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New Zealand National Intestinal Failure and Rehabilitation service (NZ NIFRS) 

Call Code - If patient condition critical 
The decision to continue or stop IVN/PN must be discussed with the clinical team, with a written treatment plan in place (including fluid management)

Eliminate shock as cause for presentation; If shock is evident initiate sepsis guideline
 & urgent medical/surgical review

HISTORY AND CLINICAL EXAMINATION

Continue to assess patient and identify possible sources of infection
 Chest: work of breathing, evidence of URTI or LRTI
 Urine: retention, polyuria +/- other signs of UTI
 Wounds
 Other access / attachments

Is your patient receiving IVN/PN?

Are there local signs of infection at the exit site?
Are CVAD blood cultures positive?

Stop and disconnect
 IVN/PN

Septic screen to be completed at IVN 
connection if not already done

 Swab exit site and send for MC & S
 Ensure full septic screen completed
 Peripheral IV cannula to be used for administration 

of IV fluids/medications as required

 Discuss with responsible Consultant  for 
consideration of CVAD removal

 Consider discussion with Infectious Diseases service
 If CVAD removed tip to be sent for culture
 Wait 48 hrs before replacing CVAD

Antibiotic plan: Flucloxacillin & Gentamicin

Discuss CVAD dressing plan with Clinical Nurse 
Specialist or with NIFS +/- use of silver dressings

MICROBIOLOGY REVIEW
Assess:
1. Suitability of current antibiotics
2. If CVAD requires removal
3. suitable access for IVN/PN (may be indicated if 
positive for Staph aureus or Candida)

Approach

Investigate

1. Collect central and peripheral blood cultures
2. Place peripheral IV cannula
3. Chest X-Ray
4. MSU

CVAD assessment

1. Remove CVAD dressing
2. Examine CVAD entry and exit site
3. Swab site as appropriate for microscopy and culture

If yes to either:

Continue IVN/PN

No to both

Indicators and management of sepsis
All patients with intestinal failure
‘Sepsis six and severe sepsis resuscitation bundle’ principles apply to all patients with intestinal failure – all patients on this pathway require a full septic screen

1. Early recognition
2. Rapid vascular access
3. Empiric antibiotic therapy
4. Rapid, judicious, fluid resuscitation
5. Early initiation of inotropes
6. Source control (if possible)

Adult patient assessment framework:
Systemic Inflammatory Response Signs (SIRS) criteria
Temp >38°C or < 36°C
Heart rate > 90
Respiratory rate > 20
White cell count >12 or < 4

>2 SIRS criteria + hypotension (despite adequate fluid resuscitation) is indicative of Septic Shock 

Paediatric patients may present with 
tachycardia, increased irritability, drowsiness +/- fluctuating low grade pyrexia.  Assessment should include a blood glucose level

Management of suspected CVAD sepsis and IVN/PN decision tool

Paediatric practice pointKey

Escalation process

Care is escalated according to early warning score 
(NZEWS or PEWS)


