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PUBLISHER’S NOTE

EDITORIAL ADVISORY BOARD

Infection prevention (IP) and control 
requires multiple stakeholders to work 
together. From frontline infection 

preventionists and registered nurses 
to perioperative nursing teams, sterile 
processing professionals, and environ-
mental services sta� , the responsibility 
of preventing infections within the health 
care setting is a shared and crucial one. 

We at Infection Control Today® recognize 
this and aim to include representation 
from all these perspectives in our maga-
zine, in our Editorial Advisory Board, and 
on our website. We also strive for diversity 
in our Strategic Alliance Partnership pro-
gram. This nonmonetary program seeks 
to align ICT® with the leading professional 
societies, advocacy organizations, and 

health care systems, with the ultimate goal 
of highlighting key research and practice 
to our global audience of IP professionals. 

Our current roster of partners includes 
the Healthcare Sterile Processing Organi-
zation, the International Society for Vac-
cines, The Infection Prevention Strategy 
Network, and the Association of periOp-
erative Registered Nurses (AORN). Please 
reach out to Alexandra Ward, MA, vice 
president of content, at award@mjh-
lifesciences.com, if your organization is 
interested in working with ICT®. 

Indeed, this issue elevates those expert 
perspectives. Our cover story, by Isis 
Lamphier, MPH, CIC, o� ers a � rst-person 
account of a day in the life of an infection 
preventionist on page 24.

We tip our hat to our partner AORN on 
page 22, with an article from Amber Wood, 
MSN, RN, CNOR, CIC, FAPIC, in honor of 
Perioperative Nurse Week (November 
13-19), and on page 20, we dive into IP con-
cerns in the pediatric patient population. 

Page 28 features the last article in the 
series by Heather Saunders, MPH, RN, CIC, 
on how to revolutionize the � eld of IP and 
control: the third and � nal C: collaboration.

As always, please send your ideas for 
articles to editor Tori Whitacre Martonicz 
(tmartonicz@mjhlifesciences.com).

Thank you for reading, 

Mike Hennessy Jr
President and CEO
MJH Life Sciences®

Partnership: A Central Theme
in Successful Infection Prevention 
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Living Free

Hand Hygiene 

within a few days, the infection may move 
to the lower respiratory tract with what 
seems like a wheezy bronchitis. Sputum, 
o� en gray or creamy in color, may be dif-
� cult to expectorate, and the cough may 
last for weeks if it is not properly treated. 
I can cause respiratory tract infections 
including recurrent otitis media. 

Doctors test for me most commonly by 
a blood or spinal � uid sample, then the 
patient is given antibiotics to get rid of the 
infections I gave them. Even with proper 
treatment, some of the infections I can 
cause result in long-term issues, such as 
limb loss, brain damage, or hearing loss, 
and even death.  

Other symptoms that an infection from 
me can lead to include chest pain, cough, 
sweating, muscle pain or aches, excessive 
tiredness, shortness of breath or di�  culty 
breathing, headache, and fever and chills. 
Diarrhea, anxiety, nausea with or without 
vomiting, belly pain, shortness of breath 
or difficulty breathing, altered mental 
status, sudden onset of stiff neck, and 
photophobia are also possible.

Who am I?

Hey! I am living free! A free-living 
organism, that is. I am famous for 
being the � rst free-living organism 

to have my entire genome sequenced, even 
though I am not common in the United 
States. When I do make an appearance, 
I am not shy. Richard F. J. Pfeiffer first 
described me in 1892 during an in� uenza 
pandemic, when he believed I was the 
microbe that caused the sickness. 

I can live in an individual’s nose and 
throat, and I usually don’t cause any 
problems. Sometimes I travel to other 
parts of the body and cause infection, 
and I can cause a wide range of localized 
and invasive types of infections, ranging 
from mild to serious. Some infections are 
considered “invasive,” which means I have 
invaded areas that normally do not have 
germs. That is when I cause the most seri-
ous types of infections. Those infections 
almost always require treatment in a 
hospital and sometimes cause death. The 
most common types of invasive disease I 
cause are pneumonia, bloodstream infec-
tion, meningitis, epiglottitis, and cellulitis. 
Infectious arthritis is also possible. 

The populations I like to infect most 
are unimmunized children under 5 years, 
adults 65 years or older, Native North 
Americans, and Alaska Natives Peoples. 
Other favorites are individuals with cer-
tain medical conditions, including those 
with sickle cell disease, HIV infection, 
asplenia, and antibody and complement 

de� ciency syndromes. Patients with cancer 
requiring treatment with chemotherapy, 
radiation therapy, or bone marrow stem 
cell transplant are also at high risk for 
infection from me.

Breastfeeding by vaccinated mothers 
protects babies younger than 6 months. 
Although it is still not known how long 
it takes a� er I enter an individual’s body 
for that person to become sick, experts 
believe it could take only a few days before 
symptoms begin to appear. 

Fortunately for you, e� ective vaccines 
for me have been around since the early 
1990s. The vaccine is recommended for 
children under 5 years and is combined 
with other vaccines into 1 injection as the 
World Health Organization recommends. 

I spread to other individuals through 
the respiratory droplets I travel in from 
coughing or sneezing. Individuals around 
them can get sick if they breathe in those 
droplets, especially if they are in one of the 
at-risk categories. I can hide in noses and 
throats, and when the individual sneezes 
or coughs, I can make other people sick, 
even if the person I am in is not showing 
any symptoms. Humans are the only 
known reservoir for me.

The initial symptom that I produce 
is an  upper respiratory tract infec-
tion, usually with a low-grade fever. Then, 

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

BY TORI WHITACRE MARTONICZ

Living Free
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The onset of COVID-19 demanded a host 
of creative ideas from health care profes-
sionals on ways to prevent infections while 
they were still learning about the virus. 
The pandemic required the transforma-
tion of already established facilities, and 
communication and standardization were 
vital to the process. Safety and consistency, 
especially for frontline health care workers, 
were an absolute priority. Thanks to suc-
cessful practices that established reliable 
processes, a framework has been created for 
COVID-19 and future pandemics, and health 
care professionals can apply the lessons 
and modify them using this foundation.

One of the lessons learned was that trans-
forming a nursing unit into a pandemic 
response unit works best when a group of 
teams is established. In the study, whose 
� ndings were recently published in the 
American Journal of Infection Control,1 the 
investigators reviewed how creating a pan-
demic response unit was done e� ectively 
and quickly. They also covered what issues 
the medical leadership encountered and 
how they overcame the problems.

“Standardization and communication 
were crucial in maintaining safety and con-
sistency, especially for physicians and nurses 
on the front line. This unit did not have any 
patient to sta�  transmission of COVID-19 
due to the highly reliable processes that 
were put in place,” the investigators noted 
in the report. “These best practices create 

a framework for future pandemics. As we 
continue to learn from this and future 
emerging pathogens, this framework can be 
utilized as a foundational starting point and 
modi� ed to � t the next challenge.”

UCSF Medical Center in San Francisco, 
California, one of the � rst institutions to 
formulate a pattern of treatment once the 
COVID-19 surge began, needed to create 
a unit solely dedicated to COVID-19 care. 
They would do this, led by the infection 
prevention (IP) department, by convert-
ing an inpatient nursing unit. Using an 
interdisciplinary approach, UCSF Medical 
Center e� ectively planned, executed, and 
sustained the care of patients with COVID-
19 in the converted inpatient unit. The study 
investigators describe the framework the 
team created to “provide visualization, 
organization, and communication around 
some of the key elements that are needed to 
successfully convert a unit in this manner.” 

The teams that made up the framework 
to create the pandemic response unit 
included IP, nursing, facilities and engineer-
ing, safety, and environmental services. 
Good communication kept everything 
moving as smoothly as possible.

Teams Involved in the 
Interdisciplinary Approach
Infection Prevention
As the central part of the pandemic 
response policy, the IP team devel-

oped the approach to patients with 
COVID-19 from admittance to discharge. 
With the Department of Medicine Division 
of Infectious Diseases, the team provided 
guidance for isolation requirements and 
personal protective equipment (PPE) and 
provided checklists and signage. The IP 
team worked with staff on direct care, 
training, and safety issues. Various sta�  
members and health care professionals 
can perform roles that support the preven-
tion of infection, including as PPE monitors 
and advisers on screening methods and 
follow-up on exposure.

Nursing
Nurses took the brunt of the COVID-19 
pandemic workload to reduce exposure 
and transmission by other staff mem-
bers. They established a work� ow area 
with equipment at the ready, and 
the pattern was the same in every 
pandemic-speci� c room. These included 
areas for laboratory specimens, medica-
tion, inhalers, and other supplies. The 
rooms were clearly marked with reminders 
of the protocol.

Facilities and Engineering
For this hospital, the facilities and engi-
neering team needed to convert the 
28-patient room unit to negative pressure, 
so air scrubbers and HEPA � ltration were 
added to achieve appropriate air� ow.

Transforming an Inpatient Nursing 
Unit Into a Pandemic Response Unit
BY NANCY J. BAILEY

COVID-19
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Safety
Those included in the safety team were 
the Environmental Health and Safety and 
security teams. They selected, disinfected, 
and stored PPE, and resolved issues when 
PPE was difficult to obtain.

Security dealt with travel flow by trans-
porting patients, keeping visitors out, and 
allowing only staff with badge access on 
the unit.

Environmental Services
The role of Environmental Services (EVS) 
was vital to the cleaning and disposal of 
waste for the protection of all patients and 
staff, preventing cross contamination once 
a patient was moved from the room and a 
new one moved in. Guidance for this work 
was received from local, state, and national 
health experts, and included reducing 
exposure time in the patient room. When 
supply shortages occurred, the EVS team 
collaborated with the IP team to reduce 
essential items waste.

Communication
Hospital leadership included all the groups 
plus the Patient and Family Advisory 
Council. The pandemic response unit 
reported all updates to Incident Command, 
which helped to determine workflows 
and common practices as the pandemic 
evolved. Communication was crucial in 
planning for emergency facilities if the 
pandemic unit overflowed. Once a protocol 
was established, it helped bring clarity 
to the pandemic phase. The Patient and 
Family Advisory Council apprised patients’ 
family members of the situation. Patients 
were given information about this plan of 
action and provided with as much comfort 
as possible during their isolation.

Because these guidelines were estab-
lished, the facility was able to avoid patient 
to staff transmission of the virus. 

NANCY BAILEY is a wildlife artist and author who has 
written several books. She currently lives in Michigan 
with several dogs, cats, a geriatric dove, and 2 horses.
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Public reporting of health care–associ-
ated infections (HAIs) by health systems 
is intended to encourage improvement 
in infection prevention; however, the 
data are not always trustworthy. How 
this information is disseminated is con-
cerning for hospital leaders and health 
care workers.

To address this situation, a group of 
authors examined those concerns in a 
study whose findings have been published 
in the American Journal of Infection Control.1 
Sarah R. MacEwan, PhD, an assistant pro-
fessor in the Division of General Internal 
Medicine at The Ohio State University 
and lead author, answered questions for 
Infection Control Today® (ICT®) about the 
data she and her colleagues gathered.

ICT®: What are the key findings of this 
study and why are they important?

Sarah R. MacEwan, PhD: Our study 
revealed the concerns and frustrations 
of hospital leaders and staff regarding 
the public reporting of HAIs, with a 
focus on device-related catheter- 
associated urinary tract infections and 
central line–associated bloodstream 

infections. Across hospital sites and 
interviewee roles, study participants 
expressed concerns about a lack of 
trust in publicly reported HAI data 
and questions about the consequences 
of the public reporting of this data. 
Participants also voiced frustrations 
about the ways in which infections 
were identified and reported as HAIs. 
These frustrations included the way in 
which culturing practices impacted the 
identification of HAIs (or lack thereof) 
and the accountability for HAIs, both 
in how infections were attributed to 
devices and how infections in trans-
ferred patients were attributed to 
receiving hospitals.

These findings are important in that 
they help [us] identify opportunities 
to improve strategies for identifying 
and reporting HAIs, as well as consider 
opportunities to modify the penalty 
programs for which HAIs are publicly 
reported. Ultimately, our research pro-
vides a reminder that publicly reported 
HAI data should be a reliable and 
trusted resource to inform infection 
prevention practices. Addressing the 
concerns revealed in our study can help 

Hospital Leaders Respond to 
Public Reporting of Health 
Care–Associated Infections 
BY TORI WHITACRE MARTONICZ

health care–acquired infections

“Addressing the concerns revealed in our study can help 
ensure publicly reported HAI [health care–associated 

infection] data are driving meaningful improvements in 
patient safety by facilitating the prevention of HAIs.” 

—Sarah R. MacEwan, PhD
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ensure publicly reported HAI data 
are driving meaningful improve-
ments in patient safety by facilitating 
the prevention of HAIs.

ICT®: What results surprised you, 
if any?

SM: Many of our � ndings will not 
be a surprise to individuals working 
in the � eld of infection prevention. 
However, we were surprised that 
these themes have not been well doc-
umented in the context of research 
studies. We believe the � ndings from 
this study help to demonstrate that 
these perspectives are held across 
hospitals and roles, including hos-
pital leaders as well as those on the 
front lines of infection prevention, 
such as health care providers and 
infection prevention specialists. The 
more we can shine a light on these 
concerns, the better informed we 
can be to improve the ways in which 
public reporting of HAIs can support 
infection prevention e� orts.

ICT®: What are some of your plans 
for this work?

SM: This work is part of a larger 
study to identify and understand 
management strategies to support 
infection prevention practices. 
E� orts by our research team are 
ongoing to disseminate a toolkit 
of management strategies that has 
culminated from this study and 
validate a survey tool to help health 
care organizations identify gaps in 
management practices that can be 
addressed to improve infection 
prevention practices.2

REFERENCES AVAILABLE AT 

INFECTIONCONTROLTODAY.COM

Hand hygiene is the � rst and most import-
ant defense against health care–associated 
infections, but all too often, health care 
workers (HCWs) do not follow their facility’s 
guidelines. From apps on a smartphone to 
infection preventionists on the � oor with 
pen and paper watching the sta� , countless 
ideas have been o� ered on how to improve 
hand hygiene.  

Results from a recent pilot study,1 

published in the American Journal of 
Infection Control, indicate that portable 
thermal imaging cameras could offer a 
new approach to assessing and improving 
hand hygiene practices among health care 
professionals. John Boyce, MD, a renowned 
infectious diseases specialist and hospital 
epidemiologist, with Richard A. Martinello, 
MD, medical director of infection prevention, 
Yale School of Medicine, devised a study on 
using portable thermal imaging to assess 
how well health care personnel perform 
hand hygiene. 

Boyce, president at J.M. Boyce Consulting 
LLC, spoke with Infection Control Today®

(ICT®) on what the study comprised, how it 
came about, and its limitations, as well as 
future research plans.

ICT®: What are the key findings of this 
study and why they are important?

John Boyce, MD: What I’d like to do is 
to start by mentioning that a lot of e� orts 
have been made over the last few years to 
improve the [adherence] of health care per-
sonnel with recommended hand hygiene 
practices. But there has not been as much 

attention [paid] to how people apply the 
alcohol-based hand sanitizer to their hands, 
[the] so-called hand hygiene technique. 
And because there hasn’t been as much 
attention devoted to that, right now, as far as 
I know, there’s no standardized method for 
hospitals to assess hand hygiene technique. 
So I was thinking about how one could 
go about assessing or monitoring hand 
hygiene technique. And I saw an article in 
The New York Times about thermal imaging. 
I started to read a little bit about thermal 
imaging applications in the medical � eld, 
and I ran across an article that mentioned 
that if you apply something like an ultra-
sound gel to the skin…it cools the skin right 
where the gel has been applied, and you 
could probably detect that cooling…with 
infrared thermal imaging. So that’s how I 
got the idea. Because [of] my involvement 
in hand hygiene over the last 20 years, I’m 
familiar with alcohol-based hand sanitizers. 
And I thought, maybe we could use thermal 
imaging to determine whether people have 
applied the sanitizer to all surfaces [on] 
their hands and � ngers. And one of the 
reasons I focus on those 2 areas…especially 
the � ngers and the thumbs, is that those 
are areas that health care personnel o� en 
inadvertently miss when they’re applying 
a hand sanitizer. I thought maybe we could 
look at thermal imaging [and] see if it would 
work in terms of assessing how well people 
are covering their hands and � ngers. With 
a colleague of mine, Dr. Richard Martinello, 
a fellow at Yale New Haven Hospital, we did 
a small exploratory proof of concept study 
to see if that approach might work. 

Increasing Hand 
Hygiene Adherence 
With Thermal Imaging
BY TORI WHITACRE MARTONICZ
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…This was a very small study with 
only 12 health care personnel…. For each 
person we measured and estimated their 
hand surface area. That’s the area over 
which you need to apply…sanitizer and, of 
course, some personnel have small hands, 
some medium, and some large hands. We 
estimated their hand surface area using 
recognized methods and then we took a 
thermal camera attached to an iPhone 
and took an image of their dominant 
hand, the palmar aspect of their dominant 
hand. Then we applied about 1.8 mLs of 
the hospital’s handset sanitizer and told 
them to rub their hands together until they 
feel dry. We immediately took a follow-up 
thermal image…a� er hand hygiene, and 
then…follow-up images 1 minute and 2 
minutes later. Then we uploaded those 
thermal images to a computer for image 
analysis. We could also do temperature 
readings, which the thermal imaging 
allows you to do. 

[One] of the findings we…noticed 
was, � rst, there is a real variability in the 
temperature of people’s hands. It turns 
out that several of the volunteers had cold 
hands, and this was con� rmed by their 
appearance on the thermal image. The 

app that we use with this thermal camera 
shows your hand as being a red-brown 
color, if it’s warm. The cooler the parts of 
your skin are, the more the colors change 
to yellow, green, blue, or magenta. One 
of the volunteers’ hands was completely 
red-brown with a little bit of white on his 
palm, which is the warmest area. [With] 
one or a couple of the volunteers, you could 
see that their � ngers were not red-brown, 
they were more like yellow or green or 
magenta color, meaning that they’re cooler 
than their palm. So that was one thing we 
noticed, the baseline variability and hand 
temperatures, which is not really a new 
� nding but it was new to us. 

Then we found that for 11 of the 12 
volunteers, you could clearly see on these 
visual thermal images that the tempera-
ture of their hands and � ngers decreased 
signi� cantly immediately a� er they � n-
ished doing alcohol and sanitizing because 
all the colors of their � ngers and thumb 
changed. Then we noticed that on our 
1-minute-later and 2-minute-later images, 
those cool temperatures on the � ngers 
had started to gradually disappear. By 
2 minutes a� erward, much of the color 
had reverted toward baseline color, so the 

color changes don’t last very long. One of 
the � ndings was that if one wants to try 
to use this method to assess how well 
people are covering their hands with the 
sanitizer, you will need to probably do 
the image fairly quickly after they fin-
ish rubbing their hands together. If you 
waited 2 minutes, it would not be a very 
accurate assessment.

We noticed when we had one person 
who we told to purposely not rub their 
thumbs when they were doing hand 
hygiene [that] when we took his thermal 
image a� erward, all the � ngers had that 
yellow-green-blue color denoting lower 
temperatures and the thumb was still a 
brown color. It was very easy to tell that 
he had not covered his hands. Another 
finding was that 4 of the 12 volunteers 
didn’t have very much color change, or 
very much temperature change on the tip 
of their third finger, which is where we 
measured temperatures. …We measured 
temperatures in the middle of the palm at 
the end of the third � nger and at the end 
of the thumb. In fact, the � ngertips and 
thumbs are the areas that people often 
miss. A couple of our volunteers didn’t do 
very well on their � ngertips and the other 
ones did � ne. These things suggest that 
the images themselves, the color images, 
may be useful for assessing hand hygiene 
technique and the temperature readings are 
not necessary for teaching or monitoring 
hand hygiene. But it gives us a new picture 
of alcohol-based hand sanitizing. By having 
these temperature data, we noticed that 
people who had small or medium-sized 
hands, not surprisingly, had lower tempera-
tures than people with big hands. 

Another thing that we did was unique 
because we applied the same amount of 
sanitizer to each volunteer’s hands. …
Because their hand surface area varies, 
some of them small, some of them large, 
what we decided to do would be to express 
the amount of volume applied as the 
amount per hand service area, [such as] 
milliliters per centimeter squared of hand 
surface area. What we found was that peo-
ple with small hands had a higher number 

The author, John Boyce, MD, holds the thermal imaging phone attachment.
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of milliliters per centimeter squared than 
people with big hands, because you’re 
applying the same amount of alcohol to a 
di� erent surface area. We found a direct 
negative correlation between hand size 
and the milliliters per centimeter squared 
applied, which was something that, as 
far as I know, nobody else has looked at 
in that way. 

ICT®: I have small hands. I always end 
up getting 2 doses of sanitizer and then 
having too much. Is that OK, or is there a 
problem with having too much? 

JB: No, I don’t think you can apply too 
much sanitizer. But because HCWs are 
so busy, some of them have to do hand 
sanitizing dozens of times in a 12-hour 
shift. I published [findings from] one 
study, in conjunction with some people 
at Iowa, that showed that sometimes in 
an intensive care unit some nurses may 
have an indication to clean their hands 
100 times in 12 hours. They’re in a hurry. 
Most HCWs want to hurry up and � nish 
rubbing their hands again; they don’t 
want to take too long because they’re in 
a hurry to get going and do their job. They 
tend to favor small volumes. In fact, some 
of them favor volumes that are probably 
too small…for a person with [larger] hands 
or medium-sized hands. More of an issue 
[instead of too much much] is getting too 
little sanitizer on your hands. For a person 
with bigger hands, with a standard dis-
penser, it would be desirable for them to get 
2 doses. For you, if you have small hands 
and you get 2 doses, it’s going to take you 
30 to 45 seconds of rubbing [to] feel dry, 
or you’re going to be dripping some of it 
on the � oor or something.

In addition to not being able to assess 
coverage underneath the nails by our 
thermal imaging study, some of the other 
important limitations we had…, which 
are worth noting, is a very small sample 
size, only 12 people; [the study] was done 
in 1 room; we only used 1 brand of hand 
sanitizer gel; and people were a captive 
audience in the room with us. And I men-

tioned that we didn’t assess the microbiologic 
e�  cacy. One thing that’s very clear [that] 
people [should] understand…if they see 
this interview or read the paper, is…that 
this was really a proof-of-concept study, 
and we haven’t shown that this technique is 
practical yet. But based on our � ndings, we 
think it really warrants a much larger study, 
with many more HCWs involved. Maybe in 
di� erent times of the year, when it’s cold 
outside or not cold outside, it would be a 
good idea to try it with perhaps other brands 
of hand sanitizer, which could…conceivably 
yield slightly di� erent results. 

Another important thing…[is that] we’re 
hoping to do a follow-up study [and] use a 
smaller volume than what we [just used]. 
We delivered 1.8 mL from a hand pump 
of sanitizer, but many wall-mounted dis-
pensers deliver more like 1.1 or 1.2 mL. So 
it’s very important that additional studies 
look at that smaller volume and see if 
thermal imaging still gives a reasonable 
assessment of coverage. [However,] if we’re 
able to do a follow-up study, we’re going to 
record the duration of hand rubbing and 
then see how that correlates with hand 
coverage assessed by the thermal images.

There are several potential applications 
[for these � ndings]: one would be teaching, 
[another] would be competency evaluations. 
The thing that would be the most challeng-
ing would be to use it for monitoring hand 
hygiene on the wards.

ICT®: What results of the study 
surprised you?

JB: The variation and baseline and tempera-
tures really caught me o�  guard, although 
I personally have cold hands. So maybe it 
shouldn’t surprise me, but I thought I was 
a rare person. Maybe that’s the thing that 
surprised me the most. I wasn’t sure what to 
expect regarding the temperature readings 
because I hadn’t read any papers before 
where people had looked at temperature 
changes with alcohol sanitizer. So with the 
temperatures that we got, I didn’t really know 
quite what to expect. 

ICT®: Would you like to add 
anything else?

JB: This whole pilot project, which again, is a 
very small pilot, is designed to see if we can 
improve hand hygiene technique along with 
general compliance rates because we all want 
to improve hand hygiene for the bene� t of 
patient care. So that’s our long-term goal. �

Note: This interview has been edited for length 
and clarity.

REFERENCES AVAILABLE AT 
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Thermal imaging showing where hand sanitizer has been applied.
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T he Centers for Disease Con-
t r o l  a n d  P r e v e n t i o n  (C D C ) 
announced on September 13 that 

polio viruses found in New York state 
meet the World Health Organization’s 
(WHO) criteria for circulating vaccine- 
derived poliovirus (cVDPV).1 This 
announcement stems from a single case 
of paralytic polio in an unvaccinated 
adult in Rockland County, New York, 
and from viruses being found in several 
wastewater samples from communities 
near the patient’s residence. The cVDPV 
declaration means that polio continues to 
be transmitted in Rockland County and 
surrounding areas.

In August 2022, the CDC sent a small 
team2 of federal investigators to New York 
State to investigate. The single case of 
polio is reported to be an unvaccinated 
20-year-old man3 who contracted the virus 
and is said to have suffered paralysis. No 
other information is available about the 
patient’s condition.

New York Governor Kathy Hochul 
declared a state of emergency shortly after 
the case of paralytic polio had been deter-
mined. The declaration stated that “local 
health departments are actively respond-
ing to the poliovirus outbreak through 
investigation support, contact identification 
and monitoring, vaccine administration 
for exposed contacts and focused current 
high-risk populations, and education and 
outreach…. The State government must 
support the municipalities, localities, and 
counties in their efforts to facilitate and 
administer vaccinations and tests for polio-
virus, and to prevent the disease from 
continuing to spread.”

This is the first case of polio in the United 
States since 2013. The last case to originate in 
the country was in 1979. Polio can originate 
from different countries and travelers can 

bring it back to the 
United States.

Add it ion a l ly, 
genetically related 
polioviruses were 
detected in waste-
water samples col-
lected in Orange, 
Rockland, and Sul-
livan counties in 
New York in April, 
May, June, July, and 
August 2022.

The United States 
now joins a l ist 
of about 30 other 
countries4 in which 
cVDPVs have been 
identified. cVDPV 
occurs when local 
immunity to poliovirus is low enough to 
allow prolonged transmission of the original 
weakened virus in the oral polio vaccine.

As the virus circulates and more 
genetic changes occur, it can regain its 
ability to infect the central nervous system 
and cause paralysis. It is important to note 
that cVDPVs are not caused by a child 
receiving the polio vaccine. The oral polio 
vaccine has not been used or licensed in 
the United States since 2000 but continues 
to be used in other countries.

As part of a larger investigation, CDC 
is working with WHO, the Pan American 
Health Organization, and other inter-
national public health organizations in 
looking at wastewater samples outside the 
United States. The virus’ genetic sequences 
from the patient from Rockland County 
and wastewater specimens collected in 
New York have been linked to wastewater 
samples in Jerusalem, Israel, and London, 
United Kingdom,5 indicating community 
transmission. The viral sequences from 

the patient and from 3 wastewater speci-
mens had enough genetic changes to meet 
the definition of a VDPV.

“Polio vaccination is the safest and 
best way to fight this debilitating disease 
and it is imperative that people in these 
communities who are unvaccinated get 
up-to-date on polio vaccination right 
away,” said José R. Romero, MD, director 
of CDC’s National Center for Immunization 
and Respiratory Diseases, in a statement. 
“We cannot emphasize enough that polio 
is a dangerous disease for which there is 
no cure.”

CDC said no other additional cases of 
polio have been reported in the United 
States. The update does not impact current 
CDC recommendations for polio vaccina-
tion for children or adults. 

This article was first published on  
ContagionLive.com.1
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CDC: Vaccine-Derived Polio Is 
Circulating in the United States
BY JOHN PARKINSON
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P resident Joe Biden spoke recently 
on the television show 60 Minutes at 
the North American International 

Auto Show in Detroit, Michigan. When 
asked if the pandemic was over, President 
Biden replied, “The pandemic is over. We 
still have a problem with COVID[-19]. We 
are still doing a lot of work on it. But the 
pandemic is over. If you notice, no one 
is wearing masks. Everyone seems to be 
in pretty good shape. And so I think it’s 
changing. And I think this is a perfect 
example of it.”

Infection Control Today® (ICT®) reached 
out to Ambassador Deborah L. Birx, MD, 
for her opinion on the president’s words, 
based on her expertise on infectious dis-
eases and her history of working for the 
Centers for Disease Control and Prevention 
(CDC) and US Department of State.

In the interview, Birx shows view-
ers the published data and describes 
the work she has done combating HIV 
and how it translates to SARS-CoV-2. She 
also discusses whether the United States  
and the CDC have a money problem 
regarding research.

In addition, Birx spoke directly to Mr. 
Biden: “I would say, ‘Do what you said; 
you had a good plan. You need to use 
data and science, you need to get the data 
and you need to do the science. You have 
highly capable people within the federal 
government and within the state and local 
governments that can help you do this. So 
talk to Republicans, talk to Democrats, and 
really create a pandemic response program 
built off what we know today. And find out 
how to make a better future. Treat every 
hospitalization and death as a federal fail-

ure of programming. And you’ll figure out 
how to fix it. I know they’re smart people 
there. I know they will know what to do, 
but they need the data. And they need the 
political will to make it happen.”

Birx also implores the public: “Get 
boosted with a new booster but understand 
that doesn’t make you into Superman. So 
if there’s a surge, make sure, if you have 
someone with comorbidities, to protect 
them. Know they have to mask. Know they 
have to get tested. Get them Paxlovid. Get 
them the treatment that they need. We 
can save American lives. We just need to 
do it together.” 

Birx: According to Science and Data, 
the COVID-19 Pandemic Is Not Over
BY  TORI WHITACRE MARTONICZ

With health care-associated infec-
tions (HAIs) costing so much in 
emotional, physical, and financial 

ways, the public is asking what can be done. 
Therefore, the search for pathogen-directed 
products used to prevent HAIs, evidence for 
decolonization, and new drugs to prevent 
antimicrobial resistance are topics that 
need to be discussed and researched.

To review these topics and others with 
the public, the Centers for Disease Control 
and Prevention (CDC) and the Food and 
Drug Administration (FDA) cosponsored a 
public virtual workshop titled Drug Devel-

opment Considerations for the Prevention 
of Healthcare-Associated Infections1 on 
August 30, 2022.

John A. Jernigan, MD, MS, and Michael 
Craig, MPP, talked with Infection Control 
Today® (ICT®) about the workshop and 
their own presentations.

ICT®: Please share some of your profes-
sional background with ICT®’s readers.

John A. Jernigan, MD, MS: [I] serve 
as chief of Epidemiology Research and 
Innovations Branch, Division of Healthcare 

Quality Promotion at the CDC. [I have]  
30 years of experience in clinical infectious 
diseases and health care epidemiology…
[and have] served for 6 years as hospital 
epidemiologist at Emory University before 
joining CDC in 2001. [I have] served on the 
board of directors for both the Association 
for Professionals in Infection Control and 
Epidemiology and the Society for Health-
care Epidemiology of America (SHEA), was 
named SHEA Investigator awardee in 2005, 
and served as president of SHEA in 2013. 
[I have] over 140 peer-reviewed original 
research publications related to the pre-

Preventing Health Care–Acquired 
Infections: A CDC and FDA Workshop
BY INFECTION CONTROL TODAY® EDITORIAL STAFF

To watch the full interview
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vention of HAIs and antibiotic resistance.

Michael Craig, MPP: Since 2016, [I have] 
served as director of CDC’s cross-cutting 
antimicrobial resistance activities [and am 
an] ex officio member representing CDC 
on the Presidential Advisory Council on 
Combating Antibiotic-Resistant Bacteria. 
[I] also work closely with leadership within 
the US Department of Health and Human 
Services to align public health activities 
related to antimicrobial resistance across 
multiple federal agencies.

ICT®: Please give an overview of the 
CDC & FDA workshop.

JJ: The CDC and FDA cosponsored a public 
virtual workshop involving members of 
the public, academics, and representatives 
of the pharmaceutical industry to discuss 
the current state of development of new 
medicines for preventing HAIs and anti-
biotic resistance. The workshop included 
presentations reviewing the evidence 
supporting decolonization and pathogen 
reduction (in colonized patients) as a strat-
egy to prevent infection and transmission 
of antimicrobial-resistant health care–
associated pathogens, and challenges and 
potential approaches to drug development 
and registration of such products.

ICT®: What did you cover during your 
portion of the workshop, and what are 
the most important takeaways?

DB: I discussed the rationale for decoloniza-
tion as an antibiotic-resistance prevention 
strategy. I reviewed how colonization by 
antibiotic-resistant pathogens increases risk 
of infection and increases risk of transmis-
sion to others, and is therefore an important 
driver of antibiotic resistance, particularly 
in health care. For these reasons, reducing 
colonization by resistant organisms may be 
a potent prevention strategy. Furthermore, 
treating people who are colonized with 
resistant organisms can reduce risk not 
only to those who are treated, but also to 
the surrounding population by decreasing 

shedding or transmission; we refer to this 
as indirect benefit of treatment. Math-
ematical modeling suggests that use of 
effective decolonizing agents will save more 
lives through indirect benefit—preventing 
transmission—than will agents that treat 
infections. 

MC: Data show that there are 5 to 10 
times as many patients colonized with 
dangerous pathogens than patients who 
become infected. That’s a huge untapped 
opportunity for public health prevention 
efforts. However, health care providers and 
public health experts need more approved, 
regulated tools that help prevent that col-
onization from turning into an infection 
or spreading to others—instead, we have 

to wait to treat it and hope the available 
drugs will be effective. That said, we know 
that antibiotics and antifungals that are 
approved to treat infections are sometimes 
being used “off label” to prevent coloniza-
tion and subsequent infections. We need 
development pathways that could allow for 
new and existing products to be approved 
for prevention. This could help reduce the 
pressure for new drugs, prolong the life 
of the antibiotics and antifungals we have 
today, and ideally benefit an individual 
and a larger population, such as residents 
living in the same part of a long-term care 
facility. In the United States alone, these 
prevention products have the potential to 
benefit the 5 million patients admitted to 
ICUs [intensive care units] each year, the 
1.3 million nursing home residents, and 
the 2.8 million antimicrobial-resistant 
infections that occur annually, and many 
more. We expect there will be many chal-
lenges as scientists and regulators work 
to help public health close this prevention 

gap, but certainly these patients deserve 
that effort from us. 

ICT®: Is there anything you would like to 
add that you didn’t get to cover or wish 
the workshop would have covered?

JJ: We’re hoping that the discussions 
started during the workshop can encour-
age more research and development for 
agents designed to reduce or eliminate 
colonization by pathogens, and also spark 
conversation about a road map for regu-
latory approval for such agents. We think 
there is still a lot of wisdom in the old 
adage, “An ounce of prevention is worth a 
pound of cure.”

MC: Microbes (germs) are resilient and 
constantly evolve. We know that antibiotics 
can save lives from dangerous infections; 
however, they cannot be the only tool in 
our toolbox. If a patient has an infection 
or is colonized by one of these pathogens, 
CDC and health departments and clini-
cians have a comprehensive approach to 
rapidly detect their spread, through the 
AR Lab Network [Antimicrobial Resistance 
Laboratory Network]. Once the threat is 
identified, infection prevention and control 
begins can contain the threats; however, it 
has to be perfectly used consistently and 
correctly by all health care staff in order to 
be most effective. Our patient safety toolbox 
is missing a critical tool, one that will help 
us stop infections before they happen and 
stop transmission once identified: decolo-
nization. The best infection is the one that 
never happens. 
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“Infection prevention and control…can contain the 
threats; however, it has to be perfectly used consistently  
and correctly by all health care staff in order to be  
most effective.”    —Michael Craig, MPP
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T he FDA has authorized a bivalent 
booster1 for SARS-CoV-2 that contains 
the spike protein of the ancestral 

strain (original 2020 strain) and the BA.4/5 
variant. On September 1, the Centers for 
Disease Control and Prevention (CDC) 
recommended the administration of 
the newly reformatted P� zer-BioNTech 
booster for individuals 12 years and older. 
The reformulated Moderna booster was 
recommended for adults 18 years and 
older. The reformulated boosters appear 
to be safe, and much needed in view of 
the 318 deaths2 [at time of writing] a day 
from COVID-19 and the growing dangers 
of long COVID-19 with each reinfection.

Although some controversy surrounds 
the boosters, much of this is unfounded. 
There have been 2 clinical human trials for 
SARS-CoV-2 boosters—1 for the ancestral 
strain and the other for a bivalent booster, 
which also incorporated the BA.1 spike 
protein. The BA.1 booster clinical trials 
took months to complete. Meanwhile, the 
virus was not complacent; it continued to 
mutate, from BA.1 to BA.2 to BA.2.12.1 to 
BA.4/5. By the time the clinical trial was 
completed, the virus had undergone 3 
major evolutions.

All data to date have shown the vac-
cines to be e� ective in preventing severe 
disease and hospitalizations. Because of 
the immune escape potential of the BA.4/5 

variant, the FDA asked P� zer-BioNTech 
and Moderna to reformulate the vaccine to 
incorporate the BA.4/5 spike protein rather 
than including the BA.1 spike protein (BA.4 
and BA.5 have the same spike protein). 
According to information from the CDC 
Advisory Committee on Immunization 
Practices (ACIP) meeting on September 
1 and 2,3 there are only 10 changes in the 
genome between the BA.1 and BA.4/5 
spike protein. Otherwise, the BA.1 and 
BA.4/5 bivalent vaccines are identical. 

The United Kingdom has approved4 and is 
administrating the bivalent BA.1 vaccine.

Why did the FDA ask for the reformu-
lated BA.4/5 booster? It is probably because 
the immunity elicited by the BA.1 strain 
is weak at best, and one can easily argue 
the BA.1 wave was the most devastating 
to date due to its high infectivity. Nation-
ally, it caused more deaths than the Delta 
variant,5 and the anticipated silver lining 
of a large number of people becoming 
immune to SARS-CoV-2 did not occur. 

According to the University of Wash-
ington Institute for Health Metrics and 
Evaluation, infection with the ancestral 
[Alpha] and Delta variants confers a 78% 
protection against reinfection at 40 weeks. 
This, however, drops to only 29% with 
the Omicron strain6 (B.1.1.529, B.1.1.529.1, 
B.1.1.529.2).

Antibody levels elicited by univalent 
and bivalent BA.4/5 boosters have also 
been measured in mice. The research 
� ndings were presented at the September 

ACIP meeting by Kena A. Swanson, PhD, 
vice president of viral vaccines, vaccine 
research and development at P� zer. The 
results showed that the BA.4/5 monovalent 
and bivalent vaccines greatly outper-
formed the Omicron BA.1 monovalent 
vaccine. The BA.4/5 boosters outperformed 
the original ancestral strain booster in 
the production of antibodies to BA.4/5. 
At a dosage of 1.0 mcg, the monovalent 
booster increased neutralizing antibodies 
by approximately 6.2-fold and the bivalent 

The Autumn COVID-19 
Booster Is Here:
Is It Safe and E� ective?
BY KEVIN KAVANAGH, MD
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 All data to date have shown the vaccines 
to be e� ective in preventing severe disease 

and hospitalizations.”
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by 2.6-fold. (See Figure 1.)7

Of interest is that the BA.4/5 boosters 
also produced robust antibody produc-
tion to the wild-type or ancestral strain, 
even greater than that produced to the 
BA.4/5 variant. The reason for this may 
be the phenomenon called “antigenic 
sin.” Antigenic sin imparts the biological 
advantage of being able to rapidly respond 
to a similar variant without starting anti-
body production from the beginning. But 
it also can mean that the maximum boost 
in immunological response may be to the 
virus that an individual is first exposed 
to. At a lower booster dosage (0.5 mcg), 
the results of the different boosters were 
similar except for antibody production to 
the BA.2 variant. (See Figure 2.)7

Thus, ample safety data and immu-
nological response data indicate that 
the reformulated boosters to the BA.4/5 
variant will provide an improvement in 
efficacy. The magnitude of this improve-
ment is not known, and the mitigation of 
this augmentation due to antigenic sin is 
also not known.

In retrospect, it may have been bet-
ter to have produced and distributed a 
monovalent BA.4/5 booster which relies 
on antigenic sin for the augmentation of 
immunity to the ancestral variant. No 
one really knows.

Similar to the influenza vaccine, to 
maintain efficacy, there is no time for 
clinical trials prior to vaccine production 
and administration. However, efficacy 
will be tracked post distribution. One 
thing is almost certain: If production is 
delayed and another immune-escape 
variant occurs, vaccine efficacy will fall, 
and recently variants have been occurring 
every 1 or 2 months.

In the beginning of the pandemic, 
mRNA vaccines were heralded as a major 
breakthrough allowing the rapid adapta-
tion and distribution of a reformulated 
vaccine. To accomplish this feat in 2 
months is remarkable and validates the 
initial optimism for this technology.

All in all, a monovalent vaccine 
booster for BA.4/5 may have been better. 

However, the current authorized BA.4/5 
bivalent booster promises to give much  
better protection to the BA.4/5 variant 
than the original booster. It has been 
4 months since my last booster, and I 
will be first in line to receive the newly 
reformulated version. 
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Figure 2. Confirmatory Study: Omicron BA.4/BA.5 Monovalent and Bivalent 
Boosters in Mice (Courtesy of Centers for Disease Control and Prevention)7

Mice preimmunized with 2 doses of BNT162b2; boosters given 1 month post dose 2. 
Vaccines administered at 0.5 mcg dose level; d, days; LOD, limit of detection; reference strain, Wuhan-Hu-1.
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Figure 1. Omicron BA.4/BA.5 Monovalent and Bivalent Boosters in Mice  
(Courtesy of Centers for Disease Control and Prevention)7
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TOP TWEETS
Expert Interviews

For more interviews with expert clinicians and health care professionals, visit
www.medicalworldnews.com

”
“We are in a completely di� erent place than we were in 2020. It is time to shift 

our focus and fi nd our way back to being nursing homes…. The outward facade 
of nursing homes needs to change. Once we are seen as a home again and not an 
institution, when the singing and dancing return inside these walls, maybe then 
will we also see a return of caregivers who want to work here again. For me, it’s 

about the honor and joy of caring for those who once cared for us.

Immunity Lessons From COVID-19: 
Natural Infection vs Vaccination
Several of the studies that came out of the COVID-19 pandemic focused 
heavily on the di� erences between natural and vaccination immunity 
and were conducted by Laith Jamal Abu-Raddad, PhD, who spoke in an 
exclusive interview with ICT®. He discussed some of the � ndings about 
immunity and vaccination hesitancy, as well as his presentation titled 
“Immune Protection of COVID-19 Vaccination and Natural Infection,” at 
Frontline Worker Safety in the Age of COVID-19: A Global Perspective, a 
Health Watch USA webinar that took place on September 14, 2022.

 LISTEN: https://bit.ly/3y7fyca

UV-C Light Technology: E� ective or a Waste of Money?
For decades, UV-C light has been used to reduce health care–associated 
infections in health care facilities. Study data also have proved UV-C to 
be e� ective against SARS-CoV-2, but not everyone believes that UV-C is 
worth having any of the limited funds of health care facilities directed 
toward it. Speci� cally, the health care sector wanted information about 
the UV-C technology, so a leader in impartial health care research, KLAS 
Research, conducted a study of Surfacide, a UV-C technology company, to 
do a deep dive into the industry. 

 LISTEN: https://bit.ly/3ft20RL

Sepsis: Earlier Detection With New Artifi cial Intelligence Tool
A sepsis diagnosis is expensive and deadly, and early detection and treatment 
are key to saving lives. However, sepsis is not always easy to diagnose early, 
so an advanced analytics surveillance tool can increase the chances of an 
improved outcome. Mary Barthel, MD, discusses sepsis and the POC Advisor 
surveillance tool that Blessing Health System is using to � ght the condition.

 LISTEN: https://bit.ly/3CaAX5A

Alexandra Peters, PhD, joined After 
Hours™ to discuss her many talents 
and interests such as writing and 
performing music within the 
health care industry, and dressage. 
@ICT_magazine
Watch: http://ow.ly/ogC850JF7Xz

Medical World News™

@medicalwrldnews

RT WAXIEbuzz “RT@NACorp_twt: 
Foodborne illnesses can be prevent-
ed with regular infection preven-
tion procedures. Here are the basics 
of #foodservicehygiene by 
@ICT_magazine:
https://hubs.ly/Q01ltdFz0

Hurley Supply
@HurleySupply

Preventing Health Care-Associated 
Infections: A CDC and FDA Work-
shop https://bit.ly/3rJexU1 via 
@ICT_magazine

Sterile Processing University, LLC
@SterileLlc

Environmental services teams are 
key players in ensuring patient 
satisfaction and combating HAIs, but 
many of them are virtually invisible. 
Read more on how investment in 
environmental services saves money 
and lives, boosts morale. 
https://bit.ly/3g0kGJ6

Clean Hospitals
@Clean_Hospitals

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

—Anne Courliss-Lane, 

RN, IPC

SCAN TO
 READ MORE: 
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A lthough many news outlets are 
quick to use the term “post pan-
demic” for a public eager to hear 

it, the truth is that COVID-19 is here to 
stay. In the early days of the coronavirus 
outbreak, a national narrative that chil-
dren were not adversely a� ected quickly 
became mainstream communication. 
The physical burden of disease was not 
signi� cant at � rst, but the toll on mental 
health, including emotional, social, and 
psychological well-being, was severe. 
Children also experienced greater adverse 
health outcomes, with the emergence of 
the Delta strain, with rising concern over 
conditions such as myocarditis and pediat-
ric in� ammatory multisystem syndrome.1

Disruption of Pediatric Care 
Delivery Systems
COVID-19 set in motion a chain of events 
that catastrophically disrupted the pedi-
atric health care delivery system.2 Along-
side mandated social distancing and 
implementation of other infection control 
measures, seasonal in� uenza and respira-
tory syncytial virus (RSV) patterns were 
severely disrupted, prompting o� -season 
outbreaks. Vaccination rates plummeted 
across the board, creating vulnerabili-
ties to communicable disease outbreak 
not seen in nearly a century.3 Providers, 
particularly in telehealth, were more 
inclined to prescribe antibiotics “just in 

case” in the face of a lack of treatment 
guidelines and parameters for COVID-19 
and escalating parental fears, increasing 
the risk for antibiotic resistance.4 Pediatric 
nurses, seen as expendable cost burdens 
in the � rst phase of the pandemic, were 
laid o� , creating a shortage of experienced 
health care providers equipped to serve 
families with education and interventions 
to promote infection prevention.5 Parents 
grew frustrated with social restrictions, 
fearing the unknown resulting harms. 
Many protested or even refused to adhere 
to public health guidelines.4 

Increasing Risk for Transmissible 
Communicable Disease
Recently, the Centers for Disease Control 
and Prevention (CDC) signi� cantly revised 
the restrictions associated with COVID-19 
infection.6 This means more children 
than ever in the last 3 years are back in 
school, attending extracurricular activities, 
traveling, and visiting friends and family. 
The seasonal virus patterns on which we 
rely to predict the probability of a severe 
influenza or RSV season point to what 
is likely to be a winter with signi� cant 
respiratory disease burden.7

Effective Primary Prevention 
of Pediatric Infections
The public narrative and family concerns 
seem to � xate on debates over vaccination 

for COVID-19 and in� uenza; but it is crit-
ical for pediatric health care providers to 
maximize every opportunity to educate 
parents and encourage them to imple-
ment a layered protection approach. Basic 
infection prevention measures are time 
tested, evidence based, and essential in 
providing robust protection against the 
transmission of communicable disease. 

Handwashing
Since the days of Florence Nightingale, 
great emphasis has been placed on the 
importance of cleanliness, hydration, 
nutrition, sunlight, and environmental 
hygiene as critical factors in infection 
prevention.8 It is well documented that 
e� ective handwashing is by far the best 
way to prevent organism transmission. 
These days, in which heated debates 
o� en rest on technical aspects of infec-
tion control such as immunoassay and 
mRNA vaccination technology, it is crucial 
to emphasize to parents that modeling 
a primary barrier of protection such as 
handwashing cannot be underestimated. 
The CDC estimates that approximately 
1.8 million child deaths occur each year 
from communicable disease, but advises 
that e� ective handwashing could protect 
as many as 1 in 3 children from diarrheal 
illnesses and 1 in 5 children from respira-
tory illnesses.9

Families should wash their hands 

Infection Control in Pediatrics:
Primary Preventions to Promote Child Health

FEATUREFEATURE

BY JESSICA L. PECK, DNP, APRN, CPNP-PC, CNE, CNL, FAANP, FAAN
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before, during, and after food prepara-
tion; before eating; when arriving back 
home after being in the community; 
after toileting; after caring for or playing 
with pets; and after playing outside. Chil-
dren should be taught to cough into their 
elbow or a tissue and to wash their hands 
afterward. There is no scientific evidence 
to demonstrate that antibacterial soap 
is more effective than regular soap, and 
emphasis should be placed on timing and 
method. Evidence shows handwashing is 
most effective when done for 20 seconds 
with water (warm or cold) and soap, which 
work together to trap germs and remove 
them. Hand sanitizer should be used 
only when handwashing is not possible 
or after handwashing is completed and 
should contain at least 60% alcohol. For 
health care providers, hand sanitizer 
is recommended as primary sanitation 
because of the extreme frequency with 
which hand hygiene is needed. Evidence is 
inconclusive whether drying with a paper 
towel or a hand dryer is more sanitary, but 
regardless, germs spread more easily with 
wet hands and should be dried quickly.9

Nutrition and Sleep
Increased risks of severe COVID-19 com-
plications in the presence of preexisting 
health conditions invigorated dialogue 
about the importance of basic hygiene 
measures, optimal nutrition practices, 
and sleep hygiene in the role of infection 
prevention. These general measures of 
health are evidence based regarding the 
prevention of infection complications. 
The role of sleep is important in immune 
regulation response. Children should get 
an adequate amount of sleep each night 
with a consistent bedtime routine.2 Every 
effort should be made to provide nutritious 
meals. These are significant consider-
ations for underserved populations who 
may have less reliable access to steady 
childcare while working essential jobs or 
limited financial means to access nutri-
tious foods. Pediatric care providers should 
screen all families for food insecurity and 
make every effort to connect patients to 

resources while respecting and preserving 
their dignity.10

Antibiotic Stewardship
Each year in the United States, there are 
2.8 million antibiotic-resistant infections 
with more than 35,000 deaths. The annual 
cost to treat multidrug-resistant infec-
tions is more than $4.6 billion.11 Antibiotic 
stewardship is vital in preventing the 
development of drug-resistant infections 
in children. An estimated 29% of anti-
biotic prescriptions for nonhospitalized 
children are improperly prescribed. Diag-
noses of otitis media, pharyngitis, and 
sinusitis often result in improper antibi-
otic selection, and nonsuppurative otitis 
media, bronchiolitis, influenza, and viral 
upper respiratory infections often result 
in unnecessary antibiotic prescribing. 
Adverse reactions including Clostridioides 
difficile infection, gastrointestinal upset, 
and allergy or anaphylaxis can occur.12 

The CDC provides free training on 
antibiotic stewardship including topics 
such as opportunities for improvement 
in antibiotic prescribing, communication 
training for clinicians, and risks and 
benefits of antibiotic therapy. Providers 
should self-evaluate antibiotic prescribing 
practices and implement or participate 
in an antibiotic-prescribing tracking and 
reporting system. In addition, care should 
be taken to educate patients about the 
potential harms of antibiotic treatment.13

Vaccination
Vaccines are a miracle of modern med-
icine but are now a widely contentious 
topic as parental hesitancy and refusal 
increase. The World Health Organization 
reports an estimated 25 million infants 
missed scheduled vaccine doses in 2021, 
2 million more than in 2020 and 6 million 
more than in 2021.14 Providers should use 
every visit as an opportunity to ensure that 
every child has maximum protection from 
vaccine-preventable illness, rather than 
simply assessing that during well-child 
visits. Communication about parental 
concerns should be collaborative, not com-

bative, conveying empathy and respect. 
Addressing specific parental questions 
and concerns should take priority over 
generalized assumptions or a templated 
approach to vaccine education.15 Recall 
systems are well established in their 
effectiveness to increase vaccination rates, 
regardless of delivery methodology.16 In the 
face of increasing parental requests for 
alternative vaccine schedules, providers 
should follow the guidelines on routine 
immunization as published by the CDC 
and the Advisory Committee on Immuni-
zation Practices. This includes all routine 
childhood vaccinations, seasonal influenza 
vaccination, COVID-19 vaccination, and 
catch-up vaccinations.17

Conclusion
Partnership between families and pedi-
atric providers is essential to support a 
multilayered approach to providing a 
comprehensive infection control strategy. 
As the world moves into a new phase of 
living with COVID-19 and analyzes lessons 
learned, collaborative relationships culti-
vated with empathy and understanding 
will create an effective scaffolding to help 
children attain optimal health. 
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As a perioperative nurse and infection 
preventionist (IP), I see the struggles 
that both specialties are facing in 

practice today. Behind the double doors, 
perioperative nurses are making do with 
lean sta�  and working to advance knowl-
edge on infection prevention practices as 
they quickly onboard new team members. 
Operating room (OR) supply shortages are 
forcing us to consider safe alternatives that 
still protect patients from infection when 
critical supplies are running low. On the 
other side of the double doors, IPs are 
working across their facilities to balance 
ongoing COVID-19 vigilance while also 
responding to the widespread e� ects of the 
pandemic, such as a spike in several health 
care-acquired infections (HAIs) including 
methicillin-resistant Staphylococcus aureus
(MRSA) bacteremia. This HAI uptick is put-
ting the infection prevention community 
on high alert to control further spread of 
HAIs that could lead to deadly outcomes, 
including surgical site infection (SSI). 
Amid these practice challenges, there is 
one certainty—we can’t face them alone, 
especially as postpandemic burnout is a 
stark reality for all of us.

Tackling Infection Prevention 
Challenges Together
I frequently remind perioperative nurses 
that infection prevention colleagues are 
critical allies when it comes to voicing 
their concerns about infection safety risks. 
Historically, IPs have worked closely with 
perioperative nurses in the � ght to prevent 

the spread of transmissible infections to 
surgical patients. This close collaboration 
must continue—not only for the chal-
lenges we now face, but also for the future 
infection risks we need to prepare for. The 
current outbreak of monkeypox provides a 
perfect example of how we are constantly 
learning how new and sometimes known 
but uncommon viral diseases could be 
transmitted in the perioperative setting 
to stay ahead of the curve. 

From my shared perspective in both 
practice specialties, I see how collaboration 
and camaraderie between perioperative 
nurses and IPs can build resiliency and 
knowledge on safe practices to reduce 
infection transmission in the health care 
setting. Here are 6 key challenges where I 
see value in perioperative nurses and IPs 
working together.  

Sta�  ng shortages risk patient safety.
Sta�  ng shortages made the top of Emer-
gency Care Research Institute’s (ECRI’s) 
2022 list of patient safety risks, in which 
they cite data such as hospital registered 
nurse turnover being at 18.7% in 2020. 
They also note concerns such as age close 
to retirement as a factor that will only 
increase nursing shortages in the near 
future.1  We know the impending worsening 
of sta�  shortages is not unique to nurs-
ing, as IPs, physicians, and other critical 
health care positions are also expected to 
be short-sta� ed. Such shortages can have 
lasting e� ects, a� ecting patient safety, care 
disparities, and burnout. 

Despite reading these bleak data, some 
recommendations in the report give me 
hope. ECRI suggests designing the health 
care system to be nimble in responding 
to staff needs1—a perfect opportunity 
for perioperative nurses and IPs to stand 
together in voicing such needs, whether 
those be mental health support or the 
ability to share patient safety data in a more 
� uid manner.

Widespread burnout highlights the 
need for resilience. Speaking of mental 
health, the ECRI report also cites startling 
data on the current state of mental health 
concerns that spiked during the COVID-
19 pandemic response. For example, a 
2021 survey of nurses found that 28% 
demonstrated heightened anxiety during 
unexpected events.1 If we are being honest 
with ourselves and our teams, we know 
that burnout was a reality before COVID-
19. Now that the issue is being discussed 
widely, perioperative nurses and IPs can 
take this opportunity to foster new ways to 
connect and support each other for morale, 
resiliency, and practice safety.

Supply shortage solutions require 
shared decision-making. Supply short-
ages can pose major risks for infection 
transmission and other patient safety 
issues when health care providers are 
forced to “make-do” with what they have. 
For example, during the recent shortage 
of sterile water, which is critical for keep-
ing instruments clean and moist during 

Nurses and Infection Preventionists:
An Integral Partnership 
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surgery to facilitate cleaning, OR nurses 
asked the professionals at Association of 
periOperative Registered Nurses (AORN) 
how to sterilize water themselves in the 
surgical setting. This workaround is not 
ideal for patients or staff and speaks to the 
need for ECRI’s recommendation to support 
“planning, preparation, communication, 
flexibility, and cooperation with outside 
collaborators” to safely navigate supply 
chain disruptions.1 Perioperative nurses 
and IPs share a foundational understanding 
in infection control measures in the OR 
and need to amplify a united voice and 
evidence-based rationale for discussing 
safe alternatives to supply shortages with 
vendors and other facility collaborators.

Increased infection rates demand 
data sharing. Recent findings on the 
state of HAIs flag several key trends that 
perioperative nurses and IPs should review 
and track together. For example, Lastinger 
et al2 analyzed data from the Centers for 
Disease Control and Prevention (CDC) 
National Healthcare Safety Network and 
found that standardized infection ratios 
were significantly higher than those of the 
prepandemic period and showed increases 
that spiked in quarters 1 and 3 of 2021, 
when there was a high number of COVID-19 
hospitalizations. Specifically, rates of central 
line–associated blood stream infection 
(CLABSI), catheter-associated urinary 
tract infection (CAUTI), ventilator-associ-
ated events (VAEs), and MRSA bacteremia 
increased. On a positive note, standardized 
infection rates for Clostridioides difficile 
infection went down, which was attributed 
to enhanced surface cleaning during the 
pandemic. Also, SSI rates did not increase; 
however, with MRSA bacteremia rates being 
high in 2021, this common contributor to 
surgical infection could lead to an increase 
in SSI that we will see in forthcoming 2022 
infection rate data.

The bigger trend I see in these infection 
rate increases in CLABSI, CAUTI, VAE, and 
MRSA bacteremia is a clear indication that 
we have a heavy burden of sick patients 
who require the central lines, catheters, 

and ventilators that are associated with 
these infections. Additionally, consider 
how staffing challenges are bringing an 
influx of new nurses into practice who are 
just learning critical infection prevention 
practices. Increasing HAI rates also remind 
us how important it is to be mindful of 
antimicrobial resistance patterns. The 
COVID-19 pandemic set us back in many 
ways, but these setbacks must be tempo-
rary, as the CDC reminds us, noting that, 
“if properly resourced, the US can continue 
to build resilient public health and health 
care systems to keep our nation safe from 
antimicrobial resistance.”3 Collecting and 
sharing HAI data can help us better under-
stand the HAI realities we face, so we can 
address them directly for all patients and 
for overall safety in the health care setting.

Teams must get back to basics with 
infection prevention knowledge. Luck-
ily, we have a wealth of evidence-based 
knowledge and practice guidance available 
to show all health care providers how their 
actions can directly impact HAI rates. For 
new health care professionals, traveling 
professionals, and even seasoned veterans, 
getting back to basics will arm them with 
the knowledge to make smart practice deci-
sions. In surgical care, perioperative nurse 
leaders and IPs can present a collaborative 
review of the basics, such as hand hygiene, 
sterile technique, and skin preparation to 
protect surgical patients from HAIs. These 
recommended best practices and the evi-
dence supporting them are discussed in 
AORN’s Guidelines for Perioperative Practice 
and in supplementary guideline implemen-
tation resources through the association’s 
eGuidelines+ and Guideline Essentials (a 
member benefit). One important tool in 
these implementation resources is a gap 
analysis survey for each guideline to eval-
uate and shore-up staff knowledge gaps. 
For example, AORN has been receiving a 
high number of member questions about 
sterile technique practices, such as how long 
a sterile field can be covered. A gap analysis 
would identify such areas for perioperative 
nurses and IPs to reteach best practices and 

share the infection rate data directly linked 
to those best practices.  

Staff instability indicates a need for 
better team communication. Beyond 
infection issues, we know that simply get-
ting staff talking and collaborating within 
a culture that supports speaking up can 
significantly reduce risks for patient safety 
events. As new and traveling team members 
become acclimated to their current roles, we 
need to make sure we are fostering healthy 
communications within a safe environment 
where all staff feel comfortable raising 
issues. IPs and perioperative nurses can 
model team communication by collaborat-
ing on any number of critical safety issues 
that need to be tackled, whether sharing 
surveillance data on infection rates or part-
nering to address supply chain concerns. 
Even common daily pressures to be more 
efficient in the OR can create patient safety 
risks that perioperative nurses and IPs can 
address together. 

As perioperative nurses and IPs face the 
challenges and uncertainties of postpan-
demic practice, they may feel there is little 
time to step out of their individual practice 
bubbles to collaborate. However, taking 
a moment to chat and recognize shared 
challenges can fuel fruitful dialogue and 
lead to new solutions they can implement 
together. Camaraderie, collaboration, and 
data sharing are essential to optimize 
infection prevention as well as morale, and 
we have a better chance of success if we can 
work together. 

AMBER WOOD, MSN, RN, CNOR, CIC, FAPIC,  is  a 
senior perioperative practice specialist at the Association 
of periOperative Registered Nurses (AORN), where she 
has served as lead author for several AORN guidelines. 
Wood offers clinical information to members via the AORN 
Consult Line and contributes regularly to the Clinical 
Issues column in the AORN Journal. She is a member 
of the Association for the Advancement of Medical 
Instrumentation, has served as a liaison to the Centers 
for Disease Control and Prevention Healthcare Infection 
Control Practices Advisory Committee, and is a fellow 
of the Association for Professionals in Infection Control 
and Epidemiology.
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T he US Centers for Disease Control 
and Prevention (CDC) estimates that 
roughly 1 in 25 hospital patients in 

the United States will receive a diagnosis 
of a health care-associated infection (HAI) 
every year.1 Infection preventionists (IPs) 
are actively engaged in and tasked with 
managing their health care facility’s infec-
tion control plan (ICP) to minimize the risk 
of HAIs for patients, sta� , and visitors.

The role of an IP is all-encompassing. As 
pathogens can lurk in any and every nook 
and cranny of a health care facility, the 
highly versatile IP engages with all depart-

ments of a health care facility to prevent 
transmission. Although each day can 

present unexpected challenges of 
its own, at the core of an IP’s day 

are key components such as sur-
veillance, mitigation, education, 

and data analysis and dissemination. The 
following account of an IP’s day includes a 
snapshot of what a typical day can be—that 
is, if all goes according to schedule.

Currently, I am an IP at a 206-bed 
National Cancer Institute–designated 
comprehensive cancer center in Florida. 
Typically, my day starts at 8:30 AM and 
ends at 5:00 PM.

8:30 AM: A� er completing my COVID-19 
screening at the door when I arrive, I head to 
the Infection Prevention and Control (IPC) 
office. I first browse through my email. 
There is an assortment of messages ranging 
from requests from providers to remove 
patients o�  isolation to new infection con-
trol risk assessments (ICRAs) awaiting an 
IP’s signature to approve upcoming con-
struction projects throughout the hospital. 

9:00 AM: It is time to review all the positive 
results the IPs received the previous day. 
These include the hospital’s reportable 
infections, respiratory viruses, vancomy-
cin-resistant Enterococcus, methicillin-
resistant Staphylococcus aureus, and others. 
At this time, I will also enter the patient’s 
electronic medical record and ensure they 
have the proper isolation ordered if needed. 
I call inpatient � oors and ensure the patient 
has the appropriate isolation sign on their 
door and that � oor sta�  are cognizant of the 
results. I determine whether these positive 
results are hospital acquired or community 
acquired. This is a critical component of 
surveillance, and the determination is 
based on how long after admission the 
patient tested positive. I ensure that the 
patient was not previously positive or had 
already displayed signs and symptoms 
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at the time of admission. 
I review any new positive 

blood and urine cultures 
that have resulted and send 

the appropriate workup to the 
CDC’s National Healthcare Safety 

Network if one of these cultures is 
determined to be a CLABSI (central 

line-associated bloodstream infection) 
or CAUTI (catheter-associated urinary 
tract infection). 

10:00 AM: Time for rounds. I complete 
rounds on all my assigned units and clinics 
in the cancer center, ensuring the sta�  are 
following infection control practices and are 
survey ready. Survey readiness is ensuring 
your facility is prepared at any time for an 
unannounced visit from The Joint Commis-
sion; this means proactively maintaining a 
safe and high-quality environment. Areas 
most critically observed include the soiled 
and clean utility rooms: clean versus dirty 
items must be clearly distinguished and 
every supply in its appropriate place. 

Tasks I need to complete include the 
following:
 In the soiled room, confirm that all sharps 

are in the appropriate sharps containers and 
that they are below the line indicating the 
container is full. 
 Ensure that no supplies are stored on 

the floor and that items have been removed 
from their cardboard shipping boxes. These 
containers may be unclean from the transpor-
tation process or may have harbored pests. 
 Review expiration dates on all supplies 

such as saline flushes and chlorhexidine 
gluconate wipes, and give any expired items 
to the appropriate clinical leader. Staff should 
also have access to personal protective 
equipment (PPE) in these rooms, espe-
cially in the soiled room, if they are spraying 
instruments with enzymatic sprays that will 
be transported to the sterile processing 
department (SPD) for reprocessing. 

When completing rounds on each unit 
and clinic, I look at the physical environ-
ment to determine if the hospital’s facilities 
or environmental services department 
need to be noti� ed. For example, I look 

at cleanliness, note any-
thing that needs to be � xed 
(handrail, ceiling tile, etc), 
and place the appropriate 
work order. 

During infection con-
trol rounds, IPs should 
also monitor hand hygiene 
and PPE adherence. They 
should note if all health 
care workers are perform-
ing hand hygiene before 
and after entering the 
room. Also, IPs should 
ensure that sta�  are don-
ning and do�  ng the appro-
priate PPE when entering 
the room of a patient on 
isolation. If nonadherence 
occurs, this is an opportu-
nity to provide real-time 
feedback to sta�  and start 
a conversation regarding 
the correct practice. 

Additional practices for 
IPs can also include the 
following:
 Verifying that patients 

are under the appropriate 
precautions and isolation 
signs, that carts are outside patients’ rooms, 
and that negative or positive pressure rooms 
display the correct pressure reading 
Checking to see if ice machines are clean
 Ensuring ultrasound probes are clean 

and have no residual ultrasound gel 

IPs can also take this time to ask sta�  
questions regarding disinfection practices 
and the contact times of disinfectants. It 
is imperative that sta�  are appropriately 
disinfecting patient equipment, especially 
if it is being shared among patients. 

11:00 AM: While on rounds, I receive a 
call regarding a leak in the computed 
tomography department. I make my way 
over and talk to the facilities department to 
discuss remediation. We will need to take 
moisture readings for the next 72 hours to 
check the drywall. I provide guidance on 
the ICRA barrier and how to contain the 

area. I discuss with the clinic 
sta�  alternatives to using the 
a� ected area, which will need 
to be closed o�  to patients for 
the next few days. I leave after 
approving the ICRA barrier, notifying 
environmental services to clean up any 
residual water, and creating a game plan 
with the appropriate departments.

11:30 AM: I return to the o�  ce and start 
preparing my presentation for the upcom-
ing meeting of our CAUTI Committee, 
whose objective is to reduce our facility’s 
standardized infection ratio. It is a multi-
disciplinary team that meets monthly to 
discuss our CAUTI rate, Foley utilization, 
literature regarding CAUTI, new urinary 
management products, e� orts to reduce 
CAUTI, and more. At our cancer center, our 
team of IPs is involved in many committees, 
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such as the Hand Hygiene Committee, the 
Skin Care Committee, and the Dialysis 
Committee, to provide recommendations 
from the viewpoint of an IP. Committees 
are a great way to be involved in other areas 
of the hospital and create multidisciplinary 
relationships with other departments; as 
each department has a di� erent specialty, 
collaboration is vital. 

12:30 PM: Time for lunch. Time to go down-
stairs to the cafeteria for a warm meal. IPs 
must eat, too!

1:00 PM: I return to the o�  ce to log on to 
Zoom to complete nursing orientation. I 
discuss with our new nurses the facilities’ 
infection control policies and practices 
such as hand hygiene, transmission-based 
precautions, the Occupational Health 
and Safety Administration’s Bloodborne 

Pathogens Standard, and more. Orientation 
is the perfect opportunity to introduce 
new faces to infection control standards 
present in your institution. All orienta-
tions should include an IPC component 
for staff to understand the significance 

of certain practices and know where to 
locate resources regarding infection 

control, should they have questions.

1:30 PM: A� er orientation, I change 
into my hospital scrubs and go to 

our sterile processing department 
(SPD) to complete some rounds. 

I observe that all hinged 
instruments coming from 
the washers are stringed—

placed on an instrument stringer that keeps 
these instruments in an optimal position 
during sterilization—and open and that all 
instruments are in good conditions free of 
dents.” I inspect all packing from peel packs, 
blue wraps, and caskets to ensure they 
have the appropriate indicator that they 
have been sterilized and are within their 
expiration window, and that all packing is 
intact. I review processes, such as the man-
ual cleaning of instruments and scopes, 
and discuss with sta�  each item’s process. 

Checking logs to con� rm that quality 
controls have been correctly logged and 
veri� ed is another component of rounding 
at SPD. I check that items return from the 
operating room or ancillary departments 
and that they were properly sprayed with 
enzymatic sprays and are free of blood and 
body tissues. I ensure sta�  are wearing the 
proper PPE, especially in decontamination 

rooms and that all rooms are under their 
proper pressure. Decontamination and 
soiled rooms need to be under negative 
pressure, and clean rooms need to be under 
positive pressure. Preventing infections in 
the sterile processing department is critical.

2:30 PM: A� er SPD, I go up to procedure 
suites to observe peripherally inserted 
central catheter insertions. In an effort 
to reduce device-associated infections, 
IPs should monitor procedures such as 
central line insertions or Foley insertions 
to ensure staff are maintaining sterile 
barriers, wearing the appropriate PPE, and 
cleaning insertion sites. Sometimes our 
team will also complete central line rounds 

and Foley rounds 
to monitor main-
tenance practices. 

3:30 PM: I return to the 
o�  ce where I check emails 
and phone calls requesting 
isolation to be removed or 
with questions regarding policies such as 
COVID-19 visitation guidelines, bloodborne 
pathogen exposure, and more. At this 
time, I review any new positive urine or 
blood specimens that have popped up in 
my dashboard.

4:30 PM: If I have � nished my other work, 
a few times a month I like to complete 
Continuing Education Unit credits and 
remain up-to-date on my infection control 
education. I will log on to STERIS University 
or the Association for Professionals in Infec-
tion Control and Epidemiology to complete 
a webinar on topics such as HAI prevention, 
hand hygiene, or endoscope reprocessing, 
among others. Alternatively, I may spend 
some time reading a product’s instructions 
for use to ensure we are using the product 
correctly and that it is being cleaned per 
the manufacturer’s instructions. 

5:00 PM: Closing time! It is time to wrap up 
my tasks for the day, respond to that last 
phone call or email, and enter my last Joint 
Commission tracers and hand hygiene/
PPE numbers from all my observations. 
I check my schedule for tomorrow, ready 
for a day of new observations and oppor-
tunities to promote infection prevention 
in my hospital. 

ISIS LAMPHIER, MPH, CIC, is an infection 
preventionist at Moffitt Cancer Center in 
Tampa, Florida. She entered the field of infection 
prevention and control after completing her 
bachelor’s and master’s degrees at the University 
of Florida in Gainesville.
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I   vividly remember this moment from 
when I was 6 years old. My dad was 
pushing me on the backyard swing when 

he said, “Heather, did you know that you 
can do anything you want to? If you put 
your mind to it and you work hard, you 
can do anything.” 

His words stuck with me throughout 
my childhood and into adulthood. They 
gave me the motivation to chase a� er my 
dreams and passions. Today, I repeat the 
same words to my children with a fervent 
hope that they too will reach for the stars. 
However, I now know something that I did 
not know when I was 6 years old. I cannot, 
in fact, do everything. Dad, I know you’re 
reading this. And I’d just like to point out 
to you that, despite my willingness, it is still 
physically impossible for me to li�  a 90-ton 
stone 500 feet into the air and construct a 
pyramid. However, it was seemingly equally 
impossible for the ancient Egyptians, yet 
somehow they accomplished it. Scientists 
have long speculated about how the pyra-
mids were built, but one thing is certain: 
No one did it alone. As it turns out, alone 
we cannot do everything. But together, our 
e� orts have immense potential. 

For the past several months, we have 
been exploring this concept of the 3 C’s: Con-
nection, Communication, and Collaboration. 
In the work we do as infection preventionists 
(IPs), these C’s are essential to ensuring that 
our words are not only heard but listened 
to and acted upon. (If you haven’t had an 
opportunity to read about connection and 
communication, be sure to check out the 
� rst 2 C’s.) This month, let’s dive into dis-
cussing the last of the 3 C’s, Collaboration.

Collaboration refers to the practice of 
working together to achieve a common 
goal. As IPs, we have an endless list of 
goals. We want to decrease our central 
line–associated bloodstream infection 
rates, improve environmental cleaning, 
increase adherence to hand hygiene, iden-
tify the source of an outbreak, and more. 
Although we have numerous strategies 
for improving prevention and control in 
our facilities, all too o� en these strategies 
fall short of succeeding. Why? One simple 
reason is because even when you are an 
excellent communicator and connected 
with the teams you seek to in� uence, with-
out collaboration, all your hard work will 
never achieve the desired outcome. 
We do not know everything, and 
we cannot achieve everything on 
our own. I may be an exceptional 
emergency department nurse, but 
my skills and knowledge are not 
those of an operating room (OR) 
nurse. Still, I have spent a consid-
erable amount of time working as 
an IP in the OR, and my time there 
was highly successful. I was not, 
however, successful because of anything 
I did alone. Rather, I was successful in 
achieving my goals because I was com-
mitted to partnering with the OR teams 
that I worked with. It was together that we 
realized our objectives.

Paul E. Farmer, MD, PhD, an American 
medical anthropologist and physician, once 
wrote that “with rare exceptions, all of your 
most important achievements on this planet 
will come from working with others—or, in 
a word, partnership.”1 Farmer discovered, 

as have 
countless 
others, that when 
seeking to achieve a 
goal, it is always best to 
work together. Every individual 
has a gi� , a strength, a perspective. 
It may not be your perspective, strength, 
or gi� , but that’s the point. It is by working 
together that we can achieve so much. 
Collaboration will o� en result in better 
outcomes and ideas simply because of 
the collective knowledge obtained from 
the partnership. I have never been able 
to solve an outbreak, improve infection 
rates, or write a policy entirely by myself. 

I have always relied on the per-
spectives, the strengths, and the 
gi� s of others. 

Not only will we accomplish 
more and go farther when we work 
together, but the goals we complete 
will be more sustainable. When I 
� nd that my children’s bathroom 
is dirty, it is much easier for me 
clean it myself. However, if I teach 
them how to clean it and develop 

a schedule for cleaning it, the bathroom 
will stay cleaner over time. In the same 
vein, all too o� en we seek to make changes 
without consulting our health care teams 
on the best methods for implementing 
and sustaining those changes. Sometimes, 
instead of taking the time to put sustainable 
processes in place, we take the easier route 
of doing things for our teams. During an 
IP’s performance improvement assessment, 
I asked her, “Who restocks the disinfectant 
wipes when they’re empty?” She proudly 
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replied, “Oh, I do that!” But when I asked 
what happens when she is not there, she 
did not have an answer.

We cannot sustain improvements and 
changes alone. We must collaborate with—
and rely upon—the collective knowledge 
and efforts of our teams. Changes are 
more sustainable when individuals have 
had a part in developing and applying 
those changes. Collaboration then leads 
to sustainability. Sustainability does not 
happen when we come into an area and try 
to � x problems or do the work ourselves. 
Sustainability happens when we part-
ner with others to identify system-level 
problems and develop and implement 
solutions together. 

Collaboration:
The Last of the 3 C’s
Collaboration is the last of the 3 C’s for 
a strategic reason. Before developing a 
partnership with a group of individuals, 
we must � rst be able to e� ectively com-
municate and connect with them. They 
will be more likely to listen to what we 
have to say and be open to partnering 
with us when we have established good 
communication and connections with 
them. But practically speaking, how do
we collaborate with the teams we seek to 

in� uence? Here are a few suggestions to 
get started:  

1.  Humbly ask for help to identify 
problems. When infection rates 

increase and an investigation ensues, 

call upon members of the team to 

assist in the investigation. Ask “What 

do you think is happening here?” I am 

always impressed by the transparency 

and knowledge of the health care 

team when I ask this question. Their 

information is incredibly insightful and 

often points me in the direction of a 

source or a solution. 

2.  Do not arrogantly assume that 
you know everything. This is an 

important life lesson that also translates 

well in the work we do as IPs. I do 

not walk into someone’s home and 

diagnose a problem with their plumbing. 

I first ask them what the problem 

seems to be and then I seek additional 

help in areas I do not have sufficient 

knowledge in, such as plumbing. As 

an IP, you will identify problems that 

you cannot fix alone. You will need to 

rely upon the expertise of individuals 

in engineering, environmental services, 

sterile processing, and other areas to 

help you identify sustainable solutions. 

Know enough to know that you will 

never know everything. 

3.  Identify individuals who are 
passionate about prevention.
Often referred to as infection 

prevention champions,2 these 

individuals are front-line staff who are 

particularly interested in a specific 

area of prevention. They can promote 

prevention on the frontlines and are 

often relatable and listened to by 

their peers. Partnering with these 

champions will increase your 

influence in a particular 

area and improve your 

efficiency. 

4.  Form unit-based safety teams.
These partnerships, often referred to 

as Comprehensive Unit-based Safety 

Programs (CUSPs),3 improve safety 

culture in health care by giving front-

line providers the tools and resources 

needed to support improvements that 

advance clinical safety. CUSP teams 

utilize unit-based staff members to 

advocate safety in health care; they 

will often include your champions and 

discuss more than infection prevention 

and control concerns. Ensure that you 

have a place in unit-based CUSP teams, 

are providing relevant data to the team, 

and are giving opportunities to engage 

in performance improvement projects 

concerning infection prevention. 

Lastly, and the most important lesson 
of the series, is to always listen before 
you speak. Throughout this series we 
have been working toward understanding 
how we can increase our influence and 
get people to listen to and act upon our 
words. Perhaps one of the best ways we can 
accomplish this is through listening � rst. 
I started this series with an example from 
my experience as a mother. Sometimes it 
is truly a challenge to get my children to 
listen to me. But do you know what I have 
discovered? I have found that they are so 
much more likely to listen to me if I have 
listened to them � rst. Sometimes people 
simply need to be heard, and the health 
care workers you are working with are no 
di� erent. They have opinions, perspectives, 
and experiences that need to be heard and 
valued. I guarantee you that if you listen 
to them, they will be more likely to listen 
to you in return. They will appreciate 
your communication, you will more easily 
establish important connections with them, 
and you will develop lasting partnerships 
that result in positive change—all because 
you listened. 

Until next time. 

REFERENCES AVAILABLE AT 

INFECTIONCONTROLTODAY.COM

WWW.INFECTIONCONTROLTODAY.COM

help you identify sustainable solutions. 

Know enough to know that you will 

never know everything. 

3.  Identify individuals who are 
passionate about prevention.
Often referred to as infection 

prevention champions,2 these 

individuals are front-line staff who are 

particularly interested in a specific 

area of prevention. They can promote 

prevention on the frontlines and are 

often relatable and listened to by 

their peers. Partnering with these 

champions will increase your 

influence in a particular 

area and improve your 

efficiency. 
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In a world where electronic hand hygiene 
monitoring has become the hot topic, 
what do you do when you either don’t 

have the system or have a facility that 
doesn’t have the capability for the sys-
tem? This is where creativity kicks in 
and hand hygiene adherence can become 
fun. Welcome to the world of behavioral 

science, where you will learn how to trick 
the minds of your teammates to increase 
adherence to hand hygiene through color, 
images, and a sense of ownership. 

Recently, the neonatal intensive care 
unit (NICU) at Emory University Hospital 
Midtown in Atlanta, Georgia, was unable 
to install the hand hygiene electronic 

monitoring system the rest of the facil-
ity was moving to. Thus, the infection 
prevention, quality, and nursing teams 
started brainstorming ideas for improving 
dispenser placement, monitoring, visual 
aids, and availability of products. With a 
mixture of room layouts, this made the 
project di�  cult at times because some 
areas had open bays, some had a variety 
of wall spaces, and some had curtains. 
The teams realized this problem would 
not have a singular solution. 

The unit team members had been 
monitoring hand hygiene themselves for 
years, which was yielding high adherence 
results and led them to believe there were 
no improvement opportunities. Although 
common for manual, unit-based obser-
vation programs, this belief o� en led to 
falsely high adherence numbers and low 
yield in terms of understanding where to 
focus improvement e� orts. The infection 
prevention and quality teams sent in 
secret shoppers to collect observations, 
and the results were signi� cantly lower 
than the self-observations. The teams set 
out to form a new plan for monitoring 
and increasing hand hygiene adherence 
in regard to the hospital’s tiniest patients. 

The project team started with a 

Big Germs, Little Lives: 
Improving Hand Hygiene Through Behavior 
Modifi cation in the NICU
BY JILL E. HOLDSWORTH, MS, CIC, FAPIC, NREMT, CRCST 
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“spaghetti diagram” exercise, where the 
movement of team members was studied 
and recorded to understand where the 
most-used dispensers were located and 
where additional dispensers were needed. 
A spaghetti diagram is easy to do, but it 
does take time—a team member should 
stand in 1 location and observe movement, 
drawing a line as they watch another 
team member “move” around the unit 
during their normal day-to-day activi-
ties. The project team obtained the unit 
drawings from the facilities management 
team (FMT) to trace the movements for 
accuracy of the analysis afterward. Each 
unique layout of the NICU space was 
studied in the same way and discussed 
by the team. Next, the team included the 
FMT to standardize where the dispens-
ers, paper towels, and sharps containers 
would be located in every patient space. 
This standardized placement helped the 
clinical team create muscle memory to 
increase adherence when in each space, 
so they weren’t searching for the hand 
hygiene products. Partnering with the 
FMT and environmental services while 
rounding for this portion of the project 
was very important, and a great tip for 
success during rounds in general. 

The idea of applying findings from 
behavioral science is not new; however, 
it is not used openly nearly as often as it 
should be. This strategy is a psycholog-
ical approach to changing behavior to 
gain adherence in any type of project or 
process. The idea originally came from an 
Association for Professionals in Infection 
Control and Epidemiology presentation 

observed many years ago by the project 
team members, which demonstrated the 
science behind the use of colors in com-
pany logo design and which the members 
found intriguing. When considering the 
use of color in fliers, education, and bulle-
tin boards in health care, the team consid-
ered how they could use these concepts in 
their own hand hygiene campaign to draw 
attention to the hand hygiene dispensers 
and drive compliance. After reading the 
book Drunk Tank Pink by Adam Alter, the 
infection prevention professionals began 
talking more about using these strategies 
of color, words, images, and other mecha-
nisms to appeal to individuals’ emotions 
and senses.

The project team talked with the 
NICU nursing team about adding visual 
management “placards” above the hand 
hygiene dispensers that would prompt 
them to cleanse their hands. The project 
team showed some examples being used 
throughout the health care system, and 
the comments were surprising—the NICU 

team felt that they were commonly put 
under the adult population umbrella for 
education, campaigns, and other market-
ing plans. They wanted to be seen as an 
area that had specific and different needs, 
patients, and opportunities. 

Hearing this, the project team did  
2 things: 

1.  They worked with their own 

marketing department to find a 

diverse set of neonatal images to use 

on the visual management placards 

that would speak to the NICU team 

members more than adult-centered 

campaign materials would. 

2.  They created a survey for the NICU 

team to come up with and vote on 

a campaign slogan. This allowed the 

team to feel connected and have a 

sense of ownership because they 

had created the slogan and it was 

theirs alone. This was a strategy the 

project team learned from the book, 

The NICU team wanted 
to be seen as an area  
that had specific and 

different needs, patients, 
and opportunities. 

CREDIT: THE LOGO COMPANY HTTPS://BIT.LY/3RO9YYQ
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Contagious, by Jonah Berger, about 

making your ideas go “viral.” By coming 

up with ideas that other teammates 

want to talk about, a concept he 

called “social currency,” you can 

spread an idea without creating 

additional education resources. 

After visual management placards 
were placed on all hand gel and soap 
dispensers throughout the NICU, secret 
observers measured adherence over a 
4-week period. Adherence increased 
significantly, although not as much as 
the team would have liked to have seen. 
Therefore, they set to work brainstorm-
ing additional ideas to further provide 
the NICU team with additional options 
for behavioral modification techniques 
to encourage them to clean their hands. 

The next phase of the project included 
“point-of-use” items placed throughout 
the department. These items consisted 
of various pump bottles and additional 
products that could be used to cleanse 
hands. Another round of observations 
was completed by the secret shopper 
team to monitor the effectiveness of these 
products; however, there was no signifi-
cant difference in overall hand hygiene 
adherence although the products were 

used in the various department areas. 
The project team decided to focus on 

the use of color and the emotions that 
are connected to color. They sent out a 
survey to all the NICU team members 
asking them to associate a specific word 
with various colors. This idea was adapted 
from a study by Jonauskaite et al.1 The 
team took the 4 colors that most related 
to the emotions of happiness and joy and 
outlined the current placards with this 
color and had the back of placards be 

the same solid color. These placards will 
replace the current placards throughout 
the department and will be switched out/
replaced to rotate the colors on a regular 
basis. This intervention is planned to go 
live in the latter part of 2022, with an 
additional round of adherence observa-
tions by the project team. 

This hand hygiene project taught the 
project team to push the limits of creativity 

and to tailor to the department and the NICU 
team’s needs. Feeling a sense of ownership for 
this unique area was important to the NICU 
team, and the team members appreciated the 
attention to detail and helped with buy-in to 
the overall process. Quality improvement 
projects are not always straightforward and 
sometimes require infection preventionists 
to think outside of the box in ways that are 
uncomfortable. This project also showed 
hand hygiene adherence improvement from 
the beginning, although full implementation 

was delayed due to the COVID-19 pandemic. 
In addition, the project helped generate new 
ideas as it progressed and the longer the 
project team had to get to know the NICU 
clinical team.  

Jill E. Holdsworth, MS, CIC, FAPIC, NREMT, 

CRCST, is the manager of infection prevention 

at Emory University Hospital Midtown in 

Atlanta, Georgia. She earned her bachelor 

of science degree in biology from West 

Virginia Wesleyan College in Buckhannon 

and her master of science degree in exercise 

science from Marshall University in Huntington, 

West Virginia. She is the Protective Barriers 

Committee cochair for the Association for the 

Advancement of Medical Instrumentation and 

the 2022 Certification Council Chairman at 

the Healthcare Sterile Processing Association. 

She also serves on the Board of Directors of 

the Association for Professionals in Infection 

Control and Epidemiology. Holdsworth is also a 

certified emergency medical technician (EMT) 

and a volunteer EMT with the Emory Emergency 

Medical Service program in Atlanta.
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Universal Patterns in Color-Emotion Associations 
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Examples of the signs the NICU team created.

This hand hygiene project taught the project team to  
push the limits of creativity and to tailor to the 
department and NICU team’s needs. 
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Integra Biosciences
Integra Biosciences is an international manufacturing 
company that produces various types of pipettes, 
microplate dispensers, pipette so� ware, and other 
products necessary for the liquid handling and media 
preparation applications for research, diagnostics, 
and quality control laboratories. Their website 
also has a blog post about safe practices in the lab 
environment. Based on that post, Integra created 
a poster of key information about working in a lab 
environment, including how to handle exposure 
to potentially harmful biological agents, such as 
personal protection, best practices for managing 
lab waste, and dealing with accidents. Best of all, 
the poster is free to download.   

One of Integra’s featured new products is the 
D-One single-channel pipetting module for Assist 
Plus, which offers automated normalization, hit 
picking, master mix preparation at a touch, and 
many other applications to make lab work easier. 
The Assist Plus pipetting robot enables hands-free 
transfers from individual tubes or wells. 

www.integra-biosciences.com/united-states/en 

The medical cart is one of the most 
important products in the health care 
environment for ensuring that patient 
care is quick, e�  cient, and streamlined. 
The Pegasus PolyCart made from 100% 
antimicrobial polymer material is an 
answer to every health care setting’s 
medical storage issues. 

Some of the special features of the 
lightweight yet rigid and durable PolyCart 
include its modular construction and 
exceptionally high level of disinfection 

with no bacteria accumulation. The poly-
propylene it is made of provides high resis-
tance to various cleaning materials while 
resisting the usual rust or corrosion. The 
best part is the easily dividable drawers.

The PolyCart is available in 3 heights 
and many di� erent con� gurations and 

drawer depths. The variations are created 
for medication, anesthesia, multiuse, 
emergency, procedure, and isolation. 

Additionally, there are many other 
accessories or add-ons for the PolyCart, 
including a defibrillator arm, cardiac 
board, side and waste baskets, laptop 
and Video Electronics Standards Asso-
ciation arm options, intravenous poles, 
and more. Finally, the PolyCarts come 
in various colors for easy identi� cation. 

www.pegasusmedical.net

Bionova Cloud
To save time, energy, and expenses, sterilization departments need to 
optimize work� ow. Bionova Cloud by Terragene can help customers reach 
the highest level of accuracy and e�  cacy for every step of the material 
reprocessing cycle. The so� ware's quality controls are complete and auto-
matic for easy and correct interpretation, which allows close monitoring of 
washing, hygiene, disinfection, and sterilization processes simultaneously. 
Because these quality controls are not done manually, the process saves 
time and produces more accurate results with less e� ort, which is vital in 
the modern-day health care environment.

Bionova Cloud’s e�  cient and accurate monitoring covers washing, which 
uses more indicators, automatic interpretation, automatic registration, 
and easy handling. 
Sterilization includes 
d ig it a l  dat abases 
and autoclaves' daily 
release (BD Veritor Plus 
System test) with auto-
matic interpretation 
and registration.

The chemical mon-
itoring includes auto-
matic interpretation 
and registration and 
biological monitor-
ing. Bionova Cloud is 
a separate Biological Indicator manufacturer for all sterilization-process 
monitoring, and it has sterilizer-related statistical analysis.

The Bionova Cloud is easy to handle, and the digital databases maintain 
the data your company needs. 

www.terragene.com/bionovacloud

Pegasus PolyCart
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Zuno Smart 
Sterilization Container
The Zuno Smart Ster-
ilization Container, 
made by Zuno Med-
ical, an innovative 
technology company, 
has received US Food 
and Drug Administration de novo clearance. This is the � rst 
sterilization container with instant sterile barrier veri� cation 
and real-time monitoring for reliable processing. This new 
technology will save time and money and create a stronger 
connection between operating room and sterile processing by 
eliminating processing delays.

The Zuno smart containers are reusable and intended for 
health care workers to use to hold another medical device that 
needs to be sterilized with prevacuum steam sterilization cycles. 
These containers maintain sterility a� er removal from the steril-
izer until the medical device is used, and they monitor the sterile 
barrier integrity status and deliver the information to users.

The validation of the Zuno smart containers allows for the 
sterilization of its contents in prevacuum steam sterilizers. 
The parameters are 132 °C sterilization temperature, 4-minute 
sterilization, and 30-minute drying time.

The containers have no blue wrap or polypropylene dispos-
ables, eliminating operating room waste. Without delayed cases 
due to process failures, operating room delays are substantially 
decreased. Best of all, the Zuno containers are maintenance-free.  

Allan McNichol, CEO of Zuno Medical, told Infection Control 
Today®, “Getting electronic monitoring to work in a harsh 
environment such as a steam autoclave was no easy task. We 
are proud and excited to deliver a solution that saves time [and] 
money and above all else prevents compromised instruments 
from entering the operating room.”

www.zunomedical.com

Chaplet’s Sterilization Baskets
Chaplet International (Private) Limited is a leader in high-qual-
ity sterilization baskets for dental, surgical, arthroscopic, and 
endoscopic instruments baskets that are used by millions 
of health care workers around the world. The company has a 
high-tech research and development team to develop baskets 
that will meet surgeons’ high standards and requirements. 

Baskets and accessories for the sterilization of surgical, 
medical, dental, and veterinary instruments are available in 
various sizes and designs 
that accommodate a wide 
range of instruments. 
Chaplet also has new 
products for dental and 
surgical operating instru-
ments, including dozens 
of sizes of wire mesh bas-
kets with many options 
for lids. Also, because they manufacture the baskets and trays, 
the company can create custom products for any customer 
need. They also have � ne-mesh boxes in many sizes, available 
with a separate top cover, removable hinges, and catch locks. 
These have a burr-free, smooth � nish and an electrolyte polish.

“Our ISO [International Organization for Standardization] 
13485-certi� ed high-tech facility manufactures FDA-compliant 
sterilization baskets and trays using 150 years’ experience in 
making precise hand tools. Based on our learnings and new 
research, we continue to develop innovative products,” noted 
the company in a press release. 

Pakistan-based Chaplet International (Private) Limited 
has o�  ces in the United States and Canada, and they can ship 
anywhere in the world.

www.chapletint.com

Tristel DUO
Tristel Duo, a chlorine dioxide foam, is a 
cleaner free of alcohol and bleach. It is bac-
terial, fungicidal, and virucidal, enabling it 
to kill Mycobacterium tuberculosis in 1 minute, 
and can inactivate human papillomavirus 
type 16 and type 18 on transvaginal ultrasound 
probes at 30 seconds. Health care workers can 
deliver the foam onto any dry wipe, making 
it e�  cient and economical.  

The Tristel Duo foam is safe for ultrasound 
transducers as well as the disinfection of a 
broad range of medical surfaces and equip-

ment, including cables, probes, holders, and 
plugs, making it convenient for disinfecting. It 
also has the approval of the US Environmental 
Protection Agency (EPA).

To create the foam, Tristel Duo’s unique 
dosing bottle has 2 compartments, each with 
its own solution. The � rst contains Tristel 
Duo Part A solution (sodium chlorite); the 
second contains Tristel Duo Part B solution, 
(citric acid). When the pump is pressed, the 2 
solutions are mixed and the chlorine dioxide 
foam is created.

www.tristel.com/us-en
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CaviWipes™ HP
Surface Disinfectant
CaviWipes HP is the newest member of the trusted 
CaviWipes family providing a fast 1-minute universal 
contact time from an alcohol-free hydrogen 
peroxide formulation that fully qualifies for the 
EPA’s rigorous Emerging Viral Pathogen Claim. The 
High Performance disinfection  protocol offered by 
CaviWipes HP protects both patients and staff.

©2022 Metrex Research, LLC. All Rights Reserved. 

MKT-22-1418 Rev 0

1. List N: Disinfectants for Use Against SARS-CoV-2. Feb 28, 2022, www.
epa.gov/pesticide-registration/list-n-disinfectants-use-against-sars-cov-2.
* Always follow Product Label for Cleaning/Disinfection Directions.
** Data on file.

Simple
Universal 1-minute contact time 
against all 50 listed pathogens 
including MDRO’s (MultiDrug 
Resistant Organisms)

Alcohol-Free
Friendly alternative for those who 
prefer not to use alcohol-based 
wipes; Better cleaning efficacy 
than alcohol-based products.**

Fast
Our 1-step* and 1-minute 
universal contact time reduces 
waiting time for disinfection and 
increases staff efficiency.

Effective
Qualified for the EPA’s rigorous 
Emerging Viral Pathogen Claim, 
protecting you against future 
pathogens as well.

Green Lid With 
New Design 

Coming Soon!

Colored Cap
Easier Staff 

Identification

Duck Tail Design
Easy to Open
& Close with

1 Hand

Strong Hinge
Durable Design

Large Well
Optimal Closure
& Wipe Dry-Out 

Protection

Optimal Orifice
Easy Wipe Pull, 
No Tears & 
No Waste

NEW!

Scan with Your Camera
to get your free 

CaviWipes HP sample
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