
Skills Checklist 
to Accompany

Fundamentals 
of Nursing
Standards Practice

Fourth Edition

C. DeLaune 
Patricia K. Ladner

 ̂ Prepared by Dawna Martich

, f / -



Skills Checklist 
to Accompany

FUNDAMENTALS 
OF NURSING

S t a n d a r d s  &  P r a c t ic e

F ourth  E dition

Sue C. DeLaune, MN, RN Patricia K. Ladner MS, MN, RN
Assistant Professor Former Consultant for Nursing Practice
School of Nursing Louisiana State Board of Nursing

William Carey University New Orleans, Louisiana 
New Orleans, Louisiana

President and Educational Director 
SDeLaune Consulting 
Mandeville, Louisiana

Prepared by
D a w n a  M a rtic h , R N , M S N  

Nursing Education Consultant 
Pittsburgh, Pennsylvania

P re v io u s  e d it io n s  p re p a re d  by:
J u lie  S a n d fo rd , D N S , R N  
K a th y  R. W h ite , R N , B S N

;• DELMAR ____________________________________________
t  % C E N G A G E  Learning" Australia C a n ad a  Mexico Singapore Spain  United Kingdom  United States



D3'/
0 j '^  t u i  e ô - Q  c . 0

'¿ .e t  1 c '• , c a  n  '"T  ̂ '

DELMAR
• % CENGAGE Learning-

Skills Checklist to Accompany 
Fundamentals of Nursing: Standards and 
Practice, Fourth Edition

Sue C. DeLaune and Patricia K. Ladner 
Dawna Martich

Vice President. Career and Professional 
Editorial: Dave Garza 

Director of Learning Solutions: Matthew 
Kane

Acquisitions Editor: Stephen Helba 

Managing Editor: Marah Bellegarde 

Senior Product Manager: Patricia A.
Gaworecki 

Editorial Assistant: Meghan Orvis

Vice President, Career and Professional 
Marketing: Jennifer Ann Baker

Marketing Director: Wendy E. Mapstone 

Senior Marketing Manager: Michele 
McTighe

Marketing Coordinator: Scott A. Chrysler

Production Director: Carolyn Miller

Production Manager: Andrew Crouth

Senior Content Project Manager: Kenneth 
McGrath

Art Director: Jack Pendleton

-  :v

© 2011,2006, 2002,1998 Delmar, Cengage Learning

ALL RIGHTS RESERVED. No part of this work covered by the copyright 
herein may be reproduced, transmitted, stored, or used in any form or by 
any means graphic, electronic, or mechanical, including but not limited 
to photocopying, recording, scanning, digitizing, taping, Web distribu
tion, information networks, or information storage and retrieval systems, 
except as permitted under Section 107 or 108 of the 1976 United States 
Copyright Act, without the prior written permission of the publisher.

For product information and technology assistance, contact us at 
Cengage Learning Customer & Sales Support, 1-800-3S4-9706

For permission to use material from this text or product, 
submit all requests online at www.cengage.com/permisslons. 

Further permissions questions can be e-mailed to 
permissionrequest@cengage.com

Library of Congress Control Number: 2009938741

ISBN-13: 978-1-4354-8069-8 
ISBN-10:1-4354-8069-4

Delmar
5 Maxwell Drive
Clifton Park, NY 12065-2919
USA

Cengage Learning is a leading provider of customized learning solutions 
with office locations around the globe, including Singapore, the United 
Kingdom, Australia, Mexico, Brazil, and Japan. Locate your local office at: 
international.cengage.com/region

Cengage Learning products are represented in Canada 
by Nelson Education, Ltd.

To learn more about Delmar, visit www.cengage.com/delmarPurchase 
any of our products at your local college store or at our preferred online 
store www.CengageBrain.com.

Notice to the Reader
Publisher does not warrant or guarantee any of the products described 
herein or perform any independent analysis in connection with any of 
the product information contained herein. Publisher does not assume, 
and expressly disclaims, any obligation to obtain and include informa
tion other than that provided to it by the manufacturer. The reader is ex
pressly warned to consider and adopt all safety precautions that might 
be indicated by the activities described herein and to avoid all potential 
hazards. By following the instructions contained herein, the reader 
willingly assumes all risks in connection with such instructions. The 
publisher makes no representations or warranties of any kind, including 
but not limited to, the warranties of fitness for particular purpose or 
merchantability, nor are any such representations implied with respect 
to the material set forth herein, and the publisher takes no responsibility 
with respect to such material. The publisher shall not be liable for any 
special, consequential, or exemplary damages resulting, in whole or part, 
from the readers’ use of, or reliance upon, this material.

Printed in the U n ited  States o f  A m erica  
1 2 3 4 5 6 7 13 12 I I  10

http://www.cengage.com/permisslons
mailto:permissionrequest@cengage.com
http://www.cengage.com/delmarPurchase
http://www.CengageBrain.com


Contents

I^roceduie 26-1: 

Procedure 26-2: 

Procedure 26-3: 

Procedure 26-4: 

Procedure 28-1: 

Procedure 28-2: 

Procedure 28-3: 

Procedure 28-4: 

Procedure 28-5: 

Procedure 29-1: 

Procediu e 29-2: 

Procedure 29-3: 

Procedure 29-4: 

Procedure 29-5: 

Procedure 29-6: 

Procedure 29-7: 

Procedure 29-8: 

Procedure 29-9: 

Procedure 29-10 

Procedure 29-11 

Procedure 29-12 

Procedure 29-13 

Procedure 30-1 

Procedure 30-2 

Procedure 30-3 

Procedure 30-4 

Procedure 30-5 

Procedure 30-6 

Procedure 30-7 

Procedure 30-8 

Procedure 30-9 

Procedure 30-10 

Procedure 30-11 

Procedure 30-12 

Procedure 30-13 

Procedure 31-1:

Measuring Body Temperature 1

Assessing Pulse Rate 9

Assessing Respiration 13

Assessing Blood Pressure 15

Performing Venipuncture 19

Performing a Skin Puncture 25

Obtaining a Residual Urine Specimen from an Indwelling Catheter 29

Collecting a Clean-Catcli, Midstream Urine Specimen 31

Measuring Blood Glucose Levels 35

Applying Restraints 39

Handwashing: Visibly Soiled Hands 43

Applying Sterile Gloves via the Open Method 45

Donning and Removing Clean and Contaminated Gloves, Cap. and Mask 49

Surgical Hand Antisepsis 53

Applying Sterile Gloves and Gown via the Closed Method 57

Removing Contaminated Items 59

Bathing a Client in Bed 63

Changing Linens in an Unoccupied Bed 67

Changing Linens in an Occuj)ied Bed 73

Perineal and Genital Care 77

Oral Care 79

Eye Care 87

Medication Administration: Oral, Sublingual, and Buccal 95

Withdrawing Medication from an Am[)ule 99

Withdrawing Medication from a Vial 101

Mixing Medications from Two Vials into One Syringe 103

Medication Administration: Intradermal 107

Medication Administration: Subcutaneous 109

Medication Administration: Intramuscular 111 

Medication Administration via Secondary Administration Sets (Piggyback) 113

Medication Administration: Eye and Ear 115

Medication Administration: Nasal 121

Medication Administration: Nebulizer 123

Medication Administration: Rectal 129

Medication Administration: Vaginal 133

Administering Therapeutic Massage 137



iv • Contents

I’rocedure 32-1: Maintaining and Cleaning the Tracheostomy 'Pube 141

I’rot edure 32-2: Performing Naso[)haryngeal and Oropharyngeal Suctioning 147

I’roredure 32-3: Suctioning Endotracheal (ET) and Tracheal Tubes 153

Procedure 32-4: Administering Oxygen Thera})y 157

Procedure 32-5: Performing the Heimlich Maneuver 163

Procedure 32-6: Administering Cardiopulmonary Resuscitation (CPR) 169

I’rocedure 33-1: Measuring Intake and Output 177

Procedure 33-2: Preparing an IV Solution 179

Procedure 33-3: Preparing the IV Bag and Tubing 183

Procedure 33-4: Assessing and Maintaining an IV Insertion Site 185

Procedure 33-5: Changing the IV Solution 187

Procedure 33-6: Flushing a Central Venous Catheter 189

Procedure 33-7: Setting the IV Flow Rate 191

Procedure 33-8: Changing the Central Venous Dressing 193

Procedure 33-9: Discontinuing the IV and Changing to a Saline or Heparin Lock 195

Procedure 33-10: Administering a Blood Transfusion 199

Procedure 34-1: Inserting a Nasogastric or Nasointestinal Tube for Suction and F^nteral Feedings 203

Procedure 34-2: Administering Enteral Tube Feedings 209

Procedure 35-1: Administering Patient-Controlled Analgesia (PCA) 215

Procedure 36-1: Body Mechanics, Lifting, and Transferring 219

Procedure 36-2: Administering Passive iiange-of-Motion (ROM) Exercises 223

Procedure 36-3: Tinning and Positioning a Client 229

Procedure 36-4: Moving a Client in Bed 235

Procedure 36-5: Assisting from Bed to Wheelchair. Commode, or Chair 241

Procedure 36-6: Assisting from Bed to Stretcher 245

Procedure 36-7: Using a Hydraulic Lift 249

Procedure 36-8: Assisting with Ambulation and Safe Walking 253

Procedure 36-9: Assisting with Crutches, Cane, or Walker 259

Procedure 37-1: Irrigating a Wound 267

Procedure 37-2: Obtaining a Wound Drainage Specimen for Culturing 271

Procedure 37-3: Applying a Dry Dressing 273

Procedure 37-4: Applying a W'et-to-Damp Dressing (Wet-to-Moist Dressing) 277

IVocedure 37-5: Preventing and Managing the Pressure Ulcer 281

Procedure 39-1: Assisting with a Bedpan or Urinal 285

Procedure 39-2: Applying a Condom Catheter 289

Procedure 39-3: Inserting an Indwelling Catheter: Male 293

Procedure 39-4: Inserting an Indwelling Catheter: Female 299

Procedure 39-5: Irrigating an Open Urinaiy Catheter 305

Procedure 39-6: Irrigating the Bladder Using a Closed-System Catheter 309



Contents

’rocedure 39-7 

’rocedlire 39-8 

’rocedure 39-9 

Procedure 40-1 

’rocedure 40-2

Administering an Enema 

Irrigating and Cleaning a Stoma 

Changing a Colostomy Pouch 

Posto[)erative Exercise Instruction 

Administering Pulse Oximetry

315

323

327

329

333





Preface
The skills checklists in this manual are summaries ol the step-by-step j)rocedures in Fundam entals  o f  
Nursing S tan dards  & Prac tice , fourth edition, by DeLaune and Ladner. Each checklist matches the 

procedure as described in the textbook.

'lb use the skills checklists most effectively, the student should refer to the procediue first, then 

“practice,” referring to the checklist. Some [irocedures have segments that may not be used at once. 

These segments are l)olded so students can focus on and perform certain |)arts of the procedures.

When students are evaluated using the checklists, there are three categories to document their 

performances of the skills: “Able to Perform.” “Al)le to I’erform with Assistance,” and “Unable to Per

form.” These categories lend themselves to the college lal)oratory' setting as well as to the clinical setting, 

where students may perform procedures with faculty assistance.
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Procedure 26-1 • 1

Checklist for Procedure 26-1 Measuring Body Temperature

Name _ 

Scllliol

Date

Instructor 

Course __

Procedure 26-1 
Measuring Body Temperature

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Review medical record for baseline 

factors that influence vital signs. 

Comments:

□ □ □

2. Explain to client that vital signs will be 

assessed. Encourage client to remain 

still; refrain from drinking, eating, and 

smoking; and avoid mouth breathing, if 

possible.

Comments:

□ □ □

3. Assess client's toileting needs and 

proceed as appropriate. 

CommetUs:

□ □ □

4. Gather e<]uipment. 

Comments:

□ □ □

5. Provide for privacy- 

Comments:

□ □ □

6. Wash hands/hand liygiene and apply 

gloves when appropriate.

Comments:

□ □ □

Oral Temperature: Electronic Thermometer
7. Repeat Actions 1-6.

Comments:

□ □ □

coiiliiiiied on the fo llo ii iiig pnge

©  2011 Cengage Learning. A ll Uiglits Reserved. May nol be seanned, copied oi- dnplieate(L or po.sled to a publicly accessible website, in wbole or in part.



2 • Checklist-Measuring Body Temperature

contiiiiipd fro m  the previous page

Procedure 26-1 
Measuring Body Temperature

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. F’ lace dispo.sable protective sheath over 

¡)robe.

Comments:

□ □ □

9. Grasp to[) of probe’s stern. 

Comments:

□ □ □

10. Place tip of thernionieter litider the 

client’s tongue and along gundine to 

po.sterior sublingual pocket lateral to 

center of lower jaw.

Comments:

□ □ □

11. Instruct client to keep mouth closed 

around thermometer.

Comments:

□ □ □

12. Therniotiieter will signal (beep) when a 

constant temperature registers. 

Comments:

□ □ □

13. Read nieasurement on digital display of 

electronic thermometer. Push ejection 

l)utton to discard dispo.sable sheath into 

receptacle, and return probe to storage 

well.

Comments:

□ □ □

14. Inform client of temperattire reading. 

Comments:

□ □ □

15. Remove gloves and perforrti hand 

hygiene.

Comments:

□ □ □

con tinued  on the fo llo u  ing page

) 2011 Cengage Learning. A ll Riglits Reserved. May not be scanned, copied or duplicated, or posted to a publicly accessible website, in whole or in part.



Procedure 26-1 • 3

V4Hitiniied from  th e  prei'itm s page

Procedure 26-1 
Measuring Body Temperature

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

16. Record reading according to institution 

I)olicies.

Comments:

□ □ □

1 7. Return electronic tlierinoiiieter unit to 

charging base.

Comments:

□ □ □

18. Wash hands/liand hygiene. 

Comments:

□ □ □

Tympanic Temperature: Infrared 
Thermometer

19. Repeat Actions i-i). 

Conmients:

□ □ □

20. Position client in Sims’ or sitting 

position.

(Comments:

□ □ □

21. Remove i)robe from containei' and 

attach piol)c cover to tym|)anic 

thermometer unit.

Comments:

□ □ □

22. Turn client’s head to one side. Gently 

in.sert probe, according to client’s age, 

with firm pre.ssure into ear canal. 

(Comments:

□ □ □

23. Remove probe after the reading is 

displayed on digital unit (usually 

2 secoiuls).

Comments:

□ □ □

con tim ied  on the fo llow ing  page

) 201 ] O iig age  Learning. A ll Kigljts Reserved. May not be scanned, copied or duplicated, or posted to a publicly accessible website, in whole or in part.



4 • Checklist-M easuring Body Temperature

coiilinuefl fron t the ¡»rêvions ¡»age

Procedure 26-1
Measuring Body Temperature

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

24. Remove probe cover anil replace in 

storage container.

Comments:

□ □ □

25. Return tympanic therinometer to 

storage unit.

Comments:

□ □ □

26. Record reading according to institution 

policy.

Comments:

□ □ □

27. Hand hygiene. 

Comments:

□ □ □

Oral Glass Thermometer
28. Repeat Actions 1-6. 

Comments:

□ □ □

29. Position the client in a sitting or 

elevated position.

Comments:

□ □ □

30. Hold blue end of gla.ss thermometer, 

rinse under cool water, and wipe dry 

with a disposable ti.ssue from the bulb’s 

end to the fingertips.

Comments:

□ □ □

cotitinue<{ 0/1 the  fo llo iv itigpage

) 2011 Ceiigafie Learning. A ll Rijrhls Reservetl. May not be scannetl, copied or duplicatetl. or posted to a publicly accessible website, in  whole or in ))art.



Procedure 26-1 • 5

contiiined  fro m  the previous page

Procedure 26-1
Measuring Body Temperature

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

31. Read niercuiy level while gently

rotating thernionieter at eye level. Level 

.should he 3.5.5°C (96°F). If inercuiy 

level above 3.5.5/96, securely grasp tip 

of thernionieter, avoid solid objects, and 

shaiply flick wrist downward. Repeat 

until inercuiy level below 35..5/96. 

Comments:

□ □ □

32. Place tlierinoiiieter into oral sublingual 

pocket. Leave in place 3 minutes. 

Remove theniiometer; wipe off 

.secretions with a clean dispo.sable 

tissue in the direction toward the bulb, 

liead the tliermometer at eye level. 

Shake thermometer down and clean 

with soapy water. Rinse with cool water 

and store in container.

Commenis:

□ □ □

33. Wash hands/liand hygiene. 

Commenis:

□ □ □

34. Repeat Actions 1-6. 

Commenis:

□ □ □

35. Position client in a sitting or lying 

position w ith head of the bed elevated 

from 45" to 60" for measurement of all 

vital signs e.xcept tho.se designated 

othenvise.

Commenis:

□ □ □

Rectal Temperature
36. Repeat Actions 1-6. 

Comments:

□ □ □

con tim ied  on the fo llo iving  page

) 2 0 J1 Cengage Learning. All Rights Reserved. May nol he scanned, copied or dnphcated, or posted to a j)uhUcly accessihle website, in whole or in part.



con tinued  fron t the precious page

6 • Checklist-M easuring Body Temperature

Procedure 26-1 
Measuring Body Temperature

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

37. Place client in the Sini.s’ po.sition with 

upper knee flexed. Adju.st sheet to 

expose only anal area.

Comments:

□ □ □

38. Place tissues in easy reach. Apply 

gloves.

Comments:

□ □ □

39. Lubricate rectal probe ti[>. 

Comments:

□ □ □

40. With dominant hand, grasj) to[) of 

the probe’s stem. With other hand, 

.separate buttocks to expose anus. 

Comments:

□ □ □

41. Instruct client to take a deep breath. 

Itiseil probe gently into anus. 

Comments:

□ □ □

42. Repeat Actions 12-18. 

Comments:

□ □ □

Axillary Temperature
43. Repeat Actions 1-6. 

Comments:

□ □ □

44. Remove client’s arm and shoulder from 

one sleeve of gown. Avoid exposing 

chest.

Comments:

□ □ □

con tinued  on the fo llo tr iitg p a g e

) 2011 Cengage Learning. .\ll Riglit.s Reserved. May nol be scanned, copied or dnpliealed . or posted to a pnblicly accessible website, in  wbole or in part.



coiiliitned from  the previous page

Procedure 26-1 • 7

Procedure 26-1 
Measuring Body Temperature

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

45. Make sure axillary skin is dry: if 

necessaiT, pat diy.

Comments:

□ □ □

46. Place proije into center of axilla. Fold 

client's upper arm straight down, arid 

place arm across client’s chest. 

Commenis:

□ □ □

47. Repeat Actions 12-18. 

Comments:

□ □ □

Disposable (Chemical Strip) Thermometer
48. Repeat Actions 1-6.

Comments:

□ □ □

49. Apply tape to appropriate skin area, 

usually forehead.

Comments:

□ □ □

.50. Observe tape for color changes. 

Comments:

□ □ □

51. Record reading and indicate method. 

Comments:

□ □ □

52. Wash hands/hand hygiene. 

Comments:

□ □ □

111 Cengage Learning. All Kights Reserved. May not he scanned, copied or duplicated, or posted to a publicly accessible ehsite, in whole or in |





Procedure 26-2 • 9

Checklist for Procedure 26-2 Assessing Pulse Rate

Name _ 

School

Date

histnictor 

Course __

Procedure 26-2 
Assessing Pulse Rate

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Taking a Radial (Wrist) Pulse
□ □ □1. Wash haiids/haiid hygiene. 

Comments;

2. Inform client of site(s) where pulse will 

he measured.

Comments;

□ □ □

3. Flex client’s elbow and place lower pail 

of arm across chest.

Comments;

□ □ □

4. Suppoil client’s wrist by grasping outer 

aspect with thumb.

Comments;

□ □ □

5. Place index and middle fingers on inner 

aspect of client’s wiist, over the radial 

artery, and apply light but firm pressure 

until pulse is palpated.

Comments;

□ □ □

6. Identify pulse rhythm. 

Comments;

□ □ □

7. Determine pulse volume. 

Comments;

□ □ □

con film ed  on ihe fo llow ing  pnge
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10 • Checklist-Assessing Pulse Rate

cou tiuned  fro m  the previous page

Procedure 26-2
Assessing Pulse Rate

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

8. Count pulse rate by using second hand 

on watch.

Comments:

□ □ □

Taking an Apical Pulse
9. Wash hands/hand hygiene. 

Comments:

□ □ □

10. Raise client’s gown to expose sternuni 

and left side of chest.

Conmients:

□ □ □

11. Cleanse earpiece and stethoscope 

diaphragm with an alcohol swab. 

Comments:

□ □ □

12. Put stethoscope around neck. 

Comments:

□ □ □

13. Locate apex of heart.

• With client lying on left side, locate 

suprasternal notch.

•  Palpate second intercostal space to 

left of sternum.

• Place index finger in intercostal 

space, counting downward until fifth 

intercostal space is located.

• .Move index finger along fourth 

intercostal space, left of sternal 

border, and to fifth intercostal s|)ace, 

left of midclavicular line, to palpate 

tlie point of maximal impulse (PMI).

• Keep index finger of nondominant 

hand on PML

Comments:

□ □ □

cftn tin iied  on tli(> fo llow ing  pnge
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Procedure 26-2 • 11

con tinued  fro m  the previous page

Procedure 26-2 
Assessing Pulse Rate

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

14. Itifonii client that clients heart will be 

li.stened to. Instruct client to remain 

silent.

Comments:

□ □ □

15. With dominant hand, put earpiece 

ol the stethoscope in ears and grasp 

diaphragm of stetho.scope in palm of the 

hand for 5-10 seconds.

Comments:

□ □ □

16. Place dia[)hragm of stetho.scope over 

PMI and auscultate for sounds S, and 

Sj to hear lub-dub sound.

Comments:

□ □ □

17. Note regularity of rhythm. 

Comments:

□ □ □

18. Stall to count while looking at second 

hand of watch. Count lub-dub sound as 

one beat.

• For a regular rhythm, count rate for 

30 seconds and multiply by 2.

• For an irregular rhythm, count rate 

for a full niinute, noting number of 

irregular beats.

Comments:

□ □ □

19. Share findings with client. 

Conmients:

□ □ □

20. Record by site: rate, rhythm, and, if 

applicable, number of irregular beats. 

Comments:

□ □ □

con tim ied  on the foU ow ing page
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12 • Checklist-Assessing Pulse Rate

coiilinued from  the p ren o n s  page

Able to
Procedure 26-2 Able to Perform with Unable to
Assessing Pulse Rate Perform Assistance Perform Initials/Date

21. Wash haiid.s/liaii<l hygiene. 

Comments:

□ □ □
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Checklist for Procedure 26-3 Assessing Respiration

Name _ 

Scliool

Date

instnictor 

Course __

Procedure 26-3 
Assessing Respiration

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wash liaiicls/liaiid hygiene. 

Comments:

□ □ □

2. Be sure chest iiioveiiient is visible. 

Remove heavy clothing, if necessary. 

Comments:

□ □ □

3. Observe one complete respiratory cycle. 

Comments:

□ □ □

4. Start counting with first inspiration while 

looking at the .second hand of a watch.

• If an irregular rate or rhythm is present, 

count for I full minute.

Comments:

□ □ □

5. Observe character of respirations:

• Depth of respirations by degree of 

chest wall movement (shallow, normal, 

or deep)

• Rhythm of cycle (regular or interrupted) 

Comments:

□ □ □

6. Replace client’s gown, if needed. 

Comments:

□ □ □

7. Record rate and character of 

respirations.

Comments:

□ □ □

conlin iied  on llie fo llou 'ing  page
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14 • Checklist-Assessing Respiration

conliiiued fro m  llie previous page

Able to
Procedure 26-3 Able to Perform with Unable to
Assessing Respiration Perform Assistance Perform Initials/Date

8. Wasli liancls/liantl hygiene. 

Comments:

□ □ □
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Checklist for Procedure 26-4 Assessing Blood Pressure

Name . 

ScliodI

Date

InstriR'tdl' 

Course __

Procedure 26-4 
Assessing Blood Pressure

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Auscultation Method Using Brachial Artery
□ □ □1. Wa.sli liaiuls/liaiHl hygiene. 

Comments:

2. Detenniiie which extremity is most 

appropriate for reacHng.

Commenis:

□ □ □

3. Select a cuff size appropriate for the 

client.

Commenis:

□ □ □

4. Rest client's bare arm on a support so the 

iiiiclpoint of the upper arm is at the level 

of the heart. Extend elbow with palm 

turned upward.

Commenis:

□ □ □

5. Make sure bladder cuff is fully deflated 

and pump valve moves freely. Place 

manometer at eye level and where it is 

easily visible.

Comments:

□ □ □

6. Palpate brachial aileiy in antecubital 

space, and place cuff .so that midline of 

bladder is over arterial pulsation. Wrap 

and secure cuff snugly around clients bare 

upper ann. Lxiwer edge of cuff should be 1 

inch above antecubital fossa, where head of 

stethoscope is to be placed.

Comments:

□ □ □

coiilinued ou ihe fo llo iving  page
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16 • Checklist -  Assessing Blood Pressure

coiilinned fro m  the prerions page

Procedure 26-4
Assessing Blood Pressure

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

Inflate cuff rapidly to 70 rnni Mg and 

increase by 10-nirn increments while 

palpating radial pulse. Note level of 

pressure at which pulse disappears 

and subsequently reappears during 

deflation.

Comments:

□ □ □

8. Insert stethoscope earpieces into ear 

canals.

Comments:

□ □ □

9. Relocate brachial artery with 

nondominant hand, and place 

stethoscope bell over brachial arteiy 

pulsation.

Comments:

□ □ □

10. With dominant hand, turn valve

clockwise to close. Compress pump to 

inflate cuff rapidly and steadily until 

manometer registers 20-30 mni Hg 

above the level previously determined 

by palpation.

Comments:

□ □ □

11. Partially unscrew (open) valve

counterclockwise to deflate bladder at 

2 mm/sec while listening for the five 

phases of the Korotkoff sounds. Note 

manometer reading for these .sounds. 

Comments:

□ □ □

12. After the last Korotkoff s sound is 

heard, deflate cuff slowly for at least 

another 10 mm Hg; then deflate rapidly 

and completely.

Comments:

□ □ □

cotitinued on the fo llotvinfi page
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coiiliim ed fro m  llie itreviou.s pnge

Procedure 26-4 
Assessing Blood Pressure

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

13. Allow client to re.st for at least 30 

seconds and reitiove cuff. 

(Comments:

□ □ □

14. Inform client of reading. 

Comments:

□ □ □

15. Record the I5P reading. 

Comments:

□ □ □

16. If appropriate, lower bed, raise side 

rails, and place call light in easy reach. 

Comments:

□ □ □

17. Put all equipment in proper [)lace. 

Commenis:

□ □ □

18. Wash hands/hand hygiene. 

Comments:

□ □ □

20! i j b

/.Hs’iCr Nayoiy 

O’i^bckists'n MK
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Checklist for Procedure 28-1 Performing Venipuncture

Name _ 

Schdi )1

Inslnu-toi- 

Course __

Date

Procedure 28-1 
Performing Venipuncture

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Greet client by name and validate 

client s identification.

Comments:

□ □ □

2. Explain the procedure to client. 

Comments:

□ □ □

3. Hand hygiene. 

Comments:

□ □ □

4. Gather equipment. 

Comments:

□ □ □

.5. Close curtain or door. 

Comments:

□ □ □

6. Raise or lower bed and table to 

comfortable working height. 

Comments:

□ □ □

7. Position client’s arm; extend arm to form 

a straight line from shoulder to wrist. 

Place pillow or towel under upper arm. 

Client should be in a supine or 

semi-Fowler’s position.

Comments:

□ □ □

8. Apply disposable gloves. 

Comments:

□ □ □

coiiliim ed on the fo llow ing  pnge
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20 • Checklist-Performing Venipuncture

con tim ied  from  the previous page

Procedure 28-1
Performing Venipuncture

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

9. Apply the tourniquet 3 ^  inches above 

venipuncture site.

Comments:

□ □ □

10. Check for the distal pulse. Reapply if 

no pulse detected.

Comments:

□ □ □

11. Have client open and close fist 

several times, leaving fist clenched 

before venipuncture.

Comments:

□ □ □

12. Maintain tourniquet for only 1—2 

iniimtes.

Comments:

□ □ □

13. Palpate to identify be.st venipuncture 

site.

Comments:

□ □ □

14. Select the vein for vein’puncture. 

Comments:

□ □ □

15. Prepare to obtain blood sample.

Technique varies, depending on

equipment used:

• Syringe method: Have syringe with 

appropriate needle attached.

• Vacutainer method: Attacli 

double-ended needle to Vacutainer 

tube and have proper blood specimen 

tube resting inside Vacutainer. Do not 

puncture rubber stopper yet.

Comments:

□ □ □

con tinued  on the foU ou in g p a g e
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conlin iied  fro m  ihe prei'ions page

Procedure 28-1
Performing Venipuncture

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

16. Cleanse venipuncture site with alcohol 

swab or chlorhexidine alcohol, using a 

circular method at site and extending 

motion 2 inches beyond site. Allow 

alcohol to dry.

Comments:

□ □ □

17. Remove needle cover and warn that 

client will feel needle stick for a few 

seconds.

Comments:

□ □ □

18. Place thund) or forefinger of

nondottiinant hand 1 inch below site 

and pull skin taut.

Comments:

□ □ □

19. I lold .syringe needle or Vacutainer 

at a 15" to 30" angle from skin with 

bevel up.

Comments:

□ □ □

20. Slowly inseil needle/Vacutainer 

through the skin.

Comments:

□ □ □

21. Technique varies, depending on 

equipment used:

• Syringe method: Gently pull back on 

syringe plunger and look for blood 

return. Obtain desired amount of 

blood into .syringe.

□ □ □

con tinued  on the fo llow ing  page
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22 • Checklist-Performing Venipuncture

conliwwd from the prprioits ¡mge

Procedure 28-1 
Performing Venipuncture

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

• Vacutainer rtietliod: Hold Vacutainer 

securely and advance specimen tube 

into holder needle. Do not ativance 

needle into vein. After collection tube 

is full, grasp Vacutainer firmly, remove 

tube, and insert additional specimen 

collection tubes, as indicated.

Comments:

22. After specimen collection is completed, 

release tourniquet.

Comments:

□ □ □

23. Apply 2 x 2  gauze over puncture site 

without applying pressure and quickly 

withdraw needle from vein.

Comments:

□ □ □

24. Inmiediately apply pressure over 

venipuncture site with gauze for 

2-3 minutes or until bleeding has 

stopped. Tape gauze dressing over the 

site (or apply a Band-Aid).

Comments:

□ □ □

25. Syringe method: Using one hand,

insert syringe needle into a|)propriate 

collection tube and allow vacuum to fill. 

Comments:

□ □ □

26. If any blood tubes contain additives, 

gently rotate back and forth 8-10 

limes.

Conmients:

□ □ □

coiilinued on llie foUowinf!¡Hifie
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Procedure 28-1 • 23

Procedure 28-1 
Performing Venipuncture

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

27. Inspect clietit’s puncture site for 

bleeding. Reapply clean gauze and 

tape, if necessary.

Comments:

□ □ □

28. Assist client into a comfortable

position. Return bed to low position 

with side rails up, if appropriate. 

Comments:

□ □ □

29. Check tubes for any external blood 

and decontaminate with alcohol, as 

appropriate.

Comments:

□ □ □

30. (^heck tubes for proper labeling.

Place tubes into appropriate bags and 

containers for tratispoil to laboratory. 

Comments:

□ □ □

31. Dispose of needles, syringe, and soiled 

equipment into proper container. 

Comments:

□ □ □

32. Remove and dispose of gloves. 

Comments:

□ □ □

33. Wash hands/hand hygiene. 

Comments:

□ □ □

34. Send specimens to laboratory. 

Comments:

□ □ □
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Checklist for Procedure 28-2 Performing a Skin Puncture

Name 

Sclioi )1

Date

liistnietor 

Course __

Procedure 28-2 

Performing a Skin Puncture

Able to 

Perform

Able to 

Perform with 

Assistance

Unable to 

Perform Initials/Date

1. Wash liaiids/hand hygiene. 

Comments:

□ □ □

2. Check client’s identification i)and, if 

appropriate.

Comments:

□ □ □

3. Explain procedure to client. 

Commenis:

□ □ □

4. Gather ecjuipnient. 

Commenis:

□ □ □

5. Apply gloves. 

Comments:

□ □ □

6. Select site. 

Commenis:

□ □ □

7. Place site in a dependent position; apply 

warm compresses, if needed.

Comments:

□ □ □

8. Place a hand towel or absorbent pad 

under extremity.

Comments:

□ □ □

con liuned  on ihe fo llow ing  page
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26 • Checklist -  Performing a Skin Puncture

con tinned  from  the previous page

Procedure 28-2
Performing a SIcin Puncture

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

9. Cleanse puncture site with an 

antiseptic and allow to dry. 

Comments:

□ □ □

10. With nondominant hand, apply gentle 

milking pressure above or around 

puncture site. Do not touch puncture 

site.

Comments:

□ □ □

11. Read directions carefully before using

the lancet.

• W'ith sterile lancet at a 90” angle to 

skin, use a quick stab to (juncture skin 

(about 2 nun deep).

• W'ith automatic Lnistik, |)ush lancet 

into body of Unistik until it clicks. 

Hold Unistik body and twist off lance 

cap. Place end of Unistik tightly 

against client’s finger and press the 

lever. Needle automatically retracts 

after use.

Comments:

□ □ □

12. Wipe off first drop of blood with sterile 

2 x 2  gauze; allow blood to flow freely. 

Comments:

□ □ □

13. Collect blood into tube(s). If l)lood for a 

platelet count is to be collected, obtain 

this specimen first.

Commenis:

□ □ □

14. Apply pressure to puncture site with a 

sterile 2 x 2  gauze.

Comments:

□ □ □

cotitiiiued ou the fo llow ing  page
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coiitiiinrd  fron t llte ¡ireviotis page

Procedure 28-2 
Performing a Skin Puncture

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1.5. Place coiitaniiiiated articles into a 

sliar[)s container.

Commenis:

□ □ □

16. Reniove gloves: wash hands. 

Commenis:

□ □ □

17. Position client for comfort with call 

light in reach.

Comments:

□ □ □

18. Wash haiids/lianfl hygiene. 

Comments:

□ □ □

©  2011 Cengage Leai ning. ,\11 Rights Reserved. May not be scanned, eopied or chiplicated. or posted to a publicly accessible website, in  whole or in part.





Procedure 28-3 29

Checklist for Procedure 28-3 Obtaining a Residual Urine Specimen from an Indwelling Catheter

Name _ 

Sl'lldol

Date

Instnator 

Course __

Procedure 28-3
Obtaining a Residual Urine Specimen from 
an Indwelling Catheter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wash haiids/haiid hygiene. 

Comments:

□ □ □

2. Check prescril)ing practitioners orders. 

Comments:

□ □ □

3. Explain procedure to client and provide 

privacy.

Comments:

□ □ □

4. Check for urine in tubing. 

Comments:

□ □ □

5. If more urine is needed, clamp tubing 

using a nonserrated clamp or a rubber 

band for 10-15 minutes.

Comments:

□ □ □

6. Put on clean gloves. 

Comments:

□ □ □

7. Clean satnple port with a 

[)ovidone-ioiline swab. 

Comments:

□ □ □

8. Insert sterile needle and syringe into 

sample poi1 or catheter at a 4.5" angle 

and withdraw 10 niL of urine. 

Comments:

□ □ □

coiitiiiiied on the fo llow ing  ¡>nge
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30 • Checklist -  Obtaining a Residual Urine Specimen from an Indwelling Catheter

con tinued  fro m  the previous page

Procedure 28-3
Obtaining a Residual Urine Specimen from 
an Indwelling Catheter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

9. Put urine into sterile container 

and close tightly, taking care not to 

contaminate container lid. 

Comments:

□ □ □

10. Remove clamp and rearrange tubing, 

avoiding dependent loops. 

Comments:

□ □ □

11. Label speciitien container, put in a 

plastic bag, and send to laboratory. 

Comments:

□ □ □

12. Wash hands/liand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 28-4 Collecting a Clean-Catch, Midstream Urine Specimen

Name . 

Sfllool

h istnutor 

Course __

Date

Procedure 28-4
Collecting a Clean-Catch, Midstream 
Urine Specimen

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Check orders and assess need for the 

procedure.

Comments:

□ □ □

2. Gather e([uipnient. Wasli hand.s/hand 

hygiene.

Commenis:

□ □ □

3. Assess client’s ability to complete 

procedure, including understanding, 

mobility, and balance.

Comments:

□ □ □

4. Assess client for signs and symptoms of 

urinary abnormalities.

Comments:

□ □ □

.5. Check client’s identification. 

Comments:

□ □ □

6. If client is to complete procedure in 

privacy, explain procedure, give 

equipment to client, and wait for 

specimen. If client has decreased 

personal hygiene, perform procedure 

after a bath or have client wash the 

perineal area before the procedure. 

Comments:

□ □ □

con tun ted  o;i the fo llow u ig  page
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coiiliim ed from  the previoim pnge

Procedure 28-4
Collecting a Clean-Catdi, Midstream 
Urine Specimen

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

7. If nurse is to perforin procedure: Wash 

liands and apply gloves. If client is to 

peribrni procedure, instruct client to 

wash hands before and after procedure. 

If more comfortable, allow client to 

wear gloves.

Commenis:

□ □ □

Provide privacy. 

Commenis:

□ □ □

9. Instruct client on positioning. 

Commenis:

□ □ □

10. Using sterile procedure, open kit or 

towelettes. Open sterile container, 

placing lid with sterile side up on a firm 

surface.

Comments:

□ □ □

11. Female client:

• Use thumb and forefinger to separate 

labia, or have client separate labia 

with fingers.

• Use a downward stroke and cleanse 

one side of labia with towelette. 

Discard towelette.

• Re[)eat on other side.

• With a third towelette, use a downward 

stroke from the top to bottom of 

urethral opening. Discard towelette.

Commenis:

□ □ □

con tinued  on the fo llow ing  page
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coiilinued from  llie previous page

Procedure 28-4
Collecting a Clean-Catch, Midstream 
Urine Specimen

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

12. Male client:

• Pull back foreskin (if present) and 

clean with a single stroke around 

meatus and glans.

• Use a circular motion, starting with 

head of penis at urethral opening, 

moving down glans shaft. Discard 

towelette.

• Clean.se head of penis three times 

using a circular motion. Use a new 

towelette each time.

Comments:

□ □ □

13. Ask client to begin to urinate into the 

toilet. After stream starts with good 

flow, plaee collection cup under urine 

stream. Avoid touching skin with 

container. Fill container with 30-60 cc 

of urine and remove container before 

urination ceases. Wipe body parts. 

Cleanse body with toilet paper. 

Comments:

□ □ □

14. Place sterile lid back onto container 

and close tightly. Clean and diy 

outside of container with a towelette. 

Wash hands. Label and enclose in a 

plastic biohazard bag and follow facility 

policy for transporting specimen to 

laboratory'.

Comments:

□ □ □

15. Remove and dispose of gloves; wash 

hands/hand hygiene.

Comments:

□ □ □
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Checklist for Procedure 28-5 Measuring Blood Glucose Levels

Name . 

Seliodl

Date

lllstnictdr 

Cdiirse __

Procedure 28-5
Measuring Blood Glucose Levels

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Review orders, identify client, and 

review riiannfacturer’s instructions for 

nieter usage.

Commenis:

□ □ □

2. W'asli liands/liand hygiene. 

Comments:

□ □ □

3. Assemble e([uipnient at bedside. 

Comments:

□ □ □

4. Have client wash hands with soap and 

water and positioti client comfortably in 

a semi-Fowler's position or ui)right in a 

chair.

Comments:

□ □ □

5. Remove a reagent strip from container 

and re.seal container cap. Turn on nieter. 

Comments:

□ □ □

6. Following manufacturer's instructions, 

calibrate meter, if needed.

Comments:

□ □ □

7. Remove unused reagent strip from meter 

and place on a clean. diT surface (paper 

towel) with test [)ad facing up.

Comments:

□ □ □

co iilinned  on llie fo llo tring  pnge
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coitliim ed fro m  the /irevions page

Procedure 28-5
Measuring Blood Glucose Levels

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. Apply dispo.sable gloves. 

Comments:

□ □ □

9. Select appropriate puncture site and 

perforin skin puncture.

Commenis:

□ □ □

10. Wipe away first drop of blood from site. 

Comments:

□ □ □

11. Gently squeeze site to produce a 

droplet of blood.

(Comments:

□ □ □

12. Transfer dro[) of blood to reagent strip 

by carefully moving site over strip. 

Commenis:

□ □ □

13. Quickly press meter timer according to 

manufacturer’s instructions.

Comments:

□ □ □

14. Apply pre.ssure to puncture site. 

Comments:

□ □ □

15. According to manufacturer’s

instructions, wipe blood from test pad 

with a cotton ball; place strij) into 

meter. Allow timer to continue. 

Commenis:

□ □ □

16. Read meter for results found on the unit 

display.

(Comments:

□ □ □

conliiiued  on ihe fo llo iving  puge
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Procedure 28-5 • 37

Procedure 28-5
Measuring Blood Glucose Levels

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

17. Turn off meter and properly tlispose of 

tlie test strip, cotton ball, and lancet. 

Comments:

□ □ □

18. Remove dispo.sable gloves and place 

them in appropriate receptacle. 

Comments:

□ □ □

19. Wash hand.s/hand hygiene. 

Comments:

□ □ □

20. Review test results with client. 

Comments:

□ □ □

21. Notify prescribing practitioner of te.st 

results.

Comments:

□ □ □

22. Wash hands/liand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 29-1 Applying Restraints

Name . 

Selioiil

Date

Instructor 

Course __

Procedure 29-1 
Applying Restraints

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Chest Restraint
I. Wash haiids/haiui iiygiene. 

Comments:

□ □ □

2. Explain that client will he wearing a 

jacket attached to the bed for safety. 

Follow institutional policy regarding 

restraint use.

Comments:

□ □ □

3. Place restraint over client’s hospital 

gown or clothing.

Comments:

□ □ □

4. Place restraint on client with opening 

in front.

Comments:

□ □ □

5. Overlap front pieces, threading ties 

through slot or loop on vest front. 

Comments:

□ □ □

6. If client is in bed, secure ties to movable 

part of mattress frame with a half-kiiot. 

Comments:

□ □ □

co iilinned  on llie fo llow ing  pnge
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coiilinued fro m  llie previous page

Procedure 29-1 
Applying Restraints

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

7. If client is in a chair, cross straps 

behind seat of chair and secure straps 

to chair’s lower legs, out of client’s 

reach. If in a wheelchair, be sure straps 

will not get caught up in wheels. 

Comments:

□ □ □

8. Step back and assess client’s overall 

safety. Be sure restraint is loose enough 

not to be a hazard to client but tight 

enough to restiict client from getting up 

and harming self.

Comments:

□ □ □

9. Wash hand.s/hand hygiene. 

Comments:

□ □ □

Applying Wrist or Ankle Restraints
10. Wash hands/hand hygiene. 

Comments:

□ □ □

11. Explain to client that you will be

placing a wrist or ankle band that will 

restrict movement. Follow institutional 

policy regarding restraint use. 

Comments:

□ □ □

12. Place padding around client’s wrist 

or ankle.

Comments:

□ □ □

13. Wrap restraint around client’s wrist 

or ankle, pulling tie through loop in 

restraint and tying a square knot. 

Comments:

□ □ □

coiilinued on llie fo llo iving  page
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coiilinned fro m  llie ¡irei'ioiis page

Procedure 29-1
Applying Restraints

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

14. Tie re.straiiit ties to moval)le portion of 

mattress frame.

Comments:

□ □ □

15. Slip two lingers uiuler restraint to cheek 

for tightness. Be sure restraint is tight 

enough that client cannot slip it off but 

loose enough that neurovascular status 

of client's extremity is not impaired. 

Comments:

□ □ □

16. Step back and a.ssess client's overall 

safety. Be sure restraint is loose enough 

not to be a hazard to client but tight 

enough to restrict client from getting up 

and harming self.

Comments:

□ □ □

17. Place call light within client's reach. СИ

Comments:

□ □

18. Check on client every half hour while 

restrained. As.sess safety of restraint 

placement and client’s neurovascular 

status.

Comments:

□ □ □

19. W'ash hands/hand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 29-2 Handwashing: Visibly Soiled Hands

Dale

Seliiiol __

liistn ii’tor 

Course __

Procedure 29-2
Handwashing; Visibly Soiled Hands

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Remove jewel ly. Wri.stwateh can be 

pu.slied up above wrist (midforeai'm). 

Push sleeves of uniform or shirt u[) above 

wrist at midforeariti level.

Comments:

□ □ □

2. Assess hands for hangnails, cuts or

breaks in skin, and areas that are heavily 

soiled.

Comments:

□ □ □

Tuni on water. Adjust flow anil tern|ierature. 

\V̂ ter temperature should Ix“ wanii. 

Comments:

□ □ □

4. Wet hands and lower forearms thoroughly 

by holding under running water. Keep 

hands and forearms in down position 

with elbows straight. Avoid splashing 

water anil touching sides of sink. 

Comments:

□ □ □

5. Apply about 5 mL (1 tsp) of liquid soap. 

Lather thoroughly.

Comments:

□ □ □

6. Vigorously rub hands together for 

L5 seconds.

Comments:

□ □ □

coiilinued on llie foU ou ing pnge

) 2011 (.'engage Leai ning. .\11 Rights Re.served. May not be scanned, eopied or d iiiihca led , or posted lo a pnbhcly accessible website, in whole or hi part.



44 • Checklist -  Handwashing: Visibly Soiled Hands

co iilinned fro m  llie ¡trevions page

Procedure 29-2
Handwashing: Visibly Soiled Hands

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

7. Riti.se witli hands in down position, 

elbows straight, in direction of forearm 

to wrist to fingers.

Comments:

□ □ □

8. Blot hands and forearms to flry

thoroughly. Dry in direction of fingers to 

wiist and forearms. Discard paper towels 

in proper receptacle.

Comments:

□ □ □

9. Turn off water faucet w ith a clean, diy 

paper towel.

Comments:

□ □ □
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N itn ie ______________ ________________________________________________________________________  Date

Checklist for Procedure 29-3 Applying Sterile Gloves via the Open Method

Sclioiil

liistn ic liir 

Ccnirse __

Procedure 29-3
Applying Sterile Gloves via the Open Method

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wash haiuls/haiid hygiene. 

Comments:

□ □ □

2. Place inner wrapper onto a clean, dry 

surface. Open iinier wrapper to expose 

gloves.

Comments:

□ □ □

3. Identify tight and left hand; glove dominant 

hand first.

Commenis:

□ □ □

4. Gras[) cuff with thumb and first two 

fingers of nondominant hand, touching 

only inside of cuff.

Comments:

□ □ □

5. Pull glove over dominant hand, making 

sure thumb ami fingers fit into proper 

spaces.

Comments:

□ □ □

6. With the gloved tlominant hand, slip 

fingers under cuff of other glove, gloved 

thumb abducted, making sure it does not 

touch any part on noiulominant hand. 

Comments:

□ □ □

coiiliiined on llie fo llo iving  ¡mge
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continued  fron t the prei'ions ¡»age

Procedure 29-3
Applying Sterile Gloves via the Open Method

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

7. Slip the glove onto iioii(lomiiiaiit hand, 

making sure fingers slip into proper 

spaces.

Comments:

□ □ □

8. With gloved hands, interlock fingers to 

fit gloves onto each finger.

• If gloves are soiled, remove by

turning inside out as described in the 

following Actions.

Comments:

□ □ □

9 . Slip gloved fingers of dominant hand 

under cuff of opposite hand, or grasp 

outer part of glove at wrist if there is no 

cuff.

Comments:

□ □ □

10. Pull glove down to fingers, exposing 

thumb.

Comments:

□ □ □

11. Slip uncovered thumb into opposite 

glove at wrist, allowing oidy 

glove-covered fingers of hand to 

touch soiled glove.

Comments:

□ □ □

12. Pull glove down over dominant hand 

almost to fingertips and slip glove onto 

other hand.

Comments:

□ □ □

con tinued  on the fo llo tring  page
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coiiliinte<l fron t the previotis ¡xtge

Procedure 29-3
Applying Sterile Gloves via the Open Method

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

13. With iloininaiit liaiid touching only 

in.side of other glove, pull glove over 

floininant hand so that only the inside 

(clean surface) is e.xposed.

Comments:

□ □ □

14. Dispose of soiled gloves. 

Comments:

□ □ □

15. W'ash hand.s/hand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 29-4 Donning and Removing Clean and Contaminated Gloves, Cap, 
and Mask

Name . 

Scliiiol

InstriR'tdr 

Course __

Date

Procedure 29-4
Donning and Removing Clean and 
Contaminated Cloves, Cap, and Mask

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1 . Witsh liaiids/liaiid hygiene. 

Comments:

□ □ □

2. Don cap or surgical hat or hood first. 

Hair should be tucked and covered so 

that all hair is covered.

Comments:

□ □ □

3. Apply a mask around mouth and nose 

and .secure to prevent venting. 

Comments:

□ □ □

4. Open gown, slip arms into sleeves, and 

secure at neck and side.

Comments:

□ □ □

5. Wear protective eyewear, goggles or 

glasses, or face shields.

Comments:

□ □ □

6. Apply clean gloves. If sterile gloves are 

required for a procedure, use open or 

clo.sed method.

Comments:

□ □ □

7. Open glove techni([ue:

a. Slide hands into gown through cuffs on

gown.

b. Pick up cuff of left glove using thumb 

and index finger of right hand.

□ □ □

conliiined  on the foU owiiig pnge

©  20] t Cengage Learning. .\1I Riglits Reserved. May not be seanned, eopied or dnplicated, or posted to a pnblicly accessible website, in  wbole or in part.



50 • Checklist -  Donning and Removing Clean and Contaminated Gloves, Cap, and Mask

con liuned  fro m  ihe previous page

Procedure 29-4
Donning and Removing Clean and 
Contaminated Gloves, Cap, and Mask

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

c. Pull glove onto left liand, leaving cuff 

of glove turned down.

d. Take gloved left hand and slide fingers 

inside cuff of right glove, keeping 

gloved fingers under folded cuff.

e. Pull glove onto right hand.

f. Rotate arm as cuff of glove is pulled 

over gown.

Comments:

8. Closed glove technique:

a. Slide hands into gown through cuffs 

on gown.

b. Use right hand to pick up left glove.

c. Place glove on upward-turned left 

hand— palm side down, thumb to 

thumb with fingers exteiifling along 

forearm and pointing toward elbow.

d. Hold glove cuff and sleeve cuff 

together with thumb of left hand.

e. Right hand stretches cuff of left glove 

over opened end of sleeve.

f. Work fingers into glove as cuff is 

pulled onto w rist.

g. Left glove is donned in same manner.

Comments:

□ □ □

9. Enter client’s room and explain 

rationale for wearing i.solation attire. 

Comments:

□ □ □

10. After performing nece.s.sar\- tasks, 

remove gown, gloves, mask, and cap 

before leaving room.

Comments:

□ □ □

eoiitinited on the fo llo iving  page
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coiiliim ed from  llie /irevioiis ¡»age

Procedure 29-4
Donning and Removing Clean and 
Contaminated Gloves, Cap, and Mask

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

11 . Renioval of gowti: Untie gown and 

remove from shoulders. Fold and 

roll gown down in front into a hall. 

•SO contaminated area is rolled onto 

center of gown. Dispo.se in approved 

receptacle.

Commenis;

□ □ □

12. Removal of gloves:

a. Grasp outside cuff of one glove and 

pull off, turning inside out. Hold with 

remaining gloved hand, 

h. Pull .secotid glove off without touching 

outside of second glove. Turn second 

glove as it is removed. Dispose into 

receptacle with first glove.

Commenis;

□ □ □

13. Removal of mask: Untie bottom strings 

of mask first, then top strings, and lift 

off face. Hold mask by strings and 

discard.

Commenis;

□ □ □

14. Removal of cap: Grasp top surface of 

cap and lift from head.

Comments;

□ □ □

15. Wash haiul.s/hand hygiene. 

Comments;

□ □ □
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Checklist for Procedure 29-5 Surgical Hand Antisepsis

Name

ScIkk

Instnictor 

Course __

Date

Procedure 29-5 
Surgical Hand Antisepsis

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Remove rings, watches, and bracelets 

before begiiniing surgical scrub. 

Commenis:

□ □ □

2. Use a deep sink with side or foot pedal to 

dispense antimicrobial soap and control 

water temperature and flow.

Commenis:

□ □ □

3. Have two surgical scrub brushes and 

nail file.

Commenis:

□ □ □

4. Apply surgical shoe covers and a cap to 

cover hair and ears completely. 

Commenis:

□ □ □

5. Apply mask. 

Commenis:

□ □ □

6. Before beginning surgical scrub:

a. Open sterile package containing 

gown; using aseptic technique, make 

a sterile field with inside of gown’s 

wrapper.

b. Open sterile towel and drop it onto 

center of field.

□ □ □

coiilinned on the fo llow ing  page
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cou lim ted  from  llte jtrefio tis ¡mge

Procedure 29-5 
Surgical Hand Antisepsis

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

c. Open outer wrapper from sterile gloves 

and drop inner package of gloves onto 

sterile field beside folded gown and 

towel.

Comments:

7. At a deep sink under warm, flowing 

water, wet hands, beginning at tips of 

fingers, to forearms— keeping hands at 

level above elbow's. Prewash hands and 

forearms to 2 inches above elbow. 

Comments:

□ □ □

8. Apply liberal amount of soaj) onto 

hands, and mb hands and arms to 

2 inches above elbows.

Comments:

□ □ □

9. Use nail file under running water: clean 

under each nail of both hands, and drop 

file into sink when finished.

Comments:

□ □ □

10. Wet and apply .soap to scrub brush, 

if needed. Open prepackaged scrub 

brush, if available. Hold brush in 

dominant hand, and use a circular 

motion to scrub nails and all skin areas 

of nondoniinant hand and arm (10 
strokes to each of following area.s):

a. Nails

b. Palm of hand and anterior side of 

fingers.

Comments:

□ □ □

contin tied  on the fo llow ing  page
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coiiliim ed from  llie prerioiis page

Procedure 29-5 
Surgical Hand Antisepsis

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

11. Riii.se l)rusli thoroughly and reapply 

soap.

Commenis:

□ □ □

12. (Continue to scrub iiondoniinant arm 

with a circular motion for 10 strokes 

each to lower, middle, and upper arm; 

drop brush into sink.

Comments:

□ □ □

13. Maintaining hands and arms above 

elbow level, place fingertips under 

running water and thoroughly rinse 

fingers, hands, and arms (allow water to 

run off elbow into sink); take care not to 

get uniform wet.

Comments:

□ □ □

14. Take second scrub brush and repeat 

Actions 10-13 on dominant hand and 

arm.

Comments:

□ □ □

15. Keep arms flexed and proceed to area 

(operating or procedure room) with 

sterile items.

Comments:

□ □ □

16. Secure sterile towel by grasping it on 

one edge, opening towel full length, and 

making sure it does not touch uniform. 

Comments:

□ □ □

conlin iied  on the fo llow ing  page
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contin tied  fro m  the ¡trei'ioiiti page

Procedure 29-5 
Surgical Hand Antisepsis

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

17. Dry each hand and arm separately: 

extend one side of towel aroinid fingers 

and hand, and dry in a rotating motion 

up to elbow.

Comments:

□ □ □

18. Reverse towel and repeat same action 

on other hand and arm, thoroughly 

drying skin.

Comments:

□ □ □

19. Discard towel into a linen hamper. 

Comments:

□ □ □
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N a m e ___________________________________________________________________________________________________ Date --------------

Checklist for Procedure 29-6 Applying Sterile Gloves and Gown via the Closed Method

InntriR’tor 

Comse __

Procedure 29-6
Applying Sterile Gloves and Gown via the 
Closed Method

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wash haiifls/liaiid hygiene. 

Comments:

□ □ □

2. Sterile govvti is folded inside out. 

Comments:

□ □ □

3. Grasp gown inside neckline, step back, 

and allow gown to open in front of you; 

keep inside of gown toward you; do not 

allow it to touch anything.

Comments:

□ □ □

4. W'ith hands at shoulder level, slip both 

arms into gown; keep hands inside 

sleeves of gown.

Comments:

□ □ □

5. Circulating nurse will step up behind 

you and grasp inside of gown, bring it 

over your shoulders, and secure ties at 

neck and waist.

Comments:

□ □ □

6. With hands still inside gown sleeves, 

open inner wrapper of gloves on sterile 

gown field.

Comments:

□ □ □

conliitiied  on the fo llow ing  page

©  2011 Cengage Learning. .\11 Rights Reserved. .May not be seanned, eopied or dnphcated. or posted to a pnbUcly accessible website, in  whole or in part.



58 • Checklist -  Applying Sterile Gloves and Gown via the Closed Method

coiilinued fro m  the previous page

Procedure 29-6
Applying Sterile Gloves and Gown via the 
Closed Method

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

7. With nondoriiiiiaiit sleeved hand, grasp 

glove cuff for doniiiiant hand and lay 

it on extended dominant forearm with 

palm up; place palm of glove against 

sleeved palm, with fingers of glove 

pointing toward elbow.

Comments:

□ □ □

8. Manipulate glove so that sleeved thumb 

of dominant hand is grasping cuff; with 

nondorninant hand, turn cuff over end 

of dominant hand and gown’s cuff. 

Comments:

□ □ □

9. With sleeved nondominant hand, 

grasp glove cuff and gown’s sleeve of 

dominant hand; slowly extend fingers 

into glove, making sure glove cuff 

remains above gown sleeve cuff. 

Comments:

□ □ □

10. W ith gloved dominant hand, repeat 

Actions 6-8.

Comments:

□ □ □

1 1. hiterlock gloved fingers; secure fit. 

Comments:

□ □ □
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Checklist for Procedure 29-7 Removing Contaminated Items

Name

Seliodl

Date

lllstnictdr 

Cdurse __

Procedure 29-7
Removing Contaminated Items

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Removal of Soiled Linen
□ □ □1. Wash liaiids/liainl hygiene. 

Commenis:

2. 'Л'еаг dispo.sai)le gloves: wear other 

protective itern.s (gowns, goggles), as 

cleteniiined by situation and institution’s 

[lolicies.

Commenis:

□ □ □

3. Place labeled linen bag in stand. 

Commenis:

□ □ □

4. Gatlier linens and separate from 

ilispo.sable items.

Commenis:

□ □ □

5. Do not allow linens to touch floor. 

Commenis:

□ □ □

6. Place soiled linens in linen bag; keep 

clean linens in a different area. 

Comments:

□ □ □

7. 'Гаке care not to shake linens when 

removing items from bed or bathroom. 

Comments:

□ □ □

cim liiined  on ¡he fo llow ing  page
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60 • Checklist -  Removing Contaminated Items

Procedure 29-7
Removing Contaminated Items

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. Do not allow soiled linens to eotne into 

contact with clothing. Carry linens with 

arms extended outward.

Comments;

□ □ □

9. Do not oyerfill linen bag. 

Comments;

□ □ □

10. Tie ends of linen bag securely. 

Comments;

□ □ □

1 1. (>heck for any punctures or tears in 

linen bag.

Comments;

□ □ □

12. Double bag items if concerned that 

outside of bag is contaminated or torn. 

Comments;

□ □ □

13. Wash hands/liarid hygiene. 

Comments;

□ □ □

Double-Bagging Technique
14. Follow Actions 1-11. Place first bag 

into second bag.

Comments;

□ □ □

1.5. Label and secure second bag. 

Comments;

□ □ □

16. Linens are then ready for laundiy. 

Comments;

□ □ □

con liuned  on ihe fo llo iving  page
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c o i i t i i i i i e d  f r o m  t h e  / t r e v io i i s  p n g e

Procedure 29-7
Removing Contaminated Items

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

17. Wasli liaiids/liaiid hygiene. 

Commenis:

□ □ □

Removal of Otiier Contaminated Items
18. Follow .same procedure as for all linens 

when reiiioviiig and bagging trash. 

Commenis:

□ □ □

19. Change sharps container when 

three-quarters full or if outside of 

container becomes contaminated.

Lock down lid of sharps container, if 

available, and follow hospital policy for 

removal. Never reach into a container. 

Commenis:

□ □ □

20. Wash hatid.s/liand hygiene. 

Commenis:

□ □ □

21. Use disposable equipment when able. 

Commenis:

□ □ □

22. Properly bag, label, and remove any 

nondisposable equipment that requires 

special cleaning (disinfection and 

sterilization).

Commenis:

□ □ □

23. Disassemble special procedure trays 

into disposable and iiondisposable 

parts. Send nondisposable items (after 

pi'oper bagging) to central services for 

decontamination.

Commenis:

□ □ □

con tinned  on the fo llow ing  pnge
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con tinued  fro m  the prerious page

Procedure 29-7
Removing Contaminated Items

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

24. Place laboratoiy siiecirnens in a leak- 

proof container. Clieck to see that 

containers are not visibly contaminated 

on outside.

Comments:

□ □ □

25. Wash hands/liand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 29-8 Bathing a Client in Bed

Name _ 

Scllciol

Date

Instnu'tor 

Course __

Procedure 29-8 
Bathing a Client In Bed

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Assess client’s preferences about 

bathing.

Commenis:

□ □ □

2. Explain procedure to client. Gather 

supplies.

Commenis:

□ □ □

3. Prepare eiivironinent. Close doors and 

windows, adjust temperature, and provide 

time for elimination needs and for 

privacy.

Commenis:

□ □ □

4. Wash hands/hand hygiene. A|)[)ly gloves. 

Change gloves when emptying water 

basin.

Commenis:

□ □ □

5. Lower .side rail on side closest to you. 

Position client in a comfortable position 

closest to side near you.

Commenis:

□ □ □

6. If available, place bath blanket over top 

sheet. Remove top sheet from under bath 

blanket. Remove client’s gown. Fold 

bath blanket to expose only area being 

cleaned at that time.

Commenis:

□ □ □

conliiiued  on the fo llow ing  page
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64 • Checklist -  Bathing a Client in Bed

c o i i l i i m e d  f r o m  l l i e  p r e v i o u s  p a g e

Procedure 29-8
Bathing a Client in Bed

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

Fill washbasin two-lhirds full. Permit 

client to test temperature of water with 

hand. Change water when a .soap film 

develops or water becomes soiled. 

Comments:

□ □ □

8. Wet washcloth and wring it out. 

Comments:

□ □ □

9. Make bath mitten with washcloth. 

Comments:

□ □ □

10. Wash client s face. Use a .separate comer 

of washcloth for each eye, wiping from 

inner to outer canthus. Wash neck and 

ears. Rin.se and pat diy. Male clients 

may want to shave at this time. Provide 

assistance with shaving as needed. 

Comments:

□ □ □

11. Wash arms, forearms, and hands, using 

long, firm strokes distal to pro.ximal. 

Wash axillae. Riii.se and pat diy. A|)ply 

deodorant or powder if client desires. 

Allow hand to soak about 3-5 minutes, 

then wash hands, interdigit area, fingers, 

and fingernails. Rinse and pat dry. 

Comments:

□ □ □

12. Wash chest and abdomen. Fold bath 

blanket down to umbilicus. Wash 

chest using long, firm strokes. W^sli 

skin fold under female client’s breast 

by lifting each breast. Rinse and pat 

diy. Wash abdomen using long, firm 

strokes. Rinse and pat dry. Cover clie.st 

or abdomen area in between washing, 

rinsing, and drying to prevent chilling. 

Comments:

□ □ □

coiiiiiu ted  on ihe fo llow ing  page
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c o n l i u n e d  f r o m  l l i e  p r e t ' i o n s  p a g e

Procedure 29-8 
Bathing a Client in Bed

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

13. Wasli legs and feet. Expose leg farthest 

from you by folding bath blanket to 

midline. Place washbasin on bath 

towel in jjed. Place client’s foot into 

washbasin. Allow foot to soak while 

washing leg with long, firm strokes in 

direction of distal to proximal. Rinse 

and pat tlry. Clean soles, interdigits, 

and toes. Rinse and pat d iy  Perform 

same with other leg and foot. 

Comments:

□ □ □

14. Wash back. Rinse and pat diy. Give 

back rub and apply lotion. 

Comments:

□ □ □

15. Perineal care: Assist client to supine 

position. F’erform perineal care. 

Comments:

□ □ □

16. Apply lotion as desired or needed. 

Apply clean gown.

Commenis:

□ □ □

17. Document skin assessment, type of 

bath given, and client outcomes and 

responses.

Comments:

□ □ □

18. W'ash hands/hand hygiene. 

Comments:

□ □ □
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N iim e ___________________________________________________________________________________________________ Date

Checklist for Procedure 29-9 Changing Linens in an Unoccupied Bed

School

Instnictor 

Course __

Procedure 29-9
Changing Linens in an Unoccupied Bed

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wa.sli liaiids/liaiid hygiene. 

Comments;

□ □ □

2. Place hatiiper by client’s door if linen 

bag.s are needed. As.se.ss condition of 

blanket and bedspread. E^xplain 

procedure to client.

Comments;

□ □ □

3. Gather linens and gloves. Place linens 

on clean, diy surface in reverse order 

of usage.

(Comments;

□ □ □

4. Apply gloves. 

Comments:

□ □ □

5. liK|uire about client’s toileting needs 

and attend as neces.sary.

Comments:

□ □ □

6. Assist client to safe, comfoilable cliair. 

Comments;

□ □ □

7. Position bed: flat, side rails down, and 

height adjusted to waist level. 

Comments:

□ □ □

coiiliim ed on the fo llo iring  ¡xtge
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68 • Checklist -  Changing Linens in an Unoccupied Bed

con tinued  fro m  the previous page

Procedure 29-9
Changing Linens in an Unoccupied Bed

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. Rertiove and fold blanket or bedspread. 

If clean and reusable, place on clean 

work area.

Comments:

□ □ □

9. Remove soiled pillowcases by grasping 

closed end with one hand and slipping 

pillow out with the other. Place pillows 

on clean work area.

Comments:

□ □ □

10. Remove soiled linens. 

Comments:

□ □ □

11. Fold soiled linens. Place in linen 

bag, keeping .soiled linens away from 

uniform.

Comments:

□ □ □

12. Check mattress. If soiled, clean with an 

antiseptic solution and dry thoroughly. 

Comments:

□ □ □

13. Remove gloves, wash hands, and apply 

second pair of clean gloves (when 

appropriate).

Comments:

□ □ □

14. Apply clean mattress pad. 

Comments:

□ □ □

15. Place bottom sheet onto tnattress. 

Comments:

□ □ □

con tinned  on the fo llo iving  page
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c o u l i m i e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 29-9
Changing Linens in an Unoccupied Bed

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Fitted Bottom Sheet
□ □ □16. Po.sitioii self diagonally toward head of 

bed.

Comments:

17. Start at head, with .seamed side of fitted 

sheet toward mattress.

Comments:

□ □ □

18. Lift mattress corner closest to bed; 

with other hand, pull and tuck fitted 

sheet over mattress corner; secure at 

head of bed.

Comments:

□ □ □

19. Pull and tuck fitted sheet over mattress 

corners at foot of bed.

Comments:

□ □ □

Flat Regular Sheet
20. Unfold bottom sheet with seamed side 

toward mattress. Align bottom edge of 

sheet with edge of mattress at foot of bed. 

Comments:

□ □ □

21. Allow sheet to hang 10 inches over 

itiattress on side and at top. 

Comments:

□ □ □

22. Position self diagonally toward head of 

bed. Tuck sheet under mattress. 

Comments:

□ □ □

23. Miter sheet corner at head of bed using 

Actions 24-26.

Comments:

□ □ □

coiiliim ed on the fo llow ing  page
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coiilinued fro m  the previous page

Procedure 29-9
Changing Linens in an Unoccupied Bed

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

24. Face side of ised, and lift and lay 

top edge of sheet onto bed to form a 

triangular fold.

Comments:

□ □ □

25. With palms down, tuck lower edge of 

sheet under mattress.

Comments:

□ □ □

26. Grasp triangular fold, and bring it down 

over side of mattress. Allow sheet to 

hang free at side of mattress.

Comments:

□ □ □

27. Place drawsheet on bottom sheet and 

unfold it to middle crease. 

Comments:

□ □ □

28. Face side of bed. palms of hands down. 

Tuck both bottom and drawsheets 

under mattress.

Comments:

□ □ □

29. Repeat actions on other side of betl. 

Comments:

□ □ □

30. Unfold draw'sheet, if used, and grasp 

free-hanging sides of both bottom and 

drawsheets. Pull toward you, keeping 

back straight, and w ith a firm gras|>. 

tuck both sheets under mattress. Place 

protective pad on bottom sheet. 

Comments:

□ □ □

co iilinued  on ihe fo llo iving  page
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c o i i l i n n e d  f r o m  i h e  p r e v i o u s  p a g e

Procedure 29-9
Changing Linens in an Unoccupied Bed

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

31. Place top sheet on bed and unfold 

lengthwise, placing center crease 

(width) of sheet in middle of bed. Place 

top edge of sheet (seam up) even with 

top of mattress at head of bed. Pull 

remaining length toward bottoiti of bed. 

Commenis:

□ □ □

32. Unfold and apply blanket or spread. 

Follow same technique as used in 

applying top sheet.

Commenis:

□ □ □

33. Miter bottom corners, as described 

above. Tuck lower edge of sheet under 

mattress.

Commenis:

□ □ □

34. Face head of bed and fold top sheet 

and blanket over 6 inches. Fanfold 

sheet and blanket (from foot to middle 

of bed).

Commenis:

□ □ □

35. Apply clean pillowcase on each pillow. 

Commenis:

□ □ □

36. Return bed to lowest position and

elevate head of bed 30" to 45". Put side 

rails up on side farthest from client. 

Commenis:

□ □ □

37. Inquire about toileting needs of chent; 

assist as necessary.

Commenis:

□ □ □

coiilinned on the fo llow ing  page
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coiiliiiiietl from  llie previous page

Procedure 29-9
Changing Linens in an Unoccupied Bed

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

38. Assi.sl client back into bed and pull up 

side rails; place call light in reach; take 

vital signs.

Comments:

□ □ □

39. Retnove gloves; wash hand.s/hand 

hygiene.

Comments:

□ □ □

40. Document your actions and client’s 

response during procedure and to 

sitting up in chair.

Comments:

□ □ □
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N a m e ___________________________________________________________________________________________________ Date

Checklist for Procedure 29-10 Changing Linens in an Occupied Bed

SeliiMil

Itistnirtor 

Course __

Procedure 29-10
Changing Linens in an Occupied Bed

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Explain procedure to client and gather 

e(|uiprnent.

Commenis:

□ □ □

2. Wash hands/hand hygiene. 

Commenis:

□ □ □

3. Bring equipment to bedside. 

Commenis:

□ □ □

4. Remove top sheet and blanket. Cover 

client with bath blanket, if necessaiy. 

Comments:

□ □ □

5. Position client on side, facing away from 

you. Reposition pillow under head. 

Commenis:

□ □ □

6. Fanfold or roll bottom linens close to 

client toward cetiterof bed. 

Commenis:

□ □ □

7. Smooth wrinkles out of mattress. Place 

clean bottom linens with center fold 

nearest client. Fanfold or roll clean 

bottom linens nearest client and tuck 

under .soiled linens.

Commenis:

□ □ □

coiilinued oil the fo llow ing  page
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c o n l i m t e d  f r o m  t h e  ¡ t r e v i o u s  p a g e

Procedure 29-10
Changing Linens in an Occupied Bed

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

8. Miter bottom sheet. Tuck sides of sheet 

under mattress.

Comments:

□ □ □

9. Fold drawsheet in half. Place center of 

drawsheet close to client. Fanfold or 

roll drawsheet closest to chent and tuck 

under soiled linens. Smooth linens.

Add protective padding, if needed.

Tuck drawsheet under mattress, 

working from center to edges. 

Comments:

□ □ □

10. Logroll client over onto side facing 

you. Raise side rail.

Comments:

□ □ □

11. Move to other side of bed. Remove 

soiled linens by rolling into a buntlle. 

and place in linen hamper without 

touching uniform.

Comments:

□ □ □

12. Unfold or unroll bottom sheet, then 

drawsheet. I^ok  for objects left in bed. 

Gras[) each sheet with knuckles up 

and over sheet, and pull tightly while 

leaning back with body weight. Client 

can be positioned supine.

Comments:

□ □ □

13. Place top sheet over client, with center 

of sheet in middle of bed. Unfold top 

of sheet over client. Remove bath 

blankets left on client to prevent 

exposure during bed making. Place top 

blanket over client, same as top sheet. 

Comments:

□ □ □

con tinued  on the fo llo u  ing page
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Procedure 29-10 • 75

Procedure 29-10
Changing Linens in an Occupied Bed

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

14. Rai.se foot of mattress, and tuck top 

slieet and blanket under. Miter the 

corner.

Comments:

□ □ □

1.5. Grasp top slieet and blanket over 

client s toes and pull upward: then 

make a small fanfold in sheet. 

Comments:

□ □ □

16. Remove soiled pillowca.se. Place clean 

pillowca.se on pillow, and place under 

client's head.

Comments:

□ □ □

17. Document procedure and client’s 

condition during procedure. 

Comments:

□ □ □

18. Wash hands/liand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 29-11 Perineal and Genital Care

Name _ 

Scliool

Date

Instructor 

Course __

Procedure 29-11 
Perineal and Genital Care

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

I. Wa.sli liaiids/liaiicl hygiene, and wear 

gloves. Gather equipment. Wear other 

jirotective equipment, as needed. 

Comments:

□ □ □

2. Close privacy curtain or door. 

Commenis:

□ □ □

3. Position client. 

Commenis:

□ □ □

4. Place waterproof pads under client in 

bed or under bedpan, if used. 

Comments:

□ □ □

5. Removal fecal debris with disposable 

paper anti dispose in toilet. 

Comments:

□ □ □

6. Spray perineum with washing solution, 

if indicated. Alternatively, plain water 

can be used.

Comments:

□ □ □

7. Cleanse perineum with wet washcloths 

(front to back on females), changing to 

clean area on washcloth with each wipe. 

Cleanse penis.

Comments:

□ □ □

conlin iied  on llie fo llow ing  pnge
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conliiiued fro m  ihe previous page

Procedure 29-11 
Perineal and Genital Care

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. Carefully exaniiue gluteal and scrotal 

folds for debris. Gently examine vulva 

for debris.

Comments:

□ □ □

9. If soap is used, spray area with clean 

water from the peri-bottle. 

Comments:

□ □ □

10. Change gloves. 

Comments:

□ □ □

1 1 . DiT perineum carefullv with towel. 

Comments:

□ □ □

12. If indicated, apply barrier lotion or 

ointment.

Comments:

□ □ □

13. Reposition or dress client, as 

appropriate.

Comments:

□ □ □

14. Dispose of linens and garbage 

according to hospital [)olicy. 

Comments:

□ □ □

15. Deodorize room, if ap|)ropriate. 

Comments:

□ □ □

16. Wash hands/hand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 29-12 Oral Care

Name . 

Seliool

Date

Instnictor 

Course __

Procedure 29-12 
Oral Care

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Self-Care Client: Flossing and Brushing
□ □ □1, Assemble articles for flossing and 

brushing.

Comments.:

2. Provide privacy. 

Comments:

□ □ □

3. Place client in a high Fowlers position. 

Comments:

□ □ □

4. Wash liands/hand hygiene, and apply 

gloves.

Comments:

□ □ □

5. Arrange articles within client’s reach. 

Comments:

□ □ □

6. Assist client with flossing and brushing, 

as necessaiy. Position mirror, emesis 

basin, and water with straw near client, 

and [ilace a towel acro.ss client’s chest. 

Comments:

□ □ □

7. As.sist client with rinsing mouth. 

Comments:

□ □ □

8. Reposition client, raise side rails, and 

place call button within reach. 

Comments:

□ □ □

coiiliiiiied on the follow itif! page
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conliiiued fron t llie previous page

Procedure 29-12 
Oral Care

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

9. Rin.se, di-y, and return articles to proper 

place.

Comments:

□ □ □

10. Remove gloves, wash hands/hand 

hygiene, and document care. 

Comments:

□ □ □

Self-Care Client: Denture Care
11. Assemble articles for denture cleaning. 

Comments:

□ □ □

12. Provifle privacy. 

Comments:

□ □ □

13. Assist client to a high Fowler’s position. 

Comments:

□ □ □

14. Wash hand.s/hands hygiene, and apply 

gloves.

Comments:

□ □ □

15. Assist client with denture removal 

of top and bottom dentures. Place in 

denture cup.

Comments:

□ □ □

16. Apply toothpaste to brush, and brush 

dentures either with cool water in 

emesis basin or under running water 

in sink. Pad sink with towel to protect 

dentures in case dropped.

Comments:

□ □ □

coiilinued  on llie fo llo tving  page
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c o n l i u n e d  f r o m  l l i e  ¡ i r e v i o n s  p a g e

Procedure 29-12 
Oral Care

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

17. Rinse tliorouglily. 

Comments:

□ □ □

18. Assisi client with rinsing mouth and 

replacing dentures.

Comments:

□ □ □

19. Reposition client with side rails up and 

call button within reach.

Comments:

□ □ □

20. Rinse. (I17, and return articles to 

proper place.

Comments:

□ □ □

21. Remove gloves, wash hands/hand 

hygiene, and document care. 

Comments:

□ □ □

Full-Care Client: Brushing and Flossing
22. Assemble articles for flossing and 

brushing.

Comments:

□ □ □

23. Provide privacy. 

Comments:

□ □ □

24. Wash hands/liand hygiene, and apply 

gloves.

Comments:

□ □ □

25. Position client as condition allows. 

Comments:

□ □ □

conliiiued on the fo llow ing  ¡>age
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coiiliim ed fro m  I he prerioiis page

Procedure 29-12 
Oral Care

Able to 
Perforin

Able to 
Perforin with 
Assistance

Unable to 
Perform Initials/Date

26. Place towel acro.ss client’s chest or 

under face and mouth if head is turned 

to one side.

Comments:

□ □ □

27. Moisten toothbrush or toothette, apply 

small amount of toothpaste, and lirush 

teeth and gums.

Comments:

□ □ □

28. Grasp dental floss in both hands or 

use a floss holder, and floss between 

all teeth; hold floss against tooth while 

moving floss up and down sides of 

teeth.

Comments:

□ □ □

29. Assist client in rinsing mouth. 

Comments:

□ □ □

30. Reapply toothpaste, and brush the teeth 

and gums using friction in a vertical or 

circular motion. Brush all suifaces from 

every angle.

Comments:

□ □ □

31. Assist client in rinsing and drying 

mouth.

Comments:

□ □ □

32. Apply lip moisturizer, if appropriate. 

Comments:

□ □ □

33. Reposition client, raise side rails, and 

place call button within reach. 

Comments:

□ □ □

conlin iied  on ihe fo llow ing  page
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c o u l i i i i i e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 29-12
Oral Gire

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

34. Rinse, cln. and return articles to |)roper 

place.

(Comments:

□ □ □

35. {{einove gloves, wash hands/hand 

hygiene, and document care. 

(Comments:

□ □ □

Clients at Risk for or with an Alteration of 
the Oral Cavity

36. Assemble articles for flo.ssing and 

brushing.

Comments:

□ □ □

37. I’rovide privacy. 

(Comments:

□ □ □

38. Wash hand.s/hand hygiene, and a|)ply 

gloves.

Comments:

□ □ □

39. Bleeding:

a. Assess oral cavity for signs of 

bleeding.

1). Proceed with oral care, exce|)t:

• Do not floss.

• Use a soft toothbiusli, toothette, 

or tongue blade padded with

3 X 3 gauze sponges to gently 

swab teeth and gums.

• Dispo.se of padded tongue blade 

into a biohazard bag, according to 

in.stitutional policy.

• Rinse with tepid water. 

Comments:

□ □ □

conlin ited  on the fo llou 'ing  page
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c o i i l i n u e d  f r o n t  l l i e  ¡ t r e i - io t i s  p a g e

Procedure 29-12
Oral Care

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

40. Infection:

a. Assess oral cavity for signs of 

bleeding.

b. Culture lesions, as ordered.

c. Proceed with actions for oral care for a 

full-care clietit. except;

• Do not floss.

• Use prescribed antiseptic .solution.

• Use a tongue blade padded with

3 X 3 gauze sponges to gently swab 

teeth and gums.

• Dispose of padded tongue blade 

into a biohazard bag, according to 

institutional policy.

• Rinse mouth with tepid water.

• Apply additional .solution as 

prescribed.

Comments:

□ □ □

41. Ulceration:

a. Assess oral cavity with a padded 

tongue blade and flashlight for signs of 

ulceration.

b. Culture lesions, as ordered.

e. Proceed w ith the actions for oral care 

for a full-care client, except:

• Do not floss.

• Use prescribed antiseptic solution.

• Use a tongue blade padded with 

3 x 3  gauze sponges to gently swab 

teeth and gums.

• Dispose of padded tongue blade 

into a biohazard bag, according to 

institutional policy.

• Rinse mouth with tepid water.

• .'\pply additional solution, as 

prescribed.

Comments:

□ □ □

Unconscious (Comatose) Client
42. Assemble articles for flossing and 

brushing.

Comments:

□ □ □

conliiiued  tin llte foU ou 'ingpage
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c o n t i n u e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 29-12 
Oral Care

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

43. Provide privacy. 

Commenis:

□ □ □

44. Wasli liaiids/liaiid hygiene, and apply 

gloves.

Commenis:

□ □ □

45. Explain procedure to client. 

Comments:

□ □ □

46. Place client in a lateral position, with 

head turned tow'ard side.

Commenis:

□ □ □

47. Using a floss holder, floss between all 

teeth.

Comments:

□ □ □

48. Moisten toothbrush or toothette, and 

brush teeth and gums using friction in 

a vertical or circular motion. Do not use 

toothpaste. All surfaces of teeth shoukl 

be brushed from every angle. 

Comments:

□ □ □

49. After flossing and brushing, rinse 

mouth with an Asepto syringe and 

perform oral suction.

Comments:

□ □ □

.50. Dry client's mouth. 

Comments:

□ □ □

51. Apply lip moisturizer. 

Comments:

□ □ □

con tim ied  on the fo llow ing  page

) 2011 Cengage Learning. .\11 Riglits Reserved. May not be scanned, copied or duplicated, or posted to a public ly  accessible website, in whole or in |iart.



86 • Checklist -  Oral Care

con tim ied  from  the previous page

Procedure 29-12 
Oral Care

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

52. Leave client in a lateral position with 

head turned toward side for 

30-60 tninutes after oral hygiene care. 

Suction one more time. Remove towel 

from utider client’s mouth and face. 

Conmients:

□ □ □

53. Dispose of any contaminated items in 

a bioiiazard bag and clean, dry, and 

return all articles to appropriate place. 

Conmients:

□ □ □

54. Remove gloves, wash hands/hand 

hygiene, and document care. 

Comments:

□ □ □
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Checklist for Procedure 29-13 Eye Care

Name

Scliool

Instructor 

Course __

Date

Procedure 29-13 
Eye Gire

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Artificial Eye Removal
1. Inquire about client’s care regimen and 

gatlier equipment accordingly. 

Commenis:

□ □ □

2. Provide privacy. 

Commenis:

□ □ □

3. Wash hands/hand hygiene, and apply 

gloves.

Commenis:

□ □ □

4. Place client in a semi-Fowler’s position. C J 

Commenis:

□ □

5. Place cotton balls in emesis basin filled 

halfway with warm tap water. 

Comments:

□ □ □

6. Place 3 x 3  gauze sponges in bottom of 

second emesis basin, and fill halfway 

with mild soap and te[)id water. 

Commenis:

□ □ □

con tinued  on the foU owiufi page
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c o n t i i m e d  f r o m  t h e  ¡ t r e v i o n s  ¡ t a g e

Procedure 29-13
Eye Care

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

7. Grasp and squeeze excess water from 

a cotton ball. Cleanse eyelid with 

moistened cotton ball, starting at iinier 

canthus and moving outward toward 

outer canthus. After each use, dispose 

of cotton ball in biohazard bag. Repeat 

procedure until eyelid is clean (without 

dried secretions).

Comments:

□ □ □

8. Remove artificial eye:

a. Using dominant hand, raise client’s 

upper eyelid with index finger, and 

depress lower eyelid with thumb.

b. Cup nondominant hand under client’s 

lower eyelid.

c. Apply sligiit pressure with index finger 

between brow and artificial eye, and 

remove it. Place eye in emesis basin 

filled with warm, soapy water

Comments:

□ □ □

9. Grasp a moistened cotton ball and 

cleanse around edge of eye socket. 

Dispose of soiled cotton ball into 

biohazard bag.

Comments:

□ □ □

10. Inspect eye .socket for any signs of 

initation, drainage, or crusting. 

Comments:

□ □ □

11. Eye socket irrigation (if needed):

a. Low er head of bed and place client in 

supine po.sition. Place protector pad 

on bed. Tuni head toward socket side 

and slightly extend neck.

□ □ □

con tinued  on the fo llow ing  ¡tage
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c o n l i n i i e d  f r o m  t h e  p r e v i o u s  p n g e

Procedure 29-13
Eye Care

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

1). Fill inigation syringe with jjrescribed 

aniouiit and type of irrigating solution.

c. With noudominaut hand, separate 

eyelids with forefinger and thumb 

while resting fingers on the brow and 

cheekbone.

d. Hold irrigating syringe in dominant 

hand .several inches above inner 

canthus; gently apply pressure on 

plunger, directing flow of solution from 

inner canthus along conjunctival sac.

e. Inigate until |)rescribed amount of 

solution has been used.

f. Wipe eyelids with moistened cotton 

ball after irrigating. Dispose in 

biohazard bag.

g. Pat skin diy with towel.

h. Return client to semi-Fow ler's 

position.

i. Remove gloves, wash hand.s/hand 

hygiene, and ap])ly clean gloves.

Comments:

12. Clean artificial eye in basin of warm, 

soapy water.

Commenis:

□ □ □

13. Rinse the artificial eye under running 

water or place in the clean basin of 

tepid water. Do not dry the prosthesis. 

Note: Either reinsert pro.sthesis 

(Action 14) or store in a container 

(Action 15).

Commenis:

□ □ □

14. Reinsert prosthesis:

a. With the thumb of nondominant hand, 

raise and hold upjier eyelid open.

□ □ □

continupfi on the fo llow ing  page
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coiilinued fro m  the pret'ions page

1 Procedure 29-13 
Eye Gire

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1). Witli dorniiiaiit hand, grasp atlificial 

eye so indented part is facing toward 

client’s nose, and slide it under upper 

eyelid as far as possible.

c. Depress lower lid.

d. Full lower liil fonvard to cover edge of 

prosthesis.

Comments:

1.5. Place cleaned artificial eye in a labeled 

container with saline or tap water 

.solution.

Comments:

□ □ □

16. Grasp moistened cotton l)all and

squeeze out excessive moisture. Wipe 

eyelid from inner to outer canthus. 

Dispose in a biohazard bag. 

Comments:

□ □ □

17. Clean, dry, and replace equipment. 

Comments:

□ □ □

18. Reposition client, raise side rails, and 

place call button within reach. 

Comments:

□ □ □

19. Dispose of biohazard bag according to 

institutional policy.

Comments:

□ □ □

20. Remove gloves. W’ash hands/hand 

hygiene.

Comments:

□ □ □

con liuned  on llie fo llow ing  page
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c o n t i m i e d  f r o m  t h e  p r e r i o i i s  p a g e

Procedure 29-13 
Eye Care

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

21. Doc ument procedure, clients re,spoiise 

and participation, and client teaching 

and level of understanding.

Commenis:

□ □ □

Contact Lens Removal
22. A.ssemble equipment for lens removal. 

Commenis:

□ □ □

23. As.sess level of assistance needed,

provide privacy, and explain procedure 

to client.

Commenis:

□ □ □

24. V^ash hand.s/hand hygiene. 

Commenis:

□ □ □

25. Assist client to a semi-Fowler's 

position, if needed.

Comments:

□ □ □

26. Diape a clean towel over client’s chest. 

Comments:

□ □ □

27. Prepare lens storage case with 

prescribed solution. 

Commenis:

□ □ □

28. Instruct client to look straight ahead. 

Assess location of lens. If it is not on 

cortiea, either you or client gently move 

lens toward cornea w ith pad of index 

finger.

Comments:

□ □ □

coiilinned on ihe fo llow ing  page
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c o n l i i n i e f i  f r o m  t h e  p r e v i o u s  p a g e

Procedure 29-13
Eye Gire

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

29. Remove leii.s. 

a. Hard lens:

• Cup nondominani hand under eye.

• Gently plaee index finger on outside 

corner of eye, pull toward temple, 

and ask client to hlink. Catch lens 

in nondominant hand.

1). Soft lens:

• With nondominant hand, separate 

eyelid with thumb and middle 

finger.

• With index finger of dominant hand 

gently placed on lower edge of lens, 

slide lens downward onto sclera and 

gently .squeeze the lens.

• Release top eyelid (continue 

holfling lower lid down), and remove 

lens with your index finger and 

thumb.

Note: If Action 29 is unsuccessful, 

secure a suction cup to remove the 

contact lens. If unable to remove the 

lens, notify the j)rescribing practitioner 

or qualified practitioner.

Comments:

□ □ □

30. Store lens in correct compailment of 

the case (“right” or “left”). Label with 

client’s name.

Comments:

□ □ □

31. Remove and store other lens by 

repeating Actions 29 and 30. 

Comments:

□ □ □

32. Assess eyes for irritation or redness. IHI

Comments:

□ □

con tinued  on the fo llow ing  page
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Procedure 29-13 • 93

Procedure 29-13 
Eye Care

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

33. Store lens case in safe place. 

Comments:

□ □ □

34. Dispose of soiled articles, and cleati 

anil return reusable articles to proper 

location.

Comments:

□ □ □

35. Repositioti client, raise side rails, and 

place call light in reach.

Comments:

□ □ □

36. Remove gloves. Wash hands/hand 

hygiene.

Comments:

□ □ □

37. Document procedure, client's response 

and assessment findings, and lense.s’ 

storage place.

Comments:

□ □ □
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Checklist for Procedure 30-1 Medication Administration: Oral, Sublingual, and Buccal

Name Date

SfllDol

liistnictor 

Course __

Procedure 30-1
Medication Administration: Orai, 
Subiingual, and Buccai

Abie to 
Perform

Abie to 
Perform with 
Assistance

Unabie to 
Perform Initials/Date

1. Wash hands/hand hygiene, and apply 

clean gloves.

Commenis:

□ □ □

2. Arrange medication tray or cart. Follow 

institutional protocol.

Commenis:

□ □ □

3. Unlock medication cart, or log on to 

computer.

Commenis:

□ □ □

4. Prepare medication for one client at a 

time following five rights. Select correct 

drug from medication drawer according 

to the MAR. Calculate drug dosage, if 

needed.

Commenis:

□ □ □

.5. To prepare a tablet or capsule: Pour 

required number of tablets or capsules 

into bottle cap, and traii-sfer medication 

to a medication cup without touching.

• Scored tablets may be broken.

• A unit-dose tablet should be placed 

directly into medicine cup w ithout 

opening until administered.

□ □ □

con tinued  on the fo llow ing  page
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c o n t i n n e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 30-1
Medication Administration: Oral, 
Sublingual, and Buccal

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

• For clients with difficulty sw'allowing, 

some tablets can be crushed into a powder 

with a mortar and pestle or by being 

placed betw'een two paper medication 

cups and ground with a blunt object, then 

mixed in a small amount of applesauce 

or custard. Time-released or specially 

coated medications must not be crushed. 

Cheek with phamiacy if uncertain.

Comments:

6. To prepare a liquid medication: Remove 

bottle cap from container and place cap 

upside down on cart. Hold bottle with 

label up and medication cup at eye level 

while pouring. Fill cup to desired level 

using surface or base of the meniscus as 

scale, not edge of liquid on cup. Wipe lip 

of bottle with paper towel.

Comments:

□ □ □

7. To prepare narcotic: Obtain key to nar

cotic drawer and check narcotic record 

for drug count when signing out dose. If 

drug count does not agree with records, 

report to charge nurse immediately. 

Institution may require filing of an inci

dent report.

Comments:

□ □ □

Check expiration date on all medications.

• Double-check MAR with prepared 

drugs.

• Return stock medications to shelf or 

drawer.

• Place MAR with client’s medications.

• Do not leave drugs unattended. 

Comments:

□ □ □

con tinued  on the fo llow ing  page
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c o n l i n i i e d  f r o m  l l i e  p r e v i o u s  p n g e

Procedure 30-1
Medication Administration: Orai, 
Sublingual, and Buccal

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

9. Adniinister medications to client:

• Observe the correct time to give 

medication.

• Identify client by reading client’s name 

bracelet, repeating name, and asking 

client to state name. Additionally, check 

hospital number if name alert or client is 

not reliable.

• Check drug packaging if present to 

ensure medication type and dosage.

• Assess client’s condition and form of 

medication.

• Perform any assessment, such as pulse 

or blood pressure, required for specific 

medications.

• Elxplain purpose of drug and ask if client 

has any questions.

• Assist client to sitting or lateral position.

• Allow client to hold tablet or medication 

cup.

• Give glass of water or other liquid, and 

straw, if needed, to help client swallow 

medication.

• ¥ot sublingual medications, instruct 

client to place medication under tongue 

and allow to dissolve coinpletely.

• i ’or buccal administration of drugs, 

instruct client to place medication in 

mouth against cheek until it dis.solves 

completely.

• For oral medications given through a 

nasogastric tube, crush tablets or open 

capsules and dis.solve powder with 

20-30 niL of warm water in a cup. Be 

sure medication will still be properly 

ab.sorbed if crushed and dissolved. 

Check placement of feeding tube

or nasoga.stric lube before instilling 

anvthing but air into tube.

• Remain with client until each 

medication has been swallowed or 

dissolved.

• Assist client into comfortable position.

Comments:

□ □ □

contiiitied on the fo llow ing  page
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coiiliim ed fron t the pret'ious page

Procedure 30-1
Medication Administration: Oral, 
Sublingual, and Buccal

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

10. Dispose of .soiled supplies. Wash 

iiands/liand hygiene.

Comments:

□ □ □

11. Record time and route of adrTiinistration 

on MAR, and return it to client's file. 

Comments:

□ □ □

12. Return cart to niethcine room; restock 

supplies, as needed. Clean work area. 

(Comments:

□ □ □
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Giecklist for Procedure 30-2 Withdrawing Medication from an Ampule

Name . 

Scliixil

Date

Instnictor 

Course __

Procedure 30-2

Withdrawing Medication from an Ampule

Able to 

Perform

Able to 

Perform with 

Assistance

Unable to 

Perform Initials/Date

1. Wash hands/hand hygiene, and secure 

supph'es.

Comments:

□ □ □

2. Select appropriate ampule. 

Comments:

□ □ □

3. Select svringe with filter needle. 

Comments:

□ □ □

4. Obtain a sterile gauze pad. 

(Comments:

□ □ □

.5. Select and set aside apjiropriate length of 

safety needle for planned injection. 

Comments:

□ □ □

6. Clear a work space. 

Comments:

□ □ □

7. Observe ampule for location of 

medication.

Comments:

□ □ □

8. If medication is trapped in top, flick neck 

of aiii|)ule repeatedly with fingernail 

while holding ampule upright.

Comments:

□ □ □

coiiliiined on llie fo llo tving  page
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100 • Checklist -  Withdrawing Medication from an Ampule

conlin iied  fro m  ihe previous page

Procedure 30-2
Withdrawing Medication from an Ampuie

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

9. Wrap sterile gauze pad around neck 

and snap off top in an outward motion 

directed away from self.

Comments:

□ □ □

10. Invert ampule and place needle into 

liquid. Gently withdraw medication 

into syringe.

Comments:

□ □ □

11. Alternately, place ainpule on counter; 

hold and tilt slightly with nondonn'nant 

hand. Insert needle below level of 

li(|uid and gently draw liquid into 

syringe, tilting ampule as needed to 

reach all liquid.

(Comments:

□ □ □

12. Remove filter needle and replace with 

safety injection needle.

Comments:

□ □ □

13. Dispose of filter needle and glass 

ampule (including lid) in appropriate 

sharps container.

Comments:

□ □ □

14. Label syringe with drug, dose, date, 

and time.

Commenis:

□ □ □

15. Wash hands/liand hygiene. 

Comments:

□ □ □

11 Cengage Learning. .411 Riglits Reserved. May not be scanned, copied or duplicated, or posted to a publicly accessible w<*bsite, in wiioie or in |



Procedure 30-3 • 101

N a m e ___________________________________________________________________________________________________ Dale

Checklist for Procedure 30-3 Withdrawing Medication from a Vial

SclllHlI

Inslniefor 

Course __

Procedure 30-3
Withdrawing Medication from a Vial

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wasli liaiid.s/liaiid hygiene; secure 

su])plies and apply gloves (optional). 

Commenis;

□ □ □

2. Select appropriate vial. 

Comments:

□ □ □

3. Verify prescribing practitioner’s orders. 

Comments:

□ □ □

4. Check expiration date. 

Comments:

□ □ □

5. Determine route of medication delivery, 

atid .select appropriate size syringe and 

needle.

Comments:

□ □ □

6. While holding syringe at eye level, 

withdraw plunger to desired volume of 

medication.

Comments:

□ □ □

7. Clean rubber top of vial with a 70% 

alcohol pad.

Comments:

□ □ □

8. Using sterile technitiue. uncap needle. 

Comments:

□ □ □

coiilinued on the fo llow ing  page
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102 • Checklist -  Withdrawing Medication from a Vial

Procedure 30-3
Withdrawing Medication from a Viai

Abie to 
Perform

Abie to 
Perform with 
Assistance

Unabie to 
Perform Initiais/Date

9. Lay needle cap on clean surface. 

Comments:

□ □ □

10. Placing needle in center of vial, inject 

air slowly. Do not cause turbulence. 

Comments:

□ □ □

11. Invert vial and slowly, using gentle 

negative pressure, withdraw 

medication. Keep needle lip in liquid. 

Comments:

□ □ □

12. With syringe at eye level, determine 

appropriate do.se has beeti reached by 

volume.

Comments:

□ □ □

13. Slowly withdraw tieedle from vial. 

Follow institution’s policy regarding 

recapping and changing needles. 

Comments:

□ □ □

14. Using ink, mark current date and time 

and initials on vial.

Comments:

□ □ □

15. Label syringe with drug, dose, date, 

atid time.

Comments:

□ □ □

16. Wash hand.s/liand hygiene. 

Comments:

□ □ □
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N a m e ___________________________________________________________________________________________________ Date --------

Checklist for Procedure 30-4 Mixing Medications from Two Vials into One Syringe

Scllliol

liistruetor

Course __

Procedure 30-4
Mixing Medications from Two Vials into 
One Syringe

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Check MAR against prescribing 

practitioner’s written orders. 

Comments:

□ □ □

2. Check for drug allergies. 

Comments:

□ □ □

3. Wash hands/hand hygiene. 

Comments:

□ □ □

4. Gather equipnietit needed, f’ repare 

tiiedication for one client at a time. 

Comments:

□ □ □

5. Check need for one medication to be 

drawn up before other.

Comments:

□ □ □

6. Determine total medication volume (in 

milliliters) in syringe after drawing both 

medications into syringe.

Comments:

□ □ □

7. Swab top of each vial with alcohol. 

Comments:

□ □ □

con tinued  on the fo llow ing  page
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104 • Checklist-M ixing Medications from Two Vials into One Syringe

c o n l i n i t e d  f r o n t  l l i e  p r e r i o n s  p n g e

Procedure 30-4 Able to
Mixing Medications from Two Vials into Able to Perform with Unable to
One Syringe Perform Assistance Perform Initials/Date

8. Draw air into syringe e([ual to anioutit 

of medication to be drawn up from 

second vial. Inject air into second vial, 

and remove syringe and needle from 

vial. Some protocols require changing 

needles.

Comments:

□ □ □

9. Draw' air into syringe equal to amount 

of medication to be drawn up from 

first vial. Inject air into first vial. Keep 

needle and syringe in vial.

Comments:

□ □ □

10. Pulling back on plunger, withdraw 

correct amount (in milliliters) of 

medication from first vial. 

Comments:

□ □ □

11. Remove syringe from first vial and 

insert it into second vial. Withdraw 

medication from second vial to volume 

(in milliliters) total of both medications 

summed together.

Comments:

□ □ □

12. Either leave needle in .second vial 

until just before injecting medication 

or follow institution's policy regarding 

recapping needles.

Comments:

□ □ □

13. Wash hands/hand hygiene. 

Comments:

□ □ □

coutitn iod on the fo llo iving  page
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c o i i l i i i n e t l  f r o m  t h e  p r e v i o u s  p a g e

Procedure 30-4 Able to
Mixing Medications from Two Vials into Able to Perform with Unable to
One Syringe Perform Assistance Perform Initials/Date

Mixing Insulin
Tlie clear insulin (regular, short-acting) is 

drawn up first, then the cloudy solution 

(intermediate or long-acting). Check 

manufacturer’s information regarding types 

of insulin and carefully assess response 

of client. Before administering insulin, 

dosage must be double-checked by two 

profes.sionals. An inaccurate dose of insulin 

can be life threatening.

14. Check client's most recent blood 

glucose level, dietary intake, oral 

intake status (e.g., is NPO), and signs 

and symptoms related to glucose level. 

Comments:

□ □ □

15. Repeat Actions 1 ^ .  

Comments:

□ □ □

16. Remove caps from insulin vials 

(if necessary). Gently rotate (never 

shake) suspension insulin (e.g., NPH, 

intermediate, or long-acting insulin) 

until no sediment is at bottom of vial. 

Comments:

□ □ □

7. Wipe off insulin vial tops with alcohol 

sponge.

Comments:

□ □ □

18. Draw back air into syringe equal to 

total close of both insulin .solutions. 

Insert needle and syringe into vial with 

cloudy suspension (intermediate 

or long-acting insulin), and inject air 

equal to amount to be given of that 

insulin. Do not touch solution with 

needle.

Comments:

□ □ □

contitu ied  on the fo llo iving  page
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106 • Checklist-M ixing Medications from Two Vials into One Syringe

coittiiiued fro m  the previous pnge

Procedure 30-4
Mixing Medications from Two Viais into 
One Syringe

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

19. Insert needle and syringe into vial of 

short-acting or regular insulin, and 

inject air equal to amount to be given. 

Comments:

□ □ □

20. Keep needle and syringe in solution. 

Invert vial, and withdraw medication 

slowly and accurately.

Comments:

□ □ □

21. Withdraw needle, expel any air

bubbles, and check dose with another 

nurse.

Comments:

□ □ □

22. Invert vial with longer-acting insulin, 

holding plunger carefully, and withdraw 

long-acting insulin, being careful tiot 

to inject any regular insulin into vial. 

Check dose with another nurse. 

Comments:

□ □ □

23. Store insulin properly accortling to 

manufacturer’s specifications. 

Comments:

□ □ □

24. Wash hand.s/hand hygiene; prepare to 

administer injection.

Comments:

□ □ □
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Name _____________ _____________________________________________________________________________________ Date

Checklist for Procedure 30-5 Medication Administration: Intradermal

S c IkmiI

Illslnil-tor 

(^)iirse __

Procedure 30-5
Medication Administration: Intradermai

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wash hands/hand hygiene; apply clean 

gloves.

Comments:

□ □ □

2. Provide privacy. Identify client. 

Comments:

□ □ □

3. Select injection site. 

Comments:

□ □ □

4. Select !4- to Vii-inch, 25- to 27-gauge 

needle.

Comments:

□ □ □

5. Assist client into a comfortable position. 

Distract clietit by talking about an inter- 

estitig subject.

Comments:

□ □ □

6. Use antiseptic swab iti a circular motion 

to clean skin at site.

Commenis:

□ □ □

7. While holding swab between fingers of 

nondominant hand, |)ull cap from needle. 

Comments:

□ □ □

conlin iied  on the folloiriiif! pnge
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108 • Checklist-Medication Administration; Intradermal

c o i i l i n u e d  f r o m  l l i e  p r e v i o u s  p a g e

Procedure 30-5 Able to
Medication Administration: Intradermal Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

8. Adniitiister injection:

• Witli nondoniinant hand, stretch skin 

over site with forefinger and thumb.

• Insert needle slowly at a 5" to 15" 

angle, bevel up, until resistance is felt; 

then advance to no more than 'At inch 

i)elow skin. Needle tip should l)e seen 

through skin.

• Slowly inject medication. Resistance 

will be felt.

• Note a small blei) forming under skin 

surface.

Comments:

□ □ □

9. Withdraw needle while applying gentle O  

pressure with antiseptic swab.

Comments:

□ □

10. Do not massage site. 

Comments:

□ □ □

1 1. A.ssist client to comfortable position. EH

Comments:

□ □

12. Discard uncapped needle and syringe 

in safe receptacle.

Comments:

□ □ □

13. Remove gloves; wash hand.s/hand 

hygiene.

Comments:

□ □ □
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Checklist for Procedure 30-6 Medication Administration: Subcutaneous

Name

School

Date

Instructor 

Course __

Procedure 30-6
Medication Administration; Subcutaneous

Abie to 
Perform

Abie to 
Perform witii 
Assistance

Unabie to 
Perform Initials/Date

1. Wash hanfls/hatid hygiene: apply clean 

gloves. Select appropriate syringe for 

medication being given.

Comments:

□ □ □

2. Provide privacy. Identify client. 

Comments:

□ □ □

3. Select injection site. 

Comments:

□ □ □

4. Select needle size. 

Commenis:

□ □ □

5. Assist client into a comfortable position. 

Comments:

□ □ □

6. U.se antiseptic swab to clean skin at site. 

Comments:

□ □ □

7. While holding swab between fingers of 

nondominant hand, pull cap from needle. 

Comments:

□ □ □

8. Administer injection:

• Hold syringe between thumb and 

forefinger of dominant hand like a dart.

• Pinch skin with nondominant hand.

□ □ □

coiitiiiiied oil the fo llow ing  page
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110 Checklist -  Medication Administration: Subcutaneous

con tinued  fro m  the previous page

Procedure 30-6 Able to
Medication Administration: Subcutaneous Perform

Able to
Perform with Unable to
Assistance Perform Initials/Date

• Inject needle quickly and firmly 

(like a dart) at a 45" to 90" angle.

•  Release skin.

•  Grasp lower end of syringe with 

nondominant hand, and position 

dortnnant hand to end of plunger. Do 

not move syringe.

• Pull back on plunger to ascertain that 

needle is not in a vein. If no blood 

appears, slowly inject medication. 

(Aspiration is contraindicated with 

some medications; check with the 

pharmacy if unclear.)

CommetUs:

9. Remove hand from injection site 

and quickly withdraw needle. Ap])ly 

pressure with antiseptic swab. 

Comments:

□ □ □

10. Some medications should not be 

massaged. Ask pharmacy if unclear 

Comments:

□ □ □

I I .  Assist client to a comfortable position. D

Comments:

□ □

12. Discard uncapped needle and syringe 

in disposable needle receptacle. 

Comments:

□ □ □

13. Remove gloves; wash hand.s/hand 

hygiene.

Comments:

□ □ □
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Checklist for Procedure 30-7 Medication Administration: Intramuscular

Name

Sclidol

Date

Instructor 

Ciinrse __

Procedure 30-7
Medication Administration; Intramuscular

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

I. Wa.sli hands/hand hygiene: put on clean 

gloves.

Comments:

□ □ □

2. Close door or curtains around bed, and 

keep gown or sheet draped over client. 

Identify client.

Comments:

□ □ □

3. Select injection site. 

Commenis:

□ □ □

4. Select needle size. 

Comments:

□ □ □

5. Assist client into a cotiifortable position. 

Consider injection site.

Commenis:

□ □ □

6. Use antiseptic .swab to clean skin at site. 

Comments:

□ □ □

7. While holding swab between fingers of 

Iiondoniinant hand, pull cap from needle. 

Comments:

□ □ □

8. Administer injection;

• Hold syringe between thumb and 

forefinger of dominant hand like a dart.

□ □ □

con tinued  on the fo llo iring  page
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112 • Checklist -  Medication Administration: Intramuscular

c o n l i t m e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 30-7 Able to
Medication Administration: Intramuscular Perform

Able to
Perform with Unable to
Assistance Perform Initials/Date

• Spread skill tightly or pinch a 

generous section of tissue firnily— for 

cachectic clients.

• Inject needle quickly and firmly (like 

a dart) at a 90" angle.

• Release skin.

• Grasp lower end of syringe with 

nondominant hand, and position 

dominant hand to end of plunger. Do 

not move syringe.

• Pull back oil plunger and aspirate 

to ascertain if needle is in vein.

If no blood appears, slowly inject 

medication.

Comments:

9. Remove nondominant hand and 

quickly withdraw needle. Apply 

pressure with antiseptic swab. 

Comments:

□ □ □

10. Apply pressure. Certain protocols 

suggest gentle massaging action. 

Comments:

□ □ □

Assist client to a comfortable position. IHI

Comments:

□ □

12. Close the safety cap and di.scard 

uncapped needle and syringe in 

specified biohazard sharps container 

Comments:

□ □ □

13. Remove gloves; wash hands/hand 

hygiene.

Commenis:

□ □ □
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Checklist for Procedure 30-8 Medication Administration via Secondary Administration
Sets (Piggyback)

Name

ScllDol

liistnic-tor 

Course __

Date

Procedure 30-8
Medication Administration via Secondary 
Administration Sets (Piggybacit)

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Clieck prescribing practitioner’s orders. 

Comments;

□ □ □

2. Wasb hands/hand hygiene. Gloves are 

not necessary if adding fluids to an 

existing infusion line. Secure IV tubing 

for piggyback administration. 

Comments:

□ □ □

3. Check client’s identification bracelet. 

Comments:

□ □ □

4. Explain procedure and reason drug is 

being given.

Comments:

□ □ □

5. Prepare medication bag:

• Close clamp on tubing of infusion set.

• Spike medication bag with infusion 

tubing.

• Open clamp.

• Allow tubing to be filled with solution to 

evacuate air from tubing.

Commenis:

□ □ □

6. Hang piggyback medication bag above 

level of primary IV bag.

Comments:

□ □ □

coiiliw ied  on llie fo llow ing  page
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114 • Checklist -  Medication Administration via Secondary Administration Sets (Piggyback)

con tinued  fro m  the ¡¡rerious page

Procedure 30-8
Medication Administration via Secondary 
Administration Sets (Piggybacit)

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

7. Connect piggyback tuliing to primary

tubing at Y-port;

• For needlele.s.s system, remove cap on 

port and connect tubing.

• If a needle is used, clean port with 

antiseptic swab and insert small-gauge 

needle into center of port.

• Secure tubing with adhesive tape.

Comments:

□ □ □

8. Administer medication:

• Check prescribed length of time for 

infusion.

• Regulate flow rate of piggyback by 

adjusting regulator clamp.

• Observe whether backflow^ valve on 

piggyback has stopped flow of primary 

infusion duting drug administration.

Comments:

□ □ □

9. Check primaiy infusion line when 

medication is finished:

• Regulate primary infusion rate.

• Leave secondary bag and tubing in 

place for next drug administration.

Comments:

□ □ □

10. Dispose of all u.sed materials and place 

needles in needle biohazard sharps 

container.

Comments:

□ □ □

11. Wash hands/hand hygiene. 

Comments:

□ □ □
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Name ___________________________________________________________________________________________________  Date

Checklist for Procedure 30-9 Medication Administration: Eye and Ear

SehiMil

Iiistnietor 

Course __

Procedure 30-9
Medication Administration: Eye and Ear

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Eye Medication
□ □ □1. Clieck for allergies or coiitraiiiclicatioiis. 

Commenis;

2. Gather necessary e(|uiprnent. 

Commenis;

□ □ □

3. Follow five rights of drug aclniitiistration. 

Comments:

□ □ □

4. Take medication to client's room and 

place on a clean surface.

Comments;

□ □ □

5. Check clietit’s identification armliand. 

Comments;

□ □ □

6. Explain procedure to client. 

Comments;

□ □ □

7. Wash hands/hand hygiene; apply 

nonsterile, latex-free gloves, if needed. 

Comments;

□ □ □

8. Phtce client in supine position with head 

slightly hyperextended.

Comments;

□ □ □

coiilinued  on the fo llow ing  page

©  2 0 t l  Cengage Learning. All Kight-s Reserved. May not lie scanned, copied or duplicated, or posted to a puhlicly accessible web.site, in  whole or in part.



116 ♦ Checklist -  Medication Administration; Eye and Ear

c o n t i n n e d  f r o m  t h e  p r e r i o n s  p a g e

Procedure 30-9
Medication Administration: Eye and Ear

Abie to 
Perform

Abie to 
Perform with 
Assistance

Unabie to 
Perform Initials/Date

Instiiiing Eye Drops
□ □ □9. Remove cap ftom eye bottle atid place 

cap on its side.

Comments:

10. Squeeze prescribed amount of 

medication into eyedropper. 

Comments:

□ □ □

11. Place a tissue below lower lid. 

Comments:

□ □ □

12. With dominant hand, hold eyedropper 

V2-¥i inch above eyeball; rest hand on 

client’s forehead to stabilize. 

Comments:

□ □ □

13. Place hand on cheekbone and expose 

lower conjunctival sac by pulling down 

on cheek.

Comments:

□ □ □

14. Instruct client to look up, and drop 

prescribed number of drops into center 

of conjunctival sac.

Comments:

□ □ □

15. ln.stmet client to gently close eyes and 

move eyes. Briefly place fingers on either 

side of client’s nose to clo.se tear ducts. 

Comments:

□ □ □

16. Remove gloves; wash hand.s/hand 

hygiene.

Comments:

□ □ □

con tinned  on the fo llow ing  pnge
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Procedure 30-9 • 117

c t t i i l i i i n e d  f r o m  t h e  i i r e v i o i m  ¡ x i g e

Procedure 30-9 Able to
Medication Administration: Eye and Ear Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

17. Record on MAR route, site (wliicli eye), 

atid time administered.

Commenis:

□ □ □

Eye Ointment Application
18. Repeat Actions 1-8. 

Commenis:

□ □ □

19. Lower lid:

• With nondominatit hand, gently 

sejiarate client’s eyelids with thumb 

and finger, and grasp lower lid near 

margin immediately below lashes; 

exert pressure downward over bony 

prominence of cheek.

•  Instruct client to look up.

•  Apply eye ointment along inside edge 

of entire lower eyelid, from inner to 

outer canthus.

Comments:

□ □ □

20. Upper lid:

• Instruct client to look down.

• With nondoniinant hand, gently grasp 

client’s lashes near center of upper lid 

with thumb and index finger, and draw 

lid up and away from eyeball.

• Squeeze ointment along up[)er lid, 

starting at inner canthus.

Comments:

□ □ □

21. Repeat Actions 16 and I ’ 

Comments:

□ □ □

Medication Disk
22. Repeat Actions 1-8. 

Commenis:

□ □ □

con tinued  on the fo llow ing  page
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c o n ü n n e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 30-9 Able to
Medication Administration: Eye and Ear Perform

Able to
Perform witli
Assistance

Unable to
Perform Initials/Date

23. Open sterile package and press

dominant, sterile gloved finger against 

oval disk so that it lies lengthwise 

across fingertip.

Comments:

□ □ □

24. Instruct client to look up. 

Comments:

□ □ □

25. With nondominant hand, gently pull

client’s lower eyelid down and place

disk horizontally in conjunctival sac.

• Then pull lower eyelid out, up, and 

over disk.

• Instruct client to blink several times.

• If disk is still visilile, repeat above two 

steps.

• Once disk is in place, instruct client 

to gently press fingers against closed 

lids; do not rub eyes or move disk 

across cornea.

• If disk falls out, pick it up, rinse under 

cool water, and reinsert.

Comments:

□ □ □

26. If disk is prescribed for both eyes, 

repeat Actions 23-25.

Comments:

□ □ □

27. Repeat Actions 15-17. 

Comments:

□ □ □

Removing an Eye Medication Disl<
28. Repeat Actions 3 and .5-8. 

Comments:

□ □ □

contitiued  on the foU otving page
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c o u l i m t e d  f r o m  l l i e  p r e v i o u s  p a g e

Procedure 30-9 Able to
Medication Administration: Eye and Ear Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

29. Reniove disk;

• With iioiidoniiiiaiit iiaiid, invert lower 

eyelid and identify disk.

• If disk is located in upper eye, instruct 

client to close eye, and place your 

fingers on closed eyelid. Apply gentle, 

long, circular strokes; instruct client 

to open eye. Disk should be located

ill comer of eye. With your fingertip, 

slide disk to lower lid, and then 

proceed.

• With dominant hand, use forefinger to 

slide disk onto lid and out of client’s 

eye.

Comments:

□ □ □

30. Remove gloves; wash hand.s/hand 

hygiene.

Comments:

□ □ □

31. Record removal of disk on MAR. 

Comments:

□ □ □

Ear Medication
1. Check for allergies. 

Comments:

□ □ □

2. Check MAR against prescribing 

practitioner’s written orders. 

Comments:

□ □ □

3. Wash hands/hand hygiene. 

Comments:

□ □ □

4. Calculate dose. 

Comments:

□ □ □

cou liim ed  ou llie fo llo iriiig  page
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120 • Checklist -  Medication Administration; Eye and Ear 

coiitiiiiied front the itrevioiis ¡>age

Procedure 30-9
Medication Administration: Eye and Ear

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

5. identify client by checking client’s 

armband.

Comments:

□ □ □

6 . Explain procedure to client. 

Comments:

□ □ □

7. Place clietit iti a side-lying position 

with affected ear facing up. 

Comments:

□ □ □

8. Straighten ear canal. 

Comments:

□ □ □

9. Slowly instill drops into ear canal by 

holding dropper at least Vi inch above 

ear canal.

Comments:

□ □ □

10. Ask client to maintain position for 

2-3 minutes.

Comments:

□ □ □

11. Place a cotton ball on outermost pail of 

canal.

Comments:

□ □ □

12. Wash hands/hand hygiene. 

Comments:

□ □ □

13. Document drug, number of drops, time 

administered, and ear medicated. 

Comments:

□ □ □
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Checklist for Procedure 30-10 Medication Administration: Nasal

Name

Sc'llOdl

Date

liistnietor 

Ciiiirse __

Procedure 30-10
Medication Administration: Nasai

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wash haiicl.s/haiid hygiene. Wear a mask, 

if needed. Put on latex-free gloves. 

Comments:

□ □ □

2. Explain procedure to client. 

Comments:

□ □ □

3. Explain to client the sensation of 

medication effects.

Comments:

□ □ □

4. Explain manufacturer’s directions for 

inhaler use. Follow five rights of drug 

administration.

Comments:

□ □ □

5. Have client assume a comfortable 

position. Have client blow no.se. 

S(]ueeze no.se drops into dropper. 

Comments:

□ □ □

6. Have client exhale and clo.se one nostril. 

Comments:

□ □ □

coiilh ined on the fo llow ing  page
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122 Checklist -  Medication Administration: Nasal

c o n t i i u i e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 30-10
Medication Administration; Nasal

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

Ask client to inhale while spray is 

|Himped or sprayed into first nostril.

If nose drops are used, in.sert nasal 

dropper only about -Vh inch into nostril, 

keeping tip of dropper away from sides 

of nostril. Itisert prescribed dosage of 

medication into nostril. Discard any 

unused medication in dropper. 

Comments:

□ □ □

Ask client to blot excess drainage from 

nostril; do not have client blow nose. 

Comments:

□ □ □

9. Repeat procedure on other nostril. 

Comments:

□ □ □

10. Help client resume comfortable

position. For nose drops, client stays 

in position for generally 5 minutes. 

Instruct client to breathe through nose. 

Comments:

□ □ □

11. Remove all .soiled supplies and dispose 

according to Standard Precautions. 

Remove gloves. Wash hand.s/hand 

hygiene.

Comments:

□ □ □

12. Evaluate effect of medication in 

1.5-20 minutes.

Comments:

□ □ □

) 2011 (lengage Learning. .Ml Riglit-s Reserved. May not be scanned, copied or duplicated, or posted to a |)ublicly accessible website, in wbole or in part.



Procedure 30-11 • 123

Name ___________________________ ________________________________________________________________________ Date

Checklist for Procedure 30-11 Medication Administration: Nebulizer

School

Inslnictor 

Course __

Procedure 30-11
Medication Administration: Nebuiizer

Abie to 
Perform

Abie to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Handheid Nebuiizer
□ □ □1. Assess client’s ability to use iieliulizer. 

Comments:

2. Check MAR against prescril)ing practi

tioner’s orders.

Comments:

□ □ □

3. Check for drug allergies and 

hypersensitivity.

Comments:

□ □ □

4. Wash hands/hand hygiene before setting 

up nebulizer. Gather equipment. 

Comments:

□ □ □

5. Set up medication for one client at a 

titne.

Comments:

□ □ □

6. Look at medication at eye level if using 

droppers to dispense solution into 

nebulizer.

Comments:

□ □ □

7. Pour entire amount of drug(s) into 

nebulizer cup carefully.

• Avoid touching drug while pouring into 

nebulizer cup.

Comments:

□ □ □

con tinued  on the fo llow ing  page
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124 • Checklist -  Medication Administration: Nebulizer

coiilinued fro m  the ¡irerions page

Procedure 30-11
Medication Administration: Nebulizer

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. Cover cup witli cap and fasten. 

Comments:

□ □ □

9. Fasten T-piece to ca[) top. 

Comments:

□ □ □

10. Fasten short length of tubing to one end 

of T-piece.

Comments:

□ □ □

11. Fasten mouthpiece or mask to other 

end of T-piece.

• .^void touching nebulizer mouthpiece 

or interior part of mask.

Comments:

□ □ □

12. Identify client. 

Comments:

□ □ □

13. Identify medication to client and 

explain its purpo.se.

Comments:

□ □ □

14. Assist client to upright position. 

Comments:

□ □ □

15. Attach tubing to nebulizer cup bottom 

and attach other end to air source:

• Adjust wall oxygen valve per 

prescribing practitioner’s orders.

• Leave air on for about 6-7 minutes, 

until medications are used up.

Comments:

□ □ □

con liuned  on ihe fo llow ing  page
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c o i i l i n n e d  f r o m  t h e  ¡ i r e i ' i o n s  p a g e

Procedure 30-11

Medication Administration: Nebuiizer

Abie to 

Perform

Able to 

Perform with 

Assistance

Unable to 

Perform Initials/Date

16. Instruct client to breathe in and out 

slowly and deeply tbrougli tnouthpiece 

or mask.

• Client’s lips should be sealed tightly 

around itioutlipiece.

Comments:

□ □ □

17. Remain with client long enough to 

obseiTe proper inhalation-exhalation 

technique.

Comments:

□ □ □

18. Wash hands/hand Iiygiene. 

Commetiis:

□ □ □

19. Record medications administered with 

date, time, and dosages on chai1 . 

Comments:

□ □ □

20. When nebulizer cup is empty, turn off

compressor or wall air.

• Detach tubing from compressor and 

nebulizer.

• If nebulizer is disposable, dispose of it 

in appropriate container.

• If nebulizer is to be reused for this 

client, carefully wash, rinse, and dry 

nebulizer components.

Comments:

□ □ □

21. Assess client immediately following 

treatment for results or adverse effects 

from treatment.

Comments:

□ □ □

22. Reassess client .5-10 itiinutes following 

treatment.

Comments:

□ □ □

con tinued  on llie fo llow ing  page
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rfnitiiiiied fro m  the prei'ions page

Procedure 30-11
Medication Administration: Nebulizer

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

23. Wasli liaiids/liand liygieiie. 

Comments:

□ □ □

Metered-Dose Nebulizer
24. Assess client for ability to use iiietered- 

dose nebulizer.

Comments:

□ □ □

25. Clieck MAR against pre.scribing 

practitioner’s orders.

Comments:

□ □ □

26. (Jieck for drug allergies anil 

hypersensitivity.

Conmients:

□ □ □

27. Wash hands/liand hygiene before 

adiiiiiiistering medication; put on 

latex-free gloves.

Comments:

□ □ □

28. Shake prepackaged nebulizer 

Comments:

□ □ □

29. Place nebulizer into apjilicator 

Comments:

□ □ □

30. Place aerochamber onto nebulizer, if 

needed.

Commenis:

□ □ □

31. Have client place mouthpiece in mouth. 

Comments:

□ □ □

con tinned  on the fo llow ing  page
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c o n l i n i i e d  f r o m  l l i e  p r e i ' i o n s  ¡ t a g e

Procedure 30-11 • 127

Procedure 30-11
Medication Administration: Nebuiizer

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

32. I lave client press down on |)repackaged 

dispenser as client simultaneously 

inhales.

Commenis:

□ □ □

33. If an aerocliamber is attached to

nebulizer, have client inhale slowly and 

deeply.

Commenis:

□ □ □

34. Observe client for possible adverse 

effects.

Commenis:

□ □ □

35. Wash hand.s/liand hygiene. 

Comments:

□ □ □

36. Record medication administration and 

observations.

Commenis:

□ □ □
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Checklist for Procedure 30-12 Medication Administration: Rectal

Name

Seliocil

Date

lllstnictdr 

Cmiise __

Procedure 30-12
Medication Administration: Rectai

Abie to 
Perform

Abie to 
Perform witli 
Assistance

Unable to 
Perform Initials/Date

1. A.ssess clients need for medication. 

Comments:

□ □ □

2. Check prescribing practitioners written 

order.

Comments:

□ □ □

3. Check MAR against medication order, 

verifying correct client, medication, 

dose, route, and time.

Comments:

□ □ □

4. Check for drug allergies. 

Comments:

□ □ □

5. Review client s liistoiy. 

Comments:

□ □ □

6. Gather e([uipment. 

Comments:

□ □ □

7. As.sess client’s readiness. Ask visitors 

to leave. Provide for privacy. 

Comments:

□ □ □

8. Wash liand.s/hand hygiene. 

Comments:

□ □ □

conlin iied  on the fo llow ing  page
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130 Checklist -  Medication Administration: Rectal

c o i i l i n u e d  f r o m  t h e  p r e i ' i o n s  p a g e

Procedure 30-12
Medication Administration: Rectal

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

9. A|)ply disposable gloves. 

Comments:

□ □ □

10. Ask client’s name and check 

identification band. 

Comments:

□ □ □

11. Assist client into correct position: 

side-lying Sims’ position. Place towel 

or pad under client.

Comments:

□ □ □

12. Visually a.ssess client’s external anus. □

Comments:

□ □

13. Remove suppository from wrapper 

and lubricate rounded end along with 

insertion finger. If a medicated enema 

is u.sed, lubricate enema tip. if needed. 

Comments:

□ □ □

14. Tell client to expect a cool sensation 

and pressure during administration. 

Encourage slow, deep breaths. 

Commenis:

□ □ □

L5. Retract buttocks with nondominant 

hand, visualizing anus. Using dominant 

index finger, slowly and gently in.sei-t 

sup|)ository through anus, past internal 

sphincter, and against rectal wall.

De[)th of insertion will differ if client 

is a child or infant. If instilling a 

medicated enema, gently insert enema 

tip past internal sphincter and instill 

the contents by slowly squeezing. 

Comments:

□ □ □

con tinued  on the fo llow ing  ¡»age
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Procedure 30-12 • 131

Procedure 30-12
Medication Administration: Rectai

Abie to 
Perform

Abie to 
• Perform witli 

Assistance
Unable to 
Perform Initials/Date

16. Remove finger or enema lip, and wipe 

client’s anal area with a washcloth or 

tissue.

Commenis:

□ □ □

17. Discard gloves. 

Comments:

□ □ □

18. Wash hatids/hand hygiene. 

Comments:

□ □ □

19. Discuss with client a 10-minute time 

frame to remain in bed or on side. 

Commenis:

□ □ □

20. Place call light in client’s reach. 

Comments:

□ □ □

21. Record administralioti of medication. 

Commenis:

□ □ □

22. Document trealtnenl results. 

Commenis:

□ □ □
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Name ------------------- -----------------------------------------------------------  Rate

Checklist for Procedure 30-13 Medication Administration: Vaginal

SeliiK)]

Instnii'tor 

Course __

Procedure 30-13

Medication Administration: Vaginal

Able to 

Perform

Able to 

Perform with 

Assistance

Unable to 

Perform Initials/Date

1. Veiify orders. 

Comments:

□ □ □

2. As.sess client’s level of knowledge of 

procedure.

Conmients:

□ □ □

.3. Ask client to void. 

Comments:

□ □ □

4. W'asli liands/liand hygiene. 

Commenis:

□ □ □

5. Gather e([uipiuent and arrange at client’s 

bedside.

Comments:

□ □ □

6. Provide privacy. 

Comments:

□ □ □

7. Assist client to a dorsal-recuiiibent or 

Sims’ position.

Comments:

□ □ □

8. Drape client as appropriate. Provide 

towel or protective pad on bed. 

Comments:

□ □ □

con tinued  on the fo llow ing  page
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conlin iied  fro m  the previous page

Procedure 30-13
Medication Administration: Vaginal

Able to 
Perform

Able to 
Perform witli 
Assistance

Unable to 
Perform Initials/Date

9. Position ligiitiiig to illuminate vaginal 

orifice.

Comments:

□ □ □

10. Put on latex-free gloves and assess

perineal area for redness, inflanmiation, 

discharge, or foul odor.

Comments:

□ □ □

1 1 . If using an applicator, fill with 

medication. If using a suppository, 

remove suppository from foil and 

position in applicator (applicator is 

optional). Discard foil. Apply water- 

soluble lubricant to suppository or 

applicator (optional for applicator). 

Comments:

□ □ □

12 . f’or suppository, with nondominant 

hand, retract labia.

Comments:

□ □ □

13. With dominant hand, inseil applicator 

2-3 inches into vagina, sliding 

applicator posteriorly. Push plunger 

to administer medication. With a 

suppository, insert tapered end finst 

with index finger or applicator along 

po.sterior wall of vagina (approximately 

3 inches).

Comments:

□ □ □

14. Withdraw applicator and place on 

towel.

Comments:

□ □ □

con tinued  on the fo llow ing  page
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con tinued  from  th e  ¡irevious page

Procedure 30-13
Medication Administration; Vaginal

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

15. If atitniiiistering douche or irrigation:

• Warm solution to slightly above body 

temperature. Check using back of 

hand or wrist.

• Position client in seitnrecumbent 

position on bedpan, on toilet seat, or 

in tub.

• Apply lubricant to irrigation nozzle 

and insert approximately 3 inches into 

vagina.

• Hang irrigant container approximately 

2 feet above client’s vaginal area.

• Open clamp and allow small amount 

of solution to flow into vagina.

• .Move nozzle and rotate around entire 

vaginal area. If labia are inflamed, 

allow .solution to flow over labia

as well. If client is on toilet seat, 

alternate between closing off labia and 

allowing solution to be expelled.

Comments:

□ □ □

16. Wipe and clean client’s perineal area, 

including labia (from front to back) with 

toilet tissue or warm cloth and water. 

Comments:

□ □ □

17. Apply a perineal pad. 

Commenis:

□ □ □

18. Wash applicator (if reusable) with 

soap and warm water, and store in 

appropriate container in client’s rootti. 

Commenis:

□ □ □

19. Remove gloves; wash hands/hand 

hygiene.

Comments:

□ □ □

con tinned  on the fo llow ing  page
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136 • Checklist-Medication Administration; Vaginal

coiiliniipfl from  the i>rei'ioiis page

Procedure 30-13
Medication Administration: Vaginal

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

20. Instruct client to remain flat for at least 

30 minutes.

Comments:

□ □ □

21. Raise side rails and place call light iti 

reach.

Comments:

□ □ □
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Checklist for Procedure 31-1 Administering Therapeutic Massage

Name

Si'hoiil

Date

Instnictlll 

Course __

Procedure 31-1
Administering Tlierapeutic Massage

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Set rooin temperature at 75"F. Provide 

low lighting, privacy, and background 

mu.sic.

Commenis:

□ □ □

2. Prepare table or hospital bed. 

Comments:

□ □ □

3. Remove rings and watch. Wash hands. 

Comments:

□ □ □

4. Explain procedure to client. 

(Comments:

□ □ □

5. Assist client to assume either a [)rone. 

Sims', or sitting position, depending on 

client's conilition.

Commenis:

□ □ □

6. Loosen or remove clothing from client’s 

back and arms. Drape client with sheet, 

as needed.

Commenis:

□ □ □

7. Squeeze small amount of lotion or oil into 

palm of hand to warm.

Comments:

□ □ □

coiiliiined on the foU on infi page
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138 • Checklist -  Administering Therapeutic Massage

c o t i l i n u e d  f r o m  l l i e  ¡ t r e r i o i i s  ¡> n g e

Procedure 31-1
Administering Therapeutic Massage

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

8. Begin with hght to medium effleurage 

at lower back and continue upward 

following nmscle groups, being careful 

to avoid spine and spinal processes. 

Move hands up toward base of neck; 

continue outward over trapezius 

muscles with circular motions, over and 

around shoulders and upper arms; and 

return with lighter downward strokes 

laterally over latissimus dorsi to upper 

gluteals. Use slow rhythmic movements, 

keeping in contact with skin at all times. 

Check pressure. Continue effleurage for 

approximately 3 minutes.

Comments:

□ □ □

9. Continue treatment, if appropriate, 

with gentle petrissage to major muscle 

groups in back, shoulders, and upper 

arms.

Comments:

□ □ □

10. Use friction to particular muscle groups 

where tension is being held.

Comments:

□ □ □

11. Use tapotement to stimulate any 

fatigued muscle groups. 

Comments:

□ □ □

12. Finish treatment with effleurage. 

Comments:

□ □ □

13. Wipe any exce.ss lotion or oil from skin, 

or use warm soap and w ater to clean 

client’s skin, then diy completely. 

Comments:

□ □ □

con tinued  (HI the foU otvingpage
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Procedure 31-1
Administering Therapeutic Massage

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

14. As,sist client into comfoilable position. 

Comments:

□ □ □

1.5. Document treatment, client’s response, 

and skin a.ssessment data.

Comments:

□ □ □

16. Wasli liaiids/liand hygiene. 

Comments:

□ □ □

© 2011 Cengage Learning, All Riglits Reservefl. May not be seanneil, eopied or duplicated, or posted to a publicly accessilile website, in wbole or in part.





Procedure 32-1 141

Checklist for Procedure 32-1 Maintaining and Cleaning the Tracheostomy Tube

Name

Scliool

Date

liistnietdi' 

Course __

Procedure 32-1 
Maintaining and Cleaning the 
Tracheostomy Tube

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Cleaning Trach Tube Site
□ □ □1 . Wa.sli liaiuls/haiid liygieiie, apply 

gloves, and assemble equipment. 

Commenis;

2. Remove soiled dressing and discard. 

Comments:

□ □ □

3. Cleanse neck plate of traclieostoiiiy tube 

with cotton applicators moistened with 

hydrogen peroxide.

Comments:

□ □ □

4. Rinse neck plate of tracheostomy tube 

w'ith applicators moistened with sterile 

water or saline.

Comments:

□ □ □

5. Cleanse skin under neck plate of tulie 

with cotton applicator moistened with 

hydrogen peroxide.

Comments:

□ □ □

6. Rinse skin under neck plate with appli

cators moistened with sterile water or 

.saHiie.

Comments:

□ □ □

7. Dry skin under neck plate with cotton 

applicators.

Comments:

□ □ □

coiilinued on llie fo llo iving  page
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r o i i l i i m e d  f r o m  t h e  p r e i ' i o n s  p a g e

Procedure 32-1 
Maintaining and Cleaning the 
Tracheostomy Tube

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

8. Using your clean hand, gently loosen 

inner cannula of tracheostomy tube by 

twisting outer ring counterclockwise; 

then withdraw inner canrmla in smooth 

motion. Place inner cannula into basin 

of peroxide.

Comments:

□ □ □

9. Using your sterile hand, pick up cannula. 

Using your clean hand, pick up nylon 

bmsh and scrub to remove any visible 

crusts or secretions from inside and 

outside caimula.

Comments:

□ □ □

10. Place cannula into container of sterile 

saline. Agitate so all surfaces are 

bathed in saline.

Comments:

□ □ □

11. Inspect inner cainmla again to ensure 

it is clean; then remove excess saline 

from lumen by tapping cannula against 

a sterile surface.

Comments:

□ □ □

12. Gently replace iinier cannula, following 

curve of tube. When fully inserted, 

lock itnier eainiula in place by rotating 

external ring clockwise until it clicks 

into place.

Comments:

□ □ □

con tinued  on the foU oiring page
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coiiliiiiied from  the ¡irevioiis page

Procedure 32-1 
Maintaining and Cleaning the 
Tracheostomy Tube

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

One-Person Technique of Changing 
Tracheostomy Ties

□ □ □13. Prepare clean traclieostoiiiy ties.

• Cut length of twill tape that will fit 

around client’s neck plus 6 inches. 

Cut ends of twill tape on diagonal.

• Open Velcro ties on continuous 

neckband.

Comments:

14. Leaving old tracheostomy ties in place, 

insert one end of new tracheostomy 

tie through hole in tracheostomy neck 

plate from back to front. Pull ends 

even, and slide ends of tape around 

back to other side.

Comments:

□ □ □

1.5. IiKsert one end of tape through opening 

on other side of tracheostomy tube neck 

plate from back to front.

Comments:

□ □ □

16. Tie two ends of new tape with a square 

knot. Keep two fingers under tape 

as tiie knot is tied. Without putting 

pressure on neck plate or the tape, pull 

on knot to make sure it will stay tied. 

Comments:

□ □ □

17. Untie and reniove old tracheostomy tapes 

and discard. 1 lold neck plate firmly with 

one hand while untying old tapes. 

Commenis:

□ □ □

18. Place one finger under tracheostomy ties. 

Commenis:

□ □ □

coiiliiined on ihe foU oicing page
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con tim ied  from  the previous pnge

Procedure 32-1 
Maintaining and Cleaning the 
Tracheostomy Tube

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Two-Person Technique of Changing 
Tracheostomy Ties

□ □ □19. Cut two pieces of twill tape about 

12 to 14 inches in length. 

Comments:

20. Make fold 1 inch below end of each 

piece of twill tape, and cut i/2-inch slit 

lengthwise in center of fold. 

Comments:

□ □ □

21. Have second person hold tracheostomy 

tube with fingers on sides of neck plate. 

Comments:

□ □ □

22. Untie old tracheostomy ties and 

discard.

Comments:

□ □ □

23. Insert split end of tracheostomy 

tape through opening on one side of 

tracheostomy tube neck plate. Pull 

distal end of tracheostomy tie through 

cut end and pull tightly.

Comments:

□ □ □

24. Repeat procedure with second piece of 

twill tape.

Comments:

□ □ □

25. Tie tracheostomy tapes with a double 

knot at side of neck.

Comments:

□ □ □

con tinued  on th e  fo llow ing  page
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Procedure 32-1 
Maintaining and Cleaning the 
Tracheostomy Tube

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

26. Insert one finger under traclieostoiiiy 

tapes.

Comments:

□ □ □

27. Insert traclieostoiiiy gauze under neck 

plate of tube.

Comments:

□ □ □

28. Discard all used materials and band 

hygiene.

Comments:

□ □ □
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Checklist for Procedure 32-2 Performing Nasopharyngeal and Oropharyngeal Suctioning

Niiine

Scliiiol

Date

Instructor 

Course __

Procedure 32-2
Performing Nasopliaryngeal and 
Oropharyngeal Suctioning

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. A.s,sess client's neetl for suctioning: 

inai)ility to clear ainvay by coughing and 

expectoration: coarse l)ui)bling or 

gurgling noises with respiratioti. 

Comments:

□ □ □

2. Choose appropriate route. If nasopha

ryngeal approach, itispect nares with 

penlight to determine [latency. A.ssess 

patency bv occluding each naris, iti turn, 

with finger pressure while asking client 

to breathe through other naris. 

Comments:

□ □ □

3. Explain procedure to clietit. Advise 

suctioning can cause coughing or 

gagging but etiiphasize importance of 

clearing ainvay.

Comments:

□ □ □

4. Wash hands/hand hygiene. 

Comments:

□ □ □

;5. Position client in a high Fowlers or 

semi-Fowlers position.

Comments:

□ □ □

6. If client unconscious or otherwise unable 

to protect airway, jilace in a side-lying 

position.

Comments:

□ □ □

coiiliiiiietl on the fo llow ing  page
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conlin ited  fro m  the ¡trei'Ums page

Procedure 32-2
Performing Nasopliaryngeai and 
Oropharyngeal Suctioning

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

7. Connect extension lulling to suction 

device and adjust suction control to 

between 80 and 100 nun Hg. 

Comments:

□ □ □

8. Put on gow n, mask, and goggles or face 

shield, if indicated.

Comments:

□ □ □

9. Using sterile technique, open suction 

kit. Consider inside wrapper of kit 

sterile, and sjiread wrapper out to 

create a small sterile field. 

Comments:

□ □ □

] 0. Open packet of sterile, water-soluble 

lubricant and squeeze out contents of 

packet onto sterile field.

Comments:

□ □ □

1 1 . If sterile solution (water or saline) is 

included in kit, pour about 100 niL of 

solution into sterile container provided 

in kit.

Comments:

□ □ □

12. Carefully lift wrapped gloves from kit 

without touching inside of kit or gloves. 

Lay wrapped gloves next to suction kit 

and open wrapper. Put on gloves using 

sterile gloving technique.

Comments:

□ □ □

13. Open cup of sterile .solution, if included 

in suction kit.

Comments:

□ □ □

cotilinued on ihe fo llow ing  page
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c o i t l i i m e d  f r o m  l l i e  p r e v i o u s  ¡ x i g e

Procedure 32-2
Performing Nasopliaryngeal and 
Oropharyngeal Suctioning

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

14. Designate one hand as sterile and other 

as clean.

Comments:

□ □ □

15. Using sterile hand, pick up suction 

catheter. Grasp plastic connector end 

between thumb and forefinger, and coil 

tip around remaining fingers. 

Comments:

□ □ □

16. Using clean hand, pick up extension 

tubing. Connect suction catheter to 

extension tubing, taking care not to 

contaminate catheter.

Comments:

□ □ □

17. Position clean hand with thumb over 

catheter’s suction port.

Comments:

□ □ □

18. Dip catlieter tip into sterile solution, 

and activate suction. Observe as 

solution is drawn into catheter. 

Conmients:

□ □ □

19. For orophaiyngeal suctioning, 

ask client to open mouth. Without 

activating suction, gently in.sert 

catheter and advance until pool of 

secretions is reached or until 

client coughs.

Comments:

□ □ □

con liuned  on the fo llo tving  page
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c o i i l i i n t e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 32-2
Performing Nasopliaryngeai and 
Oropharyngeal Suctioning

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

20. F or na-sophaiyngeal suctioning.

estimate distance from tip of client’s 

nose to earlobe, and grasp catheter 

between thumb and forefinger at a 

point equal to this distance from 

catheter’s ti[).

Comments:

□ □ □

2F. Dip tip of suction catheter into 

water-soluble lubricant. 

Comments:

□ □ □

22. Insert catheter tip into naris, with 

suction control port uncovered. 

Advance catheter gently with slight 

ilownward slant. Slight rotation of 

catheter may ease insertion. Advance 

catheter to point marked by thumb and 

forefinger.

Comments:

□ □ □

23. If resistance is met, do not force  

catheter. Withdraw and attempt 

insertion via opposite naris. 

Comments:

□ □ □

24. Apply suction intermittently by 

occluding suction control port with 

thumb; at same time, slowly rotate 

catheter by rolling between thumb 

and fingers while slowly withdrawing. 

Apply suction for no longer than 

15 seconds at a time.

Comments:

□ □ □

con tinued  on the fo llow ing  ifttge
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Procedure 32-2
Performing Nasopliaryngeal and 
Oropharyngeal Suctioning

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

25. Repeat Action 24 until secretions are 

cleared, allowing brief rest periods 

between suctioning episodes. 

Comments:

□ □ □

26. Withdraw catheter by looping around 

fingers as retiioved.

Comments:

□ □ □

27. Dip catheter tip into sterile solution 

and apply suction.

Comments:

□ □ □

28. Disconnect catheter from extension 

tubing. Holding coiled catheter in 

gloved hand, remove glove by pulling 

over catheter. Discard catlieter and 

gloves in appropriate container. 

Comments:

□ □ □

29. Discard remaining supplies in 

appropriate container. 

Comments:

□ □ □

30. Wash hands/hand hygiene. 

Comments:

□ □ □

31. Provide client with oral hygiene, if 

needed or desired.

Comments:

□ □ □

32. Document procedure, notitig amount, 

color, and odor of secretions and 

client’s response to procedure. 

Comments:

□ □ □
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Name ___________________________________________________________________________________________________ Date ---

Checklist for Procedure 32-3 Suctioning Endotracheal (ET) and Tracheal Tubes

Schdiil

[llStriR'tcir

Course __

Procedure 32-3
Suctioning Endotracheal (ET) and 
Tracheal Tubes

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Suctioning a Tracheal Tube
□ □ □1. Assess depth and rate of respirations; 

auscultate breath .sounds.

Commenis:

2. Assemble supplies. 

Commenis:

□ □ □

3. Wash hands/hand hygiene. 

Comments:

□ □ □

4. Coiniect .suction tube to source of 

negative pressure. Set suction control 

between 80 and 100 mm Hg. 

Commenis:

□ □ □

5. Adiihnister oxygen or use Ambu® bag 

before beginning procedure. 

Comments:

□ □ □

6. Remove inner cannula and place in 

basin of hydrogen peroxide to loosen 

secretions if reu.sable, or .set aside if 

disposable. Do not dispose of dispos

able cannula until new inner cannula is 

securely in place.

Comments:

□ □ □

7. Apply sterile glove to dominant hand. 

Comments:

□ □ □

coiilinued on llie fo llow ing  page
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con tinued  from  the previous page

Procedure 32-3
Suctioning Endotracheal (ET) and 
Tracheal Tubes

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

8. Open sterile suction catheter or use 

reusable closed system catheter. 

Remove sterile suction catheter from 

package with dominant, sterile hand. 

Wrap catheter tubing around hand from 

tip of catheter down to port end. Attach 

catheter to suction.

Comments:

□ □ □

9. Gently insert catheter into trachea 

during inspiration until resistance is 

met or until client coughs; then pull 

catheter back 1 cm (V2 in). 

Comments:

□ □ □

10. Apply suction intermittently while

gently rotating catheter and removing it.

•  In a dispo.sable catheter, suction is 

applied by placing thumb of dominant 

hand over open port of catheter 

connector.

•  In a closed system catheter, suction is 

applied by depressing white button at 

connector end of catheter.

Comments:

□ □ □

11. Wrap disposable suction catheter 

around sterile dominant hand while 

withdrawing from ET tube. 

Comments:

□ □ □

12. Suction for no more than 10 seconds. CH

Comments:

□ □

con tinued  on the fo llow ing  page

) 2011 Cengage Learning. .\11 Rights Reserved. May not be scanned, copied or duplicated, or posted to a puhlicly accessihle website, in whole or in part.



Procedure 32-3 • 155

c o u l i m t e d  f r o m  l l i e  ¡ t r e v i o n s  ¡ t o p e

Procedure 32-3
Suctioning Endotracheal (ET) and 
Tracheal Tubes

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

13. Adiiiiiiister oxygen using the sigli

fuiietioii oil ventilator or an Aiiihu bag. 

Comments:

□ □ □

14. Assess ainvay and repeat suctioning, as 

necessaiy.

Conmients:

□ □ □

1.5. ('Jean inner cannula usiiig

tracheostomy brush, and rinse well in 

sterile water or sterile saline. Dry (or 

open new disposable inner cannula). 

Comments:

□ □ □

16. Reinsert inner caiiiitila and lock into 

place.

Comments:

□ □ □

17. Apply humidified oxygen or 

compressed air.

Comments:

□ □ □

18. Remove gloves and discard. 

Comments:

□ □ □

19. Wash hand.s/hand hygiene. 

Comments:

□ □ □

20. Record procedure and client's tolerance 

of procedure, including amount and 

consistency of secretions.

Comments:

□ □ □

coiilinued  on llie folloiviiif: ¡tage
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156 • Checklist -  Suctioning Endotracheal (ET) and Tracheal Tubes

Procedure 32-3
Suctioning Endotraclieai (ET) and 
Traclieai Tubes

Abie to 
Perform

Abie to 
Perform witii 
Assistance

Unable to 
Perform Initials/Date

Suctioning an ETTube
□ □ □21. Repeat Actions 1-14. 

Comments:

22. Remove gloves and discard. 

Comments:

□ □ □

23. Wash hand.s/hand hygiene. 

Comments:

□ □ □

24. Record procedure and client's tolerance 

of procedure, including amount and 

consistency of secretions.

Comments:

□ □ □
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Checklist for Procedure 32-4 Administering Oxygen Therapy

Name _ 

SeliDcil

Date

lllstnicldr 

Course __

Procedure 32-4 
Administering Oxygen Tlierapy

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Nasal Cannula
□ □I. Wash haiids/haiid hygiene. 

Comments:

□

2. Verify pre.scribing practitioner’s order. 

Comments:

□ □ □

3. Explain procedure and hazards to client. 

Remind clients who smoke of reasons for 

Tiot smoking while O2 is in use. 

Comments:

□ □ □

4. If using humidity, fill humidifier to fill 

line with distilled water and close con

tainer.

Comments:

□ □ □

5. Attach humidifier to oxygen flow meter. 

Comments:

□ □ □

6. Insert humidifier and flow meter into 

oxygen source in wall or portable unit. 

Comments:

□ □ □

7. .Attach oxygen tubing and nasal cannula 

to flow meter and turn it on to pre.scribed 

flow rate. Use extension tubing for 

ambulatory clients.

(Comments:

□ □ □

con tim ied  on ihe fo llow ing  page
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c o i i l i i i n e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 32-4
Administering Oxygen Therapy

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

8. Clieck for bubbling in humidifier. 

Comments:

□ □ □

9. Place nasal prongs in client's nostrils. 

Secure cannula in place by adjusting 

tubing around client s ears and using 

slip ring to stabilize under client s chin. 

Comments:

□ □ □

10. Check for proper flow rate every

4 hours and when client returns from 

procedures.

Comments:

□ □ □

11. A.ssess client’s no.strils eveiy 8 hours.

If client complains of diyness or has 

signs of irritation, use sterile lubricant 

to keep mucous membranes moist. Add 

humidifier, if not already in place. 

Comments:

□ □ □

12. Monitor vital signs, oxygen saturation, 

and client’s condition every 4-8 hours 

(or as indicated or ordered) for signs 

and symptoms of hypoxia.

Comments:

□ □ □

13. Wean client from oxygen as soon as 

possible, using standard protocols. 

Comments:

□ □ □

Mask; Venturi Mask (High-Flow Device), 
Simple Mask (Low Flow), Partial Rebreather 
Mask, Nonrebreather Mask, and Face Tent

14. Wash hands/hand hygiene.

Comments:

□ □ □

con tinued  on the fo llo iving  page
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c o i i l i n u e d  f r o m  i h e  p r e v i o u s  p a g e

Procedure 32-4 
Administering Oxygen Therapy

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

15. Repeat Actions 2-6. 

Comments:

□ □ □

16. Attacii appropriately sized mask or 

face tent to oxygen tubing and turn 

on flow meter to prescribed flow rate. 

Allow reservoir bag of nonrebreatliing 

or partial rebreatliing mask to fill 

completely.

Comments:

□ □ □

17. Check for bubbling in humidifier 

Comments:

□ □ □

18. Place mask or tent on client’s face; 

fasten elastic band around client’s ears 

and tighten until mask fits snugly. 

Comments:

□ □ □

19. (]heck for proper flow rate every 4 hours. 

Comments:

□ □ □

20. Ensure that ports of V'entitri mask are 

not under covers or impeded by any 

other .source.

Comments:

□ □ □

21. Assess client’s face and ears for

pressure from mask, and use padding 

as needecl.

Comments:

□ □ □

22. Wean client to nasal cannula and then 

wean off oxygen per protocol. 

Comments:

□ □ □

coiilinued on the fo llow ing  page
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coiitiiined fro m  the previous page

Procedure 32-4 
Administering Oxygen Tlierapy

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Oxygen Via an Artificial Airway 
(Tracheostomy or Endotracheal Tube)

□ □ □23. Wash hands/hand hygiene. 

Comments:

24. Vetify tiie presciibing praclitiotier’s order. 

Comments:

□ □ □

25. Fill humidifier with sterile water and 

close container.

Comments:

□ □ □

26. Attach humidifier and warmer to 

oxygen flow' meter.

Comments:

□ □ □

27. Attach wide-bore oxygen tubing and 

T-tube adapter or tracheo.stomv mask to 

flow meter, and turn meter to flow rate 

needed to achieve prescribed oxygen 

concentration.

Comments:

□ □ □

28. Check for bubbling in humidifier and 

fine mist from the adapter.

Comments:

□ □ □

29. Attach T-piece to client’s artificial 

airway or place mask over client’s 

airway. Be sure T-piece is firmly 

attached to airway.

Comments:

□ □ □

30. Position tubing so that it is not pulling 

client’s airway.

Comments:

□ □ □

eou tinued  on the foU ou 'ingpage
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Procedure 32-4 • 161

Procedure 32-4 
Administering Oxygen Therapy

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

31. Check for proper flow rate and patency 

of sy.steni every 1 -2  hours, depending 

ott client acuity. Suction as needed. 

Comments:

□ □ □

32. Monitor airway patency, vital signs, 

oxygen saturation, and signs and 

sytiiptoms of hypoxia evety 2 hours or 

as needed. Additionally, monitor breath 

sounds and tube [losition evety 4 hours. 

Comments:

□ □ □

33. Wean client from thera[)y as directed by 

pre.scribing practitioner.

Comments:

□ □ □
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Checklist for Procedure 32-5 Performing the Heimlich Maneuver

Name

Sc Ik Mil

Date

liistniclor 

Cdiiise __

Procedure 32-5
Performing tlie Heimlich Maneuver

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Foreign Body Obstruction— All Clients
1. Asse.ss ainvav for complete or partial 

blockage.

Comments:

□ □ □

2. Activate emergency response assis

tance if respiratory distress or complete 

blockage; for example, ask bystander to 

call 911.

Comments:

□ □ □

Conscious Adult Client— Sitting or Standing
3. Stand behind client.

Comments:

□ □ □

4. Wrap both arms around client's waist. 

Comments:

□ □ □

5. Make fist with one hand and grasp fist 

with other hand, placing thumb side 

of fist against client’s abdomen. Place 

fist midline, below xiphoid process and 

lower margins of rib cage, above navel. 

Comments:

□ □ □

6. Perform a quick upward thrust into 

client’s abdomen.

Comments:

□ □ □

cm tliiiued on the fo llow ing  page
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c n u t i n i i e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 32-5
Performing the Heimlich Maneuver

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

7. Repeat process 6-10 times until client 

either expels foreign body or loses 

consciousness.

Comments:

□ □ □

Unconscious Adult Client or Adult Client 
Who Becomes Unconscious

8. Repeat Actions 1 and 2.

Comments:

□ □ □

9. Position client supine; kneel astride 

client s abdomen.

Comments:

□ □ □

10. Place heel of one hand midline, below 

xiphoid process and low er margin of rib 

cage, above navel. Place second hand 

directly on top of first hand.

Comments:

□ □ □

11. Perform quick upward thrust into 

diaphragm, repeating 6-10  times. 

Comments:

□ □ □

12. Perform a finger sweep:

a. Use one hand to grasp lower jaw and 

tongue between thumb and fingers, 

and lift.

b. Using index finger of other hand, 

insert finger into client's mouth next 

to cheek, and using a hooking motion, 

dislodge any foreign body. Use caution 

to prevent pushing foreign body 

farther down into airway.

Comments:

□ □ □

cou tiuned  on the fo llou 'ing  page
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c o i i l i i n i e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 32-5
Performing tiie Heimiicli Maneuver

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

13. Open client’s airway and attempt 

ventilation.

Comments:

□ □ □

14. Cfjntinue sequence of Heindich 

maneuver, finger sweep, and rescue 

breathing as long as necessary. 

Comments:

□ □ □

Conscious Adult Sitting or Standing—  
Ctiest Tlirusts

15. Repeat Actions 1 and 2. 

Comments:

□ □ □

16. Stand behind client and wrap arms 

around client’s waist.

Comments:

□ □ □

17. Make a fist and place thumb side of fist 

against client’s abdomen. Grasp fist 

with other hand upward.

Comments:

□ □ □

18. Perform backward thrusts until client 

either becomes unconscious or foreign 

body is expelled.

Comments:

□ □ □

Unconscious Adult— Cliest Thrusts
19. Repeat Actions 1 and 2. 

Comments:

□ □ □

20. Place client in supine position and 

kneel a.stride client’s thighs. 

Comments:

□ □ □

con tinued  on the fo llow ing  page
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con litm ed  fro m  ¡he previous page

Procedure 32-5
Performing the Heimlich Maneuver

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

21. Place heel of one hand against client’s 

abdomen, slightly above navel but 

below xiphoid process.

Comments:

□ □ □

22. Perform each thrust in slow, separate, 

and distinct manner 

Comments:

□ □ □

23. Follow Actions 9-12 for atlult lleirtilich 

maneuver, unconscious client. 

Comments:

□ □ □

Airway Obstruction— Infants and Small 
Children

24. Differentiate between infection and 

ainvay obstruction.

Comments:

□ □ □

Infant Airway Obstruction

25. Straddle infant over forearm in prone 

position with head lower than trunk. 

Support infant’s head, positioning a 

hand around jaws and chest. 

Comments:

□ □ □

26. Deliver 5 back blows between infant’s 

shoulder blades.

Comments:

□ □ □

27. Keeping infant’s head down, place free 

hand on infant’s back and turn infant 

over, supporting infant’s back with hand 

and thigh.

Comments:

□ □ □

coitliim ed  on llie fo llo iving  page
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c o i i l i n n e d  f r o m  t h e  ¡ t r e v i o i i s  p a g e

Procedure 32-5
Performing the Heimiich Maneuver

Abie to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

28. Witli free hand, deliver 5 thrusts in 

same manner as infant external cardiac 

compre.ssions.

Comments:

□ □ □

29. Assess for a foreign body in mouth of 

an unconscious infant and utilize finger 

sweep only if foreign body is visualized. 

Conmients:

□ □ □

30. Open airway and assess for resj>iration. 

If respirations are absent, attempt 

rescue breathing. Assess for rise and 

fall of chest; if not seen, reposition 

infant and attempt rescue breathing 

again.

Comments:

□ □ □

31. Repeat entire sequence again: 5 back 

blows, 5 chest thrusts, assessment for 

foreign body in oral cavity, and rescue 

breathing as long as necessary. 

Comments:

□ □ □

Small Child— Airway Obstruction (Conscious, 
Standing or Sitting)

32. Assess air exchange, and encourage 

coughing and breathing. Provide 

reassurance to child that you are there 

to help.

Comments:

□ □ □

33. Ask chilfl if choking. If response is yes, 

follow steps outlined below: 

a. StantI behind child with arms wrap[)ed 

around waist and administer 6-10 
subdiaphragmatic abdominal thrusts.

□ □ □

coiilinned on llie fo llow ing  ¡lage
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conliuned  fro m  llie previous page

Procedure 32-5
Performing the Heimlich Maneuver

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1). Continue until foreign object 

is expelled or child becomes 

unconscious.

Comments:

Small Child— Airway Obstruction 
(Unconscious)

34. Position child supine, kneel at 

child’s feet, and gently deliver 5 

subdiaphragmatic abdominal thrusts. 

Comments:

□ □ □

35. Open ainvay by lifting lower jaw and 

tongue fonvard. Perform finger sweep 

only if foreign body is visualized. 

Comments:

□ □ □

36. If breathing is ab.sent. begin rescue 

breathing. If chest does not rise, 

reposition child and attempt rescue 

breathing again.

Comments:

□ □ □

37. Repeat this sequence as long as 

necessary.

Conmients:

□ □ □

38. Wash hand.s/hand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 32-6 Administering Cardiopulmonary Resuscitation (CPR)

Name

Sc'lioi

Date

liistnictiir 

Cdiiise __

Procedure 32-6
Administering Cardiopulmonary 
Resuscitation (CPR)

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

CPR: One Rescuer— Aduit, Adolescent
1. Asses.s re.spoiisiveiiess by tapping or 

gently shaking client while shouting. 

“Are you OK?”

Comments:

□ □ □

2. Activate emergency medical system 

(E.MS):

• In clinical setting, follow institutional 

protocol.

•  In comnninity or home environment, 

activate local emergency response 

system (e.g., 911).

Comments:

□ □ □

3. Position client in a supine position on 

hard, flat surface.

Comments:

□ □ □

4. Ap])ly gloves or face shield, if available. 

Comments:

□ □ □

5. Position self. Face client on knees, par

allel to client and next to head, to begin 

to assess airway and breathing status. 

Comments:

□ □ □

6. Open airway.

• If head or neck injury suspected, u.se 

jaw thrust method.

Comments:

□ □ □

eon tim ied  on the  fo llo tring  pnge
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c o n t i n u e d  f r o n t  l l t e  p r e v i o u s  p a g e

Procedure 32-6
Administering Cardiopulmonary
Resuscitation (CPR)

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

7. Assess for res[)iratioiis. Look, listen, and 

feel for air movement (3-5 seconds). 

Comments:

□ □ □

If respirations are absent:

• Occlude nostrils with thumb and index 

finger of hand that is on forehead and 

tilt head back.

• Form a seal over the client s mouth 

using either your mouth or the 

appropriate respiratory assist device 

(e.g., Ambu bag and mask), and give 

two full breaths of approximately

1 second, allowing time for both 

inspiration and expiration.

• In serious mouth or jaw injuiy that 

prevents mouth-to-mouth ventilation, 

use mouth-to-nose ventilation.

Comments:

□ □ □

9. Assess for rise and fall of chest:

• If chest rises and falls, continue to 

Action 10.

• If chest does not move, assess for 

exce.ssive oral secretions, vomit, 

airway obstruction, or improper 

positioning.

Comments:

□ □ □

10. Palpate carotid pulse (5-10 seconds):

• If present, continue rescue breathing 

at rate of 12 breaths/min. for

1 second each breath.

• If ab-sent, begin external cardiac 

compressions.

Comments:

□ □ □

11. Perform cardiac compressions as follows: 

• Maintain position on knees parallel to 

sternum.

□ □ □

con tinned  on the fo llow ing  page
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c o i i l i n n e d  f r o m  l l i e  p r e v i o u s  p n g e

Procedure 32-6
Administering Cardiopulmonary
Resuscitation (CPR)

Abie to
Perform

Abie to
Perform witli
Assistance

Unable to
Perform Initials/Date

• Position iiands for compressions.

a. Witii liaiK,! nearest to legs, use index 

finger to locate lower rib margin and 

quickly move fingers up to location 

where ribs connect to .sternum.

b. Place middle finger of this hand on 

notch where ribs meet stenium and 

index finger next to it.

c. Place heel of opposite hand next to 

index finger on sternum.

d. Remove first hand from notch and 

place on top of hand that is on 

sternum so that they are on top of 

each other.

e. Extend or interface fingers and do 

not allow them to touch chest.

f. Keep arms straight, with shoulders 

directlv over hands on .sternum, and 

lock elbows.

g. Compress adult chest 3.89-5.0 

cm (1 Vi-'Z in) at the rate of 

approximately 100 compressions/ 

min.

h. Heel of hand must completely 

release pressure between 

compressions but should remain 

in constant contact with client’s 

skin.

i. Use the mnemonic “one and, two 

and. three and ...” to keep rhythm 

and timing.

j. Ventilate client as de.scribed in 

Action 8.

Comments:

12. Maintain compression rate 

for approximately 100 times/ 

min, interjecting 2 ventilations 

after every 30 compressions 

(compressioiKventilation rate of 30:2). 

Comments:

□ □ □

cou tiuued  on the fo llo tving  page

©  2011 Cengage Learning. .\ll Rights Reserved. May not he scanned, copied or dnphcated. or posted to a publicly accessil)le website, in wliole or in part.



172 • Checklist -  Administering Cardiopulmonary Resuscitation (CPR)

c o i i l i i i n e d  f r o m  l l i p  p r e v i o u s  p a g e

Procedure 32-6
Administering Cardiopulmonary
Resuscitation (CPR)

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

13. Reasse.ss client after 4 cycles. 

Comments:

□ □ □

CPR: Two Rescuers— Adult, Adolescent
14. Follow steps above, with the following

changes:

• One rescuer is positioned facing client 

parallel to head while other rescuer

is positioned on opposite side facing 

client parallel to sternum next to 

trunk.

• Rescuer positioned at client s trunk 

is responsible for performing cardiac 

compressions and maintaining verbal 

mnemonic count. This is Rescuer 1.

• Rescuer 2, positioned at client’s 

head, is responsible for monitoring 

respirations, assessing carotid pulse, 

establishing an open ainvay, and 

performing rescue breathing.

• Maintain compression rate for 

approximately 100 times/min, 

interjecting 2 ventilations after every 

30 coni|)ressions (30:2 ratio).

• Rescuer 2 palpates carotid pulse with 

each chest compression during first 

full minute.

• Rescuer 2 is responsible for calling for 

a change when fatigued, follow ing this 

protocol.

• Rescuer I calls for a change and 

completes 30 chest compressions.

• Rescuer 2 administers 2 breaths and 

then moves to a position parallel to 

client’s sternum and assumes proper 

hand position.

• Rescuer 1 moves to rescue breathing 

position and checks carotid pulse for 

5 seconds. If cardiac arrest [lersists, 

Rescuer 1 says, “continue CPR” and 

delivers I breath. Rescuer 2 resumes 

cardiac compressions innnediately 

after breath.

Comments:

□ □ □

con tinued  on the fo llow ing  page
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c o n t i n u e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 32-6
Administering Cardiopuimonary
Resuscitation (CPR)

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

CPR: One Rescuer— Child (1-7 years)
15. .Assess responsiveness, activate EMS, 

position child, aj)ply appropriate body 

substance isolation, position self, open 

airway, and asse.ss for respirations as 

desciibed in Actions 1-7.

Comments:

□ □ □

16. If res|)irations are absent, begin rescue 

breathing;

• Give 2 slow breaths (1 sec/breath), 

pausing to take a breath in between.

• Use only amount of air needed to make 

chest rise.

Comments:

□ □ □

Palpate carotid pul.se (5-10 seconds). If 

present, ventilate at a rate of once every 

4 seconds or 15 times/min. If ab.sent, 

begin cardiac compressions.

Comments:

□ □ □

18. Cardiac cotnpres.sions (child

1-7 years);

• Maintain position on knees parallel to

child's sterimm.

• Position hands for compressions.

a. Locate lower margin of rib cage 

using hand closest to feet, and find 

notch where ribs and sternum meet.

b. Place middle finger of this hand on 

notch and then place index finger 

next to middle finger.

c. Place heel of other hand next to 

index finger of first hand on .sternum, 

with heel parallel to stenium (1 cm 

above the xiphoid process).

d. Keeping elbows locked and 

shoulders over child, compress 

sternum 2.5-3.8 cm (1-1 V2 in) at 

approximate rate of 100 times/min.

□ □ □

con tinued  on the foU ow ing page
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c o i i l i i i i i e d  f r o m  l l i e  ¡ t r e v i o n s  ¡ t a g e

Procedure 32-6
Administering Cardiopulmonary
Resuscitation (CPR)

Able to
Able to Perform with Unable to
Perform Assistance Perform Initials/Date

e. Keep other hand on child's 

forehead.

f. Compression-ventilation ratio of 

30:2; administer a ventilation of 1 

second for each breath.

g. Reevaluate child after 20 cycles.

h. A 1-minute CPR should be 

performed for infants and children 

up to age 8 before calling 911.

In institutions, follow hospital 

protocol.

Comments:

CPR: One Rescuer— Infant (1-12 months)
19. Assess responsiveness, activate EMS, 

position child, apply appropriate 

body substance isolation, position 

self, open airway, and assess for 

respirations as described in 

Actiotis 1-7.

Comments:

□ □ □

20. If respirations are absent, begin re.scue

breathing:

• Avoid overextension of infant's neck.

• Place a small towel or diaper under 

infant s shoulders or use a hand to 

support neck.

• Make a tight seal over both infant s 

nose anil mouth, and gently administer 

artificial respirations.

• Give 2 slow breaths (1-1 V2 sec/ 

breath), pausing to take a breath in 

between.

• Use only amount of air needed to make 

chest rise.

Comments:

□ □ □

con tinued  on the fo llo n 'in g p a g e
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c o n l i n i i e d  f r o n t  t h e  p r e v i o u s  p n g e

Procedure 32-6
Administering Cardiopuimonary
Resuscitation (CPR)

Abie to
Perform

Abie to
Perform witli
Assistance

Unable to
Perform Initials/Date

21. Assess circulatoiy status using liracliial

pulse:

• Locate brachial pulse on inside 

of upper arni between elbow and 

shoulder by placing thund) on outside 

of arm and ]>alpating proximal side of 

arm with index and middle fingers.

• If pulse is palpated, continue rescue 

breathing 20 times/min or once eveiy 

3 .seconds.

• If pulse is absent, begin cardiac 

compre.ssions.

Comments:

□ □ □

22. Cardiac compressions:

•  Maintain position parallel to infant.

• Place a small towel or other support

under infant’s shoulders anti neck.

• Position hands for compressions:

a. Using hand closest to infant’s feet, 

locate intermannnary line where it 

intersects sternum.

b. Place index finger 1 cm blow this 

location on sternum and place 

middle finger next to index finger.

c. Using these two fingers, compress 

in a downward motion 1.3-2.5 cm 

{V2-\ in) at rate of 100 times/min.

d. Keep other hand on infant’s 

forehead.

At end of every fifth compression, 

administer a ventilation 

( I- l Vi seconds).

Reevaluate infant after 20 cycles, 

g. A 1-minute CPR should be

performed for infants and children 

up to age 8 before calling 911. 

Commenis:

□ □ □

e.

f.

conlin iied  on llie fo llo iring  page

) 2011 Cengage Learning. .411 R ights Reserved. May not he scanned, copied or duplicated, or posted to a public ly  accessihle website, in whole or in  part.



176 • Checklist -  Administering Cardiopulmonary Resuscitation (CPR)

c o n t i m i e d  f r o m  t h e  ¡ t r e v i o n s  ¡ t a g e

Procedure 32-6
Administering Cardiopulmonary
Resuscitation (CPR)

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform

CPR; Two Rescuers— Child (1-7 years) and 
Infant (1-12 months)

23. Follow Action 14 for two-rescuer CPR

for adults with the follow ing changes;

• Utilize child or infant procedure for 

chest compressions.

• Change ratio of compressions to 

ventilation to 5:1.

• Deliver ventilation on upstroke of 

third compression.

Comments:

□ □ □

Initials/Date

CPR— Neonate or Premature Infant
24. Follow infant guidelines with 

the following changes for chest 

compressions:

• Encircle chest with both hands.

• Position thumbs over midsternum.

• Compress midsternum with both 

thumbs.

• Compress 1.3-1.8 cm (‘/2-% in) at a 

rate of 100-120 times/min.

Comments:

□ □ □

25. If properly trained, use an automated 

e.\ternal defibrillator (AED). AEDs are 

not reconnnended for children under 

8 years of age. In hospital setting, use 

defibrillator as specified by institution 

protocol.

Comments:

□ □ □
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Checklist for Procedure 33-1 Measuring Intake and Output

Name . 

Sl'liool

Date

Instnii'tor 

Course __

Procedure 33-1 
Measuring Intake and Output

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wash hand.s/haiid hygiene. 

Comments:

□ □ □

2. Explain rules of I&O record. All fluids 

taken orally must be recorded on client’s 

I&O form.

• Client must void into bedpan or urinal, 

not into toilet.

• Toilet tissue should be disposed of in 

plastic-lineil container, not in bedpan.

Commenis:

□ □ □

3. Measure all oral fluids in accord with 

institution policy. Record all IV fluids as 

they are infused.

Comments:

□ □ □

4. Record time and amount of all fluid 

intake in designated space on bedside 

form (oral, tube feedings, IV fluids). 

Comments:

□ □ □

5. Transfer 8-hour total fluid intake to 

graphic sheet or 24-hour I&O record on 

client’s chai1 .

Comments:

□ □ □

6. Record all fluiil intake in appropriate 

coluiini of 24-hour record.

Comments:

□ □ □

con liuned  on llie fo llow ing  jiage
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Procedure 33-1 
Measuring Intake and Output

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

7. Complete 24-hour intake record by 

adding all 8-hour totals.

Comments:

□ □ □

Output
8. Apply nonsterile gloves. 

Comments:

□ □ □

9. Empty urinal, bedpan, or Foley

drainage bag into graduated container 

or conmiode hat.

Comments:

□ □ □

10. Remove gloves. Wash hands/liatid 

hygiene.

Comments:

□ □ □

11. Record time and amount of output

(urine, drainage from nasogastric tube, 

drainage tube) on l&O record. 

Comments:

□ □ □

12. Transfer 8-hour output totals to graphic 

sheet or 24-hour I&O record on client’s 

chart.

Comments:

□ □ □

13. Complete 24-hour output record by 

totaling all 8-hour totals. 

Comments:

□ □ □

14. Wash hands/liand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 33-2 Preparing an IV Solution

Name _ 

ScliiM >1

Date

InstriR-tor 

Course __

Procedure 33-2 
Preparing an IV Solution

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Cheek prescribing practitioner's order. 

Conunents:

□ □ □

2. Wash hands/liand hygiene. Apply gloves, 

if needed.

Comments:

□ □ □

3. Prepare new bag by removing protective 

cover frotn bag.

Comments:

□ □ □

4. Inspect bag for leaks, tears, or cracks. 

Inspect fluid for clarity, pailiculate mat

ter, and color. Check expiration flate. 

Comments:

□ □ □

5. Prepare label for IV bag:

• On label, note date, time, and your 

initials.

• Attach label to bag. Keep in mind bag 

will be inveited when hanging. Make 

sure label can be read when IV is 

hanging.

Comments:

□ □ □

6. Store prepared IV solution in area 

assigned by institution. 

Comments:

□ □ □

coiilitiiied oil the fo llow ing  page

©  2011 Ceiigage Learning. .411 Rights Reserved. May not be scanned, copied or dnplicated, or posted to a publicly accessible website, in whole or in part.



con tinued  fro m  th e  /trei'ious page

180 • Checklist -  Preparing an IV Solution

Procedure 33-2 
Preparing an IV Solution

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

7. Reniove gloves and dispose with all 

used materials.

Comments:

□ □ □  .

8. Wash hatid.s/hatid hygiene. 

Comments:

□ □ □

9. Document procedure. 

Comments:

□ □ □

Hanging the Prepared IV
10. Wash hands/liand hygiene. 

Comments:

□ □ □

11. Obtain IV solution for client. Check 

label on IV bag to ensure matches 

order.

Comments:

□ □ □

12. Inspect bag for leaks, tears, and cracks. 

Inspect fluid for clarity, particulate 

matter, and color.

Comments:

□ □ □

13. Check clients identification bracelet. 

Comments:

□ □ □

14. Prepare IV time label for IV bag:

• On titTie label, note rate solution is to 

infuse.

•  Mark approximate itifusion intervals.

•  Attach time label to bag. Because bag 

is invetled, place time label so it can 

be read when IV is hanging.

Comments:

□ □ □

con tinued  on the fo llow ing  page
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Procedure 33-2 

Preparing an IV Solution

Able to 

Perform

Able to 

Perform with 

Assistance

Unable to 

Perform Initials/Date

1.5. Make sure clamp oti tubing is closed, 

(irasp pot1 of IV bag with noiidominaiit 

hand, remove plastic tab covering the 

poll, and insert full length of s|>ike into 

bag’s port.

Comments:

□ □ □

16. (]oni[)ress drip chamber to fill halfway. 

Comments:

□ □ □

17. Loosen protective cap from needle or 

end of IV tubing; open roller clamp and 

flush tubing with solution.

Comments:

□ □ □

18. (Ho.se roller clamp and replace cap 

protector.

Comments:

□ □ □

19. When ready to initiate infusion, remove 

cap protector from tubing. Attach I\ 

ttibing to venipuncture catheter. 

Comments:

□ □ □

20. Open clamp and regulate flow or, if 

ap[)licable, attach tubing to infusion 

device or rate controller, if used. Turn 

on pump and set flow rate.

(Comments:

□ □ □

2 1 . W^sh hands/hand hygiene. 

Comments:

□ □ □

) 20] I Cengage Learning. A ll R ights Reserved. May not he scanned, copied or dnphcated, or posted to a pnhhcly accessihle wehsite. in whole or in part.





Procedure 33-3 • 183

Checklist for Procedure 33-3 Preparing the IV Bag and Tubing

Maine

SeliDol

Date

liistnictm' 

Ciiiirse _

Procedure 33-3
Preparing tlie IV Bag and Tubing

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Check prescribing practitioner’s order 

for IV sohition.

Comments:

□ □ □

2. Wash hands/hand hygiene. 

Commenis:

□ □ □

3. Check chent’s identification bracelet. 

Gather equipment.

Commenis:

□ □ □

4. Prepare new bag by removing protective 

cover. Check expiration date on bag and 

assess for cloudiness or leakage. 

Comments:

□ □ □

5. Open new infusion set. Unroll tubing and 

close roller clamp.

Commenis:

□ □ □

6. Spike bag with tip of new tubing and 

compress drip chamber to fill halfway. 

Commenis:

□ □ □

7. Open roller clamp, remove protective 

cap from end of tubing, and slowly flush 

solution completely through tubing. 

Comments:

□ □ □

coiilitiuod oil the fo llo u iiig  page
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c o i i l i n u e d  f r o m  t h e  ¡ » r e v io u s  ¡ ¡ a g e

Procedure 33-3
Preparing the IV Bag and Tubing

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

8. Close roller elainp and replace cap 

protector.

Commenis:

□ □ □

9. Apply clean gloves. 

Comments:

□ □ □

10. Reniove old tubing and replace with

new tubing:

• Place sterile 2 x 2  gauze under IV 

catheter or heparin lock.

• Stabilize hub of catheter or needle, 

and gently pull out old tubing.

• Quickly insert new tubing into 

catheter hub or needle.

• Open roller clamp to establish flow of 

IV solution.

• Reestablish drip rate.

• Apply new dressing to IV site.

Comments:

□ □ □

I I .  Discard old tubing and IV bag. 

Comments:

□ □ □

12. Remove gloves and dispose with all 

used materials.

Comments:

□ □ □

13. Apply a label with date and time of 

change to tubing. Calculate IV drip 

rates and begin infusion at prescribed 

rate.

Comments:

□ □ □

14. Wash hands/hand hygiene. 

Comments:

□ □ □
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Name______________________________________________________________________________________Date _

Checklist for Procedure 33-4 Assessing and Maintaining an IV Insertion Site

Scliodl

liistnietiir

Cmn>e __

Procedure 33-4
Assessing and Maintaining an IV 
Insertion Site

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1 . Review prescribing practitioners order 

for IV tlierapy.

Comments:

□ □ □

2. Review client's history for medical 

conditions or allergies.

Comments:

□ □ □

3. Review client’s IV site record and intake 

and output record.

Comments:

□ □ □

4. Wasii hands/hand hygiene. 

Comments:

□ □ □

5. Assemble equipment and obtain client’s 

vital signs.

Comments:

□ □ □

6. Check IV fluid for correct fluid,

additives, rate, and volume at beginning 

of shift.

Comments:

□ □ □

7. Check IV tubing for tight connections 

every 4 hours.

Commenis:

□ □ □

eoiiliim ed on ihe fo llow ing  page
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con tinued  fro m  the previous page

Procedure 33-4
Assessing and Maintaining an IV 
Insertion Site

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. Check gauze IV dres.siiig hourly to be 

sure it is dry atid intact.

Comments:

□ □ □

9. If gauze is not dry and intact, reniove 

dressing and observe site for redness, 

swelling, or drainage.

Comments:

□ □ □

10. If occlusive dressing is used, ilo not 

reniove dressing when assessing site. 

Comments:

□ □ □

11. Observe vein track for redness, 

swelling, warmth, or pain hourly. 

Comments:

□ □ □

12. Document IV site findings in nursing 

record or flow sheet.

Comments:

□ □ □

13. Wash hands/liand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 33-5 Changing the IV Solution

Niuiie

Sclioiil

Date

liistnR'tor 

Course __

Procedure 33-5 
Changing the IV Solution

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Check prescribittg practitioners order for 

the IV sokition.

Comments:

□ □ □

2. Wash hand.s/hand hygiene. Doti clean 

gloves.

Comments:

□ □ □

3. Check client’s identification bracelet. 

Comments:

□ □ □

4. Prepare new bag with adchtives as

ordered i)y prescribing practitioner.

• Prepare bag at least 1 iiour l)efore 

needed.

• Change solution wlien IV bag is empty 

but there is still solution in drip 

chamber.

Comments:

□ □ □

.5. Be sure drip chamber is at least half full. 

Comments:

□ □ □

6. Change IV solution:

• Move roller clamp to stop flow of fluid.

• Remove old IV bag from IV pole and 

liattg new bag.

• Spike new bag with tubing.

• Reestablish flow rate.

Comments:

□ □ □

coiitiiiiipd  oil the  foU tm iug  ¡>uge
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188 • Checklist -  Changing the IV Solution

Procedure 33-5 
Changing the IV Solution

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

7. Check for air in tui)ing.

• If air is present, close roller clatnp. 

While stretching tubing, flick tubing 

with finger and watch bubbles rise to 

drip chamber.

• If large amount of air is in tubing, 

insert needle with empty syringe into 

port below air and allow air to enter 

syringe as it flows to client.

Comments:

□ □ □

8. Empty remaining fluid from old IV. if 

needed.

Comments:

□ □ □

9. Remove gloves and dispose of all used 

materials.

Comments:

□ □ □

10. Apply label with date, tiitie, and type of 

solution.

Comments:

□ □ □

11. W'ash hands/hand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 33-6 Flushing a Central Venous Catheter

Name

ScIkmiI

Date

InstriK'tor 

Cdiiise __

Procedure 33-6
Flushing a Central Venous Catheter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wash haiicls/liand hygiene. Apply gloves, 

gown, and other protective 

equipment, as needed.

Comments:

□ □ □

2. Prepare two syringes: one with 10 niL 

normal saline and one with 5 niL heparin 

solution.

Comments:

□ □ □

3. Swab injection cap or catheter hub with 

alcohol or chlorhexidine.

Comments:

□ □ □

4. Clamp catheter and remove cap. 

Comments:

□ □ □

Check catheter for patency:

• Attach syringe with normal saline.

• Release clamp.

• Aspirate heparin solution from catheter.

• Observe blood return.

• Flush quickly with normal saline.

•  Reclamp.

• Remove empty syringe.

• Attach heparin syringe to catheter.

•  Release clamp.

• Flush i|uickly.

• Reclamp.

Comments:

□ □ □

coiiliiiiied on the foU oivingpage
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coiilinued fro m  llie /trevions /m ge

Procedure 33-6
Flushing a Central Venous Catheter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

6. Place new cap ott end of catheter, tape all 

tubing coiniections, and attach tubing to 

client s clothing.

Comments:

□ □ □

7. Dispoise of soiled equipment atid used 

supplies.

Comments:

□ □ □

8. Wash hands/hand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 33-7 Setting the IV Flow Rate

Name

Selioi)!

Date

Instnictor 

Course __

Procedure 33-7 
Setting tlie IV Flow Rate

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1 . (Jieck prescribing practitioner’s order 

for IV solution and rate of itifusion. 

Comments:

□ □ □

2. Wash haiids/liand hygiene. 

Comments:

□ □ □

3. Check client’s idetitification bracelet. 

Comments:

□ □ □

4. Prepare to set flow rate:

• I lave paper and pencil ready to 

calculate flow rate.

• Review calibration in drops per 

milliliter of each infusion set.

Comments:

□ □ □

5. Determine hourly rate by dividing total 

volume by total hours.

Comments:

□ □ □

6. Apply time label to IV bag with hourly 

time periods, according to rate. 

Comments:

□ □ □

7. Calculate minute rate based on drop 

factor of infusion set.

Comments:

□ □ □

coiiliiined  on llie fo llo iving  page

) 2011 t'eiigage Learning. .411 Riglits Reserved. May not be scanned, copied or duplicated, or posted to a pnblicly accessible website, in  wbole or in  part.



192 • Checklist -  Setting the IV Flow Rate

c o n t i n n e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 33-7
Setting tlie IV Flow Rate

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

8. Set flow rate using appropriate device:

• For regular tubing without a device: 

Count drops in drip chamber for I 

minute while watching second hand of 

watch, and adjust the roller clamp as 

necessar)-.

•  For an infusion pump: Insert tul)ing 

into flow control chamber, select 

desired rate (generally calibrated in 

cc/min), open roller clamp, and push 

start button.

• For a controller: Place IV bag 36 

inches above IV site, select desired 

drops/min, open roller clamp, and 

count drops for 1 minute to verify rate.

• For volume control device: Place 

device between IV bag and insertion 

spike of IV tubing, fill with 1-2 hours 

amount of IV fluid, and count drops for 

1 minute.

Comments:

□ □ □

Monitor infusion rates and IV site for 

infiltration.

Comments:

□ □ □

10. Assess infusion w hen alarm sounds. CH

Comments:

□ □

11. Wash hands/hand hygiene. 

Comments:

□ □ □
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N am e________________________________________________________________________________ Date

Checklist for Procedure 33-8 Changing the Central Venous Dressing

School

IllStriR'tol' 

Course __

Procedure 33-8
Changing the Central Venous Dressing

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. \Va.sli liaiicls/liaiid hygiene; don clean 

gloves. Open dressing tray. 

Comments:

□ □ □

2. Remove old dressing carefully, being 

careful not to dislodge central catlieter. 

Comments:

□ □ □

3. Note drainage on dre.ssing. 

Comments:

□ □ □

4. Inspect skin at insertion site for redness, 

tenderness, or swelling.

Comments:

□ □ □

5. Palpate tunneled catheter for

presence of Dacron cuff, ijeing careful 

not to palpate close to exit site. 

Comments:

□ □ □

6. Visually inspect catheter from hub to 

skin.

Comments:

□ □ □

7. Remove gloves and put on sterile gloves. 

Comments:

□ □ □

conliiiiied on the foU ou'ing page
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con tim ied  fro m  the previous page

Procedure 33-8
Changing the Central Venous Dressing

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. Clean exit site according to institution 

protocol. Most use chlorhexidine 2%, 

begiiniing at the catheter and moving 

out in a circular manner for 3 cm to 

maintain aseptic techni(|ue. 

Comments:

□ □ □

9. Apply a skin protectant .solution (check 

agency policy).

Commenis:

□ □ □

10. Apply transparent dressing. 

Comments:

□ □ □

11. Label with date and time of dressing 

change. Gauze dressings are changed 

every 48 hours on [)eripheral and 

central catheters. Semi|)ermeable 

membrane dressings are changed at 

time of access site rotation or every 

3-7 days.

Comments:

□ □ □

12. Secure tubing to client’s clothing. 

Commenis:

□ □ □

13. Remove gloves and dispose of all used 

materials.

Comments:

□ □ □

14. Wash hands/hand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 33-9 Discontinuing the IV and Changing to a Saline or Heparin Lock

Name

Selioo!

InstriKtor 

Course _

Dale

Procedure 33-9 Able to
Discontinuing the IV and Changing to a Able to Perform with Unable to
Saline or Heparin Lock Perform Assistance Perform Initials/Date

1. Check prescril)iiig practitioner’s order to 

(hscontinue IV and insert saline lock. 

Comments:

□ □ □

2. Wash hands/hand hygiene; don clean 

gloves.

Comments:

□ □ □

3. Check client’s identification bracelet. CH

Comments:

□ □

4. Explain procedure and reason for 

discontinuing IV to client. 

Comments:

□ □ □

.5. Prepare supplies at bedside:

• Syringe with saline

• Syringe with heparin

• Saline lock 

Comments:

□ □ □

contin tied  on the foU ou ing page
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c o i i l i n n e d  f r o m  i h e  j t r e v i o i t s  p n g e

Procedure 33-9 Able to
Discontinuing the IV and Changing to a Able to Perform with Unable to
Saline or Heparin Lock Perform Assistance Perform Initials/Date

6. If inserting a new saline lock: Prime 

extension tubing with saline and j)lace 

saline lock on it. Follow procedures 

for starting IV, including assessing and 

preparing site, inserting over-tlie-needle- 

catheter (ONC) or butterfly needle, and 

obtaining a blood return. Do not attach 

needle orO.NC to IV tubing. Instead, 

attach O.NC to extension tubing. Dress 

site per policy. Prime extension tubing 

with solution and place connector in hub 

of angiocatheter. For needlele.ss sys

tems, follow steps of manufacturer. In a 

spring-loaded, retractable needle system, 

press button after a flashback of blood is 

ob.served. To ensure needle separation, 

turn angiocatheter 360" at hub before 

inserting the catheter into vein. Advance 

catheter and attach to extension tubing 

w'ith addition of a one-way needlele.ss 

safety valve that has been flushed with 

solution. Secure with dressing per insti

tution protocol.

Comments:

□ □ □

7. If discontinuing an IV and converting to 

a saline lock:

• Stop IV infusion.

• For IV tubing, roll clamp to close IV 

tubing.

• For infusion pump, turn switch to off. 

Commenis:

□ □ □

Place saline lock:

• 0 [)en sterile package with needleless 

adapter saline lock.

• For existing IV, loosen IV tubing and 

remove.

• Screw saline lock into hub of tubing.

□ □ □

con tinued  on the fo ilow ing  page
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c o i i l i n u e d  f r o m  l l i e  p r e v i o u s  p a g e

Procedure 33-9 Able to
Discontinuing the IV and Changing to a Able to Perform with Unable to
Saline or Heparin Lock Perform Assistance Perform Initials/Date

• To c'lieck for patency, remove cap 

from one-way valve following vigorous 

scrubi)ing with alcohol at connection 

site. Connect needleless Luer-Lok 

syringe to valve. Inject solution 

into IV site per protocol, using 

gentle pulsating motions to create 

turbulence. Remove syringe and 

replace sterile cap at end of tubing.

Comments:

9. Check for patency of IV:

• Clean saline lock with antiseptic 

solution (usually alcohol wipe).

• Insert saline syringe with 2.5-gauge 

needle into center of diaphragm. 

(Needleless system will not require 

needle.)

• Pull back gently on syringe and watch 

for jjlood return.

• Inject saline sloicly into lock.

• A.ssess client’s pain at site.

Comments:

□ □ □

10. Kee[) lock patent with heparin or

normal saline. Every 8 hours:

• (]lean rubber diaphragm with 

antiseptic swab (not applicable if 

needleless system).

• Insert syringe or needleless adapter 

with heparin or saline into diaphragm.

• Inject heparin or saline slowly into 

lock.

Comments:

□ □ □

11. Remove syringe or needleless adapter 

from diaphragm, and sw^ab with 

antiseptic swab. Discard needle or 

adapter in sharps container. 

Comments:

□ □ □

con tinued  on the fo llo iving  page
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198 • Checklist -  Discontinuing the IV and Changing to a Saline or Heparin Lock

Procedure 33-9
Discontinuing the IV and Changing to a 
Saline or Heparin Lock

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

12. Assess site for any signs of leaiiage, 

irritation, or infiltration.

Comments:

□ □ □

13. Remove gloves and dispose with all 

used materials.

Comments:

□ □ □

14. Wash hand.s/hand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 33-10 Administering a Blood Transfusion

Name . 

Sclioiil

Date

liistnietiir 

Cl mi se __

Procedure 33-10
Administering a Blood Transfusion

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Verify prescribing practitioner’s order for 

transfusion.

Commenis:

□ □ □

2. If a venipuncture is neces.sary, refer to 

Procedure 28-1.

Comments:

□ □ □

3. Explain [irocedure to client. 

Commenis:

□ □ □

4. Review side effects (dyspnea, chills, 

headache, chest pain, itching) with 

client, and ask client to report these to 

nurse.

Comments:

□ □ □

5. Have client sign consent form. 

Commenis:

□ □ □

6. Obtain baseline vital signs. 

Commenis:

□ □ □

7. Obtain blood product from blood bank 

within 30 minutes of initiation. 

Comments:

□ □ □

coiiliiiiied on llie fo llo iving  page
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c o i i t i i i i i e d  f r o m  t h e  p r e v i o u s  p n g e

Procedure 33-10
Administering a Blood Transfusion

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

Verify and record blood proiliict, and 

identify client with another nurse.

• Client s name, blood group, Rh type

• Cross match compatibility

• Donor blood group and Rh type

• Unit and hospital nundjer

• Expiration date and time on blood bag

• Type of blood product compared with 

prescribing practitioner’s order

• Presence of clots in blood 

Comments:

□ □ □

9. Have client empty bladder. 

Comments:

□ □ □

10. Wash hands/hand hygiene; put on 

gloves.

Comments:

□ □ □

11. Open blood administration kit and 

move roller clamps to “o ff’ position. 

Comments:

□ □ □

12. For Y-tubing set:

• Spike the 0.9% sodium chloride bag, 

and open roller clamp on Y-tubing 

comiected to bag and roller clamp on 

unused inlet tube until tubing from 

0.9% sodium chloride bag is filled. 

Close clamp on unused tubing.

• Squeeze sides of drip chamber and 

allow filter to partially fill.

•  Open lower roller clamp and allow 

tubing to fill with 0.9% .sodium 

chloride.

□ □ □

contin ited  tm the foUoiviiig page
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c o n t i n u e d  f r o m  t h e  p r e r i o n s  p a g e

Procedure 33-10
Administering a Blood Transfusion

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

• (]lose lower clamp.

• Invert l)loo(l liag once or twice. S|)ike 

l)lood l)ag and open clamps on inlet 

tube to allow blood to cover filter 

conipietely.

• Close lower clamp.

Comments:

13. For single-tubing set:

• Spike blood unit.

• Squeeze drip chamber and allow filter 

to fill with blood.

• Open roller clamp and allow tubing to 

fill with blood to hul).

• Prime another IV tubing with 0.97r 

.sodium chloride and piggyback it to 

blood administration set with a needle; 

.secure all connections with tape.

Comments:

□ □ □

14. Attach tubing to venous catheter using 

sterile precautions and open lower 

clarnp.

Comments:

□ □ □

15. Infuse blood at rate of 2-5 mlVitrin, 

according to pre.scribirrg practitioner’s 

order.

Comments:

□ □ □

16. Remairt with clierrt for fir.st 15-30

minutes, monitoring vital signs every 5 

minutes for 15 rrrinutes, tlrerr every 15 

nrinutes for 1 hour, then hourly until 1 
hour after infusion is completed, or per 

institution policy.

Comments:

□ □ □

con tim ied  on the fo llo iving  page
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202 • Checklist -  Administering a Blood Transfusion

Procedure 33-10
Administering a Biood Transfusion

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

17. After blood has iiifu.sed, allow tubing to 

clear with 0.9% sodium chloride. 

Comments:

□ □ □

18. Appropriately dispose of bloodbag, 

tubing, and gloves in a biohazard bag 

and follow policy regarding disposition. 

Wash hands/hand hygiene.

Comments:

□ □ □

19. Document procedure. 

Comments:

□ □ □
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Checklist for Procedure 34-1 Inserting a Nasogastric or Nasointestinal Tube for
Suction and Enteral Feedings

Name _ 

Seli(H)l

Date

liistriictcii 

Course _

Procedure 34-1
Inserting a Nasogastric or Nasointestinal 
Tube for Suction and Enteral Feedings

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1 . Review client’s medical record. 

Comments:

□ □ □

Nasogastric Tube Insertion
2. Gather e([uipmeiit. Wash haiids/haiid 

hygiene.

Comments:

□ □ □

3. Check client’s armband: explain 

procedure, showing items. 

Comments:

□ □ □

4. Place client in Fowler’s position, at least a 

4.5° angle, with pillow behind shoulders; 

provide for privacy. Place comatose 

clients in semi-Foirler'sposition. 

Comments:

□ □ □

5. Place towel over chest, with tissues in 

reach. Don gloves.

Comments:

□ □ □

6. Examine nostrils atid assess as client 

breathes through each no.stril. 

Comments:

□ □ □

con tim ied  on the fo llow ing  ¡xige
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c o n t i m i e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 34-1 Able to
Inserting a Nasogastric or Nasointestinal Tube Able to Perform with Unable to
for Suction and Enteral Feedings Perform Assistance Perform Initials/Date

Measure leiigtli of tubing needed, using

tube as a tape measure;

• Measure from bridge of client’s nose to 

earlobe to xiphoid process of sternum.

• If tube is to go below stomach, add an 

additional 1.5-20 cm.

• Place a small piece of tape on tube to 

mark length.

Comments:

□ □ □

Have client blow nose; encourage 

swallowing of water if level of 

consciousness and treatment plan 

permit.

Comments:

□ □ □

Lubricate first 4 inch of tube w ith 

water-soluble lubricant. 

Comments:

□ □ □

10. Insert tube as follows;

• Gently pass tube into nostril to back 

of throat (client may gag); aim tube 

toward back of throat and down.

• When client feels tube in back of 

throat, use flashlight or peidight to 

locate lip of tube.

• Instruct client to flex head toward 

chest.

• Instruct client to swallow, offer ice 

chips or water, and advance tube as 

client swallows.

• If resistance is met, rotate tube slowly 

with downward advancement toward 

client’s closest ear; do not force tube.

Comments:

□ □ □

11. Withdraw tube innnediately if changes 

occur in respiratoiy status.

Comments:

□ □ □

con tinued  on the ftd lo w in g p a g e
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c o i i l i i i n e d  f r o m  l l i e  ¡ t r e v i o n s  [ t a g e

Procedure 34-1 Able to
Inserting a Nasogastric or Nasointestinal Tube Able to Perform with Unable to
for Suction and Enteral Feedings Perform Assistance Perform Initials/Date

12. Advance tube, giving client .sip.s of 

water, until taped marl; is reached. 

Comments:

□ □ □

13. (>heci< placement of tuiie;

• Attach syringe to free end of tube, and 

aspirate sample of gastric contents. 

Measure with chemstrip pH.

• Leave syringe attached to free end of 

tube.

• If prescribed, obtain x-ray; keep client 

on right side until x-ray is taken.

Comments:

□ □ □

14. Secure tube with tape or use a

commercially prepared tube holder.

• Split 4-inch piece of tape to length of 

2 inch, and secure tube with tape by 

placing intact end of tape over bridge 

of nose. Wrap split ends around tube 

as it exits nose.

• Place rubber band, using a slip knot, 

around exposed tube (12-18 inch from 

nose toward chest); after x-ray, pin 

rubber band to client’s gown.

Comments:

□ □ □

15. Instruct client about movements that 

dislodge tube.

Comments:

□ □ □

16. Gastric decompression:

• Remove syringe from free end of tube 

and coiniect tube to suction tubing; 

set machine on type of suction and 

pressure as prescribed.

• Levine tubes are connected to 

intermittent low pressure.

□ □ □

con tinned  on llie fo llow ing  ¡»age
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c o i i l i i i i i p d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 34-1 Able to
Inserting a Nasogastric or Nasointestinal Tube Able to Perform with Unable to
for Suction and Enteral Feedings Perform Assistance Perform Initials/Date

• Salem sump or Anderson’s tube is 

connected to continuous low suction.

• Observe nature and amount of gastric 

tube drainage.

• Assess client for nausea, vomiting, 

and abdominal distention.

Comments;

17. Provide oral hygiene and cleanse nares 

with a tissue.

Comments:

□ □ □

18. Remove gloves, dispose of

contaminated materials in proper 

container, and wash hands/liand 

hygiene.

Comments:

□ □ □

19. Position client for comfort, and place 

call light within easy reach. 

Comments:

□ □ □

20. Document:

• Rea.son for tube insertion

• Type of tube inserted

• Ty|)e of suctioning and pressure 

setting

• Nature and amount of aspirate and 

drainage

• Client’s tolerance of procedure

• Effectiveness of intenention 

Comments:

□ □ □

Insertion of a Small-Bore Feeding Tube
21. Repeat Actions 1-8.

Comments:

□ □ □

ron iin n ed  on the foU ou'ing page
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c o n l i n i u ’d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 34-1
Inserting a Nasogastric or Nasointestinal Tube 
for Suction and Enteral Feedings

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

22. Open adapter cap on tube, .snap off 

end of water vial, and inject water into 

feeding tube adapter.

Commenis:

□ □ □

23. ( l̂o.se adapter cap. 

Comments:

□ □ □

24. (^lieck that stylet tloes not protrude

through holes in feeding tube; adjust as 

neces.saiy.

(Comments:

□ □ □

25. iiepeat Actions 9-12. 

Comments:

□ □ □

26. Check placement of tube:

• Aspirate gastric contents w ith 

I,uer-Lok syringe.

• .Measure pH of aspirate w ith 

chemstrip pH.

Comments:

□ □ □

27. Leave stylet in place until x-ray

confirms placement in case tube neetls 

to be advanced into duodenum or 

jejunum.

Commenis:

□ □ □

28. Obtain x-ray. Remove stylet froiTi

feeding tube after x-ray, and plug open 

end of tube utitil feeding.

Commenis:

□ □ □

con tinued  on the fo llow ing  page
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208 • Checklist -  Inserting a Nasogastric or Nasointestinal Tube for Suction and Enteral Feedings

Procedure 34-1
Inserting a Nasogastric or Nasointestinal Tube 
for Suction and Enteral Feedings

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

29. Repeat Actions 17-20. 

Comments:

□ □ □

30. Replace small-bore tube every 

3 ^  weeks.

Comments:

□ □ □

31. Wash liaiids/liaiicl hygiene. 

Comments:

□ □ □
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Name __________________ ____________________________________________________________________ Date

S e lioo l__________________________________________________________________________________________________

Checklist for Procedure 34-2 Administering Enteral Tube Feedings

Instriiftoi' 

Comse __

Procedure 34-2
Administering Enteral Tube Feedings

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Identify client. Review medical record 

for formula type, amount, and time. 

Comments:

□ □ □

2. Wash hands/hand hygietie. Gather 

eciuipment.

Comments:

□ □ □

3. Check client’s armband. 

Comments:

□ □ □

4. Explain procedure to client. 

Comments:

□ □ □

5. Assemble equipment. Add color to formula 

per institutional policy. If usitig bag, fill 

with prescribed amount of fonnula. 

Comments:

□ □ □

6. Place client on right side in high Fowler’s 

position.

Comments:

□ □ □

7. Wash hands/hand hygiene: don 

nonsterile gloves.

Comments:

□ □ □

8. Provide for privacy. 

Comments:

□ □ □

contin tied  on the fo llo tving  page

©  2011 Cengage Leai ning. A ll Rights Resei vecl. May not be scanned, copied or duplicated, or posted to a public ly  accessible website, in whole or In part.



210 • Checklist -  Administering Enteral Tube Feedings

conliuned  fro m  the prei'ions page

Procedure 34-2
Administering Enteral Tube Feedings

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

9. Observe for abdominal distention; 

auscultate for bowel sounds. 

Comments:

□ □ □

10. Check feeding tube. Insert syringe into 

adapter poit, aspirate stomach contents, 

and check amount of residue. If residue 

is greater than 50-100 niL (or according 

to protocol), hold feeding until residue 

diminishes. Instill aspirated contents 

back into feeding tube.

Comments:

□ □ □

11. Administer tube feeding. 

Comments:

□ □ □

Intermittent Bolus
12. Pinch tubing. 

Commenis:

□ □ □

13. Remove plunger from barrel of syringe 

and attach to adapter.

Comments:

□ □ □

14. Fill syringe with fonnula. 

Comments:

□ □ □

15. Allow formula to infuse slowly; 

contitiue adding formula to syringe 

until [irescribed amount infused. 

Comments:

□ □ □

16. Flush tubing with 30-60 mL or 

prescribed amount of water. 

Comments:

□ □ □

con tinued  on the fo llow ing  page
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c o n t i n u e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 34-2
Administering Enteral Tube Feedings

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Intermittent Gavage Feeding
17. Hang bag on IV pole 18 iiiebe.s above 

client’s head.

Comments:

□ □ □

18. Remove air from bag’s tubing. 

Comments:

□ □ □

19. Attacii distal end of tubing to feeding 

tube adapter; adjust drip to infuse over 

prescribed time.

Comments:

□ □ □

20. When bag empties of formula, add 

30-60 inL or prescribed atiiount of 

water; close clamp.

Comments:

□ □ □

21. Change bags every 24 hours. 

Comments:

□ □ □

Continuous Gavage
22. Check tube placement at least every 

4 hours.

Comments:

□ □ □

23. Check residual at least every 8 hours. 

Comments:

□ □ □

24. If residual is above 100 iiiL, slop 

feeding.

Comments:

□ □ □

con tinued  on the fo llow ing  page
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coiilinued from  the ¡»revious ¡nige

Procedure 34-2
Administering Enteral Tube Feedings

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

25. Add prescribed amount of formula to 

bag for a 4-liour period; dilute with 

water, if prescribed.

Commenis:

□ □ □

26. Hang gavage bag on IV pole. Prime 

tubing.

Commenis:

□ □ □

27. Thread tubing through feeding pump 

and attach distal end of tubing to 

feeding tube adapter; keep tubing 

straight between bag and |)ump. 

Comments:

□ □ □

28. Adjust drip rate. 

Comments:

□ □ □

29. Monitor infusion rate and signs of 

respirator) distress or diarrhea. 

Comments:

□ □ □

30. Flush tube with water eveiy 4 hours, as 

prescribed, or following administration 

of medications.

Comments:

□ □ □

31. Replace disposable feeding bag at least 

every' 24 hours, in accordance with 

institution's protocol.

Comments:

□ □ □

32. Elevate head of bed at least 30° at all 

times and turn client every 2 hours. 

Comments:

□ □ □

con tinued  on the fo llo u in g  pnfie
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Procedure 34-2 • 213

Procedure 34-2
Administering Enteral Tube Feedings

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

33. Provifle oral hygiene every 2—4 hours. 

Comments:

□ □ □

34. AdiTiiiiister water, as prescribed, with 

and between feedings.

Comments:

□ □ □

35. Remove gloves. Wash hand.s/hand 

hygiene.

Comments:

□ □ □

36. Record total amount of formula and 

water administered on l&O form atid 

client’s response to feeding. 

Comments:

□ □ □
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Checklist for Procedure 35-1 Administering Patient-Controlled Analgesia (PCA)

Name Date

Scllciol

[llstriK-tor

Course __

Procedure 35-1
Administering Patient-Controlled Analgesia 
(PCA)

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wash haiid.s/liaiid hygiene. 

Comments:

□ □ □

2. Assess chetil’s comfort leveh pain 

location, intensity, characteristics, 

pattern, and factors that increase or 

decrease pain.

Comments:

□ □ □

3. Assess client’s consciousne,ss level and 

ability to understand.

Comments:

□ □ □

4. Check PCA oifler for drug, concentra

tion, route, basal infusion rate, bolus 

dose, lockout interval, maximal dose, 

and any loading dose.

Comments:

□ □ □

5. Check PCA medication lai)el against 

prescribing practitioner’s order and 

follow “five rights” principle. Medication 

usually has been placed in PCA syringe 

in pharmacy. Second nurse co-sigtts wheti 

therapy is initiated and when all dosages 

change.

Comments:

□ □ □

6. Read manufacturer’s in.structions before 

assembling and prograiintiing PCA 

pump.

Comments:

□ □ □

coiiliiiiied on the fo llo iving  page
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conlin iied  fro m  ihe previous poge

Procedure 35-1
Administering Patient-Controlled Analgesia 
(PCA)

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

7. Place filled PCA syringe into chamber 

in PCA pump, and detect any leaking 

or damage to system.

Comments;

□ □ □

8. Program pump according to prescribed 

parameters, usually including ba.sal 

infusion rate (mg/h). i)olus dose (mg), 

lockout interval (min), and maximal 

dose limit (mg/h).

Comments;

□ □ □

9. Wear gloves. 

Comments:

□ □ □

10. Inspect existing infusion line and 

puncture site for any inflannnation 

sign. Check for occlusion or leakage of 

infusion line. Check IV catheterization 

or epidural catheter placement if client 

needs infusion line.

Comments:

□ □ □

11. Prime PCA pump tubing. Connect 

pump tubing with infusion line, using 

aseptic technique, and secure with 

adhesive tape.

Comments:

□ □ □

12. Give client control button. Instruct how 

and when to press button.

Comments:

□ □ □

conlin iied  on the fo llotciiig  page

) 2011 Cengage Leai ning. A ll R ights Reserved. May not be scanned, copied or dnphcated. or posted to a publicly accessible website, in whole or in part.



c o n l i u n e d  f r o m  t h e  / t r e v io n s  p a g e

Procedure 35-1 • 217

Procedure 35-1
Administering Patient-Controlled Analgesia 
(PCA)

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

13. Record procedure, including slarl time, 

type of medication, route, concentration 

and volume prepared, do.sage. loading 

dose, basal rate, lock-out interval, and 

maximal dose.

(Comments:

□ □ □

14. Wash hands/hand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 36-1 Body Mechanics, Lifting, and Transferring

Name

Schocil

Date

[nstnil'lor

Course __

Procedure 36-1
Body Mechanics, Lifting, and Transferring

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wiisli liaiKls/liaiul hygiene. 

Comments:

□ □ □

2. A.ssess for obstacles, heavy clients, poor 

handholds, and equipment or objects 

in the way. Reduce or remove hazards 

before lifting client or object. Assess for 

tubing or equipment connected to client. 

Comments:

□ □ □

3. As.sess for slippety surfaces, includ

ing wet floors; slippeiy shoes on client, 

helper, or nurse; and towels, linen, or 

paper on floor. Resolve sli[)peiy surface 

before lifting the clietit or object. 

Comments:

□ □ □

4. Assess for hidden risks, including client 

confusion, combativeness, oilhostatic 

hypotension, medication effects, pain, 

or fear.

Comments:

□ □ □

5. Maintain low center of gravity by bending 

at hips and knees. Squat down rather than 

bend over lo lift and lower the client. 

Comments:

□ □ □

6. i>tablish a wide support base with feet 

s|)read apart.

Comments:

□ □ □

coiiliiined on the fo llo n  in fipage
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cotilinued fro m  the previous page

Procedure 36-1
Body Mechanics, Lifting, and Transferring

Abie to 
Perform

Abie to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

7. Use feel to move, avoid twisting or 

heiidiiig from the waist. 

Comments:

□ □ □

8. When pusliing or pulling:

•  Stand near object.

• Place one foot partially ahead of the 

other.

Comments:

□ □ □

9. When pushing:

• Lean into the client or object and 

apply continuous light pressure.

• Lean away and grasp with light pressure.

• Never jerk or twist your body to move 

weight.

Comments:

□ □ □

10. W'hen stooping to move an object:

• Maintain a wide base of stipport with 

feet.

•  Flex knees to lower body.

•  Maintain straight upper body. 

Comments:

□ □ □

11. When lifting or carrying an object:

• Bend the knees in front of the object.

• Take a firm hold, and assume a 

standing position by using leg muscles 

and kee|)ing back straight.

Comments:

□ □ □

12. W hen rising up from a squatting 

position:

• Arch your back slightly.

• Keep the buttocks and abdomen 

tucked in.

• Rise up with your head first. 

Comments:

□ □ □

con tinued  ou the fo llow ing  page
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c o i i l i n u e d  f r o m  l l i e  p r e v i o u s  p a g e

Procedure 36-1
Body Mechanics, Lifting, and Transferring

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

13. Wlieii lifting or carrying heavy objects, 

keep weight as close to your center of 

gravity as possible.

Commenis:

□ □ □

14. When reaching for a client or an object;

• Keep the back straight.

• If client or object is heavy, do not try 

to lift without repositioning yourself 

closer to the weight.

Comments:

□ □ □

15. Use safety aids and equipment.

• Use gait belts, lifts, drawsheets, and 

other transfer assistance devices.

• Encourage clients to use handrails and 

grab bars.

• Wheelchair, cart, and stretcher w heels 

should be locked when they are 

•stationaiT.

Comments:

□ □ □

16. Wash hands/hand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 36-2 Administering Passive Range-of-Motion (ROM) Exercises

Name . 

Sc-liiiol

Date

[nstrintor

Cmirse __

Procedure 36-2
Administering Passive Range-of-Motion 
(ROM) Exercises

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. W^slt liaiicls/liaiid hygiene. Wear glove.s 

if contact with body fiuid.s is possible. 

Comments:

□ □ □

2. Explaiti |)rocedure to clietit and 

estimated duration.

Comments:

□ □ □

3. Provide for privacy by ex[)osing only the 

extremity to be exercised.

Commenis:

□ □ □

4. Adjust i)ed to comfortable height for 

performing ROM.

Comments:

□ □ □

.5. Lower bed rail only on side where you 

are working.

Comments:

□ □ □

6. Describe passive ROM exercises, or 

verbally cue client to perform ROM 

exercises with assistance. Demonstrate 

movement.

Comments:

□ □ □

7. Stall at client's head and perform ROM 

exercises dowti each side of body. Begiti 

on stronger side.

Commenis:

□ □ □

con tinued  on the fo llow ing  page
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c o i i l i n i i p i l  f r o m  t h e  p r e i ' i o i i s  p a g e

Procedure 36-2 Able to
Administering Passive Range-of-Motion Able to Perform with Unable to
(ROM) Exercises Perform Assistance Perform Initials/Date

Repeat eacli ROM exercise as 

client tolerates, to rnaxinium of five 

times. Perform each motion in slow, 

finti maimer. Encourage full joint 

movement, but do not go beyond [)oint 

of pain, resistance, or fatigue. 

Comments:

□ □ □

9. Head:

Peiform with client in sitting position,

if possible.

• Rotation: Turn the head from side to 

side.

• Flexion and extension: Tilt the head 

toward chest and then tilt slightly 

u])ward.

• Lateral flexion: Tilt head to each side 

to almost touch ear to shoulder.

Comments:

□ □ □

10. Neck:

Peiform with client in sitting position, 

if possible.

• Rotation: Rotate neck in semicircle 

while supporting head.

Comments:

□ □ □

11. Tnink:

Perform with client in sitting position,

if possible.

• Flexion and extension: Bend trunk 

forward, straighten trunk, and then 

extend slightly backward.

• Rotation: Turn shoulders fonvard and 

return to normal position.

• Lateral flexion: Tilt tnink to left side, 

straighten tnnik, and tilt to right side.

Comments:

□ □ □

con tinued  on the foUoivinfs pofse
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c o i i l i n u e d  f r o m  l l i e  p r e v i o u s  p a g e

Procedure 36-2 Able to
Administering Passive Range-of-Motion Able to Perform with Unable to
(ROM) Exercises Perform Assistance Perform Initials/Date

12. Ann:

• Flexion and exten.sion; Extend client’s 

arm in straight position upward toward 

heacl. then downward along side.

• Adduction and abductioTi: Extend arm 

in straight position toward midline 

(adduction) and away from midline 

(abduction).

Comments:

□ □ □

13. Shoulder:

• Internal and external rotation: Bend 

client’s elbow at 90° angle with 

upper arm parallel to shoulder; rotate 

shoulder by moving lower arm upward 

and downward.

Commenis:

□ □ □

14. Elbow;

• Flexion and extension: Supporting 

arm; Hex and extend client’s eli)ow.

• Pronation and supination; Extend 

elbow; move hand in palm-up and 

palm-down positions.

Comments:

□ □ □

1.5. Wrist:

• Flexion and extension: Supporting 

client’s wrist, flex and extend wrist.

• Adduction and abduction: Supporting 

lower arm. turn wrist right to left, 

turn left to right, then rotate wrist in 

circular motion.

Comments:

□ □ □

16. Hand:

• Flexion and extension: Supporting 

client’s wrist, flex and extend fingers.

• Adduction and abduction: Supporting 

wrist, spread fingers apart and then 

bring them close together.

□ □ □

contiiu ied  on the fo llow ing  page
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con tim ied  fro m  llie previous page

Procedure 36-2 Able to
Administering Passive Range-of-Motion Able to Perform with Unable to
(ROM) Exercises Perform Assistance Perform Initials/Date

• Opposition; Supporting wrist, touch 

eacii finger witli tip of thumb.

• Tliunib rotation: Supporting wrist, 

rotate thumb in circular mainier.

Comments:

Hip and leg:

Perform with client in supine position,

if possible.

• Flexion and extension: Sup[)orting 

lower leg, flex leg toward chest and 

then extend leg.

• Internal and external rotation: 

Supporting lower leg. angle foot 

inward and outward.

• Adduction and abduction: Slide the 

leg away from the client's midline and 

then back to the midline.

Comments:

□ □ □

18. Knee:

• Flexion and extension: Supporting 

client’s lower leg. flex and extend 

knee.

Comments:

□ □ □

19. Ankle:

• Flexion and extension: Supporting 

client’s lower leg, flex and extend 

ankle.

Comments:

□ □ □

20. Foot: □ □ □
Adduction and abduction: Supporting 

client’s ankle, spread toes apart and 

then bring toes close together.

• Flexion and extension: Su[)porting 

ankle, extend toes upward and then 

flex toes downward.

Comments:

conlin iied  on llie fo llow ing  page
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Procedure 36-2 • 227

Procedure 36-2
Administering Passive Range-of-Motion 
(ROM) Exercises

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

21. Observe cbeiit for signs of exeilioii, 

pain, or fatigue din ing nioveinetit. 

Comments:

□ □ □

22. Replace covers and position client in 

proper body alignment.

Comments:

□ □ □

23. Place side rails in u|)riglit position. 

Comments:

□ □ □

24. Place call light within reach. 

Comments:

□ □ □

2d. Wash hands/liand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 36-3 Turning and Positioning a Client

Name

Scllciol

Illslnil'lor 

Course __

Dale

Procedure 36-3
Turning and Positioning a Client

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wash haiifls/hand hygiene. Don gloves if 

needed.

Comments:

□ □ □

2. E.xplain procedure to client. 

Comments:

□ □ □

3. Gather all nece.ssaiT ec|uipinent. Provide 

for client [irivacy.

Comments:

□ □ □

4. Secure adequate assistance to complete 

task safely.

Comments:

□ □ □

5. Adjust bed to comfortable working 

height. Lower side rail on side of bed 

closest to you.

Comments:

□ □ □

6. Follow proper body mechanics guidelines:

• When moving client in bed, position 

bed so that your legs are slightly bent at 

knees and hips.

• Maintain natural curves in your back 

while lifting.

• Position one foot slightly in front of other 

and spread feet apart to create a wide 

base for balance.

• With your arms placed under client, 

slowly lean backward onto your back 

leg, using your body weight to help you 

lift client to one side of bed.

□ □ □

con tinued  on the fo llow ing  page
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c o i i l i n n e d  f r o m  i h e  p r e v i o u s  p a g e

Procedure 36-3
Turning and Positioning a Ciient

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

• Do not extend or rotate your back to 

move a cHent in bed.

• If you cannot move client easily, always 

ask for and obtain assistance.

• Be sure Hoor is not slippery and bed is 

locked.

• Always u.se a turning sheet when moving 

a client.

• Use of a turning (draw) sheet promotes 

support and control of the client.

Comments:

Position drains, tubes, and IVs to 

acconnnodate client's new position. 

Comments:

□ □ □

8. Place or assist client into appropriate 

starting position. Monitor client status, 

and provide adequate rest breaks or 

support as necessary.

Comments:

□ □ □

Moving from Supine to Side-Lying Position
9. To move client from supine to side-lying 

position:

• Slide your hands underneath client.

• Move client to one side of bed by lifting 

client’s body toward you in stages:

• First, the upper trunk

• Then, the lower trutik

• Unally, the legs

• Lift client’s body; do not drag client 

across sheets.

• Roll client to side-lying position by 

placing client's inside arm next to 

client’s body with palm of hand against 

hip.

• Cross client’s outside arm and leg toward 

midline, and logroll client toward you.

• Use client’s outside shoulder and hip for 

leverage while maintaining stability and 

control of top arm and leg.

Comments:

□ □ □

con tinued  on llie foU ou iug  page
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ctuiliinted from  the ¡>revioiis page

Procedure 36-3
Turning and Positioning a Client

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

Maintaining Side-Lying Position
10. Repeal Actions 1-8. 

Comments:

□ □ □

11. Use pillows to su[)port client;

• Place to support client’s head and 

arms.

• Can be used under topside leg, thigh, 

knee, ankle, and foot.

• Move lower arm fonvard slightly at 

shoulder and bend elbow for comfort.

• If client is unstable, placing a 

pillow against the back will provide 

additional support and keep the client 

from rolling to supine position.

Comments:

□ □ □

Moving from Side-Lying to Prone Position
12. Repeat Actions 1-8.

Comments:

□ □ □

1.3. To move client to prone position:

• Remove positioning towels, pillows, or 

other support devices.

• A.SSCSS if client’s position needs to be 

adjusted to accoriunodate continued 

movement into prone ])osition.

• Move client’s inside arm next to 

client’s body with palm against hip.

• Roll client onto stomach using 

shoulder and hi[) as key points of 

control.

• Place the head in a comfortable 

position to one side without excessive 

|)ressure to sensitive areas.

• Place pillows under tiiink, as needed, to 

relieve [)ressure and increase comfort.

• Place arms comfortably at client’s 

side and uncross legs, with feet 

ap[)roxiniately a foot apart.

Comments:

□ □ □

coiititiued on the fo llow ing  page

) 2011 Cengage Learning. .All Rights Reserved. May not he seanned, copied or dnphcated. or posted to a pnhhcly  accessihle wehsite, in  wiiole or ¡n part.



232 • Checklist -Turning and Positioning a Client

c o n t i n u e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 36-3
Turning and Positioning a Client

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

Maintaining Prone Position
14. To maintain prone;

• U.se a .sliallow pillow or folded towel to 

siip[)ort client s head comfortably.

• Place pillow under abdomen to 

sup[)ort back.

• Place an additional pillow under lower 

leg to reduce [iressure of toes and 

forefoot against bed.

Comments:

□ □ □

Moving from Prone to Supine Position
15. Repeat Actions 1-8.

Comments:

□ □ □

16. To move client from prone to supine:

• Remove positioning towels or pillows.

• Slide your hands underneath client.

• Move client segnientally to one side 

of the bed to acconnnodate the new 

position.

• Position inside arm next to client's 

body with client’s palm next to hi[).

• Roll client to supine position by 

logrolling the client toward you. using 

the client’s outside shoulder and hip 

for leverage.

• Position client to face away from 

direction of roll to prevent undue 

pressure to face or neck.

• When client reaches supine, uncross 

the arms and legs and place in 

comfortable position.

Comments:

□ □ □

Maintaining Supine Position
I 7. I’o maintain supine position:

• Use a footboard to support the foot.

• Use heel protectors, or place a pillow 

between the heel and gastrocnemius 

muscle to reduce the pressure on the 

heels.

□ □ □

continupd oti the foU oning  page
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Procedure 36-3
Turning and Positioning a Ciient

Abie to 
Perform

Abie to 
Perform with 
Assistance

Unabie to 
Perform Initials/Date

• Assess and compare warmth, 

sensation, color, and movement of feet.

• Use a trochanter roll to prevent 

excessive external rotation of the lower 

extremity.

• For comfort, place ailditional pillows 

to snp|)ort client’s head, arms, or lower 

back.

Commenis:

18. Place side rails in upright position. 

Return bed to low position. 

Commenis:

□ □ □

19. i^lace call light within reach. 

Comments:

□ □ □

20. Move bedside table close, i’ lace items 

of frequent use w ithin reach. 

Comments:

□ □ □

21. Wash hands/hand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 36-4 Moving a Client in Bed

Name

Sclioiil

Date

[iistnuior 

Course __

Procedure 36-4 
Moving a Client in Bed

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Moving a Client Up in Bed with One Nurse
□ □1. Wash liaiid.s/liaiicl liygieiie. Wear gloves 

if needed.

Comments:

□

2. Iitfonii client of reason for the move and 

how to assist.

Comments:

□ □ □

3. Raise bed to just below w aist height. 

Lower head of bed, if tolerated. Low er 

side rails on your side.

Comments:

□ □ □

4. Remove the pillow. Place against 

headboard.

Commenis:

□ □ □

5. Have client fokl arms across che.st. 

Comments:

□ □ □

6. Have client hold on to overhead trapeze, 

if available.

Commenis:

□ □ □

7. Have client bend knees and place feet 

flat on bed.

Comments:

□ □ □

coiilinued on the fo llow ing  page
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236 • Checklist -  Moving a Client in Bed

Procedure 36-4 
Moving a Client in Bed

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. Stand at an angle to head of bed with 

feet apart, facing head of bed, and 

knees bent.

Commenis:

□ □ □

9. Slide one hand and arm under client’s 

shoulder, the other under client’s thigh. 

Commenis:

□ □ □

10. iiock forward toward head of bed,

lifting client with you. Have client push 

with legs.

Commenis:

□ □ □

11. If client has trapeze, have client pull up 

while holding onto trapeze as you move 

client upward.

Commenis:

□ □ □

12. Repeat these steps until client is moved 

up high enough in bed.

Comments:

□ □ □

13. Return client’s pillow under the head. 

Comments:

□ □ □

14. Elevate head of bed, if tolerated by 

client.

Comments:

□ □ □

15. Assess client for comfort. 

Comments:

□ □ □

con tinued  on the fo llow ing  page
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c o i i l i n u e d  f r o m  t h e  p r e i ' i o n s  ¡ x i g e

Procedure 36-4 
Moving a Client in Bed

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

16. Adjust the cheiit’s l)edclotlies as 

needed for eoitifort.

Commenis:

□ □ □

17. Lower bed and elevate side rails. 

Commenis:

□ □ □

18. Wash haiids/hand hygiene. 

Commenis:

□ □ □

Moving a Client Up in Bed with Two or 
More Nurses

19. Wash hands/hand hygiene. 

Comments:

□ □ □

20. hifonn client of rea.son for the move and 

how to a.ssi.st.

Comments:

□ □ □

21. Rai,se bed to just below waist height. 

Lower head of bed if tolerated by client. 

Lower side rails.

Comments:

□ □ □

22. With two nurses, place turn sheet or 

tirawsheet under client’s back and head. 

Commenis:

□ □ □

23. Roll up drawsheet on each side until it 

is next to client.

Comments:

□ □ □

24. Follow Actions 4-7. 

Comments:

□ □ □

con tinued  on the fo llo iriiig  page
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con tinued  from  the previous /xige

Procedure 36-4 
Moving a Client in Bed

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

25. The nurses stand on either side of bed, 

at an angle to head of bed, with knees 

flexed and feet apart in wide stance. 

Comments:

□ □ □

26. The nurses hold their elbows as clo.se 

as possible to their bodies. 

Comments:

□ □ □

27. The lead nurse will give signal to

move: 1-2-.3 go. The nurses will lift up 

(off of bed) on turn sheet or drawsheet 

and fonvard (toward head of bed) 

in one smooth motion. The move 

is coordinated to transfer client 

toward head of bed. Simultaneously, 

have client push with legs or pull using 

trapeze.

Comments:

□ □ □

28. Repeat until client is moved upright 

enough in bed to be comfortable. 

Comments:

□ □ □

29. Return client's pillow under head. 

Comments:

□ □ □

30. Elevate head of bed, if tolerated by 

client.

Comments:

□ □ □

31. Assess client for comfort. 

Commenis:

□ □ □

con tinued  on the fo llow ing  page
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Procedure 36-4 
Moving a Client in Bed

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

32. Adjust client’s bedclothes for comfort. 

Comments:

□ □ □

33. Lower bed and elevate side rails. 

Comments:

□ □ □

34. Wash hands/liand hygiene. 

Comments:

□ □ □
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Name _________________________________________________________________________________ Date --------------

Checklist for Procedure 36-5 Assisting from Bed to Wheelchair, Commode, or Chair

Sl'liool

IllStriR'tdr 

Course __

Procedure 36-5
Assisting from Bed to Wheelcliair, 
Commode, or Cliair

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1 . Iiifonii client about desired purpose and 

destination.

Comments:

□ □ □

2. As.sess client for ability to assist with 

transfer and presence of cognitive or 

sen.sory deficits.

Comments:

□ □ □

3. Lock beil in position. 

Comments:

□ □ □

4. Wash hands/liand hygiene. 

Comments:

□ □ □

5. Place any splints, braces, or other 

devices on client.

Comments:

□ □ □

6. Place shoes or slippers on client’s feet. 

Comments:

□ □ □

7. Lower height of bed to lowe.st possible 

position.

(Comments:

□ □ □

8. Slowly raise head of bed if not contrain- 

tlicated by client’s condition.

Comments:

□ □ □

coiilinued  on the fo llow ing  pnge
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con tinued  from  the pre  vious page

Procedure 36-5
Assisting from Bed to Wiieelchair, 
Commode, or Cliair

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

9. Place one arm under client's legs and 

one arm behind client’s back. Slowlv 

pivot client so client’s legs are dangling 

over edge of bed and client is in a 

sitting position on edge o( bed. 

Comments:

□ □ □

10. Allow client to dangle the legs for 

2 to 5 minutes. Help support client, if 

necessary.

Comments:

□ □ □

11. Bring chair or wheelchair close to side 

of bed. Place at a 45" angle to bed. If 

client has a weaker side, place chair or 

wheelchair on client’s strong side. 

Comments:

□ □ □

12. Lock wheelchair brakes and elevate 

foot pedals. For chairs, lock brakes, if 

available.

Comments:

□ □ □

13. If using a gait belt to assist client, place 

it around client’s wai.st.

Comments:

□ □ □

14. Assist client to side of bed until feet are 

firmly on floor and slightly apart. 

Comments:

□ □ □

15. Grasp sides of gait belt or place your 

hands just below client’s axillae. Using 

a wide stance, bend your knees and 

assist client to standing position. 

Comments:

□ □ □

con tinued  on the fo llow ing  page
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Procedure 36-5
Assisting from Bed to Wlieelcliair, 
Commode, or Chair

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

16. Stand close to client; [)ivot utitil client’s 

hack is toward chair.

Comments:

□ □ □

17. Instruct client to place hands on arm 

suppoits, or place client's hands on arm 

supports of chair.

(Comments:

□ □ □

18. Uend at knees and ease client into a 

sitting position.

Comments:

□ □ □

19. Assist client to maititain proper

posture. Support weak side with pillow, 

if needed.

Comments:

□ □ □

20. Secure safety belt, place client's feet 

on foot pedals, and release brakes if 

moving client imitiediately. Make sure 

tubes and lities, arms, and hands are 

not pinched or caught between client 

and chair. If client is sitting in chair, 

offer a footstool, if available. 

Comments:

□ □ □

21. Wash hand.s/hand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 36-6 Assisting from Bed to Stretcher

Name . 

Scliodl

Date

Instniclor 

Course __

Procedure 36-6
Assisting from Bed to Stretcher

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Transferring a Client with Minimum 
Assistance

□ □ □1 . Itiforiti client about de.sired purpose and 

destination.

Comments:

2. Wash hands/band hygiene. 

(Comments:

□ □ □

3. Rai.se the heigiit of bed to 1 inch higher 

than the stretcher and lock brakes of bed. 

(Comments:

□ □ □

4. Instruct client to move to side of bed 

close to stretcher. Lower side rails of bed 

and stretcher. Leave side rails on oi)|)o- 

site side up.

Comments:

□ □ □

5. Stand at outer side of stretcher and push 

it toward bed.

Comments:

□ □ □

6. Instruct chent to move onto stretcher, 

providing assistance as needed. 

Comments:

□ □ □

7. ('.over client with sheet or bath blanket. 

Comments:

□ □ □

conlin iied  on llie fo llow ing  ¡xige
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con tinued  fro m  the previous page

Procedure 36-6
Assisting from Bed to Stretcher

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. Elevate side rails on stretcher and 

secure safety belts about client. 

Release brakes of stretcher. 

Comments:

□ □ □

9. Stand at head of stretcher to guide it 

when pushing.

Comments:

□ □ □

10. Wash hands/hand hygiene. 

Comments:

□ □ □

Transferring a Client with Maximum 
Assistance

11. Repeat Actions 1-3. 

Comments:

□ □ □

12. Assess amount of assistance required 

for transfer. Usually two to four staff 

members are required for maximally 

assisted transfer.

Comments:

□ □ □

13. Lock wheels of bed and stretcher. 

Comments:

□ □ □

14. Have one nurse stand close to client's 

heatl.

Comments:

□ □ □

15. Logroll client (keep in straight

alignment) and place a lift sheet under 

client s back, trunk, and upper legs. 

The lift sheet can extend under head if 

client lacks head control abilities. 

Comments:

□ □ □

con tinued  on the fo llow ing  page
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c o i i l i n u e d  f r o m  l l i e  p r e v i o u s  p a g e

Procedure 36-6
Assisting from Bed to Stretclier

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

16. Ettipty all drainage bags (e.g., T-lube, 

lleinovac, Jacksoii-Pratt). Record 

amounts. Secure drainage system to 

client s gown before transfer. 

Commenis:

□ □ □

17. Move client to edge of bed near 

stretcher. Lift client up and over to 

avoid dragging.

Commenis:

□ □ □

18. Because client is now on side of bed 

with side rail down, the nurse on 

nonstretcher side of bed holds stretcher 

sitle of lift sheet up (by reaching across 

the client’s chest) to prevent client from 

falling onto stretcher or off bed. 

Commenis:

□ □ □

19. Place pillow or slider board to overlap 

bed and stretcher.

Comments:

□ □ □

20. I lave staff members grasp edges of 

lift sheet. Be sure to use good body 

mechanics.

Commenis:

□ □ □

21. On count of 3, have staff members pull 

lift sheet and client onto stretcher. 

Commenis:

□ □ □

22. Position client on stretcher, place 

pillow under head, and cover with a 

sheet.

Commenis:

□ □ □

con tinued  on the fo llow ing  page
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248 • Checklist -  Assisting from Bed to Stretcher

Procedure 36-6
Assisting from Bed to Stretclier

Abie to 
Perform

Abie to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

23. Secure safety belts and elevate side 

rails of stretcher.

Comments:

□ □ □

24. If IV is present, move it from bed IV 

pole to stretcher IV pole after client 

transfer.

Comments:

□ □ □

25. Wash hands/liand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 36-7 Using a Hydraulic Lift

Name _ 

School

Date

Instnu'lor 

Cdurse __

Procedure 36-7 

Using a Hydrauiic Lift

Able to 

Perform

Able to 

Perform with 

Assistance

Unable to 

Perform Initials/Date

1. Wash haiid.s/liaiid hygiene. Wear gloves

□ □ □if needed. 

Comments:

2. Check the order to determine the titne 

client may sit.

(Comments:

□ □ □

3. Check the client s medical history. 

Comments:

□ □ □

4. Ask client when last sat. 

Comments:

□ □ □

5. Lock wheels of bed. 

Comments:

□ □ □

6. Positioti chair close to bed. 

Comments:

□ □ □

7. Position urine drainage and NO and IV 

tubing on side of bed where chair will be 

[)laced. Allow slack in tubing. 

Comments:

□ □ □

8. Clamp and disconnect any tubing if 

condition allows.

Comments:

□ □ □

conlin iied  on llie fo llow ing  page
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Procedure 36-7 
Using a Hydraulic Lift

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

9. Roll client on side atid place sling on 

bed behind client.

Comments:

□ □ □

10. Roll client on opposite side, f)ull sling 

through, and position it smoothly on betl. 

Comments:

□ □ □

11. Roll client back onto slitig and fold 

arms over chest.

Comments:

□ □ □

12. Make sure sling is centered under 

client.

Comments:

□ □ □

13. Lower side rail and position lift on 

side of bed with chair. Spread base 

of hydraulic lift, as indicated in 

manufacturer’s instructions, to [)iovide 

stability. Protect from falls while side 

rail is down.

Comments:

□ □ □

14. Lift frame and pass over client. Carefully 

lower frame and attach hooks to sling. 

Comments:

□ □ □

15. Raise client from bed by ptunping 

handle.

Comments:

□ □ □

16. Secure client with safety belt and cover 

client with blanket.

Comments:

□ □ □

co iilinued  on ihe fo llo iving  ¡utfie
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Procedure 36-7 
Using a Hydrauiic Lift

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

17. Steer client away frorii bed and slide 

eliair through base of lift.

Comments:

□ □ □

18. The sling can be disconnected and lift 

can be moved out of way while client 

is sitting. If lift to be used to return 

client to bed, sling can be left in place 

beneath client.

Comments:

□ □ □

19. Reposition atid reconnect tubing. 

Comments:

□ □ □

20. Assess how client tolerated moving and 

sitting.

Comments:

□ □ □

21. Place call light, appropriate covers, and 

padding as needed after transfer. Place 

protective restraints as needed. Cover 

feet with slippers if in sitting position. 

Comments:

□ □ □

22. Reverse the procedure to return client 

to bed.

Comments:

□ □ □

23. Lower the bed, and place the call light 

within reach.

Comments:

□ □ □

24. Wash hands/hand hygiene. 

Comments:

□ □ □
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Name ___________________________________________________________________________________________________  Date

Checklist for Procedure 36-8 Assisting with Ambulation and Safe Walking

ScIicidI

Instnietoi' 

Course __

Procedure 36-8 Able to
Assisting with Ambulation and Safe Walking Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Ambulation Safety
]. Wash haiicls/hand hygiene. Wear gloves 

if necessary.

Comments:

□ □ □

2. Encourage the client to void before 

ambulating, especially with elderly 

clients.

Comments:

□ □ □

3. Ambulating with IV:

• Place IV pole with wheels at head of bed 

before having client dangle legs.

• If possible, place a saline lock on IV. 

Comments:

□ □ □

4. Tratisfer IV from bed IV pole to 

portable l\' pole. Client or nurse can 

guide portable IV pole during 

ambulation.

Comments:

□ □ □

.5. Ambulating with urinaiy ilrainage bags:

•  Empty bag before ambulation.

•  Have client .sit on side of bed with legs 

dangling.

•  Remove urinary drainage bag from bed.

•  The nurse or client can hold the urinaiy 

drainage bag during ambulation.

• Make sure drainage bag remains below 

level of bladder.

Comments:

□ □ □

con tiim ed  on the fo llo iving  page
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c o n t i n u e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 36-8 Able to
Assisting with Ambulation and Safe Walking Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

6. Ambulating with drainage tubes:

• Secure tube and bag before ambulation.

• Place rubber band around drainage tube 

near drainage bag.

• Secure drainage tube and bag with 

safety pin through rubber band.

• Allow slack.

• The safety pin can be .secured to client’s 

gown or robe.

Comments:

□ □ □

7. Ambulating with a chest tube drainage

system:

• Often requires two nurses, one assisting 

client and one managing closed chest 

tube drainage system.

• While client is sitting on edge of bed 

with feet dangling, remove hangers from 

drainage system.

• Hold closed chest tube drainage system 

u[)right at all times to maintain water 

seal.

• Do not pull or tug on chest tubes 

because they may not be sutured into 

place.

Comments:

□ □ □

8. Ambulating a client who is weak:

• Use a transfer belt or gait belt.

• For additional safety, a wheelchair can 

be pushed alongside client for ready 

access if client feels tired or faint.

Comments:

□ □ □

9. If a client feels faint or dizzy during 

dangling, return client to supine posi

tion in bed and lower head of bed. Moni

tor client’s blood pressure and pulse. 

Comments:

□ □ □

con tinued  on the fo llow ing  pnge
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c o i i l i n u e d  f r o m  l l i e  i t r e v i o i t s  p a g e

Procedure 36-8
Assisting with Ambulation and Safe Walking

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

10. If client feel.s faint or dizzy during 

ambulation, allow client to sit in chair. 

Stav with client for .safety. Request 

another person to secure a wheelchair, 

if not already available, to return client 

to bed.

Comments:

□ □ □

11 . If the client starts to fall, ease client to 

floor while supporting and protecting 

client's head. Position yourself next 

to and slightly behind the client, and 

.safely ease the client to the floor.

Ask other personnel to assist you 

in returning client to bed. As.sess 

orthostatic blood pressures. 

Comments:

□ □ □

Safe Walking
12. Wash hands/hand hygiene. 

Comments:

□ □ □

13. Inform client of the purposes and 

di.stance of the walking exercise. 

Comments:

□ □ □

] 4. Elevate the head of the bed and wait 

several minutes.

Comments:

□ □ □

1 5. Lower the bed height. 

Comments:

□ □ □

coiilinued on ihe fo llow ing  page
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coiiliniu’d fro m  the previous page

Procedure 36-8
Assisting witti Ambuiation and Safe Wailting

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

16. With one arm on the clients hack and 

one arm under the client’s upper legs, 

move the client into position with legs 

dangling.

Comments;

□ □ □

1 7. Encourage client to sit with legs 

dangling at side of bed for several 

minutes.

Comments;

□ □ □

18. Place gait belt around client’s waist and 

secure the buckle in front.

Comments;

□ □ □

19. Stand in front of client with knees 

touching client’s knees. 

Comments;

□ □ □

20. Place arms under client’s axillae. 

Comments;

□ □ □

21. Assist client to a standing position, 

allowing client time to balance. 

Comments:

□ □ □

22. Help client ambulate the desired

distance or distance of tolerance. Place 

your hand under client’s forearm and 

ambulate close to client. Alternatively, 

place gait belt around client’s waist, 

and walk at client’s side and slightly 

behind, with one hand grasping the belt 

at center back.

Comments:

□ □ □

roiitiiiued  ou the fo llo u  iug page
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c o i i t i i i i i i ’ d  f r o n t  t h e  p r e i ' i o n s  p a g e

Procedure 36-8
Assisting with Ambulation and Safe Walking

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

2.3. Help client hack to bed or chair. Make 

client comfortable, and make sure all 

lines and tubes are secure.

Comments:

□ □ □

24. Wash hands/hand hygiene. 

Comments:

□ □ □
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Name _________________________________________________________________________________ Date

Checklist for Procedure 36-9 Assisting with Crutches, Cane, or Walker

S c IkmiI

liistm ctor 

Course __

Procedure 36-9
Assisting with Crutches, Cane, or Waiker

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Crutch Waiking
□ □ □1. Iiiforni client that you will be assisting 

with ambulation using the device chosen. 

Commenis:

2. Wash hand.s/hand hygiene. 

Commenis:

□ □ □

3. Assess client for strength, mobility. 

ROM, visual acuity, perceptual 

difficulties, and balance. 

Commenis:

□ □ □

4. Measure client for size of crutches and 

adjust crutches to fit. While client is 

supine, measure from heel to axilla. 

Commenis:

□ □ □

.5. Provide a robe or other covering and 

nonsli|) foot coverings or shoes. 

Commenis:

□ □ □

6. Lower the height of the bed. 

Commenis:

□ □ □

7. Have client sit at side of bed with legs 

dangling for several mituites. Assess for 

vertigo or nausea.

Commenis:

□ □ □

con tinnvd  on the fo llow ing  page
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coiilinued fro m  the previous page

Procedure 36-9 Able to
Assisting with Crutches, Cane, or Walker Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

8. Apply gait belt around clients waist if 

balance is not steady. Good practice 

requires the use of a gait belt the first 

time client is out of bed.

Commenis:

□ □ □

9. Holding crutches:

•  InstiTJCt client on method of holding 

ciTjtches while client remains seated.

• Elbows bent 30" while hands are on 

handgrips and pads 1.5 to 2 inches 

below axillae.

• Instruct client to position crutches 4 to 

5 inches laterally and 4 to 6 inches in 

front of feet.

• Demonstrate this skill on yourself to 

increase client understanding.

Comments:

□ □ □

10. Aitibulating with crutches:

• Assist client to standing position by 

placing both crutches in nondominant 

hand.

• Have client use dominant hantl lo 

push off from bed while using crutches 

for balance.

• Once erect, extra crutch can be moved 

into dominant hand.

Comments:

□ □ □

I I . Ambulating with crutches:

• Instruct client to remain still for a few 

seconds while a.ssessing for vertigo or 

nausea.

• Stand close lo client to support, as 

needed.

• While client remains standing, check 

for correct fit of crutches.

Commenis:

□ □ □

con tinued  on the fo llo iving  page
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c n n l i i i n e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 36-9 Able to
Assisting with Crutches, Cane, or Walker Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

Four-Point Gait
12. Position crutciies 4.5 to 6 inciies to side 

and ill front of each foot. Move right 

crutch forward 4 to 6 inches and move 

left foot forward, even with left crutch. 

Move left cmtch forward 4 to 6 inches 

and move right foot fonvard, even 

with right crutch. Repeat four-point 

gait.

Comments:

□ □ □

Tliree-Point Gait
13. Advance both crutches and the weaker 

leg forward together 4 to 6 inches. 

Move the .stronger leg fonvard, even 

with the crutches. Repeat the 

three-point gate.

Comments:

□ □ □

Two-Point Gait
14. Move the left crutch and right leg 

fonvard 4 to 6 inches. Move the right 

crutch and left leg forward 4 to 6 
inches. Fiepeat the two-point gait. 

Comments:

□ □ □

Swing-Tlirougli Gait
15. This step is basically the same as the 

three-point gait. The difference is on 

the swing; whichever leg is moving 

will go past the stationary point and set 

down in front.

Comments:

□ □ □

16. Walking Upstairs

• Stand beside and slightly behind 

client.

• Instruct client to position the crutches 

as if w alking.

□ □ □

roiitiiiiied on the fo llow ing  page
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c o n t i n t i e d  f r o m  t h e  / i r e v i o i i s  p a g e

Procedure 36-9 Able to
Assisting with Crutches, Cane, or Walker Perform

Able to
Perform with Unable to
Assistance Perform Initials/Date

• Place body weight oti hands. Place the 

strong leg on the first step.

• Pull the weak leg up and move the 

cnitches up to the first step.

•  Repeat for all steps.

Comments:

17. Walking Downstairs

• Position crutches as if walking.

• Place weight on strong leg.

• Move crutches down to next lower 

step.

•  Place partial weight on hands and 

crutches.

•  Move weak leg down to step with 

crutches.

• Put total weight on arms and crutches.

• Move strong leg to same step as weak 

leg and crutches.

• Repeat for all .steps.

• A second caregiver standing behind 

client holding on to gait belt will 

further decrease risk of falling.

Comments:

□ □ □

18. Set realistic goals and opportunities for 

progressive ambulation using crutches. 

Comments:

□ □ □

19. Consult with a physical therapist for 

clients learning to walk with crutches. 

Comments:

□ □ □

20. Wa.sh hand.s/liand hygiene. 

Comments:

□ □ □

con tinued  on the fo llo tving  page
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c o i i l i n n e d  f r o m  i h e  p r e v i o u s  p a g e

Procedure 36-9
Assisting witli Crutches, Cane, or Waiiter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Sitting witli Crutches
21. Instruct client to back up to chair until 

chair is felt with back of legs. 

Comments:

□ □ □

22. Place both crutches in iiondoniinant 

hand and have client use doniinant 

hand to reach back to chair. 

Comments:

□ □ □

23. Instruct client to lower slowly into 

chair.

Comments:

□ □ □

Wailting with a Cane
24. Repeat Actions 1-10. 

Comments:

□ □ □

2.5. Have client hold cane in hand opposite 

affected leg. Explain safety and body 

mechanics underlying use of a cane on 

the strong side.

Comments:

□ □ □

26. Have client push up from sitting 

position while pushing down on bed 

with arms.

Comments:

□ □ □

27. Have client stand at bedside for few 

moments.

Comments:

□ □ □

conlin iied  on the fo llo iring  page
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coiilinued fro m  ihe previous page

Procedure 36-9
Assisting witli Crutcties, Cane, or Walker

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

28. A.SSCS.S height of cane. With cane

placed 6 inche.s ahead of client’s body, 

top of cane should be at wrist level with 

the arm bent 25%  to 309^ at the elbow. 

Comments:

□ □ □

29. Walk to side and slightly behind

client, holding gait belt, if needed, for 

stability.

Comments:

□ □ □

The Cane Gait

30. 1 lave client move cane and weaker leg 

forward at same time for same distance. 

Have client place weight on weaker leg 

and cane, move the strong leg forward, 

and place weight on the strong leg. 

Comments:

□ □ □

Sitting with a Cane

31. Have client turn around and back up 

to chair. Have client grasp arm of chair 

with free hand and lower self into chair. 

Be sure to place cane out of way but 

within reach.

Comments:

□ □ □

32. Set realistic goals and opportunities for 

progre.ssive ambulation using a cane. 

Comments:

□ □ □

33. Consult with a physical tliera|)ist for 

clients learning to walk with a cane. 

Comments:

□ □ □

con tinued  on ihe fo llo iving  page
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Procedure 36-9 • 265

Procedure 36-9
Assisting witii Crutciies, Cane, or Waiicer

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

34. Wash haiids/haiul hygiene. 

Comments:

□ □ □

Waliting witli a Wallter
3.5. liepeat Actions 1-10. 

Comments:

□ □ □

36. Place walker in front of client. 

Comments:

□ □ □

37. Have client put nondoniinarit hand on 

front bar of walker or on handgrip for 

iiondoniiiiant hand, whichever is more 

comfortable. Then, with client using 

dominant hand to |)ush off from bed and 

nondominant hand for stabilization, 

help client to an erect position. 

Comments:

□ □ □

38. 1 lave client transfer hand to the walker 

handgrips.

Comments:

□ □ □

39. Be sure the walker is adjusted .so the 

handgrips are jtist below waist level 

and client's arms are slightly bent at 

elbow.

Comments:

□ □ □

40. Walk to side and slightly behind

client, holding gait belt, if needed, for 

stability.

Comments:

□ □ □

ron liiiiied  oil the fo llow ing  page
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con tinued  fro m  the previous page

Procedure 36-9
Assisting witli Crutches, Cane, or Walker

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Walker Gait
4]. Have client move the walker and the 

weaker leg fonvard at the same time. 

Have client place as mttch weight as 

possible or as allowed on the weaker 

leg, using the arms for supporting the 

rest of the weight. Have client move the 

strong leg forward and shift the weight 

to the strong leg.

Commenis:

□ □ □

Sitting with a Walker
42. Have the client turn around in front of 

the chair atid back up until the back 

of the legs touch the chair. Have client 

place hattds on the chair armrests, one 

hand at a time, then lower self into the 

chair using the armrests for support. 

Comments:

□ □ □

43. Set realistic goals and opportunities for 

progressive ambulation using a walker. 

Comments:

□ □ □

44. Consult with a physical therapist for 

clients learning to walk with a walker. 

Comments:

□ □ □

45. Wash hands/hand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 37-1 irrigating a Wound

Name Dale

SfllOIll

Instniftof 

Gmrse __

Procedure 37-1 
Irrigating a Wound

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Coiifirin the prescril)iiig practitioner’s 

order. Note type and strength of ordered 

irrigation .solution.

Commenis:

□ □ □

2. Assess client’s pain level, and medicate 

if needed with analgesic 30 minutes 

before procedure if PO or IM pain 

itiedication.

Comments:

□ □ □

3. Explain procedure to client. Wash hands/ 

hand hygiene.

Comments:

□ □ □

4. Place waterproof pad on bed. Assist 

client onto pad. Theti assist client into 

a position that will allow irrigant to 

flow through wound and into basin from 

cleanest to dirtiest area of wound. 

Comments:

□ □ □

5. Wash hands/hand hygiene. Apply 

disposable gloves. Remove and discard 

old dressing.

Commenis:

□ □ □

6. Assess wound’s appearance and note 

(]uality, quantity, color, ami odor of 

drainage.

Commenis:

□ □ □

coiiliiiiied on the foU otring l>age
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con tinued  fro m  the previous page

Procedure 37-1 
Irrigating a Wound

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

7. Remove and discard disposable gloves. 

Wash haiids/liaiid hygiene.

Comments:

□ □ □

8. Prepare sterile irrigation tray and 

dressing supplies. Pour room- 

temperature irrigation solution into 

solution container.

Comments:

□ □ □

9. Apply sterile gloves (and goggles 

if needed).

Comments:

□ □ □

10. F^osition sterile basin below vvouinl so 

inigant will flow from cleanest area to 

dirtiest area and into basin. 

Comments:

□ □ □

11. Fill piston or bulb syringe with

irrigatit, and getitly flush wound. Hold 

syringe approximately 1 inch above 

wound bed to irrigate. Refill syringe, 

and continue to flush wounil until 

solution returns clear and no exudate 

is noted or until prescribed amount of 

fluid has been used.

Comments:

□ □ □

12. Dry edges of wound with sterile gauze. 

Comments:

□ □ □

13. Assess wound’s appearance and 

drainage.

Comments:

□ □ □

con tinued  on the fo llo u in g  page
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c o n t i i i n e d  f r o m  l l i e  p r e i ' i o n s  p a g e

Procedure 37-1 
Irrigating a Wound

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

14. Apply sterile dressing. Remove sterile 

gloves and dispose of properly. Wash 

hands/hand hygiene.

Comments:

□ □ □

1.5. Doeuinent all assessment findings and 

actions taken.

Comments:

□ □ □
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Checklist for Procedure 37-2 Obtaining a Wound Drainage Specimen for Culturing

Ncinie . 

S(.:ll(K)l

Date

lllstnictdr 

Course __

Procedure 37-2 
Obtaining a Wound Drainage 
Specimen for Cuituring

Abie to 
Perform

Abie to 
Perform with 
Assistance

Unabie to 
Perform Initials/Date

I . Wasli liaiid,s/liaiid hygiene. Apply

disposable gloves. Remove old dressing. 

Place in moisture-proof container, and 

remove and discard gloves. Wash hands 

again.

Comments:

□ □ □

2. Open dressing supplies using sterile 

technique, and apply gloves. 

Comments:

□ □ □

3. Assess wound's appearance; note quality, 

quantity, color, and odor of discharge. 

Comments:

□ □ □

4. Irrigate wound with normal saline 

prior to culturing; do not irrigate with 

antiseptic.

Comments:

□ □ □

5. Using a sterile gauze [)ad, absorb the 

excess saline; discard pad. 

Comments:

□ □ □

6. Remove culture tube from [)ackaging. 

Remove culture swab from culture tube 

and gently roll swab over granulation 

tissue. Avoid eschar and wound edges. 

Comments:

□ □ □

con tim ied  on the fo llo tring  page
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cou tiuned  fro m  the previous page

Procedure 37-2 
Obtaining a Wound Drainage 
Specimen for Culturing

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

7. Replace swab into culture tube, being 

careful not to touch the swab to outside 

of tube. Recap tube. Crush ampule of 

medium located in bottom or cap of 

tube.

Comments:

□ □ □

8. Remove gloves, wash hands, and apply 

sterile gloves. Dress wound w'ith sterile 

dressing.

Comments:

□ □ □

9. Label specimen, |)lace in biohazard 

transport bag, and arrange to traiisport 

specimen to laboratoiy according to 

institutional policy.

Comments:

□ □ □

10. Remove gloves. Wash hands/hand 

hygiene.

Comments:

□ □ □

11. Document all asse.ssment findings 

and actions taken. Document that a 

specimen was obtained.

Comments:

□ □ □
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Checklist for Procedure 37-3 Applying a Dry Dressing

Name . 

School

Date

histnictor 

Course __

Procedure 37-3 
Applying a Dry Dressing

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Gather supplie.s. 

Comments:

□ □ □

2. Provide privacy; draw curtains; 

close door.

Comments:

□ □ □

3. Explain [)tocedure to client. 

Comments:

□ □ □

4. Wash hands/hand hygiene. 

Comments:

□ □ □

5. Apply clean exam gloves. 

Comments:

□ □ □

6. Remove dressing and place in biohazard 

bag. Remove soiled gloves, with 

contaminated surfaces inward, and 

discard; apply clean gloves.

Comments:

□ □ □

7. Assess appearance of wound bed for 

healing.

Comments:

□ □ □

con tinued  on the fo llow ing  page
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c o i i l i i i n e d  f r o m  t h e  ¡ t r e i ' i o i i s  p a g e

Procedure 37-3
Applying a Dry Dressing

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

Cleanse skin around incision if 

necessan’ with a clean, warm, wet 

washcloth.

a. If suture line requires cleansing, 

cleanse gently. Use normal saline, 

half-strength hydrogen peroxide, 

or Betadine swah (consult orders 

of prescribing practitioner and/

or institution policy) and cotton-tip 

applicators using a rolling motion.

b. Used applicators should not be 

reintroduced into sterile solution.

Comments:

□ □ □

9. Remove used exam gloves. 

Comments:

□ □ □

10. Wash hands/hand hygiene. 

Comments:

□ □ □

11. Set up supplies. 

Comments:

□ □ □

12. Apply a new pair of clean exam gloves. CH 

Comments:

□ □

13. Grasping edges, apply a new dressing 

using 4 x 4  gauze pads folded to 2 X  4 

size. Place folded gauze pad lengthwise 

on wound and tape lightly, or apply 

tubular mesh for those with sensitive 

skin. Initial dressing; cite date and time 

it was changed.

Comments:

□ □ □

con tinued  on the fo llo iv in^  ptige
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c o i i t h n i e d  f r o m  l l i e  i > r e v i o i i s  p a g e

Procedure 37-3 
Applying a Dry Dressing

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

14. Remove gloves and di.spo.se of 

appropriately. Wash Itatids/liaiid 

liygieiie.

Comments:

□ □ □

15. ln.struct client/family about the

dressing, iiickidiiig care and changing 

of dressing.

Comments:

□ □ □
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Checklist for Procedure 37-4 Applying a Wet-to-Damp Dressing (Wet-to-Moist Dressing)

Name

Scliiiol

Date

lllStllR'tor

Course __

Procedure 37-4

Applying a Wet-to-Damp Dressing 

(Wet-to-Moist Dressing)

Able to 

Perform

Able to 

Perform with 

Assistance

Unable to 

Perform Initials/Date

1. Review order of prescribing practitioner 

for wound care. Gather supplies. 

Comments:

□ □ □

2. Provide privacy: draw curtains: 

close door.

Comments:

□ □ □

3. Explain procedure to client. 

Comments:

□ □ □

4. Wash hands/hand hygiene. 

Comments:

□ □ □

5. Apply clean exam gloves, a moisture- 

proof gown, a mask, and eye protection 

as a|)propriate.

Comments:

□ □ □

6. Asse.ss need for pain medication based 

on quality, pain pattern, location, and 

last [)ain medication received. 

Comments:

□ □ □

7. Inform client that the dressing is going 

to be removed.

Comments:

□ □ □

con tinued  on the fo llow ing  page
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conlin iied  fro m  the previous page

Procedure 37-4
Applying a Wet-to-Damp Dressing 
(Wet-to-Molst Dressing)

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. Reitiove wet-to-danip dressing, noting 

nunii)erof gauze pads used, and [)lace 

in a|)[)ropriate receptacle.

Comments:

□ □ □

9. Observe the undressed wound for

healing (granulation and approximation 

of edges), signs of infection 

(inflammation, edema, warmth, pain), 

atid drainage.

Comments:

□ □ □

10. Cleanse skin around incision if 

nece.ssary with a clean, warm, wet 

waslicloth.

Comments:

□ □ □

11. Remove u.sed exam gloves. 

Comments:

□ □ □

12. Wash hands/hand iiygiene. 

Comments:

□ □ □

13. Set up su|)plies in a sterile field, 

including pouring ordered solutions 

into appropriate containers if indicated 

for dressing change.

Comments:

□ □ □

14. Apply sterile gloves. 

Comments:

□ □ □

coiiliiiited oil the fo llo iviiig  puge
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r o i i l i u i w d  f r o m  t h e  ¡ t r e v i o n s  ¡ m g e

Procedure 37-4
Applying a Wet-to-Damp Dressing 
(Wet-to-Moist Dressing)

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

15. Place gauze or packing material to he 

moistened in the bowl with the normal 

saline or other solution.

a. Wring gauze or packing of saline 

until damp.

b. Gently place damp gauze over the 

area.

Commenis:

□ □ □

16. Apply external dressing of dry 4 x 4  

gauze pads, cover sponges, fluffs, or 

ABI) pads.

a. Secure dressing in place w ith tape, 

Montgomery straps, or tubular mesh 

as shown.

Commenis:

□ □ □

17. Ilemove gloves and wash hands/hand 

hygiene.

Comments:

□ □ □

18. Mark dressing with date and lime 

changed. Initial dressing. 

Comments:

□ □ □

19. Conduct client/family education

about dressing, including teaching the 

dressing technique to the client/family. 

Comments:

□ □ □
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Name ________________________ ___________________________________________________________________________  Date

Checklist for Procedure 37-5 Preventing and Managing the Pressure Ulcer

Si 'IkhiI

Illslnil'lor 

Course __

Procedure 37-5 
Preventing and Managing tlie 
Pressure Ulcer

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Check prescribing practitioner orders. 

Commenis:

□ □ □

2. Gather equipment. 

Commenis:

□ □ □

3. Identify chent. Explain [)rocedure. 

Comments:

□ □ □

4. Wash hands/liand hygiene. 

Comments:

□ □ □

5. Provide privacy. Apply gloves. 

Comments:

□ □ □

6. Adju.st bed to proper level and lower 

nearest side rail without leaving client 

unattended.

Commenis:

□ □ □

7. Assess client's risk for pressure ulcers by 

using the Braden scale or similar chart. 

Comments:

□ □ □

8. Assess client’s skin over all pressure 

points.

Commenis:

□ □ □

coiiliiiiied  o i l  the  fo llow ing  page
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282 • Checklist -  Preventing and Managing the Pressure Ulcer

Procedure 37-5 
Preventing and Managing tlie 
Pressure Ulcer

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

9. Assess other sites for potential areas of 

pressure.

Comments:

□ □ □

10. Change client’s position. 

Comments:

□ □ □

11. Keep client s position at 30" or less. 

Comments:

□ □ □

12. Provide skin care if area soiled or 

sweaty, but do not massage i>ressure 

points.

Comments:

□ □ □

13. Use suppoil devices to support the 

body.

Comments:

□ □ □

14. Peiform dressing change to a pressure 

ulcer as ordered or per agency policy. 

Comments:

□ □ □

15. Return side rail to upright position and 

lower bed.

Comments:

□ □ □

16. Remove gloves. W'ash hands/hand 

hygiene.

Comments:

□ □ □

conlin iied  on the fo llo u iiig p a g e
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c o i i l i i i i i e d  f r o m  t h e  p r e v i o u s  p tt fs e

Procedure 37-5 
Preventing and Managing the 
Pressure Ulcer

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

17. Document appearance of pressure 

points and/or ulcers, skin care, wound 

care provided, and position changes. 

Comments:

□ □ □

18. Create an every-2-liours turning 

schedule if one is not in use. 

Comments:

□ □ □
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Checklist for Procedure 39-1 Assisting with a Bedpan or Urinal

Date

Instnu'toi- 

(bourse __

Procedure 39-1
Assisting witli a Bedpan or Urinai

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Positioning a Bedpan
□ □ □1. ( Jo.se curtain or door. 

Comments:

2. VVijsh haiids/liand hygiene; apply glove.s. 

Comments:

□ □ □

3. I>ower head of bed. 

Comments:

□ □ □

4. Klevate bed. 

Comments:

□ □ □

5. Assist client to side-lying position using 

side rail for support.

Comments:

□ □ □

6. Place bedpan under buttocks. Place a 

fracture [)an with lower end near client’s 

lower back region. Place large bedpans 

with opening near client’s thighs. 

Comments:

□ □ □

7. While holding bedpan with one hand, 

help client roll onto back as you |)ush 

against betlpan (toward center of l)ed) 

to hold in place.

Comments:

□ □ □

contiiiiipd oil the fo llow ing  ¡tnge
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con tinued  from  the previous page

Procedure 39-1
Assisting with a Bedpan or Urinal

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. Alternative: Help client raise hips 

using overbecl trapeze, and slide pan in 

place. Alternative: If client is unable 

to turn or raise hips, u.se a fracture pan 

instead of a bedpan. With fracture pan, 

flat siile is placed toward client’s head. 

Comments:

□ □ □

9. Check placement of bedpan betw een 

client’s legs.

Comments:

□ □ □

10. If indicated, elevate head of bed to 

45“ angle or higher for comfort. 

Comments:

□ □ □

11. Place call ligiit within reach of client, 

place side rails in uprigiit position, 

lower bed, and provide |)rivacy. 

Comments:

□ □ □

12. Remove gloves: wash hands/hand 

hygiene.

Comments:

□ □ □

Positioning a Urinal
13. Repeat Actions 1 and 2. 

Comments:

□ □ □

14. Lift covers and place urinal so client 

can grasp handle and position it. If 

client cannot do this, you must position 

urinal and place petiis into opening. 

Comments:

□ □ □

con tinued  on the folUm  ing  page
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coiiliniipd from  the prerioiis page

Procedure 39-1
Assisting with a Bedpan or Urinal

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

15. Remove gloves; vvasli liaiids/harKl 

liygieiie.

Comments:

□ □ □

Removing a Bedpan
16. Wash haiKls/ltand hygiene; apply gloves. 

Commenis:

□ □ □

1 7. (father toilet paper and washing 

supplies.

(Commenis:

□ □ □

18. I.o\ver head of bed to stipine position. 

Commenis:

□ □ □

19. While holding bedpan with otte hand, 

roll client to side and remove pan. 

being careful not to pull or shear skin 

•Sticking to pan or to s|)ill contents. 

Commenis:

□ □ □

20. Assist with cleaning or wi[)ing; always 

wipe with front to back motion. 

(Comments:

□ □ □

21. Empty bedpan (observe and measure 

urine output and check for occult 

blood, if ordered), clean bed|)an, and 

store in proper place; if bed[)an is 

em[)tied outside client's room, cover 

during transport.

Commenis:

□ □ □

22. Remove soiled gloves. Wash liand.s/ 

hand hygiene.

Comments:

□ □ □

con tinned  on the fo llow ing  page
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288 • Checklist -  Assisting with a Bedpan or Urinal

Able to
Procedure 39-1 Able to Perform with Unable to 
Assisting with a Bedpan or Urinal Perform Assistance Perform Initials/Date

23. Allow client to wa.sli Itancls. CH d] [HI 

Comments:

24. Place call light within reach; recheck CH EH CH 

that side rails are in upright position.

Comments:

25. Wash hands/hand hygiene. CH CH CH 

Comments:

Removing a Urinal
26. Wash hand.s/liand hygiene; apply CH IHI d l  

gloves.

Comments:

27. Empty urinal, measuring urine output if d l  d l  d l  

ordered; rinse urinal and replace within 

client s reach. Observe odor and color 

of urine before discarding.

Comments:

28. Remove soiled gloves; wash hands. d  d l  d  

Comments:

29. Allow client to wash hands. d  d  d  

Comments:

30. Place call light within reach; recheck d  d  d  

that side rails are in upright position.

Comments:

3]. Wash hand.s/hand hygiene. d  d  d  

Comments:
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Checklist for Procedure 39-2 Applying a Condom Catheter

Name . 

S c Ik k iI

Date

Instnatd i 

Course __

Procedure 39-2 

Applying a Condom Catheter

Able to 

Perform

Able to 

Perform with 

Assistance

Unable to 

Perform Initials/Date

]. Wa.sli liands/liatHl liygieiie. 

Comments:

□ □ □

2. Protect client’s privacy by clositig door 

and pulling curtains around bed.

Com merits:

□ □ □

3. Position client in comfortable [uisition. 

preferably supine, if tolerated. Raise bed 

to a comfortable height for nurse. 

Comments:

□ □ □

4. Apply latex-free gloves. 

Comments:

□ □ □

5. Fokl client’s gown across abdomen and 

pull sheet up over client’s legs. 

Comments:

□ □ □

6. Assess client’s penis for any signs of 

redness, irritation, or skin breakdown. 

Commenis:

□ □ □

7. Clean client’s penis with warm soapy 

water. Retract foreskin on uncircumcised 

tnale and clean thoroughly in folds. 

Comments:

□ □ □

con tinued  on the fo llow ing  pnge
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conlin iied  fro m  the previous ¡xige

Procedure 39-2 
Applying a Condom Githeter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. Return clients foreskin to its normal 

position.

Comments:

□ □ □

9. Shave any excess hair around base 

of penis, if required by institutional 

policy.

Comments:

□ □ □

10. Rinse and dry area. 

Comments:

□ □ □

11. If condom kit is used, open package 

containing skin preparation. Wipe and 

apply skin preparation solution to penis 

shaft. If client has an erection, wait for 

termination of erection before applying 

catheter.

Comments:

□ □ □

12. Apply double-sided adhesive strip 

around base of penis in spiral fashion,

1 inch from proximal end of penis. Do 

not completely encircle penis or tightly 

encompass penis.

Comments:

□ □ □

13. Position rolled condom at distal portion 

of penis and unroll it, covering penis 

and double-sided strip of adhesive. 

Leave a 1- to 2-inch space between 

penis tip and condotti end.

Comments:

□ □ □

14. Gently press cotidom to adhesive strip. 

Comments:

□ □ □

con tinued  on the foU oiviiigpnge
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Procedure 39-2 • 291

Procedure 39-2
Applying a Condom Catheter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

15. Attach (haiiiage l)ag tubing to catheter 

tubing. Make sure tubing lies over 

cHent’s legs, not under. Secure drainage 

bag to side of bed below level of client's 

blatlder or to client's leg.

Comments:

□ □ □

16. Determine that condom and tubing are 

not twisted.

Comments:

□ □ □

17. Cover client. 

Comments:

□ □ □

18. Dispose of used e(]uipment in

appropriate receptacle: wash hands. 

Comments:

□ □ □

19. Return bed to lowest position and 

re[)osition client to comfortable or 

a|)propriate position.

Comments:

□ □ □

20. Empty bag. measure uritiaiy output, 

and record every 4 hours. After 

procedure, remove gloves: wash hand.s/ 

hand hygiene.

Comments:

□ □ □

21. Remove condom once a day to clean 

area and assess skin for signs of 

im|>aired skin integrity.

Comments:

□ □ □
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Name _____ ____________________________________________________________________________________________  Date

S e lio o l__________________________________________________________________________________________________

Checklist for Procedure 39-3 Inserting an Indwelling Catheter: Male

InstriK’tdi' 

(Idiirse __

Procedure 39-3
Inserting an Indwelling Catlieter: Male

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Performing Urinary Catlieterization: Male 
Client

□ □ □1. Gatlier e([uipiiieiit and any supplies not 

in tiie prepackaged kit. Wasii haiid.s/ 

iiand iiygiene.

Comments:

2. Provide for privacy and explain 

procedure to client.

Comments:

□ □ □

3. Set bed to comfortable height to work and 

rai.se side rail on side o|>posite you. 

Comments:

□ □ □

4. Assist client to supine position with legs 

slightly spread.

Comments:

□ □ □

.5. Drape client’s al)donien and thighs, if 

needed.

Comments:

□ □ □

6. F]nsure adequate lighting of penis and 

perineal area.

Comments:

□ □ □

7. W'ash hands/hand hygiene; apply 

latex-free disposable gloves; wash 

perineal area.

Comments:

□ □ □

ro iilh iiied  o il  the fo llow ing  page
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coiiliiitipil fron t the prefio im  page

Procedure 39-3
Inserting an Indwelling Catheter: Male

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. Rettiove gloves: wa.sli iiaiids/liaiitl 

hygiene.

Comments:

□ □ □

9. Open catheterization kit. using aseptic 

technique. Use wrapper to establish 

sterile field.

Comments:

□ □ □

10. If catheter is not included in kit,

carefully drop sterile catheter onto field 

using aseptic techni((ue. Add any other 

items needed.

Comments:

□ □ □

11. Apply sterile gloves. 

Comments:

□ □ □

12. Place fenestrated drape from

catheterization kit over client s perineal 

area with penis extending through 

opening.

Comments:

□ □ □

1.3. If inserting retention catheter, attach 

syringe filled with sterile water to 

Luer-Lok tail of catheter. Inflate and 

deflate retention balloon. Detach 

water-filled syringe.

Comments:

□ □ □

14. Attach catheter to urine drainage bag if 

not precorniected.

Comments:

□ □ □

con tinued  on the fo llo iring  page
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c o i i t i i i i i t ’d  f r o m  t h e  p r e r i o i i s  p a g e

Procedure 39-3
Inserting an Indwelling Catheter: Male

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

15. Generously coat distal portion of 

catlieter with water-.soluiile, .sterile 

lubricant and place nearby on sterile 

field.

(Comments:

□ □ □

16. With iiondoniinant hand, gently grasp 

penis and retract foreskin (if present). 

With dominant hand, cleanse glans 

penis with povidone-iodine .solution or 

other antimicrobial cleanser. 

Comments:

□ □ □

17. 1 lold penis perpendicular to body and 

])ull up gently.

Comments:

□ □ □

18. Insert 10 ml, sterile, water-soluble 

lubricant (use a 2%  Xylocaine 

lubricant, whenever feasible) into 

urethra.

Comments:

□ □ □

19. 1 lolding catheter in dominant hand, 

steadily insert catheter about 8 inches, 

until urine is noted in drainage bag or 

tubing.

Comments:

□ □ □

20. If catheter will be removed when 

client’s bladder is empty, iti.sert 

catlieter another inch, place penis in 

comfortable position, and hold catheter 

in place as bladder drains.

Comments:

□ □ □

conlin iied  on llie folloiriiifi piifie
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r o i i l i i i u e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 39-3
Inserting an Indwelling Catheter; Male

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

21. If catheter will be indwelling w ith 

retention balloon, continue inserting 

until hub of catheter (bifurcation 

between drainage port and retention 

balloon arm) is met.

Comments:

□ □ □

22. Reattach water-filled syringe to 

inflation port.

Comments:

□ □ □

23. Inflate retention balloon with 

sterile water, per manufacturer’s 

recommendations or [>rescribing 

practitioner’s orders.

Comments:

□ □ □

24. Instruct client to innnediately report 

discomfort or pressure during balloon 

inflation; if pain occurs, discontinue 

procedure, deflate balloon, and insert 

catheter farther into bladder. If client 

continues to complain of pain with 

balloon inflation, remove catheter and 

notify client’s prescribing practitioner. 

Comments:

□ □ □

25. Once balloon is inflated, gently pull 

catheter until retention balloon rests 

snugly against bladder neck (resistance 

will be felt when balloon is properly 

seated).

Comments:

□ □ □

26. Secure catheter according to

institutional policy. Securing to either 

client’s thigh or abdomen is generally 

acceptable.

Comments:

□ □ □

con tinued  on the fo U o m n g p a ^e
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Procedure 39-3 • 297

Procedure 39-3
Inserting an Indwelling Catheter: Male

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

27. Place drainage bag below level of

bladiler. Do not let rest on floor. Secure 

drainage tubing to prevent [)ullingon 

tubing and catheter.

Comments:

□ □ □

28. Remove gloves; dispose of e(|uipment. 

W'ash hands/hand hygiene.

Comments:

□ □ □

29. I lelp client adjust position. Lower bed. 

Comments:

□ □ □

30. Assess and document amount, color, 

odor, and quality of urine. 

Conmients:

□ □ □
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Name _______ __________________________________________________________________________ Date

Checklist for Procedure 39-4 Inserting an Indwelling Catheter: Female

ScliodI

Instnii'toi 

Course _

Procedure 39-4
Inserting an Indwelling Catheter: Female

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Performing Urinary Catheterization: Female 
Client

□ □ □1. Gather e(|uiprneiit. Reatl lalx‘1 on 

catheterization kit. Gather suppHes 

needed.

Comments:

2. Provide for privacy and explain

procedure to client. Asse.ss for allergy 

to povidone-iodine. Wash hand.s/hand 

hygiene.

Comments:

□ □ □

3. Set bed to comfortable height to work, 

and raise side rail on side o[)posite you. 

Comments:

□ □ □

4. Assist client to supine position with legs 

spread aiul feet together or to a side-lying 

position with upper leg flexed.

Comments:

□ □ □

5. Drape clients abdomen and thighs for 

warmth, if needed.

Comments:

□ □ □

6. Ensure adequate lighting of perineal 

area.

Comments:

□ □ □

coiiliiiitptl on the fo llow ing  page
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coiiliiiiied from  the previous page

Procedure 39-4
Inserting an Indwelling Catheter: Female

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

7. Wash haiids/haiid hygiene; apply 

disposable gloves.

Commenis:

□ □ □

8. Wash perineal area. 

Commenis:

□ □ □

9. Remove gloves and wash hands. 

Commenis:

□ □ □

10. Open catheterization kit, using aseptic 

techni(|ue. Use wrapper for sterile 

field.

Comments:

□ □ □

11. If catheter is not included in kit, 

drop sterile catheter onto field using 

aseptic technique. Add any other items 

needed.

Commenis:

□ □ □

12. Apply sterile gloves. 

Comments:

□ □ □

13. If inserting a retention catheter, attach 

syringe filled with sterile water to 

Luer-Lok tail of catheter. Inflate and 

deflate retention balloon. Detach 

water-filled syringe.

Comments:

□ □ □

14. Attach catheter to urine drainage bag if 

not preconnected.

Commenis:

□ □ □

coiilinued  on the fo llow ing  page

) 2011 Cengage le a rn in g . All R iglits Reserved. May not he scanned, copied or duplicated, or posted to a public ly  accessible website, in whole or in part.



Procedure 39-4 • 301

c o i i l i i i i i e d  f r o m  t h e  p r e v i o u s  p n g e

Procedure 39-4
Inserting an Indwelling Githeter: Female

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1.5. Generously coat distal portion of 

catheter with water-soluble, sterile 

lubricant and place nearby on sterile 

field.

Comments:

□ □ □

16. Place fenestrated drape from

catheterization kit over client’s perineal 

area with labia visible through opening. 

Comments:

□ □ □

17. Gently spread labia minora with fingers 

of nondominant hand and visualize 

urinary meatus.

Comments:

□ □ □

18. Holding labia apart with nondominant 

hand, use forceps to pick up cotton 

ball soaked in povidone-iodine, and 

cleanse periurethral mucosa. Use one 

downward stroke for each cotton hall 

and dispose. Keep lal)ia separated 

with nondoniinant hand until catheter 

inserted.

Commenis:

□ □ □

19. Holding catheter in dominant hand, 

steadily insert it into meatus until urine 

is noted in drainage bag or tubing. 

Comments:

□ □ □

20. If catheter will be removed as soon 

as client’s bladder is empty, insert 

catheter another inch and hold catheter 

in place as bladder drains.

Comments:

□ □ □

co iilinued  on the fo llow ing  page
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continupd from  the previous page

Procedure 39-4
Inserting an Indwelling Catlieter: Female

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

21. If catlieter will be iiulwelliiig with 

retention balloon, continue inserting 

another 1-3 inches.

Comments:

□ □ □

22. Reattach water-filled syringe to 

inflation port.

Comments:

□ □ □

23. Inflate retention balloon using

manufacturer’s recommendations or 

according to prescribing practitioner’s 

orders.

Comments:

□ □ □

24. Instruct client to immediately report 

discomfort or pressure during balloon 

inflation; if pain occurs, discontinue 

procedure, deflate balloon, and insert 

catheter farther into bladder. If client 

continues to complain of pain with 

balloon inflation, remove catheter and 

notify client's prescribing practitioner. 

Comments:

□ □ □

25. Once balloon has been inflated, gently 

pull catheter until retention balloon 

is resting snugly against bladder neck 

(resistance will be felt when balloon is 

properly seated).

Comments:

□ □ □

26, Tape catheter to abdomen or thigh

snugly, with enough slack not to pull on 

bladder.

Comments:

□ □ □

con tinued  on the fo llow ing  page
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Procedure 39-4 • 303

Procedure 39-4
Inserting an Indwelling Catheter: Female

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

27. Place drainage bag below level of 

bladder. Do not let rest on floor. Make 

sure tubing lies over, not under, the leg. 

Comments:

□ □ □

28. Remove gloves; dispose of equipment. 

W'ash hands/hand hygiene.

Comments:

□ □ □

29. 1 lelp client adjust position. I>ower bed. 

Commenis:

□ □ □

.30. Asse.ss and document amount, color, 

odor, and quality of urine. 

Comments:

□ □ □

31. Wash hand.s/hand hygiene. 

Comments:

□ □ □
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Checklist for Procedure 39-5 Irrigating an Open Urinary Catheter

Name _ 

Sclidol

Date

liistnietor 

Course __

Procedure 39-5
Irrigating an Open Urinary Catheter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Verify need for l)ladder or catheter 

irrigation.

Commenis:

□ □ □

2, For PRN catheter irrigation, palpate for 

full bladder and check current output 

against previou.s totals,

Commenis:

□ □ □

3, Verify pre.scribing practitioner’s orders 

for type of irrigation and irrigant as well 

as amount,

Commenis:

□ □ □

4. If repeat procedure, read previous 

documentation in record. 

Comments:

□ □ □

5. Assemble supplies. Wash hands/hand 

hygiene.

Comments:

□ □ □

6. Premedicate client if ordered or needed. 

Comments:

□ □ □

7. Provide teaching to client as needed. 

Comments:

□ □ □

conlin iied  on the fo llow ing  page
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306 • Checklist -  Irrigating an Open Urinary Catheter

Procedure 39-5
Irrigating an Open Urinary Catheter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. As.sist client to dorsal recumbent 

position.

Comments:

□ □ □

9. Wash hatid.s/hand hygiene. 

Comments:

□ □ □

10. Provide for cHent privacy with a closed 

door or curtain.

Comments:

□ □ □

11. Empty urine collection bag. 

Comments:

□ □ □

12. Expose retention catheter and place 

water-resistant drape underneath it. 

Comments:

□ □ □

13. Open .sterile syringe and container. 

Stand it up carefully in or on the 

wra[)per, and atid 100-200 cc 

sterile diluent without louchiitg or 

contaminating syringe tip or inside of 

receptacle.

Comments:

□ □ □

14. Open end of antiseptic swab package, 

exposing swab sticks.

Comments:

□ □ □

15. Open sterile cover for drainage tube. 

Comments:

□ □ □

con tinued  on the fo llo tving  page

) 2011 Cengage Learning. A ll R ights Reserveil. May not be seanneH, eopied or dnplicatecl. or posted to a publicly accessible website, in whole or in part.



Procedure 39-5 • 307

c o u t i m i e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 39-5
Irrigating an Open Urinary Catheter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

16. Apply sterile iijloves. 

Commenis:

□ □ □

17. Disinfect connection between catheter 

and drainage tubing.

Commenis:

□ □ □

18. After disinfectant dries, loosen 

connection ends.

Commenis:

□ □ □

19. Grasp catheter and tubing 

1 -2  inches from ends, with 

catheter in nondominant hand. 

Commenis:

□ □ □

20. Fold catheter to pinch it closed

between paltn and last three fingers: 

use thumb and first finger to hold sterile 

cap for drainage tube.

Commenis:

□ □ □

21. Separate catheter and tube, covering 

tube tightly with sterile cap. 

Comments:

□ □ □

22. Fill syringe with .30 cc for catheter 

irrigation or 60 cc for bladder 

irrigation. Insert ti[) of syringe into 

catheter and gently instill .solution into 

catheter.

Comments:

□ □ □

con tinued  on the fo llow ing  page
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coiilinued from  the prerions pnge

Procedure 39-5
Irrigating an Open Urinary Catheter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

23. Clarnp catlieter if ordered (medicated 

solution); if not. clamped irrigant may 

be released into a collection container 

or aspirated back into syringe. 

Comments:

□ □ □

24. If bladder or catheter is being irrigated 

to clear solid material, repeat inigation 

until return is clear.

Comments:

□ □ □

25. Recoiniect system and remove sterile 

gloves. Wash hand.s/hand hygiene. 

Comments:

□ □ □

26. W hen irrigatioti is finished, record type 

of returns and total amount of irrigation 

fluid used.

Comments:

□ □ □

27. Vlotiitor client for pain, urine color and 

clarity, any solid material passed, attd 

total intake and output.

Comments:

□ □ □

28. Wash hands/hand hygiene. 

Comments:

□ □ □
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N iim e________________________________________________________________________________ Date -----------------

Checklist for Procedure 39-6 irrigating the Bladder Using a Closed-System Catheter

Sl'llOCll

IllstriH'tor 

Cciiirse _

Procedure 39-6
Irrigating the Bladder Using a Closed-System 
Catheter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Intermittent Bladder Irrigation Using a 
Standard Retention Catheter and aY Adapter

□ □ □1. Wash hatids/haiid Iiygiene. 

Comments;

2. Provide privacy. 

Comments:

□ □ □

3. 1 lang pre.scribed irrigation .‘iohition from 

IV pole.

Comments:

□ □ □

4. Insert clamped irrigation tubing into 

bottle of irrigant, prime tubing with fluid, 

expel air. and reclamp tube.

Comments:

□ □ □

.5, Prepare sterile antiseptic swabs and 

sterile Y connector, if used. 

(Comments:

□ □ □

6. Apply sterile gloves. 

Comments:

□ □ □

7. Clamp urinary catheter. 

Comments:

□ □ □

8. Unhook drainage bag from retention 

catheter.

Comments:

□ □ □

conlin iied  on llie foU on inf! ¡»age
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310 • Checklist -  Irrigating the Bladder Using a Closed-System Catheter

Procedure 39-6
Irrigating the Bladder Using a Closed-System 
Catheter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

9. While holditig drainage tubing 

and drainage port of catheter in 

tiondoniinant hand, cleatt.se both tubing 

and port with antise|)tic swabs. 

Comments:

□ □ □

10. Coiniect one pot1 of Y connector to 

drainage poi1 of retention catheter. 

Comments:

□ □ □

11. Coiniect another port of Y adapter to 

drainage tubing and bag.

Comments:

□ □ □

12. Attach third port of Y adapter to 

irrigant tubing.

Comments:

□ □ □

13. L nclanip urinaiy catheter and establish 

that urine is draining througii catheter 

into drainage bag.

Comments:

□ □ □

14. To irrigate catheter and bladder, clamp 

drainage tubing distal to Y adapter. 

Comments:

□ □ □

15. Instill prescribed amount of irrigant. 

Comments:

□ □ □

16. Clamp irrigant tubing. 

Commenis:

□ □ □

coitliitiietl on llte fo tlo ir in g p a g e
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c o u l i m t e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 39-6
Irrigating the Bladder Using a Closed-System 
Catheter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

17. If prescril)iiig practitioner lias

ordered irrigant to reniain in bladder 

for a measured lengtli of time, wait 

prescribed time.

(Commenis:

□ □ □

18. Unclamp drainage tubing and monitor 

drainage as it flows into drainage bag. 

Comments:

□ □ □

Closed Bladder Irrigation Using a 
Three-Way Catheter

19. Wash hands/hand hygiene. 

Comments:

□ □ □

20. Provide privacy. 

Comments:

□ □ □

21. Explain procedure to client. Provide 

support.

Comments:

□ □ □

22. Hang prescribed irrigation solution 

from IV pole.

Comments:

□ □ □

23. Inseil clamped iirigation tubing into 

bottle of iiTigant, prime tubing with 

fluid, expel air, and reclamp tube. 

Comments:

□ □ □

24. Prepare sterile antise[)tic swabs and 

any other sterile equipment needed. 

Comments:

□ □ □

coiiliiiued on the fitU ouitig  pnge
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312 • Checklist -  Irrigating the Bladder Using a Closed-System Catheter

Procedure 39-6
Irrigating the Bladder Using a Closed-System 
Catheter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

25. Apply sterile gloves. 

Comments:

□ □ □

26. Clamp urinary catheter. 

Comments:

□ □ □

27. Remove cap from irrigation port of 

three-way catheter.

Comments:

□ □ □

28. Cleanse irrigation port with sterile 

antiseptic swabs.

Comments:

□ □ □

29. Attach irrigation tubing to irrigation 

port of three-way catheter. 

Comments:

□ □ □

30. Remove clamp from catheter and 

observe for urine drainage. 

Comments:

□ □ □

If Intermittent Irrigation Has Been Ordered:

31. Instill prescribed amount of irrigant. 

Comments:

□ □ □

32. Clamp irrigant tubing. 

Comments:

□ □ □

33. If prescribing ])ractitioner has ordered 

irrigant to remain in bladder for 

a measured length of time, clamp 

drainage tube before instilling irrigant 

and wait prescribed length of time. 

Comments:

□ □ □

conlin iied  on the fo llow ing  page
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c o n l i i m o f l  f r o m  t h e  p r e v i o u s  p a g e

Procedure 39-6
Irrigating the Bladder Using a Closed-System 
Catheter

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

34. Monitor drainage as it flo\v.s into 

drainage bag.

Commenis:

□ □ □

If Continuous Bladder Irrigation Has Been 
Ordered:

3.5. /\<ljust clamp on irrigation tubing to 

allow prescribed rate of irrigant to flow 

into catheter and bladder.

Commenis:

□ □ □

36. Monitor drainage for color, clarity, 

debris, and voluttie as it flows into 

drainage bag.

Commenis:

□ □ □

37. Tape catheter securely to thigh. 

Commenis:

□ □ □

38. Wash hands/liantl hygiene. 

Commenis:

□ □ □
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Checklist for Procedure 39-7 Administering an Enema

Name _ 

School

Date

instnictor 

Course __

Procedure 39-7 
Administering an Enema

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

Large-Volume Cleansing Enema
□ □ □1. Wash haiuls/haiid hygiene. 

Comments:

2. Asse.ss client's understanding of 

procedure and provide privacy. 

Comments:

□ □ □

3. Apply gloves. 

Comments:

□ □ □

4. Prepare eciuipnient. 

Commenis:

□ □ □

5. Place absorbent pad on bed under client. 

Assist client into left lateral position with 

right leg fle.xed. If needed, place a bedpan 

on bed nearby.

Commenis:

□ □ □

6. If specified, heat solution to desired 

temperature using thermometer to 

measure.

Comments:

□ □ □

7. Pour solution itito bag or bucket: add 

water, if needed. Open clamp and allow 

solution to prime tubing. Clamp tubing 

when primed.

Commenis:

□ □ □

coiitiiined on the fo llo tiiiif;page
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co tilinued  fro m  the previous page

Procedure 39-7 
Administering an Enema

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. Lubricate 5 cm (2 iiiciies) of rectal tube 

uiiless it is prelubricated.

Comments:

□ □ □

9. Holding enema container level with 

rectum, have client take deep breath. 

Slowly and smoothly insert rectal 

tube into rectum, beyond the internal 

sphincter, approximately 7-10 cm in an 

adult. Aim rectal tube toward clients 

umbilicus.

Comments:

□ □ □

10. Raise container holding solution 

12-18 inches for an adult, and open 

clamp. Solution can be placed on IV 

pole at proper height.

Comments:

□ □ □

11. Slowly administer fluid. 

Comments:

□ □ □

12. When solution is completely

administered or when client cainiot 

hold any more fluid, clamp tubing; 

remove rectal tube and dispose 

properly.

Comments:

□ □ □

13. Clean lubricant, solution, and any feces 

from anus with toilet tissue.

Comments:

□ □ □

14. Have client continue to lie on left side 

for prescribed time.

Comments:

□ □ □

conlin iied  on the fo llow ing  page
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c o t i l i i i u e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 39-7 
Administering an Enema

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

15. When client has retained enema for 

prescribed time, assist to bedside 

connnode, to toilet, or onto bedpan. If 

client is using bathroom, instruct not to 

flush toilet when finished.

Comments:

□ □ □

16. When client is finished expelling

enema, assist to clean perineal area, if 

needed.

Comments:

□ □ □

17. Return client to comfortable position. 

Place clean, dry protective pad under 

client to catch any solution or feces. 

Comments:

□ □ □

18. Observe feces and document data. 

Comments:

□ □ □

19. Remove gloves; wash hands/hand 

hygiene.

Comments:

□ □ □

Small-Voiume Prepacltaged Enema
20. Wash hands/hand hygiene. 

Comments:

□ □ □

21. Remove enema from packaging.

Review instructions. Packaged enema 

can be placed in basin of warm water to 

warm fluid before use.

Comments:

□ □ □

22. Apply gloves. 

Comments:

□ □ □

con tim ied  on the fo llow ing  page
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con tinued  fro m  the previous page

Procedure 39-7 
Administering an Enema

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

2.3. Place ab.sorbeiit pad on bed under 

client. Assist client into left lateral 

position with right leg flexed sharply, 

or use knee-chest position. If needed, 

place a bedpan nearby.

Comments:

□ □ □

24. Remove protective cap from nozzle 

and inspect nozzle for lubrication. If 

needed, add more.

Comments:

□ □ □

25. Squeeze container gently to remove air, 

and prime nozzle.

Comments:

□ □ □

26. I lave client take deep breath.

Simultaneously, gently inseil enema 

nozzle into anus, pointing nozzle toward 

umbilicus.

Comments:

□ □ □

27. Squeeze container until all solution 

instilled.

Comments:

□ □ □

28. Remove nozzle from anus and dispo.se 

of empty container.

Comments:

□ □ □

29. Clean lubricant, solution, and any feces 

from anus with tissue.

Comments:

□ □ □

con tinued  on the folh>wing page
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c o n t i i i i i p d  f r o m  t h e  ¡ ¡ r ê v i o n s  p a g e

Procedure 39-7 
Administering an Enema

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

30. Have client continue to lie on left side 

for prescribed time.

Comments:

□ □ □

31. When client has retaitied enema for 

prescribed time, as.sist to bedside 

commode, to toilet, or onto bedpan. If 

client using bathroom, instruct not to 

flush when finished.

Comments:

□ □ □

32. When client has ftni.shed expelling enema, 

assist to clean perineal area, if needed. 

Comments:

□ □ □

33. Return client to comfortable po.sition. 

I’lace clean, dry protective pad under 

client to catch any solution or feces that 

may contiime to be expelled.

Comments:

□ □ □

34. Observe feces and document data. 

Comments:

□ □ □

3.5. Remove gloves; wash hands/hand 

hygiene.

Comments:

□ □ □

Return-Flow Enema
36. Wash hands/liand hygiene. 

Comments:

□ □ □

37. Assess if client umlerstands procedure. 

Comments:

□ □ □

con tinned  on the fo llow ing  page
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con tim ied  fro m  the previous page

Procedure 39-7 
Administering an Enema

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

38. Apply gloves. 

Comments:

□ □ □

39. Place absorbent pad on bed under 

client. Assist client into left lateral 

position with light leg shaiply flexed. 

Comments:

□ □ □

40. If specified, heat solution to desired 

temperature using thermometer to 

measure. Solution should be at least 

lx)dy temperature to prevent cramping 

and discomfort.

Comments:

□ □ □

41. Pour solution into bag or bucket, open 

clamp, atid allow solution to prime 

tubing. Clamp tubing when primed. 

Comments:

□ □ □

42. Lubricate 5 cm of rectal tube unless 

tube is prelubricated.

Comments:

□ □ □

43. Molding enema container level with 

rectum, have client take a deep breath. 

Simultaneously, slowly and smoothly 

insert rectal tube into rectum, beyond 

the internal sphincter, approximately 

7-10 cm in an adult. Aim rectal tube 

toward the client’s umbilicus. 

Comments:

□ □ □

44. Raise container hokling solution, and 

open clamp. Solution should be 30-4.5 cm 

(12-18 inches) above rectum for an adult. 

Comments:

□ □ □

con tim ied  on the fo llo iring  page
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c o n l i n i i e d  f r o m  t h e  p r e i ' i o t i s  p a g e

Procedure 39-7 
Administering an Enema

Abie to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

45. Slowly administer approximately 

200 cc of solution.

Comments:

□ □ □

46. Clamp tubing, and lower enema

container 12-18 inches below client’s 

rectum. Open clamp.

Comments:

□ □ □

47. Observe solution container for air 

bubbles as solution returns. Note any 

fecal particles.

Comments:

□ □ □

48. When no fuilher solution is returned, 

clamp tubing and raise enema 

container 12-18 inches above 

client’s rectum. Open clamp: instill 

approximately 200 cc of fluid. 

Conmients:

□ □ □

49. Repeat rai.sing and lowering solution 

container until no further flatus is seen. 

A good rule of thumb is not more than 

three times.

Comments:

□ □ □

50. After final return of fluid, clamp tubing 

and gently remove it from client’s anus. 

Clean aims with tissue to remove any 

lubricant or .solution.

Comments:

□ □ □

51. If client feels need to empty rectum, 

assist onto bedpan or up to bathroom or 

commode.

Comments:

□ □ □

conlin iied  on the fo llow ing  page
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con tim ied  from  the previous page

Procedure 39-7 
Administering an Enema

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

52. When client has finished expelling 

any retained solution, assist to clean 

perineal area, if needed.

Comments:

□ □ □

53. Return client to comfortable position. 

Place clean, dry protective pad under 

client.

Comments:

□ □ □

54. Observe any expelled solution, and 

document results.

Comments:

□ □ □

55. Remove gloves: wash hands/hand 

hygiene.

Comments:

□ □ □
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Checklist for Procedure 39-8 Irrigating and Cleaning a Stoma

Name

Scliool

Date

Instnictor 

Gmrse _

Procedure 39-8
Irrigating and Cleaning a Stoma

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wash hancl.s/hancl hygiene. 

Commenis:

□ □ □

2. Apply clean glove.s. 

Comments:

□ □ □

3. A.sseitihle irrigation kit. Attach cone or 

catheter to irrigation bag tubing. 

Comments:

□ □ □

4. Fill iiTigation bag with 1(K)() cc tepid tap 

water.

Commeiits:

□ □ □

5. Open clamp and let water from irrigation 

bag fill tubing.

Comments:

□ □ □

6. 1 lang bottom of irrigation bag at height 

of client’s shoulder, or 18 inches above 

stoma if client supine.

Comments:

□ □ □

7. Check direction of intestine by iii-serting 

a gloved finger into orifice of stoma. 

CommeiUs:

□ □ □

coiiliin ied  on llie fo llow ing  page
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324 • Checklist -  Irrigating and Cleaning a Stoma

Procedure 39-8
Irrigating and Cleaning a Stoma

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

8. Place irrigation sleeve over stoma: hold 

in place with belt.

Comments:

□ □ □

9. Spray inside of irrigation sleeve and 

bathroom with odor elitninator. 

Comments:

□ □ □

10. Cuff end of irrigation sleeve and place 

into toilet bowl or bedpan.

Comments:

□ □ □

11. Lubricate cone end of irrigation tubing, 

and insert into stoma orifice through top 

opening of irrigation sleeve.

Comments:

□ □ □

12. Clo.se top of irrigation sleeve over 

tubing.

Comments:

□ □ □

13. Slowly run water through tubing into 

colon.

Comments:

□ □ □

14. Remove cone after all water has 

emptied out of inigation bag. 

Comments:

□ □ □

L5. Close end of irrigation sleeve by 

attaching it to top of sleeve. 

Comments:

□ □ □

con tinued  on the fo llow ing  page
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Procedure 39-8 • 325

Procedure 39-8
Irrigating and Cleaning a Stoma

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

16. Eiicourage client to ambulate to 

facilitate emptying remaiiiiug stool 

from colon.

Comments:

□ □ □

17. Remove irrigation sleeve after 

20-30 minutes or when stool is no 

longer emptying from colon. 

Comments:

□ □ □

18. Cleanse stoma and skin with warm tap 

water. Pat dry.

Comments:

□ □ □

19. Place gauze pad over stoina to absorb 

mucus from stoma.

Comments:

□ □ □

20. Secure gauze with hypoallergenic tape. 

Comments:

□ □ □

21. Remove gloves; wash hand.s/hand 

hygiene.

Comments:

□ □ □
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Giecklist for Procedure 39-9 Changing a Colostomy Pouch

Name Date

Sclldol

Iiistniclor 

Course __

Procedure 39-9 
Changing a Colostomy Pouch

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Gathere(|uipineiit. Explain procedure 

to client, liichide caregivers in 

instruction if indicated.

2. Assist client to a standing or sitting 

position. Standing is preferred.

3. Wash hand.s/hand hygiene. A[)ply 

gloves.

4. Remove .soiled pouch by gently 

pressing on the skin while pulling the 

pouch.

5. Dispose of the pouch in a plastic bag 

after removing the clip used to seal the 

[)ouch.

6. Clean.se the skin with .soap and water.

7. Inspect the perislotiial skin for redne.ss 

or altered skin integrity. Consult with 

enterostomal nurse if lesions ob.served.

8. Reniove excess hair w ith safely razor or 

electric razor.

9. Inspect pouch opening and ensure it 

fits the stoma. Use a |)ouch pattern to 

customize fit if indicated.

10. Apply a skin sealant or skin paste if 

indicated. Apply skin barrier.

11. Gently apply pouch and j)ress into 

place. Seal inferior opening with the 

clip or rubber band.

12. Remove gloves and di.scard. Wash 

hands/hand hygiene.

13. Note tyi>e and size of pouch; condition 

of stoma; any drainage, amount, and 

oflor; conilition of surrounding skin; 

and client respon.se.

□ □ □
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Checklist for Procedure 40-1 Postoperative Exercise Instruction

Name _ 

Scliiiol

lllslrVR'tDr 

Course __

Date

Procedure 40-1
Postoperative Exercise Instruction

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wash liaiids/haiid hygiene; 

organize equipment. 

Commenis:

□ □ □

2. Check client s identification band. 

Commenis:

□ □ □

3. Place client in sitting position. 

Commenis:

□ □ □

4. Demonstrate deep breathing exercise. CH
Commenis:

□ □

5. Have client return demonstrate deep

breathing:

• Place one hand on abdomen iluring 

inhalation.

• Expand abdomen and rib cage on 

inspiration.

• Inhale slowly and evenly through nose 

until maximal chest expansion achieved.

• Hold breath for 2-3 seconds.

• Slowly exhale through mouth until 

maxiiTial chest contraction achieved.

• Repeat exercise three or four times; 

allow client to rest.

Comments:

□ □ □

6. Demonstrate s[)linting anfl coughing. IHI
Commenis:

□ □

coiilinited on the fo llow ing  ¡»age
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c o n t i n n e d  f r o m  t h e  p r e v i o u s  p a g e

Procedure 40-1
Postoperative Exercise Instruction

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

7. Don gloves. 

Commenis:

□ □ □

Keep client in sitting position, head 

slightly flexed, shoulders relaxed and 

slightly fonvard, and feet supported 

on floor.

Commenis:

□ □ □

9. Teach and return demonstrate s|)linting

and coughing. Have client:

• Slow ly raise head and sniff air.

• Bend fonvard and exhale slowly 

through pursed lips.

• Repeat breathing two or three times.

• Place a folded pillow against abdomen 

when ready to cough: grasp pillow 

against abdomen with clasped hands.

• Take deep breath and begin coughing 

iiTuiiediately after completing 

inspiration by bending forward slightly 

and producing a series of soft, staccato 

coughs.

• Have ti.ssue ready.

Commenis:

□ □ □

10. Instruct client on use of an incentive

spirometer. Have client;

• Hold a volume-oriented incentive 

s|)irometer upright.

• Take a normal breath and exhale, then 

seal lips tightly around mouthpiece; 

take slow, deep breath to elevate the 

balls in plastic tube; hold inspiration 

for at least 3 seconds.

• Sinuiltaneously, client measures 

amount of inspired air volume on 

calibrated plastic tube.

• Remove mouthpiece; exhale normally.

• Take several normal breaths.

• Repeat procedure four or five times.

□ □ □

coiilinued on llie fo llo iving  page
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c o n t i n n e d  f r o m  t h e  p r e r i o i i s  ¡ > n g e

Procedure 40-1
Postoperative Exercise Instruction

Able to
Perform

Able to
Perform with
Assistance

Unable to
Perform Initials/Date

• Cougli after incentive effort; repeat 

Action 9. Have a tissue ready.

• (Hean mouthpiece under running 

water and place in clean container.

Comments:

11. Explain leg and foot exercises to client. lU  

Comments:

□ □

12. Instruct client to return demonstrate in

bed. Have client:

• With heels on bed, push toes of both 

feet toward foot of bed until calf 

muscles tighten; then relax feet. Pull 

toes toward chin until calf muscles 

tighten; then relax feet.

• W'ith heels on bed, lift and circle both 

ankles, first to right and then to left; 

repeat three times; relax.

• Flex and extend each knee 

alternatively, sliding foot up along 

betl: relax.

Comments:

□ □ □

13. Show client how to turn in bed and get 

out of bed.

Comments:

□ □ □

14. Instmct client who will have a left

sided abdominal or chest incision to 

turn to right side of bed and sit up as 

follows:

• Flex knees.

•  Splint incision w ith right hand or 

small pillow.

• Turn toward right side by pushing 

will) left foot and grasping shoulder of 

imrse or foot rail with left hand.

□ □ □

con tinned  on the fo llo irin fipnge
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coiiliiined fro m  the previous page

Procedure 40-1
Postoperative Exercise Instruction

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

• Raise up to sitting position on side 

of bed by using left arm and hand to 

push down against mattress. 

Comments:

15. Reverse instructions (use left side 

instead of right) for client with a right

sided incision according to Action 14. 

Comments:

□ □ □

16. Instruct clients recovering from 

orthopedic surgery how to use a 

trapeze bar.

Comments:

□ □ □
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Checklist for Procedure 40-2 Administering Pulse Oximetry

Name

School

Date

Instructor 

Course _

Procedure 40-2 
Administering Pulse Oximetry

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

1. Wash haiids/haiid hygiene. 

Comments:

□ □ □

2. Select an appropriate sensor, usually 

fingertip.

Comments:

□ □ □

3. Select an a|)propriate site for sensor. 

Assess for capillary refill and proximal 

pul.se.

Comments:

□ □ □

4. Clean site with alcohol wipe. Remove 

artificial nails or nail polish, if present, 

or select another site. Clean any tape 

adhesive. Use soap and water, if 

nece.s.sary. to clean .site.

Comments:

□ □ □

5. Apply sensor. Make sure detectors 

are aligned on opposite sides of selected 

site.

Comments:

□ □ □

6. Contiect sensor to oximeter 

with sen.sor cable. Turn on 

iTiachine. Keep plugged in. 

Comments:

□ □ □

con tinned  on the fo llo iving  pitge
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coiilinned fro m  the previous page

Procedure 40-2 
Administering Pulse Oximetry

Able to 
Perform

Able to 
Perform with 
Assistance

Unable to 
Perform Initials/Date

7. Adjust alarm limits for high and low 

Og saturation levels, according to 

maimfacturer’s directions. Adjust 

volume.

Comments.'v

□ □ □

8 . If taking a reading, note results. If 

continuous monitoring, move site 

of spring .sensors every 2 hours and 

adhesive sensors every 4 hours. 

Comments:

□ □ □

9. Cover sensor with a sheet or towel to 

protect from exposure to bright light. 

Comments:

□ □ □

10. Notify prescribing practitioner of 

abnormal results.

Comments:

□ □ □

11. Record results of 0^ saturation 

measurements, according to 

prescribing practitioner’s order or 

protocol. Document type of sensor 

used, application site, hemoglobin 

levels, and assessment of client’s skin 

at sensor site.

Comments:

□ □ □
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