	
	
	

	I-Care eToolkit
PREVENTING INTRAVASCULAR DEVICE (IVD)-RELATED 
BLOODSTREAM INFECTIONS (BSIs)
IMPLEMENTATION CHECKLIST 

	The following checklist should be used as a guide to assist with the implementation (or re-implementation) of the I-Care eToolkit:

	Measure
	Compliant
	*If No State Action or Comments

	
	Yes
	No*
	

	1. Has a key I-Care resource person(s) been nominated for the facility/Health Service District (HSD)?
_____________________________________
Identify a key resource person(s) to take responsibility for establishing and maintaining the local, multidisciplinary implementation (re-implementation) team.
	
	
	

	2. Has a timeline for I-Care implementation (re-implementation) been developed for the facility/HSD? 
	
	
	

	3. Is the facility/HSD Executive aware of the project and resources required to implement (re-implement) the I-Care eToolkit?
· Clinical CEO
· Director of Medical Services
· Director of Nursing Services
· Infection Control Committee
· Other __________________________
The case for preventing HAI IVD-R BSIs needs to be presented to the Executive to ensure adequate resourcing of the initiative. 
	
	
	

	4. Have launch date activities been developed? e.g.
· Pre-launch day promotion e.g. posters, flyers, email, computer screen saver 
· Walk-through or static display
· Strategy for distribution of promotional material
· Other ___________________________
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	Measure
	Compliant
	*If No State Action

	
	Yes
	No*
	

	5. Has a multidisciplinary team been established to implement (re-implement) the I-Care eToolkit, including representatives from the following areas (where applicable)?
· Infection Control
· Infectious Diseases/Microbiology
· Radiology
· Intensive Care, High Dependency and Critical Care Units
· Anaesthetic Unit
· Haematology/Oncology Unit
· Renal/Nephrology Unit
· Specialist Clinical Nurses e.g. TPN, IV Team
· Emergency Department
· Medical and Surgical Units
· Clinical Product Coordinator/Supply Department representative
· Quality and Safety Representative
· Patient Safety Officer
· Staff Development Educator/s

All the stakeholders in the process must be included, in order to gain the buy-in and cooperation of all parties – medical staff must be part of the team.

Some suggestions to attract and retain excellent team members include using data to define and solve the problem.

Select those that want to work on the project rather than trying to convince those that do not.
	
	
	




	Measure
	Compliant
	*If No State Action

	
	Yes
	No*
	

	6. Have I-Care Champions for the facility/HSD been identified?
Finding champions within the facility/HSD who are sufficiently high profile and visibility will lend the effort immediate credibility.
The role of champion is to increase the team’s motivation to succeed, address (and readdress) the problems with staff, and help keep everyone on track.
Once the changes that are introduced become established the role of the champion may change or a different person will be identified as a ‘process owner’ - a figure who is responsible for the functioning of the process now and in the future to maintain the long-term integrity of the effort within a ward or unit.
	
	
	

	7. Is a relevant and reliable method of BSI surveillance and data analysis used in the facility/HSD? 
e.g.
· eICAT 
· Process control charts
· Signal Infection Surveillance
· Denominator data (where relevant) e.g. patient days 
· Other ____________________________
	
	
	

	8. Is HAI IVD-R BSI data available for review by the implementation Team (where possible at least 2 previous years of data should be available depending on the facility size?
· Target units and/or devices identified to prioritise the implementation strategy? 
_______________________________________________________________________________________________________________
The implementation Team must:
1. Set clear aim(s) which are time-specific and measurable including defining the specific population of patients that will be affected 
2. Establish measures that will tell if changes are leading to improvement (e.g.Percutaneous CVC-related BSI rate per 1000 CVC days or per 1000 patient days refer Surveillance Definitions)
In larger facilities, consider testing the I-Care eToolkit on a pilot population or unit. After successful implementation of a change for a pilot population or unit, the team can spread the changes to other parts of the organisation.
	
	
	

	9. Is HAI IVD-R BSI data available locally (including ward/unit level) to enlist support and engage staff?
It is recommended that results are reported regularly and prominently.  
For larger facilities, reporting should occur at least monthly.
If control charts suggest a decrease in HAI IVD-R BSIs compared to baseline, issues surrounding ‘buy-in’ tend to fade.
	
	
	




	Measure
	Compliant
	*If No State Action

	
	Yes
	No*
	

	10. Are the I-Care eToolkit available for all IVDs inserted and/or managed in the facility?  

The eToolkit is available on the CHRISP website and includes:
· Surveillance Standard
· Procedure Compliance Checklist 
· 1 Standard and 6 Protocols 
· Bloodstream Infection Surveillance Definitions
· Investigation Checklists for HAI IVD-R    S. aureus BSI
· PowerPoint Presentations
· Fact Sheets
· Insertion Checklists
· Posters
	
	
	

	11. Are all existing processes available for review by the Implementation Team?
	
	
	

	12. Has the Procedure Compliance Checklist for each IVD been utilised by the Implementation Team to review existing process and identify any gaps?
	
	
	

	13. Has the review of current processes included:
· Indications for hand hygiene in relation to IVDs
· Availability of dedicated trolley for catheter insertion
· Availability of equipment required to implement maximal barrier precautions for CVC insertions such as full-size, sterile drapes
· Availability of appropriate skin disinfectants for catheter insertion and dressings
	
	
	

	14. Has a timeline been established and responsibilities allocated for updating of processes where gaps are identified?
	
	
	

	15. Have the Standard and Protocol for each IVD been utilised by the Implementation Team to address gaps?
	
	
	

	16. Have care plans, critical pathways and other related documents been updated to reflect the Standard and 6 Protocols e.g. daily review of IVD necessity?
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	Measure
	Compliant
	*If No State Action

	
	Yes
	No*
	

	17. Have methods for recording time, date etc of catheter insertion been established e.g. adhesive label for dressings?
	
	
	

	18. Has an internal, multidisciplinary education strategy been developed to inform staff of the changes to processes?
The educational program should focus on teaching the core principles.
Introduce the I-Care eToolkit to the staff.
I-Care is part of ongoing teaching to new staff involved in the insertion and/or management of IVDs.
The following barriers to staffs’ adherence to the Standard and 6 Protocols should be considered to improve adherence:
· Knowledge (lack of awareness or lack of familiarity)
· Attitudes (lack of agreement with specific or general guidelines, lack of outcome expectancy, lack of self-efficacy, lack of motivation – inertia of previous practice)
· Behaviour (external barriers, guideline factors – contradictory, environmental factors – lack of time, lack of resources)
Whilst focused education is essential, systematic modifications may also be required to improve compliance i.e. improve the availability of the recommended skin disinfectant.
	
	
	

	19. Has the implementation date been recorded on the Surveillance Plan to assist with measuring the effectiveness of interventions?
	
	
	

	20. Are staff aware that all episodes of HAI IVD-R S. aureus BSI will be investigated by Infection Control and clinicians will be required to assist with identifying factors that may have contributed to the BSI?
	
	
	




	Measure
	Compliant
	*If No State Action

	
	Yes
	No*
	

	21. Has a method for measuring compliance with the Standard and Protocols been established?
Compliance with the standard and protocols can be measured by assessment of the completion of each component.  For example, on a given day, select all or a cohort of patients with a CVC and assess them for compliance with the standard and protocol.   

The measure is always expressed as a percentage:
No. with ALL elements of standard and protocol
No. of CVCs on the same day sample
= reliability of compliance with standard and protocols

Tools that can be used include the Procedure Compliance and Insertion Checklists.  Compliance can also be determined by reviewing the contributing factors to a HAI IVD-R S. aureus BSI. 
	
	
	

	22. A mechanism for establishing feedback to units of breaches in practice related to infection prevention has been established e.g. standardised written report using run charts which are graphs of data over time?
	
	
	

	23. The Implementation Team are aware of resources available to support the implementation of I-Care?
e.g.
· Generic CHRISP e-mail address - chrisp@health.qld.gov.au
· Frequently asked questions (http://www.health.qld.gov.au/chrisp/icare/icare_q&asheet_v3.pdf)
· Request to amend the I-Care eToolkit Form (http://www.health.qld.gov.au/chrisp/icare/feedback_form.doc)
· I-Care Lanyard Tags and Posters
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