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[bookmark: _Toc215482508]Purpose 
The purpose of this procedure is to provide clinicians with information on the safe and effective selection, insertion and management of peripheral intravenous catheters (PIVCs) and midline catheters, and for educating and supporting patients and their carers.
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Inserting a PIVC is one of the most common procedures performed during a patient’s hospitalisation. Using evidence-based policy reduces the risk of complications including infection.
This procedure is to be used in conjunction with the Australian Commission on Safety and Quality in Health Care (ACSQHC) Management of Peripheral Intravenous Catheters Clinical Care Standard (available at https://www.safetyandquality.gov.au/publications-and-resources/resource-library/management-peripheral-intravenous-catheters-clinical-care-standard-2021).
Apart from highly experienced clinicians and where there is no other option, no more than 2 intravenous cannulation attempts are to be made by a clinician on a patient. If more than 2 attempts are made, the reason must be documented in the patient’s clinical record.
Date of insertion is to be documented in the patient’s clinical record in the Avatar tab.  It is also recommended that the date of insertion is recorded on the tape or occlusive transparent dressing for adult patients.
All clinical staff are required to use safety and personal protective equipment when dealing with PIVCs.
For PIVCs, use alcohol only swabs when swabbing needleless connectors. For midlines, use 70% alcohol and 2% chlorhexidine swabs when swabbing needleless connectors.
All Canberra health Services (CHS) Network clinical team members who perform PIVC Insertion procedures must complete the required training and education that is relevant to their scope of practice. This includes undertaking a competency based assessment within their primary work area by a trained assessor (see Section 1 - Training and Competency Requirements).
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This procedure applies to the following CHS Network clinicians working within their scope of practice:
Medical officers 
Registered Nurses/Midwives 
Enrolled Nurses who have completed accredited Enrolled Nurse Intravenous Medication Administration and Monitoring Competency Package
Medical Students under direct supervision 
Nursing students under direct supervision (except PIVC insertion) 
Medical Imaging professionals who have completed:
· Aseptic Technique (eLearning and competency-based assessment) 
· The PIVC program learning pathway including face to face workshop and competency based assessment.
The CHS Network includes the inpatient facilities at Canberra Hospital, Clare Holland House (CHH), North Canberra Hospital (NCH), University of Canberra Hospital (UCH) and community-based services.
This procedure applies to adult and paediatric patients (but not neonates) requiring PIVCs and midline catheters.
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[bookmark: _Toc180993711][bookmark: _Toc215482511]Section 1 - Training and Competency Requirements
PIVCs should only be inserted by those professionals listed in Scope who have completed appropriate CHS PIVC cannulation training and credentialing (Competency Based Assessment) or have achieved CHS Network Recognition of Prior Learning (RPL) equivalence and have completed Aseptic Technique (eLearning) and Standard Aseptic Technique (AT) Competency Based Assessment.
Clinicians must demonstrate and maintain competency in using and adhering to the current, evidence-based practices to preserve vessel health and prevent complications associated with using a PIVC.
Alert: Clinical staff who have not cannulated within a year are required to repeat a competency assessment and eLearning to maintain currency.
Aseptic Technique
Aseptic technique is a core competency which underpins invasive clinical procedures and is essential to protect patients from Healthcare Associated Infections. 
All CHS Network Clinical Staff who perform clinical procedures are required to complete initial Aseptic Technique Training and Assessment prior to undertaking competency for PIVC Insertion (refer to the Aseptic Technique Procedure, available on the Policy and Guidance Documents Register).
PIVC Training Requirements
CHS PIVC Training includes three components:
Theoretical (eLearning) 
Practical (Face to Face Workshop)
Workplace Supervised Practice and Competency Based Assessment
The Peripheral IV Cannulation Training Program hosted on the Learning Management System (LMS) provides a learning pathway that includes all required information regarding competency completion.
Recognition of Prior Learning (RPL) will be considered. However, all new staff to CHS are required to complete a CHS PIVC competency assessment before performing PIVC insertion independently.
Assessments are to be conducted by a qualified assessor listed on the Master Assessor Register (MAR) (available on the Health Hub). Assessors must be currently competent in Aseptic Technique and PIVC Insertion and have completed formal assessor training.
Ultrasound guided PIVC and midline catheter insertion training
Ultrasound guided midline catheter and ultrasound guided PIVC (USGPIVC) insertion is limited to Registered Nurses/Midwives, Medical Imaging professionals and Medical Officers who have completed:
the Peripherally Inserted Central Catheter (PICC) insertion credentialing package or
ultrasound guided PIVC training and credentialing or have achieved recognition of prior learning (RPL) equivalence
Completed the Life in the Fast Lane ‘Ultrasound Guided Peripheral Venous Access’ course (available at https://litfl.com/ultrasound-guided-peripheral-venous-access/ ) and the ultrasound guided training package on the Human Resource Information Management System (HRIMS) 
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[bookmark: _Toc215482512][bookmark: _Hlk98484248]Section 2 - Management of PIVCs Clinical Care Standard Quality Statements
This section refers to the quality statements from the Management of PIVCs Clinical Care Standard and how they should be applied locally.
Assess intravenous access needs 
Prior to insertion of a PIVC consideration must be given to the appropriate choice of vascular access device tailored to the patient’s treatment plan, including type of intravenous fluid, intravenous medication, vascular assessment and length of anticipated dwell duration. 
Consider if oral, intramuscular, subcutaneous, rectal, intra-osseous or intra-peritoneal therapy is more appropriate. The Medical Officer (or other clinician working within their scope of practice) responsible for the patient’s care documents that IV therapy is required, then ascertains if peripheral or central access is necessary and escalates. For further details on the process followed at Canberra Hospital and NCH, see Attachment 1: Canberra Hospital and North Canberra Hospital Intravascular Access Device (IVAD) Decision Tree. 
	Note: For NCH only: PICC lines are placed in theatres and added to the emergency list. NCH ICU patients receive PICC lines in ICU. 


Inform and partner with patients
A patient requiring intravenous access will receive information and education about their need for the device and the procedure to allow them to provide informed verbal consent. If unable to consent a carer/Enduring power of Attorney (EPOA) may provide consent. If required use an interpreter (e.g. AUSLAN). They will also be advised on their role in helping to reduce the risk of device-related complications.
Unless precluded by an emergency, discuss the need for Intravenous (IV) access and ensure understanding and informed consent. Offer the CHS Network “Caring for your Cannula” consumer handout to patients and/or carers.
Ask the patient about their relevant IV access history and check alerts/ “FYI” flags on the Digital Health record (DHR) for previous difficulty with IV access. 
[bookmark: _Hlk205911935]Ensure competency
PIVCs and Midline Catheters are only to be inserted and maintained by those who are trained and assessed as competent in current evidence-based practices for vessel health preservation and preventing device-related complications, relevant to their scope of practice. Clinicians who are working towards achieving competency must be supervised by a clinician who is assessed as competent by CHS during insertion procedures (refer to Section 1 -Training and Competency Requirements).
[bookmark: _Hlk206146043]Choose the right insertion site and PIVC 
Identify a suitable insertion site and gauge/length of PIVC by considering the following:
The indication for the PIVC including the type of therapy that will be administered, the possible need for medical imaging and the expected dwell time. 
Note: A minimum 20-gauge PIVC is required in adults requiring contrast media.
Any contraindications for insertion at a particular site or in a particular limb. For example, the presence of an arteriovenous fistula, CVAD, contractures, burns, bruising, cellulitis, oedema


Note: For axillary lymph node (LN) clearance: Unless there is a history of lymphoedema, axillary LN clearance is not a total contraindication, and it may be a safe location for a PIVC. Please refer to eviQ for further guidance on suitable vascular access for patients with axillary LN clearance. The vascular access algorithms available from Larocque and McDiarmid’s 2019 article, The legacy of lymphedema: Impact on nursing practice and vascular access - PMC (nih.gov), may also guide decisions on the suitable use of the  affected limb.
Assess the size, depth and condition of the patient’s veins. Ensure at least 2 cm of the device dwells within the vein. Bariatric patients may require 45 to 64 mm PIVCs to ensure enough purchase within the vein
The preferred site for PIVC insertion is in the cephalic and basilic veins of the non-dominant forearm (posterior). The metacarpal hand veins may be the most appropriate site for some patients including paediatric patients however the increased risk of mechanical phlebitis, accidental dislodgment and clot formation need to be considered.
Areas of flexion such as the wrist and Anti Cubital Fossa (ACF) should be avoided unless clinically necessary due to the increased risk of phlebitis and dislodgment.
For Hospital in the Home (HITH) patients receiving 24 hours Intravenous (IV) therapy through a PIVC it is particularly important to avoid the wrist, ACF and dorsal hand veins to minimise the risk of complications.
For patients with chronic renal failure, the use of the anterior (ventral) forearm veins (especially the cephalic vein) should be avoided, as these may be required for fistula formation for dialysis. Also confirm the site of any existing, old or planned fistulas.
Veins in lower extremities should be avoided due to increased risk of complications, with the exception of infants and in situations that it is clinically necessary.
PIVCs must not be inserted distal to (below) a failed attempt.
Maximise first insertion success and identify difficult IV access
Multiple failed insertion attempts increase the risk of device failure, diminish vascular health and potentially cause patients undue pain and anxiety. 
	[bookmark: _Hlk206597692]Note:
Canberra Hospital only: If the patient has difficult access (that is, non-visible, non-palpable veins or known history) escalate as per Difficult Intravenous Access (DIVA) pathway (Attachment 2). 
North Canberra Hospital only: If the patient has difficult access (that is, non-visible, non-palpable veins or known history) escalate as per NCH DIVA pathway (Attachment 3).


Apart from highly experienced clinicians and where there is no other option, no more than 2 attempts are to be made by a clinician on a patient. At this time a more experienced clinician - preferably with ultrasound or infrared access device skills - is to be contacted for any further attempts.
Encourage visibility and filling of veins by use of warm towels/blankets, hydration, gravity (lowering the limb) and gently stroking veins.  
Consider using distraction techniques especially in children. 

In a situation where IV access is difficult the following may apply:
Consider switching to oral or other non-IV therapy.
Patients who present with an Intravenous Access Team (IVAT) card identifying themselves as a DIVA patient, must be referred to IVAT within business hours at CH or a senior clinician at NCH. Only highly experienced clinicians, preferably using ultrasound, are to attempt access on an identified DIVA patient when IVAT staff are unavailable.  
The treating team should consider an alternative IV access using the IVAD Decision Tree (Attachment 1), e.g. midline, peripherally inserted central line, central venous line. 
Insert and secure
Standard aseptic technique will be used during insertion of a PIVC. 
Surgical aseptic technique will be used during insertion of midline catheters and extended dwell Ultrasound Guided (USG) PIVCs. 
Hand hygiene and aseptic technique must always be adhered to when inserting, maintaining and removing PIVCs.
Use an aseptic field such as an IV starter kit for PIVC insertion.
If a PIVC is contaminated at any stage during insertion, it must be discarded and a new PIVC must be used.
Use a sterile, transparent, semipermeable dressing to secure the PIVC, and consider patient factors such as allergies to adhesive tapes requiring alternative fixation material or devices. 
Remove excess hair with clippers to ensure adhesion of dressing - do not use razors as this can cause micro-abrasions and increase the risk of Blood Stream Infection (BSI).
Document decisions and care
A patient with a PIVC will have documentation recorded on their Avatar (in the DHR) of its insertion, maintenance and removal, and regular review of the insertion site. 
Documentation on insertion
On insertion, documentation must include: 
Selection of body region where the PIVC is inserted (to be placed on the Avatar tab in the DHR)
Properties of the PIVC to be completed in full:
· Date and time of insertion. For adult patients it is also recommended to record the date on the dressing.
· If placed by external staff (see Section 8 for replacement information)
· Length for midline catheter
· Site prep and technique used 
· Insertion attempts 
· Reason for insertion 
· Patient tolerance.
Documentation of maintenance/assessment 
Ongoing assessments must be documented in the patient’s DHR every 8 hours. This can be completed through the flow sheets tab (under line assessment) or via the Avatar, by clicking +assessment.  
 Assessment includes: 
Phlebitis Score 0-5: (See Table 1 in Section 6) 
Dressing Type: - includes date on dressing 
Line Status: -includes patency and flushing provided 
Dressing assessment 
Dressing intervention 
Dressing changes due 
Reason not re-sited or removed 
Documentation of removal 
Removal must be documented on the Avatar:
Date and time the PIVC is removed 
Removal reason
Phlebitis Score (See Table 1 in Section 6)
Routine use: inspect, access and flush 
A patient’s PIVC and insertion site will be inspected by a clinician for signs of complications at least once per shift or every eight hours, when accessing the device, and/or if the patient raises concerns.  
In Paediatrics, PIVC sites are checked hourly. 
HITH patients’ PIVCs are to be checked every 24 hours at a minimum. 
Standard precautions including aseptic technique are used when performing site care and accessing the PIVC. 
Patency is checked and flushing is performed at intervals, according to Section 5, to assess device function and minimise risk of device failure. 
The Phlebitis score is to be documented in Avatar at each inspection as per Table 1 in Section 6Review ongoing need 
The ongoing need for a patient’s PIVC must be reviewed and documented in the patient’s clinical record at least daily by a Medical Officer. Nurses/Midwives assessing the PIVC should also document the reason why the PIVC is required and clarify with the MO if needed. 
Remove safely and replace if needed 
Refer to Section 7 for PIVC removal.
Document the removal of the PIVC in the patient’s Avatar including reason for removal and the phlebitis score.
If ongoing vascular access is required, replacement of a new PIVC ideally should not be distal/below the old site. 
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Equipment 
Dressing trolley
IV starter pack which includes 70% alcohol with 2% chlorhexidine swab stick or basic dressing pack plus 70% alcohol with 2% chlorhexidine swab stick or Chloraprep® equivalent and transparent securement dressing. For patients with a history of chlorhexidine sensitivity/allergy, use:
· 5% alcohol-based povidone-iodine swab
· ≥70% alcohol
· 10% aqueous povidone-iodine (suitable for patients in whom alcohol is contraindicated) 
PIVC of suitable gauge and length for vein selected (safety cannula required)
Extension set with bonded needleless connection valve 
Prefilled 10mL sodium chloride 0.9% syringe (or sodium chloride 0.9% 10 mL ampoule + Drawing up needle + 10mL syringe)  
IV giving set (if required)
Infusion pump (if required)
[bookmark: _Int_Cu0IBlOl]Single patient use tourniquet 
Clean nonsterile gloves or sterile gloves (decision dependent on skill level/aseptic technique risk assessment)
Personal protective equipment: safety goggles or protective face shield, gown (if required) 
Consider local anaesthetic (medical order is necessary if required)
Syringe 2mL with 25g needle if giving local anaesthetic 
Under pad in IV starter packs and dressing packs 
Alcohol Based Hand Rub (ABHR) 
Infectious waste bag
Sharps disposal container.
Procedure
1. Check the patient’s history for bleeding disorders, medications (e.g. warfarin, aspirin) and allergies, including whether the patient has allergies to skin antiseptics (e.g. chlorhexidine or iodine) or dressing materials.
1. Check the medical order for PIVC insertion. 
1. Perform hand hygiene and continue to observe the Five Moments of Hand Hygiene throughout the procedure (refer to the Infection Prevention and Control Procedure, available on the Policy and Guidance Documents Register). 
1. Explain the procedure to the patient, reason for insertion and obtain informed verbal consent, if appropriate, as per Consent for Healthcare Treatment Guideline, and offer “Caring for your Cannula” consumer handout (both available on the Policy and Guidance Documents Register).
1. Conduct Positive Patient Identification (PPID) as per Patient Identification and Healthcare Activity Matching Procedure (available on the Policy and Guidance Documents Register).
1. Check for previous difficulties with cannulation and/or IV therapy – escalate if required.
1. Ensure patient privacy is maintained. 
1. Clean trolley and gather procedure equipment and take to patient bedside (procedure area).
1. Don protective eyewear.
1. Position patient comfortably, supporting proposed area of insertion. Place the under pad if required to protect linen.
1. Apply tourniquet, select vein then release tourniquet. In cases where insertion cannot be completed within a few minutes, release the torniquet and consider whether a different vein and/or proceduralist is indicated. Take care not to over-tighten the torniquet as this will impede arterial inflow and reduce venous filling. 
1. Open IV starter kit and prepare general aseptic field, ensuring that all key parts are protected from contamination.
1. Prepare insertion site as required e.g. remove hair at the insertion site (prior to antiseptic application) if necessary to improve adherence of the dressing. Clean the skin with pH neutral soap and water if the insertion site is visibly dirty prior to skin preparation.
1. Place sterile towel under the selected area.
1. Clean insertion site and surrounding area, applying gentle friction in a cross-hatching motion, for 30 seconds using 70% alcohol with 2% chlorhexidine or other appropriate cleanser if the patient has a chlorhexidine allergy. Apply antiseptic to cover an area of approximately 10 x 10 cm, allow the skin to air-dry for at least 30 seconds. Do not wipe, fan or blot dry the area. Do not re-palpate the vein after skin preparation.
1. Reapply/re-tighten tourniquet.
1. Don gloves: sterile or non-sterile according to skill level or aseptic technique risk assessment.
If required and has been ordered by a Medical Officer inject local anaesthetic intradermally, beside the elected IV site creating a small bleb on the skin. Do not inject the local anaesthetic into a vein, please aspirate prior to injection to avoid intravascular injection. 
Insert cannula ensuring vein is punctured, visualising blood in the clear ‘flashback’ chamber of the cannula. Lower the angle of the cannula, insert the whole device in a further 1-2 mm to ensure the catheter is in the vein, and then advance the plastic cannula over the stylet, towards the skin and then withdraw the stylet. Discard sharp into an approved sharps disposal container. 
If the PIVC fails to enter vein or becomes contaminated, do not reinsert or re-use. Do not attempt to reintroduce the stylet into the insitu PIVC. This action, known as ‘fishing’ or ‘digging’, must be avoided due to the risk of catheter shearing. Remove the entire device and commence again with a new PIVC and IV starter kit if sterility of the kit has been breached.  With the exception of highly experienced clinicians and where there is no other option, no more than 2 attempts are to be made by an individual clinician on a patient.     
1. Release the tourniquet, attach extension set with needleless connector to the hub of the cannula and flush cannula with 0.9% sodium chloride to confirm placement. Patients requiring rapid administration of fluids/medications/contrast may require the use of a Needleless connector only.
1. Secure the IV cannula by dressing the site, covering the hub of the cannula with an occlusive transparent waterproof securement device dressing. Insertion site should always remain visible. Ensure extension set is secured using the additional sections of the PIVC dressing
1. Remove gloves.
1. For adult patients it is recommended to record the date of insertion of the PIVC on the supplied dressing tape or occlusive transparent dressing. Insertion site should always remain visible. 
1. Collect all waste, dispose of appropriately and clean trolley. 
1. [bookmark: _Hlk98428824]As soon as possible after the insertion of the PIVC, document in the patient’s clinical record:
· Date and time
· Name and designation of proceduralist/inserting clinician
· Length and gauge of PIVC
· Orientation and location (i.e. right forearm). 
· Site prep used
· Technique used for insertion
· Insertion attempts
· Reason for insertion.
· Patient tolerance.
Failed attempts and escalation plans are to be documented in the clinical record. 
Paediatric specific securement
Paediatric patients may require additional securement of the cannula, with tape prior to applying the occlusive dressing. 
Ensure the extension tubing attached to the cannula is secure to minimise the risk of the cannula being pulled out.
Use an elasticized tape to secure the limb to the appropriately sized and positioned board ensuring the tape is as far away from the cannula while still being effective and not obstructing flow.
Immobilise the joint with a suitably sized splint if the PIVC is inserted into an area of flexion i.e. antecubital fossa, hand, wrist.
Apply protective tubular net dressing over cannula site and tubing ensuring that insertion site is still visible.
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[bookmark: _Toc215482514]Section 4 - Insertion of PIVC and extended dwell PIVCs under ultrasound guidance (USGPIVC)
The indications for PIVC insertion with ultrasound include:
Known difficult peripheral intravenous access. 
Inability to identify a suitable vein visually or by palpation alone (this may include oedematous or obese patients).
One or more failed attempts by accredited staff including Medical Officers.
Vascular preservation for oncology/renal patients.
Interim access whilst waiting for a central venous access device. 
USGPIVCs are to remain in situ until clinically indicated removal is required.
Equipment 
Dressing trolley
Single patient use tourniquet 
Sterile gloves 
Safety goggles or protective face shield
Mask and cap
PIVC 45mm to 64mmm length
DIVA pack (preferred – NCH does not have DIVA packs) or collect the following items:
· IV starter pack with Sterile 70% alcohol with 2% chlorhexidine Chloraprep® applicator or equivalent. For patients with a history of chlorhexidine sensitivity/allergy, use:
· 5% alcohol-based povidone-iodine swab
· ≥70% alcohol
· 10% aqueous povidone-iodine (suitable for patients in whom alcohol is contraindicated).
Sterile Ultrasound probe cover with sterile gel
· Sterile drapes
· Sterile gauze
· Large IV transparent dressing – may be impregnated with chlorhexidine gel if not contraindicated
· Extension set with needleless connection valve or needleless connector for patients requiring rapid infusions of fluids/medications/contrast
· Prefilled externally sterile sodium chloride 0.9% syringe or sodium chloride 0.9% 10mL ampoule + Drawing up needle + 10mL syringe   
· Consider local anaesthetic especially for deep veins, if required a medical order is necessary
· Syringe 5mL with 25g needle + drawing up needle, if giving local anaesthetic 
· Alcohol Based Hand Rub (ABHR).
· Clinical waste receptacle
· Sharps disposal container.
Procedure
Note: Clinicians using ultrasound guidance must be credentialed or in training to insert USGPIVCs (refer to Section 1 - Training and Competency Requirements).
1. Establish need for USGPIVC as above.
1. Check the patient’s history for bleeding disorders, medications (e.g. warfarin, aspirin) and allergies, including whether the patient has allergies to skin antiseptics (e.g. chlorhexidine or iodine) or dressing materials.
1. Perform hand hygiene and continue to observe the Five Moments of Hand Hygiene throughout the procedure (refer to the Infection Prevention and Control Procedure). 
1. An assistant may be required to assist the proceduralist in drawing up lignocaine.
1. Explain the procedure to the patient, reason for insertion and obtain informed verbal consent, if appropriate, as per Consent for Healthcare Treatment Guideline. Offer the “Caring for your Cannula” consumer handout.
1. Conduct Positive Patient Identification (PPID) as per Patient Identification and Health Care Activity Matching Procedure.
1. Ensure patient privacy is maintained. 
1. Pre scan patients’ arms to select most suitable vein and determine length of PIVC required. Bariatric patients and PIVCs placed in the upper arm generally require 64 mm length PIVC to allow adequate purchase within vein. Select gauge of PIVC so that no more than 45% of the vein is occupied by the cannula (20 g PIVC has a 0.9 mm diameter, recommended vein diameter is greater than 1.8mm, 18 g PIVC has a 1.2mm diameter, recommended vein diameter is greater than 2.4mm).
1. Clean trolley and gather procedure equipment and take to patient bedside/procedure area.
1. Position patient comfortably, supporting proposed area of insertion. Place the under pad if required.
1. Prepare insertion site as required e.g. remove hair at the insertion site (prior to antiseptic application) if necessary, using clippers, to improve adherence of the dressing. Clean the skin with neutral soap and water if the insertion site is visibly dirty.
1. Apply tourniquet loosely.
1. Open DIVA pack (or open collected components as above) and prepare critical aseptic field, ensuring that all key parts are protected from contamination.
1. Don protective eyewear and mask and cap.
1. Don sterile gloves.
1. Place sterile drape under the selected arm.
1. Clean insertion site and surrounding area, applying gentle friction in a cross-hatching motion, for 30 seconds using 70% alcohol with 2% chlorhexidine or other appropriate cleanser if the patient has a chlorhexidine allergy. Apply antiseptic to cover an area of approximately 15 x 15cms, allow the skin to air-dry for at least 30 seconds. Do not wipe, fan or blot dry the area. 
1. Drape selected insertion site with fenestrated drape. 
1. Prep extension piece with sterile prefilled sodium chloride 0.9% syringe.
1. Draw up lignocaine if required.
1. Cover ultrasound probe with sterile probe cover.
1. Place sterile gel on selected insertion site and scan vein.
1. Apply tourniquet or have assistant tighten tourniquet.
1. If required and has been ordered by a Medical Officer, inject local anaesthetic intradermally, over the elected insertion site creating a small bleb on the skin. Do not puncture vein when anaesthetising the skin. Inject under ultrasound to ensure avoidance of intravascular injection. 
Insert cannula a few millimetres from the probe to avoid puncturing the probe cover. Locate tip on ultrasound screen. Slowly advance cannula while moving probe away and up from insertion site ensuring tip is always visible. Once vein is punctured continue to advance while lowering cannula to ensure the device lies straight and flat within the vein with at least 2cms dwelling inside the vein. Advance plastic cannula and withdraw the stylet. Discard sharp. 
1. If the PIVC fails to enter vein or becomes contaminated do not reinsert or re-use. Do not attempt to reintroduce the stylet into the in situ PIVC. Remove entire device and commence again with a new PIVC and a new DIVA pack if sterility of the pack has been breached.        
1. Release tourniquet, attach extension set with needleless connection, or needleless connector, to the hub of the cannula and flush cannula with sodium chloride 0.9%.
1. Remove gel with sterile gauze.
1. Secure the IV cannula by dressing the site, covering the hub of the cannula with an occlusive transparent securement device dressing. Insertion site should always remain visible. 
1. Remove gloves.
1. For adult patients it is recommended to record the date of insertion of the PIVC on the tape or occlusive transparent dressing. Attach DIVA sticker.
1. Doff protective eyewear and mask and cap.
1. Collect all rubbish/dirty items and, dispose of appropriately and clean trolley. 
Perform disinfection on the used probe according to the Reprocessing of medical devices policy.
1. [bookmark: _Hlk98429375]As soon as possible after the insertion of the PIVC, document in the patient’s clinical record: 
· Date and time
· Name and designation of proceduralist/inserting clinician.
· Length and gauge of PIVC
· Orientation and Location (i.e. Right forearm). 
· Site prep used
· Technique used for insertion
· Insertion attempts
· Reason for insertion.
· Patient tolerance.
Failed attempts and escalation plans are to be documented in the clinical record. 
If inserted by IVAT, record in the clinical record. USGPIVC may remain until removal is clinically indicated.
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[bookmark: _Toc215482515]Section 5 - Insertion of a Midline Catheter under Ultrasound Guidance
This is a procedure performed using surgical aseptic technique by trained and credentialed clinicians. Midlines are preferably inserted using ultrasound guidance.
Trained Registered Nurses may insert short term midlines/long lines without ultrasound in emergency/urgent situations.
A midline may be inserted for patients with difficult access requiring non-irritant/vesicant medications, patients requiring IV access for 1 to 4 weeks or in cases where a PICC is contraindicated or unable to be inserted. 
Equipment 
Dressing trolley
Single patient use tourniquet 
Sterile gloves
Sterile gown
Scrub brush  
Safety goggles or protective face shield
Mask and cap
Midline – preferably pressure injectable containing items required for insertion via Modified Seldinger Technique (MST)
Midline pack (preferred) or collect the following items:
Dressing pack 
Sterile 70% alcohol with 2% chlorhexidine Chloraprep® applicator or equivalent
For patients with a history of chlorhexidine sensitivity/allergy, use:
· 5% alcohol-based povidone-iodine swab
· ≥70% alcohol
· 10% aqueous povidone-iodine (suitable for patients in whom alcohol is contraindicated) 
Sterile Ultrasound probe cover with sterile gel
Sterile drapes
Sterile gauze
Large IV transparent dressing
Chlorhexidine (CHG) impregnated disc or equivalent or dressing containing CHG gel
Needleless connection valve 
Prefilled externally sterile sodium chloride 0.9% syringe x 2 or sodium chloride 0.9% 10mL ampoule + Drawing up needle +10mL syringe   
Local anaesthetic for deep veins, if required a medical order is necessary
Syringe 5mL with 25g needle + drawing up needle for local anaesthetic 
Alcohol based hand rub (ABHR)
Clinical waste receptacle
Sharps disposal container.
Procedure 
Note: Clinicians using ultrasound guidance must be credentialed or in training to insert midlines.

Alert:  For midlines use 70% alcohol and 2% chlorhexidine swabs when swabbing needleless connector.
1. Establish need for midline catheter.
1. Check the patient’s history for bleeding disorders, medications (e.g. warfarin, aspirin) and allergies, including whether the patient has allergies to skin antiseptics (e.g. chlorhexidine or iodine) or dressing materials.
1. [bookmark: _Hlk211429764]Perform hand hygiene and continue to observe the Five Moments of Hand Hygiene throughout the procedure (refer to the Infection Prevention and Control Procedure). 
1. Explain the procedure to the patient, reason for insertion and obtain informed verbal consent, if appropriate, as per Consent for Healthcare Treatment Guideline.
1. Conduct Positive Patient Identification (PPID) as per Patient Identification and Health Care Activity Matching Procedure.
1. Ensure patient privacy is maintained.
1. Pre scan patient's upper arms to select most suitable arm and vein (basilic, brachial or cephalic), measure vein diameter and determine length of midline required. 
1. Measure and record baseline measurements of upper arm and wrist.
1. Clean trolley and gather procedure equipment and take to patient bedside/procedure area.
1. Position patient comfortably, supporting proposed area of insertion - use of a cleaned bedside table with a towel placed under is preferred. 
1. Prepare insertion site as required e.g. remove hair at the insertion site (prior to antiseptic application) if necessary to improve adherence of the dressing. Clean the skin with neutral soap and water if the insertion site is visibly dirty.
1. Apply tourniquet loosely.
1. Open midline pack and prepare critical aseptic field, ensuring that all key parts are protected from contamination or open collected components as above.
1. Don mask, cap and face shield or goggles.
1. Perform surgical scrub. An assistant is required to assist the proceduralist in donning sterile gown and drawing up lignocaine.
1. Don sterile gown and gloves.
1. Place sterile drape under the selected arm.
1. Clean insertion site and surrounding area, applying gentle friction in a cross-hatching motion, for 1 minute using 70% alcohol with 2% chlorhexidine or other appropriate cleanser if the patient has a chlorhexidine allergy. Apply antiseptic to cover the exposed upper arm, allow the skin to air-dry for at least 30 seconds. Do not wipe, fan or blot dry the area. 
1. Drape selected insertion site with fenestrated drape or drapes 
1. Prime midline with sterile prefilled sodium chloride 0.9% if the kit used contains a trimmable line, it may be cut to the predicted length, adhering to the instructions in the kit. Do not trim any line not specified as trimmable, or if in any doubt. Draw up lignocaine.
1. Cover ultrasound probe with sterile probe cover.
1. Place sterile gel on selected insertion site and scan vein.
1. Using sterile gauze to cover hands, tighten tourniquet or have assistant tighten tourniquet to avoid contamination of sterile gloves.
1. Inject local anaesthetic intradermally and subcutaneously over the selected vein. Do not puncture vein when anaesthetising the skin. Inject under ultrasound to ensure you are not injecting intravenous lignocaine.
1. Insert cannula a few millimetres from the probe to avoid puncturing the probe cover. Locate tip on ultrasound screen. Slowly advance cannula while moving probe away and up from insertion site ensuring your tip is always visible. Advance plastic cannula and withdraw the stylet. 
1. Insert wire into cannula – remove cannula while leaving wire in the vein.
1. Release tourniquet, if required make a small skin nick then insert peel away sheath and dilator over the wire.
1. Remove wire and internal section of dilator.
1. Advance midline – check for blood return.
1. Remove/peel away sheath, flush midline, attach primed needleless connection valve and flush again.  
1. Remove gel with sterile gauze.
1. Secure the midline by applying sutureless securement device, CHG disc and occlusive transparent securement device dressing. Insertion site should always remain visible. 
1. Discard sharps into sharps container.
1. Remove gloves and perform hand hygiene.
1. It is recommended record the date of insertion and external length of the midline on the tape or occlusive transparent dressing. 
1. Doff mask, cap and face shield or goggles.
1. Collect all rubbish/dirty items, dispose of appropriately and clean trolley. 
1. Perform disinfection on the used probe as per the Reprocessing of Reusable Medical Devices policy
1. As soon as possible after the insertion of the midline document in the patient’s clinical record: 
· Reason for insertion
· Length and gauge of midline
· Location (i.e. forearm) 
· Date and time 
· Internal and external length
· Baseline arm and wrist measurements
· Vein accessed and diameter
· Standard aseptic technique used
· Lot numbers of midline and procedure pack used are recorded in the patient’s clinical record
· Failed attempts and escalation plans are to be documented
· Name and designation of proceduralist.
· Document details of the insertion as prompted in the patient’s clinical record or Lines/Drains/airways (LDA) Avatar.
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PIVC post insertion care and management
Medical staff are to review the requirement for the PIVC at least daily and document in the clinical record the indication for the ongoing use of the PIVC (e.g. continue IV fluids or IV antibiotics) or the requirement to have the PIVC removed.
Nursing or Midwifery staff must inspect and document the PIVC site assessment on the DHR at least once per shift, and no less frequently than every 8 hours.  Paediatric and Intensive Care Unit (ICU) patients’ PIVC sites are to be checked hourly and documented.
The condition of the PIVC site is assessed using Phlebitis Score.
Table 1: Phlebitis Score
	PIVC site assessment
	Phlebitis score
	Required action

	PIVC site appears healthy

	0
	Observe PIVC site

	One of the following signs evident:
· Slight pain near IV site OR
· Slight redness near IV site
	1
	Observe PIVC site

	Two of the following signs evident:
· Pain at IV site
· Redness 
· Swelling
	2
	Resite PIVC

	All of the following signs evident:
· Pain along the path of the cannula
· Redness around the site 
· Swelling
	3
	Resite PIVC (consider treatment)	

	All of the following signs are evident and extensive:
· Pain along the path of the cannula
· Redness around the site 
· Swelling
· Palpable venous cord
	4
	Resite PIVC (consider treatment)

	All of the following signs are evident and extensive:
· Pain along the path of the cannula
· Redness around the site 
· Swelling
· Palpable venous cord
· Pyrexia
	5
	Resite PIVC (initiate treatment)



Observing the site 
The PIVC insertion site must be observed and documented on the Avatar in the patient’s clinical record each shift or presentation or if the patient raises concerns. This includes:
· Date and time
· Phlebitis assessment and score
· Dressing type
· Line status 
· Dressing assessment
· Dressing intervention
· Dressing change due date
· Reason PIVC remain in situ
· For midlines – external length.
Explain the procedure to the patient, obtain informed verbal consent and ensure privacy.
Observe the Five Moments of Hand Hygiene 
Conduct Positive Patient Identification (PPID) as per Patient Identification and Health Care Activity Matching Procedure.
Observe the condition of the dressing ensuring that the dressing is dry and intact.
Palpate the insertion site for tenderness; ask the patient if it is painful.
Check that the date of insertion of the PIVC is legible on the dressing and when the PIVC requires changing. 
Check the phlebitis score as per Table 1
If there are any signs of adverse reactions, e.g. phlebitis, infiltration, pain, tenderness, infection or leaking fluid the PIVC needs to be removed and reported to the Medical Officer. The initiation of the removal of the PIVC can be made by an Enrolled Nurse, Registered Nurse, Midwife, or Medical Officer.
Bandages should not be used in adult patients except when protection of the PIVC insertion site from interference is required. 
Re-dress the PIVC site if required.
Re-dressing Equipment
Sterile basic dressing pack
70% alcohol with 2% chlorhexidine swab stick / applicator
Transparent securement dressing 
Secura swab if required to increase adhesion of dressing
Splint or elasticised net, if required (insertion site needs to be visible at all times)
Underpad
Sterile gloves or nonsterile gloves
Protective goggles or protective face shield
ABHR
Injection tray/or kidney dish
Prefilled 10mL sodium chloride 0.9% syringe (or sodium chloride 0.9% 10 mL ampoule + Drawing up needle + 10mL syringe)   
Alcohol chlorhexidine swabs to scrub the PIVC hub
Clinical waste receptacle
Sharps disposal container.
Re-dressing the site
Alert: For PIVCs, use alcohol only swabs when swabbing needleless connector.
1. The PIVC site should be redressed if the dressing becomes soiled, damp or loose.
1. Explain the procedure to the patient, obtain informed verbal consent.
1. Perform hand hygiene and continue to observe the Five Moments of Hand Hygiene throughout the procedure (refer to the Infection Prevention and Control Procedure). 
1. Conduct Positive Patient Identification (PPID) as per Patient Identification and Health Care Activity Matching Procedure. 
1. Ensure patient privacy is maintained. 
1. Prepare equipment.
1. Position the patient comfortably. Support the site.
1. Don gloves and protective eyewear.
1. Remove and discard the soiled dressing. 
1. Remove gloves, perform hand hygiene and apply new gloves.
1. Observe the PIVC site for signs of inflammation, infection or infiltration. Remove the PIVC if these conditions are apparent and report to the Medical Officer.
1. Clean the PIVC site with 70% alcohol and 2% chlorhexidine swabstick and allow the skin to air-dry for at least 30 seconds. Do not wipe, fan or blot dry the area.
1. Secure the PIVC by dressing the site, covering the hub of the cannula with an occlusive transparent securement device dressing. Insertion site should remain visible at all times.
1. Remove gloves.
1. Remove protective eyewear and perform hand hygiene.
1. Collect all waste, dispose of appropriately.
1. Confirm patency of PIVC following dressing change with a sodium chloride 0.9% flush.
1. For adult patients it is recommended to record the date of insertion of the PIVC on the tape or occlusive transparent dressing.
1. The insertion site should always remain visible. 
1. If intravenous tubing is connected to the IV cannula, secure to the skin with tape to prevent drag on the IV cannula (do not secure with tape over the transparent dressing)
1. Document the date and time of redressing of cannula in patients’ clinical notes/Flowsheets/Avatar noting any signs of inflammation and/or swelling or any tissue infiltration.
Flushing of a PIVC
Flushing of PIVC in situ maintains PIVC patency, minimises risk of adverse reactions and prevents thrombus formation.

Flushing of a PIVC must be performed for the following:
Pre and post administration of routine intravenous therapy including chemotherapy
Pre and post medication administration
Pre and post routine blood administration and/or blood sampling
Prescribed order from a Medical Officer
If IV fluids are not running, flush 8 hourly or at least once per shift to keep the vein patent. 
Equipment
Prefilled 10mL sodium chloride 0.9% syringe (or sodium chloride 0.9% 10 mL ampoule + Drawing up needle + 10mL syringe)   
Non –sterile gloves
Protective eyewear
Kidney dish
Alcohol swab
ABHR.
Procedure
1. Collect equipment and place in clean injection tray or similar item e.g. kidney dish.
1. Explain procedure to patient and obtain informed verbal consent.
Conduct Positive Patient Identification (PPID) as per Patient Identification and Health Care Activity Matching Procedure. 
1. Ensure patient privacy is maintained.
1. Don protective eyewear.
1. Perform hand hygiene.
1. Don clean gloves.
1. Assess PIVC site for signs of infiltration and/or phlebitis or infection. If signs are present, arrange for insertion of a new PIVC if clinically indicated and remove old PIVC.
1. Use prefilled sodium chloride 0.9% syringe or draw sodium chloride 0.9% solution into 10mL syringe using drawing up needle (label as applicable as per National Standard for User-applied Labelling of Injectable Medicines, Fluids and Lines procedure, available on the Policy and Guidance Documents Register). 
1. Swab needleless connector thoroughly for 15 seconds with a 70% alcohol swab and allow to fully air dry (at least 20 seconds).
Alert: For PIVCs, use alcohol only swabs when swabbing the needleless connector.
Slowly inject the sodium chloride 0.9% in a stop/start technique to flush the PIVC to ensure accurate placement and patency.
If the patient experiences pain or tenderness, complete phlebitis score assessment as per Table 1 in Section 6. If 2 or greater, remove PIVC, if less than 2 seek medical review to consider removing and re-siting PIVC. 
Remove gloves and perform hand hygiene.
Remove protective eyewear.
Collect all waste and dispose of appropriately.
Document procedure in patient’s clinical record/Avatar. 
Document phlebitis score.
Midlines and extended dwell PIVCs
Midlines and extended dwell PIVCs are managed and dressed as per the Central Venous Access Device (CVAD) Care and Management – Adults and Paediatrics (not neonates) Procedure (available on the Policy and Guidance Documents Register). This includes blood sampling. 
Dressings and needleless connectors are changed weekly.
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The process and frequency for changing administration sets for PIVCs is listed in the table below. IV administration sets include both the IV line and any additional attachments such as 3-way luer locks, Y connections and extension tubing that may be added.
Note: 
Changing of an IV line is a standard aseptic technique procedure.
When re-siting a PIVC, the administration set and all additional attachments, fluids etc. must be changed at the same time. 
IV tubing sets should not be disconnected for routine care. When unavoidable and tubing sets have been disconnected, replace the entire IV tubing.
Best practice states that once disconnected, IV tubing should not be reconnected. However, a health care professional can risk assess the situation in case of urgent therapy.
Some antibiotics and other intravenously administered medications may be irritant to veins and consideration should be given to the suitability of the site and gauge of IV access available, as well as appropriate frequency of observation. 
Table 2: Frequency of line changes
	Line Use
	Frequency of line changes

	IV lines used continuously and not disconnected, including main lines and sidelines.  Different medications/fluids can be infused via polypropylene lines, as long as the line is flushed between fluids. Please check medication stability as required.
	Every 72 hours or when disconnected, e.g. when PIVC changed.

	Blood and blood products 
	When transfusion is complete or after a maximum of 2 units – lines to be left up no longer than 12 hours  

	Neutropenic patients
	Every 24 hours 

	Propofol
	Every 12 hours 

	Total Parenteral Nutrition [TPN]), not recommended to be used with PIVC
	Every 24 hours 

Must infuse via a Chest Inserted Central Catheter (CICC) or PICC

	Specific cytotoxic / immunotherapeutic agents
	Single use 
Some cytotoxic and immunotherapeutic agents, e.g. Blinatumomab, require extended, continuous line use up to 72 hours. These lines are not to be disconnected / interrupted at any time during the infusion period


Equipment
IV administration set(s)
IV therapy as ordered
70% alcohol with 2% chlorhexidine swab 
Extra gauze as necessary
Non-sterile gloves
Clinical waste receptacle.
Procedure
1. Gather equipment, select prescribed therapy and perform second check with authorised personnel at patient bedside. 
1. Conduct Positive Patient Identification (PPID) as per Patient Identification and Health Care Activity Matching Procedure.
1. Explain the procedure to the patient, gaining verbal consent if appropriate and ensure patient privacy is maintained.
1. [bookmark: _Hlk211430689]Observe the Five moments of hand hygiene.
1. Using aseptic technique assemble equipment, prime lines including all associated connections with IV fluids, ensuring no air is present within the administration set and close clamp. Hang newly primed administration set and fluid on an infusion stand. 
1. Don clean gloves.
1. Clean needleless connectors thoroughly with 70% alcohol swab for 15 seconds, allow to fully air dry (at least 20 seconds)
Alert: For PIVCs, use alcohol only swabs when swabbing needleless connectors 
Adhering to standard aseptic technique principles, attach IV giving set to needleless connector
Two authorised personnel (nurses, midwives and/or Medical Officers) accredited in medication and infusion pumps management, to program the infusion pump using the drug library and confirm the correct drug entry has been selected including the parameter settings as per the Medication Handling Policy or Medication Handling – North Canberra Hospital (NCH) Procedure.
Open the clamp to the patient; ensure flow and set rate of infusion.
Remove gloves.
Collect all rubbish/dirty items and dispose of appropriately.
Ensure that all lines are labelled with the date of commencement of infusion and the type of infusion and document in patient’s clinical record. 
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PIVCs should be removed and/or replaced:
Immediately
· When no longer clinically indicated
· When there are signs of adverse reactions or inflammation/infection/infiltration/extravasation.
· For management of Extravasation please refer to the following links 
Extravasation of Anti-cancer therapies:
· 1078-Extravasation management - immediate management flow chart | eviQ for Anti-Cancer therapies
Extravasation of IV contrast media:
· 4358-Extravasation management - immediate management flow chart - IV contrast media | eviQ
As soon as possible (within 24 hours)
· If inserted in an emergency situation (MET call)
· If inserted by an ambulance service
· If inserted at another facility without documentation of insertion time/date.
Within 72 hours
· All other situations not mentioned above except:
· Paediatric patients
· Clinically indicated for extended dwell USGPIVCs
· In patients with difficult access where a PIVC has remained in situ for longer than 72 hours but is still functional with no signs of infection or complications, and alternative appropriate access has not yet been obtained. The reason for retaining this PIVC beyond 72 hours must be clearly documented in the patient’s clinical record. 
Note: 
Not all PIVCs inserted using ultrasound will meet the conditions of a USGPIVC as per the procedure. Please check Section 3 of the procedure for further details.
If ongoing IV access is required, a replacement PIVC should be in situ prior to removal of the existing PIVC. Avoid placement distal/below the previous site if possible.
Midlines are removed when no longer required or if complications have developed.  They may remain in situ for up to 4 weeks.
Equipment
Gauze swab 
Transparent occlusive dressing
Injection site pressure pad
Protective eyewear
Non-sterile gloves
Under pad
Specimen container, if required for infected Midline
Sterile scissors required if cutting tip off after removal of the Midline
ABHR
Clinical waste receptacle.
Procedure 
1. Gather equipment.
Check medical order for removal of IV cannula. 
Conduct Positive Patient Identification (PPID) as per Patient Identification and Health Care Activity Matching Procedure.
Explain the procedure to the patient, gaining verbal consent if appropriate and ensure patient privacy is maintained.
Observe the Five moments of hand hygiene.
Prepare equipment.
Cease intravenous therapy if in progress.
Don gloves and protective eyewear.
Loosen the occlusive dressing and tapes - use skin adhesive removal wipes for fragile skin or as required.
Grasp the hub firmly and slowly withdraw the PIVC, check that the PIVC is complete on removal. Ensure none has been retained within the patient.
Immediately apply firm pressure to the PIVC site with a gauze swab. 
Continue to apply pressure to the site until bleeding ceases, approximately 1 minute.
Inspect the PIVC site for signs of inflammation or infection and document phlebitis score.
If IV cannula site is suspected of being infected, collect a swab of the insertion site. Complete a pathology request providing relevant clinical details. Complete a clinical incident form via the clinical incident reporting system (Riskman®). 
Observe IV cannula site for fluid leak or ooze. 
If no signs of infection present and bleeding has ceased apply injection site pad.
If required, cover the site with either gauze and adhesive tape, or injection site pressure pad.
Remove gloves.
Collect all rubbish/dirty items and dispose of appropriately.
Remove protective eyewear.
If intravenous fluids were in progress up to the time of the PIVC removal, calculate the volume of fluid and adjust the patient’s intake in the patient’s clinical record.
Document PIVC removal on the Avatar in the DHR including
· Removal date and time
· Removal reason
· Phlebitis assessment.
Document in the patient’s clinical record if a swab of the insertion site has been sent to pathology.
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[bookmark: _Hlk170467240]PIVCs and midline catheters will be managed in a safe, effective and consistent way across the CHS Network.
Measures
The following Clinical Care Standard indicators from the Management of Peripheral Intravenous Catheters Clinical Care Standard will be measured and monitored for variance:
1: 	Proportion of patients with a PIVC in situ that has not been used for a therapeutic purpose since it was inserted.
2: 	Proportion of patients with a PIVC in situ that can identify the reason for the device.
3: 	Evidence of a locally approved policy that ensures healthcare professionals are competent in PIVC insertion, monitoring, and removal.
4a: 	Evidence of local arrangements that provide systematic support for decisions related to the selection of an appropriate PIVC device.
4b: 	Proportion of patients with a PIVC in situ over an area of flexion. 
Note: This indicator is specific to patients with a PIVC in situ for 24 hours or longer.
5a: 	Evidence of a locally approved policy that defines the local protocol to support PIVC insertion on first attempt.
5b: 	Proportion of patients with a PIVC in-situ who report their PIVC was inserted on the first attempt.
7a: 	Evidence of a locally approved policy that defines the documentation for PIVC insertion, maintenance, removal, and regular review.
7b: 	Proportion of patients with a PIVC in situ with the indication for insertion documented in their medical record.
8a: 	Proportion of patients with a PIVC in situ who have their PIVC insertion site inspected for complications at least every 8 hours.
8b: 	Proportion of patients with a PIVC in situ with a clean, dry and secure PIVC dressing.
9: 	Proportion of patients with a PIVC in situ who have been assessed in the last 24 hours to determine the ongoing need for their PIVC
10: 	Proportion of patients with a PIVC in situ that has not been used for a therapeutic purpose in 24 hours.
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Policies
Clinical Records Management 
Incident Management - Clinical
Medication Handling 
Reprocessing of Reusable Medical Devices
Procedures
Aseptic Technique
[bookmark: _Hlk25843495]Central Venous Access Device (CVAD) Care and Management –Adults and Paediatrics
Central Venous Access Device (CVAD) Insertion – Children, Adolescents and Adults (NOT Neonates)
Clinical Handover
Clinical Handover – North Canberra Hospital (NCH)
Clinical Records Management 
External Ultrasound Probe Use and Reprocessing Requirements - North Canberra Hospital (NCH)
Incident Management - Clinical 
Infection Prevention and Control
Infection Prevention and Control – North Canberra Hospital (NCH)
Infection Control – Cleaning (Shared) Patient Care Equipment Guideline
Medication Handling – North Canberra Hospital (NCH)
Pathology Specimen Management
Venepuncture Blood Specimen Collection
National Standard for User-applied Labelling of Injectable Medicines, Fluids and Lines  
Guidelines 
[bookmark: _Hlk194505771]Consent for Healthcare Treatment
Intravenous (IV) Extravasation Management Practice (infants, children and adolescents)
Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Carers Recognition Act 2021
Other
Australian Charter of Healthcare Rights
Australian Commission on Safety and Quality in Health Care Clinical Care Standard –     Management of Peripheral Intravenous Catheters
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Antiseptics: Antimicrobial substances that are applied to the skin to reduce the number of micro-organisms. Examples include topical alcohols, chlorhexidine, triclosan and iodine.
Alcohol-based hand rub (ABHR): An alcohol-containing preparation designed for application to the hands in order to reduce the number of viable micro-organisms with maximum efficacy and speed.
Aseptic technique: An aseptic technique aims to prevent microorganisms on hands, surfaces and equipment from being introduced to susceptible sites.
Attempt: Each effort at placing a PIVC at one site.
Clinician: For the purpose of this Guideline a clinician is defined as a Medical Officer Registered Nurse or Midwife, endorsed enrolled nurse, qualified paramedic, medical imaging professional, anaesthetic technician, pathology collector or student in any of those fields.
Clinically indicated removal: Replacing a PIVC based on clinical indication, rather than routinely at 72 hours, the PIVC may remain in situ until catheter failure or until no longer required- as long as the device is secure, intact without signs of phlebitis, infection, infiltration and remains functional.
Competent/Trained/ Credentialled: For the purpose of the guideline, a competent clinician is one who has completed a training program in the insertion of PIVCs/midline catheters/USGPIVC or who is in, or has completed, a specialist medical training program.
DIVA: Difficult Intravenous Access patient with no palpable or visible veins. Requiring ultrasound guided PIVC.
Escalation: An inexperienced clinician who fails to cannulate a vein after two attempts should escalate the procedure to an experienced clinician.
Extended dwell PIVC: PIVC placed under ultrasound guidance by trained competent clinicians that may remain in situ until clinically indicated.
Extravasation: is the accidental leakage of IV fluids and medicines outside of the vein and into the surrounding tissues.
Experienced clinician: A clinician who has completed a training program in the insertion of PIVCs or who is in, or has completed, a specialist medical training program and has inserted a considerable number of PIVCs. Experienced clinicians are not necessarily more senior clinicians; they may be colleagues such as a Registered Nurse/Midwife or a Junior Resident Medical Officer.
Inexperienced clinician: A clinician who has completed a training program but is still gaining clinical experience and confidence in the insertion of PIVCs.
Midline Catheter: A polyurethane 20 cm catheter inserted under ultrasound guidance and surgical aseptic technique in the upper arm. It may remain in place for 4 weeks. Midlines can be pressure injectable.
Needleless Connectors: Devices that are attached to a PIV hub directly or may be bonded to extension tubing. Needleless connectors facilitate intermittent access to an intravenous system without a needle and ensure the intravenous system is a closed system
Peripheral Intravenous Cannula (PIVC): Device that is designed to be inserted into and remain within a peripheral vein (excludes peripherally inserted central line catheters).
Personal Protective Equipment (PPE): Refers to a variety of protective barriers used alone, or in combination, to protect mucous membranes, skin, and clothing from contact with recognised and unrecognised sources of infectious agents in healthcare settings.
Phlebitis: The inflammation of the associated vein or specifically the inner lining of the vein, the tunica intima. 
Back to Contents
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[bookmark: _Toc184219463][bookmark: _Toc215482525]Attachment 1 – Intravascular Access Device Decision tree – Canberra Hospital and North Canberra Hospital only
Difficult Intravenous Access (DIVA) patients with Ultrasound guided (USG) PIVC as per Section 4 are to have clinically indicated removal of PIVCs 

	
	
	



For Canberra Hospital PICC insertions: 
· Contact the Intravenous Access Team on 0481 014 888 Monday to Friday Business hours. For urgent insertions after hours, contact Anaesthetics 

For North Canberra Hospital PICC insertions: 
· Contact Anaesthetics


Remove or Replace within 24 Hours
All venous access devices inserted during or by:
MET Calls
Resuscitation in ED
ACT Ambulance Service
Other Hospitals if insertion date unknown
No Longer Required
All Venous access should be removed as soon as it is no longer required
Central Venous Access
Peripheral Venous Access                     (if required)
PO or PR Medication Administration
No Longer Required
Non tunneled Femoral CVC
(7 days)
Non tunneled Jugular / Subclavian CVC
(21 Days)
Peripherally inserted Central Catheter PICC
(up to 12 months)
Non tunneled Jugular / Subclavian CVC
(21 days)
Peripherally inserted Central Catheter PICC
(up to 12 months)
Tunneled CVC
(18 months)
Implanted Venous Access Device
(Indefinite)
Arteriovenous Fistula
(indefinite)

Central Venous Access Required
Expected Treatment time 4 days or less
Expected Treatment time 5-14 Days
Expected Treatment time 14 days to months
Expected Treatment time months to years
Central Venous Access is required for all medication (infusate) that is toxic or vesicant to peripheral veins:
Vancomycin
Inotropes
Some Chemotherapy Agents
Antifungal & Antiviral Therapy
10% Dextrose
Total Parenteral Nutrition

Peripheral Venous Access Suitable
Expected Treatment time 4 days or less
Expected Treatment 5-14 Days
Peripheral Cannula (72 Hrs per cannula) Or USGPIVC (Clinically indicated removal)
Peripheral Cannula (72 Hrs per cannula) Midline (28 days) USGPIVC
Intravenous Access Required

[bookmark: _Toc99454198][bookmark: _Toc184219464][bookmark: _Toc215482526]Attachment 2: Difficult intravenous Access Pathway – Canberra Hospital only
Unsuccessful PIVC insertion / Identified DIVA patients
Nursing & Medical, after 2 failed PIVC attempts, unless an emergency, must refer PIVC insertion to a senior clinician for Difficult Intravenous Access (DIVA) patients,                                                             e.g. Senior Medical Registrar, Anaesthetics, IVAT (for Canberra Hospital only), After Hours CNC - subject to availability.                                                                                                                       
Patients who have been previously identified as DIVA by presenting an IVAT card or noted on the Alert system must have USGPIVC by clinical expert from attempt one.
Intravenous Access Requirement: ≤ 5Days

Maintain With PIVC


Intravenous Access Requirement: > 5 Days

Consult IVAT for appropriate vascular access device selection. 
Monday – Friday (Business Hours only)

Gauge Choice
24G (YELLOW): 20mls/min: For very difficult IV access & Paediatric patient.
20G (PINK): 50mls/min: for general use, e.g. IV fluid, antibiotics, analgesia and CT contrast.
18G (GREEN): 90mls/min: ideal for blood products, CT contrast, Delivery of irritant medication, and large volume of fluids.  
16G (GREY): 195mls/min: Major Surgery, Multiple blood transfers, High volume fluid resuscitation.




22G (BLUE): 30mls/min: Difficult IV access, Small or Fragile veins
Complete IVAT referral online/or form
Treatment should not be delayed while waiting for CVAD insertion 
 Seek assistance as noted in first box above
Refer to Attachment 1
IVAD decision tree for options:
 Long dwell PIVC/Midline/PICC
Tips and Tricks
 Avoid areas of previous attempts, flexion and inflammation 
 Think Pink PIVC: Smallest Cannula gauge in BIGGEST vein
 Warmth and hydration 






















	
	
	





[bookmark: _Toc215482527]Attachment 3- Difficult Intravenous Access Pathway- NCH Unsuccessful PIVC insertion / Identified DiVA patients
Nursing & Medical, after 2 failed PIVC attempts, unless an emergency, must referee PIVC insertion to a senior clinician for Difficult Intravenous Access (DiVA) patients, e.g. Senior Medical Registrar, Anaesthetics, After Hours CNC – subject to availability.
Patients who have been previously identified as DiVA by presenting an IVAT card or noted on the Alert system. MUST have USGPIVC by clinical expert from attempt one.

Intravenous Access Requirement: ≤ 5 Days
Continue with PIVC
Intravenous Access Requirement: > 5 Days 
Consider CVAD insertion
Call the Emergency Anaesthetic Department at 36997 to discuss the patient’s history and the specific reason for requesting the PICC
Complete online DHR request for ‘Insert PICC line’ and ‘Emergency theatre case request’
Call the Theatre team leader (36887) to inform them about the booking and ensure they are aware of the case.
Note: All PICC requests are Category 5.
This is following an adhering to theatre triage priorities.
Please ensure all necessary documentation is filled out on the request forms.
Tips: ensure patient is warm and hydrated, avoid areas of flexion to reduce premature removal/complications and use the smallest cannula (depending on use) in the largest vein.

Unsuccessful PIVC insertion / Identified DIVA patients
Nursing & Medical, after 2 failed PIVC attempts, unless an emergency, must refer PIVC insertion to a senior clinician for Difficult Intravenous Access (DIVA) patients, e.g. Senior Medical Registrar, Anaesthetics, After Hours CNC – subject to availability.
Patients who have been previously identified as DIVA by presenting an IVAT card or noted on the Alert system. MUST have USGPIVC by clinical expert from attempt one.







Intravenous Access Requirement: > 5 Days 
Consider CVAD insertion
Intravenous Access Requirement: ≤ 5 Days
Continue with PIVC




[image: Lights On with solid fill]Call the Emergency Anaesthetic Department at 36997 to discuss the patient’s history and the specific reason for requesting the PICC
Tips: ensure patient is warm and hydrated, avoid areas of flexion to reduce premature removal/complications and use the smallest cannula (depending on use) in the largest vein.




Complete online DHR request for ‘Insert PICC line’ and ‘Emergency theatre case request’



Note: All PICC requests are Category 5. This is following an adhering to theatre triage priorities.
Please ensure all necessary documentation is filled out on the request forms.

Call the Theatre team leader (36887) to inform them about the booking and ensure they are aware of the case.
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