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	1- ICU & ER Observation Checklist 

	Student Name:                                                              
Day/ date: 
	Academic Number: 


	No 
	Steps of procedure 
	Mark 
	Done 
	Not Done 
	Comment  

	1 
	IV pump 

-introps

-paralytic agent

-sedative 
	
	 
	 
	 

	2
	Suring pump
	
	
	
	

	3 
	hemodynamic monitor.

HR-SPO2-BP-MAP-CVP-RR-ECG

Arterial line   
	
	 
	 
	 

	4
	O2 supply 

· Air way

· endotracheal tube 
· tracheotomy care 

· suction

· oxygen slender

· mechanical ventilator

· ambo bag 
	 
	 
	 
	 

	5 
	ABG 
	
	 
	 
	 

	6
	ECG mentoring and interpretation   
	
	 
	 
	 

	7
	Mechanical ventilation sitting and mode
	
	 
	 
	 

	8 
	Chest tube  and water seal drainage
	
	 
	 
	 

	9
	Crash cart  
	
	 
	 
	 

	10 
	High alert medication
	
	 
	 
	 

	Total Score 
	
	 
	 
	 

	Evaluator’s Name: 
Signature:                                                                                         
	
	
	


	2- Endotracheal suctioning  Checklist 

	Student Name:                                                              
Day/ date: 
	Academic Number: 


	No 
	Steps of procedure 
	Mark 
	Done 
	Not Done 
	Comment  

	1 
	Prepare and check Equipment :
-Oxygen source 
-Monitoring equipment – oxygen saturation, heart rate and blood pressure

- Functioning wall suction unit with suction tubing connected 

- Suction catheter 
To determine suction catheter size:

ETT Size (mm)  

 Suction Catheter Size 

2.5 

 5 FG

3.0 - 3.5

 6 - 7 FG

4.0 - 4.5 

 8 FG

- Non sterile gloves 
- Disposable plastic apron
- Goggles

- Normal saline ampoule and 2 ml syringe (if normal saline lavage required) 
- Alcohol hand rub


	
	 
	 
	 

	2
	- Pre Procedure action 
	Rational

	
	- Comprehensive respiratory assessment. 

- Explain procedure to patient / parents. 

- Preparation of patient - physical, psychological and pharmacological i.e. sedation.   

- Ensure all necessary equipment is available - see list above.  

Ensure the correct suction pressure is set Neonate 50 – 80mmHg Paediatric 

–  80 - 100mmHg Older Child

-  100 – 120mmHg adult 
-Calculate  appropriate sized suction catheter, double the size of the end tracheal tube

-wash hands prior to procedure. Put on apron and goggle

-Apply non-sterile glove to the dominate hand. 

- Determine insertion approximately 0.5 -1 cm beyond the length of the endotracheal tube (Shallow Suctioning). 

- Check against a predetermined length i.e. paper tape measure posted at bedside. 

Remove the catheter from its sheath using dominate hand 
	-To assess the need for suctioning
-To minimize anxiety and stress
-To reduce risk of complications
-High negative suction pressures and deep suctioning may cause right upper lobe collapse in children.  Also high pressures may damage respiratory mucosa and cause destruction of epithelial cilia of the airways
-To ensure effectiveness of procedure and minimize risk of complications.  To guarantee maximum of 50% of internal diameter which create less negative pressure and prevents hypoxia and right upper lobe collapse / atelectasis
It also limits the risk of mucosal trauma. Too big a suction catheter has been demonstrated to reduce the tidal volume to < 10%
-Maintenance of asepsis and prevention of cross infection.  Protection of practitioner

	3 
	 During Suctioning Procedure:

- Two practitioner technique is recommended on infant / child who is acutely ill / unstable and high risk of not tolerating the procedure, without profound decrease in heart rate, blood pressure and oxygen saturation
- Monitoring Monitor vital signs i.e. heart rate and oxygen saturations. 

-Disconnect patient from ventilator and introduce suction catheter gently to required depth.

-Withdraw the suction catheter gently applying continuous suction pressure by placing the thumb over the suction control port, maximum 5-10 seconds.
-Do NOT rotate the suction catheter.
-Observe the secretions for color, consistency and amount. 
· Recovery period should be given when more than one catheter pass is needed and no more than three passes during any one suctioning session.
·  Suction catheter passes should be kept to a minimum and should not exceed 3 passes.
-A new sterile catheter is used for each suctioning session unless contaminated


	-To have a baseline set of observations and allow monitoring throughout the procedure

-To prevent mucosal damage
-To ensure patency of endotracheal tube and prevent hypoxia 
Note :  Take into consideration the patient’s own respiratory / ventilation rate and clinical state
-suction catheter have multiple holes in there  diameters and therefore the rotating method is not necessary
-To allow oxygen levels to return to baseline and minimize mucosal damage

	4
	Oropharyngeal suctioning should be carried out first. 

-Attach manual re breathing circuit to patient and provide manual ventilation following suctioning as clinically indicated 
- Note : 

Routine Instillation of Normal Saline 0.9% prior to suctioning is NOT recommended.  


	 -A new suction catheter must be used for oral nasal and endotracheal insertion
-To reduce the amount of negative pressure in the lung and to reduce the level of hypoxia.  Re–oxygenating to reverse hypoxia or hypercarbia that may have developed. To reduce the risk of barotraumas

-The literature does not support this practice and Sputum and saline do not mix  

	5 
	Post procedure : 
-Monitor the oxygen saturation levels and heart rate for any decrease indicating hypoxaemia throughout the procedure. 
-Dispose of the suction catheter in the clinical waste bin and rinse suction tubing by dipping it in a small container of sterile water, dispose gloves in the clinical waste bin adhering to universal health and safety precautions
-Evaluate effectiveness by conducting a comprehensive post suctioning respiratory assessment, including breath sounds. 
-Wash hands after procedure. 
-  Document procedure and findings - color, consistency and amount of secretions. 
-Allow patient 20-30 mins before taking a blood gas




	-To reduce risk of complications
-To prevent cross infection
-To ensure an accurate sample

	Total Score 
	
	 
	 
	 

	Evaluator’s Name: 
Signature:                                                                                         
	
	
	


	3- Tracheotomy care   

	Student Name:                                                              
Day/ date: 
	Academic Number: 


	No 
	Steps of procedure 
	Rational 

	1 
	 Equipment:

· Sterile disposable tracheostomy cleaning kit or supplies (sterile containers, sterile nylon brush or pipe cleaners, sterile applicators, gauze squares)

· Sterile suction catheter kit (suction catheter and sterile container for solution)

· Sterile normal saline (Check agency protocol for soaking solution)

· Sterile gloves (2 pairs)

· Clean gloves

· Towel or drape to protect bed linens

· Moisture-proof bag

· Commercially available tracheostomy dressing or sterile 4-in. x -in. gauze dressing

· Cotton twill ties

· Clean scissors
	 

	2
	 Procedure: 
1. Introduce self and verify the client’s identity using agency protocol. Explain to the client everything that you need to do, why it is necessary, and how can he cooperate. Eye blinking, raising a finger can be a means of communication to indicate pain or distress.

2. Hand hygiene.

3. Provide for client privacy.

4. Prepare the client and the equipment.

· To promote lung expansion, assist the client to semi-Fowler’s or Fowler’s position.

· Open the tracheostomy kit or sterile basins. Pour the soaking solution and sterile normal saline into separate containers.

· Establish the sterile field.

· Open other sterile supplies as needed including sterile applicators, suction kit, and tracheostomy dressing.

5. Suction the tracheostomy tube, if necessary.

· Put a clean glove on your non-dominant hand and a sterile glove on your dominant hand (or put on a pair of sterile gloves).

· Suction the full length of the tracheostomy tube to remove secretions and ensure a patent airway.

· Rinse the suction catheter and wrap the catheter around your hand, and peel the glove off so that it turns inside out over the catheter.

· Unlock the inner cannula with the gloved hand. Remove it by gently pulling it out toward you in line with its curvature. Place it in the soaking solution. 
·  Remove the soiled tracheostomy dressing. Place the soiled dressing in your gloved hand and peel the glove off so that it turns inside out over the dressing. Discard the glove and the dressing.

· Put on sterile gloves. Keep your dominant hand sterile during the procedure.

6. Clean the inner cannula.

· Remove the inner cannula from the soaking solution.

· Clean the lumen and entire inner cannula thoroughly using the brush or pipe cleaners moistened with sterile normal saline. Inspect the cannula for cleanliness by holding it at eye level and looking through it into the light.

· Rinse the inner cannula thoroughly in the sterile normal saline.

· After rinsing, gently tap the cannula against the inside edge of the sterile saline container. Use a pipe cleaner folded in half to dry only the inside of the cannula; do not dry the outside. 
· Replace the inner cannula, securing it in place.

· Insert the inner cannula by grasping the outer flange and inserting the cannula in the direction of its curvature.

· Lock the cannula in place by turning the lock (if present) into position to secure the flange of the inner cannula to the outer cannula.

8. Clean the incision site and tube flange.

· Using sterile applicators or gauze dressings moistened with normal saline, clean the incision site. Handle the sterile supplies with your dominant hand. Use each applicator or gauze dressing only once and then discard. 
· Hydrogen peroxide may be used (usually in a half-strength solution mixed with sterile normal saline; use a separate sterile container if this is necessary) to remove crusty secretions. Check agency policy. Thoroughly rinse the cleaned area using gauze squares moistened with sterile normal saline. 
·  Clean the flange of the tube in the same manner.

· Thoroughly dry the client’s skin and tube flanges with dry gauze squares.

9. Apply a sterile dressing.

· Use a commercially prepared tracheostomy dressing of non- raveling material or open and refold a 4-in. x 4-in. gauze dressing into a V shape. Avoid using cotton-filled gauze squares or cutting the 4-in. x 4-in. gauze. 
·  Place the dressing under the flange of the tracheostomy tube.

· While applying the dressing, ensure that the tracheostomy tube is securely supported.

10. Change the tracheostomy ties.

· Change as needed to keep the skin clean and dry.

· Twill tape and specially manufactured Velcro ties are available. Twill tape is inexpensive and readily available; however, it is easily soiled and can trap moisture that leads to irritation of the skin of the neck. Velcro ties are becoming more commonly used. They are wider, more comfortable, and cause less skin abrasion.


	· This moistens and loosens secretions.
· This removes excess liquid from the cannula and prevents possible aspiration by the client, while leaving a film of moisture on the outer surface to lubricate the cannula for reinsertion.
: This avoids contaminating a clean area with a soiled gauze dressing or applicator
· Hydrogen peroxide can be irritating to the skin and inhibit healing if not thoroughly removed.
· Cotton lint or gauze fibers can be aspirated by the client, potentially creating a tracheal abscess.
Excessive movement of the tracheostomy tube irritates the trachea.

	3 
	 Two-Strip Method (Twill Tape)
· Cut two unequal strips of twill tape, one approximately 25 cm (10 in.) long and the other about 50 cm (20 in.) long.  

· Cut a l-cm (0.5-in.) lengthwise slit approximately 2.5 cm (1 in.) from one end of each strip. To do this, fold the end of the tape back onto itself about 2.5 cm (1 in.), then cut a slit in the middle of the tape from its folded edge.

· Leaving the old ties in place, thread the slit end of one clean tape through the eye of the tracheostomy flange from the bottom side; then thread the long end of the tape through the slit, pulling it tight until it is securely fastened to the flange.

·   If old ties are very soiled or it is difficult to thread new ties onto the tracheostomy flange with old ties in place, have an assistant put on a sterile glove and hold the tracheostomy in place while you replace the ties. This is very important be- cause movement of the tube during this procedure may cause irritation and stimulate coughing. Coughing can dislodge the tube if the ties are undone.

· Repeat the process for the second tie.

· Ask the client to flex the neck. Slip the longer tape under the client’s neck, place a finger between the tape and the client’s neck and tie the tapes together at the side of the neck.

· Tie the ends of the tapes using square knots. Cut off any long ends, leaving approximately 1 to 2 cm (0.5 in.). 

·  Once the clean ties are secured, remove the soiled ties and discard.

One-Strip Method (Twill Tape)
· Cut a length of twill tape 2.5 times the length needed to go around the client’s neck from one tube flange to the other.

· Thread one end of the tape into the slot on one side of the flange.

· Bring both ends of the tape together. Take them around the client’s neck, keeping them flat and untwisted.

· Thread the end of the tape next to the client’s neck through the slot from the back to the front.

· Have the client flex the neck. Tie the loose ends with a square knot at the side of the client’s neck, allowing for slack by placing two fingers under the ties as with the two-strip method. Cut off long ends.

11. Tape and pad the tie knot.

Place a folded 4-in. x. 4-in. gauze square under the tie knot, and apply tape over the knot.

 12. Check the tightness of the ties.

Frequently check the tightness of the tracheostomy ties and position of the tracheostomy tube..
13. Document all relevant information.

Record suctioning, tracheostomy care, and the dressing change, noting your assessments.


	·  Cutting one tape longer than the other allows them to be fastened at the side of the neck for easy access and to avoid the pressure of a knot on the skin at the back of the neck.
· Leaving the old ties in place while securing the clean ties prevents inadvertent dislodging of the tracheostomy tube. Securing tapes in this manner avoids the use of knots, which can come untied or cause pressure and irritation.
Flexing the neck increases its circumference the way coughing does. Placing a finger under the tie prevents making the tie too tight, which could interfere with coughing or place pressure on the jugular veins.
-Square knots prevent slippage and loosening. Adequate ends beyond the knot prevent the knot from inadvertently untying.
-: This reduces skin irritation from the knot and prevents confusing the knot with the client’s gown ties.
Swelling of the neck may cause the ties to become too tight, interfering with coughing and circulation. Ties can loosen in restless clients, allowing the tracheostomy tube to extrude from the stoma


	4
	Suctioning: Procedure
1. Explain to the patient and their family that you are going to suction the tracheostomy tube.

2. Hand hygiene

3. Use personal protective equipment including non-sterile gloves and safety glasses.

4. Suction using a clean, non-touch technique.

5. Attach suction catheter to suction tubing

6. Gently introduce the suction catheter into the tracheostomy tube to the pre-measured depth.3

7. Apply suction & gently rotate the catheter while withdrawing. Each suction should not be any longer than 5-10 seconds.

8. Assess the patient’s respiratory rate, skin color and/or oximetry reading to ensure the patient has not been compromised during the procedure. Repeat the suction as indicated by the patient’s individual condition.

9. Rinse the suction catheter with sterile water decanted into bowl, not directly from bottle.

10. Look at the secretions in the suction tubing – they should be clear or white and move easily through the tubing.

11. Notify the parent team if the secretions are abnormal, and consider sending a specimen for culture and sensitivity


	 

	5
	Documentation :

-date, time, client's tolerance 

-respiratory assessment 

- discharge  amount, color and consistency 

- assessment of tracheotomy condition ,dressing .size
	
	 
	 
	 

	Total Score 
	
	 
	 
	 

	Evaluator’s Name: 
Signature:                                                                                         
	
	
	


	4- chest tube management  

	Student Name:                                                              
Day/ date: 
	Academic Number: 


	No 
	Steps of procedure 
	Mark 
	Done 
	Not Done 
	Comment  

	1 
	 1. Obtains and prepares the prescribed drainage system.
a. Disposable water-seal system without suction.  
1) Removes the cover on the water-seal chamber and, using the funnel provided, fills the second (water-seal) chamber with sterile water or normal saline. Fills to the 2-cm mark, or as indicated. 
2) Replaces the cover on the water-seal chamber
	
	 
	 
	 

	2
	b. Disposable water-seal system with suction. 
1) Removes the cover on the water-seal chamber and, using the funnel provided, fills the water seal chamber (second chamber) with sterile water or normal saline to the 2-cm mark.
2) Adds sterile water or normal saline solution to the suction-control chamber. Adds the amount of fluid specified by the physician order, typically 20 cm

3) Attaches the tubing from the suction-control chamber to the connecting tubing attached to the suction source.  
	
	
	
	

	3 
	 - If suction is prescribed, adjusts the suction source until gentle bubbling occurs in the suction-control chamber.
- If suction is not prescribed, leaves the suction tubing on the drainage system open
	
	 
	 
	 

	4
	- Makes sure that the drainage tubing lies with no kinks from the chest tube to the drainage chamber.  
	 
	 
	 
	 

	5 
	Prepares the patient for a portable chest x-ray. If the procedure just done 
	
	 
	 
	 

	6
	Places two rubber-tipped clamps at the patient’s bedside for special situations (safety measure).
	
	 
	 
	 

	7
	Places petroleum gauze dressing at the bedside in case the chest tube becomes dislodged.
	
	 
	 
	 

	8 
	Keeps a spare disposable drainage system at the patient’s bedside.
	
	 
	 
	 

	9
	Positions patient for comfort, as indicated
	
	 
	 
	 

	10 
	Maintains chest tube and drainage system patency by:   
a. Making sure the drainage tubing is free of kinks.
b. b. Inspecting the air vent in the drainage system to make sure it is patent.
c. Making sure the drainage system is located below the insertion site.
	
	 
	 
	 

	11 
	Check chest tube insertion site for subcutaneous emphysema   
	
	 
	 
	 

	12 
	Demonstrates how to calculate and record output from Chest tube and frequency
	
	 
	 
	 

	13
	 Note :

Chest tubes may be clamped on a practitioner’s order to assess :

· If chest tube is ready for removal.
·   The order should also include when to unclamp the chest tube.  
· If  the client experience respiratory distress, the nurse will unclamp the chest tube and  immediately notify the practitioner
	
	 
	 
	 

	14
	Documentation :

-date, time, chest tube size, insertion site, client's tolerance 
- assessment of  drainage unit 
 respiratory assessment for pleural chest tubes
 -cardiac and respiratory assessment for mediastinal chest tubes  
- drainage amount, color and consistency  suction settings 
- assessment of insertion site ,dressing 
	
	 
	 
	 

	Total Score 
	
	 
	 
	 

	Evaluator’s Name: 
Signature:                                                                                         
	
	
	





	5- ABG Interpretation  

	Student Name:                                                              
Day/ date: 
	Academic Number: 


	No 
	Steps of procedure 
	
Rational  

	1 
	 Equipment Required

· Adults:  Arterial Puncture Kit 
· Infants and children:  1 mL heparinized arterial blood sampling syringe with vented cap, 23 or 25g butterfly needle, alcohol prep pad, betadine prep pad, 2x2 gauze, and band aid or paper tape.
· Laboratory Requisition slip
· Patient labels
· Biohazard specimen bag
· Ice (if specimen cannot be transported to the lab within 15 minutes of acquisition)


	 

	2
	Verify physician/provider order
Order should state:

· Date of the order

· Time of the order

· If the specimen should be collected with the patient on a specific oxygen flow rate, ventilator settings, etc.

Physician/provider name
	

	3 
	Review coagulation studies i.e., ACT, PT, PTT, INR and/or platelets. Check to see if patiet is on anticoagulant therapy.

	Normal coagulation studies decreases bleeding complications. 

Note:  Patients on anticoagulant therapy may need extra time to hold site. 

 

	4
	Check patient’s ID band & verify identity using 2 patient identifiers.
	·  - If patient fails the Modified Allen’s Test on one hand, perform Modified Allen’s Test on the opposite hand.

· If patient fails both Modified Allen’s Tests, proceed to assess brachial arteries only if test is critically warranted. 

 

	5 
	Explain procedure to patient.
	

	6
	Perform proper Hand Hygiene and don clean gloves.
	

	7
	Position patient for comfort
Perform Modified Allen’s Test:

· Hold firm pressure on both radial and ulnar artery.

· Have patient open and close the hand that pressure is applied.

· Have patient open hand while releasing pressure on the ulnar artery.

· After pressure on the ulnar artery is released, the hand should become pink within 6 seconds.


	

	8
9

10 
	-Place patient’s arm palm up.
-Don clean gloves
-Prepare site with betadine solution/alcohol
-Locate artery using non-dominate hand
-Slowly perform puncture at approx. 45( angle.
-Look for flash in needle hub and hold steady until syringe fills.
Note: Approximately 0.5 mL of blood is needed for testing.
-Withdraw syringe and immediately close the safety cap. Apply firm pressure to site.
-Remove closed needle and place vented cap on syringe. Press on the plunger until blood fills the gap in syringe hub and cap.
· Gently roll sample to mix the heparin with the blood
· Place patient label on specimen & complete laboratory requisition slip.

	· Hold pressure no less than 5 minutes. 

· Assure that bleeding has stopped. 

If bleeding persists continue to hold pressure and dress with a pressure bandage.
- Verify correct label and requisition slip.

Note:  Make sure to include the patient’s temperature if less than 36.11( C (97( F) or greater than 38.33( C (101(F).
Proper specimen labeling includes:

· Label affixed to the specimen with: 

· patient name and MRN

· collectors initials 
· date & time of collection

· ABG requisition slip, filled in completely, inclusive of: 

· patient name
· DOB
· specimen type
· collection site
· O2 / ventilation mode and applicable settings
· Modified Allen’s test if applicable
· collectors initials 


Step 1 :


  


       Acidic (7.35-7.45) alkalosis 



   

  

  Step 3:



  Analyze the HCO3


  normal HCO3 level is 22 -26meq/l 


  



Next match either the pCO2 or the  HCO3


  with the pH to  determine the acid-­‐base



Step 5:


  Does the CO2 or HCO3 go the opposite direction of the pH?




 The HCO3 is opposite of the pH and would be evidence of compensation from the metabolic



  
 


	     
	· date & time of collection
· Place the specimen on ice if it cannot be transported to the lab within 15 minutes of acquisition

	


Step 6:



Analyze



pO2 normal value from 80-100 mmHg 


  


	  



	Test Normal         ↓ Value              ↑ Value 
	

	
	
	pH 7.35-7.45         Acidosis
pCO2 35-45          Alkalosis
HCO3 22-26         Acidosis
pO2 80-100          Hypoxemia
SaO2 95-100%     Hypoxemia
	Alkalosis 

Acidosis 

Alkalosis 

O2 Therapy 
———

	
	
	

	Total Score 
	
	 
	 
	 

	Evaluator’s Name: 
Signature:                                                                                         
	
	
	


	6- ECG Interpretation  

	 Select 6 second ECG strip (30 large box)

	Student Name:                                                              
Day/ date: 
	Academic Number: 


	No 
	Steps of procedure 
	Mark 
	Done 
	Not Done 
	Comment  

	1 
	 Rhythm Check
Regular 

Irregular 
	
	 
	 
	 

	2
	Rate
-  calculate atria rate 

 -  calculate ventricular rate
	
	
	
	

	3 
	P Waves
- Are P waves regular?

 -upright and slightly rounded?
-Do they all look similar?


-Is there one P wave for every

 QRS
	
	 
	 
	 

	4
	PR Interval 

-Is the PR interval measurement normal?
-Are the PR intervals constant?
-If the PR interval varies, is there a pattern to the changing measurements?

-location—from the beginning of the P wave to the beginning of  the QRS complex 
Normal duration: (0.12 to 0.20 second)
	 
	 
	 
	 

	5 
	QRS Complex
-Is the QRS complex measurement normal?
-Do the QRS complexes look similar

-Normal range 0.06 to 0.10 second
	
	 
	 
	 

	6
	Recognizing normal sinus rhythm
	
	 
	 
	 

	7
	Sinus node arrhythmias
-Atrial arrhythmias
Sinus tachycardia
Sinus bradycardia
Sinus arrest

-Junctional arrhythmias
-Ventricular arrhythmias
-Atrioventricular blocks
	
	 
	 
	 

	8 
	atrial arrhythmias
Premature atrial contractions PAC
Arterial tachycardia 

Atrial flutter
Atrial fibrillation
ventricular arrhythmias
Premature ventricular contraction PVC

Ventricular tachycardia
Ventricular fibrillation
Asystole
AV block
-Firest degree 
-Type I second-degree AV block

-Type II second-degree AV block
-Third-degree AV block
	
	 
	 
	 

	Total Score 
	
	 
	 
	 


