      ____________________________________________________________________

ACCESSING/ DEACCESSING ADULT IMPLANTED VASCULAR ACCESS DEVICES (IVAD)

___________________________________________________________

Implanted vascular access devices provide reliable vascular access for patients who require long-term drug (> 4 months) or fluid therapy. Mediports may be implanted in the chest wall or upper arm (Passports). Only non-coring needles may be used to access an IVAD. Non-coring needles should be changed every 7 days. Always use the smallest gauge non-coring needle needed to deliver the prescribed therapy. Gauge sizes vary from 19-22. Using a smaller gauge will cause less trauma to the port septum and extend the life of the port. A damaged port must be surgically removed as soon as possible.  Nothing smaller than a 10cc syringe can be used to flush the lumen of an IVAD.

______________

· Equipment

Sterile injection cap

10cc Normal saline

3cc Heparin 100u/ml

Alcohol wipes

10 cc syringe (1)

1 Sterile 18g needle

Sterile non-coring needle

Sterile central line dressing change kit (CVP kit)

Chux pad

___________________

· Implementation

Port Site Access

· Identify the patient and explain procedure.

· Gather equipment at bedside.

· Wash hands and don non-sterile gloves.

· Palpate chest or arm to locate center of IVAD.

· Remove and discard gloves.

· Open central venous catheter dressing change kit and don mask.

•     Use the kit wrapper to prepare a sterile field.

· Remove sterile gloves

· Open the syringe, 18g needle, non-coring needle, and injection cap and drop them into the sterile field.

· Don sterile gloves.

· If using Provodine/Iodine, prepare access site by swabbing the skin over the port septum with alcohol.

•     Start at center and work outward in concentric circles. 

•     Repeat 3 times, and allow to air-dry 30-60 seconds between swabs.

•
Do not “fan” the solution to speed drying.

· Repeat above step with 3 betadine swabs and allow to air dry 3 full minutes.

· Using an assistant, draw up10cc of sterile normal saline.

· Attach 10cc saline syringe into injection cap and prime tubing of non-coring needle

· Locate middle of portal septum by palpating the IVAD. 

· Hold the IVAD firmly between thumb and forefinger of non-dominant hand.

•     Gently pinching the port between two fingers will stabilize the septum

· Firmly push non-coring needle into the middle of the IVAD at a 90-degree angle. Push through the skin and portal system until the needle tip hits the bottom of the portal chamber.

•     Position (without rocking or tilting needle) so tubing extends towards the 

      shoulder/arm.

· Check for blood return by gently pulling the plunger
· If no blood return is obtained, gently flush with the normal saline. If this causes any pain or discomfort, remove the needle and start over.
•     Never pull the non-coring needle out and reposition it. If the septum is 


 missed, start from the beginning with a new needle and sterile dressing


 kit.

•     Verify placement by checking for blood return, then flush with normal 


 saline solution.

· Close clamp

· If a large gap exists between the needle and skin surface, fold 2x2 or 4x4 gauze and gently insert beneath the angle of the non-coring needle.

· Cover needle insertion site and needle/extension tubing junction by applying a transparent occlusive dressing 

· Dressing should be changed every 24-48 hours if gauze is applied  underneath the needle hub
· Date, time, and initial dressing.

· Discard gloves

· Initiate infusion or flush with 3cc of Heparin (100u/ml).

•     Omit Heparin if contraindicated, M.D. specifies disuse, or if

       medication and/or blood draw intervals > TID.

· Firmly tape extension tubing distal to needle tubing junction to patient’s skin.

•     Loop extension tubing and tape securely to patient’s skin to prevent 

   
possible tension on tubing during patient movement.

· Document procedure, needle length and size, and date the non-coring needle needs to be changed.

Deaccessing implanted ports

· Wash hands and don non-sterile gloves.
· Cleanse injection cap with alcohol swab.
· Connect normal saline solution and check for blood return.
· Flush with 5cc of normal saline solution followed by 3cc of Heparin 100u/ml.
· Remove dressing from site and discard.
· Remove the non-coring needle by stabilizing the port between two fingers of the non-dominant hand and gently pulling the needle out perpendicular to site with the dominant hand.
· Apply pressure to the site and Band-Aid dressing as needed.
· Document procedure.
      _____________________________

· Miscellaneous Comments
· IVADs should not be used for CT Scanners. Patients must have alternative access.

· Successful performance must be documented on unit-specific competency checklists before a Nurse or LPN is independently allowed to perform any of the above procedures.
      ______________
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