Vital sings
Measuring Body Temperature
Purposes:
To establish baseline data for subsequent evaluation <+

To identify whether the core temperature is within normal range -if there is hyperthermia <
or hypothermia

To determine changes in the core temperture in response to specific therapies(e.g:
antipyretic medication , immunosuppressive therapy ,invasive procedure )

To monitor client's risk for imbalanced body temperature (e.g : client's at risk for <
infection or daignosis of infection , those who have been exposed fo temperature extremes

)

Equipment:
Appropriate thermometer culic 3 )l a Slea
2. Soft tissue or wipe
3. Alcohol swap Js>SIb Jle (ks
4. Water-soluble lubricant (ki z il G5k e ool ) by
5. Pen, pencil, vital sign flow sheet or record form ss| il Jal

6. Clean gloves

Assessment:
oAl 3 s da s el daladl 2 ()
(risks for T. alterations) sl sl il jhall baY (q
dsis o padii (infection) <) I

(open wounds) is si« = » i (burns) Gso~ IT

\
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(immunosuppressive drug therapy) deliall il 43500 #3e  IIT
12000\mm? o« s 5 5000\MM® ¢ S WBC's ebaandl o) iy S TV
hypothalamus 4 & 4lal .V
postoperative 4deall 22y VI
Hypothermia or hyperthermia therapy .VII
Exposure to temperature extremes I 32,L i b e 5 jal Gadaill VITT
sign & symptoms &lall sl a8l jall i) o3 (b

3135 «(dry mucous membranes) 4ils 4l 51 :Hyperthermia s, glii)) o
K4 s «(hypotension) sl baa (=léss) ((tachycardia) <&l <
(concentrated urine)

i «(excessive thirst)a i gike « (hot, dry skin) Jlss ils als :Heat-stroke o
tachycardia <hypotension <(confusion) g3 «(muscle cramps) e

Rl il iy adliS sl 2ie 3 L5 cpale skin sl ala :Hypothermia 3,1l paldadl ¢
wdti ((shivering) il «(hypertension) sl b ¢l «(bradycardia)
(reduced level of =3l G siue Rlisil ((shallow respiration) s
conscioushess)

Jia bl sl sl Jal sall o8 (C
Age -
Exercise -
Hormones -
Stress -
Environmental T -
Medication -

Daily fluctuation

(o yall Lauliall 31891 5 Calial) () a8 e aaa (Y
Bo1adb s Jean 1) el Adlally Lo )8 5 bl (bl ad e g dad e i (7

.
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Assest the client's ability to hold the thermometre ;) e

s (G 5 S e IS (Ll aSi) g ya conn Adaad a0 (31l g1 S a8

(bl bl A4 33e Ol g 58
vy Glda ¥ orally aill i gua s

.o @ V.Y axillary Ly @i

Yv.e &liy 2-4 rectal z &) & aas

(ornb sl (1= F) Dhiey — 5 4 L@l S 1)

(W) ¥ ) pall) AU 5 oyl Gy Al 1 (il 5 line (5 gina alal alaal 5 48yl cloal 1) Jaall 36l 3 o

(Bl s LaaY
Implementation:
DU Gl 5 el e

Ol Jt e s (B s el

el (g3 bottom o) sl dles dlud

GON il 6 58 anatil 5 Gl Hip 40 G Ol el s YO (0 ST Ll (S 13 61 all 3
e Sl i ) ja

Alcohol swap al3iuls o uall ilas

A Ll ccilaiill 8338 ¢d cbottom J) (e <ilail 45 (bulb) sV ¢ j5a 125 (Tip To bottom) :alady)
“less contaminated to the more contaminated”

Akl udly Adis 25 5 AT 5 e Lt Aakally a5 DU aal g elaily ¢y yils AS a1 A0aY)
S Y S Ay Y iy Ay of 4t Gallal bl a0 Saal) g cdad i oy yall (g k)
ol )y (38 Y any ol el U

52 oY) bulb 14 (bottom to tip) cla¥) Gdtal ae &1 44l iy Alcohol swap — ¢ el abai sel il aey
Jatal iy

i bulb (pamadall 4ilSa J) saei g 4dia

A

Sel 3l e s gall i Y

Equipmentdl x=i 1)

.
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Nursing diagnosis:
* Hyperthermia
* Hypothermia
= Ineffective thermoregulation

= Risk for imbalanced body temperature

Documentation:

iy Juel g el a1 VY

Date & time Nurses notes Sighature
2010-04-03 Oral Temp. was taken = Name
07.04 pm 372 ¢ JUST

Assessing radial pulse

Purposes :

To establish baseline data for subsequent evaluation = <

To identify whether the pulse rate is within normalrange ¢

To determine whether the pulse rate rhythm is regular & puls ¢

volum is approprait

To determine the quality of corresponding peripheral pulses ¢

on each side of the body

To monitor & assess changein the client's health status ¢

¢
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To monitor clients at risk for pulse alterations (e.g: those with +¢

ahistory of heart disease or experiening cardiac arrhythmias ,

hemorrhage , acute pain , infusion of large volumes of fluids ,
fever)

To evaluate blood perfusion to the extremities +*

To know the numbers of heart beat /min & strenghth of hearts +*
beat & to know the effect of desiase or midication ©

Equipment:
Wristwatch with second hand

Pen, pencil, vital sign flow sheet or record form

Assessment:
oadll il dalall s )

:omall sl (risk factor) shall Jelse o

History of heart disease

Qlall Sl oy Bl e Cardiac dysrhythmia

sudden chest pain suall b sl ol -

4al_» Surgery
Sl Jee s medication sl 3al -

o
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il Jae 53l sign & symptom <l WY B o
dyspnea o<l jue -
fatigue sla_) -
Chest pain -
orthopnea lail (i -
(4 sy i) palpitation olés -
edema gl -
cyanosis or pallor skin w5 G650 -

<kl : (peripheral vascular disease) e sl Jleall (& (= 4l sign & symptom <Lyl o8 oo
«(decreased hair growth) =il sai =lisl ¢ (pale, cool extremities) 4alissa b
(thickened nails)

Age, Exercise, Medication, :(rate & rhythm) 4dbsl y padll i e Sig Sl Jalgall 8 -
Temperature, Position changes

o Joam 18] Capatl Al Ui Ui Gl Gl Aed Jle i yas

Implementation:

W Gl 5 ey Qe
Al sled

sitting position sl «(eek (=) supine position 2 (=il e .

3 e Leata i) e sy da 0 3o g Sl e Jailad sitting 131 cadilay uadl e s sall 4 23 supine 1)
&l (B (San cthumb oY) pual Cnigroove J (& (el s 5 abad) anal 4ad g Sy e PPN
el U85 il ol

Lrall (el S sl s padiusd) (s i)

bounding(4+), strong (3+), weak (2+), thread (1+), absent (0) :c=ull 358 2as

ABY1 aaT Cial) e aa Gl e ) el b 5 e I Sl Gl ibaea) 2ay

Al T ALlS A0 ded alatia pe IS 1Y L (Y 8 o jual 5 305 Y Bl ae caliiie (il 1)

-
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AY Al el aeas Jla pattern baill 8 Liiia je 438 Ja 3 Y)
ol gl (g sall acf XYY
il 4l 5 ¢ pall ida YT

Hand hygiene .Y ¢

Nursing diagnosis:

% Activity intolerance
% Deficit fluid volume
% TIneffective tissue perfusion

% Decreased cardiac output.

Documentation:

Date & time Nurses notes Signature
2010-04-03 Radial pulse was taken =
07.04 pm 80\min, Rt. Hand, regular,
strong (3+), no swelling, no
irritation of skin Name
JUS.T

respirations

purposes .

_to acquire baseline data againts which future
measurement s can be compared

3
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To monitor abnormal respirations & -
rispiratory patterns &identify changes

To monitor respirations before orfollowing -
the administration of ageneral anesthetic or
any medication that influences respirations

To monitor client's at risk for respiratory -
alterations (e.g : those with fever ,pain,
acute anxiety , chronic obstructive
pulmonary disease , asthma , respiratory
infection, pulmonary edema or emboli , chest
truma orconstriction , brain stem injury )

To know the number of cycles per min & -
depth of rispiratory cycle & rythem if it
regular or not !

assessment:
- chest movement
- phaiie ¢ &) rhythm
-Easy or effort

-Rate( quick —shallow breath -, normal, abnormally slow breathing

A
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Performance:

- introduce your self & don’t explain the procedure to prevent the client control his
breathing

-Perform hand hygiene
- Provide for client privacy
- Observe & count the respiratory rate

- Observe the depth , rhythm

Document : the respiratory rate ,depth & rhythm

Date & time Nurses notes Sighature
2010-04-03 Respiration = 16 cycle / min
07.04 pm Regular normal in depth

without effort / supine

position -----------------—————- Name

. JUST

Do Ostadll 3 jualaall 038 juead o
I|- ﬂ. @
http -/ /www facebook.com/healing.nursing

q
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