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Introduction
There are six vital signs (clinical observations) used to perform a set of baseline observations. These vital signs may be repeated at the frequency suggested within your local policy, or can be used if a resident shows signs of deterioration. These include respiratory rate, oxygen saturation, blood pressure, pulse, level of alertness and temperature. Once you have a full set of observations, these should be recorded on a NEWS 2 chart.
NEWS 2 stands for National Early Warning Score 2 and is a calculation tool to help health and care professionals recognise when/if a resident is deteriorating. The NEWS 2 score is only accurate if you have completed a full set of the six vital signs. Changes in vital signs prior to clinical deterioration help us to escalate a resident’s care in a timely manner to help improve their overall outcome. Vital signs and communication should be well documented, and early detection of changes in vital signs is key to timely intervention.
Regular measurement and documentation of vital signs enable health and care professionals to:
· complete a baseline assessment of a resident, therefore understand the residents normal set of observations.
· observe trends in a residents’ set of observations over a period of time.
· provide an accurate NEWS 2 score.
· complete a clinical assessment (which reflects your level of knowledge and skills within your current role) of a resident to help support a more thorough handover using SBARD.
· support the recognition of a deterioration of soft signs.

By providing training to staff on how to take a set of vital signs we want staff to:
· feel more confident in being able to perform a set of observations.
· understand the importance of knowing what is normal for each resident. 
· become more confident when handing over the vital signs to another health and care professional.
· understand how to troubleshoot.

Always take a full set of baseline observations on a new resident or following a hospital admission. Observations should be repeated as per your organisational policy. In the event of a resident’s deterioration, observations should be repeated at the frequency suggested by the Restore 2/NEWS 2 guidance.
Before using any equipment, you must ensure it has been validated, maintained, and regularly calibrated and checked as per manufacturers advice. Ensure all equipment is clean and that you abide by the Infection and Prevention policy within your organisation. The instruction manual for each piece of equipment should be kept safe for any future reference or troubleshooting advice.

Disclaimer
It is the homes responsibility to ensure there is an Observation policy in place within the home. The organisation must have processes in place to maintain and calibrate observation equipment as per manufacturers guidance. 
This training is designed to equip you with the knowledge on how to perform the observations but cannot provide you with the knowledge on what the normal observations should look like for each individual resident. You must ensure that if you are ever concerned about the health of a resident that you escalate their care appropriately and according to your local policy.
RESTORE2™ is freely available to download. However, before using, you must ensure your staff have received appropriate training to use the tool safely. This includes (as a minimum) staff having completed physical observation training and competencies as well as either online training in NEWS2 and deterioration or the equivalent face to face training. The organisation must have processes in place to maintain and calibrate observation equipment. We strongly recommend that you frequently audit compliance and outcomes when using RESTORE2™. The organisation implementing and using RESTORE2™ has sole responsibility to ensure its appropriate use.



Approaching a Resident

 
1.    Clean hands with alcohol hand rub, or wash with soap and water, and dry with paper towels 
2.    Introduce yourself to the resident
3.	  Ensure the resident is comfortable and in an appropriate position to take the observations
4.    Seek consent prior to taking observations
5.    Check ID with person; verbally (if able to), and/or paperwork
6.    Refer to previous assessment results on NEWS2 chart if able to
7.    Check for allergies and confirm with resident if able to
8. 	  Explain the procedure to the resident prior and during performing the observation to reassure the resident to feel comfortable and supported
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Respiratory Rate
Respiratory rate is the number of breaths in 1 minute. A normal respiratory rate is 12-20 breaths per minute.
[image: ]It is important to know whether the resident has any underlying respiratory conditions. Some residents’ normal respiratory rate may be increased due to an underlying condition. It may not be within your role/skills to know the details about the respiratory condition but understanding what is normal for your resident will help you to identify any changes and therefore any signs of deterioration.

Equipment needed:- Timer that counts 1 
full minute  


Tip: Don’t let the resident know you are counting their Respiratory rate, you can pretend you are measuring their pulse. 

How to measure:
Ensure you have a good view of the residents’ chest to be able to see their chest movements. 
Use a clock/watch/timer and time 1 full minute.
Try and ask that they remain quiet for the full minute otherwise it can be difficult to measure the number of breaths.
Count the number of breaths over 1 full minute (do not count for 30 seconds and double the number).
Clearly document the result on a NEWS 2 chart.
Additional information you may be asked: Rhythm/pattern of breathing, Symmetry of the chest, Depth of breaths, Use of accessory muscles, and amount of effort used. 
Oxygen Saturations
Oxygen saturation is the level of oxygen in the blood. A normal oxygen saturation is 96-98%.
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Equipment needed:- Pulse oximeter



Tip: Wait approx. 30-60 seconds before taking the reading from the monitor. It can sometimes take a while for the figure to settle.

How to measure:
Check the battery level is sufficient before attaching the pulse oximeter.
Ensure you know how the model of pulse oximeter works before using it.
Attach the pulse oximeter to the residents’ finger ensuring that it is fully on, and that the red light is on the nail bed.
Wait for the figure to settle before documenting the reading on the NEWS 2 chart.

Be aware that cold hands, dehydration or a dirty probe can make it difficult to get an accurate reading and nail varnish/false nails can affect readings.
Ensure you are documenting on the correct scale on the NEWS 2 chart. Use scale 1 for all residents, and only use scale 2 if recommended by a doctor or lung nurse.
Also, be aware of the section of the NEWS 2 chart where you need to document whether the resident is on ‘Air’ or ‘Oxygen’.
Troubleshooting: 
If you are concerned the reading is inaccurate, then you can check the saturation probe on your own finger. If you are still concerned that it is inaccurate even on your own finger, then you can look for any visible damage to the probe and consider changing the batteries.
If a saturation remains low then treat it as accurate and seek further help.

Additional information you may be asked:
Look at the colour of the residents’ lips/nose/ears/hands and feet. Feel their hands and feet to see if they feel cool.












Blood Pressure
Blood pressure measures the force of blood exerted on the wall of the arteries.
There are 2 readings that comprise a blood pressure reading. The first number is the systolic pressure which indicates the pressure when the heart is contracting. The second number is the diastolic pressure which indicates the pressure when the heart is relaxing.
Each resident’s blood pressure will vary so it is important to know what is normal for them. When using the NEWS 2 chart only calculate the score from the systolic reading (the first number). According to the NEWS 2 chart a systolic reading of between 111-219 will score a 0.
It is important to know whether a resident is on any medications to lower their blood pressure, and consider the time they took this medication in relation to the time you took the reading.
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Equipment needed:- Electronic blood pressure
monitor and the correct size cuff. Or manual 
monitor and correct sized cuff, and stethoscope 
(for Registered nurses). 



Tip: Sit the resident down for approx. 5-10 minutes before taking the reading. Take 2 readings a few minutes apart and document the lower of the 2 readings.

How to measure an electronic blood pressure:
Ask the resident to take a seat and straighten their arm with their palm facing upwards.
Attach the blood pressure cuff to the upper part of the arm ensuring the tube is at the bottom end. There should be an arrow on the cuff that you line up with the brachial artery (centre of the arm). The tube should be resting on the top and centre of the arm.
Ask the resident to relax and then press the button to start the cuff inflating.
The machine will inflate the cuff and then begin to deflate it. You may need to reassure the resident during the procedure, as it can be uncomfortable when the cuff is fully inflated.
Once the machine displays the reading it can be documented on the NEWS 2 chart. Please note that it is the systolic blood pressure reading that is used to calculate the NEWS 2 score.

How to measure a manual blood pressure (for Registered nurses): 
Ask the resident to take a seat and straighten their arm with their palm facing upwards.
Attach the blood pressure cuff to the upper part of the arm ensuring the tubes are at the bottom end. The 2 tubes should also be resting on the top and centre of the arm.
Ensure you are positioned so you can see the dial on the monitor.
Check the valve is closed at the end of the 2nd tube so that you can inflate the cuff. 
Check for the brachial pulse and press your stethoscope on top.
Start to inflate the cuff approx. 20mmHg above the expected systolic blood pressure for the resident.
Then begin to release the valve.
Listen out for the start of the sound of the blood flow pulsating ie a whooshing sound (this is the systolic reading), then listen for the sound disappearing (this is the diastolic reading).
If you are not trained to take a manual blood pressure reading, then just continue to perform the electronic readings and refer to GP/district nurse if a manual reading is required.

Please note: If a resident has previously had breast cancer, you should take the blood pressure reading on the opposite arm.
A manual blood pressure is recommended if the resident has an irregular heart beat (eg Atrial Fibrillation).
Do not repeatedly check the blood pressure on the same arm within a short space of time as this will become uncomfortable for the resident.
Troubleshooting:
If no reading appears on the screen, then check all the connections are attached correctly and ensure the monitor/device is fully charged or plugged in, then repeat the reading.
If you are not happy with the result of the first or second reading you can try checking the blood pressure on the opposite arm if able to, or perform a manual blood pressure if trained to do so.
If an error message comes up on the screen, then check the manufacturer’s guidance booklet.













Pulse
Pulse, also known as heart rate, is the number of beats measured in 1 full minute.
A normal pulse can be 60-100 beats per minute, although this varies between individuals. It is important to know whether a resident has any underlying heart conditions and whether they are on any medication that can lower the pulse.
[image: A green graph showing a line

Description automatically generated]     [image: ]

Equipment:- Timer that counts 1 full minute      

Tip: A pulse can be measured on a blood pressure machine or an oxygen saturation probe, but the most accurate and reliable method is to manually check it at the wrist. 

How to measure:
Ensure that the resident has been sat down for 5-10 minutes before taking the pulse.
Follow the residents index finger in a straight line down to their wrist.
Place your index finger and middle finger on their wrist until you can feel their pulse. 
Make sure you can feel the pulse strong enough to be able to count accurately. 
Count the number of beats in 1 full minute (do not count for 30 seconds and double it)
Document the result on the NEWS 2 chart.

Please note: A pulse may also be irregular and if this is not previously known you must inform someone more senior within your workplace, or a district nurse or GP. 















Level of Alertness
Level of alertness is measured in the following way:
	A
ALERT
	C
NEWLY
CONFUSED
	V
VOICE
	P
PAIN
	U
UNRESPONSIVE 



It is important to note that if a resident is alert or has chronic confusion (such as dementia) then this is considered ‘normal’ and would score 0 on a NEWS 2 chart. Any new confusion, a resident responding only to voice or pain or if they are unresponsive, needs to be escalated as suggested within the Restore 2 guidance. 

No equipment needed.

How to measure:
Ideally only perform this observation when the resident is awake, unless there is an urgent need to perform it sooner. 
Stand or sit within a close distance to a resident. If they respond independently to you being there and their eyes open spontaneously, then you can consider they are ‘A’, alert on the ACVPU scale.
If they don’t respond/or their eyes do not open spontaneously, you should speak to them or slightly raise your voice when giving them an instruction such as ‘squeeze my hand’. If the resident responds to voice in a meaningful way, then it will be a ‘V’ for Voice on the ACVPU scale.
If they continue to not respond to voice, then a central painful stimuli may be applied by either pressing the supraorbital area (just under the brow bone), the mandibular area (behind the angle of the jaw, just below the ear) or pressing on the centre of the sternum (sternal rub). The patient may move, moan, or cry out directly in response to the painful stimuli, then it will be a ‘P’ for Pain on the ACVPU scale.
If they do not open their eyes spontaneously or respond to verbal or painful stimuli then they will be a ‘U’ for Unresponsive on the ACVPU scale.
For the ‘C’ on the ACVPU scale we are only looking at any new confusion. If a resident is not normally confused, and they start to show signs of confusion, it would mean they will be considered, at that time, to be newly confused. For residents who have dementia, you are looking out for a difference in their normal condition. Eg a resident with dementia might not know what day it is but they normally recognise their son/daughter but on this particular day they don’t recognise their son/daughter. So this would be considered a new confusion. 

Trouble shooting:
This particular observation can be difficult to assess as sometimes it can vary depending on people’s opinions or views on how the resident has responded.  Therefore, it may be useful to perform this task with another colleague. If you are still unsure, seek further advice from someone more senior or escalate their care if you are concerned. 











Temperature
Thermometers come in various forms, so it is important to know how to use the model that is within your workplace.
A normal core temperature is between 36.1-38.0C.
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How to measure:
It is difficult to provide one way of performing this observation as it is completely dependent on the device you have. Please refer to the manufacturer instructions.
Once you have a reading, record it on the appropriate section of the NEWS 2 chart.

Troubleshooting: 
If you feel the reading is inaccurate, you could feel the temperature of the resident using your hand which may or may not be useful. Eg if the reading on the monitor is high but the resident feels particularly cold then you know the reading is incorrect. In this situation, you can try and repeat the reading. Check for any visible damage of the thermometer, or consider charging the device or changing the batteries.




Exercises
Practice taking a set of observations on each other.

Practice calculating a NEWS 2 score.

Useful resources and further reading
1. Basic observations station - OSCE (simpleosce.com)

2. Health Observation Lecture: Measuring and Recording the Vital Signs (nursinganswers.net)

3. Skills for care sample policy for observations Sample-policy-information-on-clinical-observations.docx (live.com) 

4. Click link to access more info on NEWS National Early Warning Score 

5. Click on link for various Restore 2 resources for Social Care https://wessexahsn.org.uk/projects/329/restore2 

6. More Restore 2 resources RESTORE2™ Training and resources :: Hampshire and Isle of Wight ICS (hantsiowhealthandcare.org.uk)


image3.jpeg




image4.jpeg




image5.jpeg




image6.jpeg




image7.jpg
0 YA

/

SR

 EEEEEEEE

ceEHEai il

1T





image8.png
Figure 4. Taking the radial pulse. Using
the index and middle finger, lightly
press upon the radial artery and count
the number of pulsations per minute.

Image CC BY-SA 3.0.
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