	Competency Evaluation Tool 

Skills And Knowledge Verification For Accessing And Use Of An 

Implanted Vascular Access Device (IVAD)

	Name/Department
	Unit
	Certification Date
	Title

	
	
	
	· RN 

· LVN

	The Preceptor will initial the column when the above individual has successfully demonstrated competency in the following areas (signatures of preceptor and employee required when completed):   
	Initials

	A. Preliminary

	  1. Washes hands. Gathers appropriate equipment on a clean dry surface. Opens and arranges supplies on a sterile field
	

	  2. Maintains aseptic technique throughout procedure
	

	  3. Washes hands
	

	  4. Inspects skin over the port for signs and symptoms of infection including erythema, edema warmth and/or drainage
	

	  5. Dons sterile gloves and cleans the port site and surrounding area with one chloraprep swab stick for 60 seconds using friction and a back and forth motion covering a 4” diameter surrounding the port
	

	  6. Allows site to dry, approximately 30 seconds
	

	  7. Removes gloves and discards
	

	B. Basic Procedure

	  1. Dons sterile gloves
	

	  2.  Connects the pre-filled 10cc Normal Saline syringe to the special non-coring needle, i.e., Huber needle,
	

	  3. Primes the system
	

	  4. Immobilizes the port with the non-dominate hand between the thumb and forefinger or first two fingers.  Keeps skin firm over septum.  Maintains aseptic technique.
	

	  5. Instructs the patient to take a deep breath and hold it just as the needle is being inserted (remembers to tell patient to breathe)
	

	  6. Inserts the appropriate length and gauge non-coring needle perpendicular to the septum, using a firm and continuous motion, pushing through the skin and septum until it hits the back of the port
	

	  7.  Withdraws back on syringe to check for blood return
	

	  8. If positive blood return, injects the 10cc Normal Saline
	

	  9. Removes syringe and closes clamp.  When using positive pressure valve, removes syringe first, then closes clamp.
	

	  10. Places biopatch at exit site around needle
	

	  11. Takes a folded sterile 2X2 gauze pad and places it under the needle wings for patient comfort
	

	  12.  Places steristrips , one over each wing and across to secure needle in place and covers with transparent dressing (OpSite 3000 is dressing of choice)
	

	  13. Labels dressing with date, length and gauge of needle, and initials of nurse
	

	  C. Drawing Blood from IVAD

	  1.  If drawing blood, withdraws 5cc of blood and discards
	

	  2. Attaches 10cc syringe and draws proper volume of blood then fills appropriate vials
	

	  3. Flushes port with 20cc Normal Saline after drawing blood
	

	  4. If port not in use and portacath remains accessed, adds heparin 5ml (*100u/ml). *See Patient Care Procedures, Care of Central Venous Access Devices (PCP #1) for proper flushing protocols
	

	  5. Flushes with NS 20ml and Heparin 5ml (100u/ml) before removing portacath needle
	

	  6. If initiating an infusion, flushes with 10ml NS, connects primed IV administration set, opens clamp and begins infusion. Labels IV tubing correctly
	

	  7. Disposes of syringes and equipment in appropriate containers
	

	  8. Washes hands
	

	    9. Documents procedure, needle type, gauge, dressing, appearance of site and any problems with procedure in patient's record of CIS
	

	  10. States the correct time frame for changing the dressing and needle
	


Preceptor’s Printed Name: __________________________ Initials __________Signature: __________________________________ 

Employee’s Printed Name: _________________________________ Signature: __________________________________________ 
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