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Introduction Abstract Discussion and Conclusions
. Nearly one in 25 hospitalized patients in the United States acquires a CLABSI is the most deadly hospital-acquired infection with mortality rates - Evidence-based nursing practices to improve
healthcare associated infection (HAI) each year.2 near 20%. Evidence-based nursing to improve CLABSI outcomes have patient outcomes have become the norm
become the cultural and practice norm. In 2012, an evidence-based CLABSI The IV Team sustains a culture of pati
. . . . _ | _ = | ; _ _ . patient safety
::];]Ouoa(ilffntral Line Associated Blood Stream Infections (CLABSI) occur prevention bundle was implemented with daily audits. Evidentiary review and contributes to CLABSI rate reduction with Thanks fo al of our
' identified CHG bathing as a second tier intervention and a decision was made daily monitoring of central lines and just-in-time
- CLABSI is the most deadly HAI with a mortality rate between 12% and 25%." to add CHG bathing to the bundle for all patients with a central line. In 2014, peer review
+ The excess cost per case for nosocomial CLABSI ranges between $7,000 to fully integrated protocol practices were implemented into new-hire and float . Implementation and adherence to a prevention
$29,000, costing the healthcare system nearly $1 billion annually.4 pool orientation to enhance novice practitioner competence. Adherence to the bundle can drive CLABSI rates to zero _
| | prevention bundle has improved hospital-wide from 60% to currently 86%. CLABSI-free since
) CLQI?,'SI cal be prevented by adherence to evidence-based prevention CLABSI rates decreased from 1.02/1,000 catheter days in June 2012 to * CLABSI rate decreased from 1.02 in FY12 June 4th, 2013!
guidelines. 0.00/1,000 catheter days in June 2013 and have continued through December to 0.00 from FY14 to present (FY= July-June)
Purpose 2015. Associated cost savings have exceeded $470,000 with accompanying « 100% reduction in number of CLABSIs: N 3
. To reduce the CLABS| rate i t hosital by imol ¢ avoidance of potential harm to patients. This 102% rate reduction reflects 923 FY12: N=10 FY13: N=6 '
o reduce the rate in an acute care hospital by implementing an CLABSI-free days hospital-wide and 1,032 CLABSI-free days in the ICU. FY14:N=0  FY15:N=0  FY16TD: N=0 Porter
evidence-based prevention bundle. . . . Adventist Hospit
Driving CLABSI to zero can be accomplished through evidence-based bundle . 86% adherence to prevention bundle FY16TD
: Implementation, communication-focused strategies, intentional evaluation of i
Materials and Methods PISme mmthicat . 9 | (July-December) e lobrafion Poster
central line need/discontinuation, and integration of vascular access education |
2011 and support responsibilities. * 923 CLABSI-ree hospital days

CLABSI PREVENTION BUNDLE

- CLABSI evidence-based prevention bundle implemented | ..o ™" - 1,032 CLABSI-free ICU days
o Unit Champions ance Care to Prevent CLABSI

$474,000 ESTIMATED COST AVOIDANCE
FY12 to FY16TD

« Computer Based Training for Registered Nurses

o Q96 hours for continuous infusions

and intermittent medications

o Q12 hours for prop
o Q4 hours for blood tubing
e Clave Change 4
o Q96 hours with primary tubing change for continuous infusions n c I e n c e a t e
o Q24 hours with tubing change for TPN
o Q24 hours if blood product given
L u L) L] o As needed if contaminated, visible blood or debris within the connector, “cored O
. n I I f r n I m I r I | P I out”(clave end will have a black hole appearance) 5 .
e Perform site care
o Q7 days or as needed if dressing is soiled, loose, or damp
o F i
= |f they are not available, cleanse with chlorhexidine, apply CHG disc, and

2012 : seama et T
 CLABSI rate target goal not achieved

 Standardized outcome metrics

FY12 $20,000/case x 10 cases = $200,000 }$104,000

4.0 Cost avoidance Year 1

FY13 $16,000/case x 6 cases = $96,000
$474,000
FY14-FY16 $16-17,000/case x 0 cases = $0 . cost avoidance to date
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* Education redesign

« Standardize intravascular catheter care
CLABSI Prevention Bundle Guidelines

CLABSI/1000 Line Days

* Focus on intravascular catheter maintenance
emmmw Hospital Rate ess=|CU Rate === NDNQI ICU mean all hospitals
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CLABSI incidence rate decreased to, and sustained at, zero FY14 to present
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* Report unit specific outcome metrics monthly Compliance with Prevention Tactics
2013

« CLABSI rate decreased but not at target goal
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* Implement CHG bathing for all central line patients R R R RO IR IO IO
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 Implement antimicrobial PICCs for specific at risk population Daily Audit Tool

% Compliance

« Evidentiary review for second tier infection prevention interventions
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2014 to present B Insertion ™ Maintenance Tlﬁany Curtice, BSN, RN, VA-BC tiffanycurtice@centura.org

« Continue daily auditing of adherence to evidence-based infection prevention bundle Average adherence to prevention bundle guidelines increased to 86% in FY16TD

() Root Cause AnalyS|S for' any OCCU rrence Peer reviewed by South Denver Evidence-Based Practice, Research and Innovation Council; Castle Rock, Littleton, Parker and Porter Adventist Hospitals.
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