
How to Use this program:   

Read this Lesson 

Answer ALL TEST questions. 

Check your answers 

Be sure to sign and date the test sheet. 

Take as much time as you need.  
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Measuring Vital Signs 

The importance of taking vital signs. 

How to take a temperature, 

How to to take a pulse. 

How to count respirations. 

How to take blood pressure. 

In this chapter....you will learn about: 
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Apical (Apical Pulse): Heart rate measured with a stethoscope 
 near the heart. 

Axillary: Relating to the armpit. 

Baseline Measurements: The first recording of vital sign
 client comes into a healthcare 
 agency. 

Blood Pressure: Force of blood against artery 
 walls. 

Brachial Pulse: Pulse measured on the inside of the arm. 

Bulb: End of thermometer containing 
 mercury. 

Definitions 
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Celsius: The system of temperature 
 measurement used in the metric 
 system. 

Centigrade: A former name for Celsius. 

Diastolic Pressure: Blood pressure when the heart 
 relaxes. 

Expiration: Breathing out. 

Definitions Continued… 
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Fahrenheit: A system of temperature measurement used 
 mainly in North America. 

Hypertension: High blood pressure. 

Hypotension: Low blood pressure. 

Inspiration: Breathing in. 

Pulse (Pulse Rate): The rate the heart is beating. 

Radial (Radial Pulse): Heart rate measured at the inner wrist. 

Respiration: The act of breathing. 

Definitions Continued… 
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Sphygmomanometer: The instrument for measuring blood pressure 

Stethoscope: The instrument for listening to sounds in the 

  client's body such as heart beat. 

Systolic Pressure: Blood pressure when heart contracts. 

Temperature: Balance between the heat produced by the  be and 
 the heat lost by the body. 

Tympanic: Measured in the ear (body temperature). 

Vital Signs: Temperature, pulse, blood pressure, 
 respiration 

Definitions Continued… 
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Temperature, pulse, blood pressure, and respiration, are the vital 

signs. They are called this because the information they produce is 

vital in judging the condition a client. 

Your supervisor or the client's physician will determine often you will 

observe and record the vital signs for each client. It is then your 

responsibility to correctly mea and record these signs. In most cases, 

you will take signs on every home health visit. 

When vital signs are first taken they are considered baseline 

measurements. The doctor can compare t later readings to assess the 

client's progress. 

 

  

Measuring Vital Signs 
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The body temperature is a measure of the amount of heat in the 

client's body. It is a balance between the amount of heat generated by 

the body and the amount of heat lost to the environment. A number of 

things can affect a client's body temperature: 

 The time of day. 

 The state of health or illness. 

 Medicines being taken. 

 The weather. 

 Recent exercise. 

 Age. 

  

Measuring Vital Signs 
Temperature 



  Lesson 22  pg 9 

Body temperature can be. measured in either Fahrenheit (F) or Celsius 

(C), which was formerly called Centigrade. Normal body temperature 

in Fahrenheit is 98.6 degrees and in Celsius it is 37 degrees. 

Temperature is measured by a clinical thermometer. This can be a 

glass thermometer filled with mercury or an electronic or battery-

operated digital thermometer. Temperature can be measured by four 

methods: 

  

Oral - in the mouth. 

Axillary - in the armpit. 

Rectal - in the rectum. 

Tympanic - in the ear. 

Measuring Vital Signs 
Temperature 
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All these areas have a 

rich blood supply near 

the surface and can 

produce an accurate 

measurement of body 

temperature if it is 

observed properly. 

  

Thermometers and sleeves: 
Clockwise from bottom right: 

 oral, rectal, digital, tympanic. 

Measuring Vital Signs 
Temperature 
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A. Glass Thermometers 

Glass thermometers are marked with 

lines to indicate different degrees. On 

Fahrenheit thermometers, the scale 

runs from 94 degrees to 108 degrees F. 

The long lines indicate one (1) degree, 

and the short lines indicate two tenths 

(0.2) of a degree. Normal oral body 

temperature of 98.6 degrees F. is 

indicated by an arrow. 
Thermometers with sample reading. 

Fahrenheit above, Celsius below. 

Measuring Vital Signs 
Temperature - Thermometers 
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The Celsius thermometer is scaled from 34 degrees to 43 

degrees C. Tee long lines indicate one (1) degree, and the short 

lines indicate one-tenth (.1) of a degree. Normal oral body 

temperature of 37 degrees C. is indicated by an arrow. 

The glass thermometer used for oral and axillary temperature 

readings has a long, narrow bulb filled with mercury at one end. 

It is always used with a disposable sleeve to prevent 

contamination or infection. The rectal thermometer has a 

short, round bulb. 

  

Measuring Vital Signs 
Temperature - Thermometers 
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B. Electronic Thermometers 

The electronic digital thermometers are portable, hand held and 

battery operated. The temperature is displayed quickly in easy-to-read 

numbers on a small display screen. Electronic thermometers are usually 

very accurate and can be either oral or rectal. 

The probe of an oral/rectal electronic thermometer is always covered 

by a disposable sleeve before it is used wits a client to prevent 

contamination or infection. 

 

  

Measuring Vital Signs 
Temperature - Thermometers 
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C. Tympanic Thermometers 

A tympanic thermometer is a special kind of digital 

electronic thermometer that measures the 

temperature of the membrane in the ear. It is battery 

operated, quickly read and often used on children. The 

probe has a covering that is disposable after each use 

to prevent contamination or infection. 

  

Measuring Vital Signs 
Temperature - Thermometers 
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What is considered a normal temperature reading 

depends on how the temperature is taken. Following are 

normal readings for all three sites: 

  

     Oral     Rectal   Axillary 

Fahrenheit  98.6°   99.6°   97.6° 

Celsius    37.0 °    37.5°   36.4° 

Measuring Vital Signs 
Temperature – Normal Readings 
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Do not take an oral temperature within 10 minutes of 

the client drinking hot or cold liquids or smoking. This 

would result in an inaccurate reading. If the client is 

unable to keep the mouth closed or breathes only 

through the mouth, another method should be used. 

The proper procedure for measuring an oral 

temperature with a glass thermometer is as follows: 

  

Measuring Vital Signs 
Temperature – Oral Temperature 
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1. Assemble the necessary equipment: an oral thermometer, 

paper towel, a disposable sleeve, pen and paper. 

2. Wash your hands. 

3. Explain to the client what your are going to do and put on 

disposable gloves. 

4. Inspect your thermometer. NEVER use a chipped or cracked 

thermometer. 

  

Measuring Vital Signs 
Temperature – Oral Temperature 
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5. Shake the mercury down by holding the thermometer 

between your thumb and forefinger and shaking it with a 

snapping motion of the wrist, away from any furniture or 

equipment. 

6. Holding the end of the thermometer that is away from 

the bulb, insert the bulb end into a disposable sleeve: 

Remove any pull-off covering from the sleeve. Do not 

touch the end of the thermometer that goes into the 

client's mouth. 

  

Measuring Vital Signs 
Temperature – Oral Temperature 
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7 Place the bulb end of thermometer under the client's tongue 

and ask the client to keep his or her mouth closed. Leave it in 

place for at least. three minutes. The temperature is more 

accurate if left in place for five minutes. NEVER leave the client 

with a thermometer in place. 

8. Remove the thermometer from the client's mouth and observe 

the tip of the column of mercury. It will be easier to read if you. 

hold it at eye Level and stand With your back to a light source. 

Measuring Vital Signs 
Temperature – Oral Temperature 
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9. Remove and discard your gloves. Discard the sleeve. 

10. Immediately write down the temperature readings. 

Then wash your hands. 

11. Report to your supervisor any abnormal temperature 

readings. 

Measuring Vital Signs 
Temperature – Oral Temperature 
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• Cover the probe with a disposable sleeve. 

• Leave it in place until it beeps or buzzes. 

• Simply read the digital display and make a note of it. 

• Discard the disposable sleeve. 

Using a digital thermometer is the same except for the following 

differences: 

Measuring Vital Signs 
Temperature – Using a Digital Thermometer 
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1. Assemble the necessary equipment: rectal thermometer, paper 

towel, gloves, lubricating jelly, pen and paper. 

2. Wash your hands. 

3. Explain to the client what you are going to do and, if necessary, 

provide privacy by asking any guests or family members to 

leave the room. 

The proper procedure for measuring a rectal temperature is as 

follows: 

Measuring Vital Signs 
Temperature – Rectal Temperature 
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4. Inspect the thermometer. NEVER use a chipped or 

cracked thermometer. 

5. If necessary, shake the thermometer down. 

6. Put. a sleeve over the thermometer. 

Measuring Vital Signs 
Temperature – Rectal Temperature 
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7. Place a small amount of lubricating jelly on the paper towel and 

use it to lubricate the bulb end of the rectal thermometer. This 

will make insertion easier and more comfortable. (There may be 

lubrication inside the sleeve also.) 

8. Turn. the client to the side. Put on protective gloves, and lift the 

upper buttock until the anus is exposed. Gently insert the bulb 

end of the thermometer about one inch into the rectum. 

Measuring Vital Signs 
Temperature – Rectal Temperature 
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9. Hold it in place three minutes. NEVER leave the client with a 

thermometer in place. 

10. Remove the thermometer and discard the sleeve. Read the 

temperature. 

11. Remove and discard your gloves. 

Measuring Vital Signs 
Temperature – Rectal Temperature 
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12. Write the temperature down on paper immediately, using the 

letter "R" after the temperature to indicate it was taken rectally. 

13. Wash your hands. 

14. Any abnormal reading must be reported to your supervisor 

immediately. 

Measuring Vital Signs 
Temperature – Rectal Temperature 
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1. Assemble the necessary equipment: an oral thermometer, paper 

 towel, pen and paper. 

2. Wash your hands. 

This is the least accurate method for measuring body 

temperature. You will only measure an axillary temperature when 

your supervisor or a physician has decided it is necessary and 

ordered it. The axilla is the armpit. The following is the proper 

procedure for measuring an axillary temperature: 

Measuring Vital Signs 
Temperature – Axillary Temperature 
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3. Explain to the client what you are going to do. 

4. Inspect the thermometer. NEVER use a chipped or cracked 

 thermometer. 

5. Shake the mercury down and put on a disposable sleeve. 

6. Remove the client's garment from one arm. Dry the underarm 

 with a towel, if necessary, 

Measuring Vital Signs 
Temperature – Axillary Temperature 



  Lesson 22  pg 29 

7. Place the thermometer bulb in the center of the axilla and place 

 the client's arm across the chest to hold the thermometer in 

 place. 

8. Leave the thermometer in place for 10 minutes. Never leave the 

 client with a thermometer in place.  

Measuring Vital Signs 
Temperature – Axillary Temperature 



  Lesson 22  pg 30 

9. Remove the thermometer, and  dispose of the sleeve. Observe  the 

mercury, and make a written note of the temperature  reading. 

Write an “A” after the reading to indicate it is an  axillary 

temperature. 

10. Wash your hands. 

11. Notify your supervisor immediately of any abnormal temperature 

 reading. 

Measuring Vital Signs 
Temperature – Axillary Temperature 
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1. Assemble the necessary equipment: a tympanic 

thermometer, disposable cover, pen and paper. 

2. Wash your hands. 

3. Explain to the client what you are going to do. 

You will use a tympanic thermometer if your supervisor decides it 

is necessary. This temperature is measured in the client's ear. It 

is fast and accurate and non-invasive. Use the following 

procedures: 

Measuring Vital Signs 
Temperature – Tympanic Temperature 
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4. Put a disposable sleeve on the probe of the thermometer. 

5. Have the client turn: his or her head so an ear is facing you. 

6. Insert the probe gently. Pull down and back on the earlobe so the 

probe can enter the ear more easily. 

7. When the instrument buzzes or flashes a light to indicate the 

reading is complete, remove the probe. 

Measuring Vital Signs 
Temperature – Tympanic Temperature 
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8. Observe the .display screen, and . make a written note of the 

temperature reading. Write a "r after the reading to indicate it 

is a tympanic. temperature. 

.9. Discard the cover and return tympanic thermometer to its 

charging. unit. 

10. Wash your hands. 

11. Notify your supervisor immediately of any abnormal temperature 

reading. 

Measuring Vital Signs 
Temperature – Tympanic Temperature 
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One measure of how the circulatory system is functioning is the 

pulse. As the heart beats, it pumps blood through the arteries, 

causing them to expand. Between heartbeats, the arteries 

contract. This expansion and contraction rhythm is the pulse. The 

pulse tells us how fast or slow the client’s heart is beating. 

There are certain points on the body where arteries are closed to 

the skin. These points are where the pulse can be felt most easily. 

  

Measuring Vital Signs 
Pulse 
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The wrist is the easiest 

point to use to measure a 

pulse. This is called the 

radial pulse because you 

are using the radial artery 

beneath the wrist. 

Following is the procedure 

for measuring a radial 

pulse: 

  

Measuring Vital Signs 
Pulse – Taking a Radial Pulse 
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1 . Assemble the necessary equipment: a watch with 

second hand, pen and paper. 

2. Wash your hands. 

3. Explain to the client what you. are going to do. 

4. Position the client's arm so that it is supported and 

comfortable. 

  

Measuring Vital Signs 
Pulse – Taking a Radial Pulse 



  Lesson 22  pg 37 

5. Place your middle three fingers on the palm side of the 

client's wrist in line with the thumb. Press gently to feel the 

pulse. If you press too. hard, you may stop the flow of blood. 

Do not use your thumb to check a pulse as your thumb has its 

own pulse and will confuse your measurement. 

6. When you have located the pulse, note the rhythm of the 

beats. Is it steady or irregular? Is the force of the beat 

strong or weak? 

  

Measuring Vital Signs 
Pulse – Taking a Radial Pulse 
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7. If the pulse is steady, you can take a 30-second reading. 

Noting the position of the second hand on your watch, count 

the pulse beats for 30 seconds. Then multiply this number 

by two. This will give you the measurement of the pulse for 

one minute. If required by your agency or if there are any 

abnormalities noted, count the beats for a full 60 seconds. 

8. Make a written note of the pulse rate and wash your hands. 

  

Measuring Vital Signs 
Pulse – Taking a Radial Pulse 
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9.  If any of the following conditions are observed, notify your 

 supervisor immediately: 

 ● A change in rate, force, or rhythm from previous   

  measurement. 

  ● A pulse rate of over 90 or under 60 beats per minute. 

  ● An irregular rhythm. 

  ● A weak or racing pulse. 

Measuring Vital Signs 
Pulse – Taking a Radial Pulse 
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Your supervisor may ask you take an apical pulse 

instead of a radial pulse. The apical pulse is measured 

with a stethoscope on the chest directly over the 

heart. Use the following procedures. 

Measuring Vital Signs 
Pulse – Taking a Apical Pulse 
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1. Assemble the necessary equipment: a stethoscope, alcohol 

wipes, a watch with a second hand, pen and paper. 

2. Wash your hands. 

3. Explain to the client what you are going to do and, if 

necessary, ask family members to leave to provide privacy. 

4. Clean the earpieces and diaphragm of the stethoscope with 

alcohol wipes. Put the earpieces into your ears. 

Measuring Vital Signs 
Pulse – Taking a Apical Pulse 
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5. Uncover the left side of the client's chest. Place the bell or 

diaphragm of the stethoscope on the left side of the chest, 

below the nipple. 

6. When you have located the loudest sounds of the heart 

beat, count, the beats for a full minute. 

7. Make a written note of the apical pulse rate. Also make a 

note of any irregular heart sounds you notice. 

8. Wash your hands. 

Measuring Vital Signs 
Pulse – Taking a Apical Pulse 
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9. If any of the following conditions are observed, notify your 

supervisor immediately: 

• A change in rate, force, or rhythm from previous 

measurement. 

• A pulse rate of over. 90 or under 60 beats per minute. 

• An irregular rhythm, 

• A weak or racing pulse. 

Measuring Vital Signs 
Pulse – Taking a Apical Pulse 
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The blood being pumped through the circulatory system 

causes pressure against the walls of the arteries. This 

pressure is influenced by the rate of the heartbeat and 

the condition of the arteries. When the heart contracts, 

blood is forced through the arteries. The high pressure 

this creates is called systolic pressure. The normal range 

of systolic pressure for a healthy adult is between 100 

and 140 millimeters (mm) of mercury. 

  

Measuring Vital Signs 
Blood Pressure 
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When the heart relaxes between contractions, the 

pressure of the blood in the arteries is lower. This is 

called diastolic pressure. For a normal, healthy adult, 

the range for diastolic pressure is between 60 and 90 

millimeters (mm) of mercury. 

When a blood pressure reading is taken, the systolic 

pressure is always written or given first, and then the 

diastolic; for example, 130/74. 

  

Measuring Vital Signs 
Blood Pressure 
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The following factors can affect a client's blood pressure: 

  
 

•Age. 

•Sex. 

•Body build. 

•Pain or disease. 

 

•Pain or disease. 

•Exercise and diet. 

•Medications. 

•Emotions or stress. 

 

Measuring Vital Signs 
Blood Pressure – Factors Affecting Blood Pressure 
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When blood pressure exceeds the normal range, this condition is 

called hypertension. If the readings are below a normal range, it is 

referred to as hypotension. 

Physical exercise, illness, stress, emotional turmoil, and certain 

medications can raise the blood pressure. The process of aging 

causes the arteries to lose some of their elasticity, and this 

results in higher blood pressure for many older adults. Blood 

pressure is lowered with rest an certain medications. Very low 

blood pressure can also be the result of shock. 

Measuring Vital Signs 
Blood Pressure – Factors Affecting Blood Pressure 
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A client's blood pressure should always be taken with the 

client in the same position. Lying down raises the presses 

while sitting or standing lowers it. For comparison purposes, 

always use the same position. Your supervisor may ask you 

to take a blood pressure reading with the client in a sitting, 

standing or lying position. You may also be asked to use a 

particular arm or both arms. 

  

Measuring Vital Signs 
Blood Pressure – 

Things to Consider when Taking Blood Pressure 
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Always take the reading in a quiet area away from 

distractions or activity. On a child or a very thin client, 

v may use a smaller child's cuff. For an obese client, you 

may need to use a thigh cuff. 

Measuring Vital Signs 
Blood Pressure – 

Things to Consider when Taking Blood Pressure 
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Never take blood pressure on an arm with an IV, cast, injury or 

paralysis. Also, never take a blood pressure reading immediately 

after exercise. Allow the client to rest for 10 to 20 minutes 

first. Do not apply the cuff over clothing. This could cause an 

inaccurate reading. Don't overinflate the cuff, as this can be 

painful. 

If you are unsure of a reading, always repeat the procedure. If 

you are still unsure, ask for help from your supervisor. 

Measuring Vital Signs 
Blood Pressure – 

Things to Consider when Taking Blood Pressure 
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1. Assemble the necessary equipment: a blood pressure cuff 

(sphygmomanometer), a stethoscope alcohol wipes, pen and 

paper. 

2. Wash your hands. 

The procedure for taking a client's blood pressure is as 

follows: 

Measuring Vital Signs 
Blood Pressure – Taking a Blood Pressure Reading 
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3. Explain to the 'client what you are going to do. 

4. The client may be either lying down or sitting up. 

5. Remove or roll up the client's sleeve and rest the forearm on 

the bed or chair arm. 

6. Unroll the blood pressure cuff, loosen the valve on the bulb, 

and then squeeze the cuff to release any air. Clean the earpieces 

and diaphragm of the stethoscope with alcohol wipes. 

Measuring Vital Signs 
Blood Pressure – Taking a Blood Pressure Reading 
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7. Place the cuff snugly around the client's arm one inch above 

the elbow, with the. arrows on the cuff painting toward the 

elbow. 

8. Locate the brachial pulse (inside the elbow) with your three 

middle fingertips. Place the diaphragm of the stethoscope on the 

brachial pulse, but not touching the cuff. 

Measuring Vital Signs 
Blood Pressure – Taking a Blood Pressure Reading 
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9. Tighten the thumbscrew and repeatedly squeeze the bulb to 

pump up the blood pressure cuff until you can't feel the brachial 

pulse any longer. That is the approximate systolic pressure and 

will tell you about how high you have to pump for the main 

reading. (You will pump 30 mm beyond this point.) Wait one 

minute before continuing. 

10. Put the earpieces of the :stethoscope in your ears. 

Measuring Vital Signs 
Blood Pressure – Taking a Blood Pressure Reading 
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11.Turn the thumbscrew of the valve clockwise to tighten it. Be careful 

not to turn it. too tightly. 

12. Holding the stethoscope diaphragm in place over the brachial 

artery, repeatedly squeeze the bulb to inflate the cuff until the 

mercury reaches about 30 mm beyond the point where you last felt a 

pulse. 

13. Slowly turn the thumbscrew on the valve counterclockwise, allowing 

air to escape. After a few seconds, you should hear a pulse. 

Measuring Vital Signs 
Blood Pressure – Taking a Blood Pressure Reading 
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14. As you hear the first sound. note the point on the 

scale. This is the systolic reading. 

15. Allow air to continue to escape. When the sounds 

change or disappear. note the point on the scale. This is 

the diastolic reading. 

Measuring Vital Signs 
Blood Pressure – Taking a Blood Pressure Reading 



  Lesson 22  pg 57 

16. Deflate the cuff completely and remove it from the client’s 

arm. Remove the stethoscope from your ears. 

17. Record the blood pressure. 

18. Return the equipment to your bag and wash your hands. 

19 Report the blood pressure and any abnormalities observed 

to your supervisor. 

Measuring Vital Signs 
Blood Pressure – Taking a Blood Pressure Reading 
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Respiration is both breathing in, referred to as inspiration and 

breathing out, or expiration. The following are some things that can 

affect the respiration rates 

● Age and sex. 

● Emotions and stress. 

● Medications. 

 

 

● Exercise.  

● Respiratory illness. 

● Heat and cold. 

● Disease, especially cardiac 

 illness. 

Measuring Vital Signs 
Respiration 
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Observing a client's respiration can alert the home health 

aide to possible respiratory problems. To count respiration 

you can either watch the client's chest rise and fall or you 

can place your hand on the client's chest and feel this 

movement. One rise and fall of the chest is counted as of 

respiration. 

Measuring Vital Signs 
Respiration 
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Usually, adults have a respiration rate of 16 to 20 

per minute. Children breathe faster, and older 

people more slowly. Respiration can also be affected 

by temperature change, exertion, illness, stress, and 

medications. To get accurate, normal measurement, 

it is best to count the respirations without telling 

the client this is what you are doing. 

Measuring Vital Signs 
Respiration 
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While counting the respirations, you should listen 

to and observe the breathing. If you notice that 

the breathing is shallow, irregular, noisy, or 

difficult, notify your supervisor immediately. 

Measuring Vital Signs 
Respiration 
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When observing respiration, note and record the following 

things: 

• Rate. How many respirations per minute? 

• Rhythm. Is the rhythm regular or irregular? 

• Character. Is the respiration slow, fast, noisy, or 

 irregular? 

• Color of skin. Does the skin appear unusually pink or blue? 

Measuring Vital Signs 
Respiration 
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Vital signs are very important for 

determining a client's medical condition and 

general health. You should always be careful 

to measure the vital signs as accurately as 

possible. 

Measuring Vital Signs 
Respiration 



This completes the lesson 
for this month. 

Complete the test and turn in for credit 

Answer ALL TEST questions. 

Check your answers 

Be sure to sign and date the test sheet. 

Information for this lesson was taken from MEDCOM TRAINEX publications 


