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Central lines are indispensable in hospital care. The main complication resulting from their use is central line-associated

bloodstream infection (CLABSI). CLABSI is one of the most frequent healthcare-associated infections associated with

high costs, morbidity, and potential lethality. Recent studies on CLABSI prevention show that a multifaceted approach

to improving central line insertion and maintenance practices results in decreased CLABSI rates. The question today,

then, is not ‘what to do,” but ‘how to do it.’
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Table 1. Michigan bundle of five memorizable items for
preventing central line-associated bloodstream

Hand washing

Using full barrier precaution

Cleaning the skin with chlorhexidine
Avoiding the femoral site when possible
Removing unnecessary catheters
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