Disposable Leadwires from 3M

Minimize risk. Standardize inventory. Utilize one source.
3M has been a global leader in ECG technology for several decades. And now
we are partnering with Advantage Medical Cables & Electrodes to bring you
a wide variety of disposable leadwire solutions. These solutions enable you to
connect to almost any make of monitoring equipment on the market today. In
addition, they help make it possible to reduce the risk of cross contamination,
improve efficiency, and improve patient comfort and outcomes.

One set of leadwires can
be used for each patient
throughout their stay
Improve hospital efficiency
through “unplug and plug”
capabilities
Reduce the risk of
cross contamination

3-, 5- and 6-leadwire configurations
Disposability allows you to use a new
leadwire for every patient, reducing the
risk of cross contamination and HAIs

Optimal 50-inch length for
hardwired and telemetry use

Available in pinch or snap for easy
connection to any monitoring electrode
Tangle-free ribbon cable for
patient comfort and ease of use

Peelable, fully-shielded
ribbon cable
Philips Monitoring System &
the YokeMate LWS™

Also available with a shower shield to allow for
protection of the YokeMate LWS ™
Adapters are only needed about 10% of the
time, much less than with other systems
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Disposable Leadwires from 3M

Reusable ECG leadwires can, and do, cause infections.
Antibiotic-Resistant Pathogens Found on
77% of ECG Lead Wires1
“Cultured 100 randomly selected ECG telemetry leads after they had been
reprocessed and immediately before their planned attachment to new ICU
patients.”

“77% of the ECG leads were contaminated with one or more antibioticresistant nosocomial pathogens.”
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F

or the past decade, the health care
community has been inundated with
announcements from governmental
agencies and consumer watchdog groups
reporting that tens of thousands of lives
are lost each year as a result of avoidable
incidents in US hospitals.1 Reports from
around the world show a similar trend as
well.2,3 Wrong site surgery and surgical
site infections (SSIs) have been highlighted in many of these reports.
Surgical site infections are a subset of
a larger group of infections known as
health care-associated infections (HAIs).
Surgical site infections affect many thousands of patients each year and contribute greatly to the morbidity and
mortality associated with surgery. Annually, SSIs number approximately 500,000
out of an estimated 27 million surgical
procedures. Surgical site infections are
the third most commonly reported HAI,
and they account for one-fourth of all
HAIs.4,5 Health care-acquired infections
can result in more than $50,000 in additional health care costs per patient,6 and
hospitals generally do not receive full
reimbursement for costs associated with
HAIs. Although surgical services often
generate the majority of a hospital’s
income, the costs associated with SSIs
can severely cut into a hospital’s profits,
so finding ways to reduce HAIs and
thus increase profits from surgical services is an important goal for hospital
administrators.
Many recent improvements in delivery of perioperative care have been
focused on reducing SSIs, including
using as many disposable products as
is possible in the OR.7 One area that has
been neglected in the trend toward the
use of disposable products, however, is
electrocardiogram (ECG) lead wires.
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As a whole, HAIs adversely affect
patient outcomes and are estimated to
cost the health care industry and the
general public billions of dollars each
year. Recent estimates are that one of
every 20 patients acquires an infection
as a result of hospitalization, leading to
higher costs, longer hospital stays, and
a greater risk of death.10-12
It has long been known that HAIs in
general and SSIs in particular produce
longer hospital stays, in part as a result

“The decrease in the total number of infections and the
corresponding costs that were avoided as a result of
implementing this new... disposable system paid for the system
in the first two months of use.”

ABSTRACT
SURGICAL SITE INFECTIONS (SSIs) adversely
affect approximately 500,000 patients annually,
causing immense human suffering and taking a
huge financial toll on patients, hospitals, insurance
companies, and the government.

“One medical center near Richmond, VA, began using a disposable ECG lead wire
set ... and subsequently experienced a 40% decrease in SSIs.”

NATIONAL ORGANIZATIONS have made recommendations for reducing SSIs, and many advances
have been made in evidence-based practice recommendations that result in fewer SSIs.
REUSABLE ELECTROCARDIOGRAM (ECG) lead
wires can be a significant source of infection. One
medical center near Richmond, VA, began using a
disposable ECG lead wire set and wireless transceiver system and subsequently experienced a 40%
decrease in SSIs. AORN J 86 (August 2007) 249-258.
© AORN, Inc, 2007.

AUGUST 2007, VOL 86, NO 2 • AORN JOURNAL • 249

© AORN, Inc, 2007

Vol. 21 No. 9

“In an effort to reduce sternal wound infections, three separate hospitals began
using disposable ECG lead wires in their ICUs. In all three hospitals, the frequency
of sternal wound infections decreased by more than 90%, a result that hospital
administrators largely attributed to the use of disposable ECG lead wires.”

These lead wires often are not sufficiently sterilized between uses, which
can lead to HAIs and SSIs caused by
contaminated lead wires8,9 that can be
extremely costly to a hospital. This article explores one option for reducing
HAIs and SSIs resulting from contaminated ECG lead wires: using disposable
ECG lead wire sets.
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VANCOMYCIN-RESISTANT ENTEROCOCCI
IN A BURN UNIT

Pamela S. Falk, MPH; Janice Winnike, BSN; Carla Woodmansee, MT(ASCP); M. Desai, MD; C. Glen Mayhall, MD

ABSTRACT
OBJECTIVE: To investigate and control an outbreak of
colonization and infection caused by vancomycin-resistant enterococci (VRE) in a burn intensive care unit (BICU).
DESIGN: Epidemiological investigation, including multiple point-prevalence culture surveys of patients and environment,
cultures from hands of healthcare workers (HCWs), pulsed-field
gel electrophoresis (PFGE) typing of patient and environmental
isolates, case-control study, and institution and monitoring of control measures.
SETTING: BICU in an 800-bed university medical center in
Galveston, Texas.
RESULTS: Between June 6, 1996, and July 14, 1997, 21
patients were colonized by VRE, and 4 of these patients developed
bacteremia. Of 2,844 environmental cultures, 338 (11.9%) were positive, but all hand cultures from HCWs were negative. PFGE typing indicated that the outbreak was clonal, with VRE isolates from
patients differing by 4 bands from the index case. Thirteen of 14
environmental isolates varied by 4 bands from the pattern of the
index case. A case-control study analyzed by exact logistic regression identified diarrhea (odds ratio [OR], 43.9; 95% confidence

The first outbreak due to vancomycin-resistant enterococci (VRE) was reported from England more than 10
years ago.1 In the United States, data from the National
Nosocomial Infection Surveillance System of the Centers
for Disease Control and Prevention indicated that VRE
increased from 0.3% of nosocomial enterococci in 1989 to
7.9% in 1993.2 Over the past 7 years, many VRE outbreaks
have been reported in the United States.3-10 Outbreaks of
colonization or infection with VRE reported from the
United States and other countries usually have involved
high-risk patient populations, including patients in intensive care units (ICUs),3,4,6,7 patients with renal disease,11
oncology patients,5,10,12 and transplant patients.13
Published epidemiological studies of VRE outbreaks
have indicated that the gastrointestinal (GI) tracts of
patients are the most important reservoir for VRE.4-7,9,10,14,15
Contamination of the environment appears to play a major
role in the epidemiology of VRE.7,16,17 Likely due to the
large reservoir of VRE in the GI tracts of patients and the
frequent contamination of environmental surfaces, VRE
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interval [CI95], 5.5-infinity; P=.0001) and administration of an
antacid (OR, 24.2; CI95, 2.9-infinity; P=.002) as independent risk factors for acquisition of VRE. During a 5-week period in October and
November 1996, all patient and 317 environmental cultures were
negative for VRE. The outbreak recurred from a contaminated
electrocardiogram lead that had not been identified during the
prior 5 weeks. VRE were finally eradicated from the BICU in July
1997, using barrier isolation and a very aggressive environmental
decontamination program.
CONCLUSIONS: A VRE outbreak in a BICU over 13
months was caused by a single clone. After apparent eradication of
VRE from a BICU, recrudescence of the outbreak occurred, evidently from a small inapparent source of environmental contamination. Changes in gastrointestinal (GI) tract function (motility)
and administration of medications, other than antibiotics, that have
an effect on the GI tract may increase the risk of GI tract colonization by VRE in burn patients. Application of barrier isolation and an
aggressive environmental decontamination program can eradicate
VRE from a burn population (Infect Control Hosp Epidemiol
2000;21:575-582).

Outbreak of Vancomycin-Resistant Enterococci
in a Burn Unit 3
“The outbreak was restarted from a contaminated EKG lead that had
been contaminated by the last patient with a culture positive for VRE in
that room, 38 days earlier.”

outbreaks have been difficult to control, it has been difficult to eradicate VRE from patient populations, and VRE
have become endemic in some institutions.8-10,12,17
Although enterococcal infections have been reported
in burn patients,18 only one case of VRE infection in a burn
patient has been reported.19
Between June 1996 and July 1997, a VRE outbreak
occurred in an eight-bed burn ICU (BICU) in a university
medical center. We report the results of an outbreak investigation and describe the measures used to eradicate VRE
from the BICU.
METHODS
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Description of the BICU
The BICU is a burn-care facility with eight single-bed
rooms arranged in two pods with four rooms in each pod
(Figure 1). When indicated, burn-wound excision is initiated within 48 hours of admission. Patients with suspected
inhalation injury are bronchoscoped. Areas of burn-wound
excision and grafting are covered for 4 days. Thereafter,
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