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T he hustle and bustle of the holiday 
season is over, and the new year is 
upon us, bringing with it the prom-

ise of a fresh start. Whether it’s tackling 
that resolution, returning to work a� er 
a break, or getting a jump on spring 
cleaning, this time of year always feels 
like a new beginning. 

We rely on that burst of momentum 
to make fast progress against goals in 
both our personal and professional lives. 
Here at Infection Control Today®, our goal 
continues to be to bring the latest news 
in infection control and prevention to our 
diverse audience of frontline infection 
preventionists (IPs), RNs, environmental 
services teams, sterile processing profes-
sionals, and other stakeholders. 

The cover story on page 24 for this 

joint January/February issue focuses 
on the still-lingering challenge IPs face 
of ensuring up-to-date and accurate 
mandatory state and federal COVID-19 
reporting amid a very large workload. 
As IP Rebecca Leach, MPH, BSN, RN, CIC, 
advises, it sometimes becomes necessary 
to triage job duties to stay a� oat. Attack 
anything related to regulatory bodies or 
government requirements � rst, followed 
by any local facility priorities, and then 
turn your attention to putting out day-
to-day � res.

Also in this issue is a helpful article on 
page 28 on an IP formula for providing 
constructive criticism based on trans-
parency, humility, and empathy. 

In addition, on page 207 we examine 
long-term care facilities and how they 

handle resistant infections caused by 
extended-spectrum β-lactamase–pro-
ducing bacteria, and on page 20, we 
take a peek at the sterile processing 
department’s role in reprocessing eye 
care devices.

The issue wraps up with a special article 
on page 22 in honor of Rare Disease Month 
in February that examines the challenges 
IPs face in the � ght against rare diseases 
and disorders. 

As always, please feel free to send your 
content ideas to editor Tori Whitacre Mar-
tonicz (tmartonicz@mjhlifesciences.com).

Thank you for reading, and happy new year! 

Mike Hennessy Jr
President and CEO
MJH Life Sciences®

The Promise of a Fresh Start
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Wasting 
Away

hand hygiene

common disease I cause is inherited or 
sporadic. For health care facilities, medical 
equipment contaminated with me can be 
quite concerning. It is important for health 
care facilities to have systems in place to 
identify individuals with suspected or 
con� rmed infections of me, especially 
when surgeries are being planned. 

Because the diseases I cause are neuro-
logic in nature, my coming in contact with 
neurologic tissue is of the highest concern. 
Contaminated medical equipment must 
be disinfected, sterilized, or discarded 
appropriately to prevent my spread. Use 
of contaminated medical equipment on 
other patients could result in the trans-
mission of me from one surgical patient 
to another. Health care facilities must 
also take care to communicate suspected 
or con� rmed infections of me to prevent 
donations of infected corneas, which have 
also been associated with the transmission 
of infection. 

Who am I?

I am one-of-a-kind. I love that about 
myself. I’m not at all like any other 
infectious agents out there. I’m not a 

bacterium or a virus. No, I march to the 
beat of my own pathology. And I like to 
remain a bit of a mystery to those individ-
uals who try their best to understand me. 
I’m insidious. I can hide away dormant, 
sometimes for decades, before anyone 
will know that I’m there. I’m also not 
very common. I like to carefully choose 
who I will infect, and only approximately 
300 cases of me are found in the United 
States every year. 

Diseases caused by me were first 
described in � ocks of sheep in the 1800s, 
but little was known about how these 
infections came about. Infected animals 
would appear easily excited and eat heart-
edly—but still slowly waste away, resulting 
in their death. Human cases began to 
emerge in the early 20th century, some 
resulting from cannibalism in tribal 
communities. The last recorded case of 
infection resulting from cannibalism 
was in 2005. But consumption of human 
tissue is only one of several ways that 
I can be transmitted. Infection by me 
can also result in di� erent diseases, all 
neurological. Although no one knows 
why, I can induce cellular proteins to fold 
and clump together and cause signi� cant 
damage to the brain. 

My incubation period may be long, but 
I eventually begin to make my presence 
known through the neurological symp-
toms that are seen in those individuals 
I infect. These symptoms o� en appear 
suddenly and progress rapidly. As brain 
damage progresses, those infected will 
rapidly develop dementia, di�  culty walk-
ing, hallucinations, muscle sti� ness, con-
fusion, di�  culty speaking, and fatigue. 
Although medicine can be given to slow 
the progression and keep those infected 
comfortable, there is no known cure for 
the diseases that I cause. Eventually, the 
rapid debilitation from my infection will 
likely result in death.  

Humans are at risk of infection with 
me when they have a family history of the 
disease, have consumed infected meat, or 
have been infected by contaminated medi-
cal equipment or corneas. Since 1996, only 
230 cases resulting from the consumption 
of infected cattle meat in 12 different 
countries have been identi� ed. The most 

To discover who I am, visit
InfectionControlToday.com/
view/Jan-2023-bug-month

BY HEATHER SAUNDERS, MPH, RN, CIC

To discover who I am, visit
InfectionControlToday.com/
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C lostridioides difficile infections cost 
US hospitals billions of dollars each 
year1 and cause untold emotional 

anguish to patients and their families. 
And the number of cases continue to rise. 

What can be done?
In findings from a study recently pub-

lished in Infection Control and Hospital 
Epidemiology,1 investigators showed how 
important thorough and effective cleaning 
is on reducing the spread of C difficile, 
which is difficult to kill. To gain some 
insight on the findings, 2 of the authors 
jointly answered questions from Infection 
Control Today® (ICT®). Philip C. Carling, 
MD, is the director of infectious diseases 
and hospital epidemiology at Carney 
Hospital in Dorchester, Massachusetts. 
He teaches and is involved in clinical 
research at Boston University School of 
Medicine, where he is a clinical professor 
of medicine. Russell N. Olmsted, MPH, 
CIC, is the director of infection prevention 
and control at Trinity Health based in 
Livonia, Michigan. He has more than 39 
years of experience in the fields of infec-
tion prevention and control and health 
care epidemiology.

ICT®: Tell us about the recent study2 you 
conducted on mitigating hospital-onset  
C difficile. What did you set out to mea-
sure, and what were the study findings?

Philip C. Carling, MD, and Russell N. 
Olmsted, MPH, CIC: C difficile infections 
are estimated at half a million per year, 
causing 29,000 deaths,1 especially among 
at-risk individuals, and [cause] more 
than $5.4 billion1 in excess health care 

costs. Despite many efforts across the 
industry, the past 30 years of C difficile 
mitigation efforts have proven ineffective 
in substantially reducing hospital-onset 
C difficile infections (HO-CDI). We set out 
to dig deeper on the issue—given the lack 
of evident solutions.

As infection preventionists know,  
C difficile bacteria spores are extremely 
difficult to kill. You must use a sporicide 
to kill them. However, daily sporicidal 
use among hospitals—every room, every 
day—remains low. The primary reason 
is that many sporicides are too hard on 
hospital equipment and devices. That 
changed in 2015 when a highly effective 
and environmentally safe daily sporicide 
came on the market.

Our study was supported by previous 
research from Shaughnessy MK et al 
and Kundrapu et al that identified that 
admission to a room that was previously 
used to care for a patient with C difficile 
increased risk to subsequent occupants.3,4 
This “room placement” risk factor has also 
been confirmed by Root ED [et al]3 and 
most recently by Sood G [et al].6 These 
studies shed a light on the role asymptom-
atic carriers play in transmitting HO-CDI. 
Given that residual C difficile spores can 
be asymptomatically shed onto surfaces 
by the preceding room occupant, it makes 
a strong argument for hospital-wide  
daily sporicidal cleaning that mitigates 
risk for placement in any available  
inpatient room.

LITERATURE REVIEW
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New Research Demonstrates a 50% Decrease 
in Hospital-Onset C difficile Infections
BY TORI WHITACRE MARTONICZ
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The objective of our study was to put 
a spotlight on the critical role of thor-
ough and e� ective cleaning in decreasing 
HO-CDI. Speci� cally, we were looking to 
objectively quantify the impact of com-
bining daily, hospital-wide sporicidal use 
with robust training, an evidence-based 
process, and actionable cleaning data.

The � ndings were unprecedented. We 
achieved a sustained 50% decrease in 
HO-CDI compared [with] control hospitals. 
We found that an optimized cleaning 
process, environmental hygiene moni-
toring, and feedback to environmental 
services (EVS) sta�  to optimize cleaning 
thoroughness [were] e� ective in sustain-
ably reducing infection rates. Given our 
results, it is very likely that implementing 
such a programmatic intervention could 
have a significant impact on the way 
hospitals address HO-CDI mitigation 
moving forward.

ICT®: What methods were used for 
conducting the study, and how did these 
methods impact the outcomes?

PCC and RNO: The study was con-
ducted across 8 hospitals with stable 
endemic HO-CDI. Following an 18-month 
preintervention control period, each 
site implemented a daily hospital-wide 
sporicidal disinfectant patient zone clean-
ing, followed by cleaning thoroughness 
performance feedback using a previ-

ously validated pro-
cess improvement 
program.

We incorporated 
the daily use of a 
sporicide (in every 
room, every day) that 
provided e� ective dis-
infection and is com-

patible with a wide range of environmental 
surfaces. This is important because other 
historical sporicidal disinfectants like 
diluted sodium hypochlorite can’t be 
used daily because they are too harsh on 
surfaces and � nishes.

This study was the � rst to monitor the 

daily, hospital-wide use of a sporicide to 
evaluate the impact on endemic C di�  cile 
transmission. Rigorous controls were 
built into the study design. Many stud-
ies over the years have tried to evaluate 
interventions to mitigate transmission 
risks for C difficile. However, these are 
multifactorial, making determination of 
the relative contribution of speci� c inter-
ventions more challenging. This was the 
� rst-ever controlled study of a single type 
of intervention—in this case, optimized 
environmental hygiene—to decrease 
endemic transmission of C di�  cile.

ICT®: What made the biggest impact 
in driving the significant reduction in 

C difficile?

PCC and RNO: The 
study puts a strong 
emphasis on stan-
dardization of poli-
cies and procedures 
for daily and dis-
charge cleaning and 

disinfection of health care facilities by 
EVS technicians with proper training 
and support. These policies and pro-
cedures were based on the Association 
for the Health Care Environment’s 
(AHE) Practice Guidance for Health Care 
Environmental Cleaning.7

It also revealed the critical role of both 
the daily use of a sporicide, as well as 
monitoring and feedback to EVS personnel 
on how well they are cleaning inpatient 
rooms and other spaces using a � uores-
cent marking system that is targeted on 
frequently touched patient zone surfaces. 
Alone, neither one of these interventions 
would have been able to mitigate HO-CDI 
to the extent the study found when these 
interventions were combined.

ICT®: Are the findings of this study 
more or less significant compared with 
similar studies?

PCC and RNO: This investigation builds 
on prior studies that demonstrate the 

critical role environmental surfaces play 
in cross-transmission of C di�  cile in health 
care settings. The � ndings are signi� cant 
in demonstrating e�  cacy of an EVS pro-
gram that highlights the importance of 
the daily work of EVS personnel to provide 
a safe, clean environment for patients, 
other health care personnel, and visitors. 
It also is signi� cant in that it demonstrates 
e�  cacy of a sporicidal disinfectant for 
disinfection of all inpatient rooms, not just 
those that housed a patient with known 
acute C di�  cile infection.

ICT®: What are some of the key take-
aways for hospitals based on the findings?

PCC and RNO: The objectively quanti� ed 
results tell us 2 things. First, they high-
light the signi� cant role asymptomatic 
carriers play in the spread of C di�  cile
and the impact daily cleaning can have 
on controlling environmental contam-
ination from this group.7 Second, the 
results underscore the dramatic impact 
optimized environmental hygiene and 
the work of EVS professionals can have on 
reducing transmission. It’s not enough to 
use a daily sporicide hospital-wide without 
also assuring that the cleaning is thorough 
and consistent. That’s why training and 
cleaning feedback is so important.

ICT®: What significance will this 
research have in the future mitigation of 
C difficile transmission?

PCC and RNO: Until now, there has 
not been a study conducted to this level 
of rigor [or] that has taken into account 
newer research on the understanding of 
the epidemiology of C di�  cile transmis-
sion. As discussed in a recent review,8 this 
intervention to mitigate HO-CDI is clear-
cut, and the results are strong enough that 
hospitals with ongoing endemic HO-CDI 
cases should consider the relevance of the 
study to their own institutions.

REFERENCES AVAILABLE AT 

INFECTIONCONTROLTODAY.COM
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I nfection control is not only necessary 
in health care settings. When the world 
shut down, universities needed to 

identify and isolate individuals exposed 
to COVID-19. Epidemiologists at the Uni-
versity of Illinois Chicago (UIC) developed 
and implemented a novel contact-tracing 
program that reduced COVID-19 exposures 
and infections on the campus during 
the 2020 to 2021 school year. To sta�  its 
COVID-19 Contact Tracing and Epidemiol-
ogy Program (CCTEP), UIC chose students 
instead of individuals from the local 
health department like other universities 
and colleges have done. Results from the 
program were recently published in the 
American Journal of Infection Control.1

To learn more, Infection Control Today®

(ICT®) spoke with Jocelyn Vaughn, MS, 
MA, lead study author and a research data 
scientist at the UIC School of Public Health. 

Vaughn noted that sta�  ng the CCTEP 
was vital to its success. “The university 
could have relied on our local health 
department, the Chicago Department 
of Public Health, to contact trace our 
students and employees, which was a 
decision [made] by many other universi-
ties,” Vaughn said. “We opted to develop 
an indigenous contact-tracing program as 
an alternative and sta�  it with students. 
There were a couple of main reasons why 
we chose students. No. 1 is that they are 
native to UIC. We expected that the major-
ity of people we served would be students, 
and we thought that [the students working 
in the program] would be particularly 
poised to empathize with the people...they 

were speaking to on the other line and 
[would] also promote good public health 
behavior and education. Additionally, they 
tend to be extremely tech savvy and very 
good at learning new skills quickly and 
adapting to change.”

ICT® also spoke with Leah Kelemen, 
a graduate student in the UIC College of 
Nursing and a contact tracer with the 
program, and Chloe Edmiston, MPH, a 
recent graduate of the UIC School of Public 
Health (epidemiology/biostatistics) and 
the supervisor of the CCTEP call center.

Edmiston told ICT® what surprised her 
most about working with CCTEP was the 
backlash on lockdown procedures and 
where it stemmed from. “It was surprising 
to me how much of that [backlash] was 
rooted in fear…in a lack of education and 
accessible education about COVID-19 and 
the protocols that are necessary to inter-
rupt transmission,” she said. “I know that 
in my [experience] with any individuals 
in our university who were resistant or 
hesitant about COVID-19–related issues, 
having the contact-tracing team as a 
resource that you could call and ask about 
our guidance about what resources we 
have available assuaged a lot of those fears. 
And [many] people who were initially 
resistant came around because they had 
never had a resource.”

Edmiston said that although the Cen-
ters for Disease Control and Prevention 
has “good information about COVID-19,” 
the individuals giving the information 
are distant and “somewhat inaccessible 
for people.” The reason CCTEP is so suc-

cessful is because there is “someone on 
the phone who can talk you through all 
of the rationale for the guidance.”

For Kelemen, one of the benefits of 
the program has been becoming “more 
empathetic and more aware of the plight 
of” her fellow students and “[helping] 
them realize that by doing things that 
may seem uncomfortable in the interim, 
like staying home or isolating from their 
family, which is a big ask, [that] they’re 
actually saving lives, even though those 
lives might be [of] people they don’t know 
on a personal level, like the person who 
sits next to you in class you never speak to 
or someone who sat in your study group. 
So it’s been great to empower students.”

REFERENCES AVAILABLE AT 
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Students Helping Students During COVID-19: 
University Contact-Tracing Program
BY TORI WHITACRE MARTONICZ

COVID-19

Watch the full 
interview online.

Jocelyn Vaughn, MS, MA, top left; Leah Kelemen, graduate 
student, bottom right; Chloe Edmiston, MPH, bottom left; Tori 
Whitacre Martonicz, ICT editor, top right.
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H epatitis B and C viruses affected 
more than 300 million people 
worldwide1 in 2019, and the World 

Health Organization estimates that both 
viruses caused 1.1 million deaths that 
same year from cirrhosis, liver cancer, and 
other conditions that stem from chronic 
viral hepatitis.1 

Although all forms of hepatitis can be 
controlled or prevented, no long-term cure 
for hepatitis B virus (HBV) has been devel-
oped. At the 2022 American Association for 
the Study of Liver Diseases (AASLD) The 
Liver Meeting, Assembly Bio, a company 
focused on finding a cure for HBV covered 
their latest progress on early-stage virology 
candidate. Infection Control Today® (ICT®) 
asked William Delaney, PhD, chief scientific 
officer of Assembly Bio, about the posters 
presented at AASLD The Liver Meeting.

ICT®: Would you give us a summary of 
the key information from these posters 
and why they are important?

William Delaney, PhD: The data Assem-
bly Bio presented at AASLD in 2022 high-
lights the company’s progress in both 
advancing and broadening our early-stage 
virology programs. We presented pre-
clinical data on our next-generation HBV 
core inhibitor candidate, ABI-4334 (4334), 
that demonstrated its nanomolar potency 
to disrupt the HBV replication cycle at 
multiple points (importantly at the point 
of cccDNA [viral reservoir] formation, 
which our first-generation core inhibitors 
haven’t been able to inhibit) and support 
its entry into clinical studies. The phase 

1a study evaluating the activity and safety 
of 4334 initiated in Q4.

We also presented the first data for 2 of 
our recently announced programs. This 
includes data highlighting the preclinical 
characterization of our small molecule, 
potent, orally bioavailable viral entry inhib-
itors for HBV and hepatitis D virus (HDV). 
And, finally, we shared the first preclinical 
data on a novel series of orally bioavail-
able, small molecule interferon-α receptor 
(IFNAR) agonists designed to inhibit HBV 
and engage the immune system, with 
potential to offer efficacy but also, critically, 
improved tolerability (the major limitation 
of current biologic interferons) in HBV as 
well as for other viruses such as HDV. The 
data from each are summarized in our 
press release2 from November 4, 2022.2

ICT®: What is the practical application 
of the key findings for infection preven-
tionists?

WD: Assembly Bio’s next-generation core 
inhibitors, including 4334, and our IFNAR 
agonist program support a key aspect of our 
mission: to develop finite treatments and 
functional cures for hepatitis B. [Although] 
vaccines for hepatitis B exist, there are an 
estimated almost 300 million patients 
living with hepatitis B worldwide, with 
up to a million people dying each year of 
HBV-related causes. There are treatments 
available, but they are lifelong and reduce–
but do not eliminate–the virus, so cure rates 
are very low. We see a great unmet medical 
need here and an opportunity to improve 
outcomes for patients.

Many of us at Assembly Bio were part of 
the efforts to develop functional cures for 
hepatitis C, and we are working toward a 
parallel vision for hepatitis B. If patients 
achieve functional cure, they would no 
longer have detectable viral levels, and we 
would expect—based on experience with 
other viruses (and based on the experi-
ence with chronic suppressive therapy 
in HBV and other viruses that reduced 
viral loads reduce infection rates)—that 
they would no longer be able to infect oth-
ers; [we would also expect an] improved 
prognosis for patients (ie, lower lifetime 
risk of developing serious liver disease 
including fibrosis, cirrhosis, and hepa-
tocellular carcinoma). And with a finite 
treatment/functional cure approach, we 
would also expect, as was the case with 
hepatitis C, that we can reach additional 
patients for whom a long-term chronic 
treatment may not be feasible, thus also 
reducing the infection disease burden 
and transmissibility overall.

Our HBV/HDV entry inhibitor program 
targets Hepatitis delta [virus] coinfection 
in patients with HBV. HDV infection 
only occurs with HBV infection, with 
an estimated prevalence of 4.5%, but is 
responsible for a significant portion of 
the cirrhosis and liver cancer associated 
with HBV, around 20%. This is the case 
even when the patient is receiving stan-
dard-of-care treatment for HBV. Our 
goal for our HBV/HDV entry inhibitor 
program is to provide a treatment that 
lowers viral loads specifically for HDV 
to help address this significant disease 
burden for patients with HDV. From an 

Potential Hepatitis B Virus Core Protein 
Inhibitors Are Presented at The Liver Meeting
BY INFECTION CONTROL TODAY® EDITORIAL STAFF

prevention
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infection prevention standpoint, we would 
expect based on experience with chronic 
suppressive therapy for other viruses that 
lowering the viral load would also reduce 
transmissibility here as well.

ICT®: What results surprised you, if any?

WD: Across the data presented from 
Assembly Bio’s programs, there were a 
number of insights for which we were 
seeing data for the first time...that will play 
an important role in informing our clinical 
development strategy for each of these 
approaches and investigational therapies.

In the poster presentation3 highlight-
ing data from our next-generation core 
inhibitor, [4334,] this in vitro study was the 
first to demonstrate the potential of core 
inhibitors to inhibit double-stranded linear 
(DSL) DNA being delivered to the nucleus 
of hepatocytes; DSL HBV can be integrated 
into the human genome, so we are excited 
that this property of the compound may 
subsequently translate into limiting or pre-
venting HBV integration. HBV integration is 
hypothesized to be a significant contributor 
to HBV-induced hepatocellular carcinoma. 
Additionally, phase 1 clinical data presented 
at the meeting from others in the field 
showed that short-term treatment with core 
inhibitors may reduce circulating levels of 
hepatitis B surface antigen...a marker of 
cccDNA (viral reservoir) and currently a key 
end point for functional cure studies. These 
data are of interest to our 4334 development 
program, as they support the potential for 
highly potent core inhibitors such as 4334 
to have a meaningful clinical impact on the 
key end points.

Relative to our small molecule [IFNAR] 
agonist program and the data presented 
in our poster at AASLD, I noted with great 
interest the broad prevalence of peginter-
feron-α [PEG-IFNα] in current and planned 
HBV cure studies. There is a clear industry 
focus on—and demonstrated scientific 
support for—the role that [PEG-IFNα] 
could play in finite and curative therapies 
for hepatitis B. Our IFNAR program builds 
upon this scientific rationale, evaluating 

a class of compounds that we hope will 
overcome the significant tolerability issues 
that have, to date, limited the utility and 
enthusiasm for using [PEG-IFNα] in HBV 
cure combination studies.

And, finally, related to our poster4 high-
lighting the preclinical characterization 
of potent, orally bioavailable viral entry 
inhibitors for HBV and [HDV], we were 
highly encouraged by the rapid progress 
on our program and the highly potent 
activity achieved preclinically. Based on 
the potency and pharmacokinetic proper-
ties of our entry inhibitors, we are optimis-
tic that molecules from this program can 
be optimized for once-daily oral dosing, 
which would overcome the inconvenience 
of the daily injectable therapy (bulevirtide 
[Hepcludex5]) recently approved in Europe 
for [patients with HDV]. 

We were also encouraged by new data 
presented at the meeting from bulevirtide, 
which targets the same viral entry mech-
anism as our program. These new data 
demonstrated that real-world experience 
aligned with clinical studies—which is 
particularly notable because it shows us that 
there is high compliance among patients—
and also showed durable efficacy for the 
entry mechanism of action even when 
looking at a longer period of almost 1.5 years.

Overall, we were glad to hear feed-
back from the scientific community at 
AASLD—and also see data from other 
studies that validate our approaches—and 
we are proud about how far we’ve come 
in a short time with our preclinical and 
clinical programs.

ICT®: What, if any, future research will 
there be related to these results?

PCC and RNO: For 4334, we have initiated 
a phase 1a clinical study for this candidate 
and look forward to the data readout from 
that study in healthy volunteers in the 
first half of 2023.

For our HBV/HDV entry inhibitor and 
IFNAR agonist programs, both of these 
are progressing in preclinical studies. 
Assembly Bio anticipates advancing 2 

of our research-stage programs (which 
include these 2 programs as well as 2 
additional programs) into development 
candidates in 2023. We are focused on 
progressing our programs rapidly and 
will plan to provide updates at future 
scientific conferences.

ICT®: Is there anything else that you would 
like to add?

PCC and RNO: We are really excited to 
see our next-generation, more potent core 
inhibitors progress in the clinic. In addi-
tion to 4334, we have another next-gener-
ation core inhibitor, ABI-H3733, in a phase 
1b study in patients with chronic HBV, and 
that study is on track to have initial data 
by the end of 2022. We expect full data 
readouts from the 3733 phase 1b study 
and the 4334 phase 1a study in the first 
half of 2023. These next-generation core 
inhibitors have significantly increased 
potency against cccDNA formation in 
particular, and we are looking forward to 
seeing clinical data from these programs 
as they progress.

We also thought this year’s AASLD was 
an exciting meeting with a lot of enthusi-
asm for advancing novel treatments for 
both HBV and HDV. It was great to see the 
academic and [pharmaceutical] communi-
ties coming together to present and discuss 
new clinical data and how to continue to 
move forward together as a field.

I want to thank ICT® for giving us an 
opportunity to speak to your readers. 
Our mission is to develop innovative, 
investigational therapeutics targeting 
HBV and other serious viral diseases. 
One of the compelling aspects of working 
in therapeutics for viral disease is the 
ability to have an impact on treatment for 
patients facing significant disease burden 
and, at the same time, potentially reduce 
transmission and the population burden 
of the disease, and we appreciate your 
interest in our research and programs. 

REFERENCES AVAILABLE AT  

INFECTIONCONTROLTODAY.COM

ICT0123_008-012_Lit Reviews.indd   12ICT0123_008-012_Lit Reviews.indd   12 12/21/22   2:43 PM12/21/22   2:43 PM



After Hours showcases the exciting lives of 
healthcare providers outside their day-to-day 
practice, highlighting the hobbies that take 
them around the world—to speedways, art 
studios, wineries, and more.

A Spotlight on Clinicians 
Showing Off Their Hobbies 
Outside of Work

Season 8 is streaming now! 
www.medicalworldnews.com

practice, highlighting the hobbies that take 
them around the world—to speedways, art 

powered by

®

ICT0123_013_MWN2.indd   1ICT0123_013_MWN2.indd   1 12/19/22   2:00 PM12/19/22   2:00 PM



14      ICT®    January/February 2023 WWW.INFECTIONCONTROLTODAY.COM

A rise in COVID-19 cases? Not partic-
ularly surprising. This is our third 
winter with COVID-19, so perhaps 

we’ll know what to do better this time?
In addition, health care–associated 

infections (HAIs) were up in 2021. This 
isn’t surprising either, and for many 
individuals, this was expected based 
on personal experience. But it was nice 
to see the official data shared by the 
CDC.1 Between 2020, the � rst year of the 
COVID-19 pandemic, and 2021, the CDC 
reported that among acute care hospitals, 
central line–associated bloodstream infec-
tions increased 7% overall, with the largest 
increase occurring in intensive care units 
(ICUs) at 10%, and catheter-associated uri-
nary tract infections increased 5%, with the 
largest increase occurring in ICUs at 9%; 
in addition, ventilator-associated events 
increased 12% overall, with the biggest jump 
(16%) occurring in non-ICUs.1

There was not a signi� cant change in 
surgical-site infections, but only 10 pro-
cedures were tracked. The CDC did note 
an 11% increase in abdominal hysterec-
tomy surgical site infections. Interesting, 
there was a 14% increase in hospital-on-
set methicillin-resistant Staphylococcus 
aureus bacteremia and a 3% decrease 
in hospital-onset Clostridioides difficile.2

What’s interesting is that if we look at the 
CDC 2020 National and State Healthcare-

Associated Infections Progress Report2
(comparing 2019 to 2020), there was a 
24% increase in central line–associated 
bloodstream infections and no signi� cant 
change in catheter-associated urinary tract 
infections but a 35% increase in ventila-
tor-associated events.

What is even more interesting is 
the 15% increase in hospital-onset 
methicillin-resistant S aureus bacteremia 
and the 11% decrease in hospital-onset 
C di�  cile. I mention this because it points to 
improvement in how we are managing HAIs 
in the face of the pandemic. The capacity 
to address a serious rise in HAIs in the 
second year of a pandemic while rolling out 
vaccinations and managing novel variants 
is a feat that has gotten little recognition. 

One piece that I find interesting is 
that we went from an 11% decrease in 
C di�  cile cases to 3% in this most recent 
report.2 It begs the question whether we’ve 
overcorrected so much with cleaning and 
disinfection related to COVID-19 in the � rst 
year of the pandemic that it’s rippled into 
our general behaviors and practices.

Masks—They Work
A study published3 in the New England 
Journal of Medicine presented COVID-19 
incidence among staff and students in 
school districts in the greater Boston, 
Massachusetts, area in relation to universal 

masking. Keeping it short and sweet: When 
masking requirements were li� ed, there 
was an associated increase in cases.3

According to the authors, “Before the 
statewide masking policy was rescinded, 
trends in the incidence of COVID-19 were 
similar across school districts. During 
the 15 weeks a� er the statewide masking 
policy was rescinded, the li� ing of mask-
ing requirements was associated with an 
additional 44.9 cases per 1000 students 
and sta�  (95% con� dence interval, 32.6 to 
57.1), which corresponded to an estimated 
11,901 cases and to 29.4% of the cases in all 
districts during that time.”3

Elevator Updates on Ebola and 
Dengue
The Ebola outbreak in Uganda has o�  cially 
spread to a new region4 (Eastern Uganda) 
and outside the central region it had been 
mostly impacting, bringing the total cases 
to 135 con� rmed and 53 deaths. 

Arizona recently reported a case of locally 
acquired dengue virus,5 which is worrisome 
for a state in which the virus does not tra-
ditionally exist. Mosquito-trap surveillance 
also con� rmed the presence of the virus 
through a positive sample.

All figures accurate at time of publication
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W orld AIDS Day was December 1. 
The theme for 2022 was “Putting 
Ourselves to the Test: Achieving 

Equity to End HIV.”1 World AIDS Day has 
been observed since 1988 to remember those 
lost to AIDS-related illness and to continue 
to fight to end the HIV epidemic. Globally, 
37.7 million people are living with HIV/AIDS.1 

Although significant progress has been 
made in prevention and treatment, HIV 
continues to be a public health concern. 
According to the CDC, HIV is largely an 
urban disease affecting metropolitan areas 
with 500,000 or more people in the United 
States.2 Today, thousands of individuals 
and organizations around the world are 
working together to raise awareness around  
HIV/AIDS and increase efforts in the devel-
opment of prevention, treatment, and care.

Infection Control Today® (ICT®) reached 
out to ambassador-at-large, Deborah Birx, 
MD, senior fellow at the George W. Bush 
Institute, to get her input on the 34th 
observance of World AIDS Day. Birx is 
a world-renowned medical expert and 
leader whose long career has focused on 
HIV/AIDS immunology, clinical and basic 
immunology, infectious disease, pandemic 
preparedness, vaccine research, and global 
health. Birx served the United States as an 
Army colonel and later ran some of the most 
high-profile and influential programs at the 
CDC and US Department of State.

Birx has special insight in HIV/AIDs. In 
2014, she oversaw the implementation of 
the President’s Emergency Plan for AIDS 
Relief program and served as the US global 
AIDS coordinator for former Presidents 
Barack Obama and Donald Trump until 

2020. She also served as the US special 
representative for global health diplomacy 
from 2015 to 2021. 

Birx told ICT®, “World AIDS Day reminds 
us how we have worked together around 
the globe to change the course of the  
HIV/AIDS pandemic. We have learned the 
critical role of community. Misinformation 
and disinformation are battled by being 
on the ground—meeting, listening, and 
dialoguing with community members from 
all walks of life. Not dismissing. Not blaming, 
but by investing in peer counselors, and peer 

outreach, and peer service delivery. We need 
to apply these same lessons to develop an 
effective response to COVID-19 so everyone 
can survive and thrive. Use today’s tools to 
control our current pandemics, and then we 
will be ready for the next pandemic.”

The World Health Organization had sev-
eral calls to action for World AIDS Day 
2022, which included the following:

   Improve the safety of working conditions 
in health care settings by ensuring appro-
priate and sufficient personal protective 
equipment and hand hygiene items.

   Speak out against stigma and  
discrimination.

   Ensure essential HIV services are main-
tained in the community.

   Support and empower frontline health 
workers to deliver high-quality HIV services.

The Fight Continues:  
World AIDS Day 2022
BY ISIS LAMPHIER, MPH, CIC

“World AIDS Day reminds us how we have worked together 
around the globe to change the course of the HIV/AIDS 
pandemic. We have learned the critical role of community. 
Misinformation and disinformation are battled by being 
on the ground—meeting, listening, and dialoguing with 
community members from all walks of life.”

—Deborah Birx, MD, ambassador-at-large

ICT0123_014-019_In the News.indd   15ICT0123_014-019_In the News.indd   15 12/21/22   2:44 PM12/21/22   2:44 PM



16      ICT®    January/February 2023 WWW.INFECTIONCONTROLTODAY.COM

IN THE NEWS

   Focus efforts to reach populations that 
are vulnerable to HIV.

   Expand high-quality HIV services for youth 
at risk, adolescents, pregnant women, and 
men who have sex with men.

The White House Proclamation
The Biden administration released new 
public health strategies in November 2022 
to end HIV/AIDS at home and abroad.3 In 
this proclamation, President Joseph Biden 
stated, “I have asked the Congress for $850 
million to increase the use of preexposure 
prophylaxis..., expand treatment, and fight 
the stigma that stops many people from 
getting care.” The administration will also 
work to remove barriers to employment 
with the US armed forces and repeal or 
reform HIV criminalization laws, which can 
criminalize people with HIV for potentially 
exposing others to HIV with or without 
actual transmission or intent to transmit.

The Biden administration also remains 
committed to implementing the National 
HIV/AIDS Strategy,4 which accelerated 
efforts to end the HIV epidemic in the 
United States by 2030. The National  
HIV/AIDS Strategy was implemented in 
August 2022 with 4 goals: prevent new 
HIV infections, improve HIV-related health 
outcomes, reduce disparities and health 
inequities, and establish a more coordinated 
effort to address the HIV epidemic among 
partners and stakeholders.

HIV/AIDS Progress Timeline
HIV can affect anyone regardless of their 
sexual orientation, race, gender, or age. AIDS 
is a chronic immune system disease caused 
by HIV,5 and HIV is a sexually transmitted 

infection that can be spread by contact with 
infected blood; from infected mother to 
baby during pregnancy, birth, or breast-
feeding; and through sex with an infected 
person. Risk factors for HIV/AIDS include 
being a user of injection drugs, having 
unprotected sex, having a sexually trans-
mitted infection, and having certain jobs.

Many advancements in response to  
HIV/AIDS have been made, which 
include the following:

   The CDC published an article in 1981 
in its Morbidity and Mortality Weekly 
Report, which marked the first official 
reporting of AIDS. 

   Scientists identified the cause of AIDS 
in 1983.

   Screening blood donations for HIV 
started in 1985.

   The first drug to treat HIV infection,  
azidothymidine, was made available 
in 1987.

   The FDA approved the female condom 
in 1993.

   The FDA approved the first HIV home 
testing and collection kit and the first 
HIV urine test in 1996.

   The CDC issued the first national treat-
ment guidelines for the use of antiretro-
viral therapy in adults and adolescents 
with HIV in 1998.

   The Obama administration released the 
first comprehensive National HIV/AIDS 
Strategy for the United States in 2010.

The work is not done, however.  
HIV/AIDS continues to be a global public 
health threat. 
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www.hiv.gov/blog/world-aids-day-

2022-putting-ourselves-to-the-
test-achieving-equity-to-end-hiv
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World AIDS Day Webpages
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T he World Health Organization 
(WHO) has recommended chang-
ing the name of monkeypox1 to 

mpox.2 Both names will be used simul-
taneously for 1 year while “monkeypox” 
is phased out.

The WHO announced prior to the 
recommendation that the organization 
was looking to rename the virus because 
it had some negative connotations and 
stigma associated with it. 

The WHO will adopt the term mpox 
in its communications and noted the 
following in a statement:

Mpox will become a preferred term, 
replacing monkeypox, after a transition 
period of 1 year. This serves to mitigate 
the concerns raised by experts about 
confusion caused by a name change 
during a global outbreak. It also gives 
time to complete the International Clas-
sification of Diseases (ICD)2 update pro-
cess and to update WHO publications.

The synonym mpox will be included in 
the ICD-10 online in the coming days, 
and it will be a part of the official 2023 
release of ICD-11.

The term monkeypox will remain a 
searchable term in the ICD to match 
historic information.

Assigning names to new and existing 
diseases is the responsibility of WHO 
under the ICD and the WHO Family of 
International Health Related Classi� ca-
tions through a consultative process that 
includes WHO member states. Medical 
and scienti� c experts, representatives 
from government authorities from var-
ious countries, and the general public 
were invited to submit suggestions for 
new names.

In summer 2022, both the Biden 
administration and the WHO declared 
monkeypox a public health emergency 
as incidence rates increased dramatically 
in di� erent hot spots across the globe.

Although caseloads have been decreas-
ing in the last several weeks, a public 

health concern remains as it is seemingly 
mysterious why the outbreak started 
earlier in 2022 in the � rst place.

Treatment
The CDC and the FDA developed a process 
to help clinicians secure the antiviral 
therapy tecovirimat (Tpoxx) for monkey-
pox treatment. Use of tecovirimat to treat 
monkeypox falls under the expanded-ac-
cess investigational new drug protocol. 

Tecovirimat is manufactured by SIGA 
Technologies Inc, is approved for smallpox, 
and is being studied for mpox treatment. 
Infection Control Today®’s sister brand, 
ContagionLive, spoke with Dennis Hruby, 
PhD, executive vice president and chief 
scienti� c o�  cer of SIGA Technologies,3 in 
2022 about the therapy.

THIS ARTICLE FIRST APPEARED ON 

CONTAGIONLIVE.COM. 
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WHO: “Monkeypox” Will Now Be 
Known as “Mpox”
BY JOHN PARKINSON

The WHO 
announced 
several months 
ago that the 
organization 
was looking to 
rename the virus 
because it had 
some negative 
connotations and 
stigma associated 
with it.”
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P rimary care physician burnout wors-
ened in developed nations around the 
world during the COVID-19 pandemic.

The Commonwealth Fund1 published 
Stressed Out and Burned Out: The Global 
Primary Care Crisis, a survey of 9526 
physicians in the United States, Australia, 
Canada, France, Germany, the Nether-
lands, New Zealand, Sweden, Switzerland, 
and the United Kingdom, from February 
to September 2022.

The survey findings “confirm what 
many fear could be true: The pandemic 
is taking an alarming toll on the well- 
being of our primary care workforce both 
here in the US and around the world,” 
David Blumenthal, MD, MPP, president of 
Commonwealth Fund, said in an online 
meeting to discuss the survey. “Primary 
care doctors are burned out, stressed, and 
overworked. Many feel that the pandemic 
has negatively impacted the quality of care 
they are providing. 

“For decades, we’ve known that the 
US and many other countries have faced 
a shortage of primary care physicians. 
And these latest findings suggest that, 
without interventions, this shortage may 
soon reach record levels.”

Survey highlights include the following:
   In all the surveyed countries, most phy-
sicians reported increases in workloads 
since the beginning of the pandemic.

   Physicians younger than 55 years were 
more likely to experience stress, emo-
tional distress, or burnout. In nearly all 
countries, they were more likely to seek 
professional help than older doctors.

   Physicians experiencing stress, emo-
tional distress, or burnout were more 
likely to report the patient care they 
provided was worse than before the 
pandemic.

   At least half of physicians 55 years 
or older said they would stop seeing 
patients in the next 3 years. The Com-
monwealth Fund characterized it as 
a workforce in crisis, with remaining 
younger physicians stressed and burned 
out by their jobs.

Possible Solutions
Blumenthal and survey coauthor Munira 
Z. Gunja, MPH, a senior researcher 
for Commonwealth Fund’s Interna-
tional Program in Health Policy and 
Practice Innovations, suggested the  
following solutions:

   Greater investment in resources for the 
well-being of primary care physicians, 
including mental health services

   Increasing Medicare and Medicaid 
reimbursement for primary care services

   Establishing loan forgiveness to draw 
more medical students into the field

They also endorsed the “National 
Academy of Medicine’s National Plan for 
Health Workforce Well-Being” released 
by the National Academy of Medicine in 
October 2022, “to drive collective action 
to strengthen health workforce well-be-
ing and restore the health of the nation.”2

Surprising Findings
In many instances, the US health care 
system trails those in other nations in 

measures. This survey showed that all 
the health care systems need to figure 
out how to prioritize the well-being of the 
primary care workforce if there is to be 
hope for a sustainable, high-functioning, 
high-performing health care system, 
Gunja said.

Blumenthal noted that he was sur-
prised the US did not perform worse 
because in so many respects, the 
nation’s primary care system is less 
well developed and resourced than in 
other countries. It could be, he said, 
that primary care physicians in other 
countries felt more stress than those 
in the United States because at the 
height of the pandemic, they were more 
commonly first points of treatment for 
COVID-19. In the US, many patients 
relied on urgent care and emergency 
care, and primary care doctors were 
not as heavily involved in vaccinations 
as those in other countries. 

REFERENCES AVAILABLE AT  

INFECTIONCONTROLTODAY.COM

COVID-19 Pandemic Has Intensified Burnout 
Among Primary Care Physicians Worldwide
BY RICHARD PAYERCHIN
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The survey findings “confirm what many fear could be 
true: The pandemic is taking an alarming toll on the well-
being of our primary care workforce both here in the US 
and around the world.”

—David Blumenthal, MD, MPP, president of Commonwealth Fund 
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TOP TWEETS
Expert Interviews

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

”
“I am very, very lucky to have survived so long with T1D [type 1 diabetes] and 

with, to date, so few [adverse] e� ects. But when I say sharps are a pain, I don’t 
mean physically—the shots are nothing, the pricks from blood sugar tests not 
much worse—but disposing of them systematically for the safety of all can be 
di�  cult. I am also conscious that I and millions of others are contributing to 

medical waste. But given the alternative—I’ll stick with the sharps!

Reduce C di�  cile Transmission by Drafting Emergency Depart-
ment, Emergency Medical Services
Clostridioides di�  cile, one of the most common health care-associated 
infections, can cause diarrhea and in� ammation of the colon. To reduce 
transmission of C di�  cile, early identi� cation, treatment, and initiation of 
isolation precautions are vital. One way to get started is to partner with the 
emergency department and emergency medical services on any e� orts to 
reduce C di�  cile infections.

 LISTEN: https://bit.ly/3tI0G16

How to Address Concerns About the Infl uenza Vaccine
Every autumn and winter, the media is � lled with infectious disease 
leaders urging everyone—from babies older than 6 months to adults—to 
receive the in� uenza vaccine. Yet, despite the vaccination campaigns for 
in� uenza, COVID-19, and even pneumonia, the rates of vaccinations are 
still disappointingly low.  LISTEN: https://bit.ly/3HdaVCP  

Facial Recognition Revolutionizes Health Care Facility Safety and 
Infection Control
Workplace violence in hospitals and other health care facilities is increas-
ingly on the rise, and the safety of sta�  and patients is paramount. In 2020, 
a meta-analysis study found that 61.9% of 331,544 sta�  members in the 
253 studies examined had reported exposure to any form of workplace 
violence. To � nd out more about facial recognition technology, Infection 
Control Today® spoke with Dean Nicolls, chief marketing o�  cer for Oosto, a 
technology company based in Holon, Israel, about this technology. 

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

Jun J. Mao, MD, MSCE, chief of the 
Integrative Medicine Service at 
Memorial Sloan Kettering Cancer 
Center, discusses how he focuses on 
his health by using mind-body 
therapies to help center him and 
create a life-work balance. 
https://bit.ly/3YnbyQ6

Medical World News™

@medicalwrldnews

Great reporting by @toriwhitacre on 
the latest developments at @Assem-
blyBio—Potential Core Inhibitors in 
Hepatitis B Virus Presented at the 
AASLD The Liver Meeting.
https://bit.ly/3UXboMq

Andrea Cohen 
@acohenpr

“International Sharps Safety 
Awareness Month: One User’s 
Lifelong Experience”
https://bit.ly/3iOK7hV

OSAP.org
@OSAPtweets

The rise of STIs [sexually transmitted 
infections] is creating a signifi cant 
health crisis in the US. Katherine 
Danaher, a research and development 
scientist at binx health, answered 
@ICT_magazine’s questions about the 
rise of STIs. Read more here: 
https://bit.ly/3PnorWq

binx health
@binxhealth

Notable Quotables

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

Sign up for Infection Control Today® e-newsletters

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

—J. Thomas Dukes, PhD,
professor emeritus, University of Akron, OH

SCAN TO
 READ MORE: 
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An ESBL is an enzyme produced by certain strains of 
gram-negative bacteria that protects it from many commonly 
prescribed antibiotics, which is great news for the bacteria 
but bad news for the patient, clinical treatment options, and 
public health overall.

A s the COVID-19 pandemic was chal-
lenging public health and infection 
preventionists, multidrug resis-

tant organisms (MDROs) lurked quietly 
in the background. Although not as 

well-known as methicillin-resistant 
Staphylococcus aureus (MRSA) and 

vancomycin-resistant Enterococci
(VRE) or as feared as Candida 
auris, extended spectrum beta-
lactamase (ESBL)-producing 

Enterobacterales have been 
identified by the Centers for 

Disease Control & Prevention 
(CDC) as a serious risk to public health. 

Infection preventionists (IPs) in nursing 
homes must thus gain a better understand-
ing of how to manage this additional threat.

ESBLs on the rise
ESBL-producing Enterobacterales 
(ESBL-Es) received an unfortunate hon-
orable mention in the 2022 CDC special 
report COVID-19: US Impact on Antimicro-
bial Resistance. From 2019 to 2020, the US 
saw a 32% increase in these infections in 
hospitalized patients.1 In 2017, there were 
197,00 new ESBL cases, which was a 53% 
rise from 2012.2 Also identi� ed as rapidly 
spreading though nursing homes were 
ESBL-producing Escherichia coli.3 Because 
the health care continuum involves patient 
movement between acute care, short-stay 
rehab, long-term care, and other facilities, 
it is critical that infection preventionists 
in nursing homes be aware of this MDRO. 

An ESBL is an enzyme produced by 
certain strains of gram-negative bacteria 
that protects bacteria from many com-
monly prescribed antibiotics, which is 
great news for bacteria but bad news for 
the patient, clinical treatment options, and 
public health overall. First identi� ed in 
Greece in the early 1960s, ESBLs have been 
expanding their families and geographic 
reach ever since. The � rst case in the US 
was reported in 1988.4 ESBLs continue to 
strengthen in antibiotic resistance and 
require treatments other than standard 
antibiotic regimens. 

ESBLs are found in the class of Entero-
bacteriaceae, common gut bacteria that 
include E coli and Klebsiella pneumoniae.  
Exposure to health care, including hospi-
tals or nursing homes, places individuals 
at greater risk for developing an ESBL. 
But even without such exposure, ESBLs 
have been identi� ed in otherwise healthy 
people, often manifesting as urinary 
tract infections.5 ESBLs are resistant to 
cephalosporins and penicillin, with car-
bapenems le�  as one of the only e� ective 

treatments. Although these intravenous 
antibiotics are o� en the best treatment, 
they require venous catheters and o� en 
a longer stay. If bacteria become resistant 
to this last-option drug class, even fewer 
options will be available.3

Added challenges for nursing 
homes
Because nursing homes provide long-term 
care as well as short-stay rehabilitation, 
they are a� ected by various factors. Most 
of their residents are aged over 65 and 
have multiple comorbidities that impact 

their immune system, skin, and mucous 
membranes. In addition, the atypical 
infection symptoms seen in them may 
delay infection identi� cation. Creating 
a home-like environment is essential 
for individuals who will spend weeks, 
months, or even the remainder of their 
lives at the facility. With more shared 
residential areas than other settings, 
nursing homes � nd it di�  cult to contain 
infections. Private rooms, especially in 
older facilities, are far less common than 

Considerations for Extended Spectrum 
Beta-Lactamase (ESBL)-Producers in 
Nursing Homes
BY KAREN M. JONES, MPH, RN, CIC, FAPIC

long-term care
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Considerations for Extended Spectrum 

A preventionists, multidrug resis-
tant organisms (MDROs) lurked quietly 
in the background. Although not as 

well-known as methicillin-resistant 
Staphylococcus aureus

vancomycin-resistant 

Disease Control & Prevention 
(CDC) as a serious risk to public health. 

Infection preventionists (IPs) in nursing 
homes must thus gain a better understand-
ing of how to manage this additional threat.
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shared rooms, which may be designed to 
accommodate up to 4 residents. More than 
half of them will receive an antibiotic over 
the course of a given year. Of those, 40%
to 75% do not meet the clinical criteria for 
appropriateness of use or are prescribed 
an incorrect dose or length of treatment.6,7

The Basics
As with all MDROs, prevention and contain-
ment of ESBLs begins with good hygiene. 
ESBLs are primarily spread by direct con-
tact with infected body � uids, including 
those found on surfaces and equipment. 
Just as hand hygiene is essential in health 
care workers, residents should also be 
encouraged to wash their hands, especially 
a� er using the bathroom and before meals, 
as ESBLs live and travel in the gastroin-
testinal tract. A study at the University of 
Michigan revealed that residents’ hands are 
o� en contaminated with MDROs.6

Proper cleaning and disinfection, with 
periodic audits and feedback, will help 
build adherence to your prevention pro-
gram. Obtain buy-in from those individ-
uals doing the work by making infection 
prevention “everyone’s business” and 
include others who may be interested to 
collect data and provide reports to peers. 
Keep everyone in the prevention program 
involved and aware that environmental 
services are far more than merely janito-
rial, and that infection prevention relies 
on all the dedicated individuals doing this 
work. They must understand their role in 
infection prevention, stay up to date on best 
practices, and have a voice in the decisions 
made by Quality Assurance & Performance 
Improvement (QAPI) and the institution’s 
antimicrobial stewardship program.

The CDC’s Project Firstline o� ers vir-
tual learning with interactive resources, 

educational modules, printed materials, 
and training toolkits improve 

infection prevention and 
control beyond hospitals 

into nursing homes, 
and other long-term 
care facilities.9 These 
materials are a great 

way to educate the sta�  and 
keep them up to date. 

Precautions
Transmission-based isolation 
precautions for ESBLs may di� er 
between nursing homes and other 
health care facilities. Stay connected 
with and follow recommendations from 
your health department to stay abreast of 
current trends.10 Enhanced Barrier Pre-
cautions (EBP) o� er direction on how to 
handle MDRO infection and colonization. 
If CDC contact precautions don’t apply to 
a resident with an ESBL per the facility’s 
protocol, CDC guidelines list them as an 
“epidemiologically important MDRO,” for 
which EBP is recommended. The EBP 
strategy was designed with input from a 
CDC Healthcare Infection Control Prac-
tices Advisory Committee expert group in 
2019 and updated in 2022. Besides MDRO 
infection and colonization for residents 
when contact precautions don’t otherwise 
apply, EBP is recommended to be followed 
with residents who have indwelling medical 
devices or wounds during “high-contact res-
ident care activities.”11 Because EBP does not 
require a private room or exclude residents 
from activities, it may be the ideal option.

Communication
The prompt and accurate sharing of infor-
mation during care transitions or resident 
transfers is an essential component of 
infection prevention and resident safety. 
When residents are moved between nurs-
ing homes, acute care, outpatient clinics, 
and home care, infection and colonization 
status information should be prioritized. 
Have there been times when information 
about residents coming to your facility has 
not been provided directly to the clinical 
staff? Does a physician office always 
communicate lab or clinical findings 
a� er the resident returns to your facility? 
On the � ip side, can hospital emergency 
department sta�  easily discern whether a 
resident is being treated for an infection or 
has history of MDRO colonization? Devel-
oping working relationships between the 

sta�  responsible for transfers and IPs can 
bridge the communication gap. Not only is 
the sharing of infection information best 
practice, it can alert you to current prac-
tices and challenges at nearby facilities. 

Antibiotic Stewardship
Nursing homes are one of several health 
care settings that must have antibi-
otic stewardship programs in place. A 
2015 study by Daneman et al found a 
great deal of variability among 600 nurs-
ing homes with respect to antibiotic 
prescribing and the high antibiotic use 
associated with increased individual-level 
risk, even among residents who did not 
receive antibiotics. Nonrecipients are at 
an increased risks simply by being at that 
facility.12 Recognizing where the facility 
stands in terms of antibiotic prescribing, 
zeroing-in on opportunities for improve-
ment, and engaging a multidisciplinary 
team to address problems creates a safer 
environment for everyone. The CDC’s Core 
Elements of Antibiotic Stewardship for 
Nursing Homes is a comprehensive toolkit 
for institutions starting from scratch or 
looking for materials to address a speci� c 
issue related to antibiotic stewardship.7

KAREN M. JONES, MPH, RN, CIC, FAPIC, has 
been an acute care infection preventionist since 
2009 and has conducted infection prevention 
research at hospitals and nursing homes. She has 
15 years’ experience as an emergency department 
nurse in Chicago and Detroit, and her interests 
are translational research and the mentorship of 

nursing home infection preventionists.
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T he Genetic and Rare Diseases Infor-
mation Center of the National Insti-
tutes of Health (NIH) de� nes a rare 

disease as one that affects fewer than 
200,000 people.1 According to the NIH, 
there are more than 7000 rare diseases 
in the United States, a� ecting more than 
30 million—approximately 1 in every 
10—people in the country.2

Given that February is Rare Disease 
Month, it seems appropriate to discuss 
how a physician or scientist may go about 
diagnosing a disease that is not common. 
When I suspect a patient may have an 
infection, I � rst consider whether it is likely 
to be bacterial, viral, fungal, or parasitic. 
Sometimes a condition may � t in more than 
1 etiology, but you can usually narrow it 
down at the outset and focus on more likely 
etiologies for the initial workup. 

Often, it’s helpful to look at 
individual risk factors:  

1.  Where is the person from?

2.  Have they traveled to an area where 

specific infections are endemic? 

3.  Do they have occupational risks for 

infection?

4.  Do they have immune deficiencies 

that put them at risk for uncommon 

infections? 

The clinician must consider these fac-
tors, and if nothing jumps out immediately, 
start a fairly broad workup of the more 
likely infectious agents. A common � rst 

step is to collect cultures of blood and 
� uid from parts of the body thought to be 
involved in the infection (urine, sputum, 
or cerebrospinal � uid, for example) to see 
whether causative organisms are present 
For example, I had a brucellosis patient who 
had been experiencing fever and fatigue 
for several weeks. He had just traveled to 
the US from Mexico, where he had been 
consuming raw milk and fresh cheese 
almost daily. Brucellosis is not an infection 
we o� en see in Minnesota (only 26 were 
reported in the state between 2007 and 
2019),3 but this patient had the right risk 
factors for it. 

If the initial workup doesn’t explain the 
condition and you still think the patient has 
an infection, there are specialized tests to 
consider, like the 16s and 28s rRNA poly-
merase chain reaction (PCR) assays. For 
these, a sample of a normally sterile bodily 
� uid in which infection is suspected (blood, 
cerebrospinal � uid, joint aspirate) is sent 
to a specialized lab, which ampli� es any 
RNA present in the sample and compares 
it to a database of bacterial (in the case of 
16s) or fungal (28s) genetic sequences to see 
whether any organisms of interest are pres-
ent. If the organism is di�  cult to grow or 
detect with standard laboratory measures, 
these assays can o� en provide more insight 
and help diagnose uncommon infections. 
PCR-based testing and other molecular 
techniques have become a mainstay of 
diagnostics for infections in the US, and 
they are typically fast and speci� c. 

When the Answer Can’t 
Be Found
Sometimes, however, even a broad and 
aggressive workup won’t yield an answer. 
For example, my colleagues at M Health 
Fairview University of Minnesota Medical 
Center and I saw an elderly man with a 
dramatic neurologic presentation that 
included muscle weakness and waxing 
and waning confusion. He was positive 
for insect- and tick-borne infection risk 
factors: he lived in a rural area, went 
hiking/camping frequently, and had 
recently been bitten by insects and 
exposed to ticks. We performed a broad 
infectious workup, looking for common 
tick- and insect-borne infections, as well as 
more routine bacterial and viral etiologies 
of meningoencephalitis, but nothing came 
back positive. The patient seemed to get 
a little better with a treatment targeting 
Minnesota’s common tick-borne diseases 
but reversed course soon a� er. 

We sent blood samples and cerebrospinal 
fluid samples to the Centers for Disease 
Control and Prevention (CDC) and the Min-
nesota Department of Health. We sent blood 
samples and cerebrospinal � uid samples for 
this testing, but no convincing etiology could 
be found. I suspect that the man’s condition 
could have been a rare arthropod-borne 
virus, like a mosquito-borne virus, that 
either we don’t have a name for or couldn’t 
identify. This sort of etiology is higher on 
my di� erential because of how similarly 
it presented to other conditions caused 

FEATUREFEATURE

22      ICT®    January/February 2023 WWW.INFECTIONCONTROLTODAY.COM

Rare Infectious Diseases: A Tutorial 
BY MATTHEW PULLEN, MD 
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by such viruses and how he failed to 
respond to aggressive antibiotic therapy, 
which would not treat a viral infection. 
Unfortunately, often there are no effective, 
targeted therapies for viruses. The patient 
ultimately transitioned to an assisted care 
setting and, over time, had some improve-
ment of symptoms but has not made a full 
recovery to date.

What Precautions Medical 
Professionals Should Take
Ironically, we benefit from living in the 
post–COVID-19 era because, although the 
virus is still with us, we are more aware 
of infectious diseases than we used to be. 
Today, it’s common to see hospital staff 
wearing masks, gowns, and gloves to 
prevent infection. Before the pandemic, 
it was atypical for clinicians to walk into 
a patient’s room with a mask on unless 
the person had a history of or significant 
risk for an infection subject to droplet or 
airborne transmission. Back then, if a 
patient were to have a rare or unknown 
infection that could spread by those routes, 
there was a greater risk that the medical 
personnel in charge of their care would 
also become infected. 

As a side effect of the global spread of 
COVID-19, today we have a good amount 
of protection in place against rare dis-
eases that may potentially be droplet 
borne or airborne. When mpox (formerly 
“monkeypox”) first popped up in the US, 
I was quite often on call for curbside con-
sultations from hospitals in our area that 
don’t have dedicated infectious disease 
staff. I received a few calls from frontline 
doctors asking what special precautions 
they needed to take. Before the recent 
outbreak I had not dealt with mpox, but I 
told them that if they were taking appro-
priate COVID-19 precautions (like wearing 
a mask in the patient’s room and putting 
on gloves before touching a suspected 
lesion), they were probably already within 
the guidelines for protecting themselves 
against mpox. Our universal precautions 
do a pretty good job of protecting us from 
most diseases. 

In many instances, as the saying goes, 
people tend to be afraid of what they don’t 
know or don’t understand. When they 
hear “rare disease,” they take it to mean 
“deadlier” or “more transmissible.” But 
that’s not necessarily the case; the fact 
that they’re rare means that they are not 
easily transmissible. If they were, they 
would not be rare. 

However, that’s not a hard-and-fast rule. 
Sometimes it’s simply that the disease 
hasn’t yet found the perfect ecological 
niche. We saw this during the recent mpox 
outbreak; a few high-level transmissions 
(along with some possible genetic changes 
that are still being studied) allowed the 
virus to spread more widely and rapidly 
than in the past. But for the most part, 
rare diseases either have a difficult time 
spreading or have a narrow ecological 
niche. A good example is endemic fungi 
like Histoplasma and Blastomyces, which 
are becoming an increasing problem 
because their geographic reaches are 
spreading as a result of climate change. 

When trying to determine how best to 
prevent infection in your unit, hospital, or 
clinic, consider the precautions the facility 
must take to protect not only patients, but 
staff as well. The CDC and the Society of 
Healthcare Epidemiology of America4 both 
offer guidelines. If you’re unsure what 
needs to be done for a given organism 
or infection, a safe strategy is to use the 
highest level of protection available 
until you know it’s safe to reduce it. 

If I have a patient with a rare infec-
tion and I’m not sure what precautions  
are necessary, either due to lack of 
data or clinical uncertainty, I wear 
a gown, gloves, and a mask until I 
know it’s safe to de-escalate. Overusing 
personal protective equipment can put a 
strain on supplies, but infecting staff and 
patients would strain them much further. 
Fortunately, apart from novel diseases, we 
typically have good, evidence-based guide-
lines for the level of protection necessary 
in health care settings. 

Some rare diseases may require very 
specific treatment or isolation conditions, 

like a negative pressure room. If you have 
diagnosed or strongly suspect such an 
infection, you must be sure that you’re 
equipped to handle it or that you can 
move the patient to a facility that can. 
A good example is Ebola. Our regional 
special pathogen unit at the University of 
Minnesota is specially equipped to handle 
Ebola should a case be detected in this 
part of the country. It takes specialized 
training, equipment, and protocols to 
handle the infection risk of a patient with 
severe Ebola. If you were to identify that 
kind of rare disease in your hospital, you 
would want to be sure that you can send 
the patient to such a facility.

Research Funding is Critical
We can always use more funding for rare 
disease research. As the human population 
density continues to rise, particularly in 
previously unsettled areas, and climate 
change alters the global environment, 
new or uncommon diseases have become 
more frequent. In recent years, we have 
seen this with the Nipah virus, Ebola, 
SARS-CoV-1, MERS-CoV, SARS-CoV-2, and 
mpox. Despite this, many of these diseases 
remain “neglected,” receiving little in the 
way of funding and research. There needs 
to be a push for more funding so that we 
can tackle these diseases now, while their 
impact is lower, rather than waiting for the 
next outbreak or pandemic. 
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clinical researcher at the University 
of Minnesota Medical School and 
an assistant professor of infectious 
disease and international medicine. 
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attended medical school and completed a 
residency in internal medicine at the University 
of Tennessee Health Science Center, after which 
he pursued a fellowship in infectious diseases 
and international medicine at the University of 
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fungal diseases, and COVID-19. 
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Since the beginning of 2020, infection 
preventionists (IPs) have been tackling 
the pandemic, working as subject matter 
experts for their facilities to educate sta�  
and providers on the latest guidance, train-
ing on the continuously changing isolation 
and personal protective equipment (PPE) 
guidance, and working with administrators 
to coordinate operational e� orts to handle 
massive in� uxes of infectious patients. As 
the initial months of pandemic response 
moved forward, the work of IPs also tran-
sitioned into sustaining efforts while 
considering how COVID-19 would become 
a routine part of health care.

As IPs were working tirelessly on the 
front lines, state and federal require-
ments started trickling out. O� en the 
responsibility of responding to those 

requirements fell under the role of 
the IP. Federal reporting man-

dates for daily numbers of 
patients, deaths, admissions, 
discharges, PPE burn, and 

supply and ventilator utiliza-
tion all became something the 

IP was tracking and reporting. These 
federal reporting requirements con-
tinue for the foreseeable future and 
have been transferred to the Centers for 
Disease Control and Prevention’s (CDC’s) 
National Healthcare Safety Network.2

This move into the NHSN network—
where all other mandatory patient and 
health care worker safety measures are 
submitted—squarely puts the IP at the 
center of this federal reporting.

Many states have also instituted man-
datory reporting. Communicable disease 
reporting is already a responsibility of 
IPs, and COVID-19 cases were included in 
that daily reporting. This created a large 
burden, especially during the surges, as 
daily case counts multiplied. Addition-
ally, the Occupational Safety and Health 

Administration had set forth a temporary 
ruling that le�  IPs scrambling to pull 
together and implement the guidance, 
which included specifying all measures 
taken by the health care institution to 
protect employees, reporting of employee 
exposures, and employee hospitalization 
and mortality.3

O� en the IP is also respon-
sible for employee health 
functions, and as a part of 
that, additional reporting of 
work-related illness and injury 
increased. Also, the e� orts to main-
tain a respiratory protection program 
took a major toll on the time of those who 
perform � t testing and sta�  assessments 
because the supply chain challenges 
resulted in consistently inconsistent 
types of respirators available and other 
PPE substitutions. 

Vaccines—the long-awaited tool 
that brought hope—also came with 
reporting and tracking requirements. 
COVID-19 vaccination administration 
and tracking for health care workers were 
required, as well as a Center for Medicare 
& Medicaid requirement to report, at 
minimum, a monthly count of all sta� , 
providers, contractors, students, and 
volunteers who have received a COVID-19 
vaccine.4 As the booster doses and vac-
cine eligibility change, the components of 
required reporting also change. The result: 
What was collected one month will have 
to be amended for the next month. This 
creates challenges with developing reli-
able reports and data collection methods, 
pulling from several sources to gather 
the aggregate data.

Many of these additional reporting 
requirements are still in place, and all 
this does not begin to consider local or 
facility-speci� c reporting and surveil-
lance that the IPs are performing. 

A s we engage in the world, it appears the public considers the COVID-19 pandemic to be over 
or not as pressing. For those still working the front lines of COVID-19 response, we know 
that it is not over and could very quickly escalate again. Additionally, the threat of a triple-

demic is very real for many health systems, with increasing influenza and respiratory syncytial 
virus cases across the country.1
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IPs often shu�  e priorities as part of daily workfl ow 
management. However, during the initial COVID-19 response, 
all e� orts and time were focused on that one issue. All other 
initiatives and workloads were put o�  as much as possible. 
Now, with pandemic response in the sustain-and-maintain 
mode, we’re noticing that all these other responsibilities are 
showing signs of neglect.

The news released from the CDC about 
the signi� cant increase in health care–
associated infections during the COVID-
19 pandemic likely came as no surprise 
to IPs working in the � eld.5 In my own 
practice, I saw an increase of central 
line-related bloodstream infections and 
catheter-associated urinary tract infec-
tions in our patients being treated for 
COVID-19. Ventilator-associated events 
were a major concern because the patients 
were o� en on ventilators for extended 
time and secondary bacterial infections 
were common. Patients were placed in 
the lifesaving prone position, which has 

an impact on the ability to maintain 
a central-line dressing and keep it 

clean, dry, and intact. Foley cath-
eter utilization increased as the 
acuity of patients increased and 
the need to monitor strict input and 

output continued.
IPs o� en shu�  e priorities as part of 

daily work� ow management. However, 
during the initial COVID-19 response, 

all e� orts and time were focused 
on that one issue. All other 

initiatives and workloads 
were put off as much as 

possible. Now, with pan-
demic response in the 
sustain-and-maintain 
mode, we’re noticing that 

all these other responsi-
bilities are showing signs 

of neglect. All the other 
work and responsibilities of 

an IP storms back into focus and 
require attention, so again, IPs are over-
whelmed. Further, a frustrating e� ect 
of the pandemic is that much progress 
that had been made in years prior was 
lost, and it feels as if e� orts must start 
from the beginning.

Triage of work o� en will follow a pat-
tern—� rst, anything related to regulatory 
bodies or government requirements. 
This includes all public reporting e� orts, 
followed by The Joint Commission or 
other accrediting bodies requirements 
as well as maintaining surveillance for 

communicable diseases. Second, what 
are the priorities of your local facility? An 
annual risk assessment is to be completed 
by the infection prevention program, and 
if that risk assessment is used to truly 
drive action, then the priorities need to 
be re� ected in that risk assessment doc-
ument. This is an opportunity to make 
some of these administrative tasks of 
an infection prevention program actu-
ally work in favor of the IP team. Third, 

tackle the � res that come up every day, 
and be very selective of what the team 
agrees to take on. Many times, infection 
prevention can be a catch-all for issues 
not under the umbrella of the program. 
This is the time to learn to respectfully 

decline or suggest a more appropriate 
department to address. 

If a new project is requested that must 
be taken on, it is imperative that the IP 
advocate for their program and make it 
clear that a shi�  away from other work 
will be required. Burnout of IPs is just 
as big of an issue as with other clinical 
health care sta� .6 Electronic surveillance 
programs and medical records need to 
be optimized to decrease manual e� orts 

of surveillance and increase e�  ciency. 
Working with local clinical informaticists 
can help drive e� orts to improve the capa-
bilities of electronic reporting. Tying these 
requests to the organizational goals will 
also give some importance to the requests. 
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The COVID-19 pandemic has been a 
time for IPs to show their value in their 
organizations. And with this recognition 
comes an opportunity and platform 
for the often-overlooked needs of the 
infection prevention program to be 
brought forward for discussion. 

Also, how does infection prevention 
integrate with other facility initiatives? 
How can we piggyback with those e� orts 
to put an infection prevention spin on it? 
Resources are tight across the health care 
industry with many organizations laying 
o�  workers and cutting hours. Infection 
prevention programs need to be strategic 
and � nd partners to collaborate with, help 
drive e� orts in HAI prevention bundle 
implementation, and find innovative 
ways to tackle the increase in health care–
associated infections. Sepsis teams, pres-
sure injury teams, and even patient 
experience teams provide opportunities 

for an IP to become involved and in� u-
ence change.

As with other large-scale bioprepared-
ness events in the recent past (ie, Ebola 
virus, novel influenza A, and anthrax 
terrorist attacks), this is a time for the 
larger infection prevention force in the 
United States to advocate on behalf of 
local practitioners. Our professional 
organizations need to step up and work 
with agencies to address the diminishing 
workforce and the increased workload 
and expectations. 

Because the pandemic in� uenced so 
many aspects of our professional lives, 
the role of an IP seems to be at an evolu-
tionary point. No longer are we just the 
hand hygiene police, but we have emerged 
as key leaders for our organizations 
and gained social capital as experts and 
guides through the pandemic. Now with 
this increase in workload and decrease 

in resources, we must be 
selective and creative in 
how we navigate the short-
term future of infection 
prevention, and we must 
focus efforts on where 
we can make the most 
impact in patient safety 
and contributions to overall 
improvements in health care 
quality.

REBECCA LEACH, MPH, BSN, RN, CIC,
has been an infection preventionist since 2010, 
with a background in nursing and epidemiology. 
Leach, a member of the Infection Control Today®
Editorial Advisory Board, works at a health 
care system in Phoenix, Arizona, that includes 
5 hospitals and more than 100 outpatient 
treatment centers.

REFERENCES AVAILABLE AT 

INFECTIONCONTROLTODAY.COM

WWW.INFECTIONCONTROLTODAY.COM January/February 2023    ICT®      27

COVER STORY

in resources, we must be 
selective and creative in 

Looking for related content? Check out these links below:

Infection Prevention Experts Recommend 
Sweeping Updates
A new comprehensive article lays out best practice guidelines for 14 
areas of infection prevention and control.

Leading With Heart: Kindness in Infection Control
With stress and burnout from staff shortages and the COVID-19 
pandemic, infection prevention auditors need to remember kindness 
and compassion.

How to Protect Infection Preventionists’ Mental and Physical 
Wellbeing From COVID-19 Burnout
Bernadette Mazurek Melnyk, PhD, and her colleagues examined how 
COVID-19 affected infection preventionists’ (IPs') mental and physical 
health, and in an exclusive interview, she discusses how facilities and IPs 
themselves can mitigate burnout.

CDC Radically Cuts COVID-19 Guidelines Right as School Year 
Begins: Not All Experts Approve
Ambassador Deborah Birx, MD, infectious disease expert, and a former 
director at the Centers for Disease Control and Prevention, and Monica 
Gandhi, MD, MPH, weigh in on that agency's significantly changed 
quarantine and distancing guidelines.

Get the digital 
edition of ICT® on 
our website now!

ICT0123_024-027_Cover Story.indd   27ICT0123_024-027_Cover Story.indd   27 12/21/22   2:49 PM12/21/22   2:49 PM



I remember being the primary nurse for 
a patient who was critically injured in 
a car accident. I had never worked so 

relentlessly to save someone’s life. Sur-
prisingly, we were able to successfully 
transfer him to the intensive care unit 
from the emergency department. A week 
later, I received an email from the facility’s 
quality department. They stated that we 
had failed to place an orogastric (OG) 
tube prior to transferring the patient to 
the intensive care unit. 

I read the word “failed” multiple times 
that afternoon. 

Education was attached to the email 
that reviewed the importance of placing an 
OG tube to prevent health care–acquired 
pneumonia. I felt crushed, insulted, angry, 
and defensive. How dare they point out the 
one thing that we did wrong when we had 
worked so hard to save this man’s life? 

Now, obviously, insulting our efforts 
and putting us on the defensive were 
not at all the intention of that email. I 
know now that our quality department 
was trying to help us improve practices 
to better prevent infections, but in the 
heat of the moment, that goal was not 
obvious to those of us on the front lines. 
Instead of their email being a helpful 
reminder of best practices, our team 
was distraught that no one appreciated 
our efforts. What the quality department 
had attempted to accomplish—improving 
practice—was not fulfilled that day simply 
due to its incorrect formula for providing 
constructive criticism.

This memory has stuck with me 
throughout my years as a nurse and an 
infection preventionist (IP). As IPs, we 
are charged with improving the preven-
tion and control of infections in health 
care settings. This is no easy task. For 
us to improve prevention, we must first 
identify opportunities for improvement. 
Then we need to present those opportu-
nities to frontline teams and work with 
them to implement new workflows. Often 
this goes hand in hand with needing to 
provide constructive criticism, such as 
when lapses in best practice lead to poor 
outcomes. And no one likes to hear bad 
news or criticism. 

However, it not the receipt of con-
structive criticism alone that determines 
whether an individual will be receptive 
to implementing positive change and 
improved workflows. As with so many 
things in life, it is not so much what we 
say to someone but how we say it that 
matters most. Over time, I’ve realized 
that 3 key ingredients are necessary to 
successfully provide constructive criticism 
so that the message is heard, people feel 
empowered, and steps are taken toward 
positive change. Those ingredients are 
transparency, humility, and empathy. 

Transparency
When giving constructive criticism, I 
always start conversations with transpar-
ency—transparency about myself and my 
intentions for the interaction. Transpar-
ency means being seen through, readily 
understood, or visible. Before providing 
constructive criticism, I present myself so 
that the other individual can feel relaxed 
around me and understand my goal for the 
conversation. Obviously, this task is much 
easier to do when constructive criticism is 
provided in person rather than via email. 

One example of how I present with trans-
parency would be how I generally open a 
meeting to discuss new infections. I am 
always the first to introduce myself in a 
meeting that I’ve called together. I say who 
I am and why I’ve brought all of us to the 
table. It is as simple as letting the audience 
know my name, my role at the facility, the 
intention of the conversation, and that 
my favorite color is purple. My favorite 
color? Yes, when appropriate, I tell people 

The Infection Preventionist’s Formula for 
Providing Constructive Criticism
BY HEATHER SAUNDERS, MPH, RN, CIC
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random facts about myself when provid-
ing my introductions. I find that doing so 
humanizes me and puts others at ease. It 
allows participants in the room to see that 
I am, like they are, just another individual. 

My introduction usually sounds some-
thing like this, “Hi. My name is Heather. I 
am a nurse and one of the infection preven-
tionists here. I chose to be an IP because I’m 
very passionate about keeping you and our 
patients safe by preventing and controlling 
infections. I’m looking forward to working 
with all of you to find ways to improve 
infection prevention in [insert area.] And, 
in case you were wondering, my favorite 
color is purple, I have 1 cat, and 2 sons.” 

Usually, following my introduction, 
the those in the room will laugh at the 
personal random facts that I’ve chosen to 
provide, and I can palpably feel the tension 
dissipate in the room. And usually as these 
introductions continue, everyone else will 
begin to share their favorite color, how 
many pets they have, or if their kids like 
tomato sauce or pumpkin squash. The air 
is always lighter when those individuals 
in the room are better acquainted with 
everyone’s favorite color. It’s amazing, but a 
little bit of transparency about yourself, your 
job, and your intentions can go a long way in 
preventing people from becoming defensive 
when providing constructive criticism. 

Humility
This brings me to our second ingredient, 
humility. We must approach individuals 
with humility, acknowledging that we 
don’t know everything about their world, 
their experiences, their successes, or their 
challenges. We should always be a learner 
before we’re a teacher and compliment 
those we seek to influence when war-
ranted. People will always be more likely to 
accept constructive criticism after you’ve 
first provided a compliment. 

You never want to stroll into a health 
care area and immediately tell staff what 
they’re doing wrong. If you do, they will 
whisper to one another, “Can you believe 
the arrogance of this guy who told us what 
we should be doing when he doesn’t even 

know a thing about the challenges of our 
job?!” I know that this is what they whis-
per because it’s how my colleagues and I 
responded to poorly delivered constructive 
criticism. We were offended and defensive. 
Although the perceived goal was for the 
constructive criticism to be accepted 
and lead to change, what we wanted was 
for our perspectives to be appreciated, 
our efforts to be acknowledged, and our 
opinions to be considered.

It was, again, not what was being done 
(providing constructive criticism) that 
was the issue, but how it was delivered. 
Assumptions were made and solutions 
were created without any input from our 
team. In turn, as IPs, when providing 
constructive criticism, we must seek to 
listen and understand, with humility, rec-
ognizing that we do not know everything 
about the problem or the solution. And 
when we do, staff will be more accepting 
of implementing our suggested changes.  

Empathy
Finally, we should approach the delivery 
of constructive criticism with empathy. 
I once had the opportunity to work with 
a group of surgeons to reduce the rate 
of surgical site infections. These were 
horrific infections with often poor out-
comes. After a meeting one day, one of 
the surgeons pulled me aside and shared 
with me something that I will never forget. 
She said, “You know, I remember every 
one of them. I know their names, and I 
can see their faces.” 

As IPs, we could easily forget that these 
patients are not just infections or numbers 
calculated as rates. They are individuals. 
But our health care workers don’t forget 
that. They see their patients’ faces; they 
remember their names. We would do well 
to remember that health care workers 
also often take these infections person-
ally. Therefore, we should never present 
news of new infections in an accusatory 
or flippant manner or without regard for 
the impact it has on the health care staff. 

Rather, we should always discuss infec-
tions and provide constructive criticism 

with empathy. We should enter conversa-
tions with compliments before discussing 
opportunities for improvement. We should 
acknowledge how difficult it is to prevent 
these infections and invite collaboration 
around ways to improve prevention. We 
will connect with people more effectively if 
we come alongside them to celebrate their 
wins while we empathize with their losses. 

Multiple times while responding to 
COVID-19 outbreaks, I had health care 
workers say to me “Heather, it’s so refresh-
ing to talk with you because you’re the 
only one to acknowledge what we’ve done 
right instead of simply listing every-
thing that we’ve done wrong.” Recognize 
everything your health care teams have 
done right. See their hard work and all 
they’ve accomplished. Take a moment 
to acknowledge the humanity in all of us 
and understand that it hurts to know that 
something we did or didn’t do might have 
resulted in an infection. That news should 
be delivered with grace and empathy and 
preferably from someone with whom you 
have formed a connection. 

As IPs, we give people constructive crit-
icism for a living. If we truly want to make 
an impact in the prevention and control of 
infections, we must be careful about how 
we approach the delivery of constructive 
criticism. Bad news ought to be delivered 
with transparency, humility, and empathy. 

I would hope that this is how someone 
would approach you with constructive criti-
cism. Let’s do better and approach our health 
care workers with the same courtesy.  
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I If cataract, glaucoma, eye trauma, or 
corrective eye surgeries are performed 
at an organization, it is important to 

con� rm that the eye instruments or devices 
used during these procedures are being 
sterilized according to the manufactur-
er’s instructions for use (MIFUs) and 
sterilization evidence-based guidelines 
(EBGs). Although most eye instruments 
and devices that are not single-use dis-
posable require only sterilization, the 
B-scan probe requires manual high-level 
disinfection (HLD) per the manufacturer.1

This article will focus on the sterilization 
process of eye instruments and devices.

The eyes are organs of the visual system 
and are considered a high-risk tissue. 
Reprocessing guidelines advise that all 
ophthalmic instruments and devices 
classi� ed as critical based on intended use 
must be sterilized. Therefore, ophthalmic 
instruments and eye devices require the 
same reprocessing steps (point-of-use 
precleaning, cleaning, rinsing, HLD, or ster-
ilization) based on intended use, MIFUs, 
and sterilization EBGs. High-volume eye 
procedures such as cataract surgeries place 
an added stress on turnaround times and 
accurate sterilization processes. Highly 
reliable sterilization practices that are 
part of central sterile processing sta� ’s 
standard work are imperative to prevent 
patient harm.2

The steps of eye device 
processing (Figure)
1.Precleaning at point of use to remove 

bioburden is a component of every pro-
cedure, not only ophthalmic procedures. 
Following MIFUs and EBGs for preclean-
ing will ensure that soils do not dry on 
the instruments or within the lumens. 
Keep the instrument moist to prevent 
soil from drying on the instrument or 
device. Eye instruments and devices 
should be transported in a contained 
manner (ie, leak proof, puncture resis-
tant, biohazard labeled, based on the 
contents being transported) to protect 
personnel from contamination and to 
prevent injury during transport to the 
decontamination area.2,3

If an instrument is not clean, this directly 
impacts the ability to perform a quality 
sterilization process. Many ophthalmic 
instruments are small, fragile, and easily 
damaged, so they require special handling 
during cleaning. 

2. General decontamination guidelines, 
which include thorough rinsing and 
� ushing, should occur separately from 
nonophthalmic surgical instruments. 
Central sterile processing may choose 
to have a speci� c location within the 
decontamination area strictly for eye 

instrumentation and devices. Mechan-
ical washing must meet ocular instru-
ments MIFU parameters; follow manual 
processing instructions if the recom-
mended cycle parameters are unable 
to be met. Ultrasonic cleaning systems 
are important to the successful clean-
ing of eye instruments. Ophthalmic 
MIFUs o� en require that a dedicated 
ultrasonic system be utilized for oph-
thalmic instruments. Some MIFUs may 
even require 2 ultrasonic cleaners—one 
unit to soak and ultrasonic clean and 
the second unit to deliver critical water 
ultrasonic rinsing. Disinfection makes 
instruments safe to handle. Because 
residual disinfectant chemicals can 
injure eyes, many ophthalmic instru-
ment MIFUs caution against chemical 
disinfectants. Thermal disinfection is 
an alternative, which uses heat rather 
than chemicals, to kill microorganisms. 
Washers and ultrasonic units are capa-
ble of thermal disinfection.2,3

Water quality is especially import-
ant when reprocessing ophthalmic 
instruments. Utility/tap water varies in 
quality across the country, with some 
regions encountering heavy mineral 
deposits and pH levels that are not 
conducive to instrument reprocessing. 
Critical water for the � nal rinse may be 
recommended. Refer to the Association 
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for the Advancement of Medical Instru-
mentation (AAMI) Technical Bulletin 
TIR 34:2014/(R) 20211 and washer and 
ultrasonic manufacturers to maintain 
the eye instrument, device, and equip-
ment and to prevent contamination. 

Cleaning chemistries are particularly 
important for effective reprocessing. 
Inadequate cleaning chemistry selection 
and practices can lead to toxic anterior 
segment syndrome (TASS), damaged 
instruments, incomplete soil removal, 
and interference with mechanical clean-
ing equipment. TASS is a preventable 
acute inflammation of the eye that can 
occur from any ocular surgery that 
exposes the anterior segment. TASS is 
not an infection; it is a reaction to foreign 
material carried into the eye. Incomplete 
cleaning processes that leave residual 
cleaning chemistries, mineral deposits 
from steam sterilizers, or powder from 
sterile gloves have contributed to cases 
of TASS. The chosen cleaning chemistry 
must be compatible with each instru-
ment. If an instrument’s MIFU calls for 
a neutral pH detergent, this implies that 
high pH solutions will damage the instru-
ment finish. Ultrasonic cleaners have 
different requirements than automated 
washers. Many ophthalmic instrument 
MIFUs have limited or discontinued the 
use of enzymatic chemistries for this 
reason. Not aligning with the MIFU may 
represent an off-label use of the cleaning 

chemistry, which has patient risk and 
legal implications.3 

3.  Well-lit, magnified visual inspection is 
now a standard step in the sterilization 
process. Lumens, cracks, and fine details 
within eye instruments and devices 
require boosted magnification tools. 
Cracks or breaks in the eye instruments 
trap foreign material and residual soils 

and chemistries  that during a procedure 
may be transferred to the eye. If any of 
these imperfections are identified at any 
time, follow your facility’s protocols and 
manufacturer instructions to return the 
instrument or device to the manufacturer 
for further evaluation.3

Instrument staining has many causes. 
The most concerning are stains from resid-
ual chemical, hard water, or other foreign 
substances if transmitted to the eye could 
cause TASS. If instrument staining is noted, 
perform a full assessment of the entire 
reprocessing workflow from decontami-

nation through sterilization to determine 
the exact cause of the staining and how 
to resolve it. Inspecting for protein-based 
residuals will reliably identify instruments 
that are not clean and need returned to the 
decontamination area to restart the process. 
The American National Standards Institute 
(ANSI)/AAMI ST79: 2017 Annex D lists  
8 soil markers that are appropriate for use 
to detect residual soils.2,3

4.  T he most com mon met hod of  
sterilization used for ophthalmic 
devices is steam sterilization. Special 
cycles may be required to sterilize some 
ophthalmic instruments. Always con-
sult the relevant instrument or device 
manufacturer’s instructions before 
determining whether to standardize a 
cycle, and consider all potential outcomes 
before a change is made. The method of 
instrument sterilization should be based 
on guidelines from the medical device, 
packaging system, and sterilizer man-
ufacturer. Perform routine monitoring 
and verification of sterilizer function 
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If an instrument is not clean, this directly impacts the ability 
to perform a quality sterilization process. Many ophthalmic 
instruments are small, fragile, and easily damaged, so they 
require special handling during cleaning. 

Figure. The Steps of Eye Device Processing
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with biological indicators at least weekly, 
and preferably daily, in accordance with 
the sterilizer MIFU, and document this 
in the facility log or automated record. 
Measures should be taken to ensure that 
preventive maintenance, cleaning, and 
inspection of sterilizers are performed 
and documented on a scheduled basis, 
according to the sterilizer MIFUs.2

5.  A� er sterilization processing, pack-
aged instruments may be stored in 
a sterile storage environment area 
free of temperature and humidity 
extremes and supported by organiza-
tion policies and procedures. Sterile 
items should be stored under envi-
ronmentally controlled conditions in 
a manner that reduces the potential 
for contamination. Closed or covered 
cabinets are recommended for sterile 
storage. Open shelving may be used 

but requires special attention to tra�  c 
control, area ventilation, and environ-
mental services.2

Because of documented patient infec-
tions or other injury risks due to repro-
cessing breaches, reusable ophthalmic 
instruments must be processed accord-
ing to each instrument’s MIFU. The 
increasing complexity of ophthalmic 
instruments and the instruments’ repro-
cessing requirements necessitate ongoing 
education, training, and competency by 
everyone involved in their handling, 
processing, and auditing oversight. 

As eye instrumentation and devices 
continue to advance, staying up to date is 
crucial to compliance with manufacturer 
instruction requirements. Any work-
� ow improvements should consider the 
MIFUs as well as incorporating automated 
equipment needs, using appropriate 

cleaning chemistries, applying single-use 
requirements, and properly inspecting all 
devices. Intentional standard work that 
is supported by following MIFUs and 
evidence-based best practices minimizes 
the risk of TASS and patient infections 
and promotes a highly reliable process 
to strengthen patient safety

LISA WALDOWSKI, DNP, RN, CIC, is an expert 

in infection prevention and control with more than 

30 years of experience in the health care industry. 

She recently joined Wellstar Health System in 

Atlanta, Georgia, as system executive director 

of infection prevention and control. Waldowski 

holds a doctor of nursing practice in systems 

leadership and a master of science in nursing. 

She is board certified in infection prevention 

and control.
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CensisAI2

Productivity 
interactive 
platform
With sterile processing 
departments (SPDs) 
under increased pres-
sure to deliver more 
sterile trays to operating rooms in less time, Censis—a leader 
and founder in surgical asset management technology—
focused solely on improving perioperative e�  ciency with 
its CensisAI2 Productivity platform. It provides real-time 
access into day-to-day operations so sterile processing and 
perioperative leaders can quickly gain insights to streamline 
processes and make data-driven decisions.  

“Sterile processing leaders everywhere are facing a 
challenging environment and are being asked to always 
do more with less,” said Censis Chief Technology Officer 
Barry Phetteplace told Infection Control Today®. “CensisAI2

Productivity gives them complete visibility into everything 
the department does and insights that empower them to 
eliminate wasted e� ort and increase throughput.”

The CensisAI2 Productivity interactive platform provides 
visibility into all aspects of SPD operations to identify prob-
lems. It allows easy comparisons of tech-to-tech, shi� -to-
shi� , and site-to-site data to drive process re� nements and 
enterprise-wide standards, encourage best practices, improve 
sta�  training, and inspire continuous improvement.

www.censis.com

Neuster Health’s PMSSteripack autoclav-
able biohazard bags are ideal for process-
ing of biohazardous materials that require 
autoclaving before disposal. These bags 
provide safe handling and an efficient 
solution for biohazard waste needs. 

Neuster Health is one of few manu-
facturers worldwide that produce poly-
propylene biohazard bags, whereas most 
other biohazard bags marketed as “auto-
clavable” are made from polyethylene 
plastic, which becomes brittle a� er auto-
clave and easily breaks. Polypropylene 

allows the PMSSteripack bags to maintain 
structural integrity even a� er the ultra-
high temperatures of an autoclave (up to 
300 0F). They are designed to resist punc-
tures, tears, and leaks. 

The PMSSteripack biohazard bags come 
in various colors, and the optional steam 
sterilization indicator can be printed. They 
are all imprinted with the universal bio-
hazard symbol, comply with international 
standards, and are manufactured under 
validated production processes.  

www.neuster.health

Soteria Bed Barrier
The launderable and reusable Soteria Bed Barrier from Trinity 
Guardion, Inc, protects beds and mattresses from patient soiling, 
helping to reduce contamination during use. Designed for acute 
and long-term care beds and stretchers, it � ts securely over the 
mattress and bed deck and attaches to the bed frame without 
disrupting performance during patient care.  

Trinity Guardion has received FDA 510(k) clearance in a new 
product code (QTV) for its innovative Soteria, a level 3 barrier per 
the Association for the Advancement of Medical Instrumentation 
(AAMI) Standard PB70. The Soteria proprietary surface formulation 
allows for laundering that meets AAMI TIR 12: 2020 acceptance 
criteria for high-level disinfection plus spore removal (99.9999%) 
using a rigorous commercial health care laundry method. 

“Advances in the cleaning of high-touch surfaces like 
mattresses have become a fundamental necessity,” infectious 
disease physician Ardis Hoven, MD, a Trinity Guardion board 
member and former president of the American Medical Association 
told Infection Control Today®. “The Soteria Bed Barrier helps protect 
the mattress and bed deck from patient soiling and will become 
an essential contributor in a culture of safety.”

www.trinityguardion.com

PMSSteripack
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TBJ Endoscopy Sinks
TBJ Endoscopy Sinks are designed for sterile processing depart-
ments, speci� cally endoscopy departments, to help them meet 
industry guidelines for the precleaning of � exible, immersible 
endoscopes. Double- and triple-bowl units provide users ample 
space for soaking, � ushing, and rinsing of endoscopes, whereas 
single-bowl units provide a space-saving option. All sinks 
from TBJ, Inc, can be equipped with a wide variety of options, 
including an integrated Scope Buddy Plus Flushing aid, LED 
lighting, push-button height adjustment, water temperature 
monitoring, and storage bins and baskets. Because all sinks 
are made to order, they can 
be customized to a facility’s 
speci� c needs. 

T h e  T B J  M o d e l 
30-48-1B-AH SPCS is a sin-
gle-sink design measuring 
28 × 16 × 10.5 in. It has a deck-
mounted hot/cold-water fau-
cet with wrist blade handles 
centered on the bowl. The 
sink includes an electric hydraulic li�  system that allows the 
sink height to be adjusted from 32 to 40 in high via a rocker 
switch control that can be added to the base unit. 

The sinks are made of heavy-duty stainless steel and have 
adjustable leveling feet, seamless heliarc-welded construction, 
and a 4-in backsplash extending the length of the sink top. 
The sinks have hospital-grade, chrome-plated brass faucets 
and � xtures and crumb cup drain stoppers. Bowl sizes and 
overall dimensions can also be customized.

www.tbjinc.com 

Ambu aScope Duodeno
Anytime a medical instrument is reprocessed, patient cross-
contamination is a risk, even with the most advanced reprocessing. 
One way to solve this problem is with single-use medical instruments.

aScope Duodeno is a single-use and fully disposable duodenoscope 
for endoscopic retrograde cholangiopancreatography procedures. 
Because it is sterile straight from the pack, the aScope Duodeno elim-
inates any chance of cross-contamination and the need for repair or 
reprocessing while providing more timely access to duodenoscopes in an 
emergency. The single-use aScope Duodeno delivers the performance of 
conventional duodenoscopes without the hassle that comes with them. 

The aScope Duodeno has received FDA 510(k) clearance and 
breakthrough device designation. 

www.ambuusa.com

PureSteel Ergonomic WorkStation
The PureSteel Ergonomic WorkStation is engineered to enhance 
worker ergonomics, packing e�  ciency, organization, inspection, 
and sterilization outcomes in a comprehensive table solution. 

Each prep-and-pack table is built to meet the needs of its 
department, with customizable length, depth, height, and more. 
With integrated back-wall pegboards to organize and manage 
accessories and power, 
the PureSteel Ergonomic 
WorkStation keeps tools 
at an ideal height for 
staff. Built-in tabletop 
lights allow sterile pro-
cessing staff to closely 
inspect wrapping mate-
rials and instrumenta-
tion. Built-in counters 
that can be pulled out 
or collapsed provide an 
additional, optional workspace for larger sets, and a full range 
of pegboard accessories afford ready-to-integrate assembly 
tables. Storage, footrests, shelves, and more complete each 
Ergonomic WorkStation.  

As one sterile processing manager said to PureSteel, the tabletop 
light “solves issues. Holes in the � lter or drape are a problem, so 
the light is a time-saver and a frustration saver. We can have faith 
that the drape will be in good shape.”  

www.pure-processing.com
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Explore the stories and meet the personalities 
behind the biggest advances in medicine with 
Deep Dive, an-depth interview program featuring 
engaging conversations on cutting-edge health 
care topics with industry-leading guests.

An in-depth conversation on 
an interesting topic with an 
interesting person!

Season 8 is streaming now! 
www.medicalworldnews.com

Deep Dive, an-depth interview program featuring 
engaging conversations on cutting-edge health 
care topics with industry-leading guests.
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