[image: image1.png]



Comprehensive Infection Control Program Strategy
KPNC Business Case
July 2006
Executive Summary
Situation 
This document provides a high level assessment and a strategic approach to ensuring a strong and comprehensive Infection Control and Prevention Program in KPNC, in order to ensure robust regional participation in national quality initiatives, continuous readiness, and responsiveness to continually emerging infection control related legislation and significant events.
Background

Infection Prevention and Control is a critical component of any comprehensive patient safety program.  It is a continually evolving science requiring the expertise of Infection Control Professionals, Infectious Disease physicians, laboratory staff and information systems.   As healthcare delivery has expanded to non-hospital based settings infection control related challenges have also expanded, especially in the face of continuing IC related significant events, emerging infectious diseases including Avian Flu, the threat of bioterrorism, and the continuing emergence of resistant organisms.  The scarcity of trained infection control staff and expected staff turnover in KPNC further compound the problem.  In addition, the ever increasing number of regulatory requirements, quality initiatives and impending mandatory public reporting of healthcare associated infections also impacts the need for comprehensive program planning.
Assessment

Within the KPNC region, there has not yet been an organized framework outlining organizational priorities across the continuum or facilitating transfer of best practices related to infection prevention and control.  
1. Current KPNC Infection Control resources:  average of 1.9 Infection Control FTE/medical center in KPNC (range of 1-4); exceptions are Kaiser Permanente Post-Acute Care Center (KPPACC), Ambulatory Care areas, Home Health, Hospice and dialysis services (internal and contracted services) where there are currently no dedicated IC staff
2. Anticipated turnover of KPNC IC staff within 5 years: 6-7 IC staff or 19% (retirement) 

3. Anticipated expansion of KPNC Medical Centers and Clinics within 5 years: 3 new hospitals (Antioch,Modesto,Vacaville), 3 hospital expansion projects (ROS, SRO, SSAC),and 3 replacement projects (SCL, VAL, OAK) for a total of more than 900 additional beds, requiring a minimum of 9 additional IC staff. 

4. Recent expansion of IC responsibilities including: IHI (Institute for Healthcare Improvement), CHART (California Hospital Assessment and Reporting Taskforce), JCAHO Core Measures, construction oversight, Avian flu preparedness

5. Regulatory requirements:  Senate Bill 1487 was defeated in 2005 which would have required mandatory public reporting of infections; anticipated reintroduction of similar legislation in 2006; 5 states now legislate reporting of healthcare associated infections; legislation pending in 36 states. 
6. Other factors impacting IC programs:  resource constraints in KPNC medical center based Employee Health and Sterile Processing departments requiring diversion of IC resources

7. Current Regional support:  1 FTE informal IC Leader reporting to KPNC AR&L 
Recommendation
Endorse multidisciplinary work group to implement the following: 
1. Finalization and implementation of draft standard IC Position Descriptions
2. Implementation of standard Program Template
3. Implementation of the following standard staffing structure:

Recommended staffing structure for each medical center campus:  

a. 1 FTE:  IC Manager (ICM) for each licensed medical center campus
b. 1 FTE:  IC Coordinator (inpatient - including Home Health, Hospice and dialysis) for each 100 beds 
c. 1 FTE:  IC Coordinator (outpatient) for ambulatory care 
d. 1 FTE:  Admin/Analyst per licensed medical center
e. 1 FTE: IC Associate for each 5 Medical Offices off-campus
4. Development and implementation of Regional IC Director/Leader position description
Detailed Proposal
Goal 

To facilitate implementation and maintenance of a comprehensive Northern California Infection Control and Prevention Program which promotes patient safety, optimizes infection prevention and control strategies and meets external regulations across the care continuum.  

Situation/Background

Historically, the focus of Infection Control and Prevention has remained dedicated to the inpatient hospital arena.  Ever expanding technology has increased the complexity and acuity of patient care rendered in the outpatient setting including Home Health, Hospice.  Outpatient surgeries, ambulatory invasive diagnostic procedures, early hospital discharges and early transfers to sub-acute or convalescent facilities have made outpatient infection control and prevention an imperative.  Wherever invasive procedures are performed, there is a need for infection control and prevention oversight to ensure optimal patient outcomes by reducing the risk of development and transmission of healthcare associated infections.   Ten years ago 80% of invasive procedures were performed in the inpatient setting.  Today 80% are performed in the ambulatory care setting (Tim Porter-O’Grady; American Association of Colleges of Nursing).   This number is expected to increase even further in the next few years.

The knowledge base of Infection Control is constantly changing and very specific.  The risk of bioterrorism, an avian flu pandemic, changes in resistance patterns of microorganisms, new patient equipment technology and associated reprocessing requirements, improved sterilization techniques, environmental regulations and precautions such air flow and air exchanges per hour, make it challenging to assure infection prevention and control oversight across the continuum with current resources.  These changes additionally increase the education and training requirements associated with infection prevention and control practices for healthcare workers.
Within the KPNC region, there has not to date been a standardized framework for Infection Prevention and Control including transfer of best practices, which reflects organizational priorities and spans the continuum.  There has also been no way to accurately assess the strengths or weaknesses of existing local IC programs.  

Regulatory and National Professional Organization Requirements

The requirement for Infection Control oversight of patient care is directed by existing legislation and regulations including NCQA, JCAHO, OSHA, DHS, FDA/CDC/IOM.  Specific requirements are also identified in Title 22, Title 8, and specific Labor Codes.

In addition, new regulations and national improvement organization are increasing focus on Infection Control processes and outcomes.  These are evident in Leapfrog, IHI 100,000 Lives campaign, JCAHO core measures related to surgical prevention and the CHART initiative.  In January 2006 JCAHO published the Most Frequently Cited Standards for 2005 per program.  In Ambulatory Care Programs 12% of hospitals received recommendations for improvement related to minimization of infection throughout an organization wide Infection Control Program.  In 9% of the Home Health programs (covering both Home Health and Hospice) received recommendations for improvement related to minimization of infection.  The 2006 Quality Goal Portfolio Crossing the Quality Chasm Summary indicated KP to be below the national market average in many of the JCAHO core measures including those related to pneumonia and surgical infection prevention.
It is anticipated that in 2006 new legislation will be enacted which will provide an inpatient staffing recommendation for a minimum of 1 dedicated Infection Control Practitioner for every 100 acute care beds (average daily census).  It is not anticipated that this legislation will also address infection prevention and control resourcing needs in ambulatory care areas including Home Health, Hospice.

Mandatory public reporting of healthcare associated infections is pending in 30 states, but has been passed and enacted in 5 states.  Last year Senate Bill 1487 was introduced by Senator Speier, requiring mandatory reporting of healthcare associated infections in California.  The bill was vetoed, but it is anticipated that similar legislation will be reintroduced this year.  The CHART initiative is intended to provide a method for public reporting of HAI data which will eliminate the need for legislation.  KPNC is participating in CHART and medical centers in this region have been encouraged to submit data for the nosocomial infection pilot measures this year.
Significant Events and Exposure Incidents
Significant events related to gaps in disinfection and sterilization protocols, in addition to occupational communicable disease exposure incidents continue to be reported in ambulatory care, both of which involve liability and vulnerability for our organization.  These events and incidents require IC time for investigation, control, follow-up and education.  Following are examples of KPNC member exposure incidents resulting from inadequate disinfection and sterilization of equipment, in addition to examples of healthcare worker and member communicable disease exposure in Ambulatory Care settings.  These events have resulted in the need for exposure testing of thousands of patients and healthcare workers in order to rule out infection transmission.

· 2006:  Extensive Pertussis exposure in outpatient area of KPNC medical center reported.  This incident required 4 full time IC staff for 7-9 days and on weekends to investigate, identify staff exposed, assist in coordination of prophylaxis, staff education, etc.

· 2006:  3 Pertussis exposures, 1 Parvo B-19 exposure, 1 TB exposure and 1 meningococcal exposure occurred within 2 week time period at one KPNC medical center – all in ambulatory care.  These incidents required 3 IC staff full time for 2 weeks to accomplish investigation and follow-up.

· 2006:  Extensive viral gastroenteritis outbreak at KPPACC requiring closing the facility to admissions for a number of days.

· 2004: Inadequate scope reprocessing (GI & Resp) resulted in potential exposure of 1,300 patients to bloodborne, GI and respiratory pathogens.  Blockage of bulk heads led to inadequate disinfection of scopes, not noted due to insufficient preventative maintenance.  
· 2004: Inadequate scope reprocessing (GI ) resulted in potential exposure of patients to bloodborne and GI pathogens in 40 patients. Scopes inadequately reprocessed due to Tech depressing “wash” instead of “disinfect” button on Custom Ultrasonics machine. 
· 2004: New scopes were purchased for both the inpatient and outpatient GI suites.  Inpatient staff responsible for GI services were not adequately trained.   The new scopes required cleaning of an additional port that the old scopes did not have. The additional port was never cleaned after inpatient procedures. 

· 2002: Three patients had screening sigmoidoscopy procedures. The scopes used were appropriately high-level disinfected but prior to each procedure scopes were leak tested in a container of water used in previous procedures (not discarded after each case).
· 2002: A camera and light cord for a lap chole, was presumed sterilized with Steris technology in OR prior to the case. The sterile indicator was not present after the case and unclear if it was present before the case.  Patient notified of possible breach in sterile technique, and offered post exposure testing.
In response to gaps identified during ongoing significant events, outbreaks/exposure incidents and the lack of available staffing models for IC, in the mid 1990s an internal Kaiser Permanente workgroup developed a white paper (attached) inclusive of a staffing model for IC designed to cover the continuum of care.  The model was based on potential “work load units” that included such factors as number of licensed beds and type/level of care, membership totals/service area, number of MOBs, and their distance from the hospital location, types and volume of invasive and diagnostic procedures, Home Health and Hospice Services.  The recommendations from that model were not formally implemented.   IC services are provided primarily to the inpatient arenas within Kaiser Permanente Northern California.  Consultation to the outpatient arena is made by Infection Control on an as needed basis, usually in response to an outbreak investigation or adverse patient event which may be related to infection control – but may be instead related to employee health and/or sterile processing practices.  In response to resource constraints in most KPNC hospital based Employee Health and Sterile Processing departments, IC staff are frequently required to assist, which results in temporary diversion from IC functions.  Additionally, at KPPACC, in Home Health, Hospice and dialysis services (internal and contracted services) there are no experienced IC staff assigned, and no formal structure for provision of Regional IC consultation.
Program Infrastructure
To facilitate the establishment of a template for Infection Control Programs, national Infection Control professional leadership groups, licensing and accrediting organizations and federal agencies (CDC, SHEA, APIC, JCAHO, etc.) conducted nation-wide surveys of Infection Control Programs during the 1990s.  A consensus panel was then convened in 1997 to review the survey findings and develop recommendations for essential Infrastructure Category Requirements and Infection Control Activities.  This document was published in the Society for Healthcare Epidemiology of America (SHEA) Infection Control and Hospital Epidemiology ICHE, Feb.1998.  The recommendations were based on CDC recommendations for Prevention of Nosocomial Infections in Healthcare Settings, and organized by broad categories of responsibility that incorporate JCAHO and DHS requirements, including:

· Managing Critical Data and Information

· Setting and Recommending Policies and Procedures

· Ensuring Compliance with Regulations, Guidelines and Accreditation Requirements

· Intervening Directly to Prevent Transmission of Infectious Diseases

· Educating and Training of Healthcare Workers

· Education and Training of Support Personnel

Within each broad category of responsibility are key recommendations for specific activities/functions that assure compliance with the essential elements of that category, helping to assure effective IC Program oversight and prevent adverse patient outcomes and infections. 

This document in addition to several additional consensus papers published during the past 5 years recommend appropriate infection control program activities and supporting infrastructure, and suggest that the most accurate measure for determining staffing levels would involve assessing the breadth and scope of the infection control program responsibilities rather than determination of the number of beds in the medical center.

The essential Infrastructure Category Requirements and Infection Control Activities document was used to assist the Kaiser Permanente Northern California Region in completing a self-assessment survey throughout the second quarter of 2000.  The survey was designed to assess: 1) the comprehensiveness of the region’s Infection Control Programs, 2) their alignment with the national consensus panel report and 3) areas in which Infection Control Programs could potentially be improved and supported.  Significant gaps were identified when comparing KP to the report.  Information was provided to KPNC leadership in various venues including the regional quality oversight committee (survey summary report attached).   The key findings from the survey can be summarized as follows:

KPNC capacity to address the 7 categories of essential functions of the Infection Control Program was found to be: 

· Can fully address: 

68% 

· Can partially address:

24% 

· Unable to address:

7%


In general the limitations in capacity to address these functions related to the following areas:

· Resourcing/Staffing for IC

· Resources for statistical analysis and data validation

· Linkages with leadership, essential departments and operational committees 

· Opportunities to provide interactive staff education 

There are limited FTE guidelines for Infection Control resourcing.  Only one relatively recent study of the subject was done in 2002.  This addressed only the inpatient arena (Jackson M. “Delphi project”; AJIC 2002; 30(6)321-333), and recommends 1 Infection Control FTE per 100 beds.  Another study suggests 1.5 IC FTE per first 100 beds and then 1 additional FTE per each 250 additional beds (Scheckler: ICHE 1998).   There are no clear recommendations for IC resourcing in complex organizations such as KP where services such as infection control span the continuum.  Only one guideline, for the US Navy, was found to address IC staffing in ambulatory care as well as inpatient areas.  The Department of the US Navy mandates 1 FTE/150 inpatient beds plus 1 FTE/outpatient area, and additional ICPs as required based on number of clinics and workload (Dept of the Navy; 17 Sep 98; BUMED Instruction 6220.9A).  Currently in KPNC the average IC staff is 1.9 FTE per medical center with a range of 1 to 4.  Other factors which will impact local IC resourcing within the next 5 years include expected turnover of experienced staff due to retirement, and expansion of KP services including 3 new hospitals, and 3 hospital expansion projects for a total of greater than 900 additional beds.  There is currently no Infection and Prevention and Control oversight in Ambulatory Care areas, at KPPACC, Home Health, Hospice or any of our dialysis services (internal and contracted services).  There is 1 FTE currently dedicated to regional leadership and support of medical center based KPNC IC services.
Assessment
As part of Kaiser Permanente’s commitment to enhancing patient safety and fulfilling the “KP Promise”, a formal integrated strategy for development of the current medical center Infection Control programs would greatly benefit Kaiser Permanente’s members, employees and physicians.  There is an economic rationale for this proposed investment in Infection Control infrastructure.  Healthcare-associated infections utilize scarce resources through expenditures involved with treatment of the infections.  Effective infection-control resourcing strategies can serve to release these expenditures for alternative uses.  Estimated average increased length of stay associated with the major types of healthcare associated infections follow.
Type of Infection


Additional LOS
Superficial Total Joint SSI       

5.0

Deep Total Joint SSI


7.3

ICU Pneumonia


5.9

ICU BSI



7.4

UTI




1.0

In addition to length of stay, infections cause patient pain and suffering and require increased healthcare worker time, additional procedures and antibiotic/medication administration during the course of treatment.  Following are estimated average costs to the organization for each of the major types of healthcare associated infections:

Type of Infection


Cost/infection*



Superficial Total Joint SSI       

$7,044


Deep Total Joint SSI


$20,854
ICU Pneumonia


$15,728



ICU BSI



$19,726



UTI




$1,761



* Costs based on:
· SENIC formula published in “Managing Hospital Infection Control for Cost Effectiveness” by Robert Haley, MD, 1986, and converted to 2006 dollars using the Consumer Prices Index data
· Barnes-Jewish Hospital Presentation at APIC, Quantifying the Value of Infection Control Programs, Seattle Pre-conference 2001 Kaiser Permanente SFO.  Office of Business Strategy and Finance, 2001

· Wenzel RP. The Economics of Nosocomial Infections. J of Hospital Inf. 31 (2):79-87, October 1995

· Stone PW, Larson E, Kawar LN.  A systematic audit of economic evidence linking nosocomial infections and infection control interventions:  1990 – 2000.  AJIC 2002:vol 30, No. 3:  145-152

· Final review and adjustment made by Kaiser Permanente Financial Analyst Paul Niedringhaus, April 2006

There is currently no regional or national tracking of healthcare associated infections in ambulatory care, dialysis services (internal and contracted services) and KPPACC.  The National Infection Control Peer Group administrates a database of inpatient healthcare associated infections in the following categories:  1) Adult Medical Surgical ICU Bloodstream Infections, 2) Adult Medical Surgical Ventilator Associated Pneumonia (VAP) 3) Surgical Site Infections (SSI) in Total Hip 4) SSI in Total Knee Replacement Procedures, 5) NICU Bloodstream Infections  6) NICU VAP.   A number of performance improvement activities aimed at decreasing bloodstream infection rates have been supported by the KPNC IC staff.  To date there have been no standard performance improvement activities implemented in KPNC specifically targeting total hip and knee surgical site infection prevention. 
Even in areas where no specific performance improvement interventions are implemented, however, reporting of data alone has been shown to impact infection rates.  Draper,S.W. 2002, May 14 “The Hawthorne Effect and Other Expected Effects” [WWW document]. URL http://www.psy.gla.ac.uk/~steve/hawth.html  visited 2006 April 24.  The following reductions in infection rates and associated cost avoidance have been captured since 1999 in KPNC, and attributed at least in part to the sharing of the data with surgeons. 
· Since 4th quarter 1998, KPNC infection data demonstrates a decrease from 4.4 to 1.8 total knee infections/100 procedures for a total cost avoidance of $7,795,309 (51% deep, 49% superficial).  

· For the same time period,  the KPNC total hip infection rate has been maintained between 1.7 and 1.5 infections/100 procedures.  

· Performance improvement interventions were implemented during from 2001-2003 in KPNC with the goal of decreasing the risk of bloodstream infection.   A subsequent decrease in infection rates from 2.8 to 2.1/1000 device days was reported with an associated cost avoidance of $1,174,032.  

When combining the cost avoidance totals for total joint surgical site infections and adult ICU bloodstream infections, the estimates represent a return on investment for KFH inpatient services of greater than $8 million since 1999, given our current KPNC inpatient average staffing level of 1.9 IC FTEs per facility.

Recommendations

The establishment of a standard Infection Control Program template, as well as standardized staffing guidelines and Infection Control position descriptions would make it possible to evaluate and optimize existing Infection Control Programs and identify opportunities for improvement.  This would in turn make it possible to optimize local IC programs and assure comparable care across the care continuum.  Such a strategy would ultimately result in provision of a comprehensive Infection Control Program with leadership and oversight at both local and regional levels across the entire care continuum.  
The following minimum components, based on the broad categories reflected in the Infrastructure report, could be utilized in developing a standard IC Program template:

Local IC Program Components (Inpatient Care, Ambulatory Care, KPPACC, Home Health,  

Hospice)
1. Managing Critical Data and Information

a. Surveillance of healthcare associated infections
b. Collection of data for local, regional and national KP programs
c. Reporting - internal/external (IC and Quality Committees/Public Health)

2. Standardized KPNC Policies, Procedures and Products
a. Policy creation, review, update, consultation and distribution
b. Input regarding new product evaluation, selection and reprocessing
3. Compliance with Regulations, Guidelines and Accreditation Requirements

a. JCAHO, NCQA, DHS, OSHA accreditation and readiness activities
b. Liaison for public health department

4. Preventing Transmission of Infectious Diseases

a. Communicable disease exposure/outbreak follow-up and investigation to ensure control of event, identification of exposed and prophylaxis or treatment of exposed members and employees/MDs
b. Provision of expert Infection Control consultation to all departments

c. Quality and performance improvement projects (e.g. Hand Hygiene, Vascular Access Device guidelines/products, Ventilator Associated Pneumonia prevention, Surgical site infection prevention)

d. New construction and remodel projects – IC evaluation and input for dust control risk assessment and project design
e. KPNC IC participation in committee and project work (national, regional and local) - including IC, Safety and Product Committee, Bioterrorism, Construction

f. Local oversight/management of new projects requiring Infection Control input (e.g. Bioterrorism, SARS, Avian Flu, etc.)

g. Environment of care rounds to monitor and support evidence based practices (e.g. disinfection and sterilization, isolation, early identification of communicable diseases, etc).

5. Educating and Training of Healthcare Workers, Support Personnel and MDs

a. Orientation, annual review and targeted programs

b. Equipment and new products

c. Survey readiness

Regional IC Program Components (Inpatient, Ambulatory Care, KPPACC, Home Health, Hospice, dialysis services (internal and contracted services) 
1. Managing Critical Data and Information

a. Coordination and leadership of regional Healthcare Associated Infection 
Surveillance Program, as well as leadership and collaboration in JCAHO Core Measures, CHART and IHI initiatives
b. Data collection and report generation for healthcare associated infections 
c. Reporting to regional IC and Quality committees including QHIC, QEST, 
QOC, MDQC and Board Report

2. Standardized Policies and Procedures and Products
a. Oversight of process for review, update, consultation and distribution of standardized IC policies across the continuum including KPPACC
b. Coordination of ongoing scheduled multidisciplinary review/update of standard KP Tuberculosis Exposure Control Plan
c. Participation on national sourcing and standards teams providing IC input regarding new KP product evaluation, selection and reprocessing requirements
d. Ad hoc consultation for policy concerns, issues and questions
3. Compliance with Regulations, Guidelines and Accreditation Requirements

a. JCAHO, NCQA, DHS, OSHA accreditation and readiness activities 
b. Coordination of IC efforts in compliance with NPSC #7A and B and 10 (hand hygiene and flu/pneumococcal immunization)
c. CPA site visits
d. Determination of regional committee structure for IC oversight by:  incorporate into existing committee structures (e.g. Regional Risk Management Patient Safety) vs. development of new KPNC regional committee structure.
4. Preventing Transmission of Infectious Diseases

a. Provision of expert Infection Control consultation to all medical center IC departments, other leaders, peer groups, chiefs groups, as well as KPPACC
b. Coordinate regional IC related quality and performance improvement projects (e.g. Hand Hygiene, Vascular Access Device guidelines/products, Scope Reprocessing Competency Package)

c. Participate on national templates work group to provide IC input into new construction and remodel projects  

d. Committee and project work (national, regional) – including Flu, Bioterrorism, Product Safety, Templates, Reprocessing

e. Emerging special projects work aimed at organizational risk reduction (e.g. KPNC scope and probe reprocessing assessment team, Safety sponsored 2006 surgical infections project KPNC)

5. Educating and Training of Healthcare Workers and MDs

a. Coordinate development of regional training programs for staff and MDs
b. Coordinate IC input into training program for healthcare workers associated with new standard equipment/products
c. Assist with planning for specialized IC training classes during monthly peer group meetings

Proposal:

Priority: HIGH  (implementation within 1 – 6 months)
1. Endorse multi-disciplinary work group to develop strategy recommendations for implementation of the program components listed below (#2 – 6) during 2006 – 2007.   Work group to be comprised of: representation from Infectious Disease Chiefs, Infection Control Group, Ambulatory Care, Home Health and Hospice, Quality, Patient Care Services.  Work group’s final recommendations to be approved by KPNC senior leadership prior to implementation.
2. Finalize draft standardized KPNC IC Program Position Descriptions for IC Director, IC Manager, IC Coordinator, and IC Associate (attached) and implement.  These documents were developed by a multidisciplinary group during 2004-2005 including HR in order to reflect the continually expanding and emerging responsibilities of infection control across the continuum of care.  These are currently implemented in KPSC and on hold in KPNC.
3. Develop KPNC IC Program Plan template based on the essential components in the Infrastructure report in order to support standardization of local IC program structure

4. Develop and implement Regional IC Director/Leader position description

5. Implement standard IC Program Staffing Structure using the following model:
Recommended staffing structure for each medical center campus:  

a. 1 FTE:  IC Manager (ICM) for each licensed medical center campus

b. 1 FTE:  IC Coordinator (inpatient – including Home Health, Hospice, and dialysis services) for each 100 beds 

c. 1 FTE:  IC Coordinator (outpatient) for ambulatory care

d. 1 FTE:  Admin/Analyst per licensed medical center
e. 1 FTE: IC Associate for each 5 Medical Offices off-campus
Staffing references: 

(1.0/100 beds):  Jackson M. “Delphi project”; AJIC 2002; 30(6)321-333

(1.5/100 beds and additional 1/250 beds):  Scheckler: ICHE 1998

(1/150 beds and 1/outpatient areas):  Dept of the Navy; 17 Sep 98; BUMED Instruction 6220.9A 

5. Ensure IC oversight of the San Leandro KPPACC, Home Health Hospice, and Dialysis Services. 
6. Determine working and reporting relationships for new ambulatory care IC positions. 

Priority: MODERATE (implementation within 1-3 Years)
1. Evaluate cost benefit of additional IC Associate (1 FTE) for >150 beds and an additional IC Associate (1 FTE) for >300 beds
2. Evaluate cost benefit of additional .5 FTE IC Coordinator per hospital inpatient area if medical center provides specialty services such as cardiac cath, cardiac surgery, neurosurgery and/or has specialty units such as PICU, NICU and CICU.
Anticipated Cost Associated with High Priority Components:
Currently there is not a designated or acting IC Manager at each medical center.  Formal designation of those who are acting would not involve immediate additional funding, depending on what level of the new pay band the IC Coordinator at medical centers without a Manager is moved to.  There is also currently an acting Regional IC Leader.  Total Estimated Cost for KPNC related to this proposal would include (anchor level pay bands: $102,000 for IC Coordinator, $51,000 for Administrative Assistant, and $111,000 for IC Manager) = $1,734,000 for Ambulatory Care and $504,900 for KFH.
2006 IC Position Pay Bands
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IC Staffing Summary – Current and Proposed:
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KFH

Ambulatory 

Care

MANTECA/STOCKT

ON

99 inc. 38 D/P 

SNF

yes

1.6

0

0

3 off campus

1 FTE AC;     

1 FTE AA

$51,000

$102,000

ROSEVILLE/ 

SACRAMENTO 

166 + 333

yes

3 + 3

1 + 1

0

1 on camputs/4 + 1 ASC 

off campus;1 on 

campus/4 off campus

2 FTE AC

 

$204,000

SAN RAFAEL

120

no

1.2

0

0

1 on 1 off campus

1 FTE AC;     

1 FTE AA

$51,000

$102,000

WALNUT 

CREEK/MTZ

233 + 55

no

2.6 + .5

0.8

0

1 on campus/6 off 

campus; 1 on campus

2 FTE AC;     

1 FTE AA

$51,000

$204,000

SANTA ROSA

117

yes

1.4

0

0

1 on 1 off campus

1 FTE AC;     

1 FTE AA

$51,000

$102,000

FRESNO 

169

yes

2

0

0

1 on campus/5 off campus + 24 

more inpatient beds Jan 2006

1 FTE AC;     

1 FTE AA

$51,000

$102,000

S. SACRAMENTO 

161

yes

2

0.7

0

4 on campus/2 off 

campus

1 FTE AC;     

.3 FTE AA

$15,300

$102,000

S. SAN 

FRANCISCO 

120

no

1.4

0

0

1 on 3 off campus

1 FTE AC;     

.3 FTE AA

$15,300

$102,000

SAN FRANCISCO

247

yes

3

0.7

0

1 on campus/3 off 

campus

1 FTE AC;     

.3 FTE AA

$15,300

$102,000

HAYWARD/ 

FREMONT 

210 + 106

yes

2.8

0

0

HAY: 2 on/1 off; FRE: 5 

on/1 off

1 FTE AC;     

1 FTE AA

$51,000

$102,000

VALLEJO 

287

yes

2

1

0

1 on campus/3 off 

campus

1 FTE AC

 

$102,000

SANTA TERESA 

228

yes

1.6

0

0

7 on campus/7 off 

campus

1 FTE AC;     

1 FTE AA

$51,000

$102,000

SANTA CLARA 

286

yes

1.7

0

0

1 on campus/6 off 

campus

1 FTE AC;     

1 FTE AA

$51,000

$102,000

OAKLAND/ 

RICHMOND

346 + 50

yes

3

1

0

2 on campus/2 off 

campus

1 FTE AC

 

$102,000

REDWOOD CITY

213

no

1

0

0

8 on campus

1 FTE AC;     

1 FTE AA

$51,000

$102,000

2006 TOTAL PROPOSED FINANCIAL IMPACT

$504,900

$1,734,000

CURRENT

Estimated Financial 

Impact (based on anchor 

salaries)*

PROPOSED

 INFECTION CONTROL STAFFING/Medical Center KPNC 2006 - Current and Proposed with Financial Implications
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