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ASSESSMENT / CARE PLAN 

SCOPE OF SERVICE PURSUANT TO 10A NCAC13J.1102 

Primecare Network, Inc. provides nursing services by or under the supervision of a registered nurse and in accordance 

with the North Carolina Nursing Practice Act, G.S. Chapter 90, Article 9A, and every RN/LPN employed by 

Primecare Network, Inc. normal routine shall include the following: 

1. Regularly assesses the nursing needs of the client; 

2. Develops and implements the client's nursing plan of care; 

3. Provides nursing services, treatment, and diagnostic and preventive procedures; 

4. Initiates preventive and rehabilitative nursing procedures appropriate for the client's  

care and safety; 

5. Observes signs and symptoms and report to the physician any reaction to treatment, drugs, or changes in the 

client's physical or emotional condition; 

6. Teaches, supervises, and counsel clients and family members about providing care for the clients at their 

homes; and 

7. Supervises and trains other nursing service personnel. 

 

(a) Licensed practical nurse duties are delegated by and performed under the supervision of a Registered Nurse. 

Consistent with the client's plan of care, and duties may include: 

 

1. Participating in assessment of the client's health status; 

2. Implementing nursing activities, including the administration of prescribed medical treatments and 

medications; 

3. Assisting in teaching the client and family members about providing care to the client at home; and 

4. Delegating tasks to in-home aides and supervising their performance of tasks within the limitations established 

in 21 NCAC 36 .0225(d)(3) adopted by reference. 

(c)  There shall be on-call nursing services on a 24-hour basis, seven days a week.  A current on-call schedule and 

previous schedules shall be retained for one year and made available, on request, to the Department. 

Primecare Network, Inc. shall provide nursing services to patients of all ages and in the counties approved by DHHS. 

Services to be provided include the following: 

a. Infection control 

b. Medication Administration and treatment 

c. Pain management 

d. Oxygen therapy 

e. Nutrition Assessment and treatment 

f. Gastronomy Tubes (G-Tubes)  

g. Skin and Wound Management 

h. Incontinence Care 

i. Specimen Collection 

j. Glucose Management 

k. Blood Pressure – Management and medication 
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l. Range of Motion Exercises 

m. Patient/caregiver education 

 

COORDINATION OF SERVICES PURSUANT TO 10A NCAC 13J.1111 

 

POLICY 

Primecare Network, Inc. Staff shall participate in the coordination of client care services to establish effective 

interchange, reporting, and coordinated client outcomes through case conferences or other communication strategies.  

 

PURPOSE 

To ensure the provision of coordination activities for all home care clients.  

 

PROCEDURE 

1) All staff members and contact staff are expected to participate in coordination activities as needed based upon 

the client’s needs. 

2) The Supervisor is responsible for establishing and maintaining communication among all disciplines, 

agencies, and organizations involved in providing health and supportive services to the Agency’s clients. 

3) Coordination activities may include, but are not limited to: 

a. Scheduled multi-disciplinary case conferences. 

b. Individual patient care conferences involving one or more disciplines providing services to the client. 

c. Telephone communication between individual staff members seeing the same client. 

d. Use of voice mail message between disciplines, staff, and/or supervisors. 

e. Written memorandums to agency and community individuals involved in a client’s care. 

f. Visits to hospitals and other institutions to coordinate and facilitate transfers, assess client’s home care 

needs, and/or coordinate the care of active home care clients who have been hospitalized. 

g. Summary written, telephone, or verbal reports to clients’ physicians. 

h. Periodic case conferences with supervisors. 

i. Review and revision of the client’s plan of care as needed, based upon changes in the client’s 

condition, situation, and environment. 

j. Comprehensive assessments and reassessments and communication of the results to the client, 

family/caregiver and other disciplines involved in the clients plan of care. 

k. Identification of the need for, and referral to other home care services. 

l. Use of Transfer and discharge summaries. 

4) Subjects discussed in patient case conferences or other coordination communications may include, but are not 

limited to, the following: 

a. Arranging for uninterrupted continuing care of the client. 

b. Assisting in the organization of family resources for the effective care of the client. 

c. Review of findings from client assessments and interventions to determine appropriate internal and 

external resources necessary to meet client needs. 

d. Assisting in establishing a definitive home care plan prior to discharge from a hospital or long term 

care facility, including assessment of the appropriateness of the requested services. 

e. Arranging for special medical supplies or appliances or arranging for training Agency personnel 

regarding unfamiliar procedures or problems pertaining to the client’s care. 

f. Communicating information regarding the client’s needs, goals of care/service, and/or interventions to 

be implemented by each individual. 

g. Evaluation of the client’s care plan. 
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h. Coordinating the activities of the Agency with the community resources needed in the care of the 

client. 

i. Review of appropriateness of continued delivery of home health care services to the client. 

5) The content and results of any coordination activity is documented in the service record.  This documentation 

includes, but is not limited to the following: 

a. With whom the coordination activity was conducted or the disciplines/participants present at the 

activity.  

b. What was discussed during the coordination activity. 

c. The outcome of the coordination (i.e. change in current plans, specific recommendations agreed upon 

by the participants involved in the coordination activity). 

6) Responsible/assigned staff will maintain on-going communication with the physician, when services require 

physician orders, which includes both verbal and written reports that address the following, at a minimum: 

a. Any changes in the patient’s condition. 

b. Changes in the patient’s psychosocial status. 

c. Results of laboratory tests. 

d. Lack of achievement of home care goals within the specified time. 

e. Changes in expected response to treatment or medication. 

f. Changes in caregiver support or the home environment. 

g. Patient’s response t0 care/outcome of care or services. 

7) Coordination of care or services with other involved community organizations or individuals includes the 

following, at a minimum: 

a. Staff understanding of each organization’s responsibility in providing care or service. 

b. Initiation of communication when there are significant changes in the patient’s overall care. 

c. Absence of conflict or duplication of services provided by the various organizations serving the same 

patient.  
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ACCEPTANCE OF CLIENTS FOR SERVICE PROVISION 

Based on the scope of services provided, Primecare Network, Inc. Administrator shall develop and implement written 

policies governing the acceptance of clients and client services. These policies and procedures shall include the 

following: 

1. Adequacy and suitability of agency personnel and resources to provide the services required by the 

client and information on resources available to cover staff absence; 

2. Reasonable expectation that the client's need for requested services can be met adequately at home by 

the agency; 

3. Adequate physical facilities in the client's home for their plan of care; 

4. Availability or absence of family or substitute family member able and willing to participate in the 

client's care when necessary to ensure the safety of the client; 

5. Information on the scope of services provided and the geographic area served with each service; 

6. Notification to the referral source when one or more needed and requested services (including 

assessment) cannot be provided to a specific client within a time frame requested by the referral source 

and established by agency policy; 

7. Advance notification of at least 48 hours to the client or responsible party when service provision is to 

be reduced or terminated, except in cases where the client is in agreement with the changes, or there is 

a danger to a client or staff member, or the physician terminates services; and 

8. Referral to and coordination with other appropriate agencies when the agency is unable to respond to a 

request for service promptly, or to continue to provide service. 
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INITIAL ASSESSMENT 

 

For good planning and provision of patient and family centered care, all cases must start with an initial assessment by 

a Registered Nurse.  

The agency’s registered nurse assesses, plans, implements and evaluates nursing care in collaboration with individuals 

and the multidisciplinary health care team to achieve results-oriented goals and excellent health outcomes. 

The aim of this guideline is to ensure all patients receive consistent and timely nursing assessments.  

The guideline specifically seeks to provide nurses with the following:  

• Indications for assessment  

• Types of assessments  

• Structure for assessments  

All assessments shall consider the history of current illness/injury (i.e. reason for current admission), relevant past 

history, allergies and reactions, medications, immunization status and family and social history.  

For neonates and infant’s maternal history, antenatal history, delivery type and complications if any, shall be 

considered. 

Assessment of the patient’s overall physical, emotional and behavioral state.  

Considerations for all patients include: looks well or unwell, pale or flushed, lethargic or active, agitated or calm, 

compliant or combative, posture and movement. 

 

The assessment shall include: 

a. Assessment of the nursing needs of the client; 

b. Obtaining information about client’s medical history, physicians’ names and contact information 

c. Diagnostic and preventive procedures; 

d. observe signs and symptoms; 

e. Safety of the caregiver and the patient 

f. Assessment of availability of all necessary and needed equipment by the patient 

g. Vital signs – Temp, RR, HR, BP, 02 saturation and pain. 

h. Additional measurements – weight and height. 

i. Well-being - Mood, emotional state, comfort objects, sleeping habits and outcome, coping strategies, support 

networks, reaction to admission. Psychosocial assessments. 
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PLAN OF CARE Pursuant to 10A NCAC 13J .1202  

(a) The plan of care shall be established in collaboration with the client and incorporated in the service record.  

The plan of care must be reviewed at least every three months by the agency’s Registered Nurse and revised 

as needed based on the client's needs. If the client record is thinned, the original and updated authorization or 

orders for care as appropriate shall be maintained in the client's current record.  All records shall be readily 

available to DHHS’s staff for review if requested. If physician orders are needed for the services, the agency’s 

RN or health professional shall notify the physician of any changes in the client's condition which indicates 

the need for altering the plan of care or for terminating services.  Based upon the findings of the client 

assessment, the plan of care shall include at a minimum the following: 

1. Type of service(s) and care to be delivered  

2. Frequency and duration of service; 

3. Activity restrictions  

4. Safety Measures 

5. Service Objectives and goals 

(b)  Where applicable, the plan of care shall include, but is not limited to: 

(1)           equipment required; 

(2)           functional limitations; 

(3)           rehabilitation potential; 

(4)           diet and nutritional needs; 

(5)           medications and treatments; 

(6)           specific therapies; 

(7)           pertinent diagnoses; and 

(8)           prognosis. 

 
 

 

 

 

 

 

 

 



PRIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

                            | Ph: 919-995-0554  | Ph: 919-400-5775 | FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

   Page | 15  

 

NURSING RE-ASSESSMENT 

 

Reassessment of the health status of patients shall be done by collecting basic objective and subjective data from 

observations, exams, interviews and written records; recording and reporting the data and it would be used to 

formulate a care plan for improved treatment and responsiveness of patients. The analysis of reassessment 

information and the plan of care will determine the appropriate diagnostic and therapeutic interventions and 

Care/treatment decisions would be made as well, including discharge planning. 

The mechanisms to prioritize and identify care needs are done during re-assessments and supervisory visits. 

Patient reassessments in conjunction with the entire medical record and individualized plan includes, but is not 

limited to, identified physiological and psychosocial problems or issues and expected healthcare outcomes or goals.  

 

Reassessment will occur at least every 60days and more frequently as the patient's condition/circumstances warrant, 

and as specified in standards of care/procedures, by physician orders, or after a hospital admission with a length of 

stay greater than 24hrs.  
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CASE REVIEW AND PLAN OF CARE PURSUANT TO 10A NCAC 13J.1202 

 

POLICY: 

An appropriate professional will review the plan of care at least every three months and revise it as necessary to meet 

client needs. 

 

PURPOSE: 

To ensure that the client needs are met adequately and appropriately. 

 

PROCEDURE 

1) The plan of care is established in collaboration with the client, based upon the findings from a comprehensive 

assessment. 

a. The plan is reviewed at least every three months by the appropriate professional. 

b. The plan of care is revised as needed based on changing client needs. 

 

2) If physician orders are needed for the services provided by the agency, a home care health professional will 

notify the physician of any changes in the client’s conditions which indicate the need for altering the plan of 

care. 

 

3)  As long as the client is receiving “hands-on” care, an appropriate professional will visit the client in his 

residence at least quarterly to assess the client’s general condition, progress and response to services provided. 

 

4) The plan of care is modified in response to findings during the home visits. 

 

5)  Documentation of these visits is entered into the client’s service record by the professional who makes the 

home visit. 

 

6) When the same professional is assigned responsibility for multiple functions, the following functions may be 

conducted during the same home visit: 

a. Quarterly assessment of the client’s condition and response to services. 

b.  Provision of regularly scheduled professional services. 

c. Supervision of in-home aides or other allied health personnel.  
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GUIDELINES FOR NOTIFYING MD 
 

POLICY: 

To ensure all patients have access to their physicians in medical emergencies, the name, phone number and after hour 

contact information of the physician will be readily available.  

PROCEDURE: 

All home care staff are required to notify the patient’s attending physician promptly of:  

1) A sudden or marked adverse change in signs, symptoms or behavior;  

2) An unusual occurrence involving the resident;  

3) A change in weight of five pounds or more within a 30-day period;  

4) An untoward response to a medication or treatment;  

5) A life-threatening medication or treatment error; or  

6) A threat to the patient’s health or safety caused by any circumstance that prevents a timely procurement or 

administration of prescribed drugs, equipment, supplies or services. 

If any of the above situation arises, the caregiver shall call the nurse supervisor, followed by the patient’s physician 

on record including but not limited to calling the after-hour number on file.  

If unable to contact the physician on record, call 911 should patient’s condition deteriorates.  

Notify immediate family member(s) on file.  

Document all actions taken.  
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GUIDELINES FOR CHARTING AND DOCUMENTATION 

 

Each registered nurse is expected to complete written and/or electronic documentation in a manner that is clear, 

timely, accurate, comprehensive, legible, chronological, and is reflective of relevant observations.  

Agency’s nurses must be familiar with, and follow, agencies’ documentation policies, standards and protocols. 

All documentations shall be: 

• Factual  

• Accurate  

• Complete  

• Current (timely) 

• Organized  

• Compliant with standards  

 

Clients have a right to protection of their privacy with respect to the access, storage, retrieval and transmittal of their 

records and to receive a copy of their health records  

 

Clear, complete and accurate nursing documentation facilitates quality improvement initiatives and risk management 

analysis for clients, staff and organizations. 

 

Through chart audits and performance reviews documentation is used to evaluate quality of services and 

appropriateness of care. 

The client’s record is a legal document and can be used as evidence in a court of law or in a professional conduct 

proceeding. 

 

Documentation can be used by administrators to support funding and resource management. 

 

Through chart audits and performance reviews documentation is used to identify the type and amount of services 

required and provided as well as the efficiency and effectiveness of those services. 

 

Workload measurements and/or client classification systems, derived as a consequence of client documentation, are 

used by some agencies to help determine the allocation of staff and/or funding. 
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EDUCATION GUIDELINES FOR PATIENTS 

 

Agency’s RN’s provide a wide range of client education on a daily basis. Accurate documentation of this education is 

essential to enable communication and continuity of what has been taught. Lack of documentation about client 

education diminishes this important aspect of care. The following aspects of client education should be documented in 

the health record: 

 

• Both formal (planned) and informal (unplanned) teaching 

• Materials used to educate 

• Method of teaching (written, visual, verbal, auditory and instructional aids) 

• Involvement of patient and/or family 

• Evaluation of teaching objectives with validation of client comprehension and learning 

• Any follow up required 
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PERSONNEL / STAFFING 

STAFFING AVAILABILITY 
 

POLICY 
 

Acceptance of clients who are referred to or request nursing care services is based on the reasonable expectation that 

the client’s home care needs can be met by Primecare Network, Inc.   

 

PURPOSE 

 

1.   To establish staffing requirements and availability for accepted clients for nursing care services.  

 

PROCEDURE 

 

All nursing care services provided by Primecare Network shall be provided by or under the supervision of a registered 

nurse and in accordance with the North Carolina Nursing Practice Act, G.S. Chapter 90, and Article 9A. 

 

Staffing considerations shall be based on the following:  

a) Availability and suitability of personnel and resources to provide the services required by the client and 

resources available to cover staff absences.  

 

b) A reasonable expectation that the client’s needs for requested services can be met adequately at home. 

 

c) The presence of adequate physical facilities in the client’s home for his/her plan of care. 

 

d) The availability or absence of family or substitute family members able and willing to participate in the 

client’s care when necessary to ensure the safety of the client. 

 

e) The scope of services provided and the geographic area served with each service. 

 

f) All clients are accepted for care regardless of color, creed, age, or sex in accordance with the Title VI of the 

Civil Rights Act.  

 

g) The supervisor will notify the referral source when one or more needed and requested services (including 

assessment) cannot be provided to a specific client within the time frame requested by the referral source or 

the time frame established by the Agency policy. 

 

h) The supervisor will coordinate referral to and coordination with other appropriate agencies when the Agency 

is unable to respond to a request for service promptly, or to continue to provide service. 

 

i) Every effort will be made to make client visits during staff absences.  If the Agency does not have an 

employee available for care during a scheduled visit, the Agency will notify the client and note the deviation 

and the reason for the missed visit.  The Agency will note in the service record how the client obtained care 

during the missed visit, if applicable. 
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j) Advance notification of at least 48 hours will be given to the client or responsible party when service 

provision is to be reduced or terminated, except in cases where the client agrees with the changes, there is a 

danger to a client or staff member, or the physician terminates services. 

 

k) Before a case is accepted, Primecare Network, Inc. shall review the availability, qualifications, other pertinent 

conditions specific to that case before accepting the case.  

 

l) After all considerations are made, if no qualified staff is easily available, efforts shall be made to recruit 

qualified staff for the case.  
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SUPERVISION 
 

All nursing services shall be provided by or under the supervision of a registered nurse and in accordance with the 

North Carolina Nursing Practice Act, G.S. Chapter 90, Article 9A. 

All cases shall be supervised by the Nurse Supervisor and/or the Nurse Administrator. One of the above shall be 

available at all times during the operating hours and participate in activities relevant to the professional services 

provided, including the development of qualifications and assignments of personnel. 

Documentation of supervisory visits, which shall be done every 60 days shall be maintained in the agency's records 

and shall contain: 

(1)           Date of visit; 

(2)           Findings of visit; and 

(3)           Signature of person performing the visit. 

 

Primecare Network, Inc.shall provide on-call nursing services on a 24-hour basis, seven days a week.  The agency 

shall retain current on-call schedules and previous schedules for one year and make them available, on request, to the 

DHHS. 
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EMPLOYEE ORIENTATION 
 

POLICY  

All staff will have a thorough orientation designed to ensure competency in all their job function. 

PURPOSE 

To orient staff to the philosophy, services, policies and procedures of the Agency and to their respective roles. 

PROCEDURE 

1. The Office Manager will ensure that all prerequisites for employment have been met prior to scheduling a 

staff member for orientation. 

a. A Licensed staff will be currently licensed by the state of North Carolina Board of Nursing, and 

preferably have verifiable practical experience in their profession; 

b. Verification of employees' credentials as applicable; and 

c. Records of the verification of competencies by agency supervisory personnel of all skills required of 

nursing home care services personnel to carry out client care tasks to which the employee is assigned.  

d. The method of verification shall be through licenses registry and prior employment verifications and 

skills competency validations. Staff who are not licensed by the North Carolina Respiratory Care 

Board shall only be assigned duties for which they have demonstrated competency 

e. The agency shall not hire any individual either directly or by contract who has a substantiated finding 

on the North Carolina Health Care Personnel Registry in accordance with G.S. 131E-256(a)(1). 

2.  All employees will complete an introductory period, which includes orientation and an evaluation during the 

first 90 days. Completion of the introductory period does not imply that an employee has permanent 

employment and all employees are still subject to these policies and disciplinary action. 

3.  General orientation for all new staff will include at a minimum the following: 

• Review of the individual’s job description and duties to be performed and their role in the 

organization. 

• Organization chart/supervision. 

• Mission/philosophy. 

• Record keeping and reporting 

• Confidentiality/HIPAA and privacy of protected health information 

• Client/patient’s rights 

• Advance directives; if applicable 

• Conflict of interest 

• Written policies and procedures and where to find them 

• Emergency Plan/Preparedness  

• Training specific to job requirements 

• Additional training for special populations (i.e.:  nursing homes, pediatrics, disease processes 

with specialized care) 

• Cultural diversity and communication barriers 

• Ethical issues / Corporate Compliance 

• Professional boundaries 

• Quality Improvement Plan/Quality Assessment Performance Improvement Plan 
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• OHSA requirements, safety and infection control, “Right to Know” laws 

• Body mechanics 

• Required documentation 

• CPR course (unless medically exempt) to clinical staff 

• Conveying of charges for care/services 

• Orientation to equipment if applicable 

• Incident/Variance Reporting  

• Handling of patient complaints/grievances 
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EMPLOYEE TRAINING 
 

POLICY:  

All personnel subject to occupational licensing laws shall meet competency-testing requirements consistent with the 

rules established by the appropriate occupational licensing board. All nurses shall be competent to perform client care 

tasks or activities to which they are assigned. Such individuals shall perform delegated activities under the 

supervision of Primecare Network, Inc. Nurse Supervisor and/or Nurse Administrator authorized by state law to 

provide such supervision. 

 

PROCEDURE:    

A. Professional staff will satisfactorily demonstrate each critical skill listed on the procedure checklist. Each 

employee will be assigned a staff member to precept as determined by an appropriate Supervisor.  

B. The assigned staff member will have the skills, qualifications, and experience necessary to properly orient new 

hires of the agency.  

C. The responsibilities of the staff member assigned to precept include: 

• Taking the new hire on visits, explaining procedures and demonstrating skills needed during the visits 

and to observe any areas of strength/weakness. 

• Serves as a resource person to the new hire  

• Reports the employee’s progress to the appropriate supervisor.  

D. Employees transferred into new positions of the organization will undergo the same training as a new 

employee, except that portion is offered as part of the general orientation.  

E. Cross training, promotions, and changes in duties will be handled as self-directed learning experiences. The 

employee will be thoroughly oriented to the specific job duties by the appropriate supervisor or an assigned 

staff mentor or preceptor.  Job skills checklist will be used during re-orientation.  All documentation will be 

filed in the personnel file when completed.  Of necessity, such orientations will be highly individualized. 

F. Staff from contracted agencies will receive the same orientation and training as employees transferred from 

other organization departments.  The contract agency is responsible for ensuring that all contract staff have 

received orientation and instruction related to infection control, OSHA requirements, and CPR. 

G. The minimum home care clinical orientation will be 2-4 weeks in length to allow for synthesis of didactic 

information and actual practice of skills.  It is expected that the employee will assume responsibility for the 

majority of his/her duties within 2-4 weeks.   

H. Training is based upon accreditation standards if applicable, Medicaid guidelines/policies if applicable and 

DHSR Home Care Licensure rules and/or other payer source and rules as applicable. All orientation activities 

include synthesis of these regulations and guidelines. 

I. All documentation of orientation (except incomplete check lists) will be filed in the employee's personnel file 

after orientation.   

J. Procedures not verified during orientation due to a lack of opportunity within the patient population, will be 

completed as soon as practicable, and documentation will be added to personnel files at that time. 

K. Any procedure that has not been checked cannot be assigned until verified during the course of employment 

when the skill can be observed. 

L. The Human Resource Manager will compile all orientation and training information and evaluate the need for 

M.  changes in the orientation process. 
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COMPETENCY & SKILLS VALIDATION 

 

 

NURSING SKILLS INVENTORY 

  

      
  

Date:____________________ Caregiver Name: _________________________   RN__________    LPN_________ 

Please mark an X in the appropriate box next to each entry based on your experience in patient care.      

        
Skill Experienced Needs 

Review 
Checked & 
Verified by 

Skill Experienced Needs 
Review 

Checked & 
Verified by 

SPECIALTY CARE       BOWEL/BLADDER       

Infant 0-2 yr       Suprapubic Catheter Care       

Pediatric 2-13 yr       Suprapubic Cath Exchange       

Adolescent 13-18 yr       Indwelling Foley Cath Care       

Adult       Insertion of Foley Cath       

Geriatric       Insertion of Straight Cath       

Alzheimer's/Dementia       Insertion of Suppository       

Parkinson's Disease       Administer Enema       

Hospice Care       Ostomy Care       

Spinal Cord Injury       Ostomy Irrigation       

Brain/Head Injury       Rectal Tube       

Stroke       Disimpaction       

Amputee       Digital Stimulation       

Cardiac/Heart       SPECIMAN/LAB COLLECT       

Pulmonary/Respiratory       Urine       

Orthopedics       Sputum       

Renal/Urological       Glucometer       

OB/GYN       PT/INR       

Psychiatry       Peak & Trough       

Skin Burns       TUBE FEEDINGS       

Occupational Health       Bolus       

Trauma       Feeding Pumps       

Skilled Nursing Facility       Gravity       

Assisted Living Facility       Gastric Suction       

Outpatient/MD Of?ce       INFECTION CONTROL       

Teacher/Training       
Use of Protective 
Equipment       

Management/Supervision       
Disposal of Infectious 
Waste       

Workers'  Compensation       Sterile Dressing Change       

PHYSICAL ASSESSMENT       TRANSFERRING       

Heart Sounds       Wheelchair       
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Competency & Skills Validation Contd. 

 

Employee Name: ____________________________ Signature: ________________________ Date: _____________ 

 

 

RN Supervisor (Name) _________________________Signature: ________________________ Date: ____________ 

 

 

 

 

 

 

 

Skill Experienced 
Needs 
Review 

Checked & 
Verified by 

• Skill Experienced 
Needs 
Review 

Checked & 
Verified by 

Breath Sounds       Pivot       

Bowel Sounds       Repositioning       

Pulses       Hoyer       

Homan's       Slide Board       

Periph Edema       IV THERAPY       

RESPIRATORY CARE       PICC Line Care       

Tracheostomy       Insert PICC Line       

Change Trach Tube       Insert Periph IV       

Ventilator Care       Access Ports       

Oxygen Therapy       TPN       

Suctioning       Chemo       

Chestpercussion/postural
drain       Ambulatory Pumps       

FEEDING TUBE       Elastomeric Pumps       

Care of Nasogastric Tube       Pole Mounted Pumps       

Placement of N/G Tube       Dial-a-Flow Devices       

Verify Placement of N/G       Change IV Dressing       

Care of Gastrostomy Tube       Venipuncture       

Exchange of G Tube       OTHER       
Verify Placement of G 
Tube       Languages Spoken       

        Languages Read/Write       
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CREDENTIALING OF NURSING SERVICE PERSONNEL 

 

POLICY: 

To verify all professional certification and to assure continuing competence. 

 

PROCEDURE: 

 

1) Before hiring a Registered Nurse, Primecare Network, Inc. shall verify the professional license via the ncbon 

Verification website: http://www.ncbon.com/dcp/i/verify-license-verify-a-license  

 

2) Use Employer Notification System (ENS) which is an annual subscription service providing license/listing 

verification and notification for the following: 

a) Permanent and Temporary RN/LPN 

b) NA II 

c) Nurse Practitioner, CRNA, Midwife, CNS (APRN) 

d) RN/LPN working in North Carolina on another compact state license 

3) For Nursing Renewal for North Carolina multi-state license - contact Dacia Williams at renewal@ncbon.com, 

919-782-3211 ext 268. 

4) Before hiring any nurse, Primecare shall access the Health Care Personnel Registry and note each incident of 

access in the potential employee’s business files. 

5) Primecare Network, Inc.does not hire any individual either directly or by contract who has a substantiated 

finding on the North Carolina Health Care Personnel Registry in accordance with G.S. 131E-256(a)(1). 
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ORDERS 

MEDICATION & TREATMENT ORDERS 

 

POLICY: 

Ensure Nurses competency in medication orders, contact with the physician or pharmacy for verification or 

clarification of orders. 

 

PROCEDURE: 

1) Make sure the physician order matches the pharmacy transcription;  

2) Make sure the medication has not expired; 

3) Check for any known allergy for the patient; 

4) All orders must follow 5 Rights Rules of medication administration;  

a. Right Patient 

b. Right Medication 

c. Right Dosage 

d. Right Route 

e. Right Time (frequency) 

5) If there is any discrepancy on the medication order, notify the pharmacy / physician; 

6) Document on the patient’s MAR. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



PRIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

                            | Ph: 919-995-0554  | Ph: 919-400-5775 | FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

   Page | 30  

 

PHYSICIAN ORDERS 
 

POLICY: 

To ensure nurse competency in the administration of physician orders.  

 

PROCEDURE 

1) Obtain Physician order; 

2) If telephone order, a read back order is required by the nurse;  

3) The telephone order shall be recorded and signed by the RN receiving the order and countersigned by the 

physician within 30 days from the date the order was given.  

4) The nurse has to document the order by following the 5 Rights rules: 

a. Right Patient,  

b. Right medication,  

c. Right dosage, 

d. Right route,  

e. Right time,  

5) And initial on the patient’s MAR. 
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GENERAL PRINCIPLES OF WRITING ORDERS 

 

PURPOSE: 

Medication orders can be written or telephone order by a Physician or Nurse Practitioner or Physician Assistance 

licensed by North Carolina Medical Board or North Carolina Board of Nursing.  

 

PROCEDURE: 

A. The medication orders shall be complete and include the following: 

a. Medication name; 

b. Strength of medication; 

c. Dosage of medication to be administered; 

d. Route of administration; 

e. Specific directions of use, including frequency of administration; and 

f. Ordered on an as needed basis, a stated indication for use. 

B. Clarification of Orders 

a. The Agency nurse shall ensure contact with the physician or prescribing practitioner for verification or 

clarification of orders for medications and treatments: 

i. If orders are not dated and signed; 

ii. If orders are not clear or complete; 

iii. Shall ensure that verification or clarification is documented. 
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VERBAL ORDERS 
 

Verbal/Telephone orders for medications and treatments shall be: 

a) Verbal orders for the administration of pharmacological agents and other medical treatment interventions shall 

be given to an RN supervisor, and the verbal order shall be recorded and signed by the RN receiving the order 

and countersigned by the physician within 30 days from the date the order was given. 

b) The telephone order shall be maintained in the physician’s orders section of the chart for which the order 

pertains to. 

c) Signed or initialed and dated by the person receiving the order; and 

d) Accepted only by a licensed professional authorized by state occupational licensure laws to accept orders or 

staff responsible for medication administration. 

e) NO UNLICENSED PERSONELL SHALL ACCEPT TELEPHONE/VERBAL ORDERS. 
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MEDICATIONS 

 

ADVERSE CONSEQUENCES AND MEDICATION RELATED PROBLEMS 

Federal law regulates the approval and classification of drugs and biologicals. Adverse drug effects are effects that are 

unwanted, uncomfortable, or dangerous. Common examples are over sedation, confusion, hallucinations, falls, and 

bleeding. Significant adverse drug reactions shall be reported immediately to a physician or pharmacist. An entry of 

the drug administered and the drug reaction shall be properly recorded in the drug record. 

The Agency Nurse on noticing an adverse effect on a medication, will stop giving the medication and contact the 

physician immediately.  

POLICY: 

To ensure nurse competency on the adverse consequences and medication related problems.  

PROCEDURE: 

1) Stop the medication; 

2) Notify the physician immediately and let the physician know the type of adverse reaction the patient is having; 

3) Follow the physician order; 

4) If physician is not available, call 911 or contact the North Carolina Poison Control – (800-222-1222)  

5) Document all incident, reaction, physician order on patient’s progressive note.  
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ADMINISTRATING MEDICATIONS 

 

PROCEFURE 

The following procedures have to be followed in administering the medications below: 

1) The nurse has to document the order by following the 5 Rights rules: 

a. Right Patient,  

b. Right medication,  

c. Right dosage, 

d. Right route,  

e. Right time,  

2) Educate the patient on the medication; 

3) Wash hands thoroughly and dry; 

4) Don gloves; 

5) Administer the medication; 

6) Observe patient’s tolerance to the medication; 

7) Remove gloves and wash your hands. 

8) Document date, time and initial on the MAR.  

 

Oral Solid Medications:  

Route of administration is though the mouth 

Tablets/Pills  

a) Perform above procedure 1 – 4; 

b) Place unit dose-packaged meds in med cup; 

c) Pour tablets into bottle cap and then into med cup; 

d) If necessary, break only scored tablets;  

e) Can be swallowed directly or open pack and drop into medicine cup; 

f) Complete procedure 5 - 8 

 

Granule/Powders 

a) Perform above procedure 1 – 4; 

b) Pour into a cup up to correct dosage; 

c) Mix as prescribed by the physician;  

d) Complete procedure 5 - 8 

Liquids  

a) Perform above procedure 1 – 4; 

b) Hold label of bottle against palm 

c) Read dosage at eye level (bottom of the meniscus);  

d) Wipe lip of the bottle with paper towel before replacing lid; 

e) Liquid medications should be measured using either a syringe, medication cup or special medication 

spoon.  

 

Unit conversions 

1 mL = 1 cc 
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2.5 mL = 1/2 teaspoon 

5 mL = 1 teaspoon 

15 mL = 1 tablespoon 

3 teaspoons = 1 tablespoon 

f) If medication is packaged with a graduated dropper for measuring doses, then follow the instructions: 

i. Place the dropper in the bottle and squeeze the rubber top. 

ii. Lift the dropper from the bottle and read the amount off the dropper. 

iii. To get to the correct dosage, gently squeeze the top of the dropper until the medication is in 

line with the desired dose written on the dropper. 

iv. Do NOT switch droppers from one medication to another.  

v. Do NOT use a dropper with a medication unless the dropper comes in the package with the 

medication. 

g) Complete procedure 5 – 8. 

 

 

Sublingual Medications 

Sublingual medications are orally dissolving medications that are administered by being placed under the tongue. 

i. Perform above procedure 1- 4 

ii. Double-check that the medication is prescribed to be taken sublingually. 

iii. Have the patient taking the medication to be situated in an upright sitting position before 

medication is administered 

iv. Place the medication under the tongue; 

v. Complete procedure 6 – 8. 

Oral Inhalers 

i. Have patient sit up or elevate the head of the bed to 45 degree angle; 

This lowers the diaphragm and allows for better lung expansion 

ii. Shake the inhaler well (5 seconds); 

iii. Instruct patient to breath out to the end of a normal breath; 

iv. Ask patient to tilt chin up - do no hyper-extend 

v. Ask patient to activate inhaler; 

vi. Patient must inhale slowly and deeply over 5 seconds 

vii. Be sure patient doesn’t use the nose; 

viii. Patient must hold breath for 10 seconds – before exhaling; 

ix. Wait for 2-5 minutes before next puff; 

x. Give water to rinse mouth after all doses are taken. 

Metered Dose Inhalers 

A Metered Dose Inhaler (MDI) is a handheld device that delivers a specific amount of medication in aerosol form, 

rather than as a pill or capsule. The MDI consists of a pressurized canister inside a plastic case, with a mouthpiece 

attached. With an MDI, you press on the device while inhaling the COPD medication directly into your lungs. Its 

portability makes it easy to use anywhere, anytime. MDIs use a chemical propellant to push medication out of the 

inhaler. Before using your MDI, make sure you record the date when it was opened.  

Preparing and Priming your MDI 

Step 1 – hold your inhaler upright and shake well for 5 seconds 
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Step 2 – remove the mouthpiece cover by squeezing gently at both sides and pulling out. 

Step 3 – with the inhaler facing away from you, and release a test spray by pressing down on  

              top of the canister. 

Step 4 – finish priming the inhaler by shaking it again for 5 seconds a second test spray 

To use the MDI after being Primed: 

1. Shake your inhaler for 5 seconds 

2. Remove the mouthpiece and check for foreign objects 

3. Breath out (exhale) fully 

4. Place the mouthpiece fully into your mouth, and close your lips around it 

5. Point the upright inhaler the back of your throat 

6. While breathing in, press down on the top of the inhaler to release the medicine 

7. Continue to breath in and hold your breath for about 10 seconds or as long as it is comfortable 

8. Before breathing out, release your finger from the top of the inhaler 

9. Keep your inhaler upright, and remove it from your mouth 

10. Shake your inhaler again for 5 seconds and repeat steps 3-9 for a second puff 

11. Store the inhaler with the mouthpiece down at a room temperature 68 – 77 ⁰ F.  
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Buccal 

POLICY 

Administration involves placement of the drug between the gums and the cheek. 

 

PROCEDURE: 

The following procedures have to be followed in administering medications: 
1) The nurse has to document the order by following the 5 Rights rules: 

a. Right Patient,  

b. Right medication,  

c. Right dosage, 

d. Right route,  

e. Right time,  

2) Educate the patient on the medication; 

3) Wash hands thoroughly and dry; 

4) Don gloves; 

5) Administer the medication between the gum and the check; 

6) Have the patient close his/her mouth; 

7) Observe patient’s tolerance to the medication; 

8) Remove gloves and wash your hands. 

9) Document date, time and initial on the MAR.  

 

Enteral Tube 

Enteral nutrition through a feeding tube is the preferred method of nutrition support in patients who have a 

functioning gastrointestinal tract but who are unable to be fed orally. This method of delivering nutrition is also 

commonly used for administering medications when patients cannot swallow safely. However, several issues must 

be considered with concurrent administration of oral medications and enteral formulas. Incorrect administration 

methods may result in clogged feeding tubes, decreased drug efficacy, increased adverse effects, or drug–formula 

incompatibilities.  

 

PURPOSE:  

An overview of enteral feeding tubes, drug administration techniques, considerations for dosage form selection, 

common drug interactions with enteral formulas, and methods to minimize tube occlusion is given. 

 

PROCEDURE: 

Before administering a drug via an enteral feeding tube, it is important to: 

a) Wash hands and wear gloves; 

b) Resecure and refix any tape holding the enteral feeding tube in position if loose; 

c) Close any ports on the enteral tube to ensure there is an airtight seal. Check if a connector to join the syringe 

to the tube is required, such as a PEG tube connector; 

d) Check the position of the tube. To confirm the gastric placement of the nasogastric tube, follow local policy. 

The position of a PEG or surgical/radiological jejunostomy can be assessed by checking that the length of tube 

outside the body remains constant and the suture remains intact. Confirm that the patient is not experiencing 

undue pain or discomfort. 

e) Check that the enteral feeding tube is patent by flushing with 30–50ml of water using a 50ml oral, enteral or 

catheter-tipped syringe. Do not use syringes designed for intravenous use. Oral, enteral and catheter-tipped 
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syringes are not compatible with intravenous devices and their use reduces the risk of the drug being 

accidentally administered via the intravenous route. 

f) If the tube is blocked, attempt to unblock it without using excessive force (Box 1). If unsuccessful seek 

specialist advice. 
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INTRAVENOUS THERAPY 

1st DOSE PROTOCOL 

 

POLICY: 

Application of 1st dose medication on a patient.  

 

PURPOSE: 

To provide guidelines for nurses for 1st dose medication application on a patient.  

 

PROCEDURE: 

a) The nurse should verify if patient has a known allergy.  

b) 1st dose must be verified by another nurse.  

c) The nurse should not exceed the dosage prescribed. 

d) The nurse should explain the procedure to the patient.  

e) Proper documentation of the medication, dosage, route, time and how patient tolerates the medication should 

be recorded on the patient’s MAR. 

 

A physician is responsible for ordering the type of solution, the amount to be given, and the rate at which it is to be 

infused. It is the responsibility of the nurse to carry out the physician’s order by correctly and efficiently starting the 

IV and by regulating the desired flow rate. All nurses must guard against harmful complications by properly 

maintaining the infusion and frequently assessing the patient’s response to therapy. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



PRIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

                            | Ph: 919-995-0554  | Ph: 919-400-5775 | FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

   Page | 40  

 

CALCULATING FLOW RATES / DOSAGES 
 

POLICY  

All Nurses will have a thorough orientation designed to ensure competency in calculating flow rates / dosages.  

PURPOSE: 

To accurately provide the ordered rate of IV fluid via gravity drip administration.  

 

PROCEDURE: 

Flow rate is determined by the physician order. The appropriate IV-medication infusion orders should specify the 

dose to be given over a specific interval and the concentration of the drug in solution. The Nurse must calculate the 

unknown flow rate. There are three factors involved in performing calculations for IV medication infusions.  

 

Flow rate calculation is based on the medication, the volume and the time.  A basic formula for calculating an IV flow 

rate in drops per minute without medications is: volume (ml)/time × drop factor (gtt/ml) = IV flow rate (gtt/min) 

 

When administering IV medications and must calculate rates, you need the following data: 

• The unit of measurement used for the drug (units, mg, mcg) 

• The dose to be delivered by unit of measurement (gtts, units, mg, mcg, dose/kg) 

• The volume of the diluent (mL) 

• The time over which each unit of drug is to be delivered (minutes, hours) 

• The patient’s weight in kilograms (required for some medications) 
 

To calculate an unknown flow rate, use this formula:  

mL/Hr  =  dose / time (converted to hr.) 

     --------------------------------- 

       drug concentration per mL 
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SET UP OF ADMINISTRATION SET / TUBING CHANGES 

POLICY: 

To ensure competency in IV Tubing change.  
 

PURPOSE: 

To Change IV administration set (IV tubing) on a routine basis and to prevent contamination of the IV system.  

 

EQUIPMENT: 

a) IV Administration set 

b) Solution Container 

c) IV tubing label 

d) Alcohol Prep 

 

GUIDELINE: 

a) Intravenous administration sets used for continuous IV infusion will be changed at least every 72 hours.  

b) IV tubing used for intermittent therapy should be changed every 72 hours.  

c) IV tubing change should be done in conjunction with the first container change of the day to avoid 

unnecessary manipulation of the system.  

d) All IV tubing should be labeled with the date and time of the tubing change and the initials of the nurse 

performing the procedure.  

e) All IV solutions need to be changed every 24 hours.  

f) New IV bags should have date and time hung and initials of the nurse.   

 

PROCEDURE 

1) Wash hands thoroughly; 

2) Close roller clamp on new tubing; 

3) Remove protective covers from IV solution and tubing spike; 

4) Insert tubing spike into solution container; 

5) Invert container and hang on IV pole; 

6) Squeeze drip chamber to fill halfway; 

7) Slowly prime fluid through entire length of IV tubing; 

8) Close flow clamps on both old and new tubing; 

9) Disconnect old tubing from ultra-site valve; 

10) Clean ultra-site valve with alcohol prep pad and allow to dry; 

11) Connect new tubing to ultra-site valve; 

12) Establish flow rate according to physician orders; 

13) Labe new tubing and IV solution container with date, time and nurse’s initials.  

14) Document procedure n the patient’s medical record – date, time and nurse’s initials.  
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INSERTION OF PERIPHERAL IV 
 

By starting a peripheral IV, you gain access to the peripheral circulation of a patient, which will enable you to sample 

blood as well as infuse fluids and IV medications. IV access is essential to manage problems in all critically ill 

patients. High volume fluid resuscitation may be required for the trauma patient, in which case at least two large bore 

(14-16 G) IV catheters are usually inserted. All critically ill patients require IV access in anticipation of future 

potential problems, when fluid and/or medication resuscitation may be necessary. 

POLICY: 

To ensure access for intermittent IV therapy without requiring multiple needle sticks 

 

PURPOSE:  

To provide parenteral nutrition 

To provide avenue for dialysis/apheresis 

To transfuse blood products 

To provide avenue for hemodynamic monitoring 

To provide avenue for diagnostic testing 

To administer fluids and medications with the ability to rapidly/accurately change blood concentration levels by either 

continuous, intermittent or IV push method. 

 

EQUIPMENT 

a) Rubber tourniquet 

b) Disposable gloves 

c) Antiseptic swab IV Catheter – alcohol, iodine or povidone-iodine.  

For continuous infusion include: 

d) IV solution 

e) IV tubing gauges 14 to 25 

For Saline Heparin lock: 

f) Extension set or PRN adapter 

g) Normal saline solution (1-2ml) 

h) Transparent IV dressing 

i) Covered arm board where required 

 

GUIDELINES: 

The preferred site in the emergency department is the veins of the forearm, followed by the median cubital vein that 

crosses the antecubital fossa. In trauma patients, it is common to go directly to the median cubital vein as the first 

choice because it will accommodate a large bore IV and it is generally easy to catheterize. In circumstances where the 

veins of the upper extremities are inaccessible, the veins of the dorsum of the foot or the saphenous vein of the lower 

leg can be used. In circumstances in which no peripheral IV access is possible a central IV can be started. 

 

1) Intermittent IV therapy is ordered by the Physician; 

2) An order is needed for the standard saline lock flush; 

3) A 3cc syringe must be used for all peripheral IVs; 

4) It is a good practice to flush the saline lock with 3cc of normal saline before and after the therapy.  

5) Saline lock extension sets and the ultra-site valve should be changed routinely with each IV site rotation.  

6) The saline lock offers the patient some advantages like: 

a. Reduced need for multiple needle sticks 
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b. Reduced activity restrictions required when on a continuous infusion.  

 

PROCEDURE: 

1) Remove medication bag from refrigerator 30 to 60 minutes prior to time of administration and allow to come 

to room temperature; that is, assuming the medication is in the refrigerator. 

2) Explain procedure to patient 

3) Wash hands thoroughly 

4) IV Tubing 

a. If using new tubing, use aseptic technique to attach tubing to the bag;  

b. Prime tubing with IV medication solution; a primary administration set should be used; 

c. Administrating a subsequent dose, detach old IV bag and discard. 

d. Using aseptic technique, attach new bag and prime new solution through tubing; 

e. Clean end of ultra-site valve with alcohol prep pad and allow it to dry; 

f. Attach 3cc syringe of normal saline to ultra-site valve and flush IV line; 

g. Clean end of ultra-site valve in the same manner; 

h. Attach tubing for IV medication administration and infuse per physician’s order; 

i. Clean end of ultra-site valve with alcohol and allow it to dry; 

j. Attach 3cc syringe of sodium chloride to ultra-site valve and flush IV catheter; 

k. If present, close clamp on extension set or catheter; 

l. Discard used syringes in sharps container; 

m. Record time of medication administration and catheter flush on MAR; 

n. In patient’s medical record, document the IV site observation, medication order; flushes and patient’s 

response to therapy; 

o. Nurse signature and date. 

5) Peripheral IV Removal 

a. Wash hand thoroughly; 

b. Clamp infusion tubing; 

c. Loosen dressing and tape; 

d. Observe site for sign of infection; 

e. Apply gloves; 

f. Use universal precautions; 

g. Holding sterile 2x2 gauze pad over site, quickly withdraw device;  

h. Pull out in a straight line, observe catheter integrity and length; 

i. Apply pressure over the site for at least one minute; 

j. Place band aid over the site; 

k. Dispose of used equipment appropriately; 

l. Document the following: 

i. Type, length and condition of device removed and location of site that device was removed 

from; 

ii. Reason or catheter removal and condition of site; 

iii. Indicate action taken if catheter was removed due to complications; 

iv. Indicate the patient’s response to the procedure; 

m. Nurse signature, date and time.  
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PERIPHERAL IV DRESSING CHANGE 

 

PURPOSE: 

To assure proper infusion of IV Solutions, reduce risk of complications and allow for early detection of IV related 

complications.  

 

PROCEDURAL GUIDELINES: 

1) IV sites will be monitored at least once every 4 hours by a nurse; 

2) Peripheral IV devices will be removed and restarted in another site routinely every 72 hours;  

3) Peripheral IV devices will be removed and restarted in another site at the first sign of complications; 

4) Occluded IVs should be removed; not irrigated. 

 

PROCEDURE: 

1. Observe site for the following: 

a. Edema – swelling is an early sign of infiltration; 

b. Redness – if noted in the area of the tip of the catheter and along the vessel is an indication of 

phlebitis; 

c. Moisture or exudates at the insertion site – check for loose connections; 

d. If purulent drainage is present, notify the physician immediately – obtain physician orders for cultures 

of catheter and exit site.  

2. Palpate the IV site for the following: 

a. Tenderness – pain indicates early signs of phlebitis; 

b. Temperature – coolness can indicate infiltrations, heat can indicate infection, inflammation or 

phlebitis; 

c. Palpable vein cord – hard vein cord indicates phlebitis. 

3. Observe IV tubing for the following: 

a. Kinking or obstruction; 

b. Flow rate – observe whether solution is infusing at prescribed rate. 

4. Documentation: 

a. Document clearly all observations of IV in the patient’s medical record; 

b. Record routine observations in the patient’s medical record: 

i. IV site appearance, condition and location; 

ii. Signs and symptoms of complications and appropriate actions; 

iii. Patient’s tolerance and response to therapy; 

iv. IV restarts 

v. Date and time 

vi. Nurse’s signature.  
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PERIPHERAL IV FLUSHING PROTOCOLS 

 

a) Use prefilled saline and heparin flush syringes located (in patient’s medication refrigerator managed by the 

Registered Nurse.) 

b) Heparin flush concentrations available: 

- 100u/ml (5ml in a 10ml syringe) 

- 10u/ml (2ml in a 3ml syringe) 

 

c) Flushing intervals and amounts 

 

- Pediatric - every 6 hours 

- Syringe 22-gauge 1 ml 0.9%Normal Saline followed by 1 ml heparinized (10units/ml) saline  

- Adults – every 8 hours - with 1 ml. 0.9% normal saline, 3ml heparinized saline.  
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CENTRAL VENOUS CATHETER MAINTENANCE 

CENTRAL VENOUS CATHETER DRESSING CHANGES 

CENTRAL VENOUS CATHETER FLUSHING PROTOCOLS 

 

POLICY 

To ensure nurse competency in the maintenance of Central Venous Catheter.  

 

PROCEDURE 

1) Wash hand thoroughly before manipulation of the IV system. 

2) Every RN should access the Central Venous Catheter for infection and irritation of the skin.  
3) Access ports are sanitized with alcohol, chlorhexidine/alcohol, povidone-iodine, and iodophors before and after 

each use, a method known as the “Scrub the Hub” protocol. 
4) Central Venous IV Catheter dressing change should be done 24 hours post insertion then every week.  
5) Central Venous IV Catheter flush maintenance – use 2-3ml, 100 unit/ml heparin solution and 10ml normal saline 

every shift. 
6) Central Venous IV Catheter should be flushed before and after use either for blood draw or IV medication 

administration.   
7) Documentation: 

a. Document clearly all observations of IV in the patient’s medical record; 

b. Record routine observations in the patient’s medical record: 

i. IV site appearance, condition and location; 

ii. Signs and symptoms of complications and appropriate actions; 

iii. Patient’s tolerance and response to therapy; 

iv. IV restarts 

v. Date and time 

vi. Nurse’s signature.  
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CENTRAL VENOUS CATHETER CAP CHANGES 
 

1) Caps are changed no more often than 72 hours (or according to the manufacturer’s recommendations and 

whenever the administration set is changed). 

2) Clean your work table with a disinfectant wipe. 

3) Assemble your supplies: 

i. Catheter caps 

ii. Alcohol wipes 

iii. Prefilled heparin or saline flush 

iv. Gloves – optional 

v. Alcohol cover – optional 

4) Wash your hands with soap and water. 

5) Dry your hands with a clean paper towel. 

6) You may also use an alcohol-based hand sanitizer. 

7) Take the flush syringe from the package. 

8) Peel open the new catheter cap package. 

9) Keep the cap in the opened package. 

10) Take off the syringe cap. 

11) Do not let the tip of the syringe touch anything that is not sterile; if it does, throw it away and use a new 

syringe. 

12) Hold on the cap and screw the flush syringe to the new catheter cap. 

13) Hold the syringe with the cap attached straight up in the air.  

14) Make sure the plunger is pointing to the floor. 

15) Tap the syringe so that any air bubbles rise to the top. 

16) Push the plunger to the 5mL mark. This will take out any air and extra flush from the syringe and the cap. 

Some flush may drip out and that is no problem.  

17) Lay the syringe with the attached cap on the table. 

18) Be sure that the clamp is over the wording, “clamp here.” 

19) Close the clamp on the catheter. You should hear a click if positioned correctly. 

20) Hold the lumen and then unscrew the old catheter cap and green alcohol cover (if there is one on), then throw 

them away. 

21) Be careful not to touch the end of the catheter; do not let the catheter touch your skin or the table. 

22) If you are unable to unscrew the catheter cap, stop and call the physician or another nurse. 

23)  Open a new alcohol wipe, scrub the end of the catheter with the alcohol wipe for at least 10 seconds and let it 

dry completely. Do not let the end of the catheter touch anything 

24) Pick up the new catheter cap with the syringe attached. 

25) Pull off the plastic piece from the end of the new catheter cap. 

26) Screw the new catheter cap and the flush syringe onto the catheter.  

27) Open the clamp on the catheter, with steady pressure; start to push the flush plunger. 

28) Clamp the catheter while pushing in the last 0.5 mL of flush into the catheter. 

29) This may keep blood from backing into your catheter.  

30) If it is hard to push the flush, go to Step 38. Do not use force to flush. 

31) Be sure that the clamp is over the wording “clamp here.” 

32) Close the clamp on the catheter. You should hear a click. 

33) Hold the catheter cap tightly and unscrew the syringe from the catheter. Be careful not to loosen the catheter 

cap from the catheter. 

34) Note: always check to be sure the catheter cap is on tight.  
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35) If available, put a new green alcohol cover (Curos) onto the catheter cover. 

36) Do Steps 1 to 35 again to change the cap on each lumen of your catheter. 

37) After you change all your caps, throw your supplies away. 

38) If it is hard to push the flush, check to make sure the clamp is open. 

i. If it was clamped, open the clamp and try Step 30 again. 

ii. If it is still hard to push, stop. Do not push the flush.  

iii. Close the clamp. 

39) Unscrew and remove the syringe and contact the Physician.  
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PERIPHERAL INSERTED CENTRAL CATHETER (PICC) 

PICC CARE 

PICC FLUSHING PROTOCOLS 

PICC DRESSING CHANGES 

 

PURPOSE: 

To be knowledgeable of and to adhere to proper insertion of PICC lines.  

 

GUIDELINES: 

a) Nurse must obtain Physician order for line placement – the order may be specific to size, type and tip location; 

or it may be place per protocol; 

b) Insertion of PICC line is a delegated medical function; 

c) Agency nurses will receive training for this procedure and subsequent documentation will be placed in the 

employee file.  

d) Nurse should perform pre-insertion teaching session with the patient and document; 

e) Verify that a consent form has been signed for PICC line placement; 

f) Fill out a diagnostic images form for X-ray to verify placement.   

 

EQUIPMENT: 

1) Chosen PICC tray 

2) Normal Saline 

3) Tourniquet  

4) Non-sterile tape measure 

5) 1%Xylocaine 

6) Maximal Barrier kid 

7) Chloraprep applicator / swab 

8) Sterile gloves x 2 

9) Mask with shield 

10) Sterile 2x2 gauze 

11) Tegaderm 

 

PROCEDURE: 

1) Obtain the Physician order for line placement.  

2) Assess patient’s history for any factors that would contraindicate insertion of the catheter and sensitivity to 

lidocain or proposed peppering agents like iodine. 

3) Pre-insertion session should be scheduled for assessment and teaching of the patient. 

4) Obtain a signed consent form.  

5) Wash your hands thoroughly using hibiclens prior to beginning any insertion procedure.  

6) Place the patient supine with the arm abducted from the body at a 90 ⁰ angle from the trunk of the body. The 

head and shoulders may be slightly elevated in a semi-fowlers position for patient comfort. 

7) Select the most appropriate insertion site by placing the tourniquet around the upper portion of the arm.  

8) After selecting the vein, release the tourniquet leaving it under the arm. 

9) Using the non-sterile tape, measure from the proposed insertion site to the desired catheter tip termination 

point. Add 1 inch to allow for dressing purposes.  

10) Open the chosen PICC tray and begin to establish your work area.  

i. Be sure ample room is available 
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ii. Additional items needed may be dropped from their sterile package onto the sterile field or into the 

PICC insertion tray.   

iii. Any vials of solution (normal saline, 1% Xylocaine) needed during the insertion should be prepared 

now. Some catheter trays have sterile solutions included.  

iv. Don the first pair of sterile gloves and establish your sterile field. Don mask with shield or googles. 

11) Sterile polylined or waterproof drape is placed under the arm establishing your first sterile field. A second 

sterile drape (included in all kits) is then laced slightly overlapping the polylined drape. This extends your 

sterile field.  

12) Using sterile technique, prepare the insertion site: 

i. Perform a 30 seconds chloraprep scrub using a back and forth motin and let air dry.  

ii. If the patient is allergic to chlorhexidine, then use the following: 

a. Use hexidine swab scrub to remove excess with a sterile gauze and then repeated once for a 

total of a 4-minute scrub.  

b. Note the insertion site should be prepped from mid forearm to mid upper arm and from 

side to side.  

13) Apply maximal barrier drape leaving the insertion site exposed. 

14) Prepare the catheter and the additional items: 

i. Using the sterile tape measure in the kit and stretch it out.  

ii. Take the catheter and place it directly on top of the sterile tape measure.  

iii. Use only pickups provided to handle the catheter. 

iv. If using the catheter with a guide wire, retract it until it is approximately ¼ - ½ inch shorter than the 

spot the catheter is to be trimmed.  

v. Using the sterile scissors provided by the manufacturer, trim the catheter at a 45⁰ angle at the length 

needed for insertion plus one inch for dressing purposes. 

vi. Never trim the catheter without guide wire being pulled back.  

vii. It may be desirable to bend the guide wire an angle of 90⁰ to the catheter hub so that it does not 

inadvertently move back through the catheter, advancing out the end of the timed catheter.  

15) Fill syringe with the previously prepared vial of normal saline.  

16) Attach the injection ca to the extension and prime with normal saline.  

17) Move the catheter, introducer needle, instruments and other additional equipment to a point very close to the 

insertion site.  

18) Administer 1% lidocaine without epinephrine solution via an intradermal injection – this is optional.  

19) Firmly reapply the tourniquet – remove 1st pair of glove as it is now contaminated and don the second pair of 

sterile gloves.  

20) Stabilize the vein below the intended insertion site using reverse traction.   

21) With the introducer removed, the catheter may now be advanced.  

22) Continue to advance the catheter t the pre-measured distance.  

23) Remove the guide wire and attach a pre-filled syringe and aspirate, checking for blood return, then see if the 

catheter flushes easily.  

24) Attach the extension set and injection cap. Allow catheter to form an “S” shape curve to prevent kinking when 

patient contracts arm.  

25) Place sterile 2x2 gauze, folded in half horizontally, over the catheter distal to insertion site. The gauze should 

be closed but not covering the insertion site  

26) Secure 2x2 gauze with a steri strip.  

27) Place tegaderm over the insertion site and catheter leaving the injection hub and cap exposed.  

28) Secure the injection hub and cap with steri strips or tapes.  
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29) If the catheter will not be used immediately for infusion, it should be flushed with appropriate amount of 

heparin.  

30) To verify placement, a chest X-ray should be done by contacting LAB Corps for mobile digital X-ray or 

transport the patient to the LAB facility by the nurse.  
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PICC REMOVAL 

POLICY: 

To ensure RN is trained for PICC Line Removal Procedure. 

PURPOSE: 

To be knowledgeable of and adhere to proper removal of PICC lines. 

EQUIPMENT: 

a) Tourniquet 

b) Two masks with face shield 

c) Central Line Care Kit 

d) Non-sterile tape measure 

e) Two Sterile gloves 

f) Non-sterile gloves 

GUIDELINES 

a) The Agency RN must receive training on PICC line removal procedure.  

b) RN must obtain Physician order to discontinue PICC line.  

c) RN to perform pre-removal training session with the patient. 

d) Proper documentation should be noted on patient’s medical record.  

e) Original length of catheter must be noted.  

PROCEDURE: 

1) Check progress note for original length of catheter used.  

2) Advise the patient of the removal procedure. 

3) Bring closer the affected arm.  

4) Apply mask to the patient and shield mask for RN.  

5) Wash hands thoroughly and apply non-sterile gloves. 

6) Remove dressing and non-sterile gloves.  

7) Rewash hands thoroughly then open and setup central line care kit. 

8) Apply sterile gloves and swab site with alcohol in a circular motion going from site outward.  

9) Allow to dry for three minutes and remove sutures if present. 

10) To remove catheter, grab the catheter tubing below the hub and gently pull out parallel to the vein.  

11) If resistance is felt during removal of the catheter, apply gentle tension to catheter and tape catheter in place.  

12) Cover site with sterile dressing and apply warm compress to the affected arm.  

13) Wait one hour and repeat removal procedure sequence.  

14) Repeat this every hour until catheter is removed.  

15) Never stretch the catheter.  

16) After catheter removal, have a second nurse apply pressure for at least 5 minutes and then apply triple 

antibiotic and sterile gauze dressing on the site.  

17) Continue to change this dressing daily until insertion site is healed within 2-3 days.  

18) Document progress notes including patient’s condition during the procedure, catheter measurement and site.  
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ACCESSING IMPLANTED VENOUS PORT 
 

POLICY:  

To ensure RN competency in Accessing Implanted Central Venous Access Port 

PURPOSE: 

An implanted port is strongly recommended for a patient who needs more than six weeks of vascular access and for 

whom a PICC may not be suitable. 

 

1)  Ports shall be re-accessed within a sterile field using a new Huber needle every seven days.  

2) Within this time, the needle, extension tubing and dressing shall be changed.  

3) Where necessary VAT shall be notified to access and follow patient with implanted port for every seven days 

re-access and dressing change.  

 

 PROCEDURE: 

1) Obtain Physician order to access implant port.  

2) Evaluate patient’s pain level tolerance and assess patient’s previous experience with port accessing needs for 

transdermal anesthetic cream.  

3) Obtain Physician order for transdermal anesthetic cream for application to the skin over accessing area.  

4) Identify Patient  

5) Assess location of port and septum to be accessed. 

6) Note any redness, edema, pain or drainage and report any of these to the physician. 

7) Explain the procedure to the patient.  

8) Assess appropriate Huber needle size based on location of port septum and patient body type. 

9) Never use any other needle to access an implanted port, coring of the septum can occur causing damage.  

10) For first attempt, if previous needle size is undeterminable, utilize a 22 gauge, 1½ Huber needle. 

11) The 90 degree turn of the Huber shall rest as close to the skin as possible. A gap ≥ ¼ inch indicates a shorter 

needle shall be utilize for future access.  

12) Apply transdermal anesthetic cream one hour prior to accessing the cover transparent dressing.  

a. Thoroughly remove transdermal cream with a sterile 2x2 gauze prior to cleansing port in preparation 

for accessing.  

13) Gather supplies 

14) Wash hands thoroughly and palpate infusion port with clean gloves on.  

15) Apply mask to patient and self.  

16) Open sterile gloves. 

17) Utilize inside of sterile gloves wrapper as a sterile field. 

a. Drop chloraprep, tegaderm dressing, needless valve, skin prep, one empty sterile 10-cc syringe, and 

one sterile Huber needle of appropriate size onto sterile field. 

b. Open second set of sterile gloves. 

c. Open 3 syringes of prefilled normal saline (do not place on sterile field).  

18) Remove clean gloves. 

19) Don sterile gloves. 

a. Remove cap on end of sterile Huber needle connection tubing; 

b. With non-dominate hand, hold sterile Huber needle connection tubing in preparing for priming; 

c. With dominate hand, attach prefilled syringe (which is not sterile) to Huber needle we connection 

tubing and prime Huber needle; 
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d. With the non-dominate hand, lay primed Huber needle and tubing on sterile field (with non-sterile 

syringe only touching outer area of sterile field); 

e. Clamp Huber needle connection tubing; 

f. Remove syringe; 

g. Maintain Huber needle and the connection tubing on a sterile field at all times. 

20) Don new sterile gloves 

a. Attach empty sterile 10cc to Huber needle connection tubing; 

b. Cleanse skin over port with chloraprep using a scrubbing motion while cleaning in concentric circles; 

c. Allow chloraprep to dry for 60 seconds; 

d. Grasp edge of port with non-dominate hand to stabilize the port; 

e. Insert the Huber needle into the center of the ports septum going through the skin at a 90-degree angle. 

Apply steady pressure until the needle touches the base of the port reservoir; 

f. Aspirate to check for a blood return; 

g. Attach needless valve to end of Huber connection tubing; 

21) Apply skin prep; 

22) Apply tegaderm dressing; 

23) Flush Huber needle connection tubing with 20cc normal saline 

24) Attach IV tubing; 

25) If unsuccessful ports access, repeat the above steps for re-access attempt; 

26) If still unsuccessful, notify the physician or PICC line team.  

27) Document patient’s condition, condition of port, date, time and the nurse signature.  
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DE-ACCESSING IMPLANTED VENOUS PORT 

De-accessing of Port 

 

Materials used in de-accessing the implanted venous port should be assembled prior to its de-access. The materials are 

as follows: 

 

1. 2-10 or 12 cc syringes 

2. 2-18 or 19-gauge needles 

3. Clean gloves 

4. 1-Package of 2X2 gauze 

5. 2-alcohol wipes 

6. 1-inch tape 

7. 1-10 cc bottle of normal saline 

8. 1-10 cc bottle of heparin (100 units/cc) 

 

Process of De-accessing 

1. Gather supplies. 

2. Wash hands. 

3. Put on clean gloves. 

4. Draw-up one syringe with 10 cc of normal saline. 

5. Draw-up one syringe with 5 cc heparin (100 units/cc). 

6. Check I.P. for blood return. 

7. Flush implanted venous port with 10 cc normal saline and 5 cc heparin (100 units/cc), using  

    intermittent positive pressure. 

8. While infusing the last 1 cc of heparin, close clamp on tubing to prevent blood reflux into  

    internal catheter. 

9. Rest the side of the dominant hand on chest when pulling out the implanted venous port needle  

    (to avoid rebound of needle) and support the implanted venous port in place with the index   

    finger and thumb of the non-dominant hand. 

10. Clean site with alcohol wipe and apply gauze dressing. 
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INTRAVENOUS CATHETER OCCLUSION 

POLICY: 

To provide RNs with guidelines to un-occlude Intravenous Catheter Occlusion. 

PURPOSE: 

To provide nurses with guidelines to instill Cathflo in an attempt to restore patency of a central venous access device 

(VAD).  

 

PROCEDURE: 

 

Patient should be instructed to exhale and hold breath anytime the catheter is not connected to IV tubing or to a 

syringe.  

 

1) Do not use Bacteriostatic water for injection; 

2) Wash your hands thoroughly and put on gloves; 

3) Inspect the product prior to administration for foreign issue and discoloration.  

4) Mix the contents by tilting and rolling the vial gently between your fingers until the solution is colorless to 

pale yellow and transparent.  

5) Do not shake the vial. 

6) Withdraw 2ml or 2mg of solution from the reconstituted vial using a 10ml syringe or larger; 

7) Instill the appropriate dose of Cathflo Activase as ordered by the physician (review dosage and administration 

insert in the box) into the occluded catheter.  

8) After 30 minutes of dwell time, assess catheter function by attempting to aspirate blood.  

9) If the catheter is functional then go to step 14, but if the catheter is not functional, then go to step 12;       

10) After 120 minutes of dwell time, assess catheter function by attempting to aspirate blood and catheter 

contents. If the catheter is functional then go to step 14 but if the catheter is not functional, then go to step 13; 

11)   If the function is not restored after one dose of Cathflow Activase, a second dose of equal amount may be 

instilled. Repeat the procedure beginning with step 1 under preparation of solution in insert. If two attempts 

remain ineffective, notify the physician;  

12) If catheter function has been restored, aspirate 4-5ml of blood in patients greater than 10kg or 3ml in patients 

less than 10kg to remove Cathflo Activase and residual clot, and gently irrigate the catheter with 0.9% sodium 

chloride, USP.  

13) Observe the patient for signs of allergic reaction and sudden onset of fever or chills, if the catheter is infected, 

microorganisms may enter the blood stream causing a septic response.  

14) Document the procedure on the MAR including the number of attempts, results, and the patient’s condition.  
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INFILTRATION & PHLEBITIS PROTOCOLS 

 

POLICY: 

To assure nursing competency for proper infusion of IV solutions.  

 

PURPOSE: 

To assure proper infusion of IV Solutions, reduce risk of complications and allow for early detection of IV related 

complications.  

 

PROCEDURE: 

1. Observe site for the following: 

a. Edema – swelling is an early sign of infiltration; 

b. Temperature – coolness can indicate infiltrations, heat can indicate infection, inflammation; 

c. Moisture or exudates at the insertion site – check for loose connections; 

 

INFILTRATION PROTOCOL 

1) Stop injection/infusion immediately.  

2) Leave the needle/catheter in place. 

3) Slowly aspirate as much of the drug as possible. 

4) Do not apply pressure to the area. 

5) Remove IV access while aspirating. 

6) Use of this site for further IV access is not recommended. 

7) Inform physician and obtain orders per substancespecific measures.  

8) Elevate the area for 48 hours to minimize swelling. 

9) Initiate substance-specific measures per physician order. 

 

 

2. Palpate the IV site for the following: 

            Tenderness – pain indicates early signs of phlebitis;              

a. Temperature – coolness can indicate infiltrations, heat can indicate infection, or phlebitis; 

b. Palpable vein cord – hard vein cord indicates phlebitis. 

c. Redness – if noted in the area of the tip of the catheter and along the vessel is an indication of 

phlebitis; 

 

PHLEBITIS PROTOCOL 

Treatment of phlebitis may depend    on the location, extent, symptoms, and underlying medical conditions. 

a) Superficial phlebitis of the upper and lower extremities can be treated by applying warm compresses; 

b) Elevation of the involved extremity; 

c) Encouraging ambulation (that is walking); 

d) And oral anti-inflammatory medications. 

 

4. Documentation: 

a. Document clearly all observations of IV in the patient’s medical record; 

b. Record routine observations in the patient’s medical record: 

i. IV site appearance, condition and location; 

ii. Signs and symptoms of complications and appropriate actions; 
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iii. Patient’s tolerance and response to therapy; 

iv. IV restarts 

v. Date and time 

vi. Nurse’s signature.  
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PAIN MANAGEMENT 

 

PAIN MANAGEMENT POLICY 
 

POLICY: 

The purpose of this policy is to establish standards for the assessment and management of pain. 

 

PURPOSE: 

Pain is an unpleasant sensory and emotional experience associated with actual or potential tissue damage, or described in 

terms of such damage.  Pain is always subjective; however, patients without the ability to communicate may still 

experience pain.  Pain has sensory, emotional, cognitive, spiritual, and behavioral components that are interrelated 

with environmental, developmental, sociocultural, and contextual factors. 

 

A. Information about pain and its management is provided to health care providers during orientation and on an 

on-going basis. 

B. Patient care services staff are to complete training about their role relative to pain and its management, 

demonstrate initial competency during their orientation period, revalidate competency in daily practice, and 

annually thereafter. 

C. Nurse extenders and nursing assistants may use pain measurement tools to screen for pain after receiving 

training and assessing competency. 

D. Licensed independent providers are required to: 

i. Provide evidence of completing a continuing education offering about pain and its management.  

E. Special training is provided for staff involved in the use of specialized analgesic techniques (i.e., patient-

controlled analgesia, and analgesia via catheter technique (epidural/intrathecal analgesia). 
 

PROCEDURE: 

 

1) The nurse screens the patient for pain as part of the patient’s initial evaluation and on an ongoing basis. 

2) The nurse obtains a pain assessment/history when pain is present upon initial screening or upon the first report 

of pain, whichever comes first.  If the initial pain screen is negative, but a later screen is positive and relevant 

to the visit, a pain assessment/history is obtained by the nurse at that time. 

3) Pain measurement tools utilized are consistent with the patient’s developmental and intellectual capacity.  

Patient self-report is utilized whenever possible. 

a) If applicable, movement/activity related scores are obtained/reported and used to determine the need for 

intervention and to evaluate effectiveness.  

b) For pain measurement tools that assess multiple dimensions of pain (ie., behavioral, physiologic, etc.), the 

patient’s total score in relation to the tool’s total score may be reported.  

4) Patients receive prompt, effective management of their pain and any analgesic side effects if relevant to the 

visit.  Pain management plans are individualized and include consideration of clinical condition, 

developmental, social, religious, and cultural concerns of the patient/family/proxy. 

a) Pain scores unacceptable to the patient/proxy; or pain that interferes with function, activities of daily 

living, treatment, self- care, play or sleep are addressed appropriately.  

b) Placebos are not used in the management of pain unless within the boundaries of a clinical research trial 

that includes informed consent. 

c) A referral to a pain specialist is considered for patients with poorly controlled pain. 



PRIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

                            | Ph: 919-995-0554  | Ph: 919-400-5775 | FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

   Page | 60  

 

5. Patients are educated about pain and its management.  Including the patient’s right to adequate pain 

management; the importance of pain management; the patient’s and family’s/proxy’s role in pain assessment 

and management; pain management options/plan and limitations, when appropriate; possible side effects; and 

information to reduce barriers to effective pain management. 

6. For patients with a Pain Service (ex: PCA Service) consult: 

a. Analgesics and sedatives are ordered or approved by Physician until therapy is discontinued. 

b. The decision to discontinue specialized therapy is made by the Physician. Orders to discontinue 

specialized analgesic therapy are written by the Pain Doctor.  Notify the Pain Doctor or Primary 

Physician prior to discontinuing therapy in order to provide safe and effective transition to alternate 

analgesic modalities. 

7. When patients are moved to a different level of care or care site, continuing pain issues are addressed and the 

pain management plan is communicated. 
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PAIN ASSESSMENT AND REASSESSMENT  

PAIN MEDICATION ADMINISTRATION 
 

1) Pain assessment: includes information from the patient/proxy about provoking factors, quality/characteristics, 

region/radiation, relieving factors, associated symptoms, timing, and pain scores obtained with a pain 

measurement tool.  When movement/activity causes or is expected to cause pain, movement/activity pain 

scores are utilized. 

 

2) Pain assessment/history: includes the information obtained from a pain assessment, the history of pain and its 

management and a history of analgesic use.   

 

3) Pain screen: determines if pain is present or absent or if there is a recent history of pain by utilizing verbal 

acknowledgment of pain by a patient/proxy or utilizing a pain measurement tool. 

 

4) Pain is reassessed with new reports of pain, with procedures or activities that are expected to cause pain, and 

at appropriate intervals (i.e. at time of peak analgesic effect) to evaluate the effectiveness of pain management 

interventions).  Reassessment after pharmacologic intervention includes assessing for the presence of 

analgesic side effects. Pre-and post-analgesic pain scores are documented in the Medical Record. 
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DOCUMENTATION GUILDLINES 

All documentation should cover the following including but not limited to: 

1) Pain level of the patient using pain scale of 0 – 10 level; 

2) The pain medication given to the patient;  

3) The date, time and the route,  

4) Patient tolerance for the pain medication; 

5) Nurse signature with date and time; 

6) Reassess pain level after an hour of administration and repeat the procedure. 
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NUTRITION 

PARENTERAL NUTRITION 

 

POLICY: 

To ensure nursing competency for the provision of nutritional support for those requiring an alternate source of 

nutrition. 
  

PURPOSE: 

To maintain the types of solutions that may be ordered in order to deliver a feeding solution individually formulated 

to correct a patient’s nutritional and metabolic deficiencies.  
 

PROCEDURE: 

1) Obtain the following supplies: 

a. Order for CPN Solution 

b. Infusion pump 

c. Pump tubing and filters 

d. CPN solutions are filtered with 0.22micron inline filter 

i. Lipids are not filtered. 

ii. A solution which include TPN and lipids are filtered with a 1.2 micron filter. 

2) Explain procedure to the patient. 

3) Maintain strict aseptic technique at all times. 

4) Change solution, tubing and filters every 24 hours. 

5) Assess the patient frequently for signs and symptoms of abnormal glucose metabolism and/or electrolyte 

imbalance.  

6) Monitor glucose metabolism via chem strip, note: only pharmacy may add insulin to a CPN solution if necessary 

as ordered by the physician. 

7) Use infusion pump at all times.  

8) Assess patient vital signs as ordered by the physician and patient condition.  

9) Notify physician of intake and output imbalance and significant weight loss or weight gain. 

10) CPN lines should not be used for administration of blood products, intermittent medication or for obtaining blood 

samples except ordered by the physician.  

11) Nurse documentation should be completed as follows: 

a. Intake and output record 

b. Solution type and infusion rate 

c. Patient’s response 

d. MAR 

e. Patient record 

f. Signature, date and time.  
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ADMINISTRATION OF 

FLUIDS 

TPN 

LIPIDS 

 

PURPOSE: 

To provide nutritional support for those requiring an alternate source of nutrition.  

PROCEDURE: 

1) Solution and Infusion order by Physician.  

2) Administer TPN and/or Lipids as ordered by the Physician via central catheter.  

3) Catheter should be cleaned and designated only for TPN use.  

4) Utilize filter on intravenous tubing for TPN solution. 

5) Do not utilize filter for lipids.  

6) Lipids must be inserted below the filter of the TPN if given in the same line. 

 

CARE: 

1) TPN line should be reserved for TPN use only. 

2) Lipids may be infused below the TPN filter if necessary and infused simultaneously if no additional line is 

available.  

3) Gloves and mast must be worn during dressing changes or during tubing change.  

4) Central line dressing should be changed every 24 hours unless otherwise indicated.  

5) Change TPN and Lipid infusion sets every 24 hours.  

6) Discard any TPN or Lipids remaining after 24 hours infusion time.  

7) Notify the Physician immediately of any signs of infection.  
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INCONTINENCE 

 

CONDOM CATHETERS 

 

POLICY: 

To provide RNs with guidelines on how to apply condom catheter on a patient. 

 

EQUIPMENT: 

The following items are needed for condom catheter: 

• Bath towel or waterproof pad. 

• Warm water, soap, washcloth, and hand towel. 

• Correct size of condom catheter (small, medium, large, extra large). 

• Tape, or other kind of sheath holding material. 

• Urine bag with tube. 
 

PROCEDURE: 

1) Verify the Physician order 

2) Place the supply to the patient’s bedside and introduce yourself 

3) Perform hand hygiene 

4) Use two acceptable identifiers to confirm you have the right patient (name, DOB) 

5) Explain the procedure to the patient 

6) Position patient to a comfortable level 

7) Perform hand hygiene and then don glove 

8) Clean off the patient penis 

9) Apply a towel between patient legs to avoid getting wet 

10) Prepares the leg bag or bedside drainage bag for attachment to the condom catheter by removing it from the 

packaging and placing the end of the connecting tubing near the perineal area. 

11) Rolls the condom catheter outward onto itself to prepare for rolling up and onto the penis. 

12) Washes hands. 

13) Dons clean procedure gloves. 

14) Gently cleanses the penis with soap and water. Rinses and dries thoroughly. 

15) If the penis is uncircumcised, retracts the foreskin, cleanses the glans and replaces the foreskin. 

16) Washes hands; changes procedure gloves. 

17) Measures circumference of the penis. Ensures catheter is appropriately sized. 

18) Holding penis in non-dominant hand, with dominant hand places the condom at the end of the penis and 

slowly unrolls it up and along the shaft. 

19) Leaves 1 to 2 inches (2.5 to 5 cm) between the end of the penis and the drainage tube on the catheter. 

20) Secures condom catheter in place on the penis. 

i. Ensures that the condom is not twisted. 

ii. For condom catheters with internal adhesive, gently grasps the penis and compresses so that the entire 

shaft comes in contact with the condom. 

iii. For condom catheters with external adhesives strips, wraps the strip around the outside of the condom 

in a spiral direction, taking care not to overlap the ends. 
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21) Do not use regular bandage tape to hold a condom catheter in place. 

22) Assess the proximal end of the condom catheter. If there is a large portion of the condom still rolled above the 

adhesive strip, clips the roll. 

 

23) Attach the tube end of the condom catheter to a drainage system, making sure there are no kinks in the tubing. 

24) Secure the drainage tubing to the patient’s thigh using tape or a commercial leg strap. 

25) Hang the drainage bag to the bed side. 

26) Collect all the supplies and cover the patient. 

27) Take off gloves and perform hand hygiene 
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SPECIMEN COLLECTION 

STOOL SPECIMEN 

 

POLICY: 

To ensure RNs have the competency in helping patients in the collection of stool samples without contamination.  

 

PURPOSE: 

To explain to a patient how to collect stool sample and place it in a clean seal container without urine or water from 

the toilet from mixing with the stool. 

 

 

PROCEDURE: 

The following process should be followed in collecting a stool sample: 

 

1) Verify the Physician order 

 

2) Label the container with the patient’s information: 

i. Name 

ii. Date of Birth  

iii. Date of collection and time. 

 

3) To catch the patient’s stool in the toilet, apply any of the methods below: 

i. Use potty or a clean empty plastic food container; 

ii. Use Plastic wrap over the rim of the toilet; 

iii. Spread clean newspaper on the floor. 

iv. Use plastic hat. 

 

4) Ensure the sample doesn't touch the inside of the toilet 

 

5) Use the spoon or spatula that comes with the container to place the stool sample in a clean screw-top container 

and screw the lid shut. 

 

6) Collect 3 samples for Occult blood.  

 

7) Fill the container with a third of the stool. 

 

8) Put the items used in the collection of the stool in a plastic bag, tie it up and put it the bin. 

 

9) Wash hands thoroughly with soap.  
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BLOOD SPECIMEN 

 

POLICY: 

To ensure RNs have the competency in phlebotomy and the collection of blood without contamination.  

 

PURPOSE: 

To collect patient’s blood sample in the highest quality standards for lab testing and to be transported to the laboratory 

in a timely manner and under environmental conditions that will not compromise the integrity of the specimen. 

 

PROCEDURE: 

1) Verify the Physician order. 

2) Identify the patient by two forms of identification. 

3) Label the container(s) with patient’s information 

a. Full Name 

b. Date of Birth 

c. Unique ID Code if required 

d. Date of collection 

4) Check the requisition form for requested tests and gather the tubes and supplies required for the draw. 

5) Position the patient in a chair, or sitting or lying on a bed. 

6) Wash your hands thoroughly. 

7) Select a suitable site for venipuncture, by placing the tourniquet 3 to 4 inches above the selected puncture site 

on the patient.  

8) Do not put the tourniquet on too tightly or leave it on the patient longer than 1 minute. 

9) Next, put on non-latex gloves, and palpate for a vein. 

10) When a vein is selected, cleanse the area in a circular motion, beginning at the site and working outward.  

11) Allow the area to air dry. After the area is cleansed, it should not be touched or palpated again.  

12) Ask the patient to make a fist; avoid “pumping the fist.”  

13) Grasp the patient’s arm firmly using your thumb to draw the skin taut and anchor the vein. 

14) Swiftly insert the needle through the skin into the lumen of the vein. The needle should form a 15-30-degree 

angle with the arm surface. Avoid excess probing. 

15) When the last tube is filling, remove the tourniquet. 

16) Remove the needle from the patient's arm using a swift backward motion. 

17) Place gauze immediately on the puncture site.  

18) Apply and hold adequate pressure to avoid formation of a hematoma. After holding pressure for 1-2 minutes, 

tape a fresh piece of gauze or Band-Aid to the puncture site. 

19) Dispose of contaminated materials/supplies in designated containers.  
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PROTHROMBIN TIME AND INTERNATIONAL NORMALIZED RATIO - PT/INR BLOOD SPECIMEN 

 

The prothrombin time (PT) is a test that helps evaluate a person's ability to appropriately form blood clots. The 

international normalized ratio or INR is a calculation based on results of a PT that is used to monitor individuals who 

are being treated with the blood-thinning medication (anticoagulant) warfarin. 

 

PURPOSE: 

To obtain a blood sample by inserting a needle into a vein in the arm or, from a finger stick on a patient on a blood 

thinner medication. 

 

REQUIRED MATERIALS: 

Test Code:   PTINR 

Specimen type:  Platelet-free plasma 

Collection Container:  2.7 mL blue-top (3.2% sodium citrate) tube 

Alternative Container:  blue-top (3.2% sodium citrate) tubes (e.g., 1.8 mL, 4.5 mL) 

Required Specimen:  1 mL aliquot of plasma. 

 

PROCEDURE: 

1) Verify Physician order 

2) Identify the patient by two forms of identification. 

3) Wash your hands thoroughly and don gloves. 

4) Cleanse the area in a circular motion. 

5) Obtain a blood sample by inserting a needle into a vein in the arm or, from a fingerstick. 

6) Do not draw blood from a heparinized line. 

7) Avoid contaminating the sample with tissue thromboplastin or heparin. 

8) Venipuncture must be performed with no trauma. 

9) If blood is drawn from an indwelling catheter, flush with 5 mL of saline and discard the first 5 mL of blood 

collected. 

10) f blood is drawn with a butterfly device, draw a discard tube first to remove air from tubing. 
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GUIDELINES FOR REPORTING TEST RESULTS TO PHYSICIAN 

 

POLICY: 

To ensure competency in reporting specific formal medical documents from the laboratory to the referring physician. 

 

GUIDELINE: 

Clinical Laboratory Improvement Amendments (CLIA) of 1988 are United States federal regulatory standards that 

apply to all clinical laboratory testing performed on humans in the United States, except clinical trials and basic 

research. Test results must be released only to authorized persons and, if applicable, the individual responsible for 

using the test results and the laboratory that initially requested the test [42 C.F.R. § 493.1291(f)]. The Health 

Insurance Portability and Accountability Act of 1996 (HIPAA) Privacy Rule does not interfere with this regulatory 

framework. 

 

PURPOSE: 

To establish reporting protocols that will enhance patients’ safety. 

 

PROCEDURE: 

 

1) Level I or “Critical” values - results of this nature may indicate a significant risk of a life-threatening event. As 

such, prompt medical intervention may be required. 

 

2) Level II or “Alert” values – these are results that deviate from their reference ranges less significantly than Level I 

values. This suggests a possible need to re-evaluate the patient’s clinical condition without waiting for routine 

report communication. 

 

3) Normal Findings - findings within the range of physiological variation for the given individual considering 

ethnicity, age, sex, maturity and other relevant factors. 

 

4) Non-specific finding(s) without clinical relevance: findings outside of the physiological variation but not 

associated with a known disease. 

5) Incidental Findings - incidental findings should never be listed as primary diagnoses. 
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MISCELLANEOUS POLICIES 

TEMPERATURE 

AXILLARY 

ORAL 

RECTAL 

TYMPANIC 
 

POLICY: 

To ensure RNs competency in the reading of various thermometers. 

 

PURPOSE: 

For the measurement of the body temperature so as to help detect illness.  A high temperature is a fever.  

 

PROCEDURE 

There are two ways to measure body temperature: 

• by measuring core temperature  

• and surface temperature 

Electronic thermometers are more often used because of easy-to-read panel that displays the temperature. The probe 

can be placed in the mouth, rectum, or armpit. Clean the thermometer before and after use. You can use cool, soapy 

water or rubbing alcohol. 

 

1) Oral / Mouth:  

a. Place the probe under the tongue and close the mouth.  

b. Breathe through the nose.  

c. Use the lips to hold the thermometer tightly in place.  

d. Hold the thermometer in the same spot for about 40 seconds. 

e. Readings will continue to increase and the F (or C) symbol will flash during measurement. 

f. Usually, the thermometer will make a beeping noise when the final reading is done. 

2) Ear / Tympanic: 

a. For ear thermometer, a new ear-probe jacket should be used for different person;  

b. The ear canal must be pulled straight when measuring. 

3) Rectal:  

a. Because infants and children cannot hold a thermometer safely in their mouth, the rectum method is used.   

b. Place petroleum jelly on the bulb of a rectal thermometer.  

c. Place the child face down on a flat surface or lap.  

d. Spread the buttocks and insert the bulb end about 1/2 to 1 inch into the anal canal.  

e. Be careful not to insert it too far.  

f. Struggling can push the thermometer in further.  

g. Remove after 3 minutes or when the device beeps. 

4) Armpit / Axillary 

a. Place the thermometer in the armpit.  

b. Press the arm pressed against the body.  

c. Wait for 5 minutes before reading. 

5) Forehead 

Forehead thermometer should only be used for screening instead of diagnostic purpose due to greater 

measurement error. 
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The average normal oral temperature is 98.6°F (37°C). 

A rectal temperature is 0.5°F (0.3°C) to 1°F (0.6°C) higher than an oral temperature. 

An ear temperature is 0.5°F (0.3°C) to 1°F (0.6°C) higher than an oral temperature. 

An armpit temperature is most often 0.5°F (0.3°C) to 1°F (0.6°C) lower than an oral temperature. 

A forehead scanner is most often 0.5°F (0.3°C) to 1°F (0.6°C) lower than an oral temperature. 

 

 

Measurement method Unsuitable conditions for the measurement method 

ORAL Suffering from shortness of breath 

  Sneezing repeatedly, having a hard cough or suffering a seizure 

  Unconscious or confused 

  Unable to close the mouth tightly 

    

EAR Having a middle ear infection 

  Obstruction of ear canal by ear wax 

  Wearing hearing aid 

    

RECTAL Large amount of faeces accumulated in the rectum 

  Rectal diseases, e.g. haemorrhoid or diarrhea, etc. 

  Just undergone intestinal operation 

  Having wounds/ lesions in the anus 

    

ARMPIT Unable to secure thermometer under the axillary 

    

FOREHEAD Forehead being covered (e.g. by bandage/ cooling gel sheet) 
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RESPIRATIONS 

 

POLICY: 

To ensure RNs competency in respiration reading.  

 

PURPOSE: 

To determine normal respiration rate of a patient. 

 

PROCEDURE: 

It is best to count respirations after taking the pulse.  

 

1) First, place the patient into a comfortable position that will allow you to see the movement of their chest or 

stomach. 

2) With the patient permission, keep your fingers on the patient’s wrist and place the patient’s arm across the chest.  

3) The patient should be unaware that you are doing another procedure and thus will continue to breathe naturally.  

4) Ensure that while you are counting that you talk to the patient so as to distract them. This way you will get a much 

more natural breathing pattern from the patient. If they are not distracted they may actually concentrate on their 

breathing and this will affect your results. 

5) Feeling the rise and fall of the patient’s chest, count for the required 30 seconds.  

6) Multiply the result by two to determine the rate for a full minute.  

7) If a patient’s respirations are very irregular, you should count it for a full minute. 

 

• Normal Respiration Rate is 12 to 20 breaths per minute. 

• Under 12 breaths per minute or over 25 breaths per minute is considered abnormal    
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APPLYING A PNEUMATIC COMPRESSION DEVICE (PCD) 

 

PROCEDURE: 

1) Wash and dry your hands thoroughly before beginning the procedure. 

2) Adjust the bed to a comfortable working position. (Note: Be sure the wheels are locked.) 

3) Lower the bedside rails on the side you are working, if up. Lower the bed covers as necessary. 

4) Face the head of the bed. 

5) Stand with your feet approximately 12 inches apart with one foot ahead of the other. 

6) Bend slightly at the knees. 

7) Instruct the resident to place his or her arm under your arm and behind your shoulder. The resident’s hand should 

be over the top of your shoulder. (Note: If you are standing on the resident’s right, the resident’s right arm will be 

locked with your right arm. The resident’s right arm should be under your right arm, behind your shoulder with 

his or her hand on top of your right shoulder.) 

8) Place your arm under the resident’s arm with your hand on his or her shoulder. 

9) Count “1, 2, 3, go,” so that you and the resident will be working together. This will allow the resident to pull 

himself or herself up as you support the resident. The resident should now have his or her head and shoulders 

raised. 

10) With your free hand, turn or replace the pillow. 

11) When you have repositioned or replaced the pillow, support the head and shoulder with your free hand while the 

resident gently eases himself or herself down. 

12) Should the resident become weak or faint during the procedure, cease the procedure and summon the staff/charge 

nurse. 

13) Reposition the bed to its lowest position for the safety of the resident. 

14) Reposition the bed covers. Make the resident comfortable. 

15) Place the call light within easy reach of the resident. 

16) If the resident desires, return the door and curtains to the open position and if visitors are waiting, tell them that 

they may now enter the room. 

17) Wash and dry your hands thoroughly. 
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NAIL CARE 

 

POLICY: 

To ensure competency to all staff who are trained in toenail care.   

 

PURPOSE: 

To provide toenail care to individuals who have physical or mental disabilities which prevent self-care.  

 

EQUIPMENT: 

The Toenail Care Box contents: 

2. Disposable Gloves 

3. Alcohol free lotion 

4. Four toenail clippers 

5. Alcohol wipes 

6. Face shields 

7. Disposable emery boards 

 

PROCEDURAL GUIDELINES: 

A. To the Patient 

a) Who does not have adequate mobility 

b) Has an altered mental status and is unable to comprehend instruction on self-care 

c) Does not have hyperkeratosis (nail thickening) and nails can be cut with a standard nail clipper. 

d) Has significantly decrease visual acuity. 

e) Does not have sign of redness, drainage, discoloration or open sores around the nail area.  

B. Referral Process 

a) Signup sheet will be distributed; 

b) The collection date should be specified; 

c)  Patients are evaluated and they must meet the criteria for the service; 

d)  Specify date and time when toenail clipping will take place. 

C. Proper Toenail Cutting: 

a) Wear gloves and face shield; 

b) Trim toenails straight across rather than in a curved pattern to prevent ingrown toenails.  

c) Toenails should be trimmed just enough so that a few millimeters of shin just beyond the mail margin;  

d) Nails should not overhand the edge of the toe; 

e) Use Emery boards to smooth edges of cut toenail if necessary; 

f) Apply alcohol free lotion to soften the nails.  

D. Safety / Infection Control Issues: 

a) Toenail clippers will be cleaned thoroughly with isopropyl alcohol after used; 

b) Emery boards are single use item; 

c) Gloves and face shields will be worn; 

d) All toenail clipping items will be stored. 
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FOOT CARE 

 

POLICY: 

To ensure RNs competency in the management of foot care so that no infections can be spread.  

 

PURPOSE: 

To keep feet healthy and pain free while preventing infections. 

 

EQUIPMENT: 

The following supplies are needed for foot care: 

• Foot basin 

• Soap and towels 

• Gloves 

• Nail clipper or nipper 

• Band-Aid 

• Orange stick or cuticle pusher 

• Moisturizer and hand sanitizer 

• Pumice file 

• Emery Board 

 

PROCEDURE: 

1) Take foot care supplies to side of client. 

2) Identify the patient by two forms of identification. 

3) Wash hands thoroughly and don gloves. 

4) Assess Patient’s feet and check for any: 

a. Redness 

b. Blisters 

c. Open Areas 

d. Darkened Areas 

e. Plantar Warts 

f. Trauma 

g. Loss of Sensation, etc. 

5) Foot care should not be performed in areas of concerns listed above;  

6) Arrange for Patient to see Physician if any signs or condition defined above occurs.   

7) If foot soaks are performed: 

a. A clean towel should be placed underneath the clean foot basin. 

b. Soak the client’s feet in warm water with mild soap. 

c. Using a second clean towel to dry the feet completely. 

d. If individual lotions are not used, dispense lotion into a small cup for each client 

8) If foot soaks are not performed: 

a. Place a clean towel under the foot of client. 

b. A new orange stick can be used to clean under the nails and remove dead cuticle/skin. 

c. Nails should be trimmed straight across, do not round corners. 

d. Use new emery board to smooth any sharp edges. 

e. Use new pumice file to remove dry skin on heels, bottom and side of foot. 

f. Apply lotion to feet. 
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g. Assist with application of socks and/or shoes. 

h. Client should not walk barefoot. 

9) Discard disposable orange stick, emery board and pumice. 

10) Place towels in covered dirty linen container. 

11) Place all instruments taken to side of client in designated dirty instrument container. 

12) Remove gloves. 

13) Perform hand hygiene. 
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EAR IRRIGATION 

 

PURPOSE 

To remove impacted cerumen, discharge or a foreign body from auditory canal to improve impaired hearing caused 

by earwax. 

 

CONSIDERATIONS: 

1. Procedure requires a physician order. Clarify all physicians’ orders if unapproved abbreviations are used. 

2. Use at least two (2) patient identifiers prior to administering medications. 

3. Do not irrigate without consulting physician if: foreign body or discharge is present, patient has history of 

perforation or complications from a previous ear irrigation, patient has a cold, fever or ear infection or ruptured 

membrane. 

4. Procedure may need to be discontinued if dizziness, nausea or extreme discomfort occurs. 

5. If irrigation is unsuccessful, the physician may order instillation of 2-3 gtts of glycerin, carbamide peroxide or 

similar preparation 2-3 times a day for 

2-3 days. 
 

EQUIPMENT: 

Otoscope with aural speculum is suggested to view the ear canal before and after and at any time during the 

procedure. 

• Clean eyedropper 

• Soft or small bulb syringe 

• Medication or prescribed irrigation solution Cotton ball or cotton tipped applicators Large basin/bowl 

• Towels or protective cover 

• Clean container for irrigating solution Personal protective equipment as indicated Optional: adjustable light 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain the procedure to the patient. Explain that he/she may experience pressure in the ear and/or dizziness. 

3. Inspect auditory canal with otoscope if available. 

4. Assist patient to sitting or supine position, tilt head slightly forward and toward affected side. If patient is unable 

to sit, assist him/her to lie on back and tilt head slightly to the side and forward toward affected ear. 

5. Position protective covering under the patient's affected ear. 

6. Fill syringe with prescribed irrigating solution. Position basin / bowl directly under the patient's ear. Gently pull 

ear upward and backward for adult or downward and back for a child (under age 3) to open ear canal  

 

7. before irrigating. Gently insert syringe tip into external auditory canal. 

8. Instill irrigate gently but steadily into sides of ear canal. Do not occlude ear canal with irrigating device. Allow 

fluid to drain out during installation. Continue irrigation until impacted cerumen or foreign body is expelled 

and/or irrigate is clear. No more than 500 cc of irrigate is to be used during this procedure. 

9. Immediately stop the treatment and notify physician if the patient complains of discomfort. 

10. Discard soiled supplies in appropriate containers. 

AFTER CARE: 
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1. Cleanse equipment and area. 

2. Document in patient's record: 

a. Date and time of irrigation procedure. 

b. Amount and type of irrigation solution. 

c. Note ear irrigated. 

d. Describe appearance of return flow of irrigant. 

e. Describe appearance of ear canal before and after irrigation. 

f. Patient’s response to procedure and any comments patient made on condition, especially related to 

hearing acuity. 

3. Instruct patient in proper ear hygiene and care. (Do not insert applicators or pointed objects in ears. Do not hit 

the side of the head in an attempt to dislodge wax or foreign bodies, etc.) 
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EARDROP(S) ADMINISTRATION 

 

PURPOSE: 

To introduce eardrops into ear usually to treat an ear infection, inflammation, soften cerumen for later removal, and/or 

local anesthesia. 

 

CONSIDERATIONS: 

1. Medication should be warmed to body temperature before administration, as cold medication can cause vertigo, 

nausea and pain. The bottle may be rolled between hands to warm medication or placed in a bowl of warm water 

prior to instillation. 

2. The ear canal is straightened in adults by gently pulling the ear upward and backward. For children the ear is 

pulled downward and backward. 

3. Use at least two (2) patient identifiers prior to administering medications. 
 

 

EQUIPMENT: 

• Prescribed eardrop medication 

• Cotton balls, cotton tip applicator or tissue, as needed 

• Impermeable plastic trash bag 

• Personal protective equipment as indicated 

• Towel 

• Light source 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Verify medication dosage as per MD orders. 
3. Explain procedure to patient. 

4. Have patient lie on side to expose ear that is to have eardrops. If patient is sitting, have patient tilt head so that 

the ear is exposed. Drape towel around patient’s shoulders to protect clothes. 

5. Pinch dropper bulb and release it to draw up medication into dropper. 

6. Recheck medication dosage to be administered. Clarify all physicians’ orders if unapproved abbreviations are 

used. 

7. Gently pull the ear upward and backward for an adult or down and back for a child. 

8. Using a light source, examine the ear canal for drainage and remove any drainage with a tissue or cotton 

tipped applicator (no further than where you can see the cotton tip). 

9. Brace the hand holding the dropper against the patient's head to avoid accidentally injuring the ear canal with 

the dropper. Squeeze dropper and let drop(s) fall against side of ear canal (this is so drop(s) may fall gently to 

tympanic membrane and not trap air in the ear). Insert a small cotton ball loosely in the external auditory 

canal. 

10. Instruct the patient to remain in the side position with the affected ear upward for 5-10 minutes to allow 

drop(s) to be absorbed. 

11. Remove cotton ball, assess for drainage. Dry the ear with a washcloth/towel, as needed. 

12. Discard soiled supplies in appropriate container. 
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AFTER CARE: 

1. Explain possible side effects to patient and family. 

2. Document in patient's record: 

a. Eardrop medication and dosage given. 

b. Ear into which drop(s) administered. 

c. Date and Time of administration. 

d. Instructions given to patient including self- administration and any side effects from eardrops. 
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EYE DROP INSTILLATION 

 

PURPOSE: 

To instill drops into eye for cleansing/antiseptic purposes, to relieve pressure, treat diseases and infections, and 

lubricate. 
 

CONSIDERATIONS: 

1. Medicated eye drops require a physician's order. Clarify all physicians’ orders if unapproved abbreviations are 

used. 

2. Only eye drops labeled for ophthalmic use are to be used. 

3. The medication should be checked for any discoloration cloudiness, precipitation and for the expiration date. 

4. Care should be taken so that medication is not instilled into tear duct. The body will absorb the medication if 

this occurs. 

5. Use at least two (2) patient identifiers prior to administering medications. 

 

EQUIPMENT: 

• Eye drop medication 

• Cotton, tissue or gauze squares 

• Personal protective equipment as indicated 
 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Verify medication, dosage, frequency, and site to which it is to be instilled as ordered by physician. 

3. Explain procedure to patient. 

4. Instruct patient to tilt head back or lie down. 

5. If there is any exudates in or around eye, clean eye before instilling eye drops. Clean eye, from the inner 

corner out, with gauze sponge soaked in tepid water. Use fresh gauze sponge pad for each stroke. 

6. Recheck physician order for medication, dosage, and site of administration (o.s. = left eye; o.d. = right eye; 

o.u. = both eyes). Clarify orders if unapproved abbreviations are used. 

7. Using thumb or index finger, gently pull down the lower lid so that conjunctival sac is exposed. Avoid 

putting pressure on the eyeball. 

8. Instruct patient to tilt head back and look up and away, to prevent drop from falling directly onto cornea. 

Instill eyedrop(s). 

9. Let drop fall into conjunctival sac. Do not let dropper touch eye. Release lower lid and instruct patient to 

close eye gently without squeezing lid shut. 

10. When administering drugs that cause systemic effects: gently press one thumb on the inner canthus  

 

for 1 to 2 minutes while the patient closes his/her eye. (This helps prevent medication from flowing into 

the tear duct.) Patient may blot excess fluid with tissue. A separate tissue should be used for second eye, 

if necessary. 

11. Discard soiled supplies in appropriate container. 
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EYE DROP INSTILLATION - AFTER CARE: 

1. Document in patient's record: 

a. Medication, dosage, and site. 

b. Appearance of eye. 

c. Date and Time medication instilled. 

d. Instructions given to patient including self- administration, purpose and possible side effects of medication. 

2. Teach possible side effects of medication to patient. 

3. Instruct patient/caregiver in eye drop as instillation ordered.  
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EYE CARE FOR THE IRRITATED EYE 

 

PURPOSE:  

To treat infection or inflammation, to flush away foreign bodies, secretions, chemicals.  

 

CONSIDERATIONS:  

1. Clean techniques is used.  

2. Be careful not to injure cornea during irrigation.  

3. Warm solution to room temperature prior to irrigation.  

4. Used at least two (2) patient identifiers prior to administering medications.  

5. Clarify all physicians’ orders if unapproved abbreviations are used.  

 

EQUIPMENT:  

• Irrigant and irrigation applicator/syringe 

• Emesis basin 

• Sterile 4x4 gauze sponges 

• Sterile cotton applicator 

• Towel or protective cover  

• Personal protective equipment as indicated 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient. If contact lenses are worn, instruct patient to remove.  

3. Instruct patient to lie supine with head turned toward affected eye, place protective cover or towel under 

patient’s head. Position emesis basin under the eyes.  

4. Wet 4x4 sterile gauze sponge with irrigation solution. Gently clean any secretions from eye, wiping from inner 

to outer canthus.  

5. Draw up irrigation solution into irrigation applicator/syringe.  

6. With one hand, hold open eyelid, using thumb and index finger. Avoid pressure on eyeball. With other hand, 

hold irrigation syringe/applicator near inner canthus. Instruct patient to look away from tip of irrigation 

applicator.  

7. Gently flush eye from inner to outer canthus. Do not touch eye or eyelid with applicator/syringe tip.  

8. Check lower and upper eyelid for retained foreign particles.  

9. Remove any foreign particles by gently touching conjunctiva with sterile, moist cotton tipped applicator. Do 

not touch cornea.  

10. Resume eye irrigation until clear of all visible foreign particles.  

11. When the irrigation is complete, pat dry patient’s eyelid and face with cotton ball or facial tissue.  

12. Discard soiled supplies in appropriate container.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Appearance of eye before and after irrigation.  

b. Date and time of irrigation, type and volume of irrigant used, characteristics of drainage or debris removed 

and eye irrigated.  

c. Patient’s response to procedure.  

2. Instruct patient/caregiver in irrigation procedure.  
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EYE CARE OINTMENT USE  

PURPOSE:  

To introduce ointment into eye for pain relief or antiseptic purposes, inflammation and lubrication.  

 

CONSIDERATIONS:  

1. Only ointments labeled for ophthalmic use are to be used in the eye.  

2. Medicated ointments require a physician’s order. Clarify all physician’s orders if unapproved abbreviations 

are used.  

3. Medication should be checked for discoloration and expiration date.  

4. Use at least two (2) patient identifiers prior to administering medications.  

 

EQUIPMENT:  

• Eye ointment 

• Tissue or gauze sponges  

• Personal protective equipment (e.g. clean gloves) as indicated 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Check doctor’s order for dosage, frequency and site.  

3. Explain procedure to patient.  

4. Instruct patient to tilt head back or lie down.  

5. If there is any exudates in or around eye, clean eye before administering eye ointment. Clean eye from the 

inner corner out with gauze sponge/or tissue soaked in tepid water. Use fresh gauze sponge pad for each 

stroke.  

6. Recheck physician order for medication, dosage and site of administration (o.s.=left eye, o.d.=right eye, 

o.u.=both eyes). Clarify orders if unapproved abbreviations are used.  

7. Using thumb or index finger, gently pull lower lid down so that conjunctival sac is exposed. Avoid putting 

pressure on eyeball.  

8. Instruct patient to look up Beginning at inner canthus, squeeze a small ribbon of ointment along conjunctival 

sac. Cut off ribbon by turning tube. Don not let tip of ointment tube touch eye.  

9. Release lower lid. Instruct patient to close eye gently without squeezing lids shut and roll eyes behind closed 

lids to assist in ointment distribution. The patient may blot excess ointment with tissue.  

10. Discard soiled supplies in double bag.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Medication, dosage and site.  

b. Appearance of eye.  

c. Date and time of medication applied.  

d. Instruction regarding possible side effects of medication.  

e. Instruction in self-administration given.  

2. Instruct patient/patient caregiver in eye ointment administration, as ordered.  
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ORAL CARE FOR THE IRRITATED MOUTH 

 

PURPOSE: 

To promote healing, provide relief from pain/inflammation and to prevent infection from irritation of the oral mucosa. 

 

CONSIDERATIONS:  

1. Irritation of the oral mucosa can occur from chemotherapeutic or anticholinergic drugs, Candida, decaying teeth, 

ill-fitting dentures, vitamin deficiencies, dehydration, ulcerations, and infectious diseases, i.e., herpes. 

2. Preventive measures (consistent oral care, adequate nutrition and hydration, see #5 below) should be instituted on 

high-risk patients before irritation occurs. 

3. Obtain physician order for oral rinse agent. The patient may have other medications, such as antifungal rinses or 

lozenges, which must be administered as prescribed. Freezing nystatin may make it more tolerable for patient. 

Offer ice chips for numbing effect. 

4. Adequate nutrition and hydration will promote healing.  

 a. Encourage fluids (8-10 glasses/day) in frequent small amounts. Use of a straw may make swallowing easier. 

b. Use of Viscous Xylocaine (requires physician's prescription) or a tablespoon of honey before meals may 

make eating easier. 

5. To minimize further mucosal trauma, encourage the patient to change food textures and other items that may 

cause mechanical abrasions, burning, changes in the pH of the mouth, dryness and decreased saliva formation: 

a. Foods that are harsh or abrasive. 

b. Food/fluids that are acidic. 

c. Food/fluids with extreme temperatures (hot or cold). 

d. Highly seasoned or salty foods. 

e. Ill-fitting dentures. 

f. Smoking. 

g. Alcoholic beverages. 

h. Lemon and glycerin swabs. 

 i. Use of abrasive instruments for cleansing, i.e., toothbrushes. 

j. Commercial mouthwash. 

k. Encourage hard, (ideally sugar-free) sour candies for patient to suck to stimulate salivary flow. 

l. Ensure adequate hydration. 

6. Rinses that can be used to relieve discomfort: 

a. Hydrogen peroxide and water mixed one to one. 

b. Hydrogen peroxide and normal saline mixed one to one (requires a physician’s order only). 

c. One cup of warm water mixed with one teaspoon of baking soda. 

d. One-cup warm water with one-teaspoon salt. 

e. Viscous Xylocaine (requires a physician's order). 

f. Kaopectate/Benadryl/Viscous Xylocaine (requires physician's prescription). 

7. Keep lips lubricated to prevent drying and further irritation. 

8. Use at least two (2) patient identifiers prior to administering medications. 

 

EQUIPMENT: 

• Flashlight 

• Soft-bristle toothbrush  

• Normal saline Hydrogen  

• Peroxide Baking soda 

• Viscous Xylocaine (if ordered)  
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• Prescribed medication(s)  

• Gloves. 

  

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain oral care procedure to patient. 

3. With flashlight, inspect the oral mucosa to identify the irritation. Determine the most appropriate treatment. 

4. Provide oral care to promote hygiene and to prevent the mouth from becoming a breeding place for bacteria. 

a. Cleanse with soft-bristle toothbrush. 

b. Instruct patient to gargle and rinse mouth with rinse of choice. Instruct patient to hold rinse in mouth for one 

minute. 

 5.  Rinse mouth with Viscous Xylocaine to relieve discomfort (if ordered).  

 6. Discard soiled supplies using double bag technique. 

 

AFTER CARE: 

1. Instruct the patient/caregiver in mouth care and the importance of repeating it several times daily. 

2. Document in patient's record: 

 a. Status of oral mucosa. 

b. Treatment provided. 

c. Instructions given regarding mouth care, prescribed medications including application  

    and importance of plaque care/removal. 
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THROAT CULTURE 

 

PURPOSE:  

To obtain a sample from oropharynx for diagnostic purposes. 

  

CONSIDERATIONS: 

1. This procedure must be performed carefully in order to avoid stimulation of the patient’s gag reflex. 

2. Requires physician order. 

 

EQUIPMENT: 

• Tongue blade 

• Flashlight  

• Sterile, cotton-tipped applicators 

• Impervious bag 

• Personal protective equipment (clean / non-sterile gloves) as indicated. 

 

PROCEDURE:  

1. Adhere to Universal Precautions. 

2. Explain procedure to patient. 

3. Position patient in semi-Fowler's or Fowler's position with head well supported and slightly tilted back. 

4. Instruct patient to open mouth. Press down firmly on the midpoint of the arched tongue with tongue blade so that 

oropharynx is visualized. 

5. With flashlight, inspect the oral and pharyngeal mucosa in order to identify the area to be cultured. 

6. Gently and quickly, swab the tonsillar area side to side, making contact with inflamed or   

        purulent sites. Carefully withdraw swab without striking other oral structures. 

7. Return swab to tube as specified in manufacturer's instructions. 

8. Label specimen with patient’s name and date and site of collection. 

9. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Return patient to position of comfort. 

2. Arrange delivery of specimen to lab. Complete lab slip as needed.  

3. Document in patient's record: 

a. Appearance of oropharynx. 

b. Date and time of procedure. 

c. Patient’s response to procedure. 

d. Lab to which specimen was delivered. 
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TRACHEOSTOMY CARE: TUBE CHANGE 

 

PURPOSE:  

To minimize infection and maintain airway.  

 

CONSIDERATIONS:  

1. Generally, in homecare, tracheostomy care is a clean procedure. If the tracheostomy is new (within 4-6 weeks) 

or patient is immune-compromised, sterile technique should be used.  

2. It is recommended that suctioning equipment be kept available for an emergency, especially for patients with 

new tracheostomy tubes or when the patient’s condition requires suctioning to control secretions.  

3. Keep extra sterile tracheostomy tube and obturator on hand in case of accidental expulsion of the tube or 

blocked tube.  

4. Outer cannula can only be changed:  

a. After obtaining physician’s order.  

b. After outer cannula has been changed previously at doctor’s office, hospital, or clinic without problems.  

5. Cuff pressure should be checked every eight hours to ensure leak-free seal.  

6. Many masks/mouthpieces distributed for protection while performing artificial respiration are not adaptable 

for use with a tracheostomy tube. When a patient has a tracheostomy tube and has not been designated as do 

not resuscitate, special equipment such as a manual resuscitator or a mask/mouthpiece that can be used with a 

tracheostomy tube should be available to protect the nurse if artificial ventilation is needed.  

 

EQUIPMENT:  

• Gloves and other personal protective equipment as needed.  

• Sterile tracheostomy tube the size of the one in place  

• Obturator  

• Water-soluble lubricant  

• Scissors  

• Normal saline  

• Distilled water  

• Small bottle brush or pipe cleaner 

• Mirror  

• 4x4 gauze sponge soaked with normal saline 

• 5-19 cc syringe for cuffed tracheostomy tube  

• Hemostat  

• Suctioning equipment  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient and caregiver.  

3. Prepare new tracheostomy tube for insertion:  

a. Fold one end of twill tape up ½ inch and make a ¼ inch slit; prepare two pieces, one larger than the other, 

in this manner.  

b. Slip slit end through side of outer cannula and pull twill tape through slit. Repeat on other side with second 

piece of twill tape.  

c. Place tracheostomy dressing (bib) around cannula.  

d. Remove inner cannula.  
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e. Insert obturator in outer cannula.  

f. Apply a thin film of water-soluble lubricant to the surface of the outer cannula and the tip of the obturator. 

 

4. Suction patient via tracheostomy tube. If cuffed tube is in place, suction orally.  

5. Check to see if patient has cuffed tracheostomy tube in place. If he/she does, deflate by:  

a. Removing forceps (if used for clamping).  

b. Attaching a 5-20 cc syringe into the cuff balloon and slowly withdrawing all air from the cuff. Note 

amount of air withdrawn.  

6. Prepare to remove the old tube (allow patient to use mirror if he/she is learning to perform this procedure). 

Use scissors to cut the twill ties on the old tube.  

7. Remove the old tube using an outward and downward motion. Removal of the tube may trigger a coughing 

spasm. If coughing produces secretions, cleanse stoma with gauze soaked with normal saline before inserting 

new tube.  

8. Tell patient to take a deep breath and insert new outer cannula with obturator using an upward curved motion. 

The tube will slide into place as gentle, inward pressure is applied.  

9. Once the cannula is properly inserted, remove the obturator and hold tube in place until the patient’s urge to 

cough subsides.  

10. Ensure that there is air exchange through the tube.  

11. Instruct the patient to flex his/her neck and bring twill ties around to the side of the neck to tie them together in 

a square knot. Closure on the side will allow easy access and prevent necrosis at the back of the neck when 

patient is supine. Check ties to make sure they are tight enough to avoid slippage but loose enough to avoid 

jugular vein constriction or choking. You should be able to slip only one or two fingers between the collar and 

neck.  

12. If tube is cuffed, re-inflate:  

a. Attach 5cc syringe filled with air to the cuff pilot balloon.  

b. Slowly inject amount of air (usually 2-5cc) necessary to achieve an adequate seal. 

c. Use a stethoscope during cuff inflation to gauge the proper inflation point. During inspiration, place the 

stethoscope on one side of patient’s trachea and listen for gurgling or squeaking sounds. Introduce just 

enough air to create a leak-free seal.  

d. No air should be coming from mouth, nose, or around tube. The conscious patient will not be able to 

speak.  

e. If the tubing does not have a one-way valve at the end, clamp the inflation line with a hemostat.  

f. Remove syringes.  

g. Check for air leaks from cuff. Air leaks may be present if you cannot inject the same amount of air 

withdrawn, if the patient can speak, and/or if the ventilator fails to maintain adequate tidal volumes.  

13. Insert inner cannula and lock in place.  

14. Check air exchange by holding hand over cannula.  

15. If patient is ventilator dependent, connect to ventilator and observe for chest excursion.  

16. Apply tracheostomy dressing around tracheostomy tube if desired.  

17. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Clean reusable equipment. (See Cleaning and Disinfection of Respiratory Equipment.)  

2. If tracheostomy tube is disposable, discard per agency policy.  

3. Document in patient’s home care record:  

a. Date and time of procedure.  

b. Size and type of tube inserted.  
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c. Quality and quantity of secretions.  

d. Assessment of the stoma site and surrounding skin.  

e. Patient’s respiratory status.  

f. Duration of cuff deflation.  

g. Amount of air used for cuff inflation.  

h. Patient’s response to procedure.  

i. Complications.  

j. Instructions given to patient/caregiver.  

k. Patient/caregiver understanding of instructions.  
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RESPIRATORY: TRACHEOSTOMY CARE: CLEANING THE INNER CANNULA 

 

PURPOSE:  

To prevent infection and skin breakdown of the tracheostomy and surrounding tissues.  

 

CONSIDERATIONS:  

1. Generally, in home care tracheostomy care is a clean procedure. If tracheostomy is new (within 4-6 weeks) or 

patient is immuno-compromised, sterile techniques should be used.  

2. It is recommended that suctioning equipment be kept available for an emergency, especially for patients with 

new tracheostomy tubes or when the patient’s condition requires suctioning to control secretions.  

3. Cleaning the inner cannula:  

a. If communication is impaired, an alternate system of communication should be established.  

b. Keep extra sterile tracheostomy tube and obturator on hand in case of accidental expulsion of the tube or 

blocked tube.  

c. Prevention of complications in the patient with a tracheostomy should include evaluation for:  

(1) Tube displacement leading to inadequate air exchange, coughing and/or vessel erosion.  

(2) Subcutaneous emphysema.  

(3) Pneumothorax  

(4) Stoma infection 

(5) Amount, color, consistency, odor of secretions.  

(6) Collection of secretions under dressing, bibs or twill tape, which will promote infection.  

(7) Occlusion of cannula.  

(8) Tracheal erosion.  

(9) Lower respiratory infection.  

d. Tracheostomy cleaning may need to be performed more frequently when the tracheostomy is new. The 

healed tracheostomy may be cleansed less frequently if few secretions and encrustations are present.  

e. The use of powder, oil-based substances or dressings cut to fit around stoma is contraindicated due to 

danger of aspiration.  

f. Cuffed tracheostomies should be deflated as prescribed by physician to reduce risk of tissue necrosis.  

g. When the ventilator dependent patient cannot be off the ventilator long enough for the inner cannula to be 

cleaned, insert spare cannula from extra tracheostomy set. Reconnect patient to ventilator.  

4. Changing the tracheostomy ties:  

a. Tracheostomy ties stabilize the tracheostomy tube and prevent accidental expulsion from trachea.  

b. Length of ties depends on neck size. The neck may change in size due to swelling and/or changes in body 

position. Ties should be examined frequently to insure proper tension. Ties that are too loose will allow 

expulsion of the tube; too tight causes necrosis, circulatory, and respiratory impairment. Tight or crooked 

tied could lead to malpositioning of the tracheostomy tube and subsequent tracheal erosion. You should be 

able to slip only one or two gingers between the collar and the neck.  

c. Alternate securing the knot to the right and left side of the neck to avoid irritation.  

5. Changing and cleaning the tracheostomy button/plug:  

a. Buttons and plugs are used as the last stage to wean the patient from tracheostomy. It consists of a short 

tube that fits the stoma and reaches the trachea and a solid cannula that closes the tube. The plug fits 

directly into the stoma and into the trachea and usually does not require ties to hold it in place.  

b. Recommended time of cleaning is mornings upon awakening at least twice a week, and PRN. Early 

morning secretions are usually the most viscous.  

c. Always inspect the clean button, cannula or plug for defects especially the “petals” at the cannula’s 

proximal end.  
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6. Many masks/mouthpieces distributed for protection while performing artificial respiration are not adaptable 

for use with a tracheostomy tube. When a patient has a tracheostomy tube and has not been designated as do 

not resuscitate, special equipment such as a manual resuscitator or a mask/mouthpiece, which can be used with 

a tracheostomy tube, should be available to protect the nurse if artificial ventilation is needed.  

 

EQUIPMENT:  

• Gloves and other personal protective equipment as needed.  

• Suction catheter 

• Sterile normal saline or distilled water 

• 4x4 gauze sponges  

• Stethoscope  

• Hemostat  

• Second tracheostomy tube and obturator  

• 3 small bowls 

• Measuring tape  

• Suction machine 

• Impervious trash bag  

• Hydrogen peroxide  

• Cotton-tipped applicators 

• Bandage scissors  

• 5-10 cc syringe for cuffed tracheostomy tube  

• Small nylon bottle brush and/or pipe cleaner  

• Twill tape or Velcro ties 

 

FOR TRACHEOSTOMY BUTTON/PLUG 

Clean button & cannula or clean plug 

Hydrogen peroxide 

Small bottle brush or pipe cleaner  

Gloves and other personal protective equipment as needed  

Water-soluble lubricant 4x4 gauze, non-shredding  

Clean plastic bag 

 

PROCEDURE:  

1. Adhere to Universal Precautions 

2. To clean the inner cannula:  

a. Explain procedure to patient.  

b. Prepare equipment.  

(1) Place impervious trash bag near work site.  

(2) Create a clean field for equipment.  

(3) Pour hydrogen peroxide in one container.  

(4) Pour distilled water or saline into second container.  

(5) Pour distilled water or saline into third container into which 4x4 sponges are placed for cleaning 

encrustations.  

(6) Prepare new tracheostomy ties for replacement if soiled.  

c. Place patient in semi-Fowler’s position.  

d. Remove oxygen, ventilation or humidification devices.  
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e. Suction patient.  

f. Return patient to oxygen or ventilator to allow rest period before continuing care.  

g. Remove old tracheostomy bib or dressing and discard.  

h. Remove and discard contaminated gloves.  

i. Put on clean gloves.  

j. Using presoaked 4x4 sponge and damp applicators, gently wash skin around stoma, under tracheostomy 

ties, and flanges. Wipe only once with each sponge or applicator and discard.  

k. Clean inner cannula:  

(1) Unlock and remove inner cannula.  

(2) Place inner cannula in hydrogen peroxide and allow soaking to remove encrustation.  

(3) Using nylon brush or pipe cleaners, gently scrub inner cannula.  

(4) Rinse cannula with normal saline or distilled water. Shake off excess solution.  

(5) Examine cannula for patency; if not clean, repeat cleansing process.  

(6) Re-insert clean inner cannula in tracheostomy tube and lock securely into position.  

l. Assess patency of airway, position of the tube, and patients’ respiratory status.  

m. If applicable, reconnect patient to oxygen, ventilator or humidification.  

n. Apply new tracheostomy bib or dressing.  

o. Tighten tracheostomy ties if too loose. Replace old ties if soiled.  

p. Discard soiled supplies using double bag technique. 

3. Changing the tracheostomy ties: 

a. Adhere to Universal Precautions.  

b. Explain procedure to patient.  

c. Prepare twill ties according to method selected:  

(1) Double strand tie method: Cut two lengths of 20 inches twill tape.  

(2) Single strand with slit ties: cut two lengths of twill tape, one 10 inches, one 20 inches. 

Fold back one inch and cut small slit, repeat with second tie.  

(3) Single strand with knot: Cut two lengths of twill tape 20 inches each. Tie large knot in 

end of each strand.  

d. With patient in semi-Fowler’s position, remove the old ties by untying or cutting and discard.  

e. Examine neck for skin breakdown.  

f. Change ties according to method selected:  

(1) Double strand tie method: Thread through hole in tracheostomy tube flange. Approximate 

ends-repeat with second tie.  

(2) Single strand with slit ties: Thread slit end through underside of tracheostomy and then 

thread the other end of tie completely through slit ends and pull taut so it loops firmly 

through tube’s flange.  

(3) Single strand with knot. Thread unknotted end of tie through tracheostomy tube flange 

hole.  

g. Bring both ends of ties to right or left side of neck and secure.  

h. Evaluate tapes for snugness. Tie should be loose enough to admit one finger underneath.  

i. Cut off excess tape.  

4. Changing/cleaning the tracheostomy button or plug:  

a. Adhere to Universal Precautions.  

b. Explain procedure to patient.  

c. With patient in sitting position, cleanse the area around the stoma using distilled water and a 4x4 gauze.  

d. Remove button, cannula or plug carefully using an out and down pull.  

e. Inspect skin area around stoma for any breakdown or any type of irritation.  
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f. If using a button, lubricate clean cannula with water-soluble lubricant and insert button into cannula as far 

as it will go. If using a plug, lubricate and insert gently.  

g. Check fit by pulling gently outward. If inserted correctly, it remain in stoma.  

h. Clean button cannula or plug by soaking in hydrogen peroxide and cleaning with small bottlebrush or pipe 

cleaner.  

i. Rinse with water, allow to air dry and store in clean, covered jar or plastic bag.  

j. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Clean reusable equipment and suction machine (See Cleaning and Disinfection of Respiratory Equipment, No. 

02.10) 

2. Document in patient’s record:  

a. Procedure performed.  

b. Quality and quantity of suctioned secretions.  

c. Drainage, color, odor, quantity of drainage on dressing.  

d. Condition of stoma and surrounding skin.  

e. Patient’s response to treatment.  

f. Instructions given to patient/caregiver.  

g. Patient/caregiver understanding of instructions.  
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TRACHEAL SUCTIONING 

 

PURPOSE:  

To remove secretions from the trachea and prevent occlusion of the airway.  

 

CONSIDERATIONS:  

1. Tracheal suctioning may be accomplished by means of a suction catheter inserted through mouth, nose, 

tracheal stoma, tracheostomy or endotracheal tube.  

2. Nasotracheal and oral-tracheal suctioning are clean procedures. Tracheostomy suctioning is generally a clean 

procedure. If tracheostomy is new (within 4-6 weeks) or patient is immuno-compromised, sterile techniques 

should be used. If both oral/nasal tracheal suctioning must be done during the procedure, begin with tracheal 

suctioning then continue with oral/nasal suctioning.  

3. Suctioning removes not only secretions but also oxygen. If patient has oxygen ordered, patient should be 

hyperoxygenated with 100% oxygen before and after suctioning. Be sure to return oxygen to previous 

prescribed liter flow and concentration after procedure is completed.  

4. If patient has a tracheostomy tube, keep extra sterile tracheostomy tubes of the same size and obturator on 

hand in case of accidental expulsion or blocked tube.  

5. If patient has a cuffed tracheostomy tube, deflation prior to suctioning is not required. 

6. Indications that the patient required suctioning include:  

a. Noisy, moist respirations.  

b. Increased pulse.  

c. Increased respirations.  

d. Non-productive coughing.  

7. Avoid unnecessary suctioning as the tracheal mucosa may become irritated and infection may be introduced.  

8. If the patient is receiving nasotracheal suctioning, he/she should be instructed to take deep breaths as the 

catheter is advanced.  

9. Tenacious secretions may be liquefied by instilling 3-5cc of normal saline into the trachea, if ordered by the 

physician.  

10. During performance of this procedure, the patient should be observed for:  

a. Hypoxia 

b. Bronchospasm 

c. Cardiac arrhythmias  

d. Bloody aspirations 

e. Hypotension 

11. To avoid damage to the airways and hypoxia, suction should be applied intermittently for periods not to 

exceed 5-10 seconds. Suction catheter should not be left in trachea for longer than 10 seconds.  

12. Do not force the suction catheter into the airway beyond resistance.  

 

EQUIPMENT:  

• Oxygen source, if patient has oxygen ordered  

• Suction machine and suction catheter 

• Distilled water 

• Gloves Clean suction catheter with control valve or Y connector (diameter should be no larger than half the 

diameter of tracheostomy tube)  

• Clean solution container  

• Impervious trash bag 
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• Sterile, water-soluble lubricant if catheter is to be inserted nasally  

• Tissues 

 

PROCEDURE:  

1. Adhere to Universal Precautions 

2. Verify physician’s order for suctioning. 

3. Explain procedure to patient.  

4. Prepare suction machine according to manufacturer’s instruction.  

5. Set suction pressure between 100-120 mmHg.  

6. Evaluate lung fields by auscultation.  

7. Place patient in semi-Fowler’s position to promote lung expansion.  

8. Prepare suction catheter:  

a. Set up clean work field.  

b. Obtain clean suction catheters.  

c. Pour distilled water or sterile saline into clean solution container.  

d. Put on gloves.  

e. Connect suction catheter to suction machine and turn on machine.  

9. Place catheter tip in distilled water, occlude catheter port with thumb and suction a small amount of water 

through the catheter.  

10. Encourage patient to take several deep breaths prior to start of suctioning.  

11. Suctioning procedure-Mouth, Throat:  

a. Dip catheter tip into sterile normal saline/sterile water to lubricate outside and facilitate insertion.  

b. Insert catheter into mouth and/or back of throat.  

c. Cover suction catheter port with thumb and suction intermittently while rotating catheter.  

d. Perform procedure intermittently until secretions are cleared.  

12. Suctioning procedure- Nasal insertion:  

a. Lubricate tip of catheter with sterile, water-soluble lubricant.  

b. Instruct patient to swallow to aid insertion of catheter.  

c. Insert catheter into the nares until the pharynx is reached.  

d. Cover suction catheter port and suction intermittently while rotating catheter.  

e. Perform procedure until secretions are cleared-avoid tiring patient or precipitating hypoxia.  

13. Suctioning procedure-Tracheostomy:  

a. Check tracheostomy tube to make sure it is tied securely.  

b. Dip catheter tip into sterile normal saline to lubricate outside and facilitate insertion.  

c. Insert catheter into tracheostomy or trach tube.  

d. Do not force catheter beyond point of resistance.  

e. Cover suction catheter port intermittently. 

f. Slowly withdraw and rotate catheter to clear secretions.  

g. Before reinserting catheter, allow patient to rest and encourage taking two or three deep breaths. Re-

oxygenate patient, if needed.  

14. Rinse the suction catheter with distilled water between insertions.  

15. Monitor patient’s respiratory status during procedure. If patient becomes short of breath, agitated or hypoxic, 

discontinue suctioning and oxygenate the patient.  

16. At conclusion of procedure, instruct patient to take several deep breaths. Hyperoxygenate for several minutes 

if pa patient has oxygen ordered.  

17. Return oxygen liter and concentration rate to normal if patient is on continuous oxygen.  

18. Auscultate lungs, assess pulmonary status and vital signs.  
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19. Clear catheter and connecting tubing by aspirating remaining water solution. 

20. Turn off suction. Disconnect catheter.  

21. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Disassemble suction catheter and solution container and clean suction lines and reservoir bottle.  (See 

Cleaning and Disinfection of Respiratory Therapy Equipment, No. 2.10.) 

2. Clean hands per appropriate hand hygiene procedure.  

3. Document in patient’s record:  

a. Patient’s response to procedure.  

b. Amount, viscosity, odor and color of secretions.  

c. Findings of cardiopulmonary assessment: before and after treatment.  

d. Oxygenation: before, during and after treatment.  

e. Instructions given to patient/caregiver.  

f. Patient/caregiver understanding of instructions.  
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USE OF OXYGEN ADMINISTRATION SYSTEM 

 

PURPOSE:  

To prevent or reverse hypoxia and provide oxygen to the tissues.  

 

CONSIDERATIONS:  

1. Oxygen is provided to the patient through a variety of devices, e.g. mask, nasal cannula, trach collar; from a 

variety of sources, e.g. cylinder, concentrator, liquid oxygen system.  

2. Home oxygen therapy is provided as a joint effort of the patient and family, physician, respiratory vendor, 

respiratory therapist and home care staff. The nurse must carefully coordinate the activities and teaching 

strategies of all health care providers to prevent overwhelming or confusing the patient.  

3. Oxygen therapy must be prescribed by the patient’s physician, not the respiratory equipment vendor. The 

physician is responsible for identifying the type of therapy and equipment needed by the patient. The nurse 

and/or respiratory therapist may need to provide vital information regarding sources of electricity, financial 

circumstances, mobility of patient, etc., to enable the physician to make an appropriate selection.  

4. Headaches may result if oxygen is delivered via cannula in concentrations greater than 40% or at a rate 

exceeding six liters/minute.  

5. Oxygen masks may not be appropriate for use with chronic obstructive pulmonary disease patients because 

oxygen delivery cannot be controlled with precision.  

6. A tracheostomy collar or tracheostomy mask is indicated when oxygen must be given to a patient with a 

tracheostomy.  

7. Oxygen promotes and feeds combustion. The patient should be cautioned about the following; 

a. No smoking or ignition of matches when oxygen is in use. A sign should be posted in the patient care area 

indicating that these activities are not permitted. Pre-printed signs may be provided by the respiratory 

equipment vendor. 

b. To reduce the possibility of spark ignition, non-electrical appliances should be substituted for electrical 

appliances, e.g., electric shaver, electric blanket.  

c. The use of oil, grease, aerosols, solvents or alcohol should be avoided near the oxygen source, valves or 

fittings.  

d. Static electricity in fabrics made of wool, silk or synthetics can be reduced by using fabric softeners in the 

laundering or drying.  

e. The source of oxygen (cylinder, concentrator, liquid system) should be kept a minimum of 15 feet away 

from heat and direct sunlight. Store the oxygen (in upright position) in well-ventilated area to reduce 

possibility of explosion.  

f. Avoid bumping, dropping or puncturing oxygen source.  

g. Turn source of oxygen off when not in use.  

8. Oxygen is colorless, odorless and tasteless. Patients who receive inadequate oxygen may not be aware they are 

suffering from hypoxia. Families and health professionals should observe the patient frequently for symptoms 

of hypoxia:  

a. Restlessness anxiety 

b. Irregular respirations 

c. Drowsiness  

d. Confusion and/or inability to concentrate  

e. Altered level of consciousness  

f. Increased heart rate 

g. Arrhythmia 

h. Dyspnea 
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i. Perspiration, cold, clammy skin 

j. Flaring of nostrils; use of accessory muscles of respiration  

k. Altered blood pressure 

l. Yawning  

m. Cyanosis 

9. Patients with compromised respiratory systems are understandably anxious about ongoing oxygen supply.  

a. A back-up source of oxygen should be available in the patient’s home in case the oxygen source 

malfunctions or is prematurely depleted.  

10. Give emergency phone numbers to the patient for:  

(1) Paramedics and ambulance 

(2) Physician 

(3) HOMECARE AGENCY 

(4) Respiratory equipment vendor  

(5) Hospital  

11. Teach family members to operate, maintain and troubleshoot equipment.  

12. Patients experiencing inadequate oxygenation may feel that more oxygen will relieve their discomfort. 

Therefore, it is essential to emphasize to the patient that oxygen is to be used only at the flow rate prescribed. 

Alert the patient to the danger of oxygen above prescribed limits.  

13. Water-soluble lubricant may be applied to lips and nasal membranes PRN for dryness and lubrication.  

14. Moisture and pressure may cause skin breakdown under oxygen tubing and straps on administration devices. 

Therefore, the skin must be examined frequently, kept clean and dry and relieved of pressure.  

15. Oxygen delivery devices should be cleaned or replaced when dirty or contaminated with secretions to prevent 

infection.  

16. If used, humidifier water should be replaced:  

a. If water is below a minimum level 

b. Daily 

Adding water to the water present in the humidifier will encourage growth of bacteria. The humidifier bottle 

should be cleaned or changed at least every two weeks.  

17. Do not use more than 50 feet of oxygen extension tubing connected to oxygen delivery device.  

 

EQUIPMENT:  

• Stethoscope  

• Oxygen source (cylinder, concentrator or liquid oxygen system) 

• Oxygen delivery device (cannula, mask trach collar), 2 sets 

• Humidity bottles and adapters, if needed  

• Sterile distilled Water  

• “Oxygen in Use” signs 

• Cleansing solution  

• Gloves  

Instructions for specific types of equipment form vendor supplying equipment* 

*A wide variety of oxygen therapy equipment is available from respiratory equipment suppliers. To describe the exact 

operation of each type is beyond the scope of this procedure. It is imperative that the nurse reviews the operation of 

specific equipment with the vendor. General guidelines for major types of equipment are included in this procedure.  
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PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Review order from physician for oxygen therapy.  

3. Evaluate the patient’s respiratory status. Assure a patient airway before commencing oxygen administration.  

4. Post “Oxygen in Use” warning sign. Evaluate environment for hazards related to combustion.  

5. Explain procedure to patient.  

6. Evaluate patency of nostrils if nasal cannula is to be used.  

 

7. Prepare oxygen source:  

a. Crack (break seal) on cylinder, plug in concentrator, check liquid contents of liquid system.  

b. Screw humidifier onto tank outlet or concentrator oxygen outlet if humidifier is to be used.  

c. Connect oxygen tubing to oxygen source.  

d. Set flow on flow dial, flow tube, oxygen flow control or flow meter at prescribed liter flow.  

e. If concentrator is used, turn power switch on and adjust flow rate.  

8. Apply oxygen delivery device:  

a. Nasal Cannula 

(1) Set flow rate as ordered.  

(2) Place prongs in nostrils with flat surface against skin.  

(3) If prongs are curved, direct curve downward toward floor of nostrils.  

(4) Secure cannula tubing over each ear and slide adjuster under chin to secure tubing taking care to adjust 

to patient comfort.  

(5) Clean nasal cannula daily and PRN. (Refer to After Care).  

(6) Provide frequent mouth and nasal care, lubricate nose with water-soluble lubricant if dry.  

b. Oxygen Mask 

(1) Select a mask that will afford patient the best fit.  

(2) Set flow rate as ordered by physician. Rate must exceed five liters/minute to flush mask of carbon 

dioxide. In high humidity masks, oxygen should be turned up until mist flows from mask. Rebreathing 

masks are usually set at a rate sufficient to maintain reservoir inflation, around ten liters/minute.  

(3) Position mask over the patient’s face covering the nose, mouth and chin to obtain a tight seal.  

(4) Slip loosened elastic strap over patients’ head, positioning it above or below the ears.  

(5) Tighten elastic strap so that mask is snug but no uncomfortably tight. Make sure that oxygen is not 

leaking into patient’s eyes.  

(6) If rebreathing mask is used, check to see that one-way valves are functioning properly. This mask 

excludes room air, and a valve malfunction could lead to a build-up of carbon dioxide in the mask.  

(7) If a non-rebreathing or partial rebreathing mask is used:  

a. Flush the mask and bag with oxygen before applying.  

b. Observe bag and make sure that there is only slight deflation when the patient breathes. If marked 

deflation occurs, increase the flow rate of oxygen bag.  

c. Keep the reservoir bag from kinking or twisting and free to expand at all times.  

(8) Clean mask daily and PRN. (Refer to After Care). 

              

              C.     Trach Collar or Trach Mask:  

(1) Attach the large-bore tubing coming from the oxygen source to the swivel adapter on the collar.  

(2) Set oxygen flow rate and concentration as ordered.  

(3) Place elastic trap in one flange of trach collar.  

(4) Place collar’s opening directly over the patient’s tracheostomy tube.  

(5) Slip the unattached end of the elastic strap behind the patient’s neck while stabilizing 
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(6) Position wide bore tubing. 

(7) Do not block exhalation port.  

(8) Assure that nebulizer delivers constant mist. 

(9) Empty any build-up of condensation every two hours. 

(10) Clean tracheostomy collar as needed.  

9. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Clean oxygen therapy equipment as instructed by respiratory equipment company using cleaning solution. 

Two sets should be used alternately with one being cleaned while the other in use.  

2. Document in patient’s record:  

a. Date and time oxygen is being used.  

b. Flow rate and concentration of oxygen.  

c. Patient’s response to oxygen therapy.  

d. Findings of physical assessment.  

e. Equipment evaluation for safety, functioning and time of oxygen source change.  

f. Instructions given to patient/caregiver.  

g. Patient/caregiver understanding of instructions. 
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USE OF THE ULTRASONIC NEBULIZER 

 

PURPOSE:  

To deliver large volumes of wetting agents to the lungs for the purpose of mobilizing thick secretions and creating 

productive coughing.  

 

CONSIDERATIONS:  

1. The nebulizer converts an electric current to sound waves. These sound waves transform water into fine 

particles, which form a dense fog.  

2. Since the nebulizer delivers a large volume of fluid to the lungs, the patient must be observed for signs of 

overhydration:  

a. Pulmonary edema 

b. Rales  

c. Electrolyte imbalance 

d. Weight gain 

3. Ultrasonic treatments might trigger bronchospasms in patients with asthma.  

4. To prevent mechanical hazards, only equipment recommended by the manufacturer should be used. If any 

defect is suspected or observed in the device, the medical equipment supplier should be notified immediately.  

5. The electrical equipment should be properly grounded. Extension cords should not be used unless the use and 

type of cord is approved by the manufacturer or supplier.  

6. Nebulizer should be placed where there is adequate ventilation to prevent unit from overheating.  

7. If nebulizer is powered by an oxygen source, all oxygen precautions should be observed. 

8. Since a large volume of mist is delivered directly into the lungs, scrupulous attention must be given to 

cleaning and care of equipment to reduce bacterial contamination.  

 

EQUIPMENT:  

• Ultrasonic nebulizer 

• Oxygen tubing  

• Mouthpiece or mask  

• Sterile distilled water  

• Suction equipment (optional)  

• Cleansing agent  

• Wetting agent  

• Gloves and other protective equipment as necessary 

 

PROCEDURE:  

1. Adhere to Universal Precautions  

2. Review order for use of ultrasonic nebulizer, which should include:  

a. Type of wetting agent.  

b. Frequency of use.  

c. Mode of aerosol delivery (mouthpiece or mask).  

d. Duration of use, i.e., one month, six months.  

e. Length of treatment.  

f. Diagnosis and medical necessity.  

3. Explain procedure to patient.  

4. Prepare nebulizer for use:  
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a. Fill nebulizer cup with prescribed wetting agent or sterile distilled water, attach to nebulizer.  

b. Attach breathing tubing to ultrasonic nebulizer or oxygen source.  

c. After solution has been added to nebulizer cup, turn nebulizer on and observe for visible mist production.  

d. If no visible mist is produced:  

(1) Check electrical connection.  

(2) Check to verify that all switches are on.  

(3) Check water levels in reservoir and coupling chamber.  

(4) Check air supply and check for obstruction in breathing tubing or mouthpiece.  

5. Apply mask or mouthpiece.  

6. Encourage patient to breathe slowly and deeply with a brief pause at the end of inspiration, so the mist can 

penetrate to the lower bronchial tree.  

7. Stay with patient for length of treatment administration.  

8. Assess vital signs, observe for rales and wheezes.  

9. At conclusion of treatment, encourage coughing the expectoration of secretions. Suctioning may be required.  

10. Discard soiled supplies in appropriate containers.  

 

 

AFTERCARE:       

1. The ultrasonic nebulizer cup, delivery tubing, mask and/or mouthpiece should be disinfected daily.  

2. Document In patient’s record:  

a. Date, time and duration of therapy.  

b. Medication administered.  

c. Findings of respiratory assessment.  

d. Patient’s response to procedure.  

e. Mucous viscosity and production.  

f. Instructions given to patient/caregiver.  

g. Patient/caregiver understanding of instructions an equipment set up and maintenance.  

h. Patient and caregiver understanding of safety practices.  

3. Refer to manufacturer’s instructions for equipment maintenance.  
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CHEST PHYSICAL THERAPY 

 

PURPOSE:  

To mobilize and eliminate pulmonary secretions, re-expand lung tissue and promote efficient use of respiratory 

muscles.  

 

CONSIDERATIONS:  

1. Chest physical therapy includes postural drainage, chest percussion, vibration, coughing and deep breathing 

exercise. Verify Physician’s Order prior to initiating treatment.  

2. Postural drainage is most effective if performed before breakfast to clear the mucus that has accumulated 

during the night, and in the evening, at least an hour before bedtime to facilitate sleeping.  

3. Postural drainage is facilitated by preceding treatment with use of nebulizers, vaporizers, intermittent Positive 

Pressure Therapy (IPPB) and clapping or vibrating the thoracic rib cage.  

4. Hydration requirements are increased in pulmonary disease. Unless contraindicated by the physician, patients 

with pulmonary disease should be advised to drink 1-1/2 quarts of fluid daily.  

5. There are twelve positions in which patients can be placed for postural drainage:  

a. Usually, instructions concerning four to six positions that involve the lower and middle lobes are 

sufficient.  

b. The degree of slant is determined by the patient’s tolerance.  

c. The average range is 10-30 degrees (12-18 inches). 

d. The slant should be altered or in some cases eliminated if the patient becomes moderately dyspneic or 

shows other signs of respiratory/cardiac distress.  

e. Duration of bronchial drainage depends on the patient’s tolerance and individual needs. Bronchial drainage 

is usually 5-15 minutes; if percussion and vibration are added, there will be an increase of 2-3 minutes for 

each position.  

f. Intensity of percussion/clapping is usually dependent upon the patient’s tolerance.  

6. Refrain from percussion over the spine, liver, kidneys or spleen to avoid injury to the spine and internal 

organs.  

7. Postural drainage is useful in patients with sputum production greater than 30 cc per day, and with the 

following diagnosis:  

Bronchitis 

Chronic bronchitis 

Lung abscesses  

Obstructive lung diseases 

Tuberculosis 

Cystic fibrosis 

Pneumonia with mucopurulent sputum  

Bed bound patients with retained secretions 

8. Postural drainage is usually not indicated for the following diagnoses:  

Pleural effusion 

Pulmonary edema 

Lung cancer  

Pulmonary fibrosis  

9. Contraindications to postural drainage are:  

Unstable cardiovascular system  

Hemorrhagic conditions 

Pulmonary embolism  
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Increased intracranial pressure  

Empyema  

Hemoptysis  

Recent chest trauma/rib fracture  

Immediately after meals  

10. Use caution when percussing/clapping over bony prominences, skin lesions, osteoporotic ribs, and old 

thoracotomies.  

11. Mechanical percussors are useful for providing gentle mechanical vibration for patients who are unable to 

tolerate manual percussion/clapping or for patients who live alone.  

 

EQUIPMENT:  

• Stethoscope  

• Tissues/paper towels 

• Pillows  

• Vibrator (optional) 

• Nebulizer (optional)  

• Gloves  

• Personal protective equipment (mask, eyewear) as needed 

 

PROCEDURE:  

1. Adhere to Universal Precautions 

2. Review physician’s orders for location of affected lung segment(s), prescribed treatment and sequence of 

procedure, e.g. if ordered, include use of nebulizer prior to treatment, percussion/clapping, and vibration in 

each position. 

• Apical segment of the upper lobes (posterior): 

Percuss over the right and left scapula from mid-scapula up.  

• Apical segment of the upper lobes (anterior):  

Percuss over the area of the right and left clavicles.  

• Posterior segment of upper lobes: percuss over the area above the mid-scapula line in the right an=d 

left sides.  

• Anterior segment of upper lobes: Percuss in the area above the breast to the clavicle.  

• Right middle lobe and lingual of left upper lobe: Percuss above or below breast on the respective side.  

• Lower lobes (anterior): Percuss from the breast to the base of the last rib.  

• Lower lobes (lateral): Percuss from the base of the axilla to the base of the last rib.  

• Lower lobes (posterior): Percuss from the mid-scapula area to the base of the last rib. 

3. Auscultate lungs to determine baseline respiratory status, count the respiratory and pulse rate before and after 

procedure.  

4. Explain procedure to patient.  

a. Postural drainage:  

(1) Nebulizer treatment (if ordered) should precede postural drainage for maximal effectiveness.  

(2) Review diaphragmatic pursed lip breathing with patient prior to positioning.  

(3) Loosen or remove patient’s tight clothing.  

(4) Position patient in appropriate positions.  

(5) Patient should remain in each position 5 to 15 minutes, depending on the patient’s tolerance.  

(6) Remind patient to use the controlled cough after each position. (See Controlled Cough, No. 2.08.) 

b. Percussion/Clapping and Vibration is performed in each position for 2 to 3 minutes. 
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(1) Percussion/Clapping is a technique of cupping the hand to allow a cushion of air to come between the 

hand and the patient. The fingers should be relaxed and straight, with the thumb placed beside the 

index finger. Properly performed, a popping sound will be heard when the patient is 

percussed/clapped. The hands should be raised alternately three to four inches from the patient’s body.  

(2) Vibration: Following percussion/clapping, vibrate the chest wall during exhalation:  

a. Remind patient to purse lip breathe.  

b. During exhalation, press hands flat against patient’s chest wall.  

c. The percussor vibrates the thoracic cage by isometrically contracting or tensing the muscles of their 

arms and shoulders. *Note: The percussor vibrated “into” the patient.  

d. Repeat three to five times during exhalation in each position.  

5. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Patient’s response to procedure.  

b. Positions used for postural drainage.  

c. Length of time maintained for each position.  

d. User of percussion/clapping and vibration.  

e. Color, amount, odor and viscosity of sputum.  

f. Instructions to patient/caregiver.  

g. Patient/caregiver understanding of instructions.  
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CONTROLLED COUGH 

 

PURPOSE:  

To increase expectoration of sputum by learning to control the cough in an effective manner.  

 

CONSIDERATIONS:  

1. Vibration, percussion, postural drainage and coughing all increase expectoration of sputum. The primary 

function of the cough is to expectorate secretions and foreign material from the airways.  

2. Educating the patient with an ineffective cough, e.g. chronic, paroxysmal, hacking cough, to a controlled, 

effective cough requires training and practice. Stress is placed on minimizing the forcefulness of the cough 

and in using diaphragmatic breathing between coughs.  

3. Controlled coughing should make a hollow sound. The first cough in the procedure loosens; the second cough 

moves the mucus. The momentary stopping/starting of inspired air (sniffing) prevents triggering the coughing 

mechanism. 

4. The most comfortable position for coughing is in a sitting position with head slightly forward, feet on the 

floor.  

5. The cough procedure should become a routine part of the patient’s chest physical therapy.  

 

EQUIPEMENT:  

• Tissues/paper towels 

• Impervious trash bag 

• Gloves 

• Mask, protective eye wear (optional)  

 

PROCEDURE:  

1. Adhere to Universal Precautions 

2. Explain procedure to patient, reviewing diaphragmatic and pursed-lip breathing.  

3. Position the patient in a forward leaning posture, feel on floor, tissues in hand. 

a. Instruct the patient to do the following:  

(1) Slowly inhale  

(2) Hold the deep breath for 2 seconds.  

(3) Cough twice with mouth slightly open. Use strong tissues or paper towels to dispose of mucus. Deposit 

used tissues/towels in impervious bag.  

(4) Pause.  

(5) Inhale by sniffing gently.  

(6) Rest.  

b. Have the patient practice the procedure, then write down the steps if a printed handout is not available.  

4. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Length and time spent on cough training.  

b. Color, amount, odor and viscosity of sputum.  

c. Instructions given to patient/caregiver.  

d. Patient’s response and ability to give a return demonstration of procedure.  

 

RESPIRATORY: SPUTUM SPECIMEN COLLECTION 
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PURPOSE:  

To obtain specimen for culture of respiratory pathogens.  

 

CONSIDERATIONS:  

1. Sputum is a mucous secretion produced in the lungs and bronchi. There are several methods of obtaining 

specimens: a) expectoration or b) tracheal suction.  

2. Mouth care is given prior to specimen collection to decrease contamination with oral bacteria and food if 

specimen is obtained by expectoration.  

3. It is optimal to schedule specimen collection prior to breakfast.  

4. Oxygen dependent patients should receive oxygen before and after tracheal suctioning.  

5. Specimen must be transported in appropriately marked, leak proof, unbreakable container.  

 

EQUIPMENT:  

• Impervious trash bag 

• Sterile specimen container or in-line collection trap  

• Tissues  

• Basin  

• Cup with mouthwash  

• Suction catheter  

• Sterile gloves  

• Flashlight  

• Tongue blade  

• Normal saline  

• Gloves  

• Mask, goggles (optional)  

Note: Tracheal suction kit will include sterile suction catheter and gloves 

 

PROCEDURE:  

1. Adhere to Universal Precautions  

2. Expectoration:  

a. Explain procedure to patient.  

b. Position patient in high-Fowler’s position.  

c. Have patient rinse mouth.  

d. Instruct patient to breathe deeply, cough and expectorate into sterile container.  

e. Cap and label container. Note on label any antibiotic therapy patient is receiving or has recently 

completed.  

3. Tracheal suction:  

a. Explain procedure to patient.  

b. Check suction machine to be sure that it is operating correctly.  

c. Fill basin with normal saline.  

d. Place patient in semi to high-Fowler’s position.  

e. Connect in-line trap collection container to the suction tubing.  

f. Don glove. Attach sterile suction catheter to tubing of specimen trap container.  

g. Instruct patient to tilt head back. Lubricate catheter with normal saline and gently pass suction catheter 

through nostril.  
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h. As catheter reaches juncture of larynx, patient will cough. Immediately pass catheter into trachea. At this 

time, instruct patient to take several deep breaths to ease passage of catheter.  

i. Apply suction for 5-10 seconds. Discontinue suction and remove catheter.  

j. Detach catheter from specimen trap. Holding catheter in gloved hand, remove glove, enclosing catheter 

and dispose in impervious bag.  

k. Disconnect specimen container form suction machine, leaving tubing attached to lid. Seal container by 

looping tubing to other opening on lid.  

l. Label container. Note on label any antibiotic therapy patient is receiving or has recently completed.  

4. Discard soiled supplies in appropriate containers.  

5. Transport specimen in an appropriate container.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Time, date and delivery of specimen to laboratory.  

b. Color, consistency and odor of sputum.  

c. Method of specimen collection.  

d. Patient’s response to procedure.  
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REPIRATORY: CLEANING AND DISINFECTION OF RESPIRATORY THERAPY EQUIPEMENT 

 

PURPOSE:  

To prevent and minimize bacterial growth in respiratory therapy equipment.  

 

CONSIDERATIONS:  

1. If not cleaned properly, respiratory therapy equipment provides an excellent reservoir for growth of 

pathogenic organisms that can be introduced to the patient via the airway.  

2. Scrupulous attention should be given to all parts of the equipment. (Example: exterior, tubing, reservoirs, etc.) 

3. Equipment should be rinsed in warm running water after each treatment and disinfected daily.  

4. Two complete sets of washable equipment should be on hand so that a clean, dry set is available is needed.  

5. Do not use hair dryers and blowers to dry equipment, let equipment air-dry.  

6. All equipment should be kept in a clean, dry, dust-free area.  

 

EQUIPMENT: 

• Liquid dish detergent  

• Nylon brush 

• Clean, dry towel or paper towels  

• Disinfecting agent  

• Basin 

• Plastic bag, if equipment is to be stored  

• Gloves  

• Personal protective equipment as needed  

 

PROCEDURE:  

1. Adhere to Universal Precautions  

2. Remove all washable parts of equipment and disassemble. 

3. Wash equipment in liquid dish detergent and hot water, scrubbing gently with nylon brush. Scrub thoroughly 

to remove mucus, secretions, medications and foreign material.  

4. Rinse equipment thoroughly, making sure all detergent is removed.  

5. Soak equipment in disinfecting agent (see Section 14 . Appendix A) or other disinfecting agent recommended 

by equipment manufacturer.  

6. Air dry equipment by:  

a. Shaking or swinging excess water out of tubing and hard to dry areas.  

b. Hanging tubing to allow to drip-dry completely.  

c. Placing remaining equipment on clean paper towels and covering with paper towels.  

7. Discard solution according to manufacturer’s instructions.  

8. Wipe down all surfaces of machines with a clean cloth daily.  

9. Store unused equipment in plastic bag.  

AFTERCARE:       

1. Document in patient’s record:  

a. Instructions given to patient/caregiver.  

b. Patient/caregiver understanding and return demonstration.  

c. Condition of equipment after cleaning.  
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REPIRATORY: CHEST TUBE MANAGEMENT 

 

PURPOSE:  

To evacuate air or fluid from the pleural space and/or to allow full expansion of the lungs.  

 

CONSIDERATIONS:  

1. The chest tube dressing must remain occlusive to prevent the possible introduction of air or microorganisms 

into the pleural space.  

2. The drainage collection system should be positioned below the level of the patient. The collection tube should 

remain free of kinks or loops.  

3. There should be two shod clamps and two 3x9 petroleum gauze packages within close proximity to the patient 

at all times.  

4. Observe the collection chamber to monitor volume, rate and character of drainage. Little or no drainage may 

indicate:  

a. There is no fluid in the pleural space to drain (e.g. tube place to pneumothorax only).  

b. The tube is occluded or kinked.  

5. Do not routinely strip or milk tubes. If a tube appears occluded, gently milk no more than 12 inches of the tube 

at a time in the area that appears occluded.  

6. If suction is being used:  

a. Assess water level in the suction chamber.  

b. Fill suction control chamber as needed to appropriate level for amount of suction ordered.  

c. Ensure “gentle” bubbling is present. Too much bubbling will cause water to evaporate quickly.  

d. Not enough bubbling will not provide adequate suction.  

7. If no suction is ordered, suction tubing must be disconnected form the suction machine.  

8. Observe water seal chamber for tidaling and bubbling.  

a. Tidaling is a normal rise and fall of fluid in the water seal chamber due to change in intrathoracic pressure. 

The water seal column moves up with inspiration and down with expiration. Tidaling will be absent when:  

(1) The lung is re-expanded.  

(2) The tube is occluded.  

(3) Suction is applied. (To observe tidaling when suction used, temporarily disconnect the suction.)  

b. Bubbling indicated that there is either a system air leak, leak around the chest tube insertion, or continuing 

pneumothorax.  

c. An increase in or development of new bubbling that is in the patient’s chest should be reported to the MD.  

d. Bubbling will slowly disappear as the lung re-expands and any existing leak stops.  

e. An absence of bubbling may indicate that the lung is re-expanded or that the tubing is occluded. If 

occlusion is suspected, gently milk the tubing at the suspected occlusion site.  

9. See table at end of procedure for troubleshooting guide.  

10. Instruct the patient/caregiver in management of a disconnected chest tube:  

a. If the tube pulls completely out of the insertion site, immediately cover with your hand, until you can 

apply the petrolatum-impregnated gauze dressing. Do not permit the opening to remain exposed. Call 911.  

b. If the tube disconnects at another site, such as the connection to the drainage system tubing or to the 

drainage system collection unit, immediately reconnect tubing and notify physician.  

 

EQUIPMENT:  

• Personal Protective Equipment 

• Antimicrobial wipes  

• Gloves  
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• Sterile gauze, 3x3, 4x4 and split gauze pads 

• Petrolatum-impregnated gauze dressing  

• Liquid skin barrier (optional)  

• Tape (adhesive, silk or transparent-NOT paper)  

• Chest tube drainage collection system  

• Chest tube shod clamps; 2 clamps for each chest tube  

• Sterile normal saline and/or sterile H2O  

• Impervious trash bag 

 

PROCEDURE:  

1. Adhere to Universal Precautions  

2. Explain the procedure to the patient.  

3. Assemble equipment in a clean and conveniently located work area.  

4. Perform patient assessment per standard policy and procedure, with particular attention to cardiopulmonary 

status and patient toleration of the chest tube.  

5. Notify the physician regarding abnormal findings or deviations from the patient baseline status and concerns 

or problems with patient toleration of the chest tube. 

6. Place the patient in a supine position and uncover the chest to expose the catheter.  

7. Aseptically open one or two packages of sterile split gauze.  

8. Cut three or four (6 inches long x 2 inches wide) pieces of tape.  

9. Decontaminate hands and don gloves.  

10. Remove and dispose of old dressing and tape from tube and site.  

11. Decontaminate hands and change gloves.  

12. Cleanse site with antimicrobial wipe, moving from the center outward in circular area. Allow the area to air 

dry.  

13. Apply a liquid skin barrier to prevent skin breakdown and to secure the dressing if needed.  

14. Apply new petrolatum gauze firmly around the chest tube insertion site to prevent air from entering the chest.  

15. Apply dry gauze dressing over the tube site.  

16. Apply tape, overlapping the edges slightly to form an occlusive dressing. Be sure to completely encase the 

chest tube dressing and the chest tube with tape. Make sure there is no tunneling where the chest tube exits the 

dressing. A separate piece of tape may be needed to seal the tunnel from below.  

17. Secure the connection between the chest tube and connecting tubing to the drainage system tightly, using 

SPIRAL TAPING at all connections, so that the site is not obscured by tape. The 5-in-1 connectors should 

remain accessible.  

18. Tape the chest tube to the patient’s chest or abdomen to prevent pulling as the patient moves. (Use the hinge-

tape method; pinch the tape together under the chest tube before taping it to the patient. This prevents the chest 

tube from slipping through the tape and allows much stronger resistance to applied forces.)  

19. Assess the water seal for bubbling. If bubbling present, locate the source of the air leak:  

a. Clamp chest tube close to patient.  

b. If bubbling stops, source of air leak is above clamp, (i.g.at the tube insertion site or inside patient’s pleural 

space).  

c. Remove clamp and apply pressure to skin around chest tube. If bubbling stops, leak is at insertion site 

around tube.  

d. Apply petroleum gauze to insertion site and occlusive dressing to stop leak.  

e. If bubbling continues with pressure to skin or petroleum gauze around insertion site, leas is most likely 

inside patient’s chest.  
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f. If bubbling persists when clamped close to patient, move clamp down tube at intervals above and below 

connections toward the drainage collection system.  

g. When bubbling stops, the leak is at the connection just above the clamp. Tighten and tape leaky 

connections.  

h. If bubbling persists when clamped just above the chest drainage container, the container is cracked or 

broken. Replace the drainage collection system. 

20. Evaluate the need to change the drainage bottle or collection system and perform set-up procedure per 

manufacturer’s instructions.  

21. Use aseptic technique and adhere to Standard Precautions to change the drainage system according to 

manufacturer’s recommendations when it is near capacity as follows:  

a. Don gloves and personal protective equipment (as necessary). 

b. Open the new system and fill the water seal chamber to the recommended level per manufacturer’s 

instructions. If suction is being used, fill the suction chamber to the level ordered by the physician; usually 

20cc H2O. 

c. Remove the tape from the 5-in-1 connector.  

d. CLAMP THE CHEST TUBE CLOSE TO THE PATIENT AND JUST PROXIMAL TO THE 5-IN1 

CONNECTOR.  

e. Disconnect the chest tube form the 5-in-1 connector and connect the new chest tube drainage system 

tubing.  

f. Tighten the connection and secure it with spiral wrapped tape.  

g. Remove the clamps.  

22. Provide patient comfort measures.  

23. Clean and replace equipment.  

24. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. The procedure and patient’s tolerance to procedure.  

b. Patency of the chest tube.  

c. Presence and absence of bubbling in the water seal chamber or air evacuation form Heimlich valve 

patency (sounds like flatus or a duck quack).  

d. Volume and characteristics of fluid drainage in the chest tube system or on the dressing.  

e. Amount of suction n suction control chamber.  

f. Presence/absence of fluctuation in water seal chamber with the patient’s inspiration (tidaling).  

g. Cardiopulmonary assessment, including the rate, rhythm, effort, depth and pattern of breathing, percussion 

notes and auscultation findings in all fields.  

h. Safety measures, such as clamps and petroleum gauze at bedside, intactness of dressing and taped 

connections and any adverse events such as incidental disconnection.  

i. Instructions given to patient/caregiver, compliance with procedures and ability to perform/repeat 

instructions accurately.  
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TIDALING 

Tidaling is the rise and fall of fluid in the water seal tube chamber, which is a direct reflection of the degree of lung 

re-expansion. Tidaling decreases as the lung re-expands.  

In order to observe tidaling when suction is used, suction may be temporarily disconnected. Tidaling occurs with 

respiration and is a sign that all is well.  

 
Water Seal Tube 

 

Tidaling 

Underwater Seal Bottle 

Bubbling 
Assessment and Management of Air Leak 

 

 

YES 

 

 

YES 

Indicates patient air leak exists and lungs are not re-expanded. The 

greater the degree of bubbling and tidaling, the greater the extent of 

air leak (pneumothorax) and the greater the degree of lung collapse.  

 

NO 

 

NO 

Indicates resolution of air leak and lung re-expansion (slight 

tidaling may be seen). Be sure patient collection tubes are not 

kinked or obstructed; verify re-expansion.  

NO YES 

Indicates a possible connection or system air leak. Momentarily 

pinch off the thoracic catheters. If bubbling continues, a connection 

leak exists. Secure and tape all connections.  

YES NO 
Can be observed with partial or total pneumonectomy and disease 

states associated with decrease lung compliance (stiff lungs).  
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RESPIRATORY: NURSING MANAGEMENT OF THE VENTILATOR-DEPENDENT PATIENT IN THE 

HOME 

 

PURPOSE:  

To safely maintain the ventilator-dependent patient in a home setting through comprehensive nursing assessment and 

intervention.  

CONSIDERATIONS:  

1. Mechanical ventilation is never used on a patient with unresolved pneumothorax.  

2. The medical equipment supplier is expected to provide/ensure that:  

a. A respiratory therapist is available 24 hours per day.  

b. Electrical equipment is properly grounded.  Extension cords are not acceptable unless approved by the 

manufacturer or supplier.  

c. A back-up ventilator and suction until are in the home. Judgment may be used to determine if a back-up 

ventilator is necessary. Some factors which should  be considered are:  

(1) Patient’s degree of dependence on mechanical ventilation.  

(2) Skill and reliability of caregivers.  

(3) Proximity/accessibility of equipment supplier.  

d. Only equipment recommended by the manufacturer is used.  

e. Any defective equipment is replaced in a timely manner.  

f. A manual resuscitation bag is maintained in the home. 

g. Instructions are placed in the home for use.  

h. Education to the patient/caregiver regarding use and maintenance of equipment and safety measures.  

3. Oxygen precautions must be observed.  

4. The patient is never ventilated with dry gas.  

5. The ventilator tubing must be kept free of condensation.  

6. Proper cleaning of equipment reduces the risk of infections.  

7. A system of communication should be established with a patient.  

8. Potential medical complications requiring observation and reporting are:  

a. Airway obstruction  

b. Tracheal damage  

c. Pulmonary infection  

d. Pneumothorax  

e. Subcutaneous emphysema  

f. Cardiac embarrassment  

g. Atelectasis 

h. Gastrointestinal malfunction  

i. Renal malfunction  

j. Central nervous system malfunction  

k. Psychiatric trauma 

9. Mechanical ventilation for the patient is initialed in the hospital. Criteria for home care of the ventilator 

dependent patient includes:  

a. A willing patient and caregiver(s).  

b. Demonstrated capabilities of both patient and caregiver(s).  

c. A plan for twenty-four availability of caregiver(s).  

d. A home appropriate for the ventilator dependent patient:  

(1) Adequate space for placement of the equipment.  

(2) Water 
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(3) Electricity 

(4) Telephone service  

(5) Clean environment 

e. A plan for periodic medical care and laboratory studies.  

f. Funding source(s) for professional services, supplies and equipment.  

g. Back-up emergency equipment and source of electricity.  

10. Prior to hospital discharge, careful planning is necessary to return the ventilator dependent patient to the home 

setting. 

a. The patient should be using the same type of ventilator in the hospital as ordered for home care.  

b. The home care nurse should make a hospital visit to meet the patient and initiate the care planning process.  

11. Preparing for the first day at home includes all the considerations unique to the ventilator-dependent patient. 

Special planning is required to transport the patient home with portable ventilator equipment. Prior to 

attaching the patient’s airway to the home ventilator, all systems must be carefully checked per manufacturer’s 

directions.  

12. All essential equipment including oxygen source must be in home when patient arrives.  

 

EQUIPMENT:  

• Portable ventilator 

• Cascade heating elements  

• Breathing circuit tubing and hose assemblies  

• Main hose  

• Tracheal tube adapters  

• Exhalation valve  

• Flex tubing  

• Suction unit and equipment  

• Two 12 volt leak-proof batteries, cases and cables  

• One eight (8) hour capability  

• One six (6) hour capability  

• Battery recharger  

• Non-sterile gloves  

• Obturator  

• Tracheal tubes with cuff  

• Tracheostomy care kit (optional) 

• Sterile wrap  

• Basins (3)  

• Forceps  

• Drape  

• Flexible nylon bristle brush  

• Pipe cleaners (3) 

• 30” twill tape or Velcro ties  

• Gauze sponges (4)  

• Pre-cut non-woven trach dressings (3)  

• Sterile gloves  

• Sphygmomanometer  

• Stethoscope  
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• Normal saline solution 

• Hydrogen peroxide  

• Sterile distilled water  

• Disinfectant  

• Manual resuscitation bag, required for portability and power failure.  

• Daily checklist for caregiver(s)  

• Weekly checklist  

• Oxygen (if required)  

• Back-up ventilator (optional)  

• Nebulizer unit (if ordered) 

• In-line adapter to ventilator circuit or Pulmo-Aid unit 

• Surge protector  

• Medication 

 

PROCEDURE:  

1. Adhere to Universal Precautions. Don any necessary protective equipment.  

2. Review physician’s order.  

a. Ventilator type.  

b. Ventilator rate.  

c. Ventilation mode e.g., intermittent mandatory ventilation (IMV), synchronized intermittent mandatory 

ventilation (SIMV), assist/control. 

d. Tidal volume.  

e. Fraction of inspired oxygen concentration.  

f. Sigh rate, sigh volume if applicable.  

g. Oxygen tension setting (PEEP).  

h. Low and high-pressure alarm settings.  

i. Duration of treatment.  

j. Inspiratory: Expiratory ratio (I:E Ratio) (optional)  

k. Flow rate (optional)  

l. Medication and diluent (optional)  

3. Evaluate pulmonary status:  

a. Check home ventilator to determine that all settings are per physician’s orders, connections and tubing are 

intact.  

b. Evaluate patient’s pressure reading for normal values.  

c. Assess patient for symmetrical chest expansion.  

d. Auscultate lung fields.  

e. Suction trachea as needed to maintain an open airway. (See Tracheal Suctioning, No. 2.03.)  

f. Provide routine tracheostomy care. (See Tracheostomy care, Nos. 2.01 & 2.02.) 

g. Provide periodic sighing or deep breathing with ventilator mechanism or manual resuscitation bag.  

h. Monitor proximal pressure and observe trends in proximal pressures.  

i. Check humidification system to ensure patient is never ventilated with dry gas.  

j. Keep tubing free of condensation.  

k. Monitor and record level of oxygen in tank.  

l. Check that back-up ventilator and batteries are in home and operational.  

m. Check and test alarm limits.  

4. Evaluate gastrointestinal status:  
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a. Auscultate bowel sounds.  

b. Palpate abdomen.  

c. Measure abdominal girth.  

d. Monitor bowel functioning.  

5. Evaluate cardiovascular status:  

a. Auscultate heart sounds.  

b. Assess for jugular neck vein distention.  

c. Observe for peripheral edema.  

d. Monitor blood pressure and pulse.  

6. Evaluate fluid balance:  

a. Assess intake and output. 

b. Assess skin turgor and mucous membranes for signs of dehydration.  

7. Evaluate nutritional status:  

a. Assess oral intake  

b. Observe for possible dysphagia and/or aspiration.  

8. Assess for signs/symptoms of infection.  

a. Monitor temperature.  

b. Observe for increases in heart rate.  

c. Observe for changes in tracheal secretions.  

9. Identify and establish methods of communication.  

10. Assess adequacy of rest/sleep periods.  

a. Instruct patient/caregiver to schedule activities to allow patient adequate rest/sleep periods.  

b. Instruct patient/caregiver in relaxation techniques.  

11. Periodically review plan of care for medical intervention and laboratory studies.  

12. Evaluate psychosocial status of patient/caregivers on a regular basis. Provide emotional support to patient and 

caregivers.  

13. Clean ventilator equipment.  (See Cleaning and Disinfection of Respiratory Equipment, No. 2.10.) 

14. Reassemble equipment.  

15. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Nursing assessment.  

b. Operation of home ventilator system including alarms.  

c. Caregiver’s ability to meet patient’s needs.  

d. Instructions to patient/caregiver.  

e. Patient/caregiver returns demonstration responses.  

f. Communication with physician, medical equipment supplier and respiratory therapist.  
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RESPIRATORY: CLOSED CHEST CAVITY IRRIGATION  

 

PURPOSE:  

To cleanse tissues, remove cell debris and excess drainage from closed chest cavity.  

 

CONSIDERATIONS:  

1. Chest cavity irrigation requires aseptic technique.  

2. Irrigation is done with an anterior chest tube placed for infusion or irrigant, and a posterior tube placed for 

drainage of the cavity.  

3. Irrigation of the wound with an antiseptic solution helps wound healing.  

 

EQUIPMENT: 

• Impervious bag  

• Sterile gloves  

• Apron or gown (optional) 

• Prescribed irrigant  

• Gavage type feeding bag with tubing and clamp 

• 250 cc sterile water  

• Sterile container  

• Drainage bag  

• Alcohol swab 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Review physician’s orders.  

3. Using aseptic technique, prepare prescribed irrigant per instructions. Allow the solution to stand until it 

reaches room temperature. Do not use nay solutions which have been open for more than 24 hours.  

4. Explain procedure to patient.  Have caregiver, who is learning the procedure, observe and participate as 

appropriate.  

5. Establish with the patient the preferred location and routine for the procedure.  

6. Establish a clean field with all the equipment and supplies needed for irrigation and wound care.  

7. Pour 250 cc prescribed irrigant into gavage-type feeding bag.  

8. Remove plug to anterior chest tube and connect gavage tubing. Be sure to maintain asepsis at connector sites 

by cleansing with alcohol swab.  

9. Slowly unclamp tubing so that the irrigating solution infuses over 15 minutes. Stop the procedure if the patient 

complains of sharp pain, sudden shortness of breath or shows signs of respiratory distress.  

10. When infusion is complete, clamp tubing and disconnect. Be sure not to allow air to enter the chest tube and 

pleural cavity.  Again, maintain asepsis at connector sites.  

11. Position the patient to allow the irrigant and wound drainage to drain the posterior chest tube into the drainage 

bag.  

12. Observe characteristics of the drainage, including type, amount (measure and record), color and odor. Empty 

and discard drainage from drainage bag.  

13. Observe the patient for signs of infection (fever, diaphoresis, changes in vital signs, redness, and inflammation 

oat the chest tube insertion site) and respiratory distress.  

14. Properly dispose of drainage and solutions. Discard soiled supplies in appropriate container.  
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AFTERCARE:       

1. Document in patient’s record:  

a. Patient’s response to procedure.  

b. Observations about chest tube site and drainage.  

2. Instruct the patient/caregiver in:  

a. Reporting any changes in pain, drainage, temperature or other signs and symptoms of infections.  

b. Procedure for preparation or securing of instruments, supplies or medication.  

c. Activity permitted.  

d. Diet to enhance healing.  

3. Document patient/caregiver understanding of instruction.  
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RESPIRATORY: MEASUREMENT OF OXYGEN SATURATION USING PULSE OXIMETRY 

(TELEMEDICINE) 

 

PURPOSE:  

To monitor arterial oxygen saturation noninvasively.  

 

CONSIDERATIONS:  

1. The symbol SpO2 is used to denote noninvasive, electronically measured arterial oxygen saturation, the 

symbol SaO2 is used to indicate invasively measured arterial oxygen saturation.  

2. Oximetry measures the percentage of hemoglobin that is saturated with oxygen. If the patient is anemic (not 

enough hemoglobin), the SpO2 may be within normal limits but the blood may not be carrying enough oxygen 

to meet the tissue oxygen needs. In this situation, the patient could appear hypoxic with a “normal” SpO2 

value.  

3. Oximetry gives NO information about the level of blood carbon dioxide (CO2). Patients can have hypercarbia 

with normal oxygen saturation.  

4. The SpO2 value must always be interpreted in the context of the patient’s complete clinical care.  

5. Preferred probe sites for adults are fingertips.  

6. Results may be inaccurate if the patient has any of the following: 

a. Conditions which cause poor perfusion to probe site. 

(1) Low cardiac output  

(2) Vasoconstriction  

(3) Hypothermia  

b. Elevated carboxyhemoglobin levels.  

c. Elevated methemoglobin levels.  

d. Artificial nails or nail polish.  

7. If unable to remove nail polish or artificial nails, place the probe sideways so the light goes through the finger 

side to side and bypasses the nail.  

8. Other causes of inaccurate results include: 

a. Excessive ambient light sensed by the probe sensor.  

b. Patient movement.  

c. Inability of oximeter to accurately sense the patient’s pulse.  

9. Patient should be in a “steady state” on correct dose of oxygen (or off oxygen) for at least 15 minutes before 

obtaining a reading. If initial reading done on oxygen, then with oxygen off, the nurse must wait at least 15 

minutes after oxygen removed to obtain accurate room air reading.  

10. If the patient shows clinical signs of distress after oxygen removal, immediately replace the oxygen at the liter 

flow ordered by the physician.  

11. For infants and neonates, clarify with physician if oximetry reading needs to be done during a feeding session, 

during sleep or during awake/active times.  

12. Normal SpO2 levels are 95% to 100% at sea level.  

 

EQUIPMENT:  

• Oximeter  

• Finger probe  

• Alcohol wipes  

• Nail polish remover (if needed)  
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PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Verify physician’s order for procedure.  

3. Explain procedure to patient.  

4. Prepare equipment according to manufacturer’s instructions.  

5. Ensure patient has been on correct dose of oxygen for at least 15 minutes prior to obtaining reading.  

6. Select probe site appropriate for age and condition of patient.  

7. Run on pulse oximeter. Press the black button marked with a vertical line.  

8. Attach one end (black end) of the cable to the pulse oximeter opening on the right side of the oximeter with a 

firm push.  

9. Attach the other end of the cable (metal end) to the patient station.  

10. Data will show at the central station to be streaming. 

a. See Pulse Oximeter Document.  

11. Have pt place the finger sensor on the patient’s ring, middle or index finger on either hand.  

12. Before taking a reading from the Central Station (CS), have the patient keep the sensor on their ring finger for 

about two minutes-to get a true reading at rest.  

13. Once the patient has a reading on the meter, select Start Measurements.  

14. Click on the Send Command button.  

a. After several seconds, the patient’s pulse and SPO2 will appear with current date & time. Readings will be 

updated every 5 seconds.  

b. To save a reading, click the “send command” button and no new reading will appear.  

c. Click on the save button.  

 

AFTERCARE:       

1. Press the black button with a circle on it to turn the pulse oximeter off.  

2. Document in patient’s record:  

a. Procedure type  

b. Date and time  

c. Probe location  

d. O2 type and concentration, if in use  

e. Patient activity  

f. SpO2 reading  

g. Action taken  

h. Patient’s response to procedure 
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RESPIRATORY: REFERENCES 

 

PURPOSE:  

To safely maintain a patient diagnosis with sleep apnea in the home setting utilizing CPAP or BIPAP.  

 

CONSIDERATIONS:  

1. CPAP is the use of positive airway pressure to the airways via a mask or nasal pillow to maintain patency and 

prevent pharyngeal collapse.  

2. CPAP is indicated in use for treatment of sleep apnea.  

3. Side effect of CPAP include:  

a. Claustrophobia  

b. Drying of nasopharyngeal mucosa  

c. Skin irritation and potential breakdown of skin under mask 

d. Pain from sinus or inner ear infection  

4. BIPAP is the use of positive airway pressure at two different settings; a higher one for inspiration and a lower 

on for expiration.  

5. BIPAP is indicated for treatment of sleep apneas that require higher levels of CPAP (>10cm H2O) to resolve 

apneic periods.  

6. Side effects are the same as those associated with CPAP. 

7. The respiratory equipment company does initial setup including demonstration, instruction and written 

instructions on care settings and use of equipment.  

 

EQUIPMENT:  

• CPAP or BIPAP flow generator  

• CPAP mask or nasal pillow with straps marked for adequate fit  

• Gloves  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Check equipment-make sure all connections are tight and equipment is plugged in.  

3. Check settings with physician orders. CPAP-amount of resistance (measured in cm of H2O) Pressure from 2-

20cm H2O. BIPAP-Inspiratory resistance pressure, expiratory resistance pressure, possible use of humidifier.  

4. Instruct patient to wash and dry face prior to placing mask on.  

5. Place mask or nasal pillows on patient. Assess fit.  

6. Turn flow generator on.  

7. Patient can be instructed to leave mask on and disconnect tubing to get up during night.  

 

AFTERCARE:       

1. Mask or nasal pillows, tubing, valves and filters must be cleaned according to manufacturer’s 

recommendation.  

2. Document in patient’s record:  

a. CPAP/BIPAP settings  

b. Skin integrity including mucous membranes  

c. Evidence of pain, if any  

d. Respiratory status  

e. Instructions given to patient/caregiver, and f. Patient/caregiver understanding of instructions.  

DRAINING MALIGNANT PLURAL EFFUSION 
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PURPOSE:  

To provide means of draining malignant plural effusion.  

 

CONSIDERATIONS:  

1. The “Pleurex” catheter is used primarily for draining persistent or malignant pleural effusion.  

2. The catheter is a surgically implanted tunneled tuber leading from the pleural space and exiting the body in the 

area of the upper abdomen.  

3. Care of the catheter requires sterile technique and the patient/family should be thoroughly instructed.  

4. The insertion site should be assessed for sign/symptoms of infection with each drainage/dressing change.  

5. The dressing is changed with each drainage and whenever the occlusive dressing is soiled.  

6. The frequency of drainage is determined by the physician’s orders. The amount of drainage will change, 

usually decreasing over time. No more than 1200 cc (to vacuum canisters) may be drained at any one time.  

7. Assess the patient for pain, discomfort or the development of dry, hacking cough. If the cough occurs, the 

drainage is to be stopped until the patient is no longer coughing. The procedure may then be reinitiated.  

8. Patient may shower when occlusive dressing is intact. Patient may not bathe.  

 

EQUIPMENT:  

• Gloves and other personal protective equipment 

• “Pleurex” catheter drain/dressing kit 

• Leak proof bag 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Prepare materials for procedure. 

a. Place leak-proof bag to act as waste receptacle. 

b. Open “Pleurex” kit and establish sterile filed. 

c. Open and place alcohol wipes at field edge.  

4. Apply clean gloves and remove old dressing. Place old dressing the waste bag.  

5. Clean the cap of the catheter tubing with an alcohol wipe, remove it and discard. The end of the catheter 

tubing must be protected from soiling once the cap is removed. 

6. Remove soiled gloves and clean hands.  

7. Apply sterile gloved and open the “Pleurex” drainage bottle bag. Be sure that all of the clamps on the vacuum 

bottle are closed and that the green accordion valve on the vacuum bottle is depressed. If the accordion valve 

is not depressed, there has been a loss of vacuum.  

8. Remove the plastic cover from the tip of the vacuum bottle tubing and open the slide clamp at the base of the 

vacuum bottle.  

9. Pick up the catheter tubing end in your non-dominant hand and the vacuum tubing tip in your dominant hand. 

Insert the tip into the catheter end and twist to the right until a “click” is heard.  

10. Open the pinch clamp and allow the drainage to begin.  

11. Assess the patient for pain, shortness of breath, or the development of dry hacking cough. If any of the above 

occurs, the drainage may be slowed by closing the pinch clamp and allowing the patient to relax.  

12. After the drainage has stopped (no more than 2 vacuum bottles may be used equaling a total of 1200cc), close 

the pinch clamp securely and disconnect the vacuum tubing tip from the catheter end by turning it to the left 

until a “click” is heard. Discard the vacuum bottle and tubing into the waste receptacle and wipe the catheter 

end with an alcohol wipe. 



PRIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

                            | Ph: 919-995-0554  | Ph: 919-400-5775 | FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

   Page | 126  

 

13. Place the new cover cap on the catheter end.  

14. Asses the catheter insertion site for signs/symptoms of infection. Clean the area with an alcohol pad, cleaning 

in a circular motion, starting from the insertion site and working outward.  

15. Place the split foam catheter pad over the insertion site and curl the tubing up over the pad.  

16. Cover foam pad and curled tubing with 4x4’s and then cover the entire area with the clear occlusive dressing 

from the kit. Make sure the edges of the occlusive dressing are secure.  

 

AFTERCARE:       

1. Place all paper refuse in the waste receptacle, discard gloves and tie off waste bag.  

2. Clean hands.  

3. Document in patient’s record:  

a. Time and date of the procedure.  

b. Amount, color and quality of the drainage fluid.  

c. The patient’s tolerance/response to the procedure.  

d. The condition of the insertion site and surrounding skin.  

e. Instruction given to the patient/caregiver.  

REFERENCES:  

Czarnik, B. 1997. Home care for the patient receiving mechanical ventilation. HOMECARE Care Nurse 15(11).  

Minsley, M-A., and S. Wrenn. 1996. Long-term care of the tracheostomy patient from tan outpatient nursing 

perspective. ORL-Head & Neck Nursing 14(4).  

Perry, A., and P. Potter. 2001 Clinical nursing skills and techniques. 5th ed. St. Louis: C.V. Mosby Company.  

Rice, R. 2001. HOMECARE nursing procedures. 2nd ed. St. Louis: C.V. Mosby Company. 

Shellembarger, T., and S. Narielwala. 1996. Caring for the patient with laryngeal cancer at home,  

HOMECARE Care Nurse 14(2).  

Turner, J. McDonald, and N. Larter. 1994. Handbook of adult and pedicatric respiratory home care. St. Louis: C.V. 

Mosby Company.  
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CARDIOVASCULAR: PULSE: APICAL MONITORING 

 

PURPOSE:  

To assess rate and character of cardiac function.  

 

CONSIDERATIONS:  

1. Abnormalities in rate, amplitude or rhythm may be indications of impaired circulation and heart efficiency.  

2. Apical pulse should always be compared with the radial pulse.  

3. If the radial pulse is less than the apical pulse, a pulse deficit exists. Pulse deficit signals a decreased left 

ventricular output and can occur with conditions such as atrial fibrillation, premature beats and congestive 

heart failure.  

4. If client has been active, wait 5-10 minutes before assessing pulse.  

 

EUQIPMENT: 

• Stethoscope 

• Watch with second hand 

 

PROCEDURE:  

1. Adhere to Universal Precautions. 

2. Explain the procedure to the patient.  

3. Apply stethoscope to the point of maximal impulse (PMI) generally located in the fifth intercostal space at the 

left midclavicular line. Move the breast aside as appropriate.  

4. Using the stethoscope, listen and count the apical pulse for 60 seconds. If the heart rate is irregular upon 

completion of auscultation, immediately palpate radial pulse.  

5. If there is a difference between the apical and radial pulse rates, subtract the radial pulse from the apical pulse 

rate to obtain the pulse deficit.  

 

AFTERCARE:       

1. Document findings in patient’s record:  

a. If heart rate is irregular, note pattern (i.e. heartbeat 92 and irregular, every third beat skipped). 

b. Report any abnormalities that reflect changes from the patient’s normal baseline pulse to physician.  
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CARDIOVASCULAR: PULSE: RADIAL MONITORING 

 

PURPOSE:  

To assess rate and character of cardiac function.  

 

CONSIDERATIONS:  

1. Abnormalities in rate, amplitude or rhythm may be indications of impaired circulation and heart efficiency.  

2. If abnormal pulse is noted, take apical pulse.  

3. If client has been active, wait 5-10 minutes before assessing pulse.  

EQUIPMENT: 

• Watch with second hand 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Using forefinger and middle finger pads of dominant hand, apply light pressure to inner aspect of patient’s 

wrist to locate pulse beat.  

4. Count the beats for one full minute or for 30 seconds and multiply by two. If irregularities are noted, count for 

one full minute.  

 

AFTERCARE:       

1. Document findings in patient’s record.  

a. Pulse rate  

b. Amplitude-Pulse amplitude may be quantifies using a 0-4 scale.  

0 =absent 

1+ =diminished, barely palpable, easy to obliterate 

2+ =easily palpable, normal  

3+ =full, increased  

4+ =strong, bonding, cannot be obliterated  

c. Rhythm 

2. Report any abnormalities which reflect changes form the patient’s baseline pulse to physician.  
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PULSE: FEMORAL, POPLITEAL, POSTERIOR TIBIALIS AND DORSALIS PEDIS MONITORING 

 

PURPOSE:  

To assess peripheral circulation in lower extremities.  

 

CONSIDERATIONS:  

1. User a head to toe approach with side-to-side (left-to –right) comparison.  

2. Check pulses for presence or absence, amplitude, rate, rhythm and equality (left-to-right). 

3. Decrease in pulse amplitude may indicate peripheral arterial disease.  

4. Note color, temperature texture and sensation of skin and nail beds.  

 

EQUIPMENT: 

• Watch with second hand 

 

PROCEDURE:  

1. Adhere to Universal Precautions 

2. Explain procedure to patient. 

3. Choose pulse location.  

a. Femoral Pulse  

(1) Position patient flat on back.  

(2) Palpate at juncture of thigh and torso (inguinal crease) midway between anterior superior iliac spine 

and symphysis pubis.  

 

(3) Use 2 hands, one on top of the other. This may facilitate palpating the femoral pulse, especially in 

obese patients.  

(4) Count the beats for one full minute.  

b. Popliteal Pulse  

(1) Position patient with knee slightly flexed, the leg relaxed.  

(2) Press the fingertips of both hands deeply into popliteal regions, slightly lateral to the midline.  

(3) If the popliteal pulse is not palpable with this approach, position patient on the abdomen, flex the leg  

45 degrees at the knee and palpate deeply for the pulse.  

(4) Count the beats for one full minute.  

c. Posterior Tibial Pulse 

(1) Palpate at inner aspect of posterior malleolus (in the groove between the malleolus and the Achilles 

tendon).  

(2) If the pulse is difficult to palpate, try passive dorsiflexion of the foot to make the pulse more 

accessible.  

(3) Count the beats for one full minute.  

d. Pedis (pedal) Pulse 

(1) Palpate top of foot, lateral to the extensor tendon of the big toe.  

(2) Palpate this pulse very gently; too much pressure will obliterate it.  

(3) Count the beats for one full minute.  
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AFTERCARE: Pulse: Femoral, Popliteal, Posterior Tibialis and Dorsalis Pedis Monitoring 

      

1. Document findings in patient’s record:  

a. Pulse rate.  

b. Amplitude-Pulse amplitude may be quantified using a 0-4 scale.  

0=absent  

1+=Diminished, barely palpable, easy to obliterate  

2+=easily palpable, normal  

3+=full, increased  

4+=strong, bounding, cannot be obliterated  

c. Rhythm  

2. Report any abnormalities which reflect changes form the patient’s baseline pulse to physician.  
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BLOOD PRESSURE: AUSCULTATION 

 

PURPOSE:  

To measure systolic and diastolic blood pressure.  

 

CONSIDERATIONS:  

1. Blood pressure is an index of:  

a. Elasticity of the arterial walls.  

b. Peripheral vascular resistance.  

c. Efficiency of the heart as a pump.  

d. Blood volume.  

e. Blood viscosity.  

 

2. The systolic pressure (the upper reading) measures the maximum pressure against the arteries by the left 

ventricular systole and is a clue to the integrity of the heart, arteries and the arterioles.  

3. The diastolic pressure (the lower reading) measures the force exerted during ventricular relaxation and filing 

and indicated blood vessel resistance.  

4. Confirm blood pressure parameters with the patient’s physician at admission and each time the patient is 

recertified. Document parameters on plan of care.  

5. Blood pressure values for adult aged 18 years or greater follow:  

 

                                                                      Blood Pressure Values: 

 Systolic Diastolic 

Optimal Less than 115mmHg Less than 75mmHg 

Normal Less than 120mmHg Less than 80mmHg 

High Normal 120-139mmHg 80-89mmHg 

   

 

6. Hypertension is defined as systolic pressure equal to or greater than 140mm Hg or diastolic pressure equal to 

or greater than 90mm Hg.  

7. Hypotension is a persistent systolic reading below 95mm Hg. 

8. Blood pressure is usually lowest in the early morning after sleep.  

9. Blood pressure rises after meals, during exercise, with emotional upsets and/or disease processes.  

10. Blood pressure is normally slightly lower when lying down than sitting or standing. In postural hypotension, 

pressure decreases when position is changed from lying to sitting or standing.  

11. Blood pressure is slightly higher when monitored in the lower extremities.  

12. Blood pressure may vary 5-10mm Hg between arms.  

13. The cuff should be wide enough to reach form just below the armpit to the inside of the elbow. The cuff size is 

based on the distance from the shoulder to the elbow. If the distance is less than 13 inches, the cuff size is 5 by 

9 inches (small), 13-16 inches, the cuff size is 6 by 13 inches (medium) and greater than 16 inches, the cuff 

size is 7 by 14 inches.  

14. A falsely high reading may result when a cuff is too narrow or short. A falsely low reading may result when a 

cuff is too wide or long.  

15. In some patients, an auscultory gap may be present. During the auscultory gap the sound disappear, 

reappearing 10-15 mm Hg later. This auscultory gap has no clinical significance, but if the cuff is not inflated 

to a point above the auscultory gap, a falsely low systolic reading may occur.  
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16. Avoid taking blood pressure in the arm on the affected side of a mastectomy, an arteriovenous fistula, 

hemodialysis shunt or IV.  

17. If the blood pressure cannot be auscultated, (See Blood Pressure-Palpation, No. 3.05). 

18. Placement of brachial artery below heart level may result in blood pressure being falsely high and conversely 

if the artery is above the heart level the blood pressure may be falsely low.  

EQUIPMENT: 

• Sphygmomanometer  

• Stethoscope  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Keep patient in a stable, relaxed position for 5-10 minutes.  

4. Place arm at heart level.  

5. Expel any air form cuff.  

6. Place center of cuff over the brachial artery and wrap cuff evenly. The lower border of the cuff should be 

about 2.5 cm above the antecubital crease.  

7. Apply the cuff snugly. A falsely high reading can result if the cuff is too loose.  

8. Avoid constriction of the arm by a rolled sleeve above the cuff.  

9. Palpate radial artery. Palpating the radial pulse while inflating the cuff helps prevent underestimation of the 

blood pressure if an auscultory gap is present.  

10. Inflate cuff as rapidly as possible until pulse is gone and then inflate and extra 20-3-mm HG.  

11. Place diaphragm of stethoscope over the brachial artery, listen carefully and release cuff at even rate of 2mm 

Hg per heartbeat. The systolic pressure is the reading at the first return of the pulse sound.  

12. The diastolic pressure is the reading at which sounds stop. (if there is a “muffling” or damping of the sound 

prior to loss of sound, record both readings). 

13. Deflate and remove cuff.  

14. Obtain blood pressure in both arms on initial assessment. Perform subsequent assessment on the arm with the 

highest pressure.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Blood pressure reading 

b. Position 

c. Site 

2. Report changes in blood pressure to the physician, particularly when blood pressure is out of parameters.  
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BLOOD PRESSURE: PALPITATION 

 

PURPOSE:  

To measure systolic blood pressure.  

 

CONSIDERATIONS:  

1. Blood pressure palpation is used when auscultation is not possible. It is not as accurate as auscultation.  

2. Blood pressure is an index of: 

a. Elasticity of the arterial walls.  

b. Peripheral vascular resistance.  

c. Efficiency of the heart as a pump.  

d. Blood volume.  

3. The systolic pressure (the upper reading) measures the maximum pressure against the arteries by the left 

ventricular systole and is a clue to the integrity of the heart, arteries and the arterioles. There is no palpation 

for the diastolic pressure.  

4. The average systolic pressure in adults is 95-140mm Hg, older adults 140-160mm Hg.  

5. Hypotension is a persistent systolic reading below 95mm Hg.  

6. Blood pressure may be lower in the morning than in the afternoon or evening. Talking can increase blood 

pressure as can stress. The elderly may experience a decrease in blood pressure after eating.  

7. Blood pressure rises after meals, during exercise, with emotional upsets and/or disease processes.  

8. Blood pressure is normally slightly lower when lying down than sitting or standing. In postural hypotension, 

pressure decreases when position is changed from lying to sitting or standing.  

9. Blood pressure is slightly higher when monitored in the lower extremities.  

10. The cuff should be 20% wider than the diameter of arm with meter dial centered frontally. A falsely high 

reading may result when a cuff is too short or narrow.  

11. Placement of brachial artery below heart level may result in blood pressure being falsely high and conversely 

if the artery is above the heart level, the blood pressure may be falsely low.  

12. Systolic reading is usually a few millimeters lower by palpation than by auscultation.  

13. Avoid taking blood pressure in the arm on the affected site of a mastectomy, an arteriovenous fistula, 

hemodialysis shunt or IV.  

 

EQUIPMENT:  

• Sphygmomanometer 

 

PROCEDURE:  

1. Adhere to universal Precautions.  

2. Explain procedure to patient.  

3. Keep patient in a stable, relaxed position for 5-10 minutes. 

4. Place arm at heart level.  

5. Place center of cuff over the brachial artery and wrap cuff evenly.  

6. Palpate radial artery.  

7. Inflate cuff as rapidly as possible until pulse is one, then pump an extra 20-30mm Hg beyond that.  

8. The reading at which the pulse is again palpated is the systolic pressure.  

9. Deflate and remove cuff.  
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AFTERCARE:       

1. Document in patient’s record:  

a. Blood pressure reading.  

b. Position 

c. Site 

2. Report changes in blood pressure to the physician.  
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ANTI-EMBOLITIC STOCKING; INSTRUCTIONS FOR USE AND APPLICATION 

 

PURPOSE:  

To apply even pressure to the lower legs, in order to support a blood vessel and prevent pooling of blood in the lower 

extremities.  

 

CONSIDERATIONS:  

1. The order of a physician is required for the use of anti-embolitic stockings and frequent observation by the 

nurse is recommended.  

2. Anti-embolitic stockings are not used with:  

a. The presence of any local leg condition such as dermatitis, recent vein ligation, skin graft or gangrene.  

b. Severe arteriosclerosis or other ischemic vascular disease, vascular grafts.  

c. Massive edema of legs or pulmonary edema from congestive heart failure.  

d. Extreme deformity of leg.  

3. Appropriate anti-embolitic stocking size is selected prior to discharge form hospital or physician office 

according to measurements of calf circumference and leg length from heel to back of knee.  

4. Stockings should be laundered every 3 days. Launder as per manufacturer’s instructions.  

5. Use scale to evaluate edema. (See Measuring Peripheral Edema. No. 3.09) 

6. Apply stockings in the morning after the client has been in a horizontal position for several hours.  

7. Use alternative pressure device for patients with vascular disease.  

 

EQUIPMENT:  

Anti-emolitic stocking 

Powder (talcum powder or cornstarch) 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to the patient.  

3. Powder foot.  

4. Put one hand and arm inside and use your other hand to invert the upper part of stocking back over its lower 

part. Loosely gather the doubled stocking in your hand and position stocking over foot and heel. Center 

patient’s heel in heel pocket.  

5. Pull stockings up, fitting around ankle and calf and working up. Top of stocking should be 1 inch below 

bottom of knee. Some physicians order mid-thigh anti-embolitic stockings. Do not turn down top of stocking. 

Be certain that all wrinkles have been removed. Stockings should not be bunched at top.  

 

AFTERCARE:       

1. Instruct patient/caregiver:  

a. To remove stockings twice a day for 30 minutes.  

b. Observe skin for redness.  

c. If redness present, instruct patient to leave stockings off for 1-2 hours until redness disappears. 

d. Cleansing feet and legs and applying lotion is important to prevent skin breakdown.  

e. Rubbing and massaging of legs should be avoided.  

2. Document in patient’s record:  

a. Condition of skin. b. Compliance of use of stockings.  c. Comfort of stockings.  

3. Report any change in patient’s condition to physician.  
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BLOOD PRESSURE: LOWER EXTREMETIES 

 

PURPOSE:  

To measure systolic and diastolic pressure in lower extremities.  

 

CONSIDERATIONS:  

1. This procedure is used to determine the patient’s blood pressure if the patient’s arms cannot be used. It is also 

used to rule out coarctation of the aorta, when suspected, due to a decreased or absent femoral pulse.  

2. Usually the systolic pressure in the lower extremities is 10-40mm Hg higher than in the upper extremities, but 

the diastolic pressure will be the same in the upper and lower extremity.  

 

EQUIPMENT:  

• Sphygmamanometer (have wide cuff available)  

• Stethoscope 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Place patient in a prone position. If the patient cannot lie on abdomen, slightly flex the leg.  

4. Expel any air from cuff.  

5. Place a wide cuff on the lower third of the thigh.  

6. Place center of cuff over posterior surface of the leg. Wrap cuff evenly.  

7. Auscultate the popliteal artery.  

8. Inflate cuff as rapidly as possible until pulse if gone and then inflate and extra 20-30 mm Hg.  

9. Release cuff at even rate of 2mm Hg per heartbeat. The systolic pressure is the reading at the first return of the 

pulse sound.  

10. The diastolic pressure is the reading at which the pulse sound stops.  

11. Deflate and remove cuff.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Blood pressure.  

b. Position.  

c. Extremity used.  

2. Report any changes in blood pressure to physician.  
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BLOOD PRESSURE; POSTURAL 

 

PROCEDURE:  

To measure the functions of the cardiovascular systems in a supine, sitting and erect position.  

 

CONSIDERATIONS:  

1. Blood pressure and pulse should be measured in both arms, at least when evaluating the client initially. 

Subsequent readings should be made on the arm with the higher reading.  

2. When patient is taking antihypertensive medications, has a history of fainting or when you suspect depletion 

of blood volume, blood pressure should be taken in a supine, sitting and erect position. 

3. In the normal person, a change from supine to erect position causes a slight decrease in both systolic and 

diastolic pressure usually accompanied by a slight rise in pulse rate.  

4. In orthostatic hypotension, the mean arterial and pulse pressure are decreased >20mm Hg.  

 

EQUIPMENT:  

• Sphygmomanometer  

• Stethoscope 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Measure the blood pressure of upper extremities and obtain pulse when patient is supine. (See Blood 

Pressure-Auscultation, No. 3.04) 

4. Measure blood pressure in upper extremity:  

a. After the patient has been supine for at least five minutes.  

b. Immediately upon assumption of the seated or upright position.  

c. Immediately upon standing.  

5. Obtain sitting or standing pulse.  

6. If appropriate, use the assistance of a second person when blood pressure is measured in the standing 

position to prevent injury.  

7. Deflate and remove cuff when procedure is completed.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Blood pressure and pulse in each position.  

b. Extremity and position of each measurement.  

2. Report changes in blood pressure to physician, especially a decrease in mean arterial and pulse pressure of 

>20mm Hg or a standing blood pressure less than 100 systolic.  
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MEASURING PERIPHERAL EDEMA 

 

PURPOSE:  

To provide a consistent method for measuring and documenting peripheral edema.  

 

CONSIDERATIONS:  

1. Two methods of measuring peripheral edema are found in the literature: digital pressure for soft, pitting edema 

and measurement of the extremity for edema that is non-pitting.  

2. Digital pressure uses the depth of depression that is obtained by applying thumb or forefinger pressure for at 

least 5 seconds against a bony prominence.  

3. Measurement involves measuring the circumference of the extremity at specific sites. The sites are inches 

form bony landmarks. The site for measuring the instep is 5” form the end of the big toe, for the ankle it is 4” 

inches form heel and for calf it is 11” from heel.  

 

EQUIPMENT:  

Measuring tape in centimeters or inches  

 

PROCEDURE:  

1. Adhere to Universal Precautions. 

2. Explain procedure to patient.  

3. Choose method of measuring peripheral edema.  

 

a. Digital Pressure Method 

(1) Press thumb or index finger behind each anklebone, over top mid-portion of each foot and over shins 

for at least 5 seconds.  

(2) If a pit of depression develops, compare to the following chart and record:  

 

Edema Scale (Graded on a scale of 1+ to 4+) 

Grade Physical Characteristics 

1+ 

Slight pitting, no visible change in the shape of the extremity, depth of 

indentation 1-1/4” (<6mm); disappears rapidly 

2+ 

No marked change in the shape of the extremity; depth of indentation ¼ 

=1/2” (6-12 mm); disappears in  10-15 seconds 

3+ 

Noticeably deep pitting, swollen extremity, depth of pitting ½-1” (1-

2.5cm); duration 1-2 minutes 

4+ 

Very swollen and distorted extremity, depth of pitting>1” (>2.5 cm); 

duration 2-5 minutes 
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b. Measurement Method 

 

(1) RN will determine which site to be used for measuring. The measurement points should be marked on 

the skin of both extremities at the time of first measurement.  

(2) Identify the appropriate landmark and measure the appropriate distance form the landmark. Place the 

tape around the extremity at that site and measure.  

(3) Repeat the process on the other extremity.  

(4) Abbreviations to use in documentation:  

RI, LI-right or left instep 

RA, LA-right or left ankle 

RC, LC-right or left calf 

(5) If measuring at a different distance from the bony landmarks, document the distance used 

 

AFTERCARE:       

1. Document in patient’s record:  

a. Method of measurement used.  

b. Results of measurement for sites measured.  
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GASTROINTESTINAL: BOWEL TRAINING 

 

PURPOSE:  

To prevent constipation and achieve control of bowel evacuation on a regular basis.  

 

CONSIDERATIONS:  

1. Before bowel training begins, the bowel must be cleaned. Stool consistency must be normalized and a method 

of maintaining regular movements must be established.  

2. Encourage patient to participate and cooperate in the program.  

3. Patients at high risk and in need of a bowel program are those with weakness, inactivity, decreased food and 

fluid intake, sensory and motor dysfunction.  

4. Encourage maximum mobility and physical activity within the limits of the patient’s ability. 

5. Encourage adequate fluid intake (30 ml/kg body weight per day) each day unless contraindicated.  

6. A well-balanced diet taken at regular times each day will facilitate success with a bowel program. 

7. For the success of a bower program, it is important to establish a regular evacuation time each day.  

8. Laxatives or enemas used on a routine basis leads to loss of natural, normal bowel habit and can inhibit the 

success of a bowel program.  

9. Suppositories should be stored in refrigerator to prevent softening and possible decreased effectiveness of the 

medication. If a suppository becomes softened and difficult to insert hold the wrapped suppository under cold 

water to harden the suppository again.  

10. Narcotics and antidepressants have strong anticholinergic properties resulting in constipation. 

11. A daily bowel movement is not necessary but time between bowel movements should not exceed three days.  

12. Teach patient to respond quickly when urge is felt to stool. 

 

EQUIPEMENT:  

• Suppositories (optional)  

• Water-soluble lubricant 

• Gloves 

• Protective pads (optional) 

• Enema equipment (optional) 

• Bedpan or bedside commode (optional)  

• Mini-enema (optional)  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Ascertain when last bowel movement occurred. 

a. If none within three days, do a digital rectal exam after obtaining M. D. order.  

b. If firm stool is felt on digital exam, give gently soapsuds enema or enema of choice ordered by physician.  

4. As appropriate, request physician order for daily stool softener. 

5. Instruct patient/caregiver in appropriate dietary measures to reduce incidence of constipation/fecal impaction, 

including increased fluid, high bulk diet and increase activity as tolerated.  

6. When regular use of suppository for bowel evacuation is required:  

a. Have patient lie down of the left side in the Sim’s position.  

b. Insert suppository into rectum as far as finger will reach directing tapered end of the suppository toward 

the side of the rectum to aid absorption.  
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c. Wait 45 minutes.  

d. Position patient on the bedpan, commode or assist to bathroom.  

e. Repeat this procedure at same time every day or every other day as ordered by the physician. 

7. When digital stimulation is required for bowel evacuation:  

a. Position patient comfortably. 

b. Insert gloved lubricated finger into anal canal just above internal sphincter.  

c. Rotate finger causing automatic stimulation. 

d. This can be done for 2 minutes and repeated in 20 minutes or done continuously with brief rests for 20 

minutes.  

e. Ensure that patient has no contraindications to performing this procedure, i.e. cardiac problems, rectal Ca.  

8. Discard soiled supplies in appropriate containers.  

9. Establish bowel record to assist patient/caregiver in maintaining bowel program.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Bowel program established and results.  

b. Pertinent information.  

c. Instructions given to patient/caregiver.  

2. Instruct patient/caregiver in perianal hygiene.  
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GASTOINTESTINAL: REMOVAL OF FECAL IMPACTION 

 

PURPOSE:  

To remove hardened or putty-like stools form the rectum to prevent interference with the normal passage of feces. 

 

CONSIDERATIONS:  

1. Explain treatment and procedure to patient, as well as teaching that proper diet, sufficient fluid intake and 

adequate exercise will assist in preventing further impactions.  

2. The nurse should assess for impaction when patient has poor results form an enema, the rectal tube is inserted 

with difficulty or there is a history of no elimination for a long period of time.  

3. Obtain physician order for both manual disimpaction and enemas.  

4. Discuss patient’s cardiac history, rectal cancer, etc. with M. D. prior to performing.  

 

EQUIPMENT:  

• Plastic-lined underpads 

• Disposable enema set with castile soap or oil retention enema 

• Bedpan 

• Toilet tissue  

• Gloves  

• Disposable apron 

• Water-soluble lubricant 

 

PROCEDURE:  

1. Adhere to Universal Precautions. 

2. Explain procedure to patient.  

3. Position patient of left side, if possible, with right knee flexed.  

4. Administer cleansing or oil retention enema. This step may not be possible due to severe impaction therefore 

proceed to step five (5) after completing step three (3).  

5. Lubricate index finger liberally.  

6. Advise patient to breathe with mouth open.  

7. Insert index finger into rectum and remove fecal particles by finger manipulation. Gently stimulate the anal 

sphincter by two or three circular motions of the finger before finger is removed (this stimulated peristalsis 

and aids evacuation). Discontinue treatment if bleeding or any untoward reaction occurs, e.g., extreme pain, 

shock, etc. Notify physician immediately. 

8. Follow removal of impaction with a cleansing enema.  

9. Discard soiled supplies in appropriate containers.  

 

AFTERCARE: 

1. Cleanse reusable equipment, rinse, dry and replace in proper place.  

2. Document in patient’s record:  

a. Procedure and observations.  

b. Results.  

c. Patients’ response to procedure.  

d. Instructions given to patient/caregiver.  
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GASTROINTESTINAL: ENEMA, HARRIS FLUSH 

 

PURPOSE:  

To relieve distention, expel flatus, stimulate peristalsis or initiate a bowel movement.  

 

CONSIDERATIONS:  

1. Obtain physician order.  

2. Treatment should be discontinued if bleeding, extreme pain or symptoms of shock are evident.  

3. Notify physician.  

 

EQUIPMENT:  

• Enema set 

• Water-soluble lubricant  

• 250cc warm tap water  

• Bedpan 

• Plastic-lined underpads  

• Gloves Disposable apron 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Position patient on left side.  

4. Fill enema bag with tap water and prime tubing.  

5. Lubricate tip of tubing and gently insert into the rectum approximately 2-4 inches for an adult, 2-3 inches for a 

child and 1 to 1-1/2 inches for an infant.  

6. Raise enema bag no higher than 18 inches above rectum for an adult, 12 inches for a child and 6-8 inches for 

an infant. Open clamp and allow water to run slowly into rectum. 

7. Lower bag about 12 inches below the rectum and allow water to return. Do not allow bag to empty completely 

before lowering since this would introduce air into the colon.  

8. Continue this process for about 20 minutes, changing solution as it becomes discolored or cool. 

9. When gas bubbles cease, patient feels more comfortable and abdominal distention subsides, allow solution to 

drain out of the rectum by lowering bag. 

10. Cleanse patient and make comfortable.  

11. Discard soiled supplies in appropriate containers.  

 

AFTERCARE: 

1. Cleanse reusable equipment, rinse, dry and wrap in clean towel.  

2. Document in patient’s record:  

a. Procedure and observations. 

b. Results.  

c. Patient’s response to procedure.  

d. Instructions given to patent/caregiver.  
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GASTROINTESTINAL: ENEMA, CLEANSING 

 

PURPOSE: 

Introduction of solution into the rectum to aid evacuation.  

 

CONSIDERATIONS:  

1. Obtain physician order.  

2. No more than three cleansing enemas should be given in one day. If these are ineffective, call physician for 

further instructions.  

3. Treatment should be discontinued if bleeding, extreme pain or symptoms of shock are evident. Notify 

physician.  

4. Standard irrigation enema volumes, 750-1000cc for an adult, 300-500cc for a school-aged child, 250-350cc 

for a toddler or preschooler and 150-250cc for an infant. 

 

EQUIPMENT: 

• Enema set 

• Solution, as prescribed by physician  

• Bedpan  

• Plastic-lined underpads  

• Water-soluble lubricant  

• Gloves Disposable apron 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Protect the bed and position the patient on his left side, if possible, with right knee flexed.  

4. Fill enema container with prescribed solution. Unless otherwise specified, temperature of solution should be 

slightly warmer than body temperature. Prime tubing.  

5. With a lubricated, gloved finger, gently examine the rectal area for impaction and to rule out obstruction.  

6. Lubricate tip of tubing and gently insert into rectum 2-4 inches for an adult, 2-3 inches for a child and 1-1.5 

inches for an infant.  

7. Raise enema container no higher than 18 inches above the rectum for an adult, 12 inches for a child, and 6-7 

inches for an infant.  

8. Open the clamp and allow the solution to run slowly into the rectum.  

9. Encourage the patient to relax by taking deep breaths through the mouth. If mild cramping occurs, it may be 

necessary to clamp the tubing at intervals to enable patient to retain entire quantity of solution. If patient 

experiences pain or severe abdominal cramping, discontinue procedure and notify physician.  

10. Have patient retain solution for 15 minutes, if possible.  

11. Place patient on toilet or bedpan to expel solution.  

12. Cleanse patient as indicated and make comfortable.  

13. Discard soiled supplies in appropriate containers.  

 

 

 

 

 

 



PRIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

                            | Ph: 919-995-0554  | Ph: 919-400-5775 | FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

   Page | 145  

 

AFTERCARE: Gastrointestinal: Enema, Cleansing 

      

1. Cleanse bedpan, rinse, dry and replace in proper place.  

2. Document in patient’s record:  

a. Procedure and observations.  

b. Results 

c. Patient’s response to procedure.  

d. Instructions given to patient/caregiver.  
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GASTROINTESTINAL: INSERTION AND REMOVAL OF NASOGASDTRIC (N/G) TUBE 

 

PURPOSE:  

To introduce a tube through the nose and into the stomach to administer medications and feedings when oral route is 

contraindicated. (Does not include Dobhoff or other soft, pliable tubes with stylets.) 

 

CONSIDERATIONS:  

*Obtain M.D. order or tube insertion and feedings.  

       1.    It is important to explain the procedure to the patient to relieve apprehension. 

       2.    Position patient upright and assess gag reflex before inserting tube. If high-Fowler’s  

              position is contraindicated, place patient on side.  

3. Nasogastric tube should never be forced if obstruction is encountered. Discontinue insertion immediately if 

excessive coughing or signs of respiratory distress are present. 

4. Feeding tubes should be changed every four to six weeks or as otherwise specified, to prevent erosion of 

esophageal, tracheal, nasal and oropharyngeal mucosa. Alternate nostrils with each tube change.  

5. Frequent oral and nasal hygiene is required.  

6. If the patient is unconscious, bend the head toward the chest. This will help close the trachea. Also, advance 

the tube between respirations to make sure it does not enter the trachea. You will need to stroke the 

unconscious patient’s neck to facilitate passage of the tube down the esophagus. 

7. Watch for cyanosis while passing the tube in an unconscious patient. Cyanosis indicates the tube has entered 

the trachea.  

8. Never place the end of the tube in a container of fluid while checking for placement. If the tube is in the 

trachea, the patient could inhale the water.  

9. Do not tape the tube to the forehead; it can cause necrosis of the nostril.  

10. Pain or vomiting after the tube is inserted indicates tube obstruction or incorrect placement.  

11. Recognize the complications when the tube is in for prolonged periods: nasal erosion, sinusitis, esophagitis, 

esophagotracheal fistula, gastric ulceration and pulmonary and oral infections.  

EQUIPMENT:  

• Nasogastric tube of specified size  

• Clamp 

• Water-soluble lubricant  

• Glass of water or ice chips  

• Tape  

• Stethoscope 

• Irrigating syringe  

• Gloves Towel or disposable pads 

• Flashlight 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Assemble equipment; examine tube for defects (rough edges or partially closed lumens).  

4. Position patient, preferably in high-Fowler’s if not contraindicated. Drape patient with towel or disposable 

pads.  
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5. Instruct patient to blow nose to clear nostrils. Use a flashlight and occlude one nostril at a time to assess 

patency of nostrils before choosing site for insertion. Ascertain form patient if any history of nasal surgery, 

injury or deviated septum.  

6. Measure tube for placement form tip of nose to ear lobe, to bottom of xiphoid process, mark tube with tape.  

7. Provide patient with glass of water or ice chips. Lubricate tip of tube with water-soluble lubricant and begin 

insertion. Rotate tube 180 degrees after it reaches the nasopharynx to prevent tube form entering patient’s 

mouth. Instruct patient to take swallow of water or suck on ice chips once tube passes nasopharynx.  

8. Continue insertion in rhythm with swallowing until desired length of tube is passed. 

9. Determine that tube is in stomach: 

a. Place stethoscope over stomach, inject 10cc of air into tube and listen for air passage.  

b. Gently aspirate stomach content with irrigating syringe. Fluid form stomach or small bowel may be green, 

tan, brown, clear, yellow, bloody or bile colored. Pulmonary fluid may be tan, off white, clear or pale 

yellow. Ph form stomach is 1.0 to 6.5, from small intestine 7.5 to 8.0, form the lungs over 6.0, however; 

none of these is fail-safe. If any doubt exists, placement should be checked with x-rays.  

10. Anchor tube with tape. May relieve discomfort form weight of tube by using rubber band and safety pin to 

secure tube to patient’s clothing. Make sure to remove safety pin form clothing before changing clothing. 

11. Cap end of tube or proceed to Nasogastric Tube Feeding, No. 4.09. 

12. Discard soiled supplies in appropriate containers.  

 

REMOVAL: 

1. Place a towel across the patient’s chest and inform him/her that the tube is to be withdrawn.  

2. Rotate tubing and inject about 10cc of saline before clamping tubing.  

3. Remove the tape from the patient’s nose.  

4. Instruct the patient to take a deep breath and hold it.  

5. Slowly but evenly withdraw tubing and cover it with a towel as it emerges. (As the tube reaches the 

nasopharynx, you can pull quickly.) 

6. Provide the patient with materials for oral care and lubricant for nasal dryness.  

7. Monitor the patient for signs of GI difficulties or changes.  

AFTERCARE:      

1. Cleanse reusable equipment, rinse, dry and cover with clean towel.  

2. Document in patient’s record:  

a. Procedure and observations.  

b. Size and type of tube inserted.  

c. Time of insertion or removal.  

d. Patient’s response to procedure.  

e. Instructions given to patient/caregiver.  
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GASTORINTESTINAL: NASOGASTRIC TUBE FEEDING:  

 

PURPOSE:  

Provide direct nutritional route when oral route cannot be utilized.  

 

CONSIDERATIONS:  

1. First gastrostomy tube change is commonly done by the physician.  

2. Tubes are usually changed as ordered by the physician. Silicone tubes have longer life than latex tubes.  

3. Foley catheters are not designed for this use and must be changed more often than G-tubes made for this use. 

In addition, Foley catheters do not have an external bumper and will migrate if an external stabilization device 

is not used.  

4. Review feeding technique with responsible person to be sure it is done correctly.  

5. Special skin care is required if skin is denuded around stoma. Appropriate skin protective products may be 

applied until denuded area is healed.  

 

EQUIPMENT:  

• Foley catheter or G-tube balloon of prescribed size (if specific size not ordered, replace with size currently in 

use.) 

• Sterile 30cc catheter-tip syringe 

• Bottle bacteriostatic sterile water (50cc) and syringe  

• 4x4 dressings or tracheostomy dressing 

• Paper tape, 1” 

• Basin with soap and water  

• Towels  

• Stethoscope  

• Catheter plug 

• Suture set (if G=tube sutured) Water-soluble lubricant  

• Skin care products as indicated  

• Gloves 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Place patient in supine position.  

4. Deflate balloon and remove Foley catheter. (Occasionally gastrostomy tube will be sutured and suture will 

have to be removed prior to reinsertion of catheter). *Note distance between distal tip of tube (gastric end) and 

“skin level” point on tube. Mark new catheter to indicate appropriate depth of insertion.  

5. Wash stoma with soap and water. Pat dry.  

6. Open catheter pack and Foley catheter package and place wet-proof towel near abdomen.  

7. Test balloon with 10cc air then remove air.  

8. Lubricate catheter with water soluble lubricant. 

9. With moderate pressure, gently insert catheter along gastrostomy pathway until it passes into stomach, 

approximately 4-6 inches. 

10. Test catheter placement by aspirating gastric contents.  

11. Inflate balloon with sterile water (check port to determine amount of water needed). 
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12. Pull back gently on catheter until slight resistance is obtained and secure with tape using Chevron techniques, 

and external stabilization device or the external bumper on the G-tube.  

13. Apply small dressing around tube and tape as indicated.  

14. Clamp catheter at distal end with catheter plug.  

15. Discard soiled supplies in appropriate containers.  

16. Assess fluid amount in balloon every 7-10 days. If less than manufacturers recommended amount, check for 

leaks and refill to recommended volume.  

 

AFTERCARE:       

1. Leave extra Foley catheter or balloon replacement G-tube in home.  

2. Document in patient’s record:  

a. Procedure and observations.  

b. Stoma site appearance.  

c. Patient’s response to procedure.  

d. Instructions given to patient/caregiver.  
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GASTROINTESTINAL: NASOGASTRIC TUBE FEEDING 

 

PURPOSE:  

To administer nutrients and medications into the stomach via nasogastric tube.  

 

CONSIDERATIONS:  

1. Checking of placement of nasogastric tube is essential prior to any feeding or administration of medications.  

2. Special formulas or blender prepared nutrients are to be administered at room temperature and discarded if not 

used within a 24-hour period.  

3. Possible side effects to consider are distention, vomiting, diarrhea and constipation. Therefore, frequency of 

feeding, amount of formula, concentration of formula and content of formula may need to be adjusted. 

Consultation with physician or registered dietician may be indicated.  

4. During continuous feedings, assess frequently for abdominal distention.  

5. Medications may be administrated through the feeding tube. Liquid preparations are preferred. Entercoated 

tablets cannot be used. Flush tubing with water to ensure instillation of complete dose of medication.  

6. A nasogastric tube is not a good long-term option for enteral feeding. Prolonged intubation may result in 

sinusitis, erosion of the nasal septum or esophagus or distal esophageal strictures. A gastrostomy or 

jejunostomy tube is appropriate for therapy expected to last more than 4-6 weeks.  

7. Frequent oral and nasal hygiene is required.  

 

 

EQUIPMENT:  

• 60cc asepto syringe  

• Graduated container  

• Glass of water  

• Prepared formula  

• Clamp  

• Gloves  

• Protective sheet  

• Stethoscope  

• Enteral feeding bag and tubing  

• Enteral feeding pump (optional)  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Prepare measured amount of formula or medication in appropriate container.  

4. Elevate the patient’s bed to a high or semi-Fowler’s position to prevent aspiration and facilitate digestion.  

5. Place protective sheet under tubing to protect bedding and clothes.  

6. Remove cap or plug from the feeding tube.  

7. To check patency and position, use the syringe to inject 10-15cc of air while auscultating with stethoscope.  

8. Aspirate stomach contents after patency is determined. Note amount of residual withdrawn and inject gastric 

fluid back into tube. (Do not discard this fluid). If residual is greater than 100cc or twice the hourly rate of 

feeding, call physician. Do not administer feeding.  

9. Prime enteral bag tubing to remove air, connect enteral bag tubing, pump tubing or syringe to nasogastric tube.  
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10. If using a bulb or catheter-tip syringe, remove the bulb or plunger and attach the syringe to the pinched off 

feeding tube to prevent excess air from entering.  

11. If using an infuser controller, follow manufacturer’s directions. Purge the tubing of air and attach it to the 

feeding tube.  

12. Open the regulator clamp of enteral tube or pump and adjust flow rate. When using syringe, fill syringe with 

formula and release the feeding tube to allow formula to flow through. When syringe is three quarters empty, 

add more solution. Recommended rate is 200-00cc over 10-15 minutes, depending on the patient’s tolerance 

and the doctor’s orders.  

13. Flush tube with 50-60cc of water after each feeding to ensure patency.  

14. Pinch tubing and remove enteral bag, controller tubing or syringe and clamp or cap feeding tube.  

15. Leave patient in high or semi-Fowler’s position for at least 30 minutes.  

16. Discard soiled supplies in appropriate containers. 

 

AFTERCARE:       

1. Cleanse reusable equipment, rinse. Allow to air dry and wrap in clean towel to be used at next feeding.  

2. Document inpatient’s record:  

a. Verification of proper tube placement.  

b. Amount of aspirated stomach content.  

c. Feeding solution and amount.  

d. Medications administered.  

e. Amount of water administered.  

f. Patient’s response to procedure.  

g. Instructions given to patient/caregiver.  
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GASTOINTESTINAL: GASTROSTOMY OR JEJUNOSTOMY TUBE FEEDING 

 

PURPOSE:  

To provide hydration, nutrition, medication via surgical opening, into the stomach or jejunum when oral route 

contraindicated.  

 

CONSIDERATIONS:  

1. Special formulas or blender prepared nutrients may be administered at room temperature and discarded if not 

used within a 24-hour period.  

2. Possible side effects to consider are distention, vomiting, diarrhea and constipation. Therefore, frequency of 

feeding, amount of formula, concentration of formula, and content of formula may need to be adjusted. 

Consultation with physician or registered dietician may be indicated.  

3. During continuous feeding, assess frequently for abdominal distention.  

4. Medications may be administered through the feeding tube. Liquid preparations are preferred. Entercoated 

tablets cannot e used. Flush tubing with water to ensure full instillation of complete dose of medication.  

5. Gastrostomy tubes that have a balloon tip should be changed as ordered by physician; other types of G-tubes 

(i.e. mushroom, molecot) are changed in an outpatient setting. Jejunostomy tubes are only changed by 

physician.  

 

EQUIPMENT:  

• 60cc asepto syringe 

• Graduated container 

• Glass of water 

• Prepared formula 

• Clamp  

• Gloves 

• Protective sheet  

• Enteral feeding bag and tubing  

• Enteral feeding pump (optional) 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Prepare measured amount of formula or medication in appropriate container.  

4. Elevate the patient’s bed to a high or semi-Fowler’s position to prevent aspiration and facilitate digestion.  

5. Place protective sheet under tubing to protect bedding and clothes.  

6. Remove cap or plug from the feeding tube.  

7. Aspirate stomach contents after patency with a syringe.  Note amount of residual withdrawn and inject gastric 

fluid back into tube. (Do not discard this fluid). If residual is greater than 100cc or twice the hourly rate of 

feeding, call physician. Do not administer feeding.  

8. Connect enteral bag tubing, pump tubing or syringe to gastrostomy or jejunostomy tube.  

9. If using a bulb or catheter-tip syringe, remove the bulb or plunger and attach the syringe to feeding tube to 

prevent excess air form entering. Jejunostomy should not be bolus fed. Do not use this option for 

jejunostomy.  

10. If using an infuser controller, follow manufacturer’s directions. Purge the tubing of air and attach it to the 

feeding tube.  
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11. Open the regulator clamp of enteral tube or pump and adjust flow rate. When using syringe, fill syringe with 

formula and release the feeding tube to allow formula to flow through. When syringe is three quarters empty, 

add more solution. Recommended rate is 200-00cc over 10-15 minutes, depending on the patient’s tolerance 

and the doctor’s orders.  

12. Flush tube with 50-60cc of water after each feeding to ensure patency.  

13. Pinch tubing and remove enteral bag, controller tubing or syringe and clamp or cap feeding tube.  

14. Leave patient in high or semi-Fowler’s position for at least 30 minutes.  

15. Discard soiled supplies in appropriate containers. 

 

AFTERCARE:       

1. Cleanse reusable equipment, rinse. Allow to air dry and wrap in clean towel to be used at next feeding.  

2. Document inpatient’s record:  

a. Verification of proper tube placement.  

b. Amount of aspirated stomach content.  

c. Feeding solution and amount.  

d. Medications administered.  

e. Amount of water administered.  

f. Patient’s response to procedure.  

g. Instructions given to patient/caregiver.  
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GASTOINTESTINAL: COLOSTOMY IRRIGATION (DECENDING/SIGMOID COLON) 

 

PURPOSE:  

To cleanse and empty the sigmoid colon of flatus, mucus and feces. To stimulate peristalsis and help establish regular 

evacuation of the bowels.  

 

CONSIDERATIONS:  

Irrigation is not appropriate for ileostomies, ascending or transvers colostomies.  

Obtain M. D. order prior to irrigation.  

 

EQUIPMENT: 

• Gloves  

• Colostomy irrigation set (sleeve, belt, clamp, bag, cone, tubing) or irrigation sleeve to fit two-piece appliance 

• Water soluble lubricant  

• Lukewarm water  

• Fresh colostomy pouch or security pad (small dressing) 

• Soft washcloth or paper towel  

• Impervious plastic bag 

• Disposable apron 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Place 500 to 1000cc of lukewarm water into irrigating bag with clamp. Open clamp to let water flow through, 

expelling any air in system, then re-clamp. 

4. Hang irrigating bag on hook so that the bottom of the bag is at the patient’s shoulder level when seated.  

5. Remove pouch and, if necessary, clean exposed area with a damp towel or washcloth.  

6. Apply irrigating sleeve over stoma and attach belt. Tighten belt so that it fits snugly. If patient is using a two-

piece ostomy appliance, attach irrigation sleeve to the existing flange.  

7. Have patient sit on chair in front of the toilet.  

8. Place irrigation sleeve in the toilet.  

9. Lubricate cone.  

10. Insert gloved, lubricated finger into stoma to determine angle at which cone can be inserted into the stoma 

while there is a small flow of water.  

11. Insert cone. To ensure that there is no escape of water, press down firmly against stoma. When a cone is used, 

it can be inserted as far as possible without causing any discomfort. 

12. Initial irrigation should be 250-500cc warm water. Patient may experience a vagal response if water volume is 

too large. For ongoing irrigations, instill 500 to 1000cc water over a period of 10 minutes. If patient complains 

of cramps or discomfort, shut flow off and resume flow when cramps have ceased.  

13. Remove tubing or cone, fold down top of sleeve and clamp. For the next 15 minutes have patient remain in 

bathroom while colostomy drains.  

14. Have patient take slow deep breaths, move the abdominal musculature in and out, bend forward and gently 

massage the lower abdomen to enhance evacuation of bowel contents.  

15. Rinse sleeve, by pouring warm water through sleeve and over stoma.  

16. Wipe off bottom of sleeve with a paper towel. Clamp the bottom of the sleeve to the top of the sleeve.  

17. Advise the patient that return may continue for the next 30 to 45 minutes.  
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18. Remove sleeve, wash skin and stoma and apply a new pouch or security pad.  

19. Discard soiled supplies in appropriate containers.  

 

 

AFTERCARE:       

1. Cleanse the irrigation equipment, rinse. The equipment must be drained and allowed to dry before storing.  

2. Document in patient’s record;  

a. Procedure and observations.  

b. Amount and character of stool and fluid.  

c. Patient’s response to procedure.  

d. Appearance of peristomal skin. 

e. Instructions given to patient/caregiver.  
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GASTROINTESTINAL: COLOSTOMY IRRIGATION FOR THE BEDRIDDEN PATIENT 

 

PURPOSE:  

To cleanse and empty the sigmoid colon of gas, mucus and feces, to stimulate peristalsis and to help establish regular 

evacuation of the bowel.  

 

CONSIDERATIONS: 

Irrigation is not appropriate for ileostomies, ascending or transverse colostomies.  

 

EQUIPMENT:  

• Gloves 

• Colostomy Irrigation set (sleeve, belt, clamp, bag, cone, tubing) or irrigation sleeve to fit two-piece appliance 

• Water soluble lubricant  

• Bedpan or other large receptacle 

• Lukewarm water 

• Fresh colostomy pouch or security pad (small dressing) 

• Soft washcloth or paper towel  

• Plastic-lined underpads  

• Impervious plastic bag  

• Wash basin 

• Bath blanket  

• Disposable apron  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Protect the bed with plastic-backed under-pads.  

4. Remove or turn down top bedding and cover patient with bath blanket.  

5. Place 500 to 1000cc of lukewarm water into irrigating bag with clamp. Open clamp to let water flow through, 

expelling any air in system, then re-clamp. 

6. Hang irrigating bag on hook approximately 12-18 inches above level of stoma.  

7. Remove pouch and, if necessary, clean exposed area with a damp towel or washcloth.  

8. Apply irrigating sleeve over stoma and attach belt. Tighten belt so that it fits snugly. If patient is using a two-

piece ostomy appliance, attach irrigation sleeve to the existing flange.  

9. Position patient on side where stoma is placed or on back.  

10. Place the bottom of sleeve into bedpan at patient’s side.  

11. Lubricate cone.  

12. Insert gloved, lubricated finger into stoma to determine angle at which cone can be inserted safely. Release the 

clamp slightly so the cone can be inserted into the stoma while there is a small slow of water.  

13. Insert cone. To ensure that there is no escape of water, press down firmly against stoma. When a cone is used, 

it can be inserted as far as possible without causing any discomfort.  

14. Initial irrigation should be 250-500cc warm water. Patient may experience a vagal response if water volume is 

too large. For ongoing irrigations, instill 500 to 1000cc water over a period of 10 minutes.  

15.  If patient complains of cramps or discomfort, shut flow off and resume flow when cramps have ceased. Check 

water temperature and rate of flow. 

16. When all water is in, remove tubing. If using sleeve with opening in top, fold sleeve over and clamp.  
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17. Massage abdomen in circular motion toward stoma and let drain. Encourage patient to take slow, deep breaths, 

move abdominal musculature in and out and move about in bed, if possible. Stool may return for up to one 

hour.  

18. Remove sleeve, wash peristomal skin and stoma with warn water. Dry.  

19. Apply clean pouch or dressing.  

20. Re-position patient and replace bedding.  

21. Discard soiled supplies in appropriate containers. 

 

AFTERCARE:      

1. Cleanse irrigation equipment, rinse. The equipment must be drained and allowed to dry before storing. 

2. Document in patient’s record:  

a. Procedure and observations.  

b. Amount and character of stool and fluid.  

c. Patient’s response to procedure.  

d. Appearance of perstomal skin.  

e. Instructions given to patient/caregiver.  
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GASTROINTESTINAL: COLOSTOMY IRRIGATION IN PREPARATION FOR DIAGNOSTIC 

PROCEDURES OR SURGERY 

 

PURPOSE:  

To clean the intestinal tract in preparation for barium enema, diagnostic procedures or colostomy closure.  

 

CONSIDERATIONS:  

1. This procedure is performed on sigmoid, descending or transverse colostomies. 

a. A loop colostomy has only one stoma, but there are two openings in it.  

b. A double-barrel colostomy has two stomas that may be separated on the body. Proximal stoma discharges 

fecal material and distal stoma drains mucus form lower colon and rectum. 

c. An end colostomy has one stoma with one opening.  

2. This procedure is not appropriate for patients with ascending colostomies, ileostomies or cecostomies. If this 

is requested, contact the patient’s physician for special instructions. 

3. Irrigation of the rectal stump is sometimes requested as part of the bowel prep for reconnecting an end 

colostomy. Follow procedure for fleet’s enema.  

4. Obtain M. D. order.  

 

 

EQUIPMENT:  

• Gloves 

• Colostomy irrigation set (sleeve, belt, clamp, bag, cone, tubing). 

• Water soluble lubricant  

• Lukewarm water 

• Soft washcloth or paper towel  

• Fresh colostomy pouch 

• Pitcher (optional) 

• Impervious plastic bag  

• Disposable apron  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient,  

 

To irrigate Distal Stoma: 

1. Fill irrigation bag with 500-800cc of lukewarm tap water. Prime tubing. Hang bag near toilet. The lower level 

of bag should be at patient’s shoulder level when seated.  

2. Remove pouch and if necessary, clean exposed area with a damp cloth.  

3. Have patient sit on toilet.  

4. Put sleeve faceplate over distal stoma and snap on belt. Place sleeve in toilet.  

5. Insert cone into distal stoma (usually this is on patient’s left side). Press cone firmly against stoma. Allow 

500cc water to run at a rate that is comfortable for patient. Hold cone in place 10-15 seconds. Remove cone, 

fold down top of sleeve and clamp.  

6. Have patient remain on toilet until water has been expelled from rectum and feeling of pressure is gone.  

 

To Irrigate the Proximal Stoma: 
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1. Refill bag with 500-1000cc of lukewarm water. Prime tubing.  

2. Hang irrigating bag on hook so that the bottom of the bag is at the patient’s shoulder level when seated. 

3.  Apply irrigating sleeve over stoma and attach belt. Tighten belt so that it fits snugly.  If patient is using a two-

piece ostomy applicant, attach irrigation sleeve to the existing flange.  

4. Have patient sit on chair in front of toilet.  

5. Place irrigation sleeve in the toilet.  

6. Lubricate cone.  

7. Insert gloved, lubricated finger into stoma to determine angle at which cone can be inserted safely. Release the 

clamp slightly so the cone can be inserted in the stoma while there is a small flow of water. 

8. Insert cone. To ensure that there is no escape of water, press down firmly against stoma. Cone can be inserted 

as far as possible without causing any discomfort. 

9. Instill 500-1000cc water over period of 10 minutes. If patient complains of cramps or discomfort, shut flow 

off and resume flow when cramps have ceased. Check water temperature and rate of flow. If patient does not 

routinely irrigate, patient may experience a vagal response if volume is too large.  

10. Remove cone, fold down top of sleeve and clamp. For the next 15 minutes have patient remain in bathroom 

while colostomy drains.  

11. Have patient take slow, deep breaths, move the abdominal musculature in and out, bend forward and gently 

massage the lower abdomen to enhance evacuation of bowel contents.  It may take up to forty-five minutes for 

fecal return.  

12. Rinse sleeve, by pouring warm water through sleeve and over stoma.  

13. Wipe off bottom of sleeve with a paper towel. Clamp the bottom of the sleeve to the top of the sleeve.  

14. Advise the patient that return may continue for the next 30-45 minutes.  

15. Remove sleeve, wash skin and stoma and apply a new pouch or security pad.  

16. Discard soiled supplies in appropriate containers.   

 

AFTERCARE:       

1. Cleanse irrigation equipment, rinse. The equipment must be drained and allowed to dry before storing.  

2. Instruct patient to take irrigation set to hospital. This procedure may be repeated prior to surgery for colostomy 

closure or barium enema.  

3. Document in patient’s record:  

a. Procedure and observations. 

b. Amount and character of stool and fluid.  

c. Patient’s response to procedure.  

d. Appearance of peristomal skin.  

e. Instructions given to patient/caregiver.  
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GASTROINTESTINAL: COLOSTOMY/ILEOSTOMY APPLIANCE APPLICATION 

 

PURPOSE:  

To collect effluent and protect skin from effluent and adhesives.  

 

CONSIDERATIONS:  

1. There are many different types of appliances and each has multiple variations. This procedure considers the 

following basic types:  

a. One-piece, pre-cut pouch with attached skin barrier.  

b. One-piece, cut to fit pouch with attached skin barrier.  

c. Two-piece set including skin barrier and snap-on pouch.  

2. For hard-to-fit stomas, permanent face-plates with reusable pouches, convex inserts or other customized 

equipment may be recommended,  

3. A skin barrier should always be used.  

4. Effluent from an ileostomy is highly enzymatic and damaging to the skin and is more difficult to contain since 

it is semi-liquid.  

5. Special considerations for using a two-piece appliance set:  

a. The barrier should be changed every 3-7 days or when leakage occurs. 

b. The pouches can be cleansed and reused.  

c. Flatus if released by pulling up on the tab of the pouch and replacing the seal. 

6. Pin holes are never to be made in a pouch for release of flatus since it creates constant odor. Flatus can be 

released by emptying the pouch.  

7. Whenever the appliance is removed, the stoma and peristomal skin should be inspected for breakdown, 

discoloration, epithelial overgrowth, rash, etc.  

8. Stoma size changes for up to three months after surgery. The pattern should be measured for proper fit each 

time the appliance is changed.  

9. The size of the pouch opening must be slightly larger (approximately 1/8 inch) than the stoma. An opening too 

small can lacerate the stoma; an opening too large exposes the skin and causes leakage.  

10. The pouch should always be emptied when it is 1/3 full.  

 

EQUIPMENT:  

• Gloves 

• Small impervious bag 

• Ostomy appliance-one or two pieces 

• Skin barrier gel (optional) 

• Skin barrier film wipes (optional) 

• Stoma paste (optional for colostomy)  

• Mild soap  

• Warm water 

• Washcloth/towel  

• Scissors  

• Pouch clamp  

• Appliance belt (optional)  

• Toilet tissue  

• Disposable apron 

PROCEDURE:  
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1. Adhere to Universal Precautions. 

2. Explain procedure to patient.  

3. Position patient in comfortable position, lying or standing.  

4. Gently remove existing pouch using push/pull method. Remove and save clip. Discard disposable pouch in 

impervious bag.  

5. Wipe drainage form stoma and skin with toilet tissue. Wash peristomal skin with mild soap and water. Rinse 

and pat dry.  

6. Using a pattern or measuring guide, measure stoma.  

7. Draw pattern on paper backing of skin barrier, approximately 1/8 inch larger than stoma.  

8. Cut opening. Remove paper backing.  

9. Apply skin barrier gel or film if needed and let dry.  

10. If stoma paste is used to create a better seal, apply around stoma or directly skin barrier wafer at the cut edge.  

11. Apply wafer and gently press over entire area, especially around stoma. Hold in place for one minute.  

12. If using two-piece appliance, snap pouch onto wafer rim like Tupperware. Start at the bottom and apply 

pressure around the entire rim. Test by tugging in all directions.  

13. Place clamp on end of drainable pouch.  

14. Secure pouch with belt if necessary. Encourage patient to sit in position for about 5 minutes to improve 

adherence.  

15. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observations.  

b. Patient’s response to procedure.  

c. Appearance of peristomal skin.  

d. Instructions given to patient/caregiver.  
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GASTROINTESTINAL: CARE OF MUCOUS FISTULA 

PUPROSE:  

To protect the intestinal tissue from drying and to contain the mucus excreted.  

 

CONSIDERATIONS:  

1. A mucous fistula is an opening on the abdomen that leads to the resting portion of the intestine. A normal 

function of the intestine is to secrete mucus.  

2. Consult the enterostomal therapist or physician if odor is heavy, or drainage requires more than one dressing 

per day.  

 

EQUIPMENT:  

• Gloves 

• Non-sterile dressing; i.e., gauze, tissues, paper towels, sanitary pad, small piece of cloth 

• Petroleum jelly (optional) 

• Paper tape  

• Basin of warm water and soft clean cloths  

• Impervious bag 

 

PROCEDURE:  

1. Adhere to Universal Precautions. 

2. Explain procedure to patient.  

3. Remove old dressing  

4. Cleanse mucous fistula and surrounding skin with warm water. Pat dry. This can be done when patient 

showers.  

5. Apply small amount of petroleum jelly to fistula if necessary to prevent dryness.  

6. Place non-sterile dressing against the mucous fistula and secure edges with paper tape.  

7. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observations.  

b. Patient’s response to procedure.  

c. Instructions given to patient/caregiver.  

 

GASTROINTESTINAL: REFERENCES 
Bryant, R.A. 2000. Acute and chronic wound; Nursing management. 2nd ed. Mosby yearbook.  

Doughty, Dorothy. 1996. A Physiologic approach to bowel training. JWOCN23(1)(January): 46-56 

Nettina, Sandra M., and L.S. Brunner. 2000. The Lippincott manual of nursing practice. 7th ed. Philadelphia: J.B. Lippincott 

Company.  

Nursing procedures. 3rd ed. 2000. Springhouse, PA; Springhouse Corporation 

Smith, Sandra and Donna Duell. 1997. Clinical nursing skills. 4th ed. Stamford, CN: Appleton Eilange.  
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GENITOURINARY: BLADDER INSTILLATION 

PURPOSE:  

To introduce medicated irrigating solution into the patient’s bladder for a prescribed time, usually to treat bladder 

infections.  

 

CONSIDERATIONS:  

1. For the medication to be effective, the bladder must be empty.  

2. If irrigating solution does not flow in by gravity, gentle force may be used with asepto bulb or syringe piston.  

3. Do not use excessive pressure to force the solution into the bladder. Stop the procedure and notify physician if 

resistance is met.  

4. If catheter is obstructed, remove it and insert a new one.  

 

EQUIPEMENT:  

• Indwelling Foley catheter or sterile catheter (size ordered by physician)  

• Prescribed sterile solution for instillation 

• Glass jar or sterile container  

• Asepto syringe or 60cc disposable catheter-tip syringe  

• Tongs  

• Receptacle for collecting drainage  

• Catheter clamp Protective bed covering  

• Antimicrobial solution  

• Sterile gauze Paper bag  

• Drainage tube cap 

• Gloves, sterile and clean 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient  

3. Assemble equipment.  

4. Catheterize patient (See Insertion of Indwelling Catheter-Male, No. 5.09 or Insertion of Indwelling Catheter-

female, No. 5.10, if indwelling catheter has not already been inserted.) 

5. Thoroughly cleanse Foley catheter where it is connected to drainage tubing with antimicrobial solution.  

6. Put on sterile gloves.  

7. Disconnect the catheter from drainage tubing; allow it to drain into receptacle. Holding the catheter upright to 

keep it sterile, cap the drainage tubing with sterile cap or sterile gauze and rubber band.  

8. Insert tip of asepto (without bulb) or disposable syringe (without piston) into catheter.  

9. Pour prescribed amount of sterile solution into syringe, allow to drain into bladder by gravity. Remove syringe 

tope from catheter.  

10. Cover end of catheter with sterile gauze and clamp catheter proximal to the Y-tube fork. Leave catheter 

clamped for prescribed amount of time, usually 15-30 minutes. (Physician may want catheter removed and 

solution to remain in bladder until patient voids) 

11. Unclamp catheter and allow solution to drain into receptacle. Note amount and appearance of solution 

returned.  

12. Clean distal end of catheter and end of drainage tube with antimicrobial solution. Reconnect catheter and 

tubing.  

13. Discard soiled supplies in appropriate container.  
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AFTERCARE:       

1. Cleanse equipment, rinse well and air-dry.  

2. Document in patient’s record:  

a. Procedure and observations.  

b. Solution, amount instilled and returned.  

c. Patient’s tolerance to procedure.  

d. Instructions given to patient/caregiver.  
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GENITOURINARY: TRAINING FOR NEUROGENIC BLADDER 

 

PURPOSE: To empty bladder regularly, completely and easily; to maintain urine sterility with no stone formation. 

 

CONSIDERATIONS:  

1. Neurogenic bladder is any bladder disturbance due to a lesion of the nervous system.  

2. Causes may include spinal cord injury, disease such as multiple sclerosis, tabes dorsalis, diabetes mellitus, 

spinal cord tumor or herniated intervertebral discs, congenital anomalies, i.e., spina bifida, myelomeningocele. 

3. Types of neurogenic bladder:  

a. Spastic (Reflex or Automatic) bladder-due to upper motor neuron lesion, loss of conscious sensations and 

cerebral motor control, reduced bladder capacity and marked hypertrophy of bladder wall. 

b. Flaccid (Atonic, non-reflex, Autonomous) bladder-due to lower motor neuron lesion. Bladder continues to 

fill until it becomes greatly distended, bladder musculature does not contract forcefully at any time, when 

pressure reaches breakthrough point, small amounts of urine dribble from urethra as bladder continues to 

fill resulting in overflow incontinence. 

4. Sensory loss may accompany flaccid bladder, patient is not aware of discomfort.  

5. Extensive distention causes damage to bladder musculature, infection of stagnant urine and kidneys by back 

pressure of urine.  

6. Bladder training is indicated for spastic bladder.  

7. Parasympathetic drugs, with physician order, are given to increase contraction of the detrusor muscle.  

8. Instruct patient and family in prevention, signs and symptoms and treatment of autonomic dysreflexia.  

 

PROCEDURE:  

1. Adhere to Universal precautions.  

2. Explain procedure to patient.  

3. Offer an opportunity to void every 1-2 hours, even if urge to void is not felt. Intervals may be based on a 

shorter time than exist in continent voiding.  

4. Initiate voiding by manual stimulation, i.e., apply pressure with hands over suprapubic area or vend patient 

over to increase intra-abdominal pressure.  

5. Record time and amount of voiding.  

6. Record time and amount of fluid intake. If no fluid restriction, encourage daily intake of 2000-2500cc per day. 

Limit in evening.  

7. Repeat voiding by manual compression every two hours to prevent over-distention.  

a. Set alarm clock for two-hour intervals during the day. 

b. Have the patient void twice during the night. 

8. Instruct patient to do vaginal and rectal contractions to strengthen per urethral tissue (kegal exercises).  

a. Tighten the rectum or vagina.  

b. Hold the contraction while counting slowly to six, relax.  

c. Continue relaxing and tightening for fifteen times.  

d. Perform these exercises three times daily for fifteen times over a 6-8 week period. 

e. Evaluation of exercise program is then done.  

f. During the program, bed and clothing may be padded to protect them from becoming wet, avoid diapering, 

since this further demeans the person and may give “permission” to be incontinent.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observations.  
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b. Patient’s response to procedure.  

c. Instructions given to patient/caregiver.  
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GENITOURINARY: BLADDER TRAINING FOR NON-NEUROGENIC BLADDER 

 

PURPOSE:  

To keep the patient dry and free from odor; to prevent urinary tract infections and preserve renal function; to help the 

patient maintain social acceptance.  

 

CONSIDERATIONS:  

1. The following are important to patient teaching and planning a bladder-training program.  

a. Patient’s emotional attitude and motivation to be dry.  

b. The patient’s ability to cooperate.  

c. Patient understanding of his/her responsibilities in the training program.  

2. During the training period, it is suggested that fluids be spaced throughout the day and limited in evening. 

Serve small amounts (100cc-150cc) frequently. Vary the flavor, color, temperature, container and 

beverage. 

 

3. Fluid intake should total 2500cc a day unless the patient is on a fluid restriction. If the patient has been 

drinking less than 250cc a day, do not expect him/her to start drinking this amount immediately.  

4. Regularity is the key to success.  

5. The nurse should evaluate the feasilbility of instructing the patient in self-catheterization in conjunction 

with bladder training. 

6. Obtain physician order for frequency of catheterization for residual.  

 

EQUIPMENT:  

• None 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Instruct patient to void every 1-2 hour, the interval may be lengthened as control is gained.  

4. Give patient a measured amount of fluid to drink (100-150cc).  

5. Have the patient wait thirty (30) minutes and then ask him to attempt to void.  

a. Position patient with thighs flexed, feet and back supported.  

b. Instruct him to press or massage over bladder area or increase intra-abdominal pressure by leaning forward 

which helps to initiate evacuation of bladder.  

6. Have the patient keep a voiding calendar-a continuous record of time and amount of fluid ingested and time 

and amount of each voiding.  

7. Encourage the patient to hold urine until specified voiding time, if possible.  

8. Assess for signs of urinary retention, test (catheterize) for residual urine as directed.  

9. Encourage patient to continue self-care and exercise programs. Encourage patient to wear his/her own 

clothing.  

 

Patient with Indwelling Catheter:  

1. Clamp and release catheter for gradually increased periods of time. This must be a gradual procedure 

(beginning with one hour and increasing until the bladder will hold 300-400cc).  

2. The catheter may be released for discomfort, but the time and exact amount should be noted. 
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3. When the bladder will hold 300-400cc, the catheter may be removed. At the time of release of the catheter, 

encourage the patient to bear down and strain the abdominal muscles. A catheter control plan may be 

followed:  

a. 1st day-Clamp catheter at 8:30am, then release catheter every hour (9:30, 10:30, 11:30, etc). Record 

amount of urine each time.  

b. 2nd day -Release catheter every two (2) hours 8:30, 10:30, etc.). Record amount of urine each time.  

c. 3rd day- Release catheter every three (3) hours (9:30, 12:30, etc.). 

d. 4th day-Release catheter every four (4) hours (10:30, 2:30, etc.). Record amount of urine each time.  

e. Catheter removal-the fourth day of catheter control plan should be repeated on the 5th, 6th and 7th days. On 

the 8th day the catheter should be removed and patient’s bladder given a chance to operate by reflex.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observations.  

b. Instructions given to patient/caregiver.  
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GENITOURINARY: URINARY CATHETER CARE 

 

PURPOSE:  

To aid in prevention of bladder infection. 

 

CONSIDERATIONS:  

1. Maintain the closed drainage system; separate tubing only when necessary, i.e., changing drainage bags.  

2. Avoid raising drainage bag above bladder level to prevent reflux of urine.  

3. Check the tubing frequently for kinks.  

4. Encourage patients whose fluid intake is not restricted to drink 2000-2500cc of fluid daily. 

5. Acidification of urine is also recommended to inhibit bacterial growth. (Sometimes patients are instructed to 

take Vitamin C.) 

6. Disengage collection bag and tubing from linens or frames when transferring patient to avoid urethral lumen 

trauma or bladder wall trauma. Anchoring using tape or catheter strap is recommended.  

7. Use of a leg bag allows greater mobility during the day. Avoid using leg bag at night.  

8. Routine care should include cleansing perianal area at least daily with soap wan water. Urethral meatus 

receives no special attention. 

 

EQUIPMENT:  

• Gloves  

• Basin with soap and water  

• Towels  

• Tape  

• Catheter strap 

• 4x4 gauzes 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure and purpose to patient. 

3. Inspect the catheter for any problems.  Inspect the urinary drainage for mucous shreds, clots, sediment and 

turbidity.  

4. Inspect catheter where it enters the meatus for encrusted material and suppurative drainage.  

5. Remove any tape or catheter strap securing catheter in place. Inspect area for signs of adhesive burns, redness, 

tenderness or blisters.  

6. Cleaning the perineum:  

a. Cleanse perianal area with warm water and soap, rinse and pat dry. 

(1) For female patient, separate labia and gently wash around urethral opening. Remembering to wash 

form front to back. 

(2) For male patient, retract foreskin to wash, then return foreskin over head of penis.  

b. Secure catheter with catheter strap or re-tape catheter to thigh or opposite side of abdomen, avoiding area 

previously taped. Provide enough slack before securing the catheter to prevent tension on the tubing that 

could injure the urethral lumen or bladder wall.  

c. Discard soiled supplies in appropriate containers. 

7. Emptying the drainage bag:  

a. Empty the bag at least every 8-12 hours or when bag is one-half full.  

b. Remove the tube from the protective sleeve of the drainage bag. Be sure not to touch the tip of the tube.  

c. Drain the urine into a toilet (seat up) or other clean container after unclamping the drainage tube.  
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d. Re-clamp the drainage tubing.  

e. Replace the end of the tube into the protective sleeve. Again, being sure not to touch the tip of the tub.  

8. Changing form one drainage system to another (bedside-leg-bedside): 

a. Empty the drainage bag (see #7).  

b. Clamp the catheter.  

c. Remove the end of the drainage tube from the catheter. Be sure not to touch the tips of the catheter or the 

drainage tube.  

d. Attach the catheter to the drainage tube of the desired drainage bag; making sure that the emptying spout 

on the bag is clamped. Again, be sure not to touch the tips of the catheter or drainage tube.  

e. Unclamp the catheter.  

9. Cleaning the drainage bag:  

(See No. 5.05, Decontamination of Vinyl Urinary Drainage Bag). 

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observations.  

b. Urinary output and appearance.  

c. Patient’s response to procedure. 

d. Instructions to patient/caregiver.  
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GENITOURINARY: DECONTAMINATIN OF VINYL URINARY DRAINAGE BAG 

 

PURPOSE:  

To provide a safe, effective and inexpensive procedure for decontaminating urinary drainage bags.  

 

CONSIDERATIONS:  

1. A patient with an indwelling catheter should have two bags of each type-leg and bedside drainage. These 

provide for a rotation of bags during cleaning periods and an extra bag in case of damage.  

2. Leg and bedside bags should be decontaminated daily.  

3. Bags may be reused for four weeks when decontaminated daily.  

4. Prepare the solution when it is needed; sodium hypochlorite is unstable and will dissipate when exposed to 

light.  

5. Avoid bleach contact with stainless steel, chrome and other bathroom fixtures because it will cause rest or 

corrosion. 

EQUIPMENT:  

• Liquid bleach  

• Cold tap water  

• Graduated irrigating bottle  

• Gloves 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Prepare bleach solution by filling irrigating bottle with 150cc cold tap water and 15cc liquid bleach. 

3. Empty all urine from bag into the toilet.  

4. Fill the bag with cold tap water. If it is a leg beg, fill it through the connector and extension tubing, if it is a 

bedside bag, fill it through the top tubing with 200cc cold tap water.  

5. Vigorously agitate water in the bag for 10 seconds.  

6. Empty the water through the bag’s drainage spigot into the toilet.  

7. Repeat steps 4, 5 and 6. Rinsing must be done twice.  

8. Use an irrigating bottle to squirt approximately 30cc of the pre-mixed bleach solution onto the drainage spigot, 

spigot bell and sleeve and cap. 

9. Squirt the remaining bleach solution into the bag. Agitate the solution in the bag for 30 seconds making 

certain the solution touches all inner surfaces of the bag.  

10. Drain the solution into the toilet, avoiding contact with metal fixtures.  

11. Hang bag over shower/towel rail to dry.  

12. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observations.  

b. Instructions given to patient/caregiver.  

2. Instruct patient/caregiver in procedure.  
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GENITOURINARY: INTERMITTENT SELF-CATHETERIZATION 

 

PURPOSE:  

To completely empty the urinary bladder on a regular, intermittent basis.  

 

CONSIDERATIONS:  

1. Clean technique is used. Bacteria introduced during catheterization will not cause a urinary tract infection if 

bladder is kept empty on a regular basis. 

2. It is essential that the schedule for regularity of emptying the bladder be followed regardless of patient’s 

location and availability of soap and water. This is usually 4 times daily during waking hours.  

3. It is important to have a daily fluid intake of 3000cc unless contraindicated. 

4. A catheter can be used until it becomes too difficult to use, e.g., either too soft, too stiff. 

5. If, for any reason, the catheter cannot be inserted, stop the procedure, have patient sit in a warm tub of water 

and try again.  

6. The water-soluble lubricant must not become contaminated and the tube opening should be wiped with an 

antiseptic before each time the contents are used.  

7. For the patient with reduced mobility, dexterity or both, the nurse must determine the optimal position for 

catheterization and ascertain the patient’s ability to manipulate clothing and adequately expose the urethral 

meatus for catheter insertion.  

 

EQUIPMENT:  

• Urinary catheter of prescribed size  

• Water soluble lubricant/individual packets are recommended 

• Receptacle for urine (bedpan/toilet) 

• Soap and water  

• Clean towel (washcloth) 

• Magnifying mirror (optional) 

• Carrying case/baggie 

• Impervious trash bag 

• Gloves 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Assemble and arrange equipment on clean surface and squeeze lubricant onto clean towel. If using a tube of 

lubricant, wipe opening into and antiseptic, discard small amount of lubricant before squeezing lubricant onto 

towel.  

4. Instruct patient to sit on the toilet or assume a semi-sitting position on a low chair. 

 

Note: Patients conducting their own self-catheterization procedure, do not need to wear gloves. 

  

5. FEMALE: 

a. Separate vaginal folds with one hand.  

b. Use downward strokes with wet soapy washcloth to thoroughly cleanse the urinary meatus.  

c. Rinse well with clean water. 
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MALE: 

a. Pull back foreskin. 

b. Wash the head of penis thoroughly with wet soapy washcloth.  

c. Rinse well with clean water.  

6. Pick up catheter 3 to 4 inches from tip and hold as if it were a pencil. Lubricate the catheter thoroughly. 

7. Insert the catheter into the urethral meatus until urine flows into the toilet or container. Use mirror if necessary 

to visualize meatus.  

a. FEMALE: Insert catheter approximately 3 inches.  

b. MALE: Insert catheter approximately 7-10 inches.  

8. Allow urine to flow until it stops flowing. It might be necessary to massage lower abdomen to be assured all 

urine has been emptied form the bladder. 

9. Remove catheter, dry area around meatus.  

10. Replace foreskin forward if uncircumcised male patient.  

11. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Cleanse catheter and rinse inside and out. Dry with a clean towel.  

2. Place catheter in a clean plastic bag, a clean dry covered container or roll in clean dry towel for use at next 

catheterization.  

3. Document in patient’s record:  

a. Procedure and observation.  

b. Patient’s response to procedure.  

c. Instructions given to patient/caregiver. 
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GENITOURINARY: INTERMITTENT CATHETERIZATION-MALE 

 

PURPOSE:  

To provide drainage of the urinary bladder and to check for retention. 

 

CONSIDERATIONS:  

1. If the patient is to be catheterized for residual volume, it must be done immediately after voiding.  

2. When limiting the amount of urine to be drained for if clamping is necessary, contact patient’s physician.  

3. If catheterization is to be intermittent, secure and order regarding the frequency and times.  

4. The patient should be instructed to have at least one spare catheter in the home at all times.  

 

EQUIPMENT:  

• Catheter insertion tray  

• Sterile gloves  

• Prepping balls  

• Antimicrobial solution  

• Waterproof, absorbent underpad  

• Fenestrated drape  

• Sterile lubricating jelly  

• Plastic forceps  

• Graduated basin 

• Sterile catheter of prescribed size 

• Gloves 

• Impervious trash bag 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Position patient on back and wash the perennial area and penis thoroughly with soap and water, being careful 

to retract the foreskin and cleans he area underneath.  

4. Open the catheterization tray and place the waterproof, absorbent underpad under the buttocks extending 

forward between the legs.  

5. Open sterile packets.  

6. Put on sterile gloves using sterile techniques.  

7. Place the fenestrated drape from the sterile catheter tray over the patient’s penis.  

8. Squeeze a liberal amount of sterile lubricating jelly on the catheter tip. 

9. Swab the prepuce with antimicrobial prepping balls, using one for the base, and one for the central area and 

the third for the urethral opening.  

10. Grasp the penis with a slight tension, elevating it at a right angle to the patient’s abdomen.  

11. If resistance is felt at the external sphincter, slightly increase the traction on the penis and apply steady, gently 

pressure on the catheter.  

12. Insert the tip of the catheter into the urethral opening, being careful to keep the distal end on the sterile field.  

13. Continue to insert the catheter until resistance is felt. Ask patient to relax, exhale and advance catheter another 

3-4 inches past the point of initial resistance only 3-4 inches will be left protruding.  

14. Lower penis and place the distal end of the catheter in the collection basis. The end of the catheter must be 

lower than the level of the patient’s bladder to allow for gravity outflow.  
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15. It may take several minutes for the urine to flow as the body temperature melts the lubricant, which may be 

blocking the catheter lumen.  

16. Allow urine to flow until the bladder is empty. 

 

Note: Suggested amount to be removed at one time varies from 100-300ml. every hour to 500-800ml. at one time. 

When a catheter is used to relieve urinary retention, do not remove urine form the bladder too rapidly-sudden 

decompression can cause hematuria and syncope.  

 

17. If the bladder has not been emptied, clamp the catheter for 15 minutes, then drain the remaining urine volume.  

18. When the bladder is empty, pinch off catheter and gently remove the catheter.  

19. Replace the foreskin. 

20.  Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observation.  

b. Characteristics of urine, color and amount.  

c. Patient’s response to procedure.  

d. Instructions given to patient/caregiver.  
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GENITOURINARY: INTERMITTENT CATHETERIZATION-FEMALE 

 

PURPOSE:  

To provide drainage of the urinary bladder and to check for retention.  

 

CONSIDERATIONS:  

1.  If the patient is to be catheterized for residual volume, it must be done immediately after voiding.  

2. When limiting the amount of urine to be drained for if clamping is necessary, contact patient’s physician.  

3. Secure an order regarding the frequency and times. 

4. The patient should be instructed to have at least one spare catheter in the home at all times 

 

EQUIPMENT:  

• Catheter insertion tray  

• Sterile gloves  

• Prepping balls  

• Antimicrobial solution  

• Waterproof, absorbent underpad  

• Fenestrated drape  

• Sterile lubricating jelly  

• Plastic forceps  

• Graduated basin 

• Sterile catheter of prescribed size 

• Gloves 

• Impervious trash bag 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Position patient on back with knees apart and flexed or on side with upper leg flexed. Wash the perennial area 

and penis thoroughly with soap and water. 

4. Open the catheterization tray and place the waterproof, absorbent underpad under the buttocks extending 

forward between the legs.  

5. Open sterile packets.  

6. Place drainage receptacle on towel between patient’s thighs.  

7. Open all sterile packets.  

8. Put on sterile gloves using sterile techniques.  

9. Place the fenestrated drape over the patient, exposing only the urethral meatus.   

10. Squeeze a liberal amount of sterile lubricating jelly on the catheter tip. 

11. Separate the labia so that the meatus is exposed and using a prepping ball with antimicrobial solution, swab 

each side of the labia with a downward stroke. Use a fresh prepping ball for each stroke. 

12. With the third prepping ball, cleanse the meatus with a single stroke.  

13. Gently insert catheter tip into meatus with sterile, gloved hand, being careful not to touch the surrounding area 

with the catheter.  

14. When urine starts to flow, insert catheter about one inch further into the ladder.  

15. Allow the urine to flow until the bladder is empty. 
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Note: Suggested amount to be removed at one time varies from 100-300ml. every hour to 500-800ml. at one time. 

When a catheter is used to relieve urinary retention, do not remove urine form the bladder too rapidly-sudden 

decompression can cause hematuria and syncope.  

 

16. If the bladder has not been emptied, clamp the catheter for 15 minutes, then withdraw the remaining urine 

volume.  

17. When the bladder is empty, gently remove the catheter.  

18. Cleanse the perineal area of any lubricant.  

19. Discard soiled supplies in appropriate container.  

 

AFTERCARE:       

1. Document in patient’s record:  

e. Procedure and observation.  

f. Characteristics of urine, color and amount.  

g. Patient’s response to procedure.  

h. Instructions given to patient/caregiver.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



PRIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

                            | Ph: 919-995-0554  | Ph: 919-400-5775 | FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

   Page | 178  

 

GENITOURINARY: INSERTION OF INDWELLING CATHETER-MALE 

 

PURPOSE:  

To provide for continuous urinary drainage through and indwelling catheter.  

 

CONSIDERATIONS:  

1. Catheter may be indicated for either incontinence or retention.  

2. Indwelling catheters must be ordered by a physician and should indicate frequency of change, size and type, 

also, if it is to be irrigated, with what solution and frequency of irrigation.  

3. Catheter changes are usually indicated at one time per month although certain types, such as silicone, may, 

with physician’s approval, remain unchanged for maximum of 3 months.  

4. Patency can be maintained and prolonged by absence of infection. High intake of fluids, correct placement, 

handling and securing of catheter with a strap will help reduce risk of infection.  

5. One spare catheter should be left in the home at all times.  

 

EQUIPMENT: 

• Catheter insertion tray  

• Sterile gloves  

• Prepping balls  

• Antimicrobial solution  

• Waterproof, absorbent underpad 

• Fenestrated drape  

• Sterile lubricating jelly  

• Prefilled 10cc syringe of sterile water  

• Plastic forceps  

• Graduated basin  

• Sterile catheter of prescribed size  

• Drainage bag  

• Catheter strap  

• Gloves  

• Impervious trash bag  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Position patient on back and wash the perineal area and penis thoroughly with soap and water, being careful to 

retract the foreskin and cleanse the area underneath.  

4. Open the catheterization tray and place the waterproof, absorbent underpad under the buttocks extending 

forward between legs.  

5. Place drainage receptacles on towel between patient’s thighs.  

6. Open all sterile packets.  

7. Put on sterile gloves using sterile technique. 

8. Place the fenestrated drape from the sterile catheter pack over the patient’s penis. 

9. Test balloon of new catheter, keeping catheter sterile by injecting 5cc sterile water into the lumen leading to 

the inflatable balloon. If no leaks are found, remove solution.  

10. Squeeze liberal amount of sterile lubricant jelly on the catheter tip.  
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11. Swab the prepuce with prepping balls and antimicrobial solution, using one for the base, one for the central 

area and the third for the urethral opening.  

12. Grasp the penis with a slight tension, elevating it at a right angle to the patient’s abdomen.  

13. Insert the tip of the catheter into the urethral opening, being careful to keep the distal end on the sterile field.  

14. Continue to insert the catheter until resistance is felt. Ask patient to relax, exhale and advance catheter another 

3-4 inches pas the point of initial resistance. Only 3-4 inches will be left protruding.  

15. Lower penis and place the distal end of the catheter in the collection basin. The end of the catheter must be 

lower than the level of the patient’s bladder to allow for gravity outflow.  

16. Inflate the balloon with indicated amount of sterile water.  

17. Replace foreskin.  

18. Connect to drainage bag.  

19. Secure tubing to patient’s thigh or lower abdomen with a catheter strap and hang bag for gravity drainage.  

20. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observation. 

b. Characteristics of urine, color and amount.  

c. Patient’s response to procedure.  

d. Instructions given to patient/caregiver.  
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GENITOURINARY: INSERTION OF INDWELLING CATHETER-FEMALE 

 

PURPOSE: 

To provide for continuous urinary drainage through and indwelling catheter. 

 

CONSIDERATIONS:  

1. Catheter may be indicated for either incontinence or retention.  

2. Indwelling catheters must be ordered by a physician and should indicate frequency of change, size and type, 

also, if it is to be irrigated, with what solution and frequency of irrigation.  

3. Catheter changes are usually indicated at one time per month although certain types, such as silicone, may, 

with physician’s approval, remain unchanged for maximum of 3 months.  

4. Patency can be maintained and prolonged by absence of infection. High intake of fluids, correct placement, 

handling and securing of catheter with a strap will help reduce risk of infection.  

5. One spare catheter should be left in the home at all times.  

 

EQUIPMENT:  

• Catheter insertion tray  

• Sterile gloves  

• Prepping balls  

• Antimicrobial solution  

• Waterproof, absorbent underpad 

• Fenestrated drape  

• Sterile lubricating jelly  

• Prefilled 10cc syringe of sterile water  

• Plastic forceps  

• Graduated basin  

• Sterile catheter of prescribed size  

• Drainage bag  

• Catheter strap  

• Gloves  

• Impervious trash bag  

 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Position patient on back with knees apart and flexed or on side with upper leg flexed. Wash the perineal area 

with soap and water. 

4. Open the catheterization tray and place the waterproof, absorbent underpad under the buttocks extending 

forward between legs.  

5. Place drainage receptacles on towel between patient’s thighs.  

6. Open all sterile packets.  

7. Put on sterile gloves using sterile technique. 

8. Place the fenestrated drape over the patient, exposing only the urethral meatus.  

9. Test balloon of new catheter, keeping catheter sterile by injecting 5cc sterile water into the lumen leading to 

the inflatable balloon. If no leaks are found, remove solution.  
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10. Squeeze liberal amount of sterile lubricant jelly on the catheter tip.  

11. Separate the labia so that the meatus is exposed, and using prepping balls and antimicrobial solution swab 

each side of the labia with a downward stroke form pubic area to the anus. Use a fresh prepping ball for each 

stroke.  

12. With the third prepping ball, cleanse the meatus with a single stroke. Once the meatus is cleaned, the labia 

must not be allowed to close over the meatus. 

13. Gently insert the catheter tip into meatus, being careful not to touch the surrounding areas with the catheter.  

14. When urine starts to flow, insert catheter about one inch further into the bladder. 

15. Inflate the balloon with indicated amount of sterile water.  

16. Cleanse perineal area of lubricant.  

17. Connect to drainage bag.  

18. Secure tubing to inside of patient’s thigh with a catheter strap and hang bag for gravity drainage.  

19. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observation. 

b. Characteristics of urine, color and amount.  

c. Patient’s response to procedure.  

d. Instructions given to patient/caregiver.  
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GENITOURINARY: REMOVAL OF A FOLEY CATHETER 

 

PURPOSE:  

To remove a Foley catheter from the urinary bladder. 

 

CONSIDERATIONS:  

1. The Foley catheter is removed without trauma when the balloon at the catheter tip is completely deflated. 

2. The balloon port should not be clipped off to deflate the balloon. 

3. A syringe should be used to remove and ascertain that all of the water has been removed. 

 

EQUIPMENT:  

• 10cc syringe 

• Waterproof, absorbent underpad  

• Gloves  

• Impervious trash bag 

 

PROCEDURE:  

1. Adhere to Universal Precautions. 

2. Explain procedure to patient.  

3. Place the patient in semi-reclining position with waterproof, absorbent pad under the buttocks.  

4. Firmly attach the syringe to the balloon port with a twisting motion.  

5. The syringe will usually fill with water, or it may be necessary to pull the plunger back gently to withdraw the 

water.  

6. Have a patient take a deep breath to enhance relaxation. With an even pressure, gently pull out the catheter.  

7. Inspect the balloon area of the catheter to assure it is intact and no part has been left in bladder.  

8. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observation. 

b. Time catheter removed and amount of urine in collection bag.  

c. Patient’s response to procedure.  

d. Instructions given to patient/caregiver.  
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GENITOURINARY: IRRIGATION OF INDWELLING FOLEY CATHETER 

 

PURPOSE:  

To flush mineral deposits and mucous shreds that prevent constant drainage of urine from the catheter tube.  

 

CONSIDERATIONS:  

1. Disconnection of tubing increases the risk of infection.  

a. Aseptic techniques is to be used for irrigating.  

b. Attempt to restore urine flow by inspecting the drainage system for obstructions, working back from the 

bag, or by very gently “milking” the tubing to clear possible blockage. 

c. Irrigate only when the catheter is obstructed and as a last resort.  

d. Assess the possible cause of plugging, infection, inadequate fluid intake alteration of Ph of urine.  

2. Irrigation can irritate delicate tissue.  

a. Use only gentle force when irrigating, a bulb syringe is preferable to a piston-type syringe.  

b. Use gravity drainage for return of irrigant.  

c. Use a very gently “milking” motion on tubing if this method is used at all.  

d. Irrigant should be at room temperature.  

e. No air should be injected with solution.  

f. Never instil more than 50cc at one time.  

3. An order by the physician is required to irrigate the catheter, it must include type of irrigating solution amount 

of solution and time and frequency of irrigation.  

 

EQUIPMENT:  

• Irrigation solution and sterile container  

• Asepto syringe 

• Gauze pads  

• Antimicrobial solution 

• Drape  

• Drainage tube protective sheath  

• Drainage basin  

• Gloves  

• Waterproof, absorbent underpad  

• Impervious trash bag  

• Sterile gloves 

 

PROCEDURE:  

1. Adhere to Universal Precautions 

2. Explain procedure to patient.  

3. Assemble equipment.  

4. Pour sterile irrigant (100-200cc) into solution sterile container.  

5. . Place patient in semi-reclining position with a waterproof, absorbent pad under buttocks and a drape over 

pubic area to avoid exposure. 

6. Put on sterile gloves.  

7. Cleanse junction of catheter and drainage tube thoroughly with antimicrobial-soaked gauze pads.  

8. Carefully disconnect tubing from catheter, holding the catheter upright and cap drainage tube with sterile 

protective sheath. Secure drainage tubing close to patient on the bed. 
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9. Draw up approximately 30cc to 50cc of irrigant in syringe and gently instill into the catheter.  

10. Remove syringe, position catheter over drainage basin, allow draining by gravity, collecting irrigation return 

in basin. Not appearance and amount.  

11. Repeat irrigation procedure until the debris is cleaned form lumen of catheter.  

 

Note: If fluid fails to return, stop irrigation. An obstruction or air pocket may be present. Try gently rotating the 

catheter or turn the patient form side to side to clear the catheter.  

 

12. Cleanse the end of the catheter and the end of the tubing with antimicrobial solution after removing the 

protective cap.  

13. Reconnect the catheter and tubing.  

14. Discard irrigation returns in toilet.  

15. Discard any unused irrigation solution that was poured into the container.  

16. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Type, amount of irrigant used.  

b. Color and characteristic of the returning fluid  

c. Patient’s response to procedure.  

d. Instructions given to patient/caregiver.  
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GENITOURINARY: BLADDER IRRIGATION THROUGH 3-LUMEN CATHETER 

 

PURPOSE:  

To keep catheter patent and to irrigate bladder with continuous antibacterial fluid to prevent infection or an 

obstruction.  

 

CONSIDERATIONS:  

1. Clean technique is required for irrigation.  

2. Physician orders are needed for solution to be used, rate of infusion and how long continuous irrigation will be 

needed.  

3. Note expiration date of irrigant solution.  

4. Irrigation tubing should be changed every 48 hours.  

5. Be sure that irrigation tubing fits correctly into irrigation solution container. 

 

EQUIPMENT:  

• Irrigation solution  

• Irrigation tubing 

• 3-way (lumen) Foley catheter 

• Sterile catheter plug 

• Catheter tray (optional)  

• Gloves and Impervious trash bag  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Assemble equipment.  

4. Insert 3-way catheter, if it is not already in place and plug smallest lumen with sterile catheter plug.  

5. Connect irrigation tubing to container of irrigation solution. Hang container for gravity flow and let irrigation 

solution fill tubing. Clamp off tubing.  

6. Take catheter plug out of smallest lumen, take irrigation tubing cover off and insert tubing into smallest 

lumen. Open clamp and set rate of infusion.  

7. To replace irrigation solution container:  

a. Clamp tubing.  

b. Remove tubing spike form old container.  

c. Remove cover from new container.  

d. Insert spike into new container.  

e. Hang new container and set rate of infusion. 

f. Container should be marked with date and time hung.  

8. If continuous irrigation is discontinued, the lumen can be plugged with sterile catheter plug. 

9. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Irrigation solution, type and amount infused and returned.  

b. Excess amount returned is counted as urine output.  

c. Patient’s response to procedure.  

d. Instructions given to patient/caregiver.  
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GENITOURINARY: RE-INSERTION OF SUPRAPUBIC CATHETER 

 

PURPOSE:  

To provide for urinary drainage through a suprapubic wound.  

 

CONSIDERATIONS:  

1. Suprapubic catheters may be changed as ordered by the physician, provided there are not sutures in place.  

2. Insertion site will not remain open for long so preparation for insertion of a new catheter should be made 

before removal of the catheter that is in place.  

3. Advantages of suprapubic catheter over urethral catheter:  

a. Lower rate of urinary tract infections.  

b. Ease in evaluation patient’s ability to void normally. 

c. Increased comfort for the patient.  

4. Potential complications are dislodgment and hematuria. 

 

EQUIPMENT:  

• Catheter insertion tray; 

• Sterile gloves 

• Prepping balls  

• Antimicrobial solution  

• Waterproof, absorbent underpad  

• Fenestrated drape  

• Sterile lubricating jelly  

• Plastic forceps  

• Graduated basin  

• Prefilled 10cc syringe of sterile water  

• Catheter with balloon 

• Normal saline, sterile water or prescribed solution  

• 4x4 gauzes 

• 10cc syringe 

• Adhesive tape/paper tape  

• Skin barrier (optional)  

• Drainage bag/leg bag  

• Catheter strap  

• Gloves impervious bag 

 

PROCEDURE:  

1. Adhere to Universal Precautions. 

2. Explain procedure to patient.  

3. Assemble equipment.  

4. Position patient in supine position. 

5. Remove present dressing, assess skin and note any drainage or odor. 

6. Cleanse around cystostomy opening with 4x4’s using normal saline, sterile water or any prescribed solutions.  

7. If patient already has indwelling suprapubic catheter in place, use 10cc syringe to withdraw fluid form balloon 

and then remove catheter.  

8. Prepare catheter tray as for regular catheterization. Remove gloves. Don sterile gloves. 
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9. Test balloon of new catheter, keeping catheter sterile.  

10. Cleanse suprapubic opening with circular motion, using at least 3 prepping balls.  

11. Moisten end of catheter in normal saline or sterile water and insert catheter approximately 3 inches, pointing 

toward patient’s spine and angling toward symphysis pubis.  

12. Withdraw catheter about ½ inch if bladder wall met.  

13. Inflate balloon 3-5cc unless otherwise ordered.  

14. Connect catheter to tubing form drainage bag or leg bag.  

15. Apply skin barrier to skin around catheter if indicated. Secure catheter with tape to dressing.  

16. If applicable, secure tubing to patient’s thigh with catheter strap.  

17. Hang bag for gravity drainage.  

18. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observations.  

b. Catheter size and balloon size.  

c. Patient’s response to procedure. 

d. Instructions given to patient/caregiver.  
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GENITOURINARY: APPLICATION OF EXTERNAL CATHETER-MALE 

 

PURPOSE:  

To allow for urinary drainage externally while maintaining skin integrity and prevention of urinary tract infection.  

 

CONSIDERATIONS:  

1. External catheters (also known as condom or Texas catheters, urinary sheath) may be applied and changes as 

deemed necessary by the nurse or physician.  

2. External catheters are easy to apply, reduce risk of infection by not providing direct access to urinary tract and 

promote skin integrity by keeping the area dry and clean.  

3. A catheter too tightly applied may impair circulation.  

4. Remove at least daily to wash the penis and expose to air.  

5. Never use adhesive tape to secure a condom/external catheter because circulation to the penis can be cut off, 

even if the urine flow is not impaired.  

6. Hold the penis at a 90* angle for the patient’s body and gently roll external catheter over head of penis, 

making certain foreskin is extended. Leave 1-inch gap between the distal end of penis and connecting tube.  

7. Secure catheter according to manufacturer’s instructions.  

8. Attach to drainage bag and tape to prevent tugging. 

9. Check color of penis to insure good circulation.  

10. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observations.  

b. Patient’s response to procedure.  

c. Instructions given to patient/caregiver.  

d. Instruct caregiver to check for patency, edema or swelling, circulation. Ensure the catheter tis intact and 

functioning properly.  
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GENITOURINARY: CLEAN CATCH URINE SPECIMEN COLLECTION 

 

PURPOSE:  

To obtain voided, uncontaminated specimen for laboratory analysis.  

 

CONSIDERATIONS:  

1. It is preferable to obtain early morning specimen due to concentration of sediment.  

2. Keep specimen refrigerated to prevent chemical changes.  

3. Microscopic examination should be done within one hour after collection to prevent bacterial growth.  

4. A “clean catch” urine specimen (one that has no outside bacteria in it) is necessary for an accurate urine 

culture. Make sure that you or patient does not touch the inside of the specimen cup.  

 

EQUIPMENT:  

• Cleansing solution  

• Gauze sponges  

• Sterile specimen container  

• Gloves  

• Impervious trash bag  

 

PROCEDURE:  

Male Patient:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Position patient to use toilet or urinal. Clean penis and area around meatus with cleansing solution 

4.  Allow initial urinary flow to escape into toilet or urinal.  

5. Collect midstream urine specimen in the sterile container.  

6. Avoid collecting the last few drops of urine that may contain prostatic secretions.  

7. Place the lid on the specimen container and write patient’s name, date and time of collection on label.  

8. Discard soiled supplies in appropriate containers.  

 

Female Patient:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Position patient to use toilet or bedpan.  

4. Separate labia to expose the meatus and cleanse each side of labia using a downward stroke with cleansing 

solution. Use a fresh swab with each stroke.  

5. With the third swab, cleanse meatus with a single stroke.  

6. Instruct patient to void forcibly while continuing to keep labia separated.  

7. Allow the initial urine to flow into the toilet or bedpan, then catch the midstream specimen in a sterile 

container. Do not let specimen cup touch skin.  

8. Place the lid on the specimen container and write patient’s name, date and time of collection on label. 

9. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Instruct caregiver to take specimen to the designated laboratory immediately or deliver yourself.  

2. Instruct laboratory personnel regarding specimen. 

3. Document in patient’s record:  



PRIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

                            | Ph: 919-995-0554  | Ph: 919-400-5775 | FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

   Page | 190  

 

a. Procedure and observations.  

b. Laboratory where specimen is taken.  

c. Instructions given to patient/caregiver.  
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GENITOURINARY: STERILE URINE SPECIMEN COLLECTION FROM A FOLEY CATHETER 

 

PURPOSE:  

To obtain an uncontaminated urine specimen from a patient with a Foley catheter for laboratory analysis.  

 

CONSIDERATIONS:  

1. It is preferable to obtain early morning specimen due to concentration of sediment. 

2. Keep urine specimen refrigerated to prevent chemical changes.  

3. The urine should be withdrawn form a port on the tubing, if available. If not available, the catheter may be 

punctured with a syringe and needle if the catheter is rubber and is self-sealing.  

4. Silastic, silicone, or plastic catheters are not self-sealing and should not be punctured with a needle.  

 

EQUIPMENT:  

• Sterile syringe 30cc 

• Sterile needle 23 or 25 gauge  

• Foley catheter  

• Antimicrobial swabs  

• Sterile specimen container  

• Catheter clamp (optional)  

• Gloves  

• Impervious trash bag  

 

PROCEDURE:  

1. Adhere to Universal Precautions. 

2. Explain procedure to patient.  

3. Assemble equipment and attach needle to syringe.  

4. Clamp off drainage tubing distal to, or just below, the connection junction of the catheter and tubing for 20-3- 

minutes. This will provide and accumulation of urine from which a specimen can be drawn.  

5. Thoroughly cleanse the Foley catheter at port, if available, or close to point of connection to drainage tubing 

with antimicrobial swabs.  

6. Insert needle gently into Foley catheter (if the catheter is self-sealing type) at 45 degree angle and slowly 

withdraw 20-30 cc of urine.  

7. Remove needle from Foley catheter, push urine into sterile specimen container. Cover container.  

8. Swab needle entrance site with antimicrobial swab.  

9. If clamp is used, it is imperative that the clamp be removed.  

10. Write patient’s name, date and time of collection on label, place on container.  

11. Discard soiled supplied in appropriate containers. 

 

AFTERCARE:       

1. Instruct caregiver to deliver specimen to designated laboratory immediately or deliver yourself.  

2. Instruct laboratory personnel regarding specimen.  

3. Document in patient’s record:  

a. Procedure and observations.  

b. Laboratory where specimen is taken.  

c. Patient’s response to procedure.  

d. Instructions given to patient/caregiver.  
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GENITOURINARY: HEAL CONDUIT: APPLICATION OF DISPOSABLE APPLIANCE 

 

PURPOSE:  

To protect skin, contain the drainage and odor. 

 

CONSIDERATIONS:  

1. Depending on the type of pouch available, all appliances should be worn with a skin barrier, i.e., 

Stomahesive® Holihesive® skin prep (check manufacturer’s recommended skin barrier).  

2. Karaya is never to be used with urinary diversion, as it is water-soluble.  

EQUIPMENT:  

• Correct size of Stomahesive® wafer corresponding urostomy pouch 

• Stomahesive® paste  

• Paper tape  

• Bedside drainage system  

• Gloves  

• Impervious trash bag  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Prepare equipment at bedside.  

4. Pattern Stomahesive® wafer to 1/8” larger than stoma. Remove paper backing and set aside. If durahesive is 

used, it should be cut to fit snuggle against stoma.  

5. Drain and remove existing appliance from the patient, saving the valve adaptor is one is used. Be careful not 

to pull on tubes. 

6. Cleanse stoma and peristomal skin with warm water. Rinse and pat dry.  

7. Apply Stomahesive® paste to base of stoma, moisten gloved finger when applying paste.  

8. Apply wafer, making sure the skin is dry and no urine has dripped onto the skin.  

9. Apply urostomy pouch. Position of pouch is dependent on ambulatory status. If the patient is remaining in bed 

the majority of the day, position appliance to side of bed allowing for easier flow of urine. If ambulatory, 

position appliance in a perpendicular position. 

10. Apply paper tape to all edges of pouch overlapping ¼” onto skin surface (picture-frame).  

11. Cap bottom of bag or connect to continuous drainage system.  

12. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Amount, color, consistency of drainage.  

b. Condition of skin.  

c. Condition of stoma.  

d. Patient’s response to procedure.  

e. Instructions given to patient/caregiver.  
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GENITOURINARY: CARE OF URETEROSTOMY, TRANSURETEROSTOMY 

 

PURPOSE:  

To protect the skin, contain the drainage and odor. 

 

CONSIDERATIONS:  

1. Depending on the type of pouch, all appliances should be worn with a skin barrier, i.e., Stomahesive®,  

Holihesive®  and wafer.  

2. Karaya is never to be used with urostomy as it is water-soluble.  

3. Bedside drainage system to be used for nocturnal use.  

 

EQUIPMENT:  

• Correct size of wafer and corresponding pouch  

• Paste  

• Washcloth/gauze squares  

• Paper tape  

• Skin prep  

• Tampon (optional)  

• Gloves  

• Impervious trash bag 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Prepare equipment at bedside.  

4. Patter wafer to 1/8” larger than stoma, remove paper backing and set aside.  

5. Drain and remove existing appliance form the patient, saving the valve adaptor is one is used. Be careful not 

to pull on tubes.  

6. Using a clean washcloth or gauze squares, cleanse skin around tubes with warm water. Rinse and pat dry. 

Tampon may be used as wick to absorb urine while applying water.  

7. Apply ostomy paste to skin around tubs facilitate molding. Moisten gloved finger when applying paste.  

8. Apply wafer, making sure the skin is dry and no urine has dripped onto the skin.  

9. Apply urostomy pouch, making sure pouch is secure by pulling on pouch after application. Position of pouch 

is dependent on facilitation of drainage.  

10. Picture from wafer with 1” paper tape after applying skin prep and allowing it to dry.  

11. Cap bottom of bag or connect to continuous drainage system.  

12. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Amount, color, consistency of drainage.  

b. Condition of skin. 

c. Condition of stoma.  

d. Patient’s response to procedure.  

e. Instructions given to patient/caregiver.  
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GENITOURINARY: NAPHROSTOMY CATHETER CARE 

 

PURPOSE:  

To maintain a patient catheter, providing drainage of urine from the kidney when flow of urine through a ureter is not 

possible or desirable.  

 

CONSIDERATIONS:  

1. Maintaining a sterile system is of utmost importance in preventing serious consequences of kidney infection.  

2. The catheter is either taped or sutured securely into place.  

3. The catheter should not be kinked, bent or plugged to assure continuous drainage. If a patient is positioned on 

his back, apply enough dressings under the catheter to prevent kinking or bending. If the positioning, 

manipulation of tube or irrigation does not remove an obstruction, notify physician immediately.  

4. The catheter is never clamped unless otherwise ordered by a physician.  

5. Removal of a nephrostomy catheter is done by a physician. A 4x4 sterile gauze dressing is placed over the 

catheter insertion site after tube is removed.  

 

EQUIPMENT:  

• Sterile irrigation set:  

• Solution container  

• Asepto syringe  

• Gauze pas  

• Antimicrobial solution 

• Drainage basin  

• Gloves  

• Sterile irrigation solution (normal saline)  

• Waterproof, absorbent underpad 

• Impervious trash bag  

• Sterile gauze dressing: 2x2’s, 4x4”s, ABDs, Sop-Wik drain sponges 

• Leg drainage bag with catheter strap for long term or permanent nephrostomy  

• Stabilizing device (if nephrostomy not sutured in place) 

• Antiseptic wipes  

• Nail polish remover pads  

• 250cc pour bottle of sterile water  

• Sterile cotton applicators  

• Transparent dressing (optional)  

• Paper tape/traspore tape 

• Gloves-sterile and clean 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Place patient in a position of comfort that allows observation and access to the nephrostomy catheter. Protect 

the area beneath the patient with a waterproof, absorbent underpad and cover the patient’s lower body with a 

drape (towel, sheet) to prevent exposure.  

4. General care (to be performed at least every two days or as needed):  

a. Adhere to Standard Precautions.  
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b. Peel off old dressing carefully from the outmost part to inner most part.  

c. Anchor the catheter to skin with one hand while removing tape with the other hand to ensure catheter is 

not pulled out.  

d. Cleanse around nephrostomy tube with antiseptic wipes, beginning at the catheter site and moving 

outward. Repeat cleansing. Cleanse outside of the disc (closest to skin), beginning at the insertion site and 

moving outward.  

e. If there is residual adhesive on the skin, it can be removed with nail polish remover pads. Pour a small 

amount of water on 4x4 gauze to thoroughly wash nail polish remover from the skin.  

f. Inspect catheter for kinks, check for leakage of urine or bile from catheter.  

g. Examine catheter exit site. Report signs of redness or infection to physician as needed.  

h. Place gauze dressing around catheter and tape in place. A transparent dressing may be applied to provide a 

waterproof barrier. 

5. Plugged catheter, irrigate if ordered by physician:  

a. Using sterile technique, gently irrigate catheter with 5cc normal saline using a syringe without the needle, 

never forcing the irrigant. (See Genitourinary, Irrigation of Indwelling Foley Catheter, NO. 5.12). 

b. Gently aspirate irrigant instilled or allow irrigant to flow back per gravity drainage. Only aspirate with 

physician’s order. 

c. Discard any unused irrigating solution and collected irrigation solution form drainage basis in toilet.  

d. Cleanse and dry drainage basin.  

e. Instruct patient/caregivers regarding preparation of sterile equipment and container, if disposable 

equipment is not used.  

6. Instruct patient to:  

a. Apply catheter strap and use a leg bag for daytime drainage.  

b. Use continuous gravity drainage bag at night time.  

7. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Color and characteristics of urine-e.g., sediment, odor.  

b. Urinary output.  

c. Condition o catheter, patency of tube.  

d. Any drainage form around catheter site (note color, amount, odor and consistency)  

e. Condition of skin under tape. Not any blisters and/or rash.  

f. Patency of tube.  

g. Interventions performed-e.g., dressing change, irrigation.  

h. Patient’s response to procedure.  

i. Instructions given to patient/caregiver.  
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GENITOURINARY: CATHETERIZATION FOR CONTINENT URINARY DIVERSION 

 

PURPOSE:  

To remove contents of the internal reservoir at regular intervals via catheter. 

 

CONSIDERATIONS:  

1. Never force the catheter as you can traumatize mucosa and cause bleeding.  

2. The nipple valve opening will not be located in the same place on all patients. 

3. There is a narrowing at the nipple valve felt by the nurse as a different sensation as the catheter proceeds 

through the valve. 

4. Due to the mucosal lining of stoma, most patients do; not need a lubricating jelly. If lubrication is needed, use 

only water-soluble types. Never use Vaseline.  

5. The catheterization schedule is as follows:  

a. Every 2 to 3 hours for one week.  

b. Increase time by on hour the next week. Continue with this method until the patient is able to regulate own 

schedule. 

6. Patient instructions include the following:  

a. Pressure felt inside of the abdomen or in the back is an indication that the pouch is full and needs to be 

emptied.  

b. Clean catheters are never placed with soiled catheters.  

c. Clean catheters are always placed on a clean paper towel while the patient is preparing for catheterizing a 

stoma. 

d. Keep catheter with you at all times.  

e. Occasional flecks of blood in urine are normal. 

f.  If leakage from stoma at night, decrease fluid intake after 7-8 pm. 

g. Stoma can be covered with a small adhesive bandage-this is usually sufficient.  

7. Pouch will create mucous and needs to be irrigated daily.  

 

EQUIPMENT:  

• Catheter—i.e., 24 Robinson straight, 20-22 French Coude’ Tip Red Robinson 

• Appropriate receptacle for urine collection 

• 2 plastic zip lock bags  

• Antimicrobial solution  

• Cotton sponges  

• Clean paper towels  

• 60cc syringe, catheter tip (extra syringe optional) 

• Stoma coverings, i.e., Telfa coverings cut to appropriate size, manufactured stoma cover, large band aid 

• Water soluble lubricant (optional)  

• Squeeze bottle (optional) 

• Personal protective equipment 

• Impervious trash bag 

• Normal saline  

• Piston syringe  
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PROCEDURE: 

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Remove clean catheter form Ziploc bag and place on clean paper towel.  

4. Empty external collection device, if being used.  

5. Moisten cotton sponge with antimicrobial solution and swab stoma from inside out.  

6. Lubricate tip of catheter with water soluble lubricant if desired.  

7. To locate nipple valve:  

a. Insert catheter gently, turning catheter tip in all directions.  

b. Change patient’s position (lying, sitting and standing).  

8. After inserting catheter into pouch, empty pouch by gravity drainage.  

9. Drain pouch completely. If catheter drains slowly, remove catheter and check if openings are plugged with 

mucus. To remove mucus:  

a. Rinse catheter with hot water.  

b. Run antimicrobial solution through center of catheter using tip of a squeeze bottle or extra syringe.  

c. Insert into stoma to drain urine from pouch.  

10. Place soiled catheter into empty Ziploc bag until it can be cleaned.  

11. Remove antimicrobial solution form stoma and skin with warm water and cotton sponges.  

12. Place stoma covering over stoma.  

13. Discard soiled supplies in appropriate containers.  

14. One time per day, after draining pouch completely, irrigate with 30-40cc normal saline and drain. Repeat if 

necessary to clear pouch of mucous.  

 

AFTERCARE:       

1. Soak used catheters in hot, soapy water. Use syringe to run water through catheter. Use same method to rinse 

with clear, hot water; making sure all soapy residue has been removed.  

2. Dry outside of catheter with paper towel.  

3. Using a squeeze bottle or an extra syringe, run antimicrobial solution through the center of the catheter.  

4. Catheter can then be placed on a clean paper towel to air dry.  

5. Document in patient’s record:  

a. The amount, color and odor of urine.  

b. Patient’s response to procedure.  

c. Instructions given to patient/caregiver.  
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GENITOURINARY: PESSARY-REMOVAL, CARE AND INSERTION 

 

PURPOSE: 

To collect urine by a one-piece external disposable system.  

 

CONSIDERATIONS:  

1. The pouch, designed to be worn externally, is made from odor-barrier film and features a foam-backed 

synthetic skin. 

2. If needed, the pre-cut opening in the barrier may be enlarged to accommodate the anatomy of the patient.  

3. The pouch outlet connects to tubing and may be attached to bedside receptacle for continuous or nighttime 

collection.  

4. The pouch is primarily used for incontinent patients in whom an indwelling catheter is contraindicated. 

5. The pouch may be used to collect a clean urine specimen.  

6. The pouch should be changed every 3-5 days.  

7. Use of this product may not be advisable for women with active genital herpes or chronic urinary retention. 

8. Discontinue use of this product if any of the following symptoms appear: swelling, severe redness, itching, 

pain, fever, or abnormal vaginal discharge.  

 

EQUIPMENT:  

• 1 female urinary pouch, e.g., Hollister® 

• 1 0.5 oz. tube past, e.g., Hollister Premium Paste® 

• Micro porous adhesive  

• 1 packet skin-gel wipes  

• Bedside drainage system-(optional)  

• Waterproof, absorbent underpad 

• Skin cleanser, e.g., soap, Pericare® 

• Impervious trash bag 

• Scissors 

• Basin 

• Warm water  

• Towel  

• Gloves  

• Ruler 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Place patient in supine position with knees flexed and separated, with a waterproof, absorbent pad under 

buttocks.  

4. Cleanse the external genitalia with soap and water.  Dry.  

5. Separate the labia (minora and majors) and push back firmly to expose the urethral meatus, per urethral floor 

and vaginal introitus. (Refer to manufacturer’s instructions). 

6. Approximate the size of the vulva opening, then release the labia.  

7. Using scissors, enlarge the pouch opening so that it corresponds with the measurement obtained. DO NOT 

CUT BEYOND THE LINE INDICATED IN THE BACKING PAPER. 

8. Wipe the genital area with the skin-gel wipe and air dry.   
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9. Close the convenience drain cap on the pouch.  

10. Remove the protective paper from the skin barrier; apply a thin coat of past around the opening of the pouch.  

11. Leaving the labia in a normal position, apply the pouch to the barrier to the perineum at the distal end. Gently 

press the barrier material against the skin until it is contacting the skin at all points.  

12. Press the barrier material against the skin for one full minute then allow the patient to assume a normal, 

comfortable position.  

13. Apply the strips of micro porous adhesive on the rim of the pouch for added security. 

14. Draining the pouch: Remove the cap on the convenience drain and empty the urine into an appropriate 

receptacle, replace the cap.  

15. For continuous or nighttime collection: Remove the cap on the convenience drain at the bottom of the pouch 

and attach the tubing from the bedside receptacle. 

16. Removing the pouch:  

a. Empty the pouch before removing it.  

b. If the pouch is connected to a bedside drainage bag, disconnect tubing and replace the convenience 

drain cap.  

c. Remove the strips of tape.  

d. Ease the skin barrier away from the skin in the direction of hair growth. A water based jelly may be 

used.  

e. DO NOT DISCARD INTO THE TOILET.  

17. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observations.  

b. Condition of perineal area.  

c. Patient’s response to procedure.  

d. Instructions given to patient/caregiver. 
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GENITOURINARY: PESSARY-REMOVAL, CARE AND INSERTION 

 

PURPOSE:  

To support the uterus. To reduce symptoms of pelvic relaxation and occasional urinary incontinence. 

 

CONSIDERATIONS:  

1. Insertion, removal and care may vary (see manufacturer’s instructions). 

2. A pessary is to be cleansed at least one time a week or per physician’s order.  

3. Cleansing solution is usually soap and water unless otherwise ordered.  

 

EQUIPMENT:  

• Pessary  

• Gloves  

• Water soluble lubricant  

• Paper towels  

• Soap and water  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Assemble equipment.  

4. Place patient in supine position with knees flexed and separated. Drape patient for privacy.  

5. To remove pessary, gently insert fingers into vagina, hook fingertips under pesssary rim and pull straight out.  

6. Wash pessary with soap and water, dry with paper towels.  

7. To reinsert pessary, lubricate the rim of the pessary with water soluble lubricant. 

8. Gently squeeze pessary rim together and insert into back of vagina. Fit outside rime of pessary under 

symphysis pubis.  

9. Check placement of pessary with fingertips. (Rim should be smooth and circular and not buckled).  

10. If patient experiences pain or discomfort, recheck placement.  

11. Reposition pessary as necessary.  

12. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observations.  

b. Patient’s response to procedure.  

c. Instructions given to patient/caregiver.  
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GENITOURINARY: TENCHOFF CATHETER CARE  

 

PURPOSE: 

To maintain access to the intraperitoneal cavity via an indwelling catheter. 

 

CONSIDERATIONS: 

1. The Tenchoff catheter is inserted into the abdominal cavity for purposes of chemotherapy or peritoneal 

dialysis or management of ascites.  

2. The patient or a family member is usually taught to perform the daily care. 

 

EQUIPMENT:  

• Gloves 

• Impervious trash bag  

• 3 antimicrobial swabs  

• Sterile 4x4 gauze pads  

• Sterile applicators  

• Hibiclens® 

• Sterile water  

• Hydrogen peroxide  

• Paper tape  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Don gloves and remove old dressing from exit site and discard in appropriate container.  

4. Observe the exit site for signs of infection including redness, swelling, or drainage. Observe the catheter for 

signs of cuff erosion. 

5. Palpate at the site of insertion, the cuff site, and the implanted tunnel site to determine signs of infection such 

as tenderness or pain. Remove gloves.  

6. Don fresh gloves and gently scrub area around catheter exit site with Hibiclens® and water for 2 minutes.  

7. Rinse with water.  

8. Use hydrogen peroxide and applicator to remove any crust not removed by Hibiclens® wash. Dry exit site and 

catheter with 4x gauze pads.  

9. In a semi-circular motion form inside out, wipe around on half of the exit site with one antimicrobial swab. 

Use a second swab for the other half. Use a third swab from the exit site up “tail” of the catheter including the 

catheter sup.  

10. Fold the 2 gauze pads in half and position one at each side of the catheter. Tape securely. 

11. Cover catheter and gauze pads with a 4x4 gauze pad and tape in place using picture frame technique.  

12. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Appearance of catheter, catheter site, patient’s temperature. A temperature of 101* Fahrenheit is 

reported to the physician.  

b. Patient’s response to procedure.  

c. Instructions given to patient/caregiver.  
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ENDOCRINE: URINE TESTINF FOR KETONES 

 

PURPOSE:  

To monitor diabetes control by measuring urine acetone.  

 

CONSIDERATIONS:  

1. Testing for urine ketones is indicated for:  

a. Patients with Type 1 diabetes with blood glucose levels greater than 300, when ill or when pregnant.  

b. Patients with gestational diabetes.  

c. Patients using an insulin pump.  

d. Patients with Type 1 diabetes that tare restricting calories to lose weight.  

2. Notify physician when ketones are present.  

3. Replace cap of reagent strip container promptly and tightly. Once the seal is broken on the reagent bottle, the 

strips are good for only four months. Date bottle when opened.  

4. Reagent strips must be protected from heat and moisture. They should not be stored in the bathroom or kept in 

a car.  

5. Do not touch test area of reagent strip.  Do not use if reagent strip is discolored or beyond expiration date of 

opened bottle.  

6. Patient must be able to ascertain color differences. 

 

EQUIPMENT:  

• Gloves  

• Urine reagent strips and container with color chart  

• Specimen container with freshly voided urine specimen 

• Watch with second had 

• Impervious trash bag 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Inspect bottle to ensure the reagent strips have not expired.  

3. Remove one reagent strip form container and replace cap.  

4. Follow manufacturer’s guidelines for specific steps in testing urine.  

5. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Results of urine testing.  

b. Presence of any signs or symptoms of hyper and/or hypoglycemia.  

c. Instructions given to patient/caregiver.  

d. Patient’s/caregiver’s ability to return demonstrate procedure.  

2. Report to physician, if indicated.  
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ENDOCRINE: OBTAINING BLOOD SAMPLES: FINGERSTICK 

 

PURPOSE:  

To obtain blood for laboratory examination and/or blood glucose monitoring in the home.  

 

CONSIDERATIONS:  

1. An automatic lancing device will be used to obtain capillary blood samples from the fingertip using 

disposable, self-contained lancets.  

2. Any finger may be used to obtain a blood sample, the sides of the fingertips are preferred as there are fewer 

nerve endings, the skin is less calloused and there is greater blood supply. 

3. To enhance the flow of blood to the fingertip, the following procedures may be used:  

a. Warm the site (by washing the hands in warm water or by using warm compresses).  

b. Before performing the finger puncture, relax the arm for several seconds while holding it down to the side. 

c. Hold the hand below the level of the heart when performing the finger puncture. 

4. AVOID SQUEEZING THE PUNCTURE SITE.  

5. If patient uses clean technique in obtaining own blood sample, lancet can be reused.  

 

EQUIPMENT:  

• Gloves 

• Automatic lancing devices 

• Capillary tubes or reagent strip if appropriate  

• Cotton ball  

• Band-Aid  

• Puncture-proof container  

• Impervious trash bag  

 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Assemble the equipment on a clean surface, close to patient.  

4. Clean the puncture site with an alcohol wipe. Allow to air dry completely. If instructing the patient, have the 

patient wash hands in warm soapy water. An antibacterial soap may be used. Have patient completely dry 

hands and allow the hands to hang at the patient’s sides for at least 30 seconds.  

5. Load the lancing device following the manufacturer’s direction.  

6. Place the lancing device on finger with the lancet opening resting against the selected puncture site.  

7. Push the release button without moving either the device or the finger. REMEMBER: Pressing the lancing 

device more firmly against the finger will cause a deeper puncture.  

8. Gently milk finger from base to tip, forming a large drop of blood on the fingertip.  

9. If obtaining blood for blood glucose monitoring, apply specimen to the test strip and follow the meter’s 

instructions to complete the test.  

10. If obtaining a capillary tube specimen, fill the capillary tube by placing the tube against the puncture site at a 

20-40-degree angle until the tube is filled. Fill one end of the tube with clay.  

11. Apply cotton ball to puncture site and firmly apply pressure to stop bleeding. Apply band aid, if necessary.  

12. Discard soiled supplies in appropriate containers.  
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AFTERCARE:       

1. Document in patient’s record:  

a. Laboratory where specimen taken and test ordered.  

b. Patient’s response to procedure.  

c. Blood glucose results if a meter for blood glucose monitoring was used.  
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ENDOCRINE: BLOOD GLUCOSE MONITORING WITH BLOOD GLUCOSE METER 

 

PURPOSE:  

To obtain blood glucose results in the home, using a blood glucose meter/glucometer.  

 

CONSIDERATIONS:  

1. Glucose monitor should be maintained according to manufacturer guidelines.  

2. All meter results should be within 10% of a laboratory measured result, according to the American Diabetes 

Association.  

3. When training patients and/or caregivers in blood glucose monitoring, the following components should be 

incorporated:  

a. An assessment should be made by the RN of the patient and/or caregiver’s ability to properly use a glucose 

meter.  

b. The patient and/or caregiver should be trained by a qualified nurse or certified diabetes educator (CDE) 

who demonstrates proper procedures and techniques.  

c. The nurse/CDE should assist the patient and/or caregiver in making the appropriate choice from the 

available systems.  

d. The patient and/or caregiver should demonstrate proficiency and be allowed to practice until their 

technique is consistently accurate.  

e. The principles and importance of quality control should be taught to the patient and/or caregiver.  

f. The nurse/CDE training the patient and/or caregiver should provide immediate assessment and periodic 

reassessment of the patient and/or caregivers skills in blood glucose monitoring.  

g. Teach patient and/or caregiver proper disposal of supplies. 

4. When comparing blood glucose meter results to laboratory results, compare fasting blood glucose levels only. 

After meal blood glucose levels with differ between capillary (meter testing) and venous blood.  

5. It is not advisable to apply blood taken via venipuncture to a blood glucose meter test strip, since most strips 

are designed for capillary blood only.  

 

EQUIPMENT:  

• Blood glucose meter  

• Gloves 

• Automatic lancing device  

• Appropriate test strips  

• Alcohol swab 

• Puncture-proof container  

• Impervious trash bag  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure and its purpose to patient and/or caregiver.  

3. Assemble the equipment on a clean surface.  

4. Calibrate glucose meter as directed by manufacturer.  

5. Make sure test strip code and glucose meter codes match.  

6. Obtain blood sample (see section 6-2).  

7. Follow manufacturer’s instructions on use of the meter for blood glucose testing.  

8. Discard soiled supplies in appropriate containers.  
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9. Follow agency guidelines for quality control requirements for blood glucose meters, if applicable.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Results of blood glucose monitoring.  

b. Presence of any signs or symptoms of hyper or hypoglycemia.  

c. Instructions given to patient/caregiver.  

d. Patient’s/caregiver’s ability to return demonstrate procedure.  

2. Report to physician, if indicated.  
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EDOCRINE: INSULIN PREPARATION-SINGLE INSULIN DOSE 

 

PURPOSE:  

To prepare a single dose of insulin.  

 

CONSIDERATIONS:  

1. Rapid acting (lispro/aspart), short acting (regular) and glargine insulins are clear.  

2. All other insulin’s (intermediate or longer acting) are suspensions and must be rotated carefully several times 

to mix the insulin. 

3. Insulin’s are identified by:  

a. Brand name, such a Humulin®, Novolin® or Lantus®. 

b. Type, such as lispro/aspart, regular, NPH or glargine. 

c. Concentration (U-100 units of insulin for each cc of liquid).  

d. Spec ies  (pork, human).  

 

4. Unopened vials of insulin should be refrigerated. Extreme temperature (<36* or >86* F, <2* or 30* C) and 

excess agitation should be avoided to prevent loss of potency, clumping, frosting or precipitation.  

5. A slight loss in potency may occur after a bottle of insulin has been in use for >30 days, especially if it was 

stored at room temperature. Patients should be instructed to discard insulin after it has been opened for 30 

days at room temperature.  

6. Patients should be taught to store insulin according to the manufacturer’s recommendations.  

 

EQUIPMENT: 

• Insulin prescribed 

• Insulin syringe with 24-30 gauge needle, 5/16 to ½ inch long or needleless adaptor 

• Alcohol wipe 

 

PROCEDURE:  

1. Adhere to Universal Precautions. 

2. Check physician’s order for type of insulin, dosage, and frequency. Check the insulin vial for type, strength 

and expiration date. Mix the insulin by rolling the vial between your pals. Shaking the vial causes bubbles but 

does not hurt the insulin.  

3. Use an alcohol wipe to cleanse the rubber stopper on top of the vial. Inject an equal amount of air into the vial 

before drawing up the insulin. Draw up the correct dosage. If air bubbles are in syringe, push up plunger to 

release. 

 

AFTERCARE:       

1. Document in patient’s record:  

a. Medication, type and amount prepared.  

b. Instructions given to patient/caregiver.  

c. Document diet recall for the past 24 hours.  
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ENDOCRINE: INSULIN PREPARATION-MIXED DOSE 

 

PURPOSE:  

To prepare a mixed dose of short acting and intermediate or long acting insulin.  

 

CONSIDERATIONS:  

1. When combining insulin’s in a syringe, make sure they are compatible. Phosphate-buffered insulin’s (e.g. 

NPH insulin) should not be mixed with the Lente insulin’s. The following insulin’s may be combined.  

a. Regular and NPH.  

b. Regular and Lente: if mixed, the interval between mixing the insulin’s and administering the insulin 

should be standardized.  

c. Lispro with NPH or Ultra Lente: Administer within 15 minutes after mixing. 

d. Glargine: Cannot be mixed with other insulin’s.  

e. Lente and Ultra Lente. 

 

2. Rapid acting or regular insulin is usually drawn up first, followed by intermediate acting insulin. This limits 

the potential for contamination.  

3. Rapid acting or regular insulin that is mixed with either intermediate or long-acting insulin should be injected 

within 15 minutes before a meal. 

4. Mixtures of regular or rapid acting insulin with intermediate or long acting insulin’s should either be used with 

5-15 minutes or after 24 hours. The administration interval should be consistent to obtain the most consistent 

effect (a patient using syringes that have been filled greater than 24 hours should not use freshly mixed dose). 

5. Insulin administration is an appropriate procedure to teach to patient and families. 

6. Vials of insulin not in use should be refrigerated. Extreme temperature (<36* or >86* F, <2* or >30* C) and 

excess agitation should be avoided to prevent loss of potency, clumping, frosting or precipitation. Insulin may 

be kept at room temperature for 30 days after opening. An opened vial of insulin may be kept in the 

refrigerator until the date of expiration. 

 

EQUIPMENT:  

Two types of ordered insulin 

Insulin syringes with 24-30 gauge needles, 5/16 to ½ inch long or needleless adaptors  

Alcohol wipe  

 

PROCEDURE:  

1. Adhere to universal Precautions.  

2. Check physician’s order for both types of insulin dosages, frequency and route of administration. Check the 

insulin vials for the type, strength and expiration date. Mix the insulin’s by rolling the vials between your 

palms. Do not shake the vials.  

3. Use an alcohol swab to cleanse the rubber stopper n top of the vials.  

4. Draw air into the syringe in an amount equal to prescribed dose of longer acting insulin or NPH insulin. Inject 

all the air into the NPH vial. Remove the syringe form the vial.  

5. Draw air into the syringe in an amount equal to the prescribed dose of shorter acting insulin or regular insulin. 

Inject air into the regular insulin vial. Invert the vial and withdraw the prescribed dose of regular insulin.  

6. Before removing syringe form regular insulin vial, check for air bubbles in the syringe barrel. If present, 

lightly tap the syringe with your finger. Push up slightly on the plunger to force the air back into the vial. 

Make sure the syringe still contains the prescribed dose of insulin. If not, draw up the amount needed. 

Withdraw needle and syringe.  



PRIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

                            | Ph: 919-995-0554  | Ph: 919-400-5775 | FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

   Page | 210  

 

7. Insert needle into longer acting insulin or NPH vial and invert vial. Withdraw the correct amount of NPH 

insulin being sure not to push any regular insulin into the vial. If regular insulin discharged into the NPH 

insulin vial, the vial will have to be discarded.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Medication, type and amount prepared.  

b. Instructions given to patient/caregiver.  
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ENDOCRINE: INSULIN ADMINISTRATION-SUBCUTANEOUS INJECTION 

 

PURPOSE:  

To introduce a prescribed dose of insulin into the subcutaneous tissue.  

 

CONSIDERATIONS:  

1. Insulin may be injected into the subcutaneous tissue of the upper arm, the anterior and lateral aspects of the 

thigh, the buttocks and the abdomen (with the exception of a circle with a 2-inch radius of the navel). 

2. Rotation of the injection site is important to prevent lipohypertrophy or lipoatrophy. Rotating within the area 

is recommended (e.g. rotating injections systematically with the abdomen) rather than rotating to a different 

area with each injection. This practice may decrease variability in absorption form day to day.  

3. Site selection should take into consideration the variable absorption between sites. The abdomen has the 

fastest rate of absorption, followed by the arms, thighs and buttocks. (Insulin glargine does not exhibit 

different absorption rates ate different sites). 

4. Exercise increases the rate of absorption from injection sites, probably by increasing the rate of blood flow 

through the tissue around the site. 

5. Avoid injecting insulin into areas of hypertrophy or atrophy. This condition interferes with absorption and can 

scar or desensitize the area.  

6. Syringes may be discarded in an impervious bleach or liquid soap bottle, tightly sealed and disposed wit 

regular trash.  

7. Insulin administration is an appropriate procedure to teach to patients and families. 

8. Vials of insulin not in use should be refrigerated. Extreme temperature (<36* or >86* F, <2* or >30* C) and 

excess agitation should be avoided to prevent loss of potency, clumping, frosting or precipitation.  

9. Insulin in use may be kept at room temperature for 30 days after opening. An opened vial of insulin may be 

kept in the refrigerator until the date of expiration.  

 

EQUIPMENT:  

• Insulin syringe with 24-30-gauge needle, 5/16 to ½ inch long filled with prescribed dose of insulin  

• Alcohol wipe  

• Gloves  

• Puncture proof container  

• Impervious trash bag.  

 

PROCEDURE:  

1. Adhere to Universal precautions.  

2. Explain procedure to patient.  

3. Select an appropriate injection site.  

4. Clean the injection site by wiping an alcohol wipe in a circular motion starting at the center and moving 

outward.  

5. Pinch up a large area of skin and insert the needle into the skin at a 90* angle. 

6. Release the skin and depress the plunger all the way down the barrel.  

7. Hold an alcohol wipe over the site and pull the needle straight out. Do not massage the area.  

8. Discard soiled supplies in appropriate containers. 

 

AFTERCARE:       

1. Document in patient’s record:  

a. Medication, dosage and site of administration.  
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b. Patient’s response to procedure.  

c. Instructions given to patient/caregiver.  
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ENDOCRINE: PREFILLING SYRINGES 

PURPOSE:  

To provide a guideline for prefilling and storing of insulin syringes that will be injected by patient for caregiver at a 

later time.  

 

CONSIDERATIONS:  

1. The prefilling of syringes should be considered when a patient and/or caregiver is unable to accurately 

measure insulin but is able to competently administer the injection.  

2. Prefilled syringes containing commercially mixed insulin’s (70.30, 50/50, etc.), noncommercial mixed 

insulin’s and single insulin’s may be stored in the refrigerator for 30 days. 

3. If patients use prefilled syringes with mixtures of regular insulin and Lente, regular and Ultra Lente or regular 

and NPH, the most consistent effect will be obtained in only syringes that have been filled at least 24 hours 

previously are used for injection. For example, if the HOMECARE nurse visits once a week, on the day of the 

visit, the patient should use a syringe that had been filled on the previous visit of the nurse, and not a freshly 

mixed syringe.  

4. If using prefilled syringes containing an insulin suspension (e.g. NPH, Lente), patients must be educated to 

ensure that they adequately re-suspend the insulin preparation by shaking or rolling the syringe. 

5. Prefilled syringes should never be stored vertically with the needle down since insulin crystals settling out of 

suspension could clog the needle.  

6. Unless commercially prepared, mixtures with lispro or aspart need to be given immediately, therefore cannot 

be prefilled and stored for later use. Lantus insulin cannot be prefilled.  

7. Insulin glargine cannot be mixed with any other insulin and is not recommended for prefilling.  

 

EQUIPMENT: 

• Insulin prescribed  

• Insulin syringes with 24-30 gauge needle 5/16 to ½ inch long or needleless adaptors  

• Alcohol wipe  

• Container for syringes in refrigerator  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Refer to PROCEDURE: insulin Preparation single insulin dose, No. 6.05 and Insulin Preparation-mixed 

dose, No. 6.06. 

3. Place filled syringes in a marked container with syringe tip up, in the refrigerator.  

4. Instruct patient and caregiver on use of prefilled syringes.  

5. Establish a syringe count to assess adherence.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Reason prefilled syringes are needed.  

b. Medication, type, amount of syringes prefilled.  

c. Instructions given to patient/caregiver.  
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ENDOCRIN: HYPOGLYCEMIA 

 

PURPOSE:  

To provide guidelines in the treatment of the hypoglycemic patient in a home care situation.  

CONSIDERATIONS:  

1. It is difficult to define hypoglycemia on the basis of a specific blood glucose concentration especially in 

people with diabetes. However, because lower glucose levels impair defenses against subsequent 

hypoglycemia, glucose levels lower then 72mg/dl can be defined as hypoglycemia. Hypoglycemia episodes 

vary greatly in severity. Due to individual variation in severity, hypoglycemia is defined by symptoms rather 

than specific blood glucose level. Mild hypoglycemia symptoms may include: sweating, trembling, 

tachycardia, dizziness, difficulty concentrating, lightheadedness and poor coordination Severe hypoglycemia 

symptoms may include: mental confusion, lethargy, inability to self- treat, seizures and loss of consciousness. 

Be aware that some patients may have asymptomatic hypoglycemia.  

2. In some patients, signs and symptoms of hypoglycemia may go undetected by the patient due to normal aging 

process, autonomic neuropathy, use of beta-blockers and concurrent disease processes.  

3. Hypoglycemia is not a disease. It is a condition caused by an underlying problem or disease that prevents the 

body from maintaining normal levels of glucose in the bloodstream.  

4. Symptoms of hypoglycemia in insulin-treated patients can occur with norm glycemic blood glucose 

concentrations particularly if the blood glucose concentrations are decreasing rapidly.  

5. Patients taking insulin or oral agents to treat diabetes should be instructed in the signs and symptoms, 

treatment and prevention of hypoglycemia.  

 

EQUIPMENT:  

• Blood glucose meter  

• Automatic lancing device  

• Gloves  

• Alcohol wipe  

• Puncture proof container  

• Impervious trash bag  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Obtain blood glucose measurement. (See Blood Glucose Monitoring with Blood Glucose Meter, No. 6.04). 

3. Treat if blood sugar is 72 mg/dl or less. Also treat if the blood sugar is between 72-100 mg/dl and the patient 

is experiencing symptoms of hypoglycemia, e.g. tremors, diaphoresis, hunger or anxiety.  

4. Give a rapidly absorbed carbohydrate such as one of the following:  

a. 4 ounces of unsweetened fruit juice (apple juice is recommended for patients with impaired renal 

function). Repeat after 15 minutes if symptoms continue.  

b. 6 ounces non-diet soda.  

c. 4 teaspoons of sugar in 4 ounces of water  

d. 3-4 glucose tablets.  

e. 8-ounce glass of milk (preferably no fat or low fat).  

5. Blood glucose should be retested in 15-30 minutes to determine appropriate rise in blood glucose.  

6. If the patient’s next meal is more than one hour away, an addition protein and carbohydrate snack e.g. 

sandwich, should be given. 

7. Glucagon may be given in the event of loss of consciousness if prescribed by the MD and if the prescription is 

in the home. (See Glucagon Administration No. 6.11). 
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8. In the event of unconsciousness, seizure or coma, emergency transport to the hospital (911) should be 

arranged.  

9. Discard soiled supplies in appropriate containers.  

AFTERCARE: Endocrine: Prefilling Syringes 

       

1. Document in patient’s record:  

a. Signs or symptoms of hypoglycemia noted.  

b. Results of blood glucose test.  

c. Treatment given, patients response to treatment.  

d. Instructions given to patient/caregiver.  

2. Notify physician of hypoglycemic incident.  
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ENDOCRINE: HYPERGLYCEMIA 

 

PURPOSE:  

To provide guidelines in the treatment of the hyperglycemic patient in a home care situation.  

 

CONSIDERATIONS:  

1. Hyperglycemia can be defined as a greater than normal amount of glucose in the blood, most frequently 

associated with diabetes.  

2. Hyperglycemia may be the result of a slow or sudden rise in blood glucose.  

3. Persistent hyperglycemia has been shown to be a causative factor in such chronic complications as diabetic 

nephropathy, diabetic retinopathy, cardiovascular complications and peripheral vascular disease. 

4. Causative factors for hyperglycemia include inaccurate amounts of insulin and/or oral agents, dietary non-

adherence, infection, illness, stress, MI/CVA, diuretic or steroid use, underlying renal/cardiac disease, TPN 

and/or insulin. 

5. Signs and symptoms of hyperglycemia include: polyuria, polyphagia, polydipsia, weakness, fatigue and 

blurred vision. It is also possible for the person with diabetes to be asymptomatic.  

 

EQUIPMENT:  

• Blood glucose meter  

• Automatic lancing device  

• Gloves  

• Alcohol wipe  

• Puncture proof container  

• Impervious trash bag  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Review patient’s blood glucose log book, if available. Ask about their activity, medication, diet, and glucose 

monitoring results since the last home visit. Assess compliance with treatment plan.  

3. Obtain a blood glucose result using a meter for blood glucose monitoring-follow the manufacturer’s directions 

for use of meter. (See Blood Glucose Monitoring with Blood Glucose Meter, No. 6.04) if the blood glucose is 

greater than 300 mg/dl, repeat the test to assure accuracy.  

 

Note: To assure that the meter is functioning properly, all quality control tests should have been completed with 

results from these checks falling within expected range. If necessary, the machine should be cleaned and the strips 

checked for any defaults.  

 

4. If the repeat blood glucose test is still greater than 250 mg/dl determine possible causative factors. It is 

recommended that the MD be notified for blood glucose levels greater than 250 mg/dl unless the MD has 

previously ordered parameters.  

5. Perform other assessment/treatment protocols per MD’s orders.  

6. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Signs or symptoms of hyperglycemia noted.  

b. Results of blood glucose test.  
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c. Treatment given, patient’s response to treatment.  

d. Instructions given to patient/caregiver.  

2. Notify physician, if indicated.  
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ENDOCRINE: GLUCAGON ADMINISTRATION 

 

PURPOSE:  

To provide guidelines in the administration of glucagon.  

 

CONSIDERATIONS:  

*Glucagon may only be given with a physician’s order. 

1. Glucagon causes an increase in blood glucose concentration and is used in treatment of severe hypoglycemia.  

2. Glucagon is typically used only in the event of severe hypoglycemia that results in unconsciousness or when 

the patient is otherwise unable to ingest carbohydrates.  

3. Glucagon acts only on liver glycogen, converting it to glucose, thus glucagon is helpful only if liver glycogen 

is available.  

4. If the patient has a prescription for glucagon, a friend or family member must be instructed on its use. It is 

unlikely that the patient will administer his/her own glucagon.  

5. Blood glucose response usually occurs in 5-15 minutes after glucagon injection. When the patient responds, 

give supplemental carbohydrates to restore the liver glycogen and prevent further hypoglycemia.  

6. A common adverse effect of glucagon is nausea and possibly vomiting, therefore as the patient returns to 

consciousness, he/she may need to be protected from injury and/or aspiration.  

 

EQUIPMENT:  

• Blood glucose meter  

• Alcohol wipe  

• Glucagon emergency kit  

• Gloves  

• Puncture proof container  

• Impervious trash bag  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Determine that patient is indeed experiencing a hypoglycemic episode by obtaining a blood glucose. (See 

Blood Glucose Monitoring with Blood Glucose Meter, N. 6.04). 

3. If patient is hypoglycemic and unable to ingest carbohydrates, prepare to give glucagon by obtaining the 

patient’s glucagon emergency kit.  

4. Remove the flip-off seal from the bottle of glucagon. Wipe the rubber stopper with alcohol wipe.  

5. Remove the needle protector from the syringe and inject the entire contents of the syringe into the bottle of 

glucagon.  

6. Remove syringe. Shake bottle gently until glucagon dissolves and the solution becomes clear. Glucagon 

should not be used unless the solution is clear and of water like consistency. Inject glucagon immediately after 

mixing.  

7. Using the same syringe, withdraw all of the solution. (1mg mark on the syringe) or the amount prescribed by 

the physician.  

8. Cleanse a subcutaneous injection site.  

9. Inject needle into the subcutaneous tissue and inject the prescribed amount of glucagon. Apply light pressure 

at the injection site and withdraw the needle.  

10. Turn the patient on his/her side-vomiting may occur when the unconscious person awakens.  
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11. As soon as the patient awakens and is able to swallow, give him/her a fast-acting carbohydrate such as regular 

soda or fruit juice. Follow this with a longer acting carbohydrate such as cheese and crackers or meat 

sandwich.  

12. Obtain a blood glucose level and record results. Notify patient’s physician of the incident so that treatment 

regimen may be reviewed and adjusted.  

13. If the patient does not awaken within 15 minutes, emergency transportation to the hospital should be arranged 

and the patient’s physician notified.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Initial assessment.  

b. Results of all blood glucose tests.  

c. Treatment given, patient’s response to treatment. 

d. Instructions given to patient/caregiver.  

2. Notify physician.  
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SKIN CARE: PRESSURE ULCER-PREVENTION 

 

PURPOSE:  

To identify patients at risk for the development of pressure ulcers and define early interventions.  

 

CONSIDERATIONS:  

1. Patients at increased risk for development of pressure ulcers are those who re chair fast or bedfast.  

2. The following characteristics further increase the risk for pressure ulcer development:  

a. Advanced age. 

b. Chronic illness that requires bed rest, poor circulation; 

c. Dehydration, malnutrition, significant obesity and thinness; 

d. Diabetes mellitus;  

e. Incontinence, excessive perspiration, wound drainage;  

f. Diminished pain awareness;  

g. Fractures, trauma, paralyses;  

h. Corticosteroid therapy, immunosuppression;  

i. Mental impairment, possibly related to coma, altered level of consciousness, sedation and/or confusion.  

3. Rating scales (i.e. Braden Scale) are the most common risk assessment tools used by clinicians to identify the 

patients at greatest risk for pressure ulcers.  

4. Early intervention refers to treatment prescribed for those patients determined to be at high risk for developing 

pressure ulcers. These include: adequate pressure reduction/relief, frequent repositioning, attention to 

nutritional status, aggressive and gentle perineal care, and protective devices that lift the heels off the bed and 

padding for ankles and knees.  

5. Recommendations for an effective prevention program include four goals:  

a. Identifying at-risk individuals who need prevention and the specific factors placing them at risk.  

b. Maintaining and improving tissue tolerance to pressure in order to prevent injury.  

c. Protecting against the adverse effects of pressure, friction and shear.  

d. Reducing the incidence of pressure ulcers through educational programs.  

 

EQUIPMENT:  

• Pressure Reduction Devices:  

• Low air-loss mattress/beds  

• Alternating-pressure mattress Gel-type flotation pads  

• Thick, foam mattress 

• Skin Protectants/Emollients and Sprays:  

• Lotion 

• Ointment 

• Moisture-barrier creams 

• Transparent film 

• Comfort Aids (do not reduce pressure but aid in comfort):  

• Pillows  

• Heel and elbow protectors 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  
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Risk Assessment Tools and Risk Factors 

1. Assess all patients on admission to home care and periodically reassess for risk factors related to pressure 

ulcers, using a validated risk assessment tool such as the Braden Scale.  

2. Assess bed and chair bound patients for additional risk factors such as, incontinence, altered level of 

consciousness and impaired nutritional status.  

3. Document assessment of all risk factors.  

 

Skin Care and Early Treatment 

1. Inspect the skin at each visit and instruct patient/caregiver to do so on a daily basis, paying particular attention 

to bony prominences.  

2. Individualize and teach frequency of skin cleansing according to need and/or patient preference. During the 

cleansing process, use minimal force and friction on the skin.  

3. Avoid hot water and use a mild cleansing agent that minimizes irritation and dryness of the skin, then apply 

moisturizers and a barrier cream.  

4. Minimize environmental factors leading to dry skin, such as low humidity (less than 40%) and exposure to the 

cold. Treat dry skin with moisturizers.  

5. Avoid massaging over bony prominences.  

6. Minimize skin exposure to moisture due to incontinence, perspiration or wound drainage. When sources of 

moisture cannot be controlled, be sure to use a moisture barrier to protect the skin and use linen- saver pad or 

briefs made of materials that absorb moisture and present a quick- drying surface to the skin.  

7. Use proper positioning, transferring and turning techniques to lessen skin injury due to friction and shearing. 

To reduce additional friction injuries, use lubricants, protective dressings and protective padding.  

8. Ensure adequate nutrition and hydration that includes adequate intake of protein, calories, vitamins, minerals 

and fluids. A plan of nutritional support and/or supplementation may need to be implemented for those 

patients who are nutritionally compromised. Dietitian referral may be indicated.  

9. Keep the patient as active as possible. Use active and passive exercise including range of motion. Physical 

therapy referral may be indicated.  

 

Mechanical Loading and Support Surfaces 

Patient confined to bed:  

1. Initiate a written, systematic turning and repositioning schedule that repositions the patient at least every two 

hours. 

2. Protect bony prominences, such as ankles and knees, from contact with each other with pillows or foam 

wedges. For a completely immobile patient, use devises that totally relieve pressure on the heels. Do not use 

donut-type devices.  

3. Avoid positioning the patient directly on the trochanter, when the side-lying position is used.  

4. Maintain the head of the bed at the lowest degree of elevation possible; limit the amount of time it is elevated.  

5. Use lifting devices during transfers and position changes.  

6. Place at-risk patients on a pressure –reducing device, such as foam, static air, alternating gel or water mattress.  

Patient confined to chair: 

1. Initiate a systematic schedule for repositioning that shifts the points under pressure at least every hour. If able, 

have patient shift weight every 15 minutes. A written plan may be helpful.  

2. Use pressure-reducing devices, such as those made of foam, gel, air or a combination is indicated. Do not use 

donut-type devices.  

3. Consider postural alignment, distribution of weight, balance and stability and pressure relief when positioning 

patient.  

Education:  
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1. The keystones to prevention are educational programs that are structured, organized and comprehensive. 

These programs must be directed at all levels of health care providers, patients, families and caregivers.  

2. Educational programs should include information on the following items:  

a. Etiology of and risk factors for pressure ulcers.  

b. Risk assessment tools and their application.  

c. Skin assessment.  

d. Selection and/or use of support surfaces.  

e. Development and implementation of an individualized program of skin care.  

f. Demonstration of positioning to decrease risk of tissue breakdown.  

g. Instruction of accurate documentation of pertinent data.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Assessment of risk and risk factors identified.  

b. Instructions given to patient/caregiver.  

c. Patient’s/caregiver’s ability to demonstrate teaching instructions.  
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SKIN CARE: PRESSURE ULCER-ASSESSMENT 

 

PURPOSE:  

To provide recommendations for assessing the patient and pressure ulcer.  

 

CONSIDERATIONS:  

1. Assessment is the starting point in preparing to treat or manage an individual with a pressure ulcer.  

2. Assessment involves the entire person, not just the ulcer and is the basis for planning treatment and evaluating 

its effects.  

3. Adequate assessment throughout the healing process is critical to proper management and healing.  

4. Consulting an Enterostomal Therapist (ET) or Certified Wound Care Nurse (CWCM) for Stages III, IV and 

difficult to manage wound cases is recommended.  

5. Consults by nutritionist, physical therapist, occupational therapist and medical social worker may also be 

required.  

 

EQUIPMENT:  

• Gloves  

• Scale 

• Measuring guide  

• Sterile Q-tip (optional)  

• Camera, specific for wound measurement (optional)  

 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. After completing assessment discard soiled supplies in appropriate containers.  

 

 

Assessing the ulcer 

1. Initial assessment:  

a. Position the patient, exposing ulcer site. 

b. Asses the pressure ulcer(s) for:  

(1) Location 

(2) Classification (When eschar or slough is present, a pressure ulcer cannot be accurately staged). 

a. Stages: 

Stage I: An observable pressure related alteration of intact skin whose indicators as compared to the adjacent or 

opposite area on the body may include changes in one or more of the following: skin temperature (warmth or 

coolness), tissue consistency (firm or boggy feel) and/or sensation (pain, itching). The ulcer appears as a defined area 

of persistent redness in lightly pigmented skin, whereas in darker skin tones, the ulcer may appear with persistent red, 

blue or purple hues.  

Stage II: Partial thickness skin loss involving epidermis, dermis, or both. The ulcer is superficial and present as an 

abrasion, blister or shallow crater.  

Stage III: Full thickness skin loss involving damage to or necrosis of subcutaneous tissue that nay extend down to, 

but not through, underlying fascia. The ulcer presents clinically as a deep crater with or without undermining adjacent 

tissue.  
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Stage IV: Full thickness skin loss with extensive destruction, tissue necrosis, or damage to muscle, bone, or 

supporting structures (e.g., tendon or joint capsule). Undermining and sinus tracts may be associated with stage IV 

pressure ulcers.  

b. Thickness: 

Partial thickness: Extends through the first layer of skin (epidermis) and into, but not through, the second layer of 

skin (dermis); heal by epithelialization. 

Full thickness: Extends through both the epidermis and dermis and may involve subcutaneous tissue, muscle, and 

possibly, bone.  

c. Color: The three-color concept is designed for use with traumatic, surgical and other wounds that 

heal by secondary intention.  

Red: Indicates clean, healthy granulation tissue.  

Yellow: Indicates the presence of exudate or slough produced by microorganisms and the need for cleaning. 

Black: Indicates the presence of eschar.  

(3) Size:  

a. Length and width are measured as linear distances form wound edge to wound edge. Wound length 

is measured form head to toe and width is measured form side to side. 

b. Depth of a wound can be described as the distance from the visible surface to the deepest point in 

the wound. To measure wound depth, gently insert a sterile, flexible, (15cm), cotton-tipped 

applicator into the deepest part of the wound. Then measure the length of the cotton-tipped 

applicator that was in the wound.  

(4) Sinus tracts.  

(5) Undermining/tunneling (direction and depth of tunneling). Document undermining/tunneling using 

clock positions to describe location.  

(6) Exudate /drainage (amount, color and odor).  

(7) Necrotic tissue (slough, eschar).  

(8) Granulation/epithelialization 

(9) Pain/tenderness  

c. Assess the surrounding skin for:  

(1) Erythema  

(2) Maceration 

(3) Induration 

2. Reassessment:  

a. Reassess pressure ulcers weekly, according to the initial assessment guidelines.  

b. It is not appropriate to revers stage a pressure wound. A stage 3 cannot become a stage 2 or a stage 1. 

Chart the progress by noting an improvement in the characteristics (size, depth, etc.) or identify the wound 

as healing stage 3 or healed stage 3 wound.  

c. Reevaluate the treatment plan as soon as any evidence of deterioration is noted.  

3. Monitoring progress:  

a. A clean pressure ulcer with adequate innervation and blood supply should show evidence of some healing 

within two to four weeks.  

b. If progress is not demonstrated within four week, reevaluate the overall treatment plan, adherence to the 

treatment plan and make appropriate changes and referrals (ET, CWCN, etc). 

Assessing the Individual 

1. Physical health and complications.  

a. Compete history and physical examination.  

b. Complications (e.g., decreased mobility, incontinence). 

2. Nutritional assessment and management.  
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a. Adequate dietary intake, including calories, protein, vitamins and minerals.  

b. Nutritional assessment.  

(1) At least every three months for individuals at risk for malnutrition.  

(2) Laboratory tests, as ordered (e.g., albumin, total protein, hematocrit). 

(3) Height, weight, history of weight loss.  

c. Nutritional support requirements (e.g., tube feeding, nutritional supplements).  

d. Vitamin and mineral supplement requirements (e.g., vitamins A, C, Zinc).  

e. Hydration status.  

3. Pain assessment and management.  

4. Psychosocial assessment and management.  

a. Assessment of the individual to include:  

(1) Mental status 

(2) Learning abilities  

(3) Signs of depression  

(4) Social support  

(5) Polypharmacy or over medication  

(6) Alcohol or drug abuse  

(7) Lifestyle  

(8) Culture and ethnicity  

(9) Stressors 

b. Assessment of resources (e.g., availability and skill of caregivers, finances, equipment).  

c. Assessment of mechanical and environmental factors. 

 

AFTERCARE:       

1. Document in patient’s record:  

a. Findings form the assessment.  

b. Instructions given to patient/caregiver for establishing plan of care.  

2. Discuss assessment with patient’s physician and obtain orders for care.  
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SKIN CARE: PRESSURE ULCER-TREATMENT OF STAGE I 

 

PURPOSE:  

To identify dressing and treatment modality options for Stage I pressure ulcers.  

 

CONSIDERATIONS:  

1. If required, obtain physician’s order for cleansing agents other than soap and water and for the use of a 

transparent film.  

2. If protection from shearing is needed, application of transparent film is indicated.  

3. Be aware that what seems to be a Stage I ulcer may be a Stage IV ulcer just prior to skin breakdown. The 

reddened area will feel soft and spongy.  

4. Use clean technique.  

5. Topical treatment options for Stage I pressure ulcers include:  

a. Lubricating sprays.  

b. Moisturizing lotions and gels.  

c. Skin protectants.  

d. Transparent films.  

e. Hydrocolloid, hydrogel-impregnated or foam dressings.  

6. Additional therapy modalities include:  

a. Support surface.  

b. Nutritional support.  

7. Continue to follow procedures for prevention and assessment of pressure ulcers. (See Pressure Ulcer-

Prevention, No. 7.01 and Pressure Ulcer Assessment, No. 7.01) 

 

OPTION I 

Use of Lubricating Sprays/Moisturizing Lotions and Gels/Skin Protectants 

 

EQUIPMENT:  

• Gloves  

• Soap, mild/non-oily or commercial skin cleanser 

• Lubricating spray or moisturizing lotion  

• Skin protectant  

• Moisture barrier 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Wash affected area with cleanser or soap and water.  

4. Apply moisturizer to skin if needed.  

5. Substitute a moisture barrier or skin protectant if patient is incontinent of urine or feces or has excessive 

sweating.  

6. Lotions and moisture barriers need to be reapplied at least 2 times a day or as directed by manufacturer. 

7. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure. 
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b. Patient’s response to procedure.  

c. The condition of the patient according to the assessment procedure for pressure ulcers. 

2. Instruct the patient/caregiver in:  

a. Care of the pressure ulcer.  

b. Pressure reduction techniques. (See Pressure Ulcer-Prevention, No. 7.01) 

c. Reporting signs and symptoms of infection and other areas of breakdown.  

d. Diet to promote healing.  

e. Medications/disease processes that may be impending healing.  

f. Activities permitted.  

 

OPTION II 

Transparent Film  

(See Transparent Film Application, No. 7.16)  

 

OPTION III 

Hydrocolloid, Hydrogel Wafer, or Foam Dressings 

(See Dressing Changed, No. 7.09) 
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SKIN CARE: PRESSURE ULCER-TREATMENT OF STAGE II 

 

PURPOSE:  

To identify dressing and treatment modality options for Stage II pressure ulcers.  

 

CONSIDERATIONS:  

1. Obtain physician’s order for all treatment and cleansing agents. 

2. Normal saline is an acceptable agent for cleansing pressure ulcers.  

3. Use clean technique.  

4. Topical treatment options for Stage II pressure ulcers include:  

a. Transparent films.  

b. Composite, hydrocolloid, hydrogel wafer, foam, antimicrobial dressing, or alginate (for heavily exuding 

wounds only) dressings.  

c. Amorphous hydrogel and cover dressing. 

5. Additional therapy modalities include:  

a. Nutritional support  

b. Support surface  

c. Pulsed lavage 

6. Continue to follow procedures for prevention and assessment of pressure ulcers. (See Pressure Ulcer-

Prevention, No. 7.01 and Pressure Ulcer-Assessment, No. 7.02) 

 

OPTION I  

Transparent film (See Transparent Film Application, No. 7.16) 

 

OPTION II  

Composite, Hydrocolloid, Hydrogel Wafer, Foam, Alginate or Enhanced Gauze Dressings  

(See Dressing Changes, No. 7.09) 

 

OPTION III 

Amorphous Hydrogel and Cover Dressing  

 

EQUIPMENT:  

• Gloves  

• Gauze  

• Basin (optional)  

• Cleansing solution, normal saline or other  

• Protective bed pad  

• Amorphous Hydrogel  

• Cover dressing  

• Skin protectant  

• Tape Impervious trash bag 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Clean wound with normal saline or wound cleanser per wound care orders. (See Wound Cleaning, No. 7.08) 
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4. Apply primary dressing according to manufacturer’s guidelines and physician’s orders.  

5. Dress wound, as needed, with appropriate cover dressings following the manufacturer’s guidelines for use. 

(See Dressing Changes, No. 7.09) 

6. Discard soiled supplies in appropriate containers.  

7. Clean reusable supplies before leaving the home, according to agency policy.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure.  

b. Patients’ response to procedure.  

c. The condition of the patient according to the assessment procedure for pressure ulcers.  

2. Instruct the patient/caregiver in:  

a. Care of the pressure ulcer.  

b. Pressure reduction techniques. (See Pressure Ulcer-Prevention, No. 7.01) 

c. Reporting signs and symptoms of infection and other areas of breakdown.  

d. Diet to promote healing.  

e. Medications/disease processes that may be impeding healing.  

f. Activities permitted.  
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SKIN CARE: PRESSURE ULCER-TREATMENT OF STAGE III 

 

PURPOSE:  

To identify dressing and treatment modality options for Stage III pressure ulcers.  

 

CONSIDERATIONS:  

1. Obtain physician’s order for all treatment and cleansing agents.  

2. Nor al saline is an acceptable agent for cleansing pressure ulcers.  

3. Use clean technique.  

4. Topical treatment options for Stage III pressure ulcers include:  

a. Composite, hydrocolloid, hydrogel-impregnated, foam, amorphous hydrogel, enhanced gauze, moist 

packing gauze dressings for wounds with light to moderate exudate and no necrosis. 

b. Alginate, exudate absorbing, foam cavity, enhanced gauze, and gauze moistened with prescribed solution 

or hydrogel dressings for wounds with moderate to heavy exudate, some necrosis and dead space.  

5. Additional therapy modalities include:  

a. Electrical stimulation.  

b. Nutritional support.  

c. Hyperbaric oxygen therapy.  

d. Support surface.  

e. Pulsed lavage.  

f. Negative Pressure Therapy.  

g. Ultrasound. 

6. When a pressure ulcer is covered with eschar, it may not be possible to stage the ulcer accurately as Stage III 

or Stage IV. (See Scoring of Eschar, No. 7.19)  

7. Continue to follow procedures for prevention and assessment of pressure ulcers. (See Pressure Ulcer-

Prevention, No. 7.01 and Pressure Ulcer –Assessment, No. 7.02) 

8. Certified wound consult may be indicated.  

 

OPTION I 

Topical Treatment with Dressings (See Dressing Changes, No. 7.09)  

OPTION II 

Debridement of Necrotic Tissue 

 

CONSIDERATIONS:  

1. Debridement is the removal of dead or devitalized tissue. Sharp, mechanical, enzymatic and/or autolytic 

debridement techniques may be used for removal of devitalized tissue per physician’s orders. CWCN can 

assist in identifying appropriate wound care products.  

a. Sharp debridement involves the use of a scalpel, scissors or other sharp instrument to remove the 

devitalized tissue, Health & Home Care CHNs do not perform sharp debridement in the home.  

b. Mechanical debridement includes wet-to-dry dressings, hydrotherapy, wound irrigation and dextranomers 

(fillers).  

(1) Dextranomers can only be used on exuding wounds.  

(2) It is important to irrigate away all dextranomer before reapplying.  

c. Enzymatic debridement is accomplished by applying topical proteolytic enzymes to devitalized tissue on 

wound surface.  

(1) Enzymes break down necrotic tissue without affecting viable tissue.  

(2) A physician’s order and prescription are required for use of these products.  
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(3) Follow manufacturer’s guidelines when using enzymes.  

d. Autolytic debridement involves the use of synthetic dressings to cover a wound and allow devitalized 

tissue to self-digest from enzymes normally present in wound fluids.  

(1) Use transparent film or hydrocolloid wafer dressings or hydrogel to promote autolysis in superficial 

wounds.  

(2) Use calcium alginates and exudate-absorptive dressings, which absorb many times their weight, to 

promote autolysis.  

(3) Do not use autolytic debridement if the wound in infected. 

2. Heel ulcers with dry eschar should not be debrided if they do not have edema, erythema, fluctuance, or 

drainage.  

3. Pain is often associated with debridement. Use appropriate methods to prevent or manage pain.  

 

EQUIPMENT:  

(See Wound Cleansing. No 7.08. Wound Irrigation, No. 7.12, Transparent Film Application, No. 7.16 and Dressing 

Changes, No. 7.09) 

 

PROCEDURE:  

1. Follow manufacturer’s guidelines on all products used for debriding.  

2. (See Wound Cleansing, No. 7.08, Wound Irrigation, No. 7.12. Transparent Film Application, No. 7.16 and 

Dressing Changes, No. 7.09) 

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure.  

b. The patient’s response to the procedure.  

c. The condition of the patient according to the assessment procedure for pressure ulcers.  

 

2. Instruct the patient/caregiver in:  

a. Care of the pressure ulcer.  

b. Pressure reduction techniques.  

c. Reporting signs and symptoms of infection and other areas of breakdown.  

d. Diet to promote healing.  

e. Medications/disease processes that may be impeding healing. Activities permitted.  
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SKIN CARE: PRESSURE ULCER-TREATMENT OF STAGE IV 

 

PURPOSE:  

To identify dressing and treatment modality options for Stage IV pressure ulcers.  

 

CONSIDERATIONS:  

1. Obtain physician’s order for all treatment and cleansing agents.  

2. Normal saline is an acceptable agent for cleansing pressure ulcers. 

3. Use clean technique.  

4. Topical treatment options for Stage IV pressure ulcers include: 

a. Composite, hydrocolloid, hydrogel wafer, foam, amorphous hydrogel, enhanced gauze, moist packing 

gauze dressings for wounds with moderate to heavy exudate and no necrosis.  

b. Alginate, exudate absorbing, foam cavity, enhanced gauze and gauze moistened with prescribed solution 

or hydrogel dressings for wounds with moderate to heavy exudate, some necrosis and dead space.  

c. Sharp, mechanical, enzymatic and/or autolytic debridement of necrotic tissue.  

5. Additional therapy modalities include:  

a. Electrical stimulation.  

b. Nutritional support.  

c. Hyperbaric oxygen therapy.  

d. Support surface.  

e. Pulsed lavage.  

f. Negative Pressure Therapy.  

g. Ultrasound. 

6. When a pressure ulcer is covered with eschar, it may not be possible to stage the ulcer accurately as Stage III 

or Stage IV. (See Scoring of Eschar, No. 7.19)  

7. Continue to follow procedures for prevention and assessment of pressure ulcers. (See Pressure Ulcer-

Prevention, No. 7.01 and Pressure Ulcer –Assessment, No. 7.02) 

8. Certified wound consult may be indicated.  

 

 

OPTION I 

Topical Treatment with Dressings (See Dressing Changes, No. 7.09)  

 

OPTION II 

Debridement of Necrotic Tissue 

 

CONSIDERATIONS:  

1. Debridement is the removal of dead or devitalized tissue. Sharp, mechanical, enzymatic and/or autolytic 

debridement techniques may be used for removal of devitalized tissue per physician’s orders.  

a. Sharp debridement involves the use of a scalpel, scissors or other sharp instrument to remove the 

devitalized tissue. 

(1) Sharp debridement is the most rapid form of debridement and may be the most appropriate technique 

for removing areas of thick, adherent eschar and devitalizing tissue in the extensive ulcers. 

(2) It is the most effective, economical means for removing necrotic tissue.  

(3) Those performing sharp debridement should have demonstrated the necessary clinical skills and meet 

licensing requirements.  
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(4) Small wounds can be debrided at the bedside, extensive wounds are usually debrided in the operating 

room.  

(5) Use clean, dry dressings for 8 to 24 hours after sharp debridement associated with bleeding; then 

reinstate moist dressings.  

b. Mechanical debridement includes wet-to-dry dressings, hydrotherapy, wound irrigation and dextranomers.  

(1) Dextranomers can only be used on exuding wounds.  

(2) It is important to irrigate away all dextranomer before reapplying.  

c. Enzymatic debridement is accomplished by applying topical proteolytic enzymes to devitalized tissue on 

the wound surface.  

(1) Enzymes break down necrotic tissue without affecting viable tissue.  

(2) A physician’s order and prescription are required for use of these products.  

(3) Follow manufacturer’s guidelines carefully for use of all enzymes.  

d. Autolytic debridement involves the use of synthetic dressings to cover a wound and allow devitalized 

tissue to self-digest from enzymes normally present in wound fluids.  

(1) Use transparent film or hydrocolloid wafer dressings to promote autolysis in superficial wounds.  

(2) Use calcium alginates and exudate-absorptive dressings, which absorb many time s their weight, to 

debride extensive ulcers and to m=promote autolysis.  

(3) Do not use autolytic debridement if the wound is infected.  

 

2. Heel ulcers with dry eschar should not be debrided if they do not have edema, erythema, fluctuance, or 

drainage.  

3. Pain is often associated with debridement. Use appropriate methods to prevent or manage pain. 

 

EQUIPMENT:  

(See Wound Cleansing. Wound Irrigation, Transparent Film Application and Dressing Changes.) 

 

PROCEDURE:  

1. Follow manufacturer’s guidelines on all products used for debriding.  

2. (See Wound Cleansing. No 7.08. Wound Irrigation, No. 7.12, Transparent Film Application, No. 7.16 and 

Dressing Changes, No. 7.09) 

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure.  

b. The patient’s response to the procedure.  

c. The condition of the patient according to the assessment procedure for pressure ulcers.  

 

2. Instruct the patient/caregiver in:  

a. Care of the pressure ulcer.  

b. Pressure reduction techniques. (See Pressure Ulcer-Prevention, No. 7.01). 

c. Reporting signs and symptoms of infection and other areas of breakdown.  

d. Diet to promote healing.  

e. Medications/disease processes that may be impeding healing. 

f.  Activities permitted.  
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SKIN CARE: WOUND CLEANISNG 

 

PURPOSE:  

To remove bacteria and debris with as little chemical and mechanical trauma as possible while protecting healthy 

granulation tissue.  

 

CONSIDERATIONS:  

1. The process of cleansing a wound involves selecting both a wound-cleansing solution and a mechanical means 

of delivering that solution to the wound.  

2. Wound irrigation is an acceptable method of wound cleaning (see Wound Irrigation-No. 7.12).  

3. The benefits of obtaining a clean wound must be weighed against the potential trauma to the wound bed as a 

result of such cleansing. Routine wound cleansing should be accomplished with a minimum of chemical and 

mechanical trauma.  

4. Cleanse wounds initially and at each dressing change.  

5. Normal saline promotes a moist environment, promotes granulation tissue formation and causes minimal fluid 

shifts in healthy cells. Skin cleansers or antiseptic solutions, such as acetic acid, hydrogen peroxide, sodium 

hypochlorite (Dakin’s ® solution), or povidone-iodine damages healthy tissue and delay healing. Base 

selection of cleansing solution on the indications, contraindications and benefits to healthy tissue.  

6. Consider pulsed irrigation for cleansing wounds that contain thick exudate, slough, or necrotic tissue. Trauma 

can result if the wound or healthy granulating tissue is positioned too closely to high-pressure jets with greater 

than 15 pounds per square inch (psi) force. i.e. 19-gauge angiocatheter with 36cc syringe.  

 

EQUIPMENT:  

• Gloves 

• Gauze 

• Clean basin 

• Sterile basin (optional)  

• Cleansing solution, normal saline or other  

• Protective bed pad  

• Materials as needed for dressing change  

• Impervious trash bag 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Review physician’s orders.  

4. Establish a clean field with all the supplies and equipment that will be necessary.  

5. Remove tape by pushing skin from tape. Remove soiled dressing, then discard dressing and change gloves. 

Wash/decontaminate hands and don gloves.  

6. Observe for:  

a. Wound size, including length, width and depth.  

b. Drainage characteristics including type, amount, color and odor.  

c. Evidence of wound healing or deterioration.  

d. Symptoms of infection including redness, swelling, pain, discharge or increased temperature.  

e. Development of undermining or sinus tract that may require packing.  

7. Using a clean gauze moistened with the prescribed cleansing solution, wipe wound areas. 
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a. Clean a linear wound from top to bottom, and work outward from the incision in lines running parallel to 

the incision. Always wipe from the clean area toward the less clean area. Use a new gauze pad for each 

downward stroke.  

b. For an open wound, moisten a gauze pad with the prescribed cleansing solution; squeeze out excess 

solution. Clean the wound in full or half circles beginning in the center and working toward the outside. 

Clean to at least 1” (2.5cam) beyond the end of the new dressing or 2” (5cam) beyond the wound margins, 

if not applying a dressing. Use a new gauze pad for each circle. 

8. Dress wound with appropriate dressings following the manufacturer’s guidelines for use. (See Dressing 

Changes, No. 7.09). 

9. Discard soiled supplies in appropriate containers.  

10. Clean reusable supplies before leaving the home, according to agency policy.  

 

AFTERCARE:       

1. Document in patient’s record: 

a. Procedure.  

b. Patient’s response to procedure.  

c. Temperature and vital signs.  

d. Wound observations noted in #6.  

e. Response of the wound to the prescribed treatment. 

2. Instruct patient/caregiver in care of the wound including:  

a. Reporting any changes in pain, drainage, temperature or other signs and symptoms of infection.  

b. Techniques to change or reinforce dressings.  

c. Diet to promote healing.  

d. Medications/disease processes that may be impeding healing.  

e. Activities permitted.  
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SKIN CARE: DRESSING CHANGES 

 

PURPOSE:  

To maintain physiologic integrity of the wound by keeping the wound bed moist and norm thermic and the 

surrounding skin dry.  

 

CONSIDERATIONS:  

1. Use of a dressing that will keep the wound surface continuously moist. (Wet-to-dry dressings should be used 

only for debridement unless cost is a factor).  

2. The following criteria should be considered when selecting a dressing:  

a. Wound-related factors, such as etiology, severity, environment and depth, anatomic location, volume of 

exudate and the risk or presence of infection.  

b. Patient-related factors, such as vascular, nutritional and medical status; odor-control requirements; comfort 

and preferences; and cost-versus-benefit ratio.  

c. Dressing-related factors, such as availability, durability, adaptability and uses.  

3. Dressing changes may be painful. Pain medication may be necessary 30 minutes before each dressing change.  

4. A dressing is not indicated when skin integrity is compromised by caustic or excessive drainage. Pouching 

may be indicated to protect the skin when the draining is copious or excoriating.  

5. Follow manufacturer’s guidelines regarding length of time dressing may be left on wound. Always reapply if 

leaking exudate or loosening of dressing occurs.  

6. Certain wounds may require sterile technique. Use appropriate sterile supplies.  

 

EQUIPMENT:  

• Sterilized instrument pack (optional) 

• Dressings (as needed)  

• Hypoallergenic tape  

• Gloves  

• Skin protectant  

• Basin (optional) 

• Cleansing solution, normal saline or other  

• Protective bed pad  

• Scissors  

• Optional protective EQUIPMENT: apron/gown, eyewear  

• Impervious trash bag  

• Montgomery straps (optional)  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Review physician’s orders.  

3. Explain procedure to patient/caregiver.  

4. Establish a clean field (sterile, if necessary) with all the supplies and equipment that will be necessary.  

5. Remove tape by pushing skin from tape. Remove soiled dressing. Discard dressing and gloves in appropriate 

containers.  

6. Observe for:  

a. Wound size including length, width and depth. Document weekly and prn.  

b. Drainage characteristics including type, amount, color and odor.  
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c. Evidence of wound healing or deterioration.  

d. Symptoms of infection including redness, swelling, pain, discharge or increased temperature.  

e. Development of undermining or sinus tract that may require packing.  

7. Cleanse wound with normal saline or wound cleanser per wound care orders. (See Wound Cleansing, No. 

7.08).  

8. May apply skin protectant to areas to be covered with tape. Allow to air dry prior to taping.  

9. Dress wound with appropriate dressings following manufacturer’s guidelines and physician orders.  

10. Secure dressing with hypoallergenic tape. Apply tape in picture frame fashion around dressings in the sacral 

area on heels and elbows. 

11. For frequent dressing changes, Montgomery straps or a hydrocolloid dressing may be used to prevent trauma 

to the per wound skin.  

12. Write date of application and initials of applier directly on the dressing (optional).  

13. To apply a wet-to-dry dressing, follow these steps:  

a. Moisten the gauze with solution, such as normal saline and wring it out until it is slightly moist. 

b. Fluff the gauze completely and place it over the wound bed.  

c. Remove the dressing when it is almost dry. 

14. Discard soiled supplies in appropriate containers.  

15. Clean reusable supplies before leaving the home, according to agency policy. 

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and type of dressing used. 

b. Patient’s response to procedure.  

c. Temperature and vital signs.  

d. Wound observations noted in #6, under procedure. 

e. Response of the wound to the prescribed treatment.  

2. Instruct patient/caregiver in care of the wound including: 

a. Reporting any changes in pain, drainage, temperature or other signs and symptoms fo infection.  

b. Techniques to change or reinforce dressings. It is not routine to teach lay people to pack wounds.  

c. Diet to promote healing.  

d. Medications/disease processes that may be impeding healing.  

e. Activities permitted.  
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SKIN CARE: WOUND CRE USING A COLLECITN POUCH 

 

PURPOSE:  

To manage a draining wound by protecting the surrounding skin from irritating drainage, to allow measurement of 

drainage and to protect the wound from trauma and external contamination.  

 

CONSIDERATIONS:  

1. There are two major methods for managing a draining wound:  

a. Dressing  

b. Pouching (See Dressing Changes, No. 7.08)  

2. Pouching is the better choice when skin integrity is compromised by caustic or copious drainage. *Rule of 

thumb-If wound drains more than 50cc output in 24 hours, a pouching procedure should be considered.  

3. Wound pouching provides accurate measurement of drainage, eliminates the need for frequent dressing 

changes, limits the spread of contamination and improves the patient’s comfort.  

4. Irrigation of the wound and pouch usually accompanies the pouching procedure. Collection pouches are 

available which are especially designed for wound care management.  

 

EQUIPMENT:  

• Impervious trash bag  

• Instruments, e.g., forceps, scissors  

• Protective bed pad  

• Gloves  

• Apron or gown (optional)  

• Protective eye wear (optional)  

• Collection pouch (with access port if irrigation ordered)  

• Skin protectant  

• Sterile gauze pads  

• Waterproof or micro pore tape  

• Graduated, collection container(optional)  

 

IF IRRIGATION ORDERED 

 

EQUIPMENT:  

• Clean basin  

• Prescribed irrigant such as sterile normal saline 

• Sterile, soft-rubber catheter  

• 50cc to 60cc piston syringe  

• Container 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Review the physician’s orders.  

3. Explain procedure to patient. 

4. Prepare materials and equipment for wound care including opening impervious trash bag and establishing the 

sterile field.  
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5. Empty the collection pouch by inserting the bottom half of the pouch into a graduated, collection container 

and open the drainage port. Observe the color, consistency, odor, and amount of fluid. Wipe the bottom of the 

pouch and the drainage port with a gauze sponge to remove any spillage that could irritate the patient’s skin or 

cause an odor. Close the access port.  

6. Observe for:  

a. Wound size including length, width and depth.  

b. Drainage characteristic including type, amount, color and odor.  

c. Evidence of wound healing or deterioration.  

d. Symptoms of infection including redness, swelling, pain, discharge or increased temperature.  

e. Development of undermining or sinus tract that may require packing. 

7. Observe the collection pouch for leakage, non- adhesion of the pouch including undermining of the seal, or 

malfunction of pouch. Change pouch every 5-7 days or more frequently if seal is broken. Unnecessary change 

may contribute to skin irritation.   

8. Changing the pouch:  

a. Remove leaking pouch using the push-pull method to avoid trauma to skin. Hold skin taut and gently 

remove facing from skin by pushing skin away from facing.  

b. Don clean globes and cleanse wound and/or irrigate the wound as ordered. (See Wound Irrigation, No. 

7.12). 

c. Remove gloves and discard in appropriate container. Measure the sound and pattern an opening 1/8” (0.3 

cam) larger in the collection pouch’s facing or face plate if collection pouch has a skin protectant 

incorporated in the faceplate.  

d. If pouch does not have wafer barrier/skin protectant as needed.  

e. Make sure the drainage port at the bottom of the pouch is securely closed. Gently press the contoured 

pouch opening around the wound beginning at the wound’s lower edge to catch any drainage. Picture 

frame taping may be advisable to achieve more pouching security. Apply strips of tape to cover each of the 

four sides of the facing.  

 

9. Wound irrigation of non-visible tract (if ordered):  

a. Wound can be irrigated with the collection pouch in place; if the pouch used has a drainage port or folding 

drainage system, e.g., Hollister®. Pour the prescribed irrigating solution into a container.  

b. Fill the syringe with the irrigating solution and connect the rubber catheter to the syringe.  

c. Using one hand, open the end of the collection pouch to allow introducing the catheter without 

contamination. Introduce the catheter through the collection pouch and gently insert the catheter into the 

wound until you feel resistance. Avoid forcing the catheter into the wound, which could case tissue 

damage, bleeding or perforation of underlying structure.  

d. Gently instill a slow steady stream of irrigating solution making sure the solution reaches all areas of the 

wound. Plan the solution to flow from the clean areas of the wound to the dirty areas to prevent 

contamination of clean tissue by wound exudate.  

e. Pinch the catheter closed while withdrawing the syringe. Refill the syringe, reconnect it to the catheter and 

repeat the irrigation until prescribed amount of solution has been instilled or the solution returned is clear. 

Document the amount of solution used.  

f. Remove catheter and syringe. Close drainage port and wipe with gauze pad.  

10. Discard soiled supplies in appropriate containers.  

11. Position the patient to allow further wound drainage and make sure the patient is comfortable.  

12. Evaluate the patient for needed change in medical treatment plan.  
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AFTERCARE:       

1. Document in patient’s record:  

a. Procedure.  

b. Patient’s response to procedure.  

c. Temperature and vital signs.  

d. Wound observations noted in #6 of procedure.  

e. Response of the wound to the prescribed treatment. 

2. Instruct patient/caregiver in care of the wound, including:  

a. Reporting any changes in pain, drainage, temperature or other signs and symptoms of infection.  

b. Procedure to utilize if pouch dressing leaks or malfunctions.  

c. Diet to promote healing.  

d. Medications/disease processes that may be impeding healing.  

e. Activities permitted.  
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SKIN CARE: WOUND IRRIGATION 

 

PURPOSE:  

To flush the wound in order to cleanse tissues, remove cell debris and excess drainage for an open wound.  

 

CONSIDERATIONS:  

1. Irrigation helps the wound to heal properly from the inside out; it helps prevent surface healing over an 

abscess pocket or infected tract.  

2. If the wound is small or shallow, use the syringe with a catheter for irrigation.  

3. Irrigation may be done with a soft rubber catheter attached to a piston syringe (i.e. 19 gauge angiocatheter 

with 36cc syringe).  

4. When using an irritating solution, a barrier ointment or wipe may be spread around the wound site to protect 

normal skin.  

5. Certain wounds may require sterile technique. Use appropriate sterile supplies.  

 

EQUIPMENT:  

• Impervious trash bag  

• Protective bed pad  

• Basin 

• Gloves  

• Apron or gown (optional)  

• Prescribed irrigant 

• Normal saline, 30-35cc  

• Soft rubber catheter with catheter tip syringe (optional) 

• Materials as needed for wound care 

• Protective eye wear (optional)  

• Sterile petrolatum (optional) 

• 19-gauge angiocath (8 pounds per square inch (psi) force for irrigation), if needed.  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Review the physician’s orders.  

3. Explain procedure to patient.  

4. Using aseptic technique, dilute the prescribed irrigant to the correct proportions with sterile water or sterile 

saline solution, as ordered. Let the solution stand until it reaches room temperature or warm it to 90* to 95* F. 

(32* to 35* C). Do not use any solution that has been opened for longer than 24 hours, if sterile technique is 

necessary.  

5. Position the patient for the procedure. Place the protective bed pad under the patient to catch any spills and 

avoid linen changes. Place the basin below the wound so the irrigation solution flows into it form the wound.  

6. Remove soiled dressing and then discard the dressing and gloves in appropriate container.  

7. Pour the prescribed amount of irrigating solution into a container.  

8. Dill the syringe with the irrigating solution, then connect the angiocath to the syringe. Use a soft rubber 

catheter to minimize tissue trauma, irritation, and bleeding if large non-visible cavity is to be irrigated. 

9. Gently insert the catheter into the wound until you feel resistance. Avoid forcing the catheter into the wound 

to prevent tissue damage, or in an abdominal wound, intestinal perforation.  
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10. Gently instill a slow, steady stream of irrigating solution into the wound until the syringe empties. Make sure 

the solution flows form the clean tissue to the dirty area of the wound to prevent contamination of clean tissue 

by exudate. Be sure the solution reaches all areas of the wound.  

11. Pinch the catheter closed as you withdraw the syringe to prevent aspirating drainage and contaminating the 

equipment. Refill the syringe, reconnect it to the catheter, and repeat the irrigation.  

12. Continue to irrigate the wound until you have administered the prescribed amount of solution; or until the 

solution returned is clear. Note the amount of solution administered. Remove and discard the catheter and 

syringe in the appropriate container.  

13. Keep the patient positioned to allow further wound drainage into the basin.  

14. Cleanse the area around the wound to help prevent skin breakdown and infection.  

15. Observe for:  

a. Wound size including length, width and depth.  

b. Drainage characteristic including type, amount, color and odor.  

c. Evidence of wound healing or deterioration.  

d. Symptoms of infection including redness, swelling, pain, discharge or increased temperature.  

e. Development of undermining or sinus tract that may require packing. 

16. Gently pack the wound, if ordered, and/or apply dressing. (See Dressing Changes, No. 7.09) 

17. Discard soiled supplies in appropriate containers.  

 

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure.  

b. Patient’s response to procedure.  

c. Wound observations noted in #15 of procedure.  

d. Response of the wound to the prescribed treatment.  

2. Instruct patient /caregiver in care of the wound, including:  

a. Reporting any changes in pain, drainage, temperature or other signs and symptoms of infection.  

b. Techniques to change or reinforce dressing, if indicated.  

c. Diet to promote healing.  

d. Medications/disease processes that may be impeding healing.  

e. Activities permitted.  
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SKIN CARE: SUTURE REMOVAL 

 

PURPOSE:  

To remove sutures after healing has occurred.  

 

CONSIDERATIONS:  

Although the physician orders the removal of non-absorbable sutures, there are general guidelines for timing removal 

based on location: head and neck, 3 to 5 days; chest and abdomen, 5 to 7 days; lower extremities, 7 to 10 days after 

insertion.  

 

EQUIPMENT:  

• Suture removal tray or sterilized pick up forceps and suture scissors  

• Alcohol or antimicrobial sponges  

• Impervious trash bag  

• Dressing and tape  

• Butterfly strips  

• Skin protectant (optional)  

• Gloves 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Follow clean technique, remove all dressings and discard in appropriate containers.  

4. Examine the wound before removing sutures.  

5. Observe the wound for gaping, drainage, signs of infection or embedded sutures. Ensure that proper healing 

has taken place and it is time to remove the stiches.  

6. Position the patient so that the suture area is without tension.  

7. Assemble the necessary equipment at eth bedside and open sterile instrument set.  

8. Cleanse suture area thoroughly with antimicrobial sponges.  

9. To remove interrupted sutures:  

a. With forceps, grasp the knot of suture with gently upward pull to slightly expose a small segment of the 

suture that was below the skin. Cut exposed suture on the opposite side of the knot. No segment of the 

stitch that is above the skin’s surface is to be drawn below or through the skin.  

b. Still holding the knot, pull the cut suture up and out. Discard suture.  

c. Remove every other suture along the incision line and observe for any gaping of the wound. If gaping 

occurs, do not remove any of the remaining sutures, approximate edges, apply butterfly strips and notify 

the patient’s physician. (See Butterfly Strips, No. 7.17). If no gaping, continue removal until all sutures 

have been removed. 

10. To remove plain, continuous sutures: 

a. Grasp the first suture and cut that suture on the opposite side of the knot.  

b. Cut the next suture in line on the same side. Pull the first suture out in the direction of the knot. Discard the 

suture.  

 

11. After suture removal: 

a. Cleanse the suture line with a sponge.  
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b. For incision line support, prevention of a wide scar, or slight skin separation, butterfly strips may be used. 

Use skin protector to increase length of strips’ adherence. Strips may be left in place 3-5 days.  

12. Apply dry, sterile dressing secured with tape, if needed.  

13. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observations.  

b. Patient’s response to procedure. 

2. Instruct patient/caregiver in care of healing incision line, including:  

a. Reporting redness, discharge or other signs of infection.  

b. Changing the protective dressing.  

c. Showering or bathing, when permitted by physician.  

d. Protecting the incision line from direct sunlight for at least six months.  
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SKIN CARE: SKIN STAPLE OR CLIP REMOVAL  

 

PURPOSE:  

To remove staples or clips after healing has occurred.  

 

CONSIDERATIONS:  

1. Skin staples or clips are often substituted for surface sutures when cosmetic results are not a primary 

consideration, e.g., on the abdomen.  

2. Although the physician orders the removal of skin staples, there are general guidelines for timing removal 

based on location; head and neck, 3 to 5 days; chest and abdomen, 5 to 7 days; lower extremities, 7 to 10 days 

after insertion.  

 

EQUIPMENT:  

• Gloves  

• Sterile staple or clip extractor  

• Alcohol, betadine swabs or antimicrobial sponges  

• Impervious trash bag  

• Dressing and tape  

• Butterfly strips  

• Skin Protectant 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Use clean techniques, remove dressings and discard in appropriate container.  

4. Observe the wound for gaping, drainage and signs of infection. Ensure that proper healing has taken place and 

it is time to remove the staples.  

5. Examine the wound before removing staples.  

6. Position the patient so that the suture area is without tension. 

7. Assemble the necessary equipment at the bedside. (Open package containing sterile staple extractor).  

8. Cleanse the incision line gently with alcohol, betadine swabs or antimicrobial sponges.  

9. Using the sterile staple extractor, position the extractor’s lower jaws beneath the width of the first staple or 

clip.  

10. Squeeze the handle until the jaws are completely closed and the staple or clip is away from the skin. By 

changing the shape of the staple or clip, the extractor pulls the clip out of the skin.  

11. Discard the removed staple or clip by holding the extractor over the trash bag and releasing the handle. 

Remove every other staple along the incision line and observe for any gaping of the wound. If gaping occurs, 

do not remove any of the remaining staples, apply butterfly strips and notify patient’s physician. (See Butterfly 

Strips, No. 7.17). If no gaping occurs, continue removal until all staples have been removed.  

12. Cleanse the suture line with alcohol, betadine swabs or antimicrobial sponges.  

13. For incision line support, prevention of a wide scar, or slight skin separation, butterfly strips may be used. Use 

skin protector to increase length of strips’ adherence. Strips may be left in place 3-5 days.  

14. Apply dry, sterile dressing secured with tape, if necessary.  

15. Discard soiled supplies in appropriate containers.  
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AFTERCARE:       

1. Document in patient’s record:  

a. Procedure and observations.  

b. Patient’s response to procedure.  

2. Instruct patient/caregiver on healing of incision line, including:  

a. Reporting redness, discharge, or other signs of infection.  

b. Changing the protective dressing.  

c. Showering or bathing, when permitted by physician.  

d. Protecting the incision line form direct sunlight for at least six months. 
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SKIN CARE: GELATIN COMPRESSION BOOT (UNNA BOOT) APPLICATION 

 

PURPOSE:  

To promote healing of conditions such as venous stasis ulcers or stasis dermatitis by exerting even pressure on the 

veins of the affected extremity while protecting them from additional trauma.  

 

CONSIDERATIONS:  

1. An Unna Boot is a gelatin compression boot made of commercially prepared gauze bandage saturated with 

Unna paste.  

2. Although the boot is most commonly applied to the leg and foot, Unna paste may be applied to any extremity 

and wrapped with lightweight gauze.  

3. The procedure is contraindicated if the patient is or if the patient has arterial disease (versus venous disease) 

or if the patient is allergic to any of the ingredients in the paste, i.e., gelatin, zinc oxide or glycerin. 

4. Do not wrap bandage using reverse turns, since these areas may exert excessive pressure as the cast hardens.  

5. Obtain Ankle-Brachial Index (ABI) (See Section 7-22 Application of Profore (4) Layer Bandage System) to 

rule out Ischemic Disease.  

6. Assess lower extremity pulses.  

7. Contradictions; Unstable CHF status, decreased arterial flow. 

 

EQUIPMENT:  

• Gloves  

• Soap and water  

• Commercially prepared gauze bandage saturated with Unna paste-pink boot with harden –white boot will not 

harden. 

• Bandage scissors  

• Elastic bandage or coban to apply over commercially prepared bandage 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain the procedure to the patient.  

3. Assemble the necessary equipment at the bedside.  

4. Cleanse the affected extremity gently; removing any dirt or other material that may cause a pressure point after 

the boot is applied. Prepare the skin and ulcer as prescribed by the physician.  

5. Position the patient’s leg so that the knee is slightly flexed.  

6. Using commercial Unna Boot bandage, apply prepared gauze. Start the wrapping at the base of toes making 

sure each turn overlaps the previous one by half the width of the bandage. 

7. Continue wrapping the patient’s leg up to the knee. While applying the wrapping, mold the bandage with the 

free hand to make it smooth and even. If a turn does not fit smoothly, either cut the edge with scissors or cut 

bandage off and start a new turn. End the boot 5 cm (2”) below knee to avoid constriction. Wrap toes to knee 

with a second layer.  

8. Cover the Unna Boot with ace wrap or coban to provided compression and enhance venous return. 

9. Instruct the patient to remain in bed with his leg positioned and elevated on a pillow until the gauze dries 

(approximately 30 minutes-for pink boot only). 

10. Observe the patient’s toes for signs of circulatory impairment including cyanosis, coolness, pain and 

numbness. Development of any of these problems indicates that the bandage has been wrapped too tightly. If 

the bandage is too tight, it must be immediately removed. Reapply the boot after consulting with the patient’s 

physician.  
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11. Schedule a return visit to change the boot weekly, or as ordered and to assess the underlying skin and healing 

ulcers. Remove the boot by cutting the dressing with the bandage scissors.  

12. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Patient’s response to procedure.  

b. Temperature and vital signs.  

c. Wound appearance, including size and drainage.  

d. Response of the wound to the prescribed treatment. 

2. Instruct the patient/caregiver in care of the Unna Boot and precautions, including:  

a. Signs and symptoms of circulatory impairment and plan for removal if necessary.  

b. Keeping the Unna Boot dry with particular care while bathing (no showers or tub baths). 

c. That the boot will stiffen but will not be as hard as a cast, therefore the patient must carefully walk on it 

and handle it to avoid damaging the boot (pink boot).  

d. The frequency of the prescribed dressing change and reassessment of the underlying skin and ulcer.  

e. Diet to promote healing,  

f. May wear cast shoe for ambulation.  

g. Avoid constricting shoe or sock. 
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SKIN CARE: TRANSPARENT FILM APPLICATION 

 

PURPOSE:  

To illustrate application techniques and selection of candidates for this specialized dressing.  

 

CONSIDERATIONS:  

1. There are several transparent, semipermeable membrane adhesive dressings on the market.  

2. This type of dressing is valuable for second degree burns, abrasions, intravenous therapy site and pressure 

ulcer care.  

3. The advantages for this type of dressing are:  

a. The dressing reduces the need for frequent changes and may remain in place until the wound is completely 

healed in many instances.  

b. The wound can be inspected through the transparent dressing.  

c. The dressing retains the serous exudate, keeps the wound moist and hastens healing.  

d. The dressing does not adhere to the wound’s surface.  

e. The dressing may be applied over a joint without reducing mobility.  

f. Bathing and showering is permitted without removing the dressing.  

g. The dressing affords pain relief.  

h. The dressing may be used on bony prominences and other areas, prophylactically, to prevent skin 

breakdown.  

4. The disadvantages of this dressing are: 

a. May not be recommended for infected wounds.  

b. Not recommended for wounds with moderate to heavy drainage. 

c. Not recommended for use on fragile skin.  

d. May be difficult to apply and handle.  

e. May dislodge form high-function areas.  

f. Requires a margin of intact skin to adhere.  

5. This dressing may be used as a secondary dressing with largely exudating wounds. 

 

EQUIPMENT:  

• Gloves 

• Skin protectant (optional)  

• Transparent film 

• Hypoallergenic tape (optional)  

• Scissors  

• Impervious trash bag  

• Normal saline  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Assemble necessary equipment at eht bedside.  

4. Thoroughly cleanse area and clip the hair 9optional) within 2 inches (5cm) of the site. Apply skin protectant, if 

desired, e.g., Skin Prep®, and allow to dry.  
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5. Measure the burn/wound and choose the correct dressing size. Apply the transparent film, leaving 1.5 to 2 

inches (3.8c to 5cm) around the burn/wound site to ensure total coverage. Do not stretch the dressing, because 

a stretched dressing restricts mobility and may cause discomfort.  

6. Follow manufacturer’s guidelines for use and application of dressing.  

7. As you apply the dressing, explain its advantages to the patient and explain why the patient should not remove 

it.  

8. To apply dressing on a contoured area on the body. The dressing can be overlapped up to three times and still 

remain semi-permeable. 

9. Care should be exercised when applying the semi-permeable dressing on the coccyx or other area to consider 

whether feces or urine can contaminate the wound. The dressing can, even if properly applied, become 

loosened and subsequently become contaminated.  

10. If fluid accumulates under dressing, consider using absorptive dressing (e.g., Alginate) under the film to allow 

dressing to remain in place longer.  

11. Replace dressing when it leaks or every 3-7 days.  

12. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Patient’s response to the procedure.  

b. Temperature and vital signs.  

c. Wound appearance including size, drainage and odor.  

d. Response of the wound to the prescribed regimen.  

2. Instruct patient/caregiver in wound care, including:  

a. Reporting signs or symptoms of infection including pain, change in color, amount or character of drainage, 

or elevated temperature.  

b. Exercising caution to not remove or disturb dressing.  

c. Leaking of dressing.  

d. Diet to promote healing.  

e. Dressing on an open wound will produce thick, sometimes foul-smelling drainage and this is not 

necessarily a sign of infection.  
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SKIN CARE: BUTTERFLY STRIPS  

 

PURPOSE:  

To close a small wound or to support an existing suture line either when stiches are in place or after stitches have been 

removed.  

 

CONSIDERATIONS:  

1. Butterfly strips may be used in place of stitches when the wound is small and the skin area to be closed is not 

subject to a lot of movement or tension.  

2. For primary skin closure, allow strips to remain 3-5 days on the head and neck, 5-7 days on the chest and 

abdomen and 7-10 days on an extremity.  

3. Butterfly strips are available commercially or may be fashioned out of paper or adhesive tape.  

 

EQUIPMENT:  

• Gloves 

• Butterfly strips (available commercially or can be made from tape)  

• Skin protectant (optional)  

• Cotton applicators  

• Tape  

• Scissors  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. If butterfly strips are to be applied after suture removal (See Suture Removal, No. 7.13 or Staple Clip 

Removal, No. 7.14), before proceeding.  

4. To make butterfly strip; fold a three-inch strip of one-half inch wide adhesive tape back on itself and cut off 

the corners evenly at the folded end to form broad nicks. Paper tapes may be used in a three-inch strip one-

quarter of an inch wide with nicking. 

5. Thoroughly cleanse skin with antiseptic wipes and/or solution using cotton applicators.  

6. Apply skin protectant, as needed, closely along the wound’s edges and to a width that will be approximately as 

wide as the length of the butterfly strips. Allow to air dry. 

7. Apply strips across the wound being careful to approximate wound edges. Space strip evenly.  

8. Allow strips to remain in place as recommended or until support is no longer afforded. Strips may be applied 

or reinforced, if necessary. If needed, apply a dry dressing and secure with tape.  

9. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record;  

a. Patient’s response to procedure.  

b. Wound appearance.  

c. Response of the wound to the procedure. 

2. Instruct patient/caregiver to: 

a. Keep area dry.  

b. Seek care to reapply strips at designated intervals, or sooner, if strips are loose.  

c. Report signs or symptoms of infection including pain, redness, swelling or discharge. 

SKIN CARE: MONTGOMERY STRAPS  
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PURPOSE:  

To facilitate a dressing change of a draining wound without removing and reapplying tape.  

 

CONSIDERATIONS:  

1. Montgomery straps should be considered for the patient needing frequent dressing changes and/or whose skin 

is irritated by tape removal.  

2. Montgomery straps are commercially available and made of hypo reactive tape with permeable cloth backing.  

3. Montgomery straps may be made out of adhesive tape for the non-sensitive skin patient.  

 

EQUIPMENT:  

• Montgomery straps or adhesive tape  

• Skin protectant, semi permeable, and membrane dressing  

• Gauze strips or cotton twill tape  

• Soap and water  

• Small safety pins and large rubber bands (optional)  

• Gloves 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain the procedure to patient.  

3. Observe the wound and estimate the amount and size of Montgomery straps needed.  

4. To make Montgomery straps: 

a. Cut four to six strips of two-to three-inch-wide e tape for sufficient length to allow the tape to extend about 

six inches beyond the wound on each side. The length of the tape depends on the patient’ size as well as 

the type and amount of dressing. 

b. Fold one end of each trip two to three inches over on itself with the sticky side in.  

c. Fold each end again in half and cut out a small semi-circle. When using three-inch tape, cut two small 

semi-circles on each end. 

5. Follow dressing orders.  

6. To apply Montgomery straps:  

a. Cleanse the patient’s skin to prevent irritation. After the skin dries, apply a skin protectant to the skin 

where tape will adhere. Allow protectant to dry.  

b. Apply semi-permeable, membrane dressing to the skin where Montgomery straps will adhere.  

c. Apply Montgomery straps with the hole ends opposing on opposite sides of the dressing. Thread holes 

with gauze strips or cotton tape and bring the opposing straps together and tie. Instead of using tied strips 

to fasten straps, place safety pins through the holes on each side and hook a rubber band into the opposing 

side. The rubber band allows a slight give with body movement. The dressing is readily changed by 

unsnapping the safety pins on one side.  

7. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Patient’s response to procedure.  

b. Condition of skin.  

2. Plan revisits to replace Montgomery straps whenever they become soiled or skin becomes irritated, usually 

every 5-7 days.  
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3. Observe the skin for any signs of skin irritation or maceration.  

4. If skin maceration occurs, replace new straps about one inch away from any irritation. May use hydrocolloid 

wafer dressing, e.g., Duoderm® or Restore® under straps if skin is denuded or irritated.  
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SKIN CARE: WARM/MOIST COMPRESS  

 

PURPOSE:  

To increase circulation in specific subcutaneous areas and to hasten the consolidation of exudate. 

 

CONSIDERATIONS: *Physician’s order is required. 

1. The procedure gives symptomatic relief to an area of subcutaneous infection and inflammation.  

2. Use clean technique.  

3. Extremities may be soaked directly in very warm water.  

4. Precautions must be taken to avoid burns, especially in patients with diminished circulation, sensation or 

ability to communicate.  

 

EQUIPMENT:  

• Clean washcloth, 4x4 or ABD 

• Hot water bottle (optional)  

• Warm tap water (water temperature should feel warm against inside of wrist) 

• Protective bed pad  

• Impervious trash bag  

• Gloves  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient and have patient assume a comfortable position. 

3. To avoid skin maceration, it may be desirable to apply petroleum jelly or moisture barrier cream to intact skin.  

4. Apply moist compress directly to affected area for 10 minutes.  

5. Carefully check patient’s tolerance to the temperature of the compress. If the compress is too warm, allow it to 

cool and reapply.  

6. A hot water bottle may be used over a moist compress to maintain het. Do not allow uncovered hot water 

bottle to come into direct contact with skin.  

7. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Patient’s response to procedure.  

b. Temperature and vital signs.  

c. Appearance of the skin and lesions.  

d. Instructions given to patient/caregiver.  

2. Instruct patient/caregiver in procedure.  
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SKIN CARE: MOIST COMPRESS 

 

PURPOSE:  

To reduce inflammation of the skin.  

CONSIDERATIONS: *Physician’s order is required.  

1. Wet compresses provide the following benefits;  

a. Antibacterial actin if antibacterial added to the water.  

b. Wound debridement-macerates crusts to allow removal.  

c. Inflammation suppressing-the evaporative cooling effect constricts superficial vessels thus reducing 

erythema.  

d. Drying-repeated application of wet dressings followed by a period of drying will cause skin to dry out.  

2. The procedure is effective in the treatment of oozing dermatitis, furunculitis and/or cellulitis.  

3. The procedure gives symptomatic relief of itching and burning by its cooling effect. Use cool temperature for 

anti-inflammatory effect and tepid to debride. 

4. When treating large areas of skin, apply dressings to no more than 1/3 of the body at one time to avoid chilling 

or hypothermia.  

5. To avoid skin maceration, it may be desirable to apply petroleum jelly or a moisture barrier cream to intact 

skin.  

6. Certain wounds may require sterile techniques. Use appropriate sterile supplies.  

 

EQUIPMENT:  

• Compress material, i.e., soft toweling, gauze  

• Gloves  

• Protective bed pad  

• Impervious trash bag  

• Wetting solutions, e.g., room temperature tap water, normal saline, magnesium sulfate, aluminum acetate 

solution, e.g., burn solution  

• Clean basin 

• Ice cubes, if needed to cool solution 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient and have patient assume a comfortable position.  

3. Place dressings in pan and moisten with wetting solution to the point of sopping wet (neither running nor just 

damp).  

4. Apply moistened dressing to affected areas and leave in place for 30minutes to 1 hour or as ordered by 

physician. Repeat per physicians’ order.  

5. Do not pour more solution on wet dressing to keep it wet (unless using tape water) because this can increase 

the concentration of the solution and lead to irritation. Remove the compress and replace with a new one.  

6. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Patient’s response to procedure.  

b. Temperature and vital signs.  

c. Appearance of the skin and lesions.  
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d. Instructions given to patient/caregiver.  

2. Instruct patient/caregiver in procedure.  

 

 

SKIN CARE: APPLICATION OF MULTI-LAYER COMPRESSION BANDAGE SYSTEM 

 

PURPOSE:  

1. To provide management and treatment of venous leg ulcers and associated conditions. 

2. To provide effective compression.  

3. To reduce nursing time required for the treatment of venous leg ulcers.  

4. To maintain and control wound exudate.  

5. To provide padded protection for bony prominences.  

 

CONSIDERATIONS:  

1. Performed by trained clinician. Contact CWCN for training.  

2. Wounds are measured weekly or as needed (i.e., status post debridement).  

3. Contraindications; unstable CHF, decreased arterial flow, active wound infection and/or cellulitis.  

 

EQUIPMENT:  

• Gloves (sterile, non- sterile)  

• Clean or sterile scissors  

• Measuring devise  

• Multilayer Compression System bandage (high compression bandage with or without absorbent padding).  

• Absorbent dressing as ordered  

• Wound cleansing supplies  

• Irrigation solution and supplies if ordered by physician  

• Bag for soiled dressing or dirty equipment 

 

PROCEDURE: 

1. Verify physician orders.  

2. Explain procedure to patient.  

3. Open contents of dressing system and supplies, maintaining clean techniques.  

4. Wash hands and apply gloves before performing wound care procedure/assessment.  

5. Carefully remove and discard bandage and dressing.  

6. Measure ankle circumference to confirm that ankle circumference is greater than 18 cm padded.  

7. Measure wound.  

8. Clean wounds with wound cleanser or irrigate if ordered.  

9. Dry the surrounding skin and assess the wound and limb circumference. 

10. Remove gloves, decontaminate hands and apply new gloves.  

11. Apply dressing as ordered.  

12. Apply absorbent padding (if needed) starting at the center of the ball of the foot with lower edge of padding at 

base of toes. Wrap padding without tension around the heel and ankle until reaching area just below knee. Cut 

off excess padding and secure with tape.  

13. Apply compression bandage per manufacturer’s instructions.  
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AFTERCARE:       

1. Document in patient’s record:  

a. Patient’s response to procedure.  

b. Temperature and vital signs.  

c. Appearance of the skin and lesions.  

d. Instructions given to patient/caregiver.  

2. Instruct patient and/or family how to assess circulatory status in extremity, i.e., color changes, loss of 

feeling in extremity and swelling due to circulatory compromise.  

3. Instruct patient and/or family how to properly remove bandage in case of circulatory compromise.  

4. Explain to patient that bandage is to remain for 5-7 days and to avoid getting bandage wet.  

5. Instruct patient and/or family to notify nurse or MD for circulatory compromise, discomfort, leakage of 

exudates or clinical signs of infection.  
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SKIN CARE: APPLYING A V.A.C. DRESSING  

 

PURPOSE:  

To establish guidelines for utilization of the Wound VAC (vacuum assisted closure) System for Wound closure/care.  

 

CONSIDERATIONS: *Requires physician’s orders. See CSCN for assistance.  

1. The sound VAC is a non-surgical system that has been effectively on a variety of wound types, e.g., chronic 

wounds such as venous stasis ulcers, arterial ulcers, diabetic ulcers, and pressure ulcers; acute and traumatic 

wounds; dehisced incisions; skin grafts and flaps, partial thickness burns.  

2. Goals of the Wound VAC system are:  

a. Providing localized negative pressure to a wound for improving tissue perfusion, stimulating the growth of 

healthy granulation tissue, removing wound drainage and contraction of wound edges.  

b. Promotes moist wound healing. 

c.  Prevents wound contamination by its semi occlusive protective wound cover.  

3. Precautions of VAC Therapy include:  

a. Active bleeding and patients receiving anticoagulant therapy.  

b. Anticoagulant therapy is not a contraindication, but patients must be closely monitored on the type and 

amount of wound drainage, as well as their lab values.  

c. Enteric fistula.  

4. Contraindications of VAC Therapy include:  

a. Wounds with Necrotic tissue.  

b. Wounds with a malignancy.  

c. Wounds with untreated osteomyelitis.  

d. Wounds that communicate with other tissues/organs by fistulous tracts.  

5. There will likely be a gradual decrease in wound drainage as the edematous tissue is brought to equilibrium.  

6. Two types of foams are used with the VAC system:  

a. VAC GranuFoam Dressing (black, polyurethane (PU) foam); has reticulated or open pores and is 

considered to be the most effective at stimulating granulation tissue while aiding in wound contraction. It 

is hydrophobic (or moisture repelling) which enhances exudates removal.  

 

b. VAC VersaFoam Dressing (White, PVA foam); a dense foam with a higher tensile strength. It is 

hydrophilic (or moisture maintaining) and pre-moistened with sterile water. It possesses overall non-

adherent properties and generally does not require the use of non-adherent layer for grafts or in wounds 

with excessive pain or rapid growth of granulation tissue. It is generally recommended for situations where 

the growth of granulation tissue into the foam needs to be more controlled or when the patient cannot 

tolerate the VAC GranuFoam dressing due to pain. Due to the higher density of e negative pressure 

therapy distribution throughout the wound. Minimum pressure setting when using the VAC VersaFoam 

Dressing should be 125 mmHg. All foam dressing kits are packaged sterile. The physician’s orders should 

specify which foam to use. (See the “Recommended Guidelines for Foam Use” table at the end of this 

procedure).  
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RECOMMENDED GUIDELINES FOR FOAM USE 

 

 

EQUIPMENT: 

• Saline 

• Gauze Sterile swabs  

• Gloves Alcohol wipes  

• Scissors  

• Protective Barrier Wipes  

• VAC Foam kit (foam, TRAC pad/tubing, drape) 

 

PROCEDURE:  

1. Applying the dressing: The VAC dressing should be changed once every 48 hours, or every 12 hours in case 

of infection. Use gloves, gown and goggles if splashing or exposure to body fluids is likely. Treat all body 

fluids as if they are infectious. All steps should be taken under the direction of a physician and in accordance 

with institutional protocols.  

a. Gently remove the old VAC dressing (if applicable) and discard per agency protocol.  

b. Debride Eschar or hardened slough if present.  

c. Achieve hemostasis (avoid use of bone wax).  

d. Aggressively clean wound according to agency protocol or physician order.  

e. Irrigate wound with normal saline or solution per physician order.  

f. Clean and dry peri-wound tissue: if skin is moist due to perspiration, oil or body fluids, a degreasing agent 

may be required.  

g. Apply skin prep such as Mastisol, No-Sting, etc. to peri wound tissue. For patients with fragile peri-wound 

tissue, a thin layered dressing such as KCI drape, Duoderm or Tegaderm may be applied to the peri-wound 

area.  

h. Note wound dimensions and pathology and select appropriate foam. Cut the foam to the dimensions that 

will allow the foam to be placed gently into the wound. Do NOT cut the foam over the wound. Gently rube 

the freshly cut edges of the foam toe remove any loose pieced. Also, do NOT pack the foam into the 

wound.  

 DESCRIPTION DESCRIPTION VAC 

GranuFoam 

(BLACK) 

VAC 

GranuFoam 

(Black) 

EITHER 

1 Deep, acute wound with moderate granulation tissue present X   

2 Deep pressure ulcers X   

3 Flaps X   

4 Exquisitely painful wounds  X  

5 Superficial wounds  X  

6 Tunneling/sinus tracts/undermining  X  

7 Deep trauma wounds   X 

8 Wounds which require controlled growth of granulation tissue   X 

9 Diabetic ulcers   X 

10 Dry wounds   X 

11 Post graft placement (including bioengineered tissues)   X 

12 Shallow chronic ulcers   X 
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i. Gently place the foam into the sound cavity, covering the entire wound base and sides, tunnels and 

undermined areas. Count the pieces of foam and annotate the total number in patient record. Also annotate 

on drape with permanent marker. If the wound is larger than the largest dressing, more than one dressing 

may be required. Ensure edges of multiple pieces of foam are in direct contact with each other for even 

distribution of negative pressure.  

j. Size and trim the drape to cover the foam dressing as well as an additional 3-5cm border of intact peri-

wound tissue. Do NOT discard excess drape, you may need it later to patch difficult areas.  

k. Once the wound is filled with the foam dressing, cover the entire wound with drape, including the foam 

dressing and about 3-5cm of surrounding intact skin. Cut a 2cm hole in the drape, large enough to allow 

fluid to pass through e dressing. Lift the drape with your thumb and forefinger and cut the drape. It is not 

necessary to cut into the foam. Apply the TRAC pad opening directly over the hole in the drape. Apply 

gently pressure around the TRAC pad to ensure complete adhesion. Give particular attention to the 

position of the tubing, avoiding placement over bony prominences, or increases in the tissue. Always cut a 

2cm hole in the drape. Do NOT cut a linear “slit” in the drape. When negative pressure is applied, a lit 

may collapse and close, preventing negative pressure from reaching the wound. DO NOT cut off the 

TRAC pad and insert the TRAC tubing into the foam. This will cause the therapy unity to alarm. 

2. Treating Multiple Wounds:  

a. “Y” connecting:  By applying a Y-connector to the canister tubing, one VAC therapy unity may be used to 

treat multiple wounds on the same patient simultaneously.  

b. Bridging:  Wounds that are in close proximity to one another and of similar pathologies may also be 

treated with one VAC unit using another technique known as “bridging”. The advantage of bridging is that 

it requires only one tubing decreasing the possibility of leaks.  

(1) Protect intact skin between the two wounds with a piece of VAC drape or another skin barrier (such as 

Tegaderm).  

(2) Fill both wounds with foam, then connect the two wounds with an additional piece of foam, like a 

bridge. All foam pieces must come into contact with each other. 

(3) It is important to apply the tubing or TRAC pad in central location to ensure exudates form one wound 

is not being drawn across the other wound.  

3. Applying the VAC therapy Unit:  

a. Remove canister from the sterile packaging and push it into the VAC unit until it clicks into place. If the 

canister is not engaged properly, the VAC alarm will sound.  

b. Connect the dressing tubing to the canister tubing. Make sure both clamps are open.  

c. Place the VAC unit on a level surface. The VAC classic unity will alarm and will discontinue therapy if 

unit is tilted beyond 45*.  

d. Turn on power button. Adjust the VAC unit setting per the Recommended Guidelines for Treating Wound 

Types (See Section 7.25). Press Therapy On/Off Button to activate negative pressure therapy. In less than 

1 minute of operation, the VAC dressing should collapse, unless leaks are present. If a leak is heard or 

suspected (small leaks may create a whistling noise), fix it by gently pressing around the tubing and 

wrinkles to better seal the drape. Also use excess drape to patch over leaks.  

4. Follow-up on dressing integrity:  

a. It is recommended that a clinician or patient visually check the dressing every 2 hours to make sure that 

the foam is firm and collapsed in the wound bed while therapy is active. If not, follow the tips below:  

(1) Make sure the display screen reads THERAPY ON (on continuous 125mmHg or ordered therapy. If 

not, press the THERAPY ON/OFF button).  

(2) Make sure clamps are open and tubing is not kinked. 

(3) Identify air leaks by listening with stethoscope or by moving your hand around the edges of the 

dressing while applying light pressure.  
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(4) If you find that the seal is broken and the transparent dressing has come loose, patch with strips of 

adhesive drape as needed. 

5. Maintaining a Seal: Maintaining a seal in the dressing is an important key for successful use of VAC therapy. 

The following are some ways to best maintain the integrity of the seal:  

a. Dry peri-wound area thoroughly after cleansing. Use a skin prep or degreasing agent to better prepare the 

skin for the drape application (e.g. Mastisol, No-Sting). 

b. Frame wound with a skin barrier to enhance the seal for wounds with delicate peri wound tissue or in 

convoluted area.  

c. Reduce the height of the VAC GranuFoam dressing by cutting or beveling it to treat areas that are 

shallower or near the perineal area.  

d. Try to position the dressing tubing on flat surfaces and away from the perineal area, bony prominences, or 

pressure areas.  

e. Secure or anchor tubing with an additional piece of drape of tape several centimeters away from the 

dressing /wound. This prevents pull on the wound area, which can cause leaks.  

f. Another application option for the VAC classic only is: Seal the drape over the foam with the tubing 

removed. Then, make a slit in the top of the dressing through the occlusive drape and ½ to 1 cm into the 

foam. Lay tubing inside the shallow slit in the foam so that the foam surrounds holes in tubing. Cut strips 

of drape, and then patch over drape hole and tubing.  

6. Disconnecting from Unit: Patients should only be disconnected from the unit for short periods, and no more 

than a total of two hours per day.  

a. To disconnect for short periods of time, close both clamps on the tubing, turn; the unit OFF, disconnect the 

dressing tubing from canister tubing and cover the ends of the tubing with gauze and secure or, if 

available, use a tubing cap.  

b. To re-connect: remove the gauze from the ends of the tubing, connect the tubing, unclamp the clamps and 

turn therapy ON. Previous therapy setting will remain the same.  

7. Canister Change: The VAC canister should be changed when full (unit will alarm), which averages about once 

every 3-5 days. At a minimum, the canister should be changed weekly to control odor. System may contain 

body fluids Follow standard precautions; 

a. Tighten clamps on canister tubing and dressing tubing.  

b. Disconnect canister tubing from dressing tubing.  

c. Remove canister from unit.  

d. Dispose of canister according to specified protocol in setting.  

8. Dressing Removal:  

a. Raise the tubing connector’s above the level of the therapy unit.  

b. Separate clamp on the dressing tubing.  

c. Separate canister tubing and dressing tubing by disconnecting the connector.  

d. Allow the therapy unit to pull the exudates in the canister tube into the canister then tighten clamp on the 

canister tubing.  

e. Press THERAPY ON/OFF to deactivate pump.  

f. Gently stretch drape horizontally and slowly pull up from skin. Do NOT peel. Gently remove foam from 

wound. If dressing adheres to the wound base, consider applying a single layer of non-adherent, porous 

material (e.g. Mepitel, Adaptic, N-terface, or wide-meshed Vaseline- impregnated gauze) between the 

dressing and the wound when reapplying the dressing. The non-adherent material must have a wide 

enough pore to allow unrestricted passage of air and fluid Because tissue growth into the VAC dressing 

may cause adherence, also consider using the VAC Versa Foam or consider more frequent dressing 

changes. If pain is experienced during dressing change consider, with a physician’s order, introducing 1% 

lidocaine solution down the tubing, or injected into the foam with the pump turned on at a lower pressure 
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(50mmHg). After instilling the lidocaine, clamp the tube and wait 15-20 minutes before gently removing 

the dressing. If previous dressing were difficult to remove, introduce 10-30cc of normal saline into tubing 

to soak underneath foam (ensure dressing tube in unclamped). For best results, let it set for 15-30 minutes. 

Saline can also be injected directly into the foam while low vacuum (50mmHg) is applied to the dressing. 

Clamp the tubing once the saline starts to flow into the dressing tubing. Wait 15-30 minutes, then gently 

remove dressing.  

g. Discard disposables in accordance with applicable regulations.  

 

9. General dressing tips:  

a. Fecal Incontinence: fecal incontinence is not a contraindication for VAC therapy. Many incontinent 

patients with sacral, coccyx, or perineal wounds can benefit from VAC therapy. There are many ways to 

combat or control potential leakage of stool into the wound dressing:  

(1) Use a rectal collection system (such as a fecal bag).  

(2) Frame the wound with a VAC drape or other skin barrier (Stomahesive, Tegaderm, skin-prep) that will 

help prevent the dressing form coming off due to contact with stool. The barrier layer helps create a 

dam between the anus and the area likely to come into contact with stool.  

(3) Perform temporary or permanent ostomy (if stooling is so severe that further erosion of healthy tissue 

is likely if stool is not contained). 

b. Tunneling: Do NOT place foam into blind or unexplored tunnels.  

(1) Determine length and width of the tunnel using a measuring device. During the initial dressing 

application, cut the VAC Versa Foam wider at one end and narrow at the other. This specific type of 

cut ensures the opening to the tunnel remains patent until the distal portion of the tunnel closes. Cut the 

foam 1-2cm longer than the tunnel measures. Gently place the foam into the tunnel all the way to distal 

portion. The additional 1-2cm of foam should remain in the wound bed and must communicate with 

the foam in the sound bed. Therapy pressure settings should be increased by 25mmHg with the 

presence of a tunnel. Continuous therapy should always be used until the tunnel has completely closed.  

(2)  As the drainage begins to diminish, subsequent dressing changes for the tunnel also change. 

Determine length and width of the tunnel as above. Cut the VAC Versa Foam wider at one end and 

narrow at the other. Cut the foam to the exact wound dimension. Gently place the foam in the wound 

to communicate with the foam in the wound bed. This specific placement leaves the distal portion of 

the tunnel clear of foam and allows the distribution of higher pressures to collapse the edges together, 

allowing the wound to granulate together from the distal portion forward. Initiate continuous therapy at 

previous settings.  

(3) Repeat this procedure until the tunnel has closed. Be sure to annotate on the dressing and nursing notes 

the actual number of pieces of foam that have been placed into all aspects of the wound, as well as the 

placement of any adjunct dressings such as non-adherents or silver-impregnated dressings. 

c. Wound Undermining: Wound undermining should be handled as follows:  

(1) Gently fill all undermined areas with VAC Versa Foam, beginning at the distal portion.  

(2) Monitor exudates amounts and presence of granulation tissue at each dressing change.  

(3) Always utilize continuous therapy.  

(4) As exudates amounts decrease and the presence of granulation tissues is noted, gently place the foam 

into the undermined areas all the way to the distal portion. Pull out 1-2cm leaving some foam in the 

wound to communicate with the foam in the wound bed. This specific placement leaves the distal 

portion of the undermined area clear of foam. This allows the distribution of higher pressures to 

collapse the free areas of undermining together, allowing the wound to granulate together form the 

distal portion forward. Initiate continuous therapy at previous settings.  
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MEDICATIONS: RECTAL SUPPOSITORY INSERTION 

PURPOSE:  

To insert medication into the rectum.  

 

CONSIDERATIONS:  

1. Obtain a physician’s order for suppositories.  

2. Suppositories should be firm for insertion.  

3. Hold suppository under cold running water until it becomes firm, or place it in refrigerator for several minutes.  

4. Use at least two (2) patient identifiers prior to administering medications.  

 

EQUIPMENT:  

• Suppository medication 

• Water-soluble lubricant  

• Person protective equipment as indicated  

• Tissues, washcloth/towel, as needed  

• Gloves 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Assemble equipment. 

4. Provide privacy for patient.  

5. Position the patient in a left lateral position to decrease likelihood of suppository being expelled and expose 

anus.  

6. Perform perineal care as needed. Drape patient for privacy.  

7. Remove suppository wrapper.  

8. Lubricate suppository and gloved finger with water soluble lubricant.  

9. Separate the patient’s buttocks to expose anus, sphincter. Gently insert the suppository into rectum, tapered 

end first. Using forefinger, direct suppository along the rectal wall toward the umbilicus, advancing it 3” or 

about the length of forefinger until it has passes the internal anal sphincter.  

10. Gently hold patient’s buttocks together until the urge to defecate subsided.  

11. Clean excess lubricant form anus.   

12. Urge patient to retain suppository at least 20minutes. 

13.  Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Medication administered, dose, time, route.  

b. Results from suppository. 

c. Patient’s response to procedure.  

d. Instructions given to patient/caregiver.  

e. Communication with the physician.  
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MEDICATIONS: ORAL MEDICATIN ADMINISTRATION 

 

PURPOSE:  

To provide safe and accurate medication administration. To instruct patient/caregiver about oral medication 

administration and medication regime.  

 

EQUIPMENT:  

• Written patient medication guides (to be left in the home)  

• Appropriate teaching aids  

• Appropriate medication containers, i.e., original container, daily or weekly container, etc. 

 

PROCEDURE:  

1. Obtain a physician’s order for the patient’s medications.  

2. Use at least two (2) patient identifiers prior to administering medications.  

3. Check the patient’s known allergies.  

4. Each nursing visit: assess what oral medications the patient tis taking and what oral medications are ordered. 

Be sure to include over the counter medications the patient may be using. Inform the physician of any over the 

counter medications that are not written on the patient’s medication record and that may have been prescribed 

by another physician.  

5. Instruct the patient/caregiver on the schedule of the medication, the dosage, purpose and side effects.  

6. Each nursing visit: assess oral medication compliance (via pill counts, review of patient calendars, 

interviewing the patient /family member, etc.), side effects, effectiveness, and the patient’s /caregiver’s 

knowledge of the medication, purpose and side effects.  

7. Provide patient/caregiver with instructional medication handouts, teaching guides and education material to 

keep. Topics should include:  

a. Medication’s name.  

b. What is it for?  

c. What it looks like.  

d. Directions for taking the medications. 

(1) How much to take.  

(2) With meals or on an empty stomach.  

(3) The same time each day.  

(4) The number of hours between doses.  

e. Special precautions or side effects.  

f. The side effects to report to the physician or nurse.  

g. Storage of medication in original containers. Note if medications must be stored away from light, 

moisture, etc.  

8. Teach and assist the patient/caregiver to establish compliance with oral medication administration on each 

visit in the following manner:  

a. Fit the medication into the patient’s daily routine.  

b. Use calendars or checklists with the medication times marked. Use large print if needed.  

c. Schedule the medications around usual routines like meals, using cues or clues.  

d. Utilize medication containers as applicable, i.e., daily container, morning cup, afternoon cup, labeled egg 

carton, pillbox, etc.  

e. Use color code charts to coincide with a color dot on medication bottles.  

f. Request liquid form if tablets cannot be swallowed or crushed.  



PRIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

                            | Ph: 919-995-0554  | Ph: 919-400-5775 | FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

   Page | 266  

 

9. Report to the physician therapeutic effect of the medications, any adverse side effects and/or difficulty with 

patient/caregiver’s medication compliance. 

 

AFTERCARE:       

1. Document in patient’s record:  

a. Medication administered, dose, time and route.  

b. Teaching and instructions given to patient/caregiver.  

c. Patient’s response to teaching. Communication with the physician.  
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MEDICAITONS: INTRADERMAL INJECTION 

 

PURPOSE:  

To introduce medication through epidermis into dermis.  

 

CONSIDERATIONS:  

1. The intradermal technique is used to inject small amounts (0.01-0.1cc) of fluid for diagnostic purposes, 

usually to determine sensitivity to various substances.  

2. Ventral forearm surface is usual site.  Commonly used skin antigens are histoplasmin and tuberculin purified 

protein derivative. 

3. Prior to TB testing, obtain a negative history for mantoux reaction, BCG immunization, or symptoms of active 

TB. Immunocompromised patients may have a negative TB PPD test, yet have active TB infection. 

4. A tuberculin test is administered by Mantoux technique, that is, the intradermal injection of purified protein 

derivative (PPD). 

5. Allergy skin testing is usually not done in the home.  

6. For intradermal injections, select a 25-27-gauge needle with a short bevel. The needle length can be 3/8” to 

5/8”.  

7. Use at least two (2) patient identifiers prior to administering medications.  

 

EQUIPMENT: 

• Medication  

• 1cc tuberculin syringe (25-27-gauge needle, ½” to 7/8”)  

• Alcohol wipes  

• Puncture proof container  

• Gloves  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Verify mediation to be given, assemble equipment.  

4. Find antecubital space, then measure three to four finger widths distal from antecubital space toward hand for 

injection site on ventral aspect of the forearm.  

5. Cleanse site with alcohol wipe by starting at the center and moving outward in a circular motion. Do not rub 

area too hard, rubbing may cause irritation that could hinder reading of the test. Allow alcohol to dry.  

6. Stretch skin slightly with thumb, hold patient’s forearm in one hand and with other hand, hold syringe 

between thumb and forefinger.  

7. Place the syringe so the needle is almost flat against the skin, making sure the bevel of the needle is up.  

8. Insert the needle (at a 15* angle) to 1/8” below the skin surface and point of needle is still visible through skin.  

9. Inject medication slowly. If using PPD tuberculin, use 0.1ml. Expect resistance, which means needle is 

properly placed. If needle moves freely, the needle has been inserted too deeply. Withdraw needle slightly and 

try again. While medication is being injected, a small white blister, wheal or bleb should be forming (about 

6mm to 10mm in diameter). 

10. Withdraw needle and apply gentle pressure to site. Do not massage site as it may interfere with test result.  

11. Discard soiled supplies in appropriate containers.  
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AFTERCARE:       

1. Read test at appropriate time according to medication instructions.  

2. Reading PPD skin test:  

a. The skin test is usually read 48-72 hours after injection.  

b. The induration (hardened tissue) only is significant. Erythema (redness) without induration is not 

significant. The tuberculin skin test is measured crosswise to the axis of the forearm. 

c. Only induration should be measured. A tuberculin skin test with erythema but no induration is non-

reactive.  

d. A tuberculin skin test is recorded in millimeters (mm), not positive or negative. A tuberculin skin test with 

no induration is recorded as 00 mm.  

3. The Centers for Disease Control and Prevention (CDC) support the following classification of the tuberculin 

reaction: 

a. A tuberculin reaction of 5mm or more is considered positive in the following groups:  

(1) Persons who have had a close, recent contact with a patient with infectious TB. 

(2) Persons who have a chest x-ray with lesions characteristic of an old healed TB lesion. 

(3) Persons who have a known human immunodeficiency virus (HIV) or are at risk for HIV.  

b. A tuberculin reaction of 10mm or more is considered positive for those who did not meet the preceding 

criteria but may have other risk factors for TB such as:  

(1) Intravenous drug users.  

(2) Residents in long term care facilities.  

(3) Persons with poor access to health care.  

(4) Persons with multiple medical problems that may increase the risk of TB once infection is present  

(5) Foreign-born persons coming from countries with a high prevalence of TB.  

4. Document in patient’s record:  

a. Medication administered, dose, time, route and site.  

b. Results of test.  

c. Instructions given to patient/caregiver.  

d. Communication with physician.  

e.  
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MEDICATIONS: SUBCUTANEOUS INJECTION  

 

PURPOSE:  

To introduce medication into subcutaneous fat. 

 

CONSIDERATIONS:  

1. The subcutaneous route is used to inject 0.5-1.5cc of medication into subcutaneous tissue, including insulin, 

heparin and some narcotics such as morphine and dialaudid. 

2. Common subcutaneous sites are outer aspects of arms, thighs and abdomen, less common are upper back and 

upper buttock.  

3. Rotate injection sites to avoid trauma to same site.  

4. Subcutaneous injections can be taught to patient and caregiver.  

5. For subcutaneous injections, select a 25-27-gauge needle with a medium bevel. The needle length can be ½” 

to 7/8”.  

6. A filter needle should be used to draw up mediation from an ampule and then replaced with appropriate size 

needle for injection.  

7. Injections given to patient/caregiver.  

8. Use at least two (2) patient identifiers prior to administering medications. 

 

EQUIPMENT:  

• Medication  

• Alcohol wipe 

• Sterile gauze  

• Syringes (25-27-gauge needle, ½” to 7/8”)  

• Puncture-proof container  

• Gloves  

• Filter needle, if necessary 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Check doctor’s order for dosage, frequency and rout of administration.  

4. Draw up medication after having injected equal amount of air into container. Recheck medication dosage.  

5. Select injection site.  

6. Clean site with alcohol wipe by starting at the center and moving outward in circular motion, allow to air dry.  

7. Pinch up skin to elevate subcutaneous tissue.  

8. Insert needle at 45-90-degree angle, depending on amount of fatty tissue and needle size.  

9. Once needle is inserted, skin can be released. 

10. If agency policy requires: pull back on plunger to aspirate. If there is no blood aspirated, medication may be 

injected slowly. If there is blood aspirated, withdraw needle, discard medication and syringe properly and 

repeat procedure. For insulin and heparin injections, it is not recommended to aspirate to check for blood.   

11. Hold sterile gauze over site and withdraw needle. Press site for a few seconds. Do not rub the injection site 

rafter SQ heparin administration because it may cause bruising or bleeding.  

12. Discard soiled supplies in appropriate containers.  
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AFTERCARE:      

1. Document in patient’s record:  

a. Medication administered, dose, time, route and site.  

b. Patient’s response to procedure, side effete and management. 

c. Instructions given to patient/caregiver.  

d. Communication with the physician.  
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MEDICATIONS: HEPARIN INJECTION 

 

PURPOSE:  

For anticoagulant therapy in treatment of deep vein thrombosis, myocardial infarction, embolism, and prevention of 

embolism. 

 

CONSIDERATIONS:  

1. Heparin prolongs the blood clotting time.  

2. Heparin injection must be given subcutaneously into fatty tissue. The most common site is the abdominal 

fat pad.  

3. Adverse side effect are irritation and mild pain at injection site, hemorrhaging, excessively prolonged 

clotting time and thrombocytopenia.  

4. Hypersensitive reactions may include chills, fever, itching, rhinitis, burning feet and conjunctivitis. 

5. The injection site should not be massaged after the injection, as small blood vessels may rupture and a 

hematoma develop.  

6. Do not aspirate to check for blood because it may damage tissue and cause a hematoma.  

7. Applying ice to injection site prior to injection will decrease irritating effects of heparin injection.  

8. Patient/caregiver can be taught to administer heparin.  

9. Instructions given to patient/caregiver.  

10. Use at least two (2) patient identifiers prior to administering medications.  

11. Ongoing provision of Heparin injections (more than on time) requires a minimum of weekly discussions 

with the patient’s physician re: patient’s current international normalized ratio (INR) and/or activated 

partial thromboplastin time (APTT). 

 

EQUIPMENT:  

• Heparin 

• Alcohol wipe  

• Sterile gauze  

• Syringes (24-27-gauge needle, ½” to 7/8”)  

• Puncture-proof container  

• Gloves 

 

PROCEDURE:  

1. Adhere to Universal Precautions. 

2. Explain procedure to patient.  

3. Check physician’s order for activated partial thomboplastin time (APTT) tests to be drawn, dosage of heparin, 

frequency and route of administration.  

4. Observe and assess for signs of bleeding and bruising. If present, hold dose and notify physician.  

5. Draw up heparin after having injected equal amount of air into container. Recheck heparin dosage. Remove 

needle form syringe and attach new needle.  

6. Select injection site. (See Subcutaneous Injection, NO. 8.04) 

 

Note: Site of injections of heparin must be rotated each time.  

 

7. Clean site with alcohol wipe by starting at the center and moving outward in circular motion.  

8. Pinching skin to elevate subcutaneous tissue, insert needle at 45-90-degree angle, depending on amount of 

fatty tissue and needle size. Once needle is inserted, skin may be release. Do not aspirate.  
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9. Inject heparin slowly.  

10. Hold sterile gauze over site and withdraw needle. Press site for a few seconds. Do not massage site.  

11. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record; 

a. Medication administered, dose, time, route and site.  

b. Patient’s response to procedure, side effects, and management.  

c. Instructions given to patient/caregiver.  

d. Communication with the physician.  
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MEDICATIONS: INTRAMUSCULAR INJECTION 

 

PURPOSE: To introduce medication into muscle, bypassing subcutaneous tissue and fat.  

 

CONSIDERATIONS:  

1. Muscles have fewer nerve ending but more blood vessels the disadvantages of the intramuscular route are the 

possibility of damage to nerves, blood vessels or bone.  

2. If the medication is accidentally introduced into the blood stream, the medication will be absorbed more 

rapidly.  

3. Body size, nutritional status and the mediation’s character (thick or irritating) shall determine the amount of 

medication injected into one site (3cc is maximum limit),  

4. Patient and caregiver can be taught intramuscular injections. 

5. Rotate injection sites to avoid tissue trauma to same site.  

6. For intramuscular injections, select a 20-25-gauge needle with a medium bevel, the needle length can be 1”-3”. 

7. A filter needle should be used to draw up medication from an ampule and then replaced with appropriate size 

needle for injection.  

8. Instructions given to patient/caregiver.  

9. Use at least two (2) patient identifiers prior to administering medications.  

 

EQUIPMENT:  

• Medication  

• Syringe (20-25-gauge needle 1”-3”)  

• Alcohol wipe  

• Puncture proof container  

• Gloves Sterile gauze  

• Filter needle, if necessary  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Check doctor’s order for medication, dosage and rout for administration.  

4. Draw up medication after having injected equal amount of air into vial. If using an ampule, no air is to be 

injected. Recheck medication dosage.  

5. Add 0.2 cc of air in syringe before injecting. The injection of this air following the medication will clear the 

needle, preventing leakage along the injection tract when needle is withdrawn.  

6. Select injection site (deltoid, vastus, lateralis or gluteal).  

7. Position patient to expose the injection site and drape for privacy, as needed. 

8. Clean site with alcohol wipe by starting at the center and moving outward in circular motion.  

9. Stretch skin taut.  

10. Insert needle at 90-degree angle through the skin and into the muscle.  

11. Pull back on plunger to aspirate. If there is no blood aspirated, medication may be injected slowly. If there is 

blood aspirated, withdraw needle, discard medication and syringe properly and repeat procedure, choosing 

another injection site.  

12. Withdraw needle and apply pressure to site with 2x2 gauze pad. Massage the muscle to help distribute the 

drug and promote absorption, unless contraindicated.  

13. Discard soiled supplies in appropriate containers. 
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AFTERCARE:       

1. Document in patient’s record:  

a. Medication administered, dose, time, rout, site.  

b. Patient’s response to procedure, side effects and management.  

c. Instructions given to patient/caregiver.  

d. Communication with the physician.  
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MEDICATIONS: GOLD INJECTION –ADULT 

 

PURPOSE:  

To reduce pain and inflammation in joint tissues and surrounding structures, and suppress the disease process.  

 

CONSIDERATIONS: *Never give first dose at home.  

1. Gold injections are usually indicated for rheumatoid arthritis.  

2. Gold, i.e., aurothioglucose of Gold Sodium Thiomalate, is preferably given intramuscularly into gluteus 

muscles. Z-track methods can also be used to lessen irritation to tissues. 

3. Patient should be observed for 15-30 minutes after administration of gold for possible anaphylactic reaction. 

Other side effects are skin rash, stomatitis, depression of granulocytes and platelets, hepatitis, neuritis, 

proteinuria, rare nephritic syndrome, and exfoliative dermatitis. Report any side effects to physician.  

4. The patient should recline for 10-20 minutes after the injection.  

5. The color of gold is pale yellow. Discard if color has darkened.  

6. Check with physician for protein urine tests and routine blood work. Complete blood work is recommended 

every two weeks.  

7. First dose of god is routinely administered in a controlled environment, e.g., hospital, physician’s office, 

clinic, etc.  

8. Instructions given to patient/caregiver.  

9. Use at least two (2) patient identifiers prior to administering medications.  

 

EQUIPMENT:  

• Medication 

• Syringe Alcohol wipe  

• Two 19-23-gauge needles, 1”-2” 

• Puncture proof container  

• Gloves  

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Check doctor’s order for medication, correct dose and rout of administration.  

4. Check urine for protein. Do not give injection if urine is positive for protein. Notify physician.  

5. Give injection using intramuscular method. (Refer to 8.06).  

6. Explain to patient that gold storage in the skin may lead to chrysiasis (a bronze or blue-gray color). 

7. Instruct patient to report sore throat, fever or bruising to physician.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Medication administered, dose, time, rout, site.  

b. Patient’s response to procedure, side effects, and management.  

c. Instructions given to patient/caregiver.   d.  Communication with the physician.  
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MEDICATION: TOPICAL MEDICATIONS 

 

PURPOSE:  

Topical medications introduce medication through the skin by absorption.  

CONSIDERATIONS:  

1. Topical medications include transdermal systems, pastes, aerosol sprays, ointments, lotions and creams.  

2. Topical medications are used primarily for localized effect, though some medications, i.e., nitroglycerine, 

Fentanyl, and scopolamine have a systemic effect in transdermal systems. 

3. Topical medications are difficult to deliver in precise doses.  

4. It is not necessary to apply large amounts of topical medication and ointment to skin, as it may be irritating to 

skin, stain clothes and be unnecessarily expensive.  

5. Plastic film or transparent dressing may be used to cover some topical medications, i.e., cortisone ointment to 

increase absorption and protect clothing. Plastic film is not to be used with all topical medications. Follow 

manufacture’s recommendations.  

6. Transdermal systems or “patches” can be placed on any area of skin except below elbows and knees.  

7. Consult package insert for rate of absorption, side effects, duration, etc., e.g. Fentanyl patches take up to 72 

hours to reach maximum effect.  

8. Always clean the skin with soap and water or debride the tissue of old medication and encrustation before 

applying new medication.  

9. Instructions given to patient/caregiver.  

10. Use at least two (2) patient identifiers prior to administering medications.  

 

EQUIPMENT:  

• Topical medication  

• Plastic wrap and tape (optional)  

• Gloves  

• Tongue depressor (optional)  

• Soap  

• Water  

 

PROCEDURE:  

1. Adhere to universal Precautions.  

2. Explain procedure to patient.  

3. Verify medication usage and instructions.  

4. Was off old topical medication with soap and water and dry area thoroughly. 

5. Expose skin area where topical ointment or patch is to be applied. Provide patient privacy. Wash with soap 

and water, dray area thoroughly. 

6. Apply topical medication, using gloves if necessary per manufacturer’s directions.  

7. Apply plastic film or transparent dressing, if indicated by medication manufacturer’s instructions.  

8. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Medication administered, dose, time, route, site.  

b. Patient’s response to procedure, side effects, and management.  

c. Instructions given to patient/caregiver.  

d. Communication with the physician.  
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MEDICATION: VAGINAL MEDICATIONS  

 

PURPOSE:  

To apply a medication to the vaginal tract.  

 

CONSIDERATIONS:  

1. Examine the perineum for excoriation before administering the medication. If any excoriation is present, 

withhold the medication and consult the doctor. Administration of mediation could cause a burning sensation.  

2. Store suppository/cream in a cool place. Many of these medications have a base that melts at warm 

temperature.  

3. The vagina has no sphincter. The patient should remain in a lying position for 30 minutes to keep the 

medication within the vaginal tract.  

4. Instructions given to patient/caregiver.  

5. Use at least two (2) patient identifiers prior to administering medications.  

 

EQUIPMENT:  

• Vaginal suppository/cream as prescribed 

• Water soluble lubricant  

• Cotton balls  

• Towel or washcloth  

• Small basin of soapy, warm water  

• Protective bed covering  

• Gloves 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient.  

3. Ask patient to empty bladder. Assist to lie down with knees flexed and legs spread apart. Place bed protector 

under buttocks and drape bed linen over legs, leaving only perineum exposed.  

4. Assemble equipment. Unwrap suppository and lubricate with lubricant or fill applicator with cream and 

lubricate tip of applicator.  

5. If any vaginal discharge is observed, cleanse area with soapy, warm water. Cleanse the right and left side of 

the perineum and finally the center, wiping from front to back, using a clean part of the towel or washcloth for 

each stroke.  

6. With one hand gently separate the labia and inspect the perineum for any irritation. Gently insert the lubricated 

suppository or applicator and insert cream.  

7. Instruct the patient to remain lying down for about 30 minutes. Cleanse perineum as necessary.  

8. Discard soiled supplies in appropriate containers.  

9. If applicator is reusable, wash according to manufacturer’s guidelines and return it to container.  

 

AFTERCARE:      

1. Document in patient’s record:  

a. Medication administered, dose, time route, site.  

b. Condition of perineum and labia.  

c. Patient’s response to procedure, side effects, and management.  

d. Instructions five not patient/caregiver, and   e. Communication with the physician. 



PRIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

                            | Ph: 919-995-0554  | Ph: 919-400-5775 | FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

   Page | 278  

 

MEDICATIONS: PREPARING SOLUTIONS IN THE HOME 

 

PURPOSE:  

To prepare Normal Saline Solution and Dakin’s Solution, when prepared solutions are not available.  

 

CONSIDERATIONS:  

1. Homemade solutions are prepared using sterile technique.  

2. Leave written instructions in the home for caregiver to prepare needed solutions.  

3. Preparing solutions in the home reduces cost to the patient.  

4. Use single dose saline for small wounds, when possible. 

5. Spray wound cleansers may be appropriate if patient/family unable to prepare solution. Obtain physician 

order.  

6. Do not use private well water or seawater to prepare solutions.  

7. Limit use of caustic solutions i.e., Dakin’s, Betadine, acetic acid, hydrogen peroxide and debriding agents to 

infected and /or necrotic wounds.  

8. For wounds requiring sterile technique, excess solutions must be discarded after each use. Refer to specific 

agency policy regarding saline use and storage.  

9. Baking soda is added to Dakin’s to adjust PH.  

10. Use at least two (2) patient identifiers prior to administering medications.  

 

EQUIPMENT:  

• Wide-mouth glass jar with lid, i.e., peanut butter, Mason jar  

• Measuring spoons or cup  

• Large pan with lid  

• Non-iodized table salt for preparation of normal saline  

• Whit bleach for preparation of Dakin’s solution  

• Baking soda for preparation of Dakin’s solution  

 

PROCEDURE:  

Adhere to Universal Precautions.  

 

Normal Saline 

1. Sterilize a large, clear jar that has a screw top cap.  

a. Place open jar upside down and the sap in a pan of boiling water.  

b. Boil for ten minutes.  

c. Dishwasher sterilization may be substituted for boiling. 

2. Bring to a boil one-quart of water. (Four cups is equal to one quart).  

3. Add two teaspoons of table salt, then cover container.  

4. Let solution cool.  

5. Pour solution into jar and cover with the clean cap.   

6. When using solution, only handle the outside of the jar and cap. Do not leave cap off jar for long periods of 

time.  

7. Dispose of solution within 24 hours of preparation.  

 

Dakin’s Solution 

1. Sterilize a large, clear jar that has a screw top cap.  

a. Place open jar upside down and the sap in a pan of boiling water.  
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b. Boil for ten minutes.  

c. Dishwasher sterilization may be substituted for boiling. 

2. Bring to a boil one-quart of water. (Four cups is equal to one quart).  

3. Determine strength needed:  

a. Full Strength- Add 3 ounces (approximately 1/3 cup) or 100cc of liquid bleach (such as Clorox, Purex, 

etc.) Add ½ teaspoon of baking soda.  

b. Half Strength- Add 50cc (10 tsp.) of liquid bleach and ¼ tsp. of baking soda.  

c. One-quarter strength- Add 25cc (5tsp) of liquid bleach and 1/8 tsp of baking soda.  

4. Let solution cool.  

5. Pour into jar and cover with a clean screw cap. Store away from direct sunlight.  

6. When using solution, only handle the outside of the jar and cap. Do not leave cap off jar for long periods of 

time.  

 

Note: Dakin’s solution impairs fibroblasts. If possible, obtain physician order for Vaseline gauze or skin barrier to 

prevent irritation of surrounding skin. D/C Dakin’s once infection controlled.  

 

AFTERCARE:       

Document procedure and patient/caregiver instructions.  
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MEDICATIONS: ADMINISTRATION OF INTRAVENOUS PENTAMADINE ISETHIONATE 

 

PURPOSE:  

To provide accurate and safe administration of pentamidine isethionate in the home setting.  

 

CONSIDERATIONS:  

1. First doses of pentamidine should not be given in the home setting. Infusins should be given using an infusion 

control pump.  

2. Due to the severity of the adverse reactions, intravenous pentamidine isethionate should be given only to 

patients when Pheumocystis carinii has be demonstrated.  

3. A responsible and capable caregiver must be present during and after the infusion to monitor the patient for 

the development of adverse reactions (severe hypotension, cardiac arrhythmias, hypoglycemia, Stevens-

Johnson syndrome).  

4. The home must have a working telephone.  

5. Instructions to patient/caregiver should include:  

a. Actions to be taken should adverse reactions occur.  

b. Procedure for blood glucose testing as ordered, following medication administration and thereafter until 

stable.  

c. Nutritional needs in response to hypo-or hyperglycemia.  

6. Due to the possibility of severe hypotension, the patient should be supine during drug administration. The 

patient’s blood pressure should be monitored during administration of the drug and thereafter until stable.  

7. A drop in systolic pressure greater than 20 millimeters Hg should be reported to the physician: may require 

stopping infusion and administering IV fluids ads ordered by physician, i.e., Lactated Ringers injection IV at 

200cc/hr. for a total volume of 1000cc.  

8. Blood glucose levels should be monitored during infusion of pentamidine. (See Blood Glucose Monitoring 

with Blood Glucose Meter, No. 6.04) Blood glucose test results lower than 40 milligrams should be reported 

to the physician.  

9. The following laboratory work should be ordered prior to initiation of treatment, and also on a regular basis 

during therapy to monitor for toxicity:  

a. Daily blood urea nitrogen (BUN) and serum creatinine.  

b. Daily blood glucose.  

c. Complete blood count (CBC) with differential and platelet count.  

d. Liver function test, including bilirubin, alkaline phosphatase, SGOT (AST) and SGPT (ALT).  

e. Serum calcium.  

f. Electrocardiograms at regular intervals.  

10. Other reactions may include nausea, decreased appetite, bad taste in mouth and fever.  

11. Local reaction, pain, and slight irritation at the IV/injection site are common, thrombophlebitis has occurred 

rarely. 

12. For peripheral IV administration, select a large vein away for joints. 

13. Pentamidine should be reconstituted with Sterile Water for Injection, USP, or 5% Dextrose Injection, USP. 

DO NOT USE NORMAL SALINE. The calculated dose of pentamidine should then be further diluted in 50-

250cc of 5%Dextrose injection, USP.  

14. The diluted IV solution containing pentamidine isethionate should be infused over a period of 60-90 minutes.  

15. An anaphylaxis kit should be available in the home.  

16. Use at least two (2) patient identifiers prior to administering medications.  
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EQUIPMENT:  

• Infusion set  

• D5W 25-50cc, or as ordered  

• IV fluids; Lactated Ringers, D5/.45NS, as ordered  

• Heparin flush (100u/cc, or as ordered) 

• Syringe with needle or needleless adaptor  

• Medication  

• Blood glucose meter  

• Tape  

• Alcohol wipes  

• 2x2 gauze or transparent, adhesive dressing  

• Sterile water (vial)  

• Stethoscope  

• Sphygmomanometer  

• Gloves  

• Impervious trash bag 

• Puncture-proof container  

• Anaphylaxis kit 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure and follow up care to patient/caregiver.  

3. Assemble equipment and supplies. (See Administration of Intravenous Therapy in the Home, NO. 9.01). 

4. Place patient in a supine position.  

5. Take and record baseline vital signs; temperature, pulse, respiration and blood pressure.  

6. Take and record baseline glucose, if indicated.  

7. Assess venous access. If no central line, start peripheral IV according to procedure, (See Administration of 

Intravenous Therapy in the Home, no. 9.01). 

8. Reconstitute pentamidine isethionate. Calculate dose as ordered and add to D, W (if not prepared by 

pharmacy.  

9. Assemble infusion set, prepare pentamidine solution and initiate infusion.  

10. Set infusion rate as ordered by physician to infuse medication over 60-90 minutes.  

11. Observe infusion site frequently for redness, swelling and/or pain.  

12. Monitor and record blood pressure and blood glucose every 30minutes during the infusion, or as ordered.  

13. Monitor for sudden appearance of allergic skin reactions or any signs of adverse reaction.  

14. When infusion is complete, flush access device with 3-5cc of D5W, then with saline and heparin (amount 

appropriate for type of device). If peripheral IV, follow Administration of Intravenous Therapy in the home, 

No. 9.01) for removal guidelines. 15. Discard soiled supplies in appropriate containers.  

AFTERCARE:       

1. Document in patient’s record:  

a. Medication administered, dose, time rate, route.  

b. Type and appearance of venous access site.  

c. Patient’s response to procedure, side effects, and management.  

d. Vital signs and blood glucose level.  

e. Instruction s given to patient/caregiver, and  f. Communication with the physician.  
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MEDICATIONS: SAFE ADMINISTRATIO OF INVESTIGATIONAL/NEW THERAPIES 

 

PURPOSE:  

To provide accurate and safe administration of investigational/new therapies.  

 

CONSIDERATIONS:  

1. Investigational medications may be administered upon the order of a physician in accordance with state and 

federal regulations.  

2. An investigational/new therapy is defined as:  

a. A therapy that is investigational.  

b. A therapy that is non-routine or of questionable safety for the patient.  

c. A therapy that the pharmacist indicates is one that requires compounding and one whose stability is not 

documented in a Standard Operating Procedure (SOP).  

d. The therapy involves the use of an approved drug for a non-approved indication.  

e. The therapy involves and unusual dosage.  

f. Whenever the pharmacist or nurse has a question about the appropriateness of the therapy, monitoring plan 

or plan or treatment. 

3. The drug must be approved by the FDA for investigational use in humans. The pharmacist and nurse must 

have as much information as possible to adequately assess the referral. The clinicians administering the 

drug(s) should know the principal investigator responsible for each drug. Information should include:  

a. Patient birth date  

b. Patient weight  

c. Patient height  

d. Body surface area  

e. Diagnosis  

f. Medical history  

g. Medication history  

h. Allergies  

i. Prescription details  

j. Projected length of therapy  

k. Method of administration  

l. Treatment goals  

m. Monitoring plan  

n. Prior patient experience with the therapy  

o. Physician experience with the therapy  

p. Home support  

q. Applicable investigational protocol or supporting literature citation 

4. A pharmacist should be identified as a resource for clinical information regarding the therapy.  

5. A copy of the investigational drug protocol will be kept on file with the patient file and/or pharmacy file.  

6. All drugs, drug containers or prepared doses should be marked investigational.  

7. The patient and/or legal guardian have given consent to the use of an investigational therapy and have met all 

the elements of informed consent. 

8. Use at least two (2) patient identifiers prior to administering medications.  

 

PROCEDURE:  

1. The referral is screened by the Admission Department once it is determined to be investigational.  

2. Any further clarification should be directed to the managing physician.  
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3. Specific clinical treatment questions should be discussed with the Clinical Manager prior to accepting the 

referral.  

4. Once the referral is accepted, a copy of the clinical/investigational protocol should be obtained prior to patient 

admission to be filed in the patient‘s chart.  

5. Upon admission to the agency, the nurse should verify the following:  

a. The patient/legal guardian has given written consent to any investigational therapies.  

b. All investigational therapies.  

6. Any untoward side effects or adverse reactions are reported immediately to the primary care physician.  

 

AFTERCARE:       

1. Document in patient’s record: 

a. Investigational therapy utilized.  

b. Instructions given to patient/caregiver regarding the investigational therapy.  

c. Patient’s response to the instruction.  

d. If actual administration of the drug occurred, the patient’s response, side effects and management.  

e. Communication with physician.  
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MEDICATION: ADMINISTRATION OF INTRAVENOUS DOBUTAMINE 

 

PURPOSE:  

To provide standard information regarding qualifications of nurses for the administration of Dobutamine therapy in 

the home. To provide safe administration of an intravenous infusion of a sympathomimetic inotropic medication 

(Dobutamine) in the home setting.  

 

CONSIDERATIONS:  

1. Administration of Dobutamine therapy in the home shall be performed by an RN who successfully meets 

agency educational and standards of performance criteria.  

2. The qualifications are as follows:  

a. IV certified nurse. (See agency policy)  

b. Knowledgeable and competent in the care of central venous access devices.  

c. Proficient in cardiac assessment.  

3. Patient acceptance criteria for the home Dobutamine therapy program are as follows:  

a. The dose of Dobutamine was carefully titrated and the Dobutamine regimen was stabilized in the acute 

care setting prior to discharge, with no incidence of angina.  

b. Dobutamine therapy has not increased heart rate more than 5 to 15 beats per minute above baseline and 

systolic blood pressure (10-20mmHg)  

c. No increase in the number or complexity of premature ventricular contractions secondary to Dobutamine.  

d. Must have an identified, available and willingly responsible caregiver in the home on a continuous basis.  

e. Patient caregiver must have the ability to understand, accept, and demonstrate appropriate catheter and 

infusion pump care.  

f. Must have a primary physician or physician’s representative who assumes 24-hour responsibility for the 

patients’ prescribed care and management at home.  

g. Must have a central venous access device or suitable placement site.  

h. Must understands and accept the criteria of the home care agency prior to acceptance into the home 

Dobutamine therapy program.  

4. Dobutamine must be administered using a volumetric infusion device (pump). All patients should have a 

second pump as back up in the event of pump failure.  

5. Physician’s order must include:  

a. Dosage, infusion rate, infusion time period, concentration of dilution and the route of administration. 

(1) Infusion Rate/Dosage Range (Recommended normal -2.5 to 15mcg/kg/min.) 

(2) Infusion Time Period (Recommended normal Continuous or intermittently over 48 hours/week.)  

(3) Concentration of Dilution (Must be specific –mg/cc.) 

(4) Route of Administration.  

(5) Side effects which would necessitate slowing or discontinuing the infusion. 

6. RN must obtain a complete clinical and physical assessment that included the following:  

a. Vital sign parameters and accurate baselines.  

(1) Heart rate.  

(2) Blood pressure (R and L arm). 

(3) Reparatory rate.  

(4) Temperature.  

(5) Weight.  

b. Complete drug and allergy history.  

c. Baseline laboratory values, i.e., electrolytes, BUN, creatinine.  

d. Code status (See #12 below.) 
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7. Unless otherwise ordered by patient’s physician, protocol for “Management of Dobutamine Side Effects and 

Complications” will be implemented. (See attachment A.) 

8. Patient/caregiver is to be educated in monitoring and documenting the Dobutamine infusion rate, blood 

pressure, heart rate, respiratory rate, temperature, and weight on the “Dobutamine Flow Sheet.” (See 

Attachment B.) 

9. Monitoring parameters utilized by nurse include the following:  

a. Assessment of central venous catheter exit site.  

b. Vital signs.  

c. Hydration status.  

d. Electrolytes every week.  

e. Exercise tolerance.  

10. All pertinent data and findings must be recorded on nursing progress note and “Dobutamine Flow Sheet”. 

(attachment B) 

11. Nurse should report to physician any signs of infection, increase in blood pressure, heart rate, respiratory rate 

and verify with the physician and additional orders for Dobutamine therapy.  

12. If the patient is a code status, instruct the caregiver how to access emergency medical support prior to 

initialing therapy. 

13. Intact vials of Dobutamine may be stored at room temperature (15 to 30E C). Reconstituted vials are stable for 

48 hours refrigerated and six hours at room temperature. Solutions diluted for administration should be used 

within one week.  

14. Use at least two (2) patient identifiers prior to administering medications.  

 

EQUIPMENT:  

• Infusion set with needle or needleless adaptor  

• IV solution, as ordered  

• Medication  

• Syringes (appropriate size for meds)  

• Alcohol wipes  

• Normal saline  

• Heparin solution (100u/cc or a prescribed)  

• IV pole  

• Infusion pump  

• Gloves  

• Puncture-proof container  

• Impervious trash bag 

 

 

 

PROCEDURE:  

1. Adhere to Universal Precautions.  

2. Explain procedure to patient/caregiver.  

3. Position patient for comfort.  

4. Take and record vital signs, and repeat as ordered during infusion of medication.  

5. Pre-medicate patient, if ordered.  

6. Assess patency of venous access.  
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7. Assemble infusion set with medication and initiate infusion. (See Administration of IV Therapy in the Home, 

No. 9.01). 

8. Set infusion rate per physician’s orders.  

9. If irregular heartbeat or palpitation occurs during infusion, stop the infusion and notify the physician. 

10. When infusion is complete, flush venous access device with normal saline and heparin solution. (See CVC: 

Irrigation/Heparinization, No. 9.17). If infusion continuous (See Changing IV Solution Container and Tubing, 

No. 9.03)  

11. Discard soiled supplies in appropriate containers.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Medication administered, dose, time, rate and route.  

b. Type and appearance of venous access site.  

c. Patient’s response to procedure, side effects and management.  

d. Instructions given to patient/caregiver.  

e. Communication with physician.  
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MEDICATIONS: ATTACHMENT A-MANAGEMENT OF DOBUTAMINE 

 

SIDE EFFECTS AND COMPLICAITONS:  

Patient education and good physician assessment and evaluation is the foundation for management of Dobutamine 

infusion therapy in the home.  

 

1. Home care nurse is to educate patient or patient’s caregiver on proper care of catheter exit site and central line 

to prevent infection. If an infection does occur, antibiotic is to be administered without interrupting 

Dobutamine infusion Type of antibiotic is to be determined by the physician. 

2. Arrhythmias resulting from Dobutamine induced hypokalemia in some patients could be prevented by oral 

potassium supplement. The recommended dose is 40-100meq/day.  

3. If irregular heartbeat or palpitation occurs during Dobutamine infusion, the infusion has to be stopped and the 

physician has to be notified immediately. A non-specific beta blocker is recommended (i.e., propranolol, dose 

at 10 to 20mg every 6 hours initially). Individualized dosage is to be determined by the physician.  

4. Dose related increase in patient’s heart rate and blood pressure can be caused by an increase in Dobutamine 

infusion rate. MD is to be notified when HR is 15020 beats>baseline or BP is 30mmHg>baseline. Educate 

patient to monitor flow rate and use of infusion pump to avoid overdosing and its complications.  

5.  If nausea and vomiting occur, physician may order any of the following medications: 

a. Prochlorperazine (Compazine) 0.3-0.6mg/kg orally.  

b. Trimethobenzamide (Tigan) 3.0-4.0 mg/kg orally.  

c. Diphenhydramine (Benadryl) 0.3-0.6 mg/kg orally.  

 

6. If headache persists during the Dobutamine infusion, the physician may order aspirin or Tylenol 15-20mg/kg 

orally, the dosage may be repeated as needed.  
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MEDICATIONS: MEDICATION DISPOSAL  

 

PURPOSE:  

To instruct patient/caregiver on the proper disposal of IV, oral and topical medications (including narcotics) at the 

time of:  

(1) Discontinuation of medications as prescribed by physician.  

(2) Change in medications as prescribed by physician. 

(3) Discharge form program  

(4) Death  

(5) Expired medications  

 

CONSIDERATIONS:  

1. Medications are intended only for the patient for whom they were prescribed.  

2. When in doubt concerning proper disposal of a medication, contact a pharmacist or state board of pharmacy or 

regulatory agency. 

3. When disposing of antineoplastic agents, refer to: Safe Handling of Antineoplastic Agents, No. 8.18 

4. Narcotics should be disposed of according to state regulations.  

5. When disposing of drugs within a nursing home or subcontracted agency, refer to the Institutional Guidelines 

for disposal. 

 

PROCEDURE:  

1. Instruct patient/family/caregiver to dispose of unused medications by:  

a. Flushing them down the toilet  

b. Pouring them down the sink followed by running water.  

c. Placing them in puncture proof, leak proof, closable container.  

d. Placing them in a chemotherapy container.  

2. Observe disposal of medications whenever possible.  

 

AFTERCARE:       

1. Document in patient’s record:  

a. Time, date, place and type of patient/caregiver instruction.  

b. Patient/caregiver response to instruction.  

c. Observations of medication disposal, if applicable. 
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NUTRITION 

 

PURPOSE:  

To ensure that the assessment process includes criteria to identify patients who are not at nutritional risk.  

 

PROCEDURE:  

1. Nutrition status is assessed on all patients admitted to home care.  

2. A level of nutritional risk is assigned. (See references for screening tools)  

3. Patients with a nutritional risk/poor nutrition, are referred for additional nutritional assessment, as appropriate, 

preferably by a registered dietitian (RD). 

4. Utilize standardized dietary guidelines (available in office) for diet instructions.  

 

Examples of patients who may be at risk:  

1. Medically prescribed diets  

2. Nutrition related problems  

3. Open wounds  

4. Significant weight loss or gain  

5. Tube feeding or TPN 

 

FOOD RECORD FOR MEALS/SNACKS 

Keeping a food record will help your dietitian or nurse get a better idea of food items, calories or nutrients you are 

eating. You will have one sheet for each day the dietitian has asked you to record. This may seem like a lot of work, 

but it will help us help you! 

Instructions: 

• Please write down everything you eat and drink each day; be as specific as you can. Include meal or snack 

times. 

• Include the name of every food you eat 

 

                    

   Examples: Not just sandwich, but bologna sandwich Not just salad, but lettuce and tomato salad 

• Include the amount of each kind of food and beverage you have. 

Examples:  

2 slices rye bread with 2 slices bologna and 1 tablespoon mayonnaise 1 cup of black coffee with 2 teaspoons sugar 

• Include whether food was raw or cooked; if cooked, tell how. Examples: 2 fried eggs, 2 slices roast chicken 

with gravy. 

• Include brand names. 

• Include SUPPLEMENTS like Ensure, Sustacal. 
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            Name: _____________________________________________________ 

 

            Vitamin?          Yes:           No             Brand: __________________    Date: __________ 

 

                 Please complete the following information for all goods and beverages eaten on this day.  

  

      

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

          

Cooking 

Method 

Meal Time 

Food                                     

(Only 1 food per 

line)        

Amount 

Eaten 
Brand 
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  ORGANIZATION                                                                                    SPECIALTY 

  

 

  Diabetes 

  American Dietetic Association  

 

American Association of Diabetes Educators  

  120 S.Riverside Plaza, Suite 2000 

 

100 W. Monroe St., Suite 400 

  Chicago, IL 60606-6995 

 

Chicago, IL 60603 

  (800) 877-1600   http://www.eatright.org  

 

(800) 338-3633  http://www.diabeteseducator.org  

  

  

  

  Heart Disease 

 

American Diabetes Association National Center  

  American Heart Association National Center  

 

1701 N. Beauregard St., Alexandria, VA 22311 

  7272 Greenville Avenue, Dallas, TX 75231-4596 

 

(800) 342-2383 

  (800) 242-8721 

 

http://www.diabetes.org  

  http://www.americanheart.org  

 

  

    

 

  

  

National Heart, Lung and Blood Institute Information 

Center 

 

Pulmonary Disease 

  Attention: Web Site 

 

American Lung Association 

  P.O. Box 30105 

 

61 Broadway, 6th Floor  

  Bethesda, MD 20824-0105 

 

 New York, NY 10006   

  (301) 592-8573 

 

(212) 315-8700 

  http://www.nhlbi.nih.gov  

 

http://www.lungusa.org 

  

  

  

  Renal Disease 

 

Cancer 

  

National Kidney Foundation, Inc. 30 East 33rd Street, 

Suite 1100 New York, NY 10016 

 

National Cancer Institute Public Inquiries Office 

  (800) 622-9010 

 

6116 Executive Blvd. MSC8322 Bethesda, MD 

20892-8322 

  http://www.Kidney.org  

 

1-800-4-CANCER 

  

  

http://www.cancer.gov  

  Nutrition Support 

 

  

  

American Society for Parenteral & Enteral Nutrition 

8630 Fenton Street, Suite 412 

 

American Institute for Cancer Research 1759 R 

Street NW 

  Silver Spring, MD 20910 (301) 587-6315 

 

Washington, DC 20009 

  http://www.nutritioncare.org 

 

(800) 843-8114 

    

 

http://www.aicr.org  

  

To order a free copy of "The Food Guide Pyramid" 

booklet, send request to: 

 

  

    

 

  

  

Center for Nutrition Policy and Promotion 3101 Park 

Center Drive 

 

  

  Room 1034 

 

  

  Alexandria, VA 22303-1594     

GENERAL NUTRITION INFORMATION 
 

http://www.eatright.org/
http://www.diabeteseducator.org/
http://www.diabetes.org/
http://www.americanheart.org/
http://www.nhlbi.nih.gov/
http://www.kidney.org/
http://www.cancer.gov/
http://www.nutritioncare.org/
http://www.aicr.org/
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INFECTION CONTROL: UNIVERSAL PRECAUTIONS  

 

PURPOSE:  

To reduce the risk of exposure and percent the transmission of infection to patients and personnel.  

 

CONSIDERATIONS:  

1. While all body fluids are not known to transport blood borne pathogens, they do transmit other infectious 

agents. Thus, Universal Precautions should be applied to all body fluids, except sweat.  

2. Assume that blood and body fluids form ALL patients are potentially infectious and, thus, utilize Universal 

Precautions in the care of all patients.  

3. Personal protective equipment (PPE) includes gloves, gown/aprons, masks, eye protection, and resuscitation 

devices that prevent blood or body fluids form contact with the clinical staff’s clothes, skin, eyes, mouth or 

other mucous membrane under normal conditions of use and for the duration of time that the protective 

equipment will be used. PPE must be used appropriately and according to manufacturer’s instructions, 

removed when soiled or penetrated with blood or body fluids, and replaced and disposed of according to 

Disposal/Handling of Infectious Medical Waste, no. 14.11.  

4. Hand Hygiene- Indications for hand washing and/or hand antisepsis include but not limited to the following:  

a. When hands are visibly dirty or contaminated.  

b. Before and after direct contact with each patient.  

c. Contact with blood or body fluids.  

d. Immediately after removing gloves to avoid transfer of microorganisms to the environment.  

e. Before eating and after toileting.  

f. Before donning and after removing gloves.  

g. It may be necessary to wash hands between tasks and procedures on the same patient to prevent cross-

contamination of different body sites. (Wee Hand Hygiene, No. 14.03). 

5. Gloves must be worn when it can be reasonably anticipated to have direct contact with blood, body fluids, 

mucous membranes, or non-intact skin; when handling items soiled with blood or body fluids, or when 

touching equipment or surfaces contaminated with blood or body fluids. This includes, but is not limited to the 

following:  

a. Suctioning procedures.  

b. Catheter care and removal of catheters.  

c. Dressing changes.  

d. Handling of contaminated linens.  

e. The collection and emptying of all suction and drainage devices, e.g., Foley catheter bags, hemovacs, etc.  

f. Starting and discontinuing intravenous infusion, caring for central and peripheral lines.  

g. Providing personal care involving contact with mucous membranes, including oral hygiene.  

h. Bowel procedures, including enema administration  

i. Cleaning patient rooms, bathrooms, emptying trash or changing linens on patient’s bed.  

j. Venipuncture or other vascular access procedures.  

k. Handling of contaminated sharps.  

l. Cleaning reusable equipment.  

m. Cleaning up after spill of blood or body fluids or incontinence  

n. While performing care when the clinical staff has open cuts, sores, or other breaks in the skin on their 

hands or wrists. (See Gloves, Donning Sterile, No. 14.05)  

6. Gowns or aprons must be impervious and worn when there is a potential for blood or body fluid spatters or 

sprays. Examples may include venipunctures, arterial punctures, catheter or nasogastric tube insertions, 

intubation, care of an incontinent patient.  



PRIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

                            | Ph: 919-995-0554  | Ph: 919-400-5775 | FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

   Page | 294  

 

7. Eye Protection, goggles, protective shields, or glasses must be worn when there is a potential for a splash, 

spray, spatter or droplets of blood or body fluids. Examples include dental cleaning, suctioning, arterial 

punctures and intubation.  

8. Masks should be worn when there is a potential for a splash, spray or splatter of blood or body fluids, 

whenever eye protection is used and when the patient is on respiratory precautions.  

9. Resuscitation Devices: A one-way mouthpiece, resuscitation mask or other ventilation devices should be used 

during all resuscitations.  
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INFECTION CONTROL: PREPARATION OF WORK AREA AND BAG TECHNIQUE 

 

PURPOSE: 

To prevent contamination of bag and equipment, avoid cross infection, and establish a clean work area. 

 

CONSIDERATIONS: 

1. Clinical staff is responsible for maintaining the cleanliness and completeness of the bag. 

2. As homes differ greatly, clinical staff will need to use judgement in selecting an appropriate work area. 

Considerations include: cleanliness of home, adequate lighting, low traffic area, away from direct currents from 

windows, heat or air conditioning vents, safe area for bag away from pets and children. 

3. Bag and contents must be thoroughly cleaned when soilage occurs and periodically as needed or according to 

agency policy. 

4. Disposable equipment is used whenever possible. 

5. Family's equipment is used whenever possible. 

6. The inside and contents of the bag are always considered clean. 

 

EQUIPMENT: 

• Bag (nursing, HHA, therapy) Paper towels 

• Disinfectant 

• Soap or antiseptic hand cleanser/towelette 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Select a flat surface to place bag and set up work area. Use discretion and consideration when placing bag on 

patient’s furniture. Never place bag on floor. Keep bag closed when not in use. 

3. Place a barrier (paper towels, clean newspapers or other appropriate material) on flat surface before setting bag 

down. (Note: According to APIC, there is no scientific basis for barrier placement, studies have not shown that a 

barrier placed under a nursing bag in the home is effective against preventing the transmission of infections; 

therefore, check agency policy.) 

4. Perform hand hygiene. (See Hand Hygiene, No. 14.03.) 

5. Remove needed items from bag and place on clean surface or paper towels. 

6. Decontaminate hands prior to re-entering bag for any reason. 

7. Following care: clean, reusable items (blood pressure cuff, etc.) are returned to the bag. Disposable items are 

discarded. (See Disposal/Handling of Infectious Medical Waste, No. 14.11, if applicable.) Soiled reusable items 

must be cleaned and disinfected prior to returning to the bag. (See Cleaning Equipment and Instruments, No. 

14.06 and Disinfection of Instruments & Equipment Using Disinfecting Agents, No. 14.07.) In the event soiled 

items cannot be cleaned in the home, bag and label item to transport to designated area. 

8. Decontaminate hands. 
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INFECTION CONTROL: HAND HYGIENE 

 

PURPOSE: 

To reduce the transmission of pathogenic microorganisms to patients and personnel in the HOMECARE care setting. 

 

DEFINITION OF TERMS: 

Alcohol-based hand rub. An alcohol-containing preparation designed for application to the hands for reducing the 

number of viable microorganisms on the hands. Such preparations usually contain 60%- 95% ethanol or isopropanol. 

Antimicrobial soap. Soap (i.e. detergent) containing an antiseptic agent. 

Antiseptic agent. Antimicrobial substances that are applied to the skin to reduce the number of microbial flora. 

Antiseptic handwash. Washing hands with soap containing an antiseptic agent and water. 

Antiseptic hand rub. Applying an antiseptic hand-rub product to all surfaces of the hands and fingers to reduce the 

number of micro-organisms present. 

Decontaminate hands. To reduce bacterial counts on hands by performing antiseptic hand rub or antiseptic handwash. 

Hand Hygiene. A general term that applies to either handwashing, antiseptic handwash, or antiseptic hand rub. 

Handwashing. Washing hands with plain (i.e. non- antimicrobial) soap and water. 

 

CONSIDERATIONS: 

1. Thorough hand hygiene is the most important factor in preventing the spread communicable diseases and 

reducing overall infection rates. 

2. Indications for hand-hygiene is required, but not limited to, the following home care patient activities (CDC 

2002 guidelines): 

a. Decontaminate hands before having direct contact with patients; 

b. Decontaminate hands after contact with body fluids, excretions, mucous membranes, non- intact skin; 

c. Decontaminate hands before inserting indwelling urinary catheters, peripheral vascular catheters, or other 

invasive devices; 

d. Decontaminate hands after removing gloves and or glove changes, or whenever gloves are contaminated, 

punctured, or torn during use. (Hands can either be decontaminated by using either soap and water or 

waterless hand products.) 

e. Decontaminate hands after contact with the patient’s skin (i.e. taking a pulse or blood pressure, and lifting a 

patient); 

f. Decontaminate hands when moving from a contaminated-body site to a clean-body site during patient care; 

g. Before entering or re-entering nursing bag; 

h. Before medication preparation; 

i. After giving direct care to a patient; 

j. Before eating and after toileting; 

k. When hands are soiled, including after sneezing, coughing or blowing your nose. 

3. The use of gloves does not eliminate the need for hand hygiene. 

a. Wear gloves when contact with blood or other infectious material, mucous membranes and non-intact 

skin could occur. 

b. Remove gloves after caring for patient. Do not wear the same pair of gloves for more than one patient. 

4. When hands are visibly dirty or contaminated with proteinaceous material, or visibly soiled with blood or other 

body fluids personnel should wash with soap (antimicrobial or non-antimicrobial) and water. 

5. If hands are not visibly soiled, personnel may use an alcohol-based hand rub for decontaminating hands in 

clinical situations. See agency specific policy. 

6. Surgical hand antisepsis using either an antimicrobial soap or an alcohol-based hand rub is recommended before 

donning sterile gloves when performing a surgical procedure. 
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EQUIPMENT: 

• Soap (antimicrobial or non-antimicrobial) Antiseptic/alcohol-based hand rub  Paper towels 

• Warm, running water (if available) Trash receptacle 

 

PROCEDURE: 

Hand hygiene – Technique with Antimicrobial or Non-antimicrobial Soap and Water 

1. Assemble equipment. 

2. Standing well away from the sink, turn on the water to a comfortably warm temperature. 

3. Wet hands with water, apply an amount of product recommended by the manufacturer to well beyond the area of 

possible contamination. 

4. Vigorously rub together all of the lathered surfaces for at least 15 seconds, paying particular attention to the 

areas between the fingers and under nails. If hands are visibly soiled, more time may be required. 

5. Rinse well under running water, one hand at a time, fingertips pointed downward. 

6. Dry hands thoroughly with paper towels. Multiple- use cloth towels are not recommended for drying hands. 

7. Use a paper towel to turn off the faucet and discard paper towel in trash receptacle 

Hand Hygiene – Technique when Decontaminating Hands with Alcohol-Based Hand Rub 

Alcohol-based hand rubs significantly reduce the number of microorganisms on skin, are fast acting and cause less 

skin irritation. 

Apply product to palm of one hand and rub together, covering all surfaces of hands and fingers. Follow 

manufacturer’s recommendations regarding the volume of product to use. 

1. Allow hands to air dry. 

2. At any time, staff may wash their hands with soap and running water in addition to using an alcohol- based hand 

rub. See specific agency policy. 

Hand Hygiene – Use of Alcohol-Based towelettes 

1. Use of antimicrobial-impregnated wipes such, as alcohol-based towelettes are not an acceptable substitute for 

alcohol-based hand rubs. 

2. Wipes may be used after washing hand with a non-antimicrobial soap and water. 

Addition a l Aspects o f H a n d Hygiene 

1. Do not wear artificial fingernail nails or extenders when having contact with patients at high risk of infection. 

2. Keep natural nail tips less than 1/4 – inch long. 

3. Solicit input from personnel when selecting hand hygiene products to obtain maximum acceptance. 

4 Store supplies of alcohol-based hand 
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INFECTION CONTROL: STERILE TECHNIQUE 

 

PURPOSE: 

To perform sterile procedures in accordance with infection control standards. 

 

CONSIDERATIONS: 

1. Items that are sterile are totally free of germs or microorganisms. These items will always be packaged to prevent 

contamination. 

2. Provided the packaging is not damaged, wet, soiled, discolored, or stained, the item will be considered sterile 

indefinitely unless there is a specific expiration date noted on the item. 

3. Storage of sterile items must be in a clean, dry, dust free environment to prevent contamination of the supply 

when opening the package. 

4. Such items could include dressings, IV supplies, catheters and catheter supplies, tubing, solutions for feeding, 

intravenous, wound care, irrigation, etc. 

5. Once sterile solutions are opened, they must be dated and discarded at established intervals. 

 

EQUIPMENT: 

• Sterile gloves 

• Sterile tray or items for procedure to be performed. 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Inspect all packaging. If damaged, wet, or stained, do not use the items. Verify that the sterility has not expired. 

3. Inspect all bottles or solution bags for signs of contamination. This includes chips, tears, cracks, cloudiness, 

discoloration, or solid items floating inside, no matter how small. 

4. When opening the item take extreme care to make sure the inside does not touch anything on the outside. 

5. Do not touch any sterile item with your hands. Always wear sterile gloves before touching sterile items. (See 

Donning Sterile Gloves, No. 14.05.) 

6. Always place sterile items only on a sterile surface. This may include a separate sterile tray or cloth (may be 

paper). The inside of the sterile package can be used as the sterile surface, if it has not touched a non-sterile item. 

7. Perform sterile procedure. 

8. Dispose of soiled supplies in appropriate containers. 

 

AFTER CARE: 

Dispose all used non-reusable equipment.  

Clean pertinent surfaces. 

Wipe as necessary. 

1. Document in patient's record: 

a. Date, time, and name of person performing procedure, if applicable. 

b. Equipment was tested and approved for reuse, if applicable. 

c. Instructions given to patient/caregiver. 

2. Follow preventive maintenance policy of agency. 
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INFECTION CONTROL: GLOVES, DONNING STERILE 

 

PURPOSE: 

To correctly don sterile gloves for performing a sterile procedure. 

 

CONSIDERATIONS: 

1. Outer surface of gloves is considered sterile and must only come in contact with sterile items. 

2. Once contaminated, gloves must be removed and replaced before proceeding with sterile procedure. 

3. Hands must be washed each time gloves are removed. 

 

EQUIPMENT: 

• Sterile gloves, in appropriate size 

• Antimicrobial or non-antimicrobial soap or alcohol-based hand rubs 

• Paper towels 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Carefully remove outer package. 

3. Place inner package on flat surface, and unfold to look like an open book. 

4. Lift paper flap on one side and pick up glove by grasping the folded cuff, taking care not to contaminate outer 

surface of glove. 

5. Slide hand into glove touching only the inner glove surface. 

6. With ungloved hand, lift remaining paper flap to expose second glove. 

7. With the gloved hand, pick up the second glove by sliding fingers under the cuff of the second glove. 

8. Slip bare hand into the second glove, once again touching only the inner glove surface. 

9. Unfold cuffs by sliding gloved fingers under the cuff against sterile outer side of glove. 

10. Perform sterile procedure following Sterile Technique, No. 14.04. 

11. Remove gloves, taking care not to contaminate skin, clothing, or environment, by turning inside out during 

removal. 

12. Discard soiled supplies in appropriate containers. 

13. Decontaminate hands after glove removal 
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INFECTION CONTROL: CLEANING EQUIPMENT AND INSTRUMENTS 

 

PURPOSE: 

To remove all foreign material (e.g., soil or organic material) from equipment and instruments. 

CONSIDERATIONS: 

1. Always follow manufacturer's guidelines for cleaning. 

2. Equipment that is to be transported for repair or service must be labeled to indicate which parts could not be 

decontaminated to prevent exposure to personnel who must subsequently handle equipment. 

3. Caution must be used in cleaning electrical equipment. This equipment must be unplugged during procedure. 

4. Cleaning must precede disinfection and sterilization procedures. 

 

EQUIPMENT: 

• Gloves Soap 

• Disposable cloths 

• Disinfectant solution as needed 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Before cleaning, discard any disposable parts (suction canister, tubing, cannula, filters, etc.). Parts that are soiled 

with blood or body fluids must be handled and disposed of following Disposal/Handling of Infectious Medical 

Waste 

3. Wearing gloves, clean the equipment with hot, soapy water, and rinse thoroughly or follow manufacturer’s 

specific instructions for cleaning equipment 

4. Wipe object off with a clean, dry cloth. 

5. Place cloths in plastic-lined trash receptacle for disposal. 

6. Label equipment with date, time, and name of person performing procedure, if applicable. 

7. Distribute equipment to appropriate person to check for proper operation according to manufacturer's 

specifications, when indicated. 

8. Place the equipment in a bag or airtight storage container, if appropriate, otherwise cover equipment. 

9. Put the unit in the appropriate storage area. Storage area should be clean, dry, dust-free, and out of traffic areas. 

 

AFTER CARE: 

3. Document in patient's record: 

a. Date, time, and name of person performing procedure, if applicable. 

b. Equipment was tested and approved for reuse, if applicable. 

c. Instructions given to patient/caregiver. 

4. Follow preventive maintenance policy of agency. 
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INFECTION CONTROL: DISINFECTION OF EQUIPMENT AND INSTRUMENTS USING 

DISINFECTING AGENTS 

 

PURPOSE: 

To destroy disease causing microorganisms through the use of a disinfecting agent. 

 

CONSIDERATIONS: 

1. According to agency practice, follow directions supplied with the disinfecting agent. 

2. Safety precautions should be used to prevent accidental poisoning, particularly if there are children or pets in the 

home. 

3. Instruments must be handled with care to avoid injuries. Instruments may not overlap or be piled in basin or 

container. 

4. Cleaning following Cleaning of Equipment and Instruments, No. 14.06 must precede disinfection. 

 

EQUIPMENT: 

• Disinfectant Basin Soap/detergent Paper towels Gloves 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient/caregiver. 

3. Remove blood and exudates by cleaning with soap and water using friction, then rinsing with water before 

disinfecting. 

4. Prepare disinfecting solution in basin according to directions. (See Appendix A –Section 14-17.) 

5. Submerge items in solution for specified length of time. (See Appendix A – Section 14-17.) 

6. Remove disinfected items from basin. 

7. Air dry or dry with paper towels before storing. 

8. Store in clean, dry, dust-free environment, e.g., plastic, Ziploc bag, or lidded jar. 

9. Discard solutions into toilet, washbasin with soap and water, rinse and dry with paper towels. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Date, time, and name of person performing procedure, if applicable. 

b. Equipment was tested and approved for use, if applicable. 

c. Instructions given to patient/caregiver. 

2. Follow preventive maintenance policy of agency. 
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INFECTION CONTROL: DISINFECTION OF INSTRUMENTS BY MOIST HEAT (PASTEURIZATION) 

 

PURPOSE: 

To prepare non-disposable equipment and instruments for use by eliminating all microorganisms (except bacterial 

spores) by moist heat. 

CONSIDERATIONS: 

1. There are many routine procedures performed in the home requiring disinfection of reusable instruments and 

equipment. Disinfection of instruments/equipment may be accomplished by use of heat or a chemical. 

2. Pasteurization is high-level disinfection (not sterilization) for instruments and equipment which come in contact 

with mucous membranes or with skin that is not intact. 

3. Disinfection will only be effective if the instrument or equipment is free from all foreign material. 

EQUIPMENT: 

• Stainless steel pan with rack or strainer and lid Item(s) to be disinfected 

• Gloves 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient/caregiver. 

3. Place clean instruments and equipment in pan on top of the rack or strainer. 

4. Cover instruments with water, place lid on pan. 

5. Boil at a rolling boil for 30 minutes. The instruments and equipment are now disinfected. 

6. Cool and drain, allow to dry before using in procedure, storing, or returning to nursing bag. 

7. Storage should be in a clean, dry, airtight container, such as a plastic bag or jar with lid. 

AFTER CARE: 

1. Document in patient's record: 

a. Date, time, and name of person performing procedure, if applicable. 

b. Equipment was tested and approved for use, if applicable. 

c. Instructions given to patient/caregiver. 

2. Follow preventive maintenance policy of agency. 
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INFECTION CONTROL: DISINFECTION OF LINEN IN THE HOME 

 

PURPOSE: 

To provide a safe means of handling and laundering contaminated linen and clothing. 

 

CONSIDERATIONS: 

1. Soiled linen is a possible source of infection. 

a. Soiled linen should be identified and not combined with other laundry. 

b. Agitation of linen promotes airborne contamination. Thus, linen should be handled with a minimum of 

agitation. 

c. Never place soiled linen on the floor or any clean surfaces. 

d. Soiled linen should be handled as little as possible. 

e. Clinical staff handling contaminated laundry should wear gloves and other personal protective equipment, as 

appropriate. 

2. Soiled linens and clothing, including those used by human immunodeficiency virus (HIV) or hepatitis B virus 

(HBV)-positive individuals, can be safely laundered in the family washer using detergent and the hot-water 

cycle. Additional antibacterial activity is achieved using the dryer. 

3. If 1 cup of bleach can be added to items soiled with blood and body fluids, it is preferred. 

 

EQUIPMENT: 

• Large impervious bag Washing Machine Detergent 

• Household bleach (5% sodium hypochlorite) as needed Gloves 

• Disposable apron 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient/caregiver. 

3. If laundry area is not adjacent to patient care area, carry soiled linen to laundry area bagged in an impervious bag. 

4. Soiled linens and clothing should be washed in a mechanical washing machine with laundry detergent and the 

warmest water appropriate for the fabric. 

5. Add 1 cup of bleach to washer if linens/clothing can be bleached. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Linen and clothing laundered, including method. 

b. Instructions given to patient/caregiver. 
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INFECTION CONTROL: HANDLING OF BLOOD AND BODY FLUID SPILL 

 

PURPOSE: 

To protect patients, caregivers, and clinical staff from exposure to bloodborne and other pathogens resulting from any 

spill of blood or body fluids. 

 

CONSIDERATIONS: 

1. Spills of blood or body fluid on any surface should be handled according to this procedure. 

2. Disinfectants may be damaging to carpet, fabric, and other surfaces. 

 

EQUIPMENT: 

• Disposable spill kit or gloves, 2 pair Disposable gown or apron Protective eye wear (optional) Paper towels or 

disposable cloths Plastic bags 

• Soap (antimicrobial or non-antimicrobial) Disinfectant (see Appendix A) 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Use personal protective equipment (i.e. gloves) 

3. Wipe or soak up the material with the absorbent towels or cloths. 

4. Place the towels in the first plastic bag. 

5. Clean the area with 1:10 strength (1-part bleach to 9 parts water). 

5. Disinfect the area with fresh disinfecting solution. Place the paper towels or cloths in the first plastic bag. 

6. Remove the outer pair of gloves and place in the first bag. 

7. Securely tie the first bag. 

8. Place the first bag in a second bag. 

9. Place all protective clothing and equipment in the second bag removing the inner pair of gloves last and placing 

in the second bag. 

10. Securely tie the second bag. Place in trash. 

11. Decontaminate hands. 

 

AFTER CARE: 

1. Use extreme care to prevent contamination to self by following hand hygiene guidelines. 

2. Document in patient's record: 

a. Details of spill of blood or body fluids. 

b. Method for handling the spill. 

3. Report incident to supervisor, as appropriate per agency policy. 
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INFECTION CONTROL: DISPOSAL/HANDLING OF INFECTIOUS MEDICAL WASTE 

 

PURPOSE: 

To prevent the spread of infection when handling infectious medical waste. 

 

CONSIDERATIONS: 

1. Follow applicable regulations for disposal of all infectious medical waste. 

2. Instructions must be given to patient/caregiver on appropriate handling/disposal of infectious waste in the home. 

3. Volumes of blood/body fluids/body secretions can be safely disposed of in the patient's toilet. Pouring should be 

done slowly and carefully to minimize splashing, spattering, or aerosolizing. If there is a potential for splashing, 

spattering, or aerosolizing, Personal Protective Equipment must be worn including mask, eye protection, gown, 

and gloves. 

4. All needle/sharps containers must be leak-proof, puncture-proof, and closable. Sharps containers must be easily 

accessible, maintained upright, and discarded when 3/4 full. 

5. In circumstances where no alternative to recapping is feasible, or such action is required; an acceptable method 

such as the one-handed technique should be utilized. 

6. Containers that become contaminated on the outside must be placed in secondary containers. 

 

EQUIPMENT: 

• Gloves 

• Antimicrobial and/or non-antimicrobial soap, alcohol- based hand rub 

• Appropriate-sized container Impervious trash bags Tape or twist tie 

• Trash receptacle, with lid if possible 

 

PROCEDURE: 

1. Disposal of needles, syringes, and sharps. 

a. Adhere to Universal Precautions. 

b. Disposal of needles, syringes, lancets, and other sharps used by clinical staff. 

2. Never re-cap, bend, clip, or otherwise manipulate needles. 

3. Needles and syringes used for injections or lancets should be placed intact into needle disposal container. 

4. When container is approximately 3/4 full or according to agency policy, secure lid and tape down. Store and 

transport sealed, waste containers separate from patient- care supplies, such as in the trunk of the car. (See #e. 

below.) 

a. Disposal of IV therapy needles and/or needles and syringes being used by the RN on a frequent basis in a 

patient's home. 

(I) If the home infusion therapy company supplies a disposal container to dispose of needles/syringes, then 

utilize their system; or 

(II) A large, needle disposal container should be left in the home for short-term, frequent, parenteral therapy. 

(III) At the end of therapy and/or when the container is 3/4 full, the RN should secure lid and tape down for 

removal by the IV Company. 

(IV) If the IV Company does not remove and replace containers, then the container must be disposed of by the 

agency. See # (4) above. 

b. RN instructions to patient/caregiver for disposal of needles, syringes, and other sharps used by 

patient/caregiver: 

(I) Adhere to Universal Precautions. 

(II) Use a leak-proof, puncture-proof closable container. 

(III) Needles and syringes should not be clipped, bent, or recapped, but disposed intact into this container. 
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(IV) Do not overfill container and maintain container in an upright position. 

(V) Prior to disposal, secure the lid to the container and tape down, and then dispose into the household trash. 

Note: Tape cannot be used in place of a lid. 

Disposal of contaminated patient-care supplies, e.g., dressings, catheters, etc. 

a. Adhere to Universal Precautions. 

b. Place contaminated supplies in impervious bag and close tightly. 

c. Double bag in a second impervious bag. A plastic trash bag. A plastic trash bag lining a wastebasket is 

acceptable. Seal second bag when full by tying, use of tape, or twist tie. 

d. Dispose of double-bagged waste in household trash. 

e. RN instructions to patient/caregiver for disposal of needles, syringes, and other sharps used by 

patient/caregiver: 

I. Adhere to Universal Precautions. 

II. Use a leak-proof, puncture-proof closable container. 

III. Needles and syringes should not be clipped, bent, or recapped, but disposed intact into this container. 

IV. Do not overfill container and maintain container in an upright position. 

V. Prior to disposal, secure the lid to the container and tape down, and then dispose into the household 

trash. 

AFTER CARE 

1. Document instructions given to patient/caregiver in patient’s record.  

2. Document in patient's record: 

a. Date, time, and name of person performing procedure, if applicable. 

b. Equipment was tested and approved for reuse, if applicable. 

c. Instructions given to patient/caregiver. 

3. Follow preventive maintenance policy of agency. 
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INFECTION CONTROL: OBTAINING AND TRANSPORTING SPECIMENS 

 

PURPOSE: 

To minimize exposure to bloodborne and other pathogens while obtaining and/or transporting lab specimens. 

 

CONSIDERATIONS: 

1. Follow appropriate procedures for specimen procurement. 

2. Specimen is obtained using caution to avoid accidental exposure through spills, spatters, sprays, or needle sticks. 

Spills should be cleaned up promptly.  

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Blood and other specimens are: 

a. Labeled with patient's name. 

b. If the outside of the specimen container is visibly contaminated with blood or body fluids, clean with a 

disinfectant, i.e., 5.25% sodium hypochlorite (household bleach), diluted 1:10 water (1-part bleach with 9 

parts water) or 70% to 90% isopropyl alcohol. Disinfectant is to be in contact with container at least two 

minutes or an outer bag should be used. 

c. Place in an impervious, leak-proof container. 

d. Container must be labeled with biohazard label or be red in color. 

e. If a specimen could puncture the primary container, it must be placed in a secondary puncture-proof, labeled, 

or red container for transport. 

f. Delivered to the or left for courier for transport per agency policy. 

g. Additional precautions appropriate for particular infections should be added, as needed. 

 

AFTER CARE: 

1. Document in patient's record according to agency policy. 
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INFECTION CONTROL: SPECIMENS, OBTAINING AND TRANSPORTING 

 

PURPOSE: 

To minimize exposure to blood borne and other pathogens while obtaining and/or transporting lab specimens. 

 

CONSIDERATIONS: 

1. Follow appropriate procedures for specimen procurement. 

2. Specimen is obtained using caution to avoid accidental exposure through spills, spatters, sprays, or needle 

sticks. Spills should be cleaned up promptly. 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Blood and other specimens are: 

a. Labeled with patient's name. 

b. If the outside of the specimen container is visibly contaminated with blood or body fluids, clean with a 

disinfectant, i.e., 5.25% sodium hypochlorite (household bleach), diluted 1:10 water (1 part bleach with 9 

parts water) or 70% to 90% isopropyl alcohol. Disinfectant is to be in contact with container at least two 

minutes or an outer bag should be used. 

c. Place in an impervious, leak-proof container. 

d. Container must be labeled with biohazard label or be red in color. 

e. If a specimen could puncture the primary container, it must be placed in a secondary puncture-proof, 

labeled, or red container for transport. 

f. Delivered to the lab. 

 

 

AFTER CARE: 

1. Document in patient's record: 

a. Date, time, and name of person performing procedure, if applicable. 

b. Equipment was tested and approved for reuse, if applicable. 

c. Instructions given to patient/caregiver. 

2. Follow preventive maintenance policy of agency. 
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INFECTION CONTROL:  

METHICILLIN-RESISTANT STAPH AUREUS (MRSA) VANCOMYCIN-RESISTANT ENTEROCOCCUS (VRE): 

PRECAUTIONS FOR CARE OF PATIENTS WITH RESISTANT STAPH AUREUS (MRSA) OR VANCOMYCIN - 

RESISTANT ENTEROCOCCUS (VRE) INFECTIONS: 

 

PURPOSE: 

To protect clinical staff and caregivers, and prevent the spread of contamination of MRSA/VRE, while providing 

care to MRSA/VRE-infected patients. 

 

CONSIDERATIONS: 

1. Staphylococcus bacteria can be found throughout nature. In particular, these bacteria thrive in moist, warm 

places, including the human mouth, nose, respiratory and urinary tracts, and open wounds. Studies have 

implicated the contaminated hands of health care personnel as a major cause of person- to- person 

transmission of MRSA. 

2. An increased risk for VRE infection has been associated with previous vancomycin and/or multimicrobial 

therapy, severe underlying disease or immunosuppression, and intra-abdominal surgery. Because enterococci 

can be found in the normal gastrointestinal and female genital tracts, most enterococcal infections have been 

attributed to sources within the patient. However, recent studies have indicated that person-to-person 

transmission of VRE can occur via the hands of health care personnel or contaminated patient care equipment 

or environmental surfaces. 

3. Universal Precautions with strict hand hygiene guidelines must be followed at all times. Contact Isolation 

will be instituted. 

4. Clinical staff that comes in contact with the patient will wear gowns and gloves. Family members/ 

caregivers that come in direct contact with the patient and with their bodily fluids must be educated to 

also wear gowns and gloves at that time. 

5. Nursing bag should be left in the car and only necessary items carried into the house in a plastic bag. 

6. No disposable equipment, once taken in the home, will be returned to the agency. The equipment will be 

disposed of in the home upon discharge from home care services.  

7. Reusable equipment will be bagged and labeled and sent to the appropriate area for cleaning and disinfection 

prior to reuse. 

8. If possible, MRSA, VRE infected patients should be scheduled to be seen the last visit of that day by clinical 

staff. 

 

EQUIPMENT: 

• Gowns Gloves 

• Stethoscope (if applicable) 

• Blood pressure cuff (if applicable) Thermometer 

• Alcohol preps 

• Bottle of 70% alcohol 

• Antimicrobial and/or non-antimicrobial soap, alcohol- based hand rubs 

• Paper towels Plastic bags 

• Bleach solution, 1:10 
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PROCEDURE: 

1. Adhere to Universal Precautions and Contact Isolation.  

2. On admission, arrange for needed equipment to be in patient's home, and restock, as needed. All assigned staff 

will be informed of infection precautions and required Personal Protective Equipment. 

3. Dispose of supplies e.g., dressings, gowns, masks, gloves, etc. 

4. Care for soiled, patient-care surfaces following Handling of Blood and Body Fluid Spill. 

5. Soiled linens should be sealed in a plastic bag until laundered.  

6. "MRSA Instruction Sheet" will be provided to the patient/caregiver so that the patient and caregivers will 

have written instructions for teaching purposes. Teaching will include: 

a. Disease process. 

b. Infection control measures. 

c. Sterile technique. 

d. Specific medication regime. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Procedure and observations. 

b. Patient's response to procedure. 

c. Instructions given to patient/caregiver. 

2. Leave Instruction Sheet for Caregiver. 

 

Instructions for Caregivers When Giving Direct Care to Persons with Methicillin-Resistant Staph Aureus 

(MRSA) or Vancomycin - Resistant Enterococcus (VRE) Infections: 

 

Staphylococcus (Staph) is a bacterium that can be found throughout nature. Everyone has Staph on their skin and 

in their mouth, nose, and throat. Enterococcus is an organism that can normally be found in the digestive system 

and in the female genital tract. Most of the time, these two organisms do not cause infection.  

 

However, MRSA and VRE are two types of bacteria that are often resistant to many drugs, which limits treatment 

options. Because MRSA/VRE is easily transmitted, the home care staff will be wearing gowns and gloves when 

caring for the person with MRSA/VRE. This is to prevent staff from becoming infected and from carrying the 

germ to other patients. 

1. Wash your hands before and after any treatment given to the patient. 

2. Wear gloves and a gown (or protective covering over your clothes) when you have direct contact with the 

patient's wound, mouth, or nose. Examples: changing the bandage, helping the person brush their 

teeth/dentures, emptying urine drainage bags, handling bedpans, or bedside commodes 

Keep your hands away from your mouth and face while working. Wash your hands before eating. 

1. Wash linens and clothing soiled with body fluids in a washing machine with hot water and detergent. If bleach 

can be used, add one cup of bleach. 

2. Use plastic bags to dispose of soiled tissues, bandages, band aids, and gloves. Close and secure the bag 

tightly, double bag, and discard in a plastic lined trash container with a tight lid. 
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INSTRUCTIONS: 

 

FOR CAREGIVERS WHEN GIVING DIRECT CARE TO PERSONS WITH METHICILLIN 

RESISTANT STAPH AUREUS (MRSA) OR VANCOMYCIN – RESISTANT 

ENTEROCOCCUS (VRE) INFECTIONS 

Staphylococcus (Staph) is a type of bacteria that can be found throughout nature. Everyone has Staph on their skin 

and in their mouth, nose, and throat. Enterococcus is an organism that can normally be found in the digestive 

system and in the female genital tract. Most of the time, these two organisms do not cause infection. However, 

MRSA and VRE are two types of bacteria that are often resistant to many drugs, which limits treatment options. 

 

Because MRSE/VRE are easily transmitted, the home care staff will be wearing gowns and gloves when caring for 

a person with MRSA/VRE. This is to prevent staff from becoming infected and from carrying the germ to other 

patients. 

1. Wash your hands before and after any treatment given to the patient. 

2. Wear gloves and a gown (or protective covering over your clothes) when you have direct contact with the 

patient’s wound, mouth, or nose. Examples: changing the bandage, helping the person brush their 

teeth/dentures, emptying urine drainage bags, handling bedpans, or bedside commodes. 

3. Keep your hands away from your mouth and face while working. Wash your hand before eating. 

4. Wash linens and clothing soiled with body fluids in a washing machine with hot water and detergent. If 

bleach can be used, add one cup of bleach. 

5. Use plastic bags to dispose of soiled tissues, bandages, band aids, and gloves. Close and secure the bag 

tightly, double bag, and discard in a plastic lined trash container with a tight lid. 
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INFECTION CONTROL: TREATMENT OF PEDICULOSIS (LICE): 

 

PURPOSE: 

To destroy nits and pediculi from infested area, relieve itching, and prevent the spread of the infestation. 

 

CONSIDERATIONS: 

1. Care should be taken that medications do not come in contact with eyes or mucous membranes. 

2. Care is necessary to prevent transference of nits from one patient to another. 

3. Children under two years of age should be treated by manual removal of lice and eggs, unless otherwise 

ordered by physician. 

4. Women who are pregnant or nursing should consult physician prior to using pediculicidal medicine 

5. All of the patient's clothing, bed linen, and towels are considered contaminated, and should be kept separate 

from regular laundry and washed in hot water that reaches 131 degrees F for 20 minutes or dry cleaned. 

6. Any toiletry items that have been used by the patient need to be disinfected by soaking them in the 

pediculicide or in a pan of water heated to 150 degrees F for 20 minutes. Live lice may be reintroduced onto 

the patient's scalp after treatment by using a contaminated comb. 

7. For items that cannot be scrubbed, soaked, or dry cleaned, place them in a plastic bag tightly closed for 10 

days. Nits & lice will die in that environment. 

 

EQUIPMENT: 

• Pediculicidal medication 

• Shampoo as ordered by physician, if pediculosis capitis (head lice) 

• Towels Gloves Washcloth 

• Ointment for skin, if ordered by physician  

• Disposable gown 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient/caregiver. Instruct patient to cover eyes with washcloth, if procedure involves 

head lice. 

3. Follow manufacturer's instructions for medication use. 

4. Assemble equipment. 

5. Assist patient to remove clothing, if necessary. 

6. Saturate affected area of the body with medication as directed, and leave on for time period indicated in 

package insert. 

7. Wash affected area. 

8. If head lice are present comb hair with fine-tooth comb to remove nits. 

9. Assist patient to put on clean clothing, if necessary. 

10. Apply ointment to irritated areas on body, if ordered by physician. 

11. Discard soiled supplies in appropriate container. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Treatment provided, including: date, time, and medication applied. 
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b. Patient's response to treatment. 

2. Report any changes in patient's condition to supervisor or physician as appropriate. 
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INFECTION CONTROL: TREATMENT OF SCABIES: 

 

PURPOSE: 

To destroy the mite, relieve the itching and skin irritation caused by the mite, and prevent the spread of the 

infestation. 

 

CONSIDERATIONS: 

1. Patient should avoid scratching the rash, as scratching can cause skin to bleed and become infected. Wearing 

gloves at night can help. 

2. The physician may also want to preventively treat others living in the house. 

3. Itching will continue for several weeks to several months after treatment, even though the scabies mites are 

dead. 

4. A second treatment may be necessary in some cases after an interval of 7 to 10 days. If that is the case, the 

same procedure must be followed. 

5. All clothes, bed linens, wash cloths, towels, and any other articles that come into contact with the patients skin 

during the 48 hours prior to treatment must be washed with hot, soapy water and dried on the hot cycle of 

clothes dryer. 

6. All items that came into contact with the patient's skin during the 48 hours prior to treatment that cannot be 

washed, must be placed in a sealed plastic bag and remain untouched for 10 days. At that time, items can be 

removed and used once again. 

7. It is not necessary to treat overcoats, heavy winter jackets, furniture, etc. 

 

EQUIPMENT: 

• Scabicidal medication Soap 

• Water Towel Washcloth Gloves 

• Disposable gown 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient/caregiver. 

3. Follow manufacturer's instructions for medication use. 

4. Assemble equipment. 

5. Rub medication in thoroughly from neck to toes. Medication must be allowed to remain on for 8 to 12 hours 

6. After 8 to 12 hours (according to instructions with medication), wash, rinse, and dry entire body. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Treatment provided, including: date, time, and medication applied. 

b. Patient's response to treatment. 

Any changes in patient's condition must be reported to supervisor or physician, as appropriate. 
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INFECTION CONTROL: ISOLATION/PRECAUTION CATEGORIES 

 

PURPOSE: 

To reduce the risk of exposure and prevent the transmission of infection to patients and personnel. 

 

CONSIDERATIONS: 

1. Standard precautions are followed for all patients regardless of diagnosis. 

2. The following isolation/precaution categories have been developed by the Center for Disease Control to 

isolate patients for specific diseases. All professional staff that identify patients with the following disease 

processes will implement the designated precautions. 

3. Airborne Precautions: 

a. In addition to Universal Precautions, use airborne precautions for patients known or suspected to have 

illnesses transmitted by airborne droplet nuclei. Examples include: measles, chicken pox and tuberculosis. 

b. Wear OSHA-approved respiratory protection for patients with known or suspected tuberculosis.  

c. Do not enter the home of patients known or suspected to have rubeola (measles) or varicella (chicken 

pox) if susceptible to these infections. Immune employees should provide care to these patients. 

4. Droplet Precautions: 

a. In addition to Standard Precautions, use Droplet Precautions for patients known or suspected to have 

serious illnesses transmitted by large particle droplets. Examples include: Hemophilus influenza type b, 

Neisseria meningitisis disease, Strepococcal pharyngitis, diphtheria, pertussis, scarlet fever, adenovirus, 

influenza mumps, parvo virus B19 and rubella. 

b. Wear a surgical mask when entering the home of patients on Droplet Precautions. 

5. Contact Precautions: 

a. In addition to Universal Precautions, use Contact Precautions for patients known or suspected to be 

infected or colonized with epidemiologically important microorganisms that can be easily transmitted by 

direct contact with the patient (hand or skin-to-skin contact that occurs when performing patient care 

activities that require touching the patient’s dry skin) or indirect contact (touching) environmental surfaces 

or patient care items in the patient’s environment. 

Examples include: Clostridium difficile; other enteric pathogens accompanied by diarrhea (Shigella, Salmonella, 

hepatitis A, rotavirus); major abscesses, cellulitis, decubiti where drainage is not contained by dressing; scabies, 

herpes zoster, impetigo, Methicillin-resistant Staphylococcus aureus and Vancomycin- resistant Enterococcus. 

b. Gloves: Wear gloves when entering the home of a patient or contact precautions. Remove gloves before 

leaving the patient’s home and wash hands immediately. 

c. Gowns: Wear gowns when you anticipate substantial contact with the patient, environmental surfaces or 

items in the patient’s home; if the patient is incontinent, has diarrhea, an ileostomy or colostomy, or 

wound drainage not contained by a dressing. Remove the gown before leaving the patient’s home. 

6. Patients may be taken off Isolation Precautions when no longer considered infectious through consultation 

with the patient’s physician. 

7. Refer to CDC Guideline for Isolation Precautions for information on other diseases that may require isolation. 
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Infection Control: APPENDIX A 

 

Home Disinfection Table 

1. All solutions must be diluted freshly and used within 24 hours to ensure effectiveness. 

2. Solutions to be used on carpets and fabrics should be tested to prevent damage. 

* 1:10 = 1-part bleach mixed with 9 parts of water 

** 1:100 = 1-part bleach mixed with 99 parts of water 

 

DEFINITIONS: 

1. CLEANING: Removal of all foreign material from objects, e.g., soil, organic material. Normally 

accomplished with water, mechanical action, and detergents. Cleaning must precede disinfection and 

sterilization procedures. 

2. STERILIZATION: Complete elimination or destruction of all forms of microbial life by either physical or 

chemical processes (generally in-home care, sterile items are for one time use and are not resterilized). 

Disinfecting 

Product 

 

Concentration 

Contact 

Time 

 

Items That Can Be 

Disinfected 

 

Comments 

Level of 

Disinfection 

 

 

 

Sodium 

Hypochlorite 

(Bleach) 

 

 

1:10* (5,000 

ppm) 

 

 

> 20" 

Use to disinfect smooth, 

hard surfaces, drainage 

bags, leg bags, and 

equipment, clean up 

spills of blood or body 

fluid. 

 

Will corrode metals. 

Inactivates HIV, HBV, and 

M. Tuberculosis. 

 

 

High 

 

1:100** 

(500 ppm) 

 

 

10" 

Items that come in 

contact with intact skin, 

but not mucous 

membranes. 

 

 

Same as above. 

 

 

Intermediate 

 

 

 

Phenolic 5% 

(Lysol) 

 

 

 

 

Follow label 

 

 

 

 

10" 

 

 

 

Use to disinfect smooth, 

hard surfaces. 

Will corrode metals, will 

irritate skin, do not use on 

surfaces that contact skin or 

on equipment used with 

infants.  Use Lysol 

Concentrate for laundering. 

 

 

 

 

Intermediate 

Hydrogen 

Peroxide (3%) 

 

Do not dilute 

 

20" 

 

Smooth, hard surfaces 

ONLY. 

  

Intermediate 

 

 

Isopropyl or 

Ethyl Alcohol 

(70%) 

 

 

 

Do not dilute 

 

 

 

10" 

 

 

Smooth, hard surfaces, 

thermometers, 

tracheostomy cannulas, 

instruments. 

Will corrode metals. 70% 

Isopropyl Alcohol 

inactivates HBV and HIV. 

Eythl Alcohol inactivates 

HIV. 

 

 

 

Intermediate 
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3. DISINFECTION: Eliminates many or all pathogenic microorganisms on inanimate objects with the 

exception of bacterial spores. This is generally accomplished by the use of liquid chemicals or wet 

pasteurization. 

 

Levels of chemical disinfection: 

1. High Level: Destroys all microorganisms with the exception of high numbers of bacterial spores. 

2. Intermediate Level: Inactivates Mycobacterium tuberculosis, vegetative bacteria, most viruses, and most 

fungi, but does not necessarily kill bacterial spores. 

3. Low Level: Kills most bacteria, some viruses, and some fungi but cannot be relied on to kill resistant 

organisms such as tubercle bacilli or bacterial spores. 

A complete listing of disinfectants is available from: Antimicrobial Complaint System, Dept. of Preventive 

Medicine TTUHSC. Lubbock, TX 79430, 1-800-447-6349 

Infection Control: References 
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EMERGENCY 

ANAPHYLACTIC SHOCK 

 

PURPOSE: 

To provide standing orders for the licensed nursing staff to treat anaphylactic shock following the administration of 

a causative agent. 

 

CONSIDERATIONS: 

1. Signs and symptoms of anaphylaxis are: 

a. Appearance of hives on face and upper chest within seconds after allergen is administered. 

b. Diffuse erythema and the feeling of warmth with or without itching. 

c. Respiratory difficulty. 

d. Severe abdominal cramping with associated gastrointestinal or genital-ureteral symptoms. 

e. Vascular collapse with circulatory failure. 

2. Penicillin, Imferon, bee stings, or almost any repeatedly administered parenteral or oral therapeutic agent can 

cause an anaphylactic reaction. 

3. Wait and observe patient for at least 30 minutes after parenteral drug administration. 

4. Advise patients with drug sensitivities to wear alert tags. 

5. Advise patients with bee sting sensitivities to carry bee sting kits. 

6. Administer epinephrine hydrochloride cautiously to the elderly, pregnant, those with cardiovascular disease, 

hypertension, diabetes, hyperthyroidism, and psychoneurosis. Epinephrine hydrochloride is contraindicated in 

narrow angle glaucoma, organic brain syndrome, and cardiac insufficiency. 

 

EQUIPMENT: 

• Gloves Alcohol swabs 

• Epinephrine hydrochloride 1:1000 Tuberculin syringes 

• Blanket Antihistamine Tablets 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Quickly evaluate the patient and home situation. Arrange for immediate emergency care and transportation 

(call 911) while administering the epinephrine. 

3. For all suspect reactions, immediately stop drug administration. If on IV therapy, discontinue drug. 

 

4. Administer epinephrine hydrochloride as directed (physician orders may vary slightly from suggested 

guidelines). 

a. Adults - 0.2-0.5cc epinephrine hydrochloride 1:1000 subcutaneous or intramuscularly. Dose depends on 

size and musculature of patient. Safe dose is usually 0.3 or 0.4cc. If no response, dosage may be repeated 

every 5-10 minutes. Do not exceed a maximum of 4 to 5 doses. Do not repeat dose if patient develops 

palpitations, arrhythmia, ventricular fibrillation, or rapid rise in blood pressure. 

b. Children - Epinephrine hydrochloride 1:1000, 0.01ml per kg of body weight subcutaneous. If no response, 

repeat in 10 to 20 minutes. Do not exceed a total of 3 doses. Usual range is 0.1cc (10 kg/22 lb) to 0.3cc 

(30 kg/66 lb). 
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c. Infants (birth to 10 kg/22 lbs.) - 0.01ml epinephrine hydrochloride per kg of body weight. Usual range is 

0.04cc (4 kg/8.8 lb) to 0.1cc (10 kg/22 lb.) 

5. Initiate cardiopulmonary resuscitation, if necessary. 

6. If patient does not require immediate emergency medical care and transportation to an emergency facility, 

notify physician/patient's source of medical supervision and obtain further medical treatment orders. 

7. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident and contributing factors, i.e., bee sting, medication, etc. 

b. Treatment provided, including medication administered, dose, time, route, and site. 

c. Patient's response to treatment. 

d. Identity and location of emergency facility, if indicated. 

e. Condition of patient at time of transportation, if indicated. 
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EMERGENCY: BITES - HUMAN 

 

PURPOSE: 

To prevent infection or other complications from a human bite. 

 

CONSIDERATIONS: 

Human bites that break the skin may become seriously infected because the mouth is a source of bacteria. 

 

EQUIPMENT: 

• Gloves – if available Soap and water Clean or sterile gauze Tape 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient. 

3. Cleanse the wound with soap and water. 

4. Control bleeding. 

5. Cover with a non-medicated dressing. 

6. Secure dressing with tape. 

7. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Contact the physician to report the incident and obtain further orders. 

2. Contact the nursing supervisor to report the incident then complete the written incident report form and submit 

to supervisor within 72hrs. 

2. Document in patient's record: 

a. Incident and degree of injury. 

b. Treatment provided. 

c. Patient’s response to treatment. 
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EMERGENCY: BITES & STINGS 

 

PURPOSE: 

To prevent further damage and obtain medical treatment. 

 

CONSIDERATIONS: 

1. Infection, rabies, and tetanus are all possible dangers, depending on the animal involved. 

2. A bite on the face or neck should receive immediate medical attention. 

 

EQUIPMENT: 

• Sterile or clean gauze Tape 

• Soap and water Gloves – if available See Table 15-3A  

 

PROCEDURE: 

See the next page for signs, symptoms, and care of different bites and stings. 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient. 

3. Hold wound under running water and wash thoroughly with soap. Do not use antiseptics. 

4. Pat dry with gauze. 

5. Cover with unmedicated dressing. Avoid movement of affected part. Control bleeding if present. 

6. Notify physician – transfer to ER 

7. Notify Health Department. Be sure family understands importance of follow up with Health Department (In 

some areas incident is reportable to police, Public Health Department and Department of Agriculture.) 

8. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Do not let anyone destroy or release the animal. Note color, kind of animal, and other identifying information, 

especially name and address of animal's owner. 

2. Document in patient's record: 

a. Incident and degree of injury. 

b. Treatment provided. 

c. Patient's response to treatment. 

d. Notification of physician and Health Department. 
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EMERGENCY: BITES & STINGS 

INSECT BITES AND 
STINGS 

 

SIGNS AND SYPMPTOMS: 

Stinger may be present 

Pain 

Local Swelling Hives or 

rash 

Nausea and vomiting 

Breathing difficulty 

CARE: 

Remove stinger; scrape it 
away with card or knife 

Wash wound Cover 

wound Apply a cold 

pack 

Watch for signs and 
symptoms of allergic 
reactions; take steps to 
minimize shock if they 

TICK BITES 
 

SIGNS AND SYMPTOMS: 

Bull’s eye, spotted, or 
black and blue rash around 
bite or on other body parts 

Fever and chills Flu-like 

aches 

CARE: 

Remove tick with tweezers 

Apply antiseptic and 
antibiotic ointment to 
wound 

Watch for signs of 
infection 

Get medical attention if 
necessary 

 

SPIDER BITES 
 

SIGNS AND SYMPTOMS: 

Bite mark or blister Pain or 

cramping Nausea and 

vomiting 

Difficulties breathing and 
swallowing 

Irregular heartbeat 
 

CARE: 

If black widow or brown 
recluse: 

Call EMS personnel 
immediately to receive 
antivenin and have wound 
cleaned 

SCORPION STINGS 
 

SIGNS AND 

SYMPTOMS: 

Bite Mark Local 

Swelling 

Pain or cramping 

Nausea and vomiting 

Profuse sweating or 
salivation 

Irregular heartbeat 
 

CARE: 

Wash wound Apply 

a cold pack 

Get medical care to 
receive antivenom 

Call EMS personnel or 
local emergency 
number 

 

SNAKEBITES STINGS 
 

SIGNS AND SYMPTOMS: 

Bite Mark 

Severe pain and burning 

Local swelling and 
discoloration 

 

CARE: 

Wash wound 

Keep bitten part still and 
lower than heart 

Call EMS personnel or 
local emergency number 

 

MARINE LIFE & WILD 
ANIMAL BITES: 

 

SIGNS AND SYMPTOMS: 

Possible marks Pain 

Local swelling 
 

CARE: 

If jellyfish – soak area in 
either vinegar, alcohol, or 
baking soda paste 

If stingray – soak area in 
nonscalding hot water until 
pain goes away - clean 
bandage wound 

Call EMS personnel or 
local emergency number if 
necessary 

 

DOMESTIC BITES 
 

SIGNS AND SYMPTOMS: 

Bite mark 

Bleeding Pain 

CARE: 

If wound is minor wash 
wound, control bleeding, 
apply a dressing, and get 
medical attention as soon 
as possible 

If wound is severe, call 
EMS personnel or local 
emergency number, 
control bleeding, and do 
not wash wound 

 

HUMAN BITES 
 

SIGNS AND 

SYMPTOMS: 

Bite mark Pain 

CARE: 

If wound is minor, wash 
wound, control 
bleeding, apply a 
dressing, and get 
medical attention as 
soon as possible 

If wound is severe, call 
EMS personnel or local 
emergency number, 
control bleeding, and do 
not wash wound 
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EMERGENCY: BLUNT TRAUMA 

 

PURPOSE: 

Prevent further injury, swelling and pain. 

 

CONSIDERATIONS: 

1. A hemophiliac or person on anticoagulant therapy who injures him/herself should seek medical attention 

immediately. 

2. If trauma occurs to the eye area, the patient should see the physician. 

 

EQUIPMENT: 

• Cold compresses or ice pack Gloves – if available 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient. 

3. Inspect affected body part for injuries, i.e., abrasions, cuts, fractures, dislocations, swelling. 

4. If extremity is affected, elevate above the level of the heart, if it does not cause more pain. 

5. Apply cold compresses or ice pack for 30 minutes. Do not apply directly on skin. 

6. If swelling or pain persists, reapply ice packs intermittently for comfort, and refer to physician. 

7. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Contact referring physician if other injuries are suspected or swelling continues to progress past one-half hour. 

2. Contact the nursing supervisor to inform of injury and then complete a written incident report and submit to 

supervisor within 72 hrs. 

2. Document in patient's record: 

a. Incident and degree of injury. 

b. Treatment provided. 

c. Patient's response to treatment. 
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EMERGENCY: BURNS – THERMAL 

 

PURPOSE: 

To prevent further tissue damage and lessen pain. 

 

CONSIDERATIONS: 

1. Do not open blisters or remove burned tissue. 

2. Do not apply antiseptic preparations, sprays, ointments, or other home remedies to burns without a physician's 

order. 

3. Consider any second or third degree burn serious and seek medical attention (call 911). 

4. Second degree burns covering more than 15% of the body surface and those with third degree burns extending 

over more than 2% of their body surface will probably require hospitalization. Percentage of the body surface 

area involved can be roughly estimated using the "Rule of Nine." Head and neck 

= 9%, front of trunk = 18%, arm = 9%, leg = 18%, 

perineum = 1%. 

5. Treat for shock as necessary. 

6. Elevate burned feet or legs. Keep burned hands above heart level, if it does not increase pain. 

7. If person has facial burns, sit or prop him up and observe for difficulty in breathing. Oxygen should be 

administered if it is available. 

8. Soft tissue will continue to burn for minutes after source of heat has been removed. It is essential to cool any 

burned areas immediately with large amounts of cool water.  Do not use ice or ice water on other than 

superficial burns. Ice or ice water can cause critical body heat loss and may also make the burn deeper. 

9. If victim is conscious, not vomiting, and medical help is one hour away, have him slowly sip one glass of 

water to which two pinches of salt and one pinch of baking soda have been added. 

 

EQUIPMENT: 

• Cool water 

• Ice (only on superficial burns) Dry sterile gauze or clean cloth Blanket, sheet and towels Gloves if 

available.  

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient. 

3. First-degree burn – Damage is limited to the epidermis, causing redness, discoloration, mild swelling, or pain. 

a. Submerge the burned area in cold water for 2 to 10 minutes or apply ice. If pain present, repeat up to 3 

times) 

b. Blot dry gently with clean clothes or dry sterile gauze. 

c. Apply dry sterile gauze as a protective bandage if needed. 

4. Second-degree burn – The epidermis and part of the dermis is damaged producing redness, mottling, blisters, 

pain, swelling, wet appearance of skin.  

a. If skin not broken, immerse in cool water for 2 to 10 minutes. 

b. Blot area dry gently and cover with dry sterile gauze or a clean cloth. 

5. Third-degree burn – The entire epidermis and dermis is destroyed causing deep tissue destruction. 

6. The area is white or charred in appearance, no blisters and not painful. 
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a. Protect burned area from the air with a thick, sterile, dry dressing or gauze or clean cloth. 

b. Immediately arrange for transportation to the hospital. 

c. Make no attempt to strip away clothing from charred areas. 

d. Apply cool pack to face, hands, or feet after bandaging. Do not apply directly on skin. 

7. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident and degree of injury. 

b. Treatment provided. 

c. Patient's response to treatment. 

2. Contact physician to report the incident and obtain further orders. 

3. Contact Nursing Supervisor to report incident. 

4. Complete a written incident report and submit to supervisor within 72 hrs. 
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EMERGENCY: BURNS – CHEMICAL & ELECTRICAL 

 

PURPOSE: 

To prevent further injury and promote healing of burned area. 

 

CONSIDERATIONS: 

1.  Before treating, call 911. 

2. Follow first aid instructions on the label of chemical container, if available. 

3. In cases involving some powder or dry chemicals, it may not be appropriate to flush with water. If a dry 

chemical is involved, carefully brush the chemical off the skin with a gloved hand or a cloth, if possible, and 

check package or package insert for emergency information. 

4. Water temperature should be cold to tepid. Washing should be done with gentle flow. 

 

EQUIPMENT: 

• Water 

• Dry sterile dressing – clean if sterile is not available Gloves – if available 

 

PROCEDURE: 

1.  Call 911. 

2. Adhere to Universal Precautions. 

3. Explain procedure to patient. 

4. Chemical burns of skin: 

a. Wash away chemical with large amounts of water using a hose or shower, if possible, for at least 20 

minutes. 

b. Remove victim's clothing from the involved area, but avoid spreading chemical to unaffected areas. Cover 

the burned area with clean, dry dressing. 

4. Chemical burns of eye: 

a. Wash face, eyelid, and eye with large amounts of water for at least 20 minutes. 

b. Turn victim's head to the side, hold the eyelid open, pour water from the inner corner of the eye outward, 

making sure the chemical does not wash into the other eye. 

c. Cover affected eye with dry, sterile dressing and tape in place. Do not permit patient to rub his/her eyes. 

d. Refer to medical treatment. 

5. Electrical Burns: 

a. Look for two burn sites – entry and exit. Tissues beneath may be severely damaged. 

b. Cover burn injuries with a dry, sterile or clean dressing. Give care to minimize shock. 

c. Do not cool burn(s) with water. Look for painful, swollen and deformed extremities. 

d. With burn victims of lightening, look and care for life-threatening conditions (i.e. respiratory or cardiac 

arrest). Victim may also have fractures, including spinal – so do not move him or her. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident and degree of injury. 

b. Chemical that caused burn. 

c. Treatment provided. 
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d. Patient's response to treatment. 

e. Referral to medical care. 

2. Contact physician to report the incident and obtain further orders. 

3. Contact Nursing Supervisor to report incident. 

4. Complete a written incident report and submit to supervisor within 72 hrs. 
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EMERGENCY: CARDIOPULMONARY RESUSCITATION (CPR) ADULT 

 

PURPOSE: 

To provide immediate basic life support to the adult. 

 

Note: CPR Certification required. 

CONSIDERATIONS: 

1. Possible indications for initiation of CPR are drowning, suffocation, drug overdose, trauma, electrocution, 

heart attack, and stroke. 

2. If rescuer is alone performing CPR call 911 immediately after establishing unresponsiveness. If no telephone 

available, begin CPR. 

3, CPR is stopped only when: 

a. Spontaneous return of pulse and respirations occurs. 

b. Another trained individual takes over. 

c. Physician assumes responsibility. 

d. Rescuer is exhausted and unable to continue resuscitation. 

4. While performing CPR, utilize a one-way valve mask, e.g., Laerdal Pocket-Mask, if available. 

5. An adult is anyone 8 years old and above. 

 

EQUIPMENT: 

• One-way valve mask (if available) Gloves – if available 

• Personal Protective Equipment – if available 

 

PROCEDURE: 

Resuscitation (CPR) Adult 

1. One Rescuer CPR 

a. Establish unresponsiveness by gently shaking the victim and ask "Are you okay"? Avoid excessive shaking 

that may cause further damage to already present injuries. 

b. Call for help. If help unavailable, call 911. 

c. Log roll victim into proper positioning for initiation of CPR. 

d. Open the airway by tilting head and lifting chin. 

A) Place one hand on the victim's forehead and apply firm, backward pressure with the palm. 

B) Place the tips of the fingers of the other hand under the lower jaw on the bony part near the chin, bringing 

the chin forward and tilting the head back. 

 

Note: In case of neck injury, do not hyperextend the head by lifting the neck. Lift the jaw by grasping the angles of 

the mandible and lift the jaw with both hands, one on each side; slightly tilt the head. 

e. Establish breathlessness by leaning over the victim. Rescuer places his/her ear over victim's nose and 

mouth looking toward victim's chest for 3 to 5 seconds. 

(1) Look for rise and fall of chest. 

(2) Listen for air passage of exhalation. 

(3) Feel with cheek for flow of air. 

f. Ventilate victim by pinching nostrils closed. Give two full breaths. Allow lungs to deflate between 

ventilations (1 to 1/2 seconds). 
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Note: If victim has tracheostomy, seal victim's mouth and nose; blow into the tracheostomy to inflate lungs. 

 

g. Check for presence of pulse by feeling for the carotid pulse on the side nearest rescuer. 

h. Take 5 to 10 seconds to feel for presence of pulse. 

 

Note: If pulse is present, continue rescue breathing every 5 seconds until spontaneous breathing returns. Notify 

Emergency Medical System (EMS). Continue to check for pulse after every 12 breaths or 1 minute. 

 

i. If no pulse present, begin chest compression. For effective chest compressions, the rescuer must have 

proper hand positioning. 

(1) Using index and middle fingers, run fingers along margins of rib cage to the sternum. 

(2) With middle finger on notch (where rib and sternum meet), the index finger is placed next to the 

middle finger. 

(3) Place heel of hand on lower half of the sternum next to the index finger. 

(4) Place other hand on top of the positioned hand. Interlock fingers but keep them off the chest wall. 

(5) Lock elbows, lean over the victim with your shoulders directly over your hands and sternum of the 

victim. 

(6) Using the weight of your upper body, depress the sternum 1 to 2 inches at a rate of 80-100 times per 

minute. 

(7) After each compression, relax the pressure completely, and allow the chest to return to its normal 

position. This should be done without pausing. Never lift your hands off the chest or change their 

position, as you may lose correct hand positioning resulting in ineffective chest compressions. 

j. Perform 15 compressions counting "one, and two, and three....and fifteen." 

k. After 15 compressions, move to victim's head and give 2 full breaths to the victim in rapid succession 

within a period of 4-5 seconds. 

l. Move back to chest, find proper hand positioning, and begin 15 compressions. 

m. Repeat this cycle four times. 

n. After giving two full breaths of the last cycle, look, listen, and feel to determine whether spontaneous 

breathing has returned. 

o. Check for a carotid pulse. 

p. If breathing and pulse are still absent, resume single rescuer CPR of 15 compressions, alternating with two 

ventilations. 

 

Note: Stop and check for return of spontaneous breathing and pulse every 4 to 5 minutes. 

 

q. If a second person trained in CPR becomes available for CPR, that person can relieve the first rescuer. 

(1) Second rescuer assumes position for compressions. 

(2) Initial rescuer moves to the head and opens airway; checks carotid pulse. 

2. Two Rescuer CPR by Health Professionals: 

a. Second rescuer identifies him/herself as "I know CPR, have you called for help"? If first rescuer has not 

called for help, second rescuer will activate the Emergency Medical System (EMS). 

b. Second rescuer to position him/herself on opposite side of victim as first rescuer, and begin compressions. 

c. First rescuer to give one full breath after every fifth compression. 
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d. Second rescuer maintains compression rate at 80 per minute, counting loudly, "one and two...five." After 

5th compression, rescuer one pauses to allow rescuer two to give full breath. Rescuer one waits for chest 

to rise and fall before resuming compressions. (Ratio 5:1) 

 

e. Two Rescuer Change of Position: 

(1) Rescuer performing compressions initiates switching of positions by stating "change...and two and 

three and four and five." 

(2) Rescuer giving breaths ventilates after the 5th compression, then moves to the chest, finding correct 

hand position. 

(3) Rescuer at chest moves to head, and checks pulse for 5 seconds. If no pulse, rescuer gives a breath and 

tells other rescuer to continue CPR. 

(4) Continue this sequence. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident, include date and time. 

b. Treatment provided, include duration. 

c. Patient's response to treatment. 

d. Notification of emergency medical personnel and physician. 

e. Discussion with nursing supervisor. 

 

2. Complete written incident report and submit to nursing supervisor within 72 hrs. 
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EMERGENCY: CARDIOPULMONARY RESUSCITATION (CPR) INFANT/CHILD 

 

PURPOSE: 

To provide immediate basic life support to infant or child. 

 

Note: CPR Certification required. 

 

CONSIDERATIONS: 

1. Possible indications for initiation of CPR are drowning, suffocation, drug overdose, trauma, electrocution, and 

stroke. 

2. If rescuer is alone performing CPR, he/she should perform CPR for one minute, then quickly telephone for 

help. If no telephone available, continue CPR. 

3. Artificial ventilation frequently causes gastric distention in the infant or child victim. The incidence of gastric 

distention can be minimized by limiting ventilation volume to the point that the chest rises. Attempts to 

relieve gastric distention should be avoided because of the danger of aspiration. 

4. Hyperextending the neck when opening the infant’s airway can cause obstruction of the airway. 

5. Accuracy of the finger position for external cardiac compressions will avoid damage to internal organs. 

6. CPR is stopped only when: 

a. Spontaneous return of pulse and respirations occurs. 

b. Another trained individual takes over. 

c. Physician assumes responsibility. 

d. Rescuer is exhausted and unable to continue resuscitation. 

7. Health care workers follow guidelines for Standard Precautions No. 14.01 while performing CPR, utilizing a 

one-way valve mask, e.g., Laerdal Pocket-Mask. 

 

EQUIPMENT: 

• One-way valve mask 

• Gloves – if available 

• Personal Protective Equipment 

 

PROCEDURE: 

1. One rescuer CPR of the infant (up to one year of age) 

a. Establish unresponsiveness. 

(I) Observe for movement. 

(II) Turn on back, place on hard surface. 

(III) Tap feet or gently shake shoulders and shout. 

(IV) If not responsive, shout for help. 

b. Open the airway. 

(I) Use chin-lift maneuver to open airway. 

(II) Do not hyperextend neck. 
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c. Establish breathlessness. 

(I) Maintain open airway. 

(II) Look, listen and feel for breathing for 3 to 5 seconds. 

(III) Look for rise and fall of chest, listen for air movement over baby's mouth, feel with cheek for air 

leaving mouth. 

d. Breathing. 

(I) Seal mouth and nose of victim with rescuer's mouth. 

(II) Give 2 small puffs of air at 1 to 1.5 seconds per inflation. 

(III) Observe chest rise with inflation, and allow for chest deflation after each breath. 

e. Circulation. 

(I) Feel for brachial pulse for 5 to 10 seconds. 

(II) If there is a pulse, continue rescue breathing 1 breath every 3 seconds. Notify Emergency Medical 

System (EMS). 

(III) If no pulse, assume the position for chest compressions. Draw an imaginary line between nipples. One 

finger breadth below imaginary line place 2 to 3 fingers on sternum. Fingers must be parallel to 

sternum. 

(IV) Compress sternum to depth of 1/2" to 1" at a rate of at least 100 compressions per minute. 

(V) Establish rhythm by counting "one and two and three and four and five..." 

(VI) Give puff after every 5 compressions. 

f. Continue CPR for 1 minute, and then perform "vitals check." If no one has called 911, do so now. 

(I) Maintain open airway, and check for pulse. 

(II) If victim still has no pulse, continue CPR beginning with one puff followed by 5 compressions. 

(III) If pulse returns without breathing, continue rescue breathing every 3 seconds. 

(IV) Reassess every few minutes. 

2. One Rescuer CPR of the Child 1 to 8 years. 

a. Establish unresponsiveness. 

(I) Tap or gently shake shoulder and shout. 

(II) Shout "Are you okay"? 

(III) If not responsive, shout for help. 

b. Open the airway. 

(I) Use chin-lift maneuver to open airway. 

c. Establish breathlessness. 

(I) Maintain open airway. 

(II) Look, listen and feel for breathing for 3 to 5 seconds. 

(III) Look for rise and fall of chest, listen for air movement, and feel with cheek for air leaving child’s 

mouth. 
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d. Breathing. 

(I) Seal mouth with rescuer's mouth, and use fingers to pinch nose. 

(II) Give 2 slow breaths at 1 to 1.5 seconds per inflation. 

(III) Observe chest rise with inflation, and allow for chest deflation after each breath. 

e. Circulation. 

(I) Feel carotid pulse closest to rescuer for 5 to 10 seconds. 

(II) If there is a pulse, continue rescue breathing 1 breath every 3 seconds. Notify Emergency Medical 

System (EMS). 

(III) If no pulse, assume the position for chest compressions. Kneel by victim's shoulder. Locate sub sternal 

notch. Measure 2 fingers above notch. Place heel of one hand on sternum. Keep fingertips off chest. 

(IV) Apply chest compressions vertically to the depth of 1" x 1-1/2" at a rate of 80 to 100 compressions per 

minute. 

(V) Establish rhythm by counting "one and two and three and four and five..." 

(VI) Give one slow breath after every 5 compressions. 

f. Continue CPR for 1 minute, and then perform "vitals check." If no one has called 911, do so now. 

(I) Maintain open airway, and check for pulse. 

(II) If victim still has no pulse, continue CPR beginning with one full breath followed by 5 compressions. 

(III) If pulse returns without breathing, continue rescue breathing every 3 seconds. 

(IV) Reassess every few minutes. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident, include date and time. 

b. Treatment provided, include duration. 

c. Patient's response to treatment. 

d. Notification of emergency medical personnel and physician. 

2. Report incident to nursing supervisor and complete a written incident report to supervisor within 72 hrs. 
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EMERGENCY: CHILDBIRTH 

PURPOSE: 

To provide care before, during, or after an unexpected birth. 

 

EQUIPMENT: 

Bulb syringe (if available) Soap and water 

Clean towels Tape Blanket 

Gauze pads or sanitary pads Gloves – if available 

Protective eyewear and disposable gown (if available) 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Ascertain immediate needs of the mother/infant. Have the mother assume a lithotomy position. 

3. Call for emergency assistance. 

4. Prior to and during delivery: 

a. Wash the mother's perineum. 

b. Exert gentle pressure against the head of the infant with a clean or sterile towel to control progress. This 

also prevents undue stretching of perineum and sudden expulsion of the infant through the vulva with 

subsequent complications. 

c. Encourage mother to pant at this time to prevent bearing down. If membranes have not ruptured by the time 

the head is delivered, they must be removed immediately by tearing them at the nape of the infant's neck. 

d. Holding infant's head in both hands gently exert downward pressure towards the floor, therefore slipping 

the anterior shoulder under the symphysis pubis. 

e. If the cord is looped around the infant's neck, gently slip it over the infant's head. 

f. Support the infant's body and head as it is born. 

g. Pick infant up gently by feet with head down, to help drain mucous and prevent aspiration. Gently rubbing 

the infant's back may stimulate breathing. It is important to immediately clear the nasal passages and 

mouth thoroughly. You can do this by using your finger, a gauze pad or a bulb syringe. 

h. If infant is not breathing, use gentle mouth-to- mouth breathing. 

i. After infant cries, dry and wrap baby with clean towel and place on mother's abdomen where she can see 

him/her. This is to reassure the mother and apply weight over the uterus to help the uterus to contract. 

j. Watch for signs of placental separation. 

5. When placenta is delivered, do the following: 

a. When cord stops pulsating gauze in two places between the mother and newborn leave placenta attached to 

newborn and place placenta in plastic bag or wrap in a towel for transport to hospital. 

b. Do not cut cord. The physician will cut it later. 

c. If placenta does not separate, continue massaging uterus. 

6. After the birth: 

a. Depending on the immediate needs of the mother and infant, observe the mother for bleeding, and initiate 

appropriate emergency procedures, e.g., treatment for shock if necessary. 

b. Check fundus for firmness and massage if indicated. Breast feeding will stimulate contractions to reduce 

risk of excessive bleeding. 

c. Assist in preparing mother and infant for transportation to medical facility. Remain with mother until 

assistance arrives. 
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d. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Record and send pertinent information with mother: 

a. Time of birth. 

b. Condition of infant, i.e., color, cry, activity, vital signs. 

c. Any pertinent observations of mother and infant. 

 

Contact physician and document discussion. 3. Inform nursing supervisor 
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EMERGENCY: CONVULSIONS 

 

PURPOSE: 

To provide a safe environment and protect patient from injury and keep airway open. 

 

CONSIDERATIONS: 

1. Do not place blunt object between victim's teeth. 

2. Do not restrain victim. 

3. Do not pour liquid into victim's mouth. 

4. Do not place victim in a tub of water. 

5. In most cases, a seizure will last 2 to 5 minutes. 

 

EQUIPMENT: 

• Gloves – if available 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Prevent injury by removing sharp or other dangerous objects from victim's vicinity. 

3. Turn victim to one side to prevent aspiration of saliva or vomitus. 

AFTER CARE: 

1. After seizure, allow victim to sleep or rest. 

2. If seizure was precipitated by a high fever, give a tepid water sponge bath continuously until fever is reduced. 

3. Document in patient's record: 

a. Length and characteristics of seizure. 

b. Treatment provided. 

c. Patient's response to treatment. 

4. Contact physician to report incident and obtain further orders. 

5. Emergency care (call to 911) may be necessary if: 

a. Seizure lasts more than a few minutes. 

b. Victim has repeated seizures. 

c. Victim appears to be injured. 

d. Uncertain about cause of seizure. 

e. Victim is pregnant. 

f. Victim is known Diabetic. 

g. Victim is infant or child. 

h. Seizure takes place in water. 

h. Victim fails to regain consciousness after the seizure. 

(I) Initiate Cardiopulmonary Resuscitation if indicated. 
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EMERGENCY: CUTS AND ABRASIONS 

 

PURPOSE: 

To provide prompt treatment to prevent hemorrhage, relieve shock, prevent infection, and avoid danger of tetanus. 

 

CONSIDERATIONS: 

1. Wounds may vary from minor lacerations to severe injuries. 

2. Seek medical help (call 911) for: 

a. Gaping wounds. 

b. Wounds with extensive tissue damage. 

c. Puncture wounds. 

d. Wounds that continue to bleed. 

 

EQUIPMENT: 

• Sterile gauze or clean cloth Tape 

• Blanket 

• Gloves – if available 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient. 

3. Wash wound with soap and water. 

4. Apply sterile dressing. Use pressure if bleeding is uncontrolled- by placing the palm of your hand on the 

dressing directly over the entire area of the wound. Reinforce dressing with additional layers of gauze or 

cloth, continuing direct hand pressure. 

 

Note: Do not disturb blood clots formed on dressing. 

 

4. Apply pressure bandage. 

5. Elevate involved extremity above the level of the heart. 

6. If direct pressure and elevation of the part do not stop the bleeding, pressure should also be applied to the 

artery supplying blood to the area, e.g., femoral or brachial. 

7. Treat for shock. Keep victim lying down, and keep warm. Cover with blanket and slightly elevate the legs if 

possible. 

8. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident and degree of injury, wound location and size. 

b. Treatment provided. 

c. Patient's response to treatment. 

2. Contact physician to report incident and obtain further orders. 

3. Contact nursing supervisor to report. 
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EMERGENCY: CUTS AND PUNCTURES OF EYE OR EYELID 

 

PURPOSE: 

To provide prompt attention to prevent further injury and development of infection. 

 

CONSIDERATIONS: 

1. Avoid touching the eye. Use very light pressure while applying dressing to prevent further injury. 

2. Penetrating (puncture) injuries of the eye are extremely serious and can result in blindness- call 911. 

 

EQUIPMENT: 

• Sterile water or tepid water Sterile gauze or clean dressing Tape 

• Gloves – if available 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient. 

3. Puncture of eye: 

a. Call 911. 

b. Make no attempt to remove object or wash the eyes. 

c. Cover both eyes loosely with sterile or clean dressing secured with tape. Avoid pressure on the eyes. 

Coverage of both eyes is necessary to prevent movement of affected eye. 

d. Keep victim quiet and lying on his back until EMS arrives. 

4. Injury of eyelid: 

a. Call 911. 

b. Stop hemorrhaging by gently applying direct pressure. 

c. Gently rinse wound with sterile water (if available) or tepid tap water, and apply sterile or clean dressing. 

Tape dressing in place or hold snugly by bandage that encircles the head. 

d. Bruises above and below the eye should be treated by immediate cold applications to lessen bleeding and 

swelling. 

e. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident and degree of injury. 

b. Treatment provided. 

c. Patient's response to treatment. 

3. Contact physician to report incident and obtain further orders. 

4. Contact nursing supervisor to report injury to patient. 
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EMERGENCY: DISCHARGE FROM EARS 

 

PURPOSE: 

To assess cause of discharge for proper treatment and prevention of further injury. 

 

CONSIDERATIONS: 

1. Discharge from ears may be a result of perforation of the tympanic membrane due to: 

a. Otitis media - may be purulent. 

b. Skull fracture - may be clear or blood tinged. 

c. Other trauma - may be clear or blood tinged. 

2. Do not allow victim to hit him/herself on the side of his/her head in an effort to restore hearing. 

3. Do not insert instruments or any kind of liquid into the ear canal. 

 

EQUIPMENT: 

• Gloves – if available Gauze or cotton 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Obtain history and assess victim for cause of discharge. Skull fracture may be indicated by loss of 

consciousness, headache, nausea, vomiting, and obvious deformity from skull depression. 

3. Discharge caused by rupture of eardrum: 

a. Place small piece of gauze or cotton loosely in the outer ear canal for protection. 

b. Obtain medical care. 

4. Discharge caused by skull fracture: 

a. Do not clean the ear. 

b. Do not stop the flow of cerebrospinal fluid from the ear. 

c. Turn victim on his/her side with affected ear down (unless contraindicated, i.e., spinal cord injury), with 

head and shoulders propped up on a small pillow to allow fluid to drain away. 

d. Call 911. 

5. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident, type and amount of discharge. 

b. Treatment provided. 

c. Patient's response to treatment. 

2. Contact physician to report incident and obtain further orders. 
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EMERGENCY: FAINTING 

 

PURPOSE: 

To prevent injury and aspiration. 

 

CONSIDERATIONS: 

1. An unconscious person should not be given anything orally. 

2. Fainting is usually accompanied by pallor, diaphoresis, coldness of skin, dizziness, numbness and tingling of 

hands and feet, nausea, and possible visual disturbance. 

3. Patient should be observed carefully after fainting, as this might be a symptom of a serious condition. 

 

EQUIPMENT: 

• Washcloth 

• Gauze, tissues, or handkerchief 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. If patient feels weak or dizzy, assist to lying position, or lower head to knee level. 

3. If available, break ammonia ampule under patient's nose. 

4. Loosen tight clothing. 

5. If patient vomits, roll to side or turn head to the side, wiping vomitus from mouth. 

6. Maintain an open airway by tilting the patient's head back. If neck injury is suspected, use jaw thrust method 

of opening the airway. 

7. Examine the patient to determine if any other injury was sustained from falling. 

8. Keep patient warm. 

9. Call 911 if patient becomes unresponsive. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident and any injury. 

b. Treatment provided. 

c. Patient's response to treatment. 

2. Contact physician to report incident and obtain further orders. 

3. Inform nursing supervisor. 

4. If there is some injury to the patient, submit a written incident report to nursing supervisor. 
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EMERGENCY: FOREIGN BODY IN EYE 

 

PURPOSE: 

To remove foreign body from the eye and prevent further injury. 

 

CONSIDERATIONS: 

1. It is important to assess what the object is, e.g., metal, wood, lint, as object may be embedded or may result in 

infection. Do not attempt to remove any object embedded in the eye. 

2. Keep patient from rubbing eye. 

3. Do not insert any instrument into eye in an attempt to remove a foreign body. 

4. Refer patient to physician or ER if object is embedded in eye or something is thought to be embedded but 

cannot be located. 

 

EQUIPMENT: 

• Dry sterile gauze, handkerchief, or clean tissue Cotton-tipped applicator 

• Sterile water or tepid tap water Gloves – if available 

• Paper Cup 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient. 

3. Pull down lower lid to determine if object is on inner surface. If object does lie on inner surface, gently 

remove it with corner of sterile gauze, clean handkerchief or paper tissues dipped in water. Never use dry 

cotton around the eye. 

4. If object has not been located, it may be lodged beneath the upper lid. 

a. While patient looks down, grasp lashes or upper lid gently. 

b. Pull upper lid forward and down over lower lid. Tears may dislodge the foreign object. 

c. If foreign object is still in eye, depress upper lid with a cotton-tipped applicator placed horizontally on top 

of the cartilage and avert the lid by pulling upward on the lashes against the applicator. Remove the 

foreign body with the corner of the gauze or clean handkerchief and replace the lid by pulling downward 

gently on the lashes. 

d. Flush the eye with sterile water or tepid tap water. Apply protective dressing. 

e. If embedded in eye, stabilize as best you can and place a sterile dressing around the object or use a paper 

cup to support the object – apply a bandage. 

f. Refer for medical assistance. Call 911 and inform patient’s physician. 

5. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident and degree of injury. 

b. Treatment provided. 

c. Patient's response to treatment. 

2. Refer to medical assistance, if indicated.
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EMERGENCY: FOREIGN BODY AIRWAY OBSTRUCTION (HEIMLICH 

MANEUVER) 

 

PURPOSE: 

To expel food or foreign objects lodged in the throat blocking the airway. 

 

CONSIDERATIONS: 

1. Patient education of common causes of airway obstruction and precautions to avoid airway 

obstruction is very important. 

a. Take small pieces of food, chew slowly and thoroughly. 

b. Avoid laughing and talking during meals. 

c. Avoid excessive alcohol intake before and during meals. 

d. Instruct children to avoid walking, running, or playing with food or small objects in their 

mouths. 

e. Keep small objects (beads, marbles, etc.) away from infants and small children. 

2. Early recognition of airway obstruction is important for successful management. 

a. Partial airway obstruction with good air exchange. 

Symptoms: Forceful cough and good air exchange. 

Treatment: Encourage victim to continue coughing and breathing efforts. Do not interfere with 

victim's efforts to expel the obstruction at this time. 

b. Partial airway obstruction with poor air exchange. 

Symptoms: Weak, ineffective, high-pitched noises while inhaling, increased respiratory 

difficulty, possible cyanosis of mucous membranes and nail beds. 

Treatment: Manage as obstructed airway. 

c. Complete airway obstruction. 

Symptoms: Victim unable to speak, breathe, or cough; may clutch his neck (universal distress 

signal). 

Treatment: Immediate effort to relieve obstruction is necessary as no air exchange can occur, 

victim will lapse into unconsciousness and death will follow. 

3. Attempt to calm victim by identifying yourself as knowledgeable in management of airway 

obstruction, reassuring victim you will assist him. 

4. Two maneuvers for relieving airway obstruction are manual thrusts and finger sweep. 

 

EQUIPMENT: 

Personal Protective Equipment. 

 

PROCEDURE: 

Adhere to Universal Precautions. 

 

Victim Standing or Sitting 

1. Identify airway obstruction by asking victim "Are you choking"? If person is coughing 

weakly or making high-pitched noises or is not able to speak, breathe, or cough forcefully, 

tell the victim that you are trained in first aid and offer to help. 
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2. If you are alone shout for help. If there is a bystander, have that person phone the EMS 

system. 

3. Do abdominal thrusts as follows: 

a. Stand behind victim, wrapping arms around his/her waist. 

b. Grasp one fist with your other hand, placing thumb side of fist against victim's abdomen 

between waist and rib cage. 

c. Grasp your fist with your other hand. Press your fist into the victim's abdomen with a 

quick upward thrust. Be sure your fist is directly on the midline of the victim's abdomen 

when you press. Do not direct the thrusts to the right or left. 

4. Repeat the thrusts until the obstruction is cleared or until the person becomes unconscious. 

 

Victim Lying (Know n Choking) 

1. Check victim for unresponsiveness. 

2. Shout for help. If help unavailable, call 911. 

3. Roll victim onto his/her back. 

4. Open the airway. Look, listen, and feel for breathing. 

5. Deliver five (5) abdominal thrusts by placing the heel of your hand midline between the 

victim's waist and rib cage, pressing into abdomen with quick inward and upward thrusts. 

Continue abdominal thrusts until the obstruction is relieved. 

Important: If the foreign body is seen in the mouth, it should be removed by performing a 

tongue-jaw lift and sweeping finger through the mouth. If object is not seen, do not attempt to 

dislodge with finger, as the object may be pushed further into the throat. 

 

Obese or Pregnant Victim – Standing or Sitting (Known Choking) 

1. If the victim is too large to wrap your arms around him/her to perform abdominal thrust or 

if pressure to the abdomen will cause complications as in pregnancy, an alternative 

technique to use is chest thrusts. 

2. Stand behind the victim encircling his/her chest, placing your arms directly under the 

victim's armpits. 

3. Form a fist and place the thumb side of your fist on the middle of breastbone (avoid the 

xiphoid process or margins of the rib cage). 

4. Grasp your fist with your other hands and exert five 

(V) quick backward thrusts. Continue the series of chest thrusts until the obstruction is 

relieved. 

                                                                                       

Obese or Pregnant Victim - Lying (Known Choking) 

1. Kneel facing the victim. 

2. Position victim on his/her back; place the heel of your hand on the lower half of the victim's 

sternum (avoiding the xiphoid process or margins of the cage). 

3. Administer quick downward thrusts that will compress the chest cavity 1-1/2 to 2 inches. 

Continue the series of chest thrusts until the obstruction is relieved. 
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Choking Victim Who Becomes Unconscious on the Caregiver 

Victim with obstructed airway becomes unconscious: 

1. Additional Assessment 

a. Position the victim. Turn on back as a unit; place face up with arms by sides. 

b. Call for "Help" and call 911 if no one else available to call. 

2. Foreign Body Check - Finger Sweep: 

a. Keep victim's face up. 

b. Use tongue-jaw lift to open mouth. 

c. Sweep deeply into mouth to remove foreign body. 

3. Breathing Attempt: 

a. Open airway with head tilt/chin lift. 

b. Seal mouth and nose properly. 

c. Attempt to ventilate. 

4. Heimlich Maneuver - Abdominal Thrusts: 

a. Straddle victim's thighs. 

b. Place heel of one hand against victim's abdomen, in the midline slightly above the navel 

and well below the top of the xiphoid. 

c. Place second hand directly on top of first hand. 

d. Press into the abdomen with quick upward thrusts. 

e. Perform 5 abdominal thrusts. 

5. Sequencing. Repeat steps 2-4 until airway obstruction is removed. 

6. After airway obstruction is removed: Check for breathing and pulse. If pulse is absent, 

ventilate a second time, and start cycles of compressions and ventilations. If pulse is present, 

open airway and check for spontaneous breathing. If breathing is present, monitor breathing 

and pulse closely; maintain open airway. If breathing absent, perform rescue breathing at 

12-times/minute and monitor pulse. 

7. Place in recovery position (also called fetal position.) 

 

Unconscious victim and cause is unknown 

1. Call 911. Open airway by hyperextending the neck and establish absence of breathing; 

attempt to ventilate. 

2. If unsuccessful, reposition head and try to ventilate again. 

3. If still unable to open airway, administer five abdominal thrusts. 

4. Perform tongue-jaw lift and finger sweep. 

5. Reposition head and attempt to ventilate. 

6. If victim cannot be ventilated, repeat sequence of abdominal thrusts, finger sweep; attempt 

to ventilate until successful. If successful in removing the foreign object, perform mouth-to-

mouth ventilation or CPR if necessary (see policy ). 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident.    b.   Treatment provided.   c. Patient's response to treatment. 

2. Notify physician. Document any subsequent orders, if indicated. 

3. Inform nursing supervisor of occurrence. 
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EMERGENCY: FOREIGN BODY IN NOSE 

 

PURPOSE: 

To remove foreign body from nose and prevent further injury. 

 

CONSIDERATIONS: 

1. Bloody, excessive nasal discharge or pain may indicate a foreign body in the nostril. 

2. Only remove object if it is easily accessible and if attempting to remove it will not push 

object further into nostril. 

 

EQUIPMENT: 

• Flashlight 

• Forceps or tweezers Gloves – if available 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient. 

3. Using flashlight, observe type of object and location. 

4. Remove object with forceps or tweezers, if readily accessible. 

5. If object is not easily removed, have patient seek medical attention. 

6. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident and degree of injury. 

b. Treatment provided. 

c. Patient's response to treatment. 

2. Refer to medical care, if indicated. 
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EMERGENCY: FRACTURES – OPEN AND CLOSED 

 

PURPOSE: 

To render first aid to the person suffering a fracture. 

 

CONSIDERATIONS: 

1. The person suffering a fracture may have suffered additional injuries, which require 

immediate emergency treatment before initiating care for the obvious injury. 

2. Signs and symptoms of a fracture are: 

a. Pain continues with increasing severity until bone fragments are immobilized. 

b. Loss of functions; inability to use part. 

c. False motion; abnormal mobility. 

d. Deformity (visible or palpable). 

e. Localized swelling and discoloration of the skin from the trauma and/or from the 

hemorrhage that follows. 

f. Crepitation, grating sensation due to rubbing together of the bone fragments. 

3. Fractures are classified as: 

a. Open: when skin integrity has been broken, creating the risk of infection. 

b. Closed: when the fracture does not break the skin integrity. 

4. Fractures may impair circulation requiring immediate medical attention. Signs of circulatory 

impairment include coolness, blanching, decreased sensation, and diminished or absent 

pulses. 

5. Splints to immobilize fractures may be provided with household items such as pillows, 

magazines, blanket rolls, newspapers, and boards. 

 

EQUIPMENT: 

• Splinting material Sterile or clean dressing Gloves, if available 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient. 

3. Give immediate attention to the patient's respiratory and circulatory condition. 

a. Evaluate for airway and breathing difficulties. Initiate the steps for cardiopulmonary 

resuscitation, if necessary. 

b. Control hemorrhage. 

(1) Control bleeding by direct pressure. 

(2) If not effective, apply digital pressure over the artery closest to the bleeding area. 

c. Treat for shock. 

(1) Assess for signs and symptoms of shock including falling blood pressure, cold and 

clammy skin, and rapid, thready pulse. 

(2) Keep the patient warm and slightly elevate the legs, if possible. 

4. Observe the entire body using methodical head to toe system to assess for angulation, 

shortening, or asymmetry to indicate a fracture. 

5. Cut away clothing, if necessary, to inspect fractured part. 
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6. Assess the vascular status of the extremity. 

7. Cover open fracture with sterile or clean dressing. 

8. Immobilize the joint above and below the fracture site. 

9. Assess the vascular status of the extremity again after splinting. 

10. Arrange for immediate medical attention (Call 911). 

11. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident and degree of injury. 

b. Treatment provided. 

c. Patient's response to treatment. 

d. Medical treatment obtained. 

e. Home safety deficits. 

f. Equipment needs. 

g. Call to physician with any change in orders 

h. Call to nursing supervisor. 

i. Write up injury to patient on an incident report form and submit to nursing supervisor 

within 72 hrs. 
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EMERGENCY: JOINT DISLOCATION 

 

PURPOSE: 

To render first aid to the person suffering a joint dislocation. 

 

CONSIDERATIONS: 

1. A dislocation is a displacement of a bone from the joint, particularly at the shoulder, elbow, 

finger or thumb, usually as a result of a fall or direct blow. 

2. Signs and symptoms of a dislocation are: 

a. Pain. 

b. Change in the contour of a joint. 

c. Change in the length of an extremity. 

d. Loss of normal movement. 

e. Change in axis of the dislocated bone. 

3. Children under six years of age are prone to dislocation of the elbow because of immature 

head of the radius. 

4. Dislocation may impair circulation requiring immediate medical attention. Signs of 

circulatory impairment include coolness, blanching, decreased sensation, and diminished or 

absent pulses. 

 

EQUIPMENT: 

• Splint and/or sling 

• Cold compresses or ice bag 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient. 

3. Assess for adequate circulation. 

4. Apply splint or sling, as appropriate. 

5. Elevate the affected limb and apply compress or ice, if available, to reduce swelling. 

6. Arrange for immediate medical attention. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident and degree of injury. 

b. Treatment provided. 

c. Patient's response to treatment. 

d. Medical treatment obtained. 

e. Home safety deficits. 

f. Equipment needs. 

g. Call to physician with any change in orders 

h. Call to nursing supervisor. 

Write up injury to patient on an incident report form and submit to nursing supervisor within 

72hrs. 
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EMERGENCY: SPRAINS & STRAINS 

 

PURPOSE: 

To render first aid to a person suffering from a sprain and strain. 

 

CONSIDERATIONS: 

1. A sprain usually occurs by forcing a joint beyond the normal range of motion. This motion 

causes injury to the soft tissue surrounding the joints by stretching or tearing ligaments, 

muscles, tendons, and blood vessels. 

2. The signs and symptoms of a sprain are: rapid swelling, bruising, discoloration of the skin, 

and pain upon movement of the joint. 

3. It is usually impossible to tell a sprain from a closed fracture without an x-ray. 

 

EQUIPMENT: 

• Cold compresses or ice bag Compression wrap (elastic bandage) 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient. 

3. Elevate and rest the affected part (above the level of the heart, if possible) for at least 12 

hours. 

4. Apply cold compresses or ice bag intermittently (15 minutes on, 15 minutes off during 

waking hours) for the first 12 to 48 hours in order to reduce swelling and pain. Do not apply 

directly on skin. 

5. Ambulate as tolerated. 

 

AFTER CARE: 

1. If the sprain is severe with instability of the joint or if the swelling and pain persists, refer 

for medical assistance. 

2. Document in patient's record: 

a. Incident and degree of injury. 

b. Treatment provided. 

c. Patient's response to treatment. 

d. Referral to medical assistance. 
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EMERGENCY: GUNSHOTS AND KNIVES WOUNDS: 

 

PURPOSE: 

To treat hemorrhage and shock until emergency care is available. 

 

CONSIDERATIONS: 

1. Care of a patient with a gunshot or knife wound is focused on the prevention and treatment 

of hemorrhage, infection, and further damage to organs and tissues. 

2. The patient should not be given anything orally. 

3. The knife or bullet should not be removed. 

4. Securing all sides of an occlusive dressing may cause a tension pneumothorax. 

 

EQUIPMENT: 

• Gloves – if available Gauze or clean cloth Thick towel 

• Tape Petroleum jelly 

 

PROCEDURE: 

1. Call 911. 

2. Adhere to Universal Precautions. 

3. Explain procedure to patient. 

4. To stop bleeding: 

a. Apply direct pressure by placing a dressing or towel directly over the entire area of the 

wound. 

b. Do not disturb blood clots formed on dressing. Reinforce dressing with additional layers 

of gauze or cloth, continuing direct pressure. Apply pressure bandage. 

c. Elevate injured extremity above the level of the victim's heart. 

5. If direct pressure and elevation of the part do not stop the bleeding, pressure should also be 

applied to the artery supplying blood to the area (femoral or brachial). 

6. For a sucking chest wound: 

a. Instruct victim to exhale. 

b. Apply occlusive dressing with petroleum jelly, and tape in place on 3 sides. (Or you may 

use a plastic bag, plastic wrap, or aluminum foil folded several times, if sterile occlusive 

dressing is not available.) Cover wound with thick towel, and hold in place to seal it to 

the chest. 

7. Treat for shock (keep patient warm, lying down, feet elevated slightly above heart level if 

possible). 

8. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident and degree of injury. 

b. Treatment provided. 

c. Patient's response to treatment. 

d. Referral to medical assistance (911). 
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e. Call to MD. 

f. Call to nursing supervisor re: incident. 

 

2. Submit written incident report to nursing supervisor within 72 hrs. 
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EMERGENCY: HEAD INJURY 

 

PURPOSE: 

To evaluate and monitor patient sustaining head injury until EMS arrives. Prevent further injury 

and complications. 

 

1. It is necessary to observe the symptoms common with head injuries, which are reportable to 

the emergency medical caregivers. Clinical manifestations indicative of a head injury are: 

• Unconsciousness Headaches Dizziness 

• Confusion or delirium Respiratory Irregularities Symptoms of shock 

• Changes in body temperature Pupillary abnormalities 

• Visual disturbances Nausea and vomiting 

• Clear or blood-tinged fluid draining from nose or ears 

• Bleeding from nose, ear canal, or mouth 

• Paralysis of muscles of extremities of side opposite injury and paralysis of 

muscles on face on same side of injury 

• Disturbance of speech Convulsions, twitching of muscles Pale or flushed face 

• Weak and rapid pulse 

• Loss of bowel and bladder control 

2. If examination of scalp wound indicates cranial fracture, do not cleanse because of the danger 

of contamination of brain and increased bleeding. 

 

EQUIPMENT: 

• Pillow or rolled blanket Gauze dressing 

• Blood pressure cuff Stethoscope Gloves, if available 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Assess respiratory status. Open airway. Initiate CPR if indicated (see policy 15-7 through  

15-8). 

3. Evaluate for hemorrhage. 

4. Arrange for immediate medical attention (call 911). 

5. Determine patient's baseline condition. Report to physician. 

a. Assess level of responsiveness, orientation. 

b. Assess presence of headache, double vision, nausea, or vomiting. 

c. Check pupil size and reaction to light. 

d. Monitor blood pressure, pulse, respirations. 

e. Assess movement and strength of extremities. 

f. Assess for other injuries and open wounds. 

6. Obtain as much specific information about the injury as possible from the patient or  

witness. Report to physician or paramedics. 

a. What caused the injury? 

b. Force and direction of the blow? 
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c. Any loss of consciousness? How long? 

d. Any bleeding from eyes, ears, nose, mouth? 

e. Any paralysis or flaccidity of the extremities? 

f. Any seizure activity? 

7. Treatment. 

a. Keep patient lying down. Treat for shock. Immobilize neck. If necessary, open 

airway by chin lift/jaw thrust. If vomiting occurs, log roll patient to side while 

maintaining C-spine traction. Never position patient so that head is lower than rest 

of body. 

b. Control hemorrhage. 

c. Do not give fluids by mouth. 

d. Do not give sedatives. 

e. If scalp wound is present, apply a large dressing over injury, and bandage it in 

place with a full-head bandage. 

f. Treat other injuries. 

g. Maintain quiet restful environment, and continue to evaluate patient for any 

changes in condition. 

8. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1.     Document in patient's record: 

a. How injury occurred. 

b. Description of wound. 

c. Symptoms. 

d. Treatment administered and patient's response. 

2. Transfer recorded data to person assuming medical responsibility for patient 

3. Call nursing supervisor 
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EMERGENCY: HEAT EXPOSURE 

 

PURPOSE: 

To stabilize patient's condition until crisis passes or patient is transported to emergency facility. 

 

CONSIDERATIONS: 

a. It is important to instruct patients and caregivers to maintain adequate fluid and 

salt intake, wear loose fitting clothing, and rest frequently during hot weather. 

b. Persons who are hot and perspiring a lot should avoid drinking ice cold 

water/drinks too quickly or in too large quantity, as this may result in muscle 

cramps of the abdomen. 

c. Persons who experience heat cramps, exhaustion, or stroke should avoid 

immediate re-exposure to high temperatures. This person may remain 

hypersensitive to increased temperatures for a considerable length of time. 

d. Persons most vulnerable to heat cramps, exhaustion or stroke are the elderly, 

alcoholics, athletes, those who have cardiovascular disease, and persons working 

in a hot environment who perspire a lot. 

e. Stimulants such as coffee or tea should not be given to patients with symptoms of 

heat stroke. 

 

EQUIPMENT: 

• Cool water Salt Thermometer 

• Ice packs (optional) 

 

PROCEDURE: 

1) Adhere to Universal Precautions. 

2) For heat cramps and muscular spasms in legs and abdomen with faintness and profuse  

perspiration: 

a. Move patient to cool place, loosen clothing. 

b. Administer sips of cool drinking water. 

c. Massage gently to relieve muscle spasms. 

d. Restrict further activity until cool and well rested. 

3) Heat exhaustion is manifested by weak pulse, rapid/shallow breathing, generalized 

weakness, paleness, clammy skin, profuse perspiration, dizziness, and/or 

unconsciousness. 

a. Treat for shock and call 911. 

b. Move patient to cool place. 

c. Remove as much clothing as possible. 

d. Administer sips of cool, drinking water if fully conscious. 

e. Fan body to cool, but do not chill. 

4) Heat stroke is manifested by temperature of 104 degrees F. (40 degrees C) or higher; 

central nervous system dysfunction (delirium, psychosis, stupor, convulsions, coma); 

weak, rapid, irregular pulse; dry, hot, flushed skin and/or dilated pupils. 

a. Call 911. 
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b. Move patient to cool place. 

c. Remove clothing, assure open airway. 

d. Cool body temperature promptly by sponging continuously with ice water, 

or wrap in wet sheets. 

Note: If ice packs available, place around neck, under arms, and at the ankles. Do not 

apply rubbing (isopropyl) alcohol. The alcohol may cause poisoning, either through the 

skin or through inhalation. 

 

e. Monitor vital signs and level of responsiveness. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Symptoms present. 

b. Treatment provided. 

c. Patient's response to treatment. 

d. Medical assistance obtained. 

2. Discuss patient’s status with nursing supervisor. 
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EMERGENCY: HEMORRHAGE 

 

PURPOSE: 

To stop bleeding as soon as possible, while arranging for emergency care. 

 

CONSIDERATIONS: 

1) The presence of hemorrhage may be obvious, as in external hemorrhage or subtle, as in 

internal hemorrhage. 

2) Internal bleeding usually presents signs and symptoms based on the anatomical site 

where the bleeding occurs, e.g., change in mental status, pain, acute shortness of breath, 

or massive extremity swelling. 

3) Hemorrhage unchecked will lead to hypovolemic shock. 

4) Because of the diverse causes of hemorrhage, it may not be possible to locate the source 

of the bleeding and/or the site to apply direct pressure. 

 

EQUIPMENT: 

• Tape 

• Clean or sterile gauze Blanket 

• Blood pressure cuff Stethoscope Gloves 

• *Tourniquet (please see note) 

 

PROCEDURE: 

1) Adhere to Universal Precautions. 

2) Quickly evaluate the patient to determine the possible source of the bleeding. Monitor 

respirations, pulse, and blood pressure. 

3) If blood loss is significant, bleeding will not stop, or if patient presents symptoms of 

shock, arrange for emergency medical treatment. 

4) Control external bleeding by applying direct, firm pressure to the site of the bleeding or 

wound, using compressor gauze. If this compress becomes blood-soaked, apply 

additional cloth layers, while continuing to apply direct, firm pressure. Do not remove 

original compress. 

5) Unless there is evidence of fracture, elevate the injured extremity above the level of the 

heart. Immobilize the injured extremity. 

6) If direct pressure fails to stop the bleeding or cannot be applied directly because of a 

fracture, apply digital pressure to the arterial pressure point nearest the wound or 

bleeding. Apply pressure with the heel of the hand to cover the area where the pressure 

point is located. If hand placement is correct, there will be an absence of the pulse below 

the pressure point, and the patient may feel local tingling or numbness. 

7) Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident and degree of injury. 

b. Treatment provided. 
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c. Patient's response to treatment. 

d. Identity and location of emergency facility, if indicated. 

e. Condition of patient at time of transport, if indicated 

2. Contact nursing supervisor to report patient status. 

 

*Note – Tourniquets are rarely used as part of emergency care – it most often does more harm 

than good. ONLY used as a last resort to control bleeding/save a life and may result in the loss of 

the limb below the injury. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



RIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

      

 

Page | 358   

|Ph: 919-995-0554 | Ph: 919-400-5775  |FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

EMERGENCY: NOSEBLEED (EPISTAXIS) 

 

PURPOSE: 

To control bleeding and prevent hemorrhage. 

 

CONSIDERATIONS: 

1) Nosebleed may indicate an underlying disease, e.g., hypertension, a blood dyscrasia, 

anticoagulant therapy, coronary artery disease, alcoholism, or recent upper respiratory 

tract infection. 

2) Most nosebleeds stop when direct pressure is applied. 

3) Assess for symptoms of hypovolemic shock caused by severe blood loss. 

4) Check for Medic-Alert bracelet, which may indicate that patient has a blood dyscrasia. 

5) A patient with a nosebleed should remain quiet, sitting up and leaning slightly forward. If 

it is necessary to lie down, the head and shoulders should be elevated. 

 

EQUIPMENT: 

• 4 x 4 gauze pads (optional) 

• Cold compress or ice pack (optional) Gloves – if available 

 

PROCEDURE: 

1) Adhere to Universal Precautions. 

2) Explain procedure to patient. 

3) Place patient in a seated position with head slightly forward. 

4) Have patient pinch the nostrils together for a minimum of ten (10) minutes using a 4 x 4 

gauze pad if desired. (The nurse may have to do this for the patient.) 

5) An ice pack may be applied to the bridge of the nose. 

6) Obtain medical history and current medications. 

7) Take vital signs and observe patient's general condition. 

8) Contact the physician if bleeding is not controlled or transfer to ER. 

9) Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Severity and duration of bleeding. 

b. Treatment provided. 

c. Patient's response to treatment. 

2. Contact physician to report incident and obtain further orders. 
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EMERGENCY: POSTPARTUM HEMORRHAGE 

 

PURPOSE: 

To prevent excessive bleeding and resulting shock. 

 

CONSIDERATIONS: 

1. Most postpartum hemorrhage occurs within the first 24 hours after delivery. It can also 

occur a week or more after a delivery due to retained placental fragments. 

2. Blood loss greater than 500cc is considered hemorrhage. Six (6) fully saturated obstetrical 

sanitary pads are equivalent to 500cc blood loss. 

3. If fundus requires massaging, press uterus against symphysis pubis and vigorously massage. 

4. Breast feeding stimulates uterine contractions to reduce bleeding. 

 

EQUIPMENT: 

• Pillow/rolled towel Disposable bed pads Plastic sheet  

• Newspapers (optional) Ice bag (optional) Gloves, if available 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Explain procedure to patient. 

3. Palpate uterus for firmness. If atonic, massage fundus until firm. Continue monitoring uterus 

until medical assistance is obtained. Have patient breastfeed infant. 

4. Take vital signs, noting patient's color and general condition. 

5. Elevate the patient's pelvic area at least four (4) inches, using pillow or rolled towel. 

6. Obtain medical assistance. 

7. Place disposable bed pads and/or plastic sheet/newspapers under patient. 

8. Ice bag may be applied to vaginal area if patient is experiencing pain or bleeding from 

lacerations. 

9. Save all pads, clots, saturated bedding in order to estimate amount of blood loss. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Onset of bleeding. 

b. Estimated amount of blood loss. 

c. Vital signs, color and condition. 

d. Treatment provided. 

e. Patient's response to treatment. 

f. Medical care obtained. 

2. Contact Physician 

3. Contact Nursing Supervisor to report patient’s status 
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EMERGENCY: POISONING 

 

PURPOSE: 

To prevent death or permanent disability related to ingestion of poisonous or toxic substances. 

 

CONSIDERATIONS: 

1) Much information printed in professional literature regarding emergency treatment of 

poisoning is inaccurate and may prove harmful to the patient if followed. Many poison 

charts distributed to patients are based on outdated information that has now been largely 

disproved. Therefore, when faced with a poisoning in the home, it is essential that the 

nurse contact the nearest regional poison control center for instructions before instigating 

treatment.  

2) Remember that the nurse will have to consider the impact and interaction of all 

substances that the patient has ingested with the toxic substance. 

3) Toxic substance exposure may result from exposure to any one or a combination of the 

following: 

a. Prescription and non-prescription drugs. 

b. Poisonous plants and mushrooms. 

c. Household products 

d. Cosmetics. 

e. Industrial chemicals. 

f. Pesticides. 

g. Venomous insect bites and stings. 

h. Snake bite. 

i. Food poisoning. 

4) Nursing personnel should assess the patient/caregiver environment for potential exposure 

to toxic substances and should provide appropriate patient teaching to prevent such 

occurrences. 

5) Product labels are often wrong, may not have been updated in years and may contain 

erroneous antidote instructions. Do not rely on these labels for instructions. 

6) Do not give victim anything to drink or eat unless so advised by medical professionals. If 

poison is unknown and the victim vomits, save some of the vomit, which the hospital 

may analyze to identify the poison. Put in a clean container. Look for pieces of plant, pill 

fragments, or blood in the vomit and report any such findings to the EMT or emergency 

room personnel. 

 

EQUIPMENT: 

• Ipecac Syrup (15 to 30cc) – only use if recommended by PCC or physician. 

• Activated Charcoal – only use if recommended by PCC or physician (25-50 grams – 

adult, ¼-1/2 adult dosage – child) 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Assess the victim's status. 
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3. Determine the cause of toxic substance poisoning. 

4. Call the nearest regional poison control center, and be prepared to provide the following 

information. 

a. Patient data: name, age, sex. 

b. Name of toxic substance. 

c. Read and/or spell name of all ingredients on label. 

d. Estimate amount of exposure or amount ingested. 

e. Time of ingestion or exposure. 

f. Symptoms manifested by victim, e.g., vomiting, burns to mouth, pain, drowsiness. 

g. Weight of victim -- this information will be especially important in such poisonings as 

Tylenol, aspirin, and iron. The amount of many substances ingested relative to the 

weight of the patient determines toxicity. In addition, protocols for clinical management 

will depend on mg/kg ingestion or exposure. 

5. Follow instructions given by Regional Poison Control Center or appropriately qualified 

physician with knowledge of toxicology. 

6. General emergency procedures for major categories of poisoning: 

a. Inhaled Poison: 

(1) Get victim to fresh air, Oxygen if available. 

(2) Avoid inhaling fumes. 

(3) Open doors and windows to increase ventilation of environment and dissipate fumes. 

(4) If victim is unconscious, assess for initiation of CPR (see policy ). 

b. Topical Poison: 

(1) Remove clothing contaminated with toxic substance. 

(2) Flood skin with water for ten (10) minutes. 

(3) Wash skin gently with soap and water, and rinse. 

(4) Assess skin for integrity. Seek further medical treatment, if indicated. 

c. Poison in the Eye: 

(1) Flood the eye with lukewarm water poured two or three inches from the eye. 

(2) Repeat irrigation for 15 minutes. 

(3) Instruct victim to blink frequently while eye is being irrigated. 

(4) If eyelid is shut, do not force eyelid open. 

(5) Refer victim for medical treatment. 

d. Ingested Poison: 

(1) Medicine - do not administer anything until instructions have been obtained from the 

Poison Control Center. 

(2) Chemical in Household Products - If instructed by the Poison Control Center to 

induce vomiting use the dose of Ipecac Syrup prescribed by the physician (usually 

15cc). Follow administration of Ipecac by eight ounces of water. Instruct victim to 

drink as much water as possible. If vomiting has not occurred within twenty minutes, 

repeat preceding procedure. If vomiting still does not occur, call physician. 

Physician may prescribe – liquid charcoal. 

(3) You can dilute some caustic or corrosive substances by giving the victim water to 

drink in order to dilute poison and decrease potential for burning and damaging 

tissue. Should not cause vomiting with these products. 
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AFTER CARE: 

1. Refer to ER or physician for further examination and treatment. 

2. Document in patient's record: 

a. Incident. 

b. Treatment provided. 

c. Patient's response to treatment. 

d. Call to MD. 

e. Call to nursing supervisor to report patient status. 
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EMERGENCY: POISONING - COMMON TOXIC SUBSTANCES 

 

Household Products:      

Alcoholic beverages Ammonia Spot removers  

Lantana Camara (Red 

sage)  

Antifreeze Strychnine  Larkspur 

Ant syrup or paste Automotive 

products  Sulfuric acid  Laurels 

Bathroom bowl  Super glue  Lily-of-the-Valley  

Cleaner Bleach Turpentine Lobelia  

Boric Acid  Veterinary products  Marijuana  

Camphophenique  Weed killers Mayapple  

Charcoal lighter fluid  Window wash solvent Mistletoe  

Cleaning fluid    Moonseed  

Clinitest tablets Plants Monkshood 

Copper and brass cleaners  Anemone  Morning Glory 

Corn and wart remover  Angel trumpet tree Mother-in-Law plant  

Detergents Apricot kernels Mushroom Narcissus  

Dishwasher detergents  Arrowhead Nightshade  

Disinfectants Avocado - leaves Oleander Periwinkle 

Drain cleaners  Betel nut palm Peyote (mescal)  

Epoxy glue kit  Bittersweet Buckeye Philodendron  

Furniture polish  Buttercups Caladium Poison Ivy Poison  

Garden sprays  Calla lily Oak 

Gasoline Caster bean 

Poppy (California Poppy 

excepted)  

Gun cleaners  

Cherries - wild and 

cultivated Pokeweed 

Hair dyes  Crocus, Autumn Primrose Potato  

Iodine Daffodil Sprouts  

Iron medications  Daphne Ranunculus  

Kerosene Lighter  Delphinium Rhododendron 

Fluid Model  Devil's Ivy Rhubarb - blade  

Cement Muriatic  

Dieffenbachia (Dumb 

Cane) Rosary Pea 

Acid Mushrooms Elderberry 

Star-of-Bethlehem 

Tobacco 

Nail polish Elephant Ear Tomato vines  

Nail polish remover  English Ivy Tulip 

Oven cleaner Four O’clock Water Hemlock  

Paint Holly berries Wisteria 

Paint remover  Foxglove Yew 
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EMERGENCY: POISONING - COMMON TOXIC SUBSTANCES contd. 

Paint thinner  Horsetail reed   

Perfume Hyacinth   

Permanent wave solutions  Hydrangea   

Pesticides Iris   

Plants 

Ivy (Boston, English and 

others)   

Prescription and non-prescription 

medicines Jack-in-the-pulpit   

Rat killers  Jequirity Bean   

Rubbing alcohol  Jerusalem Cherry    

Shaving lotion  Jessamine (Jasmine)    

Silver polish  Jimpson weed    

Snail bait (Thorn apple) Jonquil   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



RIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

      

 

Page | 365   

|Ph: 919-995-0554 | Ph: 919-400-5775  |FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

EMERGENCY: AUTONOMIC DYSREFLEXIA (HYPERREFLEXIA) 

 

PURPOSE: 

To recognize and treat this medical emergency. 

 

CONSIDERATIONS: 

1. Autonomic dysreflexia is a serious medical phenomenon that occurs in patients with a spinal 

cord injury with lesions above the area of the 6th thoracic segment (usually, loss of 

sensation below the nipple line or higher). 

2. Pathology: A stimulus (i.e., distended bladder), initiates a reflex action of the sympathetic 

and parasympathetic systems that cannot be reversed by the action of vasomotor center 

because of the level of spinal cord lesion. The most common stimuli are infection and 

irritating stimuli on the skin such as decubiti, bladder calculi, bladder infection, bladder 

distention, fecal impaction, and bladder, bowel or anal manipulation such as rectal exams, 

cystoscopy, catheterization, etc. 

3. Precautionary Measures: 

a. Always be aware of the potential for autonomic dysreflexia in spinal cord injury, 

including chronic patients. 

b. Reduce the possibilities of irritating stimuli (decubiti, plugged catheters, fecal impaction, 

hard stool in the anal sphincter, pressure from shoes and braces). 

c. Any newly admitted spinal cord injured patient should have blood pressure and pulse 

taken before and after first rectal exam to recognize this condition, if it exists. 

d. Any patient with plugged catheter, fecal impaction, etc., should have blood pressure and 

pulse taken before and after treatment. 

e. Any patient with hyperreflexia should have this noted on the front of the chart with a note 

stating: "any rectal and/or urologic procedures may be accompanied by marked blood 

pressure rise." 

f. Diagnosis should always include location of spinal cord injury. 

g. Instruct the family in signs and symptoms and potential for occurrence. 

4. Symptoms: 

a. Sweating of forehead. 

b. "Goose pimples." 

c. Headache. 

d. Flushing. 

e. Anxiety. 

f. Nasal obstruction. 

g. Paroxysmal hypertension as high as 300/160 with pounding headache. 

h. Slow pulse. 

EQUIPMENT: 

Catheter supplies (if applicable) Gloves 

Personal Protective Equipment 
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PROCEDURE: 

1. Adhere to Universal Precautions. 

 

2. Explain procedure to patient. 

3. Place the patient in a sitting position. 

4. Drain the bladder. Do not drain more than 600cc at one time. If catheter is plugged, irrigate 

with no more than 30cc of solution. If no results, replace the catheter. 

5. For fecal mass, insert hemorrhoidal & anesthetic ointment into the rectum. After symptoms 

have subsided, gently remove fecal mass. 

6. If the marked elevated blood pressure does not decline within one minute, contact the 

physician. 

 

Note: The "average" quadriplegic will have a blood pressure of 90/60 or lower in the sitting 

position. 

 

7. If the blood pressure declines after the bladder is emptied, continue to observe the patient 

closely, as the bladder can go into severe contractions, causing hypertension to recur. 

8. Follow medical instruction and call 911 if indicated. 

9. Discard soiled supplies in appropriate containers. 

 

AFTER CARE: 

1 Document in patient's record: 

a. Incident and vital signs. 

b. Treatment provided. 

c. Patient's response to treatment. 

d. Identity and location of emergency facility, if indicated. 

e. Condition of patient at time of transportation, if indicated. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



RIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

      

 

Page | 367   

|Ph: 919-995-0554 | Ph: 919-400-5775  |FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

EMERGENCY: STROKE 

 

PURPOSE: 

To identify signs/symptoms of stroke and take appropriate action in order to maintain life. 

 

CONSIDERATIONS: 

Signs and symptoms of stroke are: Partial/total paralysis (unilateral or bilateral) Loss of 

consciousness 

Aphasia Headache 

Hyper or hypotonia 

Sensory impairment (touch, visual) Convulsions 

Lack of coordination Incontinence Lethargy 

Nausea and/or vomiting 

 

EQUIPMENT: 

• Manometer Stethoscope Otoscope (optional) 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Check for patent airway -- initiate cardiopulmonary resuscitation, if indicated. (See 

Cardiopulmonary Resuscitation, No. 15.07.) *If there is fluid or vomit in victim’s mouth, 

position on side to allow fluids to drain out. May have to use “finger sweep” to clear 

material from mouth. 

3. Determine level of consciousness. 

4. Measure and assess patient's response to commands. Determine loss of impaired vision, 

speech, and motor ability. 

5. Obtain vital signs. 

6. Call 911, as indicated. 

7. Reassure and calm the patient and family. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident, signs and symptoms of stroke present, and vital signs. 

b. Treatment provided. 

c. Patient's response to treatment. 

d. Identity and location of emergency facility, if indicated. 

e. Condition of patient at time of transportation, if indicated. 

f. Communication with patient’s physician and nursing supervisor. 
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EMERGENCY: UNEXPECTED DEATH IN THE HOME 

 

PURPOSE: 

Ensure proper and timely reporting of death in the home to appropriate legal/medical personnel. 

 

CONSIDERATIONS: 

1. State and/or local regulations supersede any procedure identified here. 

2. All home deaths must be reported to the coroner. 

3. The coroner makes a decision to (either) visit/not visit the home based on information they 

receive regarding the death. 

4. All information that can be given to the coroner to reassure him/her that there was no 

evidence of foul play, etc., will be helpful in facilitating the timely removal of the body 

from the home with minimal trauma to the family. 

5. Although this is a function usually performed by the mortuary or cremation society, anyone 

may make the initial contact with the coroner's office -- physician, agency staff member or 

family member. 

6. The coroner must be notified and approval given before a body can be removed from the 

home. 

7. Check on regulations and policies for pronouncements with your agency. 

8. Regardless of who makes the initial contact, the coroner will need to speak to at least one 

other party to corroborate information regarding the death. This may mean that the coroner 

will speak with either a family member or preferably an agency staff member, if present. 

9. Follow your state’s reporting requirements that refer to communicable diseases. 

 

EQUIPMENT: 

• Personal Protective Equipment 

 

PROCEDURE: 

Unwitnessed death with obvious signs that there has been a great length of time elapsed since 

death occurs and rigor mortis is present: 

1. Adhere to Universal Precautions. 

2. Contact coroner and physician. Await further instructions from coroner. 

3. Instruct family to select mortuary, if arrangements not already made. 

4. Contact mortuary for removal of body when authorization received from coroner. 

5. Remain in the home until final arrangements made, body removed, and responsible family 

member present. 

6. Notify nursing supervisor of patient's death. 

Unwitnessed death when time of death is unknown and no rigor mortis is present: 

1. Adhere to Universal Precautions. 

2. Initiate cardiopulmonary resuscitation, unless a Do Not Resuscitate order is in place. (See 

Cardiopulmonary Resuscitation, No. 15.07. and Section 1 “Rights and Ethics” of the 

Administrative Policy & Procedure Manual.) The general rule- is to always resuscitate a 

body that feels warm and a victim of extreme cold. However, some victims may have 

Advanced Directives or a Community DNR order. Hospital DNRs are not sufficient for  
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use in home care (community). In most instances, you should honor the wishes of the victim 

expressed in writing. State and local laws may vary – if you are in doubt about validity of 

advanced directives, attempt to resuscitate. 

3. Call 911. 

4. Notify physician. 

5. Remain in home; provide support to family until further instructions received from medical 

personnel. 

6. Notify nursing supervisor of home situation. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Name, telephone number of coroner, and physician notified, in situation of obvious death. 

b. Disposition of body, in situation of obvious death. 

c. Emergency medical care, if cardiopulmonary resuscitation is initiated. 

d. Contact the physician. 

2. Submit a written incident report for all patient deaths at home (whether or not the death was 

expected). 

 

Recommended Reportable Deaths to Coroner: 

1. No physician in attendance. 

2. The deceased has not been attended by a physician in the 20 days prior to death. 

3. Physician unable to state the cause of death. 

4. Known or suspected suicide. 

5. Known or suspected homicide. 

6. Involving any criminal action or suspicion of a criminal act. 

7. Related to, or following known or suspected self- induced or criminal abortion. 

8. Associated with known or alleged rape or crime against nature. 

9. Following an accident or injury (primary or contributory, occurring immediately or at some 

remote time). 

10. Drowning, fire, hanging, gunshot, stabbing, cutting, starvation, exposure, alcoholism, drug 

addiction, strangulation, or aspiration. 

11. Accidental poisoning (food, chemical, drug, therapeutic agents). 

12. Occupational diseases or occupational hazards. 

13. Known or suspected contagious disease, constituting a public hazard. 

14. All deaths where a patient has not fully recovered from an anesthetic, whether in surgery, 

recovery room, or elsewhere. 

15. All deaths in which the patient is comatose throughout the period of physician's attendance, 

whether in home or hospital. 

16. Solitary deaths (unattended by physician or other persons in period preceding death). 

17. All deaths of unidentified persons. 
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EMERGENCY: HYPOTHERMIA 

 

PURPOSE: 

To identify patients with hypothermia and prevent further decrease in core body temperature. 

 

CONSIDERATIONS: 

1) Identifiable signs of hypothermia are:  

• Confusion 

• Disorientation  

• Slurred speech Low  

• Blood pressure  

• Weak pulse 

• Trembling on one side of body  

• Does not feel the cold 

• Hard to arouse 

• Shallow, weak breathing 

• Puffy face, waxy, oddly pink at times  

• Muscle tightening 

• Difficulty in moving 

2) Those most at risk are the elderly, very young, and already ill individuals. 

 

3) Specific situations and disorders predispose anyone to accidental hypothermia. 

a. Individuals with decreased ability to produce body heat. 

Examples: malnutrition hypothyroidism Parkinson's disease 

b. Individuals with increased heat loss. 

Examples: prolonged exposure to cold acute ethanol intoxication 

c. Individuals with impaired thermoregulation. 

Examples: brain damage central nervous system depression (drugs) 

 

4) Moderate to severe hypothermia is defined as a core body temperature of 89.6 degrees F 

(32 degrees C) to 77 degrees F (25 degrees C); mild hypothermia is 89.6 - 95 degrees F 

(32 - 35 degrees C). Note: Temperature below 34 degrees C cannot be measured with an 

ordinary thermometer. 

 

5) Patients in deep hypothermia may not exhibit detectable signs of life, however, warming 

procedure is indicated. 

 

6) Special precautions are required for the moderate to severe hypothermia victim to 

minimize cardiac dysrhythmias. 

 

 

EQUIPMENT: 

• Blankets 
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PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Observe patient and environment to identify signs of hypothermia. 

3. Take vital signs. Before starting CPR check victim’s pulse for up to 45 seconds. 

4. Initiate cardiopulmonary resuscitation, if indicated. 

5. Obtain immediate emergency medical care. 

6. Remove cold or wet clothing. Keep patient dry. 

7. Never rub the injured area; this aggravates tissue damage. 

8. Wrap patient in blankets, handling gently to minimize cardiac dysrhythmia. 

9. Hot water bottles, heating pads (if the victim is dry) or other heat sources can help re-warm 

the body. Apply heat sources only to the trunk, at the armpits and groin. Keep a barrier 

between the heat source and victim to avoid burning. Do not warm victim too quickly, rapid 

re-warming can cause dangerous heart rhythms. If victim fully conscious may give hot, 

nonalcoholic, non-caffeinated liquids. 

10. Continue observing patient and warming procedure until medical assistance is obtained. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident, degree of injury, and environment. 

b. Estimated length of time exposed to cold environment. 

c. Treatment provided. 

d. Patient's response to treatment. 

e. Medical assistance obtained. 

f. Communication with patient’s physician. 

 

2. Report patient status to nursing supervisor. 
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EMERGENCY: DRUG OVERDOSE 

 

PURPOSE: 

To prevent further injury by obtaining prompt medical assistance. 

 

CONSIDERATIONS: 

1. Depending on the drug, the patient may have respiratory depression, cold and clammy skin, 

lethargy, dilated or constricted pupils, weak rapid pulse, decreased or increased tendon 

reflexes, coma, agitation, arrhythmias, or hallucinations. 

2. Some types of overdose stimulate the central nervous system and can cause tinnitus, 

vomiting, hyperventilation, fever, and hyperactivity. Severe cases may cause convulsions, 

dehydration, decreased sensorium, respiratory failure, and cardiovascular collapse. 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Assess patient's general condition, and treat the patient for respiratory distress. 

3. Call 911. 

4. Note patient's age and estimated weight. 

5. Ask the patient or caregiver what medication, amount and dosage ingested. 

6. Contact the patient’s physician 

7. If you don't know what substance was ingested, look for burns in and around the mouth, 

smell the breath for any unusual odors, and examine hands and clothing for stains or 

residue. If there is vomit – place some in clean plastic container for analysis by hospital lab. 

 

AFTER CARE: 

1. Send the suspected drug medication container with the patient, if available. 

2. Record and send with patient: 

a. Patient's age and estimated weight. 

b. Suspected drug information. 

c. Treatment provided. 

d. Patient's response to treatment. 

e. Document the above information in patient's record 

3. Communicate incident with nursing supervisor 

4. Submit written incident report to nursing supervisor within 72 hours. 
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EMERGENCY: SHOCK, HYPOPERFUSION  

 

PURPOSE: 

To provide first-aid treatment while arranging for emergency medical care. 

 

CONSIDERATIONS: 

1. Signs and symptoms of shock are: 

a. Falling arterial pressure and decreasing pulse pressure. 

b. Increasing pulse rate and respirations rate. 

c. Thready, weak pulse. 

d. Cold, clammy skin. 

e. Pallor and circumoral pallor. 

f. Changes in mental status, e.g., anxiety and/or restlessness. 

g. Reduced urine output. 

h. Thirst. 

i. Nausea and vomiting. 

j. Drowsiness or loss of consciousness. 

2. Despite the cause of shock, the first-aid remains the same. 

3. Shock may be accompanied by other problems, e.g., hemorrhage or sepsis. 

 

EQUIPMENT: 

• Stethoscope 

• Blood pressure cuff Blanket (optional) 

 

PROCEDURE: 

1. Adhere to Universal Precautions. 

2. Quickly evaluate the patient and home situation. If possible, arrange for immediate 

emergency care and transportation (call 911), while implementing procedure. 

3. Place patient in Trendelenburg position and maintain open airway. Monitor blood pressure, 

pulse, and respirations. 

4. Initiate cardiopulmonary resuscitation (policy 15-7 – 15-8) if needed. 

5. Use blanket, if available, to insulate around the patient, to maintain the patient's body heat. 

 

AFTER CARE: 

1. Document in patient's record: 

a. Incident and vital signs. 

b. Treatment provided. 

c. Patient's response to treatment. 

d. Identity and location of emergency facility, if indicated. 

e. Condition of patient at time of transportation, if indicated. 

f. Communication with patient’s physician 

 

2. Contact nursing supervisor 
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     Types of Stock 
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Type: Cause: 

Anaphylactic Life-threatening allergic reaction to a substance; can occur from insect stings or from foods 

and drugs. 

Cardiogenic Failure of the heart to effectively pump blood to all parts of the body; occurs with heart 

attack or cardiac arrest. 

Hemorrhagic Severe bleeding or loss of blood plasma; occurs with internal or external wounds or burns. 

Metabolic Loss of body fluid; occurs after severe diarrhea or vomiting or heat illness. 

Neurogenic Failure of nervous system to control size of blood vessels, causing them to dilate; occurs 

with brain or nerve injuries. 

Psychogenic Factor, such as emotional stress, causes blood to pool in the body in areas away from the 

brain, resulting in fainting. 

Respiratory Failure of the lungs to transfer sufficient oxygen into the bloodstream; occurs with 

respiratory distress or arrest. 

Septic Poisons caused by severe infections that cause blood vessels to dilate. 
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GENERAL PRACTICE GUIDELINES: LATEX ALLERGY – PATIENT 

MANAGEMENT 

 

PURPOSE: 

To establish guidelines for safe care of the latex- sensitive patient and to minimize the risk of an 

allergic/anaphylactic reaction to latex. 

 

CONSIDERATIONS: 

1. Repeated exposure to natural rubber latex increases the risk of sensitization and may result 

in mild to severe and potentially life-threatening reactions. Routes by which latex particles 

come in contact with a sensitized individual include cutaneous, percutaneous, mucosal, 

parenteral and aerosol (e.g. from latex glove powder). Mucosal and parenteral exposure may 

lead to life threatening reactions whereas cutaneous exposure usually causes localized 

reactions. Symptoms of latex sensitivity include: dermatitis, hives, generalized edema, 

ocular/nasal itching, rhinitis, sneezing, coughing, wheezing, asthma, bronchospasm and 

anaphylactic shock. 

2. Patients likely to be at risk for latex allergy include those with: 

a. Urogenital congenital conditions including exstrophy of the bladder and spina bifida 

related conditions such as meningocele, myelomeningocele, and lipomeningocele. 

b. History of multiple intra-abdominal or genitourinary surgeries, especially starting in 

infancy. 

c. History of multiple procedures involving latex products (e.g. barium enemas, urinary 

catheterizations, nasogastric tubes). 

d. Allergic reactions to latex containing products such as band aids, balloons, latex gloves, 

condoms, dental dams, or other rubber products. 

e. History of allergies to foods or plants that cross reacts with natural rubber latex such as 

avocados, bananas, chestnuts, tropical fruits, tomatoes, kiwi, poinsettias, and rubber tree 

plants. 

f. History of occupational exposure to natural latex rubber (e.g. health care workers, food 

handlers, cleaning personnel who wear latex gloves and workers in latex product 

manufacturing plants for items such as tires, catheters and gloves. 

 

EQUIPMENT: 

Latex free gloves (vinyl or synthetic) 

Latex free supplies as appropriate to perform necessary procedures 

Epinephrine auto injector if ordered by patient’s physician 

 

PROCEDURE: 

1. The overall goal is to limit the patient’s exposure to latex by using latex free alternatives or 

creating a barrier between the latex and the patient. 

2. Communicate latex sensitivity to all health care personnel involved in patient’s care. 

3. Assess patient for signs/symptoms of latex sensitivity at each visit and report to physician as 

appropriate. 
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4. Use only latex free gloves (sterile and non-sterile). Vinyl and synthetic rubber gloves are 

latex free. 

5. Cover latex items that must come in contact with the patient with a non-latex barrier such as 

kling. 

6. Use latex free tape and dressings (stretchy bandages usually contain latex). 

7. BP cuff – cover all rubber tubing with a latex free barrier such as kling. Cover cuff with a 

plastic bag or place a barrier around patient’s arm so no latex comes in contact with the 

patient’s skin. 

8. Cover stethoscope tubing with barrier such as kling so no latex comes in contact with the 

patient’s skin. 

9. For patients receiving IV tubing, notify the home IV pharmacy of patient’s latex allergy. IV 

pharmacy is responsible for sending out safe supplies for patients with latex sensitivity. 

10. Cover all latex injection ports on IV tubing/IV bag with non-latex tape to avoid inadvertent 

injection through them. 

11. Deliver medications through latex free needleless caps (most needleless caps such as Clave 

or Baxter Interlink are latex free – check with manufacturer). 

12. Do not use burettes with a latex diaphragm. 

13. Do not inject or withdraw fluid through the rubber injection port on the IV container. If 

medications must be injected into the IV container, remove the cover from the spike port, 

inject the medication through there, and then immediately connect the IV tubing. 

14. If possible, use medication in ampules or vials free of latex stoppers. When there is no 

alternative to a rubber stopper vial, remove the metal ring and stopper if possible and 

withdraw medication directly from the vial. If it is necessary to puncture the rubber stopper, 

use a 0.22-micron filter to draw up the solution. 

15. Use latex free syringes. 

16. If a tourniquet is needed, use one that is latex free, use a barrier between the patient’s skin 

and the tourniquet, or use a latex free glove as a tourniquet. 

17. Draw blood in syringes rather than using vacutainer device. Place blood in blood tubes in an 

area away from the patient (in a different room if possible). 

18. Use only 100% silicone foley catheters (silicone coated catheters should NOT be used). 

19. Teach patient/family: 

a. To avoid latex containing products. 

b. To use medical alert tag. 

c. To notify all health care providers (including dentists) about his/her latex sensitivity. 

d. To carry an epinephrine auto-injector if so ordered by his/her physician. 

e. How to use epinephrine auto-injector. 

 

AFTER CARE: 

1. Document in patient’s record: 

a. Patient’s sensitivity to latex; past reactions, treatment, response to treatment, any current 

signs/symptoms of latex sensitivity. 

b. Procedure performed and patient’s response. 

c. Instructions given to patient/caregiver. 

d. Patient/caregiver understanding of instructions. 

e. Communication with physician. 
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General Practice Guidelines  

 

REFERENCES 

American Nurses Association. 1996. Workplace information series: Latex allergy—protect 

yourself, protect your patients. Washington, DC: Author. 

Burt, S. 1998. What you need to know about latex allergy, Nursing 98 (October): 33-39. Carroll, 

P. 1999. Latex allergy: What you need to know. RN 62(9): 40-45. 

Gritter, M. 1998. The latex threat. AJN 98(9): 26-33. 

 

Mastey, J. et al. 1996. Developing a program of least restraint: A model for home care. 

Presentation at the VNAA 1996 Clinical Workshop, Boston, MA. 

 

Resources 

ALERT (Allergy to Latex Education & Resource Team, Inc.); newsletter, information packets, 

speakers and anaphylaxis guidelines; 414-677-9707 (phone), 414-677-9708 (fax). 

 

 

Latex Allergy News, the information sharing vehicle of ELASTIC (Education for Latex Allergy 

Support Team and Information Coalition); 860-482-6869 (phone), 76500,1452 (Compuserve). 
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NURSING SERVICES 

 

POLICY: COLLECTION & PRESERVATION OF 24-HOUR URINE SPECIMENS:  

 

Responsibility of the Patient:  

NOTE: The container into which the urine specimen will be collected may be treated with 

chemicals used to preserve the urine sample and these chemicals may be dangerous. Please DO 

NOT urinate into the container directly.  Urinate into a separate dry and clean container and 

then carefully transfer the urine into the 24-hour container.  

1. Strictly adhere to the advice of your doctor with regards to nutrition (food & drink intake) 

and drugs before and during the collection period  

2. Be sure to totally empty your bladder once you wake up and discard this urine. This will 

serve as your start date and time. Keep record of it on your designated recording paper or 

on the collection container.  

3. All urine must be collected for the next 24 hours.  The final collection should be made 

upon awakening on the next day (Day 2) and it should be at the same time as the start 

time. 

4. Be sure that the collection container is carefully sealed/corked. 

5. As soon as possible, deliver the collection container to the specified delivery location.  

NOTE:  Be sure to obey your physician’s instructions regarding the collection procedures. 

Depending on the type of urine test being run, you may be required to refrigerate the urine during 

the collection period.  

Responsibility of the Provider/Nurse:  

If measurement of the total amount of excreted soluble substances in a 24-hour time frame is 

essential, it is imperative that a strictly timed 24-hour specimen in used due to the fact that 

many soluble substances show diurnal variations.  

1. Retrieve the specimen in one or more wide-mouthed, disposable, clean plastic 

container(s) with a plastic cover big enough to accommodate about 3 liters. For light-

sensitive analytes, amber-colored containers may be required. 

2. Find out whether the collection requires a certain preservative and if so, ensure that the 

collection containers have the specified preservative at the appropriate concentration.  Be 

sure to include a warning label specifying the used preservative.  

3. Appropriately label   the collection containers with the patient identification (name and 

hospital number), test(s) being conducted, and preservative(s) used. 

4. Indicate the start and finish dates and times on the container(s) and requisition at the start 

and end of the collection period.  

5. The 24-hour collection should start by having the patient completely empty his or her 

bladder or catheter bag at a specified time and discard the specimen. Record this start 

date and time on the collection container and on the laboratory requisition.  

6. The patient must be instructed to collect the urine in a different clean container and 

carefully transfer into the collection container provided to the patient if a preservative is 

required.  NOTE: As most preservatives are hazardous, assume that all preservatives are 

hazardous.  
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7. Advise the patient or nurse to collect all voided urine during the 24-hour collection period 

and add it to the collection container. 

 

 

8. The collection period must end exactly 24 hours after its commencement time by having 

the patient empty his/her bladder or catheter bag and adding this specimen to the 

collection container.  

9. Indicate the ending date and time on the collection container and on the laboratory 

requisition.  

10. Cautiously cork/seal the lid tightly to avoid leakage of the specimen.  
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TED HOSE   

 

Responsibility of the Provider/Nurse:   

Anti-embolism stockings are used for patients who are recovering from surgery or who are non-

ambulatory for any reason.  The stockings encourage normal function of the venous and 

lymphatic systems of the leg and prevent occurrence such as edema, blood clots and or pooling 

blood.  Before you apply a stocking, begin by gathering your supplies and washing your hands.  

Then, follow these steps for proper and safe application of the elastic stocking: 

 

PROCEDURES: 

1. Greet your patient, and explain what you are going to do.  This gives the patient an 

opportunity to assist you with the procedure, and reduces anxiety around medical procedures. 

 

2. Check the size of the stockings to ensure they are the correct size for your patient.  You will 

also want to ensure the patient does not have a latex allergy, as elastic may  contain latex. 

 

3. Assist the patient to a comfortable position lying down on his or her back, also known as the 

supine  position. 

 

4. Make sure the patient’s feet are clean and dry. You can apply talcum powder if they are not 

dry. 

 

5. Gather the fabric of the stocking into your hand, and place it onto the patient’s foot. 

 

6. Continue to roll the stocking upwards until the upper edge of the stocking reaches just above 

the patient’s knee or to upper thigh as per physician’s order. 

 

7. Examine the stocking to ensure there are no wrinkles in the fabric, as this may be 

uncomfortable for the patient.  Check the fit at the toes and heel, to verify correct placement 

of the foot. 

 

8. Assist the patient into a comfortable position if he or she wishes to move.  Remove your 

gloves and dispose of them safely.  Repeat the hand washing procedure to avoid the spread of 

disease. 

 

9. While your patient is wearing the elastic stockings, you will need to regularly monitor 

 them to ensure that all extremities are receiving adequate circulation.  Check the patient’s 

toes for signs of decreased circulation such as coldness, slow refill, or discomfort. If the 

patient complains of numbness, tingling, or loss of feeling in any extremity, report it to the 

nurse immediately.   Remove stockings every eight hours to allow for adequate circulation.  

Removal of the stockings should be done by the doctor’s order.  Proper application of anti-

embolism stockings is an important part of patient care, and can prevent life-threatening 

complications from occurring. 
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WOUND DRESSINGS 

 

POLICY: 

Provide good wound care in order to prevent infection and promote healing. 

 

PROCEDURES: 

• The wound should be kept clean, dry, and covered. 

• For sites that are difficult to keep bandaged, a thin layer of antibiotic ointment should be  

applied to provide protection to the wound. 

• The bandage should be changed daily or if it becomes wet or dirty. 

• It is helpful to apply antibiotic ointment to the wound when the dressing is changed. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



RIMECARE NETWORK, INC. 

P.O. BOX 95, henderson, NC 27536 

      

 

Page | 382   

|Ph: 919-995-0554 | Ph: 919-400-5775  |FAX: 252-429-7720 |Email: primecaren@gmail.com 

 
 

CALCIUM ALGINATE 

 

PURPOSE: 

A nonwoven composite of cellulose-like fibers, alginate dressings are made from brown 

seaweed. The dressing material forms a soft gel when mixed with wound fluid. 

Calcium Alginate dressings are one category of absorbent wound dressing that may be used on 

multiple wound types, including but not limited to diabetic wounds, venous wounds, pressure 

ulcers, cavity wounds, and some bleeding wounds. Able to be combined with other types of 

dressings to achieve different effects and available in several sizes, their unique properties allow 

them to be used in a variety of patients. 

 

Traditionally, Calcium Alginates are made from acids that are obtained from brown seaweed. 

The calcium salts of alginic, mannuronic, and gularonic acids are processed into nonwoven, 

biodegradable fibers. When these fibers come into contact with fluid rich in sodium, the calcium 

ions undergo a transaction that results in the formation of a soluble sodium gel.  

 

Calcium Alginates are a multipurpose type of wound dressing. They easily conform to wound 

shape and come in flat pieces, called wafers or sheets, in multiple sizes. They're also available in 

rope form, which is easy to cut to fit and manipulate. 

 Calcium Alginates should be used as a contact layer, meaning they come into contact with the 

wound bed itself, and they always require a secondary cover dressing to keep them in place. 

 

Generally, Calcium Alginates are used to drain wet wounds. They can also be used to provide 

hemostasis. Often, if a wound is bleeding, applying a Calcium Alginate dressing to the affected 

area will stop the bleeding due to the ion exchange between the wound bed, the wound fluid, and 

the dressing. Some Calcium Alginates contain a silver compound, which provides antimicrobial 

protection and may be considered for an infected wound. Calcium Alginates are generally not 

used for dry wounds because they'll only desiccate the wound bed further. When the wound bed 

is too dry, the Calcium Alginate fibers may actually deposit or adhere to the skin cells in the 

wound. 

  

Calcium Alginates may be used in combination with other dressing types, including 

hydrocolloid, foam, charcoal (for odor control), and silver dressings. Some of these combinations 

are premade and others can be easily combined in the clinical setting. They may also be layered 

in the wound bed for extra absorption. 

 

INDICATIONS:  

This gel formation can also promote autolytic debridement of the wound. Calcium Alginates 

have the unique ability to absorb up to 20 times their weight in fluid, depending on the 

manufacturer. Depending on the type of seaweed species from which the Calcium Alginate is 

made, the dressing may either gel or swell in the wound after absorption of wound fluid. Calcium 

Alginates tend to swell, whereas sodium Calcium Alginates tend to dissolve or gel in the wound 

bed. 
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Moderate to heavily draining wounds, partial- and full-thickness wounds, pressure ulcers (Stages 

III and IV), dermal wounds, surgical incisions or dehisced wounds, sinus tracts, tunnels, cavity 

wounds, and infected wounds. Calcium Alginates also can be used for hemostasis on 

postoperative wounds. 

 

ADVANTAGES: 

Calcium Alginate dressings are an easy-to-use dressing choice for a variety of draining wounds. 

They're easy to apply, easy to remove, and easy to manage. When used as indicated, they're also 

cost effective. They can be combined with other dressings for creative wound healing and can be 

used on many types of wounds. 

Calcium Alginates are highly absorptive and non-occlusive, and have hemostatic properties for 

minor bleeding. Removal is trauma-free, and the frequency of dressing changes often is reduced.  

Available in sheets, ropes, and in other composite dressings, Calcium Alginates can be used on 

infected wounds. 

 

PROCEDURES: 

• Clean the wound with saline as directed by the physician. Remove any loose pieces of tissue 

in the wound bed. 

• Avoid using calcium alginate on wounds that are dry and do not contain drainage. 

• Trim the calcium alginate dressing to fit the wound. Make sure you do not apply the dressing 

to healthy skin surrounding the wound. Since this skin is dry, the calcium alginate may stick 

to the healthy skin and need scrubbing with saline to remove it during dressing changes. This 

scrubbing may cause mild pain or tenderness, but the calcium alginate will not damage 

healthy skin. 

• Apply the calcium alginate dressing to the wound. If the wound is deep, pack rolled gauze on 

top of the calcium alginate. Secure the dressing with a thick, absorbent pad and medical tape. 

• Leave the dressing in place for the duration ordered by the physician. Dressing changes may 

need to occur daily, according to Silverlon, a manufacturer of calcium alginate dressings. 

Change the dressing when the absorbent padding on the outside of the wound becomes 

saturated. 

• Clean the wound with normal saline and apply the calcium alginate to the wound again. 

Precautions 

• When beginning treatment, change Calcium Alginates daily; thereafter, they can be 

changed every other day or when saturated. 

 

• When using a Calcium Alginate dressing, always irrigate the wound with sterile saline 

solution after you've taken off the dressing to remove any fibers from the wound bed. 

•  Even if the Calcium Alginate has turned into a gel, it's very important to irrigate the 

wound. Some wound experts believe that because of these fibers,  

• Calcium Alginates shouldn't be packed into wound tunnels. Other experts believe that 

wound tunnel packing with Calcium Alginates isn't contraindicated because the fibers can 

be removed from the wound. Adequate wound irrigation should be performed whether 

you're using a Calcium Alginate in a tunneled wound or on a flat wound bed. 
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• The life of a Calcium Alginate is variable depending on the manufacturer. In general, the 

life of a Calcium Alginate dressing is 3 days, although some dressings can be left in place 

for as long as 7 days. If the wound is highly exudative, the life of the dressing will be 

shortened. If a Calcium Alginate is being used for an infected wound, it should be 

changed frequently. 

 

DISADVANTAGES: 

A secondary dressing may be needed to secure an alginate, and the dressing tends to have a 

distinctive odor noticeable during dressing changes. Calcium Alginates are contraindicated for 

dry eschar, third-degree burns, surgical implantation, and heavy bleeding. 

 Calcium Alginates aren't recommended for use in some wound types because of the way they're 

designed to work. Generally, Calcium Alginates are contraindicated for dry wounds, wounds 

with only scant or light drainage, eschar-covered wounds, third-degree burns, or surgical 

wounds. If the Calcium Alginate doesn't undergo any change during the life of the dressing (such 

as gelling or swelling), another category of dressing should be considered. If a wound is infected, 

consider the use of a silver-impregnated Calcium Alginate. Lastly, if heavy bleeding from the 

wound occurs, another method of hemostasis should be used instead of the Calcium Alginate 

dressing. 
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HYDROGEL 

 

PURPOSE:   

Water- or glycerin-based, this dressing can consist of 80% to 99% water on a non-adherent, 

cross-linked polymer. The dressing has variable absorptive properties. 

PROCEDURE:  

1. Wash your hands and put on gloves. 

2. Note the date on soiled dressing; then remove it and put it in a trash bag. 

3. Remove your gloves, wash your hands, and put on new gloves. 

4. Clean the wound with normal saline or prescribed cleanser. 

5. Pat the tissue surrounding the wound dry with clean gauze. 

6. Remove your gloves, wash your hands, and put on new gloves. 

7. Apply liquid barrier film or moisture barrier ointment to the periwound area to protect the skin 

from maceration. 

8. Apply the hydrogel dressing 

Note: 

a) Apply the product with a sterile tongue blade or cotton-tipped applicator, spreading it 

evenly over the wound bed to a thickness of 5 mm (¼ inch). Or, a sterile gauze pad may 

be saturated with hydrogel and placed into the wound with no overlap onto the 

surrounding skin. 

b) Insert appropriate packing materials as needed. 

c) Cover the dressing with a secondary wound dressing. The secondary wound dressing 

should cover the entire wound bed. 

 

INDICATIONS:  

Stages II through IV pressure ulcers, partial- and full-thickness wounds, dermabrasion, painful 

wounds, dermal ulcers, radiation burns, donor sites, and necrotic wounds. 

 

ADVANTAGES:  

Hydrogels rehydrate the wound bed and reduce wound pain. They can be used on infected 

wounds and with topical medications. These dressings also promote autolytic debridement. Non-

adherent, they're easy to remove, and usually are changed daily. 

  

DISADVANTAGE:  

Because hydrogels are non-adherent, they may need to be secured by a secondary dressing. They 

aren't recommended for heavily draining wounds, and their absorptive properties mean they may 

macerate periwound skin. 
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HYDROCOLLOID 

 

PURPOSE:   

This dressing consists of hydrophilic colloid particles bound to polyurethane foam that's 

impermeable to bacteria and other contaminants. 

 

PROCEDURE:  

1. Adhere to Universal Precautions. 

2. Review physician’s orders. 

3. Explain procedure to patient/caregiver. 

4. Establish a clean field (sterile, if necessary) with all the supplies and equipment that will be 

necessary. 

5. Remove tape by pushing skin from tape. Remove soiled dressing. Discard dressing and 

gloves in appropriate containers. 

6. Observe for: 

a. Wound size including length, width, and depth. Document weekly and prn. 

b. Drainage characteristics including type, amount, color, and odor. 

c. Evidence of wound healing or deterioration. 

d. Symptoms of infection including redness, swelling, pain, discharge, or increased 

temperature. 

e. Development of undermining or sinus tract that may require packing. 

7. Cleanse wound with normal saline or wound cleanser per wound care orders. (See Wound 

Cleansing, No. 7.08.) 

8. May apply skin protectant to areas to be covered with tape. Allow to air dry prior to taping 

9. Dress wound with appropriate dressings following manufacturer’s guidelines and physician 

orders. 

10. Secure dressing with hypoallergenic tape. Apply tape in picture frame fashion around 

dressings in the sacral area on heels and elbows. 

11. For frequent dressing changes Montgomery straps or a hydrocolloid dressing may be used to 

prevent trauma to the peri-wound skin. 

12. Write date of application and initials of applier directly on the dressing (optional). 

13. To apply a wet-to-dry dressing follow these steps: 

a. Moisten the gauze with solution, such as normal saline, and wring it out until it is slightly 

moist. 

b. Fluff the gauze completely and place it over the wound bed. 

c. Remove the dressing when it is almost dry. 

14. Discard soiled supplies in appropriate containers. 

15. Clean reusable supplies before leaving the home, according to agency policy. 

  

INDICATIONS:  

Stages I through IV pressure ulcers, partial- and full-thickness wounds, dermal ulcers, and 

necrotic wounds. Hydrocolloids also can be used under compression wraps or stockings, as a 

secondary dressing, or as a preventive dressing for areas at high risk for friction. 
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ADVANTAGES:   

 Hydrocolloids come in numerous sizes, shapes, forms, and thicknesses. They're minimally to 

moderately absorptive, reduce pain, and facilitate autolytic debridement. The dressing also is 

self-adherent, conformable, and provides thermal insulation. Because hydrocolloids can be worn 

for 3 to 5 days, fewer dressing changes are needed. 

  

DISADVANTAGES:   

Some of these dressings may adhere to the wound bed or be difficult to remove. The odor they 

produce can be mistaken for infection, and some dressings may leave a residue in the wound bed. 

Hydrocolloids aren't recommended for heavily draining wounds, sinus tracts, or fragile skin. 

Some are contraindicated for full-thickness wounds or infected wounds-check the package insert. 
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WET TO DRY DRESSINGS 

SECTION: NURSING SERVICES 

 

PURPOSE:  

Research in recent decades has confirmed that a moist wound environment where dressings have 

the opportunity to interact with the wound helped promote healing and reduced the risk of pain 

and infection while increasing outcomes. 

 

The following is true about wet-to-dry dressings:   

• They are appropriate only for mechanical debridement.  

• They can cause pain and suffering to the patient.  

• Each dressing change and wound bed disturbance causes hypoxia, vasoconstriction,  

cooling, and destruction.  

• Removal of the dried dressing from the wound disperses significant bacteria into the air. 

 

Gauze dressings can be dry woven or nonwoven materials, sponges, and wraps with varying 

degrees of absorbency, based on design.  Fabric composition may include cotton, polyester, or 

rayon.  They are available sterile or non-sterile, in bulk, and with or without adhesive border.  

The gauze may be impregnated with other products, such as hydrogel (to hydrate) or sodium 

chloride (to absorb and draw).  

 

Wet-to-dry and gauze dressings are still the most commonly used primary dressing substance.  

One reason for the persistence of gauze and saline as wound management mainstays include lack 

of knowledge on the part of physicians and other clinicians of advanced dressings and how they 

work, confusion due to the plethora of advanced products, and the incorrect view that advanced 

 

• Dressings come at a high price.  The most common reason is the perception that gauze is: 

•  A ‘‘one size fits all’’ modality that is readily available and inexpensive.   

• These dressings have been used throughout history since the practice is propagated in 

medical schools and surgical training. There is also evidence that they are used 

inappropriately. 

• The use of gauze, predominantly as a wet-to-dry dressing, does not guarantee a moist 

wound environment. 

• Wet-to-dry dressings are described as a means of mechanical debridement.  Debridement 

is the mainstay of wound bed preparation since devitalized material harbors bacteria, 

delays healing, and increases the risk of infection. 

• Wet-to-dry or moist gauze does not constitute advanced wound care or advanced therapy. 

Granted, wet-to-dry gauze is a form of nonselective debridement; however, it is painful if 

the patient is sensate and can produce numerous negative outcomes.  

 

Gauze dressings are not the best wound care choice for the patient, the caregiver, or the health 

care system and facility. Gauze dressings do not support optimal granulation and healing and are  
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more labor intensive than advanced dressings such as polyacrylates, transparent films, 

hydrocolloids, alginates, hydrogels, and foams.  

 

Wet-to-dry dressings are not recommended for pressure ulcers because they adhere to vital tissue 

as well as eschar, removing tissue non-selectively when the dry dressing is removed, and tend to 

be painful. 

 

Evidence some problematic issues with wet-to-dry dressings include an increased chance of 

external contamination and infection, as well as cross-contamination because gauze dressings do 

not present any physical barrier to the entry of bacteria, which can travel through 64 layers of 

gauze.1 

 

Frequent (3 or 4 times daily) dressing changes lead to a drop in wound temperature, causing 

vasoconstriction and decrease in blood perfusion. This further drastically impairs the ability of 

oxygen to clear bacteria from the wound, leading to an increase in tissue infectability.  Each time 

the dressing is changed, cooling and destruction of the wound microenvironment lead to 

hypoxia, which impairs leukocyte mobility and phagocytic efficiency. 

 

Wet-to-dry dressings do little to impede fluid evaporation and do not provide moist wound 

healing unless kept continuously wet. Wet-to-dry dressings also prolong the inflammatory phase 

of wound healing, counterproductive to all efforts at wound closure. 

 

Wet-to-dry is a nonselective form of mechanical debridement that causes tissue destruction and 

injury at each dressing change, which ultimately delays healing.  As saline evaporates, it 

becomes hypertonic, and fluid from the wound is then drawn into the dressing, promoting 

desiccation of the tissue.  As the wound dries, cell migration and proliferation are impeded. The 

dried dressing removal disperses significant amounts of bacteria into the air. 

 

PROCEDURES:   

1) Explain the procedure to the patient/caregiver  

2) Assemble the supplies at a convenient work area 

3) Assist the patient to a comfortable position to expose the wound. Place a plastic sheet 

under the patient to prevent soiling the linen. Drape the patient for privacy. 

4) Place a clean towel underneath the working area to minimize contamination. 

5) Open the sterile dressings, the irrigation and cleaning solution, and the instrument set to   

6) provide a sterile field. 

7) Wear a protective apron when caring for a patient with a draining wound. Don nonsterile 

gloves. 

8) Gently remove and discard the old tape and soiled dressing in a plastic trash bag. If the 

dressing sticks to the wound, moisten with sterile nss and then remove. 

9) Remove and discard nonsterile gloves. Don sterile gloves. 

10) Cleanse and irrigate the wound as prescribed by the physician. Clean from the least 

contaminated area to the most contaminated area. 

11) Inspect the wound, and evaluate it for healing versus signs of infection. 
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12) Apply a (moist) dressing, (gently feed moist gauze into the wound with cotton-tip 

applicators if packing is required) Place dry gauze over wet gauze. Then cover with a 

gauze dressing or ABD pad and secure it with hypoallergenic tape, Montgomery ties or a 

binder. 

13) Provide patient comfort measures. 

14) Clean and replace the equipment then Discard disposable items in a plastic trash bag, and 

secure 
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DRY TO DRY DRESSINGS 

SECTION: NURSING SERVICES 

 

PROCEDURES:  

Wound - Cleaning, Irrigation and Applying a Dry Dressing  

Supplies Needed:  

• Basin for supplies 

• Sterile gloves 

• Sterile normal saline 

• Clean gloves 

• Gauze dressing 

• Waste receptacle 

• Water proof pad 

• Tape 

 

1) Assess pain before beginning procedure and medicate if necessary. 

2) Assist the patient to a comfortable position that provides easy access to the wound area. Place 

a waterproof pad under the wound site and waste receptacle next to wound. Use cover as not 

to expose anything other than the wound area. Put on clean gloves. For irrigation place PPE, 

gown, mask and goggles.  

3) Loosen tape on old dressing, if there is resistance use adhesive remover. Carefully remove 

the soiled dressings. If there is resistance, use a small amount of sterile normal saline to 

loosen and remove dressing.  

4) Assess dressing for presence, amount, type, color, and odor of any drainage on the dressings.  

5) Assess wound site for size, appearance, drainage and surrounding tissue.  

6) Dispose of used dressings and gloves; perform hand hygiene.  

7) Set up sterile field. Using sterile technique, open the supplies and dressings. If needed, add 

sterile supplies to the field. Loosen the cap on sterile solution. Apply one sterile glove and set 

up supplies on sterile field. 

8) For dry dressing:  

• Open sterile solution; pour sterile solution over gauze sponges or into container(s).  

• Apply 2nd sterile glove.  

• Clean the wound using moist gauze and forceps from top to bottom and from center to 

the outside.  

• Following this pattern, use new gauze for each wipe, placing the used gauze in the waste 

receptacle.  

9) Once the wound is cleaned, dry the area using a dry gauze sponge in the same manner. Dry 

dressings - apply ointment or perform other treatments, as ordered.  

10) Dry Dressing: Cover wound with dry sterile 4x4 gauze and an abdominal pad. Moist 

Dressing: Cover wound with 4 dry sterile 4x4 and an abdominal pad.  

11) Remove gloves and tape across the dressing; label with date, time, and initials.  

12) Dispose of or remove equipment and supplies then exit room.  

13) Documentation should include the following: 
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• Assess of the amount, type, color, and odor of any drainage on the dressings removed. 

• Assessment of the wound including approximation of edges, presence of sutures, staples, 

and condition of skin around wound noting any redness, edema, or drainage present.  

• Dry Dressing: Wound cleansed using of sterile technique and type of dressing reapplied 
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FOAM DRESSINGS 

SECTION: NURSING SERVICES 

 

PURPOSE:  

Nonadherent and Nonocclusive, foam is an absorptive dressing consisting of hydrophilic 

polyurethane or film-coated gel. 

 

PROCEDURES:  

1. Assemble supplies and take to bedside. 

2. Identify and inform patient of procedure. 

3. Provide for privacy. 

4. Wash hands and put on gloves. 

5. Position patient so that the wound area is exposed, 

6. Clean the area with a saline solution 

7. Dry the surrounding skin with a sterile piece of gauze 

8. Apply the dressing to extend at least one inch beyond the wound edges 

9. Cover with a secondary dressing if necessary-if the dressing is not bordered with an 

adhesive, you may need to use tape or wrap to hold it in place 

10. Removal of the foam dressing is very simple. Simply peel off the product and repeat the 

cleansing procedure. Be sure to take into consideration any additional steps or changes to 

the standard application and removal procedure that your clinician instructs, as special 

cases may require different directions. 

 

INDICATIONS:  

Stages II through IV pressure ulcers, partial- and full-thickness wounds with minimal to heavy 

drainage, surgical wounds, dermal ulcers, and under compression wraps. Check the package 

insert to determine if the product can be used in infected wounds or those with tunneling or sinus 

tracts. 

 

ADVANTAGES:  

Many sizes, shapes, and forms are available. Foam is conformable, easy to apply, and easy to 

remove because it's non-adherent. The frequency of dressing changes depends on the amount of 

wound drainage. 

 

DISADVANTAGES:  

A secondary dressing or tape may be needed to secure some of the first foam dressings. Newer 

versions have an adhesive border to help keep them in place. Foam isn't recommended for 

nondraining wounds or dry eschar. Some foams can't be used on infected wounds or those with 

tunneling or tracts. Always read the package insert to determine if you can use the product for a 

particular wound type. If not changed appropriately, foam dressings can let excess moisture 

accumulate, macerating periwound skin. 
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RANGE OF MOTION EXERCISES 

 

What is active range of motion exercises? 

Active range of motion exercise helps to improve joint function. Range of motion is how far you 

can move your joints in different directions. These exercises help you move each joint through 

its full range of motion. Movement can help keep your joints flexible, reduce pain, and improve 

balance and strength. 

What do I need to know about active range of motion exercises? 

• Do the exercises your caregiver teaches you.  Practice the exercises with your  

caregiver before you try them by yourself. Exercise every day, or as often as directed by 

your caregiver.  

• Do the exercises in the same order every time.  Go from head to toe, to help you  

remember the series of moves.  Start with neck stretches.  Then exercise other body parts 

in order, moving toward your feet.  Do each group of exercises on one side, and then do 

the same exercises on the other side.   

• Move slowly, gently, and smoothly.  Avoid fast or jerky motions.  

• Stop if you feel pain.  It is normal to feel some discomfort at first.  Regular exercise will  

help decrease the discomfort over time. 

Neck exercises: 

Starting position:  You may sit or stand.  Face forward.  Your shoulders should be straight and 

relaxed. 

• Head tilts, forward and back:  Gently bow your head and try to touch your chin to your  

chest.  Raise your chin back to the starting position.  Tilt your head back as far as 

possible so you are looking up at the ceiling.  Return your head to the starting position. 

• Head tilts, side to side:  Tilt your head to the side, bringing your ear toward your s

 shoulder.  Return your head to the starting position. 

• Head turns:  Turn your head to look over your shoulder.  Tilt your chin down and try to  

touch it to your shoulder.  Do not raise your shoulder to your chin.  Face forward again. 

 
Shoulder and elbow exercises: 

Starting position: Stand or sit.  Hold your arm straight down at your side.  Face palms in toward 

your body.  It is best to use a chair without arms if you are in a sitting position. 

• Shoulder movement, up and down:  Raise your arm forward and then up over your  

head.  Try to raise it so that your inner arm touches your ear.  Bring your arm back down 

to your side.  Bring it back as far as possible behind your body.  Return your arm to the 

starting position. 
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• Shoulder movement, side to side:  Raise your arm to the side and then up over your  

head as far as possible.  Return your arm to your side.  Bring your arm across the front of 

your body and reach for the opposite shoulder.  Return your arm to the starting position. 

• Shoulder rotation:  Raise both shoulders up toward your ears, as if you were trying to  

shrug.  Lower them to the starting position, and relax your shoulders.  Pull your shoulders 

back.  Then relax them again.  Roll your shoulders in a smooth circle.  Then roll your 

shoulders in a smooth circle in the other direction. 

 
 

Elbow bends:  With your palm facing forward, bend your elbow.  Try to touch your shoulder 

with your fingertips.  Return your arm to the starting position. 

Arm and wrist exercises: 

Starting position:  Sit down.  Bend your elbow and rest your forearm on a flat surface, such as a 

table or your lap.  Make sure your wrist hangs loosely over the side. 

Wrist bends:  Bend your hand back toward your wrist so that your fingers point toward the 

ceiling. Then bend your hand down so that your fingers point toward the floor. 
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• Wrist rotation:  Move your hand from side to side.  Then roll your hand in circles in one  

direction.  Roll your hand in circles in the other direction. 

• Palm up, palm down:  Stay in the same position, but tuck your bent elbow against your  

side.  Face your palm down.  Turn your palm so that it faces up toward the ceiling.  Then 

turn your palm so it faces down.  

 

Hand and finger exercises: 

Starting position:  Sit or stand.  Place your hand out in front of you. 

• Finger bends:  Make a tight fist.  Then open and relax your hand. 

• Finger spreads:  Open your hand and stretch the fingers as far apart as possible. Bring  

your fingers together again. 

• Finger-to-thumb touches:  One at a time, touch each fingertip to the pad of your thumb. 

• Thumb-to-palm stretches:  Move your thumb and rest it across your palm.  Move it out  

to the side again. 

Hip and knee exercises: 

Starting position:  If you have had a hip injury or surgery, only do the hip exercises directed by 

your caregiver.  Lie flat on the bed with your legs flat and straight. 

• Hip and knee bends:  Point your toes. Slowly bend your knee up as close to your chest  

as possible.  Straighten your leg and return it to a flat position on the bed. 
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                            Hip & Knee Bends 

 

 

• Leg lifts:  Raise your leg so that your foot is 6 to 12 inches (15 to 31 centimeters) off the 

bed. Hold it in the air.  Return your leg to the bed. 

• Leg movement, side to side:  Flex your foot so your toes point up toward the ceiling.  

Move your leg out to the side as far as possible.  Bring your leg back to the middle. 

• Leg rotation, in and out:  Put your leg flat on the bed. Roll your leg toward the middle 

so your big toe touches the bed.  Then roll your leg out and try to make your smallest toe touch 

the bed. 

• Knee rotation, in and out:  Lie on your back on the bed.  Bend your knee so the bottom 

of your foot is flat on the bed. Slide your heel towards your buttocks.  Return your foot to the 

starting position. 

Ankle and foot exercises: 

Starting position: Sit in a chair with both feet flat on the floor. 

• Ankle bends:  Keep your toes on the floor and raise your heel as high as you can.  Lower 

your heel.  Then keep your heel on the floor and raise your toes as high as you can. 

• Ankle rotation: Raise your foot slightly off the floor.  Roll your ankle in circles.  Then 

roll your ankle in circles in the other direction. 
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• Toe bends: Curl your toes down toward the sole (bottom) of your foot.  Straighten them.  

Curl them up toward the ceiling.  Then straighten them again. 

• Toe spreads:  Spread your toes apart.  Bring them together again. 

When should I contact my caregiver? 

• You feel pain when you do active range of motion exercises. 

• You have questions or concerns about your condition, care, or exercise program.  

 

References: 

Drugs.com. (2016, Feb). Retrieved from http://www.drugs.com/cg/active-range-of-motion-

exercises.html. 
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HOYER LIFT 

SECTION: NURSING SERVICES 

 

PURPOSE: 

Hoyer Lifts allow a person to be lifted and transferred with a minimum of physical effort.  

Before attempting to lift anyone practice with the lifter by using a helper, not the patient.  You 

must know and understand how the lifter will feel with a patient in it.  Be certain to explain the 

lifting sequence to the patient before attempting to lift them the first time.  

 

LIFT BASICS: 

The Boom of the lift does not swivel. The patient's weight must be centered over the base legs at 

all times. Do not attempt to lift patient with the mast/boom assembly swiveled to either side. 

Always keep patient facing the attendant operating the lifter.  

 

Get familiar with all the Lift's parts: 

 

• Manual and Powered Hoyer Lifts operate similarly.  The manual versions have hydraulic 

cylinders and a hand-pump, the powered patient lifters use rechargeable battery packs and a 

pushbutton hand control.  All lifts share the same nomenclature names. 

• To raise the patient the base of the Hoyer Lifter must be spread to it's widest possible 

position to maximize stability 

• To lower patient open the hydraulic pressure release knob by turning it counter-

clockwise, not more than one full turn.  The release knob is located on pump near pump handle.  

Battery powered Lifters have a button on the hand control for lowering patient 

 

Transfer from Bed: 

If patient needs support and is in a Hospital Bed, raise any Side Rails and have patient hold onto 

rails.  Raise the level of the bed to the highest position before moving the patient onto the sling.  

This will reduce strain on the caregiver's back.  Also, when the patient is ready to be lifted, lower 

the side rail and the level of the bed, decreasing the distance the patient has to be elevated.  

 

Positioning the Lift for Use: 

With the legs of the base open and locked, use the steering handle to push the patient lift into 

position. 

• Lower the patient lift for easy attachment of the sling. 
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• When the patient is clear of the bed surface, swing their feet off the bed. 

• Using the steering handle, move the lift away from the bed. 

• When moving the patient lift away from the bed, turn the patient so that he/she faces 

assistant operating the patient lift. 

• Press the DOWN button (electric) or open the control valve (manual/hydraulic) lowering 

patient so that his feet rest on the base of the lift, straddling the mast.  Close the control valve. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Sling 

The U-Sling is the most commonly used sling for transferring patient from bed.  Consult the 

sling manual on how to fold the sling before placing under patient.  Folding the sling makes for 

less work. These U-Sling wraps around the thigh and cross between the legs.  This gives the 

patient a secure feel and prevents patient sliding out of the sling.  

 

Below is a diagram of a typical "Internet image" (see diagram 1) of a padded U-Sling.  The 

image is meaningless if you do not have a visual of what this looks like when in actual use. See 

diagram 2 showing the patient in a comfortable seated position facing the attendant.  Patient's 

feet can rest on the base of the lift. 
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Typical U-Sling 

diagram 1 

Typical U-Sling diagram (Internet image) 

diagram 2 

Visual of sling being used by patient 

 

  
 

 

Applying the Sling: 

 

• Roll patient so the patient is resting on his/her side.  Put the folded sling behind patient's 

back and roll patient onto their back. 

• Pull the leg loops forward and under the thigh. 

• Cross the loops 

• Roll the base as far under the bed as possible locating the cradle over the patient.  Be 

careful not lower the frame onto the patient. 

• The parking brakes (caster locks) should not be on when lifting the patient, let the lift 

move a little with the weight adjustment. 

• When both sides of the sling are attached to their respective sides of the cradle, raise the 

patient slowly.  If patient is in a hospital bed it will help to raise the head section slightly. 

• Raise the patient until buttocks are just above the mattress.  The self-leveling cradle will 

bring patient into a sitting position.  Grasp patient's legs and turn patient so their legs dangle off 

side off the bed.  Do not push or pull patient off of bed.  Lower bed if you need more clearance. 

• Grasp steering handles and move lifter away from the bed. Move patient into position 

over the seat of wheelchair.  Make sure wheelchair brakes are on. 

• Lower patient into wheelchair or other transport device. 
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How to Fit Sling from Lying Position 

 
Draw sheet roll the patient onto the sling, ensuring that the top of the commode aperture is at the 

base of the spine. 

 
Bring the leg support straps up and between the client's legs and proceed as from the seated 

position, attaching to the shortest possible loops.  If you are going to place the patient on a high 

bed it may be necessary to lower the patient onto an intermediate surface and adjust the strap 

length. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


