Care Bundles for Prevention
of Common Hospital Infections

-

( »\ Infection Prevention & Control
< .

£

(inlwnr' bas § directed
‘ - OO though
available sl c 4 / vdol tnd B
Sc ly ‘I.ITI' que 8
CXf erien 57_\ /9 d/Ub// 1'y “' o q Home nt;
';3 '_’A’m :i ,::: /98 .—a"/’ 15! '/,. le (l momtormg )
SPEe 582 —"‘Q.WUI RET Swashinges O WETe T
'Oh"o = O oo |n(hrr( ognized
S@ES 8¢ "’
£ i Infection Control
h>':‘ Ithn herb s sy s N
healthcare™™i 1 1ea 5 3
£885:<0 v"”«“usteruhzatnonm dlsmfectum O
35 @ : [
%g fact .
a)

%’n
(3]
-
[&]
m

Intervention Response

et Biindle
Measures

Multidimensional approach
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Thousands of people die every day 4 U’.AJL/“/!/”

around the world from infections
acquired while receiving health care!
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Any health-care worker, caregiver or
person involved in direct or indirect
patient care needs to be concerned
about...

One death every six minutes

Dellit TH. Infectious Diseases Society of America and the Society for Healthcare Epidemiology of America guidelines for
developing an institutional program to enhance antimicrobial stewardship.Clin Infect Dis 2007 Jan 15:44(2):159-77
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Impacts of Health Care-Associated
Infections (HAI)

HAI can:

O

O

O

ncrease patients’ suffering.
_ead to permanent disability.

_ead to death.

o Prolong hospital stay.
o Increase need for a higher level of care.
o Increase the costs to patients and hospitals.
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International Nosocomial Infection Control Consortium
(INICC)

http://www.inicc.org

American College of Occupational and Environmental
Medicine

http://www.acoem.org

Infectious Diseases Research Network (IDRN)

http://www.idrn.org

American Society for Microbiology (ASM)

http://www.asm.org

Infectious Diseases Society of America (IDSA)

http://www.idsociety.org

Association of peri-Operative Registered Nurses (AORN)

WWW.aorn.org

Institute of Health Improvement (IHI)

http://www.ihi.org

Association for Professionals in Infection Control and
Epidemiology (APIC)

www.apic.org

International Federation of Infection Control (IFIC)

www.theific.org

Australian Infection Control Association (AICA)

http://www.aica.org.au

International Scientific Forum for Home Hygiene (IFH)

http://www.ifh-homehygiene.org

Baltic Network Infection Control

http://www.balticcare.org

International Sharps Injury Prevention Society

http://www.isips.org

British Global and Travel Health Association

www.bgtha.org

International Society for Infectious Diseases (ISID)

www.isid.org

Centre for Disease Control & Prevention (CDC)

www.cdc.gov

International Society of Travel Medicine

www.istm.org

European Centre for Disease Prevention and Control (ECDC)

http://www.ecdc.europa.eu

Health Protection Surveillance Centre (HSPC)

http://www.hpsc.ie

European Operating Room Nurses Association (EORNA)

http://www.eorna.eu

European Society of Clinical Microbiology and Infectious
Diseases (ESCMID)

www.escmid.org

National electronic Library of Infection(NeLl)

http://www.neli.org.uk

National Foundation for Infectious Diseases

www.nfid.org

Global Infectious Diseases and Epidemiology (GIDEON)

www.gideononline.com

National Prion Clinic

www.nationalprionclinic.org

Health Canada

www.hc-sc.gc.ca

Health and Safety Executive (HSE)

http://www.hse.gov.uk

Occupational Safety & Health Administration (OSHA)

www.osha.gov

Healthcare infection Society (HIS)

www.his.org.uk

Public Health Agency of Canada

https://www.canada.ca/en/public
-health.html

Health Foundation

http://www.health.org.uk

Public Health England (PHE)

https://www.gov.uk/government/
organisations/public-health-
england

Health Protection Scotland (HPS)

http://www.hps.scot.nhs.uk

Society for Healthcare Epidemiology of America (SHEA)

www.shea-online.org

Infection Prevention Society (IPS)

www.ips.uk.net

Webber Training

http://webbertraining.com

Infection Prevention and Control Canada

https://ipac-canada.org

World Health Organization (WHO)

www.who.int




Endogenous infection

Mucocutaneous flora

Patient

Exogenous infection

Other Environment
patients
Contaminated
invasive
devices and

iv fluids

Indirect

contact Airbome

particles

Contaminated
food or water

Cross infecticn

© Elsevier 2004, Infectious Diseases 2e - www.idreference.com
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Preventing infection.™
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Isolation & barrier precautions
Decontamination of equipment
Prudent use of antibiotics
Decontamination of environment

Hand washing
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Nasocomial Pathogens (no, of isolates)

s i
Types of Infections -
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Urinary Surgical- Bloodstream Pneumonia Other
Tract Site Infection Sites

Infection Infection

Burke J Infection control-a problem for patient safety New Eng Journal
of Medicine (February 13, 2003)



CLA-BSI CA-UTI
Central Line associated Bloodstream Infection Catheter associated Urinary Tract Infection

\ —
=
\

= R

" VAP

! . | | P
. Ventilator Associated Pneumonia J & I '/’
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Classes of I\/Iicroorganisms

Bacteria WEES 000 e
Protozoa

~ungl — >
Rickettsiae

Viruses

Helminths ) |
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Practical classification of bacteria

A Practical Classification of Bacteria

Gram Negative Anaerobic

Coccobaciin Clostridium
Racteroides
Peptostreptococcus
ACHNOoMyoes

Listeria

"Atypical”

Mytoplavma
Chiamydia
Richettsia

Leglonella

Chustens Pairy, Chaim

Lactose Lactose Non Lactose Show
Streptococcl Fermenting Fermanting Fermenting
Staphyicocc Emterococcl
L coll Pyeudomonas Serratia
i

| Tl p
Coagulase Test Memolysis Test Xlebsielia Proteus Citrobacte

Lancefield Serotyping Enterobacter Stenotrophamonas

BY: Pharmacologist L Mweetwa

Gram Variable
Coccobacill

Acnetobacter
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State of prevention knowledge and science

0 Guidelines developed for each type of infection and
based on systematic reviews of medical literature

* Prevention of central line-associated blood stream
infections

* Prevention of catheter-associated urinary tract
infections

* Prevention of surgical site infections
* Prevention of healthcare-associated pneumonia
* Management of multidrug-resistant organisms
0 Recommendations graded according to evidence
0 Guidelines contain many recommendations

o Current efforts to help prioritize interventions that are
most effective
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Intervention Response

Strategles
Practices ¥ Programme d I e
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Multidimensional approach

- Quality improvement
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“a small set of evidence-based interventions for a defined

patient segment/ population and care setting, that when
implemented together will result in significantly better

patient outcomes than when implemented individually”.

(Institute for Health Improvement 2012)
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What are “Care Bundles”?

» A Care Bundle is a collection of interventions
(usually 3-5) that are evidenced based

» All clinical staff know that these interventions
are best practice but frequently their
application in routine care is inconsistent

» A Care Bundle is a means to ensure that the

application of all the interventions is

con5|stent for all patients at all times thereby
PFQ g outcomes
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DIAGNOSING AND MANAGING
VENTILATOR-ASSOCIATED PNEUMONIA
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Exogenous sources of micro-organism

%

(1) Hands of health-care worker

(2) Ventilator circuit

(3) Biofilm of endotracheal tube

Mechanism for pneumonia

Pneumonia occurs when colonized
secretions are inhaled into the lungs

through the endotracheal tube Pneumonia

WWW. AMIRSALARLIR



51 b Seegin 3l (6 mXies 9,90 ,oVAP Care Bundles wloladl
RRSTRT

S35 3 (6 mKiin 350y WHAP VAP o5ls sli=l 50,5 Jo5 ®
T, 952 5l (AL




Guidelines for the prevention of ventilator-associated pneumonia in adults in Ireland d d /!Jb/ / b
019 ’:—/'/ ,J'//,'J/A
Appendix 3: Sample VAP care bundle

1 | Sedation reviewed and, if appropriate, stopped each day.

2 | Patient assessed for weaning and extubation each day.

3 | Avoid supine position. Aim to have the head of bed elevated to at least 30°.

4 | Use chlorhexidine as part of daily oral care (0.12-2.0% applied 6-hourly).

5 | Use subglottic secretion drainage in patients likely to be ventilated for more than 48 hours.

Adapted from Scottish Intensive Care Society Audit Group/NHS National Services Scotland VAP

(e
Fﬂdhmmmdnmmmslﬂm

Prevention Bundle

Health Service Executive
Health Protection Surveillance Centre

25-27 Middle Gardiner Street Dublin 1 Ireland
Tel +353 1 876 5300 Fax +353 1 856 1299
Email hpsc@hse.ie www.hpsc.ie

WWW.AMIRSALARLIR
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wean Ventilator-Associated Pneumonia

p 5 VAP 1s the leading cause of nosocomial infection in the ICU and reflects

60”a of all deaths attributable to nosocomial infections. Pncumoma rates are

much hugher 1n mechanically veatdated patients due to the actificial anrway, which

mereases the opportuuty for aspuation and colomzation
Hygiene

Wean Patient...

* As soon as clinically indicated
Aspiration
FIRIHULDIE Prevent Contamination...

Of respiratory therapy equipment

« Of ventilator circuits
Prevent

© Wear gloves when in contact with ventilator
Contaminetion

Hand Hygiene...

© Wash hands before & after contact with patient or ventilator
* Alcohol foam or gel are appropriate alternatives

Aspiration Precautions...

* Elevate head of bed 30°
* Drain ventilator circuit condensate before repositioning patient
* Drain condensate away from patient

* Wash hands

W mb qu' h mds!
TEL T
BIC KA /4

woees. bjc.org

108 -y pas skt

WWW. AMIRSALARLIR
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*VENTILATION - REDUCING THE RISK* \\
*Avoid intubation if possible: use noninvasive positive pressure ventilation whenever possible (QOE: 1)

*Minimize sedation: manage ventilated patient without sedatives whenever possible (QOE: I1); interrupt sedation once a day for patients

without contraindications (QOE: I); pair spontaneous awakening trial (SAT) with spontancous breathing trial (SBT) (QOE: IT)

*Maintain and improve physical conditioning : provide early exercise and mobilization (QOE: II)

sACCOMPANYING MEASURES \
«Education

*Measuring performance, providing feedback

slmprovement in the overall safety culture in healthcare

*Public reporting

*PREVENTIVE MEASURES

*Change of the ventilator circuit only if visibly soiled or malfunctioning (QOE: 1)

+ Selective oral or digestive decontamination (QOE: 1) ONLY IN HOSPITALS WITH LOW BASELINE RATES OF ANTIBIOTIC RESISTANCE

+ Endotracheal tube with subglottic drainage of seeretions (QOE: II)

* Regular oral eare with chlorhexidine (QOE: IT)

* Prophylactic probiotics (QOE: IT)

«(YOE: 1I: Elevate the head of the bed to 30-45  Ultrathin polyurethane endotracheal tube cuffs; Automated control of endotracheal tube cuff pressure;
Saline instillation before racheal suctioning: mechanical twoth brushing

WWW. AMIRSALARLIR
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Strategies to reduce VAP

Avoid intubation whenever possible .

Consider noninvasive ventilation whenever possible.

Prefer oral intubations to nasal unless contraindicated .

Keep head elevated at 30-45° In the semi-recumbent body position .
Daily oral care with chlorhexidine solution

Daily sedation vacation if feasible and assessment of readiness to
extubate .

Avoid re intubation whenever possible .

Routine change of ventilator circuits is not required .

WWW.AMIRSALARLIR
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Strategies to reduce VAP

Monitor endotracheal tube cuff pressure

Prefer endotracheal tubes with a subglottic suction port to
prevent pooling of secretions around the cuff leading to
microaspiration.

The heat moisture exchanger may be better than the heated
humidifier.

Closed endotracheal suction systems may be consider than the
open suction.

Periodically drain and discard any condensate that collects in
the tubing of a mechanical ventilator.

WWW.AMIRSALARLIR



Secretions pool here

Intensive and Critical Care N
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SN | GUIDELINES
Frequency
Suctioning catheter
Suctioning pressure
Depth of suctioning

Time of suctioning

AW N -

Continuous vs
Intermitted

7 | Normal Saline
instillation

8 | Oxygenation
9 | Hyperinflation
10 | Infection Control

11 | Closed vs Open
suctioning

| RECOMMENDED
ETS should be performed only when necessary
Should occlude less than half of the lumen of the ETT

| Should be lowest as much as possible, usually 80-120 mmHg
Minimum invasion to the length of the ETT only
Should last no longer than 15 seconds

Should be continuous rather than intermittent suctioning during the individual
suction procedure

No routine instillation of normal saline (N/S) prior to ETS

There should be pre-oxygenation by the delivery of 100% oxygen for at least 30
seconds prior to and after the suctioning procedure to prevent decrease in oxygen
| saturation

Hyper-oxygenation prior to suctioning should be combined with hyperinflation (20-

30 cmH,0)

Aseptic technique should be used for infection control

Both open and closed suction systems are recommended

https://doi.org/10.1371/journal.pone.0201743.t001
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Intensive and
Critical Care

Nursing

Endotracheal suctioning of the adult intubated

patient—What is the evidence?

WWW. AMIRSALARLIR



Catheter-associated urinary tract infection (CAUTI)

Indwelling Urinary Catheter
Key Concept ~

A drainage tube that is inserted into the
urinary bladder (includes neobladder)
through the urethra, is left in place, and is
connected to a collection system. This
includes a collection system that is used for
irrigation of any type or duration (e.g.,
intermittent, continuous).

*Also called a Foley catheter

Urinary Catheter
Dr. Frederick Foley

* Developed in the 1920s
by Dr. Frederick Foley

¢ The urinary catheter was
originally an open system
with the urethral tube
draining into an open
container.

¢ Inthe 1950s, a closed
system was developed in
which the urine flowed
through a catheter into a
closed bag.

Hemmels Tirimssry Trarl wivh 4 wieirre e Flass




Skin where catheter is
placed can be dirty

Urine Drainage Bag

4/ A Q”/

How patients with urinary catheter SISEEAp S i

can get infected with germs

k | Organisms from the
environment can travel

along outside of the
tubing into the bladder

Hand or glove touching
the catheter can be dirty

Bladder

t
Catheter

* Entry during
insertion

* Bacteria movement
up the catheter

' Urethra

(Urinary tract
entrance)

* Breaks in the catheter tubing
or drainage bag

* Contamination of the catheter
tubing or drainage bag
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Disrupting the Lifecycle of the Urinary Cheter

1. Preventing Unnecessary and Improper Placement

4. Preventing 2. Maintaining
Catheter 7 Awareness &

Replacement , Proper Care of
‘ Catheters

3. Prompting Catheter Removal




Figure 6.2. Bladder Bundle Example
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Bladder Bundle

® A.septic insertion and proper mailntenance 1s

paramo unt.

b Bladdcr ultrasound may avoid inclwelling

catheterization.

e Condﬂm or intermittent catheterization in

ﬂ_pp mprlate PE]_['].EHES.

o DD not usec l'hf: lﬂdW‘EMlﬂg Cﬂ_thﬁtﬁf LlﬂlESS you

must!

o E‘:‘Eﬂ.l‘l}r ]‘."EH"IDVHJ Df 'E}JE CEIIhEtE‘[' LlSiﬂg I'El"ﬂiﬂdﬁ'fﬂ or

SIDP DI'C]EI'S dppcars WEI.['I'HIHTECL

Jt Comm | Qm;-:f Patient S.-:Iﬁ 2009 Septﬁmbcr; 35(9):
449-455.
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C.A.U.T.l. Bundle

Remember:
No catheter

means no
CAUTI!

WWW. AMIRSALARLIR



G31980 S 31Cal 30 5 (5 ylinw 39 ot

4335 00l adly 8,9 waslia 45 5551 igu 8 3 7SS 1395 o duogi -+
wCal o 3 (55185 Wigus 31 23 g IS oMy Cawd Cublirgs Calsy -

2395 S il 31 S 43 TS JLail Joxo

-39 5055l 0T ol Sl jf g oad B> il Jfpsf g2 -

05 5yl RIS ad 5 5 T35 23l -

39 G o) IS (595 Wb A (51 i 0wl g bl 3 5580 e -
158 00 593 Ol T 4 g Wbl Sl i 1 P b Suo plad 43 530 dwS -

s

33 3003 slows 513 51080 59T @2 S -

<39 55 9k )00 peedly 3 -

398 (& 259> o sl Tgbaur b 5153 S (2955 pub e 31 -

U 515 Cawd gloj 38 U5 g Siwd 31 ooliiut ol o8 ylibiut © WLt Caley -

wCunl (53990 1331 53T 20> pianens b

+ 80 (990 Cagie 3 (5 guSied (5130 S (ST g0 s &ig 33 39 995 e -

55 50 40 ol Jlo 5 000ty i Gy Sl

Use Regular
Assessments

slowt 3L pliio 39l 39 0
Py DO

l
Slye0 .
A ,:iu-,,...'

= Sigel

C.AUTI
HEasbaitosh &,
P 31 b g8l g
S (5 5 gl (5 0!

$.1591 AU i sl gy

Jow lsles 59 51580 > dilo -

Glo (o295 o 30 Sl b 5 51301 it

Slend ) 350 @ ST sl 518 5138 S LS 2 &5 Sl slow 50
pbpgSlastlb

(009 OF (oSl ) Wil o5 32 9 Wb (Y gb Do & Sl slowt 50

(stage end) Jlows sl o slowd Cg

1 Jold (2102 S ) o 2 512 2102 Jos 3 S

4 bg el 212 gl g Siotassl P12 Jos co & Gl jlow
R RN i W g JYCL [P

Al GV b (22 o) & 504190 50

240 sy b Sl 51 3k pa 212 b 50 & S sow
S b e

J U"/UL«"/Q)/

& Z 4
0/3"{’—/'/ QJ'/JJ’JJA



d R4 %

oZ:Jf."-«’l/ s S 1o S i

Closed Urinary Drainage

Do not lie on tubing

Hang bag on frame of bed
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Figure 6.4. Early Removal of Urinary Catheter Protocol UL AV
Nurse Driven Protocol:
Early Removal of Urinary Catheter
24 hours post
insertion - Does
——————— No ap&i:!'t‘m Yes Resssessment Ramove
cathater and criteria for angd document catheter when
assess ®r retun B continued use? 1 need for W oriteria or
of SDOTEANEOUS continued use comtinues use
vousng every § hours no longer met
Criteria for Confinved Use
« Chemical paralysis/sedation
Continue to « Hemodynamicinstability
Yes | asses voidsing « Incontinence posing a risk to skin
s x:g‘,;"z‘"m""'; integrity (skin maceration,
a3 ordered. incontinence associated dermatitis,
> stage II pressure ulcer)
« Comfort care/end of life

» Movement intolerance or severe
impairment: trauma to head, neck,
spine, pelvis/abdomen; neurological
surgery, or rectal surgery

« Need strict urinary output
measurement
v : - Epidural catheter
Call provider for fav N1312

Source: Protocol published with permission from Shari Nersinger, Highland Hospital, Rochester, NY
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DOES YOUR PATIENT
REALLY NEED A
URINARY CATHETER?

INDICATIONS FOR URINARY CATHETER USE
(Remember C.H.0O.R.U.S)

C = COMFORT

eComfort Measures for the terminally ill
*Open sacral or perineal wounds in an
incontinent patient

H=HEMODYNAMIC MONITORING

*Close monitoring of urinary output

e Aggressive treatment with diuretics or fluids
O = OBSTRUCTION

e Anatomic or physiologic outlet obstruction
(enlarged prostate, blood clots, etc.)

R=RETENTION

Urinary retention not manageable by
any other means

U = UROLOGIC

eUrologist or other physician placed
urinary catheter, urologic studies,
neurogenic bladder

S = SURGERY

eUrologic, gynecological or perineal
surgeries

eEpidural Catheter in place
*Orthopedic fracture prior to repair
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1in20

About 1 in 20 patients gets
an infection each year while
receiving medical care.

© Elsevier 2004. Infectious Diseases 2e - www.idreference.com

About 41,000 bloodstream ‘
infections strike hospital

patients with central lines

each year.

http://www.cdc.gov/vitalsigns 27
AR p://w gov/ g About 37,000 bloodstream

111fEﬁL.t1(J11§:: happen each year
to kidney dialysis patients

WWW. AMIRSALARILIR with central lines.



Incidence density
Events per 1000 device-days

Central venous catheter (CVC)
2.7/1000 catheter-days

PICCs
2.1/1000 catheter-days

Tunneled CVCs
1.6/1000 catheter-days

Peripheral venous catheters
0.5/1000 catheter-days

Implantable port systems
0.1/1000 catheter-days

Maki. Mayo Clin Proc 2006;81:1159
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Risk for
CLABSI
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Single use Antiseptic a
I

Hand or glove
touching the line

can be dirty

How patients with central lines can
get infected with germs

Central line

Where medicines Skin where line

are injected can

is placed can

get dirty be dirty

WWW < http://www.cdc.gov/vitalsigns
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POTENTIAL ROUTES OF INFECTION S A

Contamination of Contaminated
catheter hub infusate
, ) Extrinsic sources Fluid or
Skin organisms (e.g. health care medication
Endogenous flora worker) Extrinsic
Extrinsic sources (e.g. health care Endogenous flora SOUICES
worker, contaminated disinfectant) (e.g. from the skin) Manufacturer

Invading wound

Contamination of device prior to
insertion

Usually extrinsic; rarely manufacturer

Hematogenous
From distant infection

Fibrin sheath, thrombus
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Prevention of Bloodstream Infections

Hand hygiene

Adhere to aseptic technique

Maximal sterile barrier precautions

Chlorhexidine rather than povidone-iodine for skin antisepsis
Avoiding femoral access

Single lumen if possible

Remove catheter as soon as possible

Good work organization

No guidewire exchange

No routine catheter change

WWW.AMIRSALARLIR



Antiseptic Non Touch
Technique (ANTT)

ANTT aims to prevent the contamination of
wounds and other susceptible sites, by ensuring
that only uncontaminated equipment or sterile
fluids come into contact with susceptible or
sterile body sites during clinical procedures.

* Always wash hands effectively
* Never contaminate Key parts
* Touch non- key parts with confidence

» Take appropriate infective precautions

WWW.AMIRSALARLIR
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Protect patients every time with...
6 Actions for Safe Aseptic Technique

The ANTT-Approach

Risk Assessment
Select Standard or Surgical-ANTT according to the
technical difficulty of achieving asepsis

Manage the Environment

rom  Avoid or remove contamination risks

Decontaminate & Protect
Hand cleaning, personal protective equipment (PPE),
disinfecting equipment, surfaces and Key-Parts

Use Aseptic Fields
General, Critical and Micro Critical Aseptic Fields
protect Key-Parts & Key-Sites

Use Non-Touch Technique

Key-Parts must only come into contact with other
Key-Parts & Key-Sites

Prevent Cross Infection

1 Safe equipment disposal, decontamination

& hand cleaning

[ANTT)
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Aseptic Non-Touch Technique (ANTT)
Key parts: Key parts are the most critical parts of Key sites: Key sites are medical device
the procedural equipment, that if contaminated are access sites or open wounds

likely to cause infection. For example: syringe tip,
needle, catheter tip, patient skin, gauze swab,
cannula tip

WWW.AMIRSALARLIR



Category 1B Recommendations: Strongly recommended for
implementation and supported by some experimental, clinical,
or epidemiologic studies, and a strong theoretical rationale

CATHETER REPLACEMENT & GUIDEWIRE USE

1. There is no need to replace peripheral catheters more frequently than every
72-96 hours to reduce risk of infection and phlebitis in adults.

2. Replace peripheral catheters in children only when clinically indicated.

3. Do not routinely replace CVCs, PICCs, hemodialysis catheters, or pulmonary
artery catheters to prevent catheter-related infections.

4. Do not use guidewire exchanges routinely for non-tunneled catheters to
prevent infection.

5. Do not use guidewire exchanges to replace a non-tunneled catheter
suspected of infection.

6. Use a guidewire exchange to replace a malfunctioning non-tunneled
catheter if no evidence of infection is present.

http://www.cdc.gov/hicpac/pdf/guidelines/bsi-guidelines-2011.pdf



-
Major Areas Of Emphasis {"‘”W ’

. Educating and training healthcare personnel who insert and maintain
catheters;

. Using maximal sterile barrier precautions during central venous catheter
insertion;

. Using a > 0.5% chlorhexidine (CHG) preparation with alcohol for skin
antisepsis;

. Avoiding routine replacement of central venous catheters as a strategy to
prevent infection

. Using antiseptic/antibiotic impregnated short-term central venous catheters
and chlorhexidine impregnated sponge dressings if the rate of infection is not
decreasing despite adherence to other strategies (i.e., education and training,
maximum barrier precautions, and > 0.5% chlorhexidine preparations with
alcohol for skin antisepsis);

. Performance improvement by implementing bundled strategies, and

documenting and reporting rates of compliance with all components of the
bundle as benchmarks for quality assurance and performance improvement.

http://www.cdc.gov/hicpac/pdf/guidelines/bsi-guidelines-2011.pdf
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Prevention of Surgical Site Infection
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e
STOP INFECTIONS

AFTER SURGERY
WHAT'S THE

Patients develop infections when bacteria gef into
incisions made during surgery. These affect
patients in both..

WHAT'S THE

SOLUTION?

A range of precautions - before, during and
after surgery - reduces the risk of infection

WWW. AMIRSALARLIR
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_/-w BEFORE & snr”

. a
o{"ﬂ.:/."/ 3 S il S in
Myl SURGERY

Ensure patients Do not shave Only use Use chlorexidine surgical scrub
bathe or shower patients antibiotics when alcohol-based technigue:
recommended antiseptic hand wash or
solutions to alcohol-based
prepare skin handrub
% o

DURING P Y/

SURGERY gy

D ——Q—

Limit the number of people Ensure all surgical equipment
and doors being opened is sterile and maintain asepsis
throughout surgery

\%h_ AFTER

== SURGERY

©

Do not continue antibiotics to prevent Check wounds for infection
infection - this is unnecessary and and use standard dressings
contributes to the spread of on primary wounds

antibiotic resistance

WWW. AMIRSALARLIR
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Nine strong recommendations —
preoperative measures (1)

Patients with known nasal carriage of S. aureus should receive
perioperative intranasal applications of mupirocin 2% ointment with or
without a combination of CHG body wash.

MBP alone (without the administration of oral antibiotics) should NOT
be used in adult patients undergoing elective colorectal surgery.

In patients undergoing any surgical procedure, hair should either NOT
be removed or, if absolutely necessary, should only be removed with a
clipper. Shaving is strongly discouraged at all times, whether
preoperatively or in the operating room.

Surgical antibiotic prophylaxis (SAP) should be administered before the
surgical incision, when indicated.

Single use Antiseptic

@G @@

77, World Health

Y fea
8 Organization



Nine strong recommendations —
preoperative measures (2)

SAP should be administered within 120 min before @
Incision, while considering the half-life of the antibiotic.

Surgical hand preparation should be performed either
by scrubbing with a suitable antimicrobial soap and @
water or using a suitable alcohol-based handrub before
donning sterile gloves.

Alcohol-based antiseptic solutions based on CHG for
surgical site skin preparation should be used in patients
undergoing surgical procedures.

77X\ World Health

¥V - -
84 Organization



Nine strong recommendations —
Intra & postoperative measures

Adult patients undergoing general anaesthesia with
endotracheal intubation for surgical procedures should @
receive 80% fraction of inspired oxygen intraoperatively

and, if feasible, in the immediate postoperative period for
2—6 h.

Surgical antibiotic prophylaxis administration should not
be prolonged after completion of the operation v

772X\, World Health

i) Vv 5 I
84 Organization
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correct use of antibiotics and
surgical technigues help stop the
spread of antibiotic resistance

Preventative measures can
reduce SSis by 39% (as shown in

I a pilot study in 4 African countries)

$SlI surveiliance needs to be
an integral part of programmes
to prevent infections

W
Team work, good communication and “ “
staff engagement support SSI prevention

WWW. AMIRSALARLIR



Many Risk Factors Influence SSI

Preop Factors Perioperative Team Factors Organizational/Management Factors

Lack of traffic control

(i too many i room) Insufficient skin < Financial constraints
4 antiseptics
Lack of hand hygiene == Improper surgical _% Contaminated <= Poor team communication
hand antisepsis environment

== Poor leadership

Improper surgical
attire

Patient body colonization ==p- Inadequate

surgical prophylaxis

<==1Increased hospital
days

Unsterile instruments s=p

Lack of preop shower ==p 4= Surgical irrigation

Use of staples or
Steri-strips® =% 4= Non-coated sutures .
Surgical

Outcome

Lack of
discontinuation of ==
antibiotics at 24 h
Workload and
shift patterns

4= (besity
Use of Drains=

Poor staff ==p
levels

MRSA or MSSA 4= Diabetes
nasal colonization ™

Poor surgical
technique

Contamination
<« of incision

—
Use of staples ==p

; Contaminated postop
Infection at _ 4= Smoking environment =
another site ) ) I Environment and Inadequate staffing

Lack of reqogln_g —- Desngn,‘ availability, A physical plant for postop care
of antibiotic and maintenance of == problems (eg, air
i equipment : !
« ;rggr]]tlg PoHPPIESEILE handing system) 4 Lack of Foley catheter
4= Lack of hand hygiene = removal within 48 h
Patient Factors Surgeon Factors Work Environmental Care Delivery Problems

Factors

& AORN Conrerence s o
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CLASSIFICATION OF ANTIBIOTICS ;
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GLYCOPEPTIDES
AM'N&?‘;Y:?;"DES Teicoplanin
Y Vancomycin
B-LACTAMS
CARBAPENEMS
PENICILLINS Imipenem CEPHALOSPORINS
Meropenem 1st — 4th Generation
FLUOROQUINOLONES OXAZOLIDINONES
(E;profﬂl:xac.m Linezolid
vofloxacin
Nalidixic Acid
N,IEA::OUDFS MISCELLANEOUS
LINCOSAMIDES mniromycin Metronidazole
Clindamycin X (iazft'::m\é?:'" Tetracyclines
{ 1
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Protect every patient every time.

4 Actions to prevent antibiotic-resistant
~ infections in healthcare.

Prevent infections
from catheters
and after surgery.

Prevent bacteria
from spreading.

v Improve hand hygiene. ¥ Get cultures and start antibiotics promptly,

especially in the case of sepsis.
¥ Use catheters only when needed. Use gloves, gowns, and dedicated

equipment for patients who have ¢ Use cultures to reassess the need for
resistant bacteria, antibiotics and stop antibiotic treatment as
soon as they are no longer needed.

v Follow recommendations for safer surgery
and catheter insertion and care.

v Know about antibiotic-resistant
HAI outbreaks in your hospital ¥ When antibiotics are necessary, use the
and region (e.g. promote coordinated appropriate antibiotic in the proper dosage,
action for prevention). frequency, and duration,

NATIONAL ACUTE CARE HOSPITALS

Healthcare-associated infections (HAI) are infections patients can get while
receiving medical treatment in a healthcare facility. Working toward the elimination
of HAls is a CDC priority. For more information on HAI prevention progress, visit:
www.cde.gov/hai/progress-report/index.html.

| cuesis D

CENTRAL LINE-ASSOCIATED

v" Remove catheters from patient as soon as
they are no longer needed.

BLOODSTREAM INFECTIONS SURGICAL SITE INFECTIONS

B 1 in 6 CLABSIs were caused B 1 in 7 SSls were caused by
by urgent or serious antibiotic- urgent or serious antibiotic-
resistant threats. resistant threats.

® C. difficile Infections
CATHETER-ASSOCIATED
URINARY TRACT INFECTIONS

¥ 1 in 10 CAUTIs were caused H 9 in 10 patients diagnosed
by urgent or serious antibiotic- with C.difficile are related
resistant threats. to healthcare.

SOURCE: CDC Vital Signs, March 2016. Data used for this analysis was reported to CDC's National Healthcare Safety Network.
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Protect patients from antibiotic-resistant infections.

(o2 I r
: l

|

v
1 | \ o
[ 3 J
Antibiotics save lives,
but poor prescribing practices

Bacteria can be spread when
puts patients at risk.

—

Surgeries and single-use catheters
help treat patients, but they can be appropriate infection control
pathways for bacteria to enter the body. actions are not taken.
With every patient to prevent infections in health care.
Improve
antibiotic use.

\ M
i |

Combine infection control actions
0 Prevent infections from OW... < Prevent bacteria
catheters and after surgery. + F from spreading. +
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%’ 12 Steps to Prevent Antimicrobial Resistance: Hospitalized Adults

12 Steps to Prevent
Antimicrobial Resistance:
Hospitalized Adults

Clinicians hold the solution... _ _
Take steps NOW to prevent antimicrobial resistance!

Break the chain ..
solate the pathogen LEGAAAUMICUR IR (o]
Stop treatment when cu
Know when to say “no” to v:
Treat infection, not colonizatiof B =W Valilagllelgel o1 (S Wisely
Treat infection, not contaminatio
Use local data
Practice antimicrobial control
4l Access the experts
Target the pathogen
Get the catheters out
(8 Vaccinate

Diagnose & Treat Effectively

Prevent Infections







