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The Newsletter has carried pre-
vious reports on the Joint Com-
miss ion  on  Accred i ta t ion  o f
H e a l t h c a r e  O r g a n i z a t i o n s ’
(JCAHO) Agenda for Change and
its development of indicators of
quality of care. SHEA member
Rober t  Haley ,  MD,  Chair  o f
JCAHO’s  Infection Control Indi-
cators Tak Force, updates us with
the following two-part report.

JCAHO Infection
Control Indicators,
Part I
In 1987, as part of its Agenda for
Change, the Joint Commission on
Accreditation of Healthcare Or-
ganizations (JCAHO) began a
long-term project to develop quan-
titative indicators of certain as-
pects of the quality of care pro-
vided by its accredited hospitals.
Indicator development initially fo-
cused on three areas: anesthesia,
obstetrics and hospital-wide. The
hospital-wide indicator task force
was to develop infection control
indicators as well as indicators for
medication use. After initial meet-
ings of the hospital-wide task
force, however, the JCAHO staff
concluded that a single task force
could not develop indicators in
many disparate areas and that,
instead, separate expert task
forces would be convened to de-
velop indicators for infection con-
trol and for medication use.

In January 1990, the JCAHO
convened a small group of consult-
ants to explore the development of
the infection control indicators.
Subsequently, it selected a larger
task force (listed in Part II), and
the developmental process got un-

derway with task force meetings
in April and July, numerous sub-
committee meetings and ex-
changes of drafts and telephone
conference calls between. The
next meeting is scheduled for late
October.

INTENT OF INDICATORS
The first business of the task

force was to arrive at a statement
of the intent of the infection con-
trol indicators to serve as a basis
for development. Through a pro-
ductive dialogue between the
JCAHO staff and task force mem-
bers, the intent of the indicators
process was defined to be two-fold
as follows: first, to encourage the
increased use of outcome meas-
urement by hospitals to improve
continually the quality of care
that they provide; and second, to
make the JCAHO’s accreditation
process more effective by enhanc-
ing its ability to measure the con-
tinuous improvement process in
hospitals between the triennial
surveys.

It is anticipated that hospitals
initially will use the measure-
ments internally to identify op-
portunities to improve infection
surveillance and control and to
reduce quality-of-care problems.
Later, the JCAHO will provide
hospitals with interhospital com-
parisons that can be used to iden-
tify further opportunities for im-
provement or potential problems
not detected by intrahospital
measurements. Just which data
will be transmitted to the JCAHO
for analysis and how they will be
sent are undetermined at present,
although it is clear that some form
of computerization will be re-
quired.

An important nuance of the pro-
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gram is that the JCAHO does not
intend to use thresholds or ranges
of indicator rates per se in accredi-
tation decisions. Rather, the ac-
creditation decisions may be influ-
enced by the appropriateness of
the actions that hospitals take in
response to the comparative rates
within intrinsic risk strata. This
allows for and encourages the
types of epidemiologic evaluation
of stratified rates and reasoned
action that have arisen in the
infection control field.

DEFINITION OF AN
INDICATOR

An indicator is a measurement
of a hospital process or outcome
performed according to standard-
ized written definitions and sys-
tematic data collection and tabu-
lation methods that should signal
validly areas of clinical practice
that potentially can be improved.
Indicators are not necessarily di-
rect measures of the quality of
care; they should be pragmatic
measurements that draw atten-
tion to potential opportunities to
improve, and either directly stim-
ulate action by clinicians or other
staff, or prompt further investiga-
tion that leads to improvement.

To be most useful, indicators
will be discrete, measurable and
clearly described. They will re-
flect practices agreed to be impor-
tant to the quality of patient care
for a large number of patients, of
substantial impact on the health
of individual patients and poten-
tially problematic, and, where
possible, reflect system-wide per-
formance. Ultimately, they will be
formulated in practical terms and
will be translated into data ele-
ments that can be collected by
some combination of standard
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clinical surveillance techniques,
medical record review, post-dis-
charge follow-up and computer
monitoring with a reasonable
amount of time and effort.

INDICATOR DEVELOPMENT
PROCESS

The first order of business at
the preliminary meeting of the
small group of consultants in Jan-
uary was to construct a process
diagram representing all of the
elements of hospital care relevant
to infection control to serve as a
systematic basis for ensuring that
indicators will be developed to
cover all important aspects of the
process. ARer a lively debate,
however, a strong consensus held
that, although process diagrams
had been used productively by
task forces developing other indi-
cators, these elements were al-
ready well understood in the in-
fection control field, and the is-
sues to be addressed by infection
control indicators had already
been thoroughly identified. Conse-
quently, the further development
of process diagrams was tabled,
and the consultant group pro-
ceeded directly to developing a
tentative list of indicators that
would measure the most serious
of the known nosocomial infection
problems for consideration by the
full task force. A standardized for-
mat for writing infection control
indicators also was devised, sub-
ject to later revision.

At the first meeting of the full
task force in April, the members
worked through the initial indica-
tor list and, for each indicator,
debated the following six indica-
tor evaluation criteria: the extent
to which it measures a known
problem; the seriousness of the
problem to patients; its applicabil-
ity to the 54,000 JCAHO-accred-
ited  hospitals; its representation
of issues that reflect system-wide
performance, such as multi-prac-
titioner, interservice and cross-
disciplinary coordination; its use-
fulness in improving care and re-
ducing unwanted patient out-
comes; and the feasibility of col-

lecting it reliably, validly and with
reasonable cost. At the end of the
meeting, subcommittees were
formed to focus on the indicators
for surgical wound infection,
pneumonia, urinary tract infec-
tion, bloodstream infection, em-
ployee health and indicator data
accuracy. The issue of indicators
for assessing the hospitals’ analy-
sis and use of data to reduce infec-
tion problems was lefl  to the en-
tire task force to study for the
next meeting. In the subsequent
three months, the subcommittee
members, working individually
and collectively by mail and con-
ference call, developed 12 indica-
tors. These were complied by the
JCAHO staff and mailed back to
all task force members with a
questionnaire for members to use
in rating each indicator using the
six indicator evaluation criteria.

At the second full task force
meeting, the ratings and com-
ments on the 12 draft indicators
were studied, and each indicator
was thoroughly debated. Through
the discussions, five of the 12 indi-
cators were eliminated and four
were constructed by group con-
sensus, including two new indica-
tors on how hospitals actually use
data collected for other indicators
to reduce the rates of nosocomial
infections. The latter two indica-
tors also were referred to the
JCAHO Department of Survey
Processes Improvement for possi-
ble inclusion in future survey ac-
tivities and to the Department of
Standards for possible use in fu-
ture revision or development of
accreditation standards. All of the
indicators again were referred to
their respective subcommittees
for further development and more
detailed implementation accord-
ing to a revised indicator descrip-
tion format. Other strategic is-
sues discussed included: further
efforts to portray the infection
control process in a schematic dia-
gram with which to convey the
context of the indicators; a debate
over the respective roles of proc-
ess and outcome indicators, par-
ticularly focusing on process indi-

cators to assess the accuracy of
hospitals’ surveillance data; and
the JCAHO’s  procedures for alpha
and beta testing of indicators in
volunteer test site hospitals.

REJECTED INDICATORS
These first two meetings of the

full task force were distinguished
more by the potential indicators
that were rejected than by the
task force’s acceptance of any. For
example, the first draR indica-
tor-the hospital’s overall noso-
comial infection rate-after a
thoughtful discussion, was re-
jected by unanimous vote. It was
considered to be too time-consum-
ing to collect because of the need
to do continuous, comprehensive
surveillance, unlikely to be accu-
rate, and thus misleading to inter-
pret, and unusable for interhospi-
tal comparisons because of the
lack of a suitable risk index to
control for the overall risk of infec-
tion of all types.

Other draft indicators that
were rejected either at the first or
second task force meeting or in
subcommittee meetings included
the rate of deaths attributable to
nosocomial infection (invalidity of
attribution to infection, relative
rarity, lack of proven risk adjust-
ment), rates of urinary tract infec-
tions in the neonatal intensive
care unit (narrow applicability
and low risk), extended length of
stay due to nosocomial infection
(limited usefulness), percentage
of antimicrobial doses attributed
to nosocomial infection (limited
usefulness), rates of patients
placed in respiratory isolation
more than 48 hours after admis-
sion (limited applicability), the
percentage of patient-care person-
nel immunized for hepatitis B (al-
ready covered by Occupational
Safety and Health Administration
[OSHAI  and state laws) and the
rate of sharps injuries in employ-
ees (reporting too variable).

The second half of the Joint
Commission Infection Control In-
dicators will be presented in No-
vember’s Newsletter.
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When blood is applied*
to the Baxter IMPASSE
fabric (Stock 83172,
Polypropylene) . . . . . . . . . . .

*applied at 0.5 psi of pressure
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intensive care by protective isolation. N. Engl. J. Med. 320: 1714-1721.
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CONTROL” Cover Gowns
from Kimberly-Clark are the #l
choice for many reasons, but none
more critical than the superior
barrier protection shown in these
unretouched photos. Simply put,
they far outperform other gowns.

Two major independent stud-
ies support CONTROL Cover
Gowns’ superior performance.

In a study at Arkansas
Children’s Hospital, CONTROL
Cover Gowns were shown to be
more protective against contam-
inated body fluids! And a study
published in The New England
Journal of Medicine showed that
CONTROL Cover Gowns and
gloves significantly reduced
nosocomial infection in pediatric
intensive care.2

Cross-section of CONTROL Cover  Gown Fabm

The key is CONTROL
Cover Gowns’ unique, three-layer
laminated fabric with an inner
layer of polypropylene micro-
fibers. This inner layer forms a
barrier to screen out bacteria and
resist fluid penetration. Yet, this
remarkable cloth-like fabric is
also highly breathable and tear
resistant.

Get the best for your staff
and patients. For more informa-
t ion on CONTROL Cover
Gowns, call I-8OO-KC  HELPS, or
l-800-524-3577.

@ Kimberly~Clarlc
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