
with and gathering feedback from nursing staff, nurse educators, and sup-
ply chain, we developed a blood culture collection kit that included all
items necessary for blood culture collection thus eliminating the need
for nurses to gather these items individually prior to collection.
Additionally, simple step-by-step educational materials (Fig. 1) detailing
the collection technique were provided. Education was presented at nurs-
ing huddles and skills fairs prior to kit roll-out. Blood culture kits were then
stocked in place of individual blood culture collection bottles in all ED
stock rooms in August 2022. Result: The 12-week pre-intervention period
found 249 contamination events from 4265 total collections deriving a con-
tamination rate of 5.8% across our health system’s four ED locations.
During a 12-week post-intervention period following kit roll-out, 116 con-
tamination events occurred from 3629 total collections deriving a contami-
nation rate of 3.2% across our four ED locations. Given our results, we
ultimately rolled this out to all units in all locations of our health system.
When including all time from kit rollout to present (August 2022 to
November 2023, 16 months), there were 1077 contamination events from
43379 total collections deriving an overall contamination rate of 2.5%.
When compared to the 16 months prior to the kit rollout (April 2021
to July 2022) there were 1803 contamination events in 49335 total collec-
tions (3.7% contamination rate) deriving an overall percent reduction of
32.1%. Conclusion: We were able to decrease our health system’s blood
culture contamination rate through simple interventions aimed at reduc-
ing the mental burden on nursing staff by developing a blood culture col-
lection kit and educational materials. Since implementation of the kits, we
have continued tomaintain lower contamination rates as evident by our 16
month follow up period.
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Background: Central line-associated bloodstream infections (CLABSI)
and catheter-associated urinary tract infections (CAUTI) are key health-
care-associated infection (HAI) quality metrics. In this qualitative analysis,
we aimed to identify common issues contributing to CLABSIs and CAUTIs
occurring during the COVID-19 pandemic. Methods: In an academic
healthcare network in Atlanta, GA, four hospitals perform real-time, ap-
parent cause analyses (ACAs) for all CLABSIs and CAUTIs. Contributing
factors are entered as free text into an electronic database. We analyzed
data from 8/2020–8/2022. We first performed a qualitative open card sort
of all reported contributing factors to CLABSI and created a novel frame-
work based on mutually defined critical tasks (e.g., line insertion) and
cross-cutting issues (e.g., communication breakdown). Contributing fac-
tors could describe ≥1 critical task and/or ≥1 cross-cutting issue. After
establishing interrater reliability, a multidisciplinary group applied this
framework to classify each contributing factor. For CAUTI, we used the
same set of cross-cutting issues but identified new critical tasks via open

card sorting. We then used the framework to classify each CAUTI contrib-
uting factor. We used descriptive statistics to identify frequent critical tasks
and cross-cutting issues. Results: We reviewed 350 CLABSI ACAs with
602 contributing factors and 240 CAUTI ACAs with 405 contributing fac-
tors (Figure 1). Our classification framework comprised 11 cross-cutting
issues and 9 critical tasks for CLABSI and 7 critical tasks for CAUTI
(Figure 2). CLABSI: The critical tasks most often reported were bathing
(19%), central line dressing maintenance (15%), and assessing central line
indication (8%; Figure 3). Within these tasks, the most frequent issues
described for bathing were the task not being performed (20%) and unclear
documentation (18%); for dressing maintenance, the task was not per-
formed (15%), not documented (15%), or poorly performed due to lack
of competency (15%); and for assessing line indication, there was frequent
communication breakdown (33%). CAUTI: The critical tasks most often
reported were urinary catheter care (26%) and assessing the indication
for urinary catheter (22%; Figure 4). Within these tasks, urinary catheter
care was frequently not documented (38%) or not performed (16%); assess-
ing urinary catheter necessity was often not documented (29%) or involved
breakdown of communication (19%). Conclusion: We created a novel
framework to evaluate common causes of HAIs in an academic healthcare
network. This framework can be used to identify and track gaps over time
and to develop quality improvement initiatives targeting key tasks and
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associated factors, such as communication difficulties when assessing
device indications.
Disclosure: Colleen Kraft: Consultant - REbiotix/Ferring; Scientific
Advisory Board - Seres, LLC
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Background: Contact precautions (CP) to prevent transmission of multi-
drug-resistant gram-negative (MDRGN) Enterobacteriaceae are recom-
mended, although studies of discontinuation of CP (DcCP) have found
no change in healthcare associated infections (HAI) due to extended-spec-
trum beta-lactamase (ESBL) producing Enterobacteriaceae. Limited data
exists on DcCP for MDRGN in a large health system. Methods: We per-
formed a retrospective observational study analyzing the relationship
between use of CP and HAI due to two definitions of MDRGN
Enterobacteriaceae: ESBL, and non-susceptibility to ≥3 drug classes
(3DC-GNR), with carbapenem resistant Enterobacteriaceae (CRE) serving
as control. The study included all inpatient admissions from 2/2017
through 9/2022 at 21 acute care hospitals. Hospitals had latitude to deter-
mine CP practices based on local risk assessment, but in 2/2018, system-
wide transmission-based precautions guidance was updated to recom-
mend DcCP for MDRGN Enterobacteriaceae and in 12/2019 was updated
to clarify DcCP specifically for ESBL and 3DC-GNR while continuing CP
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