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Clinical  Care Handbook 

Introduction 
In	1859	Florence	Nightingale	suggested	that	‘The	elements	of	nursing	are	all	but	unknown’.	It	could	be	
argued	that	this	statement	remains	true	today:	some	groups	maintain	that	nursing	is	about	keeping	clients	
clean	and	well	nourished;	others	that	it	is	about	making	clients	feel	safe;	others	focus	purely	on	the	
psychological	needs	of	clients;	and	yet	others	think	that	it	is	about	carrying	out	physical	tasks	delegated	by,	
but	remaining	under	the	auspices	of,	doctors	(Hilton	1997).	
	
In	looking	back	down	the	well-trodden	path	it	can	be	seen	that	over	the	past	150	years	or	so	nursing	has	
slowly	evolved	from	something	that	was	considered	essentially	women’s	work,	which	could	be	undertaken	
by	any	‘good	woman’,	was	largely	concerned	with	caring	for	the	sick,	and	with	providing	the	best	
environment	for	nature	to	take	its	course,	to	being	something	that	is	very	complex,	skilled	and	sometimes	
highly	technical,	involving	health	education	and	promotion	as	well	as	meeting	a	wide	variety	of	illness	
related	needs	of	clients.	It	is	now	an	occupation	that	attracts	both	men	and	women	whose	pay	constitutes	
more	than	a	bottle	of	gin	(Hilton	1997).	

Assessment and the nursing process 
Assessment	includes	collecting	all	relevant	information	and	then	determining	the	client’s	actual	or	
potential	problems.	From	this	information	care	can	then	be	planned	in	full	consultation	with	the	client,	
their	significant	others	and	other	members	of	the	multidisciplinary	team	as	appropriate.	Care	planning	
should	be	clearly	documented	and	include	the	goals	of	care	–	that	is,	what	it	is	we	are	striving	to	achieve	–
making	sure,	of	course,	that	these	are	both	realistic	and	achievable,	along	with	precise	details	of	how	they	
are	going	to	be	achieved.	
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Communicating  

Introduction 
Communication	skills	form	the	basic	building	bricks	of	all	human	interaction,	be	it	a	simple	greeting	or	a	
complex	relationship.	Our	verbal	and	non-verbal	messages	create	pictures	of	who	we	are,	how	we	are	
feeling	and	what	we	like	or	dislike.	As	health	care	professionals	the	pictures	that	we	paint	can	reassure	
people	and	put	them	at	their	ease	or,	conversely,	cause	stress	and	anxiety	and	make	them	feel	very	
vulnerable,	uncomfortable	or	even,	on	occasions,	aggressive.	The	development	of	sound	therapeutic	
communication	skills	is	therefore	vital	if	we	are	to	put	people	at	their	ease	and	make	them	feel	secure,	
confident	and	valued.	This	means	paying	attention	not	only	to	what	we	say	and	do	but	also	to	how	we	say	
and	do	it.	Written	communication	skills	are	equally	important.	Clear	and	concise	writing	skills	are	essential	
not	just	for	communicating	effectively	within	a	multidisciplinary	team	and	ensuring	consistent,	quality	
care,	but	also	to	comply	with	the	legal	requirement	to	maintain	comprehensive	client	care	records.	
	
Communication	is,	however,	a	two-way	process.	To	communicate	effectively	means	developing	good	skills	
at	a	personal	level	not	only	as	a	messenger,	but	also	as	a	receiver.	This	requires	us	to	listen	attentively,	be	
knowledgeable	about	the	other	person(s)’s	abilities	and	perspectives	as	well	as	our	own,	and	to	develop	
the	skills	necessary	to	facilitate	communication	for	those	who	are	less	able	than	ourselves,	whatever	the	
reason.	For	example,	an	individual	with	a	specific	learning	difficulty	may	find	it	very	difficult	to	verbalise	
their	care	needs	and	may	need	to	use	alternative	modes	of	communication	such	as	sign	language	to	
converse	with	us.	A	child	may	not	yet	have	developed	an	understanding	of	the	double	entendres	of	some	of	
our	words.	Clients	who	may	be	in	pain	or	distress	or	those	who	are	newly	bereaved	may	find	it	
exceptionally	difficult	to	express	their	feelings	and	may	ultimately	need	encouragement	and	support	to	do	
this.	Well-developed	communication	skills	are	therefore	essential	tools	for	nurses	and	other	health	care	
professionals,	yet	there	is	a	plethora	of	literature	that	illustrates	that	we	are	notoriously	poor	at	this	
activity	for	a	variety	of	reasons,	not	least	a	perceived	lack	of	time.	
	
The	factors	that	affect	communicating	may	be:	
• physical	arising	from	alteration	in	the	structure,	function	or	process	of	the	organs	involved	in	

communicating,	such	as	damage	to	the	tongue	or	larynx	(voice	box),	or	nerves	supplying	it	
• psychological	such	as	fear,	anxiety	and	stress	
• sociocultural	including	language,	vocabulary,	jargon	and	gesticulations	
• environmental,	for	example	poor	lighting,	noise	or	intrusions	
• politico-economic,	for	instance	type	of	occupation,	neighbourhood	

Communicating with cl ients 	
It	is	important	to	remember	that	there	is	no	substitute	for	face-to-face	interaction,	particularly	on	
important	issues,	but	only	if	this	is	undertaken	with	thought,	using	appropriate	strategies	following	a	full	
assessment	of	the	client’s	ability	to	communicate.	Appropriate	and	effective	communication	helps	to	
establish	a	therapeutic	helping	relationship,	enables	us	to	determine	a	client’s	care	needs,	promotes	trust	
and	confidence,	and	facilitates	good	multidisciplinary	team	working.	Good	practice	is	outlined	below.	
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Record keeping 
Written	communication	is	as	important	in	the	health	care	arena	as	both	verbal	and	non-verbal	
communication.	Maintaining	clear,	concise	but	comprehensive	client	care	records	is	absolutely	essential	
both	in	terms	of	providing	continuity	of	client	care	of	a	high	standard	and	in	terms	of	meeting	legislative	
requirements.	Remember,	in	a	court	of	law	it	is	assumed	that	if	the	care	was	not	documented	then	it	didn’t	
happen.	With	the	advent	of	information	technology,	computerised	information	systems	are	being	
increasingly	used	to	record,	store	and	evaluate	information	pertaining	to	clients.	These	are	proving	very	
useful	in	terms	of	easier	and	speedier	access	to	information	both	within	and	across	care	environments,	for	
example	department	to	department,	hospital	and	community.	Whatever	method	is	used	in	your	area,	
however,	it	is	important	that	you	familiarize	yourself	with	the	systems	and	ensure	that	you	do	not	breach	
client	confidentiality.	
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Breathing 
The	process	of	external	respiration	(breathing)	consists	of	two	stages,	namely	inspiration,	inhaling	
(breathing	in)	air	in	order	to	extract	the	oxygen	from	the	air,	and	expiration,	exhaling	(breathing	out)	in	
order	to	expel	carbon	dioxide.	Oxygen	is	required	by	the	body	to	release	energy	at	cell	level	so	that	the	
individual	can	participate	in	activities.	The	release	of	such	energy	through	metabolism	produces	carbon	
dioxide	as	a	waste	product	that	must	be	expelled	from	the	body	
	
Breathing	is	essential	to	life.	The	ability	to	undertake	a	swift	assessment	of	the	client’s	ability	to	breathe	
and	instigate	removal	of	an	obstruction	and/or	rescue	breathing	if	needed	is	therefore	crucial.	A	full	
assessment	of	the	person’s	ability	to	breathe	should	be	undertaken	once	adequate	respiratory	function	has	
been	restored.	
	
Factors	that	may	affect	breathing	may	be:	
•	 physical,	arising	from	alteration	in	the	structure,	function	or	processes	of	the	respiratory	and	

associated	systems	
•	 psychological,	such	as	anxiety	and	stress	
•	 sociocultural,	for	example	smoking	
•	 environmental,	including	pollution	and	allergies	
•	 politico-economic,	for	example	lack	of	finances	for	heating.	

Assessing an individual’s  abi l ity to breathe 
Remember	that	assessment	of	breathing	is	only	part	of	a	holistic	nursing	assessment	and	should	not	be	
undertaken	in	isolation	without	reference	to	or	consideration	of	the	client’s	other	activities	of	living.	
	
The	specific	points	to	be	considered	when	assessing	an	individual’s	breathing	include:	
•	 Physical	
•	 Respiratory	rate	
•	 depth	
•	 sounds	
•	 pattern/rhythm	
•	 Presence	of	cough	
•	 productive	
•	 unproductive	
•	 Sputum	
•	 colour	
•	 consistency	
•	 amount	
•	 smell	
•	 Degree	of	effort,	use	of	accessory	muscles	

(e.g.	shoulders/neck)	
•	 Nasal	flaring,	which	is	usually	a	sign	of	

increased	effort,	particularly	in	
•	 infants	
•	 Sternal	recession,	the	sinking	in	of	

sternum	during	inspiration,	
•	 particularly	in	infants	
•	 Tracheal	tug,	the	sinking	in	of	the	soft	

tissues	above	the	sternum	and	between	
the	clavicles	during	inspiration,	
particularly	in	infants	

•	 Intercostal	recession,	the	sinking	in	of	the	
soft	tissues	between	the	ribs	during	
inspiration	

•	 Facial	expressions	
•	 Colour	of	skin/mucous	membranes	–	

mottling,	pallor,	cyanosis	
•	 Presence	of	scars	
•	 Shape	of	thorax,	symmetry	of	movement	
•	 Evidence	of	external/internal	injury	
•	 Position	adopted	by	client	and	influence	

of	body	position	on	breathing	
•	 Pain	related	to	

inspiration/expiration/movement	
•	 Breathes	through	mouth	and/or	nose	
•	 Clubbing	of	finger	ends	
•	 Head	bobbing,	that	is,	forward	movement	

of	head	on	inspiration	in	a	sleeping	or	
exhausted	infant	is	a	sign	of	breathing	
difficulty

Monitoring respiratory rate 
Monitoring	a	client’s	respiration	rate	is	essential	to	facilitate	the	evaluation	of	medical	treatment	and	
nursing	interventions.	
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Equipment 
A	digital	watch	or	watch	with	a	second	hand,	together	with	an	appropriate	chart	for	recording,	is	
required.	The	procedures	and	rationales	are	given	below.	
	

Monitoring expectorant 
Monitoring	expectorations	facilitates	thorough	assessment	and	evaluation	of	the	client’s	condition	
and	response	to	treatment.	Expectorant	refers	to	any	secretions	coughed	out	of	the	lungs	and	should	
not	be	confused	with	saliva	(secretions	from	the	mouth)	

Equipment 
The	equipment	required	for	monitoring	consists	of	sputum	pot,	weighing	scales	(if	available),	
appropriate	chart	for	documenting	results,	and	gloves.	The	procedures	and	rationales	are	given	
below.	
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Obtaining a sputum specimen 
An	analysis	of	a	sputum	specimen	will	identify	any	abnormalities	and	provide	direction	for	
appropriate	treatment.	

Equipment 
The	equipment	required	consists	of	specimen	pot	with	lid,	clearly	labelled	with	client	details;	
request	form	signed	by	a	doctor,	and	labelled	with	client	details;	specimen	bag;	tissues;	and	
mouthwash/oral	hygiene	equipment.	
	
The	procedures	and	rationales	are	given	below.	
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Administration of oxygen 
Oxygen	(O2)	is	administered	as	a	corrective	treatment	for	conditions	resulting	in	hypoxia	(low	level	
of	oxygen	in	the	blood).	Oxygen	is	classed	as	a	medication	and	must	be	prescribed	by	a	doctor	and	
administered	correctly	to	prevent	over-	or	under-oxygenation.	Remember	oxygen	is	NOT	flammable,	
but	it	does	aid	combustion.	Patients	and	visitors	should	therefore	be	educated	about	the	increased	
risk	of	fire	and	the	precautions	necessary	to	reduce	this	risk	when	supplementary	oxygen	is	in	use	
(see	‘General	considerations’	below).	Oxygen	must	only	be	administered	at	the	rate	and	percentage	
prescribed,	as	over-oxygenation	can	be	dangerous	for	some	individuals,	particularly	those	with	
chronic	lung	disease	who	are	retaining	carbon	dioxide,	and	infants,	where	there	is	also	a	risk	of	
retinopathy.	
	

Equipment 
The	equipment	required	consists	of	a	mask	or	nasal	cannula	that	enables	the	administration	of	the	
prescribed	dose	(percentage)	(see	Table	1.1);	connection	tubing;	flow	meter;	wall	or	cylinder	
oxygen	supply	(oxygen	cylinders	are	black	with	a	white	collar);	and	a	humidifier	with	sterile	water	if	
required.	The	procedures	and	rationales	are	given	below.	
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General  considerations of oxygen administration 
•	 Oxygen	is	an	odour-less,	tasteless,	colour-less,	transparent	gas	that	is	slightly	heavier	than	

air.	
•	 Oxygen	supports	combustion,	therefore	there	is	always	a	danger	of	fire	when	oxygen	is	

being	used.	
•	 The	following	safety	measures	should	be	remembered:	
•	 Oil	or	grease	around	oxygen	connections	should	be	avoided.	
•	 Alcohol,	ether	and	other	inflammatory	liquids	should	be	used	with	caution	in	the	vicinity	of	

oxygen.	
•	 No	electrical	device	must	be	used	in	or	near	an	oxygen	tent.	
•	 Oxygen	cylinders	should	be	kept	secure	in	an	upright	position	and	away	from	heat.	
•	 There	must	be	no	smoking	in	the	vicinity	of	oxygen.	
•	 A	fire	extinguisher	should	be	readily	available	and	all	staff	have	a	responsibility	to	be	

competent	in	its	use.	
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Mobil is ing 

Introduction 
Motor	function	and	the	ability	to	move	involve	all	parts	of	the	motor	nervous	system.	Injury,	
malformation	or	disease	to	any	part	of	this	system	will	therefore	affect	the	individual’s	ability	to	
move.	The	motor	nervous	system	includes:	

• The	central	nervous	system	(CNS):	this	is	composed	of	the	brain	and	spinal	cord	and	is	
responsible	for	initiating	and	coordinating	movement.	

• The	peripheral	nervous	system:	this	consists	of	nerve	pairings,	which	radiate	to	the	various	
parts	of	the	body	from	the	CNS.	These	pairs	of	nerves	send	messages	to	and	from	the	brain.	

• Muscles,	ligaments	and	tendons:	these	are	located	throughout	the	body	and	respond	to	
sensory	information.	Muscles	use	the	pulling	forces	of	contraction	and	work	in	antagonistic	
pairs,	that	is,	they	oppose	each	other.	

• The	skeleton:	this	provides	a	system	of	support	with	a	variety	of	joints	that	enable	a	wide	
range	of	movements.	

• The	spine	and	discs:	these	form	a	significant	part	of	the	skeleton	and	have	particular	notable	
functions:	

	
	
It	is	therefore	clear	that	the	skills	of	movement	are	complex	and	involve	both	conscious	decision-
making	and	other	subconscious	changes	such	as	reflex	actions;	together	these	enable	us	to	move	and	
complete	everyday	tasks	such	as	cleansing,	dressing	and	eliminating,	as	well	as	walking.	
	
As	individuals,	the	ability	to	move	and	the	range	of	movements	we	can	undertake	are	learnt	and	
developed	from	those	basic	functions	present	at	birth.	The	degree	of	movement,	and	thus	ability	to	
function	in	all	aspects	of	life,	are	unique	to	the	individual.	This	ability	can	be	affected	by	many	factors	
–	not	just	by	injury,	malformation	and	disease.	

The factors that may affect mobil ity may be: 
• Physical	arising	from	altered	structures,	function	or	processes	of	movement,	for	instance	

weakness	arising	from	conditions	such	as	anaemia,	neurological	or	muscular	impairment,	or	
fractures.	

• Psychological	including	depression,	fear	and	anxiety	(particularly	in	older	people)	and	
altered	body	image,	for	example	stroke	or	amputation.	

• Pain	including	that	affecting	general	joint/muscle	movement.	
• Environmental/social	such	as	poor	housing,	obstructions	and	other	hazards,	and	social	

isolation.	
• Politico-economic	for	example	lack	of	finances	for	aids,	adaptations	and	employed	help.	

	
These	are	just	some	of	the	many	possible	consequences	of	prolonged	immobility.	Optimising	clients’	
mobility	is	therefore	an	essential	nursing	skill	and	should	be	undertaken	in	collaboration	with	other	
members	of	the	multidisciplinary	team	(MDT),	which	includes	physiotherapists,	social	workers,	
occupational	therapists,	remedial	gymnasts,	appliance	officers,	as	well	as	the	client,	carer	and	
medical	staff.	
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Pressure	Areas	
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Personal c leansing and dressing 

Introduction 
The	ability	to	cleanse	and	dress	is	a	fundamental	need	and	involves	far	more	than	the	physical	act	of	
cleansing	the	skin	to	reduce	the	potential	for	infection	and	injury.	Personal	cleansing	and	dressing	is	
also	important	in	promoting	the	psychological,	social,	cultural	and	overall	well-being	of	the	
individual.	In	acknowledging	the	importance	of	this	aspect	of	care,	best	practice,	which	include:	
individual	assessment	of	personal	and	oral	hygiene	needs;	planning	negotiated	care	based	on	a	
sound	assessment;	providing	a	conducive	environment;	ensuring	that	clients	have	toiletries	for	their	
personal	use;	providing	adequate	levels	of	assistance;	providing	any	necessary	information	and	
education	to	enable	clients	to	maintain	their	individual	personal	hygiene	needs;	and	finally,	
continuous	evaluation	and	reassessment	of	care	needs.	

Assist ing individuals with bathing 
Maintaining	personal	hygiene	is	essential	for	the	preservation	of	health	and	the	prevention	of	
infection,	and	removal	of	body	odour.	Individuals,	whenever	possible,	should	be	encouraged	to	
perform	their	own	personal	hygiene	so	that	their	independence	is	promoted.	Bathing	may	involve	
assisted	washes	in	or	out	of	bed,	bed	bathing,	showering	or	immersion	in	a	general	bath.	Care	must	
be	taken	throughout	to	keep	wounds	or	dressings	dry,	and	such	considerations	may	influence	the	
mode	of	choice.	

Equipment 	
The	equipment	required	will	vary	according	to	individual	client	needs	but	may	include	soap,	face	
cloth,	two	towels	(one	face	and	one	bath),	disposable	wipes,	clinical	waste	disposable	bags,	toiletries	
(for	example,	deodorant,	perfume,	aftershave),	client’s	comb/brush,	bowl	of	hot	water	
(35–40ºC),	gloves	and	apron,	lotion	thermometer,	suitable	bath/shower,	chair/shower	stool,	
disposable	floor	mat,	appropriate	aids	if	bathing/	shaving,	clean	nightdress/pyjamas	or	clothing	as	
required,	clean	bed	linen/linen	skip	and	a	trolley/adequate	surface.	

Bathing/showering in the bathroom 
The	client’s	preference	may	be	for	a	general	bath	(sometimes	referred	to	as	an	‘up	bath’	or	shower.	
An	assessment	of	the	individual	client’s	preference	along	with	an	assessment	of	their	strength,	
mobility	and	mental	capacity	is	essential	prior	to	the	carrying	out	of	this	activity.	The	nurse	must	
ensure	the	client’s	safety	at	all	times.	The	procedures	and	rationales	of	bathing/showering	in	the	
bathroom	are	given	below;	



	

14	|	P a g e 	
	

14	

	
	

Assist ing individuals with oral  hygiene 
Oral	hygiene	may	involve	the	use	of	a	toothbrush	and	paste,	a	mouthwash	or	other	mouth	cleaning	
preparations,	such	as	interdental	sticks	and	floss,	to	achieve	and	maintain	the	cleanliness	of	the	teeth	
or	dentures,	the	gums,	hard	and	soft	palates	and	lips.	It	is	considered	an	essential	nursing	procedure	
as	an	unkempt	mouth	can	prove	to	be	a	serious	health	hazard	over	time	for	some	individuals.	
Assessment	and	care	of	the	oral	cavity	should	therefore	form	part	of	a	client’s	daily	hygiene	routine,	
and	efficacy	of	interventions	should	be	continuously	evaluated.	

Care of dentures 
An	important	aspect	of	oral	hygiene	is	the	care	of	prostheses,	which	include	dentures,	plates	and	
braces.	These	are	the	client’s	personal	property	and	need	to	be	handled	carefully	to	avoid	damage	
and	breakage.	
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Assist ing individuals with eye care 
Eye	care	is	part	of	maintaining	a	client’s	personal	hygiene	and	is	usually	performed	as	part	of	
bathing/showering.	Generally	the	normal	physiological	processes	of	blinking	and	tear	production	
maintain	the	cleanliness	of	the	eyes,	along	with	daily	washing.	When	a	client	has	difficulty	in	meeting	
their	eye	care	needs	then	the	nurse	may	need	to	assist,	particularly	if	discharges	or	crusts	appear	
around	the	eyes.	This	can	usually	be	removed	by	gentle	eye	swabbing,	as	outlined	below.	
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Facial  shaving 
Facial	shaving	is	often	a	significant	aspect	of	a	man’s	personal	hygiene	routine	and	can	improve	both	
his	comfort	and	self-esteem.	It	can	be	performed	during	or	following	washing.	
	

	
	
Note	that	if	the	client	is	using	an	electric	shaver,	the	skin	should	be	kept	dry	and	the	shaver	should	
be	cleaned	immediately	following	use.	

Hair care 
Hair	care	is	again	a	significant	part	of	the	grooming	process	and	the	attention	given	to	this	activity	
often	reflects	how	a	client	feels.	The	condition	of	the	hair	and	scalp	can	also	be	a	good	indicator	of	a	
client’s	general	health;	therefore	regular	attention	to	this	aspect	of	care	is	important.	The	client’s	
gender,	cultural	and	racial	preferences	need	to	be	taken	into	account	when	assisting	in	grooming	of	
the	hair,	and	under	no	circumstances	should	a	client’s	hair	be	cut	without	their	express	permission.	
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The	client’s	level	of	independence	needs	to	be	considered	when	undertaking	your	initial	and	
subsequent	assessments,	along	with	any	contra-indications	to	this	procedure,	such	as	arthritis	or	
head	and	neck	injuries,	which	may	affect	their	ability	to	become	involved.	

Assist ing individuals to dress 
Dressing	allows	the	client	to	maintain	their	individuality,	self-image	and	self-esteem	besides	
providing	protection.	It	is	an	important	vehicle	for	communicating	one’s	personality,	values,	beliefs	
and	culture	in	society,	as	well	as	one’s	gender.	Nurses	can	assist	clients	in	this	activity	by	
encouraging	them	to	make	choices	and	decisions	about	their	personal	dress	and	assisting	them	in	
this	activity	when	they	are	unable	to	self-care.		
	
Dressing	best	takes	place	following	washing	or	bathing	though	clothes	should	always	be	changed	
when	soiled,	to	promote	the	client’s	dignity.	Clothes	worn	during	waking	hours	should	not	be	worn	
for	sleeping	as	one	can	lose	up	to	one	litre	of	sweat	during	the	night	and	this	can	increase	
significantly	in	illness.	When	dressing	the	client	in	clothing	of	their	choosing	bear	in	mind	that	the	
clothes	should	be	in	keeping	with	the	environment,	the	general	condition	of	the	client	and	the	time	
of	day.	Also	consider	their	ease	of	removal	and	application	and	the	need	for	access,	for	example	
catheters	and	drains.	

Maintaining body temperature 
Most	of	the	time	adults	are	unaware	of	their	body	temperature	because	it	usually	remains	at	a	
constant,	comfortable	level.	A	special	regulating	centre	in	the	brain,	the	hypothalamus,	carefully	
balances	the	amount	of	heat	produced	and	the	amount	lost	by	the	body	by,	for	example,	making	us	
sweat	or	shiver.	Control	of	temperature	in	this	way	is	part	of	maintaining	homeostasis	of	the	body.	
Adults	are	therefore	referred	to	as	being	‘homoeothermic’,	that	is,	able	to	maintain	their	core	body	
temperature	at	a	constant	level	regardless	of	the	external	temperature.	
	
In	infants	and	children,	however,	the	control	centre	is	not	fully	developed.	This	therefore	means	that	
there	is	a	potential	for	wide	variations	in	body	temperature;	this	is	why	it	is	crucial	that	parents	or	
carers	monitor	constantly	the	temperature	of	infants	and	children	and	make	adjustments	to	their	
clothing	and	environment	on	their	behalf.	

The factors that may affect body temperature include: 
•	 physical,	for	example	illness,	infection,	gender,	age,	metabolic	rate	
•	 psychological	such	as	emotion,	stress	and	anxiety	
•	 sociocultural	including	exercise,	activity,	recreational	drugs	
•	 environmental,	for	example	time	of	day,	severe	heat	or	cold	
•	 politico-economic,	for	instance	lack	of	finances	for	heating	or	occupation.	

Normal body temperature 
The	following	levels	may	vary	slightly	in	different	textbooks,	but	the	following	is	intended	to	offer	a	
simple,	useful	guide.	
Normal	range		 =	36–37oC	
Pyrexia		 =	38–40oC	
Hyperpyrexia		 =	40.1oC	and	above	
Heat	stroke		 =	usually	occurs	around	41–42oC	
Death		 	 =	43oC	and	above	
Hypothermia		 =	35oC	and	below	
Death		 	 =	20oC	
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The	sites	that	can	be	used	to	monitor	temperature	are:	
•	 the	axilla	(axillary)	
•	 the	mouth	(orally)	
•	 the	tympanic	membrane	(inner	ear,	aural)	
•	 the	rectum	(rectally)	
•	 the	skin.	

Great	care	should	be	taken	when	selecting	the	site.	Whilst	the	rectal	route	is	considered	the	most	
accurate	because	of	its	proximity	to	the	core	of	the	body	it	is	obviously	the	least	convenient,	the	most	
invasive	and	carries	a	number	of	risks	not	least	the	potential	to	perforate	the	rectum.	It	is	therefore	
the	least-used	site	but	the	best	option	when	a	very	accurate	measurement	is	required,	for	example	in	
cases	of	hypothermia.		
	
For	many	years	the	mouth	has	been	the	most	commonly	used	site	in	adults,	but	care	must	be	taken	
to	ensure	that	the	thermometer	is	placed	firmly	in	the	pocket	to	the	side	of	the	frenulum	below	the	
tongue	and	that	the	client	is	fully	orientated	and	co-operative;	confused	or	disorientated	clients	may	
bite	or	try	to	swallow	it.	
	
This	site	is	therefore	not	recommended	in	children	unless	they	are	fully	compliant,	nor	should	it	be	
used	for	measuring	the	temperature	of	breathless	patients	or	patients	who	suffer	from	epilepsy.	
When	using	this	site	it	is	also	important	to	check	that	the	client	has	not	just	had	a	hot	or	cold	drink	as	
this	can	significantly	affect	the	measurement.	The	axilla	and	groin	are	useful	and	less	dangerous	but	
are	less	efficient,	particularly	in	clients	who	are	obese	or	very	thin,	as	good	skin	contact	is	essential	
for	accurate	measurement.	

Methods of temperature measurement 
Traditional	mercury	thermometers	have	been	used	for	many	years	in	clinical	settings	and	may	be	
used	in	the	mouth,	the	axilla	or	the	rectum.	Although	they	are	familiar	to	nurses	and	clients,	their	use	
has	declined	in	recent	years	due	to	the	potential	hazards	of	mercury	spillage	and	broken	glass.	There	
is	also	controversy	surrounding	accuracy	of	measurement	and	the	length	of	time	a	mercury	
thermometer	needs	to	be	left	in	place.	Types	available	include	oral,	rectal	and	subnormal	(those	that	
record	below	35ºC),	and	disposable	covers	are	readily	available	to	reduce	the	risk	of	cross-infection.	
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Electronic	thermometers	
These	have	become	more	popular	in	recent	years	and	are	often	purchased	for	use	in	the	home.	An	
internal	probe	is	connected	to	a	power	supply	that	has	a	display	unit	and	bleeps	when	the	maximum	
temperature	is	reached.	They	can	be	used	in	the	mouth,	the	axilla	or	the	rectum	and	should	be	
covered	with	a	clean	disposable	probe	cover	for	each	patient.	They	take	significantly	less	time	to	
register	an	accurate	temperature	than	traditional	thermometers	and	have	therefore	become	
increasingly	popular.	Though	incurring	a	more	significant	cost	they	are	considered	a	much	safer	
product.	
	
Tympanic	thermometers	
These	are	placed	in	the	ear	canal	and	heat	is	detected	as	infra-red	energy	from	the	tympanic	
membrane.	It	is	a	rapid	way	of	measuring	temperature,	only	taking	a	few	seconds,	but	there	is	some	
controversy	over	the	accuracy	of	measurement.	They	are	probably	the	most	widely	used	devices	
used	in	hospitals	today.	
	
Chemical	disposable	thermometers	
These	may	be	used	in	the	mouth	or	the	axilla.	They	are	usually	plastic	strips	which	are	impregnated	
with	thermo-sensitive	chemicals	that	change	colour	with	increasing	temperature.	As	these	are	
disposable	there	is	no	risk	of	cross-infection.	
	
Disposable	strips	
These	are	widely	available	from	retail	pharmacies	and	consist	of	individually	wrapped	strips	for	
single	use	only.	The	strip	is	applied	to	the	forehead	until	a	reading	can	be	visualized	on	the	strip.	
Whilst	they	can	give	a	broad	indication	of	whether	the	individual	is	hot	or	cold	they	are	the	least	
accurate	and	only	really	serve	as	a	very	basic	guide	as	to	whether	more	professional	attention	is	
needed.	

Monitoring temperature 
Monitoring	a	client’s	body	temperature	is	essential	to	establish	current	health	status,	identify	actual	
or	potential	problems,	facilitate	medical	and	nursing	intervention,	and	monitor	client	progress.	

Equipment 
Appropriate	thermometer	(digital,	tympanic,	rectal,	or	mercury)	paying	due	regard	to	the	age	of	the	
client,	their	level	of	ability	to	co-operate,	local	clinical	guidelines	and	contemporary	evidence	

• Designated	chart	for	recording		
• Protective	covers/probe	covers	
• Equipment	for	disposal,	cleansing	and	disinfection	

Auxil iary measurement 
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Oral measurement 
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Using a digital  thermometer 
Follow	the	procedure	outlined	above	but	wait	for	the	signal	that	signifies	that	the	highest	
temperature	has	been	reached.	

Tympanic measurement 

Equipment 
• Electronic	tympanic	thermometer	(check	for	patency)	
• Speculum	covers	(disposable	–	one	for	each	client)	
• Appropriate	chart	for	recording	

	
Identify	factors	that	may	affect	the	reading,	for	example	the	presence	of	cerumen	(ear	wax),	recent	
facial/aural	surgery	(potential	for	injury	and	should	therefore	be	avoided),	hearing	aid,	or	ear	
infection	(the	area	will	be	very	sensitive	and	therefore	should	be	avoided;	the	risk	of	cross-infection	
would	also	be	significant	were	this	site	to	be	used).	
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Recording and documenting body temperature 
Care	should	be	taken	to	ensure	that	temperature	measurement	is	recorded	accurately	to	provide	a	
clear	picture	of	the	client’s	condition	over	time.	If	done	correctly	it	enables	us	to	see	at	a	glance	any	
change	in	the	client’s	condition	and	helps	us	determine	whether	or	not	interventions	are	being	
effective,	as	can	be	seen	in	Figure	9.3.	If	you	use	an	alternative	route	to	the	one	commonly	used	in	
the	environment	of	care	it	is	important	that	this	is	recorded	on	the	chart	as	this	may	account	for	any	
apparent	variation,	as	can	be	seen	on	12/11/02	at	10.00	hrs.	
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Strategies to raise and lower body temperature 
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Blood Pressure Measurement  

Sphygmomanometers 

• There	are	three	types	of	sphygmomanometers	used	to	measure	blood	pressure:	mercury,	
aneroid,	and	digital.	

• Reading	blood	pressure	by	auscultation	is	considered	the	gold	standard	by	the	Heart,	Lung	
and	Blood	Institute	of	the	NIH.	

 Subject 
o Position:	supine,	seated,	standing.	

o In	seated	position,	the	subject's	arm	should	be	flexed.	

o The	flexed	elbow	should	be	at	the	level	of	the	heart.	

o If	the	subject	is	anxious,	wait	a	few	minutes	before	taking	the	pressure.	

Procedures  

• To	begin	blood	pressure	measurement,	use	a	properly	sized	blood	
pressure	cuff.	The	length	of	the	cuff's	bladder	should	be	at	least	equal	to	80%	of	
the	circumference	of	the	upper	arm.	

• Wrap	the	cuff	around	the	upper	arm	with	the	cuff's	lower	edge	one	inch	
above	the	antecubital	fossa.	

• Lightly	press	the	stethoscope's	bell	over	the	brachial	artery	just	below	
the	cuff's	edge.	Some	health	care	workers	have	difficulty	using	the	bell	in	the	

antecubital	fossa,	so	we	suggest	using	the	bell	or	the	diaphragm	to	measure	the	blood	
pressure.	

• Rapidly	inflate	the	cuff	to	180mmHg.	Release	air	from	the	cuff	at	a	moderate	rate	
(3mm/sec).	

• Listen	with	the	stethoscope	and	simultaneously	observe	the	sphygmomanometer.	The	first	
knocking	sound	(Korotkoff)	is	the	subject's	systolic	pressure.	When	the	knocking	sound	
disappears,	that	is	the	diastolic	pressure	(such	as	120/80).	

• Record	the	pressure	in	both	arms	and	note	the	difference;	also	record	the	subject's	position	
(supine),	which	arm	was	used,	and	the	cuff	size	(small,	standard	or	large	adult	cuff).	

• If	the	subject's	pressure	is	elevated,	measure	blood	pressure	two	additional	times,	
waiting	a	few	minutes	between	measurements.	

• A	BLOOD	PRESSURE	OF	180/120mmHg	OR	MORE	REQUIRES	IMMEDIATE	ATTENTION!	

Precautions 
• Aneroid	and	digital	manometers	may	require	periodic	calibration.	

• Use	a	larger	cuff	on	obese	or	heavily	muscled	subjects.	

• Use	a	smaller	cuff	for	paediatric	patients.	

• For	pediatric	patients	a	lower	blood	pressure	may	indicate	the	presence	of	hypertension.	

• Don't	place	the	cuff	over	clothing.	

• Flex	and	support	the	subject's	arm.	

• In	some	patients	the	Korotkoff	sounds	disappear	as	the	systolic	pressure	is	bled	down.	After	
an	interval,	the	Korotkoff	sounds	reappear.	This	interval	is	referred	to	as	the	"auscultatory	
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gap."	This	pathophysiologic	occurrence	can	lead	to	a	marked	under-
estimation	of	systolic	pressure	if	the	cuff	pressure	is	not	elevated	enough.	It	
is	for	this	reason	that	the	rapid	inflation	of	the	blood	pressure	cuff	to	
180mmHg	was	recommended	above.	The	"auscultatory	gap"	is	felt	to	be	
associated	with	carotid	atherosclerosis	and	a	decrease	in	arterial	
compliance	in	patients	with	increased	blood	pressure.	

Practice 
• Use	our	aneroid	and	mercury	sphygmomanometers	simulators	to	practice	your	blood	

pressure	measurement	skills.	
• Then	take	one	of	our	courses	that	feature	blood	pressure,	auscultation,	and	other	physical	

examination	skills.	
• For	paediatric	patients,	the	NIH	provides	tables	which	use	age,	sex	and	height	to	interpret	

blood	pressure	findings.	View	our	pediatric	blood	pressure	drills	for	more	information.	

Blood Sugar Levels (BSL) 

Definit ion 
Diabetes	mellitus	refers	to	a	group	of	diseases	that	affect	how	your	body	uses	blood	sugar	(glucose).	
Glucose	is	vital	to	your	health	because	it's	an	important	source	of	energy	for	the	cells	that	make	up	
your	muscles	and	tissues.	It's	also	your	brain's	main	source	of	fuel.	
If	you	have	diabetes,	no	matter	what	type,	it	means	you	have	too	much	glucose	in	your	blood,	
although	the	causes	may	differ.	Too	much	glucose	can	lead	to	serious	health	problems.	
Chronic	diabetes	conditions	include	type	1	diabetes	and	type	2	diabetes.	Potentially	reversible	
diabetes	conditions	include	prediabetes	—	when	your	blood	sugar	levels	are	higher	than	normal,	but	
not	high	enough	to	be	classified	as	diabetes—	and	gestational	diabetes,	which	occurs	during	
pregnancy	but	may	resolve	after	the	baby,	is	delivered.	
	

What is  a glucose test for? 
A	glucose	tolerance	test	is	done	if	a	glucose	screening	test	result	is	higher	than	normal.	It	is	used	to	
diagnose	gestational	diabetes.	Gestational	diabetes	is	high	blood	sugar	(diabetes)	that	starts	or	is	
found	during	pregnancy.	

How many hours fasting is  required for a BSL? 
Do	not	eat	or	drink	anything	except	water	for	8	to	10	hours	before	a	fasting	blood	glucose	test.	These	
are	used	to	diagnose	diabetes,	a	condition	caused	by	too	much	glucose	(sugar)	in	the	blood.	Iron	
blood	test.	Iron	blood	tests	are	usually	taken	in	the	morning	before	you	eat	anything.	

What is  fasting blood sugar? 
Fasting	blood	sugar	(FBS)	measures	blood	glucose	after	you	have	not	eaten	for	at	least	8	hours.	It	is	
often	the	first	test	done	to	check	for	prediabetes	and	diabetes.	2-hour	postprandial	blood	sugar	
measures	blood	glucose	exactly	2	hours	after	you	start	eating	a	meal.	This	is	not	a	test	used	to	
diagnose	diabetes.	

What should be the fasting blood sugar levels? 
Normal	fasting	blood	glucose	is	below	100	mg/dl.	A	person	with	pre-diabetes	has	a	fasting	
blood	glucose	level	between	110	and	125.	If	the	level	rises	to	126	or	above,	a	person	has	full-blown	
diabetes.	
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Dying 

Introduction 
From	the	moment	we	are	born	the	only	predictable	event	in	life	is	that	one	day	we	will	die.	Dying	is	
thus	an	inevitable	part	of	life,	yet	it	remains	surrounded	in	mystery	to	a	large	extent,	provoking	fear	
and	anxiety	in	most	individuals,	particularly	in	Western	society.	However,	when	explored,	it	is	not	
usually	the	thought	of	death	that	creates	anxiety	but	the	where,	the	when,	the	why	and	the	how.	
Other	issues	of	concern	often	include:	what	will	happen	to	my	body;	how	will	those	left	behind	
manage,	financially	and	emotionally;	and	who	will	help	them	through	this	difficult	time?	It	is	also	not	
unusual	for	dying	clients	to	feel	guilty	about	the	distress	they	perceive	they	are	causing	to	their	loved	
ones.	

Factors affecting dying may be: 	
• physical	arising	from	the	nature	of	the	terminal	illness	or	cause	of	death	such	as	pain,	nausea,	

breathlessness	
• psychological	such	as	fear	and	anxiety	about	death	itself	or	the	effects	on	those	left	to	grieve	
• sociocultural	including	personal	beliefs	about	death	and	attitude	towards	death	and	dying	
• environmental,	for	example	preferred	place	of	death,	quiet/noisy,	private/open	
• Politico-economic	such	as	lack	of	finances	for	funeral,	outstanding	debts.	

Signs of approaching death 
It	is	not	uncommon	for	health	care	professionals	to	be	anxious	about	their	first	encounters	with	
death.	The	following	points	may	help	to	allay	some	of	the	anxieties	you	might	have	arising	from	a	
limited	knowledge	base,	and	reduce	some	of	the	fear	stemming	from	the	‘unknown’.	
• As	the	client’s	bodily	systems	begin	to	shut	down,	motion	and	sensation	are	gradually	lost.	
• Whilst	the	client’s	temperature	may	be	elevated	they	often	feel	cold	and	clammy	to	touch.	This	

can	be	disconcerting	for	both	relatives	and	staff	and	can	be	eased	by	regular	cleansing	with	
moist	wipes.	

• Respirations	may	be	noisy	due	to	the	build-up	of	secretions	in	the	lungs.	This	can	be	distressing	
for	relatives	and	inexperienced	staff.	Administering	an	antimuscarine	such	as	hyoscine	butyl	
bromide	sublingually,	if	prescribed,	can	sometimes	reduce	this.	

• Cheyne-Stokes	respirations	are	common	and	again	can	be	disconcerting	if	not	expected	or	
understood.	

• Circulation	fails	and	the	blood	pressure	falls.	It	is	therefore	best	to	remove	any	monitoring	
devices,	which	tend	to	alarm	when	pulse,	blood	pressure	and/or	respirations	fall	outside	the	
parameters	set.	

• Pain,	if	it	has	been	present,	may	subside.	Unfortunately	this	can	sometimes	lure	relatives	into	a	
false	sense	of	security.	

• The	client’s	mental	condition	usually	deteriorates	though	it	is	thought	by	many	that	hearing	
remains	acute	and	indeed	may	be	accentuated	immediately	prior	to	death.	

	
If	death	occurs	inform	the	client’s	doctor	as	soon	as	possible	that	the	death	has	occurred.	He/she	
may	write	out	the	medical	certificate	of	death	when	he/she	visits	the	house,	or	may	request	you	
attend	the	surgery	for	this	purpose.	

Informing relatives 
If	relatives	are	not	present	the	identified	next	of	kin	should	be	informed	of	the	client’s	deteriorating	
condition.	Only	in	exceptional	circumstances	should	relatives	be	informed	of	a	death	over	the	
telephone.	Those	receiving	notification	of	a	sudden	unexpected	death	may	show	severe	emotional	
reactions.	Encouraging	survivors	to	view	the	deceased	can	seem	quite	brutal;	however,	this	can	help	
to	reinforce	the	reality	of	the	event	and	assist	subsequent	grieving.	Consider	the	likely	effect	of	
showing	personal	emotion.	It	may	or	may	not	be	appropriate	depending	upon	the	circumstances	
surrounding	the	actual/impending	death.	
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Accounting for valuables 
• All	valuables	should	be	identified,	accounted	for	and	sent	for	safe-keeping	as	soon	as	is	

reasonably	practical,	in	keeping	with	local	policy.	
• Any	jewellery	left	on	the	deceased	should	be	taped,	and	details	noted	on	the	appropriate	

documentation.	
• A	second	responsible	person	should	always	be	called	on	as	witness	when	accounting	for	client	

property	whether	the	client	is	deceased	or	otherwise.	
• No	valuables	or	other	client	property	should	be	given	to	relatives	prior	to	full	documentation	

and	a	signature	of	receipt	should	be	obtained.	

Last Off ices 
Specific	needs	in	relation	to	Last	Offices	can	vary	according	to	the	client’s	cultural	and	religious	
practices	(see	Table	7.1).	It	is	therefore	important	to	elicit	the	wishes	of	the	client	and	of	the	
relatives	prior	to	death	if	at	all	possible,	and	to	make	sure	that	these	wishes	are	clearly	documented	
in	the	client’s	records	and	adhered	to.	
	
Some	relatives	may	explicitly	express	a	wish	to	undertake	the	Last	Offices	themselves,	whilst	others	
may	wish	to	participate	but	are	not	aware	of	the	possibility.	Every	effort	should	be	made	to	elicit	
relatives’	wishes	in	a	tactful	manner	without	creating	a	feeling	of	pressure.	When	relatives	express	
such	a	desire	this	should,	if	at	all	possible,	be	facilitated,	with	both	parties	having	a	clear	
understanding	of	the	desired	degree	of	involvement.	It	is	essential	that	client	advocacy	continues	in	
death	and	every	effort	should	be	made	to	ensure	continued	privacy	and	dignity.	
	

	


