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‘Passive payer’ no more: New CMS 
requirements hitting hospital budgets
‘Sunlight is a great disinfectant.’ 

By Gary Evans, Executive Editor

A broad array of new federal 
regulations on health care associ-
ated infections (HAIs) continue to 
come on line in 2014 and beyond, 
tying infection prevention more 
directly to the hospital bottom line 
than at any time in the field’s his-
tory. 

“Every one of our contracts now 
include a mandate for a percent 
reduction in infection rates in 
order to get the best payment,” 
says Denise Murphy, RN, MPH, 
CIC, Vice President of Quality and 
Patient Safety at Main Line Health 
in suburban Philadelphia. “So aside 
from the government piece of it 
with CMS, you’ve got the private 
insurers now saying, ‘If you want 
to make more money, reduce your 
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Editorial Questions
For questions or comments, call 
Gary Evans at (706) 310-1754.

infection rates, reduce your readmission rates, 
reduce your mortality rates.’”

Testifying at a recent Congressional Hearing on 
HAIs, a top official with the Centers for Medicare 
and Medicaid Services outlined a number of fed-
eral initiatives that are creating strong financial 
incentives for hospitals to prevent infections and 
medical errors.

“In the past, hospitals had little financial incen-
tive to improve the quality of their care because 
Medicare and other purchasers paid hospitals for 
treating infections or errors even when they could 
have been prevented,” said Patrick Conway, 
MD, director of the Center for Clinical Standards 
and Quality at the CMS. “Now, Medicare, state 
Medicaid programs, and many private sector 
health plans and purchasers, are moving rapidly 
to change payment systems to reward better 
outcomes instead of volume of services. CMS is 
working to transform from a passive payer to 
an active purchaser of higher-value health care 
services.”

Some of the provisions are part of the 
Affordable Care Act (ACA), with the CMS requir-
ing many of its measures to be reported to the 
Centers for Disease Control and Prevention’s 
National Healthcare Safety Network (NHSN) and 
ultimately publicly posted on the CMS Hospital 
Compare site. (See chart p. 4; stories, p. 6; p. 9.) 

“Sunlight is a great disinfectant, and public 
reporting of hospital infections is the sunlight the 
public has asked for and deserves when it comes 
to their health and safety,” CDC Director Tom 

Frieden, MD, MPH, said when the most recent 
CDC data were posted on CMS Hospital Compare. 
With both CDC and CMS firmly on board, the once 
controversial prospect of state and federal HAI 
reporting and payment regulations is an expand-
ing reality.

Moving from process to outcomes

The next few years will be particularly telling 
as CMS Value Based Purchasing (VBP) shifts from 
an initial focus on process measures to assess 
a greater proportion of hospital outcomes. In 
FY 2015 those outcomes will include central line 
associated bloodstream infections (CLABSIs), 
which will be followed by catheter-associated 
urinary tract infections (CAUTIs). In addition to 
VBP, provisions under the Hospital Readmission 
Reduction Program (HRRP) – also mandated 
under the ACA – are beginning to take effect. 
Though separate programs, VBP and HHRP 
together can put at risk up to 5% of Medicare 
payments by FY 2017, Murphy explained.

“[That projection] was put together by our 
quality fiscal analysts and it tells you where value 
based purchasing is going,” she tells Hospital 
Infection Control & Prevention. “Right now we are 
looking more at process measures. As you start 
to move to 2014 and 2015 this equation is totally 
flipping to outcomes. Device-related infections are 
part of the outcome equation and we are going to 
see that change. It may not have hit the pocket 
book enough yet, but by 2015, when the VBP pro-
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gram is fully up and going, we are going to start 
to feel some heavy penalties.” 

The impact on the individual IP facing increas-
ing data collection and reporting demands 
remains a concern. Without increased program 
support, it is not hard to imagine that infection 
control initiatives in other areas may be at risk as 
the focus shifts to the CMS targets. 

“Although [VHP] has created a burden in one 
respect it has not provided resources in another 
respect,” says Patti Grant, RN, BSN, MS, CIC, 
president of the Association for Professionals in 
Infection Control and Epidemiology (APIC). “But it 
can’t all happen at once, only time will tell if it is 
going to balance itself out. You have to ask your-
self are we getting ready to come full circle with 
collecting too much data? I do worry about that 
on a personal level, not as APIC president, but as 
an individual IP. I spend 70 to 80 percent of my 
time in data collection and there are some days 
when I wonder when I am going to get around to 
teaching again.”

Reporting will lead to a greater good

Patient safety advocates that have been 
pushing for state and federal HAI reporting 
requirements say increasing transparency and 
accountability will yield a greater good.

“It has been a 
game changer,” says 
Lisa McGiffert, 
director of the Safe 
Patient Project at 
the Consumers 
Union, publishers of 
Consumer Reports. 
“I believe that 
three things cre-
ated a convergence 
of change around 
infections. One was 
mandated public 
reporting that con-
sumers pushed for, 

another one was payment policies, and the third 
is programs that were funded to help hospitals 
learn how to prevent infections. Most people in 
the public arena believe that is a very basic thing 
that hospitals should know, but they don’t always 
know.”

Such programs include the Institute for 
Healthcare Improvement’s 100,000 Lives 
Campaign and the highly publicized “checklist” 
CLABSI reduction program in initiatives like the 
Keystone Project in Michigan. 

“On the payment side it started with the hospi-
tal acquired conditions back in 2008 that Medicare 

put out there, saying ‘We are not going to pay for 
these infections anymore,’” she says. “Then there 
was the payment for reporting — that’s how they 
started the federal infection reporting to bring in 
the rest of the states that didn’t have mandates. 
So the next step will be taking away money from 
the hospitals that have the highest rates.”

Some 30 states have enacted laws to report 
HAIs, many of them issuing periodic reports that 
are available at the Consumer Union’s website. 
(http://safepatientproject.org/tags/state-disclo-
sure-reports)

“The bottom line is the public wants to know — 
they really feel like hospitals should report infec-
tions,” McGiffert says. “I think we are moving into 
a stage of escalating reporting all over the country 
and then also pushing to better translate that 
information so the public can actually use it.” 

Though some have questioned the ultimate 
patient safety impact of HAI reporting and threats 
to reimbursement, McGiffert points to the sudden 
move to adopt systems to remove catheters and 
prevent UTIs after the CMS cut payments. 

“With UTIs, now more hospitals have [preven-
tion] systems because they have to be reported 
and they are getting financial disincentives if they 
don’t get those down,” she says. “That increased 
a lot of activity to not use as many catheters, get 
them out more quickly — those kinds of pretty 
simple things that were not automatically happen-
ing.”

Where is the outrage?

In addition to pushing for transparency and 
accountability on HAIs, consumer and patient 
safety advocates are a powerful public voice in 
part because they have not lost their initial out-
rage at finding out that 100,000 patients a year  
die of infections. 

“It has always been curious to us and devas-
tating to the people who experience these infec-
tions that there isn’t somebody at the CDC who is 
pounding their fist and saying, ‘This has to stop!’ 
That hospitals aren’t outraged that so many peo-
ple are getting hurt,” she says. “It’s very difficult 
to understand. I think the culture has changed a 
lot over the last 10 years, but there still is a sense 
of inevitability for a lot of these [HAIs]. There is 
certainly more awareness and lives saved every 
day, but we don’t really have a national system to 
support the work that needs to be done. Hospitals 
need to invest more money in infection preven-
tion than they are today. Some of them are, but 
across the board they are not. That is a problem. 
It should be as fundamental as funding for beds 
and oxygen tanks. The infection preventionist is 
fundamental to health care.”
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Healthcare Facility HAI Reporting Requirements to CMS via NHSN--                                            
Current and Proposed Requirements  

September 2013 
CMS Reporting 

Program HAI Event Reporting Specifications Reporting 
Start Date 

Hospital 
Inpatient Quality 
Reporting (IQR) 

Program 

CLABSI Adult, Pediatric, and Neonatal ICUs January 2011 

CAUTI Adult and Pediatric ICUs January 2012 

SSI: COLO Inpatient COLO Procedures January 2012 

SSI: HYST Inpatient HYST Procedures January 2012 

MRSA Bacteremia LabID Event FacWideIN January 2013 

C. difficile LabID Event FacWideIN January 2013 

Healthcare Personnel Influenza 
Vaccination All Inpatient Healthcare Personnel  January 2013 

Medicare Beneficiary Number All Medicare Patients Reported into NHSN July 2014 

CLABSI Adult & Pediatric Medical, Surgical, & 
Medical/Surgical Wards January 2015 

CAUTI Adult & Pediatric Medical, Surgical, & 
Medical/Surgical Wards January 2015 

ESRD Quality 
Incentive 

Program (QIP) 

Dialysis Event (includes Positive 
blood culture, I.V. antimicrobial 

start, and signs of vascular 
access infection) 

Outpatient Hemodialysis Facilities January 2012 

Long Term Care 
Hospital* Quality 

Reporting 
(LTCHQR) 
Program 

CLABSI Adult & Pediatric LTAC ICUs & Wards October 2012 

CAUTI Adult & Pediatric LTAC ICUs & Wards October 2012 

Healthcare Personnel Influenza 
Vaccination All Inpatient Healthcare Personnel October 2014 

MRSA Bacteremia LabID Event FacWideIN January 2015 

C. difficile LabID Event FacWideIN January 2015 

Inpatient 
Rehabilitation 
Facility Quality 

Reporting 
Program  

CAUTI Adult & Pediatric IRF Wards October 2012 

Healthcare Personnel Influenza 
Vaccination All Inpatient Healthcare Personnel October 2014 

PPS-Exempt 
Cancer Hospital 

Quality Reporting 
(PCHQR) 
Program 

CLABSI All Bedded Inpatient Locations January 2013 

CAUTI All Bedded Inpatient Locations January 2013 

SSI: COLO Inpatient COLO Procedures January 2014 

SSI: HYST Inpatient HYST Procedures January 2014 

Ambulatory 
Surgery Centers 

Quality Reporting 
Program 

Healthcare Personnel Influenza 
Vaccination All ASC Healthcare Personnel October 2014 

* Long Term Care Hospitals are called Long Term Acute Care Hospitals in NHSN 
 

Source: Centers for Disease Control and Prevention.
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Despite all the demands and elevated expecta-
tions, preventing HAIs is not as simple as tell-
ing all health care workers to wash their hands. 
Health care delivery is a complex proposition with 
a lot of moving parts and unforgiving moments. 
The days of inevitable infections are long gone 
and striving for zero is the goal, but there is an 
outer limit to the efforts of even the best IP. 

 “We know that everything is not preventable,” 
says Murphy. “Some bad outcomes are related 
to host factors. Clinicians can do everything 
right and still the patient could get an infection. 
Someone can still die of sepsis even if the team 
pulled the trigger for rapid identification, rapid 
implementation of important protocols, check-
ing of every single box properly and in a timely 
fashion.”

That said, Murphy says it’s counterproductive to 
get into academic arguments about what percent-
age of HAIs can be prevented. 

“There is no nationally accepted definition of 
‘preventable,’ but we know that we can prevent 
most HAIs,” she says. “For those that we can 
prevent, let’s stop arguing whether it is 70% 
preventable and 30% that is not? Is it 80%-20%? 
Is it 90%-10%? Let’s get off of that and focus on 
what we know — most HAIs are preventable.”

Clinical and ‘people bundles’ 

A former hospital infection preventionist who 
has moved up to the C-suite, Murphy keeps her 
CIC certification in infection control up to date and 
provides a unique perspective on a problem she 
is passionate about: HAI prevention. One of the 
first IPs to begin making the “business case” for 
infection control, Murphy knows both the value of 
prevention and the many competing demands on 
hospital budgets.

“I have lived the role of the IP at the bedside, 
watching how hard it is for people to comply with 
all of our prevention efforts,” she says. “They are 
not complying because they are bad or they don’t 
want to do good infection prevention. When you 
stand and watch an ICU nurse, for example, you 
see all of the possible opportunities there are for 
her or him to wash their hands, or scrub a hub, 
or to keep the urinary catheter bag at the level of 
the bladder. You may ask, ‘How do they even do 
all of this?’” We are so good at standard setting 
but poor at following through with implementa-
tion.”

The more elusive challenges to compliance 
must be identified and addressed, she notes. 

“We need to understand why people can’t pos-
sibly comply with all the prevention measures 
that we throw at them, Murphy says. “You can’t 
have infection prevention alone without perfor-

mance improvement and process engineering, 
human factors — all of the things that help people 
comply. We can’t just be penalizing the frontline 
staff for not complying with our CLABSI or CAUTI 
checklists. We’ve got to figure out why they can’t 
comply. ‘Why can’t you comply?’ is a different 
question than ‘Why aren’t you complying?’”

Murphy advocates both the various clinical 
bundles and “people bundles” that combine to 
form an institution’s reliable culture of safety. 

“When I say ‘people bundle’, I mean that we 
start with setting clear expectations for people 
in every role – and they are going to be different 
from the hospital board down to the people who 
care for patients every day – setting clear behav-
ioral expectations relative to a team member’s 
role in patient safety and infection prevention,” 
she said. “That’s a critical job of leaders to set 
clear expectations. Next provide people with the 
education, tools and training to do the job you 
have asked them to do. Finally, build and sustain 
accountability.”

A key to improving compliance is giving staff 
the ability to speak up, more in a sense of esprit 
de corps than scolding tones. 

“You have to have conversations with people, 
with a unit staff, saying, ‘In our unit we will have 
each other’s backs and we will not allow risky 
behaviors,’” she emphasizes. “You need to know 
if you go into an isolation room without isolation 
garb, start a central line without the appropriate 
draping and gown — we will stop the line. That’s 
having your back and your patient’s back. Are 
you in?” n

Q&A: The passion
of Denise Murphy
‘Everyday people tell their story about loved ones lost 
to infections.’

After three-decades in infection prevention, 
Denise Murphy, RN, MPH, CIC, is now Vice 
President of Quality and Patient Safety at Main 
Line Health in suburban Philadelphia.  As an infec-
tion preventionist, Murphy served as president 
of the Association for Professionals in Infection 
Control and Epidemiology (APIC), and in 2010 
was honored with the group’s highest honor, the 
Carole Demille Award. It’s not often you talk to an 
IP who has gone on to become a hospital execu-
tive, so we asked Murphy to explain her source of 
motivation and commitment to readers of Hospital 
Infection Control & Prevention.  

HIC: Even though you have moved on to 
hospital administration as a vice president you 
still list the certified in infection prevention 
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(CIC) in your title. 
Murphy: “I maintain my certification. It’s a 

big deal, though it is getting harder. For me to 
keep certification is a commitment. It’s a com-
mitment to who I am at my core — an IP. I feel 
that an IP can do any job. If you do this job well, 
you become an expert on surveillance, epidemiol-
ogy, change management and data analysis and 
performance improvement.  You develop leader-
ship competencies. I know that I would not be a 
system vice president if I wasn’t an IP first for so 
many years. It prepared me for my current role.”

HIC: How has that changed your perspective?  
Murphy:“I understand now sitting at the table 

every week with a team of executive leaders that 
run hospitals, that their book of work is unimagi-
nable. They know that infection prevention is 
important from a strategic point of view. They 
don’t have the time or capacity to hold all the 
details of the world of infection prevention and 
what the IP brings to the table. Having been an IP 
and having directed programs across many hospi-
tals,  I have lived at the frontline. There is nothing 
like walking in somebody’s shoes so I’m passion-
ate about infection prevention.”

HIC: Yes, I have heard you speak with great 
intensity about infection prevention, where does 
that come from?

Murphy: “Why do I know how to tell a story 
about the importance of prevention? Not just 
because I did the job for years, but also because 
my mother died of a health care associated infec-
tion. Why do I love this so much? Because when 
I get up every day, after being a wife, a mother 
— now a ‘grammy’ — I am first and foremost a 
nurse that has dedicated myself to patient care. 
I have seen risk and unreliable care in ICUs and 
operating rooms and all the places I worked 
through a 30-year career in infection prevention. 
I watched people die of preventable infections 
because we were just too busy to wash hands, 
or too busy to scrub the hub before entering a 
central line. As a daughter, I watched my own 
mother die of an HAI while I sat by helplessly 
after all those years in infection prevention and I 
realized now it has happened to me. It happens to 
so many people. When it’s reported that 100,000 
people a year die of infections, I believe that is 
such an underestimate. When we personalize our 
surveillance data, it’s about people being harmed. 
My mom died from infection, poor patient safety, 
missed diagnosis, and untimely intervention.  I 
was really angry thinking about all of the people 
before me and all of the people after me that 
would be experiencing my pain and loss. Everyday 
people come to work and can tell their own per-
sonal story about loved ones lost to infections.”

HIC: Part of the culture change that has 

occurred in infection prevention in recent years 
has been a move to empower the patient, inform-
ing them on admission about the risk of HAIs and 
the role of the hospital IP. 

Murphy: “You can’t go to a conference now 
about quality and patient safety without hearing 
about the role of the patient and patient engage-
ment. We are changing societally from people 
who are afraid to speak up to those who ask chal-
lenging questions of their clinicians. When people 
walk into the hospital they become so incred-
ibly vulnerable, but this is changing generation-
ally. My generation is much more outspoken to 
our care providers than our parent’s generation. 
Our kid’s generation have little fear of speaking 
up. Engaging patients and families,  giving them 
knowledge and tools to use is so powerful, as is 
understanding you have  advocates in the hospi-
tal. It is changing the paradigm of negativity and 
can combat the frightening kind of media that 
scares people to death of American hospitals.” n

CMS doc outlines 
HAI prevention efforts
Tells Congress ‘CMS is focused on patient safety’

Patrick 
Conway, MD, 
director of the 
Center for Clinical 
Standards and 
Quality at the 
Centers for 
Medicare and 
Medicaid Services 
(CMS) recently 
cited a plethora of 
programs designed 
to reduce health 
care associated 
infections (HAIs).

Testifying at a September 24, 2013 HAI pre-
vention hearing of the Senate Committee on 
Health, Education, Labor, and Pensions, Conway 
said “The Affordable Care Act (ACA) and other 
laws are now enabling CMS to support better 
health and promote quality improvement and 
greater value while creating an environment that 
fosters innovation.”

Some of the CMS initiatives and activities to 
reduce HAIs cited in Conway’s testimony are sum-
marized as follows:

Hospital Acquired Conditions (HACs)
Since 2008, Medicare payment policy has 

further encouraged hospitals to identify ways to 
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prevent certain HACs or conditions that are not 
present on admission. For these designated condi-
tions, while Medicare pays hospitals the standard 
rates for the original admission, we no longer pay 
hospitals for the additional costs associated with 
the care and treatment of these HACs. In 2012, 
CMS added additional HACs to the list of condi-
tions that would warrant CMS eliminating addi-
tional payments. CMS clinical quality experts have 
worked closely with public health and infectious 
disease experts from CDC to identify and select 
additional preventable HACs, including HAIs to 
add to this list. 

In addition, the ACA established the HAC 
Reduction Program to further reduce HACs and 
improve patient quality. CMS will begin imple-
menting this program starting in Fiscal Year (FY) 
2015 with the performance period starting this 
year. Under the HAC Reduction Program, hospi-
tals in the lowest-performing quartile with respect 
to the overall rate of certain HACs will see their 
payments reduced by one percent, providing an 
incentive for those hospitals to reduce the burden 
of HACs in their facilities. 

Hospital Value-Based Purchasing (VBP)
CMS has implemented VBP programs to 

strengthen payment incentives to improve the 
quality of hospital care furnished to traditional fee-
for-service Medicare beneficiaries. As required by 
the ACA, beginning with October 2012 discharges, 
CMS began adjusting Medicare payments to most 
hospitals for inpatient acute care services based 
on how well they performed on a series of quality 
measures. The VBP program was developed in a 
manner that incorporated significant stakeholder 
feedback. 

The quality measures used in the program are 
consistent with evidence-based clinical practices 
for the provision of high-quality care. Hospitals 
are scored on improvement as well as achieve-
ment on a variety of quality measures. The higher 
a hospital’s total performance score during a per-
formance period, the higher the hospital’s value-
based incentive payment will be for a subsequent 
fiscal year.

For fiscal year 2014, the VBP program will 
redistribute an estimated $1.1 billion to hospitals 
based on their quality performance. We recently 
added the CLABSI measure beginning with the FY 
2015 program, and we finalized the addition of 
the CAUTI and SSI measures to the program for 
the FY 2016 program. In the future, CMS expects 
to add new measures to the program that focus 
on patient health outcomes, cost reduction, and 
HAIs that significantly impact Medicare beneficia-
ries and reflect substantial quality of care varia-
tion among hospitals.

Hospital Inpatient Quality Reporting (IQR)

The IQR program gives hospitals a financial 
incentive to report the quality of their inpatient 
services by tying the reporting of designated qual-
ity measure data to their ability to be paid the 
full amount of the annual update to the Medicare 
inpatient payment rate. CMS has adopted a num-
ber of HAI measures for the program, and some 
of this data is collected on CMS’ behalf by the CDC 
through that agency’s National Healthcare Safety 
Network (NHSN). The CDC has developed the 
HAI measures that are used in the IQR program, 
and provides hospitals with additional analytic 
tools that enable them to assess their rates of 
performance and identify where additional efforts 
are needed. The HAI measures that hospitals 
currently report to the NHSN as part of the hos-
pital IQR program are CLABSIs, CAUTIs, SSIs, 
Clostridium difficile, and MRSA data. 

Hospital Readmissions Reduction Program 
(HHRP) 

The ACA also established the HHRP, which 
reduces Medicare payments to hospitals that have 
excess readmissions beginning in October 2012. 
Currently, we measure the readmissions rates 
for three very common and expensive conditions 
for Medicare beneficiaries — heart attack, heart 
failure, and pneumonia. We recently finalized 
expanding the readmissions program with mea-
sures for two more common conditions — chronic 
obstructive pulmonary disease and knee and hip 
replacements. These measures will be added to 
the program in FY 2015. 

Transparency for Consumers through 
Hospital Compare and HealthCare.gov 

Clear, understandable information that is easy 
to access helps consumers make informed deci-
sions about their health care, and gives them an 
important role in reducing and preventing HAIs. 
CMS created the Hospital Compare Website to 
better inform health care consumers about a 
hospital’s quality of care. This tool, which includes 
CDC’s NHSN HAI measure results and data, 
shows a hospital’s performance on a wide variety 
of quality measures, including certain measures 
of health care infections. In the coming years, 
additional measures will be added to the Hospital 
Compare website, making this an even richer 
source of information for consumers. 

Partnership for Patients (PFP)
The nationwide PFP initiative aims to avert 

millions of preventable HACs and reduce hospital 
readmissions over three years, while providing 
savings to Medicare and Medicaid by reducing 
complications and readmissions during the transi-
tion from one care setting to another. Over 3,700 
hospitals, as well as physicians and nurses’ orga-
nizations, consumer groups, employers, and other 
major stakeholders, have pledged to help achieve 
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the partnership’s goals. The PFP’s 10 safety areas 
of focus are: CAUTIs, CLABSIs, SSIs, ventilator-
associated pneumonia, adverse drug events, inju-
ries from falls and immobility, obstetrical adverse 
events including early elective deliveries, pressure 
ulcers, venous thromboembolism, and hospital 
readmissions. n

Inconvenient truth: The
profit of some infections
Patient safety groups demand action, accountability 

While the exorbitant costs of health care associ-
ated infections (HAIs) have been repeatedly cited 
as a prime reason for prevention — second only 
to the higher calling of patient safety — a some-
what shocking finding came out in a 2013 study 
by the respected Peter Pronovost, MD, and col-
leagues.1 

As previously reported in Hospital Infection 
Control & Prevention, they found that hospitals 
actually profit from infections in certain circum-
stances due to misaligned incentives in the pay-
ment system that reward higher payments for 
complications and outlier cases. (See HIC, July 
2013 p. 79.) 

“I have to agree with Peter — I don’t think our 
system has it right yet,” says Denise Murphy, 
RN, MPH, CIC, Vice President of Quality and 
Patient Safety at Main Line Health in suburban 
Philadelphia. “We still pay for harm and waste, 
but that is changing. We understand that we are 
getting penalized and we will soon start to see 
less reimbursement for harm through CMS Value 
Based Purchasing.” 

That said, and taking the moral and ethical 
imperatives out of the equation for a second, it 
is still better in the grand economic scheme of 
things to get patients discharged and free up hos-
pital beds. 

“You make better money when you open up 
the flow, when you have new patients coming 
through the beds,” Murphy says. “Nothing sup-
ports the bottom line better than volume. When 
you have stagnant volume with people lying in 
beds as a result of infection in an ICU or a patient 
unit your reimbursement is going to drop lower 
at some point — once the patient has been in the 
bed too long. Then you are losing money on them 
being hospitalized. We are getting penalized on 
our insurance contracts for long lengths of stay 
right now, but the inverse side of that is you are 
also still getting paid something. It’s both sides of 
the coin, we are being penalized and we are being 
rewarded. The payment system needs to be bet-
ter aligned.”

As that process continues, the business case for 
infection prevention will become clearer, creating 
distinct incentives for program support. 

“That really started showing the benefit of 
infection prevention to organizations, so that’s the 
carrot,” Murphy says. “The stick is the national 
move toward public reporting, the CMS starting to 
pay for performance and putting infections in the 
list of Hospital Acquired Conditions (HACs).”

HACs are essentially conditions that were 
not present on admission, with infection deaths 
representing roughly half of the 200,000 people 
who die every year in U.S. hospitals from medi-
cal errors and other HACs. These conditions are 
increasingly seen as preventable, and thus the 
growing reluctance to reimburse hospitals for 
treating them.

‘Uh, we burned up yor car. Here’s the bill.’

“Can you imag-
ine taking your car 
in for service, and 
the service station 
sets your car on 
fire accidentally and 
then asks you to still 
pay for the service 
you brought it in for 
and the fire extin-
guisher costs they 
had to use to put 
out the fire?,” says 
Joe Kiani, founder 
of the Patient Safety 

Movement Foundation. “That’s unfortunately what 
happens in our care system.”

Kiani’s group has set a goal for zero prevent-
able hospital deaths by 2020, telling HIC if “the 
government would create incentives for all hospi-
tals to get on board with this goal, we could get 
there much faster.” The patient safety founda-
tion is calling on Congress to expand the current 
HAC Medicare policy to include a list of causes of 
preventable death, he says. The group is creat-
ing Actionable Patient Safety Solutions (APSS) 
for some hospital acquired conditions, including 
CLABSIs. 

“The Affordable Care Act addresses this in part 
by creating new penalties for HAIs but penal-
ties alone will not fix this problem,” says Kiani, 
founder and CEO of Masimo Corp in Irvine, CA. 
“We need to align the incentives so that hospital 
administrators are driven to put systems in place 
to prevent these avoidable harms and deaths.”

In that regard, the patient safety group is lob-
bying Congress to suspend payment for even the 
primary condition until it is determined whether 
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the cause of death was preventable. 
“If preventable, and the hospital has imple-

mented evidence based strategies for prevention, 
such as those indicated by the APSS, the hospital 
would receive payment for the primary condition,” 
he says. “If the hospital had not implemented the 
strategy, then payments for both the primary and 
secondary conditions would be denied.”

That would certainly create pressure to adopt 
infection prevention and patient safety mea-
sures, and hospitals that act in good faith to do so 
should not be liable for HACs, he says. “If hos-
pitals implement evidence-based practices, they 
should be shielded from malpractice lawsuits to 
the fullest extent possible, such as through an 
affirmative defense and limits on damages,” Kiani 
says. 

‘People go bankrupt, they lose their 
homes’

Another national patient safety group, the 
Consumers Union, publishers of Consumer 
Reports, is also demanding accountability by hos-
pitals for HAIs.

“It’s certainly accurate to say that hospitals get 
paid for taking care of those patients that they 
harm,” says Lisa McGiffert, director of the Safe 
Patient Project at the Consumers Union. “I think 
the way we pay for health care is so complicated 
that in some cases it is profitable and in some 
cases it probably isn’t. If the hospital caused the 
infection we are not even touching the surface of 
the full cost to the patient because for example, 
the CMS hospital acquired infection policy just 
covers that hospitalization. So if the patient ended 
up leaving and they are coming back in because 
the infection got worse or whatever that second 
hospitalization would be paid for. Then of course 
there are all kinds of services that patients need 
to recover from infections including wound care, 
drugs, doctor visits and physical therapy. That 
can go on for years and nobody is really mak-
ing hospitals accountable for that. A lot of people 
go bankrupt, they lose their jobs, their homes. 
Nobody is making anybody responsible for that.” 

However, there are some positive signs in that 
direction, including the ongoing Patient Safety 
and Medical Liability Initiative, Kiani says. Funded 
by the Agency for Healthcare Research and 
Quality (AHRQ), the research program is devel-
oping systems to inform injured patients and 
families promptly when an adverse event like an 
HAI occurs. The idea is to promote transparency 
and enhanced communication between provid-
ers and patients when avoidable harm occurs, 
an approach that may actually reduce liability 
because patients may be less likely to sue if they 

get full disclosure and an apology.
“Hospitals want to do the right thing, but we 

just need to make sure that incentives and pro-
tections are in place to allow them to do so,” Kiani 
says. 

REFERENCE
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New HAI data posted on 
CMS Hospital Compare 
Patients can compare infection rates

New data recently posted on the Hospital 
Compare website of the Centers for Medicare & 
Medicaid Services (CMS) allows patients to see 
how their local hospitals are doing in preventing 
Clostridium difficile infections and methicillin-resis-
tant Staphylococcus aureus (MRSA) bloodstream 
infections, the Centers for Disease Control and 
Prevention reports. 

The data on health care associated infections 
(HAIs) were first reported to the CDC’s National 
Healthcare Safety Network (NHSN) as part of 
the CMS Hospital Inpatient Quality Reporting 
(IQR) program. Under the IQR program, hos-
pitals have a financial incentive to report the 
quality of their inpatient services by tying the 
reporting of designated quality measure data 
to their ability to be paid the full amount of 
the annual update to the Medicare inpatient 
payment rate. The HAI data and other quality 
information is then publically available on the 
CMS Hospital Compare website. (http://1.usa.
gov/1bK1uk3)

The most recent numbers represent only the 
first quarter of 2013, and measurements of how 
hospitals are doing are expected to be more 
precise and provide a more complete picture 
as more information is collected over time, the 
CDC stated. The next update, representing six 
months of data, is scheduled for April 2014.

“The Hospital Compare website enables 
consumers to make informed choices and gives 
hospital leaders and their staff comparative 
information to help drive improvement,” says 
Patrick Conway, MD, CMS chief medical officer 
and director of the Center for Clinical Standards 
and Quality. “Central line bloodstream infections 
have decreased more than 40% through trans-
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parency and improvement efforts, which has 
saved thousands of lives, and we hope to see 
the same positive results for these other two.”

C. diff causes at least 250,000 hospitaliza-
tions and 14,000 deaths every year, and was 
recently categorized by the CDC as an “urgent 
threat” to patient safety. On the other hand, 
although still a common and severe threat to 
patients, invasive MRSA infections in healthcare 
settings appear to be declining. Between 2005 
and 2011 overall rates of invasive MRSA dropped 
31%. Success began with preventing central-
line-associated bloodstream infections caused by 
MRSA, for which rates fell nearly 50% from 1997 
to 2007, the CDC reported.

Some facilities that do not currently have a 
sufficient amount of data to collect may not have 
their infection ratios included in the Hospital 
IQR Program and subsequently, on the Hospital 
Compare website. For example, the number of 
C. diff and MRSA bloodstream infections in some 
smaller facilities might not provide enough infor-
mation to calculate infection ratios until they 
report additional calendar quarters of data. 

In accordance with the clinical quality measure 
used by CMS and CDC for laboratory-identified 
C. diff and MRSA bloodstream infections, the 
Hospital Compare website only reflects hospital-
onset infections, which are defined as those 
detected after patients are hospitalized for a 
minimum of three days. Patients with community-
acquired infections — a continuing problem with 
MRSA — are not included in the infection counts 
for the CMS quality measure.

Major teaching hospitals, hospitals with more 
than 400 beds and those with high community-
onset rates continue to have the highest risk for 
C. diff and MRSA bloodstream infections, all of 
which is taken into account by risk adjustment 
when the clinical quality measure is calculated, 
the CDC explained. CDC and CMS encourage 
hospitals to participate in a variety of federal HAI 
prevention efforts, including those made avail-
able through state health departments (http://1.
usa.gov/1cwA9Tv); CMS Quality Improvement 
Organizations (http://go.cms.gov/IZIlDW); and 
the Partnership for Patients Hospital Engagement 
Networks (http://partnershipforpatients.cms.
gov/). n

disease groups are calling for mandates on all rec-
ommended vaccinations for health care workers if 
volunteer efforts fall short of a 90% immunization 
rate. 

Thus if voluntary efforts are lagging, health 
care employers would mandate and provide mea-
sles, mumps, rubella (MMR), varicella, pertussis 
and hepatitis B vaccines, in addition to the annual 
influenza vaccine. 

The organizations — the Society for Healthcare 
Epidemiology of America (SHEA), the Infectious 
Diseases Society of America, and the Pediatric 
Infectious Diseases Society — issued a joint 
statement supporting “universal immuniza-
tion of health care personnel (HCP)” for all vac-
cines recommended by the Centers for Disease 
Control and Prevention’s Advisory Committee on  
Immunization Practices (ACIP). 

“Although some voluntary HCP vaccination pro-
grams have been effective when combined with 
strong institutional leadership and robust educa-
tional campaigns, mandatory immunization pro-
grams are the most effective way to increase HCP 
vaccination rates,” the ID groups stated. “As such, 
when voluntary programs fail to achieve immu-
nization of at least 90% of HCP, the Societies 
support policies that require HCP documentation 
of immunity or receipt of ACIP-recommended vac-
cinations as a condition of employment, unpaid 
service, or receipt of professional privileges.”

For workers who cannot be vaccinated due to 
medical contraindications or because of vaccine 
supply shortages, health care employers should 
consider, on a case-by-case basis, the need for 
administrative and/or infection control measures 
to minimize risk of disease transmission (e.g., 
wearing masks during influenza season or reas-
signment away from direct patient care). The 
societies also called for comprehensive educa-
tional efforts to inform workers about the benefits 
of vaccination and the risks of not maintaining 
immunization. They cited the following points in 
making the recommendation for mandated vac-
cines:

• Immunizing HCP against vaccine-preventable 
diseases protects both patients and HCP from ill-
ness and death associated with these diseases.

• Immunizing HCP also prevents them from 
missing work during outbreaks, which would fur-
ther negatively impact patient care. 

• Immunization rates for ACIP-recommended 
vaccines remain low among HCP.

• Mandatory immunization programs are neces-
sary where voluntary programs fail to maintain 
adequate HCP vaccination rates. 

• ACIP-recommended vaccines are proven to 
be safe, effective, and cost-saving.

• Educational programs increase HCP compli-

Beyond flu, SHEA calls 
for vaccine mandates 
Targeting HCWs for all ACIP recommended shots

Going beyond seasonal flu shots, infectious 
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COMING IN FUTURE MONTHS

CNE/CME Objectives

Upon completion of this educational activity, participants 
should be able to:

•  Identify the clinical, legal, or educational issues encountered 
by infection preventionists and epidemiologists;

•  Describe the effect of infection control and prevention issues 
on nurses, hospitals, or the health care industry  
in general;

•  Cite solutions to the problems encountered by infection 
preventionists based on guidelines from the relevant regula-
tory authorities, and/or independent recommendations from 
clinicians at individual institutions.  n

CNE/CME Instructions

To earn credit for this activity, please follow these 
instructions.

1. Read and study the activity, using the provided refer-
ences for further research.

2. Log on to www.cmecity.com to take a post-test; 
tests can be taken after each issue or collectively at 
the end of the semester. First-time users will have to 
register on the site using the 8-digit subscriber num-
ber printed on their mailing label, invoice or renewal 
notice. 

3. Pass the online tests with a score of 100%; you will 
be allowed to answer the questions as many times as 
needed to achieve a score of 100%. 

4. After successfully completing the last test of the 
semester, your browser will be automatically 
directed to the activity evaluation form, which you 
will submit online. 

5. Once the completed evaluation is received, a credit 
letter will be emailed to you instantly.  n

ance with vaccination programs, but standing 
alone do not consistently achieve adequate vac-
cine coverage levels. 

• The provision of immunizations at no cost in 
the occupational setting increases HCP immuniza-
tion compliance.

• Physicians and other health care providers 
are obligated “to do good or to do no harm” when 
treating patients, and they have an ethical moral 
obligation to prevent transmission of infectious 
diseases to their patients. 

Flu proves mandates work

Voluntary programs are “somewhat success-
ful, but they don’t reach the level of universality,” 
says W. Charles Huskins, MD, MSc, consultant 
in pediatric infectious diseases at the Mayo Clinic 
in Rochester, MN, and a liaison from SHEA to 
the CDC’s Healthcare Infection Control Practices 
Advisory Committee (HICPAC). “When you make 
something mandatory, it happens.” 

That has been clear from the dramatic effects 
of mandatory influenza vaccination policies. 
Infection preventionists pushed for mandates, and 
several organizations issued position statements 
in 2010 and 2011 calling for influenza immuniza-
tion to be a condition of employment for health 
care workers. 

Hospitals responded either by creating a man-
date or putting greater resources into voluntary 
programs, and the vaccination rates of health care 
workers rose dramatically. In the 2012-2013 flu 
season, 30% of hospitals had a mandatory influ-
enza vaccination policy, and the overall vaccina-
tion rate in hospitals was 83%.1 

Recent outbreaks of measles, mumps and per-
tussis have placed a greater emphasis on other 
vaccines for health care workers. State laws vary, 
but most do not require hospital employees to be 
vaccinated. 

By 2011, only about one in four (26.8%) health 
care workers had received a Tdap booster to pro-
tect against pertussis, according to the CDC.2 Yet 
pertussis is a growing problem nationally, includ-
ing nosocomial outbreaks in which health care 
workers were infected and transmitted pertussis 
to vulnerable patients. 
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CNE/CME Questions

1.  According to Denise Murphy, RN, MPH, CIC, 
which  Centers for Medicare and Medicaid (CMS) 
program is shifting over the next few years from 
an initial focus on process measures to assess a 
greater proportion of hospital outcomes?
A. Affordable Care Act 
B. National Healthcare Safety Network
C. Value Based Purchasing 
D. Hospital Readmission Reduction Program

2.  In the interest of setting uniform policy, public 
health officials and the major infectious disease 
groups recently agreed that 80% of health-care 
associated infections are preventable.
A. True
B. False 

3.  In Congressional testimony, CMS official Patrick 
Conway, MD, said health care associated 
infection data currently collected under the 
Hospital Inpatient Quality Reporting Program 
includes 
A. CLABSIs
B. CAUTIs
C. Clostridium difficile
D. all of the above 

4.  The CMS Hospital Compare website only reflects 
hospital-onset infections, which are defined as 
those detected after patients are hospitalized for 
a minimum of:
A. one day
B. two days
C. three days
D. four days 
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2013 SALARY SURVEY RESULTS

What is you annual gross income from your  
primary health care position?

& Prevention 
The Trusted Source for the Infection Preventionist for More Than Four Decades

As an unprecedented emphasis on health 
care associated infections (HAIs) continues 
to unfold through the Affordable Care Act 
(ACA) and other pay-for-performance mea-
sures, infection preventionists have a singu-
lar opportunity to leverage their heightened 
profile into more program resources and 
higher salaries.

One thing is clear, the economic turmoil 
is in the rear view mirror. Overall, 73% of 
IPs responding to the Hospital Infection 
Control & Prevention 2013 salary survey 
reported they received a raise in the last 
year. Breaking those numbers down, 69% 

(up from 51% in 2012) reported an increase 
of 1% to 3%. Another 4% got wage hikes in 
the 4%-6% range. 

The HIC survey found that some two-
thirds of respondents made between 
$70,000 and $129,900 in the last 12 
months. In salary percentage breakdowns, 
11% were making between $50,000-
$59,000; 17% in the $70,000 to $79,999 
range; 21% drew between $80,000-
$80,900; and 17% made between $90,000-
$99,999. The higher salaries no doubt 
reflect a wealth of experience, as about a 
third of respondents had worked in infect-

A new wave of infection preventionists see 
increasing opportunities, rising wages
‘You have master's-prepared nurses killing for a position in infection prevention’
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In the past year, how has your salary changed?

What is your age?

tion control 20 years or longer. The demo-
graphics are changing, but there is cause 
for optimism. 

“Look at the level and the quality of 
today’s infection preventionists,” says 
Denise Murphy, RN, MPH, CIC, Vice 
President of Quality and Patient Safety at 
Main Line Health in suburban Philadelphia. 
“In the past, there were people who were 
coming to infection control as a career 
ender, saying, ‘I can’t lift patients anymore 
and I’m getting ready to retire and I’d really 
rather have an ‘office’ job.’ That hasn’t been 
the case in 20 years!”

A new wave of applicants

An IP for some 30 years before entering 
hospital administration, Murphy says there 
is high demand for infection prevention 
openings by a dynamic new pool of appli-
cants.

“I can tell you in recent years, you have 
master’s-prepared nurses killing for a posi-
tion in infection prevention,” she says. “We 
have a shortage of experienced IPs because 
so many of us are hitting retirement age. 
APIC is doing a very good with its partners 
in trying to make this role more attractive. 
As soon as a job in our health system is 

4.08% 
2.04% 

6.12% 6.12% 

22.45% 

30.61% 

22.45% 

6.12% 

0%

10%

20%

30%

40%

26-30 31-35 36-40 46-50 51-55 56-60 61-65 66+

27.78% 

68.52% 

3.70% 

0%
10%
20%
30%
40%
50%
60%
70%
80%

no change 1%  to 3% increase 4% to 6% increase



January 2014 / Supplement to HOSPITAL INFECTION CONTROL & PREVENTION ® 3

Where is your facility located?

posted for an infection preventionist, we get 
10 resumes in the first day.”

Compensation is improving as the value of 
the diverse IP skill set is recognized. 

“IPs are still not paid what they need to 
be paid, but they are paid more than double 
of what they were making when I started,” 
Murphy says. “I started as an IP making 
about 38K a year, and now [anecdotally] 
IPs are often making between $80,000-
$100,000 a year. And they are well worth 
the investment.”

Indeed the employment outlook is strong 
for IPs, with a recent health care career 
report noting that: “With a growing empha-
sis on patient safety, hospitals are paying 
increasing attention to infection control and 
job opportunities are very good. Current 
concerns about bioterrorism and emerging 
diseases also provide opportunities for these 
specialists.”1 

The report noted that IPs have an array of 
core competencies that include:

• Curiosity and persistence
• Good problem solving skills and the abil-

ity to think creatively
• Ability to make timely decisions, using 

good judgment

• Understanding of epidemiology and data 
analysis techniques

• Strong enough science background to 
understand how infections are transmitted 
and what protective practices are appropri-
ate in a given situation

• Knowledge of infection control guide-
lines and regulations

• Good understanding of human behav-
ior, to understand how and why people put 
themselves at risk

Alliance with patients, consumer groups

Though a lot of the ACA requirements 
are still coming on line, IPs appear to have 
staked out a favorable position to show their 
value to hospital administration and patients 
who are gradually becoming more informed 
about their risk of infection during hospital-
ization.

“No matter where the Affordable Care 
Act lands – and it’s going to land – infec-
tion prevention and control is going to be 
part of that,” says Patti Grant, RN, BSN, 
MS, CIC, president of the Association for 
Professionals in Infection Control and 
Epidemiology (APIC). “I still believe in my 
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How long have you worked in infection control?

gut though that the public has to know that 
we are in the hospital. If we continue to 
exist only because we are ‘required’ then it 
is just not going to get any better. There has 
to be a push, a reason for existence beyond 
a requirement, for us to advance and better 
benefit the patient.”

In that regard, APIC recently created a 
patient handout highlighting the IP role 
in the hospital and citing basic measures 
patients can take to protect themselves from 
HAIs. In a litigious society, there may be 
some temptation to play down the risk of 
infections, but that is becoming less likely as 
infection rates are now publically reported 
and health care is more transparent about 
potential patient harms.

“The fear of liability, I am sure it’s still out 
there, but now more than ever hospitals are 
seeing that they should face these issues 
head on — apologize to patients for prevent-
able harms, but more importantly learn from 
their mistakes,” says Joe Kiani, founder of 
the Patient Safety Movement Foundation. 

While working to inform patients about 
HAIs over the last decade, another con-
sumer advocate says it’s time for hospitals 
to financially support IPs like they would any 
other critical hospital function. 

“The infection preventionist is fundamen-
tal to health care,” says Lisa McGiffert, 
director of the Safe Patient Project at the 
Consumers Union, publishers of Consumer 
Reports.

However, as a former IP and current hos-
pital executive, Murphy sees the many com-
peting priorities administrators face.

 “It’s more than just a money game,” she 
says. “Executives know they need to invest, 
but there are too many competing priorities 
for dwindling health care dollars. They can 
only invest so much in non-revenue generat-
ing departments like quality, safety and pre-
vention. We want them to invest more, but 
we don’t bring revenue in so when the vol-
umes are low and the procedures are being 
done off site, hospitals are simply losing 
money. IPs have to be innovative and bring 
some ideas to the executive table.” 

Rather than just asking for “the big 
things” like an additional full-time IP staff 
position or a new expensive surveillance 
system, IPs would be better served to start 
small when seeking more resources, Murphy 
notes.

IPs can also negotiate to do more value-
added work by suggesting, “You could get 
more from the PI and implementation sci-
ence side of my role if we could offset some 
of the heavy administrative load that I carry 
(e.g. taking minutes, preparing agendas, 
writing policies and procedures),” she adds. 
“Some of those questions have to come up 
from the grass roots in infection preven-
tion instead of just waiting for executives to 
agree to the big heavy resources.”

Editor’s note: For more IP career 
resources and job postings, see the APIC 
Career Center at: http://careers.apic.org/
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