THE WRAMC INFECTION CONTROL PROGRAM

OVERVIEW OF THE INFECTION CONTROL PROGRAM

1.
GENERAL.  Approximately five to ten percent of hospitalized patients acquire an infection after admission, that is, one that is not present or incubating at the time of admission.  Such healthcare-associated infections may significantly increase the duration of hospitalization costs and may result in permanent disability or death.  The Centers for Disease Control and Prevention estimates that up to ten billion dollars in additional hospital costs are incurred annually as a direct result of healthcare-associated infections.  Other infections or communicable diseases may be brought into the hospital by patients, personnel, or visitors.

2.
SPECIFIC

a.
Infection control is the responsibility of all hospital personnel.  The goal of the infection control program is to identify and reduce risks of acquiring and transmitting infections among patients, staff, students, volunteers, contract service workers, and visitors.

b.
Many conditions compromise a patient's ability to fight infection.  These include pre-existing underlying diseases, immunosuppressive drugs, antibiotic therapy, treatments that provide a portal of entry for microorganisms- (e.g., surgery, IV therapy, urinary catheters, and invasive diagnostic procedures), the hospital's microbial population, and reusable equipment.  The infection control program strives to reduce the impact of these factors through various interventions, such as using aseptic techniques, appropriate environmental sanitation, the appropriate use of antibiotics, universal use of Standard Precautions and the isolation of patients with certain infectious diseases.  These interventions and others can be found in the Infection Control User Manual.  The program monitors healthcare-associated infections in patients and personnel, reports infections to public health agencies (via Preventive Medicine Service), implements current standards, guidelines, applicable local, state and federal regulations, and accrediting agency standards; participates in performance improvement processes; and investigates outbreaks.  All of these activities contribute to achieving the program goal of reducing infection risk.

c.
HAND HYGIENE is the single most effective measure for prevention of infection.  Thorough hand hygiene with soap and running water or an alcohol hand hygiene product must be accomplished before and after each patient contact, before handling equipment that will be used for patient care, after contact with contaminated equipment, and after contact with the environment.

d.
The Infection Control Program includes the health and protection of hospital personnel.  The Occupational Health Clinic and Infection Control Service work together to evaluate risk and plan interventions to reduce risk of infection transmission and improve worker safety.  The physical examination and screening programs provided by Preventive Medicine Service and Occupational Health Section are a means of protection for patients and staff.  These programs require full participation of personnel and attention to compliance with hospital policies.

e.
The multidisciplinary hospital Infection Control Committee has the responsibility for directing and monitoring the hospital infection control program.  The Chairman, Infection Control Committee and the Chief, Infection Control Service share responsibility for management of the program.  Infection Control Service staff members are available for consultation and assistance with infection control issues.  The office is open during normal duty hours Monday through Friday.  Pager numbers are available through the paging operator.  Infection Control personnel can be reached during evenings, nights, and weekends at the after-hours phone number available on the on-call roster or from the paging operator.

Activities of the Infection Control Program

1.
GENERAL

a.
RESPONSIBILITY.  The Infection Control Committee has the responsibility for directing and monitoring the overall infection control program at WRAMC.  Infection Control Committee membership and responsibilities are described in WRAMC Reg 40-92.  The Chairman, Infection Control Committee and the Chief, Infection Control Service have responsibility for the day-to-day management of the program.  Department, directorate, and service chiefs have responsibility to insure compliance with the infection control policies and procedures for all WRAMC personnel.

b.
SCOPE OF THE PROGRAM.  The major goal of the practice of infection control is to minimize the morbidity, mortality, and the economic burdens associated with healthcare-associated infections.   Using epidemiologic principles, the Infection Control Service collects and analyzes pertinent data in order to determine risk factors associated with endemic and epidemic infections and to define mechanisms of transmission.  The Infection Control Service uses epidemiologic data to plan, implement and evaluate infection control strategies in order to minimize risk of infection in patients (inpatients and outpatients), personnel, students, visitors, volunteers, and contractor personnel.

c.
IMPORTANT ASPECTS OF THE PROGRAM

(1)
Surveillance for infections in patients and personnel

(2)
Education for infection prevention

(3)
Consultation in infection prevention

d.
The program encompasses both patient care and occupational health.  The specific program activities may vary from year to year as they are based on at least an annual analysis of the organization's demographics; an annual program review including findings from surveillance activities; and continuous monitoring of the scientific literature, practice guidelines, accrediting agency standards; and applicable local, state, and federal regulations.  The Infection Control Service identifies epidemiologically important issues, develops objectives and an infection control plan.  This will be documented in the Infection Control Committee minutes.  The hospital Infection Control Committee reviews the objectives and plan and approves or recommends changes.  The Infection Control Service is responsible for implementing the plan with oversight, input, and assistance from the Infection Control Committee as needed. Other WRAMC services may contact the Infection Control service and request assistance if their local monitoring identifies possible issues related to their particular procedures and practices.  
2.
SPECIFIC

a.
Surveillance

(1)
The types of surveillance for infections in patients and personnel carried out by the Infection Control Service are defined each year in the Infection Control Annual plan that is approved by the Infection Control Committee.  Policies for surveillance activities are included in this document under heading DEFINITIONS AND CLASSIFICATION OF HEALTHCARE-ASSOCIATED INFECTIONS.  Case definitions, epidemiologic procedures, and methods of documentation and reporting are included in the annual plan OR in the Infection Control Committee minutes if additional areas are included between annual reports.  
(2)
Goals are to identify opportunities to reduce risk, establish baseline infection rates for specified infections, provide a mechanism to detect increased incidence of infection, to measure effectiveness of control measures, and to identify infections and communicable diseases with high potential for transmission early and take appropriate action.

(3)
Criteria used to identify hospital-associated infections in patients are those established by the Centers for Disease Control and Prevention and can be found on the internet at www.cdc.gov/ncidod/hip/SURVEILL/NNIS.HTM.

(4)
A daily review of all positive microbiology cultures from inpatients and outpatients is conducted by Infection Control Service to identify clusters or outbreaks of infection, the presence of antibiotic resistant organisms, and pathogens that are communicable among hospital patients and personnel and which require isolation precautions to prevent transmission. 
(5)
Special studies are done at the direction of the Infection Control Committee or the Chairman, Infection Control Committee or other Infectious Disease staff as necessary.
(6)
Preventive Medicine is responsible for reporting required diseases to public health agencies.  A monthly report is provided to the Infection Control Committee.

b.
Education

(1)
The Infection Control Service presents classes during a variety of hospital orientation programs.

(2)
Annual in-service classes are presented during Annual Review Training (ART).  All programs include training on blood borne pathogens, tuberculosis, and regulated medical waste (RMW) management.  Department, directorate, and separate service chiefs are responsible for ensuring all personnel receive annual training.  Documentation of orientation and ART is maintained through the Training Database.

(3)
In-services on Infection Control topics specific to an area can be scheduled by contacting the Infection Control Service.

(4)
Informal education takes place as Infection Control practitioners make rounds or consult on a specific patient or practice issue.

        (5)  Patient and family education is a shared responsibility with ward staff and includes explanation of isolation procedures and disease transmission when a patient is placed on isolation precautions.  Patient Education materials are available for distribution to patients and family.
     (6)  Infection Control Service has identified specific “Point of Contact personnel” who have been trained as subject matter experts and will act as the liaison with Infection Control Service on each ward and clinic.
c.
Consultation

(1)
The Infection Control Service consults on all aspects of infection control to all departments, services, and activities within WRAMC.  The Service also provides infection control expertise and guidance to the Infection Control practitioners in medical facilities in the North Atlantic Regional Medical Command.

(2)
The consultative activities include assisting in the development or review of infection control policies & procedures for all areas of WRAMC; monitoring procedures, practices, and equipment which may be associated with the occurrence of healthcare-associated infections and recommending changes if necessary; providing direction for inpatients placed on isolation precautions, assisting the staff in implementing appropriate isolation precautions; providing direction on precautions during construction; and assisting with product evaluation of items that have infection control implications.

d. Communication  
(1) Minutes of the Infection Control Committee are distributed to all Department Performance Improvement Coordinators who are responsible for dissemination of information throughout their department.  
(2) All staff members are responsible for reporting issues to their respective service chiefs and department chiefs.  Upon review, these areas can request assistance with possible problems related to healthcare-associated infections. 
(3) Infection data are identified and confirmed by direct communication with staff and patient observation.

DEFINITIONS AND CLASSIFICATION OF HEALTHCARE-ASSOCIATED INFECTIONS

1.  General  The criteria used to identify healthcare-associated infections are reviewed and approved by the hospital Infection Control Committee.  Criteria approved for use at WRAMC are those established by the Centers for Disease Control and Prevention and can be found on the internet at www.cdc.gov/ncidod/hip.SURVEILL/NNIS.HTM.

2.  Specific
a. The NNIS system defines a healthcare-associated infection as a localized or systemic condition 1) that results from adverse reaction to the presence of an infectious agent(s) or its toxin(s) and 2) that was not present or incubating at the time of admission to the hospital (NNIS Manual Section XIII, May 1999, unpublished).  For most bacterial healthcare-associated infections, this means that the infection usually becomes evident 48-72 hours (i.e., the typical incubation period) or more after admission.  However, because the incubation period varies with the type of pathogen and to some extent with the patient's underlying condition, each infection must be assessed individually for evidence that links it to the hospitalization.

b. The information used to determine the presence and classification of an infection should be a combination of clinical findings and results of laboratory and other tests.  

1) Clinical evidence is derived from direct observation of the infection site or review of other pertinent sources of data, such as the patient’s chart (detailed in a later section of this chapter).  

2) Laboratory evidence includes results of cultures, antigen or antibody detection tests, or microscopic visualization.  

3) Supportive data are derived from other diagnostic studies, such as x-ray, ultrasound, computed tomography (CT) scan, magnetic resonance imaging (MRI), radio-label scan, endoscopic procedure, biopsy, or needle aspiration.  

4) For infections whose clinical manifestations in neonates and infants are different from those in older persons, specific criteria apply.

5) A physician's or surgeon's diagnosis of infection derived from direct observation during a surgical operation, endoscopic examination, or other diagnostic studies or from clinical judgment is an acceptable criterion for an infection, unless there is compelling evidence to the contrary (e.g., information written in the wrong patient's record, presumptive diagnosis that was not substantiated by subsequent studies).  For certain sites of infection, however, a physician's clinical diagnosis in the absence of supportive data must be accompanied by initiation of appropriate antimicrobial therapy to satisfy the criterion.

    c. There are two special situations in which an infection is considered healthcare- associated: 
1) Infection that is acquired in the hospital but does not become evident until after hospital discharge 

2) Infection in a neonate that results from passage through the birth canal

   d. There are two special situations in which an infection is not considered healthcare-associated: 

1) Infection that is associated with a complication or extension of infection already present on admission, unless a change in pathogen or symptoms strongly suggests the acquisition of a new infection

2) An infection in an infant that is known or proved to have been acquired transplacentally (e.g., toxoplasmosis, rubella, cytomegalovirus, or syphilis) and becomes evident at or before 48 hours after birth.

   e. There are two conditions that are not infections: 

1) Colonization, which is the presence of microorganisms (on skin, mucous membranes, in open wounds, or in excretions or secretions) that are not causing adverse clinical signs or symptoms

2) Inflammation, which is a condition that results from tissue response to injury or stimulation by noninfectious agents, such as chemicals.

f. The preventability or inevitability of an infection is not a consideration when determining whether it is healthcare-associated.   

g. Surveillance definitions are not intended to define clinical disease for the purpose of making therapeutic decisions. Some true infections will, therefore, be missed while other conditions may erroneously be counted as infections.
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DISEASE REPORTING AND CONTROL

Reporting of infectious diseases to public health agency is accomplished by the Preventive Medicine Service in accordance with WRAMC Reg 40-100.

PREVENTION OF HEALTHCARE-ASSOCIATED INFECTION DURING CONSTRUCTION/RENOVATION
1. General   A proactive approach using risk assessment with risk criteria to identify hazards that could potentially compromise patient care is used to reduce the risk of healthcare-associated infection during hospital demolition, renovation or construction projects.

2. Specific

a. The overall responsibility for controlling and preventing the spread of disease rests with all people involved in project development and execution.  

b. An Infection Control Practitioner will serve as the point of contact to each relevant project to ensure that Infection Control procedures are incorporated in design planning and construction phases, and will work with project managers at each stage of execution.

c. Risk assessment will include but not be limited to:

i. Need for patient placement or relocation.

ii. Type and placement of barriers to protect susceptible patients from airborne contaminants such as Aspergillus 

iii. Ventilation and air handling needs in sensitive areas such as surgical services, airborne isolation precautions rooms, laboratories, and other special areas (with input from Industrial Hygiene)
iv. Patient protection from demolition, vibration, ventilation, water management following planned or unplanned power outages, movement of debris, traffic flow, cleanup.
d. The Risk Assessment will consider the CDC Guidelines for Environmental Infection Control in Healthcare Facilities which suggests four major considerations:
i. The design and function of the new area

ii. The risk of airborne disease transmission

iii. Prevention measures to contain dust and moisture

iv. The impact of adjacent construction

e. An Infection Control Risk Assessment (ICRA) will be completed for each project using the guidelines specified in the Infection Control Matrix.

i. The ICRA will be kept in the appropriate FMB project file.

ii. A copy of the ICRA will also be kept on file in Infection Control Service office.

INFECTION CONTROL MATRIX
Precautions for Construction, Renovation and Work Orders

Step 1: Using the following table, identify the construction project activity type.

A. Type A: Inspections and non-invasive activities. Includes, but is not limited to, removal of ceiling tiles for visual inspection limited to 1 tile per 50 square feet, painting (but not sanding) wall covering, electrical trim work, minor plumbing, and activities which do not generate dust or require cutting of walls or access to ceilings other than for visual inspection.

B. Type B: Small scale, short duration activities that create minimal dust. Includes, but is not limited to, installation of telephone and computer cabling, access to chase spaces, removal of tile or vinyl floor coverings, minor ductwork or electrical work above ceilings, new wall construction, cutting of walls or ceiling where dust migration can be controlled.

C. Type C: Any 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, sanding of wall for painting or wall covering, removal of carpeting, ceiling tiles and casework, major cabling activities, and any activity which cannot be completed within a single work shift.

D. Type D: Major demolition and construction projects. Includes, but is not limited to, activities which require consecutive work shifts, require heavy demolition or removal of a complete ceiling system, and new construction. 

Step 2:  Using the following table, identify the Patient Risk Groups that will be affected.  If more than one risk group will be affected, select the higher risk group.
	GROUP 1

Low
	GROUP 2

MEDIUM 
	GROUP 3

HIGH

	1.) Areas adjacent to patient care areas.
	1) All Patient Care Areas including Hospital through 7th floor, and corridors, Outpatient Care Centers (including the Pentagon, Ft. McNair, and Arlington Annex), other clinic/treatment areas. 

2) All Laboratories
	1) 4th floor

2) Ward 71 Organ Transplant

3) Intensive Care Units

4)  Operating Rooms (including Recovery Room and Surgicenter); Sterile Processing

5) Interventional Radiology

6) Cardiac Cath/Angiography

7) Main Pharmacy Clean Room (Admixture area)

8) All endoscopy areas

9) Dialysis units




Step 3:  Match the planned construction project activity type from Step 1 and the patient risk group from Step 2 on the grid below to determine the Class of Precautions. 
Determine Class of Precautions

	Construction Activity(
	TYPE

“A”
	TYPE

“B”
	TYPE

“C”
	TYPE

“D”

	PATIENT RISK GROUP                    
	
	
	
	

	Group 1
	I
	II
	III
	III

	Group 2
	II
	III
	III/IV
	IV

	Group 3
	II
	III/IV
	III/IV
	IV


Step 4:  Complete Infection Control Risk Assessment form. (See below)
Infection Control Construction Assessment

	Location of Construction:   
	 

	Project Manager (w/phone number):  
	Project Start Date:  

	Name of Contractor:  
	Estimated Duration:  

	Supervisor (w/phone number):  
	Infection Control phone number:  782-4350

	YES
	NO
	CONSTRUCTION ACTIVITY
	YES
	NO
	INFECTION CONTROL RISK GROUP

	
	
	TYPE A: Inspection, non-invasive activity
	
	
	GROUP 1: Low Risk

	
	
	TYPE B:  Small scale, short duration,

               moderate to high levels
	
	
	GROUP 2: Medium Risk

	
	
	TYPE C: Activity generates moderate to high levels of 

               dust, requires greater 1  work shift for completion
	
	
	GROUP 3: High Risk

	
	
	TYPE D: Major duration and construction activities 

               Requiring consecutive work shifts
	
	
	

	CLASS I

       
	1. Execute work by methods to minimize raising dust from construction operations.

2. Immediately replace any ceiling tile displaced for visual inspection.
	3. Wipe topside of ceiling tiles with damp cloth before removing.

4. Minor Demolition for Remodeling

	CLASS II
	1. Provides active means to prevent air-borne dust from dispersing into atmosphere through use of 9 mil vinyl barriers.

2. Water mist work surfaces to control dust while cutting.

3. Seal unused doors with duct tape.

4. Block off and seal air vents.

5. Wipe surfaces with disinfectant.


	6. Contain construction waste before transport in tightly covered containers.

7. Wet mop and/or vacuum with HEPA filtered vacuum before leaving work area.

8. Remove or isolate HVAC system in areas where work is being performed.

	CLASS III


	1. Obtain infection control permit before construction begins.

2. Isolate HVAC system in area where work is being done to prevent contamination of the duct system.

3. Complete all critical barriers or implement control cube method before construction begins.
	8.
Remove barrier materials carefully to minimize spreading of dirt and debris associated with construction. 

9. Contain construction waste before transport in tightly covered containers.

10. Cover transport receptacles or carts. Tape covering.

	Date
	4. Maintain negative air pressure within work site utilizing portable HEPA equipped air filtration units.

5. Do not remove barriers from work area until complete project is thoroughly cleaned by Env. Services Dept.

6. Vacuum work with HEPA filtered vacuums.

7. Wet mop with disinfectant
	11. Place dust mat at entrance of work area (outside of barrier.)

12. Remove or isolate HVAC system in areas where work is being performed.

	Initial


	
	

	Class IV


	1. Obtain infection control permit before construction begins.

2. Isolate HVAC system in area where work is being done to prevent contamination of duct system.

3. Complete all critical barriers or implement control cube method before construction begins.

4. Maintain negative air pressure within work site utilizing HEPA equipped air filtration units.

5. Seal holes, pipes, conduits, and punctures appropriately.

6. Construct anteroom and require all personnel to pass through this room so they can be vacuumed using a HEPA vacuum cleaner before leaving work site or they can wear cloth or paper coveralls that are removed each time they leave the work site.

7. All personnel entering work site are required to wear shoe covers.
	8. Do not remove barriers from work area until completed project is thoroughly cleaned by the Environmental Service Dept.

9. Vacuum work area with HEPA filtered vacuums.

10. Wet mop with disinfectant.

11. Remove barrier materials carefully to minimize spreading of dirt and debris associated with construction.

12. Contain construction waste before transport in tightly covered containers.

13. Cover transport receptacles or carts. Tape covering.

14. Remove or isolate HVAC system in areas where is being done.

	Date
	8. 
	

	Initial


	9. 
	

	Route and time of debris removal:  Covered containers, using most direct route via freight elevator

	Additional recommendations: 

	Date   Initials         
	 Exceptions/Additions to this permit  are noted by attached memoranda

Date    Initials      

	Permit Request By:
	Permit Authorized By

	Date:
	Date: 
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