
The CSF Drainage System 
(Lumbar drains: Freeman ICCU) 

 
 
 
 

Drain level 

This should be set 

To the prescribed 

height (cm). 

General patient care 
 

 
 

CSF observations 
 The colour and amount of CSF in the drainage chamber 

should be recorded hourly. 

 First clamp both three-way taps off to the patient. 

 Record the amount and colour on the chart. 

 Open the two slide clamps between the drainage chamber 
and the collection bag and allow the CSF a few seconds to 
drain. 

 Close the slide clamps between the drainage chamber and 
collection bag. 

 

Zero point 

Keep this 

three-way 

tap level 

with the 

patient’s 

right atrium 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Patient Trouble Shooting 

Slide Clamps Only 

open these when 

three-way taps 

are closed “off” to 

the patient. 

 
 
 
 
 
 
 
 
 
 

Collection bag 

 Open the three-way taps to both the patient and the 
drainage system. 

 Inform the anaesthetist of any significant changes in colour 
or amount drained. 

Patient positioning 
 

Discuss with surgeons the maximum angle the patient can be nursed. 
Ideally the patients should be nursed with the head of the bed at no 

greater than 30
0
. If the patient develops headache, neurological 

symptoms or CSF becomes blood stained, they should be assisted to 
a flat supine position. 

 Before rolling or assisting the patient to change position 
clamp both three-way taps off to the patient. 

 Check that drainage tubing is free of obstruction and there 
is sufficient slack to minimise the risk of catheter 
displacement. 

 As soon as the patient is comfortably positioned and the 

head of the bed is at 30
0
, check that the zero point is level 

with the patient’s heart. Open the three-way taps to both 
the patient and the drainage system. 

Do not mobilise the patient unless the patient has remained stable 
with the drainage system clamped and only if the anaesthetic 

Limb weakness / altered sensation 
May indicate paraplegia due to pressure on spinal cord. 

“Pins and needles” tingling, numbness or unusual sensation in limbs. 
May indicate spinal cord damage 

 Alert CONSULTANT anaesthetist immediately. 

 Check drainage chamber for patency / excessive drainage. 

 Commence hourly neuro observations. 

 Assist the patient into flat, supine position on bed. 

GCS deterioration 
May indicate damage or infection to central nervous system. 

 Alert CONSULTANT anaesthetist immediately. 

 Check drainage chamber for patency / excessive drainage. 

 Commence hourly neuro observations. 

 Assist the patient into flat, supine position on bed. 

Neck stiffness, nausea, respiratory rate <8 breaths/min or 
photophobia may also indicate central nervous system distress. 

Headache 
25% of patients with CSF drainage system develop headache. 

 Assist the patient into flat, supine position on bed. 

 Check drainage chamber for patency / excessive drainage. 

 Alert anaesthetist. 

 Give prescribed PRN analgesia. 

consultant is in agreement. 

Patient transfer 
Patients should with CSF drainage systems in situ should only be 
nursed on Critical Care. Should the patient require movement to 
another clinical area i.e. from theatre or to radiology department, 
follow the steps below: 

 Immediately prior to transfer clamp both three-way taps 
off to the patient. 

 Check that drainage tubing is free of obstruction and there 
is sufficient slack to minimise the risk of catheter 
displacement. 

 As soon as the patient reaches the destination, check that 
the zero point is level with the patient’s heart. Open the 
three-way taps to both the patient and the drainage 
system. 

 Ensure that the all staff are aware there is a lumbar drain in 
situ and that neuro and CSF observations are handed over. 

Medications 
 Patients requiring anti-platelet medication should not be 

commenced on clopedigrol prior to drain removal. Aspirin 
may be acceptable 

 DO NOT give medications into drain 
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CSF Trouble Shooting (Lumbar drains: Freeman ICCU) 
 
 

Cloudy CSF 
 

May indicate WBCs in CSF due to infection. (A CSF sample will 

routinely be sent for culture and sensitivity 48
0
). 

 
 Commence hourly temperature and Neurological 

observations. 

 Consultant Anaethetist or the 2nd on call Anaethetist. 

 CSF sample for culture and sensitivity may be required – 
this procedure requires surgical ANTT technique and 
should not be performed by nursing staff. 

 

 
 

Blood Stained CSF 
 

May indicate ruptured sub-dural blood vessels due to excessive CSF 

drainage. Could also indicate sub-arachnoid bleed. 

 
 Consultant Anaethetist or the 2nd on call Anaethetist 

immediately. 

 Close both three-way taps off to the patient. 

 Assist the patient into flat, supine position on bed. 

 Commence hourly Neurological observations. 
 

 
 

> 20 ml CSF drained 
 

An increase of CSF drainage greater than 20 mls/Hr a risk factor for 

intracranial bleeding; this may be an emergency 

 
 Assist the patient into flat, supine position. 

 Alert the Consultant Anaethetist or the 2
nd 

on call 
Anaethetist. 

 The Doctor might consider temporarily closing the 
three way tap to the patient’s lumbar drain. (This may 
cause a rise in CSF pressure) 

 

 

Unable to drain CSF 
 

If drainage system is not patent – pressure may build on the spinal 

cord leading to paraplegia. 

 
 Check that the zero point on the drainage chamber is 

level with the patient’s right atrium. 

 Look at the CSF within the drainage tubing – if the fluid is 
pulsing in time with cardiac systole or can be seen to be 
“swinging” it is likely to be patent. Mark chart with “P”. 
Continue to monitor drainage hourly. 

 Ensure three-way taps are open to both the patient and 
the drainage chamber. 

 Check the drainage tubing from the insertion site to the 
collection chamber for kinks, reposition tubing or patient 
as necessary. 

 Check that catheter has not become displaced and that 
the tubing is not damaged or disconnected - if so, see 
guidance below. 

 If the drainage system is no longer patent or damaged 
contact the Consultant Anaethetist or the 2nd on call 
Anaethetist immediately. 

Damaged or snapped tubing 
 

Breaks in the closed CSF drainage system could cause excessive 

drainage of CSF or infection. 

 
 Alert the Consultant Anaethetist or the 2nd on call 

Anaethetist immediately. 

 Close both three-way taps off to the patient. 

 Assist the patient into flat, supine position on bed. 

 If the tubing is snapped or disconnected wrap the tubing 
between the insertion site and the point at which the 
tube is exposed. Wrap the end in sterile gauze and secure 
with a dressing; being careful not to dislodge the 
catheter. 

 Commence hourly temperature and neurological 
observations. 

 

 

Accidental Removal 
 

An opening of the sub-arachnoid space could lead to excessive 

drainage of CSF or exposure to infection. 

 
 Alert the Consultant Anaethetist or the 2nd on call 

Anaethetist immediately. 

 Assist the patient into flat, supine position on bed Apply a 
sterile, clear occlusive dressing to the insertion site using 
ANTT. 

 Commence hourly temperature and Neurological 
observations. 

 Regularly inspect the insertion site and bed sheets of 
leakage – CSF stains on linen are pale yellow at the edge 
of the stain. Reapply dressing as necessary. 

 

 

Catheter removal 
 

Decision to remove the CSF catheter must be discussed with the 

Vascular team prior to removal. 

 
 Consideration should be made for patients receiving 

antiplatelet/low molecular weight heparin medication. 
Discussion must involve the vascular team; prior to 
removal of the lumbar drain. 

 Check coagulation screen and that the patient’s 
observations are stable. 

 If CSF leak occurs during removal apply light pressure 
with sterile gauze. A suture will be required. 

 A clear, occlusive dressing should be placed over the site. 

 If the dressing becomes soiled or loose, replace 
immediately. 

 Regularly inspect the insertion site and bed sheets of 
leakage – CSF stains on linen are pale yellow at the edge 
of the stain. Reapply dressing as necessary and inform 
the Consultant Anaethetist or the 2nd on call 
Anaethetist immediately. 

 
Monitor GCS and limb strength hourly for 4 hours post removal. 



 
 

Patient Sticker / Details 

INSERTION 

Date: 

Level: 

Inserted by: 

DECT. Phone: 

 

 

5 Patient can lift arm, push and pull with normal strength. Able to lift leg off bed and extend leg with normal strength. 

4 Able to lift arm against gravity and some resistance. Able to lift and extend leg against gravity and some 

3 Able to lift arm without assistance. Able to lift leg without assistance. 

2 Weak - able to lift arm with some assistance. Weak - able to lift leg off bed with some assistance. 

1 Severely weak, flicker of movement seen. Severely weak, flicker of movement seen. 

0 No movement. No movement. 

 

 

CSF DRAIN OBSERVATION CHART FROM LUMBAR DRAIN 

(Freeman ICCU) 
 

Site: Unit: Date: 
 

PRESCRIPTION CLAMP DRAIN 
(Close three way tap to 

patient.) 

REMOVE DRAIN 

Chamber height (cm) Dr Signature: 

  Date Date: 

  Time Time: 

  Dr Signature Dr signature: 

  
 

 
 

Time 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 1 2 3 4 5 6 7 

CSF If CSF becomes cloudy or blood stained alert anaesthetist immediately and then follow guide on reverse. 
 

Clear / Straw                         
Yellow                         
Cloudy                         

Mild blood stained                         
Heavily blood stained                         

 

Amount ml                         

> 20 ml Alert anaesthetist and follow guide on reverse. 

Write “P” in box if patent. If the fluid does not appear to “swing” or pulse in drainage tubing - follow guide on reverse. 
 

NEURO Alert Consultant anaesthetist immediately if either GCS or limb strength deteriorates. 
 

GCS                         

 
 
 

RIGHT 
ARM 

5                         
4                         
3                         
2                         
1                         
0                         

 
 

LEFT 
ARM 

5                         
4                         
3                         
2                         
1                         
0                         

 
 

RIGHT 
LEG 

5                         
4                         
3                         
2                         
1                         
0                         

 
 

LEFT 
LEG 

5                         
4                         
3                         
2                         
1                         
0                         
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