PUEBLO COUNTY MEDICAL TREATMENT PROTOCOLS

PERIPHERAL IV INSERTION

UPDATED:  3/10/2011
[image: image1.png]i




                      



[image: image2.jpg]



Weber, MD
                                                        C. sobanski, MD

EXTREMITY, SALINE LOCK

	
	E
	E-IV
	A
	I
	P

	ACT ALLOWED
	
	X
	X
	X
	X

	STANDING ORDER
	
	X
	X
	X
	X


EXTERNAL JUGULAR, SCALP VEIN

	
	E
	E-IV
	A
	I
	P

	ACT ALLOWED
	
	
	X
	X
	X

	STANDING ORDER
	
	
	X
	X
	X


UMBILICAL VEIN

	
	E
	E-IV
	A
	I
	P

	ACT ALLOWED
	
	
	
	
	X

	STANDING ORDER
	
	
	
	
	X


Indications
1. Administer fluids for volume expansion.

2. Administer medications.

Precautions

1. WEAR GLOVES AND EYE PROTECTION

2. Do not start IVs distal to a fracture site or through skin damaged with more than erythema or superficial abrasion.

3. Make certain the IV solution in hand is the correct one.

4. If venous access is only required as a precaution or for drug administration, consider saline lock rather than risk inadvertent fluid administration.

Technique

Extremity
1. Explain the procedure to the patient.

2. Connect tubing to IV solution.

3. Fill drip chamber one-half full by squeezing (microdrip for cardiac patients or infants, macrodrip for trauma).

4. Tear sufficient tape to anchor IV in place.

5. Apply tourniquet proximal to proposed site, or use blood pressure cuff blown up to 40 mm Hg.

6. Scrub insertion site.  (Betadine vs. alcohol is less important than vigor.)

7. Do not palpate, unless necessary, after prep.  If you must palpate, prep your gloved finger.

8. Hold vein in place by applying gentle traction on vein distal to point of entry.

9. Puncture the skin with the bevel of the needle upward about 0.5 to 1 cm from the vein and enter the vein from the side or from above.

10. Note blood return and advance the catheter either over or through the needle (depending on type).

11. Remove needle and connect tubing.  Note:  blood for laboratory work may be drawn with syringe before connecting tubing.  Assure proper disposal of "sharps."

12. Release tourniquet.

13. Open IV tubing clamp full to check flow and placement, then slow rate to TKO or as directed.

14. Secure tubing with tape, making sure of at least one 180 degree turn in the tubing to be sure any traction on the tubing is not transmitted to the cannula itself. 

15. Anchor with arm board or splint as needed to minimize chance of losing line with movement.

16. Recheck to be sure IV rate is as desired, and monitor.

External Jugular Vein

1. Explain the procedure to the patient.

2. Connect tubing to IV solution bottle.

3. Fill drip chamber one-half full by squeezing (micro drip for cardiac patients or infants, macro drip for trauma).

4. Tear sufficient tape to anchor IV in place.

5. Position the patient -- supine, head down (this may not be necessary or desirable if congestive heart failure or respiratory distress present).  Turn patient's head to opposite side from procedure.

6. Expose vein by having patient bear down if possible, and "tourniquet" vein with finger pressure just above clavicle.

7. Scrub insertion site.  (Betadine vs. alcohol is less important than vigor.)

8. Do not palpate, unless necessary, after prep.  If you must palpate, prep your gloved finger.

9. Align the cannula in the direction of the vein, with the point aimed toward the shoulder on the same side.

10. Puncture skin over vein first, then puncture vein itself.  Use other hand to traction vein near clavicle to prevent rolling.

11. Attach syringe and aspirate if pressure in vein not sufficient to give flash-back.  Advance cannula well into vein once it is penetrated.  Attach IV tubing.  Assure proper disposal of "sharps."

12. Open IV tubing clamp full to check flow and placement, then slow rate to TKO or as directed.

13. Cover puncture site with Betadine ointment on Band-Aid.  Secure tubing with tape, making sure of at least one 180 degree turn in the tubing to be sure any traction on the tubing is not transmitted to the cannula itself.  Label the tape indicating date, time, name of person starting the IV, and size of catheter or needle.

14. Recheck to be sure IV rate is as desired, and monitor.

Scalp Vein   (For use in pediatric patients, usually less than 1 year old)

1. Connect tubing to IV solution.
2. Fill microdrip chamber one-half full by squeezing.

3. Tear sufficient tape to secure butterfly once in place.

4. Select a 23-25 gauge butterfly and a 1-2 ml syringe filled with 1 ml saline.

5. Place large rubber band or tourniquet around the infant's head above the ears and across top of forehead.

6. Locate vessel.  (Frequently just anterior and superior to ear.)

7. Shave an area large enough to not only expose the vessel(s) but to allow for adequate taping.

8. Palpate the vessel to assure it is venous and has no pulsations.

9. Scrub insertion site.  (Betadine vs. alcohol is less important than vigor.)

10. Puncture the skin approximately 0.5 cm from the vessel to be cannulated and aim in the direction of blood flow (usually toward the neck or face).

11. Ensure free flow of blood, then attach syringe, release the tourniquet and inject slowly 0.5 ml of saline.  If the needle is in good position the solution will flow readily.  The syringe may then be replaced with IV tubing.  If the needle has dislodged, a wheal will indicate poor placement and another site must be chosen.  Assure proper disposal of "sharps."

12. Tape securely.  Cotton balls or gauze may be needed to support hub to keep needle in line with vein for free flow.

13. Tape additional loop of tubing at a distance to absorb tension.

14. Recheck to be sure IV rate is as desired, and monitor.

Saline Lock

1. Explain the procedure to the patient.

2. Tear sufficient tape to anchor lock in place.

3. Select an appropriate sized catheter and have saline syringe (at least 5ml) ready for administration.

4. Apply tourniquet proximal to proposed site, or use blood pressure cuff blown up to 40 mm Hg.

5. Scrub insertion site.  (Betadine vs. alcohol is less important than vigor.)

6. Do not palpate, unless necessary, after prep.  If you must palpate, prep your gloved finger.

7. Hold vein in place by applying gentle traction on vein distal to point of entry.

8. Puncture the skin with the bevel of the needle upward about 0.5 to 1 cm from the vein and enter the vein from the side or from above.

9. Note blood return and advance the catheter either over or through the needle (depending on type).  Assure proper disposal of "sharps."

10. Release tourniquet.

11. Flush catheter with 5ml saline to assure good position.

Umbilical Vein
1. Select an 18 gauge, 1 ½ sized catheter and remove needle from catheter.

2. Prepare umbilical cord by cutting it to at least 1 ½ inches from skin.

3. Identify umbilical vein as the thin walled, single vessel in the umbilical cord that is larger than the other thick walled, smaller vessels.

4. Insert catheter gently to the hub of the catheter.
5. Aspiration of blood insures proper position.

6. Attach IV tubing to catheter hub.

7. Secure catheter with umbilical tie and tape line in order to lessen chance of dislodging the IV.

Complications
1. Pyogenic reactions due to contaminated fluids become evident in about 30 minutes after starting the IV.  Patient will develop fever, chills, nausea, vomiting, headache, or general malaise.  If observed, stop and remove IV immediately.  Save the solution for culturing.

2. Local -- hematoma formation, infection, thrombosis, phlebitis.  NOTE:  The incidence of phlebitis is particularly high in the leg.  Avoid use of lower extremity if possible.

3. Systemic -- sepsis, catheter fragment embolus, or fiber embolus from IV solution.

Special Notes
1. Antecubital veins are useful access sites for patients in shock, but otherwise, avoid areas near joints (or splint well!).

2. The point between the junction of two veins is more stable and often easier to use.

3. Start distally, and if successive attempts are necessary, you will be able to make more proximal attempts on the same vein without extravasating IV fluid.

4. In difficult situations, do not forget "butterflies."  They are often easier and may be better than no line at all.

5. Venipuncture itself is seldom morbid.  The excess fluids inadvertently run in when nobody is watching can be fatal!

6. The most difficult problem with IV insertion is to know when to try and when to stop trying. Valuable time is often wasted attempting IVs when a critical patient requires blood.  IV solutions may "buy time," but they frequently lose time instead. Generally, one attempt at the scene may be worth while, other attempts should be en route.

7. Saline locks are becoming increasingly popular in the world of "cost containment".  Use also allows a patient to be unencumbered by trailing IV lines.  This may be particularly useful in situations where there is an awkward extrication (narrow hallways and stairs) and inclement weather where fluid can freeze in IV line while loading.  The greatest risk is establishing an inadequate line that is unrecognized.  The saline flush of 5ml will usually be sufficient to detect a line that is not patent, but don't hesitate to add additional fluid if necessary to detect a subcutaneous or inadequate catheterization.
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