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WELCOME TO RID’S 
INNOVATIVE PRODUCTS NEWSLETTER

Hospital infections erode profits. Every two million infections add an astounding 
$35 billion to direct treatment costs in the U.S. Many of these costs are not reim-

bursed. They destroy a hospital’s financial health. 
RID MAKES THE BUSINESS CASE FOR INFECTION PREVENTION. 

•	 RID is a not-for-profit educational campaign to deliver the best research to hospital deci-
sion makers, doctors, nurses, and healthcare executives on how to prevent infections. 

•	 Since 2003, RID has been the leading voice showing that preventing infections makes 
healthcare institutions more profitable. Let us help you turn your bottom line from red 
to black.

•	 RID helps medical professionals identify the technologies that will make infection pre-
vention possible. These technologies compensate for human errors such as poor hand 
hygiene, imperfect room cleaning,  and lapses in sterile procedure.

•	 Innovative technologies are the most important tool in preventing infection. 

Let RID help you.  
Please contact us at 212-369-3329 or betsy@hospitalinfection.org

Betsy McCaughey, Ph.D. Chairman

For more information about RID and a list of our impressive board members and 
scientific advisory committee, please visit www.Hosptalinfection.org 

(continued on next page)

Cleaning the 
h o s p i t a l 
e n v i r o n -

ment, educating 
personnel about 
C. diff, and con-
trolling antibiotic 
use are essential 
to meet the C. diff 

challenge. But in addition, hospitals 
and nursing homes need to focus on a 
largely NEGLECTED OPPORTU-
NITY TO PREVENT C. DIFF: 
patient hand hygiene.
Sometimes contaminated medical de-
vices are to blame for C. diff, but more 
often patients give themselves C. diff. 
They touch contaminated surround-

Dear Caregivers--The Key To Preventing C. Diff: 
By Betsy McCaughey, Ph.D.

ings, pick up the spores on their hands, 
and then touch their lips or pick up 
food and swallow the spores along with 
the food.

RID’s Fifteen Steps that patients can 
take to reduce their infection risk in-
clude this advice: “Wash your hands 
frequently, avoid touching your hands to 
your mouth, and do not set food or uten-
sils on furniture or bed sheets.” But many 
patients need help cleaning their hands 
and unfortunately don’t get it. They also 
need a reminder, especially at mealtime.
RID has printed tent cards for meal 
trays available in many languages. The 
cards say, “Please clean your hands 
before enjoying this meal and avoid 
putting your utensils on any surface 

Dear RID Editor - The US Department of Vet-
erans Affairs has come under unfair  fire for the 
incidence of Legionella in VA facilities.

Thirty-four years after Legionella was  dis-
covered,  the problem caused by it contin-
ues to be under acknowledged and mostly 

except your plate.”
We’d like to work with you to provide 
patients with the reminders and the help 
they need to keep their hands clean, in-
cluding towelettes on their meal trays.
And we are looking for opportunities 
to measure the positive impact of this 
strategy on C. diff infection rates.
Please contact us to partner in this im-
portant effort. 212-369-3329 or betsy@
hospitalinfection.org.

Letter: misunderstood. Commonly characterized 
as “rare” in the media, Legionella bacteria 
are anything but. Scientific research has 
found that approximately 70% of hospitals 
have Legionella in their water systems. In 
addition, the CDC noted in 2011 that Le-
gionella incidence had increased approxi-
mately 300%.

A lack of government leadership has fos-
tered a culture of ignorance  among the 
healthcare industry. Contributing to the 
misunderstood nature of the problem, 
Legionnaires Disease mimics pneumonia 
symptoms and is commonly misdiagnosed 
as “Complex Pneumonia.”  This results in 
an unacceptable loss of life, some estimate 
as high as 10,000 annually in the US. If 
correctly identified and treated, deaths due 
to Legionnaires Disease are preventable.

In 2008, the US Department of Veteran’s Af-
fairs  had the foresight to issue the first national 
policy to proactively address Legionella in its 
hospitals’ water systems. The reason the Veter-
ans Hospital of America is under fire is because 
the Pittsburgh VA experienced a Legionella 
outbreak killing five veterans over a period of 
time that culminated in November of 2012, 
when the story broke in the local media. The 
irony is that the Pittsburgh VA had been at the 
forefront of Legionella research and had been a 
pioneer in the successful use of water disinfec-
tion technology for over 10 years.

The Department of Veterans Affairs, Of-
fice of Inspector General found that the 
Pittsburgh VA did not follow their own 
Legionella policy and failed to properly 
maintain their disinfection system, a cop-
per silver ionization system that had suc-
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A
s a host of new govern-
ment payment penalties 
and reporting require-
ments take effect, prevent-

ing healthcare-associated infections 
is becoming a matter of financial sur-
vival for hospitals. HAIs put millions 
of dollars in revenue at risk, threaten 
hospital reputations and tax already 
limited infection prevention resources.  
Accounting for all of the Medicare pay-
ment reforms related to HAIs, as well 
as the costs of extended stays to treat 
infections, a hospital with $50 million 
in annual Medicare inpatient revenue 
would have a potential of $4.82 million 
in reimbursement at risk this year; that 
risk will grow to more than $6.6 million 
by the fall of 2014 (see chart).

Those figures do not take into account 
Medicaid and private payor actions, 
which are growing in intensity. Nor 
do they reflect the significant costs 
of litigation arising from infections.   
With 39 percent of hospitals running 
at a financial loss in 2011, even a small 
change to reimbursement rates can lead 
to huge changes in staffing models at 
hospitals and ultimately the quality of 

A Revenue Leak Soon Turns to Flood: How Payment Penalties 
for High Infection Rates Could Drain Hospital Finances

by Adam A. Boris, CEO, ICNet Systems
patient care they are able to provide, the 
American Hospital Association says.

As a result of these pressures, many se-
nior leaders are looking at new ways of 
preventing infections, including screen-
ing new patients and adopting surgical 
checklists, stronger isolation precau-
tions and electronic surveillance of po-
tential infections. 

HAIs and Payment Penalty Calculator
For a 250-bed hospital, with 
2013 Medicare inpatient PPS re-
imbursement of $50 million                                     

* Based on total withhold in fiscal year 2012 divided by 
number of U.S. hospitals subject to payment penalties   
** Assumes 10,000 admissions, 4% HAI rate, and 
7 days of extended stay per HAI; internal cost of ad-
ditional patient day assumed to be $1,000

A continuing threat
The contagion in America’s hospi-
tals is far from being under control. In 
fact, emerging threats from multi-drug-
resistant organisms and continuing 
problems in controlling surgical-site 
and catheter-related infections have, if 
anything, made the problem more dire.  
There is evidence that public reporting 
and payment reforms have had a posi-
tive, but limited, effect. 

“The mandatory reporting and in some 

Fiscal  year 2013
Program % payment at risk    $ at risk
Infection reporting to NHSN  ........................ 2%  ..............$1 million
Value-based Purchasing .................................1%  ............. $500,000
Readmissions     ............................................1%   ............. $500,000
Nonpayment for HAIs* .................................. NA   .............. $20,000  
TOTAL PAYMENT AT RISK:      .............................   .......... $2,020,000
COST OF EXTENDED STAY DUE TO HAI**    ...........   .......... $2,800,000
TOTAL DIRECT COSTS AND PENALTIES   .............   ..................$4,820,000 
       

Fiscal  year 2015
Program % payment at risk    $ at risk
Infection reporting to NHSN: ........................ 2%  ..............$1 million
Readmissions:   ............................................ 3%  ...........$1.5 million
Bottom quartile of infections:   .....................1%  ............. $500,000
Value-based purchasing   ............................1.5%  ..............$750,000
Nonpayment for HAIs*   ................................ NA  ............... $20,000
TOTAL PAYMENT AT RISK:       ............................   ...........$3,770,000
COST OF EXTENDED STAY DUE TO HAI** ..............   .......... $2,800,000
TOTAL DIRECT COSTS AND PENALTIES  ..............   ...........$6,577,000

cases public reporting 
of HAIs has seemed 
to elevate the impor-
tance of infection pre-
vention in hospitals 
and often resulted 
in increased atten-
tion by the C-suite 
on the roles, re-
sponsibilities and 
data collected by infection prevention-
ists and hospital epidemiologists,” said 
Patricia W. Stone, a professor of health 
policy and director of the Center for 
Health Policy  at Columbia University 
School of Nursing, who has written ex-
tensively on HAIs and reimbursement. 

Although there has been a reduction in 
those infections that have been system-
atically measured and reported, many 
common infections persist and are in-
creasing in prominence. Norovirus, a 
pathogen that often causes food poison-
ing and gastroenteritis, is the fastest-
growing infection and was responsible 
for nearly one in five infection out-
breaks and 65 percent of unit closures 
in U.S. hospitals during a two-year pe-
riod, according to a study published in 
the February 2012 issue of the American 
Journal of Infection Control. 

The high price of inaction
Government payment policies ini-
tially focused on a few HAIs. Since 
2008, Medicare has refused to pay 
the added cost of treating catheter-
associated urinary tract infections 
and central-line-related bloodstream 
infections, a policy since extended 
to surgical-site infections following 
coronary artery bypass grafts, bariatric 
surgeries and orthopedic procedures.  
A Harvard study published in the New 
England Journal of Medicine in October 
2012 found no evidence that the Medi-
care non-payment policy had any mea-

cessfully controlled the Legionella, when 
properly maintained, for more than 10 
years. There is no question that multiple 
failures at the Pittsburgh VA contributed 
to the tragic loss of 5 veterans and that the 
Pittsburgh VA should be held accountable 
for their mistakes. But it should also be rec-
ognized that the US Department of Veter-
ans Affairs has an impressive history of best 
practices leadership regarding Legionella 
control and prevention.  One bad actor 
should not undermine decades of proactive 
efforts.- Tory Schira, Chicago, Illinois

RID welcomes letters to the editor. Please send 
to amber@hospitalinfection.org

Letter:
(continued from previous page)

(continued on next page)
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surable effect on infection rates in U.S. 
One issue blunting the impact of the 
law is that hospitals can continue to 
bill for not only the diagnosis present 
on admission, but also co-morbidities 
for infected patients. In fact, CMS has 
admitted that nationally only about 
$50 million to $60 million has been 
withheld each year from hospital reim-
bursements. Newer payment penalties 
are rapidly changing the picture

If you think about that amount of mon-
ey spread across 5,000 or 6,000 facilities, 
hospitals haven›t had a lot of skin in 
this game, but the no-pay rule did get 
people›s attention because it was the 
first time there were any payment rami-
fications related to quality,” said Ed Sep-
timus, MD, a professor of internal medi-
cine at Texas A&M Health Science 
Center in Houston, who previously ran 
infectious disease programs at Memorial 
Hermann Healthcare System. 
Newer payment penalties, however, 
are rapidly changing the picture. The 
Patient Protection Affordable Care 
Act introduced the Hospital Inpatient 
Value-Based Purchasing program, a 
readmissions reduction program and a 
new withholding program for adverse 
events. The law also broadened the 
Inpatient Hospital Quality Reporting 
Program, with more data required to be 
reported through the National Health-
care Safety Network.  
Value-based purchasing began in ear-
nest in October 2012 with a 1 percent 
withhold of baseline DRG payments 
(the potential penalty will rise to 2 
percent by 2016). To earn back a por-
tion or all of the withhold, hospitals 
must perform well on a combined score 
based on clinical quality indicators and 
patient satisfaction measures. For fiscal 
year 2013, 70 percent of the score is 
composed of clinical process measures, 
including several related to infections.

In all, for fiscal year 2013 Medicare is 
rewarding 1,557 hospitals with more 
money and reducing payments to 1,427 
others, according to CMS data. 

The VBP program will be even more 
painful for hospitals when «double 
jeopardy» kicks in. Beginning in Octo-
ber 2014, another 1 percent penalty on 
all Medicare payment will be assessed 
for hospitals in the bottom quartile of 
all healthcare-associated conditions 
—the so-called «never events» that 
include HAIs—doubling down on the 
nonpayment rule.“Once you are in 
it, you might not ever get out of that 
quartile,” Mr. Septimus notes. 

Readmissions
Under a policy that began to take ef-
fect on Oct. 1, 2012, hospitals with 
high rates of 30-day readmissions will 
be subject to a payment penalty, with 
those in the worst quartile losing 1 per-
cent of baseline MS-DRG payment. 
That maximum penalty will rise over 
two years to 3 percent. 
A recent report found that 2,217 hos-
pitals, or 63.4 percent received penal-
ties for having too many readmissions, 
and 307 hospitals received the maxi-
mum 1 percent penalty. 
Post-discharge infections are one of the 
leading causes of readmissions, espe-
cially for surgical patients, studies show.

Hospital patients with a positive clinical 
culture for MRSA, vancomycin-resis-
tant enterococci or Clostridium difficile 
are 40 percent likelier to be readmitted 
within a year than other patients, said a 
study in the June issue of Infection Con-
trol and Hospital Epidemiology. 
Payment reform is hardly limited to 
Medicare. Starting July 1, 2012, the 
PPACA prohibited federal Medicaid 
matching funds to states for payments 
attributed to care provided for the 
same conditions as the Medicare non-
payment rule.

Reporting concerns
Since January 2011, hospitals partici-
pating in the Hospital Inpatient Quality 

Reporting Program have had to report 
central-line-related infections to the 
National Healthcare Safety Network or 
risk loss of 2 percent of baseline Medi-
care payment. In 2012, the program ex-
panded to cover urinary tract infections 
and infections from inpatient colon and 
abdominal hysterectomy surgeries. 
Beginning in January 2013 inpatient 
acute-care facilities must report MRSA 
and C. difficile infections to NHSN
Reporting data to NHSN has become 
a full-time job for many infection pre-
ventionists. Hospitals must report not 
only infections, but also all procedures 
covered by those codes so the CDC can 
establish baseline rates of infections. 
“Many infection control departments are 
stretched with various mandatory report-
ing requirements, including the federal, 
state and perhaps the local Quality Im-
provement Organization or and/or The 
Joint Commission,” Ms. Stone of Colum-
bia said. “Many clinicians have reported 
that this takes away time from general 
prevention activities such as education 
and patient follow up, as well as from 
important (infection-related) problems.”
To effectively manage the myriad met-
rics and reporting requirements and 
their resulting penalties and costs, Ms. 
Stone says that hospitals need to invest 
in appropriate resources to ensure they 
can reliably set objectives for HAI re-
duction and measure their performance 
against those objectives. 
Adam Boris is CEO of ICNet Systems, a 
Chicago-based provider of automated infec-
tion surveillance and antibiotic stewardship 
software for hospitals. For more information 
go toICNetSystems.com.

A Revenue Leak 
Soon Turns to Flood 
(continued from page 3)

If you’d like to participate in  
the winter issue, please contact

Betsy McCaughey, Ph.D.
Chairman of RID at 

212-369-3329 or 
betsy@hospitalinfection.org
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I
ncidence of hospital-acquired Le-
gionnaires’ disease is increasing. 
Outbreaks are occurring world-
wide and have been reported 

not only from healthcare facilities but 
also long-term care facilities (nurs-
ing homes and assisting living apart-
ments). Cases of Legionnaires’ dis-
ease are usually due to contaminated 
drinking water supplies, but several 
reservoirs are also implicated includ-
ing oxygen humidifiers, ice machines, 
bronchoscopes, and decorative foun-
tains. Although effective antimicrobial 
therapy is available, sometimes it is too 
late because hospitalized patients may 
have underlying diseases that compli-
cate the therapy. The 30-day mortal-
ity was 13% for community- acquired 
Legionnaires’ disease versus 33% for 
hospital-acquired cases. 

Hospital-acquired Legionnaires’ dis-
eases may become more apparent if 
knowledge of environmental culture 
results stimulate the awareness by phy-
sicians and increased use of specialized 
laboratory testing for pneumonia pa-
tients, as has been documented else-
where. In other words, if a doctor is 
informed that there is Legionella in his 
hospital water supply, he/she will be 
far more diligent in testing patients for 
signs of Legionnaires’ disease.

Risk Assessment
The presence of Legionella in the 
hospital water system is the only 

predictive factor of risk for contract-
ing Legionnaires’ disease

The pipe network of a hospital water 
distribution systems are ideal reservior 
for Legionella replication, and the 
presence of Legionella in a high pro-

have proved effective and considered 
the best available technology today. 

The selection of vendor for a disinfec-
tion system is an important decision. 
In our experience, such disinfection 
system is likely to fail if the decision 
for purchase and installation was made 
by the engineers within the facilities 
with minimal input from the infection 
control team. It takes a team approach 
to arrive at the solution that satisfies 
all the departments. As a result, we 
recommend that the infection control 
team lead the task force in both select-
ing the disinfection method and the 
vendor. Other members of the team 
should include hospital engineers and 
members of the administration. Evi-
dence-based data should be used for 
choosing a vendor that provides the 
system monitoring, data validation and 
technical support.

Legionella site positivity and disinfec-
tant concentrations need to be rou-
tinely monitored for the life of the sys-
tem. Beyond the technology, selecting 
a vendor who has an ongoing monitor-
ing support and service plan is critical 
to the efficacy of the program. 

In this industry, clinical treatment, pa-
tient safety, and treatment costs are all 
controlled by “Pay for Performance”. 
Hospital management need a multi-
pronged approach to ensure optimal 
results for patients and thrive in the 
demands of today’s healthcare world. 

Dr. Eason Lin is currently the Visit-
ing Professor at University of Pittsburgh 
in Pennsylvania. He is Professor and 
Director of Center for Environmental 
Laboratory Services, National Kaohsiung 
Normal University, Taiwan. Contact: 
yusenlin@pitt.edu.

Reducing Legionella Infection in Hospitals by Risk 
Assessment and Cost-Effective Preventive Measures

IT’S UBIQUITOUS, SO LET’S LOOK FOR IT AND BE BETTER PREPARED
By Yusen E. Lin, PhD, MBA,University of Pittsburgh, Visiting Professor, Civil & Environmental Engineering

portion (>30%) of distal sites has been 
shown to be predictive of case occur-
rences. In studies conducted by 8 hos-
pitals in U.S. and Spain, 100% (8/8) of 
hospital water systems colonized with 
Legionella reported hospital-acquired 
Legionnaires’ diseases which were un-
covered following subsequent clini-
cal surveillances. In a U.S. national 
surveillance study of 20 hospitals in 
13 states, 14 hospitals were colonized 
with Legionella in the water systems in 
which 43% (6/14) hospitals had envi-
ronmental positive rates for Legionella 
> 30%. Among the 6 hospitals with 
high-level of Legionella contamina-
tion, 4 hospitals discovered hospital-
acquired Legionnaires’ diseases. 

Routine environmental cultures of Le-
gionella are necessary to assess such 
risk, and are recommended by various 
authorities. The Allegheny County 
(Pittsburgh) Health Department rec-
ommends once a year culturing of water 
sites in patient units and wards housing 
high risk patients while the Maryland 
State Guideline recommends flexibil-
ity with four time a year culturing if an 
outbreak has occurred. For those hospi-
tals using systemic disinfection, World 
Health Organization (WHO) recom-
mends Legionella culture of the drink-
ing water be performed every 3 months 
to verify efficacy.

Cost-Effective Preventive Measure
If Legionella is found to colonize the 
hospital water system, and cases of hos-
pital-acquired Legionnaires’ disease con-
tinue to occur, such infections can be 
prevented by disinfecting hospital water 
systems. Copper-silver ionization disin-
fection and point-of-use (POU) filters 
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What is carbapenam:
Carbapenams are a class of antibiotics 
made by modifying penicillin.  This 
chemical modification keeps part of 
the penicillin molecule, called the 
beta-lactam structure, and makes the 
rest artificial.  The modifications were 
made because bacteria rapidly became 
resistant to penicillin.  Chemists added 
bits and pieces of chemical structures 
to penicillin avoid this resistance.  The 
bacteria figured out how to make en-
zymes to chemically destroy these new 
modifications.  After 70+ years of this 
war between chemists and bacteria, the 
bacteria have topped the chemists by 
making a class of enzymes called car-
bapenmases. 

Currently, the most common carbape-

nam antibiotic used is meropenam.   In 
the fight between chemists and bacte-
ria, meropenam is the last antibiotic 
standing.  If a bacterium is resistant to 
meropenam there are no good other 
choices.

What is CRE?
The gram negative bacteria that have 
become resistant to carbapenams are 
known as CRE, or carbapenam resis-
tant enterics.  Until a short time ago 
carbapenam resistance was only in one 
type of enteric, called Klebsiella pneu-
moniae; therefore resistant bacteria 
were called KPC.  Unfortunately re-
sistance has spread to bacteria related 
to Klebsiella and we now use the term 
CRE.  These enteric bacteria normally 
live in the intestines of humans.  

What is the 
CRE prob-
lem?
CRE is primari-
ly a nosocomial 
associated prob-
lem.  The likely 
reasons include 
the follow-
ing:  the use of 
large amounts 
of various an-
tibiotics that 
select for the 
CRE bacteria; 
the transport 
from patient to 
patient of CRE 
on the hands 
of health care 
workers, in-
cluding doctors 
and nurses; an 
envi ronment 
such as a hos-
pital room in 

which the bacteria 
can be deposited to 
infect new residents.  
For example, the 
CRE bacteria can remain alive in hos-
pital rooms for a very long time period.  
In one study, after 30 days significant 
numbers of CRE could be found in a 
hospital room, and even after 100 days 
CRE were recovered.

Death rates of up to 50% can be seen 
in patients with CRE isolated from the 
blood.  The CDC has identified CRE 
as one of the prime problems for hospi-
talized patients.

Impediments to Control
Lack of funding:  There is no billing 
code for CRE under Medicare and 
Medicaid.  Therefore, reimbursement 
for the actual laboratory testing is not 
available.  While there would be a huge 
financial benefit to the prevention of 
infections (in addition to the obvious 
benefit to the patient) hospitals do not 
balance costs and benefits between de-
partments.

Lack of a diagnostic test:  The IDSA 
says “New, rapid accurate diagnostic 
tests are sorely needed.  Unfortunately, 
there is little impetus for companies…”

Need for highly skilled labor:  Current 
methods require several days and uti-
lize highly skilled and costly labor.

The Answer:  New CRE Test
Now there is a test that allows the de-
tection of CRE bacteria directly from 
people or the environment.  It is called 
EPI-CRE® and is one of a group of 
screening tests for dangerous bacteria 
such as MRSA and VRE marketed by 
Pilots Point LLC (www.PilotsPoint.
net).  The CRE comes as a powder in 
a test tube.  At the time of use, water is 

1.   www.cdc.gov

2.     www.who.int

3.    Impact  of  a Computerized  Clinical  Decision  Support  System  on Reducing  Inappropriate  Antimicrobial  Use:  A Randomized  Controlled  Trial.  McGregor,  et al.  J  
Am Med  Inform Assoc.  2006;13:378-384

4.   The  nature of  adverse  events  in hospitalized  patients.  Results  of  the Harvard  Medical  Practice  Study  II.  Leape  LL,  Brennan  TA,  Laird  N,  Lawthers  AG,  Localio  
AR,  Barnes  BA,  Hebert  L,  Newhouse  JP,  Weiler  PC,  Hiatt H,  N Engl  J  Med.  1991;324(6):377

5.   Adverse  drug  events  in hospitalized  patients.  Excess  length of  stay,  extra  costs,  and  attributable  mortality. Classen  DC,  Pestotnik  SL,  Evans  RS,  Lloyd  JF,  
Burke  JP,   JAMA.  1997;277(4):301

6.  Increase  in US  medication-error  deaths  between  1983  and  1993.  Phillips  DP,  Christenfeld  N,  Glynn  LM,  Lancet.  1998;351(9103):643.

7.  Adverse  drug  events  in hospitalized  cardiac  patients.  Fanikos  J,  Cina  JL,  Baroletti  S,  Fiumara  K,  Matta L,  Goldhaber  SZ,  Am J  Cardiol.  2007;100(9):1465.

8.   The  costs  of  adverse  drug  events  in hospitalized  patients.  Adverse  Drug  Events  Prevention  Study  Group.  Bates  DW,  Spell  N,  Cullen  DJ,  Burdick  E,  Laird  N,  
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Saving Costs and Resources

ICNet™ software will dramatically reduce the administration time for an Infection Prevention team 
allowing more time and focus to be spent on patient care and infection prevention.(1)

Real-time alerts 
Natural language data mining at any frequency 
you require

Outbreak Management    
A visual representation, allowing you to report 
and control the outbreak

Simplifi ed Reporting  
More reports available in one click saving you 
time!

pHAI Identifi er 
A sophisticated tool developed to identify 
possible HAI’s from the specimens provided

Public HAI reporting  
For your local and national authority needs 

Browser-based 
Quick and easy access from any computer 
system in your hospital including mobile tablets

Fast installation   
Minimizing disruption to you and realizing the ROI 
benefi ts quickly, requiring minimal local IT resources

Data Security  
Secure for your patient information. All patient 
data stays safely behind the hospital fi rewall 
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50%+ Reduction

The CDC states that an average hospital will have 368 HAIs a year at a total cost exceeding $9 million. 

A SENIC study found that infection control programs with an automated surveillance system, 
reduces hospital infection rates by as much as 32%.(2) 

Case reports from groups utilizing electronic tools have reported signifi cant reductions in infections 
and exceptional Return on Investment (ROI).

Easy and Flexible

Automated surveillance software will address the need to carry out a wider range of  infection 
prevention activities such as auditing of  processes, root cause analysis, outbreak management and 
monitoring of  high risk patients in a single integrated system. 

At ICNet our focus is to provide you with a suite of systems to manage your infection prevention needs.Removing constraints. Providing evidence. Putting you in control.

The number of  Healthcare Associated Infections and the increased incidence of  drug resistant 
strains drive unnecessary costs and patient risks. With the increase demands of  mandated reporting 
and the associated risk to hospital revenue, there has never been a better time to partner with the 
global leader in infection prevention software.

Delivering clear, actionable information, the ICNet Agile SurveillanceTM platform receives data from 
your existing and planned clinical systems (such as ADT, EMR, Surgery, Pharmacy, Radiology, etc.). 
With powerful analytical and fi ltering tools, you see only the data you need to recognize and respond 
to infections and optimize the antibiotic therapy, with true real-time alerting.
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ICNet is the global leader in Infection Prevention 
Software, in daily use at nearly 1000 hospitals
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2. Hughes JM. Study on the effi cacy of  nosocomial infection control (SENIC Project): results and implications for the future. Chemotherapy. 1988;34(6):553-61. (Medline)

Believe in the Power of Prevention
Convert avoidable expense into revenue

• Provide early warning to 
infection control of a possible 
outbreak

• Help drive appropriate use of 
antibiotics

• Integrate electronic reporting 
of data to government 
agencies

• Meet Meaningful Use 
requirements

• Ensure maximum 
reimbursement

Our Agile Surveillance™ solutions:

ICNet® is the global leader for infection surveillance and 
antibiotic stewardship software, in daily use at more 
than 1,200 hospitals.

ICNet Systems, Inc.
4320 Winfi eld Road, Suite 200, Warrenville, IL 60555
630.836.8073
www.icnetsystems.com  |  info@icnetsystems.com

CRE AND A NEW CRE TEST
by Stephen C. Edberg, Ph.D., A.B.M.M., F.A.A.M.  

Yale University, Professor, Laboratory Medicine, Internal Medicine and Chemical Engineering 

(continued on next page)
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Legionella Risks 
and Other Water-
borne Pathogens 
by Russ Nassof

While the quality 
of the indoor air 

we breathe every day has 
been the focus of gov-
ernmental regulation 
and has even stimulated 
a huge “Green Build-

ing” initiative throughout the United 
States, little, if any, focus has been di-
rected at the quality of water in those 
buildings, and the potentially deadly 
bacteria that all too often live within 
that same environment.  I can assure 
you that the words pseudomonas, aci-
netobacter, and/or legionella-all very 
common water-borne bacterial patho-
gens- are words that you NEVER want 
to hear associated with anyone that 
you know or care about.  

Why is it then that all our focus ap-
pears to be on the air we breathe and 
not the water we drink, and is this all 

about to finally change?

Just a little more than 35 years ago, an 
outbreak of what appeared to be a new 
form of pneumonia occurred during 
an American Legion convention at a 
hotel in downtown Philadelphia kill-
ing 34 people and sickening hundreds 
more.  Today, we know that the source 
of this illness was the bacteria legionel-
la and the disease was what has come 
to be  known as Legionnaires’ Disease 
and not pneumonia.  Unfortunately, 

added to the powder to dissolve it.  A 
swab sample – an environmental surface, 
a person’s body site – is taken and the 
swab inserted into the 
liquid.  It is placed in 
an incubator.  Within 
hours a distinct color 
change from yellow to 
magenta tells you CRE 
bacteria are present.

For the first time hos-
pitals and government agencies can do 
a survey to determine the extent of the 
CRE problem, and hospitals can develop 
plans to sample the environment and 
surfaces to control it.

CRE TEST
(continued from previous page)

“In the mid 1990s, we experienced a cluster of Legionella Pneumonia cases among 
patients which molecular typing showed was linked to our hot potable water system. 
...In response,to the cluster, we immediately performed two cycles of chlorine disin-
fection of the hot potable water system, each of which suppressed Legionella num-
bers for about a month but which did not reduce the proportion of sampling sites 
from which these organisms could be recovered.  Hyperchlorination had knocked 
the total bacterial numbers down and immediately reduced risk, but did nothing to 
eradicate Legionella from any portion of the plumbing system.
It was not until a copper and silver ionization system was installed the following 
month that we saw a precipitous decline in Legionella numbers.”
John Marx, MPH, University of Wisconsin. excerpted from “Experience is the 
Best teacher,” Infection Control Today.

(continued on next page)

this bacteria, along with new and sig-
nificantly more drug resistant bacteria, 
are now showing up with increasing 
frequency in our water systems and 
causing illness not only in healthcare 
and long term care facilities, but in 
other structures as well including some 
of the ritziest hotels in this country.  
This increase has not gone unnoticed: 
the Centers for Disease Control and 
Prevention (CDC) reported a 217% 
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increase in cases of just legionellosis 
between 2001 and 2009 and the prob-
lem is not limited to the United States, 
but is a worldwide issue.

Contamination of building water sys-
tems can potentially destroy not only 
lives, but businesses and economies 
as well.  Liability is significant with a 
nearly $200 million dollar verdict hav-
ing been awarded for gross negligence 
on a recent legionella outbreak, report-
ed healthcare costs of approximately 
$86,000 to treat a single case of legio-
nellosis, and a single publicized case of 
Legionella was sufficient to destroy the 
business of a great hotel in less than a 
year. So maybe people are now starting 
to pay attention to the water…

For the last several years, the Ameri-
can Society of Heating, Refrigerat-
ing, and Air Conditioning Engineers 

(ASHRAE) has been working on a 
“guideline” to be released in code ready 
language (i.e. will have the force of 
law when adopted into local building 
codes) to finally address the “water” is-
sue.  This guideline (known as 188) will 
be applicable to those buildings where 
historical risks have been greatest for 
water-borne outbreaks of illness includ-
ing many types of healthcare facilities, 
buildings greater than 10 stories, and/
or those buildings with cooling towers, 
whirlpool spas/baths, decorative foun-
tains, humidifiers, and potable water 
systems (since much of the legionella 
in our water survives chlorination from 
municipal water treatment facilities).   
While water testing is not specifically 
required under the guideline, the de-
velopment of a hazard analysis and 
critical control point program (HAC-
CP) which will monitor conditions 
(known to be conducive to legionella 
proliferation) along with response ac-
tions (to be taken if established param-

eters are exceeded) will be needed to 
comply with ASHRAE 188.

Unlike many other pathogens poten-
tially impacting our health, includ-
ing the emerging and growing group 
of multi-drug resistant organisms all 
too present particularly in healthcare 
facilities today, prevention and con-
trol of legionella as well as other water 
borne pathogens IS possible and has 
been successfully demonstrated with 
numerous prevention and response 
technologies currently available today.  
Careful consideration should therefore 
be given to evaluating whether surveil-
lance of your water supply should be 
performed even in the absence of the 
ASHRAE 188, with the goal of mak-
ing the water in your building as safe or 
safer than the air you breathe.

Russ Nassof is Executive Vice President 
of RiskNomics, LLC. For more infor-
mation, visit www.risknomicsllc.com or 
email rnassof@risknomicsllc.com. 

Legionella Risks
(continued from previous page)


