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DISCOVERING THE FACILITATION, BARRIERS AND GERNAL PERCEPTION TOWARDS PIVC DOCUMENTATION 
A I M

	
TARGET PARTICIPANTS

	
SCHEDULE

	
LOCATION


	Nurse and Medical staff in the department 
--------------------------------------
Working site group 
--------------------------------------
Quantity: Approx. 2-5 nurses to gather for each focus group 

	Dates 
-------------------------------------------
Time: Double staffing time 
-------------------------------------------
Length of session: 
Approx. 5-10 minutes 
	Main cubical 
---------------------------------------------
Resus 
---------------------------------------------
Fast track clinic 
---------------------------------------------
Short stay unit 

	

PARTICIPANT CONSENT SCRIPT


	1

	2
	3
	4
	5

	Obtain verbal consent from participants, confirming they are comfortable discussing their experiences with cannulation.
	Let them know the conversation is informal, anonymous, and will take approximately 10 minutes.
	Explain that their input will be used to guide future improvements and that individual responses will not be published
	Seek verbal consent to take written notes during the conversation.
	Inform participants that QR codes are available should they wish to provide additional feedback or learn more about common barriers to PIVC documentation.










































	
EXAMPLE QUESTIONS/PROMPTS

	
The current rate of documentation for PIVCs across the health service is not optimal. What do you think the barriers are for documenting PIVCs?

	Do you know where on the Electronic Medical Record (EMR) to record PIVC insertions?

	What do you find are facilitating factors/things that currently do, or potentially could help you to document PIVCs?
	Do you document unsuccessful attempts?

	Are you familiar with the labelling requirements for IVC in Emergency Departments (ED) (orange AV & blue ED labels with date and time at the site)? Why do you think this hasn’t been happening?
	Are you aware of the increase infection risk associated with CF IVCs?

	
	Are you familiar with the national standards for PIVCs?






                 
	EXPECTED TIME
	COUNT OF OCCURANCE 

	Time Shortage
	

	Lack of knowledge/difficulty on how to document and open a new dynamic group
	

	‘I didn’t put it in’ – accountability
	

	Unclear whose role it is to document if a doctor puts it in
	

	Not seeing the value in documenting it
	

	Emergency access/resus scenarios
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