Clinical Lab—Review for Exam I

Vital Signs—temperature, pulse, respiration (TRP), and blood pressure


-determine the patients condition by comparing his/her values with nl values


-determine the diagnosis, course, and prognosis


-designate the treatment

Temperature—


The balance between heat production and heat loss.  Metabolic activity increases temp. 


A.  Oral—thermometer with blue tip



1.  sublingually for 3 minutes



2.  average normal is 98.6, normal range is 96.5-99.3 (baselines are important.



3.  contraindications—

a.  can’t hold thermometer




b.  respiratory difficulty




c.  oral surgery

B.  Rectal—thermometer with blue tip



1.  insert 1-1.5 inches into the rectum after lubrication



2.  keep in 5-6 minutes



3.  will be .5-1 degree higher than the oral



4.  maintain contact with patient



5.  contraindications—surgery, seizure disorders and cardiac pt—it will stimulate the vagus nerve.

C.  Axillary—oral thermometer with blue tip


1.  in for 10 minutes


2.  one degree lower than the oral


3.  only when oral and rectal are contraindicated

**rectal more accurate than ear thermometer

--shake thermometer down

--stay with patient

Conversion of F to C:


C (F-32) x 5)/9

Taking an oral temperature—


1.  Wash hands


2.  rinse therm in cold H2O


3.  shake down to <95-96 degrees


4.  check reading


5.  explain procedure to patient


6.  place therm in pt’s mouth and ask to hold lips closed


7.  leave in 3-5 minutes (electronic only till the beep)


8.  remove thermometer—wipe


9.  read temp—


10.  wash hands


11.  record patients temp according to hospital procedure

Pulse—rhythmic throbbing felt over an artery caused by the contraction of the heart followed by an expansion of the artery.  Palpated where an artery passes over or along the bone.

Birth—140

6 months—130

1 year—120

1-6 years—105-check apical pulse child 0-3

6-10 years—90

10+--wider range—50-90—men slightly lower (70-72); females (78-82)

Use radial NOT CAROTID—vaso vagal, break ca++ off and cause stroke.  

***Note the rate, rhythm, pattern of beats and intervals between beats, pulse volume (force), elasticity of arteries, size and shape of the pulse wave, and the condition of the arterial wall by examining the compressibility of the vessel

A.  Regular


--irregularly irregular is A. Fib

B.  Strong—overly prominent

C.  Weak—less prominent

D.  Thready—somewhat weak but fast

E.  Water Hammer

F.  Bounding—very strong

Taking a Radial Pule—


1.  Wash hands


2.  place patient in comfortable position


3.  ask about activity level within last half hour


4.  palpate arteries with pads of the middle three fingers



--radial artery—directly over radius



--press the artery against the bone to occlude surface and gradually release pressure


5.  if rhythm is regular, count pulse for 30s and multiply by two to obtain pulse rate


6.  if rhythm is irregular, take an apical pulse or at least one minute or longer if difficult to count


7.  check to see that the patient is comfortable


8.  wash hands


9.  record pulse rate, rhythm, pattern, and volume

Respiration

--counted from the beginning of one to the next

Note rate, rhythm, chest and abdominal movement, noise (wheezing or grunting) use of accessory muscles, nasal flaring and the suprasternal notch.

Normal Values—


Premature newborn—40-90


Term newborn—30-80


First year—20-40


Adult—12-20

Tachypnea-- >25/min

Bradypnea-- <12/min

Rhythm—regularity of inspirations; exhalations.  (CO2 blood, pneumonia)—cause Cheyne-Stokes

Rate—per minute

Character—deviations from nl (quiet/effortless as opposed to wheezing)

Depth—normal, shallow, or deep  

Obtaining a Resp Rate—


1.  Wash hands


2.  explain procedure to patient


3.  be sure lighting is adequate for proceure


4.  maintain patient’s privacy


5.  observe chest rise and fall


6.  count resps for 30s and multiply by 2


7.  observe pattern and depth of resps


8.  wash hands


9.  compare resp rate with previous recordings


10.  record resp rate—record if rhythm/depth altered from nl

Blood Pressure—

--the measurement of the pressure exerted by blood flow, onto the wall of an artery from the heart with each systole

Nl Systolic


Birth—50mmHg

1 month—60mmHg


6 years—70mmHg


10 years—100mmHg


adult--<140mmHg

The pressure is considered elevated if it is persistently elevated—greater than 140 /100—three consecutive readings

Anemia and thyrotoxicosis—systolic elevation

Essential—diastolic elevation

Important points—


Equipment—40% of arm circumference is width—width of cuff 2/3 length of humerus


Technique


Recording bp

Taking BP—


1.  wash hands


2.  introduce self to patient


3.  explain procedure (will feel some pressure on arm—not too bad)


4.  cuff on—check brachial pulse


5.  take BP


6.  if elevated take three times

7.  wash hands


9.  record BP

EKG

RL—green-Right leg

RA—white-Right arm

LL—red-Left leg

LA—black-Left arm

V1—4th intercostal space to the right of the sternal border

V2—4th intercostal space to the left of the sternal border

V3—midway between V2 and V4

V4—above 5th intercostal space at midclavicular line

V5—above 5th intercostal space at anterior axillary line

V6—above 5th intercostal space at mid-axillary line

Machine uses different combos of leads to make 12 out of 10

1.  Wash hands

2.  Explain procedure to patient (shouldn’t hurt—slight sting when take electrodes off)

3.  Tell patient to get in gown (shoes off)

4.  put leads on

5.  Tell patient to remain as still as possible

6.  Set paper speed to 25mm/s

7.  Start EKG machine

8.  Printout

9.  Take electrodes off patient

10.  Wash hands

11.  Label patients name, date, time, your name, meds, etc

Injections—

Two foreign objects—needle and medicine

Purposes of injections—


1.  To administer meds when the mental or physical state of patient makes other route difficult


2.  Quick response


3.  Guarantee accuracy of amount


4.  prevent loss through GI, involuntary ejection


5.  Anesthesize specific area of body


6.  Concentrate med in a specific area of body

General instructions


1.  Wash hands


2.  Locate correct patient and injection site and explain what you are doing and why he/she is getting the injection to decreases patients anxiety


3.  Clean medicine top and patients skin with alcohol


4.  Avoid tracking—putting the needle in too fast


5.  pull back on needle –1cc per 1cc of medication


6.  inject air into bottle—put medicine into syringe


7.  expel air


8.  inject—always pull back on subq and IM but never on intradermal


9.  Disgard syringe in sharps container


10.  Wash hands

**always know why you are giving a particular drug/and know the expected effects and possible complications

**always check right med and patient

**always check expiration date

Divide Mg need to give them by Mg/cc on bottle

Intradermal

No more than 0.1ml/cc by this route

Fine needle—25-26 guage/1/2 inch



Tb syringe

Volar aspect, anterior surface of arm


15 degree angle (parallel with skin)

Subcutaneous (SUB-Q)


For quick effect—usually absorbed in 30 minutes


Not abs as quick as IM


22-25 gauge needle/5/8 inch, but varies


1-2cc syringe


upper outer aspect of arm—b/t deltoid and triceps


45 degree angle

***always pull back to check for blood

Intramuscular (IM)


Quick but prolonged action of meds


Larger quantities of med (2-2.5cc)


Meds in aqueous or oil solution or suspension


19-20 gauge/1 ½ inch needles



2-3 cc syringe


deltoid—2 fingers down from acromion process


90 degree angle

**always pull back

Needles and syringes—


Gauge from 14-27


Length from ¼-3 ½ 


1cc – 35cc


TB is in tenths of a cc to enable you to give smaller doses

Vials may be used more than once

Ampules may be used more than once

Dosages—


ML


CC


MG

One ML = one CC

Eg.  Valium marked at 5MG/cc

If the order was for 10 mg of Valium (need to give 2cc by the stated route

