy. 

 16. Document as directed or per facility policy. (Blood pressure must be within a total of 6 points of the 
systolic and diastolic combined per the mannequin setting.) 

 


