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Risks to the patient of health care acquired
infection (HCAI)

Patient admitted to hospital
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Risks to the patient of health care acquired
infection (HCAI)

Patient admitted to hospital

| ]
Vascular access device Surgical procedure

HCAI + HCAI ++

Site infection Surgical wound infecton
Bacteraemia

Risk of HCAI

World Health Organisation

Clostrig
Antibio

50% HCAI deaths attributable
Increased length of sta -
Increased morbidity - to poor hand hyglene
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Lessons from the past
Link between hand hygiene and infection
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Established in 1860




Lessons from the past

Embedded in religious and cultural habits

as measure of personal hygiene for centuries
|

| |
1847 1854

Ignaz Semmelweiss Florence Nightingale
Father of hand hygiene Pioneer of evidence based practice
Link between hand washing & spread of disease with hand washing at its core
1860-1870

Pasteur and Lister
Scientific proof of link

2000
Didier Pitier
Improved hand hygiene compliance
with alcohol handrub

2002

Healthcare Infection Control Practices Advisory Committee
Alcohol handrub standard of care
Hand washing reserved for particular situations

2005

World Health Organisation (WHO)

First global hand hygiene
improvement strategy
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IGNAZ PHILIPP SEMMELWEIS
1818

Asepsis theory rejected by the
medical community during his

NENE

Later proven by the work of

Pasteur and others

World Health Organisation (WHO)

First global hand hygiene
improvement strategy
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Lessons from the past

Embedded in religious and cultural habits

as measure of personal hygiene for centuries
|

|
1854
Florence Nightingale

Pioneer of evidence based practice
with hand washing at its core

|
1860-1870

Pasteur and Lister
Scientific proof of link

‘Every nurse ought to be careful to wash

her hands frequently during the day’

‘She must ever be on guard against

World Health Organisation ( want of cleanliness ...’

First global hand hygiene
improvement strategy
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Present day issues
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Present day issues

e Hand hygiene compliance
— MRSA
— Clostridium Difficile

e Surgical site infection

e |ntravenous line infection

e Ventilator-associated pneumonia

e Antibioticresistance



Introduction of surveillance and targets

(e

QH Department
of Health

P —

PN .
Ve e Clostridium Difficile

Saving Lives: 2% in 2006

a delivery programme to reduce

associated infection including N O 4% | n 2011

Seif Assassmant and Action Planning Tool py

The Health and
Social Care Act 2008

: _‘ Code of Practice on the
Ty prevention and control of infections
= o and related guidance

Nationdl Audt Office

Reducing Healthcare Associated
Infections in Hospitals in England




Hand hygiene

Most basic thing we can do —
but the easiest thing to get wrong!

hvgign' Bare below the elbow
SaREs No jewellery
Plain wedding band allowed
Manda \e wr!st wat_ch
No nail varnish

Monthly hand F
Strict dress code



count

MRSA

Quarterly MRSA bacteraemia 2001 to 2009

—&— Number of MRSA bacteraemias ® Quarterly counts not validated
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MRSA

Elective admissions

S meryby Untege Larwwa Hongmes (L0124

MRSA SCREENING

Crug
Chlorhexidine Gluconate 4%
(Hibiscrub®)
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All patients screened in pre-admission clinic or on
admission to hospital - MRSA Rapid Test

(MRAP)

If MRSA positive

e Prescribed 5 day course of antiseptic skincare
— Chlorhexidine body wash and shampoo
— Antibiotic nasal ointment - mupirocin
— Chlorhexidine body powder

e Planned surgery takes place on day 5

e Chlorhexidine skin prep at operation site

e Teicoplanin 800mg IV + gentamicin 1.5mg/kg

intra-op

Hew thie admisaion: Yoz Ho
Route Dioes and Fraguenoy Dt wiarted
topical Wash the entlre
o dai Stop dats
ay y For 5 days
Sigraiure Blasp Phamacy
Additionel iretructione
Drug
Chlorhexidine Gluconate 4%
(Hibiscrub®)
Hew this admisaion: g Ho
Route Dioe= and Fraguency Dt wiarted
topical Shampcc hair
once ondays 1, 3 [Sepdue
and s For 5 days
Sigrerlurs Blssp Phamacy
Additionel inetructione
Crug
Mupirocin Masal Qintment 2%
({Bactroban nasal®)
Mew thie adrisaion: g He
Raoute Diaws and Fraguency Dt wiairted
topical Apply 10 Inslde of
both nostrils three  [Sep das
times each day For & days
Sigrarlurs Blssp Phamacy

Additionel iretructione




MRSA

Crug
Chlorhexidine Gluconate 4%
(Hibiscrub®)

Emergency admissions with unknown MRSA
status

Take MRSA screen
— MRSA Rapid Test (MRAP)

e Pre-op apply mupirocin to inside of nose
e Chlorhexidine skin prep at operation site

e Add Teicoplanin 400mg IV to conventional
surgical prophylaxis intra-op

e Continue MRSA suppression post-op until
screen reported

Hew thie pdmisaion: Yem Ho
Route Dioes and Fraguenoy Dt wiarted
topical Wash the entire

hody daily Stop dats

For 5 days

Sigraiure Blasp Phamacy
Additional inetrucions
Drug
Chlorhaxidine Gluconate 4%
(Hibiscrub®)
Hew this pdmisasion: Yem He
Route Dioe= and Fraguency Dt wiarted
topical Shampoo hair

once ondays 1, 3 [Sepdue

and s For 5 days
Sigrerlurs Blssp Phamacy

Additionel inetructione

Drug

Mupirocin Masal Qintment 2%

{Bactroban nasal®)

Hamw thie admiesion: Yam Hiz

Raoute Diaws and Fraguency Dt wiairted
topical Apply 10 inside of
both nostrils three  [Sep das
times each day For & days
Sigrarlurs Blssp Phamacy

Additionel iretructione




Clostridium Difficile

INHS e Isolate only in presence of diarrhoea and until
no diarrhoea for at least 48 hours

e Use soap and water for hands — not alcohol gel
High Impact Intervention No 7
Care bundle to reduce the risk from Clostridium difficle

e Environmental cleaning with Chlorine Dioxide

Antibiotics
1st line:

Restrict U_Se Qf_ e Metronidazole 400mg PO tds for 10 - 14 days
proton pump inhibitors

e If poor response after one week change to
Vancomycin 125mg PO qds for 10 - 14 days

RRrw|
Wy "oty aad comibaenity

s St v 1st line in severe cases:

QR e Vancomycin 125mg PO qds for 10 - 14 days




Surgical site infection

National Hospital rates
April - June 2012

Spinal surgery: 2%
(national average 2.1%)

Cranial surgery : 1.7%

(national average 1.9%)

Base dule Ot JU00

Surgical site infection

Prevention and treatment of surgical
site Infection

ICE cinesl guadulee 74

N
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Skin prep = Chlorhexidine with
Tint
— 2% chlorhexidine gluconate
in 70% isopropyl alcohol with
tint
2-3 fold decrease in wound

infection rates when compared
to aqueous povidone iodine

Intra-op
— Surgical prophylaxis
Single dose antibiotic adequate
for most surgical procedures

Post-op
— Wound dressing and suture
removal protocols



Intravenous lines

flege London Hospitals (3 Improved design of

vascular access devices

vty Lves: Teducing (rteThon, iviverny) cless 3ad safe T

High Impact Intervention No 2 ftheter Insertion and Care — Closed SYSfem

Peripheral Intravenous cannula care bundle

ly & Procedure

— Needle free

e Protocols
— Insertion
— Duration

A Aasrsun dizly’ ¢
0.3 pot 1,000 werts

Line dressings

— Chlorhexidine
impregnated

Baxter
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- - an University College London Hospitals [\/g~]
v‘sual lnfuslon Phleb.t.s (v. P) Score NHS Foundation Trust
Peripheral Intravenous Cannula Insertion and Ongoing Care Recerd
Early detection of IV site infection st e

cither arm contraindicated for cannulation? RIL
Reason for contraindication:

Cannula No \ 1 [ 2 \ 3 4
Insertion of Cannula
Date of insertion
(Day 0)
Inserted by
. . } (Name. &I'.‘. ignation)
Insertion details Inson st o)
. . Sizelcolour of cannula
Who inserted the line and when e
Review sticker insitu Y | N Y I N Y /[ N Y I N
| Ongoing care
Date | Day | Night | Date | Day | Night | Date | Day | Night | Date | Day | Night
- DAY 0
Daily observation of insertion site 8y
. 2 DAY 2
using VIP Score - £ 3
Sa DAY 3
é = Remove cannula after 72 hrs. unless poor venous access.
= Re-site cannula ONLY if still indicated.
=
g DAY 4
DAY §

Removal of cannula

CannU|a removal details S Date of removal

Print name & designation

Visual Infusion Phlebitis Score ( VIP Score)
(developed by Andrew Jackson, 1997)

No signs of phlebitis

LV. site appears healthy Ob ‘
* Qbserve cannula

One of the following is evident:
» Slight pain near LV. site or slight redness near
LV_site

Two of the following is evident:
= Painnear |V, site  Erythema e Swel

VIP score

# Pain along path of cannula e Erythema

Valid and reliable measure for determining == |cmee

All of the following are evident and extensive:

when to remove a peripheral intravenous line e M e

cord

Possible first signs of phiebitis
* Observe cannula

Early stage of phiebitis
® Resite cannula

All of the following are evident and extensive:
» Pain along the path of the cannula
® Erythema e Swelling e Palpable venous cord e Pyrexia

ddid,




=
- &
= o DAY 3
..E = Remove cannula after 72 hrs. unless poor venous access.
= Re-site cannula ONLY if still indicated.
3
p= DAY 4
DAY 5

Removal of cannula

Date of removal

Print name & designation

Visual Infusion Phlebitis Score ( VIP Score)
(developed by Andrew Jackson, 1997)

V. site appears healthy

0

Mo signs of phlebitis
* Observe cannula

One of the following is evident:
& Slight pain near V. site or slight rednass near
LY. site

Possible first signs of phiekitis
» Cbserve cannula

Two of the following is evident:
® Pain near | V. site » Erythema  » Swelling

All of the following are evident:
# Pain along path of cannula e Erythema
& Induration

All of the following are evident and extensive:

& Pain along the path of the cannula

s Erythema o Swelling e Palpakle venous
cord

All of the following are evident and extensive:
& Pain along the path of the cannula

» Erythema o Swellng o Palpable venous cord e Pyrexia

VIVIVIVV IV

Early stage of phlebitis
® Resite cannula




Ventilator-associated pneumonia
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osdomt System (SANY

: National Institute for
forsaon by deslox e onal o | Health and Clinical Excellence )
) S0 400 foundatios tan
mwm'; National Patient
Safety Agency

Internationally accepted
evidence-based guidelines
to prevent VAP
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Elevation of head of bed to 30°-45°
— Reduce risk of VAP

Tubing management

— Replace when visibly soiled and
according to manufacturer’s instructions

— Prevent condensate entering airway

Suctioning of respiratory secretions

— Wear examination gloves and
decontaminate hands before and after
suction procedure

Oral hygiene
— Chlorhexidine mouth wash QDS

Sedation holding

— Reduce duration of mechanical
ventilation and risk of VAP

Gastric ulcer and DVT prophylaxis
— Prevent complications of critical care



Prudent antibiotic prescribing
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Aggressive versus conservative initiation of antimicrobial
pent in critically ill surgical patients with suspected
are-unit-acquired infection: a quasi-experimental,
gr observational cohort study

Waiting for objective data to diagnose
infection before treatment with antimicrobial
( drugs for suspected ITU acquired
infections does not worsen mortality and
might be associated with better outcomes o e e e

fital rearment sianed. From Sept 1, 2009, to Aug 31, 2010, 2 conservatve
earmen: sared only after objecive findings confirmed an Infecion. Our

and use of antimicrobial drugs e

for the first and second years were 762 and 721, respectively, with 101 pavens with

son, RosernarieMetzger, Tarya R A ohr; Amani D Pdiitana LinM Riccia Kimberdey A Popovaiy,

e consm'zme approach was assodated with lower all-cause morality (13/100 [13%] »s
p’more intdally appropriawe therapy (158/ 214 [745¢] vs 144/231 [62%]; p~0-0095), and a shorter
erapy (12-5 days [SD 10-7] vs 17-7 [28-1} p-0-0080). Afier adjusung for age. sex, wauma

The Lancet Infectious Diseases October 2012

Interpretation Waking for objective da 1o diagnose infeaton before treatment with amimicrobial drugs for suspeced
SICU-acquired Infecions does not worsen monality and mighe be assoclated with beuer outcomes and use of
antimicroblal drogs.

Funding Navional Instrutes of Health.

Respiratory tract infections
— antibiotic prescribing

Introduction until an infection d by objective data,
Until recently, the use of antimicrobial drugs was thought knowing that some patients might have potentially

Prescribing of antibiotics for by physicians to be relatively risk free, which resulted in 3 harmfid deltys in treatment. There i no sundurdisod
nll-limlttng '”pum'y tract tendency to give these drugs at the smallest suspicon of  approach to the timing of the start of antimil | therapy.
Infections in adults and children infection. However, am antimicrobial use i now We pamﬂ:kd !hztd&ymg the administration of broad-

known to be iated with resistance and oth spectum | drugs until the initial retumn of

in primary care eflects. Consequently, the decition 1o Stirt testment ina  objective evidence of infection would not significsntly
pusnb}”bmnmmnm}y)m[mwdmﬂnﬂmns wmsmmumhtyandmddbcpotzmnﬂybmzﬁmﬂm
made based on 2 balance between three terms of redution of antimicrobial use and the ind:
the certiny of the diagnosis:" the ritk of deliying  of esisunce
»5 4nd th d by the

use of antimicrobial drugs,®* mchxdmgv.b:sdcmcnuf Methods
resistant organisms. Study design

Two possibilitiea for the timing of the sant of l‘:nuemsagcd 18 years or older who were admitted to the
antimicrobial treamment m a-nle}, il ;mznrs xist™f U ity of Virginia (Chark ille, VA, USA)
starting ining cultures,  surgical intensive care unit (SICU) were prospectively
knowing that many mn&-.md patients will receive followed up until discharge from Sept 1, 2008, to Aug 31,
unnecessary treatment: or withholding antimicrobial  2010. Patients not on a surgical service and patients with

74 Www shetancee comyinfecion Vol 12 Ocmber 2002

NICE (3rvcal gusieling £9
Deesegend fry S Covtw b Ciocsd Pracsoe al MCE




Prudent antibiotic prescribing

infoe) . : - Uil Il bt | university College Londan Hospitals [ITEeY
s g ICU Antimicrobial Guidelines . ico o6 Micranigiogy, except for e ¥ 9 IS ot b T
15 ragi|
Clinical Guideline -_ad8
imin ANTIMICROBIAL POCKET
rvest Locg GUIDE (ADULTS)
Sease . .
g A Dr R b All prescriptions must have sdtnes e ok o the e
Iy NE .
Adutts Dr B Macrz (InFoem) hitp:Huclwebipharmacyl
D N Shet a STOP or REVIEW date
rs AFTH Dr C Curtis, For further advics contact
artford Dr S Morris-J0
ey if 5 Ms P Panesar, preiclogy ZeR ext 78513
) Aiitiotic Pharmacist bleep 1293
?nm:u Owner/Sponsor Critical Care Delivery Group Infectious Diseases SpR 07908 250 924
Ouit =f bowrs confact swifchboard for on-call Medica
- - crobiologist and'or en-call Pharmacist
= [} Regular Prescriptions
3/4 4/4 5/4 6/4
cot ] Drug Dose 6D po8 are based on normal renal function
I FLUCLOXACILLIN 1 g psing in renal mgairment please contact
. d gha L
2 Route Valid Period Pharm 8 R/V wurfar. F -rma-::s
¥ uced by: Antimicrobial Uisage Commitiee
v a2> proved: July 2012 [ver 4)
T Review: June 2013
] — oniact your ward pranmaist
o am ) " . lect panesan@uch.nhs.ui
|} €ell| Regular Prescriptions - gﬁfe—"‘m RS e —
Sign| Drug Dose & I
A DI TRIMETHOPRIM 200myg
Route Valid Period Pharm ED /
po 3/7 /
12
Number of 14
Appendice] Special Instructions Stop Date & Initial
Equalities If U 8/4/08 ALD. 18 [
Assessmer] Signature Date
A Doctor 3/4/08 Coo> V
other




Informing patients and their relatives

University College London Hospitals

University College London Hospitals

NHS Foundation Trust
NHS Foundation Trust

Controlling hospital M Antibiotics
infections at UCLH ‘ Information for patients
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and visitors

University College London Hospitals

NHS Foundation Trust

Preventing Surgical
wound infections

flori bagka bir formatta, Senedjin iri harflerle veya
rak, ya da terciman yarchmeyta almak istersentz,
daki numaradan bizimie inibat kurun.
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Cantonese

University College London Hospitals

NHS Foundation Trust

MRSA

Information for patients
and visitors

University College London Hospitals

NHS Foundation Trust

Clostridium difficile

Information for patients
and visitors
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Thoughts for the future

The basics will continue to be key to
infection control in the ITU

Hand hygiene
General cleaning of the environment
Isolating infected patients

We know they work!




Thank you




