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Amendment Form

Please record brief details of the changes made alongside the next version number. If the procedura
document has been reviewaslithout change this information will still need to be recorded although
the version number will remain the same.

Version | Date Issued Brief Summary of Changes Author
Version 4 | October f Page 6 procedural guidancdength of | Carol Scholey
2022 stay for PICC line

1 Page 12 link on complication and
troubleshooting updated

1 Page 19 on Appendix 1 Central Venol
Catheter Insertion Checklist

1 Page 24 Appendix 4, change heading
Updated reference

Version 3 | April 2021 | Amendment Amended by:

1 Page ; regarding post CVC insertion,| Padma Gopal
checks must be done (instead of Clinical Director
should) and 3 checks must be done (r Anaesthesia, Pair
one of them) and 1 to be done at and Critical Care
earliestopportunity

1 Evidence of all the checks must be
documented in notes (again not one o
the checks)

Version 2 | August 2020 Amendment Amendedoy:
! Page & additional guidance regarding| LiamWilson-
bleeding added Headof Patient
1 Page ; confirming satisfactory Safetyand
placement of the CVC added ExperienceCarol
1 Page 1& added annual auditing Scholey Lead
requirements by anaesthetist NurselPCPadma
Gopalg
Consultant
Anaesthetist
Version 1 | July 2019 1 Newpolicy- mergedCentralVenous Paula Johnsin an
AccesdDevicegCVADSTareand JayneWicks; IPC
ManagementPolicy- PAT/T23v.5and Practitioners

PeripheraVenousCannulgPVC)
ManagemenGuidelines; PAT/T45v.3
1 Pleasaeadin full.
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1 INTRODUCTION

VenousAccesPevicesare anessentiapart of medicalcareandthe choiceandmanagement
thereafter canhavea significanteffect on patient safety.

Althoughthe incidenceof localor blood streaminfectionsassociatedvith PeripheraVenous Catheter
(PVC)slow, seriouscomplicationscanoccurbecauseof the frequencyin whichthe PVQsused(RCN
2016,NICE2013).Throughthe applicationof bestpractice,complicationsand infectionscanbe
reduced.

CentralVenousAccesPevice{CVADSre usedfor shortandlongterm care. Thesedevicesenable
the administrationof fluids,drugs,blood products,parenteralnutrition, samplingof bloodandcentral
venouspressuremonitoring. Catheterrelatedblood streaminfections(CR BSlassociatedvith the
insertionand maintenanceof CVADsemainsa significantriskto patientsandaburdento the NHS

(EPI@). All VasculaccesDevicesnustbe usedin accordanceviththe Y Iy dzF | Qician® NI &

2 PURPOSE

Theguidancecontentis basedon nationalguidelinedor the managemenbf VenousAccessDevices
andsoundinfectionpreventionandcontrol principles.

Thepurposeof this guidancesto promote the appropriateand safeuseof VenousAccessDevises
throughoutthe Trust,and provideguidanceor staff.

Theuseof VasculaAccesDevicesn Neonatal/Paediatricpatientsand TotallImplanted Vascular
Acces®eviceqPorts)for haemodialysipurposesare not coveredin this policy.

3 DUTIES AND RESPONBIBIES

Operatorshouldbe acompetentpractitionerfollowingappropriatetrainingand Trustapproved
assessmentf competence.

Infection Preventionand Controlareresponsibldor ensuringmplementationby monitoring audit
results.

Ward and DepartmentManagersare responsiblgor ensuringmplementationwithin their area, and
for ensuringall staff who work within the areaadhereto the principles contained ithe Policy.

ConsultantMedical Staffare responsibldor ensuringtheir junior staffreadandunderstanahis policy,
andadhereto the principlescontainedin it at all times.

DivisionalManagementTeamsare responsiblgor monitoringimplementationof this guidance andfor
ensuringactionistakenwhen staff fail to complywith the policy.
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SiteCaoordination Teamsand BedManagersareresponsibldor ensuringpatientsareplaced
in accordancavith this guidanceandfor escalatinganysituationswhere safeplacement
cannotbe achieved.

On-callManagersareresponsibldor providingseniorandexecutiveleadershipto ensure
implementationof this guidanceandfor ensuringnfectionrisksarefully consideredand
documentedwhencomplexdecisionsieedto be maderegardingcapacityand patient flow.

Boardof Directors- Theirrole isto supportthe implementationof a Boardto Ward cultureto
supportaZeroToleranceapproachto HealthCareAssociatednfections.

4 PROCEDUR. GUIDANCE

The requirements of the patient will determine the type of Venous Access Device used.

GADANCE FOR THE CHOICE OF
VASCULAR ACCESS

)

MIDLINES ARE NOT CENTRAL LINES and therefore must NOT be used for any therapy
which is to be given centrally.

*#*Caution

POINTS TO COMSIDER PRIOR TO PLACEMENT OF CVAD

= |sthere a genuine need for IV therapy which must be delivered via a central line

= What is the anticipated duration of therapy

# Relevant PMH: e g. coagulopathy, cardiac or respiratory dysfunction, surgery,/trauma or
radiotherapy to chest ar neck

= Abnormalities of vascular anatomy e g. previous central vein stenosis, DVT of upper limb or
insertion of a Superior Vena Cava stent

= Future access needs e g. Aveidance of potential vein damage where AV*® fistula is required

for dialysis

Has there been any previous problem with CVAD insertion

Any local nfection.

Is the patient able to lie flat

Is the patient allergic to local anaesthetic, sedation, dressing or cleaning solution

Are there staff on the ward who are competent®

Patient factors: cognitive function

Patient preference/lifestyle issues/body image

Epic 3: Mational Evidence-based Guidelines for Preventing Healthcare Assocdiated Infections in
Hospitals in England

UK Vessel Health and Preservation Framework

hteps:{fwww . Imlearning. co.uk/media/1155/vhp-poster pdf
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PATIENTS LACKING CAPACITY

Sometimes it will be necessary to provide care and treatment to patients who lack the
capacity to make decisions related to the content of this pollaythese instances staff
must treat the patient in accordance with the Mental Capacity Act 2005 (M0B)20

1 A person lacking capacity should not be treated in a manner which can be seen as
discriminatory.

1 Any act done for, or any decision made on behalf of a patient who lacks capacity
must be done, or made, in the persons Best Interest.

1 Further informationcan be found in the MCA policy, and the Code atfee, both
available on the Hranet.

There is no single definition of Best InteresBestinterest isdetermined on an
individualbasis. All factors relevant to the decision must be taken into acctamtly

and friends should be consulted, and the decision should be in the Best interest of the
individual. Please see S5 of the MCA code of practice for further information.

5 GENERAL PRINCIPLES

51 Insertion

PVCs

1. Aseptic Technique Insert peripheral vascular access device utilising aseptic technique
including hygiene

2. Site Selectiorg/ I NNB 2dzi ldaaSaavySyd 2F | LI GASydQa
access device. Site selection should include a consideration for patient comfort and
should avoid crossing a joint e.g. the antecubital fossa, whegvssible.

3. Skin Preparatiogt G ASy 1Qa &a1AYy &aK2dzZ R 6S LINBLI NBR ¢
70% isopropyl alcohol solution and allowed to air dry. (If the patient has a sensitivity
povidoneiodine application is used)

4. Dressingg A sterile sempermeable dressing is applied tioe vascular access device that
allows the site to be observed.

5. Documentation- Documentation included; date, time and reason for insertion. Vessel
Health Assessment, details of site preparation. The types and size of the vascular access
device should beecorded.

CVADs

1. Aseptic Technique Device is inserted using an approved aseptic technique.

Fullsterilebarrier precautiong Gown,mask,eyeprotection, sterile glovesandfull body
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drape) mustbe usedduringcatheterplacementFullbodydrapeisnecessaryo reduce
riskof CVADwire becomingcontaminatedduringinsertion.

Handhygienein the form of surgicahandscrubshouldbe undertakenwhenperforming
this procedure.

2. Site Selection Ultrasound(USS¥houldbe usedfor all jugular insertions@nd shouldalso
be consideredor all otherroutine placementsf centrallines.

Subclaviariteis preferableto jugularfor non-tunneledlinesandnon-dialysidines,
anatomical complicationsshouldbe consideredHowever the expertiseof the inserter
mayneedto guide the choiceof site,assubclaviarinesare consideredmore difficult to
insert, with true ultrasound visualizatiordifficult to achieveand particularskillisrequired
in managingcomplications includingpneumothorax.

Femoraleinsshouldbe avoidedwhereverpossible However femorallinesmaybe
considered avalidoption, in the absenceof askilled CVAD insertgparticularlyin
bedbound,continent patientswho havemild/ moderatecoagulopathyr concomitant
anti-platelets. If usedin an emergencythere shouldbe adocumentedplanfor
replacement.

3. Skin Preparation- The chosen site should be meticulously cleaned with sterile 2%
chlorhexidine gluconate in 70% isopropy! alcohol solution, extending out to wide
margins and beallowed to air dry before breeching the skin.

Use an alcoholic povidoredine solution for patients with a history of chlorhexidine
sensitivity.

4. Dressing & securementA sterile sempermeable dressing is applied.

Any stabilization devices should rnioterfere with the observation of the site.

5. Documentation - Documentation includes: date, time and reason for insertion.
Vessel Health Assessment (if appropriate), details of site preparation. The type
and size of the vascular access device should leded.

OTHER CONSIDERATIONS

Evidence based practice suggests that non tunneled Central Venous Access Devices
account for the majority of Catheter Related Blood Stream infections. (Epic 3)

Prior to insertion of catheter, please ensure the appropriate eomss obtained in
accordance with trust policy (PAT/PA 2).

All planned placements of CVADs should be undertaken in radiology department,

anaesthetic room, theatre, intensive care units, or clinical area designated fit for this
purpose.Bedside placemenshouldnot occur except in an emergency.
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In emergency situations when ultrasound equipment and/or expertise is not
immediately available, use anatomical landmark methods.

Replacement of short term catheters under a guide wire exchange is no longer
consicered acceptableBiofilm develops onto the line very quickly and the absence of
external signs of infection is a very poor marker of true absence of infection.

When using ultrasound, the operator must ensure the sterile probe cover and gel are
used to redice the risk of contaminating the sterile field.

Catheters should be chosen with the appropriate number of lumens, based on an
assessment of the minimum number considered necessary (EPIC 3 2013).

The Central Venous Catheter Insertion Checklist document must be completed when
inserting a CV@ppendix 1.

5.2 Initial Care CVAD®0st Insertion

Secure catheter with appropriate securement device e.g.-BtK® for PICC, sutures or stat
lock® fojjugular or subclavian and sutures for tunneled lines.

Where initial oozing occurs, sterile gauze may be used but the site should be cleaned and
redressed with the approved sterile, transparent, sggarmeable dressing within 48 hours.

If excessive bleedindurther investigation maybe required to rule out the source of
bleeding.

Confirming satisfactory placement of the CVC

The following checks (1, 2 and 3) must be undertaken before use:

1. Confirm that the CVC lies within a blood vessel by checking thad lolmo be aspirated
freely from each lumen of the CVC (this will not identify whether this is in an artery or a
vein).

2. Confirm that the blood vessel is a vein rather than an artery. There are several ways to
determine this. The gold standard is transduawtgch should show (if inserted into
vein) a venous waveform. Venous pressure can be measured by manometry but is
rarely performed now.

3. Blood gas analysis (In an emergency situation this must be done but should not delay
lifesaving treatment).

The followingcheck to be undertaken at the earliest clinical opportunity:

4. Chest xray to confirm satisfactory position of the CVC tip and exclude mechanical
complications, such as pneumothorax. Chestykto be done at the earliest clinical
point.

1 On a chestxay, for upper body CVCs, the tip of the CVC should lie at the level of the
right main bronchus or within the 2 cm above this point.

i The risk of vessel erosion and perforation is increased if the tip of the CVC is

perpendicular to and touching the side wallaofein. If necessary the CVC should be
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withdrawn to achieve a satisfactory position; for left internal jugular and left subclavian
approaches this may mean that the CVC tip sits in the brachiocephalic vein.

(Evidence of the above checks must be documeniedhe notes/checklist)

All lumens should be flushed with Normal Saline to check patency of lumens prior to the use
of the catheter.

Length of PICC from insertioiesto anchorage point must be measured and documented

on the CVAD IPOC, to help dete®I€C has dislodged.

Needle free connector should be connected to all lumens; to reduce the risk of needle stick
injury.

Ensure that all sharps are used and disposed of in accordance to the Trust Policy (PAT/IC 8).

The CVAD insertion must be documenfeyy G KS LI GASyGaQ YSRAOIf NE
time, site, clinician, size and type of device, batch number, reason for insertion and
confirmatory checlangoing management and care

6 ONGOING MANAGEMENNB CARE

PVCs
An Aseptic Non Touch TechniglleNTT) should always be maintained whilst dealing with
PVC.

Hands must be decontaminated prior to and after accessing PVC.

Wear personal protective equipment only when indicated and in accordance with the
standard Precautions policy. Gloves and aprasusth not compromise hand hygiene.

PVC should be reviewed daily and if not accessed within the prior 48 hours or if there are
signs of infection/phlebitis, they should be removed immediately and a swab sent for
culture and sensitivity.

Indication of ongaig need and vessel health should be documented at least once a shift.
The insertion site should be visually inspected at each intervention for signs of infiltration,
extravasation, and leakage. At a minimum of once each shift a visual infusion phldBijis (V
score should be recorded.

The site should be inspected and using VIP score for signs of phlebitis (Loveday et al 2014).
Needle free access device should be either single or double extensions depending on clinical
indications.

Access ports and cathetéubs are decontaminated with 2% chlorhexidine gluconate in 70%

isopropyl alcohol solution and allowed to air dry before and after accessing the device (If the
patient has a sensitivity povidoriedine in 70% alcohol application is used).
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A peripheral canula should be flushed using a pulsatile flush (ending with positive pressure)
before and after each use to check for patency prior to administration of a medication, and
at least daily if not in use, using 0.9% sodium chloride.

PVC DressingsSterile transparent, securing dressing must be changed using the aseptic
technique at a minimum, every 7 days or sooner if the integrity of the dressing is
compromised. E.g. loose, damp or soiled. The insertion site should remain visible through
the dressing.

Cleaning of the access site should be carried out with 2% chlorhexidine gluconate in 70%
isopropy! alcohol solution and allowed to air dry. (If the patient has a sensitivity povidone
iodine in 70% alcohol application is used) at each dressing change.

Transpaent dressings particularly moisture permeable dressings, should not be bandaged
as the visibility and moisture permeability are obscured.

PVC administration set replacement
Giving sets should be labelled with the date and time to ensure they are chahngedrect
intervals.

IV administration sets should be changed as follows:

72 hours Continuousnfusionof clearfluids
24 hours Lipids

After 2" unit, after transfusionepisodeor at Bloodor blood products

12 hours,whicheveris sooner

Plateletsmustbe transfusedthroughnew Platelets
givingsets
Administrationsetsto be discardedafter each | Intermittent infusion
use
CVADs

Indication of ongoing need vessel health should be documented at least once a shift,
vascular access devices are remowdtn no longer indicated or if there are signs of
infection/phlebitis.

Centralinesmustbe monitored closely assessedt eachaccesandthe CVAOPOC
completed oncedaily. Thisshouldincludedocumentationof the CVADVIP* seeappendixX2.

Dailyriskassessmernior the continuedrequirementof the CVADBshouldbe recordedin the
medicalrecords. Linesshouldbe removedassoonasno longerclinicallyindicatedto reduce
the riskof complications.

Lengthof PICG@rom insertionsiteto anchoraggoint mustbe measuredanddocumenteddaily
onthe CVADPOQo helpdetectif the PICGasdislodged.

Toaccesa CVADyou musthavecompletedthe 272 Clinical Skill¥rainingPackagebeupto
datewith 272 Anaphylaxigcompletee-learningeverytwo years)andalsobe competentwith
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272 ClinicalSkillsTrainingPackagéV Administration revalidatethe practicalpart of the skill
and refreshe ¢ learningeverythree years.

Alwaysusean aseptictechnique;ensuringhandsare decontaminatedn line with the 5
moments of handhygiene.

CVADumensshouldbe flushedbefore andafter everyuse,andall lumensat leastoncedaily
if notinuse.Drawup 9mlof 0.9%sodiumchlorideensurewipingthe pod (beforebreaking
the seal)Jand CVADumenfor 30 secanddry for 30 secwith 2%chlorhexidinen 70%
Isopropyl wipes.Drawbacklml of bloodto turn salinerosecolourcheckingor clots.Flush
with the now 10mlrose0.9%sodiumchlorideusingpushpausetechnique.
Thelumenmustalwaysbe aspiratedoeforeflushingto checkpatency.

Forall CVADgexcludingenal)alwaysusea 10mlsyringe;smallersyringesCreatehigh
pressurethat will damage/rupturethe line.

Flushingvith sodiumchlorideisrecommendedn generalclinicalareas.

SpecializeadreassuchasHaematology©ncologyCriticalcare,Paediatricand Renalwill have
localprotocolsfor useof heparin flushes Contactthe ¢ NXzBhar@acyor advice.

Takingbloodsfrom a CVADshouldnot be aroutine occurrence.

Askindecolonisatioragente.g.Prontodermfoam®mustbe useddailyin accordancevith
Y Iy dzF | OnStdetidhd D &

WeeklyMRSAscreenshouldbe undertakergNose groinand CVADsite.

CVAD administration set replacement

Administration sets for continuous infusions are changed, miramum, every 96 hours.

Administration sets in continuous use for blood and blood components should be changed
every 12 hours, or when transfusion is complete. Platelets must be infused through new
giving sets.

Giving sets are labelled with the date amtie to ensure they are changed at correct
intervals. TPN administration sets should be changed when the TPN has finished or 24 hours
after commencement of the infusion.

TPN musbe delivered via a dedicated lumen and bung.

Blood productscan be adminigred concurrently with another drug/infusion (including
TPN) through a dual bore catheter (BCSH 2007).

Needlefree connectorsshouldbe replacedaccordingo Y | y dzF | GnStdmitidghiNT &
(e.g. currently7 days/120 usesfor Swan locks@nd200usesfor Maxplus®devices)pr
soonerif deviceappeardaulty.
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CVAD dressing

After the initial insertion phase, sterile, transparent dressing should be changed, using the
aseptic technique, at a minimum, every 7 days or sooner if the integrity of the dressing is
compromised. Dressings should be replaced by trained and competent staff.

Cleaning of the access site should be carried out with 2% chlorhexidine gluconate in 70%
isopropy! alcohol solution and allowed to air dry. (If the patient has a sensitivity, groarid
iodine in 70% alcohol application can be used) at each dressing change.

The aim of this dressing is to minimize the contamination of the insertion site and provide
stability of the device.

The dressing choice-@hlorhexidine impregnated transpares¢mipermeable dressing
(CHG) recommended for patients receiving TPN or considered high risk of infection. A sterile
transparent sempermeable dressing for all other patients.

Any stabilization device should not interfere with the observation of the site

When removing dressing from PICC line; pull dressing towards the insertion site to reduce
risk of dislodgement.

6.1 Complications and Trouble Shooting

Also see Appendix 3 & 4

CVADs

Lines which are visibly damaged should be considered for immedriataoval
Onlyextenuatingcircumstancessuchascardiaaesuscitationcouldafaulty line be
possibly left; andreplaced wherpatientisstable.

Infection
Consideline relatedinfection ifthere are clinicalsigns infectioraroundthe deviceand/orthe
patienttriggersthe Sepsi$athway.

Obtainblood cultures¢ SeeAppendid. If the patientishavingTPN pleasetake advice from
the nutritional nurseif line requiredblood cultures.

Consideffull sepsiscreenonthe patient.

Referto the dManagemenbf CatheterRelatedBloodstreamnfection(CRBSIncluding
AntibioticLock¢ K S N.bnlth@ Antibiotic Website.
https://oesn11hpbml2xag003wx02itvpengine.netdnassl.com/wp
content/uploads/2021/11/CRBS021.pdf

If the patientisreceivingT PNseekadvicefrom microbiologistand Nutrition team

Pagel2 of 30


https://oesn11hpbml2xaq003wx02ib-wpengine.netdna-ssl.com/wp-content/uploads/2021/11/CRBSI-2021.pdf
https://oesn11hpbml2xaq003wx02ib-wpengine.netdna-ssl.com/wp-content/uploads/2021/11/CRBSI-2021.pdf
https://oesn11hpbml2xaq003wx02ib-wpengine.netdna-ssl.com/wp-content/uploads/2021/11/CRBSI-2021.pdf

PAT/IT 73 v.4

regarding the continuationof TPNwhile waitingfor blood cultureresults.

If the line is removed, send the catheter tip for culture & sensitivity tedfilipe related
sepsis is suspected. Use sterile scissors to cut the tip (approximately 5cm) into a sterile
universal container.

Do not routinely replace CVADs as a means to reduce infection.

Thrombosis
See Appendix 6

6.2 Removal

PVC
A Cochrandreviewpublishedin 2015found no evidenceto supportchanging?VCs
every72-96 hours.ThereforePVCsrenow only changedf clinicallyindicated.

HoweverPVCshouldstill be removedif no longerclinicallyindicatedor there are signsof
phlebitis,infectionor thrombophlebitisor aVIPscoreof 2 or greater(seeAppendix?).
Removabf the PVGshouldbe anasepticnon touchtechnique.

Thedeviceshouldbe removedcarefullyusinga slowsteadymovementandpressureshould
be applieduntil haemostasiss achievedo reducethe riskof haematomaformation.

Thispressureshouldbe firm andnot involveanyrubbingmovement.

Ahaematomawill occurif the deviceis carelesslyemoved,causingliscomfortanda
focusfor infection(Loveday014).

If site appeardnfected,obtain swabandsendto microbiologyfor cultureand
sensitivity. Pleasecompletea Datix.

Thesite shouldbe inspectedto ensurebleedinghasstoppedandshouldthen be covered
with a steriledressingLoveday2014).

Thecannulaintegrity shouldbe checkedo ensurethe completedevicehasbeen
removedRCN2016.

Documentremovalon the PVn the daily planof caresheet.
Thisdocumentationensuresadequaterecordsfor the continuedcareof the deviceand

patient aswell asenablingauditand gatheringof statisticson ratesof phlebitisand
infiltration.
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CVADs

Removeany CVADhat isno longerrequiredto reducethe risksof complicationsThe
line shouldonlyberemovedfollowingauthorisationfrom the medicalteam

Tunneledinesrequirereferralto the vasculateamfor removal.
Routineline removalsdo not needthe linetip sendingfor culture.

Checkf patientis on anticoagulantdeforeremovingthe line- Bloodresultsshouldbe
checkedprior to removalfor anyclotting deficiencies.

Procedure
Explairthe procedureto the patient, ensurethe patientunderstandsandgain valid
consent.

Patientshouldbe placedin the Trendelenburgposition (headslightlylower thanfeet,
can tilt the bedto achievethis)whenremovingthe CVADIf thisisnot possiblethen
supine positionis acceptablg NOTin anuprightsitting position). Thisisto prevent
riskof air embolism.

1
1

E = =

= =4 4

= =4 -4 9

Washhandsanddon apron.

OpensteriledressingpackusingANT Tonto cleantrolley anddecantother sterile
equipmentonto the sterilefield.

Gelhands.

Puton non-sterileglovesandremovetransparentdressingRemoveapesor
securingdressing.

Removeagloves cleanhandswith gelanddon sterile glovesfrom pack.
Observehe sitefor signsof localinfection.

Cleansite with 2%Chlorhexidingn 70%lsopropylalcoholwipe for 30 secondsand
allowdryingfor 30 seconds.

Removeanyskinsuturessecuringhe catheter.(Centralineswill be sutured).
Holdsterilegauzeoverthe insertionsite.

Askthe patientto performthe Valsalvamanoeuvre(seedefinitions)andas patient
is performingthis manoeuvreholdthe catheterwith onehandnearthe point of
insertionandwith gentletraction,withdraw theline.

Ascatheterbeginsto move,beginto pressdownon the insertion sitewith gauze.
Asthe lastcentimetreisremovedapplyfirm pressureto the site.

If any resistance is encountered, do not force catheter.
NB:Occasionallyvhenremovinga PICGhe veinwill gointo spasmandcause
resistanceandthe PICCGnayappearto be stretchingasyouwithdrawit. If this occurs,
pausefor amoment,gentlymassagé¢he arm abovethe PICGnsertionsite andresume
gentletractionuntil the line isout. Alwaysseekadviceif problems persist.
Maintainfirm pressurefor aminimumof 5 minutesafter the catheterhasbeen
removed (Thismaybe longerfor patientsusinganticoagulants)if site continues to
bleedmaintainpressureandinform Doctor.
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TRAINING/SUPPORT
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Thepatientcannow be satup around45degrees.

Checkhe cathetertip isintacton removal(Centralline only).
Themeasuremenbf the PICdine onceremovedmustbe comparedagainsthe
insertionlengthdocumentedinthe LJI G A rotgsi Q &

Routineline removalsdo not needthe linetip sendingfor culture.
Whenbleedinghasstoppedcoversite with anocclusivedressing.

Disposeof all equipmentaccordingo hospitalpolicy.

Leavepatient comfortableanddocumentdate/time andreasonfor removalin
LJ- 0 Ardtgsli Q &

Staffwill receiveinstructionsanddirectionregardingthe managemenbf VenousAccess
Devices usedin Trustfrom a numberof sources:

1
1
1
1

T

TrustPoliciesandProceduresvailableon the Intranet
Ward/departmental/linenanagers

ClinicalSkillsTrainingPackagen PVdnsertion& CVADAcces® Maintenance.
Educatiornupdatesessionsvhich canbe deliveredby a numberof formatse.g.
faceto faceande-learning.

Adviceis alsoavailablefrom the DBTHntranet site.

Please note: The training requirements of staff will béentified through a learning needs
analysis (LNA)Role specific education will be-codinated/ delivered by the topic lead.
Alternatively, training may be accessed via an approvizhming platform where available.
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8 MONITORING COMMANCE WITH THE PROCKRAL

DOCUMENT
What is being Monitored| Who will carry out How often How Reviewed/
the Monitoring Where Reported to
Patientsat highrisk of Nutritional Weekly Post InfectionReviews
Catheter Relatedlood SpecialisNurse surveillance Deficitsidentified will
StreamInfections be addressedria
(CRBSHTPNpatients agreedactionplanto
complywith policy
Compliance Infection
with guidelinego Prevention Monthly Invasivedevice
reducerisk of andControl audits
complications Practitioners
and clinical
areas
Trainingneedsfor Wardand Annually Saffs Professional
managemenof Department Development
[/ 1 5Qa Managers Appraisal.
Trainingand Attendancewill be
Education capturedviaESR
Department system
Regularaudit of Anaesthetist Annually Auditof compliance
compliancewith with documentation
documentationon to complywith policy
insertion/removal

9 DEFINITIONS

ANTT¢ AsepticNonTouchTechnique

AV- Arterio-Venous

CVAD CentraMenousAcces®evice
DVT¢ DeepVenous

Thrombosis

IPOG IntegratedPathway

of Care

IV - Intravenous

PICGC Peripherallynsertedcentralcatheter
PMH- PastMedicalHistory

PVG PeripheraVenou<Catheter

TIVAD Totalimplantedvasculaaccesslevice(port)
TPN- TotalParenteraNutrition

VIP- Visual Infusion Phlebitis.

Bacteraemia Bacteriain the circulatingblood.
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BestInterest-Thereisno singledefinition of bestinterest. Bestinterestis determinedonan
individual basisAll factorsrelevantto the decisiomrmustbetakeninto account family and
friends shouldbe consultedandthe decisiorshouldbe in the Bestinterestof the individual.
PleaseseeS 5 of the MCAcodeof practicefor further information.

Landmarkmethod - Thisinvolvespassinghe needlealongthe anticipatedveinusing surface
anatomicalandmarksandknowledgeof the anatomyasa guide.

Midline- Longvenouscatheterinsertedinto armveinswhichdoesnot extendcentrally.

Pairedcultures-Bloodculturestaken,at the sametime, from both peripheraland CVAD
lumens.

Ports- Portacathdevicesare usedgenerallyin Paediatricg not fitted at DBTHLongterm use.
TunnelledCatheter¢ CVGnhichistunneledawayfrom exit site andhasanchoringcuft.

Two Dimensional(2-D)-Thisprovidesa W NB K ¥§@y@caleimageof the anatomyimaging
Ultrasound.

Valsalvamanoeuvre exhalationagainsta closedairway,usuallydoneby closing2 y* Sr@uith,
pinching2 y $i6sashutwhile pressingout asif blowingup a balloon.

10 EQUALITY IMPAGNSSESSMENT

The Trust aims to design and implement services, policies and measures that meet the
diverse needs of our service, population and workforce, ensuring that none are
disadvantaged over others. Our objectives and responsibilities relating tdityoarad
diversity are outlined within our equality schemes. When considering the needs and
assessing the impact of a procedural document any discriminatory factors must be
identified.

An Equality Impact Assessment (EIA) has been conducted on thedpral document in
line with the principles of the Equality Analysis Policy (CORP/EMP 27) and the Fair
Treatment For All Policy (CORP/EMP 4).

The purpose of the EIA is to minimise and if possible remove any disproportionate impact

on employees on thgrounds of race, sex, disability, age, sexual orientation or religious
belief. No detriment was identified. (SAppendix8)

11 ASSOCIATED TRUST EEDURAL DOCUMENTS

Thispolicyshouldbe readin conjunctionwith the followingpolicies particularly:

1 HandHygiengPAT/IG)
1 Sharpsolicy- SafeUseandDisposa(PAT/I(B)
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Managemenbf Sharpdnjuriesand Bloodand BodyFluidExposurdncidents(PAT/ICL4)
Consento Examinatioror TreatmentPolicy(PAT/PA)

Mental CapacityAct 2005- Policyand GuidanceancludingDeprivationof

Liberty SafeguardéDoLSJPAT/PAL9)

EqualityAnalysifPolicy(CORP/EMP7)

PrivacyandDignityPolicy(PAT/PA8)
RisKdentification,AssessmerindManagemenfPolicy(CORP/RIS30)
PathologySpecimens CollectionrandHandlingof PathologySpecimengPAT/ICL1)
FairTreatmentfor All(CORP/EMB)

InjectableMedicinesPolicy PAT/MMb)

Spillage®f Blood andother BodyFluids(PAT/ICL8)
StandardnfectionPreventionand ControlPrecautiongolicy(PAT/ICL9)
ClinicalSkillTrainingPackage PVCG& CVAD

Managemenbf CatheterRelatedBloodstreamnfection(CRBSIpcludingAntibiotic
LocKTherapyhttps://www.dbth.nhs.uk/wp-content/uploads/2017/12/CRBSI

final.pdf

= =4 =4

=4 =22 _-48_-48_-9_9_-9_-°9_--°

12 DATA PROTECTION

Anypersonaldataprocessingssociatedvith this policywill be carriedout under®/ dzZNNB y (i
dataprotectiont S 3 A Adsih the’DatgPebtectionAct2018andthe UKGeneralData
ProtectionRegulationGDPR2021

For further information on data processing carried out by the trust, please refer to our
Privacy Notices and other information which you can find on the trust website:
https://www.dbth.nhs.uk/aboutus/our-publications/informatiorgovernance/
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APPENDIX § CENTRAL VENOUS CATHRE INSERTION CHHGKL

> =3

2=3

i

ETRE

AFFIX LASEL HERE IF AVNILASLE
Central Venous Catheter INHS [ Em——
i i Doncaster and Bassetlaw District Number:
Insertion Checklist e | &
NHS Foundation Trust E
Address:
D.oB.:
Pre-Procedure Checklist Time Out - Just prior to needle Insertion Sign Out - Just prior to desterilising
Patient ID checked [ Yes [0 No Patient position optimal J Yes [ No Guldewire removed O Yes [J No
Allergies checked O Yes 1 No Team introduced and assigned roles ] Yes J No Needle-free connectors attached [ Yes [J No
= — = (+ 3 way tap to monitoring lumen)
Indication: Correct length line 1 Yes ] No
ili intail Y N
Coagulation state Yes No Assistant to monitor Y N Steritty maintained L1 Yes L1 No
reviewed (bloods/drugs) = sterility throughout U Yes LI Ne | TSterile dressing applied O Yes I No
USS, sterile cover & O Yes [ No Patient-specific concerns O Yes [J No Post-procedure check
sterile gel all available — If 'Yes;, reason: CVP transduced (must be done).......... mmHg
CVC pack available O Yes (I No At earliest clinical opportunity:
Correct length line  Yes T No SO, on blood gas . %
Consent [ Yes [0 No oR O Yes CJ No
If“No’, reason: Complications [ Yes [ No
(if yes, document details and debrief
overleaf).

Date & Time: Person completing form (title/name/signature):
Operator- Supervisor:
Assistant:
CXRreviewed: Yes[] N/A(femoral)_ Date &Time:
Isthe CVCsafetouse? _ Yes [] No  Title/Name/Signature:

Documentation of procedure - (if not on anaesthetic chart)

Location: DCC [ ED [ Theatre ] Other:

Type: (tick both if for double line insertions) CWC ] Vascath [ PICC J PAlIntroducer

Site: Right J Left J Internal jugular ] Subclavian [0 Femoral [ Basilic ] Cephalic T

Anaesthesla: Lignocaine 1% [ Lignocaine 2% [] Sedation [ General ]

Length of line: 12.5cm ] 16cm [J 20cm ] Other:
Length at skin (om):.. Number of sutures:

Asepsis: Hat, Mask, Scrubbed, Gown, Gloves [ Eye protection (optional) ] 2% chlorhexidine to skin and dried ] Steriledrape [ Sterility maintained ]

Ultrasound-guided: Yes [] No ] -if"No’ documentreason below If*Yes’ guidewire visualised invessel Yes [ No [J

Lumens: All aspirated, flushed, and clamped ]

Complications:

None [J Pneumothorax ] Arterial puncture ] Malposition [
Haemorrhage [ 2nd person [ Unable to cannulate [] Other ({document below) ]

Debrief (if complications occur) & Comments:

Grade: Mame:
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APPENDIX 2 CVAD VISUAL INFUSIGNLEBITIS SCORE

(Green)
Siteappearshealthy Good
0

No sign of infection
Observe & record insertion site & score daily

Is one of the Possible insertion site infection
following evident? Observe & record insertion site appearance & score daily.

o serti " Take swab if red or discharge present, inform medical team.
* Pain near insertion site
Drs to discuss with Microbiologist; if result is positive and

* Erythema at insertion site continues to show signs of infection.

* Serous discharge Consider line removal/replacement.

Anyofthefollowing Insertion site infection +/- Catheter suspected
+ Inflammation (pain, blood stream infection
redness, swelling, induration, STOP using CVAD if possible.
purulent discharge) (Red) Swab insertion site, escalate to medical team immediately.
» Hyperthermia > 38.3°C/ Immediate Obtain paired blood cultures (peripheral & c:ent!al Venous
hypothermia < 36°C Action zf;czzsscc:evice, along with arterial line samples if patient is
 Chills with rigors Requilred 2 Obtain Eloocis for FBC, CRP.
* RaisedCRPand /or Drs to discuss with Microbiologist; initiate antimicrobial

abnormal WCC therapy if advised.
(»12.0 or <4.0) with
no other obvious source

If line removed due to suspected infection, send tip for
culture and sensitivity.

WPR29980 Nov 2012 WHMTE

Page21 of 30



PATIT 73 v.4

APPENDIX 8 CVC COMPLICATIONSPANROUBLE SHOOTING

Trouble Shooting Advice

NHS

Doncaster and Bassetlaw

Teaching Hospitals
NHS Foundation Trust

Problem

Potential Cause

Action

Unable to aspirate

Obstruction, suction against vessel wall,
fibrin sheath, pinch off, kinked catheter or malposition.

Visually check for kinking. If no resistance, attempt to flush and then aspirate.

Move arm up and extend outwards and re-attempt to aspirate.

Request chest X-ray to check position of tip of PKCC or Tunnelled line.

Please note mid lines do not need to be aspirated and can be used as long as there is no resistance or pain
on flushing with NaCl.

If PICC or Tunnelled line please contact the Radlology Vascular access team for further advice If
required. DO NOT REMOVE THE LINE

Unable to flush

Blood dot, thrombus within the lumen of the line.
Drug precipitate (failure to flush correctly following
administration)

Pinch off

Mal positioned tip

Check line for kinking.

Attempt to aspirate.

Change position of patient

Change needle free connector and attempt to flush again.

If PICC/Mid or Tunnelled line please contact the Radlology Vascular access team for further advice If
required. DO NOT REMOVE THE LINE.

Swollen arm, hand or neck

Blood clot/thrombus around the line

Refer for a Doppler ultrasound scan to identify venous thrombosis. If a thrombus/clot is confirmed and
if the line is functioning well (i.e. aspirates and flushes with ease), it DOES NOT need to be removed
immediately. The patient will require therapeutic Dalteparin and ongoing review as per policy. Please
contact the Radlology vascular access team/haematologist for further advice.

Catheter fracture / damage

Repeated clamping/bending.

Sharp object e.g. scissors during dressing changes

Use of small syringe to access line (e.g. 1ml, 2mi or 5mi).
Faulty line

ONLY the manufacturer's clamps should be used on the line.

If the line is fractured externally DO NOT USE:; ensure the clamp is on and positioned between the exit site
(patient) and the fracture.

Refer to the Radlology Vascular access team OR the critical care consultant for advice and to arrange
line exchange/replacement.

Fuid leakage at insertion site

Catheter rupture, fibrin sheath

Flush line with 0.9% sodium chioride and observe for leakage.

Pinch off If PICC/Mid or Tunnelled line please contact the Radlology Vascular access team for further advice If
Infection required. DO NOT REMOVE THE LINE.
Limb Oedema For critical care patients discuss with the critical care consultant.

Inflammation/Exudate at the Localised infection Discuss with medical team.

insertion site Poor aseptic non-touch technique Swab for culture and sensitivity. DO NOT REMOVE THE LINE.
Mechanical phlebitis Clean site with Chlorhexidine wipe (or alternative if patient is allergic) and apply new dressing.
Allergy/sensitivity to dressing. Ensure Line is secured with appropriate securement device. (E.g. Statlok /SecurAcath for PICCs)

Consider the use of an alternative dressing if allergy/sensitivity is suspected.

Suspected Infection

SEE VISUAL SCORE FOR CVAD AND GUIDANCE

Catheter migration (PICC/Mid
lines only)

Can occur if line is not adequately secured
Accidental dislodgement during cleaning/dressing changes

Measure length of line from insertion site to anchorage point and document.

If line migration/dislodgement is suspected, ensure the line is adequately secured and contact the
Radlology vascular access team for advice. DO NOT REMOVE THE LINE. DO NOT PUSH THE LINE BACK
IN.

A chest x ray may be required to confirm the position of the tip of the PICC.

Exposed Dacron cuff (Tunnelled
lines only).

Dislodgement of line.

The line will require removing due to the risk of contamination/infection.
Refer to the Radiology Vascular access team for replacement of line.
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APPENDIX ¢ PVC COMPLICATIONSDAINROUBLE SHOOTING

Complication Cause Action
EcchymosiandHaematomaon Infiltration of bloodinto the tissue. | RemovePVCGandapplylightpressure
insertion overinsertionsite (RCN2005).Thiscan

bepreventedbyprocedurebeing
performedbyaskilledpractitioner.

Phlebitis; thisisinflammationofthe | Themostcommoncausesre; Preventioniskeyandincludes

veinwall (theintima) appropriatedeviceandveinselection:.
Mechanicat, relatedto irritation 1 DilutionasperY I y dzF I O dz

Infection ¢ canoccurattheinsertion | anddamageto aveincausedy recommendationsand

siteor systemically. largegaugecannulageingsited administrationatthe correctrate.

Preventiorincludes: wherethereismovement,for § Ensurdhat the cannulaissecured
exampleantecubitafossanot usingthe correctmethodfor the
securecadequatelyorincreased dressingised.
dwelltime.

1 Makesureanasepticnontouch
technigueisusedduringinsertion

‘Chemica relatedto chemical andongoingaccessingfthe PVC.
irritation from drugssuchas f Renewdressingvhendamp,loose
antibioticsandchemotherapy. or soiledor at 7 days.

1 Assesshesiteateach
interventionandrecordVIPscore
atleastdaily.

Bacterial¢ whenthe site becomes
infecteddueto poor handwashing
oraseptidechnique.

1 Infusionshouldbediscontinuedat
first signsof phlebitis.

1 Warmandcoldcompressesanbe
appliedto area,to increasehe
flow of blood aroundthe areaand
reducethe swelling.

1 Ifbacterialphlebitisissuspected,
removePVCswabsiteandsend

Thrombophlebitis Dwelltime 1  Stopinfusionimmediatelyand
PVGnaterial notify medicateam.
Typeofinfusate 1 Coldcompressanbeappliedto
PoorPVC/veinatio areato reducebloodflow and

increaseplateletadherenceo the
alreadyformedclot. Thenapplya
warmcompress.

1 Ifpurulentdischargeresent,
sendsampleto microbiologyfor
culture.

1 Elevateextremityanddiscourage
patientfrom rubbingor massaging
areato reduceriskof embolus.

1 UsesmallestgaugePV(possible
for therapybeingdelivered.
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Infiltration - occurswhenthereis
leakagerom the vein,andthe
infusateentersthe surrounding
tissuecausingswelling.Fluidis
coolerthansurroundingoodyfluid
andasskintemperaturedropsthe
skinbecomeslanched.
Inseverecasesiecrosiqtissue
death)canoccur.

PVQuncturedveinwall
Chemicairritation
Poorsecuremenof PVC
Completeocclusion(pressure
aroundPVQn veinmayresultin
thetip increasinghe holesize
madeoninsertion)

Preventionncludes:

1 Goodinsertiontechnique.

1 Goodfixationtechniqueclip
exceshairandsecurecannula
properly.

1 Donotcannulateoverajoint.

1 Usethe smallestsizecannulafor
the purposeofthe PVC.

1 ChecKor swellingaroundthe
cannulaip.

1 Stopinfusionandnotify the Drs
immediately.

1 Discussvith pharmacyto
establishif anyantidoteandhow
to administerit.

1 Assesdo determinethe extent of
the infiltration and volume of fluid
absorbed.

1 Assessherangeof sensatiorand
movementof the patients
extremity (for anysensorydeficit)

Extravasation
Inadvertentadministrationof
vesicanbrirritant solutioninto
surroundingissue Vesicansolution
cancauseblisters,subsequentesult
istissuenecrosis.

PoorlysitedPVC.

Patencynot checkedor before
administrationof solution.
Patientwith thrombocytopenieaor
poorveinsthat cannottoleratethe
volumeor pressureof solution

1 Stopinfusionandinform Drs
immediately.

1 Asses$o determinethe extentof
theextravasation

1 Attemptto aspiratethe fluid via
PVC.

9 Discussvith pharmacyto establish
if anyantidoteandhowto
administerit.

1 Elevatextremity.

1 Potentialof salineflushout
techniquecanbe usedbyan
experienced practitioner.

Thrombosis

Thishappensvhenabloodcloton
the cannulawall of the vein
becomegletachedandentersthe
pulmonancirculation.

Prevention:

1 Usethe smallestsizecannulato
adequatelydothejob required.

1 Avoidusingveinsin legs.

Donot flushthe cannulaif thrombo-

embolismissuspected.

Seekmedicalattention immediately.
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Unintendedarterialcannulation

Pulsatilebloodflow not
present/notobservedduring
cannulation.

Increasediskin presenceof:
hypotensionhypoxaemiagbesity;
sedation/anaesthesia;aberrant
anatomy;proximityof arteriesand
veinsie antecubitafossa.

If recognisedmmediately,or
beforeanydrugs/substances
giventhroughthe cannulg
removeassoonaspossible.
Beforeremovingensurestaff
memberavailableto staywith
patientfor atleastlOminutes.
Explairproposednanagemento
patient.
Removeannulaandimmediately
applyveryfirm pressureor 3
minutes(enoughto occludethe
vessel)Releas@ressuregradually
but maintainpressurefor 2 more
minutes.

Inspectwound.If stillbleeding
applypressureasbefore.

If still bleedingre-applypressure
andcallfor seniorhelp.
Whenbleedingstopped.apply
swabfirmly andsecurewith tape.
Inspectwoundafter 15minutes.
Callfor seniorhelpif re-bleedsor
haematomasseendeveloping.
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Unintendedadministrationof
drug/infusionthroughintra-arterial
cannula

Asabove.

Stopadministrationof
drug/infusion immediately.
Informpatient,givere-assurance,
andexplainproposed
management.

LEAVIEANNULANSITW, DONOT
REMOVE.

1

= =

Callfor seniorhelp.Inject20mls
0.9%salineslowlythrough
cannula(overl0-15minutes).
Commenc®.9%salineinfusionat
Iml/kg/hr (maximumB0mis/hr)
viasyringepump.

If possibleelevatethe limb.
Referto oncallvasculasurgical
teamASAP.
Documensymptoms/signg limb
distalto the cannulaEspecially
note capillaryrefill time; any
sensonchangestemperature
changepresencef cyanosis.
Continugheseobservationgvery
30minutesuntil reviewby
vasculasurgicateam.
Furthermanagementayinclude
heparinisation; regional/nerve
plexusblock;anti-spasmodic§ie
papaverine)surgical
thrombectomyjongterm
rehabilitation;chronicpain
management.
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APPENDIX & TAKING BLOOD CULTISREROM A CVAD

Blood culture sampling from CVAD (central venous access device) lines

PAIRED cultures must be taken ASAP (paired means each lumen of the CVAD should be
sampled alongside a peripheral one).

All samples must be taken at the same time.

Main points of blood culture sampling from CVAD

ANTT should be
adhered to at

CVALDY's should only be accessed B
all times

by those trained to do so..

(For full training please contact
Clinical skills)

Needle free device should be
cleaned for 30 secs with 2%
chlorhexidine in 70% isopropyl
aloohol

l

1.0btain sample aerobic
bottle followed by anaercbic

. } DO NOT DISCARD ANY
For muiti lumen catheters (more than BLOOD FROM LUMEMN Discard unused TPM and ensure
2), such as central lines, sample . .
the mas fren Y IV fluids are prescribed and
. ! ' 2. Repeat the prooess for administered

each lumen *

3. Remove and replace
needle free device on each

lumen

4. Flush all lumens

»

Label each sample according to
lumen colowrfuse (TPN) and
dooument all in medical notes

contact microbiclogy for advice if required, re-culture if advised by micro
Send swab from CVAD site

Discuss with Mutrition Support Team [TPN patients) or radiology wasoular access team before removing lines
where possible
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APPENDIX § CVAD THROMBOSIS PAVAY

CVAD THROMBOSIS PATHWAY

Presenting Symptoms

Any one of these signs is significant enough to require investigation:
= Pain in the arm, axilla, shoulder or neck
= Swelling of the fingers, hand or arm (rings are often tighter)

= Discolouration of the affected arm (usually darker blue / purple
colour)

Affected hand may be cooler to touch
Engorged collateral veins

Investigations

l

DopplerfUltrasound
If it is not possible to arrange Doppler within 24 hours treat as DVT until
this has been excluded
Result Positive Result Negative

}

Leave the line in if at all possible (even if

r

thrombus occlusive) Advise patient to contact
heck hospital if sympioms

G FBC and U+E worsen or fail to resolve

Commence therapeutic dose of

Dalteparin

(In situations where the indications for
Dalteparin are not clear discuss with
Haematologist )

Arrange District Nurse if required
Ensure patient has required equipment

+
Follow Up

Monitor patient, if symptoms worse or
not responding to the treatment consider
removal of the line.

Armrange for repeat FBC at 7 and 14 days
Patient should receive Dalteparin for
minimum of 3 months.

If line still insitu after this period
Dalteparin can be given at a reduced
dose- 75% of treatment dose
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APPENDIX ¢ PVC VISUAL INFUSI®GNLEBITIS SCORE jVIP
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