
IPC IN SPECIAL 

POPULATIONS



WHAT ARE WE GOING TO COVER?



WHAT INTERESTS YOU?



THEMES LINKED TO 

GERIATRICS/IMMUNOCOMPROMISED/PAEDIATRICS

Symptoms may 
present 

differently/be 
challenging to 
communicate

Immunity to 
organisms wane, 

even in the presence 
of vaccination or 

prior infection

More likely to have 
complex drug 
interactions

More likely to have 
system based 
conditions that 

impact prescribing 
(kidneys and liver)

More likely to have 
prior hospital 
exposure and 

therefore higher risk 
for AMR organisms

Increased likelihood 
of indwelling devices



ARE 
CHILDREN 
JUST LITTLE 
ADULTS?



HOW ARE CHILDREN DIFFERENT?

Á Length of stay

ÁAsymptomatic infection

ÁViral loads

ÁSusceptibilities

Á Interaction with the environment and staff

ÁMeans healthcare associated infection (HCAI) in children differ from those 

observed in adult populations, by both the sites and patterns of distribution.
Á Posfay-Barbe KM, ZerrDM, Pittet D. Infection control in paediatrics. The Lancet Infectious Diseases. 2008;8(1):19-31



RISK 

ASSESSMENT

- Routes of 
transmission

- Patient loads
- Environmental 

persistence

- Infectious dose 
-

Colonised/infectious 
state

- Patient 
susceptibility

- Timing of infection 
(community vs 

hospital acquired)

- Endogenous vs 
exogenous 

- Surveillance 

ÅClinical (active vs 
symptom lead)

ÅEnvironmental 





EXAMPLES OF SPECIMEN TYPES SENT

Respiratory bench:

Å Nose swabs

Å Throat swabs

Å Sputum

Å Cough swabs

Å Nasopharyngeal 

aspirates

Å Endotracheal 

aspirates

Å Broncho alveolar 

lavage

Å Bronchial 

washings

Fluid bench:

Å Peritoneal 

dialysis fluid

Å Cerebral-spinal 

fluid (CSF)

Å Aspirates

Å Pericardial fluid

Å Acetic fluid

Å Synovial fluids

Wound bench:

Å Line tips

Å Swabs

Å Biopsies

Å Pus

Å Abscess drains

Stool bench:

Å Rectal swabs

Å Stool samples

Å Stoma samples

Å Gastric 

aspirates

Urine bench:

Å Urine samplesGUM bench:

Å Rectal swabs

Å Urethral swabs 

Å Vaginal swabs

Å Higher vaginal 

swabs

Blood culture 

bench:

Å Blood culture  

bottles

+ mycology/

parasitology



COLONISATION VS INFECTION



QUANTIFICATION ðALL THINGS ARE NOT EQUAL



COLONISING ORGANISM TYPES

Gram positive 
resistant 

organisms:

MRSA VRE

Gram negative 
resistant organisms 
(depends on your 

organisation):

ESBL

Carbapenems 
resistant organisms 

(or just 
Enterobacteriales)



WHAT IS AN ôALERTõ ORGANISM

Antibiotic resistant ð
need to know about or 
wrong treatment may 

be given

Long term 
colonisation - colonise 

for a long time 
Eradication is difficult

Re-screening needed 
to monitor 

Transmit easily - Are 
able to spread easily 

we take special 
measure to control 

them 

We ôalertõ to their 
presence and the 
need for action 



STANDARD 

INFECTION 

CONTROL 

PRINCIPLES

Currently control of antimicrobial resistance 
within the healthcare environment relies on two 
key strategies:

(1) patients colonised with AMR flora require 
interventions to prevent that flora changing site, 
where it could result in a healthcare associated 
infection. 

(2) patients who do not have any AMR flora 
require interventions to prevent them acquiring 
resistant flora during their stay in healthcare, 
either due to selection or exogenous acquisition.



STANDARD 

INFECTION 

CONTROL 

PRINCIPLES

Strategies are based on two assumptions: 

(1) most AMR-positive patients are asymptomatic 
carriers with high risk of spreading before 
outbreak identiþcation 

(2) standard or contact precautions do not reliably 
halt AMR transmission in all circumstances

BirgandG, Leroy C, NeromeS, Luong Nguyen LB, LolomI, Armand-Lefevre L, et al. Costs associated with implementation of a 
strict policy for controlling spread of highly resistant microorganisms in France. BMJ Open. 2016;6(1).



PRESSURE SELECTION IN PAEDIATRICS/SPECIALIST POPULATIONS



PAEDIATRIC CHALLENGES

Decolonisation

Long term carriage

Environmental interaction

Line and catheter care



PRIOR ROOM 

OCCUPATION RISK

Á Findings of studies 

investigating the association 

between health care-

associated infection or 

colonization and exposure to 

infected or colonized 

roommates

Á Cohen, B., Cohen, C. C., Løyland, B., & Larson, E. L. (2017). 

Transmission of health care-associated infections from 

roommates and prior room occupants: a systematic review. 

Clinical epidemiology, 9, 297ð310. 



GUT 

MICROBIOME 

DEVELOPMENT



HOW LONG DOES 

CARRIAGE LAST?

Colonised children may be colonised for prolonged 

periods with continuous self-contamination 

(median length of colonisation after discharge 

from hospital was 12.5 months) 
(Zimmerman FS, AssousMV, Bdolah-Abram T, Lachish T, YinnonAM, Wiener-Well Y. Duration of carriage of carbapenem-

resistant Enterobacteriaceae following hospital discharge. American Journal of Infection Control. 2013;41(3):190-4)

Review of GOSH patients alerted for antibiotic 

resistant Gram-negative bacteria:

Á1000s of children alerted

Á20% known to be positive after a year with 
same organism

ÁLongest 17.7 years



RISK 

ASSESSMENT

- Routes of 
transmission

- Patient loads
- Environmental 

persistence

- Infectious dose 
-

Colonised/infectious 
state

- Patient 
susceptibility

- Timing of infection 
(community vs 

hospital acquired)

- Endogenous vs 
exogenous 

- Surveillance 

ÅClinical (active vs 
symptom lead)

ÅEnvironmental 



ACUTE INFECTIONS





UK/JAMAICAN 

VACCINATION 

PROGRAMME

Á 2012 Jamaica achieved 100 

per cent coverage for 

tuberculosis (BCG), 92 per 

cent for polio, diphtheria, 

pertussis or whooping cough 

and tetanus (DPT), hepatitis B 

and haemophilusinfluenza 

type b (HIB) and 88 per cent 

coverage for measles, mumps 

and rubella (MMR)

Á (May 2012 - https://jis.gov.jm/immunization-

programme-protects-

all/?msclkid=d10e0646be3c11ecbc0ac56eb71

98b17)


