
I
n an increasingly challenging healthcare environment, 
the quality of health care and safe patient outcomes 
depend on the incorporation of best evidence into 
everyday practice. However, this remains difficult because 
practitioners are often time poor or lack the skills needed 

to interpret evidence (Saunders and Vehviläinen-Julkunen, 
2016). Knowledge transformation strategies that translate best 
evidence into accessible point-of-care tools are essential for 
daily care delivery. 

Decision aids currently available to guide nursing care of 
the patient with a peripheral intravenous catheter (PIVC) 
include standards, guidelines, decision frameworks, care bundles, 
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policies, procedures, algorithms, pathways, checklists and scoring 
tools. While all were created with the intention of facilitating 
the delivery of safe, effective nursing care and improving patient 
outcomes, there are distinct differences in methodology and 
design between them. Standards and guidelines are compiled 
from evidence hierarchically graded for quality, while other 
aids, such as checklists and scoring tools, may be based on expert 
opinion and historical practice rather than high-quality evidence. 

An increasing array of strategies available to support PIVC 
care can their choice and use somewhat confusing for the busy 
clinician. Therefore, the purpose of this paper is to review 
different decision aids for PIVC assessment and management, 
explore the evidence underpinning them and discuss the 
implications for their use in daily practice (Table 1).

Standards
Professional practice standards establish expected levels of 
performance for clinicians and provide criteria for accountability, 
supported by graded research evidence and updated by clinical 
experts at regular intervals. 

Examples include the Royal College of Nursing (RCN)’s 
Standards for Infusion Therapy (RCN, 2016) and the Infusion 
Nurses Society (INS) Infusion Therapy Standards of Practice (2016), 
which set out the clinical practice expectations for vascular 
access and infusion specialists, as well as for general clinicians. 
Both standards list key parameters for catheter care for a variety 
of vascular access devices, including regular assessment, timely 
removal, infection prevention, dressing care and documentation. 

Ideally, standards should be readily available to guide nursing 
practice for specialists and non-specialists alike; however, some, 
such as the INS standards, are available only to society members; 
therefore, many nurses who care for patients with PIVCs and 
who are not specialists in this field are unable to access them. 

Guidelines
Clinical practice guidelines became popular in the 1990s with 
the demand for evidence-based practice. National guidelines 
are usually commissioned by government health departments 
or professional bodies to provide recommendations for care, 
and are graded hierarchically according to the evidence 
supporting them. 

Guidelines differ from standards in that their goal is not to 
set the benchmark for performance but to translate research 
findings into broad guidance for safe patient care based on the 
best available evidence in a given area. They are updated regularly 
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by self-selecting, multidisciplinary committee members who are 
experts in their field. Guidelines such as epic3: National Evidence-
Based Guidelines for Preventing Healthcare-Associated Infections in 
NHS Hospitals in England (Loveday et al, 2014) and the Centers 
for Disease Control and Prevention’s Guidelines for the Prevention 
of Intravascular Catheter-related Infections (O’Grady et al, 2011) focus 
on infection prevention for a range of vascular access devices, 
but do not cover in detail other more common complications, 
such as infiltration, extravasation, dislodgement and blockage. 

Decision frameworks
Decision frameworks have been developed in response to 
suboptimal complications of vascular access as a result of 
inadequate decision-making. Developed through extensive 
processes of collaboration and expert consensus, decision 
frameworks combine best evidence with user-friendly 
algorithms to help clinicians make the best choices in device 
selection, insertion and management. They aim to promote a 
standardised approach to vascular access, while taking into 
consideration individual patient needs and preferences.

The Vessel Health and Preservation (VHP) framework is an 
evidence-based resource for frontline staff, providing guidance 
on peripheral vessel assessment, suitability of infusates for 
peripheral vein administration, device selection and detection 
of complications, and prompting daily re-evaluation of device 
need (Moureau et al, 2012; Hallam et al, 2016). The Michigan 
Appropriateness Guide for Intravenous Catheters (MAGIC) 
also assists clinicians to choose the most appropriate vascular 
access device and insertion site according to the patient’s needs 
(Chopra et al, 2015). Using MAGIC, device insertion is guided 
by the proposed duration of access and type of infusates, the 
availability of suitable vessels and experienced inserters, and 
the patient’s medical condition, device history and preferences. 
MAGIC also provides prompts for appropriate management 
of device complications.

Implementing decision frameworks in practice requires 
extensive education planning and delivery by experienced, 

knowledgeable vascular access and infusion specialists. Early 
studies have revealed modest improvements in staff knowledge 
and patient outcomes following the implementation of these 
frameworks (Swaminathan et al, 2017; Weston et al, 2017), but 
validation of the frameworks is urgently needed. A possible 
drawback of frameworks is that they can become too complex 
to be practical at the point of care unless adequate supporting 
processes and tools are in place.

Care bundles
A care bundle is a ‘small set of evidence-based interventions 
for a defined patient population and care setting that, when 
implemented together, will result in significantly better 
outcomes than when implemented individually’ (Resar et al, 
2012: 2). Bundles are designed to be used in their entirety—‘all 
or none’ of their components are used—so usually contain no 
more than five items, with each item founded on high-level 
evidence, such as effectiveness proven by randomised controlled 
trials (Resar et al, 2012). 

Care bundles are not intended to represent comprehensive 
care; instead, they focus quality improvement on items with 
robust evidence, and encourage teamwork and communication 
to achieve bundle compliance, which ideally has a knock-on 
effect of improving overall care.

While central line insertion bundles have proven beneficial 
in reducing bloodstream infections and subsequently have 
become accepted practice (Pronovost et al, 2006; Marsteller et 
al, 2012; Ista et al, 2016), substantially fewer evidence-based 
interventions are available for PIVCs. In the past 5 years, PIVC 
maintenance bundles have become more popular but the 
majority of recommendations for PIVC care are still based on 
expert consensus rather than high-level evidence. 

A 2015 scoping review found that PIVC research has focused 
primarily on a small selection of topics, such as pre-insertion 
analgesia, dwell time and dressings (Takashima et al, 2015). 
Evidence in many other areas of practice, such as flushing and 
blood sampling, is lacking (Goossens, 2015). 

Several PIVC maintenance bundles have been tested in 
clinical practice and, although compliance is often improved, 
so far, the implementation of PIVC bundles has resulted only 
in modest improvements in reported patient outcomes (Boyd 
et al, 2011; Talento et al, 2011; Caguioa et al, 2012; Freixas et 
al, 2013; Mestre et al, 2013; Sriupayo et al, 2014; DeVries et al, 
2016; Rhodes et al, 2016; Crowell et al, 2017). More work 
needs to be done in this area.

Policies
Policies are organisation-specific statements produced by senior 
management to establish organisational expectations of 
performance, and promote compliance with regulations and 
accreditation requirements (Irving, 2014). For instance, hospital 
policies may include recommendations for the frequency of 
PIVC resiting and administration set changes, type of dressings, 
and flushing and locking catheters. 

Although hospital policies are usually developed from best 
practice standards and guidelines, they may not be updated 
regularly and sometimes contradict more recent evidence. For 

Table 1. Summary table of decision aids

Intended application High-level evidence, 
regularly updated

Specified order of 
tasks

Guidelines Broad Yes No

Standards Broad Yes No

Decision 
frameworks

Broad Yes Possibly

Bundles Broad Ideally No

Policies Local Ideally No

Procedures Local Ideally Yes

Algorithms Local No Yes

Pathways Local No Yes

Checklists Local No No

Scores Broad No No
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instance, several international guidelines and standards 
(Bodenham et al, 2016; INS, 2016; RCN, 2016) recommend 
PIVC removal only when clinically indicated, based on a 
Cochrane review to support this practice (Webster et al, 2015); 
however, many hospitals continue to follow routine 72–96 hour 
removal policies. In reality, experienced nurses often leave 
functioning PIVCs in place beyond this time if they decide it 
is clinically appropriate, such as with an elderly patient or one 
with poor veins (Palese et al, 2011). Staff can feel conflicted 
when hospital policies contradict best practice guidelines, and 
they may choose to ignore items that seem contrary to their 
clinical judgment, based on education, previous experience, 
and individual patient needs (Castro-Sanchez et al, 2014; 
Johansson et al, 2008). Most policies contain disclaimer 
statements that staff should use their judgment to determine 
when modification to the policy is warranted (Irving, 2014).

Procedures, algorithms and pathways
Procedures prescribe step-by-step guidance to completing an 
activity, which reduces practice variability across an organisation 
and serves as a resource for staff, particularly new hires (Irving, 
2014). By clearly describing each step in a process, procedures 
reduce reliance on memory and the likelihood of consequent 
human errors. The steps are agreed upon by local experts. Like 
policies, procedures are usually developed from best practice, 
but they need to be kept updated as new evidence emerges. 
Examples include standard operating procedures and clinical 
procedures, such as performing an administration set change. 
Variation from the designated norm is permitted in special 
circumstances but not encouraged.

Similar to procedures, algorithms and pathways outline an 
ordered sequence of steps for a specific circumstance. Algorithms 
and pathways are popular in health settings because these tools 
are focused on process and outcomes, and engineered to deliver 
efficient, cost-effective and standardised care. Ideally, they should 
be based on evidence, but may be derived from expert consensus. 
These tools are particularly suited to directing the care of 
uncomplicated and planned procedural or surgical patients, or 
outlining management protocols that must be completed in a 
specific order (such as prenatal care, advanced cardiac life support 
or chemotherapy regimens). 

One example is the difficult intravenous pathway, which 
directs clinicians to obtain clinical support and ultrasound 
guidance for PIVC insertion in patients with difficult venous 
access (Sou et al, 2017). Algorithms and pathways are particularly 
useful for novice practitioners but they may not meet the needs 
of unstable or critically ill patients, or those with complications 
where flexibility, patient-specific and unit-specific considerations 
are essential. Individual patient factors (such as obesity, poor 
skin integrity, comorbid conditions and social factors among 
others) can make adherence to the tool difficult and unrealistic.

Checklists 
Checklists, like algorithms and pathways, are cognitive aids 
designed to prompt accurate task completion. Because they 
have been successfully implemented in the aviation industry, 
many healthcare settings have incorporated checklists into daily 

care to reduce adverse events and improve patient safety. A 
checklist may contain the same features as an algorithm or 
pathway, but there is more flexibility and the items or actions 
listed need not follow a prescribed order. Checklists prompt 
memory recall by ‘chunking’ information into related groups, 
thereby reducing cognitive load (Hales and Pronovost, 2006). 
They are most often used for routine assessments or transition 
periods, such as preoperative care, shift handover or patient 
discharge. More recently, checklists are being implemented in 
many hospitals to encourage compliance with evidence-based 
bundles.

Like algorithms and pathways, most checklists originate from 
consensus discussions rather than research findings and, unlike 
bundles, each item on the checklist need not be evidence based. 
When strictly adhered to, surgical safety checklists have been 
credited with a decrease in postoperative complications, most 
likely resulting from improved team communication and 
increased detection of potential errors (Webster, 2017). However, 
checklists need to be reviewed and updated regularly in 
consultation with the end users, rather than simply implemented 
by management to improve metrics (Catchpole and Russ, 2015; 
Oppikofer and Schwappach, 2017). Furthermore, while 
checklists can improve bundle compliance and patient safety, 
excessive use of checklists can overburden caregivers and lead 
to checklist fatigue (Hales and Pronovost, 2006). 

Both bundles and checklists are sometimes set up as 
mnemonics to provide an organised structure for remembering 
each item. An example of a mnemonic combination of PIVC 
bundle and checklist is HANDS, which stands for: hand hygiene; 
antisepsis with 2% chlorhexidine gluconate in 70% isopropyl 
alcohol; non-touch technique; date on a clear dressing, daily 
inspections, documentation; and scrub the hub for 15 seconds 
and allow to dry (Caguioa et al, 2012; Crowell et al, 2017). 
While this approach is promising, evidence that mnemonics 
improve PIVC outcomes in clinical practice is still lacking.

Scores
With the increase in focus on quality improvement and patient 
safety over the past two decades, scoring tools to measure patient 
risk in areas such as falls, pressure injury and nutrition screening 
have proliferated in nursing practice. However, many of these 
have not been adequately validated, and the evidence that they 
actually improve patient outcomes is not robust (Aranda-
Gallardo et al, 2013; Moore and Cowman, 2014; van Bokhorst-
de van der Schueren et al, 2014). 

Phlebitis scores are widely used to assess PIVC complications 
(e.g. pain, redness, swelling, purulence and palpable cord); 
however, the utility of current phlebitis tools is limited, as many 
use complex scales or do not define phlebitis ‘cut offs’, and 
none has been rigorously validated (Ray-Barruel et al, 2014). 
To complicate matters, many phlebitis scores have been adapted 
by individual sites and no assessment has been made of the 
validity and reliability of refashioned scoring tool. Phlebitis 
scores rely on a subjective assessment of phlebitis symptoms 
rather than a gold standard definition, and inter-rater reliability 
is poor (Marsh et al, 2015). Only the Visual Infusion Phlebitis 
(VIP) score specifies actions to accompany the score, but PIVC 
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removal is advised only after inflammation of the vein has 
already occurred. Phlebitis rates in published studies range 
widely from 0% to 91%, which reflects discrepancies in how 
phlebitis is defined and measured (Ray-Barruel et al, 2014; 
Göransson et al, 2017). 

The INS has an infiltration scoring tool as well as a phlebitis 
score (INS, 2016), but neither provides recommendations for 
action. Without recommendations for action, nurses use 
inconsistent and potentially fallible judgment rather than 
objective assessment parameters (Odell et al, 2009). Therefore, 
PIVC assessment tools should include recommendations for 
action to promote accountability; otherwise, they increase 
paperwork, not patient safety. 

A further concern is that most PIVC assessment tools do 
not assess the continued need for or the function of the cannula, 
dressing and securement integrity, adherence to infection 
prevention standards, patient preference and education needs. 
With PIVC failure rates in a range of 30–50% (New et al, 2014; 
Wallis et al, 2014; Marsh et al, 2018), assessment should include 
more than simply identifying phlebitis and/or infiltration. 
Comprehensive tools to improve patient outcomes need to be 
developed and validated (Alexander, 2017; Rickard and Ray-
Barruel, 2017). 

Conclusion
Integrating best evidence into clinical care for the patient with 
a PIVC is challenging in the complex healthcare environment, 
but a range of strategies are available to support decision making. 
Decision aids are intended to be complementary rather than 
mutually exclusive. For instance, implementing a care bundle 
and an accompanying checklist can improve compliance with 
guidelines to ensure PIVC management is consistent. 

Although national standards and guidelines are reviewed 
and updated regularly, keeping local policies and procedures 
current is an ongoing and time-consuming challenge. 

Given that clinicians are time poor, the goal for managers 
should be to incorporate decision supports at the point of care 
that contribute to meaningful patient outcomes without 
increasing workload and paperwork. 

Most importantly, the decision aid strategy should be 
systematic and evidence based, enabling care to be standardised 
and replicable across clinical settings and patient groups. 

A consistent, reliable and valid approach to PIVC management, 
based on rigorous research findings, updated regularly and 
implemented via a sound education programme, will provide 
the optimal environment for achieving high-quality 
patient outcomes.  BJN

Conflict of interest statement: this paper is independently prepared and 
reflects no commercial interest.
GRB’s employer has received on her behalf: unrestricted research grants 
from 3M, BBraun and BD/Carefusion; and consultancy payments 
from 3M, Becton Dickinson, ResQDevices and Medline for educational 
lectures based on her research. 
CMR’s employer has received on her behalf: unrestricted research and 
educational grants from: 3M, Adhezion, Angiodynamics, Baxter, 
BBraun, BD, Carefusion, Centurion Medical Products, Cook Medical, 

Entrotech, Flomedical, Medical Australia, Medtronic, Smiths Medical, 
Teleflex; consultancy payments for educational lectures/expert reports 
from 3M, Bard, BBraun, BD, Carefusion, and Mayo, ResQDevices 
and Smiths Medical.

Alexander M. A search for tools to support decision-making for PIVC use. J 
Hosp Med. 2017; 12(10):859–860. https://doi.org/10.12788/jhm.2840

Aranda-Gallardo M, Morales-Asencio JM, Canca-Sanchez JC, Barrero-Sojo S, 
Perez-Jimenez C, Morales-Fernandez A, de Luna-Rodriguez ME, Moya-
Suarez AB, Mora-Banderas AM. Instruments for assessing the risk of falls 
in acute hospitalized patients: a systematic review and meta-analysis. BMC 
Health Serv Res. 2013; 13(1):122. https://doi.org/10.1186/1472-6963-
13-122

Bodenham A, Babu S, Bennett J et al. Association of Anaesthetists of Great 
Britain and Ireland: safe vascular access 2016. Anaesthesia. 2016; 71(5):573–
585. https://doi.org/10.1111/anae.13360

Boyd S, Aggarwal I, Davey P, Logan M, Nathwani D. Peripheral intravenous 
catheters: the road to quality improvement and safer patient care. J Hosp 
Infect. 2011; 77(1):37–41. https://doi.org/10.1016/j.jhin.2010.09.011

Caguioa J, Pilpil F, Greensitt C, Carnan D. HANDS: standardised intravascular 
practice based on evidence. Br J Nurs. 2012; 21(Sup14) Suppl:S4–S11, S6, 
S8–S11. https://doi.org/10.12968/bjon.2012.21.Sup14.S4

Castro-Sánchez E, Charani E, Drumright LN, Sevdalis N, Shah N, Holmes 
AH. Fragmentation of care threatens patient safety in peripheral vascular 
catheter management in acute care—a qualitative study. PLoS ONE. 2014; 
9(1):e86167. https://doi.org/10.1371/journal.pone.0086167

Catchpole K, Russ S. The problem with checklists. BMJ Qual Saf. 2015; 
24(9):545–549. https://doi.org/10.1136/bmjqs-2015-004431

Chopra V, Flanders SA, Saint S et al. The Michigan Appropriateness Guide 
for Intravenous Catheters (MAGIC): results from a multispecialty panel 
using the RAND/UCLA Appropriateness Method. Ann Intern Med. 
2015;163(6 Supplement):S1–S40. https://doi.org/10.7326/M15-0744

Crowell J, O’Neil K, Drager L. Project HANDS: a bundled approach 
to increase short peripheral catheter dwell time. J Infus Nurs. 2017; 
40(5):274–280. https://doi.org/10.1097/NAN.0000000000000237

DeVries M, Valentine M, Mancos P. Protected clinical indication of peripheral 
intravenous lines: successful implementation. J Assoc Vasc Access. 2016; 
21(2):89–92. https://doi.org/10.1016/j.java.2016.03.001

Freixas N, Bella F, Limón E, Pujol M, Almirante B, Gudiol F. Impact of a 
multimodal intervention to reduce bloodstream infections related to 
vascular catheters in non-ICU wards: a multicentre study. Clin Microbiol 
Infect. 2013; 19(9):838–844. https://doi.org/10.1111/1469-0691.12049

Goossens GA. Flushing and locking of venous catheters: available evidence 
and evidence deficit. Nurs Res Pract. 2015; 2015:985686. https://doi.
org/10.1155/2015/985686

Göransson K, Förberg U, Johansson E, Unbeck M. Measurement of 
peripheral venous catheter-related phlebitis: a cross-sectional study. Lancet 
Haematol. 2017 Sep;4(9):e424–e430. https://doi.org/10.1016/S2352-
3026(17)30122-9

Hales BM, Pronovost PJ. The checklist—a tool for error management and 
performance improvement. J Crit Care. 2006;21(3):231–235. https://doi.
org/10.1016/j.jcrc.2006.06.002

Hallam C, Weston V, Denton A et al. Development of the UK Vessel 
Health and Preservation (VHP) framework: a multi-organisational 
collaborative. J Infect Prev. 2016; 17(2):65–72. https://doi.
org/10.1177/1757177415624752

Infusion Nurses Society. Infusion therapy standards of practice. J Infus Nurs. 

KEY POINTS
■■ A range of strategies are available to promote clinical decision making. 

These include standards, guidelines, decision frameworks, bundles, 
policies, procedures, algorithms, pathways, checklists and scoring tools 

■■ Decision aids should be based on best evidence and updated regularly to 
be most useful to practitioners; however, many rely on expert consensus 

■■ Successful implementation of complex decision aids into clinical practice 
requires ongoing education and support

■■ Checklists can promote team communication and improve patient 
outcomes, but excessive use can lead to checklist fatigue

■■ Some decision aids incorporate patient preference but many do not

British Journal of Nursing, 2018 (IV Therapy Supplement), Vol 27, No 8� S17

CATHETERS
©

 2
01

8 
M

A
 H

ea
lth

ca
re

 L
td



2016; 39(1S)
Irving AV. Policies and procedures for healthcare organizations: a risk 

management perspective. Patient Saf Qual Healthc. 2104; 13 October. 
https://tinyurl.com/y9x6w6ug (accessed 5 April 2018)

Ista E, van der Hoven B, Kornelisse RF et al. Effectiveness of insertion and 
maintenance bundles to prevent central-line-associated bloodstream 
infections in critically ill patients of all ages: a systematic review and meta-
analysis. Lancet Infect Dis. 2016; 16(6):724–734. https://doi.org/10.1016/
S1473-3099(15)00409-0

Johansson ME, Pilhammar E, Khalaf A, Willman A. Registered nurses’ 
adherence to clinical guidelines regarding peripheral venous catheters: 
a structured observational study. Worldviews Evid Based Nurs. 2008; 
5(3):148–159. https://doi.org/10.1111/j.1741-6787.2008.00105.x

Loveday HP, Wilson JA, Pratt RJ et al. epic3: national evidence-based 
guidelines for preventing healthcare-associated infections in NHS 
hospitals in England. J Hosp Infect. 2014; 86(Suppl 1:)S1–S70. https://doi.
org/10.1016/S0195-6701(13)60012-2

Marsh N, Mihala G, Ray-Barruel G, Webster J, Wallis MC, Rickard CM. Inter-
rater agreement on PIVC-associated phlebitis signs, symptoms and scales. J 
Eval Clin Pract. 2015; 21(5):893–899. https://doi.org/10.1111/jep.12396

Marsh N, Webster J, Larson E, Cooke M, Mihala G, Rickard CM. 
Observational study of peripheral intravenous catheter outcomes 
in adult hospitalized patients: a multivariable analysis of peripheral 
intravenous catheter failure. J Hosp Med. 2018; 13(2):83–89. https://doi.
org/10.12788/jhm.2867

Marsteller JA, Sexton JB, Hsu YJ et al. A multicenter, phased, cluster-
randomized controlled trial to reduce central line-associated bloodstream 
infections in intensive care units*. Crit Care Med. 2012; 40(11):2933–
2939. https://doi.org/10.1097/CCM.0b013e31825fd4d8

Mestre G, Berbel C, Tortajada P et al. Successful multifaceted intervention 
aimed to reduce short peripheral venous catheter-related adverse events: a 
quasiexperimental cohort study. Am J Infect Control. 2013; 41(6):520–526. 
https://doi.org/10.1016/j.ajic.2012.07.014

Moore ZEH, Cowman S. Risk assessment tools for the prevention of pressure 
ulcers. Cochrane Database Syst Rev. 2014; (2):CD006471. https://doi.
org/10.1002/14651858.CD006471.pub3

Moureau NL, Trick N, Nifong T et al. Vessel health and preservation 
(part 1): a new evidence-based approach to vascular access selection and 
management. J Vasc Access. 2012; 13(3):351–356. https://doi.org/10.5301/
jva.5000042

New KA, Webster J, Marsh NM, Hewer B. Intravascular device use, 
management, documentation and complications: a point prevalence survey. 
Aust Health Rev. 2014; 38(3):345–349. https://doi.org/10.1071/AH13111

O’Grady NP, Alexander M, Burns LA, et al. Guidelines for the prevention of 
intravascular catheter-related infections. Clin Infect Dis. 2011; 52(9):e162–
e193. https://doi.org/10.1093/cid/cir257

Odell M, Victor C, Oliver D. Nurses role in detecting deterioration in ward 
patients: systematic literature review. J Adv Nurs. 2009; 65(10):1992–2006

Oppikofer C, Schwappach D. The role of checklists and human factors for 
improved patient safety in plastic surgery. Plast Reconstr Surg. 2017; 
140(6):812e–817e. https://doi.org/10.1097/PRS.0000000000003892

Palese A, Cassone A, Kulla A et al. Factors influencing nurses’ decision-making 
process on leaving in the peripheral intravascular catheter after 96 hours: 
a longitudinal study. J Infus Nurs. 2011; 34(5):319–326. https://doi.
org/10.1097/NAN.0b013e3182290a20

Pronovost P, Needham D, Berenholtz S et al. An intervention to decrease 
catheter-related bloodstream infections in the ICU. N Engl J Med. 2006; 
355(26):2725–2732. https://doi.org/10.1056/NEJMoa061115

Ray-Barruel G, Polit DF, Murfield JE, Rickard CM. Infusion phlebitis 
assessment measures: a systematic review. J Eval Clin Pract. 2014; 
20(2):191–202. https://doi.org/10.1111/jep.12107

Resar R, Griffin F, Haraden C, Nolan T. Using care bundles to improve health 
care quality IHI Innovation Series white paper. Cambridge, Massachusetts: 
Institute for Healthcare Improvement; 2012.

Rhodes D, Cheng AC, McLellan S et al. Reducing Staphylococcus aureus 
bloodstream infections associated with peripheral intravenous cannulae: 
successful implementation of a care bundle at a large Australian health 
service. J Hosp Infect. 2016; 94(1):86–91. https://doi.org/10.1016/j.
jhin.2016.05.020

Rickard CM, Ray-Barruel G. Peripheral intravenous catheter assessment: 
beyond phlebitis. Lancet Haematol. 2017; 4(9):e402–e403. https://doi.
org/10.1016/S2352-3026(17)30145-x

Royal College of Nursing. Standards for infusion therapy. London: RCN; 
2016

Saunders H, Vehviläinen-Julkunen K. The state of readiness for evidence-
based practice among nurses: an integrative review. Int J Nurs Stud. 2016; 
56:128–140. https://doi.org/10.1016/j.ijnurstu.2015.10.018

Sou V, McManus C, Mifflin N, Frost SA, Ale J, Alexandrou E. A clinical 
pathway for the management of difficult venous access. BMC Nurs. 2017; 
16(1):64. https://doi.org/10.1186/s12912-017-0261-z

Sriupayo A, Inta N, Boonkongrat S et al. Effectiveness of peripheral vascular 
catheter care bundle in the Pediatric Nursing Service, Chiang Mai 
University Hospital, Thailand. Chiang Mai Med J. 2014; 53(2): 63–73

Swaminathan L, Flanders S, Rogers M et al. Improving PICC use and 
outcomes in hospitalised patients: an interrupted time series study using 
MAGIC criteria. BMJ Qual Saf. 2018; 27(4):271-278. https://doi.
org/10.1136/bmjqs-2017-007342

Takashima M, Ray-Barruel G, Keogh S, Rickard C. Randomised controlled 
trials in peripheral vascular access catheters: a scoping review. Vasc Access. 
2015; 10–37

Talento AF, Morris-Downes M, Thomas T et al. Implementing peripheral 
vascular catheter care bundle in a tertiary care hospital: no room for 
complacency? Clin Microbiol Infect. 2011;17:S368

van Bokhorst-de van der Schueren MAE, Guaitoli PR, Jansma EP, de Vet 
HC. Nutrition screening tools: does one size fit all? A systematic review 
of screening tools for the hospital setting. Clin Nutr. 2014; 33(1):39–58. 
https://doi.org/10.1016/j.clnu.2013.04.008

Wallis MC, McGrail M, Webster J, Marsh N, Gowardman J, Playford EG, 
Rickard CM. Risk factors for peripheral intravenous catheter failure: 
a multivariate analysis of data from a randomized controlled trial. 
Infect Control Hosp Epidemiol. 2014; 35(01):63–68. https://doi.
org/10.1086/674398

Webster CS. Checklists, cognitive aids, and the future of patient safety. Br J 
Anaesth. 2017; 119(2):178–181. https://doi.org/10.1093/bja/aex193

Webster J, Osborne S, Rickard CM, New K. Clinically-indicated 
replacement versus routine replacement of peripheral venous catheters. 
Cochrane Database Syst Rev. 2015; (8):CD007798. https://doi.
org/10.1002/14651858.CD007798.pub4 Medline

Weston V, Nightingale A, OLoughlin C, Ventura R. The implementation of the 
Vessel Health and Preservation framework. Br J Nurs. 2017; 26(8):S18–S22. 
https://doi.org/10.12968/bjon.2017.26.8.S18

CPD reflective questions

■■ Are the tools available in your workplace assisting you to make confident, informed decisions about PIVC care?

■■ Do you know if your hospital policy is updated regularly to reflect recent evidence?

■■ Do the decision aids available in your workplace incorporate patient preference? 
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