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Definition of Health Care 
Associated (HCA) BSI

More than 48 hours after hospital admission or 

less than 48 hours after discharge

 indwelling medical device

 within 30 days of a surgical procedure 

 within 48 hours of a invasive procedure

The Australian Council on Healthcare Standards ACHS (2014) Infection Control Clinical Indicator 
Manual version 4 



The Issue

• In May 2015 IMACS detected a higher than usual 
rate of haemodialysis related blood stream 
infections (BSI). 

• Eight BSI in twelve months; double the usual rate 

• 5 permacath, 3 Arteriovenous fistula (AVF)





Shift in the type of organism from gram 
negative to gram positive 





Project Aim

To reduce the number of haemodialysis BSI to zero



Review

No patient shared the same dialysis machine or nursing staff

All dialysed in the Wollongong renal unit within 48 hours of 
becoming septic 

ID and renal consultants determined all 8 cases were HCA and 
directly related to recent haemodialysis session.



Review

• IMACS conducted a review on the ISLHD Wollongong 
Renal dialysis unit

• Poor compliance was found in 

 storage of reusable patient equipment 

 sterile stock management

 environmental cleaning 

 aseptic technique

 PPE usage



Environmental  Contamination 

Blood spray evident on sharps 
containers, and patient storage 

boxes



Equipment contamination

Patient storage boxes visibly 
dirty and used to store non 
clinical items 

Single patient use items 
stored for indefinite periods 
of time



Poor Aseptic Technique

Dirty equipment, sterile 
field set up an hour in 
advance 



• Clinical Excellence Commission (CEC) Continuous 

Quality Improvement (CPI) framework 

• Team included:

• Renal consultants, Infectious disease 

consultants, Renal Nurse Manager, CNC 

Infection Control and Renal nursing staff

• Fortnightly meetings

Framework



Interventions

• Standardised approach to aseptic technique

• Staff education and competency assessment

• Patient skin detergent wipes prior to skin disinfection

• Standardised skin prep Chlorhexidine 2% in 70% alcohol



Interventions

• New patient bed tables, storage boxes and procedure 

trolleys

• A standardised cleaning and storage routine for 

patient equipment 

• Replacement schedule for damaged equipment

• Monthly environmental audits.



Results

• Access site cleansed prior to disinfection

• Sharps bins free of blood and available at point of use

• Patient storage boxes for clinical items only

• Staff set up their sterile field on a trolley

• Sterile items opened at point of use

• Standardised aseptic technique



Before After



Before After



There has been one haemodialysis related BSI 
at Wollongong Hospital since July 2015 





Why it worked

• Success of this project largely lies in the collaboration 
and team work across disciplines and the ownership of 
the project by the renal department

• Staff were driven in their desire to protect their patients 
and improve patient outcomes
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