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Key Points
c Health professionals resisted practice change in environments of low infection where the perception of a need to

change is small.
c Standardizing care of central venous catheters for hemodialysis requires breaking down silos of practice to benefit

all patients.
c Knowledge of and adherence to guidelines, formal change management, and ongoing facilitation are required to

implement standardized care.

Abstract
Background Implementation of a care bundle standardizing insertion, management, and removal practices to
reduce infection related to central venous catheters (CVCs) used for hemodialysis was evaluated in a stepped
wedge, cluster randomized controlled trial conducted at 37 Australian hospitals providing kidney services, with
no reduction in catheter-related blood stream infection detected. This process evaluation explored the barriers,
enablers, and unintended consequences of the implementation to explain the trial outcomes.

Methods Qualitative process evaluation using pre-post semistructured interviews with 38 (19 nursing and 19
medical) and 44 (25 nursing and 19 medical) Australian health professionals involved in hemodialysis CVC
management. Analysis was guided by the process implementation domain of the Consolidated Framework for
Implementation Research.

ResultsKey influences on bundle uptakewere that clinicianswere open to change thatwas evidence-based and driven
by guidelines and had a desire to improve practice and patient outcomes. However, resistance to change in
environments of low infection, working in silos of practice, and a need for individualized delivery of patient education
created barriers to uptake. Unintended effects of increased costs and lack of interoperability of systems for data
collection were reported. Because the trial was in progress at the time of qualitative data collection, perceptions of the
bundle may have been influenced by the fact that practices of participants were being observed as a part of the trial.

Conclusion This national process evaluation revealed that health professionals who reported experiencing a benefit
viewed the bundle positively. Those who already provided most of the recommended care or perceived that their
patient population was not included in the research evidence that underpinned the interventions, resisted the
implementation of the bundle. Potentially, formal change management processes using facilitation may improve
implementation of evidence-based practice.

Clinical Trial registry name and registration number: Australian New Zealand Clinical Trials Registry,
ACTRN12616000830493.
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Introduction
Hemodialysis using a central venous catheter (CVC) for
access is associated with high risk of infections such as
central line–associated bloodstream infections (CLABSIs),
exit-site infections, and subcutaneous tunnel infections, all
of which adversely impact patient outcomes.1–3 Although
the rates of infections are dropping in some jurisdictions, the
effect of CLABSI on patient outcomes and health services
remains significant. The management of such CVCs is com-
plex, and relevant guidelines aimed at reducing infection
rates4 have not been shown to reduce the large variations in
the care of CVCs.5–8 This complexity and a lack of stan-
dardization in catheter care makes it important to gain a
granular understanding of the factors that influence at-
tempts to reduce variation and improve patient outcomes.
Translation of health research into clinical practice is crucial
to an improvement in patient outcomes.9

Care bundles are a grouping of care elements for a par-
ticular symptom, procedure, or treatment that are performed
collectively and reliably to standardize practice and improve
health care quality outcomes.9 The effect of such bundles is
influenced by the associated implementation processes in-
cluding the need to change multiple staff behaviors within
complex clinical organizational systems.10,11 The evidence
base for the effectiveness of such bundles is not strong, with
meta-analyses of themostly nonrandomized trials suggesting
small or no effects.11 In addition, our previous work has
suggested that substantial clinical variation exists in catheter
management in Australia.12

The REDUcing the burden of dialysis Catheter Compli-
caTIOns: a National approach (REDUCCTION) project
tested the effect of a standardized care bundle (Supplemen-
tal Appendix 1) on dialysis CLABSIs across Australian
dialysis units in a stepped wedge cluster randomized
design.13,14 This large, randomized trial reported no effect
on the bloodstream infection rate from the care bundle. A
third of sites did change significant aspects of catheter care
(dressing types and locking solutions), with demonstrated
high rates of adherence during the intervention phase.
Although many elements of the intervention were part of
existing clinical practice at services, certain key elements
such as designated clinical leaders, the ability to access real-
time rates of catheter-related bloodstream infection at a
service and national level, and the education tools for pa-
tients and clinicians were not available before this study.13

Understanding how such bundles affect complex health
services, especially when implemented on a broad scale
such as in REDUCCTION, is important in shaping further
research and the implementation of findings. Elements such
as the nature of the desired change in practice, the specific
features of the setting, the professionals involved, and the
inherent barriers to use of the evidence within the imple-
mentation context11,15 are central to this understanding.
Accordingly, this process evaluation aimed to understand
the findings from the trial through exploration of the bar-
riers, enablers, and unintended consequences of the imple-
mentation of the evidence-based interventions.

Methods
The REDUCCTION trial began with a baseline phase in

December 2016 and ended in March 2020 after a 12-month

observational phase after the intervention phase at all sites.
The multifaceted intervention encompassed the entirety of
catheter care, with elements applied at the time of insertion,
maintenance, and at the time of removal (Supplemental
Appendix 1). There was variability in the changes that
kidney services needed to make to their catheter practices.
This study encompassed 37 kidney services and collected
data on 6364 unique participants, deriving 1,146,265 catheter
days of follow-up.13,14 This qualitative, process evaluation is
guided by the process implementation domain of the Con-
solidated Framework for Implementation Research (CFIR).16

Process evaluation is as an important element to enable
understanding of how interventions are implemented and
translated into the clinical setting.17,18 Aligned with the
process implementation domain of the CFIR, we describe
a priori categories of (1) enablers and barriers to implemen-
tation experienced by staff (planning and executing) and (2)
unintended consequences of care bundle implementation on
clinical practice/clinical service provision (evaluating and
refining).19 The process evaluation was conducted indepen-
dent of the larger REDUCCTION research team to maxi-
mize open and honest communication from the site staff.
Ethical approval was granted as part of the REDUCCTION

study ethics approval, ConcordRepatriation general Hospital
(HREC/16/CRGH/76), and by the University of the Sun-
shine Coast Human Research Ethics Committee (A171023),
and the study adheres to the Declaration of Helsinki.20 Site-
specific governance for each hospital and health service was
granted before data collection. This manuscript was prepared
using the COREQ guideline.21

Participant Recruitment and Selection
A purposive sampling technique was used to select eight

of the 37 sites participating in the larger trial to interview.
Australia has a broad geography, and we tried to ensure
that the participating sites were geographically spread and
included a mixture of regional, rural urban, high/low pro-
portion of First Nations people, sites which were expected to
have challenges with the trial as well as thosewho did not. A
member of the research team contacted the nursing and
medical leaders at selected sites by e-mail and invited them
to participate in this study. The site nursing and physician
leaders from each unit were encouraged to recommend
other potential interviewees who were contacted by the
researchers and invited to take part in this study. Interviews
were conducted at two time points, before (October 2017-
February 2018) and after (July-September 2019) implemen-
tation of the bundle (Figure 1). Participants were given an
information sheet, and written informed consent was
obtained from all participants.

Data Collection
Qualitative, semistructured, individual, face-to-face inter-

views were conducted with Australian health professionals,
involved in the management of hemodialysis CVCs at each
site. An interview guide, developed using the constructs from
the process domain of the CFIR, was used to elicit informa-
tion on practices preimplementation and postimplementation
of the REDUCCTION care bundle, staff attitudes to change of
practice and the implementation process, and barriers and
enablers during the process of implementation (Supplemen-
tal Appendix 1). Questions were focused on the multifaceted
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care bundle (Supplemental Appendix 2) and the role and
experiences of the participants in implementation and prac-
tice change. In brief, the care bundle included directions for
insertion, maintenance, and removal of the CVC, including
information about patient education and when to provide
this (Supplemental Appendix 2). One-on-one interviewswere
conducted by female authors (D.S. and A. Craswell) who
were not from the REDUCCTION trial team and with no
prior relationshipwith participants. Bothwere experienced in
qualitative interviewing. Interviews took place in a private
setting in each workplace, digitally recorded, and transcribed
verbatim. Interviews continued until all selected sites were
represented, and no new information was gathered. Tran-
scripts were managed using NVIVO 11 software (QSR In-
ternational, Melbourne, VIC).

Data Analysis
A qualitative content analysis approach was used on the

basis of a priori categories. Formative process evaluation
aimed to identify what worked and why, across multiple
contexts to complement outcomes.18 Reflexive thematic
analysis was used to analyze the data.22 Two researchers,
A. Craswell and D.M., separate from the REDUCCTION
team independently undertook iterative theme development
within the a priori categories. Diversity of meaning within
topic themeswasmanaged by reflective engagementwith the
identified data to fully develop understanding and knowl-
edge within each area.22 Independent review and analysis by
researchers enhanced the rigor of the data analysis.

Results
Health professionals from eight sites participated in in-

terviews, 38 (19 nursing and 19 medical) preintervention
and 44 (25 nursing and 19 medical) postintervention. They
were an experienced cohort (median years of experience
15.4, interquartile range 15) and were of a mean age of 47
years, Figure 2. The services covered six states and territo-
ries and were a combination of small, medium, and large
sites servicing different types of populations. Participants
included nephrologists, vascular surgeons, interventional
radiologists, radiology suite nurses, junior and senior reg-
istered nurses, and nurse educators in kidney services.
Interviews lasted between 15 and 30 minutes. To the best
of our knowledge, no participants refused to take part in this
study. The findings are presented under the a priori cate-
gories of (1) enablers and barriers to process change and (2)
unintended effect of process change on service provision.

Enablers and Barriers of Process Change Postimplementation
Enablers
Preinterviews and postinterviews revealed several factors

considered relevant to practice change with potential effect on
adoption of the proposed bundle. These included working as a
teamwith a bundle champion, learning through education and
others, and perceived benefits of the bundle. These were com-
prehensively expressed by a participant:

“You need a local champion and they need to buy-in to what
you are selling. And then you need to have good education to
the staff. . .There needs to be some kind of reward to do
it. . .hopefully reduced bacteremia and better patient outcomes,

and people need to buy-in to that as a plausible outcome” P16,
Nurse Unit Manager (NUM)

Working as a Team with a Bundle Champion
Participants spoke highly of their bundle champion, most

commonly the nurse coordinating REDUCCTION at that
site or the nurse educator, stating: “(the champion is) keeping
us all in line” P42, Clinical Nurse Consultant (CNC). In
addition to care bundle champions identified at each site,
participants recognized the importance of a culture that
supported and embraced sustainable change.
Providing evidence and setting goals were also seen as

important to assist the change process during the imple-
mentation. The desire to benchmark against other sites
through the national shared data on infection rates was
expressed by many and seemed to reflect a spirit of healthy
competition.

Learning through Education and Others
A desire to improve practice and patient outcomes and a

need to learn from other sites were identified as important
by the participants. Preimplementation education provided
by videos was identified as an important enabler.

“I think the YouTube videos were really good, especially for the
satellite staff, they could have a look at them later on just as a
reminder because they don’t have catheters all of the time. So,
we’re sending you somebody with a catheter. I’d get them to
revisit the video.” P18, Nurse Educator

Perceived Benefits
For some sites, elements of the care bundle reduced the

staff workload. Such improvements to practice were viewed
as positive outcomes of the practice change. Similarly, par-
ticipants reported that patients had an improved response
to the new dressings with fewer adverse reactions, Table 1.

Barriers to Process Change Postimplementation
Participants identified barriers to the uptake of standard-

ized practice, including resistance to change, working in
silos of practice, the need for individualized patient educa-
tion, and a lack of awareness of the need for education at
insertion.

Resistance to Change
Kidney services had a widespread perception that CVC

care provided preimplementation matched the current
evidence, current guidelines, and the care bundle once
implemented. Yet, when shown the bundle, participants
recognized and described differences. Instances where par-
ticipants’ interpretation of the evidence conflicted with the
standardized bundle suggests some resistance to use, see
participant quotes in Table 1.
Some sites believe that for them, change was not required

because their infection rates were already very low, but they
recognized the care bundle as a reminder that there was
always room to improve. There were rare situations where
clinicians deviated from the bundle or patient actions made
complying with the bundle impossible.

Working in Silos of Practice
At most sites medical and nursing staff spoke highly of

their kidney team and the care they provided. However,
postimplementation, it was clear that silos of practice
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persisted and that effecting change outside the kidney unit
(i.e. interventional radiology or intensive care unit) could be
difficult, see representative participant quotes in Table 1.
There were difficulties getting people to work outside

their silos of practice. As an example, interventional radi-
ology staff were not aware of REDUCCTION, the care
bundle, or the requirement for education at insertion. Pre-
insertion education, and that those patients should receive a
copy of the REDUCCTION catheter care sheet, are recom-
mended in the bundle. However, respondents from several
sites said they did very little to no education of patients at or
before insertion because it was not part of their role or they
were time pressured.

Need for an Individualized Approach to Patient Education
Aspart of the care bundle, a dialysis catheter care sheetwas

produced on the basis of current evidence and reviewed by
clinicians and consumers to standardize information given to
patients. Although most participants believed that the care
sheet was a concise summary of necessary information, it was
considered the most challenging element of the bundle be-
cause it potentially conflicted with an individualized ap-
proach to patient education, Table 1.
This led to some sites giving out both the recommended

care sheet and extra localized information or simply revert-
ing to their own information handouts. Language and
culture were not addressed in the standardized care sheet
creating barriers for patients with poor literacy or who

Figure 1. Randomized controlled trial study timeline highlighting when pre-post process evaluation was undertaken.

Figure 2. Participants’ years of experience in kidney services.
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Table 1. Representative quotes for all themes

Theme Participant Representative Quote

Working as a team with a
bundle champion

P31, Nurse Unit Manager
(NUM)

“I thinkwe’ve tried really hardwhenwe have a change of practice that
we remind each other what we’re doing, helping with that process
change. It was really a team effort.”

P35, Registered Nurse
(RN), renal access
coordinator

“We, all around the place, keep our own data and don’t share it and all
think we’re doing well. I think it would be good to see at the end
what actually comes out of it and see, is there something somebody
else is doing better? Or are we doing better, or not so well at things?”

Perceived benefits P10, Clinical Nurse (CN) “So, to have (a dressing) that’s only required as a weekly change
(rather than every session) is muchmore time effective for nurses on
the floor.”

P7, Nurse Practitioner (NP) “Surprisingly, since we’ve changed from our previous dressings to the
chlorhexidine gel dressing, very few of the patients have been
allergic to it. I’ve actually expected a lot more having redness and
rashes like they had for alcoholic chlorhexidine swabs or other
dressings, Betadine and the like. Actually, it’s been really well
received.”

Resistence to change P1, Nephrologist “There are two interventions that we were asked to do. One was to use
an antimicrobial lock. There’s no evidence, really. There are many
studies that show that they work but we have data that shows that
actually, our results are better than any of those treatment arms. So,
why would we. . .we had no justification to do that. Secondly, the
use of antimicrobial patches has only been demonstrated to be of
benefit in central venous lines used in the intensive care unit, not in
the outpatient unit, not with dialysis lines. There was no evidence to
do that. Now we would obviously choose, and some patients who
we think were grubby or whatever, that we would use those sort of
things. Patients who’ve had catheter related bacteremia, wemay use
antimicrobial locks. Again, there’s no evidence for it but there are
studies that suggest that may preserve the catheter or prevent
subsequent infections but to use it to everybody there’s no evidence,
so why should we do it?”

P31, NUM “I think it just confirmed thatwewere probably doing some quite good
things in the first place but we could have been better with the
patient education,making sure that they’re understanding of how to
care for a catheter. “

P34, RN “We’re giving them a copy of the care sheet but I think living in the
tropics aswe do, it’s okay at themoment - we’re having a bit of a nice
bit of weather recently, but it’s going to get stinking hot and telling
people not to have that shower for three days is actually quite a
challenge if they were living out of the hospital, is what I’m saying.
It’s a big ask if you lived here in wet season.”

Working in silos of practice P3, Nephrologist “Sometimes you get vascaths which are put in in ICU [intensive care
unit] and we actually remove them completely because the site of
insertion, or the site of entry, which happens in ICU, is not
permissible for us to replace the catheter. They go high jugular and
we go low jugular. Many times, I just remove it, leave it for 24 to 48
hours and reinsert the catheter.”
“So, if something goes wrong with some new patient, I’ve got to put
a catheter in. I’m always trying to get it in, get out, get to what I’ve
got to do next and then the nurses do the education. And to be
perfectly frank, nurses are better at doing that sort of routine stuff.
They’re more disciplined to do that than doctors that tend to be less
thorough, maybe.”

Need for an individualized
approach to patient
education.

P19, RN “That’s probably the only fall down with the care bundle, is it’s not
necessarily aimed at our particular cohort of patients. We have quite
a number of illiterate patients, we have a fair number of patients
with a fairly low education standard. And I think sometimes wordy
documents . . . they just don’t even bother to look. So, in that way,
yes. It’s probably not the most appropriate document for every
patient that we have here.”
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were non-English speaking. The timing of the care sheet
being given to patients was problematic with some report-
ing uncertainty about whose role it was and when to
provide it to patients. This increased the potential of it
being missed.

Unintended Effect of Implementation on Care Provision
Participants reported the presence of the bundle as a

reminder suggesting that, regardless of the content, the
bundle stimulated vigilance. This may have inadvertently
impacted established practice; see exemplar participant
quotes in Table 1.
Improvements to practice through reduced dressing

changes, the increased access to national data, made possi-
ble through the implementation, were positively received,
particularly by sites with the lowest infection rates, because
it provided the ability to benchmark against other sites. Sites
where care bundle implementation represented a specific
change in practice or resource use reported negative effects,
including increased costs related to changes in

recommended equipment, lack of interoperability of sys-
tems of data collection, and issues with supply of specific
resources, that is, dressings. A summary of the challenges
faced and potential solutions is presented in Table 2.

Discussion
This article presents the qualitative process evaluation of a

national project implementing a care bundle for insertion,
maintenance, and removal of CVCs for hemodialysis find-
ing that the key enablers to adoption were site champions
and the ability to benchmark infection rates with readily
available national data. Inhibitors to practice change in-
cluded resistance to standardizing practice for all patients,
particularly if the site infection rates were already low, the
need for education resources to be more patient-centered,
and challenges in communication between different acute
care areas who manage catheters.
Participants in our study responded positively to the

bundle elements that they perceived decreased their work-
load or improved the patient experience, such as decreased

Table 2. Summary of challenges and potential solutions

Challenges Identified Potential Solutions

Low motivation to change practice when
infection rates already low

Increased staff education for importance of continual monitoring of practice
Continual practice improvement for optimal outcomes
The use of recognized key performance indicators to promote practice change

Individual interpretation of evidence
conflicts with bundle recommendations

Publish practice guidelines by groups such as Caring for Australian and New
Zealander's with Kidney Impairment (CARI) on the basis of the evidence used to
develop the bundle
The use of bundle champion to promote and encourage behaviour change

Silos of practice inhibit all patients benefiting
from care bundle

Engage all professionals involved in CVC delivery in roll out of change as part of a
vascular access team
Provide educational resources to ensure all health providers involved in CVC
delivery provide a consistent approach to practice

Standardizing education conflicts with
individualized patient education, cultural
considerations, and levels of health literacy

Increase funding in research projects available for individualizing education materials
for different cultural groups; areas providing care for different populations
Engage consumers in development of all educational materials

Cost of the bundle Cost-benefit analysis of the bundle and catheter-related blood stream infections
Lack of interoperability of data systems Develop a single national data system or data linkage

CVC, central venous catheter.

Table 1. (Continued)

Theme Participant Representative Quote

Unintended impact of
implementation on care
provision

P34, RN “One of the things that Indigenous patients’ find is that all of the
resources that are given out usually have lovelywhite faces on them.
There are not a lot of black faces, people that they can relate to.” P34

P17, Clinical Nurse
Consultant (CNC)

“. . .because they know that I’m collecting data and I’m submitting it
they will be more careful. . . .It’s Australia and New Zealand wide.
So, if we have a few infections, they will see it straight away and it
doesn’t look good for us, does it?”

P16, NUM “I shouldn’t say that there was minimal impact because I also saw an
impact on my budget . . . because the Tegaderm CHG and the
Duralock, were buy-ins. So, I saw an increase in my budget.”

P35, RN “. . .my biggest issue has been the fact of initially we were told that the
data could be extracted from our own database, and that was not the
case. So, it has actually been very time consuming for us keeping two
databases and double data entry.”
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reactions to dressings or access to national-level benchmark-
ing data. In line with previous reports, when participants
were able to recognize the benefits of the bundle, they were
more likely to accept and implement all its elements.23,24

Participants suggested initiatives which improved uptake of
the interventions included having a bundle champion, the
use of videos for ongoing education, and a culture that
embraced change and valued evidence. This is consistent
with reports of the critical role of the physician and nursing
champions contributing to site and team ownership and
culture shift.25 This role requires support from leadership of
the organization to be successful.26 The atypical situations
where clinicians deviated from standardized practice may
reflect broader social determinants of health of patients
requiring hemodialysis through CVC in addition to geo-
graphical location and climate.
A key finding of our study was the need for individualized

patient education, which challenges the underpinning criteria
of standardization implied by care bundles. Although the
evidence-based education summary was well received, in-
dividualization of the delivery of education to meet the needs
of patients with different socioeconomic status, language,
cultural background, health literacy, and local site contact
information is required. The Institute for Healthcare Improve-
ment states that for any element to be included into a care
bundle it should (1) have robust evidence for the clinical
change, (2) have little or no controversy concerning its effi-
cacy, and (3) have a high degree of acceptance.27 Participants
in our study identified that the education element of the
bundle was problematic to implement. Preinsertion education
did not always occur as recommended by the bundle. Timing
of and how best to approach insertionmanagement education
for patients may requires further investigation. In addition,
participants often found themselves reverting to providing
their own information in a style appropriate to their patients’
preferred modes of communication, language, and levels of
health literacy, potentially creating confusion for patients and
highlighting the importance of codesign of patient facing
materials with patients.23,28,29 Patient education is a pivotal
element of kidney care, and engaging with consumers to
ensure concordance with all elements of their care is essential
to improve outcomes.30,31

The cost of implementing the bundle concerned several
participants from different sites. Researchers reviewing care
bundles have identified similar concerns related to bundle
adoption and translation,32 and upfront costs are highlighted
as a potential preimplementation barrier in Diffusion of In-
novation Theory.33 Our participants understood that the bun-
dle to “dictate practice” rather than allow clinicians to make
individualized decisions about the use of more expensive
items for only those patients thought to be at high risk of
infection. This was contrary to the original aim of the bundle,
which enabled clinician choice, yet highlights the risk of mis-
interpretationwhen formal implementation of the bundlewas
not funded as part of the larger study. Regardless, there is
no tool or algorithm to identify patients at a high risk of
CVC infection, and thus, we would advocate the use of
evidence-based practice for all patients, and having stan-
dardized policies are likely to encourage this. In an envi-
ronment of perceived low infection rates, this increased
upfront cost could be perceived as unnecessary, but given
the high financial and patient cost of catheter-related

bloodstream infections, any reduction in infections is likely
to represent cost savings.34,35

Limitations and Recommendations
A strength of this study is its breadth of engagement

using a purposeful sample from a large, multisite study. In
addition, we engaged multidisciplinary stakeholders from
beyond just the kidney services themselves, which
provides a wider and more applicable understanding of
the factors driving the intervention uptake. Process evalu-
ation of complex interventions, such as this, remains un-
common yet enable a deeper understanding of challenges of
implementation of change into clinical practice. It is impor-
tant to bear inmind that the randomized controlled trial was
in progress at the time of data collection, so perceptions of
the bundle may have been influenced by the fact that prac-
tices of participants were being observed as a part of the trial.
Limitations of this study include that the sites selected for the
process evaluationmay not represent the entirety of REDUC-
CTION site experiences because some sites were invited to
participate predominantly as they were expected to experi-
ence challenges with the implementation and the REDUC-
CTION teamwished to understand the barriers to sustainable
implementation. The interview questions were developed to
understand perceptions and attitudes that influence the de-
cision to change. The findings are limited in understanding
the level to which these (perceptions and attitudes) affected
implementation of the care bundle. In future clinical inter-
vention studies, proper costing to include formal implemen-
tation methods are recommended.
CVCs are used globally as access for hemodialysis in

people with end-stage kidney failure. Standardizing practice
using care bundles aims to be proactive in preventing in-
fection from CVC use and reducing adverse events. This
national process evaluation revealed that health professionals
involved in hemodialysis CVC use viewed the implemented
care bundle positively when they experienced some benefit,
such as reduced infection rates or improved patient out-
comes, and that a site champion was crucial. If their infection
rate was perceived to be low or they were concerned re-
garding the application of some aspects of a standardized
bundle of care to their local patient population, participants
were ambivalent. The patient education element was consis-
tently identified as needing a broader consideration of health
literacy and culture for patient education. The implementa-
tion of evidence care bundles is not without cost and can add
to the complexity of care provision. Understanding the bar-
riers may help clinicians be more selective about which
situations will benefit most from the introduction of bundled
care approaches. Implementing an evidence-based interven-
tion is challenging, and the enablers identified in our study
should be incorporated into future implementation projects.
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