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Vital Signs Assessment: Observations, Trends
and Escalation

Prepared by: Faizan, BS Nursing

Vital signs provide information about physiology but should never be interpreted in

isolation from the person’s condition and baseline. A structured assessment considers

respiratory rate, oxygenation, pulse, blood pressure, temperature, level of consciousness

and relevant symptoms. Safe nursing practice includes accurate technique, trend

recognition, communication and escalation.

This procedure covers taking, recording and escalating observations. For the purpose of

each measurement and an interpretation example, read why nurses monitor vital signs.

Related anatomy learning: To understand the physiological basis of cardiovascular

observations, study heart anatomy and circulation in our complete BS Nursing Anatomy and

Physiology I & II guide.

Learning outcomes

- List the major observations

- Explain measurement limitations

- Recognise why trends matter

- Communicate deterioration safely

- Purpose and clinical context

- Equipment and preparation

- Respiration and oxygenation

- Pulse and blood pressure

- Temperature and consciousness

- Early-warning systems and communication

- Procedure close-out

1. Purpose and clinical context

Vital signs are used to establish a baseline, monitor progression and identify potential

deterioration. A single normal measurement cannot exclude serious illness, while an

abnormal measurement may be affected by activity, pain, medication or equipment. Observe

breathing effort, skin appearance, mental state and reported symptoms as well as numerical

values.

2. Equipment and preparation

Use appropriately maintained blood pressure devices, correctly sized cuffs, thermometers

and pulse oximeters under local policy. Confirm patient identity, explain the assessment,

My Nursing Hub   |   Page 1 / 6



MY NURSING HUB

MY NURSING HUB  /  NURSING STUDY NOTES

seek consent, position the person safely and allow for factors that may affect readings.

Choose the measuring site according to device instructions and clinical circumstances.

3. Respiration and oxygenation

Respiratory rate and effort can be early indicators of illness. Observe rate, rhythm,

depth, accessory muscle use and ability to speak. Pulse oximetry is affected by perfusion,

motion, skin pigmentation and other factors, and it does not directly measure ventilation

or carbon dioxide.

4. Pulse and blood pressure

Pulse assessment includes rate, rhythm and relevant perfusion findings. Blood pressure

interpretation considers position, pain, recent activity, cuff size, medication and

trends. The need for repeat measurement or urgent review follows the organisation’s

escalation pathway.

5. Temperature and consciousness

Temperature methods have different accuracy and handling requirements. A person may have

serious infection without fever or may have a raised temperature for a noninfectious

reason. Consciousness and new confusion must be recognised as potentially important

changes and escalated under clinical policy.

6. Early-warning systems and communication

Hospitals may use a validated early warning score such as NEWS2 for adults where

appropriate. The score is a structured aid, not a substitute for clinical judgement or a

universal paediatric tool. Escalate a clinically concerning patient even if a recorded

score appears low. Use a structured handover such as SBAR when helpful.

7. Procedure close-out

Reassess any unexpected value according to protocol, document time, method and relevant

observations, and communicate changes. Ensure the person is comfortable and safe. If

equipment fails, report it and obtain a reliable measurement method.

Equipment and preparation overview

- Verified observation chart / approved early-warning system

- Appropriately sized BP cuff

- Thermometer and pulse oximeter

- Clock and suitable documentation tools
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Vital signs observations and clinical context

Concept Meaning Key distinction

Respiratory rate Breathing frequency and pattern Observe effort and baseline

Oxygen saturation Peripheral estimate of oxygenation Device and patient limitations

Pulse Rate and rhythm Context and perfusion

Blood pressure Circulatory pressure Cuff size and position

Temperature Body temperature estimate Method varies

Consciousness Neurological responsiveness New confusion may be urgent

From measuring observations to escalation

Sequence for safe reasoning and preparation

Applied case: A resting adult has newly increased respiratory
effort but a pulse oximeter displays a value near their usual
reading.

Do not dismiss observed deterioration solely because one device number looks reassuring.

Reassess and escalate according to the clinical pathway.

Clinical safety alert: This educational guide does not authorise unsupervised clinical

procedures, prescribing, changes in medicines or the withdrawal of infection precautions.

Always follow current patient-specific orders, manufacturer instructions, institutional

protocols and competency requirements.

OSCE demonstration and documentation

For assessment and practice-station structure, use our NMC OSCE preparation guide

alongside this clinical lesson. Before demonstrating this skill, confirm the simulated

patient’s identity, explain the purpose, seek appropriate consent and assess environmental

safety. Verbalise clinical reasoning at decision points instead of reciting a mechanical

script. Maintain indicated hand hygiene and PPE, recognise where to stop or escalate, and

document only observations and actions that actually occurred. A breach in technique

should be corrected rather than concealed.

Vital signs: measurement, trends and escalation examples

Why this section matters: The following explanations and worked scenarios expand the

foundational lesson using official NMC, NICE, WHO or professional standards. They
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distinguish published requirements from locally governed clinical decisions.

Trends matter more than a supposedly perfect number

Vital signs should be interpreted as a pattern and compared with known baseline, current

clinical condition, medicines and measurement context. A single respiratory rate or blood

pressure is not a diagnosis. Pain, fever, anxiety, activity and technique can alter

readings; conversely, apparent normality in one parameter does not cancel a concerning

change in another. Reassess unexpected readings using an appropriate method while seeking

urgent review if the patient appears unstable. Do not delay escalation merely to achieve

an aesthetically tidy observation chart.

Respiratory rate: a commonly underestimated observation

Respiratory rate reflects the work of breathing and can change early in illness. Count

respirations using a validated local technique while noting depth, effort, audible noises

and whether the patient can speak comfortably. Increased work of breathing is not always

accompanied by a dramatic oxygen saturation change. A person receiving supplemental oxygen

may have an SpO2 reading that appears acceptable while other clinical indicators

deteriorate.

Pulse, blood pressure and orthostatic context

Pulse assessment includes rate, rhythm and relevant perfusion findings. Blood pressure

accuracy depends on appropriate cuff size, arm positioning, posture and measurement

technique. A cuff that is too small can bias measurements, and repeating a reading without

correcting the setup may reproduce the error. Changes on standing or in response to

symptoms sometimes need a specific assessment protocol. Document the circumstances rather

than comparing a reading against a universal normal value without context.

Temperature, oxygenation and consciousness

Temperature readings vary with device and anatomical site; documentation should identify

the method when required. Oxygen saturation is subject to artefact from motion, peripheral

perfusion and other factors, and accuracy can vary across patients and devices.

Consciousness and new confusion are essential clinical observations that cannot be reduced

to temperature or SpO2 alone. Listen to patient or family descriptions of a sudden change

from baseline.

Using NEWS2: an early-warning tool, not an autonomous diagnosis

The Royal College of Physicians NEWS2 system combines respiratory rate, oxygen saturation

scale, supplemental oxygen, systolic blood pressure, pulse, consciousness/new confusion

and temperature. Local policy determines escalation and use of the relevant oxygen

saturation scale. NEWS2 supports recognition of deterioration but never replaces judgment;

a profoundly concerning single observation or clinical appearance may require urgent
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action even if a total score seems reassuring. Avoid inventing an NEWS2 score when the

full observation set or oxygen scale is unknown.

Worked handover example

A patient previously walked and conversed normally but now has a markedly increased

respiratory rate, appears newly confused and requires more oxygen than before. A good SBAR

handover states the identity and location, the change from baseline, current observations

and oxygen support, actions already taken and the specific request for immediate clinical

review. "Their NEWS is not too high" is not a safe justification to delay attention when

the clinical situation is deteriorating.

Reference table: verified details and exceptions

Observation Essential technique check Useful additional context

Respiratory rate Observe full breathing pattern Effort and speech

SpO2 Check probe signal and perfusion Supplemental oxygen and target

Pulse Rate and rhythm Baseline and symptoms

Blood pressure Cuff size and position Posture and trends

Temperature Device and site Timing and medication

Consciousness Change from baseline New confusion and response

Worked scenario: where students commonly go wrong

Severe breathlessness with only modest SpO2 reduction. This is an urgent clinical concern

regardless of a calculated total early-warning score. Escalate, monitor and document

observations and oxygen support per local protocol. Explain why a single pulse oximeter

number cannot represent all respiratory risk.

Three questions answered

Does NEWS2 replace clinical judgement?

No. Concerning clinical features require assessment and escalation even without a high

computed score.

Can one blood pressure reading diagnose shock?

No. Urgency is assessed using the full clinical presentation and validated pathways.
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What should a handover include?

Identity, relevant background, change from baseline, actual observations, actions and

requested review.

Key official sources for this expanded content

- Royal College of Physicians NEWS2 (accessed and reviewed October 2026)

- NMC Code (accessed and reviewed October 2026)

- NICE acutely ill adults in hospital CG50 (accessed and reviewed October 2026)

Study-note status: Editorial research verification completed 10 October 2026. This page is

published as an educational study note. Clinical accuracy and suitability have not yet

been independently reviewed. Faizan’s editorial review is pending. This independent

resource is not affiliated with the NMC.

References and verification

- NMC Registered Nurse Proficiency

- NICE IV fluid monitoring context

- NMC Code

Editorial review: Prepared 10 October 2026 for review by Faizan. Content has not been

independently clinically peer-reviewed; review current standards before practical use.

MCQs: Questions belong in the separate Nursing general Nursing Practice Mode

(chapter-specific questions being developed), not within these lessons.

Source:

https://mynursinghub.com/clinical-procedures-notes-for-nursing-students/patients-vital-signs-assessment-and-escal

ation/
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