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Germ-� ghting robots, antimicrobial 
textiles, and wearable bands that 
track movement and monitor hand 

hygiene—at one point, these devices 
and innovations may have sounded like 
something out of The Jetsons, but today 
they are just some of the technological 
tools in the infection prevention arsenal.

Perhaps spurred by the COVID-19 pan-
demic, several promising technologies are 
on the horizon for the � eld of infection 
prevention. Our cover story this month, 
by Rachel Pryor, RN, MPH, and Gonzalo 
Bearman, MD, MPH, on page 18, focuses 
on recent advancements, such as elec-
tronic hand hygiene monitoring systems, 
UV-C devices, and more. 

September is Neonatal Intensive Care 
Unit Awareness Month and the article on 
page 24 explains how infection preven-
tionists (IPs) o� en lead the multidisci-
plinary care teams tasked with protecting 
some of the tiniest hospital patients. 

On page 22, Heather Saunders, MPH, 
RN, CIC, director of infection control for 
the O�  ce of Population Health at Johns 
Hopkins Medicine, continues her series 
on revolutionizing the � eld of infection 
prevention with a look at how IPs can 
become catalysts for lasting change by 
helping sta�  turn words into action.  

The Healthcare Sterile Processing 
Association o� ers a preview of October's 
Sterile Processing Week on page 30, and 

rounding out the issue is a look at the 
positive in� uence of a dedicated vascu-
lar access team by international expert 
Nancy Moreau, PhD, CRNI, RN, CPUI, 
VA-BC, on page 27.

We want ICT® and its content to re� ect 
our diverse audience. Please send your 
comments and ideas to Alexandra Ward, 
vice president of content, at award@
mjhlifesciences.com. 

Thank you for reading.

Mike Hennessy Jr
President and CEO
MJH Life Sciences®

Technology Is Leading the Way Into the Next Era 
of Infection Prevention
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Rare but
Deadly

hand hygiene

who are infected, are at the highest risk 
of getting ill. 

Investigators have found no evidence 
that mosquitoes or other insects can trans-
mit my virus. Fruit bats are thought to be 
the reservoir host. 

My virus can survive on dry surfaces 
such as doorknobs and countertops for 
several hours; in body � uids such as blood, 
the virus can survive up to several days 
at room temperature. Cleaning and dis-
infection should be performed using a 
hospital-grade disinfectant.

Recovery from me depends on good 
supportive clinical care and the patient’s 
immune response. Studies show that sur-
vivors of me have antibodies that can be 
detected in the blood up to 10 years a� er 
recovery. Survivors are thought to have 
some protective immunity to the speci� c 
virus of me that sickened them.

Who am I?

I   am a rare but one of the deadliest dis-
eases a� ecting people and nonhuman 
primates, such as monkeys, gorillas, and 

chimpanzees. The viruses that cause me 
are located mainly in sub-Saharan Africa. 

Individuals can get me through direct 
contact with blood, tissues, and body � uids 
of an infected animal (bat or nonhuman 
primate) or a sick or dead person infected 
with my virus.

The US Food and Drug Administration 
has approved 1 vaccine but it is safe and 
e� ective against only 1 species of a virus 
that causes me. Here, I will only be talking 
about the main virus that causes me. For-
tunately, to date, only 4 cases of me have 
been diagnosed in the US.

I was discovered in 1976 in what is now 
the Democratic Republic of Congo, and I am 
named a� er the river close to where I was 
discovered. I have been infecting people 
from time to time since then with outbreaks 
in several African countries. However, 
scientists don’t know where I come from.  

My virus gets into the body through 
broken skin or mucous membranes in the 
eyes, nose, or mouth or through sexual con-
tact with someone who is sick with or has 
recovered from me. My virus can endure 
in certain body � uids, like semen, a� er 
recovery. Side e� ects, such as eye and vision 
problems, tiredness, stomach pain, and 
muscle aches, can last long a� er recovery.

My virus is likely maintained in the 
environment by spreading from host to host 

or through intermediate hosts or vectors. 
When people become infected with my 

virus, they do not start developing signs 
or symptoms immediately. Symptoms 
may appear 2 to 21 days a� er contact with 
my virus, with an average of 8 to 10 days. 
Many common illnesses can have the same 
symptoms that I cause, including in� uenza 
(� u), malaria, or typhoid fever.

The course of the illness usually pro-
gresses from “dry” symptoms (such as 
fever, aches and pains, and fatigue) to 
“wet” symptoms (such as diarrhea and 
vomiting) as the person becomes sicker. 
Other symptoms include sore throat, loss 
of appetite, abdominal pain, unexplained 
hemorrhaging, bleeding or bruising, red 
eyes, skin rash, and, in later stages, hiccups. 

An individual can spread my virus to 
other individuals even before they develop 
signs and symptoms of my virus. Speci� -
cally, health care workers who do not use 
proper infection control while caring for 
patients infected with me, and family and 
friends in close contact with patients with 

To discover who I am, visit
InfectionControlToday.com/
view/sept-2022-bug-month

BY TORI WHITACRE

DeadlyDeadly
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LITERATURE REVIEW

Because more than 2.8 million antibi-
otic-resistant infections occur in United 
States hospitals each year, resulting 
in more than 35,000 patient deaths,1

the study of these infections is high 
on investigators’ minds. The estimated 
annual cost nationally to treat these hos-
pital-acquired infections (HAIs) caused by 
multidrug-resistant organisms (MDROs) 
is more than $4.6 billion. In addition, 
previous  research2  has suggested that 
a prior room (source) occupant who is 
an MDRO carrier increases the risk to 
the subsequent room (exposed) occupant 
of infection3 with that MDRO.

One suggested tool to mitigate these 
MDRO transmissions is UV-C disinfection, 
but how e� ective is it?

In a retrospective cohort study recently 
published in Antimicrobial Stewardship 
& Healthcare Epidemiology,4 investiga-
tors assessed hospital-acquired MDRO 
infection transmission in patients who 
had been subsequently assigned to a 
single-patient room of a source occupant 
who carried 1 or more MDROs on or 
during admission. In addition, patient 
acquisition of 5 pathogens was compared 
between exposed patients in rooms with 
standard chlorine-based disinfectant 
terminal cleaning with or without addi-

tional UV-C disinfection. The investiga-
tors used logistic regression analysis to esti-
mate the adjusted risk of pathogen transfer 
with added use of UV-C disinfection.

The investigators compared rates 
of MDRO transmission by UV-C status 
from January 1, 2016, through December 
31, 2018, in acute care, single-patient 
hospital rooms at 6 hospitals within a 
40-hospital academic health care system, 
the University of Pittsburgh Medical 
Center (UPMC). During this study period, 
individual hospitals incorporated UV-C 
disinfection at di� erent times. To explore 
possible temporal changes, the outcome 
was evaluated for each hospital during 
the 12 months preceding implementation 
of UV-C disinfection.

“Despite a plausible theoretical basis, 
studies on the use of UV-C disinfection 
to reduce the incidence of HAI have 

been con� icting, inconclusive, or have 
had methodological shortcomings,” the 
investigators noted in the study. “[The] 
cluster-randomized trial provided a 
nuanced view of the e� ectiveness of UV-C 
technology, with a demonstrated reduc-
tion in microbial contamination; however, 
a potential additional benefit of UV-C 
disinfection was not observed for facilities 
using chlorine-based cleaning products. 
A second, smaller, cluster-randomized 
trial of UV disinfection in 5 inpatient 
units with immunocompromised patients 
did not � nd a reduction in acquisition of 
vancomycin-resistant Enterococcus (VRE), 
or Clostridioides di�  cile (C di�  cile) when 
used daily and a� er patient discharge.”

The investigators further explained 
their process: “We evaluated more de� n-
itively the extent to which discretion-
ary (ie, nonrandomized) use of adjunct 

UV-C Disinfection Found to Provide 
Negligible Value Beyond Terminal Cleaning in 
Mitigating Pathogen Transmission BY TORI L. WHITACRE

health care–acquired infections
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Interestingly, rooms that underwent UV-C disinfection 
between source and exposed patients had signifi cantly 

longer source-patient admission, exposed-patient 
admission, and time between admissions than rooms 

without UV-C disinfection.
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UV-C disinfection across a large hospital 
system might reduce the incidence of 
source occupancy transmission of hospital- 
acquired pathogens with varying exposure 
time. We approached this analysis in a 
2-sided manner given the possibility that 
implementation of adjunct UV-C disinfec-
tion could potentially influence hospital 
staff adherence to standard chlorine-based 
disinfectant terminal room cleaning proce-
dures.…Our analysis does not support the 
use of UV-C in addition to post-discharge 
cleaning with chlorine-based disinfectant 
to lower the risk of prior room occupant 
pathogen transfer.”

For the study, 33,771 exposed patient 
admissions were evaluated, and the source 
occupants carried 46,688 unique patho-
gens for a mean of 1.4 per source occupant. 
Before the 33,771 patient admissions, 5,802 
rooms (17.2%) were treated with UV-C dis-
infection in addition to standard terminal 
cleaning procedures. After the investiga-
tors adjusted for covariates, the exposed 
patients in rooms treated with adjunct 
UV-C disinfection were at comparable risk 
of transfer of any pathogen (odds ratio, 
1.06; 95% CI, 0.84-1.32; P = .64).

Of the pathogens evaluated, meth-
icillin-resistant Staphylococcus aureus 
and VRE were most prevalent among the 
source patients. Interestingly, rooms that 
underwent UV-C disinfection between 
source and exposed patients had signifi-
cantly longer source-patient admission, 
exposed-patient admission, and time 
between admissions than rooms without 
UV-C disinfection.

The investigators concluded, “These 
findings suggest that inadequate terminal 
(ie, postdischarge) room cleaning may 
be an environmental source of pathogen 
transmission.…[In addition,] results of 
our analysis indicate that adjunct UV-C 
disinfection does not provide incremental 
value in reducing transfer of MDRO above 
and beyond standard of care.” 

REFERENCES AVAILABLE AT  

INFECTIONCONTROLTODAY.COM

Short-term shortages and reuse of 
disposable respirators can be due to 
aerosol-borne diseases such as COVID-
19. Because of these situations, the US 
Centers for Disease Control and Preven-
tion and the World Health Organization 
recommend extending the frequency 
and length of use time of single-use 
respirators when appropriate.1 However, 
those organizations have not specified 
which disinfection method should be 
required and what duration of reuse 
should be allowed.

Disinfecting options  include soap 
or hot water immersion, alcohol 
spraying, high-pressure steam, dry heat-
ing, UV radiation, vaporized hydrogen 
peroxide, ethylene oxide, and moist heat. 
While previous studies have confirmed 
that dry heating and UV radiation can 
be used to disinfect respirators without 
damaging their protective performance, 
these disinfection cycles were continu-
ously performed one after another. In 
addition, the filtration efficiencies stated 
in previous studies were only for unused 
respirators disinfected repeatedly.

To remedy that lack, investigators 
of a study, “Filtration efficiency of N95 
filtering facepiece respirators during 
multi-cycles of ‘8-hour simulated don-
ning + disinfection,’” recently published 
in The Journal of Hospital Infection2 noted 
that in addition to not using soiled res-
pirators to check for filtration efficiency, 
“There is a lack of investigation on the 
change of filtration efficiency before 

and after each cycle of disinfection for 
reused respirators.” The investigators 
also explained that “existing research 
mostly adopts a constant flow to test 
respirators, which neither reflects the 
breathing flow pattern nor simulates 
the exhaled hot and humid air.…In 
view of [these] research gaps, this study 
quantitatively explored the changes in 
filtration efficiency of N95 respirators 
during multi-cycles of ‘8-hour simulated 
donning + disinfection.’”

The investigators expected the 
research results of 3 N95 filtering res-
pirators to provide reference for the 
reusable duration and frequency of 
multi-cycle–disinfected respirators.

Multi-cycles of dry heating and UV 
radiation treatments on the reused (ie, 
multiple 8-hour donning) N95 respira-
tors have a minimal effect, at greater 
than 0.5%, on the respirator filtration 
efficiency. All tested N95 respirators are 
able to maintain filtration efficiencies 
equal to or greater than 95% for at least 
30 hours or 4 reuse cycles of “8-hour 
donning + disinfection,” even at 85 L/
min. Even further, a lower breathing 
flow rate (15 L/min) plus the exhalation 
valve can further extend the N95 respi-
rator functional duration up to 140 hours 
or 18 reuse cycles of “8-hour donning 
+ disinfection.” As the respirator is 
worn longer, aerosol penetration slowly 
increases in a quadratic function with 
a negative second-order coefficient, and 
the penetration increment during each 

Is Dry Heating or UV 
Disinfection Safe and Effective 
for Reusing N95 Respirators?
BY INFECTION CONTROL TODAY® EDITORIAL STAFF

surface disinfection
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Because carbapenem-resistant Enterobac-
terales (CREs) contribute significantly to 
multidrug-resistant infections in the United 
States, the bacteria are considered a US public 
health threat by the Centers for Disease Con-
trol and Prevention (CDC). In a recent study, 
investigators determined that cases of CRE, 
although traditionally considered a health 
care–associated infection, are commonly 
found to be community associated (CA) and 
significantly impact White, female patients.

Sandra Bulens, MPH, a health scientist 
with the CDC, recently authored a study 
published in the American Journal of Infection 
Control1 on the topic of CA CRE infections. 
She discussed her team’s findings in a Q&A 
interview with Infection Control Today® (ICT®).

ICT®: Can you please provide a summary 
of the key findings and explain why they 
are important?
Sandra Bulens, MPH: Through the Cen-
ters for Disease Control and Prevention’s 
Emerging Infections Program (EIP), we 
have been conducting active laboratory- 
and population-based surveillance for 
carbapenem-resistant Enterobacterales 
and other drug-resistant gram-negative 
organisms. From 2012 to 2015, we iden-
tified a total of 1499 CRE cases and after 
extensive medical record review, 10% 
were determined to have no known prior 
health care risk factors in the year before 
culture. Among these community-as-
sociated cases (ie, cases without known 
health care risk factors), 12 isolates 
underwent whole genome sequencing 

and 5 of them were found to harbor a car-
bapenemase gene.
These findings are important for several 
reasons:

   First, we have added to the growing 

body of literature that is documenting the 

spread of CRE into the community, which 

is of concern.

   Second, although a very small number 

of isolates underwent whole genome 

sequencing, the fact that 5 of the 12 iso-

lates harbored a carbapenemase gene 

introduces new challenges for controlling 

spread of carbapenemase-producing 

carbapenem-resistant Enterobacterales 

(CP-CRE). We are working on approaches 

that will allow us to gather more information 

about possible health care encounters 

and community activities and practices 

that might put people at risk for acquiring 

these organisms.

   Third, most CA-CRE cases were Esche-

richia coli identified from a urine culture 

and occurred among females of White race 

who had a urinary tract infection. Although 

these findings are consistent with the lit-

erature describing urinary tract infections, 

it highlights the importance of using local 

epidemiology and patient characteristics, 

such as age and sex, when making deci-

sions about testing and treatment.

ICT®: How did the study idea come about?
SB: In some of the earlier work we did 

Racial and Gender Differences 
Noted in Community-Associated 
Carbapenem-Resistant 
Enterobacterales Cases
BY TORI L. WHITACRE

prevention

cycle of 8-hour donning is less than 
0.9%. Therefore, the multi-cycle 
N95 respirator reuse and dry heat-
ing or UV irradiation disinfection 
are realistic.

“However, since most current 
respirators use electret filters as 
the filtration materials, disinfection 
treatments in the form of aqueous 
solutions or steam, such as soap 
or hot water immersion, alcohol 
spraying, and high-pressure steam, 
will neutralize the static charge on 
the filters, resulting in a significant 
decrease in the filtration efficiency 
of respirators,” the investigators 
wrote. “Dry heating, UV radiation, 
and vaporized hydrogen peroxide 
are disinfection methods that have 
been proven to be effective in inac-
tivating microorganisms without 
compromising the respirator fil-
tration efficiency.”

Of these options, vaporized 
hydrogen peroxide, which requires 
specialized equipment, is overly 
difficult compared with microwave 
ovens for dry heating and ultravio-
let lamps for UV radiation.

Other experts agree. “VHP is the 
most time-consuming, requiring 
a decontamination period last-
ing 40 to 45 minutes, not includ-
ing the time required for several 
other critical steps in the process, 
including the vaporization of liq-
uid hydrogen peroxide,” Christina 
Yen, MD;  Ahmed Abdul Azim, 
MD; and Preeti Mehrotra, MD, 
MPH, wrote in  Infection Control 
Today®.3 Therefore, both dry heat-
ing and UV disinfection methods 
are applicable to disinfection of 
reused respirators. 
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to validate data collected through this 
surveillance activity, we confirmed 
that a small number of cases did 
not have health care exposures that 
could be identified in medical records 
reviewed by our EIP site partners. This 
analysis is a continuation of that ear-
lier work, recognizing the importance 
of the finding that there are these 
highly resistant organisms affecting 
persons in community settings.

ICT®: What is the practical application 
for the key findings for infection preven-
tionists from this study?
SB: There are a few important findings for 
infection preventionists from this study.

   First, this highlights the potential for 

CP-CRE to move from a pathogen 

primarily encountered in health care 

settings into the community. Taking 

recommended actions to prevent the 

spread of CP-CRE in health care settings, 

especially in inpatient and long-term care 

settings where the risk of transmission 

is highest, can slow spread into the 

community, where this can impact more 

individuals, cause infections that are 

challenging to treat in the outpatient 

settings, and multiply the challenges of 

controlling further spread.

   Second, this emphasizes that all health 

care settings, regardless of level of care 

provided, should make infection preven-

tion a priority, including educating staff on 

and monitoring adherence to transmis-

sion-based precautions, hand hygiene 

and PPE use, and environmental cleaning.

ICT®: What results surprised you?
SB: The finding that 10% of our 
cases occurred in patients without 
identifiable health care risk factors, 
and that a substantial proportion 
of sequenced CA-CRE harbored 
carbapenemase, was surprising since 
these are typically organisms identified 
in individuals with extensive health 
care exposure. We were also surprised 
to identify that a significantly higher 
proportion of patients with CA-CRE 
were White individuals compared to 
those with health care–associated 
(HCA)-CRE; these apparent racial dif-

ferences merit further exploration.
ICT®: What, if any, future research will 
there be related to this?
SB: There are several activities that we 
are working on to better understand 
the occurrence of CA-CRE in our EIP 
surveillance population.

   First, there is a plan to assess the data 

that have been collected since 2016. 

These data were not included in the cur-

rent paper because the phenotypic case 

definition changed and cases identified 

in 2016 and more recent years cannot 

readily be compared to older cases.

   Second, we are planning to conduct 

a health interview with our EIP part-

ners that would ask patients who are 

identified with CP-CRE more about 

exposures that we do not get information 

about through this surveillance program. 

These exposures include household and 

occupational exposures, travel-related 

exposures, exposures to animals, and 

prior antibiotic use. 
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Taking recommended actions 
to prevent the spread of 
[carbapenemase-producing]-
CRE in health care settings, 
especially in inpatient and 
long-term care settings where 
the risk of transmission is 
highest, can slow spread into 
the community, where this can 
impact more individuals, cause 
infections that are challenging 
to treat in the outpatient 
settings, and multiply the 
challenges of controlling 
further spread. 



IN THE NEWS

12 ICT®    September 2022 WWW.INFECTIONCONTROLTODAY.COM

C andida auris is an emerging pathogen 
that poses major infection prevention 
challenges because the organism can 

cause severe illness and can remain on 
various surfaces for an unknown length of 
time. Because the health care environment 
has a vulnerable population, the challenges 
presented by C auris are intensified. A 
recent study1 published in the American 
Journal of Infection Control, titled “Novel 
Case of Candida auris in the Veterans Health 
Administration and in the state of South 
Carolina,” describes the battle Columbia 
Veterans Administration Health Care 
System (CVAHCS) had with this pathogen 
beginning in October 2020 during the 
COVID-19 pandemic.

A� er 1 patient (Patient A) was identi� ed 
with C auris at the CVAHCS, “infection 
prevention (IP) immediately contacted 
nursing to place the patient in a private 
room with dedicated equipment and to 
follow contact precautions to include strict 
hand hygiene, and the use of gowns and 
gloves,” investigators noted in the study. 
“IP sta�  reviewed the literature to deter-
mine other necessary interventions such 
as cleaning requirements and the bene� t 
of ultraviolet C (UV-C) light disinfection.” 
Ultimately, IP and the infectious disease 
chief recommended that the environmen-
tal sta�  clean and disinfect the environ-
ments where the patient was cared for, 
using bleach 1:10 solution followed by UV-C 
light disinfection.

The facility’s C auris screening results 
were received, and another new case was 
identified. Patient B was immediately 
placed on contact precautions in a pri-
vate room. Investigators determined that 
Patients A and B had shared a semiprivate 
room for 1 day.

Because of the newly identi� ed C auris
transmission, “a meeting was held with 

nursing, environmental management 
services, laboratory, radiology, cardiology, 
hemodialysis, and medical sta�  to discuss 
all infection control aspects of managing 
the C auris event including hand hygiene, 
isolation, cleaning, disinfection, and 
sta�  ng,” the investigators wrote in the 
study. “Infectious Diseases recommended 
1:1 nurse sta�  ng for Patient B. Infection 
Control implemented enhanced monitor-
ing and observation of hand hygiene and 
isolation compliance during both patients’ 
stays. Also, heightened communications 
regarding the pathogen during patient 
transfers within and outside the facility 
were emphasized.”

The investigators noted that for sta�  
safety concerns, “SC Department of Health 
and Environmental Control and Centers 
for Disease Control noted that testing of 
sta�  and the environment is not recom-
mended since C auris does not pose a risk 
to immunocompetent individuals.”

Because this pathogen presented 
during the COVID-19 pandemic at the 
CVAHCS, the facility faced 
even greater 
challenges 

for the IP sta�  monitoring and reporting 
requirements for COVID-19 to the state 
health department. The nurses and IPs 
also faced contact tracing demands as well 
as performing C auris surveillance swabs. 
Then sta�  ng di�  culties were aggravated 
when 1:1 sta�  ng recommendations were 
implemented to prevent transmission of C 
auris. Laboratories had di�  culties as well; 
staff had to process C auris  specimens 
along with the ongoing COVID-19 testing.

Investigators praised the CVAHCS 
sta� , who “successfully managed these 
competing priorities to reduce the risk 
of transmitting a virulent and resistant 
organism throughout a vulnerable pop-
ulation of hospitalized patients.”

Fortunately, the investigators noted 
that “to date, no further transmission has 
been identi� ed of C auris at the CVAHCS. 
The support of experts at the CDC, SCD-
HEC, VHA, and the active involvement of 
key stakeholders at the CVAHCS medical 
center was essential to guiding actions and 
averting further transmission.” 
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South Carolina VA Facility Battles 
Candida auris—and Wins
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A s the United States prepares for 
the next influenza season, the 
Centers for Disease Control and 

Prevention’s (CDC) Advisory Committee 
on Immunization Practices (ACIP) has 
granted preferential recommendation for 
the use of di� erentiated � u vaccines for 
adults 65 years and older.1 Prior to this 
recommendation, there has never been 
a preferred � u vaccine for older adults, 
and no updated ACIP recommendations 
for in� uenza vaccines for this population 
have been made since 2010.

Because people 65 years and older are 
especially vulnerable to in� uenza, which 
can lead to life-threatening complications, 
this recommendation comes at an auspi-
cious time as the US readies for the next 
in� uenza season. With precautions for 
COVID-19 in place, � u cases have been 
low, and now with those precautions min-
imized, � u cases are expected to rebound 
and the older population is at higher risk 
again. With this mind, the recommenda-
tion by the ACIP supports that not all � u 
vaccines are created equal, and that this 
susceptible population requires better 
protection than what a standard-dose 
vaccine may provide.

Seasonal in� uenza is a serious illness 
that disproportionally a� ects people 65 

years or older and can lead to pneumonia, 
serious heart conditions, hospitaliza-
tions, and death. Other people who are 
especially susceptible to complications 
are people of color, and people with 
comorbidities such as diabetes, asthma, 
chronic obstructive pulmonary disease, 
and heart disease.

“We are encouraged that the ACIP 
has recommended tailored influenza 
vaccines for adults 65+, and believe this 
is the � rst step in creating clearer guid-
ance on protection against the � u for this 
high-risk population,” Christopher Rizzo, 
MD, US senior medical director at Sano� , 
the manufacturer of the recommended 
vaccine, said in a company news release.2
“We are hopeful this recommendation 
will mean more adults 65+ will be immu-
nized with a � u vaccine that is best suited 
for their needs. Available clinical data and 
real-world evidence clearly support di� er-
entiated � u vaccines as being more e� ective 
than a standard dose vaccine at preventing 
in� uenza infection, helping to lower the 
burden of disease and minimize health 
disparities in the U.S. population. We look 
forward to a � nal decision from [the Centers 
for Disease Control and Prevention].”

The recommended in� uenza vaccine, 
Fluzone High-Dose Quadrivalent, is touted 

as the first and only influenza vaccine 
with superior � u protection and 10 years 
of evidence (2009 to 2019) in preventing 
� u-related hospitalizations in adults over 
65 years.

A prior news release3 by Sano�  urged 
the ACIP to recommend Fluzone High-
Dose for those 65 years and older. “With 
protection against 4 � u strains, Fluzone 
High-Dose is the only in� uenza vaccine 
licensed for use in adults 65 years of age 
and older to have demonstrated superior 
e�  cacy in a randomized controlled trial 
versus a standard dose in� uenza vaccine 
for the prevention of laboratory-con-
firmed influenza illness and the only 
in� uenza vaccine with 10 years of data 
demonstrating protection from � u and its 
related complications,” the release states. 
“In a real-world analysis of approximately 
34 million people, those who received 
Fluzone High-Dose experienced an 18% 
reduction in cardio-respiratory hospital-
izations and over a 27% decrease in pneu-
monia hospitalizations, both of which are 
reductions above what the standard-dose 
vaccines provided.” 
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A lthough antimicrobial-resistance 
(AR) infections went down steadily 
between 2017 and 2019, since the 

beginning of the pandemic in early 
2020, the rates for AR infections have 
steadily increased. The decrease before 
the pandemic was, in part, due to the 
Centers for Disease Control and Preven-
tion’s (CDC) emphasis on the importance 
of identifying and containing threats 
before they could spread. During the 
pandemic, however, with the focus on 
SARS-CoV-2, the threat of AR infections 
has been exacerbated by antibiotics being 
given—incorrectly—to nearly 80% of 
COVID-19 patients.

To address this concern, the CDC 
recently released a comprehensive 
44-page report titled “COVID-19 U.S. 
Influence on Antimicrobial Resistance: 
2022 Special Report,”1 which discusses 
AR before and during the pandemic and 
gives infection preventionists and United 
States health care a guide for positive 
progress to be made.

“We need everyone to hear that mes-
sage loud and clear [that] antimicrobial 
resistance certainly did not go away during 
the pandemic. And this report demon-
strates that not only did it not go away, 
it actually got worse,” Arjun Srinivasan, 
MD, associate director for health care– 
associated infection prevention programs 
in the Division of Healthcare Quality Pro-
motion at the CDC, told Infection Control 
Today® (ICT®) in an exclusive interview.

Srinivasan told ICT® about the recom-
mendations the CDC gives in the report 
on how to handle AR and an emerging 
threat, such as COVID-19, simultaneously. 

“We have to build stronger public health 
data systems that will facilitate rapid 
exchange of information between the 
health care sector where that informa-
tion is being gathered and public health 
officials who can use that information 
to help bring resources to bear to solve 
problems, and then to get a better picture 
of where our problems actually are.”

Srinivasan also ex amined t he 
increased use of electronic reporting, 
including for antibiotic use and resis-
tance. “This is a big focus for CDC with 
our National Healthcare Safety Network. 
We do have the capability of monitoring 
antibiotic use and resistance fully elec-
tronically. And there are over 2400 hos-
pitals that are submitting their antibiotic 
use data and more than 1000 hospitals 
that are submitting antibiotic resistance 
data to CDC,” Srinivasan said. “What 
an incredible start; we need to see all 
hospitals reporting that information that 
would give us such an important picture 
of antibiotic resistance in this country.” 
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CDC’s Antimicrobial Resistance Special Report Details 
Dramatic Increases
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T he � rst half of 2022 saw some gains 
in the battle to safeguard health 
care records, a new report � nds, but 

progress remains uneven.1

According to cybersecurity � rm Forti-
� ed Health Security, the number of data 
breaches reported to the US Department 
of Health and Human Services O�  ce for 
Civil Rights a� ecting at least 500 health 
records dropped by 8.4% compared with 
the same period in 2021, from 368 to 337.

In addition, the number of records 
a� ected by breaches was down by about 
40% from the � rst half of 2021, although 
it was still 138% higher than 2020. Health 
care providers accounted for the majority 
of the breaches with 72%, followed by 
business associates (16%) and health 

plans (12%).
“While the trendline from mid-year 

2021 to today is down, overall breach 
numbers and a� ected records remain 
stubbornly high,” the report states. “The 
potential attack surface for hospitals 
and health systems continues to grow 
as employees work remotely and more 
medical, � nancial, and operational tech-
nologies move to the cloud.”

Although it’s too soon to know, this 
year’s drop-o�  in reported data breaches 
may be an anomaly. According to the 
report, it was only the second time since 
2010 that the number of reported breaches 
saw a year-over-year decline.

In terms of causes of breaches, those 
the report calls “malicious attacks” 
increased to 80% from 73% in the � rst six 
months of 2021. The rest were attributed 
to unauthorized access, theft, loss, or 
improper disposal. It marked the sixth 
consecutive year malicious attacks were 
the leading cause of breaches.

The report found that breaches were 
heavily concentrated among a relatively 
small number of health care organi-
zations, with 7 entities accounting for 
31% of 2022’s total to-date. Among these 
have been an imaging provider (2 mil-
lion records), a California health plan 
(854,000), a billing company (510,000), 
and a business service provider (500,000).

“The continued prevalence of health 
care cyberattacks should serve as a 
wakeup call for all health care leaders 
to assess their current security postures 
and take action to decrease risk and 
increase visibility and capabilities,” the 
report says. 
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“Infection prevention has never been a ‘one-person show,’ even 
if it often feels that way. Many of us who work in infection 

prevention and control look at things not only through the lens 
of an infection preventionist, but also through those of family 

members, friends, and even patients.”

How to Protect Infection Preventionists’ 
Mental and Physical Well-Being From 
COVID-19 Burnout
Bernadette Mazurek Melnyk, PhD, and her 
colleagues examine how COVID-19 a� ected 
infection preventionists’ mental and physi-
cal health and discuss how facilities and IPs 
can mitigate burnout.

 WATCH: https://bit.ly/3PmDVt1

How COVID Pandemic A� ected IP 
Responsibilities at Long-Term Care Facilities
Using information from demographic surveys 
that infection preventionists completed 
previously, a group of investigators from the 
University of Michigan studied how infection 
prevention roles at long-term care facilities 
have changed since the beginning of the 
COVID-19 pandemic. 

 WATCH: https://bit.ly/3v3gexT

Infection Preventionists and EMS 
Personnel: Nurturing a Relationship
An infection preventionist and an emergen-
cy medicine physician explore the collabo-
ration between the 2 departments.

 WATCH: https://bit.ly/3v4t1jk

On Deep Dive - Edmond A. Hooker, 
MD, DrPH, speaks [on] his study on 
hospital mattress failures and how 
they cause thousands of hospi-
tal-acquired infections every year.  
@ICT_magazine Watch: 
http://ow.ly/xbaw50JPLyj

Medical World News
@medicalwrldnews

This article in @ICT_magazine 
describes how long-term care
#InfectionPreventionist respon-
sibilities have doubled due to the 
COVID-19 pandemic. 
https://bit.ly/3covqyZ 

Surface Medical Inc
@Surface_Medical

READ: “LTC Infection Prevention-
ists’ Responsibilities Have Doubled 
Due to COVID-19 Pandemic” via 
@ICT_magazine: https://bit.ly/3yJ-
fLTF #LTC #InfectionPrevention

APIC
@APIC

So excited about my new article 
series in @ICT_magazine! Where the 
science of prevention meets the art 
of prevention. Hope you’ll join me 
for the series! https://infectioncon-
troltoday.com/view/we-need-a-
revolution #infectionprevention 
#infectioncontrol #infectiousdisease 
https://bit.ly/3ok1W8g  

Heather Saunders, MPH, RN, CIC
@PreventionChick

Notable Quotables

@Infection-Control-Today@ICT_magazine @VIRGO.InfectionControlToday

Sign up for Infection Control Today® e-newsletters

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

—Saskia v. Popescu, 
PhD, MPH, MA, CIC,
HOSPITAL EPIDEMIOLOGIST AND 
INFECTION PREVENTIONIST 
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Infection prevention (IP) practices 
must evolve with advancing technology. 
To follow the dictum “� rst, do no harm,” 
hospital leaders must remain vigilant in 
their prioritization of patient safety and 
seek new technologies in order to align 
with the Hippocratic oath. Some recent 
developments in IP technologies include 
electronic hand hygiene monitoring 
systems, antimicrobial textiles, ultra-
violet C (UV-C) devices, and the opti-
mization of electronic medical records 
(EMRs) to include decision-support 
tools and predictive analytics using 
machine learning to prevent health care–
associated infections (HAIs).

Electronic Hand Hygiene 
Monitoring Systems
Electronic hand hygiene monitoring sys-
tems (EHHMSs) o� er hospitals large data 
sets of hand hygiene (HH) compliance 
among health care workers (HCWs) who 

wear their badges. Though the World 
Health Organization recommends direct 
observation of hand hygiene practices,1

and though that remains the gold stan-
dard,2 it is labor intensive, can be biased 
by the Hawthorne effect, and yields 
a much smaller denominator than 
EHHMSs provide. Limitations are inherent 
in all HH monitoring programs; however, 
the volume of data that EHHMs o� ers is of 
value to many IP programs. In addition to 
giving IP programs larger data sets of HH 
compliance, studies show that EHHMSs 
can increase HH compliance.3,4

Despite the bene� ts of EHHMSs, bar-
riers exist to widespread adoptability, 
including negative perceptions of the sys-
tems among HCWs,5,6 variability among the 
di� erent types of systems,7 and an absence 
of studies demonstrating improvement 
in HAI outcomes with EHHMSs.8 Though 
HCWs routinely recognize the importance 
of HH and are generally positive about inter-

ventions to help improve compliance, Kelly 
et al found many HCWs worry about the 
accuracy of the data6 and may feel anxiety 
about the systems.5 In 2021 Knudsen et al 
found a statistically signi� cant decrease 
in health care–associated bloodstream 
infections with improved HH in their small 
study,7 and Kovacs-Litman et al reported 
that hospital outbreaks occurred more o� en 
in units with lower HH compliance.9 These 
studies are encouraging and may lead to 
greater adoptability, particularly if future 
studies can reproduce similar results. 

Antimicrobial Textiles
Despite mixed results in published 
studies, antimicrobial textiles (ATs) are 
a promising technology for infection pre-
vention. ATs uniquely decrease surface 
bioburden.10 Although little debate exists 
on the antimicrobial properties of copper 
and silver, the HAI prevention impact of 
impregnating fabrics or surfaces with 

advanced technology

INFECTION PREVENTION
TECHNOLOGY

LATEST ADVANCEMENTS IN

BY RACHEL PRYOR, RN, MPH; AND GONZALO BEARMAN, MD, MPH

P rograms seeking to implement advances in health care epidemiology must critically evaluate their impact 
on infection prevention processes, patient safety, and cost prior to wholesale adoption. We summarize 
current advances in health care infection prevention technology with a focus on possible improvements 

in patient-centered outcomes, implementation barriers, and required resources.
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these metals remains poorly defined. 
Fan et al conducted a systematic 

review and meta-analysis in 2020 of 
6 studies and did not find conclusive  
evidence that copper-impregnated linens 
decreased HAIs.11 Albarqouni et al con-
ducted an additional systematic review 
and meta-analysis of 7 studies in 2020 
and found the same lack of evidence.12 
On a more promising note, Hesselvig 
et al demonstrated that iodine-impreg-
nated incision drapes did reduce the 
contamination rate during primary knee 
arthroplasty compared with using no 
drape.13 This study does not answer 
the question of whether intraoperative 
contamination leads to a subsequent 
infection and, to date, no studies show 
a correlation. Madden et al found no 
decrease in HAIs following the introduc-
tion of copper-infused linens.10 However, 
Butler detected a statistically significant 
decrease in hospital-onset Clostridioides 
difficile infections in 2018 among patients 
in 6 different hospitals.14 The evidence  
is undeniably mixed. 

An important consideration in the 
adoption of antimicrobial linens is waste-
water management. These linens are 
more expensive than traditional hospital 
linens, so investigators must continue 
to study whether the savings hospitals 
may realize through reduction of HAIs 
through antimicrobial linens is worth 
the cost of purchasing them.15

Ultraviolet C Devices
Much of the recent literature regarding 
UV-C robots discusses UV-C disinfection 
and SARS-CoV-2. In January 2022, Viana 
Martins et al reviewed 60 recent studies 
and found that UV-C devices inacti-
vated airborne SARS-CoV-2, an important 
finding in the current fight against the 
COVID-19 pandemic.16 Although current 
rates of SARS-CoV-2 infections remain 
elevated as of this writing, focusing 
on preventing COVID-19 infections is 
crucial. Nonetheless, UV-C disinfection 
remains an important part of preventing 
many other infections in health care 

settings. The seminal study, the Benefits 
of Enhanced Terminal Room (BETR) 
Disinfection Study—a large, randomized 
2016 control trial—found that “patients 

admitted to rooms previously occupied by 
patients harboring a multidrug-resistant 
organism or C difficile were [10% to 30%] 
less likely to acquire the same organism 
if the room was terminally disinfected 
using an enhanced strategy,” with the 
largest risk reduction occurring when a 
UV-C device was a part of the disinfec-
tion strategy.17 This study demonstrated 
that UV-C light could be used as part of 
the standard of care for disinfection in 
rooms where discharged patients have 
multidrug-resistant organism infections 
or C difficile infections, leading to a change 
in many health care facilities’ disinfec-
tion practices. In 2021, Rock et al found 
that UV-C disinfection did not decrease 
vancomycin-resistant enterococcus or 
C difficile infections in immunocompro-
mised patients.18 Although this does not 
disprove the BETR study’s findings, Rock’s 
findings suggest that more research about 
the efficacy of UV-C disinfection in special 
populations is warranted. 

Although UV-C devices can play a criti-
cal role in infection prevention programs, 
for them to provide optimum patient 
outcomes, health care facilities need a 
clear strategy for when the devices should 

be deployed. Like that of EHHMSs, the 
upfront cost of UV-C devices is significant, 
so a clear deployment plan helps to ensure 
the devices are used with consistency. 

Optimization of the Electronic 
Medical Record for Infection 
Prevention Practices
As EMRs continue to become tools not 
just for clinician documentation, but also 
as data collection tools, harnessing the 
power of EMRs to prevent HAIs becomes 
increasingly important. Two innova-
tive ways EMRs are being used in this  
capacity are decision-support tools, help-
ing guide clinicians to make decisions to 
prevent HAIs; and predictive modeling via 
machine learning, aiding clinicians and 
infection programs in targeting patients 
at greatest risk of developing an HAI. 

Decision-support tools are electronic 
nudges or hard stops that either direct 
clinicians away from choosing an inter-
vention that may increase the risk of an 
HAI or disallow a clinician to make that 
choice at all (typically with an override 
from a hospital epidemiologist or other 
hospital leader). Recent studies continue 
to affirm that electronic nudges improve 
patient safety by decreasing inappropriate 
C difficile orders,19 increasing appropriate C 
difficile prescriptions,20 and decreasing inap-
propriate antibiotic prescribing.21 However, 
decision-support tools are most likely to be 

Multiple recent studies demonstrate 
promising results of a variety of 

predictive tools to assess who is at 
greatest risk of a central line–associated 

bloodstream infection, ventilator-
associated pneumonia (VAP), C difficile 

infections, and catheter-associated 
urinary tract infections."
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effective when they feel easy to use, useful 
for decision-making, and reliable.22 

Preventing infections in hospitalized 
patients via predictive modeling using 
machine learning (ML) is still a novel 
field, but teams of investigators, clini-
cians, and information technologists 
are working to create tools that can be 
broadly adapted to help identify patients 
who are at greatest risk of developing an 
HAI. Multiple recent studies demonstrate 
promising results of a variety of predictive 
tools to assess who is at greatest risk of 
a central line–associated bloodstream 
infection,23 ventilator-associated pneumo-
nia (VAP),24,25 C difficile infections,26 and 
catheter-associated urinary tract infec-
tions.27,28 Two of these studies found that 
the models they created outperformed 
more traditional regression models.26,28 

However, Frondelius et al found fewer 
positive results in their systematic review 
of the literature looking at predictive 
modeling tools and their ability to prevent 
VAP.29 A limitation to these tools being 
used regularly and as part of standard 
infection prevention practice is their 

newness. More testing and validation 
must be done before ML can be used 
to predict at-risk patients consistently 
and reliably, especially on a large scale. 
What works at 1 facility must be further 
validated for other facilities to use the 
same tool. Extracting correct data from 
the EMR remains an ongoing challenge 
at many health care facilities. 

Conclusions
Advances in infection prevention generally 

increase patient safety and 
decrease hospital costs. 
The role of infection pre-
vention technologies is 
evolving. Future studies 
are required to explore 
the integration of infec-
tion prevention tech-
nologies into everyday 
practice. These investi-
gations should focus on 
the validation of current 
technologies, particularly 
focusing on patient-cen-
tered outcomes such as 
HAI risk reduction. In 
addition, cost-benefit 
analyses are required for 
a better understanding 
of the potential impact of 
these technologies on the 
patient safety mission. 
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S ome days I like to remind myself that 
I am raising 2 little boys to become 
men. This way, I can always remem-

ber my end goal. As hard as I may try, they 
won’t stay little forever. One day, they will 
have to make their own (hopefully smart) 
grown-up decisions. The time with them 
is a limited window through which I can 
teach them before I release them into 
this big, scary world, so I’m constantly 
imparting wisdom to them. 

But the thing about parenting is this: If 
you want to reach your children, then you 
must make sure they’re listening. Hearing 
is different than listening. We may hear a 
noise in the background but not process 
what that noise is. At times, I’m only 
background noise to my boys. They hear 
me fine. They’re just not listening. I’m not 
teaching them anything because, instead 
of listening to me, they’re sitting there 
wondering why, in the movie Pokémon, 
the little yellow guy didn’t use his special 
powers against that big blue one. If I don’t 
make sure they’re listening, my words are 
not much different to them than the wind. 
I must get down on their level and have 
them look directly at me before I speak. 
Essentially, I must connect with them to 
make sure what I am saying is not only 
heard but listened to and put into action. 

The same principle applies at your 
facility. You spend a great deal of time 
in your job telling individuals what you 
need them to do to prevent and control 
infections. They may hear you, but are they 
listening? I am not suggesting that, as with 
children, you should get down on their 
level, make them look directly at you, and 

remind them to wash their hands before 
leaving the patient’s room. Please do not 
do this. I am almost certain that if you do, 
you will be kicked out of the intensive care 
unit and told never to return. 

However, we do need individuals to lis-
ten to and not just hear us. We need them 
to heed our words and act upon them. This 
is where I’ve coined the term the 3 C’s in 
my practice as an infection preventionist 
(IP). If you want to be a catalyst for lasting 
change and have individuals listen to you 
and turn your words into actions, then 
you need Connection, Communication, 
and Collaboration. Today, let’s discuss the 
first of the 3 C’s: connection.

As human beings, we respond much 
better to bad news when we receive it from 
someone we know than from a stranger. 
We value, respect, and listen to those we 
have connections with. You will be so 
much more successful in your role as an 
IP if you connect with the individuals you 
are seeking to influence. I am not saying 
you should be best friends with all the 
physicians in the oncology ward. That 
would be impractical and perhaps a bit 
odd. An acquaintance is different than a 
close friend. It is someone you know by 
sight or by name. You may know a bit about 
them, and they likely will know something 
about you. You should be able to easily 
walk up to them and start a conversation 
about their day or their dog. However, you 
probably won’t invite them to your son’s 
next soccer game or tell them about your 
recent breakup. 

I want to make a very important point: 
Never set out to develop connections 

with individuals solely because you seek 
to influence them. I am naturally more 
influential to my best friend and my 
family than I am to a stranger. But I do not 
have relationships with those individuals 
because I seek to influence them. I set 
out to develop connections with others 
because I truly want to get to know them. I 
believe we’re better humans when we seek 
to understand others, including those who 
are not at all like us. It not only improves 
your career; it improves your life. The 
connections I have developed as an IP allow 
me to easily walk into almost any hospital 
in Maryland and find someone I know and 
can talk to. Forming connections in our 
work is important to what we do, but we 
should never seek to do so merely because 
we want more influence over individuals. 

Now that we know why, let’s discuss 
how we connect with others. For some, 
forming connections will be the easiest of 
the 3 C’s. For others, developing these sorts 
of connections may not come as naturally. 
Dale Carnegie, in How to Win Friends and 
Influence People, wrote, “You can make 
more friends in 2 months by becoming 
interested in people than you can in 2 
years by trying to get people interested in 
you.” In other words, when we seek to form 
connections with individuals, we seek to 
become interested in their world and not 
immediately try to get them interested in 
ours. They will be more naturally attentive 
to our world after we’ve expressed interest 
in theirs. 

This concept translates well for the 
IP. I’ve seen so many well-intentioned 
IPs stroll into a unit to educate health 

Infection Prevention 
The 3 C’s: Connection
BY HEATHER SAUNDERS, MPH, RN, CIC
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care workers about 
what they should be 
doing to prevent cen-
tral line–associated 
bloodstream infec-
tions, but the IP’s 
training falls on deaf 
ears because the IP has 
never taken the time to 
connect with the team, 
so they often fail. Their 
audience may be lis-
tening, but they’re not 
hearing them with any 
real connection.

When I’m new to an 
area of work, I spend 
several days in the unit 
shadowing different 
roles while getting to 
know the team. During 
this time, I don’t talk 
about myself or my 
role unless I’m asked. 
I don’t educate or train. 
I simply spend time 
getting to know the individuals and their 
jobs, and something magical happens after 
I spend several hours learning about them. 
Suddenly, conversations begin to flow more 
naturally, and they start to ask more about 
me and my work. They always appreciate 
someone seeking to understand them—to 
connect with them—before telling them 
how to do their job. They’re so used to 
individuals telling them what they ought 
to or ought not to do that it’s so refreshing 
for them to hear someone taking interest 
in understanding the challenges of their 
job first. Then, when I do have bad news to 
deliver, it will be from someone they know, 
respect, and will listen to—someone with 
whom they have a connection. 

Of course, we don’t always have several 
weeks to develop connections, so occasion-
ally you’ll have to develop an on-the-spot 
connection with someone. This, too, is 
possible. Remember that connections 
are made when we take an interest in the 
other person. In 1 minute or less, you can 
introduce yourself to someone, ask them 

how their day is going, and comment on 
how much you love the weather. “Me too,” 
they’ll most likely reply (unless, of course, 
it’s a blizzard outside, to which they may 
raise an eyebrow). There you have it: You 
have now established that you both like 
the weather. The weather gets boring, 
however, so have a mental list of potential 
icebreaker conversations likely to result 
in a connection—if not the weather, then 
perhaps someone’s new Nike shoes or the 
picture of the nurse’s dog on a bulletin 
board. These little sidebar conversations 
build connections, and they help transition 
to a moment of education or the delivery of 
bad news. Sure, you have an agenda, and 
that agenda is not the weather. Eventually, 
you’ll need to transition your conversation 
to what you need to communicate, but it 
only took you 1 minute to connect with 
that person over the fact that you both 
love the weather when it’s 75 degrees with 
no humidity. Interestingly, these small 
connections over the weather, their poodle, 
or their current hairstyle make informing 

someone that the unit has a cluster of 
influenza cases slightly more palatable. 
Again, do not say you love their poodle if 
you are a cat person. Connections should 
never be fake. 

Hearing is different than listening. 
In our jobs, we want individuals to heed 
our words and respond with actions. To 
accomplish this, there is an easy formula 
for you. It is the 3 C’s: Connection, Com-
munication, and Collaboration. Connec-
tions are important; they make us more 
personable, approachable, and relatable. 
They enrich our lives as we seek to better 
understand and get to know others. They 
make the delivery of bad news easier, and 
training and education better received. I 
can always find at least 1 thing with which 
to connect with someone. If you want 
individuals to truly listen to you and turn 
your words into action, you should first 
seek to connect with them. I look forward 
to the next article in which we’ll explore 
the second of the 3 C’s, Communication. 
Until next time. 

Connections are important; they make us 
more personable, approachable, and 

relatable. They enrich our lives as we seek to 
better understand and get to know others.
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The neonatal intensive care unit (NICU) 
in a children’s hospital contains some of 
the most medically fragile patients in the 
hospital. Many neonates should also be 
considered immunocompromised because 
of incompletely developed immune 
systems or congenital defects.1 As a result 
of their immature immune systems, 
babies in NICUs may develop health care–
associated infections (HAIs). The most 
common HAIs for these neonates are 
linked to speci� c indwelling devices, such 
as central line–associated bloodstream 
infections (CLABSIs) and pediatric ven-
tilator-associated events (PedVAEs). In 
a comprehensive study of critically ill 
children in US hospitals from 2013 to 2018, 
CLABSI infections in NICU neonates were 
principally caused by Staphylococcus aureus
and coagulase-negative staphylococci, 
with other CLABSI infections caused by 
Escherichia coli, Enterococcus species, 
Klebsiella pneumoniae, and yeast.2

Because of the immunocompromised 
nature of these infants, the NICU team 
must focus on prevention of disease as 
any infection in a neonate can cause 
significant long-term morbidity and 
possible mortality. Preventing infections 
in the NICU relies on every member of the 

NICU team e� ectively doing their part. 
Infection preventionists (IPs) assist in 
leading the multidisciplinary care teams 
to reduce the threat of infection. These 
teams include physicians, advanced prac-
tice registered nurses, registered nurses, 
respiratory therapists, and others. Accord-
ing to the American Association of Post-
Acute Care Nursing, IPs must establish a 
program that provides a “safe, sanitary, 
and comfortable environment” that will 
help prevent “transmission of commu-
nicable diseases and infections” in any 
hospital unit.3 In the NICU, IPs will help 
develop protocols to minimize potential 
transfer of pathogens to neonates. This 
will include precautions to prevent spread 
of infections, written standards detailing 
surveillance of the unit for diseases, and 
how infections are to be reported. These 
protocols should include how infected 
neonates should be isolated to prevent 
further spread of disease in the unit. IPs 
will also maintain detailed records of the 
incidence and type of disease in the unit. 
They will work with the unit’s medical 
director to help evaluate the e� ectiveness 
of the infection prevention protocols in 
place, producing periodic reports on the 
e�  cacy of the program. Through estab-

lished methods of quality improvement 
such as “plan-do-study-act” cycles, IPs 
will help determine the e� ectiveness of 
current practices and how they should be 
modi� ed to help reduce levels of infection. 

In the NICU, the IP will help develop 
educational materials that will keep unit 
personnel up-to-date on hand hygiene, 
cleaning and disinfection procedures, 
specific procedures to ensure safe use 
of devices unique to the unit, how to use 
personal protective equipment, environ-
mental cleaning and disinfection, and 
veri� cation of sta�  immunizations.3 When 
new information on emerging pathogens 
(eg, multidrug–resistant organisms or 
novel pathogens) or new environmental 
disinfectants becomes available, the IP 
should help disseminate it to the NICU 
team.4 While helping keep NICU staff 
knowledgeable about new pathogens or 
new procedures relevant to the unit, the 
IP must also be knowledgeable about the 
changing landscape of federal (eg, OSHA), 
state, and local laws and regulations that 
have bearing on the operation of the unit. 
In theory, if the IP has adequate resources 
and works proactively with physicians, 
nurses, and other sta�  in the unit, devel-
opment of HAIs in the unit should be kept 
to a minimum. However, as noted above, 
HAIs in NICUs continue to be a problem.5

One interesting dilemma related to 
infection prevention in NICUs and other 
hospital units has been how to deal with 

Infection Prevention Is Key in a
Neonatal Intensive Care Unit
BY HENRY G. SPRATT, PHD; DAVID LEVINE, PHD, DPT; SILVIA WEISS-REED, MT (ASCP), CIC; AND ANUJ SINHA, DO 
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The smallest hospital patients need extra care to be protected from infectious disease.

Infection Prevention From the
Physician’s Point of View
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pathogens found on environmental sur-
faces. During the 1970s, as advocated by 
both the US Centers for Disease Control 
and Prevention (CDC) and the American 
Hospital Association, general monitoring 
of pathogens on surfaces in health care 
facilities was discontinued because of a 
perception that HAI rates did not correlate 
with environmental contamination.6 As 
a result, between 1970 and 1975 it was 
estimated that 25% of hospitals in the 
US reduced their routine environmental 
culturing.7 Eventually, the CDC estab-
lished 4 conditions where environmental 
sampling would be warranted in hospital 
units. One situation in which sampling has 
been encouraged is to help with outbreaks 
of disease in a unit when epidemiologi-
cal evidence points to possible environ-
mental links. This is a situation where 
a NICU IP would need to obtain new 
data based on swab sampling of speci� c 
sites within the unit. In 1 such study of a 
NICU, in response to sporadic increases of 
methicillin-resistant Staphylococcus aureus
(MRSA) infections in neonates, microbiol-
ogists from the University of Tennessee at 
Chattanooga’s Clinical Infectious Disease 
Control Research Unit (CIDC) sampled 
nearly 50 di� erent NICU environmental 
surfaces and found widespread contam-
ination. In that NICU, the 2 most MRSA-
contaminated sites were the return air 
ducts, which were contaminated with 
dust, and unit � oors.8 By having data to 
help focus cleaning and disinfecting in 
the NICU, the IP and medical director were 
able to reduce the problem that dust plays 
in the unit, while floor contamination 
with MRSA remains a continuing prob-
lem.1 Additional studies of staphylococcal 
contamination within this NICU have indi-
cated that other sites, including locations 
within Isolettes where neonates sleep, have 
viable MRSA present. Of Isolette sample 
sites, 25.7% of suction Yankauers swabbed 
had high levels of viable MRSA (Figure).9 

This suggests that the work of the IP and 
the CIDC had not been completed in this 
NICU. As suggested in CDC guidelines, 
routine environmental sampling for patho-

gens in health care facilities is warranted 
as part of an ongoing process focused on 
reducing the threat of patient infection.
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over 110 presentations at conferences and over 
25 publications. 

DAVID LEVINE, PHD, DPT is a professor and 
the Walter M. Cline Chair of Excellence in 
Physical Therapy at the University of Tennessee 
at Chattanooga. His research includes public 
health epidemiology, control of clinical infectious 
disease, and Ehlers-Danlos syndrome. He has 

presented at over 100 conferences and has over 
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SILVIA WEISS-REED, MT (ASCP), CIC, is a 
board-certified infection preventionist at Erlanger 
Health System and Children’s Hospital with 17 years’ 
experience. She has a bachelor of science degree 
in medical technology from Southern Adventist 
University and served as president of the Greater 
Chattanooga Area Chapter of the Association for 
Professionals in Infection Control and Epidemiology 
in 2012 and 2018. Her previous roles include clinical 
microbiologist and microbiology supervisor.

ANUJ SINHA, DO, is a fellowship-trained 
neonatologist who serves as neonatology/
NICU medical director for Children’s Hospital 
at Erlanger.  Working with the NICU infection 
preventionist, he has focused on quality 
improvements aimed at reducing patient infections 
in the unit.

Figure. One study found that more than 25% of NICU Isolette 
suction Yankauers were contaminated with viable MRSA. 
Credit: Anuj Sinha, DO.
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Our smallest and often most fragile patients 
are in the neonatal intensive care unit 
(NICU). It’s a special place where these 
patients often face tremendous challenges 
under the care of dedicated health care 
workers. As an infection preventionist 
(IP), I am honored to work alongside the 
nurses, physicians, and other clinicians in 
the NICU.  I have worked for over 8 years at 
Presbyterian/St. Luke’s Medical Center and 
Rocky Mountain Hospital for Children. Our 
hospital is a regional center for high-risk 
obstetrics and houses over 70 NICU beds, 
including 34 beds in the level IV NICU.

   Neonates are vulnerable and susceptible 

to infection, making infection prevention in 

the NICU a top priority. Three important 

lessons come to mind as I recall my years 

helping oversee our NICU patients. Caring 

for patients in the NICU is a team sport. 

Physicians, nurses, and all health care 

workers must collaborate to reduce the 

risk of infection in the NICU. When we 

have encountered outbreaks or increases 

in hospital-acquired infections in our NICU, 

the entire team comes together to form 

a plan to prevent infections. We all work 

constantly to maintain that plan. I often 

receive after-hours calls when patients are 

admitted with unusual infections, and we 

must act quickly to implement the most 

recent guidelines to prevent the spread of 

a transmissible disease. As IPs, we rely on 

clinicians to help us understand the care 

of NICU patients. Clinicians rely on the IP 

team to notify the NICU of any important 

public health alerts, present updates from 

the latest evidence-based guidelines, and 

share the results of any new infection 

prevention studies from other NICUs. This 

means communication and team buy-in 

are critical. IPs need to make sure their 

voices are heard and that they understand 

the concerns of all. It is important that IPs 

form trusting relationships with clinicians 

and that it is easy for doctors and nurses to 

contact IPs with questions. At my facility we 

always have an IP on call so that on nights, 

weekends, or holidays an IP can jump in, 

answer questions, and support the team. 

   Complex care means thinking outside 

the box, and as IPs, we love to take best 

practices from 1 unit and share the lessons 

learned across the hospital. But not every 

infection prevention tactic can be imple-

mented in the NICU the same way it can 

be in an adult care unit, or even pediatric 

units. Early in my IP career, I spent the day 

shadowing 1 of the most experienced 

NICU nurses at our hospital. I learned so 

much that day. We looked at many central 

lines and I was amazed that peripherally 

inserted central catheter lines could be 

placed in babies who were so tiny, some 

just 700 g in weight. I was also introduced 

to umbilical lines, a special type of central 

line placed in the umbilicus at birth. Today, 

I round in the NICUs frequently, but it still 

amazes me how tiny these patients are. 

For example, we love products that help 

stabilize central venous catheters for adult 

patients, but those products are often too 

large to use on a neonate, so instead we 

must make sure that our dressings are 

able to stabilize catheters or change the 

way we dress a central line to reduce the 

risk of dislodgement. Another important 

consideration in the NICU is that the skin 

of very premature neonates may be more 

permeable to topical agents. So when 

looking at products used in bathing or skin 

disinfection, it is sometimes pertinent to 

understand at what gestational age it is 

safe to use a particular product. As I think 

through NICU care, I always keep in mind 

that the products and policies we know 

and love elsewhere in the hospital may 

not be appropriate in the NICU. 

   It is always important to include the 

patient and their family in the care plan. 

In the NICU, parents/caregivers play 

an especially important role in helping 

ensure infection prevention practices are 

followed. At our hospital, when a patient in 

the NICU is identified as infected or colo-

nized with an organism of concern, the IP 

team meets with the patient’s caregivers. 

We share how organisms are spread and 

answer any questions the caregivers 

have. We demonstrate how to properly 

wash hands and discuss why transmis-

sion-based precautions are important in 

the hospital to protect all patients. We 

also spend time talking to parents about 

central lines or other invasive devices and 

why it is so important to keep devices 

secure and ensure dressings are clean 

to reduce the risk of infection. We believe 

that caregivers play an important role in 

reducing the risk of infection.

What I love the most about working in 
the NICU is that I learn something new 
every day. I am grateful for the experienced 
NICU clinicians who have shared their 
knowledge with me through the years, 
and I am proud to be a part of the team 
that serves these patients. We all celebrate 
every time any of our NICU miracle babies 
leaves the hospital ready for their new life 
at home with their family, and know that 
the hard, smart, and timely work of an IP 
probably contributed to their success.   

EMMA WAYMIRE, MPH, CIC, is the director of 
infection prevention at Presbyterian/St. Luke’s 
Medical Center and Rocky Mountain Hospital for 
Children, which serves many specialty populations 
including adult and pediatric bone marrow transplant 
programs, high-risk obstetrics, and a level IV NICU. 
Waymire is passionate about helping protect 
vulnerable patients from preventable infections.

NICU From an 
Infection Preventionist’s Point of View
BY EMMA WAYMIRE, MPH, CIC 
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According to the Centers for Dis-
ease Control and Prevention (CDC) 
in 2011, “Specialized teams have 

demonstrated unequivocal e� ectiveness in 
reducing infections, complications and cost 
of infusion therapy.”1 A Cochrane Review 
investigating vascular access specialist 
teams for device insertion and prevention 
of failure2 de� ne these groups as any of 
the following: infusion teams, intravenous 
teams and individual specialists (nurse, 
doctor, respiratory therapist, radiological 
technologist, nurse practitioner, and phy-
sician assistant) who have knowledge 
and skills through formal training 
and who frequently insert or man-

age vascular access devices.2

The Infusion Nurses Society infusion 
therapy standards of practice present 
practice criteria for an infusion team and 
include benchmarks for peripheral and 
central catheters, which include first-
time insertion success, daily assessments, 
decrease in catheter-related bloodstream 

infections, increase in patient satisfaction, 
data collection for reporting quality out-
comes, and impact on patient safety.3 The 
purpose and function of a vascular access 
specialist team (VAST) or trained individual 
may include the initial assessment and 
insertion and management of peripheral 
intravenous catheters (PIVCs), midlines, 
peripherally inserted central catheters, 
arterial catheters, and external and/or 
internal jugular, femoral, and subclavian 
catheters.4 Teams and individual specialist 
functions will vary and may exclude the 
insertion and maintenance of some of the 
devices and associated activities listed 
above. Other functions embraced by these 
specialists may include patient access for 
di�  cult blood draws, use of ultrasound 
guidance for any or all of the functions, 
dressing changes for central catheters, daily 
evaluation of catheter necessity, removal of 
unnecessary catheters, and monitoring of 
dressing and insertion site for complication 
identi� cation. Additionally, they provide 
a professional point of care for education 
and resource of vascular access device 
(VAD) queries for device maintenance and 
management of complications. 

However strong the evidence for 
specialized teams, professional application 
of empirical guidelines for teams within 
the acute care setting is limited.5 Whether 
through lack of awareness of guidelines 
and recommendations, changing admin-
istrative priorities, or perceived economic 
constraints, the hospital adoption and 
support of VAST has been erratic. Similar 
to speci� c services where a cardiologist is 
required for a particular cardiac problem 

Value and Evidence for Vascular 
Access Specialist Teams 
BY NANCY MOUREAU, PHD, CRNI, RN, CPUI, VA-BC
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to provide the best evidence-based care, 
it is logical that seeking the services of a 
trained vascular access clinician to initiate 
and maintain the most appropriate intra-
venous device is a worthy mandate. Given 
the growing complexity in patient needs, 
a unique specialist discipline, namely, the 
VAST, is surely needed to provide for patient 
needs. Specialty teams are also seen as mod-
els that not only improve patient safety and 
outcomes, but also can serve as a platform 
for clinical training of junior residents, 
medical students, and nursing clinicians. 
The evidence to date suggests that the 
highest-achieving system of initiating and 
delivering treatment to patients in acute care 
is inexplicably tied to a purpose-driven group 
of skilled individuals and the processes that 
guide their practices.6

Value of a Specialized Team
Evidence supports the value of a specialized 
infusion team for improved success with 
access, reduced insertion attempts, and 
reduced complications associated with 
intravenous or arterial device insertion. 
According to da Silva in 2010, use of a  
specialized team increased first-at-
tempt success with only 16% of attempts 
requiring more than 1 attempt.7 Teams 
of specialized individuals performing 
insertion of PIVCs report increased first-
time insertion success.8 Consistent across 
all VADs, peripheral and central, teams  
historically represented the lowest levels 
of device-related complications.9-12Adop-
tion of a team approach for care and 
maintenance has resulted in reduction 
of central venous access device (CVAD)– 
associated infections.13

Complications associated with VADs 
relate to the skill and knowledge of the 
operator for insertion14-17 and for postinser-
tion complications related to maintenance 
by clinicians and patient-specific risk 
factors.9, 18-20  Specialized education has 
led to infection prevention practices that 
reduce complications.21-23 

Adverse vascular events are largely 
avoidable through specific practices of 
assessment and selection of the vascu-

lar access device with the lowest risk 
for the patient and their treatment. 
These practices are evidenced in a  
variety of specific models, recommenda-
tions and guidelines such as the Society 
for Healthcare Epidemiology of America,24 

Vessel Health and Preservation: The Right 
Approach for Vascular Access,25 MAGIC,26  

Infusion Nurses Society Standards of 
Practice,3 the European Society for Clinical 
Nutrition and Metabolism,27 World Con-
gress of Vascular Access,28 Evidence-based 
Guidelines for Preventing Healthcare-as-
sociated Infections,29 and the National 
Institute for Health and Care Excellence30 
all recommending specific strategies to 
promote better clinical outcomes. Each 
of these organizations and publications 
focuses on the necessity of specialized 
training for inserters and those managing 
VADs that integrate infection prevention 
and practices that avoid complications. 
Despite these recommendations the 
majority of insertion attempts of VADs 
are performed by a diversity of clinical 
professional disciplines with little to no 
formalized education or current training 
on insertion, or the means to prevent 
complications. Emphasis is placed on the 
central line bundle and other practices 
that include device assessment for risk 
reduction as a key component.1,31 

Device selection and assessment are 
focused on indications specific to patient, 
treatment type, and duration factors that 
point to the type, size, and location of 
device insertion that best meets the need.21 
Steps leading up to insertion of a VAD 
require the clinician to perform the initial 
patient assessment, which incorporates 
vein assessment, patient condition, and 
selection of the most appropriate site and 

device for the treatment, all leading to 
successful insertion, vein preservation, and 
positive patient outcomes throughout treat-
ment. Performing a patient-individualized 
assessment provides valuable information 
necessary to select the most appropriate 
device with the lowest risk of infection, 
thrombosis, and overall complications 
that can most reliably allow the patient to 
complete therapy without interruption. 

Advanced practice nurses and those 
receiving specialized training to per-
form insertions of all CVADs who work in  
collaboration with medical providers offer 
valuable contributions to the clinical care 
of acute and chronically ill patients in by 
performing insertions with low incidence 
of complications.32-37

However, with respect to the qual-
ity and design of studies reporting that 
VAST positively impacts patients’ vascular 
access outcomes, there are no randomized, 
controlled trials to support or refute the 
role of the VAST. A Cochrane systematic 
review on VAST provides a glaring lack 
of any published interventional study to 
support this concept.38 This is surely a 
wake-up call for associations committed 
to defining and growing the VAST con-
cept, and perhaps the ambiguity on what 
constitutes best evidence when it comes 
to VAST would perhaps be resolved with 
interventional studies or, at minimum, 
prospective registered data sets.4 This lack 
of high-quality evidence may threaten the 
uptake and expansion of VAST and the 
reduction of complications related to the 
specialist role despite the CDC statements 
supporting specialized teams.1

The purpose for the people, processes, 
and functions of a specialized team are to 
assess the patient for the most suitable 

Given the growing complexity in patient needs, a unique 
specialist discipline, namely, the VAST, is surely needed to 
provide for patient needs. Specialty teams are also seen as 
models that not only improve patient safety and outcomes, 
but also can serve as a platform for clinical training of 
junior residents, medical students, and nursing clinicians.
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VAD while providing (eg, inserting, rec-
ommending, assisting, and managing) 
reliable peripheral and/or central venous 
catheter access. Results of a cross-func-
tional team demonstrated e� ectiveness 
in postinsertional care with statistically 
signi� cant central line–associated blood-
stream infection reduction with major 
economic impact.39 Clinical guidelines and 
standards describe how teams and such 
processes can deliver successful patient 
outcomes.3,1 However, such idealistic 
endeavors are o� en compromised by the 
lack of adherence and variety of clinicians 
responsible for assessment, device selec-
tion, insertion, and postinsertion manage-
ment. All of this results in fragmentation 
of a service delivery leading to poor patient 
and clinical outcomes. Providing a consis-
tent VAD assessment, insertion, and man-
agement service to patients in the pursuit 
of risk minimization involves health care 
personnel who have received special train-
ing. Patients indicate that the inadequate 
skill level of those performing these types 

of procedures is a source of great dissatis-
faction.40 These occurrences were exposed 
in the qualitative study of patient and sta�  
experience, indicating a need for vascular 
access specialist as a quality initiative.5

Because of this, device and vein selection 
processes, quali� ed inserters, e� ective 
management and evaluation of practices, 
and clinical outcomes are improved as 
re� ected in the elimination or reduction 
of complications, prolonged dwell times, 
reduced length of stay, and improvements 
in patient satisfaction.41,42 Teams have the 
potential to e� ect improvements through 
both insertion and postinsertion care of 
patients. Providing dependable vascular 
access assessment, insertion techniques, 
and postinsertion care and management 
are necessary patient requirements to sup-
port modern health care treatment plans. 

Conclusion
The value of specialized teams for insertion 
and management of vascular access has 
been demonstrated through numerous 

publications and a variety of research 
designs. While there are currently no 
randomized, controlled clinical trials that 
support the bene� ts of VAST teams, the 
CDC continues to evaluate and recom-
mend this practice as a method to reduce 
complications and infection associated 
with vascular access devices. Addition-
ally, standards for infusion therapy call 
for establishing or maintaining a team 
for CVAD insertion, maintenance, and 
removal, and the practice criteria to adopt. 
The discussion and research represented in 
this article underscore the potential advan-
tages of VAST for assessment, insertion, 
management, and education with VADs. 
Underpinned by the concepts of vessel 
health and preservation, the application 
of specialty teams for insertion and man-
agement of vascular access devices may 
signi� cantly contribute to the pursuit of 
making VADs complications history.43
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The Healthcare Sterile Processing 
Association (HSPA) would like to 
thank every sterile processing (SP) 

professional for the heart, soul, integrity, 
and tireless e� ort they put into their roles 
and responsibilities each day. Through 
their dedication and commitment to 
quality and best practices, health care 
customers and patients can count on clean, 
sterile, and well-functioning instruments 
and equipment for use in patient care.   

Although respect, appreciation, and 
admiration for all the critical duties that 
take place within the walls of health care 
organizations’ sterile processing depart-
ments (SPDs) are deserved every day of the 
year, Sterile Processing Week provides a 
golden opportunity to formally recognize 
the profession and all who work in it and 
give their very best in the name of patient 
safety and quality customer service. Put 
simply, without the knowledge, skills, 
training, and dedication of SP profes-
sionals, surgeries and other patient care 
procedures simply could not occur. 

Decades ago, when HSPA (formerly the 
International Association of Healthcare 
Central Service Materiel Management 
[IAHCSMM]) established the second week 
of October each year as Sterile Processing 
Week, we underscored the importance 
of not letting the week go by without 
proper fanfare and acknowledgement 
of the essential work performed by SP 
professionals. Although many facilities 
have responded by celebrating with small 

tokens of appreciation (inexpensive gi� s 
or a potluck meal or pizza party for SP 
team members), many others admit to 
doing little or nothing during Sterile Pro-
cessing Week—a disappointing outcome 
o� en blamed on low morale and limited 
time and budgets. But HSPA would like to 
remind every facility and SP leader that 
successful, inspiring, and memorable 
Sterile Processing Weeks are less about 
money and more about proper planning 
and creativity. In fact, some of the very 
best ways to honor the team and profession 
cost very little, if nothing at all. 

Power of Written Praise, 
Targeted Education  
Personal, handwritten words of apprecia-
tion from SP leaders, from team members 
representing key customer departments, 
such as the operating room, and from 
C-suite executives tend to be the most 
well-received “gi� s” for SP professionals. 
Ice cream socials, snacks, beverages, and 
small gi� s or other monetary tokens of 
appreciation are certainly appreciated 
and can play an important part in the 
weeklong celebration, but they should 
always be matched with thoughtful words 

Give Sterile Processing Team, Profession 
the Recognition They Deserve 

BY JULIE E. WILLIAMSON
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Sterile Processing Week runs from October 9 through 15.
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(written or verbal) of gratitude for every 
member of the team. 

Has a technician stepped up in notable 
ways to mentor other team members? 
Has someone worked extremely hard to 
increase their knowledge and professional-
ism and � nally attained certi� cation? Was 
there an especially challenging process 
that an employee worked hard to master—
or were there any other positive develop-
ments (reduced error rates, improved 
e�  ciencies, etc) that warrant recognition 
and praise? Sterile Processing Week is an 
excellent opportunity to express that grat-
itude and appreciation while also planting 
more seeds of encouragement to continue 
learning, growing, and improving.

Continuing education is at the root 
of every successful SP professional, and 
it should always be central to a facility’s 
Sterile Processing Week planning. SP 
leaders and educators should contact at 
least 1 vendor to secure an in-service or 
more intensive workshop for all team 
members. If the education cannot be 
presented for all shi� s, the information 
can still be highlighted, summarized, 
and shared with everyone in the depart-
ment. Not only does continuing education 
(CE) help keep sta�  members sharp and 
focused on best practices, but it also 
provides an opportunity to secure valu-
able continuing education credits to apply 
toward recerti� cation. 

For those SPDs currently working to 
ensure department-wide certi� cation of 
technicians, certain days during Sterile 
Processing Week can be earmarked for 
textbook chapter review, answering 
any questions technicians may have 
about certain processes or practices, and 
brushing up on science and SP basics to 
promote quality and help set employees 
up for success when they are ready to 
sit for the certification exam. HSPA’s 
on-demand podcasts, webinars, and 
publications (Process magazine, Insights 
e-newsletter, and other resources) can 
further boost quality sta�  education and 
continuing education credits and can be 
easily provided for employees on all shi� s. 

Handwritten notecards and printed awards/certificates are among the easiest, least expensive, and most heartfelt 
ways to honor SP professionals. The example shown here can be downloaded and printed at no cost by visiting
https://myhspa.org/about/sp-week/sp-week-templates.html
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Creating a “wall of fame” is another 
way to honor employees every week of the 
year, including Sterile Processing Week. 
HSPA past president Brian Reynolds, 
CRMST, CRCST, CIS, CHL, CER, assistant 
chief of Sterile Processing Service, West 
Palm Beach Department of Veterans 
Affairs, posts employees’ certifications on 
a dedicated wall so visitors to the depart-
ment can see them upon entering, while 
other facilities spotlight their teams’ 
certifications and other accomplishments 
in the hospital’s newsletter. 

“A congratulatory email is sent out to 
SPD staff, [operating room] leadership, 
and the C-suite, and the email goes viral, 
with everyone chiming in their apprecia-
tion for the accomplishments,” explained 
Jan Prudent, BA, CRCST, CIS, CHL, sterile 
processing manager at Eastern Idaho 
Regional Medical Center in Idaho Falls, 
Idaho, who also serves as HSPA’s current 
secretary-treasurer. “Our CEO seems 
to always be the first to respond with a 
heartfelt thank you and uplifting note. 
Also, one year our facility conducted a 
market analysis and a raise happened 
to correspond with SPD week.”

Widen the Reach
Educating others outside the SPD is 
among the most important opportuni-
ties to tap for Sterile Processing Week. 
Administrators, other department heads, 
patients, and the general public often lack 
an understanding of what SP entails and 
how the work performed in the depart-

ment is so vital to patient safety and 
positive outcomes. 

When setting Sterile Processing Week 
events, HSPA encourages all SPDs to 
reach beyond the walls of their own 
department, extending the invitation 
to all patient care areas, C-suite/admin-
istrators, infection preventionists, risk 
managers, human resources, environ-
mental services, biomedical engineering, 
facilities maintenance, and others, if 
appropriate, to tour the SPD. This tour 
can be in-depth—allowing and encour-
aging visitors to don appropriate personal 
protective equipment for each area to see 
firsthand the hard work and skill sets 
required—or less involved, with SP team 
members providing demonstrations or 
showing a video of the work performed 
in the SPD (HSPA’s video, “Sterile Pro-
cessing: The Heart of the Hospital,” offers 
a glimpse into the world of instrument 
processing and can be viewed at https://
myhspa.org/about/who-we-are.html).

Reaching out to facility executives 
and other disciplines has paid big  
dividends for many SP managers. Pru-
dent’s department, for example, hosts 
open houses during Sterile Processing 
Week, complete with light refreshments 
and “Did you know?” fact sheets that 
spotlight the various processes through 
the SPD and the department’s many 
accomplishments. All senior leaders are 
invited to attend and celebrate, as are 
surgeons and other staff members from 
the operating room and other hospital 
units. Prudent’s department also pro-
motes a celebration around the governor’s 
proclamation for Sterile Processing Week, 

and senior leadership is always involved. 
A copy of the proclamation and a brief 
accompanying write-up are included in 
the hospital’s newsletter. Bulletin boards 
posted around the facility highlight the 
SPD’s many accomplishments and con-
tributions to patient safety and spirited 
educational events are held, such as the 
“anatomy of an instrument or flexible 
endoscope” contest, in which operating 
room staff or senior leadership judge the 
entries and give inexpensive ribbons to 
the winners. 

However departments choose to cele-
brate, HSPA advocates scheduling some-
thing special for each day of Sterile Process-
ing Week. If the department has historically 
let the week go by without fanfare, let this 
be the year to turn that around. 

“Get the whole team involved with 
your celebration—don’t just wait for 
someone else to celebrate you,” Reynolds 
said. “Start with celebrating yourselves 
and when others see that you care and 
respect what you do, they will want to 
assist and help celebrate you as well. 
Planning ahead to do heartfelt gestures 
for your staff means so much.” 

JULIE E. WILLIAMSON serves as HSPA’s director 
of communications and editor in chief. 

Note: Some SP professionals, including new SPD leaders, feel anxious about 
reaching out to the health care organizations’ many departments, especially facility 
administrators and others in the C-suite. They may fear they will intrude on these 
professionals’ already busy schedules, or perhaps they had a negative experience 
with other executives at previous places of health care employment. Others may lack 
confidence to speak with these individuals from other departments because they don’t 
know “corporate language” and are unsure how to gain support and understanding 
from those outside the SPD. But taking the first intentional step toward making these 
introductions and educating others about the SP discipline entails is all it takes to 
initiate forward progress and improved understanding.

“Get the whole team 
involved with your 

celebration—don’t just 
wait for someone else to 
celebrate you....Start with 
celebrating yourselves.” 

—Brian Reynolds, CRMST, CRCST, CIS, 
CHL, CER, assistant chief of Sterile 

Processing Service, West Palm Beach 
US Department of Veterans Affairs

HSPA’s free and customizable 2022 
Sterile Processing Week posters, 
certificates, and thank-you note-
cards are available for download at 
https://myhspa.org/about/sp-week/
sp-week-templates.html.



Follow us on social mediaFollow us on social mediaFollow us on social media

BREAKING NEWS AND INSIGHTS
for professionals in infection prevention 

and control right at your fingertips
for professionals in infection prevention 

ICT_Social_Ad_020321v1.indd   1ICT_Social_Ad_020321v1.indd   1 2/5/21   2:34 PM2/5/21   2:34 PM



PRODUCT LOCATOR

34  ICT®    September 2022 WWW.INFECTIONCONTROLTODAY.COM

Aesculap Sterile 
Container Systems
Aesculap offers an extensive 
range of containers, baskets, 
and accessories to meet all your 
instrument set and reprocessing 
requirements. Deliver the right 
instrument set to the right place 
on time with the Aesculap Steril-
Container System. 

With more than 10 Food and Drug Administration 
(FDA) clearances, Aesculap allows its customers to 
standardize with 1 brand of sterile containers. Using 
only 1-time sterile containers limits process variabil-
ity, which can reduce costs and waste, simplify the 
documentation process, lessen employee stress from 
the operating room to sterile processing department 
because of increased e�  ciency, and lower the chance of 
errors, all of which leads to improved patient outcomes. 

The Aesculap SterilContainer System comes in a 
wide range of container sizes and heights for all custom-
ers’ instrument sets’ requirements. The construction is 
lightweight aluminum that is 15% to 20% lighter than 
the leading competition, meeting the Association for 
the Advancement of Medical Instrumentation 25-pound 
weight recommendation. Bene� ts of the SterilContainer 
System include a 90° stop handle that helps prevent 
� nger injuries during handling, a single-motion latch 
design that secures the containers swi� ly when time 
is key in the operating room and sterile processing 
departments, and a 1-step retention plate that has an 
audible click, so the customer knows the � lter is in 
place, simplifying and improving processing time. Best 
of all, the Aesculap guarantees a 10+-year service life. 

www.aesculapusa.com

The sterilization wraps from Key Surgical 
save time and improve proficient wrap 
practices. Sterilization wrap comes in 26 
sizes, strengths, and weights varying from 
100 to 600. 

The wrap is made of 2 sheets of non-
woven Spunbond/melt blown/Spunbond 
(SMS) material bonded together, which 
gives high tensile strength and � exibility 
for a top-performing sterile barrier. The 
sterilization wrap also has a unique dia-
mond pattern with contrasting colors of 

blue and green, which aids workers in 
the operating room who must inspect the 
wraps for pinholes or defects. 

Each sheet of the sterilization wrap is 
double-layer¬–bonded SMS material, and 
resists tears, punctures, and rips. Ease 
of use facilitates wrapping instrument 
trays, devices, and other surgical items. 
It is validated for steam, ethylene oxide 
sterilization, gas plasma, and vaporized 
hydrogen peroxide sterilization e�  cacy. 
Key Surgical sterilization wrap supports 

sterilization and, thus, patients’ safety. 
The barrier wrap protects against micro-
organisms, including bacteria, viruses, 
and spores while allowing sterilization. 

www.keysurgical.com

ChloraPrep
ChloraPrep patient preoperative skin preparation is a tenacious, quick-acting, 
broad-spectrum antiseptic for a wide range of procedures. The ChloraPrep 
formulation is the only antiseptic formulation whose persistent antimicrobial 
power has been con� rmed in more than 50 studies. For convenience and ease 
of use, it is available in 6 di� erent applicators designed for various procedures 
ranging from peripheral IV insertion to major surgery. The active ingredients 
include chlorhexidine gluconate 2% weight by volume and isopropyl alcohol 
70% volume per volume. Its FDA approval came in 2000. 

Chlorhexidine gluconate is highly recommended by at least 18 orga-
nizations and initiatives, including the Centers for Disease Control and 
Prevention’s (CDC’s) 2002 Guidelines for the Prevention of Intravascular 
Catheter-Related Infections, with 11 speci� cally supporting a 2% formulation. 
The CDC guidelines state that before inserting a central venous catheter or 
peripheral arterial catheter, the skin should be cleaned with a greater than 
0.5% chlorhexidine preparation with alcohol. This preparation is classi� ed 
as a category 1A recommendation for cutaneous antisepsis, which is the 
highest recommendation from the CDC. 

The patented ChloraPrep Scrub Teal and Hi-Lite Orange tint process adds 
color as the solution enters the sponge pad. The tint eases visualization of the 
prepped area compared with brown, iodine-based preps as the ChloraPrep 
Scrub Teal and Hi-Lite Orange are easier to see on di� erent skin tones. The 
dyes in Scrub Teal and Hi-Lite Orange tints—Food, Drug and Cosmetic (FD&C) 
Green 3 and Yellow 6 dyes—have been “generally recognized as safe” (GRAS) 
by the FDA. Extensive safety tests are conducted, reviewed, and accepted 
to achieve the GRAS rating. FD&C Green 3 is not uncommon in the health 
care � eld and is found in eye 
angiography, screening for 
ocular dryness, dye injec-
tions, routine lab testing, 
and histological/cytological 
stains for cancer screening 
of tissues. 

www.bd.com

Key Surgical Sterilization Wrap



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
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Sani-HyPerCide® Disinfectant
First and only ready-to-use hydrogen 
peroxide formula that kills C. diff.3

Sani-24® Wipe
First and only EPA registered
disinfectant with CAD technology.

The first and only.
Times two.

+ Continuously Active 
Disinfection (CAD) helps 
control HAI-causing 
ESKAPE pathogens, for
up to 24 hours.1

+ Reduce cross-contamination 
even after multiple touches.

+ Save money, time and labor.

+ Protect your patients, staff, 
and facility with confidence 
and control, even between 
disinfection protocols.

+ Powerful disinfection and 
versatile compatibility in 
a unique ready-to-use 
hydrogen peroxide 
formulation that kills
C. diff. in 5 minutes.

+ Potential for SKU reduction 
and cost savings. Can be 
used facility-wide in either 
daily or terminal disinfection.

+ More compatible on surfaces 
and materials than competitive 
bleach products.4,5

Visit pdihc.com/dual-innovation

1CAD is effective against ESKAPE pathogens: Acinetobacter baumannii MDR, Enterobacter aerogenes, Enterobacter aerogenes MDR, 
Enterococcus faecalis VRE (Vancomycin resistant enterococcus), New Delhi Metallo-beta-lactamase-1 (NDM-1) producing Klebsiella 
pneumoniae (CRE – Carbapenem resistant Enterobacteriaceae), Pseudomonas aeruginosa, Staphylococcus aureus, Staphylococcus 
aureus MRSA (Methicillin Resistant).
2Microban is a registered trademark of Microban International Ltd.
3Clostridioides difficile spores formerly known as Clostridium difficile spores.
4Data on file. 
5Always refer to device manufacturer’s instructions for use.
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