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Short Description

Compilation of Nursing Procedures...



Description


BED MAKING 1- Unoccupied Bed: A- Closed Bed: Equipments: a- Mattress cover



b- bottom sheet, c- Rubber sheet, d- cotton draw sheet.



e- Top sheet, f- pillow cases (2), g- Blanket, H- Bed spread. Procedure: 1- Wash your hands thoroughly, done gloves 2- Bring clean linen to patients bedside 3- Move any furniture away from the bed to provide ample working space. 4- Locked the bed. 5- Lower the head of the bed to make the mattress level and ensure tight-fitting, wrinkle- free linens, and then raise the bed to a comfortable working height to prevent back strain. 6- When stripping the bed, watch for the patient's eye glasses, dentures, or other belongings that may have fallen among the linens. 7- Remove the pillowcase and place it in the laundry bag or use the pillowcase, hooked over the back of a chair, as a laundry bag. Set the pillow aside. 8- Lift the mattress edge slightly and work around the bed, un tucking the linens. If you plan to reuse the top linens, fold the top hem of the spread down to the bottom hem. Then pick up the hemmed corners, fold the spread into quarters, and hang it over the back of the chair. Do the same for the top sheet. 9- Remove the soiled bottom linens, and place them in the laundry bag. 10-If the mattress has slid downward, push it to the head of the bed; adjusting it after bed making loosens the linens. 11-Place the bottom sheet with its center fold in the middle of the mattress. For a fitted sheet, secure the top and bottom corner over the mattress corner on the side of the bed nearest you. For a flat sheet, align the end of the sheet with the foot of the mattress, and miter the top corner to keep the sheet firmly tucked under the mattress. 12-To miter the corner, the first tuck the top end of the sheet evenly under the mattress at the head of the sheet the side edge of the sheet about 30 cm from the mattress corner and hold it at a



right angle to the mattress. Tuck in the bottom edge of the sheet hanging the mattress. Finally, drop the top edge and tuck it under the mattress. 13-After tucking under one side of the bottom sheet, place the rubber sheet and then draw sheet (if needed) about 38 cm from the top of the bed, with its center fold in the middle of the bed. Then tuck in the entire edge of the draw sheet on the side of the bed nearest you. 14-Place the top sheet with its corner fold in the middle of the bed and its wide hem even with the top of the bed. Allow enough sheet at the top of the bed to form a cuff over the spread 15- Place the spread over the top sheet, with its center fold in the middle of the bed. 16- Make a 7.6 cm to pleat, or vertical tuck, in the top linens to allow room for the patient's feet and to prevent pressure that can cause discomfort, skin breakdown, and foot drop. 17- Tuck the top sheet and spread under the foot of the mattress. Then miter the bottom corners. 18- Move to the opposite side of the bed and repeat the procedure. 19- After fitting all corners of the bottom sheet or tucking them head the mattress, pull the sheet at an angle from head toward the foot of the bed. This tightens the linens, making the bottom sheet taut and wrinkle-free and promotion patient comfort. 20- Fold the top sheet over the spread at the head of the bed to form a cuff and to give the bed a finished appearance, when making an open bed, if a linen-saver pad is needed, place it on top of the bottom sheets. 21- Slip the pillow in to a clean case, tucking its corners well into the case to ensure a smooth fit. Then place the pillow with its seam toward the top of the bed to prevent it from rubbing against the patient's neck, causing irritation, and its open edge facing away from the door to give the bed a finished appearance. 22- Lower the bed and lock its wheels to ensure patient safety. 23- Return furniture to its proper place, and place the call button within the patients easy reach. Carry soiled linens from the room is outstretched arms to avoid contaminating your uniform. 24- After disposing of the linens, remove gloves if used and wash your hands thoroughly to prevent the spread of microorganisms.



B- Open Bed: Preparing the bed with new bed linens ready for newly admitted patients Procedure 1- Refold each sheet according to its system of use. 2- Place clean linens on chair in order of use. See to it that the bed is flat. 3- Cover mattress. 4- Place bottom sheet with center fold in center in line with rim of matters at foot part, spread across bed. Make mitered corner of head part, tuck extra sheet at side from head to foot. 5- Put rubber sheet 12-15 inches from the head of mattress. Cover with draw sheet. Spread a cross bed. Tuck together extra length. 6- Place top sheet in line with mattress at head part and spread a cross bed. Tuck extra length of sheet at foot part, mitered corner; allow hanging free at sides. 7- Go to opposite side and repeat same procedure. 8- Grasp one corner of top sheet, fanfold at foot part or diagonally to one side. C- Post operative or a surgical bed Preparation of a surgical bed permits easy patient transfer from surgery and promotes cleanliness and comfort. Equipment:



a- Linen for occupied bed b- Emesis basin d- Blanket f- Wash cloth g- Sphygmomanometer and stethoscope.



To make such a bed takes the following steps: 1- Assemble linens as you would for making an unoccupied bed, including two clean sheets (one fitted, if available), a draw sheet, a bath blanket, a spread or sheet, a pillowcase, facial tissues, and linen-saver pads. 2- Raise the bed to a comfortable working height to prevent back strain. 3- Slip the pillow into a clean pillowcase and place it on a nearby table or chair.



4-Make the foundation of the bed using the bottom sheet and draw sheet. 5- Place an open bath blanket a bout (38 cm) from the head of the bed with its center fold positioned in the middle of the bed. The blanket warms the patient and counteracts the decreased body temperature caused by anesthesia. 6- Place a top sheet or spread on the bath, and position it as you did the blanket. Then fold the blanket and sheet back from the top, so that the blanket shows over the sheet. Similarly, fold the sheet and blanket up from the bottom, as shown below. 7- on the side of the bed where you'll receive the patient (usually nearest the door), fold up the two outer corners of the sheet and blanket so they meet in the middle of the bed, as shown at the top of the next column. 8- pick up the point hanging over this side of the bed , and fanfold the linens back to the opposite side of the bed so the linens wont' interfere with patient transfer from the stretcher to the bed. 9- Raise the bed to the high position if you haven't already. Then lock the wheels and lower the side rails are sure the side rails work properly. Move the bedside stand and other objects out of the stretcher's path to facilitate easy transfer when the patient arrives. 10- After the patient is transferred to the bed, position the pillow for this comfort and safety cover him by pulling the top point of the sheet and blanket over him and opening the folds after covering the patient, tuck in the linens at the foot of the bed and miter the corners. Bottom sheet helps to absorb moisture and prevent dislodgement of the bottom sheet. 2- Occupied Bed: Equipments: - (2) Sheet, pillowcase, one or two draw sheets, spread, one or two blankets, and laundry bag). Procedure: 1- Wash your hands, done gloves, bring clean linen to the patients room 2- Identify the patient and tell him you will be changing his bed linens. Explain how he can help if he is able, adjusting the plan according to his abilities and needs. Provide privacy. 3- Move any furniture away from the bed. 4- Raise the side rail on the side of the bed prevent fall. Adjust the bed to a comfortable working height to prevent back strain. 5- If the patient's condition permits, lower the head of the bed to ensure tight-fitting, wrinkle- free linens.



6- Cover the patient with a bath blanket to avoid exposure and provide warmth and privacy. Then the fanfold the top sheet and spread from beneath the bath blanket, and bring them back over the blanket. Loosen the top linens at the foot of the bed and remove them separately. If you plan reuse the top linens, fold each piece neatly and hang it over the back of the chair. 7- If the mattress slides down when the head of the bed is raised, pull it up toward the head of the bed. If the patient is able, ask him to grasp the head of the bed and pull with you; otherwise, ask a co-worker to help you. 8- Roll the patient to the far side of the bed, and position the pillow lengthwise under his head to support his neck. Ask the patient to help (if he s able) by grasping the far side rail as he turns so that he s positioned at the far side of the bed. 9- Loosen the soiled bottom linens on the side of the bed nearest you. Then roll the linens toward the patient s back in the middle of the bed. 10-Place a clean bottom sheet on the bed, with its center fold in the middle of the mattress. 11-Fanfold the remaining clean bottom sheet toward the patient, and place the draw sheet, if needed, about 38 cm from the top of the bed, with its center fold in the middle of the mattress. Tuck in the entire edge of the draw sheet on the side nearest you. Fanfold the remaining draw sheet toward the patient. 12-Raise the other side rail, and roll the patient over the soiled and fan folded linen to the clean side of the bed. Ask the patient to help by grasping the rail. 13-Move to the unfinished side of the bed and lower the side rail nearest you. The loosen and remove the soiled bottom linens separately and place them in the laundry bag.. 14-Pull the clean bottom sheet taut. Secure a fitted sheet over the mattress corners or place the end of a flat sheet even with the foot of the bed, and miter the top corner. Pull the draw sheet taut and tuck it tightly under the mattress. Unfold and smooth the linen- saver pad, if used. 15-Assist the patient to the supine position if his condition permits. 16-Remove the soiled pillowcase, and place it in the laundry bag. Then slip the pillow clean pillowcase, place the pillow beneath the patient s head.



into a



17- Un fold the clean top sheet over the patient with the rough side of the hem facing a way from the bed to avoid irritating the patients skin. Allow enough sheets at the top of the bed to form a cuff over the spread. 18- Remove the bath blanket from beneath the sheet, and center the spread over the top sheet.



19- Make 7.6 cm toe pleat, or vertical tuck, in the top linens to allow room for the patient s feet and prevent pressure that can cause discomfort, skin breakdown, and foot drop. 20- Tuck the top sheet and spread under the foot of the bed, and miter the bottom center. Fold the top sheet over the spread to give the bed a finished appearance. 21- Raise the head to the bed to a comfortable position for the patient, make source both side rails are raised, and then lower the bed and lock its wheels to ensure the patients safety. Assess the patient s body alignment and his mental and emotional status. 22-Return furniture to its proper place, and place the call button within the patient s easy reach. Remove the laundry bag from the room. Remove and discard gloves.



VITAL SIGNS What Is Body Temperature? Body temperature can vary depending on the gender, recent activity, food and fluid consumption, time of the day, and, in women, the stage of the menstrual cycle. Due to the causes of these symptoms they can have an affect on the normal body temperature that may cause it to be a little off or odd. Normal body temperature, according to the American Medical Association, can range from 97.8° F (or Fahrenheit, equivalent to 36.5° C, or Celsius) to 99° F (37.2° C). Familiarization of the Thermometer Become familiarized with the thermometer as shown below. There are different varieties of thermometers that are used to take body temperature. Most of the time people use the more modern digital thermometers that use an electronic probe to measure body temperature. There are numerous ways to take body temperature. For example, body temperature can be taking by the mouth, rectum, and by the ear. If there any reason that may seem a little confusion turn back to this particular page. Step 1- Have the patient sit in an upright position. (Patient should not move and be relax as possible). Step 2- Insert the probe bulb into the plastic cap. Warning: If the plastic cap is not wrapped on the thermometer, germs can easily be spread. Step 3- Tell the patient to open his or her mouth wide with his or her tongue upward, and gently place the thermometer underneath the tongue. Step 4- Once the thermometer is underneath the tongue ask them to close his or her mouth and then begin taking their body temperature. Step 5- Push the button. The thermometer will beep and a number will appear, indicating in degrees Fahrenheit the temperature of the patient’s body. When done with this procedure, dispose the plastic cap in a sanitary manner. . What is the pulse rate? Taking a pulse rate is checking the number of times the heart beats per minute. When checking a pulse it also checks the heart rhythm and the strength of the pulse. For example, the strength or weakness of the pulse indicates overall heart-health. The normal pulse for healthy adults ranges from 60 to 100 beats per minute. Step 1- Relax the patient arm on the table. The patient’s palm should be facing the ceiling and the fingers should be relaxing as well.



Step 2- Use the first and second fingertips, and place it on the patient’s wrist or where the forearm meets the upper arm press firmly but gentle on the arteries until one can feel a pulse. (As the picture shown below) Step 3- Keep hand on the pulse and begin counting the pulse. Count the second hand on whatever the number that was start from. Count pulse for 60 seconds (or for 15 seconds and multiply by four to calculate beats per minute). Note: When counting, concentrate on the beats. Try not to watch the clock continuously, so it does not become confusing. Step 4- Chart down the results when done. If one is unsure about the result ask someone to watch the clock while one counts the beats. What Is the Respiration? Respiration is the number of breaths a person takes per minutes. While counting the number of times a person’s chest rises. When taking respiration it is important that one pays close attention to the chest. A normal respiration would be 15-20 breaths per minutes. Note: When taking respiration do not tell the person that he or she is being watching breathing. A person tends to breathe differently when they are aware of someone checking their respiration. Step 1- Tell the patient to sit up straight and relax and breathe. Step 2- As the patient is breathing gently place hands on their upper chest and middle back. Then look at the chest as it rises. Steps 3- When the chest rises then begin to count to a full minute. Once the counting is finished then record how many times the chest rises and that will be the answer. What is Blood Pressure? Blood pressure is measured with a blood pressure cuff and stethoscope. Each heart beat pumps the blood in the arteries, the highest blood pressure as the heart contracts. If one does not have an electronic blood pressure monitoring then they are not able to take their blood pressure without this particular equipment. When measuring blood pressure there are two numbers that should be recorded, they are systolic pressure and the diastolic pressure. The systolic pressure is the higher number of pressure inside the artery when the heart contracts and pumps the blood throughout the body. On the other hand the diastolic is the lower number of pressure inside the artery when the heart is resting and is filled with blood. Note: When measuring blood pressure rest for three to five minutes without taking a measurement.



Step 1- Sit patient in a comfortable chair, with his or her back supported with legs uncrossed. (No movement should be allowed). Step 2- Place patient arm on a table or hard surface. Make sure the arm is being relaxed and patient is comfortable. Step 3- Wrap the cuff carefully around the patient upper part of the arm. Note: The cuff should be sized easily for the patient, so that it would have enough room for one fingertip to slip underneath. Step 4- Place the stethoscope in the care giver ear. Then place the Diaphragm underneath the cuff on the artery. Step 5- Care giver should pump the cuff to make sure that it works. Also turn the knob to make sure there is no air in the cuff. Step 6-The Care giver should begin pumping the cuff until the measurement says 180. Slowly unleash the turning knob and listen to the heart beat. Warning: If the cuff is pumped over the amount that is giving, it can cause serious damage to the patient health. Step 7- The first heart beat should be measured, and the least beat should be measured and that will indicate the systolic pressure and diastolic pressure.



PATIENT TRANSFER FROM BED TO STRETCHER Nursing Care During Procedure: 1. Inform the patient and family prior to a transfer regardless of cognitive status. 2. Wash hands before and after contact with the patient or the patient’s environment. Follow infection prevention hand hygiene guidelines to minimize risk of microbial contamination and bacterial growth. 3 Cover stretcher with sheet. 4 Check patient’s identification on wristband against patient’s chart. 5 Assess physical condition of patient and physical/environmental conditions . Assess tubes, dressing, and any other equipment or special needs and notify receiving department of special care needs; spills on floors that may cause fall/slip. 6 Utlilize appropriate assistive devices including: walkers, sliding boards, patient lift, drawsheets, gait belts, etc to promote patient and staff safety. 7 Prepare for transfer. 8 Place draw sheet beneath patient. 9 Raise bed to height of stretcher. 10 Lock wheels of bed, pull patient towards edge of bed to decrease distance of transfer and reduce reach of personnel on stretcher side, place stretcher against side of bed, lock wheels of stretcher. Make sure wheels of stretcher are parallel with bed. 11 Depending on condition and size of patient, have two or more persons to transfer pt. Positioning one (or more) staff members on either side of bed. Consult with PT/OT regarding Bariatric Patient transfers as needed. 12 Using the drawsheet, on count aloud to 3 lift the patient to the side of the bed using proper body mechanics and ensuring patient's head/neck is stabilized during transfer. 13 Using the drawsheet, on count aloud to 3 lift patient to stretcher using proper body mechanics. 14 Secure tubes and other equipment to stretcher. 15 Elevate patient’s head for comfort. 16 Cover patient appropriately. 17 Secure patient to stretcher with straps and raise siderails. Observe patient closely at all times. 18 Report to person in charge or secretary that patient is ready to be transported. 19 Instruct transport personnel of special needs of the patient, if applicable. Note: Patient may assist with his or her transfer if able. Note: Consider use of roller transfer boards or slider sheets to minimize actual lifting and decrease friction/sheer for the patient.



MOVING A PATIENT UP IN BED 1. Acquires second person to help with moving patient. 2. Locks bed wheels. 3. Lowers head of bed; places patient supine. 4. Lowers side rail on “working” side; keeps side rail up on opposite side of the bed. 5. Ensures that a friction-reducing device such as a transfer roller sheet is in place; improvises with a plastic bag or film under patient, if needed. 6. Raises height of the bed to waist level. 7. Removes pillow from under patient’s head and places it at the head of the bed. 8. Instructs the patient to fold his arms across his chest. If an overhead trapeze is in place, asks the patient to hold the trapeze with both hands. Has the patient bend his knees with feet flat on the bed. 9. Instructs the patient to flex his neck. 10. Positions assistant on opposite side of bed; each grasps and rolls draw sheet close to patient. 11. Instructs the patient, on the count of three, to lift his trunk and push off with his heels toward the head of the bed. 12. Positions own feet with a wide base of support. Points the feet toward the direction of the move. Flexes own knees and hips. 13. Places own weight on the foot nearest to the foot of the bed. Counts to three and shifts weight forward. 14. Repeats until the patient is positioned near the head of the bed. 15. Straightens draw sheet, places a pillow under the patient’s head and assists him to a comfortable position. 16. Places the bed in low position, and raises the side rail. 17. Places the call light in a position where the patient can easily reach it



PERINEAL FLUSHING Perineal Flushing for Female Materials: 1. 1 flushing can with warm water 2. 1 pick-up forceps sealed with antiseptic solution 3. 1 flushing forceps sealed with antiseptic solution 4. 1 bottle with dry sterile cotton ball 5. 1 waste receptacle Procedure: 1. Explain the procedure to the patient. Screen the bed. Lock the door if in private room. This provide privacy to clients and minimizes anxiety during procedure that is often embarrassing to nurses and clients.



2. Replace the top sheet with both blankets by fan folding top sheet to the foot part of the bed to prevent linens from soiling. 3. Put bed pan under the patient. 4. Arrange the bath blanket into a triangular drape on patient so that one tip of the triangle is towards the patient's chest and are between the legs. use the two tip of the triangle to cover the thighs.This provides easy access to the genitalia and to facilitate good body mechanics. 5. Inform the patient when you pour little water in perineum. With the pick up forceps, get one big soapy cotton balls container and hold it with dressing forceps. Soap the area from the mons veneris to the side and discard cotton balls. Using another soapy cotton balls, Repeat the procedure by soaping the inner area starting from the clitoris, paying particular attention to the fold of labia minora and majora, down to the anus then discard cotton ball. Clean the vaginal area and side of thighs. Repeat the procedure as needed. 6. Rinse the whole area with warm water. Repeat as necessary to remove all the soap from the area. Use dressing forceps with cotton balls. Seperate fold in rinsing.



7. Dry the part using dry cotton ball in the same manner, paying particular attention to the folds between the labia. Wipe and dry sides, and thigh with tissue paper. 8. Remove bedpan. Turn patient on the side, wipe and dry buttocks and anal region with tissue paper. 9. Place sanitary pad (for post partum patients). Put the patients underwear. 10. Replace bath blankets with top sheet and make patient comfortable in bed. 11. Empty and clean bedpan and place it upon the rack to dry. 12. Tidy room. 13. Bring tray to utility room. Replenish for the next use.



FEEDING PATIENT 1. Prepare the patient or resident for their meal. Wash or ask the person to wash their hands and face. Give them time for mouth care. Give them their dentures if they have them and they are not in the mouth. Make sure that their clothes are clean. Ask them if they would like to use the bathroom, commode, urinal or bed pan before they eat. 2. Wash your hands before and after feeding each patient or resident. Some assisted living and nursing homes have sinks in the dining areas. Others may use a waterless hand washing product for frequent hand washing. 3. Keep the dining room or patient room bright, cheerful, clean and with no bad odors. 4. Place the patient or resident in a comfortable and safe position. Chairs in the dining room should be comfortable. People in wheelchairs should be placed at the table so they can reach their food and drinks. The head of the bed should be up at least 30 degrees if the patient is eating in their bed so that they can swallow food and fluids. This prevents choking. Over the bed tables must be clean and put in place so the person can see and reach their meal. 5. Give the person their meal and check to make sure they are getting the correct meal. Know your patient or resident. Check their meal tray against their patient identification band to make sure that they are getting the correct meal. Know what foods and fluids they should be getting on their tray. Is the patient or resident getting everything they should on their food tray? Is the patient or resident getting the foods that they have chosen? Does the resident or patient have the utensils and napkins they need? 6. Check the food temperatures. Cold foods should be cold and hot foods should be warm but not too hot to cause a burn. 7. Place the meal so that the person can reach it, if they can safely do so 8. Help the person with their meal, as much as needed 9. Feed patients and residents that have to be fed. Feed patients slowly. Tell them what they are eating. Talk with them and give them time between bites so they can enjoy their food. If a person cannot use one side of their face or mouth, put the food and drinking straw on the side of the mouth that they can use. Tell them to swallow as needed. Alternate foods. Give residents and patients some meat, then some vegetable, then some milk, and then some bread or potatoes. Feed them as they want to eat. If they cannot tell you what they want, alternate bites of food like you would do if you were eating the meal. Use a different straw for each fluid. Do NOT force a person to eat something that they do not want to eat. Encourage patients and residents to eat but NEVER force anyone to eat if they do not want to.



10. Check, record and report how much of what the person has eaten. Write down the person's name and how much of meat, peas, potatoes and milk, or other fluid, they have eaten. If the person has not eaten well, you must report this immediately to the nurse in charge. 11. Return the person to their room and clean them up if needed. Clean crumbs and food off the bed if the person has eaten their meal in the bed. 12. Keep the resident or patient in a sitting position for at least 30 minutes after the meal so they do not choke. 13. Call for help and do the Heimlich maneuver if a person chokes on food or fluid and is not able to cough.



CARE OF PATIENT’S MOUTH Materials 1.



Clean receiver or bowl 2. Paper tissues 3. Small headed toothbrush with soft to medium round headed filaments 4. Fluoride toothpaste, recommend to patients 5. Single use disposable non sterile gloves 6. Denture pot (if required) 7. Denture soaking solution 8. Single use Petroleum Jelly if required



Procedures 1. Verbally check the identity of the patient by asking the patients full name and date of birth. 2. Staff members to introduce themselves. Explain and discuss the procedure with the patient 3. Establish patient has no known allergies, check in patients records and also ask patient/family of any known allergies 4. Explain procedure and obtain informed and valid consent, if patient unable to consent , record procedure as ‘best interest’ in health care records 5. Collect and check all equipment 6. Ensure light source is adequate 7. Decontaminate hands prior to procedure 8. Apply single use disposable non sterile gloves 9. If patient has dentures, they should be removed and placed in a denture pot 10. Examine the patient’s mouth and assess patient’sindividual needs 11. Use a toothbrush with a small head to give better access to the back of the mouth and with densely packed soft to medium synthetic filaments. Using fluoride toothpaste, gently brush the patient’s natural teeth, gums and tongue. Replace toothbrush every three months or sooner if required. 12. Brush inner, outer aspects of the teeth. The biting surfaces of side and back teeth should also be brushed. Use the gentle scrub technique of brushing. Place the filaments of the brush at the neck of the tooth and use short horizontal movements. Emphasis should be on small movements and gentle pressure, and a systematic approach to the cleaning of all surfaces. Advise patient to brush teeth twice daily. Clean teeth last thing at night and at least one other time each day. 13. The patient should be discouraged from rinsing their mouth after brushing. It is preferable to spit out the paste and if desired, the mouth rinsed with a little water transferred on the brush 14. If the patient is unable to rinse and void, advise the patient that non-foaming fluoride toothpaste is recommended. A baby toothbrush can be used if necessary 15. Where patients have xerostomia (dry mouth) apply artificial saliva to the tongue, gums and oral mucosa if appropriate (and prescribed) and continue use of fluoride toothpaste. If artificial saliva has not been prescribed refer to GP for advice Apply a suitable lubricant to the lips, if the patient requires oxygen be aware of the potential fire risk if using Petroleum



Jelly Where a patient has evidence of gum inflammation or bleeding a suitable mouth rinse can be offered for short periods of time. 16. Foods to advise patients to avoid if they have a sore mouth: Avoid hot spices, garlic, onion, vinegar and salty food. Keep food moist, add gravies and sauces to food.Avoid rough textured food e.g. toast or crisps Cold foods and drinks can be soothing to a sore mouth, frequent sipping of iced water gives the best relief 17. Clean the patient’s dentures on all surfaces with denture cleaning paste or liquid soap under running water with a denture brush or toothbrush. 18. Rinse the denture and place it in a hypochlorite-based soaking solution of the Steradent type (e.g. 1 part Milton to 80 parts water). Hypochlorite is not suitable for metal-based dentures for which special soaking solutions containing alkaline peroxide are available. 19. After soaking dentures according to the manufacturers’ instructions for the soaking agent, the dentures should be brushed and rinsed before being inserted. Soaking alone will not clean dentures and that thorough brushing before soaking is essential. Best practice suggests all dentures should be removed before sleeping. Where this is not practical, patients to be advised that dentures should be removed for at least four hours during the day. 20. The roof of the mouth, the gum ridges and tongue should be gently cleaned daily with a soft brush 21. Clean and thoroughly dry the toothbrush replace every three months or sooner if needed. 22. On completion of the procedure remove and dispose of Personal Protective Equipment (PPE) to comply with waste management policy 23. Decontaminate hands following removal of PPE 24. Document all actions and observations in health care records



BED BATH Materials (a) Washbasin and water (110-115ºF). (b) Hygiene articles, such as lotion, powder, and deodorant. (c) Pajamas or gown. (d) Linen as necessary. (e) Portable screen as necessary. (f) Laundry bag or hamper. (g) Soap and soap dish. (h) Bath towels (2). (i) Washcloths (2). (j) Nail file and comb. (k) Disposable gloves. Procedure. (1) Check the physician's orders. (2) Visit the patient; introduce yourself and inform him of the procedure. Offer him a bedpan, urinal, or use of bathroom. (3) Check for the required personal toilet articles and clean linen available in the unit. Clear the top of his bedside cabinet and place the cabinet and chair for optimum workspace. Adjust the room temperature and provide privacy. (4) Prepare supplies and equipment. (5) Wash your hands. (6) Place bath equipment on the cabinet. Place clean linen on the chair in order of use. (7) Loosen top covers at the foot of the bed. Fold and remove spread and blanket. Leave top sheet for cover. (8) Lower side rail, position patient on near side of bed, and raise bed to working level. (9) Loosen top linens from the foot of the bed; place bath blankets over the top linens. Ask patient to hold bath blankets while you remove top linens. If patient is unable, you will have to hold bath blanket in place while removing linens. (10) Remove the pillow and raise the head of the bed to semi-Fowler's position if patient can tolerate it. Place it at the back of the chair (hang the pillow case to receive soiled linen, if laundry hamper is not readily available). Do not permit soiled laundry to touch your uniform.



(11) Assist the patient with oral hygiene. If the patient is unable, you should perform procedures in paragraphs 1-11 through 1-14. (12) Remove the patient's gown/pajamas, all undergarments, and jewelry. (a) If the patient has an injured arm or shoulder, start removing the coat from the uninjured side. When only limited movement is permitted, the pajama coat is worn back to front, and left unfastened. (b) To remove the coat, unbutton and tuck the excess material under the back toward the far shoulder. Raise the far shoulder, remove the sleeve, and tuck the coat under the near shoulder. Raise the near shoulder and pull the coat through, removing it from the near arm. (c) To remove the pants, loosen the waist tie, unbutton, and pull the pants below the hips while keeping the patient covered with the sheet. Grasping the waist portion, ease the pants off over the feet. (13) Wash the patient's eyes and face. (a) Place the bath towel under the patient's head and the hand towel over his chest. Form a mitt with the bath cloth around hand; ends of bath cloth should not dangle (fig. 1-4). Dip mitt and hand into bath water. Squeeze out excess water. (b) Bathe the eyelids, using a different portion of the cloth for each eye. Cleanse from inner to outer canthus (corner of eye), as in figure 1-5. Dry thoroughly. (c) Apply soap to the cloth, unless soap is not to be used on the patient's face. Do not leave soap in water. Rinse bath cloth. Using firm, gentle strokes, wash the face to the hairline. Wash the ears and neck. Use cotton-tipped applicators to cleanse pinna of ear.



Figure 1-4. Mitten washcloth. (14) Wash the upper limb. (a) Remove the bath towel from under the patient's head. Expose the arm farthest from you. Place the bath towel lengthwise under his shoulder and arm.



(b) Wash the arm, using long firm strokes from the wrist to the shoulder. Wash the armpit thoroughly. Rinse and dry. Apply deodorant if applicable. (c) Fold the towel in half. Place basin on folded towel on the bed; immerse patient's hand in the water. Wash hands and nails while encouraging finger movements. Clean and trim the fingernails as needed. (d) Remove basin and dry the hand. (e) Repeat the procedure on the near arm and hand. (15) Wash the chest and abdomen. (a) Cover the patient's chest with bath towel; fold bath blanket down to waist; and wash the chest with a circular motion. Be sure to cleanse and dry under breast and skin folds very well. (b) Fold bath blanket down to pubic area, keeping chest covered with dry towel. Wash abdomen including umbilicus (using cotton-tipped applicators) and skin folds. Dry thoroughly. (c) Raise side rail; empty basin into hopper or stool. Rinse basin and wash cloth. Refill basin 2/3 full with water at 110º to 115ºF (43º to 46ºC). (16) Wash the lower limb. (a) Expose the far leg, draping the sheet securely into the groin and under the thigh. Check to see that genitalia are not exposed when the leg is flexed. (b) Wash, rinse, and dry the thigh and leg. (c) Place the basin on a towel on the bed so that the patient's foot can be immersed in the basin with no pressure on the calf of the leg. Wash the foot, paying particular attention to the skin between the toes, at the heels, and at the ankles. Encourage toe and ankle movement. Trim and clean toenails if necessary. (d) Support the leg at the knee and heel when moving his foot from the basin. Place the basin on the table. Dry the foot thoroughly, rubbing any calloused area with a towel to remove dead skin. Apply lotion to the foot and ankle, massaging the heel in circular motion with the palm of your hand. (e) Repeat the procedure on the near thigh, leg, and foot. (f) Change the bath water and rinse the washcloth thoroughly. (17) Wash the back and buttocks. (a) Turn the patient to wash his back and buttocks. His position may be prone (on the abdomen) or lateral recumbent (on the side), but the entire back and buttocks should be exposed. (b) Place the towel close to the back and lengthwise on the bed.



(c) Bathe, rinse, and dry the back from the neck to the sacrum (region in back of pelvis). Pay particular attention to the folds of the buttocks and anal areas. (d) Rub the back with lotion. Use firm, gentle, circular movements, starting at the base of the spine and rubbing with the heel of both hands, up and out, and over the shoulders. Finish with circular movements at the upper spine and nape of the neck. (18) Wash the genitalia area. (a) Turn the patient on his back, to the near side of the bed, and place the towel under his hips. (b) Hand the patient the prepared washcloth and assist in washing the pubic area and genitalia as necessary. There should be minimal exposure but thorough washing, rinsing, and drying. NOTE: If the patient has an indwelling catheter, the entire procedure should be done for him (19) Put pajamas on the patient. (a) Replace the coat. If the patient has an injured arm or shoulder, start replacing the coat from the injured side. Slip your hand through the sleeve cuff to hisshoulder and grasp the patient's hand. Draw his hand and arm through the sleeve. Now tuck the material under to his other shoulder on the injured side and guide his hand and arm through the sleeve. (b) To replace the pants, slip your hand through the pant leg from the cuff to the waist and grasp the patient's feet to guide each leg through its pant leg. Raise the patient's buttocks and pull the pants over his hips to the waist. Fasten the buttons and tie at the waist. (20) Comb the patient's hair. (21) Remove the bath equipment to the utility room; clean and store it. (22) Remake the bed. If possible, assist the patient to a chair or stretcher and make the bed.



ASSISTING IN ABDOMINAL PARACENTESIS Materials 1. Sterile paracentesis tray and gloves 2. Drape or cotton blankets 3. Skin preparation tray with antiseptic 4. Procaine hydrochloride 1% 5. Collection bottle (vacuum bottle) 6. Specimen bottles and laboratory forms PREPARATORY PHASE ACTION 1. Explain procedure to the patient. 2. Record the patient’s vital signs. Rationale: Provides baseline values for later comparison. 3. Have the patient void before treatment is begun. See that consent form has been signed. 4. Position the patient in Fowler’s position with back, arms and feet supported (sitting on the side of the bed is frequently used position). 5. Drape the patient with sheet exposing abdomen. PERFORMANCE PHASE 1. Assist physician in preparing skin with antiseptic solution. 2. Open sterile tray and package of sterile gloves; provide anesthetic solution. 3. Have collection bottle and tubing available. 4. Assess pulse and respiratory status frequently during procedure; watch for pallor, or syncope. 5. Physician administers local anesthesia and introduces No. 20 needle or trocar. 6. Needle or trocar is connected to tubing and vacuum bottle or syringe; fluid is drained from peritoneal cavity. 7. Apply dressing when needle is withdrawn. FOLLOW-UP PHASE 1. Assist the patient to be comfortable after treatment. 2. Record amount and kind of fluid removed, number of specimens sent to laboratory, the patient’s condition through treatment. 3. Check blood pressure and vital signs every half hour for two hours, every hour for 4 hours, and every 4 hours for 24 hours. 4. Usually, a dressing is sufficient; however, if the trocar wound appear large, the physician may close the incision with sutures.



5. Watch for leakage and/or scrotal edema after paracentesis. Rationale: If seen, notify the physician at once



ASSISTING IN THORACENTESIS Before the Procedure 1. Check the doctor’s order. 2. Identify the client. 3. Asked patient to sign a consent form that gives your permission to do the test. Read the form carefully and ask questions if something is not clear. 4. Explain and emphasize the importance of the procedure. 5. Inform that she will be experiencing mild pain on the site where the needle was pricked 6. Inform the client that the procedure takes only few minutes, depending primarily on the time it takes for fluid to drain from the pleural cavity. 7. Inform the client not to cough while the needle is inserted in order to avoid puncturing the lung 8. Explain when and where the procedure will occur and who will be present. 9. Explain the procedure to the patient and SO, reinforcing what the physician has previously explained to the patient/SO 10. The patient may have a diagnostic procedure, such as a chest x-ray, chest fluoroscopy, ultrasound, or CT scan, performed prior to the procedure to assist the physician in identifying the specific location of the fluid in the chest that is to be removed. 11. The patient may receive a sedative prior to the procedure to help the patient relax. 12. Asked the patient to remove any clothing, jewelry, or other objects that may interfere with the procedure. 13. The area around the puncture site may be shaved. 14. Vital signs (heart rate, blood pressure, breathing rate, and oxygen level) are to be monitored before the procedure. During the Procedure 1. Support the client verbally and describe the steps of the procedure as needed. 2.



Vital signs (heart rate, blood pressure, breathing rate, and oxygen level) are to be monitored during the procedure.



3.



The patient may receive supplemental oxygen as needed, through a face mask or nasal cannula (tube).



4.



Observe the client for signs of distress, such as dyspnea, pallor, and coughing



5.



Place the patient in a sitting position with arms raised and resting on an overbed table. This position aids in spreading out the spaces between the ribs for needle insertion. If the patient is unable to sit, the patient may be placed in a side-lying position on the edge of the bed on unaffected side.



6.



The skin at the puncture site will be cleansed with an antiseptic solution.



7.



The patient will receive a local anesthetic at the site where the thoracentesis is to be performed.



8.



Don’t remove more than 1000 ml of fluid from the pleural cavity within first 30 minutes.



9. Place a small sterile dressing over the site of the puncture. After the Procedure 1.



Observe changes in the client’s cough, sputum, respiratory depth, and breath sounds, and note complaints of chest pain.



2.



Position the client appropriately



3.



Some agency protocols recommend that the client lie on the unaffected side with the head of the bed elevated 30 degrees for at least 30 minutes because this position facilitates expansion of the affected lung and eases respirations



4.



Position the patient in a side-lying position with the unaffected side down for an hour or longer.



5.



Include date and time performed; the primary care provider’s name; the amount, color, and clarity of fluid drained; and nursing assessments and interventions provided.



6.



Transport the specimens to the laboratory.



7.



The dressing over the puncture site will be monitored for bleeding or other drainage.



8.



Monitor patient’s blood pressure, pulse, and breathing until are stable.



9.



Document all relevant information.



ASSISTING IN CAST APPLICATION Materials # plaster cast: – plaster rolls 2,3,4, or 6 inch. – padding material. – Clean gloves, apron. – plastic- lined bucket or basin. – cart, chair and fracture table scissors. – paper or plastic sheets.



# synthetic cast: – synthetic rolls. – pail with water to damp in rolls. – padding materials. – cast cutter to trim edge of cast.



Assessment: 1. Assess factors that may affect wound healing, such as diabetes, poor nutritional status, or steroid medication use. 2- Assess clients ability to cooperate and level of understanding concerning the casting procedure. 3- Inspect condition of skin that will be under the cast- specifically note any areas of skin breakdown, rashes present or incisional wound. 4. Assess neurovascular status of the area to be casted. Specifically note presence or absence of motor and sensory function, skin color, temperature, and capillary refill (pain, presthesia, pale, pulseless, paralysis) 5- Pay attention to tissue distal to cast.



5. Assess client pain status using a scale of 0 to 10. 6. Consult the physician to determine the extent to which client will be able to use the casted body part.



Implementation for care of the client during cast application: 1. Prepare needed equipment. 2. Hand washing. 3. Explain the procedure. 4. Adjust the bed to appropriate level, lower side rails. 5. Provide adequate lightening. 6. Provide privacy . 7. Administer analgesics before cast application 20 to 30 minutes before cast application. 8. Wear gloves. 9. Assist physician in positioning client and injured extremity as desired, depending on type of cast to be used and area to be casted. 10. Prepare the skin that will be enclosed in the cast. Change any dressing if present and cleanse the skin with mild soap and water. Note: clients with skin damage may not be candidate for casting. 11. Assist with application of padding material around body part to be casted, avoid wrinkles or uneven thicknesses. 12. Hold body part or parts to be casted or assist with preparation of casting materials. a. plaster cast: Mark the end of the roll by folding one corner of the material under it self. Hold plaster roll under water in a basin until bubbles stop then squeeze slightly and hand roll to person applying the cast. b. synthetic cast: Submerge cast roll in lukewarm water for 10 to 15 seconds, squeeze to remove excess water



13. Continue to hold the body part as necessary as the cast is applied, and supply necessary equipment And compress it gently with hands. Thickness of plaster cast determine its strength, compression promote bonding and strength of cast layers. 14. Provide walking heel, brace to stabilize the cast as requested by physician 15. Assist with finishing the cast by folding the edge of the stockinette down over the cast to provide a smooth edge, unroll a dampened plaster roll over the stockinette to hold in place. 16. Using scissors, trim the cast around the fingers, toes, or the thump as necessary, remove and discard gloves and perform hand hygiene. 17. Depending on the tissue to be casted, elevate the casted tissue to the level of the heart by pillows or sling, air dry the cast, if ice ordered apply it to the side of the cast not on the top. 18. Inform client to notify caregivers of any alteration in sensation, numbness, tingling, unusual pain, or inability to move fingers or toes in affected extremity. 19. Using palm of hands to support casted areas, assist client with transfer to stretcher or wheelchair for return to unit. Or prepare for discharge . Use additional personnel to transfer client safely if needed. 20. Review all home care instructions with the client and significant others. 21. Explain to the client the need to keep cast exposed until drying is complete, use elevation or ice. 22. Have client turn every 2-3 hours, do not rest heel over bed or pillow. Cast care instructions: 1st 24 hours: – follow physician instructions. – keep the cast and extremity elevated 1st 48 hours. – put ice first 24 hours beside cast not on the top. – move body part above and below cast regularly or do massage to improve circulation. – avoid handling cast in 1st 24 hours. – use fan placed 18 to 24 inches to help cast for drying and dont cover the cast. – never insert any subject inside the cast for any purpose.



Caring for plaster cast: – avoid wetting the cast. – cover cast in plastic when bathing. – do not trim cast edges. Synthetic cast: – its water proof and can become wet if there is no incision under it. – you can clean the cast with mild soup and water. – you can rinse inside of your cast with warm water using a flexible shower head. – when wetting cast dry it with towel and hair drayer on low setting, dont cover the cast if wet. Skin care: – inspect skin condition around the cast. – do not insert any object inside the cast. – you can use lotion on areas out side the cast not inside. Activity: – do not walk on a leg cast for the first 48 hours. – use a sling for casted arm to promote support and comfort. Contact the doctor if: – you have pain, burning or swelling. – feel a blister or sore developing inside the cast. – experience numbness or persistent tingling. – your cast become badly soiled. – the cast break, cracks, develop soft spots. – the cast become too loose. – develop skin problem at the cast edges. – develop fever or foul odor under the cast.



– If you have any questions regarding the treatment. Evaluation: 1. Inspect area distal to cast for capillary refill. 2. Palpate temperature around the cast assessing for hot spot which may indicate infection. 3. Palpate pulse distal to the cast. 4. Inspect condition of the cast. 5. Observe for edema. 6. Observe client for signs of anxiety. Recording and reporting: – Record cast application, condition of the skin, status of circulation and motion of distal parts. – Record instructions given to client and family. – Report abnormal findings from neurovascular checks, report signs and symptoms of compartment syndrome immediately. Cast removal Care of client during cast removal: Assessment: 1. Assess the clients understanding and ability to cooperate with cast removal 2. Assess client readiness for cast removal ( physicians order, x ray examination, physical findings. 3. Ask if client feel itching or burning below the cast Materials: – cast saw. – plastic sheet or paper. – cold water enzyme wash – skin lotion. – basin, water, wash cloth, towels.



– scissors. – eye protection (goggles) for client and nurse. Procedure: 1. Prepare needed equipment. 2. Hand washing. 3. Explain the procedure. 4. Adjust the bed to appropriate level, lower side rails. 5. Provide adequate lightening. 6. Provide privacy . 7. Assist with positioning the client. 8. Describe the sensation of vibration caused by cast saw during cast removal and the generation of heat. 9. Describe that skin under the cast will be dry and scaly, and muscle atrophy from disuse. 10. Describe the loud noise caused by cast saw. 11. Apply gloves and goggles to prevent injury from cast saw. 12. Stay with the client and explain the progress of the procedure as cast and underlying padding removed. 13. Inspect tissues underlying the cast after removal. 14. If skin intact apply water enzyme wash if available and leave it for 15-20 minutes, or mild soap and water could also be used but do not scrub the skin. 15. Gently wash the extremity. 16. Pat extremity to dry, remove gloves, wash hands, apply lotion to client skin. 17. After cast removal, explain and write ot skin care procedure for the client. 18. Obtain physician order to perform active and passive ROM and clarify level of activity allowed. 19. Assist in transfer of client for return to unit or discharge. 20. Instruct client to observe for swelling and to continue to elevate the extremity to control swelling.



21. Return patient to comfortable position. 22. Dispose used supplies and equipments. 23. Wash hands. Report and record: – record cast removal, condition of skin under the cast, skin care interventions, name of person removed the cast. – record instructions given to client and family. Patient instruction after cast removal include: – elevate the extremity to decrease edema by pillows or chair. – regular use of moisturizers for dry scaly skin. – instruct client not to remove scaly skin by rubbing. – teach client to ambulate slowly and carefully until muscle strength regained.



COLD TEPID SPONGE BATH



Materials: (a) Bath basin. (b) Tepid water (37ºC; 98.6ºF) (c) Washcloth (4). (d) Bath thermometer. (e) Bath blanket. (f) Patient thermometer. Procedure. (1) Observe patient for elevated temperature. Review physician's orders. (2) Explain the procedure to patient. (3) Prepare the equipment: (4) Provide privacy; wash hands. (5) Cover patient with blanket, remove gown, and close windows and doors. (6) Test the water temperature. Place washcloths in water and then apply wet cloths to each axilla and groin. (7) Gently sponge an extremity for about 5 minutes. If the patient is in tub, gently sponge water over his upper torso, chest, and back. (8) Continue sponge bath to other extremities, back, and buttocks for 3 to 5 minutes each. Determine temperature every 15 minutes. (9) Change water; reapply freshly moistened washcloths to axilla and groin as necessary. (10) Continue with sponge bath until body temperature falls slightly above normal. Discontinue procedure according to SOP. (11) Dry patient thoroughly, and cover with light blanket or sheet. (12) Return equipment to storage, clean area, and change bed linens as necessary. Wash hands. (13) Record time procedure was started, when ended, vital signs, and patient's response.



SITZ BATH Materials 



Sitz tub half filled with water 105F







Pitcher of water 130F







Bath thermometer







Ice cap-with cover







Fresh camisa







Bath towel







Bath blanket







Rubber ring p.r.n.



Preparation 1.



Take all necessary equipment to bathroom or treatment room.



2.



Run water into tub and check temperature—105F or 40.5C



3. Place rubber ring at bottom of tub p.r.n. or line bottom with towel. Charting 



Type of solution







Length of time of application







Type of heat application







Condition and appearance of wound







Comfort of patient







Towels and bathmat







Bath blanket







Inflatable ring







Patient’s clean clothes



PROCEDURES: 1. Check physician’s order for sitz bath patient. 2. Prepare the materials needed: 



Take linen to bathroom.



 



Fill clean tub about one-third full with warm water. Check with your hand to determine that temperature of water is between 105°F and 110°F (40.5°C to 43.3°C).







Place towel or inflatable ring, if appropriate, on tub bottom and bathmat on floor beside tub. 3. Explain purpose and procedure to patient. 4. Test the water in a sitz with a thermometer before the patient enters the tub. If the purpose of the sitz bath is to apply heat, water at a temperature of 43°C to 46°C for 15 minutes will produce relaxation of the parts involved after a short contraction. 5. Assist the patient into the tub and position him properly.Check to see whether there is pressure against the patient’s thighs or legs.If the patient’s feet do not touch the floor, and the weight of the legs is resting on the edge of the tub, a stool should be used to support the feet and to relieve the pressure on the back of the legs.It may also be necessary to place a towel in the water to support the patient’s back in the lumbar region.The bath can seem very long if one’s body is not in good alignment and comfortable. 6. Wrap a bath blanket around the patient’s shoulders, and drape the ends over the tub. 7. Observe the patient closely for signs of weakness and fatigue. A cold compress may be placed at the back of the neck or forehead, to help prevent the patient from feeling weak. Discontinue the bath if the patient’s condition warrants. 8. Test the water in the tub several times, and keep it at the desired temperature. Additional hot water may be added by pouring it slowly form a pitcher or by opening a hot-water fauce a little bit. 9. Do not leave the patient alone unless it is absolutely certain that it is safe to do so. 10. Help the patient out of the tub when the bath is completed. Normally, a hot sitz bath should be continued for 15 to 30 minutes. 11. Assist the patient to his bed, where it is best for him to lie down, and out of drafts until normal circulation returns.



GASTRIC LAVAGE Materials 1)Nasogastric insertion equipments. 2)Lavage fluid – Nacl or other prescribed solution. 3) Syringe 20ml for aspiration and 50ml for lavage. 4) Specimen container with lab request form. 5) Kidney dish as receiver. 6) Measuring jug. 7) Protective sheet. 8) Clinical waste. 9) Domestic waste



Procedures 1.Verify Dr’s order. 2.Assest patient level of conciousness. 3.Greet patient and explain procedure. 4.Provide privacy. 5.Remove dental appliances and inspect oral cavity for loose teeth. 6.Position patient in Semi-Fowler’s. 7.Insert NG tube as per procedure handout. 8.Check placement of tube in stomach ( 3 times check). 9.Aspirate stomach contents before instilling water or antidote.Keep specimen in container for analysis. 10.Remove 20ml syringe and attach with 50ml syringe to pourlavage solution into NG tube or attach with 50ml syringe barrel. 11.Pour or inject slowly 20ml solution and wait for 1 minute



GASTRIC GAVAGE Materials 1. Feeding fomula 2.



Calibrated drinking glass



3.



Bowl



4.



Acepto syringe



5.



Medicine glass with tap water



PROCEDURE 1. Explain procedure to client. 2. Assemble equipment. Check amount, concentration, type and frequency tube feeding on client’s chart. 3. Wash your hands. 4. Position client with the head of bead elevated at least 30 degrees angel or as near normal position for eating as possible. 5. Unpin tube from client’s gown and check to see that the gastric tube is properly located in the stomach. 6. Aspirate all gastric contents with syringe and measure. Return immediately through tube and proceed with feeding if amount of residual does not exceed policy of agency or physician’s guidelines. Disconnect syringe from tubing. 7. When using Asepto sringe or Toomey syringe: a.Remove plunger or bulb from syringe and attach syringe to nasogastric tube which has been pinched with finger and introduce the prescribed amount slowly. b.Hold the syringe approximately 12 inches above the stomach. Allow solution to run in by gravity. Raise the syringe to increase the rate of flow, and lower the syringe to decrease the rate of flow. c.Do not let the syringe empty while introducing the nourishment. d.Introduce 30ml – 60mL (1 oz – 2 oz) of water into the tube after the nourishment is introduced. e.Clamp the gastric tube immediately after nourishment and water are instilled. Disconnect the syringe and cover end of tubing with gauze secured with rubber band.



8. When using a feeding bag: a.Hang bag on IV pole and adjust to about 12 inches above the stomach. Clamp tubing and pour formula into the bag. Release clamp enough to allow formula to run through tubing. Close clamp. b.Attach tubing to nasogastric tube, open clamp and regulate drip according to physician’s order. c.Add 30 ml – 60 ml (1 oz – 2 oz) of water to feeding bag when feeding is almost completed and allow to run through tube. d.Clamp the tubing immediately after water has been instilled. Disconnect from nasogastric tube and cover gauze secured with a rubber bad. 9. When using pre-filled tube feeding set-up: a. Remove screw-on cap and attach administration set-up with drip chamber and tubing. Hang set on IV pole and adjust to about 12 inches above the stomach. Clamp tubing and squeeze drip chamber to fill one-third to one-half of capacity. Release clamp and run formula through tubing. Close clamp. b. Follow steps 8b and 8d. Feeding pump may be used with the tube feeding set-up to regulate drip. 10. Observe client’s response during and after tube feeding. 11. Have client remain in upright position for at least 30 minutes after feeding. 12. Wash and clean equipment or replace according to agency policy. Wash your hands. 13. Record type and amount of feeding and client’s response. Monitor urine or blood glucose if ordered by physician.



RETENTION ENEMA Materials: 1. Jug with warmed water 2. Continence sheet 3. Rectal catheter 4. Connection 5. Lubricant 6. Non sterile gloves 7. Enema can with attached tubing and clamp/or re-useable plastic container with tubing and clamp on shelf PROCEDURE 1. Explain the procedure to the woman, obtain verbal consent and ensure privacy. 2. Place the woman in the left lateral position with her knees flexed, cover her with a blanket. 3. Place the continence sheet (bluey) under her buttocks. 4. Attach the rectal catheter to the tubing using the connection. 5. Put on gloves; lubricate 5-10cms along catheter. 6. Expel all the air from tubing and catheter then clamp the tubing. 7. Lubricate the anus. 8. Gently insert the catheter into the rectum 7-10 cms. 9. The temperature of the oil should not exceed 38°C. 10. Elevate the filled enema can and hold 40cms above the level of the mattress. 11. Release the clamp and allow the fluid to run in until the required amount has been used. 12. Clamp the catheter and gently remove it. 13. The woman should remain in the left lateral for the prescribed time (if possible). 14. The enema should be retained up to an hour. 15. The foot of bed should be raised slightly according to the woman’s condition. 16. Leave the bed pan / commode close by or ensure easy toilet access. 17. Dispose of and decontaminate equipment and wash hands. 18. Sign the medication chart, and document the administration and the result obtained.



CATHETERIZATION Materials 1. Sterile gloves - consider Universal Precautions 2. Sterile drapes 3. Cleansing solution e.g. Savlon 4. Cotton swabs 5. Forceps 6. Sterile water (usually 10 cc) 7. Foley catheter (usually 16-18 French) 8. Syringe (usually 10 cc) 9. Lubricant (water based jelly or xylocaine jelly) 10. Collection bag and tubing PROCEDURES 1. Gather equipment. 2. Explain procedure to the patient 3. Assist patient into supine position with legs spread and feet together 4. Open catheterization kit and catheter 5. Prepare sterile field, apply sterile gloves 6. Check balloon for patency. 7. Generously coat the distal portion (2-5 cm) of the catheter with lubricant 8. Apply sterile drape 9. If female, separate labia using non-dominant hand. If male, hold the penis with the nondominant hand. Maintain hand position until preparing to inflate balloon. 10. Using dominant hand to handle forceps, cleanse peri-urethral mucosa with cleansing solution. Cleanse anterior to posterior, inner to outer, one swipe per swab, discard swab away from sterile field.



11. Pick up catheter with gloved (and still sterile) dominant hand. Hold end of catheter loosely coiled in palm of dominant hand. 12. In the male, lift the penis to a position perpendicular to patient's body and apply light upward traction (with non-dominant hand) 13. Identify the urinary meatus and gently insert until 1 to 2 inches beyond where urine is noted 14. Inflate balloon, using correct amount of sterile liquid (usually 10 cc but check actual balloon size) 15. Gently pull catheter until inflation balloon is snug against bladder neck 16. Connect catheter to drainage system 17. Secure catheter to abdomen or thigh, without tension on tubing 18. Place drainage bag below level of bladder 19. Evaluate catheter function and amount, color, odor, and quality of urine 20. Remove gloves, dispose of equipment appropriately, wash hands 21. Document size of catheter inserted, amount of water in balloon, patient's response to procedure, and assessment of urine



SUBCUTANEOUS INJECTION 1.



Assemble equipment and check physician’s order.



2.



Explain procedure to patient.



3.



Perform hand hygiene.



4.



If necessary, withdraw medication from ampule or vial.



5.



Identify patient carefully. Close curtain to provide privacy. Don disposable gloves (optional).



6.



Have patient assume a position appropriate for the most commonly used sites.



7.



a.



Outer aspect of upper arm- Patient’s arm should be relaxed and at side of body.



b.



Anterior thighs- Patient may sit or lie with leg relaxed.



c.



Abdomen-Patient may lie in a semirecumbent position.



Locate site of choice (outer aspect of upper arm, abdomen, anterior aspect of thigh, upper back, upper ventral or dorsogluteal area). Ensure that area is not tender and is free of lumps or nodules.



8.



Clean area around injection site with an alcohol swab. Use a firm circular motion while moving outward from the injection site. Allow antiseptic to dry. Leave alcohol swab in a clean area for reuse when withdrawing theneedle.



9.



Remove needle cap with nondominant hand, pulling it straight off.



10. Grasp and bunch area surrounding injection site or spread skin at site. 11. Hold syringe in dominant hand between thumb and forefinger. Inject needle quickly at an angle of 45 to 90 degrees, depending on amount and turgor of tissue and length of needle. 12. After needle is in place, release tissue. If you have a large skin fold pinched up, ensure that the needle stays in place as the skin is released. Immediately move your nondominant hand to steady the lower end of the syringe. Slide your dominant hand to the tip of the barrel. 13. Aspirate, if recommended, by pulling back gently on syringe plunger to determine whether needle is in the blood vessel. If blood appears, the needle should be withdrawn, the medication syringe and needlediscarded, and a new syringe with medication prepared. Do not aspirate when giving insulin or heparin.



14. If no blood appears, inject solution slowly. 15. Withdraw needle quickly at the same angle at which it was inserted. 16. Massage area gently with alcohol swab. (Do not massage a subcutaneous heparin or insulin injection site.) Apply a small bandage if needed. 17. Do not recap used needle. Discard needle and syringe in appropriate receptacle. 18. Assist patient to a position comfort. 19. Remove gloves, if worn, and dispose of them properly. Perform hand hygiene. 20. Chart administration of medication, including the site of administration. This charting can be done on CMAR. 21. Evaluate patient response to medication within an appropriate time frame.



INTRADERMAL INJECTION 1.



Assemble equipment and check physician’s order.



2.



Explain procedure to patient.



3.



Perform hygiene. Don disposable gloves.



4.



If necessary, withdraw medication from ampule or vial.



5.



Select area on inner aspect of forearm that is not heavily pigmented or covered with hair. Upper chest or upper back beneath the scapulae also are sites for intradermal injections.



6.



Cleanse the area with an alcohol swab by wiping with a firm circular motion and moving outward from the injection site. Allow skin to dry. If skin is oily, clean area with pledget moistened with acetone.



7.



Use nondominant hand to spread skin taut over injection site.



8.



Remove needle cap with nondominant hand by pulling it straight off.



9.



Place needle almost flat against patient’s skin, bevel side up. Insert needle into skin so that point of needle can be seen through skin. Insert needle only about ? inch.



10.



Slowly inject agent while watching for a small wheal or blister to appear. If none appears, withdraw needle slightly.



11.



Withdraw needle quickly at the same angle it was inserted.



12.



Do not massage area after removing needle.



13.



Do not recap used needle. Discard needle and syringe in the appropriate receptacle.



14.



Assist patient into a position of comfort.



15.



Remove gloves and dispose of them properly. Perform hand hygiene.



16.



Chart administration of medication as well as the site of administration. Charting may be documented on CMAR, including location. Some agencies recommend circling the injection site with ink.



17.



Observe the area foe sign of reaction at ordered intervals, usually at 24- to 72- periods. Inform the patient of this inspection.



INTRAMUSCULAR INJECTION 1.



Assemble equipment and check physician’s order.



2.



Explain procedure to patient.



3.



Perform hand hygiene.



4.



If necessary, withdraw medication from ampule or vial.



5.



Do not add air to syringe.



6.



Identify the patient carefully. There are three ways to do this. a.



Check the name on the patient’s identification badge.



b.



Ask the patient his or her name.



c.



Verify the patient’s identification with a staff member who knows the patient.



2. Provide for privacy. Have patient assume a position for the site selected. a. Ventrogluteal – Patient may lie on back or side with hip and knee flexed. b.



Vastus lateralis – Patient may lie on the back or may assume a sitting position.



c.



Deltoid – Patient may sit or lie with arm relaxed.



d.



Dorsogluteal – Patient may lie prone with toes pointing inward or on side with upper leg flexed and placed in front of lower leg.



2. Locate site of choice (vastus lateralis, ventrogluteal, deltoid, dorsogluteal) and ensure that the area is not tender and is free of lumps or nodules. Don disposable gloves. 3. Clean area thoroughly with alcohol swab, using friction. Allow alcohol to dry. 4. Remove needle cap by pulling it straight off. 5. Displace skin in a Z-track manner or spread skin at the site using your nondominant hand. 6. Hold syringe in your dominant hand between thumb and forefinger. Quickly dart needle into the tissue at 72- to 90- degree angel. 7. As soon as needle is in place, move your nondominant hand to hold lower end of syringe. Slide your dominant hand to tip of barrel.



8. Aspirate slowly (for at least 5 seconds), pulling back on plunger to determine whether the needle is in a blood vessel. If blood is aspirated, discard needle, syringe andinject in another site. 9. If no blood is aspirated, inject solution slowly (10 seconds per mL of medication). 10. Remove needle slowly and steadily. Release displaced tissue if Z-track technique was used. 11. Apply gentle pressure at site with small sponge. 12. Do not recap used needle. Discard needle and syringe in appropriate receptacle. 13. Assist patient to a position of comfort. Encourage patient to exercise extremity used for injection if possible. 14. Remove gloves and dispose of them properly. Performhand hygiene. 15. Chart administration of medication, including the site of administration. This may be documented on the CMAR. 16. Evaluate patient response to medication within an appropriate time frame. Assess site, if possible, within 2 to 4 hours after administration.



ADMINISTRATION OF RECTAL SUPPOSITORY Materials 1 2 3 4 5



a suppository as ordered disposable gloves lubricant bed pan, commode protective pad



Procedures 1. Wash hands and take equipment to bedside. 2. Provide privacy and explain to the resident /patient what you are going to do. 3. Raise the bed to a comfortable working position. 4. Position the resident/patient or ask the resident to turn on left side with right knee drawn up. 5. Put on disposable glove, lubricate forefinger and suppository. 6. Wash hands and take equipment to bedside. 7. Provide privacy and explain to the resident /patient what you are going to do. 8. Raise the bed to a comfortable working position. 9. Position the resident/patient or ask the resident to turn on left side with right knee drawn up. 10. Put on disposable glove, lubricate forefinger and suppository. 11. Spread the buttocks with one hand and slowly, with the other hand, gently insert the suppository with a rotating motion, as far as your lubricated index finger will reach (3-5 cm.). 12. Reposition the resident and encourage to retain the suppository for as long as possible (approx. 15-20 minutes). 13. Give resident call bell and instruct them to call when urge to move bowels is felt. 14. Put on commode, bed pan, or pad as necessary. 15. Monitor resident every few minutes. 16. After bowel movement, assist resident with hygiene and leave him/her clean and comfortable. 17. Record results of suppository.



ADMINISTRATION OF VAGINAL SUPPOSITORY Materials: Tray with: 1. Suppository prescribed 2. Sterile towel & gloves 3. Perineal pad 4. T-binder 5. External douche tray 6. Safety pins Procedure: 1. Prepare the equipment and bring to bedside. Screen the bed and explain the procedure. 2. Place the patient on dorsal recumbent position and drape well. 3. Give the external douche if necessary. Protect buttocks with sterile towel. 4. Open tray and wash your hands. Put on gloves 5. Separate labia with one hand and insert suppository into the vaginal cavity as far as fingers can reach. 6. Place perineal pad and secure in place with T-binder. Fasten with safety pins.



ADMINISTRATION BY IV PUSH THROUGH HEPARIN LOCK 1. Disinfect the injection port. 2. Flush the administration set-up with a dilute heparin solution if this is indicated by the hospital procedure. 3. Firmly attach the syringe containing the drug to the set-up. 4. Aspirate gently to establish the patency and placement of the needle in the vein. 5. Slowly administer the medication 6. Remove the syringe used for medication administration, and flush the set-up with sterile fluid. The type and amount of fluid are usually specified in the physician’s order or in a hospital procedure manual. 7. Following this, a small amount (usually about 0.2 ml of dilute heparin solution) is instilled into the set-up. Again, the physician’s order or hospital procedure should be consulted for the amount and strength of the solution.



ADMINISTRATION BY IV PUSH OR BOLUS THROUGH A PRIMARY INTRAVENOUS SET-UP 1.



Select a syringe several mLs larger than the required for the drug. This allows room for dilution of the drug with venous blood. 2. Prepare the appropriate medication. 3. Close the primary set-up tubing behind the point of injection. 4. Cleanse the injection port on the administration tubing. 5. Hold the sides of the injection port with your free hand and puncture the site. 6. Draw back on the plunger to check for blood backflow to make sure the IV needle is placed in vein. 7. Administer the drug slowly over a period of time. (usually 1 to 7 minutes) 8. Periodically aspirate to mix fluid with the drug and to establish the location of the needle or catheter in the vein. 9. Observe the patient carefully for untoward reactions. 10. When administration is completed, withdraw the needle and open the tubing, checking to ensure the flow rate. Run fluid rapidly through the IV line for about a minute. This will help to dilute the medication. 11. Read just the proper rate of flow. 12. Chart the procedure including the time, name and dosage of the drug and the patient’s response to the medication.





 View more...



Comments






















Report "Nursing Procedures"






Please fill this form, we will try to respond as soon as possible.


Your name




Email




Reason
-Select Reason-
Pornographic
Defamatory
Illegal/Unlawful
Spam
Other Terms Of Service Violation
File a copyright complaint





Description








Close
Submit















Share & Embed "Nursing Procedures"





Please copy and paste this embed script to where you want to embed



Embed Script




Size (px)
750x600
750x500
600x500
600x400





URL










Close











About | 
Terms | 
Privacy | 
Copyright | 
Contact



 
 
 










Copyright ©2017 KUPDF Inc.








 SUPPORT KUPDF


We need your help! 


Thank you for interesting in our services. We are a non-profit group that run this website to share documents. We need your help to maintenance this website.

	
Donate

	
Sharing







To keep our site running, we need your help to cover our server cost (about $400/m), a small donation will help us a lot.





	
Share on Facebook

	
Share on Google+

	
Tweet

	
Pin it

	
Share on LinkedIn

	
Send email




Please help us to share our service with your friends.








No, thanks! Close the box.








