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The purpose of this procedure is to outline the safe and effective management of patients with drains being cared for by staff across the CHS Network including the inpatient facilities at Canberra Hospital, Clare Holland House, North Canberra Hospital, and University of Canberra and community-based services.
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5 Moments for Hand Hygiene must be used by all staff when attending to patient care. The 5 Moments for Hand Hygiene can be performed with either soap or water, alcohol-based hand rub or alcohol impregnated wipes (see Infection Prevention and Control Procedure for our facility). In patients’ homes soft pre moistened cloths are used instead of soap and water.

Aseptic non touch technique is used for all clinical procedures in this document (see CHS Aseptic Technique Procedure), unless stated otherwise.

In the event of complications such as severe bleeding, tube misplacement, occlusion or infection:
ensure patient safety and comfort
contact the Clinical Nurse Consultant (CNC) or Team Leader (TL) in the acute care setting
notify the appropriate Medical Officer (MO) or General Practitioner (GP) if necessary
a community patient should attend Emergency Department (ED) promptly
if appropriate, contact the manager and complete a clinical incident report
document the event clearly in the patient’s health record. 

Canberra Hospital: When a drain, which has been inserted by a MO in the Operating Theatre, is removed, a second nurse who may be a registered nurse or an enrolled nurse must witness the removal of the drain. Both nurses must sign the Registered Nurse Operating Theatre Report to confirm the removal of the drain in its entirety.

For Radiologically Inserted Drains:
· All procedures related to radiologically inserted drain management by enrolled nurses for community-based patients only are out of scope for this procedure.
· If Canberra Hospital staff have concerns post-procedurally for CHS Network Angiography patients, they can contact the Angiography Suite on phone: 5124 2804 in business hours. After hours staff can contact the Radiology registrar via switchboard on phone: 5124 0000 or 0466 796 080 and the registrar can escalate the concerns to the Radiologist on call if required. If staff are concerned with an urgent issue it is always appropriate to organise for the community patient to present to Emergency Department for review, an inpatient is reviewed in the hospital.
· Notify the MO/Specialist/Registrar if:
· The patient reports pain or there is difficulty with flushing the drain (only those permitted to be flushed)
· There is leakage around the drain insertion site (light drainage may occur for the first 1 to 3 days after drain insertion)
· There is inflammation, swelling or purulent discharge around the drain insertion site
· The drain has moved more than 2 cm or has been dislodged
· The patient reports experiencing nausea, vomiting, fever, chills or weakness


For Nephrostomy Tubes: 
· If temperature is higher than 38 degrees, systolic blood pressure less than 100mmhg and/or pulse greater than 120 beats per minute, MO must be notified. If Medical Emergency Team (MET) criteria exist, call a MET.
· Do not flush more than 10mls of sterile normal saline.
· This is a sterile procedure and aseptic technique must be used.
· Check with attending MO if standing orders apply.
· Observe for continuous urine flow and signs of infection.
· Notify MO immediately if the tube cannot be irrigated or if it is dislodged or has fallen out. In a community setting refer the patient to the Emergency Department (ED).
· Flush the tube very slowly.  Do not apply force as over-distension of the renal pelvis could cause renal tissue damage. 
· All urine specimens must be collected from the nephrostomy tube by gravity. Do not aspirate
· Nephrostomy Drain Alert: Do not flush greater than 20 mL Sodium Chloride 0.9% (NSW Agency for Clinical Innovation. ACI Urology Network – Nursing 2022, p.11). If a 20 mL flush of Sodium Chloride 0.9% is ordered by the MO, flush in 10 mL increments waiting 5 minutes between flushes to a maximum of 20mL.
· Do not aspirate nephrostomy tubes. If the patient has a ureteric stent insitu, the pigtail nephrostomy tube should be removed in Radiology department under image intensifier to prevent dislodgment of the stent.

For Indwelling Pleural/Peritoneal Drainage Catheter System Management (currently using PleurX®): 
· Draining of fluid from the pleura or peritoneum using the indwelling drainage catheter system is to provide symptomatic relief. If the patient’s condition is deteriorating or unstable seek the advice of the treating MO before proceeding with drainage of fluid.Re-expansion pulmonary oedema may occur if too much fluid is removed too rapidly. Unless documented by the treating MO, it is recommended that no more than 1000 mL be drained from the pleura per 24 hours and no more than 2000 mL be drained from the peritoneal cavity per 24 hours.
· Do not put anything except the access tip of the drainage line into the PleurX™ Catheter valve, since this could damage the valve.  A damaged valve might let air be pulled into the chest cavity (if the PleurX™ Catheter is in the chest) or let fluid leak out through the valve.
· Do not use scissors or other sharp objects near the indwelling drainage catheter. The blue slide clamp should be used to prevent air entering the pleural space if the catheter or the valve is damaged.
· Fluid may leak around the drain insertion site for the first few drainages after drain insertion and the patient’s skin may become irritated from frequent dressing changes. Consider the application of a no sting barrier film wipe and a sterile post-op drainage bag with window (product information can be found in Attachment 4). The sterile drainage bag with window is generally changed weekly. If leakage continues organise for the patient to have a medical review.

For Abdominal paracentesis:
· If more than five litres of abdominal fluid is drained check with MO regarding albumin replacement.
· In medical imaging only 5 litres can be drained. Drainage tube to be clamped, Treating team MO notified regarding amount of fluid remaining and subsequent transfer to ward for further assessment.

Back to Table of Contents
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This document describes practices which will be performed by nurses and midwives employed to work within the CHS Network. Nurses and midwives providing assessment, education and clinical procedures must have current theoretical and clinical knowledge in drain management. 

New staff or students (within their defined scope of practice) will be required to perform these skills under the direct supervision of a competent practitioner. 

This procedure pertains to patients with wound drains, radiologically inserted drains and indwelling pleural/peritoneal drains. 

The following are out of scope of this document: 
patients with chest drains (refer to the Intercostal Catheter Management: Insertion to Removal – Infants, Children and Adults (not neonates) procedure, available on the Policy and Consumer Handouts Register) and external ventricular drains
drains in neonates
All procedures related to radiologically inserted drain management and nephrostomy is out of scope for enrolled nurses working in the community
Indwelling pleural or peritoneal catheter drainage management is out of scope for enrolled nurses. Enrolled nurses assessed as competent can attend weekly indwelling pleural or peritoneal catheter site dressings, if the patient is not undergoing drainage of fluid.

Back to Table of Contents
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This section provides procedural information in the management of capillary action drains and closed drainage systems in the community and hospital settings. Wound drains are inserted by a Medical Officer (MO) in the Operating Theatre.

	Alert:
Canberra Hospital: When a drain, which has been inserted by a MO in the Operating Theatre, is removed, a second nurse who may be a registered nurse or an enrolled nurse must witness the removal of the drain. Both nurses must sign the Registered Nurse Operating Theatre Report to confirm the removal of the drain in its entirety.



[bookmark: _Toc16499787][bookmark: _Toc199501957]1.1 Capillary action drains
These drains facilitate free drainage of fluids by capillary action, gravity or overflow caused by slight pressure differences. Capillary action drains are also called open/passive drains.
Examples include:	
Penrose drains: soft latex rubber
Corrugated drains: rubber or polyurethane and formed into a corrugated strip that can be cut to width as well as length
Portex drains: hollow single lumen tube of polyurethane material available in different bore widths.

[bookmark: _Toc16499788]1.1.1 Management
Clean and redress drain site every one to three days to minimise bacterial load – redress with a sterile wound drain bag if exudate levels are high, or a sterile dry dressing if the exudate levels are low. 
Shorten or remove drain as per MO instructions.

[bookmark: _Toc16499789]1.1.2 Shortening and removing a capillary action drain
[bookmark: _Toc389473279]Equipment 
· soft pre-moistened cloth (community only) and Alcohol Based Hand Rub (ABHR)
dressing trolley or identify suitable clean surface in the home setting.
· detergent impregnated wipes (to clean trolley or surface)
· personal protective equipment (PPE) including safety glasses, goggles or shield and clean gloves and gown
· basic dressing pack 
· sterile scissors 
· sterile metal forceps 
· sterile safety pin (if shortening the drain) 
· sterile dressing towel 
· combine dressing and gauze swabs 
· sterile gloves 
· stitch cutter (if drain is sutured in) 
· 30mL Sodium Chloride 0.9% solution at body temperature
· adhesive tape
· waste receptacle 
· appropriate dressing to manage exudate, or redress the drain site 
· tape measure. 

Procedure 
1. Check MO orders regarding removal of drain or amount of drain to be shortened. 
2. Explain procedure to the patient, obtain informed consent, ensure patient comfort.
3. Ask the patient if they have any allergies to dressings or adhesive tapes – if so, record in the clinical record/medication chart.
4. Ensure the patient has adequate analgesic cover prior to dressing change if required or requested. 
5. Attend hand hygiene as per CHS Preventing and Controlling Healthcare Associated Infections Procedure.
6. Clean dressing trolley or suitable surface in the patient’s home with detergent impregnated wipes and wipe surface dry with disposable paper towel.
7. Gather equipment.
8. Attend hand hygiene. 
9. Position patient with wound drain area exposed, place under-pad in position in proximity to the drain site.
10. Attend hand hygiene. 
11. Prior to opening sterile equipment, don gown, clean gloves and safety glasses. 
12. Set up equipment at the patient’s bedside or suitable area in the patient’s home. 
13. Open the basic dressing pack and add additional sterile equipment.
14. Remove the dressing from the patient and discard, remove and discard gloves. 
15. Attend hand hygiene and don sterile gloves. 
16. [bookmark: _Toc394574932]Clean the drain site and wound, swab gently and in one direction only (clean to dirty) as per CHS Aseptic Technique Procedure. 
17. Remove suture (if present) with stitch cutter. 
18. To Shorten drain: 
a. Withdraw drain gently, using a rotating movement for circular drains to the prescribed length.
b. Secure drain with a sterile safety pin by inserting the pin in the drain flush to the skin and at right angles to the wound (the pin will prevent the drain tube from slipping back into the wound).
c. Cut the drain 4cm above the level of the safety pin. 
d. Place drain dressing around the drainage tube under the safety pin. 
e. Apply secondary dressing and secure with adhesive tape – a wound drainage bag may be applied if drainage is excessive.
19. [bookmark: _Toc394574933]To Remove drain:
a. Withdraw drain gently, using a rotating movement for circular drains.
b. If a drain site infection is suspected, collect a wound swab.  
c. Apply exudate absorbing dressing, secure with adhesive tape if necessary – a wound drainage bag may be applied if drainage is excessive. 
20. Discard equipment and gloves, attend hand hygiene. 
21. Document the procedure performed and condition of the patient’s skin around the drain in the patient’s clinical record and nursing care plan. 

[bookmark: _Toc16499790][bookmark: _Toc199501958]1.2 Closed Drainage Systems/ Low suction drains
These drains are connected under sterile conditions to the inlet tubing thereby achieving a totally closed drainage system. The bellow/bulb is emptied with the system remaining closed. An inner non return valve system prevents air or liquid reflux returning to the patient from the bellows or the bulb. The bellows or bulb must not be more than half full to function effectively, as they are vacuum assisted.

Surgeons may prefer to leave these drains on free drainage (no suction). Check MO orders on the patient’s return from the Operating Theatre.

Examples of closed drainage/low suction drain include: 	
· Exudrain (100 mL capacity in bulb)
· Bellovac (220 mL capacity in bellow)
· Handyvac (125 mL capacity in bulb).

Note: 
The drainage bags are not interchangeable between the different brands of drain.

[bookmark: _Toc16499791]1.2.1 Care and maintenance/management 

Equipment
· Sodium chloride 0.9% 
· Tube dressing or appropriate dressing (if required e.g. coloplast drainage bag)
· Adhesive tape
· Extra forceps and sterile gauze swabs as required
· Alcohol wipe
· Clean safety pin as required
· Personal Protective Equipment (PPE)
· Non-sterile gloves
· Waste bag

Procedure  
1. Secure drain site with clear dressing. 
2. The suction device should be taped or pinned to the patient’s gown to keep it well secured.
3. For the first 24 hours, the suction device should be checked frequently (at least every two hours) for patency, drainage, and suction.
4. Perform drainage care twice a day.     every shift. 
· Check suction device for patency, suction and record amount of drainage onto the patient’s Flowsheet Fluid Balance and Avatar in DHR post operatively 4/24 for 24 hours , see section 1.2.3 Emptying Bellovac/Exudrain/Handyvac bulb or bellow and recharge vacuum. 
5. Drainage bag should be changed as often as necessary, or as advised by MO, and amount noted on fluid balance chart in DHR. 
6. 
7. Change dressing 3rd daily or more frequently if required.
8. If drainage slows down or the tubing appears blocked:
9.  Gentle milking of tubes is acceptable being careful not to dislodge the drain
10.  ‘strip’ the tubing from the wound outwards, toward the drainage device: using one hand to anchor the tubing, apply gentle, intermittent exterior pressure to the tubing with the fingers of the other hand to assist the drainage through the tubing into the drainage device. Report any of the following to the patient’s treating medical team:
a. drainage flow suddenly stops (drainage should decrease gradually, not abruptly)
b. drainage flow is increasing 
c. there is sudden change in the colour of the drainage – the drainage becomes bloody again or changes to a milky white fluid. Drainage should gradually change from blood to straw coloured fluid.
d. increase in redness or swelling around insertion site
e. the drain is dislodged.
11. Educate patients about drain management prior to their discharge to the community and their referral to community nursing:
a. Educate patient how to empty the bulb/bellow, noting the bulb/bellow must not be more than half full to function effectively. The bulb/bellow is to be emptied daily or more frequently if necessary.
12. Community nurses will:
a. Reinforce the education provided to the patient and ask the patient to keep a daily record of the drainage.
b. Ensure that the patient or their carer have demonstrated the ability to empty the bulb and are aware to seek medical advice if complications or signs of infection occur.
13. Remove drain as per MO instructions. This will generally be when the daily measurements are less than 20 – 30 mL on two consecutive days (refer to MO orders). Breast drains are usually removed within two weeks of the time of surgery, contact MO for guidance if a breast drain is insitu for more than two weeks.
14. Monitor the drain site post removal for exudate or signs of infection. Report any fluid build up to the MO as the surgical site may need aspiration.
15. If the drain is removed in the community, the patient should be instructed to seek medical advice if they are concerned about signs of infection. 

[bookmark: _Toc16499792]1.2.2 Redressing insertion site

Equipment 
· soft pre-moistened cloth (community only) and ABHR
· safety glasses, clean gloves
· sterile gloves
· dressings
· 30 mL Sodium Chloride 0.9% solution at body temperature
· basic dressing pack
· disposable plastic blue sheet
· combine or gauze swab
· adhesive tape
· waste receptacle.

Procedure 
1. Explain procedure to the patient, obtain informed consent, ensure patient comfort.
2. Attend hand hygiene.
3. Open dressing pack and add additional sterile equipment, pour sodium chloride solution.
4. Don clean gloves and safety glasses.
5. Remove and discard the soiled dressing.
6. Discard gloves, attend hand hygiene, don sterile gloves.
7. Clean the skin around the insertion site with gauze and sodium chloride, using a circular motion from the centre outwards. Allow the skin to dry.
8. Place a “loop” in the drain tube close to the insertion site and tape in place. This will minimise trauma at the insertion site if the tube is accidently caught or tugged. 
9. Apply an appropriate dressing over the insertion site. Many surgeons permit the application of a waterproof dressing, such as Opsite or Tegaderm to enable the patient to shower with ease. If the patient is allergic to these dressings, or the insertion site is infected, apply a non-adherent dressing and tape it into place. 
10. If signs of infection are present or infection is suspected take a wound swab, as outlined in CHS Wound Prevention and Management Procedure, and notify the patient’s surgeon.
11. Discard gloves, attend hand hygiene.
12. Document the appearance of the insertion site in health record in the DHR and record actions taken e.g. wound swab taken in the patient’s health record.

[bookmark: _Toc16499793][bookmark: _Hlk18495666]1.2.3 Emptying Mini – Vac/Bellovac/Exudrain/Handyvac bulb or bellow and recharge vacuum
Equipment 
· soft pre-moistened cloth (community only) and ABHR
· safety glasses, clean gloves
· waste receptacle
· tube dressing or appropriate dressing (if required)
· adhesive tape
· alcohol wipe
· personal Protective Equipment (PPE)
· non-sterile gloves

CHS Network Procedure (all sites other than NCH)
1. Explain the procedure to the patient, obtain informed consent, ensure patient comfort.
2. Attend hand hygiene.
3. Don clean gloves and safety glasses. Close the inlet clamp (closest to the patient).
4. Check that the outlet clamp is open (closest to the drainage bag).
5. Squeeze the bulb/compress the bellows gently and slowly, transferring the contents into the drainage bag. 
6. Open the inlet clamp.
7. Closing the outlet clamp is optional.
8. Suction is now re-established. Always check that the inlet (patient) clamp is left open after emptying the bulb/bellows.
9. Discard gloves, attend hand hygiene.
10. Document drainage amount in the patient’s health record in DHR every shift. Use a permanent marker to place a date/time mark on the back of the drainage bag to indicate the level of the fluid loss each day. Document the amount of total drainage daily on the fluid balance chart in the DHR and/or in the patient’s health record.

NCH Only Procedure
Note for NCH: The Mini – Vac suction bellow drain trocar unit must be emptied when it is approximately two-thirds (2/3) full.

1. Implement with hand hygiene and aseptic non touch technique
2. Don PPE
3. Securely tape at the point of connection so as to prevent disconnection of the tube and the drainage device when emptying.
4. Unplug the pour spout to release the negative pressure vacuum.
5. Hold the unit at bed level, but do not raise the drainage device above the surgical site when emptying.
6. Cleanse the plug with an alcohol sponge or swab. Squeeze the drainage device gently and slowly, emptying the fluid into a graduated cylinder or measuring device. Do not pump the drainage device.
7. When the reservoir is empty and completely compressed, replace the pour spout plug to resume the negative pressure vacuum before releasing the compression on the drainage unit.
8. Dispose of all waste in the appropriate waste streams.
9. Document procedure in the patient’s health records.

Re-establishing suction:
· Ensure that the pouring spout is open / unplugged.
· Fully compress the drain unit with your hand to charge a Bellovac drain.
· Re-plug the pouring spout while the drain unit is compressed.

[bookmark: _Toc16499794]1.2.4 changing of drainage bag
The drainage bag is changed every 24 hours at the same time each day, and the amount is recorded on the fluid balance chart in the DHR and the previous amount recorded on the new bag.

Equipment 
soft pre-moistened cloth (community only) and ABHR
safety glasses, clean gloves
clinical waste receptacle
compatible drainage bag. 

Procedure 
1. Explain the procedure to the patient, obtain informed consent, ensure patient comfort. 
2. Attend hand hygiene.
3. Don clean gloves and safety glasses.
4. Close the outlet clamp (closest to the drainage bag).
5. Using a non touch technique, disconnect the bag and connect the new bag to the outlet tube. Ensure connection is dry.
6. Discard gloves, attend hand hygiene.
7. Document the procedure in that patient’s health record, Flowsheets and Avatar in the DHR.

Some patients prefer to connect the drainage bag only when the bellows/bulb requires emptying. This allows the patient more freedom to disguise the drain under clothing. In this case, the drainage bag simply needs connecting only when emptying the bellows/bulb and can therefore be used until the drainage bag is full. Keep the caps closed on the bellows/bulb and the drain bag whilst they are separate.

[bookmark: _Toc16499795]1.2.5 Removing closed drainage system/low suction drain
Suction should be released prior to removal of the drain to prevent damage to the patient’s underlying tissues. Release the drain suction half an hour prior to removal by clamping drain near wound entry site. 

For patients in the community, ensure the patient is aware of time of drain removal in case the patient wishes to take analgesia prior to the procedure. The patient/carer may clamp the drain near the wound entry site in order to release the suction prior to the community nurse visit. 

Equipment 
soft pre-moistened cloth (community only) and ABHR
alcohol wipe
safety glasses, clean gloves, gown
sterile gloves
basic dressing pack
sterile stitch cutter
extra forceps and gauze swabs as required
30 mL sodium chloride solution at body temperature
disposable plastic blue sheet
dry dressing/dressing trolley
tube dressing or appropriate dressing (coloplast drainage bag)
adhesive tape
clinical waste receptacle/contaminated waste bag
sharps container.

CHS Network Procedure (all sites other than NCH)
1. Explain procedure to the patient, obtain informed consent, ensure patient comfort.
2. Attend hand hygiene. 
3. Don safety glasses and gown prior to opening sterile equipment.
4. Attend hand hygiene.
5. Open dressing pack and add additional sterile equipment, pour sodium chloride solution.
6. Don clean gloves.
7. Empty bellows/bulb to allow final measurement of content. Ensure vacuum has been released by closing inlet clamp near wound entry site.
8. Remove the dressing and adhesive tape from the drainage tube.
9. Place the disposable blue plastic sheet under the patient.
10. Attend hand hygiene and apply sterile gloves.
11. Remove the suture near the exit site of the drain (if suture present).
12. Anchor the drain site by placing pressure with fingers on the skin on either side of the drain.
13. Pull the drain gently rotating it slowly as you remove it, and check tip (not always a tip, can be a pre-cut catheter) with another nurse to witness and verify that the tip is intact.
14. Apply dry dressing to insertion site.
15. Dispose of equipment in clinical waste and sharps container, attend hand hygiene.
16. Document the procedure and the condition of the patient’s skin around the insertion site in the patient’s clinical record, including whether tip is intact.

For NCH Only: 
Removal of the drain:
· Check the documentation of drain/s in the operation record or the Registered Nurse Theatre Report.  Check the Medical Officer order for removal. 
· In the instance of Post-mastectomy order of removal on ONE drain, determine which drain is to be removed refer to Senior Nurse/Doctor if documentation is unclear.

Prepare the patient:
· Inform the patient of the procedure and gain consent.  Discuss any concerns about procedure
· Administer analgesia 30 minutes prior to the procedure or instruct patient to use PCA
· For a BELLOVAC or EXUDRAIN, CLAMP the drain tubing as close to the patient as possible 30 minutes prior to removal (as per manufacturer’s instructions).
· For a HANDYVAC drain, release the suction in the chamber by half twisting the bottom drainage bag from the chamber – this will release the suction.  Reapply the drainage bag to the chamber. DO NOT EVER clamp handy vac drains unless it is specifically ordered by the MO (as per manufacturer’s instructions).

Procedure
1. Implement with hand hygiene and aseptic non touch technique
2. Remove existing dressing from drain site
3. Prepare sterile field with items
4. Don sterile gloves
5. Clean the area with saline
6. Remove stitch/es so the exposed part of the stitch does not pass through the clean site
7. Cut steristrips
8. Remove drain and inspect the tip of the drain to ensure it is intact
9. Place in contaminated waste
10. Place steristrips over drain site 
11. Place dressing over wound site 
12. Place garbage into the contaminated waste
13. Continue to monitor the wound site for excessive drainage
14. Document in the patients notes and wound chart if applicable

[bookmark: _Toc389473281][bookmark: _Toc410818159]Back to Table of Contents 
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This section provides procedural information for the management of patients with radiologically inserted drains (other than those listed below under note) in the CHS Network community and hospital settings. 

Note:
· For the management of  radiologically inserted chest drains refer to the Intercostal Catheter Management: Insertion to Removal – Infants, Children and Adults (not neonates) procedure, and the Intercostal Catheters (ICC) – Insertion of small-bore in Adults policy.
· For the management of percutaneous abscess drainage at North Canberra Hospital, see Section 3.
· For the management of paracentesis thoracis at North Canberra Hospital, see Section 4.

· For the management of nephrostomy tubes at North Canberra Hospital, see Section 5.
· For the management of abdominal paracentesis at North Canberra Hospital, see Section 7. 

A flow chart outlining steps in the management of a radiologically inserted drain is at Attachment 1.  A list of resources including a contact list and consumables product information is at Attachment 2.
General Information
The purpose of a drain is to remove unwanted fluid or air (bile, urine, pus, blood, ascitic or pleural) from a cavity, organ or duct through a drain inserted under the guidance of CT, ultrasound or fluoroscopy. A percutaneous radiologically inserted drain (Abscess/Collection, Ascites, or Biliary  drain) can be inserted by a Radiologist in the Medical Imaging Department. In some cases, a MO may insert an abdominal drain in the ward. 

Drains come in different shapes including straight, curved and pigtail. The pigtail is the most commonly used drain. 

Note: 
[bookmark: _Hlk163825312]All procedures related to radiologically inserted drain management by enrolled nurses for community-based patients only are out of scope for this procedure.

Alert: 
[bookmark: _Hlk163825316]If Canberra Hospital staff have concerns post-procedurally for CHS Network Angiography patients, they can contact the Angiography Suite on phone: 5124 2804 in business hours. After hours staff can contact the Radiology registrar via switchboard on phone: 5124 0000 or 0466 796 080 and the registrar can escalate the concerns to the Radiologist on call if required. If staff are concerned with an urgent issue it is always appropriate to organise for the community patient to present to Emergency Department for review, an inpatient is reviewed in the hospital.
If North Canberra Hospital staff have concerns post-procedurally for CHS Network Angiography patients, they can contact the NCH Radiologist during business hours on 6201 6142. 

Alert:
[bookmark: _Hlk163825325]Notify the MO/Specialist/Registrar if:
· The patient reports pain or there is difficulty with flushing the drain (only those permitted to be flushed)
· There is leakage around the drain insertion site (light drainage may occur for the first 1 to 3 days after drain insertion)
· There is inflammation, swelling or purulent discharge around the drain insertion site
· The drain has moved more than 2 cm or has been dislodged
· The patient reports experiencing nausea, vomiting, fever, chills or weakness
[bookmark: _Toc16499797]
Note: 
Prepare to organise for the community patient to present to the Emergency Department for review if any of the above is noted.

[bookmark: _Toc199501960]2.1 Drain securement and dressing
The dressing is changed once per week and more often if the integrity of the dressing or seal is breached. More frequent sterile dressing changes may be indicated if infection is present.  The StatLock™ is replaced at least every seven days. 

Equipment 
· soft pre-moistened cloths (community only) and Alcohol Based Hand Rub (ABHR)
· non-sterile gloves
· sterile gloves
· safety eyewear
· gown (non-sterile)
· dressing pack
· sterile gauze (additional if required)
· sodium chloride 0.9% 30 mL
· ChloraPrep with tint 3 mL applicator orange 
· alcohol 70% swabs
· [bookmark: _Hlk139546134]securement device (StatLock™Universal Plus in the appropriate size)
· sterile scissors (to trim the StatLock™ to enhance patient comfort if required)
· ccclusive dressing(s) 10 cm x 12 cm
· securing tape
· tape measure
· disposable blue plastic sheet
· clinical waste receptacle.

[image: ANd9GcRw70F-xOzW16-RrS4QDMak3WdCkK1RcuMxkzSoe-oJRacgyNMxvNAXLRM]
StatLock™ Universal Plus securement device

Procedure 
1. Confirm 3 points of patient identification, explain procedure to the patient, obtain informed consent and ensure patient comfort.
1. Attend hand hygiene.
1. Set up equipment following aseptic technique.
1. Attend hand hygiene. 
1. Don safety eyewear, gown and non-sterile gloves.
1. Place blue sheet under the drain.
1. While ensuring the drain is secured to the patient’s skin with tape, carefully remove the old occlusive dressing. Never use scissors to remove the dressing as accidental cutting of the drain can occur.
1. Inspect the surrounding skin for redness, tenderness, swelling or irritation. If infection is suspected, swab site for culture and inform MO.
1. At the first dressing / securement device change and subsequent changes measure the length of exposed drain from the insertion site to the base of the hub (see picture 1) and compare with the original measurement recorded in the patient’s clinical record.  If the tube measures > 2 cm contact the MO for advice. 





[image: A close-up of a medical device
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Picture 1 – Measurement of the external length of the drain – insertion site to base of hub.

At the first dressing/ StatLock™ change and subsequent changes measure the length of exposed tube from the insertion site to the base of the hub and compare with the original.

10. StatLock™ Removal Technique:
1. Disengage: open the StatLock™ device retainer by pressing the tab and lifting the lid
1. Carefully lift the drain from the retainer.
1. Dissolve: first lift the edge of the anchor pad using 3-4 alcohol swabs.  Then continue to stroke the under surface of the pad with alcohol swabs to dissolve adhesive anchor pad away from skin.  Do not force pad to remove.
1. Ensure the drain is secured to the patient’s skin with tape.
1. Measure, compare and record the external length of the drain (see Picture 1 above).
1. Remove gloves, attend hand hygiene. 
1. Don sterile gloves.
1. If required, trim the ‘butterfly wings’ of the StatLock™ using sterile scissors.
1. If crusting or dressing residue is visible, cleanse with sodium chloride 0.9% soaked gauze, clean insertion site, removing crusting as able.  If necessary, soak crusting to allow for non-traumatic removal. Allow skin to dry.
1. Cleanse the area around the drain insertion site with ChloraPrep with tint 3 mL applicator as per manufacturer’s directions. 
1. StatLock™ Application Technique:
1. Apply skin prep wipe for enhanced adherence and skin protection. Allow to dry for 10-15 seconds.
1. Wipe the drain with an alcohol swab (so that it is wet for insertion into the StatLock™ retainer).
1. Always secure drain to the StatLock™ retainer before placing pad on the skin. Bring the StatLock™ anchor pad into position. Stabilise the catheter between fingers and gently stretch the catheter to fit into the retainer.
1. Close the lid.
1. Peel away the StatLock® paper backing one side at a time as close as possible to the drain insertion site in a straight line with no tension.
1. Apply gauze over the drain insertion site and StatLock® to prevent the occlusive dressing adhering to drain. 
1. Place occlusive dressing(s) over the drain insertion site and StatLock®. Ensure the drain is secured by the occlusive dressing and the dressing is waterproof.
1. Ensure the drain is secured to the patient’s side with tape.
1. Remove gloves, safety eyewear and gown.
1. Attend hand hygiene.
1. Dispose of rubbish into clinical waste receptacle.
1. Document procedure in the patient’s clinical record, using ISOAP, and in the ‘Drain Management Observation flowsheet’ including amount, colour, consistency and odour of drainage.

[bookmark: _Toc16499798][bookmark: _Toc199501961]2.2 Flushing of a radiologically inserted drain
The MO may order that the drain is to be flushed (in the patient’s clinical record) MO’s Order for Percutaneous Radiological Drain Management Flowsheet’ or ‘Treatment Order’ form (For patients referred externally from CHS). 
The order will explain:
· amount of Sodium Chloride 0.9% to be used with each flush
· frequency of flushes.

General Information
· The closed drainage system is accessed for flushing via the 3-way tap and needleless injection cap. If a 3-way tap is not insitu see Section 2.4.2 for the procedure for adding a 3-way tap to the drainage system.
· Needleless injection caps are changed weekly, coordinated with the dressing change, if the drain is being flushed.
· Do not use a syringe smaller than 10 mL as a small syringe may increase the pressure of the flush.

Biliary Drain
· The MO may order that the biliary drain be flushed firmly (but not to cause discomfort) or using a pulsating movement to dislodge debris. 

Equipment 
· soft pre-moistened cloths (community only) and ABHR
· non-sterile gloves
· safety eyewear
· gown (non-sterile)
· dressing pack
· sterile gauze (additional if required)
· Posi-Flush sterile path prefilled 0.9% sodium chloride syringe (PICs: 81999)
· sodium Chloride 0.9% injection 10 mL ampoules - number dependent on orders or 
· chlorhexidine 2% alcohol 70% swabs - number dependent on MO orders
· container of warm water (to warm PosiFlush™ or Sodium Chloride 0.9% ampoules to body temperature)
· disposable plastic blue sheet
· clinical waste receptacle.

Procedure 
1. Check the Medical Officer’s order.
1. Confirm 3 points of patient identification, explain the procedure to the patient, obtain informed consent and ensure patient comfort.
1. Attend to hand hygiene.
1. Don safety eyewear and gown.
1. Attend to hand hygiene.
1. Set up equipment. Prepare the warmed PosiFlush™ syringe(s). 
1. Attend to hand hygiene, don gloves.
1. Place blue sheet under the three-way tap.
1. Turn the 3-way tap off to the drainage bag.
1. Swab the needleless injection cap on the 3-way tap with a chlorhexidine 2% alcohol 70% swab for 15 seconds using vigorous friction, allow to dry for 20 seconds.
1. Attach PosiFlush™ syringe and gently flush the drain.
1. Remove the 10 mL syringe from the needleless injection cap and discard the syringe.
1. Repeat steps 10 to 12 depending on the MO order.
1. Ensure that 3-way tap is turned to the correct drainage position when the procedure is completed.
1. Discard equipment.
1. Remove gloves, safety eyewear and gown.
1. Attend to hand hygiene. 
1. Document procedure using ISOAP in the patient’s clinical record and in the ‘Drain Management Flowsheet’ including amount, colour, consistency and odour of drainage.

[bookmark: _Toc16499799][bookmark: _Toc199501962]2.3 Aspirating then flushing of a drain
The MO may order that the drain be aspirated then flushed (in the patient’s clinical record, ‘MO’s Orders for Percutaneous Radiological Drain Management Flowsheet’ or ‘Treatment Order’ – For a patient referred from outside CHS).

General Information
· The closed drainage system is accessed for aspirating and flushing via the 3-way tap and needleless injection cap. If a 3-way tap is not insitu see section 2.5.2: procedure for adding a 3-way tap to the drainage system.
· Needleless injection caps are changed weekly, coordinated with the dressing change, if the drain is being aspirated and flushed.
· Do not use a syringe smaller than 10 mL as a small syringe may increase the pressure of the flush.

Equipment 
· soft pre-moistened cloths (community only) and ABHR
· non-sterile gloves
· safety eyewear
· gown (non-sterile)
· dressing pack
· sterile gauze (additional if required)
· PosiFlush™ sterile path pre-filled 0.9% sodium chloride 10 mL syringe(s) (PICS: 81999) 
· syringe(s) luer lock 10 mL - number dependent on medical order, a new syringe is used for each aspiration/flush 
· chlorhexidine 2% Alcohol 70% swabs - number dependent on medical order
· container of warm water (to warm PosiFlush™)
· disposable plastic blue sheet
· clinical waste receptacle.

Procedure 
1. Check the MO order.
1. Confirm 3 points of patient identification, explain procedure to the patient, obtain informed consent and ensure patient comfort.
1. Attend to hand hygiene.
1. Don safety eyewear and gown.
1. Attend to hand hygiene.
1. Set up equipment - prepare the warmed PosiFlush™ syringe(s).
1. Attend to hand hygiene, don gloves.
1. Place plastic blue sheet under the 3-way tap.
1. Turn 3-way tap off to the drainage bag.
1. Swab the needleless injection cap on the 3-way tap with a chlorhexidine 2% alcohol 70% swab for 15 seconds, using vigorous friction; allow drying for 20 seconds.
1. Insert the empty 10 mL syringe into the needleless injection cap, gently pull back on the syringe and aspirate as much fluid as possible. Remove the syringe from the needleless injection cap and discard the syringe.
1. Swab the needleless injection cap on the 3-way tap with a chlorhexidine 2% alcohol 70% swab, allow drying for 30 seconds.
1. Connect the PosiFlush™ syringe to the prepared needleless injection cap and gently flush the drain.  Remove the syringe from the needleless injection cap and discard the syringe.
1. Repeat steps 10 to 13 depending on the medical order.
1. Ensure that 3-way tap is turned to the correct drainage position when the procedure is completed.
1. Discard equipment.
1. Remove gloves, safety eyewear and gown, attend hand hygiene.
1. Document the procedure using ISOAP in the patient’s clinical record and in the ‘Drain Management Flowsheet’ including amount, colour, consistency and odour of drainage.

[bookmark: _Toc199501963]2.4 Flushing then aspirating a drain
The MO may order that the drain be flushed then aspirated in the DHR, ‘MO’s Orders for Percutaneous Radiological Drain Management Flowsheet’ or ‘Treatment Order’ [for a patient referred from outside CHS] form).

[bookmark: _Toc16499800]General Information
· The closed drainage system is accessed for flushing and aspirating via the 3-way tap and needleless injection cap. If a 3-way tap is not insitu see section 2.5.2: procedure for adding a 3-way tap to the drainage system.
· Needleless injection caps are changed weekly, coordinated with the dressing change, if the drain is being flushed and aspirated.
· Do not use a syringe smaller than 10mL as a small syringe may increase the pressure of the flush.

Equipment 
· soft pre-moistened cloths (community only) and ABHR
· non-sterile gloves
· safety eyewear
· gown (non-sterile)
· dressing pack
· sterile gauze (additional if required)
· [bookmark: _Hlk131947341]PosiFlush™ sterile path pre-filled 0.9% sodium chloride 10 mL syringe(s) (PICS: 81999), number dependent on medical order, a new syringe is used for each flush / aspiration
· Chlorhexidine 2% Alcohol 70% swabs - number dependent on medical order
· container of warm water (to warm PosiFlush™ syringe to body temperature)
· disposable plastic blue sheet
· clinical waste receptacle.

Procedure 
1. Check the MO order.
2. Confirm 3 points of patient identification, explain procedure to the patient, obtain informed consent and ensure patient comfort.
3. Attend to hand hygiene.
4. Don safety eyewear and gown.
5. Attend to hand hygiene.
6. Set up equipment, prepare the warmed PosiFlush™ syringe(s).
7. Attend to hand hygiene, don gloves.
8. Place plastic blue sheet under the 3-way tap.
9. Turn 3-way tap off to the drainage bag.
10. Swab the needleless injection cap on the 3-way tap with a chlorhexidine 2% alcohol 70% swab for 15 seconds using vigorous friction; allow drying for 20 seconds.
11. Connect the PosiFlush™ syringe to the prepared needleless injection cap and gently flush the drain.
12. Gently pull back on the syringe and aspirate as much fluid as possible. Remove the syringe from the needleless injection cap and discard the syringe.
13. Repeat steps 10 to 12 depending on the medical order.
14. Ensure that 3-way tap is turned to the correct drainage position when the procedure is completed.
15. Discard equipment.
16. Remove gloves, safety eyewear and gown, attend hand hygiene.
17. Document the procedure using ISOAP in the patient’s clinical record and in the ‘Drain Management Flowsheet’ including amount, colour, consistency and odour of drainage.

[bookmark: _Toc199501964]2.5 Needleless injection cap, 3-way tap and connecting tube management
General Information
· A patient may have a 2-way tap/stopcock (2-way tap is not available as a single item, it is packaged as part of the connecting tube) or a 3-way tap/stopcock attached to the drain.  Occasionally no tap is attached to the drain.
· Apply a 3-way tap to the drain if the MO has ordered flushes. The closed drainage system can then be accessed for flushing via the 3-way tap and needleless injection cap. 
· Needleless injection caps are changed weekly, coordinated with the dressing change, if the drain is being flushed.

[bookmark: _Toc16499801]2.5.1 Needleless injection cap change
Equipment 
· soft pre-moistened cloths (community only) and ABHR
· sterile gloves
· safety eyewear
· gown (non-sterile)
· dressing pack
· sterile gauze (additional if required)
· chlorhexidine 2% alcohol 70% swabs x1
· needleless injection cap x 1
· PosiFlush™ externally sterile pre-filled 0.9% sodium chloride 10 mL syringe(s) (PICS: 149951)
· disposable plastic blue sheet
· clinical waste receptacle.

Procedure 
1. Confirm 3 points of patient identification, explain the procedure to the patient, obtain informed consent and ensure patient comfort.
1. Attend to hand hygiene.
1. Don safety eyewear and gown (PPE).
1. Set up equipment following aseptic technique. Open dressing pack. Open needleless injection cap, chlorhexidine 2% alcohol 70% swabs, PosiFlush™ externally sterile pre-filled saline syringe onto the sterile field.
1. Place blue sheet under the drain.
1. Ensure the 3-way tap is turned off to the drain.
1. Attend to hand hygiene, don sterile gloves.
1. [bookmark: _Hlk131948026]Prepare the PosiFlush™ syringe. Connect the PosiFlush™ syringe to the needleless injection cap connect and prime the cap and leave on sterile field.
1. Using sterile gauze to hold the drain with the non-dominant hand and place the sterile dressing towel under the drain.
1. Using sterile gauze x 2 (1 to hold the drain, 1 to remove needleless injection cap to maintain sterility), remove the old needleless injection cap from the 3-way tap, discard, and clean firmly around the end of the lumen with 1 chlorhexidine 2% alcohol 70% swab for 15 seconds, using vigorous friction; then allow to dry for 20 seconds.
1. Replace with new needleless injection cap.
1. Ensure the 3-way tap is turned to the correct position to allow fluid to drain into the drainage bag.
1. Discard equipment.
1. Remove gloves, safety eyewear and gown (PPE).
1. Attend to hand hygiene.
1. Document the procedure using ISOAP in the patient’s clinical record.

[bookmark: _Toc16499802]2.5.2 Adding a 3-way tap, needleless injection cap,  connecting tube and drainage bag
The drainage bag is changed weekly see section below ‘Drainage bag change’, however it may be convenient to change the bag as part of the following procedure.

Equipment 
· soft pre-moistened cloths (community only) and ABHR
· sterile gloves
· safety eyewear
· gown (non-sterile)
· dressing pack
· sterile gauze (additional if required)
· Chlorhexidine 2% alcohol 70% swabs x 2
· 3-way tap/stopcock x 1
· PosiFlush™ externally sterile pre-filled 0.9% sodium chloride 10 mL syringe(s) (PICS: 149951)
· connecting tube (PICS: 11206) x 1
· drainage bag (PICS: 10408 Leg bag sterile 500 mL )
· blue sheet
· clinical waste receptacle.

Procedure 
1. Confirm 3 points of patient identification, explain procedure to patient, obtain informed consent and ensure patient comfort.
2. Attend to hand hygiene.
3. Don safety eyewear and gown. 
4. Attend hand hygiene.
5. [bookmark: _Hlk131949133]Set up equipment following aseptic technique.  Open dressing pack. Open needleless injection cap, PosiFlush™ externally sterile syringe, 3-way tap, connecting tubing, drainage bag and chlorhexidine 2% alcohol 70% swab onto sterile field.
6. Place blue sheet under the drain.
7. Attend to hand hygiene, don sterile gloves.
8. Prepare the 3-way tap for connection by removing and discarding the caps.
9. Place the needleless injection cap into the top lumen of the 3-way tap.
10. Prime needleless injection cap and 3-way tap with PosiFlush™ externally sterile syringe, and leave on sterile field.
11. Remove the 2-way tap from the connecting tube and replace with the 3-way tap. Discard the 2-way tap.
12. Attach the new drainage bag to the connecting tube.
13. Using sterile gauze hole the drain with the non-dominant hand and place the sterile dressing towel under the drain.
14. Using sterile gauze x 2 (1 to hold the drain, 1 remove old attachments (+/-2 way tap +/- needleless injection cap /connecting tubing/drainage bag, discard, and clean firmly around the end of the lumen with 1 chlorhexidine 2% alcohol 70% swab for 15 seconds using vigorous friction;  Allow to dry for 20 seconds.
15. Grasp the 3-way tap with cap, connecting tubing and drainage bag and connect to the drain.
16. Ensure the connection is secure.  Do not over-tighten as this can lead to cracking in the connection.
17. Ensure the 3-way tap is turned to the correct position so it is draining into the drainage bag.
18. Secure the new drainage bag with tape to patient’s side, below the level of the drain insertion site, ensuring there is no tension on the drain. Secure leg bag to patient’s leg using leg straps.
19. Discard equipment.
20. Remove gloves, safety eyewear and gown, attend hand hygiene.
21. Attend to hand hygiene.
22. Document the procedure using ISOAP in the patient’s clinical record and in the ‘Drain Management Chart’ including amount, colour, consistency and odour of drainage.

[bookmark: _Toc16499803]2.5.3 Changing a needleless injection cap, 3-way tap, connecting tube and drainage bag 
The 3-way tap or connecting tube would only be changed if there was concern there was a malfunction with one or both of these devices such as a split or blockage. It may be convenient to change the entire system as part of the procedure. 

Equipment 
· soft pre-moistened cloths (community only) and ABHR
· sterile gloves
· safety eyewear
· gown (non-sterile)
· dressing pack
· sterile gauze (additional if required)
· Chlorhexidine 2% alcohol 70% swabs x 1
· 3-way tap/stopcock x 1
· needleless injection cap x 1
· PosiFlush™ externally sterile pre-filled 0.9% sodium chloride 10 mL syringe(s) (PICS: 149951)
· connecting tube (PICS: 11206) x 1
· drainage leg bag 500 mL (PICS: 10408 Leg bag sterile 500 mL)
· disposable plastic blue sheet
· clinical waste receptacle.

Procedure 
1. Confirm 3 points of patient identification, explain the procedure to the patient, obtain informed consent and ensure patient comfort.
2. Attend to hand hygiene.
3. Don safety eyewear and gown.
4. Attend hand hygiene.
5. Set up equipment following aseptic technique.  Open dressing pack. Open needleless injection cap, PosiFlush™ externally sterile syringe, 3-way tap, connecting tubing, drainage bag and chlorhexidine 2% alcohol 70% swabs onto sterile field.
6. Place blue sheet under the drain.
7. Attend to hand hygiene, don sterile gloves.
8. Prepare the 3-way tap for connection by removing and discarding the caps.
9. Place the needleless injection cap into the top port of the 3-way tap.
10. Prime needleless injection cap and 3-way tap with PosiFlush™ externally sterile syringe, and leave on sterile field.
11. Remove the 2-way tap from the connecting tube and replace with the 3-way tap. Discard the 2-way tap.
12. Attach the new drainage bag to the connecting tube.
13. Using sterile gauze hold the drain with the non-dominant hand and place the sterile dressing towel under the drain.
14. Using sterile gauze x 2 (1 to hold the drain, 1 to remove needleless injection cap to maintain sterility), remove the old needleless injection cap from the 3-way tap, discard, and clean firmly around the end of the lumen with 1 chlorhexidine 2% alcohol 70% swab for 15 seconds using vigorous friction: allow to dry for -20 seconds.
15. Grasp the new needleless injection cap, new 3-way tap, new connecting tubing and new drainage bag and connect to the drain.
16. Ensure the connection is secure.  Do not over-tighten as this can lead to cracking in the connection.
17. Ensure the 3-way tap is turned to the correct position so it is draining into the drainage bag.
18. Secure the new drainage bag with tape to patient’s side, below the level of the drain insertion site, ensuring there is no tension on the drain. If a leg bag is used secure bag to patient’s leg using leg straps.
19. Note the colour, odour and consistency of drainage bag contents then measure volume before disposing of the drainage bag.
20. Discard equipment.
21. Remove gloves, safety eyewear and gown, attend hand hygiene.
22. Document the procedure using ISOAP in the patient’s clinical record and in the ‘Drain Management Flowsheet’ including amount, colour, consistency and odour of drainage.

[bookmark: _Toc16499804][bookmark: _Toc199501965]2.6 Drainage bag change
The MO may order that the drain is to be connected to a bag for drainage (in the DHR, ‘MO’s Orders for ‘Percutaneous Radiological Drain Management flowsheet’ or ‘Treatment Order’ form for patients referred from outside CHS).
· The drainage bag is changed weekly.
· Drainage bag and tubing should be kept free from kinks and placed lower than the drain insertion point to minimise back flow into the drain.
· The drainage bag is emptied when it is ½ to ⅔ full.

Equipment 
· soft pre-moistened cloths (community only) and ABHR
· non-sterile gloves
· safety eyewear
· gown (non-sterile)
· drainage leg bag 500 mL (PICS: 10408 Leg bag sterile 500 mL)
· alcohol swab
· disposable plastic blue sheet
· clinical waste receptacle.

Procedure 
1. Confirm 3 points of patient identification, explain the procedure to the patient, obtain informed consent and ensure patient comfort.
1. Attend to hand hygiene.
1. Don safety eyewear, gown and gloves.
1. Place the plastic blue sheet under the drain.
1. Ensure the 3-way tap on the drain is turned off to the drainage bag.
1. Loosen but keep the protective cap on the drainage leg bag.
1. Clean the catheter tubing junction key parts with the alcohol swab and allow to air dry for 20 seconds.
1. Carefully disconnect the drainage bag from the connector tubing (do not twist the connector tubing or the drain) remove the old drainage bag.  Remove the protective cap from the drainage leg bag and immediately connect the new drainage bag.  Ensure the connector tubing or drainage bag does not come in contact with a source of contamination during the procedure.
1. Ensure that 3-way tap is set to the correct drainage position and fluid is draining freely when the process is completed.
1. [bookmark: _Hlk18582225]Secure the new drainage bag with tape to patient’s side, below the level of the drain insertion site, ensuring there is no tension on the drain. If a leg bag is used secure bag to patient’s leg using leg straps.
1. Note the colour, odour and consistency of drainage bag contents then measure volume before disposing of the drainage bag.
1. Discard equipment.
1. Remove gloves, safety eyewear and gown.
1. Attend to hand hygiene.
1. [bookmark: _Toc16499805]Document the procedure using ISOAP in the patient’s clinical record and in the ‘Drain Management Flowsheet’ including amount, colour, consistency and odour of drainage.
[bookmark: _Toc199501966]2.7 Removal of a radiologically inserted drain
The MO may order that an abscess, ascites or biliary drain is to be removed in the DHR on the ‘MO’s Orders for Percutaneous Radiological Drain Management flowsheet’ or ‘Treatment Order’ form for patients referred from outside CHS..

Equipment 
· Soft pre-moistened cloths (community only) and ABHR
· non-sterile gloves
· sterile gloves
· safety eyewear
· gown (non-sterile)
· dressing pack
· sodium chloride 0.9% 30 mL
· small forceps (if removing a Mac-Loc Catheter Loop drain e.g. Artery Forceps PICS 20029)
· self-adhesive small island dressings
· disposable plastic blue sheet
· sharps bin
· clinical waste receptacle.

Procedure 
1. Check the MO order.
1. Confirm 3 points of patient identification, explain procedure to patient, obtain informed consent and ensure patient comfort.
1. Attend to hand hygiene.
1. Don safety eyewear and gown.
1. Set up equipment.
1. Attend to hand hygiene, don non-sterile gloves.
1. Place blue sheet under the drain.
1. Locate the retaining thread. The end of the thread is secured on the external section of the drain: 
1. Within a Mac-Loc Catheter Loop– While stabilising the Mac-Loc catheter hub assembly with one hand, position a small blunt object (approximately the shape and size of small forceps) into the Mac-Loc release notch. Pry upward until the locking cam is free. 
1. Via a cap with a ring attached - loosen the cap to release the curled internal drain tip ‘pig tail’.
1. Remove the dressing, StatLock™ and securing tapes.
1. Inspect surrounding skin for redness, tenderness, swelling or irritation.
1. Discard gloves.
1. Attend hand hygiene, don sterile gloves.
1. Clean the insertion site if required.  Use gauze soaked in sodium chloride 0.9% in a spiral pattern beginning at the insertion site and moving outward.  Dry thoroughly with gauze.
1. Apply counter pressure with the non-dominant hand. Slowly remove the catheter by withdrawing the catheter until the tip of the catheter emerges through the insertion site. If any resistance is felt, stop the procedure and contact the MO for advice.
1. Inspect the catheter to ensure it is intact.
1. Use gauze soaked in sodium chloride 0.9% in a spiral pattern beginning at the insertion site and moving outward.  Dry thoroughly with gauze.
1. Apply a dry dressing.
1. Remove gloves, safety eyewear and gown, attend hand hygiene.
1. Discard equipment.
1. Document the procedure in the patient’s clinical record, including condition of tip of drain.
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	[bookmark: _Toc199501967]Section 3 – Percutaneous Abscess Drainage – NCH Only 



Percutaneous abscess drainage is a precise needle puncture in the conscious or sedated patient to drain an abnormal fluid collection by using a sump or gravity catheter.

Equipment 
· Basic sterile set up 				             
· Assorted sizes of syringes 
· Spinal needles 22g				             
· Gown, 
· Sterile Gloves
· Needles 21 g, 23 g, 25g				               
· Split sheet
· No. 11 scalpel blade					                
· Dressing towels
· Pathology bottles and forms			
· Xylocaine 1%, 2%
· Pigtail drain (kept in Medical Imaging Department)	
· Entry needle		
· Guide wire
· Connecting tube to drainage catheter	
· Drainage Bag						  
· Chlorhexidine gluconate 0.5% in ethanol 70%
· Drainage tube fixation dressing
· Blood Pressure/heartrate and oxygen saturation monitor
· Medications as ordered 

Procedure
The Radiologist of the day is to determine if anaesthetic team is required. The Anaesthetic Team will need to be informed by requesting team as the patient may need sedation. A time is arranged that is mutually agreeable with imaging department and anaesthetic team.

[bookmark: _Toc199501968]3.1 Medical Imaging Department Clinical Staff 
For Inpatients:
1. Attend to hand hygiene 
2. Identify the correct patient 
3. Check for patient’s allergies
4. Ensure patient is nil by mouth for 8 hours 
5. All anticoagulants are ceased 24- 48 hours prior to the procedure. Check results of patient’s coags and platelet studies before procedure.
6. Signed pathology form is available in clinical records
7. Vital signs are attended and documented in the clinical records
8. Radiologist to explain the procedure to patient and ensure consent form is completed and signed 
9. Gather all the required equipment and set up in a sterile manner
10. Attend and document baseline vital signs in the observation chart prior to procedure
11. Complete 5 Step Correct patient, Correct Site, Correct Procedure form prior to procedure
12. Assist the Radiologist as instructed
13. Monitor and document vital signs if sedation is administered
14. Apply dressing to the incision site
15. Discard used supplies as appropriate
16. Document the following  in patient’s clinical record form if appropriate
17. Date and time of the procedure
18. time the specimen was send to laboratory for analysis
19. All medications administered
20. Document the needles/dilators used to perform procedure. Use specific equipment stickers if available on packets.
21. Patient assessment information and patient response to procedure
22. Any unexpected patient events or outcomes and interventions performed
23. Post procedure care and instructions  
24. Transfer inpatients to their relevant ward area.  If sedation is given patient transferred to Recovery Unit escorted by anaesthetist.
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	[bookmark: _Toc199501969]Section 4 – Paracentesis Thoracis – NCH Only 



Paracentesis thoracis is when fluid from the pleural space is aspirated, or a biopsy of lung tissue through a needle or a cannula is obtained.  It may be used for diagnostic purposes or to relieve pressure caused by effusion i.e. diagnostic or therapeutic. The risk of infection to the patient is minimised, and the patient monitored for adverse effects.

If the patient is unable to maintain position and compliance during procedure, as a matter of safety for patient and staff, an alternative procedure should be considered. Movement during procedure can cause complications. E.g. bleeding, pneumothorax.

Equipment 
· Sterile drapes 
· Dressing pack
· Assorted sizes of syringes, needles, 
· Scalpel blade x1
· Local anaesthetic (Xylocaine 1% or 2%)
· Chlorhexidine gluconate 0.5% in ethanol 70%
· Sterile gloves 
· Gowns 
· Tape to adhere cannula to skin to drain fluid 
· Thoro/paracentesis set or 14g Optiva Cannula, 3 way tap and Leur Lock drainage bag
· Measuring Jug to measure fluid accurately
· Dry dressing -Primapore and Tegaderm 
· Specimen containers
· Blood Pressure/heartrate and oxygen saturation monitor

Pre-Procedure
[bookmark: _Toc199501970]4.1 Medical Imaging Department Clinical Staff 
For Inpatients:
1. Check patient full blood count and coagulation studies are within normal limits. Advise Radiologist if abnormal. 
2. Check if patient is on any anticoagulants, antiplatelet or NOACs. These should be stopped 24-48 hours prior to the procedure being performed. Discuss with Radiologist and Team caring for patient.
3. Attend moments of Hand hygiene as appropriate
4. Identify the correct patient as per procedure Patient identification and procedure matching procedure
5. Check for patient’s allergies.
6. Vital signs are attended and documented in the clinical records.
7. Radiologist to explain the procedure to patient and ensure consent form is completed and signed.
8. Gather all the required equipment and set up in a sterile manner.
9. Attend and document baseline vital signs in the observation chart prior to procedure.
10. Complete 5 Step Correct Patient, correct Site, Correct Procedure (ch-1115) form prior to procedure.
11. Patient is assisted to position of sitting on side of bed, leaning over an over bed table (orthopneic position).
12. Assist the Radiologist as instructed.
13. Collect the specimen in the appropriate container as required.
14. Stay with the patient during the procedure, monitoring and documenting fluid drained. 
15. Advise the patient they may begin to cough when the fluid is drained and the lung begins expanding. 
16. Seal the puncture wound with a dry dressing.
17. Measure and record fluid withdrawn in clinical records.
18. Discard used supplies as appropriate.
19. Document the following in patient’s clinical record form if appropriate.
a. Date and time procedure performed.
b. Laboratory tests ordered and time the specimen was sent to laboratory for analysis.
c. All medications administered.
d. Patient assessment information and patient response to procedure
e. Any unexpected patient events or outcomes and interventions performed.
f. Post procedure care 
20. Transfer inpatients to their relevant ward area for monitoring. 

[bookmark: _Toc199501971]4.2 Post Procedure Care 
· Monitor and document vital signs hourly for four hours or according to medical order.
· Monitor for bleeding or drainage at the puncture site. 
· Patient to rest in bed for four hours or according to medical order.
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	[bookmark: _Toc199501972][bookmark: _Hlk163825918]Section 5 – Nephrostomy Tubes



Insertion of a nephrostomy tube is an invasive aseptic procedure performed to drain the collecting system in the kidney, either post-surgery (open or closed) or to drain an obstructed or infected kidney. This procedure is performed by an MO only, in either the Operating Theatre (OT) or the Medical Imaging Department.

Types of nephrostomy draining tubes
Pigtail: the retaining mechanism is a coil which is retained within the renal pelvis (placed in Radiology). There are several types of pigtail catheters on the market – for example Cook Mac-loc and the Boston Scientific. The only difference is the method of unlocking the catheter for removal.
Wide Bore: eg. Malecot or Foley catheters (placed in the OT only).

Indications for insertion of nephrostomy tubes
To decompress an obstructed system and to maintain or improve renal function following ureteric obstruction.
To obtain access to the renal pelvis for radiological procedures. e.g. insertion of antegrade stent.

[bookmark: _Toc199501973]5.1 Pre-operative care
Patients usually attend pre-admission clinic if the procedure is to be performed in the OT and are admitted on the day of surgery. A written patient consent must be obtained prior to insertion or change of a nephrostomy tube.

Investigations conducted in the pre-admission clinic are as follows:
Bloods: 
· electrolytes, urea and creatinine (EUC)
· full blood count (FBC)
· coagulation tests (COAGs)
Electrocardiograph
Chest X-Ray as per hospital policy
Consent completed
CT KUB (kidneys, ureters & bladder) (may be ordered as films will be required in OT)
Height, weight and urinalysis.

If a patient does not attend pre-admission clinic, the above tests and investigations are to be completed along with a complete medical and nursing admission when the patient arrives to the ward.

5.1.1 On admission:
Check admission notes from pre-admission clinic and attend to sessions that are not completed.
Complete the nursing admission form (comprehensive care plan) and risk assessment.
Ensure adequate patient education is provided.
Obtain baseline observations.
Nil by mouth 6 hours prior to the procedure or as ordered by a MO.
Confirm with a MO the administration or withholding of anticoagulants and other medications.
Administer analgesia or oral medication as required.
Non-insulin diabetic patients must have blood glucose levels (BGL) tested according to facility protocol from fasting time.
Insulin dependent diabetic patients must have insulin dextrose infusion and hourly BGL monitoring or as otherwise stated by a MO.
Blood reports must be obtained pre-procedure and reviewed.

[bookmark: _Toc199501974]5.2 Post-operative care
Post-operative care includes the following:
Attend to general observations as per MEWS policy and the Medical Imaging doctors. instructions.
Patient identity check using three identifiers.
Hand hygiene must be performed.
Check the insertion site on a regular basis.
General diet as tolerated.
Cease intravenous fluids if oral intake is adequate.
Commence oral analgesia as required.
Patient should be on bed rest for 4 hours post-procedure.
Nephrostomy tube must be connected to a sterile closed drainage system and drainage bag should be below kidney level at all times.
Post procedure vital signs to be monitored half hourly for 2 hours, hourly for the next 2 hours then four hourly for 24 hours or as directed by interventional radiology team.

[bookmark: _Hlk163825914]Alert: If temperature is higher than 38 degrees, systolic blood pressure less than 100mmhg and/or pulse greater than 120 beats per minute, MO must be notified. If Medical Emergency Team (MET) criteria exist, call a MET. 

Measure urine output hourly for 4 hours, then 4 hourly for 24 hours then progress to 8 hourly until stable.
If total urine output is less than 30mls/hr notify MO.
Monitor urine for colour and presence of sediment. Note: It is normal for blood to be present in the urine immediately after nephrostomy insertion, but it should decrease within 48 hours.
Notify MO if urine flow consistently remains heavily blood stained.
All urine specimens must be collected from nephrostomy tube by gravity; do not aspirate.
Strict fluid balance chart must be maintained.
MO must monitor EUC’s until results are stabilised.
Nephrostomy tube dressing site must be observed every hour for four hours, 4 hourly for 24 hours, then once per shift for bleeding and signs of infection (pain, leakage, redness, swelling).
Dressing change should occur 48 to 72 hours post-insertion under aseptic technique and as needed, using stat-lock and occlusive dressing.
Report any abnormalities to the MO.
Inspect nephrostomy tube to ensure it is secure and no kinking in the tubing has occurred.
Encourage the patient to drink at least two litres of fluid daily unless contraindicated.
Observe for leakage at connection joints and seek advice if evidence of leakage.
Nephrostomy tube must be always secured with a stat-lock to prevent dislodgment.
Patient may shower if post-procedure observations are stable and completed. 

[bookmark: _Toc199501975]5.3 Ongoing nephrostomy tube Care
For nephrostomy tube drain securement and dressing, refer to Section 2.1.
Flushing refer to section 2.2
Aspirating then flushing refer to section 2.3
Flushing then aspirating, refer to section 2.4
Needleless injection cap, 3-way tap and connecting tube management, refer to section 2.5
Needleless injection cap change, refer to section 2.5.1
Adding a 3-way tap, needleless injection cap, connecting tube and drainage bag, refer to section 2.5.2
Changing a needleless injection cap, 3-way tap, connecting tube and drainage bag, refer to section 2.5.3
Drainage bag change, refer to section 2.6

5.3.1 Acute care settings 
A fluid balance chart must be maintained for all patients whilst a nephrostomy tube is in situ.
If irrigation of the tube is indicated, a MO must document the order for irrigation and stipulate the amount of normal saline to be used (see Section 4).
If removal of a nephrostomy tube is required, a MO must document the order.
All patients and their families/carers must be educated on the care of nephrostomy tubes well in advance of discharge and provided with a nephrostomy fact sheet and contact telephone numbers in case of problems.
Patients must be referred to Community Health Nursing for continuity of care on discharge.

5.3.2 Community care settings
All patients discharged with a nephrostomy tube must be referred to the Community Nurse to ensure that the client/carer is monitoring the patency of tube and to maintain continuity of care.
If irrigation is required, a MO must document the order for irrigation and stipulate the amount of normal saline to be used. Irrigation can be performed by a MO, RN or EN who are deemed competent in the procedure (see Section 4).
Sterile technique must be maintained for irrigation, dressing changes and when obtaining urine specimen. 
All urine specimens must be collected from nephrostomy tube by gravity. Do not aspirate. 
Nephrostomy tubes must be firmly secured, and drainage bag anchored to prevent displacement or kinking of the tube.

[bookmark: _Toc199501976]5.4 Irrigation of nephrostomy tubes
Irrigation of a nephrostomy tube is indicated if there is absence of urine in the drainage system, blood in the urine, the patient has persistent flank pain or blockages are suspected. Irrigation of a nephrostomy tube must be ordered by a MO, and can be performed by an MO, RN or EN who has been assessed as competent.

Alerts:
[bookmark: _Hlk163825926]Do not flush more than 10mls of sterile normal saline.
This is a sterile procedure and aseptic technique must be used.
Check with attending MO if standing orders apply.
Observe for continuous urine flow and signs of infection.
Notify MO immediately if the tube cannot be irrigated or if it is dislodged or has fallen out. In a community setting refer the patient to the Emergency Department (ED).
Flush the tube very slowly.  Do not apply force as over-distension of the renal pelvis could cause renal tissue damage. 
All urine specimens must be collected from the nephrostomy tube by gravity. Do not aspirate

[bookmark: _Hlk163825942]Nephrostomy Drain Alert: 
· [bookmark: _Hlk163825934]Do not flush greater than 20 mL Sodium Chloride 0.9% (NSW Agency for Clinical Innovation. ACI Urology Network – Nursing 2022, p.11). If a 20 mL flush of Sodium Chloride 0.9% is ordered by the MO, flush in 10 mL increments waiting 5 minutes between flushes to a maximum of 20mL.

Equipment
Personal Protective Equipment (PPE) 
dressing pack 
disposable blue sheet 
sterile gloves
alcohol wipes or 70% alcohol
10 ml syringe for Pigtail Catheter flushing, refer to section 2.2, flush via 3-way tap
catheter tip Toomey syringe for Foley Catheter
sterile normal saline
Drainfix dressing.

Procedure
1. Confirm the order is documented by the MO in the patient’s clinical record.
2. Confirm 3 points of patient identification, explain procedure to patient, obtain informed consent and ensure patient comfort.
3. Attend to Hand hygiene and don PPE.
4. Assemble equipment on the sterile field.
5. Place the disposable sheet under the patient. The patient lies on their side, on the opposite side to the site of the nephrostomy tube.
6. Clean the connection port with 70% alcohol and remove the drainage bag.
7. Gently instil sterile normal saline. Do not exceed 10mls.
8. Do not aspirate or apply force. If resistance occurs, ask the patient to lie down on their back and then again on their side. If resistance continues, notify the MO. In the community setting, stop the procedure and refer the patient to the ED.
9. Notify the MO if no drainage occurs. In the community refer the patient to ED.
10. Document the total fluid used for irrigation as well as amount retrieved in the patient’s health care record and fluid balance chart.

[bookmark: _Toc199501977]5.5 Discharge of a patient with a nephrostomy tube
Provide patients/carers with education prior to discharge and confirm that they understand the information. Education should include how to perform tube care.
Provide patients/carers with 3 extra urinary drainage bags and 3 drainfix dressings (preferably) and 3 statlocks StatLock™ prior to discharge. Standard urinary drainage leg bags are used. The pigtail tubes have an adapter extension that fit standard urinary drainage leg bags.
Inform patients that they need to arrange an appointment with a GP on discharge. 
If the tube is to be permanent, ensure the MO has made a booking in the Radiology Department for a routine change every 6 – 8 weeks.
Refer patients to appropriate services for access to equipment before discharge. 
Refer patients to the Community Health Nursing Service to maintain continuity of care. 
Document in the patient’s health care record.

[bookmark: _Toc199501978]5.6 Removal of nephrostomy tubes
A MO must document the removal of any type of nephrostomy tubes in the patient’s clinical records as the patient may require a nephrostogram prior to removal. 
Nephrostomy tubes are not removed in the community.  Refer the patient to the treating MO for tube removal.

Alert: 
[bookmark: _Hlk163825953]Do not aspirate nephrostomy tubes. If the patient has a ureteric stent insitu, the pigtail nephrostomy tube should be removed in Radiology department under image intensifier to prevent dislodgment of the stent.

Equipment
Personal protection equipment (PPE)
dressing pack 
stitch cutter
sterile normal saline
sterile gloves
10ml syringe to deflate the balloon (if Foley Catheter) 
ostomy or drainage bag (required if there is persistent leakage from site).

Procedure
Check MO orders.
Confirm 3 points of patient identification, explain procedure to patient, obtain informed consent and ensure patient comfort.
Administer analgesia (if required) prior to the removal of the nephrostomy tube. 
The patient lies on their side on the opposite side of the nephrostomy tube.
A MO or a competent RN removes nephrostomy tube according to type as below.

Pigtail:
1. Cut the sutures. 
2. Gently remove the dressing
3. The pigtail drain must be uncoiled prior to removal. Cut the catheter to release the string that coils the drain in the pigtail formation, supporting the surrounding skin. Once the pigtail drain has been cut to uncoil the ‘pigtail’ the catheter can be gently removed. 
4. Apply a dressing to the drain site.
5. If excess leakage occurs apply an ostomy or drainage bag. 
6. If any resistance is felt, abort the procedure and seek advice from an experienced clinician.

Wide bore catheter (Foley type)
1. Cut the sutures. 
2. Deflate the balloon with a 10mls syringe.
3. Remove gently and apply dressing to the site. 

Wide bore catheter (Malecot type)
1. Withdraw the catheter gently.
2. If resistance is felt, do not force and contact a MO immediately.
3. Apply a dry dressing to the site. 

Following removal of the catheter:
· Continue to observe site for ongoing drainage and leakage. 
Apply pressure dressing (combine with Hypafix) or transparent dressing with absorbent dressing if there is excess urine drainage after removal. 
If excessive drainage occurs an ostomy bag or drainage bag may be applied over the site. 
Educate the patient regarding possible leakage from drain site for next 24 hours. 
Document the procedure in the patient’s clinical record.
The patient needs to stay in bed for 2 hours post removal.
Back to Table of Contents 

	[bookmark: _Toc389473284][bookmark: _Toc410818160][bookmark: _Toc199501979][bookmark: _Hlk163825980]Section 6 – Indwelling Pleural / Peritoneal Drainage Catheter System management (currently using PleurX™)



This section provides procedural information in the management of recurrent pleural effusions and abdominal ascites in the community and hospital settings.

The indwelling drainage catheter system is inserted by an Interventional Radiologist in the Medical Imaging Department or by a Thoracic Surgeon in the Operating Theatre. The indwelling drainage catheter is removed by a MO.

A PleurX™ Emergency Valve Replacement Kit, to repair the external portion of the catheter and replace the valve is available. The repair kit is for use by MO only. 

[bookmark: _Toc199501980]6.1 Concerns Post-Procedurally for CHS Angiography Patients
If Canberra Hospital staff have concerns post-procedurally for CHS Network Angiography patients, they can contact the Angiography Suite during business hours.  After hours, staff can contact the Radiology registrar via switchboard and the registrar can escalate to the Radiologist on call if required. If staff are concerned with an urgent issue it is always appropriate to organise for the community patient to present to Emergency Department for review, an inpatient is reviewed in the hospital.

Note:
Indwelling pleural or peritoneal catheter drainage management is out of scope for enrolled nurses. Enrolled nurses assessed as competent can attend weekly indwelling pleural or peritoneal catheter site dressings, if the patient is not undergoing drainage of fluid.

6.1.1 General Information
· The pleural catheter system is indicated for intermittent, long term drainage of symptomatic, recurrent pleural effusion, including malignant pleural effusion.  The device is indicated for the palliation of dyspnoea and sometimes may provide a pleurodesis. 
· The peritoneal catheter system is indicated for recurrent effusions that do not respond to medical management of the underlying disease to provide symptomatic relief of abdominal pressure and discomfort caused by the accumulation of abdominal ascites. Abdominal drainage is not likely to resolve peritoneal ascites.
· The volume of pleural fluid removed should be based on the patient’s individual status. Drainage is usually every one to two days as per the medical orders generated by the treating team (medical team that initiated insertion). Do not change the frequency or drain more fluid than the treating team has recommended without consultation.
· Patients/caregiver may be assessed for capacity and suitability for management of the drainage procedure in the home, after consultation with the MO. 
[bookmark: _Toc199501981]
6.2 Community setting
Resource kit to be kep to patient: 
· Alcohol/Chlorhexidine swabsticksx3
· Fenestrated Foam dressing (PICS ID:15385)
· Gauze
· PleurX Drainage Line Set (supplied by CHS Network)
· Occlusive dressing x2

A registered nurse (RN) who is assessed as competent in this procedure may then educate and support the patient in the home management of the indwelling pleural/peritoneal drainage catheter system. If patients/caregivers are not able or willing to drain the effusion at home, a RN assessed as competent should perform the procedure. 

Discharge planning: Equipment for discharge and information required for discharge can be found in Attachment 3.

[bookmark: _Toc199501982]6.3 Sampling
[bookmark: _Hlk26538556]If the MO requests a sample of the drainage fluid to be sent to Pathology for testing, attend to the drainage as per the procedure, close the clamp on the PleurX™ bottle and transport the specimen (PleurX™ bottle with line attached) to ACT Pathology as per Pathology Requests and Specimens Clinical Procedure and Patient Identification – Pathology Specimen Labelling procedure.

[bookmark: _Toc199501983]6.4 Documentation 
· Utilise care plans to demonstrate and document monitoring and management of these devices 
· Document the education and support given to patients who have the capacity to perform the procedure of indwelling PleurX®catheter drainage and management both in the clinical setting and community/home environment.

[bookmark: _Toc16499807][bookmark: _Toc199501984]6.5 Patient / Caregiver Education
· If patients/caregivers have been assessed as suitable for managing the drainage procedure, offer initial support and observation of technique to ensure patient/caregiver is competent in the procedure. PleurX™ Patient Education Kit is available through the BD Customer Service / Product Representative.  List of resources can be found in Attachment 4. 
· Document education in relevant patient notes.
· Community setting: If the patient/caregiver is not able or willing to drain the effusion at home, a Registered nurse can perform the procedure using these instructions. 
· Educate the patient / caregiver to seek medical advice if:
· Any breathing difficulties or shortness of breath, cough, discomfort, fever, redness at the site, discharge, change in colour of pleural fluid, swelling, burning, pruritis or presence of a rash around the entry site
· Pain on drainage is not relieved by closing the drainage clamp, or pain is severe, as this could be a sign of infection.
[bookmark: _Toc16499808]
[bookmark: _Toc199501985]6.6 How to drain using the PleurX Drainage Kit
The volume of fluid to be drained should be based on the patient’s fluid collection/comfort.
 
It is normal for the patient to feel some pain when draining fluid. The pain may be lessened when draining by clamping the drainage line to slow or stop the flow of fluid for a few minutes.

Note: 
Drain amount of fluid as per the initial order on DHR, ‘Percutaneous Radiological Drain Catheter Flowsheet or initial ‘Treatment Order’ for patients referred from outside CHS. Ongoing drainage to be managed as per the patient’s symptoms within the recommendation that no more than 1000 mL be drained from the pleura per 24 hours and no more than 2000 mL be drained from the peritoneal cavity per 24 hours.

Alerts:
[bookmark: _Hlk163825961]Draining of fluid from the pleura or peritoneum using the indwelling drainage catheter system is to provide symptomatic relief. If the patient’s condition is deteriorating or unstable seek the advice of the treating MO before proceeding with drainage of fluid.Re-expansion pulmonary oedema may occur if too much fluid is removed too rapidly. Unless documented by the treating MO, it is recommended that no more than 1000 mL be drained from the pleura per 24 hours and no more than 2000 mL be drained from the peritoneal cavity per 24 hours.

Do not use scissors or other sharp objects near the indwelling drainage catheter.
The blue slide clamp should be used to prevent air entering the pleural space if the catheter or the valve is damaged.


Alert:
[bookmark: _Hlk163825966]Fluid may leak around the drain insertion site for the first few drainages after drain insertion and the patient’s skin may become irritated from frequent dressing changes. Consider the application of a no sting barrier film wipe and a sterile post-op drainage bag with window (product information can be found in Attachment 4). The sterile drainage bag with window is generally changed weekly. If leakage continues organise for the patient to have a medical review.

Equipment
· Medical Order for drainage
· drain Management Observation flowsheet Chart (or equivalent)
· PleurX™ Drainage Kit(s) 500 mL or 1,000 mL (if a 2nd bottle is required consider using PICS: 149152 Vacuum bottle 1,000mL - no procedure pack) BD PeritX drainage bag kit (used for draining ascites only PICS: 149155)
· soft pre-moistened cloths (community only)
· alcohol Based Hand Rub (ABHR)
· non-sterile gloves
· sterile gloves x 2 pairs
· safety eyewear
· gown (non-sterile)
· dressing pack
· ChloraPrep with tint 3mL applicator orange 
· Chlorhexidine 2% alcohol 70% swabs
· sterile gauze (additional if required) 
· occlusive dressings (additional if required)
· disposable blue plastic sheet
· clinical waste receptacle. 

PleurX™ Drainage Kit contents:
a. Plastic vacuum bottle (500 mL or 1000 mL) with attached line x 1
b. Procedure Pack:
· Occlusive dressing x 1 
· Blue sterile wrapping (wrapped around the following items): 
· Pair of gloves x 1
· Valve cap x 1 
· Blue emergency slide clamp x 1 
· Gauze swabs x 4 
· Fenestrated foam catheter dressing x 1 
· Alcohol swabs (for cleaning the outside of the valve) x 3.

Procedure 
1. Check medical order.
2. Confirm 3 points of patient identification, explain the procedure to the patient, obtain informed consent, assess patient and ensure patient comfort. Discuss the option of patient having analgesia prior to the procedure.
3. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
4. Position patient lying down in bed or in a semi fowlers reclining position or as best tolerated, protect patient’s clothes with the blue plastic sheet.
5. Attend to baseline vital sign observations including SpO2 for the 1st drainage pre and post procedure. Vital sign observations including SpO2 for subsequent drainages generally is only required if the clinician is concerned based on clinical judgement. Note: This may not be relevant in the community setting where drainage is attended by family.
6. Clear and/or clean a suitable space for sterile setup.
7. Attend hand hygiene.
8. Don safety eyewear and gown.
9. Attend hand hygiene. 
10. Open basic dressing pack, sterile gloves and drainage kit. 
11. Place ChloraPrep with tint 3mL applicator on sterile field.  
12. Attend hand hygiene, don non-sterile gloves.
13. Remove the catheter site dressing and place in clinical waste receptacle.
14. Observe site for any redness, swelling or fluid around the catheter and remove gloves.
15. Check the sutures, if present, sutures generally are to be removed from the tunnelled incision site day 7 – 10 post procedure and from the catheter site day 7 – 10 post insertion as per the medical order.
16. Attend hand hygiene and don sterile gloves.
17. Remove procedure pack from drainage kit, open protective cover, move occlusive dressing to basic dressing pack, place blue packaging on a clean surface, open blue packaging while ensuring contents remain sterile, move gauze, fenestrated foam dressing, blue emergency slide clamp onto basic dressing pack, set aside gauze for dressing and unfold the sterile dressing towel.  Open valve cap package and alcohol swabs and place in sterile dressing tray. Discard blue wrapping and gloves from packaging.
18. Remove vacuum bottle with attached drainage line from the drainage kit and plastic bag, place onto basic dressing pack, loosen but keep the cover on the access tip.  Remove paper tape and close the roller clamp on the drainage line until completely closed.

[bookmark: _Toc199501986]6.7 Connecting the Drainage Bottle 
Procedure 
1. Connecting the drainage bottle. Hold the catheter with the non-dominant hand using gauze near the valve: 
2. Place the sterile dressing towel underneath the uncoiled catheter.
3. Using a 2nd gauze to maintain sterility, remove the cap by twisting it anticlockwise and pulling gently.  Discard the cap and gauze.
4. Clean around the valve opening firmly with alcohol swab x 1 or chlorhexidine 2% alcohol 70% x 1 for 15 seconds using vigorous friction; allow to air dry for 20 seconds.
5. Pick up the drainage line with your dominant hand, remove the cover from the access tip while maintaining sterility and insert the access tip securely into the valve. You will feel and hear a click when the access tip and valve are locked together. 
Alert:
[bookmark: _Hlk163825993]Do not put anything except the access tip of the drainage line into the PleurX™ Catheter valve, since this could damage the valve.  A damaged valve might let air be pulled into the chest cavity (if the PleurX™ Catheter is in the chest) or let fluid leak out through the valve.

[bookmark: _Toc199501987]6.8 Draining Fluid
1. The support clip on the vacuum bottle ensures that the vacuum seal on the bottle is not broken before you are ready. Remove the support clip by grasping the upper part of the flange and pulling outward.
2. Hold the bottle steady with one hand and push the white “T’’ plunger down with the other hand to puncture the foil seal. The vacuum in the bottle will pull the flexible bottle cap down.
3. Slowly open the roller clamp on the drainage line to begin drainage.  Fluid will flow into the vacuum bottle. The flow can be slowed down by partially closing the roller clamp to reduce pain of drainage of fluid.
4. The drainage will usually take 5-15 minutes. The flow into the bottle may slow down when the fluid is almost completely drained. When the flow stops or the bottle is filled, close the roller clamp on the drainage line completely. Ensure aseptic technique is maintained if a 2nd bottle is required.
5. If a 2nd bottle is required follow steps for connecting to drainage bottle.
6. Maintain sterility during the procedure, when drainage is complete hold the drainage line in one gloved hand using gauze, pull the access tip out of the valve in a firm, smooth motion. 
7. Using sterile gauze to hold the line, clean firmly around the valve with alcohol swab x 1 for 15 seconds, allow to dry for 20 seconds. 
8. Place the new cap over the valve and twist it clockwise until it snaps into the locked position.
9. Remove gloves.
10. Ensure patient has performed hand hygiene if you anticipate that they may be asked to assist by lifting the catheter or holding the gauze dressing in place while covering with the occlusive dressing.
11. Attend to hand hygiene, put on a new pair of sterile gloves.

[bookmark: _Toc199501988]6.9 Place a new dressing post drainage of fluid
1. Clean the site with ChloraPrep with tint 3 mL applicator as per manufacturer’s directions.
2. Use 70% alcohol / 2% chlorhexidine prep pads for cleaning the catheter line for 15 seconds, allow to dry for 20 seconds.
3. Place the fenestrated foam catheter dressing around the catheter.
4. Wind the catheter into a loop and place it over the fenestrated foam catheter dressing.
5. Cover the catheter with gauze.
6. Peel the printed liner from the self-adhesive dressing, exposing the adhesive surface. 
7. Centre the self-adhesive dressing over the gauze swab and press it down.
8. Slowly remove the frame while smoothing down the self-adhesive dressing edges. Ensure the dressing seals over the catheter.  Additional self-adhesive dressings may be required to ensure a seal. 
9. Discard equipment.
10. Remove gloves, safety eyewear and gown.
11. Attend hand hygiene Document the procedure using ISOAP in the patient’s clinical record and Drain Management Observation Chart or equivalent.

[bookmark: _Toc199501989]6.10 Changing the Drainage Bottle
When draining more than 500 mls off a new drainage bottle will be required.  You will need to clean the valve between bottles and maintain sterility.

Procedure 
1. Squeeze the clamp on the drainage line completely closed
2. To remove the used bottle, hold the drainage line in one gloved hand and the other catheter valve in the other gloved hand, pull the access tip of the used bottle out of the valve in a firm, smooth motion. Set the drainage line down
3. Continue holding the catheter near the valve. Clean around the valve with an alcohol swab.  Pick up the new drainage line with your other hand and insert the access tip securely into the catheter valve. You should hear a click when the access tip and valve are locked together
4. The support clip on the vacuum bottle ensures that the vacuum seal on the bottle is not broken before you are ready. Remove the support clip by grasping the upper part of the flange and pulling outward
5. Hold the bottle steady with one hand and push the white ”T” plunger down with the other hand to puncture the foil seal. The vacuum in the bottle will pull the flexible bottle cap down
6. Slowly release the clamp on the drainage line to begin drainage. Fluid will flow into the vacuum bottle. Slow the fluid flow by squeezing the clamp partially to reduce pain of drainage of fluid
7. The flow into the bottle may slow down when the fluid id almost completely drained
8. When the flow stops or the 500 ml bottle is filled, squeeze the clamp on the drainage line completely closed
9. If drainage is completed continue as above under the heading of Final Steps and attend to dressing as per ‘Placing a New Dressing”.

[bookmark: _Toc199501990]6.11 Bottle and Waste Disposal 
· Dispose of the bottle and associated clinical waste in a yellow clinical waste container or plastic bag
· The system is clamped off and kept as a closed system to reduce the risk of occupational exposure.

[bookmark: _Toc16499809][bookmark: _Toc199501991]6.12 Weekly dressing for the patient not undergoing drainage of fluid
On occasions a patient may achieve a spontaneous pleurodesis (control of effusion), and the treating MO may decide to leave the drainage catheter insitu and continue to monitor the patient. In this instance the catheter dressing should be attended to weekly and more often if the dressing or seal is breached.  An enrolled nurse who is assessed as competent can attend to the weekly dressing.  There is no need to change the catheter valve cap.  The patient is to be assessed for signs or symptoms of the recurrence of a pleural effusion.  The EN is to report any concerns promptly to the RN who will arrange for the patient to be drained by a competent RN.

Equipment
· Soft pre-moistened cloths (community only)
· alcohol Based Hand Rub (ABHR)
· non-sterile gloves
· sterile gloves
· safety eyewear
· gown (non-sterile)
· dressing pack
· ChloraPrep with tint 3mL applicator orange 
· Chlorhexidine 2% alcohol 70% swabs
· fenestrated foam dressing (PICS : 15385 8.75cm X 7.5cm)
· occlusive dressing(s) 10 cm x 12 cm
· disposable blue plastic sheet
· clinical waste receptacle.

Procedure
1. Assess patient, inform the patient of the procedure and obtain verbal consent.
2. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
3. Ensure patient has performed hand hygiene if you anticipate that they may be able to assist by holding the gauze dressing in place while covering with the occlusive dressing.
4. Position patient lying down in bed or in a semi fowlers reclining position or as best tolerated, protect patient’s clothes with the blue plastic sheet.
5. Clear and/or clean a suitable space for sterile setup.
6. Don safety eyewear and gown.
7. Attend hand hygiene.
8. Set up equipment.
9. Attend hand hygiene, don clean gloves.
10. Remove the catheter site dressing and place in clinical waste receptacle.
11. Observe site for any redness, swelling or fluid around the catheter and remove gloves.
12. Attend to hand hygiene using ABHR and don sterile gloves.
13. Place the sterile dressing towel underneath the uncoiled catheter. 
14. Cleanse the area around the catheter insertion site with ChloraPrep with tint 3 mL applicator as per manufacturer’s directions.
15. Use 70% alcohol / 2% chlorhexidine prep pads for cleaning the catheter line for 15 seconds, allow to dry for 20 seconds.
16. Place the fenestrated foam catheter dressing around the catheter.
17. Wind the catheter into a loop and place it over the fenestrated foam catheter dressing.
18. Cover the catheter with gauze.
19. Peel the printed liner from the self-adhesive dressing, exposing the adhesive surface. 
20. Centre the self-adhesive dressing over the gauze swab and press it down.
21. Slowly remove the frame while smoothing down the self-adhesive dressing edges. Ensure the dressing seals over the catheter. Additional self-adhesive dressings may be required to ensure a seal.
22. Discard equipment.
23. Remove gloves, safety eyewear and gown, attend to hand hygiene.
24. Document the procedure using ISOAP in the patient’s clinical record.
[bookmark: _Toc16499810]
[bookmark: _Toc199501992]6.13 Potential complications of pleural drainage 		 
· Circulatory collapse. 
· Hypotension.
· Pneumothorax.
· Re-expansion pulmonary oedema.
· Loculation of pleural space.
· Wound Infection.

[bookmark: _Toc16499811][bookmark: _Toc199501993]6.14 Potential complications of peritoneal drainage
· Circulatory collapse.
· Electrolyte imbalance.
· Hypotension.
· Leakage of ascitic fluid.
· Loculation of peritoneal space.
· Peritonitis.
· Protein depletion.
· Wound infection.

[bookmark: _Toc16499812][bookmark: _Toc199501994]6.15 Troubleshooting
· If the amount of drainage gradually declines, and the patient does not feel relieved of symptoms, it is possible that the catheter may be clogged. Ask the patient to cough or turn from side to side. Squeeze the catheter and the drainage line gently. Change the bottle as per the instructions. If the drainage does not start when you use a second bottle, consult the treating MO for advice. 
· Drainage is smaller or no fluid is drained ask the patient to cough or turn from side to side.  If fluid was drained normally last time and drainage suddenly stops or you are unable to drain at all this time, some debris in the fluid may have clogged the line to the bottle. Squeeze the catheter and the drainage line gently. If the drainage does not begin, follow the instructions for changing a bottle. If the drainage does not start when you use a second bottle, consult the treating MO for advice.
· Catheter is accidently cut – place the blue slide clamp on the catheter to prevent air entering the pleural/peritoneal space and seek urgent medical attention (call MO/ambulance).
· Catheter is accidentally dislodged - this is unlikely as it is a tunnelled catheter and has a polyester cuff that prevents it from being dislodged. In the unlikely event that the pleural catheter is pulled out, cover the exit site immediately with a sterile, occlusive dressing taped on 3 sides only (to ensure air can escape) and seek urgent medical attention (call MO/ambulance). If an abdominal catheter is inadvertently dislodged cover with a sterile dressing and seek prompt medical attention.
· Catheter valve is accidently damaged - place the blue slide clamp on the catheter to prevent air entering the pleural space and seek urgent medical attention (call MO/ambulance). For a damaged catheter valve on a peritoneal drain, place the blue slide clamp on the catheter to prevent potential leakage of fluid and consult with the treating MO. Note: a PleurX™ Emergency Valve Replacement Kit, to repair the external portion of the catheter and replace the valve is available. The repair kit is for use by MO only. See Attachment 4 - Resources for indwelling pleural/peritoneal drainage catheter system for PICS details.
· Change in drainage fluid colour this may be indication of infection or disease progression. Consult the treating MO.
· Drainage is a little less each time that you drain, and the current amount of drainage is much smaller than previously, a pleurodesis may be forming. Consult with the treating MO.
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[bookmark: _Toc16499814][bookmark: _Toc199501996]7.1 Principles of therapeutic ascitic tap
Therapeutic ascitic taps (also known as large volume abdominal paracentesis) are often carried out on inpatient wards or in outpatient clinics. The purpose of the ascitic tap is to remove an accumulation of fluid from the abdomen to make the patient more comfortable.  

This should be carried out by the Medical Officer (MO) or a Registered Nurse working within their scope of practice with the required training and credentialing (for example, Nurse Practitioner in the Rapid Assessment Unit). 

The following key principles in the nursing management of ascitic taps should be followed:
The patient should empty his/her bladder before the procedure (to reduce risk of perforation) and baseline vital sign observations should be completed.
The patient should remain supine in bed while the ascitic tap is in situ.  Vital signs and observations should be performed half hourly for the first hour and then hourly for the duration of the ascitic tap. The ascitic tap drainage device must be visualised as part of the observations to ensure the device is still in place. 
Albumin 20% should be administered for patients undergoing large volume paracentesis.  This must be ordered by a MO.  Routine practice is to administer one bottle of 100mL Albumin 20% for every two litres of ascitic fluid drained. At CHS, Albumin 20% needs to be ordered using the blood transfusion request form “other blood product” in advance of the procedure to allow for delivery to the ward.
The ascitic tap drainage device should not be left in situ for more than six hours.  For most patients, drainage will stop or significantly slow before this.  The nurse should advise the MO when drainage has stopped and seek advice on removal of the tap. If fluid stops draining prematurely, contact the MO.

[bookmark: _Toc199501997]7.2 For NCH only – Abdominal paracentesis

Note: Paracentesis can be performed safely by a clinician who has received the required training and is credentialled to do the procedure which must be only done using ultrasound guidance.

Equipment
· Abdominal Paracentesis kit (Available from Medical Imaging Department)
· Sterile Drape
· Sterile gloves 
· Basic Dressing pack
· 1x 5ml syringe
· 1x10ml syringe
· Scalpelx1
· Xylocaine 1% or 2% (MO preference)
·  needles: drawing up needle and 25 G
· Disposable blue chuck towels x 3
· Primapore dressing x 1
· Tegaderm x 1
· Personal Protective Equipment
· Waste receptacle (non-sterile jug)
· Cleaning solution (Check with MO for their preference)
· Sterile gown
· Sterile gloves
· 1 roll adhesive tape 1 cm
· 1 incontinence sheet (bluey)
· 2 sterile yellow top jars.

7.2.1 Pre-procedure
· Confirm 3 points of patient identification, Medical Officer (MO) to explain procedure to patient, ensure that the patient has completed consent form and understands the information given by the MO 
· Review the patient’s medical history/medical record for any allergies (e.g. to latex, medications and other substances); use alternative materials as appropriate
· Attend blood tests (coags and platelet count) as ordered and MO to review the results
· Ensure all anticoagulants are ceased two days prior to the procedure where appropriate
· Complete surgical safety checklist form prior to procedure
· Ensure all in-patients have an intravenous cannula insitu and is patent.
· Instruct patient to void prior to procedure. Empty bladder minimizes the risk of inadvertent bladder puncture
· Patient to come to medical imaging on their bed.
· MO to identify the location of the fluid requiring drainage/to be sampled
· using ultrasound guidance
· Record baseline vital signs
· Establish patient privacy
· Place an incontinence sheet under the patient to protect the bedding
· Administer analgesics or sedatives as prescribed- not able to be given in medical imaging, give in ward prior to procedure 
· Ensure patient is warm and comfortable. 

7.2.2 Assisting with paracentesis
1. Perform Hand hygiene
2. Don personal protective equipment 
3. Position the patient as instructed by the MO
4. Assist the Medical Officer with aseptic technique as instructed
5. Label specimens collected and send to pathology with Pathology request from
6. If the catheter is to remain in situ, connect to drainage bag and secure with dressing tape
7. The drainage bag is to be placed lower than the patient’s abdomen to allow gravitational drainage
8. Remain with the patient until all fluid is removed
9. Monitor vital signs after every 2 litres of fluid drained during the procedure or as instructed by MO and document in the vital signs chart (MEWS).
10. If patient shows signs of shock-clamp the catheter and position the patient in low fowlers position and notify MO

Alerts: 
[bookmark: _Hlk163825999]If more than five litres of abdominal fluid is drained check with MO regarding albumin replacement.
In medical imaging only 5 litres can be drained. Drainage tube to be clamped, Treating team MO notified regarding amount of fluid remaining and subsequent transfer to ward for further assessment.

7.2.3 Care following procedure
· Assist the patient to bed or to a comfortable position.
· Document amount, colour and character of fluid drained in patient’s clinical record and in Fluid Balance sheet
· Continue monitoring and recording vital signs 30 minutes for 2 hours then 1 hourly for 2 hours then 2 hourly for 2 hours and then 4 hourly or as per doctor’s order.
· Observe puncture site for oozing or bleeding 30 minutes for 2 hours then 1 hourly for 4 hours and then 2 hourly for 2 hours and then 4 hourly. Redress puncture site as required. When a leak occurs, placing an ostomy bag over the leak site allows quantitation of the amount of fluid that is leaking. Placing gauze dressings over the site usually leads to rapid soaking of the dressings, rapid dressing changes, and maceration of the skin. Usually the amount of fluid decreases over a period of a few days if the patient is diuretic-sensitive. If the fluid is refractory to diuretic therapy, another therapeutic paracentesis may need to be performed (using proper technique) to stop the leak. Cellulitis may develop in the skin near the leak if it is prolonged. 
· In Ward, check abdominal girth and weight post drainage as per doctor’s order
· If continuous drainage is ordered monitor drainage output hourly and report excess drainage to the MO.
· If patient shows signs of shock-clamp the catheter and position the patient in low fowlers position and notify MO
· Monitor and report any complications following the abdominal paracentesis such as hypovolemia, bleeding and pain to the MO and document the same in patient’s health record.

[bookmark: _Toc16499815][bookmark: _Toc199501998]7.3 Removal of an Ascitic tap 
Removal of an ascitic tap can be carried out by a MO, RN or EN (EN not in the community)

Equipment
Safety glasses
clean gloves
clean gown
basic dressing pack
disposable plastic blue sheet
film dressing (if patient not allergic)
clinical waste bin
sharps container.

Procedure
1. Confirm 3 points of patient identification, explain procedure to patient and ensure patient comfort.
2. Attend to hand hygiene. 
3. Don safety glasses and gown prior to opening sterile equipment.
4. Attend hand hygiene.
5. Open dressing pack and film dressing.
6. Don clean gloves.
7. Place the disposable blue plastic sheet under the patient.
8. Close two/three way tap located on drain allowing for final output measurement.
9. Remove gloves.
10. Attend hand hygiene and apply new clean gloves.
11. Loosen dressing around ascitic tap drainage device. 
12. Anchor the drain site by placing fingers on the skin on either side of the drain.
13. Remove drain in one quick motion, at same angle that tap is sitting in the patient’s skin. 
14. Apply folded gauze square and film dressing to site.
15. Discard ascitic tap drainage device in sharps bin.
16. Discard rubbish in clinical waste bin.
17. Remove gloves and attend hand hygiene.
18. Educate patient to observe site for any bleeding or ascitic fluid leak and report same to nursing staff. If fluid leakage occurs, lay patient on opposite side to insertion site for 2 hours. If the dressing is consistently being soaked despite this measure, a colostomy bag may be applied after consultation with the medical team.
19. Advise patient to leave dry dressing in-situ for 24-48 hours.
20. Document removal of drain, appearance of removal site, and any specific measures taken in patient’s clinical record.
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Outcome
· Reduction in consumer complaints.
· Referrals processed in a timely manner.
· Decrease of the length of time on the waitlist.
· Decreased complications, i.e. infection.
· Decreased hospital length of stay.

Measures
· Regular review and reporting to relevant managers of clinical activity, referrals received, and waitlist times.
· Clinical and quality outcomes are evaluated through patient experience questionnaires and consumer feedback data.
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Policies
· Work Health and Safety 
· Consent to Treatment 
· Patient Identification and Procedure Matching 

Procedures
· Central Venous Access Device (CVAD) Management – Children, Adolescents and Adults (NOT Neonates)
· Nursing and Midwifery Continuing Competence 
· Pathology Requests and Specimens
· Patient Identification – Pathology Specimen Labelling 
· Patient identification and procedure Matching 
· Clinical Handover 
· Healthcare Associated Infections 
· Wound Prevention and Management
· NCH Vital Signs and Early Warning Scores 

Legislation
· Freedom of Information Act 2016
· Human Rights Act 2004
· Health Records (Privacy and Access) Act 1997
· Public Health Act 1997

Other
· Australian Charter of Healthcare Rights
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Abdominal Paracentesis:  Clinical procedure in which a needle is inserted into the peritoneal cavity and ascitic fluid is drained.

Ascites: fluid that builds up in the abdomen.
Chest Drains: A catheter inserted through the rib space of the thorax into the pleural space, to remove air and/or fluid, thereby restoring negative pressure in the pleural space.

Closed Wound Suction Drainage: Closed drains are ones that collect the drainage in a device attached to the drain. The closed drains can also be further divided into vacuum and non-vacuum types.

Grade A: A ‘strong’ recommendation for a certain health management strategy where (1) it is clear that desirable effects outweigh undesirable effects of the strategy; (2) where there is evidence of adequate quality supporting its use; (3) there is a benefit or no impact on resource use, and (4) values, preferences and the patient experience have been taken into account.

Grade B: A ‘weak’ recommendation for a certain health management strategy where (1) desirable effects appear to outweigh undesirable effects of the strategy, although this is not as clear; (2) where there is evidence supporting its use, although this may not be of high quality; (3) there is a benefit, no impact or minimal impact on resource use, and (4) values, preferences and the patient experience may or may not have been taken into account.

Loculation: the presence of numerous fluid-filled small spaces or cavities that may make complete drainage of fluid difficult.

Malecot Catheter: a type of catheter that is routinely used as a self-retaining tube in the drainage of different body fluids.

Pigtail catheter: Type of tube used to drain fluid out of the area around abdominal organs (kidney) and the lungs.

Paracentesis Thoracis: Fluid from the pleural space is aspirated, or a biopsy of lung tissue through a needle or a cannula is obtained.  It may be used for diagnostic purposes or to relieve pressure caused by effusion i.e. diagnostic or therapeutic.  The risk of infection to the patient is minimized, and the patient monitored for adverse effects.

Percutaneous Abscess Drainage: a precise needle puncture in the conscious sedated patient to drain an abnormal fluid collection by using a sump or gravity catheter.
Pleural cavity: The thin fluid-filled space between the parietal pleura and the visceral pleura

Pleural Effusion: build-up of fluid between the layers of tissue that line the lungs and chest cavity.

Pleurodesis: procedure that causes the membranes around the lung to stick together and prevents the build-up of fluid in the space between the membranes. This procedure is done in cases of severe recurrent pleural effusion, usually from cancer, to prevent or reduce the re-accumulation of fluid. 

Pneumothorax: air in the space between the lungs and chest wall.

Re-expansion pulmonary oedema: accumulation of fluid in the lung associated with very rapid drainage of a pleural effusion.
Tension pneumothorax: One way valve effect allowing air to enter the pleural space, but not to leave.  Ventilated patients are particularly high risk, due to the positive pressure forcing more air into the pleural space. 

Wide bore catheter: Foley catheters are the most widely utilised type of indwelling urinary drainage system.  
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Drain, Drainage, tube care, wound care, closed drainage, suction, radiological drainage catheter, nephrostomy, pleural drainage, peritoneal drainage, external ventricular drain, cerebrospinal fluid, ascetic tap, ascites, paracentesis
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Attachment 1 - Management of a Radiologically Inserted Drain
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 Radiologically Inserted Drain Management                                                                                  Flow Chart
*The flow chart below is a summary only, refer to the procedure for complete details
1. Apply a 3-way tap to the drain using a sterile technique if a drainage bag is attached
1. Flush the drain if ordered                                               
Change needleless injection cap weekly if the catheter is being flushed using a sterile technique
Change drainage bag weekly






1. Assess and observe insertion site and dressing integrity
1. Check medical order for flushing of the drain      












1. Carefully remove dressing to avoid pulling on the drain
1. Carefully remove the drain from the StatLock™   and tape the catheter to the patient’s skin to prevent catheter dislodgment
1. Remove and discard StatLock™  Measure the drain - insertion site to the base if of the hub
1. Apply new StatLock™   using a sterile technique
1. Attend to dressing using a sterile technique including the application of gauze and an occlusive dressing over drain insertion site and StatLock™  
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Consumables product information
	*PICS
	Description
	Unit of Issue

	11206
	Connecting tube Cook CTU14.0-30-ST) 
	each

	10408
	Leg bag sterile 500 mL short inlet tube Multigate code: UR150010
	each 


*CHS Supply Services - Purchasing and Inventory Control System (PICS)

[bookmark: _Hlk139639948]StatLock™  Universal Plus Catheter Stabilization Device
	PICS
	Bard Reference Number
	Unit of Issue
	StatLock™  Description

	37560
	VUPD68
	Box/25
	Universal Plus, Small, green (6 - 8.5Fr) 

	37561
	VUPD1012
	Box/25
	Universal Plus, Medium, blue (10 - 12Fr) 

	37562
	VUPD1214
	Box/25
	Universal Plus, Large, orange (12 - 14Fr) 

	37563
	VUPD1416
	Box/25
	Universal Plus Extra, Large, yellow (14 - 16Fr) 
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Equipment for discharge (all items provided by the hospital or referral source)
PleurX™ bottles (500 mL or 1000 mL) x 3
PleurX™ Patient Education Kit (available through the Customer Service/ Product Representative)
W: PleurX™ Pleural Catheter System (bd.com)
https://www.bd.com/en-us/products-and-solutions/products/product-families/pleurx-pleural-catheter-system
https://www.bd.com/en-us/products-and-solutions/products/product-families/pleurx-pleural-catheter-system#patients
Medical Orders
The medical orders are to be documented in the DHR for Percutaneous Radiological Drain Management flowsheet’ or ‘Treatment Orders’ form for patients referred from outside CHS

Suture removal
Not all patients have sutures that require removal; in some cases the sutures are dissolvable. 
Not all patients have a sutured wound from the drain being tunnelled; in some cases the sutures are internal or dissolvable.  If the patient has sutures that require removal the recommend orders are:
‘Removal of sutures day 7 – 10 from the tunnelled site’
‘Removal of sutures day 7 – 10 from the drain site’  

Drainages 
Generally, the: 
Chest is drained up to 1 litre per 24 hours PRN
Peritoneum is drained up to 2 litres per 24 hours PRN

A summary of:
Drainages including frequency, volume, colour and patient tolerance of the procedure 
Patient/carer education in drain management
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	*PICS
	BDCat. No.
	Unit of Issue
	Description

	16096
	50-7500B
	10
	Drainage Kit – 500 mL vacuum bottle and procedure pack

	25973
	50-7510
	10
	Drainage Kit – 1,000 mL vacuum bottle and procedure pack

	16101
	50-7235
	10
	Replacement valve cap

	16100
	50-7245
	10
	PleurX™ Drainage Line Set

	155648
	50-7270
	1
	PleurX™ Emergency Valve Replacement Kit, non stock

	N/A
	50-7205B
	10
	Vacuum bottle – 500 mL

	 149152
	50-7210
	10
	Vacuum bottle – 1,000mL

	149153
	50-7280
	5
	PleurX™ catheter access kit


	
149154
	50-9210
	5
	BD PeritX drainage bag only – 2000ml only

	 149155
	50-9510
	5
	BD PeritX drainage bag – (2000ml only)  kit contains dressing and cap for line

	10257
	N/A
	5
	Post-op sterile drainage bag with window

	41157
	N/A
	50
	No sting barrier film wipe


*CHS Supply Services - Purchasing and Inventory Control System (PICS)


BD Medical 
Customer Service T: 1800 257 232

PleurX™ Pleural Catheter System (bd.com)
https://www.bd.com/en-us/products-and-solutions/products/product-families/pleurx-pleural-catheter-system
https://www.bd.com/en-us/products-and-solutions/products/product-families/pleurx-pleural-catheter-system#patients
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