
Gloria Bonaffini, a 71-year-old
Connecticut resident, entered
Bridgeport Hospital in 1996 for

coronary artery bypass surgery. She
expected to be home within a few
weeks, but her stay extended for more
than a year. The reason: her sternum
was infected by a staphylococcus germ
during the surgery. The infection spread
through her body and eventually killed
her, according to hospital records.1

Six years later, in St. Louis, MO,
13-year-old Raymond Wagner III broke
his left arm while sledding. He devel-
oped a staph infection in the hospital
that grew serious. He then spent several
grueling weeks in the hospital and had
to endure several more surgical proce-
dures. He survived, but faces a lifetime
of worry about a recurrence of the
infection.2

In the summer of 2006, dozens of
people protested outside a Louisville,
KY, hospital. The protesters included
former patients (or their families) who
said they had contracted an infection at
the hospital. “I’m permanently scarred,
my body is weak. It caused me so much
pain and heartache,” said one demonstra-
tor, who believes she was infected while
hospitalized for cancer surgery in 2002.3

These incidents, involving both
young and old, are far from unusual.
Across the nation, hospital-acquired
infections are a serious problem that
demands increased attention. People
who enter the hospital may end up with
an infection that can extend their stay,

cause lasting physical problems and be
fatal.

How serious is the problem? A
definitive answer cannot be known
because there is no rigorous, nationwide
tracking of hospital-acquired infections,
but what is known is disturbing. 

According to the U.S. Centers for
Disease Control and Prevention (CDC):

Each year nearly 2 million patients
in the United States get an infection
while hospitalized, known as “nosoco-
mial” infections (from the Latin word
for hospitals), but referred to in this
report as “hospital-acquired infections.”4

Of those patients, about 90,000 – or
246 a day – die as a result of their infec-
tion.5 Those 90,000 deaths are more
than the total deaths caused each year
by AIDS and automobile accidents
combined. 

For patients who are infected, hos-
pital stays can be extended by many
days or weeks; some patients carry the
damage from serious infections for a
lifetime. One such patient, Neil Novin
of Pikesville, MD, believes he was
infected with a devastating bacterium
known as MRSA (methicillin-resistant
Staphylococcus aureus) while in the
hospital for a hip replacement. The
infection has led him to undergo 11
additional surgeries.6

Many of these infections, and the
deaths they cause, are known to be pre-
ventable – through more aggressive
testing of incoming patients and stricter
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In 1996, watching conditions in the
Patterson Park neighborhoods worsen-
ing, Ed Rutkowski formed Patterson
Park Community Development Corpo-
ration (CDC). His effort was strength-
ened by a $40,000 grant from The Abell
Foundation and a commitment from the
Foundation to guarantee a portion of
private bank loans for acquisition and
renovation of area houses.

With the benefit of community
representation, Rutkowski and his
board defined the neighborhoods to be
targeted as those lying north and east
of the park.

In the first nine months of its oper-
ation, the CDC completed renovations
on three houses. Initially, the market
was flat. To create incentives designed
to attract buyers, the CDC partnered
with the Foundation and together creat-
ed programs that offered free tuition to
St. Elizabeth’s Catholic school, and a
Home Value Guarantee program that
underwrote payment of property value
declines for owner-occupants.

Under Rutkowski’s leadership the
CDC has created important market-set-
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hygiene standards. Other measures
include the basic one of ensuring that
doctors and nurses wash their hands
between patient visits, and making
more careful use of invasive medical
devices, such as catheters. While some
hospitals have made some progress, the
overall response has not been propor-
tionate to the problem, with tragic con-
sequences. 

Congress has not adequately
addressed the issue, and only a few states
have taken steps to force hospitals to bet-
ter guard against infections. Hospitals in
Canada, Europe and Australia have been
far more aggressive and have reduced
infection rates well below those here.

The stakes are rising with the
appearance of quick-to-evolve path-
ogens that are hard to battle with
antibiotics. These drug-resistant
microorganisms are becoming the
chief cause of hospital-acquired infec-
tions, posing an increasingly serious
threat to patients, hospital personnel
and the public.  

While some researchers and con-
sumer and healthcare groups agitate for
change, many healthcare providers have
been slow to respond to the crisis,
despite the staggering death toll, the
high infection rate and the ever-growing
threat of drug-resistant strains. 

“For years, we’ve just been quietly
bundling the bodies of patients off to the
morgue while infection rates get higher
and higher,” Dr. Barry Farr, then-presi-
dent of the Society for Healthcare Epi-
demiology of America, said in an inter-
view in 2002.7

This report is the first part of a two-
part study. Part I provides an overview
of the problem and responses undertak-
en nationally. Part II will consider the
issue in Maryland, as pertinent data
become public record.

A National Problem
Infection prevention and control

experts have attempted to track the rate
of hospital-acquired infections for many
years. In 1998, it was estimated that
there were roughly five hospital-
acquired infections for every 100 hospi-
tal admissions, according to data com-
piled by the CDC.8 Experts estimate
that the rate remains roughly the same
today. In other words, about one out of
20 patients can expect to contract an
infection while in a hospital.

Accounts of these infections are
becoming more widely publicized; the
details can be grim, as unforeseen ill-
nesses strike patients of all ages and
backgrounds. Hospital-acquired infec-
tions carry a heavy human toll, but they
also generate enormous costs for our
health-care system. One study estimat-
ed that treating an infection adds more
than $15,000 to each infected patient’s
bill, and one advocacy group estimated
that hospital-acquired infections carry a
total cost of between $28 and $30 bil-
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About the term “hospital-acquired infections”  
There is some debate over the

best descriptive term for the infec-
tions discussed in this report. Some in
the healthcare field prefer the term
“healthcare-associated infections,”
taking into account that infections are
a problem throughout the healthcare
area, not just in hospitals. For exam-
ple, Dr. Trish Perl, Associate Profes-
sor of Medicine and Pathology and
Hospital Epidemiologist for the
Johns Hopkins Medical Institutions,
comments: “Experts in the field now
recommend the use of the term
‘healthcare associated infections,’ of
which ‘hospital acquired’ (is) a subset
where most data are available. For
example, clients in long-term care
facilities are increasingly at risk;
there is little or no surveillance, there
are no infection control resources to
speak of, little to no policies to pre-
vent transmission and there is a
potential significant problem.”

The American Hospital Associ-
ation, according to spokesperson
Richard Wade, prefers “healthcare-
associated infections.” Mr. Wade
says, “It’s hard to pin down where
some of the infected people acquired

those infections. Many may acquire
them in nursing homes, ambulatory
centers, doctor’s offices or in the
community, and then bring them into
the hospital.” The federal Centers for
Disease Control and Prevention uses
the term “Healthcare Associated
Infections” but also provides statisti-
cal estimates about the rate and costs
of “hospital-acquired” or “nosocomi-
al” infections, estimates that are
referred to in this report.

Because this report focuses
strictly on the problems and 
challenges confronting American
hospitals, it uses the term “hospital-
acquired infections,” while acknowl-
edging the serious problem that
infections pose for all types of
healthcare facilities, including 
nursing homes, rehabilitation centers
and outpatient centers. Additionally,
hospital-acquired infections, under
that rubric, are the most studied and
best documented subset of the broad-
er category of healthcare-associated
infections

Studies of this problem, as well
as the debate over how to best give a
name to it, are ongoing.



lion.9 Others estimate that the added
cost of such infections is far lower, but
no expert disputes that the problem car-
ries a significant financial cost.

Antibiotic-Resistant Infections
The issue of hospital-acquired

infections has taken a disturbing turn in
recent years with the appearance of
more and more pathogens resistant to
traditional antibiotics. These pathogens
are difficult to treat and can spread
widely. Many experts agree that over-
reliance and overuse of antibiotics has
led to a deadly phenomenon. Between a
quarter and a half of all hospital patients
are given antibiotics, but, it is estimat-
ed, roughly half of these drugs are either
inappropriate or unnecessary.10

According to the CDC, more than
70 percent of the bacteria that cause
hospital-acquired infections are resist-
ant to at least one of the antibiotics most
commonly used to treat them. Further-
more, persons infected with drug-resist-
ant organisms are more likely to have
longer hospital stays and require treat-
ment with second- or third-choice drugs
that may be less effective, more toxic,
and/or more expensive.11

The most common types of drug-
resistant infections are strains of staphy-
lococcus, according to the CDC.
Research has shown that such bacteria
spread far more quickly than other bac-
teria. Three decades ago, only 2 percent
of “staph” infections were caused by the
drug-resistant strain known as MRSA.
Today, an estimated 60 percent of staph
infections are MRSA. Overall, the CDC
estimates that 120,000 patients were
infected with the MRSA bacteria in
2002.

The Causes
Data strongly suggest that the risk

of infection rises for hospital patients
undergoing the following procedures:

• Urinary bladder catheterization.
Urinary tract infection is the most
common type of hospital-acquired
infection and has been shown to
occur primarily after urinary
catheterization.

• Respiratory procedures such as
intubation or mechanical ventila-
tion. Bacteria and other microor-
ganisms are easily introduced into
the throat by treatment procedures
performed to treat respiratory ill-
nesses.

• Surgery and the dressing of sur-
gical wounds. An infection can be
acquired from improperly cleaned
skin, poor surgical technique, and
inappropriately administered anti-
biotics, from contaminated surgical
equipment or from the hands of
healthcare workers.

• Insertion of intravenous lines and
other procedures. Bacteria from
the patient, the environment, con-
taminated equipment, or healthcare
workers’ hands can enter the body
at the site of catheter insertion.12

Patients can become infected in
other ways.

Bacteria can be transferred from a
healthcare provider’s clothes to a
patient or the patient’s environment.
This includes privacy curtains sur-
rounding a patient’s bed, which can
hold bacteria and are often the last thing
a caregiver touches before touching a
patient. A range of hospital equipment,
including stethoscopes and blood pres-
sure monitors, can carry bacteria. 

Infection-causing pathogens also
can be passed to patients by a doctor,
nurse or other healthcare provider who
fails to cleanse his or her hands between
patients, using either an alcohol-based
gel or hand washing. Studies reveal that
a high percentage of hospital personnel
fail to clean their hands between routine
visits to patients. 

At the Bridgeport Hospital in Con-
necticut, a surveillance tape showed

that as many as half the doctors failed to
wash their hands before entering one of
the operating rooms. This lax hygiene
became particularly relevant after the
hospital was hit with major lawsuits
related to the death of Gloria Bonaffini
as noted earlier in this report and other
cases of patients’ infections. The law-
suits showed that the hospital resisted
aggressive testing of patients for infec-
tion or for giving infected patients indi-
vidual rooms because of the hospital’s
concerns about costs.13

“Nobody here intentionally spread
germs, but we’ve learned that even the
smallest breakdown in infection control
can have devastating consequences,” a
Bridgeport Hospital spokesman said in
an interview.14

Following the lawsuits, the hospital
instituted an aggressive anti-infection
effort that reduced the hospital’s infec-
tion rate following cardiac surgery from
22 percent to nearly zero in most months,
according to the Chicago Tribune.

Staffing shortages can also be a fac-
tor in the rate of increase in infections.
One study of 799 hospitals nationwide
found that patients were more likely to
contract urinary-tract infections and
hospital-acquired pneumonia in cases
where nursing staffing was inadequate.15

Another obstacle in some cases is
the physical layouts of hospitals them-
selves. Many lack wards or rooms that
can be used efficiently to house patients
who are infected. Others lack the space
to install needed hand-washing areas.
New guidelines for hospital design
issued this year will call for the first
time for hospitals to be built with pri-
vate, not shared, rooms – in part
because infection rates are lower in one-
person rooms.16

Progress Is Achievable
Hospital-acquired infections are

not inevitable, according to many
experts. The record is replete with
examples of how some hospitals have
brought down infection rates through a
variety of efforts.
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A 2006 study by Johns Hopkins
researchers showed that simple and
cheap procedures reduced the rate of
catheter-related infections in more than
100 Michigan hospital intensive-care
units. The research project focused on
rigorous hand-washing, thorough clean-
ing of the skin around catheters, and the
wearing of sterile masks, gowns and
gloves. The study found that the rates of
catheter-related bloodstream infections
dropped by 66 percent. 

“We think this model really helps to
advance the science of patient safety,”
said Dr. Peter Pronovost, the lead author
of the study and a professor of anesthe-
siology and critical care medicine at the
Johns Hopkins University’s School of
Medicine. “It shows what’s possible.
We no longer have to accept the infec-
tions as inevitable.”17

The Institute for Healthcare
Improvement, which presents itself as
“leading the improvement of health care
around the world,” released findings in
2006 showing that 20 hospitals around
the country had had either no or very
few cases of a particular type of infec-
tion, ventilator-associated pneumonia,
in the preceding year.18 The hospitals
achieved these results by following a
six-step protocol to combat pneumonia.
Among the steps: making certain that
hospital personnel keep the head of a
patient raised to an angle of between 30
and 45 degrees and weaning patients off
ventilators as quickly as possible. One
Maryland hospital that was part of the
study, Atlantic General in Berlin, report-
ed only one case of ventilator-associat-
ed pneumonia in the previous 13
months.  

Dr. Donald M. Berwick, president
and CEO of the Institute, said, “These
results are truly remarkable. These
organizations have shown that ventila-
tor-associated pneumonia, which occurs
all too frequently in U.S. hospitals, is by
no means inevitable.” 

The University of Pittsburgh Med-

ical Center-Presbyterian reduced
MRSA infections in its intensive care
unit by 90 percent between 2000 and
2003 after implementing a protocol that
tested every patient entering the hospi-
tal’s intensive care unit. A separate ini-
tiative in the Pittsburgh region, which
was focused on decreasing catheter-
associated bloodstream infections,
reduced the annual number of such
infections from 37 to 6.  From 2003 to
2004, the number of deaths associated
with those infections in the participating
hospitals dropped from 19 to 1.19

Mercy Health Center in Oklahoma
City reduced its surgical site infection
rate by 78 percent in patients receiving
cardiac bypass, orthopedic, colon, and
hysterectomy surgery. Its method: fol-
low strict protocols for whether or not to
prescribe pre- and post-surgical antibi-
otics and keep body temperatures at the
desired level during surgeries. “Our
longer-term goal is to spread and sustain
effective system changes to all surgical
procedures within our hospital,” an
infection control practitioner at the hos-
pital said.20

Significant research into preventing
hospital-acquired infections is ongoing.
In one example, the CDC in May
awarded $10 million to five medical
research centers to develop and test new
approaches to reducing infections.21

Some hospitals have also taken the
simple but potentially effective step of
posting a reminder for patients to insist
that their doctors and nurses wash their
hands before treatment.

A Push for Public 
Information on Infections 

The CDC is the lead federal agency
reporting about prevention of hospital-
acquired infections and antibiotic-
resistant organisms. It issues guidelines
for combating such infections and epi-
demiologically significant organisms
and collects information provided vol-
untarily by hospitals about their hospi-
tal-acquired infections, through the
National Nosocomial Infections Sur-

veillance (NNIS). (The CDC has
renamed the data-collection effort as the
National Healthcare Safety Network.)
Information from that study, which
dates back 30 years, is made public, but
only on an aggregated basis; that is,
information about infection rates at an
individual hospital remains confiden-
tial. The last report was issued in Octo-
ber 2004. The 2005 NNIS report has
been delayed by several months due to
problems with a new web-based report-
ing system used by hospitals, according
to the CDC.22 The identity of the 300
hospitals that reported data for the 2004
study remains confidential, and the
number of hospitals represents a small
percentage of the nation’s 5,700 hospi-
tals. The CDC does not release informa-
tion that publicizes individual hospital
infection rates.

Some observers have criticized the
data collected by the NNIS. One analysis
found that hospitals failed to report large
numbers of infections or mischaracter-
ized whether a large number of infec-
tions were indeed acquired by patients
while hospitalized.23 Others have called
for a greater reliance on automated
analysis of lab, pharmacy, and clinical
data to better identify the prevalence of
hospital-acquired infections. 

Given the number of infections, the
deaths attributed to them, and the high
healthcare costs they generate, many
experts have been critical of the CDC’s
reporting requirements. 

“If collecting data in isolated hospi-
tal areas represents ‘best practice’ when
2 million Americans develop a hospital-
acquired infection, resulting in 90,000
deaths, and $5 billion in cost, then best
is just not good enough,” the New Eng-
land Journal of Medicine wrote in a
2003 editorial.24

In addition to the CDC’s efforts, the
federal Medicare program has taken
steps to provide a modest amount of
infection-related information to con-
sumers. On its Hospital Compare web-
site, the Medicare program provides
data for 1,300 hospitals that voluntarily
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report how often they follow practices
related to preventing infections during
surgery and preventing pneumonia. The
data for those hospitals are compared to
the national average and to the average
for the hospital’s home state. While that
information may be useful to patients in
assessing hospitals, it does not provide
any information about infection rates.

Other countries have been more
aggressive about monitoring hospital-
based infection rates. In England, for
example, the National Health Service
has forced hospitals to display statistics
about their infection records and aggres-
sive steps were taken to promote
hygiene. (Like the U.S., England has
much work to do on this issue; officials
estimate that hospital-acquired infections
kill 5,000 people a year in England.25) 

Some experts contend that public
reporting of infections will not generate
better infection records. Hospitals, they
say, will not diligently look to identify
all reportable nosocomial infections.
And there is little research evidence
showing that disclosure leads to
decreasing infection rates.

Some in the healthcare field have
resisted public disclosure of specific
information about hospital-acquired
infections. Among their arguments: such
data can be misleading because some
hospitals treat more patients who are far
more vulnerable to infection – such as
AIDS patients or the elderly. Their rate
of infection will be significantly higher
than those of hospitals that do not treat
such patients and will mislead the public
about safety conditions within their
respective facilities. Some hospital offi-
cials argue that it can be difficult under
current conditions to be certain whether
or not a patient acquired an infection
inside the hospital or carried it in when
he or she was admitted.

But Richard Wade, a spokesman for
the American Hospital Association, said
the group recognizes that hospital infec-
tion rates will eventually be made pub-

lic, and that such disclosure will force
hospitals to act. “Going public will
make hospitals more aware of how they
do things.”26

Some hospitals have already
embraced public disclosure. Marshall-
town Medical and Surgical Center in
Marshalltown, IA, for example, posts a
quarterly summary of the incidence of
nosocomial infections among its
patients. 

Why? “Because people have a right
to know,” says a hospital vice president.27

A Push For Wider Patient Testing
Central to the debate today is

whether to do routine testing of incom-
ing patients for infections, particularly
such strains as MRSA and vancomycin-
resistant enterococcus (VRE). In the
testing that is proposed, the patients
would be those most at risk for carrying
dangerous infections, such as diabetics,
dialysis patients and those who have
come from nursing homes or other
high-risk environments.

Under this protocol, patients in
these categories would continue to be
tested throughout their hospital stay,
and those who test positive would be
treated in isolated units within the hos-
pital to reduce the chance of spreading
the infection.

This approach was laid out in a spe-
cial report of the journal Infection Con-

trol and Hospital Epidemiology in May
2003, co-authored by seven researchers
for the Society for Healthcare Epidemi-
ology of America (SHEA).28 They point
out that other countries, including Fin-
land, Belgium, Denmark, and the
Netherlands, have made strong progress
toward eliminating the presence of
MRSA, in part by aggressively testing
incoming hospital patients. Some of
these researchers have been sharply
critical of the CDC for failing to call for
wider patient surveillance testing for
infections.

After five years of study, in October
2006 the CDC issued guidelines for
dealing with drug-resistant pathogens
that did not go as far as SHEA had
sought. The guidelines note that aggres-
sive testing of patients, known as
“active surveillance culturing” (ASC),
may be appropriate in some cases.29

However, the CDC stopped short of
calling explicitly for hospitals to under-
take such testing; some members of the
advisory board that issued the guide-
lines say more research is needed to
determine the effectiveness of ASC.

Among those who have been criti-
cal of the CDC’s stance on patient test-
ing has been Betsy McCaughey,
founder of the organization Committee
to Reduce Infection Deaths, a nonprofit
educational group. She wrote recently:

“Research shows that the only way
to prevent MRSA infections is to identi-
fy which patients bring the bacteria into
the hospital. The MRSA test costs no
more than the H.I.V. test and is less
invasive, a simple nasal or skin swab….
Can hospitals afford to screen for
MRSA? They cannot afford not to.
Infections wipe out hospital profits.
When a patient develops an infection
and has to spend many additional weeks
hospitalized, Medicare does not pay for
most of that additional care.”30

A significant number of American
hospitals have implemented active test-
ing of incoming patients, in an effort to
detect those carrying hard-to-treat
infectious agents.
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For example, in 2005, Evanston
Northwestern Healthcare in Illinois
began screening incoming patients at its
three hospitals to detect MRSA. The
testing allows doctors to immediately
identify and treat patients who may oth-
erwise be unaware of having MRSA,
the hospital system announced. Once
diagnosed, patients are treated with a
nasal antibiotic ointment for five days.
They also need to bathe using a special
antiseptic soap on the first, third and last
day of the nasal ointment treatment.31

It seems inevitable that many more
American hospitals will pursue such an
approach, following the lead of their
counterparts in Canada and parts of
Europe, taking more aggressive steps to
identify and isolate incoming patients
who are already infected.  

States Take Up the Issue
The issue of hospital-acquired

infections is beginning to be addressed
at the state level. The debate is centered
on the question of whether to make pub-
lic the data about infection rates. To
date, 14 states have passed laws requir-
ing hospitals to report some information
related to hospital-acquired infections,
data that will be made public in various
ways.32 New York, for example, is con-
ducting a pilot project whereby the data
reported will not be broken out by spe-
cific hospital. State officials, however,
can release the data in its aggregated
form, or data about a specific hospital,
without the hospital’s name attached.
This will allow for analysis of the data
on a statewide or regional basis. 

Two other states, Nevada and
Nebraska, now require hospitals to
report data on hospital-acquired infec-
tions to state health officials. However,
the data cannot be made public. Three
other states, Alaska, Georgia, and
Texas, are studying the issue this year.
More than half the states have yet to
address the problem.

Pennsylvania: A Case Study
Pennsylvania is one of the few

states required to collect and report data
on hospital-acquired infections.  Begin-
ning in 2004, hospitals in the state began
to submit data on hospital-acquired
infections to the Pennsylvania Health
Care Cost Containment Council.
Although some observers questioned
whether all state hospitals complied ful-
ly with this collection effort, the data
compiled by the Council and first
released in 2005 are “eye-opening infor-
mation for all parties involved in the
delivery and payment of hospital care.”33

An updated report issued in March
2006 showed that the situation being
reported by Pennsylvania hospitals had
not improved:

• In the first nine months of 2005,
hospitals identified 13,711 hospital-
acquired infections, compared to
11,668 for all of 2004. The increase
likely reflects hospitals’ improved
data submissions and an expansion
of data collection requirements for
infections in surgical units.

• 13 percent of those who acquired
infections in the hospital died, com-
pared to 2.4 percent without such
infections.

• The average length of stay for a
patient with a hospital-acquired
infection was 21.1 days, compared
to 4.5 days for patients without
such an infection.

• The average hospital charge for
patients with a hospital-acquired
infection was $197,717, compared
to $31,617 for other patients.

The Pennsylvania Council conclud-
ed that the extra cost of hospital-
acquired infections in 2004 could be
estimated at $614 million. A more exact
figure will be available when more data
is provided by all the relevant parties.

At the time of the release of the
2005 data in March 2006, Marc Volav-
ka, executive director of the Pennsylva-

nia Health Care Cost Containment
Council, said the numbers cited above
were underreported, calling them “just
the tip of the iceberg.”

Volavka also urged Congress to set
a goal of reducing and, ultimately, elim-
inating hospital-acquired infections.
With its major financial stake in health
care (through Medicare payments, for
example), the federal government could
wield enormous influence over hospi-
tals, he said.34 While a perfect reporting
system is not likely, Mr. Volavka urged
action.

“There could be no more noble or
compelling issue for Congress, and our
nation, to tackle,” he testified.

Maryland’s Situation
In recent years, Maryland policy-

makers have begun to take the first steps
in addressing the problem. In 2006, the
General Assembly considered two
pieces of legislation on the subject,
passing one and rejecting the other.

The bill that did become law
requires the Maryland Health Care
Commission to collect and publish
information on hospital-acquired infec-
tions.35 Sponsors of the legislation
expect that public reporting of infection
data will spur hospitals to do a better job
of preventing infections. “[The bill] will
cause the hospitals to want to look
good, and allow people to make
informed choices,” Del. Shane E. Pen-
dergrass, one of the bill’s chief spon-
sors, said in an interview.36

The new law, which was passed
with the support of the Maryland Hospi-
tal Association, also requires the com-
mission to adhere, to the extent possi-
ble, to the CDC’s recommendations on
collecting and reporting such data to the
public. The first set of infection data
being collected by the Maryland Health
Care Commission is expected to be
released in 2007. 

A second measure (cross-filed as
Senate Bill 535 and HB 966) took a
more aggressive approach. In its pream-
ble the measure declared, in effect, a
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public health crisis due to hospital-
acquired infections. The bill would have
required Maryland hospitals and nurs-
ing homes to implement a rigorous anti-
infection program and to test patients
for some infections, as called for in the
guidelines set out by the Society for
Healthcare Epidemiology of America.37

The legislation, which would have
required more intensive action by state
hospitals and nursing homes than the
reporting measure, was opposed by the
Maryland Hospital Association (MHA)
and was killed in Senate and House
committees. MHA officials argued that
hospitals should not be forced to under-
take mandatory testing programs;
rather, each should be allowed to decide
what level of surveillance is appropriate
for its patients.

The Johns Hopkins and Franklin
Square Hospitals are part of a two-year
study of efforts to use, among other
things, more in-depth patient testing to
combat MRSA, the drug-resistant bac-
teria. The two Maryland hospitals will
work to improve hand hygiene prac-
tices, to screen incoming patients for the
bacteria, and to isolate those who test
positive.38 The initiative is being spon-
sored by the hospitals themselves, the
Robert Wood Johnson Foundation, the
Plexus Institute, and the Maryland
Patient Safety Center, which is affiliated
with the Maryland Hospital Associa-
tion.  Organizational change is being
promoted by use of a technique called
“positive deviance,” which encourages
healthcare workers to help develop
solutions to problems associated with
hand hygiene, isolation and active test-
ing of patients.

Key legislators have promised to
revisit the issue in 2007 in an effort to

force Maryland hospitals and other
healthcare facilities to take more
aggressive steps to stop infections. 

Conclusion 
Hospital-acquired infections consti-

tute a crisis in the United States. At least
one out of every 20 hospital patients
acquire such an infection, and more
than 90,000 patients will die from one
of the infections each year. And the sit-
uation is only going to grow more chal-
lenging, as pathogens continue to quick-
ly develop resistance to antibiotics. 

Research has shown promising
ways to combat such infections. But
many policymakers and healthcare
administrators have yet to fund or
embrace the kind of aggressive testing
and clinical responses that several Euro-
pean countries have used to successful-
ly bring down their infection rates. This
is a failure that plays out in unnecessary
deaths, lingering illnesses and billions
of dollars of extra costs to our already
bloated healthcare system. Many hospi-
tals and policymakers seem to accept
the high infection rate and death toll as
the price of doing business.

The issue is gaining traction around
the country. Under pressure from a
small number of consumer groups,
some states have enacted laws to require
hospitals to report infection data, but
other states have not taken action and
Congress has not stepped in.
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