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SECTION II
INTRODUCTION

	Method of Instruction:  Lecture/Conference

Instructor to Student Ratio is: 1:85

Time of Instruction: 1.0 hour

Media: PowerPoint 


________________________________________________________________

Motivator

Opening Statement: Vital signs are a major component of patient care. Taking a temperature, assessing the pulse rate, evaluating a patient’s breathing, and determining a patient’s blood pressure may make you aware of a condition that may be life threatening to a patient. The task of monitoring vital signs is a continuous process – one set of vital signs is meaningless (even if “routine”) unless evaluated in relationship to a set of standards and the individual patient’s baseline.

________________________________________________________________

NOTE: Slide 2 Inform the students of the following Terminal Learning Objective requirements. 

Terminal 


Learning 


Objective


At the completion of this lesson, you {the student} will:

	Action:
	Measure a patient’s temperature, pulse, respiration, and blood pressure.

	Conditions:
	Given a simulated patient and the necessary supplies and equipment.

	Standards:
	IAW  established grading criteria


_______________________________________________________________

Safety
          None
Requirements

_______________________________________________________________

Risk
          LOW

Assessment 

Level

________________________________________________________________

Environmental


Considerations
     None 

________________________________________________________________

Evaluation


________________________________________________________________

Instructional
This material is related to the concepts       presented in Anatomy and Physiology.   A working knowledge of the human body will aid in obtaining and assessing a patient’s vital signs. 

Section III
EXPLANATION

________________________________________________________________

NOTE:   Show slide 6  Check knowledge: pretest.  Slides 7-8 support ELO A
ELO A  Terms and Definitions

	Condition:
	Given a list of terms related to vital signs and a list of definitions.

	Action:
	Match each term with its definition.

	Standard:
	IAW cited references.



Learning Step / Activity 1.  Terms and definitions.  


Method of instruction: Conference/Discussion 


Instructor to Student Ratio:     1:85

Media: Power Point Presentation, Cross word puzzle

 1.  Axilla - The area commonly known as the armpit.

2.  Febrile – Feverish; pertaining to fever.

3.  Hypothermia – Below normal body temperature.

4.  Hyperthermia - Abnormally high body temperature.

5.  Pyrexia - Elevation of body temperature above normal.

6.  Core body temperature – The body’s temperature in deep structures such as the liver or heart.

7.  Palpate – To feel or examine by touch.

8.  Auscultate – To listen, usually with a stethoscope.

9.  Pulse – The rhythmic beats caused as blood moves through and expands the arteries.

10. Arrhythmia – Uneven or irregular pulse or heartbeat.

11. Bradycardia – Abnormally slow heart rate (under 60 beats per minute).

12. Tachycardia – Heart rate above normal rate (over 100 beats per minute).

13. Blood pressure – The pressure exerted by the blood on the     walls of the arteries as the heart beats.

14. Systolic pressure – The force of blood exerted against the artery walls when the heart contracts. It is recorded in millimeters of mercury (mmHg) as the top number of the blood pressure.

15. Diastolic pressure – The force of blood exerted against the artery walls when the heart is relaxing. It is recorded in millimeters of mercury (mmHg) as the bottom number of the blood pressure.

16. Stethoscope – An instrument used to auscultate sounds produced in the body.  Consists of two ear pieces connected by flexible tubing to a diaphragm, which is placed against the patient’s skin.

17. Sphygmomanometer – An instrument used to measure the arterial blood pressure. It consists of an arm or leg cuff with an air bladder connected to a tube and bulb for pumping air into the bladder, and a gauge to indicate the amount of pressure being exerted against the artery.  Automatic devices (ie Dynamap) are becoming the standard due to increased accuracy and decreased time.

18. Respiration – One complete cycle of breathing; comprised of one inhalation and one exhalation. Usually measured for one minute.

19. Apnea – Absence of breathing for 15-20 seconds.

ELO B.  Obtaining a Patient’s Temperature.

NOTE: Slides 9  - 10  supporting ELO B
	Condition:
	Given the steps to measure a patient’s temperature.

	Action:
	Identify the correct order of steps to measure a patient’s temperature.

	Standard:
	IAW cited references.


Learning Step / Activity 1.  Routes and normal temperature reading 


Method of instruction: Conference/Discussion 


Instructor to Student Ratio:     1:85

Media: Power Point Presentation

1. General information

a. Temperature is regulated by the hypothalamus as it monitors the processes of heat production and heat loss. Heat production occurs through muscle contractions and increased cellular metabolism. In turn, hyperthermia may cause hypoxia (oxygen requirements for tissue metabolism increase 7% for every 1 degree increase in temperature.) Hypoxia results in faster breathing and heart rate. 


b. Triggers can include: 

1) Increased body temperature: infection, physical activity, environmental heat, pregnancy, medication, stress, and age.


2) Decreased body temperature: viral infections, decreased physical activity, depressed emotional state, environmental cold, metabolic decreasing medication, age.  (Elderly have slightly lower body temperatures)


c. Establish a baseline.


d. Methods for obtaining body temperature:

1) Oral- The most common method. Used on conscious and cooperative patients. This type of thermometer is never used on an infant or small child because of potential injury to patient. 

2) Rectal- The rectal temperature gives a more accurate reading because it is placed in an enclosed cavity.  Rectal temperatures are usually used with unconscious or irrational patients.  For easier insertion lubrication should be used.  Not to be done on newborn infants – may perforate bowel. 

3) Tympanic- This probe is placed in the outer ear canal and measures energy given off by the tympanic membrane.  Even though this equipment is more costly, it is becoming more and more common because of time and accuracy.  Not accurate with newborns. 

4) Axillary - This method is used only when conditions make it impossible to use any other method. Method of choice for newborns. 


     NOTE: Slide 10
e. Normal temperature per route

1) Oral (mouth) 98.6oF (37oC)

2) Rectal (anus) 99.6 o F (37.5 o C)

3) Axillary (armpit) 97.6 oF-98 o F (36.4 to 36.7oC)

4) Tympanic (auditory canal) Convert to oral, rectal or core equivalents (setting on machine)

2.  Equipment needs.

a.  Thermometer

1) Glass

2) IVAC (brand name of electronic thermometer).

b.  Watch with second hand if using glass thermometer.

c.  Pen or Pencil

d.  Gauze pad

e.  Lubricant (for rectal only)

f.  Disinfectant if using glass thermometer; (ie alcohol swab or betadine solution) soak time/use determined by the type of disinfectant solution and local SOP.

g.  Protective/disposable sheath if using electronic thermometer.

g.  Forms for recording reading (vital signs records SF511)

3.  Obtain Oral Temperature

a.  Assemble equipment and take to patient area.

b.  Wash hands.

c.  Identify patient and explain procedure.

d.  Put clean protective sheath on thermometer (IVAC)

e.  Place bulb under patient’s tongue.  Ask patient to keep lips closed without biting thermometer. If using electronic device, leave thermometer in place until a reading is displayed.  If using glass thermometer, leave in for 3-5 minutes or until reading stabilizes.

(1)  Wait 15 minutes before taking temperature if patient has recently taken hot or cold drink or is smoking.  Remain with patient if necessary.

(2)  When using a glass thermometer special care and considerations should be taken.

NOTE:  Discuss danger, precautions required when using glass thermometer.

CAUTION:  Oral thermometers have a blue tip and rectal thermometer have a red tip.

f.  Remove thermometer and discard protective sheath.

g.  Read thermometer and record reading.  Report any deviation from usual temperature to supervisor.

h.  Recheck temperature, if indicated.

i.  Replace equipment in designated area.

j.  Wash hands.

NOTE: Slides 11-13 support ELO C

ELO C.  Obtaining patient’s pulse 

	Condition:
	Given the name of the artery, and its anatomical location to take a patient’s pulse. 

	Action:
	Identify anatomical locations to take a patient’s pulse.

	Standard:
	IAW cited references.


Pulse rate is a critical indicator of cardiac output – how well the heart is pumping blood to the body. The heart attempts to keep output constant – so if the stroke volume decreases, rate increases. 

1.  Pulse locations. Play movie on slide 11 again after descriptions
a.  Radial artery is located on the inside portion the wrist near the base of the thumb. 

b.  Brachial artery, located in the depression or crease on the inside of the elbow; approximately ½ inch medially.

c.  Carotid artery located in the groove on either side of the windpipe.
d.  Apical pulse located at the apex of the heart.

e.  Ulnar artery located on the wrist on the pinky side of the hand. 

f.  Temporal artery located on the side of the head, usually not used as a pulse site.

g.  Femoral artery located in the middle of the groin.

h.  Popliteal artery located behind the knee.

i.  Posterior tibial artery located behind the inner anklebone.

j.  Dorsalis pedis artery located along the top of the foot (referred to as pedal pulse).

(1)  5% to 10% of population does not have a palpable pedal pulse.

(2)  Palpate gently or the artery will be occluded and the pulse stopped.

(3)  If no pedal pulse is felt check the posterior tibial pulse.

     NOTE Slide 12 (13 lists normal rates)

2.  Characteristics of a pulse and procedures required to assess a patient’s pulse. 

a.  Rate - The number of times the pulse is palpated or auscultated in one minute.

(1)  Men – 60–70 beats per minute

(2)  Women – 72–80 beats per minute

(3)  Children over age seven – 72-90 beats per minute

(4)  Infants (one-year and under) 120-140 beats per minute. 

b. Rhythm is the regularity of the interval (amount of time) between pulse beats.  Rhythm is noted as regular or irregular.

c. Quality is noted as the strength or forcefulness of the heartbeats as felt (or heard) when palpating (or auscultating) the pulse.

(1) Strong — easily detected; with normal force.

(2) Bounding — exceptionally strong heartbeat.

(3) Thready — weak, difficult to detect; often associated with a rapid pulse.

NOTE:  Apical pulse - click on link to stethoscope. Mention to students differences in rhythms.

3.  Assess radial pulse 

a.  Assemble supplies and equipment.

b.  Wash hands.

c.  Identify patient and explain procedure.

d.  Determine patient’s activity prior to assessment of pulse.

e.  Place patient’s wrist in a relaxed, well-supported position with wrist extended and palm up.

f.  Place tips of middle two fingers over radial artery, and exerting light pressure until pulse is felt. 

g.  Count pulse rate for one full minute using the second hand on your watch. 

h.  Record rate, regularity and quality of pulse and report abnormal results to supervisor.

i.  If needed assist patient in resuming comfortable position.

j.  Wash hands

NOTE: Slides 14-16

ELO D.  Obtaining patient’s respiration 

	Condition:
	Given the appropriate steps to measure a patient’s respiration.

	Action:
	Identify the correct order of steps to measure a patient’s respiration

	Standard:
	IAW cited references.


NOTE:  Slides 14 – 16

The lungs maintain homeostasis of arterial blood – maintaining or getting rid of carbon dioxide. The diaphragm is a muscle that has primary responsibility for air movement in the chest. If accessory muscles are used, if on observation, the chest muscles do not rise and fall symmetrically, nasal flaring occurs, or noisy breathing is heard, the patient is in jeopardy of respiratory or metabolic distress.

1.  Characteristics to assess and determine respiration.

a.  Rate - the number of complete cycles that occur within one minute.

b.  Rhythm - the regularity of inhalations and exhalations.

c.  Depth — the degree of expansion and relaxation of the chest wall during inhalation and exhalation.

d.  Normal Rates 

(1)  Adult 12-20 respiration per minute.

(2)  Child (1 to 12) 15-30 respiration per minute.

(3) Infant (birth to 1 year) 25-50 respiration per minute.

NOTE: Slide 16 click on lungs for sounds

2.  Obtain Respiration Rate

a.  Wash hands.

b.  Identify and explain procedure to patient.

c.  Provide patient privacy.

d.  Assist patient to assume the supine or sitting position.

e.  Observe movements of chest and abdomen.

f.  Listen for noises associated with respiration.

g.  Count respirations for one full minute.

h.  Record respirations and report abnormal results (to include sounds) to supervisor. 

i.  Wash hands.

ELO E.  Obtaining Patient’s Blood Pressure.

	Condition:
	Given the steps to measure a patient’s blood pressure.

	Action:
	Identify the correct order of steps to measure a patient’s blood pressure.

	Standard:
	IAW cited references.


NOTE: Slides 17-18 support ELO E

1.  Description of heart activity 

a. Systolic - When the heart contracts, blood is forced out into the arteries. The pressure exerted against the walls of the arteries is measured to determine the systolic reading. 

b. Diastolic – When the heart relaxes, blood in the arteries is at its lowest pressure. This pressure is measured to determine the diastolic pressure. 

2.  Normal ranges of blood pressure.

a. Adults.

(1)  Male – 100-150 (Systolic)/65-90(Diastolic)

(2)  Female – 90-140 (Systolic)/55-80 (Diastolic)

b.  Children – 3-12 years old – 80-135(Systolic)/ 60-80 (Diastolic) 

3.  Equipment 

a.  Stethoscope.

b.  Blood pressure cuff (sphygmomanometer).

c.  Alcohol swab

4.  Obtain Blood Pressure Reading

a.  Assemble equipment 

b.  Wash hands.

c.  Identify patient and explain procedure.

d.  Clean ear pieces and diaphragm with alcohol swab.

e.  Determine appropriate cuff size to fit patient.

f.  Provide patient privacy 

g.  Remove clothing that will interfere with cuff placement.

h.  Place arm with palm up and forearm well supported at heart level.

i.  Place deflated cuff securely around arm with lower edge 1 inch above the antecubital space (crease in front of the elbow).

j.  Position gauge of blood pressure cuff where it can be easily seen.

k.  Place ear pieces of stethoscope in your ears.

l.  Close valve (ie tighten thumbscrew) on rubber bulb of sphygmomanometer.

m.  Locate brachial artery pulse with fingertips and place diaphragm of stethoscope over pulse beat.

n.  Inflate cuff by squeezing bulb until pulse ceases; then inflate cuff 20 points higher.

o.  Open valve (thumbscrew), slowly releasing air until thumping sound is clear.

p.  Observe the number where the first strong sound is heard; this is the systolic pressure.

q.  Continue to listen while releasing air gradually from cuff.

r.  Observe the number where sound changes or ceases; this is the diastolic pressure.

s.  Allow air to escape so pressure falls to zero.

t.  Record blood pressure reading accurately and report any abnormal values to supervisor.

u. Clean ear pieces and diaphragm with fresh alcohol swab.


v. Wash hands


NOTE Slide 19 Show vital signs video

F. Obtaining Patient’s Vital Signs 

	Method of Instruction: 

Instructor to Student Ratio is: 1:85

Time of Instruction:  3hr 33min

Media:  None


	Condition:
	Given the appropriate equipment.

	Action:
	Perform vital signs measurements.

	Standard:
	IAW cited references.


NOTE:  Performance checklists will be used for evaluation.

1.  Obtain temperature from simulated patient.

2.  Obtain respirator rate from simulated patient

3.  Obtain pulse rate from simulated patient.

4.  Obtain blood pressure from simulated patient.

Section IV.   SUMMARY

STUDENT QUESTIONS
_______________________________________________________________

Review  A.  Review of Main Points

I. Definitions and Terms.

I. Identified steps in performing patient’s temperature.

I. Identified steps in performing patient’s pulse.

I. Identified steps in performing patient’s respiration.

I. Identified steps in performing patient’s blood pressure

Closing

Although obtaining vital signs are not the responsibility of a surgical technician, they are a major component of patient monitoring and care. In a clinic or field environment or even a code in a remote location at a medical center, you may be requested to take a temperature, assess the pulse rate, evaluate a patient’s breathing, and measure a patient’s blood pressure when there is a change in a patient’s condition that may be life threatening, Practice taking manual blood pressures and checking pulse and respiration rates whenever you can.
________________________________________________________________
Check on
Conduct a check on learning and summarize the lesson.

Learning
__________________________________________________________

SECTION V.  
STUDENT EVALUATION

________________________________________________________________

Testing 
NOTE: The student will perform a return demonstration of the stated individual task.   

Requirements     A score of  “Go” or “No Go” will be assigned.  Annex D will be used as the grade sheet.

________________________________________________________________

Feedback        NOTE:  The course allows time for station       training practice.   During this time the 

Requirements    students will have the opportunities to practice the skill learned prior to the final evaluation.    
VITAL SIGNS
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1.  Terminal Learning Objective

Given a simulated patient and the necessary supplies and equipment, measure a patient’s  temperature, pulse, respiration, and blood pressure IAW established grading criteria 

2.  Enabling Learning Objectives

ELO #1 Given a list of terms related to vital signs and a list of definitions match each term with its definition IAW cited reference. 

ELO #2 Given the steps to measure a patient’s temperature identify the correct order of steps to measure a patient’s temperature IAW cited reference. 

ELO #3 Given the name of the artery, and its anatomical location to take a patient’s pulse. Identify anatomical locations to take a patient’s pulse IAW cited reference. 

ELO #4 Given the appropriate steps to measure a patient’s respiration identify the correct order of steps to measure a patient’s respiration IAW cited reference. 

ELO #5 Given the steps to measure a patient’s blood pressure, identify the correct order of steps to measure a patient’s blood pressure IAW cited reference. 

ELO #6 Given the appropriate equipment perform vital signs measurements IAW cited reference.

NOTES
ANNEX A

INSTRUCTIONAL AIDS

Slides

Power point slides are on diskette located at the presenter podium.

ANNEX B

Performance checklist 

Performing and record patient’s temperature.


MNONZ672G-1
Performing and record radial patient’s pulse.
MNONZ672G-1

Performing and record patient’s apical pulse.
MNONZ672G-1

Performing and record patient’s respiration.
MNONZ672G-1

Performing and record patient’s blood pressure.
MNONZ672G-1

ANNEX C 

Cross Word Puzzle
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