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l e a r n i n g  O b J e c t i V e s

▲ Identify the leadership roles that 
are crucial in reducing ssIs at 
healthcare facilities

▲ Learn about the E3 Discipline and 
how it relates to ssIs

▲ Assess how data sharing can 
benefit your staff and improve 
patient safety

▲ Explore the options your team 
can use to increase collaboration 
among staff members

▲ Determine how communication can 
be an effective tool in reducing 
ssIs at your facility

According to the Association for Professionals in 
Infection Control and Epidemiology, Inc, there are 
an estimated 1.7 million hospital-acquired infec-
tions (HAIs) annually in the US, with approxi-

mately 99,000 of those resulting in death.8 Of that number, the 
CDC (Centers for Disease Control) estimates that there are as 
many as 500,000 SSIs annually in the US, resulting in a stagger-
ing price of more than a billion in overall healthcare costs and 
an additional 3.7 million days spent in the hospital. A study 
performed in December 2009 showed that patients infected 
with MRSA (methicillin-resistant Staphylococcus aureus) after 
surgery spent an additional three weeks in the hospital which 
added up to an additional $60,000 per patient in care costs.5 
In the past decade, committees and agencies have made com-
mitted efforts to improve infection control. Some groups even 
have been formed to monitor SSIs across the country and offer 
practitioners the tools they need to help reduce the amount of 
SSIs, as clinical studies have shown that they these infections are 
largely preventable.7 

In the last decade, one health care-related issue has frequented headlines, not 

only in medical and health-related journals, but also getting attention in major 

newspapers in North America and Europe. It’s an issue that impacts the entire 

surgical team; an issue that is critical to the welfare of the patient. That issue: 

surgical site infections (ssIs). 

Taking Control of  
Infection Control



|     the surgical technologist     |     MARCH 2012112

These committees and agencies, as well as other long-
standing healthcare organizations, have taken a proac-
tive approach to studying and analyzing SSIs and HAIs in 
order to reduce the number of incidences on a yearly basis. 
A variety of organizations have made a call for actions 
and stepped forward to announce new initiatives and 
guidelines to assist healthcare facilities and practitioners 
in reducing SSIs. In 1999, the CDC issued its recommen-
dations for reducing surgical site infections. Its detailed 
report covers everything from an overview of SSIs to how 
surgical attire and instruments to asepsis and operative 
characteristics, and surveillance methods can make a dif-
ference in reducing infection in the operating room.4 The 
CDC offers specific recommendations for every step of an 
operation including setup and post-op.

VHA, Inc, the national healthcare alliance, launched 
its national initiative in 2006 with its main focus on pre-

venting SSIs within the clinical setting. Ken Smithson, 
MD, and vice president of research at VHA said “Hospital 
acquired infections signal that less than optimum care is 
being provided and we’ve got to raise the bar. It’s the right 
thing to do for patients, and it has a significantly positive 
impact on a hospital’s bottom line.”7

More recently, 3M gathered with industry leaders and 
experts to form a call to action to help healthcare profes-
sionals and facilities combat SSIs. The call to action focuses 
on improving team work and communication so that surgi-
cal prevention can be reduced to improve patient safety.1 
This set of guidelines was formed this past October at the 
fourth annual Infection Prevention Leadership Summit 
(IPLS), which allowed professionals to share expertise and 
ideas that focused on one goal: “improving patient care 
through reducing SSIs.”3 They decided that three elements 
should be included when discussing and practicing safer 
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FIGURE 1. BREAkING THE CHAIN OF INFECTION

Figure 1 originally appeared in the December 2009 issue of The Surgical Technologist
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patient safety; to educate, empower, and engage all parties 
involved in surgical care. 

T H E  E 3  D I S C I P L I N E
As the healthcare community gathered for this conference, 
leaders and professionals concluded that three elements 
were needed to create the E3 discipline. They determined 
that these three aspects can greatly affect a team’s ability to 
communicate and function collaboratively to reduce SSIs.

Education is the first component of the E3 discipline 
model. It encourages all practitioners to attend and seek 
out more didactic courses than required and to pursue and 
earn certifications related to their position. The model also 
stresses that healthcare facilities should provide education-
al sessions so that staff members may be allowed to grow 
within their profession and expand their knowledge base 
which can lead to a safer surgical environment. 

Healthcare institutions also should empower their staff 
by creating a culture of accountability. Empowering is the 
second element to the E3 discipline. Everyone in the surgi-
cal suite should harness the power they need to carry out 
their job duties and report anything that is not in the best 
interest of the patient. Staff members should feel that they 
can report any inappropriate behavior or issues that need 
improvement without the fear of retribution. 

By engaging staff, healthcare institutions are creating a 
healthier environment for all involved in a patient’s care. 
As the third element of the E3 discipline, staff members 
who are engaged in their job and workplace demonstrate 
a higher commitment to the patient, their team members 
and themselves. It also creates pride among individuals so 
that each one strives to perform to the best of their ability 
so that patient safety remains the number one priority.3

C R I T I C A L  P R A C T I C E S  T O  R E D U C I N G  H A I S
Heeding the call for setting effective and immediate prac-
tices for reducing HAIs, the IPLS discussed the different 
components it takes to build team work and collaboration 
needed to reduce incidences in patient safety. They found 

A CAll-to-ACtion CheCklist

Industry leaders gathered for the fourth Infection Prevention Lead-
ership summit (IPLs) in October 2011. They came up with ques-
tions that practitioners should ask regarding reducing ssIs and their 
workplace. This list is especially beneficial to hospital and OR set-
tings and should be shared with everyone on your surgical team.   

Questions to ask for all team members:
1. Are we having regular meetings with our cross-functional  

coworkers? 
2. Do we utilize checklists to assure patient safety in a serious  

manner?
3. Are we sharing needs, concerns, opportunities and successes  

with each other?
4. What steps can we take to achieve better patient safety every  

operation?
5. Where and how can we improve?

Questions for team leaders:
1. Does our institution invest adequately in our employees to  

foster a culture of the three Es (education, empowerment, and 
engagement)?

2. Are our board members, executives and site managers modeling 
leadership behaviors necessary to reduce ssIs?

3. What more can we do to support our staffers in order to increase 
patient safety?

4. Do all surgical team members have access to shared data regarding 
patient safety and reducing ssIs?

the leadership at iPls determined that the following collaborative 
opportunities at each healthcare facility could include:
• “Developing bundles of policies and procedures that go beyond 

required courses and certifications, creating an interdisciplinary 
ssI-focused governance structure with leaders representing the OR, 
Infection Control, Central sterile supply, and patients/caregivers.

• “generating organizational best practices mandates for OR staff, sur-
gical chiefs, infection preventionists, and other involved staff to meet 
regularly, beyond just immediate pre- or post-surgical procedures.

• “Universally adopting processes that educate, empower, and 
engage patients as part of the team.

• “Promoting the ssI challenge by organizations to their members and 
creation of a set of common principles highlighting collaboration to 
share as part of national meetings, through newsletters, websites, 
journal commentaries, or editorials.”3

Figure 1 originally appeared in the December 2009 issue of The Surgical Technologist

When staff members are engaged in their 
position, they care about the well-being 
of the patient, their team members and 
themselves. 
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COMPONENT Standard Precautions (Every Patient) Transmission Based Precautions  
(Isolation Patients)
*May vary based on facility.
Know your facility’s protocol!

hand hygiene after touching blood, body fluids, secre-
tions, excretions and contaminated items. 
immediately after removing gloves and 
between patient contacts.

same as sP

gloves for touching blood, body fluids, secre-
tions, excretions and contaminated items. 
use for touching mucous membranes and 
nonintact skin.

for all contact  with a patient, patient’s 
environment, and/or equipment in a 
patient’s room.  
(contact and droplet only.)

 gown During procedures and patient-care activi-
ties when contact of clothing/exposed skin 
with blood/body fluids, secretions and 
excretions is anticipated. 

 for all contact with a patient, patient’s 
environment, and/or equipment in a 
patient’s room.  
(contact and droplet only.)

Mask, eye 
protection 
(goggles), 
face shield

During procedures and patient-care activi-
ties likely to generate splashes or sprays 
of blood, body fluids and secretions. espe-
cially during suctioning and endotracheal 
intubation.

Droplet: Mask with eye protection must 
be worn within three feet of the patient. 
airborne: respirator (n-95/PaPr) or 
surgical mask before entering a room. tb 
always requires a fit-tested respirator. 
refer to your facility’s requirement for 
other organisms such as varicella/dis-
seminated zoster. 

Patient-care  
equipment

handle in a manner that prevents trans-
fer of microorganisms to others and to the 
environment. Wear gloves if visibly con-
taminated and perform hand hygiene. 

All contact with all equipment used on 
a patient or in a patient’s room requires 
gown and gloves.
All equipment must be disinfected before 
leaving the room.
(contact and droplet only.)

environmental  
control

Develop procedures for routine care, 
cleaning, and disinfection of environ-
mental surfaces – especially frequently-
touched surfaces in patient-care areas. 
standard cleaning with low-level disinfec-
tants for noncritical items such as tables, 
Mayo, bP cuffs etc. 

 Organism-specific protocols are  
required (eg, tb, Clostridium difficile) 
for cleaning. 
tb requires an intermediate-level  
disinfectant.
Clostridium difficile requires bleach.

textiles and 
laundry

handle in a manner that prevents the 
transfer of microorganisms to others and 
to the environment.

All contact with laundry/linen that  
contacted patient or was in a patient’s 
room requires gown and gloves.
(contact and droplet only.)

needles and 
other sharps

Do not recap, bend, break or  
hand-manipulate used needles. if  
recapping is required, use a one-handed 
scoop technique only. use safety features 
when available and place used sharps in  
a puncture-resistant container.

same as sP

Patient resus-
citation

use a mouthpiece, resuscitation bag or 
other ventilation devices to prevent  
contact.

based on the situation, if time permits, 
wear gown and gloves. 
(contact and droplet only.)

Figure 2. CDC Best Practices for Standard Precautions and Transmission-Based Precautions four areas that need to be regu-
larly analyzed within a healthcare 
institution. Leadership, commu-
nication, collaboration, and shar-
ing are key elements that need to 
be present to help a healthcare 
team create the most effective 
patient-safe environment.3 Lead-
ership on all levels must be func-
tional for the team to accomplish 
patient safety initiatives. VHA 
proposes that healthcare facilities 
take part in leadership programs 
where participants learn imple-
mentation and evaluation, so that 
they can change and improve the 
patient care culture within their 
team and facility.7 

When leadership is missing, 
views of exceptionalism may sur-
face as team members may feel 
they are above each other. Self-
ish mind frames not only takes 
the focus away from the patient, 
but can divide a team and create 
an environment of blame. Lead-
ers who can enforce discipline if 
unethical conduct or inappropri-
ate practice has taken place are 
critical when building a strong 
team that trusts and respects 
each other. Due to this, strong 
leadership at the departmental 
and management level may be 
one of the most important com-
ponents in reducing the number 
of SSIs.3 These employees have 
the power to create and foster a 
positive, healthy environment 
and drive change if needed. They 
also have the power to eliminate 
negative behavior or practices. 
When these leaders are commit-
ted and focused on reducing SSIs, 
the entire surgical team benefits. 

Communication and collabo-
ration between team members 

Figure 2 first appeared in the March 2011’s Surgical Technologist
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go hand in hand. Strong and effective communication can 
be linked to successful collaboration in the surgical suite. 
Respect also plays a crucial part in team work as members 
who respect each other will work harder for the patient and 
their team members, even when something goes wrong. 
Strong communication, whether formal or informal, cre-
ates a sense of unity among coworkers and that bond can 
keep the entire team engaged and focused on their main 
goal: patient safety. 

A report that came out of the IPLS offered suggestions 
for creating effective communication and collaboration 
across team members. The suggestions included job shad-
owing, departmental open houses, briefing and debriefing 
meetings before/after each operation, monthly meetings 
to discuss surgical infection prevention, in-house edu-
cational sessions, and staff recognition.3 The belief is that 
these actions help acknowledge hard work and encourage 
employees to keep an open dialogue about what’s working, 
what’s not working, and possible solutions.

Industry leaders also felt employees should have access 
to data sharing. Sharing results and findings between lead-
ers, staff members, and across departments is a way for the 
complete entity to improve communication and education. 
By sharing information, departments can form a focus on 
certain markers whether those may be actual numbers or a 
general decrease in SSIs. Charts and visuals should be kept 
and prepared so that all staff members are aware of a depart-
ment’s specific goal so they can view their department’s 
progress. By sharing this information with staff members, 
leaders can create a unified and open environment so that 
all staff may have the opportunity to change the outcomes 
of patient care. With a clear measurement of progress, staff-
ers are able to see the impact they are making on patient 
safety and, in return, take a sense of pride in their work and 
further unite their team. A risk index can also be used as 
surgical team members can learn how to gauge the risk of 
SSI infection on certain procedures. CDC has coordinated 
a couple of indexes based on specific variables and newer 
predictors have emerged to allow practitioners to continue 
to estimate the SSI risk and overcome obstacles that may 
present an infection, such as unsterile instruments.

M O V I N G  F O R W A R D
There are many obstacles that continually need to be stud-
ied to help combat the number of SSIs. Superbugs, such as 
MRSA, and the increase in the number of patients electing 
for surgical procedures, raises awareness to how important 

it is for healthcare facilities to reduce SSIs. Since the risk 
of SSIs always will be present, all surgical technologists 
should be committed to surgical safety every time they 
step into the operating room. By being vigilant and aware 
of what is taking place before, during, and after an opera-
tion, team members can take an active role in decreas-
ing the number of SSIs that occur in their hospitals, thus 
reducing the overall number of SSIs worldwide. 
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With a clear measurement of progress, 
staffers are able to see the affect they are 
making on patient safety and, in return, 
take a sense of pr ide in their work and  
further unite their team.


