
 

Standard Of Procedure for Central Venous Cannulation  

 

Indications for Non-tunneled CVC placement include:  

• Access to drugs  

• Renal Replacement Therapy, plasma exchange.  

• SVO2 blood oxygen saturation,  

• pulmonary artery pressure monitoring, trans-venous pacing.  

 

Potential relative contraindications:  

• Coagulopathy  

• thrombocytopenia  

Other risks:  

• Contralateral hemothorax or pneumothorax.  

• Vessel thrombosis, stenosis, or disruption.  

• Infection overlying insertion site.  

• Ipsilateral indwelling central vascular devices. 

Consent: 

An individual risk-benefit assessment should be performed to decide whether 

insertion should be performed and select the suitable site  

 



 

Insertion technique:  

• Continuously monitor the patient with pulse oximetry and electrocardiography. 

• Position the patient in such a way as to optimize vein exposure and reduce the 

risk of air embolism.  

• Use a strict aseptic technique by thorough hand washing, use a sterile gown, 

gloves, mask, and cap  

•place a sterile full body drape over the patient.  

•Lay out all equipment on a trolley.  

•Use a sterile ultrasound probe cover and sterile conductive jelly.  

• The skin is prepared with a solution of 2% Chlorhexidine in 70% isopropyl 

alcohol.  

• Identify landmarks and then use ultrasound to assess/confirm the anatomical 

location and patency of the vein.  

• Following infiltration with local anesthetic, guided by real-time ultrasound 

imaging, insert a needle mounted on a syringe into the vein.  

• Once blood is freely aspirated, remove the syringe from the needle.  

•Blood flow from the needle should be non-pulsatile.  

•If in doubt, before passing the wire, a blood gas may be taken from the needle 

and compared with an arterial sample.  

•Don’t insert the dilator deeper than necessary, and certainly not to the hilt. 

Safety Check 1: Confirm the guide wire position with ultrasound imaging in 2 

planes.  



 

• A small incision is usually needed to facilitate the passage of the dilator.  

•Maintain control of both the guide wire and dilator at all times.  

•Avoid wire kinking. Always have control of the guidewire.  

• Remove the dilator. Pass the central venous catheter onto the guide wire and 

withdraw the guide wire until it protrudes from the end of the catheter  

• Advance the catheter into the vessel and remove the guide wire.  

• Safety Check 2: Remove the guidewire  

• Using ultrasound, confirm the correct placement of the catheter in the vein.  

• Safety Check 3: Check all ports aspirate freely. Take a blood gas from the CVC.  

• Safety Check 4: Confirm that the CVC blood gas is compatible with venous 

placement, if in doubt compare with an arterial blood gas.  

• Ensure all ports are flushed with 0.9% saline. Secure the catheter with four 

suture points and place an occlusive dressing over the insertion site.  

•a CXR should be performed, viewed and recorded within 2 hours.  

• Safety Check 6: Chest X-Ray to confirm tip position (upper torso lines only) 

Chest X Rays A Chest X-Ray is performed to demonstrate the satisfactory position 

of the cvc 

•A Chest X-Ray does not demonstrate that the catheter is intra-venous.  

•The Chest X-Ray should demonstrate that the CVC lies along the contour of 

where one would expect the course of the vein to run.  

•The line should be free of kinks and run in a straight line.  



 

•The tip of the CVC should be around the level of the carina.  

•To reduce the risk of perforation, the tip of the line should lie parallel to the wall 

of the vein - not abutting it. 

•Significant events such as carotid puncture and pneumothorax should be 

reported immediately.  

Infection control • Any lines inserted outside of Critical Care and Theatres 

should be deemed to be “at risk”, Consideration should be given to 

remove/replace these.  

• The Femoral route has the highest rate of infection and thrombosis.  

• Each port on the Central Line should be capped with a hub featuring a non-

return valve.  

•Any handling of the CVC should be done in a sterile manner, and the ports 

cleaned with 2% Chlorhexidine in 70% Isopropyl Alcohol prior to connecting 

medication.  

• Total Parental Nutrition (TPN) should be delivered by a dedicated lumen.  

• Daily bathing of patients in antiseptic is recommended to reduce Catheter-

Related Bloodstream Infections (CRBSI).  

• Consider a diagnosis of Catheter-Related Bloodstream Infection in patients with 

signs of systemic infection in the absence of another identifiable source or who 

develop signs of systemic infection after flushing of the line.  

• Inspection of the line site should occur daily, signs of inflammation, erythema, 

and discharge should prompt a review of the line and its removal.  

• If CVC infection is suspected, then peripheral blood cultures should be taken 

and the CVC removed as soon as possible.  



 

•CVC tips should not be sent routinely for culture and sensitivity if infection is 

suspected.  

• A central line should be removed when it is no longer necessary.  

• Do not guide wire exchange a new catheter through a line that is known to be 

infected.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Sterile Set For Line Insertion 

 

 

 

 

 

 

 

 

 

 

 



 

 

Position and draping for Rt IJV CVC insertion 

 

 

 

 

 

 

 

 

 

 

 



 

Position and draping for insertion of Rt Subclavian CVC insertion 

 

Position and draping for Rt Femoral CVC insertion 

 

 



 

USG image for the internal jugular vein 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

USG image for rt subclavian vein 

 

 

 

 

 

 

 

 

 

 

 



 

USG image for femoral vein 

 



 



 

 

 


