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Stats - Hospital Acquired Infections

 CDC:  Approximately 1:20 Hospitalizations 
Result in an HAI.

 United States:  1.7 Million HAI per year
 KY:  Projected at 23,000 with almost 1400 

deaths.
 Cost to Kentucky between 392 to 462 million 

dollars each year.
 Average cost of $43,000 per episode (AHRQ).    



Director of the CDC
 Thomas R. Frieden, MD, MPH, 

"Evidence indicates that, with focused 
efforts, these once-formidable infections 
can be greatly reduced in number, leading 
to a new normal for healthcare-associated 
infections as rare, unacceptable events." 

Maximizing Infection Prevention in the Next Decade: 
Defining the Unacceptable. Infect Control Hosp 
Epidemiol2010;31:S1–S3 
http://www.journals.uchicago.edu/doi/full/10.1086/656002

http://www.journals.uchicago.edu/doi/full/10.1086/656002�


Secretary Katherine Sebelius 
 “In Michigan, a coalition of hospitals was able to cut 

central line infections by two thirds, reduce health care 
costs by $200 million, and save 1,500 lives in 18 months 
just by using a simple checklist that reminded doctors 
to take simple steps like washing their hands.  If you 
heard that without knowing anything about health care, 
you might assume that hospitals across the country 
would be rushing to adopt this protocol. “

“But that hasn’t happened.   And that’s 
where the federal government comes in.”

Source:   Katherine Sebelius, Secretary, U.S. Dept of Health & Human Services,  
Global Business Forum, Miami,  Florida,  Jan. 13, 2010
http://www.hhs.gov/secretary/about/speeches/sp20110113.html

http://www.hhs.gov/secretary/about/speeches/sp20110113.html�


Endorse Public Reporting HAI
 27 states currently publicly report HAI
 Centers for Disease Control.

The director of the CDC's HAI prevention program, 
Dr. Srinivasan, recently stated that the,  “CDC does 
believe that increased transparency, public reporting of 
healthcare-associated infections is an important part of 
a comprehensive effort to prevent healthcare-associated 
infections and eliminate these infections ...” *

 APIC –Association for Professionals in Infection 
Control and Epidemiology.

 IDSA –Infectious Diseases Society of America.

* Media Telebriefing on State Healthcare-Associated Infection Data May 27, 2010
http://www.cdc.gov/media/transcripts/2010/t100527.htm

http://www.cdc.gov/media/transcripts/2010/t100527.htm�


Federal Requirements
 Not a Requirement –Tied to payment for a 

2% increase in Medicare Reimbursement.

 Central Line Bloodstream Infections in ICUs 
–Jan. 1, 2011.

 Surgical Site Infections –Jan. 1, 2012.

 Unless causing the above types of infections, 
there are no requirements for reporting the 
superbugs MRSA or C. Difficile,  or the 
reporting of other bacteria.



State Initiatives are Important

 “State initiatives on public reporting of 
healthcare-associated infections play an 
important role in the Federal effort to 
prevent healthcare-associated infections.”

-- Donald Wright, MD, MPH, Deputy Assistant 
Secretary for Healthcare Quality, U.S. Dept. of 
Health and Human Services.   Oct 12, 2010.  



White Paper –Pillar Data for Action 
CDC,  APIC, SHEA, IDSA & CSTE
 “Public health departments, working with 

HAI prevention experts, need to establish 
and to maintain strong programs in HAI 
elimination.”

 “Data also allow public health officials to 
identify local and regional facilities requiring 
improvement.”

Oct 9, 2010 White Paper: Moving toward Elimination of healthcare-
associated infections:   A call to action. 
http://www.apic.org/Content/NavigationMenu/GovernmentAdvocac
y/RegulatoryIssues/CDC/AJIC_Elimin.pdf

http://www.apic.org/Content/NavigationMenu/GovernmentAdvocacy/RegulatoryIssues/CDC/AJIC_Elimin.pdf�
http://www.apic.org/Content/NavigationMenu/GovernmentAdvocacy/RegulatoryIssues/CDC/AJIC_Elimin.pdf�


Kentucky - History

 And let us not forget that three years ago 
a similar effort was presented before the 
State Senate.   At that time the issue was 
not enacted upon,  a decision to let the 
medical community effectively handle the 
problem. 

But we still have a significant problem.



St. Joseph Can,  We All Can !!!

 St. Joseph Health System
-- Catheter Associated Urinary Tract Infections.
-- Vascular Catheter Associated Infections
-- Selected Surgical Site Infections
-- Catheter Associated Blood Stream Infections 
in ICU
-- Community and HAI for MRSA
-- Community and HAI for C. Diff 



St. Joseph Can,  We All Can !!!

Adapted and Redacted for use as a Reporting Example.  



St. Joseph Can,  We All Can !!!

 “Where data is available, we want to 
publish it,”  
-- Dr. Dan Varga, Chief Medical Officer 
Saint Joseph Health System.

Source:  Laura Ungar, Kentucky hospitals attack healthcare-related infections, 
but debate reporting them.  Courier-Journal,  Dec. 23, 2010.   
http://pqasb.pqarchiver.com/courier_journal/access/2221055551.html?FMT=AB
S&FMTS=ABS

http://pqasb.pqarchiver.com/courier_journal/access/2221055551.html?FMT=ABS&FMTS=ABS�
http://pqasb.pqarchiver.com/courier_journal/access/2221055551.html?FMT=ABS&FMTS=ABS�


If Norton Can,  We All Can !!!

 Norton Healthcare Systems Report
-- Catheter Associated Urinary Tract 
Infections in ICU Settings. 
-- Catheter Associated Bloodstream 
Infections in ICU Settings.
--Ventilator Associated Pneumonia in ICU 
Settings.
-- Percentage of Inpatients with Possible 
Infections due to IV Lines. 



If Norton Can,  We All Can !!!

 “We certainly do publicly report,  and we 
would encourage other organizations to 
do so as well,” 
-- Dr. Kenneth Wilson,  Associate Vice 
Present of Clinical Affairs, Norton 
Healthcare Systems.

Source:  Laura Ungar, Kentucky hospitals attack healthcare-related infections, 
but debate reporting them.  Courier-Journal,  Dec. 23, 2010.   
http://pqasb.pqarchiver.com/courier_journal/access/2221055551.html?FMT=AB
S&FMTS=ABS

http://pqasb.pqarchiver.com/courier_journal/access/2221055551.html?FMT=ABS&FMTS=ABS�
http://pqasb.pqarchiver.com/courier_journal/access/2221055551.html?FMT=ABS&FMTS=ABS�


Jewish & St. Mary’s

 Jewish & St.  Mary's, are working toward 
creating a public reporting website after 
they merge.

 “I'm a strong believer in transparency,”
-- Dr.  James Ketterhagen,  Chief Medical 
Officer for Jewish & St.  Mary's Healthcare 
Systems.

Source:  Laura Ungar, Kentucky hospitals attack healthcare-related infections, 
but debate reporting them.  Courier-Journal,  Dec. 23, 2010.   
http://pqasb.pqarchiver.com/courier_journal/access/2221055551.html?FMT=AB
S&FMTS=ABS

http://pqasb.pqarchiver.com/courier_journal/access/2221055551.html?FMT=ABS&FMTS=ABS�
http://pqasb.pqarchiver.com/courier_journal/access/2221055551.html?FMT=ABS&FMTS=ABS�


KY CDC Grant

 Only “Outbreaks are Reportable” in 
Kentucky.

“Kentucky is one of the states in the nation that does 
not presently have a mandatory public reporting 
requirement for HAIs.   Therefore,  individual HAIs are 
not reportable to public health officials in Kentucky. 
Outbreaks of HAIs are reportable in Kentucky, as all 
outbreaks are reportable.” 

Source:  Kentucky State and Regional Infection Prevention and Epidemiology 
Program (K‐STRIPE) Healthcare Associated Infections Prevention Plan    



KY CDC Grant
 Does not distinguish between outbreaks 

with organisms present on admission or 
those acquired in facilities.

“Not all data that you requested are available.  
Specifically,  the department is not able to provide 
aggregate numbers of healthcare facility-reported 
outbreaks which were due to organisms that were 
present on admission, because the data are not sorted 
in that way. ”

Source.  Letter from Kraig Humbaugh. MD, MPH Director Division of 
Epidemiology and Health Planning to Kevin Kavanagh,  MD, Oct. 26, 2010.
http://www.cdc.gov/HAI/pdfs/stateplans/ky.pdf

http://www.cdc.gov/HAI/pdfs/stateplans/ky.pdf�


KY CDC Grant

 Kentucky has not defined what an 
outbreak is.

“…the state has no standard definition of 
how many cases constitute an outbreak,”  

Source:  Laura Ungar, Kentucky hospitals attack healthcare-related infections, 
but debate reporting them.  Courier-Journal,  Dec. 23, 2010.   
http://pqasb.pqarchiver.com/courier_journal/access/2221055551.html?FMT=AB
S&FMTS=ABS

http://pqasb.pqarchiver.com/courier_journal/access/2221055551.html?FMT=ABS&FMTS=ABS�
http://pqasb.pqarchiver.com/courier_journal/access/2221055551.html?FMT=ABS&FMTS=ABS�


KY CDC Grant
 Only four outbreaks were reported in 

hospitals.  No C. Difficile or MRSA were 
reported.

"During the period from October 1, 2009 to September 
30, 2010..."

"...four were reported by hospitals (in two, the cause 
was confirmed as norovirus;  in one, it was confirmed as 
a multidrug resistant organism, and in one, the causative 
agent remained unconfirmed)." 

Source.  Letter from Kraig Humbaugh. MD, MPH Director Division of 
Epidemiology and Health Planning to Kevin Kavanagh,  MD, Nov 1, 2010.
http://www.healthwatchusa.org/downloads/20101101--KY-Outbreaks-Rpt.pdf

http://www.healthwatchusa.org/downloads/20101101--KY-Outbreaks-Rpt.pdf�
http://www.healthwatchusa.org/downloads/20101101--KY-Outbreaks-Rpt.pdf�
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KY State Health Dept. 

 The State Health Department Needs 
complete and Accurate Data so they can 
formulate procedures to address this 
epidemic in both facilities and the 
community.   

 In addition, data is needed for the Federal 
Grant process to obtain funds to address 
this epidemic.



House Bill is NOT Duplicative
 Uses the same reporting Network as the 

Dept. of Health and Human Services.
--- National Healthcare Safety Network (NSHN)

 The Bill covers, Nursing Homes, Surgery 
Centers, Rehabilitation Hospitals, NOT just 
Acute Care Facilities. 

 Systems which require reporting to the 
NHSN and also to a state Patient Safety 
Organization may well be duplicative.  



House Bill is NOT Duplicative



Surveillance Cultures

 The Bill does NOT require surveillance 
cultures to be taken.

 However,  if done,  aggregate data needs 
to be reported to the State.   

 Many Institutions will do MRSA 
surveillance cultures since several large 
U.S. studies have shown them to be 
beneficial in reducing infection rates.    



Statutes – Reportable Diseases



Regulations – Reportable Diseases



Regulations – Reportable Diseases



Fiduciary Responsibility
 The primary responsibility of non-profit 

hospitals and the facilities' Board is to the 
community and not to the institution.   

 Patients have the right to know Infection Rates 
and the Quality of their Healthcare Facilities.  

 In a survey conducted by Senator Harper-Angel, 
over 90% of her constituents wish to have HAI 
data given to the Kentucky Health Dept.



Poll by Senator Harper-Angel
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