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Welcome to CJTH Inpatient Services 

Welcome to the Inpatient Services Flight! For some of you, this is your 

first time working inpatient. This book is meant to help acclimate you to 

the floor and “Foot Stomp” on some of the more important items when 

it comes to working in a ward.  

How to Map Your “Z” Drive 
In the event you are not mapped to the “Z” drive, using the search bar 

in the lower left side of the screen, type “this computer” and click the 

icon on the top of the search pop up. Now click the “computer” button 

at the top of the pop up, then click on the “Map Network” button on 

the drop down. Another screen will pop up with a drop down that has 

letters and a text bar. Make sure you select the letter “Z” in the drop 

down and type *without brackets* (\\BRMA7AFGN020), then click 

finish. You should now be mapped to the “Z” drive.  

How to Map Printer 
To map the main printer in the ICW type “run” in the search bar at the 

bottom left corner of the screen. In the pop up type “ \\10.200.161.3 ” 

and press enter. Now double click on icon named “ICW Printer,” which 

will map you to that printer. 

To map the main printer in the ICU type “run” in the search bar at the 

bottom left corner of the screen. In the pop up type “ \\10.200.161.3 ” 

and press enter. Now double click on icon named “ICU Printer,” which 

will map you to that printer. 

Locating Forms 
All the forms for the ICW and ICU are located on the “Z” drive. To find 

the forms, first click on the folder at the bottom of the screen, then 

locate the “Z” drive on the left side of the screen under the name “455 

EMDG.” Click on “455 EMDG ALL” next locate the folder named “CJTH 

Forms,” then click “current versions by clinical section” and click ICW or 

ICU. Here you should find all the forms needed for the ICW or ICU.  

file://///BRMA7AFGN020
file://///10.200.161.3
file://///10.200.161.3
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AF Form 3914 (ICW Flowsheet) 
The main form being used by the technician in the ICW will be the AF 
Form 3914 flow sheet. The next section should help you familiarize 
yourself with the form along with the importance of “I’s & O’s” and how 
to set up a new form for the next shift.  

AF Form 3914 (ICW Flowsheet) Page 1  

The first page of the 3914 is where the patient’s DX, category, date, 

identifying sticker, and IV information is located. The DX, category and 

date are on the lower left corner of the page. Refer to the category 

chart below to determine the appropriate number for the patient: 

1 American Forces/Coalition Forces   

2 Afghan Forces: ANA/ANP/Charlie Guardians (CG) 

3 Civilian Contractors/Federal, Gov’t Agents/ DOD Civilians   

4 Local Nationals  

5 Enemy Of Peace/Detainees  

6 Tourists   

Located in the upper right corner of the page is the patient IV 

information, which consists of the IV site number, the date the IV was 

placed, the location of the IV (i.e. left forearm, right ac etc.), the gauge 

of the catheter, the time you checked the IV (usually at the beginning of 

your shift), and the activity of the IV, i. e. site assessed, site care, D/C’d, 

etc. There is a chart below the IV section that shows the correct codes 

to use for documentation of the IV activity.  

The left side of the front page is based on the activity of daily living, 

“ADL’s,” which is based on the patients DX and the orders from the 

provider. Get with your nurse to make sure they have the correct ADL’s 

documented, along with checking if the patient has any allergies, has 

the correct patient identifying bracelet on, needs SCD’s, etc. The middle 

section of the front page also includes treatments and equipment used 

by the patient. Initial next to the applicable tx/equip. If you are unsure 

what should be acknowledged, get with your nurse and review the 

orders. 
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AF Form 3914 (ICW Flowsheet) 

Page 1 
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AF Form 3914 (ICW Flowsheet) 

Page 2 
The second page is arguably the most important page of the AF3914, 

the In’s and Out’s page (I’s & O’s). On the left side of the page is the 

patients In’s (I’s) whether it be orally, via NG tube/dobhoff, various 

flushes and line flushes (i.e. JP flush, pigtail flush, NG flush etc.) or 

intravenously. When documenting oral intake (the furthest left column 

labeled oral) ensure that you’re documenting the time the patient 

intakes the substance, what the substance is (H20, Gatorade, Juice etc.) 

and the amount consumed. Dobhoff and NG feeds are also documented 

in this section. Document your Jevity amount when clearing the 

Kangaroo pump. Refer to page #35-36 for how to set up and clear feed 

pumps. 

Intake 
The next column is for IV intake. This is where you will document the 

time the solution is started, the site that the solution is running into, the 

rate it is running at, what the solution is (i.e. normal saline, LR, KCL, and 

antibiotics) and how much was absorbed when you clear the pump. 

Make sure that you record specific names for antibiotics and if you‘re 

unsure what is running, consult your nurse or the patient’s MAR with 

the assistance of the nurse. When you’re clearing a pump, ensure that 

you check both the primary and secondary setting to document 

everything that was infused. Refer to page #33 for how to set and clear 

pumps.  
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AF Form 3914 (ICW Flowsheet) Page 2  

Intake 
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Output 
On the right side of the second page is where the patients’ outputs will 

be documented. Notice on the form there is a place for time and urine 

but also several blank spaces. The blanks are there so drains and other 

outputs can be added to the page. (i.e. JP drains, NG tube to suction, 

chest tubes, wound vacs, bowel movements, emesis, etc.) *Honestly, 

anything that comes out of the patient needs to be accounted for in 

some way.* Similar to I’s, the O’s have a spot for time and amount. 

Make sure you document what the fluid was in the correctly labeled 

column along with the time. If a patient has a foley and the output is 

documented under the “Urine” column, write foley inside the same box. 

If the foley is then d/c’d, label another column urine and document 

spontaneous urine under the newly labeled column.  

In the event your patient has a wound vac or NG to suction, document 

how much is put out each time you check on the patient and then mark 

on the canister in some way. You can use a permanent marker or a 

piece of tape to mark how much was put out. Write the time you 

documented the output on the chart and the canister, so the next shift 

knows where to start measuring. Not doing so can affect your patient’s 

health or make them go through unnecessary procedures due to 

inaccurate output charting.  

Transcribing for the next day I’s & O’s 
Chart change over happens at 0600 every day, which is where you start 

a new sheet for your patients. This includes the first page being 

transcribed on the new sheet, such as IV activity, the patients DX, 

category and a new sticker. For I’s & O’s the totals are calculated for the 

entire day. The oral intake has its own total as does IV intake. The totals 

of both intakes are then totaled and put on the new sheet near the 

bottom of the page labeled “Previous 24 Total.” The same process 

should be done with the outputs; the totals are added up and put in the 

output box under “Previous 24 Total.” If the patient has a bowel 

movement, it is usually document as “x1” under the BM box you’ve 

labeled.  
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AF Form 3914 (ICW Flowsheet) Page 2 

Output 
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Vitals  
The table at the top of the third page is for vital signs. *Pretty self-

explanatory here. Do it at the correct time and don’t pencil whip 

vitals!! That can hurt your patient!!* If the patient’s vitals are out of 

range make sure you tell your nurse ASAP and document in the same 

vitals line that the nurse was notified with either “NN” or Nurse Notified 

in a section that isn’t being used! See the chart below for out of range 

vitals: 

 

 

Neurological and Neurovascular Checks  
Neurological Checks are performed for patients that need an 

assessment on their level of consciousness (LOC). *Could be due to a 

traumatic brain injury (TBI)* or post-surgery anesthesia care. The 

section to the bottom left of the page under the vitals section is for 

neurological checks. This consists of the Glascow Coma Scale (GCS), 

reflex assessment, limb movements (for awake patients) and pupil 

activity. *If your patient has an injured extremity please don’t make 

your patient move it, this may cause them to further injure themselves 

and cause unnecessary pain to the limb.* The ranges for each section 

of the neurological check are on the left side of the page. If you need 

more clarification or assistance with the neurological checks consult 

your nurse. *If your patient is Afghan and does not understand what 

you’re asking them to do, please use the translator. Do not incorrectly 

document on the patient due to a miscommunication.* 

Neurovascular checks are usually needed for patients that have recently 

had surgery, and you need to assess their level of sensation, movement, 

color, temp, pulses and cap refill in the affected limb(s). Verify with your 

nurse what limb(s) are to be assessed. The Neurovasc section is at the 

bottom right of the page and the assessment ranges are to the right of 

the Neurovasc section. If you need help performing your check, consult 

your nurse.  

Temp> 101.5 Heart Rate <60/>120 

Resp <10/>25 SBP<90/>160 

UOP <30ml/hr Sa02 <92% 
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*USE COMMON SENSE WHEN PERFORMING YOUR CHECKS. VERFIY IF 

YOUR PATIENT NEEDS NEUROLOGICAL OR NERUOVASCULAR CHECKS, 

AND PERFORM THE CORRECT ASSESSMENT ON YOUR PATIENT!!* 

AF Form 3914 (ICW Flowsheet) Page 3 

*Page 4 is not used unless TC2GUI is down. It is only used by the nurse* 
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Patient Care Daily Record (ICU Flowsheet)  
The main form being used by the technician in the ICU will be the CJTH 

ICU Patient Care Daily Record. The next section should help you 

familiarize yourself with the form along with the importance of “I’s & 

O’s” and how to set up a new form for the next day. 

Patient Care Daily Record (ICU Flowsheet)  

Page 1 

The first page of the Daily Record is where the patient’s DX, date, 

identifying sticker, vascular checks, neuro checks, IV, incisions, wounds, 

drains, and tubes information is located.  

Located on the top of the form is the patient identifying sticker, date 

and DX.  You will then see vascular checks and neuro checks. Often 

times, this is done by the nurses.  

For the activities, you will check mark the hour box when each activity is 

completed (i. e. oral care, bath, pericare).  

Towards the bottom of the page is where IVs and other lines the patient 

may have is documented. You will fill out the type of line (i.e. IV, central 

line, arterial line), the location of the line (i.e. left forearm, right AC, left 

IJ, subclavian, right radial etc.), and the date of the dressing. Under this 

is where we document incisions, wounds, and tubes. You will write the 

location, dressing date, and any comments. On the patient diagram, you 

will mark in where all lines, incisions, wounds, and tubes are placed.  
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Patient Care Daily Record (ICU Flowsheet) 

 Page 1 
 

 

Neurological Checks are performed for patients that need an 

assessment on their level of consciousness (LOC) *Could be due to a 

traumatic brain injury (TBI)* or post-surgery anesthesia care. The 

section to the bottom left of the page under the vitals section is for 

neurological checks. This consists of the Glascow Coma Scale (GCS), 

reflex assessment, limb movements (for awake patients) and pupil 

activity. *If your patient has an injured extremity please don’t make 

your patient move it, this may cause them to further injure themselves 
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and cause unnecessary pain to the limb.* The ranges for each section 

of the neurological check are on the left side of the page. If you need 

more clarification or assistance with the neurological checks, consult 

your nurse. *If your patient is Afghan and does not understand what 

you’re asking them to do, please use the translator. Do not incorrectly 

document on the patient due to a miscommunication.* 

Neurovascular checks are usually needed for patients that have recently 

had surgery and you need to assess their level of sensation, movement, 

color, temp, pulses and cap refill in the affected limb(s). Verify with your 

nurse what limb(s) are to be assessed. The Neurovasc section is at the 

bottom right of the page, and the assessment ranges are to the right of 

the Neurovasc section. If you need help performing your check, consult 

your nurse.  

*USE COMMON SENSE WHEN PERFORMING YOUR CHECKS. VERFIY IF 

YOUR PATIENT NEEDS NEUROLOGICAL OR NERUOVASCULAR CHECKS, 

AND PERFORM THE CORRECT ASSESSMENT ON YOUR PATIENT!!* 

The inside pages are the technician’s main priority, which include the 

vitals and In’s and Out’s page (I’s & O’s).  
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Patient Care Daily Record (ICU Flowsheet) 
Page 2 

Vitals 

 

 

Most patients in the ICU will need to have their vital signs checked every 

hour. Vitals to be completed are temperature, heart rate, blood 

pressure (cuff and arterial line if available), MAP (Mean Arterial 

Pressure, this will be the number in parentheses after the BP), CVP 

(Central Venous Pressure, if required), ICP/CPP (Intracranial 

Pressure/Cerebral Perfusion Pressure, if required), respiratory rate, 

SpO2, ETCO2 (if required), respiratory mode (room air, nasal cannula, 

SIMV, ACVC, etc.), FiO2 (10L, 50%, etc.), vent rate/pt rate (if vented), 

PEEP/PS (PEEP/pressure support, if vented), and TV (tidal volume, if 

vented). Refer to page #38 for ventilator settings.  

Abnormal ranges for vitals are below, however, realize in the ICU many 

vital signs will be “off”. Ensure your nurse is aware the first time you 

note the abnormal vitals. 

 

 

 

 

Temp> 101.5 Heart Rate <60/>120 

Resp <10/>25 SBP<90/>160 

UOP <30ml/hr Sa02 <92% 
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Tx/Labs 
 

 

In this box, technicians will document what labs are due under each 

time. In addition, document if the blood sugar is due and the results 

from that blood sugar. 

Drug Infusion 
In the drug infusion box, drips will 

be documented for any medication 

that the nurse will hang 

continuously. You must add all 

drips hanging into this section. 

Common medications that will be 

seen in the drips section include 

Propofol, Vasopressin, Levophed, 

Fentanyl, etc. In this section, 

document the units/h, mcg/h etc. 

This number is the smaller number 

on the IV pump. It is seen under 

the rate. 

 

 

Intake/Output 
For documenting both input and output, document the total for that 

hour over the continuous total for the day. The Daily Care Record begins 

at 0600 and covers 24 hours. For example, if a patient has 100ml 

running for maintenance fluid every hour since the beginning of the 

sheet, at 1000, it should read 100/500.  



Page | 18 
 

Intake 

 

The next column is for IV/oral intake. MIVF is the first box. This is the 

maintenance fluid such as NS or LR. Be aware that this could change 

based on the doctor’s orders.  

The next box is IVPB, which is the piggyback medications. Any antibiotic, 

potassium, magnesium or any other common replacements are 

recorded under this section. 

Following the IVPB box is Oral/TF.  If a patient is drinking fluids, circle 

oral and document AFTER the drink is complete. If the patient is 

receiving tube feeds, circle TF and document the rate. If a patient is 

receiving tube feeds and is able to drink, circle one and add the other in 

an open box under intake.  

The next box is flushes, which is used for tube feeds or meds through a 

feeding tube. Document the hour it was flushed and how many mls 

were flushed.  

Meal % is a guess to the amount of food the patient ate if they are 

eating regular foods.  

In the empty boxes, you will add any drips previously listed. In this 

section you will document the amount being infused. For example, Nitro 

will run at 10 mcg/h and will be at a rate of 3ml an hour. 

TPN is the only IV intake that should be listed separately under the 

intake, but will NOT be written under drips.  

When you’re clearing an IV pump, ensure that you check both the 

primary and secondary setting to document everything that was 

infused. Refer to page #33 for how to clear pumps and how to set 

pumps. Refer to pages #35-36 for how to set up and clear kangaroo 

pumps. 
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Output 
 

 

Outputs are left as empty boxes. Document all outputs the patient may 

have (foley, urine, NG/OG to suction, chest tube, wound vac, JP drain, 

EVD, etc.). In the event your patient has a wound vac or NG to suction, 

document only when you reach a solid number on the canister and use 

a permanent marker to mark when you last accounted for this. Not 

doing so can affect your patient’s health or make them go through 

unnecessary procedures due to inaccurate output charting.  

Transcribing for the next day I’s & O’s 

Chart change over happens at 0600 every day, which is where you start 
a new sheet for your patients. This includes the first page being 
transcribed on the new sheet, such as IV activity, the patients DX, 
category, and a new sticker. If a patient has every 6 hour labs, when 
creating the new sheet, labs should be written throughout the pages in 
the Tx/Labs section. This ensures no labs are missed and are completed 
on time. 

Central Monitoring (ICU) 
The monitors used at CJTH are the Philips Intellivue MP40. All monitors 

have one brick, similar to the one shown. The red circle input, labeled 

press, will be pressure cords; the brown temp will be for the core temp; 

the red circle labeled NBP is for blood pressure; the blue labeled SpO2 is 

for pulse ox; and the white labeled ECG/Resp is for telemetry 

monitoring. Additional bricks may be required for more complicated 

patients. If you need to add another brick or change the pressure 
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monitoring from arterial line 

to CVP or vice versa, it takes a 

little bit of navigating. Use 

your dial and go to the icon  

circled below. Click the knob 

to select. This will allow you to 

activate the pressure cable 

connected or change it if it is 

set to anything other than 

what you need. After this, you 

will need to zero the line. 

Zeroing an Arterial Line 
 

To zero an arterial line, the 

first thing is to ensure the 

transducer (generally on 

the patient’s arm) is level 

with the heart. Next, turn 

the stop cock off to the 

patient (down) and twist 

off the cap. This is turned 

off to the patient (down) 

to ensure the monitor is 

being zeroed to 

atmosphere. After the cap 

is off, scroll over to zero 

on the bottom of the monitor and click zero. After two beeps the 

monitor should say “last zeroed at TIME.”  Next, put the cap back on, 

and turn the stopcock to the side (should be facing the cap you 

previously removed). After this is done, a sharp wave form should 

appear on the monitor.  
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Drains 
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Types of Drains  
Being in the inpatient unit, you will encounter several types of drains 

with your patients. This section will attempt to cover the most common 

types of drains, as well as how to properly drain, change, or set up while 

documenting the proper output.  

JP Drains 
The Jackson-Pratt Drain (JP Drain) is one of the more common drains 

you will see on the floor. It uses suction from the attached bulb to pull 

fluid from the wound. When documenting the output for this drain, 

make sure you have a specific section labeled (JP) on your I’s & O’s 

sheet. Before emptying the drain make sure you have a specimen cup 

handy to accurately measure the amount of drainage in the bulb; 

release the stopper on top of the bulb and place on the edge of the 

specimen cup. Now squeeze the contents into the cup and set aside. To 

seal the bulb, squeeze as much air as 

you can from the bulb, and replace the 

stopper. The bulb will not inflate, but 

instead, start to fill with fluid again; 

though depending on the amount of 

drainage, it may not refill immediately. 

Be careful not to pull too hard on the 

bulb or tubing as it may not be sutured 

in place, and you may pull it out of the 

patient. Occasionally, “stripping” of the 

line may be needed to ensure the line flows properly. To strip the line, 

take a length of tubing in your non-dominate hand between your 

pointer finger and thumb as close to the wound site as possible and 

secure tightly. With your dominate hand, use an alcohol pad to run the 

pad down the line towards the bulb with a small amount of force. Make 

sure that your non-dominate hand is securing the line to the patient as 

to not pull it out of the patient. Don’t worry if you don’t see too much 

go into the bulb. The main purpose is to break up any clots that may be 

forming in the line.  If you need assistance with emptying or resealing 

the bulb, consult your nurse.  Make sure to empty and record at the 

same time as vital signs.  
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Wound Vacs  
Wound Vacs are used to aid in the healing process by the use of suction. 

Suction pulls away excess fluids as well as helping new tissue form over 

the wound, decreasing the amount of time needed for healing. The 

primary wound vac at CJTH is the “InfoV.A.C.” which uses a large 

canister on the side of the machine to collect excess fluid. When 

measuring the output, make sure you place the wound vac on a level 

surface *Do not measure it any other way. If it is not on a flat and level 

surface, do not try to line the fluid up with one of the lines on the side 

of the canister while holding the canister, as this will skew the output 

and give an incorrect reading.* Mark the level with either a permanent 

marker or piece of tape along with the time you’re measuring where the 

fluid stops. There will be black lines on the side of the canister with 

numbers in increments of 50ml’s to assist you in determining the 

amount of output. Make sure to record and mark the container at the 
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same time vital signs are completed in the column marked for the 

wound vac (WV).  

Basic Troubleshooting For InfoVAC 
When the wound vac is experiencing an error, it will beep and have a 

pop up on the touch screen in a yellow box. One of the most common 

errors is a low battery. In the event your pump has a low battery, locate 

a power cord and plug it into the charging power located on the back 

side of the pump to the bottom left, if the touch screen is facing you. On 

the charging cord, you will notice a small white arrow; make sure the 

arrow is in the upward position when plugging it in the machine. If done 

correctly, a light above the cord, on the machine, will light up green or 

yellow, and the screen will show a plug underneath the battery. Now 

the machine is charging. Keep the wound vac plugged in whenever 
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possible and avoid extended periods of time with it unplugged to 

prevent loss of suction. 

In the event of a possible blockage, the machine will beep and have a 

yellow pop up on the touch screen indicating there is a blockage. Start 

checking the line from the machine to the patient, and make sure that 

the tubing is hooked up correctly, as well as making sure none of the 

clamps on the tubing are clamped off or kinked. Notify your nurse if the 

aforementioned steps do not fix the error, as there may be a clot in the 

tubing or the lily pad attached to the patient.  

The next most common error is a loss of suction. The error will present 

itself in the same way the last 2 have, with beeping and a pop up on the 

screen stating a loss of suction or pressure. Check your tubing from the 

machine to the patient, ensuring that all lines are correctly connected. If 

the lines are good, notify your nurse as the next step you’ll want to 

check is the patient’s dressing seal. You will assess around the wound 

site for any obvious openings in the dressing, while also listening for 

sounds of an air leak. If you find a leak let your nurse know so the leak 

can either be sealed by you and your nurse or if not fixed by 

troubleshooting please call surgeon to reapply the dressing.  Do not just 

turn off or hook to wall suction. 

Nasogastric Tube  
A nasogastric tube (NG tube) is a tube going from the nose to the 

stomach and is usually hooked up to continuous suction, but can also be 

used for feeding as well as administering medications. (Meds through 

the NG will usually be done by the nurse.) When setting up to suction, 

verify the order with your nurse to make sure the suction is at the 

appropriate intensity/continuous vs. intermittent. When measuring the 

amount of output in the canister, similarly to the wound vac, use a 

permanent marker or a piece of tape where the fluid ends along with 

the time you measured. If you notice any abnormal output (ie bright red 

flood, tube feeds) in the canister, notify your nurse. Ensure correct 

placement of the NG tube initially via X-Ray, this should be ordered by 

the doc or nurse, but make sure when you take over the patient that 

this has already been done or is in the works of being done.  
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Chest Tubes 
Chest tubes are used to aid in the draining of air or fluid such as blood, 

from the pleural space after a traumatic injury to the chest such as a 

gunshot wound, which can cause the lung to collapse.  The chest tube is 

inserted on the affected side of the patient in the 5th intercostal space 

and is sutured in place. The dressing consists of Xeroform (Petrolatum 

gauze) to cover the tube entrance, which helps keep an occlusive seal so 

air does not enter the pleural space. Tape is also used to help keep the 

tube attached to the patient to minimize risk of accidently pulling the 

tube out of the patient. This is then covered with abdominal pads to 

help with drainage. Once the tube is inserted, it’s connected to the 

Atrium Pleuro Vac, *which is separate from the chest tube itself.* This 

collects and 

measures the 

drainage from the 

chest tube.  There 

are 2 ways the 

Atrium can collect 

fluid, either by 

suction or to water 

seal.  When the 

chest tube is to 

suction, it is 

connected via 

suction tubing from 

the suction port on 

top of the atrium, 

to a suction 

canister connected 

to wall suction. 

Make sure you 

consult your nurse 

to ensure the 

patient has the correct strength of suction. The correct suction strength 

will expand the “suction monitor bellow” to the arrow.  The suction 

helps to remove fluid from the patient when they’re not draining 
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adequately. The other way the chest tube drains is when the atrium is 

water sealed. This means the patient is draining fluid properly with 

gravity alone. The “Dry suction regulator” comes out of the package set 

at -20, and that is what is usually ordered,  please check the order and if 

not -20 the physician should set.   If you see any bubbling (from faint to 

large bubbles) in this chamber, it means there is an air leak in the 

system. Notify your nurse immediately. Tidal movement with breathing 

is normal. When dealing with a patient that has a chest tube, make sure 

that the atrium is on a flat level surface and secured to floor with the 

swing out floor stand. You can tape this to the floor to help secure the 

atrium in an upright position while the patient is in bed. If the chamber 

is knocked over, it will skew the output numbers, and the atrium can be 

replaced. When documenting output on the atrium, use a permeant 

marker to draw a line where the fluid stops, making sure to put a time 

next to the line of when it was measured. Tape can also be used. When 

recording the output on your I’s and O’s sheet, use it’s own column 

labeled “CT” for the chest tube output to be documented.  

Hemovac  
Hemovacs are similar to JP drains in the sense that they use suction to 

help drain fluid from a wound. The hemovac is a disc shaped, accordion-

like drain with a drain port on top of it. It can hold up to 400ml’s of fluid 

and needs to be emptied regularly. When emptying the hemovac, open 

the large port on the top of 

the drain keeping light 

pressure on the top to 

ensure no spillage of fluid 

and empty into a specimen 

cup or suction canister 

(depending on the volume 

of drainage) and measure 

the output. As with all 

outputs, ensure there is an 

individual column on the I’s 

and O’s sheet. When 

resetting the drain, collapse the accordion piece to push the air out and 

re-plug the top of the drain creating suction again.  
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Foley Catheters  
Foley catheters are used when a patient is incontinent, during surgery, 

there is an injury to the genitals and/or bladder, and for urinary 

retention. Indwelling catheters are used most often, which are inserted 

via suprapubic method (surgically inserted) or through the urethra. To 

insert a ureteral catheter, use the kit in the supply room which is similar 

to the picture below. The kit includes: 1 10ml syringe of surgi-lube, a 

packet of 

betadine, 

cotton 

balls, large 

tongs, 1 

10ml 

syringe of 

normal 

saline, 

sterile 

gloves, 

foley 

catheter, 

and foley 

collection 

bag. 

Placing a 

foley is a sterile procedure, so it helps to have an extra person on 

standby to assist once you are sterile. Take the foley bag out of the 

package. Keeping the catheter sterile, don your sterile gloves. From this 

point on, you must be sterile. First, remove the package of betadine, 

open it, and pour it on the cotton balls. Now remove the syringe of lube 

and empty it into the syringe area. Have your second person remove the 

plastic from the outside of the catheter and hand it to you; place the tip 

of the foley into the lube. At this point, when placing a foley in a male 

patient, use your non-dominant hand, *This hand is now dirty, meaning 

it cannot be used for anything sterile* and hold the penis. Using the 
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tongs in the kit, pick up the betadine soaked cotton balls clean the penis 

from the tip of the glands down and away from the urethra 3 times. 

Once cleaned, grab the foley with your dominant hand and liberally 

apply lube from your tray to the length of the foley. Using your sterile 

hand, insert the foley into the urethra until you observe urine return. At 

this point, you can use your non-dominant hand to grab the syringe of 

normal saline and connect it to the small port connected to the foley 

itself. This port is connected to the balloon near the tip of the foley, 

which will hold it in place ensuring the foley won’t come back out. Make 

sure you completely empty the 

10ml syringe into the balloon 

before removing the syringe 

from the port to ensure proper 

placement. Once the foley is 

placed, use a catheter 

stabilization device (i.e. stat 

lock), which attaches to the 

patient’s leg. Secure the foley 

into the clamp prior to applying 

it to the patient’s thigh. Place 

the catheter stabilization device 

on the upper part of the 

patient’s thigh. To secure the foley, place the top of the foley where the 

syringe port turns into a “Y” into the clamp and press together to 

secure.  This helps prevent any tugging or pulling on the foley when the 

patient is moving. Insertion on a female patient has the same steps to 

setting up the foley. Using your non-dominant hand, gently spread apart 

your patient’s labia and look for the urethra. Asking your patient to 

cough can make this easier; ask them to cough and look for the opening 

that ‘winks.’ If you insert the catheter and do not observe urine return, 

you may be in the vagina. Leave your catheter in place and grab a new 

kit so you don’t put the new catheter in the vagina again. You will know 

you are in the urethra once you observe urine return. Secure the 

patient’s foley to their thigh the same as with a male.  
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How To Obtain A Urine Sample From The Foley 

To obtain a sterile urine sample from a foley, you must first clamp the 

foley line, using the attached green clamp close to the patient for 20-30 

mins. This will allow urine to build up in the patient’s bladder. There is a 

port above the foley line that must be cleaned with an alcohol pad 3 

times, then allowing it to dry after each wipe. Attach a syringe to the 

port and draw back until you have your desired amount of urine. Empty 

the syringe into a specimen cup, and unclamp the foley, allowing urine 

to flow freely again.  Make sure to bring a patient label to the bed side 

to label the patient’s specimen cup.  

External Ventricular Device (ICU Only) 

An external ventricular 
device (EVD) is placed in 
the operating room by a 
neurosurgeon and cared 
for in the ICU. It is used to 
drain fluid from the 
ventricles of the brain 
and allow for monitoring 
of Intracranial Pressure 
(ICP). Like an arterial line, 
EVD’s are also zeroed. 
These are zeroed to be 
level with the tragus of 
the ear.  To get the 
reading from an EVD for 
the ICP, it must be turned 

off to the drain, otherwise you will receive a reading of 0-2. A normal 
reading is as high as 15. EVD’s are often not touched by the technician. 
If vitals are due on a patient with an EVD, ask your nurse to get the 
proper ICP reading and do not write what appears on the monitor. 
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IV Pump 
The IV pump used in CJTH currently is the MedSystem III triple channel 

pump. It uses the Smartsite infusion set IV tubing, which has a cassette 

attached to the line, allowing the drip to be set on the pump. The image 

below shows the front face of the pump. It has 3 channels and four 

buttons used for setting the 

drip rate, which run along the 

bottom of the pump. Before 

attempting to set a drip rate, 

ensure you have a fluid bag 

spiked and the IV line primed. 

To prime an 

IV line, first 

hang a bag of 

fluids from 

your patient’s 

IV pole and 

pull off the 

blue cap at 

the bottom 

of the 

bag. Using the “spike,” puncture the port that 

the blue cap was covering until you see fluid 

run through the drip chamber attached to the 

spike. Fill the drip chamber 2/3 full. Make sure 

the cassette clamp is open and the roller clamp 

is open. This will allow the fluid to run; pushing 

air out of the line. Attempt to get as many 

bubbles out of the line as possible. Once the 

line is primed, close the roller clamp and pull 

the white face of the cassette out. With the 

cassette closed and the pump turned on, insert 

the cassette into the desired channel and push 

the face of the cassette into the open position; 

you should feel and hear a click. To secure the 

line, gently pull the blue cassette securing device down on the line and 
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push the blue cassette securing device into the slot directly under 

cassette. This will ensure the cassette and line stay in place while the 

pump is on. You should hear three beeps, indicating the cassette is 

properly in place. 

Setting the Rate 

To set the fluid rate, select which channel you will be using.  Using the 

arrow buttons along the bottom of the pump, select the ordered rate to 

be administered; this is in ml/hr.  Once at the desired rate, press the 

bottom left button that says “select”.  This will then bring you down to 

volume remaining.  To set the volume remaining, use the arrow buttons 

at the bottom, press “select” when finished setting the appropriate 

volume.  Keep in mind, when hanging a new bag and line of fluids 

(1000mL), to set the volume remaining at 950ml to allow for fluid lost 

while priming line (appx. 30mL).  When hanging another bag to replace 

a previously finished bag, set the volume remaining to 990ml to ensure 

no air will get into the line.  After you press “select,” the pump will 

automatically set the time it will take to administer the amount of fluid, 

and it will bring you down to volume infused. This will be used to track 

the amount of fluids infused on the patient, and will be documented on 

the AF Form 3914 on the I’s and O’s page under the Intravenous section. 

Clearing Infused Volume 

To clear the volume infused into your patient, start by pressing the 

desired channel button, press the “select” button on the bottom left of 

the screen until “Vol Inf (VI)” appears, and then press the clear button 

on the right side of the screen. Document the cleared volume 

immediately after clearing the pump to ensure the volume is recorded. 

This should be done with vital signs. 

IV Pump Trouble Shooting  
The pumps may run into errors while infusing the fluids. This section will 

cover common errors and how to fix them: 

Patient Side Occluded: When presented with this error, it means the 

fluids have stopped infusing into the patient due to an occlusion past 
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the cassette. This is usually caused by the patient bending their arm, 

which can be fixed by repositioning their arm. This can also be caused 

by the roller clamp still being rolled down the line, which can be fixed by 

opening the roller clamp. Simply press the “Start/Stop” key to resume 

fluids. 

Pumping Latch Closed: This error is caused by a pump latch being 

closed. This is fixed by pushing the latch back down to its original 

position which can be done easily with a finger, pen, or the dull side of a 

knife. See the image below: 

 

Cassette Jammed: This error can be caused by the cassette being 

seated incorrectly in the channel. Remove the cassette and inspect for 

damage, then reinsert; do not force the cassette back into the channel. 

The cassette should slide into the channel easily, and the front should 

snap into place with ease. If the error continues to occur, it should be 

submitted to BMET.  

Fluid Side Occluded: This error is most commonly caused by a 

secondary line being attached to the primary and the roller clamp being 

rolled down to the stop position. To rectify this error, open the roller 

clamp or disconnect the secondary tubing if not in use. If this doesn’t 

work, change your cassette to a different channel.  
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Check Air Sensor: This means the cassette may have air bubbles in it. 

This can be fixed by pressing the channel button, then pressing the “CLR 

AIR” or clear air button until the air is out of the cassette. If this doesn’t 

work, pull the cassette out of the channel and open the cassette. Next 

press the clear membrane on top of the cassette until the air is out. 

Now reinsert the cassette and begin the infusion again. If the error 

continues after the aforementioned steps, wipe the slot with an alcohol 

wipe. If unsuccessful, switch to another channel. If this still doesn’t 

work, you may have to replace the tubing.  

 

Kangaroo Pump 
Kangaroo pumps are used for tube feeding patients with dobhoffs, NG 

tubes, and peg tubes. CJTH has 3 different types of tubing for the 

kangaroo pump, one of which consists of a bottle of Jevity 1.2 *Brand of 

tube feed used in CJTH* spiked directly. The next is a clear bag with a 

purple top, which the bottle of Jevity is poured into. The third type is a 

clear bag with a purple top for tube feed solution and a clear bag with a 

blue top for water that is then used as a flush. The third option is the 

most commonly used on the ICW. To set up a kangaroo pump, Step 1: 

ensure that your patient has a pump at 

the bed side. Step 2: acquire a bottle of 

Jevity from NUTMED along with the tubing 

located in our supply room. Step 3: open 

the tubing and hang both bags from the IV 

pole. These can be taken down when 

pouring Jevity and the flush into their 

respective bags. Open the blue door on 

the right side of the pump and run the 

tubing through the pump as depicted in 

the picture. There is also an image when 

you open the blue door to show how to 

run the tubing.  Step 4: prime the tubing 

by removing the cap from the end of the 

tubing and the tubing that is not 

connected to your patient. To prime the 

tubing, turn the pump on by holding the 

power button for a few seconds, now 
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press the button to either keep settings or clear settings.   Step 5: press 

the “Prime Tubing” button, then press the “Auto Prime” button. You 

may want a trash can or sink nearby to hold the tubing over in case 

anything comes out while being primed. Once you press the auto prime 

button, the pump will prime the line and will stop once the line is 

primed. Be sure to prime both Jevity and the flush, if you have orders 

for a flush. To set the feed rate ordered by the provider, on the main 

screen, press the “Adjust feed” button, then press the “Feed Rate” 

button. Using the buttons on the left of the pump, enter the prescribed 

rate and note the arrows pointing to the numbers. Pushing the button 

with the desired number placement on screen will increase that number 

by one. Therefore, if the needed feed rate is 40ml/hr, push the button 

with the arrow in the “10’s” place 4 times to increase the rate to 40. 

After setting the desired rate, press the “Enter” button on the left of the 

machine, and press done to return to the main screen. Once back at the 

main screen, the flush rate may also be adjusted. This will flush the 

tubing with whatever is in the bag with the blue top (NS or bottled 

water-check MD order with RN). To adjust the flush rate, press the 

“Adjust Flush” button. To set the flush volume, press the “Flush 

Volume” button, and set the volume the same way as the feed to the 

prescribed volume, then press enter. To set the flush interval, press the 

“Flush Interval” button. It is set in the same way as the feeding to the 

prescribed amount of hours between flushes, then press the enter 

button. Once set and primed, hook your tubing up to your patient using 

the correct route (dobhoff tube vs. NG vs. PEG tube), and make sure the 

stop cock is opened, then press the run button.  

Clearing Pump 
To clear the kangaroo pump, press the “hold” button to stop the feed. 

There will be a “clear volume” button on the same screen. Pressing this 

button will clear both the feed and the flush. Make sure to take note of 

both volumes before pressing the clear volume button. Record the 

volume infused on the I’s and O’s sheet in the oral intake section, one 

labeled as “JEV” and “Flush”.  
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Ventilators 
There are respiratory therapists assigned to inpatient services for all 

ventilator changes. However, when the technician is documenting and 

checking vitals, there is a need to know the basics of reading the 

settings. Technicians must know the mode, FiO2, vent rate, patient rate, 

PEEP and pressure support, and tidal volume. If you do not know how to 

read the vent settings, you will not be properly documenting. 
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Belmont Rapid Infuser 
A Belmont rapid infuser is used for rapid 

infusions. The Belmont warms the blood, 

while transfusing blood faster than other 

pumps. Technicians do not generally 

operate the Belmont, however, it is good 

to know what it is in case you are asked to 

get the Belmont or even set it up. Below is 

a picture of the inside of the Belmont. The 

tubing 

has 

the 

large circle with red and clear/blue 

tubing. Match the color tubing with 

the color in the machine and 

ensure everything is properly 

locked in. Turn on the Belmont, 

and prime the tubing per the 

machines prompts.  

Bair Hugger  
A bair hugger is a warming 

blanket.  The bair hugger 

machine is kept in the equipment 

room, while the blankets for it 

are kept in the supply room. 

Simply, plug the bair hugger into 

the wall, attach the blanket to 

the hose and power on. Put a 

sheet or blanket on the patient 

before the bair hugger to ensure 

the patient does not receive any superficial burns. 
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PACU 
At CJTH, the ICU is also the PACU (Post Anesthesia Care Unit), which 

recovers all patients coming from surgery. Recovering post-operative 

patients generally goes pretty smoothly. Patients come from the OR and 

are often times sleepy and on supplemental oxygen. The patient is 

situated in the PACU bay and set up on the monitors and wall oxygen if 

needed. Vitals are taken every 5 minutes for the first 15 minutes, then it 

becomes every 15 minutes for 30 minutes. The PACU form is below: 

The top 

portion will be 

completed by 

the nurse 

when they 

receive report 

from the OR. 

The vital signs 

is the primary 

thing 

documented 

by the 

technicians on 

this form, 

however, you 

can take 

initiative and 

fill out the 

right side of 

this form. 

Airway 

maintenance 

is how they 
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arrived to PACU. Often times this will be none. To document in the 

supplemental oxygen box, circle one (mask, nasal, etc.) and write in the 

L/Min. For the Intake and Output, document where their IV is located 

and what gauge it is. Under the OR column, document the fluid and how 

many mLs. For example, R AC, 18G, 300ml LR. To document in the blood 

box, write the EBL (estimated blood loss) stated by the OR nurse. In the 

foley catheter box, document yes or no. Under the IV section, write all 

IV’s with location and gauge. In the patient ID box, ensure you put a 

label on both the front and the back of this paper. The back of the paper 

is entirely for the nurse. 
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