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Purpose:  This policy will outline nursing care for all types of central venous catheters to reduce the risk of infectious and non-infectious complications.
Definitions:  
· VAD – Vascular Access Device

· NS – normal saline

· PICC – peripherally inserted central catheter

· PRN – whenever necessary

· QOD – every other day

Policy:

1. The use of aseptic and sterile technique, observation of Standard Precautions, and maintenance of product sterility shall be required for all procedures.

2. Central Line Insertion Checklist (linked document in BPM) needs to be completed and documented for each insertion.  All Staff are expected to STOP non-emergent insertion if all elements of “central line insertion bundle” are not followed.   The “central line bundle” consists of:
For Clinicians: 

Follow proper insertion practices

· Choose the best site to minimize infections and mechanical complications

· Avoid femoral site in adult patients Perform hand hygiene before insertion 

· Adhere to aseptic technique 

· Use maximal sterile barrier precautions (i.e., mask, cap, gown, sterile gloves, and sterile full­body drape)- available in Central Line Insertion kit with addition of mask and gloves 

· Perform skin antisepsis with >0.5% chlorhexidine 

· Cover the site with sterile gauze or sterile, transparent, semipermeable dressings 

Handle and maintain central lines appropriately 

· Comply with hand hygiene requirements 

· Scrub the access port or hub immediately prior to each use with an appropriate antiseptic (e.g., chlorhexidine, povidone iodine, or 70% alcohol) 

· Access catheters only with sterile devices 

· Replace dressings that are wet, soiled, or dislodged 

· Perform dressing changes under aseptic technique using clean or sterile gloves 
Promptly remove unnecessary central lines 

· Perform daily audits to assess whether each central line is still needed 

                   

3. IV Fluids shall not be given via central catheter until placement can be verified by x-ray.  The Provider shall generate orders to use the device.

4. Providers will order Central Line Care “per protocol” to initiate the care contained in this policy.

5. Administer Total Parenteral Nutrition (TPN) through a dedicated port, preferably not the largest bore lumen, hub to hub without an injection cap.  Once TPN has started through a port, it is to remain the only port used for TPN and lipid infusion.  TPN lines are inviolate—do not piggyback any other infusions or push medications into this line.

6. RN shall evaluate and document CVC site condition every shift and will notify physician of any problems related to catheters and/or if infection is suspected (i.e. rapid pulse from baseline, chills, hyperthermia, erythema, drainage, hypothermia, presence of edema, malaise, leukocytosis or altered level of consciousness) and document in the medical record. 
7. Need for the central venous access should be evaluated every day and catheter discontinued as soon as no longer necessary.

8. Central lines should be flushed using no smaller than 10ml syringe to avoid higher pressures caused by smaller syringes.

9. All vascular access catheters should be stabilized in place using tape or a stabilization device.

10. Invasive lines shall be traced to patient and site verified prior to administration of fluids or medications.

11. Nurses should avoid forcing connections between types of tubing as this could signal and incorrect access route.

Procedure: Maintenance Procedures for Vascular Access Devices (VAD)
	VAD
	Dressing
	Flushing
	Cap Change
	Blood Discard

	Central nontunneled (e.g. subclavian, jugular
	Dressing change 24 hours after insertion. Transparent dressing and Biopatch every 7 days or PRN  

 
	Patency flush 10ml NS followed by Heparin 100 units /ml, 3 ml/day or 3 ml/day per each unused lumen.
	Weekly with dressing change
	1-2 ml

	PICC line 
	Dressing change 24 hours after insertion. Transparent dressing and Biopatch every 7 days or PRN 
	NS 10ml after infusion followed by Heparin 100 units/ml, 3 ml after each use, not to exceed 4 heparin flushes/24 hours. After blood draw, flush with NS 20ml before Heparin 100 units/ml, 3 ml. 

Maintenance for unused PICC = Patency flush NS 10ml followed by Heparin 100 units/ml, 3 ml/week. Flush each port each time.
	Weekly with dressing change 
	1-2 ml

	Implanted port (e.g. Port-a-cath) 
	For accessing port, use STERILE PACKAGED NS 10 ml (in PYXIS) to prime non-coring Huber needle. For continuous access, change noncoring needle, transparent dressing, and bio-patch every week.

For intermittent access, (maintenance flush or brief infusion) apply transparent dressing without Bio-patch. Cover with simple bandaid after de-accessed.
	Patency flush NS 10ml followed by Heparin 100units/ml, 5 ml every month (or per Provider order) and after every use, not to exceed 4 Heparin flushes/24 hours. After blood draw, flush with NS 20ml before Heparin 100 units/ml, 5ml. 


	Every week for continuous access.


	5 ml

	Tunneled central line (e.g. Hickman, Broviac
	Dressing change 24 hours after insertion. Transparent dressing and Biopatch every 7 days or PRN. Once tunnel has healed, no dressing unless immunocompromised.
	Heparin 100 units/ml, 5 ml weekly. 
After blood draw, NS 20ml followed by Heparin 100 units/ml, 5 ml
	Weekly
	3 – 5 ml

	Peripheral (e.g. angiocatheter, butterfly
	Transparent dressing change with IV change or PRN
	NS 3ml every 12 hours or PRN
	With dressing or catheter change
	0.5 – 1 ml

	
	
	
	
	


· If gauze dressing used, should be changed QOD or PRN if wet, soiled, or loose.
· If thrombocytopenia or heparin allergy occurs, Provider may order flush with NS only.

Administration Set Change Frequency

	By Administration Type
	Administration Set
	Set Change Frequency

	Continuous
	Primary and secondary
	No more than every 96 hours

	Intermittent
	Primary and secondary
	Every 24 hours

	By Type of Infusate
	
	

	Blood and blood components
	Continuous or single
	At end of 4 hours or 2 units

	Fat emulsion (lipids)
	Continuous or single dose
	Every 24 hours

	TPN
	Continuous or cyclic with lipid
	Every 24 hours

	TPN
	Continuous without lipids
	Every 96 hours


Occlusion Procedures
1) Obtain a physician’s order for:

a) CatlhFlo® Activase® 2mg (Alteplase) may be used to declot the catheter using the

following method:

Step 1: Reconstitute with 2.2ml Sterile Water for Injection, USP. Concentration = 1mg per ml (slight foaming is not unusual). Mix by gently swirling until dissolved, may take

up to 3 minutes. Do Not Shake. 

Step 2: Instill appropriate dose into the occluded catheter:
≥30 kg patient-- 2mg in 2ml

<30kg patient-- Consult Pharmacy
Step 3: After 30 minutes of dwell time, assess catheter function by attempting to aspirate blood. (If the catheter is still not functional wait 120 minutes and attempt again. If catheter

function is not restored after the first dose, a second dose of equal amount may be instilled). 

Step 4: If catheter function has been restored, aspirate 4 ml of blood to remove Cathflo Activase and residual clot. Gently irrigate the catheter with 20 ml 0.9% Sodium Chloride, USP.
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