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How do we live with COVID-19? What 
started out as a pandemic that we’re 
still dealing with—thanks to waves 

of variants—will always be with us. Viruses 
change. They adapt. We need to, as well. 
Certainly, infection preventionists (IPs) 
and other health care professionals have 
had to change and adapt over the last 19 
months or so just to keep the worst at bay. 

Our cover story on page 18 by Michelle 
Ferrant, DNP, CNS, RN, RNC-NIC, ACCNS-N, 
CBC; and Infection Control Today® (ICT®) Edi-
torial Advisory Board (EAB) member Jenny 
Hayes, MSN, RN, CIC, CAIP, CASSPT, looks 
at how COVID-19 forced neonatal intensive 
care units to foster innovations to save the 
lives of these most vulnerable of patients. 

COVID-19 isn’t the only adversary IPs 
face. There are a host of dangerous patho-
gens out there. EAB member Heather Saun-

ders, MPH, RN, CIC, on page 26 explains 
how we can avoid a future without antibi-
otics. Her game plan includes putting IPs 
on antimicrobial stewardship teams.

One of the pathogens that IPs wrestle 
with constantly is Clostridioides di�  cile. Jan 
Dyer on page 22 talks about how—even with 
a new and improved armamentarium that 
can be used against it—C di�  cile continues 
to come at us. It’s relentless. IPs need to be 
relentless as well. 

These pathogens come at all of us. On 
page 28 you’ll � nd our Q&A with G. Rumay 
Alexander, EdD, RN. She is the American 
Nurses Association scholar-in-residence 
working with the National Commission to 
Address Racism in Nursing. She o� ers com-
pelling advice about how best to address 
racial and ethnic inequities in health care. 

If it seemed as if, during the COVID-19 

surges, IPs were everywhere in hospitals, 
that’s because they were, and that included 
operating rooms. On page 32, EAB member 
Linda Spaulding, RN, BC, CIC, explains 
how IPs can forge stronger ties with the 
professionals who work in ORs. 

There’s a lot to digest in this month’s 
ICT®, and our stable of excellent writers 
and EAB members serves it to you busy 
professionals in a professional man-
ner. And please, by all means, keep us 
informed. Send feedback to Vice Pres-
ident of Content Alexandra Ward at 
award@mjhlifesciences.com. 

Thank you for reading, 

Mike Hennessy Sr
Chairman and Founder
MJH Life Sciences™

Expanding Coverage of IPs’ Expanding Roles
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I’m Tricky and Obvious 
at the Same Time

hand hygiene

  Intensification of existing medical con-
ditions
  Difficulty breathing 
·  Chest pain
  Dizziness

  Muscle pain

For children, my obviousness includes:
  Dehydration
  Severe muscle pain
  Seizures
  Worsening of existing medical condi-

tions
  Difficulty breathing
  Blue lips
  Chest pain

Antiviral drugs might help you recover 
more quickly or at least stop the more seri-
ous problems I can cause. But there’s no 
reason for it to ever come to that because 
I almost forgot this little gem. Your best 
bet for avoiding me completely? A vaccine. 
Just like with that other viral infection.

So, cough it up. Who am I? 

I can fly, traveling in droplets whenever 
someone I’ve infected sneezes, coughs, 
or even sings or talks. You either inhale 

me, or I attach to your hands if you touch 
a surface I’m on. You’ll touch a table, 
smartphone, or computer keyboard and 
then you’ll touch your face. Bang! I’ve got 
you! I’ll soon show up in your nose, throat, 
and lungs.

I’m an unusual mix of obvious and 
tricky, especially this year. Obvious in the 
way I attack you, obvious in the symptoms 
I’ll make you display, obvious in the choice 
of people I’m most likely to infect. Tricky 
not only because I resemble the common 
cold but because it’s difficult to distinguish 
me from that other viral infection whose 
name I won’t mention for 2 reasons: First, 
because you’ve heard it a billion times 
since March 2020 and second, because it 
has made me “that other viral infection,” 
and I don’t like playing second fiddle. 

You want numbers? How about these: I 
kill about 61,000 Americans a year, accord-
ing to the US Centers for Disease Control 
and Prevention (CDC). The CDC also says 
that since 2010, I’ve infected between 9 
million and 45 million Americans annually 
and have hospitalized between 140,000 
and 800,000 more. 

Why the discrepancies? The CDC pulls 
the information from a database in which 
thousands of providers report the number 
of patients that they’ve seen who display 
my symptoms. That database, however, 
doesn’t include every health care provider, 
and it tracks patients with my symptoms, 

not those in which a laboratory confirms 
my presence.

I go after the vulnerable. They include:
  People with weakened immune systems
  Native Americans
  Children under age 5, and especially 

those under 6 months
  Adults older than 65
  Pregnant women and women up to 2 

weeks after giving birth

I might seem like the common cold—
with runny nose, sneezing, sore throat—
except I hit hard, and I hit fast. Usually, a 
cold sort of builds up, crests, then fades 
away. 

You often can shake off a cold—even go 
about your daily activities, such as school 
or work or play, more or less normally—
even when a cold is at its most virulent. 
You can’t do that with me. 

You might have to go to the emergency 
room if I become too obvious. 

For adults, my obviousness includes: 
  Seizures

To discover who I am, visit 
InfectionControlToday.com/
view/sept-2021-bug-month
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The COVID-19 pandemic underscored the 
need for infection preventionists (IPs) to 
work closely with other departments in 
hospitals such as environmental services, 
operating rooms, vascular access, and 
sterile processing teams. There has also 
been discussion about how, despite demo-
graphic challenges,1 IP expertise may be 
needed beyond the health care setting,2

because the pandemic forces schools, 
businesses, public agencies—nearly every 
segment of society—to become more famil-
iar with common infection prevention and 
control processes.

But even IPs who intend to stay with 
hospitals might need to expand their 
reach beyond the walls of those facilities, 
according to study results published in 
Clinical Infectious Diseases (CID).3

An outbreak of mucormycosis among 
transplant patients spurred the inter-
vention of IPs and administrators at the 
hospital. According to the US Centers for 
Disease Control and Prevention (CDC), 
mucormycosis is a rare fungal infection. 
“Mucormycosis mainly a� ects people who 
have health problems or take medicines 
that lower the body’s ability to � ght germs 
and sickness.”4

As a study published in the American 
Journal of Medicine states, “mucormycosis 
is an increasingly well-reported invasive 
fungal infection that a� ects recipients of 
solid-organ transplant…and hematopoi-
etic stem cell transplant and is associated 
with a high morbidity and mortality.”5

The CDC says mucormycosis “most 
commonly a� ects the sinuses or the lungs 
a� er inhaling fungal spores from the air. 
It can also occur on the skin a� er a cut, 

burn, or other type of skin injury.”
In the CID study, the IPs at the hospital 

investigated and found that health care 
linens (HCLs) delivered to the facility by 
an outside vendor were contaminated by 
Mucorales, one of the causes of mucormy-
cosis. They conducted an on-site inspec-
tion of the laundry service, according to 
investigators with the University of Pitts-
burgh School of Medicine who conducted 
the CID study, which helped them � nd the 
source of the infection and implement 
mitigation strategies.

“Targeted laundry facility interventions 
guided by site inspections and step-wise 
culturing signi� cantly reduced Mucora-
les-contaminated HCLs delivered to our 
hospital,” the study concludes. “Collab-
oration between infection prevention 
and laundry facility teams was crucial to 
successful remediation.”

When the problem � rst surfaced, IPs 
began conducting Replicate Organism 
Detection and Counting (RODAC) cultures 
of linens when they arrived at the hos-
pital. When they inspected the laundry 
service, they found a signi� cant number 
of Mucorales cultures despite the fact that 
the processes and layout of the laundry 
facility met industry standards.

“Prior to remediation, 20% of HCLs 
were culture-positive for Mucorales upon 
hospital arrival,” the study states. “Laun-
dry facility layout and processes were 
consistent with industry standards. Sig-
ni� cant step-ups in Mucorales and mold 
culture-positivity of HCLs were detected at 
the postdryer step (0% to 12% [P = .04] and 
5% to 29% [P = .01], respectively). Further 
increases to 17% and 40% culture-pos-
itivity, respectively, were noted during 
pretransport holding.”

Infection Preventionist Team Kills 
Cause of Laundry Contamination
BY FRANK DIAMOND

environmental services
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Vaccine hesitancy1 among health care 
workers (HCWs) concerned health care 
experts even before there were COVID-
19 vaccines, and it surfaced in a head-
line-grabbing manner as more hospitals 
made employment contingent2 on get-
ting the vaccine, cheered on by medical 
associations3 whose members o� en have 
to deal with infectious diseases. This 
issue especially resonates with infection 
preventionists4 (IPs) because they’re 
o� en the ones who oversee vaccination 
e� orts5 in hospitals and other health 
care institutions.

But where to begin? The term “health 
care workers” encompasses about 18 
million people6 in the United States, 
according to the US Centers for Disease 
Control and Prevention (CDC). If HCWs 
comprised a state, it would be the � � h 
most populous state7 in the country.

Start COVID-19 vaccination e� orts 
� rst among female health care workers 
under 30 years old, say study results8

published 
online in the American 
Journal of Infection Control (AJIC).

Investigators with Hangzhou Med-
ical College in China concluded that 
“targeted strategies of COVID-19 vac-
cination need to be formulated and 
implemented for female health care 
workers under the age of 30 years who 
have no history of in� uenza vaccination 
in order to address the issue of vaccine 
hesitancy among HCWs.

“Nine records with a total of 
24,952 subjects were included in this 
meta-analysis,” the study states. “The 
results of this meta-analysis revealed 
that the pooled e� ect value of COVID-19 
vaccination willingness among HCWs 
using a random-e� ects model was 51% 
(95% CI 0.41-0.62). Male, aged 30 years or 

older, having a history of prior in� uenza 
vaccination were facilitators for HCWs’ 
intention to vaccinate against COVID-

Young Females Dubbed Most 
Likely Health Care Workers 
to Be Vaccine Hesitant
BY INFECTION CONTROL TODAY® EDITORIAL STAFF

preventionAs Infection Control Today® (ICT®) has 
reported, IPs need to become more cog-
nizant of the crucial role ventilation plays 
in infection prevention and control at 
hospitals and other health care facilities 
such as nursing homes.6,7

It could be argued that ventilation 
plays a crucial role in infection preven-
tion in every building, including laundry 
facilities, as investigators found out. “Site 
inspection revealed heavy Mucorales-posi-
tive lint accumulation in roo� op air intake 
and exhaust vents that cooled driers; 
intake and exhaust vents that were facing 
each other; roo� op and plant-wide lint 
accumulation, including in the pre-trans-
port clean room; uncovered carts with 
freshly-laundered HCLs,” the study states. 
“Following environmental remediation, 
quality assurance measures and education 
directed toward these sources, Mucorales 
culture-positivity of newly-delivered HCLs 
was reduced to 0.3% (P = .0001); area of 
lint-contaminated roo� op decreased from 
918 m 2 to 0 m 2 on satellite images.”

The study also highlights another point 
made repeatedly by experts who have 
spoken to ICT®: IPs need the backing of 
hospital administrators.8

“Remediation was designed and imple-
mented by infection prevention and facility 
leadership teams,” the study states. 

REFERENCES AVAILABLE AT 

INFECTIONCONTROLTODAY.COM

Despite the fact that the 
processes and layout 
of the laundry facility 

met industry standards, 
infection prevention teams 
found a signifi cant number 
of mucormycosis-causing 

cultures.

FEMALES UNDER 30 YEARS OLD
ARE THE MOST LIKELY GROUP AMONG HEALTH
CARE WORKERS TO HESITATE ABOUT GETTING
THE COVID-19 VACCINE, A STUDY CONCLUDES.
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19 (odds ratio (OR) 1.82, 95% CI 1.37-2.41, 
P = .000, I2 = 59.4%; OR 1.32, 95% CI 1.16-1.51, 

P = .000, I2 = 31.7%; OR 2.97, 95% CI 1.82-4.84, 
P = .000, I2 = 88.1%). The impact of occupation 
on HCWs’ intention to get vaccinated could not 
yet be de� nitively con� rmed (OR 0.85, 95% CI 
0.69-1.06, P = .160, I2 = 85.5%).”

Investigators note that their meta-analysis 
focuses on HCWs who say they intend to get 

the vaccine, as opposed to those who actually get the 
vaccine, and while for the most part intention predicts 
behavior, that’s not always the case.

What they did � nd gives pause: Only 51% overall 
COVID-19 vaccine acceptance among HCWs. “One 
possible contributor for this � nding is that HCWs are 
exposed to more professional information, and therefore 
[have] more concerns about the e� ectiveness and safety 
of COVID-19 vaccine, which may a� ect their decision 
to get vaccinated and hinder their recommendation of 
vaccination to patients,” the study states.

This � nding dovetails with a study9 conducted in 
early May by investigators with McGill University–Fac-
ulty of Medicine in Montreal, Canada, that says HCWs 
want to see more data on the COVID-19 vaccines and may 
want to see how the vaccines a� ect fellow workers before 
they take the plunge. In the United States, some medical 
experts have argued that full approval of the COVID-19 
vaccines by the US Food and Drug Administration—that 
is, moving them out of the emergency use authorization 
(EUA) silo—would help lessen vaccine hesitancy among 

the entire population, including HCWs.10

Hangzhou Medical College investigators in the 
AJIC study concluded: “In the case of newly-available 
COVID-19 vaccine, little is known regarding its e�  cacy 
and safety at this moment for most individuals. Thus, 
global governments should expand and intensify their 
health education e� orts urgently to improve knowledge, 
attitude and practice regarding COVID-19 vaccination 
that are bene� cial to promotion of COVID-19 vaccination.”

Investigators collected their data from English 
databases PubMed, EMBASE, Web of Science, and the 
Cochrane Library. They also collected data from Chinese 
databases the Chinese National Knowledge Infrastruc-
ture, the Chongqing VIP Chinese Science, the Wanfang 
Database, and the China Biomedical Literature Database.

The investigators also touch on the subject of man-
datory COVID-19 vaccination for HCWs. They note that 
although most countries recommend that HCWs get 
vaccinated, Italy—“a� er su� ering from the most severe 
e� ects of COVID-19 among European countries”—man-
dates it. They cite another study that suggests that a 
majority of HCWs would get the vaccine if mandated 
to do so.

Also, a “free vaccination policy may also contribute 
to increase vaccination rates and the result has been 
validated by a study conducted in China.” 
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Resources for Infection Preventionists

  Vaccine for COVID-19: Centers for Disease Control and Prevention
https://bit.ly/3xH0Qp6 

  Vaccines: Johns Hopkins Coronavirus Resource Center
https://coronavirus.jhu.edu/vaccines

  COVID-19 Vaccines: Food and Drug Administration
https://bit.ly/3fZW68h

  Tracking Coronavirus Vaccinations Around the World:
New York Times https://nyti.ms/3yGR08b
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Scienti� c investigators continue to try 
to get a bead on the lambda variant 
of COVID-19, which initial and—as 

yet—not peer-reviewed research suggests 
might display a degree of resistance. That’s 
the conclusion reached by investigators 
with the University of Tokyo, in a study 
posted on bioRxiv.1 Their conclusions 
mirror those of a study released several 
months ago—also not peer-reviewed—by 
investigators in Chile.2

So how concerned should we be by the 
lambda variant? By all means don’t panic, 
Marco Binder, PhD, a virologist at the Ger-
man Cancer Research Center, tells Chemical 
& Engineering News,3 reminding that both 
studies need to undergo peer review. He 
believes that lambda shouldn’t be a game 
changer in Europe and the United States. 
“I have a hard time imagining a variant 
that could displace Delta as easily as Delta 
replaced Alpha.” He says. Binder points out 
that the lambda variant has taken its toll in 
Peru and other South American countries 
where delta is less prevalent.

The Chilean study states that data were 
collected from a “pseudotyped virus.” Inves-
tigators “determined the impact of the 
lambda variant on infectivity and immune 
escape using plasma samples from health 
care workers…who received the 2-dose 
scheme of the inactivated virus vaccine Coro-
naVac,” a vaccine manufactured in China 
that does not rely on mRNA technology.

The study by the University of Tokyo 
investigators states that 2 mutations in the 
lambda variant—T76I and L452Q—make 
it more infectious than the variant that 
had health care systems throughout the 
world reeling this time last year, D614G, 
the so-called wild type. It’s not known as 
of this writing whether the lambda variant 
is more infectious than the delta variant, 
which in many places in the world, includ-

Lambda Variant Continues
to Be Investigated
BY FRANK DIAMOND
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relatively resistant to the vaccine-induced 
antisera, it might be possible that this 
variant is feasible to cause breakthrough 
infection.”

Kei Sato, PhD, a senior researcher at 
the University of Tokyo and 1 of the 2 lead 
authors of the study, tells Reuters that 
lambda “can be a potential threat to the 
human society.”6

The study states that “since the lambda 
variant has dominantly spread according 
to the increasing frequency of the isolates 
harboring the RSYLTPGD246-253N muta-
tion, our data suggest that the insertion 
of the RSYLTPGD246-253N mutation is 
closely associated with the massive infec-
tion spread of the lambda variant in South 
America.” According to the data-collecting 
organization GISAID Initiative, there have 
been 1037 cases of lambda in the United 
States as of this writing.7

Pablo Tsukayama, PhD, is a molecular 
microbiologist at Cayetano Heredia Univer-
sity in Lima, Peru, and has been tracking 
lambda since its initial appearance. He 
told Al Jazeera on July 27 that “when we 
found it, it did not attract much attention. 
But we continued processing samples, and 
by March, it was in 50% of the samples in 
Lima. By April, it was in 80% of the samples 
in Peru….That jump from [1%] to 50% is 
an early indicator of a more transmissible 
variant.”8
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ing the US, is now the dominant variant 
and also comes with a host of challenges 
to health care systems.4

In addition, the study states that “the 
RSYLTPGD246-253N mutation, a unique 
7-amino-acid deletion mutation in the 
N-terminal domain of the lambda spike 
protein, is responsible for evasion from neu-
tralizing antibodies.” The investigators dis-
covered the mutations in lab experiments.

The World Health Organization (WHO) 
says the lambda variant—or C.37 variant—
has been the COVID-19 carrier in about 
81% of infections in Peru since April.5

The variant was � rst identi� ed in Peru in 
August 2020. WHO declared the lambda 
variant a variant of interest (VOI) on June 
14, a designation that means it could cause 
a greater risk than the wild-type variant.

That’s an understatement, according 
to the investigators at the University of 
Tokyo, who want WHO to label the lambda 
variant a variant of concern (VOC) to put 
health care systems around the world 
on notice that this might be their next 
big challenge. (As of this writing, WHO 
has not made this move.) University of 
Tokyo investigators write that “because 
the lambda variant is a VOI, it might be 
considered that this variant is not 
an ongoing threat compared 
with the pandemic VOCs. 
However, because the 
lambda variant is 
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T elehealth giant Amwell has acquired 
a pair of digital health startups in a 
bid to expand its longitudinal and 

behavioral health care. According to a 
news release,1 the company has spent 
$320 million in a mix of stocks and cash 
to acquire digital mental health platform 
SilverCloud Health and automated vir-
tual health care leader Conversa Health. 
The aim is to add the two companies to 
Amwell’s virtual care platform, enhanc-
ing the di� erentiated value provided to 
current and future patients through the 
use of interactive tools that strengthen 
the connection between physical and 
virtual care.

“We believe that future care delivery 
will inevitably blend in-person, virtual and 
digital care experiences; and as such, we 
are uniquely building a global platform 
to support such advanced, coordinated 
care,” Ido Schoenberg, chairman and 
co-CEO of Amwell, says in the release. 
“By integrating SilverCloud Health and 
Conversa Health into our platform 
we are demonstrating Amwell’s 
fundamental and repeatable 
design to continually scale 
digital health care services 
across the di� erent sites 
of care. These acqui-

Pair of Digital Health 
Startups Acquired
BY KEITH A. REYNOLDS

sitions will amplify the presence and 
reach of care teams and rea�  rm that as 
the needs of the health care marketplace 
evolve, so too will the Amwell platform.”

Both of the acquired companies have 
proven records of enabling a more e�  cient 
blend of in-person, virtual, and digital 
care and have helped lower operational 
and health care costs. Amwell hopes the 
acquisitions can accelerate its work to 
make always-on health care companion-
ship a part of the practice of medicine, 
according to the release.

“There is a tremendous unmet need for 
mental health solutions in today’s world. 
While SilverCloud Health’s mental health 
programs have been used to support over 
750,000 people to date, in partnership 
with more than 300 organizations glob-
ally including the Irish Health Service 
Executive and over [80%] of the U.K.’s NHS 
mental health services, our work has only 
just begun,” Ken Cahill, CEO of SilverCloud 
Health, says in the release.

The combined company will work to 
create new digital care workflows and 
programs improving patient engagements 
and care team reach. The acquisitions 
will expand Amwell’s current client base 
to include hospital, health system, health 
plan, and employer clients of Conversa 
Health and SilverCloud Health, according 
to the release.

“Conversa Health pioneered automated 
virtual care to transform traditional care 
delivery and dramatically improve patient 
access, experience, and outcomes while 
lowering cost,” Murray Brozinsky, CEO 
of Conversa Health, says in the release. 
“We’re thrilled to join forces with Amwell, 
the clear telehealth platform leader, and 
together to usher in the hybrid care deliv-
ery model of the future. Blending physical, 
virtual, and automated care is a game 
changer for patients and providers alike. 
This is a big step for Conversa, and a giant 
leap for health care.” 
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Exploring the Potential of
Ultraviolet Light Disinfection
Ashish Mathur, PhD: “Today, there are no uniform 
industry standards to evaluate the e�  cacy of UVC 
devices. The onus is up to the infection prevention-
ist to make sure and con� rm that whatever claims 
have been made for the device are being substanti-
ated by clinical evidence and third-party testing.”
WATCH: infectioncontroltoday.com/uvc-light

Gathering Storm: Future Without
Antibiotics Is Coming at Us
Heather Saunders MPH, RN, CIC: “I think [infection 
preventionists] really need to be aware of what the 
e� orts are at their state health departments and 
how they can collaborate with those e� orts. IPs 
need to also have their own surveillance systems.”
WATCH: infectioncontroltoday.com/antibiotics

When Exhausted Infection
Preventionists Saved the Day
Tania Bubb, PhD, RN, CIC: “I think there are many 
heroes to celebrate, but speci� cally, because we’re 
talking about infection preventionists, I want to 
highlight the work that they have done.”
WATCH: infectioncontroltoday.com/ip-heroes
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The issue of breakthrough infections is increasingly 
coming up. How frequent are they? How infectious 

are they? Simply put, we know the COVID-19 vaccines 
do not o� er sterilizing immunity. They are very 

e� ective at keeping people from getting seriously 
ill and/or dying. In all honesty, understanding 
breakthrough infections will be challenging, 

especially if they are in asymptomatic people.

—Saskia Popescu, PhD, MPH, MA, CIC
Infection Control Expert

READ MORE: infectioncontroltoday.com/breakthrough-infections
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How @VeteransHealth nurses are 
fi ghting pneumonia infections among 
patients who aren’t using ventilators 
-- a growing category of hospital 
infections, via @ICT_magazine

APIC has received a grant under the 
@CDCgov Project Firstline program to 
bolster IP educational opportunities. 
Read more via @ICT_magazine: 
http://ow.ly/Pex550FsNGp

Deep Dive was joined by @hgrnepi & 
@ICT_magazine who talk about 
how to lure more young healthcare 
professionals to join the ranks of 
infection preventionists. Full episode:
http://ow.ly/6oF050FA1Ok

Great meeting with @ICT_magazine on 
UV room disinfection basics - and why 
time and distance of e�  cacy claims 
matter. #infectionprevention 
https://bit.ly/3xsntxF 
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T he emergence of the SARS-CoV-2 virus swiftly effected 
change in every facet of society, with health care 
delivery being the frontline to the COVID-19 pandemic. 

This agent of change spared no population. Rapid process 
changes infi ltrated neonatal intensive care units (NICUs) to 
protect the most vulnerable newborn babies who made 
their entry into the world during a global pandemic. Just 
as the virus has adapted to its global host with variant 
strains, health care delivery in the NICU has adapted with 
evolving and sustainable practices. 

The NICU at the Hospital of the University of Pennsyl-
vania provides care to a level 3 NICU patient population. 
The American Academy of Pediatrics defi nes a level 3 

NICU as a hospital setting that offers expertise of care 
providers and specialized equipment needed to pro-
vide “comprehensive care for infants born < 32 weeks 
gestation and weighing < 1500 g and infants born at all 
gestational ages and birth weights with critical illness.”1

Four open bays comprise the 38-bed unit with only 2 
negative pressure capable isolation rooms located in 1 
of the bays. The NICU includes a separate resuscitation 
space adjacent to the labor and delivery (L&D) unit with 
3 available bed spaces. To adapt to potential census 
fl uctuations, many bed spaces are capable of accom-
modating overfl ow and multiple gestation infants in a 
single-bed space footprint.

BY MICHELLE FERRANT, DNP, CNS, RN, RNC-NIC, ACCNS-N, CBC; AND JENNY HAYES, MSN, RN, CIC, CAIP, CASSPT

prevention

Covid-19 Gave Birth to Changes
In Neonatal Intensive Care Units
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Crisis Operations
Operational challenges in the NICU were 
quickly unveiled with the emergence of 
COVID-19. Staff illness or exposures to 
COVID-19 from community and workplace 
venues resulted in prolonged fur-
lough periods.  Severe supply chain 
shortages in personal protective 
equipment (PPE) and disinfec-
tant products compounded these 
operational challenges, prompting 
conservation and reuse.2 The NICU 
was thrust into a crisis capacity 
mode from a baseline of conven-
tional capacity operations.3 Unlike 
other areas of the hospital, the NICU could 
not reduce admissions or defer scheduled 
procedures. This prompted emergent 
planning for contingency operations.4

Expert Guidance
To continue safe delivery of care, immediate 
process changes were developed by a collab-
orative multidisciplinary team. Expert guid-
ance was enlisted from the NICU and L&D 
nursing leadership and physician provider 
teams along with hospital partners from 
infection prevention and control, lab and 
pathology services, perioperative services, 
environmental services (EVS), facilities, 
and materials management (MM). Internal 
and external supply chain shortages of 
disinfectant products prompted EVS and 
MM to forge a plan to make and distribute 
disinfectant wipes. 

Infection prevention in the NICU begins 
in the L&D setting. Prior to the availabil-
ity of universal COVID-19 testing for the 
antepartum population upon admission, 
the patient history and physical (H&P) 
included screening for community expo-
sure to COVID-19 and presence of signs 
or symptoms of COVID-19 infection.5 Any 
positive � ndings on the H&P resulted in 
a person under investigation (PUI) for 
COVID-19 status with laboratory testing 
to con� rm diagnosis.6

Three negative pressure L&D rooms 
were designated for PUIs or COVID-19–
positive patients. An operating room (OR) 
for cesarean-section deliveries was also 

designated for this patient population, 
with terminal cleaning commencing at 
the end of the case or upon discharge of 
the patient from the L&D room. A hospital 
nursing team of subject-matter experts 

(SMEs) was deployed to enhance 
PPE training with donning and 
do�  ng procedures as well as safe 
handling of N95 masks that were 
reused.7

An infant who was born to a 
mother who was a PUI required 
airborne and contact isolation 
pending the maternal COVID-19 
result. This challenged the limita-

tion of 2 NICU isolation rooms, prompting 
the conversion of the adjacent open bay to a 
negative pressure air� ow to accommodate 
a third infant who would require isolation. 
Precipitous deliveries leave little time for 
the NICU to prepare for an admission, 
requiring airborne isolation resources to 
be in a state of readiness.

The admission of a third patient to the 
negative pressure bay requires imminent 
transfer of up to 4 other patients to other 
locations in the NICU. For this reason, the 
goal is to preserve this open bay for the 
most stable patients. Testing of the infant 
of the COVID-19–positive mother requires 
2 negative COVID-19 tests 2 days apart. 
This time delay adds to the challenge of 
ensuring available isolation beds. 

How to COPE
Because of the highly specialized nature 
of the neonatal population, the NICU 

adapted the hospital nursing SME model 
and implemented a unit speci� c team of 
SMEs. This core group of RNs served as 
trained observers for appropriate donning 
and do�  ng of PPE in the delivery room 
and during the admission and stabilization 
of the infant in the isolation bed space. 
This role quickly evolved into a dedicated 
resource for the interprofessional sta�  of 
the NICU. The acronym COPE was coined 
by a team member, Jennifer Roman, BSN, 
RN, CBC, to describe the team of COVID-19 
operations and patient-care experts. In 
this role, nurses served as communication 
liaisons for unit leadership to disseminate 
the rapid evolution of guidance in the 
initial wave of the pandemic, which led 
to rapid process changes.

The COPE team was tasked with 
remaining knowledgeable on current 
processes, readily guiding the interprofes-
sional team to unit resources and protocols 
and providing direct and indirect support 
to sta� . In order to sustain preparedness, 
the COPE team created speci� c checklists 
and supply par levels that are utilized 
by all sta�  members to ensure isolation 
admission spaces are always at the ready. 
Identifying appropriate supply par levels 
and paring down admission supplies to the 
necessities also aided preserving supplies 
and minimizing waste during the terminal 
cleaning process of isolation spaces.

This population based SME team 
allowed for streamlined and systematic 
information communication to the unit PE
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AN INFANT WHO WAS BORN TO A MOTHER WHO WAS A [PATIENT 
UNDER INVESTIGATION] REQUIRED AIRBORNE AND CONTACT 

ISOLATION PENDING THE MATERNAL COVID-19 RESULT.

THIS CHALLENGED THE LIMITATION OF 2 ICU ISOLATION 
ROOMS, PROMPTING THE CONVERSION OF THE ADJACENT 

OPEN BAY TO A NEGATIVE PRESSURE AIRFLOW.

Interested in 
more content 

like this? 
����������
������

ICT0921_018-021_CoverStory.indd   19ICT0921_018-021_CoverStory.indd   19 8/23/21   12:04 PM8/23/21   12:04 PM



COVER STORY

20  ICT®    September 2021 WWW.INFECTIONCONTROLTODAY.COM

sta�  members. The COPE team members 
were able to � lter out the overwhelming 
volume of information being shared hos-
pital-wide, much of which did not pertain 
to the specialized neonatal patient popula-
tion, and provide concise, timely, and per-
tinent information to the neonatal team.

Ongoing assessments of patient and 
sta�  safety prevailed as more information 
about the transmission of SARS-CoV-2 
virus and supply chain challenges became 
available. The interdepartmental collabo-
ration and frequent virtual communica-
tions sustained the contingency plans and 
required resources through the peak of the 
pandemic, providing a pathway to a new 
conventional capacity operations model. 
Increased testing capacity and widespread 
vaccination for the SARS-Cov-2 virus has 
alleviated the contingency capacity oper-
ations with improved supply chain and 
decreased sta�  ng burdens.

New Model
Sustained changes in the delivery of care 
in the NICU have forged new conventional 
capacity operations in the setting of the 
COVID-19 pandemic. Negative pressure 
in L&D rooms is no longer a requirement 
because updated information became 
available. A designated OR remains in use 
for COVID-19 positive patients as intuba-
tion may take place. Terminal cleaning 
procedures follow use of the L&D room or 
designated OR used for a COVID-19–posi-

Testing of the infant of 
the COVID-19–positive 

mother requires 2 negative 
COVID-19 tests 2 days 
apart. This time delay 
adds to the challenge 
of ensuring available 

isolation beds.

tive patient. Infant resuscitation continues 
to be performed in the delivery room or 
in the OR. Delivery teams for COVID-19–
positive patients continue to be limited to 
essential personnel with N95 masks used 
in aerosolizing procedures. The respond-
ing neonatal team has expanded to include 
pre-pandemic sta�  level participation. 

Due to the increased potential for a 
neonate to require an aerosolizing pro-
cedure including initial resuscitation 
steps, neonatal responders continue to 
utilize N95 masks and viral � lters for all 

neonatal respiratory equipment in L&D. 
Clean supply carts are maintained outside 
the room with a “clean” team member 
to hand off the supplies as needed to 
the delivery team. A daily checklist for 
supplies in each NICU isolation room is 
utilized to ensure capacity for airborne 
and contact isolation. Universal testing 
for hospital admissions continues. Visitors 
and employees are screened for symptoms 
of COVID-19 infection or exposure to sick 
contacts upon entry to the facility. 

COPE team members continue to pro-









Donning and Doffing of Personal Protective Equipment for the NICU
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vide the necessary emotional support for 
the interprofessional sta�  during times 
of extraordinary stress and anxiety.8 The 
team serves as a sounding board for the 
other sta�  members and were able to bring 
forth sta�  concerns to unit based leader-
ship for discussion and potential solution 
creation. Having dedicated “experts” who 

were speci� c to the unique population and 
space constrains of the NICU alleviated 
much of the staff worry, anxiety, and 
concern related to providing safe patient 
care. The COPE team continues to support 
the NICU interprofessional sta�  and has 
helped sustain unit readiness throughout 
several waves of COVID-19.

PHOTOGRAPHER: Kelly Convery
NURSE IN ISOLATION ROOM: Melanie Gabriel

NURSE DONNING/DOFFING PPE: Christina Minnissale

Other Successes
Surveillance for all hospital acquired 
infections as required by the state of 
Pennsylvania continued throughout the 
pandemic. No central line associated 
bloodstream infections (CLABSIs) were 
identi� ed in over 400 days, nor were any 
other device-associated infections identi-
� ed. There was no increase in nondevice–
associated infections. Recent hand hygiene 
observations conducted by college co-op/
volunteer students on all shi� s revealed 
95% compliance in 175 observations for 
1 month. 

This infection surveillance data indi-
cates proven success in both contingency 
and new capacity models, with COVID-19 
serving as an agent of change to facilitate 
improvement in infection prevention. A 
recently published study demonstrates 
the increased risk of maternal complica-
tions and preterm birth when COVID-19 
infection occurs in pregnancy.9 This 
is a critical reminder that contingency 
planning and sustained operations are 
essential to the needs of our maternal 
and NICU population. 

MICHELLE FERRANT, DNP, CNS, RN, RNC-NIC, 
ACCNS-N, CBC, is a clinical nurse specialist in the 
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L ast spring, investigators with the 
Centers for Disease Control and Pre-
vention (CDC) had some good news to 

report about an infection that had for years 
sat at the top of the threat list: Clostridioides 
difficile. The estimated national burden of 
C difficile infection (CDI) and associated 
hospitalizations, they said, had 
dropped 24% between 2011 and 
2017, “owing to a decline in health 
care-associated infections [HAIs].”1 

Despite that welcome decline, 
though, recurrent CDI remains one 
of the most important treatment 
challenges. In 2017, for instance, 
there were an estimated 38,500 
health care–associated cases.2 
Since the early 2000s, CDI has 
multiplied in incidence and severity, 
becoming the most common nosocomial 
infection.3 Part of that increase is due to 
more sensitive testing, which can contrib-
ute to higher case detection. And although 
health care-associated C difficile has been 
trending downward, the same is not true 
of community-acquired C difficile, which 
is on the rise. 

C difficile infection is costly—both in 
economic and human terms. Between 
1986 and 2013, CDI was among the top 5 
most expensive HAIs in the United States.3 
The burden of CDI adds an estimated 3 
to 20 extra hospital days per patient with 
an additional cost of $1 billion in the US.3 

Avalere Health, a health care consulting 
firm, conducted a retrospective cohort 
study of more than 268,000 Medicare 
recipients diagnosed with C difficile and 
recurrent CIDs (rCIDs) from 2010 through 
2016. The investigators evaluated health 
care resource utilization and all-cause, 
direct medical costs associated with the 
infection. They found that 1 in 3 patients 

with C difficile had a recurrence within 12 
months, and more than half of the patients 
with at least 1 recurrence experienced 2 or 
more after that first episode. Patients with 
C difficile spent 18 days in the hospital on 
average compared with 13 days for those 
with no recurrence.4

Admission Rates
Total all-cause, direct medical costs per 
patient over 12 months were highest in 
those with 3 or more recurrent episodes, 
primarily driven by hospitalizations. Inpa-
tient costs were $31,614 per patient with 
3+ recurrences versus $22,722 per patient 
without an rCDI episode. Recurrent CDI 
was also associated with higher overall 
health care costs and higher out-of-pocket 
costs for patients.

“Significantly,” the Avalere investi-
gators say, “during the 12-month fol-
low-up period, hospital admission rates 
increased in parallel with the number 
of recurrences”: 13% of patients with CDI 
experienced 4 or more hospitalizations 
within 12 months, while 25% of those with 
3 or more recurrences were hospitalized 
4 or more times.

C difficile carries a hefty price tag: $5 billion 
in direct health care costs annually.5 Most of 
the cost is due to morbidity and mortality. 
Between 1998 and 2008, the proportion of 
patients with complicated disease (eg, mega-

colon, perforation) jumped from 7% to 18%, 
and 30-day mortality nearly doubled, from 
4.7% to 13.8%.3 More than 15,000 people die 
of CDI every year in the US; CDI and recurrent 
CDI is the seventeenth leading cause of death 
in people 65 and older.4,5  

Co-infections are another complicating 
factor. COVID-19, for instance, 
manifests with GI symptoms sim-
ilar to those of CDI.6 In a small 
Mayo Clinic study of 21 patients 
given a diagnosis of COVID-19 and 
CDI within 4 weeks of each other, 
30-day mortality was 19%, mostly 
in the elderly. “Whether co-infec-
tion results in worsening mortality 
or more complications remains 
unanswered,” the investigators 

write. They note that the patients were not 
treated with antibiotics for COVID-19, and 
CDI seemed to have developed due to prior 
antibiotic exposure for other indications.

Sepsis takes the harmful potential 
of C difficile and turbocharges it. In an 
online interview with HCPLive®7 about 
an Avalere study of patients with CDI, 
economist Christie Teigland, PhD, vice 
president, Advanced Analytics, Avalere 
Health, said, “The main takeaways [from 
the study] were really the very high rates 
of sepsis among patients who get C dif-
ficile and particularly those who have 
recurring instances of C difficile. And that 
carried through with all of the health care 
resource utilization metrics we looked at, 
from inpatient stays to post-acute care use, 
lots of skilled nursing facility use, where 
they also have a high risk of sepsis and C. 
difficile, and longer stays in the ICU.

“The costs are strikingly high for these 
patients—$42,000 a year for patients with 
recurrent C difficile, with sepsis, and those 
were the patients who died, but the costs 

C difficile infection is an old enemy and 
health care professionals have gathered 

an armamentarium of weapons 
against it, but it can be relentless. 

Can We Ever Get Rid of C difficile?
BY JAN DYER

health care-acquired infections
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were even high in patients who did not 
die. For those who died, the follow-up 
was really short. I think the shortest was 
12 days. These patients, once they have 
C difficile and sepsis, have higher odds of 
dying. So, the whole message here is what 
can we do to, number 1, prevent C difficile 
and number 2, sepsis, because the com-
bination of those two is deadly.”

Many current estimates of the poor 
outcomes and costs associated with CDI 
“do not take into account the underlying 
severity of illness among patients who 
develop CDI and may overestimate the 
true attributable outcomes,” according to 
a 2020 meta-analysis that found a pooled 
incidence of hospital-onset CDI of 8.3 cases 
per 10,000 patient-days.8 

CDI Management 
This June, the Infectious Diseases Society of 
America (IDSA) and Society for Healthcare 

Epidemiology of America (SHEA) released a 
new clinical practice guideline on manage-
ment of CDI in adults. Since 2017, the authors 
say, when the guideline was last published, 
“new relevant evidence has emerged for treat-
ment options.” This 2021 “focused update” 
specifically addresses the use of fidaxomicin 
and bezlotoxumab (a monoclonal antibody 
that targets toxin B produced by C difficile). 
Both agents have increased clinical efficacy 
and other advantages over older agents, the 
authors say, but implementation may be 
challenging because of initial monetary cost 
and logistics.

The new guideline also notes that the 
FDA has published 3 separate safety alerts 
on fecal microbiota transplantation (FMT) 
(which is recommended, although only 
for patients with multiple recurrences of 
CDI for whom antibiotic treatments have 
failed, and where appropriate screening 
has been performed). Two alerts document 

transmission of pathogenic Escherichia 
coli from donor to FMT recipients. The 
other alert concerns the potential for 
transmission of SARS-CoV-2. According 
to researchers from Mayo Clinic, with 
appropriate screening, FMT is safe to 
perform during the pandemic. In their 
study of 57 patients who underwent FMT 
for rCDI, none developed COVID-19.9  

CDI is an old enemy and health care 
professionals have gathered an armamen-
tarium of weapons against it, but it can be 
relentless. “Clearly,” says Teigland, “we 
know that hospitals and nursing homes 
take precautions to prevent sepsis and 
prevent C difficile.… The impact is just so 
devastating in this frail elderly population, 
you know, they’re already suffering from 
multiple chronic conditions, hypothy-
roidism, hypertension, diabetes, asthma, 
COPD, many comorbidities. C difficile and 
sepsis on top of all that is just devastating. 

Table. Health Care Resource Utilization and Cost During 6-Month Preindex Period
DIED SURVIVED

Primary CDI only Any recurrent CDI* Primary CDI only Any recurrent CDI*

No sepsis Sepsis No sepsis Sepsis No sepsis Sepsis No sepsis Sepsis

N = 74,804 N = 84,093 N = 20,332 N = 33,526 N = 135,636 N = 51,360 N = 62,829 N = 34,909

Baseline HRU and quality outcomes

Inpatient hospitalization (%) 70.7 74.7 72.5 77.8 50.4 62.2 55.5 69.6

ICU (%) 31.4 37.5 31.2 40.3 19.2 29.0 20.9 32.4

ED (%) 42.3 39.8 44.6 42.6 40.2 39.5 42.5 43.0

Outpatient (%) 98.1 97.9 98.8 98.4 98.2 97.8 99.0 98.6

Postacute Care** (%) 69.8 73.1 68.8 74.0 44.7 59.2 46.5 62.8

Baseline Total Cost

Total health care (mean, SD)
$55,396

($106,316)
$69,790

($125,946)
$56,713

($105,312)
$76,055

($136,611)
$34,991

($81,494)
$53,182

($110,498)
$39,738

($90,503)
$60,645

($118,211)

Medical (mean, SD)
$52,511

($100,446)
$66,798

($119,684)
$53,556

($99,008)
$72,835

($130,391)
$32,308

($75,918)
$50,049

($103,996)
$36,746

($84,172)
$57,251

($111,052)

Pharmacy (mean, SD)
$2885

($5870)
$2992

($6262)
$3157

($6304)
$3220

($6220)
$2683

($5576)
$3134

($6502)
$2992

($6331)
$3393

($7160)

CDI, Clostridioides difficile infection; ED, emergency department; HRU, health care resource utilization; ICU, intensive care unit.
* Any recurrent CDI (rCDI) during follow-up of up to 12 months
** Postacute care settings include skilled nursing facility, home health agency, hospice, inpatient rehabilitation facility, and long-term acute care hospital

  During the baseline period, patients with CDI (C difficile infection) with sepsis had higher health care costs vs those without 
sepsis; costs were highest for those with any rCDI (recurrent C difficile infection) who developed sepsis and died

  Source: Avalere Health
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Ultimately, more attention needs to be paid 
to those high-risk patients.” But, she adds, 
“We can predict who’s high risk because 
we know what the preceding risk 
factors are. Our study even looked 
at what the risk factors were in the 
most recent 7 to 12 months, right 
before the C difficile happened. 
Their conditions got much worse 
in the 6 months right before they 
had their first case of C difficile. 
So when you see those worsen-
ing effects happening, you really 
need to pay much more attention to the 
protocols that they have in place already. 
We know hospitals have protocols in place 
to prevent sepsis and C difficile, you really 
need to pay attention to these patients 
because it’s still happening way too much.” 

The bedside is still a good place to keep 
watch. A paper-based bedside C difficile 
screening tool to reduce inappropriate 
testing could make a big cost difference 
to the 25% of hospitals that don’t use 
clinical decision support in their electronic 

health records, say investigators from 
Adventist Health-Simi Valley. Nurses used 
the screening tool to determine whether 

stool should be sent for C difficile 
testing. The researchers collected 
data on the number of C difficle 
stool tests performed before and 
after the intervention: They found 
a 31% drop in the mean monthly 
number of tests performed and a 
56% reduction in CDI diagnoses.10 

In an intervention tested at 
Hospital General Universitario 

Gregorio Marañón, in Madrid, after a 
positive C difficile test, patients imme-
diately received a bedside visit from an 
infectious disease physician. The timely 
visit allowed for more targeted treatment, 
reducing overdiagnosis. Identifying the 
patients who do not meet the criteria for 
diarrhea and are simply carriers makes 
it possible to withdraw treatment from 
a large contingent, the researchers say.11 

The ID physician was instrumental in 
identifying 29 cases as only colonized with 

C difficile, in which fecal sample collection 
was unnecessary. In 22 of those cases 
(76%), physicians in charge accepted the 
ID consultants’ recommendations to stop 
or not initiate CDI treatment in asymp-
tomatic patients. Unnecessary non-CDI 
antibiotics were discontinued in 19% of 
cases. Only in 13% of the 214 cases were 
the ID recommendations not accepted by 
physicians in charge.

The cost of the intervention was esti-
mated at €6800 (approximately $7800) 
during the study period, while the esti-
mated costs of savings from antimicrobial 
discontinuations only were estimated at 
€1799 (approximately $2000).

Less Is More
The CDC investigators who reported on the 
decline in health care-associated C difficile 
infection say several factors were probably 
involved, including a decline in the epi-
demic strain ribo-type 027, which might be 
partly driven by reduced fluoroquinolone 
use.1 They cite a 2020 study that found 

Table 2. Health Care Resource Utilization and Cost During Postindex Follow-Up
DIED SURVIVED

Primary CDI only Any recurrent CDI* Primary CDI only Any recurrent CDI*

No sepsis Sepsis No sepsis Sepsis No sepsis Sepsis No sepsis Sepsis

N = 74,804 N = 84,093 N = 20,332 N = 33,526 N = 135,636 N = 51,360 N = 62,829 N = 34,909

Length of follow-up (median, days) 22.0 12.0 88.0 84.0 365.0 365.0 365.0 365.0

Postindex follow-up HRU (Up to 12 months)

Inpatient hospitalization (%) 91.2 95.7 92.2 99.2 81.6 97.9 82.8 99.0

Inpatient length of stay 
(mean, [SD])

10.2 
(10.3)

12.1 
(13.5)

8.8 
(7.4)

11.6 
(11.5)

6.9 
(6.5)

9.1 
(9.1)

6.6 
(5.7)

9.0 
(7.7)

ICU (%) 15.1 29.1 33.8 65.0 14.9 38.0 19.1 49.2

ED (%) 23.1 20.4 40.8 38.2 48.6 53.2 54.0 58.7

Outpatient (%) 65.7 56.1 96.6 95.6 99.5 99.0 99.9 99.8

Postacute Care (%) 76.5 65.8 89.1 90.8 58.5 83.2 58.5 85.1

CDI, Clostridioides difficile infection; ED, emergency department; HRU, health care resource utilization; ICU, intensive care unit.
* Any recurrent CDI during follow-up of up to 12 months

  The median length of follow-up varied in the patient population who died from a low of 12 days for those with primary CDI to 
88 days for those with recurrant CDI

  Hospitalization was common for all cohorts (range 81%–99%)

  Patients with sepsis vs without sepsis had longer ALOS of about 3 days and 2x or higher ICU use

  Source: Avalere Health
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hospitals that reduced � uoroquinolone 
use by 30% also saw a 19% reduction in 
hospital-onset CDI. They also point to a 
“greater emphasis on diagnostic steward-
ship” and reducing inappropriate testing.

Sometimes, less is more. Most hospitals 
implement interventions simultaneously 
in “bundles,” say researchers from the 
University of Michigan and the Univer-
sity of Wisconsin, and more than half of 
the bundles in a recent review included 
at least 6 components. But that may be 
costly overkill. 

In their economic evaluation 
study, these researchers used an 
agent-based simulation of C di�  cile
transmission at a 200-bed model 
tertiary acute care hospital to 
compare the cost effectiveness 
of nine single-intervention strat-
egies and 8 multi-intervention 
bundles. They de� ned cost e� ectiveness 
by two measures: cost per hospital-onset 
CDI averted and cost per quality-adjusted 
life-year (QALY).5

Five of 9 enhanced-level strategies were 
“dominant,” reducing cost, increasing 
QALYs and averting CDI: Daily cleaning 
was the “most clinically effective and 
cost-effective intervention by far,” sav-
ing $358,268 and 36.8 QALYs annually, 
while averting 26 CDIs. Next came health 
care worker hand hygiene, patient hand 
hygiene, terminal cleaning, and reducing 
intrahospital patient transfers. (Daily 
cleaning prevented more than 16 times 

as many infections as the patient transfer 
intervention.) Contact precautions, while a 
mainstay of CDI prevention programs, are 
based on slim evidence, the researchers 
say, given that C di�  cile-targeted studies 
are lacking. In their study, they found 
neither health care worker nor visitor 
contact precautions were cost e� ective. 
Enhanced-level health care worker contact 
precautions cost $123,264 per QALY, and 
the ideal-level implementation $136,135 
per QALY. “The results were even worse,” 

they say, for the visitor contact precaution 
interventions, with the ideal level costing 
$1,669,089 per QALY. 

The bundles were only as cost e� ective 
as the parts they assembled. For instance, 
adding patient hand hygiene to the health 
care worker hand hygiene intervention 
saved a mean of $32,588 and 4.2 QALYs 
annually. When screening, health care 
worker hand hygiene and patient hand 
hygiene interventions were sequentially 
added to daily cleaning to form bundles, 
the incremental cost-e� ectiveness ratios 
for the additions were $29,616, $50,196, and 
$146,792 per QALY, respectively. Patient 

hand-hygiene, which, the researchers 
point out, is “rarely incorporated into C dif-
� cile bundles,” was cost saving at both the 
enhanced and ideal levels. Their back-to-
basics advice: Institutions should “seek to 
streamline their infection control initiatives 
and prioritize a smaller number of highly 
cost-e� ective interventions.” Daily spori-
cidal cleaning, for example, they suggest, 
might be more useful and money-saving 
than minimally e� ective, costly strategies, 
such as visitor contact precautions.

Suggesting using fewer (albeit 
highly effective) interventions 
“runs contrary to the current 
infection control climate,” the 
researchers acknowledge. And 
while many of the interventions 
in their study saved money, they 
were not without upfront costs. 
Even at the enhanced level, each 

intervention required additional infection 
control nursing sta� . 

“Hospital administrative buy-in and 
� nancial support is key,” they emphasize, 
“to both the initial implementation of an 
intervention and sustaining its long-term 
success.” Throwing more money at the 
problem isn’t the solution—but throwing 
the right kind of money could be. 

JAN DYER is a writer and editor specializing in 
clinical topics. She lives in Suffern, New York.
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Throwing more money at the problem
isn’t the solution—but throwing the

right kind of money could be.

The charts on pages 23 and 24 were fi rst unveiled at the Digestive 
Disease Week conference held (virtually) May 21-23, 2021, and 
sponsored by the American Gastroenterological Association. They 
were published in the Journal of Managed Care and Specialty Pharmacy.

FOR MORE INFORMATION

The study and more accompanying charts 
can be found here: https://bit.ly/3ssXghl
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WITH SEEMINGLY RECKLESS ABANDON,

WE ARE QUICKLY HEADED TOWARD AN ERA IN 
WHICH THE ANTIBIOTICS WE ONCE USED TO TREAT 

INFECTION WILL BE RENDERED INEFFECTIVE.

In 1918, the world was swept by a terri-
fying novel influenza pandemic that 
killed about 50 million people.1 The 

primary cause of death, however, was 
not the in� uenza virus itself but the sec-
ondary bacterial pneumonia that so o� en 
followed. Antibiotics wouldn’t be discov-
ered by Alexander Fleming until 1928, 
so physicians during the 1918 pandemic 
had nothing with which to treat bacterial 
pneumonia. Before antibiotics, people were 
at risk of dying from the same common 
bacterial infections we so o� en take for 
granted being able to treat today. When 
Fleming received his Nobel Prize for 
the discovery of penicillin, he warned 
that misuse of antibiotics could lead to 
resistant bacteria. True to that warning, 
bacteria, and now yeast, have developed 
ways to resist antimicrobial treatment.
And if we don’t act quickly to prevent 
and contain antimicrobial resistance, we 
may see a time in which the inability to 
treat common infections will once again 
be our reality. 

The World Health Organization lists 
antimicrobial resistance as one of the top 
10 global public health threats.2 Regarded 
as serious a threat as climate change, 
antimicrobial resistance threatens to rob 
us of the antibiotics we rely upon for the 
treatment of infectious diseases, and of 
many of our modern medical advances. 
A review about antimicrobial resistance 
estimated that “globally, at least 700,000 
people die each year of drug resistance 
from illnesses such as bacterial infections, 
malaria, HIV/AIDS, or tuberculosis.”3 This 
same report warns that, without quick 

and strategic action, “this toll will exceed 
10 million each year by 2050 and cost the 
world over 100 trillion USD in lost output.”3

Because of the role antibiotics play in the 
development of antimicrobial resistance, 
much of the conversation around contain-
ing resistance revolves around the stew-

ardship and development of antibiotics. 
We need antimicrobials to treat infections 
and must therefore be judicious in our use 
of those antimicrobials. However, we have 
learned over time that the prevention and 
control of infectious diseases should never 
rely on 1 strategy alone. Instead, a com-
bination of strategies enables us to most 
e� ectively prevent infections. To prevent 
the spread of antimicrobial resistance, we 
must address the horizontal transmission 
of antimicrobial-resistant organisms 
in addition to addressing antimicrobial 
stewardship. Antimicrobial resistance 
is worsening, but not solely because of 
the inappropriate use of antimicrobials. 
Resistance is spreading. Drug-resistant 
organisms and resistance mechanisms 
are spreading from person to person, 
primarily in health care settings, through 
lapses in basic infection prevention and 
control. To prevent this horizontal spread 

Antimicrobial Resistance
Is Futile Without IPs’ Help
BY HEATHER SAUNDERS, MPH, RN, CIC

health care-acquired infections

of antimicrobial resistance, we need infec-
tion preventionists (IPs) to lead in the � ght 
against drug-resistant organisms. 

I. Back to the basics: When outbreaks hit or 
increases in infection are seen, we sometimes 
mistakenly look for a rare causative event, 
such as a contaminated medical device. 
However, more commonly, outbreaks and 
increases in infection are linked to lapses 
in basic infection prevention and control. 
To best prevent and decrease infection, 
including antimicrobial resistance, we have 
to get back to the basics. The US Centers for 
Disease Control and Prevention (CDC) notes 
that primary prevention measures for Candida 

auris, a drug-resistant fungal infection, include 
hand hygiene, environmental cleaning, and 
adherence to transmission-based precau-
tions—strategies that are all too familiar to 
IPs.4 Although these strategies are the foun-
dation of infection prevention and control, all 
too often, we find that adherence to these 
basic measures is lacking. As IPs, we have 
an incredible opportunity to significantly 
reduce the transmission of antimicrobial-re-
sistant organisms by focusing on improving 
adherence to the most basic of infection 
prevention practices. Sometimes, prevention 
really is that simple. 

II. Surveillance: The cornerstone of infec-
tion prevention and control will always be 
surveillance. Without effective systems in 
place to identify infections and outbreaks, 
we cannot prevent and control them. Anti-
microbial resistance requires unique sur-
veillance systems and close collaboration 
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between clinical laboratories and infection 
prevention and control departments. IPs 
need to understand what their laboratories 
have the capability to identify and how they 
communicate when resistance is confirmed. 
Additionally, IPs need to have their own 
surveillance systems for reviewing, tracking, 
and trending antimicrobial resistance. The IP 
is usually the first to notice trends in antimi-
crobial-resistant organisms, leading to the 
identification of outbreaks and resistance.   

III. Education: It is still not uncommon 
to find a provider who has never heard of 
Candida auris or the carbapenemase New 
Delhi metallo-beta-lactamase. Not only do 
health care workers need to be educated 
on novel and emerging resistance, but IPs 
also must have a firm understanding of these 
organisms and how they spread. As they 
say, knowledge is power, and so we must 
empower ourselves and our health care 
coworkers with the knowledge needed to win 
the fight against antimicrobial resistance. The 
Centers for Disease Control and Prevention 
(CDC) has developed a wealth of information 
for IPs, public health professionals, and health 
care workers on drug-resistant organisms 
including Candida auris and CRE.5,6  

IV. Communication: Education, sur-
veillance, and basic infection prevention 
are incredibly important to our efforts in 
containing antimicrobial resistance. But to 
be really effective at preventing and con-
taining resistance, we must understand that 
resistance is not just an institutional problem 
but a regional one. And to fight a problem 
outside our own walls, we must establish 
clear lines of communication with other 
health care facilities in our region. Failure to 
document or communicate infection status 
or isolation needs is the No. 1 reason for 

antimicrobial resistance to spread across the 
health care spectrum. When a health care 
facility does not know that a patient is col-
onized with a drug-resistant organism, they 
fail to place the patient on the appropriate 
transmission-based precautions or put other 
measures in place that can aid in containing 
resistance. To fight resistance, we must all 
work together and develop ways to ensure 
communication during patient transfer. IPs 
can encourage the use of transfer forms, 
such as the Inter-Facility Infection Control 
Transfer Form from the CDC, to help ensure 
that isolation and infection status is always 
communicated as patients travel throughout 
the health care network.7  

V. Collaboration: Finally, IPs must seek to 
understand and collaborate with the efforts 
of state health departments that provide 
enhanced surveillance and response efforts 
for novel and targeted antimicrobial-resistant 
organisms. In the event that novel or targeted 
resistance is identified, state health departments 
and state public health laboratories may assist 
with facility and regional containment efforts. 
According to Jamie Rubin, infection prevention 
and control program administrator for the 
Maryland Department of Health, “When our 
public health lab identifies one of these novel or 
targeted organisms, they activate a coordinated 
response from the state health department 
team of infection preventionists, epidemiolo-
gists, and medical experts who then work with 
the health care facility to investigate potential 
contacts.” Occasionally, the identification of 
antimicrobial resistance will require enhanced 
surveillance methods to assist with prevention 
and containment, which state public health 
departments and laboratories can also assist 
with. “I hope IPs know that there is support 
available from their public health partners 
and that we can work together to reduce 

the development and spread of antimicrobial 
resistance,” Rubin said. IPs should seek to 
understand what their state’s health care-as-
sociated infections and antimicrobial resistance 
programs are doing to prevent and contain 
resistance.8 Furthermore, IPs should learn 
how they can partner and participate in public 
health containment efforts through ensuring 
their understanding of public health reporting 
requirements, participating in containment 
efforts, and quickly communicating resistance 
when it is identified.9 It is not alone but together 
that we will win the battle against antimicrobial 
resistance.

The world is quickly moving toward 
a postantibiotic era in which we may no 
longer be able to rely upon antimicrobials 
to treat infections. To prevent and con-
tain antimicrobial resistance, we need to 
use a multilayered approach. It will take 
enormous e� ort and involve a number 
of disciplines. 

At the front line of the battle are IPs, 
armed with the knowledge and tools 
needed to prevent and control the spread 
of antimicrobial resistance. And through 
using best practices in basic infection pre-
vention, implementing strong surveillance 
systems, collaborating with public health 
partners, educating about the problem of 
resistance, and communicating clearly 
across the health care spectrum, IPs can 
help win the war against antimicrobial 
resistance. 

HEATHER SAUNDERS, MPH, RN, CIC, is the 
director of infection control at Johns Hopkins Office 
of Population Health. She is also the owner and 
primary consultant for Broad Street Prevention, 
where she guides health care and business leaders 
in the prevention and control of infectious diseases.

REFERENCES AVAILABLE AT 
INFECTIONCONTROLTODAY.COMH

_K
o@

ST
O

C
K

.A
D

O
BE

.C
O

M

ICT0921_026-027_F2-Antimicrobial.indd   27ICT0921_026-027_F2-Antimicrobial.indd   27 8/23/21   11:37 AM8/23/21   11:37 AM



FEATURE

28  ICT®    September 2021 WWW.INFECTIONCONTROLTODAY.COM

Infection Control Today®: How do you 
define the social determinants of health? 
How would an operating room nurse or 
an infection preventionist apply that in 
their everyday jobs?

G. Rumay Alexander, EdD, RN: 
Really great question. Actually, social 
determinants of health have been a part 
of public health and community health 
curriculums and conversations and dia-
logue of for many, many, many, many 
decades. It seems that all of a sudden 
now it’s just surfacing in a very visible 
way, probably because COVID-19 really 

gave it a light. COVID-19 just actually 
pulled the curtain back and brought to 
the surface inequities of care, inequities 
in access to health care, inequities in the 
ability to communicate with di� erent 
populations. So social determinants of 
health care is really about the principle, 
1, that individuals have places where 
they live, work, play, and observe reli-
gious values. Quite frankly, if we don’t 
understand that, we don’t understand 
our patients. And so, at the end of the 
day, the goal is for health equity. If 
you think about it, there are 2 places 
where people don’t forgive thoughts or 

behaviors that treat them inequitably 
because [those places] proclaim them-
selves to be places free of bias, places 
that really focus on what I would call a 
level playing � eld in relationship to how 
they’re seen, how they’re treated, how 
they’re perceived. And those 2 places 
are in health care and the other 1 is in 
religious institutions. We’re a bit more 
unforgiving when those 2 places don’t 
live up to what they say they are about. 
And that it doesn’t matter what you look 
like; it doesn’t matter about your race 
or your gender or your economic status. 
So social determinants of health are 
around the environments that people 
live in that are basically man-made, or 
human-made, situations. They come 
out of systems that set people up for 
either an equitable form of care or an 
inequitable form of care. And so, if you 
think about it, it’s like a pathogen, but 
it’s a pathogen, not as in the microscope, 
and a virus, or bacteria, but it’s in the 
air, it’s in the ethos. Quite frankly, we’re 
all products of our environment. So 
where we live and where we worship, 
and where we play matter. About 80% 
of health outcomes are related to the 
physical environment, the social deter-
minants, and behavioral factors. Only 
20% of a person’s health and well-being 
is related to access and quality of care. 
As people who are providing people 
care—we must understand them. And 
in order to do that, you have to really 
understand how social determinants 
play into the whole matter of think-
ing. You’re thinking about things like 
socioeconomic factors. You’re thinking 
whether there’s education or job status 

Approaches to Curing Racial,
Ethnic Inequality in Health Care

conference coverage

COVID-19 spotlighted some deep-rooted systemic problems in health care—the 
underfunding and lack of proper infection and prevention methods at long-term 
care facilities, for instance. The pandemic also brought to the fore inequities in 
access to health care. Many racial and ethnic minority groups are more at risk 
of getting sick and dying from COVID-19 than Whites, according to the Centers 
for Disease Control and Prevention. Now, they are less likely to get the COVID-
19 vaccines. These problems in part point to the social determinants of health 
(SDOH), says G. Rumay Alexander, EdD, RN. Alexander is a clinical professor of 
nursing at the University of North Carolina at Chapel Hill. She is also the American 
Nurses Association scholar-in-residence working with the National Commission 
to Address Racism in Nursing. Alexander was 1 of the speakers last month at the 
Global Surgical Conference & Expo hosted by the Association of periOperative 
Registered Nurses (AORN), where she talked about SDOH. She recently sat 
down with Infection Control Today® (ICT®) for a wide-ranging discussion about 
health care inequalities and how infection preventionists and operating room 
nurses can deal with that problem.

“There’s a lot going on with people when they’re in environments where they’re 
not able to have the basics, where they’re not able to flourish, where they’re 
not in a healthy space to live, work, play, worship,” she told ICT®. This doctor of 
education touts the benefits of always being willing and able to learn. “You want 
to maximize curiosity and minimize certainty. Curiosity means you ask questions; 
you don’t assume.”
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or family supports or community or 
income. You could be thinking about 
health behaviors like tobacco use, or 
diet and exercise, or alcohol use, or sex-
ual activity. And then there’s the whole 
access to care piece, economically. “I 
can’t a� ord health insurance,” right? 
Then what’s done for me, or not done for 
me, is based on whether I can pay for it 
or not. That. As health providers, we’re 
responsible for understanding the whole 
being of a person. We’re literally going 
to be giving postsurgical instructions, 
discharge planning. We’re going to give 
preadmission instructions. If we can’t 
communicate with the patient, then 
now we’ve created what I call a moral 
insult that says that you don’t value me 
as a human, and therefore that a� ects 
my trust. Now my stress level is up. I’m 
not in my best place for surgery because 
these things are playing out in physical 
ways in my body. This is important 
work. This is also about…we’re on 
interprofessional teams now. Profes-
sions have their own cultures. They’re 
di� erent, even though we’re all under 
the health care umbrella, right? Phy-
sicians are socialized to come toward 
the patient in a certain way. Nurses, 
another. Anesthesiologists would be 
another. The point is, if you think about 
culture as the way we do the things you 
do—to quote the Temptations, and I 
know that’s aging me, but they’re great 
philosophers…they say it best. Culture 
is how we do what we do, the way we 
do the things we do. That’s about deci-
sion-making. That’s about policy devel-
opment. That’s about how we approach 
individuals. This is all a part of under-
standing the determinants of health. 
What determines good health? What 
determines the best outcomes? How to 
get the optimal health outcome for a 
patient. It’s proper for an organization 
to really help its members understand 
the environment that people live in but 
also who we’re working with. And when 
we’re not communicating, or we’re 
misunderstanding each other, or when 

racism or supremacy eats into our rela-
tionships, people shut down and stop 
talking to each other as professionals, 
because we’re all human, right? And all 
of us want to be respected. None of us 
wants to be insulted. Once health care 
providers aren’t talking to each other, 
the patient is really at risk and danger. 
You can see how this permeates the 
operating room, the larger health care 
organization itself—the hospital or the 
surgery center, where people are—and 
it messes with our relationships and our 
ability to come together for the good of 
the patient, which is why we’re all in the 
business we’re in.

ICT®: Do you see concern about the 
social determinants of health care forc-
ing hospitals into a more activist role in 
communities? 

Alexander: There’s what I call the 
business of health. And then there’s 
the business of health care. Now, the 
business of health care says you need 
to understand your market share. You 
need to understand who it is in your 
community that has access to your 
service. And you want to be culturally 
appropriate and culturally relevant to 
that market share. Because these are 
the people who are going to be com-

ing in. And they need to have great 
customer satisfaction so that they can 
recommend that other people come. Or 
when they need to—and hopefully, they 
won’t have to do that o� en—but when 
they do, they need to know they’re 

coming into a respectful place and a 
place that understands them. “They get 
me.” [An institution] that knows about 
my cultural tendencies. Now, that’s not 
to mean generalization, as [when some 
might] say all Hispanics are Catholic, 
or all people of 1 group is biased, and 
another group is not. In fact, that’s 
an interesting thing that I just said, 
because we all have our biases. It has no 
color. That issue in itself, understanding 
your own biases, which play into who 
we’re willing to care for, and how we’re 
willing to care for them. And so, yes, 
this pushes you into understanding 
your community, and having commu-
nity responsibilities around under-
standing those individuals, so that 
you can be in the business of health. 
The two go together. One should not 
supersede the other. It’s not about the 
inhumane piece. It’s about the humane 
piece as well. One of my mottos is “all 
encounters are cultural encounters.” 
You’re never in a place where you’re not 
having a cultural encounter. And people 
come not only with their bodies, but 
with their experiences of people who are 
surrounding them for the care. When 
experience shows up, it speaks, and it 
speaks loudly. It usually shows up as 
a feeling, or a thought, or a belief, or a 
decision about who’s worthy of getting 

the best care, or the minimum amount. 
And that’s tied to many other factors 
that come into play. We live in a society 
now that’s going to be more and more 
diverse. And, in fact, the numbers have 
been predicted for quite some time. 

“We’re in the business, and we take the 
oath to do no harm. We’re responsible for 
understanding everyone, not just the majority, 
and we’re responsible for serving everyone to 
the best of our ability.”

“We’re in the business, and we take the 
oath to do no harm. We’re responsible for 
understanding everyone, not just the majority, 
and we’re responsible for serving everyone to 
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And there’s a shift going on right now 
in who’s majority, who’s minority. And 
that matters. Because as the majority 
typically is making decisions, it’s mak-
ing decisions [based on] its own value 
systems, its own beliefs, its own experi-
ences. And unless by design, you work 
on understanding those who are not of 
the majority, you’re going to do harm. 
We’re in the business, and we take the 
oath to do no harm. We’re responsible 
for understanding everyone, not just 
the majority, and we’re responsible 
for serving everyone to the best of our 
ability. And this is why understanding 
those social determinants and what 
people have the agency to do or not [is 
so important]. Because at the end of the 
day, it’s the systems that set people up 
for the conditions they live in. You need 
to understand that full array. It’s not 
that they’re just lazy people, or they’re 
just not [intelligent] people. They’re 
often held hostage in situations that 
they did not themselves decide to live 
in. The decision to put the toxic waste 
dump in a certain neighborhood, or to 
put lead in the water like they did in 
Flint, Michigan, and intentionally give 
it to certain populations knowing that it 
would harm and not giving it to others, 
because we value them more. All of 
that’s tied into the social determinants 
of health.

ICT®: What part does trust play in this? 
If I’m a Native American and the govern-
ment says to me, “Hey, we’ve got a vac-
cine for you. Do you want to come and 
get it?” I might have second thoughts 
about that. How do you deal with that?

Alexander: Trust is a huge, huge piece. 
You just went back to the experience 
that Native Americans have had when 
they trusted the system, and they 
expected it to be thoughtful about them, 
caring about them, and having their 
best interests at heart. And they can 
point to times when that wasn’t true. 
The same is true with African Amer-

icans and the Tuskegee experiment 
where trust was an issue. We’re living 
right now dealing with trust issues. 
In order to be trusted, you have to be 
trustworthy. Trustworthy means that 
you do what you say you’re going to 
do. This is why I made that comment 
earlier about the people not forgiving 

institutions who proclaim that “we treat 
everybody with the best of intentions 
to the best of our ability,” when [those 
groups have] had an experience that’s 
different. Nurses are the most trusted 
profession in the country, of all the pro-
fessions, and have been for the last 18, 
19, 20 years. And so when we are a part 
of a system that is not giving that kind 
of thought to who it is we’re caring for, 
and we’re making differences in how we 
treat them, and we as nurses don’t advo-
cate for the patient, or speak to those 
issues—or any health provider—then we 
have created this distrust which we pay 
for down the line like we’re doing with 
the vaccine distribution. They’re not iso-
lated events. Experiences aren’t isolated 
events. The narratives that get passed 
[down] generationally about how some-
one like us from a certain identity group 
are treated impacts the future about 
what people are willing to do, where 
they’re willing to go, what they might 
even consider to be honest information. 
Now we’ve got this vaccine hesitancy for 
reasons that really date back to…one of 
the reasons obviously, there are some 
myths out there that aren’t true...but 
one of the reasons is our historic mem-
ory. We haven’t always been valued. 
In fact, some of us have been treated 

very inhumanely, or dehumanized is 
another way of thinking about it. Once 
you dehumanize someone, you can do 
anything to them. So why would I place 
myself in your hands if I don’t trust 
you? There’s a power inequity there. If 
I’m unconscious on the table, and you’re 
in charge, I’ve turned over my agency 

and my power to you. Something that 
valuable—be it my child, my wife or 
husband, my grandmother, my mother, 
my father or grandfather, people who 
are precious to me—if I turn that over 
to you, and I’m vulnerable at that point, 
then I need to be assured. I need to be 
able to trust that you’ve got my best 
interest at heart. And so that’s going to 
take decades because trust is something 
that you build. You can destroy it in sec-
onds. And then it takes you years again 
to build it. And what we’re talking about 
now are decades of places where people 
can point to when you didn’t have my 
best interest at heart for reasons other 
than thinking of me as human. We’re 
kind of in that rehumanizing phase and 
rehumanizing is part of gaining that 
trust back. But rehumanizing is also 
part of the social determinants. They all 
come full circle. A bad decision can have 
really long-term consequences. And I’ll 
tell you something that I use often that 
sounds like a health care statement, but 
it’s more of a parenting statement. And 
quite frankly, it’s something that my 
mother used to tell us—me and my two 
sisters as children—but it works even 
in work settings. And that is: “You can’t 
talk your way out of what you behaved 
your way into.” That kind of wraps up 

“If we’ll just think about ourselves, or think about our mind, 
like a computer with a ‘maximize’ and ‘minimize’ button: 
You want to maximize curiosity and minimize certainty. 
Curiosity means you ask questions; you don’t assume.”
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what I mean, by the trust factor: You’re 
saying one thing; you’re doing another.

ICT®: The two groups who least want 
to get the COVID-19 vaccine are African 
Americans and Republican males. It’s 
strange how this lack of trust can mani-
fest itself in such different groups. 

Alexander: Trust is a very human 
factor, just like empathy is. And you 
were talking a minute ago about putting 
yourself in someone else’s place. Part 
of the ability to be culturally appropri-
ate and relevant is that ability to have 
empathy for others, to put yourself in 
their shoes. If I lived where they lived, 
and if I were born at the time they were 
born, would I be di� erent? How would 
I feel? “Here I am. I made it. I don’t 
know why you can’t make it.” One of the 
things that is really tied to this whole 
social determinants piece—and notice 
it’s social, meaning man-made—is 
what’s called deaths of despair. There 
are about 20 million Americans expe-
riencing what is called a demographic 
depression. And most of them are rel-
atively young, they’re predominantly 
White, less than college-educated, and 
have not bene� ted from economic 
growth, or they’ve lacked access to 
care, they’ve su� ered from debilitat-
ing pain on a daily basis, usually due 
to some form of disability, which is 
o� en observed in later life. But there’s 
this—with these groups, as I said, it’s 
predominantly White, but it’s also pop-
ulated by all the other racial and ethnic 
groups as well—[there’s] a higher rate 
of death. And the researchers refer to 
it as deaths of despair: suicides and 
alcohol- and drug-induced deaths. And 
that has contributed to a decline in life 
expectancy by 3 to 4 years. There’s a lot 
going on with people when they’re in 
environments where they’re not able 
to have the basics, where they’re not 
able to � ourish, where they’re not in a 
healthy space to live, work, play, wor-
ship. It’s an important piece for us to 

understand, and if trust isn’t there, and 
I am someone who is self-medicating 
to cope with my despair, and I don’t 
trust that you will understand that so I 
don’t tell you in the patient history, you 
[the provider] could have an outcome 
that you can’t explain. Or you could 
be administering something or doing 
something that normally you wouldn’t, 
and have an adverse outcome. But 
because they didn’t trust you and you 
were missing that piece of information 
which was vital, you now have a bad 
outcome. That bad outcome could lead 
to being in intensive care. If that person 
doesn’t have insurance, the cost of care 
goes up because they don’t have the cov-
erage. My point is 1 feeds the other. The 
healthier we are as a whole of people, 
the more the systems are healthy as a 
whole.

ICT®: Is there something that I neglected 
to ask that you think is pertinent to this 
conversation that you want your fellow 
health care professionals to know? 

Alexander: The main thing is we have 
to remember that we’re in the busi-
ness of patient care. And we need to be 
patient-centered in all of our thinking. 
We should really give some thought to 
how our decisions are being made. We 
need to really work on self-awareness. 
And that’s an important piece, under-
standing what pushes your buttons, 

asking yourself questions about “Why 
do I think this?” about this individ-
ual or not. And like I said, we all have 
biases, most of them are invisible, but 
they’re operating—unconscious bias or 
implicit bias. The more you know what 
your biases are and you’re working on 
them by design, you’re going to give 
better care. You’re going to naturally 
start working on “How can I be the best 
health care provider for this person 
who’s in their most vulnerable state, 
and has turned their life, or the life of 
their precious one, [over] to me?” Which 
is a space that’s sacred, and it’s a space 
that not everybody gets exposed to. 
If we’ll just think about ourselves, or 
think about our mind, like a computer 
with a “maximize” and “minimize” 
button: You want to maximize curios-
ity and minimize certainty. Curiosity 
means you ask questions; you don’t 
assume. Curiosity means you go learn 
things. That you come to an honest 
place of saying, “Here’s what I don’t 
know.” Because that’s what true edu-
cation is about. Getting to know what 
you don’t know and learning it—� lling 
in that void. I think when we do those 
things, we’re bringing our best selves. 
And we’re meeting our obligation to our 
patients. And I think that’s where I’ll 
leave it. 

This interview has been edited for 
clarity and length.

To watch the full interview scan the QR code or visit
www.infectioncontroltoday.com/view/approaches-
to-curing-racial-ethnic-inequality-in-health-care

ICT0921_028-031_F4-QA.indd   31ICT0921_028-031_F4-QA.indd   31 8/23/21   11:38 AM8/23/21   11:38 AM



FEATURE

32  ICT®    September 2021 WWW.INFECTIONCONTROLTODAY.COMWWW.INFECTIONCONTROLTODAY.COMWWW.INFECTIONCONTROLTODAY.COMWWW.INFECTIONCONTROLTODAY.COMWWW.INFECTIONCONTROLTODAY.COM

In fall 2016, I was on my way to work at 
8 AM on a Monday when my cell phone 
rang. It was the surgical department 

of a 350-bed acute care hospital in Texas 
where I served as an infection prevention 
(IP) consultant. They wanted to report 
that some instruments were used on a 
patient over the weekend even though the 
biological indicator failed. 

To be of help in an operating room (OR) 
an IP must grasp 4 key concepts about 
biological indicators: what a biological 
indicator is (an indicator that goes into 
each pack of surgical instruments to deter-
mine that each instrument gets sterilized), 
where it is placed in the instrument pack 
(in the middle), how it is documented (in 
a freestanding notebook in the OR), and 
what to do with a patient who had surgery 
with potentially nonsterile instruments 
(notify the infection control department). 

Luckily, I knew all these things because 
I have the experience of being a consultant 
and working for many hospitals. I reviewed 
the case, then set up a protocol to monitor 
the patient for possible infection. 

Although that was resolved quickly, 
what happens if the scenario is more 
complicated, as it was for me in summer 
2019? At 5 pm on a Friday, I received a call 
moments a� er I turned o�  my computer 
eager to start the weekend. 

The surgery department of a 250-bed 
acute care hospital in Washington needed 
my help because they had experienced 
problems during the week with wet packs 
(packages or containers that hold surgical 
instruments that become moist a� er steril-
ization is completed). They were frustrated 

because they couldn’t � gure out why. 
I was told they had already reviewed all 

documentation showing that sta�  mem-
bers followed policies and procedures. 
Because there was a record of sta�  who 
had signed o�  indicating that the sterilizer 
trap was cleaned twice a day, they didn’t 
suspect that was the problem. Meanwhile, 
they called the sterilizer company to come 
troubleshoot the issue. However, the sta�  
wondered if there was something else 
they should do. 

I thought about factors that could lead 
to wet packs and asked:

1“Has the trap of the sterilizer been 
cleaned?” Their response: “Yes. We 

have staff documenting that it is cleaned 
and checked every morning.”  

2“Were the packs overloaded?” Their 
response: “No.”

3“Is there a problem with the function 
of the sterilizer?” Their response: “The 

vendor is coming to check this.”

4“Is there a problem with how packs 
are stored post sterilization?” Their 

response: “We don’t think so.”

I decided to go to the OR to verify and 
validate everything I had been told. I 
reviewed the department’s practices to 
see if I could determine the problem and 
work with the department to develop an 
action plan. I did a quick walk-through of 
the area to look for anything that might be 
causing the problem but found nothing. 
So I decided to look at the documentation 
for each sterilizer, paying close attention to 
the sterilizer for which the problem packs 
were processed. 

This Way to the OR,
Infection Preventionists
BY LINDA SPAULDING RN, BC, CIC, CHEC, CHOP

operating rooms

The sta�  had documented that all Bow-
ie-Dick, biological, and chemical indicators 
had passed inspection. 

I thought, “What should I do next? Do I 
know what I’m looking for? Do I know the 
sterilizer in question needs to be put out 
of service until the issue is identi� ed and 
corrected?” I felt pressure because having 
1 sterilizer down might mean canceling 
some surgical procedures. 

The Checklist
I scanned the checklist to ensure that the 
trap had been emptied at the beginning of 
the shi�  each day and that someone had 
signed the form verifying that the sterilizer 
trap had been cleaned every day per hospi-
tal policy. I asked the sterilizer technician 
to remove the trap. Inside I found a sticker 
that had a date of a week and a half earlier, 
which caused the wet packs. 

Essentially, personnel were falsely 
documenting that they had cleaned the 
trap when it had not been cleaned appro-
priately for a few days. I told the staff 
that they must not only run their � ngers 
through the trap to clean it but also look 
inside because a sticker that is stuck in 
the trap will not come out with a � nger 
swipe. Management of the department 
took disciplinary action. (I do not know 
what that included.)

These 2 scenarios are examples of why 
IPs must verify and validate everything 
they are told. Many IPs have a misconcep-
tion that the surgical suite is the cleanest 
and most sterile area in the hospital. 
Because of this, many IPs trust that every-
one working in the OR knows what they are 
doing and o� en shy away from going into 
the OR because they do not have a comfort 
level in their knowledge of OR practices. 

Many IPs spend most of their time on 
the computer developing policies and pro-
cedures, submitting data to the National 
Healthcare Safety Network, reviewing 
charts for patient infections, developing 
education programs, attending meetings, 
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and putting out fires. This leaves little 
time to learn about infection prevention 
in the OR.

Yet there may be many issues related 
to infection prevention in the OR that sta�  
in the area do not see. They have worked 
in the area for so long that their ability 
to identify incorrect practices decreases 
because what they see every day appears 
normal to them. For this reason, it is cru-
cial that IPs make regular rounds in the 
surgical suite as well as perform direct 
observation of cases and observation of 
the cleaning, disinfection, and sterilization 
processing areas. 

These actions can help IPs identify any 
practices or shortcuts sta�  are taking that 
may contribute to decreased patient safety. 

For instance, a vendor for a particular 
instrument might accompany the sur-
geons in the OR to teach them about the 
instrument during the procedure. But 
earlier in the day, the IP saw the vendor 
walking in the hallway in the same scrubs 
now being worn in the OR. In addition, 
the IP can tell the scrubs aren’t hospital 
scrubs because they are a di� erent color. 
Although the OR sta�  should have noticed, 
in the rush to get the case under way, they 
missed it. A fresh set of eyes can help 
identify issues that others may overlook.   

Where to Start
Because IPs are familiar with areas such 
as biological and chemical indicator doc-
umentation, they should begin there. 
Ask sta�  to show how they document the 
indicators and where the records are kept. 
From there, see if there is documentation 
for every pack. 

Next, expand upon that knowledge by 
studying what it means if there is a failed 
indicator. What is the proper action sta�  
should take? As IPs make rounds, they 
should strike up a conversation with OR 
sta�  and have them explain what they 
would do if there is an indicator failure 
and then compare that response to the 
hospital policy. If there are discrepancies, 
talk with the manager and determine if 
there was a misunderstanding. This may SU

D
O

K
1@

ST
O

C
K

.A
D

O
BE

.C
O

M

also alert the manager that the sta�  could 
use a policy refresher. Working side by 
side with OR sta�  and learning the ropes 
will bene� t the IP, putting another level 
of patient safety in place.

Another way for IPs to learn more about 
surgical cases and decontamination pro-
cesses is to review the DNV Accreditation 
Standards and/or the Joint Commission 
accreditation standards.1,2

The IP’s role is to be the veri� er and 
validator of the OR and decontamination 
policies and procedures. Therefore, IPs 
need to observe practices in these areas to 
ensure all policies, procedures, standards, 
and guidelines are being followed. This 
can be accomplished through collabora-
tion with OR managers and sta� . The IP 
should also be a member of the surgical 
committee. 

IPs should be noti� ed of the following: 
failure of a Bowie-Dick test, problems 
with wet packs as indicated by biological 
or chemical indicators, or concern about 
unsterile instruments in the surgical suite 
and whether they were used on a patient. 
If any of these incidents occur, an IP can 
properly monitor a patient or group of 
patients for a surgical site infection.

The IP and surgical department need 
to catch near misses and put corrective 
action plans in place.

Infection prevention cannot be entirely 
learned in the OR, but continuing educa-
tion will help IPs become experts in the 
surgical suite.

The many references that IPs should 
obtain include the following: 
  Association of periOperative Registered 

Nurses standards3

  Association for the Advancement of 
Medical Instrumentation standards⁴

  Disinfection & Sterilization, a website 
maintained by William A. Rutala, PhD, 
MPH5

  Central Service Technical Manual, pub-
lished by the International Association 
of Healthcare Central Service Materiel 
Management6

  Centers for Disease Control and Pre-
vention standards for prevention of 
surgical site infections⁷
These references will provide IPs with 

a strong knowledge base, allowing a com-
plete review of surgical suites and decon-
tamination/sterilization areas to assist in 
preventing poor practices and increasing 
patient safety. 

By understanding the information 
in these references, the IP will be able 
to verify and validate proper practices 
in these areas. IPs must remember that 
practices are as good as people are taught. 
Proper training is the responsibility of 
the facility and the IP, who should take 
advantage of all opportunities to improve 
their knowledge. 

LINDA SPAULDING, RN, CIC, BC, CHEC, CHOP,
is an infection prevention consultant and founder 
of InCo and Associates International, Inc.

REFERENCES AVAILABLE AT 
INFECTIONCONTROLTODAY.COM

ICT0921_032-033_F-OR.indd   33ICT0921_032-033_F-OR.indd   33 8/23/21   11:40 AM8/23/21   11:40 AM



PRODUCT LOCATOR

34  ICT®    September 2021 WWW.INFECTIONCONTROLTODAY.COM

Device Said to Continuously 
Disinfect Rooms
The idea behind its continuously 
disinfecting light emitting diode
(LED) � xture, according to o�  cials 
with Energy Harness Corporation, 
is to draw in air, disinfect it with ultra-violet C light (UVC), 
and let the disinfected air back into the room. Because the 
product—the Active Air� ow LED � xture—is mounted on the 
ceiling, UVC disinfection of pathogens can be done even in 
occupied rooms, the company claims. 

In a company press release, Michael Fischer, president of 
Energy Harness Corporation, said that one of the best ways 
to combat airborne viruses is to “continuously recycle indi-
vidual room air while safely treating it with UVC radiation.”

The device was tested at a nationally recognized testing 
laboratory (NRTL) called Intertek Laboratories. (The Occu-
pational Safety and Health Administration uses NRTLs as 
part of its approval process.)

Energy Harness Corporation said in the press release that 
its product “was shown to be 99.9% e� ective in eliminating 
airborne pathogens. Further laboratory testing directly on the 
SARS-CoV-2 virus has shown the LED technology produced 
in the Active Air� ow � xture showed a 99.998% inactivation 
of the virus—within one second. A virus reduction rate of 
99.999% is the maximum sensitivity that the testing mech-
anism could measure.”

Peter Lehrer, Energy Harness Corporation’s vice president 
for project development, said in the press release that “to know 
that our technology maxed out the testing equipment, that’s 
a pretty exciting moment. It says that we’ve got the ultimate 
virus killer on our hands.”

https://energyharness.com

Borescope Designed to View Hard to Reach Places
Business management expert Peter Drucker 
gets credit for coining the adage that’s 
become a golden rule, not only in health 
care, but in many industries: “If you can’t 
measure it, you can’t improve it.” Of course, 
you usually can’t measure “it”—whatever 
“it” happens to be—unless you can see it. 
Healthmark Industries recently unveiled a 
tool that should make viewing easier with 
its FIS-007, which the company added to its 
Optical Inspection product line. 

The instrument is a “borescope 

designed to visually inspect internal 
channels of potentially soiled or damaged 
items with enhanced light, vision, and 
magni� cation,” the company says in a 
press release. 

The FIS-007 features a modular design 
with interchangeable � exible inspection 
scope attachments available in diameters 
of 1.06mm and 1.9mm. 
These scopes have a work-
ing length of 110cm and 
attach to a 13.3W x 9.9L x 

4.7H cm control box, allowing for light 
level adjustments, image capture*, and 
video recording. (These features are only 
available for the USB control box with 
FIS-007 so� ware, which is included and 
installs on Windows 10 PCs.) The company 
states that “the 1.06mm scope is designed 
to inspect internal channels of 1.1mm in 
diameter or larger, and the 1.9mm scope 
is designed to inspect internal channels 

of 2.0mm in diameter or 
larger.”

www.hmark.com

Product Takes Aim 
at Foodborne Infection
Every industry needs help with infection prevention these days, 
not just health care. Foodservice industries, of course, have always 
been obsessed with cleanliness. About 1 in 6 Americans su� er 
from a foodborne illness each year, according to the Centers for 
Disease Control and Prevention. 

PDI, which manufactures infection prevention products, just 
unveiled a new product that will help in that endeavor: Sani Pro-
fessional Degreasing Multi-Surface Wipes, which are contained 
in a So� pack. PDI says in a press release that “the new So� pack 
provides a convenient and portable format containing 75 extra-
large, heavy-duty disposable wipes that are pre-moistened and 
ready to use. Powered by a grease-� ghting formula, the product 
is designed for frequent grease cleaning during the day to make 
the end-of-shi�  heavy-duty grease cleaning less cumbersome.” 

Esperanza Carrion, vice president and general manager of 
Sani Professional, the division of PDI that makes the product, 
said in the press release that “the Sani Professional Degreasing 
Multi-Surface Wipes in the new So� pack format make cleaning 
simple, e�  cient, and e� ective so businesses can focus on deliv-
ering satisfying customer and employee experiences.”

The PDI press release further states that “the new � exible 
packaging format was developed in response to customer 
requests for products that are more portable and save space. 

Through careful design, the So� -
pack format has reduced plastic 
packaging by more than 85% 
while also requiring less storage 
space than a pail format.”

https://pdihc.com/global/

is designed to inspect internal channels 
of 2.0mm in diameter or 

larger.”
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A PORTION OF SALES 
WILL BE DONATED TO 

GILDA’S CLUB
A CANCER SUPPORT 

COMMUNITY.

HEART 
OF THE

HOSPITAL
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Show apprecia�on 
for your staff with 
our “Heart of the 

Hospital” Fine Sign, 
PPE Decals or 

design your own 
Custom Headwear!

HMARK.COM | 800.521.6224

Healthmark's collec�on of 
pink Cool Aids allow you to 

keep cool while showing 
your support.

This pre-printed co�on 
scrub cap has a pink pa�ern 
of ribbons, hearts and the 
words "hope" & "love".

Healthmark’s Compression
Socks are designed to help 
ba�le muscle fa�gue.

Show support while 
following AORN guidelines 

by keeping arms covered in 
the sterile pack area with 

Healthmark’s Arm Sleeves.

Healthmark’s Disposable 
Custom-Printed Scrub Caps 
can be printed with a pink 
pa�ern of your choice.

Healthmark's collec�on of 
pink Cool Aids allow you to 

keep cool while showing 

scrub cap has a pink pa�ern 
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Give it a super new package.
More Convenient: The #1 wipe in healthcare1 is now 
available in a softpack format that is easy to use and store.

More Flexible: Compact design offers greater flexibility 
for disinfection on the go in acute care and non-acute 
care settings.

More Sustainable: The new softpack format contains 
80% less plastic and reduces the overall waste footprint.2

Visit pdihc.com/supernewpackage

1. GHX Intelligence Date 2020 Q4
2. In comparison to weight of plastic for similar canister format; data on file

How do you make the #1 wipe 
in healthcare even better? 

Introducing the
Super Sani-Cloth® Wipes Softpack
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