: Feidhmeannacht na Seirbhise Sldinte
| Health Service Executive

WORKED EXAMPLE

HOSPITAL ACQUIRED STAPHYLOCOCCUS AUREUS BLOOD STREAM INFECTION

REVIEW TOOL- CONFIDENTIAL

(THE PURPOSE OF THIS REVIEW IS TO IDENTIFY WHAT HAPPENED, WHY IT HAPPENED AND TO IDENTIFY
RECOMMENDATIONS TO REDUCE THE RISK OF SIMILAR INCIDENTS OCCURRING IN THE FUTURE. REVIEWS MUST BE
CARRIED OUT IN LINE WITH THE HSE INCIDENT MANAGEMENT FRAMEWORK AND GUIDANCE: VERSION 2

PLEASE NOTE: A REVIEW MUST BE COMPLETED FOR ALL INCIDENTS OF HOSPITAL ACQUIRED

STAPHYLOCOCCUS AUREUS BLOOD STREAM INFECTION

REF NUMBER X HOSPITAL GROUP A

01/11/2020 HosPITAL A

PATIENT NAME AND MRN: SEAN SMITH 0123456
RESPONSIBLE CONSULTANT: DR. B.NOTHER

BRIEF CLINICAL BACKGROUND:

BIOPROSTHETIC AORTIC VALVE REPLACEMENT; ADMITTED WITH NON-CARDIAC CHEST PAIN; IV ACCESS GAINED FOR |V FLUIDS

WARD(S) [ THIS ADMISSION]
(LIST ALL UNIT/WARDS IN CHRONOLOGICAL ORDER) ADMISSION DATE TRANSFER DATE IF APPLICABLE
WARD 1A 01/10/2020 02/10/2020
WARD 1B 02/10/2020 CLICK HERE TO ENTER A DATE.
AT THE TIME OF ONSET OF INFECTION WAS AN INTRAVENOUS CATHETER IN SITU? YeEsX No[l

IF YES PLEASE SPECIFY THE TYPE OF INTRAVENOUS CATHETER BELOW:

PERIPHERAL VENOUS PERIPHERALLY INSERTED CENTRAL
CENTRAL VENOUS CATHETER | PORTACATH

CATHETER VENOUS CATHETER (P.I.C.C.)
O O

X O

WAS AN INTRA-ARTERIAL LINE IN SITU ? YesI NoX

RENAL DIALYSIS PATIENTS

AV FISTULA IN USE N/AKX Yes O No O
AWAITING AV FISTULA N/AKX Yes O No O
AV FISTULA NOT APPROPRIATE N/AKX YeEs O No O

IF PVC SITE INSERTED, PLEASE STATE SITE: (HAND, ANTERIOR CUBITAL FOSSA, OTHER)___DORSUM LEFT WRIST
DATE INSERTED 01/10/2020

FACILITY/LOCATION WHERE INSERTED (PLEASE TICK) 1 ON WARD WHERE INFECTION OCCURRED




] ON ANOTHER WARD IN THIS HOSPITAL ] ANOTHER WARD IN THIS HOSPITAL
IN EMERGENCY DEPT. [ IN RADIOLOGY DEPT. L] IN OPERATING THEATRE DEPT.

O iNICU ] IN ANOTHER HOSPITAL

(2) LABORATORY INFORMATION ( TO BE COMPLETED BY SURVEILLANCE SCIENTIST OR MICROBIOLOGIST)

COLLECTION DATE OF 1ST POSITIVE BLOOD CULTURE 05/10/2020

ORGANISM IDENTIFIED (PLEASE TICK ) MRSA MSSA O

WAS AN IVC TIP RECEIVED FOR CULTURE YES [0  CuLck HERE TO ENTER ADATE.  NO
WAS S. AUREUS CULTURED FROM TIP YEs [J No /7

(3) CLINICAL ASSESSMENT OF LIKELY SOURCE OF INFECTION [MULTIDISCIPLINARY TEAM MEMBERS WITH RESPONSIBILITY FOR
PATIENT CARE OR NOMINEE TO COMPLETE THIS SECTION]

DID THE PATIENT HAVE ANY PREDISPOSING FACTORS FOR S. AUREUS BLOOD STREAM INFECTION

IF YES PLEASE SPECIFY — BIOPROSTHETIC AORTIC VALVE REPLACEMENT 2 YEARS AGO YEsSKX NoO

WAS THE INTRAVENOUS CATHETER ASSESSED AS THE LIKELY SOURCE OF INFECTION ?

[IF YES ABOVE PLEASE COMPLETE Q1-Q7 BELOW, IF NO PLEASE COMPLETE Q8-Q13 BELOW] YESKX No[l

1. HOWw MANY DAYS WAS THE INTRAVENOUS CATHETER IN SITU BEFORE ONSET OF THIS NO. OF DAYS

EPISODE OF INFECTION?

2. WAS THE INTRAVENOUS CATHETER STILL IN PLACE AT THE TIME OF ONSET OF CLINICAL

YESKX No[I
ILLNESS
3. WAS THE INTRAVENOUS CATHETER STILL REQUIRED FOR ADMINISTRATION OF
INTRAVENOUS MEDICATION OR INTRAVENOUS FLUIDS AT THE TIME OF ONSET OF YeEsX NoO

INFECTION

4. \WAS THERE ANY EVIDENCE OF INTRAVENOUS CATHETER FAILURE (FOR EXAMPLE
YesO NoX
OBSTRUCTION, INFLAMMATION, DISCHARGE) PRIOR TO ONSET OF INFECTION

5. ARE |V LINE CARE BUNDLES IN USE ON THE WARD ? YESKX No[

6. WAS THE IV LINE CARE BUNDLE APPLIED AND ASSOCIATED DOCUMENTATION
YEsSKX No[l
COMPLETED FOR THIS PATIENT ?

7. WAS THE INTRAVENOUS CATHETER REMOVED AFTER INFECTION WAS DIAGNOSED YesX No[l

8. WAS A RESPIRATORY TRACT INFECTION CONSIDERED THE LIKELY SOURCE OF
INFECTION? YesO NoX

9. WAS A SURGICAL SITE INFECTION CONSIDERED THE LIKELY SOURCE OF INFECTION? YesO NoX

10. WAS A SKIN AND SOFT TISSUE OTHER THAN SURGICAL SITE INFECTION CONSIDERED
YesO NoX
THE LIKELY SOURCE OF INFECTION?

11. WAS A URINARY TRACT CONSIDERED THE LIKELY SOURCE OF INFECTION? YesO NoX

12. WAS ANOTHER INFECTION CONSIDERED THE LIKELY SOURCE OF INFECTION? — PLEASE
YesO NoX
SPECIFY

13. WAS THE SOURCE OF INFECTION UNIDENTIFIED YesO NoX




PATIENT CARE OR NOMINEE TO COMPLETE THIS SECTION]

ASSESSING IMPACT OF S. AUREUS BLOOD STREAM INFECTION [MULTIDISCIPLINARY TEAM MEMBERS WITH RESPONSIBILITY FOR

WERE THERE ANY DEFICIENCIES WITH THE WARD/UNIT ENVIRONMENT & EQUIPMENT

INFRASTRUCTURE LIKELY TO HAVE CONTRIBUTED TO THIS EPISODE OF INFECTION ?

YesO

DID THE PATIENT SURVIVE (ASSESSED AT TIME OF DISCHARGE/TRANSFER OR AT 30 DAYS FROM

YEsSKX No[O
ONSET)
IF PATIENT SURVIVED WAS PATIENT DISCHARGE DELAYED YEsSKX No[O
IF PATIENT DECEASED WAS S. AUREUS BLOOD STREAM INFECTION IDENTIFIED ON THE DEATH

YesO No[O
CERTIFICATE AS A PRIMARY OR CONTRIBUTORY CAUSE OF DEATH

NoX

IF YES PLEASE GIVE A BRIEF INDICATION OF ISSUES

INFECTION THAT ARE LIKELY TO HAVE CONTRIBUTED TO THE EPISODE OF INFECTION?

HAVE THERE BEEN ANY ISSUES IN RELATION TO STAFFING/SKILL MIX IN WEEK PRIOR TO ONSET OF THIS EPISODE OF

YEs | No
O

IF YES PLEASE GIVE BRIEF INDICATION OF ISSUES: PERMANENT NURSING STAFFING BELOW RECOMMENDED ESTABLISHMENT; SERIAL
USE OF AGENCY STAFF; VACANT LEAD ROLE ON WARD; COVID19 MANAGEMENT ON WARD AFFECTING STAFFING AVAILABILITY

(CONFIRMED CASES, CONTACTS)

DOES THE SERVICE HAVE RELEVANT LOCAL INFECTION CONTROL POLICY IN PLACE? YES No [
IF YES, IS THIS ACCESSIBLE TO ALL RELEVANT STAFF? YES No [
IS THIS POLICY IN LINE WITH CURRENT HSE GUIDELINES ON HEALTHCARE ASSOCIATED

YES No O

INFECTIONS?

IS HAND HYGIENE TRAINING UP TO DATE FOR ALL NURSING AND SUPPORT STAFF WORKING IN THE

Yes O No X
AREA [WARD MANAGER]
IS HAND HYGIENE TRAINING UP TO DATE FOR ALL MEDICAL STAFF WORKING IN THE AREA [

Yes O No X
CONSULTANT OR NOMINEE]
IS TRAINING ON APPLICATION OF INTRAVENOUS LINE CARE BUNDLES UP TO DATE FOR ALL

Yes O No X

NURSING STAFF

IS THERE EVIDENCE THAT THE PATIENT/ RELEVANT PERSON WAS INFORMED THAT THE PATIENT

YEs X No O
HAD A S. AUREUS BLOOD STREAM INFECTION
IS THERE EVIDENCE THAT THE PATIENT WAS INFORMED THAT THIS WAS A HOSPITAL ACQUIRED
INFECTION AND GIVEN INFORMATION ON THE LIKELY SOURCE OF INFECTION (FOR EXAMPLE AN YEs X No O

INTRAVENOUS CATHETER)







COMPREHENSIVE [ PLEASE REFER TO HSE IMF] Yes X No O

CONCISE [PLEASE REFER TO HSE IMF] YeEs O No O

WHAT IS THE STATEMENT OF FINDINGS REGARDING CAUSE OF THE INFECTION ?

(FINDINGS ARE GENERALLY EXPRESSED AS STATEMENT OF FINDINGS WHICH DESCRIBE THE RELATIONSHIPS BETWEEN THE
CONTRIBUTING FACTORS AND THE INCIDENT AND /OR OUTCOME. THE STATEMENT FOCUSES ON THE CONTRIBUTING FACTORS AND
SHOULD BE AS SPECIFIC AS POSSIBLE. THE SUGGESTED STATEMENT FORMAT IS AS FOLLOWS: THE CONTRIBUTING FACTOR(S), WITHIN

THE CONTEXT OF THE INCIDENT, INCREASED/DECREASED THE LIKELIHOOD THAT THIS OUTCOME WOULD OCCUR).

EVIDENCE THAT |V LINE SITE MAY NOT HAVE BEEN CAREFULLY EVALUATED AS REQUIRED BY HOSPITAL POLICY. IV LINE WAS IN USE
AND IN AN APPROPRIATE ANATOMICAL LOCATION. IV LINE WAS ACCESSED SEVERAL TIMES EACH DAY BY DIFFERENT STAFF. |V LINE
HAD BEEN IN PLACE FOR 5 DAYS. THE PVC DOCUMENTATION IS COMPLETED, AND NO PHLEBITIS WAS DOCUMENTED. HOWEVER ON
EXAMINATION AT TIME OF BLOOD CULTURE RESULT, PHLEBITIS WAS EVIDENT. THIS HAS RAISED THE CONCERN THAT ALTHOUGH THE
BUNDLES ARE IN USE AND ARE COMPLETED, THAT THE IV SITE WAS NOT INSPECTED AND THE FORM UPDATED TO REFLECT THE
PRESENCE OF PHLEBITIS.

STAFFING, LEADERSHIP AND TRAINING ISSUES IDENTIFIED INCREASED THE LIKELIHOOD THAT THE RELEVANT IPC PRACTICE AND
CARE AND DOCUMENTATION OF CARE WOULD BE BELOW EXPECTED STANDARDS.

HOSPITAL TO PRIORITISE SUPPORT FOR WARD NURSING TEAM RE CONSISTENT STAFFING AND PLAN FOR SUBSTANTIVE WARD
MANAGER REPLACEMENT

2 FocusseD IPC TEAM SUPPORT FOR WARD TEAM ON IMPLEMENTATION OF PVC CAR BUNDLE APPROACH AND CARE

EXPLORE ESTABLISHMENT OF |V LINE CARE TEAM

PATIENT/ GUARDIAN YEsSKX No[O

RELEVANT PERSON (SUBJECT TO PATIENTS CONSENT UNLESS THE PATIENT IS MINOR OR UNABLE
YeEsX NoO
TO CONSENT)

HOSPITAL STAFF & HOSPITAL MANAGER
(IF YES PLEASE PROVIDE DETAILS OF TYPE OF STAFF HERE) WARD MEDICAL AND NURSING TEAM; | YES X No[O
QUALITY AND SAFETY COMMITTEE; GENERAL MANAGER




CONTRIBUTORS TO THIS REVIEW

YES

NoO




