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CLABSI Review – ICU, Monash Health Dandenong

Background



What it is: infection from bacteria/fungi via a central line

Types of Lines: CVC, PICC, Tunneled or umbilical

Vessels Monitored: Aorta, vena cava, jugular, subclavian, 

femoral

Timing: Must be met within 7 days

Detection: Organism present + central line on event day or 

day before

 What is Central Line-Associated        
Bloodstream Infection (CLABSI)
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From: Central Venous Catheter Insertion
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Mechanism of Infection
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Why CLABSI Surveillance Matters?

Helps track burden, 
trends, risks, and 

intervention 
outcomes

Enables benchmarking 
through standardised data

Increases hospital 
stay, antibiotic use 
and patient risk

Supports prevention 
strategy assessment

Critical for improving 
safety and reducing 
infections
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Achieve and 

maintain zero 

CLABSI cases

Establish 

sustainable 

monitoring systems

Objectives

Zero CLABSI 

incidence

Enhance staff 

education and 

engagement

Improve compliance 

with Infection 

prevention 

procedures



Hand 
hygiene 

compliance

CVAD 
maintenance 

protocols

Problem Identification
KEY ISSUES IDENTIFIED

CHG Daily 
Wash



11

Problem Identification
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Actions Taken

Multidisciplinary 
Approach

Evaluate Engage

Educate and Execute



Educate and Execute

HAND HYGIENE
CVAD INSERTION 

KIT

SCRUB THE HUB

APPROPRIATE SITE CHG DRESSING

DRESSING CHANGES FLUSHINGCHG DAILY WASH PROMPT REMOVAL 

ASEPTIC 

TECHNIQUE



Results / Evaluation
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Policies don’t prevent infections. PEOPLE DO. 

Conclusion



Future Directions

Continued 
Education

Goal: Long-term 

CLABSI 

Prevention

Sustainability through:

Regular 
Audits

Staff 
engagement 
strategies
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Thank you!
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