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Abstract
Purpose of Review While reducing unnecessary days present of central venous catheters (CVCs) is part of central line 
associated bloodstream infection (CLABSI) best practices, there is limited information regarding compliance with this 
recommendation as well as addressing barriers to compliance.
Recent Findings Significant work has been directed towards daily audits of necessity and improving communication between 
members of the medical team. Other critical interventions include utilization of the electronic health record (EHR), leadership 
support of CLABSI reduction goals, and avoiding CVC placement over more appropriate vascular access.
Summary Institutions have varied approaches to addressing the issue of removing idle CVCs, and more standardized 
approaches in checklists as well as communication, particularly on multidisciplinary rounds, will be key to CVC removal. 
Utilization of the EHR for reminders or appropriate documentation of necessity is a factor. Avoidance of placing a CVC or 
appropriateness of the CVC is also important to consider.
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Introduction

There is a renewed focus on patient safety and delivering 
high-quality health care, with the elimination of healthcare 
associated infections (HAIs) as a significant goal [1, 2].  
“Getting to zero” is a difficult target; while HAIs are pre-
ventable, it is unclear if zero HAIs is achievable. Regard-
less, approximately 65 to 70% of both catheter associated  
urinary tract infections (CAUTI) and central line associated 
blood stream infection (CLABSI) may be preventable, as 
well as 55% of ventilator associated pneumonia [3]. Using 
the National Health Safety Network (NHSN) data, the 

Centers for Disease Control and Prevention (CDC) reported 
a 50% drop in central line associated blood stream infections  
(CLABSIs) between 2008 and 2016, emphasizing the col-
laborative effort amongst healthcare providers for safer and  
reduced central line use [1]. New Health and Human  
Safety (HHS) goals included a further 50% reduction in 
CLABSI by 2020 [1].

The elimination of HAIs has significant impact on the 
American healthcare system. Estimates vary on the num-
ber of patients individually affected; estimates in 2018 had 
approximately 160,000 Americans dying from medical 
errors, of which HAIs contribute a significant percentage 
[4]. Failure to remove a central venous catheter (CVC) in 
patients who have been audited for removal was strongly 
associated with 30-day all-cause mortality, albeit in patients 
who had multi-drug resistant CLABSIs [5]. Aside from the 
personal impact, HAIs have significant financial impact, 
with CLABSI costing anywhere between $40,412 and 
$100,980 [6]. CLABSIs contribute 18.9% towards the esti-
mate $9.8 billion HAIs cost the US healthcare system [7].

Approximately 29% of inpatients have CVCs in one point 
prevalence study; it ranges from 43 to 80% in intensive care 
unit (ICU) patients and 7 to 39% in non-ICU patients [8]. 
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While the range is lower in the non-ICU setting, the actual 
number is higher due to the volume of patients hospital-
ized outside the ICU. A key point in prevention of CLABSI 
is removal of nonessential catheters, an aspect of infec-
tion prevention noted in the literature from the 1990s and 
emphasized in the latest Society for Healthcare Epidemiol-
ogy of America (SHEA) and Infectious Diseases Society of  
America (IDSA) Strategies to Prevent Central Line-Associated  
Bloodstream Infections in Acute Care Hospitals: 2014  
Update. At that time, the quality of evidence for removal of 
the idle catheter was only deemed of “moderate” quality, 
which indicates limited studies or significant variation in 
studies [9].

Various well-known measures, such as procedures and 
protocols in hospital, have been established to eliminate 
CLABSI. Examples include avoidance of vascular catheters 
in the femoral area in obese patients as well as perform-
ing appropriate hand hygiene and using aseptic technique 
throughout insertion; all are part of CDC guidance to pre-
vent CLABSI [10]. As healthcare systems implement inser-
tion bundles and checklists, limiting the number of times 
the central line is accessed and ensuring sterilization of the 
caps of the lumens, attention turns to the necessity of the 
central line.

Limiting CVC “days present” is a critical aspect of pre-
vention of CLABSI; if a central line is not present, a patient 
cannot get a CLABSI. Interventions to reduce unnecessary 
CVC use significantly decreases rates of CLABSI, from 24.4 
to 100%; however, there are few studies given over to strate-
gies limiting unnecessary CVC use [11•]. A total of 4.8%  
of catheters days present in the ICU were deemed unneces-
sary in one review [12]. Idle catheters pose significant risk  
for infection: 26.2% of catheters are unused after intensive  
care unit (ICU) discharge [13]. 63% of patients with  
CVC had at least 1 day of idleness [14]. Mean dwell time is 
longer once patients leave the ICU: on average, they dwell 
for 8 days (range 3–15), compared to 4 days (2–7) in the ICU 
[12]. Patients also may have retained CVC despite having 
a working peripheral intravenous access, with 3.4 days of 
overlap in one study [14]. Continued infusion of parenteral 
antibiotics is usually utilized as the reason for continued 
presence. While there are complex patient care issues at 
play, the convenience of the central line for blood draws 
and continued infusions should not be a factor in its contin-
ued presence.

One study demonstrated that 8.3% of physicians and 
nurses were unaware of the CVC clinical necessity in non-
ICU settings, while 21.2% of clinicians were completely 
unaware of the CVC presence through all levels of care [12, 
15]. One of the obstacles to overcome to achieve timely 
removal of unnecessary central lines is that some provid-
ers are unaware that their patient has a central line in place. 
This lack of awareness was more common in clinical areas 

outside the ICU, and peripherally inserted central catheter 
(PICC) lines were the type of CVC that providers were most 
frequently unaware of; teaching attendings and hospitalists 
were more frequently unaware of the presence of CVCs 
than interns and residents (25.8% and 30.5%, respectively, 
vs. 16.4%). Critical care physicians were more likely to be 
aware of CVC presence than general medicine physicians 
(12.6% vs. 26.2%; P = 0.003) [15].

Limiting days present for CVC is as an essential adjunct 
to other CLABSI prevention tools. Themes identified as bar-
riers for timely removal include catheter data are hard to find 
or inaccurate; catheter removal is not a priority; confusion 
exists over who has the authority to remove catheters or who 
“owns” the catheter; there is a lack of awareness, as well as 
agreement, on indications for removal; and communication 
barriers amongst clinicians create challenges [16••]. Inter-
ventions frequently target several of these themes. Concepts 
addressed here are line audits, safety culture, and alterna-
tive lines as these are the primary motifs in the literature to 
address limiting the days present of CVC.

Daily Audits

Daily review of central line necessity by an interdisciplinary 
team is one of the five standard practices to mitigate risk 
of CLABSI [17, 18]. Discussion of device presence only 
occurs in approximately 50% of audited rounds in the ICU 
[18]. The risk of infection increases with extended dura-
tion of the CVC; thus, one critical intervention is employing 
a strategy to discuss clinical indication for necessity and 
promptly remove unnecessary CVCs [19]. One study that 
implemented the utilization of an evidence-based checklist 
in daily rounds found their ICU’s percentage of unnecessary 
CVC days dropped from 51 to 26% [20]. They also found 
that the CLABSI rate decreased concurrently, though admit 
that other factors, including improvement in hand hygiene 
compliance, may also play a role in the infection reduction 
[20].

Another study used the “On the CUSP: Stop BSI” pro-
gram and the CLABSI Prevention Bundle [21]. One key 
feature of the program was creating a daily goal regarding 
removal of the CVC, supporting the daily assessment of line 
necessity. Unit leaders were responsible for reporting adher-
ence to the program and central line removal on a monthly 
basis [21]. The results demonstrated an estimated 21.7 fewer 
line days compared with the baseline by the 6th quarter of 
participation. They acknowledged that although a patient 
may have a  CVC removed, the 'line days' may not reflect 
this due to the CVC days counted as one day even if the 
line is removed early in the day and also may have multi-
ple venous catheters [21]. The study also demonstrated a 
decrease in CLABSI rate immediately after the first quarter 
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of interventions, and a 43% reduction after 18 months at the com-
pletion of the program (10 quarters); this corresponded also to a 
reduction of 4% of days present by the end of the program [21].

Audits may not always be successful in decreasing days 
present, but may impact CLABSI regardless. Leadership 
implementation of a program called “health care failure 
mode and effect analysis” (HFMEA) which analyzes central 
line insertion, maintenance, and removal practices empha-
sized the discussion of CVC necessity during daily rounds 
and implemented an updated worksheet for team members to 
use from patient to patient [22]. After the implementation of 
HFMEA, the data showed that the CLABSI rate was reduced 
from 2.6 to 0.8; however, there was essentially no change in 
the CVC rate [22]. As previously noted, the CDC checklist 
for prevention of CLABSI includes performing daily audits 
to assess whether each central line is still needed [10] While 
in this HFMEA project, they instituted their own worksheet, 
utilization of a worksheet or checklist that can be individual-
ized to each institution is essential for CLABSI prevention 
as well as limiting excess days present. These checklists may 
also help ensure the line is actually removed if it is unneces-
sary, something that may not occur despite the audit.

Multidisciplinary Rounds

Ideally, the patient’s nurse and their medical providers would 
communicate during daily rounds and jointly assess the 
necessity of the CVC. Several qualitative studies reviewed 
demonstrated similar findings that there are several barri-
ers to this interdisciplinary communication. Interviews and 
direct observations revealed nurses were often unable to 
attend team rounds and discuss line presence due to higher 
patient care ratios, workload, or timing and awareness of 
physician rounds [16••, 17, 23•]. Non-ICU nurses encounter 
greater challenges with communication as most are consid-
ered open units, meaning physician teams have patients on 
several floors of the hospital, leading to difficulty aligning 
schedules [17, 23•]. More studies need to be done to provide 
data surrounding the open units in non-ICU areas.

One ICU-based program created a toolkit to improve 
nursing presence and communication during rounds within  
the ICU. The study utilized Lean Six Sigma health care prin-
ciples which involved the application of A3 Thinking, PDCA 
(Plan-Do-Check-Act), and DMAIC (Define, Measure, Ana-
lyze, Improve, Control) methodologies [24•]. This format  
created a system where nurses were notified based on a  
schedule of rounds, physicians required nursing input, and 
an action plan for the patient was created prior to moving 
to the next room. Nursing attendance in rounds increased 
to 91.0% and also resulted in increased communication and 
engagement from nurses to physicians [24•]. This study 
method can be used in future studies to verify validity in 

decreasing the rate of unnecessary CVCs; however, this did 
not correlate if this type of toolkit can be utilized in the 
reduction of patient harm or line days [24•].

Utilizing the Electronic Health Record

Approximately 20% of healthcare workers are unaware of 
their patient’s CVC, and some clinicians claim that they had 
a lack of awareness of the CVC due to difficulty navigating 
the EHR or lack of electronic documentation due to paper 
usage [16••, 23•]. During physician rounding, another com-
mon communication barrier reported revolved around loca-
tion of CVC information within the EHR. This was termed 
a cognitive complexity due to the increased efforts by clini-
cians to first recall where to locate the necessity informa-
tion, then create a decision about the ongoing need [16••, 
23•]. Nurses reported that when they were available during 
rounds, the discussion regarding CVC access and removal 
was not appropriately entered into the EHR which further 
complicated the continuity of care and decisions for future 
team members [17]. There is a necessity to standardize the 
documentation around CVCs as a method to combat incon-
sistent verbal communication [17]. Quinn et al. did suggest 
measures to facilitate improvement between EHR and CVC 
awareness by incorporating alerts based on specified days in 
place, electronic reminders, checklists, and tools for generat-
ing discussions [16••]. Other studies were able to identify 
barriers regarding data identification in the EHR; however, 
they did not give suggestions or test strategies to improve 
this process.

Reminder systems may take the many formats: verbal, 
written, infographics, printed, electronic, and embedded in 
the EMR; seven of fourteen studies in a systematic review 
included daily reminders [11•]. Reminder systems can be 
implemented to help raise awareness of lines and aid in 
appropriate removal. These reminders can prompt staff to 
conduct a daily assessment of need to assess for appropri-
ateness of line use, which we have already addressed. This 
remains an area for addressing, and as attention towards uti-
lizing the EHR in a human factors engineering approach to 
work smarter, utilizing reminders or other tools within the 
EHR is critical. It is also relevant to acknowledge physicians 
and nurses, including infection preventionists, frequently 
have different views or settings to their EHR, which limits 
generalizability of some of the functions within the EHR.

Safety Culture: It Starts with Leadership

It is well established that senior management is responsible 
for ensuring the healthcare system supports infection pre-
vention programs that effectively prevent HAIs and that all 
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healthcare personnel are adequately trained to ensure they 
can perform their job. It is ultimately the responsibility of 
leadership to ensure evidence-based practices are used, and 
both senior and unit leadership are responsible for holding 
staff accountable for their actions [9].

In the A Framework for Safe, Reliable, and Effective Care 
white paper, the Institute for Healthcare Improvement out-
lines a framework for creating a “system of safety” [25]. 
This framework involves leadership providing feedback to 
staff to demonstrate their commitment to building a safety 
culture. One way to provide this feedback is by sharing the 
CVC device utilization at the unit level. Feedback at the unit 
level was also a critical element of the “On the CUSP: Stop 
BSI” program by “measuring and providing feedback about 
CLABSI rates and results of unit-level patient safety culture 
scores to unit-based improvement teams and senior lead-
ers” [21]. While data is frequently shared with leadership, it 
does not always get presented to frontline staff, leaving them 
blind to how their actions affect patient safety, positively or 
negatively.

The commitment by leadership can be one tool to create 
a culture of safety and demonstrates a priority for removing 
CVCs when no longer necessary. In addition to unit-based 
CVC rounds, some healthcare systems have had success by 
having system-wide daily CVC rounds including unit lead-
ers, infection preventionists, and hospital administrators. 
Including leaders on the “daily interdisciplinary safety hud-
dle” (DISH) and ensuring the leaders helped eliminate barri-
ers after the infection preventionist recommends removal of 
device lead to reduced CLABSI and CAUTI, with estimated 
cost avoidance of $688,050 in a 151-bed community hospital 
[26]. The additional attention from leadership can help to 
overcome barriers that may have been insurmountable to 
frontline staff alone. The financial savings can be a powerful 
incentive for leadership.

Dedicated time for CLABSI-reduction initiatives, sup-
portive by hospital leadership, is critical to success [27, 28]. 
Recognition and celebration of milestones has been noted to 
foster a sense of pride, mission, and value amongst all the 
various stakeholders, including bedside nursing staff [27]. 
Staff champions are a well-recognized feature of many infec-
tion prevention or quality improvement measures which also 
helps drive accountability on a group or unit level, which 
can create a connection between a leadership quality goal 
and the individual units making up that healthcare system.

Policy

Some hospitals may have set a “zero harm” policy as well, 
in an effort to get to the elusive goal of elimination of HAIs. 
There must be written policies to support these HAI reduc-
tion efforts. However, few hospital policies specifically 

address removal or retention of CVCs [29]. Biano found 
that written policies in addition to staff training and staff 
with fewer years of practice increased the knowledge, best 
practices, and positive staff attitudes around CLABSI pre-
vention initiatives. Adding evidence-based best practices, 
such as timely removal of unnecessary CVCs, into a written 
organizational policy can be an important element to imple-
ment best practice more quickly into frontline practice [30•].

As many healthcare systems deploy quality improvement 
and emphasize improving patient care via Lean Six Sigma, 
Team STEPPS, Plan-Do-Study-Act cycles, and other tools 
in attempts to become high reliability organizations, it is a 
worthwhile endeavor for these projects’ successes become 
embedded in policy, driving ongoing improvement efforts 
and no lost ground when the projects are “complete.”

Standardization of care is critical, another acknowledge-
ment of healthcare’s goals towards becoming high reliabil-
ity organizations for whom errors are rare rather than com-
monplace. Written policies establishing standards could be 
helpful: standardize safety huddles or standardize hand offs 
between peers, something that can be achieved via written 
policies at an institution.

Alternative Catheters

To reduce days present for central lines, other lines arise 
as potential targets: get the central line out but place a dif-
ferent kind of line. Midline catheters are vascular access 
devices that are inserted in the peripheral veins of the upper 
extremity. While avoiding the central venous veins but being 
longer and coursing deeper than traditional peripheral cath-
eters, midline catheters are a unique alternative for vascular 
access [31]. Midline catheter programs are used by hospi-
tals to avoid CLABSIs and associated financial penalties, 
an attractive benefit for any healthcare system [31]. Midline 
catheters can be associated with significantly fewer central 
line days, as well as significant cost savings (insertion of a 
midline being < $90), with multiple teams possibly being 
utilized for their placement (house staff, vascular access 
nurses, interventional radiology) [32–34].

Pathak showed that in their community hospital, they 
were able to decrease the incidence of CLABSI with imple-
mentation of CDC-based recommendations, including 
a CVC insertion and maintenance bundle, but achieved a 
greater and statistically significant decrease in CLABSI 
with the addition of a midline program led by a vascular 
access team. CLABSI rate was 0.289% pre-intervention and 
decreased to 0.047% post intervention [35].

Similarly, DeVries et al. demonstrated that a midline 
catheter program can decrease CLABSI when coupled 
with device selection algorithms. In their organization, 
the midline program was launched to reduce unnecessary 
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central line days and decrease CLABSI. During the first 
2 years of the program, there were zero blood stream infec-
tions associated with a midline [36]. Complications in the 
midlines were as follows: dislodgment rates were similar 
between PICCs and midlines (7% versus 8%) and better 
than what was seen with peripheral IVs (14%). Infiltration 
rates were lower in midline catheters (1.4%) than periph-
eral catheters (17%) [36].

Midline catheters, when appropriately selected, can be 
a safe alternative to CVC. Mustaq et al. sought to evaluate 
the incidence of bloodstream infections and other compli-
cations related to the use of midline catheters compared 
to CVC. In a retrospective review of 411 patients across 
12 hospitals, more BSIs were seen in patients with a CVC 
(10/282) versus a midline catheter (1/411) (3.5% versus 
9.2%; P = 0.0008). However, more mechanical complica-
tions were associated with midline catheters (2.6% versus 
0.3% in CVC). The most common mechanical compli-
cation occurring in midline catheters was leakage [37]. 
Midline catheters have decreased rates of phlebitis and 
bloodstream infection when compared to peripheral IVs 
and CVCs respectively. A review noted the incidence of 
bloodstream infection in midline catheters in the range 
of 0.2–2.5% and found midline catheter programs result 
in decreased CLABSI overall [38]. While midlines were 
more likely to be associated with mechanical complica-
tions, serious complications like CLABSI and thrombo-
sis are not significantly different in midlines compared to 
CVC (including PICCs and other CVCs) [34, 39].

Sween et al. through a quality improvement project, 
decreased utilization of multilumen PICC catheters by 
modifying the electronic order for PICCs, defaulting PICC 
line orders to a single lumen and adding an informational 
screen to help providers select the appropriate line, which 
included the choice of a midline catheter. The program 
decreased the incidence of multilumen PICCs with a 
downward trend in CLABSI related PICCs, but not a sta-
tistically significant decrease [40].

A midline program, at its core, decreases CLABSI by 
reducing the use of central lines. Literature supports a 
decrease in CLABSI in midline catheters when coupled 
with other CLABSI reduction strategies, such as inser-
tion and maintenance bundles and device selection strate-
gies. Studies to better define indications for use, optimal 
insertion technique, and best care and maintenance prac-
tices for vascular access are needed [31]. Larger studies 
are needed to weigh benefit of reduced CLABSI versus 
increased mechanical complications in midline catheters 
[37]. Institution wide improved vascular access decision 
making is needed overall, to include the consideration of 
midline catheter program as a tool [38]. Institutions should 
consider midline catheters as a tool in multilevel vascular 
access strategy.

Avoid CVC Placement

To avoid any days present of CVCs and thus CLABSIs, it is 
also worth recognizing whether the most appropriate venous 
access point was utilized upfront. The Michigan Appropri-
ateness Guide from Intravenous Catheters (MAGIC) outlines 
standards for placing a PICC, as there was significant vari-
ation in provider’s knowledge about appropriate indications 
for vascular access, as well as presence of the devices. The 
implication and potential broad application of these guide-
lines help quantify appropriate use of venous access devices 
and therefore improve quality and safety of venous access 
in hospitalized adults [41••]. Many CVCs may be placed 
due to reported difficulty in vascular access in particular 
patients; however, ultrasound guided peripheral IVs also 
remain a good alternative in patients with difficult venous 
access [11•].

Conclusions

There is significant work to do regarding awareness of the 
idle CVC but the tools exist: improved communication and 
awareness, potentially via the EHR; awareness of alterna-
tive lines and guidelines on which vascular access may be 
most appropriate; and promotion of a safety culture. As 
low hanging fruit for CLABSI prevention is (or should be) 
standard of care in the modern era, it is time to tackle these 
more complex issues. CVC removal to prevent CLABSI is 
an obvious solution with complex interventions, but tools 
exist for improvement in reducing days present and decrease 
CLABSI rates.

Compliance with Ethical Standards 

Conflict of Interest ASMB, DH, GV, and PB all declare no conflicts 
of interest.

Human and Animal Rights and Informed Consent This article does not 
contain any studies with human or animal subjects performed by any 
of the authors.

References

Papers of particular interest, published recently, have 
been highlighted as:  
• Of importance  
•• Of major importance

 1. U.S. Department of Health and Human Services. National 
Action Plan to Prevent Health Care-Associated Infections: Road 
Map to Elimination. April 2013. Available at: https:// health. gov/ 

Page 5 of 7    23Current Infectious Disease Reports (2021) 23: 23

https://health.gov/our-work/health-care-quality/health-care-associated-infections


1 3

our- work/ health- care- quali ty/ health- care- assoc iated- infec tions. 
Accessed 13 July 2021.

 2. Cardo D, Dennehy PH, Halverson P, Fishman N, Kohn M, 
Murphy CL, Whitley RJ. HAI Elimination White Paper Writ-
ing Group. Moving toward elimination of healthcare-associated 
infections: a call to action. Infect Control Hosp Epidemiol. 
2010;31(11):1101–5.

 3. Umscheid CA, Mitchell MD, Doshi JA, Agarwal R, Williams K, 
Brennan PJ. Estimating the proportion of healthcare-associated 
infections that are reasonably preventable and the related mortal-
ity and costs. Infect Control Hosp Epidemiol. 2011;32(2):101–14.

 4. Castlight and The Leapfrog Group. Healthcase-Associated Infections. 
https:// www. leapf roggr oup. org/ sites/ defau lt/ files/ Files/ Leapf rog- 
Castl ight% 202018% 20HAI% 20Rep ort. pdf. Accessed 13 July 2021.

 5. Burnham JP, Rojek RP, Kollef MH. Catheter removal and out-
comes of multidrug-resistant central-line-associated bloodstream 
infection. Medicine (Baltimore). 2018;97(42):e12782.

 6. Agency for Healthcare Research and Quality. Infections Avoided, 
Excess Costs Averted, and Changes in Mortality Rate. https:// 
www. ahrq. gov/ hai/ cusp/ clabsi- final- compa nion/ clabs icomp 4c. 
html. Accessed 13 July 2021.

 7. Zimlichman E, Henderson D, Tamir O, Franz C, Song P, Yamin 
CK, et al. Health care–associated infections: a meta-analysis of 
costs and financial impact on the US health care system. JAMA 
Intern Med. 2013;173(22):2039–46.

 8. Climo M, Diekema D, Warren DK, et al. Prevalence of the use of 
central venous access devices within and outside of the intensive 
care unit: results of a survey among hospitals in the prevention 
epicenter program of the Centers for Disease Control and Pre-
vention. Infect Control Hosp Epidemiol. 2003;24(12):942–5.

 9. Marschall J, Mermel LA, Fakih M, Hadaway L, Kallen A, 
O’Grady NP, et al. Strategies to prevent central line-associated 
bloodstream infections in acute care hospitals: 2014 update. 
Infect Control Hosp Epidemiol. 2014;35(S2):S89-107.

 10. Centers for Disease Control and Prevention. Checklist for Central 
Line Associated Bloodstream Infections. https:// www. cdc. gov/ 
hai/ pdfs/ bsi/ check list- for- CLABSI. pdf. Accessed 13 July 2021.

 11.•• Xiong Z, Chen H. Interventions to reduce unnecessary central 
venous catheter use to prevent central-line–associated blood-
stream infections in adults: a systematic review. Infect Control 
Hosp Epidemiol. 2018;39(12):1442–8.

 12. Zingg W, Sandoz L, Inan C, Cartier V, Clergue F, Pittet D, et al. 
Hospital-wide survey of the use of central venous catheters. J 
Hosp Infect. 2011;77:304–8.

 13. Burdeu G, Currey J, Pilcher D. Idle central venous catheter-days 
pose infection risk for patients after discharge from intensive 
care. Am J Infect Control. 2014;42(4):453–5.

 14. Tejedor SC, Tong D, Stein J, Payne C, Dressler D, Xue W, et al. 
Temporary central venous catheter utilization patterns in a large 
tertiary care center tracking the “idle central venous catheter.” 
Infect Control Hosp Epidemiol. 2012;33(1):50–7.

 15. Chopra V, Govindan S, Kuhn L, Ratz D, Sweis RF, Melin N, 
et al. Do clinicians know which of their patients have central 
venous catheters? A multicenter observational study. Ann Intern 
Med. 2014;161(8):562–7.

 16.••Quinn M, Ameling JM, Forman J, Krein SL, Manojlovich 
M, Fowler KE, et  al. Persistent barriers to timely catheter 
removal identified from clinical observations and interviews. 
The Joint Commission Journal on Quality and Patient Safety. 
2020;46(2):99–108.

 17. Thate JA, Couture B, Schnock KO, Rossetti SC. Information needs 
and the use of documentation to support collaborative decision-
making: implications for the reduction of central line–associated 
blood stream infections. CIN: Computers, Informatics, Nursing. 
2021;39(4):208–14.

 18. Chapman LB, Kopp KE, Petty MG, Hartwig JL, Pendleton  
KM, Langer K, et  al. Benefits of collaborative patient 
care rounds in the intensive care unit.  Intensive Crit Care 
Nurs. 2021;63:102974.

 19. Lutwick L, Al-Maani AS, Mehtar S, Memish Z, Rosenthal VD, 
Dramowski A, et al. Managing and preventing vascular catheter 
infections: a position paper of the international society for infec-
tious diseases. Int J Infect Dis. 2019;84:22–9.

 20. Ilan R, Doan J, Cload B, Squires M, Day A. Removing nones-
sential central venous catheters: evaluation of a quality improve-
ment intervention. Canadian Journal of Anesthesia/Journal cana-
dien d’anesthésie. 2012;59(12):1102–10.

 21. Weeks KR, Hsu Y, Yang T, Sawyer M, Marsteller JA. Influence 
of a multifaceted intervention on central line days in intensive 
care units: results of a national multisite study. Am J Infect Con-
trol. 2014;42(1):s197-202.

 22. Chandonnet CJ, Kahlon PS, Rachh P, DeGrazia M, DeWitt EC, 
Flaherty KA, et al. Health care failure mode and effect analysis to 
reduce NICU line–associated bloodstream infections. Pediatrics. 
2013;131(6):e1961–9.

 23.•   Manojlovich M, Ameling JM, Forman J, Judkins S, Quinn M, 
Meddings J, et al. Why don’t we talk about catheters? Contextual 
barriers to communication between physicians and nurses about 
appropriate catheter use. Am J Crit Care. 2019;28(4):290–8.

 24.•   O'Brien A, O'Reilly K, Dechen T, Demosthenes N, Kelly V,  
Mackinson L, et al. Redesigning rounds in the ICU: standardizing 
key elements improves interdisciplinary communication. Jt Comm 
J Qual Patient Saf. 2018;44(10):590–8.

 25. Frankel A, Haraden C, Federico F, Lenoci-Edwards J. A frame-
work for safe, reliable, and effective care. Cambridge: Institute for 
Healthcare Improvement and Safe & Reliable Healthcare. 2017.

 26. Mena Lora AJ, Ali M, Krill C, Spencer S, Takhsh E, Bleasdale 
SC, et al. Impact of a hospital-wide huddle on device utilization 
and infection rates: a community hospital’s journal to zero. J 
Infect Prev. 2020;21(6):228–33.

 27. Erdei C, McAvoy LL, Gupta M, Pereira S, McGowan EC. Is zero 
central line–associated bloodstream infection rate sustainable? 
A 5-year perspective. Pediatrics. 2015;135(6):e1485–93.

 28. Owings A, Graves J, Johnson S, Gilliam C, Gipson M, Hakim 
H, et al. Leadership line care rounds: Application of the engage, 
educate, execute, and evaluate improvement model for the pre-
vention of central line–associated bloodstream infections in chil-
dren with cancer. Am J Infect Control. 2018;46(2):229–31.

 29. Chopra V, Kuhn L, Ratz D, Flanders SA, Krein SL. Vascular 
nursing experience, practice knowledge, and beliefs: results from 
the Michigan PICC1 survey. J Hosp Med. 2016;11:269–75.

 30.•   Biano A, Coscarelli P, Carmela GAN, Pileggi C, Pavia M. The 
reduction of risk in central line-associated bloodstream infec-
tions: knowledge, attitudes, and evidence-based practices in 
health care workers. Am J Infect Control. 2013;41(2):107–112.

 31. Chopra V, Kaatz S, Swaminathan L, Boldenow T, Synder A, 
Burris R, et al. Variation in use and outcome related to midlines 
catheters: results from a multicentre pilot study. BMJ Qual Saf. 
2019;28:714–20.

 32. Deutsch GB, Sthyanarayana SA, Singh N, Nicastro J.  
Ultrasound-guided placement of midline catheters in the surgical 
intensive care unit: a cost-effective proposal for timely central 
line removal. J Surg Res. 2014;191(1):1–5.

 33. Tripathi S, Kumar S, Kaushik S. The practice and complica-
tions of midline catheters: a systematic review. Crit Care Med. 
2021;49(2):e140–50.

 34. Adams DZ, Little A, Vinsant C, Khandelwal S. The midline 
catheter: a clinical review. J Emerg Med. 2016;51(3):252–8.

 35. Pathak P, Sumalatha G, Jairam F, Hinton K. A vascular access 
and midlines program can decrease hospital-acquired central 

23   Page 6 of 7 Current Infectious Disease Reports (2021) 23: 23

https://health.gov/our-work/health-care-quality/health-care-associated-infections
https://www.leapfroggroup.org/sites/default/files/Files/Leapfrog-Castlight%202018%20HAI%20Report.pdf
https://www.leapfroggroup.org/sites/default/files/Files/Leapfrog-Castlight%202018%20HAI%20Report.pdf
https://www.ahrq.gov/hai/cusp/clabsi-final-companion/clabsicomp4c.html
https://www.ahrq.gov/hai/cusp/clabsi-final-companion/clabsicomp4c.html
https://www.ahrq.gov/hai/cusp/clabsi-final-companion/clabsicomp4c.html
https://www.cdc.gov/hai/pdfs/bsi/checklist-for-CLABSI.pdf
https://www.cdc.gov/hai/pdfs/bsi/checklist-for-CLABSI.pdf


1 3

line-associated bloodstream infections and cost to a community-
based hospital. Ther Clin Risk Manag. 2018;14:1453–6.

 36. DeVries M, Lee J, Hoffman L. Infection free midline catheter 
implementation at a community hospital (2 years). Am J Infect 
Control. 2019;47:1118–21.

 37. Mustaq A, Bhagyashri N, Kaur M, Krishna A, Saleem A, Rana 
N, et al. Comparison of complications in midlines versus central 
venous catheters: are midlines safer than central venous lines? 
Am J Infect Control. 2018;46:788–92.

 38. Cawcutt K, Hankins R, Micheels T, Rupp M. Optimizing 
vascular-access device decision-making in the era of midline 
catheters. Infect Control Hosp Epidemiol. 2019;40:674–80.

 39. Xu T, Kingsley L, DiNucci S, Messer G, Jeong JH, Morgan 
B, et al. Safety and utilization of peripherally inserted central 

catheters versus midline catheters at a large academic medical 
center. Am J Infect Control. 2016;44(12):1458–61.

 40. Sween J, Lowrie A, Kirmse J, Laughlin R, Wodziak B, 
Sampathkumar P, et al. A quality improvement project to 
decrease utilization of multilumen peripherally inserted cen-
tral catheters. 2021;42:222–4.

 41.•• Chopra V, Flanders SA, Saint S, Woller SC, O'Grady NP, Safdar 
N, et  al. The Michigan Appropriateness Guide for Intrave-
nous Catheters (MAGIC): results from a multispecialty panel 
using the RAND/UCLA appropriateness method. Ann Intern 
Med. 2015;163(6_Supplement):S1–40.

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Page 7 of 7    23Current Infectious Disease Reports (2021) 23: 23


	Reducing Central Line Associated Bloodstream Infections (CLABSIs) by Reducing Central Line Days
	Abstract
	Purpose of Review 
	Recent Findings 
	Summary 

	Introduction
	Daily Audits
	Multidisciplinary Rounds
	Utilizing the Electronic Health Record
	Safety Culture: It Starts with Leadership
	Policy
	Alternative Catheters
	Avoid CVC Placement
	Conclusions
	References


