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Today’s host

Rachel Rosen, RN, MSN,
Sr. Clinical Risk Management Consultant

Rachel has more than 20 years of experience in
patient safety, quality, and risk management —
both as an internal leader and as an external
consultant. Her healthcare industry customers
have included multi-hospital systems, large
acute hospitals, long-term acute care facilities,
critical access hospitals, healthcare services,
and managed care organizations.

Rachel has extensive experience in standards
preparation and compliance, strategic
organizational improvement planning and
implementation, quality measurement, patient
satisfaction, and medical staff quality and peer
review.

Rachel is a graduate of Ball State University
with a bachelor of science degree in nursing,
and she earned a master of science degree in
nursing administration from Indiana University.
Rachel is a member of the American Society for
Healthcare Risk Management and the Indiana
Society for Healthcare Risk Management.
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Do you know...

 All of the risk resources available
to you as a MedPro insured?

* How to contact your clinical risk
consultant?
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Designation of Continuing Education Credit

Medical Protective is accredited by the Accreditation Council for
Continuing Medical Education (ACCME) to provide continuing
medical education for physicians.

Medical Protective designates this live activity for a maximum of
1.5 AMA PRA Category 1 Credits™. Physicians should claim only
the credit commensurate with the extent of their participation in
the activity.
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Disclosure

Medical Protective receives no commercial support from
pharmaceutical companies, biomedical device manufacturers, or
any commercial interest.

It is the policy of Medical Protective to require that all parties in
a position to influence the content of this activity disclose the
existence of any relevant financial relationship with any
commercial interest.

When there are relevant financial relationships, the individual(s)
will be listed by name, along with the name of the commercial
interest with which the person has a relationship and the nature
of the relationship.

Today's faculty, as well as CME planners, content developers,
editors, committee members and Clinical Risk Management staff
at Medical Protective have reported that they have no relevant
financial relationships with any commercial interests.
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Today'’s speaker

Barbara Montana, MD, MPH, FACP
Medical Director for the
Communicable Disease Service
New Jersey Department of Health

Barbara Montana, MD, MPH, FACP is the
Medical Director for the Communicable Disease
Service at the New Jersey Department of
Health. Dr. Montana earned her medical degree
at New York University School of Medicine and
has a Master of Public Health from the Rutgers
University-School of Public Health. She is board
certified in Internal Medicine and Infectious
Diseases and is an Adjunct Assistant Professor
in the Division of Epidemiology, Rutgers
University-School of Public Health.

Dr. Montana has expertise in vaccine-
preventable diseases, injection safety, and
healthcare-associated infections. She has
extensive experience with outbreak
investigations including the 2012 — 2013
multistate outbreak of fungal meningitis and
other infections associated with contaminated
steroid injections, and the serogroup B
meningococcal outbreak associated with a New

Jersey University.
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No conflicts to report

This presentation Is for
educational purposes only.
Consult references and
regulations for detailed
iInformation.

Many of the slides used in this presentation were provided by the Centers for
Disease Control and Prevention



Overview



Why Is injection safety on the radar?



Transition of healthcare delivery

http://www.cdc.gov/nchs/data/nhsr/nhsr027.pdf

https://www.cms.gov/CertificationandComplianc/Downloads/nursinghomedatacompendium 508.pdf
http://cdc.gov/nchs/data/databriefs/db78.pdf



http://www.cdc.gov/nchs/data/nhsr/nhsr027.pdf
https://www.cms.gov/CertificationandComplianc/Downloads/nursinghomedatacompendium_508.pdf
http://cdc.gov/nchs/data/databriefs/db78.pdf

Concerns about outpatient care



GUIDELINES



Guidelines




Guidelines for outpatient settings

http://www.cdc.gov/HAI/settings/outpatient/outpatient-settings.html
http://www.cdc.gov/hicpac/basic-infection-control-prevention-plan-2011/index.html



http://www.cdc.gov/HAI/settings/outpatient/outpatient-settings.html
http://www.cdc.gov/hicpac/basic-infection-control-prevention-plan-2011/index.html

Other guidelines



Other guidelines

United States Pharmacopeia (USP) Chapter <797>



INDJECTION SAFETY



Standard Precautions



What are safe injection practices?



Injections without infections



Safe injection practice highlights

a



OUTBREAKS



Bacterial and parasitic infections associated with
contaminated injectable medications, United States
1999 - 2009



Q

“Never Events” - HBV/HCV* outbreaks in nonhospital
settings due to unsafe injection practices, 1998 - 2008

TOTALS:

* 33 OUTBREAKS
* 60,193 PERSONS AT RISK
« 17,483 PERSONS SCREENED

» 448 OUTBREAK-ASSOCIATED
INFECTIONS




“Never Events” — HBV/HCV outbreaks in nonhospital
settings due to unsafe injection practices, 2008 - 2013

Q

: TOTALS:

. « 38 OUTBREAKS (36 non-hospital)
o - > 101,050 PERSONS NOTIFIED

: » 385 OUTBREAK-ASSOCIATED

: INFECTIONS




Unsafe injection practices: US alerts since
2001



Examples of HBV/HCV outbreaks in outpatient settings due
to unsafe injection practices since 2001

Setting site Year Virus # notified # infected




Outbreaks associated with
outpatient oncology settings

State Year Predominant Infection Type(s) No. of
Cases






Risks of medical injections in the US outside of
recognized outbreaks




Indirect transmission of pathogens via
contaminated equipment or medications




Infectious Risks of Unsafe Injections



Infectious Risks of Unsafe Injections



INVESTIGATIONS



HBV Outbreak — New York City, 2001
Private medical practice

Q



Recommendations:
* Prepare medication in clean areas away from potentially contaminated items
 Use single dose vials when available






HCV Outbreak — Nebraska, 2002
Outpatient hematology/oncology practice



HCV Outbreak — Nebraska, 2002
Outpatient hematology/oncology practice



HCV Outbreak — Nebraska, 2002
Outpatient hematology oncology practice



HCV Outbreak — Nebraska, 2002
Outpatient hematology/oncology practice



Following the Nebraska HCV outbreak: One
Survivor’s response



HCV Outbreak — Nevada, 2007
Endoscopy center






HCV Outbreak — Nevada, 2007
Endoscopy center



Drug maker to pay $285 million to settle hepatitis
lawsuits

Feds blitz: 30 days, 50 clinics

Teams of investigators swooping into Nevada to get answers




HCV Outbreak — New York, 2001 — 2008
Outpatient hemodialysis unit



HCV Outbreak — New York, 2001 — 2008
Outpatient hemodialysis unit



Assisted blood glucose monitoring



Glucose monitoring facts



Practices associated with HBV transmission during
assisted monitoring of blood glucose

~




B Hospital (2)




Insulin Pen Reuse Incidents



HBV Outbreak — North Carolina, 2009
Assisted living facility




Hepatitis B Virus Outbreak — New Jersey, 2009
Private hematology/oncology practice



HBV Outbreak — New Jersey, 2009
Private hemaology/oncology practice

Recommendations:

« “Each patient is an island”

» Appropriately space patient care areas

Do not share IV poles or chair-side tables

« Perform good hand hygiene; use gloves appropriately



Medication prepared in
hood in patient treatment
area

Syringes filled in
advance

Medication prepared using
unwrapped syringes in room
where CBCs were processed

Blood drawing Uncapped syringes for
equipment in area of flushing IVs unwrapped
medication preparation and prefilled in advance




Reused Vacutainer
holders in contact

Blood
contamination

with gauze




IV bags used as sources
of fluid to flush catheters
for multiple patients

IV bags with stoppers Single use vials stored and used
removed on subsequent days for multiple

patients




HBYV Outbreak — New Jersey, 2009
Private hematology/oncology practice

Molecular
Testing:
HBV
sequence
analysis



HBYV Outbreak — New Jersey, 2009
Private hematology/oncology practice






Klebsiella pneumoniae Outbreak - New Jersey,
2011
Private hematology/oncology practice



K. pneumoniae Outbreak — New Jersey, 2011

Case-Finding

PFGE of K.
pneumoniae clinical
specimens



IV bags used as
sources of fluid to
prepare medication
for multiple patients



K. pneumoniae Outbreak — New Jersey, 2011
Private hematology/oncology practice

Recommendations:
* Syringes should not be unwrapped or filled in advance
 For immediate use compounded sterile products, administration must begin

not later than 1 hour following the start of the preparation of compounded
sterile product (USP<797>)



K. pneumoniae Outbreak — New Jersey, 2011
Private hematology/oncology practice

O

Recommendations:

* Follow USP <797> and NIOSH guidelines regarding appropriate medication
preparation

» Single-use/Single dose vials should not be reused



Single dose/Single Use vs Multidose

O -

« Single dose/single use vials do not contain preservative



+ Matching PFGE





http://usfbreasthealth.blogspot.com/

Acute hepatitis B - Los Angeles, 2008
Long term care



Acute hepatitis B - Los Angeles, 2008
Long term care



Acute hepatitis B - Los Angeles, 2008
Long term care



Acute hepatitis B - Los Angeles, 2008
Long term care

Breaches identified



Corrective action



Spinal Injections



Spinal Injections



What are the common themes and findings?

: aseptic technigque



How much can we see?

IDENTIFIED OUTBREAKS
~—_ -




WHY DOES THIS KEEP
HAPPENING?



Dangerous Misperceptions



Why are there lapses in basic infection
prevention practices?



How common are these breaches?

http://www.cdc.gov/injectionsafety  http://www.ajicjournal.org/article/P11S0196655310008539/abstract



http://www.cdc.gov/injectionsafety
http://www.ajicjournal.org/article/PIIS0196655310008539/abstract

Injection practices among anesthesiologists



JAMA. 2010;303(22):2273-2279



Results of multi-state pilot infection control
assessments



Infection control lapses

Infection Control Category Number of Facilities with
Assessed Lapses Identified




RESOURCES



http://www.cdc.gov/injectionsafety/

www.oneandonlycampaign.org



www.ONEandONLYcampaign.org







Oklahoma State Dept. of Health



What questions do
you have?

Thank You!



Disclaimer

The information contained herein and presented by the
speaker is based on sources believed to be accurate at
the time they were referenced. The speaker has made a
reasonable effort to ensure the accuracy of the
information presented; however, no warranty or
representation is made as to such accuracy. The speaker
IS not engaged in rendering legal or other professional
services. If legal advice or other expert legal assistance
IS required, the services of an attorney or other
competent legal professional should be sought.
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THANK YOU for your participation!

Thank you for participating in this live
webinar educational activity today.

Please take the time to complete the
evaluation to assist us in designing future
educational events. Completion of the
evaluation is a requirement for those
interested in claiming continuing education
credits.
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