KCH - NICU Central Line Insertion Checklist 2016

                                                                                                   

                                                                                                              Date ________  Shift: ⁭Day ⁭Night
                                                                                                              Gestational Age ____(birth)

                                                                                                              Weight ______kg (when line placed)





  Attempt Successful/ Unsuccessful
               Type of Catheter:                  No. of Lumens   
       Site of Insertion              
 FORMCHECKBOX 
 Central Line                                              FORMCHECKBOX 
 1
           FORMCHECKBOX 
R  FORMCHECKBOX 
L Arm         
 FORMCHECKBOX 
 Umbilical                                                  FORMCHECKBOX 
 2
           FORMCHECKBOX 
R  FORMCHECKBOX 
L Leg        ⁯ OTHER: ________    
 FORMCHECKBOX 
 PICC             

                        
                    FORMCHECKBOX 
R  FORMCHECKBOX 
L Scalp                

                                  FORMCHECKBOX 
 Code        FORMCHECKBOX 
 Emergent      FORMCHECKBOX 
 Elective     
Procedure Provider: ______________________ Procedure Assistant(s):________________________

	
	Yes 
	NO
	N/A
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	Time Out Performed: Patient ID X 2 / Announce Procedure / Mark - Assess Site
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	All persons involved in procedure have cleansed hands?   (ASK if unsure)

Central line cart used?
SITE PREPPED WITH CHLOROPREP?    No FORMCHECKBOX 
  Other FORMCHECKBOX 
 If othertype:___________
   PATIENT > 1500 GM –30 sec. gentle back & forth motion/ air dry

   PATIENT < 1500 GM –30 sec. blotting motion/ air dry/ rinse with sterile H2O  saline

Skin prep dry at time of puncture?
Used LARGE DRAPE or sterile towels to cover patient (head to toe)

Interventions used for Pain Management? (i.e. meds, sweetease, swaddling)
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
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	Procedure Provider wearing FULL maximum barrier:

· Mask / Hair cover/ Sterile gown/ Sterile gloves 

Assistant wearing     (THE ‘ASSISTANT’ PARTICIPATES WITHIN STERILE FIELD)
· Mask / Hair cover/ Sterile gown/ Sterile gloves 

All present within bedside area wearing mask?

STERILE FIELD MAINTAINED?
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	      FORMCHECKBOX 

      FORMCHECKBOX 

      FORMCHECKBOX 

      FORMCHECKBOX 


	
	Catheter secured?            Sutured ____   TEGADERM ______

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Sterile dressing applied to site immediately following procedure?    
Dressing  Dated or PICC line dated                                            

	 FORMCHECKBOX 

 FORMCHECKBOX 


	 FORMCHECKBOX 

 FORMCHECKBOX 


	 FORMCHECKBOX 

 FORMCHECKBOX 



	
	Area screened during procedure.
	 FORMCHECKBOX 

	‪ FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Checklist completed within 60 min. of procedure?
	 FORMCHECKBOX 

	‪ FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Did you have to intervene during the procedure?  If “yes”, please comment 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Nurse’s Signature _________________________________
   Date: ______________



PATIENT LABEL








