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Background

Healthcare-associated infections (HAIs) are among the most common adverse events in

healthcare settings (Leape 1991). Approximately 1.7 to 2 million HAIs occur in U.S.

hospitals each year, with the greatest burden due to catheter-associated urinary tract

infections (36%), surgical site infections (20%) and central line associated bloodstream

infections (11%) (Jarvis 2007; Klevens 2007). Morbidity and mortality associated with

HAIs are significant, resulting in lower in quality of life, longer hospitalizations, and

approximately 99,000 excess deaths each year (Anderson 2007; Klevens; Warren 2006).

Nationally, the economic burden of HAIs is estimated at $17 to $29 billion dollars annually
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(Jarvis 2007; Stone 2005). For hospitals, the costs of HAIs are also real and significant,

making the prevention of HAIs a management imperative. One study estimated these

average costs at over $15,000 per HAI (Roberts et al. 2003), while another showed a range

of between $500 to $40,000 depending on the type of infection (Jarvis 1996).

In 2008, the Centers for Medicare and Medicaid Services (CMS) implemented the use of a

new financial mechanism—no added payment for preventable complications—which is a

“stick” rather than a “carrot” form of pay-for-performance (P4P). Under this mechanism,

CMS no longer pays hospitals for treating certain healthcare associated infections (HAIs) if

they are not present on admission, including catheter-associated urinary tract infections

(CAUTIs), central line-associated bloodstream infections (CLABSIs), and mediastinitis after

coronary artery bypass graft (CABG) surgery (Centers for Medicare and Medicaid Services

2007).

Recently, a conceptual framework has been identified for pursuing important research

questions around how the CMS policy might help produce changes in various quality and

cost outcomes (see Stone et al. 2010). This framework is applicable to examining the role of

organizational context in shaping the extent to which the CMS policy is recognized,

accepted and acted upon by hospital personnel. Notable about the framework is that it places

several different organizational factors front-and-center as mediating variables that shape

how CMS changes in reimbursement for HAIs (i.e. the substance of the policy) may

ultimately facilitate quality improvement with respect to infections at the organizational

level. These organizational factors, categorized generally in the framework as leader

behavior, organizational culture, and staff behavior help to enable the CMS policy in

promoting quality improvement (QI) in hospitals.

The importance of organizational factors in shaping QI processes and outcomes has been

stressed for some time (see Flood 1994; Ferlie and Shortell 2001). Similar to findings from

other industries, extant research supports the contribution of factors such as work culture,

organizational learning leadership behaviors, teamwork, infrastructure readiness,

technology, staff preparation and training to improved quality within health care

organizations (cf. Alexander et al. 2006; Nembhard et al. 2009; Shortell et al. 1995; Shortell,

Bennett, and Byck 1998; Weiner, Shortell, and Alexander 1997). Consistent with these

findings, we view various features of the organization as potentially important vehicles

through which pay-for-performance policies such as the CMS policy are implemented. In

this study, we pursued the following research questions:

1. What types of organizational factors facilitate the recognition, acceptance, and

significance of the CMS policy as a QI driver within hospital settings?

2. Are there additional contextual features within hospitals that moderate how certain

organizational factors facilitate the relationship between the CMS policy and its

recognition, acceptance, and significance within hospital settings?

Data and Methods

The present study was part of a larger multi-year examination of how hospitals are adapting

to the new CMS policy. A qualitative approach using interviews was chosen to explore the
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two research questions comprising this part of the overall project. This method was chosen

for two main reasons: (a) qualitative methods are ideally suited to examining the roles of

organizational factors and context in facilitating policy implementation, as Stone et al.

(2010) and others (Shortell 1999) reinforce; and (b) the study is exploratory in nature,

seeking to identify preliminary relationships rather than validating those relationships on a

generalizable scale (Sofaer 1999). We conducted semi-structured, in-depth telephone

interviews with lead infection preventionists from 36 non-federal, acute care hospitals in the

United States. Infection preventionists are defined as staff working within hospital settings

that are specially trained in infection prevention, control, and surveillance. They are

responsible for surveillance of HAIs, conducting outbreak investigations, educating clinical

staff regarding infection prevention measures, and monitoring appropriate use of infection

prevention practices in the hospital.

Data Collection and Sample

Hospitals were purposively sampled from the American Hospital Association (AHA)

database. The hospitals were stratified based on key characteristics, including bed size,

geographic location, and nurse staffing levels (see Table 1). These stratifying characteristics

were used for two main reasons: (a) to assure a comparative case analytic framework, in line

with the qualitative approach used that contained adequate numbers of preventionists

working in several different hospital and infection control work settings; and (b) to assure a

diverse array of organizational factors that could be explored through the interviews.

Recruitment was conducted between September 2009 and February 2010. A total of 36

infection preventionists working at 36 different hospitals participated in the interviews.

These hospitals were located in 24 states. Thirty-two of the 36 hospitals (89 percent) were

located in states that had some form of mandatory reporting requirement for healthcare-

associated infections. Ten of the 36 (28 percent) hospitals were classified as teaching

hospitals. Most preventionists stated that there were between one and four full-time

employed staff working in infection prevention in their hospitals. Most preventionists also

reported that they had worked for their current employer ten years or more. Interviews lasted

approximately forty-five minutes. Interview questions and associated probes are included in

Appendix A.

Data Analysis

Data were analyzed with Atlas.ti qualitative analysis software using a content analytic

approach with elements of grounded theory built into the design. The content analytic

approach involved digitally taping interviews, transcribing them into text documents, and

then coding them using Atlas.ti software. The coding process identified interpretive schemes

within the data that captured the important descriptive and explanatory elements

illuminating the new CMS policy and its interaction with organizational features of the

participating hospitals. Coding was characterized by several best practices associated with

systematic qualitative research (Miles and Huberman 1994; Patton 2002): (a) validation of

the data categories identified using multiple coders that reviewed the same interviews and

coding categories; preliminary coding of batches of interviews, which then were validated

through additional analysis of later interview batches; and regular meetings of the research
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team to review and critique the coding categories. In addition, the technique of theoretical

sampling (see Strauss 1987) was employed during coding to assist in focusing data

collection on data categories that, from early interview coding, appeared to reflect the most

recurring and interesting phenomena embedded in the data. Two of the co-authors (TH and

CH) were responsible for fully coding all the interviews and reviewing the others’ code lists.

A third co-author (GL) reviewed a sample of the 36 interviews and their coding, providing a

further validation check on the two coders’ analysis.

The analytic process yielded a total of 149 initial codes for the interview data as a whole.

The coding strategy most often involved labeling paragraph sections of interviews with

individual codes, which is an appropriate focus for “chunking” qualitative data (Strauss and

Corbin 1998). Forty-seven of the 149 initial codes formed the bulk of the interpretive

framework for the 36 interviews. A portion of the 47 codes were either combined or grouped

together during a second level of analysis, in situations where one or more codes were

defined similarly. Most of the codes remaining after this second level of analysis that

supported various elements of the particular interpretation presented here were present in

approximately 30 to 60 percent of the 36 unique interviews, providing some evidence of

appropriate coding saturation across the data set as a whole. Once the coding process was

complete, the research team focused on identifying the primary interpretive “story” that was

supported by the primary codes.

Results

A model adapted from Stone et al. (2010) and derived from the interpretive analysis is seen

in Figure 1. This diagram forms the basis for the remainder of the results discussion. The

model suggests one way in which specific organizational factors may mediate between the

existence of the CMS policy and its recognition, acceptance, and significance as a quality

improvement (QI) tool within hospital settings.

Organizational Factors That Matter for the CMS Policy

Table 2 presents the three organizational factors receiving strong support as mediators

between the CMS policy and its role as a quality improvement driver within the hospital

setting. Support was strongest for the presence of three interrelated organizational factors or

dynamics which appeared to have relevance in making the CMS policy recognized and

accepted as a QI driver within hospitals. These dynamics were: (1) the presence of a

proactive infection control department; (2) top leadership attention to infection control; and

(3) clinical provider participation in infection control activities. There was no evidence that

these dynamics were unique to particular hospital settings of a certain size or resource

availability. A proactive infection control department consisted of several dimensions: (a) a

department in which staff “played the detective role” throughout the hospital where

infection control and prevention was concerned; (b) meaningful levels of integration

between the infection control department and formal QI activities occurring across the

hospital; and (c) an infection control department that was “legitimated” within the hospital

as a source for infection control and prevention expertise, initiatives, and solutions (see

Table 3 for sample quotes from the data supporting this dynamic).

Hoff et al. Page 4

J Healthc Manag. Author manuscript; available in PMC 2014 April 24.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



Preventionists described the detective role favorably. It consisted of task-oriented activities

such as infection control staff regularly following up on laboratory findings through chart or

electronic record review, interviewing clinical staff, conducting post-discharge surveillance

for surgical patients, and auditing documents from the hospital floor for completeness, such

as line lists used to assess compliance with guidelines for preventing select infections. This

appeared to comprise what might be labeled the “grunt work” of infection control that

interviewees felt was vital to achieving the implicit QI goals of a larger policy that would no

longer reimburse hospitals for certain infection-related care. These types of activities were

designed specifically to identify potential trouble spots in the hospital related to particular

infections, and also to assess parts of the hospital where existing prevention processes could

be strengthened.

Preventionists described the second dimension of a proactive role as their own department’s

ongoing awareness of and involvement in formal QI initiatives conducted within their

hospitals. The key dynamic referred to in this regard was synergy, i.e. close interactions

between themselves and various QI structures in the hospital (e.g. standing QI departments,

ad hoc clinical quality improvement teams organized because of specific quality problems)

that helped to improve the overall levels of effectiveness and acceptance of QI activities

around infection control. This synergy was described in ways that implied a diverse and

sometimes time-limited set of work relationships between preventionists and hospital QI

personnel, opportunistic behavior exhibited by preventionists that placed them in ideal spots

for participating in hospital QI efforts, and transparency in communication and information

transfer related to infection rates between the IC department and hospital staff participating

in QI activities.

These two dimensions related to a final aspect of a proactive IC department, i.e. the

establishment of a “legitimate” infection control function within the hospital that was

recognized by both hospital leadership and clinical provider staff as the appropriate source

of information and analysis for infection control issues occurring in the institution.

Preventionists believed that this legitimacy was reflected in the extent to which clinical

provider staff and hospital executives sought out their input on different infection control

situations; the subtle yet important behavioral changes seen in response to preventionists

providing information or advice to hospital departments or staff; and the ability of

preventionists to advocate for their own ideas both formally and informally to quality

improvement personnel, hospital executives, and clinical providers.

The second organizational dynamic respondents identified as meaningful to facilitating the

CMS policy’s relevance, acceptance, and significance a QI driver was increased top

leadership attention to infection control. Triggered in part by the new policy, this attention

was viewed favorably by preventionists who believed it could provide (and in some

interview cases, did provide) their department with additional support and resources for the

infection control endeavor (see Table 3 for representative quotes). In return, as these

preventionists became more proactive, hospital leadership were often exposed to greater

information and communications related to infection control. Top leadership attention

involved chief executives, medical directors, and chief nursing officers taking notice of the

importance of infection control departments and activities. This notice manifested itself
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through the provision of additional resources for infection control, greater management

interest in looking at infection data, and top leadership support for infection control

activities that were aimed at both surveillance and implementing proven interventions to

reduce infection risks in the hospital.

Both of these dynamics fed into a third dynamic occurring within hospitals that interviewees

identified as important for the new CMS policy. This was the presence of an involved group

of clinical providers across different hospital departments that took a higher degree of

interest in infection control and prevention activities. Preventionists in facilities where this

involvement occurred talked about the important role played by physicians and nurses in

making sure their “local” everyday patient care settings paid attention to infection control

and prevention. To preventionists, who had limited resources at their disposal and who could

not cover the entire hospital, a key way the CMS policy could be noticed, comprehended,

and expanded upon hospital-wide was through clinical staff within each of the hospital

departments that took personal accountability for controlling infections. Where clinical

providers became particularly accountable, preventionists saw them as extensions of the IC

department and reliable partners in infection control. Interviewees described provider

involvement in terms of department or medical group-based activities such as clinical

bundle implementation, monitoring, and compliance review; infection surveillance;

participation on hospital committees and work groups addressing specific infection issues;

and general support for the work of the infection control department.

Infection control staff discussed the three organizational dynamics identified as facilitating

the recognition, acceptance, and significance of the CMS policy as a QI driver in several

ways (see Figure 1). First and most important was the belief presented that that the dynamics

served as consistent behavioral vehicles through which awareness was raised of the policy

among stakeholders ranging from hospital executives to clinical provider staff such. In short,

the policy found a strong everyday voice within the hospital through leadership,

preventionists, and clinicians paying more attention to infection control generally. For

example, as preventionists got more involved in hospital QI, and as hospital leadership grew

supportive of and interested in infection control, some interviewees believed that details

about the CMS policy were more likely to filter down into high-risk (for infections) areas of

the hospital. This resulted from an increase in everyday opportunities for information

transmission across organizational levels. In addition, there was added incentive on the part

of staff to listen to this information given that it was transmitted with the support and

knowledge of top leadership behind it.

In a related vein, some interviewees believed that the CMS policy gained increased

credibility and significance within the hospital as it became associated closely with everyday

infection control work and the efforts of credible stakeholders such as preventionists,

prominent physicians and nurses, and executive leadership. Rather than a stand-alone policy

that could be viewed negatively by hospital staff as an outside intrusion or unfair financial

penalty, it could instead be linked through the organizational dynamics described here to

hospital QI efforts whose processes and desired outcomes were tangible to staff. It also

allowed preventionists to use the policy as an added logic for getting hospital personnel to

accept the need for change and their own infection control activities. From the perspective of
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preventionists, the linkage of the CMS policy to sanctioned infection control activities

provided a “safe haven” in which the policy gained credibility while stimulating enhanced

dialogue among hospital staff regarding the pros and cons of such a policy for promoting

change, and the appropriateness of including specific infections but not others in the policy.

Preventionists also expressed views that in enhancing its recognition and acceptance, the

organizational dynamics described here helped the CMS policy drive knowledge

enhancement in hospital settings with respect to various infections. This enhancement was

reported to occur among clinical providers, executive leadership, and preventionists.

Interviewees talked about the increased levels of understanding these different stakeholders

had in regards to issues such as the “preventability” of various hospital infections like

urinary tract and central line bloodstream infections; the types of procedures and processes

for preventing different infections; the actual and potential rates of infections across

different parts of the hospital; and the kinds of resources required to maintain an appropriate

infection control effort within hospital departments. This knowledge enhancement was

achieved to a fuller extent when the organizational dynamics described here were in full

force.

Other Contextual Dynamics that Moderate the Organizational Factors Identified

Preventionists identified several other factors occurring within their hospital settings that

they believed affected the role played by the organizational dynamics described above in

enhancing the recognition, acceptance, and significance of the CMS policy as a QI driver

(see Figure 1). Some preventionists described resource issues involving shortages in money

and supplies allocated to infection control within their hospitals. Examples given of supply

shortages ranged from not having enough materials for implementing clinical bundles to

prevent infections like central line bloodstream infections to the lack of computerized data

mining systems that would allow quicker, more accurate infection surveillance. Resource

issues were not limited to smaller hospitals. Rather, preventionists in both larger and smaller

hospital settings expressed such perceptions.

Resource issues were also discussed in the context of “zero-sum” resource shifting, as in the

case where a hospital reallocated preventionist time spent on surveillance, reporting, and

risk reduction from higher to lower morbidity infections such as urinary tract infections.

Interviewees identified this type of resource shift frequently. The most common resource

issue identified related to infection control staffing. The vast majority of IC departments

participating in the interviews were small, often employing only a few full-time equivalents

with responsibility for an entire hospital. Interviewees felt that staffing size impacted the

ability of infection control departments to be proactive, engage clinical line staff, and serve

as a resource for hospital leadership. As a result, they perceived that recognition and

acceptance of the CMS policy could be negatively impacted by infection control

departments that were smaller and less resource rich.

A second moderating dynamic involved the potential for coding discrepancies related to

different types of hospital infections that occurred within hospitals. Coding discrepancies

referred to situations in hospitals where reduced consistency might exist in how healthcare-

associated infections got identified and recorded between physicians, hospital coding staff,
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and infection control staff. Some preventionists either worried or actually believed that the

results of their own infection surveillance in some cases did not coincide with the number of

infections identified by physicians or hospital coding personnel. Preventionists stressed their

use of the formal Centers for Disease Control and Prevention (CDC) and National Health

Safety Network (NHSN) definitions for labeling something a healthcare-associated

infection.

However, many preventionists felt that they were among the few within their hospital

settings to know and apply the CDC/NHSN definitions consistently. Some felt that that

many physicians did not know how to assess accurately the occurrence of a healthcare-

associated infection (HAI), and that when physician documentation reflected an HAI

incorrectly it was picked up by hospital coders incorrectly. What concerned preventionists

who felt most strongly about the coding discrepancy problem was the potential

misinformation from incorrect HAI coding that could find its way into surveillance reports

sent to external organizations such as CMS, as well as to hospital leadership and staff. This

misinformation or inconsistency in reporting could, according to them, reduce the overall

impact of the CMS policy as a QI driver because it produced a much less accurate

understanding of infection-related risks and problems across the hospital as a whole.

The final moderating dynamic suggested by interviewees was the requirements imposed on

the hospital by existing surveillance requirements and activities. This dynamic was alluded

to by preventionists across a range of hospital settings. In this respect, preventionists

described the extent to which their hospitals were now engaged in multiple QI and

surveillance efforts related to infection control. These added efforts were driven by: (a)

increased mandatory reporting for HAIs and (b) voluntary hospital participation in state and

national infection control efforts. For some participating hospitals, there was no shortage of

external organizations now driving their infection control and surveillance efforts, including

CMS, CDC, Institute for Healthcare Improvement, state health departments, and state

legislatures. While interviewees acknowledged that some favorable economies of scale were

created by having to respond to numerous external demands for HAI control and

surveillance, often because the same HAIs were focused upon across different efforts, there

were additional infections included in these other efforts that were not included in the CMS

policy. Many preventionists felt that too much of their time was spent on documenting

compliance, often for the main purpose of reporting “the numbers” to one external

organization or the other, rather than on outcomes that could feed into more effective

process improvement. For them, these existing surveillance burdens undermined the CMS

policy because in cases where the burden required greater staff time and other resources, the

policy simply became another external requirement with which “to comply”.

Discussion and Conclusion

The present study is exploratory. However, it offers important preliminary insight into the

role played by organizational factors in helping to enhance the recognition, acceptance, and

significance of the CMS policy as a QI driver within hospitals. These findings support the

notion that organizational culture, leadership behaviors, and staff behavior matter as

facilitators of CMS policy implementation, consistent with the preliminary conceptual
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model put forth in Stone et al. (2010). The study findings also support the idea that there are

additional factors which moderate how these organizational factors work to give voice and

credibility to the CMS policy on an everyday basis.

From a policy and management perspective, the model derived from the data (see Figure 1)

suggests that key elements of the surrounding organizational context do matter as vehicles

through which pay-for-performance (P4P) policies are interpreted and acted upon at the

individual and group levels of organization. This should make such elements a focus for

action by regulators, accrediting agencies, payers, and hospitals. In part, this means ensuring

that the right kinds of everyday implementation environments exist within hospitals so that

different P4P policies stand a better chance of working in the intended manner (Nembhard,

Alexander, Hoff, and Ramanujam 2009).

In this sense, the first and perhaps most important aspect of “working in the intended

manner” is that such policies are recognized and understood by hospital staff, and perceived

as both credible and important to achieving quality improvement by different organizational

stakeholders. The attention paid to assuring greater stakeholder familiarity with and early

acceptance of incentive-based QI policies has been identified as important in P4P

implementation (Institute of Medicine 2007). Practically speaking, a focus on macro-level

policy design that seeks, for example, to identify the right types and mix of economic

incentives and the appropriate inclusion criteria for P4P policies such as the CMS policy

must be complemented by a micro-level focus that identifies the relevant organizational

dynamics which can aid policy implementation, and then offers interventions and supports

to ensure hospitals maintain those dynamics on an everyday basis.

From a research perspective, as stated the results provide a small yet important degree of

support for the conceptual model put forth in Stone et al. (2010). This model requires further

refinement and testing, but offers promise as a means of understanding CMS policy

implementation and outcomes better. In fact, the model may be useful for thinking about

P4P policy implementation generally. The model’s general focus is on articulating how

different enabling and predisposing factors act on the CMS policy as it gets implemented

within organizational settings, illuminating to some degree the “black box” of organizational

context researchers increasingly assume play important roles in policy adoption and success.

To take it further, however, requires researchers to move their empirical questions and

explanations closer to the behavioral regularities of the everyday workplace. Through

findings such as the ones in this study that identify specific manifestations of the general

organizational factors put forth in Stone et al., greater understanding is gained of the

particular theories and ideas that may be employed within the overall model to help identify

the factors that matter more.

The present study is limited in several ways. First, the study is qualitative and relies upon

the systematic interpretive process employed by the research team. While acceptable

qualitative methods of analysis were used, the generalizability of the findings across a larger

population of hospital settings cannot be gauged. Second, outcomes such as clinical quality

within hospitals or cost reduction were not a focus of the study. Instead, the outcomes of

interest involved the manner in which the CMS policy was accepted, recognized, or made
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more significant among hospital personnel. However, these types of outcomes may be

realized without necessarily leading to the favorable gains in clinical quality or efficiency

desired through the original intent of this P4P mechanism. Future studies should include

these additional outcomes in their analysis. Finally, the study attempts to impose some order

on the complexity of the everyday hospital setting, by teasing out specific contextual

features of that setting that participants believe are most relevant to policy implementation.

However, it is unclear whether there are other equally meaningful aspects of the hospital

context not identified by interviewees that must be considered in this regard. As a result, this

study represents only a first step in understanding the “black box” of implementation

deemed important by health care researchers and practitioners.
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Executive Summary

Healthcare-associated infections are among the most common adverse events in

hospitals, and the morbidity and mortality associated with them are significant. In 2008,

the Centers for Medicare and Medicaid Services (CMS) implemented the use of a new

financial policy that no longer provides payment to hospitals for services related to

certain infections not present on admission and deemed preventable. At present, little is

known about how this policy is being implemented in hospital settings. One key goal of

the policy is to have it serve as a quality improvement driver within hospitals, providing

the rationale and motivation for hospitals to engage in greater infection-related

surveillance and prevention activities.

The present study examines the role organizational factors play in helping the CMS

policy work effectively as a quality improvement driver within hospital settings.

Organizational factors such as leadership and culture facilitate quality improvement

activities generally across a variety of healthcare settings, including hospitals. Between

late 2009 and early 2010, interviews were conducted with 36 infection preventionists

working at a national sample of 36 hospitals. We found preliminary evidence for the

favorable roles played by hospital executive behavior, a proactive infection control

culture, and clinical staff engagement in enhancing the recognition, acceptance, and

significance of the CMS policy as a QI driver within hospitals. We also found several

other contextual factors which may impede the degree to which the above factors

facilitate linkages between the CMS policy and hospital quality improvement activities.
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Figure 1.
Organization Factors Identified as Shaping How the CMS Policy Works in Hospital Settings (Adapted from Stone et al. 2010)
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Table 1

Facility characteristics for hospitals in study

Facility Characteristica N/Mean/% Range

Region

 Northeast 9

 Midwest 8

 South 12

 West 7

Total hospital beds 388.7 40–1501

Adult ICU bedsb 44.2 6–222

Mean length of stay (days) 4.9 2.5–7.4

Hospital discharges paid by Medicare (%) 43% 24%–70%

RN hour per patient day (hours)c 14.8 7.9–26.8

a
From AHA database

b
Does not include burn care, Neonatal ICU or Pediatric ICU

c
Defined by AHA variables: (FTERN*2080)/IPDTOT
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Table 2

Summary of coding support for the three mediators identified in the study

Mediator Number of Supporting
Codes in Data Set

Average Total
Frequency of
Supporting Codes Per
Individual Interview
* (n=36)

Supporting Codes for the Mediator Indentified

A Proactive
Infection Control
Department

9 Supporting Codes 6.5 Times per
Interview

Playing the detective role
Checking coder documentation
Infection control (IC) as change driver
IC—Quality improvement (QI) integration
IC highly integrated into organization
IC involved with QI
IC as a driver of change
IC function as legitimate in organization
IC education of leadership

Top Leadership
Attention to
Infection Control

6 Supporting Codes 2.8 Times per
Interview

Leadership involved in facilitating change
CMS policy increases leadership attention to infection control
CMS policy matters when it’s a big financial impact situation
IC education of leadership
“It’s all about the money”
CMS policy creates high organizational awareness of infections

Clinical Staff
Engaged in
Infection Control

4 Supporting Codes 4.1 Times per
Interview

Involving clinical line staff in QI
Documentation issues and the physician’s role
How to get clinicians to focus on infections
CMS policy creates high organizational awareness of infections

*
The “average total frequency” is a measure of coding saturation, i.e. the extent to which supporting codes appear collectively within and across

interviews
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Table 3

Sample quotes gleaned from interview data supporting themes

Factor Identified: Sample Supporting Quotes Gleaned from Interview Data:

Mediators:

Top Leadership Attention to
Infection Control

They [hospital executives] like to look at data, but they’re also very supportive. When we have the
medical staff meetings, there’s always someone from administration at those meetings. And so when
quality talks about the CMS conditions for nonpayment, the administration supports that with their
presence, with their words. Sometimes, they’re the ones that talk about it. They’ve talked about it to
our staff. We have what we call town hall meetings that are quarterly with all employees. They’ve
talked about it in there. They are very involved. They like to know what’s going on, not only in
preventing the non-repayment, but also what are our processes to do that, and are we preventing
infection.
I think just being invited to this board retreat was something that was evidence of their interest. The
whole board retreat was focused on patient safety and infection prevention. To be included and
recognized as an important part of patient safety and to have that whole focus of the board retreat, I
think, is really telling that it is such an important thing.
Management is interested. Some of our management as far as at the administrative level, Chief
Executive Officer, Chief Nursing Officer, and that level, are interested and they’re keeping well
abreast of what are we doing, what we need to do, what we want. If I can’t get people to comply, then
I go to my chief nursing officer and say, “Hey, I need some clout behind this.” And she will then send
out an edict and get sometimes a better response than I will.

Proactive Infection Control Culture Take central line insertion. We developed a monitoring tool that outlines every piece of that bundle. So
for every central line that is inserted in our facility, the person who assists with that insertion fills out
that form, sends it to our department and that gets entered into a database. Then we’re able to run
reports and look at our compliance to the bundle.
Say for instance we have a surgeon in the community, he does surgery here, but now the patient shows
up at his office. If the surgeon sends us a sample, a specimen to the hospital and it’s positive, we get
that on the line listing. And we will contact the physician and say, ‘Your patient has a positive
culture.’ Each month, the physicians get a list of all the surgeries they have performed, and we ask
them, ‘Have any of your patients come back to your office with an infection?’ And we include a data
collection form. So it’s a form that they can fill out if the patient has an infection.
What we do is work with various service lines such as our open heart service line and our orthopedic
service line to make sure that they’re following the best practice for the surgical piece of it and we’re
just making sure that they have good infection control pieces in their service line element, their
literature and the patient education materials, et cetera. So, we’re part of those committees. And our
orthopedic service line, at least the part for hips and knees, we actually collect that data for them. So
they can see the antibiotic timing for any of the hips and knees that are done, like total hips, total knees
[replacements]. Is it given within the right time frame before the surgery? Is it the right antibiotic and
is it discontinued 24 hours after? We supply data to them.

Clinical Staff Engaged in Infection
Control

When we started surveillance for central lines, identifying issues, again it was a team that comes
together, including staff nurses and doctors, to make sure that they get what they need and that they are
happy with whatever initiative we’re implementing and were a part of it.
I’ve fostered a good working relationship with my nursing staff and my physicians. They do not
hesitate to pick up the phone and call me and say, “You know what? We’ve got five patients here with
the same symptoms and we’re not really sure what’s going on.” They tell me that kind of stuff really
quickly. I think that works well.
I think that we really focus on team efforts and we try and get buy in from staff and I include medical
staff, it involves them. We identify something that’s good on the OR, we’re trying to work with the
surgeons, the leaders of the OR and have everybody’s input so we all come up with the
recommendations. We all pilot the recommendations or implement them. If they’re working but need a
little bit of tweaking, it becomes a team effort. Same thing with our central lines. When we started
surveillance, identifying issues, again it was a team that comes together, including staff nurses and
doctors, to make sure that they get what they needed and that they were happy with whatever initiative
we’re implementing and were a part of it.

Moderators:

Resource Issues It’s heartbreaking to see the cuts have already happened knowing that if we were given another half
FTE back, we could do more and we could help our patients more and really get out on the floors and
impact change.
I’m trying to convince our materials manager that we need to do this bundle, and use this central line
bundle kit because it meets compliance. And it’s about the dollars for her, you know? So I think that’s
a barrier, is as far as our mentality, we need the supplies to improve. Maybe it might be a catheter, it
might be a kit, it might be something as small as a new form. But, the barriers are the money to pay for
it and showing the clinical reasons why we need to have it.
The CMS policy has added to my workload. In a sense, I’ve lost resources. It used to be that my
position was actually a job share with another infection preventionist, and we have 1.1 FTEs between
the two of us. And when she took a full-time position elsewhere, mine became a full time position,
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Factor Identified: Sample Supporting Quotes Gleaned from Interview Data:

meaning that I lost that .1 FTE and then lost the other body because we had divvied up our
responsibilities. So, I’m doing much more with no additional resources to do it.

Coding Discrepancies What we’re finding is that sometimes, because I use the NHSN criteria, the criteria for calling a certain
infection a particular way is not exactly the same as what a doctor would call it in order to treat that
patient. And it’s certainly consistent with the medical management of the patient to call it such and
treat it that way, but it doesn’t meet my criteria because I’m using NHSN criteria, which are very
standardized.
I just looked at one the other day. The patient had a skin flora in one blood culture and the physician
actually documented that he considered it a contaminant. And yet, medical records coded it as line
related blood stream infection (BSI). There was another one where the physician didn’t even mention
line related. It was a MRSA and the patient was admitted with pneumonia. And it was likely, if I’d
been doing surveillance, I would have said this is pneumonia, not the line. But the patient had a central
line and medical records coded it as line related BSI. When I brought that to the attention of medical
records, their supervisor reviewed it and said she thought they were coded correctly. What I’m saying
is they don’t have the education and the training to be able to understand.
The big problem here is that what goes to CMS, the data that goes to CMS comes from our coders.
And our coders have to code from physician dictation. Physicians frequently don’t know what an
infection really is. We’ve got the CDC definitions that we follow for infections, and frequently the
physicians, whatever they dictate, gets reported as an infection when in fact it may not be.

Existing Surveillance Requirements They’ve added more requirements for infection control. It’s nice that we’re moving up the food chain
in attention, but it also puts more pressure because we didn’t exactly have a huge increasing in staffing
to meet those new requirements. And then the CMS requirements add on top of that, but the real straw
is when you have something like H1N1 that’s just absorbing so much of your attention. Then you
realize how thin the stretch is.
I think there are so many demands on the data, not only from internal reporting mechanisms like for
unit boards, but the reporting demands from Leap Frog and IHI and Joint Commission and the state
reporting mechanism and all that kind of stuff. We can’t do all the prevention activities we’d really
like to do.
Many hospitals are voluntarily engaged in implementing clinical bundles or guidelines and they have
to monitor and report to accrediting agencies such as IHI and CMS. However, many infection
preventionists have said that the emphasis on documenting and observing bundle use has taken away
from IC’s ability to conduct risk assessment, environmental assessments, and interventions. They do
not have time to implement interventions because they have to make sure there is compliance with
bundle use.
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Appendix A

Sample Interview Questions for Infection Preventionists

Question

Could you give a brief overview of the surveillance activities that take place in your hospital around HAIs?

Medicare has a new policy to stop paying for care associated with certain HAIs. What is your opinion of this policy?
Sample Probes: Gauging what the CMS policy is adding that is new or different; assessing awareness levels among physicians, nursing staff,
and administration about new CMS policy

Can you describe aspects of your hospital that you have felt over time are worthy of noting or unique with respect to prevention of HAIs?
Sample Probes: extent of guideline/best practice adherence in hospital; preventionist knowledge of adherence across hospital units

Describe the different ways you know about how your hospital is responding or may respond to the new CMS policy?
Sample Probes: gauging the extent of interactions between Infection Control and Quality Improvement departments in hospital; assessing
organizational factors that impact success/failure of CMS policy

Do you have any worries or concerns about how the new CMS policy might play out within your hospital?
Sample Probes: identifying other approaches to HAI prevention and control facilitated or undermined by the new CMS policy; assessing the
impact of the CMS policy on guideline or best practice adherence

Do you believe that the new CMS policy has, through the organizational interventions it has spurred (or is spurring) affected (or will affect)
infection-related outcomes in any way?
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