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The NeoNaTal aNd PediaTric 
UlTrasoUNd-GUided Picc 
iNserTioN class aT The 2018
aVa scieNTific MeeTiNG
This year we are offering a program geared towards 
the newer clinician. This class has been designed 
specifically for clinicians with excellent PIV insertion 
skills wanting to venture further into the art of PICC 
placements within the dynamic realm of neonates 
and pediatrics. Clinicians attending this program will 
have the optimal opportunity to develop a variety of 
new skills: utilizing the modified Seldinger technique 
(MST), traditional PICC insertion technique and 
optimizing vessel visualization by integrating 
ultrasonic guidance.  

Leading clinicians from across the country donated 
a lot of time and effort to develop a highly energetic 
and interactive program with plenty of hands on 
training! This is a great opportunity for networking 
with other pediatric vascular access professionals. 
A ticket to attend the PediSIG reception is included 
with class registration.  

Space is limited!  REGISTER TODAY!

coMe joiN The PedisiG recePTioN 
friday, sePT. 14, 5:30 – 7:30 P.M.
Aren’t attending the workshop? It’s OK! You can still 
join us for the after party. Contact the conference 
department to purchase your reception ticket today: 
703-964-1240 x 360.

The reception will begin with drinks, appetizers 
and an opportunity to meet fellow peds/neonatal 
clinicians and industry partners. Take advantage of 
this opportunity to connect with new colleagues 
that you can network with for the remainder of the 
scientific meeting.

We will welcome Mary Beth Hovda Davis, PediSIG 
President, as she shares updates from the PediSIG. 
We are excited to announce our new Call to 
Action Recognition program and will recognize the 
2018 recipient during the reception. Come help 
us celebrate all the great work being done to help 
reduce needlesticks and creating better vascular 
access outcomes for neonates, infants and children.

Have you heard? Karaoke is back! Our evening ends 
with a 70’s theme karaoke session. The AVA Board, 
staff and PediSIG Executive Leadership Council will 
kick off the entertainment. You won’t want to miss 
this! Please join us as we kick off AVA 2018!

iNTrodUcTioN
Peripherally inserted central catheters (PICCs) are an 
integral part of hospitalized care for adult, pediatric 
and neonatal patients. Multiple clinical measures to 
improve the quality and outcomes in which these 
devices are placed have been primarily implemented 
in the adult and pediatric population1. Yet in the 
Neonatal Intensive Care Unit (NICU), clinical teams 
placing PICCs and organizational leadership have 
been slow to embrace these changes. Neonates are 
some of our most fragile patients physically, mentally, 
and emotionally and deserve the same standards of 
care to ensure improved outcomes. Improvements 
in care include the use of proper pain management, 
Modified Seldinger Technique (MST) and ultrasound.

BackGroUNd
Physicians and nurses enter the profession to 
promote health, heal and prevent injury to the mind, 
body and spirit. Neonates of all gestational ages are 
vulnerable across the physiologic, neurobiological 
and psychoemotional domains.3 One can understand 
the hesitation to try new products, techniques or 
implement new technology in the NICU. Success 
cannot be fail-safe for any NICU patient requiring a 
PICC, given the size and fragility of their vessels. Being 
reluctant to adopt and adapt to new techniques and 
technology such as the use of MST and ultrasound 
will continue to cause trauma in these patients.
There is a need to discuss the potential trauma 
associated to the neurological development of the 
neonate due to current PICC placement techniques. 

It is important to recognize why one must step out 
of their comfort zone to learn and embrace the 
techniques and technology to decrease the trauma 
associated with PICC placement in the NICU. PICC 
placement is not an acute episode of pain similar to 
a heel stick, instead a prolonged acute episode that 
can last 1-2 hours, unlike the heel stick, which lasts a 
few minutes. Sucrose is commonly used to decrease 
the response to pain during brief painful procedures 
such as a heel stick or venipuncture. Keep in mind that 
sucrose should be administered two minutes before 
the painful procedure and the effects of sucrose last 
only four minutes.4 More research is needed to fully 
understand the mechanisms of action of sucrose in 
infants.5 Addressing and properly managing pain and 
implementing evidence-based practices and new 
technology can positively impact PICC placement 
outcomes and lifelong growth and development for 
the NICU patient.

Coughlin describes the admission to a NICU as a 
very complex developmental trauma to the infant 
as well as the parents and family as a whole.3 She 
also discusses that when pain is unmanaged or 
undermanaged, in addition to sleep deprivation, there 
is an additional allostatic load the infant is exposed 
to. This constant exposure to stress compromises the 
infant’s biological integrity and undermines growth, 
development and recovery.3

Understanding these consequences, a clinician 
considering a PICC placement should weigh the 
following:

CONTINUED ON PAGE 13

iMProViNG oUTcoMes for NeoNaTe 
PaTieNTs: ProPer PaiN MaNaGeMeNT
Constance Girgenti, BSN, RN, VA-BC™
Mindi Davidson, BSN, RN
Teon Smith, BSN, RN, VA-BC™

Keep up on all the latest pedisig news: www.avainfo.org/pedisig



4    5    |  IQ  | Intravascular Quarterly neWsletter auGust 2018  |  

VolUNTeer! iT is rewardiNG!
Lynn Deutsch, MSN, RN,CRNI®,VA-BC™  |  Presidential Advisor, CENTEXVAN
          President-elect, Infusion Nurses Society, 2018-2019

There are numerous rewards when one volunteers 
their time for professional organizations.  You get to 
network with others in your communities. One of the 
perks of being on a network board is a free voucher 
for tuition for AVA’s annual Scientific Meeting. Often, 
the president attends the annual meeting. Being 
present at the annual meeting is so important to 
bring back information to your local network.

I am a founding president for the Central Texas 
Vascular Access Network. In addition, I am a member 
of the D-Team, which helps plan the annual scientific 
meetings. The time I have spent has opened up a 
new world of meeting wonderful colleagues around 
the country. 

I am also a reviewer for the Journal of the Association 
for Vascular Access (JAVA). It has been a great 
experience to read and help other authors fine tune 
their articles for publication. Getting published in a 
scientific journal is so rewarding, and helping authors 
achieve that goal is fulfilling. It is time well spent to 
help bring relevant information to the readership.

Next time the Association for Vascular Access sends 
out emails to apply for various positions, think about 
what you can do to help. There are many positions 
that need volunteers. I have enjoyed every position 
and feel it has not only helped me grow professionally 
but allowed me to meet and make wonderful new 
friends. Networking with other colleagues may open 
new doors for you for other opportunities. It has for 
me!

fUll PaGe ad
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The associaTioN for VascUlar access aNd 
NaTioNal hoMe iNfUsioN associaTioN collaBoraTe 
To deliVer New BeNefiTs To Nhia MeMBers

The Association for Vascular Access (AVA) and 
the National Home Infusion Association (NHIA) 
today announced a collaborative relationship that 
establishes a foundation for jointly advancing patient 
care while also reducing AVA membership fees for 
NHIA members.

“NHIA is committed to supporting the advancement 
of the home infusion field and the professionals 
who are working to improve patient outcomes. The 
relationship with AVA will open the door to exciting 
new resources and serve as a valuable benefit to 
our members,” said NHIA Vice President for Clinical 
Services Jennifer Charron. “We are thrilled to 
collaborate with AVA, whose focus on advancing 
vascular access, a critical component in delivering 
infusion therapy, aligns with the association’s efforts 
to enhance patient care.”

As part of the collaboration, NHIA members will 
receive a 15% discount on the annual fee that unlocks 
AVA member benefits, which include subscriptions 
to the Journal of the Association for Vascular Access 
and Intravascular Quarterly e-newsletter, access to 
the AVA Learning Center, reduced board certification 
fees, discounted college tuition and AVA Annual 
Scientific Meeting registration.

“AVA’s multidisciplinary membership represents every 
layer of the vascular access continuum including 
home infusion, a vital and growing component 
in patient care,” said AVA CEO Ramzy Nasrallah. 
“Vascular access doesn’t always end when a patient 
is discharged from the hospital. In many cases, it’s 
the beginning. NHIA and AVA can work together to 
bring standardization to a fragmented continuum of 
care, enhance clinician competence, improve patient 
healthcare literacy and upgrade safety, comfort and 
cost-effectiveness around the most common invasive 
procedure in all of medicine.”

NHIA members who become AVA members gain 
access to numerous benefits, but also become more 

entrenched in the broader, multi-disciplinary vascular 
access community.

“AVA is determined to protect the vascular access 
patient from insertion through the completion of 
therapy – or if it’s a chronic patient, for life,” said AVA 
Director of Outreach Beth Gore. “Home infusion has 
an important voice in the vascular access continuum, 
and we are excited and determined to give NHIA 
members that platform at AVA.”

NHIA members can visit www.joinAVAnow.com to 
take advantage of all the great benefits associated 
with becoming an AVA member.

The Association for Vascular Access (AVA) was 
founded in 1985 to promote the 
emerging vascular access specialty. 
Today, AVA stands at the forefront 
of protecting and saving lives via 
establishing best practices and 

promoting patient advocacy.  AVA’s multidisciplinary 
membership advances research, provides professional 
and public education to shape practice and enhance 
patient outcomes, and partners with the device 
manufacturing community to bring about evidence-
based innovations in vascular access. To learn more 
or join, visit www.joinAVAnow.com 

The National Home Infusion Association (NHIA) is 
a trade association 
that represents 
companies which 
provide infusion 
therapy to patients 

in their new homes, as well as companies that 
manufacture and supply infusion and specialty 
pharmacy products. Infusion therapy involves 
patient-specific compounded medications, supplies 
and a range of pharmacy, nursing and other clinical 
services for delivering care to patients in the home 
setting. For more information, visit the association at 
http://www.nhia.org/ 

deVeloPiNG a VascUlar access coUrse
In the history of intravenous medicine, there has been 
a multitude of techniques used by practitioners to 
place and utilize vascular access devices. Variations 
of the process include: performance of patient 
assessment, vessel preparation, and optimal choice 
of catheter based on what is most appropriate for the 
patient’s needs. As vascular line insertion has become 
more common among multidisciplinary specialists, it 
is imperative that as practitioners we are utilizing 
those ‘best practice’ methods on our patients to 
preserve their vasculature. Providing professional 
development helps practitioners gain knowledge, 
skills and perspective needed to strengthen this 
environment of collaboration.2 Unfortunately, there is 
no option for formal or standardized vascular training 
in the state of Arizona with regard to insertion and 
maintenance of vascular access devices.

In collaboration with Gateway Community College, 
several respiratory department directors and 
practitioners who now place invasive lines discussed 
a potential resolution to this lack of standardization. 
This conversation determined that after years of 
inconsistency there was a need for our community 
to have an established curriculum that aligns with 
that of the vascular access board exam, supports the 
practitioner in attaining their board credentials, and 
ultimately allows for a consistent process of vascular 
access training to ensure patient safety. It was then 
suggested that the respiratory department at Gateway 
Community College develop a multidisciplinary 
course that would cover that didactic information 
along with a hands-on clinical lab for demonstrating 
and practicing insertion techniques.  

Collaboration on this process began in 2015 with 
our community partners to establish a course design 
that meets all of the criteria deemed necessary for 
understanding products, placement and maintenance 
of all vascular devices. The goal being that upon 
completion of this course, the practitioner will have 
the knowledge and skill required to successfully 
complete the vascular access board certification (VA-
BC™) exam. Development of this course is underway 

at Gateway Community College with a planned 
completion date for the 2019 academic year. This 
course will be open to licensed practitioners seeking 
additional credentialing in vascular access training as 
well as hospital respiratory departments looking to 
standardize the training of their vascular access team 
members. A timetable for course length has not yet 
been determined, however it will offer both online 
and in-person portions to better accommodate 
learner’s working schedules. Students must attend 
an on campus laboratory simulation training on a 
scheduled date.

The benefit of creating a standardized method 
for insertion and maintenance is demonstrated in 

Tracey Schartz M.ED., RRT, VA-BC™  |  Director of Clinical Education - Respiratory Therapy Faculty
               Gateway Community College – Phoenix, Arizona

CONTINUED ON PAGE 13
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Life Specialists are US Advance Practice Nursing 
are US Vascular Access Nurses Pharmacists are 
US Quality Researchers are US  Respiratory Therapists
are US Anesthesiologists are US Hospitalists are 
US Administrators are US Physicians are US 
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foUr sTePs for sUccessfUl 
TechNoloGy iMPleMeNTaTioN
To prepare for device installations, it’s critical to bring in a collaborative team, 
establish a supportive vendor relationship and provide exceptional training.

A device implementation program should aim to 
establish adaptable processes while adhering to 
strategic best practice guidelines involving the 
training team, evaluation schedules, protocol 
modifications and training materials. Any vascular 
access professional would agree that bringing in a 
new technology to the hospital is a challenge – yet, 
when there are evident clinical and patient benefits, 
it’s worth the time and financial investment.

In this article, you’ll learn how to methodically map 
out implementation to ensure executive buy-in and 
continued acceptance during the rollout. 

daTa collecTioN aNd PreseNTaTioN
After you learn about a new technology or device 
that can further the advancement of vascular access, 
start to gather all relevant information to build the 
business case that explains the benefit to the patient, 
clinician/physician and organization. Before you can 
determine where you want to be, you must collect 
the data on where you currently are. After you gather 
the data, delve into it to find and present concrete 
examples to make your case to evaluate or trial the 
solution.  

eValUaTioNs seT The sTaGe 
Before leaping to a purchase or install, many 
organizations first require an evaluation. Prior to the 
start date, organizations must collaboratively establish 
and agree upon their evaluation expectations. This 
includes data collection, education, evaluation 
summary reports and personnel. 

To set up the parameters of the evaluation, first 
determine the number of departments you intend to 
include based on the size and average daily census 
and the number of potential candidates to use the 
device. At ivWatch, we suggest keeping the size 
of an evaluation to where the internal evaluation 

team leader and onsite company clinical education 
representatives can ensure correct use and educate 
on the benefits of surveillance monitoring. To 
properly staff an evaluation and collect enough data 
to assess the device or technology, an adequate 
timeframe is typically seven days but will vary by 
device classifications.  

ideNTify The TraiNiNG TeaM  

After the trial and receiving the required support 
to move into install or implementation, get set for 
success by building a training team with knowledge 
in the relevant specialty and skills in instruction. 
Subject matter experts are often department heads, 
unit educators, clinical nurse specialists and frontline 
staff. Creating a training team isn’t one size fits all; 
bring in other disciplines as it relates to the device 
benefit. As an example, your team must be involved 
with installs for devices in the vascular access space to 
assist with education. VAT members have a thorough 
understanding of access techniques, best practices 
and complications, but that level of knowledge may 
not apply to nurses across the hospital.

Susan Brown MSN, MSED, VA-BC™  |  Chief Nursing Officer, ivWatch

CONTINUED ON PAGE 11
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foUr sTePs for sUccessfUl iMPleMeNTaTioN, CONTINUED FROM PAGE 8

Help build the training team and develop protocols and 
training content by encouraging facility department 
head and clinical educator involvement. In the end, 
the team an organization assembles to train others 
is at their discretion. Ultimately, a training team 
works best when they have a full understanding of 
the issue and solution, remain involved with clinical 
practice including executing care and evaluating 
results, teaching clinicians, performing advanced 
evaluations and providing guidance for implementing 
new procedures. You want to establish the most 
optimal conditions for the implementation to go well.

edUcaTioN leads To
acceleraTed accePTaNce
Training is an investment, so it is critical to make sure 
it is a priority among staff. Our clinical education 
training team begins with a review of the causes and 
signs of a peripheral IV infiltration/extravasation, 
which is the complication our device detects. This 
information helps the training staff assess what they 
are already doing and determine what protocols 
need to be revisited to deploy a new medical device 
into the equation. There is often aversion to change 
when new technology affects the way things were 
previously done. As devices become more intuitive 
for users, acceptance is accelerated.

As with any new equipment, there will be ongoing 
training needs, not only to account for turnover 
but for units and departments not familiar with the 

device. Continued data collection will ensure you are 
able to broadcast the success story for first go-live to 
the last, and beyond.

I will discuss collaborating with non-VAT teams in 
more detail during my express learning breakout 
session “Improve Early Detection of Infiltration and 
Extravasation Events: Training Non-Vascular Access 
Team Members on Proven Methods, Protocols, and 
Technology” at the 2018 AVA Scientific Meeting, and 
invite you to join me. 

aBoUT The aUThor
Susan Brown MSN, MSED, VA-BC™
Susan Brown MSN, MSED, VA-BC™ is the chief 
nursing officer at ivWatch, a leading medical 
device manufacturer and biosensor technology 
company focused on improving patient safety and 
the effectiveness of intravenous therapy. Susan is 
responsible for clinical research and training programs 
for the company. Prior to her position at ivWatch, 
Susan spent 16 years at Children’s Hospital of the 
King’s Daughter’s (CHKD) specializing in pediatric 
intensive care and ended her tenure in the position 
of Director with Patient Care Services. During her 
time at CHKD, her responsibilities included managing 
operational and clinical care departments, including 
departments responsible for patient flow, vascular 
access, resource pool, and neonatal/pediatric critical 
care transport.

Documented effi  cacy based on 
results from two major prospective, 
randomized clinical studies.1,2
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iNfecTioN PreVeNTioN aNd VascUlar 
access TeaMwork: 5 ThiNGs To kNow

Healthcare is a rapidly changing field. Patients are 
living longer and may have more co-morbidities that 
can complicate their healthcare. Science and studies 
are bringing to light better and more efficient ways 
to practice and heal. Regulatory bodies are homing 
in on details around safer patient care that are 
changing the way we assess patients, document care 
and do our work. Much of this change is focused 
on practices around preventing hospital acquired 
infections (HAIs) and even more specifically, the 
multi-faceted challenges of lowering patient risk for 
vascular access complications and infections. In the 
face of such increased complexity, Vascular Access 
(VA) Specialists and Infection Preventionists (IP) 
must look to how they can work as a team to meet 
such huge challenges like Central Line Associated 
Bloodstream Infection (CLABSI) and Peripheral IV 
(PIV) Bloodstream Infection (BSI) risk reduction. I 
polled some of my successful IP and VA colleagues 
and here are “5 Things to Know” that might help put 
together a successful and effective VA/IP team.

1.  Bsi PreVeNTioN MUsT Be a TeaM sPorT
What does teamwork between VA and IP look like? 
This probably looks different depending on your 
facility, with the gamut ranging from: 

1. “I have no idea who our facility’s IP is” – not 
good

2. “I know and work well with our IP” – awesome
3. “That IP is always watching me and making me 

do more work – I hate them!”  - REALLY not 
good 

Every patient touch point with healthcare 
professionals throughout their continuum of care 
presents an infection prevention opportunity – this is 
especially true of vascular access professionals. You 
are the “gate keepers” of the patient’s bloodstream 
making you an essential member of the HAI BSI 
prevention team. However, pockets of individual 
clinician greatness scattered around in a healthcare 
facility will not win the war on HAI BSI for our 
patients. HAI BSI prevention MUST be a team sport.

2.  iPs Need Va kNowledGe
Traditionally, the job of “preventing infections” has 
fallen to a healthcare facility’s IP or Infection Control 
Officer. This can be challenging, as there is usually 
only one or two (in some larger healthcare systems, 

CONTINUED ON PAGE 18

Christie Chapman, RN, BSN, CIC    

New ProdUcT ad

QUarTer PaGe ad
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deVeloPiNG a VascUlar access coUrse, CONTINUED FROM PAGE 7

• Reconsider the placement of PICC at night, when 
possible, given that a preterm neonate would 
greatly benefit from uninterrupted sleep;

• Simply using sucrose as a lone pain intervention 
is not acceptable since this procedure is a 
prolonged acute intervention lasting longer than 
four minutes;

• The negative consequences to the infant of not 
considering these choices are linked to psycho-
emotional, physiological and neurobiological 
domains.3

The effects can be manifested by light, noise, 
hands-on-care or an assessment from a cold 
stethoscope. The stress caused by multiple 
heel sticks, peripheral IV attempts or other 
interventions causes even more stress to the 
infant. We must implement the current standards 
of practice in the NICU that have proven to show 
better outcomes as it relates to vascular access 
device placement in the adult and pediatric 
population. By doing so, these same practices 
will reduce the trauma associated with PICC 
placement in infants as well as increase success 
rates. 

PaiN MaNaGeMeNT
The placement of a PICC in a neonate can routinely 
take 1-2 hours because of the fragile nature of the 
patient. The pain associated with the placement 
of a PICC for neonates is not due to the needle 
stick alone. Pain is also associated with tying the 

tourniquet to distend the vessel and the hyper-
extension of the extremity to access the vein. With 
the prolonged period needed to thread the catheter, 
clinicians should obtain x-ray and dress the site. 
This acute yet prolonged episode of pain associated 
with the placement of a PICC must be addressed 
appropriately.

As described by Coughlin, admission to the NICU 
alone is considered a complex developmental trauma 
to the infant as well as the parents and families of 
these infants. These psycho-emotional effects can 
be lifelong broad-spectrum consequences when 
pain is either unmanaged or undermanaged. These 
consequences add additional compromises that 
affect the infant’s biological integrity and undermine 
maturation, growth and recovery.

If the placement of a feeding tube has been associated 
CONTINUED ON PAGE 16

iMProViNG NeoNaTe PaTieNT oUTcoMes, CONTINUED FROM PAGE 3

Banner facilities like Banner Boswell Medical Center. 
Implementing a team that adheres to the same 
insertion, care and selection methods resulted in 
a decrease in overall central line infections in their 
patients.1 Many institutions now require their staff 
pass the VA-BC™ exam as minimum criteria for 
consideration in placement on their line team. This 
standardization has proven to result in positive 
outcomes for those who have utilized it. Gateway 
Community College is looking forward to preparing 
those professionals for just that purpose.

References
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My faVoriTe QUoTe: “My best friend missed three one-and-ones. I still get 
mad at him for that.” ~ Larry Bird
My faVoriTe ciTy: Cape Hatteras, North Carolina and Columbus, Ohio
My escaPe: A long run punctuated with delicious, self-prepared meal 
as a reward, a good book and a weekend video game session with no 
distractions.
My rooTs: Ohio, born and bred. 
I am the second-youngest of 
21 grandchildren on my father’s 
side, all of whom have at least a 

4-year college degree, a point of pride in my family. Farming is 
in my blood – both my parents were raised on acres of grain in 
Northwest Ohio. Moved to Columbus in the fall of 2010 to attend 
The Ohio State University. Haven’t left since. 
whaT do yoU eNjoy aBoUT workiNG for aVa: It amazes me daily what both AVA and the individuals on our 
Core Team accomplish with the limited resources available. So much goes on behind the scenes, and 
when the results display themselves in a huge way, there is no better feeling. AVA is the first nonprofit I 
have ever worked for, and it is comforting to know how approachable everyone is on the staff and Board 
of Directors. 
whaT do yoU do aT aVa: I have two roles, and content production serves as the foundation for each. For 
the Journal of the Association for Vascular Access, or JAVA, I work cohesively with authors, reviewers 
and our publisher to provide AVA members and our subscriber base with high quality, peer-reviewed 
vascular access content. As Director of Communications, I own our social media strategy, handle external 
communications such as press releases and what you are reading now, Intravascular Quarterly, with 
the assistance of our fabulous designers. We are getting louder as an association and generating more 
amazing vascular access content, be it with I SAVE That Podcast, JAVA and more.
whaT are yoUr Goals aT aVa: Make AVA louder! We want to drop the “best-kept secret in healthcare” label. 
To do this, I want to collaborate with board members and core team to discover fresh, new and exciting 
content sharing ideas and then tell the world about them. It is also my goal to improve the number of 
submissions and quality of peer-reviewed articles we publish in JAVA.

half PaGe ad
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with measurable increases in bio behavioral pain 
responses3, clinicians must consider the pain 
responses to PICC placement. Given the placement 
of a feeding tube is a shorter acute procedure 
as compared to the placement of a PICC, pain 
interventions must be managed more aggressively. 
The prevention of pain is a moral and ethical duty 
for the neonatal care provider because of the long-
term adverse effects.4 Since these consequences 
for neurological growth and development exist, the 
greatest attention must be paid to systematic pain
management during PICC placement as well as 
practices that are proven to increase success. 
Coughlin calls for undermanaged and/or unmanaged 
pain and pain-related stress to be a “never 
event” in the NICU and requires a commitment 
of organizational leadership and the care team.6 

When no pain medication is prescribed for the PICC 
procedure, the inserting clinician should collaborate 
with the NICU team to determine an appropriate 
pharmacological intervention. Many times, the 
neonate is already on a fentanyl or a versed drip and 
would benefit from being given an additional bolus 
of medication to ensure pain is managed during 
the duration of the PICC placement. Along with 
advocating for pharmacological interventions during 
PICC placement, developmental interventions such 
as swaddling and covering the infants’ eyes should 
always be implemented. The stress these tiny 
patients experience is a daily encounter. 

Administration of pain medications for PICC 
placement may be considered moderate sedation 
depending on institutional guidelines. This may create 
some hesitation among providers to administer 
appropriate pain control during PICC placement. 
Inserting clinicians can help put NICU providers at 
ease by understanding the institutional requirements 
as well as national accreditation requirements 
surrounding moderate sedation. Generally, if only 
one medication is given and the dose is on the 
lowest end of therapeutic range it can be considered 
minimal sedation and should be sufficient to manage 
pain for the procedure.

The NICU nurse is the voice for these fragile pre-

verbal patients and must speak up to ensure 
their pain is managed appropriately and that best 
practices are implemented to further reduce pain 
and trauma. Since this patient population cannot 
speak for themselves, and in most cases parents 
lack knowledge about best practices, it is the nurse’s 
responsibility to speak for the patient and the family. 
As nurses entrusted to care for these patients, every 
clinician must address the pain and trauma associated 
with PICC placement, as well as other techniques 
and technology to improve success.

Modified seldiNGer TechNiQUe 
aNd UlTrasoUNd
The use of ultrasound and MST are now the standard 
of practice for placing PICCs and CVCs in the adult 
and pediatric patient population and should be the 
standard for the NICU.7 The practice to find the vessel 
has historically been to utilize a transilluminator, or 
“blind-sticking” the patient for access. Neither of 
these techniques offers the infant a higher success 
rate nor a reduction of pain. These also put the 
inserting clinician at a disadvantage by not utilizing 
the best available technology to increase success.

A transilluminator does not allow for real time imaging 
of the vessel, whereas ultrasound predicts vein 
patency, depth and proximity to other structures, and 
allows the needle to be seen during the insertion. 
There are no inherent risks of using ultrasound. The 
ultrasound reduces the potential for inadvertent 
arterial puncture and decreases the number 
attempts to access the vessel because the clinician 
can visualize the needle during the entire insertion. 
The use of ultrasound may also diminish pain 
experienced by the neonate by minimizing attempts.8 
With repeated failure to access veins, neonates may 
require interventional radiology or a surgical cutdown 
to obtain vascular access which are costly, high risk 
and extremely stressful for the infant and family. 
Ultrasound technology for the placement of PICCs 
is also supported by the CDC and the Agency for 
Healthcare Research and Quality.8 There must be a 
shift in neonatal PICC placement to embrace these 
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PreserVe, PreVeNT, aNd MaiNTaiN: The PUrsUiT of haPPy VeiNs

The Central Texas Vascular Access Network 
(CENTEXVAN) held its fourth symposium June 8 
at the Plaza Club of San Antonio at the Frost Bank 
Tower on Houston Street. The 21st floor meeting 
room provided a breathtaking view of San Antonio’s 
downtown. CENTEXVAN 
serves the Central Texas 
area including Austin and 
the surrounding counties of 
both cities. CENTEXVAN is 
planning on making this an 
annual event.

The Association for 
Vascular Access (AVA) Chief 
Executive Officer, Ramzy 
Nasrallah, President, Andrea Owens MSN-Ed, RN, 
CRNI®, VA-BC™, and Director of Affiliates, Cindy 
Anderton, attended along with 53 participants from 
all over Texas. In addition, Houston Vascular Access 
Network (HouVAN) President, Wendy Clark MSN, 
RN, VA-BC™ and Lone Star Vascular Access Network 
(STARVAN), Dallas-Fort Worth Secretary, Kendra 
Hill-Foreman MSN, RN, CRNI® attended. Eleven 
vendors supported the meeting. Vascular access 
specialists, infection prevention nurses, managers, 
and a variety of other health care professionals also 
attendance.

Special thanks to Eloquest, Ethicon, Bard, SecurAcath, 
and 3M for providing the speakers. Nancy Riley RN, 
CRNI®, VA-BC™ spoke on preserving the renal 
real estate. Dr. Jack LeDonne spoke on the life of 

a CVC from insertion to end of therapy and how 
to provide the best care and maintenance. Chellie 
Devries BS, MPH, CIC spoke on leaving peripheral 
intravenous catheters until clinically indicated to 
remove and infection prevention strategies. Caroline 

Polley BS, RN, CRNI®, 
VA-BC™ discussed new 
tip location technologies 
for peripherally inserted 
central catheters instead 
of the old gold standard 
of a chest radiograph. 
Brenda Caillouet BSN, 
MPH, RN, CRNI®, VA-BC™ 
spoke about prevention 
of central line associated 

blood stream infections through intraluminal and 
extraluminal entry points on vascular access devices. 
Jennifer Bokor BSN, RN, VA-BC™ and Brittany 
Steward BSN, RN, VA-BC™ spoke about challenges 
in pediatric and adult catheter securement.

CENTEXVAN President Christina Gatmaiten MSN, 
RN, VA-BC™, Vice President, Victor Valdez RN, 
CRNI®, VA-BC™, Secretary, Lorie Romero BS, 
Treasurer, Robbie Quitta BSN, RN, Past President, 
Lynn Deutsch MSN, RN, CRNI®, VA-BC™, and Past 
President and Web Administrator, Sheila Hale MSN, 
RN, CRNI®, VA-BC™ planned the event. Thanks to 
all the attendees and vendors for making the event 
a success. The board looks forward to working with 
STARVAN and HouVAN to plan the next symposium.

Lynn Deutsch MSN, RN, CRNI®, VA-BC™  |  Presidential Advisor, CENTEXVAN

CONTINUED ON PAGE 21
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start your 
search at:

jobs.avainfo.org

Search and apply for job opportunities in the vascular 
access field. On LinkedIn? Save time and import your profile 
directly to the AVA Career Center.

Post an ad for an available vascular access position -- 
find the best talent!

connecting talent with opportunity
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more) IPs on staff. And, those IPs (no matter how 
many you may have) may not be able to be singularly 
focused on BSI prevention as much as they want 
to be and may not have the deep VA knowledge 
they would like to have. About 80% of IPs have a 
nursing background2 but my guess is that very few 
of them were vascular access specialists in their 
“former lives.” The other 20% may not have a clinical 
background at all. Our field is rounded out with 
microbiologists, epidemiologists and public health 
trained professionals. Consequently, the IP may 
not understand all of the challenges and nuances 
around vascular access best practices. IPs need VA 
knowledge and collaboration to make sure we that 
when we advocate for a new VA technique, product, 
best practice or VA clinician resource, we understand 
the complete VA picture – from a patient’s vascular 
health and potential downstream effects to VA 
clinician challenges.

Prime example, as a new infection preventionist, one 
of my first assigned duties was to sit on the Vascular 
Access Committee (VAC). I loved those meetings 
because I learned so much about VA 
and the passion of those clinicians 
were so inspiring. I also dreaded those 
meetings because even though I had 
been a PACU and ICU RN in the 
past, I had very little knowledge of VA 
guidelines, best practices and research. 
Consequently, I consistently went back 
to my office after the meeting with 
lots of homework so I could add value 
to the next one. I can confidently say that most of 
what I know today around vascular access is due 
to relationships I have built with VA teams and the 
knowledge they so willingly shared.

3.  we Need a coMMoN MissioN aNd Goal
As healthcare professionals, our mission should be 
clear – safe patients and best patient outcomes. 
This ideal should be in our consciousness every time 
we interact with our patients. Knowing that when 
we aseptically insert a line or meticulously care for 
the vascular access site, our actions can potentially 
reduce the risk of an infection occurring in the 
bloodstream or elsewhere in the body such as a joint 

we know can be, at times, uncomfortable and scary. 
However, trust is essential to an effective team. A 
sense of trust and safety will allow team members to 
feel comfortable opening up and being transparent, 
share knowledge and ideas, think creatively and be 
innovative.3

5.  how caN Va aNd iPs BeGiN This TrUsT 
aNd collaBoraTioN Process?

• Get to know each other and build relationships. If 
you are in the “I have no idea who my facility’s IP 
is” category, look them up and introduce yourself 
him/her. An IP who truly wants the best VA 
outcomes for their patients will be glad to hear 
from you and appreciate your knowledge and 
perspective.

• Get involved. I know, we are all busy. But if at 
all possible, make yourself available to sit on 
a products committee, CLABSI prevention 
taskforce, Infection Control Committee, or 

replacement infection or endocarditis. This shared 
mission needs to be at the heart of every discussion, 
decision and action we take when we come together 
as a team to figure out how we can help prevent HAI 
BSIs in our patients. We need to make sure phrases 
like “we’ve always done it this way,” “it’s their fault” 
or “that was how I was taught” are never used in 
conjunction with patient-safety decision making. BSI 
prevention WILL happen when we transition from a 
group of silo-bound highly intelligent professionals 
each performing our own separate tasks to a 
purpose-bound, interdisciplinary team with a shared 
mission and vision – safe patients and best patient 
outcomes.1

4.  we MUsT fiNd ways To collaBoraTe 
aNd TrUsT each oTher:                      
check eGos aT The door

Each one of you, as a VA specialist, carry with you 
a treasure chest of expertise and knowledge that 
can potentially be shared to accomplish the shared 
goal. VA clinicians are the experts in choosing the 

right line for the right patient, seeing 
the downstream effects of sticks 
and pokes on the patient’s vascular 
bed, understanding the nuances 
of ultrasound guided insertion, the 
challenges of aseptic insertion and 
care and maintenance each moment 
of a line’s lifetime. The IP can bring 
knowledge around strength of vascular 
access studies and data that reflects 

the facility’s bloodstream-related infections. IPs can 
share understanding of the microbial transmission 
process and what certain microorganisms mean 
in a healthcare/vascular access setting as well as 
awareness of products that have solid scientific 
recommendations behind them.

Considering all the amazing information available 
to us, what is keeping us from working together 
effectively? David Bray, CIO for the Federal 
Communications Commission says, “Silos often 
occur due to a lack of trust. Change agents, for this 
reason, need to be ‘trust builders’.”  To have trust, one 
must build relationships and be transparent - which 

CONTINUED ON NEXT PAGE
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Quality Improvement Committee. Don’t assume 
that your facility’s committees are elite “clubs” 
and require a secret password or handshake. 
Most welcome volunteers and are good forums 
for your voice to be heard and the exchange of 
ideas to take place.

• Don’t place blame. Unfortunately, we’ve probably 
all heard (and maybe even said) things like, “I 
didn’t place that line. That was the OR’s fault!” 
or “Those nurses don’t ever assess patient lines!” 
We are all human – mistakes and disappointment 
happen. It is easy to point fingers and assign 
fault. However, this creates an unpleasant and 
closed-up atmosphere in a team which can 
quickly shut down productivity and progress. 
We should instead take the more difficult step of 
encouraging our teams to think about mistakes in 
a constructive way, asking how we can fix what 
happened and assure that this mistake doesn’t 
happen again.3
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advanced techniques to reduce the trauma the NICU 
patient experience. 

Typically for the adult and pediatric patient, best  
practice is utilizing the upper arm for the placement 
of a PICC. Accessing the veins of the upper arm using
ultrasound will create a shorter distance to the 
lower 1/3 of the superior vena cava at the cavoatrial 
junction, therefore reducing the potential for 
spontaneous catheter malpositions.9 The basilic vein 
is the largest vein of the upper arm and has a lower 
incidence of phlebitis compared to other vessels.1 

Ultrasound lends the ability to assess the vein health 
and size, in addition to the ability to directly visualize 
the targeted vein. Ultrasound is the safest, most 
reliable way to visualize the veins of the upper arm.

MST is a minimally invasive procedure and was 
described more than 15 years ago.9 Clinical thought-
leaders, such as Holly Hess, RN, VA-BC™ from 
Wolfson Children’s Hospital in Jacksonville, Florida, 
are reporting high success when combining MST and 
ultrasound in neonates.

Hess reports a 99% success rate in neonates ranging 
from 480g to 4 Kg.10 This technique has been 
proven to reduce complications in vascular access 
for all patient types. Combining the technique of 
MST and the use of ultrasound has been said to 
improve success from 65% to 74% using traditional 
techniques to 86% to 95%.9 Studies have reported 
first attempt success in 25 of 30 infants weighing 900 
to 3600g using the MST approach.11 While another 
reported 25 infants weight 580 to 1700g had PICCs 
successfully placed using MST technique; 6 of them 
had already had 2 to 4 unsuccessful attempts using 

the peel away needle. Success was described as 
100% using MST.12

MST is frequently referred to as “micro-puncture” 
because it allows a smaller introducer to be used prior 
to the inserted of the dilator into the vessel. When 
using MST, the vein in the upper arm is accessed 
with a 24G needle; a floppy tipped guide wire is 
then inserted into the needle into the vessel a few 
centimeters past the end of the needle. The needle 
is then removed back out of the vessel over the wire. 
A peelable sheath/dilator is then threaded over the 
wire and gently pushed into the vein. The wire is then 
removed while the sheath/dilator stays in the vessel. 
Next, the PICC is threaded in the sheath/dilator and 
into the vein. Using both MST and ultrasound can 
minimize pain and increase success.8-12

There is a need for NICU clinicians to embrace the 
needed change and to consider these best practices 
for PICC placement in neonates. Collaboration 
between NICU leadership and inserting clinicians 
must occur in order to adopt and implement these 
evidence-based techniques. Once NICU champions 
have been identified, the inserting clinicians will 
need to attend educational sessions on MST and 
ultrasound guided neonatal PICC placement. In 
many cases, this additional education is offered free 
of charge by the ultrasound and PICC manufacturers. 
Ultrasound simulators allow the clinician to practice 
the necessary hand-eye coordination required to 
use MST and ultrasound. The objective of these 
sessions is to ensure repeated practice to perfect the 
techniques before moving to actual PICC placement 
in patients.  
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• Be open to ideas and new ways of doing things. 
Clashing perceptions and territorialism are two 
of the most difficult hurdles to overcome in 
interdisciplinary teams that are working to reach 
a goal.4 Passionate professionals in healthcare 
tend to be outspoken and somewhat stubborn. 
It makes sense as we are patient advocates, and 
advocating requires us to speak up. One of the 
scariest – but most productive - things you can 
do as a team member is to admit that you don’t 
know everything. This “knowledge honesty” can 
show that you truly care about the goal the team 
is trying to reach and open your mind to new 
ideas.

5.  we MUsT coMMUNicaTe wiTh          
each oTher

Effective communication among team members 
promotes continuity and clarity within the group. 
At its best, good communication encourages 
collaboration, fosters teamwork, and helps prevent 
misunderstandings that can derail the progress 
of a group working toward a common goal.4 
Some examples of how thoughtful and respectful 
communication between VA and IP could improve 
patient outcomes:
• If you see your organization proceeding with 

a vascular access product or practice change 
that you feel is unsafe for the patient, is 
contraindicated by VA guidelines or may have 
negative downstream implications for patients, 
contact your IP. You may have a valuable 
perspective that hasn’t been considered.

• Talk to your IP before proceeding with a big 
vascular access product or practice change. The 
IP may have a useful perspective that hasn’t been 
considered.

• Communicate with preparation and knowledge. 
Provide solid studies and research when you 
communicate to lend weight to your knowledge 
and make clear the “why” of what you are wanting 
to communicate.

• If they don’t already attend, invite your IP to 
your VA meetings and educational opportunities. 
Some IPs may not be aware of AVA and the 
awesome VA education that is potentially right 

on their doorstep in the form of a local AVA 
network (Hello SANVAN!!!). Plus going to an AVA 
network meeting together could also have the 
added benefit of getting to know each other and 
laying the foundation of a solid relationship with 
your IP.

Infection Prevention and Vascular Access teamwork is 
essential if healthcare is going to effectively decrease 
our patient’s risk for BSI. However, this worthy goal 
can only be accomplished if all are committed to 
embracing a common goal, getting to know each 
other, dropping our egos, being transparent, opening 
our minds to other perspectives and respectfully 
sharing ideas.

I was talking with one of our amazing NICU PICC 
nurses recently. She was concerned that our 
CLABSI Taskforce lacked understanding around vein 
preservation. She asked, “Why doesn’t Infection 
Prevention have a vascular access specialist on their 
team!?”  I was able to confidently reply, “We do!  You!”

Acknowledgements and many thanks to the IP and VA 
colleagues who helped me identify the “5 Things” for 
this article:  Sue Barnes, RN, CIC, FAPIC; Kim Boynton-
Delahanty, RN, BSN, PHN, MBA/HCM, CIC, FAPIC; 
Jackie Daley, HBSc, MLT, CIC, CSPDS; Jill Danna, RN, 
RNC; Shannon Oriola, RN, BSN, CIC, FAPIC and Judy 
Thompson, MSNEd, RN, VA-BC™
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There are many relatively affordable ultrasound 
probes and portable ultrasound machines available. 
There may even be availability to share an ultrasound 
machine with other areas in an institution so that 
the burden of cost is not shared by the NICU alone.  
If needed, a capital request will need to be written 
to purchase a portable ultrasound with neonatal 
accessories. NICU leadership should know that 
a small portable ultrasound is not only limited to 
use for PICC placement but can be used for other 
assessments, procedures and placement of peripheral 
intravenous and arterial catheters. Clinicians moving 
to this technology will need to demonstrate the 
willingness and determination to step out of their 
comfort zone to learn these new techniques and 
technology. All in an effort to reduce the trauma 
associated with PICC placement and to improve the 
outcomes for neonates as realized in the adult and 
pediatric patient population. 

TriMMiNG/secUreMeNT
Another practice demonstrated to improve outcomes 
and reduce complications when placing PICCs in the 
adult and pediatric patient population is measuring 
the distance from the insertion site to the lower 
1/3 of the SVC, then trimming the distal end of the 
PICC based on that measurement. Trimming must 
be done in accordance with manufacturer’s IFU and 
the Federal Drug Administration (FDA). The FDA 
recommends the catheter tip be cut squarely and 
asks that the “clinician be offered a quality assurance 
mechanism such that the modification will not result 
in a product that alters the safety or efficacy of the 
device as presented by the manufacturer to the FDA 
as a final product.”13

Using a quality assurance mechanism provided by 
manufacturers, such as a trimming tool, will not alter 
the safety or efficacy of the device. The benefits of 
trimming are numerous and simple: less external 
catheter to manage during dressing changes; 
improves assessment of external portion of the 
catheter; decreases the risk of catheter migration; 
decreases potential damage to the external portion 
of catheter; and decreases the resistance to flow 
within the catheter.14  

The Infusion Nurses Society (INS) recommends using 
a securement device if one is available.15 There are 
numerous “older” techniques used in the NICU to 
secure a catheter, but many of these are ineffective 
and do not offer a quality securement. A securement 
device shall be used to preserve the integrity and 
minimize catheter movement to prevent the loss 
of the device.15 Using sterile closure strips over a 
PICC can lead to catheter damage and may not 
prevent catheter dislodgment.2 There are different 
securement device options on the market today, 
but not all PICCs fit the available options. When 
securement devices are used, they allow for direct 
visualization and assessment of the insertion site 
and allow for a less complicated dressing change. In 
many cases, there is a need to standardize dressing 
changes to promote catheter security in this patient 
population to further reduce the pain and trauma of 
dressing changes and catheter replacement.2

In a recent study, catheter migration was found to 
be the most common neonatal PICC complication, 
more common that catheter related blood stream 
infections and occlusions.1 Securement devices are 
available for many neonatal PICCs on the market 
today. The use of a proper securement device can 
lead to better outcomes with infections rates due to 
less catheter manipulation and handling.14 

daTa collecTioN
W. Edwards Deming, a data scientist said it best: 
“Without data, you’re just a person with an opinion.”17 
Many NICUs are familiar with the Vermont Oxford 
Network (VON). This group of nonprofit health care 
professionals is dedicated to quality and safety of 
medical care for newborns and their families. VON 
provides unique, reliable, and confidential data to 
participating NICUs for use in quality management; 
process improvement and peer review. Data collected 
in this manner has had a direct impact on the NICU. 
Neonatal vascular access data collection also has 
the ability to directly impact patient outcomes and 
create benchmarks in vascular access. A National 
PICC Registry has been collecting vascular access 
data on adult and pediatric PICCs since 201116 and 
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was expanded to allowed inclusion of devices placed 
for the neonatal population. The goal is to permit 
clinicians to create their own “real-world” benchmarks 
and to begin to show improved outcomes and 
standards of care for PICC placement in the NICU, 
much like VON has for medical care in the NICU.

coNclUsioN
Clinicians and organizational leaders must constantly 
be seeking and implementing new ways to improve 
patient outcomes, regardless the size or age of a 
patient. When stepping out of our comfort zone 
to implement best practices, there will always be a 
learning curve. When medical practices have been 
ingrained for many years, it is difficult to embrace 
change. As Charles Darwin aptly noted, “It is not the 
strongest or the most intelligent who will survive but 
those who can best manage change”.

Once the changes are embraced, and the learning 
curve for these new techniques and technologies is 
overcome, there will be a direct positive impact on 
this fragile patient population. Pain and stress must be 
managed and mitigated to reduce the developmental 
trauma associated with PICC placement. These 
changes have proven outcomes in the adult and 
pediatric patient populations. There is no good 
philosophy as to why these should not be adopted 
into standards of care for neonatal patients as well.
Educational opportunities exist that will teach 
clinicians the advanced techniques of MST and 
ultrasound to improve vascular access outcomes 
and reduce trauma in the NICU associated with 
PICC placement. Those that place PICCs in the 
NICU have the ability to have a profound impact 
on the neurological growth and developmental of 
the patients they lay their hands on to place these 
devices. 
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Kristin Jacobs, MSN, RN, VA-BC™

NeTwork News
GUlfVaN
There were a record number of nursing 
students that attended GulfVAN’s July 
meeting titled, “Infusion Therapy at the 
End of Life” – a total of 31!

One student at a time, we remain committed 
to our Manny Matters campaign. A big 
thank you to our speakers Kay Coulter, 
RN, CRNI®, VA-BC† and Jan Curtis, RN, 
CRNI® for an outstanding presentation! 
Thought provoking questions, including 
many from the students in attendance, 
filled the room.

GulfVAN would also like to announce that Jennifer Bokor, RN, VA-BC™ will be the 
recipient of our scholarship to the AVA national scientific meeting in September of 
this year. Thank you MedComp for providing the scholarship funds to our network. 
Congratulations, Jenny! The scholarship is well deserved.

Until September . . .  #MannyMatters #AVASM18

AVA currently has 51 active networks
Do You Know Where Your Nearest Network Is?

www.avainfo.org/networks

Welcome
to our Newest Members

Inmaculada Soria -- Roseville, MN
Jean Ferguson -- Clemons, NY
Kristy Wills -- Towson, MD
Wendy Richey -- Asheville, NC
Stephen Peterson -- Mesa, AZ
Eileen Butler -- Miami, FL
Zoe Edmondson -- Clitheroe, LAN
Robin Joyce -- Lawsonville, NC
Janet Gardner -- Mather, CA
Susan Stauffer -- Spokane, WA
Josh Fitch -- Kent, WA
Sarah Khoncarly -- Twinsburg, OH
Nancy McLaughlin -- Woodstock, GA
Stephanie Matz -- Lawrenceville, GA
Michelle Pentz -- Windsor, CO
Austin Engel -- Minatare, NE
Terry Maclin -- Buffalo, NY
Gwendolyn Hughes -- Akron, OH
Mercy James -- Chicago, IL
Nathaniel De Leon -- Roseville, CA
Charles Amerson -- Greensboro, NC
Tracy Maglis -- Princeton, IN
Marilyn Cimino -- Windermere, FL
Jessica Mallett -- Chicago, IL
Amanda Bickford -- Mulino, OR
Joel Yapyap -- Mission, TX
Deidre Mercer -- Arnold, MO
Scott Grieve -- North Attleboro, MA
Raul Chapa -- Richmond, TX
Erin Hand -- Little Egg Harbor, NJ
Jessica Knuth -- Parker, CO
Neil Johnson -- Cincinnati, OH
Perry Allen -- Spring, TX
Erik Fromm -- Indianapolis, IN
Lori Lantz -- Wernersville, PA
Kim Pullis -- San Antonio, TX
Carol Davis -- Newark, TX
Gracie Weese Hall -- Belington, WV
Robin Chester -- Napa, CA
Augusta Fox -- Lansing, KS
Christie Andrews -- Chapel Hill, NC
Peter Trela -- Tampa, FL
Margaretha Cash -- Chino, CA
Peggy Kayumba -- New York, NY
Reena Sunny -- Sunnyvale, TX
Jonathan D’Alessio -- Collingswood, NJ
Lyndsay Sniffen -- Oregon City, OR
Jane Thomas -- Salt Lake City, UT
Goldie Lin -- San Diego, CA
Abigail Massingale -- North Charleston, SC
Debra Armbruster -- Delaware, OH
Megan Nicholas -- Albany Creek, 
Mark O’Connell -- Ontario, NY
Kerry Taliaferro -- Wanniassa, ACT
Patricia Wood -- Portland, OR
Rebekah Freeman -- Auburn, NY
Dawn Williams -- Columbiaville, MI
Fredy Olaya -- Laveen, AZ
Estupinan Juan -- Bogota D.C, 
Sarah Dodge -- South Portland, ME
Megan Parks -- Downingtown, PA
Sky Feliciano -- Kapolei, HI
Matheus van Rens -- Doha
Shelley Remsburg -- Thurmont, MD

Robert Harrington -- Bend, OR
Christopher McCrickard -- Martinez, GA
Jennifer Arandela -- Natick, MA
Samantha Phelps -- Cleveland Heights, OH
Jerri Stewart -- Burton, MI
Cindi Moore -- Westerville, OH
 Team Resource -- Fort Lee, NJ
Carmel Mullee -- Dorchester, MA
Logan Wilke -- Piedmont, OK
Lance Cope -- Franklin, IN
Cynthia Gatilao -- Evanstion, IL
Shelly Salmon -- Flagstaff, AZ
Ivy Anderson -- Shawnee, KS
Rene Marin -- Austin, TX
Angelica Corpuz -- Houston, TX
Melanie Entrekin -- Shelbyville, KY
Amber Fitzgerald -- Morrow, OH
Scindia Mathew -- New City, NY
Tiffany Noel -- Little Orleans, MD
Katherine Steffes -- New Lenox, IL
Cynthia Ankenbauer -- Union, KY
Julia Hornsby -- Hagerstown, IN
Junee Cris Tambago -- Spanaway, WA
Rachel Harrison -- Duluth, MN
Mark Smith -- Henderson, NV
Anne Harding -- Henrico, VA
Jamie Mertz -- Kewaskum, WI
Jan Akamine -- Kaneohe, HI
Hana Pak -- Van Nuys, CA
Tanja Carranza -- Harker Heights, TX
Caitlin Burleson -- Worcester, MA
Laura Raymond -- Franklinville, NJ
Irene Frankel -- Billerica, MA
Frances Cozart -- Baltimore, MD
Eunbit Han -- Killeen, TX
Jill Kuntzman -- Columbus, OH
David Pichardo -- Los Angeles, CA
Vesna Troupe -- Junction City, KS
Halye Rarick -- Mount Olive, NC
Mary Eberl -- Olympia, WA
Deborah Linck -- Florissant, MO
Karen Colt -- Wildwood, MO
Max Holder -- Dallas, TX
Scott Murach -- Benbrook, TX
Tae-Seok Seok -- Seoul
Renee Schwaiger -- Marietta, GA
Maria Weaver -- Chalfont, PA
Marie McMahon -- Sacramento, CA
Martha Evans -- Menomonee Falls, WI
Janice Lee -- Valparaiso, IN
Patric Gardner -- Cypress, TX
SeonMi Jeong -- Bronx, NY
Kelly Sweeney -- Dallas, TX
Rachel Howard -- Lexington, KY
Susan Musselman -- Cashtown, PA
Jeffrey Schroeder -- Cedar Park, TX
Blaine Curley -- Falls Creek, PA
Denny Wright -- Columbia, TN
Benjamin Sexton -- Acworth, GA
Molly Anderson -- Brooklyn, NY
Maureen Cunniffe -- Jamaica Plain, MA
Kristin Statler -- Sunbury, OH
Jonathan Frazier -- Knoxville, TN
Patty Steele -- Crown Point, IN

Hope Miller -- Hughesville, PA
Jaime Chapa -- Corpus Christi, TX
Traci Cuprisin -- Loveland, CO
Natalie Hoffman -- Naperville, IL
Melissa Steil -- Spokane, WA
Felix Gleizer -- Reisterstown, MD
Choon Lee -- Mountain View, CA
Monica Monahan -- Seattle, WA
Marianne Becker -- Belfair, WA
Christine Risati -- Sinking Spring, PA
Dawn Bogan -- Katy, TX
Stanley Steely -- Rochester, MN
Ranil Machitar -- New York, NY
Kelly Graves -- Hopedale, MA
Manuel Leibold -- Redlands, CA
Andrew Kelly -- Indianapolis, IN
Cece Cumigad -- Richfield, MN
Andrea Nelson -- Saint Paul, MN
Denise Richardson -- North Easton, MA
Lora Johnson -- Oakland, CA
Frances Bryant -- Tuba City, AZ
Paige Jordan-Chipley -- Charleston, SC
Darryl Bennett -- Drexel Hill, PA
Sean Whip -- Edmond, OK
Devon McFarland -- Newcastle, OK
Marijo Dulay -- Hyde Park, NY
Cynthia Anderson -- Atlanta, GA
Tiffany Pendergrass -- Mason, OH
Adam Viforeanu -- Royal Oak, MI
Philip Zwingelberg -- Chatham, AL
Kevin Baskin -- Pittsburgh, PA
Joel Taguba -- Land o lakes, FL
Ann Campbell -- Whitehouse, TX
Kevin Bass -- Irvine, NC
Patrycja Nowak -- Lake in the Hills, IL
Kathy Walston -- Columbus, OH
Roseann Pulitano -- Rochester, NY
Kathryn Bittner -- Duluth, MN
Darlene Fulinara -- Virginia Beach, VA
Mary Jane Moore -- Batesville, MS
Edwin Carter -- Abingdon, MD
Kerrie Curtis -- Hampton, VIC
Lisa Starkey -- Churubusco, IN
Pamela Russell -- Berwyn, IL
Stephenie Morgan -- Brighton, TN
Andrea Rodas -- Riverside, CA
Nick Niemeyer -- O’Fallon, MO
LeeAnn Fleming-Hand -- Pittsfield, MA
Funmi Ogunsekan -- Olney, MD
April VanDerSlik -- Arlington, TN
Samantha Hildreth -- Windham, ME
Angela Anthony -- New Knoxville, OH
Frans Barna Busro -- Depok 
Lindsey Thomas -- Lancaster, OH
Peggy Kalowes -- Long Beach, CA
Alexandra Fajardo -- Santiago
Evelyn Callahan -- Monroe, GA
Lisette Maliwat -- Elk Grove, CA
Somphong Sayabath -- Citrus Hights, CA
Samantha Alu -- Sullivan, MO
Tanya Hastings -- San Diego, CA
Laura Zweibruck -- Crystal Lake, IL
Jared Nakawatase -- Fountain Valley, CA
Dick Doll -- Milford, IN

(Joined May 1, 2018 - July 30, 2018)
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We invite you to submit original manuscripts in the field of Vascular Access. We are 
interested in receiving manuscripts on clinical practice, education and research related 
to vascular access including articles on vascular access manufacturing and technology, 
and vascular access care and maintenance issues in hospitals, home settings, hospice, 
and alternative care facilities.

We also invite submissions to our Patient/Consumer Perspective column where we ask 
you to share personal stories or “lessons learned” about caring for, living with or having 
a vascular access device. In about 1000 words and in conversational style, present your 
story. You can submit on behalf of someone or encourage them to write it themselves. 

for coMPleTe iNsTrUcTioNs see:
Information for Authors at www.avajournal.org  
Or contact the JAVA Editor at JAVAEditor@avainfo.org

call for MaNUscriPTs

Advertising space
available on AVAinfo.orgAdvertise

to the Market
You’ve Been
Looking For . . .
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GET YOURS TODAY!
IS AVAILABLE AT AVAINFO.ORG

The Second Edition of the
‘Chart of Pediatric CVC
Maintenance Bundles’

Printed full color with gloss UV coating
13” x 19” size

Package of 5 
Members: $40
Non-members: $50
Shipping included



do yoU like whaT yoU read here?
Would you like to be part of this publication? 
Do you have something interesting, informative or 
new going on in your place of practice? Have you 
cared for a special or interesting patient? Do you or 
your colleagues have new or innovative ways of 
doing things? Have you been to or presented 
to any meetings or conferences?

we iNViTe yoU To sUBMiT for PUBlicaTioN
Writing a submission does not mean that you 
have to write the next great American novel.
It is more about presenting pertinent
information in a brief, fun and creative way.
Please submit to eseger@avainfo.org

@associationforvascularaccess
www.facebook.com/associationforvascularaccess/

Visit our website
www.avainfo.org

@ISaveThatLine
twitter.com/ISaveThatLine

@i_save_that_line
www.instagram.com/i_save_that_line/

@associationforvascularaccess
www.pinterest.com/associationforvascularaccess/

Association For Vascular Access
www.linkedin.com/company/association-for-vascular-access/

Association For Vascular Access
www.youtube.com/channel/UCP3i3q44bvmVdjjUclt9esw

Disclaimer: AVA (Association for Vascular Access) is a professional organization of vascular access professionals dedicated to improving vascular access practice and patient outcomes through education and other 
means. AVA publishes this periodic electronic newsletter for our membership and other interested parties for information purposes only. AVA distributes this electronic  newsletter with the understanding that 
AVA is not engaged in rendering medical or professional service through the distribution of the E-VAN publication. AVA is not giving advice and does not subscribe to guarantee the accuracy or efficacy of the 
information provided. Privacy Policy and Unsubscribe Information -AVA maintains strict rules of confidence with regards to your email address and all other personal contact information. We will not, under any 
circumstances, sell, transfer, or provide your email address to any third party for any reason. Email lists are compiled on an opt-in basis by AVA for the sole purpose of distributing the E-VAN newsletter. AVA does 
not condone or participate in the distribution of unsolicited email. If you feel that you have received an email transmission from AVA in error, please contact AVA at info@avainfo.org and ask to be removed from 
the list. All removal requests are addressed promptly.

FOR COMMENTS OR SUGGESTIONS,  PLEASE SUBMIT TO AVA@AVAINFO.ORG

sUBMissioN daTes are:
  NoVeMBer 1 deadline for submissions for November issue
  feBrUary 1 deadline for submissions for February issue
  May 1 deadline for submissions for May issue
  aUGUsT 1 deadline for submissions for August issue


