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Change of Condition Competency
Appendix A – Competency Checklist for Blood Pressure
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Competency Checklist for Blood Pressure

Employee Name/Title: ______________________________________ Date: _______________

Evaluator Name:________________________________________________________________

	Task
	Satisfactory
	Unsatisfactory

	Gather equipment: stethoscope, calibrated sphygmomanometer, BP cuff, tape measure, and chair.
	
	

	Identify resident per facility protocol.
	
	

	Perform Hand Hygiene. 
	
	

	Explain procedure to resident/client.
	
	

	It is recommended that resident has not performed any strenuous activity approximately 5 min. before measurement.
	
	

	Identifies conditions or factors for BP variation.
	
	

	Position resident/client with their feet on the floor, legs uncrossed, and their back supported.
	
	

	Expose the resident/client arm at least 5 inches above the elbow: Sleeve can be rolled up but must be able to fit finger under it.
Or remove constrictive clothing.
	
	

	Assess for correct size cuff. The bladder should encircle and cover 2/3 of the width of the arm. Squeeze all air out of cuff before applying to patient.
	
	

	Arm is supported, at resident/client heart level, palm of hand turned up.
	
	

	Place cuff on bare arm. The center of the bladder should be positioned over the line of the artery. The lower edge of the bladder should be 2-3 cm (1 inch) above the marked point.
	
	

	Determine the palpatory systolic pressure by palpating for radial artery with the fingers of one hand; inflate the cuff with the other hand until the radial pulse disappears. This is the palpatory systolic pressure: recall this number. Release the air from the cuff and wait at least 2 minutes.
	
	

	Add 30 mm Hg to the palpatory systolic pressure. This will be the starting point for blood pressure measurement.
	
	

	Check stethoscope amplification for sound.
	
	

	Position the diaphragm of the stethoscope over the brachial pulse site.
	
	

	Close the valve on the bulb and inflate the cuff to the appropriate # mm Hg.
	
	

	Deflate the cuff at 2-3 mm Hg per second.

	
	

	When the first sound is heard, note the reading on the manometer. This is the systolic pressure. Continue to allow air to escape and watch the manometer/needle gauge.

	
	

	At the absence of any more sounds, note the reading on the manometer. This is the diastolic pressure.
	
	

	Release the remaining air in the cuff by opening the valve completely and remove the cuff.
	
	

	If there is a need to reassess the blood pressure: completely deflate the cuff and wait at least 2 minutes before reassessing.
	
	

	Verbalizes understanding of the classifications of blood pressure levels in adults.
	
	

	Verbalizes understanding of irregular blood pressure measurement.
	
	

	Verbalizes need to reassess blood pressure if an irregularity is detected.
	
	

	Perform Hand Hygiene.
	
	

	Document Blood Pressure in Resident Record.
	
	

	Compare Blood Pressure to Baseline.  Report variations to the nurse.
	
	





	COMPETENCY ACHIEVEMENT
	MET
	NOT MET

	
	
	



Corrective action plan (if not met):_________________________________________________
______________________________________________________________________________ 

Evaluator Signature   						 Date 				                                                  
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