09/10/15

sentara nuisc

Brenda Earley, BSN, RN and Lael King, BS

Contact: bbearley@sentara.com
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n \z\v oneé nun SCRU
Objectives . .
' Future Direction
» Decrease CLABSI's
Outcomes

« Improve interprofessional collaboration between Nursing,
Infection Prevention, and Physicians

« Identify commonalities seen in our infections

« Create a best practice for system wide implementation

Challenges Identified

Educating staff on multiple changes in a short period
Physician resistance

Embedding best practice within the culture

Time constraints with daily rounding

In 2014 SNGH had a 72% reduction

(32 CLABSI's in 2013 to 9 CLABSI’s in 2014 )
Our 6 Intensive Care Units had a 94% reduction rate

(17 CLABSI's in 2013 to 1 CLABSI in 2014 )
Improved patient safety
Enhanced interprofessional relationships
Resolved physicians resistance
Adopted a new best practice within our Sentara System
Instituted standardized auditing and rounding providing staff
with real time education and feedback

Based on the success of this project, moving forward and
sustainability are key. Continuous education and frequent
auditing is required to maintain our goal. Interprofessional
collaboration is imperative for continued success.
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