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Discussion 

• Australian vascular access device use 

• How Australia is leading the world in vascular access management 

• What we know now about preventing VAD related infection 

• The role of humans and technology in VAD related infection 
prevention 

• Using science to keep perspective 

• Staying passionate 
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Vascular Access Use 
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VAD Use Comparisons 

• http://www.socialmedianews.com.au/social-media-statistics-australia-june-2015/ 

• http://auspost.com.au/how-australians-travel.html 

• http://www.aihw.gov.au/how-common-is-diabetes/ 

• https://bitre.gov.au/statistics/safety/fatal_road_crash_database.aspx 
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Estimated Device Usage 

• Peripheral Cannulation   13,500,000  

• Central Line Catheter Insertions 187,000  

• PICC Line Insertions   110,000  

• Midline Catheter Insertions  9,500  

• Other Misc Procedures   135,000  

 

• Rickard CM, Marsh NM, Webster J, et al. Intravascular device administration sets: replacement after standard versus prolonged use in hospitalised patients—a study 
protocol for a randomised controlled trial (The RSVP Trial). BMJ Open 2015;5:e007257. doi:10.1136/bmjopen-2014-007257  

• Blacka, J. 2015. Personal communication. 



Device 
Decision 
Making   

Consider need/ 
alternatives & 
benefits/ risks 

Vein size & 
condition 

Indication and 
duration 

Patient position 
during insertion 

Available as 
safety device 

with engineered 
safety feature Size according to 

intended use 

Use shortest and 
smallest gauge to 

meet need  

Compliance w/ 
guidelines/ 
regulations/ 
accreditation 

criteria 

Known/ 
suspected 

sensitivity to 
components 

Device Selection 
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Device Insertion 



Device Insertion: AKA Multiple Opportunities 
and Places To Screw Up 
Device Who Typically Inserts Where Inserted (Location 

by Ward/ Dept) 
Most Common Body Part 
Used 

CVC 
 

Anaesthetists, Intensivists, Emergency 
Room Drs, Some RNs with extended 
practice roles. 

Operating Theatre, Intensive Care, 
Emergency Room,  

Right Internal Jugular vein, Left Internal 
Jugular vein, R & L subclavian vein, right 
& left axillary vein, Right or left femoral  

PICC 
 

RNs with extended practice roles 
(usually but not always) with Vascular 
access teams, 
Anaesthetists, Intensivists, 
Interventional Radiologists. 

Specialist Procedure Rooms,  (usually 
located in ICU, Recovery,  Interventional 
Radiology, ER),Patient’s bed area. 

Right / Left Basilic Vein, Right or Left 
Brachial Vein, Right or Left Cephalic. 

Intraosseous 
 

Every health care professional (RN, MO, 
Paramedic) with their ALS Certificate 
(advanced life support) is expected to 
be able to initiate  IO access.  

Wherever the emergency is  
Pre Hospital & Hospital  

R or L Humeral Head 
R or L Proximal Tibia 
R or L Distal Tibia 
R or L Distal Femur (kids)  

Arterial Line 
 

Anaesthetists, Intensivists & Emergency 
Room Doctors. RNs with extended 
practice roles (generally in ICU / OR) 

Operating Theatres, Intensive Care or 
Emergency Room. 

R & L Radial Artery 
R & L Femoral Artery 
R & L Brachial Artery  

Peripheral IV 
 

RNs & ENs (who are credentialed IV 
Cannulaters) 
Interns, Residents, Registrars, 
Aneasthetists, Emergency Room Drs. 

Wherever the cannula is required  R & L Hand Veins 
R & L Forearm Veins 
R & L Ante cubital Veins 
Leg veins if desperate. 



World Leaders in VAD 
Management 



Care Bundles 

 



Maintenance Bundle +/- Dedicated Trolley 



• Amanda Ullman, Abby Illing, Rachel Edwards, Gerry Fogarty, Tricia Kleidon, Jane Tomlinson (2015): Improving the central venous access devices maintenance process to reduce associated infections in paediatrics: evaluation of a 
practical, multi-faceted quality-improvement initiative. CSIRO Publishing. http://dx.doi.org/10.1071/HI14038. 
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Other Great Initiatives 

• AVATAR Group 
• Securement 

• Dressing 

• Routine replacement of device(s) and 
administration sets 

• OMG 
• Global overview of use, practices and 

outcomes 

 

 



Preventing VAD-related Infection 
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Central Line Associated Bloodstream Infection 
Issues 

• 17% of Australian ICU patients receive CVCs1 

• NSW CLABSI rate around – 1.2/1000 catheter days 

• Some organisations have achieved and maintained zero CLABSI 

• Clinicians do not comply with evidence-based infection control 
practice recommendations 
• compliance with the clinician bundle between 61% to 90% & with the 

patient bundle between 74.1% to 91.8%2 

• overall hand hygiene compliance in Australia is only 78.3% (CI 95% 
78.2-78.3)3 

• Some data regarding line management, securement, access 
and management 

• Little data about organisational culture, incentives 
1. Halton, K. A., Cook, D. A., Whitby, M., Paterson, D. L., & Graves, N. (2009). Cost effectiveness of antimicrobial catheters in the intensive care unit: 

addressing uncertainty in the decision. Critical care, 13, R35. 
 

2. McLaws, M. L., & Burrell, A. R. (2012). Zero risk for central line-associated bloodstream infection: are we there yet? Critical care medicine, 40, 388-393. 
 

3. Hand Hygiene Australia, National Data Period Two, 2013  http://www.hha.org.au/LatestNationalData.aspx Accessed 06/10/2013 

 

 

 

 

http://www.hha.org.au/LatestNationalData.aspx


Source: http://www.clabsi.com.au/ Accessed 24/11/2015 

http://www.clabsi.com.au/
http://www.clabsi.com.au/
http://www.clabsi.com.au/


Lack of long-term reliable CLABSI/1,000 line days 
 data 

• NSW 3.7 (95%CI 2.5-5.3)  

  

• VIC  2.3 (95%CI 1.5-3.3) 

 

• National 0.6 (95% CI 0.2–2.4) 

 
 

McLaws ML, Taylor P J Hosp Infect 2003; 53 (4): 260-268.  

Russo PL, Bull A, Bennett N, et al.. Am J Infect Control 2006;34: 430-6. 

McLaws ML, Burrell A Crit Care Med 2012; 40:388 –393                       

   

 



Simple Facts 

• Fungi as well as gram +ve and gram –ve organisms commonly cause 
CLABSI - Vancomycin-resistant enterococci, Ps. aeruginosa and 
Candida albicans2  

• In one study resistant organisms accounted for 64.4% cultures2 

• ICU CLs may be accessed > 16 times a shift3  
 

 

 

 

Halton, K. A., Cook, D. A., Whitby, M., Paterson, D. L., & Graves, N. (2009). Cost effectiveness of antimicrobial catheters in the intensive care unit: addressing uncertainty in the 
decision. Critical care, 13, R35. 

Cumbo-Nacheli, G., Paz y Mar, H., Cobb, S., de Sanctis, J., & Guzman, J. (2011). CEntral line-associated bloodstream infections (clabsi) in a large medical intensive care unit. CHEST 
Journal, 140, 272A-272A. 

http://www.americannursetoday.com/assets/0/434/436/440/6116/6118/6122/6174/5bf3862f-a647-4391-b3f1-27532fe3f158.pdf Accessed 06/10/2013 
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Treatment Costs & Microbial Costs 

• ~ 3500 Aussies CLABSI each year 

• Excess length of stay 2.4 ICU and 7.5 general ward days 
• ICU bed-day $AUD (2006) 3,021 = $7,250 excess cost per case – $22,128.750 

• Ward bed-day $AUD (2006) 843 = $6,322 excess cost per case – $22,127,000 

• Diagnostic costs – catheter tip & two blood cultures 

• Treatment costs 
• 2 weeks of Vancomycin 

• 10 days of Ticarcillin 

• 4 weeks Fluconazole 

 
Halton, K. A., Cook, D. A., Whitby, M., Paterson, D. L., & Graves, N. (2009). Cost effectiveness of antimicrobial catheters in the intensive care unit: addressing uncertainty in the decision. Critical care, 13, 
R35. 
 



Extraluminal biofilm is the major 
source of CRBSI within the first week 
of catheterization in short-term 
catheters. Extraluminal biofilm is the 
major source of tunnel infections (exit 
site infections) in long-term catheters.  

Intraluminal biofilm is the major 
source of CRBSI after 1 week in both 
short- and long-term catheters. 

Skin 

Vein 

Catheter Hub 

Skin 

EXTRALUMINAL COLONIZATION INTRALUMINAL COLONIZATION 

Microbial Source of CRBSI 

Ryder, MA. Catheter-Related Infections: It’s All About Biofilm. Topics in Adv Practice 
Nursing eJ. 2005;5(3) ©2005 Medscape. Posted 08/18/2005. 
http://www.medscape.com/viewarticle/508109 

SKIN PREP    ASEPTIC TECHNIQUE    DRESSING COATED CATHETERS 



IVD-related BSI Risk Factors 

• Underlying disease 

• Prolonged hospitalization before device 

• Insertion 
– Site (heavily colonized)  and type 

• Catheter management 
– Duration of insertion 
– Colonization of catheter hub from contaminated 

HCW hands 

• Antibiotic use during catheterization 

• Formation of biofilm 



Modifiable Risk Factors 
Characteristic Risk Factor Hierarchy 

  Insertion circumstances Emergency > elective 

  Skill of inserter General > specialized 

  Insertion site Femoral > subclavian 

  Skin antisepsis 70% alcohol, 10% povidone-

iodine > chlorhexidine solutions 

  Catheter lumens Multilumen > single lumen 

  Duration of catheter use Longer duration of use greater 

risk 

  Barrier precautions  Submaximal > maximal 



Risk 
Management 

Standardised 
Insertion 

Technique 

Use of best-fit 
technology/ 

devices/ 
pharmacology for 

line life-cycle 

Education & 
competency 

testing, 
certification 

Process 
Compliance 
Monitoring 

Outcome 
Monitoring 

Sentinel review/ 
case investigation 

Governance/ 
communication/ 

Frontline workers 

Bundles 

Risk Management 
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Risk Factors Unique to Setting Where Line Inserted 
and/or Accessed – Emergency vs Scheduled and 
Ambulatory vs Inpatient 



CLABSIs & Mortality 

Relative risk of hospital mortality 
associated with CR-BSI estimated 
to be 1.06 or absolute increase 

in mortality just under 1% 

 

How does that impact the 
families of the 3500 Australians 
who develop CLABSI each year? 



Prioratised Needs 



Respect For Risks Associated w/ 
Peripheral IVs and Prevention 



Intravascular device use, management, 
documentation and complications 
•  30-80 % of people admitted to hospital receiving a PVC during their 

stay 

• 0.1% or 0.5 per 1,000 catheter days 

• 58.7% (n=321) of patients had one or more vascular devices 
• 190 (86.4%) PVCs, 25 (11.4%) PICCs and 5 (2.3%) CVCs. 

• 22.3% inserted by a doctor,  

• 20.5% by the intravenous service,  

• 10% by trained ward nurses and  

• 47% it was not known who inserted the device.  

New,  Karen A.,  Webster,  Joan,  Marsh,  Nicole M.,  Hewer,  Barbara, and   Hewer,  Barbara (2014). Intravascular device use, management, documentation and complications: a point prevalence survey. Aust. Health Review 38, 345–
349.  http://dx.doi.org/10.1071/AH13111 
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Education & Awareness on 
Infection Risk and Prevention 



Education & Awareness on Infection Risk and 
Prevention 
• Not well addressed in undergraduate courses in Australia – medicine 

and nursing 

• Significant & disproportionate focus to date on hand hygiene 

• National focus on aseptic non-touch technique & competency 

• Patients, families and carers generally unaware of their role in 
prevention and advocacy 

• Slow and random promotion of standardised practice in ICU-setting 
with minimal uptake in non-ICU areas eg. renal, interventional 
radiology, ER and oncology 

• Substantial national research – not translated to the bedside 

 



How Humans and Technology 
Can Prevent VAD-related 
Infection 



Selected Novel Technologies  

• Sutureless securement devices  
• ↓ BSI in 2 studies 

• Dressings 
• Chlorhexidine-impregnated sponge - ↓60%  

• Antimicrobial impregnated catheters 
• 12/16 studies ↓ in CVC-related BSIs ~ 40% 

• Iodine-containing catheter hub  
• Unequivocal results  

• Mechanical Access Valve (MAV) IV Access Systems 
• Patient vs HCW safety 

• Pre-filled syringes 
 
 



New Technical/ Product 
Development 



New Technical/ Product Development 

• Better human factors – usage, storage 

• More attractive design 

• Intuitive & easy to use by ageing workforce (visual cues) 

• Use of forcing functions to prevent misuse 

• Inbuilt alarms 

• Inbuilt compliance monitoring 

• Inclusion of “best practice” information with product 

• Packaging and presentation to enable seamless insertion, maintenance and 
access 

• Product innovation drives guidelines and standards rather than reverse  



Examples of Technology Driven Infection 
Prevention Solutions 
• Easy-to-use skin preparation 

• Ultrasound guided insertion 

• Securement devices 

• Engineered devices eg. Needleless connectors 

• Antiseptic impregnated dressings 

How do we address the issue of biofilm? 

• Nanotechnologies, improved device composition and design 

• ANTISEPTIC AND ANTIMICROBIAL COATED CATHETERS  



Using Science To Keep 
Perspective 



Use of Chlorhexidine and CHG-coated Central 
Venous Catheters 

 



Antimicrobial Catheters 
• Arrowg+ard introduced in 1990 

• External catheter surface impregnated with combination of 
silver sulfadiazine (SSD) and chlorhexidine (Chlorhexidine) 

• Designed to reduce catheter colonisation 

• Demonstrated good in vitro broad spectrum efficacy 

• Subsequent publication of additional in vitro and invivo studies 
as well as economic studies 

• Extended dwell times and greater understanding of CLABSI 
cause lead to 2nd generation 

 



By 2005 
• 19 RCTs, 3 meta-analyses & 2 cost-benefit analyses 

• CDC recommended use of antimicrobial-impregnated CVCs in 
selected clinical situations 

• 13 of the 17 published studies that examined the effect of 
antimicrobial-impregnated CVCs on rates of CVC-related BSI found 
either a statistically significant reduction or a strong trend toward 
a reduction in rates of BSI 

• Evidence that 40% of intravascular device–related BSIs are 
preventable with the use of antimicrobial-impregnated CVCs 

• Support their selective use in situations in which rates of CVC-
related BSI remain unacceptably high despite adherence to 
standard infection-control practices 

• Crnich, C. J., & Maki, D. G. (2005). Are antimicrobial-impregnated catheters effective? When does repetition reach the point of exhaustion? Clinical infectious diseases : an official publication of the Infectious Diseases Society of 
America, 41, 681-685. 

 



Current Recommendations 

Recommended by CDC 

 

Recommended by ANZICs 

 

Recommended by SHEA 

 



Antibiotic/Antiseptic Catheters 
   Use an antimicrobial or antiseptic-impregnated CVC in  adults 

whose catheter is expected to remain in place >5 days if, after 
implementing a comprehensive strategy to reduce rates of 
CR-BSI, the rate has not sufficiently decreased.  

The comprehensive strategy should include the following 3 
components:  
• educating persons who insert and maintain catheters,   

• use of maximal barrier precautions, and   

• a 0.5% chlorhexidine preparation for skin antisepsis during central 
venous catheter insertion. 

         
  

 



ANZICS Antimicrobial central lines 

http://www.anzics.com.au/safety-quality/clab Accessed 06/10/2013 

http://www.anzics.com.au/safety-quality/clab
http://www.anzics.com.au/safety-quality/clab
http://www.anzics.com.au/safety-quality/clab
http://www.anzics.com.au/safety-quality/clab


2014 Compendium Special Approaches    
 

• Implement after assessment when unacceptably high rates occur despite 
high compliance with basic prevention practices 

• Special Approach Technologies: 
• Antiseptic impregnated CVCs in adult patients (I) 

• Consider duration and CLABSI rates 
• CHG containing dressings (I) 

• Unclear as to benefit if daily HG bathing is already established and vice versa 
• Antiseptic-containing hub/connector cap/port protector (I) 

• Effectiveness of 5 second antiseptic scrub is basic practices 
• Antimicrobial locks (I) 

• Balance development of resistance with subtherapeutic drug concentrations 

• Removing special approach technology after return to baseline is a local 
decision 



CVAD Post Insertion Management 

• Single use 2% chlorhexidine 
gluconate in 70% isopropyl alcohol 
solution is the preferred antiseptic 
agent for insertion and dressing of 
CVADs 
• If this is not available, 
chlorhexidine 0.5% in 70% alcohol 
or iodine in alcohol should be used  
• Solutions must not be decanted 
into smaller containers and unused 
portions must be discarded. Where 
a patient demonstrates 
chlorhexidine sensitivity topical 
povidone iodine 10% in 70% 
alcohol may be used 

http://intensivecare.hsnet.nsw.gov.au/icwiki/index.php/CVAD_-
_Recommendation_Statements 

http://intensivecare.hsnet.nsw.gov.au/icwiki/index.php/CVAD_-_Recommendation_Statements
http://intensivecare.hsnet.nsw.gov.au/icwiki/index.php/CVAD_-_Recommendation_Statements
http://intensivecare.hsnet.nsw.gov.au/icwiki/index.php/CVAD_-_Recommendation_Statements


Chlorhexidine Sensitivity 



Chlorhexidine Antiseptic Properties 

• Been used widely as an antimicrobial agent since mid 
1970s 

• Mouth rinses, cosmetics, contact lens solution, skin 
creams 

• Used clinically urinary antiseptic/ lubricant, implanted 
mesh 

• Increasing use in clinical settings – skin preparation 
and hand hygiene solution 

• Broad spectrum of action, rapid acting & persistent 

 

 

 



Safety When Using Chlorhexidine 

• Patient reactions are rare & typically minor 

• Staff safety is not an issue 

• Manufacturers’ instructions should be followed including paying 
attention to label warnings 

 



CHG-Associated Anaphylaxis 

• Chlorhexidine introduced in 1954 

• Adverse reactions (mostly mild and skin related) reported for last 30 
years 

• Type 1 hypersensitivity first reported 1984 

• Over ten years ~ 50 case reports published 

• High rate in Japan 

• Most anaphylaxis related to anaesthesia and surgery 

Nakonechna, A., Dore, P., Dixon, T., Khan, S., Deacock, S., Holding, S., & Abuzakouk, M. (2012). Immediate hypersensitivity to chlorhexidine is increasingly recognised in the United Kingdom. Allergologia et immunopathologia. 

 



 

Jee, R., Nel, L., Gnanakumaran, G., Williams, A., & Eren, E. (2009). Four cases of anaphylaxis to chlorhexidine impregnated central 
venous catheters: a case cluster or the tip of the iceberg? British journal of anaesthesia, 103, 614-615. 

 



The Importance of Checking Packaging and 
Patient History 
• “…as it was not widely appreciated that central lines may be pre-

coated with Chlorhexidine and (as is routine practice) the line was 
handed to us already open, none of us thought to check the package 
insert…” 

• CHG-impregnated CVCs are contraindicated for patients with known 
hypersensitivity 

Stephens, R., Mythen, M., Kallis, P., Davies, D. W., Egner, W., & Rickards, A. (2001). Two episodes of life-threatening anaphylaxis in the same patient to a chlorhexidine-sulphadiazine-coated central venous catheter. British journal of 
anaesthesia, 87, 306-308. 

 



UK Medical Device Alert 2012/075 

 

http://www.mhra.gov.uk/home/groups/dts-bs/documents/medicaldevicealert/con197920.pdf Accessed 06/10/2013 

http://www.mhra.gov.uk/home/groups/dts-bs/documents/medicaldevicealert/con197920.pdf
http://www.mhra.gov.uk/home/groups/dts-bs/documents/medicaldevicealert/con197920.pdf
http://www.mhra.gov.uk/home/groups/dts-bs/documents/medicaldevicealert/con197920.pdf
http://www.mhra.gov.uk/home/groups/dts-bs/documents/medicaldevicealert/con197920.pdf


Recent National Concerns Regarding Chlorhexidine 

http://intensivecarenetwork.com/index.php/icn-activities/icn-podcasts/724-101-rose-on-anaphylaxis?utm_source=The+ICN+Newsletter&utm_campaign=0af2ff69a4-
RSS_EMAIL_CAMPAIGN&utm_medium=email&utm_term=0_0f92106109-0af2ff69a4-68246961 Accessed 06/10/2013 
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ANZCA Guidelines 



Common Features of Reports 

• Reaction to Chlorhexidine occurs during multi-body site exposure to 
Chlorhexidine – urinary catheter insertion/ skin preparation & 
insertion of impregnated CVC 

• In multi-case series reports of Chlorhexidine hypersensitivity most 
reactions occur after urinary tract mucousal contact with 
Chlorhexidine vs insertion of impregnated CVC1 

• Specific reports of reaction to Chlorhexidine impregnated CVCs are 
rare and most often Chlorhexidine sensitivity known prior to 
insertion2  
 

Nakonechna, A., Dore, P., Dixon, T., Khan, S., Deacock, S., Holding, S., & Abuzakouk, M. (2012). Immediate hypersensitivity to chlorhexidine is increasingly recognised in the United Kingdom. 
Allergologia et immunopathologia. 

Oda, T., Hamasaki, J., Kanda, N., & Mikami, K. (1997). Anaphylactic shock induced by an antiseptic-coated central venous [correction of nervous] catheter. Anesthesiology, 87, 1242-1244. 

Garvey, L. H., Roed-Petersen, J., & Husum, B. (2001). Anaphylactic reactions in anaesthetised patients - four cases of chlorhexidine allergy. Acta anaesthesiologica Scandinavica, 45, 1290-1294. 

 

 

 



Anaphylaxis to CHG-coated CVCs: Current 
Thinking 
BACKGROUND: Anaphylactic reactions to chlorhexidine are rare but are 
being reported increasingly in association with a variety of products.  

METHODS: We report three cases of anaphylaxis to chlorhexidine in 
patients presenting for cardiac surgery.  

RESULTS: In each case, anaphylaxis was precipitated by the insertion of 
a central venous catheter impregnated with chlorhexidine acetate. 
Subsequent investigations confirmed chlorhexidine as the causal agent.  

CONCLUSION: Extensive use of chlorhexidine to reduce hospital-
acquired infections has the potential to sensitise a small proportion of 
patients, leading to life-threatening anaphylaxis on subsequent 
exposure. 

Guleri, A., Kumar, A., Morgan, R. J., Hartley, M., & Roberts, D. H. (2012). Anaphylaxis to chlorhexidine-coated central venous 
catheters: a case series and review of the literature. Surgical infections, 13, 171-174. 

 



Other Important Considerations 
• What type of Chlorhexidine? 

• Chlorhexidine digluconate (CHG) – dissolves in water and delivers molecule 
effectively (scrub solutions, dressings, oral solutions) 

• Chlorhexidine diacetate (CHA) or chlorhexidine base (CHX) – no easily soluble, used 
for slow release of chlorhexidine from product surface (catheter surface) 

• How is Chlorhexidine bonded to surface? 
• How long is it protective? 
• How is it released? 
• Has it passed Biological evaluation of medical devices ISO 10993-1-2009? 
• Chlorhexidine has non-specific action so true resistance unlikely – no 

chlorhexidine-resistant bacterial or fungal strains reported despite >60 
years use 
 
 

 
 

Modified with permission from K Giare-Patel. Chlorhexidine – the agent, the legacy, the novelty and the safety. AVA 2015. 



Staying Passionate 



Current Beliefs & Focus 

• CLABSI prevention is possible 

• Requires rigorous policy and guidelines 

• Specific education and training 

• Continuous implementation of quality improvement initiatives 

• Good governance 

• Clinician compliance 



AIM for Zero  

• Permanent culture change to zero tolerance for all 
HAIs including CLABSIs 

• Includes maintenance bundle in addition to insertion 
bundle 

• Bundles applied house wide not just in ICU 

• Involves all organisations and all clinical settings 

• Education, Competency and Privileging of Staff 
including Physicians  

• Strong clinical and executive leadership 

Modified with permission from Ed Septimus, Personal 
Communication, 23 Nov 2015. 
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Duckett SJ. Designing incentives for good-quality hospital care. Med J Aust. Jun 18 2012;196(11):678-679. 



Payment for Performance - Victoria 

 



Payment for Non-Performance - Queensland 

• “…penalties still do exist for any HCA BSI. (inpatient and non inpatient) I 
believe it is $12000 per episode. I have heard anecdotally that occasionally 
some of the larger facilities have received a double whammy if there was 
more than one organism (which they have been arguing against). 
 

• More recently with the healthcare purchasing agreements being reviewed, 
I believe they were looking at establishing a baseline and penalties would 
apply over that. What that ‘baseline’ is I have no idea. I suspect for smaller 
facilities like Redland it will be zero.  
 

• Has it actually helped at our facility ? – the million dollar question – for our 
facility it is used as a big stick but honestly when I investigate I often find 
there is no recommendations except improving documentation” 

QLD-based ACIPC member response to question regarding non-payment.  



AVAS.org.au - Embryonic 



ACIPC.org.au – Infection Prevention & Control 



Engagement & Facilitating Change – None 
100% Effective 
• Webinars -> increasing 
• Online discussion forums (NB foster “group think” & inaccurate information 

distillation) 
• Use of Key Opinion Leaders 
• Online publications and interactive websites 
• Conference attendance – exposure to “new” science and devices 
• Public/ private partnerships – joint evaluations 
• Expert forums 
• Use of facilitated focus groups is untapped 
• Limited networking outside of Australia other than by KOLs and academics 
• Hospital-based multi-disciplinary QI projects eg. 

 



How Tim Spencer Remains Passionate 

As an experienced operator of 15 years, being an expert clinician in vascular 
access has given me the ongoing desire to push the boundaries within my 
scope of practice and also assist and develop other professionals in their 

pursuit of a vascular access career. Moving from a blind sticking, landmark 
technique to utilising state-of-the-art ultrasound practices, not only in pre-

assessment for vessel health, but for direct visualisation and intra-procedural 
monitoring and assessment, this allows me to make a concise clinical 

decision on which device is the best for the patient, for the therapy and for 
the duration of treatment. Achieving this experience can be challenging 

when clinicians are undertaking new and diverse roles, but it is the leaders in 
vascular access who will continue to challenge the boundaries of clinical 

practice in modern healthcare and stimulate those who aim to follow in their 
footsteps. 
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How Evan Alexandrou Remains Passionate 

I maintain my passion to reduce catheter acquired infection because 
we still have much to learn and teach with regard to best catheter, best 

vessel, best anatomical placement and best practice with managing 
that device. We need to remember that complications from vascular 

access devices are preventable adverse events that can be reduced and 
even eliminated with the right education and attitude.  
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How Cath Murphy remains Passionate 
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Summation 
• Millions of $AUD and hours of manpower invested in 

understanding and improving practice and reducing 
healthcare associated infections (HAIs) especially vascular 
access related infections. 

• Raised clinician, media and public awareness yet minimal 
impact in terms of reduction 

• ? Exhausted input from clinicians, government, academics 
and infection prevention community 

• Remaining solutions are technology-based and involve 
welcoming medical industry to the infection prevention 
table as equal partners  

• Clinicians and procurement staff must assess new 
offerings and review protocols only after thorough and 
thoughtful review of science and current information. 


