
 
 
 

 HHA Competency Teaching Sheet 
 

Revised 3.21.19 

Client Name: ________________________________ 

Bathing Bed Bath- PROCEDURE:  

Wash hands before and after assisting the client with any procedure and before and after the use of gloves. Use 
Standard Infection Control Practices.   

How Do You Give a Bed Bath? 

Gather your materials 

To give a bed bath, you will need: 
• Four or more washcloths or bath sponges. 

• Three or more towels. 

• Two wash basins (one for soapy water, one for rinsing). 

• Soap (a bar of soap, liquid soap, or wipes). 

• "No-tears" or baby shampoo or no-rinse shampoo. 

• Body lotion. 

• A waterproof cloth to keep the bed dry. 

• A table or stand to hold the materials. 

Get ready for the bath 
• Ask the person if the room is too warm or too cool, and change the temperature if needed. 

• Make sure that the bed is high enough so that you don't hurt your back. If it is low, it is okay to put your knee on 
the bed to reach over and bathe the person. 

• Place a waterproof mat or sheet under the person to keep the bed dry. 

• For privacy, make sure the door is shut and the blinds or drapes are closed. 

Some things to remember 
• After you or your loved one washes an area, turn the washcloth so you can use a new, clean part of it for the next 

area. Use a new washcloth when you need one. 

• As you help your loved one wash, check the skin for redness or sores. Pay special attention to areas with creases, 
such as beneath the breasts or the folds on the stomach. Also look at the groin area and bony areas, such as the 
elbows and shoulders. 

How to help with or give the bath 
1. Fill two basins with warm water. One is for soaping up a washcloth and wringing it out. The second basin holds 

clear, warm water for rinsing off the soap with a washcloth. 
2. Wash and dry your hands. 
3. Use the back of your hand to test the water to make sure it's not too hot. 
4. Think about whether to wear gloves, especially if the person has been vomiting or has had diarrhea. It's a good 

idea to wear a mask if the person has a contagious illness, such as the flu. 
5. Let the person undress and wash as much as he or she is able. Remove clothing only from the area you are going to 

wash. For example, uncover an arm, wash and dry it, and then put it back into a shirt or gown. 

https://www.peacehealth.org/medical-topics/id/abq1628#abq1628-sec
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6. Wash with the washcloth and soapy water or wipes, and then rinse using another washcloth and the clear water. 
7. Start with the cleanest areas of the body and finish with the areas that are less clean. Get the washcloth ready for 

your loved one to wash himself or herself. Or you can gently wash the person if he or she can't do it. 
 Wash the eyelids, starting from the inside and moving out. 

 Wash the face, ears, and neck. 

 Wash the arms one at a time, and then the hands. 

 Wash the chest and belly, including the belly button. 

 Wash one leg, and then the other. 

 Wash the feet and in between the toes. 

 Help the person roll on his or her side so you can wash the back side. (If you can't roll a person by yourself, 
get someone to help you so that you don't hurt your back.) Then help the person roll on his or her back. 

 Pour out the water (which by now may be cold) and replace it with fresh warm water. 

 Using a new washcloth, clean the genital area first and then the anal area. 

8. Remove gloves if you are wearing them. Change the water and wash the hair. You can use water and "no-tears" or 
baby shampoo or a no-rinse shampoo. Look carefully at the scalp for any redness or sores. 

9. Apply an unscented body lotion to protect the skin and keep it from becoming dry. Don't put lotion on areas that 
can become moist, such as under the breasts or in the folds of the groin. 

10. Help the person as needed to finish dressing. 
11. Put away your supplies and wash your hands. 
12. For any questions about the procedure, please call the nurse. 
 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
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Client Name: ________________________________ 
 
BEDPAN PROCEDURE:  
Wash hands before and after assisting the client with any procedure and before and after the use of 
gloves. Use Standard Infection Control Practices.   
 
 

1. Explain procedure speaking clearly, slowly, and directly, maintaining face-to-face 
contact whenever possible 

2. Provide privacy considering shutting the door and closing curtains. 
3. Before placing bedpan, have the client lay flat. 
4. Put on clean gloves before handling bedpan 
5. Place bedpan correctly under client’s buttocks. 

A. Turn client onto their side 
B. Place the bedpan up against the client’s buttocks. 
C. While holding the bedpan in place assist the client to turn back over so they are 

sitting on the bedpan. 
6. After positioning client on bedpan and removing gloves, raise the head of bed or prop 

the client up. 
7. Place toilet tissue and hand wipes within reach of the client. 
8. If the client can be left alone have a signaling device within reach or ask the client how 

they    would like to be signaled for you to come back in. 
9. Put clean gloves on before bedpan is removed 
10. Lower the head of bed or remove the prop from behind the client before bedpan is 

removed. 
a. While holding the bedpan, turn the client over their side assuring the bedpan 

does not tip. 
b. Pull the bedpan out from under the client and set aside. 
c. If client is dependent in cares, assist the client by wiping for the client. 
d. Assist the client to turn back over onto their back. 

11. Empty the bedpan in the toilet and rinse well. 
12. After rinsing bedpan, places bedpan in designated dirty supply area 
13. After placing bedpan in designated supply area, remove and dispose of gloves (without 

contaminating self) into waste container and wash hands 
14. For any questions about the procedure, please call the nurse. 
15.  
Please contact the Nurse  

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
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Client Name: ________________________________ 
 

FEEDING ASSISTANCE – RISK OF ASPIRATION 
FEEDING PROCEDURE: 

Signs and Symptoms of Swallowing Problems 

• Drooling, or having food or fluid leak out of the nose. 
• Having food left over in the mouth after swallowing. 
• Feeling pain when swallowing, or feeling like something is stuck in the throat. 
• Having to make unusual movements of the head or neck when swallowing. 
• Coughing or choking a lot when eating or drinking. 
• A wet or gurgle-like voice after swallowing.  

PREPARATION BEFORE FEEDING: 
 
Ensure the utensils are clean. Use no slip mat to fix utensil on the table for easier feeding.  

• Use smaller spoons to control feeding amount and minimize the risk of choking.  
• Use straws or specially designed cups to control the amount and flow of fluids during drinking.  
• Wash hands thoroughly with water and soap.  
• Assist the client in hand washing before every meal.  
• Communicate with the client before feeding. Discuss the menu to stimulate interest. Explain 

to the client what you are doing and try to gain their cooperation.  
• Ensure all the food and necessary feeding aids are within their reach.  
FEEDING: 
• Provide a 30-minute rest period prior to meal time; a rested person will likely have less difficulty 

swallowing. Make sure client is fully alert during feeding.  
• Sit the person upright in a chair; if confined to bed, elevate the back to a 90-degree angle. 
• Slightly flexing the person’s head to achieve a ‘chin-down’ position is helpful in reducing 

aspiration in some types of dysphagia 
• Do not rush, allow plenty of time for feeding.  Serve food at the right temperature.  
• Vary placement of food in the person’s mouth according to the type of deficit. For example, 

food may be placed on the right side of the mouth if left facial weakness is present. 
• Observe for any signs of swallowing difficulties: Common signs and symptoms may include one 

or more of the following: 
o  Frequent coughing, shortness of breath or noisy breathing, fever or chills.  
o Chest pain with a cough or deep breath. 
o Trouble swallowing, or you feel like something is stuck in your throat. 
o Feeling dizzy, faint, or having new trouble thinking (confusion). 

AFTER FEEDING: 

• After feeding, wash your hands, apply gloves, and check the mouth for any food debris and 
apply oral care and wipe the mouth with wet towel and maintain good personal hygiene.  

• Have the client remain in an upright position for at least 20 to 30 minutes to prevent aspiration.  
• Observe after feeding for signs of aspiration and choking.  
• Remove gloves and wash hands.  
• Contact the nurse if any sign of aspiration or if the client refuses to eat.  
• For any questions about this procedure, please call the nurse.  
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Client Name: ________________________________ 
 

FINGERNAIL/FOOT CARE 
EQUIPMENT 

• Large basin 
• Bath thermometer if available 
• Soap, lotion, emery board 
• Bath towel and washcloth 
• Plastic sheeting or towel  
• Disposable nonsterile gloves 

 FOOT CARE PROCEDURE 
 

1. Explain the procedure to the client. 
2. Assemble the equipment at a convenient work area. 
3. Fill a basin half full of warm water, leaving sufficient space for rinse water. 
4. Place plastic sheeting under the basin to prevent the floor from getting wet. 
5. Assist the client in placing his or her feet in the basin of soapy water. 
6. Rinse the soapy solution from the client’s feet with clear water. 
7. Assist the client in removing his or her feet from the basin, taking care not to get the 

floor wet. 
8. Dry the client’s feet thoroughly, especially between the toes. Examine the client’s feet 

carefully for redness or open areas.  
9. Notify the nurse if any open areas.  
10. Apply lotion to the client’s feet if indicated on the plan of care.. 
11. File toe nails for the client, as needed 
12. Assist client with applying sock and shoes/slippers 
13. Clean and replace the equipment. Discard disposable items according to Standard 

Precautions 
14. For any questions about this procedure, please call the nurse.  

 
Fingernail Care Procedure 

1. Explain the procedure to the client. 
2. Assemble the equipment at a convenient work area. 
3. Fill a basin half full of warm water, leaving sufficient space for rinse water. 
4. Place plastic sheeting under the basin to prevent the floor from getting wet. 
5. Assist the client in placing his or her hands in the basin of soapy water. 
6. Rinse the soapy solution from the client’s hands with clear water. 
7. Dry the client’s hands thoroughly, especially between the fingers.  
8. Apply lotion to the client’s feet if indicated on the plan of care.. 
9. File finger nails for the client, as needed 
10. Clean and replace the equipment. Discard disposable items according to Standard 

Precautions 
11. For any questions about this procedure, please call the nurse.  

 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 



 
 

HHA Competency Teaching Sheet 

Reviewed 2/4/19 AKN 
 

  
 



 
 

HHA Competency Teaching Sheet 
Client Name: ________________________________ 
 
POSITIONING AND SKIN CARE PROCEDURE  
 
Wash hands before and after assisting the client with any procedure and before and after the 
use of gloves. Use Standard Infection Control Practices.   
 
1. Explain the procedure to the client. 
2. Implement the following skin-care precautions with the client.  

a. Check the skin for redness; protect reddened areas from further damage with attention 
to bony prominences. 

b. Wash the skin with a mild soap and soft washcloth; avoid hot water. During the 
cleansing process, be careful to minimize the force and friction applied to skin. Skin 
should be cleansed at the time of soiling and at routine intervals. 

c. Rinse thoroughly with clear water, and blot dry with a towel. 
d. Apply lotion; massage and stroke lightly around the bony prominence; avoid massaging 

over a bony prominence. 
e. Keep sheets and linens wrinkle free. 
f. Place the bed-bound client in a position assuring correct body alignment when he or she 

is at rest to prevent pressure over bony prominences (this can be accomplished by using 
pillows). 

g. Plan a simple schedule of turning the immobile client every 2 hours from side, to back, 
to side to reduce the effects of prolonged pressure; minimize skin injury caused by 
friction and shear forces through proper positioning, transferring, and turning 
techniques. 

h. Instruct clients who are able to do so to shift their weight every 15 minutes. 
i. Use elbow and heel protectors, socks, or a sheepskin to relieve friction and excessive 

pressure on areas that are vulnerable to skin breakdown. 
j. Use lifting devices, such as a trapeze or bed linen, to move (rather than drag) individuals 

who are in bed and who cannot assist with transfers or position changes. 
3. Encourage adequate hydration. 
4. Discard disposable items according to Standard Precautions.  
5. If you have any question regarding this procedure, call the nurse.  
 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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Client Name: ________________________________ 
 
SHAVING PROCEDURE  
 
Wash hands before and after assisting the client with any procedure and before and after the 
use of gloves. Use Standard Infection Control Practices.   
 

1. Explain the procedure to the client.  
2. Assist the client to a comfortable position, preferably sitting up.  
3. Place towels over the client’s chest and under his head.  
4. Fill a basin full of warm water (temperature should be at client comfort level).  
5. Apply a warm washcloth to the client’s face to help soften the beard.  
6. Apply shaving cream.  
7. Pull the skin tight in the opposite direction to razor, and shave, using firm strokes.  
8. Rinse the razor’s blade frequently, and remove excess hair with a tissue. Change the 

water as needed.  
9. Rinse the client’s face, pat dry, and apply after-shave lotion.  
10. Clean and replace the equipment.  
11. Discard disposable items according to Standard Precautions.  
12. If you have any questions regarding this procedure, call the nurse.  

 
 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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Client Name: ________________________________ 

 
SHAVING: ELECTRIC 

 
Electric shavers may be easier to use than regular razor shavers. This is especially true if the 
client cannot move very well or is weak. The following steps will help when shaving. 
 
EQUIPMENT 

• Disposable gloves. 
• Electric shaver. 
• Towel. 
• Pre-shave and after shave lotion (optional) 
• Mirror (optional) 

 
PROCEDURE 
Get the client ready for his/her shave. 

1. Assist the client into a comfortable position 
2. Plug in the shaver. 
3. Wash hands 
4. Put on disposable gloves. 
5. Turn on the electric shaver. 
6. Press the shaver firmly against the skin, using circular motions. 
7. Shave each area until it looks and feels smooth. If client is alert, ask client if it feels all 

right. 
Finish the shave. 

8. Apply aftershave or lotion if client requests it. 
9. Clean the shaver head and put it away. 
10. Clean and put away other items used for shaving. 
11. Remove gloves and discard 
12. If you have any questions regarding this procedure, call the nurse 

 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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Client Name: ________________________________ 

 
Tooth Care: Dentures 

 

How to Clean Dentures 
Plaque can form on dentures, just like natural teeth. If they are not removed every day, your dentures may 
look less white and bright. It is also important to clean your dentures with a denture brush and soak them in a 
cleanser solution daily to avoid odor. 

1. Clean your dentures over a sink filled with water to avoid damage if you drop them. 
2. Rinse dentures thoroughly in warm water to remove any loose food particles. 
3. Use a denture cleanser. (Conventional toothpaste, bleach, vinegar and soap are not designed for denture 

cleaning and could, in some cases, cause damage. Scratched dentures will harbor unsightly plaque 
bacteria, causing denture odor. Harsh products like bleach may even turn the pink parts of your dentures 
white.) 

4. Moisten a denture brush (not a soft-bristle toothbrush) to clean all surfaces of your denture gently. 
Brushing too hard can damage any plastic or metal parts. Rinse and brush in clean, warm water. 

5. Brush your gums, tongue and natural teeth with a fluoride toothpaste before reinserting your dentures. 
This will help remove plaque from your teeth, stimulate circulation in your mouth and help maintain good 
oral health.  

6. Turns client's head to side and rinses mouth with small amounts of water, and with mouthwash upon 
request  

How to Remove Dentures 
1. Swish your mouth with warm water or a mouthwash. 
2. Fill the sink with warm water to avoid breaking the dentures if they are dropped. 
3. Remove your top denture by placing your thumb against your front teeth and press upward and outward 

toward your nose. 
4. Remove your lower denture by slowly pulling on it while applying a rocking motion. 

 

 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  

 

RN Signature Date 
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Client Name: ________________________________ 

 
Tooth Care: For Dementia Client 

 

Why It Is Important 
• If the mouth isn’t kept clean it could cause painful gum infections and tooth decay. 
• Tooth ache can cause people with dementia to go off their food or become restless and easily irritated. 
• Dental work, such as fillings and tooth extraction, isn’t pleasant at the best of times, but can be 

traumatic for someone with dementia – and is best avoided. 

How to Help? 
Prompts 
In the early stages of the dementia journey, a quick reminder may be all that’s needed. This could mean a 
phone call, a text, or a note stuck in a prominent place in the bathroom. 
 
Sensitive supervision 
If you suspect a loved one might be struggling to remember what to do with a toothbrush, you could suggest 
you both brush your teeth at the same time. Watching you, and copying what you do, might be enough. 
 
Use a children's toothbrush 
Helps improve access to difficult to reach areas at the back of the mouth because the brush head is smaller. 
Remove dentures before cleaning the teeth 
Sounds obvious, but you'd be surprised how many people assume you can keep them in. Removing them 
makes cleaning them much easier. 
 
Try brushing in the bath 
There's less worry about getting toothpaste on clothes - just save it for the end of the bath session just before 
they get out and when they're at their most relaxed. 
 
Use a fluoride toothpaste 
This helps keep enamel strong and encourage spitting but not rinsing of the mouth as that keeps toothpaste 
on the teeth rather than washing it away where it can't provide a protective layer. Especially important if they 
suffer from sensitive teeth. 
 
Brush the gums 
Don't avoid brushing near the gums, even if they're bleeding. If they are left unclean, this will only worsen gum 
problems. 
 
Try distraction videos or music 
Useful if they don't really enjoy having their teeth brushed but have a favorite TV show or piece of music to 
keep them happy while it's being done. 
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Not Working? 
Don’t worry, you aren’t alone. If the person you’re caring for refuses your help and/or is adamant they’ve 
already brushed their teeth, it can be extremely difficult to persuade them otherwise. 
 
Here’s a step-by-step guide that’s worth trying 

1. Use the kitchen sink, rather than the bathroom. A change of environment could lead to a change in 
response. Put their toothbrush and toothpaste right next to the sink (beside yours) where they can 
easily see it. 

2. Say something like, ‘we need to brush our teeth’ or ‘why don’t we brush our teeth together?’ Then 
turn on the water, pick up your brush and get started. 

3. Brush your own teeth without talking. 
4. When you’re finished, put down your toothbrush and say, ‘oh my mouth feels really fresh and clean 

now.’ Then pick up their toothbrush, put some toothpaste on it and hand to them smiling but without 
talking. 

5. If they still refuse to take the brush, try offering it again once more, smiling. But if they still won’t 
budge, smile and say, ‘it’s up to you,’ and walk away. 

6. Try this technique several times a day – maybe you might be able to find a time when they’re more 
responsive to the idea? 

7. Don’t give up. Try to stay positive, remember you’re doing the best you can under very difficult 
circumstances. 

8. If you have questions about this procedure, call the nurse 
 
 
 
 

 

 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  

 

RN Signature Date 
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GAIT BELT  
PROCEDURE  
 
Wash hands before and after assisting the client with any procedure and before and after the use of 
gloves. Use Standard Infection Control Practices.   
 
1. Explain the procedure to the client.  
2. To apply a transfer belt around the client’s waist, do the following:  

• Put the end of the transfer belt into the toothed side of the buckle. Pull it snug and 
thread the belt back through the buckle for security, Tuck the loose end in the belt.  

• Fasten the transfer belt securely around the client so that the belt does not slide up the 
client’s body.  

• The belt is always applied over clothing and must never touch the client’s skin.  
3. Stand in front of the client. Have the client gently slide him or her to the edge of the bed or chair. 

Have them place both feet on the floor about 12 inches apart and both hands palm down on the 
mattress at this side. Place one of your legs between the client’s legs and slightly bend your knees.  

4. If your client has been lying flat, always sit the client up for a few minutes before moving them out 
of bed.  

5. Reach around the client and grasp the transfer belt at the back with the thumbs and fingers pointing 
up.  

6. Have the client lean forward and on the count of three push off the bed with his hands to stand up.  
If your client has been lying flat, always sit the client up for a few minutes before moving them out 
of bed.  

7. While holding the transfer belt, allow the client to stand for 20 or 30 seconds, until he or she feels 
balanced.  

8. Using the transfer belt, with one hand hold the belt with an underhand grasp at the back of the 
client.  

9. Support the client in this same way as he walks to a nearby chair or commode.  
10. Using proper body mechanics gently lower the client into the bed or chair.  
11. Remove the transfer belt from the client. Remove gloves and wash hands.  
12. Always encourage the client to do the work and be independent and remember to use the belt as a 

support tool and not as a pulling device.  
13. For any questions about this procedure, please call the nurse 
 

 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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HOYER LIFT – BED TRANSFER 
 
PROCEDURE 
 
Wash hands before and after assisting the client with any procedure and before and after the use of 
gloves. Use Standard Infection Control Practices.   
 

1. Explain the procedure to the client.  
2. Assemble the equipment at a convenient work area and/or follow manufacturer’s directions for 

ceiling lift Hoyer’s.  
3. Position the Hoyer lift and Wheelchair/chair for smooth transfer of the client. Position the client 

in the center of the bed.  
4. Fold the Hoyer lift sling halfway under the client so that the lower edge of the sling is slightly 

below the client’s knees.  Go to the opposite side of the bed.  
5. Roll the client over the sling and pull the sling out flat.  
6. Position the Hoyer lift with the arms perpendicular to and directly over the client. The Hoyer lift 

base legs should be spread wide apart to avoid tipping. 
7. Connect the Hoyer lift chains to the sling. Connect the other ends of the Hoyer lift chains to side 

arms of the lift.  
8. Instruct the client to keep his or her arms inside the chains with the arms folded across the 

chest.  
9. Slowly pump the Hoyer lift hydraulic handle to raise the client from the bed.  
10. As soon as the client is clear of the bed, swing him or her away from the bed.  
11. Immediately position the client over the wheelchair/chair.  
12. Press the Hoyer lift hydraulic release valve, and stabilize the client while slowly lowering him or 

her into the wheelchair/chair.  
13. Remove the Hoyer lift hooks and chains; keep the client seated on the Hoyer lift sling. 
14. Never leave the client while the client is in the Hoyer lift.   
15. Reverse the procedure to return the client back to the bed.  
16. If you have any questions about the procedure, call the nurse.  

 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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SLIDING BOARD TRANSFER PROCEDURE  
 
Wash hands before and after assisting the client with any procedure and before and after the 
use of gloves. Use Standard Infection Control Practices.   
 

1. A slide board, also referred to as a transfer board, is an assistive device that creates a 
bridge between surfaces. The device is made of materials like plastic or wood. The client 
is able to scoot across the board, which decreases the need for a caregiver to lift the 
client from one surface to another.  

2. Explain the procedure to the client. 
3. Make sure client is wearing clothes or you are using a transfer sheet.  
4. Position the wheelchair at a 30- to 45-degree angle from the bed.  Have the client 

transfer to his stronger side. 
5. Transfer between surfaces of similar height. Or, transfer to a slightly lower surface.  
6. Remove the wheelchair armrest from the side the person will slide to, move the 

footrests out of the way and lock the wheels.  
7. Assist the client to a sitting position on the edge of the bed. The client should be able to 

comfortably rest his feet on the floor.  
8. Apply any orthopedic device and sturdy shoes prior to transfer. 
9. Place one end of the slide board under the client, between the buttocks and the back 

part of the thigh. Place the sliding board at least 1/3 under the client.  Place the other 
end of the slide board in the chair seat.  

10. Assemble a gait belt around the client at height of their belly button. Make sure the gait 
belt is snug, but not too tight. Grasp each side of the gait belt with an underhanded grip.  

11. Instruct the client to push up with his arms while slowly moving toward the wheelchair.  
12. Encourage using several short movements instead of one long movement 
13. Instruct the client to grip the far armrest when it is in reach to provide extra stability.  
14. Assist the client into a comfortable position. 
15. Remove the slide board and gait belt. Replace the wheelchair armrest. 
16. Between a wheelchair and other household surfaces. The basic steps listed above can 

also be used to transfer to and from other surfaces in the home. These include a toilet 
and a couch. 

17. If any questions about this procedure, please call the nurse. 

 

Signature below indicates training to this protocol and to the client-specific needs relating 
to it.  

 
RN Signature Date Staff Signature Date 
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WHEELCHAIR, WALKER, CANE USE 
PURPOSE  

• All staff will know how to use adaptive devices that provide mobility and facilitate independence.  
 
WALKER 

1. Explain the procedure to the client. 
2. Assist the client to a sitting position. 
3. Instruct the client to dangle his or her legs. 
4. Using a gait belt, help the client to stand as straight as possible. 
5. Instruct the client to move the walker forward and then to move one foot followed by the other. 
6. Caution the client on leaning forward and having the walker way out in front of them.  
7. Caution the client not to put the entire body weight on the walker. 

 
WHEELCHAIR 

1. Explain the procedure to the client. 
2. Adjust the foot pieces. (They can be folded and swung to the side for easy access to the bed, toilet, or tub.) 
3. Lock the brakes. 
4. Using a gait belt; help the client to stand facing you. 
5. Assist with a pivot transfer or allow client to take steps toward the wheelchair.  
6. Gently lower the client into the wheelchair. 

 
CANE 

1. Explain the procedure to the client. 
2. To ambulate, instruct the client to do the following: 

a. Hold the cane on the uninvolved side, close to the body; walk with a steady, even gait using the cane as support 
3. To ascend the stairs, instruct the client to do the following: 

a. Ascend stairs that have a railing by stepping up with the uninvolved leg and then follow with the involved leg 
b. Ascend stairs without a railing by holding the cane on the uninvolved side, close to the body; lead with the cane; 

step up, using the uninvolved leg and then follow with the involved leg 
4. To descend stairs, instruct client to do the following: 

a. Descend stairs that have a railing by stepping down using the involved leg and then follow with the 
uninvolved leg 

b. Descend stairs without a railing by holding cane on uninvolved side, close to the body; lead with the cane; 
step down using the involved leg and then follow with the uninvolved leg 

5. To sit down, instruct client to do the following: 
a. Place the cane near or against a chair for easy reach when standing; stand with the back of the legs against 

the edge of the seat of the chair; grasp the chair armrests with both hands; slowly lower self into the chair 
6. To stand up, instruct client to do the following: 

a. Grasp the armrests of the chair; place the involved foot/leg slightly forward; using the armrests for support, 
push up to rise from chair; ambulate with the cane as previously instructed 

 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  

RN Signature Date 
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Revised 1/16/20 

WHEN TO CALL 911 
Purpose:  
The RN will train home care staff regarding protocols in medical emergencies and when calling 911. 
 
Procedure:  
Call 911 if your client:  
• Has trouble breathing or has stopped breathing 
• Has no pulse 
• Is bleeding severely 
• Is having pain in the chest, neck, jaw, or arm  
• Is in a state of deteriorating unconsciousness or is unconscious 
• Has a suspected fracture  
• Has been badly burned 
• Is unable to move one or more limbs 
• Is having a seizure 
• Is suffering from: 

Hypothermia-below normal body temperature 
Hyperthermia-well above normal body temperature 

• Has been poisoned 
• Is having a diabetic emergency 
• Has apparently suffered a stroke 
• Is choking 
• Has diarrhea with bright red blood 

 
 
HOW TO USE 911: 

a. Dial 911 
b. Then state: 

1) This is a medical emergency. 
2) Give the phone number you are calling from. 
3) Give the address and any special directions for entering the building 
4) Describe the problem and how it happened, if known, otherwise just tell the facts and what has 

been observed. 
5) Give your name. 
6) Stay calm. 
7) Follow directions of the 911 dispatcher. 
8)  Hang up when the dispatcher says you can. 
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Revised 1/16/20 

 
 

a.   Wait for the 911 responder 
b.   Stay with the client and provide reassurance 
c.   Call the on-call RN. The RN will notify the client’s emergency contact person and/or responsible party.  
d.   Have documentation of DNR status, ready for the responder 
e.  Meet the emergency responder at the door  
f.   If the client is taken to the hospital, staff will secure and lock his/her apartment/home.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  

 

RN Signature Date 
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HHA Competency Teaching Sheet 

Reviewed 2/5/19 AKN 
 

Caregiver Name: ________________________________ 
 

What is a face mask 
Face masks are one tool utilized for preventing the spread of disease. Face masks are 
loose-fitting masks that cover the nose and mouth, and have ear loops or ties or bands 
at the back of the head.  

How to put on and remove a face mask 
Disposable face masks should be used once and then thrown in the trash. You should 
also remove and replace masks when they become moist. 

How to put on a face mask 
1. Clean your hands with soap and water or hand sanitizer before touching the 

mask. 
2. Remove a mask from the box and make sure there are no obvious tears or holes 

in either side of the mask. 
3. Determine which side of the mask is the top. The side of the mask that has a stiff 

bendable edge is the top and is meant to mold to the shape of your nose. 
4. Determine which side of the mask is the front. The colored side of the mask is 

usually the front and should face away from you, while the white side touches 
your face. 

5. Follow the instructions below for the type of mask you are using. 
o Face Mask with Ear loops: Hold the mask by the ear loops. Place a loop 

around each ear. 
o Face Mask with Ties: Bring the mask to your nose level and place the ties 

over the crown of your head and secure with a bow. 
o Face Mask with Bands: Hold the mask in your hand with the nosepiece or 

top of the mask at fingertips, allowing the headbands to hang freely below 
hands.  Bring the mask to your nose level and pull the top strap over your 
head so that it rests over the crown of your head.  Pull the bottom strap 
over your head so that it rests at the nape of your neck. 

6. Mold or pinch the stiff edge to the shape of your nose. 
7. If using a face mask with ties: Then take the bottom ties, one in each hand, and 

secure with a bow at the nape of your neck. 
8. Pull the bottom of the mask over your mouth and chin. 
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How to remove a face mask 
1. Clean your hands with soap and water or hand sanitizer before touching the 

mask.Avoid touching the front of the mask. The front of the mask is 
contaminated. Only touch the ear loops/ties/band.Follow the instructions below 
for the type of mask you are using. 

2. Face Mask with Ear loops: Hold both of the ear loops and gently lift and remove 
the mask. 

3. Face Mask with Ties: Untie the bottom bow first then untie the top bow and pull 
the mask away from you as the ties are loosened. 

4. Face Mask with Bands: Lift the bottom strap over your head first then pull the top 
strap over your head. 

5. Throw the mask in the trash. Clean your hands with soap and water or hand 
sanitizer. 

Signature below indicates training to this protocol and to the client-specific needs relating 
to it.  

RN Signature Date 
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Client Name: ________________________________ 
 
 
GENERAL GLOVING PROCEDURE:  
 

1. Prior to beginning any task or procedure, read the care plan and competency teaching 
sheets.   

2. If you have questions, call the nurse.  
3. Wash hands with soap and water before and after assisting the client with any 

procedure and before and after the use of gloves. Use Standard Infection Control 
Practices. 

4.  May use alcohol- based hand sanitizer in place of soap and water if hands are not 
soiled.  

5. Apply gloves: put a glove on dominant hand by grabbing it with the other hand – 
remembering to only touch the inside of the glove – and slipping it over the dominant 
hand until it reaches finger level. Next, use the gloved dominant hand to slip the other 
glove onto to the non-dominant hand. Once both gloves are on, the users can touch the 
outside of the gloves to ensure a proper fit. 

6. Perform the procedure 
7. If you are preforming more than one procedure, remove your gloves, wash your hands 

and apply clean gloves.  Never re-use gloves. 
8. When you have completed the last procedure, remove your gloves: Using the dominant 

hand, start by grabbing the outside of the glove on the non-dominant hand on the palm 
side near the cuff. Then, pull the glove off the non-dominant hand and place it in the 
gloved hand, balling it up. Next, slip two fingers under the cuff of the other glove and 
carefully peel it off the hand without touching the wrist, turning the remaining glove 
inside out as it is removed and in turn encasing the first glove.  

9. Dispose of Gloves. 
10. Wash your hands.  
11. Document that you have completed the procedure 
12. Notify the nurse if you have any questions or observations to report.  

 
 
 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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CORVID 19: All clients should supply gloves for the caregivers to use. The supply given to you is to use 
in case a client runs out during your shift. If a client needs gloves or is unable to purchase their own 
gloves, Notify Angela Nelson RN 
 
GENERAL GLOVING PROCEDURE:  
 

1. Prior to beginning any task or procedure, read the care plan and competency teaching 
sheets.   

2. If you have questions, call the nurse.  
3. Wash hands with soap and water before and after assisting the client with any 

procedure and before and after the use of gloves. Use Standard Infection Control 
Practices. 

4.  May use alcohol- based hand sanitizer in place of soap and water if hands are not 
soiled.  

5. Apply gloves: put a glove on dominant hand by grabbing it with the other hand – 
remembering to only touch the inside of the glove – and slipping it over the dominant 
hand until it reaches finger level. Next, use the gloved dominant hand to slip the other 
glove onto to the non-dominant hand. Once both gloves are on, the users can touch the 
outside of the gloves to ensure a proper fit. 

6. Perform the procedure 
7. If you are preforming more than one procedure, remove your gloves, wash your hands 

and apply clean gloves.  Never re-use gloves. 
8. When you have completed the last procedure, remove your gloves: Using the dominant 

hand, start by grabbing the outside of the glove on the non-dominant hand on the palm 
side near the cuff. Then, pull the glove off the non-dominant hand and place it in the 
gloved hand, balling it up. Next, slip two fingers under the cuff of the other glove and 
carefully peel it off the hand without touching the wrist, turning the remaining glove 
inside out as it is removed and in turn encasing the first glove.  

9. Dispose of Gloves. 
10. Wash your hands.  
11. Document that you have completed the procedure 
12. Notify the nurse if you have any questions or observations to report.  

 
 
 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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Client Name: ________________________________ 
 

Handwashing 
PROCEDURE 
Keeping hands clean through hand hygiene is one of the most important steps to avoid getting sick and 
spreading germs to others. Many diseases and conditions are spread by not washing hands with soap and clean, 
running water. If soap and water are unavailable, use an alcohol-based hand sanitizer that contains at least 60% 
alcohol to clean hands. 
 
Wash Hands (at minimum) 

• Before and contact with a client 
• Before performing an aseptic task (i.e.,performing wound care) 
• After contact with a client or objects in the immediate vicinity of the client 
• After contact with blood, body fluids, or contaminated surfaces 
• Moving from a contaminated-body site to a clean body site during client care 
• After removal of personal protective equipment 
• Before, during, and after preparing food 
• After changing a diaper or assisting with toileting or incontinence care 
• After touching garbage 
• After touching an animal/pet and/or their food 

 
Handwashing Procedure: 
_____ Wets hands with clean running water and apply soap 
_____ Lathers hands by rubbing them together with soap including the front and back of hands, between 
          fingers, and under nails 
_____ Scrubs hands for at least 20 seconds 
_____ Rinses hands well under clean running water 
_____ Dries hands with a paper towel or air-dry them 
 
Hand Sanitizer     *Hand sanitizers are not as effective when hands are visibly dirty 
_____ Apply the product to the palm of one hand (read label for correct amount). 
_____ Rub your hands together 
_____ Rub the product over all surfaces of your hands and fingers until hands are dry. 
Gloving Application and Removal 
Application 
_____ Washes hands 
_____ Applies gloves to clean hands up and over wrists 
Removal 
_____ Grasps outer edge of cuff on non-dominant hand and pulls off inside out and places in gloved hand 
_____ Grasps remaining glove with ungloved hand from the clean, inside surface.  Pull inside out and 
           discard in the garbage 
_____ Washes hands 
 
 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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COVID 19: Clients should have soap and paper towels on hand but if they do not use the supplies 
provided to you.  Notify Angela Nelson, RN if client does not have the necessary supplies to wash your 
hands.  
 

Handwashing 
PROCEDURE 
Keeping hands clean through hand hygiene is one of the most important steps to avoid getting sick and 
spreading germs to others. Many diseases and conditions are spread by not washing hands with soap and clean, 
running water. If soap and water are unavailable, use an alcohol-based hand sanitizer that contains at least 60% 
alcohol to clean hands. 
 
Wash Hands (at minimum) 

• Before and contact with a client 
• Before performing an aseptic task (i.e., performing wound care) 
• After contact with a client or objects in the immediate vicinity of the client 
• After contact with blood, body fluids, or contaminated surfaces 
• Moving from a contaminated-body site to a clean body site during client care 
• After removal of personal protective equipment 
• Before, during, and after preparing food 
• After changing a diaper or assisting with toileting or incontinence care 
• After touching garbage 
• After touching an animal/pet and/or their food 

 
Handwashing Procedure: 
_____ Wets hands with clean running water and apply soap 
_____ Lathers hands by rubbing them together with soap including the front and back of hands, between 
          fingers, and under nails 
_____ Scrubs hands for at least 20 seconds 
_____ Rinses hands well under clean running water 
_____ Dries hands with a paper towel or air-dry them 
 
Hand Sanitizer     *Hand sanitizers are not as effective when hands are visibly dirty 
_____ Apply the product to the palm of one hand (read label for correct amount). 
_____ Rub your hands together 
_____ Rub the product over all surfaces of your hands and fingers until hands are dry. 
 
 
 
 
 
 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 

  
 



 
 
 

Recover Care Competency Sheet 

Updated 2.5.19 

Client Name: ________________________________ 

 
Heimlich Maneuver 

 

Conscious Adult 

• In the event of choking, rescuers should take action if they see signs of severe airway obstructions 
(including poor air exchange and increased breathing difficulty, a silent cough, and cyanosis or if the 
person is unable to speak or breathe). 

• To differentiate between mild airway obstruction and severe airway obstruction, the rescuer should 
ask, "Are you choking?" If the victim nods yes, assistance is needed. Choking also often is indicated by 
the Universal Distress Signal (hands clutching the throat). 

• If the person can speak, cough or breathe, do not interfere. 
• If the person cannot speak, cough or breathe, give abdominal thrusts known as the Heimlich 

maneuver. 
• To employ the Heimlich maneuver, reach around the person's waist. Position one clenched fist above 

the navel and below the rib cage. Grasp your fist with your other hand. Pull the clenched fist sharply 
and directly backward and upward under the rib cage six to 10 times quickly. 

• In case of obesity or late pregnancy, give chest thrusts. 
• Continue uninterrupted until the obstruction is relieved or advanced life support is available. In either 

case, the person should be examined by a physician as soon as possible. 

Unconscious Adult 

• Position the person on his or her back, arms by side. 
• Shout for help. Call 911 or the local emergency number. 
• Perform a finger sweep to try to remove any foreign body from the mouth. Only remove an object you 

can see and easily extricate. 
• Listen for breathing and watch for the chest to rise and fall. If the person is not breathing, perform 

rescue breathing. If unsuccessful, give six to 10 abdominal thrusts (the Heimlich maneuver). To 
perform abdominal thrusts on an unconscious person, kneel over the person and place the heel of one 
hand on the person's abdomen, slightly above the navel. Next, place your other hand on top of the 
first. Press into the abdomen with quick, upward thrusts. 

• Repeat sequence: Perform finger sweep, attempt rescue breathing, and perform abdominal thrusts, 
until successful. 

• Continue uninterrupted until the obstruction is removed, or advanced life support is available. When 
successful, have the person examined by a physician as soon as possible. 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  

RN Signature Date 
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Recover Care Competency Sheet 

Updated 10.17.19 

Client Name: ________________________________ 

 
Seizure Precautions 

 

Non-Convulsive Seizure 
What To Do If Someone Has A Non-Convulsive Seizure (staring blankly, confused, not responding, movements are 
purposeless) 

 1. Stay with the person. Let the seizure take its course. Speak calmly and explain to others what is happening.  

2. Move dangerous objects out of the way.  

3. DO NOT restrain the person.  

4. Gently guide the person away from danger or block access to hazards.  

5. After the seizure, talk reassuringly to the person. Stay with the person until complete awareness returns 

6. Call the nurse to report seizure 

 

Convulsive Seizure 
What To Do If Someone Has A Convulsive Seizure (characterized by stiffening, falling, jerking) 

 1. Stay calm. Let the seizure take its course.  

2. Time the seizure. 

 3. Protect from injury. If necessary, ease the person to the floor. Move hard or sharp objects out of the way. Place 
something soft under the head.  

4. Loosen anything tight around the neck. Check for medical identification.  

5. DO NOT restrain the person.  

6. DO NOT put anything in the mouth. The person will not swallow his or her tongue.  

7. Gently roll the person onto his or her side as the convulsive seizure subsides to allow saliva or other fluids to drain 
away and keep the airway clear.  

8. After the seizure, talk to the person reassuringly. Do not leave until the person is re-oriented. The person may need to 
rest or sleep. 

9. Call the nurse to report seizure 

 

 



 
 
 

Recover Care Competency Sheet 

Updated 10.17.19 

CALL 911:  
1. if cyanosis (blue or gray color) or labored breathing accompanies the seizure, 
2. If a convulsive seizure lasts longer than 5 minutes.  
3. If consciousness or regular breathing does not return after the seizure has ended.  
4. If seizure repeats without full recovery between seizures.  
5. If confusion after a seizure persists for more than one hour. 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  

RN Signature Date 

  
 

 



 
 

        HHA Competency Training Sheet 

Client Name: ________________________________ 

MEDICATION ADMINISTRATION 

POLICY:  Recover Care will have a plan in place to give accurate and current medications to clients for 
planned or unplanned times away from home according to the client’s individualized medication 
management plan. 

A Recover Care RN/LPN must set up the medications to be administered according to current 
physician orders. 

PROCEDURE:  

1. Review the care plan to check if medication administration is a delegated task.  
2. Locate medication containers with medications that have been set up by Recover Care 

Nurse.  
3. Locate Medication administration record in client’s home chart.  
4. Wash hands and apply gloves 
5. Explain the procedure to the client 
6. In order to give medications correctly, caregivers need to observe the six rights of 

medication administration: 
 

        Right client 
          Right medication: Check medication against description on MAR.  
          Right dose 

 Right route: The most common route of medication administration is oral. You may 
see po which is the medical abbreviation for by mouth.  
 Right time:  Try to give at time indicated on MAR but able to give within ½ hour before 
or after stated time.   

            Right documentation:  Once a medication is administered to a client the 
caregiver should immediately document (sign his/her initials) in the correct area of the                  
MAR. Never sign before administering medication.  

7. Administer medication to client. Observe them swallowing medication. Do not walk away 
until all medications have been swallowed.  

8. Remove gloves and discard. Wash hands. 
9. Notify the nurse if client refuses the medication or the medication is not given. On the 

MAR, initial and circle the box indicating the date/time. On the back of the MAR, write in 
the reason medications was not given.  

10. Ongoing observe for desired effect and side effects of the medication. This in ongoing part 
of medication administration. If any side effects are observe, report to nurse immediately. 

11. If you have questions about this procedure, please call the nurse 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  

RN Signature Date 



 
 

  
 
 



 
 

        HHA Competency Training Sheet 

Client Name: ________________________________ 

MEDICATION ADMINISTRATION 

POLICY:  Recover Care will have a plan in place to give accurate and current medications to clients for 
planned or unplanned times away from home according to the client’s individualized medication 
management plan. 

A Recover Care RN/LPN must set up the medications to be administered according to current 
physician orders. 

PROCEDURE:  

1. Review the care plan to check if medication administration is a delegated task.  
2. Locate medication containers with medications that have been set up by Recover Care 

Nurse.  
3. Locate Medication administration record in client’s home chart.  
4. Wash hands and apply gloves 
5. Explain the procedure to the client 
6. In order to give medications correctly, caregivers need to observe the six rights of 

medication administration: 
 

        Right client 
          Right medication: Check medication against description on MAR.  
          Right dose 

 Right route: The most common route of medication administration is oral. You may 
see po which is the medical abbreviation for by mouth.  
 Right time:  Try to give at time indicated on MAR but able to give within ½ hour before 
or after stated time.   

            Right documentation:  Once a medication is administered to a client the 
caregiver should immediately document (sign his/her initials) in the correct area of the                  
MAR. Never sign before administering medication.  

7. Administer medication to client. Observe them swallowing medication. Do not walk away 
until all medications have been swallowed.  

8. Remove gloves and discard. Wash hands. 
9. Notify the nurse if client refuses the medication or the medication is not given. On the 

MAR, initial and circle the box indicating the date/time. On the back of the MAR, write in 
the reason medications was not given.  

10. Ongoing observe for desired effect and side effects of the medication. This in ongoing part 
of medication administration. If any side effects are observe, report to nurse immediately. 

11. If you have questions about this procedure, please call the nurse 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  

RN Signature Date 



 
 

  
 
 



 

 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  

RN Signature: ______________________________________________Date: ______________________ 
 

        HHA Competency Training Sheet 

Client Name: ________________________________ 

MEDICATION ADMINISTRATION- PRN MEDICATIONS  

POLICY:  Recover Care will have a plan in place to give accurate and current medications to clients for 
planned or unplanned times away from home according to the client’s individualized medication 
management plan.  Recover Care will be consistent with MN Comprehensive Home care rules.  
Definition: PRN means “only as needed” It is a term applied to prescription or over-the-counter 
medications that are taken only if the client has a symptom that can be relieved by the medication. 
 
A Recover Care RN/LPN must set up the PRN medications to be administered according to current 
physician orders. 

PROCEDURE:  

1. Review the care plan to check if medication administration is a delegated task.  
2. Locate medication containers with PRN medications that have been set up by Recover 

Care Nurse. Container will be labeled with name, dose and reason to administer 
medication.  

3. Locate Medication administration record in client’s home chart.  
4. Wash hands and apply gloves. 
5. Explain the procedure to the client 
6. In order to give PRN medications correctly, caregivers need to observe the six rights of 

medication administration: 
        Right client 

          Right medication: Check medication against description on MAR.  
          Right dose 

 Right route: The most common route of medication administration is oral. You may 
see po which is the medical abbreviation for by mouth.  
 Right time:  PRN medications are given if client complains of a specific symptom or if 
caregiver observes a specific symptom that can be relieved by specific medication.    

            Right documentation:  Once a medication is administered to a client the 
caregiver should immediately document in the correct area of the PRN MAR. This is a 
separate sheet from regular MAR. It provides area to document reason for 
administration and effectiveness of medication. Never sign before administering 
medication.  

7. Administer medication to client. Observe them swallowing medication. Do not walk away 
until all medications have been swallowed. Remove gloves and discard. Wash hands. 

8. Ongoing observe for desired effect of the medication. This is an ongoing part of PRN 
medication administration. The effectiveness must be documented within 2 hours for 
every prn medication each and every time it is administered. If any side effects are 
observed, report to nurse immediately. 

9. If you have questions about this procedure, please call the nurse 



 

 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  

RN Signature: ______________________________________________Date: ______________________ 
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Client Name: __________________________________________________________ 

MEDICATION ADMINISTRATION –CLIENT AWAY FROM HOME DELEGATION PROCEDURE 

 
POLICY:  Recover Care will have a plan in place to give accurate and current medications to clients for 
planned or unplanned times away from home according to the client’s individualized medication 
management plan. 

PROCEDURE 

This procedure is for unplanned time away when the nurse is not available and Recover Care is 
managing the medications for the client.    

1. HHA will call and notify the nurse that client has an unplanned time away.  
2. Medications must remain in the container that nurse used to set up medications for 

administration. (i.e. dose box). This includes controlled substances. 
3. All containers must be labeled with the client’s name and the Recover Care 24/7 phone 

number in case of questions.  
4. Nurse will instructed the HHA who to give medications and medications list to based on 

the individualized medication management plan. The client, if client is able to self-
administer medications or a representative, if medications administration is needed.  

5. HHA will provide the client or his/her representative with the medication list that is 
located in the client’s home chart.  

6. Medication list will include name of each medication, dose, and scheduled time for 
administration, possible side effects, description of each medication and any special 
instructions for administration or handling of the medications. This will include over the 
counter medications and supplements and controlled substance.  

7. HHA will document with a dated note on the back of the MAR stating who received the 
labeled medication container and medication list and number of set up medication days 
given to client or representative.     

8. HHA will call the nurse prior to releasing the medications so that nurse may verify that 
the procedure was completed accurately by the HHA.  

9. For any questions about the procedure, please call the nurse 
 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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Client Name: ________________________________ 
 
MEDICATION ADMINISTRATION- EYE DROPS  
 
PROCEDURE  

1. Review the care plan or Medication administration record for instruction on time and 
amount of drops and which eye/eyes to instill drops. 

2. Wash hands and apply gloves 
3. Explain the procedure to the client 
4. Assemble the equipment at a convenient work area.  
5. Assist the client to a sitting position with his or her head tilted slightly backward or 

supine and the neck slightly hyper extended.  
6. Inspect the eye for drainage or redness, and wipe away any discharge. Gently clean any 

crust or drainage along the eyelid with a damp washcloth. Always clean the eye from 
the inner to outer eye.  

7. Ask the patient to look up at the ceiling. Using the forefinger, gently pull down the 
patient’s lower lid. Drop the prescribed number of drops into the middle of the client’s 
lower lid. (Do not touch the eye with the dropper; steady your hand by resting it lightly 
on the patient’s forehead.)  

8. Instruct the client to close his or her eyes, but not to squeeze the eyes shut.  
9. Wipe off excess medication with a tissue or gauze.  
10. If there are multiple eye drops, review the MAR for the time needed to wait between 

eye drops. If no time is specified wait 5 minutes between eye drops.  
11. Clean and replace the equipment. Discard disposable items according to standard 

precautions.  
12. Remove gloves and discard. Wash hands. 
13. Document the administration on the MAR. 
14. Notify the nurse if any redness, drainage swelling or pain from the eye.  
15. Notify the nurse if client refuses the medication or the medication is not given. On the 

MAR, initial and circle the box indicating the date/time. On the back of the MAR, write in 
the reason medications was not given.  

16. If you have questions about this procedure, please call the nurse.  

 
 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 
 

RN Signature Date 
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Client Name: ________________________________ 
 
MEDICATION ADMINISTRATION- EYE OINTMENT 
 
PROCEDURE  

1. Review the care plan or Medication administration record for instruction on time and 
which eye/eyes to instill ointment. 

2. Wash hands and apply gloves 
3. Explain the procedure to the client 
4. Assemble the equipment at a convenient work area.  
5. Assist the client to a sitting position with his or her head tilted slightly backward or 

supine and the neck slightly hyper extended.  
6. Inspect the eye for drainage or redness, and wipe away any discharge. Gently clean any 

crust or drainage along the eyelid with a damp washcloth. Always clean the eye from 
the inner to outer eye.  

7. Remove the top from the ointment tube. Ask the patient to look up at the ceiling. Using 
the forefinger, gently pull down the patient’s lower lid. Apply a half inch (1 cm) (or as 
directed on the MAR) strip of ointment inside the inner surface of the lower eyelid. Do 
not touch the eye with the ointment tube; steady your hand by resting it lightly on the 
patient’s forehead.)  

8. Instruct the client to close his or her eyes, but not to squeeze the eyes shut. After a few 
minute ask the client to blink a few times to make sure the whole of the eye is covered 
by the ointment. 

9. Wipe off excess medication with a tissue or gauze.  
10. Replace the top on the ointment tube. Discard disposable equipment items according to 

standard precautions.  
11. Remove gloves and discard. Wash hands. 
12. Document the administration on the MAR. 
13. Notify the nurse if any redness, drainage swelling or pain from the eye.  
14. Notify the nurse if client refuses the medication or the medication is not given. On the 

MAR, initial and circle the box indicating the date/time. On the back of the MAR, write in 
the reason medications was not given.  

15. If you have questions about this procedure, please call the nurse.  

 
 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 
 

RN Signature Date 
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Client Name: ________________________________ 
 
 

MEDICATION ADMINISTRATION- NEBULIZER THERAPY 
PURPOSE  

• To administer nebulizer medications  
• To increase alveolar ventilation and improve cardiopulmonary status  

 
EQUIPMENT  

• Nebulizer machine 
• Connective small-bore tubing  
• Nebulizer cup with floater piece 
• Mouthpiece or face mask 
• Prescribed medication   

 
PROCEDURE  

1. Wash hands and apply gloves.  
2. Explain the procedure to the client.  
3. Assist the patient to a sitting or semi-reclining position.  
4. Assemble the equipment at a convenient work area. Make sure floater piece is inside nebulizer cup. 
5. Fill the nebulizer cup with the prescribed dose medication. Seal cup securely. Attach the filled cup onto the 

tubing that is connected to the machine.   
6. Assist client to put on a face mask or mouthpiece in place. Make sure the mask fits securely. Ask if client is 

comfortable.  
7. Turn on the nebulizer; a visible mist should flow out of the mouthpiece.  Make sure the nebulizer is kept in an 

upright position. (If the nebulizer is not level, the medication does not nebulize properly and may spill into the 
patient’s mouth.)   

8. Assist the client in administering the treatment:  
a. Instruct the client to insert the mouthpiece and inhale slowly through his or her mouth to facilitate 

maximal ventilation of the lungs  
b. After each deep inhalation, instruct the patient to hold his or her breath for a few seconds to provide 

maximal absorption of the medication  
c. Stay with the client; continue to provide reassurance and encourage slow, deep respirations. 

9. Turn the nebulizer off if the patient should have a coughing episode or if the treatment is interrupted for any 
reason.  

10. Turn off the nebulizer when the nebulizer cup is empty or no longer able to see a visible mist. 
11. After each use: Rinse the nebulizer cup and mouth piece with hot running water, and allow it to air dry on a 

paper towel. 
12. Once a month: Change the tubing and mouth piece.  
13. Document the medication administration on the MAR.  
14. Notify the nurse if client refuses the medication or the medication is not given. On the MAR, initial and circle the 

box indicating the date/time. On the back of the MAR, write in the reason medications was not given.  
15. If you have questions about this procedure, please call the nurse.  

 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  

RN Signature Date 
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MEDICATION ADMINISTRATION- REFUSAL OF MEDICATIONS 

1. Notify the nurse if client refuses the medication or the medication is not given. On the 
MAR, initial and circle the box indicating the date/time. On the back of the MAR, write 
in the reason medication was not given.  

2. If you have questions about this procedure, please call the nurse.  

 

 

 

 

 

 

 

 

 

 

 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  

 

 

RN Signature Date 
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Client Name: ________________________________ 

MEDICATION ADMINISTRATION- MEDICATION REMINDERS:  

Procedure:  

1. Care plan will indicate that based on the RN assessment client needs only reminders to take 
medications.  

2. Review the care plan to determine the schedule time for the medication reminder.   
3. At scheduled time caregiver should communicate to client to take medications.  
4. Caregiver may remind the client more than once if needed. But caregiver should not administer 

the medications.  
5. Caregiver should notify the nurse if client has not taken his medications at the end of the shift.  
6. Caregiver will document the completion of the task in chart.  
7. If you have questions regarding this procedure, ask the nurse.  

 

 

 

 

 

 

 

 

 

 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  

 

RN Signature Date 
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MEDICATION ADMINISTRATION- TOPICAL OINTMENT PROCEDURE:  
 
 
Wash hands before and after assisting the client with any procedure and before and after the 
use of gloves. Use Standard Infection Control Practices.   
 
Topical: OINTMENT 
 

1. Review plan of care and Medication administration record for times for medication administration. 
2. Wash hands and apply gloves. 
3. Cleanse area with soap and water before applying the topical ointment.. 
4. Dry area or let air dry 
5. Gently apply a thin layer of the ointment to the skin area as directed on the plan of care or MAR.  
6. Document medication administration on the MAR.  
7. Notify the nurse if client refuses the medication or the medication is not given. On the MAR, initial 

and circle the box indicating the date/time. On the back of the MAR, write in the reason medications 
was not given.  

8. If you have questions about this procedure, please call the nurse.  

 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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Client Name: ________________________________ 
 
 
MEDICATION ADMINISTRATION- TOPICAL POWDER PROCEDURE 
Wash hands before and after assisting the client with any procedure and before and after the use of 
gloves. Use Standard Infection Control Practices.   
 

1. Review plan of care and Medication administration record for times for medication administration. 
2. Wash hands and apply gloves. 
3. Cleanse area with soap and water before applying the topical powder 
4. Dry area or let air dry 
5. Gently apply a thin layer of the powder to the skin area as directed on the plan of care or MAR.  
6. Document medication administration on the MAR.  
7. Notify the nurse if client refuses the medication or the medication is not given. On the MAR, initial 

and circle the box indicating the date/time. On the back of the MAR, write in the reason medications 
was not given.  

8. If you have questions about this procedure, please call the nurse.  

 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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MEDICATION ADMINISTRATION- TRANSDERMAL PATCH 
 PROCEDURE  

1. Review the care plan or Medication administration record for instruction on time and location where to place the 
transdermal patch. Make sure to rotate the locations where you apply the patch. This is because placing a new 
patch in the same place as the old one may irritate your skin. When rotating patches, stay in the same area of the 
body as indicated on the MAR. 

2. Wash hands and apply gloves.  

3. Explain the procedure to the client.  

4. If there is an old patch on the client that contains the same drug, remove it. Do this by peeling back an edge of 
the patch with your fingers and then gently pulling off the rest of the patch. Fold the patch in half with the sticky 
sides pressed together. Throw away the used, folded patch in a closed trashcan to keep it away from children or 
pets. 

5. Prepare and clean the skin to remove any dirt, lotions, oils, or powders. Clean the skin using warm water alone or 
with a clear soap. Avoid scented soaps or soaps that contain lotion. Dry the skin with a clean towel or paper 
towel. 

6. Open the package carefully by tearing it open or using scissors. Avoid tearing or cutting the patch itself. If you do 
tear or cut the patch, don’t use it. Throw away the damaged patch as directed in step 4 above. 

7. Take the patch out of the packaging. Remove the protective liner on the patch as directed by the patch 
instructions. Be careful not to touch the sticky side of the patch. Note: If the patch’s protective liner contains two 
parts, first peel off one part of the liner. Apply the exposed sticky part of the patch to the skin and press down. 
Next, peel back the second part of the liner and press the entire patch down. 

8. Place the patch, sticky side down, onto the clean area of skin. Using the palm of your hand, press down on the 
patch to make sure the patch is firmly attached to your skin. Use your fingers to press along the edges of the 
patch. The patch should be smooth, with no bumps or folds. 

9. Throw away the patch’s packaging in a closed trashcan 

10.   Remove gloves and wash your hands.  

11. Document medication administration on the MAR.  
 

12. Notify the nurse if client refuses the medication or the medication is not given. On the MAR, initial and circle the 
box indicating the date/time. On the back of the MAR, write in the reason medications was not given. 
 

13. If you have questions about this procedure, please call the nurse.  

 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  

RN Signature Date 
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Client Name: ________________________________ 

MEDICATION ADMINSTRATION: INHALER 

PROCEDURE: 

1. Review the care plan or Medication administration record for instructions on time and 
number of pumps to administer.   

2. Wash hands and apply gloves 
3. Explain the procedure to the client 
4. Shake the inhaler thoroughly before using it. (This is very important and can help ensure 

client doesn’t get too much or not enough medication at any one time.) 
5. Remove the cap from the inhaler's mouthpiece. Apply spacer if indicated on MAR to use 

with inhaler. The mouthpiece of inhaler fits into the opening at the end of the spacer. 
The spacer holds the medicine in place so clients can breathe it in easier. 

6. Instruct client to take in a breath and exhale completely. 
7. With the canister pointing upward and the mouthpiece pointed towards the client’s 

mouth, put the mouthpiece into client’s mouth and instruct them to close their lips 
around it. 

8. Ask client to take a fast, deep breath through their mouth, while you simultaneously 
pressing firmly on the bottom of the canister. 

9. Ask client to hold their breath for five to 10 seconds, allowing the medication to be 
disbursed into their lungs. Remove the mouthpiece from mouth and instruct client to 
breathe normally.  

10. If indicated on the MAR to administer a second dose of medication, wait for one to two 
minutes, shake the inhaler again and repeat steps four through nine. Do not skip this 
step.  

11. Replace the cap of the mouthpiece after each use to keep dust and other particles from 
getting into it.  

12. Allow client to rinse their mouth with water after inhaler use.   
13. Document medication administration on the MAR.  
14. Notify the nurse if client refuses the medication or the medication is not given. On the 

MAR, initial and circle the box indicating the date/time. On the back of the MAR, write in 
the reason medications was not given.  

15. If you have questions about this procedure, please call the nurse.  
 

 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  

 

RN Signature Date 
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MEDICATION ADMINSTRATION: NASAL SPRAY 

PROCEDURE: 

1. Review the care plan or Medication administration record for instructions on time and 
number of sprays and which nostril to instill spray. 

2. Wash hands and apply gloves 
3. Explain the procedure to the client 
4. Ask client to blow their nose gently to remove mucus from nasal passages. 
5. Gently shake the bottle of nasal spray and remove the cap or lid from the bottle.  
6. Ask client to tilt their head slightly forward and close one nostril by gently pressing 

against the side of their nose with a finger. 
7. Insert the tip of the nasal spray into the other nostril. Point the tip toward the back and 

outer side of nose. Make sure to direct the spray straight back, not up into the tip of 
nose. 

8. Squeeze the nasal spray bottle. Instruct client to begin to slowly breathe in through their 
nose. 

9. Remove the tip of the nasal spray from their nostril and breathe out through their 
mouth. 

10. Repeat this procedure for other nostril if indicated to be administered in both nostrils or 
repeat in same nostril is more than one spray is order. 

11. Replace the lid on the nasal spray bottle. 
12. Advise client to try to avoid sneezing or blowing their nose immediately after using the 

nasal spray. 
13. Document medication administration on the MAR.  
14. Notify the nurse if client refuses the medication or the medication is not given. On the 

MAR, initial and circle the box indicating the date/time. On the back of the MAR, write in 
the reason medications was not given.  

15. If you have questions about this procedure, please call the nurse.  
 
 

 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  

 

RN Signature Date 
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Client Name: ________________________________ 

MEDICATION ADMINISTRATION- SUBLINGUAL ADMINISTRATION 

PURPOSE: Sublingual administration involves placing a drug under your tongue to dissolve and 
absorb into your blood through the tissue there. Under the tongue has many capillaries. The 
medication can be absorbed directly into the bloodstream without going through the digestive 
system.  

Procedure:   

1. Review the care plan or Medication administration record for instruction on time and 
route 

2. Wash hands and apply gloves 
3. Explain the procedure to the client 
4. If solutab is packaged inside a hard capsule remove it from capsule first before 

administering.  
5. Place the medication under the tongue. Medication can be administered on either side 

of the frenulum (the connective tissue under the tongue). 
6. Tilt head backward to avoid swallowing medication. 
7. Hold the sublingual medication under the tongue for the prescribed length of 

time. Most medications should have a dissolve time of approximately one to three 
minutes.  Avoid opening the mouth, eating, talking, moving or standing during this time 
to ensure that the tablet doesn't move and has time to dissolve completely and be 
absorbed. 

8. Do not swallow the medication. Sublingual medication needs to be absorbed under the 
tongue. Swallowing sublingual medication may cause erratic or incomplete absorption 
and could lead to improper dosing. 

9. Wait before drinking or rinsing the mouth. This will ensure that the medication has 
dissolved completely and has had a chance to absorb into the mucous membranes. 

10. Document the administration on the MAR 
11. Notify the nurse if client refuses the medication or the medication is not given. On the 

MAR, initial and circle the box indicating the date/time. On the back of the MAR, write in 
the reason medications was not given.  

12. If you have any questions about this procedure, please call the nurse.  
 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  

 

 

RN Signature Date 
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Client Name: ________________________________ 
 
 
MEDICATION ADMINISTRATION- TOPICAL CREAM PROCEDURE:  
 
Wash hands before and after assisting the client with any procedure and before and after the 
use of gloves. Use Standard Infection Control Practices.   
 

1. Review plan of care and Medication administration record for times for medication administration. 
2. Wash hands and apply gloves. 
3. Cleanse area with soap and water before applying the topical cream. 
4. Dry area or let air dry 
5. Gently apply a thin layer of the cream to the skin area as directed on the plan of care or MAR.  
6. Document medication administration on the MAR.  
7. Notify the nurse if client refuses the medication or the medication is not given. On the MAR, initial 

and circle the box indicating the date/time. On the back of the MAR, write in the reason medications 
was not given.  

8. If you have questions about this procedure, please call the nurse.  
 

 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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MEDICATION ADMINISTRATION- CRUSHING MEDICATIONS 

Procedure:  Never crush a tablet without first checking with the nurse. It will be indicated on the 
MAR if it is safe to crush a medication.   

• Using a Pill crusher: The easiest way to crush pills is to use a pill crusher. The gadget 
works by reducing the pill into a fine, powdery substance to be mixed with food or a 
beverage. Using a pill crusher is simple and requires little physical effort.  

1. Review plan of care and Medication administration record for times for 
medication administration.  

2. Select medications that are specifically indicated by the RN to be crushed. No 
medications can be crushed without RN indicating it is safe to crush.  

3. Wash hands and apply gloves. 
4. Wash entire unit before use with warm soapy water. Rinse well and dry with soft 

cloth 
5. Thoroughly inspect all parts to ensure that there are no defects, signs of wear or 

foreign particles. Notify nurse for a replacement if any parts are worn or if any 
compartment fails to close securely.  

6. Unscrew the bottom of the unit and put pills into the compartment 
7. Do not mix pills, crush and administer each pill separately.  
8. Turn masher until pills are a fine powder.  
9. Wash entire unit after use.  
10. Document the administration on the MAR 
11. Notify the nurse if client refuses the medication or the medication is not given. On 

the MAR, initial and circle the box indicating the date/time. On the back of the 
MAR, write in the reason medications was not given.  

12. If you have questions about this procedure, please call the nurse.  
 
 
 
 
 
 
 
 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  

 

 

RN Signature Date 
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Client Name: ________________________________ 

MEDICATION ADMINISTRATION- CRUSHING MEDICATIONS 

Procedure:  Never crush a tablet without first checking with the nurse. It will be indicated on the 
MAR if it is safe to crush a medication.   

• Using a Pill crusher: The easiest way to crush pills is to use a pill crusher. The gadget 
works by reducing the pill into a fine, powdery substance to be mixed with food or a 
beverage. Using a pill crusher is simple and requires little physical effort.  

1. Review plan of care and Medication administration record for times for 
medication administration.  

2. Select medications that are specifically indicated by the RN to be crushed. No 
medications can be crushed without RN indicating it is safe to crush.  

3. Wash hands and apply gloves. 
4. Wash entire unit before use with warm soapy water. Rinse well and dry with soft 

cloth 
5. Thoroughly inspect all parts to ensure that there are no defects, signs of wear or 

foreign particles. Notify nurse for a replacement if any parts are worn or if any 
compartment fails to close securely.  

6. Unscrew the bottom of the unit and put pills into the compartment 
7. Do not mix pills, crush and administer each pill separately.  
8. Turn masher until pills are a fine powder.  
9. Wash entire unit after use.  
10. Document the administration on the MAR 
11. Notify the nurse if client refuses the medication or the medication is not given. On 

the MAR, initial and circle the box indicating the date/time. On the back of the 
MAR, write in the reason medications was not given.  

12. If you have questions about this procedure, please call the nurse.  
 
 
 
 
 
 
 
 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  

 

 

RN Signature Date 
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Blood Glucose Monitoring 
PURPOSE  

• To obtain an accurate, objective blood glucose reading  
• To assess patterns of glucose control that can be used to evaluate and modify the 

treatment for diabetic patients  
 
PROCEDURE  

1. Wash hands 
2. Apply gloves 
3. Explain the procedure to the client.  
4. Assemble the equipment at a convenient work area.  
5. Instruct the client to wash his or her hands with soap and water before performing this 

test. If using an alcohol wipe when cleansing the skin, let the area dry before obtaining 
the blood sample.  

6. Turn on the glucose meter. 
7. Pressing the lancet against the side of the finger. Click the button to puncture the skin. 
8. Squeeze the finger to get a hanging drop of blood.  
9. Hold the test strip under the finger, and touch the drop of blood to the test square. 
10. Follow the instructions that come with the glucose meter to obtain the blood sugar 

result. 
11. Slide the test strip into the test strip holder. Test strip should be inserted within 2 

minutes to obtain an accurate result.  
12. Turn off the meter after obtaining the reading.  
13. Wipe client’s finger for excess blood.   
14. Remove gloves, wash hands after procedure. Document results on the flowsheet. 
15. Wipe the glucometer with a damp cloth and mild soap and water. Do not saturate the 

cloth because liquid can damage the inside of the meter.  
16. Avoid alcohol and ammonia. They are not safe for the glucometer.  
17. For any questions about this procedure, please call the nurse.  

 
______________________________________________________________________________ 
Signature below indicates training to this protocol and to the client-specific needs relating to 
it.  
 
 

RN Signature Date 
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Client Name: ________________________________ 
 

BRACE 
PROCEDURE 
 
Wash hands before and after assisting the client with any procedure and before and after the use of 
gloves. Use Standard Infection Control Practices.   
 

Braces help to provide normal range of motion to the foot and ankle while walking. 

Different types of braces are: 
• AFO = Ankle foot orthotic 
• FO = Foot orthotic = foot insert or foot orthotic 
• KO = Knee orthotic or knee brace 
• KFO = Knee ankle foot orthotic 
• RGO =Reciprocating Gait Orthotic 

1. Ensure feet are clean and dry before applying and securing any brace. Attention to foot care is 
important for individuals reliant on braces for stability.  

2. To apply the brace, open or loosen the Velcro straps 
3. Slide foot into the brace assuring the heel is pushed back into the brace. 
4. While holding the foot in place, close the Velcro straps. (Sometimes a client’s foot arches due to tight 

tendons.  If this happens, hold the client’s foot in place while attaching the Velcro straps.) 
5. When Velcro straps attached, check for the correct fit of the brace and adjust if needed. 
6. Check all areas around the base to ensure that there is no pinching or irritation of the skin.  
7. If there is any tightness, redness, or pain with any brace, notify your supervisor immediately.  
8. Refer to the client care plan for directions on how long to keep the brace on and when to take the 

brace off. 
9. Discard disposable items according to Standard Precautions. 
10. If you have questions about this procedure, please call the nurse 
 
 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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Client Name: ________________________________ 

 
CAM BOOT 

 
PURPOSE  
 
The "CAM" in CAM Walker Boots stands for “Controlled Ankle Movement” and CAM Walker boots are foot 
braces that allow you to walk even with the most intensive injuries. The idea behind the CAM walker boot is 
to allow minimal or no movement for the hinge of your ankle in order to rest/protect the damaged area until 
the CAM Walker can be removed. 
PROCEDURE  

✦ Wear a mid-calf high or knee-high tube sock before putting on the boot. This helps prevent the irritation 
caused by straps. 

✦ Slowly place the injured foot into the boot. Make sure the foot rests exactly on the brace to fit snugly. 

✦ In case of foam padding, wrap it around the foot, ankle, and lower leg, starting at the foot. Adjust the 
Velcro edges and make sure that the fitting is comfortable and there are no wrinkles. Then fasten the 
straps on the walker, starting at the foot. 

✦ While fastening the hook and loop of the outer frame, see to it that it’s not too tight, otherwise it can 
hamper blood circulation. 

✦ If you are allowed to move around, the injured foot should be put forward first, while walking. 

✦ In case of any pain, redness, bruising, or blistering, you should contact your physician immediately. 

✦ You can hand-wash the liner in cold water with mild detergent and you can wipe the outer cast with wet 
cloth or tissue. In case the liner becomes worn, you don’t have to buy the boot again. Replacement liners 
for CAM walker medical boots are available in the market. The liner comes with a replacement cushion 
insert. 

✦ Follow your doctor’s guidelines regarding the wearing schedule. The schedule will depend upon the 
nature and severity of your problem and the speed of recovery as well. 

These medical boots not only speed up the healing process, but they also allow you to walk before 
complete recovery. Like other rehabilitation products, they improve the overall functional ability of the 
patient, and lower the burden on professional caregivers. 

 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date Staff Signature Date 
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CHANGING AND CLEANING A URINARY DRAINAGE BAG 
 
CHANGING THE URINARY COLLECTION BAG:  
 

1. Pinch the catheter above the drainage bag connection to stop the flow of urine,  
2. Disconnect the tubing and bag from the catheter with a twisting motion.  
3. Clean both the end of the new tubing and the connection site of the catheter with an 

alcohol pad.  
4. Insert the new tubing into the catheter. 
5. Clean the end of the tubing that was removed with an alcohol pad.  
To reduce the risk of infection, minimize the number of times you switch between bags.  

 
CLEANING AND DEODORIZING THE URINARY COLLECTION BAG 
 
PROCEDURE 

1. Gather equipment 
2. Fill the bag with a solution of 2 parts vinegar and 3 parts water and let it soak for 20 

minutes.  
3. Hanging it with the emptying spout pointing downward can dry drainage bags. Do not 

hang the bag over heat.  
4. If you have any questions about this procedure, please call the nurse.  

 
WHAT TO REPORT TO THE NURSE: 

1. Urine has a strong odor or has become cloudy 
2. Client has chills or fever above 100.4 F, or complains of lower back pain 
3. Pus at the catheter insertion site 
4. Swelling at the catheter insertion site 
5. The catheter is not draining any urine.  

 
Signature below indicates training to this protocol and to the client-specific needs relating to it 
RN SIGNATURE:                                                                             DATE: 
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CONDOM CATHETER 
PURPOSE  
• To provide an external urinary drainage system as an adjunct to continence management 
• To prevent skin irritation 
•  
GENERAL INFORMATION 
Condom catheters are also referred to as external or Texas catheters. 
 
EQUIPMENT 
• Rubber condom sheath; condom, size as appropriate (small, medium, large, extra-large) 
• Velcro or elastic sheath holder; hypoallergenic tape 
• Urinary collection bag and drainage tubing 
• Soap and warm water, basin, washcloth, and towels 
• Disposable nonsterile gloves and an impermeable plastic trash bag  

 
PROCEDURE 

1. Explain the procedure to the client. 
2. Assist the client to a horizontal position. Place a towel or waterproof pad underneath the buttocks. 
3. Wash the penis with soap and water, and dry it. If the client is not circumcised, retract the foreskin 

and cleanse. Rinse and dry. Drape the client for privacy. 
4. Hold the penis at a 90-degree angle from the client’s body. Gently roll the condom over the penis. 
5. Firmly (but not too tightly) secure the condom catheter with a sheath holder to completely encircle 

the penis at about 1 to 2 inches from the base. Never use adhesive tape to secure a condom 
catheter because circulation to the penis can be cut off, even if the urine flow is not impaired. 

6. Connect the condom catheter to the urinary catheter drainage system, and tape it to prevent 
tugging. 

7. Do not put on the condom catheter if the penis is discolored or swollen; notify the nurse. 
8. Remove gloves, Wash hands.  
9. Assist the client to dress and provide client comfort measures. 
10. Document the procedure 
11. If you have any questions about this procedure call the nurse. 

 
DRAINING THE URINARY COLLECTION BAG 
 
EQUPIMENT 

• A large plastic container or urinal 
• Disposable gloves 
• Paper towels 
• Alcohol pad if available. 

 
PROCEDURE 
 

1. Gather equipment 
2. Wash hands and dry them with paper towel. 
3. Put on disposable gloves 
4. Place the container under the drain.  Remove the drain from its holder 
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5. Point the drain into the container and release the clamp on the drain to allow the urine to flow into the 
container.  Do not allow the drain to touch the container or anything else. 

6. When the drainage bag is empty, close the drain.  Wipe the end of the drain with an alcohol pad or paper towel.  
Replace the drain in its holder at the base of the drainage bag. 

7. Take the container of urine into the bathroom and discard the urine down the toilet. 
8. Clean the container with soap and water.  Dry thoroughly with a paper towel and discard the towel into the 

trash. 
9. Remove gloves and discard them into the trash. 
10. Wash and dry your hands 
11. If you have any questions about this procedure, please call the nurse.  

 
 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 
 

RN Signature Date 
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Client Name: ________________________________ 

 
ORTHOPEDIC BOOT 

 
PURPOSE  
 

• To provide support and protection to the foot and cast during ambulation. 
 
PROCEDURE  

 

 
 

1. Wash hands before and after assisting the client with any procedure and before and after the 
use of gloves. Use Standard Infection Control Practices. 

2. Unfasten or loosen closures. Slip foot into the shoe. 
3. Secure closures to a snug, but comfortable fit. 
4. If you have any questions regarding this procedure, call the nurse. 

 
 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date Staff Signature Date 
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Client Name: ________________________________ 
 

OXIMETER 
 
PROCEDURE  
 
Wash hands before and after assisting the client with any procedure and before and after the use of 
gloves. Use Standard Infection Control Practices.  
 

1. The most popular oximeters are a portable handheld and fingertip pulse oximeter. 

2. If the unit is portable, ensure sufficient battery charge by turning it on before using. 

3. Wash hands.  This will reduce transmission of microorganisms and body secretions. 

4. Place the probe onto the client’s finger by squeezing one end which will open the oximeter.  

5. Turn the oximeter on by pushing the “on” button. 

6. The client’s saturation level and pulse rate will display in seconds on a lighted display screen. 

The oxygen saturation number will be displayed as the SpO2.   A range of 95% to 100% is 

generally considered normal. 

7. Refer to the clients care plan to see further instructions on when to report the oxygen 

saturation number to the nurse. 

8. If you have any questions regarding this procedure, call the nurse 

 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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Client Name: ________________________________ 
 
OXYGEN SAFETY AND PROCEDURE 
 
Wash hands before and after assisting the client with any procedure and before and after the 
use of gloves. Use Standard Infection Control Practices.   
 
Precautions:   

1. Do not smoke. 

2. Do not use oxygen near stove, space heater or heat source. 

3. Do not use electric blankets or heating pads. 

4. Do not use polyester or nylon bed linens or clothing. Instead, use all cotton bed linens 
and clothing to prevent static electricity. 

5. Avoid the use of alcohol and oil containing skin care products because they are 
flammable. 

6. Do not run oxygen tubing under clothes, bed linens, furniture, rugs, etc. 

7. Keep the oxygen container upright. 

8. Turn off the oxygen when it is not in use. 

9. Post Oxygen in use sign on outside door to alert visitors.  

Procedure:  
1. Review the care plan to check if oxygen administration is a delegated task. Oxygen is 

considered a drug and is ordered by a Doctor.  
2. Care plan will indicate the liter flow and delivery system of oxygen and when oxygen 

should be administered. Never change the liter flow without talking to a nurse. Oxygen 
may be ordered to be used all the time or on a PRN basis if client is experiencing 
shortness of breath.  

3. Explain the procedure to the client.  
4. Assist client with application of Oxygen delivery system (i.e. nasal cannula, face mask) 
5. Turn on oxygen concentrator or liquid oxygen tank or portable canister.  
6. Check to make sure devices is set at correct liter flow for client as ordered by Doctor.  
7. Follow all safety precautions for Oxygen use.  
8. Turn Oxygen off when not in use.  
9. Document completed task in client’s chart.  
10. If you have questions about this procedure, please call the nurse.  

 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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        HHA Competency Teaching Sheet 

Client Name: ________________________________ 

OXYGEN TYPES AND USES:  

Wash hands before and after assisting the client with any procedure and before and after the use of 
gloves. Use Standard Infection Control Practices.   

 

• Standard oxygen concentrator. This machine has a motor and runs on electricity or sometimes batteries. It 
takes in regular air and filters out other gases to get the oxygen. It weighs about 50 pounds and usually has 
wheels so you can move about while client is hooked up to it. If you have the plug-in kind, client will need a 
backup source of oxygen in case the power goes out. 

• Portable oxygen concentrator. This is a good choice for when client is not homebound. It weighs 3-20 pounds 
so it can be carried. Some models can plug into a car or run them on battery packs. 

• Liquid oxygen tank. Usually, oxygen is a gas. However, at lower temperatures it becomes a liquid. It takes up 
less space than gas, so it can store a lot more liquid oxygen in a thermos-like tank. When it comes out, the 
liquid converts to a gas right away so you can breathe it in. A tank can weigh more than 100 pounds, and it 
needs to be refilled every few weeks by medical supply  company.  
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Client Name: ________________________________ 
 

PORTABLE OXYGEN CYLINDERS 
For your Safety  
It is very important to understand that oxygen can be dangerous if not used correctly. Oxygen 
makes things burn more easily and can even explode. Following these safety guidelines will help 
reduce potential risks. 
 Post the Oxygen in Use sign where visitors can see it.  
 Keep your oxygen tanks (cylinders) away from all heat sources, including radiators, heat 

ducts, stoves, fireplaces, matches, and lighters.  
 Do not permit open flames, sparks, or burning tobacco in the room where oxygen is being 

used.  
 Client should only use as prescribed by your physician.  
 While using oxygen, do not use aerosols such as hair spray or paint, oil-based face creams or 

lotions on your nose or face petroleum-based products such as Vaseline 
 Keep the cylinder you are using in a stand or cart.  
 Extra cylinders should be stored lying on their sides. Block them so they do not roll around. 

If the valve post were to break off of a cylinder, it could cause considerable harm to 
anything in its path.  

 

 
Illustration 1 

 
It is normal that small amounts of oxygen will leak from cylinders so it is important to always keep oxygen 
cylinders in a well ventilated area. Only store them in a closet if there is a vent in the door. If you keep 
cylinders under the bed, make sure the covers do not interfere with the air circulating.  
 

How to change your oxygen cylinder 
Turn off the oxygen flow  
 Using the small cylinder wrench, turn the cylinder on/off valve clockwise to close it.  
 Bleed off the pressure in the valve by opening the flow regulator knob.  
 When the gauge reads zero, turn the flow regulator knob to zero.  

 
Change the cylinder  
 Remove the regulator by loosening the T-handle.  
 Slide the pegs out of the holes on the valve post and remove the regulator. 
 Remove the tab from the valve post on the new cylinder (see illustration1)  
 Make certain there is a washer on the large post on the regulator.  
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 Attach the regulator to the cylinder by slipping the regulator over the valve post of the 
cylinder.  

 Align the pegs located on the inside of the regulator yolk with the holes in the valve 
post.  

 Slide the regulator forward so the pegs go into the holes (see illustration 1) 
 Turn the T-handle on the regulator until it is tight. If the handle is not tight enough or if 

the washer is not in place, the cylinder will leak when the valve is opened (see 
illustration 2 for proper placement).  

 

 
Turn on the oxygen flow  
 Be sure that the flow regulator knob on the regulator is shut. This knob is usually 

marked with numbers. 
 Make sure the T-handle is tight.  
 Place the cylinder wrench on the cylinders on/off valve, located at the top of the 

cylinder.  
 Open the valve by turning it counter-clockwise one full turn. As the valve opens, the 

gauge on the regulator will show the amount of pressure in the cylinder. A full cylinder 
will read about 2000 psi (pounds per square inch). 

 Adjust the flow knob on the regulator until the gauge reaches the flow rate your doctor 
prescribed.  

 Attach tube to the nipple adaptor on the regulator.  
 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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Client Name: ________________________________ 
 

Normal Range of Motion  
Performance Objective: Conduct passive range of motion exercises and assist client to 
exercise joints with active range of motion exercises. 
 
Wash hands before and after assisting the client with any procedure and before and after the use of 
gloves. Use Standard Infection Control Practices.   
 
Performance Behaviors:  
Explains procedure to client before initiating it  
Passive  

1. Moves affected joint(s) through prescribed range of motions to extend possible, while 
providing support above and below the joint(s), without client's assistance  

 
Active  

1. Assists client to move affected joint(s) through prescribed range of motion to extend possible, 
while providing support above and below the joint(s)  

2. Instructs client to exercise unaffected joints, using full range of motion for each particular 
joint exercised (as described in instructional material).  

3. If you have questions about this procedure, please call the nurse 
 
 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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Client Name: ________________________________ 
  

TED HOSE 
PROCEDURE:  
 
Wash hands before and after assisting the client with any procedure and before and after the 
use of gloves. Use Standard Infection Control Practices.   
 
PROCEDURE  

1. Explain the procedure to the client.  
2. Assemble the equipment at a convenient work area.  
3. Assist the client to a sitting or horizontal position, provide privacy.   
4. Insert your hand into the stocking as far as the heel pocket. Grasp the center of the heel 

pocket and turn the stocking inside out to the heel area. Carefully position the stocking 
over the foot and heel. Be sure that the client’s heel is centered in the heel pocket. Put the 
stocking on in the following manner:  

a. For calf or knee length—pull the stocking up, and fit it around the ankle and calf, 
working to the final position; the top of the stocking is positioned approximately 1 
inch below the knee caps; make sure that the heel and toe sections are positioned 
correctly; as needed, pull the toe section forward (or instep, in case of open toe to 
eliminate wrinkles and to allow for the client’s comfort).  

b. For thigh length—begin pulling the body of the stocking up around the ankle and 
calf; the stitch change (change in fabric sheerness) should fall between 1 and 2 
inches below the popliteal fossa; the final position of the gusset should center over 
the femoral artery; the top band rests in the gluteal folds; smooth out excess 
material to eliminate wrinkles; pull the toe section forward to smooth the ankle and 
instep areas and to allow for the client’s comfort  

c. For waist length—follow the previous procedures to pull the stocking up over the 
thigh, until the top band of the hose fits in the client’s gluteal folds; adjust the belt 
that comes with the waist-length stockings for a comfortable fit  

d. At bedtime (or per care plan) wash hands and apply gloves. Remove the TEDS hose 
by rolling hose down the leg and slipping off at the heel.  

e. Hand wash the TED hose with soap and warm water. Dry on a flat towel to prevent 
stretching.  

f. For any questions about this procedure, please call the nurse.  

 

 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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Client Name: ________________________________ 
 

CHANGING AND CLEANING A URINARY DRAINAGE BAG 
 
CHANGING THE URINARY COLLECTION BAG:  
 

1. Pinch the catheter above the drainage bag connection to stop the flow of urine,  
2. Disconnect the tubing and bag from the catheter with a twisting motion.  
3. Clean both the end of the new tubing and the connection site of the catheter with an 

alcohol pad.  
4. Insert the new tubing into the catheter. 
5. Clean the end of the tubing that was removed with an alcohol pad.  
To reduce the risk of infection, minimize the number of times you switch between bags.  

 
CLEANING AND DEODORIZING THE URINARY COLLECTION BAG 
 
PROCEDURE 

1. Gather equipment 
2. Fill the bag with a solution of 2 parts vinegar and 3 parts water and let it soak for 20 

minutes.  
3. Hanging it with the emptying spout pointing downward can dry drainage bags. Do not 

hang the bag over heat.  
4. If you have any questions about this procedure, please call the nurse.  

 
WHAT TO REPORT TO THE NURSE: 

1. Urine has a strong odor or hs become cloudy 
2. Client has chills or fever above 100.4 F, or complains of lower back pain 
3. Pus at the catheter insertion site 
4. Swelling at the catheter insertion site 
5. The catheter is not draining any urine.  

 
Signature below indicates training to this protocol and to the client-specific needs relating to it 
RN SIGNATURE:                                                                             DATE: 
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Electronic Cuff Blood Pressure 

 
PURPOSE: 

• Blood pressure will be taken as ordered, or indicated by professional judgment, or as directed through a nursing 
delegated task.   

 
EQUIPMENT: 

Electronic Cuff Blood Pressure Machine 
Antiseptic wipes  

 
PROCEDURE 

1. Explain the procedure to the client/caregiver. Have them sit with their legs uncrossed. 
2. Expose the client’s arm above the elbow. Instruct the client to relax his or her arm. Support the client’s forearm 

at his or her side during the procedure. 
3. Adjust the cuff by placing a compression bag over the inner aspect of the arm, approximately 1 inch above the 

elbow. Center the arrows marked on the cuff along the brachial artery. (Before the cuff is applied, squeeze out 
the excess air.) 

4. Strap the Velcro sleeve band, and firmly secure it 
5. Press “on” button 
6. Allow the pressure to fall rapidly and wait for reading 
7. Remove the cuff. 
8. Document the results on flowsheet.   
9. For any questions about this procedure call the nurse 

 
 
NURSING CONSIDERATIONS 
Avoid taking blood pressure readings on an injured arm, an arm with a shunt, an arm that is being infused with an 
intravenous solution or on the arm on the affected side of the mastectomy client because blood flow may be 
compromised. 
 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  

RN Signature Date 
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Client Name: ________________________________ 

 
Manuel Blood Pressure  

 
PURPOSE: 

• Blood pressure will be taken as ordered, or indicated by professional judgment, or as directed through a nursing 
delegated task.   

 
EQUIPMENT: 

• Sphygmomanometer with cuff 
• Stethoscope 
• Antiseptic wipes and an impermeable plastic trash bag  

 
PROCEDURE 

1. Explain the procedure to the client/caregiver. Have them sit with their legs uncrossed. 
2. Expose the client’s arm above the elbow. Instruct the client to relax his or her arm. Support the client’s forearm 

at his or her side during the procedure. 
3. Adjust the cuff by placing a compression bag over the inner aspect of the arm, approximately 1 inch above the 

elbow. Center the arrows marked on the cuff along the brachial artery. (Before the cuff is applied, squeeze out 
the excess air.) 

4. Strap the Velcro sleeve band, and firmly secure it. Position the manometer to easily see and read the gauge.  
5. Palpate the brachial artery at the bend of the elbow (antecubital area). 
6. Tighten the pressure valve or screw that is located on the bulb. 
7. Squeeze the bulb to inflate the pressure cuff. Then inflate the cuff to a mercury reading of 20 to 30 mm Hg 

above the point where the pulse disappeared. 
8. Place the bell (or diaphragm) of the stethoscope over the client’s brachial artery where the pulse was palpated.  
9. Insert the tips of the stethoscope in your ears.  
10. Slowly release the pressure valve on the inflation bulb, allowing the mercury to fall at a rate of 2 to 3 mm Hg a 

second. Listen for pulse sounds. 
11. Take the reading when the first sound is heard; this is the systolic pressure. Continue to release the pressure 

slowly, until the last pulsation is heard; this is the diastolic pressure. 
12. Allow the pressure to fall rapidly to zero, and remove the cuff. 
13. Clean the bell of the stethoscope with an antiseptic wipe to prevent cross-contamination.  
14. Document the results on flowsheet.   
15. For any questions about this procedure call the nurse 

 
NURSING CONSIDERATIONS 
Avoid taking blood pressure readings on an injured arm, an arm with a shunt, an arm that is being infused with an 
intravenous solution or on the arm on the affected side of the mastectomy client because blood flow may be 
compromised. 
 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  

RN Signature Date 
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Client Name: ________________________________ 
 
 

EDEMA –  
MONITORING FOR WEIGHT GAIN PROCEDURE: 

 
Wash hands before and after assisting the client with any procedure and before and after the 
use of gloves. Use Standard Infection Control Practices.   
 
1. Weigh the patient at each visit if directed to do so. 

a. Notify the RN if a 3- to 4-pound weight gain occurs in 1 week. 

b. Monitor edema. (Dependent edema may be located in the feet, legs, or hands. Edema at 
the sacral area may be found in bedridden patients. Abdominal edema may be found in 
bedridden and ambulatory patients, particularly patients with congestive heart failure 
and with liver or renal disease.) 

c. Monitor / watch for edema in feet, hands, and abdomen. 

4 Notify the nurse of any increased swelling noted.  

• Shoes are tighter 

• Rings are tighter 

• Clothes are tighter 
 
 
ORIENTATION TO CLIENT-SPECIFIC CARE: 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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Client Name: ________________________________ 
 
TPR- PROCEDURE:  
 
Wash hands before and after assisting the client with any procedure and before and after the use of 
gloves. Use Standard Infection Control Practices. 
 
Temperature:  
 
Digital thermometers. These thermometers use electronic heat sensors to record body 
temperature. They can be used in the rectum (rectal), mouth (oral) or armpit (axillary). Armpit 
temperatures are typically the least accurate of the three. 
 
Digital ear thermometers (tympanic membrane). These thermometers use an infrared ray to 
measure the temperature inside the ear canal. Keep in mind that earwax or a small, curved ear 
canal can interfere with the accuracy of an ear thermometer temperature. 
 
Temporal artery thermometers. These thermometers use an infrared scanner to measure the 
temperature of the temporal artery in the forehead. This type of thermometer can be used 
even while asleep. 
 

1. Inform the client you are going to take their temperature and what you will be doing.  
2. Turn on the thermometer by pressing the on button. Place a plastic probe cover over 

the bed of the thermometer to prevent the spread of infection.  
3. Place the thermometer in the correct location on the client, mouth, forehead, armpit, 

and rectum. See plan of care for specific instructions.  
4. Wait for the temperature reading. Thermometer will beep and display the reading. 
5. Discard the probe 
6. Record the reading on the flowsheet. A fever in adults is a temperature of 38ºC 

(100.4ºF) or above. Notify the nurse if reading is above 100.4 unless specified differently 
on the plan of care. 

7. For any questions about the procedure, please call the nurse.  
 
Pulse:  
 

1. Tell the client you are going to take their pulse.  
2. The pulse should be taken when a client has been resting for a few minutes.  
3. Place your second and third (index and middle) fingers over the radial artery (the artery 

located on the inside of the wrist)  
4. Look at your watch or a clock and when the second hand is on the 12, start counting the 

pulse (the throbbing sensation at the radial artery) for 30 seconds. Multiply that number 
by 2.   

5. Take note of the rhythm are there longer or shorter pauses between the beats? 
6. If you detect an irregular poles, taker the pulse for one full minute to get an accurate 

reading.  
7. Report the irregular pulse to the nurse immediately.  
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8. Record the pulse on the flowsheet.  
9. For any questions about this procedure, please call the nurse.  

 
Respirations:  

1. The respirations should be taken when a client has been resting for a few minutes.  
 

2. Count the number of respirations, the number of times the client’s chest rises and falls, 
that occur in 30 seconds.  

3. Multiply by 2. (Do not count the respirations in 15 seconds and multiply by 4 as the 
reading is inaccurate). 

4. Record the respirations on the flowsheet.  
5. For any questions about his procedure, please call the nurse.  

 
Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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Client Name: ________________________________ 
 

WEIGHT 
 
PROCEDURE  
 
Wash hands before and after assisting the client with any procedure and before and after the 
use of gloves. Use Standard Infection Control Practices.   
 

1. Explain the procedure to the client. 
2. Before weighting check the previous weight in the client’s record.  
3. Use the same scale on the same flooring or rug each time the client is weighed. 
4. Balance the scale to zero if needed. 
5. Weigh the client as follows: 

a. Have the client center his or her feet on the scale and stand erect. 
b. If it is possible, weigh the client with the same amount of clothing on and at the 

same time of day each visit.  
c. Read the client’s weight indicated on the scale. 

6. Document weight on client’s flow sheet. 
7. Unless otherwise directed, notify the RN Case Manager of a 3- to 4-pound weight gain in 

1 week. 
8. Discard disposable items according to Standard Precautions. 
9. For any questions about this procedure, please call the nurse.  

 
 

 

Signature below indicates training to this protocol and to the client-specific needs relating to it.  
 

RN Signature Date 
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