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MANAGING DRUG RESISTANCE IN LONG-TERM-CARE FACILITIES

NTIMICROBIAL resistance presents ROUTINE MEASURES posed to infection by colonizing microor-
an increasing challenge to Hand Washing ganisms. Routine culture of potentially
health care institutions. Guide- Hand washing remains the single mosicolonized roommates of infected residents,

lines for reducing transmission of antimi- important procedure for infection preven-new admits, employees, or the environ-
crobial-resistant microorganisms (ARM) tion. Microbes are cleansed from the carement is not recommended.

in hospitals exist but are not easily trans-provider and resident alike. Hand wash- Room Placement

latable to other care venues, viz., long- ing must be convenient, with sinks, soap, Room placement should be based on
term-care facilities (LTCFs). In 1997, a and disposable towels easily available. the risk of ARM spread from a specific
task force was organized to develop rec- Communication individual. Private rooms are preferable
ommendations for ARM managementin ~ Communication between facilities for incontinent patientsThe lack or un-
Oregon LTCFs. The goal was to proposecaring for persons with ARM is essential. availability of private rooms is neither an
practical transmission strategies to prevemhe transferring facility should designate indication to refuse admission nor to
ARM within LTCFs. To start, five as- a responsible individual, such as a dis- transfer residents with ARRKom a LTCF
sumptions were agreed upon: 1) LTCFs charge planner or social worker, to coor- to an acute-care facilitySocializing with
may have sporadic or endemic ARM dinate transfers, including notification to other residents should be allowed. Prior to
infections, including those caused by  the receiving facility that a residentis ~ group activities, resident hands should be
methicillin-resistanStaphylococcus au-  either colonized and/or infectedth washed, wounds effectively covered, and
reus(MRSA), antimicrobial-resistant ARM. This would include care plans and incontinence pad or diaper placed as need-
Granr bacilli, vancomycin-resistant en- ARM transmission control measures, e.ged.

terococci (VRE), and vancomycin-inter- isolation, antimicrobials, or education  Cleaning and Equipment

mediately susceptiblBtaphylococcus provided to the resident and family. The  Soiled linen should be handled to
aureus(VISA); 2) in the next few years  receiving facility should contact the prevent contaminating furniture, the floor
ARM colonization and infection will transferring facility’s Infection Control and the care provider's own clothing.

become more widespread and problematl@epartment or Infection Control Practi- Gloves may limit hand contamination.
for LTCFs; 3) with few private rooms, tioner (ICP) for additional questions on  Note that certain items (generatpt

isolating residents in private rooms may ARM management. including gloves) may need to be dis-

not be possible; 4) if LTCF staff routinely Education posed as infectious waste (see OAR 333-
adhere to standard precautions, few ARM ARM control education is essential ~ 18-0040et seq).

infection outbreaks will occur; and 5) for LTCF staff, residents, and families. Electronic thermometers used for

residents, even those with ARM, must beTopics include: hand washing; possible rectal temperatures have been implicated
able to move from one level of care to  routes and transmission methods; colonin VRE andClostridium difficileout-
another without restrictions. zation versus infection; use of standard breaks. Otherwise, the role of the envi-
The task force included lots of very  precautions for all care provided; using ronment in ARM transmission in LTCFs
smart people, including representatives barriers appropriately, e.g., gloves, has not been well established.
from the Oregon Healthcare Association,aprons, gowns, face protection; equip- Environmental Protection Agency
the Oregon Alliance of Senior and Healthment cleaning, sanitizing and/or disin- (EPA)-registered disinfectants should be
Services, the Oregon Association of Hos{ecting; and home care of the dischargedised for housekeeping. All equipment
pitals and Health Systems, the Senior antglesident. that must be shared should be thoroughly
Disabled Services Division, the Associa- Definitions cleaned and disinfected with an EPA-
tion for Professionals in Infection Control ~ Although we quibble about the pre-  registered disinfectant/germicide between
and Epidemiology, the Oregon Health  cise meanings of the terms, for the pur- residents. Personal protective equipment,
Division, an infectious disease physician poses of this report, we will define e.g., face shields, masks, or eyewear,
specialist, and a long-term-care nurse  “colonization” as the presence of a mi- should be used to prevent body-fluid
administrator. This group met quarterly croorganism without any clinical diseasesplashes to the eyes, nose and mouth of
over an 18-month period to discuss recom¥ detected host immune response. the care provider— an OR-OSHA re-
mendations already in existence, and, by[Symptomatic] “infection,” on the other quirement.
consensus, to formulate a practical appli-hand, is used to refer to microbial multi- Surveillance
cation of these for Oregon LTCFs. The plication in tissues or bodily fluids with Surveillance establishes endemic
following is a summary of this non-regulaattendant disease. Elderly residents withinfection rates and provides guidance to
tory document. diminished host defenses are predis-  plan control activities and educational
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programs. Transmission among residents During an outbreak, selection of practices based upon available LTCF
can beminimized and outbreaks poten- expanded control measures must be  resources. Communication between care
tially prevented. A single verified case of individualized based upon the pathogengacilities is crucial, and identification of
an infection by ARM should prompt involved, the size and seriousness of the ARM in a potential resident is not an
notification of the administrator, medical outbreak, and resources available to the indication to deny LTCF admission. Em-
director, or ICP, and a search for addi- facility. These include, but are not limited phasis should remain on the basics: hand
tional cases. In the absence of an out- to, use of private rooms when available, washing, adequate cleaning and house-
break, however, a focus on culturing segregating new admissions, and cohort-keeping, basic surveillance that provides
roommates, new admits, employees, or ing colonized or infected residents. An  background infection information, and
the environment is unwarranted and not isolation unit may be established and staffapid, appropriate investigation and imple-
recommended. To be timely, patient cohorted to provide consistent resident mentation of additional control measures
information should be reviewed at least care assignments. Hand soaps may be when additional ARM infections are iden-
weekly. LTCF-specific definitions are  changed, as counts of skin bacteria suchtified. The complete task force document,
available? based on the unique limitations asS. aureusre significantly lower after  including suggested reading, is available
in physician visitations, and in laboratory washing with antimicrobial soap or an  on-line as a pdf file athtp://
and radiology services within LTCFs. alcohol-based rinse, compared to washingww.ohd.hr.state.or.us/acdy can be
Analysis of ARM infection rates pro- with soap and water alone. Dedication of obtained from the Health Division (503/
vides the most meaningful information. resident-care equipment to a single resi- 731-4024). Since this document became
Data should be reviewed routinely, with dent and identification of potential reser- available, additional articles that would
variations explained, and recommenda- voirs should be on the checklist. have made theeport’s reading list have
tions made for the prevention and controlAntimicrobial use restriction, an approachbeen published’
of additional cases. Infection surveillancemade only in cooperation with the facil- REFERENCES
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