VANDERBILT UNIVERSITY MEDICAL CENTER
DIVISION OF TRAUMA, BURNS AND SURGICAL CRITICAL CARE
CLINICAL MANAGEMENT GUIDELINES:
CENTRAL VENOUS ACCESS
RATIONALE:
Central lines are a significant cause of hospital acquired blood stream infections (BSI). Significant literature
supports the adoption of several safety practices for the insertion and maintenance of these catheters in critically ill
patients1-3.
These practices are bulleted below and summarized in the table approved and VUMC institutional policy
(http://www.mc.vanderbilt.edu/infectioncontrol).
GUIDELINE:
Catheters selection: When available, antibiotic impregnated catheters should be utilized for all central line
insertions in the ICU.
Insertion site: The subclavian position is the preferred site for insertion as the infection risk is lowest for this site.
Internal jugular is the second alternative with the femoral position being the least preferred due to both infection
and thrombosis risk.
Ultrasound guidance: If the IJ position is selected, ultrasound guidance prior to or during the procedure should be
employed. Ultrasound may be useful for other sites in certain circumstances.
Insertion technique:
• Full barrier precautions should be utilized for all invasive catheters.
This includes:
o Mask
o Cap
o Sterile Gown
o Sterile Gloves
o Large drape (not 4 “blue towels”) that fully cover the head and torso of the patient
If rewiring a line:
o double glove, remove outer gloves after removal of first line
o set old line aside and cover with sterile towel
o cut old line to appropriate length for culture after covering new line with sterile dressing
• Skin should be free of debris and adequately and widely prepped with chlorhexidine or ChloraPrep and allowed
to dry.
• Patients should be in “head-down” position to prevent air embolus unless contra-indication (particularly
spontaneously breathing pts). A sufficient volume of air to cause mortality can travel through a 14 gauge needle
in <<< 1 second.
Replacement of central venous catheters:
• Evidence of local catheter infection – purulence, erythema, tenderness, mandates a catheter change to a new
site.
• New clinical evidence of possible catheter infection but without hemodynamic changes, sepsis, no signs of
insertion site infection and catheter > 3days old – change over guidewire (see technique above) and send >
5cm length of catheter of intracutaneous portion for quantitative culture. If cultures indicate infection
or colonization, line must be changed to a new site.
• ICU patients with persistent leukocytosis, fever after previous line changes that are culture negative – change
over wire when catheter in place for 5 days.
• Patients with evidence of BSI with hemodynamic instability, sepsis – change line to new site.
• No clinical evidence of infection – do not change line.
• Pulmonary artery catheters – replace every 5 days and culture the introducer sheath. If PA catheter is
being changed for signs of infection/sepsis, culture tip of PA catheter as well.
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*Clinical Management Guidelines (CMG) have been developed by the Section of Trauma, Burns and Surgical
Critical Care in an attempt to standardize and optimize care. They are based on a combination of accepted
surgical practice and recent contributions to the medical literature CMGs are intended to provide guidelines for
the management of the majority of patients, and are not proposed as rules, policies or as a substitute for clinical
judgment. Deviations from the CMGs are necessary and expected; all exceptions should be documented in the
medical record and discussed with the attending physician.
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