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	Accessing a Central Venous Catheter
(Hickman/Broviac/PICC/Groshong)


Definition/Purpose: Hickman, Groshong, and Broviac catheters are tunneled central venous catheters that are placed into the superior vena cava and tunneled outside to the skin. A small cuff is located around the catheter about one inch inside the opening to the skin. Skin grows into this cuff and keeps the catheter in place. A PICC line is a peripherally placed central venous cathether that is threaded slowly up the blood vessel in the arm to the superior vena cava. A PICC line can be inserted by a trained nurse or physician as an outpatient procedure, while a Hickman, Broviac, or Groshong catheter is inserted under anesthesia in an operating room. Central venous catheters provide more permanent venous access for long-term therapy and do not require an IV line to be inserted each time the patient is seen for IV therapy.

Personnel Responsible: Chemotherapy Nurses, Nurses with current CVC competency.

Equipment/Supplies Required (requires verification of catheter type, open-ended versus closed-ended):

· Gloves

· Alcohol wipes

· Normal saline (10 mL)

· Heplock flush 

· Ports: 5 mL

· Hickmans: 3 mL

· PICCS: 2-3 mL

· Broviacs: 3 mL

· Nonsterile 2x2 gauze

· 10-mL syringe

Note—If drawing a blood specimen, the following supplies also will be needed:

· Tubes for specimen collection and waste volume

· Vacutainer needle/adapter (not for use with PICCs, as they may exert too much pressure on the PICC lumen)

· 10-mL (or larger) syringe (for use with all catheters)

· Additional NS fluid    

Policy: Appropriate care and procedures must be followed when accessing any central venous catheter.

Procedural Steps: 

A. Prepare patient for procedure. Consult with patient regarding his/her protocol for catheter flushing maintenance.

B. Gather supplies as listed above.

C. Wash hands thoroughly.

D. Put on gloves.

E. Clean catheter caps with alcohol before attaching syringe or needle. (If you must remove stopper from the end of catheter, then clean end of catheter with sterile alcohol wipe before attaching syringe.)

F. Unlock clamp from catheter (must clarify whether to clamp according to catheter or catheter caps used in procedure).

G. Aspirate with 10-mL syringe and observe for blood return. Obtain blood specimens if necessary utilizing vacutainer/syringe. To avoid heparin contaminated blood specimens, draw off approximately 5 mL of blood before obtaining test samples utilizing plain red top tube for waste.

H. After observing blood return or obtaining blood specimens, wipe injection cap with alcohol and flush with 10-20 mL NS . If infusion will be started after blood draws infusion may be started otherwise Heparinize appropriately and heplock the line. (It is important to change the cap after blood draws).

I. Catheter clamp should be closed according to specific catheter or catheter caps used.

Note: 
It is imperative that strict sterile technique is observed in this process to protect the patient from bacterial contamination.

Documentation:

A. Medical Record

1. Document accessing procedure done, blood specimens obtained and site appearance.

2. Document flushes administered (NS and Heparin) and patient’s tolerance of procedure. 

B.  
Billing                       

1. Mark encounter form to bill for NS, Heparin, and supplies used.

2. Bill Level 1 E&M code (99211-nurse visit) as appropriate.
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