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Measuring and recording a patient’s height 
 

EQUIPMENT 
• Height stick (stadiometer) positioned against a wall or tape measure 
• Pen 

 
Key point: Height and weight are used to calculate a patient’s calorie, protein, and fluid 
needs. If data are inaccurate then these calculations will also be inaccurate. 
 
Step 

 
Cleanse hands prior to the assessment.  

Explain the assessment to the patient.  

Gain patient consent.  

Ensure privacy.  

Ask the patient to remove shoes.  

Ask the patient to stand upright against the height stick or wall.  

Ask the patient to look straight ahead.  

Read the documented height in metres and centimetres.  

Inform the patient of the measurement.  

Cleanse hands after the assessment.  

Record the height in notes or assessment tool.  

 
 



Docherty and McCallum, Foundation Clinical Nursing Skills 
Chapter 6 – Eating and drinking 

 

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

Measuring and recording an adult’s weight 
 
EQUIPMENT 

• Clinical scales (make sure that they are calibrated to zero) 
• Pen 

Key points: Medication doses are often prescribed based on weight. An inaccurate weight 
could result in an over- or underdose of medication. In some cases, daily weights might be 
indicated, therefore, time of day and timing in relation to eliminating and eating or drinking 
should be consistent. 
 
Step 
 
Cleanse hands prior to the assessment.  

Explain the assessment to the patient.  

Gain patient consent.  

Ensure privacy.  

Ensure that scales are set at zero.  

Weigh the patient in light clothing without shoes.  

Read the weight in kilograms.  

Cleanse hands after the assessment  

Inform the patient of the measurement.  

Record the weight in notes or assessment tool.  
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Measuring and recording an infant’s weight 
 
EQUIPMENT 

• Clinical scales (make sure that they are calibrated to zero) 
• Pen 

 
Key points: It is important to check the local policy about weighing a baby who is wearing a 
nappy. Some areas state that the nappy should always be removed. Other areas stipulate 
that keeping the nappy on will protect dignity and privacy for the infant. Remember the nappy 
has to be weighed and this weight taken off the weight obtained for the infant wearing the 
nappy, to obtain the correct weight. 
 
Step 
 
Cleanse hands prior to the assessment.  

Explain the assessment to the infant and parent.  

Gain parental consent.  

Ensure privacy.  

An apron should be worn, since the infant will be lifted.  

Check local policy, but usually the nappy is taken off.  

Ensure that the scales are set at zero.  

Weigh the infant with no clothing or nappy (check local policy).  

Read the weight in kilograms.  

Cleanse hands after the assessment.  

Inform the parent of the measurement.  

Record the weight in notes or assessment tool.   
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Assessment of the patient’s feeding skills 
 
EQUIPMENT 

• Food assessment chart 
• Appropriate cutlery 
• Correct seating 
• Adequate fluids 
• Pen 

 
Step 
 
Gain patient consent.  

Ask if patient is on any special diet due to his or her condition.  

Ask if the patient uses any special cutlery or table equipment.  

Ask if the patient would prefer a relative or carer to assist where needed.  

Ask if the patient would like protective clothing.  

Inform the patient of the documentation being used.  

Complete documentation.  
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Feeding a patient who requires minimal assistance 
 
Step 
 
Cleanse hands prior to assisting.  

Explain procedure to the patient.  

Ensure correct seating or positioning next to patient.  

Ensure that patient independence is promoted at all times and only assist 
where needed. 

 

Ensure that appropriate cutlery is used.  

Offer mouth care or brushing teeth to the patient prior to eating (refer to 
Chapters 8 and 12). 

 

Ensure that adequate fluid is available at the table.  

Check that the temperature of the food is correct; neither too cold nor too hot.  

Sit down beside the patient.  

Give adequate time between mouthfuls.  

Always inform the patient of what you are doing and when you are doing it.  

Cleanse hands after assisting.  

Ensure that documentation is completed.  
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Feeding a patient who requires maximum assistance 
 
Step 
 
Cleanse hands prior to assisting.  

Explain procedure to the patient.  

Ensure privacy.  

Ensure correct seating or positioning next to patient.  

Provide napkin or protective clothing.  

Offer mouth care or brushing teeth to the patient prior to eating (refer to 
Chapters 8 and 12) 

 

Ensure that the patient’s meal is ready to be served and at the correct 
temperature. 

 

Ensure that the patient or client is sitting upright in bed or chair.  

Ensure that appropriate cutlery is used.  

Ensure that adequate fluid is available at the table.  

Ensure that the plate guard is in position and in front of the patient.  

Offer to cut the patient’s food into bite-sized pieces.  

Offer to put the pieces of food into the patient’s mouth.  

Give adequate time between mouthfuls.  

Offer fluids to the patient between mouthfuls (see Fig. 6.8).  

Always inform the patient of what you are doing and when you are doing it.  

Monitor how well the patient is eating and if there are any problems.  

Provide the patient with a mouthwash or facilities for cleansing the teeth on 
completion of meal. 

 

Cleanse hands after assisting.  

Ensure that documentation is completed.  
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Feeding a patient who is visually impaired 
 
Step 
 
Cleanse hands prior to assisting.  

Explain procedure to the patient.  

Ensure privacy.  

Ensure correct seating or positioning next to patient.  

Have patient sit upright in bed or chair.  

Ensure that the patient is aware of surrounding area and the position of the 
table. 

 

Offer mouth care or brushing teeth to the patient prior to eating (refer to 
Chapters 8 and 12). 

 

Assess the need for plate guards or special cutlery.  

Ensure that the patient has detailed information on the position of the plate 
and details of where the food is on the plate. 

 

Continually provide information to the patient.  

Give adequate time between mouthfuls.  

Always inform the patient of what you are doing and when you are doing it.  

Cleanse hands after assisting.  

Ensure that documentation is completed.  
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Bottle-feeding an infant 
 
Step 

 
Cleanse hands prior to assisting with the procedure.  

Explain the procedure to the infant and the relative or carer.  

Ask whether the relative or carer would like to participate with the procedure.  

An unprepared bottle must be sterilized, along with teats, according to local 
policy. This can be done by steam, microwave sterilizer or sterilizing solution. 

 

If using formula, follow the guidelines on the package for making up a feed. 
Use cooled boiled water. Double check this with a registered nurse. 

 

Measure the milk powder with the scoop provided. Use a knife to level off the 
scoop, but avoid packing the powder down. Add this to the water in the bottle. 
Put the teat and cover on and then shake well. Don’t be tempted to add extra 
scoops of formula powder as this can make the baby ill. 

 

Provide a relaxed seating area within a communal setting if possible.  

Sit with the infant in your arms, introduce the teat into the baby’s mouth and let 
the baby suck. 

 

Hold the bottle in such a way that the teat and the neck are filled with the 
formula. 

 

When the baby stops sucking sit the baby up and gently pat or rub its back.  

Offer the bottle again to see if the baby wishes to feed further. Do not force the 
infant to finish the whole bottle. 

 

Cleanse hands after cleaning or storing the bottle  

Document infant’s intake on fluid balance or food assessment chart, as 
appropriate. 
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Feeding an infant or child 
 
Step 
 
Cleanse hands prior to assisting with procedure.  

Explain the procedure to the patient and the relative or carer.  

Ask whether the relative or carer wishes to participate with the procedure.  

Offer mouth care or brushing teeth to the patient prior to eating (refer to 
Chapters 8 and 12). 

 

Provide a relaxed seating area in a communal setting if possible.  

Ensure that the child is given a choice of what is available on the menu.  

Ensure that special cutlery or equipment is available, if needed.  

Assist with cutting the food into small portions.  

Provide fluid.  

Offer mouth care or brushing teeth to the patient after eating (refer to Chapters 
8 and 12). 

 

Cleanse hands after assisting.  

Document their intake on fluid balance or food assessment chart, as required.  

Ensure that all information is documented in clinical notes.  

 
 



Docherty and McCallum, Foundation Clinical Nursing Skills 
Chapter 6 – Eating and drinking 

 

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

 Assessment of the patient’s need for a special diet 
 
Step 
 
Cleanse your hands prior to procedure.  

Inform the patient of procedure.  

Record the patient’s weight.  

Record the patient’s height.  

Record the patient’s BMI.  

Obtain a full medical history.  

Obtain of list of present medications.  

Complete a nutritional risk assessment.  

Refer to dietician. For children, there are specialist paediatric dieticians. You 
will also find dieticians working in the community setting. 

 

Consider referral to speech and language therapist.  

Consider referral to occupational therapist.  

Cleanse hands after the procedure.  

Document all information using the correct assessment tools  

Document all information in the clinical notes.  
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Assessment of nausea and vomiting 
 
Step 
 
If a patient is acutely unwell, it is important to carry out a thorough assessment to determine 
the cause prior to providing any medication. A number of questions can be used in the 
assessment, such as: 
 
How long has the nausea or vomiting lasted?  

Is the nausea constant?  

Does the nausea always lead to vomiting?  

Do you get vomiting without nausea?   

When do you get the symptoms?  

Is there a specific trigger for the symptoms?  

Have you tried anything to reduce the symptoms?  

What type of vomit is it—projectile, amount, colour, content, odour?  
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Caring for a patient who is vomiting and alert 
 
Step 
 
Ensure privacy  

Temporarily limit the patient’s food intake.  

Put on disposable gloves.  

Ensure that the patient’s airway is being maintained.  

Provide the patient with a disposable sick bowl; or the toilet or some form of 
receptacle that can be easily cleaned if in a community setting. 

 

Assist patient to sit up and lean forwards.  

Support and comfort the patient while vomiting.  

When sick bowl is full replace with a fresh sick bowl (or empty down the toilet if
in a community setting). 

 

When patient has finished vomiting, remove the bowl.  

Measure the amount of vomit.  

Dispose of the sick bowl and vomit in the macerator (or according to policy).  

Provide the patient with a damp cloth to wash face and freshen up.  

Provide patient with a mouthwash or drink of water.  

If vomit is on bedclothes or patient’s clothes, change these.  

Dispose of gloves and wash hands.  

Inform trained nursing or medical staff that the patient has vomited.  

Note that the patient has vomited in the clinical record.  

 
Key point: An infant or a child who is vomiting may find this particularly distressing especially 
if they have never experienced vomiting before. The child may have little understanding of 
what is happening and will need to be comforted. The child’s parent, family, or carer may find 
this distressing to witness and will also need to be comforted. 
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Caring for a patient with impaired consciousness who is 
vomiting 
 
Step 

 
Ensure privacy.  

Call for help.  

Put on disposable gloves.  

Turn patient onto side using manual handling guidelines.  

Ensure that the patient’s airway is maintained (this means that the patient is 
breathing more than eight breaths per minute). 

 

Place sick bowl under side of face to collect any vomit, or allow vomit to go 
onto the floor or bed. 

 

When patient has finished vomiting, remove the bowl.  

Measure the amount of vomit.  

Dispose of the sick bowl and vomit in the macerator (or according to policy).  

Suction any food debris left in the mouth (this is an advanced skill).  

Provide oral hygiene (see Chapters 8 and 12).  

Wash the patient’s face.  

Dispose of gloves and wash hands.  

Inform trained nursing or medical staff that the patient has vomited  

Record that the patient has vomited in the clinical record.  
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Recording fluid intake 
 
Key point: Fluid intake must include all fluids that the patient takes into the body. This 
includes all liquids, any ice, liquid foods, such as soup and ice cream, any intravenous 
infusions and any fluids administered through feeding tubes. 
 
Step 
 
Identify whether the patient should have a fluid balance chart  

Explain the purpose of keeping a fluid balance chart to the patient.  

Measure all fluid intake including oral, intravenous, medications, and tube 
feeding. 
Orally taken fluids include milk on cereals, soup, and ice cream. 

 

Record the time and amount of fluids taken in the appropriate space on the 
chart. 

 

Record all forms of fluid intake over the 24-hour period.  

Add together all fluid intake for the 24-hour period.  

Check the addition so that an error is not made.  

Notify the charge nurse of any imbalance.  
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Recording fluid output 
 
Key point: Fluid output must include all fluids that the patient passes out of the body. This 
includes all liquids (urine, vomit), as well as diarrhoea, which will contain a large volume of 
fluid, and any volume from drains such as after surgery. 
 
Step 
 
Identify whether the patient should have a fluid balance chart.  

Explain the purpose of keeping a fluid balance chart to the patient.  

Measure all fluid output including vomit, urine, bowel movements, drains.  

Record the time and amount of fluids in the appropriate space on the chart.  

Record all forms of fluid output over the 24-hour period.  

Add together all fluid output for the 24-hour period.  

Check the addition so that an error is not made.  

Notify the charge nurse of any imbalance.  

 
 

 


