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	Deaccessing an Implanted Venous Access Device (PORT-A-CATH®)


Definition/Purpose: Specific steps should be followed when de-accessing any implanted venous access device (PORT-A-CATH). All PORT-A-CATH® and PORT-A-CATH II® products are designed and intended for single-patient use only. The PORT-A-CATH system consists of a portal with one or two self-sealing septa and a single or dual-lumen catheter and is accessible by percutaneous puncture with a non-coring needle. PORT-A-CATH® and PORT-A-CATH II® systems are indicated when patient therapy requires repeated vascular access for injection or infusion therapy and/or blood sampling. 
Personnel Responsible: Chemotherapy Nurses, and currently any nurses with FVRH CVC competency.

Equipment/Supplies Required:  

· Gloves

· Tape

· Nonsterile 2x2 gauze

· Normal Saline (10 mL)

· Heplock flush (5 mL/500 units)

· Alcohol wipes (2 or 3)

Policy: Appropriate care and procedures must be followed when de-accessing any implanted venous access device (PORT-A-CATH).

Procedural Steps:

A. Prepare patient for procedure. Position patient. Use paper towel or hand towel to protect patient clothing, if necessary.

B. Gather supplies as listed above.

C. Wash hands thoroughly.

D. Put on gloves.

E. Assess port site. If any signs/symptoms of infection are noted, patient should be referred to RN for evaluation before procedure is undertaken.

F. Clean injection cap with alcohol. Flush with 10 mL NS and instill 5 mL Heparin (500 units), if indicated.

G. Clamp off extension tubing.

H. While holding port securely with one hand, grip Huber needle wings firmly and remove needle from septum and skin. (It may be helpful to have patient take a deep breath and exhale as you remove the needle.)

I. Apply pressure to site with 2x2 gauze for 20 to 30 seconds. Tape gauze in place over site or apply Band-Aid.

J. If unable to flush port with NS or Heparin flush:

1. Check placement of needle by palpation and check to assure clamp open.

2. Reposition patient.

3. Have patient take deep breaths and cough.

If none of these results in ability to flush, refer patient to M.D.for assessment.

Documentation:

A. Medical Record

1. Document procedure done, appearance of site.

2. Document presence/absence of blood return.

3. Document flushes administered (NS and heparin). 

B.  
Billing 

1. Mark encounter form to bill for supplies used (NS and heparin).

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