Central Line Policy Updates 2005

New central line management policies were put in effect following 2002 CDC recommendations.

The CDC performed a careful review of completed studies and developed outcome based recommendations.

These policies have been developed to minimize the risk of a patient developing an infection related to the central line.

The development of a central line infection (bacteremia) can have significant impact on patient outcome and mortality.

The financial impact to the institution of each of these infections is approximately $50,000

INSERTION & SITE

1. Daily Documentation Required 

a. On ICU flow sheets or Med-Surg computerized assessment

b.  Description of all insertion sites (what the site looks like & the dressing is intact)

2. Central line insertions MUST be done by physicians under STRICT sterile technique 
a. Mask, hair cover, gloves and sterile gown 

b. Patient covered with FULL body drape. 

c. IF PROPER TECHNIQUE IS NOT BEING FOLLOWED DURING LINE INSERTION                                                                        THE NURSE SHOULD STOP THE PROCEDURE.   

3. *** Staff directly assisting with insertion should also be fully gowned.

4. *** Staff remaining at bedside while line is being placed should mask and cover hair. 

BAG CHANGE

1. All IV bags must be labeled with date and time when hung
If the bag contains no medications: label “No additives”or “No Medications” with date and time

2. All IV bags must be changed every 24 hours. 

TUBING CHANGE

1.  IV tubing should be changed and dated every 96 hours.
2.  TPN / Lipid IV tubing should be changed every day with new TPN / lipid bag

3. Arterial line pressure tubing and fluid (500 cc NS) 

a. Change and date every 96 hours.  

b. No heparin is added to routine pressure line bags

c. Remove /  “burp” air from bag prior to priming or applying pressure  

 4.  When a NEW Central LINE is placed,  NEW BAG and NEW TUBING must be hung.  

     Never reconnect used tubing to a new line even it was placed over a wire. 

HUB CARE      ****Hub contamination is the #1 cause of central line blood stream infections****
1. Needleless injection caps (Ultrasyte caps)

a.   MUST be wiped well with alcohol swab EVERY time accessed.

b. Cap change: every 7 days  with dressing changes.


2.   HUBS SHOULD NEVER BE LEFT OPEN WITHOUT A CAP
DRESSINGS

1. ALL Central line dressing changes will be under STRICT STERILE TECHNIQUE
a.  Mask, Sterile gloves, and Chloraprep****

b.  Chloraprep is the preferred skin cleanser.  

c. It must be applied with a back and forth gentle scrubbing action for 30 seconds.

d. ALLOW THE CHLORAPREP TO COMPLETELY AIR DRY (don’t blow it, fan it , or wipe it)                                                       BEFORE APPLYING THE DRESSING TO AVOID THE POSSIBILITY OF SKIN IRRITATION.

2. ALL Central line dressings should be changed every 7 days   (unless dressing becomes visibly soiled or falls off. )
3. [image: image1.png]


New ! Tegaderm IV Biocclusive dressing with Secrual should be used over sites.
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4.   New !  Biopatch for central lines

a. Apply using sterile technique,  blue side up, foam side down

b. The Biopatch edges of slit should be  touching for complete  coverage

c. Releases chlorhexidine slowly over 7 days

d. Replace every 7 days with dressing change

FLUSHING


1.  Any lumen that does not have continuous fluid running through it should be flushed.

a. 10 cc NaCl q 8 hours 

b. Before and After medication infusions / administration  

c. Flushes should be documented in MAR.

2.   PICC lines 

e. Heparin flushes q 8 hours. 

f. A physician order must be obtained.  

g. Flushes should be documented on MAR. 

h. Please see Intravenous Flush chart for details.  

3.   When discontinuing a continuous medication infusion, aspirate medication from line prior to flush

4.  Intravenous Flush Chart can be found online at www.gwstaff.com  in Nursing Standards Manual and at www.gwicu.com.  


Hemodialysis catheters should only be accessed by ICU/ER RN in an emergency situation.  

Discontinuing CVVH : ICU  only 

a. Sterile technique must be used to disconnect: mask, sterile gloves, chloroprep 

b. Scrub the hub / tubing connection with chloroprep and clamp before you disconnect)

c. Both ports of dialysis catheter should immediately be flushed with 10 cc NS

d. Each port should be loaded with 1,000 units / cc Heparin: use the volume printed on each lumen of the catheter

e. If patient is on NO Heparin protocol, flush with NS only. ( Obtain MD order)

	 
 

Procedure
	 

 

Peripheral
	 

Midline

Catheter
	 

Short-Term

     Central Catheter
	Groshong

Tunneled  Catheter
	 

Hemodialysis Catheter
	 

Implanted Port
	 

PICC

Line

	Routine Flush
	-
2 cc 0.9% NS
 
-
Once every eight hours
	- 10 cc 0.9% NS

followed by 2cc
100units:1cc Heparin

 -
Once every day
	10 cc 0.9% NS
    
-
Once every eight hours
	-
10 cc 0.9% NS

-
Once every week
	-
10 cc 0.9% NS

followed by 

   1.5 -2 cc

1000units:1cc Heparin

After hemodialysis or when used
	-10 cc 0.9% NS
followed by 5cc
100units:1ccHeparin

-
Once every day
	-10cc  0.9% NS 

 followed by  3cc 

100 units: 1cc Heparin

-
Once every 8 hours

	Flush After:
-
Medication
-
Discontinuation of Fluids
	-
2cc 0.9% NS
	-
10cc  0.9% NS

followed by 2cc
100units:1cc Heparin
	-
10 cc 0.9% NS 
	-
10cc 0.9% NS
	-
10cc  0.9% NS followed by 

1.5 – 2cc 

1,000 units:1cc Heparin
	- 10 cc 0.9% NS
   followed by 5cc
100 unitss:1cc Heparin
	-10cc 0.9% NS 

followed    by 3cc 

100 units: 1cc Heparin

	Flush After:
-
Blood Transfusion

-
Blood Draw
-
Blood in Tubing
-
TPN Infusion
	-
2cc 0.9% NS
	-
20cc 0.9% NS followed by 2cc 100units:1cc Heparin
 
 
	-
20cc 0.9% NS 
	-
20cc 0.9% NS
	-
20 cc 0.9% NS
    followed by 

    1.5-2cc 

1000units:1cc Heparin
	-
20cc 0.9% NS

  followed by 5cc
  100units:1cc Heparin
	-
20 cc 0.9% followed by 3cc 100units:1cc Heparin


	Document all flushes in MAR
	Heparin should be withdrawn from all lines prior to infusing

	Obtain physician order for heparin flushes
	Following TPN, flush the port with 20 cc 0.9%NS prior to blood draw

	Use only 10 ml or larger syringe  when flushing Central Lines
	Do not use hemodialysis catheters for blood draws or other uses other than hemodialysis except during dialysis or in emergency situations

	Always use  positive pressure technique when flushing Central lines
	Catheter occlusion? Recommended drug of choice is Alteplase 2mg/2cc


Acetylcysteine (Mucomyst) IV

Brand name “Acetadote”

Acetylcysteine (Mucomyst) Intavenous has just been placed on the hospital formulary.  

· This drug is approved for use for the treatment of acute acetaminophen overdose 
WHEN the patient CANNOT take the oral form.  

· *It is NOT approved for use as a renal protective agent before IV contrast.  

Intravenous Acetylcysteine has been associated with up to 20% incidence 

of anaphylactoid reactions.  

Anaphylactoid reactions including

 Cutaneous eruptions              Chest Pain


Fever

  Flushing                                 Tachycardia,      

  Caution should be especially used if patient has Asthma.

Adults

Loading Dose:  

150 mg / kg in 200 mL of 5% dextrose, infuse intravenously over 15 minutes. 

Maintenance Dose:
50 mg / kg  in  500 mL of 5% dextrose, infuse intravenously over 4 hours 

    followed by 
 
100 mg/kg in 1000 mL of 5% dextrose, infuse intravenously over 16 hours.

Sedation Updates

1. You may not, may not, may not, chart < 3 as a documentation of pain assessment.  

YOU MUST USE the Pain Scale for Cognitively Impaired Adults.  

This scale is in every brown book and is available on the web site.
2. Every morning starting at 8:00AM, all sedation medications will be decreased by half.   

Patients will then be observed.  Multiple studies have demonstrated over sedation of ICU patients.  Narcotic and sedation orders get increased and maintained at high rates.  

These medications are cumulative and maintained at the minimal amount needed for proper sedation.

3. There will be some exceptions to this titration  (i.e. patient wildly out of control).   

If you feel your patient should not have the medications decreased, 

    you must receive an order to continue at same rates.  

4. The decreased narcotic and sedation rates should be well documented in the IV medication documentation. 

5. If necessary, you may re titrate up the drip rate as per Sedation Protocol.  

6. Careful documentation of patient’s pain and sedation assessment must be done. 

7. If intermittent pain medication is given, YOU MUST document the pain assessment BEFORE administration and AFTER administration.  These are federal regulations.  

8. You cannot accept “range” orders for pain or sedation medications.  

For example, you cannot accept orders of  “Fentanyl 25 - 50 mcg IV q 1 hour PRN”.  

The order should read “Fentanyl 25 mcg IV q 1 hour PRN pain assessment 3-6.  

Fentanyl 50 mcg IV q 1 hour prn pain assessment 7-10.”

9.  Look at the web site for the latest Sedation Orders.  

Again, YOU MUST USE THE PAIN SCALE FOR COGNITIVELY IMPAIRED ADULTS.

Reminder :    PROPOFOL tubing must be changed every 12 hours and documented in the MAR.  

A MAJOR REMINDER   ! ! ! ! ! 

Paralytics such as Cisatricurium  : PROVIDE  NO  SEDATION OR PAIN RELIEF. 

Sedation and Pain medications  MUST be given during continuous paralytic infusions.  

A BIS monitor and Twitch monitor (Train of Four monitor ) MUST BE USED DURING CONTINUOUS INFUSION OF PARALYTIC MEDICATIONS.   

WOULD YOU WANT TO BE PARALYZED AND TOTALLY AWAKE ? ? ? ? ? ? 

MOUTH CARE

BRUSHING IS IN  ! ! ! ! ! 

New Protocol for Mouth Care


Brush teeth, gums and roof of mouth  q 12 hours and document


Routine swab and suction and applying lubricant to the lips and oral area q 4 hours
New protocol is to decrease the incidence of Ventilator Associated Pneumonia !   

New Medication Transcription Policies

1. Each medication order transcribed will be initialed on the medication sheets by 2 RN’s

2.  Chart checks will continue to be performed each time care of a patient is transferred to  

      a different nurse and signed off in chart. 

3. GWUH Standard Dose Schedule will be used if possible

4. Recopied medication sheets are verified and signed by 2 RN’s

5. Any medication not given will be documented in the medication omission section of the            

       MAR

6.   All medication orders transcribed must have the correct drug name, dose route and            

       frequency.

7. Any medication orders with unapproved abbreviations are NOT to be signed off. Please contact the ordering physician to correct the order

8. Legibly print and sign your name on the Signature Sheet, which will be kept in the  “ Brown Chart”

ERROR MESSAGE or Pump restarted from alarm state

 or from or off

When restarting Braun pump from an alarm state or from an error       message or from an ERROR message  ALWAYS recheck the 

settings before restarting the pump !   

        The pump may have retained the settings of a previous drip.  

        Don’t make a mistake :  RECHECK pump settings following error message   

Blood bank updates:

· The form currently used to when sending for blood through the tube system will be required to receive any blood from the blood bank.  If blood is going to be picked up in person at the blood bank, this form must be taken down and the top of the form must be completed in full. 

· Do not send down a request for blood until you are ready to receive the blood.  Over the last few weeks we have had several units wasted because they were sent for, received, and then allowed d to stay in the ICU for some time because the staff “were not ready for the blood” and then discarded. 

Fecal Incontinence Systems

We are trialing two different rectal fecal incontinence tubes.  These tubes offer improvements over the traditional tubes used for fecal incontinence.  However, these tubes cost $330 each plus the cost of some disposables.  Notes about these tubes:

· YOU MUST HAVE A PHYSICIAN ORDER FOR PLACEMENT OF ANY RECTAL TUBE.

· YOU MUST HAVE INSERVICING BEFORE INSERTING ANY OF THE NEW TUBES.

· A CHARGE NURSE MUST APPROVE THE PLACEMENT OF ONE OF THESE TUBES

· THE NAME OF ANY PATIENT USING THIS TUBE MUST BE TRACKED IN THE TEAM LEADER OFFICE

Patient belongings and medications

If patients bring medications to the hospital the medications need to be sent to the pharmacy for safekeeping.  Pharmacy form must be filled out. 

PATIENT MEDICATIONS MUST BE SENT TO THE PHARMACY OR HOME WITH FAMILY.  THIS MUST BE DOCUMENTED IN THE RECORD.  We currently have a patient stating that we lost over $2000 worth of their medication.  There is no indication on the chart of what was done with this patient’s medications.

Patient belongings need to be sent home with family.   This needs to be documented on the patient contact sheet.   We have had multiple families state we have “lost” patient’s belongings.   We need to get these home with families and we need to get patients and families to sign the patient contact form stating that we are not responsible for belongings left in hospital.  

PATIENTS WITH TRANSFER ORDERS REMAINING IN ICU

Due to the high patient census we have had trouble getting patient beds on med-surg.  Many days and nights we have had multiple patients waiting for beds.   If a patient cannot be transferred within 4 hours of orders being written the following must take place:

1. All orders, including medications, must be taken off.  Fax orders to pharmacy and ICU orders will no longer be in effect.  New transfer orders are only orders that should be followed.  All orders should be implemented including ambulation, removal of invasive lines, foleys, etc.

2. The accepting medical team should be called for any problems or clarifications of orders.  They have assumed the care of this patient.  Of course, in the case of an emergency, call ICU for immediate support.  

Microbiology Update:

We currently have a blood culture contamination rate of 8-10%.  Contamination occurs during the drawing of the cultures.   The national standards are approximately 3-4%.   

· Blood cultures must be drawn under the most aseptic technique possible. 

· If multiple labs will be drawn at the same time, draw blood cultures first

· Peripheral sticks: use new new blood culture kits with complete skin preparation  

· Line draws: the hub must be carefully and completely cleaned before drawing the cultures.

Contaminated blood cultures can result in patients receiving unnecessary antibiotics or patients  experiencing prolonged length of stays in the hospital.  

We will be following these numbers carefully.  The ER has a much, much better rate than us!

We need to watch our technique and we can do better than the ER.  

ABDOMINAL PRESSURE MONITORING

When using the AbVisor abdominal pressure monitoring kit:

· Transducer must be leveled to the site of the bladder
· No pressure bag is attached to the transducer

· Excellent instructions with picture demonstrations are located on the outside of the insertion package
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