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PURPOSE 
To ensure that the care and maintenance of peripherally inserted central catheters (PICC) follow 
established best practice guidelines. 
 
PROCEDURE 
Equipment  

• Chlorhexidine gluconate 2% and 70% isopropyl alcohol swab stick x 2 
• Chlorhexidine gluconate 2% and 70% isopropyl alcohol wipe x 2 per lumen 
• Clean gloves x 2 pair 
• Procedure mask x 2 
• Transparent securement dressing 
• Barrier film, if applicable 
• Normal saline sterile pathway prefilled 10 mL syringe x 2 per lumen 
• Needleless connector per lumen 
• Sterile gloves (if applying statlock device) 

 
Special Instructions 

• Dressing change 24 hours post PICC insertion then every 7 days along with needleless connector 
and PRN. Gauze dressing change every 2 days and PRN. 

• See Appendix B Algorithm for CVAD Dressing Changes for guidance on management of patients 
with pruritis, skin irritation or changes. 
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Method 
The certified nurse will: 
1. Instruct the patient to don a mask. 
2. Wash hands. Don a mask and one pair of clean gloves. 
3. Prior to removing the current dressing, palpate over the site and surrounding area to ensure the patient 

is not experiencing any swelling, induration or discomfort. (Appendix A) 
4. Remove the dressing and adhesive securement device while maintaining skin integrity and without 

dislodging the catheter.  Do not pull on the catheter. 
5. Assess the site for any signs of infection.  If infection is suspected, follow the procedure for C&S swab. 
6. Remove gloves, perform hand hygiene and don the second pair of clean gloves. 
7. Maintaining sterility, open the chlorhexidine swab stick and dressing packages for easy access. 
8. With your non-dominant hand, gently lift the catheter up off the skin. 
9. Use the chlorhexidine swab stick to cleanse the catheter from the site to the hub, taking care to remove 

any residual buildup on the device with a gentle scrubbing motion.  Allow it to dry. 
10. Without putting the catheter down, use the second chlorhexidine swab to cleanse the area where the 

new dressing will be applied with a horizontal back and forth motion using light friction.  Ensure a total 
cleansing time of 15-30 seconds. 

11. Turn the swab over and scrub the same area in a vertical back and forth motion using light friction.  
Ensure a total cleansing time of 15-30 seconds. 

12. Place the catheter down and allow the site/line to dry for a minimum of 2 minutes. 
13. If required, apply a barrier to the dressing site and allow it to air dry. 
14. Maintaining sterility, apply the transparent securement dressing.  Ensure that the catheter hub is 

covered by the dressing.  Pass your hand over the entire dressing to ensure adherence to the line and 
the skin. 

15. Connect the new connector cap to a 10 mL prefilled NS syringe.  Prime, remove the end cover and 
return it to the sterile packaging. 

16. Open the chlorhexidine wipe and cleanse the cap, line and connection area with friction for a minimum 
of 15-30 seconds.  Allow this area to dry for a minimum of 30 seconds to 2 minutes. 

17. Remove the old cap using a new chlorhexidine wipe. 
18. Attach the primed cap, performing a push/pause turbulent flush to 4-5 mL.  Check for blood return then 

flush the remaining saline using a turbulent flush, maintaining a positive pressure disconnect. 
19. Observe the site for any leaking, swelling, or patient complaints of discomfort. 
20. Troubleshoot any issues identified with access. (i.e. no blood return, sluggish flush, resistance, etc.). 
21. Cleanse the hub of the new cap and flush with the second 10 mL prefilled NS syringe using a 

push/pause turbulent flush. 
22. Follow Steps 15-21 for a second lumen, if required. 
23. Document the procedure, noting condition of skin, exit site, and blood return.  For inpatients, document 

on the Generic - Central Venous Catheter Maintenance Record (available on The Hub > 
Forms/Templates > Chart Forms – Chart Records > Generic Folder). 

 
If a Statlock Securement Device is Required 
1. Follow Steps 1-13 above. 
2. Remove clean gloves and perform hand hygiene. 
3. Maintaining sterility, open the sterile gloves and statlock device. 
4. Don gloves and apply the statlock.  Secure the line. 
5. Maintaining sterility, apply the transparent securement dressing.  Ensure that the catheter hub is 

covered by the dressing.  Pass your hand over the entire dressing to ensure adherence to the line and 
the skin. 

6. Follow Steps 15-23 above. 
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APPENDIX A 
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APPENDIX B 
  

 


