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A s the population ages, hospital patients 
are sicker and have more comorbidities. 
Too often, their vasculature is not ideal, 
especially if they have had multiple 

previous cannulations and insertion attempts. 
Furthermore, older and frail skin poses a challenge for 
dressing and securement. For this reason, it is more 
important than ever to choose wisely when making 
vascular access decisions, to ensure that whenever 
possible the first device is the best device.

In the past 5 years, the theme of Vessel Health 
and Preservation (VHP) has become increasingly 
important. The VHP protocol originated in the USA 
(Moureau et al, 2012) and has since been adapted 
for use in the UK (Hallam et al, 2016). The VHP 
framework was developed as a tool to help clinicians 
assess and select the best vascular access device (VAD) 
for each patient. Until now, too often clinicians only 
considered inserting a central VAD after all peripheral 
veins had been exhausted. The VHP framework 
provides much-needed resources on how to make 
better vascular access choices so the patient will 
ideally have one device for the duration of treatment 
(Jackson et al, 2013).  

Site selection and device insertion are only part 
of the puzzle. It is not enough to get the device in. 
Ongoing checks that the device is still working are 
equally important. Every shift, assess the insertion site 
for complications (pain, redness, swelling, hardness, 
purulence) and check the device integrity and 
secureness of connections. Routine flushes with 0.9% 
normal saline before and after giving intravenous 
medications, using a pulsatile flush, help maintain 
device patency (Loveday et al, 2014; Royal College 
of Nursing (RCN), 2016). You can help prolong the 
life of the catheter by changing the dressing if wet 
or soiled (to prevent infection), and reinforcing the 
securement so the device does not wiggle around in 
the vessel (to prevent vessel trauma and thrombosis). 
Reassess the need for the device on a daily basis 
and remove it when it is no longer in use or is not 
anticipated to be used in the next 24 hours. Never 
leave it in ‘just in case’ because this predisposes the 
patient unnecessarily to bloodstream infection.  

Ongoing audits provide evidence that your team is 
on track to excellence in VAD care. Audit results can 
indicate whether your local practice is in compliance 
with guidelines (Loveday et al, 2014; RCN, 2016) or 
whether you need to refocus your education efforts. 
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Recent audits have revealed worrisome findings, 
including high rates of redundant devices left in place, 
insertion-site complications, soiled and loose dressings, 
and a lack of documentation of site assessment 
(Russell et al, 2014; New et al, 2014; Alexandrou et al, 
2015; McGuire, 2015; Ullman et al, 2017). 

Conducting routine audits of VADs need not be 
onerous. While a whole-hospital approach might 
sound like a great idea, in practice this kind of audit 
takes a lot of preparation and coordination to agree 
on the audit tools and definitions. It is also fine to 
sample a handful of devices on a regular basis to track 
what is happening in clinical practice. If the goals of 
the audit are clear, and the tools have been tested and 
checked for inter-rater reliability and validity, your 
audit should provide some useful results.

Once you have identified shortcomings in practice, 
decide on the priorities to be addressed. Is your main 
problem too many redundant devices being left in, 
or is there a problem with dressing integrity and 
securement? By focusing on one or two issues, you 
are more likely to achieve staff engagement with 
proposed changes. Trying to change too many things 
at once can create frustration. You might discover 
your clinical practice is 100% compliant with the 
guidelines. In that case, make sure you and your team 
celebrate your achievements! And keep on track! BJN
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