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ACP Membership Continues to Grow 

 Effective June 30, 2013,total 

membership was 137,000, and 

international membership 

exceeded 11,000. 

 

  ACP has 58 domestic chapters 

and 15 international chapters. 

http://www.acponline.org/about_acp/international/member_map.htm
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International Membership: 2007 - 2013 
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International Membership

15 International Chapters:   
Brazil, Canada (6 chapters), Central America, Chile, Colombia, 

Japan, Mexico, Saudi Arabia, Southeast Asian, Venezuela 

In 2013: 

 ACP Southeast Asian 

Chapter became 

active. 

 

 ACP India, an 

educational program 

featuring 

conferences and 

international 

speakers, held its 

first meeting in New 

Delhi. 
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ACP Membership in Bangladesh 

Masters 0 

Fellows 43 

Honorary Fellows 0 

Members 32 

Resident/Fellow Members 0 

Medical Student Members 11 

Physician Affiliates 1 

Total 87 
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April 10-12, 2014, Orlando, FL 

Over 200 educational, interactive 

workshops 

Case-based sessions and feedback on 

challenging patient management 

problems 

International reception and social 

opportunities 

Discounted registration for members 

Discounted registration rates for 

delegations of ten or more attendees 

from outside the U.S. 

Visit ACP’s new Resource Center on the 

exhibit floor 

Internal Medicine 2014: 

ACP’s Annual Scientific Meeting 

http://im2014.acponline.org/ 

http://im2014.acponline.org/


Definition 

Health Care-associated Infection 
(HCAI) 

“An infection occurring in a patient 
during the process of care in a hospital 
or other health-care facility which was 
not present or incubating at the time of 
admission.” 



Ignaz Semmelweis 
1818-1865 

 



Setting: The Vienna 
General Hospital - 1846 

 



What was the problem? 

1 in 10 women were dying after 
childbirth from puerperal fever 
on the physician’s OB ward 

While 1-3 in 100 on the mid-wife 
unit. 

Cause unknown. 



What were the believed causes? 

Exposing the body to cold air after exercise 

exposure to cold due to too quick change of 
apparel 

continuing to suckle too long 

 playing  on wind instruments 

lying in damp beds 

sicker patients on the MD ward 



The Viennese treatment 
in the 1820-50’s 

“repeated venesection [opening of the veins], the 
application of leeches, emollient cataplasms 
[medicated substances spread over the skin], 
emollient clysters [enemas]... Emetics [to induce 
vomiting]” 



Semmelweis sees the connection 
between two deaths 

Semmelweis’ friend and colleague, 
Jakob Kolletschka dies while 
experiencing “bilateral pleurisy, 
pericarditis, peritonitis, and 
meningitis” and later “a metastasis 
formed in one eye.” 

He had cut himself while performing 
an autopsy 3 days before. 



Semmelweis sees the connection 
between two deaths 

He observes  women are exposed to 
“morbid matter” through autopsies 
conducted by their doctors. 



The intervention 

 

Hand washing with 
chlorinated lime.  



The results 

 

19% 

0% 



Hand Washing Intervention 



Aftermath  

Mortality dropped eventually from 1-2 
in 10 to 1-2 in 100. 

Transmission confirmed in 
experiments using rabbits.  

Published 14 years later. 

Not widely believed or followed, except 
in Vienna and Germany where is was 
the standard of care. 



Today 

“Cross-transmission of 
microorganisms by the hands of 

health care workers is considered 
the main route of spread of 

nosocomial infections.”  

          WHO  



How big is the problem? 
Significant toll on human life in the US 

1.7 million infections annually 

99,000 deaths annually (more than breast 

cancer, MVA or war deaths) 

Estimated that HCAIs incur an estimated $28 to $33 

billion in excess healthcare costs each year 

 

Four categories of infections account for 75% of HCAIs 
in the acute care hospital setting:  
1) Surgical site infections;  
2) Central line-associated bloodstream infections  
3) Ventilator-associated pneumonia, and 
4) Catheter-associated urinary tract infections. 

http://www.hhs.gov/ash/initiatives/hai/infection.html 



Estimated rates of HCAI 
Worldwide 

At any one time, over 1.4 million people 
worldwide 

In modern health-care facilities in the developed 
world: 5–10% of patients 

In developing countries the risk of HCAI is 2–20 
times higher and the proportion  
of patients affected by HCAI can exceed 25% 

In intensive care units, HCAI affects about 30% of 
patients and the attributable mortality may reach 
44% 





JAMA. 2010;303(22):2273-2279 



Peter Provonost, MD 

http://content.nejm.org/cgi/reprint/355/26/2725.pdf


CLABSI Study 
Each year in the US, central venous catheters cause 

estimated 80 000 CRBSI and up to 28 000 deaths 

among patients in ICUs  

Average cost of care for a patient with this infection is $45 000 

Total cost is up to $2.3 billion annually 

Interventions to decrease infection rate needed to 

reduce the serious public health consequences of 

this hospital-acquired infection 

Research team had developed and implemented a program that 

nearly eliminated CLABSI at Johns Hopkins 

Team sought to see if they could scale the program and achieve 

the same results throughout the state of Michigan, USA 



Study population and setting 

Setting: all hospitals in Michigan, USA with 

adult ICUs 
108 ICUs in 67 hospitals participated (52% were teaching 

facilities) 

Of the 108 participating ICUs, 5 were excluded 

Types of ICUs included medical, surgical, cardiac, medical or 

surgical, neurologic, and surgical trauma units and a 

pediatric unit 

Population: ICUs represented 85% (1625 

beds) of all ICU beds in Michigan 
103 ICUs reported data for 1981 ICU-months  

375,757 catheter-days included in the final analysis  

 

 



Methods: Intervention 
Intervention targeted clinicians’ use of five 
evidence-based procedures: 

Hand washing 

Full-barrier precautions during insertion  

Cleaning the skin with chlorhexidine 

Avoiding the femoral site if possible 

Removing unnecessary catheters 

These procedures identified as having the 
greatest effect on rate of CLABSI and lowest 
barriers to implementation 



Results: Key Findings 
Both the median and mean rate of catheter-related bloodstream 
infection per 1000 catheter-days decreased significantly  

Median rate: decreased from 2.7 infections at baseline to 0 at 3 months after 
implementation of the study intervention  

Mean rate: decreased from 7.7 at baseline to 1.4 at 16 to 18 months 

Reproduced from Pronovost P, et. al. An Intervention to Decrease Catheter-Related Bloodstream Infections  

n the ICU. The New England Journal of Medicine, 2006, 355:2725-32.  

Copyright © 2009 Massachusettes Medical Society. All rights reserved.  

  



Study Impact  
Policy impact 

“It lead to national efforts and global efforts to reduce 

these infections.   

Because of the rigor with which the study was conducted, 

physicians believed the results and sought to replicate it. 

We are currently implementing the program throughout the 

U.S and in several countries."  

Patient impact 
Estimated that the intervention saved about 1800 lives and 

$200,000 in Michigan annually.     

"Although these estimates likely contain some error, they 

demonstrate the substantial potential for well designed 

quality improvement programs to reduce preventable 

death and costs." 



Conclusion: Study Impact  
Practice impact 

"We often hear that doctors resist quality improvement 

and patient safety efforts… While this may be true to some 

extent, much of the resistance is likely because the science 

of many quality improvement projects was sloppy.  

We found that when you use evidence-based intervention 

and provide robust evaluation that physician believe are 

valid they embrace quality improvement program.    

Indeed, we have created a hunger for quality and safety 

among MI physicians. They are asking what is the next 

program.     

The research community (and funders) need to ensure that 

we have a robust pipeline of quality program. It is neither 

efficient nor effective to develop these programs 

individually."  



Median and Mean CRBSI Rate
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Government Action 





Pennsylvania 
CLABSI mean/median rates 

October 28, 2015 34 

0

0.5

1

1.5

2

2.5

0 1 2 3 4 5 6

C
L

A
B

S
I 

ra
te

/1
0
0
0
 l

in
e

 d
a

y
s

 

Quarterly Results 

Pennsylvania CLABSI rate 

Mean

Median



Massachusetts  
CLABSI mean/median rates 

October 28, 2015 35 
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Quarterly Results 

Massachusetts CLABSI rate 

Mean

Median



Why did it Work 

Framed as a solvable social problem 

Kept score with measure clinicians believed 

valid 

Guided by science 

Top down measures and practices local 

adaption of interventions and implementation 

Use of Soft and Hard edges 

Management tools, social pressure, 

economic incentives, regulatory pressure 



Provonost’s Reflections: Developing 

Countries 
What message do you have for future 

researchers from developing countries?  
"Make the technical program ruthlessly simple and obtain 

first hand data of local context."   

What would be an important research project 

you recommend that they do?  
"Developing countries need to prioritize where to focus 

there resources. CLABSI may not be the program.    

One challenge is that in most developing countries, the 

hospitals vary from very modern to incredibly poor.    This 

makes it difficult to meet all stakeholders needs." 



What can you do tomorrow? 
A systems approach… 



Prioritize those things that matter…..put patients 
first 

“The government is best which governs least, 
because its people discipline themselves.”                                              

    Thomas Jefferson 

 

 



Policies are important, but 
culture change essential 

Written infection prevention policies are up to date 

Trained infection control officer 

Job-specific training on infection prevention 
practices 

Leverage technology including IT 

Activate a team approach 



Give more than lip service to guideline 
implementation………and hold people 
accountable for guideline adherence 

http://www.cdc.gov/hicpac/ 



Implement Checklists that are 
Evidence Based 



Key steps 

Checklists that work for your settings 

Make it easy! 

Measure HCW compliance  

Publically report results and outcomes 

Inspire teamwork – have great purpose 



Powered by RPI TM 

Is online Is jargon free 

Has implementation 

guides  for customized 

solutions 

Provides 

instantaneous data 

analysis 

Allows 

organizations of 

varying sizes and 

capabilities to 

work at their own 

pace 
 

Is free to  

Joint Commission  

accredited orgs 

Requires no special 

training 

©
 C

o
p

y
ri
g
h

t,
 T

h
e

 J
o

in
t 
C

o
m

m
is

s
io

n
 

44 



Today, Studies Show Reduced HAI Rates 

as Hand Hygiene Compliance Improves  

 

As hand 

hygiene 

improves 

from 40% 

to 65% 

 

 

 

HAI rates 

drop by 

37% 
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The Main Causes of Failure to Clean Hands 

• Ineffective placement of dispensers or sinks 

• Hand hygiene compliance data are not 

collected or reported accurately or frequently  

• Lack of accountability and just-in-time 

coaching 

• Safety culture does not stress hand hygiene 

at all levels 

• Ineffective or insufficient education 

• Hands full 

• Wearing gloves interferes with process 

• Perception that hand hygiene is not needed if 

wearing gloves 

• Health care workers forget 

• Distractions 

Causes 

differ by 

hospital 
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Top Five Causes of Hand Hygiene Failure 

International 

1. Improper use of gloves 

2. Hands full 

3. Frequent entry or exit 

4. Follow person entry or 

exit 

5. Isolation area 

United States 

1. Improper use of gloves 

2. Frequent entry or exit 

3. Hands full 

4. Isolation area 

5. Follow person entry or 

exit 

47 



Causes Differ by Hospital 

Each letter = one hospital 

48 



TST® Guided Cohorts Work in the U.S. 

and Overseas 

Europe:  

• Italy 

• Belgium 

Middle East :  

• Qatar 

• Saudi Arabia (2) 

• UAE 

Asia Pacific:  

• Philippines 

• Malaysia 

• Indonesia 

TST® Guided 

Cohorts 

Hand 

Hygiene 

TST® 

International 

Cohort 
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In Test Groups, Baseline Hand Hygiene 

Compliance Rates Hovered Around 50% --  

Lower Than Expected 

First 8 TST  

Participating Hospitals  

TST 

US Healthcare Orgs 
TST  

Int’l Healthcare Orgs 

Baseline Post Improvement 

Feb 1, 2013 
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With TST®, Hand Hygiene Compliance 

Rates Rose Significantly 

Baseline Post Improvement 

First 8  

Participating Hospitals  

TST® 

US Healthcare Orgs 
TST®  

Int’l Healthcare Orgs 

Feb 1, 2013 
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A Typical 200-bed Hospital Can Expect 

Significant Benefits with Hand Hygiene 

TST®  

$2.3 to 2.8M  

Cost Savings 

HAIs cost $18-21K per 

infection in direct 

medical costs 

130-140 
Number of HAI cases 

that can be prevented 

8 Saved Lives HAIs have a 5.8% 

mortality rate 
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“Many infections are inevitable; 
   some might be preventable”   

 

 
“Every infection is potentially 

preventable.” 



There are those amongst us who 

quietly continue the self-deception and 

denial of Semmelweis’ colleagues.   

 

We know how to prevent 70%+ of 

HCAIs.   

 

We need now to lead all caregivers in 

embracing this challenge. 

 

This is who we are. 



Thank You 
 

Questions? 


