Hand Hygiene MRSA Reduction

Washing Hands Saves Lives
A Comprehensive Hand Hygiene Approach Improves Compliance Within A Healthcare System and Reduces Methicillin Resistant Staphylococcus Aureus Healthcare Associated Infections
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Abstract

Methicillin Resistant Staphylococcus Aureus (MRSA) infections are the most common healthcare associated infections (HAI) seen within the acute care setting. The major mode of transmission of MRSA from one patient to another is through the bedside care providers via contaminated hands. This program was created and implemented by the system to address unsatisfactory hand hygiene compliance rates noted within the facilities which comprise the system itself. Published studies have associated improvements in hand hygiene compliance with decreases in healthcare associated infections. Individual projects proved to be ineffective and any gains in hand hygiene compliance were short-lived. A comprehensive system-wide program was developed with major program support from the education, marketing, clinical improvement, and clinical care departments. The key drivers of the program were the use of alcohol based hand sanitizer and the system dedicating resources to collect and report the compliance data. Monthly compliance rates were collected by two dedicated compliance monitors and the results were shared across the system. Additionally, MRSA healthcare associated infection rates were followed for all the acute care facilities. The system was able to see an improvement in hand compliance rates from a baseline compliance of 49 percent to a rate of 98 percent compliance for January, 2008, with sustained rates above 90 percent since November, 2006. More importantly, MRSA rates went from 0.5 HAIs per 1000 patient days to 0.3 HAIs per 1000 patient days.
A1. Planning


The following excerpt comes from our health system’s President and his routine column in our employee newsletter. His comments capsulate our approach to planning and implementation: utilize science and best clinical practice in tandem with the establishment of a new organizational culture that focuses on patient safety and quality. In summary, we raised this initiative to the highest level in the organization and made it a priority for every employee. And we were honest with our messages, despite the fact that they were uncomfortable for some. 

“I don’t like to preach very often because frequently I’m the one who could benefit most from a sermon.  

“During my 31-year career in hospital and health system management, I haven’t focused a lot of professional effort on prioritizing the importance of proper hand hygiene in our organizations.  We’ve been blessed with excellent infection control specialists who have carried that banner throughout our facilities.  Despite their best efforts, our hospitals and our staff continue to practice poor hand hygiene techniques.  Our only solace comes from the fact that most of our nation’s hospitals are also inadequate in holding their staff accountable for this simple prevention step.

“On this issue, I don’t want to sugar-coat the message.  We harm patients by not properly disinfecting our hands.  And for those of us who don’t provide direct patient care, we harm ourselves, our family members and our coworkers when we disregard the facts and ignore the water faucet and soap dispenser in our restrooms.


“….In conclusion, if we’re all successful over the next three years and increase our compliance with proper hand hygiene, fewer patients will die in our hospitals, and fewer will have to cope with other serious complications from an infection acquired from our staff.  In addition, we as healthcare employees will be healthier and so will our families.  I realize this message may seem overly aggressive from someone who normally wears a suit and tie to work.  But if I can become this passionate about proper hand washing, then I know everyone can.  We owe this commitment to our patients and their loved-ones.”  


Hand hygiene has been a major tenet of infection control practice for many years. Moreover, hand hygiene has been recognized as highly effective in reducing morbidity and mortality to patients after the work of Semmelweis in 1846. Our facilities have long based their infection control programs on the recommendations and standards developed by the Centers for Disease Control and Prevention (CDC). All facilities incorporated and further refined the CDC standards for hand hygiene programs into the infection control programs within their respective facilities. Furthermore, several of our facilities participated in a southeastern regional collaborative, aimed at improving hand hygiene compliance in 2000. While the participating facilities gained much through the collaborative, the compliance rates achieved and the sustainability of those rates were disappointing (See Appendix Page 1, Table A). Our MRSA healthcare associated infection (HAI) rates were above the published best practices associated rates in the literature.
Taking the challenge of our President to heart, the goal of the program was to reach hand hygiene compliance rates above 90 percent for all the acute care facilities within the system. Compliance was defined using the CDC definitions regarding hand hygiene (www.cdc.gov/handhygiene/). The system also has physician practices which participated in the program but the data collected was not used in the system-wide roll up for hand hygiene compliance. A secondary goal was to reduce HAIs within the acute care facilities. As MRSA is the most common organism causing HAIs, this organism was selected as a surrogate marker in monitoring for all HAIs.

The targeted population for the program was the inpatient acute care facility population. This is the population most at risk for acquisition of resistant organisms and subsequent infection. We have historical data regarding our resistant organism rates and patient associated HAI rates. We hypothesized that a more integrated approach to hand hygiene would affect our overall infection control program. We further believed that this program would be one of the first to truly challenge an entrenched culture of benign noncompliance with performance data and organizational expectation of excellence.   


The outpatient facilities were involved fully in the program including having their performance monitored by the dedicated hand hygiene compliance monitors. The data was shared with these facilities and specific performance improvement projects were developed to address weaknesses. The outpatient compliance rates were not used in calculating the overall performance for the organization but were used by these facilities as internal benchmarks for further improvement efforts.

We began this program in 2004 after the Executive Committee of the organization chose hand hygiene compliance as one of our next three year corporate goals (2005-2007). Since 2002, the Executive Committee has chosen clinical goals to include in the overall goals for the organization which are used at the administrative executive level in financial bonus calculations. The Hand Hygiene Program then became a corporate focus and as such would be monitored by an Executive Committee appointed board, the Clinical Systems Board. This board provides oversight and barrier removal for all clinical patient safety and quality efforts throughout the organization. As with all corporate projects, a Hand Hygiene Committee was established in 2004 to set the direction and provide oversight at an operational level to all the constituent facilities through the Infection Control Departments in each facility. The committee is comprised of key clinical and administrative leaders representing the component facilities or corporate departments. This committee is responsible to collect, analyze, and disseminate the data reports to the organization. In addition, this committee develops the components to the program including data collection and reporting tools, education, community outreach, and clinical department interface. In general this committee directs all aspects of the Hand Hygiene Program. 

The committee began meetings in early 2005 and focused on indicator development and brainstormed the methodology to be used to collect and report the compliance data. The decision was made in mid 2005 to dedicate two positions staffed by experienced nursing trained personnel to collect and report the data. The two positions were filled and the data collectors were trained by the infection control practitioners. Data collection began in November 2005. Initial focus was to assure standardized data collection between the two monitors and to refine their observational techniques. Later, data collection was accompanied by immediate feedback to the observed individual and to their department manager. From the outset when the committee was initially chartered, employee education, community outreach, and marketing development took place concurrently.

The Infection Control Departments have a consistent process which they follow to collect healthcare associated infection (HAI) data. This data includes all acute care associated pathogens but the major focus is upon MRSA as the most common HAI pathogen in our facilities. This data was also provided to the Hand Hygiene Committee and to all nursing unit managers in all facilities.
Our organization has for the past 10 years, set our quality initiatives in collaboration with the senior administrative leadership of the organization, the Medical Staff leadership, and with the Clinical Improvement Department. Equally importantly, safety and quality goals are now the focus of our cyclic three year goals which are linked to executive compensation. The Hand Hygiene program was strongly felt by all to be a key piece to our overall program, especially from a patient safety perspective. A Patient Safety Program had been established earlier in 2001 and patient safety had become a guiding philosophy for our overall quality improvement. Most of our clinical improvement projects involve aspects of patient safety issues. The Clinical Systems Board became one of the parent committees that served as an oversight committee for the Hand Hygiene Program and for all other safety and quality initiatives. The Clinical Systems Board reports to the Executive Committee of the organization and through them to the Board of Trustees. The Clinical Improvement Department provides support to the Hand Hygiene Committee in terms of process support, personnel, and communication to the organization. 
A2. Resources

The Hand Hygiene committee was formed after the Executive committee of the organization selected hand hygiene as their next long term three year goal. The committee was comprised of the Senior Vice President (SVP) for Clinical Improvement, Executive Vice Presidents of Medical Affairs (VPMA), senior nursing leadership, representatives from the Infection Control Departments, and members from the Clinical Improvement Department, who would provide background support and consultation. The Executive Team’s knowledge of the prior efforts with hand hygiene compliance would drive and support the committee’s rapid development of a program to improve compliance across the organization.  

The committee was provided a budget which supported the two hand hygiene monitors. In addition, the budget supported educational materials, community outreach activities, and marketing materials and programs. The budget was managed out of the Clinical Improvement Department under the direction of the SVP of Clinical Improvement.

The organization’s leadership was critical to the success of this project. Our organization is large, encompassing three regions and a large outpatient division. It was essential that all departments involved in the care of patients provide ideas for improvements, identify barriers, provide feedback, and help to monitor the data. Without the organizational long term quality goal set by the Executive Team, the focus and clinical imperative to improve hand hygiene compliance may have been lost due to the complex nature of our organization and the difficulty in aiming and moving quickly to achieve a goal. The fact that the Executive Committee expected quarterly reports on the progress of the Hand Hygiene Program, led all departments involved to work collaboratively and expeditiously to achieve the Executive committee’s goal.

The main leadership for the project was through the roles of SVP for Clinical Improvement, the Medical Director of Clinical Improvement, and the Infection Control Departments with their hand hygiene monitors. Oversight of data collection, data analysis, and data reporting was under the Infection Control Departments and the Medical Director of Clinical Improvement. The Medical Director of Clinical Improvement was responsible to assure all departments were working to make improvements, were educating their staffs, and were providing feedback on issues which needed to be clarified or subject to further improvement in order to achieve continued compliance gains. The Medical Director of Clinical Improvement was responsible for providing oversight to all the Infection Control Departments and the hand hygiene monitors involved in data collection and setting the meetings and agendas for the Hand Hygiene committee. He was, furthermore, the link between all the VPMAs and other Medical Directors involved in the project. The SVP for Clinical Improvement was the critical link between the team and the Clinical Systems Board and also with the Executive Team and the Board of Trustees. The SVP for Clinical Improvement helped to remove system-wide barriers and if any financial issues surfaced, took those to the Executive Team for consideration and disposition.

Key staff involved in this project on a daily basis involved inpatient and outpatient nursing staff, the infection control hand hygiene monitors, and the medical staff leadership. The nursing leadership on the Hand Hygiene Committee was critical in this regard to assure that all nursing staff understood the importance of the program, were educated in the data monitoring process and intervention strategies, received feedback on the performance to goal or when missed opportunities occurred, and provided staff feedback on an individual basis. All staff received reports on the progress to date of the hand hygiene compliance goal with specific feedback referencing their department. The Medical Staff leaders also received reports and provided feedback on an individual basis to any physicians noted to be noncompliant with accepted hand hygiene practice. This feedback was provided in a personal letter to the physician and all physicians understood that the letter would also be added to their credentialing file.

 The hand hygiene monitors cross trained with each other to assure that inter-observer variation was at a minimum. Senior nursing leadership conducted education for the nursing staff on the accepted practices to achieve hand hygiene compliance and on the expectations of clinical staff to adhere to the hand hygiene guidelines. Furthermore, all staff were educated on the role of the monitors and the expectation that the monitors be treated as content experts for hand hygiene methods. This education was repeated at intervals to assure all new employees were instructed and to provide reinforcement of the policies and protocols involved to all nursing staff. Broad education and updates were provided to the medical staff and organizational staff on the whole through memos, posters, emails, and leadership presentations with emphasis on the data and progress of the overall initiative and department specific compliance rates.

B1. Performance Measurement

This project was conducted as an analytic study as opposed to an enumerative study, using the distinction first made by W.E. Deming. In an analytic study, there is a strong requirement to understand the processes and their relationship to the results or outcomes under study. Furthermore, a historical understanding of the outcomes must be understood and then an action taken on the processes in the hopes of improving the outcomes. Our project depended on an in-depth understanding of the culture and behaviors which interfere with acceptable hand hygiene compliance. Newer technologies for conducting hand hygiene allowed us to address many of the cultural barriers which interfere with an employee’s ability to be compliant. The performance measurement tool set used in this initiative is listed in the Appendix Page 1 List A.
The performance measurement tools used are reliant on staff observations. The data collection tools are standard accepted software based tools (Excel(). The issue of accuracy of the tools was and addressed by periodic observation validation by senior infection control practitioners. The hand hygiene monitors periodically cross train with each other to validate intra-observer accuracy. Small rapid cycle improvement projects within individual departments also used the developed data collection tools for their improvement activities and the data obtained was consistent with that obtained by the monitors (See Appendix Pages 2 and 3). The monitors set observation number goals for themselves to assure that a sufficient number of observations occur each month. They focused on hospital staff, physician staff, physician assistants, and nurse practitioners as separate focus groups. 
Our organization required that all compensation-based goals undergo Internal Audit review of methods, chart extraction validation, and data analysis. This occurs at end of calendar year and was last done January, 2008 with no deficiencies noted (Letter on file with Internal Audit/Compliance Department). A consultant within the Internal Audit and Compliance Department confirmed the spreadsheet equations and calculations for accuracy and confirmed a sample of the compliance rates obtained.

In developing the metrics to monitor hand hygiene within the facilities, several issues were addressed which might have led to bias in the measurement of outcomes. These issues will be addressed below. However, it is important to note that this program was based upon using analytic methodologies and as such statistical significance was less important than effecting a performance change.
Observation bias: It was clear that as the hand hygiene monitors were seen out on the units, their role was understood and behaviors changed in their presence. To validate the data and to assure that the observation process was sound, the monitors would change regions to confirm compliance performance. Individual infection control practitioners within each region would perform independent validation observations within their regions as well.

Hospital Bed Census Differences: In order to account for census differences between the facilities involved, the hand hygiene monitors had to be diligent to the fact that the smaller facilities may have fewer observation opportunities per hour. This meant that enhanced focus had to be given in these facilities.
Privacy concerns: There were times when patients were receiving care behind closed doors for privacy reasons. In these instances the monitors were instructed that it was permissible to move on to the next observation opportunity.

Shift differences: To allow for potential different performance levels for different shifts the staff worked, the monitors tried to periodically monitor staff throughout these different shifts. 

The data are collected by two dedicated staff members. These hand hygiene monitors have nursing background with bedside care experience. The monitors collected data all month long except for a short period of time monthly dedicated to data analysis and reporting. The monitors consistently were able to conduct 2000 observations per month and provide individual feedback to the individuals being observed. Each monitor was responsible for four to five facilities. Some of these facilities are over 500 beds, while others are considerably smaller. The monitors strived to collect data from each facility such that the total number of observations for the month was roughly scaled to match the other facilities. The data was collected from each facility in the clinical care areas. These areas include general medical/surgical wards, radiology, operating rooms, emergency department, and other rehabilitation departments. 

B2. Data Analysis

Our organization is comprised of two main regions with multiple facilities in each region. The Executive Team required a single aggregate value of the percent compliance of all the observations performed. However, for purposes of continuing to refine the interventions, the data was reported to each region separately and by each facility within each region. Data was displayed using line graphs by facility and by departments within facilities (See Appendix Page 3). Data was also distributed to all leaders within the organization using a Red Light/Green Light Format, now widely accepted by healthcare organizations (See Appendix Page 4). Our organization implemented an online reporting tool. We reported the hand hygiene compliance using this online tool. The individual managers could log on and see their results for any activity which occurred on their unit at the individual employee level. As well, any leader could see the activity of all units at the individual employee level (See Appendix Page 5).
From the published work of Didier Pittet, with the World Health Organization, we know that compliance with hand hygiene recommendations only occurs about 40 – 60 percent of the time where it is clearly indicated. With intensive programs compliance rates reach above 80 percent. This background information, in conjunction to the rates our organization historically observed (Appendix Page 1 Table A) served as the preliminary threshold targets for our organization. As the improvement process continued, we later chose the target of 90 percent realizing this target as being one which would positively stress our organization to try to achieve. No statistical process control tools were used as the goal represents an absolute target to be achieved by all facilities. Individual units with compliance below the target were expected to develop plans to improve compliance.
In summary, the inpatient data shows a marked and sustained improvement for all regions and our system as a whole from their first baseline data to January, 2008. The system compliance for hand hygiene has been above the target of 90 percent compliance since November of 2006 (See Appendix Page 6).Though the associated physician practices’ data were not included in the goal calculations; compliance in the physician practices was consistently sustained above 95 percent. The MRSA healthcare associated infection (HAI) rate decreased from 0.5 to 0.3 MRSA healthcare associated infections per 1000 patient days or a 40 percent reduction associated with improved compliance (See Appendix Page 7). At the patient level, this translates to 100 fewer MRSA healthcare associated infections for the entire system.
B3. Data Dissemination

The compliance and infection rate data was disseminated first to all the participants on the Hand Hygiene committee and then to the Clinical Systems Board. From there, the data was shared with all nursing and other clinical staff departments, and the medical staffs. Reports were prepared in PowerPoint® format to the Executive Team and to the Board of Trustees. General information and program communication was shared with the organization as a whole through memos, leadership meetings, newsletters, and emails. Initially, the marketing department wanted to begin in phase one with a light-hearted approach but the leadership wanted a hard hitting treatment and once all employees saw the importance and made the connection to their behavior and outcomes for our patients, a second phase was more light and positive. (See Appendix Pages 8 and 9) The timing of sharing the data was tied to the need of the groups to whom the data was sent. The Hand Hygiene committee members needed monthly data feeds in order to refine any interventions. The administrative leadership teams received quarterly reports in order to be able to track success and support the overall initiative. The organization on the whole received updates on a monthly frequency via the Red Light/Green Light Reports (See Appendix Page 4). The exception to the above reporting times was with individual staff members or physicians involved in observed noncompliance. These events were addressed concurrently to ensure timely feedback and education could take place.

In keeping with the organization’s philosophy of full transparency, the system made an additional effort to make the hand hygiene data available to leaders within the organization. Since the fall of 2007, the previous day’s observation results have been available on the system’s internal dashboard. Once the monitors have completed their observations, they enter the results into a web based software product used to manage continuous compliance and evaluate elements of performance. Once the data is uploaded within this product, the results are sent and displayed within the organization’s corporate dashboard. The Electronic Performance Scorecard (EPS) makes all hand hygiene data accessible including the previous day at around 4:00am each day (See Appendix Page 5).  The leaders can drill down from the corporate level to region, facility, department and all the way through to the individual observation. The leader is able to view the name of the individual and even see a copy of their name badge for all those who did not engage in appropriate hand hygiene when applicable. EPS also maintains the definition, lists key stakeholders, and has analysis capability on the scorecard or can export data to an Excel( spreadsheet for further examination. One additional feature of the scorecard is the ability for an individual to receive an alert if a variance from target occurs. The system has made every effort to make the hand hygiene data prevalent, available, and a true element of its culture.   

C1. Performance Improvement Activities


Understanding hand hygiene compliance is a simple matter of observing caregiver behavior during each hand hygiene opportunity and recording the actions taken. Given the simplicity of the problem and the absolute proper outcome clearly defined, it is unsettling that nationally hand hygiene compliance rates are so low. It has become apparent that improving compliance is not a matter of better access to technology, better monitoring methodologies, but one of significant and lasting culture change.


Our organization’s approach to the problem of improving compliance was based on helping caregivers understand the current culture, educating, and informing them of the moral and ethical imperatives which underlie our desire to have a culture of lasting compliance. Our improvement ideas were based on understanding which “touch points” would be particularly moving for the general body of the healthcare staff. We employed several different campaigns at once across all the facilities and always monitored our compliance results monthly with feedback going to all members of the organization. We found that different improvement activities affected different facilities in terms of compliance improvements. Because of this, we adopted an improvement activities timeline which in effect presented all the different campaigns in a sequential fashion. We felt that all had merit and all had the potential of helping to move the culture of the caregivers. Importantly, this approach allowed for the uniqueness of each facility’s culture to develop supporting improvement activities which would best influence the caregivers in that facility. Described below are two examples of change activities which were highly successful and which were focused to a very specific unit or facility. These change activities and other focused efforts like these were responsible for the overall system’s achievement of 90 percent compliance and the additional decrease in MRSA healthcare associated infections (Appendix Pages 4, 5, and 6).

A facility was newly opened and had established itself as a facility determined to achieve excellence in all areas within the first operating year. This facility had the benefit of establishing its’ culture before opening with the leaders setting safety, quality, and customer satisfaction as priority areas for focus. This facility developed an educational initiative as one to energize the facility towards excellence in hand hygiene compliance. The initiative was called the “Gel in, Gel out” campaign. Buttons were developed by a team of staff members from the facility. A rollout plan was developed and the key leaders within the organization were educated on the initiative and became the key support to assure the dissemination of the initiative across the facility. All staff participated in wearing buttons, distributing the buttons, and educating the other staff members, patients, and visitors in the importance of hand hygiene. This facility was one of the first to achieve the goal of 90 percent compliance and this campaign would then serve as a model to adopt and adapt to other facilities. 


The second example involved a unit within one of the facilities. This unit felt that the most effective way to achieve top results was to work early to change the culture and determine the best way to be self supporting in its’ performance improvement activities. The unit quickly identified three physicians to serve as peer educators and performance leaders. The unit next developed an educational package that included a public display board of the unit’s approach to infection prevention through strict hand hygiene compliance. Lastly, though the unit was part of the regional monitoring from the dedicated observer, the unit conducted its’ own monitoring program to assure 100 percent compliance. The motto for this unit during this project has been “What is measured gets done”. Interestingly, the one month out of the last seventeen where an episode of non-compliance was noted was from an employee visiting from another unit. This prompted the unit to look outside to those units which have significant impact with it and provide education to those support units on the expectations of hand hygiene compliance (See Appendix Page 3).

The above initiatives are an example of how our organization designed, implemented, and reported improvements with all components of the hand hygiene program. The links between the goal of 90 percent compliance and the improvement undertaken are very direct. All campaigns within the overall program are clearly designed and focused towards the goal of compliance improvements. Key to the linkage of improvements and goal achievement is the background support of the leadership so that the organization sees this as a priority and permanent goal which not only is a national safety goal, but one we all share as caregivers and need to embrace as core to our work. This then will be the tipping point where improvements are not just sustained but become the basis for a new culture. Integral to this program has been the multiple communication and reporting methodologies which are used to update the employees. The Red Light/Green Light Format has been embraced by our organization. The format quickly and clearly displays our improvement and allows easy benchmarking between the facilities within our organization. Through this reporting and benchmarking comparison, any facility can identify an outstanding performer and learn of new ideas or implementation strategies (See Appendix Page 3).

The organization has accepted this goal as core to patient safety and quality care. In addition, with this being a national patient safety goal, there is even more support towards continuous focus on this goal. The literature has long supported hand hygiene as one of the most important practices towards reducing infections within the healthcare setting. Our next approach was to add focus towards secondary gains which may be detected with improvements in hand hygiene compliance. Our organization has long followed resistant organism infection and colonization rates. We began reporting the MRSA infection rates, at the individual unit level as well as in aggregate, with the hand hygiene compliance rates. Demonstrating this linkage helped employees understand the true connection between hand hygiene and the outcomes our patients experience. 
C2. Results

This project represents significant improvement on many levels. Most importantly, the extent to which the senior leadership promoted and supported this effort and the extent to which they all made themselves personally accountable for the performance outcomes is a fact, which few organizations can claim. Moreover, this was initiated as an organization-wide program regardless of facility size or type. The success of this program and the ability to immediately overcome organizational culture and barriers was a direct result of this level of leadership participation. Senior leadership was also responsible for embedding this patient safety based project into the long-term quality measures that this organization will continue to follow. 

This project had the good fortune of being developed and endorsed at the senior leadership level with the full resources of the Executive Team of the organization available for the project. This fact alone was responsible for the widespread diffusion of the initiative across all the facilities. The following efforts led to the excellent knowledge diffusion:

· Hand Hygiene Committee comprised of multiple facilities and areas most significantly impacted such as nursing, infection control, and the medical staff leadership

· Members were responsible to represent and educate the involved departments

· Routine reports provided to the clinical leadership of the facilities and to the outpatient areas

· Routine reports provided to the Clinical Systems Board of the organization

· This group provided leadership and operational support to the Hand Hygiene committee

· Reported quarterly to the Executive team

· The Executive Team reported the progress quarterly to the Board of Trustees

· Individual feedback by the monitors to the observed employees and feedback from the Vice Presidents of Medical Affairs to the physicians, helped to personalize the data without the negative connotation of a report card

· Multiple educational efforts all reiterated the theme of the importance of hand hygiene towards patient safety

The following points are what we consider critical success factors for successful program implementation:

· Leadership ownership, direction, and support are critical to not only development and implementation, but also to diffusion of the program across the organization

· Managers at the unit level taking ownership and responsibility for performance in their units

· Creative thinking and novel educational techniques by the marketing and internal communications department

· Willingness to be creative with technology even in the face of implementation barriers. Our organization implemented a system-wide screen saver across all computers which has a hand hygiene motif

· Monthly Red Light/Green Light compliance reports

· Willingness of the Vice Presidents of Medical Affairs to address individual physician compliance issues 

· Dedicated hand hygiene monitors to collect and prepare the data

· Organizational persistence in making improvements towards the goal

Clinically, this program is exciting in its innovation as now it can be seen that literature based best practice can be easily implemented by others on a large or small scale with results achievable to any organization. The program, with its goal based on inpatient facility compliance, did not deter the outpatient groups from also participating and making improvements in the practices. Setting a clear threshold target makes it easy for others to implement without concern for data analysis tools. The educational resources and marketing materials are easily produced and adaptable by any organization. The achievement of the goal supports that a culture change is possible and can serve as an organizational example as how to achieve other cultural changes, especially those that emphasize patient safety. The current results clearly show the sustained improvements from our work (See Appendix Page 6). With this dedicated monitoring approach, we can be certain to sustain our efforts. Our organization hopes to set a high standard which can be benchmarked against other organizations and serve as a source for idea sharing and support to other organizations which also seek to perform at the highest level of safety and quality. We have already partnered with other organizations and have made available all our resources to anyone, as we feel patient safety is not the purview of any single organization. 
D1. Innovation

Not all innovation involves cutting edge technology or uniquely new processes. Sometimes innovation is simply the re-introduction of something old in a new and more effective way. In healthcare, some top thought leaders believe that providing the right care to every patient in every setting every time would be significant innovation. More and more, healthcare is proving that the processes and technologies developed to support care are effective. The challenge is to embed these processes and the use of these technologies by all in healthcare to every patient. Innovation must be embraced by the organization for success to be achieved. This is where culture change becomes as important as the improvements and innovations developed. Hand hygiene as a process protecting patients has been known about for over 150 years, yet culturally, how do we embed the practice into the care of our patients? As we stated in the beginning of this application, we prioritized changing our organizational culture around patient safety and quality in addition to our processes and clinical improvements. We believe this tandem approach to change was essential to our goal. 
This strategy can be best summarized by a few paragraphs from a speech given by our health system president to our own leaders and also to hospital leaders around our state during an annual association meeting. Our president is not an individual who seeks attention – just the opposite. But our organization admitted that “new thinking” was absolutely necessary for this improvement goal, and he prioritized leading this initiative with the passionate and transparent message below. 
“My objective today is not to share with you the details of our health system’s goal to dramatically improve hand hygiene.  I will briefly comment that for the past 16 months, we’ve been relentless.  

“Today, my objective is to confess.  I have spent very little time inside the critical care units during my 35 years as a hospital administrator and health system CEO.   Nor have I ever discussed in-depth strategies with infection control staff about how to better prioritize proper hand hygiene.  Those specific activities are really not part of my job.  During my career, I have focused on “executive” work, my own definition of an administrator’s important role.  And I have provided Nursing and Infection Control with “resources” – such as facilities, technologies, skilled people and training – all things that I usually authorized in a budget and approved on a requisition.  Those duties have been and still are part of my role, probably all of our roles, while other staff and leaders assume responsibility for deploying those resources, and for making sure they are properly used.  But despite that delineation of roles, I am accountable for any unnecessary deaths which occurred in our facilities due to improper hand hygiene.  It’s my responsibility – it’s our responsibility as leaders – to establish a culture of safety.   Up until the time I learned about a young mother’s loss of her newborn son, I had been unintentionally relinquishing that duty: in effect, delegating it to others without letting them know they had a responsibility to perform.  I’m responsible for creating the environment in which every staff person prioritizes proper hand hygiene, and mourns the human consequences of failure.  That’s my job, more so than the clinical staff who provide the care.

“All of us understand the dangerous consequences of healthcare staff working under the influence of alcohol or drugs – we would never tolerate a work environment that allowed behavior so reckless.  We’ve successfully created a culture in which all staff believes that working under the influence is unsafe and dangerous to life; staff accept self-control and, as a result, our disciplinary system rarely gets used.  After reading that one single risk management report, about the infant’s death, and about our lapse in proper hand hygiene, I concluded that I had been tolerating an environment just as dangerous as having impaired staff.    

“Our hand hygiene efforts will succeed when every employee rejects poor hand hygiene behavior with the same passion as they would working under the influence of drugs and alcohol.  It’s that type of culture that we as leaders are obligated to create.”  

Some may debate that anything new occurred with our program. What is sentinel to the success was the leadership’s willingness to be transparent with our problems publicly and to set a stake in the ground over patient safety issues. As well, by putting all leadership at risk for bonus compensation, it supports everyone’s priority development towards devoting the time and resources needed to help drive all areas of the organization towards success. 
The more complex healthcare gets, the more culture must drive our behavior. We falsely believe that technology will save us all from our problems. Often times, technology becomes the culprit in that the processes which are designed to support positive change, actually promote a negative behavior as was seen in some of the early attempts with patient bar-coding and medication administration.  Organizations that have hard-wired a patient safety culture will find the development of subsequent initiatives easier and complementary to existing ones. Additionally, as leaders within an organization understand their roles in safety, they become more involved in creating best practices as outlined in our two examples discussed earlier. The leadership role played by our leaders is one which all leaders can foster and support within their organizations. The challenge is for them to be seen as change agents for the benefit of our patients. Once the culture is more focused on the patient and our role in their outcomes understood, this approach and overarching philosophy is easily adopted within other safety and quality efforts. In adopting a new patient based safety culture, we can more easily show how our efforts in many areas of care can be tied to our practices and behaviors as caregivers. The approach we used has been replicated in a more comprehensive, ongoing infection prevention collaborative and in a current medication reconciliation project, both safety focused. 
In conclusion, our improved outcomes in this culture change effort, translated into a real decrease in the number of hospital acquired MRSA infections. The literature clearly supports financial savings to organizations with aggressive and comprehensive infection reduction programs. But most importantly, as caregivers, we know every employee’s efforts impact every patient’s outcomes. We are all responsible for what happens in our organization. As poignantly stated by our President above, our approach with organization transparency at the individual employee level, has shown that behaviors can be changed when the employee understands that everyone’s behavior counts and everyone is responsible for our patient outcomes.
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Table A
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Measure: Between 

Tasks/Procedures/Body Sites 

on the Same Patient

Measure: Prior to Inserting or 

Manipulating a Device e.g. IV's 

Foley Cath, NG Tubes, and 

Endotracheal Tubes

After Touching Blood/Body 

Substances, Contaminated 

Items, Removing Gloves, and 

Touching Patients on Contact 

Precautions

Apr-00 65% 61% 62%

May-00 47% 52% 52%

Jun-00 100% 88% No data

Jul-00 72% 63% 90%

Aug-00 91% 78% 58%

Sep-00 47% 63% 65%

Oct-00

Nov-00

Dec-00

Jan-01 76% 93% 80%

Feb-01 57% 60% 67%

Mar-01 81% 87% 67%

Apr-01 100% 82% 81%

May-01 57% 38% 77%

Education: Healthy Hands 2000 Education: Healthy Hands 2000

Early Hand Hygiene Monitoring at One of our Largest Hospitals: All Healthcare Providers, 

Percentage Meeting Criteria, April 2000 Through May 2001 

Education: Healthy Hands 2000


List A: Initiative performance measurement tools

1. Data Collection: initially via a paper data collection form. Current: Laptop based collection tool using an Excel( Spread sheet, migrating to an online collection with the database, Verge(
2. Database: Verge(
3. Data analysis: Excel( spreadsheet calculation functions
4. Data Display: Excel( Bar Charts with means; For education and providing system information PowerPoint(
5. System-wide reporting with SciHealth electronic reporting tool Insight( (see also appendix page 5)
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Data tool
Healthcare System’s 
Hand Hygiene Observation Tool

	Facility:
 FORMCHECKBOX 
 1
 FORMCHECKBOX 
 2
 FORMCHECKBOX 
 3
 FORMCHECKBOX 
 4
 FORMCHECKBOX 
 5
 FORMCHECKBOX 
 6
 FORMCHECKBOX 
 7

	Date of Observations:
	Shift of Observations:

	Performed by: 
	Unit of Observation:

	Person Observed

(Code Below)
	Opportunity Assessed
a. before patient care

b. during patient care

c. after patient care
	Type of

Hand Hygiene
HW – Hand wash

HS – Hand Sanitize

N – No hand hygiene
	Comments / Incidental Observations
(i.e., nail enhancements, empty soap, sanitizer dispensers)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Code:  
1 – Physician



4 – Case Management
7 – Respiratory Therapy


2 – Physician Support Staff


5 – Pastoral Care

8 – Rehab Medicine

3 – Nursing (RN, LPN, CNAA, etc.

6 – Radiology

9 – Students

10 – Other



11- Hospitalist

12 – Laboratory

13 – Environmental Services
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Facility based nursing unit’s individual Hand Hygiene compliance rates


[image: image3]
The above graph is an example of the independent data collection which took place in the example unit described in section C. 1. This unit wanted some local control and associated independent feedback to support that unit’s improvement activities. Observations were made on both physicians and bedside caregivers. Through these efforts the unit was able to reach the target of 90% compliance in August, 2006 and sustained it ever since with the exception of one month. However this was an important month. This unit was able to uncover (October, 2007) the dependency that other units and their employees had with this unit. Subsequent efforts included these dependant units. The work of this unit and others like it also served to validate the data collected by the regional monitors and confirm the compliance observed by them.
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Red Light, Green Light Reports: Hand Hygiene Observations 

[image: image4]
The above report is sent to all leaders throughout the system on a monthly basis. This page represents the system overview at the regional level. Subsequent pages focus on the facility level and within the physician practices. The final page is the healthcare associated infection MRSA data report for the associated month (A variation on Appendix Page 7). The number of total monthly system observations ranged from 1200 to 2500 with an average of 1700 observations per month for 2007. These observation numbers did not also include any independent observations made by specific units such as depicted in Appendix Page 3. 

With this format it is visually easy for the employees within the organization to follow the monthly progress of the overall organization towards the goal. 
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Online Electronic Reporting Tool 
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The above screen print demonstrates the web based reporting tool used by leaders in monitoring the data from all the systems’ goals and targets. The example above reflects a report, at the unit level, of the hand hygiene compliance rates for two cardiac units. Each unit allows for drill down to the employee level for individual compliance reporting. This data is available on a daily basis.
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[image: image6.emf]Hand Hygiene Observations: Region 1 and Region 2 
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The above graph shows the compliance rates and sustainability for the two largest regions of our healthcare system. 
The three year goal began in January 2005. Early program development consisted of team development, planning and early rapid cycle improvement projects. Limited data collection occurred in the context of these rapid cycle improvement projects. System-wide implementation and data collection began in October 2005. 

Early efforts were varyingly successful. With the advent of immediate, direct feedback in June 2006, continued improvements were seen. By November 2006, the system aggregate performance reached goal of 90 percent and has been sustained.  

In summary, the inpatient data shows a marked and sustained improvement for all regions and our system as a whole from their first baseline data to January, 2008. The system compliance for hand hygiene has been above the target of 90 percent compliance since November of 2006. The MRSA healthcare associated infection (HAI) rate decreased from 0.5 to 0.3 MRSA healthcare associated infections per 1000 patient days or a 40 percent reduction associated with improved compliance (See Appendix Page 7).
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[image: image7]
The above graph demonstrates the healthcare associated MRSA infection rates for the two largest regions of the system. Any new facilities or regions added were included in the data collection but aggregated into one of the two regions.
The data represents all clinical MRSA infections occurring in the acute care facilities being monitored. The data is standardized to 1000 acute care patient days.
The data shows a decrease in healthcare associated MRSA infections for the system from 0.54 to 0.32 infections per 1000 patient days, representing a 40 percent reduction. With over 500,000 patient days per year for the system, this translates into 100 fewer infections with their associated morbidity and mortality.
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