Hospital-Associated Infection (HAI) Elimination Program

Elements for Success from Premier's Safety Institute

To achieve success, the HAI Elimination Program must be part of an organization-wide commitment to patient safety with visible senior management support and collaboration among the leaders in infection prevention and control, patient safety, risk management, and quality improvement. 

Because healthcare delivery settings vary widely in physical and functional characteristics, the approaches to prevention and elimination of HAIs need to be tailored and prioritized based on the specific needs of each patient population served, setting or point of care, and scope of services provided.  The following framework is provided as a guide to assist with prioritization of the strategies and practices to prevent and eliminate HAIs.

Regardless of the prioritizations of specific elements, the basic foundation of all HAI Elimination Programs must include accountability for reliable performance of basic infection control practices such as Standard Precautions and hand hygiene, aiming for 100% adherence.

1.  Facility- or Setting-Specific Risk Assessment: Evaluate the characteristics and resources of current program, services, and patient populations to include:

· Patient demographics (e.g., age, risk factors, volumes)

· Historical infection surveillance data by type of infection, organism, patient populations, or units/departments

· Trends in antimicrobial resistance patterns among organisms, patient populations and departments/units

· Resources (e.g. computers, data tools, staffing) 

· Focused and committed leaders 

· Previously or existing successful initiatives or intervention teams (e.g., BSI or VAP bundles, SCIP, etc.) led by the setting’s patient safety/performance improvement program.

2. Use program assessment to establish priorities for HAI elimination program.   Considerations for prioritization to include: 

· Degree of patient harm (morbidity or mortality) and frequency of unwanted health-care associated infection/condition associated with a specific HAI or patient population or department/unit.

· HAI might include central line-associated bloodstream infection (CLA-BSI); ventilator associated pneumonia (VAP); surgical site infection (SSI); catheter-associated urinary tract infection (UTI).
· Intensity of use of certain devices, e.g., central lines, mechanical ventilators, urinary catheters and/or volume of services such as surgical or other invasive procedures (e.g., interventional radiology/cardiology).  Note: if use of devices such as central lines or ventilators is infrequent, e.g., <20 device days/month, then consider focus on those which are more frequently used, e.g., urinary catheters.   

· Specific patient populations or department/units might include intensive or critical care unit(s), burn unit, bone marrow transplant patients, surgical patients, neonatal intensive care.

· Examination of facility/setting – specific infections caused by epidemiologically important pathogens based on HAI surveillance data and experience.  Examples from the literature include microorganisms such as Clostridium difficile; seasonal pathogens such as influenza or respiratory syncytial virus (RSV); intercurrent clusters caused by pathogens circulating in the population served, e.g., norovirus; multidrug-resistant organisms such as vancomycin-resistant enterococci (VRE), methicillin-resistant Staphylococcus aureus (MRSA); multidrug-resistant gram negative bacteria, e.g., ESBL-producing E. coli or Klebsiella, and those with unusual resistance patterns more so than intrinsic patterns, e.g., Acinetobacter, Pseudomonas spp., etc.

· Existing requirements for data collection that might facilitate the evaluation of the success of the prevention and control strategies, such as state-mandated reporting requirements for a specific type of an infection, third party payor agreements and/or other voluntary reporting requirements

· Although the recent CMS action to reduce reimbursement for certain hospital-acquired conditions (HAC) might help redirect resources to overall patient safety and quality improvement efforts, this should not be the single element in determining priorities of the HAI Elimination Program.  However, this recent CMS action does provide an opportunity to educate staff on the importance of patient assessment and documentation to distinguish between hospital and community acquired conditions, and educate on the need for adherence to known infection prevention measures for all types of infections.  

3. Obtain leadership approval and commitment to support HAI Elimination Program and selected priority (ies) goals with provision of identified resources needed for success. This commitment includes critical success measures such as safety culture surveys and expectations for leadership's involvement. Basic elements may include the following:
· Evaluate the culture of safety

· Educate staff on the science of safety

· Identify defects 

· Executive partnership/adopt a unit 

· Re-evaluate culture of safety 
4.  After priorities are approved, determine the specific goals for elimination and strategies to meet those goals.  Considerations include the following actions: 

· Set overall target reduction/timeline

· Identify specific intervention for each priority.
· Review published reports and case studies of initiatives that have achieved elimination of HAIs.  One example is bundling of HAI practices, which measures 100 percent adherence to a group or "bundle" of evidence-based practices proven to prevent a specific HAI. 

· Locate additional resources, for example, guidelines for prevention of infection published by the CDC’s Healthcare Associated Infection Prevention Advisory Committee (HICPAC) with a focus on those strategies with the highest level of evidence for prevention and SHEA/IDSA Compendium of Strategies to Prevent HAIs 

· Assess the success of existing teams focused on HAI and determine need for additional or new teams. (Note: Teams might be organization-wide or specific to a particular unit, department, shift, organization or care setting). 
· Identify team leaders and scope and goals for each team.
· Assist with identification of roles for each team member.
· Assess unit's safety culture and ensure empowerment of team to carry out the intervention.  

· Provide necessary resources to accomplish goals.
· Assist with education and training of all staff, patients, and families with a role in the elimination program to include accountability for performance of infection prevention practices.  

· Monitor/measure progress (e.g., surveillance data or compliance with practices) to assess achievement of goals and provide regular reports to all staff. 

· Use progress reports to evaluate the effectiveness of intervention strategies and revise if necessary based on evaluation. Schedule regular progress reports to Board of Trustees. 

· Celebrate success and reward excellence in performance.
CMS Hospital-Acquired Conditions (HAC): What you need to know

· CMS HAC In the final FY’08 IPPS rule, CMS identified ten hospital-acquired conditions (HAC) for which hospitals will not receive the higher DRG payment for care, beginning October 1, 2008, if they were not present at admission.  These include three healthcare-associated infections, expanding SSI from mediastinitis to two more types. 

Healthcare-associated infections

· Catheter-associated urinary tract infections (CA-UTI). The ICD-9 code does not distinguish between catheter-associated infection and inflammation. Use of present on admission (POA) codes will be important.
· Vascular catheter-associated infection – CR-BSI and local infection. CMS has a central vascular catheter (CVC) code in place 999.31. This code includes local and systemic infection and inflammation. Use of POA codes will be important and CVC infections are not limited to the ICU.
· Surgical site infection. 
· Mediastinitis after CABG surgery. This infection has a specific complication code. 519.2 (MCC) plus 1 Procedure codes:36.10-36.19
· Selected orthopedic surgeries – Spinal fusion and other surgeries of the neck, shoulder and elbow. 
· Bariatric surgery for morbid obesity - laparoscopic gastric bypass and restrictive surgery; and gastroenterostomy. 

Other Hospital-acquired conditions

· Foreign object left in surgery plus a refinement that includes reaction to foreign substance accidentally left during a procedure
· Air embolism  

· Blood incompatibility   

· Pressure ulcers  (Stage III and IV only)
· Falls and Trauma- Codes are not actually for "falls" but for potential adverse events or injuries occurring as the result of falls; injuries that should not occur during a patient’s hospitalization. The generic categories of coded injuries include: Fractures, dislocations, intracranial injury, crushing injury, burns, and other and unspecified effects of external causes. 
· Manifestations of poor glycemic control
· Venous thromboembolism: Deep vein thrombosis (DVT)/pulmonary embolism following total knee and hip replacements. Only PE codes are affected for now. 
· CMS HAC and Hospital-Associated Infection (HAI) Elimination Program

1. Institutional priorities guide prevention programs HAI Elimination Programs should be based on institutional priorities and local infection surveillance data.  

2. CMS new reimbursement rules are only one factor in prioritization scheme. 

HAC should not drive the new CMS reimbursement mandate; HACs should not be the sole criteria that drive the prioritization of prevention and elimination strategies in the HAI elimination program.

3. Hospital-wide surveillance not needed.  CMS HACs do not require hospital-wide surveillance for CLA-BSI, CA-UTI, or other HAI.
4. Education and training of attending physicians is key. CMS HAC provides an opportunity to focus on staff education on importance of prevention efforts and improved assessment and documentation of patient conditions in the medical record for appropriate distinctions between hospital and community acquired conditions. It is the responsibility of the attending physician to document conditions that are present on admission (POA). 

5. Accurate chart documentation essential.  Medical record coders use the physician documentation of existing conditions to assign POA codes that distinguish hospital from community acquired conditions.  Coder education/training on POA is occurring and is essential for accuracy.
6. Methods and scope of physician education can vary.  Infection control professionals (ICP) and hospital epidemiologists (HE) can help to educate physicians on how to appropriately identify and document HAI. This can be via individual consultation or as part of scheduled educational programs on prevention of specific infections. Clinical staff, including case managers and mid-level providers, can also assist with education on identification, assessment and documentation. Education should include:

· Signs and symptoms of infection versus colonization

· Appropriate use of antibiotics

· Limiting urine cultures to symptomatic patients and implementing recommendations for eliminating treatment of asymptomatic bacteriuria (ASB) in the presence of a urinary catheter.  (See appended article on ASB.)
· Mediastinitis part of SCIP: Prevention of mediastinitis is already addressed in CMS SCIP (Surgical Care Improvement Program) measures and should have been considered for inclusion during program assessment if appropriate, e.g., if the hospital program include coronary artery bypass procedures.

7.   Integrate into performance improvement processes: Integrate the occurrence of one of the HAC infections into the PI program as learning opportunity. That is, teams may use root cause analysis, defect tools and other mean to determine improvement and prevention. HAC infections may be included in this process as appropriate.
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