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COUNTY OF LOS ANGELES LAC+USC MEDICAL CENTER DEPARTMENT OF HEALTH SERVICES 
 
 NURSING CLINICAL STANDARD 
 
 
 PHYSIOLOGIC MONITORING/HYGIENE/COMFORT – ADULT ACUTE CARE UNITS 
 
 
PURPOSE: 
 

To outline the management of patients in relation to physiologic monitoring/ hygiene/comfort measures 
in the adult Acute Care Unit setting. 
 

ASSESSMENT: 
 

1. Assess all body systems: 
• Upon admission 
• Upon return from the operating room 
• Every 8 hours and more often as per Unit Structure Standards (USS)/ patient 

condition/Interdisciplinary Plan of Care indicates 
Note: Baseline assessment is documented by 1100 each morning. Reassessments are compared 
to the baseline assessment.  

2. Complete the following within one hour of assuming care of the patient: 
• Check for orders and tasks that are due on electronic health record (EHR): 

- Care Compass 
- Orders tab 
- Task List 

• Identify intravenous solutions and rate of infusion 
• Confirm correct dose/settings on infusion pumps 

3. Weigh patient: 
• Upon admission 
• Weekly (i.e. every Tuesday) 
• Twice per week for patients on enteral feeding and total parenteral nutrition (i.e. Every 

Tuesday and Friday) 
• More frequently as ordered or per USS 

4. Monitor and record Vital Signs (VS) a minimum of every 4 hours or per USS. 
5. Assess, measure and record Nasogastric tube (NGT)/enteral tube residual as follows: 

• Every 4 hours while on tube feeding 
• Every 8 hours if NPO 
• Prior to starting/ restarting tube feeding 
• Prior to giving medications 

6. Measure and record urine output if “intake and output” as ordered: 
• Indwelling/ external catheter: every 8 hours 
• Urinal/bedpan: every void 

7. Assess intake and output totals a minimum of every 8 hours.  
8. Measure and record drain output a minimum of every 8 hours. 
9. Obtain lab studies as ordered. 

 
HYGIENE & 
COMFORT 

10. Assess pain at onset and for the effect of pain medications as given. 
11. Assist with/provide mouth care a minimum of every shift. 
12. Provide indwelling bladder catheter /foreskin/peri-care a minimum of every 12 hours and prn. 
13. Consider using external devices for patients who are incontinent of urine: 

• External male catheter (condom) for adults and per provider order for adolescents: 
 Change catheter and perform pericare a minimum of daily 

• External female catheter (e.g. Purewick® refer to attachment) for adults: 
 Assess every 2 hours for proper placement, skin integrity and for need to replace 
 Top of gauze aligned with pubic bone, device tucked between labia and gluteus, urethra 

aligned approximately 1/3 down the length of the device 
 Replace and perform pericare a minimum of every 8-12 hours and when soiled with 

feces or blood 
 Ensure it is attached to continuous suction minimum of 40 mmHg 
 Remove before turning/rolling patient, when patient is on bedpan or out of bed to 

commode, and then reapply 
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Remove when suction cannot be applied (e.g. when patient goes for a procedure or test), then 
apply a new Purewick® upon return. 

14. Assist with bathing or bathe patient every 24 hours. 
15. Bath daily all patients with central lines, PICC and/or vascatheter with Chlorhexidine or 

antibacterial wash. 
16. Change linen every other day, upon request, and when soiled.  
17. Turn patient every 2 hours if patient unable to turn self. 

 
SAFETY: 18. Check all equipment and set parameters/alarms (as indicated).  

19. Remove from service and report nonfunctioning equipment immediately and replace. 
20. Keep call light within reach at all times. 
21. Keep bed in low position except when providing care. 

 
REPORTABLE 
CONDITIONS: 
 

22. Report significant changes to provider. 
 

PATIENT/ 
CAREGIVER 
EDUCATION: 
 

23. Instruct on the following: 
• Bed controls, call light, telephone, ID band 
• Visiting and no-smoking policy 
• Mealtimes, nutritional support 
• Equipment/procedures 

 
DOCUMENTA-
TION: 
 
 

24. Document in accordance with documentation standards. 
 
25. Document on applicable areas of the Activities of Daily Living and Patient Safety Measures 

sections on iView at the beginning of the shift. In addition, document: 
• When there are any changes (e.g. change to special bed) 
• Care at the time it is provided (e.g. mouth care, bath, linen change, positioning, getting patient 

out of bed, indwelling bladder catheter care) 
• Sequential compression devices when applied and when discontinued 
• Orthotic boot/orthotic splints status when applied and when removed per physician’s order) 

26. Document assessment in Systems Assessment on iView 
27. Document data on iView and I&O sections (e.g. VS, I&O) 

 
 
 
 

Initial date approved:  
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Reviewed and approved by: 
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Nurse Executive Committee 
Attending Staff Association Executive Committee 

Revision Date:  
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Unlicensed nursing staff are to report abnormal vital signs to the RN using these values (unless 
otherwise directed by RN due to patient condition/diagnosis/ population:  
 

 
NORMAL VITAL SIGNS (ADULT PATIENTS) 

 
Temperature (oral) 

 
36.4- 37.6 Celsius (97.6 - 99.6 Fahrenheit) 

 
Pulse 

 
60 - 100 beats per minute 

 
Respiratory Rate 

 
12-20 breaths per minute 

 
Blood pressure, systolic 

 
100-140 mm Hg 

 
Blood pressure, diastolic 

 
60 - 90 mm Hg 
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