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Abbreviations
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Glossary

Additional Precautions (APYhe precautions (i.e., Contact Precautions, Droplet Precautions, Airborne
Precautions) that are necessary idéion to Routine Practices for certain pathogens or clinical
presentations. These precautions are based on the method of transmission (e.g., contact, droplet, airborne).

Administrative ControlsMeasures put in place to reduce the risk of infection taffsbr to patients
(e.g., infection prevention and contrplotocolsandprocedures, educatioandtraining).

Airborne PrecautionsPrecautions that are used in addition to Routine Practices for patients known or
suspected of having an illness transmittegtheairborne route(i.e., by small droplet nuclei that remain
suspended in the air and may be inhaled by others).

Alcohotbased Hand Rub (ABHRA liquid, gel or foam formulation of alcohol (e.g. ethanol,
isopropanol) which is used to reduce the number of microorganisms on hands in clinical situations when
the hands are not visibly soiled.

Antibiotic-resistant Organism (AROXA microorganism thizhas developed resistance to the action of
several antimicrobial agents and that is of special clinical or epidemiological significance (e.g., ESBL,
MRSA, VRE).

Audit: See IPAC Audit
Champion:ln infection prevention and controfpinion leaders modelinthe right behaviour

Certification in Reprocessing@uccessfulampletionof a recognized certification course in reprocessing
practices administered by an accredited body, such as the Canadian Standards Association (CSA).

Clostridium difficile(C.difficile): Clostridium difficileauses antibioti@ssociatedolitis or
pseudomembranous colitis and is the most important cause of healthasseciated infectious

diarrhea.C. difficileproduces hardy spores that are resistant to destruction by méweynicals used for
cleaning and disinfection. Spores are shed in faeces, live in the environment for a long time, and may be
transferred via the hands of health care workers

Contact PrecautiongPrecautions that are used in addition to Routine Practioegatients known or
suspected of having an infection that can be transmittedliogct or indirect contact

Contractor:An individual or employer hired under contract to provide materials or services to another
individual or employerkor the purposes dhis document, contractors are included &&aff

Culture ofIPACSafety The shared commitmerand demonstrated values, attitudes and actimis
health careorganization leadersandstaffthat support the belief thathe work environment iso be
safe from infection acquisition and transmission.

Denominator:In epidemiologythe population at risk.

Droplet PrecautionsPrecautions that are used in addition to Routine Practices for patients known or
suspected of having an infection that can be sanitted by large infectious droplets

Emergency Response Plan @R coordinated approach to the preparation for disasters and
emergencies.
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Engineering Controld¥lechanical measurea$at areput in place to reduce the risk of infection to staff
or patients (e.g., heating, ventilation and air conditioning systems, room design, placement of hand
washing sinks).

Fit-test: A qualitative or quantitative method to evaluate the fit of a specific make, model and s&e of
N95respirator on an individuaFit-testing is to be done periodically, at least every two years and
whenever there is a change in respirator face pie
the respirator fit.

Goals:Desired endpoints in organizational developmen&oalscan be longerm, intermediate, or
short-term.

Hand Care Program key component of hand hygiene that includes hand care assesdraalth care
workereducation, provision of hand moisturizing products and provision of ABHR that contains an emollient.

Hand Hygiene: A general term referring to any action of hand cleaning. Hand hygiene relates to the
removal of visible soil and removal or killing of transientroorganisms from the handsaHld hygiene
may be accomplishedsing an alcohdbased hand rub or soap and running water.

Hand Washing:The physical removal of microorganisms from the hands using soap (plain or
antimicrobial) and running water

Health Careassociated Infection (HAIAN infection associated with thaelivery of health care that was
not present prior to receiving health care.

Health Care FacilityA set of physical infrastructure elements supporting the delivery of healdted
service i . e. , “ tAhhealthocare fhcdity dogs'hdt inclidpatient s h o me

Health CareOrganization Anyfacility, corporation, agency, association, consortium or company where
health cares provided Thisincludesorganizatiors where emergency care is provided, hospitals,
complex continuing care, rehabilttan hospitals, longerm care homes, mental health facilities,
outpatient clinics, community health centres and clinics, physician offices, dental offices, independent
health facilities, oubf-hospital premises, offices of other health professionals liputealth clinics and
home health care

Health Care Worke(HCW) An ndividual who workin a health car@rganizationand has direct

contact with patientsincluding but not limited ta nurse, physician, dentist, nurse practitioner,

paramedic and sometimes emergency first responder, allied health professional, unregutaiiul

care worker clinical instructor and student, housekeeping staff and volurgééolunteers are

individualswhaovor k wi t hout pay and are part of an organi z
workers have varying degrees of responsibility related to the work they do, depending on their level of
education and their specific job/responsibilities.

Home CareThedelivery of a wide range of health care and support services to clients/patients for
health restoration, health promotion, health maintenance, respite, palliation and for prevention/delay
in admission to longerm residential care. Home care is delivergldere clients/patients reside (e.g.,
homes, retirement homes, group homes and hospjices

Infection Prevention and ControlPAQ: The discipline concerned with preventing health ecare
associated infection.
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Infection Prevention and Control (IPAC) Canadaprofessional organization of persons engaged in
IPAC activities in health care settings. IPAC Canada members include infection prevention and control
professionals from a number of related specialties includingingrgpidemiolog, medicine laboratory
technology angublic health as well agndustry. The IPAC Canada website is locateg @it

Internal Audit: An auditcarried out by individuals who work in the health carganization

IPAC AuditA comprehensive and objective evaluation of the design and effectiveness of a health care
organizaton s | PAC program against an approved standard

IPAC ProgramAunit in the health care organization that specializes in infection prevention and control
and which is administered by a team of individuals VilRAGraining and expertise.

IPAC StandardAn overarching requirement of a particular attribute of the IPAC program.

Leadership Thestate or position of being a leader afgroup of people or aarganization, or the ability
to do this.

Manager:A personwho has accountability and responsibility mministeing and/or supervifmgthe
operationalaffairs ofa health carerganizationand/or who has authority ovestaff.

Measurable ObjectivesSpecific, measurable steps that can be taken to meet a goal.

Methicillin-resistantStaphylococcus aure8RSA)A strain of Staphylococcus auretisat is resistant
to betalactam antibiotics, such aso&acillin and cephalosporins.

N95 RespiratorA per®nal protective device that is worn on the face and covers the nose and mouth to
reduce the wearer’'s ri sk o-Certifiech NOa rfegpiratgr fileelis patides ne par
one micron in size, has 95% filter efficiency and provides afaghdl seal with less than 10% leak.

Numerator: Each event that occu@mong a population at risthe denominator)or the eventunder
surveillance.

Occupational HealttserviceOHS)Preventive and therapeutic servicpsovidedin the workplace by
trained occupational health professionals, e.g., nurses, hygienists, physicians

Outbreak Management Team (OMTA: multidisciplinary committee thatas the authority to
implementchanges in practice or take other actions that are required to control abreak.

Outcome SurveillanceSurveillance used to measure outcomes that can be attributed to care in a health
care organization (e.g., health caassociated infectionspn example of outcome surveillance related
to the IPAC prograrns surveillance of iefction rates.

Patient: For the purpose of this document, the terfrpatient’ includes clients, patienisesidentsand
others receiving health care

Performance IndicatorA quantifiable measurement that reflects the critical success factoashefalth
careorganization Performance indicators are related HBAC progrargoals or objectives and provide a
means for tracking performance against that goal or objective, in order to guide action toward
improvement and enhancement.

Personal Protectivé&Equipment (PPEXIothing or equipment worn for protection against hazards.

Policy:The documented principles by whiarhealth carerganizatioris guided in its management of affairs.
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Process Surveillanc&urveillance used to assess or measure processes (things done to or for a
client/patient/resident during their encounter with the health care system). An example of process
surveillance related tthe IPAC prograns the assessment of compliance wiphocedures and/or
standards opractice,e.g., by conducting planned audits

Rationale When applied to an IPAC standarde tientificanalysis, evidence, best practice or guidance
to support or validatehe standard.

Risk:IPAGrelatedthreatsor negative atcomes that can be expected to occur if a particular operation
or practicedoes not meet the standard (i.@snot performed or is performed incorrecily

Scope For the purpose of this documente breadthof the IPAGrogram encompassingie extentof
the area, subject mattetarget audienceand/or stakeholders

Staff: Anyone conductingaid activities ina health care organizatigincluding but not limited to,
health careworkers and contract workerSee alsdHealth CaréVorkers

SupervisorAnyone who directs the work of anothemployee

Surge Capacity&ufficient capacity or appropriate resources for elayday operation and an ability to
redirect resources in a time of need.

S.W.O.T Analysig structured planning method used to evaluate the strengths, weaknesses,
opportunities and threats involved in a project or program.

Syndromic Surveillanceéfhe detection obigns and symptoms of infectious disest are discernible
before confirmeddboratory diagnoses are made.

Vancomycinresistant Enterococci (VRBtrains oEnterococcus faeciuor Enterococcus faecalisat
are resistant to vancomycin and/or contain the resistance genes vanA or vanB.

Visitor: Any persorin the health car@rganizatiorwho is not under the direct control of the employer.

Work-life: The practice of providing initiatives designed to create a more flexible, supportive work
environment, enablingtaffto focus on work tasks while at work.
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Executive Summary

Hedth careassociated infections (HAIS) are defined as infections that ac@sgsociation with, or

relatedto, the provision of health car&xamples of HAIs include bloodstream infections, {sasgical

infections, urinary tract infections angheumonia elated to the use of a ventilatom recent years,

novel and imported infectious diseases such as severe acute respiratory syndrome (SARS) and pandemic
H1N1 influenza have alé®en transmittedwithin Canadian health care organizatiasd in such cases

have been classifieds HAIs.

HAIs are often associated with increased morbidity and mortality, contributing to approximately one
third of unexpected irhospital deathsThey remain an important patient safety and quality issue,
representing a significardverse outcome of health care. In both acute and fargn care, outbreaks
result in significant costio the health care organization.

It is estimated that up to 70% of HAIs are preventable. The land8tady on the Efficacy of Nosocomial
Infection Contol (SENIQ)roject estimated that onghird of HAls in hospitals could be prevented if the
essential components required farfection prevention and controlRAQ programs were implemented.
IPAC programs that have the required expertise and resourdkeassist and support the organization to
improve patient safety by protecting patients, health care workers, visitors and others from HAIs, with
the added benefit of reducing costs to the health care system. A properly resourced and effectively
functioning IPAC program is essential to improving patient and healthvearier safety.

In 2010, the Public Health Agency of Canada (PHAC) outlined the human and economic burden of HAIs,
demonstrating the rationale and need for appropriate and adequas®aurces for IPAC programs.

Recent data, however, indicate that IPAC programs in Canada and other countries are deficient in the
essential resources and components required to be effective.

The purpose of taIPAC BhgramSandard is todescribe the cultte, scopeand foundational framework
necessary for the development of a successful IPAC progsarthesiing best practicesguidelines and
recommendationgrom Canadiarfnational and provincial) bodiemd international agencies, as well as
incorporaing significant findings from the current scientific literatuRecommendations fromhe
following organizations have been used to support individual standards:

Accreditation Canada

Canadian Standards Association (CSA)

Public Health Agency of Canada (PHAC)

Provincial Infectious Diseases Advisory Committee (PIDAC)
Provincial Infection Control Network (PICNet)

National Institute for Health and Clinical Excellence (NICE)
Society for Healthcare Epidemiology of America (SHEA)
Association for Professionals indnfion Control and Epidemiology (APIC)
World Health Organization (WHO)

International Society for Quality in Health Care (ISQua)
National/Provincial/Territorial Acts and Regulations

With a national voiceepresenting IPAC professionals in all sectors olthe&are across all provinces
and territories, IPAC Canada is a leader in the promotidRAC prograrbest practicesand isuniquely
placed to develop and promote a national IPAC program standard
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ThisIPAC prograrstandardis targeted tosenior leaders engaged with the IPAC program in the health
care organization and IPAC program stafii¢e as a reouce:

for prioritizing and developintheir IPAC program;
as a way to obtain senior management support for the IPAC program;

to ensure onsistency in the recommended program elements across all Canadian health
care settings; and

to engag in strategic planning activities for the future

Thisstandard was developed byndPAC Canadammmitteewith input from provincial and national IPAC
leaders.The intent of the document is to bring together IPAC program elements from national and
provincial bodies as well as supporting evidence from the current IPAC literature into a single standard
that canbe used by IPAC professionals as they build and manage their IPAC program.

Thisdocumenthasundergone rigorous review froinfection prevention and control authoritiescross the
continuum of care, including | PAganderagramglaad Psojecst andar
Committee, and is aligned with requirements from Accreditation Carfadapplement to this standard is

availdble on request, which provides documentation on the development process for the standard including
literature searchks, stakeholder review processand the process for risk grading of standards

IPAC CANADAThe IPAC ProgramStandard Page1l5



A. Introduction

Background

Healthcare-associated infectiondHAI3 are defined asnfections that
occur in association with, or related to, the provision of health care

Examples of HAIs includebtistream infections, posturgical Health careassociated
infections, urinary tract infections and pneumonia related to the usq| Infections (HAIs)

of a ventilator HAls remain a patient safety issue and representa fl| Impact the health care
significant adverse outcome of thedlth care systemy® system in terms of cost,

. . o . ) morbidity and
It is estimated that 3% to@®% of hospitalized patients acquire an mortality.

infection after admission to hospitaF It has also been shown tha
patients withan HAI remain in hospital longer on average than
patients without infection® 1°

HAlsare often associated with increased morbidity and mortakipntributingto approximately one

third of unexpected irhospital deaths! Based on U.S. estimates of infectimmd using the observed
incidence of HAIs and the average number of hospital discharges, it has been estimated that 220,000
incidents of HAI occur each year in Canada, resulting in more than 8,000 éfeaths.

HAIs have a significant impact on health care spending as a reputtlohged hospital sta§1°13
readmission$andincreasing consumption of costly resourcdest? Estimates suggest thatfections
with AROs add betwee@AD$39 and $52 million annually to hospitalization costs in Caffada.

In longterm care, outbreaks result in significant cett the organizationt>'8 Estimates of the rates of
HAKin longterm cae homes range from 1.8 to 13.5 per 1,000 patient care dahich is compaable
to that in the hospital setting?

Purpose of the IPAC Program

It is estimated that up to 70% of HAIs are preventabt&®> Many

studies haveutlined the human and economic burden of HAIs,

demonstrating the rationale and need for appropriate and adequat@| Effective IPAC
resources for infection prevention and control (IPAC) progréms. programs have been
effective IPAC program can reduce burden associated with HAI% shown to decrease
2Tresulting in fewer HAR* reduced length of hospital stadyless rates of HAls.
antimicrobial resistanc@andlower costs related to treatment for

infections3

With changing trends in health care that have resulted in the provision of complex treatments avitside
the acute care setting (e.g., ambulatory care, physician afficegterm careand home settings), there

is a need for IPAC programs that span the continuum of healthorgemizatios. In longterm care, a

2005 survey showed that IPAC resources prodiramming fell far short of the suggestions of Canadian
andU.S.experts®

To improve health care safety and c@dticiencies, appropriately resourced IPAC programs must be a
standard of practicé® IPAC programs that have the required expertiad eesources will assist and
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support the organization to improve patient safety by protecting patiehéglth care workes, visitors
and others from HAIs, with the added benefit of reducing costs to the health care sy$t€m.

IPAC Program Standard

There ardew recentpublicationsthat provide sounckvidencethat .
can be used to determine which components are essential for IPAC
programs in terms of effectiveness in reducing the risk of infectiogs Why do we need an
at the national level or at the local level of the health care IPAC Program
organization There isalsoa lack ofconsensus about what Standard?
constitutesessential componentsf an IPAC prograii Publications
from scientific societiegrovincial agenciesr otherexpertgroups
provide suggesvns for IPAC prograsomponents based on expertise or other ration&@@eme
examples include:

Accreditation Canadadnfection Prevention and Control Standardsgailable at:

Public Health Agency of CanadrRoutine Practices and

Additional Precautions for Healthcare Settings (2013 What is_ th'e role of
available at; Accreditation Canada

and other bodies in the
development of this
IPAC Program
Standard?

Provincial Infectious DiseasAsdvisory Committee
(Ontario):Best Practices for Infiion Prevention and
Control Programs in Ontario in All Health Care Setting
available at:

World Health Organizatior€ore Components for Infection Prevention and Control
Programmesavailable at:

APICIPAC Canadé#nfectionPreventionControl andEpidemiologyProfessional and Practice
Standardsavailable atf

A distinction may be made betweéehe respective roles of national and local programs in order to
determine essentidlPAGQrogram component¥:

The nationalevel authority is responsible for the development and dissemination of

national technical guidelines using the best evidence available for the basic set of guidelines.
The health care organization adapts anmplements national technical guidelines to the

local level.

The nationalevel health authority should, directly or by delegation, regulate, provide
guidance, promote and supesa compliance with regulations.

At the locallevel (healthcareorganization), care must be provided in a safe and efficient
manner for patientsstaff and others.

ThelPAC progransomponents of nationalevel and localevel programs should be
aligned and consistent
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http://www.phac-aspc.gc.ca/nois-sinp/guide/summary-sommaire/tihs-tims-eng.php
http://www.publichealthontario.ca/en/eRepository/BP_IPAC_Ontario_HCSettings_2012.pdf
http://apps.who.int/iris/bitstream/10665/69982/1/WHO_HSE_EPR_2009.1_eng.pdf
http://ipac-canada.org/photos/custom/OldSite/pdf/08PPS.pdf

Standards are authoritative statements that reflect the
expectations, values and priorities of the professidwhen applied
to an individual, astandard is a expectedand achievable level of
performance against which actual ff@rmancecan be compared®

Why should IPAC
Canada lead in the

Selfregulating professions are ctaterized by standards of development of an
practice, basean the values of the profession IPAC Prgram
Standard?

Very fewprofessional organizatioria Canada are in a position or
have the expertise to develoand promote a national IPAC program
standard.With a national voiceepresentingnfection prevention and control professionals in all sectors

of health care across all provinces and territories, IPAC Canada is a leader in the promotion of IPAC best
practicesandable to identify standards that are part of effective IPAC programs

ThelPAC program standard draws together the available resources, scientific studies, guidelines and
recommendations available in Canada related to the development, implementation and evaluation of

IPAC programs across the continuum of cd@te implementatm of | PAC Canada’ s prog
will contribute to continuous safe patient care and IPAC practice in Canada.

Auditing the IPAC Progna

AnIPAC program audit is a comprehensive and objective evaluation of the design and effectiveness

of a health care organization’' s AuditnhGhepgPAGgr am agali
program is an opportunity to assess tHeACculture, scope angrogram elementsn a health care

organization to implement changes and to introduce remedial measures in collaboration with

various departments and servicés.

Staff and managers who are engaged and who actively participate in the IPAC program will be successful
in improving IPAC processes and in reducing #MRssults of audit activities that are fed back to
managers and staff will drive improvements and develop teamwotk.

The data derived from audits can be oabeaiwsltt o direc
also will assist in meeting the needs of the organization in relation to IPAC standards and safer health

care practices. Modification of practice and subsequent demonstration of improvement in IPAC
processesand ut comes ‘ clloosoeps’’. tThhei saucdyictl € is repeated wur
fulfilled and outcomes are satisfactot$The nfection control professional (ICP) who undertakes audits

will act as a role model and change agént.

There are no current resources in Canadat fiie@vide an audit tool for infection control
professionals to audit their IPAC programP A C C lPA@rdgaam Audit ToqPAP) (prepared in
conjunction with this documengssesses whether the IPAC program standards have been met. The
PATP has beemublished as a separate document, togethethwdan auditing annexiuditing the

Infection Prevention and Control (IPAC) ProgiBath the PAP andthe auditing annexmay be found on
the IPAC Canada website ait .
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B. IPAC Program Standard

ThelPAC program standard has been developed in three sectidASCulture,IPAC PrograrScope and
the IPAC Program Foundational Framework. Each section addresses fundamental aspects of infection

prevention and contrglas illustrated below.

WHY WHO HOW
isthe IPAC doesthe IPAC isthe IPAC
program program program
important? impact? delivered?
IPAC IPACPROGRAN IPAC PROGRAI
CULTURE SCOPE FRAMEWORK

1.0 Culture ofIPACSafetyin the Health Caredrganization

A culture of IPAC safety in a health carganizations the shared commitment and demonstrated

values, attitudes and actions of a health carganization s

| eader s

and

the health careenvironment igo be safe from infection acquisition and transmission.

1.1 IPAC Culture

The health carerganizationengages staff, physicians and
volunteers in promoting an IPAC culture within thganization®

) O! # #5, 452

46491t has been demonstrated that one dfé significant predictors A IsthelPAC

of adherence to IPAC practices is active involvement and program
commitment of senior administration to safet{Partnership and |mpor'§ant_ to the
collaboration with internal stakeholders is key to developing and p organlzatlon_?
disseminating guidelines and best practices within a health care A Is there senior
organizationThe IPAC team works with its partners to implement management
IPAC activities, education and awareness campaigns, such as Isg,zrc)lgrrtofgc;grlﬂ:]e’?
participation in Infection Control Weedctivities A Canthe IPAC

An IPAC culteris embedded within the organization when the
vision for a riskree health care environment and associated
reduction in HAls is communicated to all stakeholders and staff
through effective leadership’;>> with opencommunication among
all caregivers regarding IPAC initiativéShared accountability has

programA A O &
in the health care
organization?
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been identified as critical to a sustained organizationdtuce change for IPA@rograms> Evidence of
the IPAC culture is apparent when there is a communal responsibility for the IPAC prddess

organi zation’s | eader s atthoandsafetyi reqarenentsathrodighoottitee | I PAC
organizationWheninfection prevention becomes part of the culture, there is reduced infection risk
and improved patient safety. 52

STANDARD Thehealth careorganizatiorQ & f S| R S Bl cdmyhiicatel |
modeland be actively involved, engaged and committed in
developng and maintaining a culture of infection prevention
throughout the organization

Supporting PHACPIDAC, WHO, Auditor General of Alberta, Friedman
Rationalé

1.2 IPACProgramMission, Vision and Values

Preventing infections ipatientsis a shared vision and goal of all who work in health care. H&fmes
insists that all staff must understand their role witsspect tothe IPACQorogram supported by
widespread multidisciplinary engagement, with a clear message that everyone éngheization
matters and everyone is responsible for preventing infections. This shared purpsts® backing and
leadership of he Board and senior managemetit

ThelPAC prograrhas aclear vision and purpose or mission that:

is consistent with the organization’s missio
provides the basis for thlPAQ r o g r a m’ snd dilecionn i n g
is communicated to stakeholders; and

is regularly reviewed.

Theorganizationis responsibly governed to meet its definlAC prograrpurposes and objectives. The
governingBoardidentifiesthe IPAC prograras critical in therganizatiors strategic plan to improve

guality and patient safetyAnnual operational plans support the achievementofthE AC pr ogr am’ s
strategic plan, goals and objectives, and guide-taglay operationsThere is a culture of endorsement
andaccountabilitythroughadministrativeand Boardlevelsupport forlIPAC proggm goals and priorities

in the organizatior’

STANDARR There shall be a clear vision afbardlevel support forthe IPAC
programin the health careorganization

Supporting Jarvis, Holmes
Rationale

" Supporting Rationale for the standard is the provincial, national or international body and/or scientific evidence that
support the standard. References are included in the text. Abbreviations may be found in the glossary.
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1.3 IPAC Progranr€hampions and Role Models

Champions and role models are opinion leaders modeling the right behaitibas been shown that
staff compliance is significantly influenced by thehaviorof other health care workes.>®%° This
includes medical staff engaged to champiba IPAC progranBy being role models for best practices,
these champions takpersonal responsibility and hold others accountable as parhafrganization s
internal responsibility systerff.Specific key champions are used, depending on the nature of the
initiative and the location of the initiative (e.g., hospital unit, departméht).

Once primary beliefs are identified, persuasive communication can be effective in charftanplfé ¢ as
demonstrated in recent years with organizatiide hand hygiene strategies. An essential component in the
success of an effective hand hygiene program is the promotion of hand hygiene lpyi@hsuand role
model$*®within the health care organizatioit.nas been shown that havitgnd hygiene champions and
role models will have a positive impact on the motivation of staff and may reduce infectiorf%&tésin

two published studiesf interventions to improve IPAC practices, the authors reported both a sustained
improvement in practices and a subsequsignificant reduction in HAI$.”2 These studies shared a

common emphasis on changing the organizational culture and expectations and included eliciting the
support of thought leaders, who championed the imentions in the work setting

STANDARDB IPAC progranactivities and awareness campaigns shall be develop
through partnership and collaboration with key stakeholders

Supporting Accreditaton Canada RequiremerBHACWHO, Boyce

Rationale

STANDARB An IPAC culture shall be promoted within thealth careorganization
through the engagement of staffphysiciansvolunteers, champions
and role models

Supporting Accreditation CanadagQuirement,PHACWHQ Boyce
Rationale

1.4 IPAC Culture of Learning in tif@rganization

The organization promotes a culture of learning in relatioth® IPAC prograrand ensures staff have
time to participate in IPAC training and educatféri® An organization is fulfilling its Wotke strategies
(seesection 1.6, beloywvhen resources are provided for staff to do their jobs and when continued
competence is supported through educatiéBy following the recommended IPA@tocolsand best
practices as taught, staff take pride in practicing good infection prevention and control as part of their
daily routine?’ TheWorld Health Organization (WHO) identifies training (skills and curriculum) of IPAC
professionals and health care workers as a pridfity.

For more information regarding IPAC edtion, see sectio.2,IPAC Education
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STANDARDB There shall be a culture of learning in the health care organization tha
supports IPAC education for managers, staff and volunteers.

Supporting Accreditation Canada RequiremeRtHACPIDACWHO, NICE
Rationale

15 IPACWNork-life

Work-life is“the practice of providing initiatives designed to create a more flexible, supportive work
environment, enabling employees to focus on work tasks while atwéiWork-life effectiveness is a
specific set of organizational practicgsotocols programs and a philosophy that recomnaisn
aggressive support for the efforts of everyone who works to achieve success both at work and at
home/’® Thisincludesa strong commitment from management to organizational quality of wisek?;
making the work culture more supportiveé safe work improvement activitiés adding programs to
meet life event needsensuring that policies give staff as much control as possible over theirdives
using flexible work prdices as a strategy to meet the needs of both staff and workplace.

There is growing evidence that indicates that quality care is dependent upon a healthy and safe
workforce and environmentA health carerganizationthat supports worklife will valuestaff safety A
healthy and safe work environment is identified as a strategic priéftity.

Health and wellness programs as a part of wiii include manyPAC progrannitiatives for the
prevention of illness and injury to staff:

IPAC prograrprotocolsand procedureshat comply with relevant legislatioare in place to
protect staft

Healthcare workers are trained in risk assessment and use of personal protective
equipment (PPE)s well as other safety equipment as required (e.g., hard hats and boots
when inspecting a construction site)

Access to research and best practice informatielated to staff safetys available

Resources are in place to protect stiffm infectious disease®.g., PPE, hand hygiene
equipment, immunization programsharps safety initiativés

Protocolsare availabldor management ostaff exposures, if they oceu
Incidentsare investigated to prevent recurrencie(, incident investigation)

Action is taken to deal with neocompliarceissuegelating to the IPAC program

STANDARBD Thehealth careorganization shall demonstrate commitment to wotlife
strategies for the prevention of stafhfections

Supporting Accreditation CanadBequirement

Rationale
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1.6 PatientSafety

Patientsafety is a strategic priority for theealth careorganization The critical rol¢hat the IPAC
program playss recognized by accreditation organizations, whose patient safety goal is to reduce the
risk of HAls and their impact across the continuum of ¢are.

Clinical quality and patient safety have become a focus of governing boards of health care organizations
in Canadd®The governing body is ultimately accountable for the quality and safety afrfenizatiors
services. It plays an important role in promoting an organizational culture that enhpatiest

safety’® Organizations are more likely to make safety and quality improvement a central feature if the
governing body is aware of client safety issued Eads the quality improvement efforté Outcomes

and processes of care are improved igamizations where the governing bodigivelyengaged in

patient safety’*

Many elements bthe IPACprogram areviewed as indicatarof quality of careé’® Adherence tchand

hygiene and medical equipment cleaning and disinfection/sterilization procedures are examples of

practices that may result in infection if best practices are fatibwed. Infection ratesand the results

of IPAQprocess auditaire key indicators to providesoh at t he organi zation’ s Bo.
managemenian measure if care improving

ThelPAGprogrami s r ol e i n pat i entpaterdsthenisgivegaswelbak family ai med at
members and visitors to therganization Examples of IPASEograminterventionsrelated to patient
safetyinclude:

screening and risk assessmexitadmission and entrge.g.,to determine placement,
personal protective equipment (PPieeds(if any) and/or requirement for Additional
Precaution}

provision of information about Routine Practices, Additional Precautions, hand hygiene and
PPE in a format that is easy to understand (e.g., fact sheets, brochures, individual
instruction) and

access to hand hygiene resources and PPE as required.

Opportunitiesmay beprovided for patients to become involved with planning and decisiafking on
quality improvement activities related the IPAC progranif appropriate® This might be done using a
patient ombudsman, through patiesurveys antbr patient feedback during outbreak investigations and
root-cause analyses

STANDARD Patient safetyrelated tothe IPAC progranshall be a strategic priority
for the health careorganization

Supporting Accreditation Canadagquirement PHAC
Rationale
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2.0 Scope of the IPAC Program

The scope of the IPAC program may be defined abrisedth of the program and the extent of the
target population or stakeholders impacted onby the IPAC program.

2.1 IPACProgramimpact, Collaboration andEngagement

2.1.1 IPACPROGRANSTAKEHOLDERS

The IPAC program addresses the needs and requirements of bot
internal and external stakeholderBvery IPAC program assesses
who its stakeholders are, determines how to meet their needs an
implements an IPAC program suited to those ne€d@ecision
making processes are based on review of current population trengls
(e.g., demographic shift), with target populations identified for
preventive interventions? Epidemiological datare also analyzed to

IPACPROGRAM
34! +%(/ , $ %2

A WHOdoes the
IPAC program

2
inform IPAQxrogramprocesses and practice reiag) to trends and . reach:

. : . ) ; A_WHATare the
shifts in the organization’s emol%ra}g I"cs.

internal an

There is a process to identify, assess and evaluate thepii®g@am external
needs of stakeholders inside and outside tigalth careorganization. boundaries of the
Internal and external stakeholders are those who arganted by IPAC IPAC program?

issuesWritten protocolsand procedures for all kdiPAC program
functions and processes are developed with the input of internal an
external stakeholders as appropriate and are used to guide the work of the IPAC pfbgram

Internal stakeholders include staffatientsand otheswho functionwithin the health care
organization Assessingternal stakeholder needs might take the form of pend posttest questions,
questionnaires or surveys administered to sf&ffesults of environmental scansr pilot studies and
reviews to identiffengagement strategies and program neé#&*

A heal t h c arlRAC@roggam alsoingpacin ather health careagencies and organizations
such as ambulatory clinics, public health units, hospitals-leng care homes, physician offices and/or
home health care. For example, the implementation of a fhstharge surgical site surveillance
programrequirescollaboration with physician offices and home health care services. In these cases,
periodic practiceaudits (e.g., telephoniemail surveys) and evaluation may be used to asfess
programknowledge and adherence t8AC programecommendationsn the community®

IPAC progrargtakeholder needsire reassessedccading to jurisdictional requirements greriodically
as determined in agreement with stakeholdeis be sure that they are still being met. Continuous
feedback and communication are important to ensure that the IPAC program is meeting its goals
establisting effective relationships anshtisfying the needs of its stakeholdé&?sf possible, a system to
measure improvements in environmental standards, clinical practice aademess othe IPAC
programisincorporated among health carerganization s st ak'éhol der s .

There is a process to provitlRRAC prograrfeedback to the stakeholders within the organization. This
may be done through formal means, reports from audits and outbreaks, or through informal bulletins,
newslettersandthrogh t he organi zation’s intranet.
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STANDARB ThelPAC programmeeds of internal and external stakeholders are
identified, assessed, evaluated and reassessed on a regular basis.

Supporting Accreditation Canada RequiremeRt-HACPIDAC
Rationale

2.1.2 IPACPROGRAMIASON AND COLLABORAY'1O

The IPAC prograhas a relationship to all other departments within
the organization. Optimal relationships are built and maintainé@tio
and outsidethe IPAC prograrte.g., occupationaldalth, public health).
There isa communicationprocessaddressing both interngvithin the
organizationnd externale.g., public health, other health care
organizationstommunicatioson IPAC issues and other relevant
health information® There is transparent communication of all

IPACPROGRAM
#1,, 1" 21 4)

A HOWdoes the
IPAC program

: . reach its
relevant surveillance data to staff and patients stakeholders?
There is clear communication with all stafgtientsand caregivers A HOWdoes the
throughout the care pathway about HAIs, infection risks and how fp IPAC program
prevent HAIs, to reduce harm from infectiétf! Coordinated work with its
regional or national approaches to IP&8uegesult in partners?

standardization of processes and allow comparison of outcomes,
validation of methodologies and benchmarkifig-heorganization s
IPAC prograrservesas an important link in regional systeiit

IPAC prograrissues are incorporated as a standing agenda item for

other committeest’ Where IPAC programs overlap with other IPACPROGRAM

programs, there may be mutual benefit to having an infection controf| o5 ' 1 ' o5- 0. 4
professional (I CP) sit on theflother departngent’s
versa. Multidisciplinary departmental teams, such ascaticare’? 8% % A HOWare

paediatric§! and respiratory therapy can benefit from arlCPon the stakeholders

team due to improved communication, input into the decision makin affected by the

process and reinforcement tPAC prograrimitiatives 57 8% 93 IPAC program?

Of paticular importance igollaborationbetweeninternal and external
partners during outbreaks or public health evefft€bllaboration between the IPAC program and

appropriate local and provincial public health departments for reporting of communicable diseases assist
with the control of infetious disease¥. Timely communication assists organizations in determining

priorities, preventing further cases of infection, effectively controlling clusters/outbreaks and minimizing the
impact of the event! Health careorganizatiors haveestablished procedures for receiving and responding
appropriately to all internationanational, provincial, regional and local health notitegortanthealth
noticesare communicategromptly to all staff responsible for case finding/surveillance rguilar updates
areprovided.*’
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STANDARD The IPAC program shall collaborate and liaise with internal and
external partners

Supporting Accreditation CanadagQuirement PHAC
Rationale

STANDARDoL  ThelPAC program shall have a communications process to
disseminatetimely and/or critical IPAC information tanternal and
external partners.

Supporting Accrediation Canad&kequirement, PIDAGHAC
Rationale

2.2 IPAC Education

Education and training are provided throughout the organization to promote and enhance a culture of
client and familycentered car€? IPAC training and education that relates specifically to patient safety is
provided at least annually to managers, staff and volunté&féPatients face a higher risk of serious
infection in organizations withowt structurediPAGzeducation program that sets learning expectations,
providestraining andauditscompliancewith IPAC practice®

2.2.1 IPAC STAFF EOATION IN THE ORGAATION

It is an expectation that staff and service providershe health care
organizatiorhave the knowledge, skills and training required to
consistently implement effective IPAC practices in their area of WHAT is the scope of
work, as appropriaté” 3 * The organization's mulfaceted IPAC education?
approach tathe IPAC progra includes an education program
tailored to itsIPAC programriorities, services angatient
populations?® ®that is directed to all who work in the organizatibhIPAC educational programs meet
the needs of the audience for which they are git/eand are flexible enough to provide learning
experiences for people i a wide range of educational backgrourfdg? particularly those providing
direct patient care Staff not engaged in patient care will benefit from education on basic hggie
practices immunization and attendance managememobtocolsregarding staff iliness.

Staff working in clinical areas have allocated time to achieve the
IPAC education that is requirédiln some provinces, periodic IPAC _
training and education are mandatory for all employ&&sm some WHENIs IPAC
jurisdictions, attendance at IPAC education is documented and education delivered?
reported back to the manager
performance review’

IPAC CANADAThe IPAC ProgramStandard Page 26



STANDARDI11L An IPAC education program shall be provided annuadlyd
periodically as requiredto all staff working in the health care
organization

Supporting Accreditation Canada RequiremeRt-HACPIDAC
Rationale

2.2.2 IPAC EDUCATIGN PROGRAM CONTENT

The content of the IPAC education prograariesas determined by
the needs of the organization and the scope of its services.
Depending on the IPAC program objectives, the IPAC education
program covestopics such afPAC programrotocolsand
procedures, IPAC core competencies for staff, and commas HA
affecting the organizatio®® The IPAC prograaiso workswith local health partners (e.g., public health)

to capture and integrate into the education program content the lessons learned from the management
of major infection outbreaks and other HAI incidefits.

WHAT does IPAC

education include?

As a minimum, the IPAC education program incléitles
critical IPAC assessment skills / riskeasment

IPACprograb asi ¢ standards of pf&ctice (“core c¢omj
A hand-hygiene for staff, service providers, and volunté&rs

concepts of Routine Practicés

concepts of Additional Precautions

appropriate use of PPE

safe management of sharps

health care workemmmunization

work restrictions due to infectious diseases

equipment cleaning and disinfection/sterilizatitn

environmental cleaning

D> D> D> >

basic microbiology and transmission of microorganisms
how and when to report IPAflated incidents, injuries and issues of concern;

information on common HAIs affecting the organization (ergthicillin-resistant
Staphylococcus aure@®RSA, vancomyciAesistant enterococcMRE, Aostridiumdifficile
infection (CD), deviceassociated infectionsand

additional IPAC resources available, both within and outside the organization.

In addition, staff are made aware of their specific IPAC resipdiies covered by their professional
organizations, legislation, jurisdictional best practices and departmentabcolsand procedures.
Special educatiois provided for specific needs, e.g., during outbrea&grovide information on new
emerging infections, or when required based on the results of adtli#l.health care workerare made
aware ofrelevantnew scientific innovations ithe IPACTield.?

The IPAC education program also provides access to educational resources suckhregigsed IPAC
journals and linkages with professionBIAC associations (e.g., IPAC Canada).
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STANDARD2L |PAC education shall meet tHRAC progranpriorities of the health
care organization

Supporting Accreditation Canada Requirement, ISQua
Rationale

STANDARD3L !PAC education programs shall include IPAC core competencies far s

Supporting PHACPICNetHenderson
Rationale

2.2.3 IPAC EDUCATI®GN PROGRAM DEVELORNVE

IPAC education programs are based on adult teael@iaming principleg-4’ The IPAC team actively
participates in development, coordination and the delivery of IPAC training initiatives within the
organizatior?® 8

The organizational IPAC education plan is developé&tby

assessing learner needs

setting clear goals and measurable objectjves

considering setting, content, format, teaching materials that enhance learning
establishing @limate conducive to learning

preparing an evaluatigrand

implementing, evaluating and annually reviewing/revising the program.

The teaching methods used aensitive to language, cultural
background and educational leV@Educational materials are
standardized to ensure ease of use and consistétibgaching
formats are varied through the use of video and computer technology,
group discussions with IPAC professionals and practical
demonstrations. IPAC education is simple, clear and relevant to the policies of the organization.

HOW.is IPAC
education delivered?

STANDARD4L  IPAC professionals shall participate in the development of the heal
careorganizat y Qa Lt !/ SRdzOFGA2Y It LI
adult teaching and learning

Supporting PHAC, SHEA
Rationale
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2.2.4 IPAC ORIENTAIN

Orientation programs assist staff to understand their roles and responsibilities in relation to the
organization’s mission, goals and values-. AlIl sta
related roles and responsibilities attend orientation programs that incorporate an IPAC comgéfient.

IPAQorientation programs include:

introductiont o t he heal th car e or ga ndoatattinfoonatiors | PAC
andthe types of serviceand resources provided by the IPAC program;

i nformation regarding an relatchitopatiahtsadety'arsd | PAC r
the individual's personal safety

i nformation on the organizationd s expectatio
information on Routine Practices and Additional Precautions, including location of PPE and
recognition of IPAC sigga used in the organization

In some organizations, additional instruction may be given to new staff with specific skill sets. For

example:

Saff in environment al services receive infor
expectations for cleaning, parti@arly rooms on Additional Precautians

Saff with responsibility for equipment disinfection and decontaminatioay receive
specialized trainingt

Staff working on surgical units are provided witlueationon prevention of surgical site
infection®

STANDARDSL  There shall be an IPAC orientation program provided to new staff,
service providersind volunteers carrying out IPAf@lated duties in
the health care organization.

Supporting Accreditation Canada RequiremeRtHACPIDAC
Rationale

2.2.5 EVALUATION QFAC ORIENTATION ANNGOING EDUCATIONIALEARNING TO INFMDR
DECISIOIMAKING

Organizational learning is based on a range of intelligence sources and is used to inform, and feed into,
clinical and risk management processes. The continuous quality improvement cycle is informed by
conclusions from robust learning methodologiés.

There is regular, systematic generation-eglaed shar.
experiences, including good practice and adverse evdrmedback serves as an educational tool to

stimulate change in care practices and to refine IPAC education prodfdrasdbacks actively sought

(e.g., surveys, postducation testing, education evaluations, suggestion boxes, process audgs) or

based on reviews of organizational procedures and reports. For example:
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Results of process audits mfactices and monitoring of care practices are incorporated into
education and may be used to assess the effectiveness of educational intervetittons.

The organization monitors compliance wIPAC prograrprotocolsand procedures and
makes improvements to the education program based on the these reults.

Ongoing monitoring of care practices is required to identify areas of continueztoo@and
to assess the effectiveness of educational intervenfion.

IPAGrelated ncident investigations (e.g., blood and body fluid exposures) may be used to
inform IPAC education.

Training materials are reviewed periodically to ensure consistency with current guidelines and best
practices” Feedback on education information and materials is obtained from users (including patients)
and used to revise those materials or produce new mateffals.

Processes have been put in place tatefitom experiences outside the organization in relatiorthe
IPAC programiThis includes evidence that learning is occurring on a continualBasis.

STANDARDe6L !PAC education shall be regularly evaleatand the education
program revised accordingly.

Supporting Accreditation Canada RequiremeRHACRIDACNICE
Rationale

226 IPAC PROGRARROFESSIONAL DEVENIENT

Infectioncontrol professionals (ICPs) lead the development of the knowledge, skills and practices
required foran effectiveIPAC prograrimn the organizatior® ICPs work with others to enall the IPAC
programculture within the workforce by conducting ongoing IPAC educational programs for staff and
others working in the organization. ICPs have a health sciences backgvihndaching, problem

solving, communication and analytical skills that will allow them to plan, implement and evaluate their
programs?’ ICPs consistently utilize learning and development opportunities and solutions to improve
the IPAC prograr#f

Continuing professional development and learning for ICPs is supported by the orgarfiz&tibine
World Health Organizatioidentifies training (skills and curtlum) of IPAC professionals as a priofity.
SpecializedCPtraining needs aredevelopedand provided as requiretf

Education and training for ICPs inclu¢s
basiclPAC traininfrom a recognized course (e.g., IPédtirses certified by IPAC Canada)

ongoing development of I CP"s own knowl edge,
education, attendance at professional meetings, workshops and seminars

access to current IPAC literature, textbooks, journalstaednternet, and
networking resources and opportunities with peers in the IPAC field.

The health care organization encouragesl supportspecialized certification in infection control
(CI(@ once the minimum requirements for certificatitvave been metPreparing for certification and

IPAC CANADAThe IPAC ProgramStandard Page 30



recertificationfostersongoing learning and maintenance of competen@ertification is maintained as
part of the | CP’ 3 professional standards

STANDARD7L Thehealth careorganization shall support continuing professional
development andorovide resources for continuinigarning for
infection control professionals.

Supporting Accreditation Canada RequiremeRtiACPIDACWHO
Rationale

2.2.7 IPAC EDUCATION FRATIENTS AND VISITOR

Prevention of HAI requires that patients have access ttougate, accurate information about HAIs
provided in a suitable format Patients with an HAdre informed of their infection, the implications for
their care, existing treatment(s) and control measuf&Staff have access to relevant patient
information resources and current local surveillanceinfation so they can communicate about HAls
effectively’® ICPsnay assist staff in education of patients and visitors through developing and/or
reviewing educational materials, such as information sheets pertaining to HAls and other inféttions.
Patient information is based on the principles of health literacy and leafitg.

STANDARDSL The lealth care ganization shall communicate tevant information
about minimizang infection riskgo patients, caregivers and visitors.

Supporting PHACNICE
Rationale

2.3 IPACSurveillanceProgram

2.3.1 THE ROLE OFFVEILLANCE AND ERMIDE_OGY IN REDUCINGIS

The collection, analysis and dissemination of surveillancetdatebeen shown to be important factein

the prevention of HAI& IPAC surveillance systems are put in place to routinely gather data on targeted

infections of relevance within thigealth careorganizatiorin orderto monitor the effectiveness of IPAC
strategies that are consistent winhotimet beganganai
response to HARE: 481 HA| rates can be significantly reduced by appropriate intervention methods in

hospitals interested in quality management activities. For example, Haley showed that feedback of infection

rates to surgeons was an essahsurveillance component to reduce surgical site infectidnfection rates

are key indicators to provide to Basas one of many measureskafy patient outcomes® & Establishing a

surveillance program requires commitment from senior managenfént

It is an expectation of people visiting or receiving treatmerd imealth care organizatiahat the
organization monitors infectioratesand uses this information to adjust practice, where neces&4ry.
Those who work, visit or receive careaifealth care aganizationcan expect the organization to be
working collaboratively with other local health and social care providers to prevent and reduce harm
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from infection.For exampleit canbe expectd that the organizatiomayclose bedstestrict activities
and/or limit visitorsin response to an outbredk.

ThelPAGprogramplays @ importantrole in patient safety with its overarching goal to reduce the risk of HAIs
and their impact across the continuum of caféndeed, the success of an IPAC prograoftés defined by
the organization’'s effectiveness in p%eventing the

STANDARD9 The health care organization shall have an IPAC surveillance progr
0 KI I RRNBaasSa G(KS -&aNHI yAT I GA?Z

Supporting Accreditation CanadBequirementPHACPIDACNICE
Rationale

2.3.2 IMPLEMENTINGMIPAC SURVEILLANRBOGRAM

Anactive, ongoing, adequately resourced IPAC surveillance program to monitor HAls that meets
applicable regulations, mandatory reporting requirements, evidence and best praigtians
organizational priority*> 8! The surveillance program is based on the population(s) served, services
provided and previous surveillancatd. Indicators and surveillance designs are based on the projected
use of the dataSurveillance for some processes and outcomes is appropriately monitored on a
continual basis; others may be monitored periodic&llyhe surveillance program is managed by highly
trained IPAC staff who have allocated time\dded to carry out the progrant?

The IPAC surveillaa progranprotocolsand proceduresnclude®:

specific, locdy defined objectives for the surveillane

recognized, standardized and written case definitions for indicators (numetatéfy;
identification and description of sources of déta

identification and description of population at risk (denominatar)

processes for analysisicluding calculation of rates

reporting mechanisms

benchmarks used for comparistpand

strategies for identifying and addressing deficiencies.

In the community, surveillance can be a challenge. Community services may be called on to extene hospital
based programs, such as surveillance for pesparative infections in patients dischargednhe

For more information about implementing an IPAC surveillance progranthederovincial Infectious
Diseases Advisory Committd@lDAE Best Practices for Surveillance of Health @asociated
Infections in Patient and Resident Populations, 3rdadiavailable at:
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STANDARD® Thesurveillance program shall be adequately resourced and
managed by trained staff with dedicated time and appropriate tools
to carry out the program.

Supporting PHACPIDACTsan
Rationale

2.3.3 OUTCOME SURYEANCE

Outcome surveillance is surveillangged to measure key patient outcomes that can be attributed to
their care in a health care organizati#fijncluding those that are otherwise difficult to measure, such
as technical expertise and operator skifl.

The goals of IPAC outcome surveillance are to identify clusters and outbreaks (i.e., increeséasdone
levels), to compare infection rates to external benchmarks and to measure internal improvement over
tme4HAl indicators are provided to the health care

Qutcome surveillance includes:

determining measurable outcome iigétors to be tracked, which may include infection
ratesandassociated mortality raté§

using standardized case definitions for infectiopns

determining sources of infection data

identifying the population at risfor the specific outcome;

conducting appropriate statistical analysis; and

interpreting results

A. Indicators for Infection

When planning outcome surveillance, a health care organization asgbsstypes of patients

that it serves, the key medical interventions and procedures that they undergo and the types of
infections for which they are most at kisThis assessment is done to establish priorities for the
surveillance systertf* The most important infections argriorized to be included in the
surveillance system.

Considerations when choosing indicators for infectinegiude 4% 104

reportable diseasesthese are legislated requirements of all health care
organizations

mandatory reporting the health care organization may be mandated to monitor
specific infections to comply with provincial reporting requirements

accreditation review- tracking and trending some infections may be a requirement
of accreditation

AROs such as MRSA and VRE

HAl's i mportant to the or goalatonzlyvitueof’' s ser v
their frequency, communicability, preméability and/or system impade.g., CDI,

devicerelated infections, procedureelated infections, seasonal influenza, noroviruses,

urinary tract infections and soft tissue infections in léagnm care) and

IPAC CANADAThe IPAC ProgramStandard Page 33



syndromic surveillance indicatorsyndromic surveillance of respiratory infections and
gastroenteritis is universally recommended for hospitals and-Heng care homes in
some province$*and has the added benefit of detecting important HAIs, such as CDI

STANDARD12  The health care organization shall follow targeted outcome indicato
2T aAAYAFAOIYOS G2 GKS 2NAFYAI
shall befulfilled.

Supporting Accreditation CanadBequirementPHACPIDAC
Rationale

B. Data collection

Data collection methods are in place to provide the surveillance program with reliable
information on HAls in the health care organization. Important sourcégedtion data include:

An accredited microbiology laboratory supports the surveillance plan by reporting all
significantisolatesin a convenient and accessible format in order to facilitate the
identification of HAIs by IPAC staff. The microbiologyr&bry supports the
organization in identifying HAIs by ensuring timely access to laboratory analyses,
including quick turnarountime for highriskmicroorganisms such . difficile*

Staff, service providerand discharged patienteport HAls to the IPAC teafh

Other areas or departments provide data and/or clinical indicators for
surveillance, including access to comg@rized databases (e.g., pharmacy data,
operating room records

Admission data identjf patients admitted with commnicable diseases, patients
flagged with AROs, and readmissions for gasgical/ postprocedural infections.

STANDARD2 The health care organization shall have data collection methods in
place to promptly detechealth careassociated infectionHAl)
trends.

Supporting Accreditation CanadRequirementPHACPIDAC
Rationale

C. Definitions of Infection

In order to compare infection rates, both within a health care organization and against external
benchmarks, standardized definitions for infections ased*" 4> 1% For example, the Canadian
Nosocomial Infection Surveillance Program (CNISP) has published definitions for HAIs currently
under surveillance across Canada, availabletat:
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Most acute care surveillance definitions are based on the National Healthcare Safety Network
(NHSN) system in the U.Schese of its long history of use, reliability, reproducibility and
publication of benchmark¥® More information is available at:

STANDARD Standardized definitions for HAls sh&lé used for internal outcome
surveillance and for comparisons with external benchmarks.

Supporting Accreditation CanadRequirementPHACPIDAC
Rationale

2.3.4 PROCESS SURYRANCE

Process surveillance is an audit of practice that is done to verifyptbaedures and/or standards of
practice are being followed and an action plan is in place to improve praéfite advantages of
process surveillance are that it is more sensitive to differences in the quality of care and it is a direct
measure of quality®®

An IPAC audit is a systematic, quantified comparison of IPAC practice against established standards of
current best practice in order to improve patient care and outcomes.régeirement for auditing in

health care has always been present, but has become critical in recent years as programs strive to
achieve their patient safety goais#°

The audit process fills the gap between policy and practice. Stages in this processsatinde

standards, testing practice against these standards, providing results and constructive feedback to those
audited, correcting practice where it falls short anetesting to ensure that the standards are now

being met. This cycle is repeated uthié chosen criteria are fulfilled and outcomes are satisfactéry.

The health care organization identifiedich performance measures to monitor based orlR8C
programpriorities and health outcome¥.For example, if the results of outcome surveillance suggested
an increased number of infections related to endoscopy procedures, an audit of IPAC practices in the
Endoscopy department would be indicated.

IPAC Canada hdsvelopedseveralaudit tools to monitor practice in acute care, prehospital care, {ong
term care and community care. It is envisioned that IPAC teams will plapriamizethe use of IPAC
audit tools based on a review of their program goals and objestispecifiprotocolsand in response

to clinical incident$?

The IPAC Canadadit Toolkitis availablerbom IPAC Canada at

STANDARD42 The health care organization shall follow targeted process indicator
of significance to theorganization. Legislated requirements shall be
fulfilled.

Supporting Accreditation CanadRequirementPHACPIDAC
Rationale
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2.3.5 ANALYSIS ANIERCHMARKING

Results of process and outcome surveillance are collated, analyzed and reported in dashiely?” 1°7
IPAC staff apply epidemiologic principles and statistical methods, inclusknstratification, to identify
target populations, analyze trends and risk factors and design and evaluate prevention and control
strategies®® A plan for improvements, including organizational accountability, is developed by the
targeted area in conjunction witthe IPAGeam, based on the results of surveillante.

Effective analysis of surveillance data includes:
descaibingdata interms of person, place and time;

calculaingrisk-adjusted infection rates (e.g., surgical site infectrates based on
surgical class)®*

benchmarlknginfection rates against historical internal data as well @emmal benchmarks,
where availablg®

investigatngthe source or cause of the HAI using epidemiological,-ozatse, or
statistical analysié®

consuling with other experts, including infectious diseases physicians, medical
microbiologists, nurses, public health, or other professiofials

critically evaluaing thesignificance of findings and mal recommendations for
improvement based on those findinds.
External benchmarks are found saveralwebsites, for example:

Ontario: Health Quality Ontario reports, aladile at:
National: Canadian Nosocomial Infection Surveillance Program (CNISP) reports, available at:

International: U.S. National Healthcare Safety Network (NHSN) reports, available at:

Electronic surveillance programs are available to assist with the collection, analysis and dissemination of
surveillance data.

More information regarding detailed analysis of surveillance data, includingtregification, is
avail abl e BestRratticd? folsareillance of Health @asociated Infections in Patient and
Resident Populations, 3rd editicavailable at:
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STANDARDS2 The health care organization shadpply epidemiological principles to
surveillance data tanvestigate the source/cause of HAIs, identify ris
factors for infection, analyze trendsdentify clusters and outbreaks
and make recommendations for improvemebased on findings

Supporting Accreditation CanadRequirementPHACPIDAC
Rationale

2.3.6 REPORTING IPAC SURMENCE RESULTS

The health care organization establishes plans to disseminate surveillance information appropriately and
in a regular andimely way (e.g., quarterly reports to all department$}** Depending on the results
gathered by tracking HAI rates, the organization determines what surveillance information is shared, in
what format it is made available (e.g., printed reports, website posting), and who will receive the
information (e.g., the governing body, senior management, staff, service providers). Certain HAls must
be reported to national and provincial public health agencies (e.g., reportable infections, mandatory
provincial reporting)?

The organization shares trendsHAlsand significant findings with other organizatiopsplic health
agencies, and the communityThe frequency amlocation of certain HAIs must be reported to authorities
such as public health agencies. Reporting requirements vary per jurisdiction.

STANDARD®2 The health care organization shall share surveillance information
widely and in a timely manner

Supporting Accreditation CanadBequirementPHACPIDAC
Rationale

24  Antimicrobial Stewardship

Antimicrobial agentsan important health intervention, may result in unintended consequences
including toxicityto the patient C. difficilanfectionand the development omicroorganisms resistant to
antimicrobial agentshat may have a substantial impact on the health and safefyabentsand the
resources of the health carganization®

Effective antimicrobial stewardship includes appropriate antimicrobial seleatiosing, route and

duration of therapy. The primary focus of an antimicrobial stewardship program (ASP) is to optimize the
use of antimicrobials to achieve the begstient outcomes limit the potential for emergence of

antimicrobial resistance, reduces@tment costs and minimize druglated adverse events, thus

promoting patientsafety3¢ 108110 Antimicrobial us datais used by hospitals to measure the effects of
antimicrobial stewardship strategies and provide feedback to provitfers.

Effective antimicrobial stewardship, in combination with a comprehensive IPAC program, has been shown
to limit the emergence and transmissionAR0Os!! Studies indicate thaASPsre costeffective, providing
savings through reduced drug costs and avoidance of antibiotic resistaingémicrobial stewardship

should be part of a health caegramor gani zati on

S qua
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The organization implements an ASP in collaboration with specific stakehofdduslinglPAGstaff,
pharmacyand microbiology*¢8 The IPAC program!| ays an i mportant role in a
IPAGstafftit 112

activelysupportASP committees

perform surveillance foAROsand otherHAIs monitoringand reporingtrends over time
use surveillance data to inform risk assessment and planning for prevention of infection
translate surveillance data and infection rates to staff and administrpaon

understand the principles gfrudent antibiotic usesuch as:

A switching fromintravenousto oral antibiotics;

A use of narrowest spectrum antibiotics once sensitivity results are available
avoiding antibiotics known to be associated with emergence of bacterial resistance
114

increasing the use of antimicrobials thought to reduce the frequency of multidrug
resistant microorganisn®and

awareness of ASP guidelines

> > >

STANDARD72 IPAC staff shall activelsupportantimicrobial stewardship in the
health care organization

Supporting Accreditation Canadadquirement PHAC
Rationale

2.5 Hand Hygiene Program

Hand hygienga basic IPAC practigarotectspatients staff and visitordfrom acquiring and transmitting
microorganisms in a health caoeganization Hand hygiene is considered the most important and
effective IPAC measure psevent the spread of HAP8 116

An organizational hand hygienelfty and procedure establishes clear standards and expectations for
hand hygiene practice, supports the prevention of transmission of microorganisms and promotes the
safety ofpatients staff and visitors? 5669 116118 Haglth careorganizationsievelop and implement a

hand hygiene program, including the provision of hand hygiene agents available at th@fpcime in
acute carehospitalsand easily accessible in all other health carganizations' 11°

The hand hygiene program includ&®> 116117
demonstrable senior administration commitment

written protocolsand procedures thaaddress

A barriers to effective hand hygiene (e.g., long fingernails, nail enhancements, hand and
arm jewelleryand impediments such as splints, dressing compression garments
indications for hand hygiene

IPAC andccupational kalth staff involvement irselection of hand hygiene agent(s)
management of soap containefse . g. , no “topping up”)
hand lotion use

use of alcohebased hand rub (ABHR)
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provison of dedicated hand washing sinks
easy access to hargygiene agents at poiraf-care;
provision of 7890% ABHR

educationfor staffthat includes indications for hand hygie(e. g . , F&UrMDrAeGts s
WH O Fige Moments of Caygoroper hand hygiengechniques andppropriatehand care;

provision of information fopatientsand visitors on hand hygiene
visible reminderabout hand hygiene indications and technique
promotion of hand hygiene by champions and role mogdels

a programto monitor hand hygiene compliance with audits of hand hygiene practices and
feedback to individual employees, managers, chiefs of service argidaelvia the
Infection Pevention and Control Committee; and

a hand care program.

For more information abouimplementing a hand hygiene program:

P H A Eland Hygiene Practices in Healthcare Settingailable at:
P | D Me€st Pactices for Hand Hygiene in All Health Care Settengslable at:
WHOGuidelines on Hand Hygiene in Health Cavailable at:

For more information about measuring compliance with hand hygiene practices:
P | D Me€st Aractices for Hand Hygiene in All Health Care Settivgitable at:

The U. S. JoiMeasuri@pHamd iHgierne ddhérence: Overcoming the
Challengesavailable att I

STANDARD & The health care organization shall have an organizatiade hand
hygiene program that includes administrative leadershiprgbocols
procedures and support.

Supporting PHAC, PIDAC, WHO
Rationale
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STANDARR9 Thereshall bea multidisciplinary approach to the evaluation,
selection and purchase of hand hygiene agents.

Supporting Accreditation Canada RequiremeRHACPIDAC
Rationale

STANDARDBO Hand hygiene resources shall be readily available and accesaible
point-of-care

Supporting Accreditation Canada RequiremeRHACPIDAC, WHO
Rationale

STANDARB1L Hand hygiene education shall be provided to all individuals working
in the health careorganization

Supporting Accreditation CanadRequirementPHACPIDAC
Rationale

STANDARDB2 There shall be a process to measure hand hygiene compliance tha
includes monitoring and feedback.

Supporting Accreditation Canada RequiremeRHACPIDAC
Rationale

2.6 PatientFlow

IPAC prograratandards for the containment and control of transmissible infections are met with regard to
placement, accommodation and flow of patients within the health care organization. IPAC staff are part of
the multidisciplinary patient flow team to ensure appr@te decisions are taken within the limits and
constraints of the facility, including unusual contagious events that may impact patient flow (e.g., outbreaks).

Barriers to optimal patient flow include situations where the demand for services exceedgémzation's
capacity to deliver those services, impairing seamless transitions through the continuum of patiefit care.
From an IPAC perspective, this might include situations where single rooms are required to contain
transmission of microorganisms, but sufficient single rooms are not available, resulting in delays in patient
flow. IPAC staff work with clinical staff gpldcement services to arrange for alternative accommodations,
such as cohorting, that would free beds and eliminate bottlenecks.

IPAC staférealso be called upon to assist with improved patient flow during outbreaks and infectious
disease emergenciesjch as epidemic¥:’# Examples include:
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establishing priorities for single beds

creation of extra bed capacity by cohorting patients having the same microorganism
working with environmental services to improve bele@anirg turnaround times

facilitating the transfer of information between departments or servjcasd

liaising with community agencies to facilitate discharge of patients with infectious diseases

STANDARD33 IPAC staff shall be involved in decisiomakingwhen patient
placement, accommodation and flow is hampered by the presence
infectious disease.

Supporting Accreditation Canada RequiremeHAC
Rationale

2.7 Outbreak Management

The health care organization has appropriate resources to manage an outbreak. An organizational risk
assessmentietermines thelPAC programeeds related to outbreaks with infections that aspread by
different routes (e.g contact, droplet, airborne) ahthe capacity of the organization to implement the
precautions required for eacH.

Outbreaks or clusters of infection in community care organizations may be managed by public health
when the organization does not have sufficient trained internal resources.

2.7.1 OUTBREARROTOCOISND PROCEDURES

There areprotocolsand procedures for outbreak detection, identification, investigation, response and
control. Outbrealprotocolsare based on best practices and are in line with applicable local, provincial
and/or federal regulations. The organizationtetpcolsand procedures address how to manage emerging,
rare, or problematic organisms, includiAgOsas well as foothorne outbreaks?

STANDARDB4 The health care organization shall haypeotocolsand procedures for
outbreak detection, identification, investigation, response and control

Supporting Accreditation Canada RequiremeRHAC
Rationale

2.7.2 |IDENTIFICATION OF @NTBREAK

An outbreak is an increase in the occurrence of a complication or disease above the background or
expected rate’® An outbreak may be one episode of a rare occurrence (e.g., anthrax) or mangie=piso
of a common occurrence (e.g., MRSA). Early intervention to prevent outbreaks or limit the spread of
infections once an outbreak has been identified will interrupt transmission of disease, decreasing the
impact on patient health, care and cd$t.
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Most outbreaks in health care organizations are detectedubtoroutine surveillance, which detects

increases in infection rates above the norm for a particular period of time. Outbreaks of infectious diseases
that are not included in routine surveillanaesidentified through other means, such as recognition of a
cluster of similar infections by nursing / medical staff or through review of microbiology réports

The health care organization has a program with the capacity to identify the occurrence of clusters or
outbreaks of infectious diseases in a timely mantiéf.12° The program includés®e:

ongoing surveillance on the incidence of HAIs to identify increases above the norm
reporting mechanisms for clinicsiaff to report clusters or potential outbreaks to the IPAC
program

timely review of microbiology reports to identify unusual clusters or a greater than usual
incidence of specific microorganisms; and

prompt recognition of sentinel organisms (e.g., anthrauberculosis).

STANDARDBS The health care organization shall identify outbreaks of infectious
diseases, including sentinel organisms, in a timely manner.

Supporting Accreditation Canada RequiremeRt{ACPIDAC, Mayhall
Rationale

2.7.3 OUTBREARESPONSE AND CONTROL

Infectious disease incidents and outbreaks are managéadspitalshrough the implementation of a
multidisciplinary outbreak management team (OMT§: 17 The OMT is convened by the IPAC
Committee or the IPAC team investigating the outbrelklongterm care homes and community
based organizations, outbreaksagnbe managed by public health.

Members of the OMT are chosen based on the nature and location of the outbreak, so that the appropriate
departments and functions are represent&d®’ At a minimum, the OMT includes representation from key
stakeholders includintipe IPAC prograpmursing, medicine/surgenmicrobiology, occupational health,
environmental services, public relations, joint health and safety chairpersons and administt@tber
membersareadded based on the location, characteristics and implications of the outbreak

The OMT has the authority to institute changes in practice or take otherrectiat are required to
control the outbreak, including but not limited 46

relocating patients;

cohorting patients and staff;

confining patients to their rooms;

restricting admissions and transfers;

restricting visitors;

communicatingurgentinformation;

increasing environmental cleaning in the outbreakafeand
obtaining additional cultures as required

The management of an outbreak involves the IPAC team from the initial detection stage to the final reporting
and evaluation stage. To investigate an outbreak fully and identify all possible cases as well as attempt to
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identify the source of the outbreal®AC staff have access to all necesgatignt information, including
medical, nursing, laboratory and administrative recdtds

ICPs may lead or be involved in any, or all, of the follo\ing

analysing the information available on the outbreak and seeking any necessary further
evidence to estal@h its nature and scale, based on epidemiological principles (i.e.,
characterization of outbreak in terms of person, place, titte)

informing and involving relevant colleagues and partner organizations in a timely manner;

developing clear, accurate and timely messaging with colleagues, partner organizations and
others throughout the outbreak;

establishing agreement on the control measures to be taken to minimize exposure to
hazards and to reduce risks and prevent secondary or further spread or exposures;

reviewing the availability of resources to implement the cohtmeasures throughout the
duration of the outbreak;

ensuring accurate records of the investigation and management of the outbreak are
maintained throughout the process;

providing staff education as required;

reviewing the investigation and managementloé outbreak and modifying measures as
required; and

evaluating the outbreak and making recommendations for future improverfient.

The roles and responsibilities of the IPAC team as well as other staff (e.g., nursing, environmental
senices) are clearly defined in outbrepkotocolsand procedures? Protocolsdefine what authority the

ICP has during an outbreak, including implementing outbreak management measures such as closure of
the affected unit!’

Appropriate microbiology laboratory capacity is essential for the detection and investigation of
outbreaks. In an outbreak, the microbiology laboratis capable of providing timely results to the
outbreak management team and, when necessary, has accassttids of assessing clonality
(sameness) afrganisns causing the outbreak’

STANDARDB6 Outbreaks in the health care organization shall be managed by a
multidisciplinary team that include$PAQprogram representation
and organizational leadership.

Supporting PIDACPHACBuUrnett
Rationale
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STANDARDB7 Infection control pofessionals (ICPs) shall be involved in the analys
and evaluation of outbreaks in the health care organization.

Supporting PIDACPHACBuUrnett
Rationale

STANDARDBS Access to timely microbiology laboratory reports shall be provided
during an outbreak.

Supporting Accreditation Canada RequiremeRtHACPIDAC
Rationale

2.7.4 COMMUNICATION AND OGABORATION DURIRESD FOLLOWING AN TRREAK

The health care organization has a policy and procedures for communication and reporting internally to
staff and externally to other health agencies and the community during an outfdadere is an
individual identified as the communications source within the organization.

Outbreakinformation is summarized, reviewed and shared within the health care organization as soon
as possible once the outbreak is detected and on an ongoing basis until the outbreak is over.
Recommendations frorautbreak analysis and review asbared with staff physicians, senior

leadership and the governing bod.

Thehealth care organization collaborates with partners, such as public health agencies, during
outbreaks®in order to communicate accurate and timely information and coordinate strategies to
mitigate risk. Information is reported to the appropriate authorities in line with the applicable
regulations for the regiof? Following an outbreak, a summary report including background
information, details of the investigation, results, and recommendations is made available to partners,
other organizations and the communit§.

Additional facility expertise and resources, if required, is obtained ffom

public health units

formal consultation arrangement with expertsimfectious diseaseandor health care
epidemiology (e.g., contracted services)

regional/provincial infection control networks

academic health sciences centresd

linkages with other organizations (e.g., IPAC Canada chapters).

STANDARDB9 There shall be a communications strategy in place during an outbre
that includesdissemination of timely information and outbreak
status both internally and externally.

Supporting Accreditation CanadBequirement PHAC
Rationale
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2.7.5 POSIOUTBREAK FOLL@W AND EVALUATION

Following an outbreak, the health care organization reviewgrit¢ocolsand procedures and makes
improvements as needed to prevent a recurrence of the outbr@dkis might include

recommendations for additional resources (material and/or human), education, or changes to program
protocols or equipment. The healttare organization also works with local health partners to review

and improve the management of major outbredks.

STANDARBO The health care organization shall use the results of outbreak
investigations to make improvements.

Supporting Accreditation CanadRequirementPHACNICE
Rationale

2.8 EmergenciesDisastersand Major Incidents

ThelPAGprogramhas a role to play in the effective response to emergencies, disasters and major incidents

that are related to the prevention and control of infections when significant challenges are presented to the
organizd i on’ s systems that may result in changes to in
unexpected influx of patients (e.g., natural disasters, emergency response to community incidents), or when
expanded or extended care capabilities are nebdeer a prolonged period of tinte deal with incidents

caused by infectious diseaqesg., pandemics, unusual pathogens, bioterrojism

2.8.1 IPAC PROGRARLANNING FOR EMERGHRS, DISASTERS MNMIOR INCIDENTS

The organization prepares for disasters and emergencies, includingithpaeting thelPAGrogram

by developing and implementing an emergency response plan (ERR.ERP identifies immediate

actions needed to respond to disasters and emergencies in a coordinated manner. The ERP defines the
roles and responsibilities of team members, inclgdiRAC staff, and establishes lines of authority. The
roles and responsibilities will vary depending on the form of the emergency or di¢aB@ndemic

planning is part of the organization's overall plan for disasters and emergeéficies.

The ERP anticipates catastrophic events and addresses all hazards identified from wide consultation by
the organization's leaders, including IPAC staff; risk assessraantsction plans developed from

audits of emergency preparedness. The results from-dasitanalysis and debriefings are also used to
inform the ERP and emergency procedures as nece$sary.

The ERP is aligned with those of partner organizations and local, regional and provincial governments to
facilitate coordinated, largscale responses asquired.

ThelPAQorogrami s r ol e in the emergency reewoffdh¥e plan inc

IPAC staffingtPAC staff are available as needed when there are issues relating to prevention
and control of infectionThe emergence of new infectious diseases such as(SaRSe Acute
Respiratory Syndroméas emphasized the need for surge capaciti? &Gprogramsas well as

in other health care services. The concept of surge capacity is based on sufficient capacity or
appropriate resources for dap-day operation and aability to redirect resources in a time of
need!®
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SurveillanceAccurate ecords of infection incidence and transmissare maintained by
IPAC staff and used to help inform control measulleAC staff develoline listing formgo
keep track of cases.

Patient placementIPAC staféverseethe movement and accommodation of patits with
infections (or exposure to patients with infections), within and outside the organization. This
may also include restricting visitors.

Staff placementSaff are cohortedto care forselected groups of patients who have the
same infectionto reduce the risk of transmission to other patients/staff.

CommunicationsIPAC staff assist witlisdemination of critical information about infection
prevention to staff and other key internal stakeholdgysyvidesignage to educate and inform
staff, patiens, visitors and contractors; communieatith external agencies (e.g.ubplic health)
and the communityn IPAC issugandreceie, respond t@and prompty communicag
Important Health Notices.

Staff education and trainingtPAC staff ensure thabuasistent IPAC messaging and information
isdeliveredto staff, particularly regarding novel microorganisi®AC staffievelop forms and
templates related to IPAC interventions and responses to emergencies, disasters and major
incidents, such as lack abjable water, flooding, sewage backup, loss of power

Materials managementiPAC staffnay facilitateadequate supplies of ABHR, PPE, supplies
for environmental cleaning and disinfection, supplies for equipment reprocessing and other
supplies related to IRCpractice

Environmental servicedPAC staff assist withrgblem-solving issues relating to acquisition
and provision of large amounts of clean linen, as well as storage and disposal of increased
amounts of waste. Increased environmental cleaning maseheired in some instances

(e.g., during floods, sewer backups). IPAC staff can offer assistance in determining the
number of environmental services staff required in the event of a pandemic or novel
infection incident.

Dietary: IPAC staff assist withighlem-solving issues relating to safe food preparation, storage
and delivery in the face of infrastructure challenges such as flood or loss of potable water.

Sanitary facilitiesiPAC staff assist withighblemsolving issues relating to loss of potable wate
and/or sewer (e.g., baelp water supplies, temporary chemical toilets, hand hygiene agjents

Postmortem care:IPAC staff assist withrgiblem-solving issues relating wost-mortem
care when highlynfectious agents are involved.

The ERP is tested for emergency response that recognizes, responds, contains and communicates on
issuegpriorized by the organization or required by law, e.g., regular drills to test emergency
management issues, or surge capacity procedures to deal wiithflam of patients over a brief or
extendedperiod.

There is a separate plan for each existing facility/aitdfor temporary health care sites associated with
the organization, that follow the same or similar plans.
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STANDARDI4  Thereshall bea written response plan with input from IPASaff to
addressIPAC issueelated to emergencies, disasters and incidents.

Supporting Accreditation CanadRequirementPHAC, APIC
Rationale

2.8.2 COMMAND AND MWAGEMENT OF EMERGHESCDISASTERS ANBJMRNCIDENTS

There is an emergency/disaster management committee (EMC)IRAE programepresentation. The
role of the IPAC member on the committee relates to issues dealing with the incidence or transmission
of infection and include&* 12+123

evaluating the thoroughness and effectvee s s of t he organi zation’s
program in relation to the IPAC emergency, to identify areas where additional IPAC
interventions are required;

assessing the information available on the IPAC emergency and seeking further evidence, if
required, toestablish its nature and scaléhis may be a onéime (e.g., in the case of a
sewer backup) or an ongoing procedure (e.g., indhge of a largscale pandemic);

establishing the appropriate IPAC response using local eneygdisaster planning guides;
this might include unit or facility closes and/or visitor restrictions;

informing and involving relevant colleagues and partner organizations in a timely manner as
necessary and consistewith emergency/disaster plans;

communicating clear, accurate ananely information with colleagues, partner
organizations and others throughout the emergency/disaster in a manner that effectively
manages risland supports effective teamwork;

establishing agreement on the IPAC measures to be taken to minimize exposBa&QGo
hazards, to reduce risks and to peax further spread or exposures;

liaising with other IPA@Ilated experts in the management efnergencies, disasters and
major incidents;

under st andi ng physieal facilitigsdergi, uiklingilagepténtlation systemps
and the limitations and capabilities of the building(sinake appropriate IPAf@lated decisions
(e.g., appropriate patient placement, cohorting, implemeiata of Additional Precautions);

preparing or consulting on the preparati@f education materials for staff, volunteers,
patients, visitorsaand others in the organization; and

participating in debriefing evaluations and making recommendations for future improvements.
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STANDARB?2 The emergency management committestall havelPAC program
representation to address specific issues related to the prevention
and control of infections during the emergency.

Supporting Accreditation Canada Requirement, PHAC, APIC
Rationale

2.8.3 PREPAREDNESS TRAINFOR EMERGENCIHSASBTERS ANMDAJOR INCIDENTS

There is a process for staff to report urgent IPAC issues in a timely fashion (e.qg., sterilization failures,
structural damage, floodingewer backupIPAGrelated education is provided to support the dlbzard
emergency response plaio, create awareness and enhance the skills required to develop, implement,
maintain and &ecutethe ERP?

IPAGrelated education and training related to emergency response includes:
Staff know when and to whom to repoiP AGrelatedemergencies and major incidents.
Staff are aware of reporting procedures related to infectious illnesses.

Staffknow who to contact to obtain additional IPA€lated supplies in the event of
shortages (e.g., PPE, ABHR).

Staff are encouraged to attend schedulehergency drills and exercises (including FPAC
related emergenciesY.

Staff are available to provide extra environmenthlaning capacity, if needéed.

STANDARB3 The emergency response plahallinclude IPA@elated emergency
response training and xercises appropriate tetaff responsibilities
and ensure that adequate resources are available for the trainofg
all working staff.

Supporting Accreditation Canada RequiremeRHAC
Rationale

2.9 Role of Occupational Health ithe IPACProgram

Thereis evidence that the health carerganizatiorhas a proactive and accessible Occupational Health
Service (OH®Y access to trained occupational health providérkis includes evidence of a high level of
competence in all areaglated tothe IPAC progranto ensure the welfare of staff (including shaerm
and contract workers). In addition, the OHS plemphasis on preventinglood borneinfections,
tuberculosis, vaccinpreventable diseases and acute respiratory and gastrointestinal infecttons.

29.1 RELATIONSHIP BEHEN IPAC AND OHS ERAMS

The IPAC prograsupportsa healthy and safe work environment. The health caiganization s | eader s
participate in defining howhe IPAC prograns incorporatedvithin the organizationas a strategic
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priority, and provide support for safe work environntémprovement activitiesThe Board is updated
by theorganization s | e a d ereladed leealthylafdAsale work environment priorities and progress
toward achieving the organizational prioritié.

Thereis IPAC programepresentation on the health carerganizations Joint Health and Safety

Committee andPAC issues affecting OBi®i ncl uded on t he “dRAGsmifmay ee’ s a.
act as an expert resource in response to incidents, complaints and cl@mnsersely, there is OHS
representation on IPAC committees

STANDARB4  The health carerganizatonQa f S| ROWHR supplr-fdr PAC
related health and safety requirements as a strategic priority within
the organization and ensure thatPAC progranprotocols and
procedures are incorporated into the fabraf the work environment.

Supporting Accreditation Canada RequiremeRtiACPIDAC, Provinciadkerritorial
Rationale Occupational Health and Safety Acts and Regulations

29.2 OHS POLICIES ARROCEDURES RELATIOBGHEHPACPROGRAM

Individuals who workn health care are frequently exposed to infectious diseases. They may pose a risk to
patients and staff if they develop a communicabledse. The OHS and IPAC prograork collaboratively

to developprotocolsand proceduresor health care staff thabhaveimplications, such as placement
evaluations, healthy workplace programs, immunization programs and exposure-fqlpvotocols? 22 6% 8

The health carerganization s | e a @ that heoggangation s OHS program has in pl
health and safetprotocolsand procedures for staff, including contracted staff and voluntébis

organizational risk assessméstised to formulate strategies to reduce IR&Gted issues to staff, taking

into account relevant legislation and published guideliiBeamples of highisk activities include performing
aerosolgenerating nedical procedures; handling sharps; cleaning up body fluid spills; and exposure to

contaminated medical equipment and washe.community health organizations, occupational health issues

might be referred to public health or to a family physician.

OHS progam protocolsand procedures thaihcorporatelPACGorogramcomponents include:
assessment of disease communicability among staff, including an immunization program

management ohealth care workes who have been exposed to infectious diseases,
including st-exposure prophylaxis, attendance managemprdtocolsand indications for
work restrictions

safe handling of sharps and biohazardous materials

education and training ifRoutine Practices aritie correct use of PPE, including a
respiratory protectiorprogram and

implementation of a hand care program
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STANDARBS Health and safetyprotocolsrelating to the IPAC prograncomply with
relevantIPAdegislation, guidelines and best practices.

Supporting Accreditation Canada RequiremeRHACProvincialTerritorial
Rationale Occupational Health and Safety Acts and Regulations

STANDARBG The IPAC component of ti@ccupational HealttServicegOHS
program shall be developed jointly by OHS and |F&2egf.

Supporting Accreditation CanadBequirement PIDAC
Rationale

29.3 IPAC COMPONENTSB STAFRND JOB RISKSSESSMENT

There is a process in place to identify IPAC risks associated with employment in a health care
organization. The health care organization evaluates IPAC risks inherenwinrkmace (e.g.,

availability of sharps containers, hand hygiene equipment, adequate ventilation) and implements
suitable engineering controls, where possible, to safeguard staff. The health care worker evaluates IPAC
risks related to the tasks he/she wikk performing, and takes steps to avoid or eliminate the risk (e.qg.,
putting on PPE, obtaining immunizations, teaching respiratory etiquette to patients).

At the time of employment, all staff are evaluated by OHS for conditions relating to communicable
diseases that can be spreadd/or acquiredn the health carerganization”*° This include

vaccination status, assessment for latent or active tuberculosis and serologic screening for-vaccine
preventable disases, if indicated’

For more information regarding AZ risk assessment and controls, visit:
P | D AR@Qutine Practices and Additional Precautions in All Health Care Settiaiigble at:

STANDARBY7 There shall be a process for evaluating health care workers for
communicable diseases at hiréollowing exposureand additionally
as required This process wilhclude a means to maintain
documentation of immunity status.

Supporting Accreditation Canada Requirement
Rationale
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STANDARBS There shall be a process to evaluate potential IPAC risks in the
workplace and to ensure that controls are in placenmanage the

risk(s).
Supporting PIDACProvincialTerritorial Occupational Health and Safety Acts anc
Rationale Regulations

A. Immunization

All health carerganizationshave an immunization program in place to screen and offer
appropriate vaccinations to staff anhysiciansto protect them from occupationaHlgelevant
communicable diseasé8This program could be extended to volunteers, contracted staff and
others, as appropriatdmmunization programs follow provincial and federal guidelines, such as
those produced by the National Advisory Committee on ImmunizghxCl) available at:

Information on health carevorkervaccination statuss easily accessible and kept in a

confidential, electronic database. Adequate resources to implement an annual influenza vaccine
programarein place. In some jurisdictions, annual influenza vaccinatiarcandition of

continued employment in, or appointment to, the health camganization®’

STANDARB9 There shall be a vaccinatigorotocol and procedure for health care

workers.
Supporting Accreditation Canada RequiremeRtrovincial/Territorial Occupationa
Rationale Health and Safety Acts afkgulations

B. Attendance Management Policies

The health carerganizatiorestablishes clear expectation that staff do not come into work
when ill, and suppogthis expectation with appropriate attendance managempratocols*”4°

Individuals working in health cageganizationsare exposed to many microorganisms from the
patientsin their organizatiors. Outbreaks have been reported in which health care workers have
been severely affected, representing a larganber of the cases reported®3°Work

restrictions prevent stafivith communicableénfectionswho may place others at riskom

coming into direct contact witpatients food or sterile supplies, dews and equipment. They
include limiting duties and responsibilities and taking precautions, such as wearing personal
protective equipment.

The health carerganizatiorhaswork restrictions for staff, service providers, volunteers or students
with transnissible infections that follow ational, provinciabnd OHSyuidelines™®
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STANDARBO There shall be a process and/protocoland procedursto prevent
staff from working while ill with a communicable disease.

Supporting Accreditation Canada Requiremeublic Health Act
Rationale

C. Response and Investigation tPACrelated Injuries and Exposures

OHSprotocolsand procedures address peskposure followup and prophylaxis, when
indicated*’ using airamework developed for the response and investigation of Hridted
injuries (e.g., needlesticks, blood and body fluid exposures, breaches of prastitiéng in
exposure to infectious agenjs

There is &lose liaison between IPAC and Giti#fto ensure proper exposure and outbreak
management, includingtaff contact tracing’

STANDARB1 The health carerganizationshall provide counselling, follovap and
work restriction recommendation$or IPACrelated injuriesresulting
in exposure to infectious agents

Supporting Accreditation Canada RequiremeRublic Health Act
Rationale

D. Handling of Sharps and Biohazardous Materials

The health carerganizationfollowsits protocolsand procedures and legal requirements when
handling biohazardous materigfTheTransportation of Dangerous Goods Act, 188ulates
the movement of biohazardous materials in Can&d@he Canadian Standards Association
(CSA) Kandling of VisteMaterials withinHealth Care Facilities®*? provides guidance for waste
management of biohazardous materiaidost provirces also have their own regulatory
framework for handling and transporting biohazardous materials.

Contaminated sharp@eedlessyringes, blades, clinical glapsse the most significant risk of
blood borneinfection to staff. Policies which support prevention and management of these
injuriesareimplemented in all health carerganizations” 4" %133 Sharpsare removed and
discarded at the poinbf-use in appropriate punctureesistant sharps containef$.

Safetyengineered deviceare used for sharps and other higisk materials'® In some provinces
this is a legislated requiremett!

STANDARDZ  There shall be a sharps injury prevention program in place that
includes the use of safetgngineered devices for sharps and other
high-risk materials

Supporting Accreditation Canada Requirememtrovincial/Territorial Occupationa
Rationale Health and Safety Acts and Regulations
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E. Personal Protective Equipment (PPE)

The health carerganizatiorprovides PPE that is readily available, easily accessible and
appropriate to the task® The quality of the PPEevaluated prior to purchase.

Health care workes are trained in how to select PPE basegoimt-of-carerisk assessment
the type of exposure anticipated, durability, appropriateness to the task afgf fit.

Health care gganizationsdhaveprotocolsand procedures for putting on and taking off PPE
correctly, in a manner that does not lead to contaminatiStaffare trained on appropriate PPE
selection,use, removal and dispos& 1 There is a written procedure for safe PPE removal to
prevent recontamination and staff are trained in the procediReusable PRE.g., gown)s
discarded and not reusedhtil cleaned

Staff who are required to wear an N95 respirator to provide carneatientsparticipate in a
respiratory protection program at least every two ye&r# respiratory protection program
includes®®.

a health assessment
N95 respirator fittesting, according to CSA standardad
training in the use of an N95 respirator.

IPAC staff have access to appropriate safety apparel/equipmesquired to adequately carry
out their duties (e.g., hard hats and closed stedd boots to inspect construction sites)

STANDARB3 Personal protective equipment (PPE) shall be readily available and
easily accessible.

Supporting Accreditation Canada RequirememRIDACProvincial/Territorial
Rationale Occupational Health and Safety Acts and Regulations

STANDARB4 The health carerganizationshall provide training in the appropriate
selection, use, removal and disposal of PPE.

Supporting Accreditation Canada RequirememRIDACProvincial/Territorial
Rationale Occupational Health and Safety Acts and Regulations

STANDARBS There shall be a respiratory protection program in place in the heal
careorganization

Supporting CSA, PIDAErovincial/Territorial Occupational Health and Safety Ac
Rationale and Regulations
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F. Hand Care Program

Thee is a proactivdhand care program to assess and maintain the skin integritealth care
workers who perform frequent hand hygierté16118 A hand care protection program for

health care workes is a key component for improving effective and safe hand hygiene practices
to protect thehealth care workeand thepatient from infections.If the skin integrity of dealth

care workercannot be maintained, thbealth care workers offered modified work that does

not require frequent hand hygient.

A hand care program includég*”:

hand care assessment

staff referral toOHSor to his/herhealth care workeif skin integrity is an issye
provision ofABHRhat containsmoisturizers; and

hand care moisturizers that will not interfere with ABHR or damage gloves, and is
approved by the health cam@rganization

IPAC an@®HSstaff are consulted and involved in all hand hygiene product selection and trials in
the health careorganizationt’ Products chosen for hand hygieaee of proven benefit to skin.
Hand care lotions readily available to staff free of charge and products chakenot interfere

with glove integrity olinteractwith other hand hygiene products.

STANDARDBG There shalbe a hand care program in place for staiff the health
care organization

Supporting PHAC, PIDAC, WH®ovincial/Territorial Occupational Health and
Rationale Safety Acts and Regulations

2.10 IPACProgramProtocolsand Procedures

2.10.1 GENERAPRPRINCIPLEORDEVELOPMENT AND MABNANCE OQPAC PROGRAM
PROTOCOLS AND PRQHHES

The organization maintain®AC prograrprotocols and procedures that are based on applicable
regulations, evidence and best practicB3AC prograrprotocols and procedures are in accordance with
organizational priorities and are based on a risk assessment to identifyibkgactivities'® Risk
assessments are completed in collaboratwith IPAGstaff and other departments in the organization.
Examples of highisk activities include performing aerosgéneating medical procedures; handling
spills, specimens, and sharps; and exposure to contaminated medical devices/equipment antf waste.

The IPAC team works in partnership with others in the organization to develop clear andIRAGst
programprotocols and procedures that & 107

clear and concise

relevant to the organizatian

practical to implement

accessible to all stafind

written with input from staff, patients and families, when appropriate.
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As a minimumlPAC prograrprotocols and procedures include information and criteria for liRC
programcomponent$®:

hand hygiene

Routine Practices

Additional Precautionsand

aseptic technique when performing invasive procedures and handling injectable products

Protocols and procedures are relevant and evidebased!”“° They are consistent with regulatory and

legal requirements; national and provincial standards, guidelines and best practices; evidence from the
scientific literature; and r es atérialkaudftsramdm t he or gan
investigation reports. Resource materials used to develop protocols and procedures are accurate,

current and support good quality improvement practice.

To maintain currency and relevancy, there is a process in place to ensuieéAlamgramprotocols and

procedures are reviewed and updated on a regular Ba%i$"*°%i n accordance with the
review process and as new evidence becomes available (e.g., annually, quarterly, every three years). The
evaluation includes assessing the effectiveness of existing protocols to identify areas for impro¥¥ément.

Changes to applicable regulations, evidence and best practices are also incorporated into protocolfipdates.
Staff, patients and stakeholders are included in the review process

Staff, service providers and volunteers know where to iRAIC programrotocols and procedures and have
ready access to paper electronic formats’ ° Compliance withPAC programrotocols is monitored and
improvements are made based on the resfit® > This process includes a mechanism for staff, volunteers,
patients and families to report necompliance witHPAC programrotocols and procedure®.Staff

compliance can be monitored using process audits (see sectidBulv&illance IPAC Canada has developed
a number ofudit tools, available on the IPAC Canada website

Protocols and procedures are linked to educational programs and action plans for implementatien.
IPAC team provides expert advisory support for IPAC protocol implementation within the
organiation,!°” and works in partnership with others to educate staff, when neces¥dfy.

STANDARB7 There shall be organizationavide IPAC progranprotocolsand
procedures that are current, evidendeased, are in accordance with
organizational prioritiesand are accessible to all staff, volunteers,
students and others who work in the health care organization

Supporting Accreditation Canada Requirement, PIDB@nett
Rationale

STANDARBS IPAC progranprotocols and procedureare linked to organization
supported educational programs with action plans and clearly
defined accountability for implementation.

Supporting PHACPIDAC
Rationale
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2.10.2 DEPARTMENTAROTOCOLS AND PROMHEES

IPAGstaff provide expert input to the development of departmental protocols and procedtifdhe IPAC
programis consulted and proves input when any department is developing protocols that have
implicationsfor the IPAC progranin addition toOHSprotocols and procedures that pertain to |RAglated
subjects (e.g., sharps safety, use of personal protective equipment, immunizatiwr)departmental
protocols and procedures that contain IP€&ffinput include, but are not limited to the followifg

HVAC (hedg, ventilation andair conditioningsystems)
facility design and construction

purchasing and procurement of equipment and supplies
environmental cleaning and disinfectipn

laundry and waste handling

cleaning, disinfection, and sterilization of medical devijces
contractor agreementsand

dietary and food handling

Where services are contracted to an external provider, the organization has a process to define the role
and respasibilities of the contractor in relation to IPAC issues and ensure organizational standards are
being met and protocols and procedures are follogbhvolving IPAC staff in the tendering and

contract development stage will assist in identifying and rattigy IPAC risks

A. The Health Care Environment

Environmental surfacesave been implicated iRAI transmission. Health care organizations are
accountable for maintaining a clean and safe physical environftéft*4* This includes

effective environmental cleaning and safe waste handling. Adequate resources, including human
resources, are devoted to environmental cleaning to ensure that the quality of cleaning meets
IPAC begpractices!®®

An environmental risk assessment may baalby IPAGtaffin conjunction with Bvironmental

S e r vgtaff. he risk assessment includes information about the ggiigratients seen in an area,
the amount of traffic in the area, the type of activities performed in the area and the probability of
being exposed to body fluids. Using these criteria, a risk assetefite physical environment can
be developed based on risk of transmission of microorganighis.determines the necessary
frequency of cleaning, the level of disinfection and the number of staff requiretkintain the
required level of cleaninty 18

Protocols and procedures for effective environmental cleaning in a health care organization include:

written procedures for cleaning and disinfecting patient rooms and shared
equipment that includes standards and frequenciesdaily cleaning and post
discharge cleanir{§ 38,

written procedures for cleaning and disinfecting rooms of patients who are on
Additional Precautiorf§ (e.g., MRSA, VRE, difficilé;

education and continuing educatidor cleaning staff that incorporati?AC
programprincipleg® 13,

increased capacity for outbreak managenfént®, and
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ongoing review of procedures, including monitoring, process audits and feedback to
staff. Feedback becomes part % the empl o

When cleaning services are contracted to external providers, the health care organization
establishes and maintains a contract with each provider that requires consistent levels of quality
and adherence to accepted standards of IPA&Cce. The quality of services provided is
monitored by the organization.

For more information regarding assessment of cleanliness and quality control as well as sample
written procedures for envir on md@estPaaticesdor eani ng
Environmental Cleaning for Prevention and Control of Infections in All Health Care Settings

available at:

Biomedical waste (which includes human tissue, body fluids and contaminated sharps)
represents a small proportion of waste generated by health care organizatind poses little
risk if managed according to standard$3? Protocols and procedures regarding héind and
biomedical wast¢:

meet local, regional, provinciahd national regulations; and
includelPAC prograrmput on waste handling issues.

Contaminated linen is handled carefully to avoid the transmission of microorganisms within the
organization. Clean linen is transported and stored in a manner that pres@ntamination by dust

B. Cleaning, Disinfection and Sterilization of Medical Equipmengiiices

The medical literature is replete with documented events of perspperson transmission of

infection associated with improper reprocessing of medical devicdeguipment. The health

care organization follows reprocessing protocols for reusable medical equipment/devices that

meet manufacturer’s recommendations, current s
system37.47.49, 142147 protocols and procedures for cleaning, disinfection and sterilization of

medical equipment/devices:

are developedith input from the IPAC team, who evaluate, monitor and review the
effectiveness of decontamination processes for equipment and envirorifttetft

are based on a recogni zed c |Ycsteria,thatc at i on
classifies reprocessing levels according to potential risk of infe@fitfh

foll ow manufactd**ter’'s instructions
meet IPA@rogramprotocolsand best practice444;

are in accordance with legislated requiremeifitsand

define steps along the full spectrum of reprocessing, includirty:

handling of contaminated equipment
cleaningkoaking equipment prior to transpart
prepaiing equipment for transport
transporing contaminated equipment
disassembing equipment, if require
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washing equipment (manual or automated)

rinsing equipment

disinfecting or sterilizng equipment, including use of process monitors
drying and reassembly of equipment

inspectngequipment and

storing equipment

T D I B I I

Protocols and procedures for cleaning, disinfection and sterilization apply to anyone reprocessing
medial equipment/devices in the health care organization, including clinics, endoscopy, emergency
rooms and clinical imaging. If reprocessing activities are contracted to external providers, the health
care organization verifies that each external providdofes accepted standards of practice for
reprocessing and monitors the quality of services provitiédf.

There are also protocols and procedures for:
management of singlese medical devices/equipmetit;

loaned, shared, consigned and leased medical devices that include transport to and
from the organization and handling of devices that have not been adequately
reprocessed prior to arrivl 144149,

staff involved in reprocessirdgmonstrate competencgnd,ideally, certificationin
medical device reprocessing from a recognized certification protjrefint*4 and

management of failures in disinfection and sterilization processes, including ability
to track all reprocessed medical equipment/devices for identification and felipw
measures'? 144

C. CreutzfeldtJakob Disease (CJD)

Protocols and procedurdsr CreutzfeldtJakob Disease (CJD) are indicated for health care
organizations that provide neurosurgical servi¢&Brotocols and procedures include:

completing a preoperative assessment for higfsk surgical procedures;
completing a preoperative assessment for high risk patients; and
having either:

A adediated set of neurosurgical, neuroendoscopiw ortho-spinedevicesto
be used when the diagnosis of CJD has been made or is suspected pre
operatively; or

A disposable equipment that is quarantined immediately pasigery and prior to
reprocessing until thpostoperative diagnosis of CJD is either validated or ruled out.

For more informatioron CJDrefer ta
PHAC's guidelines f@lassic Creutzfeldiakob Disease in Canadaailable at:
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Publ i ¢ He aCrdutafeldilakgl desaaskC(B): guidance, data and analysis
available ati

D. Facility Design, Construction and Maintenance

Environmental conditions related to HVAC are establishe@htain and prevent the
transmission of microorganism$1°%%3 There is a validatioprocess in place to ensure airborne
isolation rooms, operating rooms and protective environments for transplant or severely
compromised patients meet standards.

IPAC principleare adhered taluring design of neviacilitiesor redevelopment of existing facilities

and during construction, renovation and maintenance activities, up to and including commissioning,
to provide a safe environment for paties and staff and minimize the risk of HA(8: 137150 154156

The organization consults with the IPAC team when planning and designing the physical
environment. This includes planning for new constructiod renovation project$’

Protocols and procedures féeicility design, construction and maintenance define the role of
the IPAC team and inclutfg’ 107150 154 155 157

identifying IPAQelated risks andisk levels associated with the project (e.g.,
Aspergillusand Legionelly;

identifying legislation, national guidance and outcomes/indicators relating to the project;
ensuring that HVAC systems in the construction area meet current standards;
identifyingstaff and affected patient population that will be impacted by the prgject
identifying barriers and preventive measures that will be put into place during the
project (e.g., hoarding, negative pressure, dust controls)

identifying cleaning and disinfecgmequirements during and following the project
identifying safe transportation routes for waste materials

inspecting premises regularly and at completion of the project to ensure that
optimal environmental conditions are maintained;

monitoring compliaige with barriers and preventive measuresd

havingauthority to halt projects if there is a risk to patient or staff safety.

For more information aboutPAC prograrmvolvement in construction and renovation, refer to:
Canadian Standards Association:

A Caradian Standards Association. CAN/CSA Z8D(Caradian Health CaredEilities

A Canadian Standards Association. CAN/CSA Z31Z.1rffection Control during
Construction, Renovation and Maintenance of Health Care Facilities.

A Canadian Standards Associati@AN/CSA Z3171D. Special Requirements for
Heating, Ventilation, and Air Conditioning (HVAC) Systems in Health Care Facilities

E. Materials Management

There is a process to include IPA&fin the purchase and procurement of medical equipment and
supples. The role ahe IPAC prograns to assess potential risks or impacts on infection prevention
and control related to reprocessing of the equipment, occupational health and safety risks related to
infection (e.g., creation of aerosols by the equipmeni) #AC environmental risks related to
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disposal of the equipment, components of the equipment or suppligaired for the use ahe
equipment’

Medical equipment that is chosen for purchase is capable of being cleaned, disinfected and/or
sterilized ac c'®crittiiamgwelt as theShpost aulreht starglards, best
practices and legislative requiremerit§14

In organizations where medical devices and equipment are outsourced, e.g., loaned, consigned,
or leased, the organization applies the same selection process as for medical devices and
equipment that are purchased, and follows the sapmecess to select supplieté

F. Dietary

Protocols and procedures define mechanisms and processes that are in place to prevent
foodborne ilinesses in the organizatiddtandards and regulatis for foodpreparation,
handling and storagare followed. These apply ffood prepared irhouse or contacted out, as
well asfor food prepared or dispensed in patient/staff kitchenettes or kitché&hs.

Where food services are inspected by government agencies, the organization is comphant wi
the inspection process and follovup on areas for improvement identified by inspectéts.

STANDARBY ¢ KS KSIf GdK O NB 2 NH!I gparimeniah 2 y Q&
protocols and procedures shall include IPgt&ff input and
interventions to prevent and contrdlPAC risks

Supporting Accreditation Canada RequiremeRtHACPIDAC, Burnett
Rationale

2.11 IPAC PrograrResearch Initiatives

ICPsemaincurrentin IPAC best practices through evidehesed research, consensus and established
guidelines®® *8 Findings from published researateincorporated into thenealth careorganizatiorthrough
practice, education and/or consultatich 3 Research evidence includes reports on informal epidemiologic
studies, e.g., outbreak/cluster investigations and surveillance findi6fs collect, collate, analyse and
synthesise qualitative and quatattive data and information using appropriate methdsand share this

with coworkers and other colleagues to enhance knowledge and drive improverifents

ICPsalsoparticipate in formal research and quality improvement projects that will result in imprpageint
care and prevention of infectiorand leadto advancements in the IPAC fiéld®’ Participation in research
activities may be independent or collaborative. In IPAC programs affiliated with academic health science
centres and teaching hospitals, ICPs collabosétie, and/or support othersin research that will help to
inform the pracice of infection prevention, control and epidemioloty#* ThelPAC prograris adequately
resourced to enableesearch initiative$>® Whenever possible, cost analysitcorporated into IPAC
research®

Novel initiatives are showcaselrbugh publications, poster/oral presentations at conferences and
other means to enhance the body of IPAC knowletige.
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STANDARBO IPAC staff shall participate iquality improvement initiatives and/or
research.

Supporting Accreditation Canad&IDACBurnett
Rationale

STANDARB1 Results ofPAC progranguality improvement initiatives and/or
research shall be sharedith key stakeholders

Supporting PHACFriedman
Rationale

STANDARB2 Results ofPAC progranguality improvement initiatives and/or
research shall bencorporatedinto the IPAC program.

Supporting Accreditation Canada RequiremeRHACBuUrnett
Rationale
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3.0 IPAC Program FoundationBframework

4(% )Yo!'# 02/ "2!-8
A HOWSshould the IPAC program be structured?

A WHOshould staff the IPAC program?
A WHATresources are required for the IPAC
program?

3.1 IPACProgramGovernanceand Leadership

The Oxford dictionary defines leadershipoise action of leading a group of people or an organization,
or the state or position of being a leade®®In the IPACfield, it has been shown that effective
organizational leadership plays an important role in activities related to the prevention of HAIs,
cultivating a culture of excellence and inspirstgff.1¢°

ICPs and hospital epidemiologists often play more important leadership roles in their health care
organizaton s patient safety activities th&antedad® seni or
conclided that leadership plays a key role in HAI prevention and that the challenging process of

translating the findings of IPAC research into practice can be eased by leaders who heed the advice and
experiences of their IPAC colleagues.

Clinical governance fers to the framework through which health care organizations are accountable
for ensuring that rigorous systems are established so health care safety and quality is monitored and
supported, evaluated and continuously imprové462 ThelPAC progrars anessential part of
governance, maintaining a high clinical profile and a high management profile.

3.1.1 IPACPROGRAMWALUE O THE GOVERNINGABRD

Clinical governance has positioned the quality of health care as a direct responsibility of the Chief

Executive Officer (CEO) and the Board of a health care oagjanizClinical governance resides at all

levels of a health care organization and the organization ensures commitment through active executive
participation and sponsorshi§*The clinical governance framework for IPAC programs, including

responsibility and accountability, extends from the peafiic ar e up t o t he health car
executive andgverning Board®®Support from the health care organi
key elements ta successful IPAC prografh.

A wellunctioning and supported IPAC program demonssatdue and cdseffectiveness to the
organizationThree decades ago, the SENIC Study provided evidence that an organized IPAC program was
not only effective, but also costifective by contributing taa reduction in HAJseduced length of hospital

stay, and decreaserbsts of treatment for HAR VandijcK’ stresses the importance of investing in IPAC
programsasan organizationalide priority.Organizational executive support includetequateresourcing

of IPAC programs. Limited executive suppaseEn as a weakness of an IPAG@m*°:
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The Board demonstrates t@atients the public, staff and itself that it is making continuous progress towards
meetingall of its commitments related tthe IPAC prograrft Thereis evidence ofegular communication

from the CEQo the Board regarding thegxpectatiors of patients visitors and staff in relation tihe IPAC
program®!

STANDARB3 The IPAC prograrshall be an essential part of governance and
maintain a high clinical and management profile.

Supporting Haley, NICE, Tropea
Rationale

3.1.2 IPAG wh Dw!ROKEIN THEEALTH CARERGANIZATIGNSTRATEGIC PLAN

A comprehensivaevhole-scale organizational approach is required to ensure #metffectivelPAC
programisimplemented It cannot be developed by an individual specialist team or by an isolated group
of committed experts® The responsibility for the IPAC program in the health caganizationlies

primarily with the senior administration of the organizatidrhe CEO withian organization lgadership
structure demonstrate commitmentand leadershipo the IPACGprogram?*®®

Thehealth careorganization leadersprovide support for thelevelopment and implemenétion ofthe
IPAG r o g ropematioral plans to achieve tHRPAG r o g rstatagicsplan, goals and objectives and
to guide dayto-day operations? Implementation of the program rests nonly with the IPAC team, but
also with nursing managers, Environmental Services, OHS, directors of medical services, central
reprocessing and other departments and individuals in the facility impacted by the effective delivery of
the program?"4°

STANDARB4 The governing Board shaltientify the IPAQprogramasintegral to
the health careorganizatonrQa a4 N} GS3IA O LI | v
patient and staff safety.

Supporting Accreditation CanadBequirement PHAC
Rationale

3.1.3 IPACPROGRAM POSITIONINBDREPORTING RELATIOIRSH

The IPAC program is essential to the health caganization The positioning of the reporting

relationship of the IPAC program witharhealth careorganizatioraffectsthe "power” of the program to
enactchange within theorganization The IPAC programust havedirect reporting to the governing

Board through the executive. At the very least, reporting is to a senior level that crosses all department
levels within the health carerganization for example RisikQuality Management.

Thereis evidence that managenm has appropriately placed the IPAC program within the health care
organizatiorso that it has the most functional use and is accountable across all departrisemisr
managementanexplain why the IPAC pgoam is placed where it is and how this results in the most
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effective impact on the organization (e.g., under risk management vs. under nursing or laborkery).
IPAC program shall be consistently applied across the organization

STANDARDBS The IPAC mgram shall be positioned in the organization such that
there is aneffective reporting conduit to enior management.

Supporting PHAC
Rationale

3.1.4 CLINICARISK RELATED TAHPACPROGRAM

Clinical quality and patient safety are important to healtlve organization& HAIs are surpassed only
by medication errors as the most common adverse event affecting hospitalized patRatkicing
clinical riskssuch as preventing and controlling infectiorssults insafe and effective care

Infection rates and dter raw hospital data on key counts such as deaths, surgical complications, patient
complications and patient satisfaction are keyrformanceindicators to provide to Boards so that they

can measure if the care is getting betféhe Canadian Patient Safety Instit¢@PSI) through iSafer
Healthcare Nowinitiatives recognizes severd®AC progrartrategies to reduce the incidence of
preventable morbidity and mortality associated with the delivery of health é%r&®

The critical role ofthe IPAC prograrim patient safety is also recognized by accreditation organizations,
whose safety goal is to reduce the risk of HAIs and their impact across the continuum ©f care.
Accreditation Canada requires hospitals to complete a risk assessment to identify and addresskhigh
activities, such as performing aeroggneratirg medical procedures; handling spills, specimens and
sharps; and exposure to contaminated waste.

Health care organizations are required%o
adhere to IPAC guidelines and consensus recommendations
deliver appropriatd PACaducation and training to staff

monitor infection rates and benchmark this information throughout and outside the
organization

formulate and initiate strategies to reduce rislkansideringelevant legislation and
published guidelinesand

continuously initiate actions to furter improve heir processes.

An integrated risk management approaislused to mitigate and manage IPAC risks in the

organizatiorn’® Thereis evidence that the Board is aware that risk monitoring mechanisms are in place in
each clinical area and that each area is accountable for compliancéR#t prograrprotocolsand
procedures! IPAGrelated patientand staff process anoutcome indicators (e.g., hand hygiene rates,
devicerelated infection ratesarereported to the Board on a regular basis, disseminated throughout

the organization and shared with external stakeholders. EZ€mvolved in the development of key

staff paformance indicators relating tthe IPAC prograrft
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The healh careorganization s | eader s assess | PAC risks and oppor
incorporate strategies to address them within the strategic gfafhe health carerganization s | eader s
understand the organizational environment and consider any anticipated changes that may be an IPAC

risk or presenein opportunity for the organizatioff. Mechanismsarein place to inform the Board on

IPAC control measures that have been implemerited.

STANDARDBG Thehealth careorganization shallhave astructuredprocess for
mitigating infectious diseaseisks.

Supporting Accreditation Canada RequiremeRtHACNICE
Rationale

3.2 IPAC Program Admisiration

3.2.1 IPAC PROGRADEVELOPMENT

The responsibility for the IPAC program in the health care
organizationlies primarily with the senior administration of the o
organization. Implementation of the program rests not only with tie Continuing support for
IPAC team, but also with nursing managers, Environmental Servifiesthe IPAC program is
OHS, directors of medical services, central reprocessing and othdf an organlzatlonal
departments and individuals in the facility impacted by the effectile Priority.

delivery of the progranf’

Prior to implementing an IPAC program, and periodically theredffiere is an initial review of the entire
health careorganization(organizational risk assessmerigr the strengths, weaknesses, opportunities and
threats related to IPAC practices (i.e., SWOT analysis). The results from this aalgsid to assist in
prioritizing the needs of the program amde strategically aligned with organizational priorities. This is a
dynamic process thasflexible enough to respond to evolving
organizational need¥.

In order to achieve these goals in a ceffective manner, an active, Conducting an initial
effective, organizatiowide IPAC prograns planned and developed | organizational risk
with multidisciplinary and senior management supprt®’ assessment is key to

Changes in practice are unlikely without administrative support afy the development of an
multidisciplinary efforts$8 The IPAC program cannot be developed| €ffective IPAC

and implemented by IPAC staff alone, without input and support f| Program.

from other departments across the health camganization One of
Accreditation Ca n a dle’organizatog has a cellab®rativesapproachtoh at
supporting the IPAC progrdr® This means that the IPAC program functions are planned, developed,
implemented and evaluated by an IPAC team or committee having interdisciplinary memifér8hip.
The IPAC program requires accountability from all areas and organixégtiersupport!’

Qollaborationbetween the IPAC program awther departments and good working relationships are
essential®* IPAC activitieare linked with those of key stakeholders in the organizatibRor example,
IPAGstaffarer e pr esent ed on the facil i ttye'lPAC ¢dmphentbfthand Saf
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OHS prograns developed jointly by OHS and IP£@ff.*’ The develoment of multidisciplinary quality
improvement committees in a health caseganizationinclude IPAC representatidtf

IPAC programactivitiesare based on a continuous quality improvement approach where the processes

and outcomes are continuously reviewed and impro¥€the IPAC program is planned and developed

based on organizational priorities, legislative requirements, evidence and best praélicgscent

years, increases iPAC programesources appear to have been driven by crigds.g., Severe Acute

Respiratory Syndrome in Ontari@,difficile outbreak inQuebec), and often the resources are

withdrawn once the crisis has passed. IpAg@gram deliverables areased on the acuity and activity of

the health careorganizatoomnd t he vol ume and c6&mplexity of the |

An orgaizational risk assessmeistconducted on an annual basi§regardless of the type of health
careorganization Ongoing, systematic evaluation of the organizational risk assesssiempartant to
ensure thatprotocols procedures and programs are consistent across the healthargemization
achieve their stated objectives and are in compliance with current applicable regulétitis.

The reliability, validity and application of IPAC pradiieeevaluated and comparkto recognised
published literature and best practic€s

Published IPAC literature is critically reviewed when developing the IPAC program and IPAC
services.

Surveillance and epidemiological data are analyzed to inform IPAC processes.

National, regional, and legal requirements are incorporated into iftAt©colsand
procedures.

IPAC deficiencies and priorities are evaluated on a regular basis to determine compliance
with best practices using appropriate quality indicators/benchmarks. This may be part of
process or outcome surveillance.

IPAC records or statistiase analyzed to identify trends and needs.

Several documents outline in detail the various components of an IPAC program:

PIDAC Best Practices for Infection Prevention and Control Programs in Qr#égdition,
May 2012. Available at:

World Health Organizatiorf€ore Components for Infection Prevention and Control
Progammes available at:

STANDARB7 The IPAQorogram shall be developed in collaboration with key
stakeholders in the health carerganization

Supporting Accreditation Canada RequiremeRtHACPIDAC
Rationale
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STANDARDBS IPAC prograndeliverablesshall be based on the acuity, complexity
and careactivities of the health care organization.

Supporting PHACPIDAC
Rationale

3.22 IPACPROGRAM GOALS ANDIEBTIVES

The goal of a functioning IPAC progrisro protect patients staff and visitorédrom HAIs, resulting in
improved survival rates, reduced morbidity associated with infections, shorter length of hospitdl stay
and reduction in lost time by staff.

IPAQorogramgoalsare evidencebased?? 17% 172 with measurable objectives that aneviewedannually
and revised based gorogramchange and risk assessment of IPAC is&ifés’ These goals are
relevant tocare activities across the spectrum of health carganizatiors including acute care, complex
continuing care, rehabilitation hospitals, lotgrm care homes, ambulatory settings and home health
care programg® 1201741 pAQorogramgoals are consistent with legislated requiremeft#?AC program
goals shall be presented to, and shall be supported by, senior management and the Board.

The IPAC program is organizatwite, with clearly defined objectives in collaboration with other
members of the health carerganization Essential objectives include:

There is an annual review of IPAC program goals.
IPAC program goals are supported dmitbwed by senior management and the Board.

IPAC prograrmitiatives are evaluated at appropriate intervals and deliverables are revised as
necessary, resulting ingoing evaluation and continuous improvement of the IPAC pragram

There is a process toanage critical data and information, including surveillance for HAIs.

There is a coordinated approach used for effectR&C prograrmanagement.
Responsibility and authority are delegated to individuals wéo delivethe required
outcomes, with timely ammunication of infectiorrelated issues and relevant practices to
management and staff to facilitate improvement.

Both proactive and reactivdl’AC prograrservices (including IPAC education and training)
are coordinated and delivered by IPAC staff in @ociion with partners across the health
careorganization

Evidencebased practice, standards and guidelines are implemented througgmnization
specificprotocolsand procedures.

There is prompt reaction to outbreaks at all levels within the health oaganization
There is effective response to major |IR#&ted incidents.

Target populations are identified fdPAC prograrpreventative interventions (e.g., through
process and outcome surveillance).
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STANDARB9 IPAC program goals shall videncebased.

Supporting Accreditation Canada RequiremeHAC
Rationale

STANDARIDO IPAC program goals shall have measurable objectives that are
reviewed/revised annually.

Supporting PIDAC, Madani
Rationale

3.23 IPACCOMMITTEE

The IPAC team the health careorganizatiorhasthe support of arinfection Prevention and Control
Committee (IPAC®) working group structured to include representation from stakeholders and
partnersacross the organizatidhincluding but not limited to,ICPsOHS Environmental
Services/Housekeeping, nursing and medical representation from key clinical programs including
infectious diseases, Microbiology, local public health and senior managefidiis multidisciplinary
committeereportsto the Board of Directors through the Medical Advisory Committee (for halspit
and/or senior nanagement!’ All facilities and agencies accredited by Accreditation Canada require this
to be a formal committee structur®

The IPACC is responsibletfd?:

annual goakettingand strategic planning fahe IPAC program and the IPACC

ensuring that the IPAC program meets current legislated standards and requirements as well
as the requirements of the facility

advocating for resources necessary to accomplish the goals of tlgggm

acting in an expert advisory capacity on controversial issues (e.g., impact of closure of
clinical departments due to outbreaks)

reviewing patient safety/risk management/quality assurance initiatives related to; ldAdls

IPAC program evaluation

The frequency of IPACC meetings should be based on

the objectives of the IPAC program

requirements of Accreditation Canaffar accredited facilities)

requirements ofprovincial legislation

time required toeffectivdy reviewIPAC prograrsurveillance data and related analyses
policy approval processpand

time required to effectivelynonitor program goals and activitié&:1’®

There is a process in place to ensure that items or isstegyht to the IPACfor review are addressed

in a timely manner. There is appropriate follayp on important issues, particularly those relating to risk
management or patient safety.
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The terms of reference for the IP@@re reviewed annually to ensure thiite committee membership
adequately representlPAC programeeds in the health carerganizationand thatiIPAC@oals have
been met.

STANDARDL There shall be a multidisciplinalPAC committee that reports to
senior management, to support the IPA@rogram.

Supporting Accreditation Canada RequiremeRtH{ACPIDAC
Rationale

STANDARID2 The IPAC committee shall set annual goals for the IPAC program,
advocate for resources to accomplish program goals, revie#C
program quality improvementinitiatives and evaluateachievement
of IPAC prograndeliverables

Supporting Accreditation Canada RequiremeRHAC
Rationale

3.2.4 [IPAC INFORMAON MANAGEMENT

Data, information and knowledge systems are planned to provide reliable, timely servite sungport

the | PAC program’s object i v@¥Survallarte forHAlsa nt er nal an
important component of the IPAC program, but is labouensive. The implementation of an

automated surveillance program has the benefits of increased accuracy, timeliness of results and is less
labour-intensivel’® Electronic access to data is the foundation for an electronic surveillance system

IPAGorograminformation managemenprotocolsand systems meet current information needs,
anticipake future needs, and enhance organizational performafdere is dedicated computer access
within the IPAC department¥Where relevant, new technology, innovation and practice are incorporated
into protocolsand procedure® (e.g., use of hantield devices to collect surveillance and audit data).

A. IPAC Progranmformation Management Plan

There is an IPA@ograminformation management plan that defines hate IPAC program
will74 177,

define andpriorizecurrent and future information needé, IPAC programs will have
di fferent needs baseddwddual mamdategpr ogr am’ s go
capture, analysegenterand transmit data;

report accuratedata resultsn a standardized wapternally ard, where applicable,
externally;

support, educate and train IPAC staff in the processing and use of information,
including the optimal use of technology (computers, software programs,
communcations equipmentuse of haneheld devices to collect data
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manage surge capacity in the face of owthks, emergencies and disasters;
incorporate flexibility tomanage change and future needs;

maintain confidentiality integrityand security of datd; and

manage record retention and informationstge.

STANDARD37  ThelPACQprogramQa A Y T2 NX | { A 2Zofocoany plaAsS Y
shall meet current information needs, anticipate future information
needs and enhancB’AC progranperformance.

Supporting Acaeditation Canada &juirement,PHACISQua
Rationale

STANDARIM4 The use of confidential patient information fdPAC program
purposes shall comply witfederal and provincial legislation and
ethical standards of privacy and confidentiality.

Supporting Accreditation CanadBequirement FederalProvincial/Territorial
Rationale Privacy Acts and Regulations

B. Record Retention and Information Storage

Data, information and knowledgesourcesare stored for ease of acce¥$Processes are in
place for the recovery of data and data systems in case of disaster or system failures.

Records pertaining to the | PAC perioddergam are Kkep
minimumthree years). This includes investigation repolffBAC committeeneeting minutes,
education and training records, statistics and epidemiology databd3es.

3.25 [IPAC PROGRAM RESQGER

VandijcK’ stressed the importance of investimy IPAC programs, which includes allocating resources
needed for optimal programsn 2003, Zoutmat? et al showed a positive correlation between

adequately resourced IPAC programs and the amount of infection surveillance that was being done in an
acute care settingncreased surveillance for AROs aadjeted IPAC education have been shown to

have a positive effect on reducing ARO rafes.

IPAC programesources include material, financial and hunmasources The resources needed to
support the IPAC program depend on the size ofdhganizationthe type of services provideshd the
mandate of the IPAC prograth

It is essential that the health care organization supports an effectively functioning and resourced IPAC
program aimed at improving patient and health care worker safety. In addition tm#terial and

financial resources, there is a need for professionals who are certifiaéeiction control*” The IPAC
program resources are reviewed on a regular basis (e.g., annually).
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STANDARIDDS The health carerganizationshall regularly review the resources
needed to support the IPAC program.

Supporting Accreditation Canada RequiremeHAC
Rationale

A. Access tdMicrobiology LaboratoryServices

The IPAC program hascess to @a accreditedmicrobiology laboratory that supports the
surveillance program by reporting all significant microbiologsthtes(e.g., positive blood and
respiratory cultures, rapid detection of antibiotiesistant organisms) in a convenient and
accessible formaniorder to facilitate the identificatin of HAIs by IPAsEaff.*"4° Ideally, IPAC

staff can access Microbiology data systems themselves from their own computers or via direct
data linkage with IPAC data program

The microbiology laboratory is adequately resourcegnovide quick turnaround for highisk
organismssuch a<C. difficileand toassist withoutbreak investigation in a timely fashion.

STANDARIDG The IPAC program shall hatiee support ofan accredited
microbiology laboratory

Supporting Accreditation Canada RequiremeRHAC, PIDAC
Rationale

B. Budget Requirements

There is ppropriate resource allocation fahe IPAGorogram that is sustained and ongoing.
There is a sufficient budget to furide IPAC prograrthat includeg’:

intellectual resources (e.g., books, manuals, guidelines, online resources,
subscription}, including maintenance of resources

material resources (e.g., office equipment, electronic equipnserth as computers
and software education andraining materials, audiwisual materials)

human resources (e.gRA(Mhysician)CPssecretarial support)and

continuing education (e.g., attendance at conferences, teleconferencing,
videoconferencing, webinars, training courses)

STANDARD7 Thereshall be appropriate financial resources allocated to the IPAC
program.

Supporting PHACPIDAC
Rationale
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C. Staffing Requirements

Staff with IPAC expertise aaailable at a clinical and organizational leeethe health care
organization There is mnagement supporfort h e o r g allPAC pragraimbjactives and
IPAGstaff are supported to deliver qualigervices®

Administrative Support

The health care organization provides administrative assistance to the IPAC pfé§tgpport staff

allow the ICP(s) to attend 1@ AC programeeds outside the office. Depending oretbomplexity of

the IPAC program, administrative support might include document development, database entry for
surveillance data, recording meeting minutes, development of presentation materials (e.g.,
brochures, fact sheets, posters), response to enaaitphone calls, and printing of materials.

STANDARID8 The IPAC program shall have sufficient support staff to meetfh&C
programgoals of the health care organizatian

Supporting PHAC, PIDAC
Rationale

Infection Control Professional (ICP)

ThelCPposition is a dedicated positioRegardless of the size of the facility, the expected
number of hours per week that are devoted to infection prevention and control must be clearly
stated and protected’

ICP staffing leveksre related to the type of care services provided by the health care
organizationand will vary depending on volume, complexity and acuity. Staffing should not be
based exclusively aotal bed numbers'”4° The following recommendations have been
published’:

a minimum ratio of 1.6ull-time equivalent FTEICP per 115 acute care be'dy

a minimum ratio of 1.0 FTE ICP per 100 occupied acute care beds if there are high risk
activities (e.g., dialysi$}83

additional ratio of 1.0 FTE ICP per 30 intensive care beds be considered where
ventilation and haemodynamic monitoring are routinely performed

1.0 FTE ICP per 150 occupied Haron carebeds where there are ventilated patients,
patients with spinal cord injuries and dialysis or other high acuity actitAties

1.0 FTE ICP per 200 beds in otheorganizatiors depending on acuity levels

New ICPs are enrolled in approvedIPAC training prografminimum 80 hoursvithin the first six

months of entering the professié e. g., | PAC Canada’s basic online
) and are mentored by an

experienced ICP after hif®2AC rantorship is made immediately available to a new ICP when the
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individual has no gevious IPAC experiendehas been
estimated that it takes at leadive years for an ICP to be fully
competent to manage 80% of the problems that can arise,
given the scope and variability of IPAC isslé&s are
encouraged to join their professional association (i.e., IPAC
Canada).

It is an expectation that the ICP contiru® seek
education, knowledge and skills relatedtt@ IPAC program
in the following area¥:

Epidemiology, including outbreak management
Infectious diseases
Microbiology

Patient care practices

Asepsis
Disinfection/sterilization
Occupational health

Facility planning/construction
Emergency preparedness
Learning/education principles
Communication

Product evaluation

Information technology
Program administration
Legislativassues/Policy making
Research

IPAC Canadandorsesas a core requirement for the
position ofCPthe achievemenand maintenance of
certification in infection prevention ancbntrol (CIC®) from
the Certification Board of Infection Cootrand
Epidemiology Inc. (CBICertification signifieghat the
specialized body of knowledge required for competent
performance of currentPAQoractice has been attaineahd
maintained An ICP prepares for certification through a
combination of a recognized course(s), on the job mentor
and lifelong learning. The CIC® should be completed

between 25 years of assuming the roles and responsibilitif

of infection prevention and controf*

The health care organization has at least one ICP who is

Certified in Infection Control (CIC®), or who will obtain certificatiban eligible depending on

It takes at least five
years for an ICP to be
fully competent to
manage 80% of the
problems that can
arise, given the scope
and variability of the
IPAC issues that can
arise.

The CI@ credential
(Certified in Infection
Control) is available
from the Certification
Board of Infection
Control and

g Epidemiology (CBIC).
For more information:

S http://www.cbic.org/

the acuity of the facility® 4’ Education is provided that will enable new ICPslitain CIC®

designatiori’ and to maintain certification.

IPAC CANADAThe IPAC ProgramStandard Page 73



http://www.cbic.org/

STANDARID9 The health carerganizationshalldedicate and protect ICP hours for
the IPAC program appropriate to the acuity and volume of care in tl
health careorganization.

Supporting Accrediation Canada &juirement PHAC, PIDAC
Rationale

STANDARD 80 ICPsshall besupported by the health care organization to maintain
competency in IPAC practice.

Supporting PHACIPAC Canada/ APIC
Rationale

STANDARB1 ICPsshall be certified in infection prevention and control when
eligible.

Supporting PIDACIPACCanadaAPIC
Rationale

IPAC Physician

The health carerganizatiorhas access ta qualifiedPAC physician who has knowledge, expertise
and training in IPA@rogram element$”“° The IPAC physician works wi@Ps tgrovide input and
support into the programThere is also benefit to having access to an epidemiologist to assist with
data management during large outbreaks.

Acute caresettingshave a dedicated #house or contract physician witPACknowledge and
expertiseto support the IPAC program and to engage the medical communiBAEG program
activities?! An infectious diseases physician or other physician with knowledigdeatious
diseases may provide this suppdrongterm care facilities should consider an IP#ained
physician on at least a consultative baétsThe physician should have specialized mpsduate
training inIPAC program elements many smaller hospitals and nursing hanthe local
Medical Officer of Healtmayact as the IPAC physician resource to the IPAC program.

Medical staff from other specialties may actlB&C programmhampions. Protected time is
allocated to achieve defined objectives in this rdle.

STANDARB2 The health carerganizationshall have access to a qualifidB@AC
physician to provide input into the IPAC program

Supporting AccreditationCanada Bquirement,PHACPIDACHaley
Rationale
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D. ContinuingEducation Requirements

Thehealth careorganizationensures that ICPs maintain their knowledge and skills through
continuing education relevant to their professional practice andedification ininfection
control every five yearé! Continued competency can be maintained formally through online
courses, local or national conferences and webinars, or feantal methods such as
independent learning, networking with colleagues or mentorifigis learning is occurring on a
continual basi$!

ICPs remain current on IPAC best practices through evidessed research, consensus and
review ofestablished guideline¥:28 Findings from published research arednporated into the
health care organization through practice, education and/or consultatichResearch

evidence includes reports on informal epidemiologic studies, e.g., outbreak/cluster
investigations and surveillance findings. ICPs collect, collate, analyse and synthesise qualitative
and quanitative data and information using appropriate method%and share this with co

workers and other colleagues to enhance knowledge and drive improverfents

IPAC work teams and individuals are supported in their IPAC endeavours, knowledge and
practice.IPAC training resources are reviewed on a regular basis to ensure consistency with
established evidence and with professional and occupational standards.

E. IntellectualTechnicalRequirements

Theorganizatiorensureshe availability of key resources to support the IPAC progaasm

required by legislation, best prd&Reatlyiaccessto,and t h
and retrieval from, theorganization s dat a sy st ems &aylPACpgramt i al t «
functions, such as surveillance and outbreak investigation. IPAC staff receive required training

and support when new electronic equipment and/or software programs are installed.

Information Retriewl (information coming in

Sources of information retrieval fédPAC programurposes include:

ready access to, and retrieval of, demographiclamom t he or gani zati on’
systems (e.g., electronic patient record, laliorg results, pharmacgystems);

relevant standardgguidelinesand best practicesecessary to develop th®AC
programmanual and otheprotocolsand proceduresand

linkages to other organizational plans, such as the strategic, business or qualitf/plans.

Information Analysi¢information handling

Dataandinformation are analysed and the results used to inform decisimaking and meet
program objectived!’ Robust physical systems are required to support data management.

IPAGstaff useanalyseddata and retrieved informatioto:
inform IPAC processes and practice
inform education and training; and

to engage the suppomf patients and the publifor IPAC activities (e.goublished
hand hygiene rates).
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Information Disseminatiofinformation going out

The IPAC team communicates with colleagues and external groups for inforrehticng,
professional support and direction. Access to modern compation equipment (e.g., intranet,
internet, teleconferencing, videoconferencing) is essential to maintain these required
components of the programAccess may be asite, or combined with other sites in a
centralized location within the organization.

Dataand informationare disseminated to others, provided that copyright requirements are
followed and the appropriate permissions are received. In the case of personal data,
confidentiality must be preserved (e.g., use rmominal data).”’

The following are basic resources needed to ensure that the intellectual requirements of the
IPAC program are met

access to a computer and the internet

access to current and relevant standards, guidelines, best practices and legislation
necessary to develop th® AC prograrmanual aml other protocolsand

procedure$”*° (e.g., regional, national and international organizations such as

PHAC, CSA, Centers for Disease Control and Prevention (CDC), IPAC Canada, WHO

access to the electronjgatient record in organizations where this is available.
|l deally there is the ability for | PAC sta
need to be followed up on subsequent visits

access to electronic laboratory records and other health inforamagystems (e.g.,
pharmacy systems, surgery records)

a means to analyse t he teygla@tolRACtpiogtam’ s el e
activities (e.g., for surveillance, analysis of outbreaks).

access to electronic modes of communication for collatimmeand participation in
group discussion, includirdectronic mailyebinars, online IPAC training, document
viewing and sharing, teleconferencing and/or videoconferenaend

electronic equipmenmaintained by competent information technology (IT)fsta

STANDARB3 IPAC staff shall have access to intellectual resources required to sal
the functions of the IPAC program.

Supporting Accreditation Canada Requirement, PHAC, PIDAC
Rationale

STANDARB4 IPAC staff shall be equipped with curregliectronic tools to support
the IPAC program.

Supporting PHAC, PIDAC
Rationale
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STANDARBS5 IPAC staff shall have electronic access to internal and external
communication resources for the purpose of collaboration and
education.

Supporting PHAC, PIDAC
Rationale

3.3 IPACPerformance Management

Shared accountability for infection control has been identified by
Jarvi§’ as critical to an organizational climate changetfierIPAC _ _
program There is a need IPACprgranm gl dl@W ie (PAG Quplidyd y in ot
process. There must be a communal responsibility within the achieved?
organization, supported by the backing and leadership of the CEO gid
senior management

Preventing infections ipatientsisa shared vision and goal of all whorwan health care. Holmé&nsists
that all staff must understand their rglsupported by widespread multidisciplinary engagement with a clear
message that everyone in the organization matters and everyone is responsible for preventing infections.

Teamwork rather than individual interventions relies on leadership adaptability, mparfdrmance
monitoring and support. Specific IPA&lated responsibilitiesare written into the job descriptions for all
staff, includingnanagersandsupervisorsStaffat all levelscanexplain how their IPAC performance is
evaluated.

3.31 ASSESFENT AND ACCOUNTABILITY S#ENIOR MANAGEMENT

Managersandsupervisors have accountability and responsibility fésGRnitiatives affecting their staff
andpatients There is an expectation fropatientsthat staff have the necessary skills and knowledge to
undertake IPA@elated initiativesin their area of work. It is the responsibility of senior management to
ensure that staff are trained and competent in IPg&ctices®

Senior management communicate their commitmenthe IPAC prograrat least annuallghrough
compliance monitoring and assessment of staff perform&hdéereis evidence of regular communication
fromtheCEGNnt he or gani z asof safi, patientgvelymtearsand \isitoss in relation tthe
IPAC prograrft

STANDARB6 Thehealthcare2 NAI yAT I GA2y Q& f SI RSNE ¢
defined and integrated quality management system to assess IPAC
performance and improvéPACquality in the health careorganization

Supporting Accreditation Canada RequirememHAC
Rationale
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3.32 ASSESSMENT AND ACRTABILITY OF IPACERAM STAFF

IPAQorogramstaff (ICPs, epidemiologists, physicianaye demonstrated IPAC expertis€€Psare
prepared to be certified in IPAC within two years of h8pecific IPAC responsibiliti® written into
IPAC contracts, job descriptions and program manuals.

Performance reviewsor all IPAC program stadfe conducted on a planned basis, eannually. The
performance review includsthe following components:

adiscussion oachievemens and improvement opportunities

aplanforaddi ti onal training, education and devel
performance andtareer opportunities

recognition and acknowledgement of IPAC achievements (e-gertiication every five

years); and

assurance that IPAC training and competencies are kept up to®tate.

Both the individual being assessed and thanager/supervisor doing thassessmensignthe final
assessment summariyfhe orgardation also hasa process for dealing with staff who are not
performing satisfactorily.

IPAC selassessmentaditing toolsmayalsobe used byPAGstaffto evaluatetheir IPAC performancge
such adPAC Canad’ salfassessmenaudit tools.

STANDARB7 ICRBand other IPAC staff shall demonstrate competence in infection
prevention and control.

Supporting PHACISQua, NICE
Rationale

3.3.3 ASSESSMENT OF STAFBWNEDGE, ACCOUNTABILAND ADHERENCHRACPRINCIPLES

Performance management includes activities which ensure that goals are consistently being met in an
effective and efficient mannetPAC prformance managemens an ongoingrocessof communication
between supervis@managersandstaff that occurs throughout the year, in support of accomplishing
thel P AC p rstrategicoljectves of thhealth careorganization

A system for monitoring and improving staff compliance WRAC programrotocolsand proceduress
developed and implementedt all levels in the health camrganization Thereis evidence of a Board
approvedIPAC programaccountability framework. Thiacludes evidence of specific responsibilities
allocated to staff working in, or coming into contadth, clinical areas, as reflected in their job
descriptions and performance appraiséls.

Thereisevidence that all staff working in clinical areas have an appraisal and development plan that
includes discussion of IPA€lated issues and practiceghis includes evidence that staff working in both
clinical and norclinical areas have clear objectiviagelation tothe IPAC prograrwhich are linked to
the organization’s objectives.
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Comprehension of infection control principles is vital to the protection of both staff and patiats.
employeegnust befamiliar with their role inthe IPAC programWork teams and individusare
supported in their IPA@lated endeavours, knowledge and practice

Staff peformanceisregularly assessed in partnership with each staff member and the assessment
documented* Employees are evaluated on their individual IPAC performandeadherence to IPAC
practicesis part of the performance review. Employeesre enabled to understand their contribution
communicate their viewandtake an active part in processes and challenges behavibeseis
evidence that staff are provided with feedback on tHEIAGrelated performance. This includes
evidence that they are given support to carry out their IPégponsibilities’

Processind outcomeauditsare used to monitor the effectiveness ofdividualemployees and/or

groups or teamsThe purpose of using a knowledge and practice survey as part of the audit process is to
ascertain the level of infection control knowledge, to determine whether perceptidmotviedge is

genuine, and to evaluate whether knowledge is applied in the workplace séttigsite managers

engage in tours to obsenandreinforce IPAC practices abdhaviours. Results of process audits of
practices and monitoring gdatientcare practicesreincorporated into education andre used to

assess the effectiveness of edtioaal interventions?’ For example, compliance with hand hygiene

must be audited, as a requirement of Accreditation Canada. Results are shared with staff, service
providers and volunteers; and a plan is developed to improve education and tr&ining.

STANDARB8  An IPAC performance managemigprogram shall be evident in the healtt
careorganization includingan IPAC performance review for staff

Supporting Accreditation Canada RequiremeRHACPIDACProvincial/Territorial
Rationale Occupational Health and Safety Acts and Regulations

34 Assessment anévaluation of the IPAC Program

In line with requirements of Accreditation CanatRAC programuality improvements are identified as
a strategic priority in health care organizations, and resources are allocated to support quality
improveme nt activities. It is the responsiility of t

Topromote learning from quality improvement results; and

To make decisions informed by research and evidence, patient and staff experiences, and
ongoing quality improvement results.

The health care organization periodically monitors compliance lRI®C progm protocolsand procedures

to assess awareness and compliafi¢@Based on the results, a quality improvement program is then

formulated and implemented, takingintoaccou t he or gani zation’s prioritie
resources

3.4.1 EVALUATING THEAC PROGRAM

Internal evaluation of the IPAC program is done to determine if program resources (financial, material
and human) are adequate to meet program goatgplementing a standardized IPAC program audit
(e.g., seAnney will identify areas of shortfall ithe IPAC prograff® and lead to significant
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improvements in IPAC practi¢® Process and outcome evaluation of the IPAC program is documented
and recommendations for improvement are based on these findings. There is evidence that the agreed
key performance indicators are used by the Board to monR&C progranperformance®! This

evaluation incldes the extent to which the health care organization, with its partners, is ablehieze

its IPAC progrargoals and objectives.

External evaluation of the IPAC program includes the extent to which the healtbrgneization with

its partners, is able to achieve its mandate and goals to decrease the risk of HAls and to improve health
care safety?® 4’ IPAC progranactivities are based on a continuous quality improvement approach where
the processes and outcomes are reviewed and improved at least anAU&iytcome indicators reflect

the effectivenesf the health carerganizationn protectingpatients health care workes, visitors and
others from HAls as well as determine the eeffectiveness of program activitiés.

Thereisa process to evaluate the impact of having an IB®&& presence on a multidisciplinary
committee or team. For example, omey to do this would be to demonstrate a progressive and

sustained change in the HAI rate foll®Owing the ad

STANDARDSB  There shall be a process to evaluate the quality of the IPAC progra

Supporting Accreditation Canada Requirement
Rationale

3.4.2 CONTINUING IMFOVEMENT IN THE IFARBOGRAM

A successful quality assurance program includes learning fromesidts obtained This includes
learning from positive as vlleas negative or surprising resulf@here should be a balance between
learning from the results and focusing the result

Ongoing improvements to the IPAC program shoulihbmed bythe results ofthe IPAC program

audit via an action plan, feedback andaedit>* 8693 101185187188 Target goals and the strategic plan are
reviewed and revised to reflect changing epidemiology and priorities of the healtfoogaaization

The procesdor making ongoing improvements to the IPAC program includes:

providingdedicatedtime to reflect on result®f audits and program evaluations

providing mechanisms for collective feedbacidaeflection, such as briefings focus
groupss;

developing action plans for improvementth timely butrealistic time framesijn
partnership with affected stakeholdeesd based on best practices

ensuring adequate senior level support for implementation of action pliswctuding
allocation of resources necessary for improvements

providing opportunities foeducation and increased awarenesfoth staff and
managers,

implementing action plans, followed by-gudits* 185 187

sharing lessons learned wititaff, service providerspatientsand peer network4® 8% and
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providingadequate resources to the IPAC program when new programs are developed that
havelPAC progranmplications (e.qg., facilityide hand hygiene program, construction).

STANDARBO Thehealth careorganizationshallmake ongoing improvements to its
IPACQorogram.

Supporting Accreditation Canada RequiremeRHACNICE
Rationale
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Summary oflPAC Progranstandards

SECTION 1: CULTUBREIPAC SAFETY IN THE HEALTH CARE ORGANIZATION

1.1 IPAC CULTURE

1. Thehealthcarer gani zation’ s | eader s aandbeactivalyf f shall
involved, engaged and committed in developing and maintaining a culture of infection
prevention throughout the organization

1.2 IPAC PROGRAM MISSION, VISION AND VALUES

2. There shall b a clear vision and Boatevel support foithe IPACprogramin the health care
organization.

1.3 IPACPROGRANCHAMPIONS AND ROLE MODELS

3. IPAGorogramactivities and awareness campaigns shall be developed through partnership and
collaboration with key statholders

4. An IPAC culture shall be promoted within the health care organization through the engagement
of staff, physicians, volunteers, champions and role models

1.4 IPAC CULTURE OF LEARNING

5. There shall be a culture of learning in thealth careorganiation that supports IPAC education
for managers, staff and volunteers.

1.5 IPAC WORKIFE

6. Thehealth careorganization shall demonstrate commitment to wdite strategies for the
prevention ofstaff infections

1.6 PATIENT SAFETY

7. Patient safety related tthe IPAQorogramshall be a strategic priority for the health care
organization

SECTION 2: SCOPETHE IPAC PROGRAM

2.1 IPACPROGRANMPACT, COLLABORATION AND ENGAGEMENT

8. The IPA@rogramneeds of internal and external stakeholders are identifeskessed,
evaluated and reassessed on a regular basis.

9. The IPAC program shall collaborate and liaise with internal and exfeartakrs

10. The IPA@rogram shall have a communications process to disseminate tamelior critical
IPAC information to interdand externapartners

2.2 |IPAC EDUCATION

11. An IPAC education program shall be provided annually, and periodically as required, to all staff
working in the health care organization.
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12. IPAC education shall meet the IP&Ggrampriorities of the health carerganization.
13. IPAC education programs shall include IPAC core competencies for staff.

141 PAC professionals shal/l participate in the de
educational programs using the principles of adult teaching and learning.

15. There shall be an IPAC orientation program provided to new staff, service providers and
volunteers carrying out IPA@lated duties in the health care organization.

16. IPAC education shall be regularly evaluated and the education program revised accordingly.

17. The health care organization shall support continuing professional development and provide
resources for continuing learning for infection control professionals.

18. The health care organization shall communicate relevant information about minimizing infection
risks to patients, caregivers and visitors.

2.3 IPAC SURVEILLANCE PROGRAM

19. The health care organization shall have an IPAC surveillance program that addresses the
organi zati oatriskk popul ati on

20. The surveillance program shall be adequately resourced@thged by trained staff with
dedicated time and appropriate tools to carry out the program.

21. The health care organization shall follow targeted outcome indicators of significance to the
organi zation’'s services. Legislated requireme

22. The health care organization shall have data collection methods in placertppy detect
health careassociated infectionHA) trends.

23. Standardized definitions for HAls shall be used for internal outcome surveillance and for
comparisons with externddenchmarks.

24. The health care organization shall follow targeted process indicators of significance to the
organization. Legislated requirements shall be fulfilled.

25. The health care organization shall apply epidemiological principles to surveillance data to
investigate the source/cause of HAIs, identify risk factors for infection, analyze trends, identify
clusters and outbreaks and make recommendations for improvement based on findings

26. The health care organization shall share surveillance information waaelyn a timely manner.
2.4 ANTIMICROBIAL STEWARDSHIP

27. IPAC staff shall activedyipportantimicrobial stewardship in the health care organization
2.5 HAND HYGIENE PROGRAM

28. The health care organization shall have an organizatimte hand hygiene program &t
includes administrative leadershiprgtocols procedures and support.

29. There shall be a multidisciplinary approach to the evaluation, selection and purchase of hand
hygiene agents.

30. Hand hygiene resources shall be readily available and accessible tabfoare.
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31. Hand hygiene education shall be provided to all individuals working in the health care
organization.

32. There shall be a process to measure hand hygiene compliance that includes monitoring and
feedback.

2.6 PATIENT FLOW

33. IPAC staff shall be involveddecisioamaking when patient placement, accommodation and
flow is hampered by the presence of infectious disease.

2.7 OUTBREAK MANAGEMENT

34. The health care organization shall haretocolsand procedures for outbreak detection,
identification, investigaon, response and control.

35. The health care organization shall identify outbreaks of infectious diseases, including sentinel
organisms, in a timely manner.

36. Outbreaks in the health care organization shall be managed by a multidisciplinary team that
includeslPAC representation and organizational leadership.

37. Infection control professionals (ICPs) shall be involved in the analysis and evaluation of
outbreaks in the health care organization.

38. Access to timely microbiology laboratory reports shall be providethduan outbreak.

39. There shall be a communications strategy in place during an outbreak that includes
dissemination of timely information and outbreak statbsth internally and externally.

40. The health care organization shall use the results of outbrealsiigations to make
improvements.

2.8 EMERGENCIES, DISASTERS AND MAJOR INCIDENTS

41. There shall be a written response plan with input from IB#f@ to addresdPAdssues related
to emergencies, disasters and incidents.

42. The emergency management committee Bi@ave IPAC representation to address specific
issues related to the prevention and control of infections during the emergency.

43. The emergency response plan shall include {R#dZed emergency response training and
exercises appropriate tstaff responsililities and ensure that adequate resources are available
for the trainingof all working staff

2.9 ROLE OF OCCUPATIONAL HEAOHHEHRACPROGRAM

44.The health care organi zat i on-ektedhealihchedrsafetys h al | p
requirements as a strategic priority within the organization and ensure that plr#gtam
protocols and procedures are incorporated into the fabric of the wesrkironment

45. Health and safetyrotocolsrelating tothe IPAQorogramcomply with relevant legislation,
guidelines and best practices.

46. The IPAC component of tli@ccupational Healt®ervicegOHS program shall be developed
jointly by OHS and IPAEff.
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47. There shall be a process for evaluating health care workers for communicable diseases at hire,
following exposure and additionally as requirdthis process will include a means to maintain
documentation of immunity status.

48. There shall be a process to evatie potential IPAC risks in the workplace and to ensure that
controls are in place to manage the risks.

49. There shall be a vaccinatigmotocoland procedure for health care workers.

50. There shall be a process andfmotocoland procedursto prevent staff fom working while ill
with a communicable disease.

51. The health care organization shall provide counselling, fellpvand work restriction
recommendations for IPAIlated injuries resulting in exposure to infecticagents.

52. There shall be a sharps injuryepention program in place that includes the use of safety
engineered devices for sharps and other higk materials.

53. Personal protective equipment (PPE) shall be readily available and easily accessible.

54. The health care organization shall provide trainimghe appropriate selection, use, removal
and disposal of PPE.

55. There shall be a respiratory protection program in place in the health care organization.
56. There shall b& hand care program in place for staffthe health care organization
2.10 IPACRO®AMPROTOCOLS AND PROCEDURES

57. There shall be organizatiorafide IPA@rogramprotocols and procedures that are current,
evidencebased, are in accordance with organizational prioritied are accessible to all staff,
volunteers, students and others who wkoin the health care organization

58. IPACQorogramprotocols and procedures are linked to organizatgupported educational
programs with action plans and clearly defined accountabilitynipiementation

5. The heal t h cssendcesiclinigsiddaparimantalrotoools and procedures shall
include IPAGtaffinput and interventions to prevent and contrt?AC risks

2.11 IPA®CROGRANRESEARCH INITIATIVES
60. IPAC staff shall participate in quality improvement initiati@ed/or researb.

61. Results ofPACprogramquality improvemeninitiatives andor research shall be sharewith
key stakeholders

62. Results ofPACprogramquality improvement initiatives and/aresearch shall beacorporated
into the IPAC program.

SECTION 3: IPAC PROGRAMNDATIONAL FRAMEWORK

3.1 IPACROGRANEOVERNANCE AND LEADERSHIP

63. ThelPAQorogramshall be an essential part of governance and maintain a high clinical and
management profile.
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64. The governing Board shall identihe IPAQorogramasintegral tothe healthca e or gani zat i o
strategic plan to improve quality and patient and staff safety.

65. The IPAC program shall be positioned in the organization such that there is an effective
reporting conduit to senior management.

66. The health care organization shall have aictured process for mitigatingfectious disease
risks

3.2 IPAC PROGRAM ADMINISTRATION

67. The IPAC program shall be developed in collaboration with key stakeholders in the health care
organization.

68. IPAC progrardeliverablesshall be based on the acuitygpmplexity and care activities of the
health care organization.

69. IPAC program goals shall be evidebesed.
70. IPAC program goals shall have measurable objectives that are reviewed/revised annually.

71. There shall be a multidisciplinalyAC committee that repts to senior nanagement, to
support the IPAC program.

72. The IPAC committee shall set annual goals for the IPAC program, advocate for resources to
accomplish program goals, review IP#&Ggramquality improvement initiatives and evaluate
achievement of IPAC@gram deliverables.

73. ThelPACQorogrami s i nf or mat i ootocolsemdchpiamgseshalenmeét cuprent
information needs, anticipate future information needs and enhance BtAgram
performance.

74. The use of confidential patient information for IPB©grampurposes shall comply witiederal
and provincial legislation arethical standards of privacy and confidentiality.

75. The health care organization shall regularly review the resources needed to support the IPAC
program.

76. The IPAC program shhlve thesuppot of an accredited microbiology laboratory.
77. There shall be appropriate financial resources allocated to the IPAC program.

78. The IPAC program shall have sufficisumpportstaff to meet the IPA@rogramgoals of the
health care organization.

79. The health care manization shalliedicate and protect ICP hours for the IPAC program
appropriate to the acuity and volume of care in the health care organization.

80. ICPs shall be supported by the health care organization to maintain competency in IPAC
practice.

81. ICPsshall be certified in infection prevention and control when eligible.

82. The health care organization shall have access to a qualified IPAC physician to provide input into
the IPAC program.
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83. IPAC staff shall have access to intellectual resources requiatisdy the functions of the IPAC
program.

84. IPAC staff shall be equipped with current electronic tools to support the IPAC program.

85. IPAC staff shall have electronic access to internal and external communication resources for the
purpose of collaboration andducation.

3.3 IPAC PERFORMANCE MANAGEMENT

86.The health care organization’s | eaders shall d
guality management system to assess IPAC performance and impra@uality inthe health
care organization

87. ICPsandother IPAC staff shall demonstrate competence in infection prevention and control.

88. An IPAC performance management program shall be evident in the health care organization,
includingan IPAC performance review for staff

3.4 ASSESSMENT AND EVALUATIONBPAB PROGRAM
89. There shall be a process to evaluate the quality of the IPAC program.

90. Thehealth careorganization shall make ongoing improvements to its IPAC pragram

IPAC CANADAThe IPAC ProgramStandard Page87



References

1. Niederman MS. Impact of antibiotic resistancedbinical outcomes and the cost of care. Crit Care Med.
2001 Apr;29(4 Suppl):N1420D.
2. Engemann JJ, Carmeli Y, Cosgrove SE, Fowler VG, Bronstein MZ, Trivette SL, et al. Adverse clinical and

economic outcomes attributable to methicillin resistance amgpagents with Staphylococcus aureus
surgical site infection. Clin Infect Dis. 2003 Mar 1;36(5}%&92

3. Schwaber MJ, Navevienezia S, Kaye KS, Beni R, Schwartz D, Carmeli Y. Clinical and economic
impact of bacteremia with extendedpectrumbetalactamaseproducing Enterobacteriaceae.
Antimicrob Agents Chemother. 2006 Apr;50(4):1-B27

4, Baker GR, Norton PG, Flintoft V, Blais R, Brown A, Cox J, et al. The Canadian Adverse Events Study: the
incidence of adverse events among hospital patients in Cariz/dé&J. 2004 May 25;170(11):1638.
5. Stone PW, Larson E, Kawar LN. A systematic audit of economic evidence linking nosocomial infections

and infection control interventions: 1998000. Am J Infect Control. 2002 May;30(3):5625
Burke JP. Infection otrol - a problem for patient safety. N Engl J Med. 2003 Feb 13;348(#.651

Plowman R, Graves N, Griffin MA, Roberts JA, Swan AV, Cookson B, et al. The rate and cost-of hospital
acquired infections occurring in patients admitted to selected specsaitfea district general hospital in
England and the national burden imposed. J Hosp Infect. 2001 Mar;47 (20998

8. Gravel D, Bryce E, Goldman C, Johnston L, Loeb M, Ofner M. Nosocomial infections identified during a
point-prevelance survey within selitd Canadian health care institutions. Society for Healthcare
Epidemiology of America (SHEAD3.

9. Zoutman D, McDonald S, Vethanayagan D. Total and attributable costs of sungical infections at a
Canadian tertiancare center. Infect Control Hogpidemiol. 1998 Apr;19(4):251

10. Graves N, Weinhold D, Tong E, Birrell F, Doidge S, Ramritu P, et al. Effect of heattnsised
infection on length of hospital stay and cost. Infect Control Hosp Epidemiol. 2007 Mar;28{32.280

11. Morgan DJ, Loman LL, Agnes K, McGrail L, Roghmann MC. Characteristics of headtbaac@ted
infections contributing to unexpected-imospital deaths. Infect Control Hosp Epidemiol. 2010
Aug;31(8):864%6.

12. Zoutman DE, Ford BD, Bryce E, Gourdeau M, Hebert G, Hemdgrst al. The state of infection
surveillance and control in Canadian acute care hospitals. Am J Infect Control. 2003 Aug;31&5):266
discussion 73.

13. Monge Jodra V, Sainz de Los Terreros Soler -AD@&w Perez C, Saa Requejo CM, Plana Farras N
Excess length of stay attributable to surgical site infection following hip replacement: a nested case
control study. Infect Control Hosp Epidemiol. 2006 Dec;27(12)-32389

14. Birnbaum D. Antimicrobial resistance: a deadly burden no country can affegdore. Can Commun Dis
Rep. 2003 Sep 15;29(18):164.

15. de Beer G, Miller MA, Tremblay L, Monette J. An outbreak of scabies ingetangare facility: the role
of misdiagnosis and the costs associated with control. Infect Control Hosp Epidz00®I.
May;27(5):5178.

IPAC CANADAThe IPAC ProgramStandard Page 88



16.

17.

18.

19.

20.
21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

Piednoir E, BureaCGhalot F, Merle C, Gotzamanis A, Wuibout J, Bajolet O. Direct costs associated with a
nosocomial outbreak of adenoviral conjunctivitis infection in a {terg care institution. Am J Infect
Control. 2002 Nov;3@(:40710.

Piednoir E, Borderan GC, Borgey F, Thibon P, Lesellier P, Leservoisier R, et al. Direct costs associated with
a hospitalacquired outbreak of rotaviral gastroenteritis infection in a long term care institution. J Hosp
Infect. 2010 Aug;75(4)958.

ArmstrongEvans M, Litt M, McArthur MA, Willey B, Cann D, Liska S, et al. Control of transmission of
vancomyciAresistant Enterococcus faecium in a letlegm-care facility. Infect Control Hosp Epidemiol.
1999 May;20(5):312.

Strausbaugh LJpseph CL. The burden of infection in lo@gn care. Infect Control Hosp Epidemiol.
2000 Oct;21(10):678.

Weinstein RA. Nosocomial infection update. Emerg Infect Dis. 19%014(3):41&0.

Scheckler WE, Brimhall D, Buck AS, Farr BM, Frie@m@aribaldi RA, et al. Requirements for
infrastructure and essential activities of infection control and epidemiology in hospitals: a consensus
panel report. Society for Healthcare Epidemiology of America. Infect Control Hosp Epidemiol. 1998
Feb;19(2):14-24.

Dougherty J. Development of a resource model for infection prevention and control programs in acute,
long term, and home care settings: Conference Proceedings of the Infection Prevention and Control
Alliance. Can J Infect Control. 2001;16(2R35

Harbarth S, Sax H, Gastmeier P. The preventable proportion of nosocomial infections: an overview of
published reports. J Hosp Infect. 2003 Aug;54(4)@63

Haley RW, Culver DH, White JW, Morgan WM, Emori TG, Munn VP, et al. The efficaciiaf infe
surveillance and control programs in preventing nosocomial infections in US hospitals. Am J Epidemiol.
1985 Feb;121(2):18205.

Umscheid CA, Mitchell MD, Doshi JA, Agarwal R, Williams K, Brennan PJ. Estimating the proportion of
healthcareassocited infections that are reasonably preventable and the related mortality and costs.
Infect Control Hosp Epidemiol. [Review]. 2011 Feb;32(2)1#01

Haley RW. Managing hospital infection control for eef$¢ctiveness. Chicago: American Hospital
Publisling Inc.; 1986.

Borg MA, Cookson BD, Scicluna E. Survey of infection control infrastructure in selected southern and
eastern Mediterranean hospitals. Clinical Microbiology and Infection. [Research Suppeotd,. 8lon
Gov't]. 2007 Mar;13(3):348.

Ro®nthal VD, Guzman S, Pezzotto SM, Crnich CJ. Effect of an infection control program using education
and performance feedback on rates of intravascular desgsociated bloodstream infections in
intensive care units in Argentina. Am J Infect Control. 200831(7):409.

Lobo RD, Levin AS, Gomes LM, Cursino R, Park M, Figueiredo VB, et al. Impact of an educational program
and policy changes on decreasing cathetssociated bloodstream infections in a medical intensive care
unit in Brazil. Am J Infe@ontrol. 2005 Mar;33(2):83.

Cooper BS, Stone SP, Kibbler CC, Cookson BD, Roberts JA, Medley GF, et al. Isolation measures in the
hospital management of methicillin resistant Staphylococcus aureus (MRSA): systematic review of the
literature. BMJ. 200&ep 4;329(7465):533.

Zafar AB, Gaydos LA, Furlong WB, Nguyen MH, Mennonna PA. Effectiveness of infection control program
in controlling nosocomial Clostridium difficile. Am J Infect Control. 1998 Dec;26(@B3588

IPAC CANADAThe IPAC ProgramStandard Page 89



32. Tomic V, Svetina SorliPjnkaus D, Sorli J, Widmer AF, Trampuz A. Comprehensive strategy to prevent
nosocomial spread of methicilliresistant Staphylococcus aureus in a highly endemic setting. Arch
Intern Med. 2004 Oct 11;164(18):2038.

33. Zoutman DE, Ford BD. The relatiapdhetween hospital infection surveillance and control activities and
antibioticresistant pathogen rates. Am J Infect Control. 2005 Feb;33%1):1

34. Miller PJ, Farr BM, Gwaltney JM, Jr. Economic benefits of an effective infection control program: case
study and proposal. Rev Infect Dis. 1989 Mar;11(2):2848.

35. Zoutman DE, Ford BD, Gauthier J. A e@msada survey of infection prevention and control in fong
term care facilities. Am J Infect Control. 2009 Jun;37(5)63%8

36. Accreditation Canad&equired Organizational Practices Handbook J0itéd March 11, 2015]
Available from:

37. World Health Organization. Core components for infection prevention and control programmes. Report
of the Second Meeting Informal Network on Infection Prevention and Control in Health Care. Geneva:
World Health Organization; 2009 [cited September 23, 2044&ilable from:

38. Friedman C, Curchoe R, Foster M, Hirji Z, Krystofiak S, Lark R, et al. APICADEIH@Afection
Prevention, Control and Epidemiology: Professional and Practice Standards. Association for Professionals
in Infection Control and Epidemiology, Inc, and the Community and Hospital Infection Control
AssociatiorCanada. 2008.

39. College of RegistedeNurses of British Columbia. Professional Standards: Introduction. 2012 [updated
November 2012; cited September 4, 2016]; Available from:
https://

40. Bryce EA, Scharf S, Walker M, Walsh A. The infection control audit: the standardized audit as a tool for
change. Am J Infect Control. 2007 May;35(4):231

41. Melinkovich P, Hammer A, StaudenmaleBerg M. Improving pediatric immunization rates in a safety
net delivery system. Joint Commission journal on quality and patient safety / Joint Commission
Resources. [Evaluation Studies]. 2007 Apr;33(4)12D5

42. Millward S, Barnett J, Thomlinson Dcliical infection control audit programme: evaluation of an audit
tool used by infection control nurses to monitor standards and assess effective staff training. J Hosp
Infect. 1993 Jul;24(3):2132.

43. Sawyer M, Weeks K, Goeschel CA, Thompson DA Bde8M, Marsteller JA, et al. Using evidence,
rigorous measurement, and collaboration to eliminate central cathetsociated bloodstream
infections. Crit Care Med. [Research Support, U.S. Gov't, P.H.S.]. 2010 Aug;38(8 Sugpl):S292

44, Bialachowski AClinker K, LeBlanc M, McDonald S. The audit process: Paraudir@reparation. Can J
Infect Control. 2010 Spring;25(1):68.

45. Millward S. Using Infection Control (IC) Link Practitioners to audit IC standards in the Independent
Healthcare sectorrad provide robust evidence of practice. J Hosp Infect. 2006;64 Suppl 1:S91.

46. Auditor General. Report of the auditor general of Alberta. Edmonton, Alberta: Government of Alberta;
2013 [cited August 28, 2015]; Available from:

47. Provincial Infectious Diseases Advisory Committee (PIDAC). Best Practices for Infection Prevention and
Control Programs in Ontario In All Hée@@are Settings 2012 [cited July 24, 2013]; Available from:

IPAC CANADAThe IPAC ProgramStandard Page90


http://www.accreditation.ca/sites/default/files/rop-handbook-2016-en.pdf
http://apps.who.int/medicinedocs/documents/s16342e/s16342e.pdf
http://www.crnbc.ca/Standards/ProfessionalStandards/Pages/Introduction.aspx
http://www.oag.ab.ca/webfiles/reports/October2013Report.pdf
http://www.publichealthontario.ca/en/eRepository/BP_IPAC_Ontario_HCSettings_2012.pdf

48. SetoWH, Otaiza F, Pess&dva CL. Core components for infection prevention and control programs: a
World Health Organization network report. Infect Control Hosp Epidemiol. 2010 Sep;31{50.948

49. Accreditation Canada. Qmentum Program: Infection PrevergimhControl Standards. 2015 [cited
March 12, 2015]; Available from

50. McNeil V, Cruickshank M, Duguid M. Safer use of antimicrobials in hospitals: the valuencdrabtal
usage data. Med J Aust. [Research Support;Bl& Gov't]. 2010 Oct 18;193(8 Suppl):S114

51. Winfield J, Wiley C. Tackling infection in care homes. Nurs Times. 2012-F@j1Q8(7):1€8.

52. Hess S, Bren V. Essential components afif@ction prevention program for outpatient hemodialysis
centers. Seminars in dialysis. [Review]. 201A\Jigl;26(4):38408.

53. BerrielCass D, Adkins FW, Jones P, Fakih MG. Eliminating nosocomial infections at Ascension Health.
Joint Commission journahaquality and patient safety / Joint Commission Resources. [Evaluation
Studies]. 2006 Nov;32(11):62D.

54, Gershon RR, Vlahov D, Felknor SA, Vesley D, Johnson PC, Delclos GL, et al. Compliance with universal
precautions among health care workers at thregional hospitals. Am J Infect Control. [Multicenter
StudyResearch Support, Ndn.S. Gov'Research Support, U.S. Gov't, P.H.S.]. 1995 Aug;23(®865225

55. Uchida M, Stone PW, Conway LJ, Pogorzelska M, Larson EL, Raveis VH. Exploring infection:preventi
policy implications from a qualitative study. Policy, politics & nursing practice. [Research Support, N.I.H.,
ExtramuraResearch Support, Nan.S. Gov't]. 2011 May;12(2)&2

56. Holmes A. The Bulletin of the Royal College of Pathologistsganizational approach to infection
prevention. 2008;142:106.

57. Jarvis WR. The Lowbury Lecture. The United States approach to strategies in the battle against
healthcareassociated infections, 2006: transitioning from benchmarking to zero tolerartelancian
accountability. J Hosp Infect. [Lectures]. 2007 Jun;65 Supfl. 2:3

58. PessoeSilva CL, Postfdarbe K, Pfister R, Touveneau S, Perneger TV, Pittet D. Attitudes and perceptions
toward hand hygiene among healthcare workers caring for critidhtigonates. Infect Control Hosp
Epidemiol. 2005 Mar;26(3):30EL.

59. Lankford MG, Zembower TR, Trick WE, Hacek DM, Noskin GA, Peterson LR. Influence of role models and
hospital design on hand hygiene of healthcare workers. Emerg Infect Dis. 2002):2b7%3.

60. Whitby M, Pesso®&ilva CL, McLaws ML, Allegranzi B, Sax H, Larson E, et al. Behavioural considerations
for hand hygiene practices: the basic building blocks. J Hosp Infect. 2007 Jan:85(1):1

61. Damschroder LJ, Banas#4éll J, Kowalski CPorman J, Saint S, Krein SL. The role of the champion in
infection prevention: results from a multisite qualitative study. Quality & safety in health care.
[Multicenter StudyRandomized Controlled Trigesearch Support, Ndn.S. Gov't]. 2009 Dec;18(634+
40.

62. Cole M. Patient safety and healthcamesociated infection. British journal of nursing. 2011 SepéR
13;20(17):1122, 6.

63. The International Society for Quality in Health Care (ISQua). International Accreditation Standards for
Healthcare Eternal Evaluation Organisations. 2007 [cited July 3, 2015]; 3rd edition:[Available from:

64. Tromp M, Huis A, de Guchteneire I, van der Meer J, van Achterberg T, Hulschail.Whetshoriterm
and longterm effectiveness of a multidisciplinary hand hygiene improvement program. Am J Infect
Control. 2012 Oct;40(8):732

IPAC CANADAThe IPAC ProgramStandard Page91


http://www.accreditation.ca/qmentum
http://www.isqua.org/docs/default-source/accreditation/international-accreditation-standards-for-healthcare-external-evaluations-3rd-edition---b.pdf?sfvrsn=0
http://www.isqua.org/docs/default-source/accreditation/international-accreditation-standards-for-healthcare-external-evaluations-3rd-edition---b.pdf?sfvrsn=0

65. World Alliance for Patient SafetWHO Guidelines on Hand Hygiene in Health Care (May.2@@9)eva,
Swizerland: World Health Organization; 2009 [cited June 24, 2009]; Available from:

66. Larson EL, Early E, Glaa P, Sugrue S, Parides M. An organizational climate intervention associated
with increased handwashing and decreased nosocomial infections. Behav Med. 2000 Spring;2@(1):14

67. Pittet D. The Lowbury lecture: behaviour in infection control. The Joofrtaspital infection. [Review].
2004 Sep;58(1):13.

68. Bearman G, Stevens MP. Pushing beyond resistors and constipators: implementation considerations for
infection prevention best practices. Current infectious disease reports. 2014 Jan;16(1):388.

69. Boyce JM, Pittet D. Guideline for Hand Hygiene in Hé&dite Settings. Recommendations of the
Healthcare Infection Control Practices Advisory Committee and the HICPAC/SHEA/APIC/IDSA Hand
Hygiene Task Force. Infect Control Hosp Epidemiol. 2002 Dec; 2312 S240.

70. White CM, Statile AM, Conway PH, Schoettker PJ, Solan LG, Unaka NI, et al. Utilizing improvement
science methods to improve physician compliance with proper hand hygiene. Pediatrics. [Comparative
Study]. 2012 Apr;129(4):e104D.

71. ConlyJ. Handwashing practices in an intensive care unit: the effects of an educational program and its
relationship to infection rates. Am J Infect Control. 1989;17:330

72. Lautenbach E, Woeltje KF, Malani PN, Society for Healthcare Epidemiology of Amfericeatics for
infection prevention. In: Woeltje KF, editor. Practical healthcare epidemiology. 3rd ed. Chicago:
published for the Society for Healthcare Epidemiology of America by The University of Chicago Press;
2010. p. xv, 466 p.

73. National Institue for Health and Clinical Excellence (NICE). Quality Standards Infection Prevention and
Control Quality statement 6: Educating people about infection prevention and control.

74. Accreditation Canada. Qmentum Program: Leadership. 2015 [cited March 12, R@afable from:
75. WFC Resources. Wdiite Strategies and Implementation. 2011 [cited March 13, 2015]; Available from:

76. Alliance for Work_ife Progress (AWLP). Seven Categories of \ifarleffectiveness. 2011 [cited March
13, 2015]; Available fromnit i

77. Vandijck D, Cleemput I, Hellings J, Vogelaers D. Infection prevention and control strategies in the era of
limited resources and quality improvement: a perspective paper. Australian tdéioa: official journal
of the Confederation of Australian Critical Care Nurses. 2013 Nov;26(4):154

78. Canadian Health Services Research Foundation. Effective governance for quality and patient safety in
Canadian Healthcare Organizations. 2010 dcitarch 5, 2014]; Available from:

79. Accreditation Canada. Qmentum Program: Governance. 2015 [cited March 12, 2015]; Available from:

80. Reinertsen JL. Part @Board leadership in clinical quality: A US perspective. In Quality and Patient
Safety: Understanding the Role of the Board. Toronto: Ontario Hospital Association. 2008.

81. National Institute for Health and Clinical Excelle(ECE). Prevention and control of healthcare
associated infections. Quality improvement guide.

IPAC CANADAThe IPAC ProgramStandard Page92


http://whqlibdoc.who.int/publications/2009/9789241597906_eng.pdf
http://www.accreditation.ca/qmentum
http://www.wfcresources.com/what-is-work-life/
http://www.awlp.org/pub/work-life_categories.pdf
http://www.patientsafetyinstitute.ca/English/research/PatientSafetyPartnershipProjects/governanceForQuality/Documents/Full%20Report.pdf
http://www.patientsafetyinstitute.ca/English/research/PatientSafetyPartnershipProjects/governanceForQuality/Documents/Full%20Report.pdf
http://www.accreditation.ca/qmentum

82. Madeo M, Owen E, Baruah J. The management of Clostridium difficile infection: usingcateaiudit
to indicate the knowledge of nursing and medical siain acute hospital setting. Br J Infect Control.
2008;9(3):127.

83. Ellis S. Role of emergency nurses in controlling infection. Emergency nurse : the journal of the RCN
Accident and Emergency Nursing Association. 2012 Dec;208):16

84. Aziz A. Candeication and training for domestic staff increase awareness of infection control practices
and improve cleanliness within hospitals? . J Infect Prev. 2009;10(5):171

85. Holliday AJ, Murdoch S. Nursing homes infection control audit. Health Bull. 208)135863.

86. Southworth SL, Henman LJ, Kinder LA, Sell JL. The journey to zero central-esttetiated
bloodstream infections: culture change in an intensive care unit. Critical care nurse. 2012 Apr;32(2):49
54.

87. Pincock T, Bernstein P, WarthmgriH8lst E. Bundling hand hygiene interventions and measurement to
decrease health carassociated infections. Am J Infect Control. 2012 May;40(4 Suppl D7S18

88. Duffy J, Sievert D, Rebmann C, Kainer M, Lynfield R, Smith P, et al. Effectibassdsairveillance for
multidrug-resistant organisms related to health caassociated infections. Public health reports. 2011
Mar-Apr;126(2):17€85.

89. Jain M, Miller L, Belt D, King D, Berwick DM. Decline in ICU adverse events, nosocomial infections and
costthrough a quality improvement initiative focusing on teamwork and culture change. Quality &
safety in health care. 2006 Aug;15(4):235

90. Bouadma L, Mourvillier B, Deiler V, Le Corre B, Lolom I, Regnier B, et al. A multifaceted program to
prevent ventiator-associated pneumonia: impact on compliance with preventive measures. Crit Care
Med. 2010 Mar;38(3):7896.

91. Bigham MT, Amato R, Bondurrant P, Fridriksson J, Krawczeski CD, Raake J, et al.-ssshiézated
pneumonia in the pediatric intensive@re unit: characterizing the problem and implementing a
sustainable solution. The Journal of pediatrics. [Clinical Trial]. 2009 Apr;154(4)e232

92. Youngquist P, Carroll M, Farber M, Macy D, Madrid P, Ronning J, et al. Implementing a ventilagor bundl
in a community hospital. Joint Commission journal on quality and patient safety / Joint Commission
Resources. [Evaluation Studies]. 2007 Apr;33(4)}28L9

93. Gudiol F, Limon E, Fondevilla E, Argimon JM, Almirante B, Pujol M. The development andusuccessf
implementation of the VINCat Program. Enfermedades infecciosas y microbiologia clinica. [Research
Support, NoAU.S. Gov'Review]. 2012 Jun;30 Suppl &3

94. Smith PW. Consensus conference on nosocomial infections indangcare facilities. Am Jfact
Control. 1987 Jun;15(3):9100.

95. Henderson E. Infection Prevention and Control Core Competencies for Health Care Workers: A
Consensus Document. Community and Hospital Infection Control Assodtatimda (CHICA); 2006
[cited August 31, 2015]; Available froii

96. BC Provincial Infection Control Network. An Assessment of Infection Control Activities across the
Province of British Columbia. Pawo: Framework for Staffing and Core Competencies Training
Designed for Infection Control Programs. British Columbia: BC PICNet; 2007 [cited August 31, 2015];
Available from: https://

IPAC CANADAThe IPAC ProgramStandard Page93


http://ipac-canada.org/photos/custom/OldSite/pdf/corecompfinal.pdf
http://ipac-canada.org/photos/custom/OldSite/pdf/corecompfinal.pdf
http://www.picnet.ca/wp-content/uploads/Part_Two_Needs_Assessement_Document.pdf
http://www.picnet.ca/wp-content/uploads/Part_Two_Needs_Assessement_Document.pdf

97. National Institute for Health and Clinical Excellence (NICE). Health and Social Care Directorate Quality
standards Process guide.

98. Mayhall CG. Hospit&pidemiology and Infection Control. 4th edition ed. Philadelphia, PA: Lippincott
Williams & Wilkins; 2012.

99. Chiarelli L. Canadian Public Health Association. Health Literacy Interventions. 2006 [cited April 28,
2016]; Available from: .

100. U.S. Department of Health and Human Services. Office of Disease Prevention and Health Promotion.
Quick Guide to Health Literacy. itécl April 28, 2016]; Available from:

101. Donlon S, Redmond A, McCann M, Einarsdottir H. Preventiohestion in patients with chronic kidney
disease part IlI: surveillance and auditing in a renal care environment. Journal of renal care. 2011
Sep;37(3):1673.

102. Ferguson JK. Preventing healthcassociated infection: risks, healthcare systems and viela
Internal medicine journal. [Review]. 2009 Sep;39(9):874

103. Tsan L, Hojlo C, Kearns MA, Davis C, Langberg R, Claggett M, et al. Infection surveillance and control
programs in the Department of Veterans Affairs nursing home care units: a pratyrassessment. Am
J Infect Control. 2006 Mar;34(2):80

104. Provincial Infectious Diseases Advisory Committee (PIDAC). Best Practices for Surveillance of Health
CareAssociated Infections in Patient and Resident Populations 2014 [updated July 26d dutjt30,
2014]; Available from:

105. MantJ. Process versus outcome indicators in the assessment of quality of health care. Int J Qual Health
Care. 2001 Dec;13(6):480.

106. Centers for Disease Control and Prevention. CDC/NHSN Surveillance Definitions for Specific Types of
Infections. 2014 [o#d January 16, 2014]; Available from:

107. Burnett E. Outcome competences for practitioners in infecticgvpntion and control: Infection
Prevention Society and Competency Steering Group. Journal of Infection Prevention. 2011 March
2011;12(2):670.

108. Lawton RM, Fridkin SK, Gaynes RP, McGowan JE, Jr. Practices to improve antimicrobial use at 47 US
hospitals: the status of the 1997 SHEA/IDSA position paper recommendations. Society for Healthcare
Epidemiology of America/Infectious Diseases Society of America. Infection control and hospital
epidemiology. [Research Support, NOtS. Gov't]. 2000 Apr;24);2569.

109. Nowak MA, Nelson RE, Breidenbach JL, Thompson PA, Carson PJ. Clinical and economic outcomes of a
prospective antimicrobial stewardship program. American journal of hesititem pharmacy : AJHP :
official journal of the American Society oéddth-System Pharmacists. 2012 Sep 1;69(17):4500

110. Drew RH. Antimicrobial stewardship programs: how to start and steer a successful program. Journal of
managed care pharmacy : JIMCP. 2009 Mar;15(2 Suppd318

111. Moody J, Cosgrove SE, Olmsteddpii®ius E, Aureden K, Oriola S, et al. Antimicrobial stewardship: a
collaborative partnership between infection preventionists and health care epidemiologists. Am J Infect
Control. 2012 Mar;40(2):98.

112. Australasian College for Infection Prevention &ahtrol. Position Statement: The role of the infection
control practitioner in antimicrobial stewardship. Brisbane, QId2013 [cited August 20, 2015]; Aug

IPAC CANADAThe IPAC ProgramStandard Page 94


http://www.cpha.ca/uploads/portals/h-l/interventions_e.pdf
http://health.gov/communication/literacy/quickguide/healthinfo.htm
http://www.publichealthontario.ca/en/eRepository/Surveillance_3-3_ENGLISH_2011-10-28%20FINAL.pdf
http://www.publichealthontario.ca/en/eRepository/Surveillance_3-3_ENGLISH_2011-10-28%20FINAL.pdf
http://www.cdc.gov/nhsn/PDFs/pscManual/17pscNosInfDef_current.pdf

2013:[Available from:

113. Carmeli Y, Troillet N, Eliopoulos GM, Samore MH. Emergence of antibgisitant Pseudomonas
aeruginosa: comparison of risks associated with diffeetipseudomonal agents. Antimicrob Agents
Chemother. [Comparative Study]. 1999 Jun;43(6):1&79

114. Patterson JE, Hardin TC, Kelly CA, Garcia RC, Jorgensen JH. Association of antibiotic utilization measures
and control of multipledrug resistance in Kisiella pneumoniae. Infection control and hospital
epidemiology. [Comparative Study]. 2000 Jul;21(7):855

115. Bisson G, Fishman NO, Patel JB, Edelstein PH, Lautenbach E. Espettedh betalactamase
producing Escherichia coli and Klebsiella spedsfactors for colonization and impact of antimicrobial
formulary interventions on colonization prevalence. Infection control and hospital epidemiology. 2002
May;23(5):25460.

116. Public Health Agency of Canada. Hand Hygiene Practices in Healthtizgs$attawa: Centre for
Communicable Diseases and Infection Control; 2012 [cited May 6, 2013]; Available from:

117. Provincial Infectious Diseases Advisory Committee (PIDAC). Best Practices for Hand Hygiene in All Health
Care Settings, 4th Edition. 2014 [updated December, 2010; cited May 9, 2014]; Available from:

118. World Health Organization. Hand Hygiene in Outpatient and Hoased Care and Lostigrm Care
Facilities. Geneva: World H&aDrganization; 2012 [cited October 21, 2013]; Available from:

119. Pittet D, Hugonnet S, Harbarth S, Mourouga P, Sauvan V, Touveneall Effettiveness of a hospital
wide programme to improve compliance with hand hygiene. Infection Control Programme. Lancet. 2000
Oct 14;356(9238):13072.

120. Smith PW, Rusnak PG. Infection prevention and control in thet@yngcare facility. SHEA Loiigrm
Care Committee and APIC Guidelines Committee. Am J Infect Control. 1997 Dec;25(6):488

121. Public Health Agency of Canada. The Canadian Pandemic Influenza Plan for the Health Sector. Annex F:
Prevention and Control of Influenza during a Panddomn@ll Healthcare Settings. 2011 [updated May
2011; cited September 15, 2011]; Available from:

122. Rebmann T, English JF, Carrico R. Disaster preparedness lessoad and future directions for
education: results from focus groups conducted at the 2006 APIC Conference. Am J Infect Control. 2007
Aug;35(6):37481.

123. Rebmann T. APIC Statkthe-Art Report: the role of the infection preventionist in emergency
management. Am J Infect Control. 2009 May;37(4):271

124. Apisarnthanarak A, Mundy LM, Khawcharoenporn T, Glen Mayhall C. Hospital infection prevention and
control issues relevant to extensive floods. Infect Control Hosp Epidemiol. 2013 Feb;3462):200

125. Naylor CD, Chantler C, Griffiths S. Learning from SARS in Hong Kong and Toronto. JAMA. 2004 May
26;291(20):248%.

126. Ward A, Caro J, Bassinet L, Housset B, O'Brien JA, Guiso N. Health and economic consequences of an
outbreak of pertussis among héfatare workers in a hospital in France. Infect Control Hosp Epidemiol.
2005 Mar;26(3):28®2.

IPAC CANADAThe IPAC ProgramStandard Page 95


http://www.acipc.org.au/PDFs/ACIPC%20position%20statement%20_AMS_5_revised2.pdf
http://www.chica.org/pdf/2013_PHAC_Hand%20Hygiene-EN.pdf
http://www.publichealthontario.ca/en/eRepository/2010-12%20BP%20Hand%20Hygiene.pdf
http://www.who.int/entity/gpsc/5may/hh_guide.pdf
http://click.icptrack.com/icp/relay.php?r=69249320&msgid=1020364&act=7JY7&c=370648&destination=http%3A%2F%2Fwww.phac-aspc.gc.ca%2Fcpip-pclcpi%2Fannf%2Findex-eng.php
http://click.icptrack.com/icp/relay.php?r=69249320&msgid=1020364&act=7JY7&c=370648&destination=http%3A%2F%2Fwww.phac-aspc.gc.ca%2Fcpip-pclcpi%2Fannf%2Findex-eng.php

127. Bassinet L, Matrat M, Njamkepo E, Aberrane S, Housset B, Guiso N. Nosocomial pertussis outbreak
among adult patients and healthcare workers. Infect ContadpHEpidemiol. 2004 Nov;25(11):9%85

128. Auerbach SB, Schwartz B, Williams D, Fiorilli MG, Adimora AA, Breiman RF, et al. Outbreak of invasive
group A streptococcal infections in a nursing home. Lessons on prevention and control. Arch Intern Med.
1992 Ma/;152(5):101722.

129. Blok HE, Troelstra A, Karsflopmans TE, GigengaBkars AC, Vandenbrouckarauls CM, Weersink AJ,
et al. Role of healthcare workers in outbreaks of methiertisistant Staphylococcus aureus: ayHar
evaluation from a Dutch univeitg hospital. Infect Control Hosp Epidemiol. 2003 Sep;24(98579

130. Chodick G, Ashkenazi S, Lerman Y. The risk of hepatitis A infection among healthcare workers: a review
of reported outbreaks and serepidemiologic studies. J Hosp Infect. 2006 A{4521420.

131. Transport Canadd.ransportation of Dangerous Goods A&92 1994 [cited September 17, 2009];
1526-35]. Available from:

132. Canadian Standardsssociation. Z317.105. Handling of Health Care Waste Materials. Rexdale, Ont.:
Canadian Standards Association; 2015.

133. Public Health Agency of Canada. Routine Practices and Additional Precautions for Preventing the
Transmission of Infection in Heattlre Settings. Ottaw2012 [cited May 8, 2013]; Available from:

134. Ontario.Occupational Health and Safety ACntario Regulation 474/07. Needle Safety. 2007 [cited
December 8, 2009]; Available froim

135. Provincial Infectious Diseases Advisory Committee (PIDAC). Routine Practices and Additional Precautions
in All Health Care Settings. 2012 [cited June 14, 2011]; Available from:

136. Canadian Standards Association. CAN/CSA-B24R2007) Selection, Use, and Care of Respirators:
Occupational Health & Safety. Rexdale, Ont.: Canadian Standards Association; 2002 [cited April 6, 2011];
103]. Available from: i

137. Sehulster L, Chinn RY. Guidelines for environmental infection control in foaaétiacilities.
Recommendations of CDC and the Healthcare Infection Control Practicesna@asnmittee (HICPAC).
MMWR Recomm Rep. 2003 Jun 6;52({RR1-42.

138. Provincial Infectious Diseases Advisory Committee (PIDAC). Best Practices for Environmental Cleaning
for Prevention and Control of Infections in All Health Care Settings. 2012 @apifaty 2012; cited July
20, 2012]; Available from:

139. MunozPrice LS, Birnbach DJ, Lubarsky DA, Arheart KL, Faguoim Y, Rosalsky M, et al. Decreasing
operating room environmental pathogen contamination through improved cleaning practice. Infect
Control Hosp Epidemiol. 2012 Sep;33(9):894.

140. Ragan K, Khan A, Zeynalova N, McKernan P, Baser K, Muller MP. Use of audit and feedback with
fluorescent targeting to achieve rapid improvements in room cleaning in the intensive care unit and
ward settings. Am J Infect Control. 2012 Apr;40(3):284

141. Mulvey D, Redding P, Robertson C, Woodall C, Kingsmore P, Bedwell D, et al. Finding a benchmark for
monitoring hospital cleanliness. J Hosp Infect. 2011 Jan;77{3}:25

142. Canadian Standards Association. CAN/CSA Z334@contamination of Reusalbiéedical Devices.
Z314.814 CC, editor. Mississauga, Ont.: Canadian Standards Association; 2014.

IPAC CANADAThe IPAC ProgramStandard Page96


http://laws.justice.gc.ca/en/T-19.01/
http://www.phac-aspc.gc.ca/nois-sinp/guide/summary-sommaire/tihs-tims-eng.php
http://www.e-laws.gov.on.ca/Download?dDocName=elaws_regs_070474_e
http://www.e-laws.gov.on.ca/Download?dDocName=elaws_regs_070474_e
http://www.publichealthontario.ca/en/eRepository/RPAP_All_HealthCare_Settings_Eng2012.pdf
http://ohsviewaccess.csa.ca/viewStandards.asp
http://www.publichealthontario.ca/en/eRepository/Best_Practices_Environmental_Cleaning_2012.pdf

143. Alberta Health. Standards for Cleaning, Disinfection and Sterilization of Reusable Medical Devices for
Health Care Facilities and Settings. 2012 [citedeNdoer 23, 2015]; Available from:

144. Provincial Infectious Diseases Advisory Commi(lIDAC). Best Practices for Cleaning, Disinfection and
Sterilization in All Health Care Settings, 3rd edition. 2013 [updated May 2013; cited August 8, 2013];
Available from:

145. Rutala WA, Weber DJ. Healthcare Infection Control Practices Advisory Committee (HICPAC). Guideline
for Disinfection and Sterilization in Healthcare Facilities, 2008. [cited December 15, 2{]!58]] 1
Available from:

146. Azizi J, Anderson SG, Murphy S, Pryce S. Uphill grime: process improvement in surgical instrument
cleaning. AORN journal. 2012 Aug;96(2):632

147. Wilder JA, Roth K. Cleaning of instruments: an absolute requirement for succepsfglessing.
Biomedical instrumentation & technology / Association for the Advancement of Medical
Instrumentation. 2012 Spring;Suppl:62.

148. Spaulding E, editor. The role of chemical disinfection in the prevention of nosocomial infections.
International Conference on Nosocomial Infections; 1970 1971; Chicago, IL: American Hospital
Association.

149. Canadian Standards Association. CAN/CSA Z31@ Rnagement of Loaned, Shared, and Leased
Medical Devices. Mississauga, Ont.. Canadian Standards Assp@8atio.

150. Canadian Standards Association. CAN/CSA Z3072pecial Requirements for Heating, Ventilation, and
Air Conditioning (HVAC) Systems in Health Care Facilities. Toronto: Canadian Standards Association;
2010.

151. Sutton PM, Nicas M, Harris®. Tuberculosis isolation: comparison of written procedures and actual
practices in three California hospitals. Infection control and hospital epidemiology. [Comparative Study
Multicenter StudyResearch Support, Ndo.S. Gov'Research Support, U.S. GpP?.H.S.]. 2000
Jan;21(1):282.

152. Saravia SA, Raynor PC, Streifel AJ. A performance assessment of airborne infection isolation rooms. Am J
Infect Control. 2007 Jun;35(5):334.

153. Fuss EP, Israel E, Baruch N, Roghmann MC. Improved tuberculatigrirdentrol practices in
Maryland acute care hospitals. Am J Infect Control. [Research Suppoft).Soov't]. 2000
Apr;28(2):1337.

154. Canadian Standards Association. CAN/CSA ZBD@anadian health care facilities. Mississauga,
Ontario.: CanadiarStandards Associatiog011.

155. Canadian Standards Association. CAN/CSA Z31Z .liection Control during Construction, Renovation
and Maintenance of Health Care Facilities. Mississauga, Ont.: Canadian Standards Association; 2012.

156. Health Canaddnfection Control Guidelines: Constructioglated nosocomial infections in patients in
health care facilities. Decreasing the risk of Aspergillus, Legionella and other infections. Can Commun Dis
Rep. 2001 Jul;27 Suppl 6.

157. Canadian Standards Asg&imon. CAN/CSA Z80aB. Commissioning of health care facilities.
Mississauga, OntarioCanadian Standards Associati?@13.

IPAC CANADAThe IPAC ProgramStandard Page97


http://www.health.alberta.ca/documents/IPC-Medical-Device-Cleaning-2012.pdf
http://www.publichealthontario.ca/en/eRepository/PIDAC_Cleaning_Disinfection_and_Sterilization_2013.pdf
http://www.publichealthontario.ca/en/eRepository/PIDAC_Cleaning_Disinfection_and_Sterilization_2013.pdf
http://www.cdc.gov/ncidod/dhqp/pdf/guidelines/Disinfection_Nov_2008.pdf

158. Quality, equipment hold keys to infection control: watch staff members wash their hands. ED Manage.
2006;18(2):1»1.

159. Oxford Dictionary of English. 3rd edition ed. Stevenson A, editor. Kettering, Northamptonshire: Oxford
University Press; 2010.

160. Saint S, Kowalski CP, Banadaak J, Forman J, Damschroder L, Krein SL. The importance of leadership
in preventing healthare-associated infection: results of a multisite qualitative study. Infect Control Hosp
Epidemiol. 2010 Sep;31(9):901

161. Tropea J, Brand C, Roberts C. Clinical Epidemiology & Health Service Evaluation Unit Royal Melbourne
Hospital A national stakehadd review of Australian infection control programs: the scope of practice of
the infection control professional Australian Commission on Safety and Quality in Healthcare. 2008.

162. Freedman DB. Clinical governasmélging management and clinicgbproaches to quality in the UK.
Clinica Chimica Acta. 2002;2:183.

163. Brannigan ET, Murray E, Holmes A. Where does infection control fit into a hospital management
structure? The Journal of hospital infection. [Research SupporgINSnGov'Review] 2009
Dec;73(4):395.

164. Canadian Patient Safety Institute. Safer Healthcare Now! Prevention of CentrAldsoeiated
Bloodstream Infection. 2012 [cited September 22, 2014]; Available from:

165. Canadian Patient Safety Institute. Safer Healthcare Now! Prevention of Surgical Site Infection. 2014
[cited September 22, 2014]; Available from:

166. Canadian Patient Safety Institute. Saftealthcare Now! Prevention of Ventilatdissociated
Pneumonia. 2012 [cited September 22, 2014]; Available from:

167. Griffiths P, Renz A, Hughes J, Rafferty AM. Impact of organisation and management factors on infection
control in hospitals: a scoping review. J Hosp Infect. 2009 Sep;7341):1

168. Larson EL, Quiros D, Lin SX. Dissemination of the CDC's Hand Hygiene Guideline and impact on infection
rates. Am J Infect Control. [Evaluation Studtesearch Support, N.I.H., Extramural]. 2007
Dec;35(10):6645.

169. Denham CR, Angood P, BerwiclBgder L, Clancy CM, Corrigan JM, et al. The chasing zero department:
making idealized design a reality. Journal of patient safety. [Research Suppett,. SBlaBov't]. 2009
Dec;5(4):2165.

170. Bizzarro MJ, Sabo B, Noonan M, Bonfiglio MP, Northrup V nbeta K. A quality improvement
initiative to reduce central lin@ssociated bloodstream infections in a neonatal intensive care unit.
Infect Control Hosp Epidemiol. [Evaluation Studies]. 2010 Mar;31(38241

171. Zoutman DE, Ford BD. A comparisoimfiction control program resources, activities, and antibiotic
resistant organism rates in Canadian acute care hospitals in 1999 and 200&ngmostsevere acute
respiratory syndrome. Am J Infect Control. 2008 Dec;36(10j7711

172. Morton A. Hospitakafety and hospital acquired infection. Aust Infect Control. 2006;116L):3

IPAC CANADAThe IPAC ProgramStandard Page98


http://www.saferhealthcarenow.ca/EN/Interventions/CLI/Pages/default.aspx
http://www.saferhealthcarenow.ca/EN/Interventions/SSI/Documents/SSI%20Getting%20Started%20Kit.pdf
http://www.saferhealthcarenow.ca/EN/Interventions/SSI/Documents/SSI%20Getting%20Started%20Kit.pdf
http://www.saferhealthcarenow.ca/EN/Interventions/VAP/Documents/VAP%20Getting%20Started%20Kit.pdf
http://www.saferhealthcarenow.ca/EN/Interventions/VAP/Documents/VAP%20Getting%20Started%20Kit.pdf

173. Madani TA, Albarrak AM, Alhazmi MA, Alazraqi TA, Althagafi AO, Ishaq AH. Steady improvement of
infection control services in six community hospitals in Makkah followingalraudits during Hajj for
four consecutive years. BMC Infect Dis. 2006;6:135.

174. Friedman C, Barnette M, Buck AS, Ham R, Harris JA, Hoffman P, et al. Requirements for infrastructure
and essential activities of infection control and epidemiology inaftliospital settings: a consensus
panel report. Association for Professionals in Infection Control and Epidemiology and Society for
Healthcare Epidemiology of America. Infect Control Hosp Epidemiol. 1999 Oct;20(1)%95

175. Frank U, Gastmeier P, RudenDschner FD. The organization of infection control in Germany. J Hosp
Infect. 2001 Sep;49(1):83.

176. Reybrouck G, Vande Putte M, Zumofen M, Haxhe JJ. The organization of infection control in Belgium. J
Hosp Infect. 2001 Jan;47(1):82

177. Nicolle LEAntimicrobial stewardship in long term care facilities: what is effective? Antimicrobial
resistance and infection control. 2014;3(1):6.

178. Woeltje KF. Moving into the future: electronic surveillance for healthemsociated infections. J Hosp
Infect.[Comment]. 2013 Jun;84(2):143

179. Alberta Employment and Immigration. Audit Instrument Package. July 1, 2009.

180. Richards C, Emori TG, Edwards J, Fridkin S, Tolson J, Gaynes R. Characteristics of hospitals and infection
control professionals particgiing in the National Nosocomial Infections Surveillance System 1999. Am J
Infect Control. 2001 Dec;29(6):430

181. O'Boyle C, Jackson M, Henly SJ. Staffing requirements for infection control programs in US health care
facilities: Delphi projectAm J Ifect Control. 2002 Oct;30(6):3233.

182. Bédard L, Frenette C, Gourdeau M. Comité sur les infections nosocomiales du Québec, Association des
médecins microbiologistes infectiologues du Québec. Prévention et contrdle de la diarrhée nosocomiale
associée alostridium difficile au Québec : lignes directrices pour les établissements de soins. 3e éd.
ed. [Montréal]: Association des médecins microbiologistes infectiologues du Québec : I'Institut; 2005.

183. Comité d'examen sur la prévention et le contrdle ddsdtions nosocomiales, Québec. D'abord, ne pas
nuire--: les infections nosocomiales au Québec, un probléme majeur de santé, une priorité : rapport.
Québec: Santé et services sociaux Québec2005. Report-B60G-25619 (rel. a spirale).

184. Infection Revention and Control Canada. IPAC Canada Statement on Certification. . 2008 [cited August
25, 2016]; Available frormit )

185. Flanagan P. Current standards for infection control: audit assures compliance. Br J Nurs. 2009 Sep 10
23;18(16):97¢6b.

186. Ward KA. Education and infection control audit. J Hosp Infect. 1995 Jun;30 Su2l:248

187. Bialachowski A, Clinker K, LeBlshdMcDonald S. The audit process: Part Ill. Closing the Loop. Can J
Infect Control. 2010 Fall;25(3): 161

188. Halwani M, Tashkandy N. The establishment of infection prevention and control program in Jeddah
hospitals Saudi Arabia: A three years stuthfectious Diseases Society of America; San Diego, California
2012.

189. Infection Prevention and Control. Qmentum Quarterly: Quality in Health Care. 2013:5(4):1

IPAC CANADAThe IPAC ProgramStandard Page99


http://ipac-canada.org/infection-control-certification.php

