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Central Line Bloodstream Infections in Coronary Care Unit

Zero central line blood stream infections in Coronary Care UNIT (CCU)
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Central line associated blood stream infection (CLA BSI) cause

considerable morbidity, mortality and health care costs. o : Adherence to CVC Plan the im provement

Approximately 90% of the catheter-related blood stream infections 2k insertion
occur with catheters inserted in central veins.

The attributable mortality for central line infections is 18%.

The attributable cost per CLA BSl is estimated to be between 3,6700 and
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- Identify process and outcome indicators
. Design, test, edit and distribute forms for data collection
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. To decrease the rate of CLA BSI to less than 4 /1000 central line-

« Schedule for Infection Control group meeting

days.
- Improve the central line insertion and management by re-enforcing <Li..e remm}
central venous catheter bundles.

Do the improvement and monitor the result

Understand sources of process variation + Identify and report patients with CLA BS|
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