
SOP: Vital Signs Measurement and Documentation
Procedures
This SOP details the vital signs measurement and documentation procedures, ensuring accurate assessment of
patients' physiological status. It covers the standardized methods for measuring temperature, pulse, respiration rate, and
blood pressure, as well as guidelines for recording and reporting the data. The purpose is to maintain consistency,
reliability, and accuracy in vital signs monitoring to support effective clinical decision-making and patient care.

1. Purpose
To ensure accurate, consistent, and standardized measurement and documentation of vital signs for all patients.

2. Scope
This procedure applies to all healthcare personnel responsible for measuring, documenting, and reporting patient vital
signs within the facility.

3. Definitions

Vital Sign Description

Temperature (T) Body heat measured in degrees Celsius or Fahrenheit.

Pulse (P) Heart rate measured as beats per minute (bpm).

Respiration Rate (R) Number of breaths per minute.

Blood Pressure (BP) Force of blood against arterial walls, measured in mmHg (systolic/diastolic).

4. Responsibilities
All staff must follow this SOP when measuring, documenting, and reporting vital signs.
Nursing supervisors to ensure compliance and provide training as needed.

5. Equipment Required
Clinical thermometer (digital, tympanic, or oral/axillary/rectal as appropriate)
Stethoscope
Sphygmomanometer (manual or digital)
Watch or clock with second hand
Documentation tools (electronic health record system or paper chart)
Alcohol swabs
Gloves (if required)

6. Procedure
1. Hand Hygiene

Wash hands thoroughly before and after patient contact.

2. Patient Identification
Confirm patient identity using at least two identifiers (e.g., name and date of birth).

3. Measurement of Vital Signs
a. Temperature:

Select appropriate thermometer and site (oral, axillary, rectal, tympanic, temporal).
Ensure thermometer is clean and calibrated.
Measure temperature according to manufacturer's instructions and facility policy.

b. Pulse:
Locate pulse at the radial artery or other recommended site.



Count beats for 30 seconds and multiply by two, or for 60 seconds for irregular rhythms.

c. Respiration Rate:
Observe the rise and fall of the patient's chest.
Count respirations for one full minute or as per facility policy.

d. Blood Pressure:
Select appropriate cuff size and position patient's arm at heart level.
Place cuff and measure BP using a manual or digital sphygmomanometer.

4. Documentation
Record all vital sign measurements promptly in the patient's chart or electronic health record.
Include date, time, measurement site (if applicable), and your initials/signature.
Note any abnormalities and immediately report to the attending clinician as per escalation protocols.

5. Equipment Cleaning
Clean and disinfect equipment between each use according to infection control policy.

7. Quality Control
Regular training and competency checks for staff.
Routine calibration and maintenance of equipment.
Random audits of documentation for completeness and accuracy.

8. References
Facility Policy on Patient Assessment
Manufacturer's Instructions for Medical Devices
Relevant clinical guidelines and protocols

9. Revision History

Version Date Changes Author

1.0 2024-06-05 Initial SOP template created [Name]
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