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Objectives

A Identify the burden, including the cost of
healthcareassociated infections.

A List key components to establishing a busines
plan/case.

A Discuss how infectiopreventionistscan
demonstrate value to the organization.



Current Landscape
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A Enhanced scrutiny of HAI
I Public/consumer groups
I Legislators; National HAI Plan
I Payorsand regulatory agencies
I Legal liability
A Patient safety initiatives
I EXxpectation of best practices

A Prospects of decreased payment

Increasedoressure on administrators to
reduce Infection rates>>>Focus on
Infection Prevention



Top 10 Messages on HAIs and the
Federal Action Plan

1. Many HAIs are preventable

2. A systemic approach to reduce disease
transmission can be more effective than
diseasespecific approaches

3. Developing and supporting research to address
gaps in the science in HAI prevention will
generate additional preventive strategies.

4. Strong partnership between federal and
local/state governments and communities is
vital. HHS is committed.



Top 10 Messages on HAIs and the
Federal Action Pladantinued

9. Preventive steps to control and prevent HAIs
are costeffective, save lives, and reduce
disability for Americans.

10. The time to act on HAls is ngvand HHS
and its partners are working closely with
providers, health systems, community leaders
and government to help prevent HAIs.



Attributable Costs
HAI Cost Analysis January 2001 June 2004

Type HAI Attributable Costs Range
Mean (SD)

Surgical Site $25,546 (39,875) $1783i 134,602

Bloodstream $36,441 (37,078) $18221 107,156

Vent. Associated |$9669 (2920) $7904i 12,034

Pneumonia

Urinary Tract (UTI) |$1006 (503) $650- 1361

70 studies: 39 US, 17 Europe, 4 Australia/New Zealand, 10 other. Analysis include
those studies that calculated individual (vs. aggregate) cost of patient outcomes.

SOURCE: Stone et alAJIC Nov 2005; 33:501509



Attributable Costs andexcess Length of Stay

Associated with HAI

TABLE 1. Representative Reports of Attributable Costs and Excess Length of Stay
(LOS) Associated With Various Hospital-Acquired Infections !

Attributable costs, Excess LOS,
Infection type mean (range), 2005 US§  mean (range), days  Reports
VAP 22,875 (9,986-54,503) 9.6 (7.4-11.5) 19-23
Catheter-related BSI 18,432 (3,592-34,410) 12 (4.5-19.6) 24-26
CABG-associated SSI 17,944 (7,874-26,668) 25.7 (20-35) [27-30
Catheter-associated UTI 1,257 (804-1,710) (31, 32]

NOTE. BSI, bloodstream infection; CABG, coronary artery bypass graft surgery; SSI, surgical
site infection; UT], urinary tract infection; VAP, ventilator-associated pneumonia,

Eli N. PerencevichEP, Stone PWright, SB , t al. Infect Control HospEpidemiol2007;28:11211133



Volumes and patient flow = $$$

A Patients without HAI are discharged sooner

A New patients move into those beds

A Asguming fixed costs stay the same (buildinAg ,vutilities
SUO0ODPUL 2 | &I Aeitadease Wlued &R
revenue, reimbursement.

A Example: Table 1. shows CABG SSI| mean excess LC
26 days. *Preventing 10 CABG SSI would open up 2
GoRRE@aecdd LT | OSNIF IS [ h{
days, then 65 new patients could be admitted.

*Modified from: Perencevich, Stone, Wright



Cost of Healthcare Associlated
Infections

Table 4: The average attributable per patient costs of HAI by selected sites of infection
adjusted by 2007 CPls for all urban consumers and inpatient hospital services

Infection site Low Estimate High Estimate Low estimate High estimate Adjusted Adjusted
of average of average adjusted to adjusted to to 2007 $ to 2007 §
attributable attributable 2007 2007 using CPI using CPI
Costs ($ base  Costs ($ base  $ using CPI-U  § using CPI-U for Inpatient for Inpatient
year) year) Hospital Hospital

Services Services

SSI $10,443' $25,546° $11,087 $29 443 $11.874 $34.670
(2005) (2002)

CLABSI $ 5,734 $22.939% $ 6,461 $25.849 $ 7,288 $29.156
(2003) (2003)

VAP $11,897% $25,07218 $14.806 $27.,520 $19.633 $28,508
(1999) (2005)

CAUTI $ 589+ § 758% $ 749 § 832 $ 862 $ 1,007
(1998) (2002)

CDI $ 5,042% § 7,179% $ 5,682 $ 8,090 $ 6,408 $ 9,124
(2003) (2003)

Scott, RD. The direct medical costs of healthcare associated infections in U.S. Hospitals
the Benefit of Prevention. Division of healthcare quality promotion, March 2009

http://www.cdc.gov/ncidod/dhqgp/pdf/Scott CostPaper.pdf



Attributable Costs

The services provided and billed to a patient
that were caused by an HAL.

A Best to use local data ( financial partner).
A Published data can be used as surrogate.

e.g. pt with Hip joint SSI is compared to a
matched pt with same surgery and other

characteristics , but not the SSI

Murphy, D, Whiting, CS. Dispelling the myths: The true cost of HealtQcare
Associated Infections. APIC briefing; February 2007.



Comparison of Economigdatients With and Without
Central Line Associated Bloodstream Infection

N =20

Patient

Admit diagnosis

Respiratory failure

Respiratory failure

Age /1 75

Payer Medicare + commercial Medicare + commercial
Revenue $ 20,792 20,417

Expense $ 19,501 37,075

Gross margin $ +1,291 -16,658

Costs attributable to BSI 13,696

LOS (days) 10 15 <

Shannon et al. Amer J Med Quality Nov/Dec 2006; pgs 7S-16S




The Burden of HA

A > 99 000 death per year in United States
A Increased ICU stay 8 days

A Increased average hospital stay: 7944 days
A Total dollar cost: $4-%5.7 billion

A Average cost per infection: $13,973

A Increase total cost / patient who survived
~$40,000.



Business Case

A From the perspective of all stakeholders:
Administrative leadership, consumer, infection
preventionist

A Impact:
Clinical quality/ outcomedMorbidity and
mortality
Cost

A Communicate valugo decision makers to justify
existing program or to obtain additional resourees
Must show return on investment (ROI).



Components of Total Costs

Direct Costs

I Direct payment for health care goods and services
Indirect Costs

I Lost work productivity
Intangible Costs

I Cannot easily assign a monetary value

Opportunity Costs
I What you give up when you use a resource
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Direct cost savings:
I Noroutine ventilator circuit changes
I $1M savings across BJC (equipment/supplies)

Indirect cost savings

I Increase In Respiratory Therapist productivity
due to fewer vent circuit changes (focus on
reducing VAP)

I 25% increase In flu vaccine (lower RN
absenteeism/ agency costs)

Source: Denise Murpkyhe Business case for infection control:
Knowledge,Tools, Timinghicago APIC, 2009



A Physical pain and discomfo
A Prolonged or permanent L")
disability Qe ®

A Disruption to patient and family
A Emotional/social burden
A Decreased trust in the healthcare system

A Increased use of antibiotics ( Emerging
MDROS)




Other Dimensions of Costs
Fixed costs
I Costs Incurred for fixed inputs
I Cannot easily be eliminated in the short run
ABuildings
Variable costs
I Costs incurred for variable inputs

I Can easily be eliminated in the short run
ALabor

C.S. Hollenbeak, 2006



Estimation Methods

A Compare costs for patients with infections
to patients without infections (matched
comparison; like caseontrol study)

A Problem: are the patients who get infection

just like those who do not?
U Age
U Gender
U Diabetes
U Smoking
U Weight

C.S. Hollenbeak, 2006



Who Should Be Involved In business
Care Development for Infection

Prevention?
ACKAAa R2SayQu ySSR 02 0
A Multi-disciplinary: Finance partner, Infection

Preventionist Quality Experts, Leaders In the aree
of interest.

A Key is to obtain true

engagement by

stakeholders {
A Identify an opportunity ;

that will motivate interest

7



What I1s the Need?

Assess Program ( gap analysis
A Outcomes: CLABSI, VAP, SSI, CAUTI, MRSA, ?

A Processes: Impact of interventions on outcome,
Evidencebased practice being used? Hard
wired?

A Does Decision making leadership have concerns
Choose an area of opportunity

A High Infection rate; high mortality/ morbidity:
high cost

Conduct Literature Review to ldentify Best Practice



What iS the Need?ontinued

ldentify interventions that impact the outcome

A Are the interventions in place and hardwired?
Or are they new?

A If new, what is the cost to implement?
Develop a simple plan




Business CaSs&iinued

Addresses the business need that the project seeks to
resolve.

Purpose

Expected benefits:
Business: cost savings/ avoidance, reduced Length of stay
Quality: infection elimination>> improved outcomes

Intangible benefits ( while soft, good to mentipn

Options( e.g. doing nothing, iImplementing bundle)
Expected costs / include risk of doing nothing

Gap analysis

Plan to communicate impact of plan/ interventions

O U AW >N P



Keys to a Successful Plan

A Clear and Concise

A Communication, Communication,
Communication!!!

1. Who should present? InfectidPreventionist
may not be best person to do so? What if
finance presented it!!

2. Discussions with key decision makefge
the cost estimates, etc. going to be
acceptable?



Barnes Jewish Hospitalmpact of Interventiongo
Decrease Healthcare Associated Infections

CABG Surgical Site Infections (SSI) 2000 2004 Impact of Interventions
#SSI 43 14 -25
%SSI 6.8% 5.6% -18%
Excess Cost $825,000 $ 322,610 -$502,390
Spinal Surgical Site Infections (SSI)

#SSI 20 5 -15
%SSI 2.07% 0.8% -61%
Excess Cost $716,345 $659,394 -$90,000
Bloodstream Infections (BSI)

#BSI 309 87 -222
BSI/1,000 patient days 8.4/1,000 1.5/1,000 -82%
Excess Cost $2,639,52( $2,639,540 -$107,140
Ventilator Associated Pneumonia (MAP)

#VAP 166 73 -93
VAP/1,000 ventilator days 10.1/1000 4.8/1,000 -52%
Excess Cost $1,382,78( $632,180 -$750,600
Total Cost of All HAI tracked $3,955,225  $1,459,303 -$2,495,924

Murphy D, Whiting, J. Dispelling the Myths: The True Cost of
HealthcareAssociated Infections, An APIC Briefing: February 2007.






