PPNO List Serv Query Summary  


      
Burden                      Chris                        Markham Stouffville Hospital                              Cburden@msh.on.ca 
Contact for further information:


Date of Summary:	July 9, 2020
We are hoping to do an environmental scan of what documents hospitals currently use relating to nephrostomy tube care and maintenance (including bag change, flushing, dressing change…) in hospital and/or at home. 
This could include:
1) Policies/Procedures/Standards of care/Order sets
2) Education materials or patient handouts
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	Responder Info
	
	

	Junie Alleyne RN, BScN, MScN
Clinical Practice Leader Nephrology T2, 2C
Scarborough Health Network
3050 Lawrence Avenue East, Scarborough Ontario
Room 1.424
PH: 416-438-2911 ext. 6627
BB: 647-285-5907
Email: jalleyne@shn.ca

	Hi Peers:
On my unit we do not have any nephrostomy tubes, we have PD catheters. However in my past experience caring for patients with Nephrostomy tubes; this is what I remember:
1. Good handwashing
1. Use warm soapy water or chlorohexidine
1. Do not apply any creams to the site
1. Apply sterile gauze dressing
1. Change dressing Q3 days or when soiled/dirty
1. Avoid showers or cover carefully
1. Flush with 3-5cc N/S
I hope this information provide you with what you are seeking.
	

	Sandra Parsons 
DOCUMENT MANAGEMENT SPECIALIST
PROFESSIONAL PRACTICE
596 Davis Drive, Newmarket, ON, L3Y 2P9
T: (905) 895-4521 ext. 2435
Email: sparsons@southlakeregional.org

	Hi Julie – attached is our procedure….regards, Sandra
	


	Melissa Pelletier, RN, BScN, CNeph(C)
Clinical Educator
Renal Program
Professional Practice
Royal Victoria Regional Health Centre
201 Georgian Drive
Barrie, Ontario
L4M 6M2
pelletierm@rvh.on.ca
Tel:  705-728-9090 ext 47712
Cell: 705-229-9846
www.rvh.on.ca 
Inspiring care... 
	Hello Julie, 
Please find attached a copy of our policy on Drains: Maintenance, Irrigation and Removal.  
Hoping this will assist you. 
Regards,
Melissa 
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*Imbedding Attachments: When in a document, with the cursor in the place where you wish to insert another document as an icon, Go to Insert, choose "Object" (not 'file') choose "Create from File" browse for the file name from your directory, once found, check off "Display as Icon" select "OK” The document Icon now appears in this document where your cursor was positioned.  Save the document you are working in and the imbedded icon with the document they relate to attached will also be saved to this document.
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SCOPE: 
 
This policy and procedure applies to all nurses who will be involved in the maintenance, 
irrigation and removal of drains at the Royal Victoria Regional Health Centre (RVH).  
 
POLICY STATEMENT: 
 
It is the policy of RVH that:  


1. Drains are tubes that are placed either percutaneously by Interventional Radiology 
(IR) or surgically in the Operating Room (OR) in order to drain extravascular blood 
and/or fluids. 


2. Bulb and flat drains are considered suction devices in order to pull excess fluid 
from the body by constant suction and may be used to: 


a. facilitate and monitor drainage from an operative site 
b. ensure dry skin at the incision and drainage site. 
c. allow for healing from the deepest part of the wound to the external 


surface. 
d. withdraw accumulated drainage by presence of vacuum. 
e. collect and measure wound drainage. 


3. A Penrose drain is the only drain within this policy that shall require shortening. 
4. A Most Responsible Provider (MRP) order is required: 


a. to shorten a Penrose drain, 
b. to remove drains such as: flat, bulb and Penrose. 
c. to irrigate a percutaneous drains. The order should also include the 


frequency and how many millimeters (mL) to irrigate based on the indication 
for the percutaneous drain. 


i. transhepatic percutaneous drain: irrigation capacity up to six mL. 
ii. nephrostomy percutaneous drain: irrigation capacity from four to 


eight mL. 
iii. intra-abdominal percutaneous drain: irrigation capacity 10 mL. 


5. It is essential that nurses are aware of the location, type and purpose of the 
percutaneous drain.  


6. The insertion site and drainage system shall be assessed and emptied every four 
hours and as needed unless specially ordered differently by the MRP. 


7. An MRP order is needed to obtain a specimen for culture and sensitivity.  
8. Notify the MRP if any of the following occur: 
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a. tube placement issues including; drainage around insertion site of 
the tube, migration of the drain, abrupt cessation of drainage, 
inappropriate drainage, 


b. bleeding, tenderness and swelling at the insertion site, 
c. fever and/or chills, 
d. pain, distension, 
e. nausea, vomiting, 
f. any signs of blockage, 
g. drainage cloudy or strong foul smelling odour. 


 
All staff shall adhere to the principles outlined in this policy. 
 
DEFINITIONS: 
 
Bulb Drain:  Is a closed drainage system also known as a Jackson-Pratt®. It is used to 
collect blood or other drainage from a surgical site. It is a soft pliable tube and bulb that 
can recreate low negative pressure vacuum with a gentle thumb pressure and closure of 
drainage port.  
 
Flat Drain: Is a closed drainage system also known as a Hemovac®. It is used to collect 
blood or other drainage from a surgical site. Hemovac® is a round, flat drain easily 
compressed by springs in order to establish proper suction after each time it is 
opened/drained.  
 
Intra-abdominal percutaneous drain: Is a drain inserted into the abdominal cavity. For 
example, they can be adjacent to incisions or fistulas or may be sub-hepatic. 
 
Penrose Drain: Is an open drain system that removes drainage from the wound. It is a 
flexible hollow rubber tube that may be inserted directly through the suture line into the 
wound or a small incision near the suture line into the wound. A safety pin is inserted 
through this drain, outside the skin, to maintain the tubes position and prevent the 
tubing from migrating into the wound. 


 
Percutaneous Nephrostomy Drain:  Is a urinary drainage system consisting of a 
catheter that has been inserted via an incision into the renal pelvis. 
 
Transhepatic Percutaneous Drain: Creates an external/internal drainage system that 
relieves obstructions that prevent the drainage of bile into the duodenum. The drainage 
tube punctures the abdominal wall, passes through the hepatic parenchyma down the 
biliary ducts and ends in the duodenum. 
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PROCEDURE: 
 
Care and Maintenance of a Flat Drain (Hemovac®) & Bulb Drain (Jackson-Pratt®).  
 
Equipment 


1. 0.9 % sodium chloride or antiseptic solution 


2. Non-sterile gloves 


3. Split-drain gauze 


4. Labels  
5. Dressing tray 
6. Protective Personal Equipment (PPE) based on risk assessment 


 
Procedure 
 


1. Review MRP orders for the type, location and purpose of closed wound drain and 
drainage system. Also review MRP orders for the type of suction: self-suction or 
wall suction.  


2. Gather supplies needed for this procedure. 
3. Perform hand hygiene and don appropriate personal protective equipment (PPE) 


based on risk assessment.  
4. Verify patient’s identity using two patient identifiers. 
5. Perform AIDET, explain the procedure to the patient. 
6. Assess drainage present on the patients dressing and within the flat (Hemovac®) 


or bulb (Jackson-Pratt®) drain. See instructions below for emptying a flat or bulb 
drain.  


7. Change dressing as MRP orders or if visibly soiled or wet.  
a. remove previous dressing, 
b. cleanse the incision site with 0.9 % sodium chloride or antiseptic solution,  
c. observe the incision for the suture that secures the drain. 
d. observe incision site for any concerns of infection or drainage around 


incision site,  
e. apply split-drain gauze to the drain with additional gauze and transparent 


dressing. 
8. If multiple drains, label each drain with a number.  
9. Inspect drainage system to ensure proper functioning.  


a. a complete systematic inspection shall include the insertion site, drainage 
moving through the tubing in direction of the reservoir, airtight connection 
sites and presence of any leaks or kinks in the system.  


b. notify MRP for the following concerns of the drainage system: 
i. drain has been removed or dislodged 
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ii. sudden changes in amount of drainage, either output or 
absence of drainage flow,  


iii. odor of drainage or new evidence of purulence,  
iv. severe pain or concern, 
v. bleeding. 


10. Document dressing change in the patients’ health record. 
 


Emptying a Flat Drain (Hemovac®)  
 
Equipment 
 


1. Personal protective equipment (PPE) as per risk assessment 
2. Disposable dressing tray 
3. Non-sterile gloves 
4. Split-drain gauze 
5. 2 % Chlorhexidine gluconate with 70 % isopropyl swab 
6. Measuring cylinder 
7. Sterile specimen container, if sample or culture is needed 
 


Procedure 
 
1. Review MRP order for the type and purpose of the flat drain (Hemovac®).  
2. Gather supplies needed for this procedure. 
3. Perform hand hygiene and don appropriate personal protective equipment (PPE) 


based on risk assessment.  
4. Verify patient identity using two patient identifiers. 
5. Perform AIDET, explain the procedure to patient.  
6. Place graduated cylinder in close proximity for emptying. 
7. Maintaining an aseptic technique, open plug on port indicated for emptying the flat 


drain (Hemovac®). 
a. tilt the Hemovac® in the direction of the open port. 
b. hold two flat surfaces, tilting forward into the measuring container.  
c. hold antiseptic swab in the dominant hand. Place Hemovac® on flat 


surface with open port facing upwards. 
d. continue pressing downward until bottom and top are in contact. 
e. holding surfaces together with one hand, while the other cleanses the port 


with a 2 % chlorhexidine gluconate with 70 % isopropyl swab, immediately 
replace the plug and secure the Hemovac® on the patient’s bed or gown. 


8. Check the flat drain for reestablishment of vacuum, patency of drainage tubing and 
absence of stress on tubing. 
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9. Inspect the wound for drainage or collection of drainage under the skin. If drainage is 
present, remove the previous dressing, complete the appropriate incisional care and 
apply new dressing. 


10. Emptying contents of drains shall be completed every four hours and as necessary 
for larger drainage volumes.  


11. Document in the patient’s health record the procedure of emptying the Hemovac® 
including: 


a. reestablishing vacuum in suction device. 
b. dressing change to drain site. 
c. appearance of drain insertion site. 
d. note the drainage amount, consistency, odor and type. 
e. record the amount of drainage within the intake and output intervention 


in the patient’s health record.  
 
Emptying a Bulb Drain (Jackson-Pratt®) 
 
Equipment 
 


1. Personal protective equipment (PPE) as per risk assessment 
2. Disposable dressing tray 
3. Non-sterile gloves 
4. Split-drain gauze 
5. 2 % Chlorhexidine gluconate with 70 % isopropyl swab 
6. Measuring cylinder 
7. Safety pin 
8. Sterile specimen container, if sample or culture is needed 
 


Procedure 
1. Review physician order for the type and purpose of the bulb drain (Jackson-Pratt®). 
2. Gather supplies needed for this procedure. 
3. Perform hand hygiene and don appropriate personal protective equipment (PPE) 


based on risk assessment.  
4. Verify patient identity using two patient identifiers. 
5. Perform AIDET, explain the procedure to patient.  
6. Place graduated cylinder in close proximity for emptying. 
7. Open emptying port on top of the Jackson-Pratt® reservoir. Tilt the bulb in the 


direction of the port and drain toward the opening. 
a. compress bulb over measuring container. 
b. cleanse ends of emptying port with a 2 % chlorhexidine gluconate 


with 70 % isopropyl swab. 
c. continue to compress bulb and replace plug immediately. 
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8. Place and secure the Jackson-Pratt® below site with a safety pin on the patient’s 
gown. Be sure that there is slack in tubing from reservoir to wound.  


12. Inspect the wound for drainage or collection of drainage under the skin. If drainage is 
present, remove the previous dressing, complete the appropriate incision care and 
apply new dressing. 


13. Emptying contents of drains shall be completed every four hours and as necessary 
for larger drainage volumes.  


14. Document in the patient’s health record of the procedure of emptying the (Jackson-
Pratt®) including: 


a. reestablishing vacuum in suction device. 
b. dressing change to drain site. 
c. appearance of drain insertion site. 
d. note the drainage amount, consistency, odor and type. 
e. record the amount of drainage within the intake and output intervention 


in the patient’s health record. 
 
Removal of Flat Drain and/or Bulb Drain 
 
Equipment 
 


1. Personal protective equipment (PPE) as per risk assessment 
2. Disposable dressing tray 
3. Non-sterile gloves 
4. Split-drain gauze 
5. 2 % Chlorhexidine gluconate with 70 % isopropyl swab 
6. Measuring cylinder 
7. Suture removal kit 
 


Procedure 
1. Review MRP orders for the removal of the bulb (Jackson-Pratt®) or flat (Hemovac®) 


drain.  
2. Gather supplies needed for the procedure. 
3. Perform hand hygiene and don appropriate personal protective PPE based on risk 


assessment. 
4. Verify patient identity using two patient identifiers. 
5. Perform AIDET, explain the procedure to patient.  
6. Apply a sterile drape where the drain is located on the patient’s body. 
7. Remove any dressings over the drain site and dispose of them.  
8. Assess the appearance of the incision site and the drainage within the drain.  
9. Empty the drain as described above. After contents of the drain are removed, do not 


apply the new plug. Keep the plug open as an effort to not exert the negative 
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pressure suction during drain removal. This action decreases the occurrence of 
causing trauma to the soft tissues. 


10. If the drain has a suture in place, remove the suture as per RVH Policy and 
Procedure: Staple & Suture Removal.  


11. Using a sterile technique, grasp the drain tubing and pull the drain onto the drape, 
using a steady pressure until the entire drain has been removed. 


a. never apply excessive force when attempting to remove a drain.  
b. if resistance met, stop and notify the MRP. 
c. ensure that the entire drain tubing has been removed. The drain 


should have a clean cut edge and should not appear to be jagged or 
torn. If this is the case, notify the MRP immediately.  


12. Use sterile gauze to maintain gentle pressure over the site until bleeding or drainage 
is minimal. 


13. Remove gloves and complete hand hygiene.  
14. Don new gloves. 
15. Clean the drain site with either 0.9 % sodium chloride solution or 2 % chlorhexidine 


gluconate with 70 % isopropyl swabs. 
16. Apply sterile gauze dressing to the drain site using sterile technique and secure the 


gauze with tape or a transparent occlusive dressing.  
17. Provide patient teaching regarding the care of the drainage site.  
18. Document the procedure in the patient’s health record including the patient’s 


response, health teaching, dressing and characteristics of the drainage.  
 
Care and Shortening of Penrose Drain 
 
Equipment 


1. Personal protective equipment (PPE) as per risk assessment 
2. Disposable dressing tray 
3. Non-sterile gloves 
4. Split-drain gauze 
5. 2 % Chlorhexidine gluconate with 70 % isopropyl swab or 0.9 % sodium chloride 
6. Sterile safety pin 


 
Procedure 
1. Review MRP orders for the frequency of the Penrose shortening and the length to 


be shorten by. 
2. Gather the supplies needed for this procedure. 
3. Perform hand hygiene and don appropriate PPE based on risk assessment.  
4. Verify patient identity utilizing two patient identifiers. 
5. Using AIDET method, explain the procedure to the patient.  
6. Prior to the shortening the Penrose drain, clean the incision and drain site with 0.9 % 


sodium chloride or 2 % Chlorhexidine gluconate with 70 % isopropyl swab . 
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a. note: the appearance of incision, the amount and characteristics of the 
drainage from the incision and drainage sites. 


7. Remove the safety pin from the drain site. 
8. Maintaining sterile technique, use forceps and grasp the drain at the level of the 


skin, gently and in a steady motion pull the drain out to the specified length. 
9. Place the new safety pin in its new position prior to cutting the drain. 
10. With sterile scissors, cut off the excess drain so that one inch remains above the 


skin (or ½ inch above the sterile pin).  
11. Apply drain split gauze around the Penrose drain site and secure. 
12. Document the procedure in the patient’s health record including: 


a. type and amount of discharge 
b. appearance of wound 
c. length of tube shortened 
d. dressing type 
e. patient response and patient teaching. 


 
Removal of Penrose Drain 
 
Equipment 


1. Personal protective equipment (PPE) as per risk assessment 
2. Disposable dressing tray 
3. Non-sterile gloves 
4. 4X4 gauze 
5. 2 % Chlorhexidine gluconate with 70 % isopropyl swab  or 0.9 % sodium chloride 
6. Tape 
7. Suture removal kit 
 


Procedure 
1. Review MRP orders for the removal of the Penrose drain. 
2. Gather the supplies needed for this procedure. 
3. Perform hand hygiene and don appropriate PPE based on risk assessment.  
4. Verify patient identity utilizing two patient identifiers. 
5. Using AIDET method, explain the procedure to the patient.  
6. Prior to the removal of the Penrose drain, clean the incision and drain site with 0.9 % 


sodium chloride or 2 % Chlorhexidine gluconate with 70 % isopropyl swab  . 
a. note: the appearance of incision, the amount and characteristics of the 


drainage from the incision and drainage sites. 
7. Remove the safety pin, suture or staple from the drain site. 
8. Maintaining sterile technique, use forceps and grasp the drain at the level of the 


skin, gently and in a steady motion pull the drain out in its entirety.  
9. Once Penrose drain removed, layer multiple amounts of gauze dressings on top of 


the remaining incision and secure. 
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10. Provide patient teaching regarding the care of the incision site.  
11. Document the procedure in the patient’s health record, including: 


a. type and amount of discharge, 
b. appearance of wound, 
c. length of tube removed, 
d. dressing type, 
e. patient response and patient teaching. 


 
Care of a Percutaneous Drain 
 
Equipment 
 
 1. Dressing tray 
 2. 0.9 % sodium chloride or 2 % Chlorhexidine gluconate with 70 % isopropyl swab   
           3. Non-sterile gloves 
 4. Personal Protective Equipment (PPE) as per risk assessment 
 5. Drain Fix adhesive dressing 
 6. Split-drain gauze 
 
Procedure 
1. Review MRP orders for the type of percutaneous drain and frequency of dressing 


changes. 
2. Review the Operating Room (OR) or Interventional Radiology (IR) notes to know the 


position of the tube, purpose of the tube and the type of drainage to expect from the 
drain. 


3. Gather the supplies needed for this procedure. 
4. Perform hand hygiene and don appropriate PPE based on risk assessment.  
5. Verify patient identity utilizing two patient identifiers. 
6. Using AIDET method, explain the procedure to the patient.  
7. Position the patient in a comfortable position or on the unaffected side for the 


procedure.  
8. Open tray at bedside and add irrigation solution and sterile supplies. 
9. Spread out sterile drape close to the percutaneous drain site. 
10. Gently remove the tube out of the groove in the Drain-Fix. Remove the previous 


dressing slowly, as not to disturb the percutaneous tube. 
11. If the percutaneous drain is not in an adhesive set dressing, gently remove the split-


gauze slowly. 
12. Inspect the tube insertion site for redness, drainage and condition of sutures, if 


present. 
a. if insertion site shows signs of infection, notify MRP and obtain an order 


for a culture and sensitivity swab. 
13. Remove gloves, perform hand hygiene and apply new gloves.  
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14. Cleanse insertion site with 0.9 % sodium chloride or 2 % Chlorhexidine gluconate 
with 70 % isopropyl swab as ordered by MRP. 


15.  Apply new Drain-Fix adhesive dressing, make sure the slit at the top of the dressing 
is open. 


b. peel backing off Drain-Fix and place at insertion site. 
c. gently place tube in groove, it should adhere.  
d. peel white backing off the adhesive cover, as marked with a red tab. It will 


cover the tube at the insertion site and it is adhesive. 
e. if Drain-Fix is not available, apply the split-gauze around insertion site and 


apply additional 4x4 gauze on top with a transparent dressing. 
16.  Provide patient and family education regarding the care and maintenance of their 


percutaneous drain and document within the patient’s health record: 
a. increased pain, 
b. the tube is dislodged partially or completely,  
c. dressing becomes solid or wet. 


17.  Document the following in the patient’s health record: 
a. patients response to the procedure, 
b. location and appearance of the percutaneous tube, 
c. suture sites, if any, 
d. drainage at insertion site including the color, amount and odour, 
e. bleeding or tenderness at site 
f. if there are any kinks, loops or breakage in the percutaneous drain or 


tubing. 
g. assess output, consider the color, consistency, sediment, odour, stones or 


bleeding. 
 
Special Considerations 
 
1. Do not pin drainage bag to bed. This will increase the risk of the percutaneous drain 


being dislodged. 
2. Drainage bags shall be secured to the patient and below the level of the insertion 


site of the percutaneous tube. 
3. Drain-Fix dressings shall be changed every six weeks or as ordered by the MRP.  
4. Gauze dressings shall be changed every 72 hours. 
5. Change connecting tubes every seven days or as ordered by the MRP.  
6. There should never be any drainage around the insertion site with the exception of a 


minimal amount of serosanguinous drainage in the first 24 hours post insertion of 
percutaneous drain.  


 
Irrigation of a Percutaneous Drain 
 
Equipment 
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 1. Dressing tray 
  2. 10 mL syringes 
 3. Sterile 0.9 % sodium chloride  
           4. Sterile gloves 
 5. End cap 
 6. Personal Protective Equipment (PPE) as per risk assessment 
 7. 2 % Chlorhexidine gluconate with 70 % isopropyl alcohol swabs 


8. Non-sterile gloves 
 
Procedure 
1. Review MRP orders for the type of percutaneous drain and for the irrigation amount, 


type and frequency.  
2. Review the Operating Room (OR) or Interventional Radiology (IR) notes to know the 


position of the tube, purpose of the tube and the type of drainage to expect from the 
drain. 


3. Gather the supplies needed for this procedure. 
4. Perform hand hygiene and don appropriate PPE based on risk assessment.  
5. Verify patient identity utilizing two patient identifiers. 
6. Using AIDET method, explain the procedure to the patient.  
7. Position the patient in a comfortable position or on the unaffected side for the 


procedure.  
8. Open tray at bedside with sterile supplies and draw up irrigation solution as per MRP 


orders. 
9. Spread out sterile drape close to the percutaneous drain site. 
10. Cleanse tube junction with 2 % chlorhexidine gluconate with 70 % isopropyl alcohol..  
11. Disconnect system and place ends of tubing on the sterile drape. If using a turn 3-


way stopcock turn off to the drainage bag and place on sterile drape.  
12.  Don sterile gloves. 
13. Attach 10 mL syringe with irrigation solution to the open connection.  
14. Slowly instill irrigation solution into the percutaneous tube. If you are instilling too fast 


the patient may complain of cramping. NEVER irrigate more than five mL at a time in 
an effort to prevent over distension of the kidney or biliary system. 


15. During the irrigation, you may have some resistance. Reposition the patient and try 
again. If resistance continues, disconnect and notify the MRP. 


16. NEVER aspirate transhepatic and nephrostomy tubes. Irrigation solution will return 
by gravity after the tubing system is reconnected. 


17. Disconnect syringe and reconnect system and turn the 3-way stopcock to the open 
position for flow from tube to the drainage bag. 


18. Provide the patient and family education regarding the care and maintenance of their 
percutaneous drain and document within the patient’s health record: 


19. Document the following in the patient’s health record: 
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a. patients response to the procedure, 
b. location and appearance of the percutaneous tube, 
c. condition of percutaneous drain (i.e. if it is blocked or patent), 
d. how many mL was irrigated within the percutaneous drain and If 


resistance was met during irrigation, 
e. drainage at insertion site including the color, amount and odour, 
f. if there are any kinks, loops or breakage in the percutaneous drain or 


tubing. 
g. assess output, consider the color, consistency, sediment, odour, stones or 


bleeding. 
 
Special Considerations 


1. During irrigation expected returns are: 
a. abscess: pus ( may or may not have blood) 
b. nephrostomy: urine (may or may not have blood) 
c. biliary drain: bile ( may or may not have blood) 


2. Depending on the type of percutaneous drain the signs of blockage can vary. 
a. transhepatic percutaneous drain: increasing jaundice, sepsis, 


increasing pain, dark urine, pale coloured stools, and leakage around 
insertion site. 


b. nephrostomy percutaneous drain: back or flank pain, sepsis, leakage 
or urine around insertion site and decrease or cessation of urine 
output. 


c. intra-abdominal percutaneous drain: pain, sepsis, decrease or 
cessation of output and leakage around insertion site. 
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Purpose:


To ensure adequate drainage from the kidney or bladder and help prevent urinary tract 
infection or kidney failure. 
Two types of urinary diversion: 


Nephrostomy Tube – drains urine directly from the kidney, from a lateral puncture 
in the flank 
Suprapubic (Cystostomy) Tube – drains urine from the bladder diverting it from 
the urethra and is inserted into the bladder through the lower abdominal wall 


Responsibility:


Nurse 


Equipment:


For dressing changes:


Sterile dressing tray 
Clean gloves; sterile gloves
Chlorhexidine Gluconate 2% and Isopropyl 70% solution skin cleanser 
4 X 4 gauze pads
4 X 4 drain dressings 
Tape
Incontinent pad 
Sterile normal saline
Sterile cotton-tipped applicators
Securement Device for percutaneous tubes (Drain-Fix) 


For nephrostomy-tube irrigation:


10 mL syringe 
Normal saline solution 
Antiseptic cleanser


For the drainage of nephrostomy tube:
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Drainage bag - Leg Bag
Vinyl connecting tube


Method:


General guidelines:


Perform hand hygiene.
Change dressing once a day and PRN.  
Ensure a securement device is in place to prevent dislodgement. 
When necessary, irrigate catheter tubes the same as an indwelling catheter. Irrigate 
gently to avoid damaging any suture lines.
Check catheter tubes frequently for kinks or obstructions. 
Suspect an obstruction when the amount of urine in the drainage bag decreases or the 
amount of urine around the insertion site increases. 
Check catheter tubes in postoperative urologic patients hourly for 24 hours to ensure 
adequate drainage and tube patency.
Check tube patency by noting the amount of urine in the drainage bag and check the
patient's bladder for distension. 
Notify the physician immediately if the catheter tube is dislodged or comes out or when 
an obstruction is suspected and not cleared by irrigation.


 To change the dressing:


1. Assemble all equipment.
2. Perform hand hygiene, provide privacy, and explain the procedure to the patient. 
3. Position patient and place an incontinent pad under the patient. 
4. Perform hand hygiene, put on clean gloves and remove soiled dressing. 
5. Perform hand hygiene, put on clean gloves and cleanse the wound.
6. Clean around insertion site with an antiseptic skin cleanser, moving from the insertion site 


outward in a circular motion. Continue in outward widening circles for approximately 5 
cm. Allow to air dry.


7. Apply drain dressing around the tube and tape to secure. 
8. Tape the suprapubic (cystostomy) tube to the patient's abdomen.
9. For nephrostomy tube, apply percutaneous securement device (i.e.: Drain Fix). 


10. Keep drainage bag below level of bladder at all times. 
11. Dispose of all contaminated supplies appropriately, remove gloves and perform hand 


hygiene.


To irrigate a nephrostomy tube:


1. Take a 10-mL syringe and fill with 5 mL of normal saline unless otherwise ordered. 
2. Clean the junction of the nephrostomy tube and drainage tube with antiseptic cleanser 


and disconnect the tubes. Clean the end of the nephrostomy tube with an antiseptic 
cleanser. 


3. If present, ensure that if stopcock is open to promote drainage.
4. Insert the syringe into the nephrostomy tube opening and gently instill 5 mL of saline


solution (unless otherwise ordered) into the tube. Never irrigate a nephrostomy tube with 
more than 5 mL of solution. 


5. Slowly aspirate the solution back into the syringe to avoid damaging the renal pelvis 
tissue. Never pull back forcefully on the plunger. 


6. If the solution does not return, remove the syringe from the tube and reattach it to the 
drainage tubing to allow the solution to drain by gravity.


Documentation:


Describe the colour and amount of drainage from the nephrostomy or suprapubic 
(cystostomy) tube, and record any colour changes as they occur. 
If irrigation is necessary, record the amount and type of irrigant used and whether or 
not a complete return was obtained. 
Document the condition of the insertion site. 
Document patient's response to treatment.


Special Considerations:


Physician order is required for irrigation.
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