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Prepzyme®

Forever Wet
INSTRUMENT TRANSPORT
HUMECTANT SPRAY

The latest breakthrough in enzymatic 
pre-cleaning sprays, Prepzyme® 
Forever Wet’s unique humectant 
properties form a moist coating over 
the instruments that lasts for days.

Can’t get to that tray of 
dirty surgical instruments? 
NO WORRIES!

• The humectant formulation creates a moisture retention barrier which keeps soiled 
instruments and rigid scopes moist for a prolonged period of time – unlike a GEL which 
HAS NO MOISTURE RETENTION properties

• Operating room safe, non-aerosol, multi-tiered enzymatic spray helps prevent 
bio-burden from drying on the surface of soiled instruments and scopes

• Ideal for transporting soiled instruments that may sit for an extended period of time
• Reduces tray weight during transport compared to liquid presoaks
• Soiled sharps are visible through humectant
• Decreases spills and potential cross-contamination

GET WET
STAY WET

FOR 72 HOURS
Prepzyme® Forever Wet creates a 
long lasting moisture barrier. As seen 
here, instrument remains wet to the 
touch for days after application.

For More Information and GENEROUS FREE SAMPLES
1-800-537-8463 • WWW.RUHOF.COM
393 Sagamore Avenue, Mineola, New York 11501
Tel: 516-294-5888 • Fax: 516-248-6456An ISO Registered Firm

COMPLIANT

AD-63  112320

Ruhof’s Prepzyme Forever Wet Pre-treatment,  
an enzymatic pre-treatment humectant spray, 
will keep  your instruments and rigid scopes 
moist for up to 72 hours - preventing organic 
debris from drying and hardening, making 
cleaning easier!

Copyright ©2020 Ruhof Corporation

Prepzyme®

Forever Wet
INSTRUMENT TRANSPORT
HUMECTANT SPRAY

The latest breakthrough in enzymatic 
pre-cleaning sprays, Prepzyme® 
Forever Wet’s unique humectant 
properties form a moist coating over 
the instruments that lasts for days.

Can’t get to that tray of 
dirty surgical instruments? 
NO WORRIES!

• The humectant formulation creates a moisture retention barrier which keeps soiled 
instruments and rigid scopes moist for a prolonged period of time – unlike a GEL which 
HAS NO MOISTURE RETENTION properties

• Operating room safe, non-aerosol, multi-tiered enzymatic spray helps prevent 
bio-burden from drying on the surface of soiled instruments and scopes

• Ideal for transporting soiled instruments that may sit for an extended period of time
• Reduces tray weight during transport compared to liquid presoaks
• Soiled sharps are visible through humectant
• Decreases spills and potential cross-contamination

GET WET
STAY WET

FOR 72 HOURS
Prepzyme® Forever Wet creates a 
long lasting moisture barrier. As seen 
here, instrument remains wet to the 
touch for days after application.

For More Information and GENEROUS FREE SAMPLES
1-800-537-8463 • WWW.RUHOF.COM
393 Sagamore Avenue, Mineola, New York 11501
Tel: 516-294-5888 • Fax: 516-248-6456An ISO Registered Firm

COMPLIANT

AD-63  112320

Ruhof’s Prepzyme Forever Wet Pre-treatment,  
an enzymatic pre-treatment humectant spray, 
will keep  your instruments and rigid scopes 
moist for up to 72 hours - preventing organic 
debris from drying and hardening, making 
cleaning easier!

Copyright ©2020 Ruhof Corporation

Prepzyme®

Forever Wet
INSTRUMENT TRANSPORT
HUMECTANT SPRAY

The latest breakthrough in enzymatic 
pre-cleaning sprays, Prepzyme® 
Forever Wet’s unique humectant 
properties form a moist coating over 
the instruments that lasts for days.

Can’t get to that tray of 
dirty surgical instruments? 
NO WORRIES!

• The humectant formulation creates a moisture retention barrier which keeps soiled 
instruments and rigid scopes moist for a prolonged period of time – unlike a GEL which 
HAS NO MOISTURE RETENTION properties

• Operating room safe, non-aerosol, multi-tiered enzymatic spray helps prevent 
bio-burden from drying on the surface of soiled instruments and scopes

• Ideal for transporting soiled instruments that may sit for an extended period of time
• Reduces tray weight during transport compared to liquid presoaks
• Soiled sharps are visible through humectant
• Decreases spills and potential cross-contamination

GET WET
STAY WET

FOR 72 HOURS
Prepzyme® Forever Wet creates a 
long lasting moisture barrier. As seen 
here, instrument remains wet to the 
touch for days after application.

For More Information and GENEROUS FREE SAMPLES
1-800-537-8463 • WWW.RUHOF.COM
393 Sagamore Avenue, Mineola, New York 11501
Tel: 516-294-5888 • Fax: 516-248-6456An ISO Registered Firm

COMPLIANT

AD-63  112320

Ruhof’s Prepzyme Forever Wet Pre-treatment,  
an enzymatic pre-treatment humectant spray, 
will keep  your instruments and rigid scopes 
moist for up to 72 hours - preventing organic 
debris from drying and hardening, making 
cleaning easier!

Copyright ©2020 Ruhof Corporation

Prepzyme®

Forever Wet
INSTRUMENT TRANSPORT
HUMECTANT SPRAY

The latest breakthrough in enzymatic 
pre-cleaning sprays, Prepzyme® 
Forever Wet’s unique humectant 
properties form a moist coating over 
the instruments that lasts for days.

Can’t get to that tray of 
dirty surgical instruments? 
NO WORRIES!

• The humectant formulation creates a moisture retention barrier which keeps soiled 
instruments and rigid scopes moist for a prolonged period of time – unlike a GEL which 
HAS NO MOISTURE RETENTION properties

• Operating room safe, non-aerosol, multi-tiered enzymatic spray helps prevent 
bio-burden from drying on the surface of soiled instruments and scopes

• Ideal for transporting soiled instruments that may sit for an extended period of time
• Reduces tray weight during transport compared to liquid presoaks
• Soiled sharps are visible through humectant
• Decreases spills and potential cross-contamination

GET WET
STAY WET

FOR 72 HOURS
Prepzyme® Forever Wet creates a 
long lasting moisture barrier. As seen 
here, instrument remains wet to the 
touch for days after application.

For More Information and GENEROUS FREE SAMPLES
1-800-537-8463 • WWW.RUHOF.COM
393 Sagamore Avenue, Mineola, New York 11501
Tel: 516-294-5888 • Fax: 516-248-6456An ISO Registered Firm

COMPLIANT

AD-63  112320

Ruhof’s Prepzyme Forever Wet Pre-treatment,  
an enzymatic pre-treatment humectant spray, 
will keep  your instruments and rigid scopes 
moist for up to 72 hours - preventing organic 
debris from drying and hardening, making 
cleaning easier!

Copyright ©2020 Ruhof Corporation

Prepzyme®

Forever Wet
INSTRUMENT TRANSPORT
HUMECTANT SPRAY

The latest breakthrough in enzymatic 
pre-cleaning sprays, Prepzyme® 
Forever Wet’s unique humectant 
properties form a moist coating over 
the instruments that lasts for days.

Can’t get to that tray of 
dirty surgical instruments? 
NO WORRIES!

• The humectant formulation creates a moisture retention barrier which keeps soiled 
instruments and rigid scopes moist for a prolonged period of time – unlike a GEL which 
HAS NO MOISTURE RETENTION properties

• Operating room safe, non-aerosol, multi-tiered enzymatic spray helps prevent 
bio-burden from drying on the surface of soiled instruments and scopes

• Ideal for transporting soiled instruments that may sit for an extended period of time
• Reduces tray weight during transport compared to liquid presoaks
• Soiled sharps are visible through humectant
• Decreases spills and potential cross-contamination

GET WET
STAY WET

FOR 72 HOURS
Prepzyme® Forever Wet creates a 
long lasting moisture barrier. As seen 
here, instrument remains wet to the 
touch for days after application.

For More Information and GENEROUS FREE SAMPLES
1-800-537-8463 • WWW.RUHOF.COM
393 Sagamore Avenue, Mineola, New York 11501
Tel: 516-294-5888 • Fax: 516-248-6456An ISO Registered Firm

COMPLIANT

AD-63  112320

Ruhof’s Prepzyme Forever Wet Pre-treatment,  
an enzymatic pre-treatment humectant spray, 
will keep  your instruments and rigid scopes 
moist for up to 72 hours - preventing organic 
debris from drying and hardening, making 
cleaning easier!

dirty surgical instruments? 

Ruhof’s Prepzyme Forever Wet Pre-treatment,  
humectant spray, 

will keep  your instruments and rigid scopes 
 - preventing organic 

making 

Copyright ©2020 Ruhof Corporation

Prepzyme®

Forever Wet
INSTRUMENT TRANSPORT
HUMECTANT SPRAY

The latest breakthrough in enzymatic 
pre-cleaning sprays, Prepzyme® 
Forever Wet’s unique humectant 
properties form a moist coating over 
the instruments that lasts for days.

Can’t get to that tray of 
dirty surgical instruments? 
NO WORRIES!

• The humectant formulation creates a moisture retention barrier which keeps soiled 
instruments and rigid scopes moist for a prolonged period of time – unlike a GEL which 
HAS NO MOISTURE RETENTION properties

• Operating room safe, non-aerosol, multi-tiered enzymatic spray helps prevent 
bio-burden from drying on the surface of soiled instruments and scopes

• Ideal for transporting soiled instruments that may sit for an extended period of time
• Reduces tray weight during transport compared to liquid presoaks
• Soiled sharps are visible through humectant
• Decreases spills and potential cross-contamination

GET WET
STAY WET

FOR 72 HOURS
Prepzyme® Forever Wet creates a 
long lasting moisture barrier. As seen 
here, instrument remains wet to the 
touch for days after application.

For More Information and GENEROUS FREE SAMPLES
1-800-537-8463 • WWW.RUHOF.COM
393 Sagamore Avenue, Mineola, New York 11501
Tel: 516-294-5888 • Fax: 516-248-6456An ISO Registered Firm

COMPLIANT

AD-63  112320

Ruhof’s Prepzyme Forever Wet Pre-treatment,  
an enzymatic pre-treatment humectant spray, 
will keep  your instruments and rigid scopes 
moist for up to 72 hours - preventing organic 
debris from drying and hardening, making 
cleaning easier!

Copyright ©2020 Ruhof Corporation

ICT0121_002-003_Ruhof.indd   2ICT0121_002-003_Ruhof.indd   2 1/28/21   4:27 PM1/28/21   4:27 PM



Prepzyme®

Forever Wet
INSTRUMENT TRANSPORT
HUMECTANT SPRAY

The latest breakthrough in enzymatic 
pre-cleaning sprays, Prepzyme® 
Forever Wet’s unique humectant 
properties form a moist coating over 
the instruments that lasts for days.

Can’t get to that tray of 
dirty surgical instruments? 
NO WORRIES!

• The humectant formulation creates a moisture retention barrier which keeps soiled 
instruments and rigid scopes moist for a prolonged period of time – unlike a GEL which 
HAS NO MOISTURE RETENTION properties

• Operating room safe, non-aerosol, multi-tiered enzymatic spray helps prevent 
bio-burden from drying on the surface of soiled instruments and scopes

• Ideal for transporting soiled instruments that may sit for an extended period of time
• Reduces tray weight during transport compared to liquid presoaks
• Soiled sharps are visible through humectant
• Decreases spills and potential cross-contamination

GET WET
STAY WET

FOR 72 HOURS
Prepzyme® Forever Wet creates a 
long lasting moisture barrier. As seen 
here, instrument remains wet to the 
touch for days after application.

For More Information and GENEROUS FREE SAMPLES
1-800-537-8463 • WWW.RUHOF.COM
393 Sagamore Avenue, Mineola, New York 11501
Tel: 516-294-5888 • Fax: 516-248-6456An ISO Registered Firm

COMPLIANT

AD-63  112320

Ruhof’s Prepzyme Forever Wet Pre-treatment,  
an enzymatic pre-treatment humectant spray, 
will keep  your instruments and rigid scopes 
moist for up to 72 hours - preventing organic 
debris from drying and hardening, making 
cleaning easier!

Copyright ©2020 Ruhof Corporation

Prepzyme®

Forever Wet
INSTRUMENT TRANSPORT
HUMECTANT SPRAY

The latest breakthrough in enzymatic 
pre-cleaning sprays, Prepzyme® 
Forever Wet’s unique humectant 
properties form a moist coating over 
the instruments that lasts for days.

Can’t get to that tray of 
dirty surgical instruments? 
NO WORRIES!

• The humectant formulation creates a moisture retention barrier which keeps soiled 
instruments and rigid scopes moist for a prolonged period of time – unlike a GEL which 
HAS NO MOISTURE RETENTION properties

• Operating room safe, non-aerosol, multi-tiered enzymatic spray helps prevent 
bio-burden from drying on the surface of soiled instruments and scopes

• Ideal for transporting soiled instruments that may sit for an extended period of time
• Reduces tray weight during transport compared to liquid presoaks
• Soiled sharps are visible through humectant
• Decreases spills and potential cross-contamination

GET WET
STAY WET

FOR 72 HOURS
Prepzyme® Forever Wet creates a 
long lasting moisture barrier. As seen 
here, instrument remains wet to the 
touch for days after application.

For More Information and GENEROUS FREE SAMPLES
1-800-537-8463 • WWW.RUHOF.COM
393 Sagamore Avenue, Mineola, New York 11501
Tel: 516-294-5888 • Fax: 516-248-6456An ISO Registered Firm

COMPLIANT

AD-63  112320

Ruhof’s Prepzyme Forever Wet Pre-treatment,  
an enzymatic pre-treatment humectant spray, 
will keep  your instruments and rigid scopes 
moist for up to 72 hours - preventing organic 
debris from drying and hardening, making 
cleaning easier!

Copyright ©2020 Ruhof Corporation

Prepzyme®

Forever Wet
INSTRUMENT TRANSPORT
HUMECTANT SPRAY

The latest breakthrough in enzymatic 
pre-cleaning sprays, Prepzyme® 
Forever Wet’s unique humectant 
properties form a moist coating over 
the instruments that lasts for days.

Can’t get to that tray of 
dirty surgical instruments? 
NO WORRIES!

• The humectant formulation creates a moisture retention barrier which keeps soiled 
instruments and rigid scopes moist for a prolonged period of time – unlike a GEL which 
HAS NO MOISTURE RETENTION properties

• Operating room safe, non-aerosol, multi-tiered enzymatic spray helps prevent 
bio-burden from drying on the surface of soiled instruments and scopes

• Ideal for transporting soiled instruments that may sit for an extended period of time
• Reduces tray weight during transport compared to liquid presoaks
• Soiled sharps are visible through humectant
• Decreases spills and potential cross-contamination

GET WET
STAY WET

FOR 72 HOURS
Prepzyme® Forever Wet creates a 
long lasting moisture barrier. As seen 
here, instrument remains wet to the 
touch for days after application.

For More Information and GENEROUS FREE SAMPLES
1-800-537-8463 • WWW.RUHOF.COM
393 Sagamore Avenue, Mineola, New York 11501
Tel: 516-294-5888 • Fax: 516-248-6456An ISO Registered Firm

COMPLIANT

AD-63  112320

Ruhof’s Prepzyme Forever Wet Pre-treatment,  
an enzymatic pre-treatment humectant spray, 
will keep  your instruments and rigid scopes 
moist for up to 72 hours - preventing organic 
debris from drying and hardening, making 
cleaning easier!

Copyright ©2020 Ruhof Corporation

Prepzyme®

Forever Wet
INSTRUMENT TRANSPORT
HUMECTANT SPRAY

The latest breakthrough in enzymatic 
pre-cleaning sprays, Prepzyme® 
Forever Wet’s unique humectant 
properties form a moist coating over 
the instruments that lasts for days.

Can’t get to that tray of 
dirty surgical instruments? 
NO WORRIES!

• The humectant formulation creates a moisture retention barrier which keeps soiled 
instruments and rigid scopes moist for a prolonged period of time – unlike a GEL which 
HAS NO MOISTURE RETENTION properties

• Operating room safe, non-aerosol, multi-tiered enzymatic spray helps prevent 
bio-burden from drying on the surface of soiled instruments and scopes

• Ideal for transporting soiled instruments that may sit for an extended period of time
• Reduces tray weight during transport compared to liquid presoaks
• Soiled sharps are visible through humectant
• Decreases spills and potential cross-contamination

GET WET
STAY WET

FOR 72 HOURS
Prepzyme® Forever Wet creates a 
long lasting moisture barrier. As seen 
here, instrument remains wet to the 
touch for days after application.

For More Information and GENEROUS FREE SAMPLES
1-800-537-8463 • WWW.RUHOF.COM
393 Sagamore Avenue, Mineola, New York 11501
Tel: 516-294-5888 • Fax: 516-248-6456An ISO Registered Firm

COMPLIANT

AD-63  112320

Ruhof’s Prepzyme Forever Wet Pre-treatment,  
an enzymatic pre-treatment humectant spray, 
will keep  your instruments and rigid scopes 
moist for up to 72 hours - preventing organic 
debris from drying and hardening, making 
cleaning easier!

Copyright ©2020 Ruhof Corporation

ICT0121_002-003_Ruhof.indd   3ICT0121_002-003_Ruhof.indd   3 1/28/21   4:27 PM1/28/21   4:27 PM



4  ICT    January/February 2021 WWW.INFECTIONCONTROLTODAY.COM

TABLE OF CONTENTS

LITERATURE REVIEW

IN ADDITION

SENIOR VICE PRESIDENT, OPERATIONS
Michael Ball

SENIOR VICE PRESIDENT, 
I.T. & ENTERPRISE SYSTEMS
John Moricone

VICE PRESIDENT, HUMAN RESOURCES 
& ADMINISTRATION
Shari Lundenberg

VICE PRESIDENT, MERGERS & ACQUISITIONS
Chris Hennessy

EXECUTIVE CREATIVE DIRECTOR, 
CREATIVE SERVICES
Je�  Brown

EDITORIAL
EDITORIAL DIRECTOR
Alexandra Ward, MA 

MANAGING EDITOR
Frank Diamond

DESIGN & PRODUCTION
CREATIVE DIRECTOR  
Robert McGarr

SENIOR ART DIRECTOR  
Nicole Slocum

SENIOR GRAPHIC DESIGNER
Maia Thagard

PRODUCTION DIRECTOR
Keyonna Graham

CIRCULATION DIRECTOR
Jonathon Severn

SALES/MARKETING
EXECUTIVE VICE PRESIDENT
Brian Haug
bhaug@mmhgroup.com
609.325.4780

VICE PRESIDENT OF SALES, HEALTHCARE
Eric Temple-Morris
etemple-morris@mmhgroup.com
971.645.6805

NATIONAL ACCOUNT MANAGER
Joe Salafrio
jsalafrio@mjhlifesciences.com
609.819.2471

REPRINTS, PERMISSIONS
& INTERNATIONAL LICENSING
Eric Temple-Morris

SUBSCRIPTION CUSTOMER SERVICE
mmhinfo@mmhgroup.com

CORPORATE
CHAIRMAN & FOUNDER
Mike Hennessy, Sr 

VICE CHAIRMAN
Jack Lepping

PRESIDENT & CEO
Mike Hennessy, Jr 

CHIEF FINANCIAL OFFICER
Neil Glasser CPA/CFE 

CHIEF MARKETING OFFICER
Michael Baer

EXECUTIVE VICE PRESIDENT, 
GLOBAL MEDICAL AFFAIRS 
AND CORPORATE DEVELOPMENT
Joe Petroziello  

SENIOR VICE PRESIDENT, CONTENT
Silas Inman

TR
SA

K
A

O
E@

ST
O

C
K

.A
D

O
BE

.C
O

M
; J

EZ
PE

R@
ST

O
C

K
.A

D
O

BE
.C

O
M

COVER STORY

FEATURES

ICT (INFECTION CONTROL TODAY) ICT subscription rates: is published 10 months print domestic $12 and is published 10 months print Canada USD $116.  All subscriptions are non-refundable.  Prices subject to change.  Free digital subscriptions 
available at infectioncontroltoday.com for US, Canada and other foreign subscribers. Copyright © 2021 MultiMedia Healthcare LLC. All rights reserved. The publisher reserves the right to accept or reject any advertising or editorial material. 
Advertisers, and/or their agents, assume the responsibility for all content of published advertisements and assume responsibility for any claims against the publisher based on the advertisement. Editorial contributors assume responsibility for 
their published works and assume responsibility for any claims against the publisher based on the published work. No part of this publication may be reproduced in any form or by any electronic or mechanical means, including information storage 
and retrieval systems, without permission in writing from the publisher. All items submitted to ICT become the sole property of MultiMedia Healthcare LLC. Editorial content may not necessarily refl ect the views of the publisher. 

PREVENTION

18  Vaccines Useless Unless Taken
Infection Preventionists to Lead Anti-COVID-19 Effort
By Rebecca Leach, RN, BSN, MPH, CIC

34 Product Locator
HAND HYGIENE

8 Bug of the Month
By Frank Diamond

14   Medical World News

COVID-19

20  How Swiss Cheese Model Tables Infection
By Saskia V. Popescu, PHD, MPH, MA, CIC 

PERSONAL PROTECTIVE EQUIPMENT

24  Time for New PPE Protocols
By Sharon Ward-Fore, MS, MT(ASCP), CIC

STERILE PROCESSING

26 Keep Those Stethoscopes Clean! 
By Alpesh Amin, MD, MBA, MACP, SFHM, FACC, FRCP

PERSONAL PROTECTIVE EQUIPMENT

28  Decisive Win in Kansas Mask Debate
By Jan Dyer

ENVIRONMENTAL SERVICES

32  IPs Need to Educate EVS Teams
By Anjali Bisht, MPH, CIC

HEALTHCARE-ACQUIRED INFECTIONS

10 Fighting CRAB and COVID 
By Frank Diamond

ADVANCED TECHNOLOGY

11   Doc Phones Carry Pathogens
By Frank Diamond

HAND HYGIENE

12  Badge Boosts Compliance
By Frank Diamond

ICT0121_004_TOC.indd   4ICT0121_004_TOC.indd   4 1/28/21   12:52 PM1/28/21   12:52 PM



San Diego, CA 92103 USA
1-844-980-2998
info@AseptiScope.com

NOW AVAILABLE*

The First and Only
Touch-Free Stethoscope Barrier Dispensing System

for Preventing Patient Exposure to Pathogens

www.DiskCover.com

RAPID • TOUCH-FREE • EFFECTIVE • AFFORDABLE

*U.S. Customers Only.
© 2020 AseptiScope, Inc. All rights reserved.
DiskCover, AseptiScope and related logos are trademarks of AseptiScope, Inc. LBL-1033-01.

ICT0121_005_Aseptiscope.indd   5ICT0121_005_Aseptiscope.indd   5 1/27/21   2:50 PM1/27/21   2:50 PM



CHAIRMAN'S LETTER

6  ICT    January/February 2021 WWW.INFECTIONCONTROLTODAY.COM

EDITORIAL ADVISORY BOARD

Katherine K. Perez, 
PharmD, BCIDP
Infectious Diseases & Antimicrobial 
Stewardship Clinical Specialist
Houston Methodist Hospital System
HOUSTON, TX

Saskia v. Popescu, PhD, 
MPH, MA, CIC
Hospital Epidemiologist and 
Infection Preventionist
HonorHealth
Senior Infection Preventionist
PHOENIX, AZ

Mary Jean Ricci MSN, RNBC 
Director of Clinical Education
Drexel University College of 
Nursing and Health Professions
PHILADELPHIA, PA

Linda Spaulding RN, BC, 
CIC, CHEC, CHOP
Infection Prevention Consultant
InCo and Associates International, Inc.
LAKEWOOD RANCH, FL

Maureen Spencer, RN, M.Ed.
Infection Preventionist Consultant
BOSTON, MA

Sharon Ward-Fore, MS, 
MT(ASCP), CIC
Infection Prevention Consultant
Infection Prevention Consultant
CHICAGO, IL

Fibi Attia, MD, MPH, CIC
Infection Prevention Coordinator
Penn State Milton S. Hershey Medical Center
HERSHEY, PA

Suma Chacko, RN, CIC
Infection Control Specialist
Hospital of the University of Pennsylvania
PHILADELPHIA, PA

Brooke Decker, MD
Director of Infection Prevention
VA Pittsburgh Healthcare System 
PITTSBURGH, PA

Jody Feigel, RN, MSN
Nurse Manager for Infection Prevention
VA Pittsburgh Healthcare System 
PITTSBURGH, PA

Maya Gossman, RN
Vascular Access Nurse
Stillwater Medical Center
STILLWATER, OK

Yi Guo, PharmD
Co-Director of the Antimicrobial 
Stewardship Program
Montefi ore Medical Center, 
Albert Einstein College of Medicine
BRONX, NY

Jenny Hayes, MSN, RN, 
CIC, CAIP, CASSPT
Infection Prevention Leader
Hospital of the University of Pennsylvania
PHILADELPHIA, PA

Kimberly Jones
Director
Central Sterile Supply, Ohio State 
University Wexner Medical Center
COLUMBUS, OH

Kevin Kavanagh, MD, MS
Founder and Board Chairman
Health Watch USAsm
SOMERSET, KY

Susan G. Klacik, BS, CRCST, FCS
Clinical Educator 
International Association of Healthcare 
Central Service Materiel Management
CHICAGO, IL

Rebecca Leach, RN, BSN, MPH, CIC
Infection Prevention Coordinator
HonorHealth
SCOTTSDALE, AZ

Theresa Madaline, MD
Healthcare Epidemiologist
Montefi ore Health System
Assistant Professor, Infectious Diseases
Albert Einstein College of Medicine
NEW YORK, NY

Nancy Moureau, PhD, 
RN, CRNI, CPUI, VA-BC
Chief Executive O�  cer
PICC Excellence, Inc. 
HARTWELL, GA

Nine months. 
In March 2020 the United States 

was in the early stages of the corona-
virus disease 2019 (COVID-19) pandemic. We 
shut down the entire country and ground 
the economy to a halt to slow the spread of 
the virus. Think back to March and how 
much uncertainty we were living under.

Nine months later, the US Food and 
Drug Administration (FDA) approved 
2 COVID-19 vaccines under emergency 
authorization. Before New Year’s Day, 
millions of Americans had received the 
vaccine, including frontline physicians and 
healthcare providers and nursing home 
patients, our most vulnerable citizens. 

Nine months. Take a moment to let 

that sink in. The mainstream media has 
cra� ed a narrative about the COVID-19 
pandemic that’s almost entirely negative. 
For the purpose of ratings, they have 
described the US response to the pandemic 
as blundering from 1 mistake to the next. 
This narrative is false. 

There is another way—a more accurate 
and underappreciated way—to tell the 
story of the past 9 months. It is a story of 
heroism, innovation, and precise science, 
performed under unbelievable pressure. 

Let’s not mince words: The US and the 
world must appreciate the role of the phar-
maceutical industry—the investigators, 
physicians and business leaders—who 
are rescuing the world from COVID-19. It’s 

the medical breakthrough of our lifetime. 
The next step of the process—distribu-

tion of the vaccine—will be as challenging as 
the development phase, if not more so. But 
again, the pharmaceutical industry is rising 
to the occasion. Factories worldwide are 
working on overdrive to produce hundreds 
of millions of vaccine doses. Every day, more 
people will be vaccinated. A� er healthcare 
workers and our most vulnerable citizens, 
other frontline workers will be next.  

Remember, we accomplished this in 
9 months thanks to our pharmaceutical 
industry heroes. Next time you turn on the 
TV and see negativity, turn it o�  and imag-
ine instead where we will be in 9 months.

Thank you for reading, 

Mike Hennessy, Sr
Chairman and Founder

How Pharmaceutical Innovation 
Is Saving the World
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A lot has changed this year. The way you work, 
the work you do, and what essential means to us 
all. Disinfection is now an important part of clean, 
and clean means confidence, safety and peace of 
mind for everyone who walks through your door.

We are committed to helping you keep 
environmental disinfection under control, with 
our trusted education, training, evidence-based 
protocols and scientifically-proven products.
You have risen to meet every challenge and 
redefined what it means to be essential.

Learn more at cloroxhealthcare.com

Together, we’re ready for anything.

Essential
Clean
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Many infection preventionists and 
other healthcare professionals 
involved in the struggle against 

coronavirus disease 2019 (COVID-19) 
metaphorically describe what they’re going 
through as warfare. Our crowded hospitals 
are called the frontlines. 

If I’m ever unleashed, though, you’ll 
know that you’re in a real war with a real 
country or terrorist organization. I am born 
from one of 2 virus variants and I exist—offi-
cially, at least—in just 2 places: The labs at 
the US Centers for Disease Control and Pre-
vention (CDC), and the Russian State Centre 
for Research on Virology and Biotechnology. 

If I surfaced anywhere else in the world, 
it would be considered a global health 
risk. Authorities would scramble because 
whoever unleashed me wants to sicken 
and kill a lot of people. At my most lethal, 
I can kill about 30% of the those I infect. 

I can be easily prevented with a vac-
cination. The problem for you, though, 

is that vaccination against me worked 
so well that I was thought to be gone for 
good from Mother Earth by 1980, and most 
people born after 1972 were not vaccinated 
against me. 

I spread when someone infected has 
contact with an as-yet uninfected person. 
Droplets containing me shower the air 
when the infected person sneezes, coughs, 
or talks. My incubation period is anywhere 
from 7 to 17 days. I start in the lungs, and 
from there enter the bloodstream where 
I can spread to intestines, kidneys, brain, 
and skin. The infected person will start 
to feel symptoms, including overall dis-
comfort, fever, severe fatigue, headache, 
severe back pain, and sometimes vomiting. 

I will scar you for life. You’ll notice flat 
red spots—lesions—appearing on your 
forearms, face, hands, and even your 
torso. In a day or 2, the lesions become 
small painful blisters filled with fluid 
that is clear at first and then turns into 

pus. These become scabs 8 to 9 days later 
and though they eventually fall off, they’ll 
leave behind deep scars. 

If an outbreak occurs, those infected 
would be put in isolation to prevent me 
from spreading. There would, of course, 
be contact tracing, just as there is with 
COVID-19. Getting vaccinated within 2 to 4 
days of contact with someone I’ve infected 
might lesson the severity of the symptoms. 
Two vaccines can be used: ACAM2000 
uses a virus that’s similar to me but can 
sometimes cause serious infections in the 
brain or heart. That’s one of the reasons 
that even though I pose a threat, universal 
vaccination against me isn’t on the table. 
Another vaccine called Ankara can be 
used for people with weakened immune 
systems or who have skin disorders.  

Just to make you lose a little more sleep, 
I can be manufactured from amino acid 
sequences that have been published, mak-
ing it that much more possible that I could 
be used as a biological warfare weapon. 

Who am I? 

If I Show Up, It Could Mean War

hand hygiene

To discover who I am visit InfectionControlToday.com/view/jan-2021-bug-month
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Infection preventionists and other health-
care providers have exhibited incredi-
ble courage and competency during the 
coronavirus disease 2019 (COVID-19) 
pandemic. They’re only human, how-
ever, and these heroes are not superhe-
roes. Fighting off COVID-19 is one thing. 
Fighting off COVID-19 along with another 
deadly superbug is something most of 
those even in the thick of the pandemic 
battle haven’t had to deal with. But that’s 
exactly the situation healthcare providers 
at an unnamed New Jersey hospital found 
themselves in from March to June of 2020 
when they had to suspend the usual infec-
tion prevention and control (IPC) protocols 
to fight COVID-19, according to a study 
in Morbidity and Mortality Weekly Report 
(MMWR), a publication of the US Centers 
for Disease Control and Prevention (CDC).1

Carbapenem-resistant Acinetobacter 
baumannii (CRAB) is not much seen in 
the United States now, but it has begun to 
emerge as a deadly pathogen where it does 
strike, with a 55% mortality rate and an 
ability to resist most antibiotics thrown its 
way. Whenever and wherever it strikes in 
the United States, healthcare officials take 
notice and take no chances. CRAB invaded 
a skilled nursing facility in February 2018 
and both the Utah Department of Health 
and the CDC were all over it.2 We’ve just 
left 2020, a year anyone living through will 
never forget. It’s the year when healthcare 
resources were focused on preventing the 
spread of SARS-CoV-2, with not much left 
over to fight off a bacterial invasion from 
something like CRAB. IPC strategies suffer 
from a lack of equipment and personnel 
and that leaves hospitals vulnerable to 

outbreaks of infections caused by multi-
drug-resistant organisms (MDROs).

The 500-bed acute care hospital in the 
study managed to get COVID-19 under 
control in late May, and reactivate its usual 
IPC practices. When that happened, CRAB 
cases returned to a pre-COVID-19 level, 
which is usually about 2 cases a month.

From March to August, the urban 
hospital admitted about 850 patients with 
COVID-19. That peaked on April 9, when 
the hospital admitted 36 new patients, 
with 61% having a confirmed diagnosis 
of COVID-19.

“Before the pandemic, ventilator 
circuits and suctioning catheters were 
changed at specified intervals of every 14 
days and every 3 days, respectively, unless 
malfunctioning or visibly soiled,” the study 
states. “To conserve equipment during the 
surge, the hospital’s respiratory therapy 
unit instituted a policy to extend the use of 
ventilator circuits and suctioning catheters 

for individual patients, replacing them 
only if they were visibly soiled or mal-
functioning. To conserve PPE [personal 
protective equipment], gown use as part 
of contact precautions was suspended for 
care of patients with the endemic MDROs 
vancomycin-resistant Enterococcus spp. 
and methicillin-resistant Staphylococcus 
aureus but was maintained for nonendemic 
MDROs such as CRAB.”

As was the case with hospitals through-
out the United States, the hospital in the 
MMWR study also adjusted the IPC rules 
for use of PPE by, for instance, allowing 

the reuse of N95s and face shields.
A MDRO workgroup at the hospital was 

shifted to the COVID-19 fight and mainte-
nance rounds for bedside central venous 
catheter and indwelling urinary catheter 
maintenance were suspended. Auditing of 
hand hygiene, PPE use, and environmental 
services were also suspended during the 
COVID-19 surge.

Hospital Fights COVID-19,  
Superbug CRAB at Same Time
BY FRANK DIAMOND

healthcare-acquired infections

WHEN A 500-BED URBAN HOSPITAL IN NEW JERSEY  
FOUGHT OFF COVID-19, IN PART BY HAVING TO  
RELAX INFECTION PREVENTION PROTOCOLS,  

THE OPPORTUNISTIC AND DEADLY  
CARBAPENEM-RESISTANT ACINETOBACTER 

BAUMANNII (CRAB) STRUCK.

ICT0121_010-013_LitReviews.indd   10ICT0121_010-013_LitReviews.indd   10 1/27/21   2:46 PM1/27/21   2:46 PM



LITERATURE REVIEW

11  January/February 2021    ICTWWW.INFECTIONCONTROLTODAY.COM

PR
A

D
EE

P@
ST

O
C

K
.A

D
O

BE
.C

O
M

“IPC leadership noted less frequent 
patient bathing with chlorhexidine glu-
conate and a 43% reduction in [intensive 
care unit] CRAB screening tests,” the study 
states. “These changes resulted from 
competing clinical priorities, challenges 
in personnel availability, and an effort 
to minimize sta�  members’ interaction 
time with patients. The facility experi-
enced critical shortages in personnel for 
nursing and environmental services, 
resulting from staff members’ illness, 
quarantine, and a surge in the number of 
patients with COVID-19. Nursing resources 
were supplemented through agency and 
government entities; however, increased 
patient-to-staff member ratios and the 
need to minimize patient contact might 
have led to unidenti� ed IPC breaches.”

The CDC investigators appreciate that 
hospitals have had to take unusual steps 
during the pandemic. However, health 
systems should never underestimate the 
ability of MDROs to strike.

“To reduce spread of MDROs and the 
risk of infection for patients, hospitals 
should remain vigilant to prevent and 
detect clusters of unusual infections and 
respond promptly when they are detected,” 
the study states. “Facilities should prior-
itize continuity of core IPC practices (eg, 
training for and auditing of hand hygiene, 
PPE use, and environmental cleaning) to 
the greatest extent possible during surges 
in hospitalizations and make every e� ort 
to return to normal operating procedures 
as soon as capacity allows.” 
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Mobile phones seem to be a real magnet for methicillin-resistant Staphylococcus 
aureus (MRSA) and physicians may be less vigilant than nurses when it comes to 
disinfecting their phones, according to a pre-print study in the American Journal of 
Infection Control.1

Investigators with Hiroshima University in Japan looked at 50 hospital-use only 
mobile phones from doctors and found MRSA on 5 of them (10% of the phones).

“In our hospital, shared computer keyboards and nurses’ mobile phones are 
cleaned daily with benzalkonium chloride containing wipes in each ward,” the 
study states. “However, doctor’s mobile phones are personal, and their cleanliness 
depends on personal habits. Several studies have reported that only few medical 
sta�  voluntarily disinfect their mobile phones. These results strongly recommend 
routine daily cleaning of mobile phones for e� ective reduction of device contam-
ination; moreover, medical sta�  should perform hand hygiene before and a� er 
using mobile phones.”

Investigators also concluded that 222-nm ultraviolet (UV) light is enough to 
disinfect phones with MRSA and aerobic bacteria (AB) on them. O� en, 254-mm 
UV light is used to disinfect hospital spaces but only unoccupied spaces, because 
that frequency can be harmful to the skin and eyes.

“In contrast, recent studies have shown that 222-nm UVC light, which is part 
of the far-UVC light (207–222 nm) spectrum, shares similar germicidal properties, 
but is less harmful to the skin and eyes than 254-nm UVC light,” the study states. 
“The studies together suggested that a 222-nm UVC disinfection device may be 
easier to use for routine device cleaning than a 254-nm UVC disinfection device 
in environments where patients and medical sta�  exist, such as nurse stations 
and patient rooms.”

The study was conducted from March to May 2020 at Hiroshima University 
Hospital, which is a 746-bed tertiary care facility.

Doctors’ Phones Too Often 
Contaminated by MRSA
BY FRANK DIAMOND

advanced technology
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“Although our sample size was small, 
the rate of MRSA contamination on mobile 
phones was found to be higher than that 

reported previously,” the study states. 
“The high contamination rate may be 
attributed to the mobile phones being 
used by doctors, rather than nurses. Sev-
eral studies have shown hand hygiene 
compliance rates to be commonly lower 
among doctors than among nurses. Poor 

hand hygiene compliance may have led to 
the higher contamination rates on doctors’ 
mobile phones.”

Investigators note that their study has 
limitations starting with the small sam-
ple size. Also, “we only investigated the 
efficacy of 222-nm UVC disinfection on 
MRSA contamination of hospital-use-only 
mobile phones. We did not test the other 
equipment used in the hospital, such 

as computer keyboards.” They did not 
investigate whether doctors cleaned their 
phones each day and generally followed 
hand hygiene guidelines. MRSA was the 
only multidrug-resistant organism that 
they tested the phones for.

“Finally, we did not investigate whether 
the MRSA contamination was brought 
on by doctors using the mobile phones,” 
the study states. “Therefore, we cannot 
ascertain whether the MRSA isolated from 
mobile phones originated from doctors, 
patients under their treatment, or from 
the wider hospital environment.” 

Reference
1. Kaiki Y, Kitagawa H, Hara T, et al. Methicillin-re-
sistant Staphylococcus aureus contamination of 
hospital-use-only mobile phones and efficacy of 222-
nm ultraviolet disinfection [published online ahead of 
print, 2020 Nov 10]. Am J Infect Control. 2020;S0196-
6553(20)30993-7. doi:10.1016/j.ajic.2020.11.011

“These results strongly recommend routine daily cleaning 
of mobile phones for effective reduction of device 

contamination; moreover, medical staff should perform 
hand hygiene before and after using mobile phones.”

A special badge worn by healthcare work-
ers helped to significantly increase hand 
hygiene compliance while at the same time 
decreasing the incidence of Clostridioides 
difficile (C. diff) among residents in a long-
term care facility. But perhaps one of the 
more compelling findings of the pre-print 
study in the American Journal of Infection 
Control is that the badge technology, called 
BioVigil, was also able to measure compli-
ance by non-clinical staff.1 As investigators 
with Spaulding Rehabilitation Network 
note, non-clinical staff is a “group which 
is often not the focus of direct observation 

and provides additional support for the use 
of HH [hand hygiene] technology.”

In fact, the investigators were so 
pleased with the results that they say 
they’re in the process of expanding the 
badge technology into other healthcare 
facilities in their network: an inpatient 
acute rehabilitation facility and a subacute/
skilled nursing facility.

After the badge technology was 
installed, HH compliance increased from 
89.82% to 97.10%, but the “before” badge 
number was most likely much lower due 
to the Hawthorne effect, and was probably 

more like 65%, according to the study.
The study was conducted in a 180-

bed long-term acute care hospital. Major 
diagnostic groups in the hospital included 
“chronic and actively weaning ventilator 
dependent patients, pre- and post-trans-
plant patients encompassing heart, lung, 
and liver transplants, oncology patients 
actively receiving treatment such as [intra-
venous] chemotherapy and proton beam 
radiation.”

The staff in the study included ther-
apists, nurses, doctors, housekeeping, 
radiology, respiratory therapists, and food 

Hand Hygiene Badge Boosts 
Compliance, Cuts C. Diff Rates
BY FRANK DIAMOND

hand hygiene
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service workers. The badge is activated 
when a healthcare worker walks under 
a beacon at the entrance of a patient’s 
room. A healthcare worker was 
considered to be compliant with 
hand hygiene protocols if she used 
an alcohol-based rub on her hands 
within 60 seconds of entering the 
room. If the person didn’t clean 
their hands, the badge buzzes and 
lights a reminder at 15, 30, and 45 
seconds. Complete non-compliance 
was noted. Washing hands at sinks 
was also monitored, and the badge 
showed how long someone stood 
before a sink (15 seconds was consid-
ered being compliant with hand hygiene 
protocols).

The pre-badge period was from June 

2016 to May 2018, and the post-badge 
period was from July 2018 to July 2020 
(June 2018 was used to train staff). 

During the post-badge year, nearly 3.8 
million hand hygiene moments occurred 
(moments in this study being before 
touching a patient and after touching a 

patient). As far as the C. diff  rates, the 
study says that the “results showed a 
significant reduction in the incidence of 

C. difficile (P < 0.01) as measured by 
GDH+/Toxin+ test results pre- and 
post-implementation.” The investi-
gators argue that the badge could be 
used to measure outcomes beyond 
hand hygiene compliance, such as 
economic outcomes: The money 
that can be saved with proper hand 
hygiene through such things as 
a decrease in the length of stay, 
fewer sick days for employees, and 
a lessening of penalties incurred for 

readmission before 30 days. It can also be 
an aid for contact tracing of those infected 
with coronavirus disease 2019.

In addition: “The technology allows 
the tracking of hand hygiene opportu-
nities to employee work schedules, and 
correlating the exact hours worked by 
an employee using badge hours,” the 
study states. “There are a host of human 
resource implications which arise as 
HH technology is adopted as a standard 
of care. At the extreme, there might be 
disciplinary action for staff who refuse to 
participate in utilizing the technology or, 
while wearing the badge show clear evi-
dence of cross contamination. If adopted 
on a wide scale, there could be broader 
quality implications with the potential of 
penalties imposed by payors for episodes 
of cross contamination.” 

Reference
1. Banks M, Phillips AB. Evaluating the effect of auto-
mated hand hygiene technology on compliance and C. 
difficile rates in a long-term acute care hospital [pub-
lished online ahead of print, 2020 Nov 10]. Am J Infect 
Control. 2020;S0196-6553(20)30968-8. doi:10.1016/j.
ajic.2020.10.018

DURING THE PERIOD THAT EMPLOYEES  
WORE A MONITORING BADGE, 

COMPLIANCE WITH HAND 
HYGIENE PROTOCOLS 

INCREASED SIGNIFICANTLY.

We Want to  
Hear From You! How has your hospital been handling COVID-19?  

Have any IP success stories? Let us know! 
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COVID-19 and the
Future of Evidence-

Based Medicine
BY PETER BONIS, MD

The vaccines for coronavirus disease 
2019 (COVID-19) have been rolled 
out. Now comes the most challeng-

ing piece for many in infection prevention 
and healthcare—distribution of the vac-
cine. Most of the healthcare workers on 
the frontlines will be included in the � rst 
stages. While the US Centers for Disease 
Control and Prevention (CDC) has released 
interim recommendations for the use of 
COVID-19 vaccines through the Advisory 
Committee on Immunization Practices 
(ACIP), it’s ultimately up to local (state) 

How COVID-19 Vaccination
E� ort Should Proceed
BY SASKIA V. POPESCU, PHD, MPH, MA, CIC
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authorities to determine rollout. In addition 
to these recommendations, the National 
Academies of Sciences, Engineering, and 
Medicine has released a framework for 
equitable allocation. This allocation proposal 
includes 4 phases, which starts with those 
working in high-risk health settings and 
first responders, followed by those with 
underlying conditions and older adults 
living in congregate or overcrowded settings.

In Phase 2, the direction shi� s to teach-
ers and school sta� , high-risk industrial 
settings, and people in prisons and jails. 
The authors also noted that “current evi-
dence shows that COVID-19 disproportion-
ately a� ects particular racial and ethnic 
minority groups, including Black, Hispanic 
or Latinx, American Indian and Alaska 
Native, and Native Hawaiian and Paci� c 

Islander communities. Many of these 
groups experience increased 

social risks and are impacted 
by structural inequalities 

that contribute to health 
inequities, along with 
pre-existing conditions 
that put them at higher 
risk of severe illness 

and death from COVID-19.”
For many in healthcare the question 

will be—who goes � rst? Part of this will 
involve infection prevention e� orts and 
insights—who are those most at risk and 
involved in exposures? One piece will be to 
involve those working on designated COVID-
19 units and high-risk areas, like emergency 
departments and urgent care clinics.

For those in intensive care units and 
even oncology centers, this will also be a 
critical decision regarding allocation for 
those working with vulnerable patient 
populations. In addition to those most 
at risk and working with at-risk patients, 
it’s important to consider ancillary sta� . 
Employees in environmental services, lab, 
respiratory therapy, physical therapy, and 
food services, are all people who have been 
working in these high-risk areas as well.

This also includes infection prevention-
ists, which means we must be advocates 
for not only those ancillary sta� , but also 
our programs and people who have been 
educating and rounding in those high-risk 
units and areas. Fundamentally though, 
it will be critical that vaccine allocation 
efforts in hospitals not only integrate 
public health strategies, but also make 
the vaccine rollout accessible and effi-
cient. Moreover, these e� orts will need 
to counter vaccine misinformation and 
proactively focus on how to educate health-
care workers, and the public, regarding the 
vaccines, their side e� ects, and e�  cacy. 

COVID-19 exacerbated the global need for reliable 
healthcare information while shrinking the timeline 
for creating it due to unparalleled urgency. In response, 

many healthcare publications have modi� ed their editorial 
processes to help disseminate � ndings as quickly as possi-
ble. The result has been the release of a dizzying volume 
of research since the start of the pandemic, but there have 
been shortcomings. In mid-June of 2020, two prominent 
COVID-19 study retractions sparked nationwide headlines 
and threatened the credibility of a few of the world’s most 
respected medical journals. 

Out of necessity, the pandemic has led to the expanded 
availability of � ndings in early stages of research, o� en 
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causing confusion for the public and health-
care professionals. Synthesizing the available 
evidence rigorously in a format that is trans-
parent and usable by frontline healthcare 
providers is challenging, but such information 
is a requirement for healthcare systems trying 
to deliver state-of-the-art care.

This is particularly important when deal-
ing with complex conditions in which infor-
mation is changing rapidly: emerging infec-
tious diseases, cancer and other conditions 
where high-quality clinical trials published 
in peer-reviewed journals are slower to evolve 
than the availability of emerging observations 
from clinical practice and other sources of 
experiential data.

Best Evidence 
A body of evidence, ideally from well-con-
ducted randomized controlled trials and 
systematic reviews remain the gold standard 
for establishing an evidentiary basis to guide 
practice. But the process takes time, and even 
under the best of circumstances such stud-
ies remain vulnerable to bias such that the 
treatment e� ect is not always reproducible.

In addition, clinical trials cannot address 
the myriad of practical questions that arise 
in day-to-day practice. In the meantime, 
clinicians must make the best decisions they 
can for their patients. In that respect, the 
paradigm has shi� ed somewhat where it is 
the best evidence of the moment that matters. 

Seven critical elements to advance the 
best evidence of the moment approach:
1. UNDERSTAND THE IMPORTANT CLINICAL 
QUESTIONS. A community of authors, editors, 
peer-reviewers and users must work together 
to defi ne the clinical questions that matter 
and modify them as new information evolves.

2. SYNTHESIZED EVIDENCE. Rigorous pro-
cesses are required to identify and system-
atically review relevant sources of evidence. 
These must be synthesized thoughtfully and 
presented to clinicians in a way that they 
can be understood quickly and accurately.

3. RECOGNIZABLE EXPERTISE. Clinical experts 
are essential to translate evidence into 
recommendations for care. Experts must 

understand the evidence and what it means 
for managing patients. 

4. PEER REVIEW. A team e� ort is required to 
ensure that recommendations for care are 
clear, useful and refl ect contemporary think-
ing. Formal peer-review processes are essen-
tial. Feedback from end users should also be 
incorporated into the editorial process.

5. TRANSPARENCY. Clinicians need to under-
stand how recommendations for care were 
derived and the limitations of the evidence 
so they can formulate their own perspective 
and assess the applicability of the guidance 
to the patient in front of them. Grading the 
strength of recommendations and the qual-
ity of evidence using a validated approach 
can provide a short-hand guide to assist in 
that process. 

6. RIGOR AND SPEED. The process must be 
e�  cient but cannot sacrifi ce required strin-
gent and reproducible processes to achieve 
timeliness.

7. EASY-TO-FIND INFORMATION. Clinical deci-
sion support should come in formats that 
make the relevant information easily discov-
erable. Work-fl ow integration is an important 
component. 

The optimization of the best evidence-
of-the-moment approach distills published 
research and other sources of evidence to 
help healthcare professionals, patients and 
other stakeholders align care around best 
practices. Such an approach can reliably 
cull the massive amount of information that 
research and clinical experience generate at 
head-spinning speed and transform it into 
reliable and actionable recommendations for 
patient care. Such information is critical for 
healthcare organizations striving to deliver 
consistent, high-quality, contemporary care. 

PETER BONIS, MD, is chief medical officer of clinical 
effectiveness for Wolters Kluwer, Health.

To read more visit https://bit.ly/36b7lG0
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V accines do not prevent disease, vac-
cinations do and infection preven-
tionists (IPs) will play a central role 

in vaccine administration for coronavirus 
disease 2019 (COVID-19).

The P� zer/BioNTech mRNA vaccine 
for coronavirus disease 2019 (COVID-19) 
and the Moderna mRNA vaccine have 
both received emergency use authoriza-
tion (EUA) from the US Food and Drug 
Administration (FDA). It is important 
to remember that authorization for use 
is not approval for use.

This is an important distinction, since 
Phase III data for these vaccines have only 
covered approximately 2 to 3 months post 
vaccination, and not the usual 6 months to 
1 year. The trials are large, approximately 
30,000 individuals, and most severe com-
plications occur within the � rst 2 
months a� er vaccination.

However, questions remain. We 
do not know how long immunity 
will last, if those vaccinated can 
become infectious as an asymp-
tomatic carrier, or how the vaccine 
a� ects special populations such as 
those who are pregnant, very young, 
or immunosuppressed. Thus, all 
who have received a vaccine still 
need to follow all of the recom-
mendations by the US Centers for Disease 
Control and Prevention (CDC) regarding 
prevention of transmission, including 
masking, social distancing in public and 
the donning of personal protective equip-
ment (PPE) in the workplace.

In addition, long-term complications 
such as vaccine-enhanced disease are a 
rare possibility. It should be noted that 
the very speci� c immunological response 
elicited by the mRNA vaccines is expected 

to make this complication even rarer.
Patient monitoring is also of utmost 

importance both for delayed and rare 
complications. There are two systems 
which IPs need to become familiar with. 
This � rst is VAERS, the Vaccine Adverse 
Event Reporting System. This system is 
passive and designed for the reporting of 
severe vaccine reactions. VAERS can rap-
idly detect adverse events and detect rare 
events but is not designed to determine 
causality. O� en the available information 
is of inconsistent quality and complete-
ness. Healthcare personnel must report an 
event to VAERS if there is a vaccine admin-
istration error, serious adverse event, the 
occurrence of multisystem in� ammatory 
disease, or a hospitalization or death. The 
reporting website along with instructions 
can be found at https://vaers.hhs.gov/.

The second reporting system is V-Safe. 
It is an active reporting system in which 
patient participation needs to be encour-
aged. IPs can play a vital role in both 
patient enrollment and education. A pro-
vider tool kit is available from the CDC 
and a patient information sheet can be 
downloaded from the website. 

V-safe is a smart phone system. Any 
phone which has a browser and is capable 
of receiving texts can enroll and link a 

patient to this important monitoring system. 
Patients will be sent texts every day for the 
� rst week, then once a week for 6 weeks, 
and then at 3, 6 and 12 month intervals. If a 
second vaccine dose is received, the timeline 
resets. During the � rst week, the patients are 
asked questions regarding common vaccina-
tion symptoms such as fever, injection site 
discomfort, body aches and fatigue.

However, during all contacts 3 ques-
tions are asked:
1. Did you miss work?
2. Are you unable to do normal daily activities?
3. Did you receive medical care?

It the answers to any of these is “yes” 
the patient will be contacted by the CDC 
and additional information will be taken. 
A VAERS report will also be made. It 
should be noted that patient participation 
in V-Safe does not relieve the healthcare 
provider of the responsibility of reporting 
adverse events to VAERS.

For healthcare providers, there are 
several other considerations regarding 
vaccination. Because missing work for 1 to 2 
days post vaccination is not uncommon, it 
may be best to stagger vaccinations among 

co-workers. In addition, if someone 
becomes symptomatic 3 days a� er 
vaccine administration, CDC guid-
ance should be followed on how to 
di� erentiate this occurrence from 
a SARS-CoV-2 infection. In general, 
post vaccination symptoms may 
include: fever, fatigue, headache, 
chills, myalgias and arthralgia. They 
can be mild to moderate in severity 
and occur within the � rst 3 days of 
vaccinations, usually resolving 1 to 2 

days a� er onset. Symptoms of sore throat, 
cough, shortness of breath, or loss of taste 
and smell are not those associated with 
vaccinations. Finally, mRNA vaccines do not 
a� ect antigen or PCR COVID-19 tests. Thus, 
testing will play a role in di� erentiating 
post vaccination symptoms from COVID-19. 

It should be apparent that IPs need to 
become very familiar with the current 
CDC guidance and any updates which will 
eventually ensue. 

Viewpoint: Monitoring 
Systems Track COVID
Vaccine Reactions
BY KEVIN KAVANAGH, MD

V-SAFE AND VAERS ARE 2 MONITORING
SYSTEMS FOR PATIENTS WHO

ARE GIVEN A COVID-19 VACCINE.

INFECTION PREVENTIONISTS CAN PLAY 
A VITAL ROLE IN EDUCATING ABOUT THE 
STRENGTHS AND DRAWBACKS OF EACH.
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INTERACTIVE

“Are You Going to Get the Vaccine?”
Bruce Y. Lee, MD, MBA: “I would like to see data for 
a longer period of time to make sure that we have a 
better handle in terms of e�  cacy and the safety of 
the vaccine.”
WATCH: https://bit.ly/37DDjMd

Bracing for Logistical Nightmare of
COVID Vaccine Distribution
Sharon Ward-Fore, MS, MT(ASCP), CIC: “If it were 
my institution, I would make sure that infection 
preventionists are educated on everything they 
need to know about the COVID vaccine, as well as 
the � u vaccine side e� ects.”
WATCH: https://bit.ly/3nIBovl

Infection Preventionist: “We On the 
Frontlines Have to Be Strong”
Rebecca Leach: “I think the biggest thing is just hav-
ing support, whoever it is. If it’s a fellow infection 
preventionist…. It really is that emotional support 
of being able to talk to each other about your expe-
riences and really process your feelings.”
WATCH: https://bit.ly/3axIpvq

Featured in our Medical World News® Broadcast

Notable Quotables

Top Tweets

@ICT_magazine

@VIRGO.InfectionControlToday

@Infection-Control-Today

Get breaking news and expert insights 
delivered directly to your inbox.

Sign up for Infection Control 
Today® eNewsletters

https://bit.ly/3e9AnHg 

To see more interviews with expert clinicians and healthcare professionals,
visit www.mjhlifesciences.com/news-network

[O]ne of the things you’re seeing, as this pandemic 
develops, is that epidemiologists are in fairly high 

demand and infectious disease doctors, because they 
get the platform…[I]f you’re an infection preventionist, 

you have a lot harder time reaching your audience. 
Now, the thing is that we do this all the time. We think 
practically all the time. And we can certainly in many 

cases, perhaps not all cases, but in many cases, infection 
preventionists can adapt what they know in the

hospital setting and make it work in other settings.

—SUSAN E. CAMPBELL, PHD, CIC
INFECTION CONTROL COACH

READ MORE: https://bit.ly/37Ec4RO

“

”

IPs spend a large amount of time 
educating healthcare providers about 
the prevention of the transmission 
of infections is in the healthcare 
environment. However, when 
providing this education, it is also 
essential to target Environmental 
Services sta� ! #healthcare #education

A great article about broadening the 
scope of #InfectionPrevention going 
forward from @ICT_magazine
Defi nitely worth a read! 
https://t.co/hLmtEsGf6s?amp=1

A great read, thanks especially for the 
detailed maps. If anyone reading is a 
nurse who is reusing an old respirator, 
please don't! We are o� ering 2 new 
NIOSH N95's to nurses who need 
them. All you have to do is fi ll out a 
form on our website 
pipelinemedical.com/shop #ThankYou 
https://t.co/5CPCshmb79?amp=1

Infection preventionists have been 
thrust into the spotlight this year 
due to the #COVID19 pandemic both 
within and outside healthcare settings. 
From  @ICT_magazine read how they 
have been working outside of health-
care in 2020: https://bit.ly/3g6nlwQ

SureWash @SureWash

SafetyGel @SafetyGel

Pipeline Medical @PipelineMedical

Association for Vascular Access
@ISaveThatLine

Top Tweets
Join the conversation @ICT_magazine
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prevention

Creating vaccines for coronavirus 
disease 2019 (COVID-19) and getting 
them approved by the US Food and 

Drug Administration (FDA) proved to be 
an arduous task fraught with scienti� c 
and logistical hurdles. Now comes the 
hard part: Getting those vaccines widely 
distributed to the right people. Where do 
infection preventionists (IPs) � t into this 
part of the pandemic response? 

There are 2 overarching levels of vac-
cine implementation: regional public 
health mass vaccination planning and 
local, targeted efforts for specific pop-
ulations. In both areas, IPs need to be 
involved in planning and implementation. 
IPs have both education and training in 
public health and outbreak response as 
part of their core concepts to become an 
IP. Also, many IPs work closely with local, 
regional, and state public health partners 
on a regular basis, so the relationships are 
already built. 

The first wave of vaccination is 
focused on large-scale public health-
driven e� orts. These are being imple-
mented at the state level for distribu-
tion to focus on healthcare workers and 
residents of long- term care facilities. 
These e� orts clearly must be multi-dis-
ciplinary in order to have effective 
planning and viewpoints that can 
bring creativity to solve the 
problem of how to e� ec-
tively distribute mil-
lions of doses of 
a vaccine that 
require very 
specific 

Infection Preventionists to Play 
Crucial Role in COVID-19 Vaccinations
BY REBECCA LEACH, RN, BSN, MPH, CIC

TR
SA

K
A

O
E@

ST
O

C
K

.A
D

O
BE

.C
O

M
; J

EZ
PE

R@
ST

O
C

K
.A

D
O

BE
.C

O
M

handling and storage parameters. 
For example, the Pfizer-BioNTech 

vaccine requires ultra-cold storage and 
will be allocated in large dosage counts, 
requiring vaccination of large groups over 
a short time period. The teams need to 
include providers, pharmacists, public 
health, healthcare facility leadership, 
emergency management, and other local 
leaders. It is likely that members of these 
groups have not worked closely together 
before on such a large-scale task. It will 
be crucial to function with a hospital inci-
dent command system to keep the group 
moving forward with the same objectives 
and bring obstacles to the forefront quickly 
for rapid problem solving. 

IPs have been working scenarios of 
mass vaccination for years, in prepa-
ration for pandemic flu primarily, but 
also with potential biological threats 
(anthrax, smallpox) and other outbreaks 
such as measles and pertussis. These 

skills and insights make IPs and their 
public health colleagues subject matter 
experts on the nuances of mass vac-
cination. For example, some hospital 
systems would take the opportunity 
to turn annual employee � u vacci-
nation into a drill and treat it as if 
it were a mass vaccination event in 
collaboration with emergency man-
agement colleagues. These events 

would teach valuable lessons 
in the best way to reach all 
sta� , including having mul-
tiple vaccination admin-

istration locations and the 
best way to handle the data 

collection necessary to track large scale 
vaccination e� orts.

Mass Vaccination 
Infection prevention needs to be a partner 
in the large-scale planning that is occurring 
currently in most states and local health-
care facilities. These e� orts are largely being 
led by public health on state or regional 
levels, but the local hospitals will also 
need to plan when vaccine is distributed 
in future tiers for local administration. Not 
only to help with logistics of vaccine storage, 
administration, documentation, and data 
collection and reporting, but also to focus on 
safety of the workers and vaccine recipients 
of the vaccine clinics. Sta�  use of personal 
protective equipment (PPE), work� ow to 
ensure social distancing and decrease 
crowding, and cleaning and disinfection 
practices of the clinic site are all logistical 
concerns that should be addressed in the 
planning stage to avoid potential exposures 
or contamination concerns. 

Another area for concern is the cold 
storage and transport of the vaccine. Spe-
cialized freezers and transport companies 
that can safely move vaccine shipments 
from distribution sites to clinics are nec-
essary to maintain that cold chain delivery 
system. Specialized transport companies 
that have experience in this type of system 
will be in high demand and IPs can help 
evaluate the processes of these third-party 
vendors to ensure they will be able to 
accommodate the level of transport needed 
and maintain the storage parameters of 
the vaccines. 

Data collection for the large-scale clin-
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ics will likely be mediated through health 
departments, but the details of tracking, 
knowing which employees did receive the 
vaccine, and communicating that to the 
local healthcare facilities will need to be 
addressed. Each state will likely have to 
determine the best way to communicate 
vaccine administration, but it will also 
be the responsibility of each employee to 
report their vaccination status back to the 
healthcare facility. 

Local Vaccine Planning
Hospital vaccine programs are historically 
a collaborative e� ort between infection 
prevention and employee health programs. 
As COVID-19 vaccine e� orts continue, there 
will need to be consideration of how that 
will be managed within the context of 
the current hospital-based vaccination 
programs. How will a COVID-19 vaccine be 
handled at each facility? Will it be manda-
tory? Will it be given annually? Will it be 
a condition of employment? These are all 
questions that will need to be addressed.
There are some unknowns at this point, 
including the need for annual boosters, 
required storage needs, and data reporting. 

Infection prevention is also a key part-
ner with employee health programs to 
promote vaccine uptake and educate on 
the mechanism of how the vaccine works 
and potential side e� ects. As these new 
vaccines are approved for distribution, 
it will be key for IPs to learn about the 
studies completed to date to have an 
understanding of these key points to help 
with sta�  education. Reviewing the articles 
published during the trials, as well as the 
recommendations from the federal pro-
grams will help IPs become knowledgeable 
about the vaccines. Also, key information 
that IPs will likely need to address will 
be side e� ects, e�  cacy, and recommen-
dations of priority risk groups (such as 
healthcare workers, elderly, essential 
workers, etc). IPs can help address these 
questions through rounding and education 
opportunities, published newsletters and 
new employee orientation. 

Planning for the logistics of how vac-

cine will be distributed locally will take 
much e� ort. Some items to consider are 
the timing of when sta�  will receive their 
dose and when they work their next shi� . 
As virtually all healthcare facilities are 
screening for COVID-19 symptoms, the 
reactions to a vaccine may potentially meet 
some of those criteria, such as low-grade 
fever or malaise. It will be important to 
plan for this as an organization, to consider 
that with screening or plan for staff to 
have 24-48 hours a� er their dose before 

their next shi� . The calculations will also 
need to include the fact that the vaccines 
are given in 2 doses.

Planning for this process should already 
be starting. As many healthcare facilities 
are operating under the hospital incident 
command system, the vaccine adminis-
tration can be brought under that struc-
ture and would already have all the key 
departments at the table to help coordinate.

Data reporting for COVID-19 vacci-
nation will likely be extensive. Many 
employee health programs may not have 
the reporting capabilities to handle the 
level of data collection and tracking that 
will be necessary for this initial wave of 
vaccination. O� en employee health pro-
grams do not have electronic systems that 
integrate with other reporting programs 
or link to state health departments, there-
fore much of the work will be manual. 
Infection prevention needs to advocate 
for improved data systems for employee 
health tracking, which will not only be 
bene� cial in the COVID-19 vaccine process 

but, going forward, for all other employee 
health activities.

One thing that IPs must remember: 
Vaccination is not the end of this pan-
demic. Most likely, the vaccination rate 
needed to provide su�  cient population 
immunity to control spread is around 
80%.1 It will take years to achieve that level 
of vaccination, if at all. So, the vigilance of 
basic infection control measures will need 
to be maintained in some fashion until 
such a point. This is part of the IP toolkit. 

Having worked with vaccine prevent-
able diseases for decades, IPs understand 
that vaccination is not the only way to 
prevent disease transmission. 

Behavior modification, engineering 
controls, such as modifying tra�  c patterns 
and increasing ventilation air exchanges, 
and other active processes are key to a 
multi-focal prevention plan. Universal 
masking will continue in healthcare facil-
ities and hopefully on a community level 
for some time, until population immunity 
is of a su�  cient level or community spread 
is low to minimal. 

REBECCA LEACH, RN, BSN, MPH, CIC, has 
been an infection preventionist since 2010, with a 
background in nursing and epidemiology. Leach, 
a member of Infection Control Today®’s Editorial 
Advisory Board, currently works at a healthcare 
system in Phoenix, Arizona, that includes 5 hospitals 
and more than 100 outpatient treatment centers. 
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efficacy needed for a COVID-19 coronavirus vaccine to 
prevent or stop an epidemic as the sole intervention. 
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ONE THING THAT IPS MUST REMEMBER: 
VACCINATION IS NOT THE END OF THIS PANDEMIC.

MOST LIKELY THE VACCINATION RATE NEEDED
TO PROVIDE SUFFICIENT POPULATION IMMUNITY 

TO CONTROL SPREAD IS AROUND 80%.

IT WILL TAKE YEARS TO ACHIEVE THAT LEVEL OF VACCINATION.
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IN ESSENCE, INFECTION PREVENTION 
AND CONTROL ISN’T JUST ONE MEASURE, 
LIKE PERSONAL PROTECTIVE EQUIPMENT 

(PPE), BUT ALL OF THESE LAYERS.

EACH LAYER IS IMPERFECT 
BUT PLAYS A CRITICAL 

ROLE IN REDUCING RISK.

The coronavirus disease 2019 (COVID-
19) pandemic has taught several pain-
ful lessons. With the United States 

experiencing more than 200,000 cases a 
day, a new high of 4000 deaths a day, and 
the initial vaccine deployments underway, 
this is a pivotal time.1 As we move into the 
next phase of COVID-19, not only in terms 
of the current surge, but also in this period 
of vaccination for healthcare workers and 
essential workers, there is still a critical 
need for infection prevention measures 
against COVID-19.

Early on in the pandemic, we 
in healthcare were trying to piece 
together the right guidance to try 
to protect against the novel coro-
navirus, much of which was sure 
to change—from masking to the 
role of environmental transmission. 
One of the biggest mistakes we 
made in communicating during 
the pandemic was not preparing 
the public for the fact that guidance 
would likely evolve with the science. 
One of the largest pieces to that is 
that risk reduction is additive. In 
essence, infection prevention and 
control isn’t just one measure, such 
as personal protective equipment (PPE), 
but many practices and strategies taken 
all together. Each layer is imperfect but 
plays a critical role in reducing risk. 

For years in harm reduction this has 
been called the Swiss Cheese approach but, 
more recently, it has been updated and 
harnessed. Virologist Ian Mackay, PhD, 
recently updated this model to address 
the need for defense against respiratory 

pathogens, such as SARS-CoV-2, the virus 
that causes COVID-19.2 In one succinct 
image, this captures what we do in infec-
tion prevention—stress the additive layers 
that are needed to reduce the spread of 
infection. From masking to government 
messaging and vaccines, these layers 
all work cohesively to reduce the risk 
of not only COVID-19 infection, but also 
transmission. Really, this is a concept we 
have been reinforcing and growing in the 
field of infection prevention—a wholistic 
approach to disease prevention. 

Layers of Cheese
Although this layered, wholistic approach 
to infection prevention is not new, Mackay’s 
visualization of this for COVID-19 has been 
a welcome educational tool. The layers are 
broken into personal and shared respon-
sibilities. When we apply these layers to 
infection prevention, there are several 
more revealing lessons to be learned. 

For personal responsibilities, these 

include physical distancing and staying 
home if sick, masks, hand hygiene, cough 
etiquette, avoiding touching one’s face, and 
limiting time in a crowded space. For those 
shared responsibilities, fast and sensitive 
testing/tracing, ventilation/outdoors/air 
filtration, government messaging and 
financial support, quarantine and isola-
tion, and vaccines. Many of these layers 
though are more telling of systemic issues 
within not only infection prevention, but 
also within healthcare. 

If we break these down, there are so 
many critical pieces that we’ve 
struggled with in infection preven-
tion and control. As roughly 1 in 5 
people with COVID-19 are asymp-
tomatic, the staying home when sick 
can be particularly challenging, but 
even more so in healthcare when 
we have a notoriously bad habit 
of working while sick.3 This also 
becomes increasingly important 
as healthcare workers can continue 
working, with PPE, after exposures, 
and with the somewhat non-specific 
symptoms of COVID-19, it’s easy to 
see how this can happen. 

For infection prevention though, 
how can we emphasize this during our 
education and training of staff? The truth 
is that COVID-19 has emphasized the 
importance of workplaces allowing their 
employees to not only call out when sick 
but encouraging it. This ultimately goes 
back to a cultural shift that is so des-
perately needed in healthcare. There 
is a desperate need for administrative 
buy-in not only for infection prevention 

Swiss Cheese Model—How 
Infection Prevention Really Works
BY SASKIA V. POPESCU, PHD, MPH, MA, CIC 
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measures like cleaning and disinfection, 
but also for encouraging people to stay 
home when sick. 

Double Occupancy
If we look to another layer, like crowding, 
this is particularly relevant in crowded 
emergency rooms and double-occupied 
patient rooms. Challenges in ensuring 
faster response to emergency rooms and 
urgent cares would require additional 
staffing, which is particularly hard in 
an industry with high turnover and an 
exhausted workforce. For patient rooms, 
we have long been moving away from 
double occupancy, but with COVID-19, 
many are forced to move to this strategy 
in order to handle surge capacity. 

As this is an increasingly uncommon 
practice, this can be a wonderful teaching 
moment for sta� . When and how can we 
safely put 2 patients in the same care 
space? Focusing on the same infections 
and discussing when we wouldn’t put 2 
patients together goes back to the core 
of what infection prevention is about: 
education and patient safety. When we 
invest the time in training staff about 

various infections and how things like 
putting 2 cystic � brosis patients together 
can be devastating, they have a stronger 
foundation of what infectious diseases are 
and their transmission dynamics. 

Ultimately, it’s these lessons that help 
strengthen infection prevention in the 
most wholistic manner possible. This also 
applies to crowded spaces indoors, like 
breakrooms and charting rooms where 
people might be eating and drinking. Even 
if distanced, we know there is still a risk for 
those in such spaces for a period of time 
without masks. Hospital breakrooms have 
become a source of COVID-19 transmission 
and this is a prime example of how the 
Swiss Cheese model works. Even if we’re 
distanced, the indoor environment and 
time likely spent unmasked around others 
all adds up.4 Distancing helps, but it is only 
one piece to this puzzle, whereas masking 
and consideration for those indoor spaces 
must also be included. 

Layers like quarantine and isolation are 
also so important to our e� orts in infection 
prevention. Although we most commonly 
focus on isolation precautions within the 
healthcare setting, we increasingly are 

having to teach those exposed to COVID-19 
about quarantine. What is the best way to 
do this for families or when patients are 
discharged but still require isolation? 
These are the lessons that clinical sta�  
will need in science communication and 
the tips/tricks we’ve learned over the 
years in infection prevention. This is an 
important layer, meaning it’s that much 
more valuable to invest the time in helping 
to train sta�  about making those calls or 
teaching patients about home isolation. 
It’s important we give patients and their 
families the best chance for success when 
they leave the healthcare setting.

What to Add
Surely, we could spend time breaking 
down each layer of this model and how 
it plays into infection prevention inside 
and outside the healthcare setting. One 
particular question, however, is: Should 
there be more pieces of cheese? A few 
things could be added—for example, 
cleaning/disinfection is an important piece 
to prevention e� orts for many infectious 
diseases. Although surfaces are not the pri-
mary route of transmission, cleaning and 

Source: Adapted from Ian M. Mackay (virologydownunder.com) and James T. Reason

Physical distance, 
stay home if sick

Hand hygiene, 
cough etiquette

Masks Avoid touching 
your face

Fast and sensitive 
testing and tracing

Government messaging 
and financial support

Vaccines

If crowded,
limit your time

Ventilation, outdoors,
air filtration

Quarantine
and isolation

PERSONAL RESPONSIBILITIES

THE SWISS CHEESE MODEL

SHARED RESPONSIBILITIES

stay home if sick cough etiquette

Avoid touching Masks Fast and sensitive Government messaging Vaccines

limit your time
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disinfection is still an important message 
in COVID-19 prevention. Second, mental 

health support that encourages people 
to stay home and healthcare workers to 
continue in their critical tasks. Harm and 
risk reduction require us to use careful 
language to not add shame or blame to 
actions and part of this is when we sup-
port people to stay home and not shame 
them for making a decision out of a need 
for social interaction. Let’s provide safer, 

more abundant options for this need that 
we can all appreciate right now. 

The Swiss Cheese model is a wonder-
ful representation of all that goes into 
infection prevention e� orts. It’s not just 
isolation and PPE, but also the government 
messaging and � nancial support for those 
people to stay home. These are lessons that 
not only stem from our infection preven-
tion e� orts, but also directly translate to 
actions we should take to grow and expand 

our e� orts, things like government mes-
saging can also be read as administrative 
messaging. How supportive of your pro-
gram is the hospital administrative team? 
How quickly are results shared from the 
lab to the unit? Are healthcare workers 
and ancillary staff encouraged to stay 
home when sick? These are the pieces to 
infection prevention that are critical for not 
only patient safety, but also sta�  safety and 
they require a wholistic, layered approach 
to risk reduction. 

SASKIA V. POPESCU, PHD, MPH, MA, CIC, is a 
hospital epidemiologist and infection preventionist. 
During her work as an infection preventionist, she 
performed surveillance for infectious diseases, 
preparedness, and Ebola-response practices. 
She holds a doctorate in biodefense from George 
Mason University where her research focuses on 
the role of infection prevention in facilitating global 
health security efforts. She is certified in infection 
control and has worked in both pediatric and adult 
acute care facilities. 
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HOSPITAL BREAKROOMS HAVE BECOME A SOURCE OF 
COVID-19 TRANSMISSION AND THIS IS AN EXAMPLE 

OF HOW THE SWISS CHEESE MODEL WORKS.

EVEN IF WE’RE DISTANCED, THE INDOOR ENVIRONMENT AND TIME LIKELY 
SPENT UNMASKED AROUND OTHERS ALL ADDS UP. DISTANCING HELPS, 
BUT IT IS ONLY ONE PIECE TO THIS PUZZLE, WHEREAS MASKING AND 
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During the first surge of the coro-
navirus disease 2019 (COVID-19) 
pandemic in March 2020, infection 

preventionists (IPs) had to figure out how 
to use/reuse single use personal protective 
equipment (PPE) and train staff to do the 
same. IPs had to change their message 
from “please don’t reuse that” to “please 
don’t discard that just yet.” This was not 
normal, and everyone knew it. The sheer 
volume of patients infected with COVID-19 
drastically changed everything healthcare 
personnel (HCP), especially IPs, knew 
about PPE used to protect their health and 
safety while caring for patients.

In response to these nationwide PPE 
shortages, the US Centers for Disease Con-
trol and Prevention (CDC) developed an 

entire section on its website dedicated 
to strategies for optimizing PPE supplies 
titled “Optimizing Supply of PPE and Other 
Equipment During Shortages.”1 It describes 
how patient surge, defined as “the ability to 
manage a sudden increase in patient volume 
that would severely challenge or exceed the 
present capacity of a facility” can be used to 
help monitor PPE use for facilities experi-
encing shortages. There is a quick reference 
chart that summarizes the CDC’s strategies 
to optimize all PPE, providing detailed 
strategies for N95 respirators, facemasks, 
gowns, and gloves. It also includes links 
to the CDC’s full guidance documents on 
optimizing supplies. It is a very detailed 
chart meant to be implemented sequentially, 
based on conventional, contingency, and 

crisis capacity, which is clearly spelled out. 
Every IP should have this readily available. 

Burn Rate 
In addition to the quick reference sum-
mary chart, the CDC, in collaboration with 
the National Institute for Occupational 
Safety and Health (NIOSH), developed 
the Personal Protective Equipment (PPE) 
Burn Rate Calculator.2 The calculator was 
designed to help estimate how many days 
a PPE supply will last given current inven-
tory levels and PPE “burn rate” or con-
sumption. Originally a spreadsheet-based 
model that helped healthcare facilities 
plan and optimize their use of PPE for 
response to COVID-19 in the initial surge, 
it is now also available as an app for both 

COVID-19 Confusion: Time to Update 
Personal Protective Equipment Protocols? 
BY SHARON WARD-FORE, MS, MT(ASCP), CIC 

personal protective equipment

SUMMARY FOR HEALTHCARE FACILITIES 
STRATEGIES FOR OPTIMIZING THE SUPPLY OF PPE DURING SHORTAGES

CONVENTIONAL CAPACITY
Strategies that should already be in place as part of general 
infection prevention and control plans in healthcare settings

  use pysical barriers and other engineering controls
  limit number of patients going to hospital or outpatient 

settings
  use telemedicine whenever possible
  exclude all HCP not directly involved in patient care
  limit face-to-face HCP encounters with patients
  exclude visitors to patients with known or suspected 

covid-19
  cohort patients and/or HCP

  selectively cancel elective and non-urgent procedures and 
appointments for which PPE is typically used by HCP
  decrease length of hospital stay for medically stable patients 

with COVID-19

CONTINGENCY CAPACITY
Strategies that can be used during  

periods on anticipated PPE shortages

  cancel all elective and non-urgent procedures and 
appointments for which PPE is typically used by HCP

CRISIS CAPACITY*
Strategies that can be used when supplies cannot meet the 

facility's current or anticipated PPE utilization rate
*not commensurate with U.S. Standards of care

Source: US Centers for Disease Control and Prevention
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iOS and Android, called the “NIOSH PPE 
Tracker App.”3 

To use the calculator, you enter the 
number of full boxes of each type of PPE in 
stock (gowns, gloves, facemasks, surgical 
masks, respirators, and eye protection/face 
shields) and the total number of patients at 
your facility. The tool calculates the average 
burn rate for each type of PPE entered in the 
spreadsheet. This information can be used 
to help estimate how long the remaining 
supply of PPE will last, based on the average 
burn rate. Using the calculator can help 
facilities make order projections for future 
needs. This is a really handy app for anyone 
to have who orders supplies, especially 
supply chain and unit managers, as we 
again begin to experience PPE shortages. 

Although IPs generally have limited 
involvement with supply chain, it might be 
worthwhile to find out more about supply 
chain and how it works so you can under-
stand the process of bringing in products. 
This knowledge might help answer ques-
tions when you are rounding on your areas 
and questions about supplies that come up 
from HCP. Knowing who the person is who 
keeps your areas stocked with supplies is 
also a very valuable relationship to nurture. 

And don’t forget what happened in the 
first surge of COVID-19-positive patients. 
To conserve PPE for use by HCP on the 
frontlines, the CDC provided guidance on 
methods to reduce PPE use for patients 
on transmission-based precautions such 
as contact precautions for multidrug-re-
sistant organisms (MDROs)—specifically 
vancomycin-resistant Enterococci (VRE) and 
methicillin-resistant Staphylococcus aureus 
(MRSA).4 Typically, contact precautions 
is the single use of gown and gloves when 
caring for patients who are either colonized 
or infected with one or more MDRO. But 
during the first COVID-19 surge, a “bundled” 
approach for patient care, to not using some 
PPE at all, with an emphasis on glove use 
and hand hygiene, was recommended by 
the CDC for HCP caring for patients in isola-
tion precautions other than COVID-19. Much 
about the previous use of PPE in many 
facilities was deferred until supplies were 

replenished or COVID-19 patient volumes 
decreased to manageable levels. 

Comprehensive 
Historically, PPE has been used to “break 
the chain” of transmissible disease. But 
PPE alone cannot reduce organism trans-
missions. A comprehensive program 
that includes antimicrobial stewardship, 
hand hygiene, chlorhexidine bathing, a 
cleaning and disinfection program of the 
patient environment and equipment, and 
decolonization, where appropriate, should 
be considered as a “bundled approach” to 
preventing transmissions.5 The initiation 
of isolation precautions should be con-
sidered by the infection control program 
based on local, state, regional, or national 
recommendations, and be of clinical and 
epidemiologic significance for that partic-
ular hospital or region. 

Last, healthcare institutions should 
have a process in place to remove isolation 
precautions since the necessary duration 
of contact precautions for patients treated 
for infection with an MDRO, but who may 
continue to be colonized with the organ-
ism at one or more body sites, remains an 
unresolved issue.6 

According to the latest updated CDC 
guidelines “Management of Multidrug-Re-
sistant Organisms in Healthcare Settings, 
2006,”7 contact precautions can be dis-
continued when 3 or more surveillance 

cultures for the target MDRO are repeat-
edly negative over the course of a week 
or 2 in a patient who has not received 
antimicrobial therapy for several weeks, 
especially if there is:
  absence of a draining wound, 
  no profuse respiratory secretions, or 
  no evidence implicating the specific 

patient in ongoing transmission of the 
MDRO within the facility. 

But being able to do this is a lot harder 
than it might seem. Issues with frequent 
admissions and transfers within and 
outside of facilities, and monitoring anti-
biotic use makes this especially difficult, 
so patients sometimes remain on contact 
precautions for MDROs like VRE and MRSA 
indefinitely, despite the best efforts by IPs.

Stay on Top of It
Those facilities that have been performing 
some kind of surveillance on VRE and 
MRSA transmissions during COVID-19 
should look at their data. The ability to 
compare transmission data for patients 
on contact precautions using the recom-
mended full complement of PPE versus 
transmissions for patients on contact pre-
cautions when PPE was being utilized dif-
ferently or not at all, would be very valuable 
information for a healthcare facility to have. 

Now would be the time to determine the 
value of how PPE is used for contact pre-
cautions, with facility level data regarding 
patient transmissions—one of the main 
reasons for PPE use. 

Your facility could reap the benefits of 
lower costs, higher patient and staff satis-
faction, a greener future for our planet, and 
a method to always have enough PPE on 
hand. But remember to audit this process 
and track transmissions. As most IPs know, 
practices drift. So, stay on top of it! 

SHARON WARD-FORE, MS, MT(ASCP), CIC, is an 
infection prevention consultant located in Chicago. 
She is also a member of Infection Control Today®’s 
Editorial Advisory Board. 
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COMPARE TRANSMISSION 
DATA FOR PATIENTS ON 
CONTACT PRECAUTIONS 

USING THE RECOMMENDED 
FULL COMPLEMENT OF PPE  

VERSUS TRANSMISSIONS 
FOR PATIENTS ON CONTACT 

PRECAUTIONS WHEN PPE WAS 
BEING UTILIZED DIFFERENTLY 

OR NOT AT ALL. 
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In the United States, roughly 1.7 million 
healthcare-acquired infections (HAIs) 
occur annually in hospitals, resulting in 

total costs (direct, indirect, non-medical) 
estimated at up to $147 billion. Nearly 
100,000 people die annually from HAIs 
in the acute care setting. Distressingly, 
when nursing homes are included, the 
number of annual deaths linked to HAIs 
soars to over 400,000. We appropriately 
employ tremendous effort to continually 
improve hand hygiene practices in hospi-
tals, as hand hygiene is demonstrably the 
single most important practice to prevent 
and control HAIs—and, importantly, the 
effort has demonstrated a favorable impact.  
We also routinely use barriers to protect 
ourselves and our patients from infec-
tion—gloves for the hands, goggles for the 
eyes, gowns for the body, and covers for 
our shoes. In light of the persistent and 
stark reality of HAIs, however, opportu-
nities to improve outcomes clearly exist, 
compelling us to address other fomites in 
the clinical setting. 

The stethoscope, the most frequently 
used medical instrument with over 5.5 
billion annual auscultations in the US 
alone, is commonly referred to as the 
“clinician’s third hand.” It is a ubiquitous, 
valuable clinical tool and an enduring 
symbol of the trust between healthcare 
providers and patients. Stethoscopes are 
a foundational tool in acute and clinic 
patient care settings. In addition to routine 
physical exams, various medical condi-
tions demand thorough auscultation of the 
chest and abdomen for a comprehensive 
evaluation. Unfortunately, the stethoscope, 

carrying the same exact volume and 
diversity of pathogens as the clinician’s 
fingertips, is also a proven vector of disease 
transmission1. 

Standard of Care Shortfall
It has become clear from the literature that 
the US Centers for Disease Control and 
Prevention (CDC) stethoscope cleaning 
guidelines are impractical and incompat-
ible with the intensity of stethoscope use 
in the high-paced workflow characteristic 
of clinical settings. Recent observational 
studies reveal that stethoscopes are sel-
dom cleaned between patients and, even 
when cleaning does occur, less than 4% 
of stethoscope diaphragms meet CDC 
cleanliness requirements2. Moreover, even 
in instances where cleaning techniques 
such as alcohol swabs are employed in 
accordance with the guidelines (60 sec-
onds of continuous wiping), resistant and 
dangerous pathogens, such as c. difficile 
spores, frequently persist. 

The CDC classifies the stethoscope as 
a non-critical surface, a characterization 
that does not reflect the severity of the 
transmission risk associated with its 
use. Additionally, the CDC states that 
weekly cleaning with alcohol is accept-
able, unless the stethoscope diaphragm 
is visibly soiled. In light 
of the existing, and 
increasing, body of 
evidence demon-
strating that stetho-
scope diaphragms 
are contaminated with 
the same pathogens as 

Keeping the Stethoscope, the 
Clinician’s Third Hand, Clean
BY ALPESH AMIN, MD, MBA, MACP, SFHM, FACC, FRCP (LOND)
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the hands and data showing that stetho-
scopes are capable of transmitting patho-
gens from patient to patient, the CDC 
should readdress its published guidelines 
on proper hygiene practices.

Disposable, “single-patient” stetho-
scope options, although increasingly 
popular in light of the COVID-19 pandemic, 
offer significantly compromised ausculta-
tion accuracy. An abstract presented at the 
American College of Emergency Physicians 
2020 Annual Meet-
ing showed that, 
in a study of 
>200 auscul-
tations, nearly 
11% of cardiac 
pat hologies 
were misdiag-
nosed by clini-
cians using dis-
posable stetho-
scopes3. Dispos-
able stethoscopes 
also fail to address 
the fundamental risk 
of clinician-to-clini-
cian infections from 
rotating use of a likely 
contaminated device4.

Alternative options for 
stethoscope hygiene have 

been limited. Individual 
patient stethoscope disk 
covers have been marketed 
but were not effective solutions 

ICT0121_026-027_Feature3.indd   26ICT0121_026-027_Feature3.indd   26 1/27/21   2:36 PM1/27/21   2:36 PM



FEATURE

27  January/February 2021    ICTWWW.INFECTIONCONTROLTODAY.COM

because they required manually placing a 
clean disk cover on a contaminated stetho-
scope by hand, thereby contaminating 
the clinician’s clean hands. If clinicians, 
instead, placed the clean disk cover on the 
stethoscope before washing their hands, 
then the disk cover itself would become 
contaminated. Additionally, in both cases, 
the time required for this highly manual 
process proved to be incompatible with 
clinical workflow.

Practical Initiatives 
Although numerous interventions, 
educational programs, and attempts at 
improving stethoscope hygiene rates have 
been implemented over the years, none 
have proven successful. Each attempt to 
improve stethoscope hygiene has proven 
to be ineffectual, inconsistent, and almost 
never practiced.  The roots of poor stetho-
scope hygiene practices are truly multifac-
torial in nature. 

A 2012 study in the American Journal 
of Infection Control identified 6 factors 
behind poor stethoscope hygiene com-
pliance across clinical settings5:
  Lack of materials on hand
  Lack of visual reminders
  Concern about stethoscope damage
  Lack of time
  Lack of reminders from colleagues 
  Difficulty of task

Effective, compliance-enhancing tech-
niques are exemplified by routine, simple 
methods implemented in standard work-
flows. Best practices are those that are 
easily applied by multiple staff without 
workarounds. 

Technologies to help eliminate human 
error are the most effective and ensure that 
providers do the right thing, each and every 
time. Hand sanitizer and gloves imme-
diately visible at the entrance of patient 

rooms, for example, enhance their routine 
use. A solution designed to provide effective 
stethoscope hygiene between each patient 
examination must consider and address 
obstacles to compliance in the clinical set-
ting. A system should be compact, allowing 
it to be installed in each hand hygiene 
station or patient room, and capable of 
holding a significant number of single use 

disk cover barriers before replacement is 
necessary. The system should be capable of 
displaying visual reminders of the benefit of 
effective hygiene to encourage compliance 
by clinical staff. 

Touch-Free Solution
The aseptic single use disk covers that 
the system dispenses must be proven 
to prevent patient exposure to patho-
gens while not damaging the stethoscope 
diaphragm and not interfering with the 
acoustic quality of the auscultation. It must 
be easy to use—preferably with no formal 
training required—instantly and reliably 
applying disk covers to the diaphragms of 
professional stethoscopes on demand and 
fit into the regular workflow for healthcare 
providers. Lastly, such a system must be 
completely touch-free, ensuring the aseptic 

status of the disk cover for each patient 
examination. As patients are alarmingly 
and continually exposed to unclean stetho-
scopes, we now know that stethoscope 
transmission of pathogens from patient to 
patient can undermine the efforts of hand 
hygiene programs. Infection control pro-
fessionals can partner with other clinical 
leaders (physicians, nurses) to educate and 

advocate for better stethoscope and hand 
washing hygienic practices. Effectively 
promoting “third hand” hygiene best 
practices could reduce infection rates. 
In turn, Infection control professionals 
can decrease healthcare costs (including 
reducing antibiotic use and complications) 
while improving the patient experience—
the three cornerstones of the Institute for 
Healthcare Improvement’s “triple aim.”

ALPESH AMIN, MD, MBA, MACP, SFHM, FACC, 
FRCP (LOND), is a Professor of Medicine, 
Public Health, Nursing Science, and Biomedical 
Engineering and Executive Director of the 
Hospitalist Program at the University of California, 
Irvine. Dr. Amin also serves as a scientific advisor 
for AseptiScope (www.aseptiscope.com).
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IN LIGHT OF THE EXISTING, AND INCREASING, BODY OF EVIDENCE 
DEMONSTRATING THAT STETHOSCOPE DIAPHRAGMS ARE 

CONTAMINATED WITH THE SAME PATHOGENS AS THE HANDS 
AND DATA SHOWING THAT STETHOSCOPES ARE CAPABLE OF 

TRANSMITTING PATHOGENS FROM PATIENT TO PATIENT, 

THE CDC SHOULD READDRESS 
ITS PUBLISHED GUIDELINES ON 
PROPER HYGIENE PRACTICES.

For more on the latest infection control and prevention literature, visit InfectionControlToday.com
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They called it a “natural experiment.” 
It wasn’t a randomized controlled 
clinical trial—there was no working 

hypothesis, no end points were set. The 
“intervention” group was the 24 counties 
that complied with Gov. Laura Kelly’s June 
9 statewide mandate on mask wearing, 
effective July 3. The control group was 
the 81 counties that chose to opt out (as 
permitted by state law). The test site was 
Kansas, population 2.9 million—of whom 
some 1 million were not convinced of the 
need for masks.1

On August 5, in a televised news con-
ference, Lee Norman, MD, secretary of 
the Kansas Department of Health and 
Environment, showed a simple chart that 
basically described what had happened 
in Kansas between July 12 and August 3, 
plotting the difference in COVID-19 cases 
between counties requiring masks and 
those that didn’t. The chart would spark 
controversy—but also, perhaps, change.

Norman compared the number of cases 
per 100,000 people in each county in the 2 
groups, on a 7-day average. An orange line 
on his chart showed a distinct and drastic 
drop in cases in the compliant counties, 
versus a blue line cutting a steady course 
through the noncompliant counties. “What 
we’ve seen through this,” Norman said, 
“is that [in] the counties with no mask 
mandate, there’s been no decrease in 
the number of cases per capita.” In fact, 
there was an increase. By mid-August, the 
seven-day rolling average incidence had 
dropped by 6%, to 16 cases per 100,000, 
in the mandated counties. By contrast, it 
had increased by 100%, to 12 per 100,000 

in the non-mandated counties.2,3 

Pushback
The mask mandate itself was extremely 
controversial in Kansas. So, it wasn’t sur-
prising that the chart also inspired push-
back. The information wasn’t inaccurate, 
but the way Norman presented it was, the 
critics charged. The lines for the 2 groups 
followed separate vertical axes, making 
the differences appear “more dramatic.” 
An analysis by 2 leading newspapers, the 
Kansas City Star and the Wichita Eagle, 
however, “broadly confirmed” Norman’s 
data.4 And a November 20 US Centers for 
Disease Control and Prevention (CDC) 
report further supported Norman’s July 
findings: During those first 2 weeks, “Kan-
sas counties that had mask mandates in 

place appear[ed] to have mitigated the 
transmission of COVID-19.”3 This, despite 
the fact that the mandated counties started 
out with high case rates.

At least 13 of the 24 mandated counties 
also recommended or mandated other 
mitigation strategies, such as limits on 
the size of gatherings and restaurant 
occupancy, which may have had a “syn-
ergistic effect,” the CDC report says. But 
sensitivity analyses pointed to mask use 
as being critical.3

For months, Kansas had kept the 
case numbers down. Kelly was the first 
governor in the country to close school 
buildings, for instance. But the advantage 
disappeared. Norman tweeted in July that 
Kansas was a “shining example of success, 
only to squander it.”5 “Sad,” he wrote. “Kan-

A Great Divide: Kansans Line Up  
on Opposite Sides of a Mask Mandate
BY JAN DYER

personal protective equipment
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sas is now as of today in the top 14 states 
for the MOST rapid COVID-19 spread and 
in the top 14 states for having the LEAST 
restrictions on activities. [Another analysis 
put it at a tie for 13th place.] Do you think 
those 2 things are related?”6

Inevitably, the lines between the 2 
groups blurred. Borders between counties 
are permeable, people mingle. One week 
into the statewide mandate, 1 in 4 Kansans 
was under no obligation to wear a mask.

Thus, hospitals have been flooded with 
patients from both “sides” of the issue. 
According to the Kansas Department of 
Health and Environment, between July 18 
and November 25, the number of adults 
hospitalized with confirmed or suspected 
COVID-19 went from under 300 to nearing 
1200.7 Statewide, about 37% of staffed 
ICU beds were available at the end of 
November. Hospitals in Topeka, Wichita, 
and Kansas City were holding patients in 
recovery rooms, emergency departments, 
and converted hallways while they waited 
for beds.5  

The counties with mandates account 
for about 2/3 of the state’s population and 
contain most of the urban areas. October 
was the deadliest month of the pandemic 
in the Kansas City metropolitan area, 
surpassing 50,000 total cases, with 176 
deaths.8 And that was before the Thanks-
giving holiday.  

A map of Kansas shows a few lonely 
islands of mask wearing in a sea of non-
compliance. Winfield, in Cowley County, is 
one. William Newton Hospital, Winfield’s 
main hospital, has a catchment area of 
about 5 counties. The number of cases in 
Cowley County has increased significantly 
over recent weeks, with at last count 1579 
cases (Winfield, the county seat, has a 
population of just over 12,000). That’s 
actually at the low end. In neighboring 
noncompliant Sedgwick County, which has 
another mask-wearing island in Wichita, 
for instance, cases topped 27,000 at last 
count, with 150 deaths.9

‘Well Trained’
The hospital is as prepared as possible. 

Melanie Burnett Wilson, clinical educator 
and infection control coordinator, says, 
“We’re doing OK for [personal protective 
equipment (PPE)]. We look daily, we count 
daily, and we re-fit–test our staff for the 
multiple sizes of N95s that we’ve had to 
purchase. We do that because their safety 
is the number-one thing for us. Our CEO 
has been amazing with realizing the 
lengths we have to go to protect our staff. 
He doesn’t want the staff to take chances 
with their safety.”

Wilson has worked in infection pre-
vention for 4 years, but says, “I guess you 
could say I’ve actually worked even longer 
than that—every nurse works in infection 
prevention and I’ve been a nurse for almost 
18 years here at the hospital.” To meet the 
pandemic-related demands, she says, “I’ve 
held additional training on donning and 
doffing of PPE, handwashing, and safely 
transporting patients. Together with the 
environmental services manager, we’ve 
worked with the environmental services 
(EVS) staff to ensure that they’re well trained 
on the proper time to wait before going in 
to clean, and how to properly clean the 
COVID-19 rooms after dismissal or transfer.”

The coronavirus came late to the Mid-
west, especially to the rural areas that 
make up huge swaths of Kansas. In part 
because for months it seemed to be a 
“coast/city” problem, doubts about its 
seriousness have lingered. But long before 
the case count picked up speed, health 

professionals knew that wearing masks 
was one thing that could help slow it. And 
that made watching the soaring hospital 
admissions even more difficult. “I keep 
seeing the younger patients come in, and 
those being admitted to the units at my 
colleagues’ hospitals,” Wilson says, “and 
it makes me sad. Sad that more people 
won’t take it seriously, sad that it was made 
a joke of by so many on social media, and 
sad that such a simple gesture as putting 
on a mask to protect those around you is 

such a hardship. I see many of the health-
care providers so worn out from working 
themselves to the bone to take care of these 
patients now that it has hit the Midwest, 
and then we leave and we see people 
walking in and out of the stores with no 
mask. We want to stop and get something 
to eat on the way home from work, but 
do we dare, when the people inside the 
restaurant aren’t wearing masks? Not even 
those that are serving the food? Nope, we 
turn around and head home for a PB&J, 
safer and we know who made it and we 
can go to bed with a little peace of mind.”

Tricky Situation
The increasing pressure on hospital ser-
vices is intensified by a winter that experts 
say will bring a double whammy of a third 
wave of COVID-19 cases as well as influenza 
before it’s all through. At William Newton, 
Wilson says, “We’re preparing for the addi-
tion of 2 more COVID-19 rooms on our med/BL
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WHAT’S THE MATTER WITH KANSAS? WELL, FOR ONE 
THING, COUNTIES COULD CHOOSE WHETHER TO FOLLOW 
STATE HEALTH DEPARTMENT GUIDELINES ON MASKING.

COVID-19 CASE-COUNT DIFFERENCES 
BETWEEN COUNTIES THAT DID AND 

THOSE THAT DIDN’T IS STRIKING.
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surg floor by making the change to a neg-
ative pressure airflow.” But, she adds, “we 
have to keep the balance between COVID-19 
preparation and keeping enough staff and 
medical care available for our normal cases 
of winter illness or falls or influenza.

“It will be tricky this year no doubt,” she 
says, in what may be an understatement.

As the COVID-19 cases have skyrock-
eted, Gov. Kelly has issued a new statewide 
mask mandate, which went into effect 
November 25.5 Like the previous one, the 
new mandate allows counties to tailor the 
rules, giving them flexibility, Kelly said 
in a news conference. Counties without 
a local order will come under the state-
wide restrictions, although state law still 
gives county commissioners the ability 
to opt out.

Maybe the escalating COVID-19 num-
bers have changed some minds—espe-
cially since that “natural experiment” 
provided visible irrefutable proof that 
masks could be effective. A number of 
counties recently decided to “opt back 
into” the original mandate, Kelly said, and 
“we’ve seen more that have created their 

HOW KANSAS COUNTIES MANAGED MASK ORDERS

OPTED OUT OF MASK ORDER SHAWNEE COUNTY OPTED OUT OF THE 
MASK ORDER, BUT WILL IMPLEMENT 

THEIR OWN MASK MANDATEADOPTED MASK ORDER

Source: Kansas Department of Health

own ordinances.” The mandate also picked 
up “a surprising amount of support” 
from the Republican-led state legislature, 
and a variety of groups around the state, 
including the Chamber of Commerce. “It’s 
encouraging, quite honestly,” Kelly said.

A public health campaign led by the 
Kansas Hospital Association, Kansas 
Chamber of Commerce, Kansas Farm 
Bureau, and others is urging Kansans to 
wear masks, get tested when necessary, 
and avoid mass gatherings. Kelly has 
also launched an “influence” campaign, 
in which community leaders, such as 
pastors, business owners, and coaches, 
will “use their influence to combat the 
virus.”5 Kansas is at a “make or break 
moment,” Kelly said.

But will it be enough to stem the tide? 
Time will tell. So far, the “experiment” is 
ongoing—and it’s ever more frustrating 
for overworked healthcare professionals.

Wilson says, “We look at one of the 
kids being wheeled in that can’t breathe 
because they went to a party a few days 
ago, they hadn’t been to one in months, ‘it 
was just for an hour,’ and today they just 
can’t stand that headache any longer, the 
sinus problem is a bit worse today, and 
they can’t seem to smell anything. They 
just wanted to check because they live with 
their 90-year-old grandma and she hasn’t 
been doing too well the last few days.”

Kansans are tired of hearing about the 
virus, tired of being told what to do, she 
says. But “we, as healthcare providers, 
are also tired of hearing about ‘it.’ Tired 
of wearing masks, tired of dry skin from 
washing our hands hundreds or thousands 
of times.” Emphatically, “We’re tired of 
all of ‘it.’”

In an article posted on the Kansas 
City Star’s website in November, Kansas 
House Minority Leader Tom Sawyer said, 
“whether we like it or not, the pandemic 
isn’t going away…. It’s a harsh reality to 
face, but we must face it.”5

As the times change, some tunes 
change. Also, in November, Kansas House 
Majority Leader Dan Hawkins—who in 
August accused Norman of misleading the 
public about masks—said Kansas can turn 
the corner on the virus “if everyone takes 
personal responsibility, treats the virus 
seriously and respects one another.”10

JAN DYER is a writer and editor specializing in 
clinical topics. She lives in Suffern, New York.

REFERENCES AVAILABLE AT  
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We Want To Hear From You!

How has your state been handling masking? Do you have 
opinions about issues raised in any of the articles in this issue?

Connect with us online at InfectionControlToday.com  
or find us on social media @ICT_Magazine
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W hen many hear the words “front-
line healthcare worker,” roles 
of physicians, nurses, or other 

healthcare professions are usually what 
come to mind first. Many ancillary roles 
within healthcare also hold essential 
positions, and one such area that is often 
overlooked by both the public and by 
staff is that of the environmental ser-
vices (EVS) team. The EVS department is 
an indispensable team that is often left 
unnoticed when things are going well. 
However, if patterns of hospital-acquired 
infections (HAIs) emerge, the role of the 
environment is an area that is quickly 
emphasized to review. 

The arrival of coronavirus disease 2019 
(COVID-19) has brought a focus on how the 
environment plays a part in the potential 
transmission of infections. Although just 
how much contact surfaces contribute to 
the transmission of SARS-CoV-2, the virus 
that causes COVID-19, is unknown, routine 
disinfection is still one prevention strat-
egy that is important to stop the spread 
of COVID-19. 

As the hospital room and its surround-
ings are so critical to the wellbeing of 
patients and staff and the prevention of 
the transmission of infections, it is vital 
that infection preventionists (IPs) work 
closely with the EVS department to ensure 
that both teams are on the same page with 
best practices. 

The partnership between IP and EVS is 
multifaceted. Many hospitals have moved 
away from hiring their own EVS employees 
and instead contract out to larger EVS com-
panies. When this is done, the contracting 

company usually puts together a cleaning 
and disinfection plan for the hospital 
based off of a standard for their company. 
Although there are many positives to this 
process, as many of the methods used have 
been tried and improved at other facilities, 
it is still important for IPs to be involved in 
ensuring the standards that the EVS team 
is using are appropriate for the facility. 

If the EVS department is not contracted, 
the IP relationship may have to be closer 
to help to provide recommendations and 
options for common disinfection pro-
cesses. Regardless of whether your EVS 
department is contracted, the following 
items are important for every IP depart-
ment to be aware of as it relates to a facil-
ity’s EVS program.

There is a large variety of disinfectants 
that are available in the hospital setting 
and the disinfectant wipes that may be 
routinely found on the units are often not 
the same disinfectants that the EVS team 

will use for daily and terminal cleaning 
of rooms and areas throughout a facility. 
The IP department should be aware of the 
disinfectants the EVS department uses 
for different surfaces as well as the con-
tact wet time for each chemical. The EVS 
department should always have a bleach 
or sporicidal disinfectant at minimum 
to ensure disinfection against organisms 
such as Clostridioides difficile and Candida 
auris. Oftentimes at least 2 main disinfec-
tion chemicals will be used so as not to 
degrade equipment if using only bleach. 

Education 
IPs spend a large amount of time educating 
healthcare providers on how important the 
prevention of the transmission of infec-
tions is in the healthcare environment 
and encouraging everyone to follow best 
practices and be comfortable in the work 
that they are performing. When providing 
this education, it is also essential to also 

Train Environmental Services Teams 
in Healthcare the Right Way
BY ANJALI BISHT, MPH, CIC

environmental services
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target EVS staff and to do so on a routine 
basis. Explaining the different isolation 
signs and the personal protective equip-
ment (PPE) that is associated with each 
isolation is critical to ensuring that the 
EVS team not only ensures its safety, but 
also minimizes the risk of transmitting 
infections to another room as further 
rooms are cleaned each day. 

When educating EVS staff, IP staff 
should be cognizant of the methods used. 
As EVS practices are manual, providing 
more visual education through in-ser-
vices is often more helpful to staff than 
providing handouts or writing emails. 
Additionally, when providing education on 
PPE donning and doffing, it is helpful to 
provide practice sessions so that staff feel 
comfortable with wearing PPE. Stressing 
the role PPE plays to EVS staff is import-
ant to help alleviate any fears in entering 
patient rooms as well. 

When disinfecting a room, one should 
work from the area that is most to least 
dirty. Many contracted EVS companies 
have their own standard approach to room 
disinfection so that each employee follows 
the same order when disinfecting a room 
to limit variation and also allow staff to 
remember the process. IPs should review 
this process as well and offer feedback on 
any opportunities for improvement they 
may notice.

Notification 
Apart from daily room disinfection, it is 
important that a system is in place for EVS 
teams to be aware of patient discharges so 
that terminal cleaning of rooms can be 
completed as soon as possible. In doing so, 
a system should be in place for notification 
upon discharge to EVS, and also so that the 
EVS team is aware if the room being disin-
fected is an isolation room. Depending on 
whether or not the room housed a patient 
who was on isolation, PPE may need to 
be worn during the disinfection process. 
Some ways to ensure this transparency 
is to allow the EVS team to connect with 
a hospital electronic medical record sys-
tem so that they can view whether or not 

a patient was on isolation or, if isolation 
signs are used throughout the facility, to 
keep the sign on the door after a patient 
has been discharged so that the EVS team 
is aware of the isolation when it arrives to 
perform a terminal disinfection. 

Disinfection Methods
As the importance of the role the environ-
ment plays in the prevention of hospital-ac-
quired infections has continued to stay 
relevant, additional disinfection methods 
to pair with manual terminal cleaning 
have been explored. Two such common 
methods to reduce surface contamination 
after manual cleaning are ultraviolet (UV) 
light devices and hydrogen peroxide sys-
tems. Multiple studies have demonstrated 
the benefits regarding using one of these 
methods in addition to already established 
disinfection practices. These methods will 
not remove soil from items but can disin-
fect and inactivate organisms that may still 
reside on surfaces. Although these devices 
can be beneficial, they do come at a large 
cost. When providing a business case to 
your facility on the utility of using an addi-
tional device, a plan must be developed for 
how to staff the machine to get the most 
use out of it. If one of these machines lays 
idle, it brings into question the utility of 
its purchase, and so it’s helpful to provide 
this information as a part of the business 
case for its purchase.  Validating the 
compliance of following the disinfection 
expectations is a way to provide education 
to the EVS team of potential opportunities 
for improvement. IPs can work with EVS 

leadership to implement a routine practice 
for quality assurance checks that EVS 
leadership can follow. These metrics can 
then be reviewed as an aggregate with the 
IP department to target whether further 
education may be beneficial. Two such 
ways to perform a review of disinfection 
practices are through blacklight inspec-
tions and Adenosine triphosphate (ATP) 
monitors.

Blacklight inspections are the process 
of an individual marking different surfaces 
with a fluorescent gel or powder prior to 
disinfection of a room. After the room has 
been disinfected, the marked areas can be 
checked using a blacklight. If the area that 
was marked was disinfected properly, the 
fluorescence will no longer be present. If, 
however, the area was missed, the area 
will light up.  

ATP monitors work by using biolu-
minescence to detect residual bioburden 
on swabbed surfaces. ATP devices can 
be found through a variety of healthcare 
vendors and give off a number to identify 
the amount of bioburden on a surface in 
relative light units. EVS teams can use 
this method to swab high-touch surfaces 
such as bedrails, doorknobs, call lights, 
and tray tables, to identify whether or not 
bioburden had been removed from these 
surfaces. Higher numbers through these 
swabs can signify the need for re-educa-
tion and feedback to staff. 

As we learn more about COVID-19 
and its role in the environment, keeping 
your EVS team informed is critical to 
maintaining their trust in IP and in the 
work that they do. COVID-19 has not lim-
ited the work that the EVS team does but 
rather has increased its workload and so 
it is vital to always make sure the team is 
aware of the positive impact it has each 
and every day. 

ANJALI BISHT, MPH, CIC, is the lead infection 
preventionist at an academic medical center that 
comprises a number of hospitals and an extensive 
primary care network in the Los Angeles region.
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As EVS practices are 
manual, providing more 
visual education through 
in-services is often more 

helpful to staff than 
providing handouts or 

writing emails.

ICT0121_032-033_Feature4.indd   33ICT0121_032-033_Feature4.indd   33 1/27/21   2:33 PM1/27/21   2:33 PM



PRODUCT LOCATOR

34  ICT    January/February 2021 WWW.INFECTIONCONTROLTODAY.COM

Barrier Drape Addresses 
Danger of Intubation, 
Extubation
Healthcare workers 
need all the protec-
tion they can get in 
the era of corona-
virus disease 2019 
(COVID-19). A com-
pany called Encompass Group has manufactured what 
it calls the Covaire clear barrier drape that it says will 
add an extra layer of protection for healthcare employees 
battling COVID-19 on the frontlines. 

In a press release, Encompass cites the American 
College of Cardiology, which says that 10.7% “of clinicians 
in a multinational cohort exposed to COVID-19 during 
intubation either con� rmed COVID-19 diagnosis or had 
symptoms that required self-isolation. This increased risk 
to healthcare providers has made it necessary to rede� ne 
the standards for protection, and to � nd protection that 
works especially during aerosol-generating procedures.”

The company bills Covaire as an essential part of 
the personal protective equipment (PPE) armature. 
Providers are able to do whatever they need to do for 
the patients while performing intubation, extubation, 
and other healthcare procedures.  

The press release says that Covaire “is made of a clear, 
medical grade � lm that is comfortable, and lightweight, 
and is specially designed to � t on even bariatric patients 
and not move during use. A curved opening on each 
side allows the provider to insert their arms for a full 
range of movement without restriction when operating 
an apparatus, intubating, or extubating.”

www.encompassgroup.com

Sporicidal Solution Rolled into 
Battle Against C. Di� 
The historically disruptive and deadly arrival of coronavirus 
disease 2019 (COVID-19) upon the world stage does not mean 
that other deadly pathogens took a holiday. Clostridioides di�  cile, 
for instance, remains an intransitive problem at hospitals and 
long-term care facilities. The US Centers for Disease 
Control and Prevention estimates that C. di�  infects 
about 500,000 people a year in the United States; that 
1 in 8 patients who get C. di�  will get it again within 
2 to 8 weeks; and that 1 in 11 people 65 and older who 
get C. di�  will die within a month. 

Clorox Healthcare thinks it has come up with a 

tool that will greatly enhance environmental service teams 
and other healthcare professionals in their battle against C. di� . 

In a press release, the company says that its Clorox Healthcare 
Spore Defense Cleaner Disinfectant “is a low fragrance bleach 
that kills C. di�  in � ve minutes in addition to 42 other pathogens 
and can be used in sensitive patient settings. In turn, this new 

product provides healthcare professionals a facili-
ty-wide solution by ensuring C. dif spores, among other 
pathogens, are killed on hard, non-porous surfaces in 
patient rooms, in operating rooms and on transport 
equipment o� en missed during manual cleaning.”

www.cloroxpro.com/products/
clorox-healthcare/

Trying to Keep a Lid 
on Infections Caused by Stethoscopes
The trusty stethoscope might not be so trusty a� er all. As physicians 
and other healthcare providers make the rounds from patient to patient, 
they might also be dragging dangerous pathogens with them, everything 
from coronavirus disease 2019 (COVID-19), to methicillin-resistant 
Staphylococcus aureus, to Mycobacterium tuberculosis. 

Observational studies have shown that the instruments aren’t usually 
cleaned between use. Further, the US Centers for Disease Control and 
Prevention (CDC) has guidelines for cleaning stethoscopes, but they 
are not followed rigorously; in fact, studies show that less than 4% are 
cleaned in the manner that the CDC recommends, according to a press 
release by AseptiScope, a company that thinks it might have the solution 
with its DiskCover System. 

The company calls the DiskCover System “the � rst and only touch-
free stethoscope barrier dispensing system.” It accomplishes this by 
dispensing single-use aseptic disk covers “that are proven to protect 
patients from exposure to harmful pathogens and contaminants on the 
stethoscope diaphragm without compromising the acoustics critical for 
accurate diagnoses. The compact DiskCover Dispenser, designed to be 
mounted in or near hand hygiene stations in the clinical setting, applies 
individual disk covers instantly, minimizing work� ow disruption while 
encouraging clinician compliance.”

Scott Mader, co-founder and CEO of AseptiScope, said in the press release 
that “infection control standards have never been more important, and 
today’s launch ushers in an infection 
control solution that is a rapid, highly 
effective, and affordable method 
for healthcare providers to protect 
patients from a well-documented 
contamination challenge.”

www.diskcover.com
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ProFormance™ Cleaning Veri�cation
Clearly Visible, Easy to Interpret, Objective Tests of Cleaning Methods

LumCheck™

FlexiCheck™

HemoCheck™/ProChek-II™

SonoCheck™

TOSI®

The LumCheck™ is designed as an independent check on the cleaning 
performance of pulse-flow lumen washers. Embedded on the stainless 
steel plate is a specially formulated blood soil which includes the toughest 
components of blood to clean.

This kit simulates a flexible endoscope channel to challenge the cleaning 
efficiency of endoscope washers with channel irriga�on apparatus. A clear 
flexible tube is a�ached to a lumen device with a test coupon placed 
inside; the en�re device is hooked up to the irriga�on port of the 
endoscope washer. 

Go beyond what you can see with all-in-one detec�on kits for blood or 
protein residue. HemoCheck™ is simple to interpret and indicates blood 
residue down to 0.1μg. The ProChek-II™ measures for residual protein on 
surfaces down to 0.1μg. 

When the ultrasonic cleaner is supplying sufficient energy and condi�ons 
are correct, SonoCheck™ will change color. Problems such as insufficient 
energy, overloading, water level, improper temperature and degassing will 
increase the �me needed for the color change. In the case of major 
problems the SonoCheck™ will not change color at all.

Reveal the hidden areas of instruments with the TOSI® washer test, the 
easy to use blood soil device that directly correlates to the cleaning 
challenge of surgical instruments. TOSI® is the first device to provide a 
consistent, repeatable, and reliable method for evalua�ng the cleaning 
effec�veness of the automated instrument washer.

Healthmark Industries Co.  |  hmark.com  |  800.521.6224  |  healthmark@hmark.com

ICT0121_035_Healthmark.indd   35ICT0121_035_Healthmark.indd   35 1/27/21   2:53 PM1/27/21   2:53 PM



BE THE DIFFERENCE®

Defend with Profend®

nasal decolonization  
swabs for better 
outcomes with
reduced HAI* risk.

References: 1. Nelson R, Samore M, Smith K, et al. Cost-effectiveness 
of adding decolonization to a surveillance strategy of screening and 
isolation for methicillin-resistant Staphylococcus aureus carriers. 
Clin Microbiol Infect. 2010;16(12):1740–1746. 2. PDI in vivo Study 0113-CTEVO. 
*Healthcare-associated infections ©2021 PDI      PDI11207196

Efficient, effective bacterial decolonization
can help lower HAIs*, length of stays, and costs.1

Profend® PVP-Iodine swabs kill 99.7% of S. aureus at 10 minutes 
and 99.9% at 12 hours after application.2 They are simple for the 
OR and ICU staff to apply for just 60 seconds, with a compact 
design for patient comfort. And CDC guidelines recommend 
nasal decolonization as a core strategy to prevent surgical 
site infections. 
Learn more at www.DefendwithProfend.com
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