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Learning Objectives €8

v" To outline the importance and v" To provide an overview of the key
requirements for surveillance components to effective

v" To outline outcome and process surveillance systems
surveillance and to provide v" To provide resources, tools, and
recommended indicators as part of considerations to assist in achieving
your home’s IPAC program effective surveillance
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Introduction to Surveillance Outcome Surveillance

- What is surveillance? *  What are the key pieces of your
surveillance system?

*  What resources, tools, and
considerations are available?

*  Why conduct surveillance?

Types of Surveillance Process Surveillance (auditing)

- What should you be looking *  What are the key pieces of your
for? surveillance system?
*  What resources, tools, and

considerations are available?



What is Surveillance?
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What do you think of when you hear “surveillance”?

infections
monitoring

Recording _d ata

(D Start presenting to display the poll results on this slide.



What is Surveillance?

“Surveillance is the systematic, ongoing collection, collation and
analysis of data with timely dissemination of information to those
who require this information in order to take action.”

Do you have a process? Do you have a consistent method?

Do you have a method of collecting, analyzing, and interpreting data?

Source: Ontario Agency for Health Protection and Promotion (Public Health Ontario), Provincial Infectious Diseases Advisory Committee. Best practices for surveillance of health care-
associated infections in patient and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from: https://www.publichealthontario.ca/-
/media/documents/b/2014/bp-hai-surveillance.pdf?la=en.



https://www.publichealthontario.ca/-/media/documents/b/2014/bp-hai-surveillance.pdf?la=en

What is Surveillance?

“Surveillance is the systematic, ongoing collection, collation and
analysis of data with timely dissemination of information to those
who require this information in order to take action.”

What information will you be sharing? And when?

Who are you communicating the information to?

Source: Ontario Agency for Health Protection and Promotion (Public Health Ontario), Provincial Infectious Diseases Advisory Committee. Best practices for surveillance of health care-
associated infections in patient and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from: https://www.publichealthontario.ca/-
/media/documents/b/2014/bp-hai-surveillance.pdf?la=en.



https://www.publichealthontario.ca/-/media/documents/b/2014/bp-hai-surveillance.pdf?la=en
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What is Surveillance? Lg%

LET’S KEEP IT SIMPILE

Surveillance is the routine process of...
» gathering information

* looking for patterns

* sharing your findings with those who
can make a difference.



Why Conduct Surveillance?
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Why does your home conduct surveillance?

Education needed

identify issues

find trends to prevetn further infections
to track infections

Patient safety.

To improve resident health

protect residents

keep infections low

stop spread
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Why Conduct Surveillance? ...

* @Goal: to reduce the risk of acquiring health care-
associated infections (HAI)

* HAls are common in long term care homes,
frequently resulting in death

*  Qutbreaks can be difficult to contain and
result in significant costs

*  Upto~70% of HAIs are preventable

An effective surveillance program will help reduce the
frequency of health care-associated infection.




Why Conduct Surveillance?

Surveillance can be used for many purposes, including:

* To detect and monitor HAI
* To identify risk factors for HAI
* To evaluate preventive interventions

* To provide information to inform, educate, and
reinforce practice
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Long-Term Care Homes Act, 200/, S.0. 2007, c. 8

Requirements of program

(2) The infection prevention and control program must include,

(a) daily monitoring to detect the presence of infection in residents of the
long-term care home; and

(b) measures to prevent the transmission of infections. 2007, c. 8, s. 86 (2).



https://www.ontario.ca/laws/statute/07l08
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Mandatory Requirements R

Long-Term Care Homes Act, 2007/, S.0. 2007, c. 8

O. Reg. 79/10: GENERAL

(3) The licensee shall designate a staff member to co-ordinate the
program who has education and experience in infection prevention
and control practices, including,

(6) The licensee shall ensure that the information gathered under
subsection (5) is analyzed daily to detect the presence of
infection and reviewed at least once a month to detect trends,
for the purpose of reducing the incidence of infection and

(a) infectious diseases; outbreaks. O. Reg. 79/10, s. 229 (6).

(b) cleaning and disinfection;

(c) data collection and trend analysis: (7) The licensee shall implement any surveillance protocols given
(d) reporting protocols; and by the Director for a particular communicable disease. O. Reg.

79/10, s. 229 (7).

(8) The licensee shall ensure that there are in place,

(e) outbreak management. O. Reg. 79/10, s. 229 (3).

(5) The licensee shall ensure that on every shift, (a) an outbreak management system for detecting, managing,
(a) symptoms indicating the presence of infection in residents are and controlling infectious disease outbreaks, including defined

monitored in accordance with evidence-based practices and, if there  a¢f rasponsibilities, reporting protocols based on requirements
are none, in accordance with prevailing practices; and

(b) the symptoms are recorded and that immediate action is taken as under the Health Protection .a’?d Promotion Ac.t, communication
required. O. Reg. 79/10, s. 229 (5). plans, and protocols for receiving and responding to health alerts


https://www.ontario.ca/laws/statute/07l08
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IPAC Programs in All
Health Care Settings

Surveillance of Health Care-

Best Practices for Infection
Prevention and Control
Programs in Ontario

In All Health Care Settings, 3" edition

Provincial Infectious Diseases Advisory Committee (PIDAC)

Published: September 2008
Sacand Fesizion: Janua ry 2081
Third Revision: May fZﬂlZ

.
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associated Infections

pest Practices for Surveillance
of Health Care-associated
Infections

In Patient and Resident Populations, 3™ edition

Provincial Infectious Diseases Advisory Committee (PIDAC)

.

PuBiiznec: sune 2008
Second Revision: October 2041
Thirg Revision: July 2044
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Infection Prevention and Control
for Long-Term Care Homes

Summary of Key Principles and Best Practices

Guide
December 2020



https://www.publichealthontario.ca/-/media/documents/B/2012/bp-ipac-hc-settings.pdf?la=en
https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf
https://www.publichealthontario.ca/-/media/documents/i/2021/ipac-ltch-principles-best-practices.pdf
https://www.publichealthontario.ca/-/media/documents/i/2021/ipac-ltch-principles-best-practices.pdf
https://www.publichealthontario.ca/-/media/documents/B/2012/bp-ipac-hc-settings.pdf?la=en
https://www.publichealthontario.ca/-/media/documents/B/2012/bp-ipac-hc-settings.pdf?la=en
https://www.publichealthontario.ca/-/media/documents/i/2021/ipac-ltch-principles-best-practices.pdf
https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf
https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf
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IPAC Program Components for LTCH Surveillance in LTC Settings

¥
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[ — POSITION STATEMENT

ac

Infection Prevention and Control (IPAC) Program Components for Long-
term Care Homes (LTCHs)

¥
1pac
S — POSITION STATEMENT
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Surveillance in Long-Term Care Settings

This document was developed by IPAC Canads based on best availlable evidenos at the time
of publication ko provide advice o Infection Prevention and Contral Professionals. The
application and use of this docurnent are the responsibility of the user. IPAC Canada
assumes no liability resulting from any Such application or use.

This document was developed by IPAC Canada based on best available evidence at the time
of publication to provide advice to Infection Prevention and Control Professionals. The
application and use of this document are the responsibility of the user. IPAC Canada assumes
no liability resulting from any such application or use.

Background

Residents af LTCHS are 3 vulnerable populstion. A a result there have been many outbreaks
with significant morbidity and mortality caused by a plethora of different micro-organisms
(influenza A, SARS-CoV-2,Group A Streptocaccus, methicillin resistant Stophyococcis oureus
[MFSA], Carbapenemase-producing Entercbacteriaceae [ (PE|, norovirus, Oostridioides difficile,
entended spectrum beta lsctamase producing organisms [ESBL], hepatitic B and C)."5 There are
currently no national IPAC recommendations speacifically for an IPAC pragram in LTCH, sithaugh
there have been publicstions recommending IPAC programs and redources. 510

LTC and retirement homes have been dispropartionately affected by COVID-19 in Canada with
10% of all Canadian COVID-19 cases (about B0,000), resulting in mare than 56% of the national
deaths (over 14,000 deaths in residents and close to 30 staff) to February 2021, Maore than
2,500 homes experienced an outbreak, and the proportion of COVID-19 deathd in Canadian LTC
and retirement home redidents [B93) exceads the international average [413€).75 hg per federal
and provincial/territorial legislation, employers shall engure that the leng-term care setling ic 2
sale work environment that protects residents and staff.®

Position Statement:

The goals af an IPAC program are to protedt residents from health care-associated infections

and to prevent the spread of infections amongst residents, health care providers, staff, visitors
mmad adle sss to bles s xlilh sxms smidasmasa kB Baddix addanss bassd INAFS asssesass ek aea

Background

Infections contracted in healthcare settings, including in long-term care (LTC) settings, that were neither
present nor developing on admission to the healthcare setting are healthcare-associated infections {H.i—'\l].1
HAls include antibiotic resistant organisms [AROs), respiratory, enteric, urinary tract and other infections,
and are often prewentahle.1 Surveillance in LTC should include, (at a minimum] menitoring for enteric and
respiratory infections and for pathogens and infections of concern based on local epidemiclogy, and while
this is legislated in some parts of Canada (2.g., Onta r'io‘], its routine performance across all Canadian LTC
settings is essentizl to provide national rates and inform infection prevention and control {IPAC)
strategies.3 Standardized case definitions provide a baseline for both internal and external comparison,
and inform IPAC strategies.’

Surveillance is defined by the Public Health Agency of Canada [PHAC) as "tracking and forecasting health
ayents and determinants through the collection, analysis and reporting of data"* Ongoing surveillance
provides baseline HAI data and, over time, builds capacity for subsequent monitoring activities, including
benchmarking of HAI rates both within and between LTC settings.j“ Surveillance data informs research
and antimicrobial stewardship programming, and guides clinical practice in LTC, including identification of
outhreaks and imf ion and itoring of inter ions aimed at reducing rates of HAL®

Case definitions used in HAI surveillance are “a set of standard criteria for classifying whether a person
has a particular disease, syndrome or other health condition”. The most recent case definitions for use in
Canadian LTC settings were published by IPAC Canada in 2017 F



https://ipac-canada.org/photos/custom/Members/pdf/IPAC_LTC_Surveillance_Position_Statement_June2019_FINAL.pdf
https://ipac-canada.org/photos/custom/Members/pdf/IPAC_LTC_Surveillance_Position_Statement_June2019_FINAL.pdf
https://ipac-canada.org/photos/custom/Members/pdf/IPAC_LTC_Surveillance_Position_Statement_June2019_FINAL.pdf
https://ipac-canada.org/photos/custom/pdf/positionStat_LTCH_28July2021_English.pdf
https://ipac-canada.org/photos/custom/pdf/positionStat_LTCH_28July2021_English.pdf
https://ipac-canada.org/photos/custom/pdf/positionStat_LTCH_28July2021_English.pdf

What should you be looking for?




OUTCOME PROCESS

SURVEILLANCE SURVEILLANCE



What should you be looking for?
OUTCOME SURVEILLANCE PROCESS SURVEILLANCE

* monitors targeted outcomes for *  Monitors targeted IPAC
health care-associated infections processes with regular audits
* j.e., changes in the residents' health of practice
status that can be attributed to * j.e., things done to or for a
their care received at the home resident at the home
e.g., monitoring acute respiratory e.g., auditing hand hygiene
infections practices



What should you be looking for?

OUTCOME SURVEILLANCE PROCESS SURVEILLANCE

*  Goals: *  Goals
* to identify clusters and * To improve practices and
outbreaks processes
* to compare infection rates to * To provide feedback and
benchmarks identify gaps in practice

* to measure internal
improvement over time



OUTCOME

PROCESS

changes in the
resident’s health
status attributed to
the care received

things done to or for a
resident at the home
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Tracking facility-acquired Clostridium difficile infection in residents. Is this
outcome or process surveillance?

Outcome

(. © . -
Process

(D Start presenting to display the poll results on this slide.



slido

South East

IPAC

EDUCATION
PRACTICE

PoLCY

PARTNERS

Monitoring adherence to environmental cleaning protocols. Is this outcome
or process surveillance?

Outcome

Process

(D Start presenting to display the poll results on this slide.
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Monitoring adherence to acute respiratory infection screening protocols. Is
this outcome or process surveillance?

Outcome

Process

(D Start presenting to display the poll results on this slide.



What should you be looking for?

Best Practices for Infection
Prevention and Control
Programs in Ontario

In All Health Care Settings, 3" edition ® Outl i neS the recom mendEd
outcome and process surveillance
— indicators in long term care

Second Revizion: January 2011
Third Revizion: May 2042

Public Santé
Health publigue
Ontario Ontario




TABLE 2: RECOMMENDED OUTCOME SURVEILLANCE INDICATORS

. Acute

Surveillance Component Reference # Care CCC LTC HHC
Facility-acquired respiratory infection in &0 Y v /
clients/patients/residents
Facility-acquired ARO in clients/patients/residents ?9 v v v
Facility-acquired Clostridium difficile-associated 117 v v /
disease in clients/patients/residents
Facility-acquired acute Gl infection in

_ ) '3I _ v v v
clients/patients/residents
Facility-acquired group A streptococcal infections in v / v
clients/patients/residents
Staff tuberculin skin test (or interferon-gamma

st = = v / v/ v

release assay) conversions
Procedure-specific surgical site infections (55I) == v v F
Central line-associated bloodstream infections in 01-03 Y S
high risk areas
MNew acquisition of hepatitis in hemodialysis patients = v v v
skin and soft tissue infections in clients/residents 4

Legend: CCC= Complex Continuing Care LTC = Long-term Care HHC = Home Health Care
* in collaboration with the agency that inserted the central line/performed the surgery
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Table 2:
Recommended
Outcome
Surveillance
Indicators

Page 23-24
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TABLE 1: RECOMMENDED PROCESS SURVEILLANCE INDICATORS — iailaia
Ac“tE Cubnte | Rursl Mastings | ;I;I;VWM 1 Lannos & Acdiegion | Lanark, Leeds & Ceanville

Surveillance Component SRR Care CCC e e
Adherence to ARO screening protocols for clients/patients/residents 7 v v v

- Table 1:
Adherence to ARI screening protocols for clients/patients/residents v v v v
Adherence to screening protocols for tuberculosis in clients/residents . v v RecommendEd
Adherence to screening protocols for acute Gl infection in v / / / Process
clients/patients/residents
Influenza vaccination rates (clients/residents) o v v S urveil I I ance
Pneumococcal vaccination rates (clients/residents) 5 v v Indicators
Adherence to screening protocols for hepatitis, MRSA and VRE in 83-85 / / /
hemodialysis patients
Staff tuberculosis screening o v v v v P 19 20
Staff vaccination rates including annual influenza vaccination - v v v v g
Sharps injury surveillance 58,50 v v v v
Adherence to central line protocols e v v v v
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Acute

Surveillance Component e Care CCC B HHC
Adherence to ventilator use protocols s v v T bl 1

[ ]
Adherence to protocols related to surgical procedures (e.g., pre- 86, £7 / a e ¢
operative antibiotic use) Recommended
Adherence to hand hygiene protocals sese v v v v
Adherence to Routine Practices protocols, including the correct use of PPE 3 v v v v P rocess
Adherence to reprocessing practices protocols 5,103 v v v v Su rVEI||anCE
Adherence to environmental cleaning protocols 5, 102 v v v Indicato rs
Adherence to IPAC construction/renovation protocols 100, 102 v v v (continued)
Adherence to recommendations of the antimicrobial stewardship program ©5, 104, 108 v v v
Adherence to practices to limit urinary catheter use s v v v v

Page 19-20

Legend: CCC = Complex Continuing Care LTC =Long-term Care HHC = Home Health Care




Position Statement:

IPAC Program Components for LTC

As a minimum, surveillance shall include:

* Admission screening

* Active syndromic surveillance
e.g., respiratory infection and

of publication to prwx]e achrics w [nier.tlnu Prw&uuun dnl! Cm lllllllllllll

gastroenteritis O glgg\lﬁn E
* |dentification of sentinel events
e.g., invasive GAS, SARS-CoV-2 n;mm":m“‘“

and to prevent the spread of infections amongst residents, health care providers, staff, visitors




Position Statement:

IPAC Program Components for LTC "e e

As a minimum, surveillance shall include:

ntrol (IPAC) P ru;;ra m Components for Long

* Audits

e.qg., compliance with Routine

Practices and Additional Precautions
- hand hygiene, personal protective s B
equipment use, environmental N S

term Care Homes (LTCHs)

e developed by IPAC Canads based on best available eviden Lt e
ider acvice to Infection Prevention dnl! Control Profescionals.

PROCESS

SURVEILLANCE

fffffffffffffff

Positio

cleaning, shared equipment cleaning ——— o

and to prevent the spread of infections amongst residents, health care providers, staff, visitors
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IPAC Program Components for LTC = =

As a minimum, surveillance shall include: . .
1pac

POSITION STATEMENT

o Anti m icrObia I Stewa rdSh i p Infection Prevention and Control {(IPAC) Program Components for Long-
term Care Homes (LTCHs)

This docwment wat developed by [PAC Canads hased on best pyvailable evidenoe at the time

e.g., asymptomatic bacteriuria / O i e o e 2

assumes no liability resulting from any such application or use.

4 4 [d Background
u rl n a r tra Ct In e Ctl O n S Restidents of LTCHs are & vulnerable populstion. Ac a result there have been many outbreaks
, with significant morbidity and mortality caused by a plethora of different micro-organisms
(influenza A, SARS-CoV-2,Group A Streptococcis, methi n resistant Stoghdococius eureus
[MR5A], Carbapenemase-producing Entercbacteriaceae [(PE], norovirus, Oostridioides difficile,

o oy * o s ° extended spectrum beta lacttamase producing organisms [ESBL), hepatitis B and C)."5 There are
OS rI IO I es I I‘ I e currently o national IPAC recommendations specifically for an IPAC pragram in LTCH, although
there have been publications recormmending IPAC programs and resources =10

LTC and retirement homes have been disproportionately sffected by 0OVID-19 in Canada with
105 of all Canadian COVID-19 cases [about 80,000, resulting in more than 66% of the national
deaths {over 14,000 deaths in residents and cloge to 30 staff) to February 2021, More than
2,500 homes experienced an outbreak, and the proportion of COVID-19 deaths in Canadian LTC
and retirement home residents [B9%)] exceads the international average [413).7% As per federal
and pravincial/territorial legislation, employers shall ensure that the leng-tarm care setting is a
safe work environment that protects residents and staff.®

Position Statement:

The goals of an IPAC program are to protect residents from health care-associated infections

and to prevent the spread of infections amongst residents, health care providers, staff, visitors
- SO T Vi —— ik amn
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What outcome surveillance indicators
do you currently monitor?

C diff infections

Respiratory rates
Ari P y

CDl acute respiratory
daily symptom tracking sheet
respiratory infections
infection rates, i.e. UTls, wounds, etc.
acute enteric Ut Bee
Urinary tract infections
MRSA

(D Start presenting to display the poll results on this slide.

IPAC



[ ] South East EDUCATION
PRACT

slido IPAC =
HUB & SPOKE PARTNE

7
Which of the following outcome surveillance e eSS
indicators do you track in your home?

COVID-19 infections

acute respiratory infections

acute Gl infections

C. difficile infections

skin and soft tissue infections

urinary tract infections

antibiotic resistant organisms
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What process surveillance indicators
do you currently monitor?

PE compliance

Cleaning o

PFPE use

= PPE gudits...

HAND RHYGIENE

Hand hyglene audits

e-;:IE.

hand hygiene PPE use, environmental cleaning, screening

OCuinte | Fun W Mastings | Reral frostensc | Lennos & Acdington | Lanark, Leeds & Granvilie
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Which of the following process surveillance eS| ke oo Lo
indicators do you track in your home?

adherence to acute respiratory infection (ARI) screening protocols

adherence to acute Gl screening protocols

adherence to hand hygiene protocols

—_—
1] e

adherence to environmental cleaning protocols

adherence to PPE protocols

adherence to practices to limit urinary catheter use

-
|

staff vaccination rates (e.g., COVID-19, influenza, etc.)

—_—
1] -
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What are the key pieces of your
surveillance system?

OUTCOME SURVEILLANCE
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Best Practices for Surveillance
of Health Care-associated
Infections

PIDAC Best Practices for Surveillance of
In Patient and Resident Populations, 3™ edition B . .
Health Care-associated Infections in
Provincial Infectious Diseases Advisory Committee (PIDAC) Patient and RESident POpUlationS

Second Revision: October 2041
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source: Ontario Agency for Health Protection and Promotion (Public Health Ontario), Provincial Infectious Diseases Advisory Committee. Best practices for surveillance of health care-associated infections in patient and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from: https://www.publichealthontario.ca/-/media/documents/b/2014/bp-hai-surveillance.pdf?la=en.
source: Ontario Agency for Health Protection and Promotion (Public Health Ontario), Provincial Infectious Diseases Advisory Committee. Best practices for surveillance of health care-associated infections in patient and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from: https://www.publichealthontario.ca/-/media/documents/b/2014/bp-hai-surveillance.pdf?la=en.
source: Ontario Agency for Health Protection and Promotion (Public Health Ontario), Provincial Infectious Diseases Advisory Committee. Best practices for surveillance of health care-associated infections in patient and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from: https://www.publichealthontario.ca/-/media/documents/b/2014/bp-hai-surveillance.pdf?la=en.

Reminder! What is surveillance? ...© =

IPAC

the systematic, ongoing collection, collation and
analysis of data with timely dissemination of
information to those who require this information in
order to take action.

e: Ontario Agency for Health Protection and Promotion (Public Health Ontario), Provincial Infectious Diseases Advisory Committee. Best practices for surveillance of health care-
ated infecti t and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from: https://www.publichealthontario.ca/-

associate ons in patien
/media/documents/b/2014/bp-hai-surveillance.pdf?la=en.



https://www.publichealthontario.ca/-/media/documents/b/2014/bp-hai-surveillance.pdf?la=en
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1. Assess the Population to be Surveyed
2. Select the Outcomes for Surveillance
3. Use Established Case Definitions for Infection

9. Evaluate the Surveillance - -
T / Planning ~ . Collect the Surveillance Data
Data
Evaluation Collection
3\. mmmunim 5. Calculate and
and Use Analyze
Surveillance I l Surveillance Rates
Information to 6. Apply Risk
Improve Practice Stratification
Methodol
Communication Analysis il

Interpretation

7. Interpret Infection Rates

Image reproduced from: Ontario Agency for Health Protection and Promotion (Public Health Ontario), Provincial Infectious Diseases Advisory Committee. Best practices for surveillance

of health care-associated infections in patient and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from: https://www.publichealthontario.ca/-
/media/documents/B/2014/bp-hai-surveillance.pdf?la=en



https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf?la=en
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1. Assess the Population to be Surveyed h Eas ‘ covemn
2. Select the Outcomes for Surveillance !fﬁg \ ey
3. Use Established Case Definitions for Infection & \f -
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Infectious Diseases Advisory Committee. Best practices for surveillance of health care-associated infections in patient
and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from:
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Surveillance Planning

1. Assess the Population to be surveyed

As a first step, you should assess:

* Types of residents that the home serves;
* Key medical interventions and procedures that they undergo; and
* Types of infections for which they are most at risk.

This assessment is done to establish priorities for the surveillance system.



Surveillance Planning

1. Assess the Population

*  What is the catchment area of the long-term care home?

*  What types of residents are served (e.g., age distribution, socio-
demographic profile)?

*  What are the most common diagnoses?

*  What are the most frequently performed invasive procedures

. (e.qg., indwelling urinary catheters)?

*  Which services or treatments are utilized most frequently?

*  What types of residents are at greatest risk of infection?
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Surveillance Planning N

2. Select the Outcomes for Surveillance

* Targeted vs. Facility-wide surveillance

* Itis not feasible to conduct surveillance of all
infections in all residents at all times.

* Prioritize the most important infections in your
surveillance system — what is most important?
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2. Select the Outcomes for Surveillance

* Syndromic surveillance of respiratory infections and
gastroenteritis should be undertaken in all LTCH

* To identify additional outcomes for surveillance in
your home, consider the following:
* the frequency of the infection
* the impacts of the infection (including % case
fatality and excess costs)
* the preventability of the infection




Surveillance Planning .

2. Select the Outcomes for Surveillance
* |In LTCH, the preventable infections may influence what
you choose to look for in outcome surveillance.
* Some preventable infections include:
> Acute respiratory infection (ARI)
> Skin and soft tissue infections
> Urinary tract infection




Example: Surveillance Planning

Forest Manor is a fictitious 100-bed LTCH. Half of all residents are dependent on
staff for assistance to carry out normal activities associated with daily living.

*  Symptomatic urinary tract infections (UTIs) comprise one-third of HAIs and
10% of residents have urethral catheters.

* Lower respiratory tract infections account for half of the remaining HAISs.

*  ~20% of infections developed by residents are skin/soft tissue infections.

o
Based on this population, what surveillance outcomes S I I d O
should Forest Manor consider monitoring?
: #IPAChub
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Based on this population, what surveillance outcomes
should Forest Manor consider monitoring?

L ower respiratory tract infections

_ -

UTls with indwelling catheters

Skin and soft tissue infections

_ -

Mew acquisition of Hepatitis in hemodialysis patients

(D Start presenting to display the poll results on this slide.
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3. Use Established Case Definitions For Infection

* Refer to Surveillance Case Definitions of
Infections in Canadian Long-Term Care
Facilities for case definitions

*  Apply case definitions accurately and
consistently

men, czn be used to mest case definition

criteria during an owt

Criteria Commenis

A_Common cold syndrome or phanyngitis Fever may or may not be present. Symptoms
[zt least 2 criteria must be prassnt) mast be new and not zttributabile o allergies.

1. Runny nose or sneezing

2. Stwffy nose (i.e., congestion)

3. Sore throat or hoarseness or difficulty in swallowing

4. Diry cough

5. Swollen or tender glands in the neck [cenical lymphadenopsatiy)
. NP swab positive for a raspiratory pathogen

B. Influenza-fike illness [criteria 1 and/or 2 mast be present, AMD 3 or 4) Fever may not be present in the eldery. if
1. Fever iteria for influenzz-ike ilines and another
2. New and or incrazsed cough upper of lower KTI are met at the same time,
3. Atleast 2 of the following influenzz-like illness subcriteria only the diagnosis of influenza-like illness
a.. Chills should be reconded. Bacause of inceasing
b. Mew headache or eye pain uncertainty surrounding the timing of the start
€. Myalgias or body aches of influenzz saason, the peak of influenza
o Malaise or loss of appetite activity, and the length of the season,
&. Sore throat “seasonality” is no longer a ariterion to define
. Arthralgia (joint pain) influenza-ike ilines.
4. NP swab positive for Influenza vins
C. Pneumonia (criteria 1 and 2 must be present, OR criteria 1and 3) For both prewmaonia and lower BT, the
1. Interpretation of a chest radiograph as demionstrating pneumaonia or the presance of underlying conditions that
presence of 2 new infiltrate coulkd mimic the presentztion of a RT1 2.,
2. Atleast 1 of the following respiratory suboiteria congestive heart failure or intersitial lung
a. Mew or increased cough diseases) should be exduded by a review of
b. New or increased sputum production dinical reconds and an asessment of presenting
. O, saturation <94% on room air or & reduction in 02 saturation symptoms and signs.

of 3% from basaline
d. Mew or changed lung examination abnormalities
€. Pleuritic chest pain
f. Respiratory rate of =25 breaths/min
3. Atleast 1 conditutional criteria (see Table 1)
[ Lower respiratory tract infiection (bronchitis or tracheobronchitis; [See comment for section C above.}
all 3 criteria must be present)
1. Chest radiograph not gl for | ia o new infilrate
2. At least 2 of the respiratory subcriteria (a) listed in section C above
3. Atleast 1 of the constitutional iteria [see Table 1)
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Scenario: Case Definition

3. Use Established Case Definitions For Infection

»
applying
case ..
definitions

l The Story of Sergio.

https://youtu.be/Md1CKHfAsjM
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Example: Case Definition

Forest Manor conducts surveillance for UTls associated with indwelling
catheters and uses the recommended Surveillance Case Definitions of
Infections in Canadian Long-Term Care Facilities .

On Thursday, one resident with an urinary indwelling catheter had a positive
urine culture (> 103cfu/L). The resident had no localized signs and symptoms.
No blood culture isolate was identified.

Does this resident meet case definition?

slido
HIPAChub
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Example: One resident with an urinary indwelling catheter has a positive urine culture
(= 103cfu/L). The resident has no localized signs and symptomes.
No blood culture isolate was identified. Surveillance case definition is below:

B. For residents with an indwelling in a single catheter urine specimen or in a Recent catheter trauma, catheter obstruction,
midstream voided urine specimen from a resident whose catheter has been or new onset hematuria are useful localizing
removed within the previous 48 hours (criteria 1 and 2 must be present with no | signs that are consistent with UTI but are not
other identified source of infection, OR criteria 2 and 3) necessary for diagnosis.

1. At least 1 of the following sign or symptom subcriteria
a. Fever, rigors, or new-onset hypotension, with no alternate site of infection
b. Either acute change in mental status (see Table 2) or acute functional
decline (see Table 1), with no alternate diagnosis and leukocytosis
c. New-onset suprapubic pain or costovertebral angle pain or tenderness
d. Purulent discharge from around the catheter
e. Acute pain, swelling, or tendemess of the testes, epididymis, or prostate in males

2. Urinary catheter specimen culture with = 10°fu/L of any organism(s) Urinary catheter specimens for culture should
be collected following replacement of the
catheter if the current catheter has been in
place for =14 days.

3. A blood culture isolate is the same species as the organism isolated from the
urine, with the same resistance pattern, and there is no alternate site of infection
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Does this resident meet case definition?

Yes, it meets case definition

Mo, it does not meet case definition

Mot sure




Example: One resident with an urinary indwelling catheter has a positive urine culture
(= 103cfu/L). The resident has no localized signs and symptomes.
No blood culture isolate was identified. Surveillance case definition is below:

B. For residents with an indwelling in a single catheter urine specimen or in a Recent catheter trauma, catheter obstruction,
midstream voided urine specimen from a resident whose catheter has been or new onset hematuria are useful localizing
removed within the previous 48 hours (criteria 1 and 2 must be present with no | signs that are consistent with UTI but are not
other identified source of infection, OR criteria 2 and 3) necessary for diagnosis.

1. At least 1 of the following sign or symptom subcriteria
a. Fever, rigors, or new-onset hypotension, with no alternate site of infection
b. Either acute change in mental status (see Table 2) or acute functional
decline (see Table 1), with no alternate diagnosis and leukocytosis
c. New-onset suprapubic pain or costovertebral angle pain or tenderness
d. Purulent discharge from around the catheter
e. Acute pain, swelling, or tendemess of the testes, epididymis, or prostate in males

2. Urinary catheter specimen culture with = 10°fu/L of any organism(s) Urinary catheter specimens for culture should
be collected following replacement of the
catheter if the current catheter has been in
place for =14 days.

3. A blood culture isolate is the same species as the organism isolated from the
urine, with the same resistance pattern, and there is no alternate site of infection




Surveillance Planning .

Extra Consideration: Preparation & Training
*  Ensure staff have proper training about...
* what to look for .
* how to document
* how to communicate

. EPsure staff understand why surveillance is taking
place

* Recruit champions and ensure that documentation
occurs properly and routinely

 Consider using practice forms as part of your
training process
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9. Evaluate the Surveillance _

Surveillance System /,-'"7 Planning 4, Collect the Surveillance Data
Data
Evaluation Collection

8. Communicate 5. Calculate and
and Use Analyze
Surveillance Surveillance Rates
Information to 6. Apply Risk
Improve Practice Stratification

Communication Analysis Methodology

Interpretation

7. Interpret Infection Rates

Image reproduced from: Ontario Agency for Health Protection and Promotion (Public Health Ontario), Provincial
Infectious Diseases Advisory Committee. Best practices for surveillance of health care-associated infections in patient
and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from:
https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf?la=en
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Data Collection e e

4. Collect the Surveillance Data

What data do you need? How will you
collect this data?

* Data collection may be time consuming D

* Variety of sources available for
data/information




Data Collection

4. Collect the Surveillance Data

A. Review and select data sources for the numerator and denominator.

B. Assess the sensitivity and specificity of the data sources. Maximize
these two parameters.

C. Choose the most feasible surveillance system.
Implement the data collection system.

Review the information to ensure the dataset is complete.



Data Collection

NUMERATOR DENOMINATOR
number of cases (i.e., persons with a Population at risk (i.e., residents at risk for
particular infection) development of that infection)

e.g., Total number of UTl infections in e.g., Total number of resident catheter days
residents with indwelling catheters



Data Source

Total chart/medical record
review

Laboratory reports

Mursing Kardex/Patient
Profile

Clinical ward/unit rounds

Methodology

= |CP reviews medical and
nursing notes, medications,
treatment records, radiology
and laboratory reports for each
patient 1-2 times per week for
signs of infection (e.g.,
antibiotics or intravenous
fluids ordered, special orders
for wound dressing, orders for
isolation precautions)

= |CP reviews daily laboratory
reports for positive culture
results that prompt
investigation of potential HAls
Significant results ‘flagged” in
electronically-generated batch
reports
= Laboratory staff notify ICP with
significant results

= |CP reviews nursing
Kardex/patient profile for each
patient 1-2 times per week for
signs of infection (e.g.,
temperature charts,
intravenous fluids, antibiotics
given, application of Additional
Precautions)

ICP joins patient care staff
during clinical rounds, entering
into discussions and
information sharing regarding

Benefits

= Most complete method of case
finding

= May be done prospectively or
retrospectively

= Quickly identifies significant
increases in some types of
infections

= Often identifies microorganisms
of special concern before any
other method (e.g., MRSA)

= |CPs who visit the laboratory will
develop rapport with staff,
leading to better cooperation
and understanding of each
other's roles

= Prospective surveillance
Quickly identifies patients
suspected of having an infection

that reguire a more detailed
review

= May identify early signs/
symptoms indicative of an
outbreak

= Prospective surveillance

= Increases |CP visibility in patient
care areas

Limitations
= Time consuming (requires 10-30
minutes per record)

Unable to identify all infections
due to:

o Missing data, diagnostic reports

< Record unavailable at time of
review

< May be difficult to confirm that

ariteria for infection have been
met

Infections are missed if cultures

are not sent or if microorganisms

fail to grow on culture media

= Infections are missed if diagnosis is
based on signs and symptoms
alone.

® False-positive infections if

laboratory-based surveillance is

used alone (patient may only be

colonized e.g., MRSA)

= Relies on accuracy and
completeness of the
Kardex/Patient Profile for
information

Information must be confirmed
with a review of the medical
record

= Time-consuming

Resources Required

= additional ICP
resources may be
required

= Electronic laboratory
information system
beneficial

= |CPs must work closely
with the laboratory that
services their hospital to
develop reporting
mechanisms from the
laboratory to the ICP

= Additional ICP resources
may be required

Ontario Agency for Health Protection and Promotion (Public Health Ontario), Provincial Infectious Diseases Advisory Committee. Best practices for surveillance of health care-associated infections in
patient and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from: https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf?la=en
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Data Source’ " *

Sentinel reporting system

Electronic screening of
patient records

Methodology

potential infections that may
not be included in patient
records until a definitive
diagnosis has been made.

® Patient care staff complete
forms documenting possible
indicators of infection (e.g.,
fever, symptoms of respiratory
infection, unexplained Gl
illness).

Patient care staff complete and
provide these forms on a
routine, often daily, basis

= Case finding via searches of
medical record databases
(‘daota mining’) is an emerging
tool for surveillance

= Patient records are flagged via
algorithm for indicators of HAI

Benefits

= Provides ICP with opportunities
to monitor patient care practices

= Provides opportunity for
discussion and informal
education on infection
prevention and control issues

= May hasten the application of
Additional Precautions when
communicable infections are
suspected

= prospective surveillance

= Provides an alert system for
outbreaks

= Refer to Appendix E for a sample
sentinel surveillance form for
completion by ward/unit staff

= Effective means to identify post-
discharge surgical site
infections™

= Uses include surgical site
infections, UTls and CWC-
associated bloodstream
infections™****

Limitations

= Relies on ward,/unit staff taking
time to complete forms

= Relies on accuracy of ward/unit
staff in completing foms

= Results must be verified for
accuracy

= Relies on accuracy of information

that has been entered into the
electronic database

Resources Required

® fay require additional
ward/unit resources

® Require sophisticated
electronic information
systems with the ability
to create specialized
searches and access of
ICPs to results

Ontario Agency for Health Protection and Promotion (Public Health Ontario), Provincial Infectious Diseases Advisory Committee. Best practices for surveillance of health care-associated infections in
patient and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from: https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf?la=en
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Data Collection

4. Collect the Surveillance Data

A. Review and select data sources for the numerator and denominator.

B. Assess the sensitivity and specificity of the data sources. Maximize
these two parameters.

C. Choose the most feasible surveillance system.
Implement the data collection system.

Review the information to ensure the dataset is complete.



Data Collection 9 e

SENSITIVITY SPECIFICITY
Ability to correctly include Ability to correctly exclude
infections that are present infections that are not present

(i.e. true positive infections). (i.e. true negative).




Data Collection

4. Collect the Surveillance Data

A. Review and select data sources for the numerator and denominator.

B. Assess the sensitivity and specificity of the data sources. Maximize
these two parameters.

C. Choose the most feasible surveillance system (active vs. passive)

Implement the data collection system.

Review the information to ensure the dataset is complete.
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Passive Surveillance Active Surveillance

e Relies on an individual to * Actively seeking out health
provide information care-associated infections on
a regular basis

e.g., residents reporting their e.g., staff asking each resident
symptoms to staff specific questions
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: Passive Surveillance
Known

b .y Infections

Unknown Infections

Active Survelllance | |

Figure 4: 'Tip of the Iceberg": Passive surveillance vs. active surveillance

Active surveillance should be used in LTCHs because of the
higher sensitivity associated with this approach to case finding.




Data Collection

4. Collect the Surveillance Data

A. Review and select data sources for the numerator and denominator.

B. Assess the sensitivity and specificity of the data sources. Maximize
these two parameters.

C. Choose the most feasible surveillance system.
D. Implement the data collection system.

E. Review the information to ensure the dataset is complete.
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Different sources of information
should be strategically combined to
quickly identify potential infections

Further investigation and follow-up is
conducted to confirm infection
through total chart review

EXAMPLES OF DATA SOURCES USED IN CASE FINDING

| ]
| 1

LAB NURSING WARD SENTINEL
REPORTS KARDEX ROUNDS SURVEILLANCE

e

List of patients to investigate for Infection:
XXOLoeiiein

Chart review/ further follow-up with unit/ward staff

1

7 Meets case definition?

l

Reported as nosocomial

—

SNOLLO3SNI TVINODOSON 3NYL ONIAJLINIAI




Data Collection

4. Collect the Surveillance Data

A. Review and select data sources for the numerator and denominator.

B. Assess the sensitivity and specificity of the data sources. Maximize
these two parameters.

C. Choose the most feasible surveillance system.
Implement the data collection system.

Review the information to ensure the dataset is complete.
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Data Collection e e

* Data must be “cleaned” or assessed for accuracy
and validity.

* Further investigation of cases that were initially
identified as infections requires full chart review
and follow-up with resident care staff.

* Exclude cases that do not meet the case

definition for infection. o



Example: Data Collection

At Forest Manor, ward nurses complete a form during each shift. This identifies
the residents with signs and symptoms of UTI, skin or soft tissue infections, or of
lower respiratory tract infections.

The ICP uses this form to follow up on residents who have been identified with
signs and symptoms of infection.

What type of data source is used in this example at Forest Manor?

slido
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What type of data source is used in this example at Forest Manor?
Clinical ward/unit rounds
Total chart review

Laboratory reports

Nursing Kardex

Sentinel sheets
O S %




Health Care Associated Infections

* In LTC, for an infection to be considered nosocomial:

* no evidence that the infection was present on admission or re-admission
(following hospitalization or community visit).

* no evidence that the infection resulted from a procedure performed at a
hospital or in a physician’s office.

* When a particular infection meets case definition, it should only be considered
nosocomial if it was not present or incubating when the resident was admitted.

* Consider the incubation period. Infections that occur more than 48 to 72 hours
after admission may be considered to be associated with health care.



Example: HA

There is a new resident admitted to Forest Manor. Upon admission, the
resident did not present with any abnormal signs or symptoms.

The next morning after breakfast, the resident exhibited an episode of loose
stool. The resident experienced 3 more episodes of diarrhea over the next 3
hours. Specimen was collected and was positive for a C. difficile infection.

Is this a infection associated with Forest Manor?

slido
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Is this a infection associated with Forest Manor? C. difficile

Yes

No
N 100 %

Mot sure



Example: HAI

There is a new resident admitted to Forest Manor with an indwelling urinary

catheter. Upon admission, the resident did not present with any abnormal signs
or symptoms.

After 5 days, the resident developed a fever, acute pain, and purulent discharge

around the catheter. A urine specimen was sent and a positive culture was
identified.

Is this a infection associated with Forest Manor?

slido
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Is this a infection associated with Forest Manor? (UTI)

Yes

No

Mot sure
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Interpretation
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Image reproduced from: Ontario Agency for Health Protection and Promotion (Public Health Ontario), Provincial
Infectious Diseases Advisory Committee. Best practices for surveillance of health care-associated infections in patient
and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from:
https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf?la=en
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Data Analysis

5. Calculate and Analyze Surveillance Rates

Do we know...

LET’S
* The number of cases? CALCULATE
* The population at risk? SOME
* The time period involved? RATES




Data Analysis

5. Calculate and Analyze Surveillance Rates

numerator

Rate = : x k (constant)
denominator

*  Numerator: the number of cases
* Denominator: the population at risk

* K (constant): used to transform the result into a number that is larger
than one (e.g. 1000)



Data Ana Iysis <

5. Calculate and Analyze Surveillance Rates

* Incidence: measurement of new infections within a population over a
period of time

* Adjust rates for length of stay or length of exposure to medical device.
It provides a more accurate estimate of the risk of infection




numerator

Rate = ,
denominator

Data Analysis

x k (constant)

5. Calculate and Analyze Surveillance Rates

A. Adjust surveillance rates for length of stay

Numerator: number of new infections

Denominator: number of resident days in a specific
surveillance period

Example: respiratory infections, skin and soft tissue
infections




Data Analysis

5. Calculate and Analyze Surveillance Rates

A. Adjust surveillance rates for length of stay

# of cases over a specified period of time
# of resident days over the same period of time

x 1000

# of ARI cases in October
# of resident days in October

e.g. x 1000

6 ARI cases

= —— x 1000
1284 days

= 4.6 ARI cases per 1000 resident days



numerator
Rate = _ x k (constant)
denominator

Data Analysis

5. Calculate and Analyze Surveillance Rates

B. Adjust surveillance rates based on exposure to
medical devices

* Numerator: number of infections in residents exposed
to the device

* Denominator: number of days that residents were
exposed to the device

* Example: Indwelling catheter-associated urinary tract
infections




Data Analysis

5. Calculate and Analyze Surveillance Rates

B. Adjust surveillance rates based on exposure to medical devices

# of cases inresidents exposed to the device
# of days that residents were exposed to the device

x 1000

# of UTIs in residents with indwelling catheters in Q1

€9 # of resident catheter days in Q1

x 1000

4 UTIs in residents with indwelling catheters
_ x 1000
1984 resident catheter days

= 2.0 UTIs per 1000 resident catheter days



Data Analysis &%

5. Calculate and Analyze Surveillance Rates

* Determine how often are surveillance rates

0 0
calculated I
* Organize data in electronic format for g
calculations of rates




Example: Data Analysis

The population at risk for lower respiratory tract infections includes all residents
at Forest Manor.

Sixty-one lower respiratory tract infections were identified over the quarterly
surveillance period.

Forest Manor’s billing database indicates that there were 16,940 resident days
over the quarterly surveillance period.

What is the rate of lower respiratory tract I o d
infections at Forest Manor for this surveillance period? S I O

#IPAChub
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What is the rate of lower respiratory tract
infections at Forest Manor for this surveillance period?

3.6 infections per 1000 resident days

6.3 infections per 1000 resident days
36 infections per 1000 resident days

0.36 infections per 1000 resident days



Example: Data Analysis

HINT - As all residents at Forest Manor are at risk for respiratory tract infections,
the denominator for this rate is the total number of resident days.

ANSWER: 3.6 infections per 1,000 resident days.

# of lower resp tract infections in Q1
# of resident days in Q1

x 1000

x 1000

~ 16940

= 3.6 infections per 1000 resident days
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Infectious Diseases Advisory Committee. Best practices for surveillance of health care-associated infections in patient
and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from:
https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf?la=en



https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf?la=en

&N

6,‘ EDUCATION
IPAC “4 K@( e
HUB & SPOKE \>\/</A\ PARTNERS

=

\,g (&2

Data Interpretation .

7. Interpret Infection Rates

A. Are the rates accurate?

Use a computerized system or
spreadsheet/ database

Consider having a colleague review HAI

rates and check the accuracy prior to any
interpretation of the rate. r.




Data Interpretation K

7. Interpret Infection Rates

B. Are the rates substantially different from
previous data? Do the rates make sense?

*  Consider recent changes in practice

v
A

\4

*  Consider seasonal or weekly variations

*  Consider effects of sample size
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7. Interpret Infection Rates

C. Compare rates

To previous surveillance periods E

To benchmarks set by your own facility

To recognized standards or benchmarks, if
available




Data Interpretation
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7. Interpret Infection Rates

D. Investigation of increased HAI rates

* Use the Chain of Transmission model to:

* Suggest explanations for these rates
* ldentify areas where improvements to infection
control practices could reduce the rates

E. Discussion with the infection control team

Chain of Transmission




START

Have someonea
review HAIL rates

= ; Compare rates to:
- Are the rates YES _ standards/benchmarks

accurate? Historical rates

| ¥ Facility's targets
NO
Y
Racalculate HAL
rates
Y
Hi igni n

Motify infection control committee
Prompt decision on outhreak status
Institute outbreak protocols

Consult Public Health if reportable

Figure 8| Recommended steps in interpretation of surveillance rates

Are the rates

- g substantially

high? (e.g. = 2
_ 8D above mean)

YES

Y
Investigate risk factors for infection:

Use a framework such as the Chain of
Transmission to investigate factors
that might indicate breaches in
technigues resulting in infection

Y
- -
L )
Present findings to:

Infection Prevention and Control Committea

Stakeholder groups

NO

gl NO ACTION

Investigate reasons for possible
increase, such as changes in
surveillance methods or changes in
facility practices
(see Table 4 for examples)

Consult epidemiologist or
biostatistician for other possibla
explanations, such as too few avents
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Ontario Agency for Health Protection and Promotion (Public Health Ontario), Provincial Infectious Diseases Advisory Committee. Best practices for surveillance of health care-associated infections in
patient and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from: https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf?la=en
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Data Interpretation: Example L

The Forest Manor ICP noticed an increased rate for C. difficile infection (CDI)
for the month of July. The ICP noted that...

* Earlier that month, two residents were admitted to Forest Manor from
hospital, both were at the end of treatment for CDI.

* Two other residents on that wing developed CDI mid-July and were
isolated and treated.

What are the possible explanations for the rise in cases?

slido
HIPAChub
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What are the possible explanations for the rise in cases?

Did not use a sporicidal cleaning agent

Breach in isolation protocaol

Accidental sharing of resident washrooms

Resident wandering

New CDI cases admitted to unit contributed to source
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Image reproduced from: Ontario Agency for Health Protection and Promotion (Public Health Ontario), Provincial
Infectious Diseases Advisory Committee. Best practices for surveillance of health care-associated infections in patient
and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from:
https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf?la=en
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8. Communicate: Use surveillance information to improve practice

A

Routine communication to IPAC Committee — e.g., quarterly report of UTI
rates, skin and soft tissue infection rates, acute respiratory infection rates

TARGETED CARE AREAS

Targeted report to a particular resident care area or specialty care area

Outbreaks and emerging concern

Communication of surveillance data should take place on an ongoing, systematic basis

and be targeted to those with the ability to change infection control practice.



Communication @ @

8. Communicate: Use surveillance information to improve practice

COVID-19:

Everything You Meed fo Know

LELELELE 2L

20-30%

Know your audience

Make it clear and easy to follow
Focus on the main messages
Present using a standardized format

Use visual aids (pie charts, bar charts, graphs)




Lower Respiratory Tract Infections

E for Influenza Seasons 2000-2006 f
= 7
:

B i . : .
& /,/' \, v' Include title (with time
£ g e N\ frame, summary
g4 AN subtitle)
;'.E — —a#—Rate of lower v
E i 3 . respiratony tract Label axes
X B infections per v’ Y-axis: rate of
g 5 1,000 resident days infection
| I v’ X-axis: Time
5 v’ Indicate denominator
-E ﬂ 1 1 1 1 1 1 . .
= AprikNow  Aprnil-Nov April-MNov  April-Now  April-Mov  Apri-Now v Indicate timeframe

2001 2002 2003 2004 2005 2006 v Include a legend
Influsnza Seasons




Evaluation

9. Evaluate the surveillance system

*  Ongoing surveillance system improvement - Regularly review system and
make modifications as needed.

* Process Evaluation — e.g., How is the * Outcome Evaluation —e.g., Did the
system is working day to day? How surveillance system detect clusters or
can the process be improved? outbreaks? Which resident care

practices were changed based on
surveillance data?
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9. Evaluate the surveillance system

woce A T gy e

IPAC ‘\/@/’ o
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-
. evaluati ng
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systems

The Story of Casey.

https://youtu.be/ucLC6WovxPo



https://youtu.be/ucLC6WovxPo
https://youtu.be/ucLC6WovxPo
https://youtu.be/ucLC6WovxPo

‘

1.. MSESS thE Pﬂpulitiﬂl’l to bE su wﬁEd outh Ea: ‘ EDUCATION

2. Select the Outcomes for Surveillance IPAC \ “pouer

3. Use Established Case Definitions for Infection e '»-;» \8\ oec
\,~

\ /

Ouiste | Aursl Mastings | Bural frostense | Lennos & Acdingion | Lanark, Leeds & Granvilie

9, Evaluate the Surveillance _

surveillance Sﬁtem ”,,.-;5' Planning “‘a“i 4, Collect the Surveillance Data
Data
Evaluation Collection

8. Communicate 5. Calculate and
and Use Analyze
Surveillance Surveillance Rates
Information to b. Apply Risk
Improve Practice Stratification

Communication Analysis Methodology

T pd

Interpretation

7. Interpret Infection Rates

Image reproduced from: Ontario Agency for Health Protection and Promotion (Public Health Ontario), Provincial
Infectious Diseases Advisory Committee. Best practices for surveillance of health care-associated infections in patient
and resident populations. 3 rd ed. Toronto, ON: Queen’s Printer for Ontario; 2014. Available from:
https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf?la=en
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Specific resources about:

Antibiotic-resistant organism surveillance

Acute respiratory infection surveillance

Clostridium difficile surveillance



http://www.publichealthontario.ca/en/eRepository/PIDAC-IPC_Annex_A_Screening_Testing_Surveillance_AROs_2013.pdf
http://www.publichealthontario.ca/en/eRepository/PIDAC-IPC_Annex_B_Prevention_Transmission_ARI_2013.pdf.
http://www.publichealthontario.ca/en/eRepository/PIDAC-IPC_Annex_C_Testing_SurveillanceManage_C_difficile_2013.pdf
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What resources and tools are available?

OUTCOME SURVEILLANCE




Outcome Surveillance

Outcome surveillance is “monitoring changes in the
resident’s health status that can be attributed to their
care received at the home”

Goals:

* to identify clusters and outbreaks

* to compare infection rates to benchmarks

* to measure internal improvement over time



LTCH Surveillance Toolkit

* The LTC surveillance toolkit contains 6

tools to help guide LTCH in conducting
surveillance of infections in residents.
* |PAC Canada / Public Health Ontario
= webinar explaining the LTC surveillance

toolkit is available here.


https://ipac-canada.org/surveillance-statistics-resources.php
https://ipac-canada.adobeconnect.com/pxf6ft6uz9c9/
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Surveillance Readiness self-assessment form

Daily surveillance tracking form

Surveillance Training slides

Case definitions

Case validation forms

’
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- S A

Surveillance Database and reporting tool



https://ipac-canada.org/photos/custom/pdf/LTCSurveillanceToolkit_.pdf
https://ipac-canada.org/photos/custom/pdf/LTCSurveillanceToolkit_.pdf
https://ipac-canada.org/photos/custom/Members/pdf/LTCSurveillanceToolkit_AppendixC_TrainingToolforFrontlineStaff.pptx
https://ipac-canada.org/photos/custom/Members/pdf/LTCSurveillanceToolkit_AppendixA_CaseDefinitions.pdf
https://ipac-canada.org/photos/custom/pdf/LTCSurveillanceToolkit_.pdf
https://ipac-canada.org/photos/custom/Members/pdf/LTCSurveillanceToolkit_AppendixB_DatabaseandReportingTool_.xlsx

Surveillance Readiness Self-Assessment Form

S 1 | | ‘; acC (_‘;. LTC Surveillance Toolkit
urvelliance o e

Surveillance Readiness Self-Assessment Form

L
| '\ a d I I . e S S This self-assessment is used to determine readiness to implement the LTC Surveillance Toolkit. It is important to plan for implementation of the

Toolkit so that it does not conflict with other significant changes in the facility (e.g., significant staffing changes or the roll-out of another
program). Consider who should be consulted for support in moving forward with establishing a surveillance program. Ensure thereisa

S e | f_ a S S e S S r r l e nt designated lead for the initiative and confirm that time can be committed to a surveillance program.

Readiness Questions and Considerations Participant Response Comments

F O r I l . Surveillance in LTC facilities should involve Cves, we perform infection surveillance for

daily assessment and documentation of signs | infections
and symptoms of infection for all residents,
as well as collation, analysis and sharing of
the data.

OONo, we don’t perform surveillance for
infections

Do you perform surveillance for infections in
your LTC facility?

If you do perform surveillance for infections, | [OJwe don't follow best practice and we want
is your process following best practice? Is to improve our surveillance process
there a desire to improwve the process?

OOwe follow best practice and we are
satisfied with our current process

Ol don't know

Does this project conflict with other projects, | Oyes, we have other conflicting priorities at
priorities or significant changes occurring at this time

this time?
[INo, we have no other conflicting priorities
at this time
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Surveillance
Training Slides

Surveillance of Infections in

Long-Term Care

Training Presentation

Infection Prevention Prévention et contréle

sssssssssssssssssss
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Case Definitions

Surveillance Definitions of Infections
in Canadian Long Term Care Facilities

lennifer Happe, M5c'; Faith Saoll, BScM, RN, CIC'; Laured Biluk, BN, BN, CIC'; Karen Cargill, BN, RN, GNCIC);

Alisa Cuif, BN, RN, CIC°; Gwen Cerkowniak, BSN, RN, C1C"; Blanda Chow, MPH, RN'; lean Clark, BN, RN, CIC*;

Betty Anne Elford, BN, RN Darlene Fawoett, BN, RM2; Yvette Gable, BN, BN2; Sukhprest |agpal, BEH, CPHIC);

Lesley Moleod, MSc, CIC1; Caraline Meguerditchian, CIC; Daphne Murray, BN, RN, CHC%: Smit Patel, M5¢'; Mathalie Pigeon, BSCY;
Blair Ranns, MPH®; Monica Sephion, BN, BEN; Pavla Stagg, MM, BN, O1C'; Marilyn Weinmaster, BScN RN C1C7

# inferzion Frovension and Conrol Canaca @RAC Canaca), Surveillanoe and Applied Epidemiology mimnest Croop:

? AT Canada, Long Term Care et Croos;
" WA Canadda, Nenwork of Menworks inenes Croup;
# EAssociation des mlmmitres an prvennion des minctons

In parinership with

Acrredicanion Canada: Asoctaton of Medical Micobiology and infoctoes Dissase Canaca; Camadian Pasens Saioey ks,
Camimne for Communicable Discase and nioccion Conerol, Rbic Health Agemoy of Canada; IPAC Canada

BACKGROUND

The: Canadian Patient Safety Institute (CPS() and the Public Health
.*.!;Ent.',' of Canada [PHAC) hosted a national infection [:rm’enljm
andd control summit in November 2014, Participants came together
with the gnal of advanding infection prevention and control
praciices and reducing haalthcare-assodated injections (HAI) in
Canada. During this meating, measurement and surveillance,
spacifically improving consistency in surveiliance practices

amoss the country, suraced as a key theme and an adion plan
was creatied. Under the lesdership of Infection Prevention and
Control Canada (IPAL Canads) and the Asodation of Medical
Microbiology and Infectious Diseases Canada (AMMI Canadal, a
national commitiee was rested to help estzblish and implement
standand infaction case surveillance definitions for HALin aoute
care and kong temn care (LTC) facilities. Members of IPAC Canads's
Sureeillance and Applied Epidemiclogy, LTC, and Network of
MNenworks Interest Croups and the L'Association des infirmisnes en
prevention des infections formesd a working group to revise the
existing Society for Heathcane Epidemiokogy of America LTC facility
infaction surveillance: definitions. Case definitions were updated
basad on the Canacdian healtheare system and an increzsa in

criteria during an owtwazk.

TABLE 3. Surveillance Definitions for Respiratory Tract Infections (RTT)

niirmation, instead of a laboratory confirmed positive spedmen, can be used to meet case definition

Criteria

Commenis

A Common cold syndrome or pharyngits
[at least 2 criteria must be prasant]
. Runny nose or sneezing
. Stwffy nose (i.e., congestion)
- Sore throat or hoarsenass or difficulty in swallowing
- Dry cough
- Swollen or tender glands in the neck (cervical lymphadenopathy)
6. NP swab positive for a respiratory pathogen

W B b

Fever may or may not be present. Symptoms
mast be new and not attributable to allargies.

m

Influenza-fike illness (criteria 1 andfor 2 must be present, AND 3 or 4)
1. Fever
2. Mew and or increased cough
3. At least 2 of the following influanzz-like illness subcritaria
a.. Chills
b. New headache or eye pain
€ Myalgias or body aches
d. Malaisa or loss of appetite
&. Sore throat
f. Arthralgia (joint pain)
4. N/F swab positive for Influenza virus

Fever may not be present in the elderty. if
criteria for influensz-ike lines and another
uppear or lower BT are met 2t the same ime,
only the diagnosis of influenza-like illness
should be reconded. Because of increasing
uncertainty surrounding the timing of the start
of influenzz sazson, the peak of influenzz
activity, and the length of the sesson,
*seasonality” is no longer a oriterion to define
influenzadike illnes.

C. Pneumonia (criteria 1 and 2 must be present, OR eriteria 1 and 3)

1. Interpretation of a chest radiograph as demonstrating pneumonia or the
presence of a new infiltrate

2. Atleast 1 of the following respiratory subcriteria
a. Mew or increased cough
b. New or increased sputum production
c. 0, saturation <94% on room air or a redudion in (2 satration
of =33 from basaline
d. Mew or changed lung examination abnormalities
&. Pleuritic chest pain
f. Respiratory rate of =25 breathsmin

3. At Jeast 1 constitutional criteria (see Table 1)

For both pnevmionia and lower BT, the
presance of underfying conditions that

could mimic the presentation of a KTl (e.g.,
congestive: heart failure or interditial lung
diseases) should be exduded by a review of
dinical reconds and 2n asessment of presenting,
symptoms and signs.

. Lower respiratony tract infection (bronchitis or tracheobronchitis;
all 3 criteria must be present)

2. Atleast 2 of the respiratory subcriteria (a-) listed in section C above
3. At Jeast 1 of the constitutional oriteria (see Table 1)

1. Chest radiograph not periommeed or negative resulls for pneumonia or new infirate

[Ses comment for section C above. )
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Urinary Tract Infection (UTI) with an Indwelling Catheter

UTI with an Indwelling Catheter
Infection Case Validation Form
LTC Surveillance Toolkit

Unit: Resident Name: Physician Name:
Date: Date of Birth: Infection Onset Date:
Catheter

[ patient has an indwelling catheter
Date catheter inserted or last changed:

Microbiological Testing

The following criterion must be met using urine from a catheter specimen or a midstream voided urine from a resident whose catheter has been

removed within the previous 48 hours:
0 A urine culture with 210%fu/L of any organism(s)
Name of organism(s) cultured:

Signs and Symptoms of Infection

At least 1 of the following criteria must be met:

[ At least 1 of the following sign or symptom sub
a. Fever®, rigors, or new-onset hypotensic
b. Either acute change in mental status® ¢
. New-onset suprapubic pain or costover
d. Purulent discharge from around the cai
e. Acute pain, swelling, or tenderness of t

T A blood culture grows the same organism, wit

* *
g i et

Respiratory Tract Infection (RTI)

Respiratory Tract Infection
Infection Case Validation Form
LTC Surveillance Toolkit

Unit:

Bacid

Physician Name:

Date:

Date of Birth:

Infection Onset Date:

Signs and Symptoms of Infection

Common Cold/Pharyngitis

Influenza-like lliness

Pneumonia

Lower RTI

At least 2 of the following criteria
must be present that are new
and cannot be attributed to
allergies:

ORunny nose or sneezing
Ostuffy nose (i.e., congestion)
OSore throat or hoarseness or
difficulty in swallowing

ODry cough

Oswollen or tender glands in the
neck (cervical lymphadenopathy)
OIN/P swab positive for a
respiratory pathogen

Name of pathogen:

At least 1 of the following criteria
must be met:

OFever

OMew and or increased cough

AND at least 1 of the following:
OJAt least 2 of the following

a. Chills

b. New headache or eye

pain

c. Myalgia or body aches

d. Malaise or loss of appetite

e. Sore throat

f. Arthralgia (joint pain)
CIN/P swab positive for Influenza
virus

The following criteria must be
met:

Ointerpretation of a chest
radiograph as demonstrating
pneumeonia or the

presence of a new infiltrate

AND at least 1 of the following:
OAt least 1 of the constitutional
criteria*
OAt least 1 of the following
a. New or increased cough
b. New or increased sputum
production
c. 02 saturation <34% on
room air or a reduction in 02
saturation
of >3% from baseline
d. New or changed lung
examination abnormalities
e. Pleuritic chest pain
f. Respiratory rate of 225
breaths/min

All 3 criteria must be met:
OChest radiograph not
performed or negative results for
pneumania or new infiltrate
[CJAt least 1 of the constitutional
criteria®
[CIAt least 2 of the following
a. New or increased cough
b. New or increased sputum
production
c. 02 saturation <94% on
room air or a reduction in 02
saturation
of >3% from baseline
d. New or changed lung
examination abnormalities
e. Pleuritic chest pain
f. Respiratory rate of 225
breaths/min

*see Constitutional Criteria below
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Hospital name: Be Well Hospital a single infection per line, per user data entry preference
Year: 2020
Antimicrobial
Organism(s) ldentified

Was the
infection

) . determined to
Month Patient Name [zl iz Sex Ui Room # SIS Onset Date be acquired
Number loor Date .
within the

current facility?

Surveillance

C. difficile
Patient on Antimicrobial(s)
Indication for Use
Airborne
ARO Identified

K
II Other Organism Identified
||

Database and e e e e e e e e e

Total Infections

e p O r | g O O Summary of HAls (excluding those acquired outside the current hospital) Monthly rates of HAIs, per 10,000 patient days (excluding those acquired outside the currer

Patient piratory Skm
Month UTI
en Days n

Enter patient days
in column O ->

-1””-1-1-:-1-

Total Number of Hospital Acquired Infections by Month Monthly Infection Rates per 10,000 Patient Days

Information Toulint | aro |[EENRGH
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Outcome Surveillance

* Getting started is the hardest part.
° » Start small. Practice makes perfect.
TI Ps & »  Consider additional supports (IPAC Hub)
Tricl(s *  Be practical. What are your available

resources?

* |syour team ready? Ensure there is
support from your leadership and staff.
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What are the key pieces of your
surveillance system?

PROCESS SURVEILLANCE - AUDITING




Process Surveillance (Auditing)

Process surveillance is “measuring the things done to
or for a resident during their encounter with the health

care system”

Goals

*  To improve practices and processes

* To provide feedback and identify gaps in practice
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Image reproduced from: Ontario Agency for Health Protection and Promotion (Public Health Ontario), Provincial
Infectious Diseases Advisory Committee. Best practices for surveillance of health care-associated infections in patient
and resident populations. 3 rd ed. Toronto, ON: Queen'’s Printer for Ontario; 2014. Available from:
https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf?la=en
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What should we audit? €%

TABLE 1: RECOMMENDED PROCESS SURVEILLANCE INDICATORS

Acute
Surveillance Component e Care CLC N HHC Ta b I e 1 :
Adherence to ARO screening protocols for clients/patients/residents ” v v v R d d
Adherence to ARI screening protocols for clients/patients/residents = v v v v e CO e e
Adherence to screening protocols for tuberculesis in clients/residents . v v Process
Adherence to screening protocols for acute Gl infection in J s J / °
clients/patients/residents S u rve I I I a n ce
Influenza vaccination rates (clients/residents) = v v .
Pneumococcal vaccination rates (clients/residents) = v v I n d I Cato rs
Adherence to screening protocols for hepatitis, MRSA and VRE in 83-85 J s J
hemodialysis patients
Staff tuberculosis screening # v v v v Pa e 19 20
Staff vaccination rates including annual influenza vaccination = v v v v g
Sharps injury surveillance %0 v v v v
Adherence to central line protocols s v v v v




What should we audit?
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Acute

Surveillance Component ST Care CCC el HHC
Adherence to ventilator use protocols e v v

Adherence to protocols related to surgical procedures (e.g., pre- 86,87 /

operative antibiotic use)

Adherence to hand hygiene protocols s v v v v
Adherence to Routine Practices protocols, including the correct use of PPE %3 v v v v
Adherence to reprocessing practices protocols 102 v v v v
Adherence to environmental cleaning protocols %102 v v v
Adherence to IPAC construction/renovation protocols 100,10 v v v
Adherence to recommendations of the antimicrobial stewardship program ©3, 108, 108 v v v
Adherence to practices to limit urinary catheter use 1 v v v v

Legend: CCC= Complex Continuing Care LTC = Long-term Care HHC = Home Health Care

Table 1:
Recommended
Process
Surveillance
Indicators

Page 19-20
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Who should we audit? €9

* Anyone who has to perform the task in the course of their job
duties. This includes:

* Licensed health care personnel
* Unlicensed health care personnel
* Physicians

*  Trainees




Are staff prepared? -

* Ensure staff have proper training to S
perform the task.

* Ensure staff understand why
auditing is taking place

* Ensure staff are aware of the
auditing processes




Scenario: Are staff prepared?
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\ auditing
practices:
education

The Story of Theresa.
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https://youtu.be/val4sGiC1C8
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Are the auditors prepared?

South East ‘ (/_—&/J nnnnn
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Ouiste | Aursl Mastings | Bural frostense | Lennos & Acdingion | Lanark, Leeds & Granvilie

Recruit champions/auditors for your program

Ensure auditors are trained by a knowledgeable lead
about:

*  How to properly perform audits
*  How to document audits
* The importance of routine, planned observations

Complete practice audits (with another auditor) to
make sure they are comfortable with the process
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Evaluation Collection

Communication Analysis

gt P

Interpretation
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How should we audit? g€

Planned Observations vs. Random Observations

PLANNED OBSERVATIONS RANDOM OBSERVATIONS

PROS CONS PROS CONS

Can be scheduled to Unable to determine Ability to assess Requires large number of
ensure that all individuals behavior during the adherence during observations on all shifts
demonstrate regular routine course of normal work

competency duties

Scenarios can provide
feedback on individual’s
ability to choose PPE
appropriate for the
situation

Use standardized audit tools among

auditors.




How often should we audit? L

*  Frequency - Audits should take place at regular intervals as
defined by the organization

* Re-educate and audit whenever there is a change in
equipment/supplies and if rates of HAls are high or increasing.
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Evaluation Collection

Communication

.t P

Interpretation




How do we to provide feedback? -~ =
Feedback should be:

* Specific —When a break in protocol is
identified, it should be specific

* Timely —immediate feedback is the
most effective

* Positive — the feedback should be
given in @ manner that is constructive




How do we provide feedback? ..
Typeoffeedback  HowitWorks ~ ByWhom

Immediate Feedback Feedback given atthe Can be given by anyone;
time of the occurrence including observers, managers,
SUPEervisors or peers

Planned Feedback Feedback given at pre- Usually the responsibility of a
determined intervals  designated department or
through a type of assigned role
measurement system
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How do we use audit data? e

Routine report of compliance data can...

* provide valuable information to drive
improvement (e.g., ward/unit specific).

* identify gaps in practices which helps the
organization set priorities and develop
improvement plans




Communication
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Interpretation
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How do we evaluate? £ s _

* Regularly review and make modifications as
needed

* E.g., Do you ask for feedback or
suggestions from auditors and staff for
improvements to auditing process?

* E.g., Are there sufficient numbers of audits
are being done to ensure good quality
data?




Scenario: PPE Auditing

South East {‘-— ) i ( Q DUCA
IPAC =~ W =
e W
& &
ol Mastings | ;'A‘;'WM m-“\;;'-b“ Lanark, G

g process

surveillance:
PPE auditing

The Story of Forest Manor.

https://youtu.be/9L3| kzZl6DU
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What resources and tools are available?

PROCESS SURVEILLANCE - AUDITING




& —
IPAC ‘ K@A e

/—)\ NERS

Considerations for Auditing Tools - =

£

Paper Checklists Electronic Checklists Electronic Programs

Direct observation required Direct observation required Direct observation required
Pen / Paper Tracking Electronic Tracking Electronic Tracking
Manual data entry required No manual data entry required No manual data entry required
Manual data analysis Manual data analysis Automated data analysis

Lots of human resources Limited human resources
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What kind of auditing does your home conduct?

cleaning audits
and hygie

giene, IPAC audits, environmental, PP o
PPE audits =i

hand hygiene

Environmental cleaning

Fena':FiFiriuj-—- 3: ----- g

compliance
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Acute

Surveillance Component e Care CECE LIEE HEC
Adherence to ventilator use protocols s v v T bl 1

[ ]
Adherence to protocols related to surgical procedures (e.g., pre- 86, £7 / a e ¢
operative antibiotic use) Recommended
Adherence to hand hygiene protocals sese v v v v
Adherence to Routine Practices protocols, including the correct use of PPE = v v v v P rocess
Adherence to reprocessing practices protocols 5,103 v v v v Su rVEI||anCE
Adherence to environmental cleaning protocols S v v v Indicators
Adherence to IPAC construction/renovation protocols 100, 102 v v v (continued)
Adherence to recommendations of the antimicrobial stewardship program ©5, 104, 108 v v v
Adherence to practices to limit urinary catheter use s v v v v

Page 19-20

Legend: CCC = Complex Continuing Care LTC =Long-term Care HHC = Home Health Care
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*  Process of ensuring hand hygiene practices in
health care follow recommended guidelines

* Results will help identify interventions (education,
training, etc.)

* Conduct openly without interfering ongoing work

* Direct observation is the most common approach

* Use a standardized and validated tool for accurate
data collection




. [
Observation Tool for Long-Term Care Homes L~ Ontario Your 4 Moments for Hand Hygiene . Hospital A - Exam Room 1 = Hospital A - Exam Room 1

Deserverl: I Form-M- L] Facllty: LL1l Auditor: maria mmmm,
- (EETUHTHE Cael On-the-spot feedback Auditing: 1-Physician OutsideZone
DayofWese — Tr ta_"ﬂt'im-'_ ’ WashAlcoholRub
. utside patient envirenmen 2
Start Time: Lelef [ofa] ] Moment being observed: Enter new patient environment InsideZone
End Time: e el | S . A . = i =
[ 1. Before initial resident/resident environment contact Ei::a:;'i‘:;‘i:._ —— e e e —
Category: . o - [ 2. Before aseptic procedure
o i T e [ 3. After body fluid exposure risk
3= HATIW 7= Bood (ollerionLab/-ay 1 = Recwmation Seaff 15 = Personal Services™ D 4. After resident/resident environment contact %
4= Shert 3 = Toespy it Pyl [ e — i .
= = g I:? I;;’g ene ml‘?:tllafj' h D Missed AsepticProcedure (ASP while touching PATIENT)
- I, e
- | [ Gmory | [t | [ oo w as sse TouchPatient (ASP while touching PATIENT)
| CIHSMTEN CUFLATEN | CISSEATEN CNTAOEN 1 CHECMIEN CUFLMUEN 1 CIRRSATON CIAFTHT00 Other considerations: Body Fluid
E:—ﬂ glﬂ-lﬂ E:;—ﬂ’ 5:;5:1 E:—lﬂ' gm EI:!:'-SP Eﬂﬂ [ Gloves without cleaning  [] Incorrect nail length -- Opportunity Boundary —
Mised C Msed D "
DIz DRl OIWsh Dl ash [ Bracelets worn [ Rings wom
Emm S“!; E:imo:ﬂs Eﬂ; Smus S?."!“ Egggm B:EEB [ Contact time less than 15 seconds b wash - B Complied I Missed
2 E‘MTM Eurr-mm 1 Em-mm gmpmm 1 Em EMM 1 Eu:r-mmrr Emmam Moment being observed: ;
g:‘“’ g"""“ E::“” g:::;::l % M [ 1. Before initial resident/resident environment contact g B e
CIWah DRz Ot O Wash [ 2. Before aseptic procedure o s Wiy - e~
[J4. After body fluid exposure risk , ?
[J 4. After resident/resident environment contact S
1 CIRG-PATENY CIAF-PAUENY 1 CISSFPATENY CIASTPAUENV 3 CISCFPAUENY CIAFFSAT/ENY 3 CIBEFSAT/ENY O AFT-SAT/ENV .
T T E T E E E E i . jean
CIEE-45P  CIAFT-BAL OEFAS  CAFTERL CIEE-AW  CIAFIER OREFASF  OAFER glig I:;’glene '"QD“‘\?' h M d *——' : 3 : -
Tl CMEse] O L= CTub W =) ELEE 1 as isse
Ozh Dzl Omsh Dash )
Diiaves Dieime Dldlmes D1 Glowes Other considerations: _ )
[ Gloves without cleaning LamaFatint Ervcomant NotWisbla
(4 CIGERTENY CIAFEATENY 4 CISFATON COFRAEN (& CORGEAUEHY CIFEPAIEN ¢ CIOGEPATONY CIAFT7870Y [] Contact time less than 15 seconds o wF-AT/NY wr-ase aTant AFT-PATINY
eGP AR DEFA®  OmEen DEEAP  CAFER DBEASP  DAFER
O OMised Db OMisen S © MEsed Ons O hissed
Clash Dwasa Cywash O Wash For more information, please contact handhygiene@oshpp. ca
LTE— Dcime LT Dl Gloves or vasit publichealthontanio ca/JCYH
Indication ™ Compliancer Complied? Obterved
= H H BEF- LT L —
£ fraserhealth  Hand Hygiene Audit Form B ROz e | .
‘ SubmIt Audits at hh. Maaudit.com P - . .
Better health. Best in health care. Fosrm Updalac Aiigest 28, 230 P 2 U 20
Facility [ unit AFT-BFL ] 73
Dbserver Name l Date/Time AFT E .
91 & 1274 136
HCFP GROUP | HCP DISCIPLINE BAT/EMY 30N 1274 1361
Direct Care RNRPN LFN Care Aide Student Nurse | ESN NF
Physicians MD Med StudentResident handiardl L e
L arn bty 5 1
Clinical Lak Personnel Dietitian Pharmiacist Social Worker Medical Tech. Renal Tech. SR TR T T
Physiotherapist | Occ. Therapist Resp. Therapist | Rec. Therapist Rec. Aide Rehab Assist.
5LP Forter
Other Hou I Food Services Unit Clerk Maintenance Voluntesr TP - Bty il Pasisrn el .
- Comact by Coegory of meath Care Provder I -ASF © Befos
x| Heath Hand Hygiene Moment Hand Hyglene | | Factors That scengpae Brpashon ey Conigary ol i Cave Pravidr 7Y
B Care Use a separate line for each - o _ ) - - =
2 | Provid momentbbservation o bl sl lnrlllgs WL it ety Wiad Dot Bk by Canegas, o magin - % g *
Indicate A= ABHR R = Ringe Use the descriptions provided on the aw e W T-PRT UMY - i e P P —- o M -
Specific | et BL. | saors | after Body | Afier Pt or M =M W =Wirictmmar R g by iy Sl P g = B = H
discipline | 27O Aceptio | Fluld Risk | PL Envir. - =
Condagt | PTooedune | Expocure | Contset 5 A M N R | W = -
1
F]



https://www.fraserhealth.ca/employees/clinical-resources/coronavirus-information/ltc-al-il/resources/chapter-2---fundamentals-of-proactive-prevention/audit-tools
https://www.fraserhealth.ca/employees/clinical-resources/coronavirus-information/ltc-al-il/resources/chapter-2---fundamentals-of-proactive-prevention/audit-tools
https://www.publichealthontario.ca/en/health-topics/infection-prevention-control/hand-hygiene/jcyh-ltch
https://www.publichealthontario.ca/en/health-topics/infection-prevention-control/hand-hygiene/jcyh-ltch
https://www.publichealthontario.ca/en/health-topics/infection-prevention-control/hand-hygiene/jcyh-ltch
https://www.publichealthontario.ca/en/health-topics/infection-prevention-control/hand-hygiene/jcyh-ltch
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What type of hand hygiene audit tool do you use?

Pen/Paper

-y U
.

Electronic Form

Electronic Database/System

=

i

No auditing currently being done

(D Start presenting to display the poll results on this slide.
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What specific tool do you use?

facility provided

created own facility paper tool

JCYH On the Spot Hand Hygiene tool
JCYH document

Speedy Audit

Facility made one
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PPE Auditing L.

*  The process of ensuring staff using PPE are
following guidelines

* To ensure PPE is provided, used, and maintained
in a safe and reliable manner

*  To monitor the correct and consistent use of PPE

*  Direct observation would be the most common
approach




Donning lssues

Mo

comments

Performed Hand Hygiene

Tied gown and fastened
at the neck and waist

Selected appropriate
mask o respirator

Applied mask
appropriately

Selected Eye Protection if
appropriate

Applied gloves to cover
cuffs

Doffing lssues.

Used proper glove in
glove technigue for
removal

- ~ ™ = wn © ~ o @ =i —_
I3
]
| = = = T | |= H = | = -z
Category of HCW
Donning PPE
1. Hand hygieneis Immediately prior to accessing and donning PPE, all
performed surfaces of hands and wrists are cleaned with either
Alcohol based hand rub (ABHR) or hands are washed
with soap and water
2. Donning PPE is donned at least two-metres away from the

patient: Within the anteroom (if available) or
immediately outside the patient room.

Performed hand hygiene

Removed face shield or
googles without touching
face

Removed gown using
appropriate rolling
technique

Took care not to have
inside of gown touch
clothing

Performed hand hygiene
Observation

Took care not to touch
unprotected areas of the
body or clothing

Did not adjust mask or
clothing

3. Gown is donned
correctly

The gown covers the torso and is secured by ties at
the neck and waist or back.

4. Procedure/surgical

mask is donned
correctly or;

Elastic loops are secured behind the ears or ties are
secured at the back of the head and neck. Mask is
secure on the face, covering the chin with the nose
band molded to the bridge of the nose.

South East | EDUCATION
IP c \g J PRACTICE
E5
A poLICY
HUB & SPOKE PARTNERS

Ouiste | Aursl Mastings | Bural frostense | Lennos & Acdingion | Lanark, Leeds & Granvilie

Public Health Ontario

has an audit tool
coming out soon!

T MY CONRCY avtaace woome

3 77.14 %

- - - -

TS P AT
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What type of PPE audit tool do you use?

Pen/Paper

Electronic Forms
Electronic System/Database
4 %

No auditing currently being done

(D Start presenting to display the poll results on this slide.



Environmental Cleaning Auditing -~ -~

*  Process of ensuring that environmental cleaning
techniques being practiced follow recommended

guidelines.

* Results will help identify interventions (education,
training, process improvements, etc.)

*  Methods include:

*  Observational Methods (visual assessment of cleanliness,
performance observations, satisfaction surveys)

*  Post Cleaning Testing of Surfaces (environmental marking*,
ATP bioluminescence, environmental cultures)




Table 7: Observational Methods Used to Monitor Cleaning and Cleanliness in Health Care Facilities

Method Description Advantages Disadvantages
Visual Trained observer (e.g., * Easy to implement®™® * Results do not correlate
assessment environmental service . with levels of microbial
176,452 : Useful to assess whether 3%
: supervisor) assesses u o contamination
leanli ‘ a “hotel clean” has been
cleanliness of an area :
ollow leani obtained » Does not assure that a
ollowing cleanin
& 8 “health care clean” has
* Allows feedback to _ i
e . been achieved
individual environmental
service staff * Results may vary across
. 376
different observers
Performance | Environmental service * Easy to implement™™® * Time consuming
observation supervisor observes . .
230976 P » Useful to assess that = Labour intensive®™®

environmental service
workers perform cleaning

facility procedures for
cleaning are performed
correctly®®

Allows feedback to
environmental service
staff

Performance while
observed may not be the
same as performance
when not observed™™®

Satisfaction
surveys 153

Patients/residents/clients
complete surveys and
provide feedback on the
facilities’ cleanliness

Useful to ensure needs of
client/patient/resident
are met

Results may not correlate
with levels of microbial

. . 453
contamination

EDUCATION
PRACTICE
POLCY
PARTNERS

Ouiste | Aursl Mastings | Bural frontenss | Lennos & Acdiagion | Lanask, Leeds & Gramvillie

Ontario Agency for Health Protection and Promotion (Public
Health Ontario), Provincial Infectious Diseases Advisory
Committee. Best practices for environmental cleaning for
prevention and control of infections in all health care settings.
3rd ed. Toronto, ON: Queen’s Printer for Ontario; 2018.
Available from: https://www.publichealthontario.ca/-
‘media/documents/b/2018/bp-environmental-cleaning.pdf



https://www.publichealthontario.ca/-/media/documents/b/2018/bp-environmental-cleaning.pdf

Table 8: Assessment of Cleaning Through Testing of Surfaces Following Cleaning

Method Description Advantages Disadvantages
Environmental Prior to cleaning, * Allows direct assessment | = Does not directly
marking ** environmental surfaces of cleaning thoroughness measure microbial

are marked with an
invisible tracing agent
that can only be seen
using a revealing agent.

After cleaning, a
trained observer can
check to determine if
the tracing agent was
removed from the
surfaces during
cleaning. Failure to
remove the tracing
agent from a smooth
surface suggests that
the surface was not
cleaned.

(i.e., proportion of
surfaces actually cleaned)

s Allows assessment of

which high- and low-
touch surfaces are

cleaned consistently and
which are omitted

» Associated with rapid
improvement when
constructive feedback is
provided

* Easy to implement

» Results easily
understood*

contamination

* Does not measure quality
or intensity of cleaning

(i.e., a single wipe will
remove marker)

* Does not assess
adequacy of cleaning of
unmarked surfaces

» Surface texture may
affect removal of the
tracing agent
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Ontario Agency for Health Protection and Promotion (Public
Health Ontario), Provincial Infectious Diseases Advisory
Committee. Best practices for environmental cleaning for
prevention and control of infections in all health care settings.
3rd ed. Toronto, ON: Queen’s Printer for Ontario; 2018.
Available from: https://www.publichealthontario.ca/-
'media/documents/b/2018/bp-environmental-cleaning.pdf



https://www.publichealthontario.ca/-/media/documents/b/2018/bp-environmental-cleaning.pdf

Scenario: Environmental Marking

) ®
environmental
marking

8 The Story of Patrick.
-

https://youtu.be/GUYkrhRvYUE



https://youtu.be/GUYkrhRvYuE
https://youtu.be/GUYkrhRvYuE
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TERMINAL CLEANING
Record results of evaluation for each surface on the check list for every room monitored. Use the following symbols for marking:
0 =NOT CLEAN, X=CLEAN, LEAVE BLANK=NOT EVALUABLE MNOTE - USE CAP LETTERS "X" AND "O"

The percentage of individual surfaces cleaned will be automatically calculated in Sheet 2 (Aggregate Score Sheet). South East EUGATION
F—_— . PRACTICE
Please report aggregate scores calculated for each category highlighted in Sheet 2 (Aggregate Score Sheet). IPAC SRR
HUB & SPOKE PARTNERS
High Touch | High Touch I High Touch Il
Date of | Date of Bedside
Marking |Evaluatio Bed Traw Call box | Telepho | table Bm light - —
Unit | Bm No. (if n rails table IV pole | { button ne handle Chair | Bm sink | switch Oubsts | Rursd Mastings | Rursl frostensc | Lamnos & Acdiagion | Lanark, Leeds & Granvitie
[
Audit Dates No. of No. of Overall
[tem "clean” audits cleanliness for
lan Feb Mar Apr May Jun hu g Sep Oct Ko Dec | Ludit resubts | conducted -

Bednll clean dean | missed  dean clean clean clean clean clean clean L] 10 90%:

Bedside mble missed | chean clean cean | missed dean | missed  clean clean clean 7 10 0%

Call bell cean | missed cdean missed cean  missed dean | missed  clean | missed 5 10 50%

Chair armi chean clean clean clean clean cleani cleani cleani clean clean 10 10 100%

Curtain edge missed  missed  cean | missed  missed  chean cean  missed missed  clean 4 10 0%

Dioar knab clean chean cean | mised  dean cean | missed  dean clean clean ] 10 i

Drip stand missed | missed  clean cean | missed missed  dean dlean clean = missed 5 10 50%

EC: machine missed | clean clean cean clean cean | missed  clean clean clean | 10 B0%

Example: The Overa” Cleanlng rate fOF t0||et Seat N the Keyboand mizsed  chean chean cean | missed | cean clean cleani cean = missed 7 10 T0%

1 . Light switch missed  chean missed  chean cean | missed  missed | dean | missed | missed 4 10 Al

last 10 months is calculated as follow: :
Sink missed = missed mised dean | missed missed missed missed dean | missed H 10 0%
Tab missed = clean | missed  clean cean | missed  clean clean cean = missed [ 10 60%
H H o" ”

# a u d |tS W|t h c | ea n res u It = 4 Telephons clean clean chean cean | missed  cdean chean chean dlean dlean 9 10 9%

Tollet hardie mizsed missed  cean | mised  cean | missed | dean clean | missed = dean 5 10 5%

Tollet seat missed  clean mizsed clean  missed missed  cdean | missed | missed | dean 1 10 Ll

# audits conducted = 10 Wo. of “dean® items 5 10 10 11 8 ] 10 1 1 8 8 2%

Na. of "milssed" items 10 1 1 L] 7 7

._.
=
=
[

Maonthly cleaning rate EEL Y b 4. nE 5% 5% TR % % B

Overall cleaning rate = 4/10 x 100% = 40%




Audit Progress

Units: All Units
Area: Patient Room
100%
20% [z
80% [udite] Target|
! =
60%
35
30
40% 25
20 19
15 13
20% "
5 7
0% 0
1 2 3
01E

= it Count ——- Target

312019 - 711172019
Units: All Units

Type: All

Area: Patient Room

Top 3 HTOs % Cleaned

Bathreom Dispenser 100.00%
Bathreom Inner Door 100.00%
Knob

Bathroom Light Switch 100.00%
Bathroom Sink 100.00%
Bed Rail/Controls 100.00%
Bedside Table Handle 100.00%
Chair 100.00%
Commiade 100.00%
Light Cord 100.00%
FPatient Room Dispenser 100.00%
Room Inner Door Knobs 100.00%
Room Light Switch 100.00%
Telephone 100.00%
Toilet Flush Handle 100.00%
Toilet Seat 100.00%
Tray Table 100.00%
Bottom 3HTOs % Cleaned
Room Sink NaN
Bathroom Handrail by BE.6T%
Toilet

Call Button B3.33%

Hito

Eathroom Cispenser
Eathwoam inner Door Knob
Eathroom Light Swiich
Eathiroam Sink

Bed Rall'Contmils

E=gdside Table Handie
Chalr

Commode

Light Cord

Patient Room Dispersar
Foom Inner Door Knobs:
Room Light Switch
Teiephone

Toilet Flush Handie

Tollet Seat

Tray Tahie

Call Button

Eathimam Handrall by Toilet
Foom SNk

% Cleaned

Units: All Units

Type: All
Area: Patient Room

(Y -

South East |
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Ouiste | Aursl Mastings | Bural frostense | Lennos & Acdingion | Lanark, Leeds & Granvilie

High Touch Object Baseline Change Over Trend
Basel

Bathroom Dispensar

Bathroom Handrail by Toilst

Bathrocm Inner Door Knoky
- .

Bathroom Sink

Bed RaillControls

Eedside Table Handle
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What type of environmental cleaning audits do you do?

Visual assessment
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Process Surveillance (auditing)

Tips &
Tricks

Getting started is the hardest part.
Start small. Practice makes perfect.

Consider additional supports for setting
up the program (IPAC Hub)

Be practical. What are your available
resources?

|s your team ready? Ensure there is
support from your leadership and staff.
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Antimicrobial Stewardship Strategy:
Prospective audit with intervention and feedback
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Antimicrobial Stewardship in Long
Term Care

We promote and support antimicrobial stewardship as an effective strategy for limiting
inappropriate and excessive antimicrobial use, while improving and optimizing antimicrobial
therapy and clinical outcomes for residents in long-term care (LTC). Overuse of antibiotics,
particularly in the older adults, has been associated with an increased risk of harm. Fifty percent
of antibiotics in LTC are not needed. Residents in homes with higher antibiotic use experience a
twenty-four percent increase risk of antibiotic-related harm.

Long-term care residents present unique challenges to antimicrobial stewardship. See resources
below to encourage antimicrobial stewardship in LTC.

Thils i an ovenview and not intended to be an
all-inclusive summary. A% 8 general principle, petients
IMUsE be monitonsd by the hesith care beam after
changes to Eherspy resulting from recommendsticns
imsde by the antimicrobisl stewsrdship tesm.

Frospective audit with inbervention and fesdback invokes

Pricrity Level: A
Difficulty Level: 3

Program Stage:

Antimicrobial Stewardship

the of antimicnobial therapy by trained
inativiichuals |Lsuslly physicans and/or pharmacists], who
meske necommendations ko the prescribing serdce in real
time when therapy is considered suboptimal.

Audits are often performed by trained pharmacists
(rtectious disemse training iz prefered but not esental™],
icienlly with physicans who have infectious cizease
expertise available for consuRtation on mone complex cases.
It is important for pharmacists bo heve physican support,
peartioutarty at the beginning of a program and if the:
prescribers are unfamiliar with the antimicrobial
stewardship pharmacist. This will help improve

Ankimicrobisl Stewarcship Strategy: Frospective sudit with intervention and fesdbac

recorn ion uptake by prescripers and increase
pharmacist credibility. Phyzidan support cam incluce:
®  IntToduction of the antimicrosial shewerdship
program pherradst to prescriders.
®  Baing reacily availanie to the pharmacist for mnsukstion
and to mest with prescribers when requined.
®  Reinforcing pharmacists recomimendstions.

The frequency of reviews will d=pend on stafting levels and
an range from caily to weekly.

Fage1of 12



https://www.publichealthontario.ca/en/health-topics/antimicrobial-stewardship/long-term-care
https://www.publichealthontario.ca/en/health-topics/antimicrobial-stewardship/long-term-care
https://www.publichealthontario.ca/-/media/documents/A/2016/asp-audit-intervention-feedback.pdf?la=en
https://www.publichealthontario.ca/-/media/documents/A/2016/asp-audit-intervention-feedback.pdf?la=en

Auditing other processes? e
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Summary

v Health care settings must monitor targeted IPAC processes with regular audits of
practices.

v Health care settings must monitor targeted IPAC outcomes using surveillance for
health care-associated infections in specific populations.

v Infection surveillance must include: Standardized collection of data using written
definitions of infections, identification of risk population, methods of
measurement, description of data sources, and benchmarks used for comparison.

v Results of process and outcome surveillance must be analyzed and reported back
in a timely fashion. Based on the surveillance results, a plan for improvements
(including organizational accountability) must be developed.
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What is your next step to making/changing/improving your
current surveillance program?

do environmental audits with glow germ

seek other ipac persons to help evaluate our program
including environmental audits

updating case definitions, i.e. UTI

more tools

Need to review

Glo Germ environmental audits

getting more resources
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If you need help setting up your  Visit our website at:

surveillance system, please https://kingstonhsc.ca/healthcare

contact us by email: ; .
-providers/se-ipac-hub-and-spoke
SEhubintake@kingstonhsc.ca s [se-ip D



mailto:SEhubintake@kingstonhsc.ca
https://kingstonhsc.ca/healthcare-providers/se-ipac-hub-and-spoke

Ouiste | Aursl Mastings | Bural frostense | Lennos & Acdingion | Lanark, Leeds & Granvilie

Thank Youl!
Questions?

SEhubintake@kingstonhsc.ca
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* Auditing and Feedback of PPE Use: https://www.cdc.qov/infectioncontrol/pdf/strive/PPE104-508.pdf

* IPAC Canada Position Statements:

* https://ipac-canada.org/photos/custom/Members/pdf/IPAC LTC Surveillance Position Statement June2019 FINAL.pdf
» https://ipac-canada.org/photos/custom/pdf/positionStat LTCH 28July2021 English.pdf

* Long Term Care Surveillance Toolkit in Collaboration with Public Health Ontario: https://ipac-canada.org/surveillance-statistics-resources.php



https://www.publichealthontario.ca/-/media/documents/i/2021/ipac-ltch-principles-best-practices.pdf?la=en
https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf?la=en
https://www.publichealthontario.ca/-/media/documents/b/2018/bp-environmental-cleaning.pdf?sc_lang=en
https://www.publichealthontario.ca/-/media/documents/b/2012/bp-ipac-hc-settings.pdf?sc_lang=en
https://www.cdc.gov/infectioncontrol/pdf/strive/PPE104-508.pdf
https://ipac-canada.org/photos/custom/Members/pdf/IPAC_LTC_Surveillance_Position_Statement_June2019_FINAL.pdf
https://ipac-canada.org/photos/custom/pdf/positionStat_LTCH_28July2021_English.pdf
https://ipac-canada.org/surveillance-statistics-resources.php

