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Central Venous Catheter (CVC) Insertion - Summary Clinical Guideline 
 

Reference No: CG-T/2009/074 
 

Appropriate indications 

 Measurement of central venous pressure 

 Administration of intravenous fluids and drugs including long term antibiotics, Total 
Parenteral Nutrition (TPN), drugs irritants to peripheral veins  

 Blood sampling 

Approved routes  

 Internal jugular vein (preferred route) 

 Infraclavicular approach to the subclavian 

 Femoral approach in a patient with abnormal clotting 

 Other approaches should also be considered, for example the insertion of PICC lines via 
the anticubital fossa for TPN or long-term antibiotics 

 
Contraindications 
 Coagulopathy. If INR is greater than 1.5 and platelets less than 80 consideration should 

be given to correction of abnormal clotting. This may be overridden on occasions where 
the benefit of a CVC outweighs the risks of insertion 

 Serious distortion of neck anatomy 

 Inability of patient to lie still with head-down tilt for required length of 
time 

 
Insertion 

1. If the patient has capacity then consent must be obtained  
 

2. The procedure will take place in an area with adequate lighting, availability of spare 
materials and resuscitation equipment. A bed or trolley with head tilting facility is essential. 
Skilled assistance must be available for the duration of the procedure. In a ward setting 
consideration should be given to carrying out the procedure in a sideroom. 

 

3. A gown and gloves should be worn. The skin should be cleaned with 2% chlorhexidine 
in 70% alcohol and allowed to dry. The area should be draped adequately. The CVC 
will be silver impregnated to reduce the risk of line colonisation. Three way taps should 
not to be used. Instead needle-less systems (e.g. Bionnector) should be used to 
reduce incidence of infection. The line should be dressed with a sterile transparent semi-
permeable dressing. 

 

4. If an attempt by the internal jugular or subclavian route is unsuccessful a chest xray should 
normally be taken before any attempt is made on the other side. This may be overridden 
if the benefits of a CVC outweigh the potential risk of further attempts. 

 

5. If attempts by two routes fail the situation must be discussed with the Consultant 
responsible. Complications of a potentially or actually life threatening nature must be 
reported to the responsible Consultant immediately. 

 

6. The number of lumens should be kept to a minimum to help minimise the risk of infection. 
The choice of catheter will usually be an antimicrobial 16cm triple lumen catheter. In critical 
care areas a quad lumen CVC will be the preferred line. 

 

7. A standard pack is available for use. This contains all necessary equipment 
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8. Ultrasound guidance should be used when placing internal jugular lines. 
 

9. The Seldinger technique should be used for the placement of all CVC’s.  The line should 
be secured to ensure there is no slippage of the line either inwards or outwards. 

 

10. The wire should be removed following insertion. This should be witnessed by the assistant 
and this should clearly be documented. 

 

11. Correct tip replacement of CVC’s is important. As a general guide: 

 

i. Adult right internal jugular 10 – 12 cm 

ii. Adult right subclavian 8 – 10 cm 

iii. Adult left internal jugular 14 – 16 cm 

iv. Adult left subclavian 12 – 14 cm 

 
These measurements are a guide and should not be taken as absolute. 
 

12. The tip of the CVC should be at the level of the carina on the chest xray. If this is not the 
case then this should be clearly documented and either repositioned or removed at the 
earliest opportunity if safe to use. 

 

13. Blood should be aspirated from all ports to ensure intravascular placement. 

 

14. Following insertion a chest xray should be taken as soon as is practical. Aspiration of blood 
and pressure wave observation may be taken as evidence of intravascular placement. 
However, no hyperosmolar solution (bicarbonate, parenteral nutrition solution) should be 
infused until the position of the tip is known. 

 

15. If the carotid artery is punctured then firm pressure needs to be applied for 5 minutes and 
staff made aware to observe for signs of airway obstruction 

 

16. CVC’s should not routinely be replaced, as there is no evidence for this practice.  If the 
patient has evidence of sepsis consideration should be given to remove the line and 
replace in a new site. The tip of line should be sent to microbiology for culture and 
sensitivity. Lines should not be wired and replaced. 

 

17. Following insertion/attempted insertion the following will be recorded in the patient’s 
health record: 
 

a. Date and time of insertion 

b. Name of the doctor undertaking the procedure (including supervisor)  

c. Route of insertion and whether ultrasound was used 

d. Difficulties encountered and how they were managed 

e. Type of catheter used, and length of insertion 

f. Chest xray findings (position of tip, absence of pneumothorax) 

g. Confirmation of wire removal. This should be witnessed by a second person. 

h. Signature and designation of doctor 
 


