VDH/VHHA Healthcare-Associated Infection Advisory Committee Meeting Minutes

December 10, 2009 10AM-1PM

Location: VHHA Office
Attendees: 

Association for Professionals in Infection Control and Epidemiology, Inc, Virginia Chapter (APIC-VA):

Bonita Allen, Kathy Bailey, Carolyn Bratcher, Jackie Butler, Eve Giannetta, Janis Ober

Board of Health:

Jim Edmondson

Consumer Group:

Bill Lukhard

Hospital Administrators:

Dale Carroll, Tracy Kemp Stallings

Virginia Department of Health (VDH):

Andrea Alvarez, Dana Burshell, Keri Hall, Diane Woolard
Virginia Hospital and Healthcare Association (VHHA):

Chris Bailey, Barbara Brown

VHQC:

Sallie Cook, Edna Rensing, Kim West 
Healthcare-Associated Infections (HAI) Project Update:

Diane Woolard from the Virginia Department of Health (VDH) gave an update on the Healthcare-Associated Infections (HAI) project.  VDH will be partnering with the Virginia Hospital and Healthcare Association (VHHA), VHQC, and the Virginia chapter of the Association for Professionals in Infection Control and Epidemiology, Inc (APIC-VA) to enhance capacity and surveillance of HAIs as well as build prevention collaboratives.  This project is funded by American Recovery and Reinvestment Act (ARRA) funds.  Progress to date has included:  finalizing memoranda of agreement with VHQC and VHHA; forming a Steering Committee; attending a grant kick-off conference; drafting a HAI State Plan, proposing additional HAI surveillance measures to VDH leadership; and enhancing capacity at VDH by recruiting a HAI coordinator, hiring a HAI epidemiologist, receiving a Council of State and Territorial Epidemiologists (CSTE) Applied Epidemiology Fellow, and forming an internal HAI team. 
HAI State Plan Presentation and Discussion:


Virginia’s HAI State Plan will be submitted by December 30, 2009.  Diane Woolard gave an overview of a draft of the plan and elicited feedback from Advisory Committee members.  Comments about the State Plan included:  a lack of direct mention of antibiotic stewardship; an absence of discussion about the project’s sustainability; a lack of consumer/family education; a lack of vision/aspirational goal; concern about National Healthcare Safety Network (NHSN) funding and flexibility of the NHSN software; and an absence of an executive summary and more defined explanation of the hospital’s role in infection prevention.

Prevention Collaborative Planning:

Edna Rensing from VHQC gave a presentation on prevention collaboratives and how they are used to reduce HAIs.  She explained the process of establishing a collaborative, including a basic timeline of main events and composition of the collaborative team.  In January 2010, a multidisciplinary expert panel will be convened to discuss which infection is to be targeted by the prevention collaborative as part of Activity C of the HAI project.

The Comprehensive Unit Safety Program (CUSP) Initiative:
Barbara Brown from VHHA introduced the CUSP Initiative, which is a successful prevention collaborative that has been found to significantly reduce rates of central line-associated bloodstream infections in other states.  VHHA will be responsible for recruiting at least 10 participating hospitals, completing pre-test and post-test surveys, and conducting monthly checkups at each hospital.  
Possible HAI Reporting Metrics:

VDH will be adding four HAI metrics to state regulations.  State Epidemiologist Dr. Keri Hall presented four possible metrics to the Advisory Committee that were chosen in alignment with national priorities from the Department of Health and Human Services and the Centers for Disease Control and Prevention’s Division of Healthcare Quality and Promotion.  
1) Central line-associated bloodstream infections outside intensive care units (ICU).  Further discussion will determine if this will be defined as selected units outside ICUs or all units outside ICUs.

2) Surgical care improvement measures.  These process measures are already collected by acute care hospitals and reported to the Centers for Medicare & Medicaid Services.
3) Clostridium difficile infections.  Further discussion will determine if these infections will be defined using the infection event or laboratory-identified event surveillance.

4) Surgical site infections (SSIs).  SSIs resulting from three procedure types (coronary artery bypass graft (CABG), hip replacement, and knee replacement) are being considered.  Surveillance for infections resulting from these procedures will be piloted, with representation from hospitals of varying bedsize and geographic region.  

Next Steps and Closing Remarks:


Action items of the next quarter include:  submitting the HAI State Plan; distributing a HAI surveillance and training needs assessment to infection preventionists, quality improvement officials, and hospital administrators; gathering lessons learned from VHQC’s methicillin-resistant Staphylococcus aureus (MRSA) project; convening an expert panel in January to inform the establishment of a prevention collaborative; developing HAI reporting metrics and associated pilot plans; and drafting a HAI training and communications plan.
The next Advisory Committee meeting is planned for late March/April 2010.
