
Groups move to ban plastic IV bags
FDA says it will review the issue

All that noise about PVC IV bags was bound to catch someone’s
attention. Lo and behold, it caught the attention of none other
than the Food and Drug Administration (FDA). 

An FDA spokeswoman recently told Home Infusion Therapy Management
the FDA will examine the issue in the near future due to the recent com-
motion surrounding PVC IV bags and tubing and the potential danger of
long-term exposure to DEHP. “We’ve been monitoring this issue for
years,” the spokeswoman said. “However, because of the recent ques-
tions that are again being raised, we are taking another look at it and
doing a risk assessment.”

Specific details about the FDA’s plans are not available at this time. 
The National Toxicology Program’s Center for the Evaluation of Risks to
Human Reproduction plans to assemble a dozen or more scientists to
evaluate such substances and their effects on human reproduction and
child development. However, it is unclear whether this is part of the
FDA’s “risk assessment” or if an entirely separate study will be conducted.

The issues

The main combatants in the latest battle over di (2ethylhexyl) phtha-
late (DEHP) were Chicago-based Baxter Healthcare Corp. and Health
Care Without Harm (HCWH), a Falls Church, VA, coalition of 41 hospi-
tals as well as other health, environmental, and social organizations.

According to Jackie Hunt Christensen, co-coordinator of HCWH, the
issue at hand is to provide patients with the safest health care whenever
possible. “This is not an all-or-nothing situation,” says Christensen.
“Our stance is that providers should avoid [products containing PVC]
at all costs whenever possible.” 

HCWH has not addressed blood bags, for example, because no non-
PVC bag is currently available in the United States. However, non-PVC
bags and tubing are available for IVs, and these are the bags HCWH hopes
health care providers will use in place of the PVC-containing counterparts.

While HCWH says the damaging effects of DEHP — the chemical
that leaches from PVC bags and tubing into medication — have been
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demonstrated in peer-reviewed studies of prema-
ture infants, dialysis patients, and primates; other
organizations say there is no such danger to
humans. And the group that matters most — the
FDA — says there has been no evidence in the
past of a danger posed to humans, but that it is
willing to reassess its current stance.

“Basically, we’re not aware of any problems for
patients from the particular vinyl — the PVC —
in these bags. We’re aware that there is some
leaching that takes place; we’re pretty convinced
that it does not present a problem to patients,”
the FDA spokeswoman told HITM.

For details on DEHP, go to Baxter’s Web site 
at www.baxter.com and HCWH’s site at www
.noharm.com for studies and press releases
detailing both sides of this complicated matter.  ■

Getting in on the
Remicade rush
New drug brings relief to Crohn’s patients

With the introduction of Malvern, PA-based
Centocor’s Remicade (infliximab), patients

with Crohn’s disease have new hope for putting
the disease in remission — with either one or 
three home infusions of the drug. As patients have
begun being treated by the drug, first available last
August, favorable outcomes are pouring in.

“One gentleman made the comment that it was
the first time in two years he had been able to go
out to eat with his wife,” says Ann Williams, RN,
CRNI, an IV nurse consultant and infusion nurse
with Deaconess Home Medical Equipment and
Infusion in Evansville, IN.

According to Centocor’s literature on
Remicade, the drug is for:

“1. Treatment of moderately to severely active
Crohn’s disease for the reduction of the signs and
symptoms in patients who have an inadequate
response to conventional therapy.

“2. Treatment of patients with fistulizing
Crohn’s disease of the reduction in the number of
draining enterocutaneous fistula(s).”

According to the drug’s literature, the recom-
mended dose of Remicade is 5mg/kg, given as a
single IV infusion for patients who fall under cat-
egory No. 1 listed above. Patients who fall under
category No. 2, with fistulizing Crohn’s disease,
receive the initial 5mg/kg dose, followed with

additional 5 mg/kg doses at two and six weeks
after the first infusion. 

The literature adds that “the safety and efficacy
of therapy continued beyond three doses have
not been studied.” However, in earlier studies,
82% of patients receiving Remicade experienced
“significant improvement.”

While the drug can be first dosed in the home,
Centocor notes that only non-PVC bags and tub-
ing should be used.

“It leaches DEHP into the solution; we don’t
know what the risk of long-term exposure is,” says
Heidi Brubaker, RPh, a medical consultant with
Centocor. “Remicade is the only drug we have that
recommendation for.”

Williams, along with pharmacist Mark Roy,
PharmD, established the following policy for the
home infusion of Remicade. After creating it,
Williams made one minor change to account for
the use of non-PVC bags and lines.

“We initially said to use a flow regulator to
adjust the rate, but I don’t know that any flow reg-
ulators come with non-PVC (lines). We changed
the policy to reflect calculating the drip rate,” she
says. “We feel with a nurse present throughout the
infusion, it is perfectly safe to calculate the drip rate
and monitor throughout the infusion.”

Deaconess’ policy:
• Dosage:
— Usual dose is 5mg/kg, mixed in 250ml, .9%

sodium chloride.
• Guidelines: 
— First dose may be given in the home.
— Non-PVC tubing and containers.
— 1.2-micron filter.
— Should not infuse any other drug through

the same line.
— May be either peripheral or central access.
• Mixing:
— Have IV access before preparing Remicade.
— 10 ml sterile water for each vial of Remicade.
— Inject sterile water, direct to side of

Remicade vial.
— Foaming not unusual.
— Do not shake.
— Swirl gently or roll in your hands until

dissolved.
— Allow to stand five minutes.
— Remove equal volume from bag of .9%

NaCl as you will replace with Remicade.
— Inject all Remicade into bag.
— Gently massage the bag; do not shake.
— Label bag with patient’s name, drug, dose,

date, time of prep, and initial it.
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Hit the greens 
for a win-win event
Benefit golf tournament brings name recognition

How would you like to meet with current and
potential referral sources for an entire day,

show them a good time, raise money for a charity,
and provide name recognition most providers
only dream about? That’s just what Greensboro,
NC-based Advanced Home Care has done each
of the past five years with its Charity Golf
Classic, with stellar results for everyone involved.

Advanced Home Care is an infusion, HME,
home nursing, and respiratory services provider
with locations in Greensboro, Winston-Salem,
High Point, Charlotte, and Asheville, serving 50
counties throughout North Carolina. 

When Michael Fultz, community education
representative for Advanced, was looking for a
better way to target referral sources, putting on a
golf tournament seemed an obvious choice. It
allows him to see numerous referral and potential
referral sources in one day, all in a non-intimidat-
ing environment.

The inaugural event was called the Physician’s
Golf Classic and held in Greensboro five years ago.

“We invited as many physicians as we could to
a day’s event, charged them a small entry fee,
and tried to raise money for a charity that is asso-
ciated with one of the cities we are in,” he says.

Fultz has learned quite a bit about putting on a
quality golf tournament that allows referral
sources, charity, and Advanced Home Care to
benefit. He says there are several keys to getting

the biggest return on your dollar.
1. Don’t cut corners.
The tournament is a reflection of your busi-

ness. Scrimp and save and you’re likely to send
the message that you do the same when it comes
to providing patient care.

“It costs Advanced Home Care an average of
$15,000 to $16,000 to put on a good tournament,”
says Fultz.

But Fultz gets a big bang for the buck. Once the
golfers have registered, lunch awaits them in
their golf cart, along with a bag of donated items
and a high-quality golf shirt with Advanced
Home Care logo on it.

Fultz also provides free golf balls for partici-
pants to practice on the driving range for the day’s
prizes. Eight prizes for the top teams are up for
grabs, ranging from $125 to $75 gift certificates, all
for the golf course clubhouse. There are also $50
gift certificates for various awards such as longest
drive, closest to the pin, and closest to the pin on
second shot. 

After the tournament, there is a raffle for which
all golfers are automatically registered for items
such as cell phones, weekend getaways at local
motels, golf equipment, or gift certificates to
restaurants.

To top it all off, Fultz also offers a new
Mercedes for a hole-in-one, as well as a $10,000
putt-for-cash competition for a 60-foot putt. But
Fultz doesn’t put up the Mercedes or cash.

“You buy insurance for the Mercedes and cer-
tain other things,” says Fultz. “It’s all actuarial,
but we buy the insurance and sponsor the car
and putt for cash prizes.”

2. Do it for the right reason.
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• Administration:
— Infuse over no less than two hours.
— 250ml/2 hours is 8 gtts/15 seconds.
— Count drips.
— Check pulse and BP q30min.
— Observe patient 30-60 minutes following

infusion.
• Side effects:
— Monitor patient for hypersensitivity reaction.
— Discontinue for severe reactions.
— Fever, chills, pruritus, urticaria, chest pain,

hypo/hypertension, dyspnea, and headache.
— Some cases treated with acetaminophen,

antihistamines, corticosteroids, and/or epi.
— Rapid resolution following d/c.
— Inform patient/caregiver that patient may

have increased risk of infection.
Williams points out that insurance companies

are reimbursing the drug’s cost, although the first
patient Deaconess was to treat with Remicade
was turned down by insurance. She is uncertain
as to why the patient was turned down; there
could be numerous reasons. But for many
patients, Remicade is the answer to their
problems.

“From what I have heard, Remicade puts them
in remission; but it is only used as a last resort
when none of the other conventional therapies
worked,” says Williams.

She adds that Centocor petitioned to FDA in
January for approval to use Remicade on patients
with rheumatoid arthritis.  ■



Make sure you put the charity first. Fultz chose
to raise money for indigent medical clinics, which
are often associated with local hospitals.

“We charge an entry fee, but that check is actu-
ally written to the charity, and all the money
related to the tournament is donated to the char-
ity,” he says. “My personal reason for getting into
it is to give something back to the community. If
you go that route, you will be more successful
than saying you want to do this for marketing or
to generate referrals.”

Fultz says that referrals will come, but that’s
not the main reason for the tournament.

“I want everybody to have fun and get them in
a neutral setting so they do not think it is going to
be a high-pressure marketing day, because that is
not the intent,” he says. “The intent is to raise
money for a great cause and indirectly, the name
recognition will generate referrals.”

The entrance fee for the event is $110. The tour-
nament raises $10,000 to $11,000 each year for a
charity.

3. Use your resources.
Spending $15,000 to $16,000 for a golf tourna-

ment isn’t within everyone’s budget. However,
Fultz has several ways to help defray the cost of
the tournament. The first is to find sponsors.

“I sell spots on the sleeves for a co-sponsor of
the shirt,” says Fultz. “An HMO participated [in]
it last year, and they helped defray some of the
cost of the shirts.”

Fultz says there is one major obstacle in find-
ing sponsors.

“Most of these corporations don’t have the
funds to just write you a check, although some of
them do,” he says. “Sunrise Medical writes me a
check every year and they choose to do that, but
other vendors choose to donate their product to
me in lieu of money.”

For example, Advanced Home Care uses
Sabratek pumps. Rather than giving Advanced
Home Care money to become a sponsor, the com-
pany donates pump sets to Advanced.

“That is an option that vendors can choose,
and with an event like this any help a vendor can
give us is appreciated,” he says.

Sponsorships begin with a Bronze sponsorship
for $500 and go up to a Corporate sponsor for
$5,000.

In addition to sponsors that help defray the
day’s costs, Fultz uses Advanced Home Care 
staff to help with the event. There are two volun-
teers at each hole for the various competitions, as
well as four volunteers who patrol the course in

beverage carts for the participants.
The designated charity also does its fair share

of work.
“The charity usually helps gather raffle prizes,

find sponsors for lunch, putt for cash, and hole-
in-one competition. Because we fund this, I give
them responsibilities to help out,” says Fultz.

4. Spread the word.
Fultz sends out flyers and invitations for the

tournament to potential referral sources in the
medical field: physicians, key individuals at hos-
pitals, attorneys, and even dentists. Current refer-
ral sources are also invited, and past participants
receive a letter at home.

“It gets easier and easier every year to fill the
field,” says Fultz. “The last two years, I’ve turned
people away; there is nothing worse than having
to turn away a surgeon, and I turned away five of
them.”

Some physicians travel from other cities, up to
an hour away, to take part in the tournament.

“We usually limit our players to about 130. We
had 132 last year, but I don’t want many more
than that. I don’t want it to be too long of a day
for them, because these people have other things
to do too,” says Fultz.

5. Do low-key marketing.
Putting on a charity event and avoiding hard-

sell techniques doesn’t mean you should have a
day devoid of networking. Fultz makes a con-
certed effort to ensure Advanced Home Care
makes a good account of itself.

“We put some of our company employees in 
the foursomes,” says Fultz. “I have some strategic
placement of key Advanced Home Care employees
where I would like them to play so they can talk
about certain things during the course of the day.”

Last year, for example, Advanced’s CEO
played with three pulmonologists from a physi-
cian group that didn’t send much business to
Advanced.

“I told him that I would like him to talk about
our oxygen program, but be very low key,” says
Fultz. “We’re not looking to sign any contracts on
that day, so you don’t want to start discussing
business on the second hole.”

Other employees pair with vendors and talk
about new technology and similar developments.
And when the day is done, Fultz puts the entire
day’s event in perspective.

“People tell me at the end of the day that it’s
the best golf tournament they attend,” he says.
“My marketing spiel is that the quality doesn’t
end here, it goes into the home care agency as
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well and the services we deliver. I segue it into
that, and that’s where it’s very important.”

The final touch is a thank-you letter to each 
participant.  ■

New guide addresses
needlesticks 
Provides cost data and treatment algorithm

With the recent attention being paid to pre-
venting needlestick injuries among health

care providers, a resource made available by
Arlington, TX-based Johnson & Johnson could
come in handy in helping you weigh the benefits
and disadvantages of switching to needleless
devices and tubing systems.

Guide is small but resourceful

Occupational Exposure to Blood: Clinical
Implications and the Financial Impact of Accidental
Occupational Exposure to Blood is a 14-page guide
providing invaluable information to providers,
ranging from various risk factors and charts on
at-risk devices, as well as a worksheet on the
financial impact of needlestick injuries and a
three-page guideline highlighting the manage-
ment of occupational exposure to blood.

“We found that there was a two-part need
when dealing with occupational exposure to
blood,” says Sheila Beuerlein, group product
director for IV catheters at Johnson & Johnson.
“First, clinicians needed a formalized plan to
address treatment following occupational
exposure to blood. Our goal for the treatment
protocol was to put the CDC [Centers for
Disease Control and Prevention] guidelines 
in a user-friendly algorithm format.”

Second was the need of a way to accurately
assess the potential cost of needlesticks.

“We found that institutions need to understand
the cost of a needlestick injury, should it occur,”
says Beuerlein. “From our discussion with end-
users, we found that assessing cost was virtually
impossible due to the numerous factors involved
and varying treatment costs. Our goal was to
help walk the clinician through all possible costs
presenting average costs based on information
contained in the open literature.”

The cost worksheet allows the clinician to
input the cost data appropriate for that institution
while providing sample costs for comparison.
Beuerlein notes the cost worksheet is critical in
showing the full extent of costs involved in treat-
ing needlestick injuries, incorporating both direct
and indirect costs. (See charts on pp. 66-69 in
this issue.)

Complete cost of injuries

According to Beuerlein, direct costs associated
with needlestick injuries include chemoprophy-
laxis agents such as AZT or similar protease
inhibitors drugs to prevent HIV seroconversions.
While expensive, such costs are easy to assess; it’s
the indirect costs that can be overlooked.

“Indirect costs are difficult to assess, such as
the loss of work due to reporting time, evalua-
tion, and treatment; not to mention costs due to
drug side-effects, increased stress, and anxiety,”
says Beuerlein. “Then, there are other indirect
costs which are the most difficult to predict but
can be the most costly, such as costs due to injury
claims and OSHA fines.”

Lack of awareness widespread

Beuerlein notes that approximately one-third
of providers use safety catheters, but a lack of
awareness of the truly high-risk devices provides
a major obstacle when providers consider switch-
ing to safety devices.

“The greatest hurdle in switching to safety
devices is the lack of awareness of the risk associ-
ated with a needlestick injury,” she says. “Not all
needlesticks are created equal. A needlestick with
a hollow-bore, blood-filled needle is much more
dangerous than one from a clean hypodermic nee-
dle which has not been previously placed in a
patient’s vein.”

A second hurdle, according to Beuerlein, is
getting providers to understand that many
needlesticks are never reported.

“National studies have shown underreporting
rates ranging from 29% to as high as 96%,” she
says. “These figures show that the problem is
likely worse than an institution may realize.”

As a result, the key is in educating providers
and clinicians in the risks of needlesticks and an
understanding of the areas of concern. 

[Editor’s note: For a copy of the Johnson & Johnson
publication, call your local Johnson & Johnson sales
rep, or (800) 255-2500.]  ■
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There are benefits to 
training staff as specialists
How a agency benefited from an advanced IV team

For several years, Visiting Nurse Service of
Webster, NY, had a dedicated IV team for its

100-plus nursing staff. But when the team infor-
mally fell by the wayside, the result was a reduc-
tion in nursing skills as well as increased nursing
visits. As a result, Visiting Nurse Service recently
re-established its IV team to the benefit of staff
and patients alike.

Sharon Billings, RN, senior RN for infusion
therapy for Visiting Nurse Service, says there
were two reasons for getting the advanced IV
team up and running again.

“Previously, any referral that had infusion
therapy automatically went to a member of the
IV team to case manage,” she says. “When the
team disbanded, a referral for infusion therapy
didn’t necessarily go to a member of the infusion
therapy team.”

The result was that all nurses were expected to
handle standard infusions; but if an advanced
skill was needed (such as epidurals or urokinase),
a member of the original IV team would co-visit
or take over the patient even though the team
was no longer in existence.

“The advanced IV nurses were not getting the
IV patients like they used to, so there was a dilut-
ing of skills,” says Billings. “Instead of doing
peripherals on a weekly basis, they were only
doing them a couple of times a year.”

While nurses who were adept and enjoyed
infusion therapy were receiving fewer infusion
patients, the opposite was happening at the other
end of the spectrum.

“We also found that many nurses were not
comfortable with infusions, yet they had to case
manage this population. It increased our need 
for co-visits with these patients,” says Billings.
“The quality is not what it used to be, so it was

determined that in the best interest of quality and
our patients, we needed to return to our IV teams.”

The first step in establishing an advanced IV
team was to develop an advanced infusion ther-
apy class. Over the course of a month, Billings
worked with another original member of the
advanced IV team and an advanced practice
nurse to decide what basic IV skills should be
required of all nurses and what advanced IV
skills should be addressed in the advanced class,
which was to consist of a four-hour lecture and a
four-hour skills lab.

“There is no way to teach all the various
aspects of infusion therapy in eight hours, so we
started by determining what our patient popula-
tion consisted of and looked to address all the
skills we needed to have for those patients,”
Billings explains. 

She notes that advanced IV skills necessary for
her staff included peripheral catheters, IVADs,
epidurals, and the urokinasing. Billings used the
original IV team’s class as a guide, then con-
ducted research using journal articles to update
the information.

Getting (re)started

Because all Visiting Nurse Services staff must
pass a basic infusion class included in the orienta-
tion program, the advanced class was simply
building on the skills presented in the orienta-
tion. The basic class included dressing changes,
hanging infusions, and flushing central lines.
Separated from that and addressed in the
advanced class were skills such as peripheral
lines, pumps, IVADs, epidurals, and urokinase
installation.

Next was to select the nurses who would form
the IV team.

“One of the important considerations was find-
ing nurses who were interested. Because, unless
we get a nurse who is committed and has an
interest in infusion therapy, we weren’t going to
have a nurse who would take it upon herself to
continue her learning,” says Billings. “To be on
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the advanced IV team, first and foremost they
had to express an interest and desire to do it.
Then, they needed to go through the advanced
program and follow through with co-visits for
any new skills.”

The advanced program consists of a formal,
eight-hour class broken down into a four-hour
lecture and a four-hour skills lab.

For the skills lab, Visiting Nurse Service
invited area vendors to attend so nurses could get
hands-on experience with equipment used by the
various vendors and ask questions. The lab also
includes an opportunity for nurses to cannulate a
vein on each other, a lab that showed urokinase
installation and repairing a PICC line.

Billings notes that advanced nurses don’t
repair PICC lines, a job that is left for a core
group of the advanced IV team.

“There are just nine members of the core group.
It is the group that does the more advanced trou-
bleshooting of pumps, and more specifically, they
are the ones that are trained at removing and
repairing PICC lines,” says Billings. Three mem-
bers of the team have received certification to insert
PICC lines through training at a local hospital.

The lecture portion of the class addresses:
• An overview of the different types of lines.
• Policy and procedures (addressed in the

basic class as well).
• Peripheral lines.
“Each of the above sections includes indications

for use, skilled techniques, patient education, nurs-
ing implications, documentation requirements,
copies of skills checklists for all the different proce-
dures, subcutaneous pumps, IVADs, infusion ther-
apy pumps, and controllers, epidurals, urokinase
and legal implications,” Billings explains. 

“It also includes a piece on anatomy and physi-
ology of the different veins in the arms; and for all
the different sections, we found journal articles that
would be interesting, and included them as well.”

Now that the advanced IV team is back up and
running, combined with the basic IV skills
required of all nurses, Billings says the staff and
patients have the best of both worlds. 

“When we have an infusion patient, that
patient goes to a member of the IV team,” says
Billings. “The benefit is that the accountability for
the patient remains with a member of an IV team.
But if that nurse is overwhelmed that day, she can
use a member of the basic nursing staff to do a
revisit because they are able to use basic IV
nurses for some visits.”

This is in sharp contrast to what happened

when all nurses were receiving IV patients. For
example, if a patient had a PICC line and a mem-
ber of the basic nursing team made a visit and the
line was occluded, a second nurse with advanced
IV skills was called to come out and assist the
original nurse.

“Now there is one nurse who is accountable,”
says Billings, “and each IV patient is being pri-
maried by a member of the infusion therapy
team. Yet, if that team member is unable to see
the patient on any given day for any reason, they
can at least float it to a nurse with basic skills.”

Billings says there are 35 nurses on the
advanced team who case manage, but a total of
50 nurses on the team in order to allow for 24-
hours-a-day, seven-days-a-week coverage. 

In the nine months the team has been back 
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in place, Billings says she has already seen a dif-
ference. “We haven’t collected data, but I see an
increase in staff satisfaction, and I am not doing
near as many co-visits,” she says.  ■

Provider compiles top 10
IV tips and tricks

What do you do when your nurses are prop-
erly trained, but you still want to improve

their IV skills? You look to find any way to add to
the existing knowledge. 

By looking to gain that edge, Katharina Loock,
RN, of the Wadley Regional Medical Center’s
department of education, in Texarkana, TX, was
able to compile a list of the top 10 IV tips and tricks. 

“Our patients expressed that they were not that
happy with our IV skills,” says Loock. “We real-
ized it was more perception than anything else,
but the nurses started looking at how that could
be changed. The nurses wanted to improve their
own skills.”

Loock started by consulting with nearly a
dozen IV professionals in her area. Then she
approached nursing groups and posed the same
question, asking for any types of tips. “I received
about 50 answers from a very varied group,” she
says. “There were IV nurses, nurse anesthetists,
ICU nurses and nurse educators.”

In the end, Loock says there are no secrets to pro-
viding quality care. While there are some tricks of
the trade, proper training as the bottom line seems
to prevail. “It all came down to the same things,”
she explains. “There really aren’t that many tricks.
It comes down to having really good technique and
really good anatomical knowledge.”

Here’s the list Loock compiled from other
professionals:

10. For well-filled but fragile veins, try punc-
turing without using a tourniquet.

9. For low blood pressure, use a BP cuff, not a
tourniquet.

8. For no veins, some people swear by double
tourniquets. Use one high on the arm and a sec-
ond four inches above the puncture site.

7. For bad filling, some people swear by “milk-
ing the vein” — gently stroking from distal to
proximal.

6. For no veins, apply warm towels for several
minutes.

5. For no veins, let the arm hang down for
awhile, then use the “praying position” for
venipuncture.

4. Apply a tourniquet six to eight inches above
the selected puncture site.

3. Think purpose, appropriate access, appro-
priate catheter size, and appropriate site.

2. Take your time performing the venipuncture.
1. Take your time when choosing the right

vein. ■

CE objectives

After reading the June issue of Home
Infusion Therapy Management, CE partici-

pants will be able to:
1. Identify patients who qualify to receive

Remicade.
2. List four indirect costs of needlestick

injuries.
3. Identify the leading benefit of having

infusion-trained nurses.
4. List the top two “tips” in increasing IV

proficiency.  ■
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