Development & Implementation of a Nurse-Led Ultrasound-Guided Peripheral IV Access Program Using a Novel DIVA Scoring Tool
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pain, and unnecessary escalation to more invasive central venous access devices. This challenge is characterized by high acuity and significant ethnic and socioeconomic diversity, with elevated rates
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Furthermore, existing DIVA prediction tools — notably the A-DIVA and M-DIVA scales — were (Delong's test)
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systematic process existed to prospectively identify DIVA patients at triage, and credentialing Nurse-led USGPIV programs should be adopted in high-volume EDs to reduce procedural bottlenecks and
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Fig. 1 — ROC Curves: JHMC DIVA Score (AUC 0.76) outperforms M-DIVA (AUC 0.68) in this urban ED population (p=0.021,

. Full EMR integration with automated DIVA score calculation and clinical decision support at triage.
Delong's test).

» Establish a structured, formalized nurse training and competency validation program for 1 Diabetes Mellitus | 1 Bmi>30
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. Multi-center validation study across diverse urban emergency departments to assess generalizability.

2 History of Difficult IV Access RISK STRATIFICATION & PATIENT ACUITY . Formal cost-effectiveness analysis comparing nurse-led USGPIV vs. traditional and physician-led models.
pts (patient-reported or =2 documented failed ED attempts)

USGPIV placement, incorporating didactic education, hands-on simulation, and supervised
clinical placements.
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» Implement a sustainable, scalable, nurse-led USGPIV service with defined credentialing
standards, key performance metrics, and a robust quality assurance framework.
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comprehensive six-month implementation period (March—August 2025).
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