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MEMORANDUM FOR RECORD

SUBJECT: Standing Operating Procedures for Closed Water-Sealed Chest Drainage

1.
Purpose: To provide a standard procedure for managing the patient with a closed water-sealed chest drainage system.

2.
References:

a.
Loeb, Stanley (Ed.) Manual of Critical Care Procedures. Pennsylvania, Springhouse Corporation, 1994.

b.
Suddarth, Doris S. The Lippincoff Manual of Nursing Practice. (5th Ed.). Philadelphia, J.B. Lippincoff Company, 1991.

3.
Responsibility: All Health Care Providers assigned to the Forward Surgical Team PACU/ICU.

4.
Adaptations to Care: The described procedure will be followed to the extent situation, time and equipment allow. Under adverse tactile conditions, the health care provider will exercise sound medical judgement to protect the patient and the health care provider.

5.
Equipment Required:

a.
Pleur-evac (or similar device) (one per chest tube or as directed by the physician).

b.
Two rubber shod large Kelly clamps.

c.
Sterile gloves.

d.
Chest catheter (physician will specify size).

e.
Suction unit.  

f.
Three inch adhesive tape.

g.
Providine solution - 10%.
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h.
Lidocaine 1% or 2%, syringe and needles.

1.
Sterile water or saline.

6.
Procedure:

a.
Assemble equipment: Provide as sterile a field as tactically feasible.  

(1)
When using commercial pleur-evac type equipment, fill the water-seal chamber through the one foot tube at the top of the chamber to the zero pressure (2cm) level or as directed by the physician. Fill the suction control chamber through the vent at the top of the chamber to the 20cm level or as directed by the physician; do not add water while suction is operative and never block the vent. The amount of suction is determined by the fluid level not the amount of mechanical suction applied. When the chest tube has been inserted into the patient, connect it to the six foot rubber tubing and collection chamber. Then connect the one foot suction chamber rubber tubing to the suction apparatus; start the suction pump and increase the amount of suction until bubbling appears in the suction chamber. Any adjustable continuous suction machine may be used.

b.
Pleur-evac type equipment: Chest drainage may be aspirated from the diaphragm in back of the collection chamber. 

c.
Rationale:


The chest tube is inserted to provide an escape route for fluid and/or air that would otherwise impinge on the lung. Therefore, it must be kept patent at all times.
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e.
Drainage is facilitated when the patient lies on his affected side. Protect tubing from kinking or pressure by placing towels on either side of the chest tube.

f.
Ensure the patient has adequate tubing length to allow turning freely in bed without creating tension on insertion site. Secure extra tubing to bed sheets with a rubber band and safety pin allowing major portion to rest horizontally between the patient and the tape and the short portion to run straight to apparatus.

g.
Encourage patient to cough and deep breath to aid lung expansion. These activities raise the intra-pulmonic pressure and facilitate removal of air and water from the chest.

7.
Documentation: Record type of chest drainage apparatus, and time started. Note the amount, color, presence of clots, and other characteristics of the drainage material when equipment was changed, and any problems with the apparatus and measures taken to correct problems.

8.
Additional Notes:

a.
Removal of tube is performed or directed by the physician. Equipment needed:

(1)
4x4's, ABD's

(2)
Tincture of benzoin with applicator

(3)
Three inch adhesive tape (not paper tape)

(4)
Disposable suture removal set

(5)
Vaseline gauze

b.
Procedure:

(1)
Assist physician as necessary.

(2)
Evaluate the chest site frequently for excessive drainage or bleeding.

(3)
Check vital signs and report any sudden rise in temperature or difficulty breathing to the physician.

(4)  Observe closely for the first 24 hours and treat negative outcomes appropriately.
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