


8.30 - 9.00 Registrazione
9.00 - 9.15 Presentazione del corso: M. Bosco, F. Fattorini, F. Costa

SESSIONE 1 - RASSEGNA STAMPA PER TE
  Moderatori: M. Bosco, L. Zurlo, F. Pugliese

9.15 - 9.35 Nuova nomenclatura dei blocchi degli arti. A. Strumia
9.35 - 9.55 Novità in terapia del dolore. W. Ciaschi
9.55 - 10.15 POCUS - live demo M. Proietti Pannunzi

SESSIONE 2 - TUTTO QUELLO CHE C’È DA SAPERE SULLA SPALLA
  Moderatori: F. Fattorini, M. Dauri

10.15 - 10.30 Anatomia della spalla. F. Marrone
10.30 - 10.45 Chirurgia della spalla in beach chair position: che succede? F. Gori
10.45 - 11.15 Podcast da vari centri di eccellenza. a cura di F. Fattorini
11.15 - 11.30 Esperienze tratte dalla real life. M. Tomassetti, M. Toncelli

11.30 - 12.00  Coffee Break  

SESSIONE 3 - IL GINOCCHIO: PRIMA, DURANTE E DOPO
  Moderatori: L. Bertini, P. Volturo

12.00 - 12.20 Tecniche anestesiologiche. R. Perna
12.20 - 12.40 Il dolore cronico post-chirurgia: come prevenirlo? A. Clemente
12.40 - 13.00 Il dolore cronico post-chirurgia: come gestirlo? Live demo. B. Violo
13.00 - 13.30 Discussione

13.30 - 14.30  Lunch

SESSIONE 4 - ALR IN PARTICOLARI SITUAZIONI
  Moderatori: F. Costa; R. Perna

14.30 - 15.00 ALR nell’emergenza (ER, trauma, ICU) - live demo. G. Pascarella
15.00 - 15.15 Update in anestesia ostetrica. M. Aversano
15.15 - 15.30 Update sugli accessi vascolari. A. Clemente 

WORKSHOP PRATICI

15.30 - 17.00 Tre postazioni ecografiche per esercitazioni pratiche
  A. Topo, C. Di Matteo, M. Micozzi, A. Calò, G. Pascarella, F. Benedetti

PROGRAMMA
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doi:10.1002/14651858.CD010768.pub2

 17. Asmr Y, Beza L, Engida H, Bekelcho T, Tsegaye N, Aschale Y. Assessment of 
knowledge and practices of standard precaution against blood borne patho-
gens among doctors and nurses at adult emergency room in Addis Ababa, 
Ethiopia. Emerg Med Int. 2019:2926415. doi:10.1155/2019/2926415

 18. Au JKL, Suen LKP, Lam SC. Observational study of compliance with 
infection control practices among healthcare workers in subsidized 
and private residential care homes. BMC Infect Dis. 2021;21(1):75. 
doi:10.1186/s12879-021-05767-8

 19. Xiong P, Zhang J, Wang X, Wu TL, Hall BJ. Effects of a mixed media 
education intervention program on increasing knowledge, attitude, 
and compliance with standard precautions among nursing students: a 
randomized controlled trial. Am J Infect Control. 2017;45(4):389-395. 
doi:10.1016/j.ajic.2016.11.006

 20. Sadeghi R, Hashemi M, Khanjani N. The impact of educational inter-
vention based on the health belief model on observing standard pre-
cautions among emergency center nurses in Sirjan, Iran. Health Educ 
Res. 2018;33(4):327-335. doi:10.1093/her/cyy020

KEY DEFINITIONS
Aseptic Technique: A set of infection prevention actions aimed at protecting patients from infection during invasive 
clinical procedures and management of indwelling medical devices; notably, it is a generic term that is variously defined, 
interpreted, and used interchangeably with other practice terms, such as clean, sterile, and non-touch technique.
Aseptic Non Touch Technique (ANTT®): A specific and comprehensively defined type of aseptic technique with a unique 
theory-practice framework based on an original concept of Key-Part and Key-Site Protection; achieved by integrating 
Standard Precautions such as hand hygiene and personal protective equipment with appropriate aseptic field manage-
ment, non-touch technique, and sterilized supplies. It is designed for all invasive clinical procedures and management 
of invasive medical devices. In the context of infusion therapy, this includes vascular access device (VAD) insertion and 
management and infusion administration. ANTT can be successfully implemented as a standalone initiative or as an 
integral part of a clinical care bundle.
The Standardized Practice Terminology of ANTT®:
• Key-Site: Any portal of entry into the patient (eg, VAD site, injection site, open wound) that could transfer harmful 

microorganisms and cause infection.
• Key-Part: The component of equipment within the procedure that, if contaminated, is likely to contaminate the 

patient (eg, syringe tip, male Luer end, spike of administration set, injection needle).
• General Aseptic Field: A decontaminated and disinfected surface (eg, procedure tray, cart, or single-use procedure kit/

barrier) used to promote, but not ensure, asepsis. Key-Parts placed onto this surface must be protected by Micro Critical 
Aseptic Fields (see below) when not in use.

• Critical Aseptic Field: A sterile drape/barrier. Used to ensure asepsis; all procedure equipment is placed upon the 
drape and managed collectively.

• Micro Critical Aseptic Field: A small protective sterile surface/housing (eg, sterile caps, covers, the inside of recent-
ly opened sterile equipment packaging) that protect Key-Parts individually.

Standard-ANTT: A combination of Standard Precautions and an approach of protecting Key-Parts and Key-Sites individually, 
using non-touch technique and Micro Critical Aseptic Fields within a General Aseptic Field. Used for clinical procedures 
where achieving asepsis and protecting Key-Parts and Key-Sites is straightforward and short in duration, such as VAD flush-
ing and locking, administration set preparation and change, intravenous medication administration, and simple wound 
care. If Key-Parts or Key-Sites require direct touch, sterile gloves must be used.
Surgical-ANTT: A combination of Standard Precautions and an approach of protecting Key-Sites and Key-Parts collec-
tively using a sterile drape(s) and barrier precautions. Used for clinically invasive procedures where achieving asepsis 
and protecting Key-Parts and Key-Sites is difficult and/or procedures are long in duration, such as surgery and central 
vascular access device insertion.

19. ASEPTIC NON TOUCH TECHNIQUE (ANTT®)

Standard
19.1 Aseptic Non Touch Technique (ANTT®) is applied to all 
infusion-related procedures, including vascular and other 
infusion access device insertion and management, and 
administration of infusion medications and solutions, as a 
critical aspect of infection prevention.
19.2 Clinicians and patients/caregivers who administer 
infusions and manage vascular access and other infusion 
devices are educated in ANTT.

Practice Recommendations
A. Standardize the use of aseptic technique with the 

international standard approach of ANTT for all invasive 
clinical procedures.1-3 (V)

B. Document the clinical competency of ANTT as a core com-
petency for all clinicians. This encompasses all aspects of 
infusion therapy, including but not limited to, preparation 
and administration of infusion solutions and medications 
and insertion and management of vascular access devices 
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ANTT (definito dal National Institute for Health and Care
Excellence come "uno specifico tipo di tecnica asettica
con un quadro teorico e pratico unico», si basa su una 
serie di principi e misure di prevenzione che 
mettono al centro soprattutto due concetti fondamentali, 
ovvero la protezione:

§ delle Key Parts (parti chiave): le parti critiche delle 
attrezzature che, se contaminate, hanno maggiori 
probabilità di causare infezioni;

§ dei Key Sites (siti chiave): le ferite aperte e i siti di 
accesso dei dispositivi medici.

Tecnica sterile secondo protocollo chirurgico ANTT



§ General Aseptic Field: A decontaminated and disinfected surface (eg, 
procedure tray, cart, or single-use procedure kit/ barrier) used to promote, 
but not ensure, asepsis. Key-Parts placed onto this surface must be 
protected by Micro Critical Aseptic Fields (see below) when not in use.

§ Critical Aseptic Field: A sterile drape/barrier. Used to ensure asepsis; all 
procedure equipment is placed upon the drape and managed collectively.

§ Micro Critical Aseptic Field: A small protective sterile surface/housing 
(eg, sterile caps, covers, the inside of recently opened sterile equipment 
packaging) that protect Key-Parts individually.



Ø Standard-ANTT:
A combination of Standard Precautions and an approach of protecting Key-Parts and Key-
Sites individually, using non-touch technique and Micro Critical Aseptic Fields within a General 
Aseptic Field. Used for clinical procedures where achieving asepsis and protecting Key-Parts 
and Key-Sites is straightforward and short in duration, such as VAD flushing and locking, 
administration set preparation and change, intravenous medication administration, and simple 
wound care. If Key-Parts or Key-Sites require direct touch, sterile gloves must be used.

Ø Surgical-ANTT:
Combination of Standard Precautions and an approach of protecting Key-Sites and Key-Parts 
collectively using a sterile drape(s) and barrier precautions. Used for clinically invasive 
procedures where achieving asepsis and protecting Key-Parts and Key-Sites is difficult and/or 
procedures are long in duration, such as surgery and central vascular access device insertion.
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Ann Afr Surg. 2019;16(1):4-10. doi:10.4314/aas.v16i1.2

 88. Rzhevskiy A, Popov A, Pavlov C, et al. Intradermal injection of lido-
caine with a microneedle device to provide rapid local anaesthesia 
for peripheral intravenous cannulation: a randomised open-label 
placebo-controlled clinical trial. PLoS One. 2022;17(1):e0261641. 
doi:10.1371/journal.pone.0261641

 89. Plohal A, Dutchover EP, Root J, Kurilla B, Balas R. Changing the buffer 
in buffered lidocaine. J Infus Nurs. 2022;45(5):245-251. doi:10.1097/
nan.0000000000000481

 90. Babaieasl F, Yarandi HN, Saeidzadeh S, Kheradmand M. 
Comparison of EMLA and diclofenac on reduction of pain and 
phlebitis caused by peripheral IV catheter: a randomized-controlled 
trial study. Home Healthc Now. 2019;37(1):17-22. doi:10.1097/
NHH.0000000000000704

 91. Heydari F, Khalilian S, Golshani K, Majidinejad S, Masoumi B, 
Massoumi A. Topical ketamine as a local anesthetic agent in reducing 
venipuncture pain: a randomized controlled trial. Am J Emerg Med. 
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 92. Kumar S, Sanjeev O, Agarwal A, Shamshery C, Gupta R. Double 
blind randomized control trial to evaluate the efficacy of ketoprofen 
patch to attenuate pain during venous cannulation. Korean J Pain. 
2018;31(1):39-42. doi:10.3344/kjp.2018.31.1.39

 93. Basak T, Aciksoz S, Savasci U, Yilmaz S. Effectiveness of vapocool-
ant spray on venipuncture pain in young male donors: a random-
ized controlled trial. J Infus Nurs. 2021;44(6):339-345. doi:10.1097/
NAN.0000000000000443

 94. Patel BK, Wendlandt BN, Wolfe KS, et al. Comparison of two lido-
caine administration techniques on perceived pain from bedside 
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31. VASCULAR ACCESS SITE 
PREPARATION AND SKIN ANTISEPSIS

Standard

31.1 Skin antisepsis is performed prior to vascular access 
device (VAD) insertion.
31.2 The intended VAD insertion site is visibly clean prior 
to application of an antiseptic solution; if visibly soiled, the 
intended site is cleansed with soap and water prior to appli-
cation of antiseptic solution(s).

Practice Recommendations
A. Remove excess hair at the insertion site if needed to 

facilitate application of VAD dressings. Use single-pa-
tient-use scissors or disposable-head surgical clippers; 
do not shave, as this may increase the risk for infec-
tion.1,2 (I)

B. Evaluate patient history of any allergy or sensitivity to 
skin antiseptics (see Standard 52, Catheter-Associated 
Skin Injury).3,4 (I)

C. Perform skin antisepsis using alcoholic chlorhexidine 
gluconate (CHG) as the preferred antiseptic solution.4-14, (I)
1. Use an alcoholic CHG solution containing at least 2% 

chlorhexidine gluconate.10,15 (I)

2. Use an iodophor (eg, povidone-iodine) or 70% alco-
hol if there is a contraindication to chlorhexidine 
solution.4,7,11,12 (I)

3. Consider use of aqueous chlorhexidine if there is a 
contraindication to alcohol-based chlorhexidine (see 
Standard 52, Catheter-Associated Skin Injury).14 (I)

4. For preterm neonates, low-birthweight infants, and 
within the first 14 days of life16-19: (III)
a. Use povidone-iodine, alcohol-based or aqueous 

chlorhexidine solution.
b. Use both aqueous and alcohol-based chlorhex-

idine with caution, weighing the benefits versus 
the risks of chemical burns to the skin. Systemic 
absorption has been reported due to skin 
immaturity; however, systemic effects are not 
documented. Studies have not established one 
antiseptic solution as superior for safety or effi-
cacy in neonates (see Standard 52, Catheter-
Associated Skin Injury).16,20 (III)

c. Avoid the use of tincture of iodine due to the 
potential deleterious effect on the neonatal 
thyroid gland.17,20,21 (I)

d. Remove povidone-iodine after the procedure is 
complete using sterile water or saline; while 
there is no evidence of sustained toxicity result-
ing from CHG remaining on the skin, an aqueous 
formulation may require removal due to its 
soapy consistency, which may affect dressing 
adherence.16,20 (IV)

D. Use a single-use applicator containing an antiseptic 
solution.4,8,21 (V)
1. Follow manufacturersʹ directions for use to deter-

mine appropriate product application and dry times; 
always allow product to naturally dry completely 
without wiping, fanning, or blowing on skin.8,9 (V)

2. Adhere to Aseptic Non Touch Technique (ANTT®) 
while performing skin antisepsis. (see Standard 19, 
Aseptic Non Touch Technique [ANTT®]) .8,9 (V)
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31. VASCULAR ACCESS SITE 
PREPARATION AND SKIN ANTISEPSIS

Standard

31.1 Skin antisepsis is performed prior to vascular access 
device (VAD) insertion.
31.2 The intended VAD insertion site is visibly clean prior 
to application of an antiseptic solution; if visibly soiled, the 
intended site is cleansed with soap and water prior to appli-
cation of antiseptic solution(s).

Practice Recommendations
A. Remove excess hair at the insertion site if needed to 

facilitate application of VAD dressings. Use single-pa-
tient-use scissors or disposable-head surgical clippers; 
do not shave, as this may increase the risk for infec-
tion.1,2 (I)

B. Evaluate patient history of any allergy or sensitivity to 
skin antiseptics (see Standard 52, Catheter-Associated 
Skin Injury).3,4 (I)

C. Perform skin antisepsis using alcoholic chlorhexidine 
gluconate (CHG) as the preferred antiseptic solution.4-14, (I)
1. Use an alcoholic CHG solution containing at least 2% 

chlorhexidine gluconate.10,15 (I)

2. Use an iodophor (eg, povidone-iodine) or 70% alco-
hol if there is a contraindication to chlorhexidine 
solution.4,7,11,12 (I)

3. Consider use of aqueous chlorhexidine if there is a 
contraindication to alcohol-based chlorhexidine (see 
Standard 52, Catheter-Associated Skin Injury).14 (I)

4. For preterm neonates, low-birthweight infants, and 
within the first 14 days of life16-19: (III)
a. Use povidone-iodine, alcohol-based or aqueous 

chlorhexidine solution.
b. Use both aqueous and alcohol-based chlorhex-

idine with caution, weighing the benefits versus 
the risks of chemical burns to the skin. Systemic 
absorption has been reported due to skin 
immaturity; however, systemic effects are not 
documented. Studies have not established one 
antiseptic solution as superior for safety or effi-
cacy in neonates (see Standard 52, Catheter-
Associated Skin Injury).16,20 (III)

c. Avoid the use of tincture of iodine due to the 
potential deleterious effect on the neonatal 
thyroid gland.17,20,21 (I)

d. Remove povidone-iodine after the procedure is 
complete using sterile water or saline; while 
there is no evidence of sustained toxicity result-
ing from CHG remaining on the skin, an aqueous 
formulation may require removal due to its 
soapy consistency, which may affect dressing 
adherence.16,20 (IV)

D. Use a single-use applicator containing an antiseptic 
solution.4,8,21 (V)
1. Follow manufacturersʹ directions for use to deter-

mine appropriate product application and dry times; 
always allow product to naturally dry completely 
without wiping, fanning, or blowing on skin.8,9 (V)

2. Adhere to Aseptic Non Touch Technique (ANTT®) 
while performing skin antisepsis. (see Standard 19, 
Aseptic Non Touch Technique [ANTT®]) .8,9 (V)
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31. VASCULAR ACCESS SITE 
PREPARATION AND SKIN ANTISEPSIS

Standard

31.1 Skin antisepsis is performed prior to vascular access 
device (VAD) insertion.
31.2 The intended VAD insertion site is visibly clean prior 
to application of an antiseptic solution; if visibly soiled, the 
intended site is cleansed with soap and water prior to appli-
cation of antiseptic solution(s).

Practice Recommendations
A. Remove excess hair at the insertion site if needed to 

facilitate application of VAD dressings. Use single-pa-
tient-use scissors or disposable-head surgical clippers; 
do not shave, as this may increase the risk for infec-
tion.1,2 (I)

B. Evaluate patient history of any allergy or sensitivity to 
skin antiseptics (see Standard 52, Catheter-Associated 
Skin Injury).3,4 (I)

C. Perform skin antisepsis using alcoholic chlorhexidine 
gluconate (CHG) as the preferred antiseptic solution.4-14, (I)
1. Use an alcoholic CHG solution containing at least 2% 

chlorhexidine gluconate.10,15 (I)

2. Use an iodophor (eg, povidone-iodine) or 70% alco-
hol if there is a contraindication to chlorhexidine 
solution.4,7,11,12 (I)

3. Consider use of aqueous chlorhexidine if there is a 
contraindication to alcohol-based chlorhexidine (see 
Standard 52, Catheter-Associated Skin Injury).14 (I)

4. For preterm neonates, low-birthweight infants, and 
within the first 14 days of life16-19: (III)
a. Use povidone-iodine, alcohol-based or aqueous 

chlorhexidine solution.
b. Use both aqueous and alcohol-based chlorhex-

idine with caution, weighing the benefits versus 
the risks of chemical burns to the skin. Systemic 
absorption has been reported due to skin 
immaturity; however, systemic effects are not 
documented. Studies have not established one 
antiseptic solution as superior for safety or effi-
cacy in neonates (see Standard 52, Catheter-
Associated Skin Injury).16,20 (III)

c. Avoid the use of tincture of iodine due to the 
potential deleterious effect on the neonatal 
thyroid gland.17,20,21 (I)

d. Remove povidone-iodine after the procedure is 
complete using sterile water or saline; while 
there is no evidence of sustained toxicity result-
ing from CHG remaining on the skin, an aqueous 
formulation may require removal due to its 
soapy consistency, which may affect dressing 
adherence.16,20 (IV)

D. Use a single-use applicator containing an antiseptic 
solution.4,8,21 (V)
1. Follow manufacturersʹ directions for use to deter-

mine appropriate product application and dry times; 
always allow product to naturally dry completely 
without wiping, fanning, or blowing on skin.8,9 (V)

2. Adhere to Aseptic Non Touch Technique (ANTT®) 
while performing skin antisepsis. (see Standard 19, 
Aseptic Non Touch Technique [ANTT®]) .8,9 (V)
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31. VASCULAR ACCESS SITE 
PREPARATION AND SKIN ANTISEPSIS

Standard

31.1 Skin antisepsis is performed prior to vascular access 
device (VAD) insertion.
31.2 The intended VAD insertion site is visibly clean prior 
to application of an antiseptic solution; if visibly soiled, the 
intended site is cleansed with soap and water prior to appli-
cation of antiseptic solution(s).

Practice Recommendations
A. Remove excess hair at the insertion site if needed to 

facilitate application of VAD dressings. Use single-pa-
tient-use scissors or disposable-head surgical clippers; 
do not shave, as this may increase the risk for infec-
tion.1,2 (I)

B. Evaluate patient history of any allergy or sensitivity to 
skin antiseptics (see Standard 52, Catheter-Associated 
Skin Injury).3,4 (I)

C. Perform skin antisepsis using alcoholic chlorhexidine 
gluconate (CHG) as the preferred antiseptic solution.4-14, (I)
1. Use an alcoholic CHG solution containing at least 2% 

chlorhexidine gluconate.10,15 (I)

2. Use an iodophor (eg, povidone-iodine) or 70% alco-
hol if there is a contraindication to chlorhexidine 
solution.4,7,11,12 (I)

3. Consider use of aqueous chlorhexidine if there is a 
contraindication to alcohol-based chlorhexidine (see 
Standard 52, Catheter-Associated Skin Injury).14 (I)

4. For preterm neonates, low-birthweight infants, and 
within the first 14 days of life16-19: (III)
a. Use povidone-iodine, alcohol-based or aqueous 

chlorhexidine solution.
b. Use both aqueous and alcohol-based chlorhex-

idine with caution, weighing the benefits versus 
the risks of chemical burns to the skin. Systemic 
absorption has been reported due to skin 
immaturity; however, systemic effects are not 
documented. Studies have not established one 
antiseptic solution as superior for safety or effi-
cacy in neonates (see Standard 52, Catheter-
Associated Skin Injury).16,20 (III)

c. Avoid the use of tincture of iodine due to the 
potential deleterious effect on the neonatal 
thyroid gland.17,20,21 (I)

d. Remove povidone-iodine after the procedure is 
complete using sterile water or saline; while 
there is no evidence of sustained toxicity result-
ing from CHG remaining on the skin, an aqueous 
formulation may require removal due to its 
soapy consistency, which may affect dressing 
adherence.16,20 (IV)

D. Use a single-use applicator containing an antiseptic 
solution.4,8,21 (V)
1. Follow manufacturersʹ directions for use to deter-

mine appropriate product application and dry times; 
always allow product to naturally dry completely 
without wiping, fanning, or blowing on skin.8,9 (V)

2. Adhere to Aseptic Non Touch Technique (ANTT®) 
while performing skin antisepsis. (see Standard 19, 
Aseptic Non Touch Technique [ANTT®]) .8,9 (V)
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31. VASCULAR ACCESS SITE 
PREPARATION AND SKIN ANTISEPSIS

Standard

31.1 Skin antisepsis is performed prior to vascular access 
device (VAD) insertion.
31.2 The intended VAD insertion site is visibly clean prior 
to application of an antiseptic solution; if visibly soiled, the 
intended site is cleansed with soap and water prior to appli-
cation of antiseptic solution(s).

Practice Recommendations
A. Remove excess hair at the insertion site if needed to 

facilitate application of VAD dressings. Use single-pa-
tient-use scissors or disposable-head surgical clippers; 
do not shave, as this may increase the risk for infec-
tion.1,2 (I)

B. Evaluate patient history of any allergy or sensitivity to 
skin antiseptics (see Standard 52, Catheter-Associated 
Skin Injury).3,4 (I)

C. Perform skin antisepsis using alcoholic chlorhexidine 
gluconate (CHG) as the preferred antiseptic solution.4-14, (I)
1. Use an alcoholic CHG solution containing at least 2% 

chlorhexidine gluconate.10,15 (I)

2. Use an iodophor (eg, povidone-iodine) or 70% alco-
hol if there is a contraindication to chlorhexidine 
solution.4,7,11,12 (I)

3. Consider use of aqueous chlorhexidine if there is a 
contraindication to alcohol-based chlorhexidine (see 
Standard 52, Catheter-Associated Skin Injury).14 (I)

4. For preterm neonates, low-birthweight infants, and 
within the first 14 days of life16-19: (III)
a. Use povidone-iodine, alcohol-based or aqueous 

chlorhexidine solution.
b. Use both aqueous and alcohol-based chlorhex-

idine with caution, weighing the benefits versus 
the risks of chemical burns to the skin. Systemic 
absorption has been reported due to skin 
immaturity; however, systemic effects are not 
documented. Studies have not established one 
antiseptic solution as superior for safety or effi-
cacy in neonates (see Standard 52, Catheter-
Associated Skin Injury).16,20 (III)

c. Avoid the use of tincture of iodine due to the 
potential deleterious effect on the neonatal 
thyroid gland.17,20,21 (I)

d. Remove povidone-iodine after the procedure is 
complete using sterile water or saline; while 
there is no evidence of sustained toxicity result-
ing from CHG remaining on the skin, an aqueous 
formulation may require removal due to its 
soapy consistency, which may affect dressing 
adherence.16,20 (IV)

D. Use a single-use applicator containing an antiseptic 
solution.4,8,21 (V)
1. Follow manufacturersʹ directions for use to deter-

mine appropriate product application and dry times; 
always allow product to naturally dry completely 
without wiping, fanning, or blowing on skin.8,9 (V)

2. Adhere to Aseptic Non Touch Technique (ANTT®) 
while performing skin antisepsis. (see Standard 19, 
Aseptic Non Touch Technique [ANTT®]) .8,9 (V)
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31. VASCULAR ACCESS SITE 
PREPARATION AND SKIN ANTISEPSIS

Standard

31.1 Skin antisepsis is performed prior to vascular access 
device (VAD) insertion.
31.2 The intended VAD insertion site is visibly clean prior 
to application of an antiseptic solution; if visibly soiled, the 
intended site is cleansed with soap and water prior to appli-
cation of antiseptic solution(s).

Practice Recommendations
A. Remove excess hair at the insertion site if needed to 

facilitate application of VAD dressings. Use single-pa-
tient-use scissors or disposable-head surgical clippers; 
do not shave, as this may increase the risk for infec-
tion.1,2 (I)

B. Evaluate patient history of any allergy or sensitivity to 
skin antiseptics (see Standard 52, Catheter-Associated 
Skin Injury).3,4 (I)

C. Perform skin antisepsis using alcoholic chlorhexidine 
gluconate (CHG) as the preferred antiseptic solution.4-14, (I)
1. Use an alcoholic CHG solution containing at least 2% 

chlorhexidine gluconate.10,15 (I)

2. Use an iodophor (eg, povidone-iodine) or 70% alco-
hol if there is a contraindication to chlorhexidine 
solution.4,7,11,12 (I)

3. Consider use of aqueous chlorhexidine if there is a 
contraindication to alcohol-based chlorhexidine (see 
Standard 52, Catheter-Associated Skin Injury).14 (I)

4. For preterm neonates, low-birthweight infants, and 
within the first 14 days of life16-19: (III)
a. Use povidone-iodine, alcohol-based or aqueous 

chlorhexidine solution.
b. Use both aqueous and alcohol-based chlorhex-

idine with caution, weighing the benefits versus 
the risks of chemical burns to the skin. Systemic 
absorption has been reported due to skin 
immaturity; however, systemic effects are not 
documented. Studies have not established one 
antiseptic solution as superior for safety or effi-
cacy in neonates (see Standard 52, Catheter-
Associated Skin Injury).16,20 (III)

c. Avoid the use of tincture of iodine due to the 
potential deleterious effect on the neonatal 
thyroid gland.17,20,21 (I)

d. Remove povidone-iodine after the procedure is 
complete using sterile water or saline; while 
there is no evidence of sustained toxicity result-
ing from CHG remaining on the skin, an aqueous 
formulation may require removal due to its 
soapy consistency, which may affect dressing 
adherence.16,20 (IV)

D. Use a single-use applicator containing an antiseptic 
solution.4,8,21 (V)
1. Follow manufacturersʹ directions for use to deter-

mine appropriate product application and dry times; 
always allow product to naturally dry completely 
without wiping, fanning, or blowing on skin.8,9 (V)

2. Adhere to Aseptic Non Touch Technique (ANTT®) 
while performing skin antisepsis. (see Standard 19, 
Aseptic Non Touch Technique [ANTT®]) .8,9 (V)
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31. VASCULAR ACCESS SITE 
PREPARATION AND SKIN ANTISEPSIS

Standard

31.1 Skin antisepsis is performed prior to vascular access 
device (VAD) insertion.
31.2 The intended VAD insertion site is visibly clean prior 
to application of an antiseptic solution; if visibly soiled, the 
intended site is cleansed with soap and water prior to appli-
cation of antiseptic solution(s).

Practice Recommendations
A. Remove excess hair at the insertion site if needed to 

facilitate application of VAD dressings. Use single-pa-
tient-use scissors or disposable-head surgical clippers; 
do not shave, as this may increase the risk for infec-
tion.1,2 (I)

B. Evaluate patient history of any allergy or sensitivity to 
skin antiseptics (see Standard 52, Catheter-Associated 
Skin Injury).3,4 (I)

C. Perform skin antisepsis using alcoholic chlorhexidine 
gluconate (CHG) as the preferred antiseptic solution.4-14, (I)
1. Use an alcoholic CHG solution containing at least 2% 

chlorhexidine gluconate.10,15 (I)

2. Use an iodophor (eg, povidone-iodine) or 70% alco-
hol if there is a contraindication to chlorhexidine 
solution.4,7,11,12 (I)

3. Consider use of aqueous chlorhexidine if there is a 
contraindication to alcohol-based chlorhexidine (see 
Standard 52, Catheter-Associated Skin Injury).14 (I)

4. For preterm neonates, low-birthweight infants, and 
within the first 14 days of life16-19: (III)
a. Use povidone-iodine, alcohol-based or aqueous 

chlorhexidine solution.
b. Use both aqueous and alcohol-based chlorhex-

idine with caution, weighing the benefits versus 
the risks of chemical burns to the skin. Systemic 
absorption has been reported due to skin 
immaturity; however, systemic effects are not 
documented. Studies have not established one 
antiseptic solution as superior for safety or effi-
cacy in neonates (see Standard 52, Catheter-
Associated Skin Injury).16,20 (III)

c. Avoid the use of tincture of iodine due to the 
potential deleterious effect on the neonatal 
thyroid gland.17,20,21 (I)

d. Remove povidone-iodine after the procedure is 
complete using sterile water or saline; while 
there is no evidence of sustained toxicity result-
ing from CHG remaining on the skin, an aqueous 
formulation may require removal due to its 
soapy consistency, which may affect dressing 
adherence.16,20 (IV)

D. Use a single-use applicator containing an antiseptic 
solution.4,8,21 (V)
1. Follow manufacturersʹ directions for use to deter-

mine appropriate product application and dry times; 
always allow product to naturally dry completely 
without wiping, fanning, or blowing on skin.8,9 (V)

2. Adhere to Aseptic Non Touch Technique (ANTT®) 
while performing skin antisepsis. (see Standard 19, 
Aseptic Non Touch Technique [ANTT®]) .8,9 (V)
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31. VASCULAR ACCESS SITE 
PREPARATION AND SKIN ANTISEPSIS

Standard

31.1 Skin antisepsis is performed prior to vascular access 
device (VAD) insertion.
31.2 The intended VAD insertion site is visibly clean prior 
to application of an antiseptic solution; if visibly soiled, the 
intended site is cleansed with soap and water prior to appli-
cation of antiseptic solution(s).

Practice Recommendations
A. Remove excess hair at the insertion site if needed to 

facilitate application of VAD dressings. Use single-pa-
tient-use scissors or disposable-head surgical clippers; 
do not shave, as this may increase the risk for infec-
tion.1,2 (I)

B. Evaluate patient history of any allergy or sensitivity to 
skin antiseptics (see Standard 52, Catheter-Associated 
Skin Injury).3,4 (I)

C. Perform skin antisepsis using alcoholic chlorhexidine 
gluconate (CHG) as the preferred antiseptic solution.4-14, (I)
1. Use an alcoholic CHG solution containing at least 2% 

chlorhexidine gluconate.10,15 (I)

2. Use an iodophor (eg, povidone-iodine) or 70% alco-
hol if there is a contraindication to chlorhexidine 
solution.4,7,11,12 (I)

3. Consider use of aqueous chlorhexidine if there is a 
contraindication to alcohol-based chlorhexidine (see 
Standard 52, Catheter-Associated Skin Injury).14 (I)

4. For preterm neonates, low-birthweight infants, and 
within the first 14 days of life16-19: (III)
a. Use povidone-iodine, alcohol-based or aqueous 

chlorhexidine solution.
b. Use both aqueous and alcohol-based chlorhex-

idine with caution, weighing the benefits versus 
the risks of chemical burns to the skin. Systemic 
absorption has been reported due to skin 
immaturity; however, systemic effects are not 
documented. Studies have not established one 
antiseptic solution as superior for safety or effi-
cacy in neonates (see Standard 52, Catheter-
Associated Skin Injury).16,20 (III)

c. Avoid the use of tincture of iodine due to the 
potential deleterious effect on the neonatal 
thyroid gland.17,20,21 (I)

d. Remove povidone-iodine after the procedure is 
complete using sterile water or saline; while 
there is no evidence of sustained toxicity result-
ing from CHG remaining on the skin, an aqueous 
formulation may require removal due to its 
soapy consistency, which may affect dressing 
adherence.16,20 (IV)

D. Use a single-use applicator containing an antiseptic 
solution.4,8,21 (V)
1. Follow manufacturersʹ directions for use to deter-

mine appropriate product application and dry times; 
always allow product to naturally dry completely 
without wiping, fanning, or blowing on skin.8,9 (V)

2. Adhere to Aseptic Non Touch Technique (ANTT®) 
while performing skin antisepsis. (see Standard 19, 
Aseptic Non Touch Technique [ANTT®]) .8,9 (V)
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31. VASCULAR ACCESS SITE 
PREPARATION AND SKIN ANTISEPSIS

Standard

31.1 Skin antisepsis is performed prior to vascular access 
device (VAD) insertion.
31.2 The intended VAD insertion site is visibly clean prior 
to application of an antiseptic solution; if visibly soiled, the 
intended site is cleansed with soap and water prior to appli-
cation of antiseptic solution(s).

Practice Recommendations
A. Remove excess hair at the insertion site if needed to 

facilitate application of VAD dressings. Use single-pa-
tient-use scissors or disposable-head surgical clippers; 
do not shave, as this may increase the risk for infec-
tion.1,2 (I)

B. Evaluate patient history of any allergy or sensitivity to 
skin antiseptics (see Standard 52, Catheter-Associated 
Skin Injury).3,4 (I)

C. Perform skin antisepsis using alcoholic chlorhexidine 
gluconate (CHG) as the preferred antiseptic solution.4-14, (I)
1. Use an alcoholic CHG solution containing at least 2% 

chlorhexidine gluconate.10,15 (I)

2. Use an iodophor (eg, povidone-iodine) or 70% alco-
hol if there is a contraindication to chlorhexidine 
solution.4,7,11,12 (I)

3. Consider use of aqueous chlorhexidine if there is a 
contraindication to alcohol-based chlorhexidine (see 
Standard 52, Catheter-Associated Skin Injury).14 (I)

4. For preterm neonates, low-birthweight infants, and 
within the first 14 days of life16-19: (III)
a. Use povidone-iodine, alcohol-based or aqueous 

chlorhexidine solution.
b. Use both aqueous and alcohol-based chlorhex-

idine with caution, weighing the benefits versus 
the risks of chemical burns to the skin. Systemic 
absorption has been reported due to skin 
immaturity; however, systemic effects are not 
documented. Studies have not established one 
antiseptic solution as superior for safety or effi-
cacy in neonates (see Standard 52, Catheter-
Associated Skin Injury).16,20 (III)

c. Avoid the use of tincture of iodine due to the 
potential deleterious effect on the neonatal 
thyroid gland.17,20,21 (I)

d. Remove povidone-iodine after the procedure is 
complete using sterile water or saline; while 
there is no evidence of sustained toxicity result-
ing from CHG remaining on the skin, an aqueous 
formulation may require removal due to its 
soapy consistency, which may affect dressing 
adherence.16,20 (IV)

D. Use a single-use applicator containing an antiseptic 
solution.4,8,21 (V)
1. Follow manufacturersʹ directions for use to deter-

mine appropriate product application and dry times; 
always allow product to naturally dry completely 
without wiping, fanning, or blowing on skin.8,9 (V)

2. Adhere to Aseptic Non Touch Technique (ANTT®) 
while performing skin antisepsis. (see Standard 19, 
Aseptic Non Touch Technique [ANTT®]) .8,9 (V)
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31. VASCULAR ACCESS SITE 
PREPARATION AND SKIN ANTISEPSIS

Standard

31.1 Skin antisepsis is performed prior to vascular access 
device (VAD) insertion.
31.2 The intended VAD insertion site is visibly clean prior 
to application of an antiseptic solution; if visibly soiled, the 
intended site is cleansed with soap and water prior to appli-
cation of antiseptic solution(s).

Practice Recommendations
A. Remove excess hair at the insertion site if needed to 

facilitate application of VAD dressings. Use single-pa-
tient-use scissors or disposable-head surgical clippers; 
do not shave, as this may increase the risk for infec-
tion.1,2 (I)

B. Evaluate patient history of any allergy or sensitivity to 
skin antiseptics (see Standard 52, Catheter-Associated 
Skin Injury).3,4 (I)

C. Perform skin antisepsis using alcoholic chlorhexidine 
gluconate (CHG) as the preferred antiseptic solution.4-14, (I)
1. Use an alcoholic CHG solution containing at least 2% 

chlorhexidine gluconate.10,15 (I)

2. Use an iodophor (eg, povidone-iodine) or 70% alco-
hol if there is a contraindication to chlorhexidine 
solution.4,7,11,12 (I)

3. Consider use of aqueous chlorhexidine if there is a 
contraindication to alcohol-based chlorhexidine (see 
Standard 52, Catheter-Associated Skin Injury).14 (I)

4. For preterm neonates, low-birthweight infants, and 
within the first 14 days of life16-19: (III)
a. Use povidone-iodine, alcohol-based or aqueous 

chlorhexidine solution.
b. Use both aqueous and alcohol-based chlorhex-

idine with caution, weighing the benefits versus 
the risks of chemical burns to the skin. Systemic 
absorption has been reported due to skin 
immaturity; however, systemic effects are not 
documented. Studies have not established one 
antiseptic solution as superior for safety or effi-
cacy in neonates (see Standard 52, Catheter-
Associated Skin Injury).16,20 (III)

c. Avoid the use of tincture of iodine due to the 
potential deleterious effect on the neonatal 
thyroid gland.17,20,21 (I)

d. Remove povidone-iodine after the procedure is 
complete using sterile water or saline; while 
there is no evidence of sustained toxicity result-
ing from CHG remaining on the skin, an aqueous 
formulation may require removal due to its 
soapy consistency, which may affect dressing 
adherence.16,20 (IV)

D. Use a single-use applicator containing an antiseptic 
solution.4,8,21 (V)
1. Follow manufacturersʹ directions for use to deter-

mine appropriate product application and dry times; 
always allow product to naturally dry completely 
without wiping, fanning, or blowing on skin.8,9 (V)

2. Adhere to Aseptic Non Touch Technique (ANTT®) 
while performing skin antisepsis. (see Standard 19, 
Aseptic Non Touch Technique [ANTT®]) .8,9 (V)
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31. VASCULAR ACCESS SITE 
PREPARATION AND SKIN ANTISEPSIS

Standard

31.1 Skin antisepsis is performed prior to vascular access 
device (VAD) insertion.
31.2 The intended VAD insertion site is visibly clean prior 
to application of an antiseptic solution; if visibly soiled, the 
intended site is cleansed with soap and water prior to appli-
cation of antiseptic solution(s).

Practice Recommendations
A. Remove excess hair at the insertion site if needed to 

facilitate application of VAD dressings. Use single-pa-
tient-use scissors or disposable-head surgical clippers; 
do not shave, as this may increase the risk for infec-
tion.1,2 (I)

B. Evaluate patient history of any allergy or sensitivity to 
skin antiseptics (see Standard 52, Catheter-Associated 
Skin Injury).3,4 (I)

C. Perform skin antisepsis using alcoholic chlorhexidine 
gluconate (CHG) as the preferred antiseptic solution.4-14, (I)
1. Use an alcoholic CHG solution containing at least 2% 

chlorhexidine gluconate.10,15 (I)

2. Use an iodophor (eg, povidone-iodine) or 70% alco-
hol if there is a contraindication to chlorhexidine 
solution.4,7,11,12 (I)

3. Consider use of aqueous chlorhexidine if there is a 
contraindication to alcohol-based chlorhexidine (see 
Standard 52, Catheter-Associated Skin Injury).14 (I)

4. For preterm neonates, low-birthweight infants, and 
within the first 14 days of life16-19: (III)
a. Use povidone-iodine, alcohol-based or aqueous 

chlorhexidine solution.
b. Use both aqueous and alcohol-based chlorhex-

idine with caution, weighing the benefits versus 
the risks of chemical burns to the skin. Systemic 
absorption has been reported due to skin 
immaturity; however, systemic effects are not 
documented. Studies have not established one 
antiseptic solution as superior for safety or effi-
cacy in neonates (see Standard 52, Catheter-
Associated Skin Injury).16,20 (III)

c. Avoid the use of tincture of iodine due to the 
potential deleterious effect on the neonatal 
thyroid gland.17,20,21 (I)

d. Remove povidone-iodine after the procedure is 
complete using sterile water or saline; while 
there is no evidence of sustained toxicity result-
ing from CHG remaining on the skin, an aqueous 
formulation may require removal due to its 
soapy consistency, which may affect dressing 
adherence.16,20 (IV)

D. Use a single-use applicator containing an antiseptic 
solution.4,8,21 (V)
1. Follow manufacturersʹ directions for use to deter-

mine appropriate product application and dry times; 
always allow product to naturally dry completely 
without wiping, fanning, or blowing on skin.8,9 (V)

2. Adhere to Aseptic Non Touch Technique (ANTT®) 
while performing skin antisepsis. (see Standard 19, 
Aseptic Non Touch Technique [ANTT®]) .8,9 (V)
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31. VASCULAR ACCESS SITE 
PREPARATION AND SKIN ANTISEPSIS

Standard

31.1 Skin antisepsis is performed prior to vascular access 
device (VAD) insertion.
31.2 The intended VAD insertion site is visibly clean prior 
to application of an antiseptic solution; if visibly soiled, the 
intended site is cleansed with soap and water prior to appli-
cation of antiseptic solution(s).

Practice Recommendations
A. Remove excess hair at the insertion site if needed to 

facilitate application of VAD dressings. Use single-pa-
tient-use scissors or disposable-head surgical clippers; 
do not shave, as this may increase the risk for infec-
tion.1,2 (I)

B. Evaluate patient history of any allergy or sensitivity to 
skin antiseptics (see Standard 52, Catheter-Associated 
Skin Injury).3,4 (I)

C. Perform skin antisepsis using alcoholic chlorhexidine 
gluconate (CHG) as the preferred antiseptic solution.4-14, (I)
1. Use an alcoholic CHG solution containing at least 2% 

chlorhexidine gluconate.10,15 (I)

2. Use an iodophor (eg, povidone-iodine) or 70% alco-
hol if there is a contraindication to chlorhexidine 
solution.4,7,11,12 (I)

3. Consider use of aqueous chlorhexidine if there is a 
contraindication to alcohol-based chlorhexidine (see 
Standard 52, Catheter-Associated Skin Injury).14 (I)

4. For preterm neonates, low-birthweight infants, and 
within the first 14 days of life16-19: (III)
a. Use povidone-iodine, alcohol-based or aqueous 

chlorhexidine solution.
b. Use both aqueous and alcohol-based chlorhex-

idine with caution, weighing the benefits versus 
the risks of chemical burns to the skin. Systemic 
absorption has been reported due to skin 
immaturity; however, systemic effects are not 
documented. Studies have not established one 
antiseptic solution as superior for safety or effi-
cacy in neonates (see Standard 52, Catheter-
Associated Skin Injury).16,20 (III)

c. Avoid the use of tincture of iodine due to the 
potential deleterious effect on the neonatal 
thyroid gland.17,20,21 (I)

d. Remove povidone-iodine after the procedure is 
complete using sterile water or saline; while 
there is no evidence of sustained toxicity result-
ing from CHG remaining on the skin, an aqueous 
formulation may require removal due to its 
soapy consistency, which may affect dressing 
adherence.16,20 (IV)

D. Use a single-use applicator containing an antiseptic 
solution.4,8,21 (V)
1. Follow manufacturersʹ directions for use to deter-

mine appropriate product application and dry times; 
always allow product to naturally dry completely 
without wiping, fanning, or blowing on skin.8,9 (V)

2. Adhere to Aseptic Non Touch Technique (ANTT®) 
while performing skin antisepsis. (see Standard 19, 
Aseptic Non Touch Technique [ANTT®]) .8,9 (V)
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31. VASCULAR ACCESS SITE 
PREPARATION AND SKIN ANTISEPSIS

Standard

31.1 Skin antisepsis is performed prior to vascular access 
device (VAD) insertion.
31.2 The intended VAD insertion site is visibly clean prior 
to application of an antiseptic solution; if visibly soiled, the 
intended site is cleansed with soap and water prior to appli-
cation of antiseptic solution(s).

Practice Recommendations
A. Remove excess hair at the insertion site if needed to 

facilitate application of VAD dressings. Use single-pa-
tient-use scissors or disposable-head surgical clippers; 
do not shave, as this may increase the risk for infec-
tion.1,2 (I)

B. Evaluate patient history of any allergy or sensitivity to 
skin antiseptics (see Standard 52, Catheter-Associated 
Skin Injury).3,4 (I)

C. Perform skin antisepsis using alcoholic chlorhexidine 
gluconate (CHG) as the preferred antiseptic solution.4-14, (I)
1. Use an alcoholic CHG solution containing at least 2% 

chlorhexidine gluconate.10,15 (I)

2. Use an iodophor (eg, povidone-iodine) or 70% alco-
hol if there is a contraindication to chlorhexidine 
solution.4,7,11,12 (I)

3. Consider use of aqueous chlorhexidine if there is a 
contraindication to alcohol-based chlorhexidine (see 
Standard 52, Catheter-Associated Skin Injury).14 (I)

4. For preterm neonates, low-birthweight infants, and 
within the first 14 days of life16-19: (III)
a. Use povidone-iodine, alcohol-based or aqueous 

chlorhexidine solution.
b. Use both aqueous and alcohol-based chlorhex-

idine with caution, weighing the benefits versus 
the risks of chemical burns to the skin. Systemic 
absorption has been reported due to skin 
immaturity; however, systemic effects are not 
documented. Studies have not established one 
antiseptic solution as superior for safety or effi-
cacy in neonates (see Standard 52, Catheter-
Associated Skin Injury).16,20 (III)

c. Avoid the use of tincture of iodine due to the 
potential deleterious effect on the neonatal 
thyroid gland.17,20,21 (I)

d. Remove povidone-iodine after the procedure is 
complete using sterile water or saline; while 
there is no evidence of sustained toxicity result-
ing from CHG remaining on the skin, an aqueous 
formulation may require removal due to its 
soapy consistency, which may affect dressing 
adherence.16,20 (IV)

D. Use a single-use applicator containing an antiseptic 
solution.4,8,21 (V)
1. Follow manufacturersʹ directions for use to deter-

mine appropriate product application and dry times; 
always allow product to naturally dry completely 
without wiping, fanning, or blowing on skin.8,9 (V)

2. Adhere to Aseptic Non Touch Technique (ANTT®) 
while performing skin antisepsis. (see Standard 19, 
Aseptic Non Touch Technique [ANTT®]) .8,9 (V)
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Ministero della Salute 
DIREZIONE GENERALE DEI DISPOSITIVI MEDICI E DEL SERVIZIO 

FARMACEUTICO  
UFFICIO 8 – BIOCIDI E COSMETICI 

  IL DIRETTORE GENERALE  
 

VISTA la legge 7 agosto 1990, n. 241 e successive integrazioni e modifiche; 
VISTO il Decreto del Presidente della Repubblica del 6 ottobre 1998 n.392 “Regolamento recante 
norme per la semplificazione dei procedimenti di autorizzazione alla produzione ed all’immissione 
in commercio dei presidi medico-chirurgici”; 
VISTA la direttiva 2001/83/CE del Parlamento europeo e del Consiglio, del 6 novembre 2001, 
recante un codice comunitario relativo ai medicinali per uso umano; 
VISTO il decreto legislativo 24 aprile 2006, n. 219 recante “Attuazione della direttiva 2001/83/CE 
(e successive direttive di modifica) relativa ad un codice comunitario concernente i medicinali per 
uso umano”; 
VISTO il Regolamento (UE) n. 528/2012 del Parlamento europeo e del Consiglio del 22 maggio 
2012 relativo alla messa a disposizione sul mercato e all’uso dei biocidi; 
CONSIDERATO che i prodotti disinfettanti ricadono contestualmente sia nell’ambito di 
applicazione della normativa nazionale in materia di presidi medico chirurgici (d.P.R. 6 ottobre 1998, 
n. 392), sia nell’ambito di applicazione dei prodotti biocidi (Regolamento UE 528/2012 del 
Parlamento europeo e del Consiglio del 22 maggio 2012); 
CONSIDERATO che l’articolo 89 del Regolamento (UE) 528/2012 prevede la transizione dal 
regime di autorizzazione nazionale dei presidi medico chirurgici al regime di autorizzazione europea 
prevista dal medesimo Regolamento, secondo le tempistiche ivi dettate; 
RILEVATO che, in conformità alle indicazioni della Circolare 27 settembre 1991, n. 18 recante 
“Applicazione del decreto legislativo 29 maggio 1991, n. 178”, che individuava come presidi medico 
chirurgici i disinfettanti destinati all’impiego su cute integra e come medicinali i disinfettanti destinati 
all’impiego su cute lesa o mucose, senza ulteriori specifiche, il Ministero della salute nel corso degli 
anni ha autorizzato ai sensi del d.P.R. 392/98 l’immissione in commercio di tutti di disinfettanti 
destinati alla disinfezione di cute integra; 
VISTO il punto “5.4.1 P.T. 1 Human hygiene biocidal” della “Guidance on the Biocidal Products 
Regulation – Volume II Efficacy – Assessment and Evaluation”, secondo cui i prodotti disinfettanti 
per cute integra da applicarsi prima di un trattamento medico devono considerarsi medicinali; 
CONSIDERATO che, prevendo l’orientamento espresso a livello europeo l’inquadramento dei 
disinfettanti destinati all’utilizzo su cute integra prima di un trattamento medico nell’ambito dei 
prodotti medicinali, il medesimo, oltre ad essere ostativo alla possibilità di autorizzare l’immissione 
in commercio dei medesimi come biocidi ai sensi del Regolamento (UE) 528/2012, appare 
incompatibile con l’ipotesi di mantenere le relative autorizzazioni in essere come presidi medico 
chirurgici ai sensi del d.P.R. 392/98; 
RITENUTO necessario garantire un periodo transitorio per la cessazione della validità delle 
autorizzazioni, atteso che, trattandosi di prodotti oggetto di valutazione tecnica da parte dell’Istituto 
Superiore di Sanità, risultano sussistere sufficienti garanzie di sicurezza che consentano di prendere 
in considerazione l’adozione di tempistiche idonee ad evitare carenze di offerta sul mercato; 

Roma, 29/03/2023

- Guidance on the Biocidal Products Regulation -
i prodotti disinfettanti per cute integra da applicarsi prima di 
un trattamento medico devono considerarsi medicinali;

PRODOTTI BIOCIDI
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31. VASCULAR ACCESS SITE 
PREPARATION AND SKIN ANTISEPSIS

Standard

31.1 Skin antisepsis is performed prior to vascular access 
device (VAD) insertion.
31.2 The intended VAD insertion site is visibly clean prior 
to application of an antiseptic solution; if visibly soiled, the 
intended site is cleansed with soap and water prior to appli-
cation of antiseptic solution(s).

Practice Recommendations
A. Remove excess hair at the insertion site if needed to 

facilitate application of VAD dressings. Use single-pa-
tient-use scissors or disposable-head surgical clippers; 
do not shave, as this may increase the risk for infec-
tion.1,2 (I)

B. Evaluate patient history of any allergy or sensitivity to 
skin antiseptics (see Standard 52, Catheter-Associated 
Skin Injury).3,4 (I)

C. Perform skin antisepsis using alcoholic chlorhexidine 
gluconate (CHG) as the preferred antiseptic solution.4-14, (I)
1. Use an alcoholic CHG solution containing at least 2% 

chlorhexidine gluconate.10,15 (I)

2. Use an iodophor (eg, povidone-iodine) or 70% alco-
hol if there is a contraindication to chlorhexidine 
solution.4,7,11,12 (I)

3. Consider use of aqueous chlorhexidine if there is a 
contraindication to alcohol-based chlorhexidine (see 
Standard 52, Catheter-Associated Skin Injury).14 (I)

4. For preterm neonates, low-birthweight infants, and 
within the first 14 days of life16-19: (III)
a. Use povidone-iodine, alcohol-based or aqueous 

chlorhexidine solution.
b. Use both aqueous and alcohol-based chlorhex-

idine with caution, weighing the benefits versus 
the risks of chemical burns to the skin. Systemic 
absorption has been reported due to skin 
immaturity; however, systemic effects are not 
documented. Studies have not established one 
antiseptic solution as superior for safety or effi-
cacy in neonates (see Standard 52, Catheter-
Associated Skin Injury).16,20 (III)

c. Avoid the use of tincture of iodine due to the 
potential deleterious effect on the neonatal 
thyroid gland.17,20,21 (I)

d. Remove povidone-iodine after the procedure is 
complete using sterile water or saline; while 
there is no evidence of sustained toxicity result-
ing from CHG remaining on the skin, an aqueous 
formulation may require removal due to its 
soapy consistency, which may affect dressing 
adherence.16,20 (IV)

D. Use a single-use applicator containing an antiseptic 
solution.4,8,21 (V)
1. Follow manufacturersʹ directions for use to deter-

mine appropriate product application and dry times; 
always allow product to naturally dry completely 
without wiping, fanning, or blowing on skin.8,9 (V)

2. Adhere to Aseptic Non Touch Technique (ANTT®) 
while performing skin antisepsis. (see Standard 19, 
Aseptic Non Touch Technique [ANTT®]) .8,9 (V)
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Group 4: What is the most appropriate maintenance 
strategy to reduce the risk of infection? What is the 
most appropriate maintenance strategy to reduce the 
risk of occlusion? What is the most appropriate mainte-
nance strategy to reduce the risk of dislodgment? What 
is the most appropriate maintenance strategy to reduce 
the risk of phlebitis/thrombosis?

Group 5: When is the removal of a PVAD indicated? 
Are there any complications related to removal? What 
strategies can minimize such complications?

Each group prepared a preliminary report on their topic, 
consisting of a short discussion of the literature and in a 
series of statements answering the specific questions. All 
five reports were merged in one single document that was 
peer-reviewed by all the other members of the panel, 
including three experts not directly included in the work-
ing groups (JN, SB, FP). After proper adjustments, the 
consensus on all final statements was achieved and the 
panel approved a final document, that we hereby present in 
five sections, corresponding to the five different topics.

Results

Section 1 – Definition and classification
Venous access devices (VADs) are defined as peripheral or 
central based on the position of the tip of the catheter. Any 
VAD with the tip located in the superior vena cava (SVC) 
or in the inferior vena cava (IVC) or in the right atrium 
(RA) should be considered as a central venous access 
device (CVAD). This definition is arbitrary, but it is based 
on clinical practice, since the presence of the tip in SVC, 
IVC or RA – that is, in a location with blood flow equal or 
superior to 2 L/min in the adult patient – will guarantee the 
possibility of infusing any type of solutions, even if poten-
tially detrimental to the endothelium, and of withdrawing 
blood samples easily.

A peripheral VAD (PVAD) can be defined as any VAD 
with the tip not located in SVC or RA or IVC. This defini-
tion includes not only VADs that – due to their length and 
to the venous approach – are meant to be peripheral, but 
also VADs that are meant to be used as CVAD but whose 
tip is not in a central vein because of primary or secondary 
malposition (for example: a PICC that after accidental par-
tial dislodgement has become “too short” and its tip is now 
in the brachiocephalic vein; or, a central VAD whose tip 
has migrated into the ipsilateral internal jugular vein).

The most widely used PVAD is the short cannula, or SPC, 
made either of polyurethane (PUR) or polytetrafluoroethyl-
ene (PTFE), with a gauge ranging between 26 and 14 G and a 
length usually not exceeding 5.4 cm. Short cannulas were the 
first plastic cannulas introduced in clinical practice, more than 
40 years ago, replacing steel needles. Steel needles – either as 
simple needles or “butterfly” needles – are not acceptable any 

more for prolonged infusions, due to the prohibitive risk of 
local complications; they can still be used for episodic blood 
drawing or for bolus infusions. SPCs have been the only 
available PVAD for decades.

Approximately 25 years ago, longer plastic catheters – 
made of silicon or PUR – were introduced in the clinical 
practice and they were named “midline catheters” (MC), 
to indicate that their length was somehow in between the 
“short” catheters (SPC) and the “long” catheters (PICC). 
Originally, these catheters were 15–25 cm long; since they 
were meant to be inserted in superficial veins of the ante-
cubital fossa, considering that in adults the distance 
between the elbow and the axilla ranges from 21 to 28 cm, 
the tip of an MC was expected to be in a deep vein of the 
upper arm, typically in the brachial tract of the axillary 
vein. At the beginning of the 21st century, when ultrasound 
guidance gained popularity in the field of venous access, 
clinicians started to insert MCs in deep veins of the upper 
arm. Without trimming, the tip of these catheters was now 
located in the thoracic tract of the axillary vein or in the 
subclavian vein (hence the name “midclavicular” cathe-
ters). This tip location has the disadvantage that in case of 
inappropriate infusion of peripherally incompatible solu-
tions, the resulting venous thrombosis is more severe and 
more dangerous than a thrombosis in the veins of the 
arm.23 However, in Europe MC are still widely used, both 
in hospitalized patients24,25 and in palliative care.26,27

In the last decade, a new PVAD has appeared, longer 
than SPC but shorter than MC: it has been named “long 
peripheral catheter” (LPC) or “mini-midline” or “short 
midline”. It is a plastic cannula, made of PUR or poly-
ether-bloc-amide (PEBA), 6–15 cm long (typically, 8 or 
10 cm), with a gauge ranging from 22 to 18 G. It is meant 
to be inserted in superficial veins of the forearm or of the 
upper arm (in palpable/visible veins or by NIR visualiza-
tion) or in deep veins of the upper arm (by US guidance). 
The tip is always located in the veins of the arm. Due to its 
shorter length, the expected dwell time is less if compared 
to an MC. Though, LPCs have many advantages over 
MCs: they are less expensive, less invasive and associated 
with less morbidity in case of venous thrombosis.28 
Different types or designs exist: some LPC are designed 
similarly to SPC and must be inserted with a “catheter over 
needle” technique; some other types of LPC are inserted 
by direct Seldinger technique (“catheter over guide-wire”); 
some others are designed as an all-in-one coaxial device, 
still using the direct Seldinger technique. Unfortunately, 
these new 6–15 cm PVADs (LPCs) have brought some 
misunderstanding into the classification and terminology 
of VADs: they have been called “midline” in North 
America, generating some confusion between LPC and 
MC in clinical studies, in guidelines and sometimes in 
evidence-based recommendations.15,29,30

In fact, LPC and MC are different devices: they differ in 
terms of material (PUR or PEBA, vs PUR or silicon), of 

On the basis of their length:

(a) short peripheral catheters (SPC) (<6 cm): 
“simple” or “integrated”

(b) long peripheral catheters (LPC) (6–15 cm);

(c) midline or “midclavicular” (MC) (>15 cm).
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technique of insertion (catheter-over-needle or simple 
Seldinger technique, versus modified Seldinger tech-
nique), of expected duration (2–4 weeks for LPC vs months 
for MC), of clinical performance (longer and better for 
MC), and of cost (lower for LPC).

In the last decade a new generation of SPC has appeared, 
different in terms of design (presence of a large wing w/o 
preassembled extension and preassembled needle-free 
connector), of material (PUR, less thrombogenic than 
PTFE) and equipped with mechanisms for full protection 
of the clinician (“no stick” and “blood stop” safety mecha-
nisms). Thus, two different kinds of SPC can be now 
described, with different design complexity, different clin-
ical performance, and different cost: so-called “simple” 
SPCs (absent or minimal wing, catheter usually made of 
PTFE, no extension, sometimes called “open system”) and 
so-called “integrated” SPCs (large wing, catheter usually 
made of PUR, preassembled extension, sometimes called 
“closed system”). These different features imply different 
clinical performances, in terms of risk of catheter failure 
and probability of duration (24–48 h for SPC vs 2–7 days 
for “integrated” SPC).8,31,32

Of course, all these PVADs (SPC, LPC, MC) are none-
theless peripheral catheters. This implies that they should 
be used exclusively for peripherally compatible infusions. 
The feasibility of blood sampling may vary, since it 
depends on the position of the tip and the caliber of the 
cannula: it may be minimal for SPC (where blood can be 
withdrawn only at the time of insertion) but maximal for 
5 Fr single lumen MC. Also, the feasibility of apheretic 
procedures may vary, being minimal for short cannulas 
<18 G and maximal for short cannulas >16 G and for 5 Fr 
single lumen Midlines.

Panel’s recommendations:
Peripheral VADs are defined as catheters whose tip is 

located in the venous system but outside the superior vena 
cava, the right atrium and the inferior vena cava.

On the basis of their length, they can be classified as 
follows:

(a) short peripheral catheters (SPC) (<6 cm): SPC 
may be further classified as “simple” or “inte-
grated”, based on their design and material;

(b) long peripheral catheters (LPC) (6–15 cm);
(c) midline catheters or “midclavicular” (MC) (>15 cm).

Section 2 – Indications
Peripheral versus central venous access devices. CVADs are 
more invasive and more expensive than PVADs and are 
associated with a higher risk of insertion-related complica-
tions and catheter-related bloodstream infections 
(CRBSI).33,114,115 Though, CVADs may tolerate the infu-
sion of any type of solutions without risk of endothelial 
damage. In this regard, there is a wide consensus in the 

recent literature that vesicant drugs, solutions with low 
(<5) or high (>9) pH or very high osmolarity 
(>600 mOsm/L), as well as any other solution with poten-
tial irritant effects on the vein wall by other mechanisms 
not involving pH or osmolarity, should be preferably 
delivered by a CVAD.10,33,34

The infusion of irritant or vesicant solutions in a low-
flow system as a peripheral vein will be associated with 
injury to the endothelial layer of the intima (leading to 
thrombus formation) and with inflammation of the tunica 
media of the vein (leading to edema, infiltration, and possi-
bly rupture of the integrity of the wall): these phenomena 
are the pathological correlates of clinical entities variously 
described as “phlebitis”, “phlebo-thrombosis” or “thrombo-
phlebitis”.35 Though, there is also a time effect to take into 
consideration. Solutions with osmolarity as high as 800–
850 mOsm/L might be well tolerated by the endothelium, if 
they are delivered very slowly, for instance with a 24-h infu-
sion, as it happens with parenteral nutrition. When a vesi-
cant drug is infused via a PVAD, if the infusion lasts less 
than 30–60 min the risk of endothelial damage is minimized. 
Dilution also might have a role in reducing the risk of vein 
damage, but only for solutions with high osmolarity: dilu-
tion cannot significantly modify the pH of a solution.

The other risk of any irritant or vesicant solution is 
related to the potential dislocation of the PVAD and the 
subsequent tissue damage, which may range in gravity 
from absence of symptoms to severe tissue necrosis, 
depending on the detrimental effect of the drug: “infiltra-
tion” and “extravasation” are the terms used respectively 
for the damage secondary to irritant and vesicant drugs.36

Many associations and institutions have provided lists 
of drugs potentially associated with endothelial damage, or 
– to use a popular term – “peripherally incompatible” 
drugs. These lists include vesicant antiblastic drugs, high-
osmolality parenteral nutrition, but also antibiotics, antivi-
ral drugs, vasoactive amines, and many other drugs 
commonly used in hospitalized patients. It is highly rec-
ommended that any clinical unit should have a list of 
peripherally incompatible drugs (possibly coherent with 
the hospital policies) and should use it as a guide when 
choosing between a CVAD and a PVAD. In the setting of 
the emergency department,37 it is considered acceptable to 
deliver vasopressors/inotropes or potassium enriched solu-
tions by the peripheral route, at least for a limited time.33 
Also, in the setting of chemotherapy, when the clinical 
conditions indicate a temporary contraindication to a 
CVAD or when the patient refuses a CVAD, it is accepta-
ble that some vesicant drugs might be delivered peripher-
ally, if some specific conditions are met (the PVAD should 
be inserted ex novo; the infusion must be delivered for a 
short period time and under strict control of the clinicians; 
the PVAD must be removed soon after the infusion), the 
highest risk of vesicant administration being an undetected 
extravasation or an extravasation detected too late.38 LPC 

PVADs indicated in:

• short to medium term infusion of peripherally compatible solutions

• apheresis/ultrafiltration, only in specific situations and with specific devices.

§ solutions with pH 5–9

§ drugs with osmolarity <600 mOsm/L

§ parenteral nutrition with osmolarity <800–850 mOsm/L

§ any drug or solution not vesicant (potential endothelial damage)

Vesicant drugs -> Fast (<30 min) ?!?

Osmolarity -> Slow ?!? Diluited ?!? 



Expected duration of treatment:

• SPCs are appropriate for emergency and/or short duration 
access (24–48 h)

• “integrated” SPCs -> non-emergency access, when 
expected duration is 2–7 days

• LPCs -> DIVA patients or expected duration = 1–4 wks

•  MCs -> expected duration > 4 wks
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technique of insertion (catheter-over-needle or simple 
Seldinger technique, versus modified Seldinger tech-
nique), of expected duration (2–4 weeks for LPC vs months 
for MC), of clinical performance (longer and better for 
MC), and of cost (lower for LPC).

In the last decade a new generation of SPC has appeared, 
different in terms of design (presence of a large wing w/o 
preassembled extension and preassembled needle-free 
connector), of material (PUR, less thrombogenic than 
PTFE) and equipped with mechanisms for full protection 
of the clinician (“no stick” and “blood stop” safety mecha-
nisms). Thus, two different kinds of SPC can be now 
described, with different design complexity, different clin-
ical performance, and different cost: so-called “simple” 
SPCs (absent or minimal wing, catheter usually made of 
PTFE, no extension, sometimes called “open system”) and 
so-called “integrated” SPCs (large wing, catheter usually 
made of PUR, preassembled extension, sometimes called 
“closed system”). These different features imply different 
clinical performances, in terms of risk of catheter failure 
and probability of duration (24–48 h for SPC vs 2–7 days 
for “integrated” SPC).8,31,32

Of course, all these PVADs (SPC, LPC, MC) are none-
theless peripheral catheters. This implies that they should 
be used exclusively for peripherally compatible infusions. 
The feasibility of blood sampling may vary, since it 
depends on the position of the tip and the caliber of the 
cannula: it may be minimal for SPC (where blood can be 
withdrawn only at the time of insertion) but maximal for 
5 Fr single lumen MC. Also, the feasibility of apheretic 
procedures may vary, being minimal for short cannulas 
<18 G and maximal for short cannulas >16 G and for 5 Fr 
single lumen Midlines.

Panel’s recommendations:
Peripheral VADs are defined as catheters whose tip is 

located in the venous system but outside the superior vena 
cava, the right atrium and the inferior vena cava.

On the basis of their length, they can be classified as 
follows:

(a) short peripheral catheters (SPC) (<6 cm): SPC 
may be further classified as “simple” or “inte-
grated”, based on their design and material;

(b) long peripheral catheters (LPC) (6–15 cm);
(c) midline catheters or “midclavicular” (MC) (>15 cm).

Section 2 – Indications
Peripheral versus central venous access devices. CVADs are 
more invasive and more expensive than PVADs and are 
associated with a higher risk of insertion-related complica-
tions and catheter-related bloodstream infections 
(CRBSI).33,114,115 Though, CVADs may tolerate the infu-
sion of any type of solutions without risk of endothelial 
damage. In this regard, there is a wide consensus in the 

recent literature that vesicant drugs, solutions with low 
(<5) or high (>9) pH or very high osmolarity 
(>600 mOsm/L), as well as any other solution with poten-
tial irritant effects on the vein wall by other mechanisms 
not involving pH or osmolarity, should be preferably 
delivered by a CVAD.10,33,34

The infusion of irritant or vesicant solutions in a low-
flow system as a peripheral vein will be associated with 
injury to the endothelial layer of the intima (leading to 
thrombus formation) and with inflammation of the tunica 
media of the vein (leading to edema, infiltration, and possi-
bly rupture of the integrity of the wall): these phenomena 
are the pathological correlates of clinical entities variously 
described as “phlebitis”, “phlebo-thrombosis” or “thrombo-
phlebitis”.35 Though, there is also a time effect to take into 
consideration. Solutions with osmolarity as high as 800–
850 mOsm/L might be well tolerated by the endothelium, if 
they are delivered very slowly, for instance with a 24-h infu-
sion, as it happens with parenteral nutrition. When a vesi-
cant drug is infused via a PVAD, if the infusion lasts less 
than 30–60 min the risk of endothelial damage is minimized. 
Dilution also might have a role in reducing the risk of vein 
damage, but only for solutions with high osmolarity: dilu-
tion cannot significantly modify the pH of a solution.

The other risk of any irritant or vesicant solution is 
related to the potential dislocation of the PVAD and the 
subsequent tissue damage, which may range in gravity 
from absence of symptoms to severe tissue necrosis, 
depending on the detrimental effect of the drug: “infiltra-
tion” and “extravasation” are the terms used respectively 
for the damage secondary to irritant and vesicant drugs.36

Many associations and institutions have provided lists 
of drugs potentially associated with endothelial damage, or 
– to use a popular term – “peripherally incompatible” 
drugs. These lists include vesicant antiblastic drugs, high-
osmolality parenteral nutrition, but also antibiotics, antivi-
ral drugs, vasoactive amines, and many other drugs 
commonly used in hospitalized patients. It is highly rec-
ommended that any clinical unit should have a list of 
peripherally incompatible drugs (possibly coherent with 
the hospital policies) and should use it as a guide when 
choosing between a CVAD and a PVAD. In the setting of 
the emergency department,37 it is considered acceptable to 
deliver vasopressors/inotropes or potassium enriched solu-
tions by the peripheral route, at least for a limited time.33 
Also, in the setting of chemotherapy, when the clinical 
conditions indicate a temporary contraindication to a 
CVAD or when the patient refuses a CVAD, it is accepta-
ble that some vesicant drugs might be delivered peripher-
ally, if some specific conditions are met (the PVAD should 
be inserted ex novo; the infusion must be delivered for a 
short period time and under strict control of the clinicians; 
the PVAD must be removed soon after the infusion), the 
highest risk of vesicant administration being an undetected 
extravasation or an extravasation detected too late.38 LPC 



• Prepare the skin with 2% chlorhexidine in 70% isopropyl 
alcohol using 30 s friction and allowing 30s to dry

• insert at the forearm or upper arm, avoiding areas of 
flexion (dislocation), avoiding ankle (thrombophlebitis) 
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superficial and deep veins of the arm (previous severe 
thrombosis or extravasation, obesity, etc.) or any clinical 
situation which requires a central VAD (infusion of periph-
erally incompatible solutions, hemodynamic monitoring, 
repeated blood sampling).

Panel’s recommendations:
PVADs are indicated in the following circumstances:

(1) short to medium term infusion of peripherally com-
patible solutions
•• solutions with pH 5–9
•• drugs with osmolarity <600 mOsm/L
•• parenteral nutrition with osmolarity 

<800–850 mOsm/L
•• any drug or solution not associated with poten-

tial endothelial damage
(2) apheresis/ultrafiltration, but only in specific situa-

tions and using specific devices.

PVADs are contraindicated in the following circumstances:

•• infusion of vesicant drugs or prolonged infu-
sion (>30 min) of peripherally incompatible 
solutions

•• repeated daily blood sampling
•• hemodialysis
•• need for hemodynamic monitoring
•• need for long term intravenous access 

(>3–4 months).

The indications for specific PVADs are mainly based on 
the expected duration of treatment:

•• SPCs are appropriate for emergency and/or 
short duration access (24–48 h)

•• “integrated” SPCs are appropriate for non-
emergency access, when expected duration is 
2–7 days

•• LPCs are appropriate in DIVA patients, or 
when expected duration is 1–4 weeks

•• MCs are appropriate when expected duration 
>4 weeks.

Section 3 – Insertion
Site selection. Site selection plays a major role during the 
insertion of PVAD.10,53,54 In the adult patient, SPCs should 
be preferably inserted in veins of the forearm or of the 
upper arm and not in flexion area such as the hand or the 
wrist or the antecubital fossa, since the placement of a SPC 
in these locations is associated with a very high risk of 
dislodgement.8,55 Insertion of a SPC in the superficial tract 
of the external jugular vein at mid-neck should be prefer-
ably avoided for the same reason.10,26 The use of a vein of 
the lower limb (such as the saphenous vein at the medial 

part of the ankle) is also to be avoided, due to the high risk 
of thrombophlebitis (and subsequent risk of pulmonary 
embolism).26,56 SPCs inserted in emergency situations in 
these locations – flexion areas of the upper limb, external 
jugular vein or lower limb – should be removed as soon as 
possible and always within 24 h.22,57 Insertion of a SPC in 
a vein in the ventral part of the wrist must always be 
avoided, because of the high risk of arterial injury.26 Inser-
tion in a limb with lymphedema should also be avoided.22,23

When inserting an LPC, the insertion site must be dis-
tant from a flexion area, as the movement of the limb must 
not bend or dislocate the catheter: this implies that LPC 
should be preferably inserted in the forearm (puncturing a 
vein in the distal half of the forearm) or in the upper arm 
(puncturing a vein proximal to the antecubital fossa).10,26 
This is true for all LPC, regardless of the technique of 
insertion (with or without US guidance).

MCs should be always inserted by US-guided puncture 
and cannulation of deep veins in the middle third of the 
upper arm.26

Infection prevention. Though PVADs are less prone to 
CRBSI if compared to CVADs, still infection is a remark-
able risk if proper precautions are not considered.10,58 A 
phlebitis that occurs 2–3 days after the insertion of an SPC 
(particularly in emergency) is usually a bacterial phlebitis. 
SPCs should be inserted after proper hand hygiene,8 skin 
cleansing with a proper antiseptic (2% chlorhexidine in 
70% isopropyl alcohol), clean gloves and aseptic tech-
nique (the glove must not touch the site of puncture after 
skin disinfection).9 If such recommendations have not 
been adopted – for example in emergency – the SPC 
should be removed (or replaced if needed) as soon as pos-
sible, within 24–48 h.

All PVADs should be inserted adopting a proper aseptic 
technique, as defined by ANTT (Aseptic No Touch 
Technique).8,10,22

When inserting an LPC or an MC, apart from the adop-
tion of proper hand hygiene and skin antisepsis with 2% 
chlorhexidine in 70% isopropyl alcohol, the use of maxi-
mal barrier precautions (mask, cap, sterile gown, sterile 
gloves, long sterile cover for the ultrasound probe, wide 
sterile field) is also recommended. If these precautions 
have not been adopted – such as it may occur with a LPC 
inserted as an emergency procedure in a DIVA patient – 
the line should be preferably removed (or replaced, if 
needed) within 24–48 h.

All PVADs should have the exit site covered and pro-
tected with semipermeable transparent dressings.9 
Cyanoacrylate glue, if applied in minimal quantity (0.2 ml) 
around the exit site, may reduce the risk of local bleeding 
and of bacterial contamination by the extra-luminal route, 
by sealing the breech. Cyanoacrylate is especially indicated 
in patients at high risk of bleeding (cirrhosis, chronic renal 
failure, hematologic diseases, patients on anticoagulants, 

• If insertion in hand, external jugular vein, or 
lower limb is unavoidable (as in emergency), 
remove the PVAD within 24–48 
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•• apply cyanoacrylate glue in patients with bleeding 
risk

•• secure with sutureless devices if peripheral access 
is expected to last >48 h

•• train inserters to adopt “insertion bundles”.

Section 4 – Maintenance
Risk of infection. PVADs are characterized by an incidence 
of CRBSI which is very low if compared to CVADs, prob-
ably ranging between below 0.5 episodes per 1000 cathe-
ter days. Still, CRBSI due to PVADs may occur and the 
incidence is probably underestimated.8,92–96 The actual 
incidence of local infections is also difficult to define, 
since the differential diagnosis between bacterial phlebitis 
versus other causes of “catheter failure” (dislodgment, 
mechanical phlebitis, chemical phlebitis, occlusion, infil-
tration) is often difficult or impossible. It is estimated that 
bacterial infection may be involved in a high percentage of 
cases of “catheter failure”.

As regards the risk of infection, there is lots of evi-
dence-based literature.8,10,93 The main recommendations 
for infection prevention during management of PVADs 
can be classified into three groups.

(1) General recommendations for the management of 
the device:10

•• Use quality improvement interventions to sup-
port the appropriate use and management of 
PVAD (protocols for choice, insertion, and 
management; reminder to review the removal; 
continuing professional education).9

•• Train the healthcare workers and assess peri-
odically their competence in using practices for 
the prevention of VAD related infections.9

•• Consider establishing an infusion team for 
insertion, care, and removal of the PVADs.8

•• Enforce the adoption of a strict policy for hand 
hygiene with an alcohol-based hand rub (or by 
using soap and water, when indicated) before 
and after any contact with the catheter or with 
the exit site.8,9

•• Use the proper standard aseptic technique, as 
defined by ANTT, for the management of the 
exit site and when administering intravenous 
solutions and medications.9

•• Consider adopting a “bundle” approach (i.e. def-
inition of a specific “maintenance bundle” for 
PVADs) and using a checklist to ensure adher-
ence of the health operators to the bundle.8,97

•• Evaluate all adverse events (infiltration, phle-
bitis, bloodstream infections, obstruction, etc.) 
and monitor their incidence rates.

•• Remove the VAD (either SPC, LPC or MC) 
when it is no longer required or when compli-
cations occur. The practice of changing the site 

of SPCs on a scheduled basis is not supported 
by evidence.

(2) Recommendations for minimizing bacterial con-
tamination by the extra-luminal route10:
•• Assess the exit site of short PVADs at least 

every shift, and at least daily for LPCs and 
MCs, and evaluate possible local abnormalities 
using a visual exit score.

•• Cover the exit site with a sterile semipermeable 
transparent dressing and change it at least every 
5–7 days or sooner if no longer intact.8,9,22,98

•• For long dwell PVADs such as MC, consider 
using a chlorhexidine-impregnated sponge 
dressing (to be changed weekly, simultane-
ously with the dressing change).

•• At the time of dressing change, clean the exit 
site with a single application of 2% chlorhex-
idine in 70% isopropyl alcohol (use povidone-
iodine in alcohol only for patients with 
sensitivity to chlorhexidine).9

•• Allow any skin antiseptic to fully dry (at least 30 s 
for chlorhexidine and 120 s for povidone-iodine).

•• If the PVADs is secured with a sutureless 
device, replace it periodically according to 
manufacturer’s instructions.

(3) Recommendations for minimizing bacterial con-
tamination by the intraluminal route10:
•• Disinfect needle-free connectors or catheter 

hub with vigorous mechanical scrub with 70% 
isopropyl alcohol, or with povidone iodine or 
2% chlorhexidine in alcohol solution. The opti-
mal scrub time is not yet defined (at least 15 s). 
When the PVAD is closed with a needle-free 
connector, consider the use of passive disinfec-
tion caps (so-called “port protectors”).9

•• Use a closed rather than an open system PVAD.
•• Change continuous administration sets (used 

for other than lipid solutions or blood or blood 
products) not more frequently than every 96 h.9

•• Change intermittent administration sets every 
24 h.

•• Change administration sets for PN at least 
every 24 h.

•• Change administration sets for blood products 
at the end of every unit or every 4 h.9

•• Change needle-free connectors with the admin-
istration sets or when blood is not completely 
cleared.

Risk of occlusion. Lumen occlusion may be secondary to 
blood clots or drug precipitates.99,100 The basic recommen-
dations for minimizing the risk of lumen occlusion are:

•• Adopt a proper flushing technique: every PVAD 
should be flushed with saline only, before each infu-
sion and after each infusion;9,117 considering that the 
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•• Use appropriate stabilization (see above) to 
avoid micro-motion of the catheter, which is 
known to be associated with the risk of mechan-
ical phlebitis

•• Assess the exit site for signs of phlebitis/throm-
bosis periodically (at least every shift for SPC 
and every time the device is accessed).111

•• Do not use a PVAD (SPC, LPC or MC) for 
repeated or prolonged administration of solu-
tions that are not peripherally compatible 
(chemical irritants, vesicant drugs, parenteral 
nutrition with osmolality >850 mOsm/L, etc.).

•• Remove the device when signs of phlebitis/
thrombosis appear.112

•• Use LPC or MC rather than SPC in patients 
likely to require non-irritating intravenous ther-
apy for >7 days.

Panel’s recommendations:
Minimize the risk of infection using the following strategies:

•• use 2% chlorhexidine in alcohol to disinfect needle-
free connectors and to clean the exit site if dressing 
change is required

•• use semipermeable transparent dressings
•• use needle-free connectors and disinfecting caps
•• adopt a policy of visual inspection on each shift and 

every time the device is accessed.

Minimize the risk of occlusion using the following 
strategies:

•• use normal saline for flushing and locking the device
•• consider possible drug incompatibilities.

Minimize the risk of dislodgment using the following 
strategies:

•• place PVADs in the forearm or upper arm, avoiding 
areas of flexion

•• if insertion is in the hand, the external jugular vein, 
or the lower limb is unavoidable, remove within 
24–48 h

•• use a sutureless device to secure the PVAD
•• use a semipermeable transparent dressing
•• consider the use of cyanoacrylate glue.

Minimize the risk of phlebitis/thrombosis using the follow-
ing strategies:

•• avoid micro-movements of the device
•• use the PVAD only for peripherally compatible 

infusions
•• adopt a policy of visual inspection on each shift and 

every time the device is accessed.

Section 5 – Removal
Which are the proper indications for removing a PVAD? As 
with any other device, there are five main indications for 
removal of a PVAD:113

(1) End of treatment. The device is no longer needed, 
as the patient stops the intravenous therapy. The 
inappropriate persistence of a device without clini-
cal reason is a well-recognized source of complica-
tions and a waste of resources.

(2) The device is not appropriate anymore. The type of 
intravenous treatment has changed (for example, 
the patient has to shift to the infusion of peripher-
ally incompatible solutions), or the expected dura-
tion of the treatment has been prolonged (which 
might indicate the replacement of a SPC with a 
LPC or MC), or the patient moves to a different 
setting of care that requires a different device (for 
example, from hospitalization to home care, this 
being a setting inappropriate for a SPC), or the 
clinical conditions of the patient require a CVAD 
for hemodynamic monitoring or repeated daily 
blood samples.

(3) The device has been inserted in emergency. The 
standard recommendations for infection prevention 
(in terms of site selection, aseptic technique, skin 
antisepsis, coverage and securement) have not been 
fully adopted. As already stated above, any PVAD or 
CVAD inserted in emergency with low attention to 
asepsis should be removed within 24–48 h. 
Emergency insertion carries a very high risk of com-
plications (in particular, bacterial phlebitis or CRBSI) 
if the VAD is left in place for a longer period of time.

(4) A VAD-related complication has occurred, which 
requires the removal of the device. For PVADs, 
virtually any complication (dislodgment, phlebi-
tis, thrombosis, occlusion, infection, infiltration, 
extravasation, etc.) is associated with “catheter 
failure” and implies the removal of the device. 
The currently used visual exit scores help in this 
decision: the simple presence of redness of the 
exit site (without local tenderness or other abnor-
malities) or of local tenderness (in absence of any 
other local alterations) is the only situation that 
requires further surveillance but not removal. All 
other local abnormalities of the exit site, in differ-
ent combinations, require prompt removal of the 
CVAD. SPC should also be promptly removed if 
fever starts during short infusion (1 h) or soon 
after (30 min) end of the infusion: the VAD might 
be infected, and since blood cultures canot be per-
formed from a SPC, the risk-benefit ratio indi-
cates a rapid removal of the device. The presence 
of signs and symptoms suggesting extravasation, 
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•• Use appropriate stabilization (see above) to 
avoid micro-motion of the catheter, which is 
known to be associated with the risk of mechan-
ical phlebitis

•• Assess the exit site for signs of phlebitis/throm-
bosis periodically (at least every shift for SPC 
and every time the device is accessed).111

•• Do not use a PVAD (SPC, LPC or MC) for 
repeated or prolonged administration of solu-
tions that are not peripherally compatible 
(chemical irritants, vesicant drugs, parenteral 
nutrition with osmolality >850 mOsm/L, etc.).

•• Remove the device when signs of phlebitis/
thrombosis appear.112

•• Use LPC or MC rather than SPC in patients 
likely to require non-irritating intravenous ther-
apy for >7 days.

Panel’s recommendations:
Minimize the risk of infection using the following strategies:

•• use 2% chlorhexidine in alcohol to disinfect needle-
free connectors and to clean the exit site if dressing 
change is required

•• use semipermeable transparent dressings
•• use needle-free connectors and disinfecting caps
•• adopt a policy of visual inspection on each shift and 

every time the device is accessed.

Minimize the risk of occlusion using the following 
strategies:

•• use normal saline for flushing and locking the device
•• consider possible drug incompatibilities.

Minimize the risk of dislodgment using the following 
strategies:

•• place PVADs in the forearm or upper arm, avoiding 
areas of flexion

•• if insertion is in the hand, the external jugular vein, 
or the lower limb is unavoidable, remove within 
24–48 h

•• use a sutureless device to secure the PVAD
•• use a semipermeable transparent dressing
•• consider the use of cyanoacrylate glue.

Minimize the risk of phlebitis/thrombosis using the follow-
ing strategies:

•• avoid micro-movements of the device
•• use the PVAD only for peripherally compatible 

infusions
•• adopt a policy of visual inspection on each shift and 

every time the device is accessed.

Section 5 – Removal
Which are the proper indications for removing a PVAD? As 
with any other device, there are five main indications for 
removal of a PVAD:113

(1) End of treatment. The device is no longer needed, 
as the patient stops the intravenous therapy. The 
inappropriate persistence of a device without clini-
cal reason is a well-recognized source of complica-
tions and a waste of resources.

(2) The device is not appropriate anymore. The type of 
intravenous treatment has changed (for example, 
the patient has to shift to the infusion of peripher-
ally incompatible solutions), or the expected dura-
tion of the treatment has been prolonged (which 
might indicate the replacement of a SPC with a 
LPC or MC), or the patient moves to a different 
setting of care that requires a different device (for 
example, from hospitalization to home care, this 
being a setting inappropriate for a SPC), or the 
clinical conditions of the patient require a CVAD 
for hemodynamic monitoring or repeated daily 
blood samples.

(3) The device has been inserted in emergency. The 
standard recommendations for infection prevention 
(in terms of site selection, aseptic technique, skin 
antisepsis, coverage and securement) have not been 
fully adopted. As already stated above, any PVAD or 
CVAD inserted in emergency with low attention to 
asepsis should be removed within 24–48 h. 
Emergency insertion carries a very high risk of com-
plications (in particular, bacterial phlebitis or CRBSI) 
if the VAD is left in place for a longer period of time.

(4) A VAD-related complication has occurred, which 
requires the removal of the device. For PVADs, 
virtually any complication (dislodgment, phlebi-
tis, thrombosis, occlusion, infection, infiltration, 
extravasation, etc.) is associated with “catheter 
failure” and implies the removal of the device. 
The currently used visual exit scores help in this 
decision: the simple presence of redness of the 
exit site (without local tenderness or other abnor-
malities) or of local tenderness (in absence of any 
other local alterations) is the only situation that 
requires further surveillance but not removal. All 
other local abnormalities of the exit site, in differ-
ent combinations, require prompt removal of the 
CVAD. SPC should also be promptly removed if 
fever starts during short infusion (1 h) or soon 
after (30 min) end of the infusion: the VAD might 
be infected, and since blood cultures canot be per-
formed from a SPC, the risk-benefit ratio indi-
cates a rapid removal of the device. The presence 
of signs and symptoms suggesting extravasation, 
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•• Use appropriate stabilization (see above) to 
avoid micro-motion of the catheter, which is 
known to be associated with the risk of mechan-
ical phlebitis

•• Assess the exit site for signs of phlebitis/throm-
bosis periodically (at least every shift for SPC 
and every time the device is accessed).111

•• Do not use a PVAD (SPC, LPC or MC) for 
repeated or prolonged administration of solu-
tions that are not peripherally compatible 
(chemical irritants, vesicant drugs, parenteral 
nutrition with osmolality >850 mOsm/L, etc.).

•• Remove the device when signs of phlebitis/
thrombosis appear.112

•• Use LPC or MC rather than SPC in patients 
likely to require non-irritating intravenous ther-
apy for >7 days.

Panel’s recommendations:
Minimize the risk of infection using the following strategies:

•• use 2% chlorhexidine in alcohol to disinfect needle-
free connectors and to clean the exit site if dressing 
change is required

•• use semipermeable transparent dressings
•• use needle-free connectors and disinfecting caps
•• adopt a policy of visual inspection on each shift and 

every time the device is accessed.

Minimize the risk of occlusion using the following 
strategies:

•• use normal saline for flushing and locking the device
•• consider possible drug incompatibilities.

Minimize the risk of dislodgment using the following 
strategies:

•• place PVADs in the forearm or upper arm, avoiding 
areas of flexion

•• if insertion is in the hand, the external jugular vein, 
or the lower limb is unavoidable, remove within 
24–48 h

•• use a sutureless device to secure the PVAD
•• use a semipermeable transparent dressing
•• consider the use of cyanoacrylate glue.

Minimize the risk of phlebitis/thrombosis using the follow-
ing strategies:

•• avoid micro-movements of the device
•• use the PVAD only for peripherally compatible 

infusions
•• adopt a policy of visual inspection on each shift and 

every time the device is accessed.

Section 5 – Removal
Which are the proper indications for removing a PVAD? As 
with any other device, there are five main indications for 
removal of a PVAD:113

(1) End of treatment. The device is no longer needed, 
as the patient stops the intravenous therapy. The 
inappropriate persistence of a device without clini-
cal reason is a well-recognized source of complica-
tions and a waste of resources.

(2) The device is not appropriate anymore. The type of 
intravenous treatment has changed (for example, 
the patient has to shift to the infusion of peripher-
ally incompatible solutions), or the expected dura-
tion of the treatment has been prolonged (which 
might indicate the replacement of a SPC with a 
LPC or MC), or the patient moves to a different 
setting of care that requires a different device (for 
example, from hospitalization to home care, this 
being a setting inappropriate for a SPC), or the 
clinical conditions of the patient require a CVAD 
for hemodynamic monitoring or repeated daily 
blood samples.

(3) The device has been inserted in emergency. The 
standard recommendations for infection prevention 
(in terms of site selection, aseptic technique, skin 
antisepsis, coverage and securement) have not been 
fully adopted. As already stated above, any PVAD or 
CVAD inserted in emergency with low attention to 
asepsis should be removed within 24–48 h. 
Emergency insertion carries a very high risk of com-
plications (in particular, bacterial phlebitis or CRBSI) 
if the VAD is left in place for a longer period of time.

(4) A VAD-related complication has occurred, which 
requires the removal of the device. For PVADs, 
virtually any complication (dislodgment, phlebi-
tis, thrombosis, occlusion, infection, infiltration, 
extravasation, etc.) is associated with “catheter 
failure” and implies the removal of the device. 
The currently used visual exit scores help in this 
decision: the simple presence of redness of the 
exit site (without local tenderness or other abnor-
malities) or of local tenderness (in absence of any 
other local alterations) is the only situation that 
requires further surveillance but not removal. All 
other local abnormalities of the exit site, in differ-
ent combinations, require prompt removal of the 
CVAD. SPC should also be promptly removed if 
fever starts during short infusion (1 h) or soon 
after (30 min) end of the infusion: the VAD might 
be infected, and since blood cultures canot be per-
formed from a SPC, the risk-benefit ratio indi-
cates a rapid removal of the device. The presence 
of signs and symptoms suggesting extravasation, 

Pittiruti et al. 175

•• Use appropriate stabilization (see above) to 
avoid micro-motion of the catheter, which is 
known to be associated with the risk of mechan-
ical phlebitis

•• Assess the exit site for signs of phlebitis/throm-
bosis periodically (at least every shift for SPC 
and every time the device is accessed).111

•• Do not use a PVAD (SPC, LPC or MC) for 
repeated or prolonged administration of solu-
tions that are not peripherally compatible 
(chemical irritants, vesicant drugs, parenteral 
nutrition with osmolality >850 mOsm/L, etc.).

•• Remove the device when signs of phlebitis/
thrombosis appear.112

•• Use LPC or MC rather than SPC in patients 
likely to require non-irritating intravenous ther-
apy for >7 days.

Panel’s recommendations:
Minimize the risk of infection using the following strategies:

•• use 2% chlorhexidine in alcohol to disinfect needle-
free connectors and to clean the exit site if dressing 
change is required

•• use semipermeable transparent dressings
•• use needle-free connectors and disinfecting caps
•• adopt a policy of visual inspection on each shift and 

every time the device is accessed.

Minimize the risk of occlusion using the following 
strategies:

•• use normal saline for flushing and locking the device
•• consider possible drug incompatibilities.

Minimize the risk of dislodgment using the following 
strategies:

•• place PVADs in the forearm or upper arm, avoiding 
areas of flexion

•• if insertion is in the hand, the external jugular vein, 
or the lower limb is unavoidable, remove within 
24–48 h

•• use a sutureless device to secure the PVAD
•• use a semipermeable transparent dressing
•• consider the use of cyanoacrylate glue.

Minimize the risk of phlebitis/thrombosis using the follow-
ing strategies:

•• avoid micro-movements of the device
•• use the PVAD only for peripherally compatible 

infusions
•• adopt a policy of visual inspection on each shift and 

every time the device is accessed.

Section 5 – Removal
Which are the proper indications for removing a PVAD? As 
with any other device, there are five main indications for 
removal of a PVAD:113

(1) End of treatment. The device is no longer needed, 
as the patient stops the intravenous therapy. The 
inappropriate persistence of a device without clini-
cal reason is a well-recognized source of complica-
tions and a waste of resources.

(2) The device is not appropriate anymore. The type of 
intravenous treatment has changed (for example, 
the patient has to shift to the infusion of peripher-
ally incompatible solutions), or the expected dura-
tion of the treatment has been prolonged (which 
might indicate the replacement of a SPC with a 
LPC or MC), or the patient moves to a different 
setting of care that requires a different device (for 
example, from hospitalization to home care, this 
being a setting inappropriate for a SPC), or the 
clinical conditions of the patient require a CVAD 
for hemodynamic monitoring or repeated daily 
blood samples.

(3) The device has been inserted in emergency. The 
standard recommendations for infection prevention 
(in terms of site selection, aseptic technique, skin 
antisepsis, coverage and securement) have not been 
fully adopted. As already stated above, any PVAD or 
CVAD inserted in emergency with low attention to 
asepsis should be removed within 24–48 h. 
Emergency insertion carries a very high risk of com-
plications (in particular, bacterial phlebitis or CRBSI) 
if the VAD is left in place for a longer period of time.

(4) A VAD-related complication has occurred, which 
requires the removal of the device. For PVADs, 
virtually any complication (dislodgment, phlebi-
tis, thrombosis, occlusion, infection, infiltration, 
extravasation, etc.) is associated with “catheter 
failure” and implies the removal of the device. 
The currently used visual exit scores help in this 
decision: the simple presence of redness of the 
exit site (without local tenderness or other abnor-
malities) or of local tenderness (in absence of any 
other local alterations) is the only situation that 
requires further surveillance but not removal. All 
other local abnormalities of the exit site, in differ-
ent combinations, require prompt removal of the 
CVAD. SPC should also be promptly removed if 
fever starts during short infusion (1 h) or soon 
after (30 min) end of the infusion: the VAD might 
be infected, and since blood cultures canot be per-
formed from a SPC, the risk-benefit ratio indi-
cates a rapid removal of the device. The presence 
of signs and symptoms suggesting extravasation, 
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•• Use appropriate stabilization (see above) to 
avoid micro-motion of the catheter, which is 
known to be associated with the risk of mechan-
ical phlebitis

•• Assess the exit site for signs of phlebitis/throm-
bosis periodically (at least every shift for SPC 
and every time the device is accessed).111

•• Do not use a PVAD (SPC, LPC or MC) for 
repeated or prolonged administration of solu-
tions that are not peripherally compatible 
(chemical irritants, vesicant drugs, parenteral 
nutrition with osmolality >850 mOsm/L, etc.).

•• Remove the device when signs of phlebitis/
thrombosis appear.112

•• Use LPC or MC rather than SPC in patients 
likely to require non-irritating intravenous ther-
apy for >7 days.

Panel’s recommendations:
Minimize the risk of infection using the following strategies:

•• use 2% chlorhexidine in alcohol to disinfect needle-
free connectors and to clean the exit site if dressing 
change is required

•• use semipermeable transparent dressings
•• use needle-free connectors and disinfecting caps
•• adopt a policy of visual inspection on each shift and 

every time the device is accessed.

Minimize the risk of occlusion using the following 
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•• use normal saline for flushing and locking the device
•• consider possible drug incompatibilities.

Minimize the risk of dislodgment using the following 
strategies:
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areas of flexion

•• if insertion is in the hand, the external jugular vein, 
or the lower limb is unavoidable, remove within 
24–48 h

•• use a sutureless device to secure the PVAD
•• use a semipermeable transparent dressing
•• consider the use of cyanoacrylate glue.

Minimize the risk of phlebitis/thrombosis using the follow-
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•• avoid micro-movements of the device
•• use the PVAD only for peripherally compatible 

infusions
•• adopt a policy of visual inspection on each shift and 

every time the device is accessed.
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with any other device, there are five main indications for 
removal of a PVAD:113

(1) End of treatment. The device is no longer needed, 
as the patient stops the intravenous therapy. The 
inappropriate persistence of a device without clini-
cal reason is a well-recognized source of complica-
tions and a waste of resources.

(2) The device is not appropriate anymore. The type of 
intravenous treatment has changed (for example, 
the patient has to shift to the infusion of peripher-
ally incompatible solutions), or the expected dura-
tion of the treatment has been prolonged (which 
might indicate the replacement of a SPC with a 
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setting of care that requires a different device (for 
example, from hospitalization to home care, this 
being a setting inappropriate for a SPC), or the 
clinical conditions of the patient require a CVAD 
for hemodynamic monitoring or repeated daily 
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The currently used visual exit scores help in this 
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other local alterations) is the only situation that 
requires further surveillance but not removal. All 
other local abnormalities of the exit site, in differ-
ent combinations, require prompt removal of the 
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fever starts during short infusion (1 h) or soon 
after (30 min) end of the infusion: the VAD might 
be infected, and since blood cultures canot be per-
formed from a SPC, the risk-benefit ratio indi-
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being a setting inappropriate for a SPC), or the 
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blood samples.

(3) The device has been inserted in emergency. The 
standard recommendations for infection prevention 
(in terms of site selection, aseptic technique, skin 
antisepsis, coverage and securement) have not been 
fully adopted. As already stated above, any PVAD or 
CVAD inserted in emergency with low attention to 
asepsis should be removed within 24–48 h. 
Emergency insertion carries a very high risk of com-
plications (in particular, bacterial phlebitis or CRBSI) 
if the VAD is left in place for a longer period of time.

(4) A VAD-related complication has occurred, which 
requires the removal of the device. For PVADs, 
virtually any complication (dislodgment, phlebi-
tis, thrombosis, occlusion, infection, infiltration, 
extravasation, etc.) is associated with “catheter 
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ent combinations, require prompt removal of the 
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be infected, and since blood cultures canot be per-
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Metodologia collaudata per la 
valutazione qualitativa di un processo.
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• Fornire strumenti per il monitoraggio delle 
pratiche cliniche rispetto ai protocolli esistenti

• Identificare eventuali lacune nella conformità 
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Il 35 - 50% degli accessi vascolari periferici 
falliscono precocemente, soprattutto 
a causa di complicanze evitabili1

Il 90% dei pazienti ospedalizzati riceve un accesso vascolare, tuttavia il 35 - 50% va incontro
a fallimento precoce. Questo non è un risultato accettabile per l’operatore sanitario, per
l’ospedale e soprattutto per il paziente.1 Le complicanze precoci richiedono ripetute manovre 
di incannulamento da parte degli operatori in quasi tutti i reparti dell’ospedale. 
Per il paziente sono causa di insoddisfazione e disagio e possono essere rischiosi perché 
possibile causa di un ritardo nella somministrazione delle terapie ed un prolungamento 
della degenza ospedaliera. Inoltre i pazienti possono iniziare a perdere fiducia nella qualità 
dell’assistenza e sottoporre l’operatore sanitario ad ansia e stress. E per l’ospedale 
rappresentano  un’inefficienza ed un cattivo uso delle risorse umane e materiali, 
con conseguenze sulla spesa complessiva.

Flebite

Infezione

Occlusione

Infiltrazione 
e stravasi

Mobilizzazione

I fallimenti degli accessi vascolari periferici
hanno un importante impatto economico2

Stime su base annua

Aghi cannula acquistati

Percentuale di fallimento

Costo totale di una reinserzione

Impatto annuo

100.000

35%

28 $

980.000 $

11

FASI

CVAM 
PVAM

VAD HISTORY

INTRODUZIONE
Azioni di miglioramento

concordate con l’Ente

• Condivisione dei report

• Formazione da parte dei 
Clinical Speclist di BD

• Revisione delle procedure

• Creazione di bundle

• Efficientare il processo
• Migliorare outcome clinico
• Aumentare la costo-efficacia
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Presentazione del 
Progetto a:
• Direzione Sanitaria
• CIO
• Risk Management 
• Responsabile Unità Operativa
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dei reparti in cui
effettuare le 
osservazioni

Firma della lettera
di accettazione

Presentazione del 
progetto ai 
coordinatori e 
successivamente 
a medici e  infermieri

Presentazione del progetto
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