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Introduction

Welcome to the fourth edition of the RCN’s Standards
for Infusion Therapy, sections of which have been
updated to reflect changes in the delivery or
commissioning of care since this guidance was last
published in 2010.

This edition features a dedicated section on patient
safety and quality (Section 2) and one on patient
experiences and infusion therapy. There is also a new
section on service development (Section 10), reflecting
the role of commissioning in IV therapy and the
continued development of outpatient/home parenteral
antimicrobial therapy (OPHAT) services.

Certain specialist areas are now considered beyond the
scope of this document; for example specific infusion
devices such as the ‘Ommaya reservoir’ and apheresis
(see Section 8.9 of this publication). Where available or
appropriate, the reader is signposted to local policies/
guidelines and/or websites for further information.

Document scope

This document has been developed to support the care
of adult patients undergoing infusion therapies. The
scope of infusion therapies includes, but is not limited
to, intravenous (IV) sub-cutaneous, intra-osseous and
epidural infusions. Therapies may include fluids,
medications, blood and blood components and
parenteral nutrition.

The document has been written to support nursing
practice for infusion therapies and is relevant to nurses
and health care assistants/assistant practitioners where
this forms part of the sphere of practice. It will also be
of relevance to other health care professionals and
health care students involved in infusion therapy. For
continuity, the term health care professional (HCP) is
used throughout.
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This publication should be read in conjunction with
local and national policies for all aspects of infusion
therapy.

Where possible the document provides a UK-wide
approach in terms of guidance and guidelines.
However, it is recognised that devolved health care
systems may have specific national guidance or policies
which the reader should be aware of and comply with.

Abbreviations

The following organisations are referred to by
abbreviations throughout this document:

AAGBI  Association of Anaesthetists of Great Britain
and Ireland

BCSH  British Committee for Standards in
Haematology

CDC Centre for Disease Control and Prevention

DH Department of Health

HPS Health Protection Scotland

HSE Health and Safety Executive

INS Infusion Nurses Society

IPS Infection Prevention Society

MHRA  Medicines and Healthcare products
Regulatory Agency

NICE National Institute for Health and Care
Excellence

NPSA  National Patient Safety Agency

ONS Oncology Nursing Society

RCN Royal College of Nursing

UKPIN UK Primary Immunodeficiency Network

I Return to contents
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How to use this publication

Each topic covered within this document includes a
standard statement and supporting guidance on how to
implement this.

+ The standard provides criteria for accountability
and expectations regarding the delivery of elements
of infusion therapy and are measurable. Standards
are based on evidence from published papers and
graded as in table 1 below, from regulatory
requirement or based on expert consensus when
evidence or regulation is not currently in place.

* Guidance set out under the standards support the
implementation of the standard and can be
incorporated into local infusion related policies and
procedures, quality assurance and performance/
quality improvement programmes, HCP
competency assessment and educational
programmes.

* Both standards and guidance include references to
relevant supporting evidence or literature and
where relevant further reading/information.

+ Where no reference exists expert consensus has
agreed the standard or guidance statement.

In order that the reader may evaluate the strength of
the evidence base, the supporting literature, where it
exists, has been graded using criteria based on INS
(2016) (see Table 1).

Where evidence has been identified to support
guidance statements this has been included and
referenced throughout the document. Expert consensus
has been agreed for all guidance statements where
references are not included.

Return to contents Y
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Table 1: Strength of evidence (adapted from INS 2016)

Strength of evidence

Evidence description*

I

Meta-analysis, systematic literature review, guideline based on randomised controlled
trials (RCTs), or at least three well-designed RCTs.

II

Two well-designed RCTs, two or more multi-centre, well-designed clinical trials without
randomisation, or systematic literature review of varied prospective study designs.

111

One well-designed RCT, several well-designed clinical trials without randomisation, or
several studies with quasi-experimental designs focused on the same question. Includes
two or more well-designed laboratory studies.

IV

Well-designed quasi-experimental study, case-control study, cohort study, correlational
study, time series study, systematic literature review of descriptive and qualitative
studies, or narrative literature review, psychometric study. Includes one well-designed
laboratory study.

Clinical article, clinical/professional book, consensus report, case report, guideline based
on consensus, descriptive study, well-designed quality improvement project, theoretical
basis, recommendations by accrediting bodies and professional organisations, or
manufacturer directions for use for products or services. Includes standard of practice
that is generally accepted but does not have a research basis (for example, patient
identification). May also be noted as ‘Committee consensus’, although rarely used. NICE.

Regulatory

Regulatory regulations and other criteria set by agencies with the ability to impose
consequences, such as the; GMC; GPhC; HCPC; HPS; NMC; PHE; organisational policies.

*Sufficient sample size is required with preference for power analysis adding to the strength of the evidence

Note: infusion therapy practice processes and standards should be established in local organisational policies, procedures and guidelines (INS, 2016). All HCPs should be

aware of and comply with these.

VAN Return to contents
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Background

Many patients admitted to hospital or in receipt of
health care in the other settings, including their own
homes, will become recipients of one or more infusion
therapies at some stage (NICE, 2013; NHS Scotland,
2002). Total parenteral nutrition (TPN), cancer
chemotherapy and other infusion therapies are
increasingly delivered in community settings,
reflecting the changing approach to care delivery/
commissioning and patient choice. These initiatives,
alongside the development of outpatient and home
delivered parenteral antimicrobial therapy (OHPAT),
has led to the need for greater flexibility to meet
patients, clinical and lifestyle needs. Intravenous (IV)
therapy forms a large component of infusion therapy
practice and this is reflected in the document.

However, the diversity of care delivery and its
commissioning, equipment, therapies, access devices
and environments for infusion therapy, can have
implications for patient care and safety. Health care
professionals must ensure that each patient receives the
most appropriate infusion therapy via the most
appropriate device and site, in the most appropriate
environment, and at the right time (Hallam et al., 2016;
Loveday et al., 2014).

This updated version of the RCN Standards for Infusion
Therapy acknowledges the increasing importance of
the use of evidence in informing standards of nursing
care for patients receiving infusion therapies. It also
acknowledges the role of the health care professional
(HCP) in contributing to the body of evidence to enable
sustainable improvements in quality and safety of
patient care.

It should be noted that these standards are not intended
to be exhaustive, and HCPs will be required to refer to
other guidance, policies and procedures (local and
national) in addition to this document.

Return to contents ]

Scope of practice and
evidence-based care

Infusion therapy is now an integral part of professional
practice for many HCPs. Involvement ranges from
caring for an individual with a peripheral cannula
(vascular access device) in situ, to caring for a patient
with multiple parenteral and haemodynamic therapies
in the critical care environment. Whatever the route or
device used, infusion therapy is not without risk (NICE,
2013). Infusion management however, is not limited
just to the care of the patient and the device. HCPs may
also be responsible for procurement of the consumables
associated with infusion therapy, implementation of
quality improvement/safety initiatives and evidence/
research activities. Consequently, the range and depth
of professional involvement related to infusion therapy
will depend on the extent of an individual health care
professional’s scope of practice.

The regulatory body for nursing and midwifery, the
Nursing and Midwifery Council (NMC) code of
professional conduct The Code (NMC, 2015a)
emphasises the need to base care on the best available
evidence and both the NMC(2015a) and the Health and
Care Professionals Council’s (HCPC) Standards of
Performance, Conduct and Ethics (HCPC, 2016)
maintain that health care professionals should
maintain their skills and knowledge relevant to their
scope of practice . The NMC has also recently
introduced Revalidation (NMC, 2015b) whereby nurses
must demonstrate their continued ability to practise
safely and effectively on a continual basis throughout
their nursing careers. Revalidation is covered in more
detail in Section 1 (Education and training) and at

http://revalidation.nmc.org.uk

The role of support workers

The person in overall charge of the nursing care of the
patient is usually the registered nurse. However, the
nurse cannot perform every task for every patient and
therefore s/he will need to delegate aspects of that care
to colleagues. Support workers, such as health care
assistants (HCAs) and assistant practitioners (APs), are
members of the health care team delivering care to
patients in all settings. They undertake essential care
activities but are increasingly also undertaking clinical
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tasks such as phlebotomy, cannulation and the
management of infusion therapies.

Registered nurses have a duty of care and a legal
liability with regard to the patient. If they have
delegated a task they must ensure that the task has
been appropriately delegated. This means that:

+ the task is necessary and delegation is in the
patient’s best interest

the support worker understands the task and how it
is to be performed

«  the support worker has the skills and abilities to
perform the task competently

«  the support worker accepts the responsibility to
perform the task competently.

All of the above apply to the delivery of infusion
therapies.

Principles of delegation

The principles of delegation (RCN, 2015) are outlined
below:

+  delegation must always be in the best interest of the
patient and not performed simply in an effort to
save time or money

«  the support worker must be suitably trained to
perform the task

+ the support worker should always keep full records
of training given, including dates

« there should be written evidence of competence
assessment, preferably against recognised
standards such as National Occupational Standards

« there should be clear guidelines and protocols in
place so that the support worker is not required to
make a clinical judgement that they are not
competent to make

+ the role should be within the support worker’s job
description

+  the team and any support staff need to be informed
that the task has been delegated (for example, a
receptionist in a GP surgery or ward clerk in a
hospital setting)

ROYAL COLLEGE OF NURSING

the person who delegates the task must ensure that
an appropriate level of supervision is available and
that the support worker has the opportunity for
mentorship

the level of supervision and feedback provided must
be appropriate to the task being delegated; this will
be based on the recorded knowledge and
competence of the support worker, the needs of the
patient/client, the service setting and the tasks
assigned (RCN et al., 2006)

+ongoing development to ensure that competency is
maintained is essential

the whole process must be assessed for the degree of
risk.

For more information on accountability and delegation,

please go to: www.rcn.org.uk/professional-

development/publications/pub-004852

Patient experience

Infusion therapies may be required as a result of
emergency or planned episodes of care and will be
dependent upon a patient’s clinical needs. Therapies
may be required in the short or longer term in both
hospital and non-hospital settings and patients may be
too unwell to contribute to discussions on the choice or
therapy or devices used to deliver these. Where
infusion therapy is considered for use in the longer
term, many patients and their carers will be well
enough to participate in decisions to support or deliver
their care.

Patients should be able to make informed decisions in
partnership with HCPs and the HCP must obtain their
consent (The Supreme Court, 2015). When patients do
not have the capacity to make informed decisions,
health care professionals should follow the guidance/
code of practice in relation to the Mental Capacity Act
2005 and the supplementary information on the
deprivation of liberty safeguards or the corresponding
guidance for Scotland, Wales and Northern Ireland
(NICE, 2013).

Despite the move towards increased patient
involvement in decisions affecting their care, there is
little published evidence to support user involvement in

A Return to contents
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the selection of vascular access devices. There is,
however, increasing evidence of patients’ experiences
linked with vascular access and infusion therapies.
This relates mainly to treatments linked to dialysis
(peritoneal and haemodialysis) (Baillie and Lankshear,
2015; Combes et al., 2015; Monaro et al., 2014;
Bayhakki and Hatthakit, 2012; Jansen et al., 2010) and
cancer treatments (Nicholson and Davies, 2013; Ream
et al.,, 2013). Important principles linked to patients’
experiences with vascular access and infusion therapy
within these studies are explored further in Section 1.2
of this document. Specific studies involving patients’
experiences of infusion therapy in the community
(Stephens ,2013) and patients receiving blood
transfusions (Weiss and Tolich, 2011) are also explored.

When selecting vascular access devices and treatment
regimens, it is important to consider the patient’s
lifestyle as well as their individual infusion therapy and
other clinical care needs. Younger patients may have
differing considerations to older patients. Some
individuals will have access to supportive carers, while
others may be socially isolated. Some individuals will
have the mental capacity and manual dexterity to be
involved in their infusion therapy, while others may
not. Infusion therapy may only be one element of a
patient’s health care needs. All such factors therefore
need to be taken into consideration when assessing
each patient for infusion therapy.

Patient assessment

Patient assessment should commence with patient
needs, including the identification of any medications/
therapies required. A thorough assessment of suitable
route(s) to administer therapies is required.

Infection prevention and control

The importance of using effective infection prevention
and control measures are integral to all aspects of
infusion therapy (Loveday et al., 2014).

Consent

“Itis a general legal and ethical principle that valid
consent must be obtained before starting treatment or
physical investigation, or providing personal care, for a
person” (DH, 2009; DHSSPS, 2016a). All patients have a

Return to contents (1]

right to receive accurate information about their
condition and intended treatment. It is the
responsibility of the individual health care professional
proposing to carry out the treatment to ensure that the
patient understands what is proposed (The Supreme
Court, 2015; NMC, 2015a).

Consent can be given orally, in writing or by co-
operation (NMC, 2015a). It is important that treatment
and care take into account the patient’s needs and
preferences. Individuals who require infusion therapy
should have the opportunity to make informed
decisions about their care and treatment in partnership
with the health professional looking after them.

When the patient does not have the capacity to make
decisions, health care professionals should follow the
DH guidelines on consent and the Code of Practice that
accompanies the Mental Capacity Act 2005 (DH, 2005).
In Wales, health care professionals should follow the
advice on consent from the Welsh Government (NICE,
2012). In Scotland, health care professionals should
adhere to the requirements of the Adults with
Incapacity (Scotland) Act 2000 (UKEN, 2016). At the
time of writing, a government bill linked to consent
and mental capacity was in process in Northern
Ireland.

With regards to consent for blood transfusion, the HCP
should be directed to the Joint United Kingdom (UK)
Blood Transfusion and Tissue Transplantation Services
Professional Advisory Committee (JPAC) website (2016)
and should also refer to the Department of Health
(2016b) Advisory Committee on the Safety of Blood,
Tissues and Organs( SaBTO) (2011). See www.gov.uk/
government/groups/advisory-committee-on-the-
safety-of-blood-tissues-and-organs#publications .
Local policy and procedures should also be followed.
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1 Education and
training

1.1 Staff education

Standard

The HCP responsible for the management (including
device insertion and ongoing management) of infusion
therapy should be competent in all clinical aspects of
infusion care which they carry out and have the skills
and knowledge pertinent to their role. The HCP in
addition should have validated clinical competence in
accordance with the NMC’s Code (NMC, 2015a) or other
relevant health professional Standards of conduct
performance and ethics in order to maintain their
knowledge and skills (HCPC, 2016; NMC, 2015a; 2015c¢).
[Regulatory]

Guidance

Registered HCPs undertaking the insertion of vascular
access devices, the care and management of these, and
the administration of infusion therapy will have
undergone theoretical and practical training in the
following as part of a competency assessment. This will
be dependent on the roles and responsibilities of the
HCP with regards to infusion therapy - local policy
procedures and guidelines should be followed for what
specific initial and ongoing training and education each
HCP requires:

1. Anatomy and physiology of the circulatory system,
in particular, the anatomy of the location in which
the device is placed including veins, arteries and
nerves and the underlying tissue structures.

2. Assessment of patients’ vascular access needs,
nature and duration of therapy, risks and quality of
life needs for the setting in which their therapy is
delivered.

10.
11.

12.
13.
14.

15.

16.

17.

18.
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Improving venous access, for example the use of
pharmacological and non-pharmacological
methods.

Selection of vascular access insertion site and
problems associated with venous access due to
thrombosed, inflamed or fragile veins, the effects of
ageing on veins, disease process, previous
treatment, lymphoedema or presence of infection.

Selection of appropriate vascular access device and
other supportive equipment (such as dressings and
pumps, for example).

Infection prevention and control issues related to
vascular access and infusion therapy.

Pharmacological issues (use of local anaesthetics,
management of anxious patients, management of
haematoma, phlebitis, pharmacology and
pharmaceutics related to reconstitution and
administration and drug administration).

Fluid balance and blood/blood component
administration.

Mathematical calculations related to medications
and administration.

Use and maintenance infusion related equipment.

Local and systemic complications of vascular access
device insertion and maintenance and infusion
therapies.

Risk management/health and safety.
Care and management of vascular access devices.

Patients’ perspective on living with a vascular
access device.

Professional, legal and ethical aspects (consent,
professional guidance, knowledge and skill
maintenance, and documentation).

Prevention and management of complications
during insertion and ongoing infusion therapy
(nerve injury, haematoma, and so forth).

Monitoring and care of the device insertion site
(flushing, dressing, removal, and so forth).

Product/consumables evaluation.

JVE Return to contents
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19. Patient/caregiver information and education.

20. Specific training for insertion of vascular access
devices and associated infusion therapy in
specialist areas, for example oncology patients,
transfusion therapy and parenteral nutrition where
appropriate.

In addition, HCPs must recognise and meet their
obligations to maintain their knowledge and skills
(HCPC, 2016; NMC, 2015a). For nurses this will also
include NMC revalidation requirements (NMC, 2015b).

Health care organisations must support and provide
staff with training and education both on Induction to
the organisation and in fulfilment of their ongoing
training needs and education to maintain their
competency.

1.2 Patient/caregiver education
and involvement in decision
making

Standard

The patient, caregiver or legal representative must
receive instruction and education related to the
vascular access device, prescribed infusion therapy,
infection prevention and control and plan of care
(NICE, 2012). [V]

The patient, caregiver or legally authorised
representative must be informed of any potential
complications/risks and any alternatives available for
the treatment or therapy (NICE, 2012). [V]

The HCP should document the information given and
the patient’s, caregiver’s, or legally authorised
representative’s response in the patient’s records (NMC,
2015a). [Regulatory]

Education and training of patients or caregivers should
be in accordance with The Code (NMC, 2015a) or other
health care professional Standards of conduct
performance and ethics (HCPC, 2016) and Standards for
medicines management (NMC, 2015c¢). [Regulatory]

Return to contents SV

The health care professional responsible for educating
and training patients and caregivers to administer
intravenous therapy should ensure that reasonable
foreseeable harm does not befall a person as a
consequence of their instructions and delegation (of
care) (HCPC, 2016; NMC, 2015a). [Regulatory]

Guidance

The patient/caregiver should be involved in decision
making in infusion therapy as with any other
therapy (The Supreme Court, 2015).

The patient/caregivers should be given the option of
undertaking treatment at their local hospital or at
home if appropriate. This should be based on
patient/clinical need and not on cost (UKPIN,
2015).

The patient/caregiver should be assessed for ability
and willingness to undertake administration of
infusion therapy (UKPIN, 2015).

The patient, caregiver and/or legal representative
should be informed in clear and appropriate
terminology about all aspects of the therapy,
including the physical and psychological effects,
side-effects, risks, benefits and alternatives (INS,
2016; NICE, 2013; NICE, 2012).

The patient, caregiver and/or legal representative
should be given a set of verbal and written
instructions about all aspects of the therapy,
including the physical and psychological effects,
side-effects, risks, benefits and alternatives, to
support any practical care tasks they may
undertake. These should be tailored to his or her
cognitive, psychomotor and behavioural abilities
(INS, 2016; NICE, 2012).

The patient, caregiver or legal guardian should
demonstrate understanding and the ability to
perform procedures and care (NICE, 2012).

An assessment as to the appropriateness of the
home setting for the preparation, administration
and storage of intravenous therapy and equipment
should be undertaken (Chapman, 2013). This



assessment should be in conjunction with the
patient/caregiver (Combes et al., 2015). The HCP
should liaise with the relevant personnel including
the patient/caregiver if the home setting is
unsuitable and appropriate action taken.

Education, training and written information should
be provided that includes the storage of the drug
and equipment, aseptic technique and hand
hygiene, preparation and administration of the
drug and infusion delivery equipment, care and
maintenance of the vascular access device,
side-effects of therapy, prevention of spillage of
hazardous waste, and management and recognition
of allergic/anaphylactic reactions (NICE, 2012).

Ongoing support and education/training should be
provided to the patient/caregiver (Combes et al.,
2015).

Recognition of the benefits and constraints of home
infusion therapy should be acknowledged and
discussed with the patient (Stephens, 2013).
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2 Patient safety
and quality

2.1 Patient care

Standard

Infusion therapy standards are applicable to any
patient care setting in which vascular access devices
(VADs) are placed and/or managed and where infusion
therapies are administered (INS, 2016). [V]

Infusion therapy is provided in accordance with legal,
ethical and cultural principles (INS, 2016) [V]

Local organisational policies, procedures, protocols
and guidelines for infusion therapy are available and
provide the health care professional with an acceptable
course of action including performance, accountability
and clinical decision making (INS, 2016). [V]

The HCP ensures that infusion therapy is
patient-specific and is tailored towards the needs of the
patient, their personal circumstances, co-existing
conditions and personal choices (NICE, 2013). [V]

The HCP maintains patient confidentiality, safety, and
security; and respects, promotes, and preserves patient
autonomy, dignity, rights, and diversity (INS, 2016;
NICE, 2013). [V]

2.2 Documentation

Standard

The requirements for documentation should be set out
in organisational policies, procedures and practice
guidelines for all vascular access devices (VAD), site,
insertion, therapy and ongoing care and maintenance.
[Expert Consensus V]

Documentation in patient records must contain
complete information regarding any/all infusion
therapies, vascular access, and adverse drug reactions
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(INS, 2016; NMC, 2015a). [V/Regulatory]

Documentation must comply with the guidelines for
records and record-keeping within the health care
professional’s code (HCPC, 2016; NMC 2015a).
[Regulatory]

Guidelines

Documentation/record of the insertion and the VAD
should include the following, dependant on the specific
VAD and local policies and procedures.

1. Evidence of informed consent (HCPC, 2016; NMC,
2015a).

2. The date and time of insertion of the VAD and the
HCP inserting the device.

3. The reason for insertion of the VAD (Loveday et al.,
2014).

4. Details of site preparation (Loveday et al., 2014).

5. The number and location of insertion attempts;
details of the insertion technique utilised - for
example, use of ultrasound or micro-introducer and
any problems encountered during insertion.

6. The insertion site including vein(s) used (Loveday
etal., 2014).

7. Type of VAD size/gauge/length, number of lumens
and manufacturer, lot/batch and number, and
expiry date (Loveday et al., 2014)

8. Local anaesthetic and details of prefilled flush
solutions used including amount.

9. The functionality of the VAD immediately
post-insertion; for example, presence of blood
return and ability to flush device easily (INS, 2016).

10. Actual length of catheter inserted.

11. Method of verifying catheter tip location -
radiographic or other locally agreed method of
confirmation of the location of catheter tip is
required, for example ECG (Bodenham et al., 2016
Clinical Guidance; INS, 2016).

12. The patient’s tolerance of the insertion procedure
(Bodenham et al., 2016).

13. The appearance of the catheter site after insertion;
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for example, any bruising or bleeding, type of
dressing and securement device utilised
(Bodenham et al., 2016).

14. Length of exposed central line should be recorded.

Documentation of ongoing care and maintenance
should include the following dependant on the specific
VAD and local policies and procedures:

1. Details of catheter care, including specific safety or
infection prevention and control precautions taken
(Loveday et al., 2014).

2. Site and device care and condition/appearance
using local assessment scales for phlebitis and/or
infiltration/extravasation and so forth (see Section
9 for guidelines on complications of vascular access
devices and infusion therapy).

3. Flush solution(s) used - in other words, type,
volume, frequency, any difficulties encountered.

4. Any changes to any of the infusion equipment
(Bodenham et al., 2016).

W

Dressing changes

6. Changes of any add on devices eg, needle-free
connectors

7. Methods to evaluate proper functioning of the VAD
prior to use (Bodenham et al., 2016).

8. Continued documentation of the external/exposed
length of the central venous line in order to observe
for migration.

9. Patient or caregiver participation in, and
understanding of, therapy and procedures
including education and any written information
given to the patient/caregiver about ongoing care
and maintenance (see Section 10 for further
information on community and OPHAT infusion
therapy).

10. Information relating to the VAD for patient and
health care professionals involved in the care and
management of the VAD - for example, IV
passport, community and OPHAT contact numbers
in case of problems/queries for community and
OPHAT patients (see Section 10 for further



information on community and OPHAT infusion
therapy).

11. Any catheter replacements (Loveday et al., 2014).

Documentation of infusion therapy should include the
following:

1. clear, accurate and detailed record of intravenous
medicines administered, as soon as possible after
the event (NMC 2015c¢)

2. type of therapy administered: drug, dose, rate,
route, time and method of administration (INS,
2016)

3. assessment and monitoring of patient’s vital signs
(INS, 2016)

4. patient’s tolerance/response to therapy, symptoms
and/or appropriate laboratory tests taken and
results documented (INS, 2016)

5. record any adverse drug reactions/adverse reactions
to blood and blood components in the patient
record (NMC, 2015¢) and report as per local and
national requirements (MHRA, 2016b)

6. any adverse events, complications of therapy or
VAD use should be documented in patient records
and reported as per local and national requirements
(MHRA, 2016b)

7. record the results of any monitoring; for example,
insertion site assessment in the patient record,
prescription chart or monitoring chart according to
local policy.

Documentation of complications of VAD use should
include the following (see also Section 9):

1. document any complications and side-effects of
infusion therapy alongside the date, time and
situation when the complication was noted. Include
any strategies used to manage complications and
evaluation of effectiveness.

Documentation of removal of VAD/end of therapy
should include the following:

1. date and time of removal, procedures used to
remove VAD, the catheter length and integrity of the
VAD on removal, appearance of the site, skin
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cleansing used at site prior to removal, and type of
dressing applied after removal (INS, 2016)

2. reason for removal of the VAD and any samples sent
for microbiology (central venous catheter tip) (INS,
2016)

3. any complications during removal of VAD and if
any advice from vascular surgery or intervention
radiology required (Bodenham et al., 2016)

4. discontinuation of therapy.

2.3 Expiry dates

Standard

Medications and blood/blood components must be
administered, and products and equipment must be
used before their expiry dates (INS, 2016). [V]

Guidance

+ Manufacturers’ guidelines for proper storage of
medication should be followed to ensure the validity
of the expiry date (NMC, 2015c).

Expiry dates should be verified prior to initiation or
administration of therapy (NMC, 2015c¢).

+ Expiry dates should be verified by the health care
professional by checking supplementary
information received from the manufacturer, or by
checking labels attached to the medication, product
or equipment.

+ The maximum expiry date for any injection/
infusion prepared in a clinical area is 24 hours or
less in accordance with the manufacturer’s
specification of product characteristics (NPSA,
2007d).

2.4 Labelling

Standard

Clear, accurate labelling should be used for product and
drug identification (EU, 2003). [Regulatory]
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Guidance
European Directive 92/27/EEC (EU, 2003) specifies the
requirements for the labelling of medicines (see www.

ema.europa.eu/docs/en GB/document library/
Scientific _guideline/2009/09/WC500003412.pdf).

Labelling for drugs should include the brand name
and the generic na