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Keeping Up With the Changes

| would like to thank all those
readers who contacted us

with their words of
encouragement for the new-
look newsletter.

Many people told us they
found the newsletter a very
worthwhile and valuable
resource and were delighted
that it will continue to be
produced despite funding
reallocations.

It is important that | thank
the organisations and
companies that have
sponsored this issue, or who
have purchased advertising

space to promote their
products. These
organisations and

companies enable us to
produce free-of-
charge for Infection Control
Professionals, or those with
an interest in infection
control, throughout NSW.

This issue includes a Guest
Editorial by the President of
the Infection Control
Association NSW, Barbara
May; a column by dentist Dr
Susie Dracopolous on the
Role of Effective Suctioning
in Infection Control;
information about the latest
NSW Health Policy
Directives relating to
Infection Control; plus the
ever popular Media Watch
and Journal Awareness
sections. We also received a
positive response to the
Lifestyle and Leisure pages
we introduced in the last

newsletter, which provide
you with something other
than work to read about for
a few minutes. In this
edition Dale Tanner talks
about the important issue of
Posture in the Workplace,
and two of the books in the

Book Club are
reviewed.

Quite a number of people
have contacted us in recent
months because they could
no longer find the Infection
Control pages on the NSW
Health Department website.
The Infection Control pages
indeed have been removed,
but most of the information

and documents they
contained are still available,
they have just Dbeen

relocated in the reshuffle of
most of the infection
portfolio to the Quality and

Safety  Branch, Health
System Performance
Division.

Whether you are accessing
the website via the internet
or intranet, click on the
Quality and Safety icon in
the Quick Link section on
the home-page (shaded
grey). This will then take
you to the Quality and
Safety home-page. On the
right side of the screen you
will see a list of Statewide
Initiatives. Click on the one
that says Health Care
Associated Infections. This
in turn will take you to a
page that is titled Reducing

Healthcare Associated
Infections in  NSW. Just
beneath this title you will see
an icon called Modules.
Clicking on Modules takes
you to the Modules page. On
the right of the screen you
will find 20 modules listed. It
is within these modules that
you will find most of the
information that used to be
contained in the Infection
Control pages. For example,
if you wanted a copy of the
Nurses and Midwives
Regulation 2003 it can now
be found in the Module called
Healthcare Workers.

If you get lost negotiating the
above steps, simply follow
this link: http://
www.health.nsw.gov.au/
quality/hai/modules.html

Be sure to check out the
excellent Hand Hygiene
Resource Page on the
Centers for Disease Control
and Prevention website. It
contains Powerpoints,
posters, screen savers and
other resource materials,
plus an interactive education
package. When questions
are answered incorrectly it re
-educates and then
requestions. The following
link will take you directly to
the Hand Hygiene Resource
Page:http://www.cdc.gov/
handhygiene/training/
interactiveEducation/

Philip Melling
Editor



QUESTIONS & ANSWERS

Question:

The article HIV post exposure prophylaxis — what you

need to know by Maggy Tomkins in the last edition of
stated that PEP could be given up to 72

hours post exposure. However the NSW Policy

Directive PD2005 311 states that it should be

administered within 36 hours. Which is correct?

Answer:

The recommendations for optimal time to prescribe post-
exposure prophylaxis (PEP) come from a few animal
studies. These suggest that giving PEP after 72 hours is
unlikely to be effective, but also that if PEP s
commenced earlier (at 24 or 36 hours after exposure) it
will be more effective than at 72 hours.*

Most international guidelines suggest a cut off for PEP
initiation of 72 hours, although some recommend 36 or 48
hours. !

Australian national guidelines for occupational and non-
occupational PEP and NSW Health guidelines for non-
occupational PEP currently recommend 72 hours.***

It must be remembered that whatever the time limit
specified for PEP, this is a last-resort maximum not an
ideal. PEP should always be given as soon as possible
after exposure. PEP policies, protocols and practices
should focus attention on getting an immediate risk
assessment for the exposed person and ideally access to
PEP within an hour or two of exposure.

Maggy Tomkins

1. Roland M (2005) Post exposure prophylaxis following
non-occupational exposures. Background paper for
World Health Organization expert meeting 3-5
September http://hivinsite.ucsf.edu/pdf/
p01-kb-new/kbr-07-02-07-roland.pdf

2. Australian National Council on AIDS Hepatitis and
Related Diseases (2002) Management of Exposure to
Blood/Body Fluids in a Health Care Setting Bulletin 29,
September http://www.uow.edu.au/
content/groups/public/@web/@health/documents/doc/
uow025471.pdf

3. Australian Government Department of Health and
Ageing (2007) National guidelines for post-exposure
prophylaxis after non-occupational exposure to HIV
http://www.ashm.org.au/uploads/File/2007-national-
NPEP-qguidelines.pdf

4. NSW Health (2006) Human Immunodeficiency Virus
(HIV) - Management of Non-Occupational Exposure.
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DENTAL INFECTION CONTROL
WITH SUSIE DRACOPOLOUS

The Role of Effective Suctioning in Infection Contr ol
Aerosol and splatter from oral fluids are potentially
infectious substances to which the dental clinician and
assistant are exposed to daily. The first line of defence is
of course the wearing of personal protective equipment
(safety glasses, mask, gown and gloves). The instant
reaction to any sign of aerosol or splatter would be to pick
up the suction to evacuate these fluids from the patient’s
mouth and surrounding vicinity. Sometimes this is not
always effective and there continues to be a spraying or
showering of the dentist, assistant and patient even to the
point where the patient may have a small stream of water
running down the corner of their face which may go
unnoticed until the patient sits up to leave and there is a
wet patch on their shirt!

Probably the most logical thing to do would be to check
the suction unit is on and functioning to its full capacity.
Next, the amalgam / waste trap of the suction unit would
need to be checked and any obstructing debris removed.

Finally consider the suction position. For more effective
removal of aerosol and splatter the high speed suction tip
should be positioned with the bevel parallel to the teeth at
the level of the occlusal surfaces for maximum surface
area hence maximum vacuum. The suction is best
positioned opposite to the stream of water from the
handpiece, and one tooth distal to the tooth being
prepared. The slow speed saliva ejector can also be
concurrently positioned in the back of the patient's mouth
in order to collect any pooling water especially when
preparing an anterior tooth. If there is still excess spray or
aerosol perhaps the patient is seated in an awkward
position.

Previously suctioned fluids may be retracted into the
patient's mouth when a seal is created. Hence patients
should not be advised to close their lips tightly around the
tip of the saliva ejector.

Flushing suction lines between patients helps move debris
along suction tubing. Also regular cleaning / maintenance
of the suction unit according to the manufacturer’s
instructions will prolong its life and performance.

Clean hands save lives
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INSTANT HAND HYGIENE
WHERE YOU WANT IT WHEN YOU NEED IT

FAST!

The clear 70% ethanol gel is proven to be effective
against 99.99% of germs pstaonms

Unique modular design
- Convenient wearing of the dispensing system

- Controlled volume of gel is dispensed each time
without spillage

- One unit per person reduces the transfer of germs
- Safe one-handed operation
- Quick & simple cartridge replacement

Food grade formulation ensures safety in almost
all applications

Multiple skin emollients to care for your skin

Subtle citrus fragrance so hands feel clean & fresh

Hand hygiene has never been so easy!

For more information visit our web site:
www.handcleaner.com.au

Distributed by:

DB HEALTH

Unit 17, Metro Centre
38-46 South Street
Bydalrmere NSW 2118
Ph 1800 451 448
Fax: 02 OB3A 2700
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Infection Control Association (ICA) NSW INC.—A Quic

Barbara May is the current President of the Infecti
works as an Area Infection Control Consultant for t

Infection Control Association NSW

by Barbara May

k History Lesson:

on Control Association NSW and
he North Coast Area Health Service.

In 1974 a handful of dedicated nurses formed the NSW Infection Control Group. Meetings were held under the
auspices of the NSW College of Nursing and rotated between participating hospitals. The Group recognized the
need to provide information to regional hospitals and circulated a newsletter which also enabled networking with
interstate colleagues. The first seminar was held on 12 November 1977 with 187 participants and was titled The
Battle Against Hospital-Acquired Infection. In January 1981 the Infection Control Group of NSW formulated its
constitution and became the Infection Control Association NSW. The Association was incorporated in 1990.

| am delighted to be invited to
write an editorial for

as the President of the
Infection Control Association
(ICA) NSW. Over the past
few years, the Resource
Centre and ICA have
developed a close working
relationship to the benefit of
those working in or have an
interest in infection control. |
look forward to building further
on our relationship, as
ultimately it will benefit all who
work or are associated with
Infection Control.

For those who do not know,
ICA, NSW is a professional
body for all those working in,
or with an interest in infection
control in NSW. By becoming
a member of ICA, NSW, you
automatically become a
member of the Australian
Infection Control Association
(AICA). This is because a
part of the membership fees
goes to AICA in the form of
capitation.

The —categories of
memberships include Fellows,
Full Members, Affiliate
Members and Corporate
Members. This last category
is for those working in a
business engaged in
production and/or supply of
goods and/or services
associated with Infection
Control. Our membership is

currently 367 and new
members are always welcome.
Benefits of becoming a
member include:
Automatic membership of
Australian Infection Control
Association (AICA);

State Infection Control
Conferences — discount
registration for members;

Infection Control Education
& Workshop Days -
discount on registration for
members;

Regular newsletters;

Regular email updates on

various Infection Control
education and related
matters;

Networking and support

from other members;

A W e b s i t e
www.icansw.org.au which is
updated regularly;

Discounted registration to
National Biennial
conferences;

Quarterly copy of the
national Infection Control
journal;

“Members only” section on
the AICA website
(www.aica.org.au )

Scholarship opportunities
from both AICA and ICA

To become a member
contact Michelle Berarducci
at the College of Nursing at
Burwood, phone 97459613,
fax 97459612 or via email,
ica@nursing.aust.edu.au or
download a Membership
form from the website.
Memberships fall due on the
1 July each year.

I would like to advise that this
year there will be three
Education Days held across
the state, with the first being
held 28 March 2008 in
Tamworth. Further
information regarding the
other Education Days will be
sent out to members during
the year. The program for
the Education Days is
tailored to suit the needs of
the members.

In October this year, the
Australian Infection Control
Association’s biennial
conference will be held in
Melbourne. ICA, NSW will
not be holding a State
Conference this year, in an
effort to support the National
conference. Information and
registration details for the
conference October 8-10 are
available on the AICA
website.

“ICANSW is a
professional
body for all
those working
in, or with an
interest in
infection

control”
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The following are the Policy Directives and Guideli

NSW DEPARTMENT OF HEALTH:

POLICY DIRECTIVES & GUIDELINES

(and other related documents)

nes from November 2006 relating to

Infection Control issues that have been released by the NSW Department of Health

MICROBIAL CONTROL — NSW CODE OF PRACTICE FOR THE CONTROL OF LEGIONNAIRES’ DISEASE

INFLUENZA — STANDING ORDER FOR MASS ADMINISTRATION OF ANTI-INFLUENZA PROPHYLAXIS TO DEFINED
CONTACTS

SAFETY ALERT BROADCASTING SYSTEM

HEALTH FACILITY GUIDELINES — USE OF AUSTRALASIAN HEALTH FACILITY GUIDELINES (AUS HFG)
(Replaces Health Facility Guidelines — NSW Department of Health GL2005_052)

OCCUPATIONAL ASSESSMENT, SCREENING & VACCINATION AGAINST SPECIFIED INFECTIOUS DISEASES
(Replaces Occupational Screening and Vaccination Against Infectious Diseases PD2005_338

INTRAVENOUS IMMUNOGLOBULIN (IVIg) — Use and supply in NSW
INFECTION CONTROL POLICY — ANIMALS AS PATIENTS IN HEALTH ORGANISATIONS

INFECTION CONTROL POLICY
(Replaces Infection Control Policy PD2005_247)

OPEN DISCLOSURE

RESEARCH — AUTHORISATION OF PROPOSALS TO CONDUCT RESEARCH ON HUMANS WITHIN NSW PUBLIC HEALTH
SYSTEM

RESEARCH — MODEL FOR SINGLE ETHICAL AND SCIENTIFIC REVIEW OF MULTI_CENTRE RESEARCH

FOODBORNE LISTERIOSIS — CONTROL IN HEALTH CARE INSTITUTIONS
(Replaces Foodborne Listeriosis — Control in Health Care Institutions PD2006_065)

HOSPITAL RESPONSE TO PANDEMIC INFLUENZA PART 1: EMERGENCY DEPARTMENT RESPONSE
SHARPS INJURIES—PREVENTION IN THE PUBLIC HEALTH SYSTEM

SAFETY INFORMATION: ALCOHOL BASED HAND CLEANSERS AND FIRE / ALCOHOL BASED SKIN PREPARATIONS AND
FIRE IN THE OPERATING THEATRE

HUMAN RESEARCH ETHICS COMMITTEES — STANDARDISED PATIENT INFORMATION SHEETS (PIS)

HEALTH QUALITY REPORTING SYSTEM — SCCB CONTRACT EXEMPTIONS — VENDOR PERFORMANCE & RISK
MANAGEMENT

LOOKBACK POLICY
(replaces Lookback PD2006-070)

INFECTION CONTROL POLICY: PREVENTION & MANAGEMENT OF MULTI_RESISTANT ORGANISMS (MRO)
HEPATITIS C STRATEGY 2007-2009
COMMUNITY SHARPS DISPOSAL BY AREA HEALTH SERVICES

(replaces Sharps Disposal by Public Hospitals / Authorised Outlets of NSW Needle & Syringe Program for Community
PD 2005_262)

Copies of NSW Department of Health Policy Directive s and Guidelines
can be obtained from the NSW Health web site:

www.health.nsw.gov.au/policies/index.html




NSW DEPARTMENT OF HEALTH:
NEW POLICY DIRECTIVES

The NSW Department of Health in recent months
issued the following Policy Directives that may be of
interest to infection control professionals. Copies of
Policy Directives and Guidelines can be downloaded
from the NSW Health web site:
www.health.nsw.gov.au/policies/index.html

PD2007_093 Hepatitis C Strategy 2007-2009

Hepatitis C is one of the most challenging public health
concerns in NSW. Over the last decade it has been the
most commonly notified infectious disease both in NSW
and in Australia.

In 2004, 4,970 cases were notified in NSW, and around
89,000 cases have been notified since 1990. Nationally, it
is estimated that in 2003 around 180,000 people had
chronic hepatitis C infection, and a further 60,000 had
antibodies to the virus indicating past exposure.

Hepatitis C poses major challenges in relation to
prevention, treatment and care and the health workforce.
This strategy is framed in the context of these challenges.
It provides a statewide framework for the prevention and
management of hepatitis C.

The goals of the Strategy are to:
Minimise the transmission of hepatitis C.
Improve the health status of people with hepatitis C.
Minimise the negative personal, social and economic
impact of hepatitis C.

PD2008 004 Community Sharps Disposal by Area
Health Services

This Policy Directive supersedes PD2005_262.

The purpose of this Policy Directive is to clarify services
to be provided at public hospitals for the disposal of used
needles, syringes and other community sharps resulting
from the self-management of medical conditions by
members of the public. The Policy Directive applies
specifically to public hospitals controlled by an Area
Health Service. Similar services must be provided at
Area Health Service facilities authorised as outlets of the
NSW Needle and Syringe Program regardless of whether
the person requesting the disposal service is a client of
the Needle and Syringe Program.

“Community sharps” are sharps that have been
generated by non-clinical activities. This category
includes any instruments or medical devices that have
sharp points or edges capable of cutting, piercing or
penetrating the skin (for example needles, syringes with
needles or lancets), that are designed for such a
purpose, and that have the potential to cause injury or
infection. In practice the items for which disposal is most
commonly requested are syringes, insulin pen needles
and lancets used by people in the self-management of
diabetes and other medical conditions. However, other
items of a similar nature are within the scope of the

Policy Directive, including syringes used by injecting
drug users.

The inappropriate disposal of community sharps can
have a significant impact on the workplace health and
safety in many non-clinical occupations, particularly in
local government and the waste and recycling
industries. In many areas of NSW the options available
for the disposal of community sharps by people with
diabetes and other medical conditions requiring self-
injection do not meet current principles and practices
for infection control.

NSW Health works with a range of partner organizations
to improve the management of community sharps.
Initiatives include publication of Community Sharps
Management Guidelines for NSW Councils, and
development of an information and resource website at
http://www.communitysharps.org.au A copy of the
Guidelines can be downloaded from the website. The
Guidelines promote the concept of “shared responsibility”
for the safe management and disposal of community
sharps by major stakeholders involved in the life cycle of
this equipment, including Area Health Services.

Infectious Diseases Factsheets

The following NSW Health Department Infectious

Diseases Factsheets can be downloaded at:
http://www.health.nsw.gov.au/factsheets/infectious/index.asp
Facilities that do not have internet access can request copies
from the Infection Prevention and Control Unit 9332 9712.

Anthrax

Avian Influenza (Bird Flu)

Barmah Forest virus infection

Boils and Impetigo

Chickenpox and Shingles

Chlamydia

Cholera

Creutzfeldt-Jaob disease (CJD)
Cryptosporidiois

Diphtheria

Epidemic Keratoconjunctivitis

Fifth Disease

Gastroenteritis

Gastroenteritis - Controlling Viral Outbreaks
German Measles

Giardiasis

Haemophilus Inflenzae Type b (Hib) disease
Hand Foot and Mouth Disease
Hepatitis A

Hepatitis B

Hepatitis C

Human Immunodeficiency Virus (HIV)
Infectious Mononucleosis

Influenza (flu)

Influenza outbreaks in aged care facilities
Legionnaires Disease

Leptospirosis

Lymphogranuloma venereum (LGV)
Measles

Measles—Contacts

Meningococcal disease



Mosquitoes are a health hazard
Mumps

Pandemic Influenza

Parovirus B19

Pertussis

Pneumococcal Disease
Poliomyelitis

Q Fever

Rabies and Bat Lyssavirus Infection
Respiratory Syncyticial Virus (RSV)
Ross River Fever

Rotavirus Infection

Rubella

Salmonellosis

Severe Acute Respiratory Syndrome (SARS)
Shiga Toxigenic Escherichia Coli (STEC / VTEC)
Shigellosis

Smallpox

Staphylococcus aureus

Tetanus (Lock-Jaw)
Varicella-Zoster Virus

Whooping Cough

Yellow Fever

Do

MEDIA WATCH: AUSTRALIA

The issue of whether hospital-by-hospital health care
associated infection rates in NSW should be published
received wide debate in The Sydney Morning Herald and
other media in February. The State Government said
publishing  hospital-by-hospital  results would be
counterproductive. The NSW Health Department said the
state had a mandatory system of monitoring health care-
acquired infections and publication of such figures led to
“unfair assumptions ... conclusions that are not always
valid”. A spokesman for the NSW Minister for Health,
Reba Meagher, also repeated the minister's opposition to
publishing individual hospitals performance on safety and
quality, saying this could discourage clinicians reporting
on such details as infections.

However, the evidence from England, Western Australia
and South Australia showed that where hospital infection
figures were routinely collected and published, infection
rates were significantly lower, driven partly by public
pressure to improve performance. The disclosure of
infection figures, according to some infectious diseases
experts, would be an incentive for hospitals to improve.
Some experts had heard of cases where colleagues were
told they could not release information about infection
rates in hospitals because of fears of bad publicity.

NSW Area Health Services collect hospital infection rates,
which are then aggregated by the Health Department.
“Aggregated rates are more than enough to help guide
this process, a spokesman for Ms Meagher said.

Scandinava had adopted search-and-destroy tactics
resulting in an MRSA rate of just 1%. In NSW-ACT
hospitals 43.4% of Staphylococcus aureus isolates were
MRSA according to a study published in the
Communicable Disease Intelligence late last year.
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Australian research has revealed for the first time that ID
badges and their holders, known as lanyards, can harbour
antibiotic-resistant microorganisms.

The study, published in The Medical Journal of Australia,
recorded high rates of MRSA on name tags and lanyards.
An analysis of 71 workers at Monash Medical Centre
showed 27 lanyards and 18 badges carried pathogenic
bacteria.

"Lanyards and identity badges are worn by both male and
female clinical staff for long periods of time without
cleaning," said co-author Dr Rhonda Stuart, an infectious
diseases physician at the centre. "Their position at waist
level and their pendulous nature increase the risk that
they will become contaminated.”

“We believe hand hygiene is the most important defence
against these bugs so we did this study to remind people
to not only disinfect their badges regularly, and replace
the lanyards, but wash their hands after touching them.”

The researchers call for tags to be regularly disinfected
and disposable lanyards to be used to minimise risk.



MEDIA WATCH: THE WORLD

Using its best-practice methods for infection control and
patient care, the Hospital for Special Surgery in New
York has helped a new British hospital lower their
infection rates and average length of stay.

Infection control and length of stay are concerns for any
hospital, so when the United Kingdom decided to create
a new state-of-the-art orthopaedic hospital concentrating
on joint replacement surgery, it reached out to the
Hospital for Special Surgery. With the goal of reducing
the rate of infection and length of stay after surgery in the
new facility, they entered into a collaboration with staff at
Hospital for Special Surgery (HSS), involving them at
every stage of planning and execution.

As reported in the first issue of the Journal of
Arthroplasty this year, data collected during the first 10
months in operation of the South West London Elective
Orthopaedic Centre in 2004 showed that the hospital had
decreased their infection rates from 1 percent to 0.16
percent and length of stay by an average of five days,
from 11 to six days. This decrease was benchmarked
against a 2000 national survey by the Royal College of
Surgeons of England and the British Orthopaedic
Association that showed for total hip replacement
surgery, the average patient stay was between eight to
12 days and that the deep wound infection rate was one
percent.

“The waiting time for patients undergoing hip
replacement surgery in the United Kingdom was almost a
year. The government issued a report in 2003 stating that
the time should be decreased to reduce unnecessary
pain and suffering,” said Thomas P. Sculco, MD, surgeon
-in-chief of HSS. “The construction of a new hospital for
orthopaedic procedures was one of the outcomes of the
report, and they contacted HSS to incorporate our best
practices in their new hospital.”

Representatives from Hospital for Special Surgery went
to London right at the beginning, as the construction
plans were being drawn up. With infection control a huge
issue in the UK and in Europe because of antibiotic
resistant bacteria, the HSS representatives wanted to
make sure the hospital was designed to combat the
spread of infection right from the start.

“We had the opportunity to go in before the facility was
even built, to help them design infection control at every
level,” said Eileen Finerty, RN, director of nursing for
infection control and occupational health at the Hospital
for Special Surgery. “We were creating a state-of-the-art
facility that was focused on infection control and length of
stay.” At Hospital for Special Surgery, infection control is
considered everyone’s responsibility and it should be
maintained at every level — from washing hands and
having clean equipment to patient placement and traffic
patterns for patients, equipment and supplies. “The
separation of clean and dirty is one of the basic principles
of infection control,” said Finerty. “But hospitals are busy
places and busy people take shortcuts. You need to
remind them to stop and do the basics.”

Controlling infection is one way to shorten length of stay,
but HSS also helped the London hospital staff understand
its method of patient-focused care. At Special Surgery,
the staff has built a patient flow grid, with every
department working together in a multidisciplinary
approach to maximize patient progress.

“HSS is all about patient-focused care; the entire staff is
trained to help with the patient’s recovery,” said JeMe
Cioppa-Mosca, PT, MBA, assistant vice president in the
department of rehabilitation at the Hospital for Special
Surgery. A large part of patient coordination starts before
the patients are admitted. At a pre-operative class,
patients are given a seminar and manual to lead them
through every step, from the day before surgery through
recovery. “The patients and the staff all know beforehand
what the expectations are and how the clinical course
should progress,” continued Cioppa-Mosca. “We helped
the London hospital write their pre-operative education
manual and their patients have responded positively to it.”
The paper, “Effectiveness of Best Practice
Implementation in Reducing Hip Arthroplasty Length of
Stay,” shows that the transfer of knowledge was
successful after only a few months as was evidenced by
reduction in infection rates and length of stay. Since that
time, their average length of stay for hip and knee
replacement has continued to be one of the best
performances in the United Kingdom.

“This model demonstrates that best practice transfers are
possible and effective,” said Sculco. “They reduced
length of stay to six days, infection rate to 0.16 percent
and lowered waiting times for patients. Transfers like this,
of ideas and methods that work, have a profound effect
on patients’ lives.”

Source: Hospital for Special Surgery
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Clostridium difficile-associated disease (CDAD) is a
bacterial infection that causes diarrhoea and is most
commonly associated with recent exposure to both
antibiotics and hospitals, nursing homes, or other
healthcare institutions. For years, the annual number of
CDAD cases has been increasing. Each case of CDAD
may cost over US$7,000, according to a new study by
researchers at the Washington University School of
Medicine and the Centers for Disease Control and
Prevention (CDC). The study was published in the Feb.
15 issue of Clinical Infectious Diseases, currently
available online. This study examined CDAD cases at a
St. Louis hospital in 2003.

The authors analysed the records of over 24,000 non-
surgical patients admitted to the hospital in 2003 and
found 439 cases of CDAD. They used two different
statistical methods to determine both the per-episode
costs as well as the costs over the subsequent six
months. The per-episode costs of CDAD were estimated
at US$2,454 to $3,240 and the costs over the subsequent
six months were estimated at US$5,042 to $7,179. If the
cost estimates are extrapolated to cover the estimated
number of CDAD cases throughout the U.S. in 2003, then
the expense to the nation’s hospitals that year may have
been as much as US$1.3 billion.



Author Erik Dubberke, MD, of the Washington University
School of Medicine, said, “An important and novel feature
of this study was that it was the first to evaluate CDAD
attributable costs beyond a patient's initial CDAD
hospitalization. CDAD continued to be an important
predictor of increased costs beyond a patient's initial
hospitalization. The true costs are likely higher than our
estimates as our methods were very conservative and
we did not include costs from other acute care hospitals,
long-term care facilities, outpatient clinic visits, outpatient
medication use, or costs from loss of work due to CDAD.
CDAD likely poses a significant financial burden to our
healthcare system and to society in general.”

“Because CDAD rates and the severity of CDAD in the
U.S. are increasing,” said Dubberke, “the financial
burden of CDAD is likely increasing as well. The
significant attributable costs of CDAD stress the need to
allocate more funding for research targeted at CDAD
prevention and control.”

Source: Infectious Diseases Society of America (IDSA)
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The traditional doctor's white coat is to be changed as
part of the English government plans to tackle hospital
infections. The new style clothing will have short sleeves
under guidance that came into effect at the start of 2008.

Doctors are also not allowed to wear long-sleeve shirts,
jewellery, or watches as part of the measures. The
English Department of Health says cuffs are likely to be
"very contaminated”, and that other forms of protection
such as plastic aprons would be introduced. It also
advises healthcare staff in England against wearing a tie
during clinical work.

The new dress code is part of a raft of measures
unveiled by Health Secretary Alan Johnson to tackle the
spread of hospital-acquired infections such as MRSA and
Clostridium difficile. Matrons will now directly report their
concerns about cleanliness and hygiene to hospital
boards four times a year. There had been concern that
the views of frontline staff were not reaching higher
management. Hospital managers will also have a legal
duty to notify cases of infection to the Health Protection
Agency (HPA).

Mr Johnson said: "I'm determined that patient safety,
including cleanliness, should be the first priority of every
NHS organisation. Today's package of measures will
give more responsibility to matrons and set guidelines on
clothing that will help ensure thorough hand washing and
prevent the spread of infections. This is a clear signal to
patients that doctors, nurses and other clinical staff are
taking their safety seriously."

The strategy follows a review of the NHS instigated by
the Prime Minister shortly after he took over from Tony
Blair in June. Hospitals are also to receive new clinical
guidance about isolating patients who do become
infected with C.difficile or MRSA. More single rooms will
be used, and patients with the same infection will more
often be nursed together.

Dr Vivienne Nathanson, head science and ethics at the
British Medical Asssociation, said a stricter dress code
was only one aspect of preventing and controlling
infection.

"A co-ordinated approach addressing all the relevant
factors, for example dress code, bed occupancy, hygiene
in hospital and isolation policies, is most likely to be
successful. In addition, any new guidelines on dress code
must be practical, realistic, and sensitive to different
religious groups."

Dr Peter Carter, general secretary of the Royal College of
Nursing, said: "This guidance offers a positive step
forward in introducing dress code standards across all
health professions to help reduce healthcare-associated
infections."

Mike Penning, the Shadow Health Minister, said: "The
government has failed miserably to rid our hospitals of
superbugs.” He said nurses were fed up with spending
time on administrative activities rather than on treating
patients and ensuring hospitals were clean.

A HPA review published in July showed hospital MRSA
cases had fallen by 10% in the first three months of 2007
compared with a year ago. But rates for C. difficile, which
mainly strikes the elderly, rose by 2%.

Scotland is considering similar measures, and in Wales
the health minister is examining Mr Johnson's comments.
Dr Jim Arden, a consultant anaesthetist at King's College
Hospital, was unimpressed by the initiative. He said: "The
NHS is full of witchcraft solutions like this.

"There was no scientific study which examined infection
transmission by jewellery, sleeves, cuffs, ties or anything
else like this. Instead, the bosses make up a dress code
for doctors which seems like a good idea to them, but has
about as much validity as waving smoking pots in front of
plague victim's home. They are frantic about the infection
rate and will try all sorts of vague plans to confront it."

Source: bbc.co.uk
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PROFILING INFECTION CONTROL:
THE MANY FACES OF AN
INFECTION CONTROL
PROFESSIONAL

Infection Control Professionals work in a multitude of
settings and have a wide range of experiences and
educational backgrounds. The world of the Infection
Control Professional is very diverse; from the publ ic
hospital system to the community; from remote rural
settings to resource poor countries; from private
practice to the correctional setting.

This regular feature profiles the many faces of the
Infection Control Professional. In this issue we
profile:

Paul Smollen

Describe your current role.

I am currently the manager for Infection Surveillance and
Occupational Health at St Vincent’s Hospital, Sydney. |
am also the Vice-President of the Infection Control
Association NSW and | represent NSW on the Australian
Infection Control Association Executive.

What was your career path that brought you to your
current position?

My original career path was education and critical care,
working to obtain a critical care certificate and Masters in
Education. It was when working as a Nurse Educator at
Canterbury Hospital | was asked to relieve in the position
of Infection Control and Wound Care CNC for 12months.
| enjoyed the change in roles so much that when the
position at St Vincent's Hospital became available |
applied and as the stars aligned | found my professional
role, which was followed by a second Masters Degree in
Public Health.

During my time at St Vincent's | have been supported by
the hospital to undertake secondments to the NSW
Health Department in the Healthcare Associated Infection
Prevention Unit and the Australian Defence Force.

What do you like the most about your job?

The role is so varied and diverse | love how it takes me to
all areas and departments of the hospital. | love working
at St Vincent's Hospital, the Sisters of Charity have
created such a culture of family here that as cliché as it
sounds you do feel part of that here. | am also fortunate
that the hospital supports and allows their staff to
undertake secondments and education to expand work

skills and experience. The other thing | like about my role is
I am sometimes confused for Phillip Melling, which is great
because | can get away with so many things when people
think I’'m him.

What do you dislike about your job?
The repetitiveness of always telling same staff the same
things and it just doesn't stick.

What advice would you give to someone new to
infection control?

The advice would have to be don’t be overwhelmed by the
role. Develop a simple action plan and set yourself time
lines and limits and make sure your managers are aware of
the time lines. Also realize it's OK to say no. The other
important piece of advice is to network and join ICA
[Infection Control Association]. Remember you're not alone
and all of us experience almost the same problems whether
working in Aged Care or Community or an acute hospital.
So talk to others.

What are you reading for pleasure at the moment?

| am currently reading Monster by Jonathan Kellerman. |
love mystery books where the characters are all disturbed
or tortured by past demons, it also helps to have a
psychopathic serial killer thrown into the mix. | also love a
good conspiracy theory and for something completely
different I love history books.

What is your favourite film?

This is a really tough question, | would love to say a classic
or arthouse film, but anyone who knows me knows | only
like films with massive destruction, aliens and mass
casualties. So anything from the science fiction category
and I'm there and | also love horror films. However there is
a certain Drew Barrymore romantic movie that | love (seen
15 times) but no-one will ever get the name of it out of me.

What music are you listening to at the moment?

Anything by Eva Cassidy, who just happens to have the
most amazing voice ever recorded. Her arrangements of
songs are magical and they cross over traditional
boundaries of pop, folk and jazz. Such a shame that we
only know of her in her death and that she had her first
number one album 5 years after she died at age 33.
Anyone who is not moved by her renditions of Fields of
Gold or Somewhere Over the Rainbow are made of stone.

What is your favourite saying?

“There is no such thing as a stupid question”, probably
because | ask a lot of them. Closely followed by “bugger”
and several other swear phrases that cannot be printed
here.

If you could change anything about the world we liv ein
what would it be?

As any good beauty contestant would say....."World
Peace”. But seriously | would have to say respect and
tolerance of cultures, race, gender and sexual orientation.
People learn from people, so someone who is different to
you can teach you so much, how can we grow as a person
if we shut ourselves off to so much around us. Another
thing | would change is manners, is it me or have they
disappeared?



“AusReady
aims to
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control of
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region”

AusReady:

The Asia-Pacific Emerging Infectious Diseases Facil ity

AusReady: the Asia-
Pacific Emerging
Infectious Diseases
Facility, is a facility
developed in
collaboration with, and is
under the guidance and
support of the
Government of Australia
(GOA), led by the
Australian Agency for
International
Development  (AusAID)
and in partnership with
the Australian
Department of Health
and Ageing (DOHA) and
Department of
Agriculture, Fisheries and
Forestry (DAFF).
AusReady is managed
by NCEPH and ANU
Enterprise Pty Ltd
(ANUE) of the Australian
National University
(ANU).

AusReady aims to
strengthen the control of
communicable diseases
in the Asia-Pacific region.
We are doing this by
managing a database of
suitable  Advisors for
deployment in the region,
and synthesis of diverse
sources of information
with Advisor reports to
inform and evaluate
Australian initiatives and
activities to combat
communicable diseases
in the region.

AusReady is currently
seeking individuals with
qualifications and
professional experience
in animal and human
health, laboratory and

clinical operations,
epidemiology, health
systems, gender and

social development,
logistics and supply chain
management, health
records management,

environmental health,
environmental and
natural resources
management, capacity
development, information
systems, and project
management, among
others, whom we can
mobilise to work with
international health
networks, national
governments, health and
aid professionals,
international agencies,
and non-government
organizations on short-
and long-term projects in
the Asia Pacific region.

AusReady has
agreements with relevant
Australian  Government
agencies to cover
specialists  professional
fee, accommodation,
airfares, living
allowances, insurance
and related travel costs.

AusReady will also
provide relevant pre-
departure training and
field and demobilisation
assistance to specialists
on assignment. The
Australian Government is
already helping countries
such as Indonesia,
Papua New Guinea, East
Timor and those in the
Mekong build their
preparedness,
surveillance and
response capacities. This
support has included
placing epidemiologists
in WHO country offices in
Indonesia, Vietnam,
Laos, China, East Timor
and Papua New Guinea.

AusReady is also tapping
organisations, country
governments, NGOS,
and private institutions in
the Asia-Paicifc region
who have specific needs

for EID expertise to act as
Tasking and/or Hosting
Agencies and whom
AusReady experts will work
with.

We would like to
encourage you to
participate in our initiative
by first by visiting our
website,
http://www.ausready.org.au
to get more detailed
information on who we are,
what we do, and how we
could use your and our
organisations expertise in
our activities.

Secondly, we would
greatly appreciate if you
can distribute a copy of this
information to your staff,
members, colleagues and
friends who could be
interested in participating in
AusReady activities. We
look forward in receiving
their applications and CV
too for the Advisor
database.

Nina Divina Mines
AusReady Facility Officer
ANU Enterprise Pty Ltd
Level 1, Fulton Muir Building
The Australian National
University

Cnr North Road and Barry
Drive

Canberra, ACT, Australia

Tel No. +612 6125 5882
Fax No. +612 6125 5875

Email:
ausread
and/or
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CURRENT JOURNAL AWARENESS:

The following selected articles appeared in recent
journals and may be of interest to our readers.
Copies of the articles can be obtained free-of-
charge by contacting the Infection Prevention and
Control Unit. Requests for articles for study and
research purposes complies with Section 50 of the
Copyright Act. Only 3 articles may be requested at
any one time.

Communicable Diseases Intelligence,
vol. 31, no.5, September 2007

crossover study of two decontamination

procedures, Gunilla Bjorling et al.

Clinical and molecular epidemiology of community-
onset, extended-spectrum -lactamase-producing
Escherichia coli infections in Thailand: A case-case-
control study, Anucha Apisarnthanarak et al.

Epidemiology of hospital-acquired bloodstream
infections in a Tunisian pediatric intensive care
unit: A 2-year prospective study, Nejla Ben
Jaballah et al.

Prevalence of MRSA among Staphylococcus
aureus isolated from hospital inpatients, 2005:
Report from the Australian Group for
Antimicrobial Resistance, Graeme R Nimmo et al.

American Journal of Infection Control
vol. 35, no 10, December 2007

Australian Infection Control
vol. 12, issue 4, December 2007

Infection Control in the acute care setting: time f  or
a change of perspective, Nicol, PW et al.
Monitoring antibiotic usage: an update, Morton A &
Looke, D.

A comparison of two devices for the manual
cleaning of flexible gastrointestinal endoscopes in
a clinical setting, Charlton, TS.

American Journal of Infection Control
vol. 35, no 9, November 2007

Infection control and antimicrobial restriction
practices for antimicrobial-resistant organisms in
Canadian tertiary care hospitals, = Marianna Ofner-
Agostini et al

Microbiologic evaluation of microfiber mops for
surface disinfection, William A. Rutala et al.

Ethylene oxide sterilization of medical devices: A
review, Gisela C.C. Mendes et al.

Surgical site infections: Might a longer locally
defined T time affect the benchmarking? Emilia
Prospero et al.

Implementation of chlorhexidine gluconate for
central venous catheter site care at Sirirgj
Hospital, Bangkok, Thailand, Bancherd
Balamongkhon & Visanu

Emergency room staff education and use of a
urinary catheter indication sheet improves
appropriate use of foley catheters, Ramana Murthy
Gokulaet al.

Initial inappropriate urinary catheters use in a
tertiary-care center: Incidence, risk factors, and
outcomes, Anucha Apisarnthanarak et al.

Tracheostomy inner cannula care: A randomized

National prevalence of methicillin-resistant
Staphylococcus aureus in inpatients at US health
care facilities, 2006, William R. Jarvis et al.

The categorization of prior antibiotic use: Impact on
the identification of risk factors for drug resista nce
in case control studies, Leanne B. Gasink et al.

Implementation of an intensified infection control
program to reduce MRSA transmissions in a
German tertiary care hospital, Matthias Trautmann et
a I

A controlled trial of universal gloving versus cont act
precautions for preventing the transmission of
multidrug-resistant  organisms, Gonzalo M.L.
Bearman et al.

Spreading the word, not the infection: Reaching
hospitalists about the prevention of antimicrobial
resistance, Megan E. Bush-Knapp et al.

Infection control
Loreen A. Herwaldt et al.

resources in lowa

Dissemination of the CDC's Hand Hygiene Guideline
and impact on infection rates,
Elaine L. Larson et al.

Evaluation of hand hygiene adherence in a tertiary
hospital, Ana M. Novoa et al.

Airflow and droplet spreading around oxygen
masks: A simulation model for infection control
research, Margaret Ip et al.

American Journal of Infection Control
vol. 36, no 1, February 2008

Simulated-use testing of bedpan and urinal washer
disinfectors: Evaluation of  Clostrium difficile  spore
survival and cleaning efficacy, = Michelle J. Alfa et al.

Needlestick and other potential blood and body flui d
exposures among health care workers in British
Columbia, Canada, Hasanat Alamgiret al.




Investigation of an outbreak of Serratia
marcescens in a neonatal unit via a case-control
study and molecular typing , N. Deborah Friedmanet
al.

Pseudooutbreak of Stenotrophomonas maltophilia
bacteremia in a general ward, Yoon Soo Park et al.

An outbreak of Pseudomonas aeruginosa because
of inadequate disinfection procedures in a urology
unit: A pulsed-field gel electrophoresis-based
epidemiologic study, Uner Kayabas et al.

Patients' knowledge, attitudes, and behavior
toward hospital-associated infections in Italy,
Rossella Abbate et al.

Endemic infusate contamination and related

bacteremia, Alejandro E. Macias et al.

Review and update of the use of urokinase in the
prevention and management of CVAD-related
complications in pediatric oncology patients , Arne
Simon et al.

Interventional patient hygiene model: Infection
control and nursing share responsibility for
patient safety , Maryanne McGuckin et al.

A pilot study to investigate patients reported
knowledge, awareness, and beliefs on health care
—associated infection, Maurice Madeo et al.

.Infection Control and Hospital Epidemiology,
vol. 28, no.12, December 2007

Healthcare-Associated Infection in Developing
Countries: Simple Solutions to Meet Complex
Challenges, Benedetta Allegranzi & Didier Pittet

Planning and Implementation of an Infection Control
Training Program for Healthcare Providers in Latin
America, Miguela A. Caniza et al.

Bloodborne Pathogen Exposure Risk Among
S ur geons i n S ub -
SaharanAfrica, Elayne Kornblatt Phillips et al.

Use of lvermectin to Treat an Institutional Outbrea  k
of Scabies in a Low-Resource Setting, Coralith Garcia
et al.

Comparison of a Semipermeable Dressing Bonded
to an Absorbent Pad and a Semipermeable Dressing
Over a Separate Gauze Pad for Containment of
Vaccinia Virus at the Vaccination Site,

Michael R. Savona et al.

Double-Blind, Randomized, Crossover Trial of 3
Hand Rub Formulations: Fast-Track Evaluation of
Tolerability and Acceptability, Didier Pittet et al.

Use of Safety Devices and the Prevention of
Percutaneous Injuries Among Healthcare Workers,

Victoria Valls et al.

Comparison of Hospitalwide Surveillance and
Targeted Intensive Care Unit Surveillance of
Healthcare-Associated Infections,  David J. Weber et
al.

Does Catheter-Associated Urinary Tract Infection
Increase Mortality in  Critically Il Patients?
Christophe Clec'’h et al.

Effect of Communication Errors During Calls to an
Antimicrobial Stewardship Program, Darren R. Linkin
etal.

Determination of Risk Factors Associated With
Isolation of Linezolid-Resistant Strains  of
Vancomycin-Resistant Enterococcus ,
Jason M. Pogue et al.

Relationship Between Rates of Antimicrobial
Consumption and the Incidence of Antimicrobial
Resistance in Staphylococcus  aureus and
Pseudomonas aeruginosa Isolates From 47 French
Hospitals, A. M. Rogues et al.

A Case of Creutzfeldt-Jakob Disease Associated
With a Dura Mater Graft in the United States,
David B. Blossom et al.

Factors That Influenced Rates of Influenza
Vaccination Among Employees of Wisconsin Acute
Care Hospitals and Nursing Homes During the 2005-
2006 Influenza Season, Gwen Borlaug et al.

Survey of Infection Control Programs in a Large
National Healthcare System, Thomas R. Talbot et al.

Staphylococcus  aureus Colonization Among
Healthcare Workers at a Tertiary Care Hospital,
Cecilia P. Johnston et al.

Impact of Automatic Orders to Discontinue
Vancomycin Therapy on Vancomycin Use in an
Antimicrobial Stewardship Program,
Denise M. Connoret al.

Physicians’ Perceptions, Beliefs, Attitudes, and
Knowledge Concerning Antimicrobial Resistance in
a Brazilian Teaching Hospital, Carla Morales et al.

Does Nasal Colonization or Mupirocin Treatment
Affect Recurrence of Methicillin-Resistant
Staphylococcus aureus  Skin and Skin Structure
Infections? Joseph Rahimian et al.

Infection Control and Hospital Epidemiology,
vol. 29, no.1, January 2008

Identifying Opportunities to Enhance Environmental
Cleaning in 23 Acute Care Hospitals, P. C. Carlinget
al.

Prospective, Controlled, Cross-Over Trial of Alcoho I
-Based Hand Gel in Critical Care Units,




Mark E. Ruppet al.

Budget Impact Analysis of Rapid Screening for

Staphylococcus aureus Colonization Among
Patients Undergoing Elective Surgery in US

Hospitals, Gary A. Noskin et al.

Comparison of the Use of Administrative Data and
an Active System for Surveillance of Invasive
Aspergillosis, Douglas C. Chang et al.

Development of an Algorithm for Surveillance of
Ventilator-Associated Pneumonia With Electronic
Data and Comparison of Algorithm Results With
Clinician Diagnoses, Michael Klompas et al.

Impact of an Infection Control Program on the
Prevalence of Nosocomial Infections at a Tertiary
Care Center in Switzerland, Corina Ebnother et al.

Case-Control Study of Antibiotic Use and

Subsequent Clostridium  difficile —Associated
Diarrhea in Hospitalized Patients, Roger Baxter et
al.

Predictive Factors for the Development of Central
Line—Associated Bloodstream Infection Due to
Gram-Negative Bacteria in Intensive Care Unit
Patients After Surgery, Pranavi V. Sreeramoju et al.

Pseudo-outbreak of  Mycobacterium abscessus
Infection Caused by Laboratory Contamination,
D. B. Blossom et al.

Contamination of Examination Gloves in Patient
Rooms and Implications for Transmission of
Antimicrobial-Resistant  Microorganisms,
Maureen H. Diaz et al.

Compliance With Personal Precautions Against
Exposure to Bloodborne Pathogens Among
Laboratory Workers: A Canadian Survey,
Cheryl L. Main et al.

Impact of an Oil-Based Lubricant on the
Effectiveness of the Sterilization Processes,
William A. Rutala et al.

Comparative Analysis of 75th Percentile Durations
for Neurosurgical Procedures in France and in US
National Noscomial Infection Surveillance System
Data, Claire Lietard et al.

Case-Control Study of Pediatric Cardiothoracic
Surgical Site Infections, Galit Holzmann-Pazgal et
al.

Predictors of Mortality Among Patients With
Community-Onset Infection Due to Extended-
Spectrum -Lactamase—Producing Escherichia
coli in Thailand, Anucha Apisarnthanarak et al.

Prospective Study of Nosocomial Transmission of
Hepatitis C in a Swedish Gastroenterology Unit,
Hans Verbaan et al.

Medical Residents’ Self-Reported Adherence to
Guidelines During Placement of Central Venous
Catheters, Basel K. Al Aloul et al.

Influenza Vaccination Among Medical Residents in a
Teaching Hospital, Eliahu Bishburg et al.

Infection Control and Hospital Epidemiology,
vol. 29, no.2, February 2008

Influenza Vaccination Among Registered Nurses:
Information Receipt, Knowledge, and Decision-
Making at an Institution With a Multifaceted
Educational Program, Cori L. Ofstead et al.

Commentary: Improving Rates of Influenza
Vaccination Among Healthcare Workers: Educate;
Motivate; Mandate? Thomas R. Talbot

Use of a Pandemic Preparedness Drill to Increase
Rates of Influenza Vaccination Among Healthcare
Workers, Jennifer L. Kuntz et al.

Extended Use of Urinary Catheters in Older Surgical
Patients: A Patient Safety Problem? Heidi L. Wald et
al.

Salvage of Long-Term Central Venous Catheters
During an Outbreak of Pseudomonas putida and
Stenotrophomonas maltophilia Infections
Associated With Contaminated Heparin Catheter-
Lock Solution, M. Beatriz Souza Dias et al.

Randomized Controlled Trial and Meta-analysis of
Oral Decontamination with 2% Chlorhexidine
Solution for the Prevention of Ventilator-Associate d
Pneumonia, Hutsaya Tantipong et al.

Measuring Acceptable Treatment Failure Rates for
Community-Acquired Pneumonia: Potential for
Reducing Duration of Treatment and Antimicrobial
Resistance, Keith S. Kaye et al.

Importance of Bacterial Burden Among Methicillin-
Resistant Staphylococcus aureus Carriers in a Long
-Term Care Facility, Nimalie D. Stone et al.

Risk of Hand or Glove Contamination After Contact
With Patients Colonized With Vancomycin-Resistant
Enterococcus or the Colonized Patients'
Environment, Mary K. Hayden et al.

Patient Attitudes Regarding Participation in Studie S
of Antimicrobial Resistance, Pam Tolomeo et al.

Clinical and Economic Consequences of Failure of
Initial Antibiotic Therapy for Hospitalized Patient S
With  Complicated Skin and  Skin-Structure
Infections, John Edelsberg et al.

Receptivity to Mandatory Influenza Vaccination
Policies for Healthcare Workers Among Registered
Nurses Working on Inpatient Units,
Gregory A. Poland et al.




House Staff Attitudes About Influenza Vaccination
After Participation in a Clinical Trial to Improve
Vaccination of Hospital Patients,  Javier Cabello et
al.

Around-the-Clock, Rapid Diagnosis of Influenza
by Means of Membrane Chromatography Antigen
Testing Confirmed by Polymerase Chain Reaction,
Anna C. Nilsson et al.

Macrolide and Clindamycin Resistance in
Staphylococcus aureus  Isolates and Antibiotic
Use in a Veterans Affairs Medical Center,
Rohit Modak et al.

Medical Students' Exposure to Bloodborne
Pathogens in the Operating Room: 15 Years Later,
Connie J. Chen et al.

Hygiene Promotion, Manuel W. Mah et al.

Vancomycin-Resistant Enterococci in Canada:
Results from the Canadian Nosocomial Infection
Surveillance

Program, 1999-2005, Marianna Ofner-Agostini et al.

Contact Isolation for Infection Control in
Hospitalized Patients: Is Patient Satisfaction
Affected? Leanne B. Gasink et al.

Appropriateness of Use of Indwelling Urinary Tract
Catheters in Hospitalized Patients in Italy,
Gianluca Raffaele et al.

Nosocomial Dermatitis Caused by
gallinae , A. P. Bellanger et al.

Dermanyssus

Infection Control and Hospital Epidemiology,
vol. 29, no.3, March 2008

The Journal of Hospital Infection,
vol. 67, no.3, November 2007

Assessment of Clostridium difficile —Associated
Disease Surveillance Definitions, North Carolina,
2005, Preeta K. Kutty et al.

Variability in Rates of Use of Antibacterials
Among 130 US Hospitals and Risk-Adjustment
Models for Interhospital Comparison,
Conan MacDougall et al.

Is Surgery a Risk Factor for Creutzfeldt-Jakob
Disease? Outcome Variation by Control Choice
and Exposure Assessments, Jed A. Barash et al.

Rates of Surgical Site Infection After Hip
Replacement as a Hospital Performance Indicator:
Analysis of Data From the English Mandatory
Surveillance System, J. Wilson et al.

Downward Trends in Surgical Site and Urinary
Tract Infections After Cesarean Delivery in a
French  Surveillance  Network, 1997-2003,
Agnes Vincent et al.

Epidemiology of Hospital-Acquired Infections in
Veterans With Spinal Cord Injury and Disorder,
Charlesnika T. Evanset al.

Cohort Study of the Pathogenesis and Molecular
Epidemiology of Catheter-Related Bloodstream
Infection in Neonates With Peripherally Inserted
Central Venous Catheters, Jeffery S. Garland et al.

Molecular and Descriptive Epidemiologyof
Multidrug-Resistant  Enterobacteriaceae in
Hospitalized Infants, Brian Anderson et al.

Impact of Severe Acute Respiratory Syndrome
and the Perceived Avian Influenza Epidemic on
the Increased Rate of Influenza Vaccination
Among Nurses in Hong Kong, Dennise K. P. Tam et
al.

Social Marketing Analysis of 2 Years of Hand

Temporal relationship between prevalence of
meticillin-resistant Staphylococcus aureus (MRSA)

in one hospital and prevalence of MRSA in the
surrounding community: a time-series analysis, F.M.
MacKenzie et al.

Identification and control of an outbreak of
ciprofloxacin-susceptible EMRSA-15 on a neonatal
unit, J.A. Otter et al.

Healthcare-associated rotavirus gastroenteritis in a
large paediatric hospital in the UK,  N.A. Cunliffe et al.

A longitudinal study of Acinetobacter in three
Australian hospitals, C. Marshall et al.

Control of the duration of urinary catheterization:
impact on catheter-associated urinary tract
infection, J. Crouzet et al.

Impact of enhanced infection control procedures on
clinical outcome following resuscitation attempts, H.
-L. Chuang et al.

Outbreak of staphylococcal bullous impetigo in a
maternity ward linked to an asymptomatic
healthcare worker, P. Occelli et al.

Potential use of copper as a hygienic surface;
problems associated with cumulative soiling and
cleaning, P. Airey and J. Verran.

Prion inactivation using a new gaseous hydrogen
peroxide sterilisation process, G. Fichet et al.

The Journal of Hospital Infection,
vol. 67, no.4, December 2007

Hospital exposure in a UK population, and its
association with bacteraemia, D.H. Wyllie et al.

Methicillin-resistant Staphylococcus aureus control




in an intensive care unit: a 10 year analysis, E.
Raineri et al.

Methicillin-resistant ~ Staphylococcus aureus:
occurrence of a new spa type in two acute care
hospitals in Austria, W. Ruppitsch et al.

Experience applying the UK methicillin-resistant
Staphylococcus aureus (MRSA) guidelines in a
tertiary referral hospital in the United Arab
Emirates 1999-2002: same guidelines, different
cultures, P.A.Jumaa et al.

The development of a new three-step protocol to
determine the efficacy of disinfectant wipes on
surfaces contaminated with  Staphylococcus
aureus, G.J. Williams et al.

Outbreak of human metapneumovirus infection in
psychiatric inpatients: implications for directly
observed use of alcohol hand rub in prevention of
nosocomial outbreaks, V.C.C. Cheng et al.

Human immunodeficiency virus postexposure
prophylaxis for occupational exposure in a
medical school hospital in Thailand, N.
Hiransuthikul et al.

Endoscope decontamination incidents in England
2003-2004, H.P. Gamble et al.

Comparison of an ultrasonic cleaner and a washer
disinfector in the cleaning of endodontic files, K.
Perakaki et al.

Isolation of Legionella species/serogroups from
water cooling systems compared with potable
water systems in Spanish healthcare facilities, J.-
M. Rivera et al.

Prospective survey of indoor fungal
contamination in hospital during a period of
building construction, M. Sautour et al.

Outbreak of multidrug-resistant Acinetobacter
baumannii in a Belgian university hospital after
transfer of patients from Greece, 1. Wybo et al.

The Journal of Hospital Infection,
vol. 68, no.1, January 2008

Financial consequences of hospital-acquired
bacteraemia in three Belgian hospitals in 2003 and
2004, M. Pirson et al.

Risk factors for methicillin resistance and
outcome of Staphylococcus aureus bloodstream
infection in a Belgian university hospital, M. Libert
etal.

Nasal carriage of S. aureus increases the risk of
surgical site infection after major heart surgery, P.
Mufioz et al.

Virulence factors produced by strains of

Staphylococcus aureus isolated from urinary tract
infections, L. Baba-Moussa et al.

Intensive care unit environmental cleaning: an
evaluation in sixteen hospitals using a novel
assessment tool, P.C. Carling et al.

The antimicrobial activity of copper and copper
alloys against nosocomial pathogens and
Mycobacterium  tuberculosis isolated from
healthcare facilities in the Western Cape: an in-vi  tro
study, S. Mehtar et al.

Comparison between visual analysis and
microscope assessment of surgical instrument
cleanliness from sterile service departments, I.P.
Lipscomb et al.

Endoscope drying/storage cabinet: interest and
efficacy, L. Pineau et al.

Risk factors and recommendations for rate
stratification for surveillance of neonatal healthc are-
associated bloodstream infection, A. Holmes et al.
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Dale Tanner is a Sydney based Fitness and
Wellbeing Coach / Personal Trainer, Pilates
Instructor and Massage Therapist with over 15
years experience. He runs one-on-one, class
group and corporate fitness training, Pilates and
posture management sessions.

In this series of articles | will return to the recurrent
theme of ‘preventing the build-up of habitual tension in
the body'. | will endeavour to demonstrate that this is
not as complex as one might assume. In fact, it can be
quite simple. It is really, just about knowing how. In this
article | deal with breaking the bad habitual patterns
associated with:
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Let me clarify first that incurring bodily tension does
not necessarily indicate bad posture. Bodily tension
may be induced simply by the requirement to sustain a
certain posture for many hours, possibly seated at a
desk, driving or standing as the case may be. If you
like,

bodily tension through sustained posture may be
seen as a parallel to RSI (i.e. if we do ANYTHING
for an extended period it will fatigued and possibl y
strain certain muscle groups.)

However, a probable consequence of the fatigue
brought about through sustained posture is the
encouragement of bad posture. It is a sad, inevitable
catch 22. This is why it is vital to break the bad habitual
patterns.

| ask you to imagine (OR ACTUALLY DO THIS AS AN
EXPERIMENT) holding a 1kg weight (e.g. a 1 litre
bottle of water) in your hand with the arm bent at the
elbow so the forearm is horizontal and at a right angle
to the upper arm which is vertical and tucked against
the side of the torso (see photo).

Imagine (OR TRY) sustaining this
static position for a mere 5
minutes. No trouble? Or rather,
some trouble? OK, imagine
sustaining this static position for
10 minutes. For 30 minutes. For 1
hour. Can you also imagine how
sore your biceps muscle will be
the next day, if not right now? Do
you know how much your head
weighs? In fact, the average
human head weighs 4.5 - 5kg.
How hard do the postural
muscles of the neck work each
and every day? Very hard! How
much heavier than your head is
your torso? Significantly! And, the
muscles of the lower back and

buttocks in particular work phenomenally hard to
sustain an upright torso whether in seated or
standing posture.

It is no wonder many people suffer chronic or
recurrent lower back problems. In this day of
computers and computer games, this problem is only
set to worsen and unfortunately also incorporate the
upper back,

neck and shoulders (for which laptop computers in
particular are potentially very problematic).

Let me hazard a guess that many of us are currently
suffering some degree of lower back and/or upper
back, neck and shoulder pain / tension
(or headaches) as a consequence of the physical
environment / requirements of the workplace.

So, as | have said, the means to relieving this tension
can be simple: it is really, just about knowing how.
Sure, if we all practised Pilates and Alexander
Technique regularly, our postures would be greatly
improved and much of this tension would be alleviated
and indeed eliminated.

The fundamental key is to break the habitual
behaviour pattern, to give us, our bodies
(and our minds) time out. In fact, | would argue th  at,
the essence of doing so is simply to stop what you
are doing and do something different. This at least
breaks the constancy of a fairly static or
repetitive (and possibly bad) posture.

So, what | am saying is that, as a first line of defence it
is better to do something, anything, as opposed to
doing nothing. Of course there will be specific activities
more suited to relieving specific tensions. Clearly the
more constructive the activity (being correctly
performed with good postural awareness and correct
alignment) the better it will serve us. With time and
practise, the goal should be to acquire greater postural
awareness and better posture on an ongoing basis.
Such will increase the efficiency of general motor
function (and increase productivity in the workplace),
attention span, the efficient functioning of the internal
organs, etc. It will also assist in decreasing the general
wear-and-tear on the joints, in particular, of the spine,
pelvis, hips and shoulder girdle if your work has you
predominantly seated (and in addition, of the knees if
you stand predominantly).

Relieving ALL the compounding consequences of our
lifestyles is by no means a simple task. However,
breaking the destructive patterns of bad habitual
posture is entirely within our grasps. As | said, it is
potentially as simple as stopping what you are doing
and doing something different. There are but a half a
dozen or so fundamental exercises that we should all
do at least daily, if not several times each day, to help
stave off the build-up of habitual tensions.

To view these exercises please visit my website at
www.daletanner.com and follow the links to: Articles /
Posture in the Workplace / Exercises.




Making simple changes to our habitual behaviour
patterns and performing these and other simple
activities is a commendable start. It is taking
control of what we have absolute control over:
ourselves. And, as we know in theory but we are
less good at putting into practice, prevention is

better than cure!

If you think that your habits are: ‘too deeply ingrained to
be able to be undone and the cause is already lost’,
THINK AGAIN! THIS IS THE WRONG PSYCHOLOGY!
The right program of corrective exercises will help to
correct bad posture (and other issues) and then
continue to work preventatively to alleviate and counter
any further degeneration in the future.

For individual or group sessions (privately or in t he
workplace) to implement these fundamental
exercises, please contact me (see advertisement
below). More advanced programs are also
available.

Fitness & Wellbeing with Dale Tanner is a regular
feature of

Dale Tanner
fitness and wellbeing

Personal Training
Pilates
Posture Management
Massage Therapy
Yoga / Breathing / Relaxation
Impact Reduction

Private, group and corporate sessions available

tel: 0415 205 866 www.daletanner.com
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LIFESTYLE & LEISURE:
THE BOOK CLUB

The formation of the Book Club in the last
issue received a very positive response from readers
with quite a few contacting us to say they would be
joining us and reading the twelve nominated books
over the coming year. The books chosen at random
from a “books-you-must-read-before-you-die” list are:

To Kill a Mockingbird - Harper Lee

A Town Like Alice - Nevil Shute

Animal Farm - George Orwell

Lady Chatterley’s Lover - D.H. Lawrence
The Portrait of the Ariste as a Young Man - James
Joyce

Little Women - Louisa May Alcott

Great Expectations - Charles Dickens
Anna Karenina - Leo Tolstoy

The Age of Innocence - Edith Wharton
The Hours - Michael Cunningham

The Color Purple - Alice Walker

The Kite Runner - Khaled Hosseini

The idea is to read the books in any order and at your
own pace. We also invite readers to email us their own
reviews and opinions of each book, why they liked it, or
why they didn’'t, and we will print the comments on
these pages. Unfortunately, to date, we have not
received any reviews. We can't believe you are all that
shy. Don't worry, your review won't be critiqued or
marked, we just wanted you own personal thoughts
about each of the novels.

So, for this issue, here are my reviews of two of the
books | read over the summer months, To Kill A
Mockingbird and The Kite Runner.

Many people were surprised
to hear that | had never read
To Kill a Mockingbird
because it is included in
many school curriculums. All |
can say is that it wasn't in the
school curriculum when | was
at school. In fact | always
thought the author, Harper
Lee, was a man until | saw a
very FEMALE Harper Lee
receiving the Presidential
Medal of Freedom of the
United States in November

last year for her contributions to literature. |1 do
remember seeing the 1962 movie adaptation starring
Gregory Peck many years ago, but | could not
remember the story. So | came to this Pulitzer Prize-
winning novel with great enthusiasm and anticipation. |
was not disappointed. | thought it was a very enjoyable,
easy to read book.

The novel is told through the eyes of a six-year old girl,
Scout Finch, who lives with her older brother Jem and



their widowed father Atticus, a middle-aged lawyer. The
novel, however, deals with the serious issues of rape
and racial inequality, although it does also contain a lot
of warmth and humour. | can now see why To Kill a
Mockingbird is taught in schools, as its primary themes
involve racial injustice, tolerance, prejudice, courage and
compassion.

The story is set in the fictional town of Maycomb,
Alabama, but for the first half of the book | could not
work out in what time period, which | found a bit
frustrating. The book was written in 1960 and at one
stage the children talk about going to the cinema, so |
knew it had to be set somewhere between the 1920s
and 1960. About half-way through the novel, to my great
relief, it is revealed that it is set during the time of the
Great Depression of the early 1930s. Perhaps | missed
some other cues, but | felt a lot happier once | knew the
time period in which it was set; it certain helped my
mind’s-eye.

If you have never read To Kill a Mockingbird | would
thoroughly recommend it. It is an undemanding read,
unpretentious and an excellent story. It was an
encouraging start to the list of books in the

Book Club.

| had been given a copy of The Kite
Runner as a present a couple of
years ago. However, a novel set in
Afghanistan involving the Taliban
had no attraction for me whatso-
ever, and | didn't pick up this book
to read until this summer when it
was listed in the Book
Club. Surprise, surprise, it turned
out to be a beautiful book, one that |
thoroughly enjoyed, and one that |
would recommend to anyone to

read. | give this wonderful novel five stars out of five.

The Kite Runner tells the story of Amir, a boy from the
Wazir Akbar Khan district of Kabul who is haunted by
the guilt of betraying his childhood friend Hassan, the
son of his father's Hazara servant. The story is set
against a backdrop of tumultuous events, from the fall of
the monarchy in Afghanistan through the Soviet
invasion, the mass exodus of refugees to Pakistan and
the United States, and the Taliban regime. The book is
written in the first-person and sometimes you almost
forget that this book is not a memoir but a novel.

The Kite Runner follows the story of Amir, the privileged
son of a wealthy businessman in Kabul, and Hassan, the
son of Amir's father's servant. As children in the
relatively stable Afghanistan of the early 1970s, the boys
are inseparable. They spend idyllic days running kites
and telling stories of mystical places and powerful
warriors until a terrible event changes the nature of their
relationship forever, and eventually cements their bond
in ways neither boy could have ever predicted. Even
after Amir and his father flee to America, Amir remains
haunted by his cowardly actions and disloyalty. In part, it
is these demons and the sometimes impossible
qguest for forgiveness that bring him back to

his war-torn native land after it comes under Taliban rule.
As time marched on, Amir loses his father to cancer and is
summoned to Pakistan to meet with an old family friend.
This turns out to be a life renewing event. Amir searches for
news of his friend, Hassan. The search takes him back to
Afghanistan, to an orphanage, a meeting with a member of
the Taliban, a search for his lost city and culture and for a
prize he will cherish, for the truth and for the life he regains.

This is a gritty book, and the beauty and violence of this
country, Afghanistan, comes to life. The customs and food
and smells of the city; the desolation of life and the loss of
the country to the Talibans.

| found The Kite Runner a difficult book to put down, it was
that absorbing. It was easy to read and the plot twists
surprised me. Other readers may see them coming, but not
me.

So, dear readers, these are two books in our list that |
enjoyed immensely and recommend you to read. | hope
you enjoy them as much as | did. Two books down, ten
more to go. Please send in your reviews and comments for
others to share; we'd love to hear them.
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