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This is|5 seconds of dislodgment...

undetected, dislodgment leads to serious injury/death

https://www.hemotekmedical.com/for-patients/




We noticed an increase in needle dislodgements over a few months.

his quality project aimed to:

-lNncrease awareness amongst patients and staff of where risks for
dislodgement lie.
-Promote consistent nursing practice in the unit.
-Ongoing monitoring of incidences and improvements.
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ANN /\ VENOUS NEEDLE DISLODGEMENT (vnD)

WWw.annanurse.org Recommendations for Nephrology Murses
Education materials for staff, patients, and care providers.

Anarea around the vascular access large enough for taping should be d eaned
and all owed to dry before cannulation.

Hemeodialysis units should follow their organization's policy and procedure for taping
needles and blood lines.

Resources addressing secure taping of access needles include:

ANNA Core Curriculum, 5th Edition, pg 757-758 « FistulaFirst: www fistul afirst.org

EBload|ines should belooped loosely to allow mevement of the patient but
prevent bl oed lines from pulling on the needles.

j Ifit is necessary to repasition aneedle, all taping should be replaced and
needles secured with fresh/new/dean tape.

Vascular access and needles should be visible at dl| times during hemaodialysis.

All patients should be assessed for |evel of risk of VD following “Assessment
sk For a Serious Venous Needle Disledgement I ncident, Recommenda-
ions for Nephrol ogy Nurses” If appropriate and available, an alarm device

. J =y -4 intended for monitoring VND may be used.
. When the venous pressure alarm is activated, the vascular access, needle sites,
e and blood line positions should always be inspected prior to resetting the
. <) alarm andy/or alarm limits.

The lower | imit of the venous pressure alam should be dose a5 possible
ta the current venous pressure, as al lowed by the di prment.

¥
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A% Staff, patients, and cara partners should be aware that the venous prassure
9 | menitoring system of the dial ysis machine can often fal to detect VND. If the
| “!| change in pressure does not cause variation of the pressure reading beyond
E ™ - the pressure indicator's set limits, an alarm may nat occur,
Additional protection can be provided by de tended to detect Hood
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loss from the needle site to the environment.
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Priority issue found to be TAPING

PATIENT FACTORS ENVIRONMENTAL FACTORS

e - Patient movement - Green clamps: location and
%‘3 en| - Cognitive status type of clamp
Mt“‘:w; W : - Skin sensitivity & condition - Line loop size
T e.g. dry/flaky/Body hair - Lines getting stuck together
- Belongings out of reach with tapes on disconnection

s=location, shape and depth when undoing them.
of vessel —e.g. aneurysm - Retaping of connections
* Patient removing own tapes  after having to readjust.

s - Type of tape (strength &
stickiness)

- Quality checks
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Alarm Management:

MUTE (Not reset!) the
alarm, to allow
assessment of patient
and machine condition.

ASSESS patient
condition and
check connections.

RESET alarm. connections and machine

parameters.

C CONFIRM patient condition,

Adapted from UK Kidney Association “Haemodialysis Safe Alarm Handling”

Priority issue found to be TAPING

Standardised taping technique
implemented and monitored.

Clear expectation of how secure
lines should look
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Step-by-step how to tape How taping should look for

argyle and steel cannulas




Learning

 Sensitive skin options:
= Tegaderm (later option)
= Blue tape (last line)




Learning

Nurses lead new needle
security initiative

A passionate group of nurses from the PA Hospital
Haemodialysis Unit are championing an
awareness campaign and staff education
resources to reinforce safety and prevent needle

\ dislodgement.

Kidney Services Nurse Educator Angela Henson
said the team is dedicated to providing the best
possible care to patients undergoing
haemodialysis.




Learning

Community language brochures

H H ’
Nila ua faafuasei ona pa’u | fafo
(O le nila ua faafuasei ae le’i fuafuaina, ona pa'u mai i fafo ma lou lima a'o fai lau
faamama toto, po'o nisi o togafitiga.)
Puipuiga e fai ina ia aua nei faafuaseia ona pa’u mai i fafo le
nila:

* Faamau leleiilalo mea faapipi (tape) o loo faamau ai le nila.

o
S Ol
S\X Cs ngat k L n cl * Aua le soona gaioioi lou lima o loo iai le nila.
au .
3y 13 truong hop ‘Q:\g\oc mau. . a o i e al * Aua e te aveeseina e oe lava ia le mea o loo faapipii ai le nila i lou lima, vagana ua iai
D 1 dieu tri hoac kh da \ : , le teine/tama fomai.
in ’ Y
! trénh f\\”\h tran ‘ i ” h 0 * Aua le ufiufiina le nila ma laina o lau faamama toto.
Céch phong Manatua: O fulufulu ole tino ma le pa’u matutu e faigata
muﬁﬂ'- - P Kim tiem ona mau lelei ai mea faapipii (tape) i lou tino.
. hing dinh €O . ..
pan bangdf_l o gén Mo le faamauina o tape ma clamp, ina ia
chédic - ainh cho d& - . . .
H r: gtu.?théoba"‘gd‘ h; piplmau, 0 mea nele aoina e faia:
On " A e \
Kh\'_'f kim va céc day truyen . & _ * 0 laina uma o loo faaaogaina, ia mautinoa o loo tavi'o
' e nho: LONE trén co t:\?n\'\ o . N \ lelei ma faapipii lelei i lou lima.
C o P i - E
La‘»*n‘ah:h hu’é'\"%a dob * Mautinoa ia faaaoga le clamp e faapipii ai laina uma i
€ lou ofu.
o W3 inh va . . .
vi tri dat bang dm, A e faalogoina pe ete vaaia tulaga nei ete
: - en mau n . ) . . . . .
T4t ch cac day TTUYER T g Yaiva co & W -~ . iloa ai ua pa’u i fafo le nila ma lou lima, o

mea nei e ao ona faavave ona e faia:

* Pe ae faalogoina le susu o lou lima.

CéCh nhé‘_\ﬂ piet va * lavave ona e faia mea nei:
tuf)\'. khé‘ tay * |avave ona logo le teine poo le tama fomai.
) , * |awvave onatuu le isi ou lima i le mea saiai le nila, ma oomi i lalo ina ia taofi ai le sau i
Luay: fafo ole toto mai le mea sa iai le nila.

am U
W Hién wong am * ('omi ai pea i lalo lou lima seia o’o mai le teine/tama fomai e fesoasoani ia te oe.
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Auditing of staff practices:
guestionnaire




Evaluation

Audit Results - Nurse Interview

100%
91%
B7%
B3%
EDI}E‘ | I

W Site Clean & Dry W Hrly Access Checks Discussed w/ Pt B DOESN'T Reuse Tape

100
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40
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m Knows MARC m Practices MARC Princples m Knows Machine WON'T Alarm on V. Dislodgement

m Access Checked in LastHr



Evaluation

Audit Results - Technique
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100% 10:0%
91%
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H Cleaning Witnessed m Correct Needle Taping H Correct Line Taping N Line damps Opposite

= =

Correct Answers (%)

=

=
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m Green Clamp Insitu m Access Visible m “Clean and Dry"™ in Summanry m Notes Match Access



E . MEASURES OF SUCCESS I

Genatric Eehabilitation, PAH

— - _ ] - Reduction in needle dislodgement incidents «  Mumber and outcome of education audit
DATA MEASURE Provide the data thab i over 6-month period « Consistent documentation process (audit)

=et»  |Improvement in completion of riskman data = 5iaff feedback (evaluate education?)
~ + Process established and included in procedure - Patient feedback on brochures

n the latter half of 2025, there had been a noficeable rise in incidents of dialysis needle dislodgement.

E IlsuthHa IIEI_!'IIF:IEI—I!EIH

Sept 2025

Insert post-data
timeframe

Sept 2026

over 6-month period

|Improvement in completion of riskman data
»  Process established and included in procedure

This poses a risk

nf sinnifirant hlnnd knss for natients: distreses and nronvsnienes finr the natents: arvtended treatmant firmes nrreased . SR

1
| Plan & Prepare . .
1, Explore & Understand Design & Prioritise
Sept 25 to Dec 25 Jan 26 to April 26
: Develop consistent reporting
Collate riskmanfincidences « Siaff education resources
Monthly development meetings developed and delivered
|dentify risks and prioritise = Patient education resources
. actions developed and delivered
| Literature review and adjust = Consistent taping approach
N established
Iy
. with Consumers

Test & Implement
Evaluate & Report

April to Sept 26

=taff resources to be evaluated

Documentation audit

FPatient brochure evaluated and
amended

FProcess developed for 6 monthly
education

Riskman data regulary reviewed

: 8. TTIMEFRAMES AND DELIVERABLES ? timeframe
ept 2026

_mlahn

nsert post-data

and

Sept 2025

Insert post-data
timeframe

Facilitators, Clinical Murse

5 MEASURES

yme of education audit

Consistent documentation process (audit

Staff feedback (evaluate education?

Patient feedback on brochures

Insert post-data Insert post-data
timeframe timeframe

L) B

-

Design & Prioritise

5 Jan 26 to April 26

rting

es « Staff education resources

agtings developed and delivered

| « Patient education resources
developed and delivered

just « Consistent taping approach

established

- T
e B | =
SEDL ZULD

Test & Implement
Evaluate & Report

April to Sept 26

Staff resources to be evaluated
Documentation audit
Patient brochure evaluated and
amended

ocess developed for 6 monthly
-:rl Ication
Riskman data regulary reviewed



‘Growing

through change
Being brave to

deal with

difficulties
O

Success is
meeting the

challenge face on
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