Central Line-Associated Bloodstream Infection (CLABSI) Case
Review

Background/Instructions for Use

e The CLABSI case definition is for surveillance of healthcare-associated infections and is not based on clinical

decision-making practices. The infection is associated with a central venous catheter (CVC) and may not be

caused by the CVC.
e A unit-based, interdisciplinary root cause analysis (RCA) of each CLABSI is recommended,; this Case Review

form will aid in this process.
e For more information on this recommendation, please see the following PowerPoint presentation:

@
CLABSI RCA and
Recovery Tools pptx

Patient Name: MRN: Date of Admission:

Infection Data

Type of CLABSI: [ _] Pathogen [ ] Common Skin Commensal [ ] Mucosal Barrier Injury
Organism(s): Date patient met CLABSI criteria: Unit:
CVC Data
Type and site of CVC #1.:
Date of insertion: Unit of insertion:
Date of removal: # days CVC present prior to positive blood culture:

Type and site of CVC #2:
Date of insertion: Unit of insertion:
Date of removal: # days CVC present prior to positive blood culture:

Risk Factors for Infection

Immunocompromised Yes [] No []
Compromised skin integrity Yes [] No []
Endotrachael tube present Yes [] No []
NCPAP/Nasal cannula present Yes [] No []
Feeding tube present Yes [] No []

Continuous indwelling Yes [] No [] N/A[]

Infusates in past 72 hours (select all that apply):
[ JTPN [JLipids [ ]Blood products [ ] Steroids (3 x physiologic doses)

Could the CVC have been discontinued sooner? Yes [ ] No [] N/A[]
Infection at another site within 7 days of CLABSI determination? Yes [ | No []
If so, where?

Other risk factors:
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http://www.cdc.gov/nhsn/PDFs/pscManual/4PSC_CLABScurrent.pdf

CLABSI RCA and Recovery Tools.
After XX weeks CLABSI free, one occurs. What do we do?

e Remember the CLABSI case definition.
— The infection is associated with a line

— May not be caused by a line

* Review the case interdisciplinary

— Review the practice. Use evidence-based practice as a guide. All parties involved should
participate

— John’s Hopkins Root Cause Analysis (RCA) tool — on the Bridge Site RCA Tool

— Share the findings

 “Blame” and “ding” can’t be part of the discussion. Don’t use RED or
GREEN. Don’t use X or V

— A defect occurred
* Infection Prevention and Control can act as a helpful resource
* Appropriate M&M — interdisciplinary review
* Action planning for units and across units (as applicable)

« Communication with e-mail, quality boards, Knowing How We’re Doing
boards, IV Therapy

— Create and share a summary statement from the Case Review authored by the leaderin
the case review — identified at the beginning of the Case Review.



https://bridge.ohsu.edu/health/quality/Projects/Reference Materials/Learning_from_Defects_Tool.doc



Outline for Review and Actions

Identify CLABSI and communicate findings (tool included)

—  What: provide information as soon as possible, complete the Blood Culture Review document as completely as possible
—  Who: Infection Control
—  When: as soon as possible

Complete Blood Culture Review document (tool included, same as above)

—  What: complete the Blood Culture Review document as completely as possible
—  Who: Nursing unit’s designee (manager, PPL, RN quality resource, other)
—  When: within 48 of notification of CLABSI

Identify appropriate personnel to participate in case review and call meeting

—  What: insertion through infection, if multiple admissions, include those that assessed the line. Ask Infection Control to attend,
participate, and offer additional resources for best practices. Require other, appropriate units and departments to participate.

—  Who: Nursing unit’s designee

—  When: within 48 of notification

Conduct interdisciplinary case review (use 1 of the 4 tools included)
— What:
* Review the practice and the prevention system. Use evidence-based practice as a guide. All parties involved should

participate in discussion of the practice. Ideally, use a tool to help guide the discussion to identify:
—  What happened?
—  What went well? (positive contributing factors)
—  What contributed to risk? (negative contributing factors)

*  “Blame” and “ding” can’t be part of the discussion — a defect occurred
* Create and share a summary statement from the Case Review authored by the leader in the case review — identified at the
beginning of the Case Review.
—  Who: Facilitator — RN Manager, Professional Practice Leader, or Director or Medical Leader
—  When: within 7 days of CLABSI notification

Actlon planning for units and across units (as applicable) (tool included)

What: Identify actions at the unit level, hospital level, systems level that would act as a counter-measure to the negative contributing
factors. Assign actions to those in the room and create reasonable, yet assertive timelines. If the right person is not in the room, the
action should be to discuss with the right person (probably by one of the senior people in the room)

—  Who: Facilitator leads
When: during the case review

FoIIow up actions and summarize findings (tool included)

What: reconvene meeting group or electronically follow up actions. Summarize findings, actions, and follow-up for communication
to the unit and appropriate additional departments/units/personnel. Additional departments should include other
units/departments the patient was cared for

—  Who: Facilitator leads

—  When: as information is relevant and actions are completed





Blood Culture Review document (example) —

complete as much as feasible

Positive Blood Culture Review - page 1

Positive Blood Culture Review - page 2

[ 1 Contaminant

Considering all blood cultures drawn for this sepsis workup
__ #peripheral blood cultures drawn?

__ #peripheral positive?

__ #line blood cultures drawn?

__ #line positive?

{optional): record blood culture volumes

Indicate how sure you are about your classification

[ ] Very uncertain

[ 1Uncertain

[ 1Pretty good about judgement, some confusing or conflicting facts
[ ] Pretty good about my judgement, only a little bit of doubt

[ ] Very certain; no doubt

Action Plan: {Please relate to Fishbones, as applicable):

Comments and Lessons Learned:

Patient Name: MRN: Patient Name: MRN:
DOB:_/ /  BithWwT: {gm) GA: - 7wk &days/7 Date 1st + blood culture drawn: __/_ /_ Cultures/Gram Stains
Record below: Risk factors present at time blood culture drawn & data about the positive blood culture Date &
[¥/N/na) Immunocompromised [¥/N/na] Endotracheal tube present: Site of blood Blood Time
/N/na] Compromised skin integrity [¥/N/na] Intubated within 72 hours: culture (if volume reported
[¥/N/na] Open body cavity [¥/N/nal NCPAP/Nasal cannula present? Date Time Source | applicable) | {optional) positive Organism |Comments
[¥/N/na] Ostomy present [¥/N/na] Feeding tube present?
[¥/N/na] Surgical site infection receiving Rx [¥/N/na] Continuous indwelling? if so Date lastchanged: _ /_/
[¥/MN/na] Major surgery within past week Enteral fluids:~__ ml/kg/d;
Specify most recent major surgery: Parenteral nutrition:™___ml/kg/d during last full day prior to sepsis
workup
[¥/N/na] Other risk factors: (state)
Catheter Information: Only relevant if line(s) present {or discontinued) within the 48 hrs prior to first blood culture
[¥/N/na] Port protectar on needlass connectors in place if used in your
[ | Nodeep line present NICU
[ ]1#days PIV present™* [if multiple site, note only longest) [¥/N/na] Antibacterial patch in use: Type:
Estimate # IV start attempts in last 72 hrs: [¥/N/na] Abnormal CL site appearance on day culture drawn
[ ]1#days UAC present prior to first blood culture [Y/N/na] Line-related phlebitis
[ ]1#days UVC gresent grior to first blood culture [¥/N/na] Compromised dressing
[ ] #days PICC present prior to first blood culture [¥/N/na] Vomiting onto line dressing
Site: [Y/N/na] Stool/Urine onto line dressing
[ ]1#days Other CENTRAL line present prior to first blood culture. [¥/N/na] Line repaired/exchangead in past 48 hours
[ ] Other CENTRALline ___ #days present prior to first blood o ) )
[¥/N/na] Line leaking events in past 48 hours
culture, Site:
Estimate total # times all lines accessed during the last 72 o
; . . [¥/N/na] Care by temporary staff in past 48 hours
hours {including for meds/olood draws/ tubing changes, etc)
Last date of tubing changed: _ /[ [¥/N/na] Care by non-NICU staff in past 48 hours
tast [.jme Eire?swng changed: (applies only to umbilical and central [¥/N/na] Staffing difficulties for the NICU in past 48 hours
lines): _/_/_ Laboratory Data
[¥/N/na] Imaroper line set-up Date Time WBC | Segs/Bands Plts CRP
[¥/N/na] Tubing/infusate NOT changed appropriately (method/time}
[Y/N/na] Any other unusual event: (specify)
[¥/N/na] Line discontinued =48 hrs prior to drawing blood culture
Infusates in Past 72 hours: answer all: [ 11PN [ ILipids [ 1 Blood products [ 1Steroids (3 x physiologic doses)
Indicate below your best judgement on how to classify the positive
Additional comments about data quandaries, organism(s), etc. blood culture: select the maost appropriate category
[ 1BSI- source unknown
[ ]BSI- NEC Other Tests
[ 18SI- VAP
[ 18SI- othersource
[ 1851- CLABSI suspected, but doesn't meet NHSN criteria
[ ] CLABSI - pathogenic species
[ 1CLABSI - Coagulase-negative Staphyoccus
[ ] CLABSI - another common skin species other than CONS






Interdisciplinary Case Review (Tool 1)

What Process step Process step Process step :
happened? 1 2 3
Positively Positively
contributing contributing
factor 1 factor 2

Explanation: use Post-its™ to identify the process sequence as well as identify and share positively contributing factors
(what went well), negatively contributing factors (what could be improved), and actions as identified.





Interdisciplinary Case Review (Tool 2)

(as much as feasible, complete prior to the Case Review)

Investigation Process

I. What happened? (Reconstruct the timeline and explain what happened. For this investigation,
put vourself in the place of those involved, in the middle of the event as it was unfolding, to
understand what thev were thinking and the reasoning behind their actions/decisions. Trv to view the
world as they did when the event occurred.)

II. Why did it happen? Below is a framework to help vou review and evaluate vour case.
Please read each contributing factor and evaluate whether it was involved and if so, did it negativelv
contribute (increase harm) or positivelv contributed (reduce impact of harm) to the incident.

Contributing Factors (Example) Negatively Positively
Contributed Contributed
Patient Factors:

Patient was acutelv ill or agitated (&l

i & o JeTm MFET VS fmert fe
failurs, secondary to congestive heart fail

There was a language barrier (Parient o

There were personal or social issues (Patiss

Task Factors:

Was there a prot col @ 1111b1e to guide therapy? (Protocol for

ms is posted above the medication

7 7] - . TU
SLo0d FINCOSE PESUITS WE

Were tests results accurate?

MRI results nesded quickly—rssulis

Caregiver Facturs

Team Factors

Was verbal or written communication during hand offs clear,
accurate, clinically relevant and goal directed? (Oncom

care team was debrigfed By out-going seaff

Was verbal or written communication during care clear,
1ccur1te c]m.tm.ll'» rele'\ ant and goal dJ.r-:c:tc':clj (Staff

P CONCERH PESAP

Was verbal or written communication during crisis clear
accurate, clinically relevant and goal directed? (Team leader
-

gquickly explained and divect hiz'her team regarding the plan of

getion )

Was there a cohesive team structure with an identified and
communicative leader? (deen

instructions to the team. )

2 phy.

Training & Education Factors

Was proﬂder ]:\'IlD'\‘. ledge’tble skilled & competent? (Vurss

! for that medication.)

e stab].ished protocol?  (Provider

I S S
wsure steps wera fallowsd )

ITI. How will vou reduce the likelihood of this defect happening again?

Was the caregive

rurse foroot to talks a

Did the caregiver's outlook/perception of own professional
role impact on this event?

1 ' N
cardiae consult was done expeditiously.)

(Doctor followed up to maks surs

Specific things vou will do to] WHO will Follow up date
reduce the risk of the lead this (WHEN)

defect? (WHAT) effort

How will vou know risk
is reduced (?action
items)

Was the phvsical or mental health of the provider a factor?
FProvider having personal issues and missed hearing a verbal

ordsr. )






Interdisciplinary Case Review (Tool 3)
Cause and Effect Diagram (Fishbone)

Inputs in People Materials
the | \
process _ __
.. by A / / Cause
.. / = contributing to
AN CLABSI
: - 1 . J  cLaBsI
,ff f

Methods Equipment






Interdisciplinary Case Review (Tool 4)

Case Description

Sequence Issues/Concerns/Findings






Action Planning Tool

Action Plan from 3/21/2012 Case Reviews

What Who Status When {COMPLETE ON) Intervention strength

Low (individual
reminder)

Low
{education,/reminder)

NMedium {education
and better chance to
follow protocol)

Medium (standardize

4
communication)
5 Low
{education,/reminder)
5 Medium (standardize
communication)
Low
7

{education/reminder)






Rank Order of Error Reduction Strategies

D

Checklists and double check systems ]

~~

Rules and policies






Summary and Follow up Tool
(to be used to share with units/departments/stakeholders)

Case Review Results and Follow-up
date posted: Mmm, dd, yyyy
Summary Statement and Common Themes (if multiple cases)
Remove patient information - include the date of the review - include either a summary of attendees or attendee list - deliver

relavent information about the case review that is constructive for all possible readers of the document.

Findings summary and actions, as applicable (if multiple case, separate)

Case 1:

T
dalt L.

Case 3:

Case 4

Follow-up expected date or results (re-post as updates becomes available) (update the date posted, above]

Case 1:

oy e
Ldald L,

Case 3:

Case 4
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Central Line-Associated Bloodstream Infection (CLABSI) Case
Review

Considering all blood cultures drawn for this sepsis workup:

# peripheral blood cultures drawn: # peripheral positive:
# CVC cultures drawn: # CVC positive:

Were peripheral blood cultures drawn per policy?

Line Care and Maintenance

# days PIV present (if multiple sites, note only longest):

Estimate # IV start attemps in last 72 hours:

Estimate total # times all lines accessed during the last 72 hours (meds/blood draws/tubing changes, etc):
Last date of CVC tubing changed: __ / /

Last date of CVVC dressing change: _CC

Line-related phlebitis Yes [_] No [ ]
Compromised dressing Yes [] No []
Stool/Urine onto line dressing Yes [] No []
Line repaired/exchanged in past 48 hours ~ Yes [ ] No []
Line leaking events in past 48 hours Yes [] No []
Care by temporary staff in past 48 hours Yes [] No []
Care by non-unit-based staff in past 48 hours Yes [_| No []

Tubing/infusate NOT changed appropriately (method/time):

Other issues noted:

CLABSI Prevention Measures

Patient received CHG bath/shower in 48 hours prior to CLABSI (ICU and 14K)  Yes [_] No [] N/A[]
If not, why not?

Port protector on needless connectors in place if used in your unit Yes [] No [] N/A []

Antibacterial patch in use Yes[ ] No [ ]
If yes, type: [ ] Biopatch [ ] Other (please specify):
If no, why not?

Other prevention measures:

Outcome (mark all () CVC Removal () CVC Replaced
that apply): (] Therapy on Unit () Death
(] Transfer to ICU () Antibiotic(s) used:
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https://ohsu.ellucid.com/documents/view/397

Central Line-Associated Bloodstream Infection (CLABSI) Case

Review

Interdisciplinary Review of Case

Date of Review: [

Facilitator:

Additional comments and lessons learned:

Action Plan:
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