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Central Line Procedural Checklist 

Indication: To document procedural practices related to insertion technique for CVP lines, dialysis access ports, and central lines (including PICC). 

	Type of catheter:     (  Central Line                                  Location______________________

                                  (   Dialysis Catheter                         Location______________________                    

                                  (   PICC Line                                     Location______________________                                 

                                   (   Thoracentesis                              Location______________________                               

                                   (   Paracentesis                               Location______________________                           

                                   (   Tissue/Bone Marrow Biopsy       Location______________________    

                                   (   Other:                                       

Is this a NEW line:     (   YES          (    NO 

Is the procedure:     (   Elective  (  Re-position  (  Emergent  ( Other:________________ 

State reason for placing in femoral area:



	Procedural Checklist 

	Safety Practice 
	YES 
	YES 
(After Reminder) 

	Before procedure, did the provider: 

	(Cleanse hands? (ASK, if unsure) 
	(
	(

	(Prep procedure site using aseptic technique? With large chlorop. 

    Applicator.   
*30 seconds for dry site  (esp. subclavian, Jugular)
**2 minutes for moist site (esp. femoral) 
	(
	(

	(Use large drape to cover patient in sterile fashion? 
	(
	(

	During procedure, did the provider: 

	(Wear sterile gloves during catheter insertion? 
	(
	(

	( Mask, and sterile gown? 
	(
	(

	(Maintain sterile field? 
	(
	(

	(Use ultrasound/Sonasite if appropriate? 
	(
	(

	(Did assisting physician follow the same precautions? 

   (hand washing, mask, gloves, gown) 
	(
	(

	(Did all staff in the room wear a mask? 
	(
	(

	After the procedure: 

	(Was sterile technique maintained when applying dressing? 
	
	

	(Was dressing dated? 
	
	

	Name of Physician/Surgeon: _______________________Name of Assistant__________________

Name of RN (auditor): _____________________________________ Today’s Date: ___-___-___ 

	Placement confirm by  X-ray by Physician [ ]
____________________________________MD/DO

Signature.
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PLEASE RETURN COMPLETED FORM TO: Infection Control:

