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Objectives

• Interfacility transfer communication
– Overview of law

– Implementation to date

– Resources

• Injection safety in healthcare
– Background: outbreaks & core principles

– Oregon-specific concerns and initiatives

– Resources



INTERFACILITY TRANSFER 

COMMUNICATION (IFT)



Background: IFT law

• Effective January 2014, OAR 333-019-0052

• “Communication During Patient Transfer of Multidrug-

Resistant Organisms” (MDROs)

• Includes acute, ambulatory, and long-term care facilities 

(LTCFs)

• Report to receiving facility any disease requiring 

transmission-based precautions

• Written notification must be in transfer documents and 

readily accessible

http://tinyurl.com/oregonift

http://tinyurl.com/oregonift


IFT rule implementation
• 2015 OR surveys: 60 hospitals & 140 skilled nursing 

facilities (SNFs)

• Reported compliance with IFT Law
– Hospitals: 83% 

– SNFs: 73%

• “We notify receiving facilities of MDROs at discharge”
– 92% hospitals Agree or Strongly Agree

– 92% SNFs Agree or Strongly Agree

• “Transferring facilities notify us of MDROs”
– 38% hospitals Agree or Strongly Agree

– 53% SNFs Agree or Strongly Agree



More information

https://public.health.oregon.gov/DiseasesConditions/Communicable

Disease/HAI/Prevention/Pages/Interfacility-Communication.aspx



Template form



INJECTION SAFETY



Unsafe Injections: A National Issue
• Over 50 US outbreaks 

(1998-2014) due to unsafe 

injections

• >700 patients infected

• >150,000 patients notified 

of potential exposure

• Syringe reuse

• Improper use of single-

use/multi-dose vials

• Improper arterial blood gas 

measurement

• Drug diversion

www.healthoregon.org/hai

www.oneandonlycampaign.org

http://www.oneandonlycampaign.org/



• Foundational principles 

that guide prevention 

efforts across settings

• Underpin the CDC’s One 

and Only Campaign

• Incorporated into Infection 

Control Assessment and 

Response (ICAR) tools

Core principles of injection safety

http://www.cdc.gov/HAI/settings/outpatient/outpatient-care-guidelines.html



Key elements of injection safety

1. Use aseptic technique when preparing 

medications

2. Cleanse the access diaphragms of medication 

vials with 70% alcohol before inserting a 

device into the vial

3. Never administer medications from the same 

syringe to multiple patients, even if the needle 

is changed or injection administered through 

intravenous tubing

4. Do not reuse a syringe to enter a medication 

vial or solution 

http://www.cdc.gov/HAI/settings/outpatient/outpatient-care-guidelines.html



Key elements of injection safety
5. Do not administer medications from 

single-use vials, ampoules, or bags 

or bottles of intravenous solution to 

more than one patient

6. Do not use fluid infusion or 

administration sets (e.g., intravenous 

tubing) for more than one patient

7. Dedicate multidose vials to a single 

patient whenever possible
– If multidose vials will be used for more than one 

patient, they should be restricted to a centralized 

medication area 

– Should not enter the immediate patient treatment 

area

http://www.cdc.gov/HAI/settings/outpatient/outpatient-care-guidelines.html



Key elements of injection safety

8. Dispose of used syringes and needles at the point of 

use in a sharps container that is closable, puncture-

resistant, and

9. Adhere to federal and state requirements for protection 

of HCP from exposure to bloodborne pathogens.

http://www.cdc.gov/HAI/settings/outpatient/outpatient-care-guidelines.html



HCV morbidity & mortality in Oregon

Ward JW. The hidden epidemic of hepatitis C virus infection in the United States: occult transmission 

and burden of disease. Topics in Antiviral Medicine 2013;21:15-9.



Injection safety practices in Oregon

http://www.cdc.gov/hai/prevent/infection-control-assessment-tools.html

• What do we know? Not much

• Current efforts:
– Sporadic reports of

breaches & investigations

– CDC-funded Infection 

Control Assessments

– Small grant to study

& promote injection

safety



Oregon surveillance & 

prevention efforts
• Small CDC grant to augment prevention

• Member state: One and Only Campaign

• Raise awareness 
– Public health professionals

– Provider communities

• Focus on rural area
– Survey of practices

– Targeted interventions





60 second check

• 1 insulin pen = 

1 resident

• Label, check name

• Not damaged

• Expiration

• Recheck name

• Storage



WJTV 

TV

Outbreak of P. aeruginosa and K. pneumoniae, 

outpatient chemotherapy center

Dobbs et al, AJIC (2014) 731-4

• 14 (17%) bloodstream infections identified among 84 active 

clinic patients

• Unqualified/unlicensed providers delivering infusion services

• Cost-containment measures recently instituted 

• Switched to common-source saline and heparin flush 

• Bags used over several days for multiple patients

• Dedicated, single syringes per patient could be reused 

multiple times to access common saline bag 

• Syringes for heparin flush shared among multiple patients 

(discarded only if visible blood)







Methicillin-susceptible Staphylococcus aureus
(MSSA) cluster in a rheumatology practice

• Dec 2011: hospital IP notified health department

• 4 patients admitted (length of stay 1-8 days) for surgical debridement of 

lab-confirmed MSSA infections 

• Health department identified 5th patient treated at different hospital’s 

emergency department

• Cases all received joint injections at an independent outpatient 

rheumatology clinic on same afternoon

• 3 exam rooms; poor records management

• Steroid from a compounding pharmacy labeled as a multi-dose vial 

(MDV) containing preservatives

• Opened MDVs and single-dose vials (SDVs) kept on top of towel 

dispenser

Drezner et al. Infect Control Hosp Epidemiol 2014;35(2):187-189



“Will the real multi-dose vial 

please stand up?”

Drezner et al. Infect Control Hosp Epidemiol 2014;35(2):187-189 [MSSA in Rheumatology Clinic] 





• False documentation (e.g., medication not 

administered to the patient or “wasted” and instead 

used by the HCW)

• Scavenging of wasted medication (e.g., removal of 

residual medication from trash or used syringes)

• Theft by tampering (e.g., removal of medication from 

a container or syringe and replaced with similarly 

appearing solution that may be administered to 

patients)

25

Mechanisms of diversion



www.newsweek.com/2015/06/26/traveler-one-junkies-harrowing-journey-across-america-344125.html

• 45 cases of HCV in New 

Hampshire, Kansas & 

Maryland associated with 

radiology technician

• HCW also diverted 

opiates in Michigan, 

Arizona, New York, and 

Pennsylvania

• Investigation reveals 

holes in licensure, 

certification, placement, 

hospital detection 

programs, and 

peer/supervisor reporting

• HCW sentenced to 39 

years in prison

Multistate HCV outbreak, 2012



Resource: CDC injection 

safety website

http://www.cdc.gov/injectionsafety/drugdiversion/



Materials available for order free of charge



Training video resources

http://www.oneandonlycampaign.org/content/audio-video



Thank you for your collaboration to improve care 

for Oregonians!

Acute & Communicable Disease Prevention Team

HAI Program

(971) 673-1111 (24/7)

Ohd.acdp@state.or.us



Questions?

Follow up?

Healthcare Associated Infections (HAI) Program

Roza Tammer, MPH, CIC, HAI Reporting Epidemiologist 

roza.p.tammer@dhsoha.state.or.us

mailto:roza.p.tammer@dhsoha.state.or.us

