DMI 63

Venipuncture Competencies

Note:  The student/technologist should be able to perform each competency in a satisfactory manner.  Only a radiologist, or other physician, registered nurse, or registered technologist who is IV certified may evaluate student’s/technologist’s competency.  The student must pass all categories to be considered competent.

To the student/technologist:  Once you have completed the ten required venipuncture/contrast injections successfully, return these ten forms, (originals only) to the Diagnostic Medical Imaging Program Office to obtain your Certificate of Competency in Venipuncture.

1.
The order for the examination was correctly interpreted.

Pass

Fail


2.
The patient was correctly identified.



Pass

Fail

3.
The patient was screened for possible allergies and/or


Pass

Fail


medication incompatibilities.

4.
The student/technologist introduced his/herself to the patient.

Pass

Fail

5.
The student/technologist explained the procedure to the patient.
Pass

Fail

6.
Appropriate universal precautions were observed by the 

Pass

Fail


student/technologist.

7.
The student/technologist cleansed the site appropriately prior

Pass

Fail


to the venipuncture.

8.
The appropriate gauge/type IV device was selected


Pass

Fail

9.
The proper procedure i.e., applying the tourniquet, venipuncture,
Pass

Fail


taping the device in place, was followed.

10.
The injection procedure was safely completed without incident.
Pass

Fail

11.
The IV device was safely removed from the injection site.

Pass

Fail

12.
Pressure was held on the site, the arm was elevated, and a dressing
Pass 

Fail


was applied after examining the site.

13.
After the examination, the IV device was removed, and disposed
Pass

Fail


of appropriately.

14.
The patient was given post-contrast injection instructions.

Pass

Fail
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