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1. Anatomic characteristics and their effect on
physical assessment, vascular and nonvascular
access device site selection, insertion procedures,
site rotation, and use of specialized infusion-
related equipment, including care and mainte-
nance practices during infusion therapy.3-5 (V)

2. Physiologic characteristics and their effect on drug
and nutrient selection; administration set selection
(eg, free of Di[2-ethylhexyl] phthalate); dosage and
volume limitations with reference to age, height,
weight, or body surface area; pharmacologic
actions, interactions, and side effects; monitoring
parameters; and response to infusion therapy.3-11 (V)

3. Growth and developmental stages, including
implications related to promoting comfort and
reducing pain and fears associated with infu-
sion therapy procedures.3,4,9,12-14 (V)

4. Interaction with parents, other family members,
or legally authorized representative as members
of the patient’s health care team, including
patient education that is provided with attention
to age, developmental level, health literacy, cul-
ture, and language preferences (see Standard 11,
Patient Education).2,4,15 (V)

5. Safe and appropriate setting (eg, acute care,
ambulatory, school, or home care) for patients
receiving infusion therapy.2,16 (V)

6. Obtaining assent from the school-age or adoles-
cent patient as appropriate (see Standard 12,
Informed Consent).2,17-19 (V)
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1. PRACTICE SETTING

Standard

1.1 The Infusion Nursing Standards of Practice shall be
applied and met in all practice settings where infusion
therapy is administered.
1.2 Administration of infusion therapy shall be estab-
lished in organizational policies, procedures, and/or
practice guidelines.
1.3 Administration of infusion therapy shall be in accor-
dance with rules and regulations promulgated by the
state’s Board of Nursing and federal and state regulatory
and accrediting agencies in all practice settings.

2. NEONATAL AND PEDIATRIC
PATIENTS

Standard

2.1 The nurse providing infusion therapy for neonatal
and pediatric patients shall have clinical knowledge and
technical expertise with respect to this population.
2.2 Clinical management of neonatal and pediatric
patients shall be established in organizational policies,
procedures, and/or practice guidelines and in accor-
dance with applicable standards of practice.
2.3 The nurse shall verify that informed consent for
treatment for neonatal and pediatric patients, as well as
those patients who are deemed emancipated minors or
mature minors, is documented.

Practice Criteria

A. The nurse should provide care to neonatal and
pediatric patients that is individualized, collabo-
rative, and age appropriate.1-4 (V)

B. The nurse providing infusion therapy to neonatal
and pediatric patients should have knowledge and
demonstrated skill competency in the areas of:
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3. OLDER ADULT PATIENTS

Standard

3.1 The nurse providing infusion therapy for older adult
patients shall have clinical knowledge and technical
expertise with respect to this population.
3.2 Clinical management of older adult patients shall be
established in organizational policies, procedures,
and/or practice guidelines and shall be according to
applicable standards of practice.

Practice Criteria

A. The nurse should provide individualized, collabo-
rative, and age-appropriate care to older adults—
those people who are 65 years and older.1-8 (V)

B. The nurse providing infusion therapy to older
adults should have knowledge and demonstrated
skill competency in the areas of:
1. Anatomic changes related to older adults and

their effect on physical assessment, vascular and
nonvascular access device site selection, inser-
tion procedures, and use of specialized infusion-
related equipment, including care and mainte-
nance practices during infusion therapy.9-11 (V)

2. Physiologic changes related to older adults and
their effect on drug dosage and volume limita-
tions, pharmacologic actions, interactions, side
effects, monitoring parameters, and response
to infusion therapy.4,9,12-14 (V)

3. Changes in cognitive abilities and dexterity;
communication methods, including vision, hear-
ing, and verbal changes; as well as psychosocial
and socioeconomic considerations.4,9,15 (V)

4. Interaction with family members, caregivers, or
legally authorized representative as members of
the patient’s health care team, with consent of the
patient or as necessary due to mental status.9,15 (V)

5. Potential for adverse events and drug interac-
tions in older adults who may be prescribed
multiple medications.4,9,13,16 (V)

6. Safety and environmental considerations related to
older adults receiving infusion therapy and effective
management of those considerations.9,13,16,17 (V)
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4. ETHICS

Standard

4.1 Ethical principles shall be the foundation for deci-
sion making and patient advocacy.
4.2 Guidelines and resources for ethical issues shall be
outlined in organizational policies, procedures, and/or
practice guidelines.
4.3 The nurse shall act as a patient advocate; maintain
patient confidentiality, safety, and security; and respect,
promote, and preserve human autonomy, dignity,
rights, and diversity.
4.4 Principles of beneficence, nonmaleficence, fidelity,
protection of patient autonomy, justice, and veracity
shall dictate nursing action.

Practice Criteria

A. Ethical principles should be integrated in all areas
of nursing practice.1-4 (V)

B. The nurse should use professional ethical resources,
including the Guide to the Code of Ethics for Nurses:
Interpretation and Application by the American
Nurses Association and the Infusion Nursing Code of
Ethics.1-4 (V)

C. The nurse should assess for and raise issues relat-
ed to potential ethical problems, act as a role
model for ethical care, and contribute to resolving
ethical issues related to patients, colleagues, or the
health care system.1-4 (V)

D. The nurse should use organizational ethics
resources, such as ethics committees, and support
nursing participation when dealing with ethical
issues.1-4 (V)
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5. SCOPE OF PRACTICE

Standard

5.1 The scope of practice for each type of personnel
involved with the delivery of infusion therapy shall be
organized to support patient safety and protection and
shall clearly define the roles, responsibilities, tasks,
range of services, and accountability for all levels of per-
sonnel involved with the delivery of infusion therapy.
5.2 All licensed nursing personnel with responsibility
for infusion therapy shall possess a license in good
standing with the state’s Board of Nursing.
5.3 All personnel involved with the delivery of infusion
therapy shall practice within the legal boundaries of the
individual license or scope of practice.
5.4 All personnel involved with the delivery of infusion
therapy shall possess the ability to communicate effec-
tively with patients, supervisors, peers, and other mem-
bers of the health care team.
5.5 The role of nursing assistive personnel (NAP)
involved with infusion therapy shall be limited to non-
invasive and administrative tasks.
5.6 Delegation of infusion therapy tasks shall be in
accordance with rules and regulations promulgated by
the state’s Board of Nursing. The registered nurse (RN)
shall be responsible and accountable for all tasks 
delegated to NAP and licensed practical/vocational
nurses (LPN/LVN).
5.7 The RN shall be accountable for patient safety in
the delivery of infusion therapy.

Practice Criteria

A. The legal scope of practice for all licensed health
care professions is defined in the state statutes
governing each profession. The changing health
care system mandates overlap between profes-
sional groups, with no single group claiming
exclusive ownership of any skill, activity, or task.
Interdisciplinary education and collaboration is
known to produce quality patient care.1-3 (IV,
Regulatory)
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B. The method for making scope of practice deci-
sions is different for each state’s Board of Nursing
and includes a decision-tree model, declaratory
rulings, and advisory opinions. The expansion of
infusion therapies and technologies requires the
nurse to be knowledgeable of the method used in
the state(s) where one practices.4,5 (V, Regulatory)

C. Decisions about the scope of practice for each
type of personnel involved with infusion therapy
should focus on the following:
I. Nursing Assistive Personnel (NAP)

a. NAP function in assistive roles to perform
supportive patient care tasks that are nonin-
vasive. Job titles may include many combi-
nations of the terms aides, assistants, or
technicians. Training is provided in many
different settings, and requirements vary
among states. NAP working in some facili-
ties and agencies receiving federal funding
are required to have a minimum amount of
training and pass a state competency evalu-
ation. Some states do require a license.6-8 (V)

b. Infusion-related tasks assigned to NAP
include managing equipment and supplies,
gathering statistics, and assisting licensed
personnel with invasive procedures.6,7 (V)

c. NAP should not have the responsibility to
perform invasive infusion therapy proce-
dures such as catheter insertion, catheter
maintenance procedures, or the administra-
tion of any fluid, nutrition, blood, or med-
ication. A practice analysis for NAP identi-
fied 119 activity statements; however, there
were no infusion-related tasks, activities, or
procedures identified.6,9 (IV)

d. State Boards of Nursing may have statements
affirming that initiation, administration, and
monitoring of infusion therapy may not be
delegated to unlicensed personnel.6,7 (V)

e. Personnel (eg, infusion team technicians)
performing catheter insertions have been
identified as a predictor of complications
such as phlebitis and infiltration.10 (IV)

II. Medical Assistant (MA)
a. MAs function in assistive roles to physicians

and other health care practitioners by per-
forming administrative and clinical tasks.
Their primary place of employment is the
medical office.8,11 (V)

b. Due to the increasing frequency and types of
infusion therapy provided in non–acute care
settings, MAs should have basic knowledge of
infusion therapy as it applies to their role.11 (V)

c. MAs should complete a course of infusion
therapy training, including supervised clinical
practice.11 (V)

III. Licensed Practical/Vocational Nurse (LPN/LVN)
a. Successful completion of an organized educa-

tional program, including supervised clinical
practice on infusion therapy, is required for
LPN/LVNs in many states. In states without
such requirements, completion of a similar
educational program is recommended prior
to performing infusion therapy procedures.
These educational programs should apply the
Infusion Nursing Standards of Practice.12-14

(V, Regulatory)
b. An LPN/LVN practice analysis identified 13

of 159 activity statements as being infusion
tasks, activities, and procedures. The frequen-
cy of performance of each activity varies by
work practice setting, age and type of
patients, and years of experience.9 (IV)

c. All infusion-related tasks should be per-
formed under the supervision of a registered
nurse with appropriate infusion therapy
knowledge and skills.13 (V, Regulatory)

IV. Registered Nurse (RN)
a. The RN performing infusion therapy should

have the requisite knowledge and skills
derived from application of the Infusion
Nursing Standards of Practice.15,16 (V)

b. Due to the lack and/or inconsistency of infu-
sion therapy in basic nursing curricula, the RN
should successfully complete an organized edu-
cational program on infusion therapy.15,17 (V)

c. The RN should participate in the develop-
ment of policies and procedures and in qual-
ity improvement activities related to infu-
sion therapy.18,19 (V)

d. When the RN has received a delegated
assignment from another health care profes-
sional and concludes that she or he is inade-
quately prepared to perform this function,
the RN must refuse this assignment and seek
other means for providing the patient care
required.20 (V)

e. Tasks delegated by the RN to other nurses or
assistive personnel are required to be within
the legal boundaries for those personnel. Tasks
delegated to assistive personnel should not
require professional judgment, require little or
no modification for each patient, and can be
performed with a predictable outcome.20,21 (V)

V. Infusion Nurse Specialist (CRNI®)
a. Infusion nurse specialists are RNs who have

attained certification in infusion nursing from
the Infusion Nurses Certification Corporation
(INCC) and use the designation CRNI®

(Certified Registered Nurse Infusion). This 
credential signifies specialized knowledge 
and experience in infusion nursing. All RNs
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specializing in infusion nursing should seek to
earn this credential.22-24(V)

b. Nurses earning a certification credential from a
professional organization report benefits of per-
sonal and professional growth, career advance-
ment, financial rewards, and empowerment.25-27

(IV)
c. In addition to the practice criteria for the RN,

the CRNI® serves as direct care provider, care
coordinator, advocate, patient and staff educa-
tor, manager, and consultant on all issues relat-
ed to infusion therapy.28 (V)

d. The CRNI® is recognized as expert in this
specialty and should organize and coordi-
nate quality improvement activities in infu-
sion therapy and be the primary resource to
guide policy and procedure development
derived from best evidence.28 (V)

e. The CRNI® should be involved with imple-
mentation of clinical decision support sys-
tems (CDSS) to ensure the needs of nursing
are addressed. CDSS designed for nursing
may have the potential for guiding clinical
decisions within the nurse’s scope of practice;
however, the available studies have many
limitations. Management of catheter- and
infusion-related complications could benefit
from such systems.29 (V)

VI. Advanced Practice Nurse (APN)
a. Nurse practitioners, clinical nurse specialists,

nurse midwives, and nurse anesthetists com-
pose the group of advanced practice nurses.
APNs may be licensed independent practi-
tioners (LIPs) and function under a facility’s
guidelines and procedures for medical staff.
APNs may have the legal authority to pre-
scribe infusion therapy and perform surgical
procedures for insertion and removal of vas-
cular access devices.30,31 (IV, Regulatory)

b. APNs should be involved with education, con-
sulting, and research in infusion therapy.21,30 (IV)
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6. COMPETENCE AND 
COMPETENCY VALIDATION

Standard

6.1 As a method of public protection, the nurse shall be
competent in the safe delivery of infusion therapy with-
in her or his scope of practice.
6.2 The nurse shall be responsible and accountable for
attaining and maintaining competence with infusion
therapy within her or his scope of practice.
6.3 Competency validation shall be performed initially
and on an ongoing basis.
6.4 Competency validation shall be documented in accor-
dance with organizational policies, procedures, and/or
practice guidelines.

Practice Criteria

A. The nurse bears responsibility for becoming compe-
tent to enter nursing practice and maintaining contin-
ued competence throughout her or his career.
Competence goes beyond psychomotor skills to
include application of knowledge, critical thinking
skills, and decision-making abilities. Competency
requires a commitment to lifelong learning, self-reflec-
tion, and professional ethics. Completion of continu-
ing education programs is the most common method
for continuing competence; however, this method
does not prove or guarantee competence.1-10 (IV)

B. Employers should use competency validation
processes to document that the nurse has the knowl-
edge, skills, behaviors, and ability to perform the
assigned job. Competence should initially be validat-
ed at the time of employment, after orientation to the
organization, on an ongoing periodic basis, when
scope of practice changes, and with the introduction
of new equipment or technology. Frequency of ongo-
ing competence validation and performance evalua-
tion is determined by the organization. Frequency for
validation of specific skills or tasks should be based
on the associated risk and may be considered a com-
ponent of the quality improvement process.11,12 (V)

C. Multiple infusion-related tasks are identified as core
competencies for all registered nurses. Infusion-

related tasks performed by licensed practical/
vocational nurses (LPN/LVNs) are determined by
the state’s Board of Nursing and vary greatly
among states.13,14 (V, Regulatory)

D. Core competencies for the infusion nurse specialist
should be established in the written job descrip-
tion and should be based on the infusion nursing
core curriculum, including:
1. Technology and clinical application
2. Fluid and electrolyte balance
3. Pharmacology
4. Infection prevention
5. Neonate and pediatric patients
6. Transfusion therapy
7. Antineoplastic and biologic therapy
8. Parenteral nutrition
9. Quality improvement15,16 (V)

E. Nurses working as contracted staff (eg, peripher-
ally inserted central catheter [PICC] insertion) are
required to document competency with the tasks
being performed and to comply with the organi-
zation’s requirements for staff qualifications and
personnel practices.11 (V)

F. Competency validation is a dynamic process that
changes based on organizational needs. Skills or
tasks for ongoing competency validation are identi-
fied through use of clinical outcome data, problems
documented through Unusual Occurrence and
Sentinel Event Reports, changing patient popula-
tions, and patient satisfaction data. Prioritizing the
specific tasks for competency validation is deter-
mined by the frequency of performing those tasks
and the risks associated with the tasks. Low-fre-
quency tasks are performed rarely (eg, less than
weekly). High-risk tasks include invasive procedures
with the potential to be harmful or even life-threat-
ening to the patient. Problem-prone tasks include
those that are documented to produce issues for the
patient, staff, or organization.11,12,17 (V)

G. A variety of different methods should be used for
competency validation including, but not limited
to, written tests for evaluating knowledge, use of
clinical scenarios, and assessment of critical think-
ing skills; observation in a skills laboratory; and
observing performance of the skill in the work
environment, which is the preferred method for
invasive infusion therapy procedures.11,18 (V)

H. A skills laboratory setting involves use of simula-
tion with anatomical models and computer-based
virtual reality. Performance of invasive proce-
dures (eg, venipuncture) on peers is discouraged
due to health risk for the peer-volunteer.19-21 (V)

I. Documentation of observed performance requires
a well-designed form or checklist that focuses on
objective, measurable assessment of the actual
performance; however, data on the validity and
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reliability of specific forms are not available. The
form includes the competency statement, specific
performance criteria statements, or critical behav-
iors; the method of demonstrating performance;
the criteria for achieving success; and the signa-
ture of the validator.11 (V)

J. Initial competency validation for specialized skills
not expected of all nurses (eg, PICC insertion,
chemotherapy administration) requires attention
to prior clinical experience, educating the nurse
for these advanced skills, and completion of a
procedure demonstration and return demonstra-
tion. This is followed by performance of an iden-
tified number of successful procedures under
supervision in the clinical setting.17,22 (V)

K. The person validating the specific skill should be
competent with the skill. When no one in the
organization has the specific competency,
arrangements for a skill validator from outside
the organization may be necessary.11,18,23 (V)

L. Competency validation should include competen-
cy for specific patient populations based on age.
Age-based competency will address needs by
chronological, functional, or life-stage groups,
including physical and psychological development
needs and patient educational requirements.11 (V)

M. Competency validation should facilitate culturally
competent health care by identifying and address-
ing the needs of ethnically diverse patient popula-
tions. Cultural competence includes health care-
related beliefs and values, prevalent diseases in pop-
ulations served, religious practices, language and
literacy issues, and family-based needs.11,24,25 (V)
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7. QUALITY IMPROVEMENT

Standard

7.1 The nurse shall participate in quality improvement
activities that advance patient care, quality, and safety.

Practice Criteria

A. Quality improvement activities include evaluating
patient or clinical outcomes; identifying clinical
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indicators, benchmarks, and areas for improvement;
providing best evidence; recommending and imple-
menting changes in structures or processes; analyzing
data and outcomes against benchmarks; considering
the use of cost analysis; or minimizing and eliminat-
ing barriers to change and improvement.1-13 (V)

B. The quality improvement program should create a
culture that fosters the reporting and analysis of
quality and safety indicator outcomes, near-miss-
es, errors, and adverse events. The program should
focus on systems and processes that promote indi-
vidual accountability and a just culture.12,14-22 (V)

C. The knowledge gained through this process should
be shared internally and externally with other
health care providers and organizations.13,23 (V)

REFERENCES

1. American Nurses Association. Nursing: Scope and Standards of
Practice. 2nd ed. Silver Spring, MD: ANA; 2010.

2. Institute of Medicine. Crossing the Quality Chasm: A New
Health System for the 21st Century. Washington, DC: National
Academy Press; 2001:111-144, 231-308.

3. The Joint Commission. Comprehensive Accreditation Manuals.
Edition v2.0.0.0. Oakbrook Terrace, IL: TJC; 2010.

4. Sierchio GP. Quality management. In: Alexander M, Corrigan A,
Gorski L, Hankins J, Perucca R. Infusion Nursing: An Evidence-
Based Approach. 3rd ed. St Louis, MO: Saunders/Elsevier;
2010:22-48.

5. Agency for Healthcare Quality and Research. NQF-Endorsed
Measures. In: National Quality Measures Clearinghouse™. http://
www.qualitymeasures.ahrq.gov/browse/endorsed.aspx. Accessed
January 30, 2010.

6. Curtis JR, Cook DJ, Wall RJ, et al. Intensive care unit quality
improvement: a “how-to” guide for the interdisciplinary team.
Crit Care Med. 2006;34:211-218.

7. Danello SH, Maddox RR, Schaack GJ. Intravenous infusion safety tech-
nology: return on investment. Hosp Pharm. 2009;44:680-687,696.

8. Dunton N, Montalvo I. Sustained Improvement in Nursing
Quality: Hospital Performance on NDNQI Indicators, 2007-
2008. Silver Spring, MD: American Nurses Association; 2009.

9. Farquhar M. AHRQ quality indicators. In: Hughes RG, ed.
Patient Safety and Quality: An Evidence-Based Handbook for
Nurses. AHRQ Publication No. 08-0043. Rockville, MD: Agency
for Healthcare Research and Quality. http://www.ahrq.gov/qual/
nurseshdbk/docs/FarquharM_IS.pdf. Published March 2008.
Accessed July 6, 2010.

10. Galloway M. Using benchmarking data to determine vascular
access device selection. J Infus Nurs. 2002;25(5):320-325.

11. Institute of Medicine. The State of Quality Improvement and
Implementation Research: Expert Views. Washington, DC: National
Academy Press. 2007;53-56, 29-43.

12. Rudy EB, Lucke JF, Whitman GR, Davidson LJ. Benchmarking
patient outcomes. J Nurs Scholarship. 2001;33(2):185-189.

13. Sierchio GP. A multidisciplinary approach for improving outcomes.
J Infus Nurs. 2003;26(1):34-43.

14. Alexander M, Webster H. Legal issues of infusion nursing. In:
Alexander M, Corrigan A, Gorski L, Hankins J, Perucca R, eds.
Infusion Nursing: An Evidence-Based Approach. 3rd ed. St Louis,
MO: Elsevier/Saunders; 2010:49-59.

15. Barnhill S. Clinician and patient safety. In: Alexander M, Corrigan A,
Gorski L, Hankins J, Perucca R. Infusion Nursing: An Evidence-Based
Approach. 3rd ed. St Louis, MO: Elsevier/Saunders; 2010:95-108.

16. Hughes RG. Tools and strategies for quality improvement and
patient safety. In: Hughes RG, ed. Patient Safety and Quality: An
Evidence-Based Handbook for Nurses. AHRQ Publication No.
08-0043. Rockville, MD: Agency for Healthcare Research and
Quality. http://www.ahrq.gov/qual/nurseshdbk/docs/HughesR_
QMBMP.pdf. Published March 2008. Accessed July 6, 2010.

17. Institute of Medicine. Patient Safety: Achieving a New Standard for
Care. Washington, DC: National Academy Press. 2004;226-249,
200-225, 279-316.

18. Mitchell PH. Defining patient safety and quality care. In: Hughes
RG, ed. Patient Safety and Quality: An Evidence-Based Handbook
for Nurses. AHRQ Publication No. 08-0043. Rockville, MD:
Agency for Healthcare Research and Quality. http://www.ahrq.
gov/qual/nurseshdbk/docs/MitchellP_DPSQ.pdf. Published March
2008. Accessed July 6, 2010.

19. Shearburn P, Kratz M. Utilization of error analysis data in chemother-
apy order preparation for development of a comprehensive electronic
chemotherapy plan of care. Oncol Nurs Forum. 2009;36(3):76.

20. Wachter RM, Pronovost PJ. Balancing “no blame” with account-
ability in patient safety. New Engl J Med. 2009;361(14):1401-1406.

21. Minimizing risk and improving performance. In: Weinstein S, ed.
Plumer’s Principles & Practice of Intravenous Therapy. 8th ed.
Philadelphia, PA: Lippincott Williams & Wilkins; 2007:10-23.

22. Gorski LA. Central venous access device outcomes in a homecare
agency: a 7-year study. J Infus Nurs. 2004;27(2):104-111.

23. Stokowski G, Steele D, Wilson D. The use of ultrasound to improve
practice and reduce complication rates in peripherally inserted 
central catheter insertions. J Infus Nurs. 2009;32(3):145-155.

8. RESEARCH AND EVIDENCE-
BASED PRACTICE

Standard

8.1 The nurse shall use research findings and current best
evidence to expand nursing knowledge in infusion therapy,
to validate and improve practice, to advance professional
accountability, and to enhance evidence-based decision
making.
8.2 The nurse shall obtain approval for research and
research-related activities in accordance with federal
regulations, professional standards, and criteria set
forth by accrediting agencies and organizational poli-
cies, procedures, and/or practice guidelines.
8.3 The nurse shall develop and revise organizational
policies, procedures, and/or practice guidelines based on
research findings and current best evidence.
8.4 The nurse shall integrate evidence-based nursing
knowledge with clinical expertise and the patient’s pref-
erences and values in the current context when provid-
ing infusion therapy.

Practice Criteria

A. The nurse should actively participate in infusion
therapy research activities that advance nursing
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knowledge, such as participating on a research team
or journal club, or conducting systematic literature
reviews, in relation to the individual’s education and
experience.1-5 (V)

B. The nurse should actively participate in critically
evaluating, interpreting, and implementing research
findings and/or current best evidence into nursing
practice. This includes, but is not limited to, policy
and procedure development and review; product
technology selection; practice guideline implemen-
tation; or abstraction of data from published
papers, in relation to the individual’s education and
experience.6-10 (V)

C. The nurse should be competent in using evi-
dence-based nursing knowledge and identifying
patients’ preferences and values to provide
effective and safe infusion therapy practice.7,11-14

(V)

REFERENCES

1. American Nurses Association. Nursing: Scope and Standards of
Practice. 2nd ed. Silver Spring, MD: ANA; 2010.

2. Infusion Nurses Society. Mission. http://www.ins1.org. Accessed
August 2, 2010.

3. Infusion Nurses Society; Infusion Nurses Certification Corporation
[position paper]. The value of certification in infusion nursing. J
Infus Nurs. 2009;32(5):248-250.

4. Polit DF, Beck CT. Essentials of Nursing Research: Appraising
Evidence for Nursing Practice. 7th ed. New York, NY: Lippincott
Williams & Wilkins; 2009.

5. Fowler MDM, ed. Guide to the Code of Ethics for Nurses:
Interpretation and Application. Silver Spring, MD: American Nurses
Association; 2008.

6. Dos Reis PE, Silveira RC, Vasques CI, Carvalho EC. Pharmacological
interventions to treat phlebitis: systematic review. J Infus Nurs. 2009;
32:75-79.

7. Hagle ME, Senk P. Evidence-based practice. In: Alexander M,
Corrigan A, Gorski L, Hankins J, Perucca R. Infusion Nursing: An
Evidence-Based Approach. 3rd ed. St Louis, MO: Saunders/Elsevier;
2010:10-21.

8. Hertzel C, Sousa VD. The use of smart pumps for preventing
medication errors. J Infus Nurs. 2009;32(5):257-267.

9. Titler MG. The evidence for evidence-based practice implementa-
tion. In: Hughes RG, ed. Patient Safety and Quality: An Evidence-
Based Handbook for Nurses. AHRQ Publication No. 08-0043.
Rockville, MD: Agency for Healthcare Research and Quality.
http://www.ahrq.gov/qual/nurseshdbk/docs/TitlerM_EEBPI.
pdf. Published March 2008. Accessed August 2, 2010.

10. Adams J. Utilizing evidence-based practice to support the infusion
alliance. J Infus Nurs. 2010; 33(5):273-277.

11. Bays CL, Hermann CP. An evidence-based practice primer for
infusion nurses. J Infus Nurs. 2010;33(4):220-225.

12. Cox JA, Westbrook LJ. Home infusion therapy: essential character-
istics of a successful education process—a grounded theory study. 
J Infus Nurs. 2005;28(2):99-107.

13. Infusion Nurses Society. Infusion nursing code of ethics. J Infus
Nurs. 2001;24(4):242-243.

14. Evidence-based infusion practice. In: Weinstein S, ed. Plumer’s
Principles & Practice of Intravenous Therapy. 8th ed. Philadelphia, PA:
Lippincott Williams & Wilkins. 2007;188-200.

9. POLICIES, PROCEDURES,
AND/OR PRACTICE GUIDELINES

Standard

9.1 Infusion policies, procedures, and/or practice guide-
lines shall describe the acceptable course of action,
including performance and accountability, and provide
a basis for clinical decision making.
9.2 Infusion policies, procedures, and/or practice guide-
lines shall be compliant with state and federal laws and
professional standards.
9.3 Infusion policies, procedures, and/or practice guide-
lines shall be written, reviewed at established intervals,
and revised as needed based on best evidence, and
approved within a formal organizational process.
9.4 Infusion policies, procedures, and/or practice guide-
lines shall be readily available and accessible to health care
team members.

Practice Criteria

A. Infusion policies, procedures, and/or practice
guidelines should encompass all applicable areas of
infusion therapy and should ensure patient safety,
as well as minimize or mitigate patient harm.1-3 (V)

B. Infusion policies, procedures, and/or practice guide-
lines should be developed in accordance with criteria
set forth in this document, in collaboration with
other health care disciplines, patients, industry rec-
ommendations, and in keeping with specific needs of
the organization and criteria set forth by regulatory
and nonregulatory agencies (see Standard 8,
Research and Evidence-Based Practice). 1,2 (V)

C. The organization should have a process to develop
policies, procedures, and/or practice guidelines that
are evidence based, maintains the same standard of
care throughout the organization, and includes all
stakeholders.1,2,4 (V)

D. Procedural checklist(s) should be incorporated into
policies, procedures, and/or practice guidelines to pro-
mote patient safety and desired patient outcomes.5(III)
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Introduction of information technology should
incorporate the principles of patient safety and
involve all stakeholders in implementing the tech-
nology and required processes.2-7 (III)

C. Adherence to prescribing guidelines, such as
appropriate dose ranges, population-specific
dose reductions, and biochemical and microbio-
logical test values, may result from the integra-
tion of CDSS with CPOEs, thus facilitating nurs-
ing assessment of order appropriateness.5,8 (IV)

D. The nurse should advocate for organizational proto-
cols and standard order sets for patient safety.7,9-11

(IV)
E. The nurse should accept verbal orders from LIPs

only when medically necessary.11,12 (IV)
F. The nurse should adhere to a standard “read-

back” process when accepting verbal or telephone
orders from an LIP.6,12 (V)
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10. ORDERS FOR THE INITIATION
AND MANAGEMENT OF 
INFUSION THERAPY

Standard

10.1 Infusion therapy shall be initiated, changed, or
discontinued upon the order of a licensed independent
practitioner (LIP).
10.2 The nurse shall verify that the LIP’s order is com-
plete by inclusion of patient identification; fluid type,
volume, and a specific infusion rate; specific medica-
tion(s), dosage(s), route, and frequency of administra-
tion; and any special considerations.
10.3 The nurse shall verify that the LIP’s order is clear,
concise, legible, and complete prior to initiation,
change, or discontinuation of infusion therapy.
10.4 Use of verbal and telephone orders shall be estab-
lished in organizational policies, procedures, and/or
practice guidelines.
10.5 The nurse shall accept only those abbreviations
approved by the organization.
10.6 Appropriateness and accuracy of the prescribed ther-
apy shall be assessed and documented using the nursing
process.
10.7 All patient medications shall be reconciled at the
time of admission, transfer within or between health
care systems, and discharge.

Practice Criteria

A. The nurse should be aware that processes of pre-
scribing and transcribing medication orders are
responsible for the greatest number of adverse
drug events. The nurse should advocate for a sys-
tems approach for improvement.1-3 (III)

B. Technology for enhancing the process of prescrib-
ing, changing, and discontinuing infusion orders
includes computerized provider order entry (CPOE)
and clinical decision support systems (CDSS).

Patient Care
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11. PATIENT EDUCATION

Standard

11.1 The nurse shall educate the patient, caregiver,
and/or legally authorized representative about the pre-
scribed infusion therapy and plan of care, including, but
not limited to, purpose and expected outcome(s) and/or
goals of treatment, infusion therapy administration,
infusion device-related care, potential complications, or
adverse effects associated with treatment or therapy,
and risks and benefits, according to organizational poli-
cies, procedures, and/or practice guidelines.
11.2 The nurse shall document the teaching content pro-
vided; to whom it was provided; and the patient, caregiv-
er, or legally authorized representative’s response in the
patient’s permanent medical record according to organi-
zational policies, procedures, and/or practice guidelines.

Practice Criteria

A. Teaching methods should be developed and based
upon an assessment of age, developmental and cogni-
tive level, health literacy, cultural influences, and lan-
guage preference; additional factors affecting readi-
ness to learn such as current stressors, sensory
deficits, and functional limitations should also be
assessed.1-4 (V)

B. Health literacy is a critical component of communi-
cation and patient education. Written educational
materials and verbal presentation of teaching
should be made as simple as possible for all
patients. Use of materials such as pictures, dia-
grams, and audio/video instructional aids should be
considered for patients with low or limited literacy
and/or for those who speak English as a second lan-
guage. Medical jargon and abbreviations should be
avoided, and simple terminology should be used.1-8

(V)

C. Education should include, but not be limited to:
1. Proper care of the access device.
2. Precautions for preventing infection and other

complications, including aseptic technique and
hand hygiene.

3. Signs and symptoms to report, including those
that may occur after infusion device removal
and after the patient leaves the health care set-
ting (eg, signs of postinfusion phlebitis, fever)
and how/where to report them.

4. Ensuring that health care providers are
employing proper infection prevention meth-
ods, such as hand hygiene, when providing
care.

5. For outpatients and those receiving home infusion
therapy, additional education should include:
a. Safe storage, maintenance, and disposal of

solutions, supplies, and equipment.
b. Infusion administration as appropriate.
c. Information on how to live with an access

device, including activity limitations and
protecting the device while performing activ-
ities of daily living.3,8-14 (V)

D. Patient or caregiver comprehension and perfor-
mance should be initially evaluated and periodi-
cally reevaluated at established intervals.1-4,11,12

(V)
E. Effective education is critical to the safe provision

of infusion therapy and in reducing the risk for
infusion-related complications. Goals of infusion
therapy and the patient/caregiver role related to
performance of specific aspects of infusion care
should be mutually developed with the patient or
caregiver. 1,3,4,11,15 (IV)
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12. INFORMED CONSENT

Standard

12.1 The nurse shall confirm that the patient’s
informed consent was obtained for the defined proce-
dure as identified in organizational policies, procedures,
and/or practice guidelines and in accordance with local,
state, and federal regulations.
12.2 Consent shall be obtained by the health care
provider who will perform the procedure and shall
include full details of the procedure, risks and benefits,
alternatives, and complications associated with the
treatment or therapy, in a language that the patient or
legally authorized representative can understand.
12.3 The nurse shall advocate for the patient’s or legally
authorized representative’s right to accept or refuse treat-
ment.

Practice Criteria

A. The nurse should be knowledgeable of the proto-
col for obtaining informed consent from the
patient or legally authorized representative, both
verbally and written, and ensure that the informa-
tion given to the patient or legally authorized rep-
resentative has included discussion of risks, bene-
fits, alternatives, and complications associated
with the treatment or therapy. This should be
done in a method such as asking the patient to
recount or “teach back” the proposed treatment
or procedure.1-7 (V)

B. The nurse should verify that informed consent was
obtained for the treatment for neonatal, pediatric,
and adolescent patients from the patient’s parent
or legal guardian, and should document the infor-
mation given to the legally authorized representa-
tive(s) and the response in the patient’s permanent
medical record.4,8-10 (V)

C. The nurse should obtain and document the child’s
(age 7 or older) or teenager’s assent to the proce-
dure, tailoring the information with consideration
for knowledge and developmental level.11-13(V)

D. As elements of informed consent, the nurse should
ensure that the patient, parent, or legally authorized
representative, at a minimum, should be able to
explain in everyday words the diagnosis or health
problem; the name, type, and general nature of the
treatment, service, or procedure; and the primary
risks, benefits, and alternatives.5,11 (V)

E. The nurse should ensure that informed consent
includes the following elements:
1. Documents written at or below the 5th-grade

reading level and provided in the primary lan-
guage of the patient.

2. Provision of a qualified medical interpreter or
reader to assist patients with limited language
proficiency, limited health literacy, and visual or
hearing impairments.

3. Patient-centered information that is adequate
and meaningful to the individual.

4. A dialogue with the patient and, as appropriate,
the family and other decision makers, about 
the nature and scope of the procedure.6-8,14

(V)
F. The nurse should ensure that if the patient’s con-

dition does not allow for such interaction, appro-
priate documentation is provided in the patient’s
permanent medical record.11 (V)
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13. PLAN OF CARE

Standard

13.1 The nurse shall collect comprehensive data perti-
nent to the patient’s health care needs.
13.2 The nurse shall analyze assessment data and deter-
mine nursing diagnosis (problem).
13.3 The nurse shall identify outcome criteria based on
nursing diagnoses.
13.4 The nurse shall develop a plan of care that
describes nursing actions to achieve expected outcomes.
13.5 The nurse shall implement nursing actions identi-
fied in the plan of care.
13.6 The nurse shall evaluate the patient’s progress
toward expected outcomes, revising the plan of care as
appropriate and at established intervals.
13.7 The use of care plans shall be established in organi-
zational policies, procedures, and/or practice guidelines.

Practice Criteria

A. Nursing assessment should be systematic and pri-
oritized by patient needs, based on organizational
policies, procedures, and/or practice guidelines
using best evidence and nursing judgment.1,2 (V)

B. The nurse should develop nursing diagnoses (actu-
al or potential bio-psychosocial patient problems)
based on pertinent and accurate assessments.1-4 (V)

C. The nurse should develop interventions consistent
with the established plan of care, achievable in the cur-
rent patient context, and based on best evidence.1,3,5

(V)

D. The nurse should determine the type and frequen-
cy of patient monitoring based on the prescribed
therapy, access device, patient’s condition and
age, and care setting.1,6-8 (V)

E. The nurse should develop outcome criteria in
relation to the patient’s capabilities, availability,
and accessibility to resources, and should include
a time frame for achievement.1 (V)

F. The nurse should conduct an ongoing evaluation
of the plan of care and revise diagnoses, interven-
tions, and outcome criteria as needed.1,2 (V)

G. The nurse should develop a plan of care that is
minimally composed of assessment, diagnoses,
interventions, and outcome criteria; uses nursing
judgment and critical thinking; is individualized for
the patient, spanning the care continuum as need-
ed; and includes, but is not limited to, age, cultur-
al and linguistic appropriateness, environmental
sensitivity, and socioeconomic factors.1,3,6-11 (IV)

H. The nurse should involve the patient, caregiver, or
legally authorized representative in the develop-
ment, evaluation, and revision of the plan of care
to achieve expected outcomes.1,12,13 (V)

I. The nurse should collaborate with other members
of the health care team in the development, eval-
uation, and revision of the plan of care and com-
municate the plan to the team.1,6,14 (V)

J. The documented plan of care should be in a stan-
dardized language or terminology, in a retrievable
format, and contained within the patient’s perma-
nent medical record.1,10,11,15-17 (V)
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and all long-term infusion devices, include the
manufacturer and lot number.5,10,11 (V)

4. Date and time of insertion, number and loca-
tion of attempts, functionality of device, local
anesthetic (if used), and the insertion methodol-
ogy, including visualization and guidance tech-
nologies.5,11 (V)

5. Identification of the insertion site by anatomi-
cal descriptors, laterality, landmarks, or
appropriately marked drawings.10,12 (V)

6. For midline (ML) and peripherally inserted
central catheters (PICCs): external catheter
length and effective length of catheter insert-
ed.5,13 (V)

7. Confirmation of the anatomic location of the
catheter tip for all CVADs prior to initial use and
as needed for evaluation of catheter dysfunc-
tion.5,11 (V)

8. Condition of the site, dressing, type of catheter
stabilization, dressing change, site care, patient
report of discomfort or pain on device inser-
tion and with each regular assessment of the
access site, and patient report of changes relat-
ed to the VAD or access site.4,14 (V)

9. A standardized assessment, appropriate for age-
specific patient populations, for phlebitis, infiltra-
tion, or extravasation, that allows for accurate
and reliable assessment on initial identification
and with each subsequent site assessment (see
Standards 47, Phlebitis; 48, Infiltration and
Extravasation).13,14 (V)

10. Type of therapy, drug, dose, rate, time, route
and method of administration; include condi-
tion of venipuncture or access site prior to and
after infusion therapy, as well as patency.3,14-16

(V)
11. Pertinent nursing diagnosis (problem), initial

and ongoing assessment, and vital signs as
appropriate; patient’s response to insertion
and therapy, including symptoms, side effects,
or complications; laboratory test results as

14. DOCUMENTATION

Standard

14.1 Documentation shall contain accurate, factual,
and complete information in the patient’s permanent
medical record regarding the patient’s infusion therapy
and vascular access.
14.2 Documentation shall be legible, timely, accessible
to qualified personnel, and readily retrievable.
14.3 Documentation shall include factors relating to
initial and ongoing assessment, nursing diagnosis or
problem, intervention, and the patient’s response to that
intervention.
14.4 Documentation shall reflect the continuity, quali-
ty, and safety of care.
14.5 Documentation guidelines and the confidentiality
of the patient’s permanent medical record shall be
established in organizational policies, procedures,
and/or practice guidelines, according to the scope of
practice for personnel, standards of care, accrediting
agencies, and state and federal regulations.

Practice Criteria

A. Documentation should be done by appropriate
clinical personnel, and identify the person provid-
ing the care.1-3 (V)

B. Documentation should include, but not be limited
to, the following:
1. Patient, caregiver, or legally authorized represen-

tative’s participation in and understanding of ther-
apy, interventions, and patient education.3-6 (V)

2. Specific site preparation, infection prevention,
and safety precautions taken, using a stan-
dardized tool for documenting adherence to
recommended practices.6-9 (IV)

3. For all infusion devices, type, length, and gauge/
size of vascular access device (VAD) inserted;
for central vascular access devices (CVADs)

Documentation
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appropriate; and barriers to patient education
or care.14,17-21 (V)

12. Daily assessment of the need for continuation
of the VAD.22-25 (IV)

13. Upon removal: condition of site, condition of
the catheter and length, reason for device
removal, nursing interventions during removal,
dressing applied, patient response, patient edu-
cation, date/time of removal.4,5 (V)

14. If cultures are obtained, document source of 
culture(s).4,5 (V)

15. When multiple access devices or catheter
lumens are used, documentation should clearly
indicate what fluids and medications are being
infused through each pathway.4,5 (V)
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15. UNUSUAL OCCURRENCE AND
SENTINEL EVENT REPORTING

Standard

15.1 The nurse shall report and document unusual
occurrences or sentinel events in practice as a result of
infusion therapy according to organizational policies,
procedures, and/or practice guidelines.
15.2 Reporting of unusual occurrences and sentinel
events shall be defined in organizational policies, proce-
dures, and/or practice guidelines.
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Practice Criteria

A. The Unusual Occurrence and Sentinel Event
Report should be shared with the appropriate
organizational levels and departments, such as risk
management (RM), nursing management, and
quality improvement (QI) teams.1-7 (V, Regulatory)

B. The event reporting process should incorporate
and exhibit a strong culture of safety or “just cul-
ture” by creating an environment that encourages
reporting, empowers the nurse to identify and
implement appropriate action to prevent adverse
events, focuses on fixing the system(s) instead of
individual responsibility, determines cause, is con-
sidered a learning opportunity, and promotes
quality patient outcomes.1,8-15 (IV)

C. The adverse, significant, preventable complications,
Unusual Occurrence, or Sentinel Event Report
should be written and reviewed, with the reported
event(s) analyzed, trends identified, and retained in
a retrievable form to ensure patient safety.1,2 (V)

D. The organization should have a defined process to
investigate an unusual occurrence or sentinel event to
assess cause and improve safety. This process may
include such actions as a root cause analysis (RCA),
peer review, or an individual action plan.1,16-18 (V)

E. The RCA, an interdisciplinary approach, should
focus on systems issues, procedures, human
resources, products/equipment, processes, and
training gaps. The RCA should identify cause(s),
provide an analysis of the event, and should result
in specific strategies and/or actions for improve-
ment that enhance patient safety.6,16-18 (V)

F. The nurse should actively participate in the RCA
process and in the development and implementa-
tion of the action plan derived from the RCA.1(V)

G. The nurse should communicate unanticipated nurs-
ing outcomes that are within the control or account-
ability of the nurse to the patient, caregiver, or legal-
ly authorized representative. The nurse should be
involved in the predisclosure planning discussion and
participate as a member of the disclosure team pro-
viding information to the patient, caregiver, or legal-
ly authorized representative.10,19 (V)
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17. Dattilo E, Constantino R. Root Cause analysis and nursing man-
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Nurs. 2006;25(5):221-225.
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16. PRODUCT EVALUATION,
INTEGRITY, AND DEFECT
REPORTING

Standard

16.1 The nurse shall be involved in the evaluation of 
infusion-related technologies, including attention to

NAN200134.qxd  12/24/10  9:38 PM  Page 22



clinical application, expected outcomes, performance,
infection prevention, safety, efficacy, reliability, and cost.
16.2 All infusion equipment and supplies shall be
inspected for product integrity before, during, and after
use. Product integrity shall be determined by verifica-
tion of expiration date, if applicable, and visual inspec-
tion of the product. If a product’s integrity is compro-
mised or the product is expired, it shall not be used.
16.3 The nurse shall verify that preventive maintenance
has been performed on infusion equipment being used.
16.4 When a defective product is identified, the nurse
shall remove it from patient use and report per organi-
zational policies, procedures, and/or practice guidelines.
16.5 Product evaluation, integrity, defect reporting, and
product recall shall be in accordance with organization-
al policies, procedures, and/or practice guidelines and
with state and federal rules and regulations.

Practice Criteria

A. A multidisciplinary group of direct and indirect
end users should be included in the product evalu-
ation committee and should be oriented and edu-
cated on the new product, as well as data collection
tools for analysis and ongoing monitoring.1 (V)

B. The person responsible for managing product
evaluation should receive information about
adverse outcomes and events.2 (V)

C. Identification of a product defect before, during,
or upon completion of therapy requires interven-
tion and removal of the product from the clinical
location.3,4 (Regulatory)

D. Product defect reporting should include suspected
and known intrinsic and extrinsic contamination,
product damage, product tampering, improper,
unclear, or confusing patient or user instructions
or labeling, similar or confusing names, packag-
ing problems, and errors related to reliance on
color coding (see Standard 17, Verification of
Products and Medications).1,3-10 (IV, Regulatory)

E. When a product defect is identified before use, the
nurse should retain the product, product over-
wraps, and other identifying information (model
number, lot number, serial number, expiration
date) for further analysis and reporting.1 (V)

F. Serial and lot numbers used in product identifica-
tion, tracking, and product recall should be
retained to allow for a copy of the report to be kept
on file at the health care organization.3 (Regulatory)

G. When a product defect results in an unusual
occurrence or sentinel event, reporting should
include, but not be limited to:
1. Identification of occurrence, event, or product

problem.
2. Outcomes attributed to the occurrence or event

(eg, death or serious injury).

3. Life-threatening injury or illness.
4. Disability resulting in permanent impairment of

a body function or permanent damage to a
body structure.

5. Injury or illness that requires intervention to
prevent permanent impairment of a body struc-
ture or function.

6. Date of event.
7. Date of report by the initial reporter.
8. Description of event or problem, including a dis-

cussion of how the device was involved, nature
of the problem, patient follow-up or required
treatment, and any environmental conditions
that may have influenced the event.

9. Description of relevant tests and laboratory
data, including dates.

10. Description of other relevant patient history, includ-
ing preexisting medical conditions.3 (Regulatory)

H. Prevention strategies that focus on facilitating
optimal care decisions, identifying patients or con-
ditions associated with higher risk, and enabling
early detection and intervention to address risk
factors may be more effective in improving safety
and reducing preventable adverse events.4 (V)
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17. VERIFICATION OF PRODUCTS
AND MEDICATIONS

Standard

17.1 The nurse shall identify and verify use of the cor-
rect product and/or medication by reviewing the label
for the name (trade and generic), dosage and concentra-
tion, beyond-use date, expiration date, sterility state,
route of administration, frequency, flow rate, and any
other special instructions.
17.2 The nurse shall trace all catheters/administration
sets/add-on devices from the patient to the point of ori-
gin before making additional connections of medications
or tubing.
17.3 The process of medication and product verifica-
tion shall be established in organizational policies, pro-
cedures, and/or practice guidelines.

Practice Criteria

A. The nurse should not use color coding, color differ-
entiation, or color matching for product or medica-
tion identification. Color coding can lead users to
rely on the color coding rather than ensuring a clear
understanding of which tubing and catheters are
connected.1,2 (V)

B. Confusing labeling should be reported to the appro-
priate department within the organization to allow
for process improvements and reporting to the
manufacturer and appropriate state and federal reg-
ulatory agencies.2 (V)

C. Unit-dose and premixed infusions are preferred to
reduce compounding and labeling errors and
decrease medication errors.3 (V)

D. The nurse should recheck administration set/catheter
connections and trace all catheters/administration
sets/add-on devices from the patient to the point of
origin when a patient is transferred to a new setting
and as part of the hand-off process.3-10(IV)

E. The nurse should instruct the patient, nonclinical
staff, and caregivers to obtain assistance from clin-
ical staff whenever there is a real or perceived need
to connect or disconnect devices or infusions.5 (V)

F. The nurse should route tubing having different pur-
poses in different directions (eg, IV catheters routed

toward the head; feeding tubes routed toward the
feet).11 (IV)

G. The nurse should avoid writing directly on the IV bag
or use a marking pen to label the IV bag. There is the
possibility that certain chemical components of the
inks used in marking pens may permeate the plastic
sheeting and compromise the contained solution.
Labeling in this manner may also lead to smearing, which
would cause the labeling to be unrecognizable.1 (V)
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gluconate as a skin antiseptic, optimal selection of
catheter site, and daily review of the necessity of a
C V A D should be used to reduce risk of CLABSI.1-4

(II)
B. The nurse should use a checklist at the time of

C V A D insertion to ensure compliance with sterile
technique and protocol. The nurse should be
empowered to stop the insertion procedure if any
step(s) is/are not performed.1-3,5 (III)

C . Nurses should be involved in the organization’s
infusion-related infection prevention program and
surveillance for CLABSI. The goal is 0% infection
rate. A standard formula should be used to measure
the incidence of CLABSI (as shown below).2,4,6-8 (V)

Number of BSIs in patients with central lines 
! 1000 " CLABSI Rate 

Total number of central line days

D . Infusion-related infection surveillance data should
be analyzed to serve as one component of a qual-
ity improvement plan of action, and is currently a
major focus of patient safety initiatives relating to
health care-associated infections.1,4,7,9,10 (V)

E . The nurse should reduce the manipulation of all
the components of the entire infusion system (eg,
administration set junctions, catheter hub) to as
few as needed to deliver the infusion therapy.4,7 (V)

F . Infusion nurses should be represented in the organiza-
tion’s infection prevention program and should partic-
ipate in interdisciplinary collaboration and implemen-
tation of infection prevention strategies.11,12 (V)
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18. INFECTION PREVENTION

Standard

18.1 Infection prevention and surveillance protocols shall
be in accordance with organizational policies, procedures,
and/or practice guidelines and local, state, and federal
rules and regulations.
18.2 The nurse shall be competent in procedures to prevent
infusion- and vascular/nonvascular access device-related
infections.
18.3 Standard Precautions shall be used and appropri-
ate personal protective equipment (PPE) shall be worn
during all infusion procedures that potentially expose
the nurse to blood and body fluids.
18.4 M aximal sterile barrier precautions shall be
required for insertion of central vascular access devices
(C V A Ds) and all methods of central vascular catheter
exchange and repair.
18.5 Appropriate hand hygiene shall be used.
18.6 Single-patient-use items shall be used whenever
possible and disposed of in the appropriate container
upon discontinuation of use.
18.7 M orbidity and mortality rates associated with infec-
tions shall be collected, reviewed, evaluated, and report-
ed in compliance with state regulations as applicable.
18.8 Q uality improvement and monitoring programs
shall include surveillance of infection prevention prac-
tices to minimize health care-associated and community-
acquired infections, and infection rates for central line-
associated bloodstream infections (C L ABSIs).
18.9 The nurse shall educate the patient and caregiver
about procedures and actions to prevent infection and
signs and symptoms of infection to report to the health
care provider.

Practice Criteria

A . Bundling of evidence-based interventions for C V A D
insertion, such as hand hygiene, use of maximal
sterile barrier precautions, use of chlorhexidine 

Infection Prevention and Safety Compliance
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19. HAND HYGIENE

Standard

19.1 Hand hygiene shall be a routine practice established
in organizational policies, procedures, and/or practice
guidelines.
19.2 Hand hygiene shall be performed before and after
touching a patient; before handling an invasive device;
before moving from a contaminated body site to another
site; before donning and after removing gloves; and after
contact with inanimate objects in the immediate vicinity of
the patient.
19.3 The nurse shall not wear artificial nails when per-
forming infusion therapy procedures.
19.4 In cases in which the nurse’s hands are visibly 
contaminated with blood or body fluids or hands have
been exposed to spore-producing pathogens, hand hygiene
with either nonantiseptic or antiseptic (preferably antiseptic-
containing) liquid soap and water shall be performed.

Practice Criteria

A . Alcohol-based hand rubs are preferred for routine
hand hygiene unless hands are visibly soiled.1-4 (II)

B. Chosen hand hygiene products should provide
high efficiency with low potential for skin irrita-
tion. Towelettes and non–alcohol-based hand
rubs should not be used for hand hygiene. H and
hygiene products should be used according to
manufacturers’ directions for use.1-4 (V)

C . Proper hand hygiene should be taught to the patient
and caregivers involved in care of the patient.1-4 (V)

D . Dispensers of liquid soap or antiseptic solutions are
recommended. Containers should be filled, discarded,
and replaced according to organizational policies,
procedures, and/or practice guidelines and should be
accessible at the point of care.1 (V)

E . Single-use soap scrub packets or waterless anti-
septic products should be used when clean run-
ning water is not ensured or is unavailable.1 (V)

F . The nurse should be involved with hand hygiene
product evaluation to assess for product feel, fra-
grance, and skin irritation. Nurses who have sensitiv-
ity to a particular product should be provided with
an alternative. O ther products for skin care such as
gloves, lotions, and moisturizers should be assessed
for compatibility with hand antisepsis products.5 (V)

G . Hand hygiene is a key component of a group of 
evidence-based interventions to promote better out-
comes for patients with intravascular catheters.4,6 (V)

H . Artificial nails have been associated with trans-
mission and outbreaks of infection.7-9 (IV)
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20. COMPOUNDING OF 
PARENTERAL SOLUTIONS 
AND MEDICATIONS

Standard

20.1 Compounding of parenteral solutions and medica-
tions shall be in accordance with state and federal regu-
lations and the American Society of H ealth-System
Pharmacists (ASHP) and United States Pharmacopoeia
(USP) standards.
20.2 The nurse shall perform compounding under the
direction of the pharmacy and shall adhere to com-
pounding practices as defined in USP Chapter #797$.
20.3 A list of medications that the nurse may compound
shall be developed in collaboration with or under the
direction of the pharmacy and shall be congruent with
standards set forth by regulatory agencies and by rules and
regulations promulgated by the state’s Board of Nursing.
20.4 Procedures for compounding sterile parenteral
solutions and medications shall be established in organi-
zational policies, procedures, and/or practice guidelines.

Practice Criteria

A . Sterile preparations should be compounded in an
appropriate environment as defined in USP Chapter
#797$, state pharmacy rules and regulations, and
ASHP guidelines. The compounding environment is
defined by risk category.1-3 (V , Regulatory)

B. Immediate-use medication should be used within 1
hour of preparation or discarded.1,2,4 (V , Regulatory)

C . Whenever possible, the nurse should administer
pharmacy-prepared or commercially available
products.4,5 (V)

D . Access to the sterile compounding area should be
limited to staff deemed competent to work in this
area.1-3 (V , Regulatory)

E . The nurse should use appropriate technique to
withdraw any sterile medications from glass
ampoules using a 5-micron filter needle or filter
straw . The filter needle/straw should be replaced
with a new sterile needle after the medication is
withdrawn from the ampoule, and both the top
and bottom of the ampoule should be discarded
in the sharps container.4,6 (V)

F . The nurse should label any multidose vials that
are used with the date opened, and the vials
should be stored according to manufacturers’
directions for use. M ultidose vials should be used
for single patients only; use of commercially pre-

pared sterile product, such as prefilled syringes or
pharmacy-filled syringes, is strongly preferred
when available. The vial must be discarded after
the beyond-use date (BU D).4,5 (V)

G . The nurse should cleanse the tops of multidose
vials and the neck of glass ampoules with 70%
alcohol before inserting the needle or breaking the
ampoule.4-6 (V)

H . Cleaning procedures should be established to dis-
infect and remove pyrogenic and endotoxic ingre-
dients from work surfaces.1,2 (Regulatory)

I. Q uality-control logs should be maintained to doc-
ument all cleaning and calibration procedures
according to state and federal regulations, manufactur-
ers’ directions for use, and ASHP and USP standards
and practice recommendations.1-3 (V , Regulatory)

J. M aterials placed in the compounding area should
be limited to those essential for preparing the
solutions or medications.1-3 (V , Regulatory)
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21. SCISSORS

Standard

21.1 The use of scissors in the presence of vascular and
nonvascular access devices shall be limited to suture
removal and during the procedure of catheter repair.
21.2 Scissors shall not be used to remove vascular and
nonvascular access device dressings, tape, or stabiliza-
tion devices due to the potential of severing the catheter
or administration set and patient injury.
21.3 Use of scissors shall be established in organization-
al policies, procedures, and/or practice guidelines.
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Practice Criteria

A . Sterile, disposable scissors should be used for
suture removal and catheter repair; nondisposable
scissors have been found to harbor bacteria and
may potentially contribute to transmission of
microorganisms.1-3 (IV)

B. Patient injuries and catheter damage related to the
use of scissors in the vicinity of the catheter and
dressing have been reported.3,4 (V)

C . The use of scissors to alter the length of peripher-
ally inserted central catheters (PIC Cs) was found
to result in rough, irregular surfaces and should
be avoided. The manufacturer’s directions for use
for altering the device length should be followed
if the device requires trimming.5,6 (IV)
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22. SAFE HANDLING AND 
DISPOSAL OF SHARPS, 
HAZARDOUS MATERIALS,
AND HAZARDOUS WASTE

Standard

22.1 A ll blood-contaminated sharp items, including,
but not limited to, needles or stylets, surgical blades,
and syringes, shall be discarded in a nonpermeable,
puncture-resistant, tamper-proof biohazard container.
22.2 Sharps shall not be recapped, broken, or bent with-
out use of a mechanical device or a one-handed technique.
22.3 A ll biohazardous materials, wastes, and drugs shall
be discarded in the appropriate containers and disposed
of according to local, state, and federal regulations.
22.4 Sharps disposal containers shall be replaced before
they are full to avoid disposal-related injuries.
22.5 Devices that provide built-in safety controls shall be
activated during use and remain protective during disposal.
22.6 M anufacturers’ directions for use, standards of
practice, and state and federal regulations shall be

adhered to when developing organizational policies, pro-
cedures, and/or practice guidelines pertaining to the safe
handling of hazardous materials and hazardous waste.
22.7 Protocols for safe handling of hazardous materials
and hazardous waste shall be established in organiza-
tional policies, procedures, and/or practice guidelines.
22.8 Exposure to potentially infectious materials or injury
from sharps should be identified, tracked, and analyzed
for trends per the organizational exposure control plan and
in accordance with the O ccupational Safety and H ealth
Administration (OSH A) bloodborne pathogen standard.

Practice Criteria

A . Device components should be discarded as a single
unit after use.1-4 (V)

B. Primary prevention measures to reduce exposure to
hazardous materials should include, but not be lim-
ited to, the use of biological safety cabinets and per-
sonal protective equipment (PPE—mask , gown,
cap, drapes, gloves, and protective eyewear).1,2,5 (V)

C . All sharps should be accounted for before, during, and
immediately upon completion of a procedure.1,3,4,6 (V)

D . N urses should be trained in the use of engineered
sharps safety mechanisms and how to properly
engage the safety mechanism.1-3,7 (V)

E . The nurse should be involved in the multidiscipli-
nary team to develop, implement, and evaluate a
plan to reduce needlestick injury.7,8 (Regulatory)

F . The nurse should advocate for passive safety-
engineered devices for needlestick injury prevention.9(V)
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23. DISINFECTION OF DURABLE 
MEDICAL EQUIPMENT

Standard

23.1 Durable medical equipment (D M E) shall be cleaned
to remove foreign material, followed by disinfection to
eliminate microorganisms after each patient use.
23.2 C leaning and disinfection of D M E shall be estab-
lished in organizational policies, procedures, and/or
practice guidelines.
23.3 D isinfection solutions shall be used in accordance
with equipment and manufacturers’ directions for use
to prevent damage or alteration to the function or per-
formance of the equipment.
23.4 A ll cleaning solutions shall be cleared by the US
Food and Drug Administration (F D A) and registered
with the Environmental Protection Agency (EPA).

Practice Criteria

A . To prevent cross-contamination and transmission of
infectious agents, cleaning and disinfection should be
performed prior to new patient use and at established
intervals during long-term single-patient use.1-3 (I)

B. D M E requiring cleaning and disinfection should
include, but not be limited to, poles, flow-control
devices, ultrasound or infrared devices, and other
nondisposable infusion-related equipment.1-3 (II)

C . Primary prevention measures to reduce exposure
to disinfection solutions containing glutaralde-
hyde, ortho-phthaldehyde, and other hazardous
chemicals should include engineering controls,
administrative controls, and personal protective
equipment (PPE).1-3 (II)

D . D M E removed from the home care setting should
be cleaned and disinfected before transporting to
an appropriate site for terminal cleaning and 
disinfection.3,4 (V)
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24. TRANSMISSION-BASED 
PRECAUTIONS

Standard

24.1 Transmission-based precautions shall be used to
prevent transmission of infectious agents in health care
settings when the route(s) of transmission is/are not
interrupted using Standard Precautions alone.
24.2 The use of transmission-based precautions shall be
established in organizational polic ies, procedures,
and/or practice guidelines.

Practice Criteria

A . Transmission-based precautions are implemented
when strategies beyond Standard Precautions are
required to reduce the risk for transmission of infec-
tious agents (see Standard 18, Infection Prevention).1

(II)
B. Transmission-based precautions are implemented

for patients with suspected or documented infection
or colonization with highly transmissible or epi-
demiologically important pathogens for which addi-
tional precautions are required to prevent disease
transmission.1 (II)

C . Contact precautions are implemented to prevent
transmission of infectious agents, including mul-
tidrug-resistant organisms, which are spread by
direct or indirect contact with the patient or the
environment, including when there are excessive
bodily discharges such as wound drainage.1,2 (II)

D . Droplet precautions are implemented to prevent
transmission of pathogens spread through close respi-
ratory or mucous membrane contact with respiratory
secretions.1 (II)

E . Airborne precautions are implemented to prevent
transmission of infectious agents that remain infectious
when suspended in the air over long distances.1 (II)

F . Guidelines for transmission-based precautions
should be adapted and applied as appropriate for
non–acute care settings, including long-term care
facilities, the home care setting, and other work-
places where infusion therapy is provided.1 (V)
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G . In ambulatory and home care settings, Standard
Precautions are followed for patients with multidrug-
resistant organisms (M D R O s).1,3 (V)

H . In home care settings for patients with M D R O s,
reusable patient care equipment should be limited
and left in the home until discharged, and disin-
fected before removing from the home in a con-
tainer (eg, plastic bag) or transported to an appro-
priate site for cleaning and disinfection.1,3 (V)
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25. LATEX SENSITIVITY OR
ALLERGY

Standard

25.1 Exposure to latex in the health care environment
shall be minimized.
25.2 Latex-free personal protective equipment (PPE) shall
be provided to latex-sensitive or latex-allergic individuals.
25.3 Latex-free supplies and equipment shall be used
with patients at risk for latex sensitization and those
with known latex allergy.

Practice Criteria

A . The nurse should review the label on medical
devices for the presence of latex , which is a com-
ponent of product labeling required by the US
Food and Drug Administration (F D A).1,2 (V)

B. Powdered gloves made of natural rubber latex
should be eliminated from the health care envi-
ronment as they are associated with the greatest
risk of sensitization and subsequent allergic reac-
tions in individuals. Low-protein, powder-free
latex gloves, or gloves made of nonlatex materi-
als, such as neoprene or polyisophrene, will
reduce exposure.3-6 (IV)

C . The nurse should assess all patients for history of
asthma, environmental allergens, medications,

and food allergies. A llergies that may create cross-
reactions with latex include, but are not limited to,
avocados, mangoes, pears, bananas, citrus fruits,
chestnuts, and other tropical foods.7,8 (II)

D . The nurse should have knowledge of evolving
guidelines about preventing allergic reactions from
the Centers for D isease Control and Prevention
(C D C) and the O ccupational Safety and H ealth
Administration (OSH A).6,9,10 (Regulatory)

E . Staff and patient education programs should be
developed to aid in risk reduction.5,9,11 (IV)

F . Latex allergy in patients should be documented in
the patient’s permanent medical record with ade-
quate patient education about avoiding future
exposure and management of an anaphylactic
reaction.7-9 (IV)

G . Latex allergy in health care workers and patients
should be reported to the appropriate depart-
ments within the organization per organizational
policies, procedures, and/or practice guidelines.
Latex allergy in health care workers should be
recorded and reported according to O S H A
requirements.5,9,12 (IV , Regulatory)
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