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•  Summarize	  social	  changes	  relevant	  to	  
infec:on	  preven:on	  and	  control	  
– Reimbursement	  strategies	  
– Mandatory	  repor:ng	  and	  increasing	  consumer	  
involvement	  

– Increasing	  regula:on	  of	  research	  
•  Examine	  the	  role	  of	  leadership	  in	  preven:on	  
behaviors	  
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•  Reimbursement	  strategies	  (CMS)	  
• Mandatory	  public	  repor:ng;	  
increasing	  transparency	  and	  
pa:ent/consumer	  involvement	  	  

•  Increasing	  regula:on	  of	  research	  
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•  Secretary	  of	  HHS	  must	  iden:fy	  high	  cost,	  high	  
volume	  preventable	  condi:ons	  that	  result	  in	  
higher	  payment	  

•  As	  of	  October	  1,	  2008	  CMS	  denies	  payment	  
for	  10	  hospital	  acquired	  condi:ons,	  3	  of	  
which	  are	  HAIs	  
– Selected	  surgical	  site	  infec:ons	  	  
– Vascular	  catheter	  associated	  infec:ons	  
– Catheter	  associated	  urinary	  tract	  infec:ons	  	  
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A	  report	  of	  a	  conference	  funded	  by	  AHRQ	  (R13018099)	  and	  
held	  in	  April	  2009,	  New	  York	  City	  
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•  Invita:onal	  
conference	  	  

•  41	  experts	  across	  the	  
na:on	  
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• Morning	  Presenta:ons	  
– “CMS	  Progress	  toward	  Value-‐
based	  Purchasing”	  T.	  Valuck	  

– “Measuring	  Healthcare-‐
associated	  Infec:ons”	  T.	  Horan	  

– “Using	  Incen:ves	  to	  Reduce	  
the	  Rate	  of	  HAI”	  A.	  Dudley	  
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•  Aaernoon	  Presenta:ons	  
– “Crea:ng	  an	  Environment	  
for	  Learning,	  Innova:on,	  
and	  Successful	  
Implementa:on	  in	  
Organiza:ons”	  I.	  Nembhard	  

– “Other	  Payer	  and	  Provider	  
Responses	  to	  the	  CMS	  HAI	  
Rule”	  S.	  Glied	  
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•  All	  agreed	  that	  research	  should	  be	  theory	  driven	  
•  Clinician’s	  response	  may	  be	  predicted	  using	  
behavioral	  theory	  
– The	  incen:ve	  can	  serve	  as	  a	  s:mulus	  
– Environmental,	  organiza:onal,	  provider	  and	  pa:ent	  
characteris:cs	  are	  media:ng	  variables	  that	  impact	  
outcomes	  

•  Organiza:onal	  theory	  and	  management	  
research	  acknowledges	  the	  rela:onship	  
between	  organiza:onal	  culture	  and	  staff	  
behavior	  

11	  
Stone,	  et.al.,	  	  Med	  Care	  2010;	  48:433-‐9	  
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States	  with	  study	  laws	  

Mandates	  public	  repor&ng	  of	  infec&on	  rates	  

Mandates	  repor&ng	  only	  to	  state	  government	  
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States with study laws 

Mandates public reporting of infection rates 

Mandates reporting only to state government 

Voluntary 
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States with study laws 

Mandates public reporting of infection rates 

Mandates reporting only to state government 

Voluntary 
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CMS	  Hospital	  Inpa&ent	  Quality	  
Repor&ng	  Program	  
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  January	  2009	  
  Very	  prescrip:ve	  	  

  Quarterly	  HAI	  Repor:ng:	  
  All	  HA-‐MRSA	  BSI,	  HA-‐C	  diff,	  HA-‐VRE	  BSI	  

infec:ons,	  and	  the	  number	  of	  inpa:ent	  
days	  

  SSI:	  All	  HAI	  of	  deep	  organ	  space	  sites,	  
orthopedics,	  cardiac,	  and	  GI	  sites	  

  Monthly	  repor:ng	  through	  the	  CDC’s	  
NHSN:	  

  Hospital	  wide	  CLABSI	  and	  CL	  days	  

20	  

•  Number	  of	  and	  types	  of	  HAIs	  needed	  to	  
report	  

•  Process	  measures	  

•  Public	  repor:ng	  versus	  health	  department	  
repor:ng	  

• Mandatory	  versus	  voluntary	  

21	  

Stone,	  et.al.,	  Policy	  Polit	  Nurs	  Pract	  2011;	  12(2):	  73-‐81	  
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Study	  and	  Poli&cal	  Timeline	  

CMS	  

SURVEY	  1	  	  
SURVEY	  2	  

)	  

STATE	  MANDATORY	  
REPORTING	  

QUALITATIVE	  SITE	  
VISITS	  

2008 2009 2010 

23	  

  Survey	  1:	  	  207	  hospitals	  par&cipated,	  69%	  
recruitment	  rate	  

  Survey	  2:	  	  213	  hospitals	  par&cipated,	  71%	  
recruitment	  rate	  

  There	  were	  no	  differences	  in	  hospital	  
demographics	  from	  &me	  1	  to	  &me	  2	  

24	  
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• More	  :me	  on	  surveillance	  
	  (37%	  versus	  41%,	  p	  =0.02)	  

•  Less	  :me	  on	  educa:on	  of	  staff	  	  

(11%	  versus	  9%,	  p	  <	  0.01)	  

• More	  :me	  in	  office	  	  

(47%	  versus	  53%,	  p	  =	  0.03)	  

25	  

Presence	  of	  Evidence-‐Based	  Policies	  

Policy Present (%) 

Policy Survey 1 Survey 2 p-value 
CLABSI • Chlorhexidine use 

• Barrier precautions 
• Optimal site selection 
• Daily infection check 

93 
90 
87 
75 

98 
97 
95 
89 

0.07 
0.005 
0.02 

0.001 
VAP • Raising of head 

• DVT prophylaxis 
• Stomach ulcer prophylaxis 
• Sedation vacation 

94 
89 
88 
91 

97 
96 
93 
95 

0.22 
0.02 
0.19 
0.17 

CAUTI • Portable sonograms 
• Condom catheters 
• Reminder/stop order 
• Discontinuation by nurses 

72 
57 
55 
41 

83 
75 
88 
75 

0.094 
0.02 

<0.001 
0.003 

SSI • Selection of prophylactic antibiotics 
• Discontinuation w/in 24 hrs 
• Glucose control  
• Hair removal  
• Normothermia 

86 
87 
50 
88 
70 

83 
88 
73 
91 
79 

0.36 
0.82 

<0.001 
0.44 
0.12 
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•  CLABSI	  rate	  
– Time	  1	  (n	  =	  92)	  	  2.3/1000	  line	  days	  

– Time	  2	  (n	  =	  99)	  	  1.1	  /	  1000	  line	  days	  

•  VAP	  rate	  
– Time	  1	  (n	  =	  92)	  	  2.6	  /	  1000	  ven:lator	  days	  
– Time	  2	  (n	  =	  94)	  	  1.3	  /	  1000	  ven:lator	  days	  

27	   28	  

•  Purposive sample of 6 hospitals, all participating 
in CHAIPI was recruited to gain regional 
representation across the state 

•  Open ended questions structured around 
Donabedian’s framework 

•   Interviewed 25 professionals during the 
summer of 2009. Interviews typically lasted one 
hour. 

29	  

•  Interviews audiotaped and transcribed; transcripts 
entered into NVivo 8© to facilitate content analysis 

•  Bi-weekly meetings with expert qualitative researcher  
•  Two coders—developed initial set of core and secondary 

codes 
•  Iterative process of re-reading and coding until general 

consensus of coding scheme 
•  To maintain consistency, 30% of the transcripts were 

double coded.  
•  Inter-rater agreement > 90% 

30	  
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Mandatory	  
ReporMng	  

Heightened	  awareness	  of	  
infec&on	  control	  

Frustra&on	  with	  lack	  of	  
fair	  comparisons	  in	  HAI	  

repor&ng	  

Current	  repor&ng	  
requirements	  do	  not	  

address	  actual	  HAI	  issues	  

Frustra&on	  with	  
increased	  workload	  

Electronic	  
Surveillance	  
System	  

Helped	  task	  efficiency	  	  

Can	  allow	  more	  &me	  for	  
other	  HAI	  preven&on	  
ac&vi&es	  to	  take	  place	  

Frustra&on	  with	  ini&a&on	  
and	  use	  

ESS	  is	  not	  a	  panacea	  

Role	  
Expansion	  

IP	  role	  visibility	  increased	  

IP	  as	  expert	  consultant	  
and	  educator	  

IP	  as	  policing	  infec&on	  
preven&on	  prac&ce	  

Time	  burden	  

OrganizaMonal	  
Climate	  

Organiza&onal	  Values	  

• Shared	  Accountability	  
• Teamwork	  
• Maintaining	  
interdisciplinary	  
collabora&on	  

Communica&on	  

• Emphasis	  on	  quality	  
• Facilitator	  for	  good	  
organiza&onal	  climate	  
• Addi&onal	  layers	  of	  
repor&ng	  structures	  

Environment	  

• Financial	  constraints	  on	  
material	  and	  human	  
resources	  
• Focus	  on	  cost	  savings	  

	  Four	  major	  themes	  and	  sub-‐themes	  from	  content	  analysis	  

32	  

•  S.	  aureus	  BSI	  and	  hand	  hygiene	  rates	  subject	  
to	  public	  repor:ng	  in	  Australia	  

•  A	  na:onal	  hand	  hygiene	  campaign	  was	  
associated	  with	  widespread	  sustained	  
improvements	  in	  HH	  compliance	  among	  
Australian	  health	  care	  workers	  (Grayson,	  
et.al.,	  Med	  J	  Aus	  2011;	  21:195:615-‐9)	  
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Inverse	  rela:onship	  between	  HH	  compliance	  and	  
S.	  aureus	  BSI	  rates	  for	  21	  large	  Australian	  
metropolitan	  public	  hospitals	  

	  (Playford,	  et.al.,	  Med	  J	  Aust	  2012;	  197	  (1):	  29-‐30	  
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•  Beoer	  ‘washers’	  are	  also	  more	  accurate	  and	  
careful	  reporters	  and	  do	  beoer	  surveillance	  

•  Causes	  of	  BSI	  are	  mul:ple;	  HH	  may	  have	  an	  
impact	  but	  not	  the	  only	  factor	  

•  No	  causal	  rela:onship	  between	  HH	  and	  BSI	  
•  Even	  if	  there	  were	  a	  causal	  rela:onship,	  
sophis:cated	  mul:variable	  analyses	  are	  
essen:al	  to	  tease	  out	  confounders	  and	  effect	  
modifiers	  

35	  

• While	  there	  is	  some	  evidence	  that	  state	  and	  
federal	  policies	  may	  be	  working,	  there	  is	  likely	  to	  
be	  both	  intended	  and	  unintended	  consequences	  
related	  to	  the	  recent	  policy	  changes	  

•  Rigorous	  evalua:on	  of	  these	  policies	  are	  needed	  
to	  inform	  decision-‐makers	  

•  Not	  only	  do	  we	  need	  evidence-‐based	  clinical	  
processes	  

• We	  also	  need	  evidence-‐based	  policy	  making!	  

36	  
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•  US	  is	  way	  behind	  EU	  in	  controlling	  an:bio:c	  
use	  in	  animals	  

•  Although	  fluoroquinolones	  were	  banned	  
from	  US	  poultry	  produc:on	  in	  2005,	  70%	  of	  
its	  use	  in	  2010	  was	  s:ll	  in	  animals	  that	  are	  
healthy	  but	  vulnerable	  to	  diseases	  because	  of	  
crowded,	  unsanitary	  condi:ons	  

•  NY	  Times,	  4/18/10	  

37	   38	  

Berenholtz SM et al Crit Care Med 2004;32:2014-20 
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•  Michigan	  Hospital	  Associa:on	  

•  127	  intensive	  care	  units	  (ICUs)	  in	  Michigan	  and	  five	  
other	  states.	  

•  68	  ICUs	  totally	  eliminated	  CA-‐BSIs.	  
•  For	  6	  months,	  they	  eliminated	  VAP.	  
•  Es:mates	  that	  they	  saved	  >1,578	  lives,	  reduced	  
81,000	  hospital	  days,	  and	  saved	  $165	  million.	  

•  Hospitals	  in	  Rhode	  Island,	  New	  Jersey	  and	  Maryland	  
are	  replica:ng	  the	  Keystone	  Project	  locally	  and	  others	  
will	  follow.	  	  

Pronovost,	  et.	  al.	  NEJM	  2006;355:2725-‐32	  

41	  

•  10/03.	  	  Project	  determined	  to	  be	  Exempt	  by	  
Hopkins	  IRB	  

•  3/04-‐9/05.	  	  Project	  data	  collec:on	  
•  12/06.	  	  Results	  published	  
•  2/07.	  	  OHRP	  no:fies	  Hopkins	  of	  concerns	  
•  8/07.	  	  Project	  suspended	  by	  OHRP	  

42	  
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• Was	  this	  quality	  improvement	  project	  also	  
human	  subjects	  research?	  

•  If	  so,	  could	  the	  IRB	  approval	  been	  expedited?	  
• Was	  informed	  consent	  required?	  

43	  

•  11/07.	  	  OHRP	  changed	  their	  mind;	  waiver	  of	  
consent	  appropriate	  

•  See	  Miller	  FG,	  Emanuel	  EJ.	  	  Quality-‐
improvement	  research	  and	  informed	  consent.	  	  
NEJM	  2008;	  358:8-‐769	  
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•  “OHRP	  charged	  that	  the	  Michigan	  project	  violated	  
regula:ons	  to	  protect	  pa:ents	  who	  par:cipate	  in	  
human	  subjects’	  research.	  Though	  ul:mately	  the	  
office	  indicated	  that	  the	  work	  could	  con:nue	  in	  
Michigan,	  there	  is	  great	  concern	  across	  the	  country	  
regarding	  whether	  doing	  the	  same	  project	  in	  
California	  or	  Ohio,	  or	  implemen:ng	  new	  quality	  
improvement	  programs,	  would	  violate	  federal	  
regula:ons.	  The	  healthcare	  community	  wants	  
clarity	  regarding	  the	  ethical	  oversight	  of	  quality	  
improvement	  efforts.”	  4/16/08	  

45	  

•  Tes:ng	  beyond	  current	  knowledge	  
•  Random	  alloca:on	  of	  par:cipants	  

•  Delaying	  feedback	  to	  avoid	  biasing	  
interpreta:on	  of	  data	  

•  Researchers	  with	  less	  commitment	  to	  
improvement	  of	  local	  situa:on	  

•  Funding/par:cipa:on	  by	  par:es	  outside	  the	  
project	  seyng/organiza:on	  

46	  

•  OHRP	  has	  rescinded	  its	  decision	  and	  now	  
agrees	  with	  the	  Hopkins	  IRB	  that	  this	  is	  not	  
research	  (because	  it	  has	  now	  been	  shown	  to	  
work)	  

•  AHRQ	  has	  funded	  the	  ‘checklist’	  study	  to	  
expand	  to	  other	  states	  

47	  

No.	  The	  intent	  to	  publish	  is	  an	  insufficient	  
criterion	  for	  determining	  whether	  a	  quality	  

improvement	  ac:vity	  involves	  research.	  	  
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Haynes,	  et	  al.	  NEJM	  2009;	  
360:491-‐499	  

49	  

•  Hospitals	  in	  Toronto,	  New	  Delhi,	  Amman,	  
Auckland,	  Manila,	  Ifakara,	  London,	  Seaole	  
introduced	  Surgical	  Safety	  Checklist	  

•  Death	  rate	  declined	  from	  1.5	  to	  0.8%	  
(p=0.003)	  

•  Inpa:ent	  complica:ons	  went	  from	  11	  to	  7%	  
(p<0.001)	  

50	  

51	  

• What	  is	  the	  evidence	  that	  
increasing	  regula:on	  yields	  
beoer	  protec:ons	  and	  improved	  
understanding	  among	  research	  
par:cipants?	  (Not	  much)	  

52	  

“The	  degree	  of	  scru&ny,	  the	  extent	  of	  
con&nuing	  oversight,	  and	  the	  safety	  
monitoring	  procedures	  for	  research	  proposals	  
should	  be	  calibrated	  to	  	  a	  study’s	  degree	  of	  
risk.	  	  Minimal	  risk	  studies	  should	  be	  handled	  
diligently,	  but	  expedi&ously,	  while	  studies	  
involving	  high	  risk	  should	  receive	  the	  extra	  
&me	  and	  ajen&on	  they	  require.”	  

	  	  	  	  	  	  	  Federman,	  et.al.,	  Responsible	  research:	  A	  systems	  approach	  to	  protecMng	  
research	  parMcipants.	  	  NaMonal	  Academies	  Press,	  2002.	  

53	  

•  Proposed	  changes	  in	  the	  ‘Common	  Rule’	  to	  
simplify	  the	  process	  and	  put	  the	  emPHASIS	  on	  
the	  right	  sylLABLE	  

•  Advance	  No:ce	  of	  Proposed	  Rulemaking	  
published	  July,	  2011	  designed	  to	  expand	  
federal	  protec:ons	  and	  reduce	  oversight	  
burden	  on	  inves:gators	  and	  IRBs	  for	  low	  risk	  
research	  
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•  Nancy	  Kass	  commentary:	  	  Addressing	  low-‐risk	  
compara:ve	  effec:veness	  research	  in	  
proposed	  changes	  to	  US	  federal	  regula:ons	  
governing	  research.	  	  JAMA;	  307(15):1589-‐90	  

55	   56	  

•  No	  pa:ent	  should	  be	  harmed	  by	  an	  HAI	  

•  Targe:ng	  zero	  infec:ons	  is	  a	  laudable	  goal	  
•  Infec:on	  preven:on	  must	  be	  an	  organiza:onal	  goal	  
•  Chief	  execu:ves	  must	  deliver	  clear	  expecta:ons,	  set	  
goals	  and	  provide	  necessary	  resources	  

•  Everyone	  is	  responsible	  

–  	  Alvarado,	  APIC,	  2007	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  

57	  

– Cul:vate	  a	  culture	  of	  excellence	  
– Communicate	  this	  to	  staff	  
– Focus	  on	  overcoming	  barriers	  
– Deal	  directly	  with	  resistant	  staff	  
– Inspire	  
– Think	  strategically,	  act	  locally	  
– Leverage	  personal	  pres:ge	  
– Form	  interdisciplinary	  partnerships	  

Saint,	  et	  al.	  Importance	  of	  leadership	  in	  preven:ng	  HAI.	  Infect	  Control	  Hosp	  
Epidemiol	  2010;	  31:901	  	  

58	  

Health-‐care	  workers	  in	  a	  room	  with	  a	  higher	  
ranking	  medical	  staff	  person	  or	  peer	  who	  
did	  not	  wash	  hands	  were	  significantly	  less	  
likely	  to	  wash	  their	  own	  hands	  

(odds	  ra:o	  0.2;	  95%	  CI:	  0.1	  to	  0.5;	  p<0.001)	  

	  Lankford,	  EID	  2003;	  9:217	  

59	  

•  Physician	  hand	  hygiene	  varied	  from	  4	  
(gynecology)-‐96	  (neonatal	  ICU)%	  within	  a	  
single	  hospital	  	  

•  Varied	  by	  a	  mean	  of	  33%	  and	  77%	  between	  
hospitals	  

•  “consistent	  with	  an	  important	  role	  of	  the	  
local	  ward	  culture”	  

•  Cantrell,	  et	  al.	  2008	  Jul	  9;	  AJIC	  	  
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•  During	  a	  mul:faceted	  hand	  hygiene	  
promo:onal	  program	  (performance	  
feedback,	  pocket	  booles	  of	  sani:zer,	  etc)	  on	  
35	  wards…	  

•  Pa:ent-‐nurse	  ra:o	  did	  not	  affect	  adherence	  
•  Job	  seniority	  (≥30	  years)	  was	  an	  independent	  
predictor	  of	  improved	  adherence	  

•  Buffet-‐Bataillon,	  et	  al.	  J	  Hosp	  Infect	  2010;	  76:32	  

61	  

•  Four	  MD	  focus	  groups	  to	  understand	  
determinants	  of	  hand	  hygiene	  

•  Three	  with	  MDs	  with	  various	  levels	  of	  
training	  in	  anesthesiology,	  surgery,	  
emergency/cri:cal	  care;	  one	  with	  internal	  
medicine	  residents	  

62	  

•  Overes:mate	  their	  knowledge	  but	  are	  
skep:cal	  of	  expert	  recommenda:ons	  

•  Concerned	  about	  pa:ent	  percep:ons	  
•  Emphasize	  the	  role	  of	  funding	  to	  improve	  
hand	  hygiene	  

• Medical	  hierarchy	  is	  cri:cal	  in	  their	  behavior	  

Jang,	  et	  al.	  J	  Hosp	  Infect	  2010;	  76:87	  
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•  “..even	  though..hands	  are	  substan:ally	  
cleaner,	  the	  benefit..is	  uncertain”	  

•  “Our	  focus	  on	  building	  beoer	  hand	  hygiene	  
programmes	  has	  misled	  us	  into	  believing	  we	  
are	  doing	  something	  about	  a	  problem	  that	  
remains	  intractable.”	  

64	  

“The time has come for the infection 
control community to move on…we must 
reacquaint ourselves with that lonely 
feeling familiar to clinicians when they 
realize a case is much more difficult than it 
appeared…we should embrace the 
intellectual audacity of our beloved 
Semmelweis but let go of his how-to 
manual.”	  

Sepkowitz KA.  Lancet ID 2012; 12:96-7. 
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Seen	  in	  geological	  perspec:ve,	  we	  are	  fossils	  in	  
the	  making,	  to	  be	  buried	  and	  eventually	  
exposed	  again	  for	  the	  puzzlement	  of	  creatures	  
of	  later	  eras…One	  of	  us	  doesn’t	  differ	  that	  much	  
from	  another,	  each	  genera:on	  repeats	  its	  
parents,	  the	  works	  we	  build	  to	  outlast	  us	  are	  
not	  much	  more	  enduring	  than	  anthills,	  and	  
much	  less	  so	  than	  coral	  reefs.	  	  Here	  everything	  	  
returns	  upon	  itself,	  repeats	  and	  renews	  itself.	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Wallace	  Stegner,	  Crossing	  to	  Safety,	  1987	  
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Folks,	  I’m	  telling	  you,	  birthing	  is	  hard	  
And	  dying	  is	  mean—	  

So	  get	  yourself	  a	  liole	  loving	  

In	  between	  

Langston	  Hughes	  
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06 February (WHO Teleclass Teleclass) IMPROVING THE PATIENT SAFETY CULTURE  
      AS A SUCCESSFUL COMPONENT OF INFECTION CONTROL STRATEGIES 
 Speaker:  Dr. Benedetta Allegranzi, WHO Patient Safety Challenge 

07 February  WHY EVIDENCE SHOULD HAVE BIOLOGICAL PLAUSIBILITY: THE    
      STORY OF CHLORHEXIDINE AND ITS ROLE IN SKIN ANTISEPSIS 
 Speaker: Prof. Mathias Maiwald, National University of Singapore 

12 February  (British Teleclass) COMMISSIONING INFECTION PREVENTION &  
      CONTROL SERVICES IN THE NEW NHS 
 Speaker: Debbie King, NHS Nolihull Clinical Commissioning Group 

13 February  (South Pacific Teleclass) HOSPITAL DESIGN AND INFECTION  
      PREVENTION AND CONTROL 
 Speaker: Dr Massimo Giola, Bay of Plenty District Health Board, New Zealand 

28 February  THE CLINICAL AND BUSINESS CASE FOR INVESTING IN  


