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Learning Objectives: 
 

Following completion of the venepuncture and PVC insertion competency programme, 

practitioners will be able to: 

1. Demonstrate the ability to undertake venepuncture and PVC insertion competently 

using an aseptic or non-touch technique. 

2. Explain the infection risks and appropriate preventative measures. 
 

3. Describe how to prepare a patient for venepuncture and PVC insertion. 
 

4. Demonstrate an awareness of the NHSGGC policies pertinent to venepuncture 

and PVC insertion. 

5. Identify appropriate personal protective equipment (PPE). 
 

6. Identify appropriate equipment for undertaking venepuncture and PVC insertion. 
 

7. Identify issues surrounding potential complications and discuss appropriate actions 

to prevent or treat these complications. 

8. Describe the procedure for reporting incidents and accidents involving self, 

patients and others. 

9. Demonstrate the accurate completion of records appropriate to venepuncture and 

PVC insertion. 
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Section 1: Legal aspects and definition of competence and standards 
of care 

Competence is described by Smith (2012) as “…includes the need for knowledge, skills, 

and reasoning with the need for ongoing development”. The Nursing and Midwifery 

Council (NMC) state “nurses or midwives who are competent and fit to practise should: 

• have the skills, experience and qualifications relevant to the part of the register 

they have joined 

• demonstrate a commitment to keeping those skills up to date, and 
 

• deliver a service that is capable, safe, knowledgeable, understanding and 

completely focused on the needs of the people in their care” (NMC, 2013) 

Consent is required before practitioners undertake any care for a patient. A patient may 

demonstrate their consent in a number of ways. If they agree to treatment and care, they 

may do so by implying (by co-operating), verbally or, if the treatment is risky, lengthy or 

complex, in writing. Equally they may withdraw or refuse consent in the same way. Verbal 

consent, or consent by implication (by co-operating), will normally be enough evidence 

when undertaking venepuncture and PVC insertion. However, it should be noted that 

written consent stands as a record that discussions have taken place and of the person’s 

choice. If a patient refuses venepuncture and PVC insertion / treatment, making a written 

record of this is just as important. 

The Cambridge online dictionary define accountability as “someone who is accountable 

is completely responsible for what they do and must be able to give a satisfactory reason 

for it”. The NMC also state that “as a professional, you are personally accountable for 

actions and omissions in your practice, and must always be able to justify your decisions” 

(NMC Code, 2008). Healthcare workers should be cognisant with their own code of 

conduct (NMC Code (2008), HCPC Standards of conduct, performance and ethics (2012) 

and Code of Conduct for Healthcare Support Workers (2009). This means that 

practitioners must be able to give a reason as to why they have chosen a particular site, 

technique and equipment when undertaking venepuncture/PVC insertion and equally 

when the practitioner does not perform venepuncture and PVC insertion. 

http://dictionary.cambridge.org/dictionary/british/completely
http://dictionary.cambridge.org/dictionary/british/responsible
http://dictionary.cambridge.org/dictionary/british/able_1
http://dictionary.cambridge.org/dictionary/british/satisfactory
http://dictionary.cambridge.org/dictionary/british/reason
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Practitioners are required to abide by the procedures and policies set out by their 

employer. However, sometimes errors happen. Clinical incident reporting allows 

employers to update, amend and change policies to protect both patients and 

practitioners from harm. Therefore it is really important to report any and all clinical 

incidents. 
 
 

Paediatrics and Neonates: 
 

Consent - Children and young people should be involved in their care 

and treatment. Their ability to make decisions is not dependent on their 

age but on their capacity to consent. If a child is not legally competent, 

consent will be obtained from someone with parental responsibility 

unless it is an emergency. Emergency treatment can be provided 

without consent to save a life or prevent serious deterioration in health 

(Children and Young People Toolkit, BMA 2010; Age of Legal Capacity 

(Scotland) Act 1991). 
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Section 2 Anatomy and physiology 
 
2.1 The Skin 

 
The skin is the human body’s largest organ. It consists of 3 separate but closely bound 

layers. It has various functions, one of which is to protect underlying tissues and 

structures. The epidermis layer is the outermost layer and is generally thinner. The 

epidermis layer constantly sheds skin cells and has resident bacteria – which is important  

for  practitioners  to  remember  when  cleansing  the  skin  and  breaking the  

integrity of this protective 

layer. 

The middle layer is the dermis 
and contains hair follicles, 

sweat glands and connective 

tissue. The innermost layer is 

the subcutaneous layer and 

contains veins, nerves and 

arteries. 

 
 

 
2.2 Blood vessels 

 
The structure of veins and arteries are similar. Both are made up of 3 layers. It is the 

thickness of the layers that is different between veins and arteries, in addition to veins 

having valves. Valves support the return of blood to the heart. It is important for 

practitioners to understand the anatomy and physiology of the venous system. 

Arteries carry oxygenated blood from the heart to the tissues and peripheries of the body. 

The heart acts like a pump to push the blood through the arterial system. This means that 

the blood inside the artery is under a lot of pressure. Due to the nature of the heart beating, 

and the location of arteries when they are near the surface of the skin (such as at the 

wrist) you can feel the artery pulsate as the heart pumps, and the blood flows through. 
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Veins return blood to the heart. The blood in veins is not pressurised in the same way  as 

arterial blood and does not have the same amount of oxygen in it. Venous blood can appear 

darker in colour and ooze out, rather than pulsate or spurt. 

A good vein has several characteristics and should: 
 

• feel bouncy 
 

• feel soft 
 

• refill when pressed (or pressure applied) 
 

• be well supported (by surrounding tissues) 
 
 

The walls of veins consist of  three 

layers: 

1. The tunica intima (inner layer): 

has a smooth endothelial lining allowing 

the passage of blood cells. If damaged 

the lining can become roughened 

resulting in an increased risk of 

thrombus formation. Also, within this 

layer are folds of endothelium, known 

as valves which prevent the backflow of 

blood and ensure blood continues to 

move  towards 

the heart. Valves are present in large vessels and are also noticeable in veins at points of 

branching, appearing as bulges within the vein. Valves can compress when withdrawing blood 

during venepuncture resulting in closure of the vein and preventing the withdrawal of blood. 

Venepuncture should be performed above the valve in order to obtain the sample successfully 

(Weinstein and Plummer 2007 cited by Dougherty and Lister 2011). 

2. The tunica media (middle layer): is composed of nerve fibres and muscular tissue 

(vasoconstrictors and vasodilators) which stimulate the vein to contract and relax. This layer is 

less rigid than an artery and allows the vein to distend or collapse in response  to
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a rise or fall in blood pressure. Factors such as temperature, mechanical or chemical 

stimulation can cause venous spasm in this layer making venepuncture more difficult 

(Weinstein and Plummer 2007 cited by Dougherty and Lister 2011). 

3. The tunica adventitia (outer layer): consists of connective tissue which surrounds and 

supports the vessels (Dougherty and Lister 2011). 
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Section 3 Tourniquets and selecting sites 
 
3.1 Applying a tourniquet 

 
Tourniquets are used to impede the flow of blood from the 

vein and result in distending the vein (pooling of blood to 

fill the blood vessel) to ease access for venepuncture and 

PVC insertion. 

• Should be disposable (or single patient use) 
 

• Placed 7 – 8cm above intended puncture site 
 

• Fitting around limb (2 fingered gap between cuff 

and skin) 

• Apply  tourniquet  to  the  limb  ensuring  it  does not 

obstruct arterial flow 
 

• Check the patient is comfortable and the patient’s hand is not blanching from 

the tourniquet being too tight 

• Know how to use it before approaching patient! 
 
A latex glove must never be used as tourniquet! 

 
3.2 Selecting a site for venepuncture 

 
Venepuncture is described by Dougherty and Lister 

(2011) as the entering of a vein with a needle and is 

carried out for 2 reasons: 

• To obtain a blood sample for diagnostic purposes 
 

• To monitor levels of blood components (Hobson, 2008) 
 
 
The choice of location of the vein to be accessed for venepuncture should be the one 

that is the best for the patient. Visual inspection and palpation are used by the 

practitioner to assess individual patients. Visual inspection should be done on both 

arms, and take note of any infection, previous puncture sites, oedema and bruising. 

Palpation should be done with two fingers of the non-dominant hand and the 

practitioner 
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is feeling for the location and condition of the vein. Practitioners should note that 

veins may not always be visible, but should always feel bouncy. 

The median cephalic and basilic veins located in the anticubital fossa are 

normally used for venepuncture. 
 
 
 

 

Anticubital fossa 
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3.3 Selecting a site for cannulation (PVC insertion) 
 

PVC insertion is the procedure of puncturing a patient’s 

skin to allow insertion of a temporary plastic tube into a 

vein for the purpose of: 

• Bolus injection 
 

• Short term infusion 
 

• Blood transfusion 
 

• Dyes and contrast media (McCallum, 2012) 
 
 

When selecting a site for PVC insertion, the hand would be considered first. This allows 

for sites further up the arm to be considered later for subsequent PVC insertion. When 

assessing the veins on the hand, always use the veins that run up and down and avoid 

the small veins that appear to go across the back of the hand. Cannulas should always 

‘point up’ the arm, towards the shoulder. 

 
 

Venepuncture – start at anticubital fossa, and work down the arm. 

PVC Insertion – start at the hand, and work up the arm. 

 
 

Paediatrics and Neonates: 
 

Alternative sites may be used depending on the size and clinical 

condition of the child e.g. legs, feet and less commonly scalps in 

neonates. A risk assessment would be undertaken to determine the 

most appropriate position for the PVC. 
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Normally, PVC insertion would be performed in the largest vein necessary with the 

smallest cannula required. The practitioner would normally start with the hand and work 

up the limb for an access site suitable for PVC insertion. This is due to the fact that if 

something was to happen to the PVC and it required to be resited, then it could be resited 

further up the same vein. If the PVC was resited lower in the same vein, the fluid infused 

may leak from the original puncture site. 



13 | P a g e   

 
 

 Paediatric and Neonates: 
 

Preparation for procedure: 
 

• Explain to the child/ young person and listen to the patients 

previous experiences 

• Discuss procedure with guardian 
 

• Distraction therapy can be an effective tool with the 

assistance of specialist play therapists 

• Therapeutic holding may be necessary 
 

• Use of EMLA or AMETOP topical anaesthetics may be beneficial 
 

• Risk assessment may be done about the use of non-safety equipment used 
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Section 4 Equipment for venipuncture and cannulation (PVC insertion) 

4.1 Venepuncture equipment 
 

As for any procedure, you should gather all the equipment you require before you start. 

Equipment required: 

 Equipment Rationale 
 

 

Personal Protective 
equipment (PPE) – apron 
and gloves 

To prevent the spread of 
infection 

 

 

Tray To carry equipment to 
bedside 

 

 

Sharps box To dispose of sharps 
quickly and safely 

 
 

Disposable tourniquet To allow good venous 
access and prevent the 
spread of infection 

 

 

Sterile 70% isopropyl 
alcohol impregnated swab 

To cleanse skin. Use for 
15secs and allow to dry 
naturally 

 

 
 

Sharp safe butterfly needle 
and vacuette holder 

To reduce risk of needle 
stick injury. 
NB Butterfly must always 
be used with an vacuette 
holder and NEVER 
connected directly to blood 
sample bottle 

OR 
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Quickshield holder and 
visio plus needle 

To reduce risk of needle 
stick injury 

 
From Trakcare 

Blood sample request form To ensure appropriate 
blood sample bottles are 
used 

 

 

Blood sample collection 
bottles 

 

 

 

Sterile gauze To put pressure over 
puncture site following 
withdrawal of the needle 

 

 

Sterile adhesive dressing 
Alternatively, you may wish 
to use gauze and tape to 
cover the puncture site 

To apply over puncture site 
and prevent leakage or 
contamination 
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4.2 Multiple Blood Samples 
 

The order in which sample bottles are used is important. Potentially some additives within 

the sample tubes could contaminate subsequent samples and adversely affect results. 

There are posters available that give further information on the ‘order of draw’ when taking 

multiple samples. Care should be taken to draw samples in the correct order. 
 

 
 

Paediatrics and Neonates: 
Currently, the vacutainer system is unsuitable for use in paediatrics 

as there is too great a pressure in the blood collection bottle and it 

causes the vein to collapse. Heel pricks may be used in young 

babies, adolescents may use the vacutainer system. 

• Blood samples are taken using a 10mL syringe – care must be 

taken to transfer the sample to the appropriate specimen bottle 

as soon as possible ensuring the correct quantity is placed in 

each container. 

• Label the specimen bottles and complete the request forms before leaving the 

patient. 

• The sample bottles used are different from those used in the adult sector. 
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4.3 Cannulation (PVC insertion) equipment 
 

As for any procedure, you should gather all the equipment you require before you start. 

Equipment required: 

 Equipment Rationale 
 

 

Personal Protective 
equipment (PPE) – 
apron and gloves 

To prevent the spread of infection 

 

 

Tray To carry equipment to bedside 

 

 

Sharps box To dispose of sharps quickly and safely 

 
 

Disposable 
tourniquet 

To allow good venous access and 
prevent the spread of infection 

 

 

Sterile 2% 
chlorhexidine and 
70% isopropyl 
alcohol 
impregnated swab 

To cleanse skin. Use for 15secs and 
allow to dry naturally 

 

 

Appropriate size of 
sterile safety PVC 

To reduce risk of needle stick injury 

 

 

Needle free access 
device 

To reduce risk of needle stick injury and 
catheter related blood stream infections 
(CRBSI) 

 

 

10mL syringe To flush cannula. 10mL syringe is used 
to exert the correct pressure and prevent 
damage to the inner lumen of the 
cannula 
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Sterile 0.9% 
Sodium Chloride 

To flush cannula after insertion and 
check for patency 
Normally 5 mls is sufficient volume to 
check patency 

 

 
 
 

Sterile adhesive 
dressing 

To secure cannula 
IV3000 dressings are semi-permeable 
allowing moisture vapour transfer to 
reduce moisture build-up and bacterial 
growth whilst view of the insertion site 

 
 

4.4 Choosing appropriate PVC: 
 

• Cannula – smallest cannula to suit purpose 
 

• Veins – choose large veins for irritant drugs 
 

Before you insert a PVC, think about the purpose the cannula has to perform – why is the 

PVC required? Is it for fluid administration – how quickly will these fluids be administered? 

Is it for a blood transfusion? The purpose the cannula has to fulfil will affect your decision 

on which size of PVC you choose. 

Paediatric and neonates: 
 

Safety PVC and venepuncture devices are not always used in 

paediatrics and neonates. A risk assessment is carried out and 

suitable equipment is chosen for the age and condition of the  child. 

All sharps should be disposed of immediately following the correct 

procedure. 
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Cannula flow rates 
 

Colour Gauge Flow rate 
mls/min 

Infusion type 

Orange 14 343 Rapid blood transfusion 
Emergencies 

Grey 16 196 Rapid blood transfusion 
Emergencies 

Green 18 90 Blood products 
Medicine administration 
General crystalloid infusion 

Pink 20 61 Blood products 
Medicine administration 
General crystalloid infusion 

Blue 22 36 General crystalloid infusion 
Paediatrics 
Oncology 

Yellow 24 22 Paediatrics/Neonates 
Oncology 
Elderly 
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Section 5 Procedures for Venepuncture and PVC insertion 
 

5.1 Procedure for venepuncture 
 
 Action Rationale 
1 Explain the procedure to the patient and 

gain informed consent 
To obtain patient consent and co- 
operation 

2 Perform hand hygiene and assess / 
inspect patient for suitability for 
venepuncture 

To maintain patient safety and comfort and 
gain cooperation 

3 Gather together all equipment on a clean 
tray, including sharps bin 

To minimise risk of needle stick injury 

4 Perform hand hygiene and don PPE To minimize cross infection and protect hands, 
hand hygiene protects the patient, gloves protect 
the practitioner 

5 Assess and palpate vein to choose site To locate vein 

6 Apply disposable tourniquet 
approximately 7-8cm above 
venepuncture site 

To allow engorgement of the vein for easier 
access 

7 Cleanse skin with 70% isopropyl alcohol 
impregnated swab – minimum of 15 secs 
and allow to dry naturally 

To disinfect the skin and minimise risk of 
contamination at venepuncture site 

8 Prepare equipment - connect sharp safe 
needle and quickshield or butterfly and 
vacutainer system 

To allow time for alcohol to evaporate and 
minimise the risk of contamination of sterile 
equipment 

9 Anchor the vein with non-dominant hand. 
Using dominant hand with open end of needle 
facing upwards advance the needle at approx 
30° angle to the skin 

To minimize risk of patient moving and to allow 
free flow of blood into needle 

10 Once flashback is visualised in flashback 
chamber, use non dominant hand to connect 
appropriate blood bottles into vacutainer 
holder, using order of draw if necessary 

To ensure the vein has been accessed and 
the needle is not advanced any further into the 
vein 

11 Once all blood bottles have been 
adequately filled, release tourniquet and 
loosely cover puncture site with gauze 
using quickshield safety device - remove 
needle from vein and activate safety device 
cover over needle on nearest solid surface 

To reduce the engorgement of the vein. 
 
 
 
To reduce the incidence of needle stick injury 

 using butterfly - press safety catch to withdraw 
needle 
In both instances you should hear an 
audible click when safety device is 
activated 

To reduce the incidence of needle stick injury 

12 Immediately put sharp in sharps box ‘Skin 
to bin!’ 

To reduce the incidence of needle stick injury 
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13 Apply pressure to puncture site until 
haemostasis in achieved 

To minimise the risk of haematoma 
formation or prolonged bleed time 

14 Apply sterile airstrip plaster if no patient 
allergies. Alternatively gauze and tape may 
be used 

To minimise the risk of contamination 

15 Label the blood bottles and send to 
appropriate laboratory 

To minimise the risk of mix up and 
incorrect labelling of samples 

16 Remove PPE and decontaminate hands To minimise the risk of cross infection 

17 Document appropriately To ensure good records and record 
keeping 

 
 

5.2 Procedure for PVC insertion 
 
 Action Rationale 
1 Explain the procedure to the patient and 

gain informed consent 
To obtain patient consent and co- 
operation 

2 Perform hand hygiene and assess / inspect 
patient for suitability for PVC insertion 

To maintain patient safety and comfort and 
gain cooperation 

3 Gather together all equipment on a clean 
tray, including sharps bin 

To minimise risk of needle stick injury 

4 Perform hand hygiene and don PPE To minimize cross infection and protect hands; 
hand hygiene protects the patient, gloves protect 
the practitioner 

5 Draw up flush using 10ml syringe and sterile 
0.9% sodium chloride solution. Connect to 
syringe and flush needle free access device 
(Smartsite) 

To allow easy connection to PVC once sited 
Flush and prime Smartsite to allow better flow of 
fluids once in place and prevent air embolism 

6 Assess and palpate vein to choose site To locate vein 

7 Apply disposable tourniquet 
approximately 7-8cm above PVC 
Insertion site 

To allow engorgement of the vein for easier 
access 

8 Cleanse skin with 2% chlorhexidine and 70% 
isopropyl alcohol impregnated swab (clinelle 
wipes) – minimum of 15 secs and allow to dry 
naturally 
In situation of allergy to chlorhexidine, 
alcoholic povidone - iodine solution can be 
used as an alternative 

To disinfect the skin and minimise risk of 
contamination at PVC Insertion site 

9 Remove cannula from packaging and flatten 
out wings 

To allow time for alcohol to evaporate and 
allow the cannula to sit flush to the skin once 
inserted 
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10 Anchor the vein with non-dominant hand. 
Using dominant hand with open end of cannula 
facing upwards advance the cannula at approx 
30° angle to the skin 

To minimize risk of patient moving and to allow 
free flow of blood into cannula 

11 Once 1st flashback is visualised in flashback 
chamber, lower the device to a level of 
approximately 15° to the skin. Use non 
dominant hand to stabilise the stylet and the 
dominant hand to advance the cannula into 
the vein over the stylet visualising the 2nd 

flashback up the length of the cannula 

To ensure the vein has been accessed and the 
stylet is not advanced any further into the vein. 
The cannula is then advanced into the vein 

12 Once cannula is fully advanced: 
1. secure cannula to skin with finger 

or thumb 
2. press on vein just above the 

cannula 
3. release tourniquet 

 
To prevent the cannula being dislodged To 

prevent further blood loss 

To reduce the engorgement of the vein 
13 Immediately put sharp in sharps box ‘Skin 

to bin!’ 
To reduce the incidence of needle stick injury 

14 Connect 10ml syringe previously prepared 
with sodium chloride flush and needle free 
access device (SmartSite) 

To flush cannula to confirm placement within 
a vein and to ensure patency of cannula 

15 Administer flush solution using push pause 
technique 

To ensure patency of cannula and removal of 
blood products from cannula lumen to avoid 
blockage 

16 Disconnect 10ml syringe leaving needle free 
access device (Smartsite) attached to 
cannula 

To minimise the risk of infection and 
contamination 

17 Apply sterile semi-permeable dressing to 
secure cannula in place. (IV3000 dressing) 

To minimise the risk of dislodgement 

18 Remove PPE and decontaminate hands To prevent cross contamination 

19 Document appropriately in patient 
records and PVC careplan 

To ensure good records and record 
keeping 
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Section 6 Complications 
 
6.1 Needlestick injury 

 
Needlestick injury is the most common complication of venepuncture and PVC insertion. The 

risk of this happening can be minimised through good practice and use of safety equipment. 

Needlestick injury can occur before, during or after venepuncture or PVC insertion. 

Good Practice: 
 

• Always use safety equipment – listen for audible click 
 

• Skin to Bin – disposal of sharps at the bedside into sharps bin 
 

 Always dispose of needles in sharps bin at earliest opportunity 
 

 Never overfill sharps bins and use temporary closure mechanism 
 

 Follow NHSGGC Management of Occupational and non-occupational exposures to 

blood borne viruses including needlestick injuries and sexual exposures (2013) 

In the event of a needlestick injury occurring, you should: 
 

1. Make the site bleed under warm running water 
 

2. Report to nurse in charge and /or line manager who would undertake a risk 

assessment 

3. Contact occupational health or your local Emergency Department within 1 hour for 

advice 

4. Datix the incident occurring You 

should avoid: 

 Sucking/licking the injury 
 

 Contaminating the area or equipment 
 

 Ignore that it has happened!! 
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6.2 Infiltration 
 
Infiltration is the leakage of non-vesicant fluid from the vein to the surrounding tissues. 

 
A non-vesicant fluid is a fluid that does not cause local tissue damage. Infiltration is caused by 

the PVC piercing the vessel wall, usually due to poor technique on insertion, or poor securing 

of the PVC. 

Signs and symptoms include: 
 

 Swelling 
 

 Pain 
 

 Paraesthesia (numbness) 
 

 Cold peripheries 

Treatment: 

 Stop infusion 
 

 Remove PVC and resite 
 

 Document in PVC care plan or bundle and nursing notes 
 
You may also wish to support and elevate the affected limb to encourage lymphatic drainage 

of the excess fluid. 

 
 
6.3 Extravasation 

 
Extravasation is described by Dougherty and Lister 

(2011) as being the leakage of a vesicant fluid from 

the vein into the  surrounding tissues. A vesicant fluid 

is one which causes local tissue damage and 

necrosis. This is usually due to the pH 

(acidity/alkalinity) of the fluid. 

Signs and symptoms include: 
 

 Pain 
 

 Parasthesia (numbness) 
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• Cold peripheries 
 

• Necrosis / discolouration / redness 
 

• Swelling 

Treatment: 

• Stop infusion immediately 
 

• Leave cannula insitu 
 

• Aspirate (draw back) any fluid you can but NEVER flush PVC 
 

• Seek advice from pharmacy and medical staff prior to removing PVC, who may advise 

administration suitable neutralising agent (the best way to do this is through the cannula 

that caused the vesicant fluid to leak) 

• Remove PVC and resite 
 

• Apply hot pack or cold pack, if appropriate 
 

• Subsequent management depends upon the drug involved and degree of damage 

• Mark area of redness with skin marker 
 

• Document in PVC care plan or bundle and nursing notes 
 

• Report in Datix 
 
 
 

Paediatrics and Neonates: 
 

Neonate infiltration and extravasation guidelines can be accessed via 

Staffnet (The care of Peripheral IV cannula: prevention and 

management of infiltration/extravasation injuries 2009). 
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6.4 Phlebitis 
 

Phlebitis is the inflammation of the intima layer of the vein. There are 3 main types: 
 

Mechanical – caused by a PVC irritating the lumen of the vein e.g. a large cannula in a small 

vein 

Chemical – caused by irritation from chemicals e.g. medications and chemotherapy 
 

Bacterial – caused by infection - commonly from poor insertion technique and lack of hand 

washing. Infection can present in a number of ways: 

• Local Site Infection 
 

• Microbial Phlebitis 
 

• Systemic Infection 

Signs and symptoms: 

• Tenderness 
 

• Erythema 
 

• Swelling 
 

• Purulent discharge 
 

• Palpable venous cord 
 

Treatment will vary depending on the individual patient, and severity of the phlebitis. 
 

NHSGGC use a modified Phlebitis Score to allow a consistent measure of the degree of 

phlebitis to be assessed and recorded. 
 

Modified V.I.P (Visual Infusion Phlebitis) Score 
IV site appears healthy 0 No phlebitis : Observe Cannula 
One of the following is evident : slight 
pain or redness near site 

1 Possible first signs: Observe 
cannula 

Two or more of the following are evident: 
pain, redness, swelling 

2 Early stage of phlebitis : Remove 
and resite cannula 

All of the following are evident: pain, 
redness, hardening of surrounding tissue 

3 Phlebitis/ Thrombophlebitis: 
Remove & resite cannula 
Seek further advice As above including : palpable venous 

cord 
4 

As above including: pyrexia 5 
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6.5 Haematoma 
 

Haematoma is a swelling of blood under the skin causing a hard, painful lump. It usually 

occurs during insertion of the PVC. There are various causes including: 

 Transfixation or transection of the vein (piercing through both sides of the vein) 
 

 Inadequate pressure to puncture site on removal of device, or unsuccessful attempt. 

Other more uncommon, but not unheard of complications may include: 
 

• Damage to surrounding nerves 
 

• Cannula embolism 
 

• Pulmonary embolism 
 

• Arterial puncture 
 

• Catheter fracture 
 

• Thromboembolism 
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Section 7 Advantages and disadvantages (indication and 
contraindications) 

7.1 Sites to avoid 
 

1. on or near site of infection or phlebitis – to prevent the introduction of blood stream 

infection 

2. Small superficial veins – poor blood flow 
 

3. Bruised areas – hard to see signs of subsequent phlebitis and potential for damage to 

vein to cause bruise 

4. Arterio-venous (AV) fistula – not appropriate for normal venepuncture or PVC Insertion 

5. Areas of scarring – sensation is altered, patient will not feel tenderness or phlebitis 

6. Limb where IV infusion is running 
 

7. Oedematous areas -  hard to palpate vein and undertake procedure 
 

8. Previous venepuncture sites – multiple attempts can cause scarring of the vein 
 

9. Limb affected by injury/disease – e.g. patients following Cerebral Vascular Accident 

(CVA) can have altered sensation and may not feel tenderness and phlebitis 

10. Mastectomy – if had axillary clearance then lymphatic drainage may be affected 

causing lymph oedema. The lymphatic system drains into the venous system, and 

lymph oedema would disrupt this 
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Section 8 Maintaining Peripheral Venous Cannula (PVC) 
 

8.1 PVC care plan 
 

NHSGGC have a care plan for patients with a PVC in place. This should be started and 

documented by the person who inserts the cannula. In some instances, the PVC care plan is 

not commenced. It should then be started at the earliest opportunity. Remember the mantra – if 

it is not documented, then there is no evidence it happened! Therefore, all patients with a PVC 

should have a PVC careplan. The current Adult PVC care plan can be found at the back of this 

workbook. 

Paediatrics and neonates: 
 

Paediatric PVC bundle – Checking Sheet is used to document cannulation 

equipment and checks. A copy can be found at the back of this workbook. 

Safety PVC and venepuncture devices are not always used in paediatrics 

and neonates. A risk assessment is carried out and suitable equipment is 

chosen. All sharps should be disposed of immediately following the correct 

procedure. 

8.2 Care of the site 
 

Bandaging to secure a PVC should not routinely be used. Any bandaging around the access 

site must be kept to a minimum, placed in such a way that the PVC insertion site can be seen 

regularly without removing the bandage every time an inspection is made, before and after any 

intravenous administration. Any covering must be replaced every 24 hours. 

Paediatrics and neonates: 
 

Bandaging is not used in neonates. Small splints are used  to retain the 

PVC securely. It may be necessary to remove the splint to allow close 

inspection of the under surface of the limb as there may be oedema 

underneath the limb and allow comparison with the opposite limb. 
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8.3 Removal of cannula 

 
PVCs should be removed at the earliest opportunity when no longer required. PVC use should 
be monitored closely by practitioners and the site inspected and documented on the PVC care 
plan. Normally, the PVC should be removed (and resited if necessary) 72 hours (3 days) 
following insertion. However, there are particular circumstances where the practitioner may 
use clinical judgement and risk assess the need for a PVC, with the clinical availability of veins 
to cannulate or resite the PVC. In some circumstances the practitioner may decide to keep the 
existing PVC in place – this must be documented on the PVC care plan and reviewed at least 
every 24 hours thereafter. 
 
Procedure for removing PVC 

 Action Rationale 

1. Explain the procedure to the patient 
and obtain verbal consent 

To obtain patient consent and co-operation 

2. Ensure that alternative vascular access has 
been established if necessary 

To minimise the time without therapeutic 
treatment 

 
 
3. 

Assess patients bleeding risk and if they are 
either therapeutically anti- coagulated or 
have an abnormal clotting 
screen seek advise from patients 
consultant prior to removal 

To ensure haemostasis is established, minimise 
the risk of haematoma formation or prolonged 
bleed time 

4. Stop all fluids being infused via the PVC To prevent spillage and contamination or 
cross infection 

5. Collect equipment To maintain patient and practitioner safety 
 
6. 

Decontaminate hands & apply PPE To minimise cross infection and protect hands, 
hand hygiene protects the patient, gloves 
protect the practitioner 

 
7. 

Carefully remove the PVC dressing noting 
that scissors must not be used to loosen or 
remove dressing 

To prevent dislodgement of the PVC. Scissors 
should not be used in case of injury to the patient 
or damage to the device 

8. Hold a piece of dry cotton gauze over the 
insertion site and remove the PVC 

To minimise the risk of contamination 

 

9. 

Apply firm pressure immediately to 
insertion site for approximately 2-3mins or 
long enough to ensure that there is no 
subcutaneous leakage of blood 

To ensure haemostasis is established, minimise 
the risk of haematoma formation or prolonged 
bleed time 

10. After removal the PVC should be 
inspected for integrity and damage 

To ensure it has been removed in its entirety 

11. Apply sterile adhesive dressing to the 
insertion site, checking for any allergies 

To minimise the risk of contamination 

12. Ensure patient is comfortable To maintain patient safety and comfort 
 

13. 

Dispose of waste, remove PPE & 
decontaminate hands. 
Record procedure in nursing 
documentation and the PVC careplan 

To minimise the risk of cross infection 
 
To ensure good records and record keeping 
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