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1.0    Objective

	1.1
	To provide guidelines for collection of blood specimen for Laboratory analysis


2.0    Scope

	2.1
	This procedure defines the actions and responsibilities of the nurse when performing Venepuncture and assisting the Doctor to do Blood Culture


3.0    Reference

	3.1
	ISO Documents

	
	3.1.2
	NUH-PM-NSG-02
	Care Management

	
	3.1.2
	Associate Documents

	
	3.1.2.1
	Treatment and Progress Notes

	
	3.1.2.2
	Appropriate Laboratory Investigation Form

	
	3.1.3
	Other Reference

	
	3.1.3.1
	DeWit, S.C. (1994). Rambo’s Nursing Skills for Clinical Practice (4th ed). Philadelphia: W.B. Saunders Company

	
	3.1.3.2
	Perry, A.G. & Porter, P.A. (1986). Clinical Nursing Skills and Techniques: Basic, Intermediate and Advanced. Missouri: The C.V. Mosby Company

	
	3.1.3.3
	NUH Laboratory Medical Service Guide (2000/1)


4.0. Standard Operating Procedure Details

Responsibilities
	
	4.1
	Definition
	

	
	
	Venepuncture is referred to an insertion of needle into a vein for the purpose of withdrawing blood for laboratory tests


	

	
	4.2
	Policy
Blood specimens are biohazardous. Apply the principles of standard precautions when handling the specimens. Wear gloves to avoid accidental contact with blood.

Avoid storing blood specimen tube/bottle in a refrigerator with food, beverages or medications
Observe standard precaution and sharps disposal policy (refer to Infection Control manual)

	

	
	4.3

	Requisites 
 Thermoplastic tray containing:

Appropriate specimen tube/s
Venepuncture needles – size 21G or 23G 
Syringes/Vacutainer holder
Alcohol swabs
Plaster strip
A pair of gloves
Protective sheet
Tourniquet
Biohazard specimen bag
Plastic bag X 1 for used items
Container for sharps disposal
Additional requisites for blood culture:
Dressing set
Disposable syringe 20ml
Needle size 21G
Chlorehexidine in spirit 70%
Blood culture bottles
Sterile Dressing set
Sterile surgical gloves

	 

	 
	4.4

	Procedural Steps 
A:     Preparatory Phase  


	

	
	(1)
	Verify written orders in the Treatment and Progress Notes
Note: Refer to the NUH Laboratory Medicine Service Guide if required to verify the correct procedure and specimen tube/s to be used to obtain the specimen

	RN

	
	(2)
	Ensure completeness of investigation request form including correct patient’s name and investigation required

	RN

	
	(3)
	Collect required requisites

	RN

	
	 
	B:     Performance Phase
	

	
	(4)
	Identify the correct patient and explain procedure to be performed
	RN

	
	(5)
	Wash, dry hands and put on gloves
	RN

	
	(6)
	Assess suitable site  for venepuncture:

· Cephalic vein
· Basilic vein
· Median antebrachial vein
· Dorsal plexus vein

	RN

	
	(7)
	Ensure patient is in a comfortable position
	RN

	
	(8)
	Extend patient’s selected arm 
	RN

	
	(9)
	Place protective sheet below the arm
	RN

	
	(10)
	Apply torniquet approx. 5cm to 7cm above the selected venepuncture site

	RN

	
	(11)
	Tighten the torniquet enough to distend the vein without restricting blood flow completely; check presence of pulse

	RN

	
	(12)
	Instruct patient to clench his/her fist
	RN

	
	
	
	

	
	(13)
	(a) Performing venepuncture procedure:
· Clean the selected venpuncture site with alcohol swab (Note: Use saline swab if blood is collected for alcohol level)
· Allow alcohol/saline to dry
· Secure the vein by applying pressure to the distal end of the vein with the thumb and pulling down towards the knuckle
· Do not touch the cleansed venepuncture site
· Hold the needle at 15° to 30° angle with the bevel facing upwards
· Insert the needle directly into the vein
· Attach the specimen tube
· Withdraw the desired amount of blood
· Note: Venepuncture can also be done using a syringe and needle. Blood is then injected into the specimen tube/s

	RN

	
	
	(b) Assisting the Doctor to take blood for culture
· Open the dressing set and pour the cleansing solution into the compartment of the thermoplastic tray
· Remove the wrappers from the dressing towel, syringe, needle and gloves and place into the “sterile field”
Note: Doctor will do the venepuncture and inject the blood specimen into the blood culture bottles

	

	
	(14)
	Release the torniquet
	RN

	
	(15)
	Instruct patient to unclench fist
	RN

	
	(16)
	Withdraw needle and apply pressure (using alcohol swab) to the punctured site till bleeding stops

	RN

	
	(17)
	Apply a plaster strip over the punctured site once bleeding has stopped

	RN

	
	(18)
	Dispose used need immediately into “sharps” container
	RN

	
	(19)
	Verify with patient to ensure correct patient’s sticky label is used on the specimen tube/bottle
	RN

	
	(20)
	Place labelled specimen tube/bottles and investigation request form in the biohazard specimen bag
Note: Place a “Blood and Secretion Precautions” sticker on the  biohazard specimen bag if blood taken from patient with Hepatitis B, suspected HIV or known HIV and VDRL positive
	RN

	
	(21)
	Ensure patient is comfortable and call bell is within reach
	RN

	
	(22)
	Clear away the requisites
	RN

	
	 (23)
	Wash and dry hands
	RN

	
	(24)
	Send specimen to the laboratory
	RN

	
	
	
	

	
	
	C:     Follow-Up Phase
	

	
	(25)
	Observe ex-puncture site for signs of haematoma
	RN

	
	(26)
	Document in the treatment and progress notes, the date and time the specimen is despatched
	RN


Standard Operating Procedure

Care of Adult Patient on Blood Transfusion
	Document No.:
	Revision:
	Original Date:
	Effective Date:

	[image: image2.wmf]

NUH-SOP-NSG-GEN-027

NUH-SOP-NSG-GEN-027


	00
	01-07-02
	01-07-02

	Process Owner:
	Approval:

	Siti Muslehat Mustaffa

Senior Nurse Manager (Nursing)
	Lee Siu Yin

Director of Nursing

	Description of Content/Change:  

	( New Document    ( Major Content Change    ( Minor Content Change    ( Non-content Change    ( Deletions Only

	Any hardcopy, printed or photocopied, is considered an uncontrolled copy, unless it is the original, signed-off version.


1.0    Objective

	1.1
	To provide guidelines to transfuse blood and blood products and management of transfusion reaction(s)


2.0    Scope

	2.1
	This procedure defines the actions and responsibilities of the nurse when transfusing blood and blood products such as Whole Blood, Packed Cells, Fresh Frozen Plasma (FFP), Platelets and Cryoprecipitate; and managing transfusion reaction(s).


3.0    Reference

	3.1
	ISO Documents

	
	3.1.1
	NUH-PM-NSG-02
	Care Management

	
	3.1.2
	SOP-NSG-GEN-024   Collection of Urine Specimen

	
	3.1.3
	SOP-NSG-GEN-026   Collection of Blood Specimen for Laboratory Analysis

	
	
	Associate Documents

	
	3.1.4
	In-Patient Medication Record

	
	3.1.5
	Blood Transfusion Service Fax Request

	
	3.1.6
	Group and Cross Match (GMX) form

	
	3.1.7
	Intake and Output Chart

	
	3.1.8
	 Treatment and Progress Notes

	
	3.1.9
	Clinical Chart

	
	3.1.10
	Request for Suspected Transfusion Reaction form


	
	
	Other Reference

	
	3.1.11
	Perry, A.G. & Porter, P.A. (1986). Clinical Nursing Skills and Techniques: Basic, Intermediate and Advanced. Missouri: The C.V. Mosby Company

	
	3.1.12
	NUH Laboratory Medicine Service Guide (2000/1)


4.0. Standard Operating Procedure Details

Responsibilities
	
	4.1
	Definition
	

	
	
	Blood transfusion is the introduction of whole blood or any of its components directly into the blood stream

The purpose of blood transfusion is to:

· Restore whole blood volume (e.g. hypovolaemia due to severe bleeding from trauma, surgical or obstetrical operations or conditions)

· Replace plasma loss (e.g. severe burns, hypoproteinaemia due to liver cirrhosis, nephrotic syndrome, severe malnutrition)

· Correct any blood component deficiency (such as packed cells – anaemia, leukaemia; platelets – thrombocytopenia; cryoprecipitate – haemophilia)


	


	
	4.2
4.2.1
4.2.2

	Requisites
Requisites for Blood Transfusion:
Thermoplastic tray containing:
 I/V Normal Saline 0.9%
Blood Administration set
Disposable gloves
Hypo-allergenic tape
Blood/Blood product kept in mini cooler with ice pack
In-patient medication record (IMR)
GXM form
 Requisites in the event of Blood Transfusion Reaction:
IV Normal Saline 0.9% solution
I/V Administration set
Plastic bag for blood pack
Specimen bottle (for urine)
Specimen tube(s) (for blood serum)
Blood Bank “Request for Suspected Transfusion Reaction” form
Oxygen apparatus if required
Resuscitation trolley if required
	 

	
	
	
	


	 
	4.2.1

	Procedural Steps for Transfusion of Blood and Blood Products 
A:     Preparatory Phase  


	

	
	(1)
	Verify written orders in the In-Patient Medication Record
	RN

	
	(2)
	Ensure GXM is done 
Note: Request for blood is valid for 72hrs, otherwise a fresh blood for GXM has to be taken

	RN

	
	(3)
	Fax the “Blood Transfusion Services Request Form” to the Blood Bank
	RN

	
	(4)
	Collect the blood/blood product from Blood Bank 1hr later
	RN

	
	(5)
	Collect requisites

	RN

	
	 
	B:     Performance Phase
	

	
	(6)
	Wash and dry hands
	RN

	
	(7)
	Identify the correct patient and explain procedure to be performed 
	RN

	
	(8)
	Put on disposable gloves
	RN

	
	(9)
	Examine patient’s IV site for any swelling, redness or pain
	RN

	
	(10)
	Put up IV Normal Saline 0.9% prior to infusion to ensure patency of IV line
Note: Blood/blood products are compatible only with Normal Saline 0.9% solution

	RN

	
	(11)
	Prior to putting up the blood/blood product, check together with the Doctor at the patient’s bedside:
· Verify compatibility label with blood pack
· Compare IMR with duplicate copy of GXM form
· Check name, NRIC/HRN, blood group, Rh types, serial number, cross match compatibility, type of blood component and expiry date
· Inspect blood pack visually for red cell clumping or other abnormalities

	RN

	
	
	Note: 
· Compatibility label/tag issued with each blood product must remain attached to the blood until transfusion has completed. 
· Blood/blood products must be transfused immediately once it arrives. 
· Return to Blood Bank if it is not used within 30mins.

	RN

	
	(12)
	Confirm identity of patient by asking his/her name or checking his/her identification band

	RN

	
	(13)
	Gently invert the blood pack several times
	RN

	
	(14)
	Place the blood pack on a firm surface
	RN

	
	(15)
	Remove the spike from the IV Normal Saline infusion
	RN

	
	(16)
	Insert the spike into the blood pack without contaminating it
	RN

	
	(17)
	Hang the blood pack on the IV pole
	RN

	
	(18)
	Regulate the rate of flow:
· Whole blood and packed cells - the recommended flow rate is 75 – 100mls/hr. It may be given slower if danger of circulatory overload exists. The maximum time of transfusion should not exceed 4hrs per unit of blood/blood product

· Fresh frozen plasma (FFP) – infuse over 15 to 20mins when given for bleeding or clotting factor replacement

· Platelets and cryoprecipitate – rapid infusion


	RN

	
	(19)
	Monitor the patient closely during the first 15mins to 20mins of transfusion for any adverse reaction(s). Monitor:
· ¼ hourly intervals for the first hour of transfusion
· ½ hourly intervals for the second hour of transfusion
· Hourly intervals thereafter until the blood transfusion is completed

	RN

	
	(20)
	Ensure the lower chamber of the transfusion set is half filled throughout the transfusion 

	RN

	
	(21)
	Check the rate of flow closely to ensure there is no interruption of transfusion

	RN

	
	(22)
	Flush the infusion set with IV Normal Saline 0.9% solution upon completion of blood transfusion

	RN

	
	(23)
	Maintain patency of the IV line with slow IV Normal Saline 0.9% solution if patient requires further blood transfusion 
Note: Change the infusion set if patient requires further transfusion

	RN

	
	(24)
	Continue the IV infusion according to the IV regime or discontinue the infusion if not required further

	RN

	
	
	C:     Follow-Up Phase
	

	
	(25)
	Document the following in the Clinical Chart, Treatment & Progress Notes and Intake/Output Chart (if any) in red:
· Blood group
· Serial number
· Amount given
· *Time given
· *Time completed 
Note: *To record only in Treatment & Progress Notes and Intake & Output Chart

	RN

	
	(26)
	Complete recording on the compatibility label and return to Blood Bank

	RN

	
	(27)
	Observe for any complaints of dyspnoea, chest tightness, rigors, fever, loin pain or rash. If any of these reactions occur, stop the transfusion and refer to Doctor immediately

	RN

	
	4.3
	Procedure to Manage Blood Transfusion Reactions
	

	
	(1)
	Stop the transfusion immediately as soon as adverse reaction(s) to blood transfusion is suspected

	RN

	
	(2)
	Notify the doctor immediately and follow through orders 
	RN

	
	(3)
	Replace the blood and administration set with IV Normal Saline 0.9% solution via a new IV administration set

	RN

	
	(4)
	Place the blood pack and blood infusion set into a plastic bag
	RN

	
	(5)
	Monitor patient’s vital signs (refer to SOP-NSG-GEN-021) every 15mins or as indicated by the severity and type of reaction(s)

	RN

	
	(6)
	Administer oxygen (refer to SOP-NSG-GEN-022) if patient is dyspnoeic 

	RN

	
	(7)
	Standby emergency trolley if required 
	RN

	
	(8)
	Keep patient warm if rigor is present
	RN

	
	(9)
	Obtain 1st specimen of post reaction blood specimen (refer to SOP-NSG-GEN-026) and urine specimen (refer to SOP-NSG-GEN-024)

	RN

	
	(10)
	Compare the blood labels on the blood pack and verify against the patient’s GXM form (verify for correctness)

	RN

	
	(11)
	Send blood and urine specimens together with the blood pack (even if empty), the blood administration set together with the “Suspected Transfusion Reaction” form 
Note: Ensure completeness of form and correctness of patient’s sticky label

	RN

	
	(12)
	Obtain 2nd specimen of blood (refer to SOP_NSG_GEN026) and urine specimen (refer to SOP_NSG_GEN024) 24hrs later
Note: Label specimens as “Post Transfusion 11. Send specimens with memo to Blood Bank

	RN

	
	(13)
	Observe for oliguria, anuria and the colour of urine
	RN

	
	(14)
	Document the transfusion reaction(s) and estimated amount of blood transfused in the Treatment and Progress Notes

	RN

	
	(15)
	Report to Doctor if there is significant change(s) in patient’s condition
	RN
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1.0    Objective

	1.1
	To provide guidelines to care for adult patient on intravenous infusion


2.0    Scope

	2.1
	This procedure defines the actions and responsibilities of the nurse to care for the adult patient on intravenous infusion. The care includes insertion and removal of peripheral intravenous device; administration of intravenous infusion; discarding IV infusion and administration set; and the management of intravenous extravasation.


3.0    Reference

	3.1
	ISO Documents

	
	3.1.1
	NUH-PM-NSG-02
	Care Management

	
	
	Assosciate Documents

	
	3.1.2
	Treatment & Progress Notes

	
	3.1.3
	In-Patient Medication Record (IMR)

	
	3.1.4
	Patient Activity Flow-sheet

	
	3.1.5
	IV Regime Chart

	
	
	Other Reference

	
	3.1.6
	Perry, A.G & Potter, P.A. (1993). Fundamentals of Nursing: Concepts, Process & Practice (3rd ed). St. Louis: Mosby Year Book

	
	3.1.7
	Lammon, C.B., Foote, A.W., Leli, P.G., Ingle, J. & Adams, M.H. (1995). Clinical Nursing Skills. Philadelphia: W.B. Saunders Company

	
	3.1.8
	MOH Nursing Clinical Practice Guidelines – Prevention of Infections Related to Peripheral Intravenous Devices (2002)


4.0 Standard Operating Procedure Details

Responsibilities
	
	4.1
	Definition
	

	
	4.1.1

4.1.2

4.1.3

4.1.4
	Peripheral intravenous (IV) device is a soft, flexible catheter or cannula that is inserted into the patient’s vein 

IV therapy is the introduction of solution, blood or blood components directly into the vein via the peripheral IV device

IV infusion is the administration of a solution for the purpose of:

· Restoring or maintaining fluid or electrolyte balance

· Providing basic nutrition

· Providing an avenue for administering medication

· Restoring intravascular volume

IV extravasation is the leakage of IV fluids into the surrounding interstitial tissue


	

	
	4.2
	Policy:
Observe standard precaution and disposal of sharps (refer to Infection Control manual)

	

	
	4.3
	Requisites:

	

	
	4.3.1
	Requisites for Insertion of Peripheral IV Device
A Thermoplastic tray containing:
IV cannula size 20G or 22G X 1 each
T-connector X 1
Needle size 20G X 1
3mls syringe X 1
0.9% Normal saline ampoule 20mls X 1
Transparent dressing X 1
Hypo-allergic tape X 1
Protective sheet X 1
 “Date changed” label X 1
Alcohol swabs
A pair of latex gloves

	 

	
	4.3.2
	Requisites for Administration of IV Infusion
Thermoplastic tray containing:
IV solution as prescribed
IV infusion administration set
Alcohol swabs
Hypoallergenic tape
Plastic bag for used items
Hand splint and bandage if required
IMR
IV Regime Chart
“Date Changed” label
Note:
Check IV solution to ensure:
· Right solution
· Clarity and absence of sediments
· Absence of leaks
· Expiry date

	

	
	4.3.3
	Requisites to Discard IV Infusion and Administration Set
A pair of scissors
“Sharps” container

	

	
	4.3.4
	Requisites to Remove IV Cannula:
Thermoplastic tray containing:
Plaster strip X 1
Alcohol swab
Gauze X 1 pack
Disposable gloves
Plastic bag (small) for disposal of used items

	

	
	4.3.5
	Requisites to Manage IV Extravasation
A thermoplastic tray containing:

2” crepe bandage X 1 
Magnesium sulphate paste X 1 
Wooden spatula X 1
Hypo-allergic tape X 1
Small disposable bag X 1
Gauze
Alcohol swabs
Disposable gloves
Note: Place the bottle of Magnesium Sulphate paste into a cup of hot water
	

	
	4.4
	Procedural Steps
A:     Preparatory Phase

	

	
	1
	Refer to Treatment & Progress Notes or IMR to determine need for IV management


	RN

	
	2
	Collect requisites

	RN

	
	
	B:     Performance Phase 
	

	
	 3
	Identify the correct patient and explain procedure to be performed

	RN

	
	4.4.1

	To Insert Peripheral IV Device


	

	
	(1)
	Wash, dry hands and put on gloves
	RN

	
	(2)
	Select a suitable site for peripheral catheter insertion, either:
· Metacarpal veins
· Dorsal veins 
Note: 
· Choose straight and preferably distal veins
· Avoid bifurcations, bony prominences and veins in inner wrist
· Avoid insertion over an inflamed, sclerosed vein
· Avoid insertion over arm with an Arterio-Venous (AV) fistula

	RN

	
	(3)
	Place protective sheet below the selected site
	RN

	
	(4)
	Apply tourniquet 5 to 7 cm above the selected site
	RN

	
	(5)
	Tighten the tourniquet enough to distend the vein without restricting blood flow completely; check presence of pulse

	RN

	
	(6)
	Lower the patient’s extremity below the heart level to slow down the return of blood and to help in distending the vein

	RN

	
	(7)
	Instruct patient to clench his/her fist
	RN

	
	(8)
	Clean the selected site with alcohol swab
	RN

	
	(9)
	Allow alcohol to dry
	RN

	
	(10)
	Stabilise the vein by placing thumb about 2 cm directly above the vein, below the insertion site and pull the skin taut towards you

	RN

	
	(11)
	Insert the IV cannula into the vein:
· Hold the cannula with the bevel upright at a 15 to 30 degree angle to pierce the skin
· Gently insert the cannula directly into the vein
· Advance the cannula till a flashback of blood is seen (release the tourniquet if blood is observed to be flowing back at the hub of the cannula)
· Lower the angle of the cannula slightly, slide the cannula off the stylet into the vein for it’s full length while keeping the stylet steady

	RN

	
	(12)
	Place a piece of alcohol swab below the hub of the cannula
	RN

	
	(13)
	Remove the stylet 
	RN

	
	(14)
	Attach the T-connector into the cannula hub
Note: 
· If patient’s blood specimen is required, attach a syringe to syringe out the required amount (refer to SOP-NSG-GEN-026)
· If patient requires administration of IV therapy, attach the IV administration/blood set instead (refer SOP-NSG-GEN-027)

	RN

	
	(15)
	Cover the insertion site with transparent dressing
	RN

	
	(16)
	Indicate the date of insertion on the “Date change” label and paste it near the insertion site

	RN

	
	(17)
	Document in the Patient Activity Flow-sheet date of insertion
	RN

	
	(18)
	Change cannula every 72hrs (or unless clinically indicated) and when not required

	RN

	
	4.4.2
	To Administer IV Infusion:
	

	
	(1)
	Remove the plastic covering from the administration set
	RN/EN

	
	(2)
	Slide the flow clamp of the administration set close to the drip chamber and close the clamp

	RN/EN

	
	(3)
	Place the infusion bottle on a stable surface
Note: (RN) Inject prescribed medication into the infusion bottle if ordered. Complete the “Drug Added” label and paste on the infusion bottle
	RN/EN

	
	(4)
	Remove the protective cap from the spike of the administration set, insert the spike through designated spot of the rubber stopper without twisting or angling

	RN/EN

	
	(5)
	Hang the infusion bottle on the IV pole
	RN/EN

	
	(6)
	Prime the administration set:
· Leave the protective cap on the tubing
· Hold the end of the tubing over a receiver (thermoplastic tray) and open the flow clamp
· Squeeze the drip chamber to allow the flow of the IV fluid into the chamber until it is half filled
· Leave the clamp open until the IV solution flows through the entire length of the tubing forcing out all the air
· After priming the tubing, close the clamp

	RN/EN

	
	(7)
	Inspect the cannula insertion site for signs of pheblitis / extravasation
Note: Remove and reinsert new cannula if signs present

	RN/EN

	
	(8)
	Place an alcohol swab underneath the cannula hub
	RN/EN

	
	(9)
	Attach the administration set to the cannula hub after removing the protective cap and the cannula stopper 

	RN/EN

	
	(10)
	Ensure connection is secured
	RN/EN

	
	(11)
	Open the administration set clamp slightly and check for free flow and infiltration at site of puncture

	RN/EN

	
	(12)
	Loop the tubing and fasten it with hypoallergenic tape
Note: Change the transparent dressing if it is damp or soiled

	RN/EN

	
	(13)
	Regulate the flow-rate of the infusion according to prescribed regime
Note: Alert to immediate signs of swelling or pain at site of infusion. Stop infusion and consider change of cannula if it happens. If procedure is done by EN, RN must check through procedure.

	RN/EN

	
	(14)
	Secure patient’s arm with a hand splint if required
	RN/EN

	
	(15)
	Paste the “Date changed” label on the IV administration set
Note: Refer to SOP-NSG-GEN-010 for administration of medications intravenously
	RN/EN

	
	(16)
	Observe the following throughout the infusion:
· Rate of infusion
· Swelling or complaint of pain at site of infusion
· Any untoward reaction(s)
· Level of fluid in the infusion bottle

	RN/EN

	
	(17)
	Record IV administered in the IMR and Intake & Output chart
	RN

	
	(18)
	Follow IV infusion regime and change the solution accordingly
	RN/EN

	
	(19)
	Discontinue IV infusion as ordered by the Doctor

	RN

	
	4.4.3
	To Discard the IV Administration Set after use:
	

	
	(1)
	Remove the spike from the infusion bottle
	RN/EN/PCA

	
	(2)
	Snip off the spike from the tubing and discard into the “sharps” container
	RN/EN/PCA

	
	(3)
	Cut through a corner of the infusion bottle to drain out any excess fluid
	RN/EN/PCA

	
	(4)
	Discard the used tubing and empty infusion bottle into the waste bin

	RN/EN/PCA

	
	4.4.4
	To Remove the IV Cannula:
	

	
	(1)
	Verify the need to remove the IV cannula:
· No longer in use
· Presence of pheblitis/extravasation
Note: EN/PCA must verify with RN before performing procedure

· 
	RN/EN/PCA

	
	(2)
	Wash, dry hands and put on gloves
	RN/EN/PCA

	
	(3)
	Remove the transparent dressing
	RN/EN/PCA

	
	(4)
	Swab the IV insertion site with alcohol swabs
	RN/EN/PCA

	
	(5)
	Remove the IV cannula
	RN/EN/PCA

	
	(6)
	Apply slight pressure to the ex IV insertion site to stop bleeding
Note: Apply pressure for a few minutes. Use gauze if bleeding persists


	RN/EN/PCA

	
	(7)
	Apply plaster strip over the puncture site once bleeding stops
	RN/EN/PCA

	
	(8)
	Remove gloves

	RN/EN/PCA

	
	4.4.5
	To Manage Extravasation:
	

	
	(1)
	Determine the extent of pheblitis/extravasation (redness, tenderness, necrosis or blanching) 

	RN

	
	(2)
	Apply warm Magnesium Sulphate paste to the affected area with a clean spatula

	RN/EN

	
	(3)
	Cover the affected area with a thin piece of gauze
	RN/EN

	
	(4)
	Use a crepe bandage to hold the dressing in position
Note: Check the affected site daily. Change the dressing and re-apply the Magnesium Sulphate paste if pheblitis/extravasation persists

	RN/EN

	
	
	B:     Performance Phase (con’t)
	

	
	4
	Ensure patient is comfortable and call-bell within reach
	RN

	
	5
	Clear away requisites
	RN/EN/PCA

	
	6
	Wash and dry hands

	RN

	
	
	C:     Follow-Up Phase
	

	
	7
	Check IV site daily. Indicate in the Patient Activity Flow-sheet with a (() if insertion site is free of pheblitis / extravasation and dressing is clean/changed 

	RN

	
	8
	Observe for signs of pheblitis/extravasation, remove cannula if present

	RN

	
	9
	Inform of Doctor if pheblitis/extravasation persists
	RN
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	 1.0
	Objective

	 1.1
	To establish a procedure on the use of physical restraint.


	
	

	 2.0
	Scope

	 2.1
	This procedure defines the actions and responsibilities of the nursing staff in assessing, implementing and evaluating the physical restraint on the patients.


	
	

	 3.0
	Reference

	
	External Document

	 3.1
	Best Practice Information Sheet Volume 6 Issue 3 2002, Physical Restraint Part 1: Use in Acute and Residential Care Facilities, The Joanna Briggs Institute 2002

	3.2 Evans D, Wood J, Lambert L and FitzGerald M, Physical Restraints in Acute and
            Residential Care – A Systematic Review No. 22, The Joanna Briggs Institute 2002 


	4.0
	Standard Operating Procedure Details
	

	
	
	Responsibilities

	4.1
	Definition

	

	
	Restraint is defined as “any device, material or equipment to or near a person’s body and which cannot be controlled or easily removed by the person and which deliberately prevents or is deliberately intended to prevent a person’s free body movement to a position of choice and/or a person’s normal access to their body.”

	

	4.2
	Indications for physical restraint
	

	
	4.2.1
	When chemical restraint and verbal intervention fails.

	 

	
	4.2.2
	To prevent self-injury, injury to others and damage to property in violent / disruptive patients 
	

	
	4.2.3
	To facilitate treatment in restless and confused patients tampering medical devices.

	 

	
	                Note:  Physical restraint should only be used as a last resort, 
                          and when the potential benefits are greater than the
                          potential harm. 
	

	
	
	

	4.3
	Procedural Steps
	

	
	4.3.1
	Assess the patient using the above indications.
	RN

	
	4.3.2
	Provide specific reasons to patients and next-of-kin whenever restraining is required. Seek his/her understanding.

	RN

	
	4.3.3
	Restrain a patient when he/she is lying down in bed or seated.

	RN/EN

	
	4.3.4
	Use limb restrainers on upper and lower limb for extremely violent/disturbed patients.

	RN/EN

	
	4.3.5
	Use body vests or abdominal restrainers for restless and confused patients.

	RN/EN

	
	4.3.6
	Avoid pressure on vulnerable areas such as head, throat, chest, abdomen, pelvis or fingers.

	RN/EN

	
	4.3.7
	Secured restrainers properly, allow one finger space
	RN/EN

	
	4.3.8
	Record and document all events that lead to the use of restraints on patients in nursing notes.
	RN

	
	
	

	4.4
	Management and Observation
	

	
	4.4.1
	Nurse the restrained patient in the cubicle/room nearest to the nurses’ station whenever possible. 

	RN

	
	4.4.2
	Assess and monitor patient every shift.

	RN/EN/PCA

	
	4.4.3
	Check periodically on:
(a) restrainers / body vest for tightness and security.
(b) extremities for redness, cyanosis, bruising and abrasions. 

	RN/EN/PCA

	
	4.4.4
	Review patient condition and intervention(s) at every shift. Document the status.

	RN

	
	4.4.5
	Inform doctor the status of physical restraint if necessary.

	RN
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1.0    Objective

	1.1
	To administer the right medication via intramuscular or subcutaneous route safely.


2.0    Scope

	2.1
	This procedure defines the actions and responsibilities of the Registered and Enrolled Nurses when preparing and administering medication via intramuscular or subcutaneous route.


3.0    Reference

	3.1
	ISO Documents

	
	3.1.1
	NUH-HAP-NSG-003
	Taking Verbal Medication Orders from the Doctors

	
	3.1.2
	SOP-NSG-GEN-003
	Administraton of Oral Medications


4.0 Standard Operating Procedure Details

Responsibilities
	
	4.1
4.1.1

	Requisites
Inpatient medication record
Blue / black pen
Requisites to administer a subcutaneous injection
A thermoplastic tray containing:
          Disposable syringe
          Disposable injection needle: 21G x 38mm    
          Disposable injection needle: 23G x 25mm           
                                                 or 27G x 12.5mm 
          Alcohol swabs
          Prescribed medication
          Diluent for reconstitution if appropriate
          File or ampoule as necessary

	 

	
	4.1.2

	Requisites to administer intramuscular injection
A thermoplastic tray containing:
Disposable syringe
Disposable injection needle: 21G x 38mm
Disposable injection needle: 23G x 38mm 
          Alcohol swabs
          Prescribed medication 
          Diluent for reconstitution if appropriate

	

	
	4.2
4.2.1
	Procedural Steps
A: Preparatory Phase
  

	

	
	(1)
	Refer to the inpatient medication record to check the doctor’s order for the administration of the medication and route.

	RN

	
	(2)

	Check the patient’s history of allergies to the medication.
	RN

	
	(3)
	Collect and assemble the requisites.
Note: Do not handle the shaft of the plunger, the tip and the  shaft of the needle with fingers.

	RN

	
	(4)
	Identify the required medication by reading the label carefully before preparing the injection.

	RN

	
	(5)
	Inspect the medication to make sure that:
       (a)     It is not abnormally discoloured
       (b)     It is not cloudy
       (c)     It is free of precipitate
       (d)     It has not expired
	RN

	
	
	
	

	
	 4.2.2
	B: Performance Phase
	

	
	(1)
	Wash and dry hands.
	RN

	
	
	
	

	
	(2)
	Countercheck the name of the required medication with another RN/EN/Doctor by reading aloud the full order (medication, dose, route and time) on the right Inpatient Medication Record.
	RN

	
	
	For vials:
	

	
	(a)
	Remove the metal cap from the vial, if present.
	RN

	
	(b)
	Wipe the rubber stopper with an alcohol swab and allow the area to dry.
	RN

	
	(c)
	Pull the plunger of the syringe until the required volume of air in the barrel equals the volume of medication to be withdrawn.
	RN

	
	(d)
	Insert the drawing needle into the vial through the centre of the rubber stopper.
	RN

	
	(e)
	Inject the air, invert the vial and keep the needle bevel below the level of the solution as the solution is being withdrawn to the prescribed amount.
	RN

	
	(f)
	Withdraw the drawing needle from the vial.
	RN

	
	
	For ampoules:
	

	
	 (a)
	 Break the ampoule.
	RN

	
	 (b)
	 Insert the needle into the ampoule without touching its rim and withdraw the required medication into its syringe.

	RN

	
	(3)
	Change the drawing needle to the appropriate injecting needle.
	RN

	
	(4)
	Tap the syringe to dislodge any air bubbles. Expel air.
Note:  The nurse who prepares the medication shall               administer the medication.
	RN

	
	
	
	

	
	(5)
	Confirm the patient’s identity. Ask his/her name or check patient’s identification band against the Inpatient Medication Record.
Remember the 5 Rights of Medication Administration: The right Medication, Patient, Dose, Route, Time)
	RN

	
	
	
	

	
	4.2.2.1
	Administration of Subcutaneous Injection
	RN

	
	(1)
	Explain the procedure and its purpose to the patient.
	RN

	
	(2)
	Identify the appropriate site of injection:
(a) Upper outer aspect of the arm
(b) Lower abdomen
(c) Anterior aspect of the thigh
	

	
	(3)
	Ensure privacy and expose the site for injection.
	RN

	
	(4)
	Clean the site with alcohol swab and allow to dry. Grasp the area surrounding the site of injection and hold it in a cushion fashion.
	RN

	
	(5)
	Inject the needle quickly at an angle of 45 degrees. 
	RN

	
	(6)
	Release the grasp on the tissue when the needle is in place.
	RN

	
	(7)
	If no blood aspirated, inject the medication slowly.
	RN

	
	(8)
	Place the alcohol swab at the site of the injection and remove the needle quickly once the medication has been administered.
	RN

	
	(9)
	Press the site gently with the alcohol swab and release after 10 seconds.
Note: Do not massage the site especially for Heparin and Insulin injections)
	RN

	
	(10)
	Discard the needle into the sharps container.
	RN

	
	(11)
	Keep patient comfortable and place call bell within reach.
	RN

	
	(12)
	Clear away requisites. Wash and dry hands.
	RN

	
	
	
	

	
	4.2.2.2
	C: Follow-Up Phase
	

	
	(1)
	Sign the IMR.
	RN

	
	(2)
	Evaluate patient for therapeutic effects and untoward reactions.
	RN

	
	(3)
	Record and inform doctor of any refusal or omission. Document the reason(s).
	RN

	
	
	
	

	
	4.2.2.3
	Administration of Intramuscular injection
	

	
	(1)
	Explain the procedure and its purpose to the patient.
	RN

	
	(2)
	Identify the appropriate site of injection:
(a) Upper outer quadrant of the gluteus muscle region (adult only)
(b) Lateral aspects of the thigh (vastus lateralis muscle)
(c) Mid-deltoid of the upper arm

	RN

	
	(3)
	Ensure privacy and expose the site of injection.
	RN

	
	(4)
	Clean the site with alcohol swab and allow to dry.


	RN

	
	(5)
	Stretch the tissue to reduce the amount of subcutaneous fat to be penetrated and to ensure penetration into the muscle

	RN

	
	(6)
	Inject the needle into the muscle at an angle of 90 degrees of the skin surface

Note: Do not insert right up to the mount of the needle as it may break.


	RN

	
	(7)
	Withdraw the plunger slightly and observe for any blood. If blood is aspirated, discard the needle. Choose a fresh site for injection.


	RN

	
	(8)
	Inject the medication slowly
	RN

	
	(9)
	Remove the needle quickly once the medication is administered while applying pressure against the injection site with the use of alcohol swab


	RN

	
	(10)
	Press the site gently with the alcohol swab and release after 10 seconds. Do not massage site.

	RN

	
	(11)
	Discard the needle into the sharps container
	RN

	
	(12)
	Keep patient comfortable and place call bell within reach
	RN

	
	(13)
	Clear away requisites. Wash and dry hands
	RN

	
	
	
	

	
	4.2.3
	C: Follow-Up Phase
	

	
	(1)
	Sign the IMR 
	RN

	
	(2)
	Evaluate patient for therapeutic effects and untoward reactions. Refer when indicated.
	RN

	
	(3)
	Record and inform doctor of any refusal or omission. Document the reason(s).
	RN


Standard Operating Procedure

Nursing Patient on Suicide Caution in General Wards
	Document No.:
	Revision:
	Original Date:
	Effective Date:

	[image: image6.wmf]

NUH-SOP-NSG-GEN-031

NUH-SOP-NSG-GEN-031


	00
	01-07-02
	01-07-02

	Process Owner:
	Approval:

	Siti Muslehat Mustaffa

Senior Nurse Manager (Nursing)
	Mrs Lee Siu Yin

Director of Nursing

	Description of Content/Change:

	( New Document    ( Major Content Change    ( Minor Content Change    ( Non-content Change    ( Deletions Only

	Any hardcopy, printed or photocopied, is considered an uncontrolled copy, unless it is the original, signed-off version.


1.0    Objective

	1.1
	To provide guidelines for the nurse to manage patients identified as to be on suicide caution in the general ward


2.0    Scope

	2.1
	This procedure defines the actions and responsibilities of the nurse when nursing patients on suicide caution


3.0    Reference

	3.1
	ISO Documents

	
	3.1.1
	SOP-NSG-GEN-006
	Safekeeping and Return of Patient’s Property in the Wards 

	
	3.1.2
	SOP-NSG-GEN-029
	Use of Physical Restraints



	
	Associate Document 

	
	3.1.3
	 Nursing Care Plan No. 26 – Violence, Potential For, or Self-directed

	
	3.1.4
	Nursing Care Plan No. 27 – Coping Ineffective Individual

	
	3.1.5
	Treatment and Progress Notes

	
	3.1.6
	Evaluate and Progress Notes


4.0 Standard Operating Procedure Details

Responsibilities

	4.1
	Procedure Details


	

	
	4.1.1 
	Ensure doctor document ‘suicide caution’ in the Treatment and Progress Notes


	RN

	
	4.1.2 
	Put up nursing care plan on Coping Ineffective Individual or Violence and initiate appropriate nursing interventions


	RN

	
	4.1.3 
	Nurse patient in cubicle/room proximate to the nursing counter and away from windows

	RN

	
	4.1.4 
	Keep balcony doors within the cubicle/room locked at all times

	RN/EN/PCA

	
	4.1.5 
	Check and remove any sharp instruments or objects, belts or scarves belonging to patient
Note: Inform patient’s family to bring home (refer to SOP-NSG-GEN-006)

	RN/EN/PCA

	
	4.1.6 
	Inform patient’s family or significant others of suicide tendency and that it is mandatory for the patient to have a companion throughout hospitalisation

	RN

	
	4.1.7 
	Document in Treatment and Progress Notes that patient’s family or significant other has been informed

	RN

	
	4.1.8 
	Alert all staff to the “suicide caution” every shift

	RN

	
	4.1.9 
	Observe patient closely with regard to his activities:
	RN/EN/PCA

	
	
	4.1.9.1 
	Check on patient hourly
	

	
	
	4.1.9.2 
	Assist patient with Activities of Daily Living when required
	

	
	
	4.1.9.3 
	Use physical restraint if patient becomes aggressive or violent

	

	
	4.1.10 
	Review suicidal status with the Doctor daily

	RN

	
	4.1.11 
	Discuss with Doctor to consider referred to Medical Social Worker and/or Psychiatrist

	

	
	4.1.12 
	Notify the doctor if patient becomes unmanageable, and arrange for transfer to psychiatric unit once medical/surgical condition is stabilised

	RN

	
	4.1.13 
	Document patient’s progress in the Evaluate and Progress Notes
	RN
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1.0    Objective
	1.1
	To provide guidelines for Nursing Department staff in temperature monitoring using a clinical thermometer.


2.0    Scope

	2.1
	This procedure defines the actions and responsibilities of all Nursing Department staff in temperature taking and reporting.  


3.0    Reference
	3.1
	NUH-HAP-OPS-001
	:
	Prevention of SARS Outbreak


	3.2
	NUH-HAP-OPS-016
	:
	Temperature Monitoring and Management of Staff with Fever


	3.4
	SOP-HR-  
	:
	Request for Alternative Accommodation


	3.5
	Hazards 
	:
	Disposal of mercury


	3.6
	NUH-SOP-NSG-GEN-021
	:
	Assessing patient’s vital signs: Body temperature, pulse, Respiration, blood pressure and apex beat


4.0 Standard Operating Procedure Details


         
Responsibilities
	4.1
	Obtain clinical thermometers from Human Resource Department and distribute to each staff.

	Supervisors

	4.2
	Ensure staff is resting when performing temperature check.
Note: Do not take temperature within half an hour following a hot or cold drink to avoid a false reading. 

	All staff

	4.3
	Hold the thermometer firmly and flick it until the mercury level drops below 350C, before placing the bulb of the thermometer under the tongue. Close the lips and leave the thermometer in place for 3 minutes. 

	All staff

	4.4
	Remove the thermometer and wipe off saliva with a tissue or spirit swab. 

	All staff

	4.5
	Hold the thermometer horizontally between thumb and fore finger at eye level and rotate until mercury line is clearly visible and obtain reading.
Note: Use the formula below to convert to centigrade reading if the thermometer has only Fahrenheit graduation. 
(xoF – 32) x 5/9 = yoC

	All staff

	4.6
	If temperature is 37.5oC, rest for ½ hour and check temperature again.  Adopt the repeat temperature reading.

	All staff

	4.7
	Ask supervisor to verify the temperature. 

	All staff

	4.8
	Rinse thermometer under a running tap, wipe dry and replace it in the container. 

	All staff

	4.9
	Record temperature on-line individually or in the Nursing Department Daily Temperature Chart to facilitate bulk entry.
Notes: 
Supervisors are responsible for assigning department representatives to perform bulk entry on-line.  All bulk entries for the previous day are to be completed by 1000 hrs the next day.

Temperature reporting is mandatory unless staff is away for more than 2 days.
	All staff

	4.10
	Report temperature of 37.50C or above to supervisor. Do not continue to work but proceed to seek medical consultation at NUH EMD. 
Note:
Staff are not to use public transport if temperature is 37.5 0C, but use own transport or call 67725577 for ambulance pickup.

	All staff


	4.11
	Monitor temperature trend of all staff and advise appropriate actions. 


	Supervisors

	4.12
	Submit hard copies of the Department Daily Temperature chart from all nursing wards to Nursing Administration every morning by 0730 hrs.

	Night NM


	
	Additional Note:
It is the responsibility of the Director of Nursing to ensure all staff adhere to temperature reporting protocol to achieve 100% compliance.
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1.0
Objective

	1.1
	To provide a framework for set-up and management of isolation wards in the event of a SARS outbreak.



2.0
Scope

	2.1
	This procedure defines the actions and responsibilities of the designated ADONs, SNM, NM/NC, ICN and nursing staff (RN/EN/PCA) in setting up and managing an isolation ward.



3.0
Reference

	3.1
	NUH-HAP-OPS-001
	:
	Prevention of SARS Outbreak


	3.2
	NUH-HAP-NSG-005
	:
	Nursing Manpower Deployment During SARs Outbreak


	3.3
	NUH-SOP-NSG-GEN-034
	:
	Communication Workflow During SARs Outbreak


	3.4
	
	:
	Use of PPE


	3.5
	
	:
	Use of PAPR


	3.6
	NUH-HAP-OPS-008
	:
	Contact tracing


	3.7
	NUH-SOP-OPS-025
	:
	Decontamination/Cleaning procedure during SARS outbreak


	3.8
	NUH-HAP-OPS-009
	:
	Handling of SARS death


	3.9
	NUH-HAP-OPS-014
	:
	Criteria for admission and the management of Patient in Isolation Wards


	3.10
	
	:
	Movement route for patient, staff and visitors


	3.11
	
	:
	Temperature monitoring on-line


	3.12
	Associate Documents

	
	

	
	3.12.1
	Memo for visitors


	
	3.12.2
	Medical Personnel Record



4.0
Standard Operating Procedure Detail

         








          



           Responsibilities

	4.1
	Physical Set-Up Of Isolation Ward  

	

	
	4.1.1    
	Refer Annex A for standard set-up of Isolation Wards

	ADON/SNM/NM

	
	4.1.2   
	Inform MMD of consumables or equipment needed

	ADON/SNM/NM

	
	
	Inform Linen Room for linen supplies

	ADON/SNM/NM

	
	
	Inform pharmacy to equip ward for medical supplies
 
	ADON/SNM/NM

	
	
	Identify signages needed. Co-ordinate with Corporate Affairs for procurement of same.

	ADON/SNM/NM

	4.2
	Equipment List

	

	
	5.2.1
	Identify equipment needed and proceed to loan from other wards or initiate purchase requisition for procurement of new equipment if required.

	ADON/SNM/NM

	
	5.2.2
	Record all equipment on loan

	NM

	
	5.2.3
	Liaise with MMD for purchase of equipment

	ADON/SNM/NM

	4.3
	Staffing/Manpower Deployment

	

	
	4.3.1
	Determine manpower requirement based on the recommended ratio of 1:1

	ADON/SNM/NM

	
	4.3.2
	Identify areas from which the staff are to be deployed, e.g. closed wards/scaled down areas.  Meet the staff involved to explain the need for deployment, clarify concerns and allay anxiety.

	DON/ADONs

	
	4.3.3
	Deploy staff to man the ward, taking into account the number of ratio of RN: EN/PCA as well as the skill mix.
	ADON/SNM

	
	4.3.4
	Orientate and induct staff to the ward appropriately.  Assign buddy where applicable.

	NM/NC

	4.4
	Infection Control Practices and Staff Preparedness

	

	
	4.4.1
	Familiarise staff with Isolation protocol and Infection control protocol


	ICN, NM

	
	
	· Complete mask fitting, PPE assessment, MOH PPE video
· Protocol for management of patients with fever 
· Infection control practices in Isolation wards
· Use of PPE
· Use of PAPR
· Transfer protocol
· Contact tracing

	

	
	4.4.2

	Encourage nurses to express their fears and anxieties.
	ADON/SNM/NM

	
	4.4.3
	Identify nurses who need emotional support. Provide same, or refer for counselling by appropriate party such as MSW.

	ADON/SNM/NM

	4.5
	Daily Updates of Medical Personnel Records

	

	
	4.5.1
	Record in the Medical Personnel Record after attending to an isolation case every shift.  

	NM/RN/EN/PCA

	
	4.5.2
	Collect the Medical Personnel Form and give to Night co-ordinator for despatch to Medical Affairs.  This information is required for contact tracing if necessary.

	NM/RN/EN/PCA
/Night NM

	
	4.5.3
	Replenish new copy of Medical Personnel Record every morning shift

	Night RN/EN/PCA

	4.6
	Visitor Management

	

	
	4.6.1
	Ensure compliance with hospital visitor policy and guidelines while remaining sensitive to the needs of the family under different circumstances.

	NM/RN

	
	4.6.2
	Assist visitor to don surgical mask, gloves and gown during visits.

	RN/EN/PCA

	
	4.6.3
	Advise visitor not to sit on patient’s bed during visit. 
 
	RN/EN/PCA

	
	4.6.4
	Advise visitor on removal of gown and gloves for proper disposal, as well as to wash hands after visit.
	RN/EN/PCA
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1.0    Objective
	 1.1
	To manage information flow within an organised system of reporting during a SARs outbreak


2.0    Scope

	 2.1
	This procedure defines the actions and responsibilities of the DON, ADONs, SNMs and NMs and all nursing staff in facilitating communication with Nursing Administration, Ops Centre, as well as patients and their next-of-kin.  This applies only to Isolation/Decant wards.


3.0    Reference
	 3.1
	NUH-HAP-OPS-001
	:
	Prevention of SARS Outbreak



	 3.2
	
	:
	Use of PPE



	 3.3
	
	:
	Use of PAPR



	 3.4
	NUH-HAP-OPS-008
	:
	Contact tracing



	 3.5
	NUH-SOP-OPS-026
	:
	Decontamination/Cleaning procedure  



	 3.6
	NUH-HAP-OPS-009
	:
	Handling of SARS Death Cases



	 3.7
	NUH-HAP-OPS-014
	:
	Criteria for admission and the Management of Patient in Isolation Wards



	 3.8
	
	:
	Movement Route for Patient, Staff and Visitors



	 3.9
	NUH-HAP-OPS-016
	:
	Temperature Monitoring and Management of Staff with Fever



	 3.10
	Associate Documents


	
	

	
	3.10.1
	Daily Nursing Report for Isolation Wards



	
	3.10.2
	Sick Staff record (NUH staff seen at EMD)



	
	3.10.3
	Nursing Sick Staff Record



	
	3.10.4
	Nursing Night report (for DON) 



	
	3.10.5
	24 hours Ward report to Department of Nursing



	
	3.10.6
	Records for Medical Personnel



	
	3.10.7
	Communication List



	
	3.10.8
	Patients transfer to TTSH/CDC



	
	3.10.9
	Memo for visitors


4.0  Standard Operating Procedure Details


         
	
	
	Responsibilities

	 4.1
	Communication with Ops Centre


	

	
	4.1.1
	Submit the following to Ops Centre daily

· Nursing Night Report (For DON)

· Daily Nursing Report for Isolation Wards

· Nursing Sick Staff Record

· EMD Sick Staff Record


	Night NMs

	
	4.1.2
	Report via telephone all deaths, transfer to TTSH or CDC besides recording the information on the Daily Nursing Report for Isolation Wards.


	NM/RN/EN

	
	4.1.3
	Report staff temperature on-line daily.


	NM/Dept Rep

	
	4.1.4
	Fax 12MN and 4am temperature readings of all fever patients.


	RNs

	
	4.1.5
	Send visitor memos for DDIL patients and for special visitor arrangements.


	NM/RN/EN

	4.2
	Communication with Nursing Administration


	

	
	4.2.1
	Submit the following daily
· Nursing Night Report (For DON)

· Daily Nursing Report for Isolation Wards

· Nursing Sick Staff Record

· EMD Sick Staff Record
	Night NMs

	
	4.2.2
	Record in 24 hrs Nursing report all admissions, deaths and transfers, including those to TTSH and CDC.  Refer to ADON or NM when in doubt.


	RN/EN

	
	4.2.3
	Submit hard copy of ‘Nursing Temperature Record’ daily


	NM

	4.3
	Communication from Nursing Administration
	

	
	4.3.1
	Send out through e-mail to all wards Daily Updates from Ops Centre and any other relevant information, accompanied by a Nursing Update specific to Nursing Department only.


	DON/ADONs

	
	4.3.2
	Conduct briefing/sharing sessions with NMs/NCs 2 times a week, and with all nursing staff on an ad-hoc basis.  


	DON/ADONs

	
	4.3.3
	Prior to closure/opening of wards, meet with staff involved to explain the need for deployment to other areas of need, and clarify staff concerns and allay anxiety.


	DON/ADONs

	4.4
	Communication with Patient’s Next-of-Kin/Identified Spokesperson


	

	
	4.4.1
	Update family of patient’s status daily when no-visitor rule is in force.


	NM/RN

	
	4.4.2
	Document all communication in the ‘Communication List’.


	NM/RN

	
	4.4.3
	Remind doctor to update the identified spokesperson for all new admissions, any procedure done or any change in the treatment plan, and change in patient’s condition .


	NM/RN

	
	4.4.4
	Facilitate video-phone service in collaboration with PSC.


	RN/EN/PCA

	
	4.4.5
	Organise a family conference when necessary.
	NM
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1.0    Objective

	1.1
	To establish a system for early detection and reporting of a potential cluster of fever amongst patients in all inpatient wards, and for subsequent transfer of these patients to the isolation wards if deemed necessary by the doctor. 




2.0    Scope

	2.1
	This procedure defines the actions and responsibilities of the NM/RN/EN/PCA in monitoring and reporting temperature of febrile patients to the Epidemiology Unit, and in transferring them to the isolation wards if necessary.  

A febrile patient is defined as one whose temperature is equal to or greater than 380 Celsius. 

A febrile cluster is defined as an occurrence of more than 3 Health Care Workers and/or patients in a work area with fever of 380 C or above, OR more than 3 Health Care Workers with fever of 380C and above within 48 hours in the same work area.



3.0    Reference

	3.1
	NUH-HAP-OPS-001
	:
	Prevention of SARS Outbreak



	3.2
	NUH-HAP-OPS-008
	:
	Contact Tracing



	3.3
	NUH-HAP-OPS-016
	:
	Temperature Monitoring and Mnagement of Staff with Fever



	3.4
	NUH-SOP-OPS-013
	:
	Transfer of patients with undifferentiated fever or suspect SARS Patients



	3.5
	NUH-SOP-OPS-024
	:
	Responsibilities of Nursing Staff in Button-up Wards



	3.6
	NUH-SOP-PSC-015
	:
	Bed Mangement during SARS Outbreak



	3.7
	MOH SARS Incident Management in Hospital 2003



	3.8
	Transfer protocol of patient from general to isolation wards 

 

	3.9
	NSG-Form-Gen-031 Clinical Chart



	3.10
	24-hour Ward Report to Department of Nursing.   



	3.11
	Daily Nursing Report from Isolation Wards    



	3.12
	Daily Ward Census Report


4.0
Standard Operating Procedure Details

	
	
	Responsibilities

	4.1
	Management Of Patients With Regards To Temperature Monitoring


	

	
	4.1.1
	Check temperature of all patients twice a day and document on the clinical chart.


	RN/EN/PCA

	
	4.1.2
	For febrile patients:


	

	
	
	4.1.2.1
	Monitor patient’s temperature 4 hourly strictly and record any fever on the clinical chart.


	

	
	
	4.1.2.2
	Inform doctor of patient’s fever. 


	RN/EN

	
	
	4.1.2.3
	Fill in the details on the Ward Census Report for febrile patients as follow:

· Temperature reading of 380C and above

· Name of Consultant for each of the patients 

· Diagnosis of each patient

Note: Exclude day of operation and 1st post-operative day.


	RN/EN/PCA

	
	
	4.1.2.4
	Fax the duly completed ward census report to the Epidemiology Unit daily by 7 am.


	RN/EN/PCA

(night shift)

	
	
	4.1.2.5
	Scan patients’ temperature report daily for fever and inform the Consultant in-charge of the ward.

Note: Staff temperature is also monitored by ward NM. However, the Epidemiology Unit will be responsible to kick start the procedure of handling cluster of fever for staff once confirmed.


	NM/NC/Staff –in-charge

	
	4.1.3
	Transfer of febrile patient to isolation ward


	

	
	
	4.1.3.1
	Arrange for transfer of febrile patients to isolation ward within an hour of the order to transfer by doctor.


	RN/EN

	
	
	4.1.3.2
	Escalate when isolation bed is not available .


	NM/RN

	
	
	4.1.3.3.
	Raise a 24-hour Ward Report to Department of Nursing on all isolation admissions and transfers to TTSH/CDC for submission to Nursing Administration.   


	RN in isolation wards



	
	
	4.1.3.4
	Inform Ops Centre when patient is transferred to TTSH/CDC.

 
	     NM/RN

	
	
	4.1.3.5
	Update Daily Nursing report from isolation wards.


	RN

	
	
	4.1.3.6
	Collate 24-hour Ward Report and Daily Nursing Report from the isolation wards and submit to Nursing Administration daily by 7.30 am.
	Night NM
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1.0
Objective

	1.1
	To establish a system for reporting all types of pneumonia from inpatient to the Epidemiology Unit (EPIU), serving its surveillance functions.  


2.0
Scope

	2.1
	This procedure defines the actions and responsibilities of the NM/RN/EN/PCA in monitoring and reporting of patients with pneumonia to the Epidemiology Unit.  The diagnosis of pneumonia is documented by the doctor in the medical records.  All types of pneumonia to be reported for febrile and afebrile patient during the current hospitalisation.


3.0
Reference
	3.1
	Surveillance functions of Epidemiology Unit



	3.2
	Contact Tracing



	3.3
	Prevention of SARS Outbreak



	3.4
	MOH SARS Incident Management in Hospital 2003



	3.5
	Associate Document 




	
	3.5.1
	Daily Ward Census Report



	
	3.5.2
	Patient medical records



	
	3.5.3
	Inpatient Medication Records (IMR)


4.0 
Standard Operating Procedure Details

	
	
	Responsibilities

	4.1
	Flagging of Pneumonia cases to Epidemiology Unit


	

	
	4.1.1
	Note patient’s diagnosis of pneumonia 


	RN/EN/PCA

	
	4.1.2
	Inform Epidemiology Unit using the ward census report 


	

	
	
	4.1.2.1
	Indicate ‘P’ for pneumonia on the Ward Census Report

Note: Use the same ward census report for reporting patient’s temperature of 38 degrees Celsius and above.


	RN/EN/PCA

	
	
	4.1.2.2
	Fax the duly completed ward census report to the Epidemiology Unit daily by 7am.


	RN/EN/PCA (night shift)

	
	
	4.1.2.3
	Scan the ward census report daily ensuring reporting of all pneumonia cases.


	NM/NC/Staff–in-charge

	
	
	4.1.2.4
	Assist Epidemiology staff in Antibiotics treatment by referring to the medication records.  

Note: Epidemiology unit will follow through the responses of pneumonia patient towards  treatment 9eg. CXR, TW, culture, antibiotics treatment and responses).  It is a requirement from MOH.  


	RN-in-charge of patient

	
	
	4.1.2.5
	Arrange for transfer of  pneumonia cases to isolation wards upon doctor’s order.


	NM/NC/Staff –in-charge
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