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NSW Health
Infection Control Home-page

he NSW Health Infection Control Home-page
contains a wealth of information and resources ang

is a ‘one-stop-shop’ for Policy Directives,
Information Bulletins, Regulations, Infection Caitr
Program Quality Monitoring, Infection Control Cdil
Incidents, Safety Advocates, emerging Infection t@iin
issues and links to other resourceBhe following
documents and information can be downloaded from
www.health.nsw.gov.au/health pr/infection/

Pollcy Directives:
PD2005_247 Infection Control Policy
PD2005_414 Infection Control Program Quality
Monitoring Policy
PD2005_203 Management of Reportable Infection
Control Incidents
PD2005 311 HIV, hepatitis B and hepatitis C —
Management of health care workers potentially
exposed
PD2005_162 HIV, hepatitis B or hepatitis C — Health
Care Workers Infected

PD2005_354 Workcover NSW Reporting
Requirements: Occupational Exposure to Blood-Borng
Pathogens

Information Bulletins:
2000/6 Infection Control Audit Tool

Regulatlons
Nurses and Midwives Regulation 2003
Medical Practice Regulation 2003
Dentists (general) Regulation 1996
Dental Technicians Registration Regulation 2003
Physiotherapists Regulation 2002
Podiatrists Regulation 1995

Infection Control Program Quality Monitoring:
Healthcare Associated Infections data
Infection Control Program Quality Monitoring
Indicators Users Manual (Version 1 — 2003-2004)
Infection Control Program Quality Monitoring
Indicators Users Manual (Version 2 — 2005-2006)

Infection Control Program Quality Monitoring
Indicators Users Guide
Infection Control Program Quality Monitoring

Software (refer to CD)

® NSW

1C

Infection
Control
Reseource
Centire

Volume 11, Issue 1,
March, 2007

Infection Control Critical Incidents (Safety Advocates):
Safety Advocate 7 — Safe Management of Breast Milk

Emerging Infection Control Issues:

SARS
Severe Acute Respiratory Syndrome
Guidelines and Protocols
Key recommendations of the NSW Taskforce on SARS
(TSARS)

Multiresistant Organisms (MROSs)
Proceedings of the MRO Summit convened by NSW
Health 6 October 2005
Reducing the burden of Multiple Resistant Organisms
NSW MRO Key Recommendations Report 2006

(SARS)

Links to Other Resources:
For all NSW Health Policy Directives, Guidelinesdan
Bulletins
NSW Health Facility Guidelines
PD2005_490 Latex Allergy Policy Framework and
Guidelines for the Prevention and Management
Waste Management in Healthcare Facilities
Cleaning Service Standards, Guidelines and Pobicy f
NSW Health Facilities
NSW Infection Control Resource Centre
Infectious Diseases Fact Sheets, Data,
and Control Guidelines
Australian Government Department of Health and
Ageing - Infection Control Guidelines for the
prevention of transmission of infectious diseasethe
health care setting (ICG)
Australian Council on Healthcare Standards
Centers for Disease Control (CDC) Antibiotic /
Antimicrobial Resistance
Centers for Disease Control (CDC) Infection Conimnol

Healthcare Settings
Philip Melling

Editor
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NSW DEPARTMENT OF HEALTH:
POLICY DIRECTIVES & GUIDELINES
(and other related documents)

The following are the latest Policy Directives and Guidasmfrom January 2006 relating to

PD2006_005

GL2006_002

PD2006_007

PD2006_014

Infection Control issues that have been released by th&\NSepartment of Health

HUMAN IMMUNODEFICIENCY VIRUS (HIV) MANAGEMENT OF NON-OCCUPATIONAL EXPOSURE
Replaces Blood Borne and Sexually Transmissilded3e — Management of Non-Occupational Exposut2(G5_022]

COMPLAINT OR CONCERN ABOUT A CLINICIAN — MANAGEMENTGUIDELINES
Replaces PD2005_610 Complaint or Concern Aboutigdin — Management

COMPLAINT OR CONCERN ABOUT A CLINICIAN - PRINCIPLE FOR ACTION
Replaces PD2005_610 Complaint or Concern Aboutigcin — Management

NOTIFICATION OF INFECTIOUS DISEASES UNDER THE PUBCIHEALTH ACT 1991
e
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Copies of NSW Department of Policy Directives and ddelines

can be obtained from the NSW Health web site:
www.health.nsw.gov.au/policies/index.html
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NSW DEPARTMENT OF HEALTH:
NEW POLICY DIRECTIVES
& GUIDELINES

The NSW Department of Health in recent months dstue
following Policy Directives and Guidelines that mbg of
interest to infection control professionals.

PD2006_071 Sexually Transmissible Infection Strayeg
2006-2009

The NSW Sexually Transmissible Infections Strat2§96-
2009 provides a framework for STI prevention, tnest,
care and support, research and workforce developimen
NSW.

PD2006_072 HIV/AIDS Strategy 2006-2009: Overview
and Action Plan

The NSW HIV/AIDS Strategy 2006-2009: Overview and
Action Plan provides a framework for HIV/AIDS
prevention, treatment, care and support, reseamth a
workforce development in NSW.

PD2006_078 Microbial Sampling — Warm water systems
including thermostatic mixing valves

This policy directive requires all health facilgio have
appropriate monitoring programs for their warm wate
systems including thermostatic mixing valves to agethe
potential health risk from the growth of Legiondbiacteria

PD2006_088 Breast Milk — Safe Management

This policy provides direction for Area Health Sees on
the requirements to safely manage breast milkadludes
strategies aimed at reducing the risk of babiegivew
incorrect breast milk and management of incidenitere
babies receive the incorrect breast milk.

PD2006_100 Microbial Control — NSW Code of Practice
for the Control of Legionnaires’ Disease

The NSW Code of Practice for the Control of Legionnsiire
Disease, 2 Edition, was released in June 2004 to suppor
the Public Health (Microbial Control) Regulation0 At

that time the Code was adopted as policy of the NSW
Department of Health. It should be read in conjiomctvith
Australian/New Zealand Standaf&$/NZS 3666 Parts 1, 2
and 3: Air-handling and water systems of buildings
Microbial control.

PD2006_101 Influenza — Standing Order for Mass
Administration of Anti-Influenza Prophylaxis to Dehed
Contacts

The public health response for people exposedftoeinza
may include the urgent provision of prophylactitiaral to

the exposed person in settings including households
residential care facilities, hospitals and otherrkptaces.
The standing order sets out procedures for dispgnsi
supplying and administering the antivirals oseltamand
zanamivir for the purpose of prophylaxis again§iuenza,
when a medical officer is not available to preserthem
and prophylaxis is warranted. This standing ordérich is
signed by the Medical Officer of Health, has been
developed with advice from the NSW Therapeutic Adwy
Group and is to be reviewed annually. This documen
replacesinfluenza — Standing order for administration of
anti-influenza  prophylaxis to  defined  contacts
[PD2006_080]

PD2006_102 Safety Alert Broadcasting System

The Safety Alert Broadcasting System (SABS) Policy
Directive provides information on a systematic aggh to
the distribution and management of important patsarfiety
information to the NSW Health System. The SABS iss
of three documents (Safety Alert, Safety Notice &fe®y
Information) to provide health services with eanlgirnings
and/or notification of issues that may potentiadiffect
patient safety and clinical quality.

PD2007_006 Occupational Assessment, Screening &
Vaccination Against Specified Infectious Diseases

This Policy Directive describes the requirementy fo
employers, staff and other clinical personnel ilatien to
occupational assessment, screening and vaccinagjaimst
specified infectious diseases and aims to: (1) sAssi
employers to meet their occupational health andtgaf
(OHS) obligations and their duty of care to stafients and
other users of health service premises; and (2)iskdstaff

of their rights and responsibilities in relationtttese OHS
and duty of care requirements. This Policy Direstiv
replacesOccupational Screening and Vaccination Against
Infectious Diseases PD2005_338.

EMAIL REMINDER!

If you receive your copy of via
email, pleaseremember to inform us if yo
change your email address!




MEDIA WATCH
AUSTRALIA

September 2006

NSW Minister for Health John Hatzistergos warnecepts

to be aware of the symptomsmEningococcal diseasand
urged them to take advantage of a freeningococcal C
vaccine, available to children and young people. M
Hatzistergos welcomed an extension of the freg
Commonwealth vaccination program until June 20Géraf
lobbying by the NSW Government.

The free vaccine is available to people born sihdanuary
1984. "Winter and spring are the peak times fo
meningococcal diseaseso | would urge young adults to
take advantage of the free vaccine and go to GPBirfor a
shot," he said.

This vaccine protects against some strains of isesade.

Meningococcal diseastas a sudden onset and symptoms
may include:
- High temperature

Headache

Nausea or vomiting

Irritability

Weakness or drowsiness

Joint and/or muscle aches

Stiff neck

Pin-point or purple blotchy rash

But not all of the symptoms may be present at once.

Deputy Chief Health Officer, Dr Kerry Chant, sai®41
people in NSW were diagnosed witmeningococcal
diseasein 2005. "It's important to seek medical attentien
quickly as possible as this could help prevent the
development of serious complications, even deasihé
said.

Meningococcal infection does not spread easily and
meningococcusan live at the back of the nose and throa
of between 5 to 25 per cent of people without cayisiny
illness or symptoms. It is spread by secretionsiftbe nose
and throat of a person who is carrying the bactemi close
and prolonged contact is needed to pass it on.

In NSW since early 2003neningococcuggroup B caused
53 per cent ofmeningococcaldisease cases, while group
meningococcugroup C caused 11 per cent of cases.

"Vaccines do not protect against the more commo
meningococcal group B diseaseso vaccinated people
must still be alert formeningococcal diseasé Dr Chant
said.
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She stressed that whilmeningococcal diseaseould be
serious, in most cases, early detection and tredtresulted
in a complete recovery.

"It is important to see a doctor early. Patientsthwi
meningococcal disease need urgent treatment with
antibiotics," Dr Chant said.

October 2006

In October the Director General of Health, Ms Rolimk
called for changes to the national guidelines farlye
clinical and public health management rakningococcal
diseasen Australia.

Ms Kruk's call followed the release of the recomdeions
of the independent inquiry into the death of JeNassif on
18 August 2006.

"NSW wants changes to address intimate kissing Aska
factor and to adopt the NSW Ambulance Service pato
for the treatment ofmeningococcal diseasas the national
standard,” Ms Kruk said.

"NSW Health and the Ambulance Service of NSW will
implement the recommendations of the independentirin
as soon as possible. NSW Health is committed torérs
all health care workers who have direct patientacts are
aware of the symptoms and signs foreningococcal
disease and providing all clinical staff with the latest
information about this serious and sometimes deadly
disease," Ms Kruk said. "I have sent the reportthe
investigating Coroner. All statements, test resattd other
source information provided to the Inquiry will kEso
made available.”

The Inquiry made further recommendations for change
Ambulance Service policy and practice, with refeesno
non-transport of patients. The Inquiry also recomadael
amendments and clarifications to a number of NSVdltHe
protocols including to clearly identify that intineakissing
is a risk factor and to make clear that no hedkh & to be
issued as a media release under embargo.

Ms Kruk said NSW Health would move to consider and
implement the Inquiry recommendations as soon as
possible. "NSW Health has written to the Commuriieab
Disease Network Australia (CDNA) suggesting amename
to the Guidelines for early clinical and public hka
management ofmeningococcal diseasan Australia as
recommended by the Inquiry. We have also asked CBINA
look at all issues in the Inquiry relevant to thational
guidelines to determine if other amendments areired,
including the adoption of the NSW Ambulance Serpce-
hospital treatment for meningococcal disease asdkienal
standard.”

Test results in October confirmed that a brand @fvger
some people add to Asian cooking has led to the
hospitalisation of five people in Sydney's souttstwve




Dr Jeremy McAnulty, NSW Health's Director of
Communicable Diseases, said that patients had texpor
adding the product, sold as 'Goldfish Brand Nutoevéker’,
to their food shortly before developing symptoms.

Five people were admitted to Liverpool Hospitalntober
suffering the symptoms of sodium nitrite poisoningl
patients recovered and were discharged from hdspita

Dr McAnulty said ingestion of the substance caused
condition calledmethaemoglobinaemia- a disorder of the
blood.

Symptoms usually occur within minutes of ingestiare
severe and can be fatal. They include:
- shortness of breath

racing heart

tiredness

blue skin

vomiting

loss of consciousness.

Immediate treatment with an antidote counteraasetfect
of the poison in the body.

Dr McAnulty said patients report adding Goldfish thu
Powder to food they prepared at home. "Testing sdraple
of the Goldfish Nutre Powder ordered by the NSW d~oo
Authority showed that it contains the chemical sodi
nitrite. Adding this chemical to your food can leaol
serious poisoning. The important message for the
community is not to add Goldfish Brand Nutre Powtker
food," he said.

Emergency departments throughout NSW have begn
advised to be on the lookout for people displaying
symptoms ofmethaemoglobinaemia.Additionally, NSW

Health has contacted other states and territodeadvise

them of these cases. A recall of the product isndei
undertaken by Victorian Health authorities.

*Kkkk *Kkkk *

NSW Health contacted more than 150 passengers who
travelled from Bangkok to Sydney on Friday Octobewn
Thai Airways flight TG993 following confirmation &t a
passenger on the same flight has been diagnosdd wit
measles.

NSW Health's Acting Director of Communicable Diseas
Dr Andrew Marich said public health units across Htate
contacted passengers that may have been exposext to
disease. "Measles is a highly infectious virus aad be
caught just by being in the same room or area ageene
with the disease," Dr Marich advised.

Dr Marich said the initial symptoms aieaslesnclude:
- fever
tiredness
runny nose
cough
sore red eyes.

A red, blotchy rash appears three to four days afigal
symptoms, starting on the face and then spreadieg the
body. Symptoms usually begin around 10 days afiatact
with an infected person.

"If people think that they may have symptomsnafasles
and need to visit their doctor or local hospitakyt should
call ahead and ask to be seated in a separategvaitta to
avoid spreading the disease to others," Dr Mar&ith. s

Whilst Dr Marich believed many passengers would be
immune to the disease, it was likely that othersy rha
susceptible.

"This incident serves as a timely reminder to abple to
ensure they are fully immunised againgtasles' said Dr
Marich. "Many young people aged in their 20s and 30
born during or after 1966 - may not be immunen@asles
and we recommend they check their immunity statith w
their local doctor," said Dr Marich.

All adults under 40 years should ensure they haceived
two doses of theneaslesvaccine. Freeneaslesvaccine is
available for people born after 1966 who have raat two
doses. This is especially important before peopéeet
overseas where they can be infected.

Parents should also ensure that their childrervaceinated
on time. Children should be vaccinated agamegslesat
12 months of age and again when they turn four.

*kkk *kkkk

Also in October NSW Health took part in a national
pandemic influenza exercise - Exercise Cumpston -
involving the federal and state governments.

Exercise Cumpston, took place over four days, amg w
based on the hypothetical detection of panddnfloenza
(bird flu) in Australia, including in NSW.

"While the Exercise will commence in Queensland the
influenza spreads to NSW and there will be an impact on
the State's health system with 'victims' and tlweintacts
spilling into NSW," NSW Minister for Health Mr
Hatzistergos said.

"Exercise Cumpston will test the NSW response to
pandemic influenza involving human-to-human
transmission of a new strain of tifluenza virus."

Mr Haztistergos said the recently released NSW Huma
Influenza Pandemic Plan - including the emergency
management and whole-of-government arrangementsnfor
influenza pandemic - would be tested."This exercisk
ensure the State's response to an influenza paodemell
prepared to contain and isolate any outbreaks dgbetir,"
Mr Hatzistergos said.

Influenza pandemics occur when avian influenza (or
bird flu) strain, such as the H5N1 strain curreraffecting
birds around the world, changes into a form thagdsily




spread from person to person. Currently, there @s n
pandemicinfluenza anywhere in the world and Australia
remains free of the H5N1 strain afian influenza.

Exercise Cumpston would support planning and pegjuar
efforts to protect the community and minimise thepact
on the health system, should an outbreak occur.

*kkk *Kkkk *

A dramatic increase in one strain shlmonella was
recorded across NSW in October. Infection with the
particular strain of the bug<Salmonella Saintpaul' is

believed to be linked to eating rockmelons. In &Emi

outbreaks overseas, the surface of the rockmeloai® w
contaminated wittBalmonella which was then introduced
when they were cut open to eat.

Around 50 cases have been confirmed since the iiegin
of October, representing a dramatic increase onigque
monthly averages, which usually record between tme
seven cases.

In the interests of public health, NSW Health isgiag out
a case control study to assess the current caughisof
particular strain ofalmonellaon the community.

Since the study, which commenced on Tuesday Oct@ber
90% of confirmed cases reported eating rockmelaimgdu
the exposure period.

In light of these preliminary findings, NSW Healtind
NSW Food Authority advised consumers to follow thes
simple food safety tips when handling rockmelons:

Do not purchase melons that are bruised or
damaged. If buying fresh cut produce, ensure it is
refrigerated or surrounded by ice.

Fresh produce should be refrigerated within two
hours of peeling or cutting. Leftover cut produce
should be discarded if left at room temperature for
more than two hours.

Wash all rockmelons with cool tap water
immediately before eating. Don't use saap
detergents. Scrub melons with a clean produce
brush. Cut away any bruised or damaged areas
before eating.

Wash hands often. Hands should be washed with
hot soapy water before and after handling fresh
rockmelons. Wash surfaces often. Cutting boards,
dishes, utensils, and counter tops should always bg
washed with hot soapy water and cleaned after
coming in contact with fresh produce, or raw meat,
poultry, or seafood.

Don't cross-contaminate. Use clean cutting boards
and utensils when handling fresh produce. If
possible, use one clean cutting board for fresh
produce and a separate one for raw meat, poultry,
and seafood.

Dr Jeremy McAnulty, NSW Health Director of

14

Communicable Disease advise people on best foortingg

practices. "We remind people to remain vigilant whe
comes to food hygiene. When preparing food, dor't b
complacent - wash fruit and vegetables thoroughdgiti Dr
McAnulty.

While consuming fresh fruit is vital to maintainiogtimum
health, it is important that people practise goasbdf
hygiene when preparing fresh fruit and vegetables f
consumption.

The NSW Food Authority is investigating the matter
further. A fact sheet outlining how consumers canimise
the risk ofsalmonellain rockmelons can be found at the
Food Authority's web site at
www.foodauthority.nsw.gov.au

November 2006

In November Minister for Health John Hatzistergos
welcomed the findings of an audit into NSW Health's
capacity to respond to a major infectious diseagbreak
such as pandemiofluenza or SARS.

Mr Hatzistergos said the report by the NSW Audiioef
found that:
"the public health system is well organised to
respond to an emergency incident"
"public health system roles and responsibilities in
responding to an emergency incident have been
clearly designated"
"a clearly defined command and control structure
is in place for health emergencies"
"NSW Health needs to balance the cost of over-
preparedness and additional capacity that may
never be used, against the very significant
consequences of under-preparation”.

Mr Hatzistergos said that NSW Health has done ntoch
prepare the public health system for a large-sicédetious
disease emergency, but acknowledged the repottsfoa
continuation of good work to date and more detailed
planning.

"The NSW Government has already committed $5.6Gonill
under thelnfluenza Pandemic Action Plan, to accelerate
our preparations for a potentiafluenza pandemic over the
next three years. This report acknowledges that NSW
Health's commitment to preparing the public healthtem

for a major infectious disease outbreak is beafimuif.
While the report focuses on these large-scale siseait
also looks at contingency plans for more 'usuaeases
such as measles, TB, Legionnaire's diseaseand
salmonellosis’

Mr Hatzistergos said the audit acknowledged thathele

of government' approach existed for dealing with a
pandemic. Influenza pandemics pose the greatest potential
risk to public health because of their ability tapidly
spread within a population, the fact that the miibytaate is
likely to be high and because the entire populatvonld be

at risk at the same time."




Mr Hatzistergos said the report contains a numligiey
recommendations aimed at improving the state'saitypa@
deal with a pandemic or epidemic. "The NSW Govemime
is committed to responding to these recommendators
ensuring our health system can respond to a latgke s
infectious disease emergency."

Recommendations include:
Establishing a timeline to finalise all emergency
and contingency plans
Building on influenza pandemic plans to address
the emergence of new infectious diseases
Continuing to develop distinct plans within local
health services areas to manage emergency staffin
needs, isolation facilities, intensive care units,
hospital beds and medical supplies
Continuing to encourage and participate in national
simulation exercises.

"The threat of a major epidemic or pandemic is,reat the
timing and severity of it is totally unknown whiés why
eternal vigilance is imperative."

Mr Hatzistergos said that initial reports on thecemt
national simulation exercis&xercise Cumpston 'Qéound
that the state's planning for pandermfluenza is suitable
and robust.

"NSW did very well in terms of a proactive resporzsel
our actions were well organised," he said. "Ounglaere
supported by up-to-date standard operating prosoeold
good communications between different levels of
government. We also have a well-understood plan fg
screening and isolating potentially infected pessan all
public hospitals and clear communication mechanifons
operational decisions made at the strategic leueihd an
influenza pandemic."

*kkk *Kkkk *

In November 2006 NSW Health alerted people notab e
raw whitebait. This followed the reports of thre@men
treated at two Sydney hospitals with sevgastroenteritis.
The women were diagnosed witholera. All three women
were suffering severe diarrhoea. All women havevered.

The common factor in each of the cases is thathale
women had recently eaten raw whitebait, which wasght
from local fish shops and was initially understdodhave
come from China. Subsequent investigation by th&VWNS
Food Authority has identified that the whitebait sva
imported from Indonesia and sold as 'Nanata'. Thi
whitebait from Indonesia is no longer on the market

Chinese whitebait was tested and found to be free ¢
bacteria which causeholera and not implicated as the
source of the women's illness.

NSW Health says it is a timely reminder to the puhbt to
eat raw whitebait. Thorough cooking of seafood Will
cholera. Symptoms otholerainclude severe diarrhoea and

=
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dehydration. Cholera is contracted from consuming

contaminated food or water. There is little riskpefson-to-
person infection. NSW Health asked public healtfisuto
ask emergency departments, infectious disease rdoatul
laboratories to be alert for other cases. No othses have
been identified.

MEDIA WATCH

WORLD

October 2006

HIV infection rates in pockets of Papua New Guinea’s
remote highlands may be as high as 30%. PNG has the
Asia-Pacific region’s highest adult per cagitd/ infection

rate of 1.8%.

A review published inThe Lancetsuggested there is no
evidence thaflu prophylaxis drugs will work if &ird flu
pandemic takes hold in humans. The review lookedllat
the evidence from trials of the efficacy of fouu ftirugs.
According to the review the drugs had not reducedatity
among the fewllu victims who had taken them. The study
recommends none of the four should be used for the
treatment of ordinary wintdtu. The review warned against
relying on drugs to stamp out a potentiavian flu
pandemic, saying complacency could get in the why o
much more useful public health measures — suclygiste
and isolation — to stop the spread of infection.

* *kkkkkkk *kk*k

Indonesia has the highdsitd flu death toll of any country.
According to the World Health Organization ti¢5N1
avian flu virus has killed 159 people worldwide. Fifty-nine
of the deaths have been in Indonesia.

Scientists in Hong Kong and the US have detectedéva
strain ofH5N1 bird flu virus in China and say it may have
started another wave of outbreaks in poultry intBdtast
Asia. Their findings were published in tiRroceedings of
the National Academy of ScienceShe strain, called
Fujian-like virus because it was first isolated in China’s
southern Fujian province in March 2005, has indregg
been detected since October 2005 in poultry ippsixinces

in China, displacing other H5N1 strains.

*kkkkkkkkhkkkkkkhkhkhkhk

An estimated 39.5 million people are now living twii 1V
according to the United Nations annual report. miBion




people became infected in 2006. There were 2.%amill
deaths due taIDS in 2006. In Eastern Europe and Central
Asia infection rates have risen more than 50% shti=t.

A cancer vaccine which uses the body’'s own immung
system to shrink tumours has been developed bysBrit
scientists. Oxford BioMedica, which developed theigl
hopes it will be a treatment for kidney and bowhaer. If
more trials are successful the drug could be availan
three years.

December 2006

In the UK, Brighton and Sussex University Hospitalsst
has told consultants not to wear ties, watches,vesaor
jewellery because managers claim they could spreg
MRSA. The rules have been introduced to reduce th
highest rate oMRSA infection in England. Managers say
ties are superfluous and that as they are notetkas other
items of clothing they could be a hazard. Even lew are
banned and consultants face disciplinary actiorthéy
repeatedly wear one. Doctors and nurses have be
encouraged to confront colleagues who break théieno-
code.

*%

Also in the UK a deadly new strain RSA caused the
death of two people in December. Six other casesbean
identified. Panton-Valentine Leukocidin-positive (PVL)
MRSA, which is particularly virulent, attacks healthgung
people and can cause symptoms ranging from ming
infections in the skin and soft tissue to a fornpoéumonia
that can kill in 24 hours.

PVL is a toxin that destroys white blood cells, whigk the
key to fighting infectious diseases. It occurs lioat 2% of
strains of the common bacterium knownséaphylococcus
aureus which is termedRSA when it is resistant to the
antibiotic methicillin. Infections caused byVL-MRSA
normally cause skin abscesses or boils and inflaioma
but they can cause more severe invasive infecgoch as
septic arthritis, blood poisoning, flesh necrosisda
pneumonia.
- About 40% of the population carries
staphylococcusn the nose at any time. Usually
harmless, it can be deadly if it gets into the
bloodstream.

MRSA was discovered in Britain in 1961.

One PVL bacterium can multiply into 17 million
within 24 hours.

A survey found that Britain has the fifth-worst
record forMRSA out of 32 countries. Only Malta,
Cyprus, Romania and Portugal have higher level
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of MRSA infection.

QUESTIONS
&
ANSWERS

invites readers to contact us with questions they
want answered. Names and organisations WDT be
included in the newsletter.

Please can you advise me the recommended
time for serological testing after vaccination for

® hepatitis B? | have always tested at 3 months
but have recently heard that it is significantly

less than that.
It is documented in many sources that serological
A testing should occur within 3 months of the last
m vaccination, however in the Australian
Immunisation Handbook "8Edition it recommends that
post-vaccination serological testing occur 4 weaftsr the
third dose of hepatitis B vaccine. This is espégial
recommended for healthcare workers due to thegquiat
exposure to blood and body substances.
Q for Hepatitis B immunoglobulin as post
u . L.
exposure prophylaxis? | have had conflicting
information and also aware that access to this pragtt

may be difficult and restricted?
A Australian Immunisation HandbooK"&dition It

» stipulates that if a healthcare worker has not been
previously vaccinated against hepatitis B theiri-bi8s
level should be determined immediately. If the esqub
healthcare worker is anti-HBs negative, and therceis
either HBsAg positive, or cannot be identified aedted
rapidly, a single dose of HBIG of 400U should be
administered within 72 hours. An authorized physici
such as an Infectious Diseases Physician, willqpifes this
for the healthcare worker. A dose of hepatitis Bciae
should also be administered within 7 days. Two hiert
doses of the vaccine should be given, one and sixtins
after the first dose. However, if previously vaeted and
the response to vaccine is unknown, the anti-HB®lle
should be determined as soon as possible andéfslare
<10lU/mL, HBIG and vaccine should be administeresd a

above.

Q _hospital and it is routine practice for staff who
sustain an occupational exposure to attend to

their baseline blood test as soon as possible afténe

Please can you clarify which staff are eligible

This information is clearly outlined in the

I work in a staff health clinic at a large public




injury. A colleague recently attended a course on
management of exposures and was told there was no
need to have baseline tests done as a matter of argy.
Can you advise meplease?

Occupational exposures should be reportec
A immediately. The baseline test is important,
= however there is often no urgency to have the teg

done immediately. The baseline test measures amssgo
infection or vaccination historgnd provides a profile of
your current infectious status at the time of thigirly. The
baseline blood test tells you nothing about therinjthat
has just occurred and therefore can be done 2-8 aftgr
the injury if it is more convenient. The follow-ugsts at 6
weeks and 3 months will identify if exposure to HIV
hepatitis B and hepatitis C has occurred from tbefied
occupational exposure that has occurred.
Q _soaked our residents’ dentures overnight in
water. Can you advise me whether there is any

requirement to do this for the integrity of the derture or
is it just old habit to assist with cleaning in themorning

before they are popped back in.
A dentures out overnight after they have been
m cleaned. The consequences of sleeping with th
dentures include denture stomatitis or angulariche(they
are both thrush of the mouth with the latter evidas a
constant sore on the corner of the mouth). It & teenot let
dentures dry out as they can shrink and changeeshay
Dentures should be manually cleaned with a toosthrand
soaked in water overnight with an effervescent aent

cleaner.
‘steep’ learning curve. | wanted to know

:l "whether you can recommend a good

microbiology reference text book and also one on
infectious diseases for someone new to the spegjalt

I work in a nursing home and have always

Dentists recommend that patients leave thei

I am new to infection control and on a very

There are many text books out there to assig

 infection control professionaliicrobiology: An
Introduction (9" Edition) by Gerard J. Tortora,
Berdell R. Funke and Christine L. Case is a ‘musteh by
infection control professionals old and new. It kagy been
the recommended text for many nursing, medical an
science undergraduate and post graduate courses

g

includes many diagrams and full colour photographs.

Control of Communicable Diseases Manudly David L.
Heyman can be found on the desks of many infectio
control professionals including myself. This boskai great
reference for the prevention and control of comroabie
diseases. The main strength of the book is thatpacked
with practical public health information, so thatuydon't
have to wade through pages of extraneous cliniaedsf
Both these books can be purchased through goodcaiedi
and university bookshops (such as the Co-Op BogRsho

|

—

nd

-

NSW Health Infectious Diseases webpage

www.health.nsw.gov.au/infect/diseases.h@do has many

fact sheets and control guidelines for infectioisedses.

Q . know if toe-nail clippers can be re-used between
residents and if so what is the preferred method

of cleaning them?.
A items as they are equipment which come into

m contact with intact skin and as such only require
cleaning with a neutral detergent and water. Howeve
thorough cleaning of toe nail clippers may be pravée a
little difficult. Also consider asking yourself “Wid | like
to share my toe-nail clippers with others?” The vears
would probably be a resounding “no”. Perhaps thevould
be better practice that each resident is suppligd their
own individual pair of toe-nail clippers (clearlyanked with
their name on them or placed in a clearly labeledtainer
with other personal care items). Although the rigk
transmission of infection would be low as a resf@isharing
toe-nail clippers, on occasion there may be breakihe
skin or fungal infections that may increase thk.ris
Q care facility and am trying to prepare in-service

[ | . R

education on handwashing for all staff. | spoke
with a colleague who mentioned a product that cané
used with a UV (ultra violet) lamp to demonstrate

effective/ineffective handwashing techniques. Are oy
aware of such a product and if so can you advise nas

to how | am be able to purchase it?
A a lotion that is applied directly to the hands and

m rubbed in until it is no longer visible. The lotion
is actually used to simulate micro-organisms. Theffs
member is then instructed to wash and dry theidband
then the hands are examined under an ultra vidJ&t)
lamp to examine for fluorescence. Failure to aderya
perform hand washing is clearly visualised with tié of
the UV lamp. The lamp highlights remnants of theolo
left on the skin and can indicate either poor hewdhing
technique or highlight a dry skin condition. Thiddction
control tool is a fun and useful teaching aid amd i
particularly good with teaching non-clinical stafffe value
of hand washing. The solution can also demonstate
difficult it is to remove microganisms from jewele such
as rings with stones in them, even after thoroughdh
washing. It demonstrates clearly that jewelry ands and
laminated nails or chipped nail polish have no glacthe
clinical setting. It is also a great clinical assasnt tool that
can be repeated as required to ensure adequatdiaooep
with hand hygiene is achieved.

I work in an aged care facility and want to

Toe-nail clippers are considered non-critical

I am the infection control coordinator at a aged

The product that your colleague has mentioned is

There are a few distributors that import the praduder a
number of different names. Please telephone the NSW
ICRC on (02) 9332 9712 and we will happily put yiou
contact with a distributor.




DENTAL

INFECTION CONTROL
"ASK DR SUSIE”

Dr Susie Dracopolous is a Dentist with an interest
infection control and education. She assists theSW
Infection Control Resource Centre with education to
dental assistants.

Bag, wrap or wipe?

A common question I'm often asked in the Introdoistio
Infection Control for Dental Assistant Courses iben to
bag, wrap or wipe instruments, equipment or sugad@e
answer lies in a few simple rules then it is upydo as to
which way to go.

You may wish to place a barrier such as a bag iokyst
plastic wrap on everything in the surgery. Thisfiise
although it may be a little time consuming and even
expensive compared to wiping surfaces over witkeatnal
detergent, water and a paper towel.

However there may be instances where the surfac
instrument or equipment may not be able to be edan
effectively, so use of a barrier may be requiredr F
example, an intra oral camera is very difficultclean and
certainly cannot withstand disinfection or stedtisn, so
the use of a plastic sleeve is warranted. Oldde stgntal
chairs have operational buttons which have bulkg an
ridged surfaces making them difficult to clean. eTéame
could be said for older style triplex buttons. thb of these
cases a plastic sticky wrap assists in limitingtaorination

of such heavily contaminated surfaces. However ethes
barriers need to be removed, discarded and thewxcasf
wiped over with detergent, water and paper towélveen
patients and new barriers placed for the next patie

Hence if the surface, instrument or equipment yeutiying
to protect can be cleaned easily then a simple dguen is
all that is required. If the instrument or equiprnes
required to be cleaned and sterilised betweenrgatteen it
is unacceptable to place a barrier over it as at shua for

D

cleaning, disinfection or sterilisation procedures.

Always check the manufacture’s instructions as aw fan
instrument/equipment should be cleaned, disinfecad
sterilised. This is usually a good guide when mgkyour
decision to bag, wrap or wipe.

Dr Susie Dracopoulos

VIDEO LIBRARY

The NSW Infection Control Resource Centre (NSW )CRC
has a multimedia library containing videos, DVDg&BD-
ROMSs on topics relating to Infection Control. Thesay be
borrowed free-of-charge for your orientation, education
and inservice sessions.

A catalogue of the library’s contents is availalte assist
you in deciding which items are suitable for yoarget
audience. To borrow items or to obtain a copy eflthrary
catalogue, contact:

NSW Infection Control Resource Centre
Monday to Friday, 8am-5pm
(02) 9332 9712

NEW VIDEOS

Infection Control Orientation(20 minutes)

Over the past few years, the risk of infection meseased
for both patients and hospital staff. As a healtbagorker,
practicing proper infection control proceduresnig of your
most important responsibilities. This most critigabgram
details the sources of infection, transmission Stahdard
Precautions.

Chapters include:

Sources of Infection
Transmission

Standard Precautions

Proper handwashing procedures
Importance of PPE

arwbE

Infection Control for Behavioral Healthcarg20 minutes)
This compelling new video program teaches yourf sheit
the risk of infection transmission in behaviorahhlecare is
real, and should be taken seriously. It includes:

1. The importance of protecting your clients and
yourself from sharps injuries

2. Why PPE can prevent real dangers in the
behavioral healthcare setting

3. Critical steps to protect your staff from dangerous
micro-organisms

4. How to break the chain of infection at your fagilit




Infection Control in Long Term Carg30 minutes)

From the importance of proper hand washing and foo
storage, to the intricacies of biohazard contairmemd
disinfection, this video covers all aspects of atien
control in long term care settings. This concisgning
video takes viewers “on-the-job” for a first harmbk at the
daily situations that demand proper infection cointr
procedures. See the potentially deadly micro-osrasileft
behind after ineffective hand washing. Learn whytydi
laundry can be as disease-ridden as a hypoderneidiee
Understand the importance of early detection ofekat
allergy reactions

PROFILING
INFECTION CONTROL

The many faces of an Infection Control Professional

Infection Control Professionals (ICPs) work in ariedy of
settings and have a range of experiences and eidueat
backgrounds. From the public hospital system toatem
rural settings, from the community to resource poo
countries and from the correctional setting to pisy
practice, the world of the Infection Control Prademal is
very diverse.

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

i
Julie Gallard

Describe your current role.

Nurse Manager of Centre for Hospital Epidemiology a
Staff Services (it's a mouthful, we are known asE3$!) at
the Prince of Wales Hospital (POW), Randwick. #&'s
service that provides infection control, staff viaation and
screening and occupational exposure managemeRCWV
and Sydney Children’s Hospital.

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

I loved infectious diseases nursing during my frajrand
worked there after registering and then appliedtier
infection control job when it became available 884

L

What do you like most about your job?

“Outbreaks”, not that they're a good thing perlsgt, | love
seeing everyone pull together, work out what to e,
innovative and work towards a resolution collabioedy.

What do you dislike about your job?
Waiting for the penny to drop about an infectiomtrol
issue

What are you reading at the moment?

Right at this moment- a 100 + page document on paiwde
flu management to provide comments (!); at homealrang
by Patricia Cornwell. I'm a skim reader so | camessl
books a few times and pick up totally new perspecti

What is your favourite film?
Dead Poet's Society

What is your favourite saying?

| don't really have one - can | say my favouritegat the
moment is an old Hunters and Collectors dheow your
arms around me.

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

That we would be better listeners to each otherstowl
down.

Global Patient Safety Challenge: 2005-2006
Clean Care is Safer Care

Australia has recently signed on for the Global e8af
Challenge 2005-2006 “Clean Care is Safer Care”pm c
programme of the World Alliance for Patient Safethe
Challenge aims to strengthen the commitment of Mamb
States to address health care associated infeclion.
achieve this goal, the initiative brings togethiee hewly
developed WHO Guidelines on Hand Hygiene in Health
Care with ongoing actions on blood safety, injattand
immunization safety, safer clinical practices, aate water,
sanitation and waste management. Systematic effods
being made to raise the profile of this issue ghodal scale
through awareness raising campaigns and generating
commitment through collaboration with governmentsl a
national health authorities. Information on the lizlbSafety
Challenge: 2005-2006 can be obtained at
www.who.int/patientsafety/challenge/clean.carefeték.html

Fkkkhkkkkkkkkkkhkhkk

Australian Commission on
Safety and Quality in Healthcare

On the 1% November 2006 the Australian Health
Ministers’ Conference approved the Australian Cogsioin
on Safety and Quality in Healthcare’'s Five Year WBfan
2006/07 to 2010/11. The Work Plan details how the
Commission will achieve safer, more effective andren




responsive care for consumers. Improving the safdty

hospitals will be an ongoing focus while safety apdlity
improvement in primary health care and the prigaetor is
also part of the Commission’s responsibilities. TWerk

Plan reflects Health Ministers’ requirements fore th
Commission and also builds on the work of the farme

o JOURNAL
The Commission will work in close partnership withy

stakeholder  groups including consumers, health

professionals and specialty groups and will commabei
and advocate safety and quality messages and fzesicp

to stakeholders and the broader public.

The Work Plan’s initial focus is on initiatives tommence The following selected articles appeared in regeatnals
in the first twelve months. Details on the remainiyears and may be of interest to our readers. Copieseftticles
will be revisited at the end of 2006/07 taking agwoof a can be obtained free-of-charge by contacting the NS
review of achievements and lessons learned oveifirdts Infection Control Resource Centre.

year. The full Commission Work Plan is available af

www.safetyandquality.gov.au Australian Infection Control

vol. 11, issue 3, September 2006
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/‘/ 1. Antimicrobial utilization in South Australian
) A& P Hospitals 2002-2004Marwood AC & Dollman CM.
® § '~V“)
Clean hands Sdve Ilves L/ 2. The Burden of Infectious Diseases in Western

Australian Residential Aged Care DFacilities: A
Population-Based Record Linkage Study,

The Clinical Excellence Commissio@lean Hands Save
Calver J et al.

Lives Campaign is now in its final stages. The 12-month
campaign was launched on"2March 2006. TheClean
Hands Save Livesampaign had three key strategies:
alcohol based hand rubs would be placed in easgtess
locations such as near patient beds and nursiriprsta
promotional posters with key hand hygiene messagesd . .
be changed every month; and user-friendly matevialsld Australian Infection Control

be designed to encourage patients to become invdtve vol. 11, issue 4, December 2006
their own healthcare.

3. Establishing a Communication Model of Infection
Control in Country South Australia: A Qualitive
Approach, Dusmohamed H et al.

4. Sporicidal activity of tea tree oil Messager S et al.
A key message of the campaign targeted patients and

consumers of health care, telling them “It's OK dsk” 5. Occupational exposures experienced by medical
health professionals if they have cleaned theidkan students during overseas electiveSmith P et al.

All public hospitals within NSW are part of th€lean American Journal of Infection Contro)

Hands Save Livesampaign and a selection of private vol. 34, no.7, September 2006

facilities have elected to also increase awareédsand

hygiene among their staff, patients and visitors. 6. Risk factors for nosocomial urinary tract-related

bacteremia: A case-control studySaint S et al.
Further information on theClean Hands Save Lives

campaign and details of resources available casbtaned 7. Impact of contact isolation on health care workers
atwww.cec.health.nsw.gov.au/campaigns/cleanhandssasgl at a tertiary care center, Khan FA et al.

8. Nurses and emergency disasters: What is known,
Secor-Turner M & O'Boyle C.

EMAIL REMINDER!

If you receive your copy of via 9. Comparison of bacterial counts in glove juice of
. . . surgeons wearing smooth band rings versus those

email, Qleaserem_ember to inform us if yo without rings, Waterman TR et al.

change your email address!




10.

11.

12.

13.

14.

15.

16.

17.

Infection control in German nursing homesWendt C
et al.

The establishment of a statewide surveillance
program for hospital-acquired infections in large
Victorian public hospitals: A report from the

VICNISS Coordinating Centre, Russo PL et al.

Errors committed by nursing technicians and
assistants in administering antibiotics,Hoefel HHK
& Lautert L.

Pseudooutbreak of Pantoea species bacteremia
associated with contaminated cotton pledgets,
Koo HS et al.

Risk factors for vancomycin-resistantEnterococcus
faecalis bacteremia in hospitalized patients: An
analysis of two case-control studiefrurtado GHC et
al.

Social marketing: A behavior change technology for
infection control, Mah MW et al.

Multihospital surveillance of nosocomial methicillin-

resistant Staphylococcus aureys vancomycin-

resistant enterococcus, andClostridium difficile:

Analysis of a 4-year data-sharing project, 1999-
2002,Burger T et al.

Compliance with hepatitis B virus vaccine: A matter
of force?, Trevisan A et al.

American Journal of Infection Contro]
vol. 34, no.8, October 2006

18.

19.

20.

21.

22.

Effectiveness of preemptive barrier precautions in
controlling nosocomial colonization and infection i
methicillin-resistant Staphylococcus aureusin a
burn unit, Safdar N et al.

Effectiveness of barrier precautions and surveillane
cultures to control transmission of multidrug-
resistant organisms: A systematic review of the
literature, Aboelela SW et al.

Knowledge, attitudes, and practices regarding
antibiotic use among Latinos in the United States:
Review and recommendations, Céspedes A &
Larson E.

Translating evidence into practice to prevent cental

venous catheter-associated bloodstream infections:

A systems-based interventionYoung EM et al.

Translating infection prevention evidence into
practice using quantitative and qualitative researh,
Krein SL et al.

23.

24.

25.

26.

27.

28.

20.

An evaluation of patient area cleaning in 3 hospita
using a novel targeting methodology Carling PC et
al.

Influence of amoebae and physical and chemical
characteristics of water on presence and
proliferation of Legionella species in hospital water
systemsLasheras A et al.

Significant pathogens isolated from surgical site
infections at a community hospital in the Midwest,
Cantlon CA et al.

Attitudes, beliefs, and infection control practicesof
Iranian dentists associated with HIV-positive
patients, Askarian M et al.

Colonization and infection with vancomycin-
resistant enterococcus among patients with cancer,
Matar MJ et al.

Measurement and feedback of infection control
process measures in the intensive care unit: Impact
on compliance,Berhe M et al.

Capnocytophaga canimorsusieningitis after routine
myelography: A sentinel event identifies multiple
opportunities for improvement of standard practices
in radiology, Risi Jr. GF & Spangler CA.

American Journal of Infection Controj
vol. 34, no.9, November 2006

30.

31.

32.

33.

34.

35.

36.

Measurement of infection control department
performance: State of the sciencd{aas JP.

Outbreak of pertussis in a neonatal intensive care
unit--Louisiana, 2004,Vranken P et al.

Impact of StatLock securing device on symptomatic
catheter-related urinary tract infection: A
prospective, randomized, multicenter clinical trial
Darouiche RO et al.

Automated washing with the Reliance Endoscope
Processing System and its equivalence to optimal
manual cleaning,Alfa MJ et al.

A new peroxide-based flexible endoscope-
compatible high-level disinfectant,Omidbakhsh N et
al.

Implementing an animated geographic information
system to investigate factors associated with
nosocomial infections: A novel approachKho A et
al.

Measles, rubella, mumps, and  varicella
seroprevalence among health care workers in




37.

38.

39.

40.

41.

42.

43.

Turkey: Is prevaccination screening cost-effective?
Celikbas A et al.

Evaluation of immunity against rubella in Iranian
after mass campaign for measles-rubella vaccination
on December 2003Hamkar R et al.

Knowledge, attitude, and practice toward contact
isolation precautions among medical students in
Shiraz,Iran, Askarian M et al.

Cost benefits of targeting the Pneumococcal
Vaccination Program to the elderly population in
Taiwan, Chen YH et al.

Hepatitis B virus among schoolchildren in an
endemic area in Egypt over a decade: Impact of
hepatitis B vaccine El Sherbini A et al.

Where should one search when confronted with
outbreaks of nosocomial infection?Gastmeier P et al.

Poor hospital infection control practice in hand
hygiene, glove utilization, and usage of tourniqust
Sacar S et al.

Needlestick injury and accidental exposure to bload

The need for improving the hepatitis B vaccination

grade among health care workers outside the
hospital, Vos D et al.

Infection Control and Hospital Epidemiology
vol. 27, no.9, September 2006

44,

45,

46.

47.

48.

49.

Imipenem  Resistance  Among Pseudomonas
aeruginosalsolates: Risk Factors for Infection and
Impact of Resistance on Clinical and Economic
Outcomes,Ebbing Lautenbach et al.

Risk Factors for Recovery of Imipenem- or
Ceftazidime-Resistant Pseudomonas aeruginosa
Among Patients Admitted to a Teaching Hospital in
Brazil, Carlos Magno et al.

Nosocomial Infection With Cephalosporin-Resistant
Klebsiella pneumoniaels Not Associated With
Increased Mortality, Cristiana C. Gomes et al.

Descriptive Epidemiology and Case-Control Study
of Patients Colonized With Vancomycin-Resistant
Enterococcus and Methicillin-Resistant
Staphylococcus aurey8ryndis Sigurdardottir et al.

Antibiotic Resistance in Long-Term Acute Care
Hospitals: The Perfect Storm,Carolyn V. Gould et al.

First Year of Mandatory Reporting of Healthcare-
Associated Infections, Pennsylvania: An Infection
Control-Chart Abstractor Collaboration,
Kathleen G. Julian et al.

50.
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52.
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54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

Compliance With Antiseptic Hand Rub Use in
Intensive Care Units: The Hawthorne Effect,
Tim Eckmanns et al.

Reproducibility and Workability of the European

Test Standard EN 12791 Regarding the
Effectiveness of Surgical Hand Antiseptics: A
Randomized, Multicenter Trial, Manfred Rotter et al.

Blood Pressure Cuff as a Potential Vector of
Pathogenic Microorganisms: A Prospective Study in
a Teaching Hospital,C. de Gialluly et al.

Efficiency of Human Immunodeficiency Virus
Transmission Through Injections and Other
Medical Procedures: Evidence, Estimates, and

Unfinished BusinessPavid Gisselquist et al.

Exogenous Sources oPseudomonas aeruginosan
Intensive Care Unit Patients: Implementation of
Infection Control Measures and Follow-Up With
Molecular Typing, Christiane Petignat et al.

Analysis of Risk Factors for Sternal Surgical Site
Infection: Emphasizing the Appropriate Ventilation
of the Operating Theaters,Serap Simsek Yavuz et al.

Improved Clinical Outcome of Patients With
Candida Bloodstream Infections Through Direct
Consultation by Infectious Diseases Physicians in a
Japanese University Hospital Shunji Takakura et al.

Retrospective  Analysis of  Catheter-Related
Infections in a Hemodialysis Unit, Linda A. Colville
and Andy H. Lee.

Survival of Cephalosporin-Resistant
Enterobacteriaceae on FingersAnuradha Gunale et
al.

Hand Hygiene Among Laboratory Workers,
Emine Alp et al.

Interinstitutional and Intrainstitutional
Transmission of a Strain ofAcinetobacter baumannii
Detected by Molecular Analysis: Comparison of
Pulsed-Field Gel Electrophoresis and Repetitive
Sequence-Based Polymerase Chain Reaction,
S. Saeed et al.

Outbreak of Colonization and Infection With
Vancomycin-Resistant Enterococcus faeciumin a
French University Hospital, Olivier Lesens et al.

Outbreak of Postoperative Shoulder Arthritis Due
to  Propionibacterium  acnes Infection in
Nondebilitated Patients,Philippe Berthelot et al.

First Outbreak of Colonization and Infection With
Vancomycin-Resistant Enterococcus faeciumin a




Tertiary Care Hospital in
Maciej Piotr Chlebicki et al.

Singapore,

Infection Control and Hospital Epidemiology
vol. 27, no.10, October 2006
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Active  Surveillance for  Methicillin-Resistant
Staphylococcus aureus (MRSA) Decreases the
Incidence of MRSA BacteremiaPnina Shitrit et al.

Active Screening in High-Risk Units Is an Effective
and Cost-Avoidant Method to Reduce the Rate of
Methicillin-Resistant Staphylococcus aureus
Infection in the Hospital, Megan Clancy et al.

Impact of Alcohol-Based, Waterless Hand
Antiseptic on the Incidence of Infection and
Colonization With Methicillin-Resistant
Staphylococcus aureusand Vancomycin-Resistant
Enterococci,Kwan Kew Lai et al.

Characteristics of Patients With Healthcare-
Associated Infection Due to SC@&ec Type IV

Methicillin-Resistant Staphylococcus aureys
Susan L. Davis et al.
Epidemiology of Methicillin-Resistant

Staphylococcus aureugColonization in a Surgical
Intensive Care Unit,David K. Warren et al.

Molecular Characterization of Methicillin-Resistant
Staphylococcus aureuBisseminated in a Home Care
System,R. Rozenbaum et al.

Community-Associated Strains of Methicillin-

Resistant Staphylococccus aureuss the Cause of
Healthcare-Associated Infection,Blanca E. Gonzalez
et al.

Emergence of Community-Associated Methicillin-
Resistant Staphylococcus aureudnfection Among

Patients With End-Stage = Renal Disease,
Leonard B. Johnson et al.

Carriage of Multiple Subtypes of Methicillin-
Resistant Staphylococcus aureudy Intensive Care
Unit Patients, Megan S. C. Lim et al.

Surveillance for Vancomycin-Resistant Enterococci:
Type, Rates, Costs, and Implications,
Brooke N. Shadel et al.

Molecular  Characterization of Vancomycin-
Resistant  Enterococci from  Clinical and
Surveillance Specimens]i Young Huh et al.

Role of Horizontal Transfer of the Transposon
Tn1546 in the Nosocomial Spread of vanA
Vancomycin-Resistant Enterococci at a Tertiary
Care Hospital in Korea, Soo Jin Yoo et al.
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Antimicrobial Use Control Measures to Prevent and
Control Antimicrobial Resistance in US Hospitals,
Alan J. Zillich et al.

Use of Germicides in the Home and the Healthcare
Setting: Is There a Relationship Between Germicide
Use and Antibiotic Resistance®avid J. Weber
&William A. Rutala.

Use of Gaseous Ozone for Eradication of
Methicillin-Resistant Staphylococcus aureuscrom
the Home Environment of a Colonized Hospital
Employee,Hero E. L. de Boer et al.

How Often Do Asymptomatic Healthcare Workers
Cause Methicillin-Resistant Staphylococcus aureus
Outbreaks? A Systematic Evaluation, Ralf-

Peter Vonberg et al.

Association Between Hand Hygiene Compliance and
Methicillin-Resistant Staphylococcus aureus
Prevalence in a French Rehabilitation Hospital,
Emmanuelle Girou et al.

The Decrease in Healthcare-Associated Methicillin-
Resistant Staphylococcus aureusinfections and
Savings From Glycopeptide UseDiler Cdikun &
Jale Aytag.

Epidemiology of Community-Acquired Methicillin-
Resistant Staphylococcus aureusSkin Infections
Among Healthcare Workers in an Outpatient
Clinic, Cecilia P. Johnston et al.

Incidence and Epidemiology of Methicillin-Resistant
Staphylococcus aureumnfection in a Saudi Arabian
Hospital, 1999-2003Jaffar A. Al-Tawfiq.

Infection Control and Hospital Epidemiology
vol. 27, no.11, November 2006
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Nationwide Outbreak of Red Eye Syndrome
Associated With Transfusion of Leukocyte-Reduced
Red Blood Cell Units,Juan Alonso-Echanove et al.

Outbreak of Serratia marcescensColonization and

Infection Traced to a Healthcare Worker With
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Vries et al.

Transmission of Group A Streptococcud.imited to
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Outbreak of Chlamydia pneumoniaelnfection in a

Japanese Nursing Home, 1999-2000,
Kazutoshi Nakashima et al.
Seroprevalence Survey of Varicella, Measles,

Rubella, and Hepatitis A and B Viruses in a
Multinational Healthcare Workforce in Saudi
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Experimental Evaluation of an Automated
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Management of an Outbreak of Clostridium
difficile—Associated Disease Among Geriatric
Patients «S. Cherifi et al.

Duration of Methicillin-Resistant Staphylococcus
aureus Carriage, According to Risk Factors for
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Community-Acquired Infection With Healthcare-
Associated  Methicillin-Resistant  Staphylococcus
aureus: The Role of Home Nursing Care Francois-
Xavier Lescure et al.
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Predictors of 7-Day Mortality and Infection With a
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Programmatic Factors Related to Smallpox Vaccine
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Infection Control Quiz

Space constraints in this issue have preventeahalading
another infection control quiz. However this populsature
will return in future issues. In the meantime hare the
answers to the questions that appeared in the @ctab06
issue ofin.Control

1. Which of the following is not part of acceptable fist aid
after an occupational blood exposure?

A. Washing puncture wounds with soap and water
B. Flushing mucous membranes with water
C. Using antiseptics where indicated

D. Applying bleach over the wound

2.  Sterilization implies

A. Absence of all living forms

B. Inhibition of bacterial growth
C. Removal of pathogenic bacteria only
D. Removal of pathogenic bacteria, viruses and fungi

3. The highest numbers ofStreptococcus salivariuare found in
the oral cavity in which areas?

A. Saliva and teeth
B. Tongue and saliva
C. Teeth and buccal mucosa

D. Gingival crevice (sulcus) and tongue

4.  The proper order for REMOVING personal protective
equipment (PPE) is

A. Mask, eyewear, gloves then gown
B. Gown, gloves, mask then eyewear
C. Gloves, gown, eyewear then mask
D. Eyewear, mask, gown then gloves

E. Gloves, eyewear, gown then mask

It is important to remember to clean your hands afteemoving the
gloves and before taking off eyewear, and then agai the completion.

5. If you MUST recap needles in the dental setting, teafely do
S0 you must use

A. The “one-handed scoop” technique
B. A recapping device

C. Both A and B are acceptable

6. If you have a sharps injury and the site is not bleding, you
should squeeze it until it bleeds

A. True

B. False

INFECTION CONTROL FOR CLEANERS OF
HEALTH CARE FACILITIES
28 March (morning), 2007

This half-day morning workshop is for cleaners of
health care facilities. It provides an overview of
current infection control procedures related to
cleaning.

TOPICS
Standard Precautions; Preventing the Transmisgion o
Blood-Borne Infections (in particular Hepatitis B@&:
and HIV); Waste Management; and Cleaning Blood
Spills
All information is delivered at a basic and easy to
understand level

VENUE
The Albion Street Centre
150 Albion Street, SURRY HILLS NSW 2010

COURSE DETAILS:

$77 (including GST)
Tel: (02) 9332 9720 Fax: (02) 9360 4387
E-mail: albeducation@sesahs.nsw.gov.au




INTRODUCTION TO
INFECTION CONTROL
FOR DENTAL ASSISTANTS
20 February, 2007
23 May, 2007

This one-day workshop is designed for dental amstist It
provides an overview of current infection controdbgedures.

TOPICS COVERED
The Principles of Infection Control
Introductory Microbiology and Immunology
Processing Instruments and Equipment
Staff Health
Management of Sharps Injuries

VENUE
The Albion Street Centre
150 Albion Street
SURRY HILLS NSW 2010

COURSE DETAILS:
$137.50 (including GST)
Tel: (02) 9332 9720 Fax: (02) 9360 4387
E-mail: albeducation@sesahs.nsw.gov.au

*%

MANAGEMENT OF NEEDLESTICK INJURIES & OTHER
EXPOSURES TO
BLOOD BORNE PATHOGENS
16 — 17 April, 2007

This two-day workshop provides an overview of thenagement
of needle-stick injuries and other exposures todland body
substances that could potentially contain bloodibgrathogens

such as hepatitis B, hepatitis C and HIV

TOPICS COVERED
Risk assessment, protocols for post exposure merage
prophylaxis, testing, documentation, counselingekgosed
person and policy development.

The seminar is aimed at nurses, doctors, socigtevsy
psychologists and managers who provide adviceatitheare
workers after a needle-stick injury (or other expe$ and/or those
developing policy.

VENUE
The Albion Street Centre
150 Albion Street, SURRY HILLS NSW 2010

COURSE DETAILS:

$220 (including GST)
Tel: (02) 9332 9720 Fax: (02) 9360 4387
E-mail: albeducation@sesahs.nsw.gov.au

INTRODUCTION TO
INFECTION CONTROL NURSING
1 March, 2007
5 June, 2007

This one-day course is designed for nurses whoeganing
practitioners in the field of Infection Control, who are required
to take some Infection Control responsibilitieshe course of

their work.

TOPICS COVERED
The Principles of Infection Control
The Role of the Infection Control Nurse
Staff Health
Waste Management
Policy and Programs
Networking and Resources

VENUE
The Albion Street Centre
150 Albion Street
SURRY HILLS NSW 2010

COURSE DETAILS:
$137.50 (including GST)
Tel: (02) 9332 9720 Fax: (02) 9360 4387
E-mail: albeducation@sesahs.nsw.gov.au

*%

HIV and HEPATITIS C
PRE and POST TEST COUNSELLING
12 - 15 March, 2007

This four-day workshop is designed specifically ¢ounselors and
health care professionals who will be providing anel post HIV
test counselling. This is a highly interactive liskbased workshop
focusing on the immediate emotional and psychosoesponses
to HIV testing. Other issues to be addressed ndlude
occupational exposures and suicide risk assessment.
The workshop includes case discussions and

micro skills practice in small groups.

PREREQUISTE:
Basic counseling skills and an introduction to HNDS course or
equivalent knowledge level.
Conditionally registered psychologists: this couhses been
assessed as suitable for workshop supervision Houtse
NSW Psychologists’ Registration Board

VENUE
The Albion Street Centre
150 Albion Street, SURRY HILLS NSW 2010

COURSE DETAILS:
$385 (including GST)
Tel: (02) 9332 9720 Fax: (02) 9360 4387

E-mail/: albeducation@sesahs.nsw.gov.au




GRADUATE CERTIFICATE IN HIV/AIDS

UNIVERSITY OF WOLLONGONG
THE ALBION STREET CENTRE

CENTRE FOR THE ADVANCEMENT OF INTERNATIONAL HEALTH

The University of Wollongong's Faculty of HealthdaBehavioural Sciences and the Albion Street Cdsntoé#fering students a
new course leading to the formal qualification @BADUATE CERTIFICATE IN HIV/AIDS.

This course will be of particular interest and ato people who are working or have worked in taklfof HIV/AIDS and who

would like to gain a formal qualification from aruétralian university or to those who have somergrigolvement in health
activities and would like to expand their experiennto the HIV/AIDS field. Those seeking to workesseas in the field of
HIV/AIDS will find this course well tailored to tlieneeds.

The Graduate Certificate in HIV/AIDS provides students with a broad overview of the reatd infectious diseases (HIV/AIDS
and hepatitis C); an understanding of reprodudtivalth care with an emphasis on developing coungiel skills related to the
practical management of people affected by andiang with HIV/AIDS. It will also develop skills inorganisational
management and reflective practice.

The course is taught both on the campus of the dygity of Wollongong and at the Albion Street Cenitmn Sydney. Some
modules can be completed as part of the Univessifiistance education programme. T@duate Certificate in HIV/AIDS
programme may be completed over the course ofreithe or two semesters (six or twelve months) andvailable in each
semester (February and July).

ENROLMENT DETAILS
On-line enrolment details may be found at:

www.uow.edu.au/prospective/downloads/app-formsigglieation.pdf

FURTHER CONTACT DETAILS

Enquiries about this Course, including enquiriestatpossible contractual delivery of the progranimeffshore students should
be addressed in the first instance to

Jeffrey Sheather

Education Manager

Albion Street Centre

150 Albion St

Surry Hills NSW 2010 Australia

Tel: 61 (0)2 9332 9721

Fax: 61 (0)2 9360 4387

Email: jeffrey.sheather@sesiahs.health.nsw.gov.au




