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Hand hygiene.
+  Julie from Iowa Healthcare in DM describes how hand hygiene is a change in the culture and mind set of the healthcare providers.  They have been working on this for over 2 years.  She described the how between 280 to 300 hand hygiene observations are recorded each month.  Trained staff enters about 30 observations each month. If a “missed opportunity” is observed the nurse manager is notified. 
+ Deb in Atlantic described the I touch application used in to enter observation. This application was developed at the UIHC in collaboration and is available for a free download on IPAD. http://www.plexusinstitute.org/stopmrsa/?p=207
+ Secrete shoppers hand hygiene monitors discussed
+ Champions go above and beyond the basic observations and give pep talks, create posters, and update while boards.

CAUTI
+ Jerry from Mason City described how the Cerner Electronic Healthcare Record prompts the nurse for a foley DC order.  This occurs 48 hours after.
+  The goal of early foley removal with hopefully result in a decrease rate of UTI’s.  It is to early to see results in this initiative in NHSN submitted data.
+ Michelle from Waukon described how an note in the medical record is made on why the foley was inserted. During interdisciplinary rounds the status is addressed.  If it is needed, the reason is documented. 
+ Discussed asymptomatic bacteremia  and false positive cultures.

MRSA
+ Bev in Atlantic described how the lab “flag” an infection in the EHR.  These results are referred to the Antibiotic Task force.  This taskforce reviews the number of positive cultures found over time.  This includes MRSA and C diff. 
+ Kim in Mason City describe how patients found MRSA or C diff positive were entered in the EHR and when the patient was readmitted they are placed in isolation precautions.
+ Positive MRSA patients scheduled for CABG patients have mupirocin placed for 5 days.
+UIHC does not routinely screen patients except for the Burn or Tauma Units. The usefulness of screening has not been found to reduce HAI incidence.
+ Variety of screening and processes to identify patients with MRSA among participants

SCIP
+  Chlorehexadine wipes are being used to at several hospitals for most opertions
+ Discussed value of “deep cleaning” patients rooms on discharge.  Julie clarified that infections are caused from touch including the area around patients or high touch areas.

Thank you all participants for a lively, productive exchange of information.
– Do you any additions, corrections or updates?  
 I’d really like to hear from you!  
Email me @ gclancy@ihconline.org

 
