CHEST TUBE FLUID MANAGEMENT NURSING

CHEST TUBE FLUID MANAGEMENT NURSING IS A CRITICAL SKILL THAT FORMS THE CORNERSTONE OF PATIENT RECOVERY
FOLLOWING THORACIC SURGERY, TRAUMA, OR CONDITIONS LEADING TO PLEURAL EFFUSIONS OR PNEUMOTHORAX. THIS COMPLEX
ASPECT OF PATIENT CARE INVOLVES METICULOUS MONITORING, PRECISE DOCUMENTATION, AND TIMELY INTERVENTION TO ENSURE
OPTIMAL LUNG EXPANSION AND PREVENT COMPLICATIONS. EFFECTIVE MANAGEMENT NOT ONLY ADDRESSES THE IMMEDIATE
PHYSIOLOGICAL NEEDS OF THE PATIENT BUT ALSO SIGNIFICANTLY IMPACTS THEIR OVERALL PROGNOSIS AND LENGTH OF
HOSPITAL STAY. THIS ARTICLE DELVES INTO THE MULTIFACETED RESPONSIBILITIES OF NURSES IN CHEST TUBE FLUID
MANAGEMENT, COVERING ASSESSMENT, DRAINAGE SYSTEMS, TROUBLESHOOTING, AND PATIENT EDUCATION, PROVIDING A
COMPREHENSIVE GUIDE FOR HEALTHCARE PROFESSIONALS.
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UNDERSTANDING CHEST TUBE DRAINAGE SYSTEMS

CHEST TUBE DRAINAGE SYSTEMS ARE SOPHISTICATED DEVICES DESIGNED TO RE-EXPAND COLLAPSED LUNGS BY REMOVING AIR,
BLOOD, OR OTHER FLUIDS FROM THE PLEURAL SPACE. THESE SYSTEMS TYPICALLY CONSIST OF A CHEST TUBE INSERTED INTO THE
PLEURAL CAVITY, CONNECTED TO A DRAINAGE UNIT. THE DRAINAGE UNIT IS CRUCIAL FOR MAINTAINING A ONE-WAY FLOW OF AIR
AND FLUID OUT OF THE PLEURAL SPACE WHILE PREVENTING AIR FROM ENTERING. UNDERSTANDING THE COMPONENTS AND
MECHANICS OF THESE SYSTEMS IS PARAMOUNT FOR EFFECTIVE NURSING MANAGEMENT. DIFFERENT TYPES OF DRAINAGE SYSTEMS
EXIST, EACH WITH ITS OWN ADVANTAGES AND SPECIFIC OPERATIONAL NUANCES THAT NURSES MUST MASTER.

Typres oF CHesT TuBe DRAINAGE SYSTEMS

THE PRIMARY GOAL OF ANY CHEST TUBE DRAINAGE SYSTEM IS TO CREATE NEGATIVE PRESSURE WITHIN THE PLEURAL SPACE,
FACILITATING LUNG RE-EXPANSION. THERE ARE GENERALLY THREE MAIN TYPES OF DRAINAGE SYSTEMS ENCOUNTERED IN CLINICAL
PRACTICE. EACH SYSTEM UTILIZES DIFFERENT MECHANISMS TO ACHIEVE THIS THERAPEUTIC OBJECTIVE AND REQUIRES DISTINCT
NURSING CONSIDERATIONS.

o WATER SEAL SYSTEMS: THESE ARE THE MOST COMMON TYPE OF CHEST DRAINAGE UNITS. THEY FEATURE A COLLECTION
CHAMBER FOR DRAINAGE, A WATER SEAL CHAMBER THAT ACTS AS A ONE-WAY VALVE TO PREVENT AIR FROM ENTERING
THE PLEURAL SPACE, AND AN OPTIONAL SUCTION CONTROL CHAMBER. THE BUBBLING IN THE WATER SEAL CHAMBER IS A
CRITICAL INDICATOR OF AIR LEAK.

o DRY SUCTION SYSTEMS: THESE SYSTEMS UTILIZE A MECHANICAL REGULATOR INSTEAD OF WATER TO CONTROL
SUCTION. THEY OFTEN HAVE AN INDICATOR WINDOW THAT SHOWS IF THE SYSTEM IS ON SUCTION AND A DIAL TO SET
THE DESIRED SUCTION LEVEL. DRY SYSTEMS ARE GENERALLY PREFERRED AS THEY REQUIRE LESS MONITORING FOR WATER
EVAPORATION AND CAN ACHIEVE HIGHER SUCTION LEVELS.

o WET SUCTION SYSTEMS: SIMILAR TO WATER SEAL SYSTEMS, WET SUCTION SYSTEMS USE A COLUMN OF WATER TO
REGULATE SUCTION. THE HEIGHT OF THIS WATER COLUMN DETERMINES THE NEGATIVE PRESSURE APPLIED. THESE SYSTEMS
ARE EFFECTIVE BUT REQUIRE CAREFUL MONITORING OF WATER LEVELS.



CoMPONENTS OF A CHEST DRAINAGE UNIT

A COMPREHENSIVE UNDERSTANDING OF EACH COMPONENT WITHIN A CHEST DRAINAGE UNIT IS VITAL FOR ACCURATE ASSESSMENT
AND TROUBLESHOOTING. EACH PART PLAYS A SPECIFIC ROLE IN THE EFFICIENT AND SAFE MANAGEMENT OF THE PLEURAL SPACE.

o CoLLEcTION CHAMBER: THIS IS WHERE THE DRAINED FLUID, BLOOD, OR AIR ACCUMULATES. NURSES MUST REGULARLY
ASSESS THE VOLUME, COLOR, AND CONSISTENCY OF THE OUTPUT IN THIS CHAMBER.

o WATER SEAL CHAMBER: THIS CHAMBER CONTAINS STERILE WATER, TYPICALLY TO THE 2 CM MARK. DURING INSPIRATION,
THE NEGATIVE PRESSURE IN THE PLEURAL SPACE DRAWS FLUID UP INTO THIS CHAMBER. DURING EXPIRATION, AIR OR FLUID
IS PUSHED OUT. TIDALING, THE RISE AND FALL OF THE WATER LEVEL WITH RESPIRATION, IS AN EXPECTED FINDING AND
INDICATES PATENCY OF THE SYSTEM.

¢ SucTioN CoNTROL CHAMBER: IF SUCTION IS ORDERED, THIS CHAMBER CONTROLS THE AMOUNT OF NEGATIVE PRESSURE
APPLIED TO THE PLEURAL SPACE. IN WET SYSTEMS, THIS IS ACHIEVED BY THE DEPTH OF THE SUCTION TUBE SUBMERGED IN
WATER. IN DRY SYSTEMS, A REGULATOR IS USED. VIGOROUS BUBBLING IN THIS CHAMBER TYPICALLY INDICATES THAT
THE SUCTION IS FUNCTIONING CORRECTLY.

EssSeENTIAL NURSING ASSESSMENTS FOR CHEST TuBE MANAGEMENT

THE NURSING ROLE IN CHEST TUBE MANAGEMENT EXTENDS FAR BEYOND SIMPLE OBSERVATION. [T INVOLVES A SYSTEMATIC AND
THOROUGH ASSESSMENT PROCESS THAT IDENTIFIES CHANGES IN THE PATIENT'S CONDITION, THE FUNCTIONALITY OF THE
DRAINAGE SYSTEM, AND POTENTIAL COMPLICATIONS. A PROACTIVE AND VIGILANT APPROACH TO ASSESSMENT IS KEY TO
ENSURING OPTIMAL PATIENT OUTCOMES AND PREVENTING ADVERSE EVENTS. THESE ASSESSMENTS SHOULD BE PERFORMED
FREQUENTLY AND DOCUMENTED METICULOUSLY.

RESPIRATORY SYSTEM ASSESSMENT

THE PRIMARY GOAL OF CHEST TUBE INSERTION IS TO FACILITATE LUNG RE-EXPANSION, AND THUS, A THOROUGH RESPIRATORY
ASSESSMENT IS PARAMOUNT. THIS INVOLVES EVALUATING THE PATIENT'S BREATHING PATTERN, LUNG SOUNDS, AND
OXYGENATION STATUS. CHANGES IN THESE PARAMETERS CAN DIRECTLY INDICATE THE EFFECTIVENESS OF THE CHEST TUBE OR THE
DEVELOPMENT OF COMPLICATIONS.

® BREATHING RATE AND EFFORT: ASSESS FOR TACHYPNEA, DYSPNEA, OR SHALLOW BREATHING.

o LUNG SOUNDS: AUSCULTATE ALL LUNG FIELDS FOR THE PRESENCE OR ABSENCE OF BREATH SOUNDS. DIMINISHED OR
ABSENT BREATH SOUNDS CAN INDICATE A RE-COLLAPSED LUNG OR A BLOCKED TUBE.

o OXYGEN SATURATION: MONITOR SPO2 LEVELS CLOSELY. A SUDDEN DROP MAY SIGNIFY RESPIRATORY DISTRESS OR
INADEQUATE VENTILATION.

® SYMMETRY OF CHEST EXCURSION: OBSERVE IF BOTH SIDES OF THE CHEST RISE AND FALL EQUALLY WITH RESPIRATIONS.
UNEQUAL EXCURSION CAN INDICATE A PROBLEM WITH LUNG EXPANSION ON ONE SIDE.

e Use oF ACCESSORY MUSCLES: NOTE ANY USE OF ACCESSORY MUSCLES FOR BREATHING, WHICH INDICATES INCREASED
\WORK OF BREATHING.



CHesT Tuse AND DRAINAGE SYSTEM ASSESSMENT

BEYOND THE PATIENT'S RESPIRATORY STATUS, A DETAILED ASSESSMENT OF THE CHEST TUBE INSERTION SITE AND THE DRAINAGE
SYSTEM ITSELF IS CRUCIAL. THIS ASSESSMENT ENSURES THE INTEGRITY OF THE SYSTEM AND THE ABSENCE OF LOCAL
COMPLICATIONS.

INSERTION SITE: INSPECT THE SKIN AROUND THE INSERTION SITE FOR REDNESS, SWELLING, DRAINAGE, OR SIGNS OF
INFECTION. ENSURE THE DRESSING IS CLEAN, DRY, AND INTACT. PALPATE FOR SUBCUTANEOUS EMPHYSEMA (CREPITUS).

e TuUBE PATENCY: ASSESS FOR KINKS, LOOPS, OR DEPENDENT LOOPS IN THE TUBING THAT COULD OBSTRUCT DRAINAGE.
ENSURE THE TUBING IS POSITIONED TO ALLOW GRAVITY-ASSISTED DRAINAGE.

¢ DRAINAGE SYSTEM FUNCTIONALITY: CHECK FOR PROPER WATER SEAL FUNCTION, INDICATED BY GENTLE BUBBLING DURING
EXPIRATION AND TIDALING. VERIFY SUCTION OPERATION IF ORDERED, NOTING APPROPRIATE BUBBLING IN THE SUCTION
CONTROL CHAMBER.

® DRAINAGE QUTPUT: MEASURE AND DOCUMENT THE AMOUNT OF DRAINAGE ACCURATELY AT REGULAR INTERVALS AS PER
FACILITY PROTOCOL. NOTE THE COLOR, CONSISTENCY, AND ANY UNUSUAL ODOR OF THE DRAINAGE.

MoONITORING AND DOCUMENTING CHEST TUBE DRAINAGE

ACCURATE AND CONSISTENT MONITORING AND DOCUMENTATION OF CHEST TUBE DRAINAGE ARE FUNDAMENTAL TO EFFECTIVE
PATIENT CARE. THIS DATA PROVIDES A VITAL RECORD OF THE PATIENT'S PROGRESS, HELPS IDENTIFY TRENDS, AND INFORMS
CLINICAL DECISION-MAKING. A WELL-MAINTAINED RECORD ALLOWS THE HEALTHCARE TEAM TO ASSESS THE RATE OF DRAINAGE,
THE CHARACTER OF THE FLUID, AND THE PRESENCE OF AIR LEAKS, ALL OF WHICH ARE CRITICAL INDICATORS OF THE PATIENT'S
RECOVERY.

QUANTIFYING AND CHARACTERIZING DRAINAGE

THe VOLUME, COLOR, AND CONSISTENCY OF FLUID DRAINED ARE KEY INDICATORS OF THE UNDERLYING PATHOLOGY AND THE
EFFECTIVENESS OF THE DRAINAGE. NURSES MUST BE METICULOUS IN MEASURING AND DESCRIBING THESE CHARACTERISTICS.

* VOLUME MEASUREMENT: DRAINAGE UNITS USUALLY HAVE CALIBRATED MARKINGS. RECORD THE TOTAL AMOUNT OF
DRAINAGE COLLECTED AT SPECIFIED INTERVALS (E.G., HOURLY, EVERY SHIFT).

o CoLoRr AND CONSISTENCY: DESCRIBE THE DRAINAGE ACCURATELY. COMMON DESCRIPTIONS INCLUDE SEROUS (CLEAR,
YELLOWISH), SEROSANGUINEOUS (PINKISH, WATERY ), SANGUINEOUS (BLOODY, RED), PURULENT (PUS-LIKE, THICK), OR

cHyLous (MILKY WHITE).

e ODOR: NOTE ANY FOUL OR UNUSUAL ODORS, WHICH COULD INDICATE INFECTION.

DocuUMeNTING AIR LEAKS

AIR LEAKS ARE A COMMON OCCURRENCE AND ARE TYPICALLY IDENTIFIED BY BUBBLING IN THE WATER SEAL CHAMBER. MONITORING
AND DOCUMENTING THE PRESENCE AND INTENSITY OF BUBBLING ARE ESSENTIAL FOR MANAGING PNEUMOTHORAX AND ASSESSING



THE HEALING PROCESS.

¢ INTERMITTENT BUBBLING: USUALLY OBSERVED DURING EXHALATION OR COUGHING, INDICATING RESIDUAL AIR BEING
EXPELLED FROM THE PLEURAL SPACE.

¢ CONTINUOUS BUBBLING: SUGGESTS AN ACTIVE, ONGOING AIR LEAK FROM THE LUNG OR PLEURAL SPACE. THIS OFTEN
REQUIRES INTERVENTION.

e No BUBBLING: MAY INDICATE RESOLUTION OF THE AIR LEAK OR A BLOCKED TUBE.

ACCURATE DOCUMENTATION OF CHEST TUBE FLUID MANAGEMENT NURSING CARE IS NOT JUST A REGULATORY REQUIREMENT;, IT IS
A CORNERSTONE OF PATIENT SAFETY AND EFFECTIVE COMMUNICATION WITHIN THE HEALTHCARE TEAM. THIS DOCUMENTATION
SHOULD INCLUDE:

e DATE AND TIME OF ALL ASSESSMENTS AND INTERVENTIONS.

® RESPIRATORY STATUS FINDINGS (RATE, EFFORT, LUNG SOUNDS, SPO2).

o CHEST TUBE INSERTION SITE ASSESSMENT (CONDITION OF SKIN, DRESSING).

® DRAINAGE SYSTEM ASSESSMENT (WATER SEAL FUNCTION, SUCTION STATUS, BUBBLING, TIDALING).
® VOLUME, COLOR, CONSISTENCY, AND ODOR OF DRAINAGE.

® PRESENCE AND CHARACTERISTICS OF ANY AIR LEAK.

® PATIENT'S TOLERANCE OF THE PROCEDURE AND ANY REPORTED SYMPTOMS.

e ANY INTERVENTIONS PERFORMED (E.G., REPOSITIONING TUBING, NOTIFYING PHYSICIAN).

ComMMoN CoMpLICATIONS IN CHEST Tugse FLUID MANAGEMENT AND NURSING
INTERVENTIONS

DESPITE THE BEST NURSING CARE, COMPLICATIONS CAN ARISE IN PATIENTS WITH CHEST TUBES. EARLY RECOGNITION AND PROMPT
INTERVENTION ARE CRUCIAL TO MITIGATE THESE RISKS AND ENSURE PATIENT SAFETY. NURSES MUST BE KNOWLEDGEABLE ABOUT
POTENTIAL COMPLICATIONS AND PREPARED TO ACT SWIFTLY WHEN THEY OCCUR. UNDERSTANDING THE PATHOPHYSIOLOGY
BEHIND THESE COMPLICATIONS ALLOWS FOR MORE TARGETED NURSING CARE.

PAIN AND DISCOMFORT

CHEST TUBES CAN BE A SIGNIFICANT SOURCE OF PAIN AND DISCOMFORT FOR PATIENTS, IMPACTING THEIR ABILITY TO BREATHE
DEEPLY, COUGH EFFECTIVELY, AND AMBULATE. EFFECTIVE PAIN MANAGEMENT IS A PRIMARY NURSING RESPONSIBILITY.

e ASSESSMENT: REGULARLY ASSESS THE PATIENT'S PAIN LEVEL USING A VALIDATED PAIN SCALE.

® |NTERVENTIONS: ADMINISTER PRESCRIBED ANALGESICS ON A REGULAR SCHEDULE OR AS NEEDED. ENCOURAGE DEEP



BREATHING AND COUGHING EXERCISES, SPLINTING THE CHEST TUBE SITE WITH A PILLOW TO MINIMIZE PAIN.

® POSITIONING: ASSIST THE PATIENT TO FIND COMFORTABLE POSITIONS THAT FACILITATE LUNG EXPANSION AND
DRAINAGE.

INFECTION

THE INSERTION SITE OF A CHEST TUBE IS A POTENTIAL PORTAL OF ENTRY FOR PATHOGENS, LEADING TO LOCAL OR SYSTEMIC
INFECTION. STRICT ASEPTIC TECHNIQUE IS PARAMOUNT IN PREVENTING THIS COMPLICATION.

o ASSESSMENT: MONITOR THE INSERTION SITE FOR SIGNS OF INFECTION, SUCH AS REDNESS, WARMTH, SWELLING, PURULENT
DRAINAGE, OR FEVER.

® |[NTERVENTIONS: MAINTAIN STRICT ASEPTIC TECHNIQUE DURING ALL DRESSING CHANGES AND MANIPULATIONS OF THE
CHEST TUBE SYSTEM. REPORT ANY SIGNS OF INFECTION TO THE PHYSICIAN IMMEDIATELY FOR FURTHER EVALUATION AND
TREATMENT.

SUBCUTANEOUS EMPHYSEMA

SUBCUTANEOUS EMPHYSEMA OCCURS WHEN AIR ESCAPES FROM THE PLEURAL SPACE AND DISSECTS INTO THE SUBCUTANEOUS
TISSUES OF THE CHEST WALL, NECK, AND FACE. |T IS OFTEN INDICATED BY A CRACKLING SENSATION WHEN THE SKIN IS PALPATED.

e ASSESSMENT: PALPATE THE SKIN AROUND THE INSERTION SITE AND CHEST FOR CREPITUS. ASSESS FOR SWELLING IN THE
NECK OR FACE.

® |NTERVENTIONS: NOTIFY THE PHYSICIAN IF SUBCUTANEOUS EMPHYSEMA IS SUSPECTED. CONTINUE TO MONITOR THE
EXTENT OF THE EMPHYSEMA AND THE PATIENT'S RESPIRATORY STATUS. LARGE AMOUNTS OF SUBCUTANEOUS AIR MAY
REQUIRE ADDITIONAL CHEST TUBE MANAGEMENT OR INTERVENTION.

BLockep or CLOTTED TUBE

A CHEST TUBE CAN BECOME BLOCKED BY BLOOD CLOTS, FIBRIN, OR KINKS IN THE TUBING, IMPAIRING DRAINAGE AND POTENTIALLY
LEADING TO LUNG RE-COLLAPSE OR PNEUMOTHORAX. THIS IS A CRITICAL EMERGENCY FOR CHEST TUBE FLUID MANAGEMENT
NURSING.

o ASSESSMENT: MONITOR DRAINAGE OUTPUT FOR ANY SUDDEN DECREASE OR ABSENCE OF FLOW. ASSESS FOR INCREASED
RESPIRATORY DISTRESS AND ABSENT BREATH SOUNDS ON THE AFFECTED SIDE.

® |[NTERVENTIONS: GENTLY MILK OR STRIP THE TURING IF INDICATED AND PERMITTED BY PROTOCOL TO DISLODGE CLOTS,
USING APPROPRIATE TECHNIQUE AND CAUTION. AVOID EXCESSIVE FORCE, WHICH COULD DISLODGE THE TUBE OR DAMAGE
LUNG TISSUE. REPOSITION THE PATIENT. IMMEDIATELY NOTIFY THE PHYSICIAN.



Re-EXPANSION PULMONARY EDEMA

ALTHOUGH RARE, RETEXPANSION PULMONARY EDEMA CAN OCCUR AFTER RAPID REZINFLATION OF A CHRONICALLY COLLAPSED
LUNG. |T PRESENTS AS SHORTNESS OF BREATH, COUGH, AND FROTHY SPUTUM.

® ASSESSMENT: MONITOR FOR SUDDEN ONSET OF DYSPNEA, COUGH, AND PINK, FROTHY SPUTUM, ESPECIALLY AFTER A
LARGE VOLUME OF FLUID HAS BEEN DRAINED OR AIR HAS BEEN REMOVED.

® |[NTERVENTIONS: SLOW DOWN THE DRAINAGE RATE IF IT IS TOO RAPID. NOTIFY THE PHYSICIAN IMMEDIATELY. TREATMENT
MAY INVOLVE OXYGEN THERAPY AND SUPPORTIVE CARE.

TROUBLESHOOTING CHEST TUBE ISSUES

EFFECTIVE CHEST TUBE FLUID MANAGEMENT NURSING REQUIRES THE ABILITY TO IDENTIFY AND ADDRESS COMMON ISSUES THAT
CAN COMPROMISE THE FUNCTION OF THE DRAINAGE SYSTEM. PROACTIVE TROUBLESHOOTING CAN PREVENT THE ESCALATION OF
PROBLEMS AND ENSURE THE PATIENT'S CONTINUED RECOVERY. NURSES ARE OFTEN THE FIRST LINE OF DEFENSE WHEN A CHEST TUBE
SYSTEM IS NOT FUNCTIONING OPTIMALLY.

No BUBBLING IN THE W ATER SEAL

THE ABSENCE OF BUBBLING IN THE WATER SEAL CHAMBER, WHEN AIR IS EXPECTED TO BE PRESENT, CAN INDICATE SEVERAL ISSUES.

o POTENTIAL CAUSES: A COMPLETE SEAL OF THE PLEURAL SPACE (LUNG FULLY RE‘EXPANDED)/ A BLOCKED TUBE, OR A
LEAK IN THE SYSTEM ELSEWHERE.

® TROUBLESHOOTING STEPS:

o ASSESS THE PATIENT FOR IMPROVED BREATHING AND LUNG SOUNDS.
o GENTLY PALPATE AROUND THE INSERTION SITE FOR CREPITUS.

o CHECK THE ENTIRE LENGTH OF THE TUBING FOR KINKS OR OBSTRUCTIONS.

[¢]

IF sucTION IS APPLIED, ENSURE IT IS FUNCTIONING CORRECTLY.

© |F THE PATIENT IS COUGHING OR EXHALING FORCEFULLY, AND STILL NO BUBBLING IS OBSERVED, CONSIDER A
BLOCKED TUBE OR COMPLETE LUNG SEAL. NOTIFY THE PHYSICIAN.

CoNTINUoUS BUBBLING IN THE WATER SEAL

CONTINUOUS BUBBLING IN THE WATER SEAL CHAMBER USUALLY SIGNIFIES AN AIR LEAK.



o POTENTIAL CAUSES: AIR LEAKING FROM THE INSERTION SITE, A LOOSE CONNECTION IN THE SYSTEM, OR AN AIR LEAK
FROM THE LUNG ITSELF.

® TROUBLESHOOTING STEPS:
© SECURELY CLAMP THE CHEST TUBE CLOSE TO THE DRAINAGE UNIT. IF BUBBLING STOPS, THE LEAK IS IN THE UNIT
OR CONNECTIONS. CHECK AND TIGHTEN ALL CONNECTIONS.

o |F BUBBLING CONTINUES AFTER CLAMPING NEAR THE UNIT, CLAMP THE TUBE CLOSER TO THE PATIENT (IF POSSIBLE
AND APPROPRIATE). IF BUBBLING STOPS, THE LEAK IS BETWEEN THE CLAMP AND THE PATIENT.

© |F THE LEAK IS AT THE INSERTION SITE, REINFORCE THE DRESSING WITH PETROLEUM GAUZE AND NOTIFY THE
PHYSICIAN.

o |F THE LEAK IS FROM THE LUNG, IT WILL LIKELY RESOLVE ON ITS OWN, BUT REQUIRES CLOSE MONITORING.

DRAINAGE SYSTEM DISCONNECTION

ACCIDENTAL DISCONNECTION OF THE CHEST TUBE FROM THE DRAINAGE UNIT IS A SERIOUS EVENT THAT CAN LEAD TO
PNEUMOTHORAX AND PATIENT HARM. IMMEDIATE INTERVENTION IS NECESSARY.

¢ |IMMEDIATE ACTIONS:

o Do NOT RE-CLAMP THE TUBE UNLESS SPECIFICALLY INSTRUCTED BY THE PHYSICIAN.

o |F THE DISCONNECTION OCCURS, TRY TO RE-ESTABLISH THE WATER SEAL BY SUBMERGING THE END OF THE CHEST
TUBE IN A STERILE CONTAINER OF STERILE WATER OR SALINE.

o NOTIFY THE PHYSICIAN IMMEDIATELY AND PREPARE FOR SYSTEM RE-ESTABLISHMENT OR REINSERTION.

PATIENT EDUCATION AND CARE RELATED TO CHEST TUBES

EDUCATING PATIENTS AND THEIR FAMILIES ABOUT CHEST TUBES IS AN INTEGRAL PART OF CHEST TUBE FLUID MANAGEMENT
NURSING. [UNDERSTANDING THE PURPOSE OF THE TUBE, WHAT TO EXPECT, AND HOW TO CARE FOR IT AT HOME CAN REDUCE
ANXIETY, IMPROVE ADHERENCE TO TREATMENT, AND PROMOTE A SMOOTHER RECOVERY. THIS EDUCATION SHOULD BEGIN AS
SOON AS THE PATIENT IS STABLE AND CONTINUES UNTIL DISCHARGE.

EXPLAINING THE PROCEDURE AND PURPOSE

PATIENTS OFTEN FEEL ANXIOUS ABOUT THE PRESENCE OF A CHEST TUBE. CLEAR EXPLANATIONS CAN ALLEVIATE FEARS AND
FOSTER COOPERATION.



o Key INFORMATION TO CONVEY:

o EXPLAIN WHY THE CHEST TUBE WAS PLACED (E.G., TO REMOVE AIR/FLUID, RE-EXPAND THE LUNG).
o DESCRIBE HOW THE DRAINAGE SYSTEM WORKS IN SIMPLE TERMS.

o REASSURE THE PATIENT THAT THE TUBE IS SECURED AND SHOULD NOT BE PAINFUL AFTER LOCAL ANESTHESIA HAS
\WORN OFF, ALTHOUGH DISCOMFORT MAY BE PRESENT.

ACTIVITIES AND MOBILITY

ENCOURAGING EARLY MOBILIZATION IS VITAL FOR PREVENTING COMPLICATIONS LIKE PNEUMONIA AND DEEP VEIN THROMBOSIS.
HO\X/EVER, IT MUST BE DONE SAFELY WITH THE CHEST TUBE IN PLACE.

e MoBILITY GUIDELINES:

© ENCOURAGE WALKING AND REPOSITIONING AS TOLERATED.
o ENSURE THE DRAINAGE UNIT IS KEPT BELOW THE LEVEL OF THE CHEST DURING AMBULATION.
o DEMONSTRATE HOW TO SAFELY CARRY THE DRAINAGE UNIT.

o ADVISE AGAINST FORCEFUL TWISTING OR PULLING ON THE TUBING.

HoMe CARE INSTRUCTIONS (IF APPLICABLE)

FOR PATIENTS DISCHARGED WITH A CHEST TUBE (LESS COMMON BUT POSSIBLE), CLEAR HOME CARE INSTRUCTIONS ARE
ESSENTIAL. THIS OFTEN INVOLVES A HOME HEALTH NURSE FOR CONTINUED MONITORING AND MANAGEMENT.

* DISCHARGE EDUCATION:

o

PROVIDE WRITTEN INSTRUCTIONS ON HOW TO MONITOR DRAINAGE, MANAGE THE SYSTEM, AND RECOGNIZE SIGNS
OF COMPLICATIONS.

[¢]

INSTRUCT ON WOUND CARE AND DRESSING CHANGES.

[¢]

SPECIFY DIETARY RESTRICTIONS IF CHYLOTHORAX IS SUSPECTED (E.G., LOW-FAT DIET).

o PROVIDE CONTACT INFORMATION FOR THE HEALTHCARE TEAM IN CASE OF EMERGENCIES.



THe NUrse’s RoLE IN CHesT Tugse REMovAL

CHEST TUBE REMOVAL IS A PROCEDURE THAT REQUIRES CAREFUL ASSESSMENT AND SKILLED NURSING INTERVENTION TO MINIMIZE
PATIENT DISCOMFORT AND PREVENT COMPLICATIONS. THE DECISION TO REMOVE A CHEST TUBE IS MADE BY THE PHYSICIAN, BUT
THE NURSING PREPARATION AND POST-REMOVAL CARE ARE CRITICAL FOR A SUCCESSFUL OUTCOME.

PREPARATION FOR REMOVAL

ENSURING THE PATIENT IS ADEQUATELY PREPARED IS KEY TO A SMOOTH CHEST TUBE REMOVAL PROCESS.
o PATIENT ASSESSMENT:
o CONFIRM THAT THE PHYSICIAN HAS ORDERED CHEST TUBE REMOVAL BASED ON CLINICAL CRITERIA (E.G., MINIMAL
DRAINAGE, ABSENCE OF AIR LEAK, LUNG FULLY RE-EXPANDED).
o ASSESS THE PATIENT'S PAIN LEVEL AND ADMINISTER ANALGESICS AS PRESCRIBED PRIOR TO THE PROCEDURE.
o EXPLAIN THE PROCEDURE TO THE PATIENT, INCLUDING WHAT TO EXPECT DURING AND IMMEDIATELY AFTER
REMOVAL.

® EQUIPMENT GATHERING:

o GATHER ALL NECESSARY SUPPLIES: STERILE GLOVES, STERILE GAUZE, PETROLEUM-IMPREGNATED GAUZE, TAPE,
STERILE DRESSING KIT, AND POTENTIALLY A SUTURE REMOVAL KIT IF THE TUBE WAS SUTURED IN PLACE.

DURING AND AFTER REMOVAL
THE NURSE PLAYS AN ACTIVE ROLE IN ASSISTING THE PHYSICIAN AND MANAGING THE PATIENT POST-PROCEDURE.
e ASSISTING THE PHYSICIAN:
o THE PHYSICIAN WILL TYPICALLY INSTRUCT THE PATIENT TO TAKE A DEEP BREATH AND EXHALE FORCEFULLY
(VALSALVA MANEUVER) OR HOLD THEIR BREATH WHILE REMOVING THE TUBE.
o THE NURSE WILL BE PREPARED TO IMMEDIATELY COVER THE INSERTION SITE WITH A STERILE, OCCLUSIVE
DRESSING.

e PosT-RemovAL CARE:

o CONTINUE TO MONITOR THE PATIENT'S VITAL SIGNS AND RESPIRATORY STATUS CLOSELY.

o INSPECT THE INSERTION SITE FOR BLEEDING OR SIGNS OF AIR LEAK (E.G./ BUBBLING THROUGH THE DRESSING).



ENCOURAGE DEEP BREATHING AND COUGHING EXERCISES TO PROMOTE LUNG RE-EXPANSION.

[¢]

o ADVISE THE PATIENT TO AVOID STRENUOUS ACTIVITY FOR A SPECIFIED PERIOD.
o INSTRUCT THE PATIENT ON HOW TO CARE FOR THE DRESSING AND WHEN IT CAN BE REMOVED.

o DOCUMENT THE PROCEDURE, PATIENT TOLERANCE, AND ANY FINDINGS.

FREQUENTLY ASkeD QUESTIONS

Q: WHAT IS THE PRIMARY GOAL OF CHEST TUBE FLUID MANAGEMENT NURSING?

A: THE PRIMARY GOAL OF CHEST TUBE FLUID MANAGEMENT NURSING IS TO ENSURE THE EFFECTIVE REMOVAL OF AIR, BLOOD, OR
FLUID FROM THE PLEURAL SPACE TO PROMOTE LUNG RE-EXPANSION, RESTORE NEGATIVE INTRAPLEURAL PRESSURE, AND PREVENT
COMPLICATIONS.

QZ How OFTEN SHOULD CHEST TUBE DRAINAGE BE ASSESSED?

A: CHEST TUBE DRAINAGE SHOULD BE ASSESSED FREQUENTLY, TYPICALLY AT LEAST EVERY SHIFT OR AS PER FACILITY
PROTOCOL. CRITICAL PARAMETERS LIKE OUTPUT, COLOR, AND CONSISTENCY, AS WELL AS THE DRAINAGE SYSTEM'S
FUNCTIONALITY, REQUIRE REGULAR MONITORING.

QI \WHAT DOES CONTINUOUS BUBBLING IN THE WATER SEAL CHAMBER INDICATE?

A: CONTINUOUS BUBBLING IN THE WATER SEAL CHAMBER TYPICALLY INDICATES AN AIR LEAK INTO THE PLEURAL SPACE OR THE
DRAINAGE SYSTEM. THIS REQUIRES PROMPT ASSESSMENT AND POTENTIAL INTERVENTION TO IDENTIFY AND ADDRESS THE SOURCE
OF THE AIR LEAK.

Q: WHAT NURSING INTERVENTIONS ARE CRUCIAL FOR PREVENTING INFECTION AT THE
CHEST TUBE INSERTION SITE?

A: CRUCIAL NURSING INTERVENTIONS INCLUDE MAINTAINING STRICT ASEPTIC TECHNIQUE DURING ALL DRESSING CHANGES AND
MANIPULATIONS OF THE TUBE AND DRAINAGE SYSTEM, ENSURING THE INSERTION SITE DRESSING REMAINS CLEAN, DRY, AND INTACT,
AND MONITORING FOR SIGNS OF LOCAL INFECTION SUCH AS REDNESS, SWELLING, WARMTH, OR PURULENT DRAINAGE.

Q: WHAT IS TIDALING IN A CHEST TUBE SYSTEM?

A: TIDALING REFERS TO THE RISE AND FALL OF THE WATER LEVEL IN THE WATER SEAL CHAMBER THAT CORRESPONDS WITH THE
PATIENT’S BREATHING PATTERN. |T IS AN EXPECTED FINDING AND INDICATES THAT THE CHEST TUBE AND WATER SEAL ARE
FUNCTIONING CORRECTLY, ALLOWING FOR NORMAL PRESSURE FLUCTUATIONS IN THE PLEURAL SPACE.

Q: How SHOULD A NURSE MANAGE A KINKED CHEST TUBE?

A: IF A KINK IS IDENTIFIED IN THE CHEST TUBE, THE NURSE SHOULD GENTLY STRAIGHTEN THE TUBING TO RESTORE DRAINAGE. IT1s
CRUCIAL TO ENSURE THE TUBING IS FREE FROM DEPENDENT LOOPS AND KINKS TO MAINTAIN UNOBSTRUCTED DRAINAGE AND
PREVENT COMPLICATIONS LIKE PNEUMOTHORAX.



Q: WHEN IS IT APPROPRIATE TO CLAMP A CHEST TUBE?

A: CLAMPING A CHEST TUBE IS GENERALLY DONE ONLY WHEN TROUBLESHOOTING AN AIR LEAK, WHEN DRAINING THE SYSTEM, OR
IMMEDIATELY PRIOR TO REMOVAL. |T SHOULD NOT BE DONE ROUTINELY AS IT CAN LEAD TO A BUILDUP OF PRESSURE AND
POTENTIAL COMPLICATIONS. ALWAYS FOLLOW PHYSICIAN ORDERS AND FACILITY POLICY REGARDING CLAMPING.

QZ \WHAT ARE THE SIGNS AND SYMPTOMS OF SUBCUTANEOUS EMPHYSEMA?

A: SIGNS AND SYMPTOMS OF SUBCUTANEOUS EMPHYSEMA INCLUDE A CRACKLING SENSATION (CREPITUS) WHEN PALPATING THE
SKIN AROUND THE INSERTION SITE AND CHEST, AND POTENTIALLY VISIBLE SWELLING IN THE CHEST WALL, NECK, OR FACE. THis
INDICATES AIR HAS ESCAPED THE PLEURAL SPACE INTO THE SURROUNDING TISSUES.

QI WHAT NURSING CARE IS ESSENTIAL AFTER CHEST TUBE REMOVAL?

A: AFTER CHEST TUBE REMOVAL, ESSENTIAL NURSING CARE INCLUDES MONITORING VITAL SIGNS AND RESPIRATORY STATUS,
INSPECTING THE INSERTION SITE FOR BLEEDING OR AIR LEAK, ENCOURAGING DEEP BREATHING AND COUGHING EXERCISES TO
PROMOTE LUNG EXPANSION, AND EDUCATING THE PATIENT ON WOUND CARE AND ACTIVITY RESTRICTIONS.
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