K N H SS Facility name : ----------- Code -------m-mmmmem-

Kuwait National Healthcare-associated
Infections Surveillance System

Surgical Site Infection (SSl)surveillance follow up form

Patient information
Patient ID: File number:
KNHSS Procedure category code: Date of procedure: / / (dd/ mm/ yyyy)

Follow up condition
I. Previously reported SSI {select the appropriate condition (s) which you want to report }:

U Changed type of SSI: (select the new one) 1 O Superficial Incisional Primary (SIP) 2 0 Deep Incisional Primary (DIP)
3 O Superficial Incisional Secondary (SIS) 4 [ Deep Incisional Secondary (DIS)
5 O Organ /Space (specify site): Site of Organ/ Space code:
UDied: 101 Yes SSI Contributed to Death: 1 UYes 00U No
Death Date: / / (dd/ mm/ yyyy)
U Discharged Discharge Date: / / (dd/ mm/ yyyy)

U Other condition developed (Specify):

11. O SSI developed for a previously submitted procedure: (SSI form should be attached with a copy of the denominator for
procedure form previously submitted)

Doctor’s Signature Nurse’s Signature Date (dd/ mm/ yyyy)

KNHSS

Kuwait National Healthcare-associated
Infections Surveillance System

Surgical Site Infection (SSl)surveillance follow up form

Facility name : ----------- Code ---------------—--

Patient information
Patient ID: File number:

KNHSS Procedure category code: Date of procedure: / / (dd/ mm/ yyyy)

Follow up condition
I.Previously reported SSI {select the appropriate condition (s) which you want to report }:

U Changed type of SSI: (select the new one) 1 O Superficial Incisional Primary (SIP) 2 0 Deep Incisional Primary (DIP)
3 O Superficial Incisional Secondary (SIS) 4 (1 Deep Incisional Secondary (DIS)
5 O Organ /Space (specify site): Site of Organ/ Space code:
UDied: 10 Yes SSI Contributed to Death: 1 OYes 00 No
Death Date: / / (dd/ mm/ yyyy)
U Discharged Discharge Date: / / (dd/ mm/ yyyy)

O Other condition developed (Specify):

I1. O SSI developed for a previously submitted procedure: (SSI form should be attached with a copy of the denominator for
procedure form previously submitted)

Doctor’s Signature Nurse’s Signature Date (dd/ mm/ yyyy)




