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Inspiration for Project

WICU multidisciplinary CLABSI Success of PICU high risk central line
rounds and RCA discussions algorithm
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Improve identification of high risk patients and awareness of evidence
based mitigation strategies to decrease incidence of CLABSI

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

Increase nursing and interdisciplinary provider awareness of high risk
CLABSI characteristics in our SICU patients
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Staff Education

* Pre and post survey
* Group meetings

* Huddle board

* Week long “Go Live”
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Most significant risk factor

* Non tunneled line >4 days old

Most Freqguent occurring qualifiers with intervention

* Discussing line necessity for line >4 days
» Nn=68, 27%

e Utilization of CLABSI bundle
»n=20, 8%
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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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