
principles of Standard 
Precautions Staff need to   
understand the importance of 
hand washing and hand 
hygiene as the single most 
important procedure for 
p reven t ing  hea l thca re 
a s s o c i a t e d  i n f e c t i on s 
including washing their 
hands and performing hand 
hygiene correctly, thoroughly 
and at the appropriate times. 
Staff need to be engaged  in 
the safe handling, usage and 
disposal of sharps. All 
appropriate staff members 
need to encouraged to be 
fully vaccinated against 
v a c c i n e - p r e v e n t a b l e 
diseases and receive the 
annual seasonal flu vaccine. 
If they address these areas, 
they will have achieved the 
basic objectives of a 
successful infection control 
program in their facility. 
 

Philip Melling 
 

Editor 
********************  

 
 
 
Disclaimer 
Unless stated otherwise, 
opinions expressed in this 
newsletter by contributors or 
advertisers should not be seen 
as endorsement by the Infection 
Prevention and Control Unit. 

It is an old, clichéd 
expression that the more 
things change, the more 
things stay the same. This 
never seems to be truer than 
in the area of infection 
control when you can often 
feel like you are caught in a 
perpetual groundhog day. 
 
Ever since the NSW 
Infection Control Resource 
Centre (now renamed the 
Infection Prevention & 
C o n t r o l  U n i t )  w a s 
established in 1995, it has 
collected and filed articles 
relating to infection control 
issues or topics that have 
appeared in the general 
media. Looking back through 
these files there is a 
monotonous regularity about 
the articles. Each year there 
are reports of seasonal 
outbreaks of diseases such 
as meningococcal, influenza, 
norovirus and whooping 
cough, usually accompanied 
by photographs of sad-eyed 
children wearing oxygen 
tubing; reports about the 
over use of antibiotics with 
predictions of doom and 
gloom in ten to fifteen years 
time if all our antibiotics 
become redundant; the 
screaming, irresponsible 
tabloid headlines of “AIDS 
Fear” whenever an ironman, 
surfer or child stands on a 
discarded needle and 
syringe ( despite the fact that 
no-one has ever contracted 
HIV from a discarded needle 
in the community, and the 

press totally ignore the 
biggest concern from 
needle covered in dirt — 
tetanus); to the raised 
hopes of an HIV vaccine 
around the corner, which 
are then usually dashed a 
few months later. 
 
But the most dismaying 
recurring articles are the 
reports about health care 
workers once again failing 
to wash their hands or 
perform hand hygiene; the 
consistent rate of 
needlestick injuries, despite 
the availability of needle-
less systems, safety 
equipment and constant 
education about the safe 
handling, usage and 
disposal of sharps; and the 
lack of motivation for health 
care workers to get 
themselves fully protected 
against vaccine preventable 
diseases. 
 
The Infection Prevention & 
Control Unit frequently 
receives calls from people 
who are new to the 
specialty of infection 
control. In many cases 
infection control is just one 
of the many duties the caller 
has to perform and all too 
f requent l y t he y are 
allocated an insufficient 
number of hours to do 
justice to the position. Our 
advice is start by trying to 
educate and motivate their 
staff in four key areas. Staff 
need to understand the 
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WINTER IS HERE 
—and so is seasonal gastroenteritis 

 
The winter months often bring outbreaks of seasonal 
gastroenteritis. To assist your facility in the event of an 
outbreak, ensure you have a copy of the Gastro Pack . 
 
The Gastro Pack consists of: 
Section 1: Recognising and managing an outbreak of 
gastroenteritis on your ward 
Section 2: Fact sheets: Norovirus—infection control 
implications for hospitals and Viral gastroenteritis 
Section 3: Specimen collection 
Section 4: Signs: Attention visitors and Attention staff 
Section 5: Line Listing for gastroenteritis in an institution 
�
The Gastro Pack can be downloaded from 
www.health.nsw.gov.au/resources/publichealth/infectious/
diseases/pdf/gastro_pack.pdf 
 

Hard-copies can be obtained by contacting the 
Infection Prevention and Control Unit  

9332 9712 
albicr@sesiahs.health.nsw.gov.au 

 
 

The Australian 
Immunisation Handbook 

9th Edition   
�
The revised NHMRC Australian Immunisation 
Handbook 9th Edition was launched by the Honourable 
Nicola Roxon, Minister for Health and Ageing, on 8 April 
2008. The Handbook is now available on the 
Department of Health & Ageing website: http://
www.immunise.health.gov.au/internet/immunise/
publishing.nsf/Content/Handbook-home An enhanced, 
interactive website for the The Australian Immunisation 
Handbook 9th Edition 2008 is currently being 
developed. 
 
The new Handbook includes five changes to the 
Immunisation Schedule, updated disease chapters and 
updated travel vaccine information.  
 
Changes introduced in the 9th edition 
All chapters have been updated and revised where 
necessary. The 9th edition introduces new vaccines, 
changes to the schedules, changes to 
recommendations and procedures regarding the 
administration of vaccines, and changes to the 
presentation of the Handbook.  
 
The term Australian Standard Vaccination Schedule 
(ASVS) is no longer used in the Handbook.  
 
The National Immunisation Program (NIP) is used 
throughout the Handbook and refers to funded vaccines 
as they appear on the NIP schedule. The NIP schedule 
may change over time and is available via the Immunise 
Australia website www.immunise.health.gov.au 
 
New chapters and chapters which no longer appear 
in the Handbook 
· Three new chapters have been included in the 
Handbook—3.7 Human papillomavirus, 3.18 Rotavirus 
and 3.26 Zoster. 
· There are 4 new appendices in the Handbook. These 
are ‘Handbook development’ (Appendix 2); a list of 
vaccines which are registered in Australia but either not 
currently available or no longer available in Australia 
(Appendix 3); a list of major components in the vaccines 
in the National Immunisation Program (Appendix 4); and 
a table that is a summary of procedures for a 
vaccination encounter (Appendix 10). 
· Two chapters have been deleted: anthrax and plague. 
For information on anthrax, please go to the Australian 
Government website www.health.gov.au and use the 
index option to select the anthrax fact sheet. 
· Three chapters previously in the 8th edition, botulism, 
cytomegalovirus and respiratory syncytial virus, have 
been incorporated into the immunoglobulin chapter (3.8 
Immunoglobulin preparations). 
 
The Australian Immunisation Handbook 9th Edition is an 
essential tool and source of information for both 
immunisation providers and infection control 
professionals. 
�
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  Do You Know Where Your Stethoscope Has Been?  
By Jennifer Giroux, RN   

Jennifer Giroux, RN, has more than 20 years of experience in nursing. With a background in mother/infant care, 
infectious disease and pre-surgical nursing and a mother of nine children, Giroux’s firsthand experience on the front 
lines of professional and family healthcare led her to obtain the U.S. patent for StethoClean in 2003. Working with 
Microtek Medical, a global leader in barrier infection control solutions for the healthcare environment, the product 
was launched in late 2007. She is currently a member of the same-day surgery/ pre-surgical department at 
Bethesda North Hospital of the TriHealth Hospital System in Cincinnati. 
 
The following article first appeared in Infection Control Today and is reprinted here with permission. 

Until recently, the stethoscope has been 
overlooked largely because it is seen 
universally as a healing instrument. 
Therefore, patients and healthcare 
workers don’t think about it as a 
transmitter of bloodborne pathogens or as 
a vector of infection. It is only through 
heightened awareness of the dangers 
related to HAIs and scares related to 
methicillin-resistant Staphylococcus 
aureus (MRSA) that many are beginning 
to recognize the importance of prevention 
through barrier protection for each 
patient. 
 
So, where was that stethoscope before it 
touched your patient? Consider these 
scenarios: 
How many times have you been listening 
for bowel sounds near a seeping 
colostomy or close to the pubic hair line 
before being called over to help with a 
patient where you need to listen to their 
heart or lungs near an open surgical 
wound?  
Have you ever touched a patient’s skin 
that has an unexplained rash and then 
gotten so busy that you move onto the 
next patient and then the next without any 
time to clean the stethoscope?  
 
How much sense does it make to 
separate sick children from healthy 
children in paediatric waiting rooms, yet 
the healthy and sick alike are touched 
with the same dirty stethoscope? One 
emergency room doctor revealed to me 
that he used the same stethoscope for 20 
years and never cleaned it once during 
that time.  
 
Further, as healthcare professionals, we 
have become desensitized to where that 
stethoscope has been. How many of you 
wear your stethoscope around your neck 
to the cafeteria? Sneeze and cough over 
it all day long? Toss it into your purse or 
pocket? We do ourselves a disservice by 
not protecting the most commonly used 
— and most personal — medical device 
that we come into contact with every day. 
It is not just the flat surface of the bell that 
can cause problems, when swabbed 
there is colonization growth found 
growing on the neck of the stethoscope 
as well. 
 
The examples are endless, yet the 

solutions never seemed to address the 
problem. Leaving one stethoscope in 
every hospital room is grossly 
inadequate. This gives the healthcare 
worker a false sense of security that 
there is no reason to clean the 
stethoscope, not to mention that there 
is now documentation that there are 
superbugs like MRSA and others being 
found on the bed rails and tabletops 
inside patients’ rooms. At children’s 
hospitals, kids tend to play with 
stethoscopes and put them in their 
mouths. There is also the problem with 
cross contamination of ear infections 
between healthcare workers. This 
problem occurs with disposable 
stethoscopes as well and these, of 
course, also present auscultation 
issues. 
 
A stethoscope cover is the only solution 
in the healthcare setting that stays with 
the healthcare worker throughout the 
day and provides a barrier protection 
for each new patient when you enter 
the room. It is best described as a glove 
for the stethoscope. To use the 
protection system, you clip a small 
dispenser directly onto the neck of the 
stethoscope. Twenty disposable 
sleeves are found inside, which are 
used one at a time, each for a different 
patient. 
 
Let’s face it, as healthcare providers we 
have to deal with changes every week. 
It isn’t easy. However, based on the 
initial response that the stethoscope 
cover is receiving, I feel this is the new 
weapon in the war against the 
superbugs. If necessity is the mother of 
invention, prevention and a stethoscope 
cover may be the HAI’s worst enemy. 
I’ve seen many patients stay in the 
hospital longer because of an unknown 
infection. I’ve also sat with families as 
they mourn the loss of a loved one who 
never should have died from an 
infection that cannot be explained to 
them. While we cannot solve every 
infection problem inside our hospitals in 
one clean sweep, I believe that 
StethoClean can put into place one 
more layer of protection for both the 
patient and the healthcare worker that 
is profoundly absent in infection control 
today. 

“It’s too time-consuming.” “It gets in 
the way of patient care.” “Who’s going 
to pay for it?” “Oh no, not another 
change!” 
 
These were all of the protests issued 
when gloves were implemented as a 
critical part of patient universal care for 
infection control. However, when it comes 
to patient safety and infection control, 
barrier protection trumps relying on 
handwashing compliance every time. 
Ultimately, implementation is more 
reliable in protecting both the patient and 
the healthcare worker from vectors of 
infection and helps drive down the cost of 
hospital-acquired infections (HAIs). 
 
For 24 years as a nurse, I have been 
privileged to work with some of the best 
doctors, nurses and healthcare workers 
around. Let’s face it, the very nature of 
this profession draws the helpful and 
giving hearts who want to make the world 
a better place. But one thing I consistently 
observe is that in our fervour to serve our 
patients and quickly attend to their needs, 
we rarely have the time to stop and clean 
our stethoscopes with alcohol in between 
patients. This is not an insult to my co-
workers; it is the reality and perhaps, the 
best kept secret of our profession. 
 
It is also why I had to create a real-life 
solution to protect both the patient and 
healthcare worker everyday from the 
harms of the dirty stethoscope. As a 
mother of nine, I also had thoughts of 
protecting my own children. 
 
Over the years, I have watched 
stethoscopes go from patient to patient all 
day long and then from day to day without 
ever being cleaned. According to reports 
that frequently name the stethoscope as a 
leading vector of infection, the problem is 
nationwide. For example, Bottom Line 
Health (Spring 2005) reported that out of 
150 physician stethoscopes tested, 133 
were found to harbor staph bacteria. This 
makes it clear that cleaning with alcohol, 
while effective, is not being done. And as 
recently as September 2007, Consumer 
Reports on Health recognized the 
stethoscope as a threat, recommending 
patients ask their doctors to wash their 
hands and clean their stethoscopes 
before an examination. 
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NSW DEPARTMENT OF HEALTH: 

POLICY DIRECTIVES & GUIDELINES 
(and other related documents) 

 

 
The following are the Policy Directives and Guideli nes from May 2007 relating to  

Infection Control issues that have been released by  the NSW Department of Health 
 
PD2007_036 INFECTION CONTROL POLICY 
  (Replaces Infection Control Policy PD2005_247) 
 
PD2007_040 OPEN DISCLOSURE 
 
PD2007_043 RESEARCH – AUTHORISATION OF PROPOSALS TO CONDUCT RESEARCH ON HUMANS WITHIN NSW PUBLIC HEALTH 

SYSTEM 
 
PD2007_044 RESEARCH – MODEL FOR SINGLE ETHICAL AND SCIENTIFIC REVIEW OF MULTI_CENTRE RESEARCH 
 
PD2007_047 FOODBORNE LISTERIOSIS – CONTROL IN HEALTH CARE INSTITUTIONS 
  (Replaces Foodborne Listeriosis – Control in Health Care Institutions PD2006_065) 
 
PD2007_048 HOSPITAL RESPONSE TO PANDEMIC INFLUENZA PART 1: EMERGENCY DEPARTMENT RESPONSE 
 
PD2007_052 SHARPS INJURIES—PREVENTION IN THE PUBLIC HEALTH SYSTEM 
 
SI:001/07 SAFETY INFORMATION: ALCOHOL BASED HAND CLEANSERS AND FIRE / ALCOHOL BASED SKIN PREPARATIONS AND 

FIRE IN THE OPERATING THEATRE 
 
GL2007_016 HUMAN RESEARCH ETHICS COMMITTEES – STANDARDISED PATIENT INFORMATION SHEETS (PIS) 
 
IB2007_039 HEALTH QUALITY REPORTING SYSTEM – SCCB CONTRACT EXEMPTIONS – VENDOR PERFORMANCE & RISK  
 MANAGEMENT 
 
PD2007_075 LOOKBACK POLICY 
  (replaces Lookback PD2006-070) 
 
PD2007_084 INFECTION CONTROL POLICY: PREVENTION & MANAGEMENT OF MULTI_RESISTANT ORGANISMS (MRO) 
 
PD2007_093 HEPATITIS C STRATEGY 2007-2009 
 
PD2008_004 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) 
 
PD2008_016 TUBERCULIN SKIN TESTING 

(replaces Tuberculin Skin Testing PD2005_580) 
 
PD2008_017 TUBERCULOSIS CONTACT TRACING 
  (replaces Tuberculosis Contact Tracing PD2005_581) 
 
PD2008_018 TUBERCULOSIS RELATED SERVICES – CHARGING 
  (replaces Tuberculosis Related Services – Charging for PD2005_579) 
 
PD2008_019 TUBERCULOSIS – PRINCIPLES FOR MANAGEMENT OF PEOPLE WITH TUBERCULOSIS IN NSW 

(replaces Tuberculosis – Management of Person PD2005_141) 
 
GL2008_007 TUBERCULOSIS – MINIMISING THE RISK OF TUBERCULOSIS IN PATIENTS STATING ANTI TNF INHIBITORS 
 
PD2008_021 OCCUPATIONAL EXPOSURES TO BLOOD_BORNE PATHOGENS: NSW HEALTH NOTIFICATION REQUIREMENTS TO 

WORKCOVER 
 (replaces Workcover NSW Reporting Requirements: Occupational Exposures to Blood-Borne Pathogens PD2005_354) 
 
 

 
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  
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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  
 
PD2008_016 Tuberculin Skin Testing  
The Tuberculin Skin Testing (TST) Policy Directive has 
been revised to provide guidance to persons performing 
and interpreting TST. This revision takes into account the 
change to the use of 5 Tuberculin units and an updated 
Interferon Gamma Release Assay (IGA) section. This 
Policy Directive replaces the document PD2005_580 
Tuberculin Skin Testing. 
 
PD2008_017 Tuberculosis Contact Tracing 
Contact tracing is an essential component of tuberculosis 
(TB) control. Additional information includes contacts of 
cases with multi-resistant TB, contacts with immune 
suppression and HIV, and contact tracing in aged care 
facilities and the elderly. This Policy Directive replaces 
the document PD2005_581 Tuberculosis Contact 
Tracing. 
  
PD2008-018 Tuberculosis Related Services—
Charging 
To minimise the potential barriers for persons with 
Tuberculosis (TB) presenting and/or continuing in care 
TB investigations, care and treatment services are 
provided free of charge to persons residing in NSW 
regardless of Medicare eligibility or residency status. This 
Policy Directive has been revised to clarify issues around 
medication required for ensuring that TB medications can 
be tolerated and/or completed without side effects. This 
Policy Directive replaces the document PD2005-579 
Tuberculosis Related Services—Charging for. 
 
PD2008_019 Tuberculosis—Principles for 
Management of People With Tuberculosis in NSW 
This Policy Directive outlines services available and 
action to be taken in the treatment of TB patients with an 
expanded section on admission to isolation and a new 
section on discharge planning. This Policy Directive 
replaces the document PD2005_141 Tuberculosis—
Management of Person. 
 
GL2008_007 Tuberculosis—Minimising the Risk of 
Tuberculosis in Patients Starting Anti-TNF Inhibito rs 
This document is a Guideline to reduce the risk of 
Tuberculosis disease in patients starting anti-TNF 
Inhibitors. 
 
PD2008_021 Occupational Exposures to Blood-Borne 
Pathogens: NSW Health Notification Requirements to 
WorkCover 
This Policy Directive outlines the reporting requirements 
related to occupational exposures to blood-borne 
pathogens. This Policy Directive replaces the document 
PD2005_354 Workcover NSW Reporting Requirements: 
Occupational Exposure to Blood-Borne Pathogens. 

MEDIA WATCH: AUSTRALIA 
 
The head of microbiology at Nepean Hospital, James 
Branley, told the Special Commission of Inquiry into Acute 
Care Services that the NSW Health estimate of $6 million 
a year spent by the Sydney West Area Health Service on 
treating patients who caught an infection during their stay 
was "very conservative". Dr Branley estimated that the 
area health service spent "perhaps still a conservative 
figure of $20 million a year". He said the data sampled 
was only small: fewer than 10 per cent of patients were 
screened and only a fraction of all surgical procedures. He 
said $1.1 million was spent on infection control and 
screening each year but it was nowhere near enough and 
was costing the department more in the long term. 
 
"When a patient acquires a multi-resistant infection it costs 
the hospital money. They spend longer in hospital, they 
require more procedures and more expensive antibiotics," 
he said. 
 
He agreed with the commissioner, Peter Garling, SC, that 
an average compliance rate of just 60 per cent for medical 
staff adequately washing their hands was part of the 
problem and said it was usually "very recalcitrant senior 
doctors" who failed to do so. 
 
Dr Branley was fiercely critical of the bureaucracy, telling 
the inquiry it was a "labyrinthine, ridiculous management 
structure" that had worsened over the past few years. 
 

******************** 
In May a leading surgeon broke ranks with his colleagues 
over poor hand hygiene standards in hospitals. Speaking 
at an inquiry into NSW public hospitals, Dr Paul Stalley, 
chairman of the Royal Prince Alfred Hospital Operating 
Committee, said rates of MRSA had become 
“unacceptably high”. He added, “I know it’s a slur on my 
colleagues, the hardest thing is to get my colleagues to 
wash their hands. People are lazy or simply won’t do what 
they need to do. Worst are senior clinicians.” Dr Stalley’s 
comments were widely reported and discussed in the 
media in May. 
 

MEDIA WATCH: THE WORLD 
ASGE Issues Updated Infection Control Guidelines fo r 
Gastrointestinal Endoscopy 
 
The American Society for Gastrointestinal Endoscopy 
(ASGE) has updated its infection control guidelines 
regarding gastrointestinal (GI) endoscopy. The guidelines 
note that endoscopy-related infections are a very rare 
event since the adoption of endoscope reprocessing 
(cleaning) guidelines. The ASGE infection control 
guidelines appear in the May issue of GIE: 
Gastrointestinal Endoscopy, the monthly peer-reviewed 
scientific journal of the ASGE. 
 
There are many types of endoscopy, including 
colonoscopy, sigmoidoscopy, gastroscopy, enteroscopy, 
and esophogogastroduodenoscopy (EGD). ASGE is 
known as the profession’s leader in setting standards of 
excellence in endoscopy and is committed to setting the 
highest-quality standards for GI endoscopy through its  
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safety guidelines and the training of its members so that 
patients receive the best and safest care possible. The 
infection control guidelines were prepared by the ASGE 
Standards of Practice Committee. 


"Despite the large number and variety of GI endoscopic 
procedures performed, documented instances of 
infectious complications remain rare, with an estimated 
frequency of 1 in 1.8 million procedures," said Todd H. 
Baron, MD, FASGE, chair of the ASGE Standards of 
Practice Committee. "Endoscopy is a safe, well-tolerated 
and potentially life-saving procedure when practiced by 
expertly trained physicians who follow the practice 
guidelines set forth by the ASGE and who adhere to 
general infection control principles, including aseptic 
techniques and safe injection practices." 
 
The guidelines are issued to disseminate information to 
promote understanding, which leads to the prevention of 
infection as a result of a GI endoscopy. Circumstances in 
which an endoscopy-related infection might occur are 
discussed in the document, as are measures to prevent 
such infection, including endoscope reprocessing, 
antibiotic prophylaxis, and protection of endoscopy 
personnel. 


The single best protection against patient-to-patient 
transmission of microorganisms by an endoscopy is 
stringent reprocessing of endoscopes after use, with 
careful adherence to the "Multi-Society Guidelines for 
Reprocessing Flexible Gastrointestinal Endoscopes" 
issued in 2003. The guidelines define and discuss key 
concepts in endoscope reprocessing. 
 
Endoscopy personnel may facilitate transmission of 
infection from patient to patient if they fail to carefully 
adhere to general infection control principles. In 
particular, appropriate aseptic techniques and safe 
injection practices should be followed. Improper reuse of 
syringes and the use of contaminated multiple dose drug 
vials have been linked to the transmission of hepatitis B 
and C between consecutive patients treated at healthcare 
facilities. Such practices should be avoided, and single 
use drug vials are recommended. Similarly, use of gloves 
by healthcare workers was shown to decrease the 
incidence of Clostridium difficile-associated diarrhea and 
the point prevalence of asymptomatic C. difficile carriage 
in inpatients. 


Infection Control Guidelines Summary  
· Transmission of infection as a result of GI 

endoscopes is extremely rare, and recently 
reported cases are invariably attributable to lapses 
in currently accepted endoscope reprocessing 
protocols or to defective equipment. 

· Endoscopes should undergo high-level disinfection 
as recommended by governmental agencies and 
all pertinent professional organizations for the 
reprocessing of GI endoscopes. 

· Extensive training of staff involved in endoscopic 
reprocessing is mandatory for quality assurance 
and for effective infection control. 

· General infection control principles should be 
adhered to at the endoscopy unit. 

�
 
 

ASGE Guidelines "Infection Control During GI Endoscopy" 
is available at:  
http://asge.org/WorkArea/showcontent.aspx?id=4300 
 
"Antibiotic Prophylaxis for GI Endoscopy" can be accessed 
at: http://asge.org/WorkArea/showcontent.aspx?id=4298 
 
"Multi-Society Guidelines for Reprocessing Flexible 
Gastrointestinal Endoscopes" can be accessed at: http://
asge.org/WorkArea/showcontent.aspx?id=3376 

Source: American Society for Gastrointestinal Endoscopy 
 

 ******************** 
UK Survey Shows Significant Improvement in Hospital  
Infection Control 
 
Hospital staff members are reporting significant 
improvements in handwashing and infection control, 
according to the results of a survey announced today by 
the Healthcare Commission of the United Kingdom.  
Of all acute-care staff who responded to the survey:  
· 82 percent believe that the trust does enough to 

promote the importance of handwashing to staff 
(relative increase of 17 percent since 2005)  

· 71 percent believe that the trust does enough to 
promote the importance of handwashing to patients, 
service users and trust visitors (relative increase of 
25 percent since 2005)  

· 83 percent believe that infection control applies to 
them (relative increase of 12 percent since 2005)  

 
As well as progress in infection control, staff reported 
improvements in many other aspects of working in the 
National Health Service (NHS). The survey showed levels 
of staff training remain high, with 94 percent reporting 
access to employer supported training and development 
opportunities in the last 12 months. More staff are receiving 
appraisals (61 percent, up from 58 percent in 2006) which 
are proven to impact positively on patient experience, and 
more staff have a personal development plan (52 percent, 
up from 48 percent in 2006).  
 
According to the survey, job satisfaction remains high and 
staff members feel better supported by their managers and 
their trust in achieving a good work-life balance. The 
majority of staff are using flexible working options (73 
percent, up from 71 percent in 2006).  
 
Health minister Ann Keen noted, “I know from past 
experience as a nurse that working in the NHS is 
demanding but immensely rewarding and it is encouraging 
that in its 60th year, the majority of staff continue to report 
high job satisfaction. The Department of Health has made it 
very clear that cleanliness should be the top priority for all 
NHS trusts and we have invested an additional £270 million 
per year until 2011 to help them to do so.” Keen continued, 
“We have instructed hospitals to adopt a range of 
measures to prevent the spread of hospital infections, 
including the deep cleaning program, the reintroduction of 
matrons and the 'Bare Below the Elbows' dress code. It is 
very satisfying to hear that our high standards for infection 
control are being taken seriously by the majority of 
hospitals.”  
 
Source: National Health Service 
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APIC Issues Recommendations on Infection Prevention  
in Long-Term Care Facilities 
 
To commemorate National Nursing Home Week in the 
United States (May 11-17), the Association for 
Professionals in Infection Control and Epidemiology (APIC) 
issued  five steps every resident and their family can take 
to become their own advocate and reduce the risk of 
developing an infection during a facility stay.  
 
1. Infection Prevention and Control Program 
Ask the long-term care facility (LTCF)/nursing home about 
their infection prevention and control program. Talk with the 
assigned infection prevention and control professional 
(ICP). Discuss the strategies in place in the facility for 
infection prevention. 
 
2. Hand Hygiene 
Germs may be present on a resident, visitor and/or staff 
and also on many surfaces in healthcare facilities including 
bed rails, over-bed tables, wheelchairs, walkers, faucets 
and even the TV remote control. Residents, visitors and 
staff can carry these germs on their hands. Proper hand 
hygiene is essential. Hand hygiene means washing hands 
with soap and water for 15 seconds to 20 seconds or using 
a 60 percent alcohol hand sanitizer. It is not impolite to 
insist that anyone who is giving care or touching a resident 
practice hand hygiene.  This includes doctors, nurses, 
nursing assistants and visitors. In caring for residents with 
memory loss, it is important to remember that everyone 
needs to help with resident hand hygiene. 
 
3. Antibiotics 
If antibiotics are being given, ask the reason antibiotics 
were prescribed. Once prescribed, the full course of 
medication should be taken as directed. Don’t insist on 
antibiotics if the doctor doesn’t advise them because 
overuse can lead to resistance and other problems.  
 
4. Urinary Catheters 
Sometimes urinary catheters are necessary; however they 
can significantly increase the risk of infection. Urinary 
catheters should be removed as soon as they have fulfilled 
the need for placement. Ask about the need for a catheter. 
If you are a family member and help to give care to the 
resident, talk to the ICP about what you should do to 
prevent an infection. 
 
5. Immunisations  
It is very important to have up-to-date immunisations. On 
admission to a nursing home, a resident should be asked 
about their immunisation status and offered any 
immunisations they need. This includes the Pneumococcal 
pneumonia vaccine if not already done before admission 
and the influenza vaccine. Family and visitors should also 
make sure they receive the flu vaccine during flu season to 
minimise the risk of transmission to residents. Ask the 
facility about the influenza program for nursing home staff. 
    
Source: APIC 
 

******************** 

The 'Zero' Mentality: Is it Good for Infection Cont rol? 
 
"Getting to zero," the emerging drive to eliminate 
infections acquired in hospitals, is provoking much 
discussion in the healthcare community, ranging from 
concern that the approach is overly simplistic and 
potentially dangerous to praise that it is a motivating and 
worthy goal. Healthcare experts discussed this issue at 
the annual meeting of the Society for Healthcare 
Epidemiology of America (SHEA) in Orlando, April 5-8. 
 
"Like it or not, the concept of 'getting to zero' is here," says 
Patrick J. Brennan, MD, president of SHEA and chief 
medical officer for the University of Pennsylvania Health 
System in Philadelphia. "As infection control specialists, 
our job is to recognize the policy implications as well as 
the unintended consequences." 
 
Michael Edmond, MD, hospital epidemiologist for the 
Virginia Commonwealth University Medical Centre in 
Richmond, asks "Getting to Zero: Is it Safe?" and 
examines the genesis of the concept as well as the forces 
that are driving it. He discusses concerns that "zero 
tolerance" regulations could lead to unintended 
consequences and is setting people up not to deliver. 
 
For example, some healthcare experts worry that putting 
an imbalanced amount of weight on the elimination of one 
pathogen in the hospital in response to legislation may 
contribute to conditions where another pathogen could 
flourish. Edmond proposes that all hospitals should be 
putting reasonable measures in place to prevent infection. 
 
Arguing in favour of adopting the term "zero" as 
aggressive target to motivate people and institutions to 
move in the right direction, Victoria Fraser, MD, co-director 
of the Infectious Diseases Division of Washington 
University School of Medicine in St. Louis, addresses 
using the term "zero," even though it is not yet known 
what fraction of infections is preventable, nor is it known 
how much mortality rates can be reduced. 
 
Source: Society for Healthcare Epidemiology of America 
(SHEA)  
 

******************** 
Patients Prefer to Challenge Nurses Rather than 
Doctors on Safety Issues 
 
Patients prefer to challenge nurses rather than doctors 
about safety issues related to their care, reveals research 
in the journal Quality and Safety in Health Care. And 
women are far more prepared to speak up than men, the 
research shows. 
 
The findings are based on a validated survey, assessing 
the factors influencing patients’ willingness to ask 
healthcare professionals questions related to safety. The 
80 respondents to the survey had all undergone surgery 
at one inner London teaching hospital. Patients scored on 
a four point scale their willingness to ask healthcare 
professionals different safety questions, with 1 equating to 
“definitely not be willing,” to 4 equating to “definitely would 
be willing.” The average score was then calculated and 
used to analyse statistically significant differences.  



���������	













































































































































������
�

�����





 


 

The results showed that patients were far more likely to ask 
factual questions of all healthcare professionals, such as 
the length of their hospital stay, than they were to pose 
questions that might be perceived as challenging clinical 
abilities, such as whether that healthcare professional had 
washed his/her hands. But they were more willing to ask 
factual questions of doctors than of nurses (3.41 compared 
with 3.09). 
 
And when it came to the challenging questions, they were 
more willing to ask these of nurses than of doctors (2.58 
compared with 2.39). But when doctors encouraged 
patients to ask difficult questions, they were more willing to 
quiz both sets of professionals on safety and quality issues. 
Men, those with low levels of education, and those out of 
work seemed to be the least willing to ask questions of their 
healthcare professionals. Women were the most willing to 
do so. 
 
Around one in 10 patients will experience some sort of error 
in respect of their medical treatment while in hospital, but if 
patients felt able to ask the difficult questions of the 
professionals looking after them, this rate might fall, 
suggest the authors. “Patients need to feel they can ask 
questions that may be perceived as challenging, without 
causing offence to those involved in their healthcare 
treatment,” they comment. 
 
Reference: How willing are patients to question healthcare 
staff on issues related to the quality and safety of their 
healthcare? An exploratory study Qual Saf Health Care 
2008; 17: 90-6. 
 

******************** 
 

Universal Screening for MRSA in Hospitals Made Litt le 
Difference 
 
Universal screening for a common antibiotic-resistant 
bacteria is no better than standard infection control at 
reducing the rate of hospital-acquired infections in surgical 
patients, new Swiss research shows. 
 
The bacteria, methicillin-resistant Staphylococcus aureus 
(MRSA), is an increasing public health concern. 
 
But there is still hope, said study author Dr. Stephan 
Harbarth, attending physician in infectious diseases and 
associate hospital epidemiologist at University of Geneva 
Hospitals and Medical School in Geneva, noting that there 
has been an "unprecedented" decline of MRSA rates in 
several European countries and a stable, relatively low rate 
in others. 
 
"Clearly, these recent findings suggest that MRSA spread 
can be curbed in hospitals, provided that active control 
programs are implemented," he continued. "For instance, 
following the introduction of specific programs for limiting 
cross-transmission, first at regional level and subsequently 
at national level, MRSA infection rates decreased by almost 
50 percent between 1993 and 2006 in hospitals of the Paris 
region, and by 20 percent since 2001 in more than 50 
hospitals across France." 
 
The findings were published in the March 12 issue of the 
Journal of the American Medical Association. 
 
 
 
 

Hospital-acquired and community-acquired MRSA 
infections have become a major public health challenge. 
The bacterium can lead to skin and blood infections and 
pneumonia. 
 
According to a related editorial in the same issue of the 
journal, one-quarter of U.S. hospitals reported at least one 
MRSA outbreak in the prior year. And an estimated 
18,000 or more deaths could be attributable to invasive 
MRSA infections in the United States in 2005. More than 4 
million individuals in the United States may be carriers of 
the pathogen, and as many as 1.2 million U.S. hospital 
patients may be infected each year with MRSA. 
 
Although medical experts and policymakers have called 
for universal screening at hospitals, no trial has looked 
into the matter. 
 
This study, conducted between July 2004 and May 2006, 
involved 21,754 surgical patients at a Swiss teaching 
hospital. Researchers compared two control strategies for 
MRSA: rapid screening upon hospital admission plus 
standard infection control measures versus standard 
infection control measures only. 
 
Patients on 12 surgical wards with different specialties 
were assigned to one group for nine months then 
switched to the other for another nine months. 
The rate of surgical-site infections and hospital-acquired 
infections did not differ drastically between the two 
groups. The authors estimated that 30 patients would 
have to be screened at admission to detect one previously 
unidentified MRSA carrier. 
 
One future option might be to target screening to surgical 
patients undergoing elective procedures with a higher risk 
of MRSA infection, the authors stated. 
 
The study raises another important issue about the 
distinction between community-acquired and hospital-
acquired infection, and whether universal screening might 
be more effective in the future. 
 
"If you do screening on admission in the future, will it start 
to make a difference to MRSA transmission in the medical 
setting if the distinction continues to break down?" asked 
Philip Alcabes, an associate professor of urban public 
health at Hunter College School of Health Sciences in 
New York City. "That remains a question worth asking." 
 
And existing procedures are nothing to scoff at in terms of 
effectiveness. "Standard infection control procedures do 
seem to work," said Alcabes. "It's a good idea, and that, in 
some ways, may be the most fundamental message. 
Don't forget routine infection control." 
 
Source: HealthDay 
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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: 

Toni Schouten 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Describe your current role. 
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What was your career path that brought you to your 
current position? 
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What do you like the most about your job? 
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What do you dislike about your job? 
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What advice would you give to someone new to 
infection control? 
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What are you reading for pleasure at the moment? 
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What is your favourite film? 
�� ��		�
� ���'� 3��
� �	��� � ���
� ��� 

�� ���� ����'� �	�� &
�
��
��"���� ����������� 

�� ��������� 4�� �����	� �	
����
� & �

�
��� ����
����� ����

��5�� �6��	
�	� ����	
�	�� ������ �� ������
���� 
�"�� 
�� ���� 

��� ����� 

�	� �	��� 
�� ���� �"���

� 	��
���	�� �	�� � ��"���� 

�
� 
�"�� ����
� ��	���
�����
�� �� �
�������������
��

�
�������	��&����������
 

What music are you listening to at the moment? 
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What is your favourite saying? 
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If you could change anything about the world we liv e in 
what would it be? 
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Question: 
I work in a large busy medical practice. One of the  
doctor’s has complained that the keyboard in his 
examination room is filthy and wants me to take 
swabs and send them to pathology. Is this 
recommended? 
 

Answer: 
No. A dirty keyboard does not warrant environmental 
swabbing – it is costly, unnecessary and proves nothing. 
We do not live in a sterile environment. Of course there 
will be microorganisms on the keyboard — they are 
everywhere. However environmental surfaces carry a 
low risk of disease transmission and they can be easily 
decontaminated by cleaning. Cleaning of the doctor’s 
examination room should be performed on a routine 
basis. If the keyboard is visibly dirty, then someone 
should clean it! The doctor should also be performing 
hand hygiene between using the keyboard and 
examining a patient, thereby removing transient 
microorganisms on his hands.  

******************** 

Question: 
I keep finding discarded needles and syringes in 
public areas and feel obligated to do something 
about them. What should I do? 
 

Answer: 
If you do not feel comfortable picking up needles and 
syringes in the community call the Needle Clean Up 
Hotline 1800 633 353 to arrange for collection.  
 
If you are prepared to pick up needles and syringes 
please use the following information as a guide: 

· Preferably wear gloves if available. 
· Preferably use an implement such as pliers, tongs or 

an “easy reacher” tool to pick up the needles and 
syringes by the plastic barrel or plunger 

· Do NOT attempt to recap or touch the point of the 
needle and syringe. 

· Place in a sharps container or a puncture resistant, 
scew top plastic container on a stable, level surface 
close to the needle and syringe (avoid using glass 
bottles which can break and aluminum cans which 
can be easily crushed). 

· Hold the needle and syringe by the plastic barrel or 
plunger. Place the needle and syringe sharp end first 
into the container and seal the lid (do not hold the 
container while doing this). 

· Dispose of the container at a community sharps 
disposal facility. Contact the Needle Clean Up 
Hotline on 1800 633 353, or your local council for the 
location of safe disposal facilities in your area. A safe 
disposal service is also available at public hospitals. 

· Tell children never to pick up community sharps but 
to call an adult. 

· Never put community sharps (either loose or in any 
type of container) in recycling bins because of the 
hight risk of injury to workers—plastic syringes are 
not recyclable. 

Reference: 
Community Sharps Disposal in NSW, NSW Health 
Department. 

QUESTIONS & ANSWERS 
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Question: 
Should gloves be worn when administering 
immunisations or other injections? 
 

Answer: 
Currently in NSW there is no recommendation for gloves 
to be worn when performing immunisation, 
subcutaneous, intramuscular or intradermal injections. 
The amount of blood a person would come into contact 
with after administering one of these injections and 
receiving a needlestick injury is usually insignificant and 
transmission of a blood-borne virus considered unlikely. 
 
The Australian Immunisation Handbook 9th Edition states 
“Gloves are not routinely recommended for immunisation 
providers.” (page 39). 
 
The Infection Control Policy PD2007_036 states, 
“Gloves need not be worn for subcutaneous, 
intramuscular or intradermal injection unless exposure to 
blood is anticipated” (section 2.1.2.1). 
 
However, gloves must  be worn when performing 
venipuncture, finger or heel sticks. This is stated in the 
Infection Control Policy PD2007_036, section 2.1.2, 
“Gloves must be worn….while performing an invasive 
procedure, venepuncture or a finger or heel stick…” 
 
Some nurses do in fact wear gloves when giving 
injections, but that is a personal choice or the way they 
have been taught and not a legal requirement. 
 
There are suggested benefits of wearing gloves when 
performing procedures involving needles. The most 
frequently quoted study about gloves possibly reducing 
the risk of infection from a needlestick injury is by Mast, 
Woolwine and Gerberding in 1993. In the studies 
discussed in the paper, glove material reduced the 
transferred blood volume by 46%-86%. The writers 
suggest that though glove materials do not prevent 
needlestick injuries, they may reduce infection in some 
cases and they recommended gloves should be worn 
whenever needles are handled. Copies of the paper by 
Mast, Woolwine and Gerberding can be obtained by 
contacting the NSW Infection Prevention and Control 
Unit. 
 
References: 
Efficacy of Gloves in Reducing Blood Volumes 
Transferred during Simulated Needlestick Injury, 
Mast, S.T., Woolwine, J.D. and Gerberding, J.L., The 
Journal of Infectious Diseases, 1993 Dec;168(6):1589-
92. 
 
Infection Control Policy PD2007_036, NSW Health 
Department, 2007. 
 
Australian Immunisation Handbook, 9th edition, 
National Health & Medical Research Council, 2008. 
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COMMUNICABLE DISEASE CONTROL 

finding; screening, and 
contact tracing; isolation 
and quarantine; antibiotic 
treatment; outbreak 
investigation; and media 
management during an 
outbreak. Plant and 
Watson describe when 
and how best each 
s t r a t e g y  c a n  b e 
employed. Featured 
throughout the book are 
Australian statistics, 
legislation, policies, and 
case studies. 
 
All health professionals, 
whether from public 
h e a l t h ,  m e d i c i n e , 
nursing, or environmental 
health, who need a 
practical guide to how to 
protect people from 
infectious disease, will 
find the book of value, as 
will those who are 
studying to work in the 
field. Those involved in 
the management of 
outbreaks and hospital 
infection control will find it 
of particular interest. 
 
ABOUT THE AUTHORS 
Until her death early in 
2007, Aileen Plant was 
a public health physician 
who made an enormous 
contribution to infectious 
disease control in 
Australia and many other 
countries. Aileen was a 
senior consultant to the 
WHO and to the 
Australian Department of 
H e a l t h  i n  t h e 
m a n a g e m e n t  o f 
i n f ec t i o us  d i s e ase 
outbreaks, a Professor of 
International Health at 
Curtin University, and 
head of the Perth node of 
the Australian Biosecurity 
research collaboration. 
For her work in managing 
the Vietnam SARS 
outbreak, Aileen received 

a medal from the Vietnam 
Government. Aileen died in 
Indonesia just after 
completing an assignment 
on avian influenza. Aileen 
had a warm and generous 
nature, and a habit of 
turning colleagues into 
lifelong friends. 
 
Charles Watson is now a 
professional research 
fellow at Curtin University 
and the Prince of Wales 
Medical Research Institute. 
Af ter  graduat ing in 
medicine, he taught 
anatomy for 14 years at 
UWA and UNSW. Charles 
has worked in public health 
with the WA Health 
Department. During his 11 
tears there, including his 
time as Chief Health 
Officer, Charles set up the 
Quit campaign, led the WA 
fight against HIV/AIDS, 
established breast cancer 
screening, and became a 
n a t i o n a l  l e a d e r  i n 
immuniza t ion  po l ic y. 
Charles then became a 
Dean of Health Sciences, 
first at the University of 
Wollongong, then at Curtin 
University. Charles was 
made a member of the 
Order of Australia in 2004. 
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In Australia in the 1950s 
and 1960s, as in much of 
the developed world, 
there was a growing 
confidence that infectious 
diseases had largely 
been conquered. The 
events of the past 20-40 
years have revealed this 
victory to be illusory. The 
advent of new infectious 
disease threats, acquired 
i m m u n o d e f i c i e n c y 
syndrome (AIDS), severe 
a c u t e  r e s p i r a t o r y 
syndrome (SARS), and 
avian influenza, the re-
emergence worldwide of 
tuberculosis and malaria, 
and the increasing threat 
posed by antibiotic-
resistant organisms, are 
signs that communicable 
disease control will be 
vital if human populations 
are to continue to 
flourish. 
 
In this book,  the late 
Aileen Plant and Charles 
Watson elucidate the 
principles and practice of 
communicable disease 
control, to provide health 
professionals who seek 
to control communicable 
diseases with the breadth 
of knowledge and the 
range of skills they need. 
  
Existing and emerging 
infectious disease threats 
from various sources are 
described, including 
threats from health-care 
settings and international 
travel, as are the groups 
of people who are most 
at-risk of infection. The 
core of the book is 
devoted to the strategies 
that can be used to 
control communicable 
disease: legislation; 
surveillance; sanitation 
and personal hygiene; 
immunisation; case-
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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.  

 
Healthcare Infection ,  

Vol. 13, issue 1, March 2008 
 
· Editorial: Influenza vaccination for healthcare 

workers: towards improving uptake,  McCormack J 
& McCall B,. 

 
· Effectiveness of influenza vaccine in preventing 

influenza-like illness among Faculty of Dentistry 
staff and students in University Kebangsaan 
Malaysia,  Sock Hui L et al. 

 
· Hand hygiene audits utilising medical student 

observers and measuring product consumption,  
Donaldson, AD et al. 

 
· Constructing clinical indicators for multiresistant  

organisms. Where do we begin? Kotsanas D et al. 
 
 

American Journal of Infection Control 
Vol. 36, no 2, March 2008 

 
· Guidelines for animal-assisted interventions in 

health care facilities,   
Sandra L. Lefebvre et al 

 
· Review of surface steam sterilization for validatio n 

purposes,  Joost van Doornmalen & Klaas Kopinga. 
 
· Methicillin-resistant Staphylococcus aureus  

transmission: The possible importance of 
unrecognized health care worker carriage,  Debby 
Ben-David et al. 

 
· Transmission-associated nosocomial infections: 

Prolongation of intensive care unit stay and risk 
factor analysis using multistate models,  Jan 
Beyersmann et al. 

 
· A systematic review comparing the relative 

effectiveness of antimicrobial-coated catheters 
in intensive care units,  Prabha Ramritu et al. 

 
· Risk factors and mortality in patients with 

nosocomial Staphylococcus aureus  bacteremia,  
Fu-Der Wang et al. 

 
· Variation in interpretation and counselling of 

blood exposure incidents by different medical 
practitioners,  Paul Th. L. van Wijk et al. 

 
· Air filtration systems and restrictive access 

conditions improve indoor air quality in clinical . 
 
 

 

units: Penicillium  as a general indicator of hospital 
indoor fungal levels, Ricardo Araujo et al 

 
· Evaluation of the rationale for concurrent use of N 95 

filtering facepiece respirators with loose-fitting 
powered air-purifying respirators during aerosol-
generating medical procedures, Raymond J. Roberge 
et al. 

 
· Diphtheria, tetanus, and varicella immunity in heal th 

care workers in neonatal units,  Amélia Miyashiro 
Nunes dos Santos et al. 

 
· Tuberculosis risk among nursing professionals from 

Central Brazil, Lillian K.O. Lopes et al. 
 

American Journal of Infection Control 
Vol. 36, no. 3, April 2008 

 
 

· Home health care registered nurses and the risk of 
percutaneous injuries: A pilot study,  Robyn R.M. 
Gershon et al. 

 
· Prevalence of nursing home-associated infections in  

the Department of Veterans Affairs nursing home 
care units,  Linda Tsan et al. 

 
· Needlestick injuries in a major teaching hospital: The 

worthwhile effect of hospital-wide replacement of 
conventional hollow-bore needles, Michael Whitby et 
al. 

 
· Staphylococcus aureus  nasal colonization in HIV 

outpatients: Persistent or transient?,  Maria Clara 
Padoveze et al. 

 
· Hyperglycemia as a risk factor for surgical site 

infections in patients undergoing mastectomy,  Diana 
Vilar-Compte et al. 

 
· Use of electronic alerts to enhance hand hygiene 

compliance and decrease transmission of 
vancomycin-resistant Enterococcus  in a hematology 
unit,  Arjun K. Venkatesh et al. 

 
· Control of a hospital-wide vancomycin-resistant 

Enterococci  outbreak,  Asok Kurup et al. 
 
· Impact of hospital accreditation on infection contr ol 

programs in teaching hospitals in Japan,  Miho 
Sekimoto et al. 

 
American Journal of Infection Control 

Vol. 36, no. 4, May 2008 
 
· The changing role of infection prevention practice 

as documented by the Certification Board of 
Infection Control and Epidemiology practice 
analysis survey,  Ruth Curchoe et al. 

 
· The ventilation of multiple-bed hospital wards: 

Review and analysis,  Clive B. Beggs et al. 
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· Pilot study of directional airflow and containment of 
airborne particles in the size of Mycobacterium 
tuberculosis  in an operating room, Russell N. 
Olmsted. 

 
· Appraisal of recommended respiratory infection 

control practices in primary care and emergency 
department settings,  Wayne Turnberg et al. 

 
· Surgical mask filter and fit performance, Tara Oberg 

& Lisa M. Brosseau. 
 
· Role of the infectious diseases specialist consulta nt 

on the appropriateness of antimicrobial therapy 
prescription in an intensive care unit, Enrico Raineri 
et al. 

 
· Relationship between lumen diameter and length 

sterilized in the 125L ozone sterilizer,  Sylvie Dufresne 
et al. 

 
Infection Control and Hospital Epidemiology 

Vol.29, no. 4, April 2008 
 
· Risk of Infections Associated with Improperly 

Reprocessed Transrectal Ultrasound-Guided 
Prostate Biopsy Equipment,  Fernanda Lessa et al. 

 
· Economic Analysis of Reprocessing Single-Use 

Medical Devices: A Systematic Literature Review,  
Philip Jacobs et al. 

 
· Use of a Mandatory Declination Form in a Program 

for Influenza Vaccination of Healthcare Workers,  
Bruce S. Ribner et al. 

 
· Availability of Trivalent Inactivated Influenza 

Vaccine to Parents of Neonatal Intensive Care Unit 
Patients and Its Effect on the Healthcare Worker 
Vaccination Rate, Shetal I. Shah & Martha Caprio 

 
· Symptoms of Influenza Virus Infection in 

Hospitalized Patients, C. van den Dool et al. 
 
· Responding to Simulated Pandemic Influenza in 

San Antonio,  Texas, George Miller et al. 
 
· A Multicenter Qualitative Study on Preventing 

Hospital-Acquired Urinary Tract Infection in US 
Hospitals,  Sanjay Saint et al. 

 
· Bloodstream Infections in Patients Given Treatment 

With Intravenous Prostanoids, Alexander J. Kallen et 
al. 

 
· Genodiversity of Resistant Pseudomonas 

aeruginosa  Isolates in Relation to Antimicrobial 
Usage Density and Resistance Rates in Intensive 
Care Units,  Daniel Jonas et al. 

 
· Surveillance for Catheter-Associated Bloodstream 

Infection in Hematology Units: Quantifying the 
Characteristics of a Practical Case Definition,  
Leon J. Worth at al. 

· Outbreak of Enterococcus gallinarum  Infections 
After Total Knee Arthroplasty,  Michael P. Cooper et 
al. 

 
· Investigation of an Outbreak of Central Venous 

Catheter-Associated Bloodstream Infection Due to 
Contaminated Water,  Richard W. Douce et al. 

 
· Efficient Recovery of Fluoroquinolone-Susceptible 

and Fluoroquinolone-Resistant Escherichia coli  
Strains From Frozen Samples, Ebbing Lautenbach et 
al. 

 
· Inappropriate Use of Antifungal Medications in a 

Tertiary Care Center in Thailand: A Prospective 
Study,  Apisada Sutepvarnon et al. 

 
· Epidemiology of Enterococci in a Neonatal Intensive  

Care Unit,  Jennifer Duchon et al. 
 

Infection Control and Hospital Epidemiology 
Vol.29, no. 5, May 2008 

 
· Economic Evaluation of Standing Order Programs 

for Pneumococcal Vaccination of Hospitalized 
Elderly Patients,  Donald B. Middleton et al. 

 
· Factors Associated with Acquisition of Vancomycin-

Resistant Enterococci (VRE) in Roommate Contacts 
of Patients Colonized or Infected with VRE in a 
Tertiary Care Hospital, Qian Zhou et al. 

 
· Risk of Vancomycin-Resistant Enterococcus  (VRE) 

Bloodstream Infection Among Patients Colonized 
With VRE,  Chamion N. Olivier et al. 

 
· Cross-Transmission of Multidrug-Resistant 

Acinetobacter baumannii  Clonal Strains Causing 
Episodes of Sepsis in a Trauma Intensive Care Unit,  
Antonios Markogiannakis et al. 

 
· Outbreak of Multidrug-Resistant Serratia 

marcescens  Infection in a Neonatal Intensive Care 
Unit,  Lisa L. Maragakis et al. 

 
· Infection Control Experience in a Cooperative Care 

Center for Transplant Patients,  Ahmad Nusair et al. 
 
· Lethal Activity of Nonthermal Plasma Sterilization 

Against Microorganisms,  Richard A. Venezia et al. 
 
· Reprocessing and Reuse of Single-Use Medical 

Devices: A National Survey of Canadian Acute-Care 
Hospitals,  Julie Polisena et al. 

 
· University HealthSystem Consortium Quality 

Performance Benchmarking Study of the Insertion 
and Care of Central Venous Catheters,  
Brian P. Harting et al. 

 
· Some Observations on the Migration of Proteus 

mirabilis  and Other Urinary Tract Pathogens Over 
Foley Catheters,  Gareth J. Williams & David J. Stickler. 
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· Interobserver Variability in the Assessment of 
Clinical Criteria for Suspected Urinary Tract 
Infection in Nursing Home Residents,  
Manisha Juthani-Mehta et al. 

 
· Methicillin-Resistant Staphylococcus aureus  

Infection in a College Football Team: Risk Factors 
Outside the Locker Room and Playing Field,  
Lennox K. Archibald et al. 

 
· Incidence of Methicillin-Resistant Staphylococcus 

aureus  Nosocomial Infections in Intensive Care 
Units in Lyon University Hospitals, France, 2003-
2006, M. Moalla et al. 

 
· Improvement in Prescribing Habits and Economic 

Outcomes Associated With the Introduction of a 
Standardized Approach for Surgical Antimicrobial 
Prophylaxis,  Elizabeth D. Hermsen et al. 

 
· Effect of Building Construction on Aspergillus  

Concentrations in a Hospital,  Marian D. Goebes et 
al. 

 
· Effect of Accessibility of Influenza Vaccination on  

the Rate of Childcare Staff Vaccination,  Ingi Lee et 
al. 

 
The Journal of Hospital Infection 

Vol.68, no.2 February 2008  
 
· Evaluation of risk factors for the acquisition of 

bloodstream infections with extended-spectrum � -
lactamase-producing Escherichia coli  and 
Klebsiella  species in the intensive care unit; 
antibiotic management and clinical outcome , R.J. 
Cordery et al. 

 
· Evaluation of risk factors for the acquisition of 

bloodstream infections with extended-spectrum � -
lactamase-producing Escherichia coli  and 
Klebsiella  species in the intensive care unit; 
antibiotic management and clinical outcome , R.J. 
Cordery et al. 

 
· The effect of control group selection in the 

analysis of risk factors for extended spectrum � -
lactamase-producing Klebsiella pneumoniae  
infections. A prospective controlled study , P.R.P. 
Behar et al. 

 
· Additional direct medical costs of nosocomial 

infections: an estimation from a cohort of patients  
in a French university hospital , C. Defez et al. 

 
· Virulence determinants in vancomycin-resistant 

Enterococcus faecium vanB : clonal distribution, 
prevalence and significance of esp and hyl  in 
Australian patients with haematological disorders , 
L.J. Worth et al. 

 
· Survival of Clostridium difficile  on copper and 

steel: futuristic options for hospital hygiene , L. 
Weaver et al. 

 
·  

· Efficacy of point-of-entry copper–silver ionisation  
system in eradicating Legionella pneumophila  in a 
tropical tertiary care hospital: implications for 
hospitals contaminated with Legionella in both 
hot and cold water , Y.S. Chen et al. 

 
· In-vivo efficacy of hand sanitisers against feline 

calicivirus: a surrogate for norovirus , S.L.S. Lages et 
al. 

 
· Evaluation of a training programme on knowledge 

and compliance of nurse assistants' hand hygiene 
in nursing homes , T.-T. Huang & S.-C. Wu. 

 
· Comparison of the fixative properties of five 

disinfectant solutions , L. Pineau et al. 
 

The Journal of Hospital Infection 
Vol.68, no.3, March 2008  

 
· Emergence of USA300 MRSA in a tertiary medical 

centre: implications for epidemiological studies  
M. Patel et al, 

 
· Incidence of healthcare-associated infections in 

high-risk neonates: results from the German 
surveillance system for very-low-birthweight infant s, 
C. Geffers et al. 

 
· Development of an observational measure of 

healthcare worker hand-hygiene behaviour: the 
hand-hygiene observation tool (HHOT) , J. McAteer et 
al. 

 
· Poor postoperative blood glucose control increases 

surgical site infections after surgery for hepato-
biliary-pancreatic cancer: a prospective study in a  
high-volume institute in Japan , S. Ambiru et al. 

 
· What do healthcare workers think? A survey of 

facial protection equipment user preferences , E. 
Bryce et al. 

 
· Evaluation of the in-vitro cidal activity and toxic ity of 

a novel peroxygen biocide: 2-butanone peroxide , J. 
García-de-Lomas et al. 

 
· Mycobacteria and allograft heart valve banking: an 

international survey , R.M. Warwick et al. 
 
· Nosocomial outbreak of epidemic 

keratoconjunctivitis accompanying environmental 
contamination with adenoviruses , N. Hamada et al. 

 
The Journal of Hospital Infection 

Vol.68, no.4, April 2008  
 
· Cost of the meticillin-resistant Staphylococcus 

aureus  search and destroy policy in a Dutch 
university hospital , E. Nulens et al. 

 
· Mortality of patients with antibiotic-associated 

diarrhoea: the impact of Clostridium difficile , J. 
Bishara et al. 
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· Laboratory diagnosis of Clostridium difficile -

associated disease in the Republic of Ireland: a 
survey of Irish microbiology laboratories , F. 
Fitzpatrick et al. 

 
· Nosocomial hepatitis C in a thoracic surgery unit; 

retrospective findings generating a prospective 
study , K. Cardell et al. 

 
· Application of the forensic Luminol for blood in 

infection control , P.W.M. Bergervoet et al. 
 
· Hospital-associated infections during and after 

care in a paediatric infectious disease ward , S.E. 
Kinnula et al. 

 
· Dissemination of Bacillus cereus  in a paediatric 

intensive care unit traced to insufficient 
disinfection of reusable ventilator air-flow 
sensors , J.S. Kalpoe et al. 

 
· Ultrasonically nebulised electrolysed oxidising 

water: a promising new infection control 
programme for impressions, metals and gypsum 
casts used in dental hospitals , G. Wu et al. 

 
· Extended-spectrum � -lactamase (ESBL)-

producing enterobacteria: factors associated with 
infection in the community setting, Auckland, New 
Zealand , C.T. Moor et al. 

 
The Journal of Hospital Infection 

Vol.69, no.1, May 2008  
 
· Use of multilocus sequence typing for the 

investigation of colonisation by Candida albicans  
in intensive care unit patients , P.R. Cliff et al. 

 
· Successful control of an outbreak of invasive 

aspergillosis in a regional haematology unit 
during hospital construction works , C.C. Chang et 
al. 

 
· Long-term outcomes following infection with 

meticillin-resistant or meticillin-susceptible 
Staphylococcus aureus , S. Haessler et al. 

 
· Molecular fingerprinting of meticillin-resistant 

Staphylococcus aureus  strains isolated from 
patients and staff of two Iranian hospitals , M. 
Nikbakht et al. 

 
· Estimates of the rate of acquisition of bacteraemia  

and associated excess mortality in a general 
intensive care unit: a 10 year study , D.S. 
Thompson. 

 
· Results from the Scottish National HAI Prevalence 

Survey , J. Reilly et al. 
 
· Prevalence of latent tuberculosis infection in 

German radiologists , V. Barsegian et al. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

AICA 2008 National Conference 
Melbourne, Victoria 
8-10 October 2008 
 

On behalf of the Australian Infection Control 
Association, the Conference Organising Committee 
has great pleasure in inviting you to attend the 
Association's 5th Biennial National Conference in 
Melbourne. 

This Conference is an important and well-regarded 
scientific and practice-based meeting which provide s 
a forum in which current topics on the national 
agenda and subjects of interest to infection contro l 
professionals can be addressed. 

All healthcare professionals and those in supportiv e 
roles are invited to participate in this Conference . 
Delegates will comprise a wide range of decision-
makers and professionals in the field of infection 
control including: 

· Infection Control Professionals 
· Infectious Diseases Physicians 
· Nurses (Acute, Long Term & Office Based) 
· Microbiologists 
· Researchers 
· Hospital Managers 
· Government Representatives 
· University Representatives 
· Other influential professionals in associated 

disciplines 
 
 
 

For further information, visit the 2008 
Conference Website at www.aica2008.com 
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The brochure Patients and visitors: What you need to 
know about hand hygiene was developed for the 
Clean hands save lives campaign. Copies are still 
available and can be obtained from the Infection 
Prevention and Control Unit. 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Clean hands save lives: It’s OK to ask badges  

are also available. 
 
 
 
 
 
 
 
 
 
 
 

Infection Prevention & Control Unit 
Phone: 9332 9712 

Email: albirc@sesiahs.health.nsw.gov.au 

DENTAL INFECTION CONTROL 
WITH DR SUSIE DRACOPOLOUS  
 
Dr Susie Dracopolous is a Dentist with an interest in 
infection control and education. She assists the Infection 
Prevention & Control Unit with education to Dental 
Assistants. The topic for this issue is CJD and Dentistry. 

 
CJD and Dentistry 
Classical Creutzfeldt-Jakob disease (cCJD) is a rare and 
fatal brain disease in humans. Transmission of cCJD in 
health care settings is rare, however healthcare workers 
should be aware of the potential for transmission by 
contaminated instruments or from contaminated higher 
infectivity tissues. 
 
The Department of Health and Ageing Infection Control 
Guidelines for the Prevention of Transmission of Infectious 
Diseases in the Health Care Setting recently updated its 
Chapter on CJD. More significantly for dental healthcare 
workers, oral tissues including teeth, pulp, gingival tissues 
and bone are now considered to have low or no detectable 
infectivity for cCJD. Standard Precautions are all that are 
recommended for normal dental procedures involving these 
oral tissues. 
 
Exceptions to the above rule are any oro-facio-maxillary 
surgical procedures  that come into contact with higher 
infectivity tissues in patients of high or low risk.  These 
procedures should be treated with additional precautions. 
Such procedures include: 

· major oral surgery procedures such as a 
maxilloectomy involving orbit enucleation (optic 
nerve) 

· injection of trigeminal ganglion (potential brain 
tissue, central nerve exposure) 

· oral surgical cancer procedures also combining 
aneurosurgical approach which would involve 
exposure to tissue of higher infectivity (potential 
brain tissue, central nerve exposure)  

 
Dental practitioners should identify potential cCJD patients 
as high or low risk as set out in Appendix 1 and 2 of the 
guidelines. Instruments that come in contact with lower 
infectivity tissues as stated in Table 31.1 through routine 
dental procedures can be routinely processed. 
 
Dental procedures which involve higher infectivity tissues 
(eg., oro-facio-maxillary surgical procedures as described 
above) whether a patient is high or low risk, require 
additional precautions as stated in Appendix 4 of the 
guidelines. These additional precautions are best 
performed at an establishment such as a public hospital 
with HCW workers who are familiar with cCJD infection 
control procedures. 
 
If there is any doubt as to what to do for cCJD patients 
contact your local public health unit, major dental hospital 
or Australian Dental Association for advice.  
 
The revised chapter on Classical CJD (chapter 31) is 
included in the Infection Control Guidelines for the 
prevention of transmission of infectious diseases in the 
health care setting that is available from the Department of 
Health and Ageing website www.health.gov.au 
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LIFESTYLE & LEISURE: 
THE ���������	
 BOOK CLUB 


The ���������	
 Recreational Reading Book Club was 
created this year. Twelve books were chosen at random 
from a “books-you-must-read-before-you-die” list to read 
in 2008. 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. The twelve books chosen 
were: 
· 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 Artist 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 
 
Animal Farm and Little Women are reviewed in this 
issue. 
 
Animal Farm is a nearly perfect piece of writing, both an 
engaging story and an allegory. When the downtrodden 
beasts of Manor Farm oust their drunken human master 
and take over management of the land, all are awash in 
collectivist zeal. Everyone willingly works overtime, 
productivity soars, and for one brief, glorious season, 
every belly is full. The animals' Seven Commandment 
credo is painted in big white letters on the barn. All 
animals are equal. No animal shall drink alcohol, wear 
clothes, sleep in a bed, or kill a fellow four-footed 
creature. Those that go upon four legs or wings are 
friends and the two-legged are, by definition, the enemy.  
Too soon, however, the pigs, who have styled 
themselves leaders by virtue of their intelligence, 
succumb to the temptations of privilege and power. "We 
pigs are brainworkers. The whole management and 
organisation of the farm depend on us. Day and night, 
we are watching over your welfare. It is for your sake 
that we drink that milk and eat those apples." While this 
swinish brotherhood sells out the revolution, cynically 
editing the Seven Commandments to excuse their 
violence and greed, the common animals are once again 
left hungry and exhausted, no better off than in the days 
when humans ran the farm.  
 
Animal Farm was never required reading for me when I 
was in school, so it took me some time to finally get 
around to reading it. I found it to be a complete and 
enjoyable read that had me hooked from the very first 
sentence. It's an extremely easy read as well as an 
enjoyable one--not enjoyable in the sense that this is a 
"happy tale," but enjoyable in the sense that you really 
feel like you're reading something great. If you haven't 
had the chance to check it out, make sure you add this 
to your reading list.  
 
 
 
 

Some people may find Little Women as a genre for young 
girls and it often reads like a children’s novel. Some 
readers may find the book too syrupy sweet with the 
mother teaching her girls values such as helping those less 
fortunate than yourself, controlling your temper, working 
hard, be polite etc. These are nice values, and this might 
be more desirable for a parent to read to their young 
daughters. Setting: 1860s north USA during the civil war.  
 
Louisa May Alcott wrote many books, but Little Women 
retains a special place in the heart of American literature. 
However, I don’t think you will find many guys reading Little 
Women. If you want to read a 19th century classic I would 
suggest reading Jane Eyre or Pride and Prejudice. 
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