AHRQ Safety Program for Long-Term Care: HAIs/CAUTI
FACILITATOR NOTES – Case Scenario

National Content Series
 Applying the NHSN CAUTI Criteria to Case Studies
Case Scenario: Mary Christmas
Directions:
1. Divide into small groups of 2-3 people.
2. Ask each group to work through each part of the case scenario, pausing for discussion before moving to the next section.
Case Scenario
Mary is a 75-year-old female with degenerative arthritis in her legs. She is status post hip replacement surgery and weighs 210 pounds. Mary was admitted on Friday at 5 p.m. with a urinary catheter and was afebrile. The hospital transfer report does not include an indication for a urinary catheter and Mary doesn’t know why the catheter is still in either. The admitting nurse calls the hospital to find out why Mary still has a catheter in place, but is unable to locate a nurse who is familiar with Mary. The physician will not be in the facility to see Mary until Monday. Throughout the weekend, Mary’s urinary catheter stays in. The facility experiences staffing challenges due to call-outs. During morning care a nursing assistant states that she is grateful Mary has a catheter. During the Sunday morning assessment, another nursing assistant notes that Mary’s oral temperature is 100.7°F. The dietary staff notices that Mary has chills while she is eating her lunch. The nurse calls the attending physician and notes there are no other signs of infection. Monday morning the physician performs a complete assessment on Mary and can find no other explanation for her fever or rigors. The attending physician then orders a urinalysis, urine culture and antibiotics.
1. What parts of Mary’s story sound familiar?
FACILITATOR NOTES: This case study may be very similar to or very different than the experiences of residents in your facility. For example, when residents are transferred from the hospital with an indwelling urinary catheter, does your facility receive information about indication for use and the date of insertion for the device? If not, how could that information be obtained? Asking staff to recognize similarities or differences can be useful in identifying patterns of care and perceptions (such as having a catheter makes it easier for staff to handle caseloads). Recognizing the resident comes in contact with multiple staff throughout the day/weekend/staff is another way to highlight the role that all staff have in identifying and reporting signs and symptoms.
2. Identify staff who have a role in observing and/or reporting Mary’s condition. What can each of these staff do to help prevent an infection? What should the dietary worker have done after noticing Mary having chills during lunch?
FACILITATOR NOTES: Use this question to highlight the different expectations based on the roles engaged in caring for or supporting residents. Highlight the roles of staff that come in contact with residents in various areas of the facility, such as the activities room, dining room, and lobby or social areas. Review ways any staff, anywhere, can observe and report information that may be useful in identifying risk for infection. Also the dietary worker should have promptly reported her observations of Mary to the clinical nursing staff. 

3. Is the catheter indicated? Does Mary meet the criteria for a CAUTI?
ANSWER:  There is no evidence or information to explain why Mary has a catheter. Mary has at least two of the symptoms for a CAUTI (fever and rigors) and it has been determined that there is not another cause for these symptoms. However, the culture results have not yet been received, so we cannot yet determine if Mary has a CAUTI. Remember: Signs and symptoms are key to distinguishing asymptomatic bacteriuria (ASB) from CAUTI. For more information about CAUTI signs and symptoms please refer to the NHSN CAUTI Criteria Definition Pocket Cards and the Onboarding 2 video.
Additionally, based on the information available in the case study it is premature for the physician to order antibiotics. As noted in Training Module 4, do not reach for antibiotics as a knee-jerk reaction; first a CAUTI needs to be confirmed. For more details about appropriate antibiotic use please refer back to the Training Module 4 video and use the Antibiotic Stewardship Brochure.
4. Does your facility have a policy about urinary catheter care and maintenance? If you have a question about your facility’s catheter policies, where would you go to find the policy and who would you ask to get more information? 
FACILITATOR NOTES: Highlight the facility’s policies and point out where staff can find additional information to help them be compliant with your facility’s procedures. Make sure the policies and procedures are consistent with and reference evidence-based practices.
5. How do you know if catheter care is performed according to policy? Where is catheter care documented? What kind of information does your facility document (device securement, closed system maintenance, collection bag maintained below the bladder level, etc.)?
FACILITATOR NOTES: Use this time to review the catheter maintenance and insertion checklists and to explore how well details about catheter care and maintenance are documented at your facility. Does your facility have consistent documentation of urinary catheter care, securement, and positioning? If not, how can that be improved? If you do not already perform audits, consider adding catheter maintenance audits to routine rounds. Discuss opportunities to educate all staff about safe catheter handling, including hand hygiene and gown/glove use for insertion and emptying collection bags (remember from Training Module 3 that gown use is recommended when there is a chance of splashing).
6. How do staff share resident safety concerns with other staff or leaders? Do staff feel comfortable speaking up when they observe a break in protocol?
FACILITATOR NOTES: Talk about how staff communicate with each other when they notice care that may not follow protocol. Does your facility use a standard communication tool (e.g., SBAR) for sharing information with providers (e.g., physicians, physician assistants, nurse practitioners)? Discuss any barriers and challenges that staff feel limits open and transparent communication concerning resident safety concerns.


7. What LTC Program educational materials and tools are available for you to use at your facility to help prevent and document CAUTIs?
· NHSN CAUTI Criteria Definition Pocket Cards	Comment by Wilkins, Amanda: Can you add the hyperlinks to these?
· Onboarding 2 on NHSN CAUTI criteria
· Training Module 4 on antibiotic stewardship
· Antibiotic Stewardship Brochure
· Catheter insertion and maintenance checklists
FACILITATOR NOTES: Integrate the education materials noted above into existing programs or methods designed to help staff develop the skills, knowledge, and confidence to be engaged in infection prevention. Examples include rounding, huddles, general staff meetings, safety meetings or orientation programs.
8. What additional information about Ms. Christmas is needed to determine if she has a CAUTI? 
[bookmark: _GoBack]FACILITATOR NOTES: The urine culture results will need to be reviewed to determine if it meets NHSN criteria. Encourage staff to share any concerns they have about the resident case study and about understanding how they can be involved in preventing CAUTI. Staff may point out additional information that would be helpful to fully assess the resident’s risk and to understand how staff can improve communication. Discuss solutions to prevent gaps in communication and secure commitment from staff to be actively engaged in observing and reporting to avoid CAUTI and other infections.
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