_____________________________________________________________

CARE AND MAINTENANCE OF CENTRAL VENOUS CATHETERS

      ________________________________________________________________________

      Central venous catheters (CVC) are flexible catheters with the tip of the catheter projecting into the SVC/RA junction. CVC’s are considered when the patient does not have adequate

venous access or needs special medications and/or nutrition that cannot be given through the smaller arm veins. The amount of time that a CVC remains is dependent upon the patient’s condition, the type of catheter, and the treatment being received. Common complications associated with CVCs are DVTs, bleeding, occlusion, and infection. This procedure applies to all CVCs in the adult and pediatric population (ages birth after hospital discharge to 18 years) including peripherally inserted central catheters, tunneled catheters, implanted ports and triple lumen catheters unless otherwise noted in the individual units Standard Operating Procedure. An RN or LPN can perform these procedures after completing clinical competencies.  Only an RN can remove a CVC.

“Click here to review the Clinical Competency for this procedure.”

      _____________

· Equipment

Central Venous Catheter Dressing Change Kit (7.5 sterile gloves in kit)

Pair of non-sterile gloves

Appropriate anchoring Device (if indicated)

Suture Removal Kit (if indicated)

Pre filled Normal Saline Flushes

Pre filled Heparin Flush Syringes

Specimen Container (if indicated)

Culture Swabs (if indicated)

_____________

· Implementation

Central Venous Dressing Change


CVC dressings should be changed 24 hours after initial placement and PRN if 


saturated. If bloody drainage is still noted after the first 24 hours, place another 

2x2 gauze to the insertion site, otherwise place a transparent dressing over the insertion site. Dressings should be changed every 24 hours as long as a 2x2 is in place. Routine dressing changes should be completed weekly and PRN when wet or soiled.

· Explain procedure to patient.

· Determine if patient has any allergies.

(   If patient is allergic to Povodine-iodine, omit all iodine products and use

    70% isopropyl alcohol where procedure calls for iodine products.

· Assemble equipment at bedside.

· Wash hands and don non-sterile gloves

· Position patient for comfort and easy access to insertion site. (Place tape over

 catheter lumens if changing PICC line dressing to secure PICC in place)

· Open CVC dressing change kit and put on face mask

· Open package for appropriate anchoring device (if indicated), and drop into 

 CVC dressing change kit.

· Carefully loosen the edges of the dressing and remove.

· Discard dressing.

· Remove old anchoring device if indicated

· Observe insertion site and surrounding areas for leakage, drainage, edema

  crusting, erythema, and tenderness.

· Report any unusual observation to M.O. and obtain culture if indicated. 

· Remove and discard gloves and wash hands

· Don sterile gloves.

· Swab skin with alcohol starting at the insertions site and working 

 outward in concentric circles. Repeat with each additional swab. Allow to air 

 dry for 30-60 seconds between swabs.

· Gently scrub area using 3 Povidone-iodine swabs in circular motion from

 center working outward in concentric circles. Repeat with each additional

 swab. Allow to air dry approximately 3 minutes. Do not “fan” the solution to   

 speed drying; this can cause contamination.
· Place 2x2 gauze if continued oozing noted.

· Apply anchoring device if indicated.

· Apply transparent dressing directly over insertion site.

· Remove and discard gloves

· Mark the dressing with date, time and your initials. Note on patient’s profile 

 when dressing will need to be changed again.

· Record pertinent observations and patient’s response on nursing notes and unit 

 flow sheets.


Flushing Central Venous Catheters

Each lumen of all central venous catheters should be checked for patency and flushed every 8 hours (every 12 hours for pediatrics) before and after each use to maintain patency. Implanted ports are flushed once daily or before and after each use while accessed. Once the non-coring access needle is removed, ports should be flushed once a month to maintain patency.

· Obtain one pre filled normal saline syringe and one pre filled heparin (100u/ml) syringe for every lumen of the catheter to be flushed.

•    If pre filled syringes are not available, draw up the above amounts of solutions into two separate 10cc syringes.

· Swab injection cap of catheter with alcohol and attach syringe. Check for positive blood return, and then flush with 5cc of normal saline followed by 3cc of the heparin solution. Use a “push” “pause” technique to create turbulence in the lumen of the catheter. Clamp the catheter as the last 0.5cc of heparin is flushed or maintain pressure on the syringe plunger until the catheter is clamped.

· Document catheter patency in a nursing note.

· If unable to obtain blood return refer to Troubleshooting. 


Blood Drawing From Central Venous Catheters

· Stop all infusions prior to obtaining blood samples. (If in the ICU, follow unit specific policies)
· Don non-sterile gloves and swab injection cap with alcohol.
· Withdraw and discard 4-6ml of blood prior to withdrawing blood specimen.
•     Withdraw 2-4ml for pediatrics

· Withdraw adequate amount of blood for desired specimens.

· Injection caps must be changed after each blood draw

· Prime injection cap with normal saline and alcohol off catheter lumen prior to attaching the new cap.

· Flush with 5cc of normal saline to clear the catheter lumen.

· Reconnect catheter to infusion, or flush with 3cc of heparin solution (100u/ml) 

· Attach a Blunt Fill Needle to the blood filled syringe and transfer into specimen tubes.

· Dispose of equipment properly.

· If drawing blood cultures from a CVC DO NOT flush or draw a discard. Injection caps should be cleaned with betadine solution prior to obtaining blood specimen.

Cap Changes

Change caps every 72 hours with standard IV tubing change, any time IV tubing is changed, after every blood draw and weekly with dressing changes (if catheter is heplocked). Caps should also be changed when signs of blood, precipitate, leaks, cracks or other defects are noted.

· Wash hands

· Don non-sterile gloves.

· Disconnect existing cap from catheter hub

•    Ensure that all lumens are clamped prior to removing caps to prevent


blood leakage from the catheter.

· Cleanse outside of catheter hub with alcohol

· Apply new sterile injection cap to catheter hub

· Document procedure

Removal of non-tunneled CVC (completed only by an RN)

· Wash hands
· Turn off all IV fluids and close clamps
· Don non-sterile gloves
· Remove dressing from catheter site
· Don clean examination gloves
· Place patient in supine or low semi-fowlers position
· Remove sutures or anchoring device
•     If sutures are used, obtain suture removal kit to clip sutures from skin

· Instruct the patient to bear down, or take a deep breath and hold it
(Prevents air from being accidentally drawn into the systemic venous circulation)

· Gently remove catheter and apply direct pressure over catheter insertion site with sterile gauze for at least 5 minutes, or until bleeding subsides.
•    Allow patient to resume breathing once catheter is discontinued and direct 

      pressure is being maintained over the site.

•    If resistance is encountered, reposition the patient’s extremity and 

      reattempt. If resistance continues, cover the insertion site with a 

      temporary sterile dressing and apply a warm compress to the extremity 

       for 15-20 minutes. If difficulty persists, apply a sterile dressing and

       notify physician.

· Culture catheter tip if ordered.

•     Follow steps for removing non-tunneled CVC

•     Prior to removing catheter, open CVC dressing kit and drop sterile suture 


 removal tray into kit

•     Don sterile gloves

•     Cleanse the catheter and surrounding area with betadine.

•     Gently remove catheter

•     Hold the sterile specimen container under the catheter and cut the tip with

       sterile scissors.

•     Allow the catheter tip to fall into the sterile container.

•     Document procedure

· Apply sterile gauze and tape (pressure dressing) to catheter insertion site.
•     Pressure dressing should remain in place for at least 24 hours.

· Document the date and time of removal, site assessment, catheter length and patient’s response in the patient’s medical record

      _______________________________

· Miscellaneous Comments

Successful performance must be documented on unit-specific competency checklists before a nurse is independently allowed to perform any of the above procedures.

· Documentation is essential to ensure compliancy with unit-specific and 

      nursing policies and procedures.


   _____________ 
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