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@6(3 Case Studies i ‘“‘/

e All cases are fictional
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Hospital-acquired infection wsc)

e Hospital-acquired infection and healthcare-associated
infection are not the same

* This PPSis concerned with active infection acquired DURING
or AS A CONSEQUENCE OF admission to an acute hospital

¢ Infections acquired in nursing homes or long term care
facilities (HCAI) are not captured in this PPS

* Date of admission = Date patient arrived/presented at the
hospital
— Date of admission =Day 1
— Admitted to ward at 23:50 on 05/05/17 =
— 00:00 on 06/05/17 =

“ecoc  Hospital-acquired infection vsc)
- ferely
» Develops in this hospital during the current
admission

e Develops in another acute hospital and
patient transferred to this hospital with active
HAI

e Develops in the community in a patient
recently discharged from acute hospital and
results in patient being readmitted to this
hospital

Acute hospital = This hospital or another acute hospital




“ecoc  Hospital-acquired infection \ _/

| Frie

e Infection arising Day 3 onwards

e |f a patient is readmitted to hospital within two days of
discharge from an acute hospital with an infection OR
infection develops on Day 1 or Day 2 of this readmission, then
the infection is hospital-acquired if the case definition for
infection is met

e C. difficile infection (CDI) may develop up to 28 days following
discharge from hospital

e Surgical site infection (SSI) related to non-implant surgery may
develop up to 30 days following date of surgery

eSSl related to implant surgery may develop up to 90 days
following date of surgery — Note this change from 1 year in
last PPS

“ecoc What is an active infection? ()
e )
* Infection is ACTIVE when signs and symptoms of
infection are present on the PPS date

OR

* There is documentation that signs and symptoms of
infection were present in the past and the patient
continues to receive antimicrobial® therapy for that
infection on the survey date

*Antimicrobials = antibacterials & antifungals
Antivirals, antihelminthics, antiprotozoals and treatment of TB are not included
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%‘: When is an infection hospital-acquired? (

- fovge

ey

All HAI types
Day 3 onwards

AND

Meets the case definition
on the day of survey

OR

Patient is receiving
antimicrobials

AND

HAI has previously met
the case definition
between day 1 of
antimicrobial treatment
and survey day

s

- fovge
frer

discussed with treating clinician

How do | decide date of onset? /_n;?
Decision hierarchy \__/

1. Date of onset = date of documentation of first symptoms or
signs of infection OR if not documented, date of onset as

2. If symptoms or signs not documented and the clinician is not
available to discuss, if patient has recent relevant positive
microbiology results, take date of onset as date of relevant
positive microbiology results (e.g. Pneumonia with sputum
culture positive)

3. If symptoms or signs not documented and patient does not
have relevant positive microbiology results, take date of

onset as date treatment started

29/03/2017
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@r Infection arising DAY 3 onwards /~ ~

ecoc is HAI e
DATE OF ADMISSION TO THIS HOSPITAL
(DAY 1)

N

TRANSFERRED TO THIS HOSPITAL FROM ANOTHER ACUTE HOSPITAL?
ADMITTED TO THIS HOSPITAL WITHIN 30 DAYS OF DISCHARGE FROM AN
ACUTE HOSPITAL?

ADMITTED TO HOSPITAL WITHIN 90 DAYS OF DATE OF IMPLANT SURGERY?

¥

INFECTION ARISING DAY 3 ONWARDS = HAI

“ecoc Infection arising DAY 3 onwards \_/

i W

e Donny Duck admitted via ED to St Francis ward on 08/05/17
(DAY 1)

e 10/05/17 (DAY 3) — Develops dysuria, fever 38°C

* MSU & blood cultures taken and commenced empirically on
IV co-amoxiclav for suspected UTI

e PPSteam arrive on St Francis ward 11/05/17 (DAY 4)
e ACTIVE ISSUE — CONTINUES ON TREATMENT

e HOSPITAL-ACQUIRED - ONSET DAY 3

e LIKELY INFECTION SITE — URINARY TRACT

e CHECK UTI SURVEILLANCE DEFINITION TO CONFIRM ALL
REQUIRED CRITERIA PRESENT TO CALL THIS HAI




%C Can a HAI arise on DAY 1 or DAY 2?

- fovge
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Yes, in certain circumstances

t@é& HAI arising on DAY 1 & DAY 2

- fovge
T

Surgical Site Infection
day 1 orday 2

An 551 is defired cx uny SSI type which coours within 30
days of infection of the eporation date. In the case cf
surgery invelving an implant, deep or argan space 551

wrising up lu 30 days afler surgery i ulso considered und
the paticnt cither has symptoms that meot the casc
dejinition and/ar is on ontimicrobicl trectment for
infectio.

OR

Clestridium difficfic Infectlon
, day 1 arday 2 AND notient discharged from
huspiial, ocule or non-veule, in preceding 28 doys

OR

Device assaciated infection
Helewant invasive device* in site placed on day 1 or day
2, resulling In o HA! orisel ondoy I or doy 2
*intubstion, vascular catieter (PYC/CWC) or urinary
catheter

OR

Neonatal infection
Count any active \nfection arising afier birth while '\nfant
remains in hospital

AND

Meels the case definition
on the day of survey

OR

Patient is receiving
antimicrobials

AMND

HAI has previously mel
the case definition
between day 1 ot

antimicrobial treatment

and survey day
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@ FC C. difficile infection arising DAY 1 & DAY 2
| B

DATE OF ADMISSION TO THIS HOSPITAL = DAY 1

TRANSFERRED TO THIS HOSPITAL FROM ANOTHER ACUTE HOSPITAL HAVING BEEN AN INPATIENT THERE ?
ADMITTED TO THIS HOSPITAL WITHIN 28 DAYS OF DISCHARGE FROM AN ACUTE HOSPITAL?

INFECTION ARISING ON DAY 1 & DAY 2
MAY BE HOSPITAL ACQUIRED IF CDI
CASE DEFINITION MET

SSI arising DAY 1 & DAY 2

DATE OF ADMISSION TO THIS HOSPITAL
(DAY 1)

TRANSFERRED TO THIS HOSPITAL FROM ANOTHER ACUTE HOSPITAL?
ADMITTED TO THIS HOSPITAL WITHIN 30 DAYS OF SURGERY?
ADMITTED TO HOSPITAL WITHIN 90 DAYS OF DATE OF IMPLANT SURGERY?

INFECTION ARISING ON DAY 1 & DAY 2
MAY BE HOSPITAL ACQUIRED IF:

PATIENT ADMITTED TO THIS
HOSPITAL WITHIN 30 DAYS

OF DATE OF SURGERY PATIENT ADMITTED TO THIS HOSPITAL WITHIN
PERFORMED IN AN ACUTE 90 DAYS OF DATE OF IMPLANT SURGERY

HOSPITAL & INFECTION & INFECTION MEETS SSI-D OR SSI-O CASE DEFINITION
MEETS SSI CASE

DEFINITION

29/03/2017



@éc HAI arising on DAY 1 or DAY2 ()
L

L

* Minnee Mouse was discharged home well from this hospital
05/05/17 following a laparotomy and small bowel resection
performed 29/04/17

* Minnee represents to ED and is admitted to St Pat’s ward on
17/05/17 (DAY 1) complaining of purulent drainage from
lower end of laparotomy wound and on examination the
infection extends down to the fascia

¢ Minnee is commenced on empiric IV cefuroxime and oral
metronidazole, a wound swab is taken and she is admitted to
general surgical ward

e PPSteam arrive on St Pat’s ward 18/5/17 (DAY 2)

@éc HAI arising on DAY 1 & DAY2 ()
L

L

* Yogi Bears was transferred to ICU in this hospital
16/05/17 for management of acute kidney injury
arising secondary to severe Clostridium difficile
infection diagnosed in referring hospital 08/05/17

e On arrival, 16/05/17 (DAY 1) Yogi is prescribed oral
vancomycin since 08/05/17

e PPS team arrive in ICU 17/05/17 (DAY 2)
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C Infection arising DAY 1 & DAY 2 \_/

DATE OF ADMISSION TO THIS HOSPITAL

(DAY 1)

¥

INFECTION ARISING ON DAY 1 & DAY 2
MAY BE HOSPITAL ACQUIRED IF:

¥

HAl is C-CVC or CRI3-CVC -
HAI is pneumonia and and CVC in situ HAl is UTIl and
patient is intubated OR ureth_ral c_;atheter
HAl is C-PVC or CRI3-PVC In situ
and PVC in situ

@&7 HAI arising on DAY 1 & DAY 2 {_ _/
e _
* Lisa Sampson transferred to this ICU 08/05/17 (DAY 1) from

ICU St Elsewhere for management of worsening acute cardiac
failure secondary to viral myocarditis

e On arrival, she has been intubated since 04/05/17

e 09/05/17: Febrile to 39°C, WCC 174, purulent secretions and
she is also tachypnoeic

* CXR reported to have bilateral diffuse infiltrates more evident
in comparison to CXR prior to transfer

* PPS team visit ICU 09/05/17 (DAY 2)
* Lisa not currently prescribed antimicrobials

29/03/2017



@E@c HAI arising on DAY 1 & DAY2 ()

. B
frer

* What if Lisa was first admitted to hospital 08/05/17 from

community via ED to ICU?

¢ |ntubated on 08/05/17 and transferred to this ICU 08/05/17

e 09/05/17 (DAY 2): febrile to 39°C, WCC 174, purulent
secretions and tachypnoeic, with worsening CXR infiltrates —

PPS team arrive on ICU

(5> HAI arising on DAY 1 & DAY2 /" ~
ecdc NEONATAL S

. B
frer

AND

Neonatal infection
Count any active infection arising after birth while infant

remains in

INFECTION ARISING AT
ANY TIME FOLLOWING BIRTH
WHILE NEONATE REMAINS IN HOSPITAL IS
HAI PROVIDED IT MEETS
CASE DEFINITION OF INFECTION

ALWAYS START WITH NEONATAL INFECTION
CASE DEFINITIONS

Meels the case definition
on the day of survey

OR

Patient is receiving
antimicrobials

AMND

HAI has previously mel
the case definition
between day 1 ot

antimicrobial treatment

and survey day

29/03/2017
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@(}}; Case Definitions of HAI \ ‘/
Dae

* HAI case definitions are in PPS protocol Appendix B
e Case definitions are surveillance definitions

* Surveillance definitions may differ from clinician’s
impression/judgement

e HAI case definitions MUST be strictly applied to
ensure consistency in reporting
— PN1in Scotland = PN1 in Latvia = PN1 in Italy

@ , HAI case definitions
L 0C  No significant change since 2012 \_/

e HELICS — PN, SSI, BSI, CRI, UTI
 ECDC-CDI
» KISS — Specific neonatal case definitions

e US CDC/NHSN — Where no European case definitions
available

* Your job is to decide if patient has active infection, if
infection is hospital-acquired and if infection meets a
HAI case definition

29/03/2017
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t@g& HAI case definitions GD

- fovge
T

Case definitions are NOT perfect

There will be cases where you feel patient has HAIl and case
definition is not met

There will be cases where the clinician has decided their
patient has a HAI but the PPS case definition is not met

There will be cases where information that becomes available
tomorrow may mean a HAI case definition is met — Irrelevant:
if you are doing the PPS today — never go back to get more
information after the patient form is completed

Case definitions MUST be strictly applied

@\& PPS Ireland 2012 (w)

- fovge
T

Table 4.16: Number, percentage and prevalence of HAIL by HAl type

=
HAl Infection Site

Ordar % Prevalence (%)
[ [ [T
|z | 86 172 10
[ 3 | s 120 o8
EER C- I L as
[ o | 38 16 ua
Eye, ear, nose, threat or mouth infections 2! #,G- o3
| s | 15 38 0.2
[ 9 |sknancsofttssueinfections [ 31 vz
30 [ Woonstaispadficinfoctions [T 28 27°
“ Reproductive tract infections i 14 a1
“ Lower respiratory tract infections ¥ 14 (15§
[ 13 |cathoterrolatodinfoctions [ 10 oL
T 3 06 <01
[ 15 | 2 04 w01
— e | i w

*Prevalence of neanatal specific infections in the 526 surv=yed patients who were £4 weeks cld.

PPS Ireland 2012 National Report

29/03/2017
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Pneumonia - PN

* THREE PARTS TO PNEUMONIA DEFINITION

* RADIOLOGY

PLUS

* PATIENT SYMPTOMS

PLUS

* MICROBIOLOGY

* To meet PN case definition, need positive findings in
each of the three parts

' *
"ecdc

PN — Appendix B P67
RADIOLOGY & PATIENT SYMPTOMS S

1.1 PN: PNEUMONIA

Two or more seral chest X-rays or CT-scans of lungs with suggestive image of preumonia for patients with
underlying cardiac or pulmonary ciszase®. In patients without uncerlying cardiac or pulmonary disease, one
definitive chest ¥-ray or CT-scan is sufficient.

and at lezst ONE of the following

= Tever > 38 °C with no other cause
* Leukopenia [<1000 WEC/mer| or leuzocytosis | 12 000 WBC/mm'’)

# | and at least ONE of the following
E (or al least TWO il clinical pneurnonia only = PN 4 and FN 3)
c
E = New onsel of purulent sputum, or change in cheracter of spulurm (colour, odour, quantity, consistercy)
@ | = Cough or dyspnoca or tachypnoea
= Suggeslive auscullation (rales or bronchial breath sounds), rhonchi, wheezing
* Woersening gas axchange (e.g., O, deszturstion or increased cwygen reguirements or increased ventilation
remand)
PN reporting instruction:
Rx = Radiology *For paLie!'lt:i wikh. unde.rlg'irlg ca.rdiac. or pulmonary diseasr-:',.une deﬁnitiva CXR or CT scan for the
* current episode will suffice, providad it may be comparad with a pravious CXR or CT scan performed

within the last 12 months

29/03/2017
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A3, PN-APPENDIXBP67  , -
i MICROBIOLOGY Z

and scer ding Lo the uss) diapnestic methel

- Dactericlogic dingnostic performed by
Vesitive guantrtative culture from mummally contarwnates lower resprratery tract (L) speaman (PN 1)

= 3ronchoalvaolar lzvage (BAL) with = threshold of 2 10° colany-forming unts (CFULmI or 2 5 % of BAL obtained
rells eancain intrace! ks harkerm nn direet mirrasespie exnm (elasafed on the dagnastic ratrgnrg HA1)

= Zrolected brush (38 Winber ey with o theeshold of 210" CRUA

= oistal crotocted aspiratc (OPA) with a threshold of 2 30° Ccou/ml

Pusilive pucntiiotive cullure froom possibly conlemioied LRT specimen PhE2)
= (ymndiative cubure of | AT specirmen (= 8. erdntrackeal assimbe] with n boresnold of 10° CELReL
b - nlternative microbiolagy methods P 3)

= Soshive bloed culture not relsted 1o anather scurce of Infaction
= esitve growth in culturs of sloural flusd
h posithue needle aspition
= Histooqic oulmonary axam srows evidence of pneuman’a
" nstue reams f00 oncumoni with wiens oF perticular miemarganism detectes: Teginella spp, Asprrgdlis
sep., rycabacteria, Mycoplasma spg., Preumenystis sap.)
o Peskive deteetion of wiral anziger er antbocy frem rospratony seorotions [e.g, ELA FAMA, shel vial

Microbiology

assy, K1)
o Pusitive direc, seem or positive Lultuse ‘o broschial secetion or Ussue
o Saroconversion
+ Neterticn ot antigens in urine {fegionetia preurmophils, Streptoraens paearonioe)

©—Others
= Gnsiae spUtum culturs oF Ron guantitative LT speeimen cuturs (P 2y
= Mo pesitive misrobioley (Pr 5}

lor pneumania, only fill one subcategory [wheare more than one I"N definition is met by the patient,
priaritise recood=d preumania definffion as: PH1>PN2 =PRG> PNA>PMS |

@C BACK TO LISA ()

| Frie

Lisa Sampson transferred to this ICU 08/05/17 (DAY 1) from
ICU St Elsewhere for management of worsening acute cardiac
failure secondary to viral myocarditis

On arrival, she has been intubated since 04/05/17

During early hours 09/05/17, noted to be febrile to 39°C, WCC
177, purulent secretions and she is also tachypnoeic

CXR demonstrates bilateral diffuse infiltrates which are more
evident in comparison to CXR prior to transfer

PPS team visit ICU 09/05/17 (DAY 2)

No microbiology results back on secretions sent in early hours

29/03/2017
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@f Lisa’s Patient Form (Form C) N
LI Section 4: HAI Data U

@ﬂ? Also review Practice Case 1 \ ‘/

29/03/2017
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@_\&: Surgical Site Infection - SSI

n B e

¢ Timing of HAI onset is VERY important for SSI category
— Non-implant surgery: Any SSI type arising up to 30 days postop is HAI
— Implant surgery: Deep or organ space SSI arising up to 90 days postop
is HAI
* If you think patient has SSI — Record date of operation,
whether implant inserted or not & date of infection onset

e Three categories of SSI:
— Superficial — onset up to day 30 post any surgery
— Deep —onset up to day 30 post non-implant surgery and day 90 post
implant surgery
— Organ space —onset up to day 30 post non-implant surgery and day 90
post implant surgery

@&: SSI-S— APPENDIXBP72 ()

15 §5I: SURGICAL SITE INFECTION

Superficial incisional (S51-5)
Infection occurs within 30 days after the operation and Infection Involves only skin and subcutaneous

tissue of the incision and at least ONE of the following is present:

L Purulent drainage with or without laboratory confirmation, from the superficial incision

1. Organisms ksolated from an aseptically obtained culture of fluld or tissue from the superficial
inclsion

3. At least ONE of the following signs or symptoms of infection: pain or tenderness, localised
swelling, redness, or heat and_superficial inckion is deliberately opened by surgeon, unless
incision is culture-negative

4. Clinical diagnosis of superficial incisional S| made by consultant clinician

29/03/2017
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/

ecoc  SSI-D—APPENDIX B P72

n B e

Deep indsional {551-D)
Infection cceurs within 30 days sfter the opzration f no implant is left in place or within 90 days if
Implant Is in place and the Infectien appears to be related ta the operation and Infection Invalves deep
sofl tissue (e.g., fascia, muscle) of the incision and at least ONE of the following:
1. Purulent drainage from the deep Inclslon but not from the organ/space component ¢f the
surgical site
2. Adeepincision soontaneously dehisces or is deliberately opened by 2 surgeon when the patient
has at least ONE of the following signs or symptoms: fever (=38° C), localised pain or
tenderness, unless indsion is culture-negative
3. An abscess cor other evidence of infection involving the deep incisicn is found on direct
examination, during reoperation or by histcpathologic or radiolcgic examination
4. Diagnosis of deep incisional 351 made by consultant dinician

ecoc  SSI-O—APPENDIX B P72

n B e

Organ/Space (SS-0)
Infection occurs within 30 days after the operation if no implant is left in place or within 90 days if
implant is in placz and the infection apozars to be related to the cozration and infection invclves any
part of the anatomy (e.g., organs and spaces) other than the incision which was opened or manipulated
during an operation and at least ONE of the following:
1. Purulent drainage from a drain that is plzced through 2 stab wound into the arzan/space
2. Organisms isolated from an aseptically-obtained microbiological culture of fluic or tissue in the
organ/space
3. An abscess or other evidence of infecticn involving the crgan/space that is found on direct
examination, during recperation, or by histopathologic or radiologic examinaticn
4. Diagnosis of organ/space S5/ made by consultant clinician

17



@Gc BACK TO MINNEE... C
C

Minnee Mouse was discharged home well from this hospital
05/05/17 following a laparotomy and small bowel resection
performed 29/04/17

Twenty days post-op: Minnee represents to ED and is
admitted to St Pat’s ward on 17/05/17 (DAY 1) complaining of
purulent drainage from lower end of laparotomy wound and
on examination the infection extends down to the fascia
Minnee is commenced on empiric IV cefuroxime and oral
metronidazole, a wound swab is taken and she is admitted to
general surgical ward

PPS team arrive on St Pat’s ward 18/05/17 (DAY 2)

Wound swab result is pending

@ff Minnee’s Patient Form (Form C) / ~
i Section 4 — HAI data ~

29/03/2017
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“ecoc  Also review Practice Case 2 _/

|

ecoc Urinary Tract Infection - UTI \ ‘/

T
e There are two types of UTI:

* Microbiologically-confirmed UTI & patient has
symptoms of UTI: At least one symptom and positive
urine culture

OR

* Not microbiologically-confirmed & patient has
symptoms of UTI: At least two symptoms and one
other diagnostic criteria

29/03/2017

19



e@? Appendix B P69 N

1.3 UTI: URINARY TRACT INFECTION
UTI-A: microbiclogically confirmed symptomatic UTI

Patient has at lezst ONE of the following signs of symptoms with no other recognised cause: faver
(z387C),_urgency, frequency, dysuria,_or suprapubic [enderness and palenl fas A posilive_urine
microbiolezy cufture repart. That 's, * 107 microarganisms per mil of urine with no more than two
spedes of microorganisms detacted in the same uring samaole.

UTI-B: not microbi ically confi d ic UTI

Patient has at least TWO of the following with no other recognised cause: fewer (=38°C), urgency,
freguercy, dysuria, or suprapublic terdamess and at least ONE of the followlng:

]

. Positive dipstick Tor leukocoyle ester ndfor nitrite

b. Pyuria - White blood cells [WBC) ar pus cells seen on uring saecimen microscopy with =10 WEBC/m
or = 3 WBC/high power fleld of unspun uring

- Drganisms spen on Gram stain of unspun urine

. At loast two uring cultures with repeated Iselation of the same uropathogen (Gram-negative bacterl
or Stophylacoccus sapraphyticus) with 2 107 eelonics/mi Urine In non valded spedmens

. 210" colenles/ml of a single uropathogen (Gram regative bacterla or £ saprophvticus) ina patient
aelng treated with effective antimizrabial agent for a urirary Infaction
Cliniclan clinical diagnasls of a urdnary tract infection

. Cliniclan Institutes appropriate therapy for a urinary Infactian

n

a

=]

oo

UTI reporting instruction:
For urinzry bract miection, onby il in one subcategory (where mare thar cne UT defirition is met by the
patient, pricritise urinary tract infection 25 UTI-A>UTI-B).

@6(; Back to Donny... \

S

* Donny Duck admitted via ED to St Francis ward on
08/05/17 (DAY 1)

e 10/05/17 (DAY 3) — Develops dysuria, fever 38°C

* MSU & blood cultures taken and commenced
empirically on IV co-amoxiclav for suspected UTI

e PPS team arrive on St Francis ward 11/05/17 (DAY 4)
* Donny’s MSU result is pending

29/03/2017
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. Donny’s Patient Form (Form C)
(PF Section 4: HAI data .

@, Also review Practice Case 3:
e HAI 1 S

21



ecoc  Bloodstream Infection (BSI) \‘/
L

L

* To have BSI, patient MUST have positive blood
cultures

* Significant pathogen — ONE positive blood
culture

e Organism normally regarded as skin
contaminant — TWO positive blood cultures
AND at least one of: Fever >38°C, chills or
hypotension

“ecoc  Bloodstream Infection (BSI) ()
e

L

* |f BSI case definition met, next decide what
the source/origin of the BSI was:

— Primary BSI of unknown source/origin following
review of available information

— Primary BSI due to infected vascular catheter
— BSI secondary to infection elsewhere

¢ BSI source unknown because no information
available or information missing

29/03/2017
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B00C BSI - Protocol P73

B e
ey

1.6 BSI: BLOODSTREAM INFECTION

BSl: Laboratory-confirmed bloodstream infection

= ONE positive blood culture for a recagnised pathogen (e.g., Staphylocaerus aureus, Fscherichia coll,
Candida albicans ete.) [If z2ny doubt regarding what constitutes a recognised pathogen, please
dlscuss with micreniologlst]

"2

Patlent has at least ONE of the following sizrs or symptoms: faver (>38°C), chills or hypotension

and

TWO pesitive blood cultures for a camman skin contaminant®* (the same organism must have
been isolated from two separate blood culture samples, usually taken within a 48 hour period)

**5kin contaminants = coapulase negative staphylococd, Mitrococcus sp., Propionibacterium acnes,
Bacilius spp., Corynebacterium spp.

"eoéc BSI Protocol P73

Primary BSI:

Catheter-related BSI: Primary BSI due to infection of either a peripheral vascular catheter (PVC) or
central vascular catheter (CVC)

When the same microorganism was cultured from both the blood and the vascular catheter, this is
microbiologically confirmed catheter-related BSI (CRI3): CRI3-PVC or CRI3-CVC. See CRI definitions below
for further information (See Appendix D for algorithm for diagnosis of catheter related-infection).

When the patient has positive blood cultures (one or more sets with a significant pathogen or at least
two sets with organism regarded as a skin contaminant) without microbiclogical confirmation of the
same organism from the vascular catheter tip or exit site swab and the patient’s symptoms improve
within 48 hours after removal of the catheter, this is clinically-diagnosed catheter-related BSI without
microbiological confirmation linking the blood culture to the vascular catheter (C-PVC or C-CVC).
Unknown origin (UO): Primary BSI of unknown origin. Not related to vascular catheter infection and not
meeting definition of secondary BSI below. Decision to classify as BSI-UO has been verified during the
PPS, as no identifiable source was found for that BSI on review of all available information)

Secondary BSI:

B51 arising secondary to an infection elsewhere in the body,

When the same micro-organism was cultured from both the blood and another infection site or strong
clinical evidence exists that the patient’s BSl developed secondary to another infection site, invasive
diagnostic procedure or foreign body.

Pulmonary infection resulting in BSI (S-PUL)

Urinary tract infection resulting in BSI (5-UT)

Digestive tract infection resulting in BSI (S-DIG)

Surgical site infection resulting in BSI (5-551)

Skin and soft tissue infection resulting in BSI (5-55T)

Other infection not covered by those categories above resulting In B5I (5-OTH)

Note: Secondary BSl is reported as a separate HAL, in addition to the primary infection, if the
primary infection matches the relevant HAI case definition.

BSI Source Unknown (UNK): Mo information available about the BSI source or information missing.

23
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e

BSI Case Study |
Mollee Maloney, 82 year-old, ED admission to St

Pat’s ward on 05/05/17 with community-acquired
pneumonia and acute kidney injury

L

Empirically treated with IV co-amoxiclav & PO
clarithromycin

10/05/17 (Day 6) — febrile, hypotension
Elevated CRP, WCC 22 (Afrom 15 09/05/17)
Repeat CXR — no new changes

Blood cultures and MSU taken, empiric vancomycin
added 1gm bd IV

@éc BSI Case Study
[ s

Rl
11/05/17 (Day 7) — Ongoing pyrexia, co-amoxiclav changed to
IV piperacillin-tazobactam 4.5gm tds

Transferred to medical HDU 11/05/17
11/05/17 pm — Yeasts seen in blood cultures

Caspofungin 70mg IV stat dose given — for further once daily
dosing of 50mg

No CVC, no intra-abdominal concerns, renal ultrasound
normal, MSU: WCC 0 and no growth

13/05/17 — Microbiology laboratory confirm Candida
parapsilosis from blood cultures

14/05/17 — PPS team arrive on medical HDU

29/03/2017
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" Mollee’s Patient Form C
Section 4: HAI Data

Mollee’s ward (Medical HDU) must be assigned a ward specialty

on Ward List Al & A2

How would you code the ward specialty for Mollee’s ward on 14/05/177?

Appendix A - Tables

Table 1: Ward Specialty Code List

Ward specialty codes

ins (ward ial

SURGERY — SUR

Choose for majority o 2cuta surgical wards or high dependency units
|HDU) to which patients with a variety of surgical conditions are
generaly admitted

MEDICINE - MED

Choose lor the magjurily of acule medical wards or HDU Lo which
paticnts with a varicty of medical conditions are generally admitted

INTENSIVE CARE - ICU

Incensive care unil Tor adull patients

Rcmember MICU is coded as NECQNATAL anc PICU is coded as
PAEDIATRICS

High dependzncy unit (HDU) is not coded as ICU - Choose SUR or MLD
Instead

GYNAECOLOGY/OESTETRICS
=GO

Choose if =B0% of patients on the ward belong to the
GYMAECOLOGY/OBS1 ETRICS specialties

PAEDIATRICS — PED

Paedialrics inchading Faedialric ICU (PICL)

NEONATAL - NEO

Neonatology including Mconatal ICU (NICU)

GERIATRICS/CARE OF THE
ELDERLY — GER
PSYCHIATRY - PSY

Geriatrics or medicine for the elderly — Choose If >80 of patients on
the ward belong to the GERIATRICS/CARE OF THE ELDERLY soecia'ty
Choose it =B80% of patients on the ward belong to the PSY specialty

REHAEILITATION —RHB

Chonse If >80% of patients on the ward helong to the RHR soeclalty

OTHER

Choose if <B0% of patients on the ward belong to a single specialty, but
there are mixed medical 2nd surgical patients admitted to the ward
Choose for admittec patients who remain in the ED or who are
accommodated on 3 Day ward as admitted patients

MIXED WARD

Mixedl — Chioses iIT <80% af patienls an Lhe werd belong Toa singles
specialty but there are only two specialties of paticnts admitted to the

ward [ep, hasrmaliology & oncolopy)

29/03/2017
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@p Also review Practice Cases
€C0C  1(HAI2) &3 (HAI2) S

@ . Y
“ecoc Catheter-Related Infection (CRI) \__/
- E
* Infection related to a vascular catheter

— Central vascular catheter (CVC)

— Peripheral vascular catheter (PVC)

* Three categories of CRI

* CRI1 = Infected exit site with significant
growth from the catheter tip (>15 CFU/mL)

* CRI2 = Systemically unwell patient who
improves following removal of catheter and
significant growth from the catheter tip (>15
CFU/mL)

26



@(S}; Catheter-Related Infection (CRI) \_/
L Fe

* CRI3 — Patient has positive blood cultures
(ONE set if significant pathogen and TWO sets
if common skin contaminant)

AND there is microbiological evidence linking
the blood culture to the catheter:

Positive catheter tip culture (>15 CFU/m L)
and/or positive exit site swab culture

or Differential time to positivity (DTP) criteria
met

@é’c Catheter-Related Infection (CRI) \_/
e

» Differential time to positivity (DTP) — Patient with
CVC has signs or symptoms of infection

e Simultaneous blood cultures taken from CVC and
from a peripheral vein — CVC left in situ

* If blood culture taken from CVC flags positive at least
two hours earlier than blood culture from peripheral
vein with same bug = positive DTP

* CVC blood culture positive first = more bacteria in
CVC => CVC likely source of infection

29/03/2017

27



acoc  CRIPVC Appendix B P74

B e

CRI1-PVC: Local PVC-related infection (no positive blood culturs)
= Semi-guantitative PVC tip culture with =15 colony-forming units (CFU) or guantitative PVC tip
culture with = 103 CFU/m! of a microorgznism isclated from the PVC tip and
= Thereis evidence of pusf/inflammation at the PVC insertion site

CRI2-PVC: General PVC-related infection {no nositive blood culture)
= Semi-quantitative PVC tip culture with =15 colony-forming units (CFU) or quantitative PYC tip

culture with = 103 ¢r U/m! of a microcrgznism isclated from the PVC tip and
= The patiznt's clinical signs of systemic infection improve within 48 hours after PVC removal

CRIZ-PVC: Microbiologically confirmed PVC-related bloodstream infection

= When the same microcrganism was cultured from both the bleod and the vascular catheter
(PVC tip or PVC exit site swab), this is microbiologically canfirmed catheter-relzted BSI [CRI3).

= The same microorganism isolzted from a positive blood culture taken 48 hours before or after
removal of the FVC (at least ONE positive blood culture for 2 recognised pathogen and at least
TWO positive blood cultures for common skin contaminants) and also from a positve culture
of gither:

= Semi-guantitative PVC tip culture with >15 colony-forming units (CFU) or quantitative PVC tip
culture with > 103 CFUJm! of the same microorganism isalated from the PVC tip ar

= Positive culture from pus swab of the PVC exit site with the same microorganism isolated from
the swab

. N
ecoc CRI-CVC Appendix BP74 ()

B e

CRI1-CVC: Local CVC-related infection (no positive blood culture)
=  Semi-quantitative CVC tip culture with >15 colony-forming units (CFU) or quantitative CVC tip
culture with = 103 CFU/ml of a microorganism isclated from the CVC tip and
=  There is evidence of pusfinflammation at the CVC insertion site or tunnel

CRI2-CVC: General CVC-related infection (no positive blood culture)
=  Spmi-quantitative CVC tip culture with >15 colony-forming units (CFU) or guantitative CVC tip

culture with = 103 CFU/ml of a microorganism isclated from the CVC tip and
=  The patient’s clinical signs of systemic infection improve within 48 hours after CVC removal

CRI3-CVC: microbiologically confirmed CVC-related bloodstream infection (positive blood culture)
=  When the same microorganism was cultured from both the blood and the vascular catheter
(CVC tip or CVC exit site swab), this is microbiologically confirmed catheter-related BSI (CRI3)

= The same microorganism isolated from a positive blood culture taken 48 hours before or after
removal of the CVC (at least ONE paositive blood culture for a recognised pathogen and at least
TWO paesitive blood cultures for commaon skin contaminants) and also from a positive culture
of gither:

=  Semi-quantitative CVC tip culture with =15 colony-forming units (CFU) or quantitative CVC tip
culture with = 103 CFU/ml of the same microorganism isolated from the CVC tip or

=  Positive culture from pus swab of the CVC exit site with the same micro-organism isolated from
the swab or

= Criterion of differential time to positivity (DTP) of blood cultures achieved: When a patient with
a CVC in situ develops symptoms or signs of infection, it Is recommended that simultaneous
blood cultures should be taken both from the CVC and from a peripheral vein. If the set of blood
culture bottles taken from the CVC flag with positive bacterial growth two hours or more
before/earlier than the set of blood culture bottles taken from the peripheral vein, this suggests
that the CVC is the source of the patient’s BSI. Positive DTP criterion can only be applied to CVC
and peripheral blood culture sets taken at the same time.

29/03/2017
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"ecoc CRI Case Study ¢ j
L

e Homer Sampson, 60 year-old male

e Admitted to this hospital via ED 01/05/2017 and
directly transferred to ICU with severe pancreatitis

e Temporary non-tunnelled CVC inserted 01/05/2017
(DAY 1)

e 07/05/17 (DAY 7): Pyrexial >38.5°C, blood cultures
taken from CVC and peripheral vein

e CVC exit site noted to be red, CVC removed and tip
sent to microbiology

e Commenced empirically on IV vancomycin 1.5 gm bd

'ec0C CRI Case Study ¢ ‘/
- FEr

e 09/05/17: Blood cultures (peripheral and
central) remain sterile to date

e CVC tip culture: Staphylococcus aureus
isolated in significant quantity >100 CFU/mL
Sensitive to flucloxacillin (MSSA)

e Patient has improved and vancomycin
rationalised to flucloxacillin 2gm qds IV

e PPS team arrive on ICU 11/05/17

29/03/2017
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Homer’s Patient Form (Form C)
eﬂc Section 4: HAIl data .

@6(; Algorithm — Appendix D \‘/

Appendix D: Algarithm far diagnesls of catheter-related Infectlon
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@ . Clostridium difficile infection
"ec
B

* The timing of CDI onset is important:

* |f CDI onset is on DAY 1 or DAY 2, then CDI can be a
HALI if the patient was discharged from hospital
within 28 days of admission date or transferred from
another hospital

e Otherwise, CDI occurring DAY 3 onwards = HAI

* Majority of CDl is diagnosed based on patient having
diarrhoea AND a positive laboratory test for
Clostridium difficile

e Less commonly, CDI is diagnosed on endoscopy or
histology of colectomy specimen

: (CDI) ()

@f(; CDI Appendix B P78 \‘/

I

1.9 Gl: GASTROINTESTINAL SYSTEM INFECTION

GI-CDI: Clostridium difficile infection
Clastridium difficile Infectlon must meet at least ONE of the following crizerla:

1. Diarrhoeal stools or taxic megacolon and a pesitive lakoratary assay for C. difficliz toxin A
and/or toxin B In stools or toxin producing €. difficile detected (n stool via culture, PCR or
other means

2. Pscudomembranous colitis revealed by lower gastro-intestinal endoscopy

3. Colonic histopathclogy characteristic of C difficile infection {with or without diarrhoea) on a
specimen cbtained during endoscopy, colzclomy or post morlem

NOTE: If clinical signs of Clostridium difficife infection appear within 28 cays after hospital discharge
period, GI-CD1 must be defined as hospital-acguired infection (HAI)

GI-CDI reporting instruction:

If you report CDI 25 a HAI, don't forget to also report C. difficile as the causztive microorganism using
MC-code CLODIF. The only circumstance where CLODIF would nat be reported would be if the
patlent's CO! was diagnosed only an the basis of findings of nseudomeambranaus colitls At endascopy
or eolectomy withaut a positive micranlological result for C difficile taxin.

29/03/2017

31



29/03/2017

"e00C Back to Yogi Bears...... \ ‘/

| Frie

* Yogi Bears was transferred to ICU in this hospital
16/05/17 for management of acute kidney injury
arising secondary to severe Clostridium difficile
infection diagnosed in referring hospital 08/05/17

e On arrival, 16/05/17 (DAY 1) Yogi is prescribed oral
vancomycin since 08/05/17

e PPS team arrive in ICU 17/05/17 (DAY 2)
e ACTIVE CDI, ACQUIRED IN OTHER ACUTE HOSPITAL

@, Yogi Bears Patient Form C e,
emc Section 4 HAI " _/
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Also review Practice Case 3:

S HAI 3 { vee)
s(éc Any Questions? ()

pps2017@hpsc.ie
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