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	Establishing Peripheral Venous Access 
(IV Start)


Definition/Purpose: Peripheral IV access is used to administer intravenous medications by infusion or push technique. This policy/procedure outlines the steps for the establishment of peripheral venous access.   
Personnel Responsible: Nurses
Equipment/Supplies Required:  

· IV solution as ordered

· IV administration set/tubing

· Injection cap

· Safety angiocaths

· 10-mL normal saline in syringe

· 3- to 5-mL heparin lock (optional)

· Alcohol swabs

· Nonsterile gloves

· Tourniquet

· Tape/transparent dressing

· Nonsterile 2x2 gauze

· IV pole with pump (optional)

· Sharps container (available in area) 

Policy:

Peripheral IV access (IV start) will be established by clinical staff experienced in the introduction of IV catheters or butterfly needles for the purpose of administering intravenous medications or fluids. Strict aseptic technique will be used.

Procedural Steps:

A. Explain the procedure to patient.

B. Gather equipment.

C. Wash hands

D. Spike IV solution with administration set and prime tubing. Hang IV bag on IV pole and position within easy reach.

E. Repeat hand washing.

F. Apply tourniquet to arm 5-6 inches above potential catheter insertion site.

G. Select appropriate vein for placement of IV catheter or needle:

1. Avoid bony prominences or joint areas of wrist if possible.

2. Use most distal portion of vein, moving proximal as necessary.

3. Avoid hard, tortuous, or knotted veins.  

4. Avoid antecubital fossa, if possible.

5. Avoid limbs affected by axillary node resections or radiation.

6. Avoid bruised or sclerosed areas.

H. 
Apply nonsterile gloves.

I. 
Cleanse skin at IV access site with alcohol swab and allow to dry. 

J. 
Anchor vein by placing thumb over vein and stretching the skin against the direction of insertion 2-3 inches distal to the site. Insert needle/catheter into vein.

K. 
Watch for blood return or flashback indicating that needle has entered vein. Advance needle until hub rests at venipuncture site.

L. 
Stabilizing catheter with one hand, remove tourniquet. 

M. 
If using catheter with stylet, remove stylet and quickly attach IV tubing to catheter tip.

N.   
Secure IV catheter or needle with tape and/or transparent dressing.

O. 
Release roller clamp to begin infusion at a rate to maintain patency of IV line.

P. 
If using injection cap, attach cap to IV catheter instead of IV tubing and flush with normal saline and heparin lock flush.

Q. 
Discard stylet and contaminated waste into appropriate receptacle.

R. 
Remove gloves and wash hands.

Patient/Caregiver Instructions:

A. Report pain or swelling around IV insertion site.

B. Protect IV site when active during treatment.

Documentation:
A. Medical Record

Document insertion site, number of insertion attempts, size and type of catheter or needle used, and presence/absence of blood return, swelling or pain, and patient response to procedure.

B. Billing

Mark encounter form to bill for IV fluids, supplies and IV Start procedure code (36000).  Bill Level 1 E & M code (99211 – Nurse Visit) as appropriate.
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