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Skin assessment 
 

Key point: The signs of pressure ulcer development include persistent erythema, 
nonblanching or blanching hyperaemia, blisters, discolouration, localized heat, localized 
oedema, and induration. For patients with pigmented skin, observe for a purplish or bluish 
localized area with heat, oedema, and induration. Once tissues have been compressed and 
the blood vessels seriously damaged, localized heat is replaced by coolness. 
 
Step 
 
Cleanse hands prior to the assessment.  

Explain the assessment to the patient.  

Gain patient consent.  

Ensure privacy.  

Observe the condition of the skin.  

Note and document any signs of inflammation, bruising, discolouration, or 
rash. 

 

Note and document the integrity and hydration of the skin (for example, dry, 
clammy, sweaty). Look for signs of infection: pus, swelling, warm, smelly, and 
so on. If infection found, swab, and send for microscopy, culture, and 
sensitivity testing (MC&S). 

 

Assist patient with clothes and ensure that patient is in a comfortable position.  

Explain your findings to the patient, senior, and other staff where appropriate.  
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Selecting a pain assessment tool 

Unidimensional  

Visual analogue scale  

Intensity rating scale  

Verbal rating scale 
Specific child pain rating scale (Fig. 3.6) 
Neonatal pain rating scale (Fig. 3.7) 

 

Multidimensional  

McGill Pain Questionnaire (MPQ) (Melzack 1975).  

The Brief Pain Inventory (BPI) (Fig. 3.10) (Daut et al. 1983)  

Chronic Pain Assessment Tool (Simon and McTier 1996)  

Pain diary  

The Liverpool Infant Distress Score (LIDS) (Horgan et al. 1996).  
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Performing an initial pain assessment 
 
Questions to ask 
 
Questions about the pain  

When did the pain occur?  

Is there a link to surgery, illness, trauma, or an unknown cause?  

What was the patient doing at the time of onset?  

How intense is the pain?  

Where is the pain?  

How would the patient describe the pain? For example, burning, aching, 
stabbing, headache. 

 

How long have you been in pain?  

Is it intermittent or continuous?  

Was it improved or made worse by, for example, medication, positioning, 
heat, cold? 

 

Has this pain been previously experienced? What treatment was used then?  

Any other medical history.  

Questions about coping mechanisms  

How has the patient been coping with this pain (or not)?  

Has any medication been taken? If so, when and what? Check that the 
patient has actually taken any prescribed regular analgesia. 

 

Have any nonpharmacological interventions been used (for example, heat, 
cold)? 

 

How has the pain affected the patient’s lifestyle (for example, behavioural 
changes, such as not being able to socialize, or communicate)? 
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Assessment of the patient’s airway 
 
Action 
 
Ask how the patient is feeling.  

Look for ‘see-saw’ pattern of respiration, with a silent chest. See-saw 
respiratory pattern is confirmed by the abdomen moving in as the chest 
moves out and vice versa. 

 

An anaesthetist should be contacted immediately according to local 
protocol and basic life support should be initiated (see Section 2.5). 

 

Listen for evidence of noise (for example, stridor or wheeze). Other noises 
associated with airway obstruction includes: gurgling, snoring, or crowing. 
In cases where these are found, apply basic life support (see Section 2.5). 

 

Feel: put your hand on the patient’s chest and feel for any movement up 
and down with the patient’s breathing. 
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Recording radial pulse 
 
Step 
 
Explain the nursing practice to the patient.  

Ensure that the patient is in a position that is as comfortable and relaxed as 
possible. 

 

Ensure limb is supported.  

Observe the patient throughout the activity for any signs of discomfort or 
distress. 

 

Locate the radial artery, place the first and second fingers along it, and 
press gently. 

 

Sufficient pressure should be applied to allow the artery to be against an 
underlying bone. 

 

Count the pulse for 60 seconds noting rate, rhythm, and volume.  

Document the findings appropriately, compare past recordings, and identify 
any developing trends in this observation. 

 

Report this and any abnormal findings to a more senior member of staff and 
document in care notes. 
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Measuring the patient’s blood pressure 
 
Step 
 
Explain the nursing practice to the patient.  

Wash your hands.  

Ensure the patient’s privacy.  

Collect the equipment: an aneroid sphygmomanometer, correct size of cuff, 
and stethoscope. 

 

Observe the patient throughout the activity.  

Apply the cuff 3–5 cm above the point at which the brachial artery can be 
palpated (Fig. 3.10). The cuff should be applied smoothly and firmly, 
covering 80% of the arm circumference, with the middle of the rubber 
bladder lying directly over the brachial artery. 

 

Ask the patient to rest the arm on a suitable firm surface. The arm should be 
level with the heart. 

 

Palpate the radial pulse and inflate the cuff until the pulse has been 
obliterated. Inflate for a further 20 mmHg. Release the valve slowly, taking 
note of the reading on the dial when the radial pulse returns. Allow air to 
escape from the cuff. 

 

Palpate the brachial pulse, place the stethoscope over the site, and inflate 
the cuff to 20 mmHg above the previous reading. Release the valve of the 
inflation ball at a rate of 2–3 mmHg per second. When the first pulse is 
heard, the reading on the dial should be mentally noted – this is the systolic 
pressure. 

 

Continue to deflate the cuff: the pulse sounds changing to muffled sounds 
until it finally disappears. The reading on the dial at this point should also be 
mentally noted – this is the diastolic pressure. 

 

Continue controlled deflation until a value of 20 mmHg below the diastolic 
pressure has been reached. 

 

Completely deflate the cuff, disconnect the tubing and remove the cuff from 
the patient’s arm. 

 

Ensure that the patient is left feeling as comfortable as possible.  

If a communal stethoscope has been used, clean the earpieces and the 
diaphragm with an alcohol wipe. 

 

Dispose of equipment safely.  

Wash your hands.  

Report this and any abnormal findings to a more senior member of staff 
(registered nurse or doctor) and record in care notes. 
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Neurological assessment of a patient 
 
Key point: Where there is a rise in intracranial pressure (ICP), there will be a rise in blood 
pressure and fall in pulse rate and respirations. This is known as Cushing’s reflex – this is a 
late sign of raised ICP and you should alert senior staff immediately. 
 
Step 
 
Assess patient using Glasgow Coma Scale (see separate explanation).  

Record pupil size and reaction (see separate explanation).  

Assess limb movements (see separate explanation).  

Vital signs.  

Record respiratory rate and blood oxygen saturation (refer to Chapter 5).  

Record blood pressure (refer to Section 3.3).  

Record pulse rate (refer to Section 3.3)  

Record temperature (refer to Chapter 9).  

 
 



Docherty and McCallum, Foundation Clinical Nursing Skills 
Chapter 3 – Maintaining a safe environment 

 

OXFORD H i g h e r   E d u c a t i o n 
© Oxford University Press, 2009. All rights reserved. 

Assessing pupil size and reaction 
 
Equipment 
Pen torch, 
A dimly lit room. 
 
Step 
 
Wash hands.  

Explain the procedure to the patient, family, carer and give a rationale for 
completing the task. 

 

Obtain patient’s consent (if possible).  

Ask the patient to open their eyes or if not able, gently hold the eyelid open.  

Observe the size of each pupil (approximate normal size 2–5 mm).  

Are both pupils equal in size? If they are unequal, this can suggest a raised 
intracranial pressure. 

 

Are both pupils circular?  

It may be necessary to ask the patient, family, carer if there are any pupil or 
eye problems normally. 

 

Bring the pen torch in from the side of each eye and observe its reaction to 
light. 

 

Pupils normally react quickly to light and reduce in size.  

Record the reaction to light (if there is one), and the intensity of the reaction 
(for example, brisk, sluggish, or absent) on a chart (see Fig. 3.12). 

 

Inform patient and more senior staff of results.  

Ensure that the patient is comfortable before moving on.  

Wash hands.  
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Assessing limb movement 
 
Step 
 
Wash hands.  

Explain the procedure to the patient, family, or carer, providing rationale.  

Obtain patient’s consent (if possible).  

Make sure that the patient is lying flat.  

Each limb is assessed and recorded separately.  

For the arms: while holding the wrist, ask the patient to pull you towards 
them and then push away. 

 

For the legs: while holding the top of the ankle, ask the patient to lift their leg 
off the bed and then while holding the back of the ankle ask them to pull 
their leg towards them. 

 

Record the level of the limb movement on the neurological chart.  

Inform patient and more senior staff of results.  

Ensure that the patient is comfortable before moving on  

Wash hands.  
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Fall risk assessment 
 
Area to be assessed / questions to ask 
 
History of falls: frequency, context, and characteristics.  

Movement difficulties: gait, balance, mobility, weakness, dyspraxia, 
coordination, restricted movement, for example, arthritis, Parkinson’s 
disease. 
Will patient benefit from strengthening exercises? 
Many tools are available to assess this, for example: Timed up and go test 
(Podsiadlo and Richardson 1991), 
Turn 180°, 
Tinetti scale (Tinetti et al. 1986), 
Functional reach (Duncan et al. 1990), 
Dynamic gait index, 
Berg Balance Scale (Berg et al. 2004). 
Is patient steady on feet? Does patient use aids and are they used 
appropriately? 

 

Osteoporosis risk: There are various tools, for example, the Black Fracture 
Index (Black et al. 2001) and tests that can be carried out, for example, 
DEXA scan. 
Functional ability. 

 

Pain and disability: many scales exist to measure ability and pain.  

Fear in relation to falling: ascertain why, consider previous experiences.  

Visual impairment; consider vision during daylight and at night and use of 
visual aids. 

 

Cognitive impairment, neurological assessment: consider disorientation, 
memory difficulties, confusion, dementia. Many scales exist to aid in 
measurement, for example, Glasgow Coma Scale, Mini-Mental State 
Examination (MMSE) (Folstein et al. 1975), short orientation–memory–
concentration test of cognitive impairment (Katzman et al. 1983). 

 

Communication difficulties: difficulty expressing or comprehending.  

Psychological status: depression, mood changes, lack of motivation or 
awareness. There are many scales that can be used, for example, Hospital 
Anxiety Depression Scale (Zigmond and Snaith 1983). 

 

Urinary incontinence: a full incontinence assessment should be carried out if 
appropriate to establish the type and management options. 

 

Hazards and environment; make a home or hospital assessment.  

Physical examination: cardiovascular, cerebrovascular, past medical history, 
for example, epilepsy. 
Does patient have an acute physical illness? 
Does patient have an exacerbation of a chronic disorder, for example, 
unstable diabetes, hypotension? 

 

Medication review: what is being taken, is patient actually taking it, how  
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often, how much, and when? 

Alcohol and substance misuse: many tests and tools exist to assess this, for 
example, CAGE (Ewing 1984) or AUDIT (Saunders et al. 1993) 
questionnaire 

 

Diet and nutrition: is diet healthy? consider weight or recent weight loss; are 
there any special dietary needs, for example, diabetic, gluten-fre 

 

Sleep pattern: is the sleep pattern disturbed? Are sleeping tablets being 
taken? 
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Multifactorial preventative measures to reduce falls 
 
Intervention: how and when 
 
Strength and balance training 
Muscle-strengthening exercises, individually prescribed and monitored by an
appropriately trained person. Involve a physiotherapist as appropriate. 

 

Environmental hazard assessment and intervention 
Use of primary colours, better lighting including daylight, shock-absorbing 
floors, nonslip coverings, eye-level signs, good use of space, appropriate 
placement of nursing stations, lifts, and handrails; move badly positioned 
furniture, flexes, loose carpets; noise reduction and appropriate footwear 
(NPSA 2007). 
Should be part of discharge planning for at-risk patients in hospital. 
For those at risk living in the community this should be a regular assessment 
by trained health professionals 
Involve Occupational Therapist as appropriate. 

 

Vision assessment and referral 
Regular ophthalmic check-ups should be arranged. 

 

Medication review with modification or withdrawal 
Reduction of the use of hypnotics and medication which calm anxiety or 
address psychosis where appropriate. 
It may be useful to involve the pharmacist. 

 

Education and information for the patient, relatives, or significant 
others 
Discuss the changes that the patient is willing to make. 
Programmes should be flexible, provided by the multidisciplinary team and 
tailored to the patient. 

 

Hip protectors (Minns et al. 2004) 
Worn on the hip to prevent fractures if the patient falls and strikes the hip on 
a hard surface. 
Can be uncomfortable and need to be worn all day. Can also lead to 
episodes of incontinence if the user has difficulty removing them. 
The patient or carer may need to purchase them. 

 

Close supervision of highly at-risk patients 
Usually requires an increase in staffing, although this may be temporary. 

 

Assistive technology (Miskelly 2001) Only implemented after assessment 
of the appropriateness. 
Movement sensors or alarms. 

 

Fall detectors: these are bleep-sized devices worn around the waist or upper 
chest. They contain an accelerometer and a tilt meter and generate an 
alarm in the home and through the telephone if they detect impact or tilt. 

 

Dawn or dusk lights, that respond to ambient light levels.  

High-low beds or beds that can be adjusted to a very low level off the floor.  

Physical activity 
Individual exercise and group exercise programmes can improve social 
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contact and general mobility. 
Involve the physiotherapist, as appropriate. 

Appropriate staffing levels 
More staff may be required to supervise patients – this may only be on a 
short-term basis. 

 

Vitamin D or calcium supplements 
Involve dietician as appropriate. 

 

 

 


