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(This policy rescinds any previous publication covering the same material)

A. POLICY:  Pediatric patients will have vital signs and blood pressure on admission and twice a shift, as ordered by a physician, or more often as indicated by the patient’s condition.  Vital signs will also be taken prior to discharge from the Emergency Department. 

B.  PURPOSE: To provide vital sign parameters for the pediatric patient.

C.  PROCEDURE: 

1.  Pulse:

a. Take child’s pulse for one full minute using apical impulse for children under the age of two (2) years of age. 

b. Check radial pulse for children two (2) years of age and older.

c. Assess child’s pulse when the child is quiet, if possible.

2. Respirations:

a. Assess child’s respirations when child is quiet, if possible.

b. Infants and toddlers may be assessed while being held by the caregiver, if appropriate.

c. Assess respirations for one (1) minute.

3. Blood Pressure:

a. The blood pressure cuff shall cover no less than half and no more than 2/3 of the child’s upper arm or thigh.

b. Do not use an extremity that has an IV, A-V shunt/fistula to take a blood pressure. 

c. If unable to auscultate BP obtain a systolic reading by palpation 

4. Temperature:

 a. Rectal temperatures shall be taken on patients under two (2) years of age on admission unless contraindicated:


1.  Recent rectal surgery


2. Anal/rectal congenital condition


3. Diarrhea

b. Rectal temperatures shall be taken in patients who are unconscious, sedated, have a convulsive disorder, have an elevated temperature, and or as ordered by the physician.

c. Axillary temperatures may be taken after initial temperature and if no temperature elevation or low temperature.
d. Oral temperatures may be taken on patients beginning two years of age, and once the patient can hold the thermometer under the tongue.
5. Pain    Assessing, Reassessing and Managing Pain 
DOCUMENTATION:
Record all vital signs for graphic and other appropriate areas of medical record.

Electronic Documentation in the Medical Record 
Downtime Policy For Electronic Medical Record Documentation-Hospital 
	Temperature
	Age 

Range
   
	Normal 

Low
           
	Normal 

High

	Oral
	2-18 years
	35.5 C
	37.5 C

	Rectal
	1 day-18 years
	36.6C
	38.0C

	Axillary
	1 day -18 years 
	34.7C
	37.3C

	Peripheral

Pulse Rate
	2-10 years
	70
	110

	
	10-18 years
	55
	90

	Apical Heart Rate
	Newborn
	100
	180

	
	1 wk – 3 mo
	100
	220

	
	3- 24 months
	80
	150

	
	2 – 10 years
	70
	110

	
	10-18 years
	55
	90



	Respiratory Rate
	Newborn
	35
	60

	
	1 mo- 11 mo
	30
	60

	
	2- 4 years
	20
	40

	
	6-18 years
	16
	25

	Oxygen

Saturation
	0 - 18 yrs
	94
	100

	
	Age Range
	Normal 

low
	Normal 

high

	Systolic

 Blood 

Pressure
	Newborn 
	65
	78

	
	1 mo- 2 years
	94
	110

	
	2-5 years
	98
	115

	
	6-12 years
	105
	127

	
	13 - 18 years  
	115
	140

	Diastolic

Blood

Pressure


	Newborn
	40
	52

	
	1 mo- 2 years
	50
	71

	
	2-5 years 
	55
	74

	
	6-12 years
	65
	83

	
	13 – 18 years 
	75
	90
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