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What is a collaborative?

• The collaborative approach brings 

together groups that share a commitment 

to making significant & rapid changes that 

produce breakthrough results.

• The method relies on spread and 

adaptation of existing knowledge to 

multiple settings to accomplish a 

predetermined goal.

http://www.ihi.org/IHI/Topics/Improvement/ImprovementMethods/HowToImprove/

Improvement Methodology

Rapid cycles of testing

Background

• In October 2004, members from 8 

Canadian pediatric intensive care units 

participated in the ICU Collaborative 

Learning Session

• Attrition rate of 33% before one year goal

• 1 team joined in June of 2005

• Completing teams:

Aim and Goals/Objectives

• Aim:

To reduce the incidence of catheter related 

blood stream infections (CRBSI) within 

Canadian PICUs

• Goals/Objectives:

To reduce the incidence of CRBSIs by 20% 

to 50% within 12 months (October 2005)

CRBSI Improvement Bundles

Insertion Bundle
• Hand Hygiene

• Maximum Barrier 

Precautions (Inserter & 

Patient)

• Chlorhexidine for Skin 

Prep

• Site selection

Maintenance Bundle
• Hand Hygiene

• Standardized Hub Antisepsis 

• Standardized Accessing of 

Line
– Line set-up

– Accessing hubs

– Dressing &  tubing changes

• Daily Reviewing of Line 

Necessity

Changes Tested
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Baseline

Stream

Education

Stream

Establish current reality

Adoption of insertion

& maintenance bundles

Adoption of CDC definition

Handwashing campaign

Moving to a culture 

of safety

Celebrating successes!

Developing staff clinical 

champions

Increased understanding of

ICU Collaborative & process

Awareness of current reality

Awareness of importance

Of CVC infections

Creating controversy through transparency!



CACCN Dynamics 2008: 

Success of a National Pediatric Critical Care Collaborative in Reducing Central Line Blood 

Stream Infections: An Update on Our Progress

By: T. Northway, J. Plouffe & E. Folz

A
P

S
D

A
P

S
D

A
P

S
D

D S

P A

A
P

S
D

A
P

S
D

A
P

S
D

D S

P A

S
pe
ci
fi
c 
T
es
t C
yc
le
s

Changes TestedChanges Tested

Insertion

Stream

Maintenance

Stream

Creation of insertion bundle

•Hand hygiene

•Full barrier precautions
•Site selection

•Cleansing solution change

Standardize equipment:
Creation of vascular access tray

Standardize equipment:

Creation of line insertion cart

Create line insertion checklist

Culture shift: RNs halting insertion

if insertion bundle violated

LetLet’’s make it easy to do the right thing & difficult to do the wrongs make it easy to do the right thing & difficult to do the wrong thing!thing!

Daily Goal Sheet to review 

line necessity 

Standardized data collection 

CVC Maintenance Bundle:

•Hand hygiene

•Line set-up (closed system)

•Dressing & tubing changes

• Standardized cleansing solution

CVC maintenance OSCE 

station at annual RN 

competency validation days

Lessons Learned

• Culture shifting � “Finding Religion”
– Believe in your message

– Get everyone on board early - this is OUR patient and 
we are a TEAM

– It is OUR problem so assist staff in being part of the 
solution… not just feeling they are a part of the 
problem

– ALL users need to be educated

– Egos need to be minimized/collaboration needs to be 
encouraged

– Education regarding “Patient Safety”… it is NOT the 
flavour of the month

– Set time aside to communicate with entire team…
NEVER underestimate the power of 1:1 dialogue

Lessons Learned

• Adapting to improvement process is difficult:
– Orientate team on improvement process… Research 

vs Improvement Process

– Find out what team know…

evidence base practice is 

not always believed

– Learn from others which 

equals… “Sharing & Stealing”

– Believe in your message

– Adopting change is an ongoing process

– Measurement and evaluation are important (and 
ongoing)… ongoing vigilance by everyone

– Constraining practice decreases variability in practice

Lessons Learned

• Maintaining the momentum is challenging due to time 
limitations, fiscal constraints & fatigue
– Set realistic goals

– Strategically chose your collaborative team 

– Hold regular meetings

– Enter into project with administrative 

support both from a fiscal and manpower 

perspective

– “Adopt an executive” to increase buy-in

– Repetition, repetition in communication 

and cycles will result in change

– Laugh & remember “Patience is a virtue!”

– Celebrate the successes
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