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Abbreviation

(L/L
(0)/(0)
(R)
(R)/R
A+O
ac/a.c.
ad lib
ADL
AKA
AM/am
amb
amt.
AP/A.P.
appt.
AROM
ASL

Ax

BID
BiPAP

BM
BP
BR
BRP
c
c/o
CA
cal
cap
cath
CBC
CHF
cMS

Cont.
COTA

cp
CPAP

CPR

CPT
CTA
CVA
D/C

Meaning
Left or liters
Oral
Rectal
Right

Alert and oriented
Before meals

As desired

Activities of daily living
Above knee amputation
Morning
Ambulatory/ambulation
Amount

Apical pulse
Appointment

Active range of motion
American Sign Language
Axillary

Twice a day

Bi-phasic positive airway
pressure

Bowel movement

Blood pressure
Bathroom

Bathroom privileges
With

Complains of

Cancer

Calorie

Capsule

Catheterize

Complete blood count
Congestive heart failure
Circ., motion, sensation /
Centers for Medicare &
Medicaid Services
Continuous

Certified occupational
therapy assistant
Cerebral palsy
Continuous positive airway
pressure
Cardiopulmonary
resuscitation

Chest physical therapy
Clear to auscultation
Cerebrovascular accident
Discontinued

Abbreviation
ECG/EKG
ED
EEG
EENT

@ m
-~ >
S~
o]

T S m m m
<

X TS5 0w
o w

B/G-Button

0N 666
HB_

C

gyn

H/A
H/hr
H20
hgb.
HHA
HOB
HOH
HR
Hs
ht.
HTN
1&0
ICU

inc.

ind.

L/E
lab
Ibs
LBW

o
Q
oa
]
[e)]

Meaning
Electrocardiogram
Emergency department
Electroencephalogram
Eyes, ears, nose, throat
Emergency room
And
Fahrenheit
Follow-up
Fasting blood sugar
Father of child
French (size)

Feet/foot

Fracture

Gastrostomy button
Gastrointestinal system
Gram

Drop

Genitourinary system
Gynecology

Headache

Hour

Water
Hemoglobin
Home health agency
Head of bed

Hard of hearing
Heart rate

Hour of sleep
Height
Hypertension
Intake and output
Intensive care unit

Intramuscular
Incontinent

Independent
Intravenous

Potassium

Lower extremity
Laboratory
Pounds

Low birth weight



dept.
DME
DNR
DOB
DOE
Dr.
DX
MBSS

Med surg
med.

mg

mi

ml

mm

MOC
MR/MI

MRSA

MS
N&V
N.S.
Na
NaCl
NC
Neb
NGT
NICU
NKA
NKDA
NPO
NWB
02
oD
(0}
OSHA

oT
OTA

OTR

ou
Oz

PACU
pc/p.c.
PCG
PDN
Ped

Department

Durable medical equipment
Do not resuscitate

Date of birth

Dyspnea on exertion
Doctor

Diagnosis

Modified barium swallow
study

Medical surgical unit
Medication

Milligram

Myocardial infarction
Milliliter

Millimeter

Mother of child

Mental retardation/mental
illness

Methicillin resistant
Staphylococcus aureus
Multiple sclerosis
Nausea and vomiting
Normal saline

Sodium

Sodium chloride

Nasal cannula

Nebulizer

Nasogastric tube
Neonatal intensive care unit
No known allergies

No known drug allergies
Nothing by mouth
Non-weight bearing
Oxygen

Right eye

Left eye

Occupational Safety and
Health Administration
Occupational therapy
Occupational therapy
assistant

Occupational therapist,
registered

Both eyes

Ounce

Pulse or after
Post-anesthesia care unit
After meals

Primary caregiver
Private duty nursing
Pediatrics

Ig.
LLE
LLQ
LOA
LPM
LUE
Lua
PTA

PWB

o

o po o oo
O = oo wnN
o O a =

Ko}
C
Q
o

R/T
RD
re
reg.
rehab
resp.
RLE
RLQ
ROM
RPT
RUE
RUQ

X
x

als] gls ol
® < 2

sol.

o
Q
oa
]
~
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Large

Left lower extremity

Left lower quadrant
Leave of absence

Liters per minute

Left upper extremity

Left upper quadrant
Physical therapy assistant

Partial weight bearing
Every

Every two hours
Every third day

Every day

Every hour

Four times per day
Every other day

Quadriplegia

Related to

Registered dietitian
Regarding

Regular
Rehabilitation
Respirations

Right lower extremity
Right lower quadrant
Range of motion
Registered physical therapist
Right upper extremity
Right upper quadrant
Prescription

Without

Signs and symptoms
Small

Skilled nurse

Skilled nursing visit
Short of breath

Solution

Specimen

Speech therapist
Immediately

Sexually transmitted disease
Subcutaneous

Suppository

Suction

Seizure



per

PICU
PM/pm
po/p.o.
POC
Post-op
prn
PROM
PSH

PT

TPN
TPR

tsp
X
U/E
UA
uc
uo
URI
UTl
Vent
VO
VS
w/c
WIC

wk
WND
WNL
wt.

Y.O

By

Pediatric intensive care unit
Afternoon

By mouth

Plan of care
Post-operative

As needed

Passive range of motion
Past surgical history
Physical therapy

Total parenteral nutrition
Temperature, pulse,
respirations

Teaspoon

Treatment

Upper extremity
Urinalysis

Urine culture

Urine output

Upper respiratory infection
Urinary tract infection
Ventilator

Verbal order

Vital signs

Wheelchair

Women, infants and children
program

Week

Wound/wound care
Within normal limits
Weight

Times

Years old

_‘
g
>

—H o o
Q -

TBI
tbsp
temp
THR
TIA
tid
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Tonsillectomy &
adenoidectomy
Telephone order
Tablet

Tuberculosis
Traumatic brain injury
Tablespoon
Temperature

Total hip replacement
Transient ischemic attack
Three times a day



Team Select Home Care — Clinical Quick Reference Guide

Meet and Greets — Helpful Hints

The meet and greet is where you and the family decide if it's the right fit — for both sides. Come prepared, ask
questions, and listen closely. The more you learn upfront, the smoother the transition into care.

Roles & Responsibilities

e Would | be managing the patient's appointments and therapies?
e What are the parents' expectations for the nurse's daily routine?

o Will someone be home during the shift?

Daily Routine
e What is the patient's typical schedule like during the day?

e Does the patient go to school?

e Does the patient participate in any activities?

Medical Nursing Care
e What is the patient's level of functioning? (Ambulatory? Verbal vs. nonverbal?)
e Lifting requirement?
® Arethere any unique treatments, procedures, or equipment | should be familiar with?

Communication & Preferences

® Isthere a preferred way to communicate updates?
e How should | leave my report at shift end?
e What kind of nurse are you looking for?

Behavioral & Emotional Needs

How does [child's name] typically express when they're happy, uncomfortable, or upset?
Are there any special comfort items or routines that help calm them?

Are there sensory sensitivities | should keep in mind while providing care?

Review and modify development plans as needed.

Family Preferences & Logistics

What are your expectations for a nurse/caregiver in your home?
Do you have any house rules | should be aware of?

Where can | find emergency contacts, medication lists, and care plans?

Who else lives in the home (siblings, pets, etc.)?
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Office Structure — Clinical and Operations

Team Select Home Care operates with two equally important branches: Clinical and Operations.

The Clinical Team

Primary focus: Patient care, clinical quality, and hiring/nurse support.
What the Clinical Team does:

Provides clinical training and onboarding

Oversees patient care and clinical quality

Manages and implements patient orders

Updates and maintains patient charts

Coordinates care with physicians and specialty providers

Supports nurses with clinical questions and concerns
If your patient has a clinical update or changes in condition, the Clinical Team should be your first call.
Structure: Area Director of Clinical Operations = Director of Nursing (DON) - Case Managers, Clinical Support
Managers, Clinical Educators = Direct Care Staff.

® Each branch is led by the Director of Nursing (DON)

e All direct care staff report to the DON

e Day-to-day communication typically flows through Case Managers or Clinical Supervisors

Case Managers & Clinical Supervisors:

Update and manage patient charts
Complete patient visits

Manage routine clinical calls and concerns

Support nurses with daily patient care needs

e Escalate concerns to the Director of Nursing as needed

The Operations Team
Primary focus: Admissions, staffing, scheduling, and operational support.
What the Operations Team does:

Manages new patient admissions

Oversees financial and operational processes

Coordinates staffing and scheduling

® Supports nurses with non-clinical needs
Structure: Area Director of Operations - Director of Operations - Relationship Managers, Recruiters, and People
Services Specialist (PSS).

Relationship Managers & Recruiters:

Hire and onboard nurses
Manage patient staffing and schedules
Assist with schedule changes

Support nurses who need to step off or change a case

Contact your Relationship Manager or Recruiter for scheduling or case-related changes.
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Professional Support Services (PSS):

Manages HR requirements
Tracks annual competencies and certifications (such as CPR)

Notifies nurses when renewals are due

Assists with payroll questions
Contact PSS for payroll, certification, or HR-related questions.
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After Hours and On-Call

What Is On-Call?

On-call support is available outside of normal business hours. Covers: evenings (after 9-5), weekends, and holidays.
On-call ensures nurses always have access to urgent support when the office is closed.

Who Is On-Call?

Team Select has two employees on call 24/7: one Clinical and one Operations. These employees work for Team Select
but may not work at your local branch.

Because of this, it is important to:

e Clearly explain your situation
e Provide patient details and specific needs

e Avoid assuming familiarity with you or your patient

How On-Call Works

® On-callis connected through your local branch phone number
e After hours: call your local branch number and you will automatically be routed to the on-call service

® You will be connected to someone who can assist with your concern or transfer you to another Team Select
employee

When to Use On-Call (Urgent Needs Only)

Urgent schedule changes or call-outs
Sudden changes in patient condition
Hospitalizations

Inability to log into or start your shift

Concerns of abuse, neglect, or exploitation

Other urgent or time-sensitive issues that cannot wait until business hours

When NOT to Use On-Call

Upcoming schedule changes
Assistance with charting from previous shifts

General questions or follow-ups

Other issues that can wait until normal business hours

Key Reminder: On-call support is designed for urgent situations. Using on-call appropriately helps ensure
timely support for nurses and patient safety.
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When to Notify Your Supervisor

Change/decline in condition

New diagnosis(es)

Any change to skin condition (redness, wound, rash, etc.) or new infection
Unexpected physician visit, ER visit, and/or hospitalization

New orders and physician visit updates

Medical/documentation errors (no matter who made it)

Patient/employee incidents and/or complaints

Suspected or actual abuse/neglect

Significant psychosocial issues that impact care

Noncompliance with ordered care

Equipment failure or lack of equipment in the home

Unfamiliarity with performing a new treatment or medication administration
When unable to deliver care/medication/treatment/patient refusal

General questions/clarification about plan of care

Trach decannulation, obstruction, or emergency trach change after patient is stable
If EMS is called — contact supervisor when emergency response is complete
Any time a patient is sent to the hospital or ED

Any time you have a safety concern about the home environment
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Any change from a patient's BASELINE warrants assessment, documentation, and possible escalation. When in doubt:

call your supervisor.

Early Warning Signs — Act Now

Respiratory

Cardiovascular

Neurological

Gl

Skin

Fever

Pain/Comfort

Increased work of breathing, Sp0O2 below baseline, new
stridor or wheeze, change in secretion color/amount

HR or BP outside baseline range, pallor, mottling, weak
pulses, capillary refill > 2 sec

New seizure activity, change in LOC, inconsolable crying,
new focal deficits

Vomiting, abdominal distension, feeding intolerance, no BM
> 3 days

New wound, rash, redness, warmth, drainage, or
breakdown

Temp > 100.4°F (38°C) or subnormal temp < 96.8°F (36°C)

Inconsolable, new behavioral changes, guarding, grimacing

Escalation Pathway

T S T S

1

Case Manager / Clinical

Supervisor

Director of Nursing (DON)

On-Call (After Hours)

Physician / MD

911/ EMS

business hours

call

use SBAR format

Intervene per POC, notify CM/MD if
no improvement

Assess, notify CM/MD, document
vitals and actions

Follow seizure protocol, notify
CM/MD, document

Hold feeds if distended, notify
CM/MD

Document, photograph, notify
CM/MD

Obtain full vital signs, notify
CM/MD

Assess pain scale, follow PRN
orders, notify CM/MD if unresolved

First call for any change in condition, new order, or clinical concern during

Escalated by CM, or if CM is unavailable and situation is urgent

After hours urgent changes: call local branch number and auto-route to on-

New orders needed, change in condition requiring medical intervention,

Any life-threatening emergency, cardiac/respiratory arrest, no

improvement after interventions

Page 14



Team Select Home Care — Clinical Quick Reference Guide

When Your Patient Goes to the Hospital

Hospitalizations are a critical handoff moment. Your thorough documentation and clear communication directly
impact patient safety during the transition.

Before EMS Arrives — Do This Now

Call 911 if life-threatening: then call your CM/supervisor. Have patient address, gate codes, and directions
around apartment complexes easily accessible

Begin life-saving interventions (CPR, rescue breaths, seizure protocol) immediately
If the patient has a trach: take a clean trach of the same size AND one size smaller to the hospital
Gather the patient's Go Bag, medication list, and emergency contact sheet

Stay calm and continue assessing: document your observations in real time if possible

What to Tell EMS

Patient's name, age, and primary diagnoses

What happened: use SBAR format

Current vital signs and baseline

Medications currently in use

Trach size/type (if applicable), vent settings (if applicable)
Code status (DNR if applicable)

Primary caregiver contact information

After the Patient Leaves — Your Responsibilities

Notify CM/supervisor IMMEDIATELY: provide full SBAR report

Notify the patient's family (if not already present)

Complete detailed shift notes in Statewise: document everything that happened
Do NOT leave until relieved or until you receive instructions from your supervisor

Document name and title of everyone you reported to, time, and what was discussed

Example Documentation:

At 1342, patient noted to have SpO2 of 78% with increased work of breathing and new circumoral cyanosis.
Interventions per POC initiated: suctioning performed x2 with thick tan secretions, O2 increased per order,
repositioned to semi-Fowler's. No improvement after 10 minutes. 911 called at 1352. EMS arrived at 1358,
report given to Paramedic Johnson full SBAR provided including trach size (Bivona 5.0), vent settings, and last
vitals. Patient transported to [Hospital]. Case Manager Marie Smith RN notified at 1355, reached by phone.
PCG/FOC notified and accompanied patient.
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SBAR Communication Tool

SBAR is a standardized communication framework used when calling a physician, supervisor, or transferring care. Use
it any time you need to report a change in condition or request guidance.

S — Situation What is happening RIGHT “I'am calling about [patient first name], a [age]-year-old with
NOW? [primary diagnosis]. | am concerned because [describe the
problem clearly].”

B — Background What is the relevant clinical “Patient's baseline is [describe]. Relevant history includes
context? [pertinent diagnoses, medications, recent changes]. Current
orders include [list relevant orders].”

A — Assessment What do YOU think is going on?  “I believe the patient is [improving/declining/in distress] due
to [your assessment]. Vital signs: T___HR___RR___BP

Sp0o2___ "
R— What do you need or “I am requesting [new orders / guidance / for you to come to
Recommendation recommend? the home / that we send the patient to the ED]. Is there

anything else you need from me?”

Key Tips for Calling the Physician

Have Statewise open with the patient's chart before you call

Know the patient's current vitals, baseline, and most recent interventions
Speak clearly and calmly

Write down the physician's response, name, and the time of the call

Always document who you spoke with, when, and what was discussed/ordered

“RN notified” is never sufficient documentation.
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HIPAA Compliant Communication

As a Team Select clinician, you are entrusted with Protected Health Information (PHI). Protecting patient privacy is
both a legal requirement and a condition of employment.

What Counts as PHI
Any information that can identify a patient AND relates to their health condition, care, or payment for care, including:

Patient name, address, date of birth, or photo
Diagnoses, treatment plans, and clinical notes

Medication lists, physician orders, and insurance/billing information

Any information shared in the home that could identify the patient or family

Minimum Necessary Standard

Only access, use, or share the minimum PHI necessary to do your job. Even within Team Select, do not discuss a
patient's information with staff who are not involved in that patient's care.

Permitted Communication

® Use only Team Select-approved platforms (Statewise, company email, company-issued devices) to discuss PHI
e Verify the identity of who you are speaking with before sharing patient information over the phone

e Share only what is needed for the purpose when coordinating with physicians, pharmacies, or DME
companies

e Store physical documents containing PHI securely in the home, out of view of visitors

Prohibited Actions — Strictly Forbidden

Texting, emailing, or messaging PHI through personal phones, personal email, or unapproved apps
Posting about a patient or case on social media: even without using a name

Photographing a patient, their home, or clinical documents without authorization per policy
Discussing patient information in public spaces, break rooms, or within earshot of others

Leaving patient charts, medication lists, or printed records unattended or visible to others

Accessing a patient's chart in Statewise when you are not assigned to their care

If a Breach Occurs

A breach is any unauthorized access, use, or disclosure of PHI — intentional or accidental. If you suspect a breach has
occurred:

1. Stop the disclosure immediately if it is still occurring
2. Notify your Case Manager or DON as soon as possible
3. Document what happened factually: what information, who was involved, and when

4. Do not attempt to independently resolve or conceal the breach — report it
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StateWise Inbox — HIPAA Compliant Messaging

The Statewise Inbox and your Team Select Email is the ONLY approved way to send messages that contain patient
information: never use personal texting, personal email, or social media for PHI.

Accessing Your Inbox

1. Open the Statewise mobile app

2. Tap the menu icon (=) top-left

3. Select “Inbox” from the navigation menu

4. Your messages and notifications load — includes automation alerts (credential/HR expirations), QA notifications,
and team messages

Sending a Message

. Tap “New” at the bottom of your Inbox

. To: select each recipient individually — do NOT use pre-loaded clinician/client groups
. Note Type: choose the type (e.g., “General”)

. Details: write your message content

. Leave “Copy to Patient/Employee” blank unless instructed otherwise

. Use “Take Photo” to securely attach images — tap “Allow” for camera access

. Tap “Send”

N O 1l A WIN R

Common Recipients

Case Manager e Director of Nursing ¢ Clinical Educator ¢ Relationship Manager ¢ Other Field Staff on Case e
Director of Operations e People Services Specialist

Call the Office vs. Send a Message

Call the Office Send a Message

Patient emergencies or safety concerns Routine updates on patient status/progress
No-show / no-answer situations Non-urgent documentation or follow-up
Schedule changes needed within 24 hours QA responses and corrective action notes
Clinical questions needing immediate guidance Secure photos of wounds, equipment, etc.
Any delay that could impact patient care Coordination that isn't time-sensitive

HIPAA Messaging: Do / Don't

Use Statewise for ALL patient-related communication Text or email PHI via personal phone/email
Verify the correct recipient before sending Share your Statewise login credentials

Send photos through the built-in camera feature Use “Copy to Patient/Employee” to link records
Check your Inbox at the start and end of every shift Screenshot messages containing PHI
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Statewise Documentation Guide

Edit Visit Times First (if
different than scheduled)

Initial Assessment

Interventions

Suctioning

Ventilator Settings

Entering New Orders

Sign & Submit

Pending QA

Submitting FAQ

Edit BEFORE starting documentation. Menu (3 lines, top left) > “Edit Visit Times” >
adjust start time. This affects your full intervention list for the day.

After editing visit times, start your assessment via Menu - “Initial Assess.”

Under each intervention, enter the time completed (each must have a different time).
Indicate if MD orders were followed. Use “Additional Details” for free text on patient
tolerance.

Found under PRN Interventions. Document: route, frequency, color, consistency, and
patient tolerance.

Verify and document ALL vent settings at the beginning AND end of shift minimum. If
settings don't match orders: call ordering physician's office > DME company - case
manager. Document all contacts.

Menu -> Orders = green plus symbol - follow prompts. Call CM when new order is
received. As instructed by local office.

PCG signs first - My Signature page appears - accept terms & conditions - sign,
indicate who patient was left with = “Sign & Submit.” Visit times must match PCG
signature times.

You will receive a QA notice in Statewise if your note needs correction. Click the visit >
review = update per corrections. Contact clinical team with questions.

Q: Got PCG signature but still have charting to do?

A: You may still finish charting, but please submit ASAP so the family and incoming clinicians see the most up-to-date

info.

Q: Timeout error when clicking submit?

A: The app connects to the web when submitting. A timeout means connection was lost — confirm WiFi or cellular

signal and try again.

Q: Error that all tasks must be completed?

A: Each patient activity must be addressed before you can submit. Return to the Interventions page to complete.
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Statewise EVV Education

In accordance with the 21st Century Cures Act, Electronic Visit Verification (EVV) is required for certain Medicaid-
funded home health and personal care services. EVV verifies that authorized services were delivered and supports
accurate Medicaid billing while helping prevent Medicaid fraud, waste, and abuse.

All field staff are required to follow the guidelines below for every EVV-required visit:

Clock In and Clock Out in Real Time

Clock in through Statewise when the authorized service begins
Clock out through Statewise when the authorized service ends

Do not clock in before arriving at the service location or clock out after leaving

Statewise records the time and geolocation of your device when you clock in and clock out

Clock In and Clock Out at the Patient's Service Location

® You must clock in and out at the location where services are being provided

® A service location may include the member's home, school, medical appointment, community setting, or
another authorized location

® The EVV location must accurately reflect where care was delivered

e If careis provided outside of the patient's home or primary residence, you must notify the agency and select
the appropriate service location during clock in and out

Failure to follow these procedures may result in additional education, coaching, or a performance
correction plan. Continued noncompliance may result in removal from scheduled shifts or further
corrective action.
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Clinical Documentation Best Practice

Documentation is your best defense! Remember: if it wasn't documented, it did not happen. Be thorough,
accurate, and timely. Submit notes at the end of each shift. Documentation is legal evidence.

Team Select Procedures

Use narrative notes at the beginning AND end of each shift

“Tolerated well” is NOT sufficient: use objective, factual language

PRN interventions require follow-up documentation on patient response

Document ALL communication: Who (name/title), When (date/time), What (reason/outcome)

Be concise. “Quality” over “Quantity.”

“RN Case Manager and MD notified” is NOT sufficient documentation.

Beginning of Shift Note Example:

Arrived to shift, patient resting in bed with side rails up, no s/s of discomfort noted, report received from FOC,
no issues noted overnight. Patient with a goal of sprinting off the ventilator for one hour during this shift.

End of Shift Note Example:

Patient up in chair with aspiration precautions in place. Patient's feed is running with approximately 45mls left
to infuse. Patient completed a total of one hour off the ventilator during this shift. Report on patient's current
condition and goals given to PDN Mary Smith.

Noncompliance Documentation

Document noncompliance clearly and factually: without judgment
PCGs and patients have the right to refuse treatment
Respond respectfully: “I understand your concern: can | explain why this is part of the care plan?”

Repeated noncompliance must be reported to physician and CM

If refusal puts patient at risk: explain concern calmly, document refusal and rationale, notify MD/CM/DON
immediately

Page 21



Team Select Home Care — Clinical Quick Reference Guide

Incident Reporting

Reportable Incidents Include (not limited to)

Known, suspected, or alleged mistreatment, neglect, verbal, sexual, or physical abuse
Misappropriation of patient property

Equipment/medical device failure with resulting injury or harm

Injury or endangerment of staff and/or patients

Procedure error resulting in trauma and/or injury

Medication and treatment errors, complications, or reactions

Drug diversion

Suicide threats or attempts

Patient death

Patient injury or adverse outcome

Patient or staff injury while furnishing services

Sentinel events

Team Select Procedure

e Report verbally all incidents to your Case Manager or DON within 24 hours of discovery.

e Allincidents should be reported per agency/state/accrediting body guidelines to the appropriate clinical
leader/supervisor.

e Document all incident details in Statewise including notifications made and response received.
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Reporting Abuse, Neglect, Exploitation

Team Select Procedure

e Report verbally or in writing to CM or DON within 24 hours of discovery.
e Allincidents reported per agency/state/accrediting body guidelines.
e Document all details, notifications, and responses in Statewise.

Mandated Reporter — Abuse/Neglect/Exploitation

As a nurse, you are a mandated reporter. Failure to report suspected abuse or neglect is a violation of state law and
professional licensing standards.

Physical Abuse Unexplained bruising, burns, fractures, patterned injuries, or injuries inconsistent with
the explanation given

Neglect Poor hygiene, malnutrition, dehydration, untreated medical conditions, unsafe living
conditions

Emotional Abuse Fearfulness, withdrawal, caregiver belittling or threatening patient in your presence

Sexual Abuse Unexplained genital injuries, behavioral changes, fear of specific individuals

Exploitation Misuse of patient's money or property, unauthorized changes to legal documents

Page 23



Team Select Home Care — Clinical Quick Reference Guide

Managing Difficult Behaviors

Behavioral changes are often a form of communication: especially for nonverbal or developmentally delayed patients.
Consider whether the behavior reflects an unmet need, discomfort, or a medical change before responding.

Rule Out Medical Causes First

New or escalating behavior can be the first sign of a clinical problem. Assess for:

Pain (use FLACC or appropriate scale for nonverbal patients)

Hunger, thirst, or feeding intolerance

Fatigue, overstimulation, or illness (fever, infection)

Discomfort from a wet diaper, tight equipment, or improper positioning
Medication side effects or a missed dose

Common Triggers

Changes in routine or environment
Unfamiliar people in the home
Sensory overload (noise, light, touch)
Hunger, fatigue, or pain

Transitions between activities
Overstimulation or understimulation
Communication barriers or frustration

Anxiety or fear of a procedure

De-escalation Strategies

Stay calm: your tone and body language set the tone for the interaction

Lower your voice, slow your speech, and avoid sudden movements

Reduce sensory input: dim lights, lower noise, clear the area if possible

Give the patient space; use simple, concrete language and limited choices

Redirect to a preferred item or comfort object, and follow the patient's behavior plan if one exists

Avoid arguing, lecturing, or trying to reason through an escalation in the moment

If the Behavior Becomes Unsafe

e Ensure your own safety first, maintain a clear exit path, and remove objects that could cause injury
e Never use physical restraint or restrictive techniques unless specifically trained and authorized per care plan
e If the patient or others are at risk of harm, contact your supervisor immediately
e Call 911 for any imminent danger to the patient, family, or yourself
Documentation

Document objectively: time/duration, description, triggers, interventions tried, response, and whether
new/worsening/baseline. Notify CM/MD and document guidance received.
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Caregiver Burnout — Recognize It Yourself

Caring for others is meaningful—but it’s also demanding. Burnout is common in home health and can impact your
well-being, your patients, and your team. Early recognition helps you stay safe, supported, and effective.

Know the Signs
Emotional Physical
¢ Feeling overwhelmed, anxious, or irritable ¢ Ongoing fatigue or low energy
e Loss of compassion or patience e Trouble sleeping
e Feeling detached from patients or work ¢ Headaches or body aches
¢ Mood swings or increased frustration » Getting sick more often
Mental Behavioral
e Trouble concentrating or making decisions e Calling off or dreading work
¢ Feeling unmotivated or disengaged ¢ Withdrawing from coworkers or support systems

» Forgetfulness or reduced attention to detail

What You Can Do

1. Speak Up Early Talk to your supervisor, DON, or team lead. Ask for help or adjustments.
2. Set Boundaries Avoid consistently working beyond capacity. It's okay to say: “I need help.”
3. Prioritize Self-Care Hydrate, eat regularly, sleep, and recharge outside of work.

4. Use Support Systems Lean on coworkers, friends, family, or a counselor.

5. Use Available Resources
e Employee Assistance Program (EAP)
e Leadership support
¢ Ongoing training & education

When to Seek Immediate Help

If you feel overwhelmed, severely stressed, or have thoughts of harming yourself or others:

e Contact your supervisor immediately
¢ Reach out to a mental health professional
e Call or text 988 (Suicide & Crisis Lifeline)

Taking care of yourself is part of providing safe, quality care.
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Pediatric Vital Signs Reference Chart

Each patient has their own set of physician call parameters. Please review your patient's Plan of Care to review the
expected vital sign ranges for your patient.

Heart Rate (beats/min)

Neonate (<28 d) 100-205 90-160
Infant (1-12 mos) 100-190 90-160
Toddler (1-2 ) 98-110 80-120
Preschool (3-5 y) 80-120 65—-100
School-age (6-11y) 75-118 58-90
Adolescent (12-15y) 60-100 50-90

Respiratory Rate (breaths/min) & Blood Pressure (mmHg)

RR Normal Systolic BP Diastolic BP Systolic
Hypotension

Infant (<1vy) 30-53 72-104 37-56

Toddler (1-2y) 22-37 86-106 42-63 —

Preschool (3-5y) 20-28 89-112 46-72 <70+(age x 2)

School-age (6-11y) 18-25 97-115 57-76 —

Adolescent (12-15y) 12-20 110-131 64-83 <90
Temperature (°F) & Sp02
N

Rectal 97.0-99.0°F

Tympanic =

Oral —

Axillary =

Sp02 Reference: Always compare to patient's established baseline. Beyond the immediate newborn period, Sp0O2
<90-92% may suggest a respiratory condition or cyanotic heart disease. Normal newborn SpO2 is lower initially.

Reference: PALS Guidelines, 2015
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Clinical Procedure

Head to Toe Nursing Assessment

Perform a thorough head-to-toe assessment at the start of every shift. Document findings objectively in
Statewise under the Initial Assessment and report findings to PCG, MD, and CM as needed.

Neurological / Mental Status

Level of consciousness (alert, lethargic, unresponsive)

Orientation (to person, place, time, as applicable to patient's baseline)
Behavior: calm, agitated, inconsolable, mood changes

Pupil response (if neurologically impaired patient)

Seizure activity: note type, duration, post-ictal state

Respiratory

Rate, rhythm, depth of respirations

Breath sounds (clear, diminished, wheezing, crackles, stridor)
Use of accessory muscles, retractions, nasal flaring, grunting
Oxygen saturation (Sp02): compare to patient's baseline
Trach/vent settings: verify against orders

Secretion color, consistency, amount

Cardiovascular

Heart rate and rhythm

Blood pressure (compare to patient-specific baseline)
Skin color (pink, pale, mottled, cyanotic)

Peripheral pulses (present/strong/weak/thready)
Capillary refill (< 3 seconds = normal)

Edema: location and severity

Skin / Integumentary

Overall skin color, temperature, turgor, moisture

Inspect all bony prominences: occiput, ears, shoulders, elbows, sacrum, heels
Look for redness, bruising, breakdown, wounds, rashes, or pressure injuries
Document stage, size, and appearance of any wounds

Trach/tube/IV sites: inspect for redness, drainage, irritation

Note any new or changed skin findings immediately
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Gastrointestinal / Nutrition

Abdomen soft/firm/distended?

Bowel sounds present in all four quadrants?

Last bowel movement: date and character

Feeding tolerance (nausea, vomiting, reflux, distention)
G-tube/GJ-tube/NG site: assess stoma, skin, tube security
Residual check (per POC for G-tube patients)

Genitourinary

Urine output: color, clarity, odor, volume

Catheter (if present): tubing patent, draining, no kinks; urine color/clarity
Diaper/brief assessment: skin intact? rash?

Last void: document if concern for retention

Musculoskeletal / Mobility

Tone: spastic, hypotonic, normal

Range of motion: passive/active per patient baseline

Position changes documented every 2 hours (pressure injury prevention)
Equipment: wheelchair, stander, AFOs, positioning devices in use
Splints/braces: skin check under devices at each use

Pain / Comfort

Behavioral pain cues (grimacing, guarding, inconsolable crying, tachycardia)
Use appropriate pain scale (FLACC for non-verbal/pediatric patients)
Comfort level overall: patient appears comfortable, content, distressed
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Clinical Procedure

Seizure Management

Always follow your patient's individualized Seizure Action Plan (SAP) from their neurologist. The steps below are
general protocol — patient-specific orders always take priority.

During a Seizure

N OO 1 A WN R

. Stay with the patient and stay calm: call for help if someone else is nearby

. Note the start time: seizure duration matters for treatment decisions

. Position patient on their side (recovery position) if safe to do so: prevents aspiration
. Clear the area of any objects that could cause injury: do NOT restrain the patient

. Do NOT put anything in the patient's mouth

. For trach patients: ensure airway is patent, suction if needed, maintain 02

. Administer rescue medication per MD orders (e.g., Diastat/rectal diazepam, Nayzilam/intranasal midazolam,

sublingual wafers, and/or VNS magnets) if applicable

8.

Monitor and document: type of movements, eyes, color changes, incontinence

After the Seizure (Post-Ictal Phase)

N OO i1 A WN R

. Note the end time: document total seizure duration
. Assess responsiveness, breathing, vital signs, Sp02

. Keep patient in recovery position and protect airway
. Do NOT leave patient alone

. Allow patient to rest: post-ictal fatigue is normal

. Assess for injuries sustained during the seizure

. Notify CM/MD per patient's Seizure Action Plan and document all findings

Call 911 immediately if: seizure lasts more than 5 minutes (or patient's baseline threshold per SAP),
patient does not return to baseline within 30 minutes, patient is injured, patient has back-to-back seizures
without recovery, or respiratory distress is present.
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Seizure Management (continued)

Documentation — Include in Every Seizure Note

Date, time started, time ended, total duration

Describe seizure activity (tonic-clonic, absence, focal, etc.)
Movements observed: body parts involved, eye deviation, posturing
Skin color changes, incontinence, vocalizations

Post-ictal state: duration, behavior, return to baseline

Interventions provided (repositioning, rescue meds, 02, suctioning)

Notifications made: name, title, time, and response

Whether seizure is new, typical, or atypical for this patient

Example:

At 1415, patient noted to have generalized tonic-clonic seizure. Eyes deviated to the right, arms and legs stiff
then rhythmic jerking, patient became cyanotic around lips. Duration 2 minutes 30 seconds. Patient positioned
on left side, airway maintained, O2 applied per order. No rescue medication indicated per SAP (threshold 5
min). Post-ictally patient lethargic but responsive to voice at 1421, returned to baseline by 1435. CM Jane Doe
RN notified at 1418, instructed to document and monitor for repeat activity. MD notified at 1420 per SAP. PCG
present and aware.
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G-Button Care and Dislodgment

Purpose: Maintain stoma patency, prevent infection, and ensure tube function.

G-Button: Daily Stoma Care
1. Wash hands and apply clean gloves
. Inspect the stoma site for redness, leakage, granulation tissue, skin breakdown, or odor

. Clean around the button with warm water and mild soap using a cotton swab or gauze, wipe outward from stoma

2

3

4. Rinse and pat dry thoroughly

5. Rotate the button 360 degrees once daily (G-button only: NOT GJ tubes) to prevent skin adherence
6. Apply barrier cream or ointment per MD order if skin breakdown is present

7

. Document stoma appearance, any discharge, and patient tolerance

Important Notes

e Verify correct amount and rate of feedings per POC before each feed
Always check residual per plan of care before starting feeds (if ordered)
Use water-based lubricant only: never petroleum-based products

Verify G-tube/NG placement BEFORE giving anything into the tube

Do not start feeds if patient is showing signs of distress, respiratory compromise, or vomiting

G-Button Dislodgement — Emergency Steps

Act quickly: a stoma can begin to close within 1-2 hours of tube removal. Do NOT leave the stoma unattended. Ensure
you have orders to change the G-button — new G-buttons cannot be replaced at home for approximately 8 weeks.

. Stay calm and act immediately

. Rinse the button with saline or water

. Inflate and deflate the balloon to verify patency

. Apply water-based lubricant to the tip of the button

. Insert the button back into the stoma using a gentle, steady motion — follow the natural angle

. Inflate the balloon with the correct amount of water per MD order

. Verify placement: aspirate for gastric contents and/or instill a small air bolus while auscultating over stomach

. Do NOT give flushes, feeds or medications until placement is confirmed
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. Document the event, your interventions, and notify CM/MD

If You Cannot Replace the G-Button: Notify MD STAT and follow their orders or go to the Emergency
Room.
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G-Button Care and Dislodgment (continued)

GJ Button — Key Points

Ensure meds/feeds are given through the ORDERED port (G vs. J)
J-port feeds run at a SLOWER rate — always verify rate against orders
DO NOT ROTATE the GJ tube

If GJ tube comes out: notify MD immediately and transport patient to the hospital

Example G-Button Dislodgement Note:

At 1230, found G-button fully dislodged from stoma site. Stoma intact and patent. Button rinsed with NS,
balloon tested and intact, lubricated, and reinserted without difficulty at 1233. Balloon inflated with 5mL water
per order. Placement verified via gastric aspiration, green gastric contents obtained. Site without redness or
drainage. Feeds held until placement confirmed. CM Jane Smith RN notified at 1234. MD notified at 1236, no
new orders. PCG aware.
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Enteral Feeding Tubes

Enteral tubes deliver nutrition, fluids, and medications directly to the Gl tract. Confirm the specific tube type, French
size, and balloon volume (if applicable) in the plan of care before use.

Types of Enteral Tubes

NG Tube (Nasogastric)

Passed through the nose into the stomach. Used for short-term feeding, decompression, or medication
administration. Requires taping/securement to the nose and cheek and regular placement checks per protocol.

NJ Tube (Nasojejunal)

Passed through the nose, past the stomach, into the jejunum. Used when gastric feeding isn't tolerated or aspiration
risk is high. Placement is more easily displaced than an NG: assess external length at every shift.

G-Tube (Gastrostomy)

Surgically or endoscopically placed directly into the stomach through the abdominal wall. May be a balloon-retained
tube (check balloon water weekly per order) or a low-profile “button” style. Most common long-term option.
GJ-Tube (Gastrojejunostomy)

A dual-port tube through the same stomach stoma as a G-tube, with one port ending in the stomach (for
venting/meds) and another extending into the jejunum (for feeds). Ports must not be confused: label and trace each
line before use.

J-Tube (Jejunostomy)

Placed directly into the jejunum through its own abdominal stoma, bypassing the stomach entirely. Feeds are typically
given continuously via pump rather than bolus, per order.

Low-Profile Button (MIC-KEY, AMT Mini)

A skin-level device that sits flush against the abdomen with a balloon or internal bumper for retention; an extension
set attaches for feeds/meds and is removed between uses. Common in pediatric long-term patients — quieter, more
discreet, and less prone to snagging.

Site Care & Flushing Basics

Assess stoma site each shift: skin color, drainage, Redness, drainage, odor, or bleeding at the stoma
granulation tissue

Clean site per order: mild soap and water, pat dry Tube appears dislodged, loose, or has fallen out
Flush with water before and after feeds/meds per order Persistent leaking around the site

Check balloon water volume weekly for balloon-retained  Excess granulation tissue or skin breakdown
tubes

Rotate/gently rotate the tube per protocol to prevent Resistance or inability to flush the tube
buried bumper

Safety Reminder: If a G-tube or button falls out, follow the family/agency emergency plan — stomas can
begin closing within hours. Never force a replacement tube; call the office or provider for guidance.
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Central Lines

A central line (CVAD) is a catheter whose tip terminates in a large central vein, typically the superior vena cava.
Always confirm the specific device, lumen count, and orders in the plan of care before accessing or flushing.

Types of Central Lines

PICC Line — Weeks to Months

Peripherally Inserted Central Catheter — inserted through a vein in the upper arm and threaded to the superior vena
cava. Single, double, or triple lumen. Common for extended IV antibiotics, TPN, or chemo. Dressing and cap changes
per protocol; measure and document external length at each site check.

Tunneled Catheter — Months to Years

(Broviac, Hickman, Groshong) — surgically placed and tunneled under the skin before entering the vein, exiting on the
chest. A cuff under the skin anchors the catheter and helps reduce infection risk. Common in pediatric long-term
patients needing TPN, IV meds, or frequent blood draws.

Implanted Port — Months to Years

(Port-a-Cath, Mediport) — a reservoir placed entirely under the skin, accessed only with a non-coring (Huber) needle.
Lowest infection risk and most discreet option; not usable until accessed by a trained clinician. Site is only
visible/tender when accessed.

Non-Tunneled / Percutaneous CVC — Short-Term

Placed directly into a central vein (neck, chest, or groin), typically in a hospital or ICU setting for short-term, urgent
access. Rarely the ongoing device in home care — confirm with the care team if one is present.

Care & Monitoring Basics

Perform site assessment with every dressing change Redness, warmth, swelling, or drainage at the site
Use sterile/aseptic technique for all dressing and cap Fever, chills, or unexplained fatigue

changes

Flush per order (saline and/or heparin) before and after Resistance, inability to flush, or catheter leaking
use

Clamp the line before opening the system to prevent air Catheter appears longer, shorter, or dislodged
entry

Secure and loop external tubing to prevent tension or Any suspected air in the line — clamp and call
dislodgement immediately

Safety Reminder: Never use scissors near a central line. Always clamp before the system is open to air, and
never force a flush against resistance — notify the office or provider first.
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Trach Care

Purpose: Keep the stoma and neck skin clean and dry; prevent skin breakdown and infection. Complete twice daily or
more often if needed. Always check patient's frequency orders.

Important Notes

Sterile technique is NOT required in the home; clean gloves are required
Assess skin and stoma for infection signs (rash, redness, odor, drainage, swelling) every trach care

Trach ties must remain attached to the trach while performing care

Trach ties: change once per day or when wet/soiled

Equipment: Second trained person (if available), towel roll, sterile water, cotton swabs, mild soap and water,
gauze/washcloth, scissors, absorbent dressing (do NOT cut gauze), clean gloves, clean trach tie, blunt-tip scissors,
emergency supplies.

Procedure

. Wash hands and apply clean gloves

. Gather all supplies

. Place towel roll under shoulders; swaddle if needed

. Have second person hold trach gently by the flange

. Remove trach tie from one side only (keep tied on the other side); remove old dressing

. Inspect skin and stoma for signs of infection or breakdown

N OO 1 A W N =

. Dip cotton swab in sterile water; begin at top of stoma, wipe in one straight line away from opening; discard swab;
repeat on all sides until stoma border is clean

8. Use dry cotton swabs to dry the area using same technique

9. Clean neck with mild soap and water; dry with towel or gauze

10. Apply absorbent dressing around stoma and under flanges per MD orders

11. Attach clean trach tie to empty wing; remove old trach tie; bring new tie around back of neck and secure

12. Sit patient up; check tightness: 1 finger between tie and neck for young children; 1-2 fingers for older
children/adults
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Clinical Procedures

Trach Care (continued)

Inner Cannulas

e Older children and adults may have double cannula trachs

e The inner cannula is removable and locks into place in the outer cannula (may be disposable or reusable
depending on the trach)

e This inner cannula should be cleaned twice per day: wash hands with soap and water, hold trach in place by
gently holding the flange, unlock and remove inner cannula, place in sterile saline or sterile water, clean with
trach brush or pipe cleaner, rinse thoroughly with sterile water, and replace inner cannula

Key Points

e Do not apply lotion or powders near the stoma

e Only apply ointment ordered by the MD

® Check trach ties before each use; if they become stiff, frayed, or hard, replace them with new ones

Change of Condition — Notify MD and Case Manager

New or worsening redness, swelling, warmth, or tenderness to the stoma
Purulent, foul-smelling, or green/yellow drainage

Bleeding beyond minimal pinpoint spotting with cleaning

Granulation tissue that is new, enlarging, bleeding, or interfering with care
Increased pain or discomfort during routine care

Skin breakdown or ulceration

Change in secretion

Increased suctioning needs

Inability to complete routine care

Need for additional or different supplies

Caregiver noncompliance or inability to complete care as needed

Any situation where doctor's orders do not match Statewise interventions

Example Charting:

Trach care provided using clean technique per orders. Patient remained calm throughout. Minimal amount of
light-yellow discharge noted on old gauze, no odor. No bleeding or redness to stoma or neck. Clean gauze
applied to stoma. CM Marie and MD Anderson notified of discharge; instructed to contact MD if continues.
PCG aware.
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Trach Change

Purpose: To prevent infection and prevent mucus plug. The trach should be changed as ordered by the MD, typically
every week for single cannula cuffs and less frequently for adult trachs with air cuffs and/or inner cannulas. Inner
cannulas must be changed/cleaned daily.

Important Notes
® Routine trach changes must be completed with two trained caregivers

e Trach changes should only be completed alone in an emergency

Equipment — second trained person to hold trach (required), towel roll, clean gloves, clean trach tie, water soluble
lube, current size trach tube, size smaller trach tube, supplies for suctioning, clean dressing, ambu bag, trach care
supplies, syringe (if patient has cuffed trach), oxygen, blunt-tip scissors, pulse-ox attached to patient or nearby, oxygen
and supplies, stethoscope.

Procedure

1. Wash hands and apply clean gloves
2. Gather supplies

3. Attach one side of the trach tie to the clean trach and place the obturator into the clean trach. If patient has a
cuffed trach, check that the cuff is working by inflating with the amount of air/water needed, then deflate cuff before
insertion

4. Apply a thin layer of lubrication to the tip of the new trach, being careful to avoid touching the tip of the cannula
5. Place a towel roll under patient's shoulders and swaddle if needed

6. Perform routine trach care — cleaning the stoma prior to trach changes reduces the risk of infection and bacteria
being introduced into the lungs during insertion

7. Suction trach and pre-oxygenate if needed
8. Once ready with the new trach, remove any additional equipment including oxygen, HME, or ventilator tubing, etc.

9. Second trained person will remove the trach from the patient's airway following the natural curve/arch of the trach
tube

10. Insert the new trach into the stoma using the same curving or arching motion — do not force the tube

11. Once the new trach is inserted, immediately remove the obturator to allow the patient to breathe, do not let go
of the tube. Save the obturator in case of accidental decannulation

12. Continue to have the second trained person hold the trach in place

13. If the child is on a ventilator, quickly place back on, inflate cuff, place back on oxygen, HME, or trach collar as
needed

14. Listen/feel for air movement from the trach
15. Inspect the stoma site and reclean if necessary
16. Secure the trach in place with a new trach tie and dressing

17. Suction if necessary
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Trach Change (continued)

If the Trach Does Not Go in Easily

Remain calm and act quickly

Do not force the trach in

Reposition the patient and lift the chin

Re-lubricate the end of the trach

If still unable to insert the trach, attempt the smaller size
If unable to insert smaller trach, call 9-1-1

If patient is having trouble breathing or is not breathing, begin rescue breaths and/or CPR: cover the stoma
with your hand or clothing and give mouth-to-mouth breaths or use ambu bag with mask over nose and
mouth

Key Points

Try to perform routine trach changes before meals or at least 2 hours after eating

If changing the trach emergently, do not worry about washing hands, cleaning stoma, or putting on gloves —
the most important thing is getting a new trach in and secured

Changes in Condition — Notify MD and Case Manager

Difficulty inserting a new trach tube or inability to advance smoothly

Multiple attempts required to complete the trach change

Resistance, false passage, or misplacement suspected

Bleeding

Respiratory distress during or after the change (desaturation, increased work of breathing, cyanosis)
Inability to ventilate or suction after placement

Patient does not tolerate the change or does not return to baseline after the procedure

New or worsening granulation tissue

Equipment or supply issues

Need for additional assistance, training, or support for safe trach changes

Charting Guide

You will chart on your patient's trach each shift in the initial assessment under respiratory details. Update the trach
change date as needed. Be sure to include in additional details:

Patient tolerance and respiratory status pre- and post-change
Number of attempts required

Type/size of trach tube

Condition of stoma

Any complications or deviations from baseline

Name of second caregiver assisting

Notifications made and provider response

Example Charting:

Page 38



Team Select Home Care — Clinical Quick Reference Guide

Weekly trach change performed. Old trach removed; patient's dad inserted new Bivona 5.0 uncuffed ped trach
without difficulty. Stoma and neck cleansed with sterile water and dried. No redness, irritation, or drainage
noted. New dressing applied. Velcro trach tie secured with one finger beneath tightness. Patient tolerated

procedure well; no changes in work of breathing or vitals throughout.
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Rapid Recognition Rapid Response

Displacement / Tube not midline ® Tube partially or totally out e
Decannulation Air leaks at trach e Vent alarms

Obstruction / Patient can't breathe ¢ Spasmodic coughing e
Aspiration Can't pass suction catheter o

Food/liquid/vomitus in tube e Air leaks at trach
¢ Vent alarms

Pulmonary Problems Decreased or absent breath sounds ¢ Quick
cyanosis ® Coughing e Trach NOT obstructed e
Fever

Equipment Vent alarms ® 02 sat alarms e Kinked tubing

Malfunction Water in tubing

If NO improvement or decline continues — CALL EMS.

Replace/realign ® Try smaller tube size ¢
Secure ties ¢ Suction e Provide 02

Suction/saline ® Change trach e Secure
ties  Provide 02

Provide/increase 02 ¢ Medication or neb
treatment e Suction ¢ Change trach

Check patient FIRST ¢ Manually ventilate
¢ Troubleshoot alarm e Back-up vent
Notify DME

Client Stabilizes While Awaiting EMS EMS Assumes Care

Notify MD e Notify Family e Notify Maintain patent airway ¢ Provide
Supervisor ¢ Complete Event Report oxygenation e Assess CAB
continuously e Start CPR if needed
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Respiratory Emergencies

Signs of Respiratory Distress

Pediatric Signs Adult / General Signs

Increased respiratory rate Color change: pale, gray, bluish around lips/mouth
Nasal flaring Wheezing or stridor

Use of accessory muscles Sp02 below patient baseline

Grunting Mood change, agitation

Retractions (sternal, intercostal, subcostal) Tachycardia

Clammy or diaphoretic skin Restlessness or confusion

Interventions — Try in Order

. Reposition patient: elevate HOB to 30-45 degrees

. Suction patient if ordered and secretions suspected (note route, color, consistency)
. Provide CPT if ordered

. Administer neb treatment if ordered

. Increase or apply oxygen per order

. Change trach if obstruction suspected (refer to Trach Emergency protocol)
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. Reassess after each intervention: document findings

Call physician and/or EMS IMMEDIATELY if no improvement after interventions.

Respiratory Failure — Late Signs (Call 911)

e Bradycardia and hypotension

e Weak, thready, or absent peripheral pulses

e Overall pallor/cyanosis that remains despite 02
[ ]

Patient is unresponsive or near-unresponsive

Order of Neb Medications

Bronchodilator (Albuterol) Opens airway; should always be administered before CPT, not simultaneously
or after

Hypertonic Saline Thins mucus

Pulmozyme Thins mucus. DO NOT mix with other meds in nebulizer. Administer after

bronchodilator neb and before CPT
CPT Can be done simultaneously with Albuterol to save time
Anti-inflammatory (Flovent/Advair) = Reduces airway swelling

Antibiotics (Tobramycin/Cayston) Given last: stays in lungs to fight infection. Administer post bronchodilator and
CPT administration

Always follow patient-specific Plan of Care for medication orders.
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Abnormal Findings Document & Report

Redness, discoloration, or blanching
Blistering, peeling, or skin tears

Warmth or coolness in a localized area

Swelling or induration

Drainage: color, odor, amount

Maceration (wet, softened skin)

Hair/nail changes

odor)

Pressure Injury Staging

N I S

Stage 1

Stage 2

Stage 3

Stage 4

Unstageable

Deep Tissue Injury
(DTI)

Non-blanchable redness, intact skin

Partial thickness skin loss: shallow open ulcer or
blister

Full thickness skin loss: subcutaneous tissue visible
Full thickness tissue loss: bone, tendon, or muscle
exposed

Obscured by slough or eschar: depth unknown

Purple or maroon intact skin or blood-filled blister

Wound Documentation — Include in Every Note

Location and size (length x width x depth in cm)

Stage or wound type

Drainage: color, odor, amount
Periwound skin condition

Pain level during care

Dressing applied and supplies used
Patient/caregiver tolerance

Notifications made and provider response
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Rashes, hives, or new lesions
Bruising: document location, size, color, age

Open areas, sores, or cracks

Signs of infection (redness, warmth, purulent drainage,

Pressure injury: stage and document

Reposition, relieve pressure, notify
CM/MD

Notify MD, follow wound care orders,
document size/appearance

Notify MD immediately, wound care
per orders, document daily

Notify MD/DON immediately — may
require hospital

Notify MD, document, do not attempt
to stage

Notify MD, relieve pressure, monitor
closely, document

Wound bed appearance (red/granulating, yellow/slough, black/eschar, pink/epithelializing)
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Urinary Catheter Care & Insertion

Catheter insertion in the home is patient/order specific. Always verify your POC before inserting or manipulating any
catheter. Indwelling catheters are the leading cause of healthcare-associated UTls; meticulous technique is essential.

Catheter Care — Daily Routine

1. Wash hands; apply clean gloves
2. Inspect catheter insertion site for redness, drainage, or signs of irritation/infection

3. Clean the urethral meatus and the first 2—4 inches of catheter with mild soap and water, wipe away from the
urethral opening (front to back for females)

4. Ensure drainage bag is below the level of the bladder at ALL times, never elevate the bag

5. Ensure tubing is free of kinks; secure to the inner thigh or abdomen per order to prevent tension

6. Empty drainage bag when 2/3 full or per shift, use clean technique, avoid touching drain tip to collection container
7. Document urine color, clarity, odor, and volume

8. Inspect for signs of UTI: cloudy/foul-smelling urine, sediment, hematuria, patient distress or fever

Insertion Reminders

For Females: separate labia, locate urethral meatus, insert catheter 2—3 inches until urine flows. If catheter enters the
vagina, leave in as landmark and restart the process with a new sterile catheter to reduce infection risk.

For Males: hold penis at 90-degree angle, insert catheter 6-8 inches until urine flows. Replace foreskin, if present, to
reduce swelling.

Signs of Urinary Tract Infection — Report to MD

Foul-smelling or cloudy urine

Blood in urine (hematuria)

Sediment or mucus in urine

Fever (>100.4°F/38°C) without another identified source

Increased spasticity (in neurologically impaired patients — may be only UTI sign)

New agitation, restlessness, or behavioral changes

Low abdominal or flank discomfort (in patients who can communicate)
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Straight Catheterization

Straight Catheterization (CIC) — Clean Intermittent Catheterization. CIC is performed per MD order and patient-
specific protocol. Follow your POC for frequency, catheter type/size, and specific technique. Clean technique is used
in the home setting.

1. Gather supplies: correct-size catheter (per order), lubricant, collection basin, soap and water, clean gloves
2. Wash hands thoroughly; apply gloves

3. Position patient per ability and tolerance (supine, semi-recumbent, or in wheelchair)

4. Clean perineal area from front to back with soap and water; rinse and dry

5. Apply lubricant generously to the first 2—4 inches of catheter

6. For females: separate labia, locate urethral meatus, insert catheter 2—3 inches until urine flows. For males: hold
penis at 90° angle, insert catheter 6—8 inches until urine flows

7. Allow bladder to drain completely into collection basin
8. When urine stops flowing, gently remove catheter
9. Measure and document urine volume, color, clarity, and patient tolerance

10. Dispose of catheter per patient's protocol (some patients reuse; follow POC)

Example CIC Note:

CIC performed per order at 1400. Perineal area cleansed. Size 12Fr catheter inserted without difficulty. 220mL
of clear yellow urine drained. Patient tolerated procedure without distress. No signs of UTI noted. Catheter
discarded per protocol. CM notified at 1405 of urine output within expected range.
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Go Bag Contents & Oxygen Safety

The Go Bag must be within reach of the patient at ALL times. Verify contents at start and end of every shift.
Check/document power levels of all battery-powered equipment and availability of back-up power sources.

Level 1 Go Bag Level 2 Go Bag (Trach/Vent Patients)

CPR barrier device/Ambu bag ¢ Bulb syringe ® Towel roll ¢ = All Level 1 items PLUS: Back-up trachs (same size AND

Tissues  Gloves/PPE ¢ Emergency contact numbers o step-down size) e Obturator and/or inner cannula ¢ Trach
Oxygen and related tubing as ordered ¢ Backup NG tube ties ® Syringe for cuffed trach e Scissors e Sterile water
or G-button with lubricant (as ordered) o Lubricant e Suction machine with power cord and
Medications/emergency meds e Sanitizer ¢ Medical tape  catheters ¢ HME as ordered ¢ Ventilator, vent batteries,
e Waste bags ¢ Diapers/wipes ¢ Feeding supplies o power cord, and back-up vent circuit e Pulse

Formula e Clothing oximeter/probes e Blunt-tip scissors ® Stethoscope

Oxygen Safety in the Home
e Never use oxygen near open flames, lighted cigarettes, heaters, heating pads, electric razors, hair dryers,
stoves, or pilot lights
Keep heat sources and sparks at least 6 feet from oxygen equipment
Keep 02 concentrators at least 6 inches away from walls or curtains to allow air circulation
Use water-based products ONLY: Vaseline, Vicks, Chapstick, and petroleum-based lotions are FLAMMABLE

Maximum safe temperature for oxygen tanks: 125°F

Tanks must be stored upright in a rack or on their side when not in use: unsecured tanks risk
puncture/projectile

e Do NOT store multiple tanks in a confined area (under a bed, in a closet): oxygen accumulates and creates
fire hazard

e Have a working smoke detector in the home and check monthly
® Post an oxygen-in-use sign on the front door

e Do not transport patient if O2 tank pressure gauge reads below 500 PSI

Page 46



Ventilator Alarm Reference

Team Select Home Care — Clinical Quick Reference Guide

_ Possible Causes Interventions

High Pressure

Low Pressure

LMV (Low Minute
Volume)

High Minute
Ventilation

Low PEEP

Disc/Sense
(Disconnect/Leak)

Power Lost / Battery
Low

Secretions/condensation in airway or vent
tubing e Trach obstruction ¢ Clogged HME e
Kinked vent tubing e Patient coughing or
biting tube ¢ Bronchospasm ¢ Pain/anxiety

Disconnects or leaks in circuit

Patient not breathing sufficiently ¢ Circuit
disconnect * Cuff leak

Pain e Anxiety ® Hypoxemia ¢ Vent
malfunction
Alarm setting issue e Leaks in system

Power source disconnected

Loss of power / battery nearly depleted
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1. Suction patient 2. Check vent tubing for
kinks 3. Reposition head/neck 4. Check for
water in tubing 5. Assess patient; consider
pain control

1. Check circuit connection points: HME,
humidifier, water trap, closed suction
catheter, in-line nebs 2. Check for displaced
trach 3. Check trach cuff inflation 4. Assess
patient

1. Check for disconnects on vent/heater 2.
Check for a cuff leak

1. Assess patient 2. Suction 3. Consider pain
management

1. Check entire system for leaks 2. Check cuff
integrity

1. Check full circuit for disconnect; check
sense lines for H20

1. Connect to power source IMMEDIATELY 2.
Manually ventilate if needed while
connecting
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Key Contacts

Fill in your branch-specific contacts below:

Director of Nursing
Case Manager
Relationship Manager
PSS / Payroll
After-Hours / On-Call
DME Company
Pharmacy

Emergency / 911 911

Find an office nearest you and contact us today! Visit: www.tshc.com/locations | Email:
clinicaldevelopment@tshc.com
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