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These guidelines describe best practice in relation to the care & management of peripheral & central vascular access catheters when used on adult patients under the care of LPT and not receiving Parenteral Nutrition.
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  Version Control and Summary of Changes

	Version
number
	Date
	Comments

	Original version
	2006
	Adopted by LCRCHS from UHL guidelines

	Last updated (3)
	March 2011
	Inclusion of LCAT plus inclusion of new
policies. Changes to strengthen infection prevention and control with ANTT

	Version 4
	Commenced
June 2015
	Updated onto new template, Updated reference list, Updated allied policies. Inclusion of Port-a- Cath, PICC and weekly / monthly maintenance regimens for lines.

	Version 5
	Commenced December 2018
	Updated reference list and allied policies. Changes to guidelines to align with UHL care plans and procedures

	Version 6
	Oct 2019
	Updated to include new SecurAcath stabilisation device for PICC lines in line with UHL care plans and procedures



   For further information contact:
The Clinical Education Team
Charnwood Mill, Sileby Rd, Barrow On Soar
Tel: 01509 410286



Equality Statement

Leicestershire Partnership NHS Trust (LPT) aims to design and implement clinical guidelines and policy documents that meet the diverse needs of our service, population and workforce, ensuring that none are placed at a disadvantage over others.

It takes into account the provisions of the Equality Act 2010 and promotes equal opportunities for all.

This document has been assessed to ensure that no one receives less favourable treatment  on  the  protected  characteristics  of  their  age,  disability,  sex  (gender), gender  reassignment,  sexual  orientation,  marriage  and  civil  partnership,  race, religion or belief, pregnancy and maternity.
In carrying out its functions, LPT must have due regard to the different needs of different protected equality groups in their area
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This  applies  to  all  the  activities  for  which  LPT  is  responsible,  including  policy development and review.
Due Regard

The Trusts commitment to equality means that this document has been screened in relation to paying due regard to the Public Sector Equality Duty as set out in the Equality Act 2010 to eliminate unlawful discrimination, harassment, victimisation; advance equality of opportunity and foster good relations.

A due regard review found the activity outlined in the document to be equality neutral because the treatment of symptoms is a measure that does not impact on any protected characteristics. 



The NHS Constitution



The NHS will provide a universal service for all based on clinical need, not ability to pay. The NHS will provide a comprehensive range of services

The following core principles apply to this document.



	Shape its services around the needs and preferences of individual patients, their families and their carers
	


	
Respond to different needs of different sectors of the population
	
☐

	
Work continuously to improve quality services and to minimise errors
	

	
Support and value its staff
	


	
Work together with others to ensure a seamless service for patients
	


	
Help keep people healthy and work to reduce health inequalities
	
☐

	Respect the confidentiality of individual patients and provide open access to information about services, treatment and performance
	
☐
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Definitions that apply to these guidelines



	Aseptic Non-touch
Technique
	
Mechanisms employed to reduce potential contamination.

	

Bionector™
	The 7 Day/100 Access, Closed, Needle-Free, IV Access System employed within LPT to close and access venous catheters and cannula.

	 
  CVAD
	Central venous access device which includes PICC lines, Hickman lines, Port-A-Caths & Midlines

	
Extravasation
	Inadvertent infiltration of vesicant solution or medication into surrounding tissue; rated by a standard scale.

	

Hickman Line (Skin tunnelled catheter)
	A Central Vascular access device whose proximal end is
tunnelled subcutaneously from the insertion site and brought out through the skin at an exit site. Its tip is positioned in the lower third of the superior vena cava.

	
IV Infusion
	Intravenous infusion

	
LPT
	Leicestershire Partnership NHS Trust

	
PICC Line
	A Peripherally Inserted Central Catheter. 

	Port-a–Cath / (Totally
Implanted Vascular
Access Device)
	
A catheter surgically placed into a vessel or body cavity and attached to a reservoir located under the skin.

	
UHL
	
University Hospitals of Leicester NHS Trust
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1.0. Purpose of the document


1.1 The  primary  purpose  of  this  document  is  to  provide  clinical  guidance on the
care & management of peripheral & central vascular access devices (CVADs) in the community and community hospitals (Appendix 1).The individual care plans and procedures for each particular CVAD to be used within LPT can be found in (Appendix 2) of this document. There is also guidance on the removal of a PICC line (Appendix 3) and an algorithm for dealing with a blocked CVAD (Appendix 4)

1.2 Promote procedural uniformity amongst practitioners when using managing CVADs

1.3 Clarify roles and responsibilities of clinicians and managers

1.4 Provide information to support staff in a safe and consistent manner in
       accordance with current legislation, national and local guidance and professional 
           standards.

1.5     Adherence to the document and the clinical guidelines will ensure that LPT meet
    the fundamental standards held within section 7 of the document.

1.6     This information contained within this document has been adapted from the
    University Hospitals of Leicester (UHL) vascular access policy and should be used 
    only for patients under the care of UHL. If a patient is being cared for by a different
    Acute trust, nursing staff should contact the appropriate trust for further specific
    guidance.



2.0.  Summary and Key Points



2.1   The document is an updated version of an existing document and applies to all types of peripheral & central vascular access devices, irrespective of indications and use.

2.2   The document is in line with that of UHL in order to provide standardisation of care across the two organisations facilitating continuity in patient care. The care plans for PICC, Hickman, Midline and Port-A-Cath (Appendix 2) reflect this standardisation .A patient information leaflet is available (Appendix 6)


3.0.  Introduction
3.1   Management of patients who have CVADs is seen an advanced clinical skill. This requires clinicians to adhere to strict clinical guidance in order to mitigate against the primary risk of infection. (Appendix 1)

3.2   The higher risks associated with the management of CVADs requires LPT to ensure it has training, education and support in place for clinicians. This document incorporates best practice clinical guidance reflecting the evidence base held within the care plans and procedures embedded in the Appendix 2
							  
                                                                                                                                 
 4.0	Duties within the Organisation

4.1	The Trust Board has a legal responsibility for Trust policies and for ensuring that they are carried out effectively.

4.2	Trust  Board  Sub-committees  have  the  responsibility  for  ratifying  policies  and protocols.

4.3	Service Directors and Heads of Service are responsible for:

Ensuring that there are clear policies and protocols that give authority for individuals to perform the tasks and that this is reflected in their job descriptions.

4.4	Managers and Team leaders are responsible for:

	Ensuring that there is a clear process for dissemination of this document.

	Ensuring that there is a process in place to allow staff to be released to
   meet training needs.

	To ensure that the line manager(s) are clear in their roles and
   responsibilities in implementing the clinical guidance.

	To ensure that staff have access to the correct equipment to manage
   CVADs safely. A list of consumables is available (Appendix 5)

4.5	Line managers are responsible for

•	 Ensuring that all staff work in line with this clinical guidance.

•	 Ensuring that staff evidence their competencies annually as part of the
  appraisal process.

•	 Ensuring that staff who are unable to pass their competency are managed in 
  line with the organisations performance management policy.

•	 Ensure that staff act in accordance with the organisational policy on the reporting
   of incidents.

4.6	Staff undertaking the management of CVADs:

•	Registered nurses are responsible and accountable for their practice and should always work within their competence in accordance with The Code (NMC, 2018) and adhere to the Standards for Medicines management (NMC, 2010)

•		Registered nurses must maintain their clinical skills within this area and must  refresh their knowledge and skills by attending training as required (book via ULearn)                                                                             
•	Registered    nurses    must    access    information    from    the    IV    monographs http://medusa.wales.nhs.uk / BNF as required.                                                                                        
•	Registered nurses must be familiar with and demonstrate a working knowledge of this and allied policies and procedures.
•	Registered nurses must be adequately prepared and equipped to deal with an anaphylactic or untoward reaction.
•	In community hospitals two registered healthcare practitioners should check drugs and flushes to be given intravenously before administration in accordance with the Trusts Medicines Management Policy.
•   In the community where Registered nurses are administering a drug or flush in the patients home and have demonstrated the necessary knowledge and competence they may administer drugs without a second checker.

5.0	Training and Competence

5.1     There is a need for training identified within this document. In accordance with the classification of training outlined in the Trust Learning and Development Strategy this training has been identified as role specific (Page 15)
5.2     The Ulearn system descriptors identify who the training applies to, delivery method, the update frequency, learning outcomes and a list of available training dates 
5.3	A record of the staff training will be recorded on the Ulearn system.

5.4	Before accessing a CVAD independently all staff must:

•	 Have completed  the  organisation’s  competency  based  training  and
  assessment programme to include the following topics Intravenous Therapy,
  management of CVADs, Medicines Management, Anaphylaxis and Adult Basic Life
  support.

• Have commenced a period of supervised practice managing Peripheral &
  Central Venous Access Devices (CVADs) within 4 months of
  attending the training. It should be noted that clinicians may need to create
   opportunities for themselves to do this by working with different teams or wards

•	 Provide evidence of assessment and competency signed off by an LCAT 
  assessor or other evidence of competency if trained outside of UHL or LPT

•	 Be in date with infection prevention and control training requirements.
                                                                
•	 Observation, supervised practice and assessment should ideally be carried out
   in the clinical area in which the practitioner normally works. Assessment using a
   simulation dummy is possible - contact the Clinical Education Team    
                                                                                                           
•	 The practitioner must keep a record of competency in their professional portfolio
   as well, as having a copy lodged in their personal file held by the line manager. 

				   
6.0    Monitoring Compliance and Effectiveness 



6.1    This care given by clinicians in relation to the procedures within this document will
          be monitored by the Divisional Patient Safety Group on a monthly basis by means
          of a review of incidents and complaints of those cases where it is demonstrated
         that management of a CVAD has been an issue. Data will initially be collated by the
         safeguard system which will be discussed at Divisional Patient safety Group
         meetings and then reported by exception to the Clinical Effectiveness Group.

6.2    Findings and learning from the incidents and complaints will be shared across LPT
          services by members of the Clinical Effectiveness Group by distribution to senior 
         nurses and then through operational leads to relevant staff groups.


7.0    Standards / Performance Indicators.


	TARGET/STANDARDS
	KEY PERFORMANCE INDICATOR

	
CQC – Fundamental Standard 9
Patient Centred Care
	
Evidenced by ensuring work is correctly delegated and monitored with changes to care delivery made as necessary.

	
CQC – Fundamental Standard 11
Consent



	
Evidenced within guidelines that staff must gain informed consent in line with Consent to Examination or Treatment Policy LPT




	
CQC – Fundamental Standard 12
Safe Care and Treatment
	
Evidenced by this document making reference to the use of Aseptic Non Touch Techniques to reduce the risk of infection.
Evidenced by the requirement for in house training and proof of competence in the use of CVADs.
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Due Regard Screening Template

 Section 1
 Name of activity/proposal	                   Care and Management of a Central Venous
Access Device
Date Screening commenced	22.8.2018

40
Directorate / Service carrying out the assessment
Name and role of person undertaking this Due Regard (Equality Analysis)

CCHS

Sue Swanson
Clinical Education Lead CHS
 
 Give an overview of the aims, objectives and purpose of the proposal:
AIMS: Updating of the clinical guidelines that prescribes the standards for managing a Central Venous Access Device (Central Line) within LPT when the patient is also under the care of UHL.
  
 OBJECTIVES: To ensure that any staff who manage central lines are able to do so safely
 and in a standardised manner.

Section 2
 Protected Characteristic	 If the proposal/s have a positive or negative  impact 
                                                  please give brief details
Age                                          No impact Disability                                  No impact Gender reassignment              No impact Marriage & Civil Partnership    No impact Pregnancy & Maternity            No impact Race                                        No impact Religion and Belief                  No impact Sex                                          No impact Sexual Orientation                   No impact Other equality groups?            No impact Section 3
Does this activity propose major changes in terms of scale or significance for LPT? For example, is there a clear indication that, although the proposal is minor it is likely to have a major affect for people from an equality group/s? Please tick appropriate box below.

Yes	No
 High risk: Complete a full EIA starting click here to proceed to Part B
Section 4
  Low risk: Go to Section 4.	
If  this proposal is low risk please give evidence or justification for how you reached this decision:
This intervention is used to treat patients with consent or as a best interest decision when a patient lacks capacity. As an intervention it has no impact on any protected characteristics.

	

	Signed by reviewer/assessor
	
	Date
	

	Sign off that this proposal is low risk and does not require a full Equality Analysis

	Head of Service Signed
	
	Date
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Training Requirements



The purpose of this template is to provide assurance that any training implications have been considered.

	
Training Required
	
YES

	
Training topic:
	
Care and Maintenance of Central Venous Access Devices

	
Type of training:
	
Role specific (Registered Nurse)

	


Division(s) to which the training is applicable:
	



Community Health Services

	
Staff groups who require the training:
	Any Registered nurse who may be required to care for a Central
Venous Access Device as part of their work.

	Regularity of Update requirement:
	Not formally unless an incident has occurred or a staff member feels they require an update.

	Who is responsible for delivery of this training?
	
Clinical Education Team CHS

	Have resources been identified?
	
Yes

	Has a training plan been agreed?
	
Yes

	

Where will completion of this training be recorded?
	

ULearn

	

How is this training going to be monitored?
	

As part of the appraisal process and via Ulearn administered by the
Learning and Development Dept.
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Monitoring and Compliance Table







	
Ref
	
Minimum Requirements
	
Evidence for Self- assessment
	
Process for
Monitoring
	Responsible Individual / Group
	
Frequency of monitoring

	



1
	

Ensure that staff attend training to deliver the care as described in this document
	



Sections 5.1, 5.2, 5.3
	
Review by team managers of records of training that is
recorded on the Ulearn system.
	


Community Managers, Ward Managers
	



Quarterly

	



2
	

Ensure that staff are competent to deliver the care as described in this document
	



Sections 5.4
	
Discussion at
appraisal between the manager and staff
member as part of
review of training
	


Community Managers, Ward Managers
	



Annual

	



3
	
Review of incidents and complaints reported on the safeguard system where central lines have been involved.
	



Sections 6.1, 6.2
	Collection of data via safeguard system. Divisional Patient
Safety to review who will manage and feed
to Clinical
Effectiveness group.
	


By exception reporting to the Clinical Effectiveness Group
	



Monthly
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Checklist for the Review and Approval of Procedural Document


To be completed and attached to any document which guides practice when submitted to the appropriate committee for consideration and approval.

	
	
Section being reviewed:
	Yes/No/ Not
applicable
	
Comments

	1.
	Front Page/Title
	
	

	
	Is the title clear and unambiguous?
	Yes
	

	
	Is it clear whether the document is a guideline, policy, protocol or standard? If in doubt it is not a policy.
	
Yes
	Clinical
Procedure
Guidelines

	
	Is the front sheet the correct version and completed other than adoption date?
	
Yes
	

	
	Do the contents page numbers match the page numbering of the body text?
	
Yes
	

	2.
	Key Points / Changes to the Policy
	
	

	
	Is the rationale stated in the Version Control/Summary of Changes table?
	
Yes
	

	3.
	Development Process
	
	

	
	Does the front page include a sentence which summarises the
contents of the policy?
	
Yes
	

	
	Is the method described in brief?
	NA
	

	
	

Has relevant expertise been used?
	

Yes
	Via a range
of sources including UHL

	
	Is there evidence of consultation with stakeholders and users?
(with representatives from all relevant protected characteristics)
	
Yes
	

	
	Has consideration be given to change any functionality
implications for any and all software systems including clinical systems e.g. Rio
	
NA
	

	4.
	Content
	
	

	
	Is the objective of the document clear?
	Yes
	Section 1

	
	Is the target population clear and unambiguous?
	Yes
	

	
	Are the relevant CQC outcomes identified?
	Yes
	Fundamental
Standards

	
	Are the intended outcomes described?
	Yes
	

	
	Are the training requirements clear and unambiguous?
	Yes
	

	5.
	Evidence Base
	
	

	
	Is the type of evidence to support the document identified explicitly?
	
Yes
	

	
	Are key references cited?
	Yes
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Section being reviewed:
	Yes/No/ Not
applicable
	
Comments

	
	Is there evidence to show that there has been due regard under the Equality Act 2010, and in working towards the Trust’s equality
objectives? (e.g. attach the equality analysis as summary of evidence)
	

Yes
	



	
	Are supporting documents referenced?
	Yes
	

	6.
	Dissemination and Implementation
	
	

	
	

Is there an outline/plan to identify how this will be done?
	

Yes
	Esource and
professional routes and via training

	
	Does the plan include the necessary training/support to ensure
compliance?
	
Yes
	

	7.
	Process to Monitor Compliance and Effectiveness
	
	

	
	Are there measurable standards or KPIs to support the monitoring of compliance with and effectiveness of the document?
	
Yes
	


	
	
Is there a plan to review or audit compliance with the document?
	
Yes
	Exception
reporting via safeguard

	8.
	Overall Responsibility for the Document
	
	

	
	Is it clear who will be responsible for co-ordinating the
dissemination, implementation and review of the document?
	
Yes
	



	Lead author

	Once the checklist is completed prior to submission for review at committee/group sign and date below to confirm.

Only a completed checklist should accompany a policy document for review at the committee/group giving approval prior to adoption by a Board Committee (FPC or QAC).

	Name
	Sue Swanson
	Date
	Jan 2019

	
Signature
	 Sue Swanson

	Committee Approval

	If the reviewing committee Chair is satisfied then please sign and date it to that effect below.

The completed checklist and final policy version should then be forwarded to the Corporate Affairs Administration Assistant in the Trust Secretary’s team for logging in the Policy Database, arranging for adoption by the pertinent Board committee, and posting to e-source.

	Name
	
	Date
	

	
Signature
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   APPENDIX 1



Principles and Guidance for managing CVADs



All procedures relating to the care and maintenance of CVADS must be performed in line with the following principles:



1.0     To prevent infection an aseptic non-touch technique (ANTT) must be used for catheter site care and for accessing the system. Throughout the procedures whenever hand washing is required this requires the practitioner to make use of liquid soap and paper towels to dry the hands thoroughly within a community hospital, and within the patient’s own home liquid soap and paper towels or a unused clean towel, or when conditions dictate the use of hand hygiene kits. For all procedures within this policy it is expected that practitioners utilise sterile dressing packs that contain single use sterile gloves, measures, and a sterile apron. Sterile gloves must always be used when the closed system is breached e.g. giving drugs or flushes, taking bloods, changing the needleless valve (bionector)  and for re- dressing the insertion & exit sites, and in the case of PICC or Midlines changing the fixation device.



1.1  All inpatients with a central venous catheter must receive topical antibacterial washes (used as a liquid soap and not diluted) daily and nasal mupirocin three times daily whilst an inpatient and whilst a line is in situ. (Pratt et al 2007)



1.2     Entry sites of lines must be inspected whenever the lines are to be accessed or dressings changed.  Use of the VIP (Visual Infusion Phlebitis Score) scoring system should be adopted with scores above 1 being acted on. 



1.3	To maintain a ‘closed’ intravenous system





•	Accidental disconnection can result in air embolism or profuse blood loss.

•	Minimise the number of connections to reduce the risk of contamination.

•	Use needless valves to provide a closed system.

•	Use Luer lock syringes and administration sets to provide a secure connection.

•	Ensure clamp is closed when disconnecting equipment and when line is not in use.



1.4	To maintain a patent device



•	Ensure adequate flushing with 0.9% sodium chloride after blood withdrawal

•	Use a pulsated “stop start” flush to create turbulent flow.

•	Use a positive pressure technique to remove the syringe to prevent reflux of blood into the tip of the line.







1.5 To prevent damage to the line





•	Artery forceps, scissors or sharp-edged clamps must not be used on the line.

•	Always use a smooth clamp on the reinforced area of the line.

•	Always access the line initially using a 10ml luer lock syringe as smaller syringes create a greater pressure which can result in rupture of the line.

•	Do not apply extra pressure if resistance is felt in the syringe.





1.6 A procedure manual may be given to the patient on discharge from UHL for use

by the patient if managing their own line or the community nurse is caring for the patient and their line (Appendix 6)



1.7  Visual Infusion Phlebitis Score (From UHL Vascular Access policy 2010)



Scores above 1 must be acted upon and actions documented.
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Hickman Line Care Plan                                      

Problem: 

The patient has a Hickman line in situ and is at risk of complications associated with this type of central venous access device including thrombus, infection and occlusion of the line.



Aim:    To prevent complications

	 To maintain patient safety



Nursing interventions:

This should always be an aseptic non-touch technique (ANTT) procedure

The dressing should be changed after 24hrs post insertion, as an accumulation of blood from the exit sites will increase the risk of infection developing. A transparent, semi permeable dressing should cover the exit and entry sites until the wound(s) has healed. A transparent semi permeable dressing should cover the entry site when the patient is in hospital. 

After the initial post insertion change the dressing will need changing every 7 days thereafter unless indicated i.e. if a dressing becomes soiled or is no longer secure the dressing should be changed as soon as possible. 

Remove sutures from insertion site 7-10 days post insertion.

Remove suture from exit site 28 days (earliest) post insertion.

Changing the dressing:

Equipment needed

· Sterile dressing pack

· Clean non sterile gloves and spare sterile gloves

· Transparent semi permeable dressing

· Chloraprep 3mls applicator (2% Chlorexidine in 70% alcohol)

· Alcohol gel.

· Biopatch antimicrobial dressing

                                                                          

      Procedure

· Explain procedure to patient and gain consent

· Wash hands with soap and water and dry thoroughly

· Open sterile dressing pack onto clean surface

· Open other sterile equipment onto sterile field

· Put on non-sterile gloves and apron.

· Remove old dressing from exit site, if one in situ. 

· Discard dressings into clinical waste bag. Remove gloves.

· Wash hands with soap and water or decontaminate with alcohol gel.

· Observe the exit site for signs of infection and swab if appropriate.

· Remove sutures (if applicable)

· Put on sterile gloves

· Clean around the exit site with the Chlora-prep using a circular motion and leave to air dry for 30 seconds.

· Measure line length from exit site to distal tip of bionector and compare to insertion/baseline measurement in the patients records. Contact hospital if there has been any migration 

· Apply Biopatch, (blue side up) and cover with transparent semi permeable dressing (if In-patient or on patient request).

· Remove PPEs and discard of all waste following trust policy.

· Document care given in patient’s records.
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PICC LINE or Midline Care Plan                         

Problem: 

The patient has a PICC Line or Midline in situ and is at risk of complications associated with this type of central venous access device including thrombus, infection mechanical phlebitis and occlusion of the line.

Aim:   	To prevent complications

	To maintain patient safety.

Nursing interventions:

This should always be an aseptic non-touch technique (ANTT) procedure.

The dressing may need to be changed 24/48hrs post insertion, as an accumulation of blood from the exit sites will increase the risk of infection developing. A transparent semi permeable dressing should cover the exit site at all times, this dressing must be kept dry to prevent infection. The dressing will need changing every 7 days unless soiled or has become loose.

Changing the dressing:

       Equipment needed

· Sterile dressing pack

· Clean non sterile gloves and spare sterile gloves

· Chloraprep 3mls applicator (2% Chlorexidine in 70% alcohol)

· Alcohol gel

· Transparent semi permeable dressing

· Catheter fixative device (statlock) for Midlines or PICCs without SercuAcath stabilization devices attached

· Biopatch antimicrobial dressing



       Procedure for PICC or Midlines secured with statlock device

1. Wash hands with soap and water and dry thoroughly.

1. Open sterile dressing pack onto clean surface

1. Open other sterile equipment onto sterile field

1. Put on non-sterile gloves and apron.

1. Remove transparent dressing in an upwards motion from the PICC/Midline. 

1. Remove stat lock/fixation device. Take care not to pull line.

1. Discard dressings into clinical waste bag. Remove gloves.

1. Wash hands with soap and water or decontaminate with alcohol gel.

1. Observe the exit site for signs of infection and swab if appropriate.

1. Put on sterile gloves.                                                          

1. Clean around the exit site with the Chlora-prep using a circular motion, moving outwards, and leave to air dry for 30 seconds

1. Measure length of line from exit site to distal tip of the bionector and compare to insertion/baseline measurement in patients records. Contact hospital if any migration 

1. If able apply a steri-strip onto line to ensure line does not migrate down the patients arm, or apply sterile gauze over exit site and ask patient to hold in situ.

1. Apply Biopatch (blue side up) 

1. Apply the new Statlock (ensuring clamps are secure around the butterfly) or the new skin-fix.

1. Cover with transparent dressing.

1. Remove PPE’s and discard of all waste following Trust policy.

1. Document care given in patient’s records.



      

      Procedure for PICC lines with SecurAcath Stabilisation Device attached



1. Wash hands with soap and water and dry thoroughly.

1. Open sterile dressing pack onto clean surface

1. Open other sterile equipment onto sterile field

1. Put on non-sterile gloves and apron.

1. Remove transparent dressing in an upwards motion from the PICC/Midline. 

· Remove Biopatch

· Gently lift up stabilisation device (with line clamped in situ) off skin in a ‘lever’ movement

· Do not twist or rotate the stabilisation device from its original position during site cleansing

· Observe the exit site for signs of infection and swab if appropriate.

· Cleanse 360 degrees around site and stabilization device with Chlora-prep wand. Leave to air dry for 30 seconds

· Apply Biopatch (blue side up)

· Replace stabilisation device flat onto skin

1. Loosely cover with transparent film dressing

1.  Remove PPE’s and discard of all waste following Trust policy.

1. Document care given in patient’s records.
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INTRAVENOUS DRUG ADMINISTRATION –Via Vascular Access Catheter



Aim   To administer Intravenous drugs according to trust policies and prevent micro-organism contamination of the catheter.



Important Notes



If drugs are administered in the home you must take adrenaline into the house    with you (refer to LPT Anaphylaxis Policy 2017)

Strict aseptic non-touch technique is required throughout the procedure 

Patency of the line must be ascertained by obtaining a flashback of blood into a       syringe before drugs are administered. If in doubt refer to  Vascular Access Clinic, UHL. (It is not necessary to obtain flashback of blood prior to routine weekly flushing)

If unable to obtain flashback of blood when checking patency, try altering patient’s position by asking them to lean forward, cough or raise their arms in the air whilst drawing back on the syringe. If unsuccessful consult with medical staff

Monitor patient throughout procedure and act on signs of deterioration or anaphylaxis.

 Not all lines will necessarily bleed and occasionally some patients may find their lines do not allow any blood backflow after insertion, however, before the administration of drugs into the catheter, especially vesicant or other toxic drugs, measures should be taken to ensure that the catheter is within the lumen of the vein – see algorithm for blocked lines (Appendices)        

There is approximately 2.5mls of dead space in each lumen therefore care must  be taken when flushing infusions of highly concentrated solutions, drug infusions etc. and flushing should be performed slowly. Manufacturer’s instructions should be referred to for exact amount of dead space.

If there is already an established infusion running then the bolus drugs should be given via the infusion set’s injectable port as this does not involve disturbing the line reducing the risk of any possible 



Equipment  

Sterile dressing pack x 2

Drug

Diluent

Sterile sodium chloride 0.9% for injection x2 10ml

Leur lock syringes (not smaller than 10ml syringe) NB: some ready prepared drugs may come in a syringe smaller than10ml this is okay as long as the line is accessed by a 10ml syringe first.

Blue sterile safety needles – for drawing up solutions only.

Chlorhexidine 2% in alcohol 70% swab

  Alcohol hand rub

Sharps bin



Procedure



· Collect all equipment ready to use and take to patient

· Wash hands with liquid soap and water and dry thoroughly

· Open sterile dressing pack and put on apron

· Unpack other equipment onto sterile field

· Decontaminate hands using alcohol hand rub and apply sterile gloves

·  Mix the drug and diluent using aseptic technique. The drug should be checked according to Trust policy

·  Discard needle into sharps bin

· Draw up 2 syringes with 10mls of sodium chloride 0.9% for injection in each and discard needles into sharps bin. Remove sterile gloves. 

· Ensure patient identity is checked according to Trust policy

· Explain procedure to patient and gain consent

· Decontaminate hands by washing or use alcohol gel

· Apply fresh sterile gloves

· Clean needleless valve (Bionector) thoroughly using Chlorhexidine 2% in alcohol 70% swab, leave to dry for 30 seconds

· Attach one of the sodium chloride 0.9% syringes to the Bionector. Unclamp line. Draw back syringe observing for flashback of blood and inject sodium chloride 0.9%

· Clamp line and discard syringe into sharps bin

· If unable to get flashback or flush line see management of blocked line(appendices)

· Inject drug(s) as prescribed flushing in between each drug (5mls Sodium Chloride 0.9%)

· Unclamp line ONLY when drug is immediately injected

· Following drug administration flush line with Sodium Chloride 0.9% in a   10ml syringe using push pause technique and positive lock whilst clamping line

· Clear away equipment. Ensure patient is comfortable and line is secure

· Remove PPE and decontaminate hands

· Document all relevant information in patient’s records




image6.emf
IV Infusion.docx


IV Infusion.docx
INTRAVENOUS ADMINISTRATION OF INFUSION via Vascular Access Catheter





Aim     To administer prescribed fluids (except Parenteral Nutrition) as outlined in organisations policy and prevent micro-organism contamination of the catheter.



Equipment  

Bag of prescribed Intravenous fluid solution

Giving set

Alcohol hand rub

PPE 

Chlorexidine  2% in alcohol 70%  swab

Sodium chloride 0.9% for injection                    

Needles – for drawing up flush only

Sharps bin

Sterile Dressing Pack 

Sterile gloves



Important Notes





 Aseptic non-touch technique is required. 

If blood flash back is not obtained, or there is resistance in line follow management of blocked line (Appendix )

It is important to remember with double/triple lumen lines that the lumens are 

separate and therefore the mixing of drugs running concurrently does not occur

until they exit the catheter. It is therefore acceptable to administer 2 drugs via 

separate lumens at any one time (including blood via one lumen).

 The only exceptions are; blood products and Amphoteracin concurrently (both

 have a high allergenic potential and identification of which one caused the reaction

 would be impossible). Imipenem and Ganciclovir – can cause seizures if

 administered concurrently.



Only use syringes of 10mls or greater as smaller size syringes may cause the line

to rupture due to excess pressure from a smaller syringe. The only exception to

this is where syringes are pre-mixed in pharmacy but the line should be accessed

with a 10ml syringe prior to administration to check patency.



3 way taps must not be used if more than 1 infusion required a ‘Y’ connector with 

one way valves should be used.

[bookmark: _GoBack]

                                                                                    

Procedure



1. Gather all equipment required and take to patient. Explain procedure and obtain consent

1.  Ensure fluid is checked according to Trust policy

1. Wash and dry hands thoroughly

1. Open sterile pack and empty any sterile equipment needed onto it

1. Prime giving set with infusion fluid as prescribed, avoiding touching all key parts

1. Check patient’s identity against records and check fluid against prescription/authorisation

1. Decontaminate hands by washing or use of alcohol gel. Apply sterile gloves

1. Draw up 10mls sodium chloride 0.9% into one syringe

1. Remove gloves

1. Apply 2nd pair of sterile gloves

1. Clean needless valve (Bionector) with Chlorhexidine 2% in alcohol 70% swab and allow to dry for 30 seconds

1. Attach 10ml syringe and drawback to get flashback of blood, then flush with the sodium chloride 0.9%. If unable to get flashback see management of blocked lines (Appendix 2)

1. Re clamp line and disconnect syringe

1. Attach giving set to line, unclamp line, and regulate infusion as appropriate

1. Ensure patient is comfortable and line is secure

1. Remove PPE, clear away equipment and wash hands

1. Sign prescription and complete all relevant documentation in patient’s records










image7.emf
DisconectingInfusion .docx


DisconectingInfusion.docx
DISCONNECTING AN INTRAVENOUS INFUSION FROM A VENOUS ACCESS CATHETER



Aim To disconnect the infusion safely and prevent any complications occurring from the procedure.



NB There is no need to flush the line if sodium chloride 0.9% has been infused unless the line is not being accessed within 8 hours.  All other infusions require flushing.



Equipment  

Sterile dressing pack

PPE

10 ml Leur lock syringes

Needles – for drawing up flushes only

Alcohol hand rub

Chlorhexidine 2% in alcohol 70% swab

Sharps bin

Sodium chloride 0.9% 10mls



Procedure



· Gather equipment required and take to patient

· Wash and dry hands thoroughly

· Open sterile dressing pack and empty sterile equipment onto sterile field

· Decontaminate hands using alcohol gel

· Apply sterile gloves

· Draw up sodium chloride 0.9% into 10ml syringe

· Remove gloves and decontaminate hands

· Check patient’s identity, explain procedure and gain consent

· Turn infusion off and clamp line

· Decontaminate hands and apply 2nd pair sterile gloves

· Disconnect infusion

· Clean Bionector with chlorhexidine 2% in alcohol 70% swab. Allow to dry for 30 seconds

· Unclamp line

· Flush line with sodium chloride 0.9% using push pause technique with positive pressure lock for the last 0.5mls

· Disconnect syringe and dispose into sharps bin

· Ensure patient is comfortable and line is secure

· Dispose of all equipment according to Trust policy

· Document procedure in patient’s records
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TAKING BLOOD FROM A CENTRAL VENOUS ACCESS CATHETER



 Aim   To safely obtain blood sample required and prevent micro-organism contamination 

           of the catheter.

          To ensure correct sample is taken from the correct patient



Equipment

PPE

Sterile dressing packs

Chlorhexidine 2% in alcohol 70% swab

Sterile sodium chloride 0.9% 10 mls

Sterile needles – for drawing up fluids only

10 ml Luer lock syringes

Luer lock adaptor for monovette bottles

Blood test bottles and request forms 

Alcohol hand rub

Sharps bin



Important notes





A)  When a CVAD has more than one lumen is in situ then the largest lumen (i.e. red lumen) should be used both for infusing blood products and for taking blood samples.



B)	Infusions running via both lumens should be switched off prior to blood sampling.



C)	It is advisable to flush both lumens at this time particularly if samples are only taken weekly as this synchronises the flushing of the lumens and prevents confusion

over the timing of flushes.



D)	Occasionally difficulty may be encountered when taking blood samples as the tip of the catheter can lie against the vessel wall and the suction required to draw blood bring this into close contact, causing a temporary occlusion.



E)	Measures to try to dislodge the tip include asking the patient to;



1)       Cough and breathe deeply

2)       Roll from side to side

3)       Raise their arms

4)       Increase general activity (e.g. walking up and down the stairs)

5)       Perform the Valsalva Manoeuvre – (Pinch nose, close mouth and pop ears)



If unsuccessful, irrigation of the catheter with normal sodium chloride 0.9% may be helpful; however as a last resort it may be necessary to take blood via a peripheral vein.

If blood cultures are required then separate samples may need to be taken from all lumens of the CVAD and a peripheral vein.



If taking blood samples for drug assay e.g. Gentamycin, Vancomycin levels etc. ensure the blood to be tested is taken from the lumen that was not used to infuse the drug through to prevent a false level being recorded.



Procedure

· Label blood form before going to patient.

· Check patient’s identity, explain procedure and gain consent

· Never label blood bottles before samples are taken

· Gather equipment required and take to patient

· Wash and dry hands thoroughly

· Open sterile dressing pack and open equipment onto sterile field

· Put on sterile gloves

· Draw up sodium chloride 0.9% 10mls into luer lock syringe

· Remove needle and discard into sharps bin. Remove gloves

· Stop any infusions running via line prior to taking blood sample

· Wash and dry hands thoroughly

· Apply sterile gloves

· Clean end of Bionector with chlorhexidine 2% in alcohol 70% swab and allow to dry for 30 seconds

· Attach 10ml syringe, unclamp line, and draw back 10mls blood, re-clamp line and discard syringe into sharps bin

· Attach luer lock adapter and blood sample tubes to end of Bionector and withdraw required amount of blood for each bottle.

· Re-clamp line and clean Bionector to remove any blood left

· Attach syringe with sodium chloride 0.9% and flush line using push pause method with positive lock

· Re-clamp line, remove and discard syringe into sharps bin

· Ensure patient is comfortable and line is secure

· Label correctly all blood sample bottles and send with appropriate form to laboratory

· Remove PPE, wash and dry hands thoroughly

· Dispose of all equipment according to Trust policy

· Document procedure in patient records
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CHANGING THE NEEDLELESS VALVE (BIONECTOR)





Aim      To maintain asepsis and minimize infection risk



Equipment  

Sterile dressing pack

Bionector

Chlorhexidine 2% in alcohol 70% swab

Alcohol hand rub

10mls leur lock syringe

Blue sterile needles – for drawing up fluids only

Sharps bin

10mls 0.9% sodium chloride injection



Important note

All needleless valves should be changed weekly when not in regular use or according to manufacturer’s instructions.





Since the valve is normally changed at the same time as the line requires flushing, attaching the syringe of sterile sodium chloride 0.9% to the valve then using the syringe to gently twist the valve onto the line makes manipulation of the valve easier.



Procedure



· Gather equipment and take to the patient

· Wash and dry hands thoroughly

· Explain procedure and gain consent

· Open sterile dressing pack and empty sterile equipment onto sterile field

· Apply sterile gloves

· Draw up sodium chloride 0.9% in a 10ml leur lock syringe

· Discard needle into sharps bin

· Remove and discard old bionector

· Clean around hub of line with chlorhexidine 2% in alcohol 70% swab using vigorous rubbing, allow to dry for 30 seconds

· Attach new bionector

· Flush with 0.9% sodium chloride using push pause technique and positive lock while clamping line

· Dispose of all equipment according to Trust policy

· Ensure patient is comfortable and line secure

· Document procedure in patient’s record
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ROUTINE WEEKLY MAINTAINANCE FLUSH FOR CENTRAL VENOUS ACCESS CATHETER (NOT PORT –A-CATH)



Aim   To maintain asepsis and minimise infection whilst completing a series of tasks as part of one procedure.

Note

The dressing change and Bionector change should be completed as part of the maintenance of the CVAD at the same time as the flush (often done by community nurses as part of one visit when a patient is no longer receiving treatment but still has a CVAD in situ).



The CVAD should be flushed with sodium chloride 0.9% pre and post bolus/infusion of drugs or fluids.



Equipment	

Sterile Dressing Pack

Pair Non Sterile gloves

Spare pairs of sterile gloves

Leur lock 10ml syringe

Blue needle

Bionector

Alcohol 70%/Chlorhexidine 2% swab 

Sodium Chloride 0.9% solution for injection (10mls)

Sharps bin

Alcohol hand gel



Procedure

· Collect all equipment required

· Wash and dry hands thoroughly

· Explain procedure to patient and gain consent

· Check exit site for any signs of infection.

· Complete VIPP score if necessary. DO NOT flush if any indication of infection.

· Open all sterile equipment onto sterile field in dressing pack

· Measure line from exit site to distal tip of Bionector. Contact hospital if migration noted.

· Remove old Bionector if weekly flush (or after 100 uses)

· Cleanse the line using the 3ml ChloraPrep wand and allow to dry for 30 seconds

· Dispose of wand into sharps bin

· Using ANTT draw up 10mls 0.9% Sodium Chloride into 10 ml leur lock syringe

· Discard needle into sharps bin

· Ensure catheter is clamped

· Cleanse end of line with Alcohol swab, rubbing vigorously and leave to dry for 30 seconds

· Fix syringe to sterile Bionector and prime

· Fix Bionector (with syringe attached) to end of line

· Unclamp line and insert flush using push pause technique

· Clamp line and disconnect empty syringe, leaving Bionector in situ

· Ensure patient is comfortable and line is secure

· Clear away and dispose of equipment according to Trust policy

· Document procedure in patient’s records
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ROUTINE MAINTAINANCE PROCEDURE FOR A PORT- A - CATH WHICH INCLUDES FLUSH and HEPSAL LOCK OFF (EVERY 28 DAYS WHEN PORT IS NOT IN REGULAR USE)



Aim: To access Port-a-Cath safely ensuring the risks of infection are kept to a minimum



Equipment:

Sterile Dressing pack (containing gauze, apron and sterile gloves)

2 x 10 ml luer lock syringes

2x blue needles

Chlorprep 3ml applicator

Huber non-coring “Gripper” needle of an appropriate length

5 mls Heparinised Sodium Flush Solution (10units per ml)

0.9 % Sodium Chloride 10mls

Sharps bin

Bionector and IV 3000 dressing (If leaving needle in situ). Alcohol hand gel



Procedure

· Collect all equipment required

· Wash and dry hands thoroughly

· Explain procedure to patient and gain informed consent

· Open sterile dressing pack

· Put on sterile apron

· Open all sterile equipment onto sterile field

· Uncap Sodium Chloride 0.9% and Heparin Sodium ampoules and stand them away from sterile field

· Put on sterile gloves

· Using blue needles draw up saline flush and Heparin Sodium according to authorisation into separate 10 ml leur lock syringes

· Remove needles from syringes and discard into sharps bin

· Attach Bionector to line of Huber needle

· Attach syringe with saline flush in to the Bionector.

· Prime the line and clamp

· Remove saline syringe and put onto sterile field

· Cleanse the skin with ChloraPrep applicator, starting at portal and working outwards in a spiral motion to at least 8cm over 30 seconds.

· Leave to dry for 30 seconds

· Pick up port needle (Huber) and hold in one hand

· With other hand feel for outside of port and stabilise it

· Push the Huber needle into the centre of the port at a 90 degree angle until the needle touches the back of the port-a-cath (as illustrated below)[image: ]

· Reattach filled saline syringe to end of  Bionector

· Open clamp and obtain flash back of blood to confirm line patency

· Flush line using push pause technique

· Clamp line and remove empty syringe and discard into sharps bin

· Attach syringe containing Heparin Sodium solution.

· Open clamp and flush. As you get to last 0.5 ml close clamp as you continue to apply gentle pressure on the syringe.

· Disconnect syringe from Bionector creating positive pressure lock off

· Stabilise port-a-cath and gently but firmly remove Huber needle. Discard into sharps bin

· Apply pressure to exit site to stop any bleeding and apply a small dressing (if required) for 24 hours

· If needle is to be left in for treatment purposes – remove plastic on top of Huber needle and secure with IV film dressing

· Dispose of clinical waste according to Trust policy

· Ensure patient is comfortable

· Document procedure in patient’s record
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Removal of a Peripherally Inserted Central Catheter (PICC) Line with statlock fixation device



Aim: To safely remove PICC line and prevent complications during the procedure



Equipment:



Sterile dressing pack

Alcohol gel

One pair non sterile gloves

ChloraPrep wand 3 ml

Sharps bin (Purple lid if chemotherapy has been used)

Sterile dry dressing



Procedure

· Explain procedure to patient and gain consent

· Gather all equipment required

· Wash hands and dry thoroughly

· Open sterile dressing pack and put on sterile apron

· Put all sterile disposable items onto sterile field

· Put on non-sterile gloves and remove film dressing and stat lock fixation device

· Cleanse skin around line with ChloraPrep wand, allow to dry for 30 seconds

· Dispose of wand in sharps bin

· Slowly withdraw line.

· If line appears to ‘grab’ wait for 20 seconds and attempt withdrawal again

· Check tip to ensure all line removed

· If possible check line length against insertion record – any incomplete line MUST be reported to the Vascular Access Dept. at UHL and an e-irf incident form completed

· Use sterile gauze over exit site and pressure to stop any bleeding

· Once bleeding stopped cover with sterile dressing for 24 hours

· Dispose of line into sharps/cytotoxic bin and all other equipment as per Trust policy

· Ensure patient’s comfort

· Document procedure in patient’s records

















Removal of a Peripherally Inserted Central Catheter (PICC) Line with SecurAcath stabilisation device

Procedure

· Explain procedure to patient and gain consent

· Gather all equipment required

· Wash hands and dry thoroughly

· Open sterile dressing pack and put on sterile apron

· Put all sterile disposable items onto sterile field

· Put on non-sterile gloves and remove film dressing and Biopatch

· Grip the HOLD tab with thumb and finger of one hand to stabilise device and securement feet beneath the skin.

· Pry upward at the edge of LIFT tab with index finger tip of the other hand and thumb placed at center to release cover from base

· Completely detach cover from base and lift line from base

· Cleanse skin around line with ChloraPrep wand, allow to dry for 30 seconds

· Dispose of wand in sharps bin

· Slowly withdraw line.

· If line appears to ‘grab’ wait for 20 seconds and attempt withdrawal again

· Check tip to ensure all line removed

· If possible check line length against insertion record – any incomplete line MUST be reported to the Vascular Access Dept. at UHL and an e-irf incident form completed

· Use sterile gauze over exit site and pressure to stop any bleeding



Removal of SecurAcath base

Fold option



· Gently pull skin above the SecurAcath taut

· Fold wings downward to bring feet together under the skin

· Hold folded base horizontal to skin

· Use swift, deliberate upward motion to remove



Removal of SecurAcath base

Split option (If unable to do above).



· Use blunt tip scissors to cut base completely in half lengthwise along the groove

· Gently pull skin above SecurAcath taut

· Turn blue edge upward and use a swift upward motion to remove each foot separately



Procedure post line and stabilisation device removal

· Once bleeding stopped cover with sterile dressing for 24 hours

· Dispose of line into sharps/cytotoxic bin and all other equipment as per Trust policy

· Ensure patient’s comfort

· Document procedure in patient’s records
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                   Algorithm for Blocked Central Venous Access Devices



                Problem: When blood cannot be withdrawn from the catheter.
















Blood return is absent	Ask patient to cough, deep breathe, change position, stand up or lie with the foot of the bed tipped up, or perform

Valsalva manoeuvre. Ascertain possible



Blood return obtained - use

central venous access catheter as usual.


cause of blockage.







Blood return is still absent



No













Blood return is still absent


Flush central venous catheter with 0.9% Sodium Chloride in 10ml syringe using a brisk “push pause” technique. Check for

		Community Hospital patient: ANP to prescribe 5000u Urokinase (in 2ml 0.9% saline) per lumen. Contact UHL for administration of thrombolytic procedure advice





flash back  of bloodYes

Community patient: Contact appropriate department at UHL for further advice.
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[bookmark: _GoBack]                                                      Consumables

                                        (Codes correct as of 12.08.2018)





                          All equipment can be obtained by the NHS supply chain

		

ITEM

		

ORDER CODE



		

2% Chlorhexidine in 70% alcohol swabs

(PDI sanicloth CHG 2%)

		

VJT 120



		

ChloraPrep applicator (3ml)

		

MRB 306



		

Tegaderm Transparent Semi Permeable dressing

		ELW 213

ELW 211

ELW 174



		

Biopatch Anti-bacterial disk

		

ELW 708



		

Stat Lock Fixation Device – Bard for PICC lines

		

VPP CSP



		

Grip Loc Fixation Device – Vygon for PICC lines

		

ELW238



		

Needleless valve (Bionector, Vygon)

		

FSW 141



		

Leur- lock adaptor for monovette bottles

		

KCM 114



		

Double lumen Octopus Cannula extension – Vygon

		

FSW 323



		

Huber non-coring Gripper needles – For Port -a –Caths

		

FTR 131
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Please read your appointment letter carefully to check which      


hospital you must attend for your appointment. 


The doctor who referred you should have discussed the reasons for 


needing a Hickman line .You should make sure that you understand 


these reasons, the procedure itself, any risks involved and the     


success rates.  


You will meet a member of the vascular access team before you 


have the procedure, but this is not usually until the day of the      


procedure. The Radiologist (a specialised X-ray doctor) or specialist 


Nurse who will be performing the procedure, will ask you to sign a 


consent form. When you sign this it means you have agreed to have 


the procedure done and that you understand why it is needed. You 


should have had sufficient explanation before you sign the consent 


form. You will have a copy of the consent form to take away.  


If after this discussion you do not want the procedure carried out, 


then you can decide against it. If you feel during the procedure that 


you do not want it to continue we will explain the implications of not 


doing so, to help you fully decide.  


If the Radiologist or Nurse feels that your condition has changed or 


that your symptoms do not indicate the procedure is necessary then 


he/she will explain this to you. They will let the doctor who referred 


you know, so that they can see you again to review your condition. 


At all times radiology team and referring doctor will be acting in your 


best interests. 


Introduction 


Referral and consent 
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A Hickman line, also called a skin tunnelled catheter, is a thin 


flexible tube that is inserted under local anaesthetic into a large vein 


in your chest or neck. One end of the tube sits in the vein above the 


heart and the other end comes out from underneath the skin (see 


diagram below).  


What is a Hickman line? 


Vein 


Skin 
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Why do I need a Hickman line? 


How to prepare for your Hickman line 


If you have a morning appointment: 


You may have a light breakfast (for example a piece of toast with a 


poached egg) before 7am on the day of the appointment. 


Do not eat or drink anything after 7am. 


If you have an afternoon appointment: 


You may have breakfast. Do not eat or drink anything after 11am on 


the day of your appointment. 


 


Most people who have this type of procedure can have it done as a 


day case procedure and only need to stay in hospital for a few 


hours afterwards. However, there may be other reasons why you 


have to stay in hospital for longer, and your doctor will discuss this 


with you before you decide to have the procedure. You will have 


some blood tests before the procedure. These will be arranged for 


you. 


A Hickman line can be used to give you treatments such as                   


chemotherapy, blood transfusions, antibiotics and intravenous                  


fluids. This means you won’t need to have needles into the veins in 


your arms every time you have treatment. You may be able to go 


home with the Hickman line in place and it can stay in place for 


weeks or months. 


It can also be used to give liquid food (TPN) into the vein if your   


digestive system is not able to cope with food for any reason. 
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What happens when the Hickman line is inserted? 


What are the possible complications? 


This procedure will be performed by a member of the vascular    


access team; either a Radiologist or Specialist Nurse. The length of 


time that it takes to insert a Hickman line varies greatly from patient 


to patient, but is usually between 20 to 30 minutes. A nurse or     


radiographer will be with you all the time. 


We will use an ultrasound scanner to look at your veins to decide 


which is the most suitable vein to use. Everything will be kept sterile 


and the nurse or radiologist will wear a theatre gown and sterile 


gloves. 


Your skin will then be cleaned and an injection of local anaesthetic 


will be used to numb the skin. After this you may still feel some  


sensation of pressure and movement, but there should be no pain. 


An ultrasound machine is used to guide the needle into the vein. A 


thin wire is pushed through the needle and it’s position is checked 


using x-rays. A small tunnel is prepared under the skin where the 


Hickman line will lie. A cuff is attached to the line and this will help 


keep it in place. The line will be made secure with a stitch and 


dressings.  


As with any procedure or operation complications are possible. 


Complications with Hickman catheters are rare, but it is important 


that you are made aware of these. We have included the most 


common risks and complications in this leaflet. 
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What are the possible complications? (continued) 


Infection: There is a risk of you getting an infection in the line, but 


the risk is slight because the line is put in under sterile conditions 


and a sterile dressing always covers the insertion sites. Patients 


having chemotherapy will be more at risk of infection due to the 


effects of their treatment on their immune system. If you have any of 


the following please contact your hospital doctor, or nurse 


immediately:  


 If you notice discoloured fluid from the insertion sites  


 Redness or pain around the line  


 If you have a temperature or feel shivery.  


Local bruising or pain at the site of insertion: This 


usually settles over a few days; you may require some simple pain 


killers such as paracetamol.  


Blood clot (thrombosis): When a catheter sits in a vein there 


is an increased chance of a blood clot forming in the vein. If this 


occurs you may notice that your neck or arm swells up. If this 


happens you need to contact the hospital immediately. It is 


advisable to do some light exercises and continue to use the arm as 


usual as this will help the flow of the blood in the vein, so helping to 


prevent clots.  


Pneumothorax (lung collapse): This happens in less than 


1% of patients and may require further treatment to avoid breathing 


complications.  


Stenosis (narrowing of the vein): If you need the catheter 


for a long period of time there is a risk that the vein becomes 


narrowed. If this happens then we may need to put the catheter into 


a different vein.  
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What happens after the procedure? 


Care of your Hickman line 


When can I eat and drink normally? You should be able to 


eat and drink as soon as you are back on the ward. 


You may get up as soon as you feel able.  


After 2-3 hours you may have a chest x-ray to ensure that there 


have been no complications. You can leave once the x-ray has 


been checked by the doctor. 


The actual length of time that you stay in hospital will depend on 


your general health, how quickly you recover from the procedure 


and your doctor’s opinion.  


When you leave hospital:  


DO NOT DRIVE YOURSELF HOME.  


When can I resume normal activities including work? 


Most people who have this procedure can resume normal activities 


by the next day but you may have a little discomfort in your neck or 


arm. You might need to wait a little longer before resuming more 


vigorous activity. When you will be ready to return to work will     


depend on your usual health, how fast you recover and what type 


of work you do. Please ask your doctor for their opinion. 


Dressing the line: The Hickman line has an exit site and an 


entry site, these are covered with a special dressing, and these 


dressings will remain in place whilst you are in hospital. Once the 


entry site has healed and dried and you have left hospital you will 


no longer require a dressing on this site. A dressing must always 


remain in the exit site. 
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Care of your Hickman line (continued) 


To help prevent infection the dressing will be removed, the skin 


cleaned and a new dressing put on every week.  This could be 


done by either your district nurse or the hospital nurse.  If the  


dressing becomes loose or tatty ask the nurse to change the  


dressing as soon as possible. 


It is important that you do not get the Hickman line 


dressing wet. If you usually have a shower you will need to  


cover your dressings with a waterproof dressing. If your dressings 


do get wet they will need to be changed. The person who inserts 


your line will be able to give advice. You will not be able to go 


swimming while you have a Hickman line in place.  


Flushing the line: Your Hickman line will need to be flushed 


weekly with heparinised saline to keep it open and stop the line  


getting blocked. This could be done by either your district nurse or 


the hospital nurse. The white clamp must be kept closed when the 


line is not in use. This should always be on the thick reinforced part 


of the line. 


Needle free device (caps): You should also make sure the     


needle free device on the end of the line is always in place. You 


should contact the district nurse or the hospital if the needle free 


device falls off; NEVER replace it with a dirty device. 


You will be given a four week supply of equipment that 


the district nurse will need to care for your Hickman line when you 


are discharged from the hospital. 


Removal of stitches: The entry site stitch (the top stitch) will 


need to be removed after 7 days. The exit site stitch (lower stitch) 


needs to be removed after 3 to 4 weeks. This could be done by                 


either your district nurse or the hospital nurse. 
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Further information and support 


If you have any questions or concerns, please feel free to ask a 


member of staff or contact a member of the vascular access team. 


The vascular access team can be contacted 


 During normal office hours on 0116 258 5156  


 Outside of normal office hours via the main hospital switchboard 


0300 303 1573.  


Alternatively you can contact your hospital Doctor with any                    


concerns you may have 24 hours a day, you can do this via the 


main hospital switchboard 0300 303 1573. 


If you are a chemotherapy patient and have any problems or need 


advice you should contact the chemotherapy suite immediately. 







11 


Support for people with learning difficulties 


Additional hospital information 


There is support available in our hospitals for patients with learning 


disabilities. Please contact the learning disability specialist nursing 


team on (0116) 250 2809 telling them when the appointment is and 


what examination has been booked. 


Relatives and escorts 


You may wish to bring a friend or relative to accompany you to and 


from the Radiology Department when you have your examination 


although they may not always be allowed into the examination 


room.  This may be useful if you do not understand English very 


well or if you have any special needs. 


Children 


Baby changing facilities are available.  Please ask to be shown to 


them if you wish to use them.   


We are unable to offer childcare facilities.  If you need to bring your 


children with you, please bring along an adult who can supervise 


them whilst your examination is being carried out. Radiology staff 


are not able to supervise your children. 


Facilities available: 


Refreshments: Refreshments including hot and cold drinks are   


available in the hospital.  Please ask a member of staff for directions. 


Shops: Each hospital contains a shop selling magazines,           


newspapers, sweets and drinks.  Please ask a member of staff for 


directions. 
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Other sources of information 


Additional information 


How was it for you? 


If you wish to make any comments or suggestions regarding your 


visit to the Radiology Department please fill in a suggestion form or 


speak to a member of staff.  Suggestion forms are located in all 


waiting areas within the department. 
 


University Hospitals of Leicester NHS Trust also has a Patient 


Information and Liaison Service (PILS), and you are welcome to 


contact them on:  


Freephone: 08081 788337 


email: pils.complaints.compliments@uhl-tr.nhs.uk 


Websites: 


For general information about radiology departments visit the 


Royal College of Radiologists website: 


www.goingfora.com 
 


For information about the effects of x-rays read the NRPB 


publication: ‘X-rays how safe are they’, on the Health Protection 


Agency website: www.HPA.org.uk 
 


Please note that the views expressed in these websites, do not 


necessarily reflect the views of UHL or the NHS. 
 


University Hospitals of Leicester website: 
www.leicestershospitals.nhs.uk 
 


NHS Direct: For health advice or information you can call NHS 


on: 111. 
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Directions and car parking 


For information about getting to the hospital please see the 


hospitals website: 


 


 


 


 


www.leicestershospitals.nhs.uk/patients/getting-to-hospital 


 


Hospital car parking is available to all hospital patients and visitors.  


Spaces are limited so please allow plenty of time to find a car 


parking space.  Parking charges are payable, please check tariff 


boards or the hospital website for full details.  As well as the hourly 


rates there are a range of saver tickets available for patients and 


prime carers. Dedicated disabled parking bays are also available. 


Marked disabled bays exist outside of the public car parks for which 


there is no charge.  If you park in the car parks the fee will apply. 


Drop off bays exist at the main entrances, these bays have a 20 


minutes maximum stay. 


Certain qualifying benefits as notified by the Department of Social 


Security entitle the patient to free or reduced parking.  For more 


information contact the Cashiers office. 


 



http://www.leicestershospitals.nhs.uk/patients/getting-to-hospital
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Bus services to the hospital 


For information on bus routes and times contact Traveline on 0871 


200 2233.   


The hospital Hopper service runs from Monday to Friday, every 30 


min from 06:30 hours until 18:00 hours and every hour from 18:00 


hours until 21:00 hours. The Hopper stops at our three hospital 


sites, as well as other key locations such as Leicester train station, 


Beaumont Leys centre and Hamilton centre and also St Nicholas 


circle.  


For more information about the hospital hopper service and to view 


a timetable, please see the hospitals website: 


 


www.leicestershospitals.nhs.uk/patients/getting-to-hospital/bus-


travel/hospital-hopper-bus/ 


 


 


 


 


We review our information leaflets on a regular basis.  If you have 


any comments about how we can improve these leaflets please 


speak to a member of staff. 



http://www.leicestershospitals.nhs.uk/patients/getting-to-hospital/bus-travel/hospital-hopper-bus/

http://www.leicestershospitals.nhs.uk/patients/getting-to-hospital/bus-travel/hospital-hopper-bus/
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If you have any questions, write them down here to remind you what 
to ask when you speak to your nurse/consultant. 


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


 ______________________________________________________  


Any questions? 







If you would like this information in another language or 


format, please contact the service equality manager on 


0116 250 2959 


Today’s research is tomorrow’s care 


We all benefit from research. Leicester’s Hospitals 
is a research active Trust so you may find that 
research is happening when you visit the hospital 
or your clinic.  


If you are interested in finding out how you can 
become involved in a clinical trial or to find out 
more about taking part in research, please speak to 
your clinician or GP. 


P
ro


d
u
c
e
d
 b


y
: 
Im


a
g
in


g
 P


a
ti
e


n
t 
In


fo
rm


a
ti
o


n
 G


ro
u
p
 E


d
it
io


n
 4


. 
 


L
e
a
fl
e


t 
P


ro
d
u
c
e
d
: 
J
u
ly


 2
0
1
7
. 
 N


e
x
t 


R
e
v
ie


w
: 


J
u
ly


 2
0
2
2
. 
 C


S
I 


(M
e
a
r)


IM
A


0
8
3
_
0
7
1
7


 






image1.jpeg
NHS

Leicestershire Partnership
NHS Trust




