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Get them out. 

Look after them properly.
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Don’t put them in

• In 2017 CCDHB 
managed 12 
healthcare 
associated (HA) PIVC 
staph aureus 
bacteraemia (SAB).  
1/3 of our / 36 
medical device 
associated HA SAB.



Getting to the point
• Multi-disciplinary clinical leadership partnership

– Vascular Access and Treatment, Infection Prevention and Control, Clinical 
Practice committees

• Stewardship programmes – Antimicrobial, Transfusion, TPN 

• Vascular access as clinically indicated only

• Right device selection - adult and paediatric algorithms

• Insertion or replacement as necessary not routinely 

• Review of SOP – PRICT, amiodarone, scanning

• Manage DIVAs - hospital wide vascular access services

– ultrasound or near infra red technologies for insertion to reduce attempts and 
facilitate compliance with standards

• Standardised management of indwelling devices

• ERAS and early discontinuation of IV fluids

A U D I T…



Get them out
08/24/10

• consensus on clinical indications for PIVC 
and measure compliance

• review clinical indications each shift:

– is your patient drinking adequately?

– have the IV medications been 
switched to oral?

– is your patient safe without IV access?

• only resite peripheral intravenous 
cannula (PIVC) when clinically indicated

• ensure prompt removal at the 
completion of treatment or when the 
cannula is not needed.



• the median ED idle peripheral IV 
cannula (PIVC) prevalence value was 
32.4% (1)  

PRICT guidelines:

• 3 questions before performing 
cannulation:

- Is my patient unstable or could they 
become seriously unstable? 

- Is my patient highly likely to need IV 
fluids, medications or contrast?

- Does my patient have a specific 
condition that mandates an IV cannula?

• 31% average 

cannula 

insertion 

REDUCTION 

• Venepuncture 

increased by 

17% 

Practice Responsible Intravenous 
Cannulation Today! (PRICT) Project

.1. Gledstone-Brown, L. & McHugh, D.  (2017). Review article: Idle ‘just-in-case’ peripheral intravenous cannulas in the 

emergency department: Is something wrong? Australasian College for Emergency Medicine and Australasian Society 

for Emergency Medicine, 1-18.



Key elements
• hand hygiene

• ANTT – key part/site 
protection

• appropriate skin 
antisepsis

• device selection –
size, design

• location

• documentation

Care bundles: insertion



Care bundles: maintenance

 

PERIPHERAL INTRAVENOUS CANNULA - ONGOING CARE BUNDLE 

Hand Hygiene 
 compliance with the 5 moments of hand hygiene  

 hands decontaminated before clean glove application 

Personal protective 
equipment 

 clean gloves applied immediately prior to ongoing care activities 

 plastic apron applied if indicated 

Bung/line preparation   70% isopropyl alcohol is used and allowed to dry. 

Aseptic technique 

 use an aseptic non-touch technique  

 saline flushing shall be in a pulsatile (push-pause-push) motion 

 Saline flush – inject at least 1-5ml of 0.9% sodium chloride into the 

PIVC as appropriate 

 Administration of medicine as per prescription 

 Saline flush – inject at least 1-5ml of 0.9% sodium chloride into the 

PIVC using positive pressure (clamping) technique at completion 

Dressing 

 a sterile, semi-permeable, transparent dressing must remain dry and 
intact or is changed immediately 

 if the insertion site is obscured by an opaque dressing, preventing 
visual inspection, this dressing must be changed  

Practice 
 

 PIVC that are no longer clinically indicated must be removed promptly    

 PIVC are left in situ in hospitalised and community care patients for the 

duration of therapy unless complications occur  

 PIVC must be flushed with 0.9% sodium chloride to review patency 

each shift unless in more frequent use 

 PIVC insertion sites must be revealed and inspected each shift, (daily 

in the community) and every time the cannula is accessed, or infusion 

rates are altered 

Documentation 
 

 PIVC(s) site location, appearance (using the 0-5 visual infusion 
phlebitis scale), and on-going care requirements must be recorded 
daily in the PADP care plan, as available, or in an alternate area 
specified location e.g. the patient care flow chart 

 any other actions, significant or exceptional findings must be 
documented in the appropriate clinical record 

Safety  

 use needleless access systems 

 use leur lock connections 

 sharps container for point of care disposal 

Removal 

 dressing is removed gently, use of adhesive remover if skin is fragile 

 PIVC is removed slowly and gentle pressure is applied as tolerated for 

2-3 mins or until bleeding stops 

 site is assessed and dressing applied  

 integrity of PIVC is checked before disposal in to biohazard bag 

 if site appears infected, swab is taken and sent to microbiology for 

culture and sensitivity 

 site is covered with an adhesive dressing, left in place for 24 hrs 

 date, time and reason for removal is documented in the clinical notes 

 a reportable event form is completed if required 

key elements:
• hand hygiene
• bung antisepsis
• aseptic non-touch technique –

key part/site protection 
• location, securement and 

immobilisation
• dwell frequencies and 

interactions
• documentation
• tubing change frequencies and 

management – disconnect and 
discard



Look after them properly
ANTT – aseptic non-touch technique
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Look after them properly
• Mandate ANTT education of all healthcare 

professionals at under and post graduate levels –
DONM and CMO approval

– assessments to include theory, verbal reasoning and 
practical competency assessment

• Mechanism for infection of cannula

– System factors

– Human factors

– Environmental factors

– Patient factors

• Equipment design – buy closed systems, swabbable 
surfaces, mechanically acceptable designs



Audit

• Meaningful 
process and 
outcome 
measures

• Monitor 
compliance, 
review 
complications, 
disseminate 
learnings





Surveillance

• Data for PIVC infection history difficult to 
obtain or analyse
– Underreporting

– No denominator of line days

– Lack of focus until infection – poor documentation and 
record of observations

– Fear of acc reporting

• Investigation tool and activity - useful data

– IV/IPC collaboration – promotes understanding



Collaboration



• Campaign early device 
removal, include in related 
campaigns like antibiotic 
stewardship programmes

• Reduce cannulation
• PIVC insertion and 

maintenance bundles
• Everyone is responsible for 

prevention and control of 
infection


