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Taking a patient history 
 
EQUIPMENT 
• Watch with a second hand 
• Vital signs documentation chart or EWS chart 
• Pen 

• Nursing admission documentation 
 
Typical questions to ask 

Physical  

Are you breathless at rest?  

Can you carry out a conversation?  

How far can you walk before becoming breathless when you are well?  

Can you climb a flight of stairs?  

Has this happened before? If so, how long did it last?  

Have you been on any medication for this breathlessness?  

Do you have a family history of respiratory disease?  

Do you have a cough? How long have you had a cough? Is it productive or dry?  

If the patient coughed up sputum, ask: 
• What colour was it? 
• Did it have blood in it? 
• Was it frothy? 
• What was its consistency? 
• Was it foul-smelling? 
• Has a specimen been collected? 

 

Psychological  

Try and determine whether the patient appears anxious.  

Sociocultural  

Do you smoke? 
If so, how many per day? 

 

Environmental  

What factors seem to influence your breathing (for example, positioning, 
medication)? 

 

Any history of allergies or recent travel?  

Politico-economic  

Are there any housing problems (for example, dampness)?  

Ask about the patient’s occupational and social history.  
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Assessing a patient’s general appearance 

Step 

Look at the patient’s general colour: look at the lips, ears, arms, and legs, 
as well as the central part of the body. Does the patient feel warm and look 
pink, as opposed to feeling cold and looking cyanosed? 

 

Look at the patient’s facial expression.  

Look at the patient’s posture.  

Look at the patient’s hands.  

Look at the shape of the patient’s chest.  

Listen to the patient’s breathing.  

Feel the patient’s chest movement by holding the wrist as if you are 
checking the pulse and laying the patient’s hand and your hand over the 
patient’s chest, as shown in Fig. 5.3. 
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Observing and documenting respiratory rate in adults 
 
Step 
 
This assessment is best carried out without the patient’s knowledge.  

Ensure privacy.  

Gain patient consent: provide information that you will be assessing 
respiratory status, without explaining how you intend to count respirations. 

 

Cleanse hands prior to assisting.  

Ensure correct seating or positioning of the patient in an upright position 
(supine). 

 

Ensure correct seating or positioning next to patient.  

Ensure the patient has rested for five minutes.  

Ask the patient not to speak or distract you as you measure the pulse.  

The patient’s breathing should be observed: 
• Mouth or nasal breathing 
• Rate of respirations 
• Bilateral movement of chest wall 
• Depth of respiration 
• Pattern of respiration 

Signs of respiratory distress: 
• Pursed lips 
• Use of accessory muscles 

Other observations: 
• Patient’s colour 
• Associated noises 

 

Measure breathing rate by continuing to hold the patient’s hand after 
checking the pulse, by putting it across the patient’s chest (see Fig. 5.3). 

 

Count the respirations for 60 seconds by observing the rise and fall of the 
patient’s chest. One respiration consists of an inspiration and expiration. 

 

Report the rate and any abnormal findings to a more senior member of staff 
(registered nurse or doctor). 

 

Ensure that the patient’s record is updated.  
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Assessment of blood oxygen saturation using pulse 
oximetry 
 
Step 
 
Ensure privacy.  

Gain patient consent.  

Ensure that the patient is comfortable and warm.  

Cleanse hands prior to assisting.  

Explain procedure to the patient.  

Assess patient for pulse sites: fingers, earlobe in adult; fingers, toe, forearm 
in child; earlobe in infants. 

 

Collect pulse oximeter and probe.  

Make sure probe and machine are clean and in good working order.  

Ensure that the pulse site is dry and the probe is not causing excessive 
sweating. 

 

Switch on pulse oximeter, attach the probe to the chosen site, and place 
probe as directed by the manufacturer’s instructions. Wait until reading is 
displayed. 

 

Encourage patient to keep pulse site still, especially if the finger is used.  

Ensure that the pulse sensor is detecting the patient’s pulse.  

Take the Sp02 reading and record this in the patient’s notes.  

Ensure that any abnormal reading or observation is reported to the medical 
team. 

 

If the monitoring is to be intermittent, remove probe, and ensure that the 
patient is comfortable. 

 

If monitoring is continuous, regularly change the site (30 min–2 hr); change 
from one finger to another or use different ear lobes 

 

When finished, clean, and return equipment to storage.  

 
 



Docherty and McCallum, Foundation Clinical Nursing Skills 
Chapter 5 – Breathing 

 

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

Positioning the patient to facilitating breathing 

Step 
 
Ensure privacy.  

Gain patient consent.  

Cleanse hands prior to assisting.  

Explain procedure to the patient.  

Discuss with the patient the Fowler’s position and the Orthopnoeic position.  

Position the patient into the patient’s position of choice. Remember to follow 
manual handling guidelines (Section 2.2 and Chapter 10). 

 

Fowler’s position can be achieved by putting pillows behind the patient. 
Two or three pillows are piled up and then two pillows are placed in front 
using an upside down V, with one more pillow on top. 

 

Orthopnoeic position: the patient sits at the side of the bed with feet on the 
floor. The bed table is put in front of them with a pillow on top. The patient 
can then lean forwards with the arms on the pillow. This can also be done 
with the patient sitting in a chair. 

 

Ensure that the patient is comfortable.  

Ensure that the nurse call button is accessible to the patient (the telephone if 
in the community). 

 

Ensure that the patient can reach a drink.  

Ensure documentation completed when task complete.  
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Administration of oxygen 
 
EQUIPMENT 
• Patient drug prescription chart 
• Oxygen supply, either from a wall outlet, an oxygen cylinder, or oxygen concentrator 
• A flow meter: this will allow the oxygen supply to be set in litres per minute 
• Oxygen delivery tubing 
• Delivery device, that is, nasal cannula or face mask 
• Humidifier bottle 
• Distilled water 
 
Key point: There are dangers with oxygen therapy. The most common danger is that oxygen 
can enhance combustion. Therefore, the oxygen, or oxygenated air, should not come into 
contact with a naked flame or a spark from electricity. Care has to be taken to educate 
patients of these dangers, particularly if they smoke. Smoking has been banned in hospitals 
and should, therefore, not be a problem; however, with domiciliary oxygen therapy, the patient 
may be tempted to smoke, or there may be other smokers in the home. 
 
Step 
 
Ensure privacy.  

Gain patient consent.  

Cleanse hands prior to assisting.  

Explain procedure to the patient.  

Check the patient prescription chart for flow rate, dose, length of use, and 
delivery system. 

 

Collect the equipment required.  

Attach the oxygen tubing to the flow meter and the oxygen mask (or nasal 
cannula). 

 

Attach face mask (or nasal cannula) to the patient’s face.  

Set the flow meter at the correct prescribed rate in litres per minute.  

Ensure that the patient is comfortable.  

Check regularly to ensure that the patient is receiving the correct dose.  

Sign for prescription with countersignature from registered nurse.  

Ensure that documentation is completed.  
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Administration of humidified oxygen 

Step 
 
Ensure privacy.  

Gain patient consent.  

Cleanse hands prior to assisting.  

Explain procedure to the patient.  

Check the patient prescription chart for flow rate, dose, length of use, and 
delivery system. 

 

Collect the equipment required.  

Fill the humidifier with distilled water to the marked level.  

Attach the humidifier to the flow meter.  

Attach the oxygen tubing to the humidifier and the oxygen mask (or nasal 
cannula). 

 

Attach face mask (or nasal cannula) to the patient’s face.  

Set the flow meter at the correct prescribed rate in litres per minute.  

Ensure that the patient is comfortable.  

Check regularly to ensure that the patient is receiving the correct dose.  

Check regularly to see if the humidifier requires more distilled water.  

Sign for prescription with countersignature from registered nurse.  

Ensure that documentation is completed.  
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Observation of sputum 

EQUIPMENT 
• Sputum carton and lid 
• Tissues 
• Patient medical records 
• Disposal bag and polythene bag 

 
Action 
 
Ensure privacy.  

Gain patient consent.  

Cleanse hands prior to assisting.  

Explain procedure to the patient.  

Look inside sputum carton and assess for colour, amount, consistency, and 
smell. 

 

Remove old sputum carton and replace lid.  

Place sputum carton into disposal bag and polythene bag and tie in a knot.  

Dispose in accordance with local infection control policy; usually yellow 
waste bag for incineration. 

 

Provide patient with fresh clean sputum carton and lid.  

Cleanse hands after the procedure.  

Ensure documentation into patient’s records of colour, amount, consistency, 
and smell. 
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Obtaining a sputum sample 

EQUIPMENT 
• Dry wide neck specimen jar 
• Pen 
• Request form 
• Hazard bag 
• Patient’s records 
• Tissues 
• Disposal bag 

 
Key point: Some patients may find it unpleasant to have to cough up sputum into the jar. 
They should be offered a drink, mouthwash, or to brush their teeth afterwards to cleanse the 
mouth. Observation of sputum 
 
Action 
 

Ensure privacy.  

Gain patient consent.  

Cleanse hands prior to assisting.  

Explain procedure to the patient.  

Ask the patient to take a deep breath and cough.  

Ask the patient to expectorate any sputum coughed up into the dry wide 
specimen jar. 

 

Offer the patient tissues to wipe any residual sputum from the face.  

Seal the specimen jar.  

Complete all the details on the specimen jar, including the ward, patient’s 
name, identification number, and date of birth. 

 

Insert specimen into biohazard bag and seal.  

Complete the request form accurately.  

Send the sputum specimen and request form to the laboratory.  

Cleanse hands after the procedure.  

Note in patient’s records that a sample has been collected: record the date 
and time of collection. 

 

 


