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Why Talk About IPC in the United States?
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2. To understand thp ,similgriAties and diﬁe[eqces between US and EU
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APhilosophies
A Strategies

3. To promote international discussion and view IPC practices through
the lens of multilateralism

AThe US in some ways has historically existed in a silo (internal strategies /
surveillance vs. multilateral cooperation)



Important things to
1SSLI AY YA

A (Almost)all hospitals in the US are
private.

A High out of pocket costs, even for the
insured.

A (Almost) all patient rooms are single or
double rooms.

A (Comparatively) high vaccination rates.
A ~50% overall Flu vaccination uptake

A~ 77% Flu vaccination uptake among
HCWs

(Rizzo, https://doi.org/10.1080/21645515.2017.1367463)

A (Comparatively) little permitted sick
leave.
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Overview of PC Structun
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Regulatory AgencieBederal

Departmentof Healthand HumanServices

A Center for Medicare/Medicaid Services(CMS)c¢

Who Oversees IPC
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programs RequireHAltargets

A Food and Drug Administration

equipment,issuegecalls

Departmentof Labor

A Occupational Safety and Health Administration

(OSHAY, Workplacesafety,PPESharpsSafety

(FDA) ¢
pharmaceuticals, medical devices, sterilization

Regulatory AgencieState /Municip.

A StateandMunicipalPublicHealthDepartments
A HospitalSurveyors

A StatelLegislators

Regulatory AgencieBrivate

A The Joint Commissionc the accreditingbody
of all UShospitals @ ¢ ©&ming dzi K 2 N&

A HospitalGradersa [ S| LJF N2 3 ¢

A LocaHospitalAdministration
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States?

A

In the United

Advisory Agencie§ederal

Departmentof Healthand HumanServices

Centersfor DiseaseControland Prevention(CDCY,
Conducts research, develops guidelines, sets
benchmarks, conducts outbreak investigations,
collectsanddisseminatesurveillancedata

Agency for Healthcare Research and Quality
(AHRQ)¢ conductsresearchon patient safety and
developsguidelines

National Institute of Health ¢ Fundsand supports
biomedicalresearch

National Institute of Allergy and Infectious
Diseaseg; biomedicalresearchspecificallyinvolving
infectiousdisease

Advisory AgencieState / Municipal

A Publicand MunicipalHealthDepartments

Advisory Agenciefrivate

A Universities
A PublicActionCommittees
A ProfessionaPracticeOrganizations

A AMA,APICSHEAgtc.



Carrot and Stick Model

SN N Y

(Almost) all hospitals in the US are private.
A So, what compels them to enact IPC measures?

1. CMS linkgatient outcomedo insurance reimbursements.

2. Joint Commission providegcreditationto hospitals which meet requisite
safety and guality standards.

Stated simply:

U Hospitals enact IPC programs
U To reduce rates of hospital associated infections

U To receive reimbursements (financial incentive) and remain open ¥,
(existential threat).

- > 3 A



|IPC Structure: Core Functions US compared to

Leadersh

Education & Training of Healthcare Workers on IPC Topig

Patient and Caregiver Education

Performance Monitoring and Feedback (Including
Surveillance)

Standard Precautions
5a. Hand Hygiene
5b. Environmental Cleaning/Disinfection
5c. Injection Safety
5d. PPE Risk Assessment
5e. Minimizing Potential Exposures
5f. Reprocessing Reuseable Medical Devices

TransmissiorBased Precautions
Management of Indwelling Devices and Infection Risk

Occupational Health

https://www.cdc.gov/infectioncontroI/hcp/corepracti"'ces/index.html

2.
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https://www.ecdc.europa.eu/sites/default/files/media/en/publications/Publicat
{

Program Management
a) Elaborating and advocating an infection confsabgram
o)) Management of an infection contrpkogram,work plan and projects

Quality Improvement

a) Contributing to quality management

b) Contributing to risk management

C) Performing audits of professional practices and evaluating performance
d) Infection control training of employees

e) Contributing to research

Surveillance and Investigation of HAIs

a) Designing a surveillance system
b) Managing (implementation, follow up, evaluation) a surveillance system
c) Identifying, investigating and managing outbreaks

Infection Control Activities

a) Elaborating infection control interventions

b) Implementing infection control healthcare procedures

C) Contributing to reducing antimicrobial resistance

d) Advising appropriate laboratory testing and use of laborattaly
e) Decontamination andterilizationof medical devices

f) Controlling environmental sources of infections




What does an Infection Preventionist do?

Daily Tasks: Longterm Strategy Work
A Surveillance ARepresent IPC interests in leadership
A Auditing / Monitoring meetings
A Hand Hygiene AAnnual infection risk assessment and
A Indwellingdevices gap analysis
A Environment of Care AAnnual and longerm strategy
A Manage Isolation BedFlow development
A Staff and Patient Education AProject initiatives and process
improvement

A Infection risk analysis and mitigation
for construction activities

A Contact Tracing
A Outbreak Investigation



Let's look at some of these
activities, keeping in mind certain
considerations unique to t



Unigue Considerations:



Prevalence of Single and Double
T Patient Rooms in US Hospitals
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ConsiderPatient rooms in the US are almost
always singleccupancy (private room) or double
occupancy (senprivate)

What are the implications for IPC?



Impact on Hand
Hygiene

Easier to track

With singleoccupancy, can track hadt/gienea Aayid-2 dziather than the
21 h -MPYSYyuaco

CMS/JoiriCommission requires that all hospitatack handhygieneand
havehand-hygiene improvement programs

Easier to control
HandSanitizer is placed at the entrance to every room (not unique)

Because staff must pass through the entrance to get to another patient, they
alwayspass by hanganitizer before patient contact

Hand Hygiene is the #1 focus of Infection Prevention Programs in
the US



Hand Hygiene
Continued

Regulations (CMS/Joint
Commissionjequires healthcare
facilities to haveHandHygiene
Improvement Programs

Private hospital raters (Lea1pfrog)
require a certain number o
hand-hygieneobservations per
month

Healthcaresystems ofterhire
dedicatedhand hygiene
observers

Healthcare systems are
Increasingly adoptingutomated
hand-hygiene surveillance
systems




= Hand Hygiene Observer Training RESOURCES

A

JOHNS HOPKINS
Summary of 8 Rules
MENU TRANSCRIPT
» Introduction v
St S —— Rule 1: Soap and water or waterless hand disinfectant are acceptable.
Note: Hand washing with soap and water is required when leaving a room of a patient on isolation for C. diff, norovirus or other spore-
Fule! v forming organisms, as indicated by the isolation sign.
ule v
e Rule 2: Perform hand hygiene prior to donning and after doffing PPE.
Rule 3 v
Rule 3: HCWs may use hand sanitizer in the room or outside the room door.
Rule 4 v

Note: If staff are entering or exiting a room with full hands or while pushing a patient or a cart, they do not need to perform hand hygiene
Rule 5 v at the moment. They must perform hand hygiene once their hands are free. Also, if it is crowded at the dispenser, or if the dispenser is
empty, the health care worker may walk to another dispenser nearby as long as they do not touch anything in the interim.

Rule 6 v
Rule 7 v Rule 4: Do not guess an observation.
Rule 8 v Rule 5: Do not exceed 3 observations per HCW per session.
L A v Rule 6: Using gel on top of gloves does not count as hand hygiene.

> Recording Observations v Rule 7: Gloves must be removed and hand hygiene performed after each patient encounter.

> Practice Observation 1 v Rule 8: Hand hygiene upon exit counts as hand hygiene upon entry as long as the HCW does not touch anything

Practice Observation 2 in between.
Johns Hopkins Rules for https://www.hopkinsmedicine.org/HEIC  -HHtraining/story.html

Hand-Hygiene Observers



Rise of Automated Hand -Hygiene Survelillance

|

Compliance

82x -~

Wash Count

https://vitalacy.ai/automated -hand-hygiene-monitoring -technology/

Fig. 07 Percent of U.S. Hospitals Using Any Form of
Electronic Compliance Monitoring For Hand
Hygiene Observations
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https://www.leapfroggroup.org/sites/default/files/Files/leapfrog -HH-report -2024_FINAL.pdf
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Background

A Consistent hand hygiene (HH) compliance is a crucial

Tiered noamonetary rewards were: The HH compliance rate on medical/surgical floors was

component of infection preventiof o StickersFigure 3, for all point earners @ 3 decreasing préntervention, and the baseline rate in the 3

A Factgrs affectin heanhgare ersoﬁnel (HCP) HH behaviors 0 Candy, for all HCP who were observed usi é Take months prior to intervention was 83%. Compliance increased
include perceivgd risk for inf:ction perceived social norms iKS O2RS 62NR 64Ut 1S 3 postintervention p =0.0321), with current average 89%
perceived role models, visibility of safety programs, and levels o Premium parking spot or lunch with iy i (Figure 3.

of work stress: K2aLWAulf SESOdzuA @S |f L) 6 oA Vhy &diana HI—ICEKmbIIa@Srat«{m ICUs was stablapde

A Components of multimodal interventions to successfully for HCEinners who Pamm the most poiftss po lz v
promote HH include infrastructure for HH stations, education Y 2 a . =t
of HCP, routine monitoring & feedback to HCP, institutional , = B Cean hands 1% 8w ";--~--..'__‘ . AT
safety climate, workplace reminders, and rewards incentives. : A savelives g 3w e u Floors
8 %
A Incentives programs can lead to sustained improvement in HH £ o ] e
compliance?"‘ Figure 1Stickers and posters were designed to serve as visual workplace reminders g o surtefinenventon
A This project explores the use of nomonetary rewards, for HH for HH. § o
i i A 17 HCP winners were identified in 8/203/2025, and most elected the 5%
premium parking spot. o A
Methods Aly I @SNI3S 2F nny aidr18 pé 20a8NBEGA; & W s Y2yGiKI sAGK
. " . ) an average of 11 submitted observations per month of-irdiaction Month
A We implemented a positive reinforcement HH program in a LNBOSytGA2y 1/t dzaiy3d GKS aidl 18 pé O gReSHanghidddRomplirRe ratdBy Mitkynyt fRed p@idrebvebric, witd dzS & (i 2
large VA healthcare system in 8/2024, includrigpatient perform HH or wear PPE. medical/surgical floors (black squares) and ICUs (gray circles).
medical/surgical floors and 4 intensive care units (ICarg), A Participation in the program was higher on the medical/surgical floors
assessed its impact on HH compliance. than in the ICUsRiaure 2. Conclusions
A The program incorporated HH education, code word

H

education, a tiered nommonetary incentive points program,
reaktime feedback (verbal and coupons), and performance
tracking by unit.
Av O02RS 42NR aidl1S pé¢ oFa RSOHSt 2L
non-confrontational language for verbal workplace reminders
to one another to perform HH and/or wear personal

a0
a0
n
0
)
a0
3
)
10

A A positive reinforcement HH campaign, including code words
and nonmonetary rewards, can be effectively adopted in a

. large healthcare system to increase HH compliance.

s | K A To our knowledge, this is the first report of a rewards program
that incentivizes HCP to remind one another to perform HH.

A Administrative sanction of rewarding HCP in this manner

Number of "Take 5" Observations

protective equipment (PPE) when indicated. L ) e mwe men men s wse onn signaled institutional prioritization of HH, and led to active HCP
odac¢l 1_ S p ¢ g2NR OK2AO0S A y’ us y’ Ra Uz Ny Wz | 2 UNO AT LUz NUL Yy VO participation in HH promotion.
of pausing for patient safety, and taking the 5 fingers of ::'9“’9 2Pf°9'a|m participation by unit type, '”C'uding medicalisurgical floors (black squares) and A All of the HCP observed reminding others to perform HH using
2y80a KFEyR G2 GKS ySINBad 11 wsg{"“"ﬁ‘\eﬁy T2N) 41 AaKAY IO iKS O2RS 62NR -baget HCP, spch as alshsB  dzy A

A HCP were given 1 point for performing HH or wearing PPE, or At ENIAOALI GAZY, o kod ARSAREK NIt Vo500 & Mﬁdﬁ@grw sike g,ua;zm\gyprgf@te social norms in which all HCP
Ho o L2Ayua F2NJ dzaiy3 UKS O2RS 4 2|N§?a KAG PG #e TR WYY R3 O N3 r@é\‘ﬁn $ NB argemporgad® wige yghalavorkplpce emrinders fay Nigy A v 3
to perform HH or wear PPE. Individual HCP winners with the multiple units (e.g., physicians, APPs, radiology technicians,
most points were selected every 2 weeks. ) environmental services, food serviceB)gure 3. © OWIedgements
A HH compliance rates were monitored through direct A HCP Ohserved (1 HCP Saying “Take 57 {0 Winners
observation by trained staff (unliased and independent)

pre- (1/2024-7/2024) and post(10/2024-3/2025)
intervention. Dates 8/2028/2024 were excluded during
education roll out.

Figure 3Percentage of HCP who were uhéised (red) or independent (blue), wi] were
observed in the progranjB] 6 SNB 20 a4 SNWSR dzaiy 3 ({®Bereawinhels®H pé O2RS 62NRZI YR
the program.
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CONTACT

PRECAUTIONS |
EVERYONE MUST: Impact on Patient

oA |solation

Clean their hands, including before
entering and when leaving the room.

Isolation in place

PROVIDERS AND STAFF MUST ALSO: In single occupancy beds, the patient need not be moved to go into

isolation

In double occupancy, only the roommate must move
Put on gloves before room entry.

Discard gloves before room exit. Typically, US hospitals dot have dedicated isolation wards

Isolation rooms dispersed throughout every ward

Put on gown before room entry.
Discard gown before room exit.

Do not wear the same gown and gloves

for the care of more than one person. Fewer exposures when a patient is discovered to have a
transmissible disease later into their stay

Limits exposures

Use dedicated or disposable equipment. _ _ _
Clean and disinfect reusable equipment PPE staged outside door in carts or wall cubbies
before use on another person.

UL5. Department of

Health and Human Services
Centers for Disease

B Control and Presention

https://www.cdc.gov/infectiorcontrol/media/pdfs/contactprecautionssignP.pdf



|Isolation and Transmission
Based Precautions

A CDC defines 3 kinds of Transmission Based
Precautions (Isolation Precautions)

A Contact
A Droplet
A Airborne

A Individual Health Systems may define more:
A Contact -Plus (C. diff / Norovirus)
A Elevated Contact Precautions (CRE / C. auris)
A Organisms of epidemiological significance
A Elevated Droplet Precautions (COVID -19)

A Closed door, optional respirator

-

[ ]
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PRECAUTIONS
EVERYONE MUST:

CONTACT

Clean their hands, incuding before
entering and when leaving the room.

PROVIDERS AND STAFF MUST ALSO:

Clean their hands, including before
entering and when leaving the room.

Make sure their eyes, nose and mouth are

fully covered before room entry.

Put on gloves before room entry.
Discard gloves before room exit.

Put on dgown before room entry.
Discard gown before room exit.

Do not wear the same gown and gloves
for the care of more than one person.

Use dedicated or disposable equipment.
Clean and disinfect reusable equipment
before use on another person.

Contral and Prevention

Clean their hands, including
before entering and when
leaving the room.

Put on a fit-tested N-95 or
higher level respirator before
room entry.

Remove respirator after
exiting the room and closing
the door.

Door to room must remain
closed.



Single Rooms with PPE

Caddies




(Leaking) Elevated Contact/Droplet
Isolation Room (Left)
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Indicator (Below)




Contact Precautions
STOR! = | Isolation Room
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CONTACT —
PRECAUTIONS
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Impact on Environmental
Cleaning/Disinfection

Fewer room transfers

No need to transfer patients to isolation wards

More opportunities to terminal clean

After one patient discharges, the room is empty and can be terminally
cleaned

Opportunities to use U or vapor H202 whole room treatments (not
common)

Requires a heavy investment in EVS staff




IPC Activity:



Infection Prevention and Control Constructi

on/Renovation/Maintenance Permit
or Level Il and Level IV activities.

the entrance to the project area f

This page must be posted at
Unigue permitnumber. e

Location of

constructionirenovation/maintenanc

a 35,—*"’“'-‘-"% Gooed flor, E-Hu1 e
— [ Projectstartdate

Z
Project manager — — [ Completion date 1Zy31 /2
Contact phone number i Permit expiration date |22 /3 i

2 &

Contractor

{4, B, C or D)

Activity Category ’ C I Overall Patient Risk Category L,:/ . Eataaishs e

Level of Infection Prevention and Control / [/

{Low, Medhum, High, or Highest)

Level of

Control measures to be in place for the duration ?f tne act{l:nty
(Check the box for the activity's Level of Pracautions to indicate the Contra! Measures)

Level |

(|

Precautions

1. Perform work activity in a manner that dces not create cust
2 Immediately repace any ceding tile, close access pa-‘els_. at
3. Any materials and equipment being brought inte the facility i

¢., upon completion of work.
st e frae of contaminants and loose material

Level Il

O

Level 11l

All control measures in Level | and the following: y :
1. Provide active means to contre! airborne dust from dispersing into occupled areas and/or water mist surface to control dust{e.g.,

Mobile Dust Containment Cart or some other s:;sler;n_:. e LAl

SUre worl thing aan and free of visibie dust before leaving the wors area. y

E';T‘s‘c:::; :(::ZI:[Z air diffusers (supply anc return) to protect the HVAC system from dust and reduce air turbulence. Rebalance
system to address diffuser isolation.

_\When the work invelves or impacts potabie water
twice @ week or isclated from the main system
Seal doors, to prevent dust migration ) ,
Gontain all trash and debris in the work area, Perform daily cleaning and disposal of trash (covered) from work area using an

identified exit route.

Any eguipment, touls, ar matenals removed from the work area must be in sealec containers and/or cleaned of dust and debris

price to rermoval from the area

_Nenporous/smuoolh ang cleanable containers (with a hard lid) must be usad to transport trash and debris from the construction
areas, These contaners must be camp-wiped ceanad anc free of visinle dust/dedris before leaving the contained work area.

9. Install a sticky (dust collection) mat at entrance of contained wark area based an facility policy. Sticky mats must be changed

routinely and when visibly soiled
10, Maintain clean su =n area is not contaned by damp mopping or HEPA vacuuming surfaces at least daily.

N

systems including stagnation due lo reduced usage, the piping shall be flushed

S

o N oren

All control measures in Levels I and Il and the foliowing:

1. Ensure availability of equipment for cleaning hands.

2. Constict and complete ctcal bamers meeting NFPA 241 requirements. Barriers must extend to the ceiling or f ceiling tile is
removed, to the deck above.

3 All (piastic or hard) bamer consiucbon activities must be completed in a marner that prevents dust release. Plastc barriers must
be effectively affixed to fioor and ceiling (or flooriroaf deck above) and sacure from movement or damage.

4. Seal all penetrations in containment bamers, including floors and cailing, using approved matenals (UL schedule firestop if
applicable for bamer type). :

5. Maintain .01 inches /water gauge negative pressurization of the entire workspace by use of HEPA exhaust air systems directed
outdoors {unless a work specific waiver is approved by VHA's Office of Healthcare Engineering): this must be maintained
conlinuously 24/7 for the duration of the project. Exhaust discharged directly to the autdoors that is 25 feet or greater from
enlrances, airintakes and windows is not required to be HEPA-filtered. Exhausting discharged air inta shared ar racirculating
HVAC systems, or cther shared exhaust systems (e g., bathrocm exhaust) is proh : 5

6. Install dlfferen:ja{ pressure sensing device (e 9. magnehelic, manometer, or digital monitering} on exterior of work containment
6] co_nhnue_xl!y monitor and document negative pressurization. The ‘ball in the wall* or similar apparatus are not acceptable. Dail
readings curing construction 1o be manually recorded by the contracter (-0.01 to -0.04) EREE e S LY

Level IV

All control measures in Levels |, Il and Il and the following:

; g gamers must be hard barriers unless temporary to install final barrier
. Containment must include an anteroom to ensure pressure conlral, Apteroom must be lar: A 0 i 1
cleaning, werkers' PPE and cleaning, ’ flizsreah gt ot steging cart
3. Worker clothing andlor PPE must be removed or clean and free of vis (bl S :
ust be of ] sible dust before leaving the work area ante -
vacuuming of clothing or use of cover suils is acceplable, 2 e

I

4. Workers must wear shoe covers or have a methed to clean shoes in anteroom Shoe covers must be remaved prior to exiting the

anteroom to the occupied space (non-work area). Damaged shoe covers must be changed immed ately

Additional requirements: p,,.. defor U, ';;l ball dar Z0 adnpe— g A putint N A menr bl

Project Manager signature T S (i

& ) 19/¢9

Infection Preventionist signature =
oA % e

VHA-ICRA-2023-1.0

IPC Activity:
Construction Risk Analysis an
Mitigation

A Infection Preventionists monitor any dugenerating
construction or maintenancactivity

Constructioncannotproceed without IP signature

IPC weekly rounding

Physical barriers, air filtration, and air pressure differentials
are used to mitigate risk

First step is to conduct a rigkalysis

o Io Do Do

A Major concerns:
A Dust and dust borne pathogens
A Disruptions to water flow / cleanliness
A Disruptions to normal air handling



PART 1: INFECTION CONTROL RISK ASSESSMENT

Type

Construction Project Activity

Type a[l

Inspection and Non-Invasive Activities.
Include, but are not limited to:

J rRemoval of ceiling tiles for visual inspection limited to 1 tile per 50 sguare feet
O Painting (sanding limited to <10% of area).

O wall covering, electrical trim work, minor plumbing, and activities that do not

generate dust or require cutting of walls or access to ceilings other than for visual
inspection.

Type B O

small scale, short duration activities that create minimal dust.

Include, but are not limited to:

[ installation of telephone and computer cabling.
[ Access to chase spaces using doors or hatches (not cutting).

O Sanding of walls for painting or wall covering (minor repairs — not sanding for

drywall finishing)

Type C O

Work that generates a moderate to high level of dust or requires demolition or
removal of any fixed building components or assemblies.
Includes, but is not limited to:

O Sanding (>530% of surface area — drywall finishing).

O Cutting of walls or ceilings.

[J rRemoval of floor coverings, ceiling tiles, and casework. (>50% of surface area)
[ new wall construction.

[0 Minor duct work or electrical work above ceilings.

O Major cabling activities.

O Any activity that cannot be completed within a single work shift.

Appendix A

PCRA-ICRA Form with ILSMs

Combined Pre-Construction and Infection Control Risk Assessment

Engineering SOP 21

Matrix of Precautions for Construction Projects

T57-XX-XXX Project Title

[ Low Risk

[ medium Risk

O nigh Risk

[ Highest Risk

[ office areas
D Qut Doors

[ Electrical or
Mechanical
Rooms

[ social work
[ Retail Store
O stairwells

[ conference
Rooms

Od Hallways

D EMS Areas

Od Physical and
Occupational
Therapy

O Outpatient Areas
D Waiting Rooms
Od Sleep Lab

[ mental Health
(outpatient only)

[ prosthetics /
Orthotics

Od Domiciliary

O Primary Care
Clinics

O ceocs

O Urgent Care

[ kitchen or Food
Preparation / Dining
/ Canteen

O Echocardiography
[ radiology/MRI/CT
O Respiratory Therapy
O Nuclear Medicine

[0 senior Mental
Health (In Patient or
Senior)

O Community Living
Center (CLC)

[ clean su pply

[ cardiac cath, EP Lab

or Cardiology

O sterile Processing

Service (SPS)

O au inpatient medical

or surgical units

[ care Units: PACU,

MICU, SICU, TCU

O Spinal Cord Injury

(sc1)

O MNegative pressure

isolation rooms

D Outpatient

chemotherapy or

Oncology areas

O Operating

Rooms/Surgery Area

O endosco py

O Dialysis

IC Matrix Class of Precautions: Construction Project by Patient Risk Group and

Construction Project Type

Type D O

Major demolition and construction projects.
Includes, but is not limited to:

O Activities that require consecutive work shifts.
O Requires heavy demolition or removal of a complete cabling system.

|:| Mew construction.

izi:imit;eﬁmw / O TypEA O tvees O tvpecC [J TvPED
[J Low Risk Group [ 1 (green) 1 u (yellow) 0 u (yellow) [ m/wv (pink)
[J mEeDIUM Risk Group [ 1 (green) [ u {yellow) [ (pink)

[0 HIGH Risk Group 1 (green) O n (yellow) O m/1v (pink)

O HiGHesT Risk Group | [ n(yellow) | CJ m/w (pink) | CJ m/iv (pink)

MNote: Infection Control approval is required for ALL construction or renovation activities.

[class 1

Step 3:

Cclass 11

Clclass

Cclass v
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Unigue Considerations:



What IPC metrics affect

Y. Data Tables
Table 1. Comparison of Mational 2022 vs 2019 5IRs for Acute Care Hospitals, as published in the
National and State HAI Progress Reports, by HAI

- | 7 Z022 HAI Pr s Report’ 2005 HAl Frogress Report® pre-p L
Direction
Kumber Number of Change, P-wmlue:
of of BOEY ws 2022 vr.
re I I I l u rse I I I e I l | | HAIType = Observed | Predicted SR Hosps Observed | Predicted sant 20150 2043 SR
CLABSI 3,728 23,389 27,953,659 0.64 3,602 1E,0:0% 25,148.95 0.68 T <0.0001
CALUTI 3,780 20,237 29.055.17 0.7 3678 15,398 26,1261 0.74 4 «0.0001
WAE 1874 32631 2747292 1.13 2,028 24,724 25, 566.34 0.w7 T <0.0001
CnlunSur;:l-,- 3,052 7355 8.574.09 0.ES 3,108 7256 B,4B2.25 0.EG Mo DBEES
551 change
Abdominal 2,780 1695 1,782.01 0.65 2,915 2,157 2, 202.64 058 Mo 03687
- - Hyster=ctormy change
1. Central LinéAssocliated Bloodstream
L] WIRSA 3,723 5,830 10,878.37 0.50 3,698 B131 9,952.62 0.E2 T «0.0001
bacteremia
[ n'[fﬁ:.i.lc 3,722 42 601 EB,07B.90 0.48 3,702 54,282 G3,184.43 058 A <0.0001

*Darection of change is shown for only those comparisons where there is a statistically significant difference betwesn the 2022 5IR ard

Infection(CLABSI)
CatheterAssociated Urinary Tract

the corresponding 2019 [pre-pandemic) SIR

Table 2. Mational Annual MRSA bacteremia SIRs for Acute Care Hospitals®, 2019 — 2022, as published
in the National and State HAI Progress Reports®S

.
I nfectlon (CAUTI) Number of Number Number
Year Hospitals Observed Predicted Mational 5IR P-value*
. . - 2019 3,698 8131 9,952.62 o.82 =0.0001
3. Surgical Site InfectiofSSI)
- g 021 3,681 11,605 10,850.79 107 =0.0001
022 3,723 9,830 10,878.37 0.30 -

A Specifically, Colon and Hysterectomy SSIs
A PostOp Sepsis
A PostOp Wound Dehiscence

Number 2022 2019 (pre-pandemic)
. of Mumber Mumber Mumber Mumber Percent
4 M R S A b acte re m I@/I R S AB S | ) Quarter | Hospitals | Observed | Predicted | SIR | Observed | Predicted | SIR | Change' | P-value
- al 3,456 2977 | 273012 | 109 | 2092 | 250270 | 0.&4 30.4 <0.0001
. . . . . . . 0z 3,452 2163 | 2,5668% | 0.B4 | 2,009 | 2,45562 | 0.82 | NoChange | 0.3404
5 C | O St rl d I O I d e S d Iffl C I I m fe Ctl O n (C D I ) a3 3,463 2,243 | 267276 | 084 | 1,383 | 245679 | 0.81 | NoChange | 02117
. 04 3,437 2310 | 2,73537 | 084 | 1,578 | 246405 | 0.80 | Mo Change | 0.0978

https://www.cms.gov/medicare/quality/valudasedprograms/hospitalacquired
conditions

*Povailus compares sach annusl SIR to the 2022 rstional SI1R
'The annusl 5IRs are slso svailable from CDC's Artimicrobisl Resistance & Patient Safety Portsl

{https:/farpsp.cde gov/profile/nhsn/mrsa).

Table 3. Mational Quarterly MRSA bacteremia SIRs for Acute Care Hospitals in 2022, Compared to
Pre-Pandemic Time Period, for Consistent Reporters*

“Acute care hospitals that reported complete HAI surveillance deta for both guarters inthe comparison
'Percent change is shown for only those comparnisons where a statistically significant difference exists. Percent change is calculated as:
[{2022 5IR — 2015 IR} # 2019 5IA] = 100

=NHSN
I



US Emphasis on DewRelated Infections

CMS provides reimbursement for performance on these metrics:

1) Central LineAssociated Bloodstream Infection (CLABSI),
2) CatheterAssociated Urinary Tract Infection (CAUTI),

3) Surgical Site Infection Rates (SSI),

4) MRSA bacteremia (MR®BSI),

5) Clostridioides difficile Infection Rates (CDI)

This leads research and prevention efforts to also focus on these areas

Less (but definitely not zero) focus on:
A Environmental disinfection
A MDROs other than MRSA

https://www.cdc.gov/cdiff/media/images/Cdiff.jpg



National Survelllance

CDC Calcul ates the
rates based on acuity, patient population,
hospital size. Returns expected rates to

National Surveillance: hospitals
NHSN (CDC) collates data and tracks
national trends

Development
of National

Strategies Outpatient SSI
Surveillance

CLABSI
CAUTI
SSi

C. Difficile
BSI

Pneumonia
Ventilator -
Associated -
Events
MRSA

Resistance Patterns

Resistance
Patterns

Any Reportable

Any Reportable
Infectious Diseases

Infectious Diseases

SIVH saullad

_ : Infection Preventionist
Community - Hospital - tracks internal rates.
Onset HAI Onset HAI Compares to

OEx pe

OExpect edo

Infection Preventionist Identifies HAIs

QOutpatient Charting: Inpatient (including ER) Charting:

Clinics, Primary Care, Microbiology Reports, Patient Charts, Labs,
Doctorns Off iggkes, et Surgical Reports, Etc.




NHSN Definition A Bloodstream Infection

https://www.cdc.gov/nhsn/pdfs/pscmanual/4psc_clabscurrent.pdf

Table 1: Laboratory-Confirmed Bloodstream Infection Criteria:

[Must meet one of the following LCB criteria:

January 2025 Device-associated Module
B3l

Criterion Comments and reporting instructions that follow the site-specific criteria prowide further
explanation and are integral to the correct application of the criteria.
COnce an LCB| determination is made, proceed to the MBI-LCB| definitions, and determine if
the corresponding MBI-LCEBI criteria are also met [for example, after meeting LCEI 2,
investigate for potential MEI-LCBI 2)
LCBI 1 Patient of any age has a recognized bacterial or fungal pathogen, not included on the NHSN

common commensal list:

If LCBI 1

criterion is 1. ldentified from one or more blocd specimens obtained by a culture

met, OR

consider 2. ldentified to the genus or species level by non-culture based microbiclogic testing

MEI-LCBI 1 [NCT)* methods (for example, T2 Magnetic Resonance [T2ZMR] or next-generation

sequencing [NGS]). Note: If blood is collected for culture within 2 days before, ar 1
day gfter the NCT, disregard the result of the NCT and use only the result of the
CULTURE to make an LCBI surveillonce determingtion. If no blood is collected for
culture within this time period, use the result of the NCT for LCBI surveillance
determination.

AND

Organism(s) identified in blood is not related to an infection at another site
[See Appendix: Secondary BS| Guide).

*For the purposes of meeting LCBI 1, NCT is defined as a methodology that identifies an
organizm directly from a bleod specimen without incculation of the blood specimen to any
culture media.

Figure B1: Secondary BSI Guide for eligible organisms*s
(Mot applicable to Ventilator-associated Events [VAE], See Figure B2)

Positive blood specimen. Site
specific infection suspected as
source.

k.

Is the positive site-specific
specimen used a5 an
element to meet the

infection site eriteria?®

Yes -4

k| ; Y

Pasitive blood specimen and Can the pasitive blood
spicimen, which is collected

#  during the infection window
period, be used 1o meer the

site-specific infection criveria?

site-specific specimen, which is §
collected during the secondary Mo
BSI arrribution period, match ’ g
for at beast 1 srganism?

¥ v b
Yes d < Yes 4 No
¥ ¥ ¥
sTop: S ostom N / STOP: Primary
A Secondary BSI ' % Secondary Bl / b RSl !

J

‘Exception: The necrotizing enterocolitis [MEC] definition does not include criteria for a matching
site-specific specmen, nor an organism identified from a blood specamen, however an exception
for assigning a B5l secondary to MEC is provided. A BSlis considered secondary to MEC if the
patient meets one of the two NEC criteria AND an organism identified from a blood specimen,
collected during the secondary BSI attribution pericd, is an LCBI pathogen or the same commaon

commensal is identified from 2 or more blood specimens drawn on separate cccasions on the
same or consecutive days.

4-45 4



IPC Activity:



EnVironment ()f Care A Environment of Care (EOC) rounds are
Rounds

walkthroughs of patient care areas used to
identify and rectify patient risks present in the
care environment.

AEOC rounds ar eR
A Multidisciplinary
A Ongoing (weekly)
A Non-Judgmental or Blame -Seeking
A Semi-Random or Unannounced
A Systematic and documented, with follow -up

A Required by regulation

AWhat might we findR
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Unigque Considerations:



|IPC Structure: Core Staff

There is no US physician specialt
@y healthcare epidemiology or hospite

L hygiene.

MALYAa0SIFR | LIKé&aaAa
Y AGet a dual degree (MVD/MPH,
MD/PhD, MD/MSetc)

IPC Staff Roles in the US:
A Physicians

A Mid-Level Providers

A Nurse Practitioners (Master or Doctorz
of Nursing Practice)

A Physician Assistant (Master or Doctorate
of Medical Science)

A Nursing
A Pharmacists

A Other Health Professionals:
A Microbiologists

A Public Health Scientists

A Epidemiologists

A Become Certified in Infection Contrc
and Prevention (CIC% through the
Certification Board of Infection

Preventionists.

&N !




6.0%

5.0%

% of Emergency Department Visits
w
o
o~

1993-1994 1995-1997 1998-1999 2000-2001 2002-2003 2004-2005 2006-2007 2008-2009
Year

—O—PA with physician —&—PA without physician = 1= NP with physician = #= NP without physician

Mid Level Providers
In the US

Nurse Practitioners and Physician
Assistants now provide >25 % of ER care.

AFrom 2013 to 2019, ER care Provided by
NPs and Pas rose from 14% to 26%

A https://hms.harvard.edu/news/fourth
us-healthvisitsnow-delivereagnon-
physicians

A This shapes IPC departments as well

A Baring recent news, nyrses have long
6SSY O2YVaARSNBR &LINEP

A Leadership roles often filled by Nurse
Practitioners and Doctors of Nursing
Practice


https://hms.harvard.edu/news/fourth-us-health-visits-now-delivered-non-physicians

Future Direction
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IPC in a changing America

Changes to the CDC, FDA, NHSN, and other public health
Institutions.

Changes to recognition of careprofessionals.

Increasing isolationism. Withdrawal from WHO.

https://eu.usatoday.com/picturegallery/news/politics/2024/11/07/roberif-
kennedyjr-a-politicalcareerin-photos/76110044007/

N - 5d
CDC advisers vote to overturn decades-long policy on
hepatitis B vaccine for infants

In a controversial move, the vaccine advisory group reversed a
recommendations for universal immunizing of newborns intended ..




https://en.wikipedia.org/wiki/West_Coast_Health_Alliance

What are we to do?

Embrace multilateralism! Embrace cooperation!

A States have rebuked the federal withdrawal from
public health with new interstate cooperations.

i NEW
YORK  An official website of New Yori State. Here's how you know v

Departmel‘lt of Health Individuals/Families Providers/Professionals Health Facilities Health Data About Us Search

A New coalitions have formed:
A Share data
A Develop guidelines
A Coordinate regional health threats

Statement from Northeast Public Health Collaborative in Response to ACIP's Hepatitis B Votes

The New York State Department of Health Is Sending the Following on Behalf of the Northeast Public Health Collaborative

ALBANY, NY. (December 10, 2025) - "The Northeast Public Health Collaborative reaffirms our hepatitis B recommendations for infants and children and confirms the Advisory Committee on Immunization Practices (ACIP) votes do not
change vaccination practices within our member jurisdictions.

The Collaborative continues to recommend that all newborns receive a hepatitis B vaccine birth dose within 24 hours of delivery. Newborns bern to birth parents who test positive for hepatitis B infection or have an unknown status

1. Northeast Public Health Collaborative™ s

A Connecticut, Maine, Massachusetts, New Jersey, New
York, Pennsylvania, Rhode Island.

2. West Coast Health Alliance
A cCalifornia, Oregon, Washington

3. Governor's Public Health Alliance
A National coordination between 15 different states

https://www.diseasedaily.org/2025/11/17/u  -s-states -form -health -alliances -in-response -to-federal -public -health -landscape/

https://en.wikipedia.org/wiki/Northeast_Public_Health_Collaborati
ve



Questions ?

adrian.clifford@meduniwien.ac.at



