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Presentation Overview

• Partnership for Patients Initiative

• HHS HAI Initiative

• QIOs 10th Scope of Work 
– Catheter Associate Urinary Tract Infections 

(CAUTIs)

– Central Line Associated Bloodstream Infections

– Clostridium difficile (CDIs)

– SSIs

• Discussion
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Current State of Patient Safety

•Massive variation in the quality of care
•No appreciable change in rates of all-cause harm 

and preventable readmissions
•A decade of hard work yielding pockets of success 

(targeted interventions, isolated settings)
•System-wide frustration and poorly coordinated 

efforts in response
•Opportunity with the Affordable Care Act to move 

from insurance reform to reform the delivery 
system



Partnership for Patients: 
Better Care, Lower Costs

• Objectives:
– Keep patients from getting injured or sicker. By the end of 

2013, preventable hospital-acquired conditions would decrease by 
40% compared to 2010. Achieving this goal would mean 
approximately 1.8 million fewer injuries to patients with more than 
60,000 lives saved over three years.

– Help patients heal without complication. By the end of 
2013, preventable complications during a transition from one care 
setting to another would be decreased so that all hospital 
readmissions would be reduced by 20% compared to 2010. Achieving 
this goal would mean more than 1.6 million patients would recover
from illness without suffering a preventable complication requiring re-
hospitalization within 30 days of discharge.



Partnership for Patients Cont’d

Areas of focus: Healthcare-Associated Conditions
1. Adverse Drug Events (ADE) 

2. Catheter-Associated Urinary Tract Infections (CAUTI) 

3. Central Line Associated Blood Stream Infections (CLABSI) 

4. Injuries from Falls and Immobility 

5. Obstetrical Adverse Events 

6. Pressure Ulcers 

7. Surgical Site Infections (SSI)

8. Venous Thromboembolism (VTE) 

9. Ventilator-Associated Pneumonia (VAP) 

10. All Other Hospital-Acquired Conditions



Next Steps for Partnership for Patients

• If you want to learn more about the 
Partnership for Patients, go to 
http://www.healthcare.gov/center/programs/
partnership/index.html .

• If you want to sign the pledge, go to 
http://partnershippledge.healthcare.gov/

http://www.healthcare.gov/center/programs/partnership/index.html
http://www.healthcare.gov/center/programs/partnership/index.html
http://partnershippledge.healthcare.gov/


HHS HAI Initiative



The Burden

• Each year, 1 in 20 U.S. hospital patients acquires an 
HAI 

– This is 1.7million infections, and 100,000 lives lost 
every year

• Hospital-acquired HAIs alone are responsible for $28 
to $33 billion dollars in preventable healthcare 
expenditures every year. 

• The vast majority of these infections can be 
eliminated by implementing know prevention 
practices. 
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GAO Report:
Recommendations for HHS

• Improve central coordination of HHS-supported 
prevention and surveillance strategies

• Identify priorities among CDC guidelines to:

– Promote implementation of high priority practices

– Consider inclusion into CMS Conditions of 
Participation and Conditions for Coverage

• Establish greater consistency and compatibility of the 
HAI-related data across HHS systems to:

– Increase reliable national estimates of HAIs



Federal 
Steering Committee
for the Prevention of 

Healthcare-Associated 
Infections



Incentives and Oversight
Lead: Centers for Medicare and 

Medicaid Services (CMS)

Phase I (2008-Present)

Phase II (2009-Present)

Phase III  Working Group (2011)

Federal 
Steering Committee

for the Prevention of 
Healthcare-Associated 

Infections

Long-Term Care
Lead: CMS

Prevention & Implementation
Lead: Centers for Disease Control 

and Prevention (CDC)

Research
Lead: Agency for Healthcare 

Research and Quality 

Information  Systems & Technology
Co-Leads: Office of the National 
Coordinator for Health IT & CDC

Evaluation
Lead: Office of 

Healthcare Quality

Outreach & Messaging
Lead: Office of 

Healthcare Quality

Ambulatory Surgical Centers
Co-Leads:  Indian Health Service 

& CDC

End-Stage Renal 
Disease Facilities

Lead: CMS

Influenza Vaccination of 
Healthcare Personnel

Co-Leads: CDC & 
National Vaccine Program Office

Working Group Structure of the HAI Steering Committee



National Action Plan to Prevent 
Healthcare-Associated Infections: 

Roadmap to Elimination
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Action Plan (AP) Background

• Charge: Develop an Action Plan to reduce, prevent, and 
ultimately eliminate HAIs

• Plan:

– Establish measurable national goals

– Improve central coordination to enhance effectiveness of 
prevention, research, surveillance, and messaging 
strategies

– Engage partnerships with stakeholders for transparency 
and to operationalize strategies



AP Background

• Developed in January 2009 and finalized in 
June 2009

• Maintained as a “living document”

• Serves as a guide for State Health 
Departments (SHDs) 

– Target Measures

– Individual State HAI Action Plan



National Action Plan to Prevent Healthcare-
Associated Infections: Roadmap to Elimination

• Phase 1

– Original focus on acute care hospitals

– Targeted CAUTI, SSI, VAP, CLABSI, MRSA & C. difficile

• Phase 2

– Ambulatory Surgical Centers

– End-Stage Renal Disease Facilities (Hemodialysis Centers)

– Flu Vaccination of Healthcare Personnel

• Phase 3 

– Long-Term Care
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Measuring Progress Toward Action Plan Goals

Metric

Source

National 5-year Prevention Target

On Track to Meet 2013 Targets? 

Bloodstream infections

NHSN

50%  reduction

Adherence to central-line insertion practices 

NHSN 

100% adherence 

Data not yet available*

Clostridium difficile (hospitalizations)

HCUP

30% reduction

Clostridium difficile infections

NHSN

30% reduction

Data not yet available*

Urinary tract infections

NHSN

25% reduction

Data not yet available*

MRSA invasive infections (population)

EIP

50% reduction

MRSA bacteremia (hospital)

NHSN

25% reduction 

Data not yet available*

Surgical site infections

NHSN

25% reduction 

Surgical Care Improvement Project Measures

SCIP

95% adherence

Metric Source

National 5-year 

Prevention 

Target

On Track to Meet 

2013 Targets? 

Bloodstream infections NHSN 50%  reduction

Adherence to central-line insertion 

practices 
NHSN 100% adherence Data not yet available*

Clostridium difficile (hospitalizations) HCUP 30% reduction

Clostridium difficile infections NHSN 30% reduction Data not yet available*

Urinary tract infections NHSN 25% reduction Data not yet available*

MRSA invasive infections (population) EIP 50% reduction

MRSA bacteremia (hospital) NHSN 25% reduction Data not yet available*

Surgical site infections NHSN 25% reduction 

Surgical Care Improvement Project 

Measures
SCIP 95% adherence

*2009 or 2009-2010 is the baseline period. 
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State Action Plans

• Mandated by 2009 Omnibus Funding Bill; 
100% Completion Rate

• Plan template was provided

• Plans reviewed by CDC 

• Each state required to follow > two metrics
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State HAI Plan Measures
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Changing Landscape of HAI 
Prevention
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Changing HAI Landscape

• Expanding surveillance

• Progress achieved

• Expanding research priority areas
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http://www.cdc.gov/HAI/pdfs/stateplans/SIR-2010_JunDec2009.pdf
http://www.cdc.gov/HAI/pdfs/stateplans/SIR-2010_JunDec2009.pdf
http://www.cdc.gov/HAI/pdfs/stateplans/SIR-2010_JunDec2009.pdf
http://www.cdc.gov/HAI/pdfs/stateplans/SIR-2010_JunDec2009.pdf
http://www.cdc.gov/HAI/pdfs/stateplans/SIR-2010_JunDec2009.pdf


http://www.cdc.gov/VitalSigns/HAI/index.html
http://www.cdc.gov/VitalSigns/HAI/index.html


http://www.ahrq.gov/qual/haify10.htm


The 10th Scope of Work (SOW)



10th SOW

• HAIs fall under the Improve Individual Patient 
Care section in the 10th SOW.  HAIs covered 
under this section include:

– Central Line Associated Bloodstream Infections 
(CLABSIs)

– Surgical Site Infections (SSIs)

– Catheter-Associated Urinary Tract Infections 
(CAUTIs)

– Clostridium difficle infections (CDI)



Comprehensive Unit-based Safety Program 
(CUSP)

• CUSP is an evidence-based safety improvement 
approach to bring about clinical change at the unit 
level

• CUSP is a framework of improvement structure 
strategy that can be used for a number of safety 
problems

• The focus is on unit based change nested within an 
organization

• Basis for QIO strategy for reducing CLABSIs and 
CAUTIs



Components of CUSP

• Educate on the science of safety

• Identify defects

• Assign executive to adopt unit

• Learn from defects

• Implement teamwork and 
communication tools



CUSP CLABSI



• Wash hands prior to procedure

• Use maximal barrier precautions

• Clean skin with chlorhexidine

• Avoid femoral lines

• Remove unnecessary lines

CLASBI Core Items



Nationwide Implementation of CUSP for CLABSI 
– Interim Report

• Recruitment
– 45 State hospital associations

– 700 hospitals

– 1,100 hospital teams

• Interim results – 350 hospitals
Average CLABSI rate/1000 central line days:

– Baseline: 1.8

– CUSP for CLABSI: 1.17

• Interim Report can be found, 
http://www.ahrq.gov/qual/onthecusprpt/

} 35%

http://www.ahrq.gov/qual/onthecusprpt/
http://www.ahrq.gov/qual/onthecusprpt/


CUSP CAUTI



CUSP CAUTI

• Uses same State Hospital Association based 
collaboratives

• Currently in 12 states
• Moving to all 50 States in a phased cohort basis

• Reduce mean catheter-associated urinary tract 
infection (CAUTI) rates in participating ICUs and 
other clinical units by 25%; 



146 Licensed Beds

Med Surg (2 Units) 
ICU (8 Bed)
Women’s Health 
Inpatient Rehab
Inpatient Psych

Non-Profit
Sole Community Provider

Alpena Regional Medical Center

Excerpted from presentation by Mary Jo Skiba, RN, BSN



Strategies
• Caths flagged with date of insertion

• Secured to legs

• Specimen collection for culture

- Don’t use first urine drained from catheter 

- ED patients – prior to collection, change catheter 

unless known change within 7 days

- Inpatients… If catheter in for 7 days must change 
prior to specimen collection

• Perineal hygiene prior to caths

• Excerpted from presentation by Mary Jo Skiba, RN, BSN



Outcomes
ARMC Monthly Urinary Cath Related UTI’s

2006
46 CAUTI’s
Avg 3.8 mo

2007
32 CAUTI’s
Avg 2.7 mo

2008
28 CAUTI’s
Avg 2.3 mo

2009
6 CAUTI’s

Avg 0.5 mo

Excerpted from presentation by Mary Jo Skiba, RN, BSN



CUSP Safe Surgery



Safe Surgery Checklist



CUSP for SSI/Safe Surgery 

• AHRQ just issued a Request For Task Order (RFTO) 
through Action II for a CUSP for Safe Surgery

• Combines SSIs with other Surgical Complications and 
links with Surgical Care Improvement Program (SCIP)

• Uses the Safe Surgery checklist formally adopted by 
the World Health Organization (WHO) as a 
recommended standard of care for all hospitals 
worldwide

• Will be implemented in all 50 states



Safe Surgery 

• Dr. Atul Gawande’s 2007 World Health 
Organization (WHO) study of > 8K patients 
showed an reduction in several areas:
– 50% SSI reduction

– 36% Surgical complication reduction

– 1.5 – 0.8% death reduction

• WHO formally established the checklist as a 
recommended standard of care for all 
hospitals worldwide



Hospitals that adopted Safe Surgery 
Checklist

• Several hospitals have adopted the checklist for 
use in every operating room:
– Brigham and Women’s Hospital

– Children’s Hospital

– Boston Medical Center

– The Mayo Clinic

– Stanford University

– The Cleveland Clinic

– Virginia Mason Hospital in Seattle 

– University of California, San Francisco



Clostridium difficile



Emerging Threats in Healthcare
Estimate of Clostridium difficile Cases, by 

Setting
• Hospital-acquired, hospital-onset cases 

– 165,000, $1.3 billion in excess costs, and 9,000 
deaths annually

• Hospital-acquired, post-discharge      (up to 4 

weeks)

– 50,000, $0.3 billion in excess costs, and 3,000 
deaths annually

• Nursing home-onset cases

– 263,000, $2.2 billion in excess costs, and 
16,500 deaths annually

Campbell, Infect Control Hosp Epidemiol. 2009       Dubberke, Emerg Infect Dis. 2008
Dubberke, Clin Infect Dis. 2008 Elixhauser et al. HCUP Statistical Brief #50. 2008

Clostridium difficile Hospitalizations

Any listed diagnoses
Primary diagnosis



Background: HHS Prevention Targets

• Case rate per 10,000 patient-days as measured in 
NHSN

– National 5-Year Prevention Target: 30% reduction

• Because little baseline infection data exists, 
administrative data for ICD-9-CM coded C. difficile 
hospital discharges is also tracked

– National 5-Year Prevention Target: 30% reduction

http://www.hhs.gov/ophs/initiatives/hai/prevtargets.html



Background: Epidemiology

Risk Factors

• Antimicrobial exposure

• Acquisition of C. difficile

• Advanced age

• Underlying illness

• Immunosuppression

• Tube feeds

• ? Gastric acid suppression

Main modifiable risk 
factors



Summary of Prevention Measures

Core Measures

• Contact Precautions for duration of illness

• Hand hygiene in compliance with CDC/WHO

• Cleaning and disinfection of equipment and environment

• Laboratory-based alert system 

• CDI surveillance

• Education

* Not included in CDC/HICPAC 2007 Guideline for Isolation Precautions



CDI Success Story

• Brigham and Women’s Hospital showed 
significant decreases in CDI following the use of 
checklist bundles

• Community-level hospital successfully contained 
outbreak with restriction of fluroquinolone (FQ) 
use

• Kallen,  AJ, Thompson, A, Ristaino, P, et al. Complete Restriction of Fluoroquinolone Use to Control an Outbreak 
of Clostridium difficile Infection at a Community Hospital. Infect Control Hosp Epidemiol 2009 30: 264 – 272.

• Abbett, SK, Yokoe, DS, Lipsitz, SR, et al. Proposed Checklist of Hospital Interventions to Decrease the Incidence of 
Healthcare-Associated Clostridium difficile Infection. Infect Control Hosp Epidemiol 2009 30: 1062 – 1069. 
Thompson, A, Ristaino, P, et al.  



Looking Ahead to 2011

• IPPS rule: CMS to use NHSN data for Hospital Compare
• Affordable Care Act
• Release of 2011 Action Plan
• Development of Phase 3 – Long-Term Care
• Partnering to Heal: Teaming Up Against Healthcare 

Associated Infections
• Consumer Media Campaign 
• Hospital Value-Based Purchasing – payment tied to 

performance
• $500 million (Section 3026) to improve care transitions
• $500 million from the CMS to test and implement 

innovations to reduce preventable harm in hospitals
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For more information

Office of Healthcare Quality
200 Independence Ave, SW

Room 716G
Washington, DC 20201

Telephone (202) 401-8006
ohq@hhs.gov

Subscribe to the HAI listserv
https://service.govdelivery.com/service/subscribe.html?code=USHHS_234
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