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CDC is on the fast track with 
new UTI prevention guidelines 
CMS cuts drive sudden interest in the all-but-forgotten infection 

The Centers for Disease Control and Prevention is drafting compre-
hensive new guidelines for urinary tract infections (UTIs), a compli-
cation so common and typically treatable that it has been accepted

with a sort of benign neglect by the health care system. 
Not any more. The so-called Rodney Dangerfield of infections is sud-

denly getting respect aplenty, and if you want to know why just follow the
money. The Centers for Medicare & Medicaid Services’ (CMS) recent deci-
sion to halt payment on additional costs generated by catheter-related UTIs
and two other “preventable” infections (mediastinitis, catheter-related vas-
cular infections) has sounded a wake-up call for hospital administrators.
(See related story, p. 30.) In addition, the CDC’s Healthcare Infection
Control Practices Advisory Committee (HICPAC) expects to issue new 
UTI prevention recommendations this summer, replacing guidelines that
now are 27 years old. 

The sheer totality of UTIs — the most common health care-associated
infection — mean that millions of health care dollars are at stake if reim-
bursements are slashed as expected in new CMS regulations effective
October 2008. Despite some initial protests and warnings of unintended
consequences, CMS is not likely to change its perception that many UTIs
are simply preventable. A recently published study by Sanjay Saint, MD,
bolsters the agency’s argument, as he found that that urinary catheters — a
well-established risk of infection if not removed as soon as possible — are
not even monitored at a large number of hospitals. In a particularly strik-
ing finding, one-third of hospitals surveyed did not conduct any type of
UTI surveillance.1 (See Hospital Infection Control, February 2008, p. 17.)

With the buck stopping soon, health care facilities are looking for the
most cost effective ways to prevent UTIs. That means guidelines being
developed and fast-tracked by HICPAC are more likely to be a page-turner
than tossed on a shelf and forgotten. “I do think these UTI guidelines will
have a lot of significance,” says Patrick Brennan, MD, chairman of the
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HICPAC committee. At recent meeting in Atlanta,
HICPAC continued the process of honing down 
a staggering number of studies and trials into a
sharply focused guideline on best prevention
practices. 

“As a result of new CMS requirements for
reimbursement, there is a growing interest in pre-
vention of catheter-associated urinary tract infec-
tions,” HICPAC member David Pegues, MD, told
HIC. “The easiest way to prevent a catheter infec-
tion is by not placing the device or getting the
device as soon as possible.”

Indeed, appropriate catheter placement and
prompt removal when medically unnecessary 

are areas that will certainly be addressed in the
guidelines, said Pegues, one of the principals in
the UTI guideline development and director of
infectious diseases at the University of California/
Los Angeles (UCLA). 

“Recently, there has been an increase —
although the relative number of publications
remains small — in looking very critically at
administrative means to decrease the frequency
for which catheters are initially inserted and pro-
viding physician reminders to get catheters out
sooner,” he said. “Am I disappointed that physi-
cians aren’t even aware that the patient has a
catheter and aren’t even thinking of removing it?
Certainly, but there is an answer to that [problem].
The good news is there are studies like Saint’s that
look at electronic reminders or administrative
means to decrease the frequency of catheter use
and increase the frequency for which catheters are
placed for appropriate indications. We are captur-
ing that information — including that specific
study — and there will be recommendations
growing out of that body of literature.”

Answers not so simple

However, Brennan warned that UTIs are a
complex problem, and catheter utilization is only
one of the issues the committee must address.
“It’s seemingly simple to take the catheter out,
and there certainly is a lot of utilization that is
convenience-based,” he said. “But there are a 
lot of patients where it is really hard to take the
catheter out — the ICU patient, patients that are
bedbound. It’s tougher than it seems.”

Emerging themes in the committee’s review of
the UTI literature include such issues as whether
one type of catheterization is better than another,
antibiotic prophylaxis, and use of silver- and
drug-coated devices. Developing standardized
approaches that could be adopted widely could
go a long toward preventing an infection that
strikes roughly a million patients a year.

“There is a difference between infections that
are disasters one by one, like an infection after an
open heart surgery — mediastinis — and infec-
tions that on a case-by-case basis aren’t as over-
whelming,” says Michael Bell, MD, a medical
epidemiologist in the CDC division of health care
quality promotion who works with HICPAC.
“When you look at the sheer numbers of [UTIs]
they have a huge impact on health care. They are
so common — so many people get them — that if
you could prevent them the impact on overall
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health care could be pretty big. I think that is the
approach that CMS is taking. It’s a different type
of impact and risk compared to the catastrophic
individual infection.”

The UTI guideline will be one of the first
issued under a new HICPAC system designed to
expedite the recommendations and shorten a
marathon review process. Infection control pro-
fessionals who waited — sometimes impatiently
— for eventual release of the patient isolation
guidelines last year are well aware of the prob-
lem. The most striking example is the HICPAC
sterilization guideline, which has remained in
draft form for five years as of February 2008. The
advisory committee has long since signed off on
the guideline, but it is snagged up in interagency
review over issues such as conflicting federal
policies and different requirements for label
wording. (See HIC, August 2005, p. 100.) “It’s
still being cleared,” Bell told HIC at the meeting.
“We’ve got the final conference call coming up.”

The need for speed

Under a revamped process that includes a
streamlined literature review process by HIC-
PAC, the UTI guidelines are on track to be
drafted in June 2008 and finalized in the immedi-
ate months after. “The whole guideline writing
process has changed,” Bell explains. “We have
moved to an internal system where we do the
writing with HICPAC and CDC personnel
[using] a systematic way of assessing the evi-
dence. All of that is geared toward [in part] a
more rapid turn around. We are hoping for
between nine months and a year for most of these
guidelines. [They will] also be shorter guidelines
with a clear demonstration of why recommenda-
tions are graded one way vs. another way. So that
people who are reading the guideline, not only
understand what to do, but how well that [rec-
ommendation] is supported.”

The UTI guideline is proceeding within the
new approach, with the committee using system-
atic published reviews rather than consulting all
papers published on the topic, Brennan told HIC.
“Essentially it is a trade-off between efficiency
and reviewing every single paper,” he says. “And
when you have a yield like we did on this — 8,000
references to start with — even when you pare it
down to a small fraction of that, it is still over 300
manuscripts that have to be retrieved from some-
times obscure sources and reviewed. So to be able
to rely on well-done systematic reviews creates a

real efficiency in the process.”
Indeed, the old joke at HICPAC meetings that

the guidelines would need updating by the time
they are completed now has tinge of truth to it.
“The biggest concern is that the landscape has
changed so much over the course of the last
decade,” Brennan says. “We need to be much
more nimble in the way that we do these. We
can’t afford to take years to turn these documents
around anymore. In this [new] process, we are
very clearly defining the questions we want to
answer and then going through the grading of
the evidence in a very systematic way.”

Three key questions

The committee is creating the UTI guidelines
around three overriding questions, which are
listed below along with some of the preliminary
topics that have emerged from the literature
review:

1. Who should and should not receive urinary
catheters?

• Morbidity and mortality with catheterization
• Risk factors for UTI
• Is catheterization necessary?
• Is one type of catheterization better than

another?
• Intermittent vs. indwelling catheterization
• Suprapubic vs. urethral catheterization
• Intermittent vs. suprapubic catheterization
• Clean vs. sterile intermittent catheterization
• Comparison among multiple methods
2. For those who may require urinary

catheters, what practices decrease the risk of
infection?

• Antibiotic prophylaxis
• Bladder irrigation
• Antiseptic instillation in drainage bag
• Drainage systems/methods
• Metal care
• Silver-coated catheter
• Antibiotic-coated catheter
• Duration and/or frequency of catheterization
• Lubrication
• Infection control/quality improvement

programs
3. What are the best methods to manage uri-

nary catheter-associated complications?
• Preventing/reducing encrustations or blockage
• Catheter material
Using such questions as a focus point narrows

the committee’s mission and gets away from the
wide, unwieldy approaches taken in the past. “It
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makes it possible to do this in more rapid cycle,
rather than trying to address the issue of UTI pre-
vention globally and bringing in all of the data,
all of the literature and trying to sort it out,”
Brennan says. “At the end of the day, I don’t
think it’s always clear what questions you are
trying to answer. My personal view, having come
into the process late, is that is a lot of what we
struggled with at the end of the isolation guide-
line. We were trying to resolve open questions
that hadn’t been clearly defined.”

Reference

1. Saint S, Kowalski CP, Kaufman SR. Preventing hospi-
tal-acquired urinary tract infection in the United States: A
national study. Clin Infect Dis 2008; 46:243-250. ■

AHA protests fed move
to halt IC program
‘Wholly inappropriate and detrimental’

Adecision by a federal agency to halt a landmark
infection prevention effort continues to create

fallout, with the American Hospital Association
(AHA) issuing a strongly worded letter protesting
the move. 

A highly successful program to prevent
catheter-related bloodstream infections (CR-BSIs)
was recently shut down because it appeared to be
involved in human research rather than quality
improvement. The action was taken by the Office
for Human Research Protections (OHRP), a branch
of the Department of Health and Human Services
(HHS) charged with overseeing and approving
research involving human subjects. Developed at
Johns Hopkins Hospital in Baltimore and imple-
mented by 108 intensive care units in the Michigan
Keystone project, the program in question has
dramatically reduced CR-BSIs. (See Hospital
Infection Control, February 2008, p. 13.) 

Highlights from a letter from Rich Umbdenstock,
president and CEO of the AHA, to HHS Secretary
Michael Leavitt are summarized as follows:

“I am writing to ask you to immediately retract
any statements from the OHRP that imply that
quality improvement efforts should undergo
review by Institutional Review Boards (IRBs),
and that consent should be obtained from all
patients before changes could be incorporated. 

“As you know, hospitals across the nation 
are engaged in a variety of activities aimed at
redesigning health care delivery systems to
ensure that our patients get the best possible 
care we can deliver. Some of these activities are
organized by hospitals, such as the Michigan
Health & Hospital Association’s Keystone pro-
ject. Others include projects initiated by the
Institute for Healthcare Improvement, the
Quality Improvement Organizations funded by
the Centers for Medicare & Medicaid Services,
and the work of several professional societies
and organization such as the American College 
of Surgeons and the American College of
Cardiology . . . [R]esearch to determine which
drugs or procedures will benefit patients
requires appropriate oversight by an IRB and
informed consent by the patients. However,
those efforts are far different from the quality
improvement efforts exploring the use of check-
lists, computerized reminders, teamwork train-
ing, and other steps to ensure that the care we
intend to deliver is actually delivered. 

“It is worth noting that hospitals and health 
care professionals are not the only ones engaged 
in such projects. The quality transparency efforts
in which the AHA, the HHS, and several other
organization have spearheaded, the local value
exchanges your department has fostered, and the
value-based purchasing initiatives you have cham-
pioned are other examples. Yet, HHS has, quite
reasonably, sought no IRB review or informed con-
sent for these changes, because they, too, are
intended simply to improve the delivery of care. 

“As quality improvement efforts become more
standardized and rigorous, and as the data collec-
tion efforts that support this work become more
extensive, it would be right and appropriate to
contemplate how we can collaborate to ensure
that the welfare of patients remains the central
concern and that patient privacy is protected. It
also would be appropriate to consider effective
ways for hospitals and other providers to com-
municate with the public about their quality
improvement efforts. However, it would be
wholly inappropriate and detrimental to the
patients and communities we serve if the mea-
sures apparently championed by the OHRP
were to force hospitals and others to discontinue
their quality improvement efforts. On behalf of
America’s hospitals and the patients who depend
on us, I urge you to ensure that the essential qual-
ity improvement efforts under way across the
nation continue unabated.”  ■
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Inconvenient study: Hand
washing up, rates unfazed
Researcher says findings being misinterpreted

Surprising research results — which have been
widely misinterpreted as evidence that hand

hygiene has little impact on infection rates —
more likely reveal that health care infections
(HAIs) arise from complex causes and cannot be
prevented by a single intervention, the author
tells Hospital Infection Control.

“The study is something of a cautionary tale,
but it certainly shouldn’t be interpreted as hand
hygiene is not important,” says Mark Rupp, MD,
director of infection control at the University of
Nebraska Medical Center in Lincoln. “I’ve seen
some of headlines saying: ‘Study shows hand
hygiene doesn’t work.’ That’s really not what the
study says. These infections have more than one
aspect of pathogenesis. Hand hygiene [alone] will
not make low infection rates go away.”

But perception may be every bit as important 
as reality in an age when infection prevention is
increasingly the subject of consumer activism,
press coverage, and state and federal legislation.
Infection control professionals can ill afford to see
hand hygiene — the cardinal principle of HAI pre-
vention — sent out to pasture with sacred cows of
the past. “There is no doubt that you can pick up
pathogens on your hands and carry them from per-
son to person,” Rupp emphasizes. “We need to
make sure that is one way that transmission of
infections does not occur.” 

That said, hand hygiene in and of itself may
not be enough, though the conclusion compli-
cates a message ICPs and major medical groups
have been trying to convey for years. “There is
perception out there if these nurses and doctors
would just clean their hands, all of our infection
control problems would go away,” Rupp says.
“These are complex infections. I think it is a little
naive to suggest one intervention is going to
make a big difference. Hand hygiene is an impor-
tant aspect of the overall infection control pro-
gram, but it is not the end-all, be-all of infection
control.”

The key is combining a high adherence to hand
hygiene with “bundle” approaches featuring sev-
eral interventions simultaneously, including envi-
ronmental cleaning and prudent use of antibiotics.
“All of those things have to be in the mix,” he

says. Still, Rupp emphasizes that many other
infection control prevention policies were already
in place in his hospital, which had low infection
rates at baseline. “I think our low infection rates
would indicate that our practices were pretty
good,” he says. “It is important for people to
understand that you can’t take a single measure
and expect to have a huge impact on [infections.]
It is a little bit disappointing, but the study speaks
for itself.”

Crossover study in two ICUs

Rupp and colleagues found that the introduc-
tion of alcohol-based gels resulted in a significant
and sustained improvement in the rate of hand
hygiene adherence, but the overall infection rates
were unaffected. The study was conducted in two
medical/surgical ICUs for adults, each with 12
beds, from August 2001 to September 2003.1 An
alcohol-based hand gel was provided in one criti-
cal care unit and not provided in the other. After
one year, the assignment was reversed. The hand
hygiene adherence rate and the incidence of
nosocomial infection were monitored. Hand cul-
ture samples also were obtained from nurses’
hands. Of note, fingernail length greater than 2
mm, wearing rings, and lack of access to hand gel
were associated with increased microbial carriage
on the hands. During 17,994 minutes of observa-
tion, which included 3,678 opportunities for hand
hygiene, adherence rates improved dramatically
after the introduction of hand gel, increasing
from 37% to 68% in one unit and from 38% to
69% in the other unit, the authors reported.

Improvement was observed among all groups 
of health care workers, but the resonating “sound
bite” from the research finding is based on a dis-
turbing finding reported by the authors: “No sub-
stantial change in the rates of device-associated
infection, infection due to multidrug-resistant
pathogens, or infection due to Clostridium difficile
was observed.”1 Of course, it is widely known that
spore-formers like C. diff can be difficult to remove
with alcohol rubs, but that doesn’t tell the whole
story. “We looked at ventilator-associated pneumo-
nia, catheter-related bloodstream infections,
catheter-associated urinary tract infections, rates of
infection with MDROs,” Rupp says. “We saw a big
upswing in hand hygiene [compliance], but we did-
n’t see a corresponding decrease in infection rates.” 

One possible explanation is that the study was
underpowered and ultimately unable to detect
small changes in infection rates that were low at
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baseline, he notes. The researchers ran the study
out over two years in hopes of achieving statisti-
cally significant rate changes, but it was not to be.
Rupp hypothesized that he would at least find
infection rate decreases that fell short of statistical
significance. “We really just didn’t see any trends
in infection rates,” he says. “That’s disappointing
and quite frankly, somewhat surprising.”

The rate of hand hygiene compliance achieved
may not have been enough, though 70% sounds
impressive compared to the historical estimates that
only about half of health care workers disinfect
their hands prior to a typical patient encounter.
“You may have to push up hand hygiene compli-
ance above a certain threshold that we don’t know
right now,” he says. “It might have to be 90% or
closer to 100% before hand hygiene really does start
to make a big difference.” 

Moreover, many variables affect transmission
at any given care moment, including the amount
of inoculum on the worker’s hands, the virulence
of the organism, and the status of the patient’s
immune system. Environmental and process
factors such as room cleaning and removing
catheters promptly also play a role in the origin
of infections, some of which may not be pre-
ventable under in any scenario. 

“Another misnomer that people are [hearing]
is that all nosocomial infections are preventable,”
Rupp says. “I do think we can prevent a lot of
infections. We can drive these things pretty low,
but we are not going to make them all go away.” 

Reference
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cal care units. Infect Control Hosp Epidemiol 2008; 29:8-15. ■

APIC trying to leverage CMS
regs to boost ICP resources 
MRSA follow-up: Many hospitals not doing enough 

Trying to leverage federal reimbursement cuts
into support and resources for ICPs, the

Association for Professionals in Infection Control
and Epidemiology (APIC) has launched a series
of educational initiatives in an ambitious follow-
up to its ongoing efforts to eradicate methicillin-
resistant Staphylococcus aureus (MRSA). 

“We are using this as an opportunity to

provide greater awareness, to provide educa-
tional opportunities, and to position our mem-
bers as the leaders who can not only save lives
but dollars,” Kathy L. Warye, chief executive offi-
cer of APIC, tells Hospital Infection Control.

The APIC programs will provide a compre-
hensive package of education, research and guid-
ance for ICPs on infections that the Centers for
Medicare & Medicaid Services (CMS) has classi-
fied as preventable occurrences: catheter-associ-
ated urinary tract infections (UTIs), central line
catheter-associated blood stream infections, and
mediastinitis. The infections are targeted for
reduced federal reimbursement effective October
of this year. APIC had previously warned of the
“unintended consequences” of the CMS actions,
arguing that not all of the infections are pre-
ventable and the cuts could spur increased test-
ing and inappropriate treatment for hospital
patients on admission. (See HIC Oct. 2007, p.
117.) With the regulatory changes apparently
inevitable, the association is reminding adminis-
trators that their infection control departments
have never been more important. 

“We continue to align ourselves around what’s
best for patients,” Warye says. “With these CMS
regulations, we think we have an opportunity to
gain additional clinical and administrative sup-
port to reduce these infections.”

C. diff prevalence study

In addition to the CMS initiative, APIC also is
increasing educational efforts and outreach to
prevent Clostridium difficile. Efforts in this area
will include a prevalence study to gain a better
understanding of the scope of the problem. APIC
plans to develop a guide for the elimination of C.
diff, including strategies for controlling transmis-
sion; an educational Webinar series, and a confer-
ence in the fall of 2008 that features the results of
the prevalence study. A highly virulent toxigenic
strain (ribotype 027) of C. diff has emerged in
recent years in a series of hospital outbreaks with
increased mortality. There also is growing con-
cern about transmission from asymptomatic car-
riers and C. diff infections in otherwise healthy
people in the community. In that respect, C. diff is
somewhat analogous to the broadening threat of
MRSA, which was the subject of a landmark
APIC prevalence study last year.

“There wasn’t a very accurate understanding
how much MRSA existed in the community or in
health care institutions, so we undertook the
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prevalence study,” she says. “We feel that some-
thing similar for C. diff is appropriate. We are
hearing from our members that they are seeing
more of it. There is a need to understand its
prevalence and get a better understanding of dif-
ferent elimination strategies and how transmis-
sion can be prevented.”

Inaction could result in legislation

There was some backlash when the MRSA study
results were first unveiled at the APIC annual con-
ference last year, with some ICPs questioning
whether the data would set the stage for legislating
clinical practice. Several states, for example, are in
various phases of considering or implementing
laws requiring active surveillance cultures to iden-
tify MRSA patients. On the contrary, it’s not the
release of infection data, but the failure to act upon
it with preventive strategies that draws legislative
mandates, Warye emphasizes.

“In over 25 years of dealing with legislatures
my perception is that governments — whether
they are state, local, or federal — act when they
perceive that the responsible parties are not [act-
ing],” she says. 

The MRSA prevalence study has been recently
published, confirming previous reports that
MRSA was found in 46 of every 1,000 patients,
eight times higher than previous estimates.1 Those
findings were echoed by another study that came
to the compelling conclusion that MRSA now kills
more Americans annually than HIV/AIDS.2

APIC’s MRSA guidelines

APIC guidelines for the elimination of MRSA
transmission include a risk assessment to identify
high-risk areas for MRSA within the hospital; a
surveillance program to outline activities and
procedures to identify MRSA cases; adherence to
hand hygiene guidelines; use of contact precau-
tions; environmental and equipment cleaning
and decontamination (especially items that are
close to patients such as bedrails and bedside
equipment); and targeted active surveillance cul-
tures of high-risk patients. 

“This is not rocket science — this is not some-
thing that is yet to be invented,” Warye tells HIC.
“If we don’t want to see more regulation, institu-
tions need to be proactive in implementing those
strategies and providing the necessary resources.
Otherwise they will be at the mercy of laypeople
in legislatures who could increasingly dictate

health care practice.”
In that regard, a follow-up survey conducted by

APIC indicates MRSA — despite increasing atten-
tion from the press and public — is not sufficiently
on the radar screens of many hospital CEOs. An
APIC poll of ICPs found that 50% said their health
care facility is not doing as much as it could or
should to stop the transmission of MRSA. “It does-
n’t surprise me,” Warye says. “It speaks to the fact
that infection prevention and control programs are
often not adequately resourced.”

The tight purse strings are not only reflected in
typical quality measures such as ICP staffing lev-
els, but in less obvious areas such as laboratory
resources and the latest diagnostics, she adds.
While 59% of the 2,100 ICPs who responded have
adopted interventions to address MRSA, it’s clear
more needs to be done to pressure the health care
system to act. Enter CMS, talking the universal
language: money. 

“There have been a whole series of wake-up
calls for health care administrators over the last
several months: our prevalence study on MRSA,
the CDC study on MRSA, the CMS regulations.
But it is going to take everybody in the institu-
tions who has a role to play in reducing infection
risk proactively undertaking these activities,”
she says.
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Hand hygiene, dermatitis: 
nature trumps nurture
Washing more than 10 times daily ups risk 

Frequent hand washing appears to heighten the
risk for irritant contact dermatitis in health

care workers, particularly those genetically pre-
disposed to the condition, investigators report.
New research examining the risk factors for irri-
tant contact dermatitis — a common skin condi-
tion marked by scaling, redness, itching, and
burning due to a chemical substance on the skin
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— found that health care workers who washed
their hands more than 10 times per day were
more likely to develop the condition than those
who washed their hands less frequently.

The study found that certain people appear to
be genetically predisposed to skin reactions to
irritant detergents, with those who do “wet”
work in low-humidity conditions particularly
vulnerable to hand dermatitis, says Susan
Nedorost, MD, lead investigator and associate
professor of dermatology at University Hospitals
Case Medical Center in Cleveland. “The primary
objective of our study was to determine whether
certain people are more prone to irritant contact
dermatitis than others,” she tells Hospital Infection
Control. “We showed that this is the case. Workers
who had an irritant response to an experimental
patch test with low concentration detergent were
more likely than those without such a reaction to
experience hand dermatitis.”

Conducted in collaboration with the National
Institute of Occupational Safety and Health
(NIOSH), the study was recently presented by
Nedorost in San Antonio at the 66th Annual
Meeting of the American Academy of Dermatology.
The study included a total of 100 health care work-
ers who washed their hands at least eight times
daily. Study participants were asked to complete a
questionnaire to identify frequency of hand wash-
ing, use of alcohol-based cleansers, history of spe-
cific medical conditions (including asthma, eczema,
and psoriasis, among others), and family history of
dermatitis or eczema. Patch tests to determine how
easily the skin was irritated by detergents also were
conducted on the study participants. Low concen-
trations of three common detergents were patch
tested to predict which patients were at risk for
hand dermatitis. 

NIOSH studies genetic link

Data from the questionnaires and patch tests
that were analyzed from 60 subjects who com-
pleted the study to date found that 63% of partici-
pants developed hand dermatitis. Specifically,
22% of participants who washed their hands
more than 10 times per day developed hand der-
matitis compared to only 13% of those who
washed their hands fewer than 10 times daily.
The reaction to low-concentration (2.5%) sodium
lauryl sulfate (SLS) was a statistically significant
predictor of hand dermatitis, whereas other com-
mon variables such as history of childhood
eczema, glove use, and use of alcohol-based

cleansers, were not significant, she notes.
Specifically, the large percentage of participants
who reacted positively to SLS and developed
hand dermatitis far outweighed the number of
participants who did not react positively to SLS,
but subsequently developed hand dermatitis.

“This means that ‘nature’ is a more important
factor for development of hand dermatitis than
‘nurture’ — what you do with your hands,” she
says. “The result is promising as NIOSH now will
proceed with the second part of the study to look
for genetic polymorphisms that predispose to
susceptibility to irritant hand dermatitis.” 

That arm of the study will investigate the
possible associations of genetic variations with
susceptibility to hand dermatitis. For example,
genetic variants in the gene-encoding filaggrin —
a protein that binds to cells in the outermost layer
of skin — have been shown to be strong predis-
posing factors for atopic eczema. “Variations in
the filaggrin gene may cause a disturbance of the
top layer of the skin, which serves as a barrier
against environmental exposures such as fre-
quent wetting and drying of the skin,” she says.
“Once the top layer of the skin cracks due to fre-
quent wet/dry cycles, especially in conditions of
low humidity where drying occurs rapidly, it
results in inflammation. This is how irritant hand
dermatitis begins.”

In comments she emphasizes go beyond the
scope of the study, Nedorost told HIC that alcohol
rubs are likely to cause less irritation than wash-
ing with soap in low-humidity conditions (i.e.,
winter in the Midwest). “We clearly showed that
hand dermatitis was more common and more
severe in our health care workers between
November and April in this study than during
the May-October interval,” she says. “I don’t
know if alcohol-based cleansers or [soap] wash-
ing is better during the summer. Certainly, alco-
hol-based cleaners should not substitute for
washing if hands are grossly soiled. Our hospital
also prohibits their use when caring for patients
with C. difficile because alcohol may not kill the
spores.”

Still, when appropriate, alcohol-based hand
cleansers should be substituted for soap hand
washing, she recommends. In addition, a cream
or ointment-based emollient should be applied
immediately after water exposure before the skin
is completely dry. The goal is to prevent rapid
drying and cracking, so applying the emollient
after the skin is dry is not nearly as beneficial,
she says. ■

32 HOSPITAL INFECTION CONTROL® / March 2008



SARS, pandemic flu: Fear,
memory, infection control
Understanding anxiety factors may predict behavior

By Dean L. Winslow, MD, 
Chief, Division of AIDS Medicine
Santa Clara Valley (CA) Medical Center

Synopsis: Health care workers who had been
actively involved in the outbreak of severe acute
respiratory syndrome (SARS) in 2002-03 were
more “positive” in responding to an impending
avian influenza epidemic.

Sources: Tam DK, et al. Impact of SARS on
avian influenza preparedness in healthcare
workers. Infection 2007; 35:320-325; Imai T, et al.
SARS risk perceptions in health care workers,
Japan. Emerg Infect Dis 2005; 11:404-410; Koh D, 
et al. SARS: Health care work can be hazardous
to health. Occup Med (Lond) 2003; 53:241-243.

The perception of health care risks motivates
behaviors in health care workers as well as

patients. Several years after the SARS outbreak in
China and Hong Kong, Japanese industrial scien-
tists found that health care workers had a high
perception of risk for SARS manifest primarily by
a desire to avoid patients. At the same time these
workers had a low acceptance of risk and felt lit-
tle personal control. These workers’ perceptions
were not associated with poor knowledge of pre-
ventive measures. Indeed, the workers had a high
sense of fear because they felt preventive mea-
sures were not effective. When job category was
considered, nurses ranked the highest for percep-
tion of risk. With regard to gender, women had
higher indices of fear than men. Older age corre-
lated with less perception of fear.

Now, two years later comes an article from
Hong Kong, an area that was an epicenter of the
SARS epidemic. The authors did not ask ques-
tions about SARS preparedness and the fear
therein, but asked questions about a more con-
temporary perceived threat, avian influenza. The

questionnaire modified from one used previously
for SARS perceptions was administered in
Chinese to 2,929 health care workers; 999 ques-
tionnaires were available for analysis, most from
nurses (84.3%). About 30% of respondents had
experience in SARS outbreaks. What stood out in
the results was the association between the expe-
rience with SARS and the sense of needing to
remain vigilant for avian influenza. Nurses with
experience with SARS were more likely to avoid
patients suspected of having avian influenza. The
same nurses were less likely to want a change in
their job. The nurses who had frequent recall of
their SARS experience were the ones more likely
to be afraid of becoming ill with avian influenza.
A SARS recall on the part of the health care
worker did not relate to a positive acceptance of
acquiring avian influenza as part of the job;
whereas, subjects with SARS recall were slightly,
but significantly more likely (54.6% vs. 46.8%) 
to believe there would be an avian influenza out-
break in Hong Kong.

Commentary
Most of the data from this survey support the

idea that SARS in Hong Kong better prepared the
health care society to approach a hypothetical
influenza pandemic. While there may have been
sampling errors, as the authors caution, this set-
ting was a unique attempt to sample the sense of
risk when no standardized instrument exists “to
measure attitude and risk perception of health
care workers towards an impending avian
influenza outbreak.”

With this study we move into rarefied level of
inquiry: how does memory affect our willingness
to provide health care? It is known that traumatic
memories can affect our behavior, but there is lit-
tle study of such memories on health care deliv-
ery. Thus, we have a paradox between the
Japanese observation of anxiety about SARS
among health care workers who had no actual
exposure to SARS and the greater acceptance of
risk with regard to an acute respiratory pathogen
by Hong Kong workers who actually had expo-
sure to SARS.

An American explanation to this paradox may
be, well, if you escaped once you have a good
chance of escaping again. Still, the real reasons
may have deeper cultural roots. Studies such as
the one by Tam, et al. need to be repeated in vari-
ous countries, perhaps with contrasting experi-
ences to other pathogens. For example, are nurses
with experience with HIV patients more likely to
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have less anxiety caring for patients with hepati-
tis C? Are physicians who worked in leper
colonies more likely to risk their lives in subse-
quent exposures to potentially fatal infections?
Perhaps the experience with Ebola in Uganda
would be another area of study.

Those current investigations were not easy to
perform and recruitment of subjects can be diffi-
cult. In Tam’s study, only about a fourth of ques-
tionnaires were ultimately returned, most of
these being from nurses. New studies need pur-
sue a higher enrollment of more physicians, phar-
macists and allied health care workers so that 
we can understand the psychological dynamics
among those groups and develop strategies
based on the group’s response to both perceived
and real past exposures. Physicians, infectious
diseases specialists, and infection control profes-
sionals need to understand those evolving
dynamics of anxiety in health care workers.
Understanding their fear can help us better
address the basic infection control issues of isola-
tion, hand washing, and other protective mea-
sures during epidemics and pandemics.  ■

FDA approves rapid tests
for MRSA, influenza
Infection detection in real time

In what could be a boon for infection surveil-
lance and treatment programs, the Food and

Drug Administration has approved a new rapid
test for methicillin-resistant Staphylococcus aureus
(MRSA) that can identify the bug in two hours. In

a separate ruling, the FDA gave the green light to
a new rapid test that detects influenza and sev-
eral other respiratory viruses. 

The FDA has cleared for marketing the first
rapid blood test for MRSA, the BD GeneOhm
StaphSR Assay (Becton Dickinson Inc.; Franklin
Lakes, NJ). The test uses molecular methods to
identify whether a blood sample contains genetic
material from the MRSA bacterium or from the
drug-susceptible staph. “The BD GeneOhm test 
is good news for the public health community.
Rather than waiting more than two days for test
results, health care personnel will be able to iden-
tify the source of a staph infection in only two
hours, allowing for more effective diagnosis and
treatment,” Daniel G. Schultz, MD, director of
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CNE/CME questions

9. Emerging themes in guidelines under develop-
ment to prevent urinary tract infections include:

A. catheter placement and removal.
B. antibiotic prophylaxis.
C. use of silver- and drug-coated devices.
D. All of the above

10. A study that has been widely interpreted as
evidence that hand hygiene has little impact on
infection rates more likely reveals that infec-
tions arise from complex causes and can not
be prevented by a single intervention.

A. True
B. False 

11. A survey of infection control professionals
found what percentage reporting that their
health care facility is not doing as much as it
could or should to stop the transmission of
MRSA?

A. 17%
B. 29%
C. 50%
D. 91% 

12. A study found that certain people appear to be
genetically predisposed to skin reactions to irri-
tant detergents, with those who do “wet” work
in low-humidity conditions particularly vulnera-
ble to:

A. contact dermatitis.
B. persistent hand contamination.
C. psoriasis.
D. All of the above

CNE/CME instructions

Physicians and nurses participate in this CE/CME
program by reading the issue, using the provided

references for further research, and studying the
questions. Participants should select what they
believe to be the correct answers, then refer to
answer key to test their knowledge. To clarify confu-
sion surrounding any questions answered incorrectly,
please consult the source material. After completing
the semester’s activity, you must complete the evalu-
ation form that will be provided and return it in the
reply envelope to receive a credit letter.  ■



the FDA Center for Devices and Radiological
Health, said in a statement. FDA cleared the BD
GeneOhm StaphSR assay based on the results of
a clinical trial at five locations. The new assay
identified 100% of the MRSA-positive specimens
and more than 98% of the more common, less
dangerous staph specimens.

In order to preserve the integrity of positive
test results, the test should be used only in
patients suspected of a staph infection, the FDA
stated. The test should not be used to monitor
treatment for staph infections because it cannot
quantify a patient’s response to treatment. Test
results should not be used as the sole basis for
diagnosis as they may reflect the bacteria’s pres-
ence in patients who have been successfully
treated for staph infections. Also, the test will not
rule out other complicating conditions or infec-
tions, the FDA noted. 

The other recently approved rapid test is the
ProFlu+ test (Prodesse Inc., Milwaukee), which
can provide results in as few as three hours. 
The real-time test employs a multiplex platform
that allows several tests to be processed using 
the same sample to detect influenza A virus,
influenza B virus, and respiratory syncytial virus
A and B (RSV). “Antiviral drugs are most effec-
tive when initiated within the first two days of
symptoms,” Schultz said. “This new test, which
is part of the new era of molecular medicine, can
help the medical community quickly determine
whether a respiratory illness is caused by one of
these four viruses and initiate the appropriate
treatment.” 

ProFlu+ uses a molecular biology process to iso-
late and amplify viral genetic material present in
secretions taken from the back of the throat in
patients. While ProFlu+ is faster than conventional
tests, it is specific to the four viruses, and is more
accurate when used with other diagnostics, such
as patient data, bacterial, or viral cultures, and X-
rays, in diagnosing a patient. Positive results do
not rule out other infection or coinfection and the
virus detected may not be the specific cause of the
disease or patient symptoms, the FDA added.  ■

Stop CR-BSIs 
at your facility 

Sign up now for AHC Media’s upcoming audio
conference, The Buck Stops Soon: Prevent CR-

BSIs or Pay Up on Thursday, March 26, 2008, from
1 p.m-2:30 p.m. ET. The 90-minute interactive audio
conference will include 1.5 nursing contact hours
and 1.5 AMA PRA Category 1 Credits™ for your
entire staff. Presented by William Jarvis, MD, one
of the world’s leading experts on health care epi-
demiology, the audio conference will explain how
to prevent catheter-related bloodstream infections
(CR-BSIs), already one of the most expensive and
deadly health care-associated infections. However,
they are about to get a lot more costly for hospitals
and other medical settings. 

Catheter-related vascular infection is one 
of three “preventable conditions” targeted for
payment cutbacks by the Centers for Medicare &
Medicaid Services. Effective October 2008, the costs
for many CR-BSIs will be kicked back to hospitals.
With private insurers expected to follow the CMS
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■ Special report:
Emerging infectious
diseases

■ News you can use
from SHEA conference 

■ New surveillance
definitions for home
care

■ SHEA/IDSA issuing
six infection prevention
guidelines

■ Full coverage 
of APIC in Denver 

COMING IN FUTURE MONTHS

CNE/CME objectives

After reading each issue of Hospital Infection
Control, the infection control professional will

be able to do the following:
• identify the particular clinical, legal, or educa-

tional issue related to epidemiology;
• describe how the issue affects nurses, hospitals,

or the health care industry in general;
• cite solutions to the problems associated with

those issues, based on guidelines from the federal
Centers for Disease Control and Prevention or other
authorities, and/or based on independent recommen-
dations from clinicians at individual institutions. ■

CNE/CME answers
9. D; 10. A; 11. C; 12. A.



action, hospitals and health care systems have
never had a greater incentive to prevent CR-BSIs.

But CR-BSIs don’t just affect the bottom-line,
they cause the flat line. Some 28,000 patients die
annually of these infections, which emerging
research and cutting-edge practice suggest are
largely preventable. We’re not talking about a
rare event. The Centers for Disease Control and
Prevention estimates that a quarter of a million
patients annually acquire a blood stream infec-
tion related to a central venous catheter. Roughly
a third of those are already in serious condition in
an intensive care unit. The time has come; the
buck is stopping. For proven strategies to save
money and lives by preventing these infections,
join us for a timely audio conference.

For more information and to take advantage of
our early-bird special price of $249, call Customer
Service at (800) 688-2421.  ■
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Join our free weekly 
e-mail alert today

Subscribers of Hospital Infection Control can join
our HIC Weekly Alert e-mail list now. This new

alert is designed to update you weekly on current
infection control issues that you deal with on a daily
basis. Many of the articles in this alert will be fol-
lowed up in detail in upcoming issues of HIC.

To sign up for the free weekly infection control
update, go to www.ahcmedia.com and click on
“Free Newsletters” for information and a sample.
Then click on “Join,” send the e-mail that appears,
and your e-mail address will be added to the list. If
you have any questions, please contact our cus-
tomer service department at (800) 688-2421.  ■
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The Joint Commission has broadly expanded
its emphasis on infection prevention in pro-

posed 2009 patient safety goals that recommend
specific strategies to fight a veritable “murderers’
row” of health care-associated infections (HAIs).
(See goals, p. 3.) Moving boldly beyond a com-
paratively general emphasis on hand hygiene
and sentinel event reporting in longstanding
patient safety goals, The Joint Commission is
establishing what are essentially “best practices”
to prevent the following infections:

• multiple drug-resistant organisms infections
in acute care hospitals, focusing on methicillin-
resistant Staphylococcus aureus (MRSA);

• Clostridium difficile-associated disease
(CDAD);

• catheter-associated bloodstream infections
(CA-BSIs);

• surgical-site infections (SSIs).

Goals could affect surveys 

Though The Joint Commission will consider all
comments compiled in a field review that ran
through the end of February, the final goals will
be enforceable in 2009 accreditation surveys.

“Health care organizations will need to
demonstrate their attempts at complying with
these goals,” says Peter B. Angood, MD, vice
president and chief patient safety officer for joint
commission. “The goals are surveyed and scored
in similar fashion to all of the standards. It does
affect the overall scoring as part of the accredita-
tion review process.”

The move comes as HAIs gain increasing noto-
riety among the public, consumer groups, and
state and federal lawmakers. Though this recent

attention is driving the new patient safety goals, it
follows a growing emphasis on infection preven-
tion within The Joint Commission. In a continuing
effort to bring patients into the safety loop, the
goals call for organizations to provide patients
with information regarding infection control mea-
sures for hand hygiene practices, respiratory
hygiene practices and contact precautions as
appropriate to the patient’s condition. The infor-
mation is to be discussed with the patient and
family members on the day the patient enters the
organization. (The information may be written or
recorded.)

“Health care-associated infections have really
become very topical in the last three to five
years,” Angood says. “There have been national
as well as international efforts to standardize the
approaches in managing HAIs. We felt that it
would be important to focus on this issue
through the national patient safety goals.”

Indeed, The Joint Commission goals could gen-
erate additional resources for infection control
programs as administrators realize accreditation
hangs in the balance. That said, there are always
concerns that such a comprehensive list of infec-
tion prevention activities could result in the
proverbial unfunded mandate for ICPs. “We rec-
ognize that in order to comply with many of
these patient safety goals it does require institu-
tions to sometimes add resources,” Angood tells
The Joint Commission Update for Infection Control.
“But these are important [infections] and they
need to be addressed.”

However, the specificity of the goals could box
in ICPs who prefer to style their programs to
their institutional needs and problems. “They’re
very specific and there doesn’t seem to be a lot of
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leeway for ICPs to do their internal assessments
and determine the path that’s correct for their
organization,” says Susan Kraska, RN, CIC, an
ICP at Memorial Hospital of South Bend, IN. 

The Joint Commission should provide more
“punch” for infection control resources while
leaving ICPs the flexibility to target their pro-
grams, she says. “Prevention strategies should be
focused on all aspects,” she adds. “Keying in on
one or two organisms is micromanaging infection
prevention and control programs. I hope the Joint
Commission will ask [hospitals] to support
national patient safety goals, but be less specific.”

Asked whether the goals were prescriptive to a
fault, Angood says a balancing act is always part
of the process. “If we are too general, then we have
noted over time that the variety of approaches are
way too diffuse and we wind up not creating a
positive impact,” he says. “If we get too prescrip-
tive then we end up having to manage all the con-
cerns that individual organizations have — we
have to address their own particular nuances. We
are always trying to hit a balance.”

Feedback from the field could influence the
process, he adds. “It gives us an opportunity to
revise and edit the goals and better hit the bal-
ance prior to their formal release,” he says.

Active surveillance for MRSA

Though some ICPs have raised concerns about
the cost-effectiveness and the potential unin-
tended consequences of active surveillance cul-
tures (ASC) for MRSA, The Joint Commission
calls for hospitals to adopt the practice in the
proposed 2009 patient safety goals. The specific
goal calls for “clinical or active surveillance cul-
ture/testing” as part of MRSA surveillance
programs.

“We are putting it on the table,” Angood says.
“We had a lot of deliberation on this particular
issue of surveillance and we [decided] to get
some feedback from our field review and make 
a final decision.  Depending how the feedback
comes back in the field review, we will make a
final choice on whether it is going to be a goal or
whether it is perceived as way too onerous.”

ASC has been successfully used in some insti-
tutions to detect the reservoir of MRSA, place
colonized patients in contact isolation, and ulti-
mately lower infection rates. However, there is
considerable controversy about the practice
within the infection control community. Some
ICPs see ASC as an essential prevention measure,

while others argue that it is expensive and unnec-
essary if other infection prevention measures,
such as standard precautions, are practiced with
high compliance by health care workers. Critics
of the practice cite unintended consequences such
as a rise in other pathogens and ambulance diver-
sions as demand for isolation rooms exceeds 
bed capacity.1,2 Many favor the approach recom-
mended by the Centers for Disease Control and
Prevention, which calls for active surveillance
cultures only if rates continue to go up after all
basic measures have been implemented.3

“I continue to be convinced that is the best
approach for the most hospitals, says William
Scheckler, MD, who has previously served on
advisory boards for both the CDC and The Joint
Commission. “The concern I have [about the
patient safety goals] is that they focus a bit much
on MRSA and C. diff. That’s not in and of itself a
bad thing, but those are not the only organisms of
interest.”

That said, The Joint Commission’s increasing
interest in infection prevention is good news, he
emphasizes. “The increased emphasis and inter-
est in infection control is very welcome for us that
have dedicated a good share of our professional
lives to preventing these infections,” says
Scheckler, a health care epidemiologist at St.
Mary’s Hospital in Madison, WI. 

The Joint Commission goals also include estab-
lishing surveillance systems for Clostridium diffi-
cile-associated disease (CDAD). As an epidemic
strain of C. diff continues to emerge in many U.S.
hospitals, a Centers for Disease Control and
Prevention working group has issued clinical def-
initions and is urging ICPs to increase surveil-
lance for the pathogen.4 However, the general
consensus is that formal C. diff surveillance sys-
tems are more the exception than the rule, in part
because the pathogen was so named because it is
‘difficult’ to grow out in lab cultures. “We recog-
nize that surveillance will be a stretch for many
organizations, but if we don’t prompt them to
pay attention to it then the problem is going to
continue to evolve and potentially get worse,”
Angood says. 

Research or quality improvement?

In another interesting aspect of The Joint
Commission goals, the practices outlined to
prevent CA-BSIs are almost identical to the pro-
gram developed at Johns Hopkins Hospital in
Baltimore and implemented by 108 intensive
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care units in the Michigan Keystone project. One
problem: That highly successful program was
recently shut down by the federal Office for
Human Research Protections because it appeared
to be involved in human research rather than
quality improvement. 

“It is very similar,” Angood concedes. “But this
is oriented toward improving the quality and
safety of health care. Some of the topics we wind
up addressing are important for improving qual-
ity and safety, but we recognize occasionally
there [are research questions raised].”

In addition, CA-BSIs are one of the infections
targeted for reduced reimbursement by the
Centers for Medicare & Medicaid Services
(CMS). Effective this October, the new CMS
rules cut payments for the additional costs of
CA-BSIs and other “preventable conditions,”
including infectious complications of medias-
tinitis and catheter-related urinary tract infec-
tions. The latter two were not included in The
Joint Commission’s proposed patient safety
goals. “We chose not to specifically mirror those
efforts by CMS,” Angood says. “This is indepen-
dent and specifically focused on trying to
improve the management of HAIs overall. “

SSIs after discharge

One of the HAIs The Joint Commission is trying
to manage are SSIs, but the proposed goals do not
address the troublesome issue of post-discharge
surveillance. “We certainly discussed it and chose
not to keep it in there at this stage,” he says. “If the
feedback comes in that’s an obvious gap then we
will make efforts to put it into place.” According 
to the CDC, between 12% and 84% of SSIs are
detected after patients are discharged from the hos-
pital.5 However, many hospitals do not do suffi-
cient post-discharge follow-up on patients to
record subsequent infections. Such programs can
be labor-intensive to say the least, so some epi-
demiologists and surgeons have suggested target-
ing SSIs that require additional hospitalization or
antibiotic prescriptions. The Joint Commission SSI
goal calls for rate compilation and reporting, but
does not specify feedback of surgeon-specific rates.
“The intent is that reporting [occurs], and all levels
of the organization that need to know the results
are informed so, if needed, there can be further
quality initiatives,” he says. 

The 2009 proposed patient safety goals were
created as a part of a multiorganization collabora-
tion that included The Joint Commission, the

Centers for Disease Control and Prevention, the
Society for Healthcare Epidemiology of America
and the Association for Professionals in Infection
Control and Epidemiology. Guidelines to assist 
in adopting the goals are expected to be issued
soon. 
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Proposed safety goals call
for specific practices 

The Joint Commission’s proposed 2009 National
Patient Safety Goals include the following new

emphasis on infection prevention: 
• Requirement 7C: Implement best practices

to facilitate the prevention of multiple drug
resistant organisms (MDRO) infections in acute
care hospitals, focusing on methicillin-resistant
Staphylococcus aureus (MRSA) and Clostridium dif-
ficile-associated disease (CDAD).

1. Educate health care workers about MDRO
and the necessity for prevention.

2. Measure MRSA and CDAD infection rates,
monitor compliance with best practices, and eval-
uate the effectiveness of prevention efforts.

3. Provide MRSA and CDAD infection rate
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data and prevention outcome measures to key
stakeholders including senior hospital leader-
ship, physicians, nursing staff, and other
clinicians.

4. Educate patients and their families about
MRSA and CDAD prevention.

5. Conduct a risk assessment for MRSA inci-
dence, prevalence, acquisition, and transmission.

6. Implement hand hygiene practices.
7. Use contact precautions for patients with

MRSA to reduce patient-to patient spread of
infection. 

8. Effectively clean and disinfect patient care
equipment and the patient care environment
based on standards identified by the organization. 

9. Implement a MRSA surveillance program to
identify and track patients with clinical or active
surveillance culture/testing specimen positive
results for MRSA.

10. Implement a laboratory-based alert system
that identifies new patients with MRSA.

11. Implement an alert system that identifies
readmitted or transferred MRSA-positive patients.

• CDAD
12. Conduct a risk assessment for CDAD inci-

dence, prevalence, acquisition, and transmission.
13. Implement hand hygiene practices.
14. Use contact precautions for patients with

CDAD to reduce patient-to patient spread of
infection. 

15. Effectively clean and disinfect patient care
equipment and the patient care environment. 

16. Implement a CDAD surveillance program.

• Requirement 7D: Implement best practices
for prevention of catheter-associated blood-
stream infections (CABSI). 

1. Educate health care workers about CABSI
and the necessity for prevention.

2. Measure CABSI rates, monitor compliance
with best practices, and evaluate the effectiveness
of prevention efforts.

3. Provide CABSI rate data and prevention out-
come measures to key stakeholders including
senior leadership licensed independent practi-
tioners, nursing staff, and other clinicians.

4. Educate patients and their families about
CABSI prevention.

• Before insertion
5. Reinforce the education of health care per-

sonnel about CABSI prevention and the care of
central venous lines.

At insertion
6. Use a catheter checklist and a standardized

protocol for central venous catheter insertion.
7. Perform hand hygiene prior to catheter

insertion or manipulation. 
8. Avoid using the femoral vein, if possible, for

central venous access in adult patients.
9. Use a standardized supply cart or kit that is

all inclusive for the insertion of central lines.
10. Use a standardized protocol for maximum

sterile barrier precautions during central venous
catheter insertion.

11. Use a chlorhexidine-based antiseptic for skin
preparation in patients older than 2 months of age.

• After insertion
12. Use a standardized protocol to disinfect

catheter hubs and injection ports before accessing
the ports.

13. Evaluate all central lines daily and remove
nonessential catheters.

• Requirement 7E: Implement best practices
for prevention of surgical site infections (SSI).

1. Educate health care workers about SSI and
the necessity for prevention. 

2. Measure SSI rates, monitor compliance with
best practices, and evaluate the effectiveness of
prevention efforts.

3. Provide SSI rate data and prevention out-
come measures to key stakeholders including
senior leadership, licensed independent practi-
tioners, nursing staff, and other clinicians.

4. Implement policies and practices aimed at
reducing the risk of SSI that meet regulatory and
accreditation requirements and are aligned with
evidence-based standards. 

5. Educate patients and their families about SSI
prevention.

6. Administer antimicrobial agents for prophy-
laxis with a particular procedure or disease
according to standards and guidelines for best
practices:

a. Deliver intravenous antimicrobial prophy-
laxis within one hour before incision [two hours
are allowed for the administration of vancomycin
and fluoroquinolones].

b. Discontinue the prophylactic antimicrobial
agent within 24 hours after surgery [within 48
hours is allowable for cardiothoracic procedures]. 

7. Shaving is an inappropriate hair removal
method. When hair removal is necessary, use
clippers or depilatories.

8. Maintain optimal control of blood glucose
levels (as defined by the organization) with stan-
dardized protocols during the perioperative
period for surgical procedures. ■
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