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Policy summary
· Chloroprep is used for cleaning of skin prior to insertion and removal of line.

· Chloroprep is used prior to accessing of portacaths

· Chloroprep is used prior to cleaning of 

· Sanicloths are used for cleaning of bungs prior to accessing
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1.0  Policy Statement 
This policy is to clarify the management of Central Venous Catheters.

2.0 Aim of Policy
2.1 To guide nursing and medical staff in the management of Central Venous Catheters.
2.2 To minimize the risks to the patient/client of Infection, Clotting, Line dislodgement, Line damage.


3.0 Scope of the Guidelines
This policy applies to nursing personnel involved in the Management of Central Venous Catheters in adult patients.


4.0 Definitions
4.1 Central Venous Catheters are defined as follows: -

4.1.1 Central Venous Lines (Short Term) is the placement of a venous catheter in a vein, that leads directly to the heart (Hocking 2000) Catheters are available with one, two, three, four or five lumens. 

4.1.1.1 A Vas Cath is a vascular access catheter for use in Renal Replacement Therapies, rapid volume replacement. A third port (smaller lumen) may be utilized for administration of Intravenous drugs).

4.1.2 Hickman and Broviac Catheters (Tunnelled Catheters) are surgically placed by a physician by tunneling the catheter under the skin from the vein entry point to an exit point on the chest wall.

4.1.3 PICC: Peripherally Inserted Central Catheters PICC are threaded through a winged needle until desired length is in the vein.
4.1.4 Portcaths: The portal is implanted under the skin in the upper chest. The catheter runs in a tunnel under the skin, going over the collar bone and then enters the large vein in the lower neck (the internal jugular vein).
4.2 Flushing Techniques

4.2.1 Positive pressure technique is accomplished by closing the clamp on the central catheter while infusing the last 0.5mls of the flushing solution. This prevents back flow on blood into the catheter and possible clot formation.

4.2.2 Push/Pause technique, i.e. stop/start technique using 1ml each time down to the last 0.5mls. This is used to create turbulence in order to flush the catheter thoroughly.

5.0 Responsibilities

5.1 It is the responsibility of each individual nurse:
5.1.1 To familiarize him/herself with the policy before undertaking any of the procedures included therein.
5.1.2 To attend the appropriate study day(s).
5.1.3 To be proficient in the management of Central Venous Catheters.
5.1.4 Not to carry out any procedure unless he/she is confident and competent to do so.
5.2 It is the responsibility of the CNM or nurse in charge to ensure that all nursing staff in his/her area are:
5.2.1 Aware of this policy.
5.2.2 Adhere to this policy.
5.2.3 Attend appropriate study day(s) and be competent and proficient in the management of Central Venous Catheters.
5.3 Each CNM or nurse in charge is responsible to ensure that these guidelines are included in the induction of new staff.
5.4 A medical practitioner will: - 
5.4.1 Insert Central Venous Catheters.
5.4.2 Identify when catheters is to be removed (ICU only).
5.4.3 Order X-ray.

6.0 Procedure
6.1 Changing the dressing of Central Venous Catheters:
6.1.1 Equipment
· Clean Trolley
· Sterile dressing pack
· Chloro-prep 
· Transparent dressing e.g. IV Opsite 3000
· Bungs (needle free systems)
· Sterile gloves
· Yellow bags
· Swabs
· Steri-strips
· Hypoallergenic tape
· Hubberpoint gripper needle (for Port-a-Cath only)
6.1.2 Specific dressing procedures for each Central Catheter:
Central Venous Catheters (short term)
· Always change dressings when – soiled, damp, loosened, unable to observe insertion site.
6.1.2.1 Tunnelled Catheter i.e. Hichman / Brovaiac:
· Dressings carried out twice weekly e.g. Oncology unit, Bungs changed and swabs taken once a week.
6.1.2.2 Peripherally Inserted Central Catheters (PICC)
· Dressings carried out twice a week. Dressings are changed if they become loose, soiled or wet.

6.1.2.3 Port-a-Cath

· When implantable port is being accessed the dressing can remain in place for seven days unless it becomes lose, soiled or wet.

6.1.2.4 In Neutropenic status patients, dressings are carried out on alternate days. Ensure that the catheter (or the mepore dressing) is covered with an IV3000/Opsite prior to having a shower. Advise the patient not to direct water onto the exit site. If an occlusive dressing is used more frequent changes may be required to allow observation of site. 

6.2 Specific procedure for maintaining patency of each Central Catheter:
The Bungs are only opened for changing when possible – daily use and flushing should be performed through a needleless system. 

6.2.1 Equipment

· Clean tray/trolley

· Syringes x 10mls and needles

· Bungs

· 10mls sodium chloride

· Heplock 10 IU per ml (50 units in 5 mls)

· Sani cloth swabs

· Sterile gloves or aseptic non touch technique: Areas that commonly use central lines can use non touch aseptic technique (eg ICU, Oncology)
· Thoroughly swab bung and leave to dry for 30 seconds.

6.2.2 Central Venous Catheter (short term):

· When used for intermittent therapy, the catheter should be flushed after each use. Flush with 10mls Sodium Chloride 0.9% using push/pause and positive pressure techniques.

6.2.3 Tunneled Catheters i.e. Hickmann/Broviac:

· Flush with 10mls Sodium Chloride 0.9% followed by 3 mls heparainised saline into each lumen using the push/pause and positive pressure technique. The catheters are flushed weekly when not being actively used.

6.2.4 Peripherally Inserted Central Catheters (PICC):

· Flush with 10mls Sodium Chloride 0.9% using the push/pause and positive pressure technique after each use. Use of heparinised saline twice a week if not utilized.

6.2.5 Port-a-Cath
· Flush with 10mls Sodium Chloride 0.9% followed by 4mls Heplock using the push/pause and positive pressure technique. It is flushed once a month when not in use. 


6.3 Dressing Procedure:
(Dressing required for Port-a-Cath – See 6.4 for Accessing and De-accessing the Port-a-Cath.)

6.3.1 Explain the procedure to the patient.

6.3.2 Wash hands.

6.3.3 Remove old dressing and re-wash hands except for peripherally inserted Central Catheters (PICC), see no.8 below.

6.3.4 Open dressing pack and pour solution into container.

6.3.5 Open sterile gloves.

6.3.6 Apply sterile gloves.

6.3.7 Inspect the catheter site for redness, swelling or discharge.

6.3.8 For PICC only:

6.3.8.1 Apply sterile gloves, then remove old steri-strips, ensuring catheter is secured.

6.3.8.2 Discard dirty gloves; apply new sterile golves 
6.3.8.3 Using gloved hands, apply new steri-strips across suture wings of catheter.

6.3.9 Cleanse the catheter exit site with chloroprep in a circular pattern form inside out away from the exit site. Repeat 2-3 times.

6.3.10 Carefully cleanse catheter exit site to bung(s).

6.3.11 Change buns(s) once a week or more often, if indicated.

6.3.12 Apply appropriate dressing moulding it into place so that there are no folds or creases.

6.3.13 In tunneled Catheters loop the catheter tubing in an upward direction and secure it to the dressing or skin.

6.3.14 Remove gloves. Fold up the sterile field and place in yellow clinical waste bag and seal. Dispose of waste inappropriate containers.

6.3.15 Document relevant observations about catheter site and date the dressing was carried out, in patients notes.

6.4 Accessing and de-accessing the Port-a-Cath:

6.4.1 Equipment

· Clean tray/trolley

· chloroprep
· Syringes x 10mls

· Sodium chloride 10mls

· 4mls, Heparin 10 iu per ml. eg Heplock, for flushing

· 19G/21g non-coring needle

· IV3000/Opsite

6.4.2 Procedure:

6.4.2.1 Explain the procedure to the patient.

6.4.2.2 Wash hands.

6.4.2.3 Open dressing pack and pour solution into container.

6.4.2.4 Open sterile gloves and chloroprep onto sterile field.

6.4.2.5 Apply sterile gloves.

6.4.2.6 Flush port needle and extension set with sodium chloride 0.9%.

6.4.2.7 Clean the skin over the port with chloroprep in a circular pattern.

6.4.2.8 Holding the needle in the dominant hand, stabilize the port between the forefinger and index finger of the non-dominant hand.

6.4.2.9 Inform the patient you are about to insert the needle through the skin until the needle reaches the plate.

6.4.2.10 Draw back on the syringe and check for blood return, withdraw 4mls and discard. Follow flushing system as outlined in section 6.2.
6.4.2.11 If the needle is to remain insitu secure the needle by placing gauze underneath if required.

6.4.2.12 If needle is to be removed, then flush as outlined previously. No dressing is required but a small plaster may be applied

6.5 Blood Sampling 

6.5.1 Equipment

· Clean Tray

· 10ml syringes x 4

· Bare Cannula

· Sodium Chloride 0.9%

· Blood Sampling bottles

· Bungs

· Sterets

· Sterile Gloves

· Sharps Box

6.5.2 Procedure:

6.5.2.1 Explain the procedure to the patient.

6.5.2.2 Wash hands.

6.5.2.3 Open sterile gloves and streets onto sterile field.

6.5.2.4 Apply sterile gloves.

6.5.2.5 If a bung is attached, swab with alcohol swab and allow to dry for 30 seconds.

6.5.2.6 Attach 10mls syringe to catheter hub and withdraw 4-5mls of blood and discard.

6.5.2.7 Attach a new 10ml syringe and withdraw the required amount of blood.

6.5.2.8 Flush the catheter following the appropriate patency guidelines set out for each central venous catheter.

6.5.2.9 Place blood sample in appropriate containers and agitate containers to prevent clotting.

6.5.2.10 Label patients name, hospital number etc. Place in biohazard bags with appropriate laboratory forms.

6.5.2.11 Dispose of all equipment and sharps in appropriate containers.

6.5.2.12 Wash and dry hands.

6.6 Procedure for removal of CVC’s 
6.6.1 Equipment

· Sterile dressing pack

· chloroprep
· 4 x 4 gauze squares

· Transparent Dressing

· Suture removal

· Sterile Container

· Sterile Gloves

6.6.2 Nursing in ICU Department may remove central venous lines, pulmonary artery introducer, multilumen catheters or vas caths, provided and order is received from doctor.

6.6.3 Nurses in other areas may remove central catheters once competence to do so has been assessed.
6.6.4 Prior to removal the patient’s coagulation screen is checked e.g. INR, APTT and Platelet Count.

6.7 Procedure for jugular of subclavian venous catheters.

6.7.1 Explain the procedure to the patient.

6.7.2 Lie patient flat on the bed.

6.7.3 Wash hands and apply gloves.

6.7.4 Cleanse site with chloroprep and remove any sutures.

6.7.5 Ask patient to take a deep breath and hold it. Gently withdraw catheter while applying direct pressure with sterile gauze. 
6.7.6 Inform patient to breath normally once catheter is removed. 
6.7.7 Inspect catheter for clots and ensure the entire catheter has been removed. 
6.7.8 For mechanically ventilated patients pull the catheter at end of inspiration; breath holding creates positive pressure in the intrathoracic space. This will minimize the risk of air entry into the catheter. A mechanically delivered positive pressure breath will create the same protection.

6.7.9 Hold direct digital pressure for a minimum of 5 minutes. If oozing continues compress for longer or until evidence of bleeding has stopped. Do not apply bulky pressure dressing.

6.7.10 Send catheter tip for culture and sensitivity if patient is pyrexial, has raised with cell count or raised CRP.

6.7.11 Apply dressing to prevent pathogens form entering insertion site.

6.8 Procedure for removal of Femoral Venous Catheters.
6.8.1 Nurse patient flat for two hours. Do not allow hip flexion during this period (to minimize risk of bleeding). Place a sandbag over the groin. Sandbags will not stop bleeding, they are used to remind the patient not to flex the hip.

6.8.2 Post removal; asses the site for bleeding every five minutes for 
first half hour then every hour for three hours.

	Problem
	Intervention

	Air Embolism

Dysponea, Cyanosis, Hypotension, Tachycardia, Anxiety, confusion, reduced levels of conscious, Cardiac arrest
	Inform Physician immediately

Turn patient left side down, trendelenberg position. This position might trap air in the right atrium and prevent embolism to the lung.

Administer 100% oxygen

	Catheter Fracture
	Apply direct pressure over the site and notify the physician immediately.

Positin patient in trendelenberg position
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8.0 Appendix 


9.0 Audit Tool
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