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Technicians will be asked at some point in their career to monitor a critical patient. These 
patients require a high level of care, concentration, and critical thinking skills. Technicians must 
be comfortable with monitoring these patients and using their brain to problem solve and alert 
the clinician when patient parameters change.  
 
One of the most critical patients is a patient on the critical care ventilator. Most general 
practice and some specialty facilities do not have critical care ventilators, but the process of 
caring for a ventilator patient can be translated to any critical patient. Everything that a 
technician has learned in school is used on these patients. Critical patients are usually obtunded 
or heavily sedated. Multiple monitoring devices should be used to keep an eye on the patient’s 
vitals, hydration status, ventilation status, and organ function. Documentation is also critical. 
Every change in a patient’s status should be documented and vitals should be taken on the 
patient frequently.  
 
The patient’s airway should be assessed first. Ventilator patients should be intubated for as 
long as possible. Sedated patients have decreased ventilator drive and are at risk for 
regurgitation and aspiration. These patients are usually on multiple medications to help 
decrease their respiratory drive so the machine can breathe for them. Sterile technique should 
be used to place the endotracheal tube to make sure that there is minimal bacteria that enters 
the airway. One of the major complications of a mechanically ventilated patient is hospital 
acquired pneumonia due to bacteria being introduced by the endotracheal tube. A pulse 
oximeter should be placed on the patient to make sure that the patient is appropriately 
perfusing its organs. Capnography should also be used to make sure the patient is ventilating 
appropriately. A normal ETCO2 reading is 35-45 mmHg. Suctioning and humidifying of the 
endotracheal tube should be performed every four hours, or as needed, to prevent mucous 
secretions from clogging the endotracheal tube.  
 
Hopefully, the patient had already had venous access. If not, a peripheral catheter most likely 
will not be enough for these patients. Triple or quadruple lumen central lines should be placed. 
These will help with the multiple medications that these patients are on as well as possibly be 
used for intravenous nutrition and blood sampling. These can be placed in the jugular veins, 
saphenous veins, medial veins, and ombobracheal veins. Ombobracheal veins are very hard to 
see, so I would suggest to go to other veins first. If placing a central line in a jugular vein, a 
radiograph must be performed to make sure that the catheter is placed in the cranial vena cava 
right above the right atrium.  
 
An arterial catheter should be placed in these patients. These can be placed in the dorsal pedal 
artery, femoral artery, or coccygeal artery. Use caution in placing a catheter in the femoral 
artery because this can be hard to secure to the patient. An arterial blood sample can be used 



to assess patient ventilation and oxygenation. Arterial catheters can also be used to more 
accurately assess blood pressure. Sometimes, especially in these critical patients, you are 
unable to place an arterial catheter because their blood pressure is so low. With these patients, 
you must wait until you can feel the artery until you can place a catheter.  
A multiparemeter unit should be placed on the patient to assess heart rhythm, ETCO2, invasive 
blood pressure, oxygenation, and temperature. The ECG clips should be placed on “sticky” pads 
to ensure that the metal clips do not cause skin damage. There are multiple brands of these to 
choose from, choose what is best for your practice.  
 
A urinary catheter should be placed in these critical patients. Technicians should use a long-
term urinary catheter, such as a foley, and place with sterile technique. A collection bag should 
be placed on the catheter to ensure that we can measure the amount of urine that the kidneys 
are producing.  
 
The patient should also be placed on a properly cushioned area. When it comes to critical 
patients, it is easier on everyone if the patient is placed on an elevated table. This way, you can 
get around the patient on all four sides. These patients are prone to pressure sores especially 
when they start losing muscle mass due to inactivity.  
 
Once the patient is hooked up to all monitoring devices, there are multiple areas of the patient 
to consider. The patient’s airway, mouth, eyes, ears, urinary system, and gastrointestinal 
system must be cared for. The technician must also preform physical therapy.  
 
 
 
 
Airway care 
 
If the patient has an endotracheal tube, it must be properly cared for to make sure that the 
patient does not acquire hospital born pneumonia. The endotracheal tube must be replaced 
every 24 hours with sterile technique. In a recumbent patient, you must inflate the cuff to 
ensure that the lungs inflate appropriately. One complication of the cuff being inflated, or over 
inflated, could cause tissue necrosis of the trachea. It is suggested to deflate the cuff and 
reposition the endotracheal tube every four hours to prevent tissue necrosis. These patients 
also need humidifcation of their airway. This can decrease mucous viscosity and decrease 
tracheal inflammation. To do this, Technicians can instill a small amount of sterile water into 
the endotracheal tube and then suctioning the endotracheal tube after. Suctioning of 
endotracheal tube is necessary to prevent mucous buildup and occlusion of the airway. This 
should be performed every 4 hours or on an as-needed basis.  
 
Oral Care 
 
Patients that are recumbent and have endotracheal tubes or tracheal tubes in, are at an 
increased risk of ulcers in their oral cavity. To prevent this the whole mouth must be kept moist. 



The technician must suction out all mucous and debris. Use a different suction catheter than 
the one used for the tracheal tube. This will prevent bacteria from being introduced into the 
lungs. A glycerin solution can then be used to prevent drying out the tongue. The tongue can 
also be covered with a glycerin soaked gauze. Do not wrap the tongue as this can cause 
rannula’s to form. The pulse oximeter probe should also be taken off the tongue and moved to 
a different area to prevent necrosis. This procedure should be done every four hours.  
 
Eye Care 
 
Critical patients that are recumbent are at an increased risk of eye ulcers because they cannot 
blink. Artificial tears should be placed on the eyes every two hours. Goggles can also be used to 
seal off the eye from the environment. Most clinics do not have goggles, so trying to keep the 
eyes closed with tape could also be used. Technicians should check for ulcers in the eyes at 
least once a day.  
 
Urinary Care 
 
Urinary catheters should be cleaned every 8 hours to prevent infection. This included flushing 
the prepuce with a dilute chlorhexidine solution and wiping the lines associated with the 
urinary catheter. The urinary bag should be emptied every four hours to assess kidney function. 
A technician should calculate how much fluid is going into the patient and how much fluid is 
coming out of the patient to assess kidney function and hydration status. Patients are at a 
higher risk of acquiring urinary catheter infections, so keeping the catheter clean will help keep 
the infections at bay.  
 
Gastrointestinal/Nutritional care 
 
Critical patients need nutrition. This can be delivered via central line by parenteral nutrition or 
via nasogastric or nasoesophageal tube by liquid diets. Do not place non-sterile nutrition 
through the central line. This can cause infections in the blood stream and create more 
complications for the patient. Most likely, these patients will have diarrhea. Technicians must 
keep the patient clean and dry. Keep a close eye on the color of the fecal material. Black or 
bloody stool can indicate a more serious complication and will need more attention. 
 
Physical Therapy 
 
Physical therapy is very important in critically ill patients. These patients lose muscle mass 
quickly and can acquire pressure sores and ulcers. Passive range of motion and rotating of the 
hips should be done every four hours. Patients can get out of the hospital quicker the sooner 
physical therapy is started.  
 
Critical ventilator patients can be very time consuming and technicians will have to think and 
troubleshoot their way through many organ systems of these patients. There are multiple drug 



calculations and every part of nursing care that technicians have ever learned about. When a 
critical patient walks out the door, it can be a very rewarding experience for the whole team.  
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Veterinary Technicians can do advanced procedures! There are many different technical skills 
that we can do without the guidance of a DVM. In this lecture we will be going over multiple 
ways to give intravenous fluids, how to place and maintain nasogastric and nasoesophageal 
tubes, how to place and maintain urinary catheters, maintain tracheostomy tubes, chest tubes, 
and other drainage tubes. 
 
Alternative Routes of Peripheral Intravenous Fluid Administration 
Dorsal Pedal  
 The dorsal pedal vein is readily accessible on most animals. It is located on the dorsal 
aspect of the limbs. In our ICU we typically use the dorsal pedal vein in the rear limbs rather 
than the forelimbs because that location seems to be more comfortable for the patient. The 
dorsal pedal vein is hardly ever used as a first line location to place a catheter.  
 Advantages 
 The dorsal pedal vein is hardly utilized in practice. It is usually untouched by previous 
catheterization attempts. This becomes important in situations when other veins have had a 
catheter in them. Experience in the intensive care unit has shown that use of this vein does not 
cause as many fluid pump problems (such as flow occlusion) as seen with use of the lateral 
saphenous vein.   
 Disadvantages  
 A dorsal pedal catheter requires excellent nursing care. Since the catheter is in the back 
limbs and close to the ground, environmental contamination is a higher risk than with a 
cephalic or saphenous catheter. These catheters should not be placed if the patient is 
incontinent or having diarrhea as the dorsal pedal region commonly becomes soiled. If the 
catheter becomes contaminated, it should be removed.  
Intraosseous catheterization  

Intraosseous (IO) catheters are an easy way to gain access to veins via the bone marrow.  
They are most commonly used in very small patients and exotics in which venous access is 
impossible, or as an alternative to a venous cut-down procedure in larger animals that anyone 
is unable to get venous access into. There are multiple places to place an intraosseous catheter: 
the trochanteric fossa of the femur, wing of the ilium, proximal humerus, and lateral aspect of 
the tibia are commonly cited locations in animals. Fluids and medications can be given through 
the catheter. The flow rate depends on the size of the bone marrow cavity and partially on the 
size of the needle placed. The maximum rate at which fluids can be administered through an 
intraosseous catheter is reported to range between 11mls/min to 24mls/min depending on size 
of the bone.  
 Procedure 
 Intraosseous catheters are used when a vein is not accessible. Briefly, placement 
requires sterile gloves, a scalpel blade, 2% lidocaine, a spinal needle or hypodermic needle (at 
least 22g or larger), a T-set adaptor, injection cap, bandage material, and saline. The area for 
catheterization is clipped and aseptically prepared.  Then a small amount of 2% lidocaine is 



injected under the skin prior to making a stab incision over the area that has been blocked with 
lidocaine. The needle is placed in the bone with a twisting motion. If you have effectively 
engaged at least one cortex of the bone, you should be able to move the limb itself when 
moving the needle.  

Flush the catheter once the needle is in place; in a normal intraosseous catheter there 
will be some resistance. If the tissue around the catheter swells, the catheter is not placed 
correctly.  Saline flush volumes are 5-10 mL or more to properly identify if there is saline 
deposition out of the marrow cavity or from a misplaced catheter tip. If placement is still 
questionable, two view orthogonal radiographs can easily confirm the location of the catheter. 
After placement, a bandage and/or tape should be placed around the catheter to keep the area 
clean and help prevent dislodgement.  
 Advantages 

Intraosseous catheters can be placed if no venous access is available. Bones never 
collapse during shock, so intraosseous catheters are always available to administer fluids, blood 
products and medications. Medications and fluids take about 10 to 20 seconds to reach the 
heart after being administered through an IO catheter.  

There is also an IO device on the market called the “EZ-IO®” system which uses a 15G 
needle placed into the bone via a drill-like device. The needle comes in varying lengths including 
15mm, 25mm, and 45mm. This system is very easy to learn and quick to use. In one study, it 
took 1.2 minutes to place an IO catheter using the EZ-IO® System compared to the 10.7 minutes 
it took to place a central venous catheter. 
 Disadvantages/Complications 
 While many different drugs and fluids can be administered safely through an IO 
catheter, there are a few things which should NOT be administered IO. Administration of 
hypertonic saline has been reported to cause soft tissue necrosis at the insertion site and 
venous thrombosis. Avoid giving drugs with reported side effects of bone marrow suppression 
or toxicity directly into the bone marrow cavity via an IO catheter (example: chloramphenicol, 
sulfa drugs or chemotherapeutic agents). Total parental nutrition is not recommended to be 
given through an IO catheter due to its hypertonicity.  

Bone fracture can occur during placement. Osteomyelitis and infection can also occur 
due to contamination of the insertion site or as a reaction to medications. The intraosseous 
catheter can become dislodged once the patient becomes more mobile. Place an IV catheter 
once this happens. The placement of an intraosseous catheter can also be painful. Post- 
placement analgesics should also be considered.  

 
Central Venous Catheters 
 There are multiple different types of central venous catheters that are available for use. 
A few examples are the “through-the-needle” catheters and “over-the-wire” catheters. These 
catheters can be placed in the jugular vein, saphenous vein, medial femoral vein, and 
omobrachial vein. These veins allow access to the vena cava which is useful in fluid therapy, 
total parental nutrition, drug administration, blood product administration, blood sampling, 
and central venous pressure monitoring. 
 Procedure 



 The two most common techniques for placing central lines are the Seldinger technique 
(aka. the over-the-wire technique) and the through the needle technique. In both techniques, 
the patient is first clipped and aseptically prepared for catheter insertion. For the Seldinger 
technique a regular over the needle catheter (introducer catheter) is first inserted into the 
selected vein. A guidewire is then placed into the catheter; subsequently, the introducer 
catheter is taken out of the vein with the guidewire left in.  Next, a dilator is placed over the 
wire and into the vein for a few seconds and removed to open up the vascular wall large 
enough to allow for catheter placement, leaving the guidewire in place. The central line is then 
placed over the guidewire into the vein to the desired length.  To truly be a central line, the 
distal tip of the catheter should sit just before the right atrium.    
The through the needle technique differs in that a large bore needle is first introduced into the 
vein and the catheter is then threaded through the needle until the desired length is inserted 
into the patient. The needle is then removed from the neck while leaving the catheter in place 
in the vein.  The exposed needle is covered and remains outside the vein.  
 Advantages 
 There are multiple advantages to having a central venous catheter (CVC) placed into a 
patient. Central venous catheters are a valuable tool to use for repeat blood sampling. Central 
venous catheters also are used for administration of fluids, blood, total parental nutrition and 
medications and to measure central venous pressure. These catheters can remain in the patient 
for many weeks as long as no complications arise. Catheters placed via the Seldinger technique 
also come with multiple lumens which allows for dedicated ports for blood sampling, drug 
administration, fluids and nutrition. 

 Disadvantages/Complications 
 One complication is misplacement into accessory veins. Therefore, a radiograph should 
be used to confirm placement. Other complications include occlusion due to movement of the 
patient and clotting within one or more of the lumens. In one veterinary study, the most 
common complication was clogging of one or more of the lumens. 
 
Peripherally Inserted Central Catheter 
 Peripherally Inserted Central Catheters, or PICCs, are a useful tool when a central line is 
not feasible. They differ from other central lines because they are placed into a peripheral 
catheter site such as the lateral saphenous vein and then advanced until the catheter tip is 
centrally located in the vena cava. As with any central line, PICCs are able to be kept in place for 
an extended period of time; in humans they can be used in outpatients.[15] In one human 
study, the average time for a PICC to stay in place was 40.5 days.[15] There are limited studies 
of PICC lines in veterinary patients.  
 Procedure 
 Placing a PICC is similar to placing a central venous catheter. In most cases, since the 
vessels are smaller than the jugular vein or other central vessels, the Seldinger technique is 
used.  If the vessel is large enough or the patient is small enough, a longer catheter can be 
placed in an attempt to reach the right atrium from the peripheral site. A PICC line typically 
comes with a thin internal stylet to add stiffness when feeding the line; this should also be 
removed once the line is in place. The PICC line is then secured. A radiograph can confirm 
placement. 



 Advantages 
 A PICC line can be easily placed in a general practice setting. As with any centrally placed 
catheter, PICCs allow easy access for blood sampling, blood/fluid/total parenteral nutrition 
administration, chemotherapy, and other medications. 
 Disadvantages 
 PICC lines are typically of very long length but thin diameter, there is also increased 
resistance to flow which can make blood sampling from these lines more difficult. Human 
studies report multiple other complications such as central-line associated bloodstream 
infection, occlusion, and dislocation. There have been minimal studies about the disadvantages 
of PICCs in veterinary medicine but shortcomings similar to those in humans would be 
expected.  
 
Catheter modifications for neonates/pediatrics 
 Neonatal and pediatric emergencies are common in veterinary practice. Most neonates 
presenting on an emergency basis need fluids. Fluid therapy can be given in two ways: 
intravenously and intraosseously. It is not recommended to give neonates/pediatrics 
subcutaneous fluids for emergency resuscitation.  

The jugular vein is the most common vein to use in neonates. A temporary standard 
over the needle catheter is recommended in this vein. The jugular catheter is placed using 
standard aseptic technique (as if the jugular vein was a cephalic vein) and the catheter can be 
secured using tape or suture. When securing the catheter with tape around the neck, be sure to 
keep the tape loose enough so the patient can breathe, but tight enough that the catheter will 
stay in place.  

Intraosseous catheters can also be used in neonates. A 20 or 22 gauge needle can be 
placed in the proximal femur, proximal humerus, and the lateral or medial aspect of the 
proximal tibia as discussed previously. Intraosseous catheters should be removed once the 
patient starts becoming more mobile or alternative venous access is obtained.  

 
Enteral route of fluid administration  
Nasogastric/Nasoesophageal 
 Nasogastric and nasoesophageal, (NG/NE) tubes are another relatively non-invasive way 
of giving fluids to a patient. Water, electrolyte solutions, and liquid food formulations can be 
given through these tubes.  
 Procedure 
 Depending on the size of the patient’s nostrils, pick a feeding tube ranging from 5 to 10 
french. Use a topical local anesthetic such as 2% lidocaine or 0.5% proparacaine locally in the 
nostrils (typically 1-3 drops per nostril) prior to placing the tube. If using a feeding tube with 
stylet, flush the feeding tube to lubricate the stylet and later allow removal. Measure the tube 
to the 7th to 9th intercostal space for a NE tube and the 13th intercostal space for a NG tube. 
Place the tube ventromedially within the nostril. The patient should swallow when the tube 
reaches the oropharynx to facilitate placement into the esophagus. Secure the feeding tube in 
place using sutures. A radiograph is the most accurate method to confirm placement. 
 Advantages 



 Arguably, giving fluids via the gastrointestinal tract (GIT) is more physiologic than 
providing intravenous fluids as long as the GIT is functioning. A variety of rates and amounts of 
fluids can be given through a feeding tube either as fluid/electrolyte solutions or as liquid diet 
such as CliniCare® (which is 81% water).  In our experience, patients are less likely to develop 
peripheral edema when they receive fluids via the GIT. This may also be the preferred method 
of hydration in animals who cannot tolerate the high sodium load of intravenous fluids, such as 
those with severe heart disease.   
 Disadvantages/Complications  
 When placing the NE/NG tubes, there is a risk of placement into the trachea. Besides 
inducing coughing if this happens, aspiration pneumonia can happen. To avoid this, a lateral 
thoracic and/or abdominal radiograph should be taken in all patients to verify tube placement 
into the esophagus/stomach. It is also not recommended to place a NE/NG tube if the patient is 
uncontrollably vomiting as they may expel the tube. A e-collar should be placed on the patient 
after placement to avoid the patient pulling out the tube. 
 
Urinary Catheter placement 
 Foley urinary catheter placement can be a necessary thing for patients that are unable 
to urinate on their own or are urinating so much that a urinary catheter can help keep them 
clean and dry. Urinary catheter placement can also be useful for patients in situations where 
the measurement of urine output is needed to monitor for hydration. 
 Procedure 
 Foley urinary catheter placement is a sterile procedure. You must ensure the utmost 
cleanliness when placing these catheters. Sedate the patient if necessary. Gather your supplies 
that include sterile gloves, sterile lubricant, a foley catheter pack that will include most of the 
other supplies you may need, a urinary collection bag, and 0.05% chlorhexidine scrub. Wash 
your hands thoroughly. Don non-sterile gloves and, for female patients, clip hair around the 
vulva or prepuce as needed. Flush the vulva or prepuce with 0.05% chlorhexidine solution. 
Insert 2% lidocaine jelly into the vulva. This will help with relaxation of the urethral opening. 
Once the patient is cleaned and prepped, don new sterile gloves. Remove the catheter from the 
sterile opening and follow the directions of the manufacturer on how to lubricate the stylet 
within the catheter. In male dogs, another person will extrude the penis. Test the foley balloon 
to make sure there are no holes within the system. Place sterile lubricant on the end of the 
foley catheter and insert it into the urethral opening. For female patients, this can be a little 
more difficult. The technician that is placing the catheter must lubricate a finger and palpate for 
the urethral papilla and then insert the catheter ventral and into the urethral opening. Urine 
should be flowing out of the catheter if the technician has placed it correctly. Fill the balloon 
with the correct amount of sterile water according to the package insert. Once the balloon is 
filled, gently pull the catheter until the balloon is seated in the bladder. Remove the stylet and 
attach the urinary drainage system. To maintain cleanliness of the urinary catheter, it is 
recommended to clean the urinary catheter site and line every 8 hours with 0.05% 
chlorhexidine solution. Drain the urine from the bag every four hours and record on the 
patients chart how much you have emptied.  
 Advantages 



 Urinary Catheters are easy to place and are a useful tool in caring for any patient with 
urinary issues. They are not very expensive, and most clinics can get them from their preferred 
vendor. As I have said before, urinary catheters can help with the measurement of urinary 
output which in turn can assess a patient’s hydration status. It can also keep the patient clean 
and dry.  
 
 Disadvantages 
 Some disadvantages to an indwelling urinary catheter are possible urinary tract 
infections, cystitis, urethra inflammation, and possible self-removal, (because some patients 
just really don’t want an indwelling urinary catheter).  
 
Tracheostomy tube care 
 Tracheostomy tubes are placed by veterinarians, but that doesn’t mean that they are 
the only ones to manage them! Once the first tracheostomy tube is placed, technicians can 
replace and maintain these tracheostomy tubes. As technicians, we must watch out for 
complications from placement like infections and tube displacement.  
 Maintenance includes humidification, cleaning the tube and the site, suctioning, 
inspection, and replacement. All of this, except replacement, should be done every two hours. 
The respiratory system automatically produces mucous and thick secretions to protect the 
airway which can clog the tracheostomy tube.  
 Humidification consists of instilling 0.5 to 3 mL of sterile saline into the tube. 
Humidification is essential because the air that the patient is breathing in is very dry. When a 
patient breathes normally through the mouth or nose, saliva and mucous in the upper airway 
humidify the air naturally.  
 Cleaning of the tracheostomy tube site should also be done every two hours. Whenever 
handling tracheostomy tubes, the technician should be wearing gloves. A 0.05% chlorhexidine 
solution should be placed on gauze and cotton swabs. Gentle clean around the tracheostomy 
tube but do not use the chlorhexidine in the wound as it can cause irritation. Change the tube 
tie as needed. 
 Suctioning of the tube can prevent accumulation of mucous within the tube. Patients 
should be pre-oxygenated for 5 minutes. A sterile suction catheter should be used. Quickly 
suction out the tracheostomy tube and remove the suction catheter and place the patient back 
on oxygen. A technician should suction out the tube a few times. Suctioning should be stopped 
if the patient is struggling to breathe.  
 If the tracheostomy tube has an inner lumen, the inner lumen should be removed and 
cleaned every 4 hours. This can be cleaned with a 0.05% chlorhexidine solution and rinsed with 
sterile water. If a single lumen is used, it is recommended to replace it with another 
tracheostomy tube while you are cleaning the first tube.  
 Tracheostomy tubes should be replaced with a sterile tube every 24 hours. This will 
prevent biofilm from forming on the tracheostomy tube. Biofilm can cause pneumonia is 
immunocompromised patients.   
 
 
 



Chest Tube Maintenance 
 Chest Tube placement is done by a veterinarian, but the maintenance can be done by 
veterinary technicians. Chest tubes must be monitored 24 hours a day. Placement of a chest 
tube is indicated if there is a consistent pneumothorax, pleural effusion, or even after a patient 
has undergone thoracic surgery.  
 Once the chest tube is placed a three-way stopcock should be placed at the end of the 
tube. This will help facilitate suctioning of the tube in an efficient manner. It is very important 
that the veterinary technician that is taking care of this patient knows how a three-way 
stopcock works.  
 The chest tube should always be handled while wearing gloves. This will help prevent 
hospital born infections. The site of the chest tube should be evaluated and cleaned once a day. 
If there are any signs of infection, redness, or swelling, the chest tube should either be removed 
or replaced. The patient should always be wearing an e-collar to prevent them from pulling 
their own chest tube out.  
 To evacuate the chest tube, the veterinary technician will need a bowl, a syringe of any 
size larger than a 12cc, and alcohol swabs. To aspirate the chest tube, first, wipe down the 
three-way stop cock with alcohol. There should be a clamp on the chest tube. This should be 
unclamped if you are aspirating the tube. Next, attach the syringe to the three-way stop cock 
and figure out which way the stop cock needs to be. It should be “off” to the patient. Next, 
move the stopcock so it is “off” to the air. Aspirate the fluid or air off of the patient. Turn the 
stopcock off to the patient and inject the fluid into a bowl or evaluate how much air is in your 
syringe. Repeat this process until negative pressure is obtained. Remember to turn the 
stopcock off to the patient and clamp the chest tube once finished.  
 If you notice your patient in respiratory distress, the first thing you should do is aspirate 
that chest tube and evaluate all junctions. A pneumothorax can develop if there are any loose 
connections.  
 Air or Fluid should be added up daily to evaluate when to remove the tube. Since the 
tube is a foreign substance in the body, it will generate about 1 to 2 mls/kg/day of fluid because 
of the body’s inflammatory response system.  
 If a chest tube is constantly producing fluid or air and nobody can keep up with 
aspirating it, a continuous drainage system may have to be used. There are commercial 
drainage systems available, but there are also three bottle systems that can be made in house 
as long as you have suction available. Technicians can place a patient on continuous suction, 
and they can be helpful to keep a patient stable. Again, you should not remove continuous 
suction until the drainage is around 2mls/kg/day.  
 
Closed Suction Drains 
There are a few types of closed suction drainage systems for peritoneal drainage. One example 
of these drains includes Jackson Pratt drains. Jackson Pratt drainage systems create suction by 
the vacuum that is created when the reservoir is compressed, and all the air is removed. The 
fluid then flows from the peritoneum to the reservoir. The fluid should be emptied from the 
reservoir every 4 hours. Gloves should be worn every time the drain is touched, and alcohol 
swabs should be used on all ports before opening or closing the drain. The drain site should be 
cleaned every day with dilute chlorhexidine scrub and rebandaged. The patient should be 



wearing an e-collar to prevent them from pulling out the drainage tube. Once the tube is 
producing little or no fluid, it can then be removed. Some complications of these drainage tubes 
can be infection at the site or in the peritoneal cavity, kinking of the tube itself, and clogging of 
the tube.  
 
Conclusion 
In conclusion, technicians can do a lot of advanced procedures that veterinarians do not have to 
be a part of. It is important to know the advantages, disadvantages, and maintenance of all of 
these advanced procedures and how we can prevent complications.  
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Most technicians that have been in the field for a few years think about becoming a manager or 
try to step up their leadership game. The problem that most technicians face when they decide 
to become manager, is that they do not have the training or education to become the leaders 
that they would like to be. Technicians generally move up the ranks because they have been 
there for many years, know the “ins and outs” of the practice, or have amazing technical skills. 
This does not mean that they will make great managers or supervisors. 
 
Great technician managers are ones that work on the floor as well as work hard behind the 
scenes on the management side.  To be a great manager, you have to change your thinking. You 
have to think like a manager and not like an employee. Communication is key.  You will have to 
look at your employees and watch how they communicate with everyone else around them, 
but you also have to look at yourself and see how you communicate with everyone around you. 
I suggest that your team do a personality assessment like MBTI, DISC, or Enneagram. Take that 
information and tailor your communication to each individual person. You cannot fix every 
communication problem between employees, but you can work to improve yours.  
 
Arguments between coworkers happen everywhere, but don’t get sucked into these 
arguments. It is not the manager’s job to fix communication issues between employees. 
Encourage them to go and communicate with that person that they are having an argument 
with. We are adults and should not be hiding behind a computer or cell phone screen to 
communicate with another coworker. It is difficult and scary to have these conversations, but it 
needs to be done to fix the issues. As a manager, always document what is going on and follow 
up with both employees. If they do not get communication issues fixed between themselves, 
then it may be time for you to step in and do some mediation.  
 
Social media, Facebook especially, can become very toxic for a manager. Managers should not 
get into arguments or work discussions with employees over Facebook. Social media has 
become a place for employees to vent to the world, and it is not a manager’s position to try and 
fix the problem via Facebook. I would encourage every manager to not “friend” your employees 
on social media. It will just create more stress for the manager wondering what all the 
employees are saying on social media.  
 
Corrective communication needs to happen immediately. Going to an employee a week later 
with a problem will not create a great work culture. Most everyone appreciates being told 
when they are doing something wrong right at the time that they are doing it. Also have regular 
meetings with them so that they don’t assume that every time you meet that they are in 
trouble. Always document the conversations and follow up if necessary.  
 
Managers must also learn to think globally. As an employee, one is used to thinking of their 
own team. Managers must be able to look at the bigger picture and see how decisions will 



affect everyone. Advocate for your team, make sure they are taken care of, but also be able to 
see and explain how and why decisions are made. Transparency is important. Make sure your 
team understands how decisions are made and information is disseminated. If you are not 
meeting with other managers and your hospital owner or medical director, work to make that a 
possibility. The managers need to be viewed as their own team, communicating about their 
concerns, supporting decisions, and knowing what is happening with each group so they can 
then communicate decisions in a timely manner. Being surrounded by those in a similar 
position to you will help you start that global thinking and begin to see how seemingly small 
decisions of policy and paperwork affect everyone. 

An example of thinking globally is the schedule. Scheduling is one of the hardest things for a 
manager. You have to make it fair to everyone and not give someone special priority, but also, 
you have to make a schedule that works for the hospital itself. You can allow the staff to create 
rotations, swaps, and have their input in the schedule as a whole. Always explain your process 
and give the staff explanations of the schedule and why you did it the way you did. Do not be 
afraid to get creative, but always remember that if that one person leaves, you’re left with an 
empty position. Make sure that you always check with your state labor laws.  

New Managers also need to make the switch to view the world as “management” would. If 
someone is consistently calling out sick or coming to work late, it may not seem like that big of 
a deal to you. However, it may be a big deal to the team and the manager has to be fair to the 
whole team. This thinking is hard, especially if you are a young technician that has just become 
a manager. This way of thinking does not come immediately, but it needs to happen to become 
a great manager.  

Expectations are HUGE. Make sure your team knows what you expect of them. Also, make sure 
that they let you know what they expect of you. If they expect their manager will cover 100% of 
the open shifts, everyone is in for disappointment! Meeting with your team either 1:1 or as a 
group will give you an opportunity to lay out your expectations and ask your team how you are 
doing. Remember that a manager works to serve the needs of the hospital and employees, and 
you can only do that by communicating frequently with your team. Have a clear vision for the 
whole team and then everyone can be on the same page. 

New managers also need to learn how to become a true leader. A lot of people can “manage” 
the everyday tasks of the clinic, but leaders need to also inspire and mentor their team. Most 
every technician in this field wants to succeed. Leaders want their people to do better. It is not 
a competition! Leaders do not condone bullying! In turn, if you mentor and lead your team to 
their goals, you will also succeed in the process. Managers should also be on the floor so that 
you can properly advocate for your team and you understand what they are going through. Do 
not ask someone to do a task that you are not willing to do yourself! 

Leaders do not have to be managers either, a manager should identify those leaders on the 
team. Work hard to keep those employees on your team. They are the ones who are bringing 
people together and mentoring the new technician on the floor. If you want to become a 
manager in the future, being a leader is the first step to becoming a great manager.  



Work friendships are hard when you become a manager. It is difficult to be friends with the 
employees that you manage. Managers may be accused of showing favoritism with the 
employees that they may “hang out with” after work. Managers, unfortunately or fortunately, 
need to represent the company that they work for at all times. Socializing with coworkers 
outside of work can become difficult, especially if everyone wants to vent about work during 
dinner. Managers need to be proactive about communicating issues and work to keep 
professional and personal relationships separate. Managers need to strive to be respected. 
Being “liked” is a totally different. Employees may not like every decision that you make but 
they need to respect your decision. Make sure you communicate often. Again, transparency is 
key.  

Change can be difficult for any practice to implement, and some staff members may make 
change even more difficult. Encourage all staff to participate in changes and be sure to 
communicate with the team often. Even in doing all of this a practice still may encounter 
barriers to change. If there are some staff members actively recruiting other coworkers against 
the efforts to change, those people may need one on one time with a manager to work through 
any issues. If possible, figure out the issue with the change and act to fix that issue so everyone 
can move forward as a team. Change can be intimidating but each team member deserves the 
opportunity to voice their complaints. Implementing protocols can be a very daunting task and 
may feel overwhelming. I would suggest to start big and then focus down to specific 
procedures. Have the staff help you in researching protocols. Creating buy in will help with the 
staff’s ownership of the practice and procedure and create a relationship of respect between 
you and the employees.  

Managers also need to make sure that they admit their mistakes. It is ok to make a mistake! If 
something is not working with your management style, change it. Accept constructive criticism 
and make sure to get feedback often. Managers also need to make sure that they have clear 
decision making skills. Making a decision about what to eat for dinner is totally different than 
making the decision about the schedule when 2 people call out sick.  

I always suggest new managers to seek out support from other managers in the field. See what 
works for other managers, network, and have someone to vent too. Managing is always 
changing. With new generations of workers, new medical protocols, and an ever-changing staff, 
it can be difficult to keep up.  

Management is tough, but not too tough for amazing veterinary technicians who want to better 
their practice! Remember to always work on the hospital floor, advocate, and support your 
team. Always be transparent and communication changes effectively. It takes time. Don’t 
expect to become an amazing manager overnight. Accept change and always provide top notch 
care to your staff, clients, and patients.  
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