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1. AIM/PURPOSE

Every effort has been made to present accurate and up to date information from the best and most reliable sources. However, the results of caring for individuals depend on a variety of factors not under the control of the authors of these documents. Therefore, neither the authors nor any publishers assume responsibility for, nor make any warranty with respect to the outcomes achieved from the guidance herein.

The use of intravenous medicines has a number healthcare benefits for patients. Intravenous medicines are increasingly commonplace within the community setting and the need for an intravenous medicine is often a reason for patient’s being admitted to secondary care. There is a new direction for community care providers such as DCHS to develop services that can be provided within the community hospital or community setting to accommodate patients being able to receive more complex care. Examples of these within DCHS include the Out-patient Parenteral Anti-microbial Therapy (OPAT) service and the use virtual wards.

The aims of this policy are:
· To prevent unnecessary acute hospital admission and to facilitate early discharge from the acute hospital setting by enabling patients to receive IV medicines safely within their own home or a community health care setting.
· To ensure an IV medicine is the most appropriate treatment for the patient and that it is administered via the most appropriate Vascular Access Device, the most appropriate vascular access site is chosen and the IV medicine is administered at the right time by the right registered practitioner.
· To reduce the risk of complications by ensuring registered practitioners’ practice safely and consistently in relation to the administration of IV medicines, Vascular Access Device Insertion and the care and maintenance of Vascular Access Devices (VADs), through the implementation of evidence-based practice and by providing staff with the necessary guidance on clinical practice and training. 
· To preserve and promote patient vessel health in the short and long term by ensuring any Vascular Access Device inserted is the most appropriate device for the treatment being administered and that the most appropriately qualified practitioner places it.


2. INTENDED USERS

	DCHS

	Chief Executive’s Department
	No

	Finance Performance and Information
	No

	Strategy
	No

	Quality
	Yes

	Operations
	Yes

	People & Organisational Effectiveness
	Yes

	General Practices (GP)
	Yes



Within this policy where it states, “all employees,” please note, that it relates to all the employees who are highlighted in the table above


3. [bookmark: _Toc22133174]DISCLAIMER STATEMENT

This policy document will be reviewed and approved by MOST (on a three yearly basis.
4. [bookmark: _Toc22133175][bookmark: _Toc343680670]TRAINING STATEMENT/SCOPE

Scope
[bookmark: _Hlk130299506]The policy applies to all healthcare professionals working within the organisation who undertake or support all or one of the following: administration of IV medicines, disconnection of Chemotherapy Elastomeric Infusor, Vascular Access Device (VAD) insertion, VAD care, and VAD maintenance. 

Roles and Responsibilities of the Registered Practitioner 

Who can undertake these skills?
Only registered practitioners working in DCHS that have been trained in either IV medicines administration or VAD care and maintenance and have successfully completed the DCHS assessment of competencies in these clinical skills.

Registered Practitioners, who have undertaken IV medicines administration and VAD training in a previous role outside DCHS, should provide evidence of training and competence. This group of staff must also complete the relevant DCHS competencies.

All practitioners employed by the Trust undertaking these procedures must have completed DCHS competencies relevant to their role, IV medicine administration / VAD insertion, care and maintenance, chemotherapy disconnection competencies. They also require regular updates to ensure their clinical competencies are in line with current clinical practice.

Who can assess competency? 
This must be a Registered Practitioner, delegated by the line manager who has current relevant competencies and ideally who has received either Practice Supervisor & or Practice assessor training (NMC 2019). 

Training 
The Trust is responsible for ensuring training, education, policies, and procedures relating to this policy are in place. Vascular Access Device (VAD) and Intravenous medicines administration training is provided by the DCHS People Development Services. This training is for Registered Practitioners working for DCHS where these skills are part of their role.

RCN 2016 (Standards for Infusion Therapy) states that - HCPs responsible for management of infusion therapy including VAD care + maintenance should have validated clinical competence. This should include theoretical and practical training as part of a competency assessment.

The NMC introduced revalidation in 2015. This process states that nurses must demonstrate their continued ability to practice safely + effectively. Therefore, it is mandatory for DCHS staff undertaking these skills to maintain three yearly updates.
· Staff must have received appropriate training and feel competent and confident, before undertaking these clinical skills.
· Training should be recorded on ESR to evidence training records.
· It is the responsibility of the individual staff member to ensure they source training and maintain competency.


5. [bookmark: _Toc22133176]DEFINITIONS AND AN EXPLANATION OF TERMS USED

	Aseptic Non-Touch Technique: (ANTT®) is a framework which provides a practice structure to minimise variation and develop competence in the principles necessary to maintain asepsis.

	Bolus: administration of a dose of medicine over a brief period, in a small volume, drawn up in a syringe, given directly into the venous bloodstream.

	Breaking the line: Any instance where the catheter integrity is compromised, or the catheter lumen hub is open. E.g., administration set or needle free access device changes at the lumen hub or accidental disconnection at the lumen hub.

	Consent: supplying the patient with relevant information to enable them to make an informed choice. 

	Continuous Infusion: a large volume of infusion fluid (with or without the addition of a medicine) that is infused over a prescribed time and at a prescribed rate, often over 12 - 24 hours. 

	Cross hatch: method used to clean a vascular access device insertion site by applying the Chlorhexidine Gluconate 2% and 70% Isopropyl Alcohol in a grid motion with back and forward strokes.

	CVAD: a central venous access device is a flexible tube that is threaded into a vein until the tip sits in a large vein just above your heart. They have a connector to allow injection or infusion of liquids. 

	Elastomeric Infusor: a non-mechanical device used to administer intravenous medication

	Extravasation: this is the accidental leakage of any fluid from a vein into the surrounding tissues which can cause serious harm to the patient

	Flush: a solution used to maintain patency of venous access devices, usually 0.9% sodium chloride

	Induration: sclerosis or hardening - an abnormally hard area to the skin and tissue. 

	Infiltration: leakage of a non-vesicant medicine into the tissue that surrounds the vein. 

	Intermittent Infusion: a small volume infusion administered at a prescribed rate, usually at specific time intervals during the day.

	Intravenous: takes place or administered directly into the venous circulation.

	Key Parts: refers to the key sterile equipment parts. These key parts are the pieces of equipment that are manufactured sterile and would be in direct contact with the key sites of the service user or other key parts. They have the potential to transmit bacteria and / or microorganisms if they become contaminated.

	Key Site: an area belonging to the service user where pathogenic organisms can enter the body and cause infection e.g., cannula insertion site. 

	Medical Adhesive Related Skin Injury (MARSI): MARSI occurs when the superficial skin layers are removed by medical adhesive such as dressings/tape

	OPAT (Out-patient Parenteral Anti-microbial Therapy): a method of delivering intravenous anti-microbial medicines in the community.

	Peripheral Intravenous Cannula (PIVC): are specifically designed flexible tubes for the purpose of insertion into a blood vessel, with a proximal connector to allow injection or infusion of liquids. They are available in a variety of sizes.

	Phlebitis: this is characterised by pain and discomfort resulting from inflammation of the intima of the vein.

	Saline Pulsatile Flush: a ‘push pause push’ technique used whilst flushing a line with 0.9% sodium chloride. It is to be used preceding and following administration of a medication, before connection of an administration set, following the withdrawal of a blood sample and before locking. This technique creates turbulence inside the line, which helps to remove fibrin and medication deposits from within the line.

	Total Implanted Vascular Access Device (TIVAD): also known as an implanted port.

	Vascular Access Device (VAD): Any device used to access the venous system for purpose of administering medication / blood products and obtaining blood samples.

	Vessel Health and Preservation (VHP): a process designed to minimise damage to the venous blood system, when it is accessed.

	Visual Infusion Phlebitis Scale (VIPS): an observation tool used for monitoring the condition of the intravenous access site. 




6. [bookmark: _Toc22133177]FULL DETAILS OF THE POLICY

The administration of intravenous (IV) medicines using Vascular Access Devices (VADs) is now an integral part of professional practice and is no longer confined solely to the acute hospital setting. Demands on acute beds, changes to treatment regimes, changes to government policy and greater patient participation in treatment decisions challenge the traditional perceptions that intravenous medicines administration should be confined to the acute hospital environment. Many patients in receipt of health care located in a variety of settings, including their own homes, will become recipients of one or more intravenous medicines at some stage. The term IV refers to any medication administered by accessing the venous blood system using a Vascular Access Device (VAD). 

For the purposes of this policy a Vascular Access Device (VAD) will include:
· Peripheral Intravenous Cannula (PIVC)
· Peripherally Inserted Central Catheter (PICC)
· Tunnelled Catheters (Hickman)
· Midlines
· Total Implanted Vascular Access Device (TIVAD) 

Note: Although midlines are not central lines as they sit within the axillary veins, their care and maintenance will be treated as a Peripherally Inserted Central Catheter (PICC), unless specific guidance is given on the care and management of midlines from other Trusts outside of DCHS.

Vascular Access Devices can be used for 
· Fluid replacement
· Blood transfusions / other blood products: 
· Administration of medicines e.g., Furosemide: 
· Obtaining blood samples

The administration of medicines via a vascular access device should only be undertaken when no other route is suitable. The use of VADs for the administration of intravenous medicines has many benefits to patients. However, the complexities associated with the care and maintenance of these devices means there are potentially greater risks than other routes of administration. Professionals must ensure that each patient receives the most appropriate intravenous medicine via the most appropriate device and site, in the most appropriate environment, at the right time and it must be inserted by the most appropriate health care practitioner. This policy has been developed to support a safe system of working and to reduce potential risk of harm to patients requiring Vascular Access Device insertion, care and maintenance of these devices and the administration of intravenous medicines.
[bookmark: _Toc298236403][bookmark: _Toc348606076][bookmark: _Toc415123831][bookmark: _Toc6341106][bookmark: _Toc22133178]6.1.	PREPARATION OF AN INTRAVENOUS MEDICATION
Only the prescribed medication should be administered including the sodium chloride 0.9% for the flushing of a vascular access device. Sodium chloride 0.9% can be administered either via a prescription or under the authority of a patient specific direction (PSD).

Prefilled sodium chloride 0.9% syringes such as Posiflush syringes are classed as medical devices and do not require a prescription or PSD.

It is helpful that when the intravenous medicine is prescribed, the flush is prescribed at the same time if not using pre-filled sodium chloride 0.9% syringes. Water for injection and any sodium chloride 0.9% infusion bottles/bags used to infuse the intravenous medicine should also be prescribed.

The medication should be prepared immediately prior to administration using aseptic non-touch technique (ANTT®) unless the medication has been pre-prepared by the sterile services of a pharmacy department or other organisation that may supply a hospital. The administration and associated equipment used during the administration process also requires the use of ANTT®, observation of standard precautions and the use of sterile products.

During the reconstitution of a medication, adequate cleaning of infusion ports, tops of medicine vials / ampoules must be undertaken using 2% chlorhexidine gluconate in 70% alcohol.

Blunt fill needles (use with plastic ampoules) and filter needles (use with glass vials) should be used for medication preparation. Other products are also available such as Transofix mixing spikes, which are designed for the preparation of IV medicines.

In the event of an untoward incident, including anaphylaxis occurring, the registered practitioner must stop the procedure, take necessary action to reduce any harm to the patient and seek medical advice/assistance and follow the Trusts clinical incident reporting process. Anaphylaxis packs containing adrenaline should always be available when administering IV medication. The Medicine Code signposts to the Resuscitation Council UK Anaphylaxis Guidelines

[bookmark: _Toc298236404][bookmark: _Toc348606077][bookmark: _Toc415123832][bookmark: _Toc6341107]6.2.     ADMINISTRATION OF INTRAVENOUS MEDICATION / EXTRAVASATION
The administration of a medicine via a vascular access device should only be undertaken when no other route is suitable. Refer to the relevant section(s) of the Medicines Code (D.C.H.S). 
Administration of intravenous medicines is a frequently undertaken intervention. It is important both for the patients and the healthcare staff who administer them that any complications associated with these procedures are kept to a minimum. Extravasation has become a well-recognised complication of IV administration, but it remains under-diagnosed and poorly managed. Although there is consensus on how to recognise and prevent an extravasation there is less agreement on its management. If not correctly treated the consequences of an extravasation for the patient may include blistering, necrosis, damage to tendons, nerves and joints, surgical debridement and even amputation. For healthcare providers the risk of litigation is substantial. Prompt detection and treatment are therefore clearly essential and as healthcare professionals, (and patient advocates), we are instrumental in preventing, detecting, treating, and reporting extravasation. https://resolution.nhs.uk/resources/extravasation/
     
[bookmark: _Toc298236405][bookmark: _Toc348606078][bookmark: _Toc415123833][bookmark: _Toc6341108][bookmark: _Toc22133179]6.3.	RESPONSIBILITIES OF THE MEDICAL PRACTITIONER / PRESCRIBER
The day-to-day management of the patient receiving intravenous (IV) medicines within the community hospital/community setting remains the responsibility of the overseeing clinician. Within Community Hospitals the care is transferred to the person with overall medical responsibility. It is essential that the patient’s condition is monitored, and clinical judgement made to determine if the patient requires referral on to an Acute Trust. It is the medical practitioner responsibility to ensure that arrangements are in place to guarantee this happens. They should also:
· Prescribe in accordance with the Medicine Code (D.C.H.S).
· Check the patient is not allergic to the drug being prescribed and that there are no other contraindications.
· Check that the benefits of the drug being prescribed outweigh any risks including that of interaction with any other medications prescribed for that patient.
· Ensure that the dose and frequency is clinically suitable for the individual’s circumstances.
· Ensure the prescription is in accordance with national e.g., NICE guidance, the Derbyshire Formulary, and local Prescribing Guidelines where applicable.  derbyshiremedicinesmanagement.nhs.uk
· For patients in their own home or other community setting, the prescriber must ensure the criteria for intravenous medicines administration in the community setting is met.
· For IV fluid administration, it is the responsibility of the prescriber to monitor and request appropriate haematology and biochemistry blood tests for the therapy being administered. They are responsible for reviewing any blood tests they request. In the community and community hospitals a fluid balance record needs to be completed.
· Ensure the patient has the most appropriate vascular access device for the chosen therapy to preserve vessel health. 
· Ensure that when accepting a patient requiring an IV medicine into a community hospital, community outpatient setting or their own home, the patient must meet the criteria for admission into the community.
https://www.derbyshiremedicinesmanagement.nhs.uk/assets/Clinical_Guidelines/Formulary_by_BNF_chapter_prescribing_guidelines/BNF_chapter_5/OPAT_step_up_policy.pdf

[bookmark: _Toc298236406][bookmark: _Toc348606079][bookmark: _Toc415123834][bookmark: _Toc6341109][bookmark: _Toc22133180]6.4.	RESPONSIBILITIES OF THE REGISTERED PRACTITIONER

· The Vessel Health and Preservation framework should be followed to ensure any vascular access device being considered or in use is appropriate. https://www.ips.uk.net/vessel-health-and-preservation-framework-2020
· The registered practitioner should only perform Vascular Access Device insertion and the administration of IV medicines following successful completion of Trust training and the required supervised competency assessments. 
· The administration can only be conducted on the authority of a written prescription or appropriate PGD. The prescription must be clear and include full written instructions which must include a review or stop date. The prescription must be checked for a valid signature that must legible.
· The registered practitioner should ensure the medicines prescribed can be prepared and given safely in the given environment.
· [bookmark: _Hlk132699053]The registered practitioner must have access to an anaphylaxis kit. 
· They must check the medication ampoules/vials and equipment used for the preparation of IV medicines for obvious signs of contamination. These include cracks, faults in the plastic, defects, particles; cloudiness of a solution/adverse colour. Expiry dates of equipment used to prepare IV medicines should also be checked. Any defects identified with the medication or equipment should be reported using DATIX and this equipment should not be used.
· The registered practitioner should also check expiry dates of all medicines and that they have been stored as recommended, e.g., in refrigerator. They should be aware of the risk of confusion between similar looking medicine packaging, similar sounding medication names, medication strengths and the volume of the injection contained in the selected ampoule or vial. 
· Check that the formulation, dose, diluent, infusion fluid and rate of administration correspond to the prescription and product information, that the patient has no known allergy to the prescribed medicine, you understand the method of preparation and seek advice where required.
· Where applicable, check the compatibility of infusion sets and equipment used to prepare and administer the medicine.
· [bookmark: _Hlk132696476][bookmark: _Hlk132695776]Prepared IV medicines should be labelled according to guidelines:
· All injections must be labelled immediately after preparation, except for syringes intended for immediate push (bolus) administration by the person who prepared the injection. 
· Staff must never be in possession of more than one unlabelled syringe at any one time, nor must an unlabelled syringe be fitted to a syringe driver or similar device or be given to another practitioner to administer. 
· Labels used on injectable medicines prepared should contain the following information: 
· [bookmark: _Hlk132696535]Name of the medicine 
· Strength of the injection 
· Route of administration  
· Diluent and final volume  
· Patient’s name  
· Time and date of preparation  
· Name/initials of the healthcare practitioner(s) preparing the medicine  

· Following insertion of a VAD, or examination of an existing vascular access device a visual inspection must be made of the insertion site before each flush of 10ml sodium chloride 0.9%, followed by any other prescribed intravenous medication.
· The registered practitioner should assess the Vascular Access Device and insertion site using the Vein Infusion Phlebitis Scale (V.I.P.S) and monitor line migration prior to each medication administration and document the findings on the VAD device assessment and management record. They must proceed with any action required because of any variances and obtain advice from appropriately qualified medical practitioners if this is indicated.
· [bookmark: _Hlk132697363]Prior to administration of any injectable medicine the patency of the vascular access device must be checked by flushing with at least 10mls of 0.9% sodium chloride for injection.
· Sterile sodium chloride 0.9% must be used before, between and after the administration of incompatible medications and/or solutions (See appendix 3 for flushing guidelines through a vascular access device).
· [bookmark: _Hlk117506183]The volume of the flush solution should be equal to at least twice the volume of the vascular access device and add on devices.
· [bookmark: _Hlk117507609]The practitioner must scrub any injection port of a vascular access device with 2% Chlorhexidine Gluconate in 70% Isopropyl Alcohol prior to and following administration of any IV Medicine.
· The practitioner should monitor the patient and vascular access device during the administration of any IV Medicine. In circumstances where a patient is administered IV Medication as an Elastomeric Infusor, they should be provided with information in their preferred format and language on how to monitor the device and be given information on who to contact in the event of any concerns. 
· Care and maintenance of any Vascular Access Device (VAD) should be undertaken to ensure the device remains suitable to administer IV Medicines.
· The practitioner should perform clinical observations (NEWS 2) a minimum of every shift in hospital setting or each visit in the community if a vascular access device is in use.
· The VAD must be removed at the earliest opportunity if it is no longer required for treatment or as clinically indicated following assessment of the insertion site and the device.
· [bookmark: _Toc22133181]Patients require appropriate information in their preferred format and language about the care and maintenance of their VAD, information regarding signs and symptoms of device related complications as well as medication side effects / adverse drug reactions / allergic reaction / anaphylaxis and extravasation.

6.5. 	THE SAFE PREPARATION AND ADMINISTRATION OF INTRAVENOUS (IV) MEDICINES AT  
[bookmark: _Toc22133182]       	HOME 
Patients are increasingly involved and engaged in their own health care. Several assessment booklets have been produced and used by OPAT in addition to taught sessions by the OPAT team to support patients / carers who wish to administer intravenous antibiotics at home. 

[bookmark: _Toc22133183]6.6.   	VASCULAR ACCESS DEVICES (VADs) - PRINCIPLES OF CARE

See Appendix 3
 
6.7.   	PROCEDURE GUIDELINES FOR VASCULAR ACCESS DEVICES (VADs)

See Appendices 4 - 6

                     
[bookmark: _Toc22133184]6.8. 	SAFE USE AND DISPOSAL OF SHARPS AND HAZARDOUS MATERIALS
Where medical sharps need to be used, safe sharps that incorporate a protective mechanism should be used. Prevention and Management of Sharps Injuries and Contamination Incidents Policy


Blunt fill and filter needles should be used for medication preparation from ampoules and glass vials.
· Needle free access systems should be used for all vascular access devices.
· Safety non-ported peripheral intravenous cannulas should be used.
· Suture less VAD stabilisation devices should be used to reduce sharps injury.

All sharps must be accounted for before, during and immediately upon completion of a procedure. Sharps must not be re-sheathed, broken or bent. Needles, syringes, and infusion sets connected to infusion bottles / bags must not be taken apart by hand prior to their disposal.

All used disposable sharp items, including but not limited to needles, should be disposed of in a non-permeable, puncture-resistant, tamper-proof container and located in a safe environment in the ward, department, or a patient’s home. All hazardous materials (cytotoxic drugs for example) and wastes should be discarded in the appropriate manner and in the appropriate container, according to national guidelines and organisational policies and procedures.
Waste Management Operating Standards

[bookmark: _Toc22133185]6.9. 	CLEANING AND DISINFECTION OF REUSABLE EQUIPMENT
To prevent cross-infection, cleaning of reusable medical equipment should be performed prior to patient use, between different patient use, after patient use and at established intervals during long-term single-patient use. Cleaning documentation such as checklists and labels should be used to support this. Cleaning of medical equipment should include drip stands, electronic infusion devices and other non-disposable infusion-related equipment used in providing patient care. Cleaning, disinfection, or sterilisation should not cause damage that could alter the integrity or performance of the equipment. Cleaning should be in accordance with manufacturer’s guidance.  P69 Infection and Prevention Control Policy 

[bookmark: _Toc22133186]6.10. 	DOCUMENTATION
· All patients with a vascular access device in the community require a patient held record (hard copy), which would include patient demographics, staff signature sheet, NEWS 2 record, VIPS / VAD assessment and management record, communication log and patient drug administration records. 
Central Venous Access Device Assessment and management record April 2023.doc 
Peripheral intravenous cannula assessment and management record - April 2023.doc
·  Other patient specific documentation may also be required such as an Elastomeric Infusor  
 Progression Record or OPAT refrigerator temperature record.
· A formal person-centred care plan must be completed for the administration of the intravenous medicine, which concurs with the prescription and includes care and maintenance of the Vascular Access Device. Evidence of informed consent must be demonstrated and documented - P42 Consent Policy . Where consent cannot be established, then refer to the policy below for guidance.
P38 Mental Capacity Act 2005 Policy Helping People to Make Decisions
· A record of administration of the medication must be made using the agreed service’s drug administration record at the time of the administration and must include the date, time, name, and signature or electronic record of the administering registered practitioner.
· The practitioner is responsible for evaluating and monitoring the effectiveness of the IV medicine. They should document the patient’s response and any adverse events, interventions required and variances from the care plan.
· Documentation of the insertion of a vascular access device should be completed, using the vascular access device assessment and management record. Evidence of informed consent must be demonstrated. Any variances must be documented and reported.
· The practitioner should check the Vascular Access Device and the insertion site, using the Vein Infusion Phlebitis Scale (V.I.P.S) and monitor for line migration as part of the ongoing care and maintenance of the device and prior to each medication administration. They should document the findings on the appropriate vascular access device assessment and management record and should proceed with any action required if there are any variances and report them.
· When a vascular access device is removed, the reasons for its removal must be documented, along with any complications experienced during the removal process and if any advice has been sought from interventional radiology or the hospital where the device was inserted. Time, date of removal and the health care professional who has undertaken the removal of the device must be documented, along with informed consent. Any samples sent for microbiology culture such as central catheter tips must be documented, along with the rationale for sending the sample.
· Patient or caregiver participation in and understanding of the therapy and procedures including education and any written/verbal information (or other preferred format and language) given to the patient/caregiver about ongoing care and maintenance of the vascular access device or the IV medicines administration process should be documented. 
· Information relating to the VAD for patient and carers involved in the care and management of the VAD (for example, community OPAT Team contact numbers in case of problems/queries) should be given, explained, and documented. Any information should be given in the patients preferred format and language.

All Derbyshire Community Health Services NHS Trust employees have a statutory duty to safeguard and promote the welfare of children and adults.


7. [bookmark: _Toc343680671][bookmark: _Toc22133187]SUPPORT AND ADDITIONAL CONTACTS

OPAT Team  
Mobile: 07909 522364 or 01246 515481

Elizabeth Clark (IV Team Lead)
Mobile: 07919397881

Tina Sullivan (Inpatient Matron)
Mobile: 07733328054 or 01298 212226

[bookmark: _Toc343680672]Peoples Development Services	
Telephone: 01332 564856 Option 4
Email: dchst.educationanddevelopment@nhs.net

Kate Needham Chief pharmacist
Email: kateneedham@nhs.net

	
8. [bookmark: _Toc22133188]RELEVANT REFERENCES AND ASSOCIATED DOCUMENTS

For reference list and appropriate website links, See Appendix 1 

P70 Identification Policy for Patients 
Lone Worker Operating Standards 
P27 Medical Devices Policy 
TPP188-0139 Central Venous Access Device – Administer Intravenous Medicine 
TPP096-0140 Central Venous Access Device (CVAD) – Routine maintenance when not in use  
TPP097-0142 Peripheral Intravenous Cannula – Administer Intravenous Medicine 
TPP098-0143 Implanted Port (Total Implanted Vascular Access Device) - Administer Intravenous Medicine  


9. [bookmark: _Toc22133189]APPROVAL

This policy will be approved by MOST (Medication Optimisation Safety Team) on a 3 Years basis.


10. [bookmark: _Toc22133190]MONITORING/AUDIT 

It is necessary to routinely check whether a policy is being followed. See Appendix 2 - Core Standards


11. [bookmark: _Toc22133191]EQUALITY IMPACT   
What effect or impact will the new/changed policy have on each of the Protected Characteristics (age, gender, disability, gender reassignment, marriage or civil partnership, pregnancy or maternity, race, religion or belief, sexual orientation)?  This policy/procedure should have a positive impact 




















If this effect or impact is negative or disadvantages one or more of the Protected Characteristics, what changes are going to be made to either remove entirely or minimise this effect or impact?  (Note: if the policy could be discriminatory, seek immediate advice from the Head of Equality, Diversity, and Inclusion)      
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Intravenous Medicines Administration and Vascular Access Device (VAD) Policy – Adults (changes)

· Title of Policy changed to Intravenous Medicines Administration and Vascular Access Device VAD) Policy – Adults, the words Medicines Administration replace the word Therapy.

· Reference and associated document list refined, updated and links added. Main body of references added as a separate appendix.

· Logo form title header removed as no longer used by DCHS.

· Key words section on page 1 of the document updated to make searching for documents on MyDCHS simpler.

· The policy applies to all healthcare professionals working within the organisation who undertake or support all or one of the following: administration of IV medicines, disconnection of Chemotherapy Elastomeric Infusor, Vascular Access Device (VAD) insertion, VAD care, and VAD maintenance. This statement replaces the previous scope statement in section 4.

· Vessel Health and preservation guide with a printable pocket guide to reflect national changes in relation to vessel health added as links

· Section 5 of the policy Definitions and explanation of terms used section reviewed and new definitions added e.g., MARSI, Elastomeric Infusor.

· Contact details section of policy amended with up-to-date information and old contact details removed.

· Securacath line migration measurement guide – added Principles of Care document.

· Resuscitation council UK Anaphylaxis guideline link added to section 6.1.

· Principles of Care-MARSI section added along with new section on use of chlorhexidine disinfection caps.

· Section 3 Disclaimer statement removed.

· Section 4 Training statement/Scope- the words registered practitioner replace the words registered nurse.

· Section 6.2- section 9 wording removed and replaced by the words relevant section.

· Section 6.5- the word “several” added, which replaces the word “a”.

· Section 7 support and additional contacts- section updated to reflect changes to team numbers and personnel currently in post.

· The practitioner will clean any injection port of a vascular access device with 2% Chlorhexidine Gluconate in 70% Isopropyl Alcohol prior to and following administration of any IV Medicine. This has been added to section 6.4.

· Care and maintenance of any Vascular should be undertaken to ensure the device remains suitable to administer IV Medicines. This has been added to section 6.4.

· The practitioner should monitor the patient and vascular access device during the administration of any IV Medicine. In circumstances where a patient is being administered IV Medications as a continuous infusion in the community (Elastomeric Infusor), they should be provided with verbal information on how to monitor the device and be given information on who to contact in the event of any concerns - has been added to section 6.4.

· Flushing following administration of an IV Medicine from an infusion bag/bottle - section added as a link to flushing guideline in Principles of Care document. This is to reflect updated practice nationally (NIVAS).

· “Before flush is administered ensure the line is secured” sentence added to guideline six, good practice tips of Routine flushing of a CVAD, in the CVAD procedure guidelines.

· Flushing guidelines for Trusts outside of DCHS - Refer to local Trust Policies where the device was inserted as flushing protocols may differ from the guidelines below. Section added the flushing guidelines in Principles of Care document.

· Extravasation information link added to section 6.2.

· In section section 6.1, pre-filled sodium chloride 0.9% syringes now defined as a medical device that does not require a prescription.

· Derbyshiremedicinesmanagement.nhs.uk link added to section 6.3.

· Vessel health and preservation link added to section 6.4.

· Prevention and Management of Sharps Injuries and Contamination Incidents Policy -  link added to section 6.8.

· Waste management operating standards link added to section 6.8.

· Infection and prevention policy link added to section 6.9.

· Securacath information link added to Securacath procedure guidelines in appendix 4.

· Consent policy link added to section 6.10.

· Persistent Withdrawal Occlusion (PWO) Algorithm in Principles of Care amended. Secondary care guidance removed.

· Step up/down pathway added a link with the main body of the policy document.

· Pictures and photographs that are no longer appropriate have been removed from the principles of care document.

· Pictorial guide in the care, maintenance, and removal of SecurAcath section of the CVAD procedure guidelines removed and a link added the SecurAcath website that covers these areas.

· CVAD SOP (Appendix 8 of old policy), Title changed to - CVAD - Procedure guidelines.

· PIVC SOPs (Appendix 18 of old policy), Title changed to - PIVC - Procedure guidelines.

· PIVC Insertion SOP (Appendix 16 of old policy), Title changed to PIVC Insertion – Procedure guidelines.

· Community IV Medicines (OPAT) Referral Form removed from policy appendix as stand alone document, reviewed by the clinical documents group in the future.

· CVAD and PIVC assessment and management records removed from policy appendix as these will be stand alone documents, reviewed by the clinical documents group in the future.

· All care plans and patient information leaflets removed from policy appendix as these will be stand-alone documents, reviewed by the clinical documents group in the future. 

· Disconnection of Continuous Infusion Chemotherapy from a Central Venous Access Device (CVAD) in the Community Standard Operating Procedure removed from the policy appendix as this will be reviewed as a stand-alone document.

· Out- Patient Parenteral Anti-Microbial Therapy (OPAT) Elastomeric Infusor Device - Standard Operating procedure removed from the policy appendix as this will be reviewed as a stand-alone document.

· Flushing guidelines removed from the policy appendix as this is included in the principles of care document in the policy appendix.

· North Derbyshire OPAT Step Up / Step Down Pathway removed from the policy appendix as this is non DCHS document reviewed by other organisations.

· Safe Preparation and Administration of IV Medicines at Home Assessment and Information Booklet for Patients / Carers (PRINTABLE VERSION) document removed from the policy appendix as this document no longer exists. It has been separated into three other documents and they have been reviewed by MOST in 2022 as stand-alone documents.

· All clinical competency documents have been removed from the policy appendix as these documents will be reviewed as stand-alone document in the future.

· The registered practitioner should also check expiry dates of all medicines and that they have been stored as recommended, e.g. in refrigerator. They should be aware of the risk of confusion between similar looking medicine packaging, similar sounding medication names, medication strengths and the volume of the injection contained in the selected ampoule or vial, added to section 6.4.

· Check that the formulation, dose, diluent, infusion fluid and rate of administration correspond to the prescription and product information, that the patient has no known allergy to the prescribed medicine, you understand the method of preparation and seek advice where required, added to section 6.4.

· Where applicable, check the compatibility of infusion sets and equipment used to prepare and administer the medicine, added to section 6.4.

· The registered practitioner should ensure the medicines prescribed can be prepared and given safely in the given environment, added to section 6.4. 

· Prepared IV medicines should be labelled according to Trust guidelines:

· All injections must be labelled immediately after preparation, except for syringes intended for immediate push (bolus) administration by the person who prepared the injection. 

· Staff must never be in possession of more than one unlabelled syringe / infusion bag at any one time, nor must an unlabelled syringe be fitted to a syringe driver or similar device or be given to another practitioner to administer. 

· Labels used on injectable medicines prepared should contain the following information:

· Name of the medicine 

· Strength of the injection 

· Route of administration  

· Diluent and final volume  

· Patient’s name  

· Time and date of preparation  

· Name/initials of the healthcare practitioner(s) preparing the medicine, above added to section 6.4.  

· Prior to administration of any injectable medicine the patency of the vascular access device must be checked by flushing with at least 10mls of 0.9% sodium chloride for injection, added to section 6.4

· Sterile sodium chloride 0.9% must be used before, between and after the administration of incompatible medications and/or solutions (See appendix 3 for flushing guidelines through a vascular access device), added to section 6.4.

· The volume of the flush solution should be equal to at least twice the volume of the catheter and add on devices, added to section 6.4.

· The registered practitioner must have access to an anaphylaxis kit, added to section 6.4.

  

· Complications section title in Principles of Care document changed to

COMPLICATIONS RELATED TO AN INSERTED VASCULAR ACCESS DEVICE / INTRAVENOUS MEDICINES ADMINISTERED THROUGH A VASCULAR ACCESS DEVICE

and introduction to this section now includes “caring for a patient with a vascular access device.”
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Assessing Equality Relevance (Stage 1)



1. Name of the service / policy / project or proposal (give a brief description):



		

Intravenous Medicines Administration and Vascular Access Devices Policy - Adults 









2.  Answer the questions in the table below to determine equality relevance:  



		

		Yes

		No

		Insufficient data / info to determine



		Does the project / proposal affect service users, employees, or the wider community, and potentially have a significant effect in terms of equality?



		



		

X

		



		Is it a major project / proposal, significantly affecting how functions are delivered in terms of equality?



		

		

X

		



		Will the project / proposal have a significant effect on how other organisations operate in terms of equality? 



		

		

X

		



		Does the decision / proposal relate to functions that previous engagement has identified as being important to protected groups?



		

		

X

		



		Does or could the decision / proposal affect different protected groups differently?



		

		

X

		



		Does it relate to an area with known inequalities?



		

		

X



		



		Does it relate to an area where equality objectives have been set by our organisation?



		

		

X

		







3. On a scale of high, medium, or low assess the policy in terms of equality relevance.  



		

		Tick below:

		Notes:



		High

		

		If ticked all ‘Yes’ or ‘Insufficient data’



		Medium

		

		If ticked some ‘Yes’ and / or ‘Insufficient data’ and some ‘No’



		Low

		X

		If ticked all ‘No’







Send an electronic copy of this completed form to: DCHST.Equality@nhs.net

1
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Assessing Equality Relevance (Stage 1)



1. Name of the service / policy / project or proposal (give a brief description):



		

Intravenous Medicines Administration and Vascular Access Devices Policy - Adults 









2.  Answer the questions in the table below to determine equality relevance:  



		

		Yes

		No

		Insufficient data / info to determine



		Does the project / proposal affect service users, employees, or the wider community, and potentially have a significant effect in terms of equality?



		



		

X

		



		Is it a major project / proposal, significantly affecting how functions are delivered in terms of equality?



		

		

X

		



		Will the project / proposal have a significant effect on how other organisations operate in terms of equality? 



		

		

X

		



		Does the decision / proposal relate to functions that previous engagement has identified as being important to protected groups?



		

		

X

		



		Does or could the decision / proposal affect different protected groups differently?



		

		

X

		



		Does it relate to an area with known inequalities?



		

		

X



		



		Does it relate to an area where equality objectives have been set by our organisation?



		

		

X

		







3. On a scale of high, medium, or low assess the policy in terms of equality relevance.  



		

		Tick below:

		Notes:



		High

		

		If ticked all ‘Yes’ or ‘Insufficient data’



		Medium

		

		If ticked some ‘Yes’ and / or ‘Insufficient data’ and some ‘No’



		Low

		X

		If ticked all ‘No’







Send an electronic copy of this completed form to: DCHST.Equality@nhs.net

1
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Equality Impact Assessment / Equality Analysis (Stage 2)





1. Name of the service, policy, project, or proposal (give a brief description)











Intravenous Medicines Administration and Vascular Access Devices Policy - Adults













2.  What is the aim of the service, policy, project, or proposal?  Why is it needed?



		

The use of intravenous medicines has many healthcare benefits for patients. Intravenous medicines are increasingly commonplace within the community setting and the need for an intravenous medicine is often a reason for patient’s being admitted to secondary care. Following the implementation of national and local policy, there is a new direction for community care providers such as DCHS to develop services that can be provided within the community hospital or community setting to accommodate patient’s being able to receive more complex care.



The aims of this policy are:

 To prevent unnecessary acute hospital admission and to facilitate early discharge from the acute hospital setting by enabling patients to receive IV medicines safely within their own home or a community health care setting.



 To ensure the IV medicine is the most appropriate treatment for the patient and that it is administered via the most appropriate Vascular Access Device, the most appropriate vascular access site is chosen and given at the right time. 



 To reduce the risk of complications by ensuring registered practitioners’ practice safely and consistently in relation to the administration of IV medicines and the care and maintenance of Vascular Access Devices (VADs) through the implementation of evidence-based practice and by providing staff with the necessary guidance on clinical practice and training. 



 To preserve and promote patient vessel health in the short and long term by ensuring any Vascular Access Device inserted is the most appropriate device for the treatment being administered and that it is placed by the most appropriately qualified practitioner









3. Which of the following equality groups is it relevant to? (Tick all that apply below)



		Age

		x



		Disability

		x



		Gender Reassignment / Transgender

		x



		Marriage and Civil Partnership

		x



		Pregnancy and Maternity

		x



		Race

		x



		Religion or belief

		x



		Sex

		x



		Sexual Orientation

		x



		Other (carers, socio-economically deprived, etc.)

		x







4. What impact could the service, policy, project, or proposal have on any of the equality groups?  



Could it disadvantage anyone, and if so why or how?  Could/does it address current inequalities?



		Age





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		x

		

		



		Detail:

Some individuals are more at risk of complications due to ongoing health care interventions and changes occurring due to underlying medical conditions which can increase with the aging process. This is reflected in the equality groups highlighted above. 







		Disability





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		x

		

		

		



		Detail:

The choice of vascular access device and location of treatment would need additional consideration for individuals who have learning disability / dementia. Having knowledge of treatment pathways for this cohort of patient’s means that care could be planned and delivered with less stress and disruption. 









		Gender Reassignment / Transgender





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		

		x

		



		Detail:











		Marriage or Civil Partnership





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		

		x

		



		Detail:











		Pregnancy or Maternity





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		x

		

		



		Detail:

For pregnant and nursing mothers, consideration must be given over the type of intravenous medicine administered and duration of treatment to prevent harm to the unborn child or breast-feeding baby.











		
Race





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		

		x

		



		Detail:











		
Religion / Belief





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		

		x

		



		Detail:











		Sex





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		

		x

		



		Detail:











		Sexual Orientation





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		

		x

		



		Detail:











		Other (e.g., socio-economically deprived carers, rurally isolated, asylum seekers and refugees, looked after children)





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		

		x

		



		Detail:























5. What evidence, research, data, and other information do you have which will be relevant to this assessment?  What does this information tell you about each of the equality groups?



(This question needs to be answered by considering relevant data and research (including demographic data), information (including anecdotal), results of consultation and surveys, the results of equality monitoring data, analysis of complaints)



		

Local surveillance data reflects the national data and does not highlight any additional areas of concern relating to the individual equality groups















6. Have you consulted on this service, policy, project, or proposal?  Do the results of this consultation confirm any of the potential barriers identified at Q4?  Outline any consultation undertaken and the outcomes below:



		



A consultation has taken place trust wide within DCHS services and with stakeholders from acute services (Chesterfield Royal Hospital and Royal Derby Hospital). Potential barriers as in question 4 also discussed regarding treatment on various cohorts of patients. The policy is comprehensive and inclusive for all Adult Intravenous Administration Care (over the age of 18 years).

















7. What key actions do you intend to take (or have you taken) to address the findings arising from this assessment?



(Actions could include changes to service, policy, project, or proposal, cconsultations with equality groups, making reasonable adjustments)





		Action





		By when



		Responsibility of

		Monitored through (by and when)







		

To ratify this new policy document and then circulate to other relevant services. 



Ensure People Development Services are aware of the new policy contents so that can align their training programme according

		

January 2023







		

Clinical Safety Group

		

January 2023















Assessed by:		Tina Sullivan		





Job title(s):              Matron





Directorate(s):        Operations





Date:                     06/12/2022







Send an electronic copy of this completed form to: DCHST.Equality@nhs.net
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Equality Impact Assessment / Equality Analysis (Stage 2)





1. Name of the service, policy, project, or proposal (give a brief description)











Intravenous Medicines Administration and Vascular Access Devices Policy - Adults













2.  What is the aim of the service, policy, project, or proposal?  Why is it needed?



		

The use of intravenous medicines has many healthcare benefits for patients. Intravenous medicines are increasingly commonplace within the community setting and the need for an intravenous medicine is often a reason for patient’s being admitted to secondary care. Following the implementation of national and local policy, there is a new direction for community care providers such as DCHS to develop services that can be provided within the community hospital or community setting to accommodate patient’s being able to receive more complex care.



The aims of this policy are:

 To prevent unnecessary acute hospital admission and to facilitate early discharge from the acute hospital setting by enabling patients to receive IV medicines safely within their own home or a community health care setting.



 To ensure the IV medicine is the most appropriate treatment for the patient and that it is administered via the most appropriate Vascular Access Device, the most appropriate vascular access site is chosen and given at the right time. 



 To reduce the risk of complications by ensuring registered practitioners’ practice safely and consistently in relation to the administration of IV medicines and the care and maintenance of Vascular Access Devices (VADs) through the implementation of evidence-based practice and by providing staff with the necessary guidance on clinical practice and training. 



 To preserve and promote patient vessel health in the short and long term by ensuring any Vascular Access Device inserted is the most appropriate device for the treatment being administered and that it is placed by the most appropriately qualified practitioner









3. Which of the following equality groups is it relevant to? (Tick all that apply below)



		Age

		x



		Disability

		x



		Gender Reassignment / Transgender

		x



		Marriage and Civil Partnership

		x



		Pregnancy and Maternity

		x



		Race

		x



		Religion or belief

		x



		Sex

		x



		Sexual Orientation

		x



		Other (carers, socio-economically deprived, etc.)

		x







4. What impact could the service, policy, project, or proposal have on any of the equality groups?  



Could it disadvantage anyone, and if so why or how?  Could/does it address current inequalities?



		Age





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		x

		

		



		Detail:

Some individuals are more at risk of complications due to ongoing health care interventions and changes occurring due to underlying medical conditions which can increase with the aging process. This is reflected in the equality groups highlighted above. 







		Disability





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		x

		

		

		



		Detail:

The choice of vascular access device and location of treatment would need additional consideration for individuals who have learning disability / dementia. Having knowledge of treatment pathways for this cohort of patient’s means that care could be planned and delivered with less stress and disruption. 









		Gender Reassignment / Transgender





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		

		x

		



		Detail:











		Marriage or Civil Partnership





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		

		x

		



		Detail:











		Pregnancy or Maternity





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		x

		

		



		Detail:

For pregnant and nursing mothers, consideration must be given over the type of intravenous medicine administered and duration of treatment to prevent harm to the unborn child or breast-feeding baby.











		
Race





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		

		x

		



		Detail:











		
Religion / Belief





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		

		x

		



		Detail:











		Sex





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		

		x

		



		Detail:











		Sexual Orientation





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		

		x

		



		Detail:











		Other (e.g., socio-economically deprived carers, rurally isolated, asylum seekers and refugees, looked after children)





		Positive impact

		Negative impact

		No impact

		Impact not known



		

		

		

		x

		



		Detail:























5. What evidence, research, data, and other information do you have which will be relevant to this assessment?  What does this information tell you about each of the equality groups?



(This question needs to be answered by considering relevant data and research (including demographic data), information (including anecdotal), results of consultation and surveys, the results of equality monitoring data, analysis of complaints)



		

Local surveillance data reflects the national data and does not highlight any additional areas of concern relating to the individual equality groups















6. Have you consulted on this service, policy, project, or proposal?  Do the results of this consultation confirm any of the potential barriers identified at Q4?  Outline any consultation undertaken and the outcomes below:



		



A consultation has taken place trust wide within DCHS services and with stakeholders from acute services (Chesterfield Royal Hospital and Royal Derby Hospital). Potential barriers as in question 4 also discussed regarding treatment on various cohorts of patients. The policy is comprehensive and inclusive for all Adult Intravenous Administration Care (over the age of 18 years).

















7. What key actions do you intend to take (or have you taken) to address the findings arising from this assessment?



(Actions could include changes to service, policy, project, or proposal, cconsultations with equality groups, making reasonable adjustments)





		Action





		By when



		Responsibility of

		Monitored through (by and when)







		

To ratify this new policy document and then circulate to other relevant services. 



Ensure People Development Services are aware of the new policy contents so that can align their training programme according

		

January 2023







		

Clinical Safety Group

		

January 2023















Assessed by:		Tina Sullivan		





Job title(s):              Matron





Directorate(s):        Operations





Date:                     06/12/2022







Send an electronic copy of this completed form to: DCHST.Equality@nhs.net
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CORE STANDARDS - Intravenous Medicines Administration and use of Vascular Access Devices



		Indication

number

		Description of the Core Standard

		Standard (%)

		         Exception’s

		Definitions and Instructions



		1

		Staff involved in the care of a VAD, and administration of intravenous medicines will receive the appropriate training and support.

		

100%

		



None

		Training needs for staff will be identified by their Line Manager. Staff will undertake the training / competencies, and these will be attached to the individuals ESR record once completed.



		2

		Adherence to infection control and prevention policies and ANTT® principles. 

		

100%

		

None

		All new staff to complete the induction programme and foundations in care



		3

		Staff will gain informed consent and assess capacity prior to undertaking any procedure.

		100%

		

None

		Integral to all DCHS Clinical Procedures



		4

		Staff will maintain Privacy and Dignity throughout the procedures they undertake

		100%

		

None

		Integral to all DCHS Clinical Procedures



		5

		Staff will adhere to the guidelines for the insertion/use of vascular access devices and the administration of intravenous medicines

		

100%

		



None

		Staff need to gain and maintain competence in the insertion/use and care of VADs / associated equipment and intravenous medicines administration as outlined in this policy



		6

		Patients will be monitored for signs of potential complications related to the use of vascular access devices and the administration of intravenous medicines. Appropriate action will be taken as clinically indicated.

		

100%

		





None

		By following the procedures and using the VAD observation and device management record in conjunction with the appropriate Visual Infusion Phlebitis Scale and the National Early Warning Score 2, staff will be observing and documenting the necessary observations to identify problems and take appropriate action



		7

		All patients will receive information in their preferred format and language on the risks and benefits of Intravenous Medicines and insertion/the use of Vascular Access Devices (VADs)

		

100%

		

None

		  Integral to any procedure before or at the point of consent.



		8

		All incidents and complaints related to VADs, and intravenous medicines administration will be reported on DATIX incident reporting system. Complaints and feedback will be monitored. 

		

      100%

		

None

		Trends will be identified and communicated to the relevant Teams to action where appropriate
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VASCULAR ACCESS DEVICES (VADs) – PRINCIPLES OF CARE 



This document will cover the following Vascular Access Devices (VADs)



· Peripheral Intravenous Cannula/Catheter (PIVC)

· Peripherally Inserted Central Catheter (PICC)

· Midline Catheter

· Skin Tunnelled Catheter (Hickman)

· Total Implanted Vascular Access Device (Implanted Port)



The principles of care outlined in this document do not refer to whether a Vascular Access Device (VAD) is valved or non-valved when referring to Central Vascular Access Devices (CVADs). Before using any CVAD it is essential to determine whether the device is a valved or a non-valved device and the manufacturers recommended care of the device. This will ensure that the device can be accessed / de-accessed and cared for safely. Only Vascular Access Device (VAD) trained health care professionals may care for these devices. They will have received the appropriate training and had their competency assessed. Meticulous care preceding, during and following VAD insertion is fundamental to reducing the risks of infection from the device and any associated equipment.



Derbyshire Community Healthcare Service NHS Foundation Trust is committed to minimising and reducing the risk of Healthcare Associated Infections (HCAIs), Catheter Related Bloodstream Infections (CRBSI), Catheter Associated Bloodstream Infection (CABSI), Medical Adhesive Related Skin Injury (MARSI) / and device related complications, by providing a safe environment where patients can be confident that best practice is always being followed.



The principles of care for the insertion and pre / post insertion of any Vascular Access Device are:

· To prevent infection 

· To maintain a ‘closed’ intravenous system with minimal connections to reduce the risk of contamination 

· To maintain a patent device and the device is correctly positioned 

· To prevent damage to the device and associated intravenous equipment

· To ensure a Vascular Access Device is only inserted if necessary

· To prevent MARSI and care for the skin’s integrity



Infection control and prevention 



Bloodstream Infections Associated with Vascular Access Devices

Bloodstream infections associated with the insertion and maintenance of VADs are potentially life threatening. If not fatal, they can worsen the severity of the patients’ underlying ill health. The micro-organisms that colonise catheter hubs / migrate along the catheter tract, the skin adjacent to the insertion site are the source of most Catheter Related Bloodstream Infections (CR- BSI)



(CR- BSI)

CR-BSI can be caused by cutaneous micro-organism from the hands of those who handle the line e.g., health care workers, patients, and carers. Catheter related blood stream infections (CR-BSI) associated with the insertion and maintenance of VADs remains a significant risk to patients and a burden to the NHS.



Vascular Access Device insertion is an invasive procedure which pre-disposes the patient to an increased risk of local and systemic blood stream infection (BSI) from micro-organisms, introduced either at the time of insertion or whilst insitu. VAD related infections are most caused by Staphylococci. The main source of these micro-organisms is likely to be from the patient’s own flora colonising the skin at the insertion site, by the introduction of other organisms via the catheter hub, associated equipment or from the hands of the healthcare worker.



All infusion-related procedures (site preparation, insertion of peripheral or central vascular access devices, management of infusion related equipment such as administration sets, add on devices and dressings as well as ongoing maintenance and care) require the use of an aseptic technique, observation of standard precautions and use of sterile products. Maximal sterile barrier precautions must be used when performing specific procedures such as insertion of central vascular access devices.



For those who are at increased risk of infection, such as patients with an existing medical condition which predisposes them to a greater risk of developing an infection, then an individual risk assessment should be undertaken to determine if extra precautions need to be taken for those patients who have a vascular access device inserted. These precautions may include the use of chlorhexidine gluconate impregnated dressings, 2% Chlorhexidine Gluconate in 70% Isopropyl Alcohol impregnated cap systems used to cover a needle free access device and daily anti-bacterial washes.



Aseptic Non-Touch Technique (ANTT®) 

ANTT recognizes that “sterile procedures” (i.e., procedures free from micro-organisms) cannot be achieved in typical healthcare environments due to the presence of airborne micro-organisms. Sterile is the quality standard for sterilized equipment but once the packaging is open; equipment is exposed to airborne organisms. ANTT is the standard technique for accessing all Vascular Access Devices (VADs), whether they are peripheral, midlines or central.



In contrast to the term sterile, asepsis is defined as a procedure where all reasonable precautions are taken to prevent the introduction of micro-organisms into or onto the patient. Aseptic Non-Touch Technique (ANTT) is a method used to prevent contamination of susceptible sites by micro-organisms that could cause infection. It is achieved by ensuring that only sterile equipment and fluids are used and the parts of components that should remain sterile are not touched or be allowed to come into contact with non-sterile surfaces, e.g., needles, syringe tips, line connections, exposed CVAD lumen or hub. The fundamentals of ANTT are: 

· always wash hands effectively

· recognise and protect key site and key parts

· touch non-key parts with confidence

· use alcohol-based solutions for decontamination with adequate cleaning

· the natural evaporation of alcohol



Key Sites and Key Parts

The protection of key part and key sites is paramount and should be applied to all types of intravenous medicines delivered via all VADs. Key parts are those pieces of equipment that come into direct contact with the patient and have the potential to transmit micro-organisms. They are usually parts of equipment that come into contact with an intravenous infusion.



Key parts include:

· syringe tips

· needle free access device attached to a catheter lumen

· a needle tip and the needles hub

· the ends of bungs that protect needle tips

· rubber tops of vials containing medication

· sterile gauze used during dressing and needle free device changes

· dressings-the part of the dressing that comes into direct contact with the skin

· the tip of implanted port needles and the hub end

· sponge section of the 2% chlorhexidine in 70% alcohol applicator (Chloraprep)

· IV infusion lines-these have several key parts such as a fluid bag/bottle spike, all bungs/3-way taps, all infusion ports and the end of the infusion line that connects to the patient

· Transofix mixing spikes (This list is not an exhaustive list).



Hand Washing

Handwashing should be performed both before and immediately after accessing any VAD. A decontaminated surface must be used when carrying out any procedures using a VAD e.g., tray or trolley cleaned prior to use. An aseptic field should be maintained when carrying out procedures involving VAD’s. All equipment used must be sterile and single use. Hands that are visibly soiled or contaminated with dirt or organic material must be washed with liquid soap and water before using an Alcohol Based Hand Rub (ABHR).



It is important to decontaminate hands with soap and water using mechanical friction, or alcohol gel before and after each patient contact and before applying / after removing gloves. When performing hand hygiene, the Health Care Professional must be bare below the elbow with no nail varnish or false nails, plain wedding band only and no stoned rings. Skin should be intact and healthy, and any cuts and abrasions must be covered with a secure waterproof dressing. Fingernails should be short and clean.



Hand hygiene should be performed after removal of PPE. Care should be taken to prevent contamination of liquid soap or antiseptic dispensers. These containers should be discarded and replaced according to organisational policies and procedures in hospital and organisational settings. Liquid soap should be used (in other words, not bar soap for community-based staff).

Paper hand towels should be used to dry the hands. Alcohol based hand rub should be used when hands are clean, when running water is compromised or unavailable.



Personal Protective Equipment (PPE)

This includes gloves, aprons, face masks and protective eye wear. They should be used for all Vascular Access Device insertion procedures in accordance with DCHS infection control and prevention policies.



Gloves

During the development of ANTT, it was found that the constant use of sterile gloves often led to a false sense of security, which resulted in contamination of key parts. As soon as a procedure is started the gloves are no longer sterile highlighting the importance of the non-touch technique. The gloves should be neither too small, with the potential to be punctured by the wearer’s nails, nor to big, as this may impede manual dexterity. Gloves should not be used as an alternative to hand hygiene. Individual patient risk assessment should be undertaken to determine if gloves need to be worn to perform the procedure.



Powdered and polythene gloves should not be used for VAD procedures.



Aprons

Disposable plastic aprons may be worn during VAD procedures / preparation and administration of IV Medicines, unless the procedure warrants the use of a sterile disposable gown, such as the insertion of a central vascular access device. The apron should be worn for a single procedure and then discarded and disposed of as clinical waste in accordance with DCHS waste management policy. Individual patient risk assessment should be undertaken to determine if aprons need to be worn to perform the procedure



Masks

Fluid resistance surgical masks should be worn as infection control policies, this may mean that they are required under the policy or not. Please refer to Infection control policy regarding PPE.



Trays used for administering intravenous therapies and VAD dressing changes

· Correct decontamination of trays is essential as part of the ANTT process. 

· Do not use paper/cardboard trays for any intravenous medicine’s preparation.



Two percent Chlorhexidine Gluconate in 70% Isopropyl Alcohol

[bookmark: _Hlk5359410]This has been shown to be the most effective substance to cleanse the skin prior to insertion of a vascular access device and between dressing changes. It should also be used to decontaminate equipment and any needle access device prior to accessing and de accessing the device. A scrubbing action should be employed when decontaminating the needle free access device. It needs to be applied with friction in back-and-forth motions for at least 30 seconds and must be allowed to dry for 30 – 60 seconds after application to the skin, prior to any vascular access device insertion to ensure any organisms coagulate and any plastic equipment used does not stick together as alcohol is a plasticizer. This also prevents stinging as the vascular access device pierces the skin on insertion. Patient sensitivity to chlorhexidine gluconate cleaning solutions and equipment coated with this should be considered. If this is contraindicated, aqueous povidone iodine should be used. Individual sachets/wands of the antiseptic solution should be used to decontaminate the insertion site and related equipment. Always follow manufacturer’s guidance on the use of chlorhexidine gluconate.



Two percent Chlorhexidine Gluconate in 70% Isopropyl Alcohol Disinfection Caps

A risk assessment can be undertaken as to the usage of Chlorhexidine impregnated cap. 



Needle free access devices and disinfection

These devices have been developed to improve safety, maintain a closed system, and should be used to access any vascular access device. The needle free device should never be pierced by a conventional needle. It does not have to be changed to attach a syringe or infusion set to a VAD. It is usually changed at the same time as VAD dressing change. They should be changed at least every 7 days, after 120 uses or as per manufacturer’s recommendations. Any needle free device that becomes disconnected from the VAD must never be re attached. It should be discarded, and a new device fitted. The device can be primed with 0.9% sodium chloride to expel any air, before it is attached to the VAD hub. Components used with the device must be compatible and secured, to minimise leaks and breaks in the system. 



Any needle free device in use must be cleaned with 2% chlorhexidine gluconate in 70% isopropyl alcohol BEFORE and AFTER using the device. A thirty second scrub is advocated at D.C.H.S, using a clock for timings as counting is rarely accurate. The effect of disinfection and drying time duration the decontamination process has a direct correlation with bacterial load on catheter hubs. 



Vascular Access Device Pre-insertion considerations

· There must be a clear indication for the insertion of the VAD to minimise exposure to the associated risks.

· Initial assessment should include whether an intravenous medicine is required and have other routes been considered and excluded.

· If an intravenous medicine is required, site and device selection for vascular access should then include assessment of the patient’s condition, age, and diagnosis; vascular condition; device history; and the type and duration of the therapy as well as the potential complications associated with vascular access devices. 

· The vein/vessel should accommodate the gauge and length of the device required by the prescribed therapy.

· Patient’s lifestyle, body image, any known abnormalities which may limit access site, relevant past medical history (PMH) patient preference, coagulopathy and therapy duration and setting should all be considered for site and device selection.

· Patient factors: cognitive function

· Multiple-lumen device will not be routinely placed unless the patient’s condition/intended treatment necessitates one 

· All catheters must be radiopaque. 

· The health care practitioner should have the necessary knowledge and competence to select the most appropriate site and device for the patient and the intended therapy. This should include knowledge of the patient and environment, knowledge of the product regarding insertion technique, potential complications, appropriateness linked to prescribed therapy and medication and manufacturers’ guidelines.

· The patient’s implied / verbal / written consent to treatment and examination must be obtained. 

· A risk assessment must be undertaken by the healthcare professional to treatment and examination where implied / verbal / written consent cannot be obtained.

· A full explanation to the patient of the procedure and risks involved with VAD insertion should be given.

· The patient should be explained their responsibilities in the care and management of their VAD and be given written information.



Psychological preparation

The influence of a bad experience can be overwhelming for a patient and any practitioner undertaking Vascular Access Device insertion must never underestimate the impact to a patient of undergoing the procedure or how they perceive the procedure in the future. Anxiety can cause vasoconstriction, making insertion more difficult and more painful. The practitioner needs to ascertain from the patient any past experiences and acknowledge their fears or feelings. Giving clear information such as a patient information leaflet on the procedure may help reduce anxiety levels and pain.



Minimising pain on device insertion

Local anaesthesia may not be appropriate or required routinely prior to peripheral intravenous cannula insertion but it should be considered for some patients. It is recommended for use in a sensitive insertion site, if a peripheral intravenous cannula is larger than 18G or at the patient’s request and for all Central Venous Access Device insertion. Another non-pharmacological method of relieving pain can be distraction during the device insertion process.







Preparing the skin prior to device insertion

The most common cause of Vascular Device infection is the patient’s own skin flora; therefore, it is very important to clean the skin adequately prior to device insertion. Visibly dirty skin should be washed with soap and water. An antiseptic solution such as 2% chlorhexidine gluconate in 70% isopropyl alcohol solution should be applied. A scrubbing action should be employed to clean the skin. This should be allowed to air dry for up to 1 minute. Following cleaning, the skin should not be touched or re-palpated, as the cleaning regimen will have to be repeated. Remember, older adults have more fragile skin and too much friction may damage surface tissues, therefore putting them at risk for bacterial infection. If a patient has sensitivity to 2% chlorhexidine gluconate in 70% isopropyl alcohol, then use an aqueous solution of chlorhexidine gluconate or aqueous povidone iodine if chlorhexidine is contraindicated.



Insertion of a central vascular access device requires maximum barrier precautions which includes the use of sterile gloves, gowns, and sterile drapes. After initial site preparation, gloves should be changed, unless the skin decontamination process involves a non-touch technique. 



Shaving the skin

The need to remove hair by shaving has not been substantiated. Shaving the skin prior to device insertion is not recommended as it can cause micro abrasions which can become a focus for infection. Depilatories should not be used because of the potential for allergic reaction or irritation. If excessive hair needs to be removed, it should be clipped using scissors or clippers.



Device Selection

The type of VAD selected will be influenced by several factors, including the duration of therapy, the type of medication to be administered, the patient’s condition and the patient’s preference. The general principle for VAD selection for long term catheters, i.e., longer than 14 days, is dictated by the individual clinical needs of the patient and the type of intravenous medication being administered. Use of single-lumen catheters is preferred unless multiple lumens are essential for the management of the patient and the smallest gauge of catheter, which is effective for management of the patient.

                       

Peripheral Intravenous Cannula (PIVC)

Peripheral intravenous cannula (PIVC) insertion is the introduction of a vascular access device (VAD) into a peripheral vein. A cannula is a flexible tube containing an introducer which may be inserted into a blood vessel. They are usually placed the peripheral veins of the lower arms. They are usually defined as one that is less than or equal to 3 inches (7.5 cm in length). There are occasions when they may be inserted into the veins of the foot, but these veins should not be used routinely due to the increased risk of thrombophlebitis and deep vein thrombosis. If veins of the feet are to be used, the cannula should be re-sited as soon as possible in one of the upper limbs. In addition, staff must consider the potential negative impact of peripheral intravenous cannula insertion to the foot area in patients with diabetes mellitus. 



Indications

The main indications for the insertion of a peripheral intravenous cannula are: 

· Administration of intravenous medicines and blood products.

· Short term intravenous medicines administration of less than one week.



Contra-indications

The advantages of using a peripheral cannula are that they are usually easy to insert and have few associated complications. However, they are known to increase phlebitis and when necessary, need re-siting. In addition, some patients may not be able to tolerate the presence of a cannula. In such cases an alternative may be required such as a midline or a peripherally inserted central venous catheter (PICC).

The selection of a site for PIVC insertion may be contra-indicated by:

· The presence of injury or damage (e.g., fracture, cerebrovascular accident or thrombosis caused by multiple attempts of cannulation or venepuncture).

· The presence of lymphoedema or patients at risk from developing lymphoedema from previous mastectomy surgery, axillary dissection, or radiotherapy to lymph node areas.

· The presence of infection as suggested by inflammation, phlebitis, cellulitis.

· Veins which are mobile or tortuous, or sited near a bony prominence.

· If intravenous therapy is predicted to be long-term.

· Continuous infusions or therapies which are vesicant or have a pH of nine or greater.

· MARSI



Factors affecting the success of peripheral intravenous cannulation 

The success of cannulation can be affected by factors influencing venous dilation. The tunica media is composed of muscle fibres that constrict or dilate in response to stimuli from the vasomotor centre in the medulla, via sympathetic nerve transmission. 



Factors which impede venous dilation include: 

· Patient anxiety. 

· Patient temperature. 

· Mechanical or chemical irritants e.g., introduction of a needle into vein and medication. 

· Clinical state of the patient e.g., dehydration, vasoconstriction.

 

Other factors affecting the success of cannulation include:

· Thrombosed or hardened veins. 

· Choice of cannula size.

· Patient co-operation, previous experiences, and preferences. 

· Skill of the person performing the cannulation. 



Site selection for a peripheral intravenous cannula

Preference should be given to a site where the veins are accessible, unused, easily detected by palpation and/or visual inspection and appear healthy. Such veins feel soft and bouncy to the touch and refill quickly following compression. Long, straight veins with a large lumen are ideal. However, there are many patients who do not have ‘ideal’ veins and practitioners will need to rely on their knowledge of the anatomy and experience of the procedure in general to determine the best site for cannulation in such situations. The most common veins used are the basilic or cephalic veins of the forearm, which allow the placement of a variety of different sized cannula in an area which is easily immobilised and does not cause too much restriction to patient activity. The dorsal venous network can also be considered. The ante-cubical fossa should only be used as a last resort as the effects of extravasation are more devastating, it is difficult to immobilise, uncomfortable for the patient and may hamper other procedures such as venepuncture and blood pressure recording. Veins selected should be free from valves, which can be felt as small bumps in the vein or visualised. Distal veins should be chosen and then subsequently at proximal points. Avoid siting a cannula over a joint as this increases the risk of mechanical phlebitis, may restrict the person’s ability to carry out everyday activities and may interrupt an infusion of medication, due to the patient moving. There are many factors that influence choice of site but if the patient can carry out normal activities while a cannula is in situ, it is secured and dressed appropriately, and then the patient will receive their intravenous medicine with few interruptions avoiding unnecessary delays. The use of the patient’s dominant arm should be avoided, whenever possible. Other factors to consider are condition of the vein, duration of therapy and the flow rate of the medication to be administered.



Sites of veins

Pre insertion tips



Always use the same fingers. When ‘feeling’ or palpating a vein, use the same fingers, so they become familiarized with the procedure. Engorged veins usually have a bouncy feel to them, whilst other things like tendons do not bounce.

Veins that are deeper. Those that you cannot see usually provide better insertion sites than superficial veins which are mostly thin. However, try to avoid thick veins just below a bifurcation (i.e., a point where the thick vein branches out into smaller veins) as they are more likely to blow.

Fine veins. These veins on the forearm cannot be palpable, but can be cannulated by vision, keeping the angle of the needle nearly horizontal so as not to go through the other wall of the vein.

Peripheral oedema. Compress the skin over the area where a vein might be located. This may reveal the vein.

Gravity. Hanging the forearm downwards will fill the veins and make them more visible. 

Warmth. This promotes natural vasodilation in the same way as cold temperatures promote vasoconstriction. In other words, you need warmth to open the veins and see the proposed insertion site more readily. Before doing the actual cannula insertion, you can put a warm compress on the site for 10 to 15 minutes, being careful not to apply too much heat or scald the patient’s skin.

Before proceeding to the actual PIVC insertion. Firstly, determine the proper needle-skin angle to be utilized and provide good skin traction to stabilize the vein. Then, using the bevel-up approach, slowly insert the needle on the top of the vein, at an angle 10 – 45 degrees (or almost flat) with the skin especially if the veins are dilated and can easily be seen through the skin surface. You must take your time doing this to avoid causing additional harm and damage to the patient’s veins.

Inserting a peripheral intravenous cannula in adults

Inserting a peripheral intravenous cannula in older adults can be extremely challenging. Older adults experience significant changes in their skin in terms of texture, depth, and integrity, making them more prone to skin tears and bruising. Ageing also has an effect on the endothelial lining of the veins, leaving them more fragile. The veins also have increased peripheral resistance which may render them unsuitable for cannulation.

Avoid applying too much friction when preparing the skin. Older adults have more fragile skin and too much friction may damage surface tissues, therefore putting them at risk for bacterial infection.

Tourniquets

Tourniquets should be single use only and single patient use wherever possible unless the tourniquet can be decontaminated between patients. Fabric tourniquets should not be used. The tourniquet should not be applied for extended periods to prevent circulatory and neurological impairment. A maximum time of 60 seconds is ideal as this prevents pooling of blood at the site, which can lead to false blood chemistry results if blood sampling is being undertaken.



When a tourniquet is needed, only use those that are made of soft materials. Apply it gently as putting it too tight can cause venous “blows” and haematoma.

If possible, do not use a tourniquet. In older adults’ veins are usually already visible and palpable even without a tourniquet. Tourniquets increase pressure, thus only increasing the risk of skin tears. Instead, you can just lower the patient’s arm or apply a warm compress prior to insertion.

Visualize the veins. Use a blood pressure cuff instead of a tourniquet. After ensuring the absence of any leaks, inflate the cuff a few points higher than the patient’s diastolic blood pressure.

Know the vein’s depth. This is to determine how far you will be inserting the needle, and what angle you can use in inserting. Most older adults have very shallow veins and require an almost flat insertion angle (10 to 30 degrees).

Use the smallest peripheral intravenous cannula. The size of the cannula usually depends on what treatment the patient requires. Older adults experience changes in their skin’s tone and elasticity and are more prone to bruising. Due to the loss of subcutaneous tissue, their veins are also less stable and are at elevated risk of developing vein tears.

Stabilize the vein. Apply traction to the side of the insertion site with your non-dominant hand, so that there will be no unnecessary movements during the insertion process. Multiple cannula insertion attempts should be avoided. The usual practice would normally involve a maximum of two attempts on the same patient, before consulting another practitioner.



After stabilizing. Insert the cannula ON TOP of the vein. Establishing a side access may only push the vein away from the needle.

Insert the cannula slowly but steadily. Avoid rushing. This applies to the insertion of any PIVC to patients of all ages. Using the bevel-up approach, insert the needle slowly on top of the vein while making sure that the vein is stabilized. Try to keep it in a 20 to 30-degree angle or almost flat with the skin. After penetrating the vein with one short stroke, advance the needle and the cannula slowly.

The choice of peripheral intravenous cannula

[bookmark: _Hlk5362394]Several different types of peripheral intravenous cannula are available. It has been shown that the incidence of vascular complications increases as the ratio of cannula external diameter to vessel lumen increases. Therefore, the smallest, shortest gauge cannula should be used in any given situation. Safety cannulas should be used to reduce the risk of needle stick injury. The cannula should be radio opaque in the event of catheter embolus. Non ported cannula reduces the risk of device related infection and should be used. They are available with or without securement wings.

A non – ported safety peripheral intravenous cannula / catheter with and without securement wings (Braun Vasofix Safety)

Some of the factors which influence choice of cannula are:



· the purpose of the cannulation

· proposed drug administration

· the expected duration of cannula placement

· The size of the vein to be cannulated

· 



A GUIDE TO PERIPHERAL INTRAVENOUS CANNULA SELECTION

Always select the smallest gauge peripheral cannula that will accommodate the prescribed therapy and patient need. Peripheral cannula greater than 20G are more likely to cause phlebitis. External cannula diameters, length and flow rates are variable among each brand of cannula, with the dimensions and flow rates listed below being approximate. Fluid flow rates in actual patient use are influenced by the type and viscosity of fluid, fluid temperature, type of infusion, height of the container and the use of needle free access devices. There are numerous factors that could also affect fluid flow rates once the cannula is inserted into a patient. 

		Colour



		Gauge size

		External diameter

(mm)

		Length

(mm)

		Flow rate

(mLs/ minute)

		Recommended

use

		Considerations



		





Yellow





		





24G

		





0.7 mm

		





19mm

		





24 ml/min

		

Most infusions, neonate, paediatric, older adults, routine blood transfusion, neonate, or paediatric blood transfusions



		



Less painful to insert through the skin but more difficult to insert through the skin, can be used on fragile veins



		



Blue



		



22G

		



0.9 mm

		



25 mm

		



35 ml/min

		

Most infusions, neonate, paediatric, older adults, routine blood transfusion



		

Difficult to insert through the skin, can be used on small veins



		



Pink



		



20G

		



1.1 mm

		



32 mm

		



62 ml/min

		



Most infusions, rapid fluid replacement, trauma, routine blood transfusions



		

Difficult to insert through the skin, can be used on small veins



		



Green



		



18G

		



1.3 mm

		



32 mm

		



104 ml/min

		

Rapid fluid replacement, trauma, rapid blood transfusion, diagnostic IV contrast solutions





		

Painful insertion,

requires a large vein,







		



Grey



		



16G

		



1.8 mm

		



45 mm

		



215 ml/min

		

Rapid fluid replacement, trauma, rapid blood transfusion, surgery



		

Painful insertion,

requires a large vein,





		

Orange



		

14G

		

2.1 mm

		

45 mm

		

350 ml/min

		

Trauma, rapid blood transfusion, surgery



		

Painful insertion,

requires a large vein,











Central Vascular Access Device (CVAD)



Valved CVADs

These devices have no clamp attached near the lumen that exits the skin. The tip sits within the superior vena cava and has a round blunt tip, which incorporates a two-way valve. The purpose of a valve is to create a “sealed system.” This means that the valve will not open unless positive pressure is applied (e.g., when a device is flushed, or intravenous medicines are infused); the valve opens outwards into the superior vena cava. The valve also opens inwards which allows blood to pass into the lumen of the CVAD when a negative pressure is applied (e.g., when withdrawing fluid / blood from the device). This is important in understanding how a blood return (also known as a blood flash back), prior to accessing the device is achieved. The valve closes completely when luminal pressure is normal i.e., the line is not in use. Blood cannot enter the catheter when it is not in use as the valve remains closed. The advantages of valved catheters are the reduced risk of bleeding or air emboli on insertion and during subsequent care, the elimination of the need for catheter clamping.



[image: Image result for pictures of groshong catheter VALVE]

Non-Valved CVADs 

Have an integral clamp that is part of the CVAD near the lumen that exits the skin. The tip sits within the superior vena cava. The tip has no valves but is an open-ended tube. They are sometimes referred to as open ended central vascular access catheters. Therefore, they are fitted with clamps. The clamp when engaged or closed, stops blood from flowing back from the open end and down into the catheter lumen after it has been used. The clamp must be opened to allow for flushing of the device and administering intravenous products. Clamping should be done under pressure whilst positive flow through the line is maintained. To create a sealed system on these CVAD’s the line MUST be clamped when not in use or when a needle free device is changed. Fitting a CVAD with a Neutral Displacement Needle Free Device such as a Vygon Bionector® reduces the risk of blood reflux which is the main disadvantage of an open-ended catheter and can result in catheter occlusion. The clamp should always be closed, even when a Bionector is in use, when not in use. This is in case the needle free device becomes dislodged. If the clamp was not closed, then air would potentially enter the line from the exit site. Blood would also potentially flow back into the lumen from the tip. To avoid damage to the catheter it should only be clamped using the integral clamp. 



[image: Image result for pictures of open ended tip of picc]



Open – ended non-valved catheters

[image: Related image]

                                        Triple             double            single lumen catheter





Peripherally Inserted Central Catheter (PICC)



The PICC is inserted into the cephalic or basilic vein (usually above the antecubital fossa) and advanced into the Superior Vena Cava. PICC’s are inserted by medical staff or specialist nursing staff that have been specifically trained in the procedure. PICC lines can remain in place for approximately one year (refer to manufacturer’s instructions).

Midline



Although Midlines are not central lines as they sit within the axillary vein, they are included in this policy as they are to be cared for in the same manner as a PICC line. The Midline catheter is similar in appearance to a PICC, but the tip resides in the axillary region and does not advance into the Superior Vena Cava. Midlines can remain in place for 2-4 weeks (Refer to manufacturer’s instructions); however, some have been developed to stay in longer. They are usually 7.5cm – 20cm in length. A midline catheter provides venous access along with an easy, less hazardous insertion at the antecubital fossa.



Tunnelled Cuffed Catheter (Hickman)



These lines are usually inserted using an ultrasound guided percutaneous puncture and seldinger technique to access the internal jugular vein. After insertion in a central vein the catheter is tunnelled several centimetres under the skin and brought out through the skin to a suitable exit site (anterior chest between sternum and nipple). Tunnelled catheters have a ‘Dacron’ cuff near the subcutaneous exit site of the catheter that anchors it in place and serves as a microbial barrier. Tunnelled catheters are inserted in Radiology under local anaesthetic by Radiologists and can remain in Place long term (refer to manufacturer’s instructions).

























Total Implanted Vascular Access Device (TIVAD, also referred to as a Porta Cath)

[image: ]



















With a port the line is contained under the skin and is accessed when needed with a special non-coring “gripper” needle. Once the implanted port has an access needle in place it can be used in the same way as a CVAD. A port can stay in place for up to 10 years. The line is routinely flushed once a month.                                                                    

 Accessing the VAD and maintaining a closed system

The frequency of handling and the number of people who handle the VAD and add on devices should be kept to a minimum. Vascular access device site care and access must be performed using an aseptic technique. Regular monitoring of the device and the surrounding tissues must be undertaken as per DCHS guidelines using the appropriate device assessment and management record. Micro - organisms that colonise catheter hubs and the skin surrounding the VAD insertion site are the cause of most catheter related blood stream infections. Skin cleansing of the insertion site is therefore one of the most important measures for preventing catheter related infections.



It is recommended that needle free connector systems should be used to access the VAD. These systems should be changed every 7 days or as per manufacturer’s recommendations. This helps to maintain a closed system, reduce the risk of damaging the VAD and prevents needle stick injuries. It should be noted that a needle free device does not need to be removed each time the VAD is accessed. Needles must not be used with a needle free access system, as there is a danger of introducing air into the system and damaging the needle free access device.



Within this policy Needle Free Device refers to the Neutral Displacement Device (Bionector by Vygon®. Please refer to local trust policies for types of needle free devices used and their care and maintenance in conjunction with manufacturer’s recommendations.



Bionector are neutral displacement devices. They are a needle free access device that can be fitted to the exit lumen of a VAD. Luer and non luer end devices can be connected to a Bionector to allow access to a VAD lumen, which in turn gives access to a patient’s general circulation. Bionector are known as neutral displacement devices because when they are accessed, the fluid displacement within the VADs internal lumen is close to zero. This is especially important when they are connected to non – valved (open ended) VAD. These types of VADs have an open end that can allow blood back into the lumen at the tip if other non-neutral displacement devices are fitted to the exit lumen of a line. It is important to ascertain what type of needle free access device is fitted to a non - valved VAD. If there is any doubt over the type of needle free device fitted to the end of a non – valved VAD or any type of VAD, then it should be replaced with a Vygon Bionector.

When a needle-free access device is used, decontaminate the access port before and after use with a single patient use application of 2% chlorhexidine gluconate in 70% isopropyl alcohol, unless contraindicated by the manufacturer’s recommendations, in which case aqueous povidone iodine should be used.



When directly accessing the VAD, the minimum syringe size for use with a VAD is 10mls as the internal pressure created by smaller syringes may damage the catheter. The larger size will prevent excessive pressure being exerted on the lumen which might cause it to rupture. This is of particular importance for Central Vascular Access Devices (CVADs). NB: Syringe size alone is not sufficient to prevent rupture. This is the reverse, when withdrawing fluid / blood from a central vascular access device. The larger the syringe, the greater the pressure when withdrawing. Regardless of the syringe size, if any resistance is felt and more pressure is applied to overcome it, this may result in catheter fracture. Luer lock type syringes are the preferred choice as there is less risk of them becoming disconnected from the needle free access device. When using a 10ml syringe, always discard 0.5mls – 1ml at the end of the flushing procedure, as this minimises reflux of blood back into line. This is known as syringe induced reflux. This is of greater importance if you are using a non-valved line CVAD with a clamp. 



Maintaining and Checking Patency of a VAD

Patency of any device should always be maintained as a blockage pre-dispose to infection, device damage and disruption to drug administration.



Flushing of a VAD must be carried out:

· Immediately following its insertion. A VAD must be flushed with 10mls of sterile 0.9% sodium chloride after a needle free access device has been attached. The clamp should be closed whilst flushing under positive pressure in as pulsatile manner. A VAD must never be forcibly flushed

· The VAD should also be flushed with 10mls of sterile 0.9% sodium chloride before administration, after administration and in between every consecutive medicine administration to prevent potentially incompatible medicines from mixing in the line. 

· Before and after a bolus or infusion of any intravenous medicine 

· Before and after blood sampling

· Routinely to maintain patency according to guidelines if the VAD is not in regular use



Push pause (pulsatile) and positive pressure techniques must be used for flushing a VAD.



All flushes must be compatible with the medicines being used and checked against the manufacturer’s guidelines prior to administration. 



Checking Line Patency of a Peripheral Intravenous Cannula (PIVC)



A PIVC should be flushed at least once daily to maintain patency, even if it not being used. Checking for a blood return in a Peripheral Intravenous Cannula is not necessary. 



Checking Line Patency of Central Vascular Access Devices (CVAD)

This can be done by checking for a blood return to check catheter function and then flushing the line with sterile sodium chloride 0.9%, if a CVAD is being used. However, there is no requirement to routinely withdraw blood and discard it prior to flushing (except prior to blood sampling or when lines are locked with antibiotics (line infections) or with heparin concentrations greater than ten units in 1ml). All ports of a CVAD should be routinely flushed weekly to maintain patency, unless in continuous use or manufacturers recommend otherwise. The method for flushing should be a pulsated push - pause positive pressure method. 



In the absence of blood return for midlines and central vascular access devices, secondary care should be contacted unless previously documented to try to flush the catheter. If resistance is met, then force should not be applied. Further action should be undertaken to assess line patency and the relevant algorithm followed for checking blood return from a central vascular access device.



Difficulty with flushing a line may be caused by intraluminal occlusion from a blood clot or drug precipitate. If resistance is felt, then a flush must never be forced into a catheter as this can cause any obstruction to enter the blood stream (as an embolus) or cause catheter damage. The cause of occlusion should be ascertained, and specialist medical/nursing advice sought on the correct course of action.



Persistent Withdrawal Occlusion (PWO) in CVADs

If fluids can be infused easily but blood return is absent this can indicate persistent withdrawal occlusion, commonly caused by the formation of a fibrin sheaf over the tip of the lumen. This has the potential to occlude the catheter causing leakage of fluid around the catheter site leading to extravasation. Patency must be ascertained before using the catheter, particularly prior to giving vesicant or irritant drugs. 



If there are any doubts about what medications can be used, and how they should be administered, refer to the manufacturer’s guidelines.



Mechanical occlusion in CVADs

Pinch off syndrome or kinking of the catheter can impair patency. (See complications).



Flushing Technique for VADs

A “pulsed positive pressure” or ‘push pause’ method of flushing should be used. This will create a turbulent flow within the lumen of the VAD and prevent the build-up of debris. This technique is based on the concept of laminar and turbulent fluid flow. Laminar fluid flows in undisturbed layers, with the fastest current in the centre of the lumen. Turbulent flow moves in swirls and eddies. Theoretically, turbulent flow removes any blood attached to the catheter wall and thus reduces the risk of catheter lumen occlusion. This method is of particular importance when flushing a CVAD. All flushing procedure must be completed using a positive pressure flush technique. This is achieved by maintaining a forward motion on the syringe plunger and clamping the catheter while simultaneous injecting the last 0.5 – 1ml of flush solution. 

 

Flushing Solutions for VADs 

Sterile 0.9% sodium chloride for injection should be used to flush and lock catheter lumens that are in frequent use. This comes in ampoules or pre-filled syringes (Posiflush). Pre-filled syringes such as Posiflush are classed as medical devices and do not need a prescription. However, if individual patients with a VAD require a specific flushing protocol outside of the flushing guidelines within this guide, then a prescription is recommended.



When recommended by the manufacturer, total implanted vascular access devices, tunnelled or open-ended catheter lumens should be flushed and locked with heparin sodium flush solutions. (Heparinised saline).

Concomitant use of intravenous diclofenac with heparin (including low dose heparin) is contraindicated.



Caution should be exercised in patients with known hypersensitivity to low molecular weight heparins. Rigorous aseptic technique should be always observed in its use. Platelet counts should be measured in patients receiving heparin flushes for longer than five days (or earlier in patients with previous exposure to heparin). In those who develop thrombocytopenia or paradoxical thrombosis, heparin should immediately be eliminated from all flushes and ports. Repeated flushing of a catheter device with heparin may result in a systemic anticoagulant effect.



Purpose of flushing VADs

Routine flushing of VADs is performed at established intervals to promote and maintain patency and prevent the mixing of incompatible medications and solutions. Sterile sodium chloride 0.9% must be used before, between and after the administration of incompatible medications and/or solutions. The volume of the flush solution should be equal to at least twice the volume of the catheter and add on devices.



Heparin versus sodium chloride 0.9% only flushes

Low dose heparin flushes are frequently used to fill the lumen of a VAD between use to prevent thrombus formation and to prolong the duration of catheter patency. However, the efficacy of this practice is unclear. NICE guidelines and manufacturers recommend heparin flushes when VADs are infrequently accessed (e.g., implanted ports) or if a catheter is open ended.



A review of the evidence on heparin flushes by UK Medicines Information indicates that the evidence for heparin flushes is unclear and inconclusive. A rapid response report issued by the NPSA in April 2008 advised organisations to review local policies to minimise the use of heparin flush solutions for all vascular access devices 



Risks associated with heparin flush solutions

Decreasing unnecessary exposure to heparin is important to minimise adverse effects associated with heparin use, e.g., autoimmune mediated heparin-induced thrombocytopenia, allergic reactions and the potential for bleeding complications following multiple, unmonitored heparin flushes.



Problems known to occur when heparin flush solutions are used include:

· Confusion with other 'look-a-like' products.

· Errors in calculating and diluting heparin.

· Incompatibility of heparin with other medicines.

· Heparin interfering with blood test results if it is present in the VAD.

· Administration of heparin without a prescription or patient group direction increases the risks of errors



Flushing guidelines for Trusts outside of DCHS



Refer to local Trust Policies where device was inserted as flushing protocols may differ from the guidelines below.







Flushing guidelines

		



Type of Vascular Access Device

		



Flushing

Solution



		



Frequency of flushing (when device is in use)



		



Frequency of flushing (when device is not in use)







		

Peripheral intravenous cannula (PIVC)





		

10mls of 0.9% Sterile Sodium Chloride

		

· For an intermittent bolus or infusion of an IV Medicine, flush with 10mls of 0.9% Sodium Chloride before and after each IV medicine

		

· Flush with 10mls of 0.9% Sodium Chloride every 24 hours





		











Midline







		











10mls of 0.9% Sterile Sodium Chloride 



		

· For an intermittent bolus or infusion of an IV Medicine, flush with 10mls of 0.9% Sodium Chloride before and after each IV medicine

· Flush with 20mls 0.9% Sodium Chloride after blood sampling if the midline is suitable for blood sampling (check manufacturers guidance).

· Refer to local Trust Policies where device was inserted as a locking solution may be required.



		

· Flush with 10mls of 0.9% Sodium Chloride once weekly

· Refer to local Trust Policies where the device was inserted as a locking solution may be required.





		









Peripherally Inserted Central Catheter (PICC)





		









10mls of 0.9% Sterile Sodium Chloride



		

· For an intermittent bolus or infusion of an IV Medicine, flush with 10mls of 0.9% Sodium Chloride before and after each IV medicine

· Flush with 20mls 0.9% Sodium Chloride after blood sampling. 

· Refer to local Trust Policies where the device was inserted as a locking solution may be required.



		

· Flush with 10mls of 0.9% Sodium Chloride, once weekly

· Refer to local Trust Policies where the device was inserted as a locking solution may be required.





		







Skin-Tunnelled Catheter (Hickman)





		







10mls of 0.9% Sterile Sodium Chloride

		

· For an intermittent bolus or infusion of an IV Medicine, flush with 10mls of 0.9% Sodium Chloride before and after each IV medicine

· Flush with 20mls 0.9% Sodium Chloride after blood sampling. 

· Refer to local Trust Policies where device was inserted as a locking solution may be required.



		

· Flush with 10mls of 0.9% Sodium Chloride once weekly

· Refer to local Trust Policies where the device was inserted as a locking solution may be required.





		







Total Implanted Vascular Access Device (TIVAD)





		







10mls of 0.9% Sterile Sodium Chloride

		

· For an intermittent bolus or infusion of an IV Medicine, flush with 10mls of 0.9% Sodium Chloride before and after each IV medicine

· Flush with 20mls 0.9% Sodium Chloride after blood sampling. 

· Refer to local Trust Policies where device was inserted as a locking solution may be required.



		

· Flush with 10mls of 0.9% Sodium Chloride once every 4 weeks or as guided by local Trust Policy

· Refer to local Trust Policies where the device was inserted or manufacturer’s guidance as a locking solution may be required.











Flushing following administration of an IV Medicine from an infusion bag/bottle



A considerable amount of medicine may be lost due to infusion set dead space and we should endeavour to ensure that all the prescribed medicine should be administered. The volume that remains in an infusion set after administration may vary depending on the type of set. There are several methods available to ensure all the prescribed medicine is administered following completion of an infusion. For NIVAS infusion flushing guidelines, see link:



https://nivas.org.uk/



Securement of a Vascular Access Device

The aim of any securement device is to prevent movement of the vascular access device which reduces the risk of mechanical phlebitis and infection. They also minimise dislodgment. They should be applied in a manner as not to impede circulation or impede infusion through the vascular access device. They should not interfere with the monitoring and assessment of the vascular access device and should be sterile and applied and changed as per manufacturer’s guidelines. Engineered stabilisation devices should be used for central VADs. An aseptic technique should be employed when changing the securement device.



Dressings

Dressing used on a VAD should be transparent and changed as per DCHS SOPs or as per manufacturer’s guidelines at the correct established intervals. The criteria for choice of securement dressing should include the type of VAD, site of placement and patient characteristics, such as skin condition and skin integrity. An aseptic technique should be employed when changing the dressing. Any dressing applied should be dated as a point of reference. 



Any dressing used to cover the catheter insertion site should have the following properties:

· Prevent moisture retention under the dressing, which reduces the risk of bacterial growth

· Help to secure the catheter in place

· Allow ease of inspection of the catheter insertion site

· They are sterile

· They are easy to apply and remove

All assessment of the VAD and dressing change should be recorded on the appropriate device assessment and management document for each patient. 

Central Vascular Access Device (CVAD) dressing change and securement

Immediately after CVAD insertion a sterile gauze dressing may be used due to the possibility of bleeding from the exit site. If a gauze dressing is used, it should be changed every 24 hours to allow for inspection of the site. It must also be replaced if the dressing becomes damp, soiled, or loosened. 



A sterile transparent semi-permeable dressing (e.g., Opsite IV 3000 or IV Tegaderm) should be applied as soon as there is no further bleeding from the exit site. If the integrity of these dressings remains intact and there is no visible accumulation of moisture or exudate, transparent dressings can remain in situ for up to seven days.



The dressing should be changed if it becomes loose, wet, soiled, and uncomfortable or the insertion site is not clearly visible.



Cleaning should be carried out using an aseptic technique. During dressing changes, a 2% chlorhexidine gluconate in 70% isopropyl alcohol should be used to clean the catheter site using an outward ‘single-swipe’ motion to avoid transferring bacteria to the exit site, and then allowed to air dry. Check manufacturer’s recommendations on the use of alcohol-based substances. If this is contraindicated, aqueous povidone iodine should be used.



Established skin tunnelled VAD insertion sites which are a minimum of 3 weeks post insertion or displaying no signs of infection do not require routine cleaning with 2% chlorhexidine gluconate in 70% isopropyl alcohol. These sites may be left undressed and cleaned with running water e.g., shower. 



Where established skin tunnelled VAD insertion sites are dressed because of an infection, the insertion site must be cleaned with 2% chlorhexidine gluconate in 70% isopropyl alcohol and allowed to air dry prior to application of a new dressing. Consider using an aqueous solution of chlorhexidine gluconate if the manufacturer’s recommendations prohibit the use of alcohol with the catheter. If this is contraindicated, aqueous povidone iodine should be used. The procedure should be carried out using an aseptic technique. 



A moisture responsive dressing specifically designed for use with a VAD must be used to cover the device. Examples include Opsite IV 3000 and IV Tegaderm Advanced.



If a patient demonstrates an allergy to the moisture responsive dressing, then contact the hospital where it was inserted for information on any other preferable alternatives. 



Always secure the VAD to minimise pulling and potential dislodgement with an appropriate stabilisation device e.g., Stat Lock or SecurAcath. The Stat Lock should be changed at least every 7 days. If a SecurAcath is being used, then this MUST be left in place for the life of the VAD.



A catheter that has migrated externally should not be re – advanced prior to re –stabilisation



Peripheral Intravenous Cannula (PIVC) dressing change

Types of securements include tape or strips of tape found typically in IV Tegaderm dressing packs used for peripheral cannulation. They should be applied in the correct manner as per manufacturer’s guidelines. Nonsterile products must not be used to secure a peripheral cannula. Peripheral cannula must be treated with the same vigilance as all other vascular access devices.



A PIVC dressing can be left in place for the life of the cannula, provided the integrity of the dressing is maintained

The dressing should be changed if it becomes loose, wet, soiled, and uncomfortable or the insertion site is not clearly visible. It should be changed if an allergy is suspected and a suitable alternative used. Decontaminate the insertion site and surrounding skin during the dressing change using 2% chlorhexidine gluconate in 70% isopropyl alcohol prior to dressing change but only if the skin is visibly soiled or wet. Consider using an aqueous solution of chlorhexidine gluconate if the manufacturer’s recommendations prohibit the use of alcohol with the peripheral cannula. The procedure should be carried out using an aseptic technique. 



Routine bandaging of a PIVC should be discouraged, as this obscures the insertion site. However, in some circumstances it can be helpful in ensuring the PIVC remains secure, particularly for those patients being seen in their own home or in the outpatient setting, where observation of the PIVC by the practitioner can be less frequent than in the hospital setting. These patients are pre-disposed to a greater risk of dislodging their PIVC due to lifestyle as they are encouraged to maintain their usual daily routines. Any bandage used over a PIVC must be removed before the cannula site is inspected and the cannula is used.



Medical Adhesive-related skin injury (MARSI) 



Nursing staff will prevent medical adhesive related skin injury where possible. VADs involve the use of medical adhesive and therefore there is a risk of MARSI and compromise skin integrity during the removal. MARSI is an under recognised and under reported, yet common complication of VADS. 



Recommendations on prevention of MARSI:



Any skin damage related to medical adhesive products including film dressings such as IV Tegaderm Advanced and IV 3000 dressings.

This type of injury is avoidable but as it is rarely reported, the true incidence is unknown.

Anyone requiring an adhesive device is at risk.

Good skin care, with the use of skin barriers and medical adhesive removers can help reduce the risk of MARSI.

Skin stripping can occur when film dressings, tapes, and adhesive device securements to secure and protect VADS are removed without care.

Factors such as extremes in age, nutritional status, underlying clinical conditions and chronic illness predispose individuals to skin injury, despite careful removal of products. 

Skin stripping can occur when one or more layers of epidermal layer of skin becomes detached from the dermal layer during removal. 

Attachment between skin and adhesive is stronger than the attachment between different layers of the skin.



Removers



It is recommended that sterile silicone removal can avoid skin damage when removing the dressing and securement devices, this is based on clinical judgement as part of the risk assessment on the patient. The products should be single use.

https://www.clinimed.co.uk/wound-care/products/appeel-sterile-medical-adhesive-remover





If a MARSI is observed the Nurse should photograph the area and completed a DATIX to ensure that is reported through the accurate channels.



If using a remover, it must be single use and sterile to protect the catheter exit site from microorganisms.



Skin should be prepared correctly before the adhesive is applied. Any skin cleaning agent should be allowed to completely dry before the application of securement device or film dressing. Patients with sensitive skin have a higher risk of MARSI and therefore a barrier product can be applied to using a foam applicator for precision.





		Vascular access devices associated MARSI



		

		Type

		Cause

		Result

		Implications for vascular access

		Prevention strategy



		Mechanical

		Skin 

stripping







		Removal of adhesive tape or dressing.

		Removal of one or more layers of the epidermis. Damage is often shallow or irregular in shape. The skin may appear shiny. Open sore may be accompanied by red skin and blister formation.

		This can occur with all VADs, film dressings and adhesive securement devices.

It can occur when removing VADS film dressings or adhesive securement devices. It can also occur if central VADs are secured inadequately, with insufficient secondary support for heavy lumens and attached I.V. lines.

Children and patients who are confused or agitated can pull VADs, which can damage the skin.

		Use of sterile silicone medical adhesive remover.



		

		Tension 

Injury or blister







		Skin swells or stretches under an unyielding adhesive tape or dressing.

Poor application of medical adhesive tape or dressing

A joint or another area of movement is covered with an unyielding tape

		Injury caused by shear force (separation of the epidermis from the dermis, which is the second layer of skin.

		

		Use of sterile silicone medical adhesive remover.



		

		Skin 

tear







		Skin cuts or scrapes

(shearing)



Rubbing

(friction)

		Skin is pulled away and the layers of the skin separate. This can cause either a partial – thickness wound (one that extends into the epidermis and dermis) or a full-thickness wound (one that extends into fat and muscle layers).

		

		Use of sterile silicone medical adhesive remover.



		Dermatitis

		Irritant 

contact

dermatitis

		Response to contact with a chemical irritant in the adhesive.

		The skin is inflamed (red) and can become blistered, dry, thickened, and cracked.



Injury caused by shear force.

		It is recommended that, at dressing changes, the area around the VAD exit site should be cleansed with chlorhexidine. However, this can contribute to skin injuries, especially if the area is not allowed to dry before a new film dressing is placed over the device.

		Use of a sterile silicone barrier film before application of adhesive products.



		Other

		Maceration





		Skin damage resulting from prolonged accumulation of moisture under an adhesive tape or dressing.

		Skin appears wrinkled and white or grey. Softening of skin increases its permeability and susceptibility to infection.

		When showering or washing with a film dressing in place over the VAD, patients should consider using a shower guard or changing the dressing as soon as it gets wet to avoid injury. The vascular access site and film dressing should be regularly monitored, and the dressing changed when required.

		Use of a sterile silicone barrier film before application of adhesive products.





and 





a sterile silicone medical adhesive remover.

















		

		Folliculitis





		Prolonged accumulation of moisture and heat under an adhesive can attract bacteria, which might proliferate in this enclosed environment, resulting in an inflammatory response in the hair follicle.

		Appears as small, inflamed elevations of skin around the hair follicle. These can present as papules (skin that has changed colour or texture) or pustules.

		

		











Removal of a Vascular Access Device

Remove any VAD that is no longer required. #





Dwell times and replacement of a Peripheral Intravenous Cannula

Monitoring a peripheral cannula insertion site on a regular basis using the Visual Infusion Phlebitis Scale (VIPS) and device assessment and management record as a guide and acting upon the findings is more important than routine re-siting, unless the patient has a predisposition to cannula related problems, the drugs being administered cause irritation, or it is recommended by the manufacturer. A peripheral cannula should be replaced if device related complications are suspected, and a different site should be chosen. The patient skin integrity, availability of suitable cannulation sites and any physical or psychological/mental health issues need to be considered when consideration is given to routine re-siting of a PIVC. If a cannula is to remain in place longer than 72 hours, then the rationale must be clearly documented in the patient’s record a minimum of every 24 hours. Any cannula that is no longer being used should be removed at the earliest opportunity to reduce the risk of cannula associated complications. Document the reason for removal and the condition of the site using the Visual Infusion Phlebitis Scale (VIPS). 



If a peripheral intravenous cannula is sited in an emergency without using the appropriate skin preparation, then it should be removed at the earliest opportunity and replaced using the standard operating procedure.



Dwell times and replacement of a Midline

Dwell times for the removal of a midline catheter is not well documented. Refer to local Trust guidelines for specific Midline dwell times. Monitoring the Midline site on a regular basis using the Visual Infusion Phlebitis Scale (VIPS) and device assessment and management record should be performed alongside following manufacturers and local Trust guidelines. It should be removed if the tip location is no longer appropriate for a designated prescribed therapy. Removal of a midline to insert another peripheral vascular access device may increase the risk of infection, therefore risk assessment and clinical indications for the need for a further peripheral vascular access device should be used when removing midlines.



Dwell times and replacement of a Central Vascular Access Device

Central vascular access devices should not be routinely replaced. Monitoring the catheter site on a regular basis using the Visual Infusion Phlebitis Scale (VIPS) and device assessment and management record should be performed.



A tunnelled line (Hickman) requires referral to a Vascular Access Team or Radiology Team, (PICC team) for removal at the Trust in which it was inserted. The health care professional removing a vascular access device must have been assessed as competent. 



Patient should be placed in the Trendelenburg position (head slightly lower than feet) when removing a CVAD, NOT in an upright sitting position. This is to prevent risk of air embolism. Clinical areas who undertake the removal of CVADs need an appropriate bed/couch to facilitate the Trendelenburg position.



Following removal of the catheter and application of digital pressure, the wound site should be covered with a sterile occlusive dressing and assessed regularly until the site is healed. The condition of the site should be documented in the patient’s notes. If resistance is encountered when the catheter is being removed, the catheter should not be removed, and the relevant health care professional should be notified immediately and/or local policies followed.



If removal is related to actual or suspected catheter-related blood stream infection the catheter tip should sent to the microbiology laboratory for culture and antimicrobial sensitivity. This action should be documented in the patient’s records. When the device is removed the tip should be checked to ensure it is intact. If the tip is not complete it should be reported, and the appropriate patient observation and actions taken. It should also be documented in the patient’s medical and nursing records and a Datix completed. Any device defect should be reported to the organisation’s risk management department.



Haematoma prevention

Upon removal of a VAD, haematoma prevention is encouraged by the application of digital pressure to the puncture site for at least 5 minutes. Flexing the arm to stop bleeding should be avoided. Application of a dressing does not replace the need for applying digital pressure to the removal site. A sterile dressing should be applied once the bleeding has stopped. The catheter integrity should be checked to ensure the catheter is intact and complete. Removing a VAD is an aseptic technique.



Blood sampling from a Vascular Access Device



General principles

Inform the patient and family why the blood samples are required, what the procedure will entail and how long the procedure will take. Confirm patient identity before taking blood samples. Wash hands using appropriate cleansing solution and dry thoroughly. Use an aseptic non-touch technique. Use personal protective equipment (gloves, plastic apron, and eye wear). Dispose of sharps and waste safely and correctly.



Blood sampling from a VAD must only be undertaken by health care professional who have undertaken the designated training and achieved the desired competencies. It is vital that the staff member has sound knowledge of VADs, skills in intravenous medicines administration and aseptic non-touch technique as interventions such as blood sampling from VADs pose a greater risk of infection and subsequent complications to the patient. Blood sampling from a peripheral intravenous cannula must not be undertaken once it is inserted and has been flushed with sterile sodium chloride 0.9%.



When obtaining a blood sample from VAD, care should be taken to ensure that blood loss is minimised, the potential for infection is minimised and an accurate sample is obtained. If an infusion is in progress, then it must be stopped and the VAD flushed with sterile sodium chloride 0.9%, prior to blood sampling.



Other considerations

Taking blood samples from a PICC / Midline / Hickman / Total Implanted Vascular Access Device should not be a routine occurrence, unless the device was inserted for that purpose due to poor venous access. The risk of infection is increased if the line is accessed more frequently than is necessary. A vacuum sampling system is the preferred method for obtaining blood samples as it minimises the risk of needle-stick injuries. Small syringes exert less negative pressure when withdrawing blood samples from VADs. If difficulty is experienced withdrawing blood from a VAD using a 10ml syringe, switching to a 5ml syringe or smaller may help. Blood sampling from PICCs smaller than 4 Fr is not recommended by manufacturers of these devices due to a risk of catheter occlusion from blood remaining in the catheter and potential catheter collapse. The patient and the blood sample should be positively identified at the time a blood sample is obtained. Samples should be labelled before leaving the patient, check that the patient details on the sample match those on the pathology request form. Blood bottles should not be pre-labelled. Blood samples should be obtained in the order recommended by the manufacturer (correct order of draw). VADs should be flushed, using a pulsatile technique, with sufficient sodium chloride 0.9% to clear the VAD of all residual blood after blood sampling. DCHS guidelines recommend at least 20mls. Any blood sample that is not taken from a peripheral site using the convention venepuncture method and is obtained from a central vascular access device should be clearly documented on the pathology request form. Blood samples should be transported in an accepted biohazard container and where appropriate should be identified with a biohazard label, prior to sending them to the laboratory.



Minimising blood loss

Frequent blood sampling can lead to a risk of nosocomial blood loss. Only the volume of blood needed for accurate testing should be obtained. Blood sampling should be coordinated and the number of entries to the VAD minimised to conserve blood loss.



Drug levels

Blood samples for antibiotic assay can be taken through the same central catheter that has been used to administer the antibiotic, if peripheral blood sampling is not suitable. If a central catheter is dual or triple lumen, one lumen should be designated for blood sampling. The lumen must be clearly labelled for blood sampling only. It is usually the largest lumen of a multi – lumen VAD that is designated for blood sampling as the smaller lumen are more at risk of occlusion from blood sampling. Any heparinised saline or saline present in the device should be removed prior to obtaining a blood sample to avoid erroneous results. If the patient has an infusion in progress, this should be stopped before obtaining blood samples. 



Coagulation

Most recent guidelines do not support the practice of obtaining blood samples for coagulation studies from heparinised VADs. If the results of coagulation tests are used to monitor anticoagulation treatment or evaluate coagulopathy, heparinised VADs should not be used. If there is any doubt as to the accuracy of coagulation studies the sample should be obtained from a peripheral vein.



Blood cultures

HCPs should be aware of the signs and symptoms of bacteraemia or sepsis and act on any suspicion immediately by informing the relevant HCP. Collection of blood cultures should be taken based on clinical need) and should be taken to confirm bacteraemia and guide appropriate antimicrobial therapy. Blood cultures should be taken by HCPs who have been trained in the collection of blood cultures and competence has been assessed and maintained. HCPs should be aware of the indications and the guidelines for the taking of blood cultures.



Where a blood culture sample is required from a VAD, the sample should be taken in conjunction with a blood sample from a peripheral site.



Methods of obtaining blood samples from VADs 

Several different methods are described to obtain blood samples via VADs. There is no current consensus as to which is the most appropriate, effective, and safe method. The discard method is the most used technique, and it is this method that D.C.H.S advocates as the purpose of this method is to remove any potential contaminants from the catheter which may affect the blood sample result.



Discard volume

There is no consensus and only limited research available as to amount of blood to withdraw / discard or the amount of flush to use after obtaining a blood sample from a VAD. The required amount of blood to be discarded before obtaining a sample is likely to be a function of the intra-luminal volume of the VAD. This volume varies according to the type and size of the VAD and ranges from 0.15-2.3mls. Standard practice in the UK is to withdraw a discard volume of 5ml. This amount exceeds the estimated intraluminal-volume and is applied to all types and size of VAD. Some authors recommend a discard of three times the catheter volume to clear the VAD of infusion solution. 



Blood sampling from a Peripheral Intravenous Cannula (PIVC)

Blood sampling can be undertaken from a newly inserted PIVC before it is flushed with 10ml of 0.9% sodium chloride. See the PIVC insertion procedure (blood sampling section) for guidance on how to obtain blood samples. 



Once the blood samples have been obtained, the PIVC must NEVER be used again for taking any venous blood samples. All subsequent blood sampling should be undertaken using the standard venepuncture method.



Electronic flow control devices

Electronic infusion devices should be used in accordance with the MHRA risk classification system that includes patient condition, care setting, prescribed therapy, and rate of infusion. Infusion devices should be maintained correctly and serviced annually or as recommended by manufacturer’s guidance and this should be documented. Electronic infusion devices should be considered an adjunct to the registered practice and are not intended to alleviate the registered practitioner’s responsibility for regularly monitoring and documenting the infusion rate of the prescribed therapy. Registered practitioners must have received training in relation to the device being used. Competency needs to be maintained and recorded by completing Trust approved training or by reading instruction manuals and declaring such competence to the organisation prior to using the equipment. Only recommended or designated administration sets should be used in electronic infusion devices.



Manual flow control devices

The rate of infusions can be regulated by manual flow control devices to ensure timely delivery of the prescribed therapy. The HCP responsible for the care and management of the patient is accountable for the use of manual flow control infusion devices, if deemed competent in the use of manual flow infusion devices. When selecting an infusion device, consideration should be given to the patient’s age and condition, prescribed therapy, and the care setting in which the therapy is delivered. Use of manual flow control devices should adhere to manufacturers’ guidelines; these devices include, but are not limited to slide, roller clamps and drop controllers. A manual flow control device should achieve accurate delivery of the prescribed therapy with minimal deviation from manufacturers’ guidelines. If this cannot be achieved, then alternatives should be sought. The HCP should demonstrate knowledge and competency related to manual flow control devices, including indications for use and ability to calculate flow rates. Frequency of flow rate monitoring should be performed depending on the patient’s clinical requirements and the flow rate required. Manual flow control devices may not be suitable for all environments where infusion therapy is being delivered, especially when there is limited opportunity for monitoring. Health care support workers must demonstrate competence in the use of manual control infusion devices before they can be delegated the task. They are then accountable for the sphere of practice associated with the device in which they have been deemed competent; for example, identifying extravasation and stopping an infusion by closing the wheel clamp on the infusion and informing the registered nurse.



Intravenous infusion sets / changing infusion sets

Correct equipment must be used that is compatible with the medicine being administered. Please refer to manufacturer guidelines. Aseptic non-touch technique must be employed when connecting any administration set. A closed system must always be maintained and luer ended devices are preferred as they provide a more secure connection. To prevent air embolism, air must be purged from the administration set and extension tubing prior to the attachment to the needle free device attached to the VAD hub. Date and time labels must be applied to ensure administration sets are changed at the correct interval. Product integrity must be determined prior to use of the administration set. Administration sets must be changed immediately upon suspected contamination or when the integrity of the product or system has been compromised. Manufacturer’s guideline must be observed on the frequency of changing any administration set. 



Documentation

Documentation in the patient’s nursing and/or medical record must contain complete information regarding administration of IV medicines and the care of any Vascular Access Device being used to administer the IV medicine. Documentation must comply with the guidelines for records and record-keeping. 



Documentation related to a Vascular Access Device must include:



At insertion - evidence of consent - method of insertion - type, length, and gauge and lot number of the Vascular Access Device, date and time of insertion, number and location of attempts, identification of the site, type of dressing, type of securement device, any complications that occurred and the name of the person (and designation) placing the device, external CVAD length (known as line migration), effective length of CVAD inserted and Radiographic / ECG confirmation of the location of CVAD tip, the date and time of any dressing change (and suture removal if appropriate), change of securement device and the needle free access device.

Ongoing Care - site care and condition/appearance of the site including infection, phlebitis, thrombosis and/or infiltration/extravasation - any problems that occur and interventions taken - patient or care-giver participation in and understanding of therapy and procedures - communication among healthcare professionals responsible for patient care and monitoring - patient’s response to therapy, symptoms, and/or appropriate laboratory tests taken and results documented - the date and time of any dressing change (and suture removal if appropriate) - the length of catheter visible against the original insertion length. (See CVAD observation and management record for measurement guide). For Securacath migration. Securacath migration measurement guide.pdf



An assessment of the VAD insertion site using the Visual Infusion Phlebitis Scale (VIPS) and the National Early Warning Score 2 (NEWS) must be checked at least every shift change in the community hospital setting and a minimum of every visit in other community settings. This is to detect any complications at the earliest opportunity. Early detection of potential complications can be aided by paying attention to the patient’s physical signs and verbal comments. The VAD insertion site should be checked prior to using the device. If the patient verbalises or presents with signs and symptoms suggestive of catheter related problems, the catheter must be reviewed and potentially replaced. The insertion site must also be checked on dressing change and on removal of the VAD. All VAD assessments including insertion, dressing change and removal must be documented on the Device Assessment and Management. Any variances to the patient’s Care Plan, NEWS 2, VIPS and Device Assessment and Management Record must be reported and documented in the patients care record. This ensures that adequate records are kept for the continued care of the VAD and the patient, until it is removed. It also ensures that a point of reference can be made and helps to gather audit information and statistics.



On Removal of the VAD – documentation must include date, time, and reason for VAD removal - identity of the person removing the VAD - the date and time of any dressing change (and suture removal if appropriate) - whether tip was sent for culture, if device related infection is suspected. The VIPS must be recorded, and appropriate information given to the patient regarding on going monitoring of the insertion site/any dressing used to cover the site once the VAD has been removed. They must know who to contact if any problems occur.



Patient Information 

Patients with long term VAD’s will need to be fully informed of the care of their VAD and be able to recognise any problems. Written and verbal information must be provided. They must know who to contact if any problems occur. Vascular access passports are starting to become more widespread within the NHS. 



Patients should be advised not to touch or wash the insertion site and to report any inadvertent disconnections to nursing staff. Patient information leaflet for VADs is available and should be given to the patient at the time of insertion or at the earliest opportunity after insertion of the device. If the patient is not deemed competent, then an information leaflet and advice should be given to the patient’s next of kin or an appropriate relative/carer. It should be recorded in the patient’s care notes that the leaflet has been given.



COMPLICATIONS RELATED TO AN INSERTED VASCULAR ACCESS DEVICE / INTRAVENOUS MEDICINES ADMINISTERED THROUGH A VASCULAR ACCESS DEVICE



If you are caring for a patient with a vascular access device or administering intravenous medicine to a patient through a Vascular Access Device, be alert for the signs and symptoms of complications.



Occlusion



There are three main types of occlusions that can occur with VAD’s:

· partial

· complete 

· Persistent withdrawal 



Occlusions are not necessarily a reason for removal of the VAD, but they should be risk managed on an individual basis by an experienced VAD practitioner. Any risk assessment must consider what the VAD is to be used for and the degree of occlusion.



If a VAD is to be used to administer irritant vesicant drugs or chemotherapy, steps must be taken to establish patency before use.



Partial occlusion is where there is a reduced flow rate on gravity infusions and/or a degree of resistance on bolus injection – seek expert advice as appropriate. 



Complete occlusion is when you can neither flush nor withdraw from the catheter. If resistance is felt, a flush must never be forced into a catheter as this can cause the obstruction to enter the blood stream (as an embolus) or cause catheter damage. The cause of occlusion should be ascertained, and specialist medical/nursing advice sought on the correct course of action.



If fluid can be infused easily but blood return is absent this can indicate persistent withdrawal occlusion in a CVAD. This is most caused by the formation of a fibrin sheaf over the tip of the catheter lumen. This can potentially occlude the catheter causing leakage of fluid around the catheter site leading to infiltration/extravasation.



Algorithm Persistent Withdrawal Occlusion (PWO) for Central Venous Access Devices





i.e., fluids can be infused freely by gravity, but blood cannot be withdrawn from the catheter 



REFER TO SECONDARY CARE

Blood return is absent

Ask patient to cough, deep breathe, change position, stand up or lie with foot of the bed tipped up 

Ascertain possible cause of PWO

Blood return obtained – use central venous catheter as usual

Flush central venous catheter with 0.9% Sodium Chloride in 10ml syringe using a brisk ‘push pause’ technique.  Check for a blood return

Patient to receive highly irritant / vesicant drugs or chemotherapy

Blood return is still absent

YES

Blood return is still absent

Proceed if happy to, as long as there are no other complications or pain





































NO



















Action

· Please contact the Trust where the line was inserted for advice and guidance



Catheter Migration / Displacement

On occasions it is possible for a central VAD to migrate within the venous system for no apparent reason or become dislodged from its original position.



Changes in intrathoracic pressure, coughing, sneezing, vomiting, Valsalva manoeuvre, vigorous exercise, forceful flushing, or congestive cardiac failure may lead to migration. It is essential for the central catheter to be observed a minimum of every shift in the hospital settings or at least once every 24 hours in the community setting with documentation of the catheter length. The catheter will be secured in position with sutures / Stat Lock or SecurAcath and then effectively and carefully anchored by a sterile moisture responsive dressing. It is extremely important that the infusion lines are also supported to prevent pulling.



Catheter migration should be suspected if:

· There are repeated and unresolved patency problems.

· The patient complains of pain on flushing.

· The patient develops a thrombosis.

· The external length of the catheter increases.



Signs and symptoms

· Pain in neck, jaw, teeth, or ear on the side that the catheter is placed.

· May experience whooshing or gurgling noise in ear



· Catheter migration may predispose to thrombosis or patency impairment of the line. Therefore, if migration is suspected, the medical practitioner MUST be informed immediately. The catheter must be reviewed, and tip position must be confirmed



Accidental damage

A nerve, tendon or artery may be inadvertently punctured causing pain, damage, or haemorrhage. This can be minimised by ensuring the nurse or practitioner inserting the Vascular Access Device is skilled in the procedure.



Extravasation



Administration of intravenous Medicines is a frequently undertaken intervention. It is important both for the patients and the healthcare staff who administer them that any complications associated with these procedures are kept to a minimum.

Although extravasation has become a well-recognised complication of IV administration, it remains under-diagnosed and poorly managed. Although there is consensus on how to recognise and prevent an extravasation there is less agreement on its management. 

If not correctly treated the consequences of an extravasation for the patient may include blistering, necrosis, damage to tendons, nerves and joints, surgical debridement and even amputation. For healthcare providers the risk of litigation is substantial. 

 

Prompt detection and treatment are therefore clearly essential and as healthcare professionals, (and patient advocates), we are instrumental in preventing, detecting, treating, and reporting extravasation  

This document will therefore provide information, guidance, and support to facilitate this and enable healthcare professionals to maintain the highest standards of care when administering IV medications. 



What is extravasation?



Extravasation is the inadvertent administration of any fluid into the surrounding tissue (sub cutaneous / sub dermal) rather than the intended vascular pathway, which can cause serious harm to a patient. Medication which is likely to cause extravasation should be given through a Central Vascular Access Device (CVAD) or administered through a CVAD if a manufacturer’s guidelines recommend this. 

Causes of extravasation: 

Peripheral: 

· Trauma or puncturing the vein wall 

· The cannula becoming dislodged 

· Administration of a vesicant into a vein below a recent cannulation or venepuncture site (<24 hours). 

· Administration of a vesicant to an oedematous patient 

Central: 

Although the incidence may be lower with a central vascular access device the severity may sometimes be worse because they are harder to detect. The following are potential contributory factors: 

· The vein being perforated 

· A catheter that is leaking or fractured 

· The development of a fibrin sheath leading to backflow of the drug along the catheter from the insertion site. 

· Needle dislodgement from an implanted port 

Drug related:  

Soft tissue damage following an extravasation may be due to several factors related to the physico-chemical properties of the drug or infusate. It will also depend on the concentration and volume of the drug that has extravasated. The physico-chemical factors which are known to influence, and usually increase, the extravasation risk of individual drugs are as follows: 

· the ability to bind directly to DNA (most cytotoxic drugs do this), an ability to kill replicating cells, which would also include cytotoxic and anti-viral agents  

· an ability to cause tissue or vascular dilatation  

· the pH, osmolarity and excipient used in the formulation of the drug. These parameters are more specifically defined as pH outside the range 5.5 - 8.5 and osmolarity greater than that of plasma, 290 mOsmol/ L 







Patient related:

· Although all patients are at risk of an extravasation the risks may be increased for older adults who may have more small, fragile veins, or for individuals who may be unable to express pain and are unable to communicate effectively. 

· Cancer patients may have additional risk due to multiple cannulations causing veins to potentially be hard or sclerosed. 

· Lymphoedema 

· Previous treatment e.g., mastectomy. 

· Patients with long term side effects from treatment e.g., peripheral neuropathy 

· Previous extravasation injury site 

· Multiple investigations e.g., blood tests 

· Obstructed vena cava (elevated venous pressure can cause leakage). 

· Patients suffering from co-morbidities which may lead to decreased sensation or poor circulation e.g., diabetes, peripheral vascular disease, cerebral vascular accidents, Raynaud’s disease 

· Obesity. 

· Concurrent medication i.e., analgesics, anticoagulants, anti-fibrinolytics, vasodilators, hormone therapy, steroids, diuretics, antihistamines, intravenous antibiotics may, depending on the drug increase blood flow, predispose patients to bleeding, suppress the inflammatory response, reduce pain sensation etc



Staff and equipment related:



· High flow pressure or poor peripheral cannula / VAD fixation can increase the risk of extravasation 

· Poorly implanted Central Venous Access Devices (CVAD)

· Inferior choice of site for cannulation e.g., Anti-cubital fossa may increase the risk of a large volume extravasation and may impact on the severity of the injury 

· Difficult or multiple attempts at cannulation increase the risk of a subsequent extravasation. 

· Poor choice of vascular access device / size of peripheral cannula

· Poor securement of the vascular access device



PREVENTION OF EXTRAVASATION

The prevention of extravasation, by healthcare staff, is preferable to treatment of the resultant tissue damage which may occur following administration of a vesicant intravenous medicine

Healthcare professionals should:



 Staff and equipment related: 



· Ensure the VAD is the most appropriate device suitable to administer the IV

· Focus on correct Vascular Access Device (VAD) insertion technique, post insertion care / maintenance and ensure that the healthcare professionals involved have received the appropriate training / assessments / reassessments and are deemed competent to undertake these skills 

· Avoid extremities with poor venous circulation on placement and location of a VAD  

· Use a DCHS Vascular Access Device Assessment and Management Record to monitor the device.

· Peripheral cannula may only be inserted by suitable trained and competent staff or staff who have been trained and are undergoing supervised practice. 

· It is recommended that the smallest gauge peripheral cannula be sited in the largest vein.

· Secure the peripheral cannula / VAD using an approved IV dressing which allows the exit site to be easily monitored. 

· Staff must have been trained and assessed in the use of Aseptic Non-Touch Technique (ANTT). 

· The ideal location for a peripheral cannula is a long, straight vein on the forearm. Avoid veins which are small and fragile, or those next to joints, tendons, or arteries. 

· Veins in the antecubital fossa and palmer surface of the wrist should not be used for administering vesicant agents.

· Avoid probing when inserting a peripheral cannula because of the increased risk of piercing the vein wall.

· If the practitioner has any doubts in relation to the vascular access device the patient should be recannulated proximal to first attempt. 

· Ideally a practitioner will only attempt to cannulate a patient twice before handing over to another practitioner. 

· Advise the patient to report any swelling, pain, or tenderness at the VAD insertion site / limb during and following IV medicines administration

· Give the patient appropriate verbal and written information, so that they can monitor, care for their vascular access device, and report any device related problems

Administration techniques:

 

· IV medication may only be administered by practitioners who attend approved training on the prevention, recognition and management of a potential extravasation and this forms part of the competency documentation. 

· Chemotherapy may only be administered and disconnected by staff who have received training and been assessed as are competent to do so. Likewise demonstrating an ability to prevent, recognise and manage an extravasation is an integral part of both final and update assessments.

· Flush the VAD with 10ml sodium chloride 0.9% to check patency of the device prior to and after administration of an IV medicine (See flushing guidelines for Vascular Access Devices)

· Patients with poor venous access should be considered for a central line during their treatment.

· Blood return from the vascular access device (CVAD) should always be obtained before IV medicines

· The VAD site should be assessed throughout the IV administration for any signs of redness, swelling or discomfort. If there is any doubt about the patency of the vascular access device, please, stop the administration, investigate. In the case of a peripheral cannula, resite, for other VAD, refer to secondary care for investigation if there are any concerns of damage, migration, or loss of patency of the device

· Infusions of vesicant drugs should ideally be administered through a central VAD (CVAD). This is to reduce the risk of severe tissue damage occurring following an unobserved extravasation via a peripheral cannula. (For advice on the properties of a drug where no Treatment Summary is available, please contact the appropriate pharmacist). On occasions where this is not feasible the nurse is to remain with the patient and monitor the cannula site closely throughout the infusion. 

· Consider the order of administration and, when administering more than one drug, please give the most vesicant agent first and flush between each one with sufficient fluid to clear the line. 

· Medical infusion devices cannot be relied upon to detect extravasation, therefore when administering IV medication using an infusion pump, please check the vascular access device site regularly  

Patient education:

 

· Patients must be informed of the importance of reporting any discomfort or changes in sensation around the infusion site. It is important to explain this in a way which is not frightening but which clearly conveys the need for the patient’s input and participation in preventing a rare but serious complication 

 

Recognising an extravasation:

 

There are several signs and symptoms that indicate that a drug may be leaking out of the vein into the surrounding tissue. Some of these may be immediate, whilst others (particularly with vesicant extravasations) may be delayed. 

 As part of their training practitioners should be taught that an extravasation must be suspected if any of the following occurs: 

 

· The patient complains of pain, burning, tightness, stinging, tenderness, or discomfort at the VAD site. This should be distinguished from a feeling of cold that may occur with some IV medicines. Pain is not always present immediately but may start within 48 hours.

· Erythema, (also not always present immediately), or blanching. Blanching may occur if the full thickness of the skin is damaged with a vesicant extravasation  

· Swelling or hardening 

· Lack of blood return. (However, successful blood return does not mean that an extravasation will not occur as the wall of the vein may already have been punctured) 

· Increased resistance is felt on the plunger of the syringe when administering a bolus 

· Leaking around the peripheral cannula/exit site 

· Observation of swelling, redness or blistering at the injection site

· There is absence or reduction of free flow of an IV medicine administered as an infusion

· Formation of a haematoma

· If in doubt treat as extravasation.



Delayed manifestations of extravasation include: 

· intensification of pain over time 

· Blistering, necrosis, and ulceration. This can occur within 48-96 hours but may take weeks to develop. Early firm induration, with or without tenderness, has been shown to be a reliable sign of eventual ulceration. Ulcers are typically necrotic in appearance with a yellowish base and a rim of persistent erythema 



Distinguishing extravasation from other conditions: 

Some drugs may, by their very nature, cause irritation and aching and tightness along the vein. This may be known as chemical phlebitis and is frequently followed by a thrombosis. It is important to differentiate this from an actual extravasation, however. Usually discomfort from venous irritation is not localised to the cannula site but will run along the vein and stop as soon as the infusion is stopped. Some relief may be obtained by using a hot pack. However, a central line is often the best way to prevent it. 

A flare reaction is more unusual and manifests as a redness along the vein during actual administration. It is caused by an inflammatory response along the vein to the release of histamine. It is usually painless, although may be itchy, and tends to subside within 30-60 minutes. If it is painful, please treat as an extravasation. 



Treatment of extravasation:

 

Specific courses of action depend on the nature of the drug you suspect has extravasated, how much you believe has extravasated and where. Immediate treatment is paramount for both an extravasation from a peripheral cannula and from a central line. 

If extravasation is suspected or confirmed the following actions should be taken immediately.



· Stop the administration of the IV medicine and reassure the patient

· Please contact the Trust where the VAD was inserted / Patients Clinician for advice and guidance

· If a vesicant has extravasated, treatment should be determined prior to catheter removal as the catheter can be used to remove some of the drug

· Attempt to aspirate as much of the extravasated medication/substance from the VAD as possible, if this is indicated

· Mark around the extravasated area using a pen

· Elevate the affected area/limb

· Consider the patients need for analgesia

· Inform the patient’s medical practitioner / consultant

· Take a photograph of the affected area, with patient consent and file in the medical notes

· Continue observing and assessing the site over the next few days for signs of erythema, increased pain or necrosis and document in the patients notes

· If an IV medicine is to continue, an alternative site/limb for VAD insertion should be found, not in the effected limb as this should be avoided. 

· Complete appropriate nursing documentation and a Trust incident report (DATIX)

· On-going monitoring is required due to the risk of compression to nerves and acute limb compartment syndrome – pain / sensation, pulse in limb, perfusion. Presence and severity of extravasation must be documented – include time of event, area, site, and extent of damage. 

· Complete the Recording of an Extravasation Injury.



The treatment proposed above is “first aid” only. Seek further advice – early review by plastic surgeon is advisable. Furthermore, detailed information may be obtained from the MEDUSA injectable medicines guide.

https://medusa.wales.nhs.uk/

Treatment will be dependent on the pharmaceutical manufacturer’s guidelines and the properties of the extravasated agent. Please consult the medication specific literature re extravasation for advice and treatment approach. Contact pharmacy if further advice is required.



Infection

Catheter related blood stream infections (CR-BSIs) are potentially the most dangerous complications. Bacterial infection is when the site becomes infected due to poor hand hygiene or aseptic technique. Infection can occur during VAD insertion or because of contamination by a healthcare professional either as an intraluminal colonisation or around the catheter exit site. Any signs suggestive of patient infection for example erythema, discomfort, discharge, or pyrexia MUST be promptly reported and appropriate action taken. The micro-organisms that colonise the skin adjacent to the insertion site may enter the patient’s blood stream during insertion of the VAD, therefore thorough skin cleansing and use of a sterile technique will prevent introduction of skin flora into the blood stream. Two percent Chlorhexidine gluconate in 70% Isopropyl alcohol has been shown to be the most effective agent for disinfection of the skin prior to insertion of the catheter and for routine catheter exit site cleansing as it has the advantage of being highly effective against the resident microbial flora of the skin, and its action persists for several hours after the initial application.



Signs and symptoms

· Redness and discharge at the VAD insertion site.

· Elevated temperature, pulse rate, low blood pressure or can have low temperature.

· Feeling feverish or unwell.

· In neutropenic patients a raised temperature may be the only sign of infection. In patients with severe sepsis / septic shock the temperature may be subnormal.



Prevention

· Perform hand hygiene, use PPE, and use an aseptic non-touch technique (ANTT®) during VAD insertion, post care and use of the device.

· Clean the site with approved skin antiseptic before inserting the VAD.

· Ensure careful hand hygiene before any contact with the VAD, associated equipment or the patient.

· Monitor the patient using the National Early Warning Score 2 (NEWS).

· Monitor the VAD insertion site frequently in conjunction with VIP scale and device assessment and management record

· Clean any needle free device before and after each use.

· Follow the Trust SOP for dressing changes.

· Change the VAD needle free access device according to Trust SOP.



Action

· If a patient with a VAD has clinical signs of an infection, is systematically unwell or has a temperature, the VAD should be considered as a source of infection. Refer to responsible clinician and record observations using the National Early Warning Score 2 Chart. Sepsis screening tool should also be completed. 

· If a CR-BSI is suspected, then blood samples, the catheter tip, the access site and the infusate (if it suspected as a source of infection) should be cultured using aseptic technique.

· Please contact the Trust where the line was inserted for advice and guidance.

· Blood cultures should be taken peripherally and from all lumens of the VAD at the same time.

· Microbiology advice should be considered.

· Consider replacing the VAD and components.

· Complete Trust incident reporting documentation



Phlebitis

Phlebitis is the inflammation of a vein. Chemical phlebitis is usually associated with acidic or alkaline solutions or solutions that have a high osmolality, causing irritation to the vein. Mechanical phlebitis can also occur because of vein trauma during insertion, use of an inappropriate intravenous catheter / cannula size for the vein, inadequate securement of the catheter (which allows for movement), use of an inappropriate site to place the VAD or prolonged use of the same intravenous site. 


Signs and symptoms

· Redness or tenderness at the insertion site, or along the path of the vein.

· Puffy area over the vein.

· Warmth around the insertion site.



Prevention 

· Use the correct insertion technique and correct catheter size for the selected.

· Monitor the patient using the NEWS 2.

· Use the Trust preparation and administration guidelines or consult with a pharmacist for instructions on drug dilution and administration, when necessary. (See MEDUSA guidelines).

· Monitor the insertion site frequently in conjunction with VIP scale and device assessment management record.

· Select an appropriate insertion site, avoiding areas of flexion

· Change the VAD according to Trust policy.



Action

· Please contact the Trust where the line was inserted for advice and guidance

· Consider resiting the device away from an area of flexion, if it is a peripheral intravenous cannula



Infiltration

Infiltration is the inadvertent administration of a non-vesicant solution into the surrounding tissue (sub cutaneous / sub dermal) rather than the intended vascular pathway. Infiltration can be caused by improper placement or dislodgment of a VAD and most commonly relates to Peripheral Intravenous Cannula (PIVC). Patient movement can cause the catheter to move through the blood vessel lumen. Registered Nurses need to be able to demonstrate knowledge regarding the recognition, prevention, management, and reporting of infiltration. Should infiltration occur, administration of the medicine must be discontinued immediately. Remove the peripheral intravenous cannula. On-going monitoring is required due to the risk of compression to nerves and acute limb compartment syndrome – pain/sensation, pulse in limb, perfusion. 



Signs and symptoms

· Swelling, discomfort, burning, and/or tightness. 

· Cool skin and blanching and can be translucent

· Oedema present locally, which can be pitting depending upon the severity of infiltration

· Decreased or stopped flow rate.



Prevention 

· Use the correct catheter insertion technique.

· Select an appropriate insertion site, avoiding areas of flexion

· Follow the trust policy for securing the VAD.

· Monitor the VAD site frequently.

· Advise the patient to report any swelling or tenderness at the insertion site.

· Use the device assessment management record.



Action

· Please contact the Trust where the line was inserted for advice and guidance.

· Treatment depends upon the severity of the infiltration.

· Presence and severity of infiltration to be documented – include time of infiltration, area, site, and volume of infiltration. 



Thrombosis

Thrombosis is the formation of a blood clot within the blood vessel or around the internal portion of a vascular access device. It can occur several days after VAD insertion. It is a natural response to vascular injury which may result from damage to the vessel wall during VAD insertion, or mechanical / chemical irritation in an incorrectly placed catheter where the tip is rubbing against the vessel wall, instead of floating parallel to it. Unless the clot is at the internal tip of the catheter it will not usually affect catheter patency. A large proportion of thrombosis that develop are never detected, however, the following symptoms may occur on the same side as the catheter insertion:



Signs and symptoms

· Pain in the shoulder, arm, axilla, or neck, 

· Swelling of the fingers, hand, or arm, (rings may become tight)

· Affected hand may be cooler to touch

· Discolouration of the affected arm (usually dark blue / purple) 

· Any of these changes MUST be reported immediately to the medical practitioner responsible for the patients care, the catheter reviewed, and appropriate action taken immediately.



Prevention 

· Thrombosis can be prevented by using the smallest size cannula / catheter to perform the job required. 

· Never flush the cannula / catheter if thrombo-embolism is suspected. Seek medical advice attention immediately.

· Perform venepuncture insertion procedure correctly according to documented practice

· Ensure the correct technique is employed to insert a vascular access device and it is monitored using the Vascular Access Device Assessment and Management Record



Action

· Please contact the Trust where the line was inserted for advice and guidance.



Haematoma / Haemorrhage

A haematoma is defined as uncontrolled bleeding at a venepuncture site usually creating a hard, painful blood-filled swelling. It usually develops 24-48 hours post insertion of catheter or upon removal of the catheter. Patients with reduced or inefficient clotting are at an increased risk of catheter related haemorrhage.



Haematoma formation may occur if the catheter pierces the front and / or back of the wall of the vein. This can occur during the insertion process or on removal of the catheter. This may render the vein unsuitable for further access.



Haemorrhage should be reported as an adverse patient outcome. Risk factors include but are not limited to the patient’s general health, chosen access site / skin quality and anti-coagulant therapies. Prompt treatment to arrest bleeding and minimise blood loss should be undertaken on observation of haemorrhage. Treatment will depend upon the site and cause of the bleeding.



Prolonged Bleeding time

This may be due drug therapy or a medical condition. It increases the risk of bruising and haematoma formation and worsens the consequences of inadvertent arterial vessel puncture.



Prevention

· Upon removal of a VAD, haematoma prevention is encouraged by the application of digital pressure to the puncture site for at least 5 minutes. Flexing the arm to stop bleeding should be avoided. Application of a dressing does not replace the need for applying digital pressure to the removal site. 

· Use the correct insertion technique, correct catheter/cannula size and ensure the correct size vein is selected for the chosen catheter/cannula size. 



Action

· Please contact the Trust where the line was inserted for advice and guidance if any problems are experienced or anticipated



The patient should be monitored closely for any signs of haemorrhage and if suspected, the medical practitioner responsible for the patients’ care should be informed immediately and the patient urgently reviewed.



Air Embolus

The VAD has a wide bore and air may enter the blood stream if a closed system is not always maintained. Air embolism is a potentially fatal complication; it can be clinically silent and can occur at any time.



Signs and symptoms

Any signs of patient distress, breathlessness, dyspnoea, cyanosis, chest pain, tachycardia or confusion MUST be reported and responded to immediately. 



This may happen: 

· If there is a break in the closed system of a VAD.

· When changing a needle free access device.

· When the line is ruptured by using excess pressure to flush the line

· When the line is damaged during removal of sutures.

· If there is air in an infusion set.



Prevention  

· The patient’s arm should be kept below the level of the heart on PICC insertion.

· Central VAD should be removed with the patient in the Supine or Trendelenburg position.

· Correct digital pressure should be applied to a VAD site after it is removed until haemostasis is achieved. A sterile occlusive dressing should be applied over the site.

· Air in line detectors should be used to monitor for air in infusion sets, when using electronic infusion sets.

· Air should be removed from infusion sets, prior to attachment to a VAD.



Action

· If it is suspected that air has entered the Vascular Access Device, clamp the line below the site of air entry, or cover with sterile high moisture vapour permeable transparent dressing.

· Lay the patient on their left-hand side; head down as this position is more likely to keep the embolism contained within the apex of the right ventricle, call for immediate medical assistance.

· Attach a 20 ml syringe to the end of the catheter or extension tube, release the clamp & aspirate until blood is withdrawn. Re-clamp the line.

· Please contact the Trust where the line was inserted for advice and guidance.





Pneumothorax 

A pneumothorax is the presence of air within the pleural space and is an iatrogenic complication following central vascular access device insertion resulting from accidental puncture of the pleural membrane that allows atmospheric air to enter down the needle into the pleural space.



Pneumothorax is one of the most potentially life-threatening complications associated with central vascular catheter insertion and if suspected MUST be treated as a medical emergency. It is most common if the catheter is inserted via the subclavian vein.



Sign and Symptoms

If the patient develops any of the following symptoms: dyspnoea, respiratory insufficiency / distress, tachycardia, hypotension, agitation, dry cough, pleuritic chest pain or shoulder tip pain, they should be treated with oxygen therapy, analgesia, and reassurance.



Action

· The medical practitioner responsible for the patient’s care MUST be informed immediately.

· Contact the Trust where the line was inserted for advice and guidance 



Note: It is important to remember that an x-ray taken post insertion may not identify a slowly developing pneumothorax. A further chest x-ray will be required if the patient becomes symptomatic of a pneumothorax.



Speed Shock

Speed Shock and fluid overload can occur when a medication or infusion is too rapidly introduced to the circulation. 



Signs and symptoms of Speed Shock

· Headache, dizziness, tightness in the chest, tachycardia, and hypotension, flushed face



Prevention

· The Registered Nurse needs to have knowledge of the recommendations regarding speed or rate at which a medication should be administered. The drug administration record should always be referred to and any discrepancies should be raised with the prescriber. 

· Check the flow rate and the patient frequently during the administration of the infusion through the vascular access device.

· Use infusion sets with anti – free flow, particularly if the delivery rate is crucial



Signs and symptoms of fluid overload

· Restlessness, dyspnoea, cough, tachycardia, hypertension, and low oxygen saturations. 



Prevention

· Regular monitoring of the patient is required during the administration of fluids, including using the Observation Chart (NEWS 2) to monitor clinical observations and use of fluid balance records.



Action



· Prompt referral to secondary care/Emergency Services is required should either speed shock or fluid overload be suspected. 





Cardiac Arrhythmias

Cardiac arrhythmias are most common during central catheter line insertion secondary to stimulation of the myocardial tissue, although central vascular catheter tips placed within the right atrium rarely cause a problem.



Arrhythmias resulting from myocardial irritation by the central vascular catheter can usually be resolved by pulling the catheter back a few centimetres.

· The patient should be carefully observed throughout the procedure for signs of cardiac arrhythmias, awareness of palpitations, hypotension, light-headedness, or dizziness.

· Catheter tip position must be confirmed prior to use.



Pinch off Syndrome

Pinch off syndrome occurs when the central catheter is compressed between the first rib and the clavicle causing intermittent occlusion. It is more likely to occur in subclavian central vascular access devices. It may be seen when the patient is in a particular position.



The potential for the catheter to fracture or develop an embolism is high, so if suspected should be confirmed with the use of either an x-ray or lino gram.





Action

Please contact the Trust where the line was inserted for advice and guidance



Blood Spillage

See Trust SOP



Needle or Blood Phobia

The influence of a bad experience can be overwhelming for a patient. Any practitioner undertaking Vascular Access Device insertion must never underestimate the impact to a patient of undergoing the procedure or how they perceive the procedure in the future. Anxiety can cause vasoconstriction, making insertion more difficult and more painful. The practitioner needs to ascertain from the patient any past experiences and acknowledge their fears or feelings. Giving clear information such as a patient information leaflet on the procedure and a confident manner is essential.
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GUIDELINE 1 - CHANGING THE NEEDLE FREE ACCESS DEVICE FOR A CVAD



Good practice tips

· The needle free access device is a self-sealing bung that must not be pierced by a needle.

· It does not have to be removed to attach a syringe or giving set tube to the VAD.

· The device can be used for up to 120 times, but must always be changed at least every 7 days

· The device must also be changed if it becomes contaminated if it is suspected that blood may have collected inside.

· The device will usually be changed at the same time as the dressing change

· Once a needle free device has become disconnected from a catheter it must never be re attached.



Equipment Required

· Patient’s drug administration record for the 0.9% sodium chloride flush

· Sterile dressing pack which includes sterile gloves.

· Recommended cleansing wipe 2% Chlorhexidine gluconate/70% Isopropyl alcohol or if chlorhexidine sensitivity is suspected use 10% Aqueous Povidone iodine cleansing solution

· Tray/Trolley or suitable sterile field if in the patient’s own home setting

· 1 x 10ml of sodium chloride ampoule if not using a 10ml pre-filled sodium chloride syringe

· 1 x 10ml syringe to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· One blunt fill needle to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· Disposable apron if not included in the dressing pack

· Alcohol hand rub

· Sharps container

· CVAD Device assessment and management document



Procedure:

		Actions

		Rationale



		1. Explain the procedure to the patient and gain consent, check patient’s positive ID. Assess the need to conduct additional procedures e.g., change of needle free access device.

		To ensure that the patient under-stands the procedure and gives valid consent.



		2. Prepare the equipment using ANTT and assemble on a clean dressing trolley, tray, or surface if it is in patient’s own home. Undertake effective hand hygiene and PPE in accordance with DCHS Infection Prevention and Control policies.

		To prepare equipment.



		3. Prepare the patient and examine catheter for signs of migration / infection / damage, dislodgement, or phlebitis. If any concerns inform clinician.

		To reduce the risk of infection. To reduce risk of cross-infection from micro-organisms from the uniform.



		4. If breaking the line or if the patient is immunocompromised place CVAD onto a sterile towel.

		To reduce the risk of cross infection.



		5.  Have a piece of sterile gauze, one in each hand. Hold the line and with the other hand removing the existing needle free access device and discard.

		To reduce the risk of cross infection.





		6. Clean catheter hub end with 2% Chlorhexidine gluconate/ 70% Isopropyl alcohol or if chlorhexidine sensitivity suspected 10% aqueous Povidone iodine cleansing solution and allow to air dry for a minimum of 30 seconds / hub appears dry.

		Reduce the risk of infection entering the line through the catheter hub.





		7.Using ANTT attach the new needle free access device to the catheter hub after priming the device with 0.9% sodium chloride using the prepared equipment if not using a 10ml prefilled 0.9% sodium chloride syringe.

		Hands may have been contaminated by managing outer packs etc. To reduce risk of cross infection and minimise air embolism.



		8. If using a multi-lumen CVAD repeat process from step 2 for each lumen.

		Minimise cross infection.





		9. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies.

		Reduce the risk of cross infection, needle stick injury and minimise cross infection.



		10. Ensure the device is secure

		To reduce risk of dislodging CVAD



		11. Complete CVAD Device Assessment & Management Record

		The device is safe to use



		12. Record the administration of the medication on the appropriate charts.

		To maintain accurate records and a point of reference to queries and prevent duplication of treatment.



		13. Record procedure and any variances in the patient's clinical record.

		To ensure adequate records are kept.



		14. Educate the patient/carer on the continuing care of the CVAD. Give them the patient information leaflet on the relevant CVAD if appropriate

		To ensure the patient/carer has the information to safely care for the CVAD
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GUIDELINE 2 - ADMINISTRATION OF INTERMITTENT INTRAVENOUS INFUSION

[bookmark: _Toc453081361]MEDICATION FOR A CVAD



Good practice tips

· Luer lock type syringes are the preferred choice but if using standard syringes, always discard 0.5mls – 1ml at the end of the flushing procedure as this minimises reflux of blood back into CVAD line. This is known as syringe induced reflux. This is of greater importance if you are using a non-valved CVAD line with a clamp. 

· Luer lock type syringes are the preferred choice as they reduce the risk of syringe induced reflux

· The patency of the CVAD should be checked prior to administration of IV medicines

· A CVAD should be flushed with a minimum of 10mls of 0.9% sodium chloride before and after the CVAD is accessed and in between different medications



Equipment Required

· Patient’s drug administration record for the 0.9% sodium chloride flush and the medication to be administered as an infusion

· Recommended cleansing wipe 2% Chlorhexidine gluconate/70% Isopropyl alcohol or if chlorhexidine sensitivity is suspected use 10% Aqueous Povidone iodine cleansing solution

· Sterile dressings pack including sterile gloves/towel (if breaking CVAD line).

· Disposable apron if not included in the dressing pack

· Drug additive label (in the community hospital setting if a medication is being added to an infusion bag/bottle)

· Intravenous infusion fluid bag/bottle containing the prepared drug to be administered

· Intravenous infusion set

· Electronic Volumetric Infusion Device (if available).

· 2 x 10ml of sodium chloride ampoule if not using 10ml pre-filled sodium chloride syringes

· 2 x 10ml syringes to draw up the sodium chloride if not using pre-filled sodium chloride syringes

· 2 x blunt fill needles to draw up the sodium chloride if not using pre-filled sodium chloride syringes

· Infusion stand / Tray / Trolley or suitable sterile field if in the patient’s own home setting

· Alcohol hand rub

· Sharps container

· Electronic Volumetric Infusion Device monitoring record

· CVAD Device assessment and management document



Procedure:

		Actions

		Rationale



		1. Explain the procedure to the patient and gain consent, check patient’s positive ID.

		To ensure that the patient understands the procedure and gives valid consent.



		2. Prepare the equipment using ANTT and assemble on a clean dressing trolley, tray, or surface if it is in patient’s own home. Undertake effective hand hygiene and PPE in accordance with DCHS Infection Prevention and Control policies.

		To prepare equipment.



		3. Prepare the patient and examine catheter for signs of migration / infection / damage, dislodgement, or phlebitis. If any concerns inform clinician.

		To ensure the catheter is suitable to use. To maintain the patient’s dignity and comfort. 



		4. If breaking the line or if the patient is immuno-compromised place CVAD onto a sterile towel.

		To reduce the risk of cross infection.





		5. If using an existing needle free device, use principles of ANTT, clean the needle free access device with recommended cleansing wipe, 2% Chlorhexidine gluconate/70% Isopropyl alcohol or if chlorhexidine sensitivity is suspected 10% aqueous Povidone iodine cleansing solution and allow to air dry for a minimum of 30 seconds / hub appears dry.

		To reduce the risk of infection.



To reduce risk of cross-infection from micro-organisms from the uniform.



		6. Check patency of catheter by attaching a syringe containing 10mls sodium chloride 0.9% to the needle free access device. Check for blood return by gently pulling back on syringe plunger. 

		To check the line is functioning correctly before it is accessed.



		7. As soon as a trace of blood is seen in the catheter or syringe, flush the sodium chloride into the line using a pulsatile flush technique

		To maintain line patency.



		8. It is not necessary to routinely withdraw and discard blood from the catheter before flushing.

		Only lines locked with antibiotics (line infections) or with heparin concentrations greater than fifty units in 5mls require blood to be withdrawn and discarded. Blood sampling from a line also requires blood to be withdrawn and discarded.



		9. If blood cannot be withdrawn refer to Management of complications section in the Principles of Care for Vascular Access Device and report.

		To ensure the line is suitable to be used.



		10. Signs of catheter occlusion, whether partial or complete will require prompt action to restore patency of the device.

		To ensure the line does not become completely blocked and then require replacing.



		11. Do not force if resistance is met. 

		Forcing may result in emboli or catheter rupture.



		12. Follow procedure for preparation/labelling as per Drug Treatment Chart and Trust administration guidelines. 

		To ensure the drug is prepared correctly.



		13. Place newly primed set in the pump (if pump available) and set at the correct rate, according to administration guidelines. Lines in use should be labelled

		The medication is given over the correct time.



		14. Prior to administration ensure that medication, dose, and rate are second checked by an appropriate practitioner. (In the community hospital setting)

		To ensure the correct patient is given the correct medication. 



		15. Administer medication after attaching the infusion set and monitor flow rate along with the device and patient. Use of pumps should be considered in accordance with manufacturers guidelines. 

		The patients receive the prescribed medication at the correct rate, is comfortable and there are no signs infiltration.



		16.  Once completed clamp the infusion set and the catheter if a non-valved catheter is being used. Disconnect the infusion. Using sterile gloves and an apron, flush the line immediately after the infusion is completed with 10mls of sodium chloride 0.9% using a pulsatile flush technique. Use ANTT throughout the procedure. 

		This will create turbulence inside the catheter lumen aiding the removal of fibrin and drug precipitation.



		· 17. Scrub the needle free device with 2% Chlorhexidine in 70% Isopropyl alcohol wipe for 30 seconds and allow to air dry 



		To reduce the risk of cross infection





		18. Ensure the device is secure

		To reduce risk of dislodging the CVAD



		19. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies.

		Reduce the risk of cross infection, needle stick injury and minimise cross infection.



		20. Complete the CVAD Device Assessment and Management Record

		The device is safe to use



		21. Record the administration of the medication on the appropriate charts.

		To maintain accurate records and a point of reference to queries and prevent duplication of treatment.



		22. Record procedure and any variances in the patient's clinical record.

		To ensure adequate records are kept.



		23. Educate the patient/carer on the continuing care of the CVAD. Give them the patient information leaflet on the relevant CVAD if appropriate

		To ensure the patient/carer has the information to safely care for the CVAD
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Good practice tips

· The patency of the CVAD must be checked prior to administration of medications and/or solutions

· A CVAD should be flushed with a minimum of 10mls of 0.9% sodium chloride before the CVAD is accessed and in between different medications



Equipment Required

· Patient’s drug administration record for the 0.9% sodium chloride flush and the medication to be administered as an infusion

· Recommended cleansing wipe 2% Chlorhexidine gluconate/70% Isopropyl alcohol or if chlorhexidine sensitivity is suspected use 10% aqueous Povidone iodine cleansing solution

· Sterile dressings pack including sterile gloves/towel (if breaking CVAD line).

· Disposable apron if not included in the dressing pack

· Drug additive label if required (in the community hospital setting)

· Intravenous infusion fluid bag/bottle containing the prepared drug to be administered

· Intravenous infusion set

· Electronic Volumetric Infusion Device (if available)

· 1 x 10ml of sodium chloride ampoule if not using a 10ml pre-filled sodium chloride syringe

· 1 x 10ml syringe to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· 1 x blunt fill needle to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· Infusion stand / Tray / Trolley or suitable sterile field if in the patient’s own home setting

· Alcohol hand rub

· Sharps container

· Electronic Volumetric Infusion Device monitoring record

· CVAD Device assessment and management document



Procedure:

		Actions

		Rationale



		1. Explain the procedure to the patient and gain consent, check patient’s positive ID

		To ensure patient understands the procedure and gives valid consent.



		2. Prepare the equipment using ANTT and assemble on a clean dressing trolley, tray, or surface if it is in patient’s own home. Undertake effective hand hygiene and PPE in accordance with DCHS Infection Prevention and Control policies.

		To prepare equipment.



		3. Prepare the patient and examine catheter for signs of migration / infection / damage, dislodgement, or phlebitis. If any concerns inform clinician.

		To ensure catheter is suitable to use. 

To maintain the patient’s dignity and comfort. 



		4. If breaking the line or if the patient is immunocompromised place CVAD onto a sterile towel.

		To reduce the risk of cross infection.



		5. If using an existing needle free device, use principles of ANTT, clean the needle free access device with recommended cleansing wipe, 2% Chlorhexidine gluconate/70% Isopropyl alcohol or if chlorhexidine sensitivity is suspected 10% aqueous Povidone iodine cleansing solution and allow to air dry for a minimum of 30 seconds / hub appears dry.

		To reduce the risk of infection.

To reduce risk of cross-infection from micro-organisms from the uniform.



		6. Check patency of catheter by attaching a syringe containing 10mls sodium chloride 0.9% to the needle free access device. Check for a blood return by gently pulling back on syringe plunger. 

		To check the line is functioning correctly before it is accessed.



		7. As soon as a trace of blood is seen in the catheter or syringe, flush the sodium chloride into the line using a pulsatile flush technique

		To maintain line patency.



		8. It is not necessary to routinely withdraw and discard blood from the catheter before flushing.

		Only lines locked with antibiotics (line infections) or with heparin concentrations greater than fifty units in 5mls require blood to be withdrawn and discarded. Blood sampling from a line also requires blood to be withdrawn and discarded.



		9. If blood cannot be withdrawn refer to Management of complications section in the Principles of Care for Vascular Access Device and report.

		To ensure the line is suitable to be used.



		10. Signs of catheter occlusion, whether partial or complete will require prompt action to restore patency of the device.

		To ensure the line does not become completely blocked and then require replacing.



		11. Do not force if resistance is met. 

		Forcing may result in emboli or catheter rupture.



		12. Follow procedure for preparation/labelling as per Drug Treatment Chart and Trust administration guidelines. 

		To ensure the drug is prepared correctly.



		13. Place newly primed infusion set into the pump (if pump available) and set at the correct rate, according to administration guidelines. Lines in use should be labelled

		The medication is given over the correct time.



		14. Prior to administration ensure that medication, dose, and rate are second checked by an appropriate practitioner. (In the community hospital setting)

		To ensure the correct patient is given the correct medication. 



		15. Administer medication after attaching the infusion set and monitor flow rate along with the device and patient. Use of pumps should be considered in accordance with manufacturers guidelines. 

		The patients receive the prescribed medication at the correct rate, is comfortable and there are no signs infiltration. 



		16. If administering the same intravenous medication once the infusion is completed, only replace the used infusion bag and not the infusion set using ANTT. This can remain connected to the needle free device. Flushing between infusions is not necessary unless line patency cannot be established or a different IV medicine is being administered that is not compatible, in which case a new infusion set should be primed and then connected to the needle free device. Restart the infusion at the correct rate. Multiple lines in use should be labelled. Infusion sets should be replaced as per DCHS guidelines. (See changing infusion sets in the VAD principles of care and maintenance).

		The patients receive the prescribed medication at the correct rate, is comfortable and there are no signs infiltration or adverse effects  



		17. Ensure the device is secure

		To reduce risk of dislodging CVAD



		18. Ensure any needles and syringes are disposed of immediately into an appropriate Sharps container

		To reduce the risk of needle stick injury



		19. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection and needle stick injury



		20. Complete the CVAD Device Assessment and Management Record

		The device is safe to use



		21. Record the administration of the medication on the appropriate charts.

		To maintain accurate records and a point of reference to queries and prevent duplication of treatment.



		22. Record procedure and any variances in the patient's clinical record.

		To ensure adequate records are kept.



		23. Educate the patient/carer on the continuing care of the CVAD. Give them the patient information leaflet on the relevant CVAD if appropriate

		To ensure the patient/carer has the information to safely care for the CVAD
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Good practice tips

· The patency of the CVAD must be checked prior to administration of medications and/or solutions

· A CVAD should be flushed with a minimum of 10mls of 0.9% sodium chloride before the CVAD is accessed and in between different medications



Equipment Required

· Patient’s drug administration record for the 0.9% sodium chloride flush and the medication to be administered as an infusion

· Recommended cleansing wipe 2% Chlorhexidine gluconate/70% Isopropyl alcohol or if chlorhexidine sensitivity is suspected use 10% aqueous Povidone iodine cleansing solution

· Sterile dressings pack including sterile gloves/towel (if breaking CVAD line).

· Disposable apron, if not included in the dressing pack

· 10ml or 20ml luer lock type syringes of the prepared medication to be administered 

· 2 x 10ml of sodium chloride ampoule if not using 10ml pre-filled sodium chloride syringes

· 2 x 10ml syringes to draw up the sodium chloride if not using pre-filled sodium chloride syringes

· 2 x blunt fill needles to draw up the sodium chloride if not using pre-filled sodium chloride syringes

· Trolley / Tray / sterile field in patient’s home settings

· Alcohol hand rub

· Sharps container

· CVAD Device assessment and management document



Procedure:

		Actions

		Rationale



		1. Explain the procedure to the patient and gain consent, check patient’s positive ID

		To ensure patient understands the procedure and gives valid consent.



		2. Prepare the equipment using ANTT and assemble on a clean dressing trolley, tray, or surface if it is in patient’s own home. Undertake effective hand hygiene and PPE in accordance with DCHS Infection Prevention and Control policies.

		To prepare equipment.



		3. Prepare the patient and examine catheter for signs of migration / infection / damage, dislodgement, or phlebitis. If any concerns inform clinician.

		To ensure catheter is suitable to use. To maintain the patient’s dignity and comfort. 



		4. If breaking the line or if the patient is immunocompromised place CVAD onto a sterile towel.

		To reduce the risk of cross infection.



		5. If using an existing needle free device, use principles of ANTT, clean the needle free access device with recommended cleansing wipe, 2% Chlorhexidine gluconate/70% Isopropyl alcohol or if chlorhexidine sensitivity is suspected 10% aqueous Povidone iodine cleansing solution and allow to air dry for a minimum of 30 seconds / hub appears dry.

		To reduce the risk of infection.



To reduce risk of cross-infection from micro-organisms from the uniform.



		6. Check patency of catheter by attaching a syringe containing 10mls sodium chloride 0.9% to the needle free access device. Check for blood return by gently pulling back on syringe plunger.

		To check the line is functioning correctly before it is accessed.



		7. As soon as a trace of blood is seen in the catheter or syringe, flush the sodium chloride into the line using a pulsatile flush technique

		To maintain line patency.



		8. It is not necessary to routinely withdraw and discard blood from the catheter before flushing.

		Only lines locked with antibiotics (line infections) or with heparin concentrations greater than fifty units in 5mls require blood to be withdrawn and discarded. Blood sampling from a line also requires blood to be withdrawn and discarded.



		9. If blood cannot be withdrawn refer to Management of complications section in the Principles of Care for Vascular Access Device and report.

		To ensure the line is suitable to be used.



		10. Signs of catheter occlusion, whether partial or complete will require prompt action to restore patency of the device.

		To ensure the line does not become completely blocked and then require replacing.



		11. Do not force if resistance is met. 

		Forcing may result in emboli or catheter rupture.



		12. Follow procedure for preparation as per Drug Treatment Chart and Trust administration guidelines. 

		To ensure the drug is prepared correctly. 



		13. Prior to administration ensure that medication, dose is second checked by an appropriate practitioner. (In the community hospital setting)

		To ensure the correct patient is given the correct medication. 



		14. Administer medication as prescribed and at the correct rate

		The patients receive the prescribed medication at the correct rate, is comfortable and there are no signs infiltration. 



		15. Consult the patient throughout the injection about discomfort or any other problems they may experience or voiced.

		To detect any complications at an early stage and ensure patient comfort. 



		16.  Once completed, clamp the catheter if a non-valved catheter is being used. Immediately flush the line with 10mls of 0.9% sodium chloride. Ensure the first 3mls of the flush is administered at the same rate as the medication was administered. Clamp the needle free device at the end of the flushing procedure

		This will create turbulence inside the catheter lumen aiding the removal of fibrin and drug precipitation.



		17. Scrub the needle free device with 2% Chlorhexidine in 70% Isopropyl alcohol wipe for 30 seconds and allow to air dry.

		To reduce the risk of cross infection





		18. Ensure the device is secure

		To reduce risk of dislodging CVAD



		19. Ensure any needles and syringes are disposed of immediately into an appropriate Sharps container

		To reduce the risk of needle stick injury



		20. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection and needle stick injury



		21. Complete the CVAD Device Assessment and Management Record

		The device is safe to use



		22. Record the administration of the medication on the appropriate charts.

		To maintain accurate records and a point of reference to queries and prevent duplication of treatment.



		23. Record procedure and any variances in the patient's clinical record.

		To ensure adequate records are kept.



		24. Educate the patient/carer on the continuing care of the CVAD. Give them the patient information leaflet on the relevant CVAD if appropriate

		To ensure the patient/carer has the information to safely care for the CVAD
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GUIDELINE 5 - DISCONNECTING AN INTRAVENOUS INFUSION FROM A CVAD



Good practice tips

· The needle free access device should always be scrubbed with a 2% Chlorhexidine in 70% Isopropyl alcohol wipe for 30 seconds and allowed to air dry before and after it has been accessed



Equipment Required

· Patient’s drug administration record for the 0.9% sodium chloride flush

· Sterile dressing pack including sterile gloves/towel (if breaking CVAD line)

· Recommended cleansing wipe 2% Chlorhexidine gluconate/70% Isopropyl alcohol or if chlorhexidine sensitivity is suspected use 10% Aqueous Povidone iodine cleansing solution

· Tray/Trolley or suitable sterile field if in the patient’s own home setting

· 1 x 10ml of sodium chloride ampoule if not using a 10ml pre-filled sodium chloride syringe

· 1 x 10ml syringe to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· One blunt fill needle to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· Disposable apron if not included in the dressing pack

· Alcohol hand rub

· Sharps container

· CVAD Device assessment and management document



Procedure:

		Actions

		Rationale



		1. Explain the procedure to the patient and gain consent, check patient’s positive ID

		To ensure patient understands the procedure and gives valid consent.



		2. Prepare equipment using ANTT and assemble on a clean dressing trolley, tray, or surface if it is in patient’s own home. Undertake effective hand hygiene and PPE in accordance with DCHS Infection Prevention & Control policies.

		To prepare equipment.



		3. Prepare the patient and examine catheter for signs of migration / infection / damage, dislodgement, or phlebitis. If any concerns inform clinician.

		To ensure the catheter is suitable to use. To maintain the patient’s dignity and comfort. 



		4. If breaking the line or if the patient is immunocompromised place CVAD onto a sterile towel.

		To reduce the risk of cross infection.



		5. Once completed, clamp the infusion set and the catheter if a non-valved catheter is being used. Disconnect the infusion. Using sterile gloves and an apron, flush the line immediately after the infusion is completed with 10mls of sodium chloride 0.9% using a pulsatile flush technique. Use ANTT throughout the procedure.

		This will create turbulence inside the catheter lumen aiding the removal of fibrin and drug precipitation.



		· 6. Scrub the needle free device with 2% Chlorhexidine in 70% Isopropyl alcohol wipe for 30 seconds and allow to air dry.

		To reduce the risk of cross infection





		7. Ensure the device is secure

		To reduce risk of dislodging the CVAD



		8. Ensure any needles and syringes are disposed of immediately into an appropriate Sharps container

		To reduce the risk of needle stick injury



		9. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection and needle stick injury



		10. Complete the CVAD Device Assessment and Management Record

		The device is safe to use



		11. Record the administration of the medication on the appropriate charts.

		To maintain accurate records and a point of reference to queries and prevent duplication of treatment.



		12. Record procedure and any variances in the patient's clinical record.

		To ensure adequate records are kept.



		13. Educate the patient/carer on the continuing care of the CVAD. Give them the patient information leaflet on the relevant CVAD if appropriate

		To ensure the patient/carer has the information to safely care for the CVAD





[bookmark: _Toc453081366]GUIDELINE 6 - ROUTINE FLUSHING WITH 0.9% SODIUM CHLORIDE FOR A CVAD TO
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Good practice tips

· This is for routine flushing of a CVAD only. (Before flush is administered ensure the line is secured).

· A CVAD should be flushed with a minimum of 10mls of 0.9% sodium chloride before and after the line is accessed and a minimum of once weekly, if the CVAD is not in use. (See Flushing guidelines in the Principles of Care for Vascular Access Devices).

· The patency of the catheter will be checked prior to administration of medications and/or solutions. However, there is no requirement to routinely withdraw blood and discard it prior to flushing (except prior to blood sampling, taking blood cultures, lines locked with antibiotics (line infections) or with heparin concentrations greater than fifty units in 5mls). 

· Valved and non-valved CVADs are routinely flushed with sodium chloride 0.9% using positive pressure in a pulsatile action. If it is a non-valved line with a clamp, clamp the catheter as you are still injecting the last 1 ml of sodium chloride. Clamping the line should be performed under positive pressure.

· The decision to use heparin sodium fifty units / 5ml as a locking or flushing solution is dependent on many factors. These include individual patient risk factors, frequency of access and Local Trust policy outside of DCHS. Many patients fitted with CVADs have had them inserted in other hospitals outside of DCHS and remain under their care. It is important to establish if their trust policies need to be followed in the management of a patient’s line, particularly with regards to using heparin sodium as a locking solution for a CVAD. (See Flushing guidelines in the Principles of Care for Vascular Access Devices).

· Signs of catheter occlusion, whether partial or complete will require prompt action to restore patency of the device. (See complications section of the Principles of Care for Vascular Access Devices).

· Do not force if resistance is met as forcing may result in emboli or catheter rupture.

· Maintain pressure on the syringe plunger as the syringe is disconnected to maintain positive pressure and prevent back flow of blood into the line and clot formation.



Equipment Required

· Patient’s drug administration record for the 0.9% sodium chloride flush

· Sterile dressings pack including sterile gloves/towel (if breaking CVAD line).

· Tray/Trolley or suitable sterile field if in the patient’s own home setting

· Recommended cleansing wipe 2% Chlorhexidine gluconate/70% Isopropyl alcohol or if chlorhexidine sensitivity is suspected use 10% Aqueous Povidone iodine cleansing solution

· 1 x 10ml of sodium chloride ampoule if not using a 10ml pre-filled sodium chloride syringe

· 1 x 10ml syringe to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· 1 x blunt fill needle to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· Disposable apron if not included in the dressing pack

· Alcohol hand rub

· Sharps container

· CVAD Device assessment and management document



Procedure:

		Actions

		Rationale



		1. Explain the procedure to the patient and gain consent, check patient’s positive ID

		To ensure that the patient understands the procedure and gives valid consent.



		2. Prepare equipment using ANTT and assemble on a clean dressing trolley, tray, or surface if it is in patient’s own home. Undertake effective hand hygiene and PPE in accordance with DCHS Infection Prevention and Control policies.

		To prepare equipment



		3. Prepare the patient and examine catheter for signs of migration / infection/ damage, dislodgement, or phlebitis. If any concerns inform clinician.

		To ensure the catheter is suitable to use. To maintain the patient’s dignity and comfort. 



		4. If breaking the line or if the patient is immunocompromised place CVAD onto a sterile towel.

		To reduce the risk of cross infection.



		5. If using an existing needle free device, use principles of ANTT, clean the needle free access device with recommended cleansing wipe, 2% Chlorhexidine gluconate/70% Isopropyl alcohol or if chlorhexidine sensitivity is suspected 10% aqueous Povidone iodine cleansing solution and allow to air dry for a minimum of 30 seconds / hub appears dry.

		To reduce the risk of infection.



To reduce risk of cross-infection from micro-organisms from the uniform.



		6. Check patency of catheter by attaching a syringe containing 10mls sodium chloride 0.9% to the needle free access device. Check for blood return by gently pulling back on syringe plunger.

		To check the line is functioning correctly before it is accessed.



		7. As soon as a trace of blood is seen in the catheter or syringe, flush the sodium chloride into the line using a pulsatile flush technique

		To maintain line patency.



		8. It is not necessary to routinely withdraw and discard blood from the catheter before flushing.

		Only lines locked with antibiotics (line infections) or with heparin concentrations greater than fifty units in 5mls require blood to be withdrawn and discarded. Blood sampling from a line also requires blood to be withdrawn and discarded.



		9. If blood cannot be withdrawn refer to Management of complications section in the Principles of Care for Vascular Access Device and report.

		To ensure the line is suitable to be used.



		10. Signs of catheter occlusion, whether partial or complete will require prompt action to restore patency of the device.

		To ensure the line does not become completely blocked and then require replacing.



		11. Do not force if resistance is met. 

		Forcing may result in emboli or catheter rupture.



		· 12. Scrub needle free device with 2% Chlorhexidine in 70% Isopropyl alcohol wipe for 30 seconds and allow to air dry. 

		To reduce the risk of cross infection





		13. Ensure the device is secure

		To reduce risk of dislodging CVAD



		14. Ensure any needles and syringes are disposed of immediately into an appropriate Sharps container

		To reduce the risk of needle stick injury



		15. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection and needle stick injury



		15. Complete the CVAD Device Assessment and Management Record

		The device is safe to use



		16. Record the administration of the medication on the appropriate charts.

		To maintain accurate records and a point of reference to queries and prevent duplication of treatment.



		17. Record procedure and any variances in the patient's clinical record.

		To ensure adequate records are kept.



		18. Educate the patient/carer on the continuing care of the CVAD. Give them the patient information leaflet on the relevant CVAD if appropriate

		To ensure the patient/carer has the information to safely care for the CVAD
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GUIDELINE 7 - BLOOD SAMPLING FROM A CVAD



Good Practice Tips 

· Taking blood samples from a CVAD should not be a routine occurrence, unless the device was inserted for that purpose due to poor vascular access or access via an alternative peripheral route is not possible. The risk of infection is increased if the line is accessed more frequently than is necessary. 

· A vacuum sampling system is the preferred method for obtaining blood samples as it minimises the risk of needle-stick injuries.

· Blood sampling from PICCs smaller than 4 Fr is not recommended by some authors and manufacturers of these devices due to a risk of catheter occlusion from blood remaining in the catheter and potential catheter collapse.

· It is vitally important that the CVAD is properly flushed using a pulsatile flush after the blood has been taken with at least 20mls of 0.9% sodium chloride using 10ml syringes (minimum size)

· The needle free access device must be changed if it suspected that blood has collected inside the device, or it is due to be changed as part of the weekly line care (every 7 days as a minimum).

· Prime the new needle free device with 0.9% sodium chloride prior to changing it.

· If withdrawing blood from a CVAD line using a syringe, larger syringes yield higher negative pressure which could result in potential catheter collapse. Smaller syringes yield less pressure.

· When obtaining a discard volume of blood prior to blood sampling, using a blood sampling vacuum tube of at least 5mls is the preferred method as opposed to obtaining the discard volume by using a syringe.

· Do not take clotting screens from lines that have contained Heparin Sodium flushing solution. If the line has multiple lumens use the larger size lumen for taking blood where possible and clearly document which line was accessed.

· Turn off infusions and wait at least 30 minutes prior to taking blood samples as the infusate may contaminate the sample and the result.

· Some Midlines DO NOT bleed back (check type in use) and are not suitable for taking blood samples. This should be considered when referring to the Management of Complications and when taking blood samples from a midline.



Equipment Required

· Patient’s drug administration record for the 0.9% sodium chloride flush

· Disposable apron if not included in the dressing pack

· Sterile dressings pack including sterile gloves/towel (if breaking CVAD line)

· Two percent Chlorhexidine gluconate and 70% Isopropyl alcohol wipe or if chlorhexidine sensitivity is suspected use 10% Aqueous Povidone iodine cleansing solution

· 3 x 10ml of sodium chloride ampoules if not using 10ml pre-filled sodium chloride syringes

· 3 x 10ml syringes to draw up the sodium chloride if not using pre-filled sodium chloride syringes

· Three blunt fill needles to draw up the sodium chloride if not using pre-filled sodium chloride syringes

· Alcohol hand rub

· Sharps container

· CVAD Device assessment and management document

· Needle free access device (if required)

· Vacuum sampling system

· Blood sampling bottles



Procedure:

		Actions

		Rationale



		1. Explain the procedure to the patient and gain consent, check patient’s positive ID

		To ensure patient understands the procedure and gives valid consent.



		2. Prepare equipment using ANTT and assemble on a clean dressing trolley, tray, or surface if it is in patient’s own home. Undertake effective hand hygiene and PPE in accordance with DCHS Infection Prevention and Control policies.

		To prepare equipment.



		3. Prepare the patient and examine catheter for signs of migration / infection / damage, dislodgement, or phlebitis. If any concerns inform clinician.

		To ensure the catheter is suitable to use. To maintain the patient’s dignity and comfort. 



		4. If breaking the line or if the patient is immunocompromised place CVAD onto a sterile towel.

		To reduce the risk of cross infection.



		5. If using an existing needle free device, use principles of ANTT, clean needle free access device with recommended cleansing wipe, 2% Chlorhexidine gluconate/70% Isopropyl alcohol or if chlorhexidine sensitivity is suspected 10% aqueous Povidone iodine cleansing solution and allow to air dry for a minimum of 30 seconds / hub appears dry.

		To reduce the risk of infection.



To reduce risk of cross-infection from micro-organisms from the uniform.



		6. Check patency of catheter by attaching syringe containing 10mls sodium chloride 0.9% to the needle free access device. Check for blood return by gently pulling back on syringe plunger.

		To check the line is functioning correctly before it is accessed.



		7. As soon as a trace of blood is seen in the catheter or syringe, flush the sodium chloride into the line using a pulsatile flush technique. 

		To maintain line patency.



		VACUUM SAMPLING

		



		8. Assemble vacuum sampling system prior to starting the procedure using ANTT and connect the vacutainer adapter onto the needle free device

		To reduce the risk of infection entering the device





		9.  To avoid contamination of the blood sample from flushing solution/medication in the line, insert a biochemistry (5ml minimum) blood sampling tube, fill tube with blood and discard the sample IMMEDIATELY

		To prevent contamination from any infusate / medication that may be present in the line.



		10. Obtain blood samples in the correct blood draw order if more than one sample is required.

		Following the correct order of draw will avoid test errors, which may occur due to cross contamination of tube additives



		11.  Immediately flush the line with 20mls 0.9% sodium chloride (2 x 10ml syringes) after removing the vacuum sampling system from the needle free access device

		To check the line is clear of blood following sampling.



		12. Scrub needle free device with 2% Chlorhexidine in 70% Isopropyl alcohol wipe for 30 seconds and allow to air dry

		To reduce the risk of cross infection





		13. Remove the old needle free device using ANTT, following the policy for changing the needle free device if it is suspected that blood may have collected inside the device. Flush with 20mls 0.9% normal saline using push pause technique. 

		To minimise blood collecting with the needle free device and catheter lumen



		14. Ensure the device is secure

		To reduce risk of dislodging CVAD



		15. Ensure any needles and syringes are disposed of immediately into an appropriate Sharps container

		To reduce the risk of needle stick injury



		15. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection and needle stick injury



		16. Complete the CVAD Device Assessment and Management Record

		The device is safe to use



		17. Record the administration of the medication on the appropriate charts.

		To maintain accurate records and a point of reference to queries and prevent duplication of treatment.



		18. Record procedure and any variances in the patient's clinical record.

		To ensure adequate records are kept.



		19. Educate the patient/carer on the continuing care of the CVAD. Give them the patient information leaflet on the relevant CVAD if appropriate

		To ensure the patient/carer has the information to safely care for the CVAD
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SPECIFIC GUIDELINES FOR PICCs / MIDLINES

[bookmark: _Toc453081370]GUIDELINE 8 - DRESSING CHANGE FOR PICC / MIDLINE USING A STATLOCK



Good practice tips

· Frequency of dressing change: within 24 hours of insertion and then every 7 days. Initially use a sterile gauze dressing over the insertion site and secured with a transparent, high moisture vapour permeable dressing. Gauze dressing should be changed every 24 hours if soiled. Change to a transparent, high moisture vapour permeable dressing as soon as there is no further oozing from the site. Any dressing should be changed if it has become loose, damp, or soiled.

· A Stat-lock or other appropriate stabilisation device should be used to secure the CVAD in addition to the transparent, high moisture vapour permeable dressing.

· If a SecurAcath is being used as the stabilisation device, then this remains in place for the life of the Midline / PICC

· Measure catheter length to check for migration. The measurement should be from the exit site to the CVAD hub, and the length documented on the Central Venous Access Device Assessment and Management Record every time the device is accessed.

· Mechanical phlebitis is more likely to occur within the first 7 days following insertion of the CVAD. It can usually be resolved within 48 hours by the application of heat to the upper arm for 20 minutes, three times a day.



Equipment Required if using a Statlock

· Sterile dressings pack including sterile gloves

· Disposable apron, if not included in the dressing pack

· Nonsterile gloves

· Two percent Chlorhexidine gluconate and 70% Isopropyl alcohol skin applicator (Chloraprep) or if chlorhexidine sensitivity is suspected use 10% Aqueous Povidone iodine cleansing solution

· Statlock 

· Sterile IV 3000 or Tegaderm (high moisture vapour permeable transparent dressing).

· Sterile medical adhesive remover

· Sterile barrier product e.g., Cavilon applicator (if indicated)

· Trolley / Tray / Sterile field in patient’s home settings

· Alcohol hand rub

· CVAD Device assessment and management document



Procedure:

		Actions

		Rationale



		1. Explain the procedure to the patient and gain consent, check patient is positive ID. Assess the need to conduct additional procedures e.g., change of needle free access device.

		To ensure that the patient understands the procedure and gives valid consent.



		2. Prepare the equipment using ANTT and assemble on a clean dressing trolley, tray, or surface if it is in patient’s own home. Undertake effective hand hygiene and PPE in accordance with DCHS Infection Prevention and Control policies.

		To prepare equipment.



		3. Prepare the patient and examine catheter for signs of migration / infection / damage, dislodgement, or phlebitis. If any concerns inform clinician.

		To ensure the appropriate area is easily accessible.

To maintain the patient’s dignity and comfort. 



		4. If breaking the line or if the patient is immunocompromised place CVAD onto a sterile towel.

		To reduce the risk of cross infection.





		5. Put on apron & nonsterile gloves and remove the moisture responsive dressing and StatLock as per manufacturers guidance, being careful not to touch the catheter or insertion site. Use sterile medical adhesive if available and sterile barrier cream if indicated. Dispose of dressings and remove gloves

		To reduce risk of cross-infection from micro-organisms. To reduce the risk of MARSI.



		6. Use effective hand hygiene and put on sterile gloves.



		Hands may have been contaminated by managing outer packs etc. To reduce risk of cross infection.



		7. Measure catheter length prior to dressing removal and again post dressing change to check for line migration during the procedure.

		To assess whether the device is in the correct position and able to be correctly used after the dressing has been renewed.



		8. The line can be secured with a sterile steristrip during the cleaning of the catheter and then removed.

		To minimise the risk of line migration



		9. Check for inflammation, discharge, soreness, pyrexia, wet / soiled dressings and examine the site and surrounding skin. Swab the insertion site as per guidelines if there are any concerns and send a swab for culture. Follow the CVAD Vein Infusion Phlebitis Scale (VIPS) as the guide when assessing the CVAD insertion site

		



		10. Clean catheter site with 2% Chlorhexidine gluconate and 70% Isopropyl alcohol Chloraprep skin applicator if chlorhexidine sensitivity is suspected 10% aqueous Povidone iodine cleansing solution. Use a scrubbing technique for 30 seconds (this will allow the 2% Chlorhexidine gluconate and 70% Isopropyl alcohol to penetrate the top five layers of skin), start from the exit site, extending out to the area that will be covered by the dressing. Do not return to the catheter exit site with the same swab. Clean the rest of the line working from the insertion site to the hub using a separate 2% Chlorhexidine gluconate and 70% Isopropyl alcohol wipe

		Reduce the risk of infection entering the line from the insertion site.





		11. Allow to air dry for minimum of 30 seconds or until visibly dry.

		Applying a dressing to wet skin may result in skin irritation under the dressing and poor dressing adherence



		12. Secure line with a stat-lock dressing or other appropriate stabilisation device and apply transparent high moisture vapour permeable transparent dressing over the top. Skin preparation may be required prior to dressing application. Date the dressing change using date sticker supplied.

		To prevent line movement at the insertion site and reduce the risk of phlebitis and infection. To prevent Medical Adhesive Skin Injury (MARSI)



		13. Lines can be looped under the dressing for extra security; however, DO NOT loop the line over the top of itself. Leave extension set / injection port exposed.

		Line could occlude if looped on top of itself.



		14. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection and needle stick injury



		15. Complete the CVAD Device Assessment and Management Record

		The device is safe to use



		16. Record procedure and any variances in the patient's clinical record.

		To ensure adequate records are kept.



		17. Educate the patient/carer on the continuing care of the CVAD. Give them the patient information leaflet on the relevant CVAD if appropriate

		To ensure the patient/carer has the information to safely care for the CVAD










DRESSING CHANGE FOR PICC / MIDLINE USING A SECURACATH



The SecurAcath is a subcutaneous suture less device with small flexible, blunt anchors just below the skin that provides securement for a PICC / Midline. The length of the SecurAcath is 2cm (excluding the anchor feet). The SecurAcath does not need to be changed and remains in place until the PICC / Midline is removed. It replaces the need to use a Stat Lock or other types of stabilisation device, which are changed once a week. The SecurAcath is removed after the PICC / Midline has been removed. The SecurAcath is MRI compatible. 



Dressing change with a SecurAcath in place

A PICC/Midline exit site needs to be cleansed weekly and the occlusive moisture responsive dressing changed weekly (IV Tegaderm). The SecurAcath device is left in situ for the duration of the lifespan of the PICC/Midline. 



Equipment required

· Sterile dressing pack including sterile gloves

· Disposable apron, if not included in the dressing pack

· Nonsterile gloves

· Alcohol hand rub

· Two percent Chlorhexidine gluconate and 70% Isopropyl alcohol applicator (Chloraprep) or if chlorhexidine sensitivity is suspected use 10% Aqueous Povidone iodine cleansing solution

· Sterile IV Tegaderm (or other suitable high moisture vapour permeable transparent dressing)

· Sterile medical adhesive remover

· Sterile barrier cream (if indicated)

· Trolley / Tray / Sterile field in patient’s home settings

· CVAD Device Assessment and Management document



Extra equipment that may be required

· Sterile forceps (to remove any dry crusting around the insertion site)



Procedure

		Actions

		Rationale



		1. Explain and discuss procedure with the patient or carer and obtain informed consent. Check the patient’s positive ID       

		To ensure that the patient or carer under-stands the procedure and gives valid consent



		2. Check the environment to ensure that there is adequate lighting, and that the patient’s privacy and positioning are correct.

		The patient and practitioner need to be comfortable with the correct lighting/position to conduct the procedure safely



		3. Assemble the equipment ensuring it is intact. Check expiry dates on the equipment

		To ensure patient safety



		4. Ensure the area to prepare the equipment is as clean as possible and uncluttered

		To reduce the risk of contamination and mistakes



		5. Decontaminate your trolley, tray, or surface if it is in the patient’s own home

		To reduce the risk of contamination during the procedure



		6. Undertake effective hand hygiene. Wash hands with liquid soap and water and dry thoroughly

		To minimise the risk of cross contamination



		7. Put on a sole use disposable apron (PPE)

		To comply with DCHS Infection prevention and control policy



		8. Use ANTT to open sterile dressing pack and equipment 

		Allow the equipment to be prepared prior to conducting the procedure



		9. Decontaminate hands using alcohol-based hand rub (ABHR) and apply gloves that are well fitting

		To reduce the risk of contamination during the procedure



		10. Assess the PICC / Midline / SecurAcath for damage and inspect the insertion site using the Vein Infusion Phlebitis Scale (VIPS) as a guide. Report any variances to a clinician

		To detect any signs of device related complications and the device is suitable to use







                                                                                                        

		11. Place a sterile dressing sheet under the patient’s arm. Locate the bottom the dressing (below the PICC / Midline wings), lift the bottom edge. 

		To help with ease of dressing removal



		12. Support external lumen(s) of the PICC/Midline with sterile gauze and peel the dressing slowly back, keeping the dressing close to the skin following the direction of the PICC/Midline, towards the insertion site. Use sterile medical adhesive remover if available and sterile barrier cream if indicated

		To minimise the risk of cross contamination and to help with ease of removal of the dressing. To reduce MARSI.



		13. Use effective hand hygiene and put on sterile gloves

		To reduce risk of cross-infection from micro-organisms



		14. Clean site with a 2% chlorhexidine in 70% alcohol Chloraprep skin applicator by lifting the SecurAcath up and off the skin without twisting the device. Start from the insertion site, extending out to the area that will be covered by the dressing. Do not return to the insertion site with the same wipe/wand. Clean the catheter/ SecurAcath and needle free device working from the insertion site towards the hub using a separate 2% chlorhexidine in 70% alcohol wipe. Ensure SecurAcath device is lifted off the skin until the skin is dry.

		Reduce the risk of infection entering the catheter from the insertion site. Applying a dressing to wet skin may result in skin irritation under the dressing / SecurAcath and poor dressing adherence





		15. The SecurAcath can be lifted upwards to clean the skin but do not try to move or adjust the angle the SecurAcath. It must remain in its current position. 

		To ensure patient comfort and to prevent the subcutaneous feet from becoming dislodged



		16. If there is any debris around the SecurAcath subcutaneous feet, then remove with sterile forceps. Remove any dry blood from the site or covering the SecurAcath by applying sterile gauze soaked in sterile sodium chloride 0.9%. Leave for 5 minutes and then remove.

		To reduce risk of cross-infection from micro-organisms



		17. Apply skin protectant around the area where the dressing/SecurAcath is placed, if indicated

		To maintain skin integrity



		18. Dress with Opsite IV 3000 or IV Tegaderm. DO NOT place the dressing tightly over the SecurAcath. Gently mould the dressing onto the site and press onto the skin. Ensure the catheter wings are in the dressing window.

		If the wings of the PICC / Midline are external of the dressing and not in the dressing window, then the PICC / Midline can twist and kink which can create unnecessary negative tension on the PICC / Midline and the SecurAcath



		19. For Indentation from the SecurAcath. 

If necessary, cut a small piece of sterile gauze, the same size as the SecurAcath and place this under the SecurAcath to protect the skin. This can also be conducted if the PICC wings are causing indentation to the skin.

		To protect the skin under the device from damage



		20. Alternatively, if the skin is excoriated cover the area with a hydrocolloid dressing. Place the SecurAcath over the hydrocolloid and secure with a moisture responsive dressing such as IV Tegaderm:

		Allows to SecurAcath to continue to be used and allows the skin the heal under the dressing, whilst preventing further damage



		21. Complete the date label (found in IV dressing pack) and attach it to the dressing applied over the catheter / SecurAcath site. Ensure the insertion site is not obscured by the date label

		There is a record of when the cannula dressing was applied



		22. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection



		23. Complete the CVAD Assessment and Management record

		To maintain accurate records, a point of reference to queries and to ensure the device is monitored and maintained



		24. Record the procedure and any variances in the patient's clinical record

		To ensure adequate records are kept



		25. Educate the patient/carer on the continuing care of the PICC / Midline. Give them the patient PICC / Midline information leaflet if appropriate

		To ensure the patient/carer has the information to safely care for the PICC / Midline



		

		





 



                                              















  

 








GUIDELINE 9 – REMOVAL OF A SECURACATH



SecurAcath devices are routinely removed when the PICC / Midline is removed; however, in some situations e.g., when a SecurAcath is painful, it can be removed, and the catheter can remain in situ. SecurAcath devices should only be removed by appropriately trained staff; however, if a patient requires urgent removal i.e., because of infection and staff are unfamiliar with device removal: 



Then the Trust where the device was inserted must be contacted for advice.



Equipment required

· Sterile dressing pack including sterile gloves

· Disposable apron, if not included in the dressing pack

· Nonsterile gloves

· Two percent Chlorhexidine gluconate and 70% Isopropyl applicator (Chloraprep) or if chlorhexidine sensitivity is suspected use 10% Aqueous Povidone iodine cleansing solution

· Alcohol hand rub

· Sterile occlusive adhesive dressing

· Sterile medical adhesive remover

· Sterile barrier cream (if indicated)

· Trolley / Tray / Sterile field in patient’s home settings

· Sharps container

· CVAD Device assessment and management document



Extra equipment that may be required

· Sterile scissors if the tip (4cm) of the PICC / Midline needs to be sent for culture

· Specimen container for sending PICC / Midline tip and pathology request form / biohazard bag

· 0.9 % Sodium chloride ampoule or sachet to soak gauze



Procedure

		Actions

		Rationale



		1. Explain and discuss the procedure with the patient or carer and obtain informed consent. Check the patient’s positive ID       

		To ensure that the patient or carer understands the procedure and gives valid consent



		2. Check the environment to ensure that there is adequate lighting, and that the patient’s privacy and positioning are correct.

		The patient and practitioner need to be comfortable with the correct lighting/position to conduct the procedure safely



		3. Assemble the equipment ensuring it is intact. Check expiry dates on the equipment

		To ensure patient safety



		4. Ensure the area to prepare the equipment is as clean as possible and uncluttered

		To reduce the risk of contamination and mistakes



		5. Decontaminate your trolley, tray, or surface if it is in the patient’s own home

		To reduce the risk of contamination during the procedure



		6. Undertake effective hand hygiene. Wash hands with liquid soap and water and dry thoroughly

		To minimise the risk of cross contamination



		7. Put on a sole use disposable apron (PPE)

		To comply with DCHS Infection prevention and control policy



		8. Use ANTT to open sterile dressing pack and equipment 

		Allow the equipment to be prepared prior to conducting the procedure



		9. Decontaminate hands using alcohol-based hand rub (ABHR) and apply nonsterile gloves that are well fitting to remove the IV Tegaderm covering the SecurAcath. Use sterile medical adhesive if available and sterile barrier cream if indicated Dispose of all waste

		To reduce the risk of contamination during the procedure. To reduce MARSI.



		10. Assess the PICC / Midline / SecurAcath for damage and inspect the insertion site using the Vein Infusion Phlebitis Scale (VIPS) as a guide. Report any variances

		To detect any signs of device related complications and the device is suitable to use



		11. Place a sterile dressing towel under the patient’s arm after decontaminating hands and applying a pair of sterile gloves. Grip the HOLD tab of the SecurAcath with the thumb and finger of one hand to stabilize the device 

		To help with removal of the SecurAcath cover



		12. Pry upward at the edge of the LIFT tab with the index fingertip of other hand and thumb placed at centre to release cover from base and completely detach cover from base. 

		To ensure the correct method is used to remove the cover from the base







Hold pressure at the site to achieve haemostasis. If the insertion site is “crusty” or firm, apply sterile gauze soaked in sterile sodium chloride 0.9 % at the site for a few minutes. The tissue will soften, and removal of the SecurAcath will be easier. 

                                          



		13. Release the PICC / Midline from the SecurAcath

		To allow the catheter to be removed prior to removing the securAcath



		14. Remove the catheter following the DCHS guidelines for PICC / Midlines removal. 

		To ensure the catheter is removed correctly







FOLD OPTION

Can be used with or without the catheter in place



		15. Apply firm pressure at the insertion site to keep the tissue still. Fold the wings downward to bring the feet together under the skin. 

		To ensure the anchor feet are in the correct position, prior to their removal



		16. Hold the folded base horizontal to the skin. Use a swift, deliberate upward motion to remove following the shape of the feet. 

		To minimise discomfort on removal of the anchor feet





 

SPLIT OPTION

The catheter must be removed prior to using this method



		17. Use a pair of sterile blunt tip scissors to cut the base completely in half lengthwise along the groove.

		To separate the SecurAcath into two halves, ready to remove each piece



		18. Apply firm pressure at the insertion site with one hand. The flexible securement feet are shaped like an "L" with the feet extending 5mm to each side of the insertion site. Turn the blue edge upwards and use a swift, deliberate upward motion to remove each foot separately following the shape of the foot. 

		To ensure the anchor feet are in the correct position, prior to their removal and to minimise discomfort on removal of the anchor feet



		  19.  Once the PICC / Midline and the SecurAcath have been removed, a sterile occlusive dressing must be applied over the catheter and SecurAcath insertion site. (Opsite IV 3000, IV Tegaderm).

		To minimise blood loss and bruising





		20. The site should be assessed daily until it has epithelialized, usually within 72 hours. 

		There is a risk of infection entering the wound site.



		21. Remove and dispose of waste equipment and sharps correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection



		22. Complete the CVAD assessment and management Record

		To maintain accurate records, a point of reference to queries and to ensure the device is monitored and maintained



		23. Record the procedure and any variances in the patient's clinical record

		To ensure adequate records are kept







If there are any difficulties experienced in removing the PICC / Midline or the SecurAcath, then the Trust where the device(s) were inserted must be contacted for advice.



View information from the SecurAcath company website: https://securacath.com
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GUIDELINE 10 - REMOVAL OF A PICC / MIDLINE



Good Practice Tips 

· A Midline / PICC may resist removal because of venous spasm, phlebitis, valve inflammation or a fibrin sheath is present. Gentle traction and a warm compress can be applied to reduce spasm. If there is difficulty in removal, then wait 30 minutes and repeat. If this fails, then delay the removal for 24 hours before repeating or contact to Trust where the line was inserted for advice

· Patient should be placed in the Trendelenburg position (head slightly lower than feet) when removing a CVAD, NOT in an upright sitting position. This is to prevent risk of air embolism. Clinical areas who undertake the removal of CVADs need an appropriate bed/couch to facilitate Trendelenburg positioning. For further guidance on removal of lines refer to the Royal Marsden Clinical Procedure Manual.



Equipment Required

· Sterile dressing pack including sterile gloves/towel.

· Sterile gauze if not included in the dressing pack

· Disposable apron if not included in the dressing pack

· Nonsterile gloves

· Two percent Chlorhexidine gluconate and 70% Isopropyl alcohol applicator (Chloraprep®). If chlorhexidine sensitivity is suspected use 10% Aqueous Povidone iodine cleansing solution 

· Sterile IV 3000 or Tegaderm (high moisture vapour permeable transparent dressing).

· Sterile medical adhesive remover

· Sterile barrier cream (if indicated)

· Trolley / Tray / Sterile field in patient’s home settings 

· Alcohol hand rub

· Sharps container.

· CVAD Device Assessment and Management document



Extra that may be required

· Sterile scissors if the tip (4cm) of the PICC/MIDLINE needs sending for culture

· Specimen container for sending PICC/MIDLINE tip.



Procedure:

		Actions

		Rationale



		1. Explain the procedure to the patient and gain consent, check patient’s positive ID. 

		To ensure that the patient understands the procedure and gives valid consent.



		2. Prepare the equipment using ANTT and assemble on a clean dressing trolley, tray, or surface if it is in patient’s own home. Undertake effective hand hygiene and PPE in accordance with DCHS Infection Prevention and Control policies.

		To prepare equipment.



		3. Prepare the patient and examine catheter for signs of migration / infection / damage or phlebitis. If any concerns inform clinician.

		To ensure the catheter is suitable to use. 

To maintain the patient’s dignity and comfort and is ready for the procedure 



		4. Position patient in the supine position which will increase Central Venous Pressure preventing air being aspirated into the venous system. (Trendelenburg Position) see good practice tips.

		CVAD removal is associated with air embolism.



		5. Place a sterile dressing towel under the PICC/MIDLINE. Put on non-sterile gloves and loosen the dressing and stat lock, removing them without touching the catheter and exit site. Use sterile medical adhesive if available and use sterile barrier cream if indicated

		To prepare the site for removal and ensure cross infection is minimised. To reduce MARSI



		6.Use effective hand hygiene and put on sterile gloves

		To reduce the risk of infection.



		7. Clean catheter site with 2% Chlorhexidine gluconate and 70% Isopropyl alcohol applicator or if chlorhexidine sensitivity is suspected use 10% aqueous Povidone iodine cleansing solution. Use a scrubbing technique for 30 seconds (this will allow the 2% Chlorhexidine Gluconate and 70% Isopropyl alcohol to penetrate the top five layers of skin), start from the exit site, extending out to the area that will be covered by the dressing. Do not return to the catheter exit site with the same swab. Allow to air dry for minimum of 30 seconds or until visibly dry.

		To reduce the risk of infection.



		8. Note: During removal of the CVAD instruct patient to perform the Valsalva movement (trying to breathe out with glottis closed). If this is not possible, respirations should be momentarily ceased, or removal performed on expiration. Keep the catheter below the level of the heart which maintains positive pressure and lessen the risk of drawing air into the vein. Catheter fracture and remobilisation can occur if the CVAD is removed against resistance. Remove the catheter by; placing sterile gauze over the catheter site and withdrawing the catheter in a slow constant motion (no resistance should be felt). 

		Minimise risk of air embolism.



		9. Stop if you meet resistance. Rest patient. If there is difficulty removing the line, it may be helpful to warm the arm as this will reduce the potential for venous spasm. (See good practice tips)

		Excessive force on removal may break the line during the removal process.



		10. The patient should remain flat for a brief time after the catheter removal. 

		To maintain positive intrathoracic pressure and allow the tissue tract time to seal.



		11. Using sterile gauze apply pressure over the exit site until bleeding stops for approximately 5 minutes. Cover with high occlusive sterile dressing which prevents bleeding and air aspiration. 

		To minimise blood loss and bruising





		12. The site should be assessed daily until it has epithelialized, usually within 72 hours. 

		There is a risk of infection entering the wound site.



		13. Ensure that the length of the line removed corresponds with the patient’s insertion details.

		To ensure the complete catheter has been removed.



		14. Inspect catheter ensuring it is complete with no ragged edges. If it is not intact, the tip may migrate to the heart and pulmonary system, urgent medical assistance will be required.

		To ensure the complete catheter has been removed.



		15. If a device related infection is suspected, using sterile scissors, cut off 4cm at the tip of the line and place in a specimen container. Send the specimen for culture and sensitivity.

		To ascertain if the patient has developed a device related infection and treated appropriately.



		16. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection



		15. Complete the CVAD Device Assessment and Management Record

		The device is safe to use



		16. Record procedure and any variances in the patient's clinical record.

		To ensure adequate records are kept.



		17. Give the patient / carer advice regarding the dressing, when to remove it and safety netting advice

		To ensure the patient / carer has the correct information if they have any concerns and the dressing is removed at the correct time
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HICKMAN GUIDELINES



[bookmark: _Toc453081373]GUIDELINE 11 - DRESSING CHANGE FOR HICKMAN



Good practice tips

· Frequency of dressing change: within 24 hours of insertion and then every 7 days. Initially use a sterile gauze dressing over the insertion site and secured with a transparent, high moisture vapour permeable dressing. Gauze dressing should be changed every 24 hours if soiled. Change to a transparent, high moisture vapour permeable dressing as soon as there is no further oozing from the site. Any dressing should be changed if it has become loose, damp, or soiled.

· Sutures will be used to secure the Hickman line after it has been inserted in addition to the transparent, high moisture vapour permeable dressing.

· A dressing is not required on a Hickman line once the sutures are removed, and the site is healed. (See removal of sutures for guidance). The healing of the ENTRY SITE takes around 7 days. The EXIT SITE sutures should be retained until fibroblastic response to the Dacron cuff is adequate to secure the line, which is around 21 days.



Equipment Required

· Sterile dressing pack including sterile gloves/towel.

· Disposable apron if not included in the dressing pack

· Nonsterile gloves

· Two percent Chlorhexidine gluconate and 70% Isopropyl alcohol applicator (Chloraprep®) or if chlorhexidine sensitivity is suspected use 10% Aqueous Povidone iodine cleansing solution

· Sterile IV 3000 or Tegaderm (high moisture vapour permeable transparent dressing)

· Sterile medical adhesive remover

· Sterile barrier cream (if indicated)

· Trolley / Tray / Sterile field in patient’s home settings

· Alcohol hand rub

· CVAD Device Assessment and Management document



Procedure:

		Actions

		Rationale



		1. Explain the procedure to the patient and gain consent, check patient’s positive ID. 

Assess the need to conduct additional procedures e.g., change of needle free access device.

		To ensure that the patient understands the procedure and gives valid consent.



		2. Prepare the equipment using ANTT and assemble on a clean dressing trolley, tray, or surface if it is in patient’s own home. Undertake effective hand hygiene and PPE in accordance with DCHS Infection Prevention and Control policies.

		To prepare equipment.



		3. Prepare the patient and examine catheter for signs of infection/ damage, dislodgement, or phlebitis. If any concerns inform clinician. 

		To ensure appropriate area is easily accessible

To maintain the patient’s dignity and comfort. 



		4. If breaking the line or if the patient is immuno-compromised place Midline onto a sterile towel.

		To reduce the risk of cross infection.



		5. Put on apron & nonsterile gloves and loosen the dressing, removing it without touching the catheter and exit site, use sterile medical adhesive remover if available and use sterile barrier cream if indicated. Discard dressing and remove gloves

		To reduce the risk of infection.

To reduce risk of cross-infection from micro-organisms from the uniform.

To reduce risk of MARSI



		6. Use effective hand hygiene and put on sterile gloves.



		Hands may have been contaminated by managing outer packs etc. 

To reduce risk of cross infection.



		7. Clean catheter site with 2% Chlorhexidine gluconate and 70% Isopropyl alcohol applicator or if chlorhexidine sensitivity is suspected 10% aqueous Povidone iodine cleansing solution. Use a scrubbing technique for 30 seconds (this will allow the 2% Chlorhexidine gluconate and 70% Isopropyl alcohol to penetrate the top five layers of skin), start from the exit site, extending out to the area that will be covered by the dressing. Do not return to the catheter exit site with the same swab. Clean the rest of the line working from the insertion site to the hub using a separate swab.

		Reduce the risk of infection entering the line from the insertion site.





		8. Allow to air dry for minimum of 30 seconds or until visibly dry.

		Applying a dressing to wet skin may result in skin irritation under the dressing.



		9. Apply the transparent high moisture vapour permeable transparent dressing, covering the line exit site. Date the dressing using date sticker supplied.

		To prevent line movement at the insertion site and reduce the risk of phlebitis and infection.



		10. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection



		11. Complete the CVAD Device Assessment and Management Record

		The device is safe to use



		12. Record procedure and any variances in the patient's clinical record.

		To ensure adequate records are kept.



		13. Educate the patient/carer on the continuing care of the CVAD. Give them the patient information leaflet on the relevant CVAD if appropriate

		To ensure the patient/carer has the information to safely care for the CVAD
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GUIDELINE 12 - SUTURE REMOVAL FOR A HICKMAN (EXIT SITE) 



Good Practice Tips

· Extreme care must be taken when removing sutures as puncturing the line can lead to air embolism which may be fatal.

· If the line is punctured clamp the line immediately between the skin and puncture site. Seek medical advice.

· When removing sutures ensure that the external part of the suture is not taken under the skin.

· A dressing is not required on Hickman lines once all the sutures are removed, and the site is healed.

· Remove sutures from ENTRY SITE at 7 days.

· Remove sutures from EXIT SITE at 21 days.



Equipment Required

· Sterile dressing pack including sterile gloves/towel.

· Disposable apron if not included in the dressing pack

· Nonsterile gloves

· Trolley / Tray / Sterile field in patient’s home settings

· Stitch cutter

· Two percent Chlorhexidine gluconate and 70% Isopropyl alcohol applicator (Chloraprep®) or if chlorhexidine sensitivity is suspected 10% aqueous Povidone iodine cleansing solution

· Alcohol hand rub

· Sharps container

· Sterile IV 3000 or Tegaderm (high moisture vapour permeable transparent dressing)

· Sterile medical adhesive remover

· Sterile barrier cream (if indicated)

· CVAD Device Assessment and Management document



Procedure:

		Actions

		Rationale



		1. Explain the procedure to the patient and gain consent, check patient’s positive ID

		To ensure that the patient understands the procedure and gives valid consent.



		2. Prepare the equipment using ANTT and assemble on a clean dressing trolley, tray, or surface if it is in patient’s own home. Undertake effective hand hygiene and PPE in accordance with DCHS Infection Prevention and Control policies.

		To prepare equipment.



		3. Prepare the patient and examine catheter for signs of migration / infection / damage, dislodgement, or phlebitis. If any concerns inform a clinician.

		To ensure the catheter is suitable to use. 

To maintain the patient’s dignity and comfort. 



		4. If breaking the line or if the patient is immunocompromised place CVAD onto a sterile towel.

		To reduce the risk of cross infection.



		5. Put on apron & nonsterile gloves and loosen the dressing, removing it without touching the catheter and exit site. Use a sterile medical adhesive remover if available and sterile barrier cream if indicated. Discard the dressing and remove gloves

		To reduce the risk of infection.

To reduce risk of cross-infection from micro-organisms from the uniform.



		6. Use effective hand hygiene and put on sterile gloves.



		Hands may have been contaminated by managing outer packs etc. 

To reduce risk of cross infection.



		7.  Use principles of ANTT clean catheter site with 2% Chlorhexidine gluconate and 70% Isopropyl alcohol applicator or if chlorhexidine sensitivity is suspected 10% aqueous Povidone iodine cleansing solution. Use a scrubbing technique for 30 seconds (this will allow the 2 Chlorhexidine gluconate and 70% Isopropyl alcohol to penetrate the top five layers of skin), start from the exit site, extending out to the area that will be covered by the dressing. Do not return to the catheter exit site with the same swab. Allow to air dry for a minimum of 30 seconds / site appears dry.

		To reduce the risk of infection.



To reduce risk of cross-infection from micro-organisms from the uniform. 



		8. Remove the sutures, taking extreme care not to puncture the CVAD with the stitch cutter.

		Minimise risk of air embolism.



		9. A dressing is not required on Hickman lines once all the sutures are removed, and the site is healed

		The skin integrity around the exit site is less compromised and risk of infection is reduced.



		10. Lines can be looped under a dressing for extra security if a dressing is still required. However, DO NOT loop the line over the top of itself. Leave extension set / injection port exposed.

		Line could occlude if looped on top of itself.



		11. Remove and dispose of waste equipment and sharps correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection



		12. Complete the CVAD Device Assessment and Management Record

		The device is safe to use



		13. Record procedure and any variances in the patient's clinical record.

		To ensure adequate records are kept.



		14. Educate the patient/carer on the continuing care of the CVAD. Give them the patient information leaflet on the relevant CVAD if appropriate

		To ensure the patient/carer has the information to safely care for the CVAD
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GUIDELINE 13 - REMOVAL OF A HICKMAN



Good Practice Tips 



Removal should only be conducted by:

· Medical staff

· Specialist Practitioners who have undergone training and have a recognised competency in THE removal of Hickman lines.



Please contact the Acute Trust where the line was inserted for removal of the device
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TOTAL IMPLANTED PORT GUIDELINES
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GUIDELINE 14 - INSERTION OF A GRIPPER NEEDLE FOR ACCESSING A TOTAL IMPLANTED 

PORT 



Equipment Required 

· Patient’s drug administration record for the 0.9% sodium chloride flush and priming the gripper needle with attached extension/needle free access device

· Sterile dressings pack including sterile gloves/towel 

· Recommended cleansing 2% Chlorhexidine gluconate/70% Isopropyl alcohol applicator (Chloraprep®) or if chlorhexidine sensitivity is suspected use 10% aqueous povidone iodine cleansing solution

· Tray/Trolley or suitable sterile field if in the patient’s own home setting

· 2 x 10ml of sodium chloride ampoules if not using 10ml pre-filled sodium chloride syringes

· 2 x 10ml syringes to draw up the sodium chloride if not using pre-filled sodium chloride syringes

· Two blunt fill needles to draw up the sodium chloride if not using pre-filled sodium chloride syringes

· Disposable apron if not included in the dressing pack

· Alcohol hand rub

· Needle free access device 

· Sterile IV 3000 or Tegaderm (high moisture vapour permeable transparent dressing)

· Gripper non-coring needle (appropriate size)

· Sharps container

· Sterile scissors

· CVAD Device Assessment and Management record



Procedure:

		Actions

		Rationale



		1. Explain the procedure to the patient and gain consent, check patient’s positive ID. 

		To ensure that the patient understands the procedure and gives valid consent 



		2. Prepare the equipment using ANTT and assemble on a clean dressing trolley, tray, or surface if it is in patient’s own home. Undertake effective hand hygiene and PPE in accordance with DCHS Infection Prevention and Control policies.

		To prepare equipment.



		3. Prepare the 0.9 % sodium chloride using 10ml syringes if not using a pre –filled syringes 

		Used to flush the line once the gripper needle has been inserted



		4. Attach the needle free device to the extension of the gripper needle and prime the line with 0.9% sodium chloride. Clamp the line.

		To ensure air does not enter the line



		5. Ensure the environment is suitable and that topical local anaesthetic is not required prior to insertion of the gripper needle.

		Minimise cross infection and discomfort during the procedure.



		6. Prepare the patient and examine port site for signs of infection / damage, dislodgement, or phlebitis. If any concerns inform a clinician.

		Ensure the line is suitable to use and the patient is ready for the procedure.



		7. Remove any topical local anaesthetic with sterile gauze if it has been used prior to cleaning the port site. Clean the skin at the port site with 2% Chlorhexidine gluconate and 70% Isopropyl alcohol applicator or if chlorhexidine sensitivity is suspected use 10% aqueous povidone iodine cleansing solution. Use a scrubbing technique for 30 seconds (this will allow the 2% Chlorhexidine gluconate and 70% Isopropyl alcohol to penetrate the top five layers of skin). Allow to air dry for minimum of 30 seconds. 

		To ensure the site is correctly cleaned prior to use.



		8. Position patient in a comfortable position

		They are prepared and comfortable.



		9. Place a sterile towel under Port/area needing to be accessed

		To reduce the risk of infection.



		10. Locate the edges of the port and hold firmly to prevent it from moving. Identify the centre of the port and push the gripper needle through the skin and portal septum until it touches the back of the chamber (90-degree angle). Retract the safe sharp of the port needle and discard in a sharp’s container

		The port is accessed in the correct area.



		11. Check patency of the port by attaching a 10ml syringe containing the prepared 0.9% sodium chloride to the needle free device. Unclamp the line. Check for blood return by gently pulling back on the syringe plunger

		To check the line is functioning correctly before it is accessed.



		12. As soon as a trace of blood is seen in the catheter or syringe, flush the sodium chloride into the line using a pulsatile flush technique. If any pain or discomfort is felt, then stop the procedure and check that the gripper needle is corrected inserted.

		To maintain line patency and that the port has been correctly accessed



		13. Cover the inserted gripper needle with a sterile Opsite IV 3000 / Tegaderm. Date the dressing applied. Use a pair of sterile scissors to form a keyhole in some sterile gauze and apply under the white sponge of the gripper needle, if required. Apply additional gauze over the sponge and secure with an occlusive clear dressing if required.

		To ensure the needle is secure and reduce the risk of cross infection.



		14. Scrub the needle free device with 2% Chlorhexidine in 70% Isopropyl alcohol wipe for 30 seconds and allow to air dry.

		To reduce the risk of cross infection





		15. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies.

		Reduce the risk of cross infection, needle stick injury and minimise cross infection.



		16. Complete the CVAD Assessment and Management record

		The device is safe to use



		17. Record the administration of the medication on the appropriate charts.

		To maintain accurate records and a point of reference to queries and prevent duplication of treatment.



		18. Record procedure and any variances in the patient's clinical record.

		To ensure adequate records are kept.
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GUIDELINE 15 - REMOVAL OF A GRIPPER NEEDLE FOR A TOTAL IMPLANTED PORT

(DEACCESSING THE DEVICE)



Equipment Required



· Patient’s drug administration record for the 0.9% sodium chloride flush and heparin sodium line lock flush (see local / manufacturer’s guidance on dosage of heparin sodium) 

· Sterile dressing pack including sterile gloves/towel 

· Recommended cleansing 2% Chlorhexidine gluconate/70% Isopropyl alcohol applicator (Chloraprep®) or if chlorhexidine sensitivity is suspected use 10% aqueous povidone iodine cleansing solution

· 1 x 10ml of sodium chloride ampoule if not using a 10ml pre-filled sodium chloride syringe

· 1 x 10ml syringe to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· One blunt fill needle to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· Heparin Sodium flushing solution for line lock (see local/manufacturers guidance on dosage of locking solution), 10ml syringe and blunt fill filter needle to draw up solution 

· Sterile occlusive dressing 

· Disposable apron if not included in the dressing pack

· Alcohol hand rub

· Trolley / Tray / Sterile field in patient’s home settings

· Sharps container.

· CVAD Device Assessment and Management record



Procedure:

		Actions

		Rationale



		1. Explain the procedure to the patient and gain consent, check patient’s positive ID. 

		To ensure that the patient understands the procedure and gives valid consent 



		2. Prepare the equipment using ANTT and assemble on a clean dressing trolley, tray, or surface if it is in patient’s own home. Undertake effective hand hygiene and PPE in accordance with DCHS Infection Prevention and Control policies.

		To prepare equipment.



		4. Prepare the patient and examine port site for signs of infection/ damage, dislodgement, or phlebitis. If any concerns inform a clinician.

		Ensure the line is suitable to use and the patient is ready for the procedure



		5. Prepare the 0.9 % sodium chloride for flushing using a 10ml syringe if not using a pre –filled syringe and the sodium heparin line lock flush.

		To maintain patency of the line



		6. Ensure the environment is suitable to conduct the procedure and the patient is correctly positioned and comfortable

		Minimise cross infection and discomfort during the procedure.



		7. Place sterile towel under the gripper needle with attached extension/needle free access device

		To reduce the risk of infection.





		8. Using the 2% Chlorhexidine gluconate and 70% Isopropyl alcohol applicator, scrub the needle free device and allow to dry for a minimum of 30 seconds / hub appears dry. 

		To reduce the risk of infection.



To reduce risk of cross-infection from micro-organisms from the uniform.



		9. Check patency of catheter by attaching a syringe containing 10mls sodium chloride 0.9% to the needle free access device. Unclamp line and check for a blood return by gently withdrawing into the syringe. As soon as a trace of blood is seen in the catheter or syringe, flush the sodium chloride into the line using a pulsatile flush technique. Clamp the line

		To check the line is functioning correctly before it is accessed.



		10. It is not necessary to routinely withdraw and discard blood from the catheter before flushing.

		Only lines locked with antibiotics (line infections) or with heparin concentrations greater than fifty units in 5mls require blood to be withdrawn and discarded. Blood sampling from a line also requires blood to be withdrawn and discarded.



		11. If blood cannot be withdrawn refer to Management of complications section of the Principles of Care of Vascular Access Devices

		To ensure the line is suitable to be used.



		12. Signs of catheter occlusion, whether partial or complete will require prompt action to restore patency of the device

		To ensure the line does not become completely blocked and then require replacing.



		13. Do not force if resistance is met. 

		Forcing may result in emboli or catheter rupture.



		14. Unclamp the line and instil Heparin sodium flushing solution/manufacturers locking solution using positive pressure flush and then clamp the line 

		To maintain the patency of the line.



		15. Remove the occlusive and keyhole dressing (if being used) around the port. Hold the port firmly with one hand whilst removing the gripper from the port at a 90-degree angle

		To ensure the gripper is removed correctly without damaging the port.



		16. Check for inflammation, discharge, soreness, wet / soiled dressings and examine the site and surrounding skin. Swab the insertion site as per guidelines if there are any concerns and send a swab for culture. Follow the CVAD Vein Infusion Phlebitis Scale (VIPS) as the guide when assessing the Port insertion site

		



		17. If applicable, apply gentle pressure with sterile gauze if the site is bleeding. Remove the gauze and cover with a sterile occlusive dressing. 

		To minimise bruising and the risk of infection entering through the access site.



		18. Remove and dispose of waste and sharps equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies.

		Reduce the risk of cross infection, needle stick injury and minimise cross infection.



		19. Complete the CVAD Assessment and Management record

		The device is safe to use



		20 Records the administration of the medication on the appropriate charts.

		To maintain accurate records and a point of reference to queries and prevent duplication of treatment.



		21. Record procedure and any variances in the patient's clinical record.

		To ensure adequate records are kept.
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Peripheral Intravenous Cannula (PIVC) Insertion – Procedure guidelines

 



Derbyshire Community Healthcare Service is committed to minimising and reducing the risk of Healthcare Associated Infections (HCAIs) and providing a safe environment where patients can be confident that best practice is always followed.

 

This procedure refers specifically to the process of peripheral intravenous cannulation (PIVC) insertion. The cannulation procedure is based on evidence recognised to reduce the incidence of vascular access device related complications. This document does not refer to central vascular access devices (CVAD). 



Good practice tips / guide 

· Peripheral Intravenous cannula insertion, care and maintenance should be treated with the same vigilance as central vascular access devices

· Ensure that the IV therapy is required and alternatives considered before a peripheral intravenous cannula is inserted

· Consider the IV medication to be administered and the patient’s vessel health before the decision to insert a peripheral cannula is made

· Always use the smallest gauge cannula for the procedure undertaken as this reduces vascular and device related complications

· Use safe sharp non-ported peripheral intravenous cannula to minimise sharps injury and reduce device related complications

· Always use a needle free device

· Peripheral intravenous cannulation insertion is an aseptic technique

· Luer lock syringes used to access a cannula are the preferred choice as they reduce the risk of syringe induced reflux

· There should no more than 2 unsuccessful insertion attempts by the same practitioner on one patient at any given time and a new cannula should be used for each attempt

· When inserting a cannula, the introducer should never be re inserted as this may cause the distal part of the cannula sheath to shear off and enter the circulatory system

· Use an approved Vein Infusion Scale to monitor any peripheral intravenous cannula once that it has been placed



Equipment

· Sterile dressing pack or cannulation pack and gloves

· Disposable apron if not included in the dressing / cannulation pack

· Protective eye wear

· Safe sharp non-ported cannula

· 2% Chlorhexidine in 70% Isopropyl Alcohol skin preparation (Chloraprep 1 ml applicator or if chlorhexidine sensitivity is suspected then use 10% aqueous povidone solution as the skin cleansing solution

· PIVC moisture responsive dressing (IV Tegaderm or alternate designed for a PIVC)

· Disposable tourniquet

· Tray / Trolley or suitable preparation surface if in the patient’s own home

· Needle free access device 

· 1 x 10ml of 0.9 % sodium chloride ampoule or 10ml prefilled 0.9% sodium chloride syringe for the cannula flush and to prime the needle free access device 

· 1 x 10ml syringe to draw up the 0.9% sodium chloride if not using a 10ml prefilled 0.9% sodium chloride syringe

· 1 x blunt fill needle to draw up the 0.9% sodium chloride if not using a 10ml pre-filled 0.9% sodium chloride syringe

· Sharps container

· Peripheral Intravenous Cannula Device Management and Observation Record

· Vein Infusion Phlebitis Scale (VIPS) document

· Patients drug administration record for the 0.9 % sodium chloride flush or PGD



Procedure



		

		Action

		Rationale



		1

		Explain and discuss the procedure with the patient or carer and obtain informed consent and check the patient’s positive ID    

		To ensure that the patient or carer understands the procedure and gives valid consent



		2

		Involve the patient where possible in the selection of the cannulation site considering lifestyle, indications for use and contraindications

		To avoid unsuitable sites or limbs being used



		3

		Check the environment to ensure that there is adequate lighting, and that the patient’s privacy and positioning are correct. If the patient is seated on a bed or in a chair, make sure that there is a back support

		The patient and practitioner need to be comfortable with the correct lighting / position to carry out the procedure safely. To reduce the risk of injury from falling backwards if the patient has a vasovagal attack during the procedure



		4

		Consider the use of a local anaesthetic cream / spray prior to cannula insertion if indicated and apply as directed by the manufacturer

		To reduce patient discomfort on insertion of the cannula



		5

		Check the patient’s identification against their prescription/transcription chart. Before administering any prescribed medication check the prescription to ascertain:

· Known allergies

· Drug to be administered

· Route and method of administration

· Dose to be administered

· The drug administration record is legible, has been correctly completed, signed, and dated

		To ensure any medication is administered safely and the prescription/transcription is legal



		6

		Assemble the equipment ensuring the packaging is intact. Check the expiry dates on the equipment, the 10ml 0.9% sodium chloride ampoule for flushing, that they are not damaged and that they have been stored correctly

		To ensure patient safety 



		7

		Ensure the area to prepare the equipment is as clean as possible and uncluttered

		To reduce the risk of contamination and mistakes



		8

		Undertake effective hand hygiene.  Wash hands with liquid soap and water and dry thoroughly

		To minimise the risk of cross contamination



		9

		Put on a single use disposable apron (PPE)

		To comply with DCHS Infection prevention and control policy 



		10

		Decontaminate your trolley, tray, or surface if it is in the patient’s own home

		To minimise the risk of cross contamination



		11

		Use ANTT to open the sterile dressing / cannulation pack, equipment, and the 0.9% sodium chloride ampoule ready to draw up if not using a pre - filled sodium chloride syringe

		Allow the equipment to be prepared prior to carrying out the procedure and minimise the risk of cross contamination



		12

		Decontaminate hands using alcohol-based hand rub (ABHR) and apply gloves that are well fitting

		To reduce the risk of contamination during the procedure



		13

		Draw up the 10ml of sodium chloride 0.9% using the 10ml syringe and blunt fill needle, if not using a pre - filled sodium chloride syringe

		In preparation for priming the needle free extension device



		14

		Using ANTT, prime the needle free device using the prepared 10ml of 0.9% sodium chloride and leave the syringe attached. Dispose of the needle in a sharp’s container

		To ensure that no air enters the cannula when it is flushed after it is inserted



		15

		Extend and support the chosen limb with a cushion / pillow if preferred

		To increase accessibility and patient comfort



		16

		Apply the tourniquet to the chosen limb and assess or select a suitable vein

		Dilates the veins by obstructing venous return and aids cannula insertion



		17

		Use the following to promote vein dilation:

· Lower the extremity below the level of the heart

· Ask the patient to clench and unclench their fist

· Stroke the veins with fingertips

· Immerse the hand / arm in warm water

· Apply a heat pad if available and as directed by the manufacturer

· Cover the limb with clothing to increase the warmth on the limb

		Dilates the veins to aid selection of the most suitable vein



		18

		Palpate the selected vein and assess its suitability for cannula insertion. Then select the appropriately sized cannula to be used

		Palpation reduces the risk of accidental damage to an artery, tendon, or nerve. The correct cannula size reduces device related complications



		19

		Release the tourniquet

		The tourniquet should not be left in situ for more than 1 minute as this can lead to potential nerve damage if left any longer



		20

		Remove gloves. Decontaminate hands using alcohol-based hand rub (ABHR) and apply a new pair of gloves that are well fitting

		To minimise the risk of cross contamination



		21

		Place a dressing towel under the patient’s arm

		Cross contamination is minimised from the immediate area



		22

		Clean the chosen cannula insertion site for 30 seconds with 2% Chlorhexidine in 70% Isopropyl Alcohol skin preparation applicator (Chloraprep 1ml applicator) using a cross hatch method. If chlorhexidine sensitivity is suspected, then use 10% aqueous povidone solution. Allow to air dry.  Do not touch the cleansed area once it is dry and do not re palpate the chosen vein 

		To remove skin flora and minimise the risk of infection at the cannula insertion area



		23

		Re-apply the tourniquet

		Dilates the veins by obstructing venous return and aids cannula insertion



		24

		Remove needle guard from the selected cannula and inspect the device for any faults. If it is faulty, then replace and report

		To ensure the cannula is suitable for the procedure



		25

		Anchor the vein by applying manual traction on the skin a few centimetres below the proposed insertion site

		To immobilise the vein and provide counter tension, which will facilitate a smooth needle entry



		26

		Present the cannula with the bevel up and place directly over the vein and insert the cannula through the skin at the selected angle according to the depth of the vein.

		To ensure pain free cannulation



		27

		Wait for the first flashback of blood in the cannula chamber

		This indicates that the cannula tip is in the vein



		28

		Reduce the angle of the cannula and advance it further by a few millimetres into the vein

		To maintain and not damage the vein wall



		29

		Withdraw the needle introducer slightly and a second flashback into the shaft of the cannula will be seen

		This ensures that the cannula is still in the vein “Hooded technique”



		30

		Slowly advance the cannula off the needle whilst inserting it into the vein

		To ensure that the cannula is inserted completely into the vein



		31

		Release the tourniquet

		To decrease vein pressure



		32

		Withdraw the introducer needle and place it directly into the sharp’s container. If using a closed IV cannula, then digital pressure does not need to be applied on the vein above the cannula. 

		To comply with DCHS sharps/waste disposal policy and to minimise blood spillage



		

		IF A BLOOD SAMPLE IS REQUIRED FOLLOW A-E



		A

		Blood sampling can be undertaken from a newly inserted PIVC before it is flushed

		To avoid unnecessary additional venepuncture



		B

		Vacuum sampling: Assemble the vacuum sampling system prior to starting the procedure using ANTT.

		To reduce the risk of infection entering the device and prepare the cannula for blood sampling



		C

		Connect the vacutainer access device onto the PIVC hub

		To ready the device for the collection of any blood samples



		D

		Obtain the blood samples in the correct blood draw order if more than one sample is required

		Following the correct order of draw will avoid possible test errors, which may occur due to the cross contamination of tube additives



		E

		Once the blood samples have been obtained, remove the vacutainer access device, and dispose in a sharp’s container.  The PIVC must NEVER be used again for taking any venous blood samples after it has been flushed with 0.9% sodium chloride.  All subsequent blood sampling should be undertaken using the standard venepuncture method.

		Any blood sample may be contaminated from 0.9% sodium chloride that may be present in the line, leading to inaccurate results and to comply with DCHS sharps/waste disposal policy



		

		

		



		33

		Connect the primed needle free device to the end of the cannula hub

		To close the system and prepare the cannula to be flushed ready for use



		34

		Flush the cannula with the 10ml of 0.9% sodium chloride 

		To ascertain patency and prevent occlusion from blood



		35

		Observe the site for swelling, leakage or infiltration and ask the patient if they have any localised pain or discomfort on flushing of the cannula

		To check the cannula is in the correct position within the vein



		36

		Apply a sterile moisture responsive dressing designed for PIVC (e.g., I.V Tegaderm). Ensure that the insertion site is clearly visible after securing the cannula with steri-strips supplied in the cannula dressing packet

		To secure the cannula, reduce infection and allow the insertion site to be inspected



		37

		Complete the date label included with the cannula dressing packet and attach it to the dressing applied over the cannula 

		There is a record of when the cannula dressing was applied



		38

		Discard any waste and any sharps as per DCHS policy. Ensure any sharps container in use is correctly stored and maintained

		To ensure safe disposal of waste into appropriate containers and reduce cross infection



		39

		Remove gloves and apron. Wash hands using liquid soap and water and dry thoroughly

		Post procedure to minimise the risk of cross infection



		40

		Document the date, time, position, and size of the cannula using the PIVC device assessment and management record

		To ensure adequate records to enable continuing care of the cannula, to ensure the correct cannula is assessed and a point of reference to queries is established



		41

		Record the administration of the 0.9% sodium chloride on the appropriate drug administration record

		To maintain accurate records and a point of reference to queries



		42

		Record the procedure and any variances in the patient’s clinical record

		To ensure adequate records are kept



		43

		Educate the patient / carer on the continuing care of the cannula and give them the patient cannula information leaflet for reference

		To ensure the patient / carer has information to safely care for the cannula and is aware of what actions to take in the event of complications



		44

		Cannula maintenance:

· The cannula should be flushed with 10ml sodium chloride 0.9% prior to and after medication administration.   This should be prescribed on the patient’s drug administration record

· The cannula should be flushed with 10ml 0.9% sodium chloride every 24 hours as a minimum, when not in use. (See flushing guidelines)

· The site must be inspected prior to administration of any medication or on every shift change if in the hospital setting. This should be recorded on the PIVC device assessment and management record in conjunction with the Vein Infusion Phlebitis Scale (VIPS) 

· The site must also be inspected if the patient complains of pain, warmth swelling or discomfort around the site

· The cannula dressing must be changed if visibly soiled or it obscures the insertion site

· Any cannula that is not being used, should be removed at the earliest opportunity to minimise the risk of device related complications

		To ensure the cannula remains patent and suitable to be used
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GUIDELINE 1 - FLUSHING A NEW OR EXISTING PIVC WITH 0.9% SODIUM CHLORIDE TO MAINTAIN PATENCY



Good practice tips

· A PIVC should be flushed with a minimum of 10mls of 0.9% sodium chloride before and after the cannula is accessed and in between different medications



Equipment Required

· Patient’s drug administration record for the 0.9% sodium chloride flush

· Sterile dressing pack which includes sterile gloves

· Nonsterile gloves

· 2% Chlorhexidine in 70% isopropyl alcohol wipes

· Tray/Trolley or suitable sterile field if in the patient’s own home setting

· 1 x 10ml of sodium chloride ampoule if not using a 10ml pre-filled sodium chloride syringe

· 1 x 10ml syringe to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· 1 blunt fill needle to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· Disposable apron if not included in the dressing pack

· Alcohol hand rub

· Sharps container

· Peripheral Intravenous Cannula (PIVC) device assessment and management document





Procedure































		Action

		Rationale



		1. Explain and discuss the procedure with the patient or carer and obtain informed consent. Check the patient’s positive ID       

		To ensure that the patient or carer understands the procedure and gives valid consent



		2. Check the environment to ensure that there is adequate lighting, and that the patient’s privacy and positioning are correct.

		The patient and practitioner need to be comfortable with the correct lighting/position to carry out the procedure safely



		3. Check the patient’s identification against their prescription chart. Before administering any prescribed medication check the prescription to ascertain:

· Known allergies

· Drug to be administered

· Route and method of administration

· Dose to be administered

· The prescription is legible, has been correctly completed, signed, and dated

		To ensure any medication is administered safely and the prescription is legal



		4. Prior to administration ensure that the medication, dose, and prescription are second checked by an appropriate practitioner. (In the community hospital setting)

		To ensure the correct patient is given the correct medication



		5. Assemble the equipment ensuring it is intact. Check expiry dates on the equipment and that medication/flushes are not damaged and have been stored correctly

		To ensure patient safety 



		6. Ensure the area to prepare the equipment is as clean as possible and uncluttered

		To reduce the risk of contamination and mistakes



		7. Decontaminate your trolley, tray, or surface if it is in the patient’s own home

		To reduce the risk of contamination during the procedure



		8. Undertake effective hand hygiene.  Wash hands with liquid soap and water and dry thoroughly

		To minimise the risk of cross contamination



		9. Put on a single use disposable apron (PPE) and non-sterile gloves

		To comply with DCHS Infection prevention and control policy 



		10. Use ANTT to open sterile dressing pack, equipment and 0.9% sodium chloride vials ready to draw up if not using a pre-filled sodium chloride syringe

		Allow the equipment to be prepared prior to carrying out the procedure 



		11. Decontaminate hands using alcohol-based hand rub (ABHR) and apply gloves that are well fitting

		To reduce the risk of contamination during the procedure



		12. Draw up the 10ml of sodium chloride 0.9% using the 10ml syringe and blunt fill needle if not using a pre – filled sodium chloride syringe

		To prepare the sodium chloride for flushing



		13. Assess the peripheral intravenous cannula for damage and inspect the insertion site using the Vein Infusion Phlebitis Scale (VIPS) as a guide. Report any variances

		To detect any signs of device related complications and the device is suitable to use



		14. If breaking the line or if the patient is immunocompromised place the needle free device attached to the cannula onto a sterile towel

		To reduce the risk of cross infection





		15. Scrub the needle free device with 2% Chlorhexidine in 70% Isopropyl Alcohol wipe for 30 seconds and allow to air dry.  

		To minimise the risk of infection being introduced 



		16. Flush the intravenous device with 10ml of 0.9% sodium chloride through needle free device. Clamp the needle free device at the end of the flushing procedure

		To ensure patency of device



		17.Monitor patient during administration and consult the patient during the injection about any discomfort

		To detect complications at an early stage and ensure patient comfort



		18. Scrub the needle free device with 2% Chlorhexidine in 70% Isopropyl Alcohol wipe for 30 seconds and allow to air dry.  

		To minimise the risk of infection being introduced



		19. Ensure the device is secure

		To reduce the risk of dislodging the cannula



		20. Ensure any needles and syringes are disposed of immediately into an appropriate Sharps container

		To reduce the risk of needle stick injury



		21. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection and needle stick injury



		23. Decontaminate your trolley, tray, or surface if it is in the patient’s own home

		To reduce the risk of contamination during the procedure



		24.Record the administration of the medication on the appropriate prescription chart 

		To maintain accurate records and a point of reference to queries



		25. Complete the Device Assessment and Management Record

		To ensure the device is monitored and maintained



		25. Record the procedure and any variances in the patient’s clinical record

		To ensure adequate records are kept



		26. Educate the patient/carer on the continuing care of the cannula. Give them the patient cannula information leaflet if appropriate

		To ensure the patient/carer has the information to safely care for the cannula 
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GUIDELINE 2 - CHANGING THE NEEDLE FREE DEVICE 



Good practice tips

· The needle free device is a self-sealing bung that must not be pierced by a needle. It does not have to be removed to attach a syringe or infusion set tube to the cannula

· The device must be changed if it becomes contaminated or if it is suspected that blood may have collected inside the device

· Once a needle free device has become disconnected from a cannula it must never be re attached. A new needle free device must be used.





Equipment Required

· Patient’s drug administration record for the 0.9% sodium chloride flush

· Sterile dressing pack which includes gloves

· Disposable apron if not included in the dressing pack

· 2% Chlorhexidine in 70% Isopropyl alcohol wipe

· Needle free device 

· 1 x 10ml of sodium chloride ampoule if not using a 10ml pre-filled sodium chloride syringe to prime the needle free device

· 1 x 10ml syringe to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· 1 x blunt fill needle to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· Tray/Trolley or suitable sterile field if in the patient’s own home setting

· Alcohol hand rub

· Sharps container

· Peripheral Intravenous Cannula (PIVC) device assessment and management document



Procedure:



		Actions

		Rationale



		1. Explain and discuss the procedure with the patient or carer and obtain informed consent. Check the patient’s positive ID

		To ensure that the patient or carer understands the procedure and gives valid consent



		2. Check the environment to ensure that there is adequate lighting, and that the patient’s privacy and positioning are correct.

		The patient and practitioner need to be comfortable with the correct lighting/position to carry out the procedure safely



		3. Check the patient’s identification against their prescription chart. Before administering any prescribed medication check the prescription to ascertain:

· Known allergies

· Drug to be administered

· Route and method of administration

· Dose to be administered

· The prescription is legible, has been correctly completed, signed, and dated

		To ensure any medication is administered safely and the prescription is legal



		4. Ensure that the medication, dose, and prescription are second checked by an appropriate practitioner. (In the community hospital setting)

		To ensure the correct patient is given the correct medication



		5. Assemble the equipment ensuring it is intact. Check expiry dates on the equipment and that medication/flushes are not damaged and have been stored correctly

		To ensure patient safety



		6. Ensure the area to prepare the equipment is as clean as possible and uncluttered

		To reduce the risk of contamination and mistakes



		7. Decontaminate your trolley, tray, or surface if it is in the patient’s own home

		To reduce the risk of contamination during the procedure



		8. Undertake effective hand hygiene.  Wash hands with liquid soap and water and dry thoroughly

		To minimise the risk of cross contamination



		9. Put on a single use disposable apron (PPE)

		To comply with DCHS Infection prevention and control policy



		10. Use ANTT to open sterile dressing pack, equipment and 0.9% sodium chloride flush ready to draw up if not using a pre-filled sodium chloride syringe

		Allow the equipment to be prepared prior to carrying out the procedure



		11. Decontaminate hands using alcohol-based hand rub (ABHR) and apply gloves that are well fitting

		To reduce the risk of contamination during the procedure



		12. Draw up the 10ml of sodium chloride 0.9% using the 10ml syringe and blunt fill needle if not using a pre – filled sodium chloride syringe and prime the needle free device

		To use for priming the needle free device so that no air is left in the extension device



		13. Assess the peripheral intravenous cannula for damage and inspect the insertion site using the Vein Infusion Phlebitis Scale (VIPS) as a guide. Report any variances

		To detect any signs of device related complications and the device is suitable to use



		14. If breaking the line or if the patient is immunocompromised place the needle free device attached to the cannula onto a sterile towel

		To reduce the risk of cross infection





		15.  Have a piece of sterile gauze, one in each hand. Hold the cannula with one hand and with the other hand remove the existing needle free device and discard into a sharp’s container

		To reduce the risk of cross infection





		16. Apply digital pressure above the cannula insertion site

		To minimise backflow of blood out of the cannula after the old needle free extension has been removed



		17. Scrub the cannula hub/end with a 2% Chlorhexidine in 70% Isopropyl alcohol wipe for 30 seconds and allow to air dry

		Reduce the risk of infection entering through the cannula hub



		18. Using ANTT attach the new needle free extension device to the cannula hub

		To reduce risk of cross infection and air embolus



		19. Ensure the device is secure

		To reduce the risk of dislodging the cannula and needle free extension device



		20. Ensure any needles and syringes are disposed of immediately into an appropriate Sharps container

		To reduce the risk of needle stick injury



		21. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection and needle stick injury



		22. Record the administration of the medication on the appropriate prescription chart

		To maintain accurate records and a point of reference to queries



		23 Complete the Device Assessment and Management Record

		To ensure the device is monitored and maintained



		24. Record the procedure and any variances in the patient's clinical record

		To ensure adequate records are kept



		25. Educate the patient/carer on the continuing care of the cannula. Give them the patient cannula information leaflet if appropriate

		To ensure the patient/carer has the information to safely care for the cannula







[bookmark: _Toc453081360][bookmark: _Toc453081361]GUIDELINE 3 - ADMINISTRATION OF MEDICATION AS AN INTERMITTENT INFUSION 



Good practice tips

· Luer lock type syringes are the preferred choice as they reduce the risk of syringe induced reflux

· The patency of the cannula should be checked prior to administration of IV medicines

· A PIVC should be flushed with a minimum of 10mls of 0.9% sodium chloride before and after the cannula is accessed and in between different medications



Equipment Required

· Patient’s drug administration record for the 0.9% sodium chloride flush and the medication to be administered as an infusion

· Sterile dressings pack which includes sterile gloves

· Disposable apron if not included in the dressing pack

· 2% Chlorhexidine in 70% Isopropyl alcohol wipe

· Drug additive label (in the community hospital setting if a medication is being added to an infusion bag/bottle)

· Intravenous infusion fluid bag/bottle containing the prepared drug to be administered

· Intravenous infusion set

· Electronic Volumetric Infusion Device (if available).

· 1 x 10ml of sodium chloride ampoule if not using a 10ml pre-filled sodium chloride syringe to flush the PIVC

· 1 x 10ml syringe to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· 1 x blunt fill needle to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· Infusion stand / Tray / Trolley or suitable sterile field if in the patient’s own home setting

· Alcohol hand rub

· Sharps container

· Electronic Volumetric Infusion Device monitoring record

· Peripheral Intravenous Cannula (PIVC) device assessment and management document

Procedure:



		Actions

		Rationale



		1. Explain and discuss the procedure with the patient or carer and obtain informed consent. Check the patient’s positive ID       

		To ensure that the patient or carer understands the procedure and gives valid consent



		2. Check the environment to ensure that there is adequate lighting, and that the patient’s privacy and positioning are correct.

		The patient and practitioner need to be comfortable with the correct lighting/position to carry out the procedure safely



		3. Check the patient’s identification against their prescription chart. Before administering any prescribed medication check the prescription to ascertain:

· Known allergies

· Drug to be administered

· Route and method of administration

· Dose to be administered

· The prescription is legible, has been correctly completed, signed, and dated

		To ensure any medication is administered safely and the prescription is legal



		4. Prior to administration ensure that the medication, dose, and prescription are second checked by an appropriate practitioner. (In the community hospital setting)

		To ensure the correct patient is given the correct medication



		5. Assemble the equipment ensuring it is intact. Check expiry dates on the equipment and that medication/flushes are not damaged and have been stored correctly

		To ensure patient safety



		6. Ensure the area to prepare the equipment is as clean as possible and uncluttered

		To reduce the risk of contamination and mistakes



		7. Decontaminate your trolley, tray, or surface if it is in the patient’s own home

		To reduce the risk of contamination during the procedure



		8. Undertake effective hand hygiene.  Wash hands with liquid soap and water and dry thoroughly

		To minimise the risk of cross contamination



		9. Put on a single use disposable apron (PPE)

		To comply with DCHS Infection prevention and control policy



		10. Use ANTT to open sterile dressing pack, equipment and 0.9% sodium chloride flushes ready to draw up if not using a pre-filled sodium chloride syringe

		Allow the equipment to be prepared prior to carrying out the procedure



		11. Decontaminate hands using alcohol-based hand rub (ABHR) and apply gloves that are well fitting

		To reduce the risk of contamination during the procedure



		12. Draw up the 10ml of sodium chloride 0.9% using the 10ml syringe and blunt fill needle if not using a pre – filled sodium chloride syringe

		To prepare the sodium chloride for flushing



		13. Follow the procedure for the preparation/labelling of the medication to be infused as per drug administration record and Trust administration guidelines (if a medication is being added to an infusion bag / bottle) and prime the infusion set

		To ensure the drug is prepared correctly and labelled (if a medication is being added to an infusion bag / bottle)



		14. Place the newly primed set in the Electronic Volumetric Infusion Device (if being used) and set at the correct rate, according to the administration chart guidelines. Lines in use should be labelled and changed as per policy

		The medication is given over the correct time



		15. Assess the peripheral intravenous cannula for damage and inspect the insertion site using the Vein Infusion Phlebitis Scale (VIPS) as a guide. Report any variances

		To detect any signs of device related complications and the device is suitable to use



		16. If breaking the line or if the patient is immunocompromised place the needle free device attached to the cannula onto a sterile towel

		To reduce the risk of cross infection





		17. If using an existing needle device, use the principles of ANTT, scrub the needle free device with 2% Chlorhexidine in 70% Isopropyl alcohol wipe for 30 seconds and allow to air dry

		To reduce the risk of cross infection







		18. Flush the intravenous device with 10ml of 0.9% sodium chloride through the needle free to establish line patency

		To ensure patency of device



		19. Administer medication after attaching the infusion set to the needle free device and monitor the flow rate along with the cannula site and the patient. 

		The patients receive the prescribed medication at the correct rate, is comfortable and there are no signs infiltration or adverse effects



		20.  Once completed clamp the infusion set and the needle free device.  

		To ensure there is no backflow of blood into the line, occluding the cannula



		21. Ensure the device is secure

		To reduce the risk of dislodging the cannula



		22. Ensure any needles and syringes are disposed of immediately into an appropriate Sharps container

		To reduce the risk of needle stick injury



		23. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection and needle stick injury



		24. Record the administration of the medication on the appropriate prescription chart

		To maintain accurate records and a point of reference to queries



		25. Complete the Device Assessment and Management Record

		To ensure the device is monitored and maintained



		26. Complete the Electronic Volumetric Device monitoring record as per guidance (if being used)

		To ensure the infusion is administered at the correct rate the device is working correctly



		27. Record the procedure and any variances in the patient's clinical record

		To ensure adequate records are kept



		28. Educate the patient/carer on the continuing care of the cannula. Give them the patient cannula information leaflet if appropriate

		To ensure the patient/carer has the information to safely care for the cannula
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Good practice tips

· The patency of the cannula must be checked prior to administration of medications and/or solutions

· A PIVC should be flushed with a minimum of 10mls of 0.9% sodium chloride before the cannula is accessed and in between different medications



Equipment Required

· Patient’s drug administration record for the 0.9% sodium chloride and the medication to be administered as an infusion

· Sterile dressings pack which includes sterile gloves

· Disposable apron if not included in the dressing pack

· 2% Chlorhexidine in 70% Isopropyl alcohol wipe

· Drug additive label (in the community hospital setting if a medication is being added to an infusion bag/bottle)

· Intravenous infusion fluid bag/bottle containing the prepared drug to be administered

· Intravenous infusion set

· Electronic Volumetric Infusion Device (if available).

· 1 x 10ml of sodium chloride ampoule if not using 10ml pre-filled sodium chloride syringe to flush the PIVC pre and post procedure 

· 1 x 10ml syringe to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· 1 x blunt fill needle to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· Infusion stand / Tray / Trolley or suitable sterile field if in the patient’s own home setting

· Alcohol hand rub

· Sharps container

· Electronic Volumetric Infusion Device monitoring record

· Peripheral Intravenous Cannula (PIVC) device assessment and management document



Procedure:



		Actions

		Rationale



		1. Explain and discuss the procedure with the patient or carer and obtain informed consent. Check the patient’s positive ID       

		To ensure that the patient or carer understands the procedure and gives valid consent



		2. Check the environment to ensure that there is adequate lighting, and that the patient’s privacy and positioning are correct.

		The patient and practitioner need to be comfortable with the correct lighting/position to carry out the procedure safely



		3. Check the patient’s identification against their prescription chart. Before administering any prescribed medication check the prescription to ascertain:

· Known allergies

· Drug to be administered

· Route and method of administration

· Dose to be administered

· The prescription is legible, has been correctly completed, signed, and dated

		To ensure any medication is administered safely and the prescription is legal



		4. Prior to administration ensure that the medication, dose, and prescription are second checked by an appropriate practitioner. (In the community hospital setting)

		To ensure the correct patient is given the correct medication



		5. Assemble the equipment ensuring it is intact. Check expiry dates on the equipment and that medication/flushes are not damaged and have been stored correctly

		To ensure patient safety



		6. Ensure the area to prepare the equipment is as clean as possible and uncluttered

		To reduce the risk of contamination and mistakes



		7. Decontaminate your trolley, tray, or surface if it is in the patient’s own home

		To reduce the risk of contamination during the procedure



		8. Undertake effective hand hygiene. Wash hands with liquid soap and water and dry thoroughly

		To minimise the risk of cross contamination



		9. Put on a single use disposable apron (PPE)

		To comply with DCHS Infection prevention and control policy



		10. Use ANTT to open sterile dressing pack, equipment and 0.9% sodium chloride flush ready to draw up if not using a pre-filled sodium chloride syringe

		Allow the equipment to be prepared prior to carrying out the procedure



		11. Decontaminate hands using alcohol-based hand rub (ABHR) and apply gloves that are well fitting

		To reduce the risk of contamination during the procedure



		12. Draw up the 10ml of sodium chloride 0.9% using the 10ml syringe and blunt fill needle if not using a pre-filled sodium chloride syringe

		To use to flush the cannula if changing to a different medication



		13. Follow the procedure for the preparation/labelling of the medication to be infused as per Drug Treatment Chart and Trust administration guidelines (if a medication is being added to an infusion bag / bottle) and prime the infusion set

		To ensure the drug is prepared correctly and labelled (if a medication is being added to an infusion bag / bottle)



		14. Place the newly primed set in the Electronic Volumetric Infusion Device (if being used) and set at the correct rate, according to the administration chart guidelines. Lines in use should be labelled and changed as per policy

		The medication is given over the correct time



		15. Assess the peripheral intravenous cannula for damage and inspect the insertion site using the Vein Infusion Phlebitis Scale (VIPS) as a guide. Report any variances

		To detect any signs of device related complications and the device is suitable to use



		16. If breaking the line or if the patient is immunocompromised place the needle free extension device attached to the cannula onto a sterile towel

		To reduce the risk of cross infection





		17. If using an existing device, use the principles of ANTT, scrub the needle free device with 2% Chlorhexidine in 70% Isopropyl alcohol wipe for 30 seconds and allow to air dry

		To reduce the risk of cross infection







		18. Flush the intravenous device with 10ml of 0.9% sodium chloride through the needle free device to establish line patency

		To ensure patency of device



		19. Administer the medication after attaching the infusion set to the needle free device and monitor the flow rate along with the cannula site and the patient. 

		The patients receive the prescribed medication at the correct rate, is comfortable and there are no signs infiltration or adverse effects



		20. If administering the same intravenous medication once the infusion is completed, only replace the used infusion bag and not the infusion set using ANTT. This can remain connected to the needle free device. Flushing between infusions is not necessary unless line patency cannot be established or a different IV medicine is being administered that is not compatible, in which case a new infusion set should be primed and then connected to the needle free device. Restart the infusion at the correct rate. Multiple lines in use should be labelled. Infusion sets should be replaced as per DCHS guidelines. (See changing infusion sets in the VAD principles of care and maintenance).

		The patients receive the prescribed medication at the correct rate, is comfortable and there are no signs infiltration or adverse effects  



		21. Ensure the device is secure

		To reduce the risk of dislodging the cannula.



		22. Ensure any needles and syringes are disposed of immediately into an appropriate Sharps container

		To reduce the risk of needle stick injury



		23. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection and needle stick injury



		24. Record the administration of the medication on the appropriate prescription chart

		To maintain accurate records and a point of reference to queries



		25. Complete the Device Assessment and Management Record

		To ensure the device is monitored and maintained



		26. Complete the Electronic Volumetric Device monitoring record as per guidance

		To ensure the infusion is administered at the correct rate the device is working correctly



		27. Record the procedure and any variances in the patient's clinical record

		To ensure adequate records are kept



		28. Educate the patient/carer on the continuing care of the cannula. Give them the patient cannula information leaflet if appropriate

		To ensure the patient/carer has the information to safely care for the cannula
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GUIDELINE 5 - ADMINISTRATION OF MEDICATION AS A BOLUS / PUSH



Good practice tips

· The patency of the cannula must be checked prior to administration of medications and/or solutions

· A PIVC should be flushed with a minimum of 10mls of 0.9% sodium chloride before and after the cannula/catheter is accessed and in between different medications



Equipment Required

· Patient’s drug administration record for the 0.9% sodium chloride flush and the medication to be administered as a bolus

· Sterile dressings pack which includes sterile gloves

· Disposable apron if not included in the dressing pack

· 2% Chlorhexidine in 70% Isopropyl alcohol wipes

· 2 x 10ml of sodium chloride ampoule if not using 10ml pre-filled sodium chloride syringes to flush the PIVC pre and post procedure

· 2 x 10ml syringes to draw up the sodium chloride if not using pre-filled sodium chloride syringes

· 2 x blunt fill needles to draw up the sodium chloride if not using pre-filled sodium chloride syringes

· Tray/Trolley or suitable sterile field if in the patient’s own home setting

· Alcohol hand rub

· Sharps container

· Peripheral Intravenous Cannula (PIVC) device assessment and management document



Procedure:



		Actions

		Rationale



		1. Explain and discuss the procedure with the patient or carer and obtain informed consent. Check the patient’s positive ID       

		To ensure that the patient or carer understands the procedure and gives valid consent



		2. Check the environment to ensure that there is adequate lighting, and that the patient’s privacy and positioning are correct.

		The patient and practitioner need to be comfortable with the correct lighting/position to carry out the procedure safely



		3. Check the patient’s identification against their prescription chart. Before administering any prescribed medication check the prescription to ascertain:

· Known allergies

· Drug to be administered

· Route and method of administration

· Dose to be administered

· The prescription is legible, has been correctly completed, signed, and dated

		To ensure any medication is administered safely and the prescription is legal



		4. Prior to administration ensure that the medication, dose, and prescription are second checked by an appropriate practitioner. (In the community hospital setting)

		To ensure the correct patient is given the correct medication



		5. Assemble the equipment ensuring it is intact. Check expiry dates on the equipment and that medication/flushes are not damaged and have been stored correctly

		To ensure patient safety



		6. Ensure the area to prepare the equipment is as clean as possible and uncluttered

		To reduce the risk of contamination and mistakes



		7. Decontaminate your trolley, tray, or surface if it is in the patient’s own home

		To reduce the risk of contamination during the procedure



		8. Undertake effective hand hygiene.  Wash hands with liquid soap and water and dry thoroughly

		To minimise the risk of cross contamination



		9. Put on a single use disposable apron (PPE)

		To comply with DCHS Infection prevention and control policy



		10. Use ANTT to open sterile dressing pack, equipment and 0.9% sodium chloride flush ready to draw up if not using pre-filled sodium chloride syringes

		Allow the equipment to be prepared prior to carrying out the procedure



		11. Decontaminate hands using alcohol-based hand rub (ABHR) and apply gloves that are well fitting

		To reduce the risk of contamination during the procedure



		12. Draw up the 2 x 10ml of sodium chloride 0.9% using the 10ml syringes and blunt fill needles if not using pre-filled sodium chloride syringes

		To use to flush the cannula if changing to a different medication



		13. Follow the procedure for the preparation of the IV medication to be administered as a bolus as per Drug Treatment Chart and MEDUSA medicines guidelines

		To ensure the drug is prepared correctly 



		14. Assess the peripheral intravenous cannula for damage and inspect the insertion site using the Vein Infusion Phlebitis Scale (VIPS) as a guide. Report any variances

		To detect any signs of device related complications and the device is suitable to use



		15. If breaking the line or if the patient is immunocompromised place the needle free extension device attached to the cannula onto a sterile towel

		To reduce the risk of cross infection





		16. If using an existing needle device, use the principles of ANTT, scrub the needle free device with 2% Chlorhexidine in 70% Isopropyl alcohol wipe for 30 seconds and allow to air dry

		To reduce the risk of cross infection







		17. Flush the intravenous device with 10ml of 0.9% sodium chloride through the needle free device to establish line patency

		To ensure patency of device



		18. Administer the prepared IV medication as prescribed at the correct rate as per MEDUSA medicines guidelines

		The patients receive the prescribed medication at the correct rate, is comfortable and there are no signs infiltration 



		19. Consult the patient throughout the injection about discomfort or any other problems they may experience or voiced along with monitoring the cannula site

		To detect any complications at an early stage and ensure patient comfort



		20. Once the IV medicine has been administered, immediately flush the cannula with 10mls of 0.9% sodium chloride. Clamp the needle free device at the end of the flushing procedure

		To ensure the cannula is cleared of any medication 



		21. Scrub the needle free device with 2% Chlorhexidine in 70% Isopropyl alcohol wipe for 30 seconds and allow to air dry

		To reduce the risk of cross infection





		22. Ensure the device is secure

		To reduce the risk of dislodging the cannula.



		23. Ensure any needles and syringes are disposed of immediately into an appropriate Sharps container

		To reduce the risk of needle stick injury



		24. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection and needle stick injury



		25.Record the administration of the medication on the appropriate prescription chart 

		To maintain accurate records and a point of reference to queries



		26. Complete the Device Assessment and Management Record

		To ensure the device is monitored and maintained



		27. Record the procedure and any variances in the patient’s clinical record

		To ensure adequate records are kept



		28. Educate the patient/carer on the continuing care of the cannula. Give them the patient cannula information leaflet if appropriate

		To ensure the patient/carer has the information to safely care for the cannula 
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Equipment Required

· Patient’s drug administration record for the 0.9% sodium chloride flush

· Sterile dressings pack which includes sterile gloves

· Disposable apron if not included in the dressing pack

· 1 x 10ml of sodium chloride ampoule if not using a 10ml pre-filled sodium chloride syringe to flush the PIVC pre and post procedure

· 1 x 10ml syringe to draw up the sodium chloride if not using a pre-filled sodium chloride syringe

· 1 x blunt fill needle to draw up the sodium chloride if not using a prefilled sodium chloride syringe

· Tray/Trolley or suitable sterile field if in the patient’s own home setting

· Alcohol hand rub

· Sharps container

· Peripheral Intravenous Cannula (PIVC) device assessment and management document



Procedure:



		Actions

		Rationale



		1. Explain and discuss the procedure with the patient or carer and obtain informed consent. Check the patient’s positive ID       

		To ensure that the patient or carer understands the procedure and gives valid consent



		2. Check the environment to ensure that there is adequate lighting, and that the patient’s privacy and positioning are correct.

		The patient and practitioner need to be comfortable with the correct lighting/position to carry out the procedure safely



		3. Check the patient’s identification against their prescription chart. Before administering any prescribed medication check the prescription to ascertain:

· Known allergies

· Drug to be administered

· Route and method of administration

· Dose to be administered

· The prescription is legible, has been correctly completed, signed, and dated

		To ensure any medication is administered safely and the prescription is legal 



		4. Prior to administration ensure that the medication, dose, and prescription are second checked by an appropriate practitioner. (In the community hospital setting)

		To ensure the correct patient is given the correct medication



		5. Assemble the equipment ensuring it is intact. Check expiry dates on the equipment and that medication/flushes are not damaged and have been stored correctly

		To ensure patient safety



		6. Ensure the area to prepare the equipment is as clean as possible and uncluttered

		To reduce the risk of contamination and mistakes



		7. Decontaminate your trolley, tray, or surface if it is in the patient’s own home

		To reduce the risk of contamination during the procedure



		8. Undertake effective hand hygiene.  Wash hands with liquid soap and water and dry thoroughly

		To minimise the risk of cross contamination



		9. Put on a single use disposable apron (PPE)

		To comply with DCHS Infection prevention and control policy



		10. Use ANTT to open sterile dressing pack, equipment and 0.9% sodium chloride flush ready to draw up if not using a pre-filled sodium chloride syringe

		Allow the equipment to be prepared prior to carrying out the procedure



		11. Decontaminate hands using alcohol-based hand rub (ABHR) and apply gloves that are well fitting

		To reduce the risk of contamination during the procedure



		12. Draw up the 10ml of sodium chloride 0.9% using the 10ml syringe and blunt fill needle if not using a pre-filled sodium chloride syringe

		To use to flush the cannula if changing to a different medication



		13. Assess the peripheral intravenous cannula for damage and inspect the insertion site using the Vein Infusion Phlebitis Scale (VIPS) as a guide. Report any variances

		To detect any signs of device related complications and the device is suitable to use



		14. If breaking the line or if the patient is immunocompromised place the needle free device attached to the cannula onto a sterile towel

		To reduce the risk of cross infection





		15. Disconnect the infusion using ANTT after clamping the needle free device. Flush the cannula with 10ml of 0.9% sodium chloride through needle free device. Clamp the needle free device at the end of the flushing procedure

		To ensure patency of device



		16. Scrub the needle free device with 2% Chlorhexidine in 70% Isopropyl Alcohol wipe for 30 seconds and allow to air dry.  

		To minimise the risk of infection being introduced 



		17. Ensure the device is secure

		To reduce the risk of dislodging the cannula



		18. Ensure any needles and syringes are disposed of immediately into an appropriate Sharps container

		To reduce the risk of needle stick injury



		19. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection and needle stick injury



		20.Record the administration of the medication on the appropriate prescription chart 

		To maintain accurate records and a point of reference to queries



		21. Complete the Device Assessment and Management Record

		To ensure the device is monitored and maintained



		22. Record the procedure and any variances in the patient’s clinical record

		To ensure adequate records are kept



		23. Educate the patient/carer on the continuing care of the cannula. Give them the patient cannula information leaflet if appropriate

		To ensure the patient/carer has the information to safely care for the cannula 
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Good Practice Tips

· A PIVC dressing can be left in place for the life of the cannula provided the integrity of the dressing is maintained.

· A PIVC dressing must be changed if it becomes loose, wet, soiled, and uncomfortable or the insertion site is not clearly visible. It should be changed if an allergy is suspected, and a suitable alternative dressing used. 

· Do not use scissors to remove dressing as there is a risk of damaging the device/skin

· Remove the dressing by lifting and stretching the dressing to break the dressing integrity and loosen it. This prevents premature removal of the PIVC

· Changing a dressing involves employing an aseptic technique

· A PIVC dressing should be applied in a way so that the insertion site is visible for inspection

· A dressing should be dated once it has been changed as a point of reference for other health care workers caring for the cannula

· Always use a moisture responsive dressing designed specifically for use with a peripheral cannula, such as an IV Tegaderm

· The IV dressing should be secured as per manufacturers guidelines



Equipment Required

· Sterile dressing pack which includes sterile gloves

· Nonsterile gloves

· 2% Chlorhexidine in 70% Isopropyl alcohol applicator (Chloraprep).  If a patient has sensitivity to 2% chlorhexidine gluconate in 70% isopropyl alcohol, then a single application of an aqueous solution chlorhexidine gluconate should be used to decontaminate the skin. 

· Disposable apron if not included in the dressing pack

· Sterile medical adhesive remover

· Sterile barrier product e.g., Cavilon applicator (if indicated)

· Sterile I.V Tegaderm used for PIVC (or suitable high moisture vapour permeable I.V transparent dressing if allergy to I.V. Tegaderm is suspected)

· Tray/Trolley or suitable sterile field if in the patient’s own home setting

· Alcohol hand rub

· Peripheral Intravenous Cannula (PIVC) device assessment and management document



Procedure:



		Actions

		Rationale



		1. Explain and discuss the procedure with the patient or carer and obtain informed consent. Check the patient’s positive ID       

		To ensure that the patient or carer understands the procedure and gives valid consent



		2. Check the environment to ensure that there is adequate lighting, and that the patient’s privacy and positioning are correct.

		The patient and practitioner need to be comfortable with the correct lighting/position to carry out the procedure safely



		3. Assemble the equipment ensuring it is intact. Check expiry dates on the equipment

		To ensure patient safety



		4. Ensure the area to prepare the equipment is as clean as possible and uncluttered

		To reduce the risk of contamination and mistakes



		5. Decontaminate your trolley, tray, or surface if it is in the patient’s own home

		To reduce the risk of contamination during the procedure



		6. Undertake effective hand hygiene.  Wash hands with liquid soap and water and dry thoroughly

		To minimise the risk of cross contamination



		7. Put on a single use disposable apron (PPE)

		To comply with DCHS Infection prevention and control policy



		8. Use ANTT to open sterile dressing pack and equipment 

		Allow the equipment to be prepared prior to carrying out the procedure



		9. Decontaminate hands using alcohol-based hand rub (ABHR) and apply non-sterile gloves that are well fitting

		To reduce the risk of contamination during the procedure



		10. Assess the peripheral intravenous cannula for damage and inspect the insertion site using the Vein Infusion Phlebitis Scale (VIPS) as a guide. Report any variances

		To detect any signs of device related complications and the device is suitable to use



		11. Loosen the dressing, removing it without touching the cannula. Use sterile medical adhesive remover if available and sterile barrier cream if indicated. Then remove gloves and dispose of waste as per DCHS policy

		To reduce risk of cross-infection from micro-organisms. To prevent MARSI.



		12. Use effective hand hygiene and put on sterile gloves



		To reduce risk of cross-infection from micro-organisms



		13. Clean PIVC site with 2% Chlorhexidine in 70% Isopropyl alcohol applicator (Chloraprep), using a scrubbing technique for 30 seconds. Start from the insertion site, extending out to the area that will be covered by the dressing.  Do not return to the cannula insertion site with the same swab/wand. Clean the cannula and needle free device working from the insertion site towards the hub using a separate swab. 

N.B. Cleaning is not necessary if the insertion site is clean and dry.

		Reduce the risk of infection entering the cannula from the insertion site





		14. Allow to air dry for minimum of 30 seconds or until visibly dry

		Applying a dressing to wet skin may result in skin irritation under the dressing and poor dressing adherence



		15. Apply silicone skin protector prior to application of sterile moisture responsive dressing

		To protect skin and reduce risk of Medical Adhesive Skin Injury (MARSI)



		16. Apply a sterile moisture responsive dressing ensuring that the insertion site is clearly visible 

		To secure the cannula, reduce infection and allow the insertion site to be inspected



		17. Complete the date label (found in the IV Tegaderm pack) and attach it to the dressing applied over the cannula insertion site. Ensure the insertion site is not obscured by the date label

		There is a record of when the cannula dressing was applied



		18. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Reduce the risk of cross infection



		19. Record the cannula assessment and dressing change on the Device Assessment and Management Record

		To maintain accurate records, a point of reference to queries and to ensure the device is monitored and maintained



		20. Record the procedure and any variances in the patient's clinical record

		To ensure adequate records are kept



		21. Educate the patient/carer on the continuing care of the cannula. Give them the patient cannula information leaflet if appropriate

		To ensure the patient/carer has the information to safely care for the cannula 









GUIDELINE 8 - REMOVAL OF A PIVC



Good practice tips

· Any cannula not in use should be removed at the earliest opportunity to minimise cannula associated complications

· Removal of a peripheral cannula is an aseptic technique and should be performed by a suitably trained practitioner

· Applying a dressing to a cannula site after its removal does not replace the need to initially apply digital pressure to the site. It is this action that reduces the risk of haematoma formation at the site

· Remove the dressing by lifting and stretching the dressing to break the dressing integrity and loosen it.  This prevents premature removal of the PIVC



 Equipment Required

· Sterile dressing pack which includes gloves and gauze

· Nonsterile gloves

· 2% Chlorhexidine in 70% Isopropyl alcohol wipe or applicator (Chloraprep).  If a patient has sensitivity to 2% chlorhexidine gluconate in 70% isopropyl alcohol, then a single application of an aqueous solution chlorhexidine gluconate should be used to decontaminate the skin. 

· Tray/Trolley or suitable sterile field if in the patient’s own home setting

· Sterile occlusive adhesive dressing

· Sterile medical adhesive remover

· Sterile barrier product e.g., Cavilon applicator (if indicated)

· Alcohol hand rub

· Sharps container

· Disposable apron if not included in dressing pack

· Swab stick and pathology request form (optional extra)

· Peripheral Intravenous Cannula (PIVC) device assessment and management document





		Action

		Rationale



		1. Explain and discuss the procedure with the patient or carer and obtain informed consent. Check the patient’s positive ID       

		To ensure that the patient or carer understands the procedure and gives valid consent



		2. Check the environment to ensure that there is adequate lighting, and that the patient’s privacy and positioning are correct.

		The patient and practitioner need to be comfortable with the correct lighting/position to carry out the procedure safely



		3. Assemble the equipment ensuring it is intact. Check expiry dates on the equipment and that medication/flushes are not damaged and have been stored correctly

		To ensure patient safety



		4. Ensure the area to prepare the equipment is as clean as possible and uncluttered

		To reduce the risk of contamination and mistakes



		5. Decontaminate your trolley, tray, or surface if it is in the patient’s own home

		To reduce the risk of contamination during the procedure



		6. Undertake effective hand hygiene.  Wash hands with liquid soap and water and dry thoroughly

		To minimise the risk of cross contamination



		7. Put on a single use disposable apron (PPE) and gloves

		To comply with DCHS Infection prevention and control policy



		8. Use ANTT to open sterile dressing pack and equipment 

		Allow the equipment to be prepared prior to carrying out the procedure



		9. Decontaminate hands using alcohol-based hand rub (ABHR) and apply non-sterile gloves that are well fitting

		To reduce the risk of contamination during the procedure



		10. Assess the peripheral intravenous cannula for damage and inspect the insertion site using the Vein Infusion Phlebitis Scale (VIPS) as a guide. Report any variances

		To detect any signs of device related complications and the device is suitable to use



		10. Extend and support the chosen limb with a cushion/pillow if required

		To increase accessibility of the limb



		11. Prepare a piece of sterile gauze, ready to place over the cannula insertion site on removal of the cannula

		In preparation for the cannula to be removed



		12. Loosen the dressing, removing it without touching the cannula. Use sterile medical adhesive remover if available and sterile barrier cream if indicated. Then remove gloves and dispose of waste as per DCHS policy

		To reduce risk of cross-infection from micro-organisms. To prevent MARSI.



		13. Use effective hand hygiene and put on sterile gloves



		To reduce risk of cross-infection from micro-organisms



		14. Clean PIVC site with 2% Chlorhexidine in 70% Isopropyl alcohol wipe/wand (Chloraprep), using a scrubbing technique for 30 seconds. Start from the insertion site, extending out to the area that will be covered by the dressing.  Do not return to the cannula insertion site with the same swab/wand.

		



		15. Apply the gauze over the cannula insertion site

		To absorb any blood that may exit the cannula site on its removal



		16. Withdraw the cannula gently using a slow steady movement and immediately apply firm digital pressure over the cannula insertion site for up to 5 minutes or until the bleeding has stopped

		To minimise bleeding and haematoma formation



		17. Check the cannula to ensure it is intact

		To ensure patient safety



		18. Discard the cannula into a sharp’s container

		To minimise sharps injury and the equipment is disposed of according to DCHS policy



		19. Remove the gauze from the cannula site

		Prepare the site for inspection



		20. Perform a visual inspection of the cannula site and ensure any potential cannula related complications are noted and monitored. Swab the site if clinically indicated and send the swab for culture

		To ensure patient safety



		21. Apply skin barrier product if clinically indicated, allow to dry, and then apply a sterile occlusive dressing to the cannula site, ensuring that allergy status to the dressing has been checked prior to its application

		To minimise the risk of infection and reaction to the dressing



		22. Remove and dispose of waste equipment correctly. Undertake effective hand hygiene in accordance with DCHS Infection Prevention and Control policies

		Post procedure to minimise the risk of cross infection





		23. Record the removal of the cannula on the Device Assessment and Management Record

		To maintain accurate records and a point of reference



		24. Record the procedure and any variances in the patient’s clinical record

		To ensure adequate records are kept 



		25. Educate the patient/carer about monitoring the cannula insertion site and ensure they are aware of who to contact if any cannula related complications are suspected and they have contact details. Give them the patient cannula information leaflet if appropriate

		To maintain the safety of the patient
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