	{Practice Name} 
Nursing Policy & Procedure Manual
Policy/Procedure Number: 2.5
	Effective Date: 10/01/04
Revised Date: ________
Version 1.0

	
	
 

	Assisting with Thoracentesis


Definition/Purpose: Thoracentesis is the introduction of a needle into the pleural cavity for the purpose of removing fluid from pleural space, either for patient comfort or to obtain a sample for diagnostic purposes.

Personnel Responsible: Performed by a Physician and assisted by RN, LPN, Medical Assistant, or Lab Technician

Equipment/Supplies Required:
 

· Thoracentesis tray

· Additional test tubes or receptacle for fluids per physician’s request

· Sterile 4x4 bandages

· Lidocaine

· Sterile gloves in appropriate size for physician

Policy:

1. Thoracentesis is a sterile procedure performed by a physician and assisted by an RN, LPN, LVN, or physician assistant. In this procedure, a needle is passed into the pleural cavity to remove excess fluid caused by injury, infection, or disease.

2. The primary purpose of thoracentesis is to remove excessive fluid accumulation in the pleura that is restricting breathing. Other reasons for this procedure include obtaining specimens of fluid and lung tissue and to introduce chemotherapy drugs intrapleurally (usually done in hospital setting).

Pre-Procedure Scheduling and Billing Considerations:

Determine special needs such as:

A. Time of day to schedule procedure based on shipping requirements for specimens (eg, cytogenetic studies)

B. Prior authorization/insurance regulations regarding procedure, eg, special diagnostic, laboratory, or medication administration

C. If drugs are to be administered during procedure, coordinate availability with pharmacy, if necessary

Procedural Steps:

A. Determine if a drug is to be instilled during the procedure. If so, the person preparing the drug is to verify the drug and dose with the MD, nurse practitioner, or physician assistant. Prepare drug according to pharmacy procedure using sterile technique.

B. Identify patient and explain the procedure. Assess patient’s ability to assume position, usually sitting up, leaning over table or pillows. Advise patient that significant movement or coughing during procedure may cause needle displacement and possible puncture of a lung. The patient will have the urge to cough as fluid is removed and the lung re-expands. Describe and demonstrate to the patient how to hold a pillow against the chest to minimize movement when coughing.
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C. Assess and record vital signs.

D. Verify/obtain informed consent.

E. Wash hands.

F. Set up sterile tray and make it accessible for the physician.

G. Assist patient throughout procedure:

1. Help to maintain correct position by supporting shoulders or sides.

2. Reassure patient in coaching manner, describing steps in procedure as appropriate.

H. Place garbage bin and sharps container within reach of physician for safe disposal of used items.

I. Assess patient’s tolerance during and after procedure, including respirations, color of nail beds, vital signs, oxygen saturation, etc. 

J. Collect specimens as directed by physician. Document volume of fluid removed.

K. Dispose of fluids per biohazard guidelines. Designate contaminated supplies and equipment for cleanup, and wash hands. 

L. Apply secure dressing and pressure bandage. Monitor patient for 
15 minutes post procedure.

M. Prepare patient for post-procedure X-ray, if ordered

Patient/Caregiver Instructions: 

Provide oral and written instructions for discharge, which should include:

A. What to expect in terms of side effects

B. When and how to remove dressings

C. Signs or symptoms that should prompt a phone call to physician, such as:

1. Difficulty breathing

2. Chest pain

3. Fever  

4. Persistent cough post-procedure

D. Any restrictions in activity, showering, food, fluids, etc.

E. Instructions for medication use for discomfort

Documentation:

A. Medical Records

1. Record name of procedure

2. Individual performing procedure should note location of puncture site, and appearance of fluid drained. Record duration of procedure and dressing applied to puncture site.

3. Document condition of patient at time of discharge from office.

4. Document lab tests ordered on fluid sample. 

5. Document all vital signs pre and post procedure and patient’s tolerance of procedure.

B. Billing 

Include appropriate charges for procedure (32000), equipment, supplies (thoracentesis tray), J codes for drugs administered, and lab tests (if ordered).
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