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HHS Action Plan to Prevent Healthcare-Associated Infections: 
INCENTIVES AND OVERSIGHT 
 
 
I. Introduction 
 
The Department of Health and Human Services (HHS), specifically the Centers for 
Medicare and Medicaid Services (CMS), has a variety of tools within its statutory and 
regulatory authority to encourage the prevention of healthcare-associated infections 
(HAIs). These tools can be broadly classified as regulatory oversight, financial 
incentives, transparency and associated incentives, or some combination of these. CMS 
also has a number of initiatives within each of these broad categories to combat 
healthcare-associated infections, and the following describes the various ways in which 
these tools and initiatives support the nation’s efforts to prevent infections. 
 
 
II. Regulatory Oversight 
 

A. Introduction 
 

The Conditions of Participation (CoPs) are the federal health and safety requirements 
that hospitals and other providers must meet to participate in the Medicare and 
Medicaid programs. The CoPs are intended to ensure that high quality care is 
provided to all patients. Compliance with the CoPs is determined by State Survey 
Agencies (SAs) or Accreditation Organizations (AOs). The SAs survey hospitals to 
assess compliance with the CoPs. Hospitals are deemed to have met the requirements 
in the CoPs if they are accredited by national accreditation programs approved by 
CMS.  All Medicare- and Medicaid-participating hospitals are required to be in 
compliance with CMS’ CoPs regardless of their accreditation status. 

 
B. Conditions of Participation 

 
The Medicare CoPs are intended to be the minimum health and safety standards 
required for the protection of patients, and revisions to the CoPs require an extensive, 
(and, at times, lengthy) rulemaking process by CMS. When revisions are made to 
these requirements, particular attention must be paid to the ever-evolving nature of 
medicine and patient care. Moreover, a certain degree of latitude must be left in the 
requirements to allow for innovations in medical practice that improve the quality of 
care and move toward the reduction of medical errors and patient harm. These 
innovations in patient care, if supported by well-documented research evidence, most 
often lead to the issuance of guidelines and recommendations (sometimes referred to 
as “best practices”). These guidelines and recommendations come from federal 
agencies, such as the Agency for Healthcare Research and Quality (AHRQ), Centers 
for Disease Control and Prevention (CDC), and the Occupational Safety and Health 
Administrations (OSHA) within the Department of Labor, as well as from other 
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nationally recognized organizations. Historically, these national federal and private 
entities have been able to disseminate and update these best practices more quickly 
than CMS has been able to through its regulatory rulemaking process. 

 
The hospital infection control CoP directly addresses the reduction of HAIs. Rather 
than continually revising the infection control requirements in the CoPs to meet 
emerging needs, the CoP is most effective serving used as a baseline requirement for 
hospitals. This COP baseline should be used by health systems to integrate nationally-
recognized infection control standards and best practices into their individual 
infection control programs and to change their policies and procedures if, and when, 
the guidelines change. 

 
Additionally, the CMS survey and certification interpretive guidelines for the 
Infection Control CoP (discussed in detail in Section II.D), provide a regulatory 
vehicle for a more specific discussion of best practices in infection control for 
hospitals. The current Infection Control interpretive guidelines contain references to 
the recommendations of organizations such as the CDC, OSHA, and the Association 
for Professionals in Infection Control and Epidemiology, the Society for Healthcare 
Epidemiology of America, and the Association of Peri-Operative Registered Nurses.  
The guidelines specifically address special challenges to a hospital’s infection control 
program, including multi-drug resistant organisms, communicable disease outbreaks, 
and bioterrorism, and directly refer to current and nationally accepted sources of 
information for hospitals on these challenges. 

 
C. Accreditation 

 
As mentioned above, accreditation by a nationally-recognized accreditation program 
can substitute for an ongoing State review. If a provider entity demonstrates through 
accreditation by an approved national Accreditation Organization (AO) that all 
applicable Medicare conditions are met or exceeded, CMS may "deem" those 
provider entities as having met the Medicare requirements. Accreditation by an AO is 
voluntary and is not required for Medicare participation. The use of private 
accreditation for ensuring provider compliance with Medicare requirements began in 
1965 when Congress granted statutory deemed status for hospitals accredited by The 
Joint Commission. The statute was later amended to permit deeming for accreditation 
by national organizations other than The Joint Commission and for categories of 
providers beyond hospitals. A national AO applying for approval of deeming 
authority must provide CMS with a reasonable assurance that the AO requires 
accredited provider entities to meet requirements that are at least as stringent as the 
Medicare CoPs. 

 
In addition to The Joint Commission's hospital program, hospitals currently have two 
other accreditation options. CMS has granted hospital deeming authority to the 
American Osteopathic Association (AOA) and Det Norske Veritas Healthcare 
(DNVHC). Specifics on each include: 
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1) AOA has had CMS approved hospital deeming authority since 1966 and is 
approved through September 25, 2009. CMS recently approved DNVHC's 
application for recognition as a national accreditation program for hospitals, 
effective September 26, 2008 through September 26, 2012. 
 

2) DNVHC's hospital accreditation program is unique in that it integrates the 
ISO 9001 standards (international quality standards that define minimum 
requirements for a quality management system) and the Medicare CoPs. In 
addition, the program conducts annual, rather than triennial, surveys to ensure 
ongoing compliance. 

 
Currently, there are approximately 4,072 Joint Commission-accredited hospitals, 
which is 83 percent of all hospitals (4,921) participating in the Medicare program.  
There are approximately 157 AOA-accredited hospitals; approximately half of these 
hospitals are dually-accredited by the Joint Commission and AOA. In total, over 84% 
(4,146) of all Medicare-participating hospitals are deemed by these AOs. Hospitals 
accredited by CMS-recognized AOs, are not subject to routine Medicare surveys by 
SAs. However, these hospitals are subject to validation surveys conducted by SAs on 
behalf of CMS in response to allegations of significant deficiencies which, if 
substantiated, would adversely affect the health and safety of patients. 
 
Recently, Section 125 of the Medicare Improvement for Patients and Providers Act of 
2008 (MIPPA) removed The Joint Commission’s statutorily-guaranteed accreditation 
authority for hospitals, to be effective July 15, 2010. At that time, The Joint 
Commission’s hospital accreditation program will be subject to CMS requirements 
for AOs seeking deeming authority. To avoid a lapse in deeming authority, The Joint 
Commission must submit an application for hospital deeming authority consistent 
with these requirements and within a time frame that will enable CMS to review and 
evaluate their submission. 

 
D. Survey and Certification 

 
The survey and certification program is designed to ensure that providers and 
suppliers comply with CoPs. CMS works with the SAs to conduct on site facility 
inspections for the vast majority of facilities that seek Medicare participation. Only 
certified providers, suppliers, and laboratories are eligible for Medicare or Medicaid 
payments. Currently, the CMS Survey & Certification Group oversees compliance 
with Medicare health and safety standards for more than 271,000 medical facilities of 
different types, including hospitals, laboratories, nursing homes, home health 
agencies, hospices, and end stage renal disease facilities. There are approximately 
7,200 active SA surveyors nationwide (about 6,500 full-time equivalents), with 
roughly 500 dedicated to hospital surveys. 

 
In FY 2008, CMS successfully trained more than 70% of the hospital surveyors on 
the new revised hospital interpretive guidelines for infection control (revised 
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November 21, 2007.1 The interpretive guidelines are sub-regulatory, or a manual 
version of how CMS, through the SA surveyors, enforces regulatory requirements, 
including those associated with infection control. This November 2007 revision to the 
hospital interpretive guidelines for infection control was updated to reflect changing 
infectious and communicable disease threats as well as current and nationally-
recognized infection control guidelines, best practices, and other resources for 
hospitals. 

 
When deficiency findings, such as deficient infection control practices, are identified 
through a hospital or other setting survey, the information is captured in a database.  
In FY 2007, an infection control deficiency was cited 1% of the time on average. The 
database has several deficiency identifiers or tags that are related to infection control.  
With the use of specific tag identifiers for the deficient practice(s), CMS can later 
analyze the findings for greater insight into problem areas. For example, CMS is able 
to breakdown the CoP for infection control into subparta to specifically capture in our 
database whether the hospital is in compliance with having the required designated 
infection control officer (which “crosswalks” directly in CMS’s database to A-748). 

 
Hospital complaints have typically been the second highest volume of complaints 
CMS receives among all the Medicare provider types certified. When the top 
allegations for complaints are examined, infection control issues are consistently in 
the top 12 (see Appendix D). 

 
E. Recommendations and Action Plans 

 
Conditions of Participation 
The Medicare Hospital Infection Control CoP was first published over 20 years ago.  
Since then, infections such as HIV/AIDS, SARS, West Nile virus, avian influenza, 
and MRSA (to name but a few) have emerged and have been quickly followed by 
infection control guidelines. These tend to be specific to each emerging infection and 
are issued by nationally recognized organizations. The national organizations have 
typically revised the guidelines as needed to keep pace with new developments and as 
a way to help hospitals continue to track, monitor, and prevent such diseases. 

 
However, as new sources of infection and communicable disease present new 
challenges to patient care, Medicare infection control requirements need to remain 
flexible and broad enough in their scope so that hospitals are able to incorporate the 
most current infection prevention and control guidelines into their programs. Shifting 
toward a more prescriptive regulatory approach (i.e., one that would focus on the 
prevention and control of specific infections and communicable diseases as would 
need to be designated in the regulatory text) would be a move backward to a more 
rigid and process-oriented regulatory structure. It would also be a move away from 
the more flexible and evidence-based approach that continues to prove a more 
successful model for reducing harm and improving outcomes for patients. Currently, 

                                                 
1 www.cms.hhs.gov/SurveyCertificationGenInfo/PMSR/itemdetail.asp?filterType=none&filterByDID=0&sortBy 
DID=2&sortOrder=descending&itemID=CMS1205726&intNumPerPage=10 
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the Infection Control interpretive guidelines make direct reference to the evidence-
based infection control guidelines and recommendations established by nationally-
recognized organizations. 

 
The following recommendations would further strengthen the commitment to quality 
in the prevention of HAIs: 

 
 Require that a hospital ensure that their infection control program follows 

currently recognized standards of practice as established by national 
organizations. 
 

 Require that the infection control program be an integral part of the hospital’s 
quality assessment and performance improvement (QAPI) program. While the 
current Infection Control CoP does require that the hospital-wide quality 
assurance program address the problems identified by the infection control 
officer, this revision would more directly link the Infection Control CoP with the 
equally important QAPI CoP and would require hospitals to pursue a more 
proactive and innovative approach to infection control through their ongoing 
QAPI program. 

 
Accreditation 
In July 2004, the Government Accountability Office (GAO) made several 
recommendations to improve CMS oversight of the hospital accreditation program.2  
The recommendations included modifying the method used to calculate the disparity 
rate, identifying additional indicators of The Joint Commission’s performance, and 
increasing the validation sample size. CMS’ current and planned actions to enhance 
oversight of hospital accreditation are described below: 
 
 Methodological Changes to Improve Oversight – CMS is assessing differing 

approaches to refining and improving the current method of measuring AO 
performance in assuring compliance with the CoPs. CMS secured the services of 
a contractor in FY 2006 to assist in this endeavor, which is expected to be 
expanded to address all AOs and all deemed programs. However, a revised 
approach to performance assessment may also require regulatory revisions. 

 
 Analysis of Complaint Data – CMS is investigating cost-effective approaches to 

enhancing hospital survey activities, including integration into our overall 
assessment of the AO’s performance, as a result of complaint investigations 
conducted in hospitals. CMS continues to work with a contractor to explore the 
utility of the complaint data as a means to assess the performance of the AOs. 

 
Survey and Certification 
In the survey and certification area, CMS and experts have identified a number of 
future enhancements for regulatory oversight of hospitals as recommendations: 

 
                                                 
2 GAO-04-850, CMS Needs Additional Authority to Adequately Oversee Patient Safety in Hospitals 
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 Increase hospital surveyor training on recent revisions of hospital interpretative 
guidelines to ensure that 100% of dedicated hospital surveyors have the 
opportunity to be trained on the revised guidelines. 
 

 Incorporate enhancements, which arise from collaborative activities with the 
CDC, into the surveyor training program as a means of providing surveyors with 
illustrative examples of best infection control practices in hospitals. 
 

 Conduct a pilot of a surveyor tool. Piloting of a modified version of a CDC-
developed surveyor tool for comprehensively assessing infection control practices 
in ambulatory surgical centers has begun. Depending on the assessment of the 
pilot experience, CMS may develop another version of the tool that could be 
employed in the hospital setting. This would require partnership with CDC for 
applicability to hospital setting. 
 

 Consider instructing surveyors to assess compliance with infection control 
practices on every hospital complaint survey, in addition to assessing compliance 
with requirements related to the complaint allegation. 
 

 Consider requiring AOs to also make assessment of infection control a priority 
focus. 
 

 Partner with the AOs on sharing complaints or survey findings where infectious 
disease findings occurred. 
 

 Consider joint educational intervention, such as a conference, with the AOs on the 
subject of infection control compliance. (Note this might be subject to privacy 
provisions and not be easily implemented.) 
 

 Consider strengthening the relevant sections of the CoPs related to infection 
control and quality assurance/performance improvement. 
 

 Consider adding a performance/evaluative metric related to hospital acquired 
infections. This could be accomplished in collaboration with CDC and AHRQ and 
using systems such as CDC’s National Healthcare Safety Network (NHSN). 

 
 
III. Value Based Purchasing (VBP) Financial Incentives 
 

A. Introduction 
 

CMS is applying the tools within its statutory authority to enhance the quality and 
efficiency of services provided to Medicare beneficiaries through value-based 
purchasing (VBP) and related initiatives. These include measurement and payment 
incentives to encourage beneficial interventions and outcomes to improve 

 62



HHS Action Plan to Prevent Healthcare-Associated Infections 06222009 
Section 8: Incentives and Oversight 
 

performance. Using these resources, CMS is working to transform Medicare from a 
“passive payer” to a more active purchaser of higher value health care services. 

 
The Preventable Hospital-acquired Conditions (HAC) Provision, and Present on 
Admission Indicator Reporting, and Hospital Pay-for-Reporting are three hospital-
related initiatives that CMS is using to promote increased quality and efficiency of 
care. 

 
In addition, CMS is studying the application of measurement and payment incentives 
to hospitals through various demonstration projects, and CMS has presented an 
approach to transition from pay-for-reporting to performance-based payment in the 
Hospital Value-Based Purchasing Plan Report to Congress. Each of these initiatives is 
discussed in turn below. 

 
B. Hospital-Acquired Conditions and Present on Admission Indicator 

Reporting 
 

Introduction 
The HAC provision is one approach that CMS is using to combat healthcare-
associated complications, including infections, in the hospital setting. The Medicare 
statute requires CMS to select conditions that will no longer trigger higher payment 
when they are acquired during hospitalization. 

 
CMS selected conditions must be: (1) high cost, high volume, or both; (2) assigned to 
a higher paying Medicare-severity diagnosis-related group (MS-DRG) when present 
as a secondary diagnosis; and (3) could reasonably have been prevented through the 
application of evidence-based guidelines. 

 
Beginning October 1, 2008, Medicare can no longer assign an inpatient hospital 
discharge to a higher paying MS-DRG if a selected condition is listed on the claim 
and was not present on admission. That is, the case will be paid as though the 
condition were not present. Medicare will continue to assign a discharge to a higher 
paying MS-DRG if the selected condition is present on admission. However, if any 
non-selected complicating condition appears on the claim, the claim will continue to 
be paid at the higher MS-DRG rate. 

 
CMS has also begun collecting a present on admission (POA) indicator to determine 
whether diagnoses were present on admission or acquired during hospitalization. On 
October 1, 2007, CMS began requiring hospitals to submit this information on 
Medicare claims. The POA indicator is necessary to identify which conditions are 
HACs for payment purposes, and this information is also potentially valuable for the 
broader public health uses of Medicare data. 

 
Inpatient Proposed Payment System Payment Incentives   
Medicare’s Inpatient Proposed Payment System (IPPS) encourages hospitals to treat 
patients efficiently. Hospitals generally receive the same payment for stays that vary 
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in the patient’s length of stay and in the intensity of the services provided, which 
gives hospitals an incentive to avoid unnecessary costs in the delivery of care. In 
some cases, complications, including infections, acquired in the hospital do not 
generate higher payments than the hospitals would otherwise receive for 
uncomplicated cases paid under the same DRG. To this extent, the IPPS encourages 
hospitals to avoid complications, including infections. 

 
However, complications acquired in the hospital can generate higher Medicare 
payments. For instance, under the MS-DRGs that took effect for hospital payment in 
FY 2008, there are currently 258 sets of MS-DRGs that split into two or three 
subgroups based on the presence or absence of a complicating condition (CC) or 
major complicating condition (MCC). 

 
If a condition is one of the conditions on the CC or MCC list, the hospital receives a 
higher MS-DRG payment, unless CMS selected the condition as an HAC and the 
condition was not present on admission. Medicare continues to assign a discharge to a 
higher paying MS-DRG if the selected condition is present on admission. 

 
The following table demonstrates how payments are made on average depending on 
the MS-DRG assignment and the POA Status of a single secondary diagnosis: 

  
 
MS-DRG Assignment 
(Examples for a single  secondary diagnosis) 

POA Status of 
Secondary 
Diagnosis 

 
Average 
Payment 

Principal Diagnosis:  MS-DRG 066 
 Stroke without CC/MCC  

-- $5,347.98 

Principal Diagnosis:  MS-DRG 065 
 Stroke with CC 

Example Secondary Diagnosis: 
 Injury due to a fall (code 836.4 (CC)) 

 
Y 

 
$6,177.43 

Principal Diagnosis:  MS-DRG 066 
 Stroke with CC 

Example Secondary Diagnosis: 
 Injury due to a fall (code 836.4 (CC)) 

 
N 

 
$5,347.98 

Principal Diagnosis:  MS-DRG 064 
 Stroke with MCC 

Example Secondary Diagnosis: 
 Stage III pressure ulcer (code 707.23 

(MCC)) 

 
Y 

 
$8,030.28 

Principal Diagnosis:  MS-DRG 066 
 Stroke with MCC 

Example Secondary Diagnosis: 
 Stage III pressure ulcer (code 707.23 

(MCC)) 

 
N 

 
$5,347.98 
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This example illustrates the different MS-DRG payments that result when selected 
HACs are present on the claim. These scenarios are for a single secondary diagnosis 
only, which is atypical for a hospitalized Medicare beneficiary. The presence of at 
least one non-HAC CC/MCC on the claim will continue to trigger the higher paying 
MS-DRG. 

 
Collaboration and Public Input in HAC Selection 
CMS clinical quality experts have worked closely with public health and infectious 
disease experts from the CDC to identify the candidate preventable HACs, review 
comments, and select HACs. CMS and CDC staff also collaborated on the process for 
hospitals to submit a POA indicator for each diagnosis listed on inpatient Medicare 
claims and on defining the payment implications of the various POA reporting 
options. 

 
On December 17, 2007, CMS and CDC hosted a jointly-sponsored HAC and POA 
Listening Session to receive individual input from the over 500 interested 
organizations and individuals who participated. CMS and CDC received verbal 
comments during the listening session and subsequently received numerous written 
comments. CMS has also sought public comment during FY 2007, FY 2008, and FY 
2009 IPPS rulemaking. CMS noted that it will be considering additional HAC 
candidates, including additional infectious conditions, in future rulemaking. CMS 
expects to continue its collaboration with the CDC, other federal agencies, and 
stakeholders in the refinement and expansion of the HAC payment provision. As a 
next step, CMS and CDC intend to jointly sponsor a second HAC and POA Listening 
Session in December 2008. 

 
HAC Selection Criteria 
In selecting proposed candidate conditions and finalizing conditions as HACs, CMS 
and CDC staff evaluated each condition against the statutory criteria. These criteria 
limit which conditions can be selected for the HAC payment provision. The first 
criterion requires that a selected condition is high cost, high volume, or both. The 
second criterion requires that a selected condition trigger a higher Medicare payment.  
To do so, a condition must be represented by an ICD-9-CM diagnosis code that 
clearly identifies that condition, is designated as a CC or an MCC, and results in the 
assignment of the case to a higher paying MS-DRG when the code is reported as a 
secondary diagnosis. That is, a selected condition must be a CC or MCC diagnosis 
code that would, in the absence of the HAC payment provision, result in the 
assignment of a higher paying DRG. 

 
The third criterion requires that a selected condition must be considered reasonably 
preventable through the application of evidence-based guidelines. 

 
Guidelines developed by entities such as the HHS Secretary’ s Healthcare Infection 
Control Practices Advisory Committee (HICPAC), professional organizations, and 
academic institutions were reviewed to evaluate whether guidelines are available that 
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hospitals should follow to prevent conditions from occurring in hospitals. The 
absence of prevention guidelines for many potential candidate conditions, including 
certain infectious conditions, limits the universe of candidate conditions. 

 
In addition, the third criterion requires that a selected condition be considered 
reasonably preventable when the interventions in the guidelines are followed. The 
absence of evidence quantifying the extent to which application of evidence-based 
guidelines results in the prevention of certain conditions, including infectious 
conditions, also limits the universe of candidate conditions. 

 
Selected HACs for 2009 
After evaluating proposed candidate conditions against the statutory criteria and 
considering public comments received during FY 2007, FY 2008, and FY 2009 IPPS 
rulemaking, CMS and CDC experts selected 10 categories of conditions to which the 
HAC payment provision will apply beginning October 1, 2008. The HACs are more 
precisely defined by specific diagnosis codes (see Appendix E for specific codes). 
 

 
HACs - 10 Categories of Conditions 

1.  Foreign Object Retained After Surgery  
2.  Air Embolism 
3.  Blood Incompatibility 
4.  Pressure Ulcer Stages III & IV 
5.  Falls and Trauma: 
  - Fracture 
  - Dislocation 
  - Intracranial Injury 
  - Crushing Injury 
  - Burn 
  - Electric Shock 
6.  Catheter-Associated Urinary Tract Infection (UTI) 
7.  Vascular Catheter-Associated Infection 
8.  Manifestations of Poor Glycemic Control 
9a.  Surgical Site Infection, Mediastinitis Following 
Coronary Artery Bypass Graft (CABG) 
9b.  Surgical Site Infection Following Certain 
Orthopedic Procedures 
9c.  Surgical Site Infection Following Bariatric 
Surgery for Obesity 
10.  Deep Vein Thrombosis and Pulmonary Embolism 
Following Certain Orthopedic Procedures 

 
Enhancements and Future Issues 
Each year through IPPS rulemaking, CMS will consider refinements to the HAC list 
and potential candidate conditions. This might include the consideration of additional 
categories of conditions, expansion of existing categories, and reconsideration of 
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conditions that had previously been proposed but not selected. For example, 
stakeholders have suggested that water-borne pathogens be considered, that the 
surgical site infection category be expanded, and that ventilator-associated pneumonia 
and Staphylococcus aureus septicemia be reconsidered. The ability to select 
additional conditions will depend on the development of evidence-based guidelines 
such that when those guidelines are followed, the conditions can be considered 
reasonably preventable. In addition, having the POA indicator as a part of the 
Medicare claims data will help facilitate identification of additional candidate HACs. 

 
Consumer groups and the media have suggested that methicillin-resistant 
Staphylococcus aureus (MRSA) and Clostridium difficile should be selected as HACs 
for the payment provision. Importantly, these infectious agents are directly addressed 
in part by the infectious conditions currently selected as HACs. For example, MRSA 
could be the etiologic agent for a vascular catheter-associated infection. However, the 
current coding for MRSA and C. difficile does not differentiate colonization from 
infection. As the diagnosis coding is refined, the ability to differentiate community 
from hospital-acquired infections improves, and evidence-based guidelines for the 
prevention of infectious agents are defined and enhanced, these infectious agents may 
be reconsidered as candidates for the HAC payment provision in future rounds of 
IPPS rulemaking. 

 
Several means to make the HAC payment policy more precise could be considered in 
the future, including risk adjustment, implementation of a more sophisticated VBP 
model based on occurrence rates for conditions over time, and adoption of ICD-10. 
Rather than not paying any additional amount when a selected HAC occurs during 
hospitalization, payment reductions could be made proportional to the patient’s or 
patient population’s risk – the relative likelihood of acquiring a particular condition 
during hospitalization. This approach may recognize that medical history, co-
morbidities, and severity of illness, among other factors, affect the expected 
occurrence of complications. 

 
The application of a performance-based payment model that incorporates 
complication rates over time may be a more meaningful, actionable, and fair way to 
adjust a hospital’s payments up or down based on the incidence of HACs (see 
discussion below in Section III.D.2, entitled, “Hospital Value-Based Purchasing Plan 
Report to Congress”). 

 
The adoption of ICD-10 would provide a better infrastructure for the HAC payment 
policy. Having more specific coding information would facilitate more precise 
identification of HACs. The adoption of ICD-10 has been proposed through 
rulemaking. 

 
Collection of the POA indicator will provide important information, not only for 
Medicare payment, but also for enhancing public health. Researchers should be able 
to use POA data for risk adjustment of quality measurement data and to gain insights 
into the incidence of conditions in the community and in hospitals. The POA data can 

 67



HHS Action Plan to Prevent Healthcare-Associated Infections 06222009 
Section 8: Incentives and Oversight 
 

be analyzed for only Medicare beneficiaries or can be combined with private sector or 
state POA data to support broader conclusions. In addition, POA data, including POA 
data about hospital-acquired infections, could inform publicly reported information to 
support better health care decision making by consumers and professionals. 

 
C. Hospital Pay-for-Reporting 

 
Another approach CMS has adopted as it transforms the Medicare program from a 
passive payer towards the goal of being an active purchaser of higher quality, more 
efficient health care is hospital pay-for-reporting. 

 
This initiative is intended to equip consumers with quality of care information to 
make more informed decisions about their health care, while encouraging hospitals 
and clinicians to improve the quality of inpatient care provided to all patients. In 
December 2002, the HHS Secretary announced a partnership with several 
collaborators intended to promote hospital quality improvement and public reporting 
of hospital quality information. These collaborators included the American Hospital 
Association (AHA), the Federation of American Hospitals (FAH), the Association of 
American Medical Colleges (AAMC), the Joint Commission on Accreditation of 
Healthcare Organizations (now called The Joint Commission), the National Quality 
Forum (NQF), the American Medical Association (AMA), the Consumer-Purchaser 
Disclosure Project, the American Association of Retired Persons (AARP), the 
American Federation of Labor-Congress of Industrial Organizations (AFL-CIO), 
AHRQ, as well as CMS and others. In July 2003, CMS began the National Voluntary 
Hospital Reporting Initiative. This initiative is now known as the Hospital Quality 
Alliance (HQA): Improving Care through Information. 

 
CMS established a “starter set” of 10 quality measures, used to gauge how well an 
entity provides care to its patients. Measures are based on scientific evidence and can 
reflect guidelines, standards of care, or practice parameters. A quality measure 
converts medical information from patient records into a rate or percentage that 
allows facilities to assess their performance. 

 
This set includes measures addressing acute myocardial infarction, heart failure, and 
pneumonia, for voluntary reporting as of November 1, 2003. The 10 quality measures 
were endorsed by the NQF, a voluntary consensus standard-setting organization 
established to standardize health care quality measurement and reporting. In addition, 
this starter set is a subset of measures currently collected for The Joint Commission as 
part of its hospital inpatient certification program. CMS chose these 10 quality 
measures to collect data that would: (1) provide useful and valid information about 
hospital quality to the public; (2) provide hospitals with a sense of predictability 
about public reporting expectations; (3) begin to standardize data and data collection 
mechanisms; and (4) foster hospital quality improvement. 

 
Hospitals submit quality data through the secure portion of the QualityNet Web site 
(formerly known as QualityNet Exchange) (www.QualityNet.org). Data from this 
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initiative are used to populate the Hospital Compare Website (see discussion in 
Section IV.B below). 

 
Hospitals that did not submit data received a reduction of 0.4 percentage points to 
their update percentage increase (also known as the market basket update) for each of 
FYs 2005 through 2007, establishing an incentive for Inpatient Proposed Payment 
System (IPPS) hospitals to submit data on the specified 10 quality measures. The 
reduction to the update has subsequently increased from 0.4 to 2.0 percentage points 
for FY 2007 and beyond. For FY 2008, CMS required that hospitals submit data 
regarding 27 quality measures. The quality data collected includes a number of 
infection-related measures and encompasses the following conditions: acute 
myocardial infarction, heart failure, pneumonia, surgical care improvement, 30-day 
mortality rates for acute myocardial infarction and heart failure patients, and patients’ 
experience of care through the HCAHPS patient survey. 

 
CMS will collect a total of 42 quality measures for FY 2010, including: (1) Nine 
CMS-calculated AHRQ Patient Safety Indicators (PSIs) and Inpatient Quality 
Indicators (IQIs) that have been endorsed by the NQF; (2) another NQF endorsed 
measure, Participation in a Systematic Database for Cardiac Surgery; and (3) a heart 
failure readmission measure. 

 
Specific infection-related measures include: 

 
 Timing of receipt of initial antibiotic following hospital arrival 
 Blood culture performed before first antibiotic received in hospital 
 Appropriate initial antibiotic selection 
 Prophylactic antibiotic received within one hour prior to surgical incision 
 Prophylactic antibiotics discontinued within 24 hours after surgery end time 
 Surgical Care Improvement Project (SCIP) Infection 2: Prophylactic antibiotic 

selection for surgical patients 
 SCIP Infection 4: Cardiac surgery patients with controlled 6AM postoperative 

serum glucose 
 SCIP Infection 6: Surgery patients with appropriate hair removal 

 
CMS anticipates adopting additional readmission measures as discussed in the FY 
2009 IPPS final rule, pending endorsement by the NQF. 

 
The maintenance of measure specifications occurs through publication of the 
Specifications Manual. Thus, measure selection occurs through the rulemaking 
process; whereas the maintenance of the technical specifications for the selected 
measures occurs through a sub-regulatory process so as to best maintain the 
specifications consistent with current science and consensus. The data submission 
requirements, Specifications Manual, and submission deadlines are posted on the 
QualityNet web site at www.QualityNet.org. 

 
D. Demonstration Projects 
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The Medicare Program has a long and successful history of developing program 
initiatives through its demonstration authority. At any given time, CMS has over 
three-dozen demonstrations in its portfolio, including demonstrations under 
development, demonstrations in operation, and demonstrations that are in a close-out 
phase. The development and implementation of these demonstrations frequently 
provide the agency practical lessons on policy tradeoffs and objectives, details related 
to operations of a specific pilot program, and unanticipated issues related to how to 
recruit and engage demonstration participants. 

 
In addition to these practical design and implementation issues, formal evaluations 
play a critical part of any demonstration. CMS’ Office of Research, Development, 
and Implementation conducts full evaluations of each demonstration project with help 
from experts from the research community. Evaluations are carefully developed, 
often using randomly-assigned control groups and other sophisticated evaluation 
techniques, to report the results of the demonstrations to CMS and other executive 
branch leadership, the Congress, and the public. 

 
CMS currently has several demonstration projects that are designed to test methods to 
improve the value of healthcare. One of the most important of these is the Premier 
Hospital Quality Incentive Demonstration, which includes 250 hospitals in 38 states 
in collaboration with Premier, Inc., which operates a large quality measurement and 
improvement operation. That demonstration started in October 2003, and has 
documented substantial improvements in the quality of inpatient care. The 
demonstration is measuring and providing bonus incentives for improving quality of 
care in five clinical areas: acute myocardial infarction, pneumonia, heart failure, 
coronary artery bypass graft, and hip and knee replacement. In the initial three years 
of operations, the demonstration hospitals have improved their quality of care in five 
clinical areas by an average of 16 percentage points. 

 
CMS has extended the demonstration for a second three-year period. CMS added new 
quality measures for testing, including all of the Surgical Care Improvement Project 
(SCIP) measures. These measures have just recently been added to the demonstration, 
so it is too early to determine the extent to which these new measures have shown 
improvement. 

  
In developing demonstrations, CMS uses the most recent available quality measures 
wherever applicable, including the SCIP measures, which are included in the two 
related gainsharing demonstrations. These demonstrations are designed to study 
whether incentives for collaborative arrangements between hospitals and physicians 
can improve the quality and efficiency of care provided to Medicare beneficiaries. 
The demonstrations are intended to provide for parallel incentives for hospitals and 
physicians, thus improving coordination and quality. Efficiencies will be measured in 
internal hospital costs, and if the hospitals are successful in reducing their costs, they 
may share savings with physicians and with clinical staff. Examples of greater 
efficiencies include providing diagnoses faster and thus reducing length of stay, 
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improving the turnaround in operating rooms, reducing the use of redundant tests, and 
the use of innovative products to improve treatment efficiency. CMS is carefully 
tracking quality of care in participating hospitals to assure that the demonstration 
results in improved care, and not in any reduced quality. Among the measures of 
quality are SCIP measures including the use of prophylactic antibiotics before 
surgical incisions, the proper selection of antibiotics, proper surgical preparation to 
avoid infections, and discontinuation of the antibiotics on schedule to reduce 
antibiotic resistant bacteria strains. 

 
The SCIP measures are also included in a key demonstration that is intended to 
improve inpatient quality of care, the Acute Care Episode (ACE) Demonstration. In 
this demonstration, scheduled for implementation in early 2009, Medicare will pay up 
to 15 hospitals in Texas, Oklahoma, Colorado, and New Mexico a “global fee” for 
cardiac and orthopedic procedures. The global fee is a bundled payment for both 
hospital and physician costs, including the surgeon, any consultants, radiologists, 
anesthesiologists, or other physicians included in the care of the patient. 

 
The participating hospitals and physicians will be permitted to use gain-sharing to 
improve incentives for collaboration. This demonstration is intended to improve 
internal hospital cost efficiency and quality of care, reduce costs for Medicare, and 
improve transparency of information for beneficiaries. Quality will be measured 
through a series of reported process and outcome measures, including several that 
focus on surgical infections such as selection and administration of antibiotics and 
deep sternal wound infection rate. 

 
Thus, in three important Medicare demonstrations that involve inpatient costs and 
efficiency, CMS has measured the quality of care using available quality measures, 
and that these measures will be monitored on a regular basis to track progress toward 
improving quality. If any demonstration hospital were found to be unable to maintain 
high levels of quality, that participating hospital could be removed from the 
applicable demonstration. The measurement and evaluation of hospital-acquired 
infections are an important part of this evaluation, and the Medicare demonstrations 
program will continue to include HAI measures, as they are developed, standardized, 
and available for use in the demonstration projects. 

 
E. Hospital Value-Based Purchasing Plan Report to Congress 

 
Introduction 
On November 21, 2007, CMS submitted a Report to Congress: Plan to Implement a 
Medicare Hospital Value-Based Purchasing Program (the Plan).3 The Plan would 
build on the current hospital pay-for-reporting program discussed above and 
establishes performance-based Medicare hospital payment. Under value-based 
purchasing (VBP), a portion of hospital payment would be contingent on actual 
performance, rather than simply on a hospital’s reporting of measurement data. The 
VBP performance measures would include infection rates. 

                                                 
3 www.cms.hhs.gov/AcuteInpatientPPS/downloads/HospitalVBPPlanRTCFINALSUBMITTED2007.pdf 
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Hospital VBP would provide powerful incentives – both financial and non-financial – 
for discouraging hospital-associated infections. Payments to higher performing 
hospitals would be larger than those for lower performing hospitals, providing 
financial incentives to drive improvement. Public reporting of performance on 
Medicare’s Hospital Compare website, (discussed below in Section IV) would 
provide non-financial incentives to encourage hospital performance improvement. 
 
Extensive public input was sought during each phase of plan development. Two 
Listening Sessions to receive individual input from organizations and individuals 
were held: the first to discuss the key issues in hospital performance-based payment 
and a second to discuss design options for the Plan. The Listening Sessions elicited 
over 100 comments. Comments were also sought during FY 2007, FY 2008, and FY 
2009 IPPS rulemaking. In addition, on several occasions, CMS leaders met with 
leaders from national hospital organizations to discuss issues related to Plan 
development. 

 
Hospital VBP Performance Assessment Model and Incentive Payments 
The performance assessment model is the methodology that would be used for 
scoring hospital performance on specific measures. Those aggregate scores would 
then be used to determine an incentive payment. The model evaluates a hospital’s 
performance on each measure based on the highest of either an attainment score or an 
improvement score. The improvement score would be determined by comparing the 
hospital’s current score with its baseline performance. 

 
A hospital’s performance on individual measures would be summed within each 
measurement domain – such as process of care, outcomes, or patient experience – and 
then the domains would be weighted and summed to yield the hospital’s total 
performance score. Using an exchange function, the hospital’s total performance 
score would be translated into an incentive payment. The source of the incentive 
payment would be a percentage of the hospital’s base operating DRG payments. 
Essentially, hospitals would have to earn back a portion of their Medicare payments 
by performing at a high level or improving their performance. 

 
Hospital VBP Measures 
Measures are the foundation of performance-based payment. To qualify for the 
incentive payment under the Plan, a hospital must report on all measures relevant to 
its service mix. Measures of various aspects of healthcare quality, such as patient 
safety, process of care, outcomes, patient experience, efficiency, and care 
coordination, would be added over time. A subset of the current hospital pay-for-
reporting measures would be used for initial implementation, including the current 
infectious-condition measures related to pneumonia and surgical infection prevention. 
As measures related to infectious conditions emerge from development and testing, 
they would be adopted for the VBP financial incentives and public reporting. 

 
Other Issues in the Hospital VBP Plan 
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The Hospital VBP Plan addresses a number of other issues related to the design and 
implementation of hospital performance-based payment. The current infrastructure 
for reporting hospital data would be improved through streamlining the submission 
process, allowing resubmissions, improving feedback reports, enhancing user support, 
and strengthening data validation. The Hospital Compare website could continue to 
serve as the platform for public display of performance results. Given the relative 
newness of performance-based payment, mechanisms for real-time monitoring and 
in-depth evaluation would be necessary for timely corrective action of unintended 
consequences and future enhancements. 

 
Enhancements and Future Issues 
CMS continues to refine the Hospital VBP Plan and to test the financial impact that 
the Plan would have on various types of hospitals if it were implemented. Preliminary 
tests show that the Plan would reward hospitals that achieve high levels of attainment 
or improvement, without unintended re-distributional effects. 

 
In implementing the Hospital VBP Plan, the measures for the financial incentive and 
public reporting would continue to evolve. A patient safety domain of measurement 
could be expanded over time to include measures addressing the priority infections 
identified. 

 
F. Recommendations and Action Plan 

 
CMS currently has the statutory authority to adjust hospital MS-DRG payments for 
selected conditions under the HAC payment provision. CMS has selected catheter-
associated urinary tract infection, vascular-catheter associated infection, and certain 
surgical site infections for non-payment under the HAC provision when those 
infections are acquired during hospitalization. 

 
Other infections, like ventilator-associated infections, methicillin-resistant 
Staphylococcus aureus (MRSA), Clostridium difficile, and other surgical site 
infections may be reconsidered as candidates for the HAC payment policy during 
future rounds of rulemaking; however, the ability to select additional conditions will 
depend on the development of evidence-based guidelines and on published literature 
supporting the conclusion that when the guidelines are followed, the conditions can 
be considered reasonably preventable. 

 
CMS also currently has the statutory authority to collect and publicly report hospital 
quality data under the RHQDAPU program. The RHQDAPU program measures 
compliance with an increasing number of infection prevention and control best 
practices, including measures developed by the Surgical Care Improvement Project. 

 
Adoption of additional measures occurs through rulemaking, which occurs annually 
with a proposed rule published in the Federal Register in the spring and a final rule 
published by August. 

 

 73



HHS Action Plan to Prevent Healthcare-Associated Infections 06222009 
Section 8: Incentives and Oversight 
 

CMS has used the experience gained through implementing the HAC payment 
provision, through the RHQDAPU measurement and public reporting program, and 
through the various performance-based payment demonstration projects, to inform the 
development of the Hospital VBP Plan. CMS believes that the Hospital VBP Plan, if 
the agency had that statutory authority to implement, would be a more sophisticated 
approach to value-based purchasing than the current HAC and pay-for-reporting 
approaches. Risk-adjusted rates of infection prevention interventions and outcomes 
over time for infections like ventilator-associated pneumonia, MRSA, or C. difficile 
could be included to enhance a patient safety domain of measurement, which would 
count toward determination of a hospital’s VBP incentive payment for all DRGs. 
 
Thus, the infection prevention and outcomes measures in the patient safety domain 
could become a subset of the “rollup measure” or total performance score of the 
hospital VBP performance assessment model. Scores for the individual infection 
prevention and outcomes measures, for aggregated infection measures, and for the 
patient safety domain could be posted on the Hospital Compare website, along with 
the scores for the other domains and the total performance score, and could serve as 
one type of “scorecard” for infection prevention and outcomes. 

 
Recommendations on how the Hospital VBP Plan methodology could incorporate 
measures of infection prevention and outcomes: 

 
 Individual measures of infection prevention and outcomes, specified elsewhere in 

this report, could be scored for hospitals as part of performance assessment. 
 

 Individual infection measure scores could be aggregated into a rollup infection 
measure for hospitals. 
 

 Individual infection measure scores or a rollup infection measure could be 
aggregated into a roll up patient safety domain, which could be included in 
hospitals’ total performance scores. Thus, hospitals’ financial incentives would 
depend, in part, on their performance on measures of infection prevention and 
outcomes. 
 

 Scores for individual measures, roll up infection measures, and the roll up patient 
safety domain could be reported on Hospital Compare as an infection scorecard 
for hospitals. 

 
However, even if the Hospital VBP Plan were implemented, elements of the HAC 
provision and the RHQDAPU program would ideally be retained to serve specific 
purposes. For example, the HAC payment provision could be better suited for 
conditions with a very low incidence that cannot be accurately and reliably measured 
by rates, and the RHQDAPU program’s pay-for-reporting approach could be useful 
for collecting data on measures that are being tested for VBP or that are topped out 
and no longer provide meaningful differentiation in performance for VBP payment 
incentives. 
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The President’s FY 2009 Budget proposed the Hospital VBP Plan as a way to 
enhance the quality and value of Medicare services. In the interim, CMS will 
continue to consider candidate HACs through rulemaking and will pursue evaluation 
of promising value-based purchasing strategies through demonstration projects. 

 
 
IV. Transparency and Associated Incentives 
 

A. Introduction 
 

Transparency is a broad-scale initiative intended to equip consumers with quality of 
care information to make informed decisions about their health care, while 
encouraging institutions and clinicians to improve the quality of care provided to all 
patients. Transparency in healthcare facilitates improvement of performance, 
efficiency, and quality by providing facilities and physicians with the additional 
information necessary for benchmarking. 

 
Public reporting enhances accountability in healthcare by increasing the transparency 
of quality data. Public reporting is designed to create both “indirect” financial and 
non-financial incentives to improve quality of care. Indirect financial incentives result 
when public reporting drives patients’ choices and, therefore, market share. Non-
financial incentives include publicizing performance, reputation, competition, 
motivation, accountability, and public recognition. Providing reliable quality and cost 
information empowers not only patients’ choices, but also the choices of stakeholders 
within local and regional communities, as well as nationally. Professionals are more 
likely to want to join the staffs of high performing hospitals. Choice leads to 
incentives at all levels and motivates the entire system; improvements take place as 
providers compete. 

 
B. Hospital Compare 

 
Hospital Compare (www.hospitalcompare.hhs.gov) is a consumer-oriented website 
that provides information on how well hospitals provide care to their patients with 
certain medical conditions, including care related to the prevention of infections. 
Hospital Compare publicly reports hospital performance data in a consistent, unified 
manner to ensure public availability of credible information about the care delivered 
in the nation's hospitals. 

 
The effort to publicly report various processes of care and outcome measures furthers 
the goal to improve the quality and transparency of hospital care by giving the public 
and healthcare professionals better access to important hospital data. These quality 
measures are meant to be one way to see how well a hospital is caring for its patients. 

 
By making this information available, CMS is meeting two of the Secretary’ s four 
cornerstones for Value-Driven Health Care – to measure and publish quality and price 
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information. Hospital Compare allows consumers to see how hospitals are delivering 
care to their patients through nationally standardized process of care and outcome 
measures and cost information for individual hospitals. This information helps 
educate consumers who are selecting a hospital. 

 
CMS launched the Hospital Compare tool on March 31, 2005. The measures 
currently reported on Hospital Compare include 10 starter measures and additional 
measures that many hospitals also voluntarily report to receive their full payment 
updates (see Appendix F). These measures represent agreement among CMS, the 
hospital industry, and public sector stakeholders such as The Joint Commission, NQF, 
and AHRQ. A number of the measures are related to infections: there are three 
measures related to the prevention of surgical infections, seven measures related to 
pneumonia care, and one measure related to pneumonia outcomes. 

 
Recently, ten measures from a standardized survey of patient perspectives of their 
hospital care, known as Hospital Consumer Assessment of Healthcare Providers and 
Systems (HCAHPS), have also been added to the Hospital Compare site. Public 
reporting of standardized measures on patients’ perspectives of the quality of hospital 
care encourages consumers and their physicians to discuss and make more informed 
decisions on how to get the best hospital care, as well as increases the public 
accountability of hospitals. 

 
The transparency provided by the Hospital Compare tool provides incentives for the 
entire hospital system. The tool is not only a valuable information resource for 
patients but also could enhance a hospital’s reputation in the community. A hospital 
performing well on the Hospital Compare site could provide a community reputation 
that attracts patients, physicians, and staff. 

 
C. Recommendations and Action Plan 

 
Each year, CMS will continue adding additional measures to Hospital Compare. 
These enhancements are part of HHS’ ongoing commitment to increased healthcare 
transparency. CMS is adding 13 new measures for the FY 2010 program, and retiring 
one existing measure. The inclusion of these additional measures will encourage 
hospitals to take steps to make care safer for patients. 

 
As measures are developed for hospital-associated infections related to catheter-
associated urinary tract infections, vascular-catheter associated infections, ventilator-
associated pneumonia, surgical site infections, methicillin-resistant Staphylococcus 
aureus, and Clostridium difficile, they may be added to the Hospital Compare 
website. 

 
The addition of hospital-associated infection measures to Hospital Compare could 
increase awareness and educate consumers as well as continue to hold hospitals and 
other providers accountable for providing better more efficient care. 
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V. Related Initiatives Addressing Healthcare-Associated Infections 
 

A. Introduction 
 

CMS has undertaken a number of other Medicare and Medicaid initiatives to combat 
healthcare-associated infections. Within the Medicare program, the Quality 
Improvement Organizations (QIOs) provide direct provider support for reducing 
infections. Medicare Part C is applying the Part A hospital-acquired conditions 
payment policy to Medicare Advantage organizations, which also have quality 
improvement program requirements that include the prevention and control of 
infections. The Medicaid program is encouraging States to adopt the Medicare 
hospital-acquired conditions payment policy and is funding Transformation Grants 
that include addressing central line infections for premature infants in the Neonatal 
Intensive Care Unit (NICU). 

 
B. Quality Improvement Organizations 

 
Introduction 
The statutory mission of the Quality Improvement Organization (QIO) program is to 
improve the effectiveness, efficiency, economy, and quality of services delivered to 
Medicare beneficiaries. The QIO Program is a network of organizations staffed with 
physicians, nurses, technicians, and statisticians – experts in healthcare quality – with 
each QIO responsible for a U.S. state, territory, or the District of Columbia. Each of 
the 53 QIOs is governed by a performance-based cost reimbursement contract. The 
current contract, (the 9th Scope of Work (SOW), which continues for three years 
beginning August 2008) focuses on four themes: Beneficiary Protection, Care 
Transitions, Patient Safety, and Prevention. There are also three cross-cutting themes: 
Reducing Health Care Disparities, Promoting Use of Health Information Technology, 
and Value-Driven Health Care and a comprehensive set of tasks, roles and 
responsibilities, progress measures, and an evaluation design. 

 
The following discussion expands on the Patient Safety and Prevention themes, which 
are more relevant to the healthcare-associated infections focus of this report. 

 
Patient Safety 
Patient Safety efforts will reduce patient harm using proven interventions in areas 
with a record of QIO success in helping to improve safety. This work will define 
improvement in patient safety as the reduction or elimination of patient harm that is 
more likely a result of the patient’s interaction with the healthcare system than an 
attendant disease process. Work toward these goals will by definition increase the 
value of healthcare services as it produces higher quality care for Medicare 
beneficiaries. 

 
QIO activities for the Patient Safety Theme will focus on five topics: improving 
inpatient surgical safety, heart failure, reducing rates of nosocomial MRSA 

 77



HHS Action Plan to Prevent Healthcare-Associated Infections 06222009 
Section 8: Incentives and Oversight 
 

infections, improving drug safety, and reducing rates of pressure ulcers and physical 
restraints in nursing homes as well as pressure ulcers in hospitals. Additionally, 
nursing homes that have difficulty meeting the CMS survey and certification 
requirements will be given the opportunity to work with QIOs to assess the areas for 
improvement and to work on their pressure ulcer and physical restraint rates. QIOs 
will work with providers to achieve the following: 23,610 fewer restraints, 43,303 
fewer patients with pressure ulcers in nursing homes and hospitals, 7,875 fewer 
MRSA infections, and 14,252 fewer postoperative deaths due to surgical site 
infection, venous thromboembolic events, or perioperative myocardial infarction. 

 
In CMS’ efforts to improve quality and avoid unnecessary costs to the Medicare Trust 
Fund, the Office of Clinical Standards and Quality (OCSQ), as part of the QIO 9th 
SOW’s Patient Safety Theme, has formed an interagency collaboration with CDC and 
AHRQ to combat hospital-acquired MRSA. Over the past several decades, the 
incidence of MRSA infections has grown exponentially. In 1974, MRSA infections 
accounted for only two percent of the total number of staphylococcus infections; in 
1995 it was 22%; in 2004 it was 63%. This rate comes with a mean per patient cost of 
$35,367 that is directly attributable to MRSA infections. 

 
The new 9th SOW contract, which began on August 1, 2008, creates an opportunity 
for hospitals to choose to report on MRSA under the CDC’s NHSN Multidrug-
Resistant Organism (MDRO) Module and to work with QIOs to reduce infection and 
transmission rates attributable to MRSA. CDC oversees the NHSN and will soon be 
launching the MDRO Module, which tracks MRSA infections. All hospitals are 
encouraged to consider reporting through the MDRO module. Hospitals choosing to 
participate in the MDRO module will undergo on-line training provided by CDC for 
the NHSN and the MDRO Module. Hospitals working with the QIOs will receive 
additional training based on proven effective practices for reducing healthcare-
associated MRSA infections and TeamSTEPPS. TeamSTEPPS is a teamwork system 
which offers a powerful solution to improving collaboration and communications 
within institutions. Teamwork has been found to be one of the key initiatives within 
patient safety that can transform the culture within healthcare. 

 
Prevention 
Prevention efforts will emphasize evidence-based and cost-effective care proven to 
prevent and/or slow the progression of disease. Work toward these goals will affect 
healthcare programs, products, policies, practices, community norms, and linkages 
and will produce higher quality of care for Medicare beneficiaries and significant cost 
savings. Over time, as disease is mitigated and its progression slowed through 
preventive measures such as early testing, immunization, and effective and timely 
intervention, the nation will see a healthier Medicare population emerge. This 
downstream impact will be most evident in the reduction of chronic kidney disease 
(CKD) and decrease in the rate of progression to kidney failure. 

 
C. Medicare Advantage Efforts 
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New Reporting Requirements for Medicare Advantage Organizations 
As part of the proposed Medicare Part C reporting requirements effective January 1, 
2009, CMS will collect a set of measures that involve hospital-acquired conditions. 
Some of these measures involve infections, including: vascular catheter-associated 
infection; catheter-associated urinary tract infection (UTI); surgical site infection, 
mediastinitis, after coronary artery bypass graft (CABG); surgical site infection 
following certain orthopedic procedures; and surgical site infection following 
bariatric surgery for obesity. These data will be used in developing and reporting 
performance metrics for Medicare Advantage (MA) organizations. 

 
CMS will be issuing guidance to MA consistent with original Medicare rules 
effective October 1, 2008 to not cover specified preventable medical errors that occur 
at non-contracting hospitals (see discussion in Section III.B above). CMS will also be 
updating the "MA Payment Guide for Out of Network Payments" to reflect this 
information for all MA plans. 

 
Medicare Advantage Quality of Care Requirements 

 
The MA quality framework, including quality improvement programs (QIPs), are 
described in the MA regulations, which currently require MA coordinated care plans 
to: 

 
1) Have QIPs. 
2) Initiate annual QI projects and report results to CMS on these projects when 

they submit materials for their routine CMS audits. 
3) Have a chronic care improvement program. 
4) Report on annual activity of their Chronic Care Improvement Program when 

they submit materials for their routine CMS audits; and 
5) Report standardized performance measures specified by CMS annually. These 

standardized performance measures include: HEDIS, CAHPS, and HOS. 
HEDIS covers measures related to effectiveness of care, access/availability of 
care, and use of services; CAHPS measures experiences with the care received 
through the health plan; and HOS measures changes in physical and mental 
health status. 

 
Under the MA provider selection and credentialing requirements, MA plans are 
required to contract with providers who meet the credentialing requirements specified 
in the MA regulations. Included is a requirement that providers must be State licensed 
and in compliance with all applicable state and federal requirements. 

 
Under the recent Medicare Improvements for Patients and Providers Act of 2008 
(MIPPA), beginning in 2011, each MA Private Fee-for-Service (PFFS) and Medicare 
Savings Account (MSA) plan must have an ongoing QIP that meets the regulatory 
requirements. CMS is currently developing regulations to implement these new 
MIPAA quality requirements for PFFS and MSA plans. For 2010, MSA and PFFS 
plan QI reporting will only apply with respect to administrative claims data. 
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D. State Medicaid Program Efforts 

 
The implementation of Medicare’s hospital-acquired conditions (HACs) payment 
policy (see discussion in Section III.B above) left many State Medicaid Agencies 
wondering whether healthcare providers serving dually-eligible Medicaid and 
Medicare patients would simply attempt to pass through unpaid Medicare bills to 
Medicaid as a secondary payer. Such action would effectively shift costs to States 
and, even more seriously, undermine any deterrent effect that the Medicare HAC 
payment policy would otherwise have. 

 
Consequently, on July 31, 2008, CMS issued a State Medicaid Directors’ Letter 
(SMD). The SMD (#08-004) invited States to submit State Plan Amendments (SPAs) 
to CMS to conform State Medicaid payment policy to the Medicare HAC payment 
policy. The letter offered States the option to do nothing, to conform Medicaid 
payment policy to the Medicare HAC non-payment policy, or to establish a more 
ambitious “never events” policy that might add any of the 28 “never events” defined 
by the NQF or other health organization (e.g., CDC) to the Medicare HACs. Some of 
the “never events” are related to infections, like death or disability associated with the 
use of contaminated drugs, devices, or biologics; severe pressure ulcers; and burns.  
The letter encouraged States to consider the entire Medicaid population (not just dual 
eligibles) in formulating this State payment policy, to clearly link payment with 
performance. 

 
About 20 of the States had already expressed interest in a “never event” policy and 
most had expected to use all or some of the 28 NQF “never events” as the basis for 
their Medicaid payment policies. With the issuance of the new SMD, CMS expects 
that the majority of States will move to align their Medicaid payment policies with 
the Medicare HAC policy. Given that many of the HACs deal with hospital-acquired 
infections, this alignment of Medicare and Medicaid payment policy will send a 
strong, consistent message to hospitals that federal and state payers expect them to 
strengthen their infection control programs and prevent all avoidable hospital-
acquired infections. 

 
The Neonatal Outcomes Project is another Medicaid infection prevention project that 
involves the creation and testing of a Protocol for the Prevention and Handling of 
Premature Births. The project commenced in 2006 and, among other interventions, 
addresses proper infection control practices in the NICU. At this point, three states 
have been selected for CMS Transformation Grants to pilot certain of the 
interventions. These interventions are evidence-based and have been shown to be 
effective, and the Grants are intended to spread the promising practices into the wider 
neonatal community to reduce variability in outcomes and improve overall mortality 
and morbidity statistics for prematurity throughout the nation. 

 
Ohio, which has the first operational Transformation Grant, has as one of its two 
objectives the infection control intervention, which addresses central line infections in 
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the NICU. Central line infections are a significant issue in NICUs in Ohio and across 
the nation, but there is an established protocol to reduce these infections to a fraction 
of their present level. This protocol was first tested for adults by the Institute for 
Healthcare Improvement (IHI) in its successful 100,000 Lives campaign. 
Subsequently, the Perinatal Quality Improvement Panel of California modified the 
protocol for neonates and, in 2004, published its results (Wirtschafter, NeoReviews, 
2004). These results indicated that the neonatal protocol, when properly applied, 
reduced central line infections to less than half of the previous rate before use of the 
protocol. 

 
It is expected that the results of these Transformation Grants will demonstrate the 
effectiveness of these improved infection control techniques for premature infants in 
the NICU and justify a national effort to introduce these evidence-based methods into 
routine perinatal practice. 

 
 
VI. Conclusion 
 
CMS, working with other HHS agencies and various national and local partners, has a 
number of initiatives and programs to regulate and track HAI infections; and compliance 
with these regulations and promotion of the quality based improvement practices used by 
CMS in concert with its partners, will improve the public’s health. Increasingly, these 
efforts also include more direct sources of information for providers and patients that 
should influence choices that help diminish and prevent healthcare-associated infections. 
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HHS Action Plan to Prevent Healthcare-Associated Infections: 
OUTREACH AND MESSAGING 
 
 
I. Introduction 
 
As noted in earlier sections, healthcare-associated infections (HAIs) are a significant 
cause of mortality and morbidity each year in the U.S. To address this important public 
health and patient safety issue, the Department of Health and Human Services (HHS) will 
encourage pro-active efforts on behalf of all facets of the healthcare system, as well as 
consumers, to take important preventive steps. 
 
To this end, HHS will engage in state of the art methods of communication with 
stakeholders that include providers, purchasers, professional associations, governmental 
agencies, academia, and the public to raise awareness to the key prevention actions 
outlined within the plan on or around January 2009. 
 
Communications methods using various channels of communications and state of the art 
best practices using risk communication and social marketing will include: 
 

1) Raising awareness to the importance of addressing HAIs; 
2) Empowering consumers with tools and knowledge to be effective patient 

advocates for prevention; 
3) Helping healthcare professionals focus their attention on preventive steps that will 

yield the greatest benefits; and 
4) Sharing the overall progress of the nation in reducing national rates of HAIs. 

 
 
II. Primary Objective of the Communications Campaign 
 
Reduce healthcare-associated infections by formulating goals and interim benchmarks 
that aim to: 
  

 Increase dissemination of key messages about practices to prevent healthcare-
associated infections to target audiences. 

 Increase knowledge and awareness of key prevention practices to reduce 
healthcare-associated infections among providers, consumers, media, and general 
public. 

 
 
III. HHS Secretary’s Goal on the Prevention and Elimination of HAIs 
 
The HHS Secretary has issued a call to action to reduce healthcare-associated infections.  
To do this he has established a plan that the government, the healthcare industry, and 
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consumers can stand behind to achieve this common goal. Furthermore, HHS aims to 
empower consumers with information to help to prevent HAIs.    
 
The communication campaign will focus on these mutual goals and the primary 
objectives outlined above. Some details about the campaign are found below: 
 

A. Proposed Date 
January, 2009 HHS Action Plan Released  
 
B. Proposed Theme 
Reducing, preventing, and working towards the eventual elimination of the great 
majority of healthcare-associated infections 
 
C. Target Audiences Include 

 
1) Healthcare Provider Groups 

 CEO/ Management/Leadership in the Hospitals 
 Healthcare Workers – Practicing doctors, nurses, etc. 
 Infection Preventionists (IPs) – IPs set hospital policy and are responsible 

for taking the information to staff in service 
 Hospitalists 
 Allied Health Professionals  
 Janitorial and maintenance workers who could be at risk for acquiring an 

HAI 
 Quality Improvement Organizations (QIOs). (For additional information, 

see “Incentives and Oversight” The Centers for Medicare and Medicaid 
Services (CMS) has just launched a new three-year QIO contract cycle, 
whereby QIOs will be focusing on infection control in the hospital 
setting. Their particular focus will be on Methicillin-resistant 
Staphylococcus aureus (MRSA) prevention. {HHS plans to coordinate the 
communication messaging with the QIOs as part of their inpatient staph-
infection prevention/reduction efforts. As background, the QIOs are 
partnering with specific hospitals in each state, so their reach would be 
more towards providers than consumers. Each QIO will be able to devise 
localized methods for communication, in coordination with CMS/HHS’ 
National Patient Safety Initiative and this campaign.} 

 
2) Consumer Groups 

 Patients 
 Caregivers (Including family and friends) 
 Patient Advocacy Groups 

 
3) Public Health Community 

 Public health agencies and organizations at the local, state, regional, and 
federal levels 

 Graduate schools of public health 
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 Other professional and allied health schools 
 Public health laboratories and associations 
 

4) Academia 
 Healthcare institutions 
 Healthcare instructors 
 Curriculum developers 

 
 
IV. Partnership Development 
 
Recognizing that reducing HAIs nationally is a shared responsibility of government and 
the healthcare industry, HHS must develop a strong partnership network to amplify 
prevention messages, promote implementation of recommended practices, and monitor 
progress at the national, regional, and local level.  In addition, consumers can play an 
important role in advocating for their and other’s safe health care. Many of the outreach 
and messaging activities is currently happening within the various operating and/or staff 
divisions of HHS. As such, the key focus will be to coordinate and leverage existing 
agency efforts.   
 
Pivotal to the success of the HAI campaign strategy will be the ability to personalize 
prevention messages in a way that it can be embraced by all segments of society so as to 
bring about a shift in prevailing social norms. Some recommendations on the messaging 
strategy: 
 

 Messages should be tailored appropriately to the audiences that are being 
targeted (e.g., healthcare professionals and consumers), keeping unique 
populations and subgroups in mind. 

 The messaging should be focused and consistent. 
 The messaging should consider the impacts and/or benefits to the target 

audience, i.e., why they should care, and why it is important they have and 
use this information. 

 
A. Potential Partners 

 
Partners representing all sectors are encouraged to participate in the HHS Campaign.  
First tier partners will primarily be those organizations who have been active and/or 
have synergistic efforts currently underway with their constituencies. Partners should 
include professional associations for healthcare providers, large hospital systems, 
associations that deal with infection control and patient safety, health officials (public 
sector organizations), consumer groups, health care institutions, and other public 
health organizations.  
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B. Benefits of Partnering with HHS 
 
Partner assistance and support will help the nation achieve and sustain long-term 
success in preventing and reducing HAIs. Partnering with HHS offers many benefits, 
including: 
 

 Public recognition as an HHS partner; 
 Scientific expertise of HHS; 
 Sharing information and resources with the broad representation of HHS 

Operating and Staff Divisions; 
 Use of HHS educational and promotional materials; 
 Use of HHS national media campaign products; 
 Improved health and welfare of all Americans; 
 Improved quality of patient care; and 
 Reduction of unnecessary healthcare costs. 

 
There are many opportunities for partners to get actively involved with the initiative 
campaign. Suggested recommended actions include: 

 
 Messages should be provided to healthcare consumers/patients. 
 HHS and its partners should display posters and other materials in high 

visibility areas. 
 It is important to distribute to healthcare providers detailing sheets 

reviewing appropriate prevention guidelines. 
 Local communities and partners should develop local level appropriate 

HAI prevention campaigns, including educational products. 
 HHS, in conjunction with its regional offices and partnering with state 

health agencies, should provide assistance to local level campaigns in 
producing educational materials or sponsoring events. 

 It will be critical to deliver presentations on prevention to interested 
parties. HHS and its partners should actively share information with local 
media outlets to amplify messages and the importance of addressing the 
issue. 

 
 
V. Messaging  
 
The messaging for the overall campaign should be appropriate to the level of the 
audience and use the principles of risk communication and social marketing. If used by 
HHS, all messages should have the appropriate level of agency clearance. 
Other messaging should be developed by HHS and be part of the public domain for 
shared used by professional groups and audiences. 
 
 

A. Top Ten Messages for Outreach Strategy 
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HHS along with its partners should disseminate the following priority messages: 
 

 Many healthcare-associated infections are preventable. 
 A systemic approach to reducing the transmission of disease can be more 

effective than disease-specific approaches. 
 Developing and supporting the conduct of basic and translational studies to 

address the gaps in the science in this field will allow generation of additional 
strategies that can be used to reduce the risks of HAI transmission. 

 It will take a strong partnership between federal and local/state governments 
and communities to truly help prevent HAIs. HHS is committed to this 
partnership and many of its agencies are and will be involved. 

 The education of best practices for providers and other healthcare personnel is 
critical to prevent HAIs. 

 Specific metrics and national targets have been developed by HHS in concert 
with national experts on controlling infections. 

 Educating patients on HAIs and how to prevent them will be a critical part of 
the national effort. 

 An informed media can help promote the education of the American public 
about the need to prevent HAIs and what HHS and its partners are doing. 

 Preventive steps to control and prevent HAIs are cost-effective and will save 
many lives and reduce disability for Americans. 

 The time to act on HAIs is now, and HHS and its partners are committed to 
working closely with providers, health systems, community leaders, and 
governments to help prevent HAIs. 

 
B. Top 5 Campaign Messages 
 
The HICPAC, in partnership with HHS, has developed the top five messages for a 
healthcare worker and consumer awareness campaign.  These messages are consistent 
with important areas of prevention focus currently identified for HAI.  Detailed 
examples of the following overarching messages can be found under Education and 
Training Tools at http://www.cdc.gov/ncidod/dhqp/index.html.  
 

1. Hand hygiene 
2. Healthcare personnel vaccination 
3. Patient vaccination 
4. Prompt removal of catheters and other devices 
5. Antimicrobial stewardship 

 
C. Promotional Activities 

 
The Department will organize national and regional activities to foster 
implementation of the Action Plan and educate partners about the Campaign’s key 
messages at different levels. HHS will also promote its message through the ten 
Regional Offices for distribution to states, territories, and communities in their 
jurisdictions. 
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1) National 
Initial efforts to educate and create partnerships at the national level include: 
 

 HHS participation in national conferences and meetings, 
 National Roundtable Discussions with key stakeholders, the media, and 

national organizations to discuss contributions and support for the Action 
Plan, 

 Dedicated website housing key prevention information (pending 
resources), and  

 The use of social networking sites, Web casts and blogs to disseminate 
information.  

 
2) Regional  
Educational stakeholder meetings plus additional training sessions for providers 
will be planned and hosted by HHS Regional Offices throughout the country and 
hosted by Regional Health Administrators. 

 
The purpose of these initial meetings should be to communicate to providers and 
consumer organizations, and local healthcare providers to garner and advance support 
for reducing HAIs across the country and will: 
 

 Share and promote the objectives of the Action Plan and campaign, 
 Assess any concerns regarding implementation of the plan and campaign, 
 Assess levels of acceptance, 
 Assess any additional support providers would like to receive, and, 
 Provide feedback on a media outreach campaign. 

 
As the effort advances towards implementation, Regional Health Administrators 
should plan to provide training sessions targeted towards healthcare providers and 
administrators regarding the recommendations outlined and expressed in the Action 
Plan. These training sessions will augment any existing prevention activities already 
occurring at the local level, which were not generated by the Action Plan. 

 
The training sessions will: 
 

 Garner further support in advancing prevention, and  
 Translate specific application of the guidelines into practical application. 

 
 
VI. HHS Assets to Coordinate External Outreach 
 
The following is a snapshot of existing HHS resources and assets that will be mobilized 
synergistically. 
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These agency-specific efforts should share information on the HHS Action Plan, share 
updated prevention information with key audiences, and help improve coordination 
among the many partners. The verification code for this document is 872219.

Various assets are available across the Department. A preliminary list of available 
resources for use in the near-term includes: 

A. Healthy People 2010 and Healthy People 2020 (in development).

Healthy People 2010 provides a framework for prevention for the Nation. It is a 
statement of national health objectives designed to identify the most significant 
preventable threats to health and to establish national goals to reduce these threats.  

B. Newsletters and Listservs

1) Agency for Healthcare Research and Quality (AHRQ)
 Agency's Electronic Newsletter (over 31,000 subscribers):

www.ahrq.gov/news/enewsix.htm
 Agency's Patient Safety and Health Information Technology E-Newsletter

(over 15,000 subscribers): www.ahrq.gov/news/ptsnews.htm
 Agency's "Research Activities" newsletter (27,000 subscribers):

www.ahrq.gov/research/resact.htm

2) Centers for Disease Control and Prevention (CDC)
 Clinician Outreach and Communication Activity (COCA) Listserv with

Newsletter: www.bt.cdc.gov/coca
 CDC E-mail Blast to CDC Partners (newsletter): www.cdc.gov/Partners
 Rapid Notification System (RNS):

www2.cdc.gov/ncidod/hip/rns/hip_rns_subscribe.html
 CDC E-cards: www2a.cdc.gov/eCards (Note: Personal e-cards can be sent

to different audiences (consumers and healthcare providers) with a
message about healthcare-associated infections.)

3) Centers for Medicare and Medicaid Services (CMS)
 Provider Partnership Listserv: Representatives from 124 national provider

associations sign up to this listserv after a face-to-face meeting with the
Division Director for Division of Provider Information Planning and
Development.

 All Medicare FFS provider types listserv (123,104 subscribers)
 Additional listservs that target the following groups/topics: Allied health,

employers, quality, value based purchasing list (includes The Leapfrog
Group and others), health plans, hospitals, cancer, consumer, disability,
discharge planners, disease, long term care, pharmaceutical companies,
physicians, and rural health lists.

C. Websites
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Websites that currently address issues related to or about healthcare-associated 
infections that will be utilized: 
 

1) Agency for Healthcare Research and Quality (AHRQ) 
 Notice on patient safety and medical errors site: 

www.ahrq.gov/qual/errorsix.htm 
 
2) Centers for Disease Control and Prevention (CDC) 

 HAI Website: www.cdc.gov/ncidod/dhqp/healthdis.html 
 Morbidity and Mortality Weekly Report (MMWR) Website: 

www.cdc.gov/mmwr/weekcvol.html (To reach health professionals and 
health departments, include a “Notice to Readers” about HAIs) 

 CDC Web Features: www.cdc.gov/Features/PediatricColdMeds (Could 
write a feature and link to other HHS sources of info on HAIs) 

 Emerging Infectious Diseases (EID) Journal: 
www.cdc.gov/ncidod/EID/announc.htm (Could post announcement and 
links to reports or meetings on the EID website) 

 
3) Centers for Medicare and Medicaid Services (CMS) 

 Technical information about Hospital Acquired Conditions and Present on 
Admissions Medicare policies: www.cms.hhs.gov/HospitalAcqCond 

 
D. Podcasts 
 

1) Agency for Healthcare Research and Quality (AHRQ) 
 Radiocasts/podcasts via AHRQ's Healthcare411: 

http://healthcare411.ahrq.gov/ 
 
2) Centers for Disease Control and Prevention (CDC) 

 Website: www2a.cdc.gov/podcasts/player.asp?f=7953 (Can create a 
podcast and link to other HHS sources of info on HAIs) 

 
E. Meetings/Conference Calls/Conferences 

 
1) Centers for Disease Control and Prevention (CDC) 

 Clinician Outreach and Communication Activity (COCA): 
www.bt.cdc.gov/coca (Conference calls that offer free CME to 
participants) 

 Healthcare Infection Control Practices Advisory Committee (HICPAC): 
www.cdc.gov/ncidod/dhqp/hicpac.html (Liaisons representing American 
College of Occupational and Environmental Medicine, American Hospital 
Association, American Healthcare Association, Advisory Council for the 
Elimination of Tuberculosis, Association of Perioperative Registered 
Nurses, Association of Professionals of Infection Control and 
Epidemiology, Consumer’s Union, Council of State and Territorial 
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Epidemiologists, Joint Commission, and Society for Healthcare 
Epidemiology of America) 

 
F. Media Listservs 
 
HHS will utilize a Media listserv to email “news” updates to reporters, regionally and 
nationally, and will include usage of the following: 

 AHRQ's Media /Reporters listserv 
 CDC Division of Media Relations: www.cdc.gov/media/archives.htm 

(DMR has a broad listserv of reporters as well as list of reporters who 
cover CDC and some specific for HAIs) 

 Office of Public Health and Science (OPHS) 
 

G. HHS Products 
Operating Divisions, including AHRQ, CDC, and CMS, have already produced 
materials which should be added to the Website. 
 

 AHRQ: Table containing AHRQ products  
 CDC: Table containing CDC products 
 CMS: Two different fact sheets listed under CMS Website 

 
H. HHS Products in Development 
 

 Consumer brochure 
 Posters for healthcare providers 
 Buttons for healthcare providers 
 Provider fact sheet 
 “Top Ten Bill of Rights” laminated cards for consumers 
 HHS Website on HAI, hosting information, linking to products, materials, 

conferences etc. 
 CMS fact sheets which contain an overview description of Hospital 

Acquired Conditions and Present on Admission (currently being updated 
and should be available shortly) 

 
 
VII. General Timelines for Projected Late Winter/Early Spring 2010 Launch 
 

 Pre-Event Media Advisory/Press Release: Issue in advance of the event 
 Post-Event News Release: Issue news release summarizing the event after the 

event  
 Media Roundtables: To continue the momentum across the country and engage 

the media, consumers and other stakeholders 
 News Conference: To announce the launch of the media campaign  
 On-site Media Room/Media Avail: Depending on details of the event, establish 

on-the-ground media support (media room or media availabilities) 
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 Radio and Television PSAs: To be released the day of campaign launch 
 
 
VIII. Conclusion 
 
The Department is committed to disseminating the Action Plan widely and will be 
working with its Regional Offices and many partners in broadcasting state of the art 
messaging that will help prevent and eliminate (to the greatest extent possible) 
healthcare-associated infections. 
 
HHS will continue to focus its efforts on developing an effective strategy for building 
strong nationwide support for the plan to reduce the incidence of HAI. Utilizing a two 
tier, regional and national approach, the messages will be developed targeting both 
healthcare providers and consumer groups. 
 
Messages will be disseminated via HHS resources including list servs, websites, and 
conference calls, as well as through the vehicles of communication provided through the 
partnership organizations.  
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HHS Action Plan to Prevent Healthcare-Associated Infections: 
COORDINATION, EVALUATION, AND CONCLUSION 
 
 
Coordination of Efforts 
 
The success of a national healthcare-associated infection (HAI) prevention effort will 
require effective coordination within the Department of Health and Human Services 
(HHS) and between the Department and external stakeholders. A synchronized effort will 
involve consistent communication between all the agencies involved in the initiative. 
This enhanced communication will allow for problems to be approached in a more 
holistic fashion rather than in its disparate parts. Initiatives in existence or development 
within one agency can be identified, targeted, and leveraged to aid in the overall 
prevention of these infections. 
 
Various agencies within HHS currently fund efforts related to prevention, research, 
information technology infrastructure, communication, and incentives to prevent HAIs. 
However, there has been no official mechanism to lead and align these efforts in a 
cohesive manner, reduce duplication, and capitalize on potential synergies to increase 
overall impact. As specific examples of potential coordination, the Centers for Medicare 
and Medicaid Services (CMS) could plan to introduce incentives into the payment system 
and could coordinate research on the effects of implementing payment policies with the 
Agency for Healthcare Research and Quality (AHRQ) and/or Centers for Disease Control 
and Prevention (CDC) or research projects could be aligned between the National 
Institutes of Health (NIH), CDC, and AHRQ. 
 
The mechanism proposed to institutionalize this coordinated effort is the establishment of 
an Interagency Steering Committee or “Steering Committee for the Prevention of 
Healthcare-Associated Infections.” The formation of the Steering Committee will enable 
implementation of the Action Plan and provide a context for measuring progress in 
achieving the Action Plan’s goals. 
 
Effective partnership with other segments of the federal government and private sector 
stakeholders will be essential to the success of the initiative. The Steering Committee will 
seek to leverage the resources within and external to HHS to successfully implement the 
Action Plan. 
 
At a minimum, objectives of the Steering Committee will include: 
 

1) Coordination of efforts across prevention, research, information technology 
infrastructure, incentives and oversight, and public messaging and outreach to 
reduce HAIs nationwide. 

 
2) Establish criteria and develop a plan to evaluate the Department’s progress in 

reducing HAIs nationwide. As part of evaluating the effort, designate a set of 
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primary measures to track HAIs and formulate a plan to further develop these 
measures over time. 

 
3) Serve as a contact point to communicate to external stakeholders on this issue 

so the Department’s efforts are harmonized and linked to a broader national 
coalition. 

 
The following structure is proposed: 
 

1) The Steering Committee will be chaired by the Principal Deputy Assistant 
Secretary for Health. It will initially be comprised of at least one member 
from AHRQ, CDC, CMS, the Food and Drug Administration (FDA), NIH, the 
Office of the Assistant Secretary for Public Affairs (ASPA), the Office of the 
Assistant Secretary for Planning and Evaluation (ASPE), the Office of the 
National Coordinator for Health Information Technology (ONC), and the 
Office of Public Health and Science (OPHS). 

 
2) The Steering Committee will meet at least quarterly. 

 
3) The Steering Committee Chairmanship and membership will be reassessed 

annually starting in 2010. 
 
The Steering Committee may elect to form working groups to address specific topics or 
implement project plans as determined. The work of these groups will be overseen and 
coordinated by the Steering Committee. The working groups may be convened at any 
time and for the duration deemed best by the Steering Committee. 
 
 
Measuring Success 
 
The proposed “Steering Committee for the Prevention of Healthcare-Associated 
Infections” will establish criteria and formulate a plan for evaluation of the national 
prevention effort. The evaluation criteria may include national measures of infection rates 
as well as assessment of specific programs and projects initiated by the Department and 
coordinated by the Steering Committee. 
 
Input from and partnership with external stakeholders will be valuable to the accurate 
measurement of the nation’s progress in preventing HAIs. Measures and measurement 
plans in use or development by other segments of the nation will be harmonized with 
those of the Steering Committee. 
 
The Steering Committee will evaluate progress towards the national prevention of these 
infections annually. Regular updates will be requested from Steering Committee 
members and key external stakeholders regarding current and planned activities related to 
HAI prevention. These inventories will be used for ongoing monitoring, coordination, 
and evaluation of efforts. Results from the regular assessments of the initiative will lead 

 93    



HHS Action Plan to Prevent Healthcare-Associated Infections 06222009 
Section 10: Coordination, Evaluation, and Conclusion 
 

 94    

to adjustments to the program and issuance of Action Plan revisions in subsequent years. 
Updates to the Action Plan will be formulated and released on an annual basis. 
 
 
Conclusion 
 
The Department has a long and proud history in steadily and substantially improving the 
health and welfare of Americans. Despite this progress, HAIs continue to take a 
significant toll on human life. As shared in the introduction, it is estimated that there are 
1.7 million HAIs in hospitals each year, which result in approximately 99,000 deaths and 
an estimated $28 to $33 billion in additional healthcare costs. The good news is that 
many of these deaths can be prevented through increased awareness and implementation 
of recommended infection control practices. For these reasons, the prevention of HAIs is 
a top priority for the Department. 
 
The Steering Committee for the Prevention of HAIs focused its efforts on the 
development of an Action Plan. This endeavor provided an unprecedented opportunity to 
gather the various HHS Offices and Operating Divisions to bring the Department’s 
extensive resources to bear on this critical patient safety issue. In addition, the 
opportunity to collaborate with external stakeholders has helped us all achieve significant 
and sustainable success. The work is not complete, but will continue to require the 
concerted and focused effort of all involved, for the end result of helping to create a 
healthier America. 
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HHS Action Plan to Prevent Healthcare-Associated Infections: 
APPENDICES 
 
 
Appendix A 
 

Metric 
Number and 

Label  

Metric Measurement 
System 

National 5-Year Prevention 
Target 

1. CLABSI 1 CLABSIs per 1,000 device 
days by ICU and other 
locations  

NHSN 
Administrative 
discharge data1 

CLABSIs per 1,000 device 
days by ICU and other 
locations below present 
NHSN 25th percentile by 
location type (75% reduction 
in SIR) 

2. CLABSI 2 Laboratory detected 
bacteremia per 1,000 patient 
days 

ADT/lab System 
Data Streams 

50% reduction in laboratory 
detected bacteremia per 
1,000 patient days 

3. CLABSI 3 CLABSIs per 100 patient 
months  

NHSN 
Administrative 
discharge data 

50% reduction in CLABSIs 
per 100 patient months 

4. CLABSI 4 Central line bundle 
compliance (non-emergent 
insertions) 

NHSN CLIP 
module 

100% compliance with 
central line bundle (non-
emergent insertions) 

5. C diff 1 Case rate per patient days and 
administrative/discharge data 
for ICD9 coded Clostridium 
difficile Infections  

NHSN MDRO 
module and 
Administrative 
discharge data 

30% reduction in the case 
rate per patient days and 
administrative / discharge 
data for ICD9 coded 
Clostridium difficile 
Infections  
 
NOTE: Preventability of 
endemic CDI is unknown; 
therefore, the experts 
suggested that HHS revisit 
this target in 2 years as 
prevention research findings 
may become available 

6. C diff 2 Contact precautions NHSN MDRO 
module 

100% compliance with 
contact precautions 

7. C diff 3 Appropriate hand hygiene 
practices 

NHSN MDRO 
module 

100% compliance with 
appropriate hand hygiene 
practices 

8. CAUTI 1 Rate of BSI secondary to UTI / 
1,000 patient days 

NHSN 50-75% reduction in the rate 
of BSI secondary to UTI / 
1,000 patient days 

9. CAUTI 2 # of symptomatic UTI / 1,000 
urinary catheter days   
 

NHSN 
 
 

25% reduction in the 
number of symptomatic UTI 
/ 1,000 urinary catheter days 

                                                 
1 Any source that would provide nationally representative hospital discharge coding (i.e., ICD9 or, in the future, ICD10) data, 
including such sources as the Agency for Healthcare Research and Quality (AHRQ) Healthcare Cost and Utilization Project, the CDC 
National Center for Health Statistics or National Hospital Discharge Survey, and those in the Centers for Medicare and Medicaid 
Services (CMS). 
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[Number of UTIs (ICD9+not 
present on admission) / (# 
major surgery ICD9+ urinary 
catheter ICD9)]*100 
discharges 

 
Administrative 
discharge data 

 
25% reduction in the 
[Number of UTIs (ICD9+not 
present on admission) / (# 
major surgery ICD9+ 
urinary catheter ICD9)]*100 
discharges2 

10. CAUTI 3 (Urinary catheter days / 
patient days)*100 

NHSN 50% reduction in (urinary 
catheter days / patient 
days)*100 

11. MRSA 1 Incidence rate (number per 
100,000 persons) of invasive 
MRSA infections  

CDC EIP/ABCs 50% reduction in incidence 
rate of all healthcare-
associated invasive MRSA 
infections 

12. MRSA 2 Incidence rate (number per 
1,000 patient days) of hospital-
onset MRSA bacteremia 
(hospital wide) 

NHSN  
(starting 2009) 

50% reduction in incidence 
rate of hospital-onset MRSA 
bacteremia (hospital wide) 

13. MRSA 3 Number of hospitalizations 
with non-present on admission 
MRSA 
bacteremia/pneumonia/sepsis 
 
 
Number of hospitalizations 
with non-present on admission 
MRSA not otherwise specified 
(NOS)/pneumonia/sepsis 

NHDS 
Administrative 
discharge data 

25% reduction in 
hospitalizations with non-
present on admission MRSA 
not otherwise specified 
(NOS)/pneumonia/sepsis 
 
90% of facilities with fewer 
“hospitalizations” with non-
present on admission MRSA 
not otherwise specified 
(NOS)/pneumonia/sepsis 
than predicted (i.e. model 
prediction) 

14. SSI 1 Deep incision and organ space 
infection rates using NHSN 
definitions (SCIP procedures) 

NHSN Median deep incision and 
organ space infection rate 
for each procedure/risk 
group will be at or below the 
current NHSN 25th 
percentile 

15. SSI 2 Adherence to SCIP/NQF 
infection process measures 
(perioperative antibiotics, hair 
removal, postoperative glucose 
control, normothermia) 

CMS SCIP 95% adherence rates to each 
SCIP/NQF infection process 
measure 

16. VAP 1 VAP rate, ventilator utilization 
(vent days), intermediate 
outcome – duration of 
ventilation 

NHSN definitions Track performance, no 
national target 

17. VAP 2 VAP process bundle: 
Continuous assessment of head 
of bed elevation; Daily oral 
care and daily assessment of 
readiness to extubate and 
sedation levels 

Direct local 
observation 

100% compliance with each 
metric in the VAP process 
bundle within 2 years 

 

                                                                                                                                                 
2 Zhan C, et.al. Medical Care (in press) 
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Appendix B 
 

Metric 
Number and 

Label 

Metric Measurement 
System 

National 5-Year 
Prevention 

Target 

NQF Measures3 Compendium 
Measures4 

1. CLABSI 1 CLABSIs per 
1000 device 
days by ICU 
and other 
locations 

CDC NHSN; 
Administrative 
discharge data5 

CLABSIs per 
1000 device 
days by ICU 
and other 
locations below 
present NHSN 
25th percentile 
by location type 
(75% reduction 
in SIR) 

CLABSI rate: 
CLABSI rate 
for ICU and 
high-risk 
nursery (NRN) 
patients 

CLABSI rate 

2. CLABSI 4 Central line 
bundle 
compliance 
(non-
emergent 
insertions) 

NHSN CLIP 
Module 

100% 
compliance with 
central line 
bundle (non-
emergent 
insertions) 

Central line 
bundle 
compliance 
(hand hygiene; 
maximal 
barrier 
precautions 
upon insertion; 
Chlorhexidine 
skin antisepsis; 
Optimal 
catheter site 
selection; Daily 
review of line 
necessity with 
prompt removal 
of unnecessary 
lines.) 

1. Compliance 
with CVC 
insertion 
guidelines as 
documented on an 
insertion checklist 
2. Compliance 
with 
documentation of 
daily assessment 
regarding the 
need for 
continuing CVC 
access. 
3. Compliance 
with cleaning of 
catheter hubs and 
injection ports 
before they are 
accessed. 
4. Compliance 
with avoiding the 
femoral vein site 
for CVC insertion 
in adult patients. 

3. C diff 1 Case rate per 
patient days; 
administrativ
e/discharge 
data for ICD9 
coded 
Clostridium 

CDC NHSN 
MDRO module; 
Administrative 
discharge data 

30% reduction 
in the case rate 
per patient days 
and 
administrative/
discharge data 
for ICD9 coded 

 CDI rates should 
be calculated 
according to the 
recently published 
recommendations. 
(Rates for 
healthcare onset, 

                                                 
3 NQF Endorsed Measures for Healthcare-Associated Infections (http://www.qualityforum.org/pdf/reports/HAI%20Report.pdf) 
4 SHEA/IDSA “Compendium of Strategies to Prevent Healthcare-Associated Infections in Acute Care Hospitals” 
(http://www.cdc.gov/ncidod/dhqp/HAI_shea_idsa.html) 
5 Any source that would provide nationally representative hospital discharge coding (i.e., ICD9 or, in the future, ICD10) data, 
including such sources as the Agency for Healthcare Research and Quality (AHRQ) Healthcare Cost and Utilization Project, the CDC 
National Center for Health Statistics or National Hospital Discharge Survey, and those in the Centers for Medicare and Medicaid 
Services (CMS). 

 

http://www.qualityforum.org/pdf/reports/HAI%20Report.pdf
http://www.cdc.gov/ncidod/dhqp/HAI_shea_idsa.html
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difficile 
Infections 

Clostridium 
difficile 
Infections. 
 
NOTE: 
Preventability 
of endemic CDI 
is unknown; 
therefore, 
meeting 
attendee experts 
suggested that 
HHS revisit this 
target in 2 years 
as prevention 
research 
findings may 
become 
available. 

healthcare facility 
associated; 
community onset, 
healthcare facility 
associated; 
community 
associated; 
indeterminate 
onset; unknown; 
and recurrent 
CDIs) 

4. CAUTI 2 # of 
symptomatic 
UTI / 1000 
urinary 
catheter days 
 
 
 
[Number of 
UTIs 
(ICD9+not 
present on 
admission) / 
(# major 
surgery 
ICD9+ 
urinary 
catheter 
ICD9)]*100 
discharges 

CDC NHSN 
 
 
 
 
 
Administrative 
Discharge data 

25% reduction 
in the number 
of symptomatic 
UTI/1000 
urinary 
catheter days  
 
25% reduction 
in the [Number 
of UTIs 
(ICD9+not 
present on 
admission) / (# 
major surgery 
ICD9+urinary 
catheter 
ICD9)]*100 
discharges6 

Catheter-
associated 
urinary tract 
infection rate 
for intensive 
care unit 
patients. 

Rates of 
symptomatic 
CAUTI, stratified 
by risk factors 
(age, sex, ward, 
indication, and 
catheter-days) 

5. MRSA 1 Incidence rate 
(number per 
100,000 
persons) of 
invasive 
MRSA 
infections 

CDC EIP/ABCs 50% reduction 
in incidence 
rate of all 
healthcare-
associated 
invasive MRSA 
infections 

 Overall 
prevalence or 
prevalence density 
of MRSA 
colonization 
and/or infection 

6. SSI 1 Deep incision 
and organ 
space 
infection rates 
using NHSN 
definitions 
(SCIP 
procedures) 

CDC NHSN Median deep 
incision and 
organ space 
infection rate 
for each 
procedure/risk 
group will be at 
or below the 

Surgical site 
infection rate: 
Deep wound 
and organ space 
infections as a 
result of elective 
surgery to 
include 

Surgical site 
infection rate 

                                                 
6 Zhan C, et.al. Medical Care (in press) 
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current NHSN 
25th percentile 

coronary artery 
bypass graft 
(CABG) and 
cardiac 
surgery; hip or 
knee 
arthroplasty; 
colon surgery; 
hysterectomy 
(abdominal and 
vaginal); and 
vascular 
surgery. 

7. SSI 2 Adherence to 
SCIP/NQF 
infection 
process 
measures 
(perioperative 
antibiotics, 
hair removal, 
postoperative 
glucose 
control, 
normothermi
a) 

CMS SCIP 95% adherence 
rates to each 
SCIP/NQF 
infection 
process 
measure. 

Cardiac surgery 
patients with 
controlled 
postoperative 
serum glucose;  
Surgery 
patients with 
appropriate 
hair removal;  
Prophylactic 
antibiotics 
received; 
Prophylactic 
antibiotics 
selection; 
Prophylactic 
antibiotics 
discontinued 

Compliance with 
Centers for 
Medicare and 
Medicaid Services 
antimicrobial 
prophylaxis 
guidelines. 
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Appendix C – Current HHS HAI-Related Research Responsibilities (AHRQ, CDC, CMS, and NIH) 
 
 AHRQ CDC CMS NIH 
Basic Discovery  Biofilms, resistance 

mechanisms 
 Vaccines, biofilms, studies 

of pathogenesis (intramural 
and extramural) 

Surveillance At a population level, using 
hospital inpatient and 
outpatient administrative 
databases 

National Healthcare Safety 
Network (NHSN), Active 
Bacterial Core Surveillance, 
new measure development 
and validation, e-
surveillance, electronic 
medical record capture 

 Electronic healthcare 
epidemiology surveillance 
system currently being 
installed at the NIH/Clinical 
Center 

Epidemiology Population-based 
epidemiologic studies 
(longitudinal trends, 
population risk associations) 

Outbreak response, 
molecular epidemiology, 
other epidemiologic studies 
(burden estimates, risk 
factors, etc.) 

 Intramural studies in a 
unique clinical research 
hospital setting 

Etiology  Identification of emerging 
pathogens through 
surveillance and outbreak 
response 

 Funding for clinical studies, 
basic studies characterizing 
new and/or emerging 
pathogens 

Prevention 
Efficacy/Effectiveness 

 Prevention demonstration 
projects, intervention studies, 
investigation of novel/ 
innovative prevention 
strategies 

 Proof of principle studies 
(intramural), comparative 
trials (extramural) 

Prevention 
Implementation 

Within organizations, 
systems of care, institutions, 
primary care networks 

Prevention demonstration 
projects, prevention 
collaboratives, behavioral 
epidemiology, education, 
promotion 

Through quality reporting, 
payment incentives, and 
special Quality Improvement 
Organization (QIO) 
programs 

Clinical studies, including 
comparative trials 
(intramural and extramural) 

Guidelines Generate the evidence base 
for further guideline 
development 

Healthcare Infection Control 
Practices Advisory 
Committee (HICPAC) 
produces evidence-based 
guidelines and related 
guidance; Maintain 
consistent case definitions in 
guidelines and NHSN 

 Research contributions to 
inform Public Health Service 
guidelines, society-
sponsored guidelines, etc. 
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 AH RQ CDC CMS NIH 
Treatment 
 Comparative Effectiveness 
  
  
 Implementation  

 
Comparative effectiveness of 
treatments 
 
Within organizations, 
systems of care, institutions, 
primary care networks 

 
Comparative effectiveness of 
prevention strategies 

 
Comparative effectiveness 
through information from 
coverage with evidence 
development 

 
Comparative trials 
(intramural and extramural) 

Quality/Safety of 
Healthcare 

Patient Safety Organizations, 
measurement tools for 
baseline and evaluation and 
quality improvement, 
training, data collection 

NHSN as a system to track 
infections; Develop baseline 
through measurement, 
training, and data collection; 
NHSN as a quality 
improvement tool 

Through quality reporting, 
payment incentives, and 
special QIO programs 

Developed and implemented 
electronic occurrence 
reporting system and 
ongoing clinical 
quality/performance 
measurement/performance 
improvement program at the 
NIH/Clinical Center 

Efficiency and Costs Improved quality and 
reduced costs, avoidable 
admissions and re-
admissions (HAIs) 

Cost estimate studies, assess 
impact, assess unintended 
consequences of prevention 
initiatives and policies 
related to HAI prevention 

CMS does not pay for certain 
hospital-acquired infections 

 

 



HHS Action Plan to Prevent Healthcare-Associated Infections 06222009 
Section 11: Appendices 
 

 
Appendix D 
 
Top 5 Hospital Allegations for Complaints & Incidents, CY2005 to CY2008 
 

 
TOP 5 HOSPITAL  ALLEGATIONS FOR 
COMPLAINTS & INCIDENTS 

   
Ranking Allegation # Allegations 

   
 CY2008 to date (01012008-08182008) 
   
1 Quality of Care/Treatment 2426
2 Restrain/Seclusion - Death 2074
3 Resident/Patient/Client Rights 1205
4 Nursing Services 832
5 EMTALA 826
   

13 Infection Control 216
   
      
 CFY2007  
   
1 Quality of Care/Treatment 4103
2 Resident/Patient/Client Rights 2225
3 EMTALA 1346
4 Nursing Services 1157
5 Resident/Patient/Client Abuse 631
   

11 Infection Control 405
   
      
 CY2006  
   
1 Quality of Care/Treatment 3677
2 Resident/Patient/Client Rights 2101
3 EMTALA 1517
4 Nursing Services 1105
5 Resident/Patient/Client Abuse 608
   

12 Infection Control 314
   
      
 CY2005  
   
1 Quality of Care/Treatment 3872
2 Resident/Patient/Client Rights 3240
3 EMTALA 1483
4 Nursing Services 1139
5 Resident/Patient/Client Neglect 705
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12 Infection Control 384

   
   

Source:  QIES Workbench 8/21/2008; ACTS; Pennsylvania    
Complaints and incidents are combined for this report 
Note:  Includes data for the State of Pennsylvania    

 

F:\PROJECTS\
Sec-HC (hosp) acquire 
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Appendix E 
 
Hospital Acquired Conditions, Including Codes, Selected for October 1, 2008 
 

HAC CC/MCC  
(ICD-9-CM Codes) 

1.  Foreign Object Retained After Surgery  998.4 (CC)
998.7 (CC)

2.  Air Embolism 999.1 (MCC)
3.  Blood Incompatibility 999.6 (CC)
4.  Pressure Ulcer Stages III & IV 707.23 (MCC)

707.24 (MCC)
5.  Falls and Trauma: 
  - Fracture 
  - Dislocation 
  - Intracranial Injury 
  - Crushing Injury 
  - Burn 
  - Electric Shock 
 

Codes within these ranges on 
the 

CC/MCC list:
800-829
830-839
850-854
925-929
940-949
991-994

6.  Catheter-Associated Urinary Tract Infection (UTI) 996.64 (CC)

Also excludes the following 
from acting as a CC/MCC:

112.2 (CC)
590.10 (CC)

590.11 (MCC)
590.2 (MCC)

590.3 (CC)
590.80 (CC)
590.81 (CC)
595.0 (CC)
597.0 (CC)
599.0 (CC)

7.  Vascular Catheter-Associated Infection 999.31 (CC)
8.  Manifestations of Poor Glycemic Control 250.10-250.13 (MCC)

250.20-250.23 (MCC)
251.0 (CC)

249.10-249.11 (MCC)
249.20-249.21 (MCC)

9a.  Surgical Site Infection, Mediastinitis Following 
Coronary Artery Bypass Graft (CABG) 

519.2 (MCC)
And one of the following 

procedure codes:
36.10–36.19
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HAC CC/MCC  
(ICD-9-CM Codes) 

9b.  Surgical Site Infection Following Certain 
Orthopedic Procedures 

996.67 (CC)
998.59 (CC)

And one of the following 
procedure codes:  81.01-81.08, 

81.23-81.24, 81.31-81.38, 
81.83, 81.85

9c.  Surgical Site Infection Following Bariatric 
Surgery for Obesity 

Principal Diagnosis – 278.01
998.59 (CC)

And one of the following 
procedure codes:  44.38, 44.39, 

or  44.95
10.  Deep Vein Thrombosis and Pulmonary Embolism 
Following Certain Orthopedic Procedures 

415.11 (MCC)
415.19 (MCC)

453.40-453.42 (MCC)
And one of the following 

procedure codes: 00.85-00.87, 
81.51-81.52, or 81.54 
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Appendix F 
 
Hospital Compare Measures as of October 1, 2008  
 

Aspirin at Arrival  
Aspirin Prescribed at Discharge  
ACE Inhibitor or Angiotensin Receptor Blocker  
(ARB) for Left Ventricular Systolic Dysfunction  
Adult Smoking Cessation Advice/Counseling  
Beta-Blocker Prescribed at Discharge  
Beta-Blocker at Arrival  
Fibrinolytic Therapy Received within 30 Minutes of 
Hospital Arrival  
Primary Percutaneous Coronary Intervention (PCI) 
within 90 Minutes of Hospital Arrival  

Acute Myocardial Infarction 
(AMI) – Heart Attack  

AMI 30-day Mortality  
Discharge Instructions  
Evaluation of Left Ventricular Systolic Function  
ACE Inhibitor or Angiotensin Receptor Blocker  
(ARB) for Left Ventricular Systolic Dysfunction  
Adult Smoking Cessation Advice/Counseling  

Heart Failure (HF)  

HF 30-day Mortality  
Oxygenation Assessment  
Pneumococcal Vaccination  
Blood Culture Performed in the Emergency  
Department Prior to Initial Antibiotic Received in 
the Hospital  
Adult Smoking Cessation Advice/Counseling  
Initial Antibiotic Received within 6 Hours of  
Hospital Arrival  
Appropriate Initial Antibiotic Selection  
Influenza Vaccination  

Pneumonia (PN)  

PN 30-day Mortality  
Prophylactic Antibiotic Received One Hour Prior to 
Surgical Incision  
Prophylactic Antibiotic Selection for Surgical 
Patients  
Prophylactic Antibiotics Discontinued within 24 
Hours After Surgery End Time  

Surgical Care Improvement 
Project (SCIP)  

Surgery Patients with Recommended Venous 
Thromboembolism (VTE) Prophylaxis Ordered  
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Surgery Patients Who Received Recommended 
Venous Thromboembolism (VTE) Prophylaxis 
Within 24 Hours Prior to Surgery to 24 Hours After 
Surgery  
Communication with nurses  
Communication with doctors  
Responsiveness of hospital staff  
Pain management  
Communication about medicines  
Discharge information  
Cleanliness of hospital environment  
Quietness of hospital environment  
Overall rating of hospital  

Hospital Consumer Assessment of 
Healthcare Providers and  
Systems (HCAHPS)  

Willingness to recommend hospital  
Use of relievers for inpatient asthma  Children’s Asthma Care  
Use of systemic corticosteroids for inpatient asthma  
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Appendix G – Stakeholder Feedback and Revisions to the Original Draft Metrics and Targets 
 
Comments on the initial draft metrics published as part of the HHS Action Plan to Prevent Healthcare-Associated Infections in January 2009 
were solicited and reviewed. While comments ranged from high level strategic observations to technical measurement details, overall 
commenters encouraged established baselines, both at the national and local level, use of standardized definitions and methods, engagement 
with the National Quality Forum (NQF), raised concerns regarding the use of national targets for payment or accreditation purposes and of the 
validity of proposed measures, and would like to have both a target rate and a percent reduction for all metrics. Commenters varied on the 
aggressiveness of the national targets, with some expressing concern that these targets were overly ambitious while others were concerned 
that the targets were not ambitious enough. Furthermore, commenters emphasized the need for flexibility in the metrics, to accommodate 
advances in electronic reporting and information technology and for advances in prevention of healthcare-associated infections (HAIs), in 
particular ventilator-associated pneumonia. Finally, some commenters expressed concern that the proposed process measures included in the 
HAI metrics do not have demonstrated correlation with reduced HAIs. 
 
To address comments received on the Action Plan Metrics and Targets, proposed metrics have been updated to include the proposed source of 
metric data, baselines, and which agency would coordinate the measure. To respond to the requests for percentage reduction in HAIs in 
addition to HAI rates, a new type of metric, the standardized infection ratio (SIR), is being proposed. Although metrics using infection rates 
are NQF endorsed, the Department of Health and Human Services (HHS) staff will work with NQF to address future consideration by NQF 
of the SIR for endorsement. Below is a detailed technical description of the SIR. 
 
To address concerns regarding validity, HHS is providing funding, utilizing Recovery Act of 2009 funds, to the Centers for Disease Control 
and Prevention (CDC) to support states in validating National Healthcare Safety Network (NHSN)-related measures and to support reporting 
on HHS metrics through NHSN. Also, most of the reporting metrics outlined here have already been endorsed by NQF and for population-
based national measures on methicillin-resistant Staphylococcus aureus (MRSA) and Clostridium difficile. Work to develop hospital level 
measures will be conducted in the next year utilizing support to CDC through funds available in the Recovery Act. 
 
Finally, to address concerns regarding flexibility in accommodating new measures, reviewing progress on current measures, and 
incorporating new sources of measure data (e.g., electronic data, administrative data) or new measures, HHS and its constituent agencies will 
commit to an annual review and update of the HHS Action Plan Targets and Metrics. The process for annual review and update will include 
representatives from appropriate federal agencies, state and local health agencies, scientific and clinical experts on HAI prevention and 
performance measurement, healthcare providers, professional organizations, accreditation organizations, consumer groups, and other key 
stakeholders. The first meeting to review measures and provide updates will tentatively be held in late 2009 or early 2010. 
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Metric 
Number and 

Label 

Original HAI 
Elimination Metric 

HAI Comparison 
Metric 

Measurement 
System 

National Baseline 
Established 

(State Baselines 
Established) 

National 5-Year Prevention Target Coordinator of 
Measurement 

System 

Is the metric 
NQF 

endorsed? 

1. CLABSI 1 CLABSIs per 1,000 
device days by ICU 
and other locations 

CLABSI SIR NHSN Device-
Associated 
Module 

2006-2008 

(proposed 2009, in 
consultation with 
states) 

 

At least 50% reduction in central line-associated 
bloodstream infections in ICU and ward-located 
patients 

CDC Yes* 

2. CLIP 1 
(formerly 
CLABSI 4) 

Central line bundle 
compliance (non-
emergent insertions) 

CLIP Adherence 
percentage 

NHSN CLIP in 
Device-
Associated 
Module 

2009 

(proposed 2009, in 
consultation with 
states) 

 

100% adherence with central line bundle  CDC Yes† 

3a. C diff 1 Case rate per patient 
days; administrative/ 
discharge data for 
ICD-9 CM coded C. 
difficile Infections 

Hospitalizations  
with C. difficile per 
1,000 patient 
discharges 

Hospital 
discharge data 

2008 

(proposed 2008, in 
consultation with 
states) 

 

At least 30% reduction in hospitalizations with 
C. difficile per 1,000 patient discharges  

  

AHRQ or CDC No 

3b. C diff 2 

(new) 

 C. difficile SIR CDC NHSN 
MDRO/CDAD 
Module LabID‡

2009-2010 

 

Reduce the facility-wide healthcare facility-
onset C. difficile LabID event SIR by at least 
30% from baseline 

CDC No 

4. CAUTI 2 # of symptomatic UTI 
per 1,000 urinary 
catheter days  

CAUTI SIR CDC NHSN 
Device-
Associated 
Module 

 

2009 for ICUs and 
other locations  

2009 for other 
hospital units 

(proposed 2009, in 
consultation with 
states) 

Reduce the CAUTI SIR by at least 25% from 
baseline in ICU and other locations 

  

CDC Yes* 
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5a. MRSA 1 Incidence rate 

(number per 100,000 
persons) of invasive 
MRSA infections 

MRSA Incidence 
rate (healthcare-
associated) 

CDC EIP/ABCs 2007-2008 

 (for non-EIP 
states, MRSA 
metric to be 
developed in 
collaboration with 
EIP states) 

At least a 50% reduction in incidence of 
healthcare-associated invasive MRSA infections

CDC No 

5b. MRSA 2 

(new) 

 MRSA bacteremia 
SIR 

CDC NHSN 
MDRO/CDAD 
Module LabID‡

2009-2010 Reduce the facility-wide healthcare facility-
onset MRSA bacteremia LabID event SIR by at 
least 25% from baseline  

CDC No 

6. SSI 1 Deep incision and 
organ space infection 
rates using NHSN 
definitions (SCIP 
procedures) 

SSI SIR CDC NHSN 
Procedure-
Associated 
Module 

2006-2008 

(proposed 2009, in 
consultation with 
states) 

 

Reduce the admission and readmission SSI§ SIR 
by at least 25% from baseline  

 

CDC Yes¶ 

7. SCIP 1 
(formerly SSI 
2) 

Adherence to 
SCIP/NQF infection 
process measures 

 

SCIP Adherence 
percentage 

CMS SCIP To be determined 
by CMS 

At least 95% adherence to process measures to 
prevent surgical site infections 

CMS Yes 

 
* NHSN SIR metric is derived from NQF-endorsed metric data 
† NHSN does not collect information on daily review of line necessity, which is part of the NQF 
‡ LabID, events reported through laboratory detection methods that produce proxy measures for infection surveillance  
§ Inclusion of SSI events detected on admission and readmission reduces potential bias introduced by variability in post-discharge surveillance efforts   
¶ The NQF-endorsed metric includes deep wound and organ space SSIs only which are included the target. 
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Understanding the Relationship between HAI Rate and SIR Comparison Metrics 
 
The Original HAI Elimination Metrics listed above are very useful for performing evaluations. Several of these metrics are based on the 
science employed in the NHSN.  For example, metric #1 (CLABSI 1) for CLABSI events measures the number of CLABSI events per 1,000 
device (central line) days by ICU and other locations. While national aggregate CLABSI data are published in the annual NHSN Reports 
these rates much be stratified by types of locations to be risk-adjusted. This scientifically sound risk-adjustment strategy creates a practical 
challenge to summarizing this information nationally, regionally, or even for an individual healthcare facility. For instance, when comparing 
CLABSI rates, there may be quite a number of different types of locations for which a CLABSI rate could be reported. Given CLABSI rates 
among 15 different types of locations, one may observe many different combinations of patterns of temporal changes. This raises the need for 
a way to combine CLABSI rate data across location types. 
 
A standardized infection ratio (SIR) is identical in concept to a standardized mortality ratio and can be used as an indirect standardization 
method for summarizing HAI experience across any number of stratified groups of data. To illustrate the method for calculating an SIR and 
understand how it could be used as an HAI comparison metric, the following example data are displayed below: 
 
 

Risk Group 
Stratifier 

Observed CLABSI Rates NHSN CLABSI Rates for 2008 
(Standard Population) 

 
Location Type #CLABSI #Central line-days CLABSI rate* #CLABSI #Central line-days CLABSI rate* 

ICU 170 100,000 1.7 1200 600,000 2.0 

WARD 58 58,000 1.0 600 400,000 1.5 
   

SIR = 79.0
287

228

87200

228

1000

5.1
000,58

1000

2
100000

58170

expected

observed





















          95%CI = (0.628,0.989) 

   *defined as the number of CLABSIs per 1000 central line-days 
 
In the table above, there are two strata to illustrate risk-adjustment by location type for which national data exist from NHSN. The SIR 
calculation is based on dividing the total number of observed CLABSI events by an “expected” number using the CLABSI rates from the 
standard population. This “expected” number is calculated by multiplying the national CLABSI rate from the standard population by the 
observed number of central line-days for each stratum which can also be understood as a prediction or projection. If the observed data 
represented a follow-up period such as 2009 one would state that an SIR of 0.79 implies that there was a 21% reduction in CLABSIs overall 
for the nation, region, or facility. 
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The SIR concept and calculation is completely based on the underlying CLABSI rate data that exist across a potentially large group of strata. 
Thus, the SIR provides a single metric for performing comparisons rather than attempting to perform multiple comparisons across many strata 
which makes the task cumbersome. Given the underlying CLABSI rate data, one retains the option to perform comparisons within a particular 
set of strata where observed rates may differ significantly from the standard populations. These types of more detailed comparisons could be 
very useful and necessary for identifying areas for more focused prevention efforts. 
 
The national 5-year prevention target for metric #1 could be implemented using the concept of an SIR equal to 0.25 as the goal. That is, an 
SIR value based on the observed CLABSI rate data at the 5-year mark could be calculated using NHSN CLABSI rate data stratified by 
location type as the baseline to assess whether the 75% reduction goal was met. There are statistical methods that allow for calculation of 
confidence intervals, hypothesis testing, and graphical presentation using this HAI summary comparison metric called the SIR. 
 
The SIR concept and calculation can be applied equitably to other HAI metrics list above. This is especially true for HAI metrics for which 
national data are available and reasonably precise using a measurement system such as the NHSN. The SIR calculation methods differ in the 
risk group stratification only. To better understand metric #6 (SSI 1) see the following example data and SIR calculation: 
 

Risk Group Stratifiers Observed SSI Rates NHSN SSI Rates for 2008 
(Standard Population) 

 
Procedure 

Code 
Risk Index 
Category #SSI† #procedures SSI rate* #SSI† #procedures SSI rate* 

CBGB 1 315 12,600 2.5 2100 70,000 3.0 

CBGB 2,3 210 7000 3.0 1000 20,000 5.0 

HPRO 1 111 7400 1.5 1020 60,000 1.7 
   

SIR = 

              † SSI, surgical site infection 
              * defined as the number of deep incision or organ space SSIs per 100 procedures 
 
This example uses SSI rate data stratified by procedure and risk index category. Nevertheless, an SIR can be calculated using the same 
calculation process as for CLABSI data except using different risk group stratifiers for these example data. The SIR for this set of observed 

74.0
8.853

636

8.125350378

636

100

7.1
7400

100

0.5
7000

100

0.3
12600

111210315

expected

observed



























 
         95%CI = (0.649,0.851) 
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data is 0.74 which indicates there’s a 26% reduction in the number of SSI events based on the baseline NHSN SSI rates as representing the 
standard population. Once again, these data can reflect the national picture at the 5-year mark and the SIR can serve as metric that 
summarizes the SSI experience into a single comparison. 
 
There are clear advantages to reporting and comparing a single number for prevention assessment. However, since the SIR calculations are 
based on standard HAI rates among individual risk groups there is the ability to perform more detailed comparisons within any individual risk 
group should the need arise. Furthermore, the process for determining the best risk-adjustment for any HAI rate data is flexible and always 
based on more detailed risk factor analyses that provide ample scientific rigor supporting any SIR calculations. The extent to which any HAI 
rate data can be risk-adjusted is obviously related to the detail and volume of data that exist in a given measurement system. 
 
In addition to the simplicity of the SIR concept and the advantages listed above, it is important to note another benefit of using an SIR 
comparison metric for HAI data. If there was need at any level of aggregation (national, regional, facility-wide, etc.) to combine the SIR 
values across mutually-exclusive data one could do so. The below table demonstrates how the example data from the previous two metric 
settings could be summarized. 
    

 Observed HAIs Expected HAIs  
HAI Metric #CLABSI #SSI† #Combined HAI #CLABSI #SSI† #Combined HAI 

CLABSI 1 228   287   

SSI 1  636   853.8  

Combined HAI    228 + 636 = 864   287+853.8 = 1140.8 
   

SIR =         95%CI = (0.673,0.849) 76.0
8.1140

864

8.853287

636228

expected

observed







      † SSI, surgical site infection 




