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Background
Central Line-Associated Bloodstream Infections (CLABSI) are a preventable harm within healthcare. From 
late 2013 through mid-2014, our teaching hospital’s sixteen bed medical/surgical Intensive Care Unit 
(ICU) had an unprecedented uptick in CLABSI, from a Standardized Infection Ratio (SIR) of  0.45 to a SIR 
of  1.69. Previously presented at APIC June 2017.

Methodology/Study Design
   • Quasi experimental; 12 month systematic process improvement
   • In July 2014, a multidisciplinary workgroup formed of  representatives from all stakeholders in the   
      ICU, including senior leadership. 
   • Objectives were to review procedures concerning central line maintenance, perform a gap analysis, 
      implement appropriate changes, and monitor progress in eliminating CLABSI.
   • CLABSI SIR was monitored throughout the project as an indicator of  success.
   • Once objectives were defined, a series of  improvements were implemented from July 2014 through  
      June 2015.

Experiment
   • New policy and procedures were introduced concerning the cleaning of  the needleless connector and 
      the collection of  blood cultures.
   • A new, easy to clean and access, needleless connector was implemented.
   • A 3.15% chlorhexidine gluconate (CHG)/ 70% isopropyl alcohol (IPA) swab to “scrub the hub” each  
      time the line was accessed was introduced.
   • Finally, education was delivered regarding the maintenance of  the central line and indications for 
      central lines to improve care and utilization.

Results/Conclusions 
   • The CLABSI SIR dropped significantly from 1.69 in early 2014 to zero starting in July 2014. 
   • This change has sustained and the ICU has not had a CLABSI event in over three years. 
   • CLABSI can be reduced by using a multidisciplinary team of  stakeholders.
   • Implementing better products and best practices significantly reduce infections.
   • The inclusion of  different points of  view offers unique solutions to problems of  device associated   
      infection and promotes lasting change.
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