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Overview

• Some history

• Current activities and the future

• Questions



Ontario and infectious diseases

• Walkerton

• West Nile virus

• SARS

• Legionella
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Mandatory Public Reporting





Regional Infection Control Networks

• 14 networks sharing Local Health Integration 
Network boundaries

• Overlapping with 36 public health unit 
boundaries

• Hubs for
– Education
– Surveillance
– Developing partnerships
– Knowledge exchange



Infection control funding

• Additional staffing provided to acute care 
facilities to hire more infection prevention and 
control staff



Infection Control Resource Teams

• Outbreak/problem assessment and control

• Expert front line infection control teams

• Started as hospital contract services

• Now under OAHPP
– Free!

– Full day visit

– Report

– Follow up, questionnaire



Resource teams and CDI

• Visited hospitals compared to control 
hospitals
– 48% drop in CDI rates compared with a 2% 

increase in controls

– Often a catalyst for wider system and behavioural
change

• They work



Education

• Online education resources
– Central server for the province

– Ability to track use, results

• Improve existing products
– Avoid duplication

– Shorter, easier to navigate



Behaviour change

• Current “top down” infection control approaches 
have had limited success

• Traditional “best practice” approach has been 
disappointing

• We need to acknowledge that healthcare 
workers are human!



Sharing best practices

Solutions imported from external sources 
results in “social immune response” similar 
to an immune defense response



The Premise Of Positive Deviance

No matter how difficult a problem, in every 
community there are individuals whose 
uncommon practices/behaviours enable them to 
find better solutions to problems than their 
neighbours who have access to the same 
resources



In any group…

Increasing performance



PD and MRSA

• US pilot project

• Implementation of PD followed by 20 month 
follow up period

• No attempt to decolonize patients

• 26-80% reduction in MRSA clinical infections

SHEA 2009



How does it work?

• Invite those who are interested

• Front-line staff must be there (the 
“Gurus”)

• Let them discover and adopt their own 
solutions

• Identify and analyze the positive deviants

• Track and publish results
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Academic hospital positive deviance results

Start of Positive Deviance



Will deviate for change

positivedeviance.
ca

Questions?
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