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BY JON LLOYD, MD,

magine a hospital isolation room where a patient, a

voung woman whose gaping leg wound oozes

brown fluid, is comforted by a caring nurse and her

visiting mother, A physician bustles into the room;
checks the wound; greets all with boisterous bon-
homie, handshakes, and back pats; and resumes the ex-
amination. In seconds the patient’s hands and face, the
bedding, and the hands and clothes of the doctor have
startling brown stains. The fluid is smeared all over the
gowns and gloves of the nurse and the visitor, and
streaks of brown appear in surprising places through-
out the room.

The brown fluid 15 actually chocolate pudding, and
the characters in the improvisational mini-drama are
frontline healthcare workers at the Billings Clinic, a
nonprofit health system in Montana. They employ this
dark colored dessert to simulate methicillin-resistant
Staphylococrus auwrens (MBSA) and to show how normal
human contact easily spreads the deadly bacteria.

Billings Clinic is one of six beta site healthcare sys-
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tems in the Positive Deviance MRSA Prevention
Partnership, funded by the Robert Wood Johnson
Foundation and led by Plexus Institute,

www plexusinstitute.org. Other sites are Albert
Einstein Medical Center, Philadelphia, Pennsylvania;
Franklin Square Hospital and Johns Hopkins Hospital,
Baltimore, Marvland; University of Louisville Hospital,
Louisville, Kentucky; and Veterans Administration
Pitsburgh Healthcare System, Pittsburgh, Pennsylva-
nia. The MRSA prevention collaboration, which
includes the Positive Deviance Institute, the Centers
for Disease Control and Prevention (CDC), and the
Delmarva Foundation-Maryland Patient Safety
Center, has worked since January 2006 to pilot an
innovative effort to prevent MRSA infections,

The beta sites are tackling MRSA as a behavioral and
social problem, using positive deviance (PD).You could
define PD as a way to help frontline healthcare workers
to find, create, and use practices that work in their units
and departments,




SKYROCKETING MRSA
INFECTIONS

Adoption of the PD ap-
proach emerged out of frus-
tration. Despite well-planned
educational campaigns, im-
provement projects, system
redesigns, policy mandates
and report cards, MRSA
infection rates in ULS, health-
care facilities are skyvrocket-
ing. In 1993, 2,000 MRSA
infections were reported in
US. hospitals. In 2003, the number had reached
368,000." APIC's nagonal MRSA point prevalence
study last year estimated thar MRSA affects at least 46 of
every 1,000 hospitalized patients in the United States
The CIC5s recent report provided a population-based
national estimate of more than 94,000 life-threatening
mvasive MILSA infections, associated with nearly 19,000
deaths in 2005.°

One major reason the traditional methods have not
worked is that they ignore one of healthcare’s most valu-
able assets—the inherent strength of frontline staff, whose
practices, behaviors, and ideas can be models for improv-
ing adherence to precautions. Tapping this resource can
also unleash innovative ways of preventing transmissions.

Phato credit: Keth McCandless

During Billings' damaonstration
skit, the gown of Chris
Mightirgele, RN, CIC, becomes
cowered in pudding.

SEEING IS BELIEVING

The Billings Clinic has seen a decline in hospital-
associated MELSA infections. Theater-style learning
experiences, such as the one described above, torm just
one PD-inspired method used to engage all employees
in preventing HAIs and removing barriers that hinder
adherence to prevention guidelines.

“We know knowledge alone does not change behav-
ior,” explains Mancy Iversen, RIN, CIC, infection pre-
vention and control professional (ICP) at Billings. “We
wanted to create experiences where people learn them-
selves, discover solutions, and then have a safe place to
practice” The chocolate pudding “made the invisible
wisible,” Iversen says. And improvisational scenarios ex-
ploring such practical matters as preparing a room for a
patient, transports within the hospital, and effective use
of protective gowns and gloves invite the emergence of
unexpected details, questions, and solutions. [versen and
her colleagues have learned that action changes thinking
faster than didactic instruction. A change in the work

environment is emerging, too."When [ round now,
there is a different bonding because we have learned and
had fun together. The conversations are different. This is
especially good for us in infection prevention and con-
trol, because sometimes we have felt like the police.
Now we feel like partners.”

EVERYOMNE ON THE FRONT LINE
CAN CONTRIBUTE

Doctors, nurses, aides, support service technicians,
housekeepers, food service workers, patient transporters,
clergy, social workers, and others have multple contacts
with patients and their environment each day They have
countless opportunities to transmic MRSA, Yert, the same
frontline workers are the resources needed to eliminate
MREA because they also know when, where, and how
transmissions might occur and are in the best position to
know how to prevent them.

To get started with this broad engagement, cach beta
site organized a “kick-off " attended by hundreds of staff
from all specialties. A basic lecture on MRSA was given,
the magnitude of the problem was described and patients
recounted their real-life MIRSA stories. The kick-offs
ended with an invitation from a senior leader encourag-
ing all staff who wanted to be involved in the hospital’s
MRSA elimination effort to sign up. Facilitators were
trained in the “discovery and action dialogue” process,
nursing units stepped forward to become pilot sites, and a
core group of leaders was formed and began meeting
regularly to guide the overall effort. This team deter-
mined how to best address issues identified by staff that
spanned departments and nursing units. The team also
worked with staft to develop and share specific informa-
tion, such as MIRLSA transmissions data, that staff needed
to guide and analyze their MBSA prevention efforts.
Managers and infection prevention and control profes-
sionals were coached to serve as facilitators of a process
designed to foster participation of frontline staff and to
help them act on their ideas: in other words, to take
ownership of the problem, the data, and the solutions.

Facilitators at the “discovery and action dialogues™ act
as catalysts with questions rather than as experts with an-
swers, These brief sessions let the staff share their ideas and
act on them. During one session, employees were asked
what barriers kept them from adhering to established in-
fection prevention and control practices. A nurse aide of-
fered that she had small hands and could never find gloves
that fit. She explained that large gloves flopped around on
her hands and hampered her work. This woman didn'’t
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Positive Deviance in Healthcare

Pasitive Deviance (PD) www.positivedeviance.org is a be-
havicral change process that has been used worldwide to
address such seemingly intractable problems as child mal-
nutrition, infant and maternal monality, and the praven-
tion of AIDS. In healthcars, PD bridges the gap between
what healthcare workers know and what they da.

Healthcare warkers know infection reduction protecols,
but they do not always follow them. The PO approach al-
lows healthcare workers to discover for themselves the
best ways to foster consistent adherence to known infec-
tion prevertion protocels at all times by every person who
comes in contact with patients. It also allows them to
identify barriers to adherence, and design the best way to
remave these barriers.

PD is based on recognition that in every community there
are certain individuzls whose uncommen practices or
stratagies enable them to solve prevalent community
problems better than neighbors and colleagues who have
access 1o exactly the same resources. They are the "Posi-
tiva Deviants.” PD is tailored to the specitic community in
which it is used, and it rests on the principle that solutions
already axist within the community.

The ides is to engage every person in the environmert —
doctors, nurses, aides, housekeepers, lab techricians, cler
ical workers, clergy, and anyone who comes in contact
with patierts — and elicit their ideas for preventing infec-
tion. When people discover unnoticed solutions that al-
ready exist and insights that can be translated into action,
they contribute to tha birth of PD practices, These prac-
tices can then be shared, person to person, and shared
with others. In ather words, colleagues with a commaon
goal invite each ather to enjoy the successes they them-
selves have developed and polishad *

APIC has recently cited the addition of a cutursl compa-
nent to its MRSA prevention guidelines, PD can be an ef-
fective behavior change process.”

For more information, visit www.positivedeviance.arg.

/2| SPRING 2008 | Prevention strategis!

Prain redit; Keith MeCancloss

need more education or posters with cute graphics. She
needed smaller gloves. Seeking the real positive deviants,
the facilitator asked if anyone knew of a place where small
gloves were always available. Several knew of a unit where
aloves of all sizes were consistently available.

In that unit, visitors found movable transparent plas-
tic boxes on the doors of isolation rooms. Unit staff had
not only suggested the boxes where gowns and gloves,
color coded for size, were handy and visible; they had
also created a reliable system for restocking supplies
when they were visibly low. Within months, several
more units were using the transparent supply boxes.
Problem solved.

All beta sites experienced an increased use of protec-
tive gear. Patricia Norstrand, MS, RN, BC, senior direc-
tor of quality, risk, and safety at Franklin Square, reports
that berween April and June 2006, 6,500 gowns were
used. During the comparable period in 2007, when the
PD MRSA mitiative was in full swing, 125,200 gowns
Were 'L'lSlL‘d.

An employee at Albert Einsteln even devised a way
tor prevent the overflowing trash cans that accompanied
the increase. Jasper Palmer, a patient transport worker,
demonstrated how to slip out of a gown, turn it inside
out, and stuff it into a glove, compressing the used gear
into a wad the size of a baseball.

Deanna Parker, RIN, was charge nurse m the surgical
[CUJ at University of Louisville Hospital when the PID
MRSA initiative started there, “We wanted to be a self-
governing unit, and we had a lot of goals we wanted to
accomplish. So when this initiative came about, | said this
15 something we could re-
ally take ownership of. We
could express our own
ideas of how to make
things better and could
implement those ideas,”
she recalls.“Thats what got
me excited.”

Her enthusiasm grew as
she saw new conrributions
from frontline staff. Young
1Urses Were as eager to
help as experienced nurse
leaders. Transporters real-
ized that patient charts
could be a vector for trans-
mission, so they began
using plastic bags to cover
charts when patients were

Billings Clinic: staff use chocolate
pudding in an improvisational skit 1o
show haw far and wice MRSA can
spread through narmal human
contact [Fictured: physical therepist
Jannifer Leachnan, as the patient, and
Joanie Schneidar, RM, I5F as the
phiysician.}
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moved. Parker’s passion for the work led her to change
careers. She is now an infeetion prevention and control
nurse, and continuing to find “unusual suspects” to take
part in infection prevention. Phlebotomists, who draw
blood from patients in every part of the hospital, are a

new resource for insights on successes. " What wene seeing
is just a whole culeure change.” she says.“People really
want to be part of a team. People who used to be very
quiet are coming forward. This has let them bloom.”

THE “WHAT" AND THE "HOW"

Beta sites target zero HA-MRSA infections. Their
ooal relies on these evidence-based precautions:;

1. Hand hygiene before and after every patient
crncounter

2. Actve survelllance

3. Contact isolation precautions on all patients known
to be infected or colonized

4. Environmental cleaning

These steps are the “what" in aggressive MILSA pre-
vention. Many of these “whats™ have been known for a
long time. The efficacy of hand hygiene and contact iso-
lation precautions was established 160 years ago by [gnaz
Semmelwets.” Despite this knowledge, compliance with
hand hvgiene among most healtheare wworkers remains
less than 5087 Nancy Iversen of Billings points out
hew medical lHterature substantiates the need for gowns
with studies that show MRSA can live on cotton for
nine days. At the same time, she says, gowns and gloves
are a hassle to take on and off, and they delay people in a
hurry. “People think just knowing something makes it
happen, but it doesn’ work that way, she says. " You
have to accept the fact that it 15 a huge behavior change
for everyone to put on personal protective equipment.”

These insights, that knowledge does not change be-
havior, are the reason the beta sites have given great atten-
tion to the “how™ of behavior change. The “how™ is PI.

STAFF V5. STAPH - SAVING LIVES

While staff-driven efforts had achieved dramatic re-
ductions in MIRSA infecton rates in the inpaticnt pop-
ulation at VA Pitssburgh Healthcare System (VAPHS),
the outpatient clinic staff rarelv knew the results of inpa-
tent MRSA testing. All inpatients were screened for
MRSA, but outpatients were not. The disastrous experi-
ence of a 57-year-old patient underscored the need for

change. The man developed a vascular graft infection
that threatened life and limb. Several weeks prior to his
peripheral vascular bypass procedure, he was admiteed
for another unrelated procedure as an inpatient. A nares
swab at that time came up as positive for MRSA.

Because there was no consistent communication of
screening results between inpatient and outpatient staff,
this important detail was missed during his pre-operative
evaluation. No barrier precautions were applied, the pa-
tient was not decolonized and he recetved the wrong
pre-operative antibiotic. His leg pain disappeared follow-
g his bypass graft procedure, but he was re-hospitalized
atVAPHS two months later with a MIRSA graft infec-
ton. Several months of antibiotics, painful wound care,
and many surgical procedures later, he was able to go
home, but in a markedly debilitaced state.

This weighed heavily on Stacy Love’s mind. Love has
been clinical coordinator of the Vascular Surgery Service
for 15 vears. In a discussion guided by Love and her
knowledge of PD, her staff asked: If we had known this
man’s positive nares culture pre-op, could we have pre-
vented this catastrophic outcome? Should all surgical
patients be swabbed? Should we decolonize MRSA-
positive patients prior to surgery? How would we do that?
Which antibiotic should they receve pre-op? Shouldn't
staff know the MRSA status of patients in the vascular
clinic, and shouldn't we protect all clinic patients and statt?

Love quickly realized the complexity of these issues.
She strongly believed that the frontline staff were in the
best position to find answers and, with proper encour-
agement, they would act quickly. Love compiled a list of
all services that touch vascular clinic patients. She con-
tacted each service and sought volunteers to share their
ideas on preventing transmissions, making decisions, and
creating action plans. The volunteers participated in a
serles of hour-long discovery and action dialogues and
produced numerous solutions, including the following,
which were implemented in fewer than six weeks:

= Two of the five clinic exam rooms were comverted
into isolation rooms.

B Hand hygiene dispensers were mnstalled outside and
insice every chnic exam room.

® Latonva Hough, LPN, purchased a stamp reading
“MESA Vascular Initiative,” which she applies to
clinic records of MRSA positive patients as a signal to
institute barrier precautions. She even came n at mid-
night the night before her wedding to make sure the
charts would be properly stamped while she was on
her honevmoon.
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# Pharmacists mail Mupiricin and Chlorhexadine
overnight with instructions on how to decolonize
patients before surgery.

® A staff nurse volunteered to be responsible for active
survelllance nares swabs, and other staff volunteered to
be responsible for restocking swabs and ordering
pre-op screening.

# Anesthesia rehably administers weight-based Van-
comycin before bringing the patient to the OR

Since the intervention on March 28, 2007, 85 pa-
tients had nares swabs pre-op; four were positive for
MRSA and were decolonized and received the right an-
tibiotic betore surgery. Thus, four patients were able to
undergo their vascular procedure with substantially less
risk of developing an invasive MR SA surgical site infec-
tion. During this same period, a total of 1,935 patients
were seen in the Vascular Clinic and 308 were found to
be MRSA-positive. That’s 308 patents for whom barrier
precautions would not previously have been applied.
Once the new staff-owned system was in place, Love
observed, 'l have wanted others to own this clinic with
me. [ think it has finally happened.We all own it and
our patients are safer”

Success spreads. The orthopedic clinic staft want
Love's ideas on how they might be able to make similar
changes to protect their patients.

HOUSEKEEPERS AND GERM KILLERS

Dhata fed back to fronthine and department staft are
an essential ingredient in the PD process. This enables
the staff to know how they are doing and samulates
mid-course corrections. [n all the beta sites, individual
units assess their own records of infecrions and transmis-
stons, as well as hand hygiene and adherence to contact
precautions. They use charts, graphs, posters, emails, and
conversations to share the information. Long periods
without transmissions or infections are celebrated, and
discouraging numbers impel soul-searching and a quest
tor answers,

Because of feedback provided to the unit, staff real-
ized that two patients who were MR.SA-negative on ad-
mission and converted to MRSA-positive during their
stay had occupied the same room at VAPHS ac different
times. Staff wondered whether there could be contami-
nation in the room that routine cleaning had not elimi-
nated. Housekeeping staff volunteered to address the
problem. They discovered that daily cleaning of patient
rooms and “terminal” discharge cleaning were highly

SPRING 2008 | Prevention sfraleais!

variable. Several housekeepers met with Laura Morris,
[CPE and designed, tested, and refined a deaning checklise,
The “list” consisted of colored photos of the room and
bathroom with black dots on items requiring daily clean-
ing and red dots on those needing terminal cleaning.
They elicited more suggestions from colleagues during a
scheduled monthly meeting. Their result was a laminated
list placed on every cleaning cart and supply closet.

The process of co-creating the checklist fostered a
deep sense of ownership among housekeepers. Morris
confides that housckeepers continue presenting her with
new ideas on how they can prevent transmissions. She
views them as the infection prevention experts and rel-
ishes her role as their consultant rather than as the “hand
hygiene cop.”

But 1s this all-out effort cutting HA-MRSA
infections?

The beta sites have all achieved significant hospital-
wide reductions of MIASA infection rates, ranging from
30% to 69%. There was a 50% reduction in MRSA in-
fections in the VAPHS after the P process was initated
in July 20057 Billings Clinic achieved a 6%% reduction
after introducing PD, as illustrated in the graph below.
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Thie vertical axis on this graph reprasents healthcars-associated MRESA
infections per 1,000 patient days.

The genuine commitment and contributions of
hundreds of people in each of the beta sites brought
about the behavior changes that vastly improved infec-
tion prevention. Every person who touches patients and
many who do not became responsible for preventing
the spread of MRSA., Ruoles changed. People accus-
tomed to being quiet learned to speak up, and leaders
discovered the value of eliciting more participation and
issuing fewer orders.

At Johns Hopkins, the anti-MRSA campaign 1
called “STOMP" - for Stop Transmission of MRSA
Permanently. “What has changed here really has been







