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Some definitions

o Early-onset sepsis — an episode of sepsis where the inifial symptoms occurred within the first 48 hours after
birth (i.e. 0 - 47 hours)

o Late-Onset Sepsis — an episode of sepsis where the initial symptoms occurred in babies aged >48 hours

o Episodes of sepsis caused by the same organism at least 14 days apart are considered separate
episodes of sepsis

o CLABSI - central-line associated blood stream infection - positive blood culture in patients with central
lines where the infection is attributed to the central line and not another source (e.g. pneumoniaq)

o Non-CLABSI — an episode of infection in a patient without an indwelling central line

o Culture positive sepsis versus culture negative sepsis




Late-onset sepsis

ANZNN Your Unit
Population: Babies born at specified GA
group and survived to day 2

Numerator: Babies with late-onset sepsis
born at <28 weeks GA
Denominator: All babies in population

Numerator: Babies with late-onset sepsis 3.4% 3.1%
and born at 28-31 weeks GA
Denominator: All babies in population

Numerator: Babies with late-onset sepsis 1.2% 1.4%
born at >32 weeks GA

Denominator: All babies in population

ANZNN Individual unit feedback for babies born in 2018 — STRICTLY CONFIDENTIAL — interpret with care




Late-onset sepsis

Babies born <28 weeks GA and survived >2 days
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Late onset sepsis rate” (p-chart)

Babies born at <32 weeks who survived to day 2**

Jul-Sep 2016
Oct-Dec 2016
Jan-Mar 2017
Apr-Jun 2017
Jul-Sep 2017
Oct-Dec 2017
Jan-Mar 2018
Apr-Jun 2018

ul-Sep 2018

Oct-Dec 2018
Jan-Mar 2019
Apr-Jun 2019
Jul-Sep 2019
Oct-Dec 2019
Jan-Mar 2020

Discharge Quarter

AEpisodes per 1,000 patient days occurring during the period to first transfer or discharge to home,

truncated to first 35 days of life.

AMBabies with unknown exposure time (missing date of transfer, death or discharge to home) are

assumed to stay at least 35 days.
*Exponentially Weighted Moving Average
**Adjusted for GA, standardised to rates in Australian and NZ NICUs 2014-2018

Apr-Jun 2020

Observed rate

EWMA* of observed
rates

Expected rate**

2 sigma Control Limit
for expected rate**

3 sigma Control Limit
for expected rate**
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Neonatal sepsis for level lll registrants by gestational age, ANZNN 2018

Gestational age (weeks)
Sepsis <24 24-25 26-27 28-29 30-31 32-33 34-36 3744 Total
Number
No sepsis 52 271 546 795 1388 1363 1999 3,716 10,130
Sepsis at <48 hrs'@ 4 10 13 8 15 13 10 53 129
Sepsis at 248 hrs'® 37 129 87 34 32 13 27 44 403
Babies alive on day 2 81 397 638 830 1,426 1,381 2022 3,791 10,566
Babies who did not survive to day 2 14 1 6 o 9 7 14 19 85
Total in each age group 95 408 644 835 1435 1388 2,036 3,810 10,651
Per cent
No sepsis® 54.7 66.4 84.8 95.2 96.7 98.2 98.2 97.5 95.1
Sepsis at <48 hrs™ 7.4 25 2.0 1.0 1.0 09 05 14 1.2
Sepsis at 248 hrs® @25 4.1 2.2 0.9 1.3 1.2 3.8

(a) Groups are not mutually exclusive.
(b) Denominator is all registrants.
(c) Denominator is registrants alive at 48 hours.
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NICU CLABSI rate per 1000 CVC days
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CLABSI rates per 1000 central line days - NICU
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Staphylococcus aureus bacteraemia in NICU 2015 - 2020
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KEY
CHALLENGES

INCREASE IN
STAPHYLOCOCCUS
AUREUS INFECTION RATE

INCREASE IN CENTRAL LINE
ASSOCIATED
BACTERAEMIA (CLABSI)

Extreme prematurity (<28
weeks GA) seems to be
the biggest underlying risk
factor



https://www.google.com/url?sa=i&url=https://www.biomerieux-industry.com/pharma-healthcare/resources/pharma-microorganisms-library/2020-03-02-prevention-and-control&psig=AOvVaw23A5s2NHdXK6HsSEHNW9Q6&ust=1606334648258000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCPCZw4f9m-0CFQAAAAAdAAAAABAD
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ACTIONS TO DATE

o Hand hygiene tfeam in NICU

o CLAB team (2015)

o CLAB Bundle
o CLABSI ‘tracker’ in workroom
o Audifs

o Use of alcohol caps
o Minimise duration of long-line use — stop TPN when >120 ml/kg enteral feeds
o Change IV medications to oral as soon as tolerated

o Review of sepsis episodes




Future Plans - BACK TO BASIC
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HAND HYGIENE ~ ENVIRONMENT




Which clean do you require on discharge?

{3 GREEN
clean clean
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EFIQ Sentinel Event
Review for Ni

MUST ATTACH PATIENT LABEL HERE

Please enzure you attach the correct visit patient label

EVIDENCE BASED PRACTICE FOR IMPROVING QUALITY (EPIQ)
SENTINEL EVENT REVIEW FOR NOSOCOMIAL INFECTION (NI)

DEMOGRAPHICS

Reviewer: Date of review:

DOB:

Time of birth:

Gestational age: Organism isclated:

corrected age:

Same organism from other
site?

If yes, what site?

REVIEW ELEMENTS

Comments
(e.g. Time if apphicable)

Peri-event management practices

Intravascular device(s) in place 48 hrs before event?

I:"l'es DNo Dunkrwwnm.ﬁ

If yes, what device(s)?

[Tuac [Huve [rice [Jsurgical eve [Jena

If yas, was an insertion checklist used?

I:"l'es DNo Dunkrwwnm.ﬁ

If yas, was a copy available for review?

[Tves [mwe  [Junknown/ma

Was there =2 insertion attempts?

I:"l'es DNo Dunkrwwnm.ﬁ

MNumber of catheter entries in 48 hrs before event?

Any catheter-related complications in 48 hrs before
event?

[Oves [Cwe  unknown/ma

If yes, what complication(s)

[Jieakage [ |infilration [ |Blockage [ |Dressing change

was the device removed? [Jres [ne [Junknown/ma
was there a chest tube in situ 48 hrs before event? [ Jwes [ |no [ ]unknown/ma
was baby on respiratory support 42 hrs before event? [ Jves [ [ne [ Junknown/ma
if yes, was it invasive vemtilation {with ETT) [Jves [Ime [Junknown/ma
Was there MEC »stage 2 within a week before avent? D'fes |:|No Dunkrwwnm.ﬁ
Was there any surgical procedure within a week? D'fes DNo Dunknuwn.n"NA
Has baby received antibiotic >2d for cutture nagative [ Jves [mwo  [Junknown/na
sepsis

Did baby receive colostrum within 28 hrs of birth?  [Jves [Ine [ Junknown/ma
Has baby received probiotics? [Jves [we [Junknown/ma
Unit issues (2 weeks prior to event)

was there any infectious outbreak? if yes, details [Oves [no  [Junknown/ma
Was there declining hand hygiene compliance rate? D'fes |:|No Dunk]wwnm.e.
were there any staffing issues (i.e. high occupancy / [Oves [ue [Junknown/ma
acuity) If yes, details

Were there any equipment / supply issues re: vascular [_]ves  [Ino  [Junknown/na
devices? If yes, details

were the records reviewed adequate for proper [Oves [ue [Junknown/ma

evaluation?

nodified with permission from The Canadion Neonatal Network™ — 04/02/2020
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EPIQ Sentinel Event

MUST ATTACH PATIENT LABEL HERE

Pleaze enzure you attach the correct visit patient label

Review for Ni
ROOT CAUSE ANALYSES
Proposed Explanations for 5entinel Event:
Explanation: Comments:
Action Plan:
Action Responsible Target change Timeline for | Strategy to measura
indiwidual target change | compliance | achievement
‘Comments
Reviewer(s)

Modified with permission from The Conodian Neonatal Network™ — 04,/02/2020
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Number of times line accessed
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WHAT BARRIERS DO

WE PERCEIVE®




MULTIFACTORIAL

oCulture
cCOVID-19 Pandemic

oResources (Auditors for hand hygiene and CLAB
maintenance)

cCommunication




QUESTIONS/COMMENTS
2




