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Spacers 

A spacer provides additional volume that slows the aerosol velocity from a pMDI, allowing a reduction 
in particle size. Aerosol retention and discharged dose depends on the size and shape of the spacer, and 
electrostatic charge on the inner walls of plastic spacers. Spacers decrease oral deposition. When using 
a spacer, patient should coordinate their inhalation to occur within 1 to 2 seconds after actuating the 
inhaler. However, to function effectively, device should be fitted well to the spacer.

Advantages and disadvantages of spacers

Procedure
1.	 Assemble the spacer device
2.	 Shake to mix the ingredients
3.	 Remove the mouthpiece cover from the pMDI canister and the spacer .Attach the pMDI to the 

holding chamber/spacer.
4.	 Hold the canister upright
5.	 Exhale to functional residual capacity
6.	 Place the mouthpiece into the mouth
7.	 Press the pMDI canister once and simultaneously breathe in slowly through the mouth
8.	 Hold breath for 10 seconds (or as long as comfortable)
9.	 Allow 15 - 30 seconds between puffs
10.	After the prescribed amount of puffs has been administered, have patient remove the pMDI from 

the spacer and replace the caps on both
11.	Have the patient gargle and rinse with tap water after using an pMDI, as necessary
12.	Disassemble the spacer device for cleaning

Advantages Disadvantages

•	Reduced oropharyngeal drug impaction and loss
•	 Increased inhaled drug by two to four times 

than the pMDI alone
•	Allows  use  of  the  pMDI  during  acute 

exacerbations
•	Simplifies coordination of pMDI actuation 

and inhalation.
•	Eliminates    the    need    of    hand    mouth 

coordination

•	Large  and  cumbersome  compared  to  the 
pMDI alone

•	More expensive and bulky than a pMDI alone
•	Some assembly may be needed
•	Patient errors in fringe multiple puffs into 

chamber prior to inhaling or there is a delay 
between actuation and inhalation

•	Possible    contamination    with    inadequate 
cleaning
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Cleaning
•	 Clean at least once a week or more often as needed.
•	 Disassemble the device for cleaning. 
•	 Soak the valve holding chamber or spacer with clean water and gently shake both pieces back and 

forth (liquid detergent may be used)
•	 Shake out to remove excess water.
•	 Air dry spacer parts in the vertical position overnight. Do not place in sunlight. Do not use hot 

water.
•	 Do not towel dry the spacer as this will reduce dose delivery because of static charge. 
•	 Replace the back piece on the spacer when it is completely dry. 

2. Dry-Powder Inhaler
Dry-powder inhalers (DPIs) are portable, inspiratory flow-driven inhalers that are used to administer 
medication in the form of dry powder to the lungs. Single and multiple dose DPIs are available. They 
consist of a drug holder, an air inlet, a powder dispersion compartment and a mouthpiece. DPIs induce 
sufficient turbulence and particle-to-particle collision that detaches particles from their carrier surface 
and separates larger particles into smaller particles for adequate lung deposition.

Figure: Rotahaler Figure: Revolizer

Advantages and disadvantages of DPI

Advantages Disadvantages 

•	 Small and portable
•	 Propellant free
•	 Breath actuated
•	 Short preparation and administration 

time 

•	 Not suitable for extreme of ages (less than 5 years 
of age or elderly patients)

•	 Limited shelf-life and product stability 
•	 Upper respiratory side effects
•	 Cough 
•	 Various DPI designs
•	 Lactose allergy 

Aerosol Therapy
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Factors Affecting DPI Performance and Drug Delivery 
•	 Resistance and Inspiratory Flow: Each type of DPI has a different resistance to airflow that 

determines how much peak inspiratory flow needs to be created in the device to release the 
correct amount of drug. The patient’s inspiratory effort is important in breaking down of the 
powder into finer particles.

•	 Exposure to Humidity and Moisture: Humid and moist DPIs can lead to clumping of powder, 
reduce disaggregation and fine-particle development and dispersement during inhalation. 

Procedure
Rotahaler

1.	 Hold the rotahaler vertically and position the two halves of the rotahaler such that the fin is not 
directly below the rotacap hole. 

2.	 Remove the rotacap from its bottle and insert it into the rotacap hole with its transparent end 
facing downwards.

3.	 Hold the mouthpiece firmly with one hand and rotate the base
4.	 Breathe out fully and place the mouthpiece of the rotahaler between your teeth 
5.	 Close your lips tightly around it and tilt your head slightly backward and breathe in through 

mouthpiece rapidly and deeply
6.	 Hold your breath for 10 sec or as long as you are comfortable and breathe out normally. In case 

powder remains, repeat step 4
7.	 Open the rotahaler and dispose the empty capsule

Revolizer
1.	 To open, hold the revolizer at the base with one hand and pull back the mouthpiece.
2.	 Remove a rotacap from its bottle and insert a rotacap into the rotacap chamber with the transparent 

end facing downclose the mouthpiece firmly. A click sound will indicate proper closing of the 
revolizer.

3.	 Breathe out fully, through the mouth. Position the mouthpiece between the teeth and close the 
lips tightly around it. Sit or stand upright, keep your head straight, and breathe in through the 
mouth rapidly and deeply. When done correctly, you will hear the rotacap vibrating inside the 
revolizer.

4.	 Remove the revolizer from your mouth and hold your breath for about 10 seconds or for as long 
as it is comfortable. Breathe out normally. In case some powder remains in the rotacap chamber, 
repeat step. Ensure that no powder remains in the rotacap chamber.

5.	 After every use, open the mouthpiece (till both the arrows meet) and discard the empty rotacap. 
Close the mouthpiece and store the revolizer in the convenient carry pouch provided.

Cleaning
Moisture will decrease the drug delivery of DPIs. So, DPIs should be kept as dry as possible. Mouthpiece 
of the DPI should be wiped with a clean, dry cloth after each use. Capsule should be removed from the 
rotahaler before washing it with clean running water and drying it.

Do not forget to advice the patient to rinse the mouth and gargle the throat 
after administration of steroid via aerosol.

Aerosol Therapy
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3. Small-Volume Nebulizer
The SVN is an aerosol generator that converts liquid drug solutions or suspensions into aerosol and 
is powered by compressed air, oxygen, a compressor, or an electrically powered device. It is mostly 
prescribed for infants, small children, elderly or patients who are unable to properly use other inhalers. 
Types of SVNs include: 

a.	 Pneumatic jet nebulizers
b.	 Ultrasonic nebulizers
c.	 Vibrating mesh nebulizer

a. Pneumatic Jet Nebulizers

Factors Affecting Drug Delivery of Jet Nebulizers
•	 Gas Flow and Pressure: Jet nebulizers operate by means of varied levels of compressed gas flow 

and pressure. (Best at a flow rate of 6-8 l/min). Lower flow or pressure may increase the size of 
aerosols while higher gas flow rate in decreases the amount of treatment time needed to deliver 
the set amount of drug. 

•	 Fill and Dead Volumes: Jet nebulizers usually do not function well with small fill volumes like 
2 mL or less. It is recommended to use a fill volume of 4–5 mL unless other manufacturer’s 
instructions contradict so, to allow greater proportion of medication to be nebulized. The amount 
of medication remaining in the jet nebulizer at the end of a treatment can range from 0.5 to 2.0 
mL. The greater the amount of dead volume, the less drug nebulized. 

•	 Gas Density: The density of gas used to run a jet nebulizer (oxygen/air) can impact aerosol 
deposition by affecting aerosol output and particle size. 

•	 Humidity and Temperature: Water evaporation during aerosol therapy can reduce the temperature 
of an aerosol, which results in an increase in solution viscosity and a decrease in the nebulizer 
output of drug. 

•	 Breathing Pattern: The patient should be instructed to perform tidal breathing with periodic deep 
breaths during aerosol therapy. 

•	 Device Interface: Therapeutic aerosols can be administered via a mouthpiece or a facemask. 
Ideally, a mouthpiece should be used as the nose tends to filter more aerosol than the mouth. 
Disregard of the device used; patient should be instructed to inhale through the mouth. 

Pneumatic jet nebulizers are low-cost, single- patient-use (disposable) devices. Nebulizer systems 
may include a nebulizer, compressor or power pack, tubing, and accessories. Jet nebulizers are 
effective in delivering medications that cannot be delivered with a pMDI or DPI. 
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b. Ultrasonic Nebulizers 
Ultrasonic nebulizers incorporate a piezoelectric crystal vibrating at high frequencies (1-3 MHz) 
to produce aerosol. A transducer converts electrical energy to high-frequency ultrasonic vibrations. 
These vibrations are transferred to the surface of the medication solution that is placed over the 
transducer, thereby generating an aerosol. 

c. Vibrating Mesh Nebulizers 
These use a mesh with multiple, tiny openings to produce a liquid aerosol. In this type, solution is 
forced through a fine mesh to produce an aerosol. They have the ability to generate aerosols with 
a fine-particle fraction, which results in more efficient drug delivery compared to other types of 
nebulizers. These nebulizers are portable, battery-operated, and highly efficient. 

Advantages and disadvantages

Advantages Disadvantages

•	 Ability to aerosolize many drug solutions 
•	 Ability to aerosolize drug mixtures (>1 

drug), if drugs are compatible 
•	 Minimal patient cooperation or coordination 

is needed. 
•	 Useful in very young, very old, debilitated, 

or distressed patients 
•	 Drug concentrations and dose can be 

modified. 
•	 Variability in performance characteristics 

among different types, brands, and models 
•	 Normal breathing pattern can be used, and 

an inspiratory pause (breath-hold) is not 
required for efficacy. 

•	 Treatment times may range from 5–25 minutes. 
•	 Equipment required may be large and 

cumbersome. 
•	 Need for power source (electricity, battery, or 

compressed gas) 
•	 Potential for drug delivery into the eyes with 

face mask delivery 
•	 Variability in performance characteristics 

among different types, brands, and models 
•	 Assembly and cleaning are required. 
•	 Contamination is possible with improper 

handling of drug and inadequate cleaning. 

Procedure
1.	 Remove the nebulizer cup from the device and open it. Place premeasured unit-dose medication 

in the bottom section of the cup
2.	 Sit in an upright position.
3.	 Screw the top portion of the nebulizer cup back in place and attach the cup to the nebulizer. 

Attach one end of tubing to the stem on the bottom of the nebulizer cuff and the other end to the 
air compressor or oxygen source

4.	 Turn on the air compressor or oxygen. Check that a fine medication mist is produced by opening 
the valve

5.	 Fit the nebulizer mask to the patient or have the patient place mouthpiece into mouth and grasp 
securely with teeth and lips

6.	 Instruct patient to breathe normally with occasional deep breaths the mouth. Hold each breath for 
a slight pause, before exhaling

7.	 Keep the nebulizer vertical during treatment
8.	 Continue this inhalation technique until all medication in the nebulizer cup has been aerosolized
9.	 Have the patient gargle and rinse with tap water after using the nebulizer, as necessary
10.	Remove the tubing from the compressor
11.	Rinse the nebulizer cup and mouthpiece with warm running water or distilled water
12.	Shake off excess water and air dry
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Cleaning
•	 Clean after each use.
•	 Wash hands before handling equipment.
•	 Disassemble parts after every treatment.
•	 Remove the tubing from the compressor and set it aside. 

Note: Tubing should not be washed or rinsed. Rinse the nebulizer cup and mouthpiece with warm 
running water or distilled water.
•	 Shake off excess water.
•	 Air dry on an absorbent towel. 
•	 Once completely dry, store the nebulizer cup and mouthpiece in a zip lock bag. 
•	 Nebulizer should be disinfected once or twice a week.

Aerosol Therapy
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S. N. Steps Yes No Remarks
Without spacer device

1 Shake the canister well 

2 Remove the mouthpiece cover from the pMDI canister

3 Hold the canister upright

4 Have the patient exhale normally

5 Have patient place the mouthpiece into mouth, grasping securely 
with teeth and closed lips

6 With initiation of inhalation, actuate the canister once and breathe 
in slowly and deeply through the mouth

7 Instruct patient to hold his or her breath for 10 seconds, or as long 
as possible, and then to exhale slowly 

8 Wait for 60 seconds or more, before next actuation

9 After the prescribed amount of drug has been administered, have 
patient remove the canister from the mouth and replace the cap

10 Have the patient gargle and rinse with tap water after using an 
pMDI, as necessary

11 Remove the canister and rinse the container with tap water and air 
dry it

With spacer device

1 Assemble the spacer device

2 Shake the inhaler and spacer device well 

3 Remove the mouthpiece cover from the pMDI canister and the 
spacer. Attach the MDI to the spacer. 

4 Hold the canister upright

5 Have the patient exhale normally

6 Have patient place the mouthpiece of the spacer into mouth, 
grasping securely with teeth and closed lips

7 Patient should actuate the canister, releasing one puff, then inhale 
slowly and deeply through the mouth

8 Instruct patient to hold his or her breath for 10 seconds, or as long 
as possible, and then to exhale slowly through pursed lips

9 Allow 15 - 30 seconds between puffs

10
After the prescribed amount of puffs has been administered, have 
patient remove the MDI from the spacer and replace the caps on 
both

Checklist for Aerosol Therapy
Checklist for Administering Medication via a Pressurized Metered Dose Inhaler (pMDI)
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11 Have the patient gargle and rinse with tap water after using an MDI, 
as necessary

12 Disassemble the spacer device for cleaning

13 Soak the valve holding chamber or spacer with clean water and 
gently shake both pieces back and forth 

14 Shake out to remove excess water and air dry

Checklist for Administering Medication via a Dry Powder Inhaler (DPI)

S. N. Steps Yes No Remarks
Rotahaler

1 Hold the rotahaler vertically and position the two halves of the 
rotahaler such that the fin is not directly below the rotacap hole

2 Remove the rotacap from its bottle and insert it into the rotacap hole 
with its transparent end facing downwards

3 Have the patient hold the mouthpiece firmly with one hand and 
rotate the base

4 Instruct the patient to breathe out fully and place the mouthpiece of 
the rotahaler between their teeth 

5 Ask to close their lips tightly around it and tilt head slightly 
backward and breathe in through mouthpiece rapidly and deeply

6 Instruct to hold breath for 10 sec or as long as comfortable and 
breathe out normally. In case powder remains, repeat step 4

7 Open the rotahaler and dispose the empty capsule
Revolizer

8 Hold the revolizer at the base with one hand and pull back the 
mouthpiece open

9
Remove a rotacap from its bottle and insert a rotacap into the rotacap 
chamber with the transparent end facing down close the mouthpiece 
firmly

10 Have the patient breathe out fully, through the mouth and place the 
mouthpiece of the revolizer between the teeth

11
Have the patient close lips tightlhy around the revolizer, sit or stand 
upright, keep head straight and breathe in through the mouthrapidly 
and deeply

12
Instruct patient to hold the breath for 10 sec or as long as 
comfortable and breathe out normally. In case powder remains, 
repeat step 4

13
After every use, open the mouthpiece (till both the arrows meet) 
and discard the empty rotacap. Close the mouthpiece and store the 
revolizer in the convenient carry pouch 
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Checklist for Administering Medication via a Small Volume Nebulizer (SVN)

S. N. Steps Yes No Remarks

1 Remove the nebulizer cup from the device and open it. Place 
premeasured unit-dose medication in the bottom section of the cup 

2 Place the patient in an upright position

3

Screw the top portion of the nebulizer cup back in place and attach 
the cup to the nebulizer. Attach one end of tubing to the stem on the 
bottom of the nebulizer cuff and the other end to the air compressor or 
oxygen source

4 Turn on the air compressor or oxygen. Check that a fine medication 
mist is produced by opening the valve

5 Fit the nebulizer mask to the patient or have the patient place 
mouthpiece into mouth and grasp securely with teeth and lips

6 Instruct patient to breathe normally with occasional deep breaths the 
mouth. Hold each breath for a slight pause, before exhaling

7 Keep the nebulizer vertical during treatment

8 Continue this inhalation technique until all medication in the nebulizer 
cup has been aerosolized

9 Have the patient gargle and rinse with tap water after using the 
nebulizer, as necessary

10 Remove the tubing from the compressor 

11 Rinse the nebulizer cup and mouthpiece with warm running water or 
distilled water

12 Shake off excess water and air dry

Aerosol Therapy
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Module-10 
Blood Transfusion

Introduction
Transfusion of blood & blood products should be undertaken only to treat a condition that would lead to 
significant morbidity or mortality & that cannot prevent or managed effectively by other means (WHO).
Hemoglobin 7-8 gm/dl (American association of blood bank, 2012) required blood transfusion or below
10 gram/dl and Hematocrit below 30 % for ongoing bleeding during surgery or trauma less than 6 gm/
dl almost always indication (WHO).

Dose of blood & blood product
Volume of blood/ and blood product to be transfused to a patient is
based on the initial level & target level or therapeutically indicated. For children volume to be infuse
(ml) = desired Hgb- actual Hgb x 7 x body weight.
For Red cell: Transfusion volume calculation & prescribing volume to transfuse (ml) = desired Hgb-
Actual Hgb X weight (kg) X3 or 4 in children.

Purposes
•	 To replace the blood volume.
•	 To replace needed component.
•	 To meet the target level of blood and blood components

Indications
•	 Low production blood
•	 Major road traffic accident
•	 Chronic blood loss with anemia
•	 Conditions such as : bleeding disorders, malignancies, coagulopathies, major surgeries, 

severe burn,

Contraindications
•	 Whole blood is not indicated when component specific therapy are needed & chronic anemia.
•	 For megaloblastic anemia (Vitamin B12 deficiency) transfusion may cause heart failure or death.

Types of blood content
•	 Whole blood: Whole blood obtains from donors& none of element has been removed combined 

with anticoagulant & preservative.
•	 Fresh blood: Transfusion within 6 to 12 hours after donation/within the day
•	 RCC: Erythrocytes are separated from whole blood/ apheresis typically used in low hemoglobin.
•	 Fresh frozen plasma: Separated from unit of blood within 6-8 hours of donation which contains 

water, electrolytes, coagulation factors, and protein.
•	 Cryoprecipitate: It is a concentrated subset of FFP prepared from plasma which contains 

fibrinogen, factor VIII (refined anti hemophilic).
•	 Platelets: Used for blood clotting.
•	 Albumin꞉ Is protein to expand blood volume to maintain oncotic pressure

Blood Transfusion
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Types of blood Components, Indication, Storage temperature, Transportation temperature & 
Transfusion temperature and Transfusion rate

S.N. Blood Component Age Indication Dose/Rate Temperature Remark 

1

Whole blood 

(recommended 
temperature 
of blood & 
blood product 
strictly should 
be maintained   
during donation, 
transportation, 
storage & during 
transfusion)

Adult &
Pediatric 

-Cases of severe 
hemorrhage,
low hemoglobin 
below 7-8gm/dl 
-Below 10 gm/
dl during active 
bleeding / ongoing 
surgery 
-Acute blood loss
-To restore blood 
volume,
Shock,  
-When there is 
no time for other 
preparation        
-Exchange 
transfusion (neonate) 

150-200 ml /hour

Initial rate 1-2ml/
min 

2-5 ml/ kg /hour
Dosage depend on
Initial
Level &
Target level or 
therapeutically
Indicated

Storage temperature
+2° C to + 6° C 

Duration/self-life 
35-42 days

Transportation 
temperature same as 
storage        

Transfusion 
temperature as near 
as normal body 
(37°c/98.6ºF)

Transfusion 
duration
2 hours as 
tolerated or 4 
hours 
1 unit of whole 
blood or RCC 
can increase 1to 
1.5gm/
dl&3%
Hct.

2

Packed red 
ells(packed 
red blood 
concentration /
PRBC)/RCC

Adult
and
Pediatric

 Post op acute 
bleeding                                                                          
Chronic severe 
anemia 
Leukemia 
Thalassemia 
Congenital/acquired 
anemic disorders

100-150 ml /hour
or
initial rate 1-2 ml 
/min

In infant & 
children up to 5ml/
kg/hrs.

Storage, 
Transportation
& transfusion 
temperature same as 
whole blood

Same as RCC   
 ( Unit are vary 
200-550ml) 
Pint is 
approximate  ½ 
liter

3
Platelet 
concentrates

Adult
and
Pediatric

Thrombocytopenia
Bleeding due to 
platelets dysfunction 
Malignancy, major 
surgery
Or  often given when 
platelet less than 
10x109  / dl

150-300 ml /hour 
or
1-2 ml /min

<15kg5-10ml/kg/h
> 15 kg 10-20ml/
kg/h

Storage at room
temperature (+20°C 
to +24° C) 
Same temp. for 
transportation
Transfusion 
temperature
same as
WB/RCC

For up to 5 (4-7)
days with 
agitation  
platelet  amount 
separated
from whole 
blood

4
Fresh Frozen 
Plasma (FFP)

Preferred for 
reversal of 
Coumadin induced 
anticoagulation 
,to treat bleeding 
disorder, for factor 
v deficiency, use 
of antithrombin III 
deficiency, treatment 
of immunodeficiency

150-300ml/hrs
Or
10-20cc/kg
( not less than 10 
ml) in pediatric 10-
20ml/kg/hrs

- Storage and 
transportation temp 
at 18° C  to        
-25oC or colder  for 
upto one year 
Thaw at the 37°C
Transfusion temp 
same as whole 
Blood/RCC

Transfusion 
temp.
+37oC
FFP no need of 
x-match
FFP volume 
150-300ml
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Articles Requred
A clean tray containing
•	 Blood transfusion set
•	 IV set
•	 Normal saline 0.9%
•	 Blood and blood components
•	 IV cannula (16 or 18 G)
•	 Alcohol swab
•	 Tourniquet
•	 Adhesive tape
•	 Scissors
•	 Roller bandage and splint if needed
•	 IV stand
•	 Disposable bag/kidney tray
•	 Disposable gloves
•	 Specimen container
•	 Different size syringe with needle (3ml,5ml,10ml)
•	 Blood pressure set
•	 Thermometer
•	 Portable Saturation probe
•	 Lifesaving drugs

Plasma Platelets

Blood Transfusion
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Blood warmer Whole blood

 Nursing Management

S.N Nursing Action Rationale
Before Procedure

1. Identify the patient Prevents errors and eliminates possibility 
of transfusion reactions

2 Check the physician’s order, patient condition 
and past history of transfusion reaction Obtain baseline data

3 Obtain blood from blood bank according to 
organizational policy

4 Explain patient about the procedure, need for 
transfusion and approximate length of time

Provide reassurance to patient and 
facilitates cooperation

5 Obtain informed consent from the patient/
patient party Minimizes institution’s legal risk

6 Bedside curtain / close the door Ensure privacy

7 Wash and dry hands Reduce risk of transmission of cross 
infection

8 Prepare required articles Gathering equipment saves time and 
energy

9
Identify the patient’s condition by taking vital 
signs and document pre-transfusion vital signs 
in patients file

Obtains baseline data to compare with post 
transfusion changes

10 Check for type of blood and compatibility Eliminates errors and possibility of 
transfusion reactions

11 Ensure the patient to empty bowel and bladder 
and collect urine specimen

Urine specimen collected before 
transfusion will serve as a baseline data to 
identify transfusion reaction if it occurs

12 Keep the patient in comfortable position Ensure comfort of the patient
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Risks & Complications
Often patients who have received a blood transfusion experience no complications or problems. However, 
minor to severe problems do occasionally occur. Adverse reactions to transfusion can occur and may be 
immunological or non-immunological in origin, and either acute (occurring during the transfusion or within 
24 hours) or delayed (occurring >24 hours after the start of the transfusion).Some of the most common 
complications in blood transfusions are listed below.

Acute reaction
Allergic Reactions: Some people have allergic reactions to blood   received during a transfusion, 
even when given the right blood type. In these cases symptoms include, flushing, urticarial, anxiety, 
vomiting, headache, back pain, edema, hives and itching. Like most allergic reactions, this can be 
treated with antihistamines. However, a doctor should be consulted if the reaction becomes serious.
Fever: Developing a fever after a transfusion is not serious. A fever is body’s response to the white 
blood cells in the transfused blood. However, it can be a sign of a serious reaction if the patient is also 
experiencing nausea or chest pain. Consult doctors if other symptoms or side effects are present.

During procedure
13 Wash and dry hands Reduces risk of transmission of infection

14

If cannula is already inserted, determine patency 
and begin infusion of 0.9% normal saline(NS)
Insert the IV cannula if not present in large 
peripheral vein and initiate infusion of normal 
saline solution using blood transfusion set

NS is the only crystalloid that is compatible 
with blood and priming of the blood set 
helps in reducing risk of hemolysis of 
blood in contact with tubing.
Large bore hole cannula permits infusion of 
the blood by reducing chance of hemolysis

15

Inspect the blood product by 2 nurses
•	 Patient’s name
•	 Identification number
•	 Blood group and  type
•	 Collection date
•	 Expiry date
•	 Compatibility
•	 Abnormal color, clots, excess air bag leakage

Safe storage of blood is limited to 35 days 
before erythrocytes are damaged.
Verification reduces chances of mismatched 
transfusion and reaction after transfusion.

16 Warm blood if needed using special blood 
warmer

Cold blood can cause hypothermia and 
cardiac arrhythmias

17 If blood product is found to be correct, stop the 
saline solution and start the blood transfusion

Priming of tubing is essential for preventing 
hemolysis

18

Start blood product slowly at the rate of 2ml/
minute.
Remain at bedside for 15-30minutes,check 
the vital signs every 15 minutes according to 
hospital policy

Transfusion reaction typically occurs 
during infusion of initial 50-100ml. 
Frequent checking of vital signs helps in 
early detection of transfusion reaction

19 Increase infusion rate if no adverse reactions are 
noticed.

Flow rate is determined by the physician’s 
instruction and the patient’s condition
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Graft-vs-host disease (GVHD): Transfusion-associated graft-vs-host disease is usually caused by 
transfusion of products containing immunocompetent lymphocytes to an immunocompromised 
host. The donor lymphocytes attack host tissues because host immune system cannot destroy donor 
lymphocytes. 
Graft-vs-host disease can occur occasionally in immunocompetent patients if they receive blood from 
a donor (usually a close relative) who is homozygous for a human leukocyte antigen (HLA) haplotype 
for which they are heterozygous. 

Delayed reactions
Hemolytic reactions: Hemolytic reaction is a very serious, but rare, reaction caused by a patient’s body 
attacking the transfused red blood cells. The attack triggers a release of a substance that damages the 
kidneys. This is often the case when the donor blood is not a proper match with the patient’s blood 
type. Symptoms include nausea, fever, chills, chest and lower back pain, and dark urine.
Blood-borne Infections: All donated blood is screened and tested for potential viruses, bacteria, and 
parasites. 
HIV : All donated blood is thoroughly tested for HIV. There is a 1 in 2 million chance that donated 
blood will not only carry HIV but also infect a transfusion recipient.
Hepatitis B and C. The odds of catching hepatitis B from donated blood is about 1 in 300,000. The risk 
with hepatitis C is 1 in 1.5 million.
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Patient's IP No. ……………………………….. Date: ……………… Bed No:………………..

Patient's name ……………………………….. Age/Sex………………..

Diagnosis ……………………………….. Ward…………………….

Total Ordered Unit of Blood or Blood Product   

Current Unit of Transfusion  

Blood group & Rh Type   Pre-transfusion Hb   Date

Type of component
 

 
Bag Number

 

 

Collection Date
 

 
Expiry Date

 

 

Amount of blood
 

 
Cross match

 

 

Lab Screening  

Transfusion start time   

……………………………

Vital Signs/ 

Pretransfusion

During transfusion Post transfusion

15 mins 30 mins
1 

hour
2 hours 3 hours

4 

hours
15 mins 30mins 60 mins 

Time------------->                  

Pulse rate                  

BP                  

Temperature                  

Respiration                  

Colour of Urine                  

Drop rate/ min                  

Time of completion of transfusion:   √

Completion of transfusion note (Check √ for 

appropriate conditions)

Transfusion was successful without any adverse  reaction  

Transfusion was deferred due to adverse reaction of severe category  

Transfusion was completed with management of febril/allergic 

reaction

 

 

Detail of Transfusion Name Signature

Transfused by    

Witness/checked by    

Signature of Doctor    

Completion report by    

Blood Transfusion Note
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Name of nursing staff .................................................................................. 
Signature ..............................................

Check List For Blood and  Blood Product Transfusion
Date:	
Direction to use: ( √ ) all that apply

S.N. Steps Yes No Remarks
Pre-procedure (Pre transfusion)

1 Ensure patient & prescription for transfusion

2 Explain the purpose & procedure.

3 Informed written consent 

4 H/O allergy to blood& blood product 

5 Obtain baseline Vital Signs : TPR,BP,SPO2

6 Assemble necessary articles &required medicines

7 Verify by two nurses/ medical persons

8 Maintain the temperature of blood & blood products. 
During transfusion

9 Reassure patient ,reconfirm blood & its product

10 Maintain strict aseptic technique

11 Patent IV access both hands 

12 Start infusion slowly then as recommended

13 Remain with patient for first 15 minute, keep patient warm

14 Monitor Vital signs & SPO2:15 min after starting then ½ hourly 
In case of reaction 

15 Stop transfusion immediately & notify the physician. 

16 Remain with patient, take Vital Signs for every 5 minute. 

17 Carry out medication as per prescription

18 Collect specimen as per protocol

19 Frequent monitoring of Vitals sign, General condition 
&Documentation

 Post transfusion procedure and teaching

20 Ensure proper disposal   

21 Obtain V/S after 15 min  than  30 min, 60 min &  routine

22 Sent post transfusion investigation

23 Inform delay transfusion reaction &follow up visit

24 Disinfection & replacement of equipment & documentation

25 Provide health education as per patient's condition
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Module-11
Care of Patient with Chest Tube Drainage

Introduction
Physiologically, pleural space a potential space exists between the parietal pleura and the visceral 
pleura, which normally contains less than 25 ml of pleural fluid. The presence of excess fluid, air, 
blood, chyle, or pus in this pleural space results in displacement of pulmonary volume, which disrupts 
gas exchange. Prompt drainage of this abnormal intra pleural collection is required to restore normal 
pulmonary mechanics. Chest drains also known as under water sealed drains are inserted to allow 
draining of the pleural spaces of air, blood or fluid, allowing expansion of the lungs and restoration 
of negative pressure in the thoracic cavity. The underwater seal drain also prevents backrow of air or 
fluid into the pleural cavity. Appropriate chest drain management is required to maintain respiratory 
function and hemodynamic stability. Chest drains may be placed routinely in theatre, ICU or in the any 
department and ward areas in emergency situations. A chest tube is a flexible plastic tube that is inserted 
through the chest wall and into the pleural space or mediastinum.

Chest tube insertion is a common therapeutic procedure used to provide evacuation of abnormal 
collections of air or fluid from the pleural space for expansion of the lungs and restoration of negative 
pressure in the thoracic cavity.

Indications 
•	 Post operatively e.g. cardiac surgery, thoracotomy
•	 Pneumothorax
•	 Hemothorax
•	 Chylothorax
•	 Pleural effusions
•	 Pericardial effusion
•	 Empyema: pyogenic infection of plural space
•	 Penetrating chest trauma
•	 Need for pleurodesis

Contraindications
•	 Bleeding diathesis
•	 Coagulopathies
•	 Lobulated pleural effusion or empyema
•	 Pulmonary, pleural, or thoracic adhesions
•	 Pulmonary abscess
•	 Skin infection over the chest tube insertion site.

Purposes
•	 To permit drainage of air and fluid from any of the three compartments of the thorax
•	 To establish normal negative pressure in the pleural cavity for lung expansion
•	 To provide continuous suction to prevent tension pneumothorax
•	 To re-establish normal intrapleural and intrapulmonic pressure
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Site of insertion
Triangle of Safety 
Triangle of safety is a triangular zone formed by lateral border of pectoralis major, anterior border of 
latissimus dorsi and upper border of the 5th rib. This position minimizes risk of injury to the internal 
mammary artery, muscle of breast tissue

a. Insertion site
•	 For pneumothorax( air) : second or third inter-space along midclavicular or anterior axillary line
•	 For hemothorax (fluid)- sixth or seventh lateral inter-space in the mid axillary line

b. Size of chest tube
Use as large a tube that passes comfortably through the intercostal space.
•	 For   an adult patient, 24-28 French is adequate for draining air, but 32-36 French may be 

necessary for draining fluid.
•	 Adult or teen male:28-32 Fr
•	 Child: 16-18 Fr
•	 Newborn:12-14Fr
•	 Note: 1mm=3Fr
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Principles of the chest tube insertion
Chest drainage systems work by combining the following efforts:

i. Expiratory positive pressure :  from the patient helps push air and fluid out of the chest (e.g., cough, 
Valsalva maneuver)

ii. Gravity
•	 Gravity Enhances flow from high to low.
•	 Chest drain is placed below patient’s bed

iii. Under water seal
•	 Is a barrier to prevent backflow into pleural space
•	 Rod - depth determines the negative pressure
•	 Air bubbles is released through the rod
•	 Air vent - to allow drained air to escape

iv. Suction
•	 is a pull force
•	 Purpose for the suction is, when : gravity drainage is not enough, patient’s respiration and cough 

are too weak, air leak is fast into the pleural space and there is need to speed up removal from 
pleural space

Articles/ equipment required
•	 Chest tube of appropriate size
•	 Drain bottle with tubing
•	 Chest tube connectors
•	 Sterile gloves
•	 10% betadine or chlorhexidine solution( Chlorhexidine recommended)
•	 Suture 2.0 silk(cutting body)
•	 2% lidocaine
•	 Surgical blade of No. 11
•	 Scissors
•	 Adhesive tape
•	 Suture set
•	 Clamp forceps
•	 Normal saline 0.9%
•	 Rubber sheet

Equipment needed stand by while taking care
•	 Closed chest drainage system
•	 Holder for drainage system if needed
•	 Bottle of sterile normal saline
•	 Sterile Gauze pad
•	 Adhesive Tape
•	 Clamps
•	 Towel
•	 Sterile connector for emergency use.
•	 Suction outlets
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Complications
•	 Potential pneumothorax
•	 Respiratory distress
•	 Air leak
•	 Accidental chest tube removal or chest tube falls out
•	 Bleeding at the insertion site
•	 Accidental disconnection of the drainage system
•	 Subcutaneous emphysema
•	 Re-expansion pulmonary edema
•	 Injury to the liver, spleen or diaphragm
•	 Injury to the thoracic aorta and heart.
•	 Lung parenchyma perforation

Nursing management 
Pre-procedure

1.	 Confirm the procedure.
2.	 Ensure the right patient.
3.	 Reassure the patient.
4.	 Obtain informed written consent.
5.	 Ensure the patency of IV line
6.	 Monitor vital signs
7.	 SPo2
8.	 Respiration
9.	 Blood pressure
10.	Pulse rate
11.	O2 delivery system should be ready.
12.	Assemble the necessary equipment
13.	Position the patient as per insertion site
14.	Prepare the drain bottle/ bag.
15.	Emergency cart should be ready with emergency medicine and equipment.

During procedure
1.	 Monitor,SPo2,BP, breathing pattern, level of pain, level of anxiety
2.	 Communicate with the patient during procedure.
3.	 Provide analgesics as per order.
4.	 Perform Hand Hygiene
5.	 Open drain tube packaging in an aseptic, ‘no-touch’ manner
6.	 Assist the operator in the procedure.
7.	 Pass sterile end of tubing to Doctor inserting drain when they are ready
8.	 After the insertion of chest tube attach the drain tubing to chest tube.
9.	 Ensure that the aseptic technique is maintained throughout the procedure.
10.	Apply suction to drain if ordered
11.	Pain management.
12.	Secure all the connection.
13.	Ensure the attachment to tubing to drain bottle.
14.	Watch and record the color, amount, consistency , bubbling of drain
15.	Ensure that the clamps are released
16.	Chest drains should not be clamped unless ordered by doctor as there is a risk of the patient 

developing a tension pneumothorax if a drain is clamped while an air leak is present
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17.	After insertion and suture secure the drain tube with adhesive tape.
18.	Dispose all the articles as per protocol.
19.	Auscultate the lungs.

Post procedure
•	 Place the patient in comfortable/ fowlers position.
•	 Monitor for vital signs and pain level.
•	 Administer oxygen as per need,
•	 Perform post drain tube insertion x-ray.

Watch and record
•	 Amount
•	 Bubbling
•	 Color
•	 Consistency

Pain management
•	 Chest tubes are very painful as the parietal pleura are very sensitive so patient needs regular 

pain medication for comfort and to allow them to complete chest physiotherapy or mobility

Care of wound
•	 Observe the insertion site for bleeding, soakage, infection and inflammation.
•	 Check dressing is clean and intact
•	 Apply aseptic dry dressing as per protocol.
•	 Check skin for

¾¾ Integrity
¾¾ Redness
¾¾ Swelling
¾¾ Condition of sutures
¾¾ Care of tubing

•	 The unit and all tubing should be below patient’s chest level to facilitate drainage
•	 Tubing should have no kinks or obstructions that may inhibit drainage
•	 Ensure all connections between chest tubes and drainage unit are tight and secure
•	 The tube should be as straight as possible and coiled below level of chest without dependent loops.
•	 Connections should have cable ties in place.
•	 Tubing should be anchored to the patient’s skin to prevent pulling of the drain
•	 In PICU and NICU tubing should also be secured to patient bed to prevent accidental 

removal
•	 Ensure the drain bottle is securely positioned on its stand or hanging on the bed
•	 Ensure the water seal is maintained at 2.5cm (1 inch) at all times

If the chest tube is accidently pulled out, the wound should be immediately covered with a dry sterile 
dressing.

NEVER LIFT DRAIN ABOVE CHEST LEVEL
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Suction
•	 If suction is required orders should be written by doctor.
•	 Suction on the Drainage unit should be set to the prescribed level.

Drainage
•	 Milking of chest drains is only to be done with written orders from doctor.

Volume
•	 Calculate and document total hourly drains and cumulative total output.
•	 Notify doctor if there is a sudden increase in amount of drainage
•	 Greater than 5mls/kg in 1 hour
•	 Greater than 3mls/kg consistently for 3 hours
•	 Blocked drains are a major concern for cardiac surgical patients due to the risk of cardiac 

tamponade.
•	 Notify doctor if a drain with ongoing loss suddenly stops draining
•	 If the chamber tips over and blood has split into next chamber, simply tip the chamber up 

to allow blood to flow to original chamber

Color and Consistency
•	 Monitor the color/type of the drainage. If there is a change e.g. Hemoserous to bright red 

or serous to creamy, notify medical staff. doctor

Drainage system positioning
•	 Drainage system should always be placed erect and approximately 100 cm below the level 

of the patient’s chest. This placement aids gravity drainage into the drainage system and 
prevents re-entry of fluid into the chest during inspiration.

Air Leak (bubbling)
•	 Monitor for bubbling in drain bottle.
•	 An air leak will be characterized by intermittent bubbling in the water seal chamber when 

the patient with a pneumothorax exhales or coughs
•	 Continuous bubbling of this chamber indicates large air leak between the drain and the 

patient. Check drain for disconnection, dislodgement and loose connection, and assess 
patient condition. Notify doctor immediately if problem cannot be remedied.

•	 Document on Fluid Balance Flow sheet

Oscillation (swing)
•	 The water in the water seal chamber will rise and fall (swing) with respirations. This will 

diminish as the pneumothorax resolves.
•	 Watch for unexpected cessation of swing as this may indicate the tube is blocked or kinked
•	 Cardiac surgical patients may have some of their drains in the mediastinum in which case 

there will be no swing in the water seal chamber.
•	 Document on Fluid Balance Flow sheet
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Other Considerations 
•	 Breathing exercises and chest physiotherapy every 2 hours
•	 Teach and Encourage for Incentive spirometry
•	 Encourage for Upper-limb movements, especially at the shoulder, help restore the movements of 

the chest wall
•	 Keep the patient sit upright to perform the exercises, and splint the chest around the tube insertion 

site with a pillow or with a hand to minimize discomfort.

Patient Positioning
•	 Keep the patient in a semi recumbent position (ie.45-90°). The semi-Fowler position is useful to 

evacuate air (pneumothorax). The high Fowler position is useful for draining fluid (hemothorax).
•	 Reposition the client every 2 hours. When the client is lying on the affected side, place rolled 

towels besides the tubing to prevent occlusion of the chest tube by client’s weight.
•	 Patients who are ambulant post operatively consider converting to a portable fitter valve system 

such as the pneumostat to facilitate this.
•	 If a patient is on strict bed rest or is an infant, regular changes in position should be encouraged 

to promote drainage, unless clinical condition prevents doing so

Patient Transport
•	 While transferring the patient or is ambulant, the suction should be disconnected and left open to air.

Never Clamp the Tube 
•	 Ensure the chamber is below the patient’s chest level during transport
•	 A chest tube is only clamped:
•	 When replacing the chest drainage system,
•	 Assessing for an air leak,
•	 During removal but never when transporting a client or for any extended period of time.

Specimen Collection
•	 Collect drainage specimens for culture through the needless sampling port located by the in line 

connector.
•	 Equipment Required
•	 Specimen container
•	 Alcohol swab
•	 10ml syringe
•	 Dressing pack
•	 Gloves
•	 Eye Protection
•	 Procedure:
•	 Wait for the fluid to collect in a loop of the tubing
•	 Perform hand hygiene, then don gloves & eye protection
•	 Clean the sampling port, or for smaller sampling volumes you can use the patient tube, with an 

alcohol wipe and leave to dry for 20 seconds
•	 Clamp the tubing above where the fluid has collected
•	 Connect a 10ml Luer lock syringe to the sampling port and aspirate the fluid out of the tubing. 

If using the patient tube clamp the tubing then use a 20 gauge needle with syringe to aspirate 
specimen.

•	 Place fluid in sterile specimen container
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•	 Once the syringe is disconnected remove all clamps and kinks
•	 Perform hand hygiene

Chest Drain Dressing
•	 Dressing should be changed if:
•	 no longer dry and intact, or signs of infection e.g. redness, swelling, exudates
•	 Infected drain sites require daily changing, or when wet or soiled
•	 No evidence for routine dressing change after 3 or 7 days
•	 This procedure is a risk for accidental drain removal so avoid unnecessary dressing changes.
•	 Palpate around the dressing site, and listen for a crackling sound indicative of subcutaneous 

emphysema.
•	 Subcutaneous emphysema can result from a poor seal at the chest tube insertion site.

Indications of Changing the Chamber
•	 The chest drain chamber needs to be replaced when it is ¾ full or when the drainage system 

sterility has been compromised e.g. Accidental disconnection.
•	 Equipment Required
•	 New under water seal drain bottle
•	 Dressing pack
•	 Gloves
•	 Eye Protection

Procedure
1.	 Perform hand hygiene
2.	 Use personal protective equipment
3.	 Using an aseptic technique, remove the unit from packaging and place adjacent to old chamber
4.	 Prepare the new under water seal drain as per manufacturer’s directions supplied with drain
5.	 Ensure patients drain is clamped to prevent air being sucked back into chest
6.	 Disconnect old chamber by holding down the clip on the in line connector to pull the tubing 

away from the chamber.
7.	 Insert the tubing into the new chamber until you hear it click.
8.	 Unclamp the chest drain
9.	 Check drain is back on suction
10.	Place old chamber into infectious waste bag
11.	Perform hand hygiene

Removal of Chest Drains
Indications
•	 Absence of an air leak (pneumothorax)
•	 Drainage diminishes to little or nothing
•	 No evidence of respiratory compromise
•	 Chest x-ray showing lung re-expansion

Equipment Required
•	 Dressing trolley with Yellow Infectious waste bag attached
•	 Dressing pack (sterile towel, sterile gauze)
•	 Sterile Gloves
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•	 Suture Cutter
•	 Band Aids
•	 10% betadine solution or chlorhexidine solution( Chlorhexidine recommended)
•	 Clamps
•	 Eye Protection
•	 Occlusive dressing
•	 Sharps container
•	 Appropriate skin cleaning solution for procedure

Patient Preparation
•	 Ensure Patient has been administered adequate pain control, sedation and distraction therapy.
•	 Consider environment i.e. treatment room, privacy screens if in ward area etc.
•	 Heparin infusions for cardiac patients (should not be discontinued) should be hold 4 hours prior 

and after drain removal
•	 When assisting with removal of the tube:
•	 Administer pain medication 30 minutes before removal of chest tube as order.
•	 Instruct the patient to perform a gentle Valsalva maneuver or to breathe quietly.
•	 The chest tube is clamped and removed.
•	 Simultaneously, a small bandage is applied and made airtight with petroleum gauze covered by a 

4 × 4 inch gauze and thoroughly covered and sealed with tape

Post-removal Care
•	 Ensure patients is in comfort and sedation score as per procedural sedation guideline
•	 CXR should be performed post drain removal
•	 Patients in PICU post drain out x-ray to be done as per doctor’s order.
•	 Monitor vital signs closely (HR, SpO2, RR and BP) on removal and then every hour for 4 hours 

post removal, and then as per clinical condition
•	 Document the removal of drain in flow sheet.
•	 Remove sutures 5 days post drain removal
•	 Dressing to remain in situ for 24 hours post removal unless contaminated
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S.N. Procedure Steps Yes No Remarks

1

•	 Ensure the right patient.
•	 Reassure the patient
•	 Obtain informed written consent
•	 Ensure the patency of IV line

2 Gather all the necessary articles and equipments
3 Perform hand hygiene

4 Prepare emergency cart with emergency medicine and 
equipments.

5

Obtain and prepare the prescribed drainage system.
a. Disposable water-seal system without suction.

•	 Remove the cover on the water-seal chamber fill the 
chamber with sterile water or normal saline to the 
2.5cm mark, or as indicated.

6 Position the patient according to the indicated
Insertion site.

7 Use Personal protective equipment

8
Provide support to the patient while the physician
prepares the sterile field, anesthetizes the patient, and
Inserts and sutures the chest tube.

9 Attach chest tube it to drainage system using a connector.

10 Wrap sterile  gauze around the chest tube insertion site using 
sterile technique.

11 Secure the dressing in place with adhesive tape making sure to 
cover the dressing completely.

12 Write date, time, and initials on the dressing.
13 Adjust the suction source in prescribed level if ordered.

14

Care of patient
•	 Auscultate lungs field, monitor saturation and 

breathing pattern.
•	 Keep patient in comfortable position i.e. fowler’s 

position
•	 Check for bubbling in water sealed chamber during 

coughing and expiration.
•	 Monitor vital signs
•	 Perform post tube insertion chest X-ray

Checklist for Care of Patient with Chest Tube drain Insitu
Checklist for Chest Tube Drain Care
Name of Patient : 	 Age/Sex :
Ward  		  IP No. :  
Doctor Unit :	 Bed No. : 
Diagnosis :	 Date : 
Date of Insertion :
Direction to use: check (√) Yes or No
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15

Care of wound
•	 Observe the wound site for soakage, bleeding, 

inflammation and tube dislodgement.
•	 Check skin integrity for redness, inflammation and 

loose suture.

16

Care of tubing
•	 Well fixed with adhesive tape
•	 Makes sure that the drainage tubing lies with no 

Kinks from the chest tube to the drainage chamber.
•	 Check for swing or clot in tube/ check for patency
•	 Check for dependent loops
•	 Patient teaching in care of tubing.
•	 Avoid clamping, milking, striping the chest tube 

except when replacing the chest tube drainage bottle.

17

Ambulation 
•	 Encourage the patient for ambulation and frequent 

position change.
•	 Do not clamp tube during ambulation.
•	 Maintain chest tube drain below chest level

18 Place two rubber-tipped clamps at the patient’s
bedside for special situations

19 Keep a spare disposable drainage system at the
patient’s bedside

20

Chest tube removal 
•	 Check for improved respiration.
•	 Symmetrical rise and fall of chest.
•	 Bilateral equal breath sound.
•	 Decreased chest tube drainage.
•	 Absence of bubbling in water seal chamber during 

expiration and coughing.
•	 Improved chest X-ray
•	 Inform patient before chest tube removal
•	 Pre medication for pain management.

21

Post chest tube removal
•	 Assemble all the required equipments.
•	 Clamp the tubing
•	 Immediately apply sterile dressing over the drain site
•	 Chest X-ray post drain removal
•	 Proper disposal and replacement of used articles.

22
•	 Provide chest physiotherapy.
•	 Encourage deep breathing and cough exercise.
•	 Encourage incentive spirometry.

23 Proper documentation

Name and signature of ward nurse ………...……
Attending Docotor signature .................................
Date/ Time ............................................................
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Module-12
Care of Patient with Immobility and its Prevention

Definition
Mobility is defined as the "ability to move freely, easily, rhythmically, and purposefully in the 
environment. It is an essential part of living. People must be able to move to protect themselves from 
trauma and to meet their basic needs. Mobility is vital to independence; a fully immobilized person is 
as vulnerable and dependent as an infant" (Berman and Synder, 2012).

The word mobility is associated with physical movement, including both simple gross motor 
movements and more complex fine motor movements, along with associated coordination of those 
movements. Physical mobility requires sufficient muscle strength and energy, along with adequate 
skeletal stability, joint function, and neuromuscular synchronization. Anything that disrupts this 
integrated process can lead to impaired mobility or immobility.

The North American Nursing Diagnosis Association has defined impaired physical mobility as a state 
in which person has experienced or is at risk for experiencing limitation of physical movement.

Risk factors of immobility
•	 Disease condition 

•	 Nervous system disorders- cerebral palsy, multiple sclerosis, Parkinson’s disease
•	 Respiratory Disorders- COPD (poor tolerance for activity)
•	 Cardiovascular disease: Congestive Heart Failure (poor cardiac functioning)

•	 Traumatic conditions: fracture. Head injury, spinal injuries, 
•	 Chronic pain related to disease condition, trauma, and surgical procedures
•	 Nutritional deficiencies, malnutrition (lean, thin and obese people)
•	 Elderly people- decreased muscle mass, loss of peripheral vision, dementia, cognitive impairment, 

impaired balance, inadequate muscle strength
•	 Urine & Stool incontinence
•	 Poor personal hygiene, poor skin condition
•	 Therapeutic conditions: prescribed complete bed rest as a part of treatment
•	 Use of sedative medications

Problems of Immobility
1) Urinary System

•	 Urinary retention and urinary stasis
•	 Renal calculi 
•	 Urinary incontinence
•	 Urinary tract infections

2) Gastrointestinal System
•	 Constipation
•	 Fecal impaction 
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3) Musculoskeletal System
•	 Osteoporosis, hypercalcemia, and fractures 
•	 The joints stiffness, joint pain, impaired range of motion and joint contractures 
•	  Foot drop which is a plantar flexion contracture
•	 Muscle atrophy, decreased muscle mass place patient at risk for falls

4) Respiratory System
•	 Thickening of respiratory secretions, the pooling of respiratory secretions and an increased 

inability of the client to mobilize and expectorate these secretions 
•	 Atelectasis 
•	 Hypostatic pneumonia
•	 Respiratory tract infections

5) Circulatory System
•	 Orthostatic hypotension
•	 Increased cardiac overload 
•	 Thrombus formation
•	 Pulmonary embolism 

6) Metabolic System
•	 Decreased rate of metabolism which can lead to unintended weight gain 
•	 Negative calcium balance 
•	 Negative nitrogen balance 

7) Integumentary System
•	 Skin breakdown, pressure ulcers, and poor skin turgor 

8) Psychological Alterations
•	 Some of the psychological hazards of immobility can include apathy, isolation, frustration, a 

lowered mood, and depression

Assessment
1) Mobility Assessment

•	 Assess Range, gait and muscle strength

2) Metabolic system 
•	 Assess anthropometric measurement (measures of height, weight, skinfold thickness to evaluate 

muscle atrophy)
•	 Intake and output, dehydration and edema
•	 Laboratory data such as electrolyte level, serum protein (albumin and total protein), blood urea 

nitrogen
3) Respiratory system 

•	 Perform respiratory assessment at least every 2 hours for patient with restricted activity 
•	 Assess chest wall movement, auscultate breath sounds to identify diminished breath sounds, 

crackles or wheezes
•	 Assess for productive cough , fever, pain on breathing
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4) Cardiovascular system 
•	 Blood pressure monitoring, evaluation of apical and peripheral pulses
•	 Observe for sign of venous stasis(e.g. edema and delayed wound healing)
•	 Observe calves for redness, warmth, tenderness

5) Musculoskeletal System
•	 Assess decreased muscle tone, strength, loss of muscle mass, ROM, contracture
•	 Serum calcium levels 

6)  Integumentary System 
•	 Continually assess the patient’s skin for breakdown and color changes such as pallor and redness 

7)  Elimination system
•	  Assess intake and output in each shift and every 24hours
•	 Assess sign and symptoms of electrolyte imbalance, dehydration
•	 Evaluate level of urea, creatinine, sodium , potassium
•	 Assess bowel sound, frequency and consistency of bowel movement and passage of flatus 

8)  Psychosocial assessment
•	 Assess patient’s emotional changes, confusion, feelings of isolation, depression and anger

Prevention of problems of immobility
1) Metabolic system

•	 Body needs to repair injured tissue and rebuild depleted protein store, so give patient a high 
protein. 

•	 High calorie diet is required in order to meet the metabolic needs
•	 Provide Vitamin B and C supplements when necessary. 
•	 If patient cannot orally intake, nutrition must be provided parenterally or enterally

2) Respiratory System
•	 Instruct and assess patient in deep breathing coughing exercise. Encourage patient to deep 

breath and cough every 1 to 2 hours
•	 Involve patient in performing incentive spirometry.
•	 Involve patient in Chest physiotherapy (percussion and postural drainage) 
•	 Ensure the patients who are immobile have an adequate fluid intake(Unless contraindicated at 

least 1100 to 1400 ml of non-caffeinated fluid daily,

3) Cardiovascular system
a. Reducing orthostatic hypotension
Instruct patient about following things to prevent orthostatic hypotension
1.	 Keep hydrated by drinking plenty of fluids.
2.	 Avoid or limit alcohol intake because alcohol can worsen orthostatic hypotension.
3.	 When getting out of bed, sit on the edge of the bed for a minute before standing.
4.	 Sleep with the head of your bed slightly elevated.
5.	 Compression stockings can promote circulation and help prevent fluid from pooling in the legs
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b. Reducing cardiac overload
Instruct patient to avoid Valsalva maneuver when moving up in bed, defecating or lifting household 
objects .Teach patient to breathe out while defecating, lifting or moving side-to-side or up in bed 
and to not hold their breath and strain.

c. Preventing thrombus formation 
Early ambulation: leg, foot and ankle exercise: regularly provided fluid, frequent position 
changes need to begin when patient becomes immobile.
•	 Anticoagulation: unfractionated heparin, low molecular weight heparin( LMWH).
•	 Sequential compression device (SDCs) and intermittent compression ( IPC) are used to 

prevent blood clots in the  lower extremities. A typical cycle is inflation for 10-15 seconds 
and deflation 45 to 60 seconds. Inflation pressure is average 40 mm of HG. 

•	 Elastic stockings (also called anti embolic stockings) promote venous return
•	 Venous Plexus foot pump also prevent DVT 
•	 ROM exercise reduces the risk of contractures and aid in preventing thrombi. Specific 

exercises are ankle pump, foot circles, alternating plantar flexion and dorsiflexion. These 
exercises are sometimes referred to as antiembbolic exercises and need to be done hourly 
while awake.

•	 Proper positioning reduces patient’s risk of thrombus formation. Therefore when positioning 
patient, use caution to prevent pressure on the posterior knee and deep veins in the lower 
extremities.

•	 Teach patient to avoid crossing legs, sitting prolonged periods of time, wearing clothes that 
constricts the legs and waist. Elevate the legs but avoid pressure on suspected thrombus area. 
Instruct family and patient not to massage the area because of the danger of dislodgement of 
the thrombus.

4) Musculoskeletal system 
•	 If a patient is unable to move part or all of the body, perform passive ROM exercises for all 

immobilized joints at least 2 or 3 more times a day. Patient on bed rest need to have active ROM 
exercises. Range of motion exercises to all bodily parts, muscle strengthening exercises including 
isotonic, isometric and isokinetic exercises, aids to assist in positioning the client in correct bodily 
alignment, and early weight bearing activity

5) Integumentary System
•	 The screening of all clients for their potential for skin breakdown and then initiating special 

preventive measures. Use BRADENS scale to assess and score risk and for timely prevention 
and management.

•	 Performing skin assessments and reassessments on a regular basis
•	 Keeping the client clean and dry at all times to prevent moisture and skin maceration as well as 

debris. Regular skin care (cleansing of soiled areas and use of moisturizers)
•	 Turning and positioning clients at least every two hours when the client is unable to move about 

in bed to turn and position on their own
•	 Maintaining the client's nutritional and fluid needs
•	 The utilization of supportive and assistive devices such as a wedge, pillow, and a pressure 

relieving mattress, air mattress.
•	 Shearing can be prevented by elevating the head of the bed no more than 30 degrees unless 

contraindicated, using a lift or a lifting team, if you have one, by transferring clients carefully, 
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getting help when turning and positioning a client, getting as much client cooperation as possible 
during turning, positioning and transfers, using a pressure relieving bed, and lubricating the skin 
with a lubricating moisturizer to prevent the damaging skin effects associated with pressure, 
friction and shearing.

•	 Usually the time that a patient sits uninterrupted in a chair is limited to1 hour or less inn high risk 
patient for skin breakdown, Reposition patient frequently. Teach patient to shift their weight in 
chair every 15 minutes.

6)  Elimination system
Adequate hydration at least 1100 ml to 1400 ml of non-caffeinated fluids daily helps to prevent renal 
calculi and urinary tract infections, Record the frequency and consistency of bowel movement. Provide 
a diet rich in fluids, fruits, vegetables and fiber to facilitate normal peristalsis. If a patient is unable to 
maintain regular bowel pattern stool softeners, enemas are sometimes necessary.

7)  Psychosocial changes
Anticipate changes in the patient’s psychosocial status and provide routine and informal socialization. 
Observe the patient’s ability to cope with restricted mobility. Provide meaningful stimuli to maintain a 
patient’s orientation. Plan nursing activities so a patient is able to talk and interact with staff. Involve 
patient in care whenever possible.

Interventions to increase and prevent Immobility
Bed mobility activities & Transfer
Bed mobility exercises are done to change position by patient himself or in some condition where 
patient’s effort is not sufficient, assistance is required.

Log rolling
Log roll or logrolling is a maneuver used to move a patient without flexing the spinal column. 
3 persons required to roll the patient. First person holds head and neck, 2nd person holds shoulder and 
hip and 3rd person holds waist and legs. Ensure all the segments of patient should be aligned.  With 
command patient is rolled towards the side of persons as a log at a time with actions.

Turning patient in bed
•	 Put the bed rail and head of the bed down; adjust the top of the bed to waist- or hip-level.
•	 Cross the patient's arms on his or her chest; bend the leg farther away from you
•	 Put one hand behind the patient's far shoulder.
•	 Put your other hand behind the patient's hip.
•	 Turn the patient, supporting the patient's leg with your knee.
•	 Put the rail back up when you have finished turning the patient.
•	 Alternatively, one or more attendants can push the patient gently to the side of the bed. Be sure 

the side rails are in place on that side.

Moving patient from bed to stretcher
•	 Put the head of the bed down and adjust the bed height. Be sure the wheels of the bed are 

locked.
•	 Put a garbage bag or plastic slide board between the sheet and draw-sheet, beneath one edge 

of the patient's torso.
•	 Move the patient's legs closer to the edge of the bed.
•	 Instruct the patient to cross his or her arms across his or her chest, and explain the move 
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to the patient.
•	 Grasp the draw-sheet on both sides of the bed.
•	 On the count of 3, lean back and shift your weight, sliding the patient to the edge of the bed. 

The helper holds the sheet, keeping it from slipping.
•	 Have the helper "cradle" the patient in the draw-sheet while you retrieve a stretcher.
•	 Adjust the bed to be slightly higher than the stretcher. Then, position the stretcher, locking 

it in place.
•	 Move the patient's legs onto the stretcher.
•	 Have the helper kneel on the bed, holding on to the draw-sheet.
•	 On the count of 3, grasp the draw-sheet and slide the patient onto the stretcher. You may need 

to repeat this step.

Prone from supine position
•	 Patient lies in supine position.
•	 Patient flexes his head, neck and right shoulder.
•	 Right arm is moved towards left side to create momentum.
•	 The momentum of arm is transferred to trunk and lower limb.
•	 The lower half of body will be rolled to prone position. Flexion of hip and knee will facilitate 

the roll.
•	 Patient takes his right shoulder at the back side by putting weight on left forearm and thus, 

weight is distributed on both upper limb.
•	 Patient lies prone.

Prone on elbow
•	 Patient lies prone and places his elbows close to trunk.
•	 Elbows are pushed down while lifting head and upper trunk.
•	 Now, patient brings the elbow to the level of shoulder and body weight is shifted through 

elbows.

Assisting patient moving up in bed, using a draw sheet
•	 Place patient in supine with head of bead flat. A nurse stands on each side of bed.
•	 Remove pillow from under head and shoulders and place it at head of bed.
•	 Turn patient side to side to place draw sheet under patient, extending from shoulder to 

thighs.
•	 Return patients to supine position. Fanfold draw sheet on both sides, with each nurse 

grasping firmly near patient.
•	 Nurses place their feet apart with forward-backward stance. Flex knees and hips. On count 

of three, shift weight from front to back and leg and move patient and draw sheet to desired 
position in bed.

•	 The same procedure can be repeated with friction reducing device.

Shifting patient from supine to side of the bed
•	 Stand facing the head of the bed at a 45-degree angle with your feet apart, with one foot in 

front of the other. Stand next to the waist of the patient.
•	 Have patient turn onto side, facing toward the caregiver. Assist patient to move close to 

the edge of the bed.
•	 Place one hand behind patient’s shoulders, supporting the neck and vertebrae.
•	 On the count of three, instruct the patient to use their elbows to push up on the bed and 
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then grasp the side rails, as you support the shoulders as the patient sits up. Shift weight 
from the front foot to the back foot

•	 At the same time as you’re shifting your weight, gently grasp the patient’s outer thighs 
with your other hand and help the patient slide their feet off the bed to dangle or touch the 
floor.

•	 On the count of three, gently raise the patient to sitting position. Ask patient to push 
against bed with the arm closest to the bed, at the same time as you shift your weight from 
the front foot to the back foot.

Range of Motion exercises
Passive ROM: Passive ROM exercise is administered by therapist or nurse to the patient. These 
exercises are performed for all movable joints 10 repetitions at least thrice a day. Passive ROM exercise 
essential for the patients who cannot perform movement by himself in one region or all regions. 

Neck 
Support the person's head with your hands. Gently return the person's head to the middle, facing forward, 
after each exercise.
Head turns: Turn the person's head to the side. Then turn his or her head to the other side.
Head tilts: Tilt the person's head, bringing the ear toward the shoulder. Then tilt the person's head toward 
the other shoulder.
Chin-to-chest: Gently bow the person's head toward his or her chest.

Shoulder
Shoulder movement, up and down: Raise the person's arm forward and then up over his or her head. 
Bring the arm back down to the person's side.
Shoulder movement, side to side: Raise the person's arm to the side as far as it will go. Bring the arm 
back down to the person's side.
Shoulder rotation: Hold patients arm abducted 90 degree and flexed at elbow to 90 degrees. Move arm 
internally and externally.

Elbow 
Elbow bends: Place the person's arm at his or her side with the palm facing up. Bend and straighten the 
elbow.

Wrist
Support the person's wrist with one hand. Hold his or her fingers with your other hand.
Wrist bends: Bend the person's hand back toward his or her shoulder. The fingers should point toward 
the ceiling. Then bend the person's hand down so his or her fingers point toward the floor.
Wrist rotation: Rock the person's hand back and forth sideways. Gently roll the person's hand in circles 
in one direction. Then roll the hand in circles the other direction.
Palm up, palm down: Tuck the person's elbow against his or her side. Turn his or her hand so the palm 
faces up toward the ceiling. Then turn the palm so it faces down.

Hand and finger
Hold the person's hand with both of your hands. Hold his or her hand out toward yourself, with the 
fingers long.
Finger bends: Curl the fingers into a fist. Straighten the fingers again. Curl and straighten each finger one 
at a time. Curl and straighten the thumb.

Care of Patient with Immobility and its Prevention



129Reference Manual

Finger spreads: Spread the thumb and first finger apart, and then bring them back together. Spread the first 
finger and middle finger apart, and then bring them back together. Do the same with the rest of the fingers.
Finger-to-thumb touches: Touch the person's fingertips to the pad of his or her thumb, one finger at time.
Finger rotations: Roll each finger in a circle in one direction. Roll each finger in the other direction. Roll 
the thumb in each direction.

Hip and knee
Start with the person's legs straight. Put one hand under his or her knee. Hold the ankle with your other 
hand.
Hip and knee bends: Slowly bend the person's knee up as close to his or her chest as possible. Then 
gently straighten the leg.
Leg movement, side to side: Move one leg out to the side, away from the other leg. Bring the leg back 
to the middle and cross it over the other leg.
Leg rotation, in and out: Roll one of the person's legs toward the other leg so the toes point in. Then roll 
the leg out toward the side so the toes point out.

Ankle and foot
For the ankle exercises, support the person's ankle with one hand, and his or her toes with the other 
hand. For the toe exercises, allow the person's foot to relax on the bed, and hold only the toes.
Ankle bends: Bend the person's foot so the toes point toward the ceiling. Then bend the person's foot the 
other direction so the toes are pointed.
Ankle rotation: Raise the person's foot slightly off the bed. Roll the foot in circles. Then roll the foot in 
circles in the other direction.
Ankle movement, side to side: Tilt the person's ankle in so the sole of the foot points toward the opposite 
leg. Then tilt the person's ankle out so the sole of the foot points away from the opposite leg.
Toe bends: Curl the person's toes down toward the sole of the foot. Straighten them. Curl the toes up 
toward the ceiling. Then straighten them again.
Toe spreads: Spread the big toe and the second toe apart, then bring them back together. Do the same 
with the rest of the toes.

Active ROM: Active ROM exercise is performed by patient itself. If patient is not having complete 
loss of motor power patient can perform ROM exercise actively or with assistance. It can be also used 
for strengthening purpose. The movements can be repeated for 10 times and thrice a day.

Positioning
Several positioning devices are used for maintaining good body alignment for patients. Pillows are 
positioning aids and it should be optimum thickness. When pillows are not available use folded sheets, 
blankets or towels as positioning aids.
Apply positioning boots to prevent foot drop by maintaining the feet in dorsiflexion position. AFO 
(ankle foot orthosis) devices are used to maintain dorsiflexion. Patients wearing AFO need to have 
remove periodically ( 2 hours on And 2 hours off).

A trochanter roll  prevents external rotation of hips when a patients lie in supine position.  To form a 
trochanter roll, fold a blanket lengthwise to a width that extends from the greater trochanter of the femur to 
lower border of popliteal fossa. Place the blankets under the buttock and roll it counterclockwise until the 
thigh is in neutral position or inward rotation. Use sandbags in place of or in addition to trochanter rolls. 

Hand rolls maintain the thumb in slight adduction and opposition to the fingers, which maintains 

Care of Patient with Immobility and its Prevention



130 Reference Manual

functional position.

Hand wrist splints are used to maintain thumb in adduction and wrist in slight dorsiflexion. 

Position of lower extremity: lower limb should be positioned in such a way that it should prevent any 
contracture/tightness/deformity caused by abnormal position. 
Position of upper limbs: lower limb must be place to avoid any deformity. Lower limbs should be 
straight in neutral position, ankle in neutral position to avoid any contractures.

Special positions for Stroke patients
Side-lying on Less Affected Side

•	 Head/neck: Neutral and symmetrical.
•	 Trunk: Aligned in midline; small pillow or towel can be placed under the rib cage to elongate 	

the hemiplegic side.
•	 More affected UE: Scapular protracted, shoulder forward; arm on a supporting pillow with 	

elbow extended, wrist neutral, fingers extended, and thumb abducted.
•	 More affected LE: Hip forward and flexed, knee flexed and supported on a pillow.

Side-lying on More Affected Side
•	 Head/neck: Neutral and symmetrical.
•	 Trunk: Aligned in midline.
•	 More affected UE: Scapular protracted; shoulder forward; arm placed in slight abduction and 	

external rotation; elbow extended, forearm supinated, wrist neutral, fingers extended, and thumb 
abducted.

•	 More affected LE: Hip extended and knee flexed and supported by pillows. An alternative position 
is slight hip and knee flexion with pelvic protraction.

Stretching exercises
Stretching of tightness prone muscles: Hamstrings, quadriceps, TA, Elbow flexors, forearm pronators. 
All stretching should be performed 10 second hold  for ten times and repeated for 3 times/day.
Hamstring stretching: Patient in supine position. Therapist holds the leg and raise the affected leg 
straight in limit. Hold for 10 seconds and repeat for 10 times.
Elbow flexor Stretching: Patient in Supine position. Make elbow straight and hold for 10 seconds , 
repeat ten times.
Plantar flexors stretching:  patient in supine position. Stretch heel cord by holding hand on posterior 
aspect of heel, hold for ten seconds, repeat for ten times.
Quadriceps Stretching: Patient in prone position. Bend knees and hold thigh and stretch within limit , 
hold for ten seconds repeat for ten times. 

Strengthening exercises
Strengthening of weak muscles can be done by moving in different patterns by patient himself within 
available range. If patient can tolerate resistance, strengthening should be done with resistance or weight. 
For patients who remained in paralyzed bed for prolong time, electrical stimulation will be given to 
prevent weakness and disuse atrophy of muscles.
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Chest physiotherapy
Percussion: Clapping (percussion) is performed on the chest wall over the part of the lung to be 
drained helps move the mucus into the larger airways. Percussion is performed with a cupped hand to 
enhance the effect of the technique and the comfort for the patient. Care must be taken to percuss over 
the lungs and not over the spine, the clavicles or the sternum and to cover the area to be treated with 
a towel or thin layer of clothing. For infants it may be performed with two or three fingers, an electric 
tooth brush or a small soft rubber face mask.
This is usually done for three to five minutes and is sometimes followed by vibration over the same 
area for approximately 15 seconds (or during five exhalations).

Vibration : Vibration to the chest wall is the manual application of fine oscillatory movements, of high 
frequency, with chest compression timed with expiration. While vibration is being administered, the 
patient is instructed to take slow deep breaths (thoracic expansion exercises) to enhance the effect of 
airflow on the movement of secretions.

Shaking: Shaking is performed in the same manner as vibrations but as a coarse movement. The 
oscillations are of a larger amplitude and lower frequency than vibrations.
Deep breathing exercises:Deep breathing exercises which focus on inspiration  and help to loosen 
secretions on the lungs. 

Postural drainage: Postural drainage refers to placing the body in a position that allows gravity to 
assist drainage of mucus from the lung periphery to the segmental bronchus and upper airway. The 
duration of postural drainage may range from 15 to 60 minutes, depending on the patient's tolerance to 
changes in position and the amount of sputum production.

Coughing: A cough consists of a deep inspiration followed by a forced expiratory maneuver performed 
against a closed glottis. Instruct patient to take a deep breath, and then hold the breath, using abdominal 
muscles to force air against a closed glottis, and then cough with a single exhalation.

Huffing: A huff is a forced expiratory maneuver performed with an open glottis, resulting in lower 
intrathoracic pressures than a cough. Huffing, also known as huff coughing, is a technique that helps 
move mucus from the lungs. It involves taking a breath in, holding it, and actively exhaling. 

Use of assistive devices for mobility
Use of Cane
The cane can be used by patients with knee and hip osteoarthritis. The cane should be hold in opposite 
side of affected limb. Example: If right hip is having pain because of osteoarthritis, the cane should be 
used on left hand.

Instructions to use cane
•	 Take cane on opposite side of affected extremity. 
•	 Move cane and affected extremity at same time and then advance unaffected extremity. 
•	 Repeat same cycle to move forward.
•	 Partial weight and Non weight bearing with crutch
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Instruction to use crutch 
•	 Put the crutch in front of lower extremities on the ground. 
•	 Affected extremity and crutches are advanced simultaneously and partial weight is shifted on 
affected extremity. 

•	 After the weight is shifted, unaffected extremity is brought forward.
•	 In case of non-weight bearing affected extremity is kept off the floor

Walker 
Instructions to use walker 

•	 The walker is picked up and moved forward about an arm’s length.
•	 The involved limb is moved forward, and body weight is transferred partially onto this limb and 

partially through the upper extremity to the walker (for partial weight Bearing). 
•	 For non-weight bearing affected limb is kept off the floor.
•	 The uninvolved lower extremity is moved forward past the involved limb
•	 The cycle is repeated.

Wheelchair mobility
How to use wheelchair:  to use wheelchair properly the size of wheelchair must be fit with the 
dimensions of patient after proper assessment. 
Pressure relief in wheelchair: pressure relieving techniques should be taught to the patient avoid 
pressure sores which will be developed after prolonged use of wheelchair. For the
patient using a wheelchair, pressure relief (particularly over the ischial tuberosities, sacrum, and 
trochanters) should be initiated at least every 30 minutes for a duration of 15 seconds.

Weight bearing on tilt table
Standing on tilt table is promoted for immobile patients as it helps to bear weight on extremities, decrease 
problems of orthostatic hypotension.

Procedure
1.	 Keep patient in supine position by shifting from bed to tilt table.
2.	 Apply chest straps around chest region, lumbar strap near lumbar region, knee straps to prevent 

buckling of knees and leg strap just above ankle. Put some wedge to create gap between lower 
limbs. Patient should comfortable with straps.

3.	 Depending upon manually operated or electrically operated tilt table, slowly raise patient’s 
position to standing if patient doesn’t complain any serious symptoms
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Banner Mobility Assessment Test ( BMAT)
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Module-13
Legal and Ethical Aspects of Nursing

Definition of ethics
Ethics is the moral principles that govern a person’s behavior or the conducting of an activity which is 
based on ideas about what is morally good and bad.

Ethical Principles
•  Autonomy (Respect for persons): Respect for an individual’s right to self-determination or make 

decisions about his/her life without interference from others.
•   Beneficence (doing good): Promoting good or doing no harm to another
•   Nonmalefcence (avoiding harm): The obligation to do or cause no harm. It is directly tied to the 

nurse’s duty to protect the patient’s safety
•   Justice (fairness, equitability, truthfulness): The equitable distribution of potential benefits and tasks
•   Veracity (telling the truth): The obligation to be honest and tell the truth.
•    Fidelity (remaining faithful to one’s commitment): Being faithful to agreements and responsibilities 

one has undertaken

Ethical Responsibilities of Nurses
Nurses need to know and follow ethical principles to promote professional behavior.

Autonomy
•    Carry out all the nursing interventions with respect to patient and his/her family.
•    Involve patient and family in decision making related to treatment, investigation, procedure etc
•    Obtain the informed consent.
•    Do not use patient’s name and position for commercial advertising of products, in research 

without consent
Nonmalefcence: ensuring patients’ safety and preventing any injury or damage to them is a major
priority for nurses. For examples,

•	 Provide a safe and healthy environment for the patient according to health status of the patient 
e.g. maintain aseptic technique/cleanliness, side rail for patient with altered sensorium

• 	 Follow standard protocol or guidelines or scientific principles e.g. calculation of the drugs, IV 
fluids, and nursing procedures.

•	 Provide the best care to the client / patient; based on professional standards which is resulted 
from valid research and reliable evidence.

•	 Prevent the probable damage to the client / patient by detecting and reporting the professional errors.
• 	 Avoid deliberate harm, risk of harm that occurs during the performance of nursing actions.

 Beneficence: maintaining a balance between benefits and harms which include
•     Provide orientation, teaching, counseling, health promotional activities etc.
•     Provide pain medication as soon as possible to a client experiencing acute sever pain
•     Lift side rails on a client’s bed to prevent falls as needed
•     Perform daily tasks for patients who are unable to carry them out alone
•     Perform dressing after providing prescribed analgesics and during its peak action to relieve pain
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•     Providing chest physiotherapy to a post-operative patient in spite of pain during procedure 
Justice: determining the order in which clients/patients should be cared for such as:

•     Offer the nursing care regardless of race, nationality, religion, culture, gender, age, socioeconomic 
status, political conditions, power, physical or mental illness, or any other factor

•     Pay special attention to vulnerable groups and individuals such as children, elderly, people with 
differently able, mental illness etc.

•     Provide hospital resources as per need of the patient
•     Maintain privacy and confidentiality of the patient

Veracity: A client always has the right to know about diagnoses and care options.
•    Nurses must not withhold the whole truth from patients, even if he/she believes the truth will 

cause distress.
•    In case of mistake in nursing interventions, explain honestly to the client / patient, and proceed 

with truthfulness and fairness in any circumstances.
•    Be punctual in duty, efficient performance of the professional duties, and accurate and complete 

recording of the performed care.

Fidelity: must be faithful to the promises they made as professionals to the patient.
•    Provide competent, quality care to the patients.
•    Prevent from harm and promote wellness
•    Promote justice, privacy and confidentiality of the patient
•    Be honest
•    Accountable to all the performed actions

Legal Terminologies
Legal documents: There are certain written forms used regularly by the nurses and doctors on the 

process of treatment. These forms can be used as evidence in court if any difficulty arises. These 
documents should contain factual statement and signed by concerned personnel and dated e.g., 
treatment chart, consent paper etc.

Bill: Drafts or temporary outline of what the act will be. Nurses are sometimes involved in draft bill
Act: written document which has been formally passed by government e.g., Nepal Nursing Council 

Act, Health Act.
Suit: a case in a court, legal proceeding. 
Informed consent- Agreement to the performance of a procedure/treatment based on knowledge, risk 

and alternatives.
Three major elements of informed consent are

1.   The client must be given enough information because he/she is a ultimate decision maker
2.   The consent must be given voluntarily
3.   The consent must be given by an individual with the capacity and competence to understand

Responsibilities of nurse:
•    Witnessing the commitment between the patient and the physician
•    Ensuring that the client understand, the provided information
•    Witnessing the patient’s signature

Crime: Act that is a violation of duty or breach of law, punishable by the state by fine or imprisonment. 
In a crime, intention to do wrong is also present. Crimes may be misdemeanors or felonies.

•    A felony is a serious crime. Healthcare workers can be convicted of felonies for such 
offenses as falsification of medical records, insurance fraud, theft of narcotics, or 
practicing without a license.
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•    A misdemeanor is a crime that is considered not as serious as a felony. A misdemeanor is 
still a serious charge and may be cause for revocation of a nursing license. Possession of 
controlled substances may be either a misdemeanor or a felony as defined by the local, 
state, or federal laws.

Tort: A legal wrong committed against a person, his/her rights or property, intentionally or willfully 
committed without just cause. The person who commits a tort is liable for damage in civil.

•    Intentional tort
¾¾ Assault
¾¾ Battery
¾¾ False imprisonment
¾¾ Fraud

•   Unintentional tort
¾¾ Negligence
¾¾ Malpractice

Assault: Assault occurs when a person puts another person in fear of a harmful or offensive contact. 
The victim fears and believes that harm will be caused as a result of threat e.g. verbal assault, “if 
you do not eat food I will inject you” emotional assault “communicate with not understandable/ 
unfamiliar language in front of the patient”; physical assault “examination of the one patient by 
many examiners”
Battery: is an intentional touching of another’s body without the other’s consent, for example 
performing procedure like per-vaginal examination/enema/physical examination without consent 
of the patient
Negligence: Lack of reasonable conduct or care. Omitting an action expected of a prudent person in a 
particular circumstance is considered negligence. Negligence is conduct that falls below the standard 
of care.
Malpractice: Malpractice is a practice beyond the scope, also involve negligence done by 
professional person, for example abortion in not listed or unauthorized facility

Defamation: is the action of damaging the good reputation of someone. 
Defamation (Slander): something untrue was said to ruin the reputation of a person. Defamation 
(Libel): something untrue was written to ruin the reputation of a person.
Unprofessional conduct: any conduct which demonstrates a lack of skill or an ethical concern or fails 
to meet the standard of professional services.
Liability: It is a legal doctrine that makes a person responsible for the damage and loss caused by his/
her acts and omissions regardless of culpability. A nurse is legally responsible for actions that fail to 
meet the standard of care or for failing to act and thereby causing harm. For example, when a nurse 
gives the wrong medication to a patient and the patient suffers harm, the nurse maybe liable for negligent 
administration of the drug.
Standards: The minimal knowledge and conduct expected from a professional practitioner. For 
example, RH protocol, nursing procedure manual

Professional Liabilities for Nurses
•     The potential liabilities in nursing are
•     Crime
•     Assault, battery
• 	 Illegal possession; sale of controlled substance
•     Any action or activities against act e.g. safe abortion act, narcotic drug act etc.
•     Tort
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•     Assault and battery
•     False imprisonment: intentional confinement of a client without consent
•     Fraud
•     Negligence/malpractice examples

Common Professional Liabilities
a. Negligence and Malpractices Examples

•   Failure to recognize right patient for right interventions, e.g. correction of dehydration and 
electrolyte imbalance

•    Failure to administer the correct oxygen level with correct device
•     Failure to monitor vital signs, IV therapy, hemodynamic status of the patient, comfort and pain
•    Failure to maintain proper position and prevention of avoidable trauma
•    Failure to follow established standard procedure
•    Failure to report defective instrument
•    Medication error such as wrong dose, wrong patient or wrong route
•    Failure in counting of instrument, sponge, gauze, in OT
•    Causing burns on patients due to application of defective hot pack or improper application of 

devices
•    Unable to prevent patient’s fall injury
•    Failure to observe and take appropriate action
•    Ignoring a patient’s complaints
•    Inadvertently/carelessly retained surgical items
•    Not properly supervise a psychiatric patient who attempted suicide
•    Negligent assignment and inadequate supervision of a student nurse
•    Lost specimens/report/belongings
•    Unable to manage patient pain properly Unable to identify complication in early stage
•    Improper communication with patient and significant others

b. Misconduct for Examples
•     Physical abuse of a patient
•     Inadequate record keeping
•     Not recognizing and managing common symptoms
•     Prescribing drugs in excessive amounts without legitimate reason
•     Failing to meet continuing medical education requirements
•     Not following principles of drug administration
•     Performing duties beyond the scope of a license
•     Dishonesty
•     Conviction of a felony
•     Delegating the practice of medicine to an unlicensed individual
•     Impaired ability to practice due to addiction, or physical or mental illness

Legal Responsibilities of the Nurses
A nurse is responsible for protecting and advocating for patient safety and rights according to the law. 
Legal responsibilities of nurses are as follows:

• 	 Maintain therapeutic relationship with patient, family and team or coworkers
• 	 Follow the health act, Nursing Practice Act, protocols, procedures and policies of the 

employing agency.
• 	 Be responsible his/her own acts and should work according to the professional qualification 

or license
• 	 Carry out physician’s prescription
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• 	 Verify with physician if patient has any question.
•    Question and record verbal orders to avoid miscommunication. Nurse should record time, date, 

physician’s name and the orders.
•     Clarify to carry out physician prescription that the nurses know to be harmful to the patient
•     Question standing orders, if confused or unfamiliar
•     Provide safety and security to the patient
•     Identify patient before initiating any interventions.
•     Explain and obtain consent before initiation of any action
•     Observe and monitor the patient accurately.
•     Provide nursing care according to the needs of the patient and based on scientific rationale
•     Restrain the patient as per protocol
•     Protect patient from falls and preventable injuries
•     Maintain patient’s privacy by maintaining confidentiality and revealing patient’s information 

only to appropriate person
•     Protect the patient’s right
•    Maintain dignity of the patient by giving attention, maintaining privacy and confidentiality 

and respect
•     Introduce self by name, designation and primary responsibility
•     Explain patient before initiation of any action, even patient do not respond
•     Maintain patient’s privacy by exposing only necessary body part
•     Maintain confidentiality by revealing patient’s information only to appropriate person
•     Do not discriminate the patient
•     Provide necessary care following scientific rationale
•     Provide proper information to the patient’s family member as needed
•     Document all nursing assessments and interventions accurately such as:
•     Vital signs, patient’s problems (subjective and objective findings)
•   Nursing procedures (procedure name; when performed; who performed; how performed; 

patient tolerated; adverse reactions, outcome, findings etc.)
•     Sudden deteriorate in patient’s condition, immediate actions and outcome
•	 Obstacles/barriers faced during care such as inadequate human resources, cultural practices, 

administrative problems, inadequate supplies and equipment
•    Ask for assistance and supervision in any interventions if you are confused, or not confident 

or unfamiliar
•     Report crime, torts and unsafe practice to concerned authority

Self-study
• 	 Health service act of Nepal
•     National Health policy
•     The Public Health Service Act
•     Safe Abortion Act
•     Narcotic drug act
•     Client right
•     Consumer right
•     Health Insurance Policy
•     Nepal Nursing Council act
•     Reproductive health bill
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Checklists for Ethical and Legal Aspects of Nursing
Rating scale of ethical and legal aspects of nursing  
Rating scale :
Never = 1, Rarely = 2, Sometimes = 3, Often = 4, Always = 5

SN Criteria  1 2 3 4 5 Remarks

1.

Maintain good rapport with patient and family
a)	 Greet and introduce self.
b)	 Provide orientation regarding specific units and 

procedure.
c)	 Obtains informed consent before doing any 

procedure.

2.

Carrying out prescribed orders 
a)	 Carry out physician prescription appropriately 

and accurately
b)	 Check any orders that a client questions and 

verify with physician 
c)	 Verify prescription with physician if patient’s 

condition has changed
d)	 Question and record verbal orders to avoid 

miscommunication. Nurse should record time, 
date, physician’s name and the orders. 

e)	 Refuse to carry out physician prescription that 
the nurses know to be harmful to the client

f)	 Question standing orders, if confused or 
unfamiliar 

3 

Maintain standard while providing nursing care
a)	 Assess the patient’s condition accurately.
b)	 Find out and document actual and potential 

health problems of assigned patients.
c)	 Set realistic goals to solve the identified 

problems
d)	 Plan and implement the nursing interventions 

based on scientific rational 
e)	 Evaluate the patient’s condition accurately in 

between and at the end of the care.
f)	 Reassess the patient to identify new problems 

and gain new insight to previous problem.

Legal and Ethical Aspects of Nursing



140 Reference Manual

4. 

Maintain patient’s dignity
a)	 Explain and obtains consent before each 

procedure.
b)	 Involve patient/family members in treatment 

decision making.
c)	 Respect patient’s cultural beliefs.
d)	 Expose only necessary body part for any 

interventions
e)	 Do not share patient’s information with 

unrelated personnel.

5. 

Maintain safety and security of the patient
a)	 Identify the patient before initiating any 

interventions.
b)	 Function within the scope of practice and job 

description 
c)	 Protect client from preventable injuries such as 

falls, burn
d)	 Protect patient from nosocomial infection by 

following standard precaution.
e)	 Restrain as per need by using appropriate 

method the patient
f)	 Delegate tasks to persons with the knowledge 

and skill to carry them out

6. Follow hospital protocols and other standard concerning 
to health care 

7. Follow 10 rights while administering drugs to the patients.

8. 

Maintain accurate record and report
a)	 Vital signs, patient’s problems (subjective and 

objective findings) 
b)	 Nursing procedures (procedure name; when 

performed; who performed; how performed; 
client tolerated; adverse reactions, outcome, 
findings etc) 

c)	 Sudden deteriorate in patient’s condition, 
immediate actions and outcome

d)	 Obstacles/barriers faced during care such as 
inadequate human resources, cultural practices, 
administrative problems, inadequate supplies 
and equipment  
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9. 

Maintain up to date record of controlled drugs
a)	 Keep the drugs safely in locked cabinet.
b)	 Prevent the abuse of drug by self and 

colleagues.
c)	 Report loss and breakage of drug on time

10.

Handles the medico-legal cases properly
a)	 Maintain the record of medicolegal cases.
b)	 Notify hospital police and authority during 

admission, discharge, absconded and transfer 
of medicolegal cases.

11 Collaborates with other health professionals as needed

12 Advocates for patient and family 

13 Bargain collectively for important issues 

14 Report crimes, torts and unsafe practices to concerned 
authority
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