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Explaining the changes in thare-publication version

This guidance is a partial update of NICE clinical guideline@&2ioncontrol, prevention of
healthcareassociated infection in primary and community cgpablished June 2003) and will
replace it.

New and updated recommendations have been included on infection prevention and control in
primary and community care.

Recommendaons are marked to indicate the=gr of the last evidence revie\i2003] if the evidence
has not been updated since the original guideli2003, amended 2] if the evidencehasnot

been updated since the original guidelifit change$iave beermadethat alter the meaning of the
recommendation[2012] if the evidence has been reviewed but no change has been made to th
recommendatiorand[new 2012] if the evidence has been reviewed and the recommendation hg
been added or updated

New and updated evily OS NBPFASsa | yR NBO2YYSYRIFI(GAZ2Ya
right hand margin.
Appendix D.10 contains recommendations from the 2003 guidelinehiznee beerconsulted on for

deletion from this2012 updateDetails of any replacement recommaations are includedlhe
original NICE guideline and supporting documents are availablevisem nice.org.uk/guidance/C&
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Introduction

Introduction (2012)

Clinical context

A wide variety of healthcare is delivered in primary and community care settings. Healthcare
associated infections arise across a widege of clinical conditions and can affect patients of all
ages. Healthcare workers, family members and carers are also at risk of acquiring infections when
caring for patients.

HCALkanoccur in otherwise healthy individuals, especialipviasiveprocedures or deviceasre used
For exampleindwelling urinary catheters are the most common cause of urinary tract infectinds
bloodstream infections are associated with vascular access devices.

HCARre caused by a wide range of microorganisms. Thes®ften carried by the patients
themselvesandhave taken advantage of a route into the body provided by an invasive device or
procedure HCAkan exacerbate existing or underlying conditions, delay recovery and adversely
affect quality of life.

Patient safety has become a cornerstone of care and preventing HCAI remains a. pirigrity
estimated that 300,000 patients year in Englandcquire a HCAI as a result of care within the
NHS®. In 2007, meticillin resistar8taphylococcus aure@®RSA) bloodstream infections and
Clostridium difficilenfections were recorded as the underlying cause of, or a contribusmtyrin,
approximately 9000 deaths in hospital and primary darEngland

HCAhRre estimated to cost the NHS approximately £1 billion a,ye@a £56 million of this is

estimated to be incurredfter patientsare dischargedrom hospitat®. In addition to increased

costs, each one of these infections means additional use of NHS resareser patient

discomfortr Yy R I RSONBIF &S Ay LI GASyd &l TS lirerahatidntoWy 2
avoidable HCAI.

Rationale for the update

Since the publication of the NICE clinical guideline on the prevention of HCAI in primary and
community care in 2003, marghanges have occurred within the NHS that place the patient firmly at
the centre of all activities. First, the NHS Constitution for En§tatedines the rights and pledges

that every pati@t can expect regarding their care. To support this, the Care Quality Commission
(CQCQC), the independent regulator of all health and adult social care in England, ensures that health
and social care is saf@nd monitors how providers comply with establish&andards. In addition,

the legal framework that underpins the guidance has changed since 2003.

New guidance is needed to reflect the fact that, as a result of the rapid turnover of patients in acute
care settings, complex care is increasingly beiniyeled in the community. New standards for the
care of patients and the management of devices to prevent related healtrasgeciated infections

are needed that will also reinforce the principles of asepsis.

This clinical guideline is a partial updatedoE y FSOG A2y O2y i NP f-a6sotidtsB O3Sy i A
AYFSOGAZ2Y AY LINAYIFINE YR O2YYdzyAide OFNBQ 6blL/
which clinical practice for preventing HCAI in primary and community care has changed, where the
riskof HCAI is greatest or where the evidence has changedGulueline Development Grou@DG
recognise the important contributiothat surveillance makes to monitoring infection, but it is not

within the scope of this guideline to make specific recommeiota about this subjectWhere high

quality evidence is lackinthe GDG has highlighted areas for further research.
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Introduction

Audience

The population covered in this guideline is all adults and children receiving healthcare where
standard infectiorcontrol precautions apply in primary and community care. This guideline is
commissionedy the NHS, but people providing healthcare in other settings, such as private settings,
mayalsofind the guidance relevant.

This guideline applies to all healthcare workers employed in pricemgand community care

settings including ambulance services and will ensure safe practice if applied consistently. Much care
is also delivered binformal carersand family members anthese guidelines are equally applicable

to them.

Healthcare settings covered by this guideline are:

e Primary care settings, such as general practices, dental clinics, health centres and polyclinics. This
also includes care delivered by the ambulance servic

¢ Community care settings (suchm@sidentialhomes,nursinghomes, patient's own home, schools
and prisons) where NHS healthcare is provided or commissioned.

Style

The GDG recognised thaere is a legal duty tamplementsomeof the recommendationén this
guideline in order to comply witlegislation¢ KS g2 NR WYdzaiQ Aa dzaSR Ay
details of the relevant legislation are given in footnotes to the recommendations.

The GDG was also aware that the consequences of not implementingather recommendations

on patient safety would be very seriogshat is, there would be a greatly increased risk of adverse
events, including deatlt KS D5D G(KSNBF2NB 02y Of dZRSR (Kl G GK
recommendations is justifiedy y f Ay S SAGK (GKS 3IdzARIYyOS Ay OKI L
0 H n frapéaSedhe GDG have added details of the applicable legislation as footnotes to the

NBft SOIFyid NBO2YYSYyRIGAZ2yad ! ff 20KSNJ AyadlyOoSa
related to patient safety and the high risk of adverse events to patients if they are not implemented.

This update is integrated with the original recommendations and evidence from the 2003 guideline.
Changes in methodology and processes since 2003 kau#ied in a different presentation of the
evidence that has informed the Guideline Development Group discussions in 2012. The
recommendations made in this update are clearly marked as New 2012 or Amended 2012. The
original recommendations for which the idence has not been reviewed or updated are marked
2003. The 2003 recommendations that have not been deleted or replaced as part of this update
remain current and applicable to the NHS and are enhanced by the revisions made in this update.
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Introduction (2003)

These guidelines were directly funded by the Department of Health (England) with additional funding
from The National Institute for Clinical Excellence (NICE).

NICE commissioned the development of these guidelines from Thames Valley Universitthende
auspices of the National Collaborating Centre for Nursing and Supportive Care. The full guidelines for
preventing healthcar@ssociated infections in community and primary care are published by Thames
Valley University and are available on its websitvww.richardwellsresearch.com>, the NICE

website <www.nice.org.uk> and on the website of the National Electronic Library for Health
<www.nelh.nhs.uk>.

These guidelines were developed by a multidisciplinary Guideline Development Group (GDG) that
representd all key stakeholders and included a patient representative.

Due to the breadth of the guideline, several members were appointed for their specialist knowledge
of a particular medical device.

Conflicts of interest were formally monitored throughout theideline development period and
none was noted.

The aim of the group was to develop recommendations for practice based on the available evidence
and knowledge of the practicalities of clinical practice.

The group met at approximately monthly intervals datiowed the working procedures outlined by
NICE.

During the scoping exercise, patient groups were contacted for their advice and visits made to
ALISOAltAAG OSyiGNBa (2 RA&AOdzaa AaadzsSa sAlGK LI G
organizaton to give extra support to the patient representative to be able to comment on all devices.
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Development of the guideline

What is a NICE clinical guideline?

NICE clinical guidelines are recommendations for the care of individuals incspktifial conditions
or circumstances within the NHSrom prevention and selfare through primary and secondary
care to more specialised services. We base our clinical guidelines on the best available research
evidence, with the aim of improving the glity of health care. We use predetermined and
systematic methods to identify and evaluate the evidence relating to specific review questions.

NICE clinical guidelines can:

e provide recommendations for the treatment and care of people by healthcare workers

¢ be used to develop standards to assess the clinical practice of individual healthcare workers
e be used in the education and training of healthcare workers

e help patients to make informed decisions

e improve communication between patient and healthcare worker.

While guidelines assist the practice of healthcare professionals, they do not replace their knowledge

and skills.

We produce our guidelines using the following steps:
¢ the guideline topic is referred to NICE from the Department of Health

e stakeholders registr an interest in the guideline and are consulted throughout the development
process

e the scope is prepared by the National Clinical Guideline CENE&C)
¢ the NCGC establishes a guideline development group

e a draft guideline is produced after the groapsesses the available evidence and makes
recommendations

e there is a consultation on the draft guideline
e the final guideline is produced.

The NCGC and NICE produce a number of versions of this guideline:

e the full guideline contains all the recommendatioph)s details of the methods used and the
underpinning evidence

e the NICE guideline lists the recommendations

e the NICE pathwais an online tool brings together all related NICE guidance and associated
products in a set ohteractive topiebased diagrams

e AYVF2NNXYIFGA2Y F2NJ 0KS Lzt A0 6Wdzy RSNEGEF YRAY 3
language for people without specialist medical knowledge.

This version is the full version. The other versions can be downloaded from NG aiice.org.uk

Remit

NICE received the remit for this guideline from the Department of Health. They commissioned the
NCGC to produce the guideline.

The original guideline was referred from the Department of Health (DH) in July 200thevith
following remit:

16
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Infection prevention and control (partial update)
Development of the guideline

We would like NICE to produce a guideline on infection control in primary and community care. This
guideline will be expected to address a standard approach to preventing and conthahitgcare
associatednfections in primary and community care and additional guidance for selected healthcare
interventions with a potential risk for infection.

NICE has commissioned the National Clinical Guidelines Centre for Acute and Chronic Conditions to
partially updateW L y F SOG A 2y 02y (i NP f-a6sotidkB @fécyion ih grihangafid K S| f (
commw A& OFNBQX bL/9 Of AyAOl f J3dZA RSt AYS HO

Who developed this guideline?

A multidisciplinary Guideline Development Group (GDG) comprising professional group members and
consumer representatives of the main stakeholders developed this guideline (see section on
Guideline Development Group Membership and acknowledgements).

The National Institute for Health and Clinical Excellence funds the National Clinical Guideline Centre
(NCGEand thus supported the development of this guideline. The GDG was convened by the NCGC
and chaired by Carol Pellowe in accordance with guidance from the National Institute for Health and
Clinical Excellence (NICE).

The group met every 4 to 6 weeks durthg development of the guideline. At the start of the
guideline development process all GDG members declared interests including consultangies fee
work, shareholdings, fellowships and support from the healthcare industry. At all subsequent GDG
meetings, members declared arising conflicts of interest, which were also recorded. Members were
either required to withdraw completely or for part of the discussion if their declared interest made it
appropriate. The details of declared interests and theaditaken are shown in Appenddx

Staff from the NCGC provided methodological support and guidance for the development process.
The team working on the guideline included a project manager, systematic reviewers, health
economists and information scientistThey undertook systematic searches of the literature,

appraised the evidence, conducted meta analysis and cost effectiveness analysis where appropriate
and drafted the guideline in collaboration with the GDG.

What this guidelineupdate covers
This gui@line covers the following populations:

All adults and children receiving healthcare where standard infection control precautions apply in
primary and community care. Healthcare workers, family members and carers who provide
healthcare in primary and commity settings. Guideline developers will pay particular attention to
the needs of different age groups, different genders, people with disabilities and minority ethnic
groups.

This guideline covers the following healthcare settings:

Primary care settingsuch as general practices, dental clinics, health centres and polyclinics. This

also includes care delivered by the ambulance service. Community care settings (such as care homes
patient's own home, schools and prisons) where NHS healthcare is providetharissioned. This
guideline is commissioned for the NHS, but people providing healthcare in other settings, such as
private settings, may find the guidance relevant.

This guideline covers the following clinical issues:
Handdecontaminationincluding wherto decontaminate hands, the choice of hand cleaning

preparation and the most effective hand decontamination technique.

17
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Infection prevention and control (partial update)
Development of the guideline

Personal protective equipmelriPPE)ncluding the safe disposal of personal protective equipment in
line with European Unn (EU) legislation, the appropriate use of plastic aprons andfiyidllent
gowns and which gloves provide the best protection against infections.

The safe use and disposal of sharps including the choice of sharps equipment and safe disposal of
sharp hstruments and needles in line with current EU legislation.

Longterm urinary catheters (more than 28 days) including the use of antibiotics when changing
indwelling urinary catheters, the use of bladder irrigation, instillations and washouts, types of
catheters to use and aseptic technique.

Percutaneous gastrostomy feeding including the use of syringes in enteral feeding systems.

Vascular access devices (VADs), including types of dressings, decontamination of ports, hubs and ski
and aseptic technique.

Information and support for healthcare workers, patients and carers:

For further details please refer to the scojpeAppendix A and review protocols in Appendix E.

What this guidelineupdate does not cover

This guideline covers does not cover:
e people receivig healtitare in secondary care settings,
¢ advice on the diagnosis, treatment or management of specific infections,

¢ advice on the procedures @fsertion of urinary catheters, percutaneous gastrostomies or
vascular access devices,

e infection prevention mesures for invasive procedures carried out by paramedic services, suchras
at a major trauma, other than in the clinical areas listed secidn

e decontamination o cleaning of the healthcare environment and equipment, other than the
clinical devices listed 2.4.

Structure of the updated guideline

All updated textjncluding evidence reviews and recommendations are marked by a shaded pink box
GAOUK W LIRIFIGS HnamMHQ AY (GKS NARIKG KFIYR YIFNHAY®

22.6.1 Chapters

28

29
30

31
32
33
34
35
36
37

The structure of theipdatedguideline has been kept as close to the original guideline as passible

e Standard principlegeneral recommendations (includindcation of patients, carers and their
healthcareworkers)

e Standard principles for hardecontamination

¢ Standard principles for the use of personal protective equipment

e Standard principles for the safe use and dispo$aharps

e Waste disposal (including general recommendation about disposal of healthcare waste)
e Longterm urinary catheterisation

e Enteral feeding

e Vascular access devices (VADSs).
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2.6.2 Methodology

~NOoO oab~wdN

The methodology of writing NICE guidelines has chausgéstantially since the previous guideline,
therefore the updated sections are in a very different style and clearly present evidence tables,
evidence statements and linking evidence to recommendation sections, detailed in the methodology
chapter, whichare not present in the sections that have not been reviewed in this update. The
presentation of evidence remains the same as in the original 2003 guideline for recommendations
not updated.

8.6.3 Recommendations

9
10
11
12

13
14
15
16

17
18
19
20

21
22
23
24
25

Recommendations made in the original 2003 guidelivad were not within the scope of the partial
update were reviewed to check for accuracy and consistency in light of the new recommendations
made. These recommendations are marked as [2003] and yellow shading in these recommendations
indicates where wordlig changes have been made for the purposes of clarification only.

Recommendations are marked [2003, amended 2012] if the evidence has not been updated since the
original guideline, but changes have been made that change the meaning of the recommendation,
such as incorporated guidance being updated or equality issues. Appendix D.10 contains these
changes.

Recommendations are marked as [2012] if the evidence has been reviewed but no change has been
made to the recommendation or [new 2012] if the evidence besn reviewed and the

recommendation has been added or updated. All updated text and recommendations are in a
AaKFRSR LMAY] 02E 6AGK W LIRIGS wnmueQ Ay GKS N3

Appendix D.10 contains recommendations from the 2003 guideline that have beendlelete

amended in the 2012 update. This is because the evidence has been reviewed and the
recommendation has been updated or because NICE has updated other relevant guidance and has
replaced the original recommendations. Where there is no replacement recamation, an

explanation for the proposed deletion is given.

28.6.4 Appendices

27
28
29

20

31
32

33
34

35
36

37
38

39
40

41
42

The appendices of the 2003 guideline have been moved to sit at the end of the guideline rather than
at the end of each chapter to improve the flow of the guideline. This includes@REL scores,
systematic review process, evidence tables and reference lists.

Relationships between the guideline and other NICE guidance

Related NICE Clinical Guidelines:
e Tuberculosis. NICE clinical guideline 117 (2011). Available from www.nice.orglaRpiCG117

e Lower urinary tract symptoms. NICE clinical guideline 97 (2010). Available from
www.nice.org.uk/guidance/CG97

e Needle and syringe programmes. NICE public health guidance 18 (2009). Available from
www.nice.org.uk/guidance/PH18

¢ Surgical site infection. NICE clinical guideline 74 (2008). Available from
www.nice.org.uk/guidance/CG74

e Prophylaxis against infective endocarditis. NICE clinical guideline 64 (2008). Available from
http://www.nice.org.uk/guidance/CG64

e Urinary tract infection irchildren. NICE clinical guideline 54 (2007). Available from
www.hice.org.uk/guidance/CG54

19
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Development of the guideline

e Urinary incontinence. NICE clinical guideline 40 (2006). Available from
www.nice.org.uk/guidance/CG40

e Nutrition support in adults. NICE clinical guideline 32 (2006). Available from
www.nice.org.uk/guidane/CG32

NICE Related Guidance currently in development:

e Intravenous fluid therapy in adults in hospital. NICE clinical guid@inaication expected June
2013

e Urinary incontinence in neurological disease. NICE clinical guideline. Publication expected:
October 2012.

e Stroke rehabilitation. NICE clinical guideline. Publication expected: April 2012.

e Healthcareassociated infections secondary care settingsICE advicePublication expected:
November 2011.

Background and context to the Guidelines (2003)

The prevalence of healthcar@ssociated infections in patients in primary and community care
settings in the United Kingdom is not known. Many infections in these patients may have been
acquired in hospital and only identified following early dischargetimocommunity. The risk of
infection will also be influenced by the use of various medical devices, such as urinary and central
venous catheters and enteral feeding systems.

Incorporating evidencéased infection prevention and control advice into routoimical care
activities is believed to be important in reducing the incidence of preventable healtasseciated
infections™. Consequently, guidelines for preventing healtheassociated infections in cagrfor
patients in primary and community care settings were commissioned.

Scope and Purpose of the Guidelines (2003)

The scope of these guidelines was established at the start of the guideline process, following a period
of consultation, including a surveynd focus group discussions with community and primary care
practitioners. This consultation process has been previously desétilaed the full scoping exercise

is available from the NICE website <www.nice.org.uk> (Appendix D.2).

These guidelines were developed to help prevent healtheasziated infections (HAI) in
community and primary card.hey provide guidance for standard infection control precautions that
may be applied by all healthcavorkersto the care of all patients in community and primary care
settings. They also provide gaitce to norprofessional carers, patients and their families.

These guidelines are intended to be broad principles of best practice which need to be incorporated
into local practice guidelines. Four sets of guidelines have been developed:

e Standard Princigks for preventing healthcarassociated infections in community and primary
care;

e Guidelines for preventing infections associated with the use of-teng urinary catheters;
¢ Guidelines for preventing infections associated with the use of enteral feesglisigms;

e Guidelines for preventing infections associated with the use of-teng central venous
catheters.

20
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Methods

3 Methods

32 Methods (2012)

3  This guidance was developed in accordance with the methods outlined in the NICE Guidelines

4  Manual 20092

8.1.1 Amendments to 2003 text

(o2}

All text and recommendations from the previous guideline thatdrwot been updaté (therefore

7  review questions have not been generated and evidence has not been searchedviobeka left
8 unchanged. Amendments to recommendations are detailed in Appdhdid.
9

Exceptions include:
Text in previous guideline
Must

Healthcare personnel

Community and primary or
community staff

Central venous catheters

Prostatomegaly

Healthcareassociatednfection
(HAI)

Methicillin resistantStaphylococcus
aureus

Change made and reason fohange

Shouldor ensure. Must is only usefithere is a legal duty to apply
the recommendation, or the consequences of not following a
recommendation are so serious (for example, there is a high risk
GKS LI GASyilG O2dz R RASO G(KIF G d:
Healthcare worker. This is for consistency with other NICE guidel
and is considered a more suitable term. The GDG considered the
GSNY WKSItGKOFINB 62NJ] SNEQ G2
healthcare professionals, which they considered dhbse staff with
professional qualifications.

Removed as all recommendations refer to primary and communit
settings.

Vascular access devices. The updated scope includes peripheral
venouscatheters and therefore some text is expanded to include
types of vascular access devices where appropriate.

Prostatic enlargement. The GDG considered that the term
prostatomegaly is an otnf-date term and that prostatic
enlargement iplain language terminology.

Changed tdhealthcareassociatednfection (HCAI). Abbreviation
updated to avoid confusion as HAI may be read hospital acquired
infection and not the broadenealthcareassociatednfection.

Changed to Meticillin resistar8taphylococcus auretrs be
consistent with current Department of Health terminology and the
British National Formulary.

18.1.2 Developing the review questions and outcomes

11 Review questions were developed in a PICO framework (patient, intervention, comparison and

12  outcome) for intervention reviews. For qualitative reviews the SPICE framework (setting, population,

13 intervention, comparison and evaluation methods) was used.wWassto guide the literature
14  searching process and to facilitate the development of recommendations by the guideline

15 development group (GDG). They were drafted by the NCGC technical team and refined and validated

16 by the GDGThe questions were based on they clinical areas identified in the scof@pendix A).

17  Further information on the outcome measures is shown below and detailed in the review protocols

18 (AppendixB.
19
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Chapter

Standard
principles

Hand
decontamination

Hand
decontamination

Hand
decontamination

Hand
decontamination

Personal
protective
equipment

Personal
protective
equipment

Sharps

Shaps

Review questions

What information do healthcare professionals,
patients and carers require to prevehealthcare
associatednfections in primary and community
care settings?

What is the clinical and cost effectiveness of whe
to decontaminate hands, including after the
removal of gloves, on handkcontamination
compliance, MRSA ar@ diffreduction or cross
infection, colony forming units and removal of
physical contaminatioh

What is the clinical and cost effectiveness of
cleaning preparations (soap and water, alcohol
based rubs, nowlcohol products and wipes) for
healthcare worker hand decontamination, on har
decontaminationcompliance, MRSA art@l diff
reduction or cross ifection, colony forming units
and removal of physical contamination?

What is the clinical andost effectiveness of
healthcare workers decontaminating wrists vs. ni
decontaminating wrists or usual practice on MRS
andC. diffreduction or cross infection, colony
forming units and removal of physical
contamination and transient organisms?

What is the clinical and cost effectiveness of
healthcare workers followingdre below the
elbow policies (short sleeves or rolled up sleeves
vs. no bare below the elbow policy (long sleeves
not rolled up or no specific restrictions) on MRSA
andC. diffreduction or cross infection, colony
forming units and removal of physical
contamination and transient organisms?

What is the clinical athcost effectiveness of
healthcare workers wearing vinyl, latex or nitrile
gloves on user preference and reduction of
hypersensitivity, blood borne infections, glove
porosity and tears?

What is the clinical and cost effectiveness of
healthcare workers wearing plastic aprons or flui
repellent gowns vs. no aprons or gowna\wgs
only or standard uniform on the reduction of bloa
and bodily fluid and pathogenic microorganism
contamination?

What is the clinical and cost effectiveness of
healthcare workers using safetyedle cannulae
vs. standard cannulae on compliance and user
preference, infection related mortality and
morbidity and sharps injuries?

What is the clinical and cost effectiveness of
healthcare workers using safety needle devices
(needle free, retractable needles, safety
resheathing devices) vs. standard needles on
compliance and user preference, infection relate:

22
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Outcomes

Information and evidence about
what type of information should
be provided to patients regarding
handdecontaminationto prevent
healthcareassociatednfections.

Colony forming units, hand
decontaminationcompliance,
MRSA and. diffreduction and
cross infection and removal of
physical contamination.

Colony forming units, hand
decontaminationcompliance,
MRSA and. diffreduction and
cross infection and removal of
physical contamination.

Colony érming units, hand
decontaminationcompliance,
MRSA and. diffreduction and
cross infection and removal of
physical contaminatioand
transient organisms.

Colony forming units, hand
decontaminationcompliance,
MRSA and. diffreduction and
cross infection and removal of
physical contaminatioand
transient organisms.

Ability to perform task, blood
borne infections, bodily fluid
contamination, glove porosity,
holes or tears, hypersensitivity
and user preference.

Blood borne viruses and bodily
fluid contamination.

Blood borne infection,
compliance, infection related
mortality and morbidity, sharps
injuries and user preference.

Blood borne infection,
compliance, infection related
mortality and morbidity, sharps
injuries and user preference.
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Chapter

Wage Disposal

Waste Disposal

Longterm urinary
catheters

Longterm urinary
catheters

Longterm urinary
catheters

Longterm urinary
catheters

Longterm urinary
catheters

Enteral feeding

Vascular access
devices

Vascular access
devices

Review questions
mortality and morbidiy and sharps injuries?

Are there any changes in the legislations which
affect the disposal of personplotective
equipments in relation to patient care in the
primary and community care settings?

Are there any changes in the legislations which
affect the disposal of sharp instruments and
needles in relation tgatient care in the primary
and community care settings?

What is the clinical and cost effectiveness of
different types oflong-term indwelling urinary
catheters (norcoated silicone, hydrophilimated,
or silver or antimicrobial coated/impregnated) on
urinary tract infections, bacteraemia, frequency c
catheter change, encrustations and blockages,
mortality, and patient preference?

What is the clinical and cost effectiveness of
different types of longerm intermittent urinary
catheters (norcoated, hydrophilic or gel reservoir
on symptomatic urinary tract infections,
bacteraemia, mortality, and patient preference?

In patients performing intermittent
catheterisation, what is the iclical and cost
effectiveness of noitoated catheters reused
multiple times compared tgingleuseon urinary
tract infections, bacteraemia, mortality, and
patient preference?

What is the clinical and cost effectiveness of
bladder instillations or washouts on reduction of
catheter associated symptomatic urinary tract
infections and encrustations and blockages?

In patients withlong-term urinary catheters (more
than 28 days)what is the clinical and cost
effectiveness of prophylactic antibioti¢single
dose or short course) use during catheter chang
on reduction of urinary tract infections?

What is the clinical and cost effectiversesf single
vS. reusable syringes used to flush percutaneous
endoscopic gastrostomy (PEG) tubes on reductic
of tube blockages, diarrhoea, fungal colonisation
gastrostomy site infection, peritonitis and
vomiting?

What is the most clinical and cost effective prodt
or solution for decontamination of the skin prior t
insertion of peripherally inserted VAD on cathete
tip colonisation, infection related mortality,
frequency of line removal, septicaemia,
bacteraemia and phlebitis?

What is the clinical and cost effectiveness of
dressings (transparent semipermeable,
impregnated or gauze and tape) covering
peripherally or centrally inserted vascular access

23
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Outcomes

Updated based on legislation.

Updated based on legislation.

Symptomatic UTIs, bacteraemia,
frequency of catheter change,
encrustations and blockages,
mortality, patient preference and
comfort.

Symptomatic UTIs, bacteraemia,
mortality, patient preference and
comfort.

Symptomatic UTIs, bacteraemia,
mortality, patient preference and
comfort.

Symptomatic UTIs, bacteraemia,
frequency ofcatheter change,
encrustations and blockages,
mortality, patient preference and
comfort.

Antibiotic resistance,
bacteraemia, mortality, patient
preference, symptomatic UTlIs,
upper UTls.

Blockages or tube occlusion,
diarrhoea, vaniting, fungal
colonisation, gastrostomy site
infection and peritonitis.

Catheter tip colonisation,
infection related mortality,
septicaemia, VAD line removal,
VAD related bacteraemia, VAD
related phlebitis and VACelated
soft tissue infection.

Catheter tip colonisation,
frequency of dressing change,
infection related mortality,
septicaemiaVADrelated
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Chapter

Vascular access
devices

Vascular access
devices

Vascular access
devices

Vascular access
devices

Vascular access
devices

Asepsisl{ong
term urinary
catheters)

Asepsis (Enteral
feeding)

Asepsis (Vascular
access devices)

Review questions

device insertion sitesntluding those that are
bleeding or oozing, on catheter tip colonisation,
frequency of dressing change, infection related
mortality, septicaemia, bacteraemia and phlebitis

What is the clinical and cost effectiveness of
frequency of dressing change (from daily up to 7
days) on catheter tip colasation, frequency of
dressing change, infection related mortality,
septicaemia, bacteraemia and phlebitis?

What is the most clinical and cost effective prodt
or solution for skin decontamination when
changing VAD dressings on catheter tip
colonisation, infection related mortality, frequenc
of line removal, septicaemia, bacteraemia and
phlebitis?

What is the most clinical and cost effective
duration of application of decontamination
product/solution to the skin prior to insertion of
peripherally inserted VAD on catheter tip
colonisation, infection related mortality, frequenc
of line removal, septicaemia, bacteraemia and
phlebitis?

What is the most clinical and cost effective prodt
or solution fordecontaminating VAD ports and
hubs prior to access on catheter tip colonisation,
infection related mortality, septicaemia,
bacteraemia and frequency of line removal?

What is the clinical and cost effectiveness of mul
dose vials vssingleusevials for administrating
infusions or drugs on preventing contaration of
the infusate andchealthcareassociatednfection?

What is the most clinically and cost effective
technique (such as aseptic technique, Aonch
technique, aseptic notouch technique or a clean
technique) when handling lortgrm urinary
catheters to reduce colony forming units, urinary
tract infections, compliance, MRSA®r diff
reduction and mortality?

What is the most clinically and cost effective
technique (such as aseptic technique, Aonch
technique, aseptic notouch technique or a clean
technique) when handling PEGs to reduce
healthcareassociatednfections?

What is the most clinically and cost effective
technique (such as aseptic technique, Aonch
technique, aseptic notouch technique or a clean
technique) when handling vascular access devic
to reduce infection related bacteraemia, phlebitis
compliance MRSA o€. diffreduction and
mortality?
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Outcomes

bacteraemia and VAD related
phlebitis.

Catheter tip colonisation,
frequency of dressing change,
infection related mortality,
septicaemia, VAD related
bacteraemia, VAD related
phlebitis.

Catheter tip colonisation,
infection related mortality,
septicaemia, VAD line removal,
VAD related bacteraemia, VAD
related phlebitis and VAD relatec
soft tissue infection.

Catheter tp colonisation,
infection related mortality,
septicaemia, VAD line removal,
VAD related bacteraemia, VAD
related phlebitis and VAD relatec
soft tissue infection.

Catheter tip colonisation,
infection related mortality,
septicaemia, VAD line removal,
VAD related bacteraemia, VAD
related phlebitis and VAD relatec
soft tissue infection.

Catheter tip colonisation,
infection related mortality,
septicaemia, VAD line removal,
VAD related bacteraemia, VAD
related phlebitis and VAD relatec
soft tissue infection.

UTls infection related mortality,
septicaemia, bacteraemia,
phlebitis, compliancand MRSA
or C. diffreduction.

Infection related bacteraemia,
infection related mortality,
complianceand MRSA octC. diff
reduction.

Catheter tip colonisation,

Infectionrelated mortality,
septicaemia, VAD related
bacteraemia, VAD related
phlebitis, compliancand MRSA
or C. diffreduction.
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3.1.3 Searching for evidence

3.1.21 Clinicalliterature search

3  Systematic literature searches were undertaken to identify evidence within published literature in
4 order to answer the review questions as per The Guidelines M420a9]®>. Clinical databases
5 were searched using relevant medical subject headings;tneteterms and study type filters where
6 appropriate. Studies published in languages othantliEnglish were not reviewed. Where possible,
7  searches were restricted to articles published in English language. All searches were conducted on
8 core databases, MEDLINE, Emb&3BlAHIand The Cochrane Library. The additional subject specific
9 database Psydnfo was used for the patient information questiorfsl searches were updated on
10 18" April 2011.No papers after this date were considered.

11 Search strategies were checked by looking at reference lists of relevant key papers, checking search
12  strategiesin other systematic reviews and asking the GDG for known studies. The questions, the
13 study types applied, the databases searched and the years covered can be féyppkmdix F.

14  During the scoping stage, a search was conducted for guidelines and repdhs websites listed
15 below and on organisations relevant to the topic. Searching for grey literature or unpublished
16 literature was not undertakerAll references sent by stakeholders were considered.

17 e Guidelines International Network databaSeww.gi-n.net)

18 e National Guideline Clearing House (www.guideline.gov)

19 e National Institute for Health and Clinical Excellence (NICE) (www.nice.org.uk)

20 e National Institutes of Health Consensus Development Program (consensus.nih.gov)
21 e National Library for Healttwww.library.nhs.uk)

3.1222 Health economic literature search

23  Systematic literature searches were also undertaken to identify health economic evidence within

24 published literature relevant to the review questions. The evidence was identified by conducting a

25  broad search relating to the five key areas in the guidelioeg-term urinary catheters, vascular

26  access devices, hamigcontamination sharps and personal protective equipment, in the NHS

27  economic evaluation database (NHS EED), the Health Economic Evaliattabase (HEED) and

28 health technology assessment (HTA) databases with no date restrictions. Additionally, the search was
29 run on MEDLINE and Embase, with a specific economic filter, to ensure publications that had not yet
30 been indexed by these databasesre identified. This was supplemented by additional searches that
31 looked for economic and quality of life papers specifically relating to asepsis, urinary tract infections
32 and catheterrelated bloodstream infections the same databases as it became appéigrsome

33 papers in this area were not being identified through the first search. Studies published in languages
34  other than English were not reviewed. Where possible, searches were restricted to articles published
35 in English language.

36  The search strategs for health economics are includedAppendix F. All searches were updated on
37 18" April 2011. No papers published after this date were considered.

3.133 Evidencesynthesis

39 The Research Fellow:

40 e« Identified potentially relevant studies for each review questicom the relevant search results
41 by reviewing titles and abstractsfull papers were then obtained.
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Draft for prepublication



00 NO Ok~ WN B

3.134

21
22

23
24
25
26

27
28
29
30

31
32

3.1.335

34

35
36
37
38
39
40
41
42
43

e Reviewed full papers against pseecified inclusion / exclusion criteria to identify studies that
addressed the review question in tla@propriate population and reported on outcomes of
interest (review protocols are included in Appendix E).

e Critically appraised relevant studies using the appropriate checklist as specified in The Guidelines
Manual*®

e 9EGNI OGSR 1S& AYyT2NNIGA2Y o62dzi (GKS &ddzRé Q&
tables are included in Appendix G).

e Generated summdes of the evidence by outcome (includidthe relevant chapter writeips):

o0 Randomised studies: me&nalysed, where appropriate and reported in GRABIRding of
Recommendations Assessment, Development and Evalugtiofiles for clinical studies see
section3.1.3.6for details

o Observational studies: data presented as a range of values in GRADE.profiles

0 Qualitative studies: each study summarised in a té@kailable in Appendi&)where possible
and the quality of included studies assessed against the NICE quality checklists for qualitative
studies*®. Key common themes between studies whigtre relevant to the review question
were summarised and presented with a comment of the quality of studies contributing to the
themes in the main guideline docume®@RADE d&s not have a system for rating the quality
of evidence for qualitative studies or surveys, and therefore there are no GRADE quality ratings
for the themesidentified.

Inclusion/exclusion

The inclusion and exclusion criteria were considered according tBItB® used in the protocols, see
Appendix For full details.

A major consideration in determining the inclusion and exclusion criteria in the protocol was the
applicability of the evidence to the guideline population. The GDG decided to exclude cettiaigss

and populations that could not be extrapolated to community settings, these are detailed per review
j dzSaGA2y Ay GKS LINPsécBod21f340 {SS AGLYRANBOlUlySaa:é

Laboratory studies were excluded because the populations usssithyvolunteers, animals dn

vitro) and settingsare artificial and not comparable to the population we are making

recommendations for. These studies would undoubtedly be of very low quality as assessed by GRADE
and therefore RCTSs, cohort studies or GDG consensus opinion was considered preferable.

Abstracts, posters, reviews, letters/editorials, foreign language publicatindunpublished studies
were excluded.

Methods of combining clinical studies

Data synthesis for intervention reviews

Where possible, metanalyses were conducted to combine the results of studies for each review
question using Cochrane Review Mana@eWMan5)software. Fixeeeffects (MantelHaenszel)
techniques were used to calculate risk ratios (relative risk) for the binary outcomes. The continuous
outcomes were analysed using an inverse variance method for pooling weighted mean differences
and where tle studies had different scales, standardised mean differences were Stdstical
heterogeneity was assessed by considering thesghared test for significance at p <0.1 or an |
squared inconsistency statistic of >50% to indicate significant hetegiyehVhere there was
heterogeneity and a sufficient number of studies, sensitivity analyses were conducted based on risk
of bias and prespecified subgroup analyses were carried out as defined in the protocol.
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Assessments of potential diffences in effect between subgroups were based on thesghared
tests for heterogeneity statistics between subgroups. If no sensitivity analysis was found to
completely resolve statistical heterogeneity then a randeffiects (DerSimonian and Laird) model
was employed to provide a more conservative estimate of the effect.

The means and standard deviations of continuous outcomes were required foranatgsis.

However, in cases where standard deviations were not reported, the standard error was caldulated
the p-values or 95% confidence intervals were reported and raetalysis was undertaken with the

mean difference and standard error using the generic inverse variance method in Cochrane Review
Manager(RevMan5) softwareéWhere p values were reported ést Saa G KFyéx | O2ya
I LILINR I OK 61 & dzy RSNIiF {Sy® C2NJ SEFYLX S AT LI O
standard deviations were based on a p value of 0.0hese statistical measures were not available
then the methods describeith section 16.1.3 of the Cochrane Handbd@#Missing standard
RSOAIFIGA2yaQ 6SNB LW ASR +ta GKS fFad NBaz2NIo

For binary outcomes, absolute differences in event rates were also calculatedhssiGiRADEpro
software using total event rate in the control arm of the pooled results.

Appraising the quality of evidence by outcomes

After appropriate pooling of the results for each outcome across all studies, the quality of the
evidence for each outcoenwas evaluated and presented using the GRADE ta8lbake software
(GRADEpro) developed by the international GRADE working group was used to record the
assessment of the evidence quality for each outcome.

In this guideline, findings were summarised using two separaietsS 48 ® ¢ KS &/ ft Ay A Ol f
/| KI N> OGSNRARaGAOa¢sg GlrofS AyOfdzRSa RSGFAfTA 2F GK
only taken into consideration in the quality assessment and included in the Clinical Study
Characteristics table if it is cledrare was a risk of bias. Each outcome was examined separately for
the quality elements listed and defined in Table 1 and each graded using the quality levels listed in
Table 2. The main criteria considered in the rating of these elements are discussed setosection
3.1.3.7Grading of Evidence). Footnotes were used to describe reasons for grading a quality element
as having serious or very serious problems. The ratings for each component were summed to obtain
an overallquality assessment for each outcome listedTiable3.

¢KS a/ tAyAOlt { dzY Y| NEnetgahalySetbyit¢de/data @vheie lappropiate), y O f
an absolute measure of intervention effgcalculaed from the summary statistics for the meta
analysed relative measure and theeancontrol event rate)and the summary of quality of evidence

for that outcome. In the Clinical Summary of Findings table, the columns for intervention and control
indicate thetotal of the sample size for continuous outcomes. For binary outcomes such as number
of patients with an adverse event, the event rates (n/N: total number of patients with events divided
by total number of patients across studies) are shown with percergdgote: thigpercentage is an

output of GRADEpro software.istnot the results of the metanalysisand is not used in decision
making.
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1 Tablel: Description of quality elements in GRADE for intervention stuglie
Quality element  Description

Limitations Limitations in the study design and implementation may bias the estimates of the
treatment effect. Major limitations in studies decrease the confidence in the estima
of the effect.

Inconsistency Inconsistencyefers to an unexplained heterogeneity of results.

Indirectness Indirectness refers to differences in study population, intervention, comparator and
outcomes between the available evidence and the review question, or
recommendation made.

Imprecision Reslis are imprecise when studies include relatively few patients and few events a
thus have wide confidence intervals around the estimate of the effect relative to the
clinically important threshold.

Publication bias  Publication bias is a systematic unestimate or an overestimate of the underlying
beneficial or harmful effect due to the selective publication of studies.

2 Table2: Levels of quality elements in GRADE

Level Description

None There are no serious issues with teeidence

Serious The issues are serious enough to downgrade the outcome evidence by one level
Very serious The issues are serious enough to downgrade the outcome evidence by twa levels

3 Table3: Overall quality of outcomesvidence in GRADE

Level Description

High We are very confident that the true effect lies close to that of the estimate of the
effect.

Moderate We are moderately confident in the effect estimate: the true effect is likely to be clc
to the estimate otthe effect, but there is a possibility that it is substantially different

Low Our confidence in the effect estimate is limitatie true effect may be substantially

different from the estimate of the effect

Very low We have very little confidence inéteffect estimate. The true effect is likely to be
substantially different from the estimate of effect

3.1.317 Grading the quality of clinical evidence

5  After results were pooled, the overall quality of evidence for each outcome was considered. The

6 following pracedure was adopted when using GRADE:
7 1. A quality rating was assigned, based on the study design. RCTs start HIGH and observational
8 studies as LOW, uncontrolled case series as LOW or VERY LOW.
9 2. The rating was then downgraded for the specified criteria: Stinaiyations, inconsistency,
10 indirectness, imprecision and publication bias. These criteria are detailed below. Observational
11 studies were upgraded if there was a large magnitude of effect,-desgonse gradient, and if all
12 plausible confounding would reda@a demonstrated effect or suggest a spurious effect when
13 NBadzZ §a aK2gSR y2 SFFSOGd 91 OK ljdzZft AGe StSYS
14 of biaswasrated down-1 or-2 points respectively.
15 3. The downgraded/upgraded marks were then sumnaad the overall quality rating was revised.
16 For example, all RCTs started as HIGH and the overall quality became MODERATE, LOW or VER®
17 LOW if 1, 2 or 3 points were deducted respectively.

18 4. The reasons or criteria used for downgrading were specified ifoih®otes.
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The details of criteria used for each of the main quality element are discussed further in the following
2 sections3.1.3.8t0 3.1.3.11

3.1.388 Study limitations

4 The main limitations for randomised controlled trials are listedaible4.

5 Tabled4: Study limitations of randomised controlled trials

Limitation Explanation

Allocation Those enrolling patients are aware of the group to which the next enrolled patien

concealment will be allocated YI 22 NJ LINRO6f SY Ay alLlaSdzR2¢ 2N
allocation by day of week, birth date, chart number, etc)

Lack of blinding Patient, caregivers, those recording outcomes, those adjudicating outcomes, or ¢
analysts are aware of the arm tdweh patients are allocated

Incomplete Loss to followup not accounted and failure to adhere to the intention to treat

accounting of principle when indicated

patients and
outcome events
Selective outcome Reporting of some outcomes and nmthers on the basis of the results
reporting
Other limitations For example:
¢ Stopping early for benefit observed in randomised trials, in particular in the abs
of adequate stopping rules
¢ Use of unvalidated patienteported outcomes
o Carryover effects ircrossover trials
e Recruitment bias in cluster randomised trials

3.1.39 Inconsistency

7 Inconsistency refers to an unexplained heterogeneity of results. When estimates of the treatment
8 effect across studies differ widely (i.e. heterogeneity or variability in t&€suhis suggests true
9 differences in underlying treatment effect. When heterogeneity exists{Stiuare p<0.1 or4
10 square inconsistency statistic of >50%), but no plausible explanation can be found, the quality of
11 evidence was downgraded by one oravevels, depending on the extent of uncertainty to the
12  results contributed by the inconsistency in the results. In addition to ttegjiare and Chisquare
13 values, the decision for downgrading was also dependent on factors such as whether the
14  intervention is associated with benefit in all other outcomes or whether the uncertainty about the
15 magnitude of benefit (or harm) of the outcome showing heterogeneity would influence the overall
16  judgment about net benefit or harm (across all outcomes).

17 If inconsitency could be explained based on geecified subgroup analysis, the GDG took this into
18 account and considered whether to make separate recommendations based on the identified

19 explanatory factors, i.e. population and intervention. Where subgroup anajixgs a plausible

20 explanation of heterogeneity, the quality of evidensas notdowngraded.

3.1.210 Indirectness

22  Directness refers to the extent to which the populations, intervention, comparisons and outcome
23  measures are similar to those defined in the inclasiateria for the reviews. Indirectness is

24 important when these differences are expected to contribute to a difference in effect size, or may
25 affect the balance of harms and benefits considered for an intervention.
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Studies that were in séhgs other than primary care and community settings were downgraded
using GRADE if the GDG considered that the study was indirect. For further details and any
exceptions are detailed in the review protocols, #emendix E.

Imprecision

Results ar@ften imprecise when studies include relatively few patients and few events and thus
have wide confidence intervals around the estimateffect. This, in turn, may mean that we are
uncertain if there is an important difference between interventions or nahif is the case, the
evidence may be considered to be of lovggrality than it otherwise wouldbe because of resulting
uncertainty in the results.

The thresholds of important benefits or harms, or the MID (minimmgdortant difference) for an

outcome arémportantO2 Y A RSNI A2y & F2NJ RSGSNYAYAYy3I gKSOF
difference between interventions, and in assessing imprecision. For continuous outctwadslD is

defined asithe smallest difference in score in the outcome of interthbstt informed patients or

informed proxies perceive as important, either beneficial or harmful, and that would lead the patient

or cliniciantocon® SNJ I OK I y 3§ Ay 0" R?8An ¥ffect éstraty Sryeli than the

aL5 Aa O2YyaARSNBR (G2 0SS aOftAyAOlrffte AYLRNIIy
terms of changes in absolute risk.

The difference between two interventionasobservedn the studieswas compared against the

MID when considering whethehe findingswere ¥ ¢ Of A YA Ol £ AYLERNIFyOSE T
decisions For example, if the effect size was snflals than the MID), this finding suggettat

there may not be enough differerdo strongly recommend one intervention over the othased

on that outcome.

Theconfidence interval fothe pooled or best estimate of effegtas considered in relation to the
MID, as illustrated irFigurel. Essentially, if the confidence imal crosed the MID threshold, there
wasuncertainty in the effect estimate in supporting our recommendations (because the Cl was
consistent with two decisions) and the effect estimate was rated as imprecise.

For the purposes of this guideline, an interventisnonsidered to have a clinically importagffect

with certaintyif the whole of the 95% confidence intendgscribes arffectof greater magnitude

than theMID. Figure 1lillustrates how the clinical importance of effesstimateswere considered

along wth imprecision, and the usual way of documenting this is in the evidence statements
throughout this guidelineResults are imprecise when studies include relatively few patients and few
events and thus have wide confidence intervals around the estimateecéffect relative to the

clinically important threshold.
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Figurel: Imprecision and evidence statements

Appreciable Appreciable Position of Evidencestatement
harms benefits confidence
| I Cm | interval
- P 3
1

— i A Statistically significant but not clinically important
B B Itis unlikely that there is any difference
C i
i C Statistically significant and clinically important
IMPRECISE | >—.
= D Uncertain whethethere is any difference
B (o
B— E Statistically significant difference of uncertain clinica
I A 1 importance

no difference

Source: Figure adapted from GRADEPro software and modified to reflect the application of imprecision rating in tr
guideline process. The effect estimates oftethree examples (&) were considered precise because neith:
the upper or lower confidence limits crossed the MID. Conversely, the bottom three examples (D and E) v
considered imprecise because the Cl crossed the MID in each case, and this nedcersdioty of the results.

For this guideline, there was no information in the literatorewhat was the most appropriate MID,

and the GDG adopted thaefaultthreshold suggested by GRADE. This was a relative risk reduction of
25% (relative risk of 05for negative outcomesor arelative risk increase of 25% (rigkio 1.25for
positive outcome}for binary outcomesThe GDG interpretethe risk ratio and 95% confidence

interval relative to the threshold, also taking into account %6 confidencentervals ofthe

absolute effecestimates For continuous outcomes, a standardised mean difference J8MID5

was considered the minimal important differenfa most outcomes.

9.1.4 Evidence of coseffectiveness

10
11

12
13
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Evidence on cosffectiveness related to thiey clinical issues being addressed in the guideline was
sought. The health economist:

e Undertook a systematic review of the economic literature
e Undertook new coseffectiveness analysis in priority areas

Literature review

The Health Economist;

e Identifiedpotentially relevant studies for each review question from the economic search results
by reviewing titles and abstractsfull papers were then obtained.

e Reviewed full papers against pspecified inclusion / exclusion criteria to identify relevant sisdi
(see below for details).

e Critically appraised relevant studies using the economic evaluations checklist as specified in The
Guidelines Manua.

e 9EGNI OGSR 188 AYyT2NXNIGA2Y o62dzi (GKS &ddzRé& Q4
tables are included in Appendi}.
e Generated summaries of the evidence in NICE economic evidence profiles (incltiged in

relevant chapter writeups)¢ see below for details.

Inclusion/exclusion

Full economic evaluations (studies comparing costs and health consequences of alternative courses
of action: costultility, costeffectiveness, cogbenefit and costonsequence analyses) and
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comparative costing studies that addressed theieevquestion in the relevant population were
considered as potentially applicable economic evidence.

In the absence of any full economic evaluations, studies that reported cost per hospital, or reported
average coseffectiveness without disaggregated tosind effects, were considered for inclusion on
a caseby case basis.

Abstracts, posters, reviews, letters/editorials, foreign language publications and unpublished studies
6SNE SEOf dzZRSR® {(GdzRAS& 2dzZRISR (2 tSdiesthfa@taok | LILIK
the perspective of a nGOECD country).

Remaining studies were prioritised for inclusion based on their relative applicability to the
development of this guideline and the study limitations. For example, if a high quality, directly
appicable UK analysis was available then other less relevant studies may not have been included.
Where exclusions occurred on this basis, this was noted in the relevant section.

For more details about the assessment of applicability and methodological ggeditthe economic
evaluation checklist (The Guidelingsnual.'®

When no relevant economic analysis vidantified inthe economic literature review, relevant UK
NHS unit costs were presented to the GDG to infdiseussion of economic considerations.

NICE economic evidence profiles

The NICE economic evidence profile has been used to summarise cost aaflemisteness

estimates. The economic evidence profile shows, for each economic study, an assessment of
applicability and methodological quality, with footnotes indicating the reasons for the assessment.
These assessments were made by the health econoniigg tise economic evaluation checklist from
The GuidelineManual® It also shows incremental costs, incrent@routcomes (for example,
QALYSs) and the incremental cestectiveness ratio from the primary analysis, as well as information
about the assessment of uncertainty in the analysis. Bd#e5 for more details.

If a norUK study was included in the profile, the results were converted into pounds sterling using
the appropriate purchasing power parityand Hospital and Community Health Services Pay and
Prices Inflation IndeX

Table5: Content of NICE economic profile

Item Description
Study First author name, reference, date of study publication and country perspective
Limitations An assessment of methodological quality of the sfffdy

¢ Minor limitations ¢ the study meets all quality criteria, or the study fails to meet
one or more quality criteria, but this is unlikely to change the conclusions abo
cost effectiveness.

¢ Potentially serious limitationg the study fails to meet one or more quis
criteria, and this could change the conclusion about cost effectiveness

o Very serious limitationg the study fails to meet one or more quality criteria anc
this is very likely to change the conclusions about-effgctiveness. Studies with
very serios limitations would usually be excluded from the economic profile
table.

Applicability An assessment of applicability of the study to the clinical guideline, the current |
situation and NICE deciskmakinda):

» Directly applicable the applicability dteria are met, or one or more criteria are
not met but this is not likely to change the conclusions about cost effectivenes

¢ Partially applicable one or more of the applicability criteria are not met, and th
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Item Description
might possibly change the conclusions aboost effectiveness.

¢ Not applicable; one or more of the applicability criteria are not met, and this is
likely to change the conclusions about cost effectiveness.

Other comments Particular issues that should be considered when interpreting the study.
Incremental cost The mean cost associated with one strategy minus the mean cost of a compare
Strategy.

Incremental effects  The mean QALYs (or other selected measure of health outcome) associated wi
one strategy minus the mean QALYs@omparator strategy.

ICER Incremental coseffectiveness ratio: the incremental cost divided by the respecti
QALYs gained.
Uncertainty A summary of the extent of uncertainty about the ICER reflecting the results of

deterministic or probabilistic seits/ity analyses, or stochastic analyses of trial da
as appropriate.
(a) Limitations and applicability were assessed using the economic evaluation checklist from The Guideline$Manual

Undertaking new health economic analysis

As well as reviewing the published economic literature for each review question as described above,
original economic analysis was undertaken by the Health Economist in priority areas. Priority areas
for new health economic analysis were agreed by the GDG after formation of the review questions
and consideration of the available health economic evidence.

Addtional data for the analysis was identified as required through additional literature searches
undertaken by the Health Economist, and discussion with the GDG. Model structure, inputs and
assumptions were explained to and agreed by the GDG members dueigiings, and they
commented on subsequent revisions.

SeeAppendix J fodetails of the health economic analysis/analyses undertaken for the guideline.

Costeffectiveness criteria

bL/ 9Q&4 NBLRNI W{20Alf @I dzS 2 dzRI SO SFaraR yLINAGY &
principles that GDGs should consider when judging whether an intervention offers good value for
moneyl82,l83

In general, an intervention was considered to be exf$tctive if either of the following criteria
applied (given that the estimate was considered plausible):

e The intervention dominated other relevant strategies (that is, it was both less éngdyms of
resource use and more clinically effective compared with all the other relevant alternative
strategies), or

e The intervention cost less than £20,000 per quaditusted lifeyear (QALY) gained compared
with the next best strategy.

23.1.5 Developing ecommendations

24

25
26

27
28

Over the course of the guideline development process, the GDG was presented with:

e Evidence tables of the clinical and economic evidence reviewed from the literature. All evidence
tables are iMppendix G and H.

e Summary of clinical and economic evidence and quality (as presented in chapietg).
e Forest plots (Appendix I).
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e A description 6the methods and results of the cestfectiveness analysis undertaken for the
guideline (Appendix J).

Recommendations were drafted on the basis of the GDG interpretation of the available evidence,
taking into account the balance of benefits and harmsliy of evidence, and costs. When clinical
and economic evidence was of poor quality, conflicting or absent, the GDG drafted recommendations
based on consensus. Expert advisors were invited to provide advice on how to interpret the
identified evidence. Téconsiderations for making consensus based recommendations include the
balance between potential harms and benefits, economic or implications compared to the benefits,
current practices, recommendations made in other relevant guidelines, patient prefesend

10 equality issues. The consensus recommendations wergethrough discussions in the GDG, or

11  methods of formal consensus were appli€drmal onsensus methods used in this guideline

12 included voting at the GD& anonymous voting via emaithe GDG l@ir ensured sufficient time for

13 respondingand encouraged all members to express their vielte GDG also considetwhether

14  the uncertainty is sufficient to justify delaying making a recommendation to await further research,
15 taking into account the potatial harm of failing to make a clear recommendation (S€e5.)).

O©ooo~NOO O~ W N -

16  The main considerations specificéach recommendation are outlined in the Evidence to
17 Recomnendation Sections precedirige recommenation section in each chapter.

3.181 Research recommendations

19 When areas were identified for which good evidence was lacking, the guideline development group
20 considered making recommendations for future research. Dewsabout inclusion were based on
21 factors such as:

22 e the importance to patients or the population

23 e national priorities

24 e potential impact on the NHS and future NICE guidance
25 e ethical and technical feasibility.

3.1Z2 Validation process

27 The guidance is subject to aigbt week public consultation and feedback as part of the quality
28 assurancerocessand peer reviewof the document. All comments received from registered

29 stakeholders are responded to in turn and posted on the NICE website when tipaiipiieation

30 check d the full guideline occurs.

3.1%13 Updating the guideline

32  Following publication, and in accordance with the NICE guidelines manual, NICE will ask a National
33 /2ftF 02N GAY3 / SYGNBE 2NJ GKS bl aGA2ylt [/ fAYAOIf
34  whether the evidence base has progressed significantly to alter the guideline recommendations and
35 warrant an update.

3.1364 Disclaimer

37 Health care providers need to use clinical judgement, knowledge and expertise when deciding

38 whether it is appropriate to applguidelines. The recommendations cited here are a guide and may
39 not be appropriate for use in all situations. The decision to adopt any of the recommendations cited
40 here must be made by the practitioners in light of individual patient circumstances, thesws the

41  patient, clinical expertise and resources.
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The National Clinical Guideline Centre disclaims any responsibility for damages arising out of the use
or nortuse of these guidelines and the literature used in support of these guidelines.

Funding

The National Clinical Guideline Centre was commissioned by the National Institute for Health and
Clinical Excellence to undertake the work on this guideline.

Methods (2003)

The guidelines were developed using a systematic review processsandiated protocols
(Appendix D. In each set of guidelines a more detailed description is provided.

For each set of guidelines, an electronic search was conducted for current national and international
guidelines. They were retrieved and subjected ttical appraisal using the AGREE Instrurfrént
GKAOK LINPOARSaA alF FNIXYSg2N)] F2N FaasSaairy3da (GKS

Where guidelines met the AGREE criteria they wackided as part of the evidence base supporting
each set of guidelines. They were also used to verify professional consensus. The emphasis given to
each guideline depended on the rigour of its development and its comprehensiveness in relation to
the reviewquestions. In some instances they were used as the primary source of evidence.

Review questions for the systematic reviews of the literature were developed for each set of
guidelines following advice from key stakeholders and expert advisors.

Searches @re constructed for each set of guidelines using relevant MeSH (medical subject headings)
and freetext terms. On completion of the main search, an economic filter was apfliesifollowing
databases were searched:

¢ Medline

e Cumulated Index of Nursing antliéd Health Literature (CINAHL)
e Embase

e The Cochrane Library:

e The National Electronic Library for Health

e The NHS Centre for Reviews and Dissemination (CRD)

¢ CRD includes 3 databases: Database of Abstracts of Reviews of Effectiveness (DARE), NHS
Economic Evaation Database (NHS EED), Health Technology Assessment (HTA)Database

e Health CD Database

e Health Management Information Consortium Database
e The National Research Register

e The Web of Science

e The Institute of Health Technology

¢ Health CD Database

¢ Health Managment Information Consortium Database

¢ HMIC includes 3 databases: The Department of Health Library and Information Service (DHData),
Health Management Information Service (HELMIS) from the Nuffield Institute and the Kings Fund
Database.

The results of eackearch including abstracts were printed. The first sift of citations involved a
review of the abstractsStudies were retrieved if they were:

¢ relevant to a review question;
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e primary research/systematic review/me&nalysis;
e written in English.

Where there vas no abstract, the full article was retrieved.

No research designs were specifically excluded but wherever possible, in use rather than in vitro
studies were retrieved.

The second sift involved a critical review of the full text, and articles relevantd¢giew quesbn
were critically appraisedihe SIGN data extraction fofthwas used to document the results of
critical appraisal (Available from the Sl@Bbsite http://www.sign.ac.uk)A form for descriptive
studies was designed by us based on the SIGN melbgylo

The evidence tables and reports were presented to the GDG for discussion. At this stage, expert
advice derived from seminal works and appraised national and international guidelines were
considered. Following extensive discussion the guidelines drarféed.

Although economic opinion was considered for each review question, the economic scope described
above did not identify any high quality cesffectiveness evidence, e.g., economic evaluations
alongsiderandomised controlled trialsAs a result,imple decision analytic modelling was employed
using estimates from published literature dexpert opinion from the GD®esults were estimated
AYAGALFEE @ F2NJ I & dyséeBaridThese3esudts werd Beh Subjaciedto Y2 & (1 ¢
sensitivity aalysis where key parameter values were varied. Areas were targeted where the impact
on resource us was likely to be substantidh addition, where there was no evidence of difference

in clinical outcomes between interventions, simple cost analyses penfermed to identify the

potential resource consequences.

Factors influencing the guideline recommendations included:
e the nature of the evidence;

e the applicability of the evidence;

e costs and knowledge of healthcare systems.

Consensus within the GDG wasiniyachieved though discussion facilitated by the group chair.
Where necessary, agreement was arrived at by open voting.
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Guideline summary

Key priorities for implementation

From the full set of recommendations, the GDG seledf@key prioities for implementation. The
criteria used for selecting these recommendations are listed in detail in The Guidelines Manual
For each key recommendation listed, the selection criteria and implementation support points are
indicated by the use of the letters shown in brackets below.

The GDG selected recommendations that would:

Have a high impact on outcomesathare important to patients (A)
Have a high impact on reducing variation in care and outcomes (B)
Lead to a more efficient use of NHS resources (C)

Promote patient choice (D)

Promote equalities (E)

Mean patients reach critical points in the care pathwayrenquickly (F).

In doing this the GDG also considered which recommendations were particularly likely to benefit
from implementation support. They considered whether a recommendation:

24.1.1

22
23

24
25

26
27

28
29
30
31

Requires changes in service delivery (W)
Requires retraining of professials or the development of new skills and competencies (X)
Affects and needs to be implemented across various agencies or settings (complex interactions)

(Y)

May be viewed as potentially contentious, or difficult to implement for other reasons (2)
Standardprinciples¢ generaladvice

1. Everyone involved in providing care should be:
e educated about the standard principles of infection prevention and control and

e trained in hand decontamination, the use of personal protective equipmeaihd the safe
use and disposal of sharps. [A,B,C,D,F, Q91 2]

2. Wherever care is délered, healthcare workers muéhave available appropriate supplies
of:

e materials for hand decontamination
e sharps containers
e personal protective equipment. [A, B, E, W] [new 2012]

#In accordance with current health and safety legislation (at the tim@@pre-publication check othe guideline

[December2011]):Health and Safety at Work Act 1974, Management of Health and Safety at Work Regulations 1999,
Health and Safety Reguiahs 2002, Control of Substances Harmful to Health Regulations 2002, Personal Protective
Equipment Regulations 2002, and Health and Social Care Act 2008.
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3. Educate patients and carers about:

the benefits of effective hanadlecontamination

the correct techniques and timing of hand decontamination
when it is appropriate to use liquid soap and water or handrub
the availability of hand decontamination facilities

GKSANI NPES Ay YIEAYGlFAYyAy3 adédonfaRinaNaRdA B E EKSI ¢
X, W, Y] [new 2012]

Standard principles for &nd decontamination

4. Hands must be decontaminated in all of the following circumstances

immediately before every episode of direct patient contact or camecluding aseptic
procedures

immediately after every episode of direct patient contact or care
immediately after any exposure to body fluids

immediately after any other activityoO2 y i F OG A GK F LI GASydGQa” &
potentially result in hands becoming contaminated

immediately after removal of glovedA, W, X] [new 2012]

Longterm urinary catheters

5. Select the type and gauge of an indwelling urinary catheter based omssessment of the

LI GASYy(iQa AYRADGARdZ f OKF NI OGSNRAGAOAST AyOf
age
any allergy or sensitivity to catheter materials
gender
history of symptomatic urinary tract infection
patient preference and comfort
previous catheter history
reason for catheteriation. [A, B, C, D, F, W, Y, Z] [new 2012]

. All catheterisations carried ouby healthcare workersshould be aseptic procedures. After

training, healthcare workersshouldbe assessed for their competence to carry out these
types of procedures[A, B, C, X, Y] [2003]

. When changing catheters in patients withlang-term indwelling urinary catheter:

do not offer antibiotic prophylaxis routinely

consider antibiotic prophylaxisfor patients who:

i have a history of symptomatiarinary tract infection after catheter change or
i experience traumaduring catheterisation[A, B, C, W, X, Y, Z] [new 2012]

® At the time ofthe pre-publication check othe guideline Pecember2011), no antibiotics have a Uiarketing
authorisation for this indication. Informed consent should be obtained and documented
°The GDG defined trauma as frank haemattollowing catheterisation or two or more attempts of catheterisation.
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4.1.4 Vascular access devices

ol A WN

~N o

© 00

11

8. Before discharge from hospital, patients and their carers should be taught any techniques
they may need to use to gevent infection and safely manageascular access devitdA,
F, Y] [2003, amended 2012]

9. Healthcare workersaring for a patient witha vascular access devftshould be trained, and
assessed as competent, in using and consistently adhering to the infection prevention
practices described in this guidelinfA, B, C, F, X, Z] [2003, amended 2012]

10.Decontaminate the skin at the insertion sit&ith chlorhexidine gluconate in 70% alcohol
before inserting a peripheral vascular access device or a peripherally inserted central
catheter.[A, B, F, W, X] [new 2012]

4The updated recommendation contaitvasculr access device' rather than ‘central venous catheter'. This change has
been made because peripherally inserted catheters were included in the scope of the guideline update.
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42 Full list of recommendations

2.2.1 Standard Principles

4.2.131 Generaladvice

~No 01 b~

(o]

9
10
11
12

13
14
15
16
17

18
19

1. Everyme involved in providing care should be:
e educated about the standard principles of infection prevention and control and

e trained in hand decontamination, the use of personal protective equipmeand the safe
use and disposal of sharps. [2012]

2. Wherever cae is delivered, healthcare workers mudhave available appropriate supplies
of:

e materials for hand decontamination
e sharps containers
e personal protective equipment. [new 2012]

3. Educate patients and carers about:

¢ the benefits of effective hanadlecontamination

¢ the correct techniques and timing of hand decontamination

e when it is appropriate to use liquid soap and water or handrub
e the availability of hand decontamination facilities

e UKSANI NRES AY YIAYUlAyAy3d &EdédonfaRinatdr fnew? T
2012]

42202 Handdecontamination

21

22
23

24
25

26
27

28

29
30

31

4. Hands must be decontaminated in all of the following circumstances:

e immediately before every episode of direct patient contact or camecluding aseptic
procedures

e immediately after every episode of direct patient contack care
e immediately after any exposure to body fluids

e AYYSRAFGSt @ FTFUSNI Fye 20KSNJ FOGA@GAGE 2N O2y

potentially result in hands becoming contaminated
e immediately after removal of glovegnew 2012]

5. Decontaminatehands preferably with a handrub (conforming to current British standal}ls
except in the following circumstances, when liquid soap and water must be used:

e when hands are visibly soiled or potentially contaminated with body fluids or

®In accordance with current health and safety legislation (at the tirmb@pre-publication check ofhe guideline

[December2011): Health and Safety at Work Act 1974, Management of Health and Safety at Work Regulations 1999,

Health and Safety Regulations 2002, Control of Substances Harmful to Health Regulatio Pe2i0al Pratctive
Equipment Regulations 2002nd Health and Social Care Act 2008.
"At the time of the prepublication check of the guideline (December 2011): B$90R:1997

40
Draft for prepublication



Infection prevention and control (partial update)
Guideline summary

1 ¢ in clinical situations where there is potential for the spread of alcoho¢sistant organisms
(such aClostridium difficileor other organisms that cause diarrhoeal iliness). [new 2012]

N

3 6. Healthcare workers should ensure that their hands can be decontaminatedughout the

4 duration of clinical work by:

5 e being bare below the elboW

6 e removing wrist and hand jewellery

7 e making sure that fingernails are short, clean and free of nail polish

8 e covering cuts and abrasions with waterproof dressinfisew 2012]

9 7. An effectivehandwashing technique involves three stages: preparation, washing and
10 rinsing, and drying. Preparation requires wetting hands under tepid running water before
11 applying liquid soap or an antimicrobial preparation. The handwash solution must come into
12 contad with all of the surfaces of the hand. The hands must be rubbed together vigorously
13 for a minimum of 1@15 seconds, paying particular attention to the tips of the fingers, the
14 thumbs and the areas between the fingers. Hands should be rinsed thoroughlgriesdirying
15 with good quality paper towels. [2003]
16 8. When decontaminating hands using an alcohol handrub, hands should be free from dirt and
17 organic material. The handrub solution must come into contact with all surfaces of the hand.
18 The hands must be rubbetbgether vigorously, paying particular attention to the tips of the
19 fingers, the thumbs and the areas between the fingers, until the solution has evaporated
20 and the hands are dry. [2003]
21 9. An emollient hand cream should be applied regularly to protect skiorfi the drying effects
22 of regular hand decontamination. If a particular soap, antimicrobial hand wash or alcohol
23 product causes skin irritation an occupational health team should be consulted. [2003]

4.2243 Use of personal protective equipment

25 10. Selection of protetive equipmentmust’ be based on an assessment of the risk of

26 transmission of microorganisms to the patient, and the risk of contamination of the

27 KSIf KO NB 20R2KNySNITay R a1l Ay o6& LIl adASydaQ of2
28 excretions. [2003]

29 11.Gloves used for direct patient care

30 e must’ conform to currentEU legislation (CE marked as medical glovessfngleuse)' and

31 e should be appropria¢ for the task. [new 2012]

32

9For the purposes of this guideline, the GDG considered bare below the elbow to ni¢avearing false nails or nail
polish; not wearing a wristvatch or stoned rings; wearing shesteeved garments or being able to roll or push up
sleeves when delivering direct patient care and performing hdgmbntamination

" In accordance with currdrhealth and safety legislation (at the timethie pre-publication check ofhe guideline
[December2011):Health and Safety at Work Act 1974, Management of Health and Safety at Work Regulations 1999,
Health and Safety Regulations 2002, Control of Substhlarmful to Health Regulations 2082rsonal Protedte

~ Equipment Regulations 2002nd Health and Social Care Act 2008.

" At the time of the prepublication check of the guideline (December 2011): BS EN 455 Rart¥lddical gloves fasingle
use
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1 12.Gloves mug’' be worn for invasive procedures, contact with sterile sites and riotact skin
2 or mucous membranes, and all activities that have been assessed as carrying a risk of
3 exposure to blood, body fluids, secretions or excretions, or to sharp or contaminated
4 instruments. [2003]
5 13.Glovesmust be worn as singlaise items. They must be put on immediately before an
6 episode of patient contact or treatment and removed as soon as the activity is completed
7 Gloves must be changed between caring for different patients, dedween different care
8 or treatment activities for the same patient. [2003]
9 14.Ensure that ¢pvesused for direct patient careéhat have beenexposed to body fluidsare
10 disposed ofcorrectly, in accordance with current national legislatidror local policies (see
11 section4.2.1.5. [new 2012]
12 15. Alternatives to natural rubber latex gloves mudie available for patients, carers and
13 healthcare workers who have a documented sensitivity to natural rubber latex. [2012]
14 16. Do not use polythene gloves for clinical interventions. [new 2012]
15 17.When deliverng direct patient care:
16 e Wwear a disposable plastic apron if there is a risk that clothing may be exposed to blood, body
17 fluids, secretionsor excretions or
18 e wear along-sleevedfluid-repellent gown if there is a risk of extensive splashing of blood,
19 body fluids, secretionsr excretionsonto skin or clothing. [2012]
20 18.When using disposable plastic aprons or gowns:
21 e use them as singleise items, for one procedure or one episode of direct patient care and
22 e ensure they are disposed of correctly (see sectib.1.5. [2012]
23 19. Face masks and eye protection mitlbe worn where there is a risk of blood, body fhis,
24 secretions or excretions splashing into the face and eyes. [2003]
25 20. Respiratory protective equipment, for example a particulate filter maskust be used
26 when clinically indicated. [2003]

42274 Safe use and disposal of sharps

28 21. Sharpsshould not be passed directly from hand to hand, and handling should be kept to a
29 minimum [2003, amended 2012]
30

JIn accordance with current health and safety legislation (at the tim@epre-publication check othe guideline

[December2011):Health and Safety at Work Act 1974, Management of Health and Safety at Work Regulations 1999,

Health and Safety Regulati®2002, Control of Substances Harmful to Health Regulations P@@sonal Protedte

Equipment Regulations 2002nd Health and Social Care Act 2008.

For guidance see {(¢he time ofthe pre-publication check ofhe guideline December2011)Y Qdnag@ngent ot

KSFEf GKOFNB g6 aiSQ 6HnmMmMOT F@FATFOES FNRY 6606 ORKDPIA2 Fddz

Publications/PublicationsPolicyAndGuidance/DH_126345

'¢ KS dzZLIRF SR NBO2YYSYRIGAZY O2yidtAyad UaKzdzd RethedDBEKSNJI K I
considered that this is not covered by legislation (in accordance with the NICE guidelines manual, 2009).
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1 22.Used needles
2 ¢ mustnot be bent a broken beforedisposal
3 e must not be recapped.
4 In dertistry, if recappng or disassembly is unavoidabla,risk assessmemustbe
5 undertaken and appropriate safety devices should be used. [new 2012]
6 23.Used sharps must be discarded immediately by the person generating the sharps waste into
7 a sharps container conforming to current standartignew 2012]
8 24.Sharps containers:
9 e must’ be located in a safe position that avoids spillage, is ateaght that allows the safe
10 disposal of sharpss away from public access areas argbut of the reach of children
11 e must not” be used for any other purpose thrathe disposal of sharps
12 e must not” be filled above the fill line
13 e must’ be disposed of when théill line is reached
14 e should be temporarily closed when not in use
15 e should be disposed of every 3 months even if not full, by the licensed route in accordance
16 with local policy. [new 2012]
17 25.Use sharps safety devices if a riaksessment has indicated that they will provide safer
18 systems of working for healthcare workers, carers and patients. [new 2012]
19 26.Train and assess all users in the correct use and disposal of slaaghsharps safety
20 devices [new 2012]

4.2215 Waste disposal

22 27.Healthcare waste must be segregated immediately by the person generating the waste into
23 appropriate colour-coded storageor waste disposal bagsr containersdefined asbeing

24 compliant with current national legislatiofl and local policies. [new 2012]

25 28.Healthcare waste must be labelled, stored, transported and disposed of in accordance with
26 current national legislatiofi and local policies. [new 2012]

27 29. Educate patients and carers about the correct handling, storage and disposal of healthcare
28 waste. [new 2012]

™ At the time ofthe pre-publication check ofhe guideline (December 2011): UN3291 and BS 7320

" For guidance see {(¢he time ofthe pre-publication check ofhe guideline Pecember2011)Y Q{FFS YIyl3SyY$§
KSIftGKOFINBS 61 adSQ onHnmmMOT | @FLAELFOES FNRY 666 PRKOPI2 Fddz
Publications/PublicationsPolicyAndGuidance/DH_126345
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4.2.2 Longterm urinary catheters

4.2.21 Education of patients, their carers and healthcare workers

3 30. Patients and carers should be educated about and trained in techniques of hand

4 decontamination, insertion of intermittent catheters where applicable, and catheter

5 management before discharge frotmospital. [2003]

6 31.Community and primanhealthcare workeramust be trained in catheter insertion, including
7 suprapubic catheter replacement and catheter maintenance. [2003]

8 32. Follow~up training and ongoing support of patients and carers should be avaddbr the

9 duration of longterm catheterisation. [2003]

4272 Assessing the need for catheterisation

11 33.Indwelling urinary catheters should be used only after alternative methods of management
12 have been considered. [2003]

13 34.¢KS LI GASydQa O erkaftidnGHodld bg rEviewed feguiddly @rd th& Birdary
14 catheter removed as soon as possible. [2003]

15 35. Catheter insertion, changes and care should be documented. [2003]

42163 Catheter drainage options

17 36. Following assessment, the best approach to catheterisationtttakes account of clinical
18 need, anticipated duration of catheterisation, patient preference and risk of infection should
19 be selected. [2003]
20 37.Intermittent catheterisation should be used in preference to an indwelling catheter if it is
21 clinically approprate and a practical option for the patient. [2003]
22 38. Offer a choice of either singkeise hydrophilic or gel reservoir cathetefer intermittent
23 self-catheterisation [new 2012]
24 39. Select the type and gauge of an indwelling urinary cathebarsed on an assessment of the
25 LI GASYy(Qa AYRAGARZ f OKINFOGSNRAGAOAZ AYyOf
26 e age
27 e any allergy or sensitivity to catheter materials
28 e gender
29 ¢ history of symptomatic urinary tract infection
30 ¢ patient preference and comfort
31 e previous catheter history
32 e reason forcatheterisation [new 2012]
33 40.In general, the catheter balloon should be inflated with 10 ml of sterile water in adults and
34 3¢5 mlin children. [2003]
44
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[E

41.In patients for whom it is appropriate, a catheter valve may be used as an alternative to a
2 drainage bag[2003]

4.2.834 Catheter insertion

4 42. All catheterisations carried ouby healthcare workersshould be aseptic procedures. After

5 training, healthcare workersshould be assessed for their competence to carry out these

6 types of procedures. [2003]

7 43. Intermittent self-catheterisation is a clean procedure. A lubricant for singpatient use is

8 required for nontlubricated catheters. [2003]

9 44 For urethral catheterisation, the meatus should be cleaned before insertion of the catheter,
10 in accordance with local guidelines/policy2003]
11 45. An appropriate lubricant from a singl@ise container should be used during catheter
12 insertion to minimise urethral trauma and infection. [2003]

42135 Catheter maintenance

14 46. Indwelling catheters should be connected to a sterile closed urinary drainagtesy or

15 catheter valve. [2003]

16 47.Healthcare workershould ensure that the connection between the catheter and the

17 urinary drainage system is not broken except for good clinical reasons, (for example

18 OKIy3aAy3a GKS o613 Ay fAYyS datoasK[20DKS Y I ydzF I O «
19 48. Healthcare workersnust decontaminate their hands and wear a new pair of clean, non

20 A0SNAES FIt20Sa 0STF2NB YIFyALMdz FaGAy3a | LI GAS)y
21 after removing gloves. [2003]

22 49. Patients managing their own caeters, and their carers, must be educated about the need

23 for hand decontaminatiofl before and after manipulation of the catheter, in accordance

24 with the recommendations in the standard principles sectiosetion4.2.1). [2003,

25 amended 2012]

26 50. Urine samples must be obtained from a sampling port using an aseptic technique. [2003]

27 51. Urinary drainage bags should be positioned below the level of the lnlexd and should not

28 be in contact with the floor. [2003]

29 52. A link system should be used to facilitate overnight drainage, to keep the original system

30 intact. [2003]

31 53. The urinary drainage bag should be emptied frequently enough to maintain urine flow and

32 prevent reflux, and should be changed when clinically indicated. [2003]

°¢KS GSEG Wt
RSO2y il YAYLI
2003 guideline.

i & terg,lanf ithaircafeds, mukt Behedlcated gboubthelnée8 for hand

Sy
2yXQ KFa NBLXIFOSR W/ INBNBR FyR LI GASyGa Y

A
A
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1 54. The meatus should be washed daily with soap and water. [2003]

2

3 55. To minimise the risk of blockages, encrustations and cathedssociated infections for
4 patients with a lorg-term indwelling urinary catheter:

5 ¢ develop a patientspecific care regimen

6 ¢ consider approaches such as reviewing thequency of planned catheter changes and
7 increasing fluid intake

8 e document catheter blockage [new 2012]

9 56. Bladder instillations owashouts must not be used to prevent cathetaissociated

10 infections. [2003]

11 57.Catheters shoylpl be crlanged onlvahen cIipicaIJy necessary or acAcordving to the

12 YI ydzfF I O dzZNBENRa OdzZNNBEY U NBOZ2YYSYRIUAZYad W@H/J
13 58 When changing catheters in patients thi along-term indwelling urinary catheter:

14 ¢ do not offer antibiotic prophylaxis routinely

15 ¢ consider antibiotic prophylaxisfor patients who:

16 T have ahistory of symptomaticurinary tract infectionafter catheter change or

17 i experience traumaduring catheteristion. [new 2012]

14.2.3 Enteral feeding

4211 Education of patients, their carers and healthcare workers

20 59. Patients and carers should be educated about and trained in the techniques of hand

21 decontamination, enteral feeding and the management of the administration syatbefore
22 being discharged from hospital. [2003]

23 60. Healthcare workershould be trained in enteral feeding and management of the

24 administration system. [2003]

25 61. Follow-up training and ongoing support of patients and carers should be available for the
26 duration of home enteral tube feeding. [2003]

422872 Preparation and storage of feeds

28 62. Wherever possible prgpackaged, readyo-use feeds should be used in preference to feeds

29 requiring decanting, reconstitution or dilution. [2003]

30 63. The system selected should require nmmal handling to assemble, and be compatible with

31 0KS LI GASYGQa SyGdSNrf FSSRAYy3I (GdzooSd wHnnob
32 64. Effective hand decontamination must be carried out before starting feed preparation.

33 [2003]

P At the time ofthe pre-publication check othe guideling(December2011), no antibiotics have a UK marketing
authorisation for this indication. Informed consent should be obtained and documented.

9 The GDG defined trauma as frank haemattolbowing catheterisation or two or more attempts of catheterisation.
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1 65. When decanting, reconstituting or diluting feeds, a clean working ahould be prepared
2 and equipment dedicated for enteral feed use only should be used. [2003]
3 66. Feeds should be mixed using cooled boiled water or freshly opened sterile water and a no

4 touch technique. [2003]

5 67.CSSRA aK2dZA R 0S aG2NBR I O0O2NRAYy3 (2 GKS YI
6 food hygiene legislation. [2003]

7 68. Where readyto-use feeds are not available, feeds may be prepared in advance, stored in a

8 refrigerator, and used within 24 hourg2003]

4.2.323 Administration of feeds

10 69. Use minimal handling andraaseptictechnique to connect the administration system to the
11 enteral feeding tube. [new 2012]

12 70. Readyto-use feeds may be given for a whole administration session, up to a maximém o
13 24 hours. Reconstituted feeds should be administered over a maximuhodr period.

14 [2003]

15 71. Administration sets and feed containers are femgleuseand must be discarded after each
16 feeding session. [2003]

4.2Bi4 Care of insertion site and enteral feeding tube

18 72.The stoma should be washed daily with water and dried thoroughly. [2003]

19 73.To prevent blockages, flush the enteral feeding tube before and after feeding or

20 administering medications using singigse syringes or singlpatient-use (reusablepyringes

21 FOO0O2NRAY3I G2 0GKS YIydzZFIl OGdzNBNRa AyaidNHzOGRA 2
22 e freshly drawntap water for patients who are not immunosuppressed

23 ¢ either cooled freshly boiled water or sterile water from a freshly opened container for

24 patients who are immunosuppressednew 2012]

28.2.4 \Vascular access devices

42261 Education of patients, their carers and healthcare workers

27 74.Before discharge from hospital, patients and their carers should be taught any techniques
28 they may need to use to prevent infection and safely managesscular accesdevicée

29 [2003, amended 2012]

30 75. Healthcare workersaring for a patient witha vascular access devicghould be trained,

31 and assessed as competelin using and consistently adhering to the infection prevention
32 practices described in this guideline [2003, amended 2012]

" The updated recommendation contailvascular access device' rather than 'central venous catheter'. This change has
been made because peripherally inserted catheters were included in the scope of the guideline update.
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[E

76. Follow~up training and support should be available to patients wittvascular access
2 devic€ and their carers [2003, amended 2012]

4.2.82 General asepsis

4 77.Hands must be decontaminated (see sectidiR.1.2 before accessing or dressing a vascular
5 access devicgnew 2012]
6 78. An aseptic technique, such as Aseptic Non Touch Technique (ANTiust be used for

\I

vascular access device catheter site care and when accessing the system. [new 2012]

4.2.83 Vascular access device site care

9 79. Decontaminate the skin athte insertion site with chlorhexidine gluconate in 70% alcohol
10 before inserting a peripheral vascular access device or a peripherally inserted central
11 catheter. [new 2012]
12 80. Use a sterile, transparergemipermeablemembrane dressing to cover the vascular ass
13 device insertion site. [new 2012]
14 81.Consider a sterile gauze dressing covered with a sterile transparent semipermeable
15 membrane dressin@nly if the patient has profuse perspiration, or if the vascular access
16 device insertion site is bleeding or oozinkj.a gauze dressing is used:
17 e change it every 24 hourgyr sooner if it is soiledand
18 e replace it with a sterile transparent semipermeable membrane dressing as soon as possible.
19 [new 2012]
20 82. Changehe transparent semipermeable membrane dressing coveragentral venous
21 access device insertion site every 7 days, or sooner if the dressing is no longer intact or
22 moisture collects under it. [2012]
23 83. Leavethe transparent semipermeable membrane dressing applied to a peripheral cannula
24 insertion sitein situ for the life of the cannula, provided that the integrity of the dressing is
25 retained. [new 2012]
26 84 Dressings used on tunnelled or implanted central venous catheter sites should be replaced
27 every 7 days until the insertion site has healed, unless there is an irtthogto change them
28 sooner [2003]
29 85. Healthcare workershould ensure that cathetesite care is compatible with catheter
30 materials (tubing, hubsinjection ports, luer connectors and extensions) and carefully check
31 O2YLI GAOAT AlE g A G KmmeKdations 20T | OG dZNBENN& NB O2
32 86. Decontaminate the central venous catheter insertion site and surrounding skin during
33 dressing changes using chlorhexidine gluconate in 70% alcohol, and allow to air dry.
34 Consider usin@n aqueous solution of chlorhexid®y 3f dzO2y | 40S AF (GKS Y
35 recommendations prohibit the use of alcohol with their catheter. [2012]
36 87.Individual sachets of antiseptic solution or individual packages of antiseptipregnated
37 swabs or wipes should be used to disinfect the dressirtg.42003]

48

Draft for prepublication



Infection prevention and control (partial update)
Guideline summary

4.2.44 General principles fomanagement of vascular access devices

2 88. Decontaminate the injection port or vascular access device catheter hub before and after
3 accessing the system using chlorhexidine gluconate in 70% a]pﬁl@sidemsingan
4 I ljdz§2dza az2fdziAz2y 2F OKf 2NKSEARAYS 3f dzO2yil i ¢
5 prohibit the use of alcohol with their catheter. [new 2012]
6 89. In-line filters should not be used routinely for infection prevention. [2003]
7 90. Antibiotic lock solutionsshould not be used routinely to prevent catheteelated
8 bloodstream infections (CRBSI). [2003]
9 91. Systemic antimicrobial prophylaxis should not be used routinely to prevent catheter
10 colonisation or CRBSI, either before insertion or during the use of amnenous catheter.
11 [2003]
12 92. Preferably, a single lumen catheter should be used to administer parenteral nutrition. If a
13 multilumen catheter is used, one port must be exclusively dedicated for total parenteral
14 nutrition, and all lumens must be handled witthe same meticulous attention to aseptic
15 technique. [2003]
16 93. Preferably, a sterile 0.9 percent sodium chloride injection should be used to flush and lock
17 catheter lumens. [2003]
18 94. When recommended by the manufacturer, implanted ports or openredded cathete
19 lumens should be flushed and locked with heparin sodium flush solutions. [2003]
20 95. Systemic anticoagulants should not be used routinely to prevent CRBSI. [2003]
21 96.LFT ySSRfSftSaa RSPAOSA INB dzaSR> (GKS YI ydzFl
22 needlelesscomponents should be followed. [2003]
23 97.When needleless devices are usdtkalthcare workersshould ensure that all components
24 of the system are compatible and secured, to minimise leaks and breaks in the system.
25 [2003]
26 98.When needleless devices are usedegthisk of contamination should be minimised by
27 decontaminating the access port with either alcohol or an alcoholic solution of chlorhexidine
28 gluconate before and after using it to access the system. [2003]
29 99.1n general, administration sets in continuous useed not be replaced more frequently
30 than at 72hour intervals unless they become disconnected or a cathetelated infection is
31 suspected or documented. [2003]
32 100. Administration sets for blood and blood components should be changed every 12 hours,
33 oraccdNRAY3A (2 GKS YIydzZFI OddzNBENRa NBO2YYSYRI ()
34 101. Administration sets used for total parenteral nutrition infusions should generally be
35 changed every 24 hours. If the solution contains only glucose and amino acids,
36 administration sets in continuous uséo not need to be replaced more frequently than
37 every 72 hours. [2003]
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Guideline summary

102. Avoid the use of multidose vials, in order to prevent the contamination of infusates. [new
2012]

Key research recommendations

The following research recommendations #neseprioritisedby the GDG. Additional
recommendations have been made and are detailed withincthepters

Standard principle®f infection prevention and control

1. What are the barriers to compliance witthe standard principlesof infection prevention and
control that patients and carers experience in their own homes?

Handdecontamination

2. When clean running water is not availahlevhat is the clinical and cost effectiveness of using
wipes, gels handrubsor other products to remove visible contamination?

Intermittent urinary catheters catheter selection

3. Forpatients performing intermittent selfcatheterisation over the long term, what is the clinical
and costeffectiveness of singleise norrcoatedversussingleuse hydrophilic ersus single-use
gel reservoirversusreusable non-coated catheterswith regard to the following outcomes:
symptomatic urinary tract infections, urinary tract infectioassociated bacteraemia, mortality,
patient comfort and preference, quality of life, and clinical symptoms of urethral damage?

Indwelling urinary catheterscatheter selection

4. Forpatients usinga long-term indwelling urinary catheter what is the clinical and cost
effectiveness of impregnatedersushydrophilic versus silicone catheterén reducing
symptomatic urinary tract infections, encrustations and/or blockages?

Indwelling urinary cathetersantibiotic prophylaxis

5. When recatheterising patientsvho havealong-term indwelling urinary catheter what is the
clinical and cost effectiveness @ingledose antibiotic prophylaxis in reducing symptomatic
urinary tract infections in patients with a history of urinary tract infectioressociated with
catheter chang®

Vascular access deviceskin decontamination

6. What isthe clinical and cost effectiveness @Pochlorhexidinein alcohol \ersus 0.5%
chlorhexidine in alcohol grsus 2%chlorhexidine aqueous solutionarsus 0.5%chlorhexidine
aqueous solutiorfor cleansing skink{efore insertion of peripheral vascular accesevices
[VAD$ and during dressing changes of all VADs)yeducingVAD relatedbacteraemia and VAD
site infections?
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Infection prevention and control (update)
Standard Hnciples

Standard Principles

Introduction

The updated review question in this chapter is:
e Education of patients, carers and healthcare workers.

The new review question in this chapter is:
e Patient information about handecontamination

This chapter introduces hardkecontamination personal protective equipment (PPE) and sharps.
Several new questions and updates are included in the l@edntamination PPE and sharps
chapters. Key healthnd safety legislatior’*®®**has also been considered when drafting these
recommendations.

The GDG considered the additiohthe patient information handiecontaminatiorreview question
in this update as a key area paramount to patient safety. This is also an area where there is variation
in practice and important equality issues were identified.

The GDG has prioritiseédree recommendatios in this chapter as a key priority for implementation,
seesectionsb.2.1.1and5.2.2.4

Standard Principles provide guidance on infection control precautions that should be applied by all
healthcare workers to the care of patients in community and primary care settings. These
recommendations are broad principles of best practice and are not detailed procedural protocols.
They need to be adapted and incorporated into local practice guidelines.

Education of patients, carers and their healthcanerkers

To improve patient outcomesnd reduce healthcare costs, it is essential that everyone providing
care in the community is educated about hand decontamination, the appropriate use of gloves and
protective clothing, and the safe disposal of sharps. Adequate supplies of soap, altdntioirels

and sharps bins must be made available wherever care is delivered and this may include providing
healthcare workers undertaking home visits, with their personal supply. Patients and carers should
request that healthcare workers follow these priples”.
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Standard Principles

The following recommendations have been updated based on the evidence reviewed in the standard
prindples chapters for hand hygiene, personal protective equipment and the safe use and disposal of

sharps in chapters 6, 7

Recommendations

Recommendations

Relative values of differen
outcomes

Trade off between clinical
benefits and harms

Economic considerations

Quiality of evidence

Other considerations

Draft for prepublication

and 8, respectively.

1. Everyone involved in providing care should be:
¢ educated about the standard principles of infection prevention and
control and
¢ trained in hand decontamination, the use of personal protective
equipment, and the safe use and disposal of sharpz012]
¢KS D5D KIFI@®S RRSR alyR GKS al ¥S
The safe use of sharps is very important as identified from the evidence of
sharps review question (see secti8i.1.4. Although no specific review
guestion was asked for this recommendation, the review questions for sha
safety devices feed into this recommendation.

The GDG wish to emphasise the safe use of sharps, and want to mtheas
awareness of safe sharps use and reduce injuries.

The clinical benefit from education about standard principles (hand
decontamination personal protective equipment and sharps) would lead to
decreasechealthcareassociatednfections, sharps injuries and a better
understanding of why standard principles are important.

Potential harms could be from poor or inaccurate education and therefore |
important to consider how this education should be delaa see als®.4.1.4

The use of sharps safety devices in seclighl.4concludes that sharps
injuries were still occurring despite safety devices being introduced asd th
waslinked to a laclof, or ineffective training. GDG consensus was that
without adequate education sharps injuries will continue to be a problem.

Hand decontamination products, PPE and sharps disposal equipment are
designed to reduce the transmission of microorganisresveen healthcare
workers, patients, and the environment. Healthcare workers should be
educated about the proper use of such materials in order to properly perfol
their job. Any small increase in time or resource use is likely to be outweig|
by a redued rate of infection and injury.

See also the review questions in chapaegarding safe use of sharps.

No RCTs were identified for safetgedle devices, but several observational
studies were identified. These studies had several limitations and were all
low quality.

Minor changes made frot KS 2 NA IAY I WEODESYSYR
has been removed from theecommendation as the GDG considered that th
may be confusing and may be interpreted as not including GP surgeries ar
care home. The safe use of sharps has been reviewed in the sharps dBapt
The GDG have prioritised this recommendation as a key priority for
implementation as they considered that it has a high impact on outcomes t
are important to patients, has a high impact on reducing variation in care a
outcomes, leads to a more efficieuse of NHS resources, promotes patient
choice and means that patients reach critical points in the care pathway m
quickly. See sectiof.1for further details
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N

. Wherever care is delivered, healthcare workers mtisave
available appropriate supplies of:
materials for hand decontamination
sharps containers
Recommendations personal protective equipment[new 2012]

Relative values of differen The GDGhale RRSR G LISNE 2yt LINRPGSOGABS
outcomes that must be provided.

The most important outcome is to protect healthcare workers from health ¢
associated infections and prevent cross contamination of infections from
patient to patient.

Trade off between clinical Healthcare workers are required by law to be provided with appropriate

benefits and harms supplies of hand decontamination products, PPE and sharps disposal
equipment (Health and Safety at Work Act 1§Mealth and Safety
Regulations 2002 Control of Substances Harmful to Health Regulations
2002""° Management of Health and Safety at Work Regulations 3998alth
and Social Care Act 2088
This recommendation complies to current legislation and safeguards
individuals from the risk, or any increased risk, of being exposed to heakh
assocﬁsi?ted infections or of being made susceptible, or more susceptible, tc
them.

Economic considerations Hand decontamination products, PPE and sharps disposal equipment are
designed to reduce the transmission of microorganisms between healthcai
workers, patients, and the environment. Healthcare workers musgpioided
with the materials necessary to properly perform their job. Where healthcai
workers are not currently provided with appropriate supplies, this
recommendation may be associated with an implementation cost.
Noncompliance with this recommendation snae associated with costs in thi
form of fines or litigation.

Quality of evidence See sharps waste disposal chapter, which refers to Safe Management of
Healthcare Wasté®
No specific clinical evidence review was applicable for this recommendatio
However, evidence was reviewed for effectiveness of different types of glo
and gowns versus aprons in the personatpctive equipment chapter.

Other considerations The updated recommendation includes supplies of gloves and PPE. The te
WYdzaiQ Aa dzaSR Fa Ad Aa O20SNBR o
1974 Health and Safety Regulations 2(foRontrol of Substances Harmful to
Health Regulations 2002° Management of Health and Safety at Work
Regulations 1999Health and Social Care Act 26208n line with the guidance
from the NICE Guidelines Manual (2008
The GDG have prioritised this recommendation as a key priority for
implementation as they considered that it has a high impact on outcomes t
are important to patients, has a high impact on reducing variatioraie and
outcomesand promote equalitySee sectiod.1for further details.

®* In accordance with current healtnd safety legislation (at the time tife pre-publication check othe guideline

[December2011): Health and Safety at Work Act 1974, Management of Health and Safety at Work Regulations 1999,
Health and Safety Regulations 2002, Control of SubstancesfidaoniHealth Regulations 2002, Personal Protective
Equipment Regulations 2002nd Health and Social Care Act 2008.
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8.2.2 Review question

2 What information do healthcare professionals, patients and carers require to préeatihcare
3  associatednfections in primary and community care settings?

5.2.241 Focus of the review:

The review aimed to inform the GDG about what information should routinejyrbeided to
patients andcarers to prevenhealthcareassociatednfections. Hanadlecontaminatiorwas
acknowledged to be simple, yet extremely effective and necessary for the preventimalktficare
associatednfections. Hence, the GDG decided to ptisé the information needs of patients and
carers regarding their own harkcontaminationand healthcare worker handecontaminationfor
the purposes of this review.

O OV o~NO O

11  See Evidence tabl®.11, Appendix G

5.2122 Evidence reviewed

13 Qualitative studies (focus grpudiscussions, interviews), surveys and observational studies

14 S@Ffdzr iAy3a LI GASYy(GaQ LISN@ShthmingtignandpaiicatibidRm y 3 <l K
15 health care worker handecontaminationwere included in the review. The findings were analysed

16 and themes which emerged consistently were noted and are preseifitgdnty two studies were

17  included in this review.

18 The review included studies looking at different populations and settings, inglaigveloping

19 countries This contributes to the strength as well as the limitations of the quality of evidence.

20 Including information from indirect settings and populationay limit the applicability of the

21 findingsto patients cared for in the commumitin the UKHowevermanythemeswere consistent

22  irrespective of these differencesnd therefore will also most likely be applicable to the B&me of

23 the included qualitative studies are of good quality and report in detail the sampling strategies,
24  methods used and the analysis. Some studies have poor sampling strategieisl ant réport

25  verification of results or triangulation of findings with participants. Details of methods and analysis
26  werealso not provided. The qualitative studies using intendemd focus group discussions may be
27  in general, at risk of responder bias as people may give responses depending on thedgnfeNi &
28  status, style ofjuestioning andhe associatedircumstances. Also, studies which used structured
29 observations may be aisk of observer bias as people may behave differently vihey areaware

30 of being observed.

31  Among the surveys included, some do not report validation and piloting of questionnaires.

32 Details about the quality and applicabilthat are specific to the themes found adecumented
33 alongside the themem Table6.
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Table6: Summary of findigs and study quality

No. of studies
and study
design

4 x Survey
80,163,195,204

1 x Cohort
study™®

1 x [Survey
+|nterview:}33
1 x [FGD
+Interviews {°
1 x Telephone
survey??®

1x survey>

1 x Telephone
survey**®

3 x [Survey

+Interviews
]33,207,256

1x Surveﬁ52

1 x [Structured
observations
+Interview +
FGDF*

Themes and supporting evidence

1. General perceptions about hand washing

1.1 Hand washing is widely believed to be effective in preventing infection (including MRSA,
healthcareassociatednfections, flu outbreaks and wound care):
o MRSAMore than 80% inpatients [Uf?] members of the public and people who had MRSA in
[Ireland]'** understood hand washing is effective in reducing transmis&loH
« Inpatients: 95% realised that hand washing was importanptevent HCAI [UK & USA}® and
98.7% of patients with wounds realised that that hands should be washed before the dressinc

changed [USAP*

¢ Flu prevention:More than 80% members of the public thought hand washing was an effective
prevention measure for flu [UKf, and swine fler®, although only28.1% reported washing their
hands more than usual because of swine flu [&FK]

¢ More than 90% of participants perceived hawdshing as an effective measure to prevent H1N1

(avian flu) infection [Koredf®

1.2 Perceived efficacy of washing hands is associated with hand washing:

¢ Perceived effectiveness of hatwehshing was positively correlated (p=0.002) widtnd-washing
frequency [Koreéfs, and actually washing hands more regularly (odds ratio 1.8.Q5%5b to 2.2)

[U K1226

1.3 Variation in preferenceor alcohol gels and hand rubs
e Hand wipes (82% of inpatients,[])'ﬁ, sap and water (54.3% qfarents in A&, U§)52were the

preferred options .

« Rinse free alcohol gel was well received (children and teachers L8&ps of inpatients would use

it for themselves [UK}"".=

o After testing alcohol foam, wet cloth with antiseptic, alcohol wipes, bowl! of soapy water and
followed by a mobile sink, the mean satisfaction scoreafoohol foam was slightly higher than
others (unclear whether this difference is significant, statistically or clinically). Alcohol foam ar
bowl of soapy water was equally preferred as the first option by ethnic minority groups (Hindu

Muslims)[UK].**°

Draft for prepublication

Commentson limitations , indirectness,
consistency, and other considerations

Limitations: Two studies had poor sampling
strategies (norrandom sampling or
convenience based sampling was us®
Validation of qustionnaires and verification of
analysis was not reported in any of the surve)
80,163,195,204

IndirectnessAll studies were not conducted in
the target population or settings, and not
conducted with the objectives of finding out
what information is required by patients. 3
studies were conducted during flu outbreaks

175.195.2269nd 3 anong inpatients™>#%%%*

Consistent themes emergedrass different
settings and populations

Indirectness: Both surveys were conducted tc
investigate perceptions during flu
outbreaks'*>*%°

Consistency: Both UK andri€an studies
showed the correlation.

Limitations: Small sample size and poor
sampling strategy in one study (non random
sampling?).

One study was at high risk of bias as patients
were asked their preference after using all the
products once at the bedside. This nragt be
indicative ofactual preference over time. Also,
two of the products compared could not be
used by some patien@6

Indirectness: Studies were inditdn terms of
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population and setting (conducted among
inpatients in hospitals)

1 x [Survey 1.4 Lack of accessibility of hand washing facilities, alcohol gels and hand:rubs Limitations: Small sample size, Non random
q 3 . ) q
+Interviews ¢ 5504 reported not having been offered facilities to wash/cleands during current hospital stay Methods of sampling used; Responder bias n
[UK]}* have occurred as interviews were conducted

HCW. Indiect population (inpatients§®
2. Factorsmotivating people to wash their hands
HdM CSSfAYy3I 2F GRA&AIAdzZAGE S dzadzZrftfe& NBEIFIGSR G2 O2y il YAYLFGA2Yy S RAN

4 x [Structured Amongstudies done mostly in mothers, disgust was associated with: Limitations:Poor sampling strategies
observations e02RAf & TtdzARa 2NJ SEONBYSydY 2a%dK2 NiRiveldd NSk (convenience based sampling/ noandom
+Interview + (mothers, India® sampling)®**°No details of verification of
4,56,130,231 . ’ . ; v . . i i i
FGD] ePAEAOE S RANI 2y KIyR&aY dirh[Botswadal™ 2 dzNJ Kt Yy R& ¢ ;fjgilteior triangulatienireportediin any of the
e unpleasantsmelld 2 yRQG 6 yi GKS ad0Syd 2F GKEFG GKRy= =~ . .
G6KSYSHBSNI LQBS KIR | OAMI NBGGS od L 6F&K Indirectness: Two studies were conducted in
) o o , 3 . N developing countried®**°2 studies were
e unpleasy U ¥ SASVf]ﬁg\' y3 2y KlyRay aooed L R2YyQl 20037Ni ¢ongucted in the UK and were also indirect in
aatAOlAysadezw. 2taglhyl s terms of populationschool childrefi™,
mothers™).
Consistency: Disgust as a motivator of hand
washing was consistent across different
settings (countries), and populatiofshildren,
adults)
2 x [Structured 2.2 Responsibility: not wanting to passndo others, and a responsibility of protecting others Limitations: Poor sampling strategies
observations o Worried about passing it to others> 90% of members of public, patients who had MRSA and v (convenience based sampling/non random
+Interview + worried about passing it to their familie¥” sampling)”~"No details of verification of
4,56 . . .
FGDﬁ ¢ Looking after (protecting) othersThis hcludes mothers who want to protect their babies and res(ljj_lts O TG MEpEntEd) 1 2y EF i
1x [FG_D - children against infectioi**®and also the wider, members of the general public expressed a w stu. I€s. o _
+Interviews | sense of responsibility to protethe healthof#2 i KSNE Q A'Y a2 O0ASdGe ¢! ° Indirecness: 1 review included studies from
1 x Survelf® developing countried
ConsistencyConsistent themes emerged
across different settings and populations
1x Surve§75, 2.3 Perceived themselves (or others) to be susceptible to infections Limitations: The frequency of hand washing
1 x [Structured s Handwashing was associated with perceived susceptibififjoinfection(p=0.001).[university ~ Was self reported, which may be different fror
observations students, Koredf®, (Adjusted OR 1.5, 95% CI 1.3.t8)[general public, UK 2008f actual practice”™

Hnterview + eMAIKGSYSR 2F Y2NB 3ISNXYa 3I2Ay3I | 6 Zddiy 2Xi KiSG IndirectnessStudies in condcted among
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FGD'] 2003]>*

1 x Telephone
survey?®

3 x [Structured 2.4 Believed or understood that it is important in prevention of Infection

observgtions e Associated with infection getting worse with hand washing not practiced before certain activ
+interview + e.g. washing hands after going to the toilet while having diarrhoea and before eating. [moth

FGD**#* UK 2003f*
e Y2 L R2y QG 38% AtfQ 0, SFENIH OKAfRO

4,236

2 X Surve ¢ Not washing hands was associated with spreading dis€asgscholera and diarrhoea) to
children[mothers, Uganda, Ghana 200r§]

¢ Hands should be washed before dressing is changed (98.7% of public) [USﬁ?"ZOO?]

e hand washing was considered very important after touching infected(8ki%) after
coughing/sneezing (7996°

3. Patient perceptions and experience of participation in healthcare worker hand
decontamination

3.1Perceptions and experience of patients regarding their own participation in improving HCW

compliance with handdecontamination

4 x Survey There were variations in studies about whether patients were comfortable or likely to ask doctor
81,151,153,273 nurses to clean their hands:

1 x Cohort o  79% of inpatients reported being likely to ask, wjttunger patients (mean age 42) more so thi
study™>® older patients (mean age 60) [U¥]

1 x [Survey e About 60% of patients, with or without MRSAd not try to ask a medical personnel to wash
+Interviews{"”’ their hands even once sintkeir last stay in hospital [UK}?

e less than half of members in the public felt comfortable in asking [Switzetfahd]

e less than half of patients reported feeling comfortable in asking in one studyz[ﬁsm]t 68% of
patients were comfortable in another [U]Rﬂ. The % of actually asking when haalised are
much lower (5%), and patients who are more comfortable are more likely to ask.fGSA]

e 94% of inpatient had not asked their nurse or doctor; 53% trusted that the HCWs would hay
already cleaned their hands [UK]

3.2 Factors affecting patient participation in implementationf handdecontaminationamong

healthcare workers:

4 X Believing that it is alright to ask based on eaagement from HCW, presence of reminders, or
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mothers and child carer¥ in flu outbreak
situations®***** and in Kored®

Consistency: Consistent themes emerge in sy
of differences

Limitations:Poor sampling strategiésse of
convenience based sampling or rcandom
sampling strategies}"*°Small sample siZ&
IndirectnessStudies were conducted among
mothers and child carer¥ and in developing
countries.”®

ConsistencyConsistenthemesemerge in sjie
of differencesn population and settings.

Limitations: Validation of questionnaire and
verification of findings not reported in any of
the Surveysﬁl,lf)l,153,273

IndirectnessAll studies were conducted in
acute care settings among inpatierits>>2°"2"

Limitations:Validation of questionnaire and
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Survey®®*1%% observing similar behaviour in other patients encourages participants, for example: verification of findings not reported in any of
1 x [Survey e An explicit invitation from a HCWicreased the intention to ask a physician from 29t8967.8% the surveys®®**+%one study at risk of
+Interviewsf"”’ of respondents; (p<.001) arthe intention to ask a nurse from 34.0% to 82.5%; (p<.001) responder bias as interviews were conducted
[inpatients, Switzerland]™* by HCW*!
e instructed by a doctor to do so [UR Indirectness: Indiredn terms of population

and settings (conducted in acute care setting:

staff wearing badges saying it was OK, letters from their surgeon or ward manager to be . .
© g g ying g g among Inpa,“entsfs,sl,151,153,207

encouraging to be able to ask staff to wash their hands, posters on & walie than 50%
inpatients [UK]Bl

e Observeddther patients doing the same (about 65% of inpatients,.%K)

o Respondents reported that they were more likelyask a nurse or doctor to clean their hands i
they were given a bottle of hand rub by the hosp[tak]*®’

e Intentionto ask healthcare workers about handwashia@n important factor in actually askjn
abouthand washing (covariance 0.36, p<0.05‘f)

3 x Survey Profession or seniority dfiealthcare workers (HCW Validation of questionnaire and verification of
P68L 15t There are variations whether one group of Ha&W more likely to be asked than others: findings not reported in the survey§®*!
1 x Cohort « The number of participants who reported themselves comfortable or willing to ask about ha IndirectnessAll studies were indirect to the
study **° washing were similar or slightly more (a few percentage points) for nem@pared to doctors ~ target population and settings (conductenl
1 x [Survey [UK®?] even after explicit encourageent to do so [Switzerlandf* acute care settings among inpatients)
+interviewsf”” \ost patients (about 76%yere not comfortable in asking nurse or doctors to wash their han

[Switzerland]"*

e Studert nurses, trained nurses, venepuncturists and healthcare assisteares more likely to be
asked to wash their hands; Surgeons, junior doctors, physiotherapists and porters were mo
likely never to be asked to wash their harjt&}®*

o Of the patients who did ask, 141 (90%) asked nurses and 50 (32%) asked physicians whett
had washed their hands [USA]

2 X Surve?f”“_’3 Knowledge about infections, previous hospital admissions, histofynfections Validation of questionnaire and verification of
1 x Cohort « Patients would be more willing to ask healthcare workers whether they have washed their  findings not reported in the survey8"**
study™ if they were lessinxious about asking hospital stafid had prior hospital admissioju<f*° or Indirectness: All studies were indirect to targe
hada historyof MRSA infection [UK population and settings (conducted in acute
e Thereisa Esossible relationship between knowledge and asking about hand washing (covar Care settings among inpatients)
0.06) [UK;

e 57% asked after reading a patient education brochure on hand washing.J[fﬁSA]
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Infection prevention and contidpartial update)

Standard Principles

Economic evidence:

No economic evidence was identified.

Recommendations:

Recommendations

Relative values of differen
outcomes

Trade off between clinical

benefits and harms

Economic considerations

Quality of evidence

Other considerations

Draft for prepublicaton

3. Educate patients and carers about:

¢ the benefits of effective handlecontamination

¢ the correct techniques and timing of hand decontamination

¢ Wwhen it is appropriate to use liquid soap andater or handrub

¢ the availability of hand washing and decontamination facilities

e GKSANI NRES AY YFIAYyUlIAYyAy3 &
decontamination [new 2012]

The reduction ohealthcareassociatednfections through increased
awareness and practice of hadeécontaminationis important. The
involvement of patientd y G KSANJ 26y | yR KSIf (K
decontaminationin healthcare settings will be likely to contribute to better
practice of handiecortamination.

Patient education has the potential to improve awareness and encourage |
decontaminationcompliance which may result in fewbealthcareassociated
infections. The potential clinical harms are minor (skin irritation, perceived
inconvenience) and are outweighed by the potential benefits.

The GDG discussed patient education in the context of routine healthcare
practice. It wagxpected that any impact on time and resource use would b
minimal and would likely be offset by a reduction in infections.

Evidence was obtained from a wide range of study designs, ranging from |.
scale surveys to qualitative stwdi using interviews, focus groups, and
structured observations.

There are limitations (such as indirectness of populations) in the evidence.
Most studies were not designed to identify the strength of association
between knowledge, attitude or perceptiorbaut handdecontaminationin
affecting behaviours.

However, the themes which emerged about the perception and factors whi
encourage or discourage hanécontaminationare consistent across settings
and populations, increasing the confidence that theseihgs are applicable
to patients in the community.

The GDG considered equality issues, in particular, language and disability
example, lack of mobility and cognitive impairment in the implementation o
this recommendation. Langge barriers should not be a reason for non
provision of information. The GDG also considered that additional support
be required for patients and carers with learning difficulties.

The GDG also discussed that there might be concerns about usingubandr
that contain alcohol. It is important that patients are aware of the pros and
cons of using these products. If religious beliefs are a source of concern, tl
patients could be made aware of the official stand of religious bodies abou
the product. Foexample, the official position of Muslim Councils of Britain i
thata O EGSNYFE FLILX AOIGAZ2Y 2F &ae8yiKS$
permissible within the remit of infection control because (a) it is not an
intoxicant and (b) the alcohol used in the gels is synthiegicnot derived from
fermented fruit. Alcohol ge