INTRA-DERMAL INJECTION

Introduction

An intradermal (ID) injection is the injection of a small amount of fluid into the dermal layer of the skin.
It is frequently done as a diagnostic measure, such as for tuberculin testing (screening test for
tuberculosis referred to as a tine test) and allergy testing (placing very small amounts of the suspected
antigen or allergen in a solution under the skin). The intradermal injection is made in skin areas of the
body that are soft and yielding

Indications

Administration of medications

Equipment’s
e One alcohol wipe
e One sterile 2x2 gauze pad
e A new needle and syringe that ate the correct size
e Disposable gloves

Procedure

e Select injection site and prepare patient

e Selecting site usually palmer (inner) forearm or subscapular region of the back is selected. The
site selected should be an easily obtainable area and relatively free from being rubbed by
clothing

e Position patient place arm in a relaxed position, elbow flexed

e Place palm up, exposing palmer or inner arm area

e Use only acetone or alcohol to clean injection site and allow the area to dry before injection is
administered

e Remove needle guard; Pull the guard straight off

e Stabilize injection site using your non dominant thumb, apply downward pressure, directly
below and outside the prepared injection site.(Do not draw the skin back or move the skin to
the side because the skin will return to its normal position when pressure is released and will
cause the needle bevel to either go deeper into the skin or to leave the skin, depending upon
which direction the skin moves)

e Hold the skin taut until the needle bevel has been inserted between the skin layers

e Insert needle using your dominant hand, hold syringe, bevel up, with fingers and thumb resting
on the sides of the barrel. If you insert the needle at a 20 degree angle, lower it at once to 15



degrees Do not place thumb or fingers under syringe because this will cause the angel of
insertion to exceed 15 degrees causing the needle to insert beyond the dermis

Insert needle, bevel up, just under the skin at an angle of 15 to 20 degrees until the bevel is
covered. Continue stabilizing thumb pressure. You should feel some resistance. If the needle tip
moves freely, you have inserted the too deeply. At this point, withdraw needle slightly and
check again for resistance

Inject medication; It is not necessary to aspirate the syringe since no large vessels are commonly found

in the superficial layer of the skin. Inject the medication as follows;

v Continue holding the syringe with same hand

v Release the skin tension with other hand

v' With free hand, push plunger slowly forward until the medication is
injected and a wheal appears at the site of the injection. The
appearance of a wheal indicates that the medication has entered the
area between the intradermal tissues

v If a wheal does not appear, withdraw the needle, and repeat the
procedure in another site.

Withdraw needle; to withdraw the needle, quickly withdraw it at the same angle that it was
inserted

Cover injection site; Without applying pressure, quickly cover injection site with a dry sterile
small gauze

Perform post injection patient care

Evaluate reaction of medication usually you, as the medical specialist, will not evaluate the
reaction of a suspected allergic reaction or a tuberculin test, but will record the reaction. For a
tuberculin test, the patient will wait for 48-72 hours and then return to have an evaluation to
determine if the patient has been exposed to tuberculosis If the intradermal injection is done to
determine if the patient is allergic to dust, pollen, or similar substances, a reaction will take
place in a few minutes after the substance has been placed under the skin

Instruct the patient to wait or return to have the test read according to local SOP

Caution patient not to rub, scratch, or wash injection site. Rubbing, scratching, or washing may
spread or dilute the medication, causing a false reading at a later time

Dispose of Equipment. Dispose of equipment according to local SOP

Record administration of intradermal injection. Record the injection information on the
patient’s chart or record

Complications

Infection
Bleeding



e Numbness

e Pain

e Thrombophlebitis

e Injury to blood vessels and peripheral nerves
e Abscess

e Hematoma

e Allergic reaction
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