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Subject: 

Verification of Respiratory Therapist License 
 

Purpose: 

This policy is to ensure that only legally qualified and/or otherwise appropriately qualified staff are 

employed according to state regulations and standards. 

Procedure: 

 NJRA will verify the authenticity and current status of potential employees and record this 

information in the appropriate section of the application. 

 Verification will include visual inspection of the original license.  Copies or duplicates of the license 

will not be allowed.  Questionable credentials will be verified with the NBRC and State Board. 

 Verification of the current license will be filed in the employee’s personnel record. 

 Verification of re-certification as needed must be must be presented to NJRA upon renewal date. 

 Employees whose credentials expire may be subject to suspension until their credentials are current 

and verified. 

 Personnel undergoing investigation of credentials while employed will not be allowed to perform 

any duties that require a license until the matter has been cleared. 

 Should the report prove that the employee in question does not have a valid license, the employee 

will be discharged and appropriate state and federal officials will be notified of the occurrence. 

 Should an employee hold a temporary license, all above procedures will be followed.  The expiration 

date will be noted in a folder file and the status will be verified prior to allowing the employee to 

work. 
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Subject: 

Malpractice Insurance 
 

Purpose: 

This policy is to establish a protocol for personal liability protection. 

Procedure: 

 All therapists are required to maintain their own individual Malpractice Insurance on an annual 

basis. 

 The insurance policy must be in accordance with their hours worked. 

 The therapists must present their yearly Malpractice Insurance verification to NJRA. 
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Subject: 

Infection Control- Standard Precautions  
 

Purpose: 

This policy is to protect all health care workers from contact with body fluids, which may or may not 

contain infectious pathogens and preclude any cross-contamination.  These body fluids include: 

 Blood 

 Body fluids containing visible blood 

 Semen 

 Vaginal secretions 

 Tissue 

 Cerebrospinal fluid 

 Synovial fluid 

 Pleural fluid 

 Peritoneal fluid 

 Pericardial fluid 

 Amniotic fluid 

 Sputum 

 Feces 

 Urine 

 Vomitus 

 Nasal secretions 

 Sweat 

 Tears 
 

Definition: 

“Standard Precautions” guidelines are recommended by the center for disease control in that all 

patients are considered to be potentially infected with HIV or other blood borne pathogens.  It is 

essential that all health care workers use appropriate infection control practices to minimize individual 

risk. 

Procedure: 

It is the responsibility of each health care worker to use the appropriate measure to prevent exposure of 

the skin and mucous membranes by contact with blood or other body fluids.  These measures include 

the use of the following: 

 Gloves - for direct contact with blood, body fluids, mucous membranes, or non-intact skin of all 
patients, or when handling items or surfaces that have been soiled by these fluids.  Gloves must be 
changed after each patient and hands must be washed thoroughly. 

 Masks - must be worn when procedures are performed which may allow droplets of blood or other 
fluids to come in contact with one’s mucous membranes. 

 Gowns/Aprons must be worn when procedures are performed which may result in splashing of 
blood or other body fluids. 

 Thorough hand washing technique must be used immediately if they should become contaminated 
by blood or other body fluids and following the use and removal of gloves. 
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Subject: 

Adverse, Unexpected Reactions to Bronchodilator Treatments 
 

Purpose: 

This policy is to establish a protocol which must be followed in the event of an unexpected adverse 

reaction to prescribed medication.  

Contraindications for bronchodilator treatments: 

 Tachycardia - cardiac rate    > 140 BPM 

 Tachypnea - respiratory rate > 40 

 Nausea 

 Recent Myocardial Infarction 

Procedure: 

 All therapists are required to maintain their own individual Malpractice Insurance on an annual 

basis. 

 The insurance policy must be in accordance with their hours worked. 

 The therapists must present their yearly Malpractice Insurance verification to NJRA. 

Hazards: 

 Increased heart rate 

 Arrhythmias, palpitation 

 Skeletal muscle tremor 

 Anxiety, nervousness, insomnia 

 Nausea, vomiting 

 Bronchospasm in patients with hyper-reactive airways 

 Transmission of infections 

 Hyperventilation and/or dizziness 

Procedure for steps to be taken in the event of adverse reaction to therapy: 

1. Discontinue treatment immediately. 

2. Notify the charge nurse who should notify the attending physician. 

3. Apply 02, if necessary. 

4. The treatment will be discontinued until the physician examines the patient and gives further 

orders. 

5. All events are to be recorded in the patient’s medical record. 
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Subject: 

Respiratory Medications- Albuterol Sulfate (Proventil, Ventolin) 
 

Indications: 

Albuterol Sulfate is indicated for the relief of bronchospasm in patients with reversible obstructive 

airway disease and acute attacks of bronchospasm. 

Information: 

The solution is available in two concentrations: 

 0.5% is in concentrated form. Dilute 0.5ml of the solution to 3ml sterile normal saline prior to 

admission. 

 The 0.083% solution requires no dilution (unit dose). 

Contraindications: 

Albuterol Sulfate is contraindicated in patients with a history of hypersensitivity to any of its 

components. 

Warnings:  

As with other inhaled beta-adrenergic agonists, Proventil can produce paradoxical bronchospasm, which 

can be life threatening.  If it occurs, the preparation should be discontinued immediately and alternative 

therapy instituted.  Fatalities have been reported with the excessive use of inhaled sympathomimetic 

drugs, including home use.  It is important that the Physician instruct the patient to seek medical 

attention, if his/her asthma becomes worse. 

Precautions: 

Proventil should be used in caution in patients with cardio-vascular disorders, especially coronary 

insufficiency, arrhythmias, and hypertension.  Caution should also be used in patients with convulsive 

disorders, hyperthyroidism, and diabetes mellitus.  Adverse reactions can include tremor, dizziness, 

nausea, tachycardia, hypertension and cough. 
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Subject: 

Respiratory Medications- Acetylcysteine Solution (Mucosil, Mucomyst) 
 

Indications: 

Acetylcysteine solution is indicated as adjuvant therapy for patients with abnormal, viscid mucous 

secretions.  Such conditions include chronic bronchitis, bronchiectasis, pneumonia and cystic fibrosis. 

Information: 

 Acetylcysteine solution comes in two solutions - 10% and 20%.  The most common dosage is 2-5ml 

3-4 times a day GIVEN WITH A BRONCHODILATOR. 

 Mucolytics break down the disulfide bands in mucous, thereby making it thinner and more effective 

to expectorate. 

Contraindications: 

Mucomyst is contraindicated in those patients who are sensitive to it. 

Warnings:  

After the administration of Mucosil, an increased volume of liquefied bronchial secretions may occur.  

The airway must be maintained by mechanical suction, if the patient is unable to cough effectively.  

Asthmatics receiving Mucosil should be watched carefully.  Most patients with bronchospasm are 

quickly relieved by the use of a bronchodilator given by nebulizer.  If bronchospasm progresses, the 

medication should be discontinued immediately. 

Precautions: 

MUCOSIL MUST BE GIVEN WITH A BRONCHODILATOR 

The patient may observe a slight disagreeable odor.  With a facemask there may be a stickiness on the 

face after nebulization, which can be removed by water. 

 

 

 

 

 



 

New Jersey Respiratory Associates | Nurse Competency Program 
 

10 

Subject: 

Oxygen Safety 
 

Purpose: 

This policy is to ensure the safe storage, use, and transportation of oxygen by all health care workers 

handling oxygen. 

Procedure: 

 Oxygen is a medication that required a Physician’s order. 

 All patients using oxygen should have a sign on the door stating, “Oxygen in use, No Smoking”. 

 Patients using oxygen should be instructed not to smoke or use oil based products on their face. 

 Oxygen cylinders must be stored in a stand or chained area.  This area should not be exposed to 

extreme temperatures.  

 All cylinders in use must be in a stand. 

 All connections on tanks must be tight. 

 All cylinders stored must be turned off. 

 Care should be taken in the hypercapnic patient (COPD) to keep a low oxygen flow to maintain the 

patient’s hypoxic drive.  
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Subject: 

Changing disposable humidifier bottles  
 

Purpose: 

This policy is to ensure the correct and safe changing of humidifier bottles on a routine basis to reduce 

the risk of nosocomial infections.  

Procedure: 

 Follow standard precautions.  

 Wash hands and explain procedure to patient. 

 Gather equipment- prefilled humidifier and oxygen delivery device.  

 Turn off oxygen.  

 Remove the used humidifier. 

 Assemble the clean humidifier. 

 Inspect humidifier to insure all connections are tight. 

 Turn on oxygen source and ensure adequate flow at the patient end.  

 Connect the oxygen delivery device to the patient. 

 Change humidifier bottles weekly or as per institution infection control policy.  
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Subject: 

Stationary Oxygen Concentrators 
 

Purpose: 

This policy is to ensure the correct and safe use of stationary oxygen concentrators by all healthcare 

workers handling oxygen. 

Overview: 

1. Oxygen concentrators are used for residents on continuous oxygen. 

2. Liter flow is from 1-10 LPM. 

3. Concentrator should be placed 12-18 inches away from wall to insure proper ventilation of machine. 

4. Rear filter should be checked daily and cleaned with soap and water as needed. 

5. Humidifiers may be used on concentrators. 

6. Oxygen delivery devices and humidifiers should be changed weekly. 

7. Oxygen concentrators should be serviced as per manufacturer’s recommendations. 

8. There is no smoking allowed anywhere where oxygen is used.  Post a NO SMOKING sign. 

9. Oxygen therapy should be used carefully in residents with COPD due to the possibility of 

hypercarbia. 

10. Alarm will sound when electrical source is disconnected. 

Instructions: 

 Plug the electrical cord into an outlet.  DO NOT use an extension cord. 

 Keep back from sides of unit at least six inches from drapes or walls. 

 Attach the humidifier (jar of sterile water) to the outlet of the machine.  This adds humidity to the 
oxygen to keep your nose from becoming too dry. (If ordered by physician) 

 
NOTE:  If the bottle is on properly, bubbles will appear in the humidifier bottle when the machine is 
turned on 

 

 Attach the nasal cannula to the outlet on the top of the humidifier.  You are now ready to use the 
oxygen concentrator. 

 Turn the machine on.  You will hear an “alarm” which is normal and will stop in several seconds. 

 Make sure the flow is set at the prescribed amount. 

 Place the nasal cannula in patients nose.  This is most easily done by inserting the ‘prongs” first into 
each nostril and then placing the tubing over each ear.  Tighten the “Lariat’ under your chin until the 
cannula is comfortable. 
 
NOTE:  The “prongs” should be pointing downwards when inserting. 
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Cleaning: 

1. Disconnect and throw away the used nasal cannula and humidifier bottle. 
2. Clean the exterior of the oxygen concentrator with soapy water solution or commercial cleaner to 

remove any debris.  Be careful not to get any liquid into the interior of the unit. 
3. Next clean the exterior with a chemical disinfection solution. 
4. Clean the air inlet gross particle filter with warm soapy water between each patient’s use. 
5. Change the bacteria filter after 10,000 hours of use.  It is not necessary to change the filter between 

patients. 
 

Trouble Shooting: 

ALARMS:  Your oxygen concentrator has alarms, which will tell you if the machine is not functioning 

properly. If you hear or see one of the alarms of if there is a power outage or machine malfunction, turn 

machine off.  Use your back up oxygen cylinder. 
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Subject: 

Portable Oxygen Concentrators  
 

Purpose: 

This policy is to ensure the correct and safe use of portable oxygen concentrators by all healthcare 

workers handling oxygen. 

Overview: 

1. Portable oxygen concentrators are used for mobile residents requiring continuous or pulsed oxygen. 

2. Portable oxygen concentrators can operate using A/C. D/C or battery power. 

3. Extra batteries are always available on the desktop charger. 

4. Continuous liter flow is from 1-3 LPM and Pulse Dose ranges from FIO2 settings from 25-45%.  

5. Rear filter should be checked daily and cleaned with soap and water as needed. 

6. Humidifiers may be used on concentrators. 

7. Oxygen delivery devices and humidifiers should be changed weekly. 

8. There is no smoking allowed anywhere where oxygen is used.  Post a NO SMOKING sign. 

9. Oxygen therapy should be used carefully in residents with COPD due to the possibility of 

hypercarbia. 

10. Alarm will sound when electrical source is disconnected or battery is low on charge. 

Instructions: 

1. Make sure unit is either plugged in or battery has sufficient charge.  
2. Attach the nasal cannula to the outlet.  You are now ready to use the oxygen concentrator. 
3. Turn the machine on.  You will hear an “alarm” which is normal and will stop in several seconds. 
4. Make sure the flow is set at the prescribed amount. 
5. Place the nasal cannula in your nose.  This is most easily done by inserting the ‘prongs” first into 

each nostril and then placing the tubing over each ear.  Tighten the “Lariat’ under your chin until the 
cannula is comfortable. 
 
NOTE:  The “prongs” should be pointing downwards when inserting. 

Procedure: 

 ARS has developed a specialized plan of how your facilities POCs should be utilized. Units should be 

maintained in the manor outlined in the facility plan. 

 This User’s Manual will inform you of the use and care of the Eclipse and its standard components. 

All staff members should read all of the information in this manual before operating the Eclipse. 

Contact your provider for proper training on the use and care of this device.  
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 Patient’s physicians have prescribed supplemental oxygen as part of a treatment plan. Long-Term 

Oxygen Therapy (LTOT) is now widely accepted as the standard treatment for chronic hypoxia 

caused by Chronic Obstructive Pulmonary Disease (COPD).  

 The POC may be used in the home, an institution, a motor vehicle or in a commercial airplane.  

 All staff should follow the following safety precautions: 

o Keep the POC and the power cord away from hot surfaces or open flames.  

o The POC should be located in a well-ventilated area to allow for adequate air intake.  

o Avoid the intake of airborne pollutants, smoke and fumes.  

o ONLY use this device with accessories specified by, or recommended by, the manufacturer.  

o If the POC has been dropped, damaged or exposed to water please contact your home care 

provider for inspection or possible repair of the device.  

o Properly secured, belt or otherwise restrain the POC when in a vehicle.  

o DO NOT use the POC if it has a damaged power cord or plug.  

o DO NOT drop or insert any objects into any opening on the device.  

o DO NOT block the air inlet or the exhaust vent of the POC when it is on a soft surface, such 

as a carpet, bed, couch, chair or automobile seat.  

o DO NOT cover the device with a blanket, towel or quilt, etc.  

o DO NOT overfill the optional humidifier. Fill the optional humidifier with water only to the 

level shown by the manufacturer of the humidifier.  

o DO NOT ship with battery installed inside the unit. 

Trouble Shooting: 

ALARMS:  Your oxygen concentrator has alarms, which will tell you if the machine is not functioning 

properly or is low on battery. If you hear or see one of the alarms or there is a power outage or machine 

malfunction, turn machine off.  Use your back up oxygen cylinder. 
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Subject: 

Portable Oxygen Cylinders 
 

Purpose: 

This policy is to ensure the correct and safe use of portable oxygen cylinders by all healthcare workers 

handling oxygen. 

Procedure: 

Opening and Closing the Cylinder: 
 
1. Place the cylinder wrench on top of the cylinder and turn it COUNTER CLOCK WISE.  This opens the 

cylinder and allows the oxygen to flow to the regulator or flow meter. 

2. Look at the pressure gauge to determine how much oxygen is in the cylinder.  A full cylinder will 

register around 2200 PSI. 

3. To close the cylinder, use the cylinder wrench and turn the top of the cylinder CLOCKWISE until it 

stops. 

4. Turn on the flow meter to “bleed out” the remaining oxygen left in the regulator. The pressure 

gauge will drop to zero and the flow meter ball will drop.  This is how a tank not in use, should be 

stored. 

Replacing an Empty Cylinder:  

1. Make sure the tank is closed and bled out. 

2. Loosen the regulator at the screw in the side.  If necessary, use the cylinder wrench to loosen the 

screw.   

3. Remove the regulator by lifting it up over the cylinder valve. 

4. Remove the tape from the valve of the new cylinder. 

5. Take the old gasket out of the regulator and replace it with the new gasket.   Do not use anything 

sharp to remove the old gasket, it could scratch and cause an oxygen leak. 

6. Using the cylinder wrench very quickly open and close the cylinder valve.  This “cracking” will clear 

out any dust in the valve opening.  (Make sure the valve opening is not pointed at yourself or 

anyone else when “cracking” the cylinder.) 

7. Replace the regulator by sliding it over the valve of the new cylinder.  Line up the pins on the 

regulator with the holes in the cylinder valve. 

8. Tighten the screw on the side.  Use the cylinder wrench to tighten the screw. 

9. Open the cylinder valve by turning the wrench COUNTER CLOCKWISE.  Listen for any leaks, if 

necessary, use the wrench to tighten the connection. 
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Storage: 

1. The temperature of the room must not exceed 125 degrees Fahrenheit. 

2. Storage rooms must be dry, cool, and well ventilated. 

3. Cylinders must not be stored near flammable substances. 

4. Large cylinders must be stored in an upright position. 

5. Valves should be kept closed on empty cylinders at all times. 

6. Cylinders must be stored with their protective caps in place. 

Transportation: 

1. Protective caps should be used whenever cylinders are in transport until they are ready for use. 

2. Cylinders must not be dragged, slid, dropped or allowed to strike each other violently. 

3. Cylinders must be transported on an appropriate cart secured by a chain or strap. 

4. A NO SMOKING sign must be posted where the oxygen is administered.  It must be legible from a 

distance of five feet and must be displayed in a conspicuous location. 

5. Cylinders must not be handled with oily or greasy hands, gloves, or clothing. 

6. Inform all occupants of the area of the hazards of smoking and of the regulations. 
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Subject: 

Large Oxygen Cylinders  
 

Purpose: 

This policy is to ensure the correct and safe use of oxygen cylinders by all healthcare workers handling 

oxygen. 

Procedure: 

Attaching a Regulator to a Full Cylinder: 
 
1. Remove the protective green cap on the cylinder. 

2. Open the cylinder valve slightly by turning the handle COUNTER CLOCKWISE. Quickly open and close 

the valve to blow off any dust in the outlet.  When “cracking” the cylinder like this make sure the 

valve opening is not directed at yourself or anyone else. 

3. Attach the regulator to the cylinder by threading the Regulator connector nut CLOCKWISE ON THE 

CYLINDER OUTLET.  Tighten firmly with a cylinder wrench. 

Turning off the Oxygen: 

1. Turn the cylinder handle CLOCKWISE until it is tight. 

2. Turn on the flow meter to “bleed out” the remaining oxygen left in the regulator.  The pressure 

gauge will drop to zero and the flow meter ball will drop.  This how a tank not in use should be 

stored. 
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Subject: 

Disposable Suction Jars 
 

Purpose: 

This policy is to ensure the correct and safe cleaning and replacing disposable suction jars. 

Scope:   

Respiratory Therapist, Equipment manager, and/or Nurse 

Procedure: 

1. Follow Standard precautions. 
2. Suction jars must be emptied and rinsed with soap and water at the end of each shift. 
3. Leave l/2 inch of water, alcohol or mouthwash in the bottom of the suction jar to facilitate easier 

cleaning. 
4. Suction jars are to be discarded and replaced with a new one on a weekly basis. 
5. Suction connecting tubing should be changed on a weekly basis. 
6. Label suction jar with date, time and initials. 
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Subject: 

50 PSI Air Compressor 
 

Purpose: 

This policy is to ensure the correct and safe use of a 50 PSI Compressor by all healthcare workers. 

Scope:   

Respiratory Therapist, Equipment manager, and/or Nurse 

Procedure: 

1. Position the air compressor on a sturdy surface. Allow a minimum of four inches clearance on all 
sides to insure adequate airflow for cooling of unit.  

2. Assure that the on/off switch is in the off position and plug into electrical outlet. 
3. Press the power switch on the on position. 
4. Block off the flow from the outlet fitting with you finger and adjust the pressure on the gauge. Turn 

the knob clockwise to increase pressure and counterclockwise to decrease pressure. The pressure 
should be set at 20-25 cmH20. The setting can be locked by pushing the knob. 

5. Check air inlet filter on top of the cabinet for dust build-up. If dust build-up occurs, pull filter from its 
recessed area and wash in warm soapy water and rinse. Dry completely, and replace.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

New Jersey Respiratory Associates | Nurse Competency Program 
 

21 

Subject: 

CPAP, CPAP-Auto, BiPAP, Auto-PAP, & BiPAP ST 
 

Purpose: 

This policy is to instruct the patient in the use of PAP equipment and ensure proper fit and function of 

the equipment. 

Scope: 

 Patients requiring PAP Equipment 

 Responsible Staff:  Respiratory Therapist, Equipment Manager and/or Nurse 

Overview: 

 CPAP: Continuous Positive Airway Pressure  

 CPAP-Auto: Continuous Positive Airway Pressure with Auto-titration 

 BIPAP= Bilevel Positive Airway Pressure 

 Auto-PAP: Auto-titration Bilevel Positive Airway Pressure 

 BiPAP ST: Bilevel Positive Airway Pressure with spontaneous/timed rate 

 PAP machines are used to provide positive pressure to the patient’s airways.  There are generally 

two indications for PAP therapy: 

a. Patients with Obstructive Sleep Apnea use CPAP/BIPAP to force air through their obstructed 

upper airways.  While they sleep, their throat closes in and prevents air from getting into 

their lungs. This causes their oxygen saturation to drop and their carbon dioxide to rise.  

Their body will instinctively cause them to gasp and open their airways.  Without proper 

ventilation, the body does not get the right “REM” sleep and this can result in sleeplessness 

during the day and other medical problems.  While using the CPAP/BIPAP machine, the 

positive pressure prevents the airway from collapsing and the patient is able to breathe 

properly.  A patient gets an overnight sleep study done to determine the proper CPAP/BIPAP 

pressure needed to prevent airway collapse. These patients do not have problems with their 

lungs, only their upper airways. 

b. Some patients require BIPAP to boost air into their lungs, and assist them to breathe more 

deeply and more easily. In this way the BIPAP is used as a non-invasive ventilator.  BIPAP is 

used instead of CPAP because the inspiratory pressure needed to assist them to breathe is 

fairly high and it would be difficult to exhale against that pressure.  The inspiratory pressure 

is set high and the expiratory pressure is generally very low . Some BIPAP machines have 

respiratory rate that can be dialed in to trigger a breath a number of times per minute.  The 

types of patients who use BIPAP in this way are COPD patients or patients with 

musculoskeletal problems like quadriplegics and patients with Muscular Dystrophy. 
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 There are several different types masks and headgears to administer the CPAP/BIPAP therapy.  Each 

patient is different so different mask sizes and types are available to suit the patient’s needs.  The 

masks used either only cover the nose or cover both the nose and mouth. There is also an item 

called nasal pillows that fit directly into the nose instead of the mask is the patient is unable to 

tolerate the mask. Masks come in small, medium and large.  

Procedure: 

1. Follow Standard precautions. 
2. Verify Medical Doctor order.  The order should state the CPAP pressure.  The BIPAP/BIPAP ST order 

should include the inspiratory and expiratory pressures, and a respiratory rate, if needed. 
3. Gather necessary equipment: 

 PAP machine 

 Pressure manometer 

 Mask or nasal pillows 

 Whisper swivel adapter 

 CPAP/BIPAP tubing 

 Headgear or softcap 
4. Verify CPAP/BIPAP pressure on the machine with the pressure manometer; adjust to patient’s 

prescription. 
5. Confirm the patient’s identification using two identifiers. 
6. Measure the patient’s face with the mask size template to determine the proper mask size. 
7. Instruct the patient on the function of the CPAP/BIPAP equipment. 
8. Assemble the equipment and fit the equipment on the patient’s face and head.   
9. Turn on the CPAP/BIPAP machine. 
10. Make sure that there is no air leaking out around the patient’s mask, especially around the eyes. 
11. Instruct the patient to keep his mouth closed and to breathe through his nose.   
12. Inform the patient that it might take several nights to adjust to sleeping with the equipment.  
13. Have the patient demonstrate taking apart and putting the circuitry back together.  
14. Instruct the patient on the proper cleaning procedures for the CPAP/BIPAP machine and accessories. 

(Soak the tubing in 1 part white vinegar to 3 parts water every week for half an hour to disinfect. 

Wash mask and swivel valve with soap and water daily.) 
15. If the patient is residing in a facility: 

 Use the disposable CPAP/BIPAP tubing and change weekly. 

 Nursing department must be given instruction on the equipment prior to the patient using the 

equipment. 

 Inform the patient’s nurse of any problems or side effects the patient experience. 
16. If patient is admitted to facility with existing equipment, the nurse should contact NJRA  for 

instruction. 
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Helpful Hints: 

 When you use Nasal CPAP for the first time you will note an unusual sense of pressure when 
breathing.  You will need to consciously push out when you breathe out.  This is normal and will 
occur automatically when you are asleep.  At first, you may feel that the pressure is impeding your 
breathing.  It is not. Take your time and learn to adapt to this new sensation.  A few deep breaths at 
the start of use may help to minimize the sensation. 

 If you open your mouth, air will leak out.  This is an unpleasant sensation.  While wearing your mask 
when you are awake, you should keep your mouth closed.  When you are asleep this usually 
happens automatically.  However, if you awake at night and open your mouth, the sensation of air 
rushing from your mouth might alarm you at first.  You should close your mouth and try to go back 
to sleep. 

 Some people experience a continuing dryness of the nose, mouth or throat when on nasal CPAP, 
particularly during the winter months.  This may be relieved by the use of an “in-line” humidifier, 
such as a hygroscopic condenser humidifier (HCH) or a heated humidifier, both of which are 
available.  Contact your physician or equipment supplier for specific advice on whether these are 
suitable for you.  Also note that your set pressure may need to be adjusted if a humidifier is used. 
 
Note:  In-line humidifiers should never be used at the same time as nebulized drugs or when nose 

sprays are used. 

 Washing your face to remove excess facial oils prior to fitting the mask will help prolong the useful 

life of the cushion. 

 A tight fit of the mask is not necessary.  A well balanced, comfortable fit without undue tightness 

can usually be obtained to provide an efficient air seal.  Pulling the straps too tight can lead to 

sensitivity of the bridge of the nose or the upper lip, and occasionally skin irritation.  Setting the final 

tension is best done while lying down 
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Subject: 

Fisher & Paykel Airvo 
 

Purpose: 

This policy is to instruct the proper use of the Airvo and ensure proper fit and function of the 

equipment. 

Scope: 

 Patients requiring Airvo Equipment 

 Responsible Staff: Respiratory Therapist, Equipment Manager, Nurse, Caregiver, & Patient 

Definition: 

Airvo provides warm/humidified air to the patient via a Fisher and Paykel humidifier base, heated wire 
circuit and oxygen bleed in.  This is essentially a sub-acute Optiflow device.  The device generates flow 
rates from 15-50 LPM, this range and is adjustable in 5 LPM increments.  Oxygen is provided via a bleed-
in using standard oxygen tubing to a flow-meter, liquid O2 or O2 concentrator.  Nothing to calibrate, no 
heater wires or pigtails, the entire circuit, cannula and chamber are disposable.  
 

Indications: 

Patients who would benefit from warmed/humidified gases:  

 Hypothermia 

 COPD/ASTHMA Exacerbation 

 Bypassed Upper Airway 

 Acute Diffuse pneumonia / bronchiectasis 

 Patients who require high flow-rates to match an increased RR, WOB or to improve oxygenation at a 
moderate FiO2. 

 

Contraindications: 
 

 Obstructed Nare(s) 

 Respiratory Failure 

 AIRVO is NOT MRI compatible 
 

Instructions: 

Ensure the AIRVO device has been cleaned between patient uses.  All circuit components are disposable 

and should be discarded in the patient room when the device is discontinued. Device is disinfected with 

sanitary wipes available in RT soiled utility room.  Move device to clean utility room for set-up.  
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1. Power on the device, dashes will appear on the LCD followed by the most recent cleaning cycle #.  If 

the display does not show this, a cleaning cycle must be run prior to patient use of the device! 

2. Allow the unit to warm to at least 30 degrees Celsius before placing on the patient. You will know 

when the device has warmed because a ‘check mark’ and “30” for 30 degrees Celsius will be 

displayed on the LCD. (From a cold start it takes about 4 minutes to reach 30 degrees.) An auditory 

signal is also played when the unit is ready.  

3. The flow rate delivered to the patient is whatever the device is set to deliver, NOT the sum of the 

device and the flow-meter flow rates. 

4. Push the rightward arrow to display the flow rate the device is currently set to. 

5. Push the UP and DOWN ARROWS SIMULTANEOUSLY for 3 seconds to unlock and adjust the flow 

rate.  Flow adjusts in 5 LPM increments up to 50 LPM. 

6. Oxygen tubing can be attached to the devices ‘bleed-in’ adapter to add oxygen from a flow-meter. 

7. The approximate FiO2 delivered to the patient can be read from the table on the device. 

Procedure: 

1. Allow the unit to warm to at least 30 degrees Celsius before placing on the patient.  

2. Do not set flow and oxygen flow meter to achieve a desired FiO2, instead, match the flow rate to the 

patient’s WOB and titrate oxygen bleed-in to achieve desired SpO2.  Then check the Table on the 

device to assess the approximate FiO2 being delivered to the patient. Example start at 30 LPM and 

increase or decrease based on RR and WOB 

3. If excess condensate accumulates in the circuit, drain by lifting the patient end of the circuit to allow 

condensate to run toward the chamber, tilt the device slightly toward you to ensure all water has 

reached the chamber.    

4. Change the (900PT501) circuit and water chamber every 60 days and patient interface weekly and 

prn. 

5. When therapy is discontinued: all supplies are disposable, return device to the soiled utility room 

and start cleaning cycle- which takes 1 hour to complete.  (RED DISINFECTION TUBE) 

Cleaning Process:  

1. Cleaning and disinfection should take place as soon as possible after the device is used on a patient. 
2. Use a disinfectant wipe to clean the outlet port / patient circuit connection port. Push the cleaning 

wipe into the port (elbow shaped) and twist to clean the inner surfaces and ensure there is no bio-
burden in the port.   

3. Wipe the exterior of the device, water bag pole, stand handle, etc.  
4. Allow to air dry a few minutes. 
5. Connect the disinfection tube (red) to the outlet port. (it can only be connected one way---lift the 

blue sleeve and slide the connector onto the port.  Push the sleeve down to lock the tube in place.) 
6. Connect the other (RED) end of the disinfection tube to the left-hand chamber port.  
7. Place the attached blue filter to the right hand chamber port.  
8. Connect the device to power, press and hold the disinfection button (shows alarm silence and the 

poofy cloud….not the on/off button) for 3 seconds to start the cleaning cycle. 
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9. A calibration check runs for approximately 2 minutes before the disinfection cycle begins and runs 
for 55 minutes.  A backwards countdown from 55 minutes is displayed during the cycle. 

10. The cycle is not complete until a ZERO is displayed in the countdown.  Anything else appearing in the 
LCD display requires the cycle to be restarted.  A number will also be displayed to indicate the 
number of times a cleaning cycle has been run on the device.   
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Subject: 

Breathe NIOV 
 

Purpose: 

This policy is to instruct the proper use of the NIOV and ensure proper fit and function of the 

equipment. 

Scope: 

 Patients requiring NIOV Equipment 

 Responsible Staff: Respiratory Therapist, Equipment Manager, Nurse, Physical Therapist, 

Occupational Therapist, Caregiver, & Patient 

Definition: 

NIOV is a light, palm-sized device that provides volume support and positive inspiratory pressure (PIP) to 
increase tidal volume and improve ventilation. NJRA provides post-acute care providers everything they 
need to care for an individual requiring a NIOV. 
 

Objective: 

To facilitate mobility and ambulation in oxygen dependent patient by decreasing work of breathing 
while providing effective ventilation and oxygenation. The level of mobilization is set according to the 
patient’s tolerance each day.    Each session should include airway clearance intervention followed by 
exercise and mobilization. Vital signs, type of activity performed and distance walked should be 
accurately recorded during each mobilization session. 
 

Indications: 

Patients who would benefit from non-invasive OPEN ventilation (NIOV) therapy are capable of 
spontaneously breathing with a minimum tidal volume of 3.5mL/kg of predicted body weight. 
 

Contraindications: 
 
Patient should not require any invasive ventilation or aggressive NIV therapy requiring inspiratory 
positive airway pressure in excess of 12 cm H2O. Special consideration should be given to ensure 
appropriate neurologic functioning, respiratory status and circulatory status: 

 Patient responds to verbal stimulation (i.e., RASS > -3) 

 FIO2  <0.50 on current prescribed oxygen therapy 

 Pulse oximetry < 88% at rest on current prescribed oxygen therapy 

 Mean arterial pressure <60 mm Hg or <20% of pts baseline, or increasing vasopressor requirements 

 Heart rate < 40 or > 130 beats per min 
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 Respiratory rate > 40 breaths per min 

 No high dose of any vasopressor infusion for at least 2 hours 

 No evidence of active myocardial ischemia (24 hrs.) 

 No arrhythmia requiring the administration of new antiarrhythmic agent (24hrs) 

Instructions: 

Volume augmentation at each level of activity: 
 
1. The process of mobilization depends on the absence of intolerance findings including: significant 

drops in SpO2 <90%, paradoxical breathing, severe chest pain, dizziness, perspiration and faintness.  
Vital signs should be continuously monitored and recorded during mobilization. 

2. Mobilization should be graded as sitting in bed, sitting on the edge of the bed, standing and 
perambulatory exercise and finally ambulation.  Ambulation can be done with or without assistance 
using a walker and/or support from the staff. 

3. Activity should be progressively increased with each subsequent session which is performed twice 
daily, if possible.  The patient’s activity goal should be reevaluated ever day to assess how the 
patient is tolerating the exercise. 

 
Guidelines to approach volume titration:  
 
The NIOV System may be customized to each patient’s needs using clinician customized settings. 
Volume delivery settings ranging from 50 ml to 250 ml are easily programmed by the clinician for three 
activity levels: Low, Medium and High.  Patients and/or clinicians can then select which of the three 
activity settings that best meets the patients breathing needs simply by pushing the desired activity level 
buttons. The volume setting for all three activity levels should be titrated to maintain a goal SpO2 and 
patient comfort. 
1. Low activity settings is titrated while patient is sitting in bed.  This level of volume support should be 

appropriate to decrease dyspnea and maintain SpO2 levels while setting in bed or sitting on the 
edge of the bed. 

2. A minimum of 10 minutes should be allowed for patients to acclimate themselves to the new 
therapy. 

3. Medium activity setting is titrated to relieve dyspnea and maintain SpO2 while mobilizing in and 
around the bed.  This level of volume support is titrated appropriately to decrease work of 
breathing, and to relieve dyspnea during mild-moderate exertional activity. 

4. High activity setting is titrated to relieve the symptoms of respiratory insufficiency during 
ambulation.  This higher level of volume support is titrated to allow the patient to match their 
increased oxygen and ventilation needs during ambulation or high exertional activity. 

 

Procedure: 

Instituting NIOV therapy: 
 
1. Collect the appropriate equipment. 
2. Locate and scan chart to determine the order, diagnosis, documentation of hypoxemia, and 

pertinent history and physical. 
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3. Locate and identity patient. 
4. Identify self and department to the patient. 
5. Explain prescribed therapy to the patient, oxygen safety. 
6. Wash hands and apply gloves. 
7. Explain safety precautions. 
8. Connect high pressure to oxygen source and pre-sized pillows interface to BT-50. 
9. Preset desired augmentation volume settings based on respiratory assessment. 
10. Assure proper function of equipment. 
11. Apply pillows interface to the patient. 
12. Monitor patient’s SpO2 , heart rate and respiratory rate during therapy. 
13. Initial augmentation volume will be as following - Low activity: 70 mL, Medium activity: 100 mL, High 

activity: 150 mL. Initial trigger sensitivity set at 5 and initial delivery percent time set of 30%. Adjust 
settings appropriately to: 

 Achieve goal SpO2 

 Optimize patient comfort 

 Optimize synchrony 

 Minimize accessory muscle use 

 Minimize dyspnea 
14. Adjust augmentation volume in increments of 10mL until goal SpO2 and patient comfort has been 

reached at all levels of patient activity. Higher volumes settings will delivery higher oxygen 
concentrations. 
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Subject: 

Respironics Cough Assist E70 
 

Purpose: 

This policy is to ensure the proper use of the Respironics CoughAssist E70. 

Indications: 

 For use with patients unable to cough or clear secretions effectively due to reduce peak expiratory 

flow. 

 Those who might benefit from the use of the CoughAssist include patients with an ineffective cough 

due to muscular dystrophy, myasthenia gravis, poliomyelitis, or other neurologic disorder with some 

paralysis of the respiratory muscles, such as spinal cord injury. It may also be used to treat 

ineffective cough due to other bronchopulmonary diseases, such as emphysema, cystic fibrosis, and 

bronchiectasis. It is effective for both trached and noninvasively ventilated patients. 

Contradictions: 

 Any patient with a history of bullous emphysema 

 Susceptibility to pneumothorax or pneumomediastinum 

 Recent barotraumas 

The above contraindications should be carefully considered before use. 

Patient Preparation: 

 The CoughAssist T70 should be carefully introduced to the patient. If treating a pediatric patient, a 

parent or trusted caregiver should be involved, if possible. Allow the patient to become familiar with 

the mask, especially if they are unaccustomed to positive pressure therapy. 

Implementation of Cough Assist E70: 

 Attach the CoughAssist patient circuit to the CoughAssist output, including a bacterial/viral filter, 

smooth bore tubing, and an appropriate interface (mask, mouthpiece, or trach adapter). If a mask is 

used, it should be of appropriate size to provide a tight seal. When used with a trach, attaching 

directly to an inline suction catheter allows for easy removal of secretions from the top of the trach. 

 Explain principles of the CoughAssist T70 to the patient and the caregiver–deep inflation of the lungs 

followed by a forced exhalation of air aimed at removing secretions located in the central airways. 

Explain that the patient should relax so the air delivered by the CoughAssist T70 slowly expands the 

lung and chest wall. After the deep breath is delivered, the exhalation phase will begin immediately. 

Instruct the patient to exhale fully during the exhalation phase. 
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Settings and Modes: 

Manual Mode: 

 This mode may be used for initial acclimation to the CoughAssist T70 and for titrating pressures and 

adjusting times prior to using the Automatic mode. 

 Power on the CoughAssist T70 and select the “Settings” button. Select Manual mode on the display. 

Set the initial device pressures. Begin with inspiratory pressures between +10 and +15 cm H2O and 

expiratory pressures of between –10 and –15 cm H2O to allow an introduction/acclimation to the 

device.3 Set device inhale flow to the low setting. Press the “Finish” button. 

 Press the “Therapy” button to start treatment. Attach the appropriate interface to the patient. Start 

with a single cough cycle to allow for acclimation to the device. A cough cycle is one inspiration, one 

expiration, and then a pause, if needed. Move the Manual switch to the inhale position and hold for 

2 to 3 seconds. Immediately move the Manual switch to the exhale position and hold for 1 to 2 

seconds, then release the switch to the neutral position. Verify patient comfort and tolerance of the 

maneuver. Adjust timing to coordinate with the patient’s breath rate and rhythm.4 

 Continue with several cough cycles, 3 to 6 for pediatric patients and 4 to 6 for adults, in a session. If 

desired, a pause of 2 to 5 seconds between cough cycles may be used. Confirm continued tolerance 

of the maneuvers. A rest period of 30 seconds may be used before the session is repeated. Return 

the patient to his/her normal oxygen or ventilation settings during the rest period, if necessary. 

Perform at least 3 to 5 sessions for pediatric patients and 4 to 6 sessions for adults for each 

treatment. 

 Gradually increase the inspiratory and expiratory pressures. Adjust inhale flow, if needed, for 

patient comfort. Continually monitor the patient for comfort and tolerance. Positive pressure levels 

can be established by evaluation of chest wall expansion and auscultation for bilateral air entry.4 

The displayed tidal volumes may be used to titrate inspiratory pressure levels to achieve adequate 

inspired volumes. The displayed values for peak cough flows may also be used to titrate expiratory 

pressure levels and to coach patient effort. Inspiratory and expiratory pressures of up to +/- 40 cm 

H2O show the best results and are generally well tolerated. 

 Whenever possible, solicit feedback from the patient regarding pressures and inspiratory and 

expiratory times. For example, a gesture of up or down can be used to indicate whether to increase 

or decrease pressures or times. 

 Subsequent treatment sessions can be initiated at previously established pressures, times and flow 

rates. These settings may also be entered as the presets for use with the Automatic mode. 

Automatic Mode: 

 Automatic mode provides a timing feature that will automatically trigger to inspiration and cycle to 

expiration instead of manually moving the switch. Inhale and exhale times entered into the device 

will replace manually moving the switch. Cough-Trak is a feature in the Automatic mode that will 

synchronize inhalation with patient effort. 

 Select Automatic mode on the display. Select the Cough-Trak On/Off setting. If pressures, times,and 

flows were titrated using the Manual method, use those final values as starting values for the 

Automatic mode. If titrating in Automatic mode, use the same initial settings as the Manual mode 
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and adjust for patient comfort and tolerance. If Cough-Trak is enabled, the pause time is determined 

by the patient trigger. 

 Attach the patient interface to the patient and press the “Therapy” button. Therapy will start 

automatically if Cough-Trak is turned off. If Cough-Trak is enabled, therapy will start as soon as the 

patient initiates a breath. 

 The treatment can be temporarily suspended at any time by pressing the “Standby” key and 

returning the patient to his/her normal oxygen or ventilation settings. Adjustments to therapy can 

be made from the “Settings” screen while in “Standby” or “Therapy” mode. 

Treatment Length and Process: 

 A cough cycle is composed of one inspiration, expiration, and pause phase. A standard sequence 

consists of 3 to 6 consecutive cough cycles for pediatric patients and 4 to 6 consecutive cough cycles 

for adults, followed by a rest period of 30 seconds. Patients should be returned to their normal 

oxygen or ventilator settings during the rest period, if necessary. Sequences can be repeated 3 to 6 

times if needed to clear secretions. 

 Suction equipment should be available and visible secretions should be removed via suction from 

mouth, tracheostomy tube, or tubing, as needed. 

 A properly applied abdominal thrust or lower chest compression, coordinated with the exsufflation 

phase of the cough cycle, can enhance peak cough flows and secretion clearance. 

Use with a Tracheostomy: 

 Higher exhale pressures may be required to overcome the increased resistance of a tracheostomy or 

endotracheal tube. If the tracheostomy tube is cuffed, it is advised to have the cuff inflated for the 

CoughAssist T70 treatment and to use a means for trapping any secretions that may potentially 

accumulate in the treatment circuit. Standard water traps, sputum traps, or extension tubing with 

corrugated inner walls can serve well for this purpose. 
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Subject: 

Chest Physiotherapy Using a Vest System 
 

Purpose: 

This policy is to instruct the proper use of a CPT Vest and ensure proper fit and function of the 

equipment. 

Scope: 

 Patients requiring CPT Vest therapy 

 Responsible Staff:  Respiratory Therapist, Nurse, and/or physical therapist 

Indications: 

Documented need for airway clearance: 

 Evidence of difficulty with secretion clearance: 

o Expectorated sputum production >25-30 ml/day (adult) 

o Evidence or suggestion of retained secretions in the presence of an artificial airway 

 Atelectasis caused by or suspected of being caused by mucus plugging 

 Diagnosis of disease such as cystic fibrosis, bronchiectasis, or cavitating lung disease 

 Need for sputum sample for diagnostic evaluation 

Contraindications: 

The vest is contraindicated if the following conditions are present: 

 Head and/or neck injury which has not been 

stabilized 

 Active hemorrhage with hemodynamic 

instability 

 Temporary pacemaker 

 Acute pulmonary emboli 

 Hemoptysis 

 Empyema 

 Pneumothorax untreated 

 Percussion over fractured ribs 

Procedure: 

1. Instruct patient: 

a. Comfortable body position 

b. Breathing pattern (i.e. sighing, huffing, coughing) 

c. Machine controls 

2. Place the vest on the patient and check for proper fit: 

a. With the vest deflated, adjust the closures so that the vest fits comfortably 
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b. The vest should rest on the shoulder and extend to the top of the hipbone. 

c. Breathing should not be restricted when the vest is deflated. For comfort, a single layer of 

clothing may be worn during the therapy session. 

3. Position the patient: 

a. Head in the neutral position 

b. Mouth should be maintained in a slightly open position 

4. Connect the tubing to the generator and the ports of the vest. 

5. If aerosol therapy is prescribed, assemble nebulizer and other equipment needed for aerosol 

delivery. 

6. Turn on the Main Power switch. 

7. Adjust the Pressure Control: pressures between 5 and 6 are commonly used. 

8. Adjust the Frequency Control: frequencies between 10 and 15 are commonly used. 

9. Begin aerosol therapy if prescribed. 

10. Depress and maintain pressure on the Foot/Hand Control to initiate Vest therapy. 

11. After completing 5-10 minutes of pulsation, release the hand/foot control. Cough, huff or suction to 

clear loosened secretions. 

12. Continue treatment (duration 15-30 minutes). 

Adverse Effects: 

 Decreased Oxygenation 

o Increased ventilatory drive 

o Increased Heart rate 

o Desaturation 

 Bronchospasm 

o Wheezing 

o Short of Breath 

 Pulmonary Hemorrhage 

o Frank hemoptysis 

o Shortness of breath 

In the event the patient demonstrates signs of decreased oxygenation, pulmonary hemorrhage or 

bronchoconstriction, therapy will be stopped. Assess the situation and do the following: 

 Inform the charge nurse 

 Inform the physician 

 Chart the appropriate information 

Further treatments will not be given until the physician is aware of the situation and has provided 

appropriate orders. 
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Subject: 

Limited Chest Physiotherapy (AARC 2110) 
 

Purpose: 

This policy is to instruct the proper utilization of manual and or mechanical techniques with postural 

positioning achieve improved aeration to all lung segments and aids in the removal of secretions. 

Scope: 

 Patients with retention of secretions in both acute and chronic pulmonary disorders 

 Responsible Staff:  Respiratory Therapist and/or Nurse 

Procedure: 

1. Follow Standard Precautions. 

2. Verify Medical Doctor order (should include specific lobes to be percussed). 

3. Scan patient’s chart for possible contraindications (unstable cardiac status, past thoracic or spinal 

surgeries, and the presence of any structural abnormality of the chest wall or spine). 

4. Confirm the patient’s identification using two identifiers. 

5. Wash hands and explain procedure to patient. 

6. Auscultate the patient. 

7. Place the patient in the proper position for drainage of the lobes(s) specified. 

8. Percussion should be done with the cupped hand applied to the rib cage immediately over the 

pulmonary segment being drainage.  The hand should make a “popping” hollow sound as it strikes 

the chest wall.  

9. Vibration is performed during exhalation at the rate of about 30-50 cycles per second. 

10. A mechanical percussor can be substituted for the hands. 

11. Instruct the patient to cough forcefully after each segment has been percussed. 

12. Allow time in between segments to rest if the patient requires it. 

13. Monitor patient’s cardiac and respiratory status during entire procedure. Discontinue therapy if 

needed and contact the patient’s nurse. 

Hazards: 

 Care should be taken to avoid percussing the sternum, spine or scapula, kidney area and the female 
breasts. 

 Postural drainage should not be performed immediately after the patient has eaten, since nausea 
and vomiting may occur. 

 Document the treatment in the patient’ chart including: 
o Lobes percussed 
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o Breath sounds 
o Patient’s tolerance of treatment  
o Cough and sputum production 
o Occurrence of any adverse events and the actions taken 
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Subject: 

Comprehensive Patient Assessment (AARC No. 0200) 
 

Purpose: 

This policy is to gather medical information and perform a physical examination to evaluate the patient’s 

respiratory status and make recommendations for appropriate therapy. 

Scope: 

 Patients requiring an evaluation of their respiratory status and recommendations for respiratory 

therapy 

 Responsible Staff:  Respiratory Therapist 

Procedure: 

1. Confirm patient’s identification using two identifiers. 

2. Wash hands and explain procedure to the patient. 

3. Perform an assessment of the patient’s respiratory status including: 

o Respiratory and heart rates 

o Auscultation of breath sounds 

o Skin color 

o Level of consciousness 

o Review of patient’s complete medical record 

o Consultation with physicians, nurses, and other professionals available 

o Examination of recent chest X-ray results 

o Other relevant findings derived from a physical examination of the patient 

4. Document all the information on the evaluation form and place it in the patient’s chart. 

5. Communicate findings and recommendations of evaluation to the patient’s nurse. 

Note: This is a separate evaluation; it is not associate with the pre/post evaluation of the patient’s 

response to a therapeutic activity.  It is meant to be used as an initial evaluation of the patient. 
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Subject: 

Limited Patient Assessment (AARC #0100) 
 

Purpose: 

This policy is to gather medical information and perform a physical examination to evaluate the patient’s 

respiratory status. 

Scope: 

 Patients requiring an evaluation of their respiratory status to determine the need for continuation of 

therapy 

 Responsible Staff:  Respiratory Therapist 

Procedure: 

1. Confirm the patient’s identification using two identifiers. 
2. Wash hands and explain procedure to the patient. 
3. Perform an assessment of the patient’s respiratory status including: 

a. Respiratory and heart rates 
b. Auscultation of breath sounds 
c. Skin color 
d. Level of consciousness 
e. Review of patients recent medical records (last 48 hrs.) 
f. Consultation with Physicians, nurses, and other professionals providing care to the patient 
g. Examination of recent chest x-ray results 
h. Other relevant findings derived from a physical examination of the patient 

4. Communicate findings and recommendations to patient’s nurse. 
 
Note: This is a separate evaluation - it is not associated with the pre-post evaluation of the patient’s 

response to a therapeutic activity.  It is meant to be used as an update of the patient care plan 

 
 
 
 
 
 

 

 

 



 

New Jersey Respiratory Associates | Nurse Competency Program 
 

39 

Subject: 

Medication Nebulization (AARC # 2720) 
 

Purpose: 

This policy is to instruct the proper use of aerosolized medications to the lower airways via small volume 

nebulizer. 

Scope: 

 Patients requiring pulmonary medications to improve pulmonary airflow, facilitate secretion 

removal, decrease bronchospasm, mucosal edema and sputum viscosity 

 Responsible Staff:  Respiratory Therapist and Nurse 

Overview: 

 Aerosolized medications are delivered to the airways to decrease bronchoconstriction in the airways 

and improve air exchange. 

 Residents with diagnosis benefiting from bronchodilators include: 

a. Pneumonia 

b. Emphysema 

c. Asthma 

d. Chronic Bronchitis 

e. Bronchiectasis 

 Medication, dosage and frequency should be included in the MD order. 

 Assess resident before, during and after treatment (heart rate, respiratory rate, sounds,, and work 

of breathing). 

  Instruct the resident to breathe deeply during the treatment and cough strongly for the treatment. 

 Hazards include tachycardia, palpitations, increased tremor, and hyperventilation. 

 Document medication, assessment, and sputum production. 

 Place small air compressor on sturdy surface while using.  

 Check filter weekly and replace when necessary. 

 Rinse medication nebulizer after each use and change weekly. 

Procedure: 

1. Use Standard Precautions. 

2. Verify MD order (medication, dosage and frequency should be included). 

3. Wash hands and explain procedure to patient. 

4. Confirm the patent’s identification using two identifiers. 

5. Gather equipment: 
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a. Medication nebulizer with mask or mouthpiece 

b. Medication as ordered by MD 

6. Position the patient (unless clinically contraindicated, all patients should be in the highest sitting 

position tolerated). 

7. Take pre-treatment pulse rates and respiratory rates. 

8. Auscultate breath sounds. 

9. Place medication in nebulizer and turn on the air compressor. 

10. Place mouthpiece in patient’s mouth or face mask on patient’s face. 

11. Instruct the patient to breathe slowly and deeply and maintain an inspiratory hold of 5-10 seconds 

every five breaths. 

12. Have the patient cough forcefully after the treatment. 

13. Monitor patient for adverse reactions during and after the treatment-discontinue treatment if 

necessary and contact the patient’s nurse. 

14. See adverse reactions Document the treatment including all of the following: 

a. Method of delivery 

b. Type and dosage of medication 

c. Pulse rate, respiratory rate, and breath sounds 

d. Cough-sputum production: color, consistency and amount 

e. Patient’s tolerance of treatment 

f. Occurrence of any adverse events and the actions taken 

15. Rinse the nebulizer and mouthpiece in hot water.  Pat dry with paper towel. 

16. Replace nebulizer set-up once a week. 

Contraindications: 
 

 Tachycardia-cardiac rate >140 

 Tachypnea-respiratory rate >40 

 Nausea 

 Recent myocardial infarction 
 

Hazards: 

 Tachycardia-an increase of 20% from pre-baseline cardiac rate. 

 Bronchospasm in patients with hyper-reactive airways. 

 Nausea/vomiting. 

 Palpitations and increased tremor. 

 Hyperventilation and/or dizziness. 
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Subject: 

Continuous Aerosol Therapy System (AARC No. 2710 & AARC No. 2740)  
 

Purpose: 

This policy is to instruct how to supply and maintain a continuous aerosol mist (with or without oxygen 

added) to a patient using an aerosol mask, T-piece or trach collar. 

Scope: 

 Patient’s requiring continuous aerosol mist due to an artificial airway or for a humidity defect. 

 Responsible Staff:  Respiratory Therapist, Equipment manager and/or Nurse 

Procedure: 

1. Verify Medical Doctor order. 

2. Wash hands and explain procedure to patient. 

3. Confirm the patient’s identification using two identifiers. 

4. Gather equipment: 
a. Air compressor 
b. 02 source (if supplemental 02 is ordered) 
c. Pre-filled nebulizers 
d. Corrugated tubing 
e. 02 Bleed - in adapter 
f. Fits-all oxygen tubing 
g. Oxygen analyzer 
h. Trach collar, T piece or mask 
i. Set-up air compressor with gauge set at 20-40 PSI 

5. Attach the nebulizer to the air compressor.  (Fill with sterile water, if not pre-filled). 

6. Attach corrugated tubing to outport of nebulizer. 

7. Attach other end of corrugated tubing to patient delivery device. 

8. Turn on the air compressor and set the flow to 8-12 LPM. 

9. Verify presence of adequate mist and place on patient. 
 
Note: The following steps are performed, if patient has an order for 02. 
 

10. Connect the 02 bleed-in adapter to the outport of the nebulizer. 

11. Attach the oxygen tubing to the nipple on the 02 bleed-in adapter and to the oxygen source. 

12. Place the corrugated tubing on the other end of the 02 bleed in adapter. 

13. Place the calibrated 02 analyzer at the patient end of the system. 

14. Turn on the 02 source and check what rate the flow meter requires to deliver the prescribed Fi02. 

15. Change all of the disposable equipment on Monday, Wednesday and Friday. 
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Subject: 

Artificial Airway Change (AARC No. 1110) 
 

Purpose: 

This policy is to instruct how to change artificial airways on a regular basis to prevent infection. 

Scope: 

 Patients with artificial airways 

 Responsible Staff: Respiratory Therapist 

Procedure: 

1. Follow Standard Precautions. 

2. Verify MD order. 

3. Wash hands and explain procedure to patient.  

4. Confirm the patient’s identification using two identifiers. 

5. Gather equipment: 
a. Replacement tube (check cuff integrity) 
b. Sterile lubricant 
c. Tracheostomy tube holder 
d. 4x4 split sponge 
e. Sterile gloves 

6. Confirm the brand, size and type of tube to be changed. 

7. Place the patient in a semi-fowlers position with head and neck supported. 

8. Preoxygenate the patient, if necessary. 

9. Suction the patient. 

10. Remove old dressing. 

11. With sterile gloves on, prepare the tube by placing the obturator inside the tube. 

12. If the tube is cuffed, inflate the cuff, check its integrity and deflate it completely. 

13. Apply the lubricant to the outer cannula, cuff, and protruding portion of the obturator to facilitate 
ease of insertion. 

14. Before removing the tube, the cuff should be completely deflated with a syringe.  This will ensure 
that the cuff passes through the stoma with minimal resistance. 

15. Remove the old trach tube. 

16. Insert the new trach tube. 

17. After the tube is properly in place, remove the obturator, insert the inner cannula and lock it into 
position.  Inflate the cuff, if indicated. 

18. Put on a new trach tube holder and stoma dressing. 

19. Auscultate the patient’s breath sounds to verify tube replacement. 

20. Record the procedure in the patient’s chart. 
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Note: It is recommended that the initial trach change be performed by a Physician, due to possibility 

of bleeding. 

Hazards: 

 If there is redness, bleeding or drainage from the storing, it should be reported to the nurse. 

 Whenever the tube is manipulated, respiratory, cardiovascular and skin parameters should be 
assessed.  Observe respiratory rate, air movement through the tube, breath sounds, tube pulsation, 
coughing and the presence of cyanosis. 

 Have a manual resuscitator available in case of respiratory distress. 
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Subject: 

Sputum Induction (AARC No. 2310 & AARC No. 1150)  
 

Purpose: 

This policy is to instruct on how to extract a sputum sample from the patient by inducing cough or 

performing nasotracheal suctioning. 

Scope:  

 Patients requiring a sputum sample for analyzation by a lab 

 Responsible Staff:  Respiratory Therapist and/or Nurse 

Procedure: 

1. Follow Standard Precautions. 

2. Wash hands and explain procedure to patient after confirming identification using two identifiers. 

3. Inform nurse and obtain fixative, if necessary. 

4. Gather necessary equipment: 
a. Protective face mask and gloves for Respiratory Care Practitioner  
b. Air compressor  
c. Medication nebulizer with mouthpiece or face mask\ 
d. 3cc sterile saline or hypertonic saline 
e. Sterile specimen cup or trap 
f. Suction kit and machine, if necessary 

5. Administer hypertonic or normal saline treatment to patient (See Administration of Aerosol Therapy 
Procedure). 

6. After the treatment is complete, instruct the patient to cough forcefully and expectorate the sputum 
into the specimen cup. 

7. Label the specimen cup with the patient’ name and give the specimen to the nurse. 

8. Record the procedure in the patient’s chart. 

9. If the patient is not able to expectorate, nasotracheal suctioning may be necessary. 

10. Follow the guidelines for nasotracheal suctioning (see Nasotracheal Suctioning Procedure) using an 
in-line specimen trap. 
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Subject: 

Nasotracheal Suctioning 
 

Purpose: 

This policy is to instruct on how to provide an efficient method of clearing the patient’s airway when the 

patient is unable to do it effectively. 

Scope: 

 Patients requiring nasotracheal suction to maintain a patent airway 

 Responsible Staff:  Respiratory Therapist and/or Nurse 

Procedure: 

1. Follow Standard Precautions. 

2. Wash hands and explain the procedure to the patient, confirming patient’s identification using two 
identifiers. 

3. Gather equipment: 
a. Suction machine 
b. Suction kit that includes: 

 Sterile gloves 
 Sterile catheter 
 Sterile basin 

c. Sterile Water 
d. Lubricating jelly 

4. Pre-oxygenate patient 1-2 minutes, prior to suctioning, if necessary. 

5. Turn the vacuum gauge on the suction machine to 80-120 mm Hg (for adults).  Occlude the 
connecting tubing and verify the vacuum pressure. 

6. If possible, place the patient in the semi-fowler’s position or supine with a roll under the shoulders 
to hyper extend the neck. 

7. Lubricate the sterile catheter with the lubricating jelly. 

8. Advance the catheter into the patient’s nostril and down into the trachea. 

9. Withdraw the catheter using a rotating motion applying intermittent suction. 

10. Limit aspiration time to 15 seconds and allow the patient to catch his/her breath between 
suctioning trials. 
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Subject: 

Incentive Spirometry (AARC 2220) 
 

Purpose: 

This policy is to instruct on how to optimize lung inflation, therefore preventing and/or treating 

atelectasis, improving distribution of ventilation and preventing accumulation of secretions. 

Scope: 

 Patients requiring assistance in sustained maximal inspiration therapy 

 Responsible Staff:  Respiratory Therapist and/or Nurse 

Procedure: 

1. Follow Standard Precautions. 

2. Verify Medical order. 

3. Wash hands and explain procedure to patient. 

4. Confirm the patient’s identification using two identifiers. 

5. Gather equipment - incentive spirometer device. 

6. Instruct patient to maintain a tight seal with the mouthpiece. 

7. Encourage patient to inhale maximally and maintain a breath hold at end inspiration. 

8. Caution patient not to hyperventilate and observe for dizziness. 

9. Give patient volume goals and feedback to encourage optimal performance. 

10. Instruct the patient to cough after completing the exercise. 

11. Document the patients progress in the patients’ chart. 
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Subject: 

Oxygen Therapy 
 

Purpose: 

This policy is to instruct on how to treat hypoxemia, decrease work of breathing and decrease 

myocardial work in patients requiring supplemental O2 therapy due to respiratory or cardiac 

insufficiency. 

Procedure: 

1. Follow Standard Precautions. 
2. Verify Medical Doctor order (should include liter flow, type of 02 delivery device). 
3. Wash hands and explain procedure to the patient. 
4. Confirm the patient’s identification from the wristband. 
5. Gather equipment: 

a. 02 source 
b. Oxygen delivery device 
c. Humidifier with sterile water 

6. Connect the humidifier bottle filled with sterile water to the 02 source, making sure all connections 
are tight. 

7. Turn on the 02 source and adjust the flow meter to the prescribed flow. 
8. Verify the flow of 02 at the patient end of the delivery device. 
9. Connect the 02 delivery device to the patient. 
10. Non-rebreather masks should be run at an adequate flow (at least 8 liters) so that the bag doesn’t 

deflate on the maximal inspiration. 
11. Venturi mask flow should be advised as per venturi device indicating desired F102. 
12. Confirm that the flow is appropriate for the O2 delivery device. 

a. Nasal cannula should be run up to 6 LPM 
b.  Simple masks should be run from 5 LPM - 10 LPM 

13. Post No Smoking signs. 
14. Change all disposable equipment weekly or per Institution’s infection control guidelines. 
15. Hazards: 

a. In spontaneous breathing hypoxemic patients with chronic obstructive pulmonary disease, 
oxygen administration may lead to an increased PaC02 

b. Fire hazard is increased in the presence of increased oxygen concentrations 
 

Application: 
 
General Patients: 

1. Any patient having trouble breathing should be sitting straight up to obtain maximal diaphragm 

movement and maximal tidal volume. 

a. Obtain a 02 Saturation to establish the potential 02 deficit. 
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2. Place patient on 02 up to 4lpm.  If patient’s 02 saturation does not improve or if the patient is still 

having trouble breathing place the patient on a simple mask at 6-8 lpm. 

3. If the patient is in severe distress, place the patient on a Non-Rebreather Mask at 10-12 lpm. 

COPD Patients: 

1. Place the patient on a nasal cannula at 2 lpm unless otherwise instructed  by the physician. 

2. Make sure the patient is in a proper sitting position and encourage thepatient to take slow deep 

breaths and practice pursed lip breathing. 

3. Try to keep the patient’s room cool-too much heat can cause shortness of  breath in a COPD patient. 

NOTE: THESE ARE VERY GENERAL GUIDELINES.  EVERY PATIENT NEEDS TO BE ASSESSED 

INDIVIDUALLY TO DETERMINE THEIR OWN OXYGEN REQUIREMENT. 

Delivery Devices: 

Nasal Cannulas: 

 Most commonly used device. 

 Nasal passages must be clear. 

 Mouth breathing does not affect the 02 delivery too much, because the 02 flows into the 

oropharynx. 

 Humidifier bottles may be used-be sure that all connections are tight to avoid leakage. 

 Estimated FiO2: 

o 1LPM = 24% FiO2 

o 2LPM + 28% FiO2 

o 3LPM = 32% FiO2 

o 4LPM = 35% FiO2 

Venti  Masks: 

 Designed to deliver an exact prescribed dose of oxygen (COPD) patients with CO2 retention). 

 By changing the valve or orifice size, the FI02 can be varied.  This is achieved by entraining room air 
through ports at the base of the mask. 

 Venti masks can deliver FI02s like 24%, 28%,31%,35%,40% and 50%. 

 Particularly effective in treating patients when there is a danger of respiratory depression from 
excessive 02 concentrations. 

 Some disadvantages: 
o Feeling of claustrophobia 
o Removal of masks by patients so they can eat or cough 
o  Requires a high flow of oxygen and not practical for home use 

Note: DO NOT RUN VENTIMASKS OFF OF OXYGEN CONCENTRATORS-THEY MUST BE RUN OFF OF 
OXYGEN TANKS. 
Simple 02 Masks: 
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 Delivers approximately 50% 02. 

 Flow must be at least 5-8 LPM so that the patient does not accumulate C0. 
 

NOTE: DO NOT RUN ANY MASKS OF THE OXYGEN CONCENTRATOR-THEY DO NOT PROVIDE ENOUGH 
PRESSURE!  RUN ALL MASKS OFF OF THE OXYGEN TANK. 
 

Non-Rebreather Masks: 

 Has a reservoir bag attached and delivers around 90% 02. 

 Requires a high flow to keep the reservoir bag fully inflated when the patient takes a deep breath 
(10-12 LPM). 

 
NOTE: DO NOT RUN THE MASK OFF OF THE OXYGEN CONCENTRATOR - THEY DO NO PROVIDE 
ENOUGH PRESSURE!  RUN ALL MASKS OFF OF THE OXYGEN TANK. 
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Subject: 

Suctioning an Artificial Airway 
 

Purpose:   

This policy is to instruct on how to maintain a patent airway by removal of obstructing secretions. 

Scope:  

 Patients with retained secretions who are unable to effectively clear their airway 

 Responsible Staff:  Respiratory Therapist and/or Nurse 

Procedure: 

1. Follow Standard Precautions. 

2. Confirm patient’s identification using two identifiers. 

3. Scan the chart for relevant information (cardiovascular stability, nature of secretions being 
aspirated, whether lavaging with saline has been needed). 

4. Wash hands and explain procedure to patient. 

5. Gather equipment 
a. Suction machine 
b. Suction kit that includes: 

 Sterile gloves 
 sterile catheter 
 sterile basin 
 saline vials, if necessary 
 sterile water 

6. Turn the vacuum gauge on the suction machine to 80-120mm hg (for adults) occlude the connecting 
tubing and verify the vacuum pressure. 

7. Position the patient in semi-fowler’s position. 

8. Turn on the 02 source. 

9. Oxygenate the patient for 1-2 minutes, if necessary. 

10. Put the sterile gloves on.  If only one glove is in the kit, place that one on the dominant hand. 

11. Pick up the catheter and moisten the tip by dipping it in the sterile water in the cup. 

12. Insert the suction catheter into the trach tube until resistance is felt.  Pull the catheter back slightly. 

13. Using a rotating movement, slowly withdraw the catheter and apply intermittent vacuum by 
occluding and releasing the suction port with the thumb. 

14. Apply continuous suction only when the catheter is in the tracheal tube. 
 

Note: 

 Aspiration time should not exceed 15 seconds. 

 Rinse the catheter by flushing it with sterile water from the rinse cup. 

 Auscultate the chest.  If the chest is not clear, repeat suctioning procedure. 



 

New Jersey Respiratory Associates | Nurse Competency Program 
 

51 

 If secretions are thick, instill 3-5 ml of sterile saline into tube, and suction. 

 Suction the patient’s oropharynx, if necessary. 

 When suctioning is completed, rinse the suction tubing by suctioning the remaining rinse water 
through it. 

 

Caution: 

 During the entire procedure, assess the patient’s respiratory status, cardiovascular status and skin 
color.  Observe the patient’s respiratory rate, depth of respirations, breath sounds, use of accessory 
muscles, type and amount of secretions.  Report any adverse reactions to the patient’s nurse/and or 
Medical Doctor. 

 Record the amount, color and consistency of the sputum extracted in the patient’s chart. 
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Subject: 

Tracheostomy Care 
 

Purpose: 

This policy is to instruct on how to effectively clean a patient’s tracheostomy and surrounding area to 

reduce the risk of infection and maintain a patent airway. 

Scope: 

 Patients with disposable cannula tracheostomy tubes 

 Responsible Staff:  Respiratory Therapist and/or Nurse 

Overview:  

1. Each resident has a specific trach tube, as ordered by a Physician. 

2. Every trach resident should have a spare back up trach at the bedside for emergency reinsertion. 

3. Tracheostomy tubes have different sizes and styles: 

a. Adult and pediatric 

b. Cuffed and un-cuffed 

c. Fenestrated and non-fenestrated 

d. Disposable inner cannulas and non-disposable inner cannulas. 

e. Different sizes 

f. Different brands 

4. Trach tubes and stoma sites require regular cleaning.  

5. Trach tubes should be changed monthly. 

6. Hazards of tracheostomies: 

a. If there is redness, bleeding, or drainage from stoma, it should be reported to the resident’s 

nurse. 

b. Whenever the tube is manipulated, respiratory, cardiovascular and skin parameters should 

be assessed. 

7. Humidification is necessary for artificial airways. 

8. Suctioning is necessary to insure patent airway. 

Procedure for Changing Disposable Inner Cannula: 

1. Wash hands and explain procedure to the patient. 

2. Confirm the patient’s identification using two identifiers. 

3. Gather equipment: 
o Sterile disposable inner cannula 
o Sterile suction catheter 
o Sterile container 
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o Sterile gloves 
o Sterile water 
o Trach ties 
o Drain sponge 
o Sterile cotton applicators 

4. Put sterile gloves on. 

5. Suction the patient. 

6. Remove the old drain sponge. 

7. Remove the old inner cannula, following the manufacturer’s procedure.  For Shiley disposable inner 
cannulas, squeeze the tabs on the connector until both snaps clear the ridge on the outer cannula 
and withdraw slowly. 

8. Dispose of the old inner cannula. 

9. Moisten the new inner cannula with sterile water or saline. This will facilitate easier insertion. 

10. Insert the new inner cannula gently and lock into place. 

11. Pour hydrogen peroxide and sterile water into separate basins. 

12. Using aseptic technique, cleanse the stoma site with the hydrogen peroxide, rinse with sterile water 
and dry it with a sterile 4x4 dressing. 

13. Replace the old trach ties if needed. 

14. Place a new drain sponge on patient. 
 

Hazards: 

 If there is redness, bleeding or drainage from the stoma, it should be reported to the nurse. 

 Whenever the tube is manipulated, respiratory, cardiovascular and skin parameters should be 

assessed.  Observe respiratory rate, air movement through the tube, breath sounds, tube pulsation, 

coughing and the presence of cyanosis. 

 Have a manual resuscitator available in case of respiratory distress. 

Note:  It is recommended infection control practice that trach care be performed on each shift 
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Subject: 

IPPB Therapy (AARC #2320) 
 

Purpose: 

This policy is to instruct on how to deliver a mechanically assisted breath to increase inspiratory 

capacity, promote cough effectiveness and deliver aerosolized medications. 

Scope: 

 Patients unable to take deep breaths without mechanical assistance 

 Responsible Staff:  Respiratory Therapist and/or Nurse 

Procedure: 

1. Follow Standard Precautions. 

2. Verify Medical Order (should include medication type and dosage, IPPB pressure). 

3. Wash hands and explain procedure to the patient. 

4. Confirm the patient’s identification using two identifiers. 

5. Gather equipment: 
a. Bennett AP-5 (or similar) ventilator 
b. IPPB circuit 
c. Medication as prescribed by Physician 

6. Both control knobs should be turned completely off. 

7. Attach IPPB circuit to machine. 

8. Occlude the patient end of the circuit and dial up the pressure knob until the prescribed pressure is 
displayed on the pressure gauge at end inspiration. 

9. Add medication to nebulizer chamber and turn up nebulization control until an adequate mist can 
be visualized. 

10. Take pre-treatment pulse rates and respiratory rates. 

11. Auscultate breath sounds. 

12. Have patient sit as high up as possible. 

13. Instruct the patient to create a tight seal around the mouth piece. 

14. Instruct the patient to inhale fully, then exhale after maximum inhalation. 

15. Monitor patient for adverse reactions during and after the treatment - discontinue the treatment, if 
necessary and contact the patient’s nurse. 

16. Instruct the patient to cough after the treatment. 

17. Document the treatment, including all of the following: 
a. Method of delivery 
b. Type and dosage of medication 
c. IPPB pressure 
d. Pulse rate, respiratory, rate and breath sounds 
e. Cough - sputum production, color, consistency and amount 
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f. Patients tolerance of treatment 
g. Occurrence of any adverse events and the actions taken 

18. Rinse nebulizer and mouthpiece with hot water, pat dry with paper towel. 

19. Replace IPPB circuit once a week. 
 

Contraindications: 
 Tachycardia - cardiac rate        > 140 

 Tachypnea   - respiratory rate  >   40 

Hazards 
 Tachycardia - an increase of 20% from pre-baseline cardiac rate 

 Bronchospasm in patients with hyper-reactive airways 

 Nausea 

 Palpitations and increased tremor 

 Hyperventilation and/or dizziness 
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Subject: 

Metered Dose Inhaler (AARC No. 2420 & AARC No. 2410) 
 

Purpose: 

This policy is to instruct on how to deliver aerosolized medications to the lower airways via MDI. 

Scope: 

 Patients requiring pulmonary medication to improve pulmonary airflow, decrease bronchospasm 

and facilitate secretion removal.  Patients must be alert and able to perform procedure 

 Responsible Staff:  Respiratory Therapist and/or Nurse 

Procedure: 

1. Verify Medical Order. 

2. Confirm patient’s identification using two identifiers. 

3. Wash hands and explain procedure to patient. 

4. Gather equipment: 
o Metered dose medicine canister 
o Spacer, if ordered 

5. Position the patient (unless clinically contraindicated, all patients should be in the highest sitting 
position tolerated). 

6. Take pre-treatment pulse rates and respiratory rates. 

7. Auscultate breath sounds. 

8. Instruct patient on the appropriate technique: 
o Shake the metered dose canister and connect it to the spacer assembly 
o Patient should exhale to a maximal expiratory level 
o Depress the canister 
o Place mouthpiece in the patient’s mouth or 1-2 inches in front of the mouth.  
o Have the patient begin breathing in slowly through the mouthpiece 
o Have patient continue to inhale to a maximal inspiration, hold the breath for 5-10 seconds, 

then exhale, slowly through pursed lips 
o Wait one minute between puffs 

9. Monitor the patient for adverse reactions during and after the treatment.  Discontinue the 
treatment, if necessary and contact the patient’s nurse (see adverse reactions). 

10. Instruct the patient to cough after the treatment . 

11. Document the treatment including all of the following: 
o Method of delivery 
o Pulse rate, respiratory rate and breath sounds 
o Cough and sputum production: color, consistency and amount 
o Patient’s tolerance of treatment 
o Occurrence of any adverse events and the actions taken 

12. Clean spacer device as per manufacturer’s instruction. 
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Contraindications: 

 Patients unable to follow directions and maintain an inspiratory hold of 5 seconds 

 Tachycardia - cardiac rate      >140 

 Tachypnea - Respiratory rate > 40 

 Nausea 

 Recent Myocardial Infarction 

Hazards: 

 Tachycardia - an increase of 20% from pre-baseline cardiac rate 

 Bronchospasm in patients with hyper-reactive airways 

 Nausea/vomiting 

 Palpitations and increased tremor 

 Hyperventilation and/or dizziness 
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Subject: 

Pulse Oximetry- Spot Check 
 

Purpose: 

This policy is to instruct on how to provide estimates of the patient’s arterial oxyhemoglobin by utilizing 

selected wavelengths of light to determine Sp02 for patients requiring non-invasive estimate of arterial 

oxyhemoglobin saturation (Sp02). 

Procedure: 

1. Verify MD order. 
2. Wash hands and explain procedure to patient.  Confirm patient’s identification by wristband 
3. Gather necessary equipment: 

a. Pulse oximeter 
b. Clean probe 

4. Clean the patient’s finger with an alcohol pad. 
5. Place pulse oximeter probe on the patients finger with the lighted side of the probe on the nailbed 

surface. (DO NOT squeeze the probe on the patient’s finger as tissue injury and or poor reading will 
occur). 

6. Observe the strength of the wavelength on the pulse oximeter (if available) to verify stability of the 
reading. 

7. Manually palpate the patient’s pulse to verify the pulse rate displayed on the pulse oximeter. 
8. Observe the patient’s Sp02 reading for several minutes.  If an inadequate reading is obtained, select 

another finger 
9. When a disparity exists between the Sp02 reading and the clinical presentation of the patient, 

possible causes should be explored before results are reported. 
10. Factors or situations that may affect readings: 

a. Motion artifact 
b. Abnormal hemoglobin 
c. Low perfusion states 
d. Nail polish 
e. Exposure of probe to ambient light 

11. Record Sp02 in patient’s chart along with what Fi02 the patient was on. 
12. *If the patient is taken off of oxygen to perform the procedure, observe the patient for signs of 

cyanosis, respiratory distress, and shortness of breath, tachycardia or apnea. 
13. Record the results on an ABG slip that is to be turned in to the NJRA office. 
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Subject: 

Pulse Oximetry- Ongoing Monitoring 
 

Purpose: 

This policy is to instruct on how to provide estimates of the patient’s arterial oxyhemoglobin by utilizing 

selected wavelengths of light to determine Sp02 for patients requiring non-invasive estimate of arterial 

oxyhemoglobin saturation (Sp02). 

Procedure: 

1. Verify MD order. 
2. Wash hands and explain procedure to patient.  Confirm patients identification by wristband 
3. Gather necessary equipment: 

a.  Pulse oximeter 
b. Clean probe 

4. Clean the patient’s finger with an alcohol pad. 
5. Place pulse oximeter probe on the patient’s finger with the lighted side of the probe on the nailbed 

surface. (DO NOT squeeze the probe on the patient’s finger as tissue injury and or poor reading will 
occur). 

6. Observe the strength of the wavelength on the pulse oximeter (if available) to verify stability of the 
reading. 

7. Manually palpate the patient’s pulse to verify the pulse rate displayed on the pulse oximeter. 
8. Observe the patient’s Sp02 reading for several minutes.  If an inadequate reading is obtained, select 

another finger. 
9. When a disparity exists between the Sp02 reading and the clinical presentation of the patient, 

possible causes should be explored before results are reported. 
10. Factors or situations that may affect readings: 

a. Motion artifact 
b. Abnormal hemoglobin 
c. Low perfusion states 
d. Nail polish 
e. Exposure of probe to ambient light 

11. Record Sp02 in patient’s chart along with what Fi02 the patient was on. 
 

NOTE: If the patient is taken off of oxygen to perform the procedure, observe the patient for signs of 
cyanosis, respiratory distress, shortness of breath, tachycardia or apnea.  
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Subject: 

Use of manual resuscitator 
 

Purpose: 

This policy is to instruct on how to manually ventilate a patient without sufficient ventilator effort for 

patients requiring assistance in breathing. 

Procedure: 

1. Follow Standard Precautions. 
2. Wash hands. 
3. Confirm the patient’s identification from the wristband. 
4. Gather equipment 

a. Manual resuscitator with mask 
b. Oropharyngeal airway 
c. Flow meter 

d. 02 connecting tubing 
e. Oxygen source 
f. Nipple adapter 

5. Connect flow meter to the oxygen source. 
6. Connect the nipple adapter to the flow meter. 
7. Connect one end of the oxygen tubing to the nipple adapter and the other end to the manual 

resuscitator. 
8. Adjust the flow meter to the maximum flow rate (flush). 
9. Properly hyperextend the neck to avoid airway obstruction. 
10. Remove any pillows from under the head. 
11. A non-trached patient: 

a. Connect the mask to the resuscitator 
b. Insert an oral pharyngeal airway 
c. Place the mask over the nose and mouth-ensure a tight seal against the patient’s face 

12. A trached patient: 
a. Connect the elbow of the manual resuscitator directly to the patient’s trach tube 
b. Make sure that the cuff is properly inflated 

13. Compress the bag at a rate of 10-12 ventilation per minute. 
14. Auscultate breath sounds bilaterally to verify adequate ventilation. 
15. Suction the patient’s airway, if needed. 
16. Continue ventilating the patient until the patient can breathe on his own or is placed on a 

mechanical ventilator. 
 

Hazards: 
 

 Gastric distention is caused by insufflation pressures opening the esophagus.  Suction immediately, 
if the patient vomits. 

 Patient ventilation can be compromised by an improper fitting mask or inadequate compression of 
the manual resuscitator bag. 

 Equipment malfunction - It is essential that the equipment be properly assembled and tested before 
being applied to the patient. 
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Subject: 

Power outages 
 

Purpose: 

This policy is to instruct on how to ensure the correct and safe delivery of oxygen in the event of a 

power outage. 

Procedure: 

1. In the event of a power outage facilities should and plug oxygen concentrator devices into outlets 
that are powered off of the emergency generator.  

2. If any resident is unable to connect to the emergency generator they should be given a oxygen 
cylinder to use.  

3. The facility manager should then contact they oxygen cylinder supplier to notify that they will need 
additional e-tanks to get through the power outage.  

4. In case of a patient emergency, calling 911 is always the safest option.  
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Appendix 1: Tracheostomy Care Educational Booklet 
 

 

The following is an excerpt from RN.com’s Update on Tracheostomy Care course booklet. 
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Appendix 2: Respiratory Suctioning Educational Booklet 
 

 

The following is an excerpt from Nursing Times’ Practical Procedures Manual on tracheostomy 

suctioning procedures 
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Respiratory Competency Checklist 
 

Facility: ______________________________________ Instructor: ___________________________________ 

Employee: ___________________________________ Date: _______________________________________ 

 

Respiratory Competency Topic: 

1. Oxygen Concentrators 

 Demonstrate:   
  Proper placement of machine 

 How to turn machine on 

 How to adjust flow control knob 

 Alarm Function 

 How/when to clean filter 

 How to care for cabinet 

 How to attach humidifier 

 How to analyze O2 and check liter flow 

 

 Explain:   
  Indications for oxygen therapy 

 Devices used with oxygen concentrators 

 Safety precautions/ electrical hazards  

2. Oxygen Cylinders 

 Demonstrate:   
  Set up all oxygen devices on resident 

 Set up of humidifier bottle 

 How to change regulator on O2 cylinders 

 How to read gauges 

 

 Explain:   
  Safe storage of O2 cylinders  Safe handling of O2 cylinders  

3. PAP Machines 

 Demonstrate:   
  How to set up PAP on resident 

 Proper set up with humidification 

 Proper set up with oxygen 

 Circuit changes 

 Proper cleaning of mask and headgear 

 Setting changes IPAP/EPAP/Mode/Rate 

 

 Explain:   
  Indication of PAP  Need for humidification  

4. Medication Nebulizers 

 Demonstrate:   
  Assembling medication nebulizer 

 Administration of treatment to residents 

 Assessment of resident during treatment 

 Changing neb filter 

 

 Explain:   
  Indications of aerosol medications 

 How bronchodilators work 

 Hazards of administrating medications 

 Troubleshooting compressor 

 Infection control for equipment & supplies 

 

5. Oxygen Therapy 

 Demonstrate:  
  FiO2 concentration deliver methods and adequate liter for:  

 o Nasal cannula, venturi mask, simple mask, & non-rebreather mask  
 Explain:   
  The danger of high concentrations of oxygen with residents with known history of COPD 

 Which devices can only be used with oxygen tanks 
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Respiratory Competency Topic: 

 Emergency application of oxygen 

6. Pulse Oximetry 

 Demonstrate:   
  How to turn oximeter on and off 

 Placement of finger probe 

 Proper cleaning techniques for probe 

 How to read results 

 

 Explain:   
  Things that affect readings 

 Normal ranges for pulse oximetry 

 Infection control  

7. Tracheostomy Care 

 Demonstrate:   
  Proper equipment needed 

 Changing the inner cannula 

 Inspection and cleaning of stoma site 

 Adjusting trach collar properly 

 

 Explain:   
  Different types and sizes of trach tubes 

 Hazards of performing trach care 

 Abnormal conditions of trach to report to 
physician 

 

8. Respiratory Suctioning 

 Demonstrate:   
  Sterile technique for suctioning 

 Resident assessment during suctioning 

 Proper placement of machine 

 How to adjust suction pressure 

 Assembly of suction circuitry  

 How to clean equipment 

 

 Explain:   
  Different types of suction catheters 

 Indications for suction machine 

 Safety precautions/electrical hazards 

 Infection control 

 

9. High Flow Oxygen Therapy 

 Demonstrate:   

  How to set up of Airvo on resident 

 Setting changes 

 Circuit changes 

 Cleaning process 

 

 Explain:   
  Definition of high flow 

 Indications 

 Contraindications  

    
    

 

I hereby acknowledge this competency review was completed. 

Employee Signature: _____________________________________________ Date: _____________ 

Instructor Signature: _____________________________________________ Date: _____________ 
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