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CE Questions:
1. What is the definition of a central-line associated bloodstream

infection (CLABSI)?
a. A laboratory-confirmed bloodstream infection that occurs within

48 hours of central line placement or within 7 days of catheter
removal and is not related to an infection at another site

b.A laboratory-confirmed bloodstream infection that occurs within
24 hours of central line placement or within 5 days of catheter
removal and is not related to an infection at another site

c. A laboratory-confirmed bloodstream infection that occurs within
72 hours of central line placement or within 7 days of catheter
removal and is not related to an infection at another site

d. A laboratory-confirmed bloodstream infection that occurs within
48 hours of central line placement or within 5 days of catheter
removal and is not related to an infection at another site

2. Which of the following describes the national benchmark for the
CLABSI Vizient Metric?
a.1.25 CLABSI per 10 central line days
b.NHSN Standard Infection Ration (SIR)
c. 1.25 CLABSI per 1000 central line days
d.None of these
3. The CLABSI Vizient metric is calculated by which of the following
equations?
a. (# CLABSIs / total number of central line days) * 10
b.(# CLABSIs / total number of central line days) * 1000
c. Observed Number of CLABSI/Predicted Number of CLABSI
d.None of these
4. Which of the following are steps that hospitals can take to reduce
CLABSI rates:
a.Use baby wipes for skin antisepsis before central line placement
b.Remove unnecessary central lines

c. Avoid central line bundles as they promote the use of excessive
central lines
d. Use aseptic technique during central line placement only
5. True or False: It is the primary responsibility of the attending physician
to ensure CLABSI prevention measures are appropriately undertaken.
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