
It's All on the Line: Implementation of a High 
Risk Central Line Tool to Decrease CLABSIs in 

the Surgical ICU

Heather Cullen BSN, RN, CCRN; Madison Goundry BSN, RN



Disclosure Statement

Financial Relationships
All individuals involved in the planning and delivery of this activity have no 
relevant financial relationship(s) with ineligible companies.

Commercial Support
This educational activity has not received any form of commercial support.

Off-Label or Investigational Use
This presentation will not discuss the off-label or investigational use of a drug, 
biological product, or medical device name.



Background

• CLABSIs result in thousands of 
deaths per year

• Billions of dollars in added 
costs to U.S. healthcare system

• The attributable mortality of a 
CLABSI is 12-25%



Inspiration for Project

WICU multidisciplinary CLABSI 
rounds and RCA discussions

Success of PICU high risk central line 
algorithm



Project Aims

Identify high risk CLABSI 
patient characteristics present 
within surgical critical care 
population

Correlate with mitigation 
strategies 

Guide a focused, evidenced 
based intervention plan



Goals

Improve identification of high risk patients and awareness of evidence 
based mitigation strategies to decrease incidence of CLABSIImprove

Promote shared decision making regarding ongoing need for central 
access in high risk patient populationsPromote

Increase nursing and interdisciplinary provider awareness of high risk 
CLABSI characteristics in our SICU patientsIncrease



Methods

1. Comprehensive 
literature search

2. Tool adaptation
3. Staff knowledge 

survey and 
education



Staff Education

• Pre and post survey
• Group meetings
• Huddle board
• Week long “Go Live”



Implementation

Bedside RN completes tool on 
each CVC 

Charge collects and reviews with 
bedside RN

Identified with magnet on 
assignment board

Charge reviews high risk patients 
with fellow/attendings and 
resource nurse



Data

73 total 
patients

269 
completed

tools

51 days 
avg LOS

56% 
emergent 

admissions



Data 

Most significant risk factor

• Non tunneled line >4 days old

Most Frequent occurring qualifiers with intervention

• Discussing line necessity for line >4 days
n=68, 27%

• Utilization of CLABSI bundle
n=20, 8%



Data 

Contact 
precautions

n=62, 
25%

Line near advanced 
airway

n=34, 
13%

Line near groin

n=25, 
10%

>/= 30 days current 
hospitalization (ICU 

or floor)

n=23, 
9%



Data



Results

# of CLABSI
2021: 3
2022: 8
2023: 2



Discussion

After implementation of tool, WICU CLABSI rates decreased and have sustained for 4+ quarters

Overall staff increase in confidence identifying and mitigating  risks

Develop rounds with providers to evaluate line necessity

Further education on altered skin integrity mitigations

Mitigate environmental risk for contact precautions

Kudos to staff for line maintenance

Tool consistency
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Questions?
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