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Background 
• Health care-associated infections (HAI) are a growing concern leading to 

increase in the mortality and morbidity among patients 

 

 

• Isolation of an unusual microbe or a microbe with a certain resistance 
pattern could signify an outbreak. 

 

 

• Rise in antibiotic-resistant pathogens and emerging infectious diseases - 
environmental sources. 

 



Background (contd..) 

 

• Environmental surveillance - proactive tool in identifying the source  

 

 

• Linking clinical data with environmental findings helps to implement 
evidence-based strategies to mitigate risks.  

 

 



Aim  

To describe our experience on investigation and the management 

of an outbreak due to contaminated ultrasound gel and lignocaine 

gel in the hospital setting. 



A cluster of neonates with blood cultures growing Acinetobacter spp., 

and one child with Burkholderia cepacia was notified by primary 

consultant team to hospital infection control committee (HICC) over a 

three-week period in end of Jan and Feb 2023. 

 

 



Outbreak investigation 

Case Definition 

Infection Control Team Briefing 

Outbreak Confirmation with 
primary team and laboratory team 

Line Listing of Cases  

Screen for Similarity among cases 

Environmental 
Surveillance 

Auditing and Inspection  
of Infection Control Practices 

Review of Literature for 
similar outbreaks 

Identify the Source Identify the gaps 

Implement Control measures 
Eliminate the Source 

Communicate the findings 



Case Definition and Line listing 
Neonates admitted in the NICU from 15.01.2023 to 15.02.2023 including those in-

born or out-born (after 48 hours of admission) with features of sepsis due to 
Acinetobacter sp., or Burkholderia sp., 

Identifier Date of 
Birth 

Mode and Place of 
Delivery 

Date of 
admission 

Date of 
culture 

Organism 

NICU_001 19.01.2023 Vaginal, in-born 19.01.2023 29.01.2023 Acinetobacter 
baumannii complex 

NICU_002 02.02.2023 Emergency LSCS, in-born 02.02.2023 04.02.2023 Acinetobacter 
baumannii complex 

NICU_003 04.02.2023 Vaginal, in-born 04.02.2023 08.02.2023 Acinetobacter 
baumannii complex 

NICU_004 04.02.2023 Vaginal, in-born 04.02.2023 11.02.2023 Acinetobacter 
baumannii complex 

NICU_005 01.02.2023 Emergency LSCS, in-born 01.02.2023 03.02.2023 Burkholderia cepacia 
complex 

Infection Control Audits  Hand Hygiene, Bundle care, Care of neonates, Breast milk sterility, Handling of babies by 
mothers, feeding practices were assessed  



Review of Literature for similar outbreaks 



Environmental Surveillance 

• Surface swabs in incubators, warmers, phototherapy unit, breast milk and 
feed preparation area in NICU and resuscitation unit in labour room was 
taken 

 

• Solutions – Common antibiotic vials, Normal saline used for dilution, sterile 
water used for humidifier in NICU were taken 

 

• Based on the audits and ROL, lignocaine gel in labour room used for PV and 
USG gel used for NSG, CTG, Central line visualisation was sent for culture 

 

• Breast milk, feed preparation water, RO water 



Environmental Surveillance Reports 



USG gel and Lignocaine gel reports 

Lignocaine Gel in Labour room 
used for PV (opened): 
Acinetobacter sp., 
 
USG gel in Labour room (opened): 
Acinetobacter sp., 
 
USG gel in radiology (refilled): 
Klebsiella sp., 
 
Lignocaine unopened and USG gel 
unopened (new, same lot) - No 
growth 



Intervention & Follow up  
• Discontinuation of the current practice of dispensing ultrasound gel from a 

centrally stored container of 5 litres and implementation of single use disposable 
250 mL 
 

• Implemented policy of indenting 10g lignocaine LOX gel (from patient side usage) 
instead of 30g gel (from ward stock) 
 

• Modification of infection control policy to stipulate single-use gel for per vaginal 
examination and sterile covers for TVS scan probe/transducer 
 

• Educational awareness for infection control champions 
 

• Communication of findings to HIC committee and primary team & administration 



5L  Gel   

250 mL  

(single use disposable) 

10g lignocaine LOX gel  

30 g lignocaine LOX gel  



Findings of the Audit and Environmental 
Surveillance was communicated to the HIC 

committee members and NICU/OG team and 
to administration.  Follow up 

 
After May 2023: No Acinetobacter or Burkholderia infections in Neonates. 
E.coli, Klebsiella and Enterococci were the predominant organisms till date 

causing sepsis 

Communication of the findings 



Conclusion 
• Contaminated ultrasound and lignocaine gel can be a potential source for 

healthcare-associated infection, which cannot be overlooked. 

 

• Importance of Clinical Microbiology laboratory for early identification of an 
outbreak 

 

• Robust environmental surveillance methods to identify the source and eliminate it  

 

• Prompt response of the infection control teams in instituting stringent infection 
control measures to control the outbreak.  
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