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required to provide education about infec-
tion control strategies to patients and fam-
ilies who are infected or colonized with
multidrug-resistant organisms. 

Hospitals will be required to have a sur-
veillance program up and running by Jan.
1, 2010, that is based on the hospital’s risk
assessment. When indicated by the risk as-
sessment, hospitals will need to imple-
ment a laboratory-based alert system to
identify new patients with multidrug-re-
sistant organisms, and an alert system to
identify readmitted or transferred patients
who have multidrug-resistant organisms. 

The Joint Commission also has put new
requirements in place to prevent central
line–associated bloodstream infections and
surgical site infections. 

As part of the requirements related to
central line–associated bloodstream infec-
tions, hospitals will be expected to use a
catheter checklist and a standardized pro-
tocol for central venous catheter insertion
and an all-inclusive standardized supply
cart or kit for insertion of central venous
catheters. The requirements also call for
the use of standardized protocols for max-
imum sterile barrier precautions during in-
sertion of a central venous catheter and
when disinfecting catheter hubs and in-
jection ports before accessing the ports.

As part of its effort to prevent surgical
site infections, the Joint Commission is re-
quiring hospitals to conduct periodic risk
assessments, select surgical site infection
measures based on evidence, and evaluate
the effectiveness of their prevention efforts.

All of the new requirements related to
health care–associated infections include a
1-year phase-in period, with milestones for
planning, development, and testing
throughout 2009. 

Hospitals are likely to face some up-front
costs when implementing the new re-
quirements, especially if they need to put a
new educational process in place to prepare

staff, said Dr. Franklin Michota, director of
academic affairs for the department of hos-
pital medicine at the Cleveland Clinic.

Hospitalists may be involved in devel-
oping process improvement plans, track-
ing requirements, or tracking infections.
Those who are not involved on the quali-
ty side may be asked to champion changes
at the floor level by modeling appropriate
hand hygiene or compliance with contact
precautions, Dr. Michota said.

The requirements for central line–asso-
ciated bloodstream infections, in particu-
lar, are a significant step forward, said Dr.
Patrick J. Cawley, president of the Society
of Hospital Medicine and executive med-
ical director at the Medical University of
South Carolina, Charleston.

There is clear evidence in the literature
that compliance with central line place-
ment protocols can significantly drive down
infection rates. “This is something we all
should be doing anyway,” Dr. Cawley said. 

The Joint Commission also has added
new requirements to the goal for medica-
tion reconciliation. Hospitals are advised to
provide a complete and reconciled list of
the patient’s medications directly to the pa-
tient and explain the list at the time of dis-
charge. In those settings where medications
were used minimally or for a short dura-
tion, such as the emergency department,
the hospital is required to perform a mod-
ified medication reconciliation process. For
example, if a short-term course of an an-
tibiotic is prescribed, the patient should be
provided with a list containing the med-
ications that the patient will continue us-
ing after leaving the hospital. 

Also new in 2009 is a requirement to
eliminate transfusion errors related to pa-
tient misidentification. Before beginning a
blood or blood component transfusion,
hospital staff must match the patient to
the blood during a two-person bedside ver-
ification process. In cases where two indi-
viduals are not available, a bar code or oth-
er automated technology can be used in
place of one of the individuals, according
to the Joint Commission. ■
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The physicians, nurses, and other
clinical staffers at Tacoma (Wash.)

General Hospital aren’t sweating the
new Joint Commission on Accredita-
tion of Healthcare Organizations’ re-
quirements on central line–associated
bloodstream infections that are sched-
uled to be phased in throughout 2009.

They have already implemented a
central-line protocol that has brought
their hospital’s infection rate down to
virtually zero over the last few years.

“Rather than accepting a certain rate
of infections, we adopted the position
that they should never happen,” said
Dr. James R. Taylor, medical director of
the adult intensive care unit at Tacoma
General Hospital and the hospital’s
physician champion on reducing cen-
tral-line infections. 

In 2005, he began educating physi-
cians and nurses in his ICU about a
bundle of measures for reducing cen-
tral-line infections that he learned about
as part of the TICU (Transformation of
the ICU) project, a program from the
national health care alliance VHA Inc.

Before implementing the central-line
protocol, Tacoma General Hospital had
an infection rate of about 1.5-2.0 infec-
tions per 1,000 central-line days, which
was better than the national benchmark
set by the Centers for Disease Control
and Prevention. Since 2005, the hospi-
tal’s central line–associated infection rate
has been even lower. There were no in-
fections in the adult ICU at Tacoma
General Hospital for all of 2006 and
2007, said Marcia Patrick, R.N., director

of infection prevention and control for
MultiCare Health System, which oper-
ates Tacoma General Hospital and three
other hospitals in the area. 

“It’s a whole change in mind-set to
zero tolerance,” Ms. Patrick said. 

Based on the success in the ICU, the
hospital generalized the process to the
emergency department, operating
rooms, and anywhere else central-line
placement was being performed.

The protocol is surprisingly simple,
Dr. Taylor said. The main elements
are proper hand hygiene, the use of
chlorhexidine-based antiseptic for skin
preparation, the use of a sterile drape
to cover the whole patient, the place-
ment of the line in those locations
shown to have lower infection rates,
and the removal of the catheter as soon
as possible. 

The key is to make it easy to follow
the measures and difficult to do things
the wrong way, Dr. Taylor said. For ex-
ample, the hospital decided to remove
from its line carts anything that might
contribute to improper line placement,
and to include only those materials that
would aid in proper line placement. 

Another element of the hospital’s suc-
cess has been empowering the nurses to
speak up, Dr. Taylor said. Under the pro-
tocol, if a physician breaks sterile tech-
nique during the line placement, the
nurses are required to step in and ask the
physician to stop and start over. The hos-
pital also created a checklist for the
nurses to record that all the proper steps
in the line placement were performed. 

“It’s pretty simple stuff, but when
you do it in every line placement, the
infections go away,” Dr. Taylor said.
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During the past year, more than 75% of infection pre-
vention and control professionals have taken extra

steps to prevent transmission of methicillin-resistant
Staphylococcus aureus in health care facilities, according to
results of a survey conducted by the Association for Pro-
fessionals in Infection Control and Epidemiology.

The nationwide survey was conducted in the wake of
a 2007 report that showed a surprisingly high prevalence
of MRSA in hospitals—eight times higher than previously
estimated, said Janet E. Frain, R.N., president of the As-
sociation for Professionals in Infection Control and Epi-
demiology (APIC) and a certified professional in health
care quality.

The poll results included data from 2,041 infection con-
trol professionals, representing 17% of the APIC’s near-
ly 12,000 members. The results were presented last
month in a teleconference.

Staff education was the most common new action
among those who reported taking additional steps to pre-
vent and control MRSA (64%). Other measures included
stricter use of gowns and gloves for anyone who tests pos-
itive for MRSA (53%); improved compliance with house
cleaning, equipment cleaning, and decontamination prac-

tices (49%); and targeted patient MRSA screening (49%). 
But more than half of the survey respondents (54%) also

reported that their institutions were not doing as much
as they could or should to prevent and control MRSA. 

“We are still seeing some infection control profession-
als struggling to get the support they need,” said Kathy
Warye, CEO of APIC. But the overall
trend of the poll is encouraging, she said.

“We are talking about a complete cul-
ture change within the organization,
where infection prevention and control is
everyone’s job,” Ms. Frain said.

“I have a CEO who gets it,” said Marcia
Patrick, R.N., who serves as the infection
control director for the MultiCare Health
System in Tacoma, Wash. “In October
2008, Medicare will stop paying for things
that shouldn’t happen, such as urinary
tract infections from Foley catheters. If
hospitals aren’t working on reducing these
things, they are going to be in a world of
hurt financially.” 

Successful infection control strategies
that have been implemented at her facili-
ty include improving hand hygiene by in-
stalling alcohol gel dispensers in conve-

nient places, adding an infection control professional to
the staff, and using data-mining software to review cul-
ture reports and identify infections quickly. 

For more information about preventing infections, vis-
it the APIC’s Web site at www.apic.org, or their patient-
oriented Web site, www.preventinfection.org. ■

Newly Implemented MRSA Interventions

Note: Based on a survey of 1,544 APIC members who adopted
interventions.
Source: Association for Professionals in Infection Control and Epidemiology
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