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Background

Number of 
patients

Number of 
infants less than 

29 weeks GA

• NI Task Force began Feb 2019
• Multidisciplinary group 

dedicated to working on 
improving infection rates

• Implementation of initiatives
• End of year data reflect 

improvement
• In 2020 new initiatives began



2019

2020

PICC management algorithm

Scrub the Hub campaigns

Hand hygiene

Line care plans

PICC management algorithm v2

Dedicated PICC education campaigns

Cord care policy

Quality news



CLABSI Rates 
November 2019 – December 2020
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PICC management 
algorithm
• Introduced March 

2019
• Revised March 2020



PICC audits
• Audit 117 PICCs in 3 of 4 quarters
• Data presented in quarterly updates to unit staff
• Audit team compromised of RN or MD
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PICC Audits (November - December 2020)



PICC education

StatSeal is placed only over the 
insertion site. StatSeal in any 
other area must be cleaned off 
prior to application of 
Tegaderm. 

Steri-Strips are placed in 
sequential fashion to stabilize 
the external catheter, hub, and 
wings.

The wings should be secured 
flush with the skin. Any lifting of 
the wings can compromise the 
integrity of the Tegaderm and 
therefore of the PICC itself.

Tegaderm protects the entire 
PICC site and all of its 
components. It is imperative 
that the PICC inserter ensures 
the Tegaderm does not create a 
circumferential dressing.  

When the PICC is inserted at or 
near a mobile area, such as a 
joint, the inserter should 
thoughtfully consider placement 
of the Tegaderm so that 
movement does not rub and lift 
the edge of the dressing, 
compromising its integrity.

On daily clinical rounds: RNs should report PICC integrity (good, or needs assessment), and MD/NPs should enquire about PICC dressings.
Any concerns about the PICC dressing integrity should be managed using the PICC Management Algorithm.



Cord care data

In 2020, we had 7 umbilical line related infections
• 6/7 pre Cord Care policy, 1/7 post Cord Care policy (instituted July 2020)
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Infection Kills   1 

What can we do to 
prevent the spread? 
The first thing we need to do is think about 
all of the sources of humidity and moisture 
that we interact with daily. What is 
potentially harmful? 
Remember, hand hygiene is one of the most 
effective ways to break the chain of infection 

transmission. 
 
• Ask yourself: Is this water safe to be used on an infant? 

• Make it a habit not to use open bottles of sterile water left from the 
previous shift. Remember to discard unused fluids from your shift. 

• Remember not to double dip gauze in the bottle of sterile water; rather, 
pour water onto gauze.   

• Also discard unused portions of the following at the end of your shift: 
sterile water, open Vaseline, and Mepitel. Do not double dip dirty hands 
in diaper creams. 

• Incubators have a lot of humidified water and should be changed at least 
q7 days or PRN.  If you are unable to change incubator, (New) you are 
required to change the humidity tray and instill a new bottle of 
water.  

 

 

• Follow incubator humidity guidelines to reduce rainout. Open a new 
bottle of sterile water each time you refill the humidity tray (discard 
water bottles after use, even if partially full). 

• Dump bath water in soiled utility dump sink ONLY. (New) Do not reuse 
bath basins (leave in dirty utility room for processing). Use a new basin 
each time. 

• Corrugated suction tube is to be changed q24 hours on nightshift; 
please document the change when completed. Suction canisters are to 
be changed q72 hours; please affix a label on top. 

Serratia: what is it? 
Serratia Marcescens is a 
gram-negative bacillus that 
occurs naturally in soil and 
water and produces a red 
pigment at room 
temperature. It is 
associated with urinary and 
respiratory infections, 
septicemia, wound 
infections, eye infections, 
and meningitis.  
 

Where is it found? 
It prefers damp conditions 
and is commonly found 
growing in sinks and 
bathrooms where it 
manifests as a pink-orange 
slimy film. Water is 
definitely a source.  
 
 
Unit trends 
We currently have two 
patients with Serratia 
colonization. When we 
have these patients in our 
unit, Infection Prevention 
and Control (IPAC)will 
determine whether they 
require the unit to be 
screened to determine if 
there any new cases.  
 
A full unit screen was done 
December 1, 2020 for all 
organisms MRSA, Serratia, 
VRE, and ESBL 
IPAC will alert to any new 
findings. 
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Example of a dirty incubator, which was last changed 4 days prior. 
Visibly dirty incubators should be changed as needed prior to 7 days. 
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Impact of COVID-19 Pandemic
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Mar 18-25: Protection of stock. Cleaning supplies and 

hand sanitizers were removed from common areas. 

Hand sanitizer units in patient rooms decreased to 2. 

May 3: No hand sanitizer solution available to re-stock 

wall mounted dispensers. Delays in re-filling empty 

dispensers; several remained empty.

May 12: Decommissioning of several 

hand sanitizer units across the NICU.

Jun 8: Emergency NI Task Force meeting.

Jun 9: Hand sanitizer availability in the NICU doubled.

Jun 10: Decommissioned hand sanitizer units re-activated. 

Daily 4 hour hand hygiene audits initiated. Workflow for 

replacement of empty dispensers streamlined.

Central Line Associated Bloodstream Infections November 2019 – September 2020



Lessons 
learned

Continuous QI
• Ongoing, frequent re-education strategies
• ++new staff means frequent education campaigns

Culture change
• Difficulties in incorporating into daily culture, 

especially given unit size

Change fatigue
• How to keep messaging fresh with several other 

initiatives in unit

Importance of frequent data reviews
• Weekly review of data allows early identification of 

trends and deviations
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