Methods. Premoistened swabs were used to culture sink drains, floor drains, and
equipment for CPO. Perirectal swabs were ordered monthly for all patients in non-behav-
ioral health wards. Specimens were plated to CRE- and ESBL-selective media, and colonies
identified by MALDI-TOE The presence of the bla,,. gene was confirmed by PCR. When
environmental CPO isolates were detected, EVS procedures and practices were reviewed.

Results. In June 2016, bla , + Leclercia adecarboxylata was isolated from an
EVS closet floor drain, and in August 2016, from drains in four additional closets.
In the previous 10 years, Leclercia sp. was isolated just once from a clinical culture.
In September 2016, routine surveillance revealed new-onset bla,, + L. adecarboxy-
lata colonization in a stem cell transplant recipient. Investigation included 33 cultures
collected from sink and floor drains, EVS equipment, and other items. EVS equip-
ment, especially mop buckets, were identified as a likely point source due to their use
in patient care areas and closets with contaminated floor drains. Among seven mop
buckets sampled, one grew bla,, + L. adecarboxylata. Whole genome sequencing
demonstrated genetic relatedness of the Leclercia isolates. Floor cleaner was changed
to a disinfectant solution. Extensive decontamination of 67 EVS closets and equipment
was performed urgently. No further patient or environmental cultures have grown
bla,,+ L. adecarboxylata.

Conclusion. 'The recovery of a highly unusual organism, rarely found in clinical
specimens, that was also carrying a bla,, .+ plasmid, allowed us to detect environmen-
tal spread of this organism in the hospital. The ability to track this organism using
genome sequencing provided strong evidence of the mode of spread, leading to effect-
ive remediation. No evidence-based methods exist for remediating drain contamin-
ation, which can serve as a potential reservoir for transmission.
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Background. Physicians white coats are frequently contaminated, but seldom
cleaned. Therefore, in the UK, a “bare below the elbows” dress code policy includes a
recommendation that personnel wear short sleeves. However, it has not been demon-
strated that wearing short sleeves reduces the likelihood of pathogen transmission.

Methods. 'We conducted a randomized, cross-over trial involving simulated
patient care interactions to test the hypothesis that transmission of pathogens occurs
less frequently when personnel wear short- vs long-sleeved coats. Healthcare personnel
were randomized to wear either long- or short-sleeved white coats while examining
a mannequin contaminated with cauliflower mosaic virus DNA followed by examin-
ation of an uncontaminated mannequin. We compared the frequency of transfer of the
DNA marker with the sleeves and/or wrists and with the uncontaminated mannequin.
During work rounds, physicians were observed to determine how often the sleeves of
white coats contacted patients or the environment.

Results. During work rounds and simulated examinations, the sleeve cuff of
long-sleeved coats frequently contacted the patient/mannequin or environment.
Contamination with the DNA marker was detected significantly more often on the
sleeves and/or wrists when personnel wore long- vs short-sleeved coats (5 of 20, 25%
vs 0 of 20, 0%; P = 0.02). In one of five (20%) instances of sleeve and/or wrist con-
tamination, the DNA marker was transferred to the second mannequin. It was also
observed that healthcare personnel were less likely to include their wrist in handwash-
ing between simulations if they were wearing long-sleeved coats.

Conclusion. During simulations of patient care, the sleeve cuff of long-sleeved
white coats frequently became contaminated with a viral DNA marker that could be
transferred. These results provide support for the recommendation that healthcare per-
sonnel wear short sleeves to reduce the risk for pathogen transmission.

Figure: Comparison of personnel wearing long- versus short-sleeved coats
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Background. Questions remain about the degree to which small particle aerosols
are generated during patient care activities and whether such aerosols could transmit
viable pathogens to healthcare personnel. This project measured aerosol production
during common medical procedures and collected samples for pathogen recovery.

Methods. Six procedures were targeted for aerosol sampling: extubation, bron-
choscopy, mechanical ventilation, noninvasive ventilation, suctioning (open or tra-
cheostomy), and nebulized medication administration. Any patient undergoing one of
these procedures was eligible for sampling, with a preference for patients with a respira-
tory viral infection. Baseline samples were collected when possible. Four real-time aero-
sol characterization instruments were used to detect small particle aerosols generated
during procedures. SKC Biosamplers, placed at 3 feet and 6 feet from the patient, were
used for pathogen recovery. All samples were subjected to bacterial culture; viral PCR,
and viral culture were added depending on the patient’s respiratory disease profile.

Results.  Samples were collected during extubation (n = 1), bronchoscopy (n = 3),
mechanical ventilation (n = 13), noninvasive ventilation (1 = 6), suctioning (1 = 6), and
nebulized medication administration (# = 9). Only nebulized medication administra-
tion exhibited differences in particle mass concentration between baseline and proce-
dure aerosol measurements. None of the Biosampler samples were PCR positive for a
respiratory virus and none had a positive influenza culture. Five samples had positive
bacterial cultures, mainly with common environmental or skin contaminants such as
Micrococcus luteus, Staphylococcus pasturei, and Bacillus flexus.

Conclusion. Significant small particle aerosol generation was only seen with
nebulized medication administration. No viruses were recovered and minimal viable
bacteria were recovered. Additional study is needed to confirm these findings and
examine aerosol generation during other procedures commonly considered to be
aerosol-generating.

Figure 1: Particle number stion for baseline and procedure measurements
collected for the targeted procedures. Baseline measurements were not collected for continuous
procedures| i ilation and i ive ventilation).
5
1.0x10 T T T x Py T T T T T
. 2 § £ B8 § & §
4 © < © ©
6.0x10" - o £ o S m £ ao £
. a . a a
4.0x10" e T
4
2.0x10" 5
= =

| B

002

>
o
x
-
o
T
L

5 ——

‘W—I' e e
& & & Y-
il <" \& Q‘o o"\\

il
AR &
W eoo A

Figure 2: Particle size distribution for nebulized | sus all other
procedure samples, combined.
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