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IHI’s Central Line Care Bundle Initiative to Begin


at NorthBay and VacaValley Hospitals





According to Centers for Disease Control, central line–associated blood stream infections (CLABSI) are one of the top four health-care–associated infections. Catheter-associated urinary tract infections, surgical site infections, and pneumonia comprise the other three. These infections account for an estimated 2 million infections and 90,000 deaths annually. 


2008 Joint Commission National Patient Safety Goal number 7 is to reduce the risk of health-care associated infections.  According to CMS, SB 739 mandates reporting of CLABSI for CA hospitals begin July 1, 2008. 


Care bundles are evidenced based interventions of best practices for patients. The central line components, when applied together, result in substantially greater outcomes than when implemented individually. This may result in a significant reduction in CLABSI. 


The key components of the central line bundle are:


Hand Hygiene 


Maximal Barrier Precautions Upon Insertion and Dressing Changes


Chlorhexidine Skin Antisepsis 


Optimal Catheter Site Selection, with Subclavian Vein as the Preferred Site for Non-Tunneled Catheters 


Daily Review (and documentation by physician) of Line Necessity with Prompt Removal of Unnecessary Lines


New central line trays have been ordered for this initiative.  These new trays include additional supplies that will assist both the physician and staff to ensure practice of the central line bundle.  Cap, mask, and gown should be worn by both physician and assisting staff during initial insertion and by staff during all dressing changes.  Both the inner and outer lining of the catheters are now treated with Chlorhexidine and Silver Sulfadine.  The tray will also include a 2% Chloraprep applicator, which is a CDC 1A recommendation.  Additional supplies also include:


Safety Glide injection needles


Locking disposable needle cup


Needleless positive placement valves


Safety retractable scalpel


Suture: 3-0 silk with curved needle and quality stainless steel needle holder


Central Line Insertion Checklist (to help comply with all relevant CDC and IHI guidelines)


Arrow advancer on the spring wire guide



























































		






















































































Hand hygiene-


It’s a patient’s right and a healthcare worker’s responsibility.








The Infection Control Team: 


Daman Mott, Jalynne Sousa, Mercille Locke and Vicki Norris


Special Edition May 2008
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IHI Bundle Initiative continued:


Staff education began the first week in May, as well as presentations at some of the medical staff meetings.  The bundle will begin in the adult ICU’s on June 1, 2008. The NICU began implementing this bundle in March of this year.   Dr Bell states: “We are participating in a statewide Institute for Healthcare Improvement (IHI) model collaborative to not only reduce but eliminate CLABSI.  We are excited about the progress we have made in the NICU.”


CLABSI infections will be posted in the staff break areas to readily gauge the ongoing results of this most important initiative and to encourage compliance each and every time a central line is inserted, during daily maintenance, or when line is changed.


______________________________________________________________________________


Neonatal ICU is Bundling


By Dr. Bell





NorthBay Medical Center’s NICU is participating in a state-wide collaborative, following the Institute for Healthcare Improvement model, to reduce the risk of CLABSI in our tiniest population.  In this collaborative sponsored by the California Perinatal Quality Care Collaborative, we are working with 18 other Community Level III NICU’s from all over the state.





CLABSI is a source of significant morbidity in our patients.  Although CLABSI does not always result in a prolonged length of stay for premature infants like it does in adult patients, these infections do result in higher mortality rates as well as having an adverse effect on both short and long term morbidity (including developmental outcomes).  Even though our current CLABSI rate is among the lowest in the state, we believe that participation in this collaborative will allow us to offer the best care to these babies and thus improve their life-long outcomes.





An evidence-based change package has been adopted by the collaborative.  This includes attention to both line insertion and line maintenance practices.  These changes also allow us to completely comply with the new SB 739 reporting requirements.  Many of these practices we had already adopted as the body of supporting literature became available.  However, the systematic adoption of the entire change package will be the goal for us in this collaborative.  This has already resulted in noticeable changes in practice for both the physicians and the staff involved in central line care.  As you enter the NICU, you will see a sign that celebrates the number of days since the last CABSI in our unit.  As prevention of infection is everyone’s business (doctors, staff, and families), we wanted to have a very public celebration of our successes.  We also hope to use video technology to record and evaluate episodes of line insertion and care in order to reduce variation in practice and encourage complete adoption of the change package.





For more information, please contact Michelle Barthelmess, Women’s and Children’s Services Clinical Manager, or the CPQCC Website at: http://www.cpqcc.org/quality_ improvement/cpqcc_ccs_healthcare_associated_infection_hai_collaborative








Hand hygiene - It’s a patient’s right


and a healthcare worker’s responsibility











