	{Practice Name} 

Nursing Policy & Procedure Manual
Policy/Procedure Number: 3.2.a 
	Effective Date: 10/01/04

Revised Date: ________

Version 1.0

	
	
 

	Intradermal Injection


Definition/Purpose: This procedure outlines the steps for the administration of medication intradermally. This method of injection is usually used for skin testing prior to IV administration of a drug (eg, bleomycin) or TB testing.  

Note that a TB test should not be administered to the following persons:

· Those with a sensitivity to the drug

· Those with a history of TB or who are undergoing treatment for TB

· Those with past sloughing or a positive reaction to a TB test

· Those with the disease of sarcoidosis

· Those less than 4 weeks post–viral infection

· Those less than 4 weeks post-vaccination for measles, mumps, and/or rubella vaccine or TB test

· Those undergoing treatment with adrenal corticosteroid hormones or immunosuppressive medications

· Those who have received a BCG immunization

Personnel Responsible: Nurses, Medical Assistants (MAs)*

*Refer to practice-specific job description for MAs. 
Equipment/Supplies Required:  

· Drug

· Syringe (1-mL tuberculin)

· Needle (27 gauge, ½ to ¼ inch)

· Alcohol swabs

· Nonsterile gloves

· Nonsterile 2x2 gauze

· Band-Aid or tape

· Sharps container (available in area)
Policy: Appropriate care and procedures must be followed when administering medications or testing via intradermal injection.

Procedural Steps:

A. Explain the procedure to the patient.

B. Gather equipment.

C. Wash hands and apply gloves.

D. Aseptically draw up medication according to physician’s order. 

E. Select appropriate injection site:

1. Inner forearm, 3 to 4 finger-widths below antecubital space and a hand-width above wrist

2. Upper back

3. Other lightly pigmented and relatively hairless sites

F. Provide for privacy, if necessary.

G. Cleanse site with alcohol swab and allow to dry. 

H. Remove needle cap ensuring that needle remains sterile. 

I. Hold syringe between thumb and forefinger of dominant hand with bevel of needle pointing up. 

J. With nondominant hand, stretch skin over site with forefinger or thumb.

K. With needle almost against patient’s skin, insert it slowly at a 5- to 15- degree angle. Advance needle through skin to approximately 1/8 inch below skin surface.  

L. Inject medication slowly, noting that small bleb resembling mosquito bite appears on skin’s surface. If no bleb is noted following administration, the needle was inserted too deeply. In this event, withdraw the needle, and administer medication at another site at least 2 inches from the first site.

M. Circle site with permanent marker.

N. Withdraw needle while gently applying gauze to wipe up any blood over injection site.

O. Do not massage site 

P. Leave site uncovered.

Q. Discard uncapped needle and syringe into appropriate receptacle.

R. Remove gloves and wash hands.

Patient/Caregiver Instructions:

Monitor injection site for continuing discomfort, redness, swelling, or rash.  Notify physician’s office if this occurs.

Documentation:

A. Medical Record

Document medication name, dosage, route of administration, site, time and date given, patient response to medication, and signature.

B. Billing

Mark encounter form to bill for appropriate units of medication (J-code) as well as injection code (86580 – tuberculosis testing; 86585 – tuberculosis, tine testing; 95015 – intradermal tests with biologicals or drugs). Bill Level 1 E & M code (99211 – nurse visit) as appropriate.
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