HOME CARE
¥ % A hR BB AE (Home care of in-dwelling catheter)
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%k The urethral meatus should be cleansed daily using large cotton balls or swab and warm water
using a downward motion (see above drawing ).

>k The male patient’s prepuce should be peeled back to expose the urethral meatus.

>k The female patient’s labia majora is pulled apart during cleaning. Cleansing should be done
once a day; twice a day if more secretions are encountered.
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The urinary catheter is secured to the thigh with a segment of stockings, taking care not to tie this
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too tight. Check every 2 hours to see if the catheter is compressed, bent or stretched. Squeeze the
catheter and massage lower abdomen
(site of urinary bladder) to prevent clogging of the catheter. Secure catheter to the front of the
thigh in men and between the thighs in females. Change the position of the catheter to the other

leg every day to avoid skin irritation.
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Maintain fluid intake of the patient at 2000cc or more (include milk in the total fluid intake).
Give daily supplement of Vit. C (500units).

Maintain urinary output for at least 1500cc daily. If there is cardiac failure or renal insufficiency,

fluid is restricted according to the doctor’s order.
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The urinary bag outlet should always be closed. The bag is placed lower than the abdomen
(urinary bladder) and at least Scm above the ground.
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The urinary bag is positioned below the bladder to avoid backflow of urine. The accumulated
urine should be poured out every 8 hours or when the bag is 1/3 full.
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Observe the urine amount, color and presence of clouding.
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Watch out for possible obstruction of the urinary catheter and urine leakage, irritation of the
genitals, abnormal secretions or skin wounds and record as needed.
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NOTE: Please call the home care nurse if the following changes are noted.
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Presence of urine leakage persisting after squeezing urinary catheter to clear the presence of

obstruction.
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Absence of urine output when the urinary bladder is noted to be full and distended.
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Persistent bleeding.
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When urinary catheter drops out.
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When signs of urinary infection are present ( turbid urine ).



32k 2 4 JE 4 (Urinary Bladder Training )
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* Urinary bladder training technique :
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Fold the urinary bag tubing and tie this securely with a rubber band.
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Give oral fluids regularly: about 150 — 200 cc per hour or as ordered.
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Release the urinary bag tubing regularly: Release tubing for 15 minutes every 2 hours.
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Training period : Training is done the whole day except when patient is  sleeping.
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Urinary bladder tralnlng 1s deemed effective if patient has the urge to urinate less than 2 hours

after tying up the urinary bag tubing.

KORF AR BB A6 [ P B ¢ JRRR R 0 R e (B
o) IR o
After the removal of the in-dwelling catheter, observe the patient for 4 — 6 hours if he / she is

unable to void and there is urinary bladder distention. If necessary, contact the home care

nurse.

kB QBRI PIIE P & 4 BRI R RSBV R A R
o e MR R R
Urinary bladder training is not done from 9PM to 9AM the following day to allow the patient to

sleep comfortably. Please remember to release the urinary bad tubing during this time.
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ek g T AR ( Care of Cystostomy opening)
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Care of the cystostomy opening :

Use sterile cotton balls or swabdipped in sterile normal saline solution to cleanse the

cystostomy opening. Clean with a circular motion and away from the cystostomy opening,
sterilizing a Scm area around the opening.
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Use sterile cotton balls or swabdipped in 1% beta-iodine solution to clean the cystostomy
opening in the same manner mentioned above.
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Allow the beta—lodine solution to remain on the skin for 30 seconds to 1 minute before

cleaning one more time with normal saline solution.
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Use a Y-shaped dressing to cover the wound and plaster in place.

X P pEE AR R R ?
When should the urine be poured out of the urinary bag.
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The urinary bag contents should not fill beyond half the capacity of the bag and should not be

kept for more than 8 hours, taking care to pour out the contents at least 3 times a day.



2 /4 § (Tube feeding)
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.When tube feeding and within one hour of feeding, raise the head and neck of the patient 30 —
45 degrees to avoid backflow of food into the airway. Conscious patients should sit up as much

as possible.
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Before every tube feeding, aspirate to check the stomach contents. Feeding is given if less than
50cc is obtained. If more than 50cc is obtained, check gastric contents after 1 hour before

resuming feeding.
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If the aspirated gastric contents decrease in amount after the delayed feeding, give 50cc less than
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the previous amount given. If there is a persistent large amount of gastric aspirate, please refer to

the attending physician.
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4. The tube feeding food material should be administered at body temperature. Avoid feeding food
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that is too cold or too hot.

%k Speed of feeding : Pour the food into the feeding syringe and allow the food to flow in slowly.
Lower the feeding syringe to slow down the flow of feeding. Avoid letting air enter the feeding
tube.

>k After every feeding, give 30 — 50c of lukewarm water to flush and clean the feeding tube.
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instructed to do so
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Avoid giving medications and food at the same time to avoid drug-food interaction unless
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Every day, alternately pull out and push in the nasogastric tube by 3 —4cm. Change the point of
plaster fixation of the nasogastric tube daily to avoid skin irritation
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Encourage mobile patients to do simple exercises which is helpful for food digestion
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The amount and number of tube feedings should be given as directed by the dietitian. When
reached
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resuming feeding in patients who have had no food for a certain period, the food material should

be diluted and given in small amounts. Gradual adjustments should be made according to the
condition of the patient until the normal concentration and amount of the food material is
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Commercially-prepared tube-feeding food should be used before the date of expiration
Unopened cans of food are stored at room temperature while opened cans should be refrigerated
and consumed within 24 hours
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Home-prepared food should be well-cooked and refrigerated not for more than 24 hours. Heat

the needed amount of food for every feeding. Food material heated for feeding should not be
kept at room temperature for more than 30 minutes.
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.Observe the patient after every tube feeding for adverse changes such as diarrhea, abdominal

distention, vomiting or constipation and consult the attending physician or dietitian when
necessary.
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( Nebulization, Positional drainage and Chest percussion therapy )
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* Nebulization :
1. Place the prescribed medications ( bronchodilator or mucolytic ) into the medicine cup of
the nebulizer.

2. If no medications are prescribed, use (1) 0.45% saline solution or (2) 2.5cc distilled water
and 2.5cc normal saline solution, placing this into the medicine cup of the nebulizer.
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Positional drainage. After nebulization therapy, place the patient in a lateral position and adjust
the bed to position the feet above the level of the head.
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Chest percussion therapy. Chest percussion is done 1 hour before or after meals. Tap the patient’s

back for about 5 — 10 minutes per session with the patient lying on his side to allow positional

drainage of respiratory secretions.
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Nebulization, positional drainage and chest percussion therapy is done 4 — 5 times a day. This
should be stopped immediately if patient feels uncomfortable. Observe for changes of the sputum

color to yellow, measure body temperature more frequently and notify the home nurse if needed.



X 3% % e jx  (Suction of respiratory secretions)
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Attach the suction catheter to the suction machine tubing. Put on sterile gloves and roll suction
catheter around the right hand.
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Activate the suction machine, wet the catheter with normal saline solution or boiled water before

using. Suction the traecheostomy, nose and mouth, in the above order. Take care not to apply
suction when inserting the catheter in order to avoid mucosal injury.
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When doing suction, hold the catheter firmly with one hand while the other hand turns the

suction catheter in a circular manner and retracting the catheter at the same time. Suction time
should not exceed 15 seconds.
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The bottle in the suction machine should be cleaned daily.
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Suction depth: One may insert the suction tube to a depth of 10 — 15¢m into the traecheostomy. A
length of 12 — 15 cm is allowable in suctioning the mouth and throat.
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# *7 ¢ chRAE ( Care of the traecheostomy )
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* Inspect the traecheostomy wound daily for presence of secretions or irritation.
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Care of the traecheostomy wound :

1. Remove the protective dressing. Use sterile cotton balls or swab dipped in sterile normal
saline solution to cleanse the traecheostomy opening. Clean with a circular motion and away
from the traecheostomy opening, sterilizing a S5cm area around the opening.

2. Use sterile cotton balls or swab dipped in 1% beta-iodine solution to clean the
traecheostomy opening in the same manner mentioned above.

3. Allow the beta-iodine solution to remain on the skin for 30 seconds to 1 minute before
cleaning one more time with normal saline solution.

4. Use a Y-shaped dressing to cover the wound and plaster in place.

Tie the traecheostomy securely in place with a “dead” knot. Never use a bowknot which
could lead to the traecheostomy tube falling out. The traecheostomy should be loose enough
to allow insertion of a finger.
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%k The inner cannula of the metallic traecheostomy tube should be taken and sterilized
everyday.
1. After removal, immerse the inner cannula in 3% hydrogen peroxide to soften the respiratory
secretions.

2. Use a small brush to clean the inside and outside surfaces of the inner cannula.
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3. Boil the inner cannula in water for 15 minutes. Allow the piece to cool down. Reinsert the
inner cannula and lock in place.

4. Do not remove the inner cannula for more than 30 minutes.

5. Sterilization of the cannula is done at least once a day.
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Sterilization of the metallic traecheostomy set : The outer and inner cannula of the

traecheostomy set are separated. Place in cold water and heat to boiling point. Boil the set for 15

minutes. Pour off the water and dry the set.
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Sterilization of the silicone traecheostomy set : The outer and inner cannula of the
traecheostomy set are separated. Heat cold water to boiling point before putting in the
traecheostomy set. Boil the set for 15 minutes. Pour off the water and dry the set.
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If the respiratory secretions become yellowish or greenish in color, become more mucoid or
increase in quantity, the caretaker should do nebulization, positional drainage, chest percussion

therapy and suction of respiratory secretions.
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% i (Bed Bath)
OF T NER A
A R ORRERE T L 4

Wet a small towel, squeeze dry and wrap around the hand.
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Wiping technique : Wipe the face starting from the middle in an outward direction. Wipe the

forehead, nose, cheeks, ears and neck in the above order. (see above diagram)
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Remove the patient’s clothing. Cover the body with large towels to prevent chilling and ensure

privacy.
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Cleaning sequence : Start with the clean parts. The face > hands > axilla > chest > abdomen >

legs > feet > back >pubic area > anus in the above order.
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The water temperature should be about 41 — 43 degrees Centigrade. Apply soap, clean and wipe

with warm water. If the applied dressings get wet, change dressing as soon as possible.

AL EE
1.5 Eﬁ%‘icb N p‘\/?;’tg;ﬁvmfi—s > -@#’%Vvl / AT e - {0 SN 5 2 SN Pﬁ o
QAR E BB E IR ER (R PREFREFILZ 3 XL BB

R LV DL

13



3ULRCKE CEF X 2B
AEPHAAED P A H EHFR N AAAL K BB
5.5 17 4 ﬁsﬁg,@ﬁ}j\ﬁ_ﬁ,\aﬂ» V- I SN :I:{_W_jq;—g—;ja o

Note :

1 .Take special care in cleaning the joints and areas where skin folds are present such under the
breast, the axilla and inguinal region.

2. If the skin is dry, apply lotion after bathing.

3. Pay attention to the temperature of the water, privacy and safety ( avoid falling accidents).

4. Examine the skin at least once daily, especially areas where the bone is more prominent and areas
where skin fold are present.

5. Incontinent patients should be cleansed with soap and warm water every time the adult diaper is
changed.

L s R SRR S 3

Prevention of bed sores.
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Certain areas of the body are more prone

to develop bed sores ( see above
illustration - Pressure Points ).
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Always maintain a clean, dry and orderly
bed. Cover the air bed with bed sheets.
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If the patient has a bedsore, regular change of dressing is done according to the home care
nurse’s instruction.
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# ( Steps in turning the patient ) :
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Lock the bed in place.
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Move the patient to the opposite side of the bed after pulling up the side-rail to prevent the
patient from falling off the bed..
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The patient’s arm near the caregiver is moved over his / her head. The opposite arm is placed
over the chest. The opposite leg is placed over the leg near the caregiver.
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Place one hand on the patient’s opposite shoulder and another hand on the opposite hip. Pull

to turn the patient over to his side.
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1. Make sure to make the patient comfortable and able to maintain the body position.
1. Place a pillow at the back of the patient to provide support.
2. Place a pillow between the legs. The leg on top is bent and positioned on top of the pillow.

3. Place another pillow under the arm and hand.
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When turning the patient a second time, massage the body parts which had been under pressure

( pressure points ).Observe the pressure points for signs of redness, water vesicles or breaks in

the skin.
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For patients who are unable to move on their own, help the patient turn over every 2 hours.
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Proper positioning for side to side turning of patients.
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* % fgs g2 4 8 (Diet for hyperlipidemia )

1.

2.

3.

4.
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To maintain ideal body weight and drink as less alcohol as possible - Adjust life

style to a good state - EX : stopping smoking ~ exercusing -~ controlling pressure °
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To control the fat intake and avoid fried or oil boiled food like pig skin ~chicken
skin and duck skin °
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To fry vegetable with high amount of undesaturated fatty acid - ( pea-nut oil ~
olive oil and vegetable oil ) ; to avoid using oil that contains much saturated fatty
acid (pig oil ~ cow oil and butter )
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To avoid food with high level of cholesterol such as internal organs (brain ~
liver ~ kidney ) » crable eggs and fish eggs °

It is proper to eat less than 2~3eggs a week °
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To eat food with much fiber usually > such as unmanufuctured beans -

vegetable ~ fruit o

17



METRE H P IRES -
Training of stool passage and glycerin ball enema :
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To eat much more fruit and dry water > To massage abdomen with oiled hands
(baby oil ) in the direction of right clock
In the early morning after wakung up.
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To paipate the hard masses in side the abdomen each 2-3
Day.If no stool passing > we may dress the gloves and then
Push the glycerin ball in to tho anus.
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After the spontaneous passage of stool » we can see whether

There is still residnal hard stood.We may dress the gloves and use middle or
index fingers with
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If the patient usually has watery loosing stool > he may pass the stool not
clearly.We may perform the enema for him to clean his anus.
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Sometimes the patient takes laxatires to help stool passage » if he has diarrhea > the
dose medication should be reduced or be hold - We should inform the family or
home-care nurse °

DS E]i‘ ERFHT ( The condition that need emergency care ) :
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Cons010us ness : sudden change - unclear ~ not waken up ~ coma o
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Respiration : frequency more than 30/min or less than 12/min »

Very hard breathing - nasal fiarring ~ subcostal retraction apnea °

WS D RARE LS AAZE 100 L F A A 60 LT o
Heart beat : sudden onset of more than 100/min or less than 60/min °
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Body temperature : more than 38.5°C - the temperture doesn’t decline after general
management (ice pillow - antipyretisc and warm water ° )

w & 1 180/95mmHg 2 F g %3t 90/60mmHg 4 ;& pE B 3t 400mg/dl
g 4 60mg/dl -
Blood pressure : above 180/95 mmHg or below 90/60 mmHg

o B 400mg/dl & K> 60mg/dl

Blood sugar : above 400mg/dl or below 60mg/dl -
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