PROCEDURE FOR INSERTION AND MANAGEMENT OF A LUMBAR DRAIN
Level of Activity:   FORMDROPDOWN 

Supportive Data:  Lumbar drains are used in the management of postoperative and post-traumatic cerebrospinal fluid (CSF) fistulas which have failed operative repair or conventional spinal drainage.  The drain is placed in the main operating room (MOR), or in some instances, at the patient’s bedside.  The drain is placed in the subarachnoid space of the lumbar spine, attached to tubing and a drainage bag under sterile conditions.
Equipment: 
External CSF Drainage Set - (Obtain from MOR Suite 17,

    neurosurgery consumable supplies inventory)

Local Anesthetic Lidocaine with Epinephrine 1:200,000 

50cc preservative-free 0.9% NaCl

10cc and 60cc leur lock syringe

23 gauge needle

Needleless adapter

Suture 

Masks, gloves, and drapes

Povidine-Iodine swabsticks

Alcohol pads or swabsticks

Benzoin Tincture

Pre-printed Doctor's Orders for Lumbar Drain

=============================================================

CONTENT
Key
STEPS:
Points:

	1.  Explain the procedure to the patient and obtain signed consent.

2.  Perform a baseline neurologic assessment prior to inserting the lumbar drain. 

3.  Pre-medicate patient per Doctor's Orders (if catheter inserted at bedside)

4.  Place patient in lateral sidelying position to allow neurosurgeon to prep site prior to insertion.   

5.  Obtain equipment and prep tubing system with preservative-free 0.9% NaCl as ordered. 

6.  Following insertion and at least every 2 hours, or more often if ordered, inspect the system to ensure:

    6a.  the drainage system is zeroed per the physician's preference as indicated in the pre-printed Doctor's Orders for Lumbar Drain.

    6b.  all tubing connections are intact and not kinked indicating a closed and airtight system.

    6c.  tubing is tension- free.

    6d.  clear (Tegaderm) occlusive dressing is placed over insertion site and intact without evidence of CSF leakage, bleeding, signs of infection, etc.

7.  Place sign above the patient's bed stating that patient has a lumbar drain.    

8.  Lock bed in position per M.O.'s orders to prevent patient from adjusting bed.

9.  Change drainage bag only when it measures 650cc using sterile technique. 

10.  Record drainage at least every 2 hours or as ordered by MO on the intake and output worksheet.  Record vital signs and neurologic assessment at least every 4 hours or as ordered.  Document color and clarity of CSF every 4 hours.

11.  Reinforce with patient the need to report headache, nausea and vomiting, pain at catheter insertion site, stiff neck, any disconnection of system, sensation of fluid dripping down catheter insertion site, and/or new onset of leg pain. 

12.  Reinforce with patient that (s)he may log roll from side to side.


	1.  Physician should discuss potential for infection, complications, etc.  Obtain verbal cooperation of the patient and understanding of drain purpose.  Reinforce teaching as needed.

3.  The presence of pain and anxiety should be identified and treated to facilitate catheter insertion.

4.  Positioning patient provides appropriate anatomical access for insertion.  Preparation of insertion site reduces microorganisms and risk of contamination/infection.  Note that surgeons may prep the site with alcohol followed by povidone-iodine or povidone-iodine only. Be prepared to have these supplies available for surgeon as ordered.

5.  System may be prepped with preservative-free 0.9%NaCl or may be left empty to collect CSF drainage per physician preference.   

    6a.  The level for zeroing varies depending on management of the drain.  Please refer to pre-printed Lumbar Drain orders written by ordering Medical Officer (MO).

    6b.  Maintain closed drainage system at all times.  Should be able to visibly observe drainage moving down tubing to the collection unit.  If tubing is not patent, notify MO.  DO NOT IRRIGATE TUBING.

    6c.  Tubing length is determined by physician prior to placement.

7.  Designate one IV pole for the Lumbar Drain.  Do not use this pole to hang any intravenous solutions.  

9.  Nursing may change the bag.  Additional drainage bags may be obtained from MOR Room 17.  Do not reuse drainage bag.
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