Clinical Pathways

Peripheral Venous Access

llana Waynik, MD
Stacy Elliot, RN

Bill Zempsky, MD
Jill Herring, APRN
Ryan O’Donnell, RN

CHILDREN'S
HOSPITA

®_C ticut
€. PChildrenss




.:.Connecticut

Objectives Childrens

ldentify important components of the Peripheral Venous Access Clinical Pathway
Summarize P-L-E-A-S-E

Discuss behavioral interventions and age specific considerations

Outline the topical anesthetics available and how they are best used

Describe the DIVA score and how it is useful

Demonstrate use of the Peripheral Venous Access Clinical Pathway
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What is a Clinical Pathway? Childrens

Evidence-based guideline that decreases unnecessary variation and helps promote
safe, effective, and consistent patient care.
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Why is this Pathway Necessary? Childrens

Venous access is most common source of pain for patients in the hospital

Currently there is inconsistent analgesic use for peripheral venous access

Current nursing protocol is interpreted differently by different staff members
There Is often inaccurate or absence of documentation for venous access procedures
To provide a guideline for a standard approach to venous access procedures

To improve the patient and family experience
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Objectives of Pathway Childrens

Standardize and increase use of topical anesthetics for venous access procedures
Reduce number of venous access attempts

|dentify patients with difficult venous access

Standardize and increase use of child life /behavioral support techniques for venous
access procedures

Improve documentation of venous access procedures
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What is Peripheral Venous Access? Childrens

» Accessing vein to obtain blood work and/or infuse medications, hydration fluids,
nutrition, blood products
o Peripheral IV placement
o Venipuncture

« Most common procedures performed on children in hospital

N

Pediatric patients rate pain from
needle sticks as the “worst pain”
they experience in hospital
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Change Is possible! Childrens

University of Minnesota implemented a hospital-based, system wide initiative, Children’s
Comfort Promise

* They implemented a new standard of care for needle procedures that includes:

o topical anesthetics

o sucrose or breastfeeding for infants 0-12 months

o comfort positioning (including swaddling, skin to skin, tucking for infants, sitting upright for children)
o age appropriate distractions

 After implementing this protocol, overall pain prevalence significantly reduced at
their institution

Postier, et al. Pain Experiences in a US Children’s Hospital: A Point Prevalence Survey Undertaken After the Implementation of a System-Wide
Protocol to Eliminate of Decrease Pain Caused by Needles. Hospital Pediatrics. 8(9): September 2018.



University of Minnesota’s a2pConnectiut
Children’s Comfort Promise Childrens

Table 3
Percentage of audits indicating best practices were offered by hospital unit, before and after comfort promise implementation.
Department/unit Ambulatory Medical/surgical (4) Neonatal (4) Critical care (3) Ambulatory clinics
(N units) phlebotomy (2) primary (12)
Implementation January 14, 2014 July 1, 2014 January 1, 2015 May 1, 2015 July 1, 2016
date
Data collection Baseline October Baseline December Baseline December Baseline December Baseline  December
points (n=52 2014 (n=38) 2016*(n=40) (n=121) 2016(n=206) (n = 39) 2016~ (n = 202) 2016*
T =64 __ (n = 50) (n = 19949t
( Numbing % ) 0 561 ( 0 ) ( 85 \ 0 98 0 94 0 60
%ﬂ/ 0 100 S Ne2/ 36 98 25 81 0 90
breastfeeding %
Comfort 28 100 39 75 21 99 20 100 62 60
positioning %
Distraction % 44 95 62 75 28 96 B0 100 59 60

Some clinical areas were not included in this table due o low procadural frequency in their patient population (ambulatory specialty clinics, radiclogy, short stay, perioperative sites, and one overflow med/surg unit), o
inconsistent or insufficient audit volumes (EDs).

* Thiese units have not yet reached their target goals and are still collecting audit data.
t Baseline audits were conducted manually. They are now embedded in EMR and pulled 100% monthly.
¥ Mote that phlebotomists are not allowed to apply topical anesthesia.

NOTE: By implementing the comfort bundle, the percentage of time topical anesthetics,
sucrose/breastfeeding, comfort positioning, and distraction were used increased from
baselines as low as 0% to 75-100% of the time in most locations in the hospital.

Friedrichsdorf SJ, Eull D, Weidner C, Postier A. A hospital-wide initiative to eliminate or reduce needle pain in children using lean methodology. Pain Reports. 3 (2018)e671. 1-11.



CLINICAL PATHWAY:

Venous Access — Emergency Room Care =

JUDGEMENT.

Indusion Criferia: Provider determines patient neguires periphess| venous sccess for PIY plaosment orvenipuncture;
t 37 wesks GA; petient clinicelly stable
Potiant locotion: ED
Exdusion Criteria: Ursiable patient; « 37 wesks G4, docurmented allengy to topical anesthetic agents; ermengent procedures;
petient sedated; parentzl refusz]
Futiant dpaotion: Inpatiant, Ambulstory clinics, Feroperative, FICU, Seoation, Raiciogy | CTIMAI
[pleese refer tn VEnous Acoess Pattey]
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e Care Clinical Pathway.
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We will be reviewing each component in the
e R following slides.
e
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CLINICAL PATHWAY:

Venous Access — Inpatient Care

JUCGMEMT.

Inciusion CATEIA: Frovicer CETErmIrESs patent requires Cariphamml venous SC08ss Tor FIW pIRCEMEnt Of venipunceare;
2 37 weeks G&; petient clinically stable
Patiart location: Inp t, ¥ Clinics, Perioperative, FICU, ian, Radiology (CT/MRI)
Exchusion Criteria: Unstable patient; « 37 weeks G4; doCumented allergy totopical anesthetic agents;
Emargant prOCEOURSS; patient sedated; parente| rerusal
Pationt focotion: NICOJ, ED (refer to ED Venous Access Pathway]
]

Fif prtient Say “PLEASE" for Procegure Planning:
mECImED s Place: reatment room, lmit £ of people present
unsterie s Local Analgesia® LA praferred
at sy &  Education: See Appendin A — Child Life, Appendix B - Scripting
point, & Analresics or Segatives
notity s  Suppart: Coping Skillsvis Bresthing techniques, Comfort peaitioning, Diversicn/Cistraction (BCD):

See Apperdix A — Child Life, Appendix B - Scripting

and tresat - | 'I s ufsor i i i

Nurse fo dorument procedure planning comporents in EPIC

{should aksg induds INVA Scove’ and totel rumber of'| pes)
T

This is the Venous Access —Inpatient Care
Clinical Pathway.

Attemipt 12 by more skilled unit based proviger’ |

Attempts
sucoess iyl

Discuss options and establish action plan with medical team
&  Consiger whethar:
©  Ableto change medication route to PO, NGT, &, IM
Ableto rebvyorate vis NET or GT

The two pathways - Emergency Department Care

: Ableto abtzin lzbs vis heel finger/farterial stick
- - - - © Thereis problematic incompatibility [Re. with
and Inpatient Care - are similar in many ways. = N S D rme
T — »  Contact primary Atb=nding to discuss it unsure
. . . . froy fer
We will point out a few key differences while o B
- Waim ]
gOIng through them- " | e | stem s *  ContacttheVoeke group “IV Team — Difficult Access” oo
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Scare akt=mpts*
*if this group i needwd, plose ploce AL Solutions report finduds
DIVA score ond tote! rumber of eifempts) to decument that s
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At ke WhaR s Ee
(10} ar.'_— ;‘:{:‘b
walt XMmin Attempts unsucoessiul snd
Flig & 37w, 19, nad BCCESS urgently nesged?
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Sucrma = B Cant i with oiker
&  Discuss with primary Artending
Vaporoolast Spray ala unatls to &  Consiger consulting Pecirtric Sunmeny for CUL or place consult
[Fain Eme} walt Mmin. Can be for FICC [or interventional raciclogy] it sppropriste
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CLINICAL PATHWAY:

Venous Access — Emergency Room Care

CLIMICAL

aT.

CLINICAL PATHWAY:

Venous Access — Inpatient Care

Inclusion Criteria: Provider determines patient requires peripheral venous access for PIV placement or venipuncture;

Exclusion Criteria: Unstable patient; < 37 weeks GA; documented allergy to topical anesthetic agents; emergent procedures;

> 37 weeks GA; patient clinically stable
Patient location: ED

patient sedated; parental refusal

Patient location: Inpatient, Ambulatory clinics, Perioperative, PICU, Sedation, Radiology (CT/MRI)

(please refer to Venous Access Pathway)

Inclusion Criteria: Provider determines patient requires peripheral venous access for PIV placement or venipuncture;

> 37 weeks GA; patient clinically stable

Patient location: Inpatient, Ambulatory clinics, Perioperative, PICU, Sedation, Radiology (CT/MRI)
Exclusion Criteria: Unstable patient; < 37 weeks GA; documented allergy to topical anesthetic agents;

emergent procedures; patient sedated; parental refusal

Patient location: NICU, ED (refer to ED Venous Access Pathway)

unstable

Locel Analgein '
Education: See Appendix & — Child Life, App
Anslresics or Secatives

Support: Coping Skills via Breathing tech
Sex Appendix & — Child Life, Apperng
Equiprment: Uibrasourd or transi
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iz, Diversicn/Distraction [BCD):

The Emergency Room care pathway is
intended for patients physically in the
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CLINICAL PATHWAY: CLINICAL PATHWAY:

Venous Access — Inpatient Care

Venous Access — Emergency Room Care REPLACE CLIMICAL

aT.

Inclusion Criteria: Provider determines patient requires peripheral venous access for PIV placement or venipuncture; Inclusion Criteria: Provider determines patient requires peripheral venous access for PIV placement or venipuncture ;
237 weeks GA; patient clinically stable > 37 weeks GA; patient clinically stable
Patient location: ED Patient location: Inpatient, Ambulatory clinics, Perioperative, PICU, Sedation, Radiology (CT/MRI)

Exclusion Criteria: Unstable patient; < 37 weeks GA; documented allergy to topical anesthetic agents; emergent procedures; . L. . . .
P - . &y P € gentp Exclusion Criteria: Unstable patient; < 37 weeks GA; documented allergy to topical anesthetic agents;
patient sedated; parental refusal

Patient location: Inpatient, Ambulatory clinics, Perioperative, PICU, Sedation, Radiology (CT/MRI) emergent procedures; patient sedated; parental refusal
(please refer to Venous Access Pathway) Patient location: NICU, ED (refer to ED Venous Access Pathway)
T T, BT T P TS = ion: See & — Child Lite, Appendix B — Scripti
unstable = Locel Analgesin's LMWK preferred Anzlgesics or Sesatives
at any s Educstion: See Appendix A — Child Life, Appendix B — Scripting Support: Coping 5kills via Breathing techniques, Comfort pesitioning, Diversion/Tistraction (BCDf
point, s Anmgesics orSecstives See Apperdix A - Child Lite, Appendix B - Scripting
raotity s  Support: Coping Skills via Breathing techniques, Comfort positioning, Diversion/Distraction [BCD) Equil & U/ or transilluminator, if
provider Sex Appendix A — Child Life, Apperndix B— Scripting NUrso to SOCUmOnT BrOSEure penning componants in ERIC
and treat s  Eguipment: Ulrasocund or ransiluminator, ¥ awailobie {should also indude VA Scone’ and totod numier gf ttempts)
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Before Painful Procedures

Say:

Place

Local Anesthesia
Education
Analgesics
Support

Equipment

For more information please see the CCMC Painful Procedures Guidelines
or speak with your Pain Team representative.

@
] comfort
Cornmmctiat Ceh+ra‘

CLINICAL PATHWAY: ST
Venous Access — Inpatient Care LT

Say “PLEASE” for Procedure Planning:

Place: treatment room, limit # of people present
Local Analgesialz LMX preferred
Education: See Appendix A — Child Life, Appendix B — Scripting
Analgesics or Sedatives
Support: Coping Skills via Breathing techniques, Comfort positioning, Diversion/Distraction (BCD);
See Appendix A — Child Life, Appendix B — Scripting
Equipment: U/S or transilluminator, if available

Nurse to document procedure planning components in EPIC

Attempts
sucoess iyl

Discuss options and establish action plan with medical team
&  Consiger whethar:
©  Ableto change medication route to PO, NGT, &, IM
2 i ryirat e i 8 ST or GT
btain labs vz heelfingerfarterial stck
broblem atic incompatibility [fe. with
ons, INF, TFH)
Ary Abb=nding to discuss if unsure

Ho approprais atermatives,
NouUs 2CCess urgently nesded]

Nursing will document the
procedure within EPIC including

number of attempts and DIVA A e
score O

ot mumber of Gitempts) fo document that this
resOUrTE WAz Ltlined

Attempis unsuccessful snd
BCCESS urgently nesged?

Sucrma B Cant i with oiker
&  Discuss with primary Artending
Vapsroolant Spray e Cinically unatle tn &  Consiger consulting Pecirtric Sunmeny for CUL or place consult
[Puin tm} -m_n::u far FICC [or interventiznal racichoy] it sppropriate
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Before Painful Procedures o
Say:  muwen | Place “="Childrens

Treatment Room

Private, calm, soundproof
Keeps bedroom safe place

Isolation patients can go to the treatment room (ensure room is
appropriately cleaned after use)

Treatment room monitor can be used (not central monitoring)
Call bell in room for emergency
Limit # of people present

Local Anesthesia

Education

Analgesics

Support

Equipment

For more information please see the CCMC Painful Procedures Guidelines
or speak with your Pain Team representative.

central

... @COM'FOY*




Before Painful Procedures

Analgesics
Support
Equipment

For more information please see the CCMC Painful Procedures Guidelines
or speak with your Pain Team representative.

... @COM fort

central

.:.Connecticut

L: Local Anesthesia Childrens

LMX J-Tip

Pain Ease Sucrose

p w\’\«.
s
=

’L'- "K =

Why do we need this?

To reduce unnecessary pain and suffering from procedure

Pain experiences early in life can have long term physiological,
psychological and behavioral effects

To improve procedural success rate and decrease procedure
time




L: Local Anesthesia

Pain Ease

Sucrose

...Coqnecticut
m Childrens

J-Tip & STAQ Lidocaine

Who? .

When? D

How? D

Contraind D
ications

Children >/= 37 weeks GA

First line when clinically able to wait 30
minutes

Preference for LMX Over

Pain Ease (LMX more effective than
Pain Ease)

Requires an order

<4 years: 1 g applied to site

4 to 17 years: 1 to 2.5 g applied to site
Note: For peripheral IV cannulation,
some have recommended application to
6.25 cm2 of skin

1 tube contains net 5g

Should not exceed 3-4 topical doses per
day

Can be in two different places at the
same time

Hypersensitivity to lidocaine or any
component of formulation
Hypersensitivity to another local
anesthetic of amide type

Traumatized mucosa

Bacterial infection at site of application

Age =3yo
Developmentally able to understand
cooling sensation to skin

Not enough time to use LMX (< 30
minutes)
Not as effective as topical LMX

Requires an order

Spray treatment area continuously for 4
to 10 seconds from a distance of 8 to 18
cm (3 to 7 inches) until skin just turns
white. Do not frost skin/area. Avoid
spraying of target area beyond this
state. With skin taut, quickly introduce
needle.

Reapply as needed

Concerns with use

Requires appropriate technique
Expensive

Hypersensitivity to pentafluoropropane,
tetrafluoroethane or any other
component of formulation

Infants < 6 months

Any painful procedure
In combination with a topical analgesic

Requires an order

Administer 2ml of 25% solution by
syringe into the infant’'s mouth (1ml each
cheek) or allow infant to suck solution
from a nipple (pacifier) for no more than
2 minutes before start of painful
procedure

May be given for >1 procedure within a
relatively short period of time, but it may
not be effective if administered more
than twice in 1h

More effective when given in
combination with a pacifier; nonnutritive
suck also contributes to calming infant
and decreasing pain-elicited distress

Suggestion that neonates should not
receive > 10 doses in a 24h period of
time

Children >/= 37 weeks GA
Adequate subcutaneous tissue

Any needle procedure
When procedure is time-sensitive
(effect in 1-2 minutes)

Requires an order for the STAQ
Lidocaine

Dose for all patients is 0.2ml

J-Tip to be filled with 0.2ml from STAQ
Lidocaine pre-filled syringe

Z-track method is preferred for delivery
of Lidocaine near vein

Needle should be held at a 90 degree
angle, and held in place for 2-3 seconds
after administration

Massage the injection site with gauze to
evenly distribute

Area will be fully numb in 1-2 minutes

Allergy to Lidocaine

Not recommended for use over ports
Precaution should be taken in patients
taking blood thinners, who have blood
diseases and those undergoing
chemotherapy



LMX

®_ Connecticut
LMX Mythbusters =y €=®Childrens

oooooooooooooooooooo

=== |
MYTH CURRENT EVIDENCE
Myth #1
« LMX causes systemic vasoconstriction + Compared to EMLA cream, LMX causes less skin blanching
and vasoconstriction
» Data shows increased rates of cannulation on first attempt
Cregin et al. “Improving pain management for pediatric patients undergoing nonurgent
painful procedures.” Am J Health-Syst Pharm. Vol 65. 2008.
Myth #2

« LMX can only be used for insect bites LMX is used as a local anesthetic

Myth #3
« EMLA is on formulary at Connecticut Children’s

LMX is on formulary at Connecticut Children’s
EMLA is NOT available

Myth #4  Shorter IV cannulation time and higher procedure success rate
 LMX s not appropriate for infants or patient’s with difficult IV compared to placebo
access * Less stress and trauma

Zempsky. “Pharmacologic approaches for reducing venous access pain in children®
Pediatrics. 2008.



Before Painful Procedures

Say:

Place

Local Anesthesia

Anali esics

Equipment

For more information please see the CCMC Painful Procedures Guidelines
or speak with your Pain Team representative.

... @COM fort

central
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E: Education '-'c‘l’ﬁﬁ:;ffs'
S: Support

Child life consult/support

— Available during business hours (unit based)

— In-house pager on weekends during business hours
Age appropriate preparation for procedure
Training for coping skills

Comfortable environment
Distraction

Er(]:I_tIJdcation for parents of how they can support their
chi

Includes breastfeeding/skin to skin contact for
infants




Before Painful Procedures

Say:

Place
Local Anesthesia
Analgesics

Support

For more information please see the CCMC Painful Procedures Guidelines
or speak with your Pain Team representative.

.-. comfort
Connectian central

CLINICAL PATHWAY:
Venous Access — Inpatient Care f

Say “PLEASE” for Procedure Planning:

e Place: treatment room, limit # of people present

e Local Analgesialz LMX preferred

e Education: See Appendix A — Child Life, Appendix B — Scripting
e Analgesics or Sedatives

[ ]

See Appendix A — Child Life, Appendix B — Scripting
e Equipment: Ultra d or transilluminator, if available

Support: Coping Skills via Breathing techniques, Comfort positioning, Diversion/Distraction (BCD);

o document procedure planning components in EPIC
9 include DIVA Score’ and total number of attempts)

Appendix A: is a document with N
developmentally appropriate education =
and support information sorted by age | i

group.

Appendix B: is a document with some ===
scripting ideas for nurses to help them Rl
talk to patients and families about IV =~ ==
placement =

Aemit ¥2 by any Atrempts
unit based provider” nsuCCEssTulT,

Attemipt 12 by more skilled unit based proviger” |

Attempts
sucoess iyl

&  Consiger whethar:

»  Contact primary Atb=nding to discuss it unsure

Discuss options and establish action plan with medical team

©  Ableto change medication route to PO, NGT, &, IM

©  Ableto revydrate wis NGT or GT

©  Ableto obbin labs vix hesl Minger/arterial stick

© Thereis problematic incompatibility [Re. with
medications, I¥F, TP}

Ho approprais atermatives,
NouUs 2CCess urgently nesded]

*  ContacttheVoeke group “IV Team — Difficult Access” oo

identify availzble sidlled team members for max 2 additionsl
akt=mpts*

*if this group i needwd, plose ploce AL Solutions report finduds
DIVA score ond tote! rumber of eifempts) to decument that s
IRSDUITE WY hliTed

Attempis unsuccessful snd
BCCESS urgently nesged?

&  Discuss with primary Artending
&  Consiger consulting Pecirtric Sunmeny for CUL or place consult

for FICC [or interventional raciclogy] it sppropriste

aE=m» O

See next slides
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Appendix A

E: Education
S: Support

"

Connecticut

Childrens

Peripheral Venous Access Pathway: Behavioral Recommendations

Child Life/Developmental Considerations by Age Group:

Infant (0-12 months)

Toddler (12months-3 years)

Pre-School (3-6 years)

Parental involvement and support
Comfort Positioning (swaddle}

Creating a calm soothing environment
{music, dim lighting if possible)

If parents unavailable, consider child life
as calming/supportive presence
Consider Sucrose/topical pain
management

Best Techniques:

Skin-to-skin contact, pacifier, singing,
talking, rattles & toys, stroking the baby’s
head, patting & positive touch

Parental involvement and support

Comfort Positioning (sitting on a parent’s lap, chest to
chest, chest to back hug/hold)

Limit unnecessary caregivers/providers

Topical pain management

Provide distraction (Page child life)

Best techniques:, bubbles & pinwheel, singing, counting,
reading, visual block

Distraction items: interactive apps iPad/phone, music,
videos, flap books, wands, toys/books that light up
Language-use familiar words and phrases

Treatment Room Use

Parental involvement and support

Comfort Positioning (sitting on a parent’s lap,
chest to chest, chest to back hug/hold)

Limit unnecessary caregivers/providers

Offer choices
Topical pain management and/or buzzy

Page child life: basic preparation,
distraction/coping techniques

Best techniques:, bubbles & pinwheel, singing,
counting, reading, visual block

Distraction items: interactive apps iPad/phone,
music, videos, flap books, wands, toys/books
that light up

Language/careful word choice- magical thinkers
Treatment Room Use

Debrief

School-Age (7-12 years)

Teen/Young Adults (13 years and older)

Other considersations:

Parental involvement and support
Comfort positioning
Education/preparation

Provide choices to child (would they like to watch, look

away, can they “help”)
Topical pain management and/or buzzy

Provide choices/participation
Education/Preparation

distraction/coping
= Topical pain management and/or buzzy

= Page child life for anxious patients: preparation,

Best techniques: Breathing/blowing, talking about

Page child life: preparation, distraction/coping

Best techniques: Breathing/blowing, counting, talking
about something else, joking

Distraction items: iPad/phone, music, videos, I-Spy
book, relaxation/guided imagery

Language/careful word choice- abstract thinkers
Treatment Room Use

Debrief

something else,

Distraction items: iPad/phone, music (with or without

headphones), videos, relaxation/guided imagery
Debrief/Process

®  Consider developmental age vs.
chronological age
Avoid use of “almost done”
Avoid use of “it's only” or “it's
just”

= Never says ALL DONE until you
are actually all done/no need for
any final steps

= Timing
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CLINICAL PATHWAY:
Venous Acces Inpatient Care
Appendix B

CLINICAL PATHWAY:
Venous Access — Inpatient Care
Appendix B: Scripting

IKICAL

IKICAL

RE
JUDGMENT.

JUD-GMENT.

H PAIN EASE:
Are you tongue tied talking to patients and families about topical ® “"Cold spray that can be used to numb the skinfarea for V"

anesthetics? Here is some scripting to gu "de}-'au & “The spray itself is uncomfortably cold, but most children prefer this to feeling of needle
° " £ e ) ’ insertion. [needs to be sprayed for up to 10 seconds- or until skin turns white-to work).”

FOR PATlENTS & ™\e can provide preparation for support for all of the steps.”
{based on developmental level/age /previous experience/knowledge of patient)
JITIP:

® “AJTIPis a device that has pressurized lidocaine in it 5o it can spray into/under the skin to
numkb the area where the needle will go in.”
# “ltmakes a loud noise which can be startling but we can prepare your child for it and make it

LIMIX:
» “The nurse will put a special cream on your {arm/hand) that makes your skin numb.*
* Do you know what "numb” means?" “so you won't feel it so much™ {use teachback].
#  Most kids tell me that it helps so the [poke/needle/pinch) won't hurt [45/50) much. into smething fun like a rocket ship blastoff).”
[IMPORTANT: do not promise no pain or no feeling of needle insertion)

- _ . . o
#*  "Most kids say they still feel touching/pushing/pressure but the cream is a helper that makes it * "Yr.iur child may feel 3 quick burst of air but t_hE\rshqu:I not = pain frorn_lr_
— = “ltis normal to see a small bullseye and possible spot of bleod from where it was sprayed.”

#  "First, the nurse may need to find the right spot for your cream.”

# “They may use the tight orange band/rubber band/squeeze band on your arm, feel with anly
their fingars, put on some cream, cover with a clear bandage/tape/sticker”

#  "The cream will stay on for 30 minutas/as long as one .. " (30 minute TV show, or other "time"
example thay can understand).

PAIN EASE:

*  "We can use a cold/freezie spray (ELSAfOLAF for prescheol/young school age) te help make your
skin numiy (so you won't feel it so much)®

+  "Most kids tell me that it helps so the (poke/needle/pinch} won't hurt (A5/50) much”
(IMPORTANT: do not promise no pain, no feeling of needle insartion)

#*  "Most kids say the cold is REALLY cold (like holding an ice cube/snow for @ long time), some kids
say the cold is uncomfortable, but is easier than feeling pinch/poke/needle.”

#  "The nurse will clean your skin first, spray it for 10 seconds (we can count together) or until your
skin turns white and then do the IV (tube)/blood test right away.”

JTIP:

#  "Thisis a special tool that sprays numbing medicine an your skin so that the poke won't hurt as
much.”

#  “This teol will mzke 3 noise like a soda can opening.”
®  "you will feel a quick big puff of air and it might feel wet. It will start to work in 1-2 minutes)

FOR PARENTS

LIMIXC:
* “Cream that helps te numb the skinfarea for IV, may not take all pain away, butis helpful.®
= "patient will still feel pressure/touching.”
#* "Cream must stay on for 30 minutes to be most effective.”
#* "We can provide preparation for support for all of the steps *

0
THE BEGINNING

CONTACTS: ILANA WAYNIE, MD | CY ELLIOTT, RN | BILL ZEMPSKY, MD | JILL HERRING, APRN

LAGT UPCATER: S50 22




Connecticut

Childrens

Before Painful Procedures S: S u O rt @
Say: B PP | ap

Distraction Is a great way to support children
through IV placement

Place

Local Anesthesia

Education —q A Coping toolkit will be available in every
Analiesics treatment Foom.
Equipment |

For more information please see the CCMC Painful Procedures Guidelines
or speak with your Pain Team representative.

i comfort
Connectian central




Before Painful Procedures

Say:

Place

Local Anesthesia
Education
Analgesics
Support

For more information please see the CCMC Painful Procedures Guidelines
or speak with your Pain Team representative.

... @COM'FOY*

central

E: Equipment

"

Connecticut

Childrens

-— ‘J"‘

 Transilluminator and Ultrasound are available

« Some pediatric residents are being trained in placing

PI1Vs using ultrasound-guidance

* You can ask residents for help if traditional methods are
unsuccessful or for patients with difficult venous access




CLINICAL PATHWAY:

CLINICAL PATHWAY:
Venous Access — Inpatient Care

Venous Access — Emergency Room Care

JUDGMENT. JUDGMENT.

INCIUSion CRTEFIA: Frovioer CRTErmines DETant requires paripharal vanous scoess for PIY QA0S MAant or VENIpURCEure
& 37 weeks GA; prtient clinically stebke
Agtiant Incaticn: Inpetient, Amgulstory cliniss, Peropersthee, FICU, Sedation, Radialogy (TR
Exclusion Criteria: Unstable patient; < 37 weeks G4&; documented allergy to topical anesthetic agents;
EMArEant proCECUTas; patient sadaten; parentsl rerussl
Patient focotion: NICU, ED (refer to ED Vienows Access Pefhway)
[]

Inclusion Criteria: Provider setermines patient reguires periphers| venous sccess for PIY placement or venipuncture;
= 37 weeks GA; patient clinically stable
Fotiant focoticn: ED
Exclusion Oriterin; Unsinble patient; « 37 weeks G4 documenied allengy to topicel anesthetic agents; emengent procegures;
[pRtient secated; parents| retussl
Potiant ocotion: Inpatient, Ambulatory clinics, Feraperstive, PICL, Secation, Reciclomy | CT/MA

plezse refer to Vencus Access Pathwey] If patient Say “PLEASE" for Frocedure Flanmang:
DecomEs @ Place: trestment room, limit £ of pecple present
*If patent Say “PLEASE" for Proced ure Flsnning: umstanie & Local anslgesin®: LW preterred
b & Ploce: trestrment room;, limit 2 of people present ot any s Education: Sze Apperdix & — Child Life, Appendiz B — Scripting
unstable = Locel Analgesin's LMK preferned [point, & Anzizesicc or Secstives
at any s Educstion: See Appendix A — Child Life, Appendix B — Scripting natify «  Support: Coping 5kills vz Breathing techniques, Comfort pesitioning, Diversion/Tistraction (BCDf
paint, s Anmgesics orSecstives proviser See Appendix A - Child Lite, Appendis B - Scripting
raotity s  Support: Coping Skills via Breathing techniques, Comfort positioning, Diversion/Distraction [BCD) and trest «  Equil & U/ or transilluminator, if
provide Sex Appendix & — Child Life, Apperdiz B Scripting NUrso to SOCUmOnT BrOSECure penning somponrants in ERIC
= Equipment: Ulbrasound or transiBuminator, i avail sbie {should also indude SV Scove’ and totod numier af |
T

Murse I COCUMEnE Eromaure penning Compenents in EFIC
{showld alen inckede DNVA Score” and fotof number of )

Difficult Venous Access
DIVA Score >4

Difficult Venous Access
DIVA Score 247
OR history of difficult acce

Attempts
SLACCEss My

Di scums ophions and establish action plan with medical team
#  Corsiger whether:
@  Ableto change misdication rowte to PO, NGT, T, IM
&  Ableto revyorate vis NSTor GT
@ Ableto obtzin labs vis heelffingzr/arterial stick
&  Thereis problematicincompatinility [Re. with

Standard ¥eEnous ACCESS
D Scare o4’

Standard Venous Access

DIVA Score <4 Standard Venous Access

DIVA Score <4°

Attemgtxl by any
urit hased provider*

AttemptxZ by more ski

Attemptal by sy
unit basen provicer

- . L . . . .
g |N both pathways nurses will evaluate the patient’s Difficult o e s urses
o | @ o * ! Azle to change medic - - -
| e Venous Access (DIVA) Score. This will help guide the next e i
amie to coMmin baes v pErop
Faks | Faksn . There iz problematici NoAs ACCess Urgently nesded?
=] - s Steps taken.
- & 11 e = = & CortacttheVosRe sroup "IV Tesm — Difficult Accesc® to
mo | 1Smo Edentify avzila ble shdled tesm members for max 2 additicnsl
akbemipts®
Toesd 501 T PO sk ecton a2
S
“iff this group i nesces, pleose ploce AL Soiutions raport (induds
DN score ond totod RumBbar of GHamors] to document thatthis
Skilled proviser for s max 2 soditional attempts resours wos whilirad
Agent g
Aamat e Mman e o 37w 1% i, whan
Ly 017 wesi 1= s, when peuiatioral age cinically able
iaioml clinically abla 12 BIcess unzently needed? walt Wi Attempts unswccesstul snd
— =T BT wae 1% s, nad BLCESE UNgEntly nesned”
=™ 017w L i, Lt Nidzeana) peatatioral sge. immeciaioh; prier
et m #  Disouss with primary Attending - p——
[ [ T ettt S — | = [==~ e ————
s nsider cons ric Surgery for CWL or plece co ® uss 1 i
i MFID:pInmmxjwinmn:tu-iEu:rnciuhmp; ‘vapocoolant Spray aa Chrdcally unatis to - Cnlﬁuﬂmnmn:mﬁtri:"g‘pﬁhrmurpln::cmlt
w vl ey bt appropriste [Fain Emef ""I"n:“-:“ for FICC [or interventional recicacmy] it sppropriste
e with LML

Gz O

. - - » CONTACTS: ILANA WAYHMIK, MD | STACY ELLIOTT, RN | BILL ZEM MD | JILLHERRING, APRMN
CONTACTS: ILANA WAYNIK, MD | STACY ELLIDTT, RN | BILL ZEMPSKY, MD | RYAN

ST, 8.0 22

01§ Cowmoiog Cridres Mecical Denisc A sighis ress rved.
01§ Connecios Cricren's bssicel Denie A ighis resred.




The Difficult Venous Access score
aka The DIVA score

What is it? and why do we use it?

Easy clinical predictive rule
Average failure rate of 25% on 1t attempt for 1V
access

CLINICAL PATHWAY:
Venous Access — Inpatient Care ' :

DIVA score 4 or greater = more than 50% likelihood of

failed first attempt
Allows staff to utilize appropriate resources

The ability to SEE the vein
after tourniquet is placed

The ability to FEEL the vein
after tourniquet is placed

Patient’s age in months

2 37 weeks G&; petient clinically stable

ian, Raiolagy [CT/MRI]

Patiart Iocatiorn: Inp!

Inciusion CATEIA: Frovicer CETErmIrESs patent requires Cariphamml venous SC08ss Tor FIW pIRCEMEnt Of venipunceare;
t. -
Exchusion Criteria: Unstable patient; « 37 weeks G4; doCumented allergy totopical anesthetic agents;

 clirics, Periop

Emargant prOCEOURSS; patient sedated; parente| rerusal
Pationt focotion: NICOJ, ED (refer to ED Venous Access Pathway]
]

Say “PLEASE" for Procegure Planning:

It petient
mECImED s Place: reatment room, lmit £ of people present
unsterie s Local Analgesia® LA praferred

at sy &  Education: See Appendin A — Child Life, Appendix B - Scripting

point, & Analresics or Segatives

notity s  Suppart: Coping Skillsvis Bresthing techniques, Comfort peaitioning, Diversicn/Cistraction (BCD):

o See Apperdix A — Child Life, Appendix B - Scripting
and tresat - | 'I s ufsor i i i
off Nurse fo dorument procedure planning comporents in EPIC
pathwey. {snowld alsn indude DIVA Scone’ and totm! rumberaf pis)
I

"rruvides
imclude:
Huria,

Fillew,

Attemipt 12 by more skilled unit based proviger’ |

Attempts
sucoess iyl

Discuss options and establish action plan with medical team
&  Consiger whethar:
©  Ableto change medication route to PO, NET, &T, IM
©  Ableto revydrate wis NGT or GT

Points 0 1 2 3
Visible Vein Visible Not I
Visible o
Palpable Vein | Palpable Not
Palpable
Age >36mo 12-35mo <12mo :|
Total Score (add points from each sectionabove)

Chldrens

1R Conreciou Cridrevs bissicel Captss Al ights ressred.




Nursing Procedural Documentation

"

Connecticut

Childrens

Nursing will document the

procedure of PIV placement

| Peripheral IV 11/21/18 Left Antecubital

] -
Size (Gauge) Y146 16 G 18G 19 G 206G 220G 24 G 25G Other... _I
Orientation [ Right Anterior Posterior Lateral Medial Proximal Distal Upper Lower
Other (Comment)
Location [ Ankle Antecubital Foot Forearm Hand Lower leg
Scalp Upper arm Wrist Other (Com...
Site Prep Chlorhexidine Other (Comment)
Local Anesthetic [ Injectable Mone
Technique " Transillumination [Ultrasound guidance § Other (Comment)
Inserted by
Insertion attempts
Patient Tolerance Wl Toleratea well Tolerated poorly Other (Comment) =]
Walue Comment Time Recd User Taken User Recd Show
Chiorhexidine 11/21118 1104 Sydney Applepie, RN sA Audit
ra Edit
+ Accept ¥ Close




CLINICAL PATHWAY: CLINICAL PATHWAY:

Venous Access — Inpatient Care REPLACE CLINICAL

JUDGMENT.

Venous Access — Emergency Room Care

INCIUSIoN CATENA: FrOVioer CRTErm ines DTNt renuires paripherml wEnUs access Tor PIY pIs0EMEnt or vEnipURCoure ;
& 37 weeks GA; prtient clinically stebke
Patiant focation: Inpatient, Ambulrtory clinics, Perioperstiae, FICU, Sedation, Readialogy (CT/MRI)
Exclusion Criteria: Unstable patient; < 37 weeks G4&; documented allergy to topical anesthetic agents;
EMErEEnt procEoUnes; patient sedsten; parents] retusel
Patient focotion: NICU, ED (refer to ED Vienows Access Pefhway)
[]

Inclusion Criteria: Provider setermines patient reguires periphers| venous sccess for PIY placement or venipuncture;
= 37 weeks GA; patient clinically stable
Fotignt fearhion: ED
Exclusion Oriterin; Unsinble patient; « 37 weeks G4 documenied allengy to topicel anesthetic agents; emengent procegures;
[pRtient secated; parents| retussl
Potiont Jeootion: Inpeteent, Ambulatory clinics, Perioperative, PICU, Sedation, Radiclogy | CT/MAI

plezse refer to Vencus Access Pathwey] If patient Say “FLEASE" for Frocedure Flanming:
DEComED @ Place: trestment room, limit £ of pecple present
Say “PLEASE" for Proced ure Flsnning: umstanie & Local anslgesin®: LW preterred
& Pluce: trastrsnt room, initun’r’penplzpreunt " ot any s Education: Sze Apperdix & — Child Life, Appendiz B — Scripting
Locel Anzlgesin s LMX preferred [point, & Anzizesicc or Secstives
Education: See Appendix A — Child Life, Appendix B — Scripting natify «  Support: Coping 5kills viz Breathing techniques, Comfort pesitioning. Dieersic
i Sagati proviger Sem Apperdix A - Child Life, ndik B - Scripti
T Sﬂn::- Breathing technigues, Comfort positioning, Diversiony/Di g and trest - E:@:P:nt;::,rs urmpﬁim“::uﬁ;:r, i!ruuﬁn:lgp 2= T
Standard Venous Access i Lie, Appendia B—Sq:iriptinig Difficult Venous AZCCESS B Ejnm 1= documant procedurs pianins Difficult Venous Access
e or transi Buminator, ¥ avail sble fould also indude VWA g
DIVA Score <4 Nirss t2 Gozamant pracedure plEnning camasen 3 orh DIVA ?;Ofr: Z‘I‘ Standard Venous Access = DIVA Score >4
showkd olza inckide DIVA Scove’ and todal number i iffi . e
£ SESLS. Istory of difficult acces DIVA Score <4? i OR history of difficult acces
uris,
Raidint, Stanoard Venous ACCEss
Advancad DA Scare <4’
Dificult Vienouws Arrecs Practionar,
Fullow, e
Attempt x1 by an Attiming.
it b P ve y3 Attempt x2 by any Attempts . . .3
unit based provider ) N Attempt x2 by more skilled unit based provider
= 4 unit based provider pea_unsuccessful?
sis mmsas mamiaal provides sla
Attempt x2 by an Attempts . . . includea:
. P y' y3 = P Attempt x2 by more skilled unit based prowder3 Vbt
unit based provider WA, PEA, ek
= Tachi
Y\ Artending. 5 At
unsu . T
Attem ptS &  Thereis problematicincompatibility [&e. with
Discuss options and establish sction ph unsuccessful? ] ] 2 3 mndithinns.l'l'F.'l'PN} . y
«  Concider . P — - &  Conkact primary Attending to discuss if unsure
o | @ o : ! o Anieto change medication route to PO, MET, ST, ain ikl
ﬁ' - -.::. @ Mletnr:lm.:ntn'iu_ﬂﬁl'mET _E Falga | Falzab Ho appropriaie albernatives,
o | o = o e o e ol ns 3 gy resses:
\: L "-_‘ megications, WF, TE ——
PP R pr— Contect primery Atteg + Contactthe VomRe graup "IV Team — Difficult Access: &
mo | 1Smo Edentify avzila ble shdled tesm members for max 2 additicnsl
— atbempts®
= “iff this group i nesces, pleose ploce AL Soiutions raport (induds

DN score ond totod RumBbar of GHamors] to document thatthis
rosource wax whilizod

— ' Emergency Room and Inpatient pathways differ
=~ on how many attempts a unit based provider is
= == | == :  allowed.

Attempts unsuccesstul and

BICEST UNEETtly PesnanT
g 7 wenin Lo, Lot
pewational age imeedistely prior
12 pracedur.
e «lmn u-u:'::m-r &  Discuss with primary Attending
&  Consider consulting Pedigtric Sungery for CWL or place corsult
Vapas ool Ssap 3o ‘Cinically Lnable for FICC [or interventional raciclogy) it appropriste

S The pathways also differ in steps to take e O
fO”OWIng unsucceSSfUI attempts- LIOTT, RN | BILL ZEMP MD | JILLHERRING, APRMN .:.ci:‘l:i I':h““;

CONTACTS: ILANA WAYNIK, MD | STACY ELLIOTT, RN | BILL ZEMPSKY. MD | RYAN O'D

01§ Connecios Cricren's bssicel Denie A ighis resred.




CLINICAL PATHWAY:
Venous Access — Emergency Room Care

Attempts
nsuccessful?

Inclusion Criteria: Provider setermines patient requires periphersl venous sooess for 1Y plaosment or venipuancty

Exclusion Oriterin; Unsizble patient; « 37 weeks G4 documenied allengy to topical anesthetic agen]

= 37 weeks GA; patient clinically stable

CLINICAL PATHWAY: =
Venous Access — Inpatient Care
JUDGMENT.

™

Inclusion CAena: Frovecer detenmmnes patient requires periphemi venoas access for PIV placement of venipuncture

& 37 weeks GA; prtient clinically stebke

Fotiant focoticn: ED
[pRtient secated; parents| retussl
Potiont Joootion: Inpeteent, Ambulatory clinics, Pesioperative, PICU, Sedation, Radiclos
[pleese refer to Venous Access Pathveay]

“if prdent
becomes
unstable
=ty
paint,
n-crllﬂ;I
prowvider
and treat
off
petiramy.

Say “PLEASE" for Proced ure Flsnning:
& Ploce: trestrment room;, limit 2 of people present
= Locel Analgesin's LMK preferned
= Education: See Appendix 4 — Child Life, Appendix B — Scripting
& Anmgesics or Secatives
s  Support: Coping Skills via Breathing techniques, Comfort positioning, Diversion/Distral
Sex Appendix A — Child Life, Apperndix B— Scripting
s  Eguipment: Ulrasocund or ransiluminator, ¥ awailobie
Murse o procegurg ing c 15 i EFIC
{showld alen inckede DNV Score”’ and fotol number of oompes |

Tacation: Inaetient, Ambulatory cliniss, Periop FIcy, i gy [CT/ARI]

Discuss options and establish action plan with medical team e cteris uramaie s <37 wesks 84 osumensee sl o tomial ansinesis szt
Consider whether:

O

@)
@)
(@]

Contact primary Attending to discuss if unsure

Able to change medication route to PO, NGT, GT, IM
Able to rehydrate via NGT or GT

Able to obtain labs via heel/finger/arterial stick
There is problematic incompatibility (ie. with
medications, IVF, TPN)

EMArEant proCECUTas; patient sadaten; parentsl rerussl
Patient focotion: NICU, ED (refer to ED Vienows Access Pefhway)
[]

)

Say “PLEASE” for Frocedune Planning:

== treatment room, limit £ of people present

| Anamlgesin®: WX praterred

feation: See Apperdin A — Child Life, Appendix B — Scripting

i esics or Secatives

part: Coping Skills via Breathiing techniques, Comfort positioning, Diwersion/Cistraction (BCD)

[Apperdia A — Child Life, Appendix B — Scripting

fpment: U3 or transilluminator, it aveslable

NUrso to SOCUmOnT BrOSEure penning componants in ERIC

{showid also induda DIVA Score’ and total numser af gttempts)

I

pndard venous Access
D Scare <4’

Standerd Venous Aocess
LAVA Seaew <47

Attemgtxl by any
unit based proviger"

No appropriate alternatives,

Attemptal by sy
unit basen provicer

 Consider:

BT weni

CONTACTS: ILANA WAYMIK, MD | STACY ELLIOTT, |

enous access urgently neede

Considering alternatives:

S  If unable to obtain venous access after initial unit based attempts, S iy g s e
= there should be a discussion between nurse and providers to
= consider alternative options.

e — Rehydration with NGT or G-tube A
e — Alternative blood draw (heel, finger, or arterial stick) "”’“"

- ; — Alternative route of medication administration

Abtermipk a2 by amy
unit based provider”

Aftampts
rsurcessfull

Attemipt 12 by mone skilled unié based provider" |

Ettempts
SLACCEsS Ry

#  Corsiger whether:
&  Ableto revyorate vis NSTor GT

&  Thereis problematicincompatinility [Re. with
medications, I¥F, TFN)

Di scums ophions and establish action plan with medical team
@  Ableto change misdication rowte to PO, NGT, T, IM

o Ableto obtain labs vis hesl/finger/arberinl stick

Ho approprinie albermetives,
NOAIS 3C0ESS Upently needed?

akbemipts®

resours wos whilirad

‘Cortact the Vosle eroup *IV Tesm — Difficult Accesc® to
Edentify avzila ble shdled tesm members for max 2 additicnsl

“iff this group i nesces, pleose ploce AL Soiutions raport (induds
DN score ond totod RumBbar of GHamors] to document thatthis

DiEcuss with primary Attending

for FICC [or interventional radiclogy] if sppropeiate

Consider consulting Pediztric Sungeny for CVL or plece consult

— Is there problematic incompatibility (ie. with IV medications,

01§ Connecios Cricren's bssicel Denie A ighis resred.

fluids, TPN)

¥, MD | JILL HERRING, APRMN

o Edrens




CLINICAL PATHWAY:

Venous Access — Emergency Room Care PLACE CLMICAL
Discuss options and establish action plan with medical team
e Consider whether:

O

O
O
o

Able to change medication route to PO, NGT, GT, IM
Able to rehydrate via NGT or GT

Able to obtain labs via heel/finger/arterial stick
There is problematic incompatibility (ie. with
medications, IVF, TPN)

e Contact primary Attending to discuss if unsure

Vowmemy | |

nEFI
[ o aisa incodie BV ang Nt numbar of pes) |

No appropriate alternatives,
enous access urgently needed?

attemptxd by any

Skilled provider for a max 2 additional attempts

e Discuss with primary Attending

e Order must be placed for additional attempts

e Consider consulting Pediatric Surgery for CVL or place consult
for PICC placement (or interventional radiology), if
appropriate

T =TT

Vapocoolen: Sy
(Pain Caan]

R poropriee

sl with LML

g
A
L
i
)

o Elrens

B0 Connecinu Crildnen's. Masical Capiss. A8 rights. ressrved.

In the ED, if IV access is determined
to be urgently needed, unit based
providers may try 2 more times.

If still unsuccessful there must be a
discussion of next steps with the
primary Attending.



Discuss options and establish action plan with medical team
e Consider whether:
o Ableto change medication route to PO, NGT, GT, IM
o Ableto rehydratevia NGT or GT
o Ableto obtain labs via heel /finger/arterial stick )
o Thereis problematicincompatibility (ie. with
medications, IVF, TPN)
e Contact primary Attending to discuss if
MOHTY | |+ SUPPOIE: COping SKNE e Bresthang techiqUEs, CamTort fo

See Appendix A - Child Life, Appehd

CLIMICAL

unsure

Using the Inpatient Pathway, if IV access is determined
to be urgently needed, nursing first contacts an
alternative resources by contacting the Voalte group
“IV_Team — Difficult Access” to identify available

skilled team members for max 2 additional attempts . :
e Contactthe Voalte group “IV Team — Difficult Access” to
identify available skilled team members for max 2 additional
*If this group is needed, please place RL Solutions attempts
report ('nCIUde DIVA score and total number of *If this group is needed, please place RL Solutions report (include
attempts) to document that this resource was utilized DIVA score and total number of attempts) to document that this
resource was utilized
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e Discuss with primary Attending
e Consider consulting Pediatric Surgery for CVL or place consult
for PICC (or interventional radiology) if appropriate
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For both ED and Inpatient:

If still unable to obtain access:

« Consider consulting Pediatric Surgery for CVL
or place consult for PICC (or interventional
radiology) if appropriate

CLINICAL PATHWAY:

Discuss options and establish action plan with medical team

e Consider whether:

o Ableto change medication route to PO, NGT, GT, IM

o Ableto rehydratevia NGT or GT

o Ableto obtain labs via heel/finger/arterial stick

o Thereis problematicincompatibility (ie. with

medications, IVF, TPN)
e Contact primary Attending to discuss if unsure
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No appropriate alternatives,
enous access urgently needed

Aftemipt 12 by more skilled unit based proviger’ |

Menpenciuce
e Contactthe Voalte group “IV Team - Difficult Access” to
identify available skilled team members for max 2 additional
attempts*

*If this group is needed, please place RL Solutions report (include
DIVA score and total number of attempts) to document that this
resource was utilized

g x 13ma

EEN
Taial |2l paires. Fram mach wecion stove]

1
1tma | '+ ContacttheVoske group IV Team — Difficult Access” &
identify availzble sidlled team members for max 2 additionsl

attempts*

oes, pliuse ploce AL Soiutions report finduds

~ . Rer of sitempts) fo document that this
Attempts unsuccessful and

=
E access urgently needed?
Eempts unsuccezsful and
B o 37w, 18 ‘sccess urgently nesded?

#  Discuss with primary Attending

& ooocicar -—m.m---.-—.n|

e Discuss with primary Attending
e Consider consulting Pediatric Surgery for CVL or place consult

for PICC (or interventional radiology) if appropriate ""‘;




Order Set

"

Connecticut

Childrens

 Utilize standing order for topical anesthetics in all admission order sets

Peripheral IV and
Venipuncture Order Panel

is found under facility list if
you type in PIV or
venipuncture

* PIV is not pre-checked
since this order panel is
for venipuncture as well.

The topical anesthetics
that will be pre-selected
are age appropriate for
that specific patient.

J-tip order will also be
available in this order set

H Order and Order Set Search
‘PIV E Browse  Preference List | Facility List
Y| & Order Sets & Panels & T (att+1)
Name User Version Name Type
- Bl PERIPHERAL IV AND VENIPUNCTURE ORDER PANEL (zka PIV) Order Panel
Peripheral IV and Venipuncture Order Panel " Accept

Initiate Clinical Pathway: Peripheral Venous Access
Until discontinued starting Today at 1447 Until Specified

[ Peripheral 1v
P sucrose (TOOTSWEET) 24 % oral solution

@ sucrose (TOOTSWEET) 24 % oral solution 1 mL
1 mL (0.204 mLskg), Oral, Every 1 hour PRN, Pain, vascular access, Starting Today at 1446

M lidocaine (LMX) 4 % cream
For patient's =/= 37 weeks gestational age/corrected gestational age through 3 years old.
@ lidocaine (LMX) 4 % cream 1 g
1 g, Topical (Top), Every 1 hour PRN, Venipuncture, Apply for 30 minutes prior to procedure, Starting Today at 1446
Apply to: affected area

@ lidocaine
1 Daily dose of 24 g (1 g Every 1 hour PRN) exceeds recommended maximum of 20 g (4 Applicator), over by 20%
1 Freguency of 24 doses/day exceeds recommended maximum of 4 doses/day

norflurane-pentaflucropropane (PAINEASE) spray 1 application
1 application, Topical (Top), Every 5 min PRN, Other, venipuncture (IV or phlebotomy), Starting Teday at 1446
Apply to: affected area

Review pathway
Until discontinued starting Today at 1447 Until Specified
Please specify: Please review Peripheral Venous Access Clinical Pathway on the intranet site.

+" Accept




Review of Key Points

...Coqnecticut
m Childrens

Pathway adds:

Procedure planning with standard use of topical anesthetics and behavioral
support

Stratification of patients with difficult venous access

Process to utilize unit based resources, when to call alternative unit
resources, and who to call

Limitation in number of attempts at venous access

Discussion with providers reviewing alternative options if venous access not
able to be obtained

Utilization of Voalte group “IV Team — Difficult Access” to identify additional
available skilled team members
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Quality Metrics Childrens

Average number of attempts per procedure (per week)

 Number of procedures with a documented attempt in nursing flowsheet
* Number of procedures with 3 or more attempts

* Percentage of patients with documentation of use of topical anesthetics
* Percentage of patients with documentation of use of comfort measures
» Percent utilization of J-tip lidocaine or LMX for IV placement

 Percent utilization of Pain Ease for IV placement

 Percent utilization of sucrose for IV placement

» Percentage of IVs placed for which any topical anesthetic used
o Total, stratified by inpatient floor, stratified by day/night

« Number of patients/families offered and declined topical anesthetics




Pathway Contacts
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Childrens

llana Waynik, MD

o Connecticut Children’s Pediatric Hospital Medicine

Stacy Elliot, RN

o Connecticut Children’s Post Anesthesia Care Unit

Bill Zempsky, MD

o Connecticut Children’s Pain and Palliative Medicine

Jill Herring, APRN

o Connecticut Children’s Pediatric Hospital Medicine

Ryan O’'Donnell, RN

o Connecticut Children’s Emergency Department
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About Connecticut Children’s Clinical Pathways Program

The Clinical Pathways Program at Connecticut Children’s aims to improve the quality of care our patients
receive, across both ambulatory and acute care settings. We have implemented a standardized process

for clinical pathway development and maintenance to ensure meaningful improvements to patient care as
well as systematic continual improvement. Development of a clinical pathway includes a multidisciplinary

team, which may include doctors, advanced practitioners, nurses, pharmacists, other specialists, and even

patients/families. Each clinical pathway has a flow algorithm, an educational module for end-user

education, associated order set(s) in the electronic medical record, and quality metrics that are evaluated
regularly to measure the pathway’s effectiveness. Additionally, clinical pathways are reviewed annually

and updated to ensure alignment with the most up to date evidence. These pathways serve as a guide for

providers and do not replace clinical judgment.



