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The Policies and Procedures for Infusion Nursing is intended to reflect current knowledge and practices of the clinical nursing specialty of infusion therapy. Because clinical practice continually evolves based on ongoing research, users should make an independent assessment of the appropriateness and applicability of a policy or procedure in any specific instance, and should also consider the applicable federal and state laws and regulations, as well as the standard of care in a particular jurisdiction, as these may take precedence. INS is not responsible for injury to persons or property, or other harm, arising from the use of the Policies and Procedures.





Contents

PREFACE

1. PATIENT CARE

Orders for the Initiation and Management of Infusion Therapy

Patient Assessment

Patient Education

Informed Consent

Plan of Care

Discharge Planning

2. DOCUMENTATION

Documentation

Competence and Competency Validation

Unusual Occurrence and Sentinel Event Reporting

Product Evaluation, Integrity, and Defect Reporting

3. INFECTION PREVENTION AND SAFETY COMPLIANCE

Hand Hygiene

Management of Sharps, Hazardous Materials, and Hazardous Waste

Durable Medical Equipment Disinfection

Standard Precautions

Transmission-Based Precautions

Bloodborne Pathogen Exposure Control Plan

Latex Sensitivity or Allergy

4. INFUSION EQUIPMENT

Add-on Devices

Filters

Blood and Fluid Warmers

Flow-Control Devices

Tourniquets

5. VASCULAR ACCESS DEVICE SITE SELECTION AND PLACEMENT

Vascular Access Device (VAD) Selection

Site Assessment and Selection

Local Anesthesia

Short Peripheral Vascular Access Device Site Preparation and Placement

Midline Catheter Site Preparation and Placement

Peripherally Inserted Central Catheter (PICC) Site Preparation and Placement

Vascular Access Device Stabilization

Joint Stabilization

6. SITE CARE AND MAINTENANCE

Administration Set Change

Flushing and Locking

Vascular Access Site Care and Dressing Change

Vascular Access Device Removal

7. INFUSION-RELATED COMPLICATIONS

Central Vascular Access Device Occlusion

Vascular Access Device-Related Infection

Catheter-Associated Venous Thrombosis

Phlebitis

Infiltration and Extravasation

Allergic Reaction and Anaphylaxis

Air Embolism

Catheter Embolism

8. INFUSION-RELATED PROCEDURES

Parenteral Medication and Solution Administration

Preparing Immediate-Use Parenteral Medications

IV (Intravenous) Push Administration

Administration of First Dose

Central Vascular Access Device Repair

Culturing for Infusion-Related Infections

Accessing and Deaccessing an Implanted Vascular Access Port

Phlebotomy

Therapeutic Phlebotomy

9. NONVASCULAR ACCESS

Intraspinal Access

Continuous Subcutaneous Access

Intraosseous Access

Illustrations

Vein Anatomy





Preface

The Infusion Nurses Society (INS) is recognized as the global authority in infusion therapy, dedicated to exceeding the public’s expectations of excellence by setting the standard for infusion care.

In an ever-changing and complex health care system, INS recognizes the need to provide resources supported by current research and best available evidence to guide clinical practice. Better patient outcomes result when there is consistency in practice among health care professionals, which the Policies and Procedures for Infusion Nursing offers. This publication is intended to be used by nurses who develop organizational policies for infusion therapy, as well as to guide and enhance safe, efficient infusion delivery and quality patient care.

This fourth edition of the Policies and Procedures complements INS’ indispensable publication, Infusion Nursing Standards of Practice (2011). Topics and terminology correspond to those in the Standards; together these resources provide a solid foundation for clinical applications of infusion therapies. In addition, a bibliography accompanies each policy and procedure as a resource for those nurses seeking more information on a particular procedure.

As the basis for professional nursing practice, infusion nurses are reminded that they must have knowledge of their scope of practice as defined in their states’ Nurse Practice Acts. With variations among health care organizations, nurses must follow their organization’s policies, procedures, and/or practice guidelines, while acting in conformity with federal, state, and regulatory agencies. INS recommends an annual review of each organization’s policies and procedures to ensure compliance with regulatory and nonregulatory bodies.

Due to the invasive nature and risks associated with infusion therapy, nurses must have a basic understanding of the specialty and the principles that are implied for safe practice. The nurse must observe Standard Precautions and use aseptic technique when performing most infusion-related tasks or procedures. While the policies and procedures are general in nature, there may be device-specific features or specifications that need to be followed for proper function. The nurse should be familiar with the manufacturers’ directions for use so that the product/equipment is used properly and in the intended manner.

Most of the topics addressed fit in the typical policies and procedures format with the policy defining a course and purpose of an action to be taken, followed by the procedure as detailed step-by-step. The chapter on infusion-related complications does not fit the style, so in place of procedures, the areas of prevention, assessment, and intervention are described.

Finally, I would like to thank Lisa Gorski, MS, HHCNS-BC, CRNI®, FAAN, for her thoughtful review and contributions to this edition. Lisa gave generously of her time and was wholeheartedly committed to this important project. INS is grateful for her efforts.

Mary Alexander, MA, RN, CRNI®, CAE, FAAN

Chief Executive Officer, INS





1. Patient Care

Orders for the Initiation and Management of Infusion Therapy

Patient Assessment

Patient Education

Informed Consent

Plan of Care

Discharge Planning

Orders for the Initiation and Management of Infusion Therapy

Policy

Orders are clear, concise, legible, and complete prior to initiating, changing, or discontinuing infusion therapy.

The use of standing orders or order sets is established by the organization.

Verbal or telephone orders are to be signed within a time frame established by the organization.

Procedure

1.	Obtain and review licensed independent practitioner’s (LIP’s) order for:

•	Patient name

•	Solution type or medication to be administered

•	Medication dose

•	Volume to be infused

•	Administration route

•	Infusion rate

•	Frequency of administration

•	Special considerations, if applicable

2.	Contact LIP for clarification if the order is not complete or legible.

3.	Determine appropriateness of the order, using the nursing process.

4.	Use only those abbreviations that are standard for the organization.

5.	Limit use of verbal or telephone orders from LIPs to only when medically necessary.

6.	Always “read-back” a verbal or telephone order to verify order.

Bibliography

National Quality Forum. Safe Practices for Better Healthcare, 2009. Update: A Consensus Report. Washington, DC: National Quality Forum; 2009.

Perucca R. Peripheral venous access devices. In: Alexander M, Corrigan A, Gorski L, Hankins J, Perucca R, eds. Infusion Nursing: An Evidence-Based Approach. 3rd ed. St Louis, MO: Saunders/Elsevier; 2010: 456-478.

Reckmann MH, Westbrook JI, Koh Y, Lo C, Day RO. Does computerized provider order entry reduce prescribing errors for hospital inpatients? A systematic review. J Am Med Inform Assoc. 2009;16(5):613-623.

Shamliyan T, Duval S, Du J, Kane R. Just what the doctor ordered: review of the evidence of the impact of computerized physician order entry system on medication errors. Health Serv Res. 2008;43(1):32.

Tully MP, Ashcroft DM, Dornan T, Lewis PJ, Taylor D, Wass V. The causes of and factors associated with prescribing errors in hospital inpatients: a systematic review. Drug Saf. 2009;32(10):819-836.

Patient Assessment

Policy

Patient assessment is performed to establish a baseline for monitoring reactions and response to therapy.

Assessment findings that impact the delivery of care will be reported to appropriate members of the health care team in a timely manner.

Procedure

1.	Obtain and review licensed independent practitioner’s (LIP’s) orders for infusion therapy.

2.	Review the patient’s permanent medical record for:

•	Age

•	Allergies

•	Clinical diagnosis, primary and secondary

•	History of chronic kidney disease

•	History of breast cancer and treatment

•	Complications or conditions that may affect therapy

•	Previous or current infusion therapy, including transfusion history

•	Medications, including over-the-counter and herbal preparations

3.	Review pertinent laboratory and imaging studies.

4.	Verify patient’s identity using 2 independent identifiers, not including the patient’s room number or bed number.

5.	Inform patient of the assessment process.

6.	Place patient in a comfortable position and provide privacy during the assessment.

7.	Perform physical assessment.

•	Vital signs

°	Temperature, pulse, respiration

°	Blood pressure

•	Body weight

•	Height

•	Fluid volume status

°	Intake and output

°	Skin turgor

°	Tongue turgor

°	Moisture in oral cavity

°	Thirst

°	Tearing and salivation

°	Appearance of skin

°	Facial appearance

°	Edema

°	Neck veins

•	Body systems as appropriate for the therapy

•	Vascular assessment (see Site Assessment and Selection)

°	Patient age, condition, and diagnosis

°	Condition, size, and location of vessel

°	Type and duration of therapy

8.	Perform psychological assessment.

•	Patient’s ability to comprehend and understand therapy

•	Patient’s ability to maintain therapy

•	Patient’s perception of pain

9.	Document findings in the patient’s permanent medical record.

10.	Reassess patient at a frequency established by the organization or as patient status, needs, or therapy indicate.

Bibliography

Alexander M, Corrigan A, Gorski L, Hankins J, Perucca R, eds. Infusion Nursing: An Evidence-Based Approach. 3rd ed. St Louis, MO: Saunders/Elsevier; 2010.

Phillips LD. Manual of I.V. Therapeutics: Evidence-Based Practice for Infusion Therapy. 5th ed. Philadelphia, PA: FA Davis; 2010:12.

Patient Education

Policy

The patient is provided with information about the prescribed infusion therapy, the plan of care, and expected or anticipated outcome(s) of therapy.

Patient education incorporates teaching methods based upon an assessment of age, developmental and cognitive level, cultural influences, and language preference; takes into account factors such as current stressors, sensory deficits, and functional limitations that may affect the ability to learn.

Procedure

1.	Obtain and review licensed independent practitioner’s (LIP’s) order.

2.	Provide easy-to-understand verbal explanations and written educational materials.

•	Use pictures, diagrams, and/or audio/video instructional aids at the level that the patient can understand

•	Avoid use of medical jargon and abbreviations

•	Use simple terminology

3.	Teach patient about the following infusion-related topics; involve caregivers in the teaching as appropriate:

•	Proper care of the access device and any activity limitations

•	Administration of infusion therapy as appropriate (eg, home care/outpatients)

•	Precautions for preventing infection and other complications, including aseptic technique and hand hygiene

•	Signs and symptoms of complications to report

•	How/where/to whom signs and symptoms of complications are to be reported

•	Proper use, care, storage, and disposal of all products and equipment as appropriate (eg, home care/outpatients)

4.	Evaluate patient’s level of understanding, reteaching, and clarifying information as needed and being attentive to questions and concerns.

•	Use methods such as asking the patient to restate key teaching concepts or “teach-back”

•	Have patient or caregiver provide return demonstrations of psychomotor skills as appropriate (eg, catheter flushing)

5.	Document in the patient’s permanent medical record:

•	Patient’s knowledge deficit(s) and readiness to learn

•	Learning objectives

•	Implementation of the teaching plan

•	Demonstrated skills

•	Patient response to teaching

•	Evaluation of the overall process, actions, and results of patient education

Bibliography

Bass L. Health literacy: implications for teaching the adult patient. J Infus Nurs. 2005; 28(1):15-22.

Czaplewski L. Clinician and patient education. In: Alexander M, Corrigan A, Gorski L, Hankins J, Perucca R, eds. Infusion Nursing: An Evidence-Based Approach. 3rd ed. St Louis, MO: Saunders/Elsevier; 2010:71-94.

Gorski LA. Pocket Guide to Home Infusion Therapy. Sudbury, MA: Jones & Bartlett, 2005.

Phillips LD. Manual of I.V. Therapeutics: Evidence-Based Practice for Infusion Therapy. 5th ed. Philadelphia, PA: FA Davis; 2010:38-39.

Informed Consent

Policy

Informed consent will be obtained by the health care provider who will perform the infusion procedure after discussion that includes details of the procedure, risks and benefits, alternatives, and potential complications associated with the treatment or therapy. The nurse’s role, if not performing the procedure, is to verify that the consent was obtained.

The patient or caregiver has the right to refuse treatment. In the event that a patient is deemed incompetent or unable to give consent, the consent of a legally authorized representative will be obtained.

Informed consent includes documents at or below the 5th-grade reading level and in the primary language of the patient, and provision of a qualified medical interpreter or reader for patients with limited language proficiency, limited health literacy, and/or visual or hearing impairment.

Procedure

1.	Obtain and review licensed independent practitioner’s (LIP’s) order.

2.	Verify patient’s identity using 2 independent identifiers, not including patient’s room number or bed number.

3.	Obtain consent form as appropriate.

•	Not all procedures require written informed consent forms

4.	Provide patient with sufficient information regarding the ordered therapy in a culturally and linguistically appropriate format, and at an education level understood by the patient.

5.	Allow opportunity for dialogue between the patient and nurse regarding the information provided.

•	The patient should be able to explain in everyday words the diagnosis or health problem; the name, type, and general nature of the treatment, service, or procedure; and the primary risks, benefits, and alternatives

•	If the nurse determines the patient still has questions, the health care provider who will perform the procedure should be notified

6.	Obtain patient’s or legally authorized representative’s signature on consent form.

7.	Place signed and dated consent form, as appropriate, in the patient’s permanent medical record.

Bibliography

Alexander M, Webster HK. Legal issues of infusion nursing. In: Alexander M, Corrigan A, Gorski L, Hankins J, Perucca R, eds. Infusion Nursing: An Evidence-Based Approach. 3rd ed. St Louis, MO: Saunders/Elsevier; 2010:57-58.

Nettina SM, ed. The Lippincott Manual of Nursing Practice. 8th ed. Philadelphia, PA: Lippincott Williams & Wilkins; 2006:16.

The Joint Commission. Comprehensive Accreditation Manual for Hospitals: The Official Handbook (CAMH). Oakbrook Terrace, IL: TJC; 2009.

Plan of Care

Policy

A plan of care (POC) is established, evaluated, and revised as necessary for each patient receiving infusion therapy in collaboration with the patient and family/caregiver, and the health care team.

Care planning is a collaborative, multidisciplinary process that includes the patient, family, or caregiver and the health care team. The plan of care is a patient-individualized, dynamic tool that changes as patient problems and progress toward expected outcomes are evaluated.

The plan of care, at a minimum, should include assessment, diagnoses, interventions, and outcome criteria.

Procedure

1.	Obtain and review licensed independent practitioner’s (LIP’s) order for infusion therapy.

2.	Develop a POC using the information obtained from the patient assessment:

•	Determine nursing diagnoses

•	Develop outcome criteria in relation to the patient’s capabilities, availability, and accessibility to resources, and include a time frame for achievement

•	Develop achievable nursing interventions consistent with the established plan of care, based on best evidence

•	Conduct an ongoing evaluation of the POC, revising diagnoses, interventions, and expected outcomes as needed

3.	Document the POC in the patient’s permanent medical record.

Bibliography

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

Hagle ME, Senk P. Evidence-based practice. In: Alexander M, Corrigan A, Gorski L, Hankins J, Perucca R, eds. Infusion Nursing: An Evidence-Based Approach. 3rd ed. St Louis, MO: Saunders/Elsevier; 2010:17-18.

Phillips LD. Manual of I.V. Therapeutics: Evidence-Based Practice for Infusion Therapy. 5th ed. Philadelphia, PA: FA Davis; 2010:11-14.

Discharge Planning

Policy

The discharge planning process is initiated when the patient begins infusion therapy and continues throughout the anticipated plan of care.

Discharge planning is the development of an individualized discharge plan for the patient prior to leaving one health care system and either entering another system or being discharged home.

Procedure

1.	Obtain and review licensed independent practitioner’s (LIP’s) order and plan for continued infusion therapy.

2.	Verify patient’s identity using 2 independent identifiers, not including the patient’s room number or bed number.

3.	Begin discharge planning when the duration of therapy is determined; discuss with patient and family in a culturally and linguistically sensitive format.

4.	Follow up on discussion with patient and family regarding discontinuation of therapy, postdischarge plans, and any follow-up care or services.

5.	Coordinate with appropriate agencies any postdischarge services ordered by the LIP.

6.	Communicate appropriate information to postdischarge organizations, including the infusion plan of care, status of the vascular access device, tolerance of the infusion therapy, patient education provided, and continuing teaching/care needs.

7.	Complete a written report evaluating the course of therapy and summarizing the discharge instructions for the patient. Send a copy to the LIP and other members of the health care team as appropriate.

8.	Document the discharge plans in the patient’s permanent medical record.

Bibliography

Gorski L, Miller C, Mortlock N. Infusion therapy across the continuum. In: Alexander M, Corrigan A, Gorski L, Hankins J, Perucca R, eds. Infusion Nursing: An Evidence-Based Approach. 3rd ed. St Louis, MO: Saunders/Elsevier; 2010:109-125.

Greenwald JL, Denham CR, Jack BW. The hospital discharge: a review of a high-risk care transition with highlights of a reengineered discharge process. J Patient Saf. 2007;3(2):97-106.





2. Documentation

Documentation

Competence and Competency Validation

Unusual Occurrence and Sentinel Event Reporting

Product Evaluation, Integrity, and Defect Reporting

Documentation

Policy

Documentation regarding the patient’s infusion therapy and vascular access will contain accurate, factual, and complete information in the patient’s permanent medical record.

Documentation is to be legible, timely, accessible to qualified personnel, and readily retrievable.

The forms, methods of documentation, storage, and retention requirements of the patient’s permanent medical record, with attention to the federal regulations of the Health Insurance Portability and Accountability Act (HIPAA), are determined by the organization.

Procedure

Documentation should include, but is not limited to, the following:

•	General

°	Pertinent nursing diagnosis (problem)

°	Initial and ongoing assessment and appropriate vital signs

°	Patient’s response to device insertion and therapy, including symptoms, side effects, or complications

°	Laboratory test results as appropriate

•	Patient and/or caregiver education

°	In relation to the vascular access device (VAD) and/or the infusion therapy

°	Evaluation of understanding

°	Barriers to patient education

•	VAD placement

°	Site preparation, infection prevention, and safety precautions taken during VAD placement; completion of a standardized tool for documenting adherence to recommended practices

°	Type, length, and gauge/size of VAD inserted

°	For central vascular access devices (CVADs) and all long-term infusion devices, the manufacturer and lot number

°	Date and time of insertion, number and location of attempts, functionality of device

°	Local anesthetic, if used

°	Insertion methodology, including visualization and guidance technologies

°	Identification of the insertion site by anatomical descriptors, laterality, landmarks, or appropriately marked drawings

°	For midline (ML) and peripherally inserted central catheters (PICCs): external catheter length, baseline mid-upper extremity circumference, and effective length of catheter inserted

°	Radiographic confirmation of the anatomic location of the catheter tip location for all CVADs prior to initial use

•	VAD ongoing assessment and monitoring

°	Condition of the site, dressing, type of catheter stabilization, dressing change, site care, patient report of discomfort, pain, any changes related to the site

°	A standardized assessment, appropriate for patient populations, for phlebitis, infiltration, or extravasation, allowing for accurate and reliable assessment on initial identification and with each subsequent site assessment

°	Daily assessment of the need for continuation of the VAD

°	Radiographic confirmation of the anatomic location of the catheter tip location for all CVADs for any apparent dysfunction of the catheter

°	Upon removal: condition of site, condition of the catheter and length, reason for device removal, nursing interventions during removal, dressing applied, patient response, date/time of removal

°	If cultures obtained: source of culture (eg, site, device, or blood)

•	Infusion therapy administration

°	Type of therapy, drug, dose, rate, time, route, and method of administration

°	When multiple VADs or catheter lumens are used, indication of what fluids and medications are being infused through each pathway

Bibliography

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

Dugger B. Documentation. In: Alexander M, Corrigan A, Gorski L, Hankins J, Perucca R, eds. Infusion Nursing: An Evidence-Based Approach. 3rd ed. St Louis, MO: Saunders/Elsevier; 2010:540-549.

Hagle M, Johnson B, Ladewig N, Montenero D, Pawlak T. Central venous access. In: Weinstein S, ed. Plumer’s Principles & Practice of Intravenous Therapy. 8th ed. Philadelphia, PA: Lippincott Williams & Wilkins; 2007:277-330.

Maxwell B. Documentation and informatics. In: Potter P, Perry A, eds. Fundamentals of Nursing. 7th ed. St. Louis, MO: Mosby/Elsevier; 2009:384-409.

Competence and Competency Validation

Policy

The practice of infusion nursing requires proficiency validation of nursing knowledge, skill, and expertise.

The nurse is responsible for attaining knowledge and competency reflective of current infusion nursing practice.

Competence includes application of knowledge, critical thinking skills, decision-making abilities, and psychomotor skills.

Clinical competencies for the infusion nurse specialist will be based on the infusion nursing core curriculum:

•	Technical and clinical applications

•	Fluid and electrolyte balance

•	Pharmacology

•	Infection prevention

•	Neonates and pediatrics

•	Transfusion therapy

•	Antineoplastic and biologic therapy

•	Parenteral nutrition

•	Quality improvement

Competency requires a commitment to lifelong learning, self-reflection, and professional ethics.

Procedure

1.	Identify specific skills or tasks for competency validation for all nurses in the organization who provide infusion-related care based on clinical outcome data, data from Unusual Occurrence and Sentinel Event Reports, patient populations, and patient satisfaction data.

2.	Incorporate competencies in relation to specific patient populations, including age-specific needs and cultural needs of ethnically diverse populations.

3.	Use a variety of methods in validating competency such as:

•	Written tests

•	Clinical scenarios and assessment of critical thinking skills

•	Skills laboratories

•	Observation of skills in the clinical environment

4.	Use well-designed forms or checklists to identify objective and measurement assessment of performance.

5.	Evaluate infusion therapy clinical competencies at intervals established by the organization.

6.	Maintain documentation validating clinical competencies in the employee’s record.

Bibliography

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

American Nurses Association [position statement]. Professional Role Competence. Silver Spring, MD: ANA; 2008.

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

Joint Commission Resources. Assessing Hospital Staff Competence. 2nd ed. Oakbrook Terrace, IL: JCR; 2007.

Milton C. Accountability in nursing: reflecting on ethical codes and professional standards of nursing practice from a global perspective. Nurs Sci Q. 2008;21(4):300.

Wendt A, Alexander M. Toward a standardized and evidence-based continued competence assessment for registered nurses. JONA’s Healthc Law Ethics Regul. 2007;9(3):74.

Unusual Occurrence and Sentinel Event Reporting

Policy

The nurse should report and document any unusual occurrences in practice, including events determined to have an impact or potential impact on patient care, and/or any practice felt to be outside the norm of acceptable patient care as established by the organization.

Organizations should have defined processes to investigate unusual occurrences or sentinel events to assess cause and improve safety.

Organizations should create a “just culture” environment encouraging reporting of events and focusing on implementing system actions to prevent adverse events.

Procedure

1.	Document information about the occurrence using the proper organizational form and submit to the appropriate individual or department. Information should include:

•	Assessment of the patient’s condition before and after the occurrence

•	Interventions and other actions taken

•	Notification of the licensed independent practitioner (LIP) and/or other members of the health care team

2.	Document the occurrence/event in the patient’s permanent medical record. Information must be factual, objective, and nonjudgmental.

•	Do not reference completion of an occurrence report in the patient’s permanent medical record

Bibliography
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Product Evaluation, Integrity, and Defect Reporting

Policy

Evaluation of infusion-related products and devices should include input from a multidisciplinary group of direct and indirect end-users, including the infusion nurse.

Preventive maintenance of infusion equipment will be verified as established by the organization.

Lot numbers, serial numbers, manufacturer, and other information used for tracking potential product defects will be maintained by the organization.

When a defective product or device is identified, it is removed from patient use and reported to the appropriate department and/or agency or manufacturer.

Product defect reporting includes suspected and known intrinsic and extrinsic contamination; product damage; product tampering; improper, unclear, or confusing patient or user instructions or labeling; similar or confusing product names; packaging problems; and reliance on color coding.

Procedure

1.	Evaluate infusion-related products and devices with consideration given to cost, safety, and effectiveness.

2.	Evaluate products or devices according to the parameters designated by the product evaluation committee.

3.	Complete and return product or device evaluation forms to the designated committee member(s).

4.	Verify that preventive maintenance of infusion equipment has been performed.

5.	Maintain overwraps or other identifying information (model number, lot number, serial number, expiration date) in the event of a defective product or device, and remove product or device from the clinical area.

6.	Complete and submit documentation as established by the organization.

Bibliography
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