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Overview

e Hand Hygiene

e Planning & Designing

e Surveillance

e |nterventions

e Bundles

e Training & Development
e Quality Indicators

e HCW Safety

e Lab
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Amygdala Complex !!
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Solving the puzzle..... When

— The Five Moments is
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Use of IC Assessment Tool

e Used in Swaziland, South Tiand Hygiene Weeh
Africa, & Guatemala AL“ o

articipate in the hand hygiene competition by:

e |nterventions to improve
hand hygiene & waste
management

— Staff education

1 .Decoraﬁ
2.Making posters
3.Creating awareness

Displays from 10-14 September
during Hand Hygiene Week.

HSW ‘NONILN VI3dNIN

— New procedures
— Improve availability of supplies

e |[ncrease in compliance
— hand hygiene from 57% to 86%

— contaminated waste policies from

0 o Hand hygiene campaign at Rustenburg Provincial
38 A) to 73 A) Hospital in South Africa.

WV3IL DI TVLIdSOH TVIDANIAOYD DHNGNILSNY

Goredema W, et al. Improving Hospital Infection Control: South Africa and Swaziland.
Workshop on Local and Regional Actions to Address Antimicrobial Resistance
Moshi, Tanzania, November 10-14, 2008
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E Surveillance

How important to you is real-time data?

8%

Import

—

45+

Very

important

ant I

— 1% Somewhat
Important

46+

Critical

0%

Not very
Important




What’s wrong with this
picture?

», 000
.

(LN
0
w )
:]U
=
- B
n Y
-z Ul
I
< «
- U
gﬁ
Ly
<2



Private Medical/ Surgical Patient Room

T} STAFF ZONE
‘T:-'f',i‘g =NT ZONE
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Lab & Blood Bank

e Storage Safety

Autoclave
Bio-Safety Cabinets
Clean — Soiled

DPE

Drains

Disposals
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World HAI Forum: Priorities

Position paper, 47 Waorld Healthcare-associated Infections Forum
AH, vE 31.10.13

Table 2. The ten most urgent priorities for action against the spread of antimicrobial
resistance cited by attendees of the 4™ WHAI Forum.

Urgent priorities for action against the global spread of antimicrobial resistance

For policy-makers and health authorities:

Limit the use of antimicrobials in food-producing animals by banning non-therapeutic
applications, including growth promotion and metaphylaxis

Establish and enforce regulations on sales of antimicrobials for use in human medicine,
including prohibition of over-the-counter sales worldwide

Develop a detailed charter on antimicrobial conservation to be ratified and upheld by
ministries of health worldwide

Develop coordinated and culturally sensitive awareness campaigns targeting the general
public and imparting the importance of protecting antimicrobials as a limited and non-
renewable resource

Rigorously support the improvement of sanitation systems to eliminate resistant microbes in
wastewater; regularly provide education about fundamental hygiene practices such as hand-
washing to prevent the spread of infection

Together with the pharmaceutical industry, explore (1) incentives to stimulate research and
fast-track development of nowvel antimicrobials and (2) new economic models that reconcile
public health interests with industry profitability

For the hurman and veterinary healthcare communities:

Establish standardized, universal methods and metrics for surveillance of antimicrobial use
and resistance development, respectively

In medical and veterinary school curricula, require universal and detailed instruction in
microbial resistance development and the prudent use of antimicrobials; for physicians and
veterinarians in training, reguire on-the-job refresher courses

For the general public:

Include patients and other antimicrobial consumers in the development and implementation

s '
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ARPEC: Hospital based Neonatal and
Paediatric Antimicrobial Point =«
Prevalence Survey

190 centres participating in WP5

* European Region: 146(77%)
* American Region: 11(6%)

» African Region: 6(3%)

* Eastern Mediterranean Region: 16(8%)

Western Pacific Region: 5(3%)

:] WHO Alrican Regon
- WHO Regon of the Amer icas

B w0 ScumExstAsaRegon [ WHO Easters Mederranean Regicn
- WHO Eurcpean Regios - WHO Western Pacifc Regon
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&  Key prescription patterns
paediatric patients

%

All patients under antibiotic treatment

IV Therapy 126(95%) 2232(71%)
Multiple antibiotics 76(57%) 1056(34%)
All surgical patients

Receiving surgical prophylaxis 23(40%) 230(39%)
Surgical prophylaxis >1d 21(91%) 175(76%)
All PICU patients

Receiving surgical prophylaxis 14(44%) 55(16%)
Surgical prophylaxis >1d 11(79%) 36(65%)
Multiple antibiotics 19(59%) 173(50%)
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V %‘C Joint Commission ‘L% | b; | smen, mrim_gs:ta' FIPIC

—

Association

Prewventng mfects

The Compendium of Strategies to
Prevent Healthcare-Associated
Infections in Acute Care Hospitals

Drepartmeant of Health and Homan Services

Centers for Disease Control and Prevention

Intection Tontrol Home = Heatthcare_SA=csociaoted Infection= =

SHESA TS A HAT Prevwvention Compendilam

The Soaciety Tfor Healthcare Epidermioladgy of America (SHES~) and the InfTectious Diseases Society of
Armerica (D523 sponsared and authored a3 caompendiarm of practice recommendations to prevent
healthcare-as=sociated intections=s in acute care hospitals in partnership with the As=sociation far
Frofessional=s in Infection Zontrol and Epidemiologyw AR N2, the Joint Comimission, and the
Armerican Hospital Association (AHA. The compendidm is available Tor downhnload in the Octaber
2002 Supplemeant of Infection Control & Hosppital Epidemialogy CFolurme 249, HRMarmbeaer 5170,

A the SO continues 1o produce official guidelines in collaboration «with professional societies and
academic partners, implemeantation tools such as this compendidgrrm will serve as a means ta
ensure that the bes=st practices Tar infection prevention are successtTully brought to the bedside.

SHEANIDS A HAL Prevention Compendium

= Dctober 2008 Supplement of Infection Tontral & Hospital Epidemialocgsy >
(FPlea=e note: this link will open in a new brovw=er windoww ) CwYolume 29, FHumber =13
Supplesment LAarticle: Editorial Primum MNon Mocesrs * (Pleasse notse: thi=s link sl open in a nesss brossser
wirnchoee

The Tallowing patient guide s were developed by the SHES Fatient Sartety and Giuality Improverment
Cormirmittes in collaboration wweith SO

Fin"s about Catheter-Aassociated BEloodstream Infections
A bloodstrearm infection can aoaccur when bacteria ar other
germ= travel dowen a "central line” and enter thhe blood.

=2.5"x 11" poster
- Wiew larger image



http://www.idsociety.org/
http://www.shea-online.org/
http://www.apic.org/AM/Template.cfm?Section=Home1
http://www.jointcommission.org/
http://www.aha.org/aha_app/index.jsp

SCIP Project: SSI

HEALTHCARE EFIDEMIOLDGY

Robert A Wieinstren, Section Editor

The Surgical Infection Prevention and Surgical Care
Improvement Projects: National Initiatives to Improve
Outcomes for Patients Having Surgery

Dale W. Brawler' amd Dawid R. Hunr®
‘Didzhoma Foundation for Medical Tealty, Dkdaboma Ciry: and

meors for Medicrs B Modicaid Services, Baftimone . Margband

Among the most common complications that cocur after surgery are surgical site infections and postoperative sepsis. car-
dioe ] pli respiratery complicaticons {induwding postoeperative paesamonial. and thromb boli (5
tiores. Patients -n-l-o experience postoperative complications have dramatically increased hospital lenpgth of stay, hospital costs,
an<d mortality rates. The Conters for Modicare & Modicaid Scrvices. in collaboration with the Centers for Discase Control
and Prevention, has implemented the Surgical Infection PFrevention Project to decrease the morbidity and mortadity associatesd
weith poslopi:rntl'l-'\e surgical site infections. More recenthy the Surgical Care Improverment Project. a natiomnal q'uihl:ypirlr-e-rﬂ'l.lp
o & itted to Emp ing the safety of surgical care, has been an ced. This i willl provide an

from the Surgical Imfection Prevention Project and provide an imtroduction to the Surgical Care Improvemscmnt F'm:ur-:l.

Thers are >30 millicn major operations performed in hospitals [2—4, &8, 10). In & recent study of

Dimick et al. [Z2)] desms-

cach year in the United States | 1]. Despite advances in surgical associated with surgical complicazion

T TS

s complications, $7785 p-:-r pi.L ent for cardiovascular =

et
clifdik-A. = |.c = -
-and 1 started the-project t
tions. Muouch of the excess length |:-r5|.:n- ._hu T v bty
= after :er-e- W e dune 1o patiene safety svents in the hospital can be attriboted

& pireventable-morbidity And. Mortalityby-25% by

mare to weanl. and thromboembolic complications demmonstrated that., independent of precperative patiemt ris ..c..

2010.. Ifiecuss:e:d on antibiotlcﬁ?ﬁbhylaxié;.;wgu nd.care and

and morza

LS B R & S g s L | T I praree =T = =1 |r:-r TALOwE e oIsar COOT T S L} F=—= PaC L ST
for parienes b 7
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. Oim average, the .-e-nh_L'i of stay bfos patients who implemented a mumber of ini@atives designed o improve the

have a postoperative complicatio s of inpatient care for psople with Medicare |11]. This

—11 day -c\-npcr hangh |J-'.|
lemgth of stay for patienes who do ot experien)| I c an owvervicw of national efforts to improwe
sents having surgeny,. indueding an npdate from

pubiad 16 June 2005 |_g|cal Imfection Prevention | Project and an oservies

- e e TS e

THE SIP PROJECT

Backgrowumd., In D00Z, the CMS. in collabormtion with the

Centers for [Fisease Controd and F
Mag

revention, implemented the

ynal SIF Project [ 12). The goal of the projoct is to decnease
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Bratzler and Hunt et al, CID; 2006; 63




SENIC, SCQIP and Strategies

el AemTad P PETE

Flex Limiversity of ddinnesota

MSMonitors g Umniversity of Morth Carolina at Chapel Hill

Tearm Lmiversity of Sowthcrm Maine

FPolicy Brief 229
Anppmest FOA2Z

Evidence-Based Surgical Care Quality Improvement Programs
and Strategies for Critical Access Hospitals

Fill Kifngmer B, PRI AT

“hollo Casoyw, AMS5: Shailondira Frasad SMEBES, AP -

Walter CGregg AdA, MPH; fra AMoscovice PhiD

Thus brief is ome W a senes aof policy b = rofery b

rerel Smfervers

RS 3 ERC

s Xal state Flex Progra

Introduction

This report focuses on evidence-based surgical care O

programs and strategies that are applicable o inpatient and
outpatient surgeries in CAHs. The Flex AMoninoring Team
prepared this report as part of a larger project, whose PLMOse
isz 1} o identify successful evidence-based CH programs and
strategies that could be replicated in CAaHs and 2) to disseminate
imformation about these programs and strategies to State Flex
FPrograms.

Backgrowmnd

O programs can enoompass a wide range of strategies, and
many CH interventions include multiple strategies, which has
made it difficult to evaluate their effectiveness. There is a
groving avvaremess. that O strategies need to rest on a strong
evidence base, and that greater attention neaeds to be |:|3i-:| o
understanding whoy |:uar'|r:u ar interventions work and the factors
that affect their success in different seatings.'

Ouality Improvement and the Flex Program

Improving the quality of care provided by CaHs is an imporant
goal of the sMedicare Rural Hospital Flexibility (Flex) Programm.
Throughout the Flex Program, CAHs have implemented a

range of £ activities with support from State Flex Programs, as
documented by previous Flex dMonitoring Team CAH sumeeys
and case studies % Suppaornt for O in CAHs is a core activity
area of focus in the curment State Flex Program SGrant Guidance.
The Federal Office of Rural Health Policy, l:hr-::ll_lrll" the Flex
Program, has in‘|||:| emented a new special pn::-_|e-l_—' the sMedicare
Benaficiary Caali mprovenment Project (MBOIF). MBCOHF is
focwsed on |"'\=-“|E'-:|IEEI.FE" beneficiary health status i"r'pr-c:r-, erreent
wihich makes it especially important 1o identify successful Q
programs that can be replicated in CAHs., MBOIP is being

rterrce—thased patient saf
o Critical Access Haspw

g and assessing «

Liniversity of Minnesota Roural Healfth Research Center

ey Findings

The peer-reviewsd literature

on surgikcal care gquality
improverment (O primmarily
addresses programs and
strategies that were implemented
as part of the nattonal Surgical
Care Improvement Project (SC1P)
and reporting of surgecal care
quality measures o the Centers
for Medicare and Medicand
Services (CMAS)

These O programs amd
strategies focws on improwving
three aspects of surgical care:

1) prevention of surgrcal
infections; 2) preventon of
wersous thromboembolison; arned
3) prevention of adwverse cardiac
evernits.

Adthough few peer-reviewed
articles speciiically address
implementation of surgical

care CH programs and strategies
in Critical Acocess Hospitals
CAHs=), several programs and
strategies hawve been found o be
effectrve and could be replicated
i A s

This soudhy was oonduceed By ghe Flax AAonieoring Tearm I\.I|h 'l.ll'r g from the Fed-
e Office of Rurel Heahth Policy FeS M. LEZFR O S0
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Klinger et al; US Policy on CAHs, 2009




Keystone Project: CLABSI

BMJ RESEARCH

Sustaining reductions in catheter related bloodstream
infections in Michigan intensive care units: observational
study

matknt safety amd quality: it i
sdent. patient saferty amd quality
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Peter Pronovost et al; BMJ; 2010; 994
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CUSP Project

State Participation in the
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National Study: CAUTI

Preventing Hospital-Acquired Urinary Tract Infection
in the United States: A National Stady

Samjay Saim. ™" Christims P Kowalski,' Samss1 B Kaudman,™ Timothy P Hofer,™ Carol A Kauffoszn,'™”
Russell M. Oimsted® Jame Forman,' Jane Bansseak-Holl! Llsura Damschrodern™ and Sarab L Krein's

"Vetorans: Affars
Unwersioy of Mic
Care Sy=stem. Ann Arbor. Wechigan

Sy=trm, "Department of Intermal Medions, University of Machsgan Medical School, Vst
hancemem Program. “Unieersity of Miachigan Schood of Pubdc Heakh, and *“Sam Jos=ph Memy |

| Ses tee editorial commentary by Micolle on pagss 251-3)

Backgrowrd. Alhowgh arinary tract infection (LTI} is the most commmon hospital-acqguired imfection in the
Uniited State=x, to owr knowledge, o mational data exist describing what hospitals in the United Smtes are doing
to prevent this patient safety problem. We condoctsd a national stedy 1o examine the carrent practices ased by
hospitals o prevent hospital-acquired LITT.

MMethods We mailed written surveys to infection control oocordinat
federal 115 hospitals

= at a national random sample of meon-
with an intensive care unit and =50 hospital beds (o = &00) and to all Veterans & fairs (WA ]

hospitals (rm = 119]. The sarvey asked aloar practices to prevent hospital-acguired LTTT and other device—associated
infectiomns

Hesulrs. The responss rate was 7P COrverall, 56%G of kospials did n T monitoring which
patiernts had wwrin catheters placed, and 7432 did not monitor catheter duration. rty percent of hospials

reported regelacky ng antimicrobial urimary catheters and portable bladder scanmers; 12 used condosm catheters,
and 9% wsed catheter reminders. VA  hospitals were morre |
AFFE wm. IFFe; = 10T |, conoom calhelers LaFn we.

kely than mon-W
SCAMreETs Ta, < JOOr T
B el ML) mon-YA hospitals were mvore likely to vse antimmicrobdal ward
O,

Condussomns Diespake the strong Iink Beiween wrimary catheters and =

that appeared to be widely wmsed 1o prevent hospital-acquired UTL The moet | hﬂandatﬂw Repﬂmrlg for HAls

vand and antimicrobial catheters—were each used in fewer than o
remminders, whisch have prowven benefibs, were used im <7 108G of LIS bospi

potentially bethal patient safety problem |1, . cause considerable . Mandates mrm
most common hospital-acqguired infection is warinary patients |[7—2]. Th Fma“m mmm

tract infection (LTI which acoo with nosocomial L7

of all nosocomial infections [3— costs [G—1 1
acguired LITIs are associated with erinary catheters, a Sewveral practicss
commanly nzed device among hospialized patiemnms. LIp pital-aoquired LITE

ing indwellEng cath
catheters when no |
reminder systems,

tiemts at highest o

condom-style] cank
peovr bl mlitrasoamm
residual vrine amo

A Artaar, Rl &H 105342 SO LrTich o : teschimigue, and =i
nfacHpes DEagsoes S 46293 5 catheters, swch as
Dissa=ss Soooty of Ararica Al nghts sesarwad
13F153T

ization |13]. Fracric

becanse of lack of &

=jnscsommmiall L
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“The Chennai Declaration”
Recommendations of “A roadmap- to tackle
the challenge of antimicrobial resistance” - A
joint meeting of medical societies of India

Ghafur A, Mathai D', Muruganathan A?, Jayalal JA?, Kant R%, Chaudhary D,
Prabhash K®, Abraham OC’, Gopalakrishnan R®, Ramasubramanian V*, Shah SN,
Pardeshi R", Huilgol A%, Kapil A", Gill JPS*, Singh S™, Rissam HS', Todi S",
Hegde BM', Parikh P™

Coordinator, Road map meeting and Antibiotic Stewardship Committee Chairperson, Clinical infectious
Diseases Society, 'President CIDS, *President Elect API, ®Indian Medical Association, *President,
Association of Surgeons of India, *Indian Society of Critical Care Medicine, °®DM Indian Society of
Medical and Paediatric Oncology retary CIDS, ®*Organising Secretary CIDSCSON, *Organising
Chairman, CIDSCON, ™Editor, JA~—-"Federation of Obstetric and Gynaecological Societies of India,
“President, Indian Society of Organ Transplantation, Indian Association of Medical Microbiologists,
“Director, School of Public Health and Zoonoses, GADVASU, *Chairman, Research Committee,
NABH, ®Member. Board of Governors. Medical Council of India. "Panel member of Ministrv of

Egahhf Indian Journal of Cancer | October-December 2012 | Volume 48 | Issue 4
ucat
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A Road Map- To Tackle Antimicrobial Resistance
August 24th 2012,Chennai

As a preconference session of CIDSCON 2012
A joint effort by Indian Medical Societies

e Representatives of

— Clinical Infectious Diseases Society Overseas Representatlves
— Association of Physicians of India from various continents
~ Oncology Society — Herman Goossens
— Critical care Society . .

LI:L} — Indian Medical Association — Dilip Nathwani

L'.I M — Hospital infection Society — Stephan Harbarth

- W — Microbiology society Ari S .

3 g — Surgical society — Afjun Sreenivas

E L — Gynaecology Society — David Paterson

ny — World health Organization — Paul Thambyah

£ T — NABH

< — Indian Council of medical

E U research

s Q — DCGI

<2 — Govt.representatives



Neonatal Collaborative — India
Cincinatti Children’s Collaborative
model

AlIMS, Delhi

PGI Chandigarh

Amrita Institute, Kochi
Ganga Ram, Delhi
Presidency College, WB
Fernandez, Hyderabad
= NICE, Hyderabad
~__HCG, Bangalore
SmRKIMS, TVM

AMRITA INSTITUTE orF
MEDICAL SCIENCES



Global Patient Safety Agenda

53 INFECTION CONTROL AND HOSPITAL EPIDEMIOLOGY OCTOBER 2008, VOL. 29, SUPPLEMENT 1

SUPPLEMENT ARTICLE: INTRODUCTION

Improving Patient Safety Through Infection Control:
A New Healthcare Imperative

Deborah S. Yokoe, MD, MPH; David Classen, MD, MS

Many healthcare organizations, professional associations, government and accrediting agencies, legislators, regulators, payers, and consumer
advocacy groups have advanced the prevention of healthcare-associated infections as a national imperative, stimulating the creation of “A
Compendium of Strategies to Prevent Healthcare-Associated Infections in Acute Care Hospitals” in this supplement. In this introduction,
we provide background and context and discuss the major issues that shaped the recommendations included in the compendium.

Infect Control Hosp Epidemiol 2008; 29:53-511

_ N CONTROL AND HOSPITAL EFIDERMIOLOGY OCCTOBER 2008, VWOL. 29, SUPPLEMENT 1

TABLE 1. Mational Healthcare-Associated Infection (HAIL) Surveillance Initiatives

Wear Event Comment

1970 The I establishes the NINIS [4]) Hospitals voluntarily contribute surwveillance data
for internal monitoring and benchmarking

1975 Hospital-based infection control By 1974, more than half of US hospitals had or-

programs established ganirzed surveillance programs with infection

control nurses [5])

1976 JTCAHO established (6] Detailed surveillance system regquirements are

incorporated into JOCAHO standards for
accreditation

1985 The CIZ publishes the results of the Results suggest that the combination of ongoing
SEMNIC Project [7] surveillance, active control efforts, and gquali-
fied staff could prevent up to one-third of
HlAls
2003 IMlinois is the first state to enact manda- Hospitals are required to report process and
tory reporting of FATIs [8] outcome measures for central line—associated

bloodstream infections, sargical site infections,
and wventilator-associated pneumonia

2005 MNMNIS restructured into the NHSHM [9] MNational open enrollment for hospitals and ouwt-
patient dialysis centers in 2007
2005 Deficit Reduction Act of 2005 passed [10] The CMS reguires hospitals to submit data on

10 guality measures, including antimicrobial
prophylaxis process measures
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NOTE. CIC, Centers for Disease Control and Prevention: CMS, Centers for Medicare and Medicaid Services:
TCAHO, Joint Commission for Accreditation of Healthcare Organizations; BMESN, Mational Healthcare Safety Netwaorks
MNINNIS, National Nosocomial Infections Surveillance: SENIC, Study on the Efficacy of Nosocomial Infection Control.
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Improving outcomes and reducing costs
by modular training in infection control
in a resource-limited setting

SANJEEY SINGH', RAMAMN KRISHMA KUMAR!, KARIMASSERY R SUNMDARAM!, BARUMN KANJILAL?
AMND PREM MNAIR

Ponekkara Post, Kochi, Kerala 682041, India, and '1'|r1ﬂ|:1r1 Insttute of Health Management

1 Institute of Me

arch, Jaipur, Rs

Address reprint requests tor Sanjeev Singh, Tel: +91-484-2851835; Fax: +91-484-280202; E-mail: sanjeevksingh@aims amrta.edo

Accepted for publication 12 September 2012

Abstract

Objectives. To smdy the impact of modular training and implemenraton of infecdion control practces on all health-care
associared infections (HATs) in a cardiac surgery (CVTS) pmogram of a tertary care hospiral.

Design. Baseline dam were compared with postinervendon (with modular training) dara.

Settings. This sdy was conducred in a cardiovascular surgical unir.

Participants. In toml, 2838 parients were admined in cardiovascular surgical service.

Interventions. Two training modules and online continuous educaton were delivered to all health-care workers in CVTS unit.

Main Outcome Measures. All four HAls, such as surpical site infections (S81), cenrral line-associated blood stream infecdon
(CLABSI), vennlaror-associated pneumonia (MAP) and catherer-associated urinary tmcr infecdons (CA-UTI), were smdied.
Additnonal outcome measures inchided average lenprth of stay cost of avoidance mortality and readmission rates.

Results. The SS1 rate had decreased in the post-interventon phase from 46 o 3.27% per 100 surgeries (P <2 0.0001), CLABSI
had decreased from 44 to 3.10% per 1000 catheter days (P << 0.009), VAP was reduced from 65 to 4.8% per 1000 venilator
- 1.0). For every $1 spent on
HAIs).

2000001 ) and CA-UTI had reduced from 37 to 3.48% per 1000 urinary catheter days (P <

days (P =

training, the return on investment was $236 as cost of avoidance of healthcare associated infections

Conclusions. Standardization of infection control training and practices is the most cost-effective way to reduce HCAls and
related adwverse outcomes,

0
w )
:]U
=
- B
n Y
-z Ul
I
< «
- U
gﬁ
Ly
<2

Keywords: health-carc-associated infections, surveillance, tmining and hospital cost
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Cost Effectiveness of IC Prog
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Cost of HAI for each patient (S)

CLAB
SSI SI VAP | CA-UTI | Total
48377 [ 13630 | 14001 | 4244

Direct Cost* 80481 (925)
(1056) | (7358) | (1272) |(333)
19568 | 7002 | 5093 | 4237

Indirect Cost# 35920 (412)
“25) | (389 |83 | (354

Cost of excess LOS | 67320 | 21384 | 21780 | 4896

- 115380 (1326)

(1463) | (1188) | (1980) | (408)

Orpportundty costY

168252 (1933)

Grand Total =

400033 (4596)

With 1 S of investment;
Return of Investment is 236 S




ASP: CAP in select States in USA

Impact of an Antimicrobial Stewardship
[ntervention on Shortening the Duration of
Therapy for Community-Acquired Pneumonia

Edina Avdic,! Lisa A. Cushinotto,® Andrew H. Hughes,2 Amanda R. Hansen,® Leigh E. Efird,' John G. Bartlett,2? and
Sara E. Cosgrove??

* Housestaff education including a survey regarding

No difference in 30-day readmission rate or C. diff infections

Avdic E et al. Clin Infect Dis. 2012; 54:1581

L

Ii 0 perceived best practice and sharing of baseline data
5 H * Post-prescription prospective review of CAP cases
- Z

- u Baseline [Intervention
g H Median duration of therapy 10 days 7 days
= _ Excess antibiotic days 241 93

:E‘ 5 Median excess duration of therapy 4 days 1 day
LS

S uw
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China: Regulation on
Antibiotic Use 2011

RI:SUJLI \) Antimicrobial use rate and intensity both decreased
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% MRSA in S Aureus and MRSA
incidence. Acute Care 38 univin
Paris (1993-2011)
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Successful interventions in Adults

The NEW ENGLAND JOURNAL of MEDICINE

’ ORIGINAL ARTICLE ‘

Veterans Affairs Initatave to Prevent Methicillin-
Resistant Staphylococcus aureus Infections

M.D., Stephen M. Kralovic, M.D., M.P.H., Martin E. E
Aim: To reduce hospital-acquired infection rates with MRSA
Interventions:

1.Surveillance of nasal carriage with MRSA on admission, ward transfer and
hospital discharge
2.Contact precautions for those colonized/infected with MRSA
3.Hand hygiene
4.Change in the institutional culture: “positive deviance”
= To foster alterations in practice so that infection control and prevention

become everyone’s responsibility 2001 ;
150 Retrospective data 62% decllne

160 P=0.50

CUs
1.40-

1.204

1.004
P<0.001

Health Care-Associated MRSA Infections
per 1000 Patient-Days

0.204
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(MRSA) in Veterans Affairs (VA) Facilities.

Figure 3. Nationwide Rates of Health Care-Associated Infections with Methicilli i Staphyl aureus




The N EW ENGILAN D
JOURINAL of MEDICINE

ESTABLISHED IN 1812 JUNE 13, 2013 VO L. 368 NO. 24

Targeted versus Universal Decolonization to Prevent ICU Infection
Susan S. Huang, M.D., M.P.H., Edward Septimus, M.D., Ken Kleinman, Sc.D., Julia Moody, M.S._,

Table 3. Frequency and Rates of Outcomes during the Baseline and Intervention Periods, According to Study Group.*

Outcome Group 1 Group 2 Group 3
Baseline Intervention Baseline Intervention Baseline Intervention

no. of events (crude rate per 1000 patient-days)

MRSA clinical cultures 216 (3.4) 279 (3.2) 245 (4.3) 301 (3.2) 240 (3.4) 217 (2.1)
Bloodstream infection
MRSA 7 (0.6) 63 (0.7) 31 (0.5) 61 (0.6) I 46 (0.6) 48 (O 5) I
Any pathogent 265 (4.2) 360 (4.1) 273 (4.8) 341 (3.7) 412 (6.1) 356 (3.6)
Grame-positive organism 165 (2.6) 228 (2.6) 159 (2.8) 203 (2.2) 253 (3.7) 187 (1.9)
Skin commensal organism 0 (0.8) 55 (0.6) 49 (0.9) 46 (0.5) 120 (1.8) 38 (0.4)
Noncommensal organism 115 (1.8) 173 (2.0) 110 (1.9) 157 (1.7) 133 (2.0) 149 ( 5)
Gram-negative organism 62 (1.0) 83 (0.9) 58 (1.0) 75 (0.8) 100 (1.5) 107 (1.1)
Candida species 38 (0.6) 49 (0.6) 56 (1.0) 63 (0.7) 59 (0.9) 62 (0.6)

This is the incidence of first episode of BSI|. Formal analyses for first episode of MRSA and
Gram-negatives are pending.

Table S3. Bloodstream Pathogens by Study Arm in Baseline and Intervention Periods per 1,000 Attributable ICU Days °

Bloodstream Infections per 1,000 Attributable ICU Days
Pathogen (Ordered by Frequency) Arm1 Arm 2 Arm 3
Baseline Intervention Baseline Intervention Baseline Intervention
Total Events (N) 265 360 273 341 412 356
Staphylococcus aureus (N) 77 128 70 106 80 92
Methicillin-Resistant (MRSA) 0.46 0.49 0.47 0.56 0.58 1 0.38
Methicillin-Susceptible (MSSA) 0.77 0.97 0.75 0.59 0.61 ©0.54
Total 1.23 1.46 1.23 1.15 1.19 0.92
Coagulase-Negative Staphylococcus® (N) 48 54 43 42 116 < 36
Total 0.77 0.62 0.75 0.46 | 1.72 0.36 |
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DRIVER DIAGRAM

AIM KEY DRIVERS Outcome Measure (Operational definition mutually
agreed upon)

SURVEILLANCE . — '
MECHANISM Display unit infection rates to Frontline Healthcare

Staff: Welsh Cross / Run charts.

(increase
awareness on
magnitude of Neonatal Unit Quality Team
problem)
/ 1 Hand Hygiene
2 Peripheral IV Insertion & Maintenance
Decrease Healthcare (Including IV Drug administration & Blood
Associated Infection INFECTION Sampling)
Rate By 30% in 12 CONTROL _ .
Months in Neonatal MEASURES , 3 Feeding Practices
Care N f Each improve : - : .
P:rrteici uar;iryl_?os ai*fal C(impriiance) 4 General Housekeeping: Disinfection of high
SR touch surfaces, Sterilization & Isolation
- 5 Central line Insertion & Maintenance
6 Resuscitation
7 Intubation & Suctioning
ANTIBIOTIC 8 Surfactant Administration
STEWARDSHIP Antibiogram: Developed by individual units
(Rational

v

Antibiotic Use to Unit Antibiotic Policy based on Unit Antibiogram.

decrease multi

NSTITUTE FOR drug resistant Audit of Antibiotic prescription to check compliance

HEALTHCARE microbes) to unit policy

IMPROVEMENT



Outcome Measures & Ql
application

Supply/Environment Culture/Behavior/Attitude / Result in

Improvement
A
@

Poor Accessibility, i.e. “hidden . e e\
bebiid ciirtai \  No Standardized Locationin  Lack of Signs \ Fear of Repercussions from

)\ East Wing for Reminders '\ Speaking Up P«gx
' > 0
Empty Wall Dispensers \ Frequent Gel Use Causes  No Accountabilisl‘afk of Leadership/Role Model Support D S

\ Skin Irritation T

No Signage to Identify Dispensers \\ « \ Denial of HH Data

for Ancillary Staff o\ \\\< Poor Hand
\- .
) *» | Hygiene
Lack of Knowledge about (I_:ack ?f Knoméledge about / Compliance
Hand Hygiene Policy o S / P
ack of Understanding the o Time to Wait for Gel to Dry
Lack of Und ding th "NT Wait for Gel to D
Lack of Knowledge about Importance of HH in Preventing fia
Appropriate Use of Hand Gel Al J,/'
¢ Ability to Comply in Daily Work ,’/ HunChes
or Special Circumstances - I,v"' Theories
Knowledge Work Flow/Process s

Fromn The Iprovemment Guide by Langley, Nola, Nolan, Norman, Provost

Quality Indicators @ IAQ; CSSD; Kitchen; Laundry; Labs;
Blood Bank; ICUs; Water; Bone Marrow Tx; Pharmacy;
Occupational Exposure; Vaccination; Outbreak Mgmt; BMW;
Cost; Notifiable Disease
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The Federal Needlestick Safety and
m Nov 2000
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Dream Team

15t Global Forum on Bacterial

Balancing Treatment Access and Antibiotic Resistance

3.5 October 2011

India Habitat Centre
w Delhl, India




Summary

e To adopt time tested models which have
the largest impact

e Compendiums

e Collaborate and Research

e Engage with all stake holders

e Customised

e Infecteconomics & Quality initiatives
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Thank You

Its all in your hands !!!!

sanjeevksingh@aims.amrita.edu

L
0
w )
53 U
=
- B
n Y
-z Ul
-
< g
U
gﬁ
L
<2



