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The adjoining article, “Pennsylvania: On the CUSP of Measuring Infection Prevention Culture,” focuses on the establishment of safety climate through implementation
of the Comprehensive Unit-based Safety Program (CUSP). During analysis for that
article, using Pennsylvania event data reported through the Centers for Disease Control and Prevention National Healthcare Safety Network, the analysts observed that the
required data field labeled “Died” was answered with “Y-Yes” responses in 21.2% of the
analyzed events (as opposed to 78.6% “N-No”). This field requires a positive response
if the patient died during the facility admission, whether or not the death was attributable in any way to the central line-associated bloodstream infection (CLABSI). There is
an optional field, “Death,” that may be completed for an event for being “assessed by
surveillance personnel as having contributed to the death. That is, the event [CLABSI]
either directly caused death or exacerbated an existing disease condition, which then
led to death.”1 This optional field corresponding to direct cause was not completed for
any of the events analyzed, so the data analysts focused on the “Died” field.
More information about the relationship between CUSP implementation and less
mortality from CLABSI could be obtained if the optional (contributed to) death field
data was available for analysis.
Table. Deaths in CLABSI Events Analyzed in Relation to Critical Care Units in CUSP,
September 2008 to June 2010
DEATHS

BASELINE

POSTIMPLEMENTATION

TOTAL

Cohort 2

29

22

51

430,123

665,010

5.11 (2.98 - 7.25)

7.67 (5.56 - 9.77)

Number of Patient Days
Cohort 2

234,887

Deaths per 100,000 Patient Days
Cohort 2

12.35 (7.85 - 16.84)

The Table shows that the number of deaths in the analyzed units decreased postimplementation, regardless of whether the death was attributable to the infection. This
decrease coincided with a larger number of patient days in those units. Further investigation may be warranted.
NOTE
1. Centers for Disease Control and Prevention National Healthcare Safety Network (search
term Primary Bloodstream Infection (BSI); cited 2012 Jan 10). Available from Internet (digital certificate required): https://sdn7.cdc.gov/nhsn/help/NHSN_Help.htm.
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THE PENNSYLVANIA PATIENT SAFETY AUTHORITY AND ITS CONTRACTORS

An Independent Agency of the Commonwealth of Pennsylvania

The Pennsylvania Patient Safety Authority is an independent state agency created by Act 13 of
2002, the Medical Care Availability and Reduction of Error (“Mcare”) Act. Consistent with Act
13, ECRI Institute, as contractor for the Authority, is issuing this publication to advise medical
facilities of immediate changes that can be instituted to reduce Serious Events and Incidents.
For more information about the Pennsylvania Patient Safety Authority, see the Authority’s
website at http://www.patientsafetyauthority.org.

ECRI Institute, a nonprofit organization, dedicates itself to bringing the discipline of applied
scientific research in healthcare to uncover the best approaches to improving patient care. As
pioneers in this science for more than 40 years, ECRI Institute marries experience and independence with the objectivity of evidence-based research. More than 5,000 healthcare organizations
worldwide rely on ECRI Institute’s expertise in patient safety improvement, risk and quality
management, and healthcare processes, devices, procedures and drug technology.
The Institute for Safe Medication Practices (ISMP) is an independent, nonprofit organization
dedicated solely to medication error prevention and safe medication use. ISMP provides
recommendations for the safe use of medications to the healthcare community including healthcare
professionals, government agencies, accrediting organizations, and consumers. ISMP’s efforts
are built on a nonpunitive approach and systems-based solutions.

Scan this code with your
mobile device’s QR reader
to subscribe to receive the
Advisory for free.

