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Central line-associated bloodstream infections (CLABSI) and CLABSI Rate: January 2022 — October 2023 In 2022 there were 12 CLABSIs with a standardized infection
catheter-associated urinary tract infections (CAUTI) cause ratio (SIR) of 0.999 and 9 CAUTIs with a SIR of 0.694 . After
patient morbidity and mortality and are costly to an creation of the steering committee and workgroup, January
organization. At a 358-bed acute care hospital, there were 12 through October of 2023, there were 3 CLABSIs with a SIR of
CLABSIs and 9 CAUTIs in 2022, which cost upwards of 0.292 representing a 70% reduction in central line-associated
$700,000 and caused patient harm. Root cause analysis of Infections (Two-tailed p-value: 0.0442; 95% Conf. Interval:

the hospital-acquired infections (HAI) revealed repeated -93.4, -2.8) and 3 CAUTIs with a SIR of 0.316 representing a
fallouts with basic prevention guidelines and hospital policies, 54% reduction in catheter-associated infections (Two-tailed p-

despite feedback to nursing leaders, prompting an executive ‘ value: 0.2419; 95% Conf. Interval: -90.1, 61.1).
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Statistical Process Control (SPC) Charts from 2020 - 2023
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Predicted Central Line - 95% Cl show less variation in CLABSI rates in 2023 and tighter control
Infections Days limits compared to that of previous years.

Methods

A multidisciplinary HAI Steering Committee was created in

December 2022 through the use of a charter with an executive 2022 12.017 14505 0.999 0.541,1.698 :

sponsor .Ieading the.me.etings. A poipt preyalence conducted 5093 3 10.261 19708 0.9992 0.0108 0.074. 0.796
by Infection Preventionists and Nursing Directors assessed thru Oct Statistical analysis from CLABSI data supports the creation of
device-related prevention bundle compliance which guided a multidisciplinary, executive lead steering committee in
corrective action plans and provided a baseline to benchmark. combination with a frontline staff lead subgroup to reduce

A front-line staff workgroup was also created to discuss hospital acquired infections.

challenges that prevented adherence to policies, obtain CAUTI Rate: January 2022 - October 2023

process improvement ideas from those directly involved with Statistical Process Control (SPC) Charts indicate less variation
patient care, and feedback on newly implemented processes R BT e in CLABSI rates in 2023 compared to that of previous years

and products. The workgroup met every two weeks for rapid
cycle improvement and reported updates to the steering

when processes were not as controlled and occurrences were
highly unpredictable, indicating special cause variation.
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committee for accountability and support from various N A N U ‘

stakeholders. S //\\ // Creation of the frontline workgroup that met every two weeks
\ / \ / - was proven successful with rapid cycle improvement as the

Charter '& (ﬂ (i;' %q, sibl fib fi; %(i; & ,ri;’ hospital saw an immediate decrease in CLABSI and CAUT!
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all patients. We recognize that CLABSIs and CAUTIs have vast negative impact Medical {:hairman; . . . .

on patient safety and patient outcomes. Therefore, this commitiee was <. Chamnions: rO ra m S h Owed S USta I n ed I m rove m e nt I n d eC reaSI n

formed I’:r:- Erivi_delogzr%igh’: for 5tandardiz?ngbi::1fecti2n pre'u..rengﬂn pr:actices ;I:Jts]ncghmazs: Yea r I nfeCtlonS Pred ICted U rl na ry Cath P-va I u e 95% CI p g . p . g

e Dfimm.s and CAUT o E&f;ﬁ;dw Infections Days CLABSIS and CAUTIs. along with c?ontlnued.en.gag.ement from all
eam Strategies: Inica nalyst:

* Develop and implement an effective process for monitoring compliance with Quality/PI Lead: 2022 12 968 14637 O 694 O 2692 O 338 1 274 pa rtIeS, from eXeCUUVeS to frontllne Staff, |nd|Cat|ng a rObUSt
. EIc_:uigilcit]r;dptc:r?rl::Tplrz:rjs:-::::tsgg?LTai::dn::znl:lendle compliance to establish a ;tg;:g{jiiilr_-iadl progra m With |Ong term benefits.

baseline. ASP Lead:
* Continue case reviews and implement a bi-directional notification process of

findings for leadership and staff.

e | e 2023 3 9.498 10960 0.316 0.0191 0.080, 0.860
assigned to and completed by nursing staff. |Imprmre Qutcomes O ACkn OWIedgmentS
* Develop and implement targete |:| d ation for physic related to bundles. |Imprmre Efficiency th ru OCt

*  Meonitor compliance with completion of system CLABSI and CAUTI prevention |Impr0ve batient Satisfaction 8
dul . . . .
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* Review device utilization data and consider strategies to achieve standardized Goals By end of CY 2023
ilizati ios of b han th ional benchmark . 1 1 .
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Implement  raining process for nuring leadership to enhance awarenes: el or better than the top 30% of the HMWB Vistent cohoct CLABSI Rate Data by Years Mona Kapadia, MD; Thalia Casimire, MD, FCCP, MHA; Lastenia
* Collaborate with HMWE ASP to ensure proper utilization of ABX Financial Impact: Assuming 63% reduction in CLABSI to achieve goal 5.0 - H O |t0 n D N P IVI BA R N C N IVI L
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""""""""""""""""""""""""""""""""""" Central Line-Associated Bloodstream Infection (CLABSI): An

Risk (Leadership Perspective): _ HAI Reduction Target Estimated Costof | . » oidance with IP&C 48 4 UL _ ...
* Lack of training and validation for frontline staff CLABSI (AHRQ)
* Lack of appropriate feedback and shared learning to leaders & staff 0 - Refe re n Ces
. i . ‘ CLABSI 570,696 $ 494,872
» Readiness to meet national standards and regulatory requirements L |
a
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Communication Structure Introduction.

o4 L A W A VA https://www.cdc.gov/infectioncontrol/pdf/strive/CLABSI101-
Huddles/Meetings . 508.pdf
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