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Land Acknowledgment

*  Our work takes place across southeastern Ontario, which includes
the ancestral and current homes of numerous and diverse
Indigenous peoples.

*  Since today’s workshop takes place in Kingston, | wish to “Tamd acknowledgments are
acknowledge the traditional and ancestral lands of the

Haudenosaunee, Anishinaabe and Mississauga people.

a stepping stone to honouring
broken treaty_relatz’onsths. 2

*  May we always be grateful to live, work, and learn on these lands.
In doing so, we give our respect to its first inhabitants.

*  We thank all the generations of people who have taken care of this
land for thousands of years. We recognize and deeply appreciate
their historic connection to this place.

*  Today, this land is still home to many First Nations, Metis people,
and other global Indigenous Peoples and we are grateful to have an
opportunity to live, work and continue stewardship on this land.
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**  Thank you for attending today’s Surveillance Workshop

\/

** IPACleads in attendance come from across the South East region

N/

**  The SE IPAC Hub team is here and is looking forward to an event filled day

\/

X Learn about surveillance

\/

**  Network with colleagues

\/

*»  Learn about supportive systems




SE IPAC Hub Team

W © Natasha Salt — IPAC Hub Director
e (far left) and Dr. Gerald Evans
(Medical Director)

b Clinical IPAC Hub Coordinators
(in order left to right — Dana,
Emily, Alison, Aneka and Lana)

¥ - Saul Akandwanaho and Annette
‘ Oguine both are supports to the
IPAC Hub program




Thank you, we are grateful

**  Thank you to our speakers who have volunteered their time

**  Thank you to our attendees for being here today — we will have a draw with
various prizes at the end of our day! Stay tuned for a chance to win ©

**  Thank you to our sponsors for making this day possible

N/

+»  HealthConnex

N/

**  Crede Technologies

N/

*%*  Surge Learning

= Crede -
HealthConnex \ .
et TCNOIOGIES URGE



Special Note

»  The SE IPAC Hub Team would like to recognize the efforts of Crede
Technologies

“»*  Due to unforeseen circumstances as a result of the ice storm Scott was not
able to attend today’s workshop

**  Crede Technologies continued to provide sponsorship to ensure the
workshop went off without issue

“*  Scott wanted to pass a message along to the group to have a wonderful day
full of learning and networking

“*  He plans to share information with you all following the workshop \‘/crede

Technologies
D
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Points of Note e B T
v" Washrooms
V' Water bottle fill stations
v" Emergency Exits
v Certificate of Attendance (IPUs)
v" An overview of today’s events are detailed in the agenda



April 3, 2025

Agenda

SURVEILLANCE SKILLS WORKSHOP

) 9:45 am
£710:20 am
(711055 am

311:10 am

€ 12:10 pm

Thursday April 3rd, 2025
9:45am - 3:00pm
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Welcome

Introduction to Surveillance:
Why are we here?

IPAC Lead Surveillance Experience:
Fairmount Home

Interactive Session:
Case Definitions & HAls

LUNCH

irac Ve

Lana King,
Emily Moslinger &
Dr. G. Evans

Jim Gauthier

Payton Hunt

Alison Carvalho &
Aneka Nithianandan
IPAC Hub Team

{7312:50 pm Data collection, analysis and Saul
reporting Akandwanaho
7 1:45pm IPAC Lead Surveillance Experience: Dana Anderson
E.J. McQuigge Lodge
7 2:05 pm IPAC Lead Surveillance Experience:  Marcus Mishael
Arbour Heights
@) 2220,,  Sponsor Presentations HealthConnex
Surge Learning
7 2:50pm Closing Remarks Dana Finnegan-Yee
< Cred Thank you to our generous sponsors! .
= Lrede -
Technologies HealthConnex amd URGE

ribaction Control and Dutbrask Masegaman %




Dr. Gerald Evans

Gerald A. Evans, MD FRCPC FAMMI FIDSA
Professor & Chair, Division of Infectious Diseases

Queen’s University/Kingston Health Sciences
Centre
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Dr. Gerald Evans is the former Chair of the Division of Infectious Diseases and

a Professor in the Departments of Medicine, Biomedical & Molecular Sciences

and Pathology & Molecular Medicine at Queen's University and an attending

Ehysician in Infectious Diseases at Kingston Health Sciences Centre, where he
as been Medical Director of Infection Prevention & Control since 2011.

He is a former President of the Association for Medical Microbiology and
Infectious Disease (AMMI Canada), the specialty society for Infectious Disease
physicians and Medical Microbiologists in Canada, where he also a Fellow of
the society (FAMMI). He was recently elected as a Fellow of the Infectious
Disease Society of America. (FIDSA).

He is the current Editor-in-Chief of the Journal of the Association of
I\J/I'&crobilology and Infectious Disease Canada affectionately known as
o MM II.




A message from Dr. Gerald Evans -~ =

“Surveillance for infectious diseases is a vital part of our knowledge and
understanding from which we can direct our infection prevention and
control resources. Surveillance of infections in the hospital environment
has been a well-established practice for over 25 years, but that same
sort of surveillance has not been as firmly established in the long term

care setting.”



A message from Dr. Gerald Evans ——* =

“With this in mind this workshop is intended to provide you the
knowledge and skills necessary to establish consistent and good
surveillance practices, which will inform where the necessary IPAC
practices should be focused in order to improve the health of residents,
clients, and patients in long term care. | firmly believe that the
information you learn today will be of great utility to you in your future
work as IPAC professionals.”

- Dr. Gerald Evans



Let’s hear from Jim

Jim Gauthier is a medical technologist by training.

Jim worked in general microbiology, water and food bacteriology, and
parasitology. While in the lab, Jim found his love of infection
prevention and became board-certified in 1990.

Jim has worked in, or consulted to acute care, long term care, medical
and dental clinics, optometrists, schools, industry, public health and
even funeral homes.

Jim has lectured throughout North America and internationally in
England, Germany, France, Portugal, Hong Kong and New Zealand.
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Jim Gauthier, MLT, CIC

ALMOST RETIRED OLD GUY
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*Jim was employed by Diversey from 2015-2023. He received salary
and benefits from this company

IPAC

*Jim has also consulted with Arjo, Baxter and Crede Technologies in
the last two years.

*None of these companies have had input into this presentation from
a commercial interest

*Any images used in the presentation are for emphasis and do not
imply a recommendation / endorsement



What is Surveillance? e e

LET’S KEEP IT SIMPILE

Surveillance is the routine process of...
» gathering information

* looking for patterns

* sharing your findings with those who
can make a difference.



Why Conduct Surveillance? DL

* @Goal: to reduce the risk of acquiring healthcare
associated infections (HAI)

* HAIs are common in long term care homes,
frequently resulting in death

°  Qutbreaks can be difficult to contain and
result in significant costs

*  Upto~70% of HAIs are preventable

An effective surveillance program will help reduce the
frequency of health care-associated infection.




Why Conduct Surveillance?

Surveillance can be used for many purposes, including:

* To detect and monitor HAI
* To identify risk factors for HAI
* To evaluate preventive interventions

* To provide information to inform, educate, and
reinforce practice



Mandatory Requirements

Fixing Long-Term Care Act, 2021, S.0. 2021, c. 39, Sched. 1

Requirements of program

(2) The infection prevention and control program must include,

(a) evidence-based policies and procedures;

(b) an educational component in respect of infection prevention and control
for staff, residents, volunteers and caregivers;

(c) daily monitoring to detect the presence of infection in residents of the long-
term care home;


https://www.ontario.ca/laws/statute/21f39

Mandatory Requirements

Fixing Long-Term Care Act, 2021, S.0. 2021, c. 39, Sched. 1

Requirements of program

(2) The infection prevention and control program must include,
(d) measures to prevent the transmission of infections;
(e) a hand hygiene program; and

(f) any additional matters provided for in the regulations.


https://www.ontario.ca/laws/statute/21f39
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* Lucky to get lunch

* Lucky to get out on time

* Lucky to get through the
resident load

* Lucky to get to the
bathroom!







(1): The phone rings, Ward 3a

* Sniffles, sneezes, coughs and wheezes

* Been going on since Tuesday!

* Not the same people that have been vomiting!
* Since Wednesday!

* Managed to find enough staff to cover those that are off
with....

* Vomiting and diarrhea



Communication e e

* New to site

* New to staff

* Lines of communication
* QH&S




(2) Case Definitions ..
Dec 26 (on call)
» Patient with explosive diarrhea, nausea

* Positive C. difficile test

* I|nitiated contact precautions

Dec 27

* Same unit, patient with vomiting and diarrhea

* Physician indicates new medication, typical side effects



Of Coursel

Dec 27, later in day

*  Two more vomiting and diarrhea

*  Two nurses from yesterday phone in with vomiting and diarrhea
*  Outbreak declared

* Can’t remember total outcome, except 2 deaths (with Norovirus,
not from Norovirus)
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Fixing Long-Term Care Act, 2021

ONTARIO REGULATION 246/22

GENERAL

SUUUISL I Consolidation period: March 21, 2025 - e-Laws currency date (March 28, 2025)

Last amendment: 27/25.
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Mandatory Requirements i

Fixing Long-Term Care Act, 2021, S.0. 2021, O. Reg. 246/22: General

102. (2) The licensee shall implement

a) any surveillance protocols given by the Director for a particular communicable disease or disease of
public health significance,

b) Any standard or protocol issued by the Director with respect to infection prevention and control. O.
Reg. 246/22, s. 102 (2).

(4) (a) ...interdisciplinary team...

(5) The licensee shall designate a staff member to co-ordinate the program who has education and

experience in infection prevention and control practices, including,

(a) infectious diseases; (b) cleaning and disinfection; (c) data collection and trend analysis;

(d) reporting protocols; (e) outbreak management; (f) asepsis; (g) microbiology; (h) adult education;

(i) epidemiology; (j) program management; and

(k) current certification in infection control from the Certification Board of Infection Control and

Epidemiology. O. Reg. 246/22,s. 102 (5). (CIC, LTC-CIP, a-IPC - https://www.cbic.org/)



https://www.cbic.org/
https://www.ontario.ca/laws/regulation/220246
https://www.ontario.ca/laws/regulation/220246
https://www.ontario.ca/laws/regulation/220246
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Mandatory Requirements L9 e

(9) The licensee shall ensure that on every shift,

(a) symptoms indicating the presence of infection in residents are monitored in accordance with any
standard or protocol issued by the Director under subsection (2); and

(b) the symptoms are recorded and that immediate action is taken to reduce transmission and isolate
residents and place them in cohorts as required. O. Reg. 246/22.s. 102(9).

10) The licensee shall ensure that the information gathered under subsection (9) is analyzed daily to detect
the presence of infection and reviewed at least once a month to detect trends, for the purpose of
reducing the incidence of infection and outbreaks. O. Reg. 246/22,s. 102 (10).

(11) The licensee shall ensure that there are in place,

(a) an outbreak management system for detecting, managing, and controlling infectious disease
outbreaks, including defined staff responsibilities, reporting protocols based on requirements under

the Health Protection and Promotion Act, communication plans, and protocols for receiving and responding
to health alerts

(b) A written plan for responding to infectious disease outbreaks O. Reg. 246/22, s. 102 (11).




Jim’s Experience (3)
*  Consultant to an 86 bed LTC facility

*  Presented with stack of surveillance sheets

Image ID: 2AMOF1E
www.alamy.com




IPAC {\"f;;g I
Surveillance g6
*  Person
* Place
* Time

*  Symptoms
* Gastroenteric
* Respiratory
* Urinary
* Skin and wound
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*  2-week period

* @Gastroenteric

TYPICAL FLOOR

Image ID: 2AMOF1E
www.alamy.com




Other Requirements . €86

ACCREDITATION
CANADA

Ontario @




South East (‘ )

P
( . EDUCATION
c &/ i 4 PRACTICE
IPA \ /< poLICY
HUB & SPOKE < . PARTNERS
y /\‘\ ST

PIDAC Best Practices e

Public antée
Health publique
Best Practices for Infection Best Practices for Surveillance T il
Prevention and Control of Health Care-associated
Programs in Ontario Infections Infection Prevention and Control
In All Health Care Settings, 3" edition In Patient and Resident Populations, 3" edition for Long_Term Ca re HomeS
Summary of Key Principles and Best Practices

Provincial Infectious Diseases Advisory Committee (PIDAC)

Provincial Infectious Diseases Advisory Committee (PIDAC)

L4

Published: Segtember 2008
Second Revizion: January 2011
Third Revision: May 2042

Published: June 2008
Secand Revizion: October 2041
Third Revizian: luly 2014

Guide
December 2020

Public Santé Public Santé

Health publigue :
Ontario (}Eﬂc]rié) olﬂﬁ‘?iléh oﬂl['}:l-lﬂ,up

FANTHERS PEE BEALTH PANTESAIAES POW LA SARTE



https://www.publichealthontario.ca/-/media/documents/i/2021/ipac-ltch-principles-best-practices.pdf
https://www.publichealthontario.ca/-/media/documents/i/2021/ipac-ltch-principles-best-practices.pdf
https://www.publichealthontario.ca/-/media/documents/B/2012/bp-ipac-hc-settings.pdf?la=en
https://www.publichealthontario.ca/-/media/documents/B/2012/bp-ipac-hc-settings.pdf?la=en
https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf
https://www.publichealthontario.ca/-/media/documents/B/2014/bp-hai-surveillance.pdf
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IPAC-Canada Position Statements - -~

IPAC Program Components for LTCH Surveillance in LTC Settings

. o+
IPaC POSITION STATEMENT P_Cl

Infection Prevention and Control (IPAC) Program Components for Long-
term Care Homes [LTCHs)

vi! ¥
.mﬁ'w(u;.. POSITION STATEMENT Mg'l

v Cosirel Canaii -
s ations Corsta

Surveillance in Long-Term Care Settings

This document was developed by IPAC Canads based on best svailleble evidencs at the time
of publication to provide advice to Infection Prevention and Contral Professionals. The
application and wsa of this docurnent are the responsibility of the user. [PAC Canada
assumes no liability resulting from any such application or use.

This document was developed by IPAC Canada based on best available evidence at the time
of publication to provide advice to Infection Prevention and Control Professionals. The
application and use of this document are the responsibility of the user. IPAC Canada assumes
no liability resulting from any such application or use.

Background

Residents of LTCHS are & vulnerasble population. As a result there have been many outbreaks
with significant morbidity and mortality caused by a plethora of different micro-organizms
fimfluenza & SARS-CoV-2, Group A Streptococeus, methic resistant Stophyococcis oureus
[MR5A], Carbapenemase-producing Enterobacteriaceas [(PE|, noravinus, Jostridioides difficile,
extended spectrum beta lactamase producing organisms [ES8L), hepatitic B and )5 There are
currently no national IPAC recommendations specifically for an IPAC program in LTCH, although
there have been publications recommending IPAC programs and resources, =0

LTC and retirement hormes have been disproportionately affected by COVID-19 in Canada with
10 of all Canadian COVID-19 cases (about 80,000], resulting in more than 663% of the national
deaths (over 14,000 deaths in residents and close to 30 staff) to February 2021, More than
2,500 homes experienced an outhreak, and the proportion of COVID-19 deaths in Canadian LTC
and retirement hame residents [69%) exceeds the international average (413%).°% As per federal
and pravincial/territorial legiskation, employers shall ensure that the long-term care setting is a
safe work environment that profects residents and staft.®

Position Statement:

The goals of an |PAC program ane o protedt residents from health care-associated infections

and to prévent the spread of infections amongst redidents, health care providers, staff, visitors
il ccile et bl bmali a £ 5o s fnscal IO "

Background

Infections contracted in hezlthcare settings, including in long-term care (LTC) settings, that were neither
present nor developing on admission to the healthcare setting are healthcare-assodated infections {H.#\I].1
HAls include antibiotic resistant organisms (AROs), respiratory, enteric, urinary tract and other infections,
and are often preventable.1 Surveillance in LTC should include, (at @ minimum) monitoring for enteric and
respiratory infections and for pathogens and infections of concern based on local epidemiology, and while
this is legislated in some parts of Canada (e.g., Onta rio‘}, its routine performance across all Canadian LTC
settings is essential to provide national rates and inform infection prevention and control {IPAC)
nrategies.j Standardized case definitions provide a baseline for both internal and external comparison,
and inform IPAC strategies.’

Surveillance is defined by the Public Health Agency of Canada [PHAC) as "tracking and forecasting health
events and determinants through the collection, analysis and reporting of data”* Ongoing surveillance
provides baseline HAl data and, over time, builds capacity for subsequent monitoring activities, including
benchmarking of HAl rates both within and between LTC settings."‘Surveilla nce data informs research
and antimicrobial stewardship programming, and guides clinical practice in LTC, including identification of
outbreaks and i ion and itoring of inter ions aimed at reducing rates of Hal

Case definitions used in HAl surveillance are "a set of standard criteria for classifying whether a person
has a particular disease, syndrome or other health condition™. The most recent case definitions for use in
Canadian LTC settings were published by IPAC Canada in 2017 F




Position Statement:

/{
IPAC Program Components for LTC 9

As a minimum, surveillance shall include:

* Admission screening

Infection Prevention and Control (IPAC) Pru;;rarn. Components for Long
term Care Homes (LTCHs)

* Active syndromic surveillance
e.g., respiratory infection and

This document wast developed by IPAC Canads hased on best svallable eviden Lt time
of publication to provide sdvice to [nfection Prevention dnl! Control Professionals.

gastroenteritis O glgg\&ﬂ E
* ldentification of sentinel events
e.g., invasive GAS, SARS-CoV-2 e

and to prevent the spread of infections amongst residents, health care providers, staff, visitors




Position Statement:

IPAC Program Components for LTC _i. R

As a minimum, surveillance shall include:

ntrol (IPAC) P ru;;ra m Components for Long

* Audits

e.qg., compliance with Routine

Practices and Additional Precautions
- hand hygiene, personal protective U B
equipment use, environmental N S

term Care Homes (LTCHs)

e developed by IPAC Canads based on best available eviden Lt e
ider acvice to Infection Prevention dnl! Control Profescionals.

PROCESS

SURVEILLANCE

fffffffffffffff

Positio

cleaning, shared equipment cleaning ——— o

and to prevent the spread of infections amongst residents, health care providers, staff, visitors
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What should you be looking for? - =

* Qutlines the recommended
Best Practices for Infection . o o .
Prevention and Control surveillance indicators in long

Programs in Ontario

In All Health Care Settings, 3" edition te r m Ca re

Provincial Infectious Diseases Advisory Committee (PIDAC)

Fudlished: Sagtember 2008

Thirs Revizion: May 2042

Public Santé

lealth publigue

Ontario Ontario
- O



https://www.publichealthontario.ca/-/media/documents/B/2012/bp-ipac-hc-settings.pdf?la=en
https://www.publichealthontario.ca/-/media/documents/B/2012/bp-ipac-hc-settings.pdf?la=en

TABLE 2: RECOMMENDED OUTCOME SURVEILLANCE INDICATORS

. Acute

Surveillance Component Reference # Care CCC LTC m
Facility-acquired respiratory infection in &0 Y v /
clients/patients/residents
Facility-acquired ARO in clients/patients/residents ?9 v v v
Facility-acquired Clostridium difficile-associated 117 v v /
disease in clients/patients/residents
Facility-acquired acute Gl infection in

_ ) '3I _ v v v
clients/patients/residents
Facility-acquired group A streptococcal infections in v / v
clients/patients/residents
Staff tuberculin skin test (or interferon-gamma

st = = v / v/ v

release assay) conversions
Procedure-specific surgical site infections (55I) == v v F
Central line-associated bloodstream infections in 01-03 Y S
high risk areas
MNew acquisition of hepatitis in hemodialysis patients = v v v
skin and soft tissue infections in clients/residents 4

Legend: CCC= Complex Continuing Care LTC = Long-term Care HHC = Home Health Care
* in collaboration with the agency that inserted the central line/performed the surgery

e Ogo? =

Ouinte | Rursl Hastings | Reral frostensc | Lennos & Acdiagion | Lanark, Leeds & Granvilie

Table 2:
Recommended
Outcome
Surveillance
Indicators

Page 23-24



https://www.publichealthontario.ca/-/media/documents/B/2012/bp-ipac-hc-settings.pdf?la=en
https://www.publichealthontario.ca/-/media/documents/B/2012/bp-ipac-hc-settings.pdf?la=en
https://www.publichealthontario.ca/-/media/documents/B/2012/bp-ipac-hc-settings.pdf?la=en
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TABLE 1: RECOMMENDED PROCESS SURVEILLANCE INDICATORS — Lg ‘ ( h

HEfIEI"EIl[:E # Ac“tE ccc I_'I'c Cuints | Rural Mastings | Bural frontense | Lemnos & Acdiegion | Lanark, Leeds & Gramilie
Surveillance Component s

Adherence to ARO screening protocols for clients/patients/residents 7 v v v
[ ]
- Table 1:
Adherence to ARI screening protocols for clients/patients/residents v v v v
Adherence to screening protocols for tuberculosis in clients/residents . v v Recommended
Adherence to screening protocols for acute Gl infection in s 7 / / P rocess
clients/patients/residents
Influenza vaccination rates (clients/residents) o v v S urveil I Ia nce
. . . . 82 L]
Pneumococcal vaccination rates (clients/residents) v v Indlcators
Adherence to screening protocols for hepatitis, MRSA and VRE in 83-85 / / /
hemodialysis patients
Staff tuberculosis screening o v v v v P 19 20
Staff vaccination rates including annual influenza vaccination - v v v v g
Sharps injury surveillance 58,50 v v v v
Adherence to central line protocols e v v v v



https://www.publichealthontario.ca/-/media/documents/B/2012/bp-ipac-hc-settings.pdf?la=en
https://www.publichealthontario.ca/-/media/documents/B/2012/bp-ipac-hc-settings.pdf?la=en
https://www.publichealthontario.ca/-/media/documents/B/2012/bp-ipac-hc-settings.pdf?la=en
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Surveillance Component e Care LED LY ﬂ
Adherence to ventilator use protocols s v v T bl 1

[ ]

Adherence to protocols related to surgical procedures (e.g., pre- 86, £7 / a e ¢
operative antibiotic use) Recommended
Adherence to hand hygiene protocals sese v v v v
Adherence to Routine Practices protocols, including the correct use of PPE 3 v v v v P rocess
Adherence to reprocessing practices protocols 5,103 v v v v Su rVEI||anCE
Adherence to environmental cleaning protocols 5, 102 v v v Indicato rs
Adherence to IPAC construction/renovation protocols 100, 102 v v v (continued)
Adherence to recommendations of the antimicrobial stewardship program ©5, 104, 108 v v v
Adherence to practices to limit urinary catheter use s v v v v

Page 19-20

Legend: CCC = Complex Continuing Care LTC =Long-term Care HHC = Home Health Care
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Where to start?

ENSURE FAMILIARITY WITH CASE DEFINITIONS




Surveillance Planning
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Select the Outcomes for Surveillance

* Syndromic surveillance of respiratory infections and
gastroenteritis should be undertaken in all LTCH

* To identify additional outcomes for surveillance in
your home, consider the following:
* the frequency of the infection
* the impacts of the infection (including % case
fatality and excess costs)
* the preventability of the infection




Surveillance Planning €8

Select the Outcomes for Surveillance

* |In LTCH, the preventable infections may influence what
you choose to look for in outcome surveillance.

* Some preventable infections include:
> Acute respiratory infection (ARI)
> Skin and soft tissue infections
> Urinary tract infection
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urveillance Planning

Use Established Case Definitions For Infection

e Refer to Surveillance Definitions of Infections
in Canadian Long-Term Care Facilities for
case definitions

*  Apply case definitions accurately and
consistently

Happe et al. Can J Infect Control 2023;38(43) 139-146

=

AELE

C

rveillance Definitions for Respiratory Tract Infections (RTT)

=

criteria during an owt

Criteria

Commenis

A_Common cold syndrome or phanyngitis

[at least 2 criteria must be prasant)

1. Runny nose or sneezing

2. Stwffy nose (i.e., congestion)

3. Sore throat or hoarseness or difficulty in swallowing

4. Diry cough
5. Swollen or tender glands in the neck [cenical lymphadenopsatiy)
. NP swab positive for a raspiratory pathogen

Fever may or may not be present. Symptoms
mast be new and not attributable to allergies.

=

. Influenza-fike illness (criteria 1 andyor 2 mast be present, AMD 3 or 4)
1. Fever
2. New and or incrazsed
3. Atleast 2 of the following influenzz-like illness subcriteria
a.. Chills
b. Mew headache or eye pain
€. Myalgias or body aches
o Malaise or loss of appetite
&. Sore throat
. Arthralgia (joint pain]
4. NP swab positive for Influenza vins

Fever may not be present in the eldery. if
iteria for influenzz-ike ilines and another
upper of lower KTI are met at the same time,
only the diagnosis of influenza-like illness
should be reconded. Bacause of inceasing
uncertainty surrounding the timing of the start
of influenzz saason, the peak of influenza
activity, and the length of the season,
“seasonality” is no longer a ariterion to define
influenza-ike ilines.

C. Pneumonia (criteria 1 and 2 must be present, OR criteria 1and 3)

1. Interpretation of a chest radiograph as demionstrating pneumaonia or the
presence of a new infiltrate

2. Atleast 1 of the following respiratory suboiteria
a New or increased cough
b. New or increased sputum production
. O, saturation <94% on room air or & reduction in 02 saturation
of 3% from basaline
d. Mew or changed lung examination abnormalities
€. Pleuritic chest pain
f. Respiratory rate of =25 breaths/min

3. Atleast 1 conditutional criteria (see Table 1)

For both pnewmania and lower RTI, the
presance of underlying conditions that

coukd mimic the presentation of a RTI (2.,
congestive heart failure or intersitial lung
diseases) should be exduded by a review of
dinical reconds and an asessment of presenting
symptoms and signs

[ Lower respiratory tract infiection (bronchitis or tracheobronchitis;
all 3 criteria must be present)
1. Chest radiograph not gl forf new infilrate
2. At least 2 of the respiratory subcriteria (a) listed in section C above
3. Atleast 1 of the constitutional iteria [see Table 1)

(See comment for section C above.}



https://www.cjic.ca/images/Surveillance_definitions_for_infections_in_Canadian_long-term_care_homes-_2023_update.pdf
https://www.patientsafetyinstitute.ca/en/About/PatientSafetyForwardWith4/Documents/Canadian LTC Surveillance Definitions.pdf
https://www.patientsafetyinstitute.ca/en/About/PatientSafetyForwardWith4/Documents/Canadian LTC Surveillance Definitions.pdf
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Surveillance Planning €8

Extra Consideration: Preparation &

Training
*  Ensure staff have proper training about...
* what to look for .

* how to document
* how to communicate

. Elnsure staff understand why surveillance is taking
place

* Recruit champions and ensure that documentation
occurs properly and routinely

 Consider using practice forms as part of your
training process




Data Collection e e

Collect the Surveillance Data

What data do you need? How will you collect

this data?
* Data collection may be time consuming

* Variety of sources available for
data/information




Health Care Associated Infections

* In LTC, for an infection to be considered nosocomial:

* no evidence that the infection was present on admission or re-admission
(following hospitalization or community visit).

* no evidence that the infection resulted from a procedure performed at a
hospital or in a physician’s office.

* When a particular infection meets case definition, it should only be considered
nosocomial if it was not present or incubating when the resident was admitted.

* Consider the incubation period. Infections that occur more than 48 to 72 hours
after admission may be considered to be associated with health care.
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v Health care settings must monitor targeted IPAC outcomes using surveillance for
health care-associated infections.

v Infection surveillance must include standardized collection of data using written
definitions of infection.

v" Communication is vital!
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Never spend more time on surveillance than you do on education!

Everyone in the facility is an ICP!

Listen to family!




