
See: 



“when we were first 
asked to create equivalents for rectal 
temperatures in the neonate. from the 
information you've sent, it doesn't look like 
we're any closer to definitive boundaries for 
hypothermia and fever, but we will take 
another look at what we've documented in 
NHSN based on the additional 
information.  

We'll also be grateful if you would share the 
results of your survey 
when it's complete. 





f the UAC is in from 1/10 to 
1/25 and the PICC line in from 1/15 til 1/30, 
that would count as 15 umbilical line days 

and 5 PICC line days  Thus, you would place 
15 days in the “umbilical/central” column and 5 
days in the “central” column. 

See: 



Why draw blood cultures from two 
separate sites? The Central Catheter 
Bundle states two blood cultures 
drawn from separate sites within 48 
hours of each. The CDC NHSN refers 
to two blood cultures drawn on 
separate occasions but I cannot find 
where it states the necessity for 
separate sites when making the 
determination of common skin 
contaminant BSI. In addition, it states 
ideally that cultures be drawn 
peripherally from more than one 
site but it does not make it a 
requirement. The only requirement is 
that the cultures be drawn on 
separate occasions.  

I have highlighted above the specific verbiage 
from NHSN which refers to separate sites.

 I have also included the materials from the 
CPQCC consensus statement (see above) -
both of which I brought together in answering 
another member's question.    Let me know if 
you think this is responsive or requires 
additional discussion within our collaborative. 
DW

In general, what makes a peripheral 
culture better than a line culture? 
Even with how much easier it is to get 
blood peripherally in adults, why 
would you NOT get blood from a CVL 
in such a patient (which is the 
position of the CDC NHSN)? In 
newborns, my experience has been 
that peripheral cultures are not only 
more difficult to obtain but more 
difficult to interpret given the higher 
incidence of contaminants. 

The general issue of what makes a peripheral 
better than a central culture gets to the heart 
of how to differentiate, if possible, what was 
heretofore described as a catheter-related vs 
a catheter-associated BSI.  CR BSI have 
historically been based on techniques such as 
comparing cath tip  with peripheral cultures, 
comparing colony counts (eg 5 fold counts is 
often stated for adults), time to positivity (eg. in 
adults , > 2 hours has had some discrminatory 
power--with > 2hr favoring CR-BSI) or 
superfical cultures.  I believe that the definitive 
review of this topic is by Bouza et al Clinical 
Infectious Disease 2007--wherein he reports 
on three procedures for diagnosing CRBSI.  
He found no clinical or statistical differences in 
accuracy of dx using any of the three 
techniques (time to positivity, quantitative 
blood cultures, and semi-quantitative 
superficial cultures). He recommends semi-
quantititative superficial cultures and 
peripheral venous cultures followed by 
quantitative blood cultures as a confirmatory 
and more specific technique.    To my 
knowledge, there are no equivalent studies in 



the newborn.  The only mention of time to 
positivity in the newborn is in abstract in 
Critical Care this last fall; it is not available in 
full article mode, and frankly I thought the 
results were very equivocal.

 Interestingly enough, the 2008 NHSN manual, 
in contrast to prior editions, makes absolutely 
no mention of the rubric: catheter-related BSI.  
My interpretation is that the topic is dead for 
the time being.  I know of no specific study 
looking at yields from arterial sources vs 
venous sources per se.  

So, in summary. I hope you see why we (and 
everyone else in this field) got to peripheral 
cultures--believing that line contamination was 
far more likely than true bloodstream 
contamination.   As to specific rates of 
contamination, I know already from 
discussions at the presentations, that at least 
two other collaborating centers routinely 
generate a list of cultures judged to be 
contaminated.  I am sure that they would be 
pleased to join with you in compiling and 
comparing these data. It would be an 
important benchmarking piece of our 
diagnosis fishbone work.

Email response from M Andrus, RN 
Consultant to NHSN, 2-08 

 No -- it may be classified as an HAI 
(maternally acquired), but if the 
specimen is drawn at roughly the same 
time the line is inserted, then the patient 
did not have the central line prior to the 
infection, so it would not be central line-
associated. 
Email response from M Andrus, RN Consultant 
to NHSN  2-08 

I don't think we would suggest that the infant 
should be routinely exposed to unnecessary 
amounts of radiation.  Our job here is to look 
at the population at risk (patients with central 
lines) and, within that population, to identify 
those patients with a bloodstream infection.  
While we do understand that these lines tend 
to be more mobile in the neonate, I would 
suggest that, for surveillance purposes, you 
take the most obvious location of the tip of 
the catheter.  If the physician states that it's 
been pulled back to the distal subclavian or if 
you happen to have radiologic evidence to 



demonstrate the location of the tip of the 
catheter then, by all means, use it. If you 
don't have that information, I don't think it's 
necessary to initiate additional procedures to 
identify the location exactly. Surveillance is 
meant to be a tool to identify trends in the 
population, not to diagnose or treat -- we may 
call a few by mistake that are not exactly in 
the central system and we may miss one from 
time to time that is, but it will come out very 
close in the long haul.  In terms of "when" did 
it need to be located in the central vessel, the 
rule is that, when the BSI is identified (culture 
drawn, etc.), that the patient had a central 
line in place within the previous 48 hours.  So, 
look back 48 hours from the time the 
specimen was drawn or the criteria were 
identified, and if, at any time during that 48 
hours, the line met the definition of a central 
line, then include it as a CLABSI.

if, at any time during that 48 

hours, the line met the definition of a central 
line, then include it as a CLABSI”



The daily review of line necessity, that is 
mandated, will not be formally reported to 
CDPH and does not belong on the CLIP form 
as it is ongoing.  Enforcement of this 
requirement will be by L&C surveyors who 
can ask to see evidence of compliance for 
this requirement.  This requirement can be 
met by presenting at multidisciplinary ICU 
rounds, or the assessment can be left up to 
individual clinicians.  The decision must be 
made by someone with the authority to 
order a line, meaning the RNs cannot fulfill 
this requirement.  If the decision is made 
during multidisciplinary rounds, evidence of it 
must be retrievable for that surveyor, and it 
must occur every day that line is in place –
no weekends off. 
Sue Chen
Healthcare-Associated Infections Program 
Coordinator
(510) 620-3424




