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
Over the last 2 years we observed a rise in our NICU CLABSI (Central Line-associated 
bloodstream infection) rate up to 4 infections/1000 line days. This was above the NHSN 
threshold and also higher than other Massachusetts NICUs. 

Our NICU did not have a central line bundle 

We believed that central line infections for our patients were largely preventable and 
impacted the safety for our patients 

We recognized that a culture of safety needed to be raised for our NICU community 


To organize a task force to rapidly assess the problem and implement a bundle with the goal 
of reducing NICU CLABSIs to ZERO. 


NICU Central Line Infection Prevention (NICLIP) Task Force 
Rosanne Buck NP and Brenda Sheridan RN Chairs 
RNs: Melissa Adams, Radka Arnold, Meg Dalton, Jen Harris 
NPs: Rachel Copertino, Mary Quinn, June Rivers, Laura Tannenbaum, Mary Whitlock          
NICU Leadership: Jane Smallcomb RN, Susan Young RN                                                                                                                   
RT: Candace Buckley        MDs: Dmitry Dukhovny, Munish Gupta                                                                
Infection Control: Fatima Muriel MT (ASCP), David Yassa MD                                                   
Central Line Clinical Specialist: Blanche Murphy RN                                                                       


Meetings began May 2011.  Central Line Bundle was developed and introduced in the NICU 
on July 15th 2011, including: 

 Insertion Checklist with new assistant/observer role during central line placement 

Maintenance Checklist completed on daily rounds noting condition of site, dressing 
integrity, frequency of line access, and complications 

 Institution of On-Line Root Cause Analysis Tool for MD/NP/RN for any  bacteremia 

 Systems issues such as more hooks in med room for hanging TPN tubing and more timely 
delivery of TPN from West Campus addressed 

On-going performance measurement and prospective monitoring 

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 Last CLABSI in NICU: 5/7/2011 (250 days as of 1/12/12) 

 Current CLABSI rate:  < 1 per 1000 line days (12-month rolling average, 12/31/11) 


 Change was hard! The newly created observer role was new for RNs and added a staffing 

burden during admissions and PICC placements.  

NICLIP hosted a unit-wide celebration the week of November 7th, celebrating 6 months free 
of CLABSIs. 

 A poster detailing our accomplishments was presented at the Vermont Oxford Quality 
Congress December 4th, 2011. Many NICUs face similar challenges with CLABSIs. Copies of 
our Insertion and Maintenance checklists were shared with over 30 NICUs. 

 Since the start of NICLIP, the opportunity to join a National NICU CLABSI project arose. Our 
NICU along with 8 Massachusetts NICUs has joined. Many of the recommended practices had 
already been adopted by NICLIP interventions.  Through this project, we will continue to 
measure our compliance with insertion and maintenance checklists, and compare our 
performance with NICUs across the country.   


Ongoing goals for NICLIP:  

 implementation of additional bundle items re: tubing, CVL carts, closed medication 
administration system for PICCs 

 recruit a parent volunteer/advisor for NICLIP Task Force 

 continue with our goal to ZERO CLABSIs for our NICU!! 
 

Sustaining 
Change
Award

Decreasing the Fall Rate on the Oncology Units 
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The Problem 
While the fall rate in the Med/Surg population was decreasing hospital-wide, the fall 
rate in on the Oncology Units continued to rise.  
 The Morse Fall Score was not capturing our patients that were most at risk to fall.   
 Chemotherapy treatments, supportive medications increased patients risk to fall. 
 Patients were not educated on their heightened risk to fall 
 

Aim/Goal 
 To decrease the fall risk in this specific patient population.   

 Evidence illustrated that the Institute for Healthcare Improvement’s (IHI) Falls 
bundle could do a better job of capturing patients who are at a true risk to fall.  By 
focusing on these patients, we could concentrate our fall prevention efforts more 
efficiently and potentially reduce chair and bed alarm fatigue. 

The Team  
Kathy Baker, RN, CNS  Chris Kristeller, RN, CNS 
Pat Folcarelli, RN, PhD  Kim Sulmonte, RN, MHA 
Meggie Galligan, RN, UBE  Erin Tardanico, RN, UBE 

The Interventions 
 We hypothesized that we had an improvement opportunity to more accurately 

identify patients at high risk to fall by using criteria from the IHI Fall Bundle for 
evaluating ALL patients.   
1. ensuring that the bed is in the lowest, locked position 
2.  the nurse call light is in reach 
3.  the IV pole is on the side of the bed where the patient would exit 

 

Upon completion of the above, the nurse must answer the following question:  
 “Is the patient able and willing to reliably and consistently use the call light to ask 
for help?”  If the answer to that question is ‘No’, fall interventions will be 
implemented, such as bed and chair alarms, low beds, room close to the nurses 
station, etc.  

 

 In addition, a former oncology patient wrote a letter to current patients describing 
her personal experience with a fall as a patient, and how she thought it would 
never happen to her.  She then shares practices that patients should take to help 
protect themselves from a fall. This letter and list of interventions was given to 
each patient upon admission.  

	
  

The Results/Progress to Date  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  

	
  

Lessons Learned  
Patients should be an active part of their care team. By educating patients about their 
risks to fall, we can decrease the potential for falling and falls with injury.  

Next Steps/What Should Happen Next  
 Continue to assess the fall rate on the Oncology Units	
  
 Spread the IHI fall bundle hospital-wide	
  
 Continue to have patients be a part of their care and work with the interdisciplinary 

team to decrease their risk to fall	
  
 Look at medications contributing to the fall risk and evaluate dosing and the patient’s 

need for these medications 	
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