Nurse-led Practice Initiative Reduces CLABSI Standardized Infection Ratio (SIR)
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However, CHG was not appropriate for all patients and couldn’t be
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2. Theraworx™ (Antimicrobial Wipes) contains Campus
a self-drying, leave-on cleanser consisting of a
specialized surfactant and skin-healthy

antimicrobial agents: aloe, allantoin, vitamin E
and silver, the primary antimicrobial ingredient.
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catheter insertion.

4. Using a > 0.5% chlorhexidine skin preparation with alcohol
for antisepsis.

5. Minimizing routine catheter replacement.. Frontline staff designed a protocol to deploy evidence-based,
standardized care bundles to improve patient outcomes.
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Implications for Practice
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6. Using antiseptic chlorhexidine impregnated sponge dressings.

CDC Guidelines also recommend adopting bundled care elements
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