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1. History of VRE cases and outbreaks
at Woodstock Hospital
2. Review standard VRE outbreak
measures

3. Discuss outbreak prevention
| initiatives and changes

Preventing infections
can be exhausting...

Battling an outbreak is much worse
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@ Identify cases and contacts
@ Establish Communication and assemble MDT

@ Increase surveillance
@ Increase audits

@ Enhanced Environmental Cleaning
@ Enhanced patient care procedures
@ Limit Bed Move
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https://inspectorgadgetgirl.deviantart.com/favourites/62613145/Inspector-Gadget
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May 2016 —PHO Suggestions:
Terminal clean - all medical units
Limit patient supplies in room
Clean isolation carts

Commode cleaning process
Mattress assessment process
Curtain changing schedule
Dedicated VRE cleaning cart

Review of current cleaning products
Education of standard wiping protocol
10 Extend repatriation isolations (48 hr = 7 days)

© 00 NOU A WN R

WOODSTOCK
HOSPITAL



70

60

50

40

30

20

10 -

March

April

May

June

July

August

Total

m # of
Repatraitions

m # VRE Positive

M Rate of VRE
+ves

m VRE 1st swab
+

B VRE 2nd swab
+




» Cnmmode is
after the dai

nthe patent room

stoved |
ean is

by and germminal o

completed

T

please Noted

will then

. After &R commodes that
Portering {ext OO0 to T

_—1

= wiped dowT with

nfecant i_mux“']

ced with 3 yellow gown

i planed i direy ity roor

2000 and |eave 3 message for
Commode chail

rommode i
Spcﬁddal disi
Cnmrnude 5 CoNE

» m;sdte‘—‘"‘mg call

portering o pick ue
== Indicate unit

utility room el

= Soiled
ons @ send 10 CED di

oy gide for

= Instruck
commeds washing

jire cArt washing
ake the commeds

o tha
 CED it 3l porte

goiled Utility Room

t require art washing remain inthe
nmade down 1o CED.

ng @ rake the 0




Far testing n-alkyl dimethyl benzyl and/or 4
n-akyl dimethy! ethyl benzy! ammonium chioride |

200 400 600 800 100

Parts Per Million

Vendor for the Every day
disinfectant (ED)
contacted to determine if
PPM level of disinfectant
was being reduced by
Quat-binding

The test showed Quat-
binding was occurring and
suggestions were made to
mitigate this challenge
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Oxivir Plus for daily disinfecting effective
on Non-Enveloped viruses like Norwalk,
MRSA and VRE

Not as harsh on surfaces

Contact time is 5 minutes versus 10
minutes

This product is Eco-certified



Bl = Cleaning Refresher

Product Change ‘

Double clean VRE rooms. once in the
morning and again in the afternoon

e
Mattress Check Protocols
S B Commode Cleaning Process

Terminal Cleaning Process ‘
Curtain Changing Process ‘

Regular Auditing

N\




Additional Surveillance

e Additional Audits
« PPE
* Hand Hygiene
* Environmental
e Daily huddles highlighting outbreak measures
to all staff
e Daily e-mail memos highlighting outbreak
measures and list of affected patients

e Reinforce outbreak measures with frontline
staff

e Reinforce uniform policy in regards to
artificial nails, chipped nail polish & jewelry



preak
Sus peded out .,
-‘ ew Of feﬂ?lon Coﬂfro/ DEpL

gy unde’
iU eas Dite
nat (U \k Adﬁ'\fm“a‘ mee: 0Utbre.11(d9dared

) ;vo'\d a confl

; ect .gentified 0

inro &ff nas ide™ Uitbregy T
7 e

rent!y i

# patia
Its
cent CATE . preve ecteq
Patien” " \fection P B,

,  Woodstock Hospital
Private and Confidential Patient Information

Patient Linelist

Fatients.on Floor IPAC General Line x2443
# Inhouse Positive Patients IPAC Manager x2448
# Total Noso positive patients Unit Charge Nurse x
- Admit
Patient Name Room & WH # MRSA VRE ESBL | C.diff | Moso Last Neg. Comment

[ e T T Reig Case 0




Reinforce use of dedicated
equipment

Support staff and families
throughout Outbreak

Listen to front line staff
concerns of any outbreak
measures

Ensure staff have necessary
equipment and supplies

Bring in Vendors to educate
staff on new products

Celebrate success of outbreak
resolution with outbreak
highlights and lessons learned



m VRE Cases

Intervention started on 10 April 2017
Month

Hospital Wide VRE Cases
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Changed ABHR product 3. Isolation trial on

Trial of Accelerated repatriations
Hydrogen Peroxide 4. Patient bed realignment
products 5. Outbreak calculator

A leader is one who knows
the way, goes the way, and

showsitheaway.

John €. Maxwell
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Nosocomial 1-2/month 0
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Delayed Bed Assignment and Bed Moves/Cleans TTIB
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Staff engagement since VRE
screening protocol is not
consistent in region

Errors in prevalence collection
thus delaying results

Outbreak exhaustion

Artificial nail/excessive jewelry
management of policy

Lack of additional staffing to
properly manage outbreak
measures.



JUST REMAIN

N THE §

GAMEX

Network with local and
Regional resources

Engage Senior Leadership for
Support

Never assume staff have
Infection control knowledge

Listen for feedback and
suggestions from Front Line

Use a multidisciplinary
approach

Celebrate the lessons learned
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