Nurse Delegation for Nursing Assistants 
Self-Study Course


Job Aid – Administering Ear Drops

	Introduction
	This is general information only. Always follow the delegating RN’s specific instructions for each client.


	Procedure:

Ear Drops
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	 Step 1: Evaluate the client.

 Talk with the client about the procedure.

 Ask the client how they are doing, determine any changes they are experiencing such as hearing changes, ear drainage or pain. Note any complaints.

 Step 2: Prepare for the procedure.

 Review the delegation instructions and the medication record.

 Check the medication record against the ear drop label.

 Wash your hands with soap and water, and dry thoroughly.

 Put on gloves.

 Prepare the necessary equipment.

 Warm the medication solution close to body temperature by holding in the palm of you hand for a few minutes before instilling.

 Shake bottle if indicated. 

 Partially fill the ear dropper with medication.

 Assist the client to a side-lying position with the ear being treated uppermost. Or if the client desires, they can sit with head tilted so that the treated ear is uppermost.

 Step 3: Complete the procedure.

 Straighten the ear canal so that the solution can flow the entire length of the canal. Gently pull the ear lobe upward and backward. 

 Instill the correct number of drops along the side of the ear canal. Dropping the medication down the middle of the ear canal may make the medication land right on the ear drum, which is loud and sometimes painful. Do not let the dropper touch any part of the ear or ear canal.

 Ask the client to remain lying on their side, or sitting with the head tilted for about 5 minutes after you have instilled the medication.

 You may put a cotton ball loosely in ear to keep drops in place if indicated by the prescribing practitioner.

 Remove gloves.

 Wash your hands with soap and water, and dry thoroughly.

 Step 4: Document the medication administration. 

 Step 5: Observe the client’s response to the medication and any side effects.


Job Aid - Administering Eye Drops or Ointments

	Introduction
	This is general information only. Always follow the specific instructions for each client outlined for you by the delegating RN.


	Procedure:

Eye Drops or Ointments
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	 Step 1: Evaluate the client.

 Ask the client how they are doing, determine any changes they are experiencing including vision changes, eye redness, swelling or drainage or any pain. Note any complaints.

 Talk with the client about the procedure. The administration of eye medication is not usually painful. Ointments are often soothing to the eye, but some liquid preparations may sting initially.

 If the client has more than one eye medication, explain to the client that two or more eye medications will be give at least five minutes apart. If the client has eye ointment and drops to be instilled explain that the eye drops will be instilled first because the ointment forms a barrier to drops instilled after the ointment.

 Step 2: Prepare for the procedure.

 Review the delegation instructions and the medication record.

 Check the medication record against the eye drop/ointment label.

 Wash your hands with soap and water, and dry thoroughly.

 Put on gloves.

 Prepare the necessary equipment.

 Assist the client to a comfortable position, either sitting or lying. Do not administer the medication with the client standing.

 Clean the eyelid and the eyelashes before installing drops or ointment. Use a clean, warm washcloth to clean eyes. Use a different clean area of cloth for each eye.

 When cleaning the eye wipe from the inner canthus (closest to the nose) toward the outer canthus (away from the nose).

 If ointment is used, discard the first bead. The first bead of ointment from a tube is considered to be contaminated.


Continued on next page

Job Aid – Administering Eye Drops or Ointments, Continued
	Procedure: Eye Drops or Ointments, continued
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	 Step 3: Complete the procedure.
 Ask the client to look up to the ceiling. Give the client a dry absorbent tissue. The client is less likely to blink if looking up.

 Expose the lower conjunctival sac by placing the thumb or fingers of your nondominant hand on the client’s cheekbone just below the eye and gently draw down the skin on the cheek. Encourage the client to assist if possible, have them pull down the lower lid. If the lower lid is swollen, inflamed or tender handle it very carefully to avoid damaging it. Placing the fingers on the cheekbone minimizes the possibility of touching the cornea, avoids putting any pressure on the eyeball, and prevents the person from blinking or squinting.

 Approach the eye from the side and put the correct number of drops onto the outer third of the lower conjunctival sac. Hold the dropper 1 to 2 cm above the sac. The client is less likely to blink if a side approach is used. When put into the conjunctival sac, drops will not irritate the cornea. The dropper must not touch the sac or the cornea.

 If using ointment, hold the tube above the lower conjunctival sac, squeeze about 3/4 inch of ointment from the tube into the lower conjunctival sac from the inner canthus outward.

 Instruct the client to close their eye but not to squeeze it shut. Closing the eye spreads the medication over the eyeball. Squeezing can injure the eye and push out the medication.

 For liquid medications, press firmly or have the client press firmly on the tear duct for at least 30 seconds. Pressing on the duct prevents the medication from running out of the eye and down the duct.

 Clean the eyelids as needed. Wipe the eyelids gently from the inner to the outer canthus to collect excess medication.

 Assess responses immediately after the instillation and again after the medication should have acted. 

 Remove gloves and wash your hands.

 Step 4: Document the medication administration.

 Step 5: Observe the client.

 Observe and report redness, drainage, pain, itching, swelling or other discomforts or visual disturbances.


Job Aid – Administering Nasal Drops or Sprays

	Introduction
	This is general information only. Always follow the specific instructions for each client outlined by the delegating RN.


	Procedure:

Nasal Drops or Sprays
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	Nasal Drops or Sprays

 Step 1: Evaluate the client.
 Ask the client how they are doing, determine any changes they are experiencing including stuffiness, drainage, ease of breathing. Note any complaints.

 Talk with the client about the procedure.

 Step 2: Prepare for the procedure.
 Review the delegation instructions and the medication record.

 Check the medication record against the nasal drop or spray label.

 Wash your hands with soap and water, and dry thoroughly.

 Put on gloves.

 Prepare the necessary equipment.

 Have the client blow their nose gently to clear the nasal passage.

 Instilling nose drops requires the client either lie down or sit down with their head tilted back. If the client lies down put a pillow under their shoulders, letting the head to fall over the edge of the pillow. Some sprays recommend the client keep their head upright.

 Step 3: Complete the procedure.
 Elevate the nostrils slightly by pressing the thumb against the tip of the nose.

 Hold the dropper or spray just above the client’s nostril and direct the medication toward the middle of the nostril. If the medication is directed toward the bottom of the nostril, it will run down the Eustachian tube.

 Do not touch the dropper or spray bottle tip to the mucous membranes of the nostrils to prevent contamination of the container.

 Ask the client to inhale slowly and deeply through the nose; hold the breath for several seconds and then exhale slowly; and remain in a back-lying position for 1 minute so the solution will come into contact with the entire nasal surface.

 Discard any medication remaining in the dropper before returning the dropper to the bottle.

 Rinse the tip of the dropper with hot water, dry with tissue and recap promptly.

 Remove gloves.

 Wash your hands with soap and water, and dry thoroughly.

 Step 4: Document the medication administration.

 Step 5: Observe the client’s response to the medication and any side effects.


Job Aid – Administering Oral Inhalation Therapy

	Introduction
	This is general information only. Always follow the specific instructions for each client outlined by the delegating RN.


	Procedure:

Oral Inhalation Therapy
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	 Step 1: Evaluate the client.

 Ask the client how they are doing, determine any changes they are experiencing including ease of breathing. Note any complaints.

 Talk with the client about the procedure.

 Step 2: Prepare for the procedure.

 Review the delegation instructions and the medication record.

 Check the medication record against the inhaler or spray label.

 Wash your hands with soap and water, and dry thoroughly.

 Put on gloves.

 Prepare the necessary equipment.

 Step 3: Complete the procedure.

 Shake the inhaler immediately before using it. Remove the cap from the mouthpiece.

 Ask client to clear their throat.

 Ask the client to breath out slowly until no more air can be expelled from the lungs then hold their breath.

 Place the mouthpiece in the mouth holding the inhaler upright. Close the lips tightly around the mouthpiece. 

 Squeeze the inhaler as client breathes in deeply through the mouth. This is often difficult to do.

 Tell client to hold breath up to a count of five seconds.

 Before breathing out remove inhaler from the mouth. Wait at least two minutes between puffs, unless there are other directions.

 Repeat process if two puffs are ordered.

 If you have two or more inhalers always use the steroid medication last. Then rinse mouth out with water.

 Clean mouthpiece of inhalers frequently and dry it thoroughly.

 Remove gloves, wash your hands with soap and water, and dry thoroughly.

 Step 4: Document the medication administration.

 Step 5: Observe the client’s response to the medication and any side effects.


Job Aid – Administering a Rectal Suppository or Cream
	Introduction
	This is general information only. Always follow the specific instructions for each client outlined for you by the delegating RN.


	Procedure:

Rectal Suppository or Cream
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	 Step 1: Evaluate the client.
 Ask the client how they are doing, determine any changes they are experiencing including pain, itching, burning or constipation. Note any complaints.

 Talk with the client about the procedure.

 Step 2: Prepare for the procedure.

 Review the delegation instructions and the medication record.

 Check the medication record against the suppository or cream label.

 Wash your hands with soap and water, and dry thoroughly.

 Put on gloves.

 Prepare the necessary equipment, and provide for privacy.

 Remove the wrapper and lubricate the smooth rounded end, or see manufacturer’s instructions. The rounded end is usually inserted first, and lubricant reduces irritation of the rectal lining. If the suppository is too soft, put it in the refrigerator before removing wrapper.

 For one-half suppository, cut the suppository lengthwise.

 Encourage the client to relax by breathing through the mouth.

 Have client assume a position of comfort. It is most effective to insert the suppository while the client is lying on the left side. However, a suppository can be inserted in any lying or sitting position.

 Step 3: Complete the procedure.

 Lubricate the gloved index finger of your dominant hand.

 Insert the suppository gently into the anal canal, rounded end first, or according to the manufacturer’s instructions, along the rectal wall using the gloved index finger.

 Insert the suppository approximately 4 inches; avoid embedding the suppository in feces.

 Press the client’s buttocks together for a few minutes.

 Ask the client to continue to lie down for at least 5 minutes to help retain the suppository. The suppository should be retained for at least 30 to 40 minutes or according to manufacturer’s instructions.

 For rectal cream insert applicator tip in rectum and gently squeeze tube to deliver cream.

 Remove the applicator; wash it in warm soapy water and dry well before storing.

 Remove gloves, wash your hands with soap and water and dry thoroughly.

 Step 4: Document the medication administration.

 Step 5: Observe the client’s response and any side effects.


Job Aid – Administering a Vaginal Suppository or Cream

	Introduction
	This is general information only. Always follow the specific instructions for each client outlined for you by the delegating RN.


	Procedure:

Vaginal Suppository or Cream
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	Vaginal Suppository or Cream

 Step 1: Evaluate the client.

 Ask the client how they are doing, determine any changes they are experiencing including itching, burning or drainage. Note any complaints.

 Talk with the client about the procedure, and explain it is normally painless.
 Step 2: Prepare for the procedure.
 Review the delegation instructions and the medication record.

 Check the medication record against the suppository or cream label.

 Wash your hands with soap and water, and dry thoroughly.

 Put on gloves.

 Prepare the necessary equipment.

 Unwrap the suppository and put it on the opened wrapper or;

 Fill the applicator with the prescribed cream, jelly, or foam. Directions are provided with the manufacturer’s applicator.

 Provide privacy, and ask the client to empty her bladder prior to the procedure. If the bladder is empty, the client will feel less pressure during the treatment, and the possibility of injuring the vaginal lining is decreased.

 Assist the client to a back-lying position with the knees bent and the hips rotated outward.

 Drape the client appropriately so that only the perineal area is exposed.

 Encourage the client to relax by breathing through the mouth.


Continued on next page

Vaginal Suppository or Cream, Continued
	Procedure: Vaginal Suppository or Cream, continued
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	 Step 3: Complete the procedure
 Lubricate the rounded (smooth) end of the suppository, which is inserted first.

 Lubricate your dominant gloved index finger.

 Expose the vaginal orifice by separating the labia with your non-dominant hand.

 Insert the suppository about 3-4 inches along the back wall of the vagina.

 If inserting cream, gently insert the applicator about 2 inches. Slowly push the plunger until the applicator is empty. Remove the applicator and place on a towel. Discard the applicator if disposable or clean it according to the manufacturer’s direction.

 Remove the gloves, turning them inside out. Discard appropriately.

 Wash your hands with soap and water and dry thoroughly.

 Ask the client to remain lying in bed for 5 to 10 minutes following the instillation.

 Dry the perineum with the tissues as required. Remove the bedpan, if used.

 Remove the moisture-resistant pad and the drape. Apply a clean perineal pad and a T-binder if there is excessive drainage.

 Step 4: Document the medication administration.

· Step 5: Observe the client’s response to the medication and any side effects.


Job Aid - Non-sterile dressing changes

	Introduction
	This is general information only. Each client is different so the specific steps you will need to take will vary from person to person. Always follow the specific instructions for each client outlined for you by the delegating RN.


	Procedure:

Non-sterile dressing changes
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	 Step 1: Evaluate the client.

 Talk with the client about the procedure.

 Ask the client how they are doing, determine any changes they are experiencing. Note any complaints. Notice whether the client is eating well and drinking adequate fluids since this is important to wound healing.

 Step 2: Prepare for the procedure.
 Review the delegation instructions.

 Wash your hands with soap and water, and dry thoroughly.

 Prepare the necessary equipment.

 Put on gloves.

 Step 3: Complete the procedure.

 Remove the old dressing and dispose of it in an appropriate container.

 Remove gloves, wash hands, apply new gloves.

 Cleanse the wound as directed by the delegating nurse.

 Observe the wound as directed by the delegating nurse.

 Apply any ointment or medication as directed by the delegating nurse.

 Apply the new dressing as ordered by the delegating nurse.

 Remove gloves.

 Wash your hands with soap and water, and dry thoroughly.

 Step 4: Document your wound observation and the dressing change as ordered by the delegating nurse.

 Step 5: Observe the client for any changes or complications.


Continued on next page

Non-sterile dressing changes, Continued
	Tips for Success:

Observing the Wound


	 When dressing is removed, check the dressing for drainage

 After wound is cleansed, observe:

 color

 presence of odor that persists after the wound has been cleaned (some dressings will have an odor)

 amount of drainage

 consistency of drainage.

 After cleansing the wound describe the wound edges and wound bed. Look at:

 Size of wound
Describe it like a “quarter” or “dime” in size. This does not need to be exact but you should use the same kind of measurements consistently (like inches or size of a “___”).

 Color of wound: red, yellow, or black

 Wound drainage
If present, is it stringy, or does it have hard tissue

 Wound edges - circular or irregularly shaped

 Is there undermining (tunneling under the skin) present
(Caregivers do not measure depth of undermined areas.)


	Tips for Success:

Dressing the Wound
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	 Cover the wound with the dressing the delegating nurse showed you to use. There are many different kinds of dressings. Each has a specific purpose and should be used only as the nurse has shown you.

 Document observation of wounds as often as delegating nurse asks. Always notify nurse if there is an unusual change in appearance of wound.


Job Aid - Glucometer Testing

	Introduction
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	A glucometer is a machine for measuring the sugar content of a person’s blood. Review the section on diabetes in Client Care and the Body Systems Lesson for more detailed information on caring for clients with diabetes.

This glucometer testing procedure is general information only. Always follow the specific instructions for each client outlined for you by the delegating RN.


	Procedure:

Glucometer Testing
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	 Step 1: Evaluate the client; provide privacy according to what the client wants.

 Talk to the client about the glucometer testing.

 Ask the client how they are doing, and determine any changes they are experiencing.

 Ask the client where they would like you to draw their drop of blood. Usually a finger is used to obtain the blood. Do not use a swollen or injured site. It helps if the site is warm. 

 Step 2: Prepare for the procedure.
 Review the delegation instructions.

 Wash your hands with soap and water, and dry thoroughly.

 Gather the necessary equipment.

 Put on gloves.

 Step 3: Complete the procedure.
 Puncture the body part as directed by the delegating RN. The best practice is to change the puncture site for each test. Tip: fingertips are less sensitive on the sides of the finger.

 Test according to the equipment manufacturer’s directions and the delegating nurse’s instructions.

 Provide direct pressure to stop the bleeding if needed

 Remove gloves.

 Wash and dry your hands.

 Step 4: Document the reading with the date and time, and any other information required by the delegating RN.

 Step 5: Observe the client for irritation to the puncture site.


Job Aid - Gastrostomy Feedings

	Introduction
	A gastrostomy is an opening from the stomach to the outside through the abdominal wall. This allows food, fluids or medicines to be taken in through a tube when the person has difficulty with swallowing.

Always follow the specific instructions for each client outlined for you by the delegating RN.


	Procedure:

Gastrostomy Feedings
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	 Step 1: Evaluate the client.

 Talk to the client to find out how they are doing, and determine any changes they are experiencing.

 Explain to the client what you will be doing. Ask the client to tell you if they are experiencing any discomfort.

 Step 2: Prepare for the procedure.

 Review the delegation instructions.

 Wash your hands with soap and water, and dry thoroughly.

 Gather the necessary equipment.

 Put on gloves.

 Step 3: Complete the procedure.

 Remove the dressing - never use scissors to cut it off.

 Anchor the tube as instructed by the delegating nurse.

 Encourage the client to be in a sitting or semi-reclining position.

 The delegating nurse may ask you to check gastric contents by putting on gloves and withdrawing some of the contents of the stomach with a large syringe.

 Administer the formula or the medication as directed by the delegating nurse.

 Flush the feeding tube with 30-60 ml of water before and after each feeding and after giving all medications.

 Remove gloves.

 Wash your hands.

 Step 4: Document the feeding according to the instructions of the delegating RN.

 Step 5: Observe the client for any complications as directed by the delegating nurse.


Continued on next page

	Best Practices for Liquid Feeding
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	When you provide nutrition through the feeding tube remember the following information:

 Involve the client as much as possible. Meal times and eating are social times for many people and you should know the client’s preference for being with other people vs. their desire for privacy when they are receiving their food.

 Verify in writing with the delegating nurse the process for feeding, the amount of feeding, the amount of water, flow rate, and what position the client should be in when receiving liquid feedings.

 Use care when moving, bathing and dressing to prevent pulling on tube.

 Report any discomfort.

 Watch for irritation, redness, swelling or drainage, around abdominal incision.

 Sometimes clients can have food in their mouths for enjoyment of the taste but are not allowed to swallow the food. If this is allowed, ask the client what foods they would like to taste.

 Notify the nurse if vomiting or burping occurs.
 Have the client sit upright or at a 30-45 degree angle while receiving their tube feeding and stay upright for one hour after feeding has been finished.

 Observe the client’s mouth for any signs of dryness, or breakdown. Encourage client to brush and use mouthwash or other mouth freshening products, like saline swabs. Tell the client it is important not to swallow water while brushing his/her teeth as they may choke. The client should be sitting at a 90-degree angle while brushing their teeth or using mouthwash to prevent accidental swallowing of fluid.

 Diarrhea often occurs because of “dumping syndrome” (rapid emptying of stomach contents into the small intestine). If this happens, contact the delegating RN or the attending medical provider.

 Clean the equipment as directed.


Job Aid - Ostomy Care

	Introduction
	This section will cover the basic procedure for ostomy care. This is general information only. Each client is different and care will vary from person to person. Always follow the specific instructions for each client outlined for you by the delegating RN.


	Considerations
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Ostomy Bag


	An ostomy is an artificial opening in the abdominal wall to one of our internal organs. This is done when there is something wrong with other parts of the system. For instance, if a person has a blockage in their intestines due to a tumor, the surgeon can bring portion of the bowel to an opening in the abdominal wall. This is called a colostomy. It is also possible to create an opening into the stomach, called a gastrostomy, particularly when a person has trouble swallowing or an opening into the bladder, called a urostomy. The ostomy can be either temporary or permanent. 

The place where the opening is made is called the “stoma”. Bowel or bladder waste materials can be emptied through the stoma into a pouch. You may be delegated the task of helping the client with some or all of their ostomy care. 

The client may be sensitive or embarrassed about the ostomy, especially if it is fairly new. It is important that the caregiver not make any comments or otherwise make the client think that is unpleasant to assist with their ostomy care. 

This section will describe the changing of a colostomy bag. The bag should be changed when it is one-third to one-half full to prevent pulling on the skin around the stoma.


	Procedure:

Ostomy Care
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	Ostomy Care

 Step 1: Evaluate the client.

 Talk with the client about the procedure. Check to see where they would like to have the ostomy care done. Often it is easier to do in the bathroom.

 Be sure that there is privacy for the client wherever the care is done.

 Ask the client how they are doing, determine any changes they are experiencing.

 Step 2: Prepare for the procedure.

· Review the delegation instructions.

· Wash your hands with soap and water and dry thoroughly.

· Prepare the necessary equipment.

· Put on gloves.

 Step 3: Complete the procedure.

 Remove the old colostomy bag from the stoma. 

 Dispose of the bag according to the delegating nurse’s instructions or in a leak proof bag. In a situation where the bag is to be reused, follow the delegating nurse’s instructions.

 Gently remove any stool from around the stoma with toilet tissue. Then cleanse the skin around the stoma with mild soap and water. Pat dry.

 Observe the stoma and the surrounding skin for any open areas, irritation, rash or other features as directed by the delegating nurse.

 Apply any ointments as directed.

 Apply the new or clean bag as directed by the delegating nurse. There are a number of different types of bags available, the delegating nurse will give you specific instructions on the bag the client uses.

 Remove gloves.

 Wash your hands with soap and water, and dry thoroughly.

 Step 4: Document the ostomy care as ordered by the delegating nurse. 

 Step 5: Observe the client for any changes or complications.


Job Aid - Straight Clean Urinary Catheterization

	Introduction
	A straight clean urinary catheter is a tube which is inserted into the bladder to drain urine and then removed. This is done when the person is not able to empty their bladder without the catheter.

Always follow the specific instructions for each client outlined for you by the delegating RN.


	Procedure:

Straight clean urinary catheterization

[image: image19.wmf]
[image: image20.wmf] 



[image: image21.wmf] 


[image: image22.png]



[image: image23.png]




	 Step 1: Evaluate the client.
 Talk to the client to find out how they are doing, and determine any changes they are experiencing.

 Explain what you will be doing to the client. Ask the client to tell you if they are experiencing any discomfort or if they have any preferences about how you do the procedure.

 Step 2: Prepare for the procedure.

 Provide for the client’s privacy.

 Review the delegation instructions.

 Wash your hands with soap and water; dry thoroughly.

 Gather the necessary equipment.

 Put on gloves.

 Step 3: Complete the procedure.

 Assist the client to a comfortable sitting or lying position.

 Clean the perineal area or end of the penis as directed by the delegating nurse.

 Locate and identify the opening of the urethra.

 Lubricate the catheter with a water soluble lubricant like KY jelly.

 Insert the catheter into the opening of the urethra and into the bladder. This will be approximately 9 inches for men and 2 ½ to 3 inches for women. You will know you are in the bladder when urine begins to come out of the end of the catheter.

 Ask the client to breathe slowly and deeply. This helps the bladder opening relax. You should use gentle firm pressure when inserting the catheter. 

 Hold the catheter in place until urine stops coming out 

 Remove the catheter

 Clean and dry the perineal area.

 Step 4: Document the catherization according to the instructions of the delegating RN.
 Step 5: Observe the client for any complications as directed by the delegating nurse.
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