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PROCEDURE CHECKLIST

Chapter 17: Assessing Body Temperature
Check (()Yes or No

	PROCEDURE STEPS
	Yes
	No
	COMMENTS

	1. Selects appropriate site and thermometer type.
	
	
	

	2. “Zeroes” or shakes down glass thermometer as needed.
	
	
	

	3. Inserts thermometer in sheath or uses thermometer designated only for the patient.
	
	
	

	4. Inserts in chosen route/site.
a. Oral: Places thermometer tip under the tongue in the posterior sublingual pocket (right or left of frenulum). Asks patient to keep lips closed.
b. Rectal: Lubricates thermometer; uses rectal thermometer; inserts 1 to 1.5 inches (2.5–3.7 cm) in an adult; 0.9 inches (2.5 cm) for a child, and 0.5 inch (1.5 cm) for infant.
c. Axillary: Dries axilla; Places thermometer tip in the middle of the axilla; lowers patient’s arm.
d. Tympanic membrane: Positions the patient’s head to   one side and straighten the ear canal. 
   1) For an adult, pulls the pinna up and back.
   2) For a child, pull the pinna down and back
	
	
	

	5. Leaves glass thermometer recommended time (oral 3–5 min, rectal 2 min, axillary 6–8 min).
	
	
	

	6. Holds rectal thermometer securely in places; does not leave patient unattended.
	
	
	

	7. Leaves electronic thermometer until it beeps.
	
	
	

	8. Reads temperature. Holds glass thermometer at eye level to read.
	
	
	

	9. Shakes down (as needed) and cleans or stores thermometer.
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