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t has been said that fl ying is a very 
safe way to travel. In fact, the 
probability of a person being killed in 
an airline accident on a single fl ight 

is eight million to one. If a person were 
to randomly board one fl ight per day it 
would be over 21,000 years before they 
would be killed.1

This is an extremely low risk 
compared to the often quoted 5-10% 
(or 1 in 10 to 20 risk) risk of acquiring an 
infection from a healthcare encounter 
or stay.

Why is fl ying so safe in contrast to 
healthcare?

Perhaps it is due to the fact that 
when there is an airline accident there is 
instant media and public attention drawn 
to the fatalities and injuries, especially 
when there are numerous casualties. 
After each accident there is also an 
immediate investigation with a special 
team brought in to scour the wreckage 
and review cockpit voice recordings and 
other “black box” data. After extensive 
review recommendations are made 
which are communicated throughout 
the airline industry in an effort to 
prevent similar occurrences. In addition, 
as a preventative measure, there are 
scheduled maintenance routines for all 
aircraft and regular inspections. Also 
each fl ight crew and cabin crew follows 
a preset mantra of safety protocols 
before and during each take-off and 
landing. The public would be reluctant 
to fl y if these actions were not in place 
and fl ying would likely not be as safe in 
the absence of these measures.

When you compare the attention 
given to fl ight accidents there is very little 
public attention drawn to healthcare 
acquired infections (HAI). Currently very 
few provinces mandate or encourage 
public reporting of HAI. It is usually only 

EDITORIAL

Lessons from the airline industry

This happens after each airline acci-
dent. While it would be next to impos-
sible to do this for every infection, 
there are some key tools available to 
ICPs which could assist with this. Tools 
such as root cause analysis and failure 
modes effect analysis (FMEA) can assist 
ICPs to further analyze infections and 
determine critical points for intervening 
to prevent future infections.

• Unlike the airline industry, there are 
no “black boxes” or cockpit voice 
recorders in healthcare. In healthcare 
there are some methods to review the 
actions or processes that may have led 
to an infection. These include audits 
of healthcare processes, reviews of 
patient\client\resident health records 
and review of quality improvement 
tool data including audits. The key is to 
take the information gathered through 
these methods, analyze it and then 
ensure that any needed actions are 
incorporated into practice. In addi-
tion there should be a mechanism to 
ensure that this information is shared 
more widely to assist other settings to 
prevent similar occurrences.

Even the most nervous airline passenger 
does not have to ask the pilot and crew if 
they have followed their checklists. They 
entrust their well-being and safety to the 
crew in the assurance that, regardless of 
which airline or crew, the checks are in 
place and that they will ultimately have a 
safe voyage. 

Can Canadian healthcare recipients 
be assured of the same level of infection 
prevention regardless of which Canadian 
healthcare facility they visit and that 
everything possible will be done to 
ensure they will be safe from HAI?  

Pat Piaskowski, RN, HBScN, CIC

Clinical Editor, Canadian 
Journal of Infection Control

when there are outbreaks, occurrences 
of new diseases (such as pH1N1) or 
clusters of deaths that there is any form 
of public attention.

Other differences include a few of 
key actions taken by the airline industry 
which may or may not consistently take 
place in health care.
• Standardized protocols for routine 

practices and activities – in the airline 
industry there are numerous checklists 
that each fl ight and cabin crew goes 
through before the plane leaves the 
ground. These are not set by each 
airline but are industry standards. It is 
notable on every fl ight on every airline 
the protocols and checks are the same: 
“seat belts on, seat backs and tray 
tables in upright and locked position 
and carry-on baggage safety stowed.” 
This does not vary regardless of the 
airline, point of departure or crew. This 
is in contrast to the protocols taken 
to control and prevent infections in 
Canadian healthcare settings. The fact 
that there is variation among provinces 
and various healthcare settings is due, 
in part, to only a few provinces or 
regions which have current standards 
or protocols for key aspects of infec-
tion prevention. In addition, some 
current national infection prevention 
and guidelines are well over 10 years 
old or must be purchased. This leaves 
ICPs in areas which lack standardized 
protocols to come up with their own 
protocols based on resources they 
can easily access. This results in varied 
protocols across the country and an 
uneven application of infection pre-
vention measures.

• Review and analysis of each accident 
along with development of recommen-
dations and consistent follow-up to 
ensure compliance across the industry. 

I

1 http://www.planecrashinfo.com/rates.htm 
  (accessed September 13, 2010)
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ABSTRACT

Issue
The impact of glove induced contact 
dermatitis is a concern for occupational 
health professionals and infection 
prevention professionals. According 
to the literature, many factors are 
responsible for contact dermatitis. This 
review will focus on the role of gloves in 
causing contact dermatitis.

Literature review
Adverse reactions to gloves may range 
from a mild irritation to a serious 
allergic response (1,2). The four major 
types of skin reactions associated with 
gloves are: immediate hypersensitivity 
(Type I allergy or latex allergy), delayed 
hypersensitivity (Type IV allergy or contact 
dermatitis), irritant contact dermatitis or a 
combination of the above.

Properly designed and conducted 
studies to determine prevalence of 
dermatitis are rare. Surveys indicate that 
up to 70% of hospital staff self-report 
hand dermatitis (3), and 30% of healthcare 
workers report contact dermatitis to 
natural rubber latex and synthetic rubber 
products (4). Sensitization is attributed 
to the latex proteins and other chemical 
products used in gloves manufacturing (5). 

Conclusion
This review provides readers with 
scientifi c and medical evidence related 
to glove induced contact dermatitis. 
It also is intended to enhance health 
care personnel understanding of the 
issues related to glove induced contact 
dermatitis. 

PROTECT YOUR HANDS; 
OPTIMIZE GLOVING PRACTICE

Intact skin is the best barrier against micro-
organisms. Medical examination gloves 
cover an average of 1,500 cm2 of skin 
and prevent 77% of hand contamination 
(2). The impact of glove induced contact 
dermatitis is a concern for occupational 

health professionals and infection pre-
vention professionals. According to the 
literature, many factors are responsible for 
contact dermatitis. This review will focus 
on the role of gloves in causing contact 
dermatitis.

Adverse skin reactions 
associated with glove use
Adverse reactions to gloves may range 
from a mild irritation to a serious allergic 
response (1,2). The four major types of 
skin reactions associated with gloves are: 
immediate hypersensitivity (Type I allergy 
or latex allergy), delayed hypersensitivity 
(Type IV allergy or contact dermatitis), irri-
tant contact dermatitis or a combination of 
the above.

Properly designed and conducted stud-
ies to determine prevalence of dermatitis 
are rare. Surveys indicate that up to 70% 
of hospital staff self-report hand derma-
titis (3) and 30% of healthcare workers 
reported contact dermatitis to natural 
rubber latex and synthetic rubber products 
(4). Sensitization is attributed to the pro-
teins and other chemical products used in 
gloves (5).

A Type I hypersensitivity response is a 
reaction to residual latex proteins found 
in natural rubber latex. The reaction is 
immediate, typically occurring 5-30 min-
utes after the initial contact. The symptoms 
include swelling and redness localized to 
the site of exposure as well as non specifi c 
symptoms of itching and burning. The 
symptoms can spread to areas remote to 
the site of contact with the glove, and may 
be accompanied by conjunctivitis, rhinitis 
and/or bronchial obstruction. In rare cases, 
symptoms of anaphylaxis can occur (6). 
In 2002, an immediate Type I response 
latex allergy represented up to 33% of all 
glove-induced dermatitis (5). To limit the 
transfer of latex proteins, manufacturers 
now produce dip-molding polyurethane 
and silicone inner coating in powder-free 
latex gloves.

 A Type IV allergy is a reaction to a spe-
cifi c allergen, such as the chemical residue 
from the glove manufacturing process. A 

Protect your hands; optimize gloving practice
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Type IV allergy represents up to 20% of 
all glove-induced dermatitis (5). Reac-
tions are typically induced by chemical 
accelerators used in natural rubber latex, 
nitrile, polyisoprene, polychloroprene and 
polyurethane gloves. Studies present posi-
tive patch-test readings to accelerators for 
fragrance mix (13%), thiurams mix (8%), 
carbamate mix (4%) and mercapto mix 
(1%) (7). Other hand dermatitis is sparked 
by polyvinyl chloride or vinyl gloves 
made of plastic composites. Phthalates 
in these gloves induce delayed contact 
dermatitis (8). Other causes of sensitivity 
include lanolin used as a glove softener, 
poly-oxy-propylene-glycol used as a 
coagulant in the manufacturing process, 
and coloring pigments (9). The response 
is delayed rather than immediate, and 
usually occurs 6-48 hours after the initial 
contact. Symptoms can last for up to four 
days and may include swelling, cracking, 
itching, weeping, and dryness of the skin 
at the site. Although dermatitis can extend 
beyond the area of contact, a Type IV 
response begins when the antigens, such 
as residual chemicals leached from the 
glove, penetrate the skin and trigger the 
formation of T-cells sensitized to specifi c 
antigens. Repeated exposure to the anti-
gen in allergic individuals can re-activate 
sensitized T-cells and produce an infl am-
matory response, causing Type IV allergy 
symptoms (1).

Irritant contact dermatitis is the most 
common factor, representing up to 40% 
of all glove-induced dermatitis (5). Irritant 
contact dermatitis is a non-immune reac-
tion, which affects some surgical glove 
users (1).

Wearing gloves for long periods can 
also damage the skin barrier and present 
symptoms such as skin dryness (10,11). 
Long-term glove occlusion can increase 
trans-epidermal water loss of the skin and 
affect the skin’s barrier function (11). In 
addition, the occlusion nature of gloves will 
keep breakthrough chemicals in contact 
with the skin (12). Under occlusion, the 
permeation of chemicals and the response 
of irritants and allergens in the skin can be 
heightened several-fold (12,13). Therefore 
it is important to select a glove based on 
the length of time it will be worn and its 
durability. Controlling the extent of glove 
usage will limit trans-epidermal water loss, 

and a better resistant glove material will 
prevent high leakage rates.

Alkaline gloves alter the normal skin 
surface pH level of 5.5. Studies demon-
strate that the pH average of powder-free 
gloves is 5.8, where powdered gloves aver-
age a pH of 7.5. Alkaline gloves demon-
strated increased skin dryness and irritation 
(14). In addition, mechanical irritation is 
mainly created by glove powder. Stud-
ies have also shown that glove powder 
signifi cantly alters the skin’s roughness (15). 
Finally, endotoxin levels differ between 
gloves. It has been shown that glove endo-
toxin contamination may alter the skin’s 
integrity (16).

In practice, it is not uncommon for 
endogenous irritant and allergic etiologies 
to coexist in the development of certain 
eczema. It is important to seek in the 
history, or by a home or workplace visit, 
any recreational and occupational factors 
that may exacerbate any of the above 
described symptoms. The management 
of irritant contact dermatitis principally 
involves the protection of the skin from 
the irritants. The most common irritants 
are soaps and detergents, although water 
itself can be an irritant. The principles of 
management involve avoidance, protec-
tion and substitution.

Some recommendations from occu-
pational health offi cials to minimize the 
impact of glove-induced contact dermatitis 
are:
•  Purchase powder-free, low protein, 

natural rubber latex gloves.
•  Purchase powder-free, low accelerator 

and low chemical content synthetic 
gloves.

•  Refer persistent eczema to a special-
ist contact clinic in the diagnosis of 
contact dermatitis.

 • Identify causal agents through 
 patch testing.

 • Avoid allergens.
•  Reduce exposure to skin-damaging 

substances.
•  Remove gloves carefully - do not fl ip, 

snap, or toss gloves.
• Clean and dry hands before and after 

glove use.
•  Change gloves between patients, tasks, 

and after each procedure
•  Limit the length of time that gloves are 

used

•  Apply water-based hand moisturizers 
regularly, ensuring the product is 
compatible with gloves.

• Use cotton glove liners which may 
help prevent the exacerbation of skin 
dermatitis.

In conclusion, several studies have con-
fi rmed that long-term prognosis for occu-
pational contact dermatitis is poor (17,18). 
A Swedish study showed that 25% of 555 
patients investigated for occupational 
contact dermatitis, over a 10 year period, 
maintained permanent symptoms. In a large 
study in Western Australia, 55% of 949 
patients showed consistent dermatitis after 
two years. Milder cases of contact dermatitis 
were treated successfully upon the ease of 
avoidance and early interventions. Studies 
in the USA (19) have shown a decline in the 
number of worker’s compensation claim for 
natural rubber latex related illness following 
institutions transitions from powdered to 
powder-free gloves. This effect could have 
been due to decreased skin and mucosal 
exposures of employees to latex allergens.

Countries with guidelines for low 
protein, powder-free, natural rubber latex 
glove use, have seen dramatic decline in 
the incidence of latex induced responses in 
end-users (20,7).

Preventing skin dermatitis by different 
measures of avoiding the irritants still repre-
sents our best therapeutic solution. 
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ABSTRACT

The objective of this study was to describe 
the utilization of infection prevention and 
control (IP&C) additional precautions at 
a Canadian teaching hospital. The use 
of additional precautions was recorded 
for all acute care inpatients from January 
1 to March 31, 2009. Data collected 
included: medical service, duration, type, 
and indication for additional precautions. 
Measures calculated included: total and 
mean number of isolation days, and 
rates per acute care admissions and 
inpatient days. All values were compared 
by medical service, time from admission 
to initiation, and type of additional 
precautions. 514 patients were managed 
in additional precautions for a total of 
5084 isolation days (13% of total inpatient 
days). Contact precautions accounted for 
the largest proportion of isolation days 
(4324 days, 85%), followed by droplet 
(548 days, 11%) and airborne precautions 
(170 days, 3%). The mean duration of 
additional precautions was nine days 
(range 1-104 days) and was greatest for 
patients in contact precautions (11 days) 
as compared to airborne (9 days) or 
droplet precautions (fi ve days) (p<0.001). 
68% of additional precautions were 
initiated ≤ 48 hours of admission and 
the mean duration was longer when 
initiated >48 hrs as compared to ≤ 48 
hours after admission (12 vs. 8 days; 
P<0.001). Total isolation days were most 
frequent in the ICU (171.6 per 1000 ICU 
days), but the distribution by type and 
mean duration of additional precautions 
were similar across the three services. 
Additional precautions are frequently 
implemented for hospitalized patients, 
and are associated with a signifi cant use 
of hospital resources. 
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INTRODUCTION

Increasing application of syndromic surveil-
lance and screening for antibiotic resistant 
organisms (AROs) may affect the use of 
infection prevention and control (IP&C) 
additional precautions (contact, droplet and 
airborne) in healthcare facilities. Implemen-
tation of addition or transmission-based 
precautions based on the clinical presenta-
tion is recommended at the time a patient 
arrives at a healthcare facility in order to 
reduce the opportunity for transmission 
(1-3). Current guidelines also recommend 
active surveillance to detect colonization 
and infection with AROs in high risk popu-
lations and the subsequent use of contact 
precautions to prevent transmission from 
infected and colonized patients (4,5).

Adherence to recommended IP&C pre-
cautions have been shown to be effective 
in decreasing the nosocomial transmission 
of infectious diseases spread through dif-
ferent routes in the healthcare setting (6-9). 
While the utility of additional precautions 
in preventing transmission is recognized, 
they have been associated with adverse 
effects in the healthcare setting including 
ineffi cient utilization of hospital resources 
such as increased nursing workload and 
the attributable economic costs of manag-
ing a patient colonized or infected with an 
ARO (10,11). In addition, patient health 
and safety is a concern as the use of addi-
tional precautions has been documented 
to affect the quantity and quality of care 
a patient receives and have detrimental 
effects on their physical and psychological 
well-being (12-16). 

The objective of this study was to 
describe the utilization and impact of 
additional precautions at a Canadian 
teaching hospital.

METHODS

Sunnybrook Health Sciences Centre is an 
1100 bed tertiary care teaching hospital 
in Toronto, Canada with approximately 
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18,000 admissions annually. All acute 
care inpatients from January 1 to March 
31, 2009 were eligible for inclusion 
in the study. Additional precautions 
(airborne, contact and droplet) were 
defi ned and applied as per “Routine 
Practices and Additional Precautions for 
Preventing the Transmission of Infection 
in Health Care” published by Health 
Canada (3). Active surveillance swabs 
for methicillin resistant Staphylococcus 
aureus (MRSA) and vancomycin resistant 
enterococci (VRE) were obtained 
on admission for patients identifi ed 
as high-risk. This included patients 
transferred directly from or with a history 
of admission to any healthcare facility 
within the last year, those receiving 
home healthcare services, hemodialysis 
or currently living in a communal living 
situation (e.g. shelter), or patients with a 
history of ARO infection or colonization. 
Direct transfers from an institution 
outside of Canada and patients exposed 

to a carrier of an ARO during the 
current or a previous admission were 
also placed in additional precautions 
pending negative cultures (17). Patients 
colonized with an ARO were not 
routinely decolonized and contact 
precautions were utilized from the date 
of identifi cation, or admission for those 
with a previous history, to the date of 
discharge from the facility. Patients were 
screened for febrile respiratory illness 
(FRI) and gastrointestinal illness at point 
of entry to the facility and inpatients were 
assessed daily for new onset of symptoms 
that required the patient to be placed 
in additional precautions. Any physician 
or nurse could initiate additional 
precautions but discontinuation required 
IP&C approval. Patients requiring 
additional precautions were reassessed 
on a daily basis in-person (Monday 
to Friday) or by the IP&C coordinator 
on-call at the request of a physician 
or nurse (evenings, weekends, and 

holidays). All patients requiring additional 
precautions were placed in a private 
room during the study period. 

Inpatients requiring additional precau-
tions were identifi ed through a real time 
daily surveillance tool developed and 
managed by IP&C as part of a Microsoft 
SharePoint® portal. All patients placed 
in additional precautions; those identi-
fi ed either through routine screening at 
presentation to the facility or by ongoing 
surveillance throughout the admission, 
were entered into the secure surveillance 
spreadsheet by an IP&C coordinator 
and patient tracking and updates were 
made on a daily basis. A copy of the 
spreadsheet was downloaded daily and 
reviewed to identify any additions, chan-
ges or deletions. Data collected on each 
patient in additional precautions during 
the study period included: medical 
service, date of initiation and discontinu-
ation, type, and indication for additional 
precautions. 

Data recorded for all patients requir-
ing additional precautions, both those 
detected through screening on admission 
and those whose indication developed 
or was identifi ed at a later date, were 
included in analysis. Measures calculated 
included: total and mean number of 
isolation days and patients in additional 
precautions, and the utilization rates of 
additional precautions. All calculated 
values were compared by medical service 
(intensive care, medical or surgical), 
time from admission to initiation (greater 
or less than 48 hours), type (airborne, 
contact, or droplet) and indication for 
additional precautions. In calculating 
the total number of isolation days only 
those isolation days falling between 
January 1 and March 31, 2009 were 
included. For those patients who were 
placed in additional precautions prior to 
the commencement of the study period 
and those whose additional precautions 
were not discontinued prior to the study 
end date, January 1 and March 31 were 
designated as the additional precautions 
start and end dates, respectively. The 
utilization rate of additional precautions 
was calculated based on the total number 
of acute care inpatient days during the 
study period for the entire facility and the 
individual medical services.   

Table 1 Burden of additional precautions from 1 January to 31 March 2009 
by type of and indication for additional precautions

1Con� rmed or suspected    
2Patients in additional precautions for greater than one indication 
3Inpatient days 1 Jan - 31 Mar 2009 = 38 655
VZV – Varicella Zoster Virus   
MRSA – Methicillin Resistant Staphylococcus aureus   
VRE – Vancomycin Resistant Enterococci  
ESBL – Extended Spectrum Beta-Lactamase Producing Organism 
ARO – Antibiotic Resistant Organism

Additional Precautions
Number of 
Patients (%)

Total 
Isolation 
Days (%)

Rate 
per 1000 
Patient 
Days3

Type Indication

Airborne Total
Tuberculosis1

VZV

22 (4%)
18 (82%)

4 (17%)

170 (3%)
142 (84%)

28 (16%)

4.4
3.7
0.7

Contact Total
MRSA

VRE
ESBL

ARO contact
Clostridium di�  cile1

Other Acute Diarrheal Illness

361 (70%)
107 (30%)

3 (1%)
33 (9%)

78 (22%)
26 (7%)

114 (32%)

4324 (85%)
1880 (43%)

87 (2%)
738 (17%)
593 (14%)

323 (7%)
703 (16%)

111.9
48.6

2.3
19.1
15.3

8.4
18.2

Droplet Total
Pneumonia

Other Acute Respiratory Infection
Meningitis

124 (24%)
79 (64%)
43 (35%)

2 (2%)

548 (11%)
338 (62%)
205 (37%)

5 (1%)

14.2
8.7
5.3
0.1

Combined2 Total 7 (1%) 42 (1%) 1.1

Total 514 5084 131.5
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The mean duration of additional 
precautions was based on the recorded 
initiation and discontinuation dates 
for each patient and in some cases 
extended beyond the study period 
(additional precautions started before 
January 1 (n=31) and additional 
precautions stopped after March 31 
(n=50)). Patients placed into additional 
precautions greater than 30 days prior 
to the start (n=12) or removed from 
additional precautions 30 days after the 
end of the study period (n=13) were 
excluded from the calculations of mean 
duration.

RESULTS

From January 1 to March 31, 2009, 
514 patients were managed in 
additional precautions for a total of 
5084 isolation days (13% of total 
acute care inpatient days during 
this time). Of the 514 total isolated 
patients, additional precautions 
were initiated after January 1 for 483 
(94%). Contact precautions accounted 
for the largest proportion of isolation 
days (4324 days, 85%), followed by 
droplet (548 days, 11%) and airborne 
precautions (170 days, 3%) (Table 
1). Infection or colonization with an 
ARO was the most frequent indication 
for contact precautions (2705 days, 
63%) with MRSA accounting for 
1880 contact isolation days (43%). 
Exposure to a patient colonized or 
infected with an ARO also resulted 
in a patient requiring additional 
precautions and was the indication 
for 593 (14%) contact isolation days. 
323 (7%) contact isolation days 
were associated with a confi rmed or 
suspected diagnosis of Clostridium 
diffi cile while an additional 703 (16%) 
of contact isolation days were due 
to acute diarrheal illness suspected 
to be infectious. Pneumonia (338 
days, 62%) and suspected infl uenza 
or another acute respiratory infection 
(205 days, 37%) were the indication 
for the majority of droplet isolation 
days. Seven patients were in 
additional precautions for greater 
than one indication and accounted 
for 42 (1%) of the total isolation days. 

Additional precautions for multiple 
indications were most frequently a 
combination of contact and droplet 
precautions (71%). 

The mean duration of additional 
precautions was nine days (range 
1 to 104 days) and was greatest for 
patients in contact precautions (11 
days) as compared to airborne (nine 
days) or droplet precautions (fi ve days) 
(p<0.001) (Table 2). Patients infected 
or colonized with an ARO had the 
longest mean duration of additional 
precautions at 16 days followed by 
those patients diagnosed with C. 
diffi cile infection (14 days), while the 
shortest duration of isolation days 
was observed in patients in droplet 
precautions for meningitis (three days) 
and pneumonia (four days).  

The utilization of isolation days 
also differed across medical services 
(Table 3). Although the medical service 
experienced the largest absolute 

number of isolation days (2548 days, 
50%) isolation days were most frequent 
in the ICU (171.6 per 1000 ICU days), 
followed by the medical (145.1 per 
1000 medical days) and surgical services 
(93.5 per 1000 surgical days). On each 
service contact precautions accounted 
for the greatest number of isolation 
days, followed by droplet and airborne 
refl ecting the overall pattern for the 
facility. The mean duration of additional 
precautions was greatest for patients 
in the ICU (11 days) followed by the 
surgical (nine days) and medical services 
(eight days) (P=0.049). 

Additional precautions were initiated 
in less than 48 hours of admission 
for 349 (68%) patients as a result of 
surveillance and screening activities 
carried out on arrival to the facility. The 
mean duration of additional precautions 
was longer when initiated >48 hrs as 
compared to ≤ 48 hours after admission 
(12 vs.8 days; P<0.001). 

Table 2 Duration of additional precautions 
by type of and indication for additional precautions

1Con� rmed or suspected    
2Patients in additional precautions for greater than one indication 
SD – Standard Deviation
VZV – Varicella Zoster Virus   
MRSA – Methicillin Resistant Staphylococcus aureus   
VRE – Vancomycin Resistant Enterococci  
ESBL – Extended Spectrum Beta-Lactamase Producing Organism 
ARO – Antibiotic Resistant Organism 

Additional Precautions
Mean SD Median Range

Type Indication

Airborne Total
Tuberculosis1

VZV

9
9
7

8.5
9.3
2.6

6
6
7

1-32
1-32
4-10

Contact Total
MRSA

VRE
ESBL

ARO contact
Clostridium di�  cile1

Other Acute Diarrheal Illness

11
15
34
18

8
14

6

11.0
14.4
11.1
17.5

4.4
10.0

4.2

7
10
33
12

8
12

5

1-104
2-104
24-46

4-66
1-25
3-40
1-22

Droplet Total
Pneumonia

Other Acute Respiratory Infection
Meningitis

5
4
5
3

2.7
2.2
3.5
2.1

4
4
3
2

1-18
1-12
1-18

1-4

Combined2 Total 6 4.4 5 2-15

Total 9 9.8 6 1-104
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DISCUSSION

The results of this study indicate that 
additional precautions, primarily 
contact precautions, are required 
frequently in our healthcare facility. 
During the three month study period, 
additional precautions were initiated 
for 483 patients, corresponding to 
approximately five new isolated patients 
per day, and isolation days totaled 5084, 
accounting for 13% of total acute care 
inpatient days. Extrapolating to a one 
year period at our facility, approximately 
2000 patients would be placed in 
additional precautions and there would 
be greater than 20 000 isolation days. 
This is despite relatively low nosocomial 
incidences for MRSA, VRE and C. 
difficile during the study period (6.3, 
0 and 4.3 per 10 000 patient days, 
respectively).

The use of additional precautions 
has implications for patient care 
and hospital management. Previous 
studies have demonstrated that placing 
patients in additional precautions can 

have detrimental effects on both their 
physical and psychological health. 
Patients in isolation for infectious 
diseases are examined by physicians 
less often, experience more preventable 
adverse events, complain about the 
quality of their care more frequently 
and are more likely to experience 
anger, anxiety and depression (12-
16). Additional precautions are 
also associated with extra costs to a 
healthcare facility including lost revenue 
from use of private rooms, excess 
workload, additional screening, and the 
need for personal protective equipment 
(PPE) such as masks, gowns, and gloves 
(10,11). The costs associated with the 
PPE required for one healthcare worker 
contact with a patient in additional 
precautions was determined to be 
$4.26 for droplet (high-efficiency mask, 
eye protection, gown and gloves), 
and $1.18 for contact (gown and 
gloves) precautions based on costing 
information at our facility. Assuming an 
average of 60 healthcare worker-patient 
contacts for each day in isolation, 

based on previous observation in our 
facility, the cost of personal protective 
equipment for one day of care in 
additional precautions would total 
$255.37 (droplet) and $70.88 (contact) 
(11). For the three month study 
period the additional costs due to PPE 
requirements would total $139,942.76 
and $306,485.12 for providing care 
to patients in droplet and contact 
precautions, respectively.

Assuming that additional precautions 
were initiated for a legitimate reason, 
there remains a number of ways in 
which the utilization of additional 
precautions can be decreased. The 
use of more rapid diagnostic testing for 
the detection of AROs would permit 
faster reporting and decrease the 
number of isolation days attributed to 
preemptive isolation and experienced 
by exposed patients awaiting negative 
results (18,19). As 14% of contact 
isolation days were due to ARO 
exposure in our facility, a review of our 
exposure follow-up was undertaken. 
Between 2004 and 2008, 47 exposed 
patients received follow-up during 
their admission and were identified 
as colonized with a strain of MRSA 
indistinguishable by pulse-field gel 
electrophoresis from that of their 
roommate. Of the 47 exposed patients 
27(57%) were identified on the first 
specimen obtained after the exposure 
was detected and the median time 
from the end of exposure to the first 
positive specimen was three days. As 
a result, the decision was made to 
change the screening schedule from 
three specimens obtained on days 
zero, five and 10 after exposure to only 
obtaining specimens on days zero and 
five. Limiting contact precautions to 
the duration of symptoms for patients 
with confirmed C. difficile infection 
as opposed to waiting 48 hours after 
symptoms resolve would also decrease 
the utilization of additional precautions 
(20). Prompt and ongoing assessment 
of the continuing need for additional 
precautions also impacts on the 
duration of additional precautions and 
is a variable that is well addressing 
through daily IP&C surveillance 
activities.    

Table 3 Burden of additional precautions from January 1 to March 31, 2009 
by medical service and type of additional precautions 

1Inpatient days for the specified service 1 Jan – 31 Mar 2009		
	 ICU = 7222
	 Medical = 17 561
	 Surgical = 13 872
2Patients in additional precautions for greater than one indication 

Additional Precautions
Number of 
Patients (%)

Total  
Isolation 
Days (%)

Rate  
per 1000 
Patient 
Days1

Type Indication

ICU Total
Airborne
Contact
Droplet

Combined2

104 (20%) 
3 (3%) 

77 (74%) 
24 (23%) 

- 

1239 (24%) 
8 (1%) 

1095 (88%) 
136 (11%) 

- 

171.6 
1.1 

151.6 
18.8 

- 

Medical Total
Airborne 
Contact 
Droplet 

Combined2 

282 (55%) 
12 (4%) 

185 (66%) 
79 (28%) 

6 (2%) 

2548 (50%) 
90 (4%) 

2098 (82%) 
321 (13%) 

39 (1%) 

145.1 
5.1 

119.5 
18.3 

2.2 

Surgical Total
Airborne 
Contact 
Droplet 

Combined2 

128 (25%) 
7 (6%) 

99 (77%) 
21 (16%) 

1 (1%) 

1297 (26%) 
72 (6%) 

1131 (87%) 
91 (7%) 

3 

93.5 
5.2 

81.5 
6.6 
0.2 

Total 514 5084 131.5
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Limitations to the study include: 
the short duration of the study period, 
inaccuracies or defi ciencies in the 
patient records, and generalizability to 
other settings. Data collected during the 
winter months (January to March), may 
not refl ect the utilization of additional 
precautions in other seasons and may 
differ from that observed over the 
course of a year. There may be potential 
inaccuracies in the recorded indication 
for additional precautions, particularly 
where multiple indications were present 
concurrently or changed over time. 
Patients with an indication for additional 
precautions but who were not placed 
in additional precautions were also not 
considered. The results might not be 
generalizable to other facilities which 
are non-tertiary care hospitals or that 
adhere to different infection prevention 
and control policies regarding the 
utilization of additional precautions.

In conclusion, additional precautions 
are frequently implemented for 
hospitalized patients and even when 
appropriate they are associated with a 
signifi cant use of hospital resources and 
have the potential to impact patient 
care. 
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ABSTRACT

The audit process fi lls the gap between 
policy and practice. Providing audit 
results and constructive feedback to 
those audited, correcting practice where 
improvements are required and re-testing 
to ensure that standards are now being 
met are important fi nal steps in “closing 
the loop” on the audit process. In this 
third and fi nal component of the audit 
process, suggestions for managing the 
post-audit follow-up are discussed.

Key Words
Audit; infection control; quality; 
patient safety; closing the loop; risk 
management; risk level matrix.
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INTRODUCTION

Identifying and analysing infection 
risks associated with health care is an 
integral part of a successful infection 
prevention and control (IP&C) program. 
Monitoring and reviewing are essential 
components of this process. The audit 
process identifi es new risks, analyses 
risks against established norms and 
effectively implements risk management 
activities. Key elements of this process 
are communication and consultation. 
An interactive exchange of information 
between IP&C, management, health care 
workers and other stakeholders provides 
the basis for increased awareness of 
the importance of IP&C, identifi cation 
of risks before they arise and prompt 
management of risks as they occur.

In Part I of this series, The Audit 
Process: Part I Pre-audit Preparation (1), 
the need for process audits in IP&C and 
the initial preparation that is required 
was discussed. In Part II, The Audit 
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Process: Part II Setting the Audit Criteria, 
discussion focused on choosing audit 
criteria or elements, designing a data 
collection form or tool and validating the 
audit tool (2). In this fi nal instalment in 
the series, the execution of the audit and 
actions to be followed after carrying out 
the audit are described. 

METHODS

Once an IP&C audit has been 
administered, the results of the audit are 
assessed or scored. Both a verbal and a 
written report are prepared in a timely 
manner. A meeting with stakeholders to 
develop an action plan for improvement 
will ensure departmental commitment to 
the action plan, address the implications 
of defi ciencies and suggest timelines 
for completion. Following the audit, 
modifi cation of practice and subsequent 
demonstration of improvement in 
practice through re-auditing “closes” 
the audit “loop” (Figure 1). This cycle 
is repeated until the chosen criteria are 
fulfi lled, outcomes are satisfactory and 
defi ciencies are addressed.

Conducting the audit
Prior to conducting the audit, IP&C 
advises the area manager that a 
formal audit of their work area is to be 
conducted and a meeting is arranged to 
review the audit process (3). Auditing 
practice is accomplished with document 
review, staff interviews and observational 
tours (see Part I of this series, Pre-Audit 
Preparation, for more information) (1). 

Scoring the audit and 
setting targets for achievement
Audit criteria/elements are marked 
Yes, No or Not Applicable (N/A). If a 
standard is not achievable because a 
facility does not use the equipment, 
or the practice is not undertaken in 
the facility, the option to score N/A 
(Not Applicable) will eliminate the 
element/statement from the audit. All 
audit criteria are given equal weighting 

FEATURE
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for scoring (4). Compliance scores are 
calculated by adding the total number of 
Yes responses, dividing this by the total 
number of Yes and No responses and 
multiplying this result by 100:

Total number of ‘yes’ 
––––––––––––––––––––––––– x 100 
Total number of ‘yes’ and ‘no’

=  % compliance (compliance score)

Achievement of a target score refl ects 
the care or practices that are required to 
comply with the target. The compliance 
score indicates whether the area/
department/service meets, exceeds or 
is defi cient compared to best practice 
and national or provincial standards. 
Compliance less than the chosen target 
score requires follow-up. Management in 
collaboration with IP&C of each facility 
determines the target score for the IP&C 
audits in their facility. For example, a 
target score of 75% compliance is not 
appropriate for an audit dealing with 
reprocessing medical devices.  

Summarizing audit de� ciencies: 
The audit summary report
Rapid analysis of data and generation 
of timely reports are essential to 
improvement. Data are most useful 
when the time between data collection 
and reporting is short (5). Summarizing 
defi ciencies captured by an audit that are 
not immediately addressed during the 
audit and sharing these with stakeholders 
affected by the audit are essential before 
an action plan is formulated.  

Following the audit, both a verbal 
and a written report are prepared in a 
timely manner. At the completion of 
the audit and prior to leaving the area, 
the auditor gives an initial verbal report 
to the clinician/manager in charge of 
the area being audited, outlining any 
areas of concern as well as identifying 
good practice. A written report on the 
audit is then developed and given to 
the area clinician/manager for action 
within one week of completing the audit. 
The written report clearly identifi es the 
defi ciency areas requiring action. A well-

written report guides decision-makers 
in the corrective action(s) required 
to address defi ciencies. A separate 
report may be prepared for each audit 
tool used, or a single report might be 
completed for all audits done in a given 
time period. See Figure 2 for a sample 
audit summary report.

The audit summary report:
• states the time period during which 

the audit(s) occurred
• states the area audited and overall 

impression of the audit
• describes the audit process used 

(e.g., review of documents, inter-
views with staff, observational tours in 
the area)

• includes positive highlights as well as 
negative fi ndings

• highlights any area that requires 
immediate response (i.e., if not cor-
rected, the situation will have a nega-
tive impact on client/patient/resident 
care or on staff safety).

If an unsafe situation is detected that 
warrants work stoppage, the auditor 
takes this action and informs the 
manager immediately (e.g., construction 
without proper hoarding; unacceptable 
sterilization processes or practices used 
for reprocessing medical equipment). 

Implementing change: 
Assigning level of risk 
and preparing an action plan
The auditor meets with the manager 
from the audited area within a week 
of completing the audit to discuss the 
summary report and to assign a risk 
level to each defi ciency that will guide 
corrective action(s). The risk level is 
based on the negative impact and/or 
severity that a defi ciency will have on 
client/patient/resident or staff safety and 
on the likelihood that an adverse event 
will occur or re-occur if uncorrected. 
Using the Risk Level Matrix (Figure 3) 
will help determine the urgency of the 
required corrective action(s) and level 
of administrative involvement that is 
required. Involving the manager from 
the audited area and working through 
the process of assigning a risk level to 
each defi ciency assists the manager in 
understanding the importance of the 

Figure 1:  The audit cycle: Closing the loop
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defi ciency and helps to gain their support 
and input on how best to address the 
defi ciency. Using this process helps to 
foster buy-in and accountability from 
others towards closing the loop on audit 
defi ciencies.

The action plan for implementing 
change is directed by the level of risk 
identifi ed. The action plan and the 
timelines for its resolution must be 
realistic and appropriate to the priorities 
and resources available to the facility or 
area audited. The impact of defi ciencies 
on staff and client/patient/resident safety 
will inform the action plan in terms of 
sequencing, level of involvement and 
timeline for resolution:
• Sequencing is the prioritization of 

corrective actions based on the 
level of risk identifi ed for the defi -
ciency. Defi ciencies that have the 
greatest negative impact on client/
patient/resident care or staff safety 
and are most likely to re-occur if 
not corrected (i.e., high or critical 
risk) will be fi rst in the sequence for 
corrective action. 

• Level of involvement is based on the 
risk level of the defi ciency and may 
be an important factor in the suc-
cessful resolution of the problem. 
Defi ciencies with a higher level of 
risk are addressed by senior admin-
istration in a timely manner (Figure 
3, Step 3).

• Timeline for resolution and the 

urgency of follow-up will depend on 
the level of risk and the resources 
available to the facility. If a critical 
or high risk defi ciency is identifi ed 
(i.e., continuation of the defi cient 
practice will result in severe out-
comes, such as an outbreak or 
death), the practice is stopped 
immediately, senior management 
is notifi ed and the issue is resolved 
(Figure 3, Step 3).

See Figure 4 for a sample fl ow chart to 
guide the formation of an action plan.

Re-auditing: Closing the loop
Most auditing in health care is incomplete 
in that the audit loop is not closed. 
Closing the loop means that once an audit 
is completed and changes are advised or 
recommendations are made as a result of 
the audit, the effects of those changes are 
measured by re-auditing (6). Re-auditing 
can assess whether compliance scores are 
improving following remedial action(s) 
in order to evaluate the success of 
the action(s). Re-auditing may also be 
used to assess the impact of multiple 
IP&C interventions on outcomes when 
combined with outcome surveillance 
(e.g., measuring infection rates prior to 
the audit and following recommended 
interventions). Re-auditing should be 
repeated until the chosen criteria are 
fulfi lled or practice is acceptable (7). 

Often the prolonged nature of the 
audit cycle may make closing the loop 

diffi cult, particularly for items that may 
not be resolved completely within one 
month of the audit (e.g., items requiring 
construction, capital expenditures or 
signifi cant resources, increased staffi ng 
levels, outside consultant review). In these 
cases, the auditor must have a process to 
ensure tracking and follow-up of the item 
until it is adequately addressed.

DISCUSSION

Process surveillance (evaluation of 
practice) constitutes an important aspect 
of an IP&C program. In the U.K., IP&C 
audits with feedback sessions to staff have 
been successful in raising awareness of 
areas requiring improvement, highlighting 
fundamental problems (e.g., unsafe 
sharps disposal, poor hand hygiene) 
and increasing staff education and 
training programs (4). The fact that IP&C 
interfaces with all departments in a health 
care setting and affects client/patient/
resident care, quality of life and clinical 
outcomes, makes IP&C audits effective 
indictors of overall facility effi ciency and 
safety.

In Part I of this series (1), we 
explored the rationale for doing 
IP&C audits and explained the audit 
planning process. In Part II (2), the 
development and validation of audit 
criteria were discussed. In this fi nal 
component of the series, post-audit 
follow-up and re-auditing complete 

Auditor: ____________________  Date of Audit: ___________ Area Audited: ___________________ Compliance Score: ___%

ELEMENT # AUDIT 
DEFICIENCY

RECOMMENDED 
CORRECTIVE ACTION(S)

RISK 
LEVEL

AREA OF 
RESPONSIBILITY

REVIEW 
DATE

COMPLETION 
DATE SIGNATURE

    

Figure 2:  Sample Audit Summary Report
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IMPACT DEFINITIONS:
Extreme:  
Y patient death related to infection or infectious disease 
Y large/widespread environmental contamination
Y sta�  death related to infectious disease exposure
Y legal action

Major: 
Y patient or sta�  su� ers life-altering outcome related to 

infection or infectious disease exposure
Y infectious disease outbreak a� ecting large numbers of 

patients and sta� 
Y environmental contamination involving a high risk area or 

population
Y Canadian or provincial standards of practice breached 
Y regional policy breached

Moderate:  
Y deep or organ space infections substantially increased in 

number, severity or over time (from the usual pattern)
Y infectious disease outbreak a� ecting patients and sta� 
Y situation with potential for life-altering outcome to patient or 

sta�  related to infection or infectious disease exposure 
Minor:
Y super� cial or deep infections increased in number, severity 

or over time (from the usual pattern)
Insigni� cant:
Y no adverse patient or sta�  or system outcome
Y no change from historical pattern/incidence

LIKELIHOOD DEFINITIONS:
Almost Certain:
Y will happen again if recommendation/process 

not followed
Y known to happen regularly (common event)

Likely:
Y good chance of recurrence
Y has happened several times before
Y frequent occurrence published in the literature

Possible:
Y has happened a few times
Y has been reported in the region

Unlikely:
Y has only happened once or twice before
Y reported in the province or in Canada, not locally

Rare:
Y has never happened
Y reported in the literature

STEP 2: Using the Impact and 
Likelihood de� nitions above, 
assign a Risk Level to each 
element of the audit tool that 
indicates a de� ciency

LIKELIHOOD
IMPACT

Insigni� cant Minor Moderate Major Extreme
Almost Certain Moderate Risk Moderate Risk High Risk Critical Risk Critical Risk

Possible Low Risk Moderate Risk High Risk Critical Risk Critical Risk
Likely Low Risk Moderate Risk Moderate Risk High Risk High Risk

Unlikely Low Risk Low Risk Moderate Risk Moderate Risk High Risk
Rare Low Risk Low Risk Low Risk Moderate Risk Moderate Risk

Critical Risk: STOP ACTIVITY!
Y Risk management must be informed to initiate senior administrative 

noti� cation 
Y Requires immediate written recommendations presented in person to 

Director and Manager
Y Written action plans with timelines must be set
Y ACTION TIMELINE: Immediate action required

High Risk: STOP ACTIVITY!
Y Risk management must be informed to initiate senior administrative 

noti� cation as required Requires written recommendations, preferably 
presented in person to Director and Manager within 48 hours

Y Written action plans with timelines must be set
Y ACTION TIMELINE: 48 hours

Moderate Risk:
Y Written recommendations to Director and Manager 
Y Written action plans with timelines set
Y ACTION TIMELINE: 3 months

Low Risk:
Y Written recommendations to Manager
Y Written action plans with timelines set
Y ACTION TIMELINE: 6 months or longer

STEP 3:
Required 
action, level of 
involvement 
and action 
timeline will 
be based on 
the Risk Level

STEP 4:  
Record the 
Risk Level 
on the Audit 
Summary 
Report 
(Figure 2)

STEP 1:  Categorize the audit tool de� ciency in terms of its impact on sta�  or patient 
                safety and the likelihood of the impact occurring if corrective action is not taken.

Figure 3:  Action planning risk level matrix
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the audit process. Feedback of audit 
results has been identifi ed as having 
the potential to change the practice 
of health care professionals (6). 
Involvement of staff throughout the 
audit process facilitates acceptance 
and completion of recommendations 
in a timely fashion (3). Sustaining 
improvement is achievable through 
continued monitoring, evaluation and 
reinforcement within a supportive 
environment, where staff are 
confi dent that the process will result 
in meaningful system changes without 
targeting individual performance.  

Auditing IP&C practices in health 
care has been shown to raise IP&C 
standards when the audit program is 
well-designed with explicit, evidence-
based criteria and multifaceted 
interventions. Audits are also an 

opportunity to highlight areas of 
excellence. Staff must be involved in both 
the audit itself and in the interventions, 
if barriers to change are to be overcome. 
Re-auditing after implementing 
interventions, correcting processes and 
educating and/or re-training staff to adjust 
behaviour is an important fi nal step in 
closing the loop in the audit cycle. 
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Figure 4:  Recommendations and action plan process � ow chart

1. Prepare recommendations (Audit Summary Report):
 • State corrective action(s) required
 • Priorize corrective actions based on Risk Level Matrix (Figure 3)
 • Base action on best practices and include references where available
 • Attach to summary report

2. Present � ndings (Audit Action Plan):
 • Meet with area manager, clinical department head and others who facilitate improvements
 • Involve key stakeholders in the completion of this action plan to ensure that:

•  there is departmental commitment to the action plan;
•  there is access to resources required to implement the action plan; and
•  audit results are communicated to a wider group.

 • Present scope of audit, audit fi ndings, references consulted and recommendations

3. Prepare action plan:
 • Work with leaders to prepare an improvement action plan that includes:

•  assigned authority for completion of corrective action item(s);
•  timelines for completion; and
•  feedback from those observed.

4. Follow-up:
 • Determine process for tracking completion of action item(s)
 • Establish dates for follow-up audits
 • Maintain records of audits and follow-up
 • Report results to Infection Prevention and Control Committee and other departmental meetings
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ABSTRACT

Study purpose: To explore the 
isolation experience for Clostridium 
diffi cile positive patients and their 
families on an in-patient unit.

Sample/setting: Convenience sample 
of 10 (fi ve patients-fi ve family member 
dyads) recruited from in-patient units 
of a university affi liated teaching 
hospital.

Methods: A qualitative, descriptive 
design with semi-structured interviews.

Results: Loneliness was experienced 
by patients due to lack of visitation. 
Uncertainty regarding illness 
trajectory was felt by patients 
and family members. Both groups 
described different modes of bacterial 
transmission. Hypervigilance of the 
transmission process was also noted. 
Bedside nurses provided most of 
the teaching regarding the infection 
and isolation. Inconsistencies in 
the provision of information and 
implementation of the isolation 
protocol were experienced by the 
patients and their family members and 
were linked to emotional distress. Both 
groups expressed concern when C. 
diffi cile positive patients were cohorted 
in multi bedded rooms. 

Implications for practice: Heath care 
professionals, and more specifi cally 
nurses, need to be informed on the 
impact of isolation for C. diffi cile and 
hospital-acquired infections (HAI) 
and explore the psychological impact 
of isolation and HAI on patients 
and families, in order to help them 
adapt and address their concerns. In 
order to minimise inconsistencies a 
standardized process for the provision 
of information regarding C. diffi cile 
infection and isolation measures needs 

to be implemented at time of diagnosis 
and throughout the illness trajectory. 
This process may help to mitigate 
some of the uncertainty and emotional 
distress experienced by patients and 
families. Isolation measures must be 
consistently observed by hospital 
personnel and visitors. When departure 
from best practice occur, such as 
cohorting infected patients, health care 
providers need to provide clear and 
consistent information to patients and 
families explaining the rationale for the 
change and the precautions that will be 
taken to ensure their safety. 

Key words: Isolation experience,
Clostridium diffi cile, family, adult 
patient, source isolation

INTRODUCTION

De� nition, risk factors, and 
complications of Clostridium 
di�  cile
Clostridium diffi cile, commonly known 
as C. diffi cile, is a bacterium that may 
result in serious or life threatening 
intestinal conditions for hospitalized 
patients (1,2). C. diffi cile is a spore-
forming Gram-positive anaerobic 
bacillus which may cause diarrhea 
and is shed in feces, thus any surface 
contaminated with stool can act as 
a reservoir for this microbe, which is 
transferred to patients via the hands of 
healthcare personnel (3,4). Risk factors 
associated with C. diffi cile associated 
disease (CDAD) are advanced age, 
co-morbidities, immunocompromising 
therapy, gastrointestinal surgery, 
prolonged hospital stay, and, most 
importantly, antibiotic consumption 
(5-10). Complications associated with 
C. diffi cile include pseudomembranous 
colitis, toxic megacolon, perforations 
of the colon, sepsis and possibly 
death (1). 

The experience of source isolation for 
Clostridium di�  cile in adult patients and their families
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Incidence and prevalence 
of Clostridium di�  cile
C. diffi cile is the most commonly 
reported hospital-acquired infection 
(HAI) in health care settings (6,10,11). 
In fact, between 2002 and 2004, 
there was a marked increase in the 
incidence of CDAD in Québec health 
care institutions ranging from 12.8-
45.0 per 1000 admissions, which is 
approximately 4-5 times the rate two 
years previously (8). In Québec, 7004 
cases of C. diffi cile were reported 
between April 2003 and March 2004, 
(double the cases four years prior), 
during which 1270 people died after 
contracting the infection (12). As a 
result of this outbreak, the Québec 
government provided $30 million 
to hospitals in the province to buy 
additional equipment and hire infection 
control personnel (13).

Hospitalized patients discovered 
to be infected with this bacterium are 
placed on isolation precautions, due to 
the ease of transmission of the spores 
that may lead to serious or perhaps life-
threatening infection. Such precautions 
will be described in greater depth in a 
subsequent section, yet it is necessary 
to fi rst review previous research on the 
isolation experience to appreciate the 
impact of these precautions. 

Past literature on 
the isolation experience 
The literature reveals that adult patients 
under isolation precautions have 
identifi ed diverse features of the isolation 
experience. Positive aspects cited 
included privacy (14-16), solitude and 
increased control over daily activities 
(e.g. sleep, watching television and 
talking to visitors) (14), whereas negative 
aspects included stigmatization (14,17), 
and decreased attention from staff 
(14,15,18). Descriptions of isolation as 
prison-like, traumatic (17) and confi ning 
(16,19) also have been reported. 

Several studies examining the 
psychological impact of isolation on adult 
patients with a range of infections have 
revealed that anxiety and depression are 
common (5,19-22). Moreover, a quasi-
experimental study found statistically 
signifi cant higher levels of anxiety and 
depression and lower levels of self-
esteem and sense of control in isolated 
patients than in non isolated patients, 
and several of the patients under study 
were C. diffi cile positive (23). The two 
patient groups were similar in age and 
sex, thus ensuring comparable groups.

Impact of isolation 
procedures for Clostridium 
di�  cile on patients and families
In order to prevent the spread of this 
microbe via contact transmission, 
hospitalized patients infected or 
suspected of infection with this microbe 
are placed on source isolation, which 
involves being placed in a single room. 
Thorough hand washing has been 
recognized as the most effective means 
of preventing contact transmission. 
Furthermore, protective barriers (masks, 
gloves, gowns), must be worn by 
staff and visitors before entering the 
patient’s room and a sign is posted on 
the patient’s door detailing the use of 
protective barriers (3,7,11,22,24,25). 
Very few studies have explored the 
experience of source isolation for C. 
diffi cile infection in adult patients. 
Furthermore, the families’ perspective 
has received little or no attention. 
A study which includes the family 
perspective will refl ect the central tenet 
of the McGill Model of Nursing in which 
the family is the unit of care (Gottlieb & 
Sherrard, 2004; unpublished work).

Isolation precautions hinder patients’ 
ability to communicate with staff and 
loved ones (14), and friends and family 
are hesitant to visit (19), perhaps 
due to fear and lack of understanding 
of C. diffi cile. 

Nursing perspective 
and study purpose  
The isolation experience for C. diffi cile 
infection constitutes an important area 
of inquiry, as this disease is becoming a 
large scourge in the health care setting 
and can be life-threatening. Nurses can 
actively collaborate with these patients 
and their families to alleviate suffering 
and improve coping, thus advancing 
knowledge and guiding practice. 

The review of the literature revealed 
only two studies that included patients 
with C. diffi cile infections, yet the search 
failed to yield articles with a primary 
focus on adults with C. diffi cile infection. 
In addition, no studies specifi cally 
explored the experiences of family 
members. The high levels of anxiety and 
depression demonstrated in C. diffi cile 
patients in the above research, coupled 
with the potentially life-threatening 
course of this infection, suggest that 
these patients are suffering. The central 
role of the nurse is to promote the 
health of patients and families by easing 
physical and psychological suffering, 
thus a study examining the experiences 
of C. diffi cile infected patients and 
their families while under isolation 
precautions will provide information to 
fulfi ll this role and further understanding 
of how nurses can minimize the 
suffering of these individuals. Therefore 
the proposed study sought to improve 
patient and family care by answering 
the following research question: What 
is the isolation experience of C. diffi cile 
positive adult patients and their families 
on an inpatient unit?

METHODS

Design
A qualitative descriptive design 
permitted the understanding of the 
isolation experience of C. diffi cile 
positive patients and their families. 
Such an approach allows one to obtain 
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rich holistic illustrations of this poorly 
understood phenomenon (26).

Sample
A convenience sampling method 
was used to obtain a sample of 
10 participants, that is, fi ve adult 
hospitalized patients with C. diffi cile 
infection and fi ve family members 
(one family member per patient). 
(See tables 1 and 2 for demographic 
information.) Only pairs of individuals, 
that is, one patient and his or her 
family member, were accepted into 
the study. If one member of the pair 
declined to participate the other was 
deemed ineligible. If several family 
members wished to participate, the 
patient was asked to choose one to 
take part in the study. The latter was 
one whom the patient recognized as a 
primary support individual, such as a 
spouse, sibling, caregiver or friend, and 
who agreed to take part in the study. 
This family member regularly visited 
the patient (i.e. at least once per week) 
and experienced isolation procedures 
for C. diffi cile infection. Further criteria 
included ability to speak English or 
French. 

The sample was recruited from 
various inpatient units, (i.e., medicine, 
geriatrics, cardiac, stroke) of a 
university affi liated teaching hospital. 
The head nurses and resource nurses 
of the units approached patients and 
families to determine their interest to 
participate. The student researchers 
spoke with interested individuals to 
inform them of the study. The study 
received ethical approval from the 
institution.

Data collection
Data were collected via semi-structured 
interviews. Patient interviews were 
conducted in the patients’ rooms, as 
the infection requires isolation, hence 
another setting would not be feasible. 
The timing of the interview was 
negotiated between the hospital staff 
and patients. Family members were 
interviewed separately from patients, as 
either party may have felt uncomfortable 
disclosing information in the presence of 
the other. A separate private location on 
the hospital unit, such as a conference 
room, was used for the interviews with 
family members. 

Data collection took place from July 
to October 2008. The interviews were 
conducted on the same day or within 
the same week for each patient/family 
member dyad. Data transcription took 
place following the interviews. Due to 
time constraints, only one interview was 
conducted with each participant. 

The interviews were conducted by 
one of the researchers and audio-taped. 
Patients and family members were 
questioned about their experience with 
isolation measures for C. diffi cile and 
their understanding of the infection and 
the isolation procedures. Each interview 
lasted approximately 30 minutes, use 
of open-ended questions encouraged 
participants to share their experiences. 

Trustworthiness 
The trustworthiness of qualitative 
research is based on credibility, 
confi rmability, dependability, and 
transferability (26,27). Credibility was 
achieved by validation of the data 
and interpretations throughout the 

interview. Investigator triangulation also 
contributed to credibility. This entailed 
analysis of the transcripts by the two 
researchers independently, followed by 
a comparison of individual results, as 
collaboration enhanced the validity of 
the interpretation (26). Confi rmability 
and dependability were ensured via 
an audit trail (28), as a record book 
of decisions regarding data collection, 
analysis, and the overall study was 
maintained. A clear description of the 
study sample and the setting enhanced 
the transferability of the fi ndings (29,30).

Data analysis
Colaizzi’s analysis method was used 
throughout the study (26,31). Each 
interview was transcribed verbatim, 
and fi eld notes were written by the 
student researchers after each interview. 
The transcripts and fi eld notes were 
reviewed frequently in order to become 
immersed in the data. The patient data 
were handled separately from the family 
data, although the analysis of each group 
was conducted concurrently. 

First, line-by-line coding of the raw 
data involved highlighting text related 
to the research questions and assigning 
a label that remained as close to the 
original data as possible. Each researcher 
conducted line-by-line open coding for 
their interviews. The data codes were 
then clustered into larger categories. 
The categories were reviewed by the 
senior member of the team and the 
results of the preliminary analysis were 
discussed until a consensus was reached. 
This reduced the chance for bias and 
enhanced the credibility of the fi ndings. 
A back-and-forth process of analysis 
ensued whereby new categories that 
emerged from later interviews guided 
the reanalysis of the data that had been 
collected at the outset of the study.

Ethical considerations
Ethical approval was obtained from the 
Ethics Review Board of the participating 
institution prior to initiation of the 
study. The study purpose, expectations 
of participants, and potential risks and 
benefi ts were explained by one of the 
student researchers to each potential 

Table 1: Patient demographic data

Patient Age Sex Ethnic origin

1 69 M Russian

2 52 F French-Canadian

3 80 F Jewish

4 80 F Italian

5 52 F Jamaican
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participant. Additionally, participants 
were informed that study participation 
was voluntary, that they had the right 
to end their involvement at any time, 
without impact on their own care or 
that of their family member, and that 
interviews would be audiotaped. The 
patients were interviewed separately 
in their rooms, whereas the family 
members were seen in another room 
in the hospital. If concerns arose during 
the interviews that were beyond the 
study’s scope, the researcher, with the 
participant’s permission, informed the 
appropriate personnel for follow up.

Confi dentiality was maintained by 
storing any identifying information in a 
locked cabinet at the hospital, and by 
replacing data identifi ers with a code. 
Code lists are currently kept separately 
from the consent forms. The audio 
recordings and data transcriptions will 
be kept in a separate locked cabinet in 
a locked room for a period of fi ve years 
and will then be destroyed.

RESULTS 

Four emergent themes in the patients’ 
and families’ experiences with isolation 
for C. diffi cile infection became 
apparent during the interviews. 
Patient and family data were analyzed 
separately, and, interestingly, three 
themes were common to both groups, 
however, each group had a unique 
perspective. Loneliness related to 
isolation measures was a central feature 
of the patient experience, but not the 
family member. Shared experiences 
for patients and family members 
included: uncertainty related to the 
illness trajectory, the transmission 
process, which included understanding 
transmission and hypervigilance, and 
the lack of consistency, which included 
inconsistencies regarding provision of 
information, and the implementation 
of the isolation protocol by health care 
providers HCPs. 

Loneliness related 
to isolation measures
C. diffi cile infection and its isolation 
measures contributed to a feeling of 

loneliness due to lack of visits from 
friends and loved ones. When asked 
to describe the experience of being 
in isolation for C. diffi cile, one patient 
immediately responded with the 
statement: “I get lonely, you know…
lonesome.” Several patients reported 
few visitors. The lack of visitation may 
have been linked to visitors’ fears of 
contracting the infection, as noted by 
one of the patients: “Some did not 
visit because I had C. diff. They were 
scared.” This sense of loneliness arose 
primarily from decreased contact 
with loved ones. Patients reported no 
perceived change in the frequency 
of interaction with HCPs. Most did 
not feel that the care they received 
from HCPs was reduced by isolation 
measures. On the other hand, isolation 
procedures sometimes resulted in the 
use of single rooms, and according to 
one patient, this created a sense of 
“being cut off from the usual.”    

Uncertainty related 
to illness trajectory
The feeling of uncertainty related to the 
trajectory of C. diffi cile infection was 
evident for both patients and family 
members. This sentiment was expressed 
by patients with respect to their own 
health status. When asked if he had any 
specifi c questions about C. diffi cile, one 
patient participant immediately asked, 
“How long does this disease last?”  

For family members, their 
uncertainty became apparent when 
they questioned the length of the illness 
trajectory. One participant repeatedly 
asked about the trajectory: “How 
long does it go on? How long does it 

take? No one can give you a defi nite 
answer… But how long does it go 
on? You know this is the third week? 
Doesn’t that send you like a message if 
it’s over three weeks? So what does that 
mean? And here it is like three weeks 
later, he’s still on isolation.” 

The repetition of such questions 
highlighted the signifi cance of this 
concern for the participant. These 
sentiments were echoed by another 
family member, who also asked, “How 
long does it (infection) last? I thought it 
was resolved…There’s no such thing as 
a relapse? Like a couple of days later?”

The uncertainty of the illness 
trajectory led to a great deal of concern 
for patients and family members. 

Understanding of
the transmission process
The understanding and a hypervigilance 
of the transmission process were also 
central themes in the experiences of 
both groups. There was considerable 
variation in patients’ understanding 
of the process of transmission of C. 
diffi cile. One participant described the 
infection as one that is spread from 
contact with an ill individual: “You 
can pick up germs from contact with 
someone who is not well.” In contrast, 
another believed that the infection was 
transmitted to patients from HCPs or 
other infected patients, that is, hospital 
acquisition of the infection: “There 
was a lack of asepsis between the 
circulating nurses and other personnel.” 
This participant felt that HCPs “Did not 
pay attention to the (isolation) measures 
when they entered the room…I 
know that someone was not careful.” 

Table 2: Family member demographic data

Patient Age Sex Ethnic origin Relation to patient

1 83 F Romanian/Austrian Partner

2 25 M French-Canadian Son

3 52 F Jewish Daughter

4 52 M Italian Son

5 16 F Jamaican-Canadian Daughter
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Another patient described becoming 
infected with “a hospital sickness.” 
She expressed her frustration in the 
hospital acquisition of the infection in 
the following statements: “When I came 
here I didn’t have it! So I got it here!” 
The remaining two patients were unable 
to articulate how the infection was 
transmitted. 

Similarly, family members also spoke 
about the transmission process of C. 
diffi cile. A family member expressed her 
family’s frustration with the hospital-
acquired infection: “They were saying 
that it’s bad … they said that she came 
to the hospital to get better, not to catch 
a disease.”  

Family members were particularly 
focused on the issue of transmission 
and how likely the infection could 
be spread from the patient to the 
family member and then to others. In 
contrast, some family members were 
concerned about spreading their own 
“germs” to patients. As a result, family 
members became engaged in an active 
process of attempting to understand the 
transmission process. For instance, one 
family member asked: “How did he get 
this? From how, from where?” Another 
family member felt that isolation 
measures warranted careful attention by 
visitors, so as not to “bring other germs 
into the room.”

Hypervigilance of 
the transmission process 
Regardless of their focus, family mem-
bers exhibited a hypervigilance of the 
transmission process that was mani-
fested in their questions and increased 
focus on HCPs adherence to isolation 
measures. Family members expressed 
doubt as to whether the current isola-
tion practices were adequate in pre-
venting overall bacterial transmission: “I 
often wonder is that [the gown, gloves 
and mask] enough? They should give 
you little covers for your shoes at the 
same time, like they do in the surgery 
…I often think to myself, there’s the 
gown, and there’s the mask, and there’s 
the gloves, but what about headwear? 
What about footwear? I mean, they 
could carry little bugs too?”

Similarly, another family member 
was worried about transferring the 
bacterium to others: “It makes me 
nervous because I work in a preschool, 
and I’m wondering, like I bring my 
jacket into the room (refers to patient’s 
room), and I hang it up on either the 
doorknob or the hook; am I doing 
something that’s putting my children 
at risk? I could actually give my kids 
C. diff? From my coat? I’m wearing my 
coat, and they’re in preschool, I mean 
they sit on my lap.” 

This hypervigilance of the 
transmission process was a central 
theme to the family members’ 
experiences, and some patients 
also raised this issue. For example, 
one patient was keenly focused on 
reminding her family to follow the 
proper isolation measures: “I tell 
them to keep it (gown) on, put on the 
gloves, wash your hands…must take 
precautions. You have to follow what 
they say, because you don’t want to 
catch nothing.”

Clearly, the issue of transmission for 
C. diffi cile was an important topic for 
both patients and family members.  

  
Lack of consistency 
in information provided 
Almost all family members noted a 
lack of consistency in the information 
provided by HCPs. Both patients and 
family members described a lack of 
consistency in the implementation 
of the isolation protocol by HCPs. 
Bedside nurses were described as the 
main information providers regarding 
C. diffi cile infection and isolation 
procedures in most units, doctors 
were also mentioned. Although family 
members were satisfi ed with the 
information they received, they did 
not feel that HCPs were forthcoming 
with information. For instance, one 
family member questioned the reported 
laboratory results in the statement, 
“They said the preliminary (report) 
was positive, but I haven’t heard 
anything about the other two (i.e., 
the fi nal results).” Family members 
also reported inadequate provision of 
information regarding diagnosis and 

test results, as indicated in the following 
statements: “It hasn’t been a great 
experience, we’re sort of fi nding out 
things just incidentally…it was like, did 
I miss something along the way? What 
happened?”

In answer to what, if anything, 
should be changed about the isolation 
process, this family member responded: 
“To be informed a lot better than we are 
now. I can’t imagine that I’m that dumb, 
and I don’t listen that poorly.”

Lack of consistency 
in the implementation 
of the isolation protocol
The lack of consistency in the relaying 
of information was raised exclusively 
by family members. However, both 
patients and family members were 
concerned about the lack of consistency 
and adherence to the isolation 
protocol. One family member reported 
discrepancies between the protocol for 
isolated patients and actual practices. 
She related the scenario in which a 
doctor told her that the usual isolation 
measures stipulate that the patient 
cannot leave the hospital. On the other 
hand, this professional did not strictly 
enforce this policy: “The doctor said, 
you’re not really supposed to take them 
(patients) out, that’s the hospital policy. 
[But if you do go out] you should wipe 
things down.” 

Similarly, another patient shared the 
following experience: “I would tell them 
(HCPs) that I would like it if they put 
on gloves…I think it would solve a lot 
of problems if everyone mimics each 
other (i.e., everyone follows the same 
isolation measures)…To be careful with 
all (isolation) measures.”

The ideal practice of physically 
isolating patients in single rooms was 
not always possible due to lack of 
private rooms across the institution. 
Patients were placed in multi-bedded 
rooms with others who were also 
infected with C. diffi cile. This led to 
concern and a state of confusion for one 
of the family members who explained: 
“When it was discovered that he had 
C. diffi cile, they rushed him out; he was 
before in another room, a semi-private. 
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So they rushed him out right away and 
they put him into an isolation room. 
Then all of a sudden, he’s back in a 
semi-private room...if it’s supposed to 
be isolation, isolation is isolation!”

The strict adherence to the ideal 
practice of single rooms provided 
reassurance to participants of both 
groups. When asked what changes 
should be made to isolation measures, 
one family member stated, “I’d put 
him back in a single room, because to 
me that’s what isolation means.” This 
concern was verbalized by one patient 
who affi rmed her preference for single-
bed isolation rooms. 

One family member/patient pair 
expressed great concern when in a 
clinical area that did not allow for 
proper isolation measures, specifi cally 
the emergency department. This 
concern was captured by the following 
family member statement: “They let 
a lot of things go, especially in the 
emergency room…the fi rst day she 
spent in the emergency room my 
mom was having diarrhea and they 
didn’t know where to put it (stool). 
They had to put it on the fl oor. That, 
I believe, is very dangerous for the 
whole emergency room. That’s my 
opinion, very, very sad and very, very 
dangerous.”

These perceptions of lack of 
consistency regarding information 
provided and in the adherence and 
the ability to implement the isolation 
protocol undermined the above 
participants’ sense of reassurance with 
the care provided.  

DISCUSSION

The fi ndings of the current study 
illustrate the isolation experience for 
C. diffi cile positive patients and their 
families. Loneliness stemming from 
the isolation measures and reduced 
contacts with loved ones was central 
to the patient’s experience, a fi nding 
consistent with previous research (14-
16,19). Uncertainty regarding the illness 
trajectory was expressed by patients 
and family members, which refl ects 
the general literature on uncertainty 

in the illness experience (32). The 
continual questioning of the illness 
trajectory may be viewed as information 
seeking, which is a common response 
to uncertainty and may be considered a 
useful coping strategy (33).

Some patients and family members 
did speak about the hospital acquisition 
of the infection, which led to emotional 
distress. They viewed the hospitalization 
as a way of treating underlying illness for 
which they were admitted, and not as 
a means of acquiring a novel infection. 
Indeed, the literature demonstrates 
the physical, social and psychological 
impact of hospital-acquired infections 
for patients and their families, such as 
fear, stigma and social isolation (35,36).

Patients and family members 
exhibited a hypervigilance in the 
adherence to the isolation measures by 
HCPs, possibly as an attempt to fi nd 
a rationale for the hospital acquisition 
of the infection. The hypervigilance 
may also refl ect efforts by the two 
groups to protect themselves from 
acquiring the infection and as a 
protective coping mechanism. The 
increased vigilance could indicate 
a lack of trust in the HCPs and in 
the hospital, since this is where 
acquisition of the infection occurred. 
Newton established that patients with 
methicillin-resistant Syaphylococcus 
aureus (MRSA) believed that isolation 
measures prevented transmission of 
the infection, yet they did not indicate 
increased focus in HCPs’ adherence to 
isolation practices (15). 

The increased vigilance is a new 
fi nding that may potentially be unique 
to C. diffi cile infection, since this 
microbe has overt symptomatology 
(i.e. frequent episodes of diarrhea), as 
compared to other infectious agents. 
Patients and family members are 
witness to the symptoms of C. diffi cile 
and this observation, coupled with 
the potentially life-threatening course 
of this infection, may increase their 
guard against its transmission. They 
repeatedly questioned the effectiveness 
of the isolation measures, which 
appeared to elicit a sentiment of 
anxiety, although this emotion was not 

validated with the participants. 
The lack of consistency in the 

information provided emerged only 
in the family members’ experience. 
Perhaps the HCPs had inadequate 
knowledge regarding C. diffi cile 
infection, a phenomenon encountered 
in a small study. It found that 
infection control personnel had poor 
understanding of C. diffi cile despite 
an adequate knowledge of infection 
transmission (37), which may have led 
to inconsistencies. Perhaps patients 
had less informational needs or were 
more focused on their own illness 
management, other than C. diffi cile, 
and did not question the information 
provided, and were thus satisfi ed with 
it. This may be due to patients receiving 
their information primarily from HCPs, 
whereas family members had access to 
several information resources, such as 
HCPs and electronic and print media. 
Surprisingly, the opposite was illustrated 
in past research. Studies found that 
patients with diverse infections had 
information needs that were not 
adequately met by HCPs (16,17,35). 

Lastly, patients and family members 
observed differing isolation practices 
performed by HCPs. The inconsistent 
use of isolation measures has been 
documented in previous literature 
(7,14,38). This inconsistency likely 
creates confusion, as the proper 
measures to follow become unclear, and 
their importance is called into question. 
A strict adherence to the isolation 
protocol will likely increase the patients’ 
and families’ reassurance with personnel 
and will concomitantly enhance patient 
coping with C. diffi cile infection. 

The physical layout of the hospital 
resulted in differing isolation practices. 
For instance, the Emergency Room 
(ER) did not have physical barriers 
and bathroom facilities necessary for 
proper isolation precautions, which 
was worrisome for both patients and 
family members. Hospital wards remain 
antiquated as they contain few single 
or isolation rooms (8). As a result, 
cohorting is prevalent. Multi-bedded 
rooms created anxiety and concern for 
patients and family members due to 
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the close proximity to other infected 
patients and led to emotional distress. 
There is thus a clear link between 
physical environment and coping with 
the illness, a phenomenon that has not 
been scrutinized in any depth in past 
literature.

Both groups were afraid of possible 
re-infection from the other patients. 
Very little research has looked at this 
issue of re-infection secondary to 
cohorting. However, a study noted 
that patients who shared a room 
with another C. diffi cile positive 
patient acquired the organism after 
an estimated hospital stay of 3.2 days 
when compared with a hospital stay 
of 18.9 days for other patients (39). 
Another study found that moving a 
patient from the intensive care unit 
(ICU) into a single room did not reduce 
the rate of cross infection for MRSA 
(40). The inconsistencies in previous 
research thus merit further exploration. 

Single-bedded rooms are advocated 
as the gold standard in isolation 
measures, yet they stipulate that 
multi-bedded rooms are permissible 
only after consultation and approval 
by the institution’s infection control 
department (3,24,41). 

The most profound effect on 
patients and their families was the 
emotional impact of isolation for C. 
diffi cile. Given the resultant distress 
experienced by the patients and 
family members, there is a clear need 
to explore their coping in order to 
intervene therapeutically. The McGill 
Model of Nursing views the family as 
the unit of care. This model regards 
nurses as having a pivotal role in 
collaborating with families to assist 
them to cope with their concerns, 
hence it is ideally suited for working 
with C. diffi cile positive patients and 
their families (Gottlieb & Sherrard, 
2004; unpublished work). As the above 
fi ndings demonstrate, the intervention 
of providing information is inadequate 
to address their emotional needs. 
Nurses need to be attuned to the 
distress and anxiety felt by the patients 
and family members in order to better 
facilitate their coping.      

CONCLUSION

Implications for practice
HCPs, and especially nurses, need to be 
aware of the psychological impact of the 
isolation measures and the acquisition 
of HAI, so that they may intervene 
accordingly. Relevant interventions to 
promote adaptive coping include active 
listening to understand the extent of the 
concern, providing emotional support 
and reassurance, reframing cognitions, 
and referral to appropriate personnel 
as needed (42). Based on the above 
fi ndings, it is clear that nurses have a 
vital role in anticipatory guidance in 
preparing the patients and families for 
the experience beyond understanding 
the infection. For instance, nurses can 
describe the isolation measures such 
that patients and families will have 
an increased awareness of what to 
expect. Consequently, any questions or 
concerns can be addressed.

Bedside nurses were described as 
one of the main information providers. 
It is necessary to determine any gaps in 
nurses’ knowledge regarding C. diffi cile 
and its isolation measures. Additional 
teaching should then be provided to 
nurses, such that they possess adequate 
knowledge to be shared with patients 
and families. Moreover, there is a need 
for a proper assessment of both patients 
and families to determine ability to 
process the information provided, as 
emotionally charged and serious health 
situations are well known for not being 
conducive to learning and subsequent 
recall of information. The literature 
emphasizes the positive effect that the 
provision of information has on patient 
satisfaction and reduction of anxiety 
(7,16,43). Consequently coping may be 
facilitated for patients and families (43). 
Improved communication by HCPs 
via a standardized teaching process 
will ameliorate patients’ and family 
members’ experience (17). 

Bedside nurses may use resources 
available to them, such as printed 
documentation and infection control 
personnel. The latter can be made 
available to patients and families 
to answer questions and provide 

information regarding the infection and 
the need for isolation.

Nurses and physicians need to 
collaborate and develop a standardized 
teaching tool to be put into practice 
with patients and families regarding 
C. diffi cile infection and isolation 
measures. This teaching process should 
begin at diagnosis and continue on 
throughout the infection’s course. This 
standardized method of information 
giving may reduce anxiety, uncertainty, 
and confusion for patients and families. 
Furthermore, these professionals are in 
an ideal position to provide teaching, 
such that patient outcomes will likely 
improve. HCPs should be sensitized 
to the impact of their actions on 
patient and family anxiety regarding 
inconsistencies in their practice. 

The health care institution’s 
infection prevention and control 
guidelines should be strictly followed 
and implemented. There must be 
consistency of isolation measures across 
hospital personnel and visitors, in order 
to diminish cross-contamination and 
confusion regarding proper practices. 
Lastly, hospital administrators should 
make every effort to organize units 
in a manner that promotes the use of 
single isolation rooms. However, given 
the current physical layout of hospitals, 
cohorting should only be implemented 
with the guidance of infection control 
personnel.  

Future directions
It would be interesting to compare 
patient and family members’ isolation 
experience in single versus multi-
bedded rooms, in order to determine 
the effect of physical environment on 
individual experience. As a result, the 
physical and human resources necessary 
to properly implement isolation 
measures will become apparent, and 
current practices will likely improve.

Previous literature did not examine 
the family experience for other 
infectious agents, such as MRSA or 
vancomycin-resistant enterococcus 
(VRE), thus such studies are needed, in 
order to gain a broader understanding 
of the patients and families’ experience 
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of source isolation. Patients in the 
present study were satisfi ed with 
information provided. This is in 
contrast to previous studies, where 
their informational needs were not 
adequately met, thus constituting a 
phenomenon that requires further 
exploration. It would also be worthwhile 
to explore whether family members’ 
fears linking cohorting with re-infection 
are justifi ed. Future studies should 
examine the incidence of re-infection of 
cohorted patients, in order to determine 
whether family members’ fears are valid 
or unfounded. Future studies exploring 
staff nurses’ perceptions regarding 
nursing patients and their families in 
isolation, would inform practice.

Limitations
Study fi ndings were not validated with 
the participants in a second interview, 
due to time constraints. This would 
have been useful, in terms of gaining a 
more in-depth understanding of their 
experience. Furthermore, the sample 
size of fi ve patient/family member pairs 
was relatively small, hence the study 
should be repeated with a larger sample 
in different institutions in order to 
ensure a range of experiences. Specifi c 
demographic data such as education 
level and length of time in isolation 
were not collected, since the purpose of 
the study was an exploratory overview 
without the intention of identifying 
associations between the demographics 
and experience. However, these 
factors may have played a role in the 
participant’s isolation experience, and 
therefore should be included in further 
studies of the subject. 
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adly our glorious summer is 
drawing to an end. I have just 
returned from the IPCAN/IFIC 
conference in South Africa. What 

an amazing conference it was. Infection 
Prevention and Control Africa Network 
(IPCAN) was founded in 2008 with the 
mission of supporting training, research 
and healthcare best practice in African 
healthcare facilities. This was their fi rst 
conjoint conference with the International 
Federation of Infection Control (IFIC). The 
aim of the conference was to address the 
diseases and infection prevention and 
control issues for the African continent.

The disease profi les in Africa differ 
from those in well resourced nations and 
are concentrated in diseases of poverty 
and healthcare-associated infections. High 
rates of HIV, MDRTB and enteric diseases 
place tremendous strains on resources and 
the ingenuity of the healthcare workers 
who are charged with preventing their 
transmission.

The topics of discussion at the 
conference were diverse and because 
the requirements for infection prevention 
and control in healthcare are universal 
there were topics of interest for delegates 
from around the world, regardless of the 
resources available to them.

At the opening ceremonies it was 
heartening to hear one of the local politi-
cians speak eloquently about the need for 
effective infection prevention and control 
programs and the impact of healthcare-asso-
ciated infections. It rapidly became quite 
clear, at least to the Canadian delegates, 
that our CHICA website had provided 
her with a great deal of information. How 
did we know this, you ask? The use of the 
term “routine practices” was the clue. As 
far as I know, Canada is the only nation 
in the world to use this terminology when 
describing basic practices for IP&C. This was 
a proud moment to see how our excellent 

website was being used in other countries.
Unfortunately, we still do not have a 

truly common language for basic practices.
Many nations have moved to using 

the term “standard precautions” but there 
are others who continue to use the term 
“universal precautions.” Carol Goldman, 
IFIC Secretary, Gayle Gilmore, IFIC board, 
and I were asked to present a series of 
lectures on the components of standard 
precautions. I was unsure about the 
amount of interest there would be in the 
session but it was extremely well attended 
and there were numerous questions and 
discussion at the end. One of the chal-
lenges that all delegates appear to face is 
the gap between staff knowledge and their 
actual practice when it comes to IP&C 
best practices. The presentations by other 
delegates on the knowledge-practice gap 
were very interesting.

During the meeting, the presidents 
from IFIC, IPS, APIC and CHICA met 
to discuss possible joint ventures. These 

PRESIDENT’S MESSAGE

Anne Bialachowski, RN, BN, MS, CIC

President, CHICA-Canada
Global Focus

discussions began in Montreal in 2008 and 
have continued with meetings at each of 
the societies’ main conferences since then. 
As presidents we agreed to focus on IP&C 
week this fall and share resources that 
could be posted on the IFIC website. This 
would provide an opportunity for network-
ing broader than our individual organiza-
tions and provide access to resources for 
low income nations. These meetings with 
the presidents are informal but strengthen 
the connections between our organiza-
tions. Previously there was a committee 
focused on joint initiatives but in 2009, 
IPS, APIC and CHICA agreed to sunset the 
group called the International Infection 
Control Council that had been formed 
in 2000 as it was felt that the group had 
achieved their original mandate. APIC and 
IPS have signed over the copyrights to two 
toolkits created by this group to CHICA 
so that revisions can be made. Announce-
ments about these projects will be made at 
a future date. 

S
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alheureusement, notre 
splendide été tire à sa fi n. 
Je reviens tout juste du 
congrès IPCAN/IFIC, qui 

a eu lieu en Afrique du Sud. Quel 
congrès fascinant. L’IPCAN (Infection 
Prevention and Control Africa Network) 
a été fondé en 2008 et a comme 
mission de promouvoir la formation, 
la recherche ainsi que les pratiques 
exemplaires dans les installations de 
soins de santé africaines. Il s’agissait 
du premier congrès que ce réseau 
organisait conjointement avec l’IFIC 
(International Federation of Infection 
Control. L’objectif du congrès était de 
s’attaquer aux problèmes entourant les 
maladies ainsi que la prévention et le 
contrôle des infections sur le continent 
africain.

En Afrique, les profi ls de maladies 
sont fort différents de ceux que l’on 
observe dans les pays bien nantis. Il y 
a une forte concentration de maladies 
liées à la pauvreté et d’infections 
associées aux soins de santé. Le taux 
élevé de VIH, de TB-MR et de maladies 
entériques sollicite considérablement 
les ressources de même que les 
travailleurs de la santé chargés de 
prévenir la propagation de ces 
infections.

Les sujets abordés dans le cadre 
du congrès étaient diversifi és et, étant 
donné que les besoins en matière de 
prévention et de contrôle des infections 
dans les soins de santé sont universels, 
les délégués de partout dans le monde 
pouvaient y trouver leur compte, 
quelles que soient les ressources dont 
ils disposent.

À l’occasion de la cérémonie 
d’ouverture, il était encourageant 
d’entendre une politicienne de 
l’endroit parler avec éloquence de 

la nécessité de mettre en place des 
programmes effi caces de prévention 
et de contrôle des infections ainsi 
que des répercussions des infections 
nosocomiales. Il est rapidement 
devenu assez évident, du moins pour 
les délégués canadiens, que le site 
Web de CHICA avait fourni à l’oratrice 
une grande quantité d’information. 

M

MESSAGE DE LA PRÉSIDENTE

Anne Bialachowski, RN, BN, MS, CIC

Présidente, CHICA-Canada
Perspective mondiale

Comment avons-nous pu le savoir, 
me demanderez-vous? L’emploi de 
l’expression « pratiques de routine » 
(routine practices) constituait un indice 
clé. À ma connaissance, le Canada 
est le seul pays au monde à employer 
cette terminologie lorsqu’il est question 
de décrire les pratiques de base en 
prévention et contrôle des infections. 

« À ma connaissance, le Canada est le seul 
pays au monde à employer cette terminologie 
lorsqu’il est question de décrire les pratiques 
de base en prévention et contrôle des 
infections. Nous avons éprouvé de la � erté en 
constatant que notre excellent site Web est 
utilisé dans d’autres pays. » 
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Nous avons éprouvé de la fi erté en 
constatant que notre excellent site Web 
est utilisé dans d’autres pays.

Hélas, nous ne disposons pas 
encore d’un vocabulaire véritablement 
uniformisé pour ce qui est des 
pratiques de base.

De nombreux pays ont adopté 
l’expression « précautions standards », 
mais d’autres emploient encore le 
terme « précautions universelles ». 
Carol Goldman, secrétaire de 
l’IFIC, Gail Gilmore, du conseil 
d’administration de l’IFIC, et moi-
même avons été invitées à donner 
une série de présentations sur 
les composantes des précautions 
standards. Je ne savais trop quel intérêt 
cette séance allait susciter, mais nous 
avons eu une bonne participation et 
il y a eu de nombreuses questions et 
discussions à la fi n. L’un des obstacles 
que tous les délégués semblent devoir 

surmonter est le décalage entre les 
connaissances du personnel et leur 
pratique, dans la réalité, lorsqu’il est 
question de pratiques exemplaires en 
prévention et contrôle des infections. 
Les présentations effectuées par 
d’autres délégués sur ce décalage ont 
été très intéressantes.

Au cours du congrès, les 
présidents de l’IFIC, de l’IPS, de 
l’APIC et de CHICA se sont réunis 
pour discuter d’éventuels projets 
conjoints. Ces discussions avaient 
commencé à Montréal en 2008 et 
se sont poursuivies par la suite à 
l’occasion des congrès de chacune 
de ces organisations. Les présidents 
ont convenu de cibler la semaine 
nationale de la prévention et du 
contrôle des infections, qui aura lieu 
cet automne, et de mettre en commun 
des ressources qui pourraient être 
versées sur le site Web de l’IFIC. 

MESSAGE DE LA PRÉSIDENTE

Cela permettrait de constituer un 
réseau plus vaste, qui dépasserait 
nos organisations individuelles, et 
donnerait à des pays à plus faibles 
revenus la possibilité d’accéder à 
de telles ressources. Les réunions 
où se retrouvent les présidents sont 
informelles, mais elles renforcent 
les liens entre nos organisations. 
Auparavant, il existait un comité 
responsable des initiatives communes, 
mais en 2009, l’IPS, l’APIC et CHICA 
ont décidé d’abolir le groupe connu 
sous le nom d’International Infection 
Control Council, qui avait été 
constitué en 2000, car on estimait 
qu’il avait accompli son mandat 
d’origine. L’APIC et l’IPS ont cédé 
leurs droits d’auteur sur deux trousses 
d’outils créées par ce groupe afi n que 
CHICA puisse en faire la mise à jour. 
De l’information sur ces projets sera 
transmise en temps opportun. 
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The SARS Memorial Fund for Infection Control Practitioners is a tuition/certifi cation/professional 

development reimbursement program funded by Molson Canada SARS Concert (2003) and supported by 

the Ontario Ministry of Health and Long Term Care.

RNFOO manages the SARS Memorial Fund, initiated in January 2005. The fund provides grants to 

Infection Control Practitioners from any discipline to support them in advancing their knowledge to lead 

infection control practices within their healthcare settings. Grants can be applied to continuing education, 

certifi cation/re-certifi cation and professional development.

The fund of $175,000 is to be administered over three years, allowing for the allocation of approximately 

$58,000 per year in support of individual pursuing formal education and certifi cation in the area of 

infection control. •

See www.rnfoo.org for details.

The Registered Nurses’ 
Foundation of Ontario Molson Canada 
SARS Memorial Fund providing grants to ICPs

If you wish to contribute articles on research or 
general interest please contact the Clinical Editor:

BE AN AUTHOR FOR
THE JOURNAL

PAT PIASKOWSKI
807-683-1747 • piaskowp@tbh.net
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When it comes to instrument sterilization
Ê itÊ helpsÊ toÊ beÊ bothÊ narrowÊ minded
 and fl exible at the same time.

‘Because the stakes are too high.’ and ‘Your Infection Control specialist.’ are trademarks of SciCan Ltd.

The HTMS Plasma Sterilizer sets a high standard for endoscope 

sterilization. It sterilizes single channel fl exible endoscopes with 

lumens as small as 1mm in diameter. Compared to the market leader 

its cycle time is faster and its cost per cycle is lower.  The HTMS 

utilizes an advanced gas plasma technology that achieves sterilization 

in up to half the time of its competitors. Take control, because the 

stakes are too high.TM Save time, save money, save lives.

www.scican.comÊ

http://www.scican.com


FROM THE EXECUTIVE DESK

Gerry Hansen, BA

Executive Director, CHICA-Canada

Encounters 
of the closer kind

irst, a little bit of history. 
The Public Health Agency of 
Canada (PHAC) is an agency 
of the Government of Canada 

that is responsible for public health, 
emergency preparedness and response, 
infectious and chronic disease control, 
and infection prevention. It was 
formed by Order in Council in 2004 
and subsequently by legislation in 
December 2006. In 2006, CHICA, 
PHAC, the Canadian Patient 
Safety Institute, and Accreditation 
Canada signed a Memorandum 
of Understanding with a goal of 
collaboration in matters of patient 
safety. PHAC has developed numerous 
IP&C guidelines and draws from 
CHICA’s membership to complete its 
panel of experts for this work.

CHICA and PHAC do not have 
a mechanism in place for formal 
communication and consultation. This 
mechanism is needed on an urgent 
basis given the mutual interest of 
both parties that will be met through 
improved ongoing dialogue. 

In mid-August, President Anne 
Bialachowski and I met with PHAC 
representatives in Ottawa, at 
PHAC’s invitation. It was a full day of 
discussion, questions, and suggestions. 

Among the more important 
information items and next steps for 
consideration are:
• PHAC and CHICA will maintain 

a dialogue regarding the status of 
IP&C guidelines.  A process will be 
developed to determine the most 
pressing issues requiring guidelines. 
CHICA-Canada will consider 
development of webinars around 
each completed guideline. 

• PHAC is in the process of reviewing 
the format of all new and revised 

F guidelines, toward a more user-
friendly format, including the 
possibility of shorter documents and 
a summary of guideline revisions.   

• PHAC will consult with CHICA-
Canada and other organizations 
about the renewal process for 
nominees to the Infection Control 
Steering Committee. 

• PHAC will increase linkages with 
the Network of Networks Interest 
Group. 

• It was suggested that the national 
standardized defi nitions group 
readdress the MRSA/Clostridium 
diffi cile defi nitions and come to 
consensus on the agreed wording 
and publication of the defi nitions.

• PHAC representatives, the CHICA-
Canada President, and the CHICA-
Canada Executive Director to meet 
by conference call twice per year; 
once in April prior to the spring 
CHICA Board meeting and once 
in October prior to the fall Board 
meeting.  Issues of mutual interest 
and concern will be discussed and 
the group will meet more frequently 
if required.

• PHAC to submit articles updating 
on its activities for publication in 
the Canadian Journal of Infection 
Control (starting with the winter 
2010 issue). 

• When possible, a “PHAC Update” 
to be scheduled in the program 
of the CHICA-Canada annual 
conference.    

• The Memorandum of Understanding 
will be reviewed with all parties.  

We came away with a better vision 
of PHAC’s role alongside CHICA and 
several mutual action items that will 
hopefully create a new, more open and 
collegial relationship. 
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Hand hygiene a hot topic at HealthAchieve

ith the effects of SARS, Clostridium diffi cile (C. 
diffi cile) and last year’s H1N1 crisis still fresh 
in the minds of many Canadians, infection 
prevention and control continues to be a key 

area of interest for patients and professionals alike. 
To build on this interest, the Ontario Ministry of Health and 

Long-Term Care created a provincial “Just Clean Your Hands” 
program to help hospitals and individuals overcome the barriers 
to proper hand hygiene and improve compliance with hand 
hygiene best practices. While great strides have been made to 
improve hand hygiene across Ontario, the province continues 
to offer information and other resources to help healthcare 
providers with compliance.

With the opportunity to reach out to hundreds, if not 
thousands, of healthcare providers in one place at one time, 
the Infection Control session at HealthAchieve, one of the 
most respected healthcare events in the country, has become a 
popular venue for presentations and discussion around the latest 
information and trends in infection control.

At this year’s session on Monday, November 8, 2010, 
Infection Control experts from across Ontario will team up with 
Occupational Health Nurses to offer “Hand Hygiene Challenges 
for Health Care Workers,” a panel discussion designed to 

W provide participants with lessons learned on improving the hand 
hygiene workplace culture, as well as information about how 
to keep healthcare providers’ hands safe with a good skin care 
program.

HealthAchieve has become the largest event of its kind in 
Canada, and it continues to grow, attracting more than 9,400 
healthcare professionals and over 350 exhibiting companies 
from across the country and beyond. Taking place this year 
from November 8-10, HealthAchieve provides a dynamic and 
cutting-edge showcase of the latest innovations in technology, 
offers dynamic learning opportunities, and allows for networking 
among today’s top healthcare and business leaders.

In addition to the Infection Control session at the 2010 
show, HealthAchieve is also offering a number of other 
thought-provoking sessions featuring renowned speakers 
and entertainers including Retired Lieutenant-General The 
Honourable Roméo Dallaire; best-selling author, Clayton 
Christensen; Olympian Clara Hughes; and comedian, Shaun 
Majumder. Additional prominent speakers will be announced in 
the weeks to come. 

To learn more about HealthAchieve’s Infection Control 
session, or about the award-winning event itself, go to www.
healthachieve.com. 

INDUSTRY NEWS
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Infection Control – It’s Simple!
National Infection Control Week – October 18-22, 2010

‘Infection Control – It’s Simple!’ is the theme of this year’s 
National Infection Control Week, October 18-22, 2010. 
Infection Prevention and Control programs have been widely 
recognized to be both clinically effective and cost-effective in 
preventing and controlling the spread of infections in healthcare 
settings. However, ultimately the most effective way to prevent 
the transmission of infection is through hand 
hygiene and effective environmental cleaning. 

Washing your hands is an ordinary 
procedure and does not take a lot of 
time and effort or thought. You can 
use soap and water or alcohol based 
sanitizers. It takes only 20-30 
seconds of your time to wash 
your hands.

Now that’s simple!
National Infection 
Control Week will 
provide Infec t ion 
P r e v e n t i o n  a n d  
Control Professionals 
within healthcare 
f a c i l i t i e s  a n d 
community settings 
the oppor tunit y 
t o  p romo te  t he  
‘ Infec t ion Cont rol 
– It’s Simple!’ theme. 
Infection Prevention and 
Control Professionals will 

be providing multi-modal education and collaborating with 
other organizations in order to deliver the message that infection 
prevention and control can be very simple. 

Keep in mind that National Infection Control Week is just 
the beginning. This invaluable lesson is one that must continue 
to be taught so that the impact of infections can be minimized. 

CHICA–Canada is a national, multi-
disciplinary, voluntary association 

of Infection Prevention and 
Control Professionals (ICPs) 
with 21 chapters across the 
country dedicated to the health 

of Canadians by promoting 
excellence in the practice of 

infection prevention and control.
Contact the Infection Prevention and 

Control Professional in your hospital or 
community for further information 

on activities planned for National 
Infection Control Week. Visit 

CHICA-Canada’s  web s i te 
(www.chica.org) for infection 

p revent ion  and cont ro l 
information. For additional 

information or to contact 
your local CHICA-Canada 

Chapter:   
(ADD CHAPTER 
CONTACT 
INFORMATION 
HERE)

MEDIA RELEASE
The following media release is provided to assist with any National Infection 
Control Week activities that may require a media release in your area. 
Add the local contact information at the bottom of the release.
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Le contrôle des infections – C’est simple!
Semaine nationale du contrôle des infections – 18 au 22 octobre 2010

« Le contrôle des infections – c’est simple! », voilà le thème de 
la prochaine semaine nationale du contrôle des infections, qui 
aura lieu du 18 au 22 octobre 2010. Il est largement reconnu 
que les programmes de prévention et de contrôle des infections 
constituent un moyen rentable et effi cace sur le plan clinique 
de prévenir et de contrôler la propagation des infections dans 
les milieux de soins de santé. Toutefois, ultimement, 
le moyen le plus effi cace de prévenir la trans-
mission des infections constitue l’hygiène 
des mains et le nettoyage effi cace de 
l’environnement. 

Le lavage des mains est une procé-
dure ordinaire, qui n’exige pas 
beaucoup de temps, d’effort ni 
de réfl exion. On peut utiliser du 
savon et de l’eau ou un assainis-
sant à base d’alcool. 
Se laver les mains ne 
prend que de 20 à 
30 secondes de votre 
temps.

Ça, c’est simple!
La semaine natio-
nale du contrôle 
des infections donne 
aux professionnels 
de la prévention et du 
contrôle des infections 
qui travaillent dans des 
établissements de soins de 
santé l’occasion de promou-
voir le thème « Le contrôle des 
infections – c’est simple! ». 
Ces professionnels offriront 
des formations multimodes 
et collaboreront avec 
d’autres organismes afi n 
de véhiculer l’idée que 

la prévention et le contrôle des infections peut s’avérer très simple. 
Gardez à l’esprit que la semaine nationale du contrôle des 

infections ne constitue qu’un début. Il faut continuer d’enseigner 
cette leçon inestimable afi n de réduire au minimum les effets 
des infections. 

CHICA-Canada est une association nationale et multidisci-
plinaire qui regroupe des profession-

nels en prévention et contrôle 
des infections (PCI) sur une 
base volontaire. Elle compte 
21 sections régionales un peu 

partout au pays, qui veillent à la 
santé des Canadiens en prônant 

l’excellence dans la pratique rela-
tive à la prévention et au contrôle 

des infections.
Communiquez avec le professionnel 
en prévention et contrôle des infec-

tions de votre hôpital ou de votre 
communauté pour en apprendre 

davantage sur les activités pro-
posées pendant la semaine 
nationale de contrôle des 

infections. Visitez le site Web 
de CHICA-Canada (www.

chica.org) pour obtenir 
de l’information sur la 

prévention et le con-
trôle des infections. Si 
vous avez besoin de 
plus de renseigne-
ments ou pour com-
muniquer avec votre 
section régionale de 
CHICA-Canada :   
(AJOUTER LES 

COORDONNÉES 
DE LA SECTION 
RÉGIONALE ICI)

COMMUNIQUÉ DE PRESSE
Le communiqué de presse ci-dessous vous est fourni pour vous aider si vous 
planifi ez des activités dans le cadre de la semaine nationale du contrôle des 
infections et que vous souhaitez émettre un communiqué dans votre région. 
Ajoutez les coordonnées de votre section régionale à la fi n du communiqué. 
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So many lives are touched by you and your staff  each day…

But even as hope and healing are administered, the deadly risk of

Healthcare Acquired Infections remains. Without proper infection

prevention protocols and compliance, everyday touchpoints —

medical equipment, computers, door handles, hands, patients

themselves — can contribute to the spread of infectious disease

among patients, visitors, caregivers and staff.

From admission to discharge, PDI's goal is to help you achieve zero HAIs

by providing products and solutions to address these touchpoints.

Our commitment to you includes our dedicated team of Medical

Science Liaisons and Field Representatives to educate, train and

support your staff in infection prevention.

In addition, we offer the industry's most trusted and comprehensive

portfolio of infection prevention products. From skin antisepsis 

to surface care, hand hygiene and patient care, PDI products 

clean, disinfect or sanitize critical touchpoints throughout your 

facility.

CHLORASCRUB™ BRAND SANI-HANDS® SANI-CLOTH® HYGEA® NICE ’N CLEAN®

Copyright © 2010 Professional Disposables International, Inc. 
Sani-Cloth®, Sani-Hands®, Hygea® and Nice 'N Clean® are registered trademarks of 
Professional Disposables International, Inc. Chlorascrub™ Brand and PDI Touchpoints™
are trademarks of Professional Disposables International, Inc. 
DA18093

http://www.pdipdi.com


Certi� cation in 
Infection Control: Then and now 

he idea of establishing 
a certifi cation process 
for infection prevention 
and control professionals 

began in 1977 through the work of 
a local chapter of the Association 
for Professionals in Infection Control 
and Epidemiology, Inc (APIC), APIC 
– New England. In 1978, the APIC 
Board of Directors formed the APIC 
Certifi cation Association and in1979 this 
association established an independent 
certifi cation board, contracted with 
a certifi cation testing company, 
developed the certifi cation process and 
performed the fi rst task analysis. 

There were 12 very committed 
infection prevention and control 
professionals who had a vision, a 
purpose and a goal that laid the 
foundation for certifi cation of infection 
control and prevention professionals. 
These individuals were responsible 
for creating the fi rst certifi cation 
and recertifi cation process. They 
developed the certifi cation exam 
questions, ensured there was a 
suitable question bank, developed the 
weighting structure for the questions 
and developed and administered 
the fi rst practice analysis. All of the 
members took the certifi cation exams 
and analyzed the results. Articles about 
the certifi cation process including the 
results of the practice analysis were 
published in APIC’s offi cial publication, 
the American Journal of Infection 
Control and Epidemiology (AJIC).

In 1982, the APIC Certifi cation 
Association became known as the 
Certifi cation Board of Infection Control 
and Epidemiology, Inc (CBIC). CBIC 
administered the fi rst certifi cation exam 
in 1983. 

Members of the original CBIC Board 
of Directors included, Trish Barrett, Julie 
Garner, Marguerite Jackson, Pat Lynch, 

Barbara McArthur, Bob Shannon, Barb 
Soule, Maureen Spencer and Steve 
Weinstein from the United States. 
Shirley Chewick, the fi rst CHICA 
President, and Nolëne McGuire, 
Montreal, were the founding CBIC 
members from Canada. A community 
liaison also served on the board. Some 
of the early board members served 
a three-year term and others served 
a partial term in order to provide for 
staggered elections.

So, here we are 33 years after 
the certifi cation process was fi rst 
conceptualized. Many changes have 
taken place but some things have 
remained the same. Just as the early 
practice analyses were published in 
AJIC and the CHICA-Canada journal, 
so will the practice analysis (PA) that 
CBIC conducted in 2009. The purpose 
of the practice analysis survey was to 
identify the current responsibilities 
of infection prevention and control 
professionals and to ensure the 
certifi cation exams refl ect the current 
practice of infection prevention and 
control. For purposes of the survey, 
an infection prevention and control 
professional was defi ned as one who is 
responsible for the: 
• Planning, implementation, and 

evaluation of infection prevention 
and control measures.

• Collection, analysis, and interpreta-
tion of epidemiologic data relative 
to infections. 

• Investigation and surveillance of 
suspected infection outbreaks.

The response rate of the survey was 
27.53%. The responses were analyzed 
and were used to determine the test 
specifi cations for the certifi cation 
exams. The executive summary of the 
PA survey with the revised content 
outline can be found on the CBIC 
website: www.cbic.org. 

The CBIC Board is grateful to all 
the respondents of the survey for their 
valuable contribution.

The results of the 2009 PA survey 
identifi ed the following areas or domains 
of practice:
• Identifi cation of infectious disease 

processes
• Surveillance of epidemiologic 

investigation
• Preventing/controlling the 

transmission of infectious agents
• Employee/occupational health
• Management and communication 

(leadership)
• Education and research
CBIC revised the content outline of the 
certifi cation exams to refl ect the above 
domains. In addition to being on the 
CBIC site, the revised content outline 
will be published in CBIC’s Candidate 
Handbook. 

CBIC also revised the exams to refl ect 
the responses to the 2009 survey and 
began administering the revised proctored 
computer-based exam in July 2010. The 
revised Self Achievement Recertifi cation 
Exam (SARE) based on the fi ndings of 
the 2009 PA survey will be administered 
beginning January 2011. I encourage you 
to review the revised content outline if 
you plan to soon take either the proctored 
computer-based exam or the SARE. 

CBIC welcomes comments and quest 
ions about the certifi cation process. 
Please feel free to pose your questions 
to info@cbic.org or to me at ffeltovich@
cbic.org.  

T
Fran Feltovich, RN, MBA, CIC, CPHQ, 

2010 CBIC President
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Finally, it’s here!
Do you sterilize medical devices that require non-standard sterilization cycle times?

Verify® SixCess® 270FP Chemical Indicators and 270FP Challenge Packs are designed specifically to monitor 
exposure time requirements associated with extended cycles.

Verify SixCess ensures you’ve delivered the sterility assurance you intended - every time. And, they provide 
immediate notification of any process failures after 4, 10, or 20 minutes of exposure.

Don’t take chances with your sterilization process.

Learn more about getting cycle specific verification,  
call STERIS at 1-800-661-3937.
www.steris.com

Is your sterilization process custom fit  
for your extended cycle needs?

Verify® and SixCess®  are registered trademarks of STERIS Corporation.
©2010 STERIS Corporation.

Available for both load and pack monitoring and release. For use with 
dynamic air removal steam sterilization cycles operating at 270ºF/132ºC 
for 4, 10, or 20 minutes of exposure. Available in Canada only.

Don’t take chances with your sterilization process.

http://www.steris.com


INDUSTRY NEWS

Through the fi nancial support of the Virox Technologies Partnerships, 18 CHICA-Canada members were awarded 
scholarships to attend the 2010 CHICA Education Conference in Vancouver. CHICA-Canada and its members 
thank Virox Technologies and their partners Deb Canada, JohnsonDiversey, Steris Corporation, Virox Technologies, 
and Webber Training for their initiative to make the national education conference accessible to those who may not 
have otherwise been able to attend. 

The Virox Technologies Partnership will again provide a scholarship to assist CHICA-Canada members with 
attending the 2011 Education Conference in Toronto, Ontario. The 2011 Virox Technologies Partnership 
Scholarship application is available on www.chica.org. 

The deadline date for applications is January 31, 2011.

2011                      Techologies 
                                                    Partners Scholarship 

Fast, Effective Equipment Washer
Medco Equipment, Inc.’s multipurpose portable equipment 

washer provides dramatic bacteria reduction. Independent 

lab documents 99.9% reduction of bacteria after one wash! 

Washes and sanitizes two wheelchairs in five minutes. It 

also cleans commode chairs, shower chairs, walkers, carts, 

window screens, etc. 1,600 customers worldwide are now 

sanitizing more than 3.4 million wheelchairs yearly! Free 

30-day trial and delivery. Rent, lease-purchase, orpurchase. 

It’s a portable dishwasher for 

wheelchairs, etc. 

All stainless 

steel. 

C/UL listed, 

5-year wall-to-

wall warranty. 

Seven-day 

delivery.

For more information, 
call (800) 717-3626 or visit www.medcoequipment.com

It’s a portable dishwasher for 

wheelchairs, etc. 

5-year wall-to-

wall warranty. 

It’s a portable dishwasher for 

wheelchairs, etc. 

5-year wall-to-
Providing flexible portable and semi portable air 

purification systems for infectious disease control, 
medical, municipal and indoor quality issues.

FDA Approved.
Installed in over 3,000 hospitals.

www.airmation.ca     info@airmation.ca
1-866-735-1480

ACCUSTAT TM

Negative Room Pressure 
Monitor Isolation Room Portable 
Data Logger
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Creating new links 
to help break the chain of transmission
The Canadian Hospital Environmental Services Study (CHESS)

he Canadian Asso-
ciation of Environ-
mental Management 
(CAEM), Queens 

University and Sani Marc Group 
launched the Canadian Hospital 
Environmental Services Study 
(CHESS) research project at the 
2010 Community and Hospital 
Infection Control Association’s 
(CHICA) national conference in 
Vancouver, BC.

The objective of our pres-
ence at this conference was to 
stimulate interest and excite-
ment about this innovative and 
greatly needed research project.

This CHESS study will involve the participation of more than 
280 acute care hospitals across Canada (all with more than 
80 beds). Its objective is to collect and analyze data related to 
environmental services and infection prevention practice within 
health care facilities. 

Our objective in attending the CHICA conference was met. 
Delegates were interested in helping this project get started, 
expressing great enthusiasm and interest in participating by pro-
viding data for this study.

The study will assess environmental cleaning and disinfection 
resources and practices in Canadian acute care hospitals compar-
ing them to the evidence-based guidelines. It will also consider 
the infl uence infection prevention and control programs have on 
environmental services.

 These factors and their relationship to hospital-acquired infec-
tions (HAI) levels will be examined. 

We will be able to ascertain whether ES has suffi cient 
resources to clean and disinfect to standards and whether ES stan-
dards and disinfection practices are consistent with the guidelines. 

We will examine the interaction between ES and Infection Pre-
vention and Control (IPC) services, as they work together to create 
an effective working relationship between the services.

 The infl uence of Infection Prevention and Control programs 
on ES will be examined on a macro scale to provide insights into 
the impact cleaning and disinfection has on HAIs.

 The study results should provide new strategies for improving 
the provision of environmental services and reduce the incidence 
of HAI in acute care hospitals.

 Ultimately, this will help to reduce morbidity, mortality, and 
health care costs.

 We will be creating a steering committee with representatives 

from Environmental Services 
Management, Infection Preven-
tion Professionals and Cleaning 
Industry Suppliers to develop 
specifi c surveys for environ-
mental services and infection 
prevention within the health 
care environment.

The steering committee will 
be led by Dr. Dick Zoutman 
Department of Pathology and 
Molecular Medicine Queens 
University and Infection Con-
trol services, Kingston General 
Hospital, Douglas Ford medi-
cal researcher, Department of 
Pathology and Molecular Medi-

cine Queens University and Keith Sopha Manager of Housekeeping 
Linen a Space Homewood Health Centre, President of the Cana-
dian Association of Environmental Management (CAEM) and will be 
comprised of ES and ICP representatives from across Canada.

The surveys will have a consistent format; however, some 
questions will specifi cally apply to the fi eld in which the service 
is provided.

In developing the survey for environmental services, the com-
mittee will look at hospital characteristics, such as hospital size, 
square footage, number of beds and whether it is new or old.

The surveys will include a human resources component, such 
as number of Infection Control Professionals or ES managers, the 
number of support staff by units and the process used to maintain 
the cleaning and disinfection of the facility. We will also examine 
the interactions and infl uence infection control programs have on 
environmental services.

Once the committee develops the survey content, the surveys 
will be administered on line; however, paper copies will be avail-
able for those who prefer to respond by paper copy.

 The project is expected to take three years to complete and 
fi nal reports will be published in various journals and shared with 
our CAEM members and health care facilities throughout Canada.

This study may demonstrate that housekeeping services contin-
ues to be an essential part of infection prevention and control in 
our health care facilities and beyond.

In closing, I would like acknowledge the outstanding support of 
our sponsor Sani Marc Group and Woodwyant for donating 100% 
of the three-year funding required to drive the project.

We encourage and welcome all ES and ICP professional to 
participate in completing the surveys which will be available in 
early 2011.  

T
Keith Sopha 

Manager Housekeeping Linen and Space , Homewood Health Centre • 150 Delhi Street, Guelph, ON
sophkeit@homewoodhealth.org • 519-824-1010 ext. 2380 • Fax: 519-824-1824

Keith Sopha, Dr Dick Zoutman, 
Patrick Couture - Sani Marc Group, Barry Colpitts - WoodWyant
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CHICA-CANADA board of directors elections

he following candidates for 
the CHICA-Canada Board of 
Directors have been elected 
by acclamation. Each term is 

effective January 1, 2011.

Secretary/Membership Director  
Marilyn Weinmaster, RN, BScN, CIC
(three-year term)    
Regina Qu’Appelle Health Region
Wascana Rehabilitation Centre
Regina, Saskatchewan

Director of Education   
Donna Moralejo, PhD
(three-year term)    
Memorial University School of Nursing
St. John’s, Newfoundland Labrador

Profi les of each of the above will be 
published in the winter 2010 edition 
of the Canadian Journal of Infection 
Control.

There are three nominees for the 
position of President-elect (one-year 
term, followed by the positions of 
President and Past President (one-year 
term each). An election will be held 
online at www.chica.org. Profi les of 
the candidates follow. Instructions for 
voting are below. 

CANDIDATE POFILES
BRENDA DYCK, 
BScN, CIC is 
Program Director, 
Regional Infection 
Prevention and 
Control Program 
at the Winnipeg 
Regional Health 

Authority (WRHA). She has been 
in infection prevention and control 
(IP&C) and has been a CHICA-Canada 
member for 30 years. In her career 
in IP&C, she has developed and 
implemented an infection prevention 
and control program at Seven Oaks 
General Hospital in Winnipeg (1980-
1987) and was an ICP for adult 
medicine, rehabilitation, medical 
intensive care, coronary care and 

dialysis units at the Health Sciences 
Centre (1987-2004). In 2004, she 
became the Program Director of the 
Regional Infection Prevention and 
Control Program at the WRHA. 

Ms. Dyck was responsible for the 
development of Infection Prevention 
and Control guidelines within WRHA 
and Manitoba. She is currently a 
member of the Public Health Agency 
of Canada Infection Control guidelines 
Steering Committee and a current 
member of the Public Health Agency 
of Canada Annex F Working Group. 
She has presented education sessions 
and posters at local and national 
CHICA-Canada conferences and 
has been involved with numerous 
publications regarding IP&C. 

Ms. Dyck received a Bachelor of 
Science in Nursing at the University of 
Saskatchewan; Certifi cate in Infection 
Control from the Continuing Education 
Division of the University of Manitoba; 
Certifi cate of Infection Control and 
Epidemiology from the CDC, Atlanta; 
Certifi cate of Epidemiology from 
LCDC, Ottawa; and Certifi cate in 
Infection Control from the Certifi cation 
Board of Infection Control. 

A member and Past President 
of CHICA Manitoba, she is also 
a member of the CHICA-Canada 
Dialysis Interest Group, Community 
Interest Group and PreHospital/First 
Responders Interest Group. She has 
experience on the Board of CHICA-
Canada having held the position of 
Treasurer (1990-1992). 

Philosophy: Since I began to 
practice in infection prevention and 
control I have seen many positive 
changes which are the reason I have 
stayed in this profession. Infection 
prevention and control is a very 
challenging and rewarding profession 
and it is always on the forefront of 
new and emerging issues. I have also 
seen CHICA-Canada and its chapters 
expand and become more visible, 
respected and infl uential throughout 
the provinces, territories and country. 
I feel I can bring many assets to the 

organization. I have many years of 
experience in infection prevention 
and control, completed courses 
and additional training in infection 
prevention and control, and have a 
commitment to ongoing education. I 
also have previous experience on the 
CHICA-Canada board and interest 
groups, previous and most recent 
experience serving in CHICA Manitoba 
positions as well as my experience 
locally, provincially, nationally with the 
planning and development of infection 
prevention and control guidelines. My 
management experience as Program 
Director for the regional Infection 
Prevention and Control Program for 
Winnipeg Regional Health Authority 
would provide me with the skills to 
work with the board on the future 
direction of the organization. As 
president-elect I would continue to 
work to further increase the profi le 
and knowledge of infection prevention 
and control as well as to continue to 
work to generate more partnerships 
between government, CHICA Canada’s 
stakeholders and the public. With the 
current economic climate and the 
funding challenges that many of us 
face, I would also ensure that CHICA 
Canada would be a fi scally responsible 
organization as it moves forward with 
its goals and objectives.

JIM GAUTHIER, 
MLT, CIC is an 
Infection Control 
Practitioner at 
Providence Care 
in Kingston, 
Ontario. He has 
held that position 

for 11 years and has been a CHICA-
Canada member for 21 years. His 
responsibilities are day-to-day infection 
control practice with 2.5 other FTE. His 
responsibilities include surveillance, 
presenting education, developing 
and updating policies and outbreak 
control. He also acts as a resource 
for a long term care facility and other 
ICPs across Canada. Mr. Gauthier was 

T
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a Laboratory Manager for two years 
and a section head of Microbiology for 
11 years in British Columbia. He was 
also an Assistant Section Head at the 
Provincial Labs in Alberta. 

He has lectured locally, provincially, 
nationally and internationally both 
live and through teleconferences. In 
addition he has presented to schools, 
dental offi ces, funeral personnel, home 
care, public health staff and industry 
(both medical and non-medical). 

Mr. Gauthier has been a member 
of the CHICA-Canada National 
Scientifi c Program Committee since 
2006, having most recently held the 
position of Scientifi c Program Chair 
of the CHICA-Canada 2010 National 
Education Conference. He was the 
lead in development of both the Long 
Term Care and Mental Health Interest 
Groups. He has Board experience as 
Technologist Representative (1992-
1994). Currently, he is Manager of 
the CHICA Chats discussion board at 
www.chica.org. 

Mr. Gauthier holds a diploma 
in Medical Laboratory Technology 
(1980, Mohawk College), and 
Certifi cation in Infection Control (2005 
recertifi cation). 

Philosophy: I have been a strong 
advocate for infection control in all 
healthcare settings for over 20 years. 
I believe CHICA-Canada is at the 
forefront of infection control, and is 
becoming well recognized worldwide 
as a leader in this fi eld. The members 
ARE CHICA-Canada, and each and 
every member brings new strength to 
the organization. Every CHICA-Canada 
member should be proud to belong 
to such a vibrant and forward-looking 
organization. I will help guide CHICA-
Canada to meet its vision statement, 
and I will make sure, by the end of my 
three years, that the fi ve major goals 
set in our 2010-2015 strategic plan 
are met, or well on the way to being 
met. I like to think I live all of CHICA-
Canada’s value statements, and I 
would represent these values locally, 
nationally, and internationally.

TERI MURDUFF, 
RN, BScN, CIC is 
Infection Control 
Consultant at 
Lakeridge Health in 
Oshawa, Ontario. 
She has held 
been in infection 

prevention and control for eight years 
and has been a member of CHICA-
Canada for eight years. Lakeridge Health 
is a four-campus acute care/complex 
continuing care and regional cancer 
centre. She is one of eight ICPs whose 
portfolio encompasses one acute care 
campus as well as maternal child and 
orthopedic surgical programs for another 
campus. She participates in surgical site 
surveillance for total knee replacements 
and is active in providing education and 
consultation at all campuses. Previously, 
Ms. Murduff was at the University 
Health Network in Toronto and was an 
Infection Control Consultant with the 
Central East Infection Control Network 
in Ontario. 

Since graduating from Niagara Col-
lege in 1982 with a diploma in nursing, 
Ms. Murduff has expanded her nursing 
career to include 15 years in the operat-
ing room, two years as the educator of 

the Sterile Processing Department and 
part-time instructor at Centennial Col-
lege for the Sterile Supply Processing 
Program. She completed a bachelor 
of science in nursing (cum laude) at 
Atkinson College/York University and 
became certifi ed in infection control in 
2004, recertifying in 2009. 

Ms. Murduff is past president 
of the CHICA Central East Ontario 
chapter and also a current member of 
the Toronto Professionals in Infection 
Prevention and Control chapter. 
She is a member of the Healthcare 
Facility Design and Construction 
Interest Group and the Surveillance 
and Applied Epidemiology Interest 
Group. She has been a speaker and 
poster presenter at CHICA-Canada 
National Education Conferences and 
has collaborated on a Healthcare 
Careers4Ontario Handbook article on 
infection prevention and control. 

Philosophy: Reviewing my learning 
goals, objectives and methods of 
achieving them, I have been drawn to 
ways of becoming more involved at the 
national level but never felt that I could 
contribute enough to seek election to 
any position. Upon returning from the 
National Conference in Vancouver, 

Phone: 780-342-0271• Fax: 780-342-0316 • Email: nadine.mccalla@albertahealthservices.ca
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I began to imagine ways of soaring to 
new heights. I have come to the “can 
I, will I do this” moment and yes, I am 
ready to enter into new opportunities 
and do everything I can to become 
even more involved in infection 
prevention and control. I am a lifelong 
learner and I am confi dent not only in 
my IPAC knowledge; I am secure with 
how I share knowledge, contribute 
feedback and mentor IPAC colleagues. 
Seeking election at the national level 
is a logical progression and I will be 
honored to serve for the next three 
years if elected president-elect.  

Elections continued

The Air Disinfection unit uses self-generating hydroxyl 
radicals to deep clean the air of 99.999% of pathogens in a 
populated enclosed space. 

The system mimics the natural process of decontamination 
found in outside air, which makes it extremely e�ective 
against drug-resistant strains of MRSA, C.Di�cile, and 
E.Coli, amongst others.

The cascading e�ect generated by the AD unit means the 
system produces rapid air and surface disinfection without 
the need for air circulation or �ltration. Extensive testing 
has proven that the unit is ideal for hospitals, health 
centers, schools, recreation centers, as well as other indoor 
areas where people gather.

Air Disinfection 

For more information on the Air Disinfection unit please contact:
M.A.R.S Bio-Med Inc.  1.866.594.3648

info@marsbiomed.com   www.marsbiomed.com 17in x 8in 4.5kg
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ONLINE VOTING INSTRUCTIONS
1.  Go to the Members Area of www.chica.org. You must use the 2010 user name 

and password to access the Members Area. 

2.  Click on 2010 Elections.

3.  Insert your CHICA-Canada Membership Number where requested.*

4.  The position to be fi lled on the Board of CHICA-Canada is: 
One (1) President-Elect
Click beside the candidate of your choice.

  Brenda Dyck

  Jim Gauthier

  Teri Murduff

5.  SUBMIT your vote

*Scrutineers will not know who has voted; the membership number is to assist technical support to ensure there is no duplicate 
voting and to send out reminders to vote.

The deadline for voting is 6:00 p.m. Central Time, Friday, October 15, 2010. 

An announcement of election results will be broadcast and posted to www.chica.org on Tuesday, October 18, 2010. 

If you require a mailed ballot, please inform CHICA-Canada at chicacanada@mts.net no later than September 30, 2010. 

http://www.chica.org
http://www.chica.org
mailto:chicacanada@mts.net
mailto:info@marsbiomed.com
http://www.marsbiomed.com
mailto:info@marsbiomed.com
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2011 Conference 
May 28-June 2, 2011, Sheraton Centre Toronto

2011 SCIENTIFIC 
PROGRAM COMMITTEE
2011 Conference Chair
Cathy Munford, RN, CIC
Victoria General Hospital
Victoria, British Columbia

2011 Scientifi c Program Chair
Zahir Hirji, RN, BScN, MHSc, CIC
Bridgepoint Hospital
Toronto, Ontario

2011 Scientifi c Program Co-Chair
Molly Blake, BN, MHS, GNC(C), CIC
Health Sciences Centre
Winnipeg, Manitoba

2011 Scientifi c Program Committee
Susan Cooper, MLT, CIC
OAHPP South Eastern Ontario Infection 
Control Network
Kingston, Ontario

Colette Ouellet, RN, BN, CIC
OAHPP Champlain Infection Control 
Network
Ottawa, Ontario

Pamela Kibsey, MD, FRCPC
Royal Jubilee Hospital
Victoria, British Columbia

Amanda Knapp, BASc, CPHI(C), CIC
Kingston Frontenac and Lennox & 
Addington Public Health
Kingston, Ontario

Marilyn Weinmaster, RN, BScN, CIC
Regina Qu’Appelle Health Region
Wascana Rehabilitation Centre
Regina, Saskatchewan

Victoria Williams, BSc, BASc, MPH, CIC
Sunnybrook Health Sciences Centre
Toronto, Ontario

See the Preliminary Program at www.chica.org
Registration brochure to be posted in December 2010 and distributed in January 2011

2011 Host Chapter – Toronto and Area Professionals in Infection Control (TPIC)

CHAIRS, DESIGNATE DAY
PreConference Full Day, Monday, May 30
Nora Boyd, RN, MEd, CIC
OAHPP Erie St. Clair Infection Control 
Network
Windsor, Ontario

Madeleine Ashcroft, RN, BSCN, CIC
OAHPP Mississauga Halton Infection 
Control Network
Mississauga, Ontario

CHAIRS, HEALTHCARE FACILITY 
DESIGN AND CONSTRUCTION 
PreConference Half Day. Monday, May 30
Maja McGuire, BSc, MLT, CIC
Sunnybrook Health Sciences Centre
Toronto, Ontario

Barbara Shea, MLT, ART, CIC
OAHPP Central East Infection Control 
Network
Whitby, Ontario

CHAIR, SURVEILLANCE AND 
EPIDEMIOLOGY
PreConference Half Day, Monday, May 30
Zahir Hirji, RN, BScN, MHSc, CIC
Bridgepoint Hospital
Toronto, Ontario

CONFERENCE HOTEL
Sheraton Centre Toronto
123 Queen Street West
Toronto ON

$229.00 Standard Single/Double
Rates are subject to 13% HST and 3% 
Destination Management Fee. 
Telephone: 1-888-627-7175 or REGISTER 
ONLINE at
starwoodmeeting.com/StarGroupsWeb/
booking/reservation?id=1004291339&key
=AB92

Deadline for Reservations:  April 25, 2011

CALL FOR ABSTRACTS 
Abstracts are to be submitted online through 
www.chica.org
Abstract guidelines available in Preliminary 
Program, www.chica.org
Deadline for submission: February 18, 2011

SPECIAL EVENT
Wednesday, June 1, 2011
Sheraton Centre Toronto

Casino Royale 7:00-10:00 p.m.
Dining, jazz entertainment, cashless casino, 
TPIC silent auction

Club CHICA Dancing from 9:00 p.m. to 
Midnight.

DISCOVER THE OTHER SIDE OF 
TORONTO!
Sightseeing Tour, Tuesday, May 31, 6:00-
9:00 p.m.
More information to be provided with the 
registration brochure. 

STAYING IN TORONTO ON JUNE 2?
Join us for a Toronto Harbour Cruise. 
More information to be provided with the 
registration brochure.
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Why take a risk with a combustible, high-alcohol
wipe, such as Super Sani-Cloth®? Switch to CaviWipes,
a low-alcohol wipe. CaviWipes are wetter and they kill
TB, Influenza A Virus, MRSA, HIV-1, and HCV in 3 minutes.
CaviWipes, just another way Metrex is protecting people
like you.

Say “Good Bye” to an Old Flame

Say “Hello” to CaviWipes™!
The alternative to combustible wipes

©2009 Metrex® Research Corporation
Metrex and CaviWipes are registered trademarks of Metrex Research Corporation
PDI® and SANICLOTH® are federally registered trademarks of Professional Disposable International, Inc. “PDI”

CaviWipes_Flammable_ad for CJIC.qxd:Layout 1  6/23/09  9:41 AM  Page 1

http://www.metrex.com


ChloraPrep® is supported by more proof than any other skin prep product.
Trust the only skin prep proven more effective at helping reduce the risk of infections1

 – ChloraPrep® (2% chlorhexidine gluconate/70% isopropyl alcohol). 

•	 The	ChloraPrep	formulation	is	supported	in	more	than	35	outcome	studies.
•	 The	2%	CHG	concentration	has	been	recommended	by	more	than	10	evidence-based	guidelines.	
•	 Patented	applicators	provide	a	more	effective	way	to	reduce	infection-causing	skin	bacteria	versus		
 iodophors.2

ChloraPrep®.  The proven way to prep.™

Unmatched
evidence 
is in your 
hands.

REFERENCES:	1.	Darouiche	R,	Wall	M	Jr,	Itani	M,	et	al.	Chlorhexidine-alcohol	versus	povidone-iodine	for	surgical-site	antisepsis.	N	Engl	J	Med	.	2010;362:18-26.	
2.	Saltzman	MD,	Nuber	GW,	Gryzlo	SM,	Marecek	GS,	Koh	JL.	Efficacy	of	surgical	preparation	solutions	in	shoulder	surgery.	J	Bone	Joint	Surg	Am.	2009;91	A(8):1949–1953.

For further information, please contact your Surgical Specialist at 905.417.6874.

Patient Preoperative Skin Preparation
2% Chlorhexidine Gluconate (CHG)
         & 70% Isoproppyl Alcohol (IPA) 

ChloraPrep is a registered trademark of CareFusion 
Corporation	or	one	of	its	subsidiaries.	ADV-GES0210		
© 2010 CareFusion Corporation or one of its 
subsidiaries.		All	rights	reserved.

Cardinal	Health	Canada	is	the	exclusive	Canadian	distributor	of	all	CareFusion	products.

CHICA AD - Resized.indd   1 4/5/2010   11:32:57 AM
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ORDER FORM
Product Price per Unit Number of Units Total price

Grand Prix of PPE $24.00 X $ 

SuperBugs $24.00 X $ 

Families and Visitors $15.00 X $ 

Shipping & Handling – 15% $ 

GST 5% or HST in the provinces of British Columbia – 12%, Ontario – 13%, Nova Scotia – 15%, New Brunswick – 13%, Newfoundland Labrador – 13%

BN 11883 3201 RT0001 $ 

TOTAL $ 

I AM PAYING BY
Cheque, payable to CHICA-Canada VISA, MasterCard or AMEX

Credit Card Number:  Expiry: 

Name on Card:    Signature of Cardholder: 

SHIP TO (Street address only – courier will not deliver to post office box number)

Name of Contact: 

Network or Facility Name: 

Street address: 

City:  Province:  Postal Code: 

Telephone number of contact: 

NO RETURNS. EXCHANGE FOR DEFECTIVE ORDERS ONLY.

Three New Educational Tools

> Grand Prix of PPE
This teaching tool 
focuses on the essentials 
of personal protective 
equipment. Although 
targeted to the long 

term care setting, the messages are equally 
engaging for acute care settings. The 15 
minute DVD employs a humorous approach 
that makes it a great teaching tool for new 
and existing staff alike. Teaching Guide 
included. English and French versions 
included.

> SuperBugs
 This 12-minute DVD 
provides a resource 
for Long Term Care to 
clearly promote the 
use of hand hygiene 
and alcohol hand rub 
as the gold standard 

for cleaning hands that are not visibly soiled. 
The DVD explains simple yet important hand 
hygiene tasks we all need to practice as health 
care personnel. Teaching guide included. 
English and French included. 

> Infection Control for 
Families and Visitors
This 8-minute DVD resource 
has been designed to assist 
staff to help educate family 
members and other visitors 
about the importance of 

their role in infection control. Proper use of per-
sonal protective equipment (PPE) and effective hand 
hygiene techniques are demonstrated in an easy-to-
understand format while emphasizing the role of the 
visitor in preventing the spread of infection. Available 
in English. 

SEND ORDER FORM AND PAYMENT TO:
CHICA-Canada
PO Box 46125 RPO Westdale
Winnipeg MB R3R 3S3
Fax: 1-204-895-9595; Telephone: 1-866-999-7111
EMAIL: chicacanada@mts.net

mailto:chicacanada@mts.net


REACH OUR ADVERTISERS

COMPANY PAGE PHONE E-MAIL ADDRESS WEB SITE

3M Canada Health Care 176-178 (800) 364-3577 www.3M.com/ca/healthcare www.3M.ca

Air Technology Solutions, Inc. 197 (866) 735-1480 R.Weber@airmation.ca www.airmation.ca

Alberta Health Services 201 (780) 342-0271 nadine.mccalla@albertahealthservices.ca www.albertahealthservices.ca

AMG Medical Inc. 142, IBC (800) 363-2381 medprodefense@amgmedical.com www.amgmedical.com

Angus Medical, Inc. 159 (866) 418-1689 bruce.robertson@angusmedical.com www.angusmedical.com

Ansell Canada 193 (800) 363-8340 infoclientcanada@ansell.com
www.ansellhealthcare.com/
canada

Association for Professionals in Infection 
Control & Epidemiology, Inc.

182 (202) 789-1890 apicinfo@apic.org www.apic.org

B. Braun Medical Inc. 160 (800) 227-2862 Jonathan.Braido@bbraun.com www.bpassive.bbraunusa.com

Baxter Corporation 175 (905) 281-6505 Alanna_harrison@baxter.com www.baxter.com

BHC Medical 144 (866) 443-8567 jdadson@bhcmedical.ca www.bhcmedical.ca

Bio Nuclear Diagnostics Inc. 203 (800) 668-4033 info@bndinc.com www.bndinc.com

Canadian Association of Environmental 
Management

198
(519) 824-1010 
ext. 2380

SophKeit@homewood.org
www. caenvironmental
management.com

Canadian Standards Association 151 (416) 747-4000 Steve.Simkus@csa.ca www.csa.ca

Cardinal Health Canada Inc. 206 (905) 417-6874 jennifer.pain-andrejin@cardinalhealth.com www.sourcemedical.com

Clorox Company of Canada Ltd. 141, 148 (905) 595-8343 Maurica.MacDonald@clorox.com www.cloroxprofessional.com

Deb Canada 174 (888) 332-7627 debcanada@debcanada.com www. debcanada.com

ECOLAB Healthcare OBC (800) 352-5326 Tara.Luther@ecolab.com www.ecolab.com/healthcare

Excelsior Medical Corporation 190 (800) 487-4276 MDoan@excelsiormedical.com www.excelsiormedical.com

Glo Germ Company 181, 183 (800) 842-6622 moabking@gmail.com www.glogerm.com

GOJO Industries, Inc. 152 (800) 321-9647 healthcare@gojo.com www.GOJOCanada.ca

Kruger Products Ltd. 180 (800) 665-5610 Jay.Candido@krugerproducts.ca www.krugerproducts.ca/afh

M.A.R.S. Bio-Med Processes Inc. 202 (866) 594-3648 mike@marsbiomed.com www.marsbiomed.com

Medco Equipment, Inc. 197 (800) 717-3626 medcoequipment@msn.com www.medcoequipment.com

Medline Canada Corporation 147 (800) 396-6996 canada@medline.com www.medline.ca

Metrex Corp. 205 (800) 841-1428 Kathy.Wie@sybrondental.com www.metrex.com

Professional Disposables International, Inc. 194 (800) 999-6423 JTownsend@nicepak.com www.pdipdi.com

Retractable Technologies, Inc. 188 (888) 703-1010 rtipr@vanishpoint.com www.vanishpoint.com

SciCan Ltd. 186, 187 (800) 667-7733 aschalk@scican.com www.scican.com

STERIS Canada Inc. 196
(800) 661-3937 
ext. 26240

ian_pequegnat@steris.com www.steris.com

The Stevens Company Limited 158 (800) 268-0184 stevens@stevens.ca www.stevens.ca

Vernacare Canada Inc. 184 (800) 268-2422 glenn_duncan@vernacare.com www.vernacare.com

Virox Technologies Inc. IFC (800) 387-7578 mrempel@virox.com www.virox.com
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Vol. 25 No. 2 Summer 2010

A multifaceted intervention to address  

a case cluster of cellulitis associated with 

hypodermoclysis in a geriatric complex  

continuing care unit

The audit process:  Part II Setting the audit criteria

DIG screening recommendations for routine 

surveillance of methicillin-resistant Staphy 

lococcus aureus and vancomycin-resistant 

enterococci in the hemodialysis setting

INSIDE:

CHICA NEWS: Conference review

Preliminary Program now available at 

www.chica.org

2011 National  

Education Conference

May 29-June 2, 2011 

Sheraton Centre Toronto

To reach infection control professionals 
across Canada through the Canadian Journal 
of Infection Control and its targeted readership, 
please contact me directly at 

1-866-985-9789
aran@kelman.ca Aran Lindsay

Sales Manager
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We’re taking hand hygiene  
dispensing to the next generation
We know one of your biggest challenges to hand hygiene compliance is 
effective dispensing. We set out to address these challenges by delivering 
new solutions that take convenience, versatility and performance to the 
next level. Our next-generation manual and touch-free options allow you 
to dispense our comprehensive product line of foams, gels or liquids 
without changing the dispenser, and now you can get Quik-Care® Foam 
Hand Sanitizer as a non-aerosol. Backed by the personal service and 
support you’ve come to expect, Ecolab’s latest dispensing technology 
delivers advances unlike any other you’ve seen.

www.ecolab.com/healthcare

800.352.5326
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