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➢ នៅចុងបញ្ជប់សននមនរៀនននេះ និសសតិទ ាំងអសន់ងឹអាចៈ

1. Overview of starting an intravenous infusion 

2. Explanation how to perform of nursing process 5 steps: Assessment, Nursing Diagnosis, 

Planning, Implementation, and Evaluation

3. Demonstration how to prepare the material for the procedure

4. Demonstration how to perform the procedure
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វតថុបាំណង / Objectives
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១. ទសសនៈទូនៅសនការចាក់បញ្ចូលសារធាតុរាវតាមសរសសវវ៉ែន

Infusion therapy provides access to the venous system to deliver solutions and

medications or blood and blood products. Reliable venous access for infusion therapy

administration is essential.

Your role is to select the appropriate vascular access device (VAD) needed to place

a short peripheral intravenous (IV) catheter or to assist clinicians with placement of a midline

or central vascular access device (CVAD).
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In addition, skills are needed to prepare the infusion systems used during an

infusion. Some solutions and medications can be administered continuously, whereas

others are given intermittently. Various types of administration sets, needleless devices,

extension sets, flushes, and pumps and the knowledge and skills for their correct and safe

use are required.



▪ Appropriate short peripheral IV catheter for venipuncture

▪ IV start kit supplied: may contain a sterile drape to place under patient’s arm, tourniquet,

tape, transparent dressing, cleansing agents (2% chlorhexidine or povidone-iodine and 70%

alcohol pad) and 2x2 inch gauze pads.

▪ Clean gloves (latex free for patient with latex allergy)

▪ Extension set with needleless connection device (also called saline lock, heparin lock, IV plug

or adapter)

▪ 5ml syringe with flush agent (normal saline solution 0.9%)

▪ Stabilization device (optional) and skin protectant
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▪ Prescribed intravenous solution

▪ Administration set , either macrodrip or microdrip, depending on prescribed rate; If

using EID , appropriate administration set

▪ Protective equipment : Goggles and mask (optional, check agency policy)

▪ IV pole, rolling or ceiling mounted

▪ Electronic infusion device (EID) if available

▪ Watch with second hand to calculate drip rate

▪ Needle disposal container (also called sharps container or biohazard container)
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២. ការប៉ែ ន់ប្បមាណការវែទាំ / Assessment
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1) Review health care provider's order for type and amount of IV fluid, medication additives,

infusion rate, and length of therapy. Follow ten right of medication administration

2) Assess patient’s knowledge of procedure, reason for prescribed therapy, and arm

placement preference.

3) Assess for clinical factors/conditions that will respond to or be affected by administration

of IV solutions.

- Body weight, - Urine output (decrease, dark yellow), - Vital signs, - Distended neck

veins (normally veins are full when person is supine and flat when person is upright
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- Auscultation of lungs, - capillary refill,- Skin turgor, edema,

- Oral mucous membrane,

- Thirst (occurs with hypernatremia and severe extracellular fluid volume (ECV) deficit)

- Behavior and level of consciousness ( restlessness, lethargy, confusion, coma)

4) Determine if patient is to undergo any planned surgeries of procedures

5) Assess laboratory data (help determine priority assessment and establishes baseline for

determining if therapy is effective)

6) Assess patient’s history of allergies, especially to iodine, adhesive, or latex.
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➢ Anxiety

➢ Deficient knowledge regarding IV therapy

➢ Risk for electrolyte imbalance

➢ Risk for injury

Related factors are individualized based on patient's condition or needs



៤.  វែនការវែទាំ / Nursing Planning 
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Expected outcomes following completion of procedure:

• Fluid and electrolyte balance return to normal

• No redness, drainage, swelling, or pain present at venipuncture site

• Patient is able to explain purpose and risks of IV therapy.
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1. កំណត់អតតសញ្ញា ណរបស់អនកជំងឺ (ឈ ម្ ោះ នឹង ថ្ងៃខែឆ្ន កំំឈណើ ត ឬឈេែកូដ)
2. ពនយេ់ដេ់អនកជំងឺពើ ឈេតុផេថ្នការបញ្ចូ េសារធាតុរាវ, រមួទងំ ប្បឈសេឈសរ មូម និងថ្ន បំ្តូវផតេ់

ឱ្យតាមឈវជជបញ្ញជ ពនយេ់ពើេប្មង់ការថ្នការចាក់បញ្ចូ េឈសរ មូម, និងសញ្ញា និងឈរាគសញ្ញា ថ្ន ផេ
វបិាកពើការចាក់បញ្ចូ េឈសរ មូម

3. ដាក់សាា នភាពអនកជំងឺកនុងសាា នភាពសុែប្សួេ (sitting or supine position) រចួដាក់ឈសលើងបំសលឺ
ឱ្យបានប្គប់ប្ាន់

4. អនុវតតការលាងថ្ដ និងឈរៀបចំនឹងប្បមូេសំភារៈ ដាក់ឈេើរឈេោះរុញ ឬឈេើតុខកែរកាេខប្គរបស់អនក
ជំងឺ

5. ឈរៀបចំ (IV tubing) និង េាយឈសរ មូម សប្ាប់ចាក់បញ្ចូ េ
a. ពិនិតយឈបាល កឈសរ មូម(10 rights of medication administration)។ ពិនិតយេាយឈសរ មូម ពើ

ពណ៍ , សភាពសលឺថ្ល និង កាេបរឈិចេេកំណត់, ពិនិតយ ការឈេចប្ាបថ្នដបឈសរ មូម
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1. Rights patient ១. អ្នកជងំតឺ្រមឹត្រូវ
2. Right medication ២. ឱសថត្រមឹត្រូវ
3. Right formulation ៣. រូបមន្ត(លាយថ្ន )ំត្រឹមត្រូវ
4. Right equipment (injection) ៤. ឧបករណ៍សត្ាបច់ាកត់្រមឹត្រូវ
5. Right dose ៥. ករំរិបត្បើដូសត្រមឹត្រូវ
6. Right time ៦. បេលបវលាត្រមឹត្រូវ
7. Right rout ៧. ផ្លូវចាកត់្រមឹត្រូវ
8. Right documentation ៨. ឯកសារត្រមឹត្រូវ(ករ់ចណំ)ំ
9. Right storage ៩. ការរកាទុកត្រមឹត្រូវ
10. Right disposable ១០. ការប ោះបចាលត្រឹមត្រូវ

10 Rights of Medication Administration
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b. ខេកកញ្ចប់ប្េូស(infusion set), រកាភាពឈសតរ ើេឈៅចុងសងខាងថ្នប្េូស រចួថ្េសប្មួេ (roller
clamp) ឈ ើងឈៅឈេើ ឈប្កាមប្បដាប់រាប់ដំណក់ឈសរ មូមប្បខេេ 2-5cm ឈេើយមួេបិេ roller clamp

c. ឈបើកគំរបកាេឈបាល កឈសរ មូមនិងសំអាតាមួយស ំើអាេ់កុេេុកឱ្យសៃួត រចួឈបើកគំរបប្េូសនឹងចាក់បញ្ចូ េ
កាេប្េូសចូេកនុងកាេឈបាល កឈសរ មូមឱ្យផុតឆ្នុកឈៅស ូ និងឈេើកពយួរឈៅនឹងឈជើងពយួរឈសរ មូម(IV pole)

d. ប្ចបាច់(drip chamber) ឈដើមែើបញ្ចូ េេាយឈសរ មូមចូេកនុងប្បដាប់រាប់ដំណក់ ប្បខេេ 1/3 ឬ 1/2
e. បឈញ្ចញែយេ់ពើកនុងប្េូសឈសរ មូម ឈដាយឈបើក roller clamp យតឺៗ ឈដើមែើឱ្យេាយេូរពើ drip chamber

ចូេតាម tubing រេូតដេ់មជុេឈៅចុងប្េូស រចួមួេបិេវញិ
f. ប្តូវប្បាកដថ្េុឈោប្េូស ាម នែយេ់ ឬដុំែយេ់
g. ប្បសិនឈបើ ឈប្បើេុឈោខែនងប្តូវភាជ ប់ាមួយប្េូសសិន ឈេើបបងហូរែយេ់ាឈប្កាយ
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6. លាងថ្ដ ឈេើយពាក់ឈប្សាមថ្ដសាា ត។ ពាក់ខវ មនតាការពារខសនក នឹងាម ស់មុែ (agency policy) if

splash or spray of blood is possible

7. ចង Tourniquet ជុំវញិថ្ដ ពើឈេើកខនលងចាក់ប្បខេេ ១០ឈៅ១៥ Cm (Do not apply tourniquet

too tight to avoid injury, bruising skin, or occluding artery). Check for presence of radial

pulse (Option a: Apply tourniquet on top of a thin layer of clothing such as a gown

sleeve to protect fragile or hairy skin). (Option b: Blood pressure cuff may be used in

place of tourniquet: inflate cuff to just below patient’s diastolic pressure {less than

50mmHg}).
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8. ឈប្ជើសឈរ ើសសរថ្សខវ មនឈៅថ្ដ សប្ាប់ចាក់ (e.g. Cephalic, basilic, or median) are preferred in

adults. Avoid lateral surface of wrist (10-12.5cm) because of potential for nerve damage។
a) ឈប្ជើសឈរ ើសចាក់ខផនកខាងឈប្កាមថ្នថ្ដ និងថ្ដខដេមិនឈប្បើការ
b) ការឈ្វើឱ្យសរថ្សរខវ មនរ ើក្ំេា
i. ឈ្វើការចាក់ពើ distal to proximal (Promotes venous filling)

ii. Apply warmth to extremity for several minutes (e.g., warm washcloth or dry heat)
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9. ឈប្ជើសសរថ្សរខវ មន្ំសប្ាប់ចាក់កាឈតខេ(Select a vein large enough for VAD):

a. ឈប្បើថ្ដចងាុេសាា បសរថ្សរខវ មន ឈដាយសាា បចុចចុោះឈប្កាម។ កត់សំាេ់ពើភាពយតឺ
(resilient), េន់ៗ (soft), អារមមណ៍រលាស់កំ ុងឈពេ pressure

b. Avoid vein selection in:

i. កខនលងខដេឈចឺាប់, ប្កេម, កនាួេ, ឬកខនលងបងករឈរាគ
ii. អវយវៈចុងៗខដេធាល ប់ាន(CVA), paralysis, dialysis shunt, or mastectomy

iii. មិនប្តូវចាក់កខនលងសរថ្សរខវ មនធាល ប់ចាក់ពើមុនឈេ, ឬ សរថ្សរខវ មនរងឹ,ប្កិន,ប្ាប,រលាក
10. ប្សាយខែែការ មូឈចញឈដាយប្បុងប្បយតន័(Release tourniquet temporarily & careful)

▪ គិលានុ.អាចលាបខប្កមបំបាត់ឈចឺាប់ប្តូវកខនលងប្តូវចាក់ ៣០នាេើមុនចាក់ (តាមដាន
សញ្ញា ប្បតិកមម)

11. ពាក់ឈប្សាមថ្ដសាា តប្បសិនឈបើមិនទន់បានពាក់ឈៅចំនុចេើ៦
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12. ប្បសិនឈបើកខនលងប្តូវចាក់ានប្បឡាក់មិនសាា ត ប្តូវលាងាមួយសាប ូ និងេឹករចួជូតឱ្យ សៃួត។
ឈប្បើប្បាស់ antiseptic swab(chlorhexidine 2%, alcohol, and betadine) ជូតសំអាតប្តង់កខនលង
ចាក់ចំនួន៣ដង ដុំេើមួយជូតរាងបនាា ត់ឈផតក (horizontal), ដុំេើ២ជូតបនាា ត់បញ្ឈរ(vertical), ដុំេើ
បើជូតរាងារងវង់ពើកនុងឈចញឈប្ៅ(circular) ពើ៥ឈៅ៧Cm រចួេុកឱ្យសៃួត។

13. ចងខែែtourniquet មតងឈេៀតខាងឈេើកខនលងចាក់ចំងាយ 10 to 15cm (check presence of radial

pulse)

14. អនុវតតការចាក់សរថ្សរ ឈដាយទញបណតឹ ងខសែកខាងឈប្កាមប្តង់កថ្នលងចាក់(Anchor vein) ឈដាយ
សងកត់ឈមថ្ដ ឈេើ សរថ្សរខវ មន ឈេើយទញបណតឹ ងខសែកពើខាងឈប្កាមកខនលងចាក់ចំងាយប្បខេេ 4

to 5cm. រចួប្បាប់អនកជំងឺឱ្យលាថ្ដ និងកុំប្បឹងថ្ដ។
a. ប្បាប់អនកជំងឺពើការចាក់មជុេគឺឈចឺាប់តិចតួចមួយឈផលត។ ចាក់មចុេកាឈតខេឈដាយមុែបញ្េ ិត

ផ្ងៃ រឈ ើងឈេើកនុងដំឈនកមុំ 10 to 30 degree angle slightly
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15. ពិនិតយឈមើេចំណាេ្មចូេ flashback chamber of catheter ឈដើមែើបញ្ញច ក់ពើ មុែបញ្េ ិត
របស់មជុេចូេកនុងសរថ្សរខវ មន រចួបនតរុញចូេកនុងសរថ្សរខវ មន 0.6cm ឈេើយដកឈចញមជុេខដក
stylet of over-the-needle catheter (ONC) ងយឈប្កាយបនតិច រចួរុញតួកាឈតខេចូេកនុងសរថ្សរ
ខវ មនរេូតដេ់គេ់ថ្នតួកាឈតខេ។

16. េប់កាឈតខេឱ្យណឹង ាមួយថ្ដាា ងឈេើយប្សាយtourniquet or blood pressure cuffាមួយថ្ដ
ាា ងឈេៀត។ សងកត់ងនមៗឈដាយសំពា្ឈដាយប្ាមថ្ដកណាត េ ចំងាយ 3cm ពើឈេើកខនលងចាក់
ឈដាយេប់កាឈតខេឱ្យាប់ាមួយប្ាមថ្ដចងាុេ រចួដក stylet (ONC) ឈចញ។

17. ភាជ ប់ប្េូសឈសរ មូមាមួយកាឈតខេ ឱ្យឈេឿន ឈដាយឈារពឈាេការអាសិបសុើ នឹងឈបើកបងហូរឈសរ មូមយតឺៗ
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18. បិេបង់សាិត (secure catheter)

▪ Catheter stabilization device

▪ Tape over administration set tubing

▪ Apply transparent dressing

▪ Apply sterile gauze dressing (2x2)

▪ Apply 2x2 inch gauze dressing under tubing junction
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19. ថ្េតំណក់ឈសរ មូម តាមឈវជជបញ្ញជ (Check ordered rate of infusion) ឈដាយថ្េតំណក់កនុងរយៈ
ឈពេមួយនាេើឈពញ (adjust flow rate to correct drops per minute)

20. សរឈសរចំណាឈំេើ label ដូចា កាេបរឈិចេេ, ឈាម ង,នឹងេតាឈេខា រចួបិេឈេើ បមង់សឺមមង់ កាឈតខេ
នឹងសរសរចំណាឈំេើ label ដូចា កាេបរឈិចេេ, ឈាម ង, ចំនួនឈបាល ក ឈសរ មូម, អប្តាឈេែើនដំណក់
ឈសរ មូមកនុងមួយនាេើ និងរយៈឈពេថ្នការដាក់ឈសរ មូមបិេឈេើឈបាល កឈសរ មូម និងចុោះេតាឈេខាផងខដរ។

21. ឈបាោះឈចាេកាកសំណេ់ចូេ្ុងសំរាម និងមជុេកាឈតខេចូេ្ុងប្បអប់សុវតតិភាព
22. ឈដាោះឈប្សាមថ្ដ នឹងលាងសំអាតថ្ដ
23. ប្បាប់អនកជំងឺ ពើរឈបៀបឈ្វើចេនា ឬងាក កុំឱ្យរបូតកាឈតខេរឈចញពើសរថ្សរខវ មន។
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៦. ការវាយតាំសលវែទ ាំ / Evaluation 

1) Routine site care and dressing changes are not performed on short peripheral
catheters unless dressing is soiled or no longer intact.

2) Observe patient every 1 to 2 hours or at established intervals per agency policy
and procedure for the following:
a. Correct type/amount of IV solution that has infused by observing fluid level in

IV container
b. Check infusion rate on EID or count drip rate (if gravity drip)
c. Check patency of VAD (flow rate is slowed or stopped)
d. Inspect insertion site, note color (e.g., redness or pallor). Inspect site for

present of swelling (which is sign of infiltration) or pain and tenderness
(which is sign of phlebitis) palpate temperature of skin above dressing .
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3) Observe patient to determine response to therapy (e.g., laboratory value, I&O, weights,

vital signs, postprocedure assessments).

Unexpected outcomes

I. Fluid volume deficit (FVD) as manifested by decrease urine output, dry mucous

membranes, decreased capillary refill, tachycardia, hypotension, shock

II. FVE as manifested by crackle in lungs, shortness of breath (SOB), edema

III. Electrolyte imbalances indicates by abnormal serum electrolyte levels, changes in

mental status, cardiac arrhythmias, and change in vital signs.

IV. Infiltration is indicate by slowing of infusion, insertion site is cool to touch, pale, and

painful.

V. Phlebitis, bleeding occurs at venipuncture site, IV site infection.
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៧. ការកត់ប្តា និង រាយការណ៍ / Recording & Reporting

Record in nurse’s notes and electronic health record:

✓ The number of attempts and sites of insertion

✓ Precise description of insertion site (e.g., cephalic vein on dorsal surface of right lower

arm, 2.5cm above wrist , flow rate, method of infusion size and type, length, and brand of

catheter, and time infusion therapy started.

✓ Record patient’s status, IV fluid, amount infused

✓ Report to oncoming nursing staff: type of fluid, flow rate, status of VAD, amount of fluid

remaining in present solution, expected time to hang subsequent IV container, and patient

condition.
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