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Hospital Infection Control Requirements Upgraded
B Y  M A RY  E L L E N  S C H N E I D E R

Ne w York Bureau

The Joint Commission has issued
new requirements for hospitals in
an effort to prevent infections from

multidrug-resistant organisms, central
line–associated bloodstream infections,
and surgical site infections. 

The requirements, which are part of the
2009 National Patient Safety Goals for
hospitals, include a 1-year phase-in period

with full implementation by Jan. 1, 2010. 
It is critical for hospitals to begin ad-

dressing the issue of health care–associat-
ed infections and to try to keep the prob-
lem from worsening, said Dr. Peter
Angood, vice president and chief patient
safety officer for the Joint Commission.
“We’re in a bit of a tight spot and we need
to work our way out of it,” he said. 

The new infection control requirements
build on an existing National Patient Safe-
ty Goal on health care–associated infec-

tions that had previously included only re-
quirements for compliance with hand hy-
giene guidelines and had called on hospi-
tals to manage serious infections as sentinel
events. Those requirements will remain in
place along with the new elements of the
goal. “Infection control is high on our pri-
ority list overall,” Dr. Angood said. 

Under the new 2009 requirements, hos-
pitals are being asked to begin preparing
to prevent infections resulting from mul-
tidrug-resistant organisms such as methi-

cillin-resistant Staphylococcus aureus,
Clostridium difficile, vancomycin-resistant
enterococci, multidrug-resistant gram-
negative bacteria, and other epidemiolog-
ically important organisms. 

Starting in January 2010, hospitals will
need to conduct periodic risk assessments
for acquisition and transmission of mul-
tidrug-resistant organisms, and educate
staff and independent providers about pre-
vention strategies and their roles. Hospitals
also will be required to provide education
about infection control strategies to pa-
tients and families who are infected or col-
onized with multidrug-resistant organisms. 

Hospitals will be required to have a sur-
veillance program up and running by Jan.
1, 2010, that is based on the hospital’s risk
assessment. When indicated by the risk as-
sessment, hospitals will need to imple-
ment a laboratory-based alert system to

identify new patients with multidrug-re-
sistant organisms, and an alert system to
identify readmitted or transferred patients
who have multidrug-resistant organisms. 

The Joint Commission also has put new
requirements in place to prevent central
line–associated bloodstream infections and
surgical site infections. 

Related to the bloodstream infections,
hospitals will be expected to use a catheter
checklist and a standardized protocol for
central venous catheter insertion and an
all-inclusive standardized supply cart or kit
for insertion of the catheters. 

Also required is use of standardized
protocols for maximum sterile barrier pre-
cautions during insertion of a central ve-
nous catheter and when disinfecting
catheter hubs and injection ports before
accessing the ports.

To prevent surgical site infections, the
Joint Commission is requiring hospitals to
conduct periodic risk assessments, select
surgical site infection measures based on
evidence, and evaluate the effectiveness of
their prevention efforts. Also, hospital staff
will need to measure infection rates for the
first 30 days following most procedures
and for the first year after procedures in-
volving implantable devices. 

The surgical site infection requirements
were developed to be in line with well-es-
tablished guidelines and should help or-
ganizations move toward compliance with
those guidelines, Dr. Angood said. 

All of the new requirements related to
health care–associated infections include a
1-year phase-in period, with milestones for
planning, development, and testing
throughout 2009. Allowing organizations
to phase in complex requirements over the
course of a year helps them to perform bet-
ter by achieving concrete goals before full
compliance is expected, Dr. Angood said. 

Hospitalists, who
are already on the
payroll, are likely
to be involved in
implementing the
new requirements.
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Addressing health care–associated in-
fections is a worthy goal, said Dr. Franklin
Michota, director of academic affairs for
the department of hospital medicine at the
Cleveland Clinic. There is sufficient evi-
dence to show a clinical benefit from im-
plementing infection control strategies.
“It’s not an experiment to see if these
things work,” he said. 

Hospitals are likely to face some up-
front costs when implementing the new
requirements, Dr. Michota said, especial-
ly if they need to put a new educational
process in place to prepare staff. For that
reason, hospitals may be looking to in-
volve hospitalists, who are already on the
payroll, in a variety of activities related to
preventing health care–associated infec-
tions, he said. 

Hospitalists may be involved in devel-
oping process improvement plans, track-
ing requirements, or tracking infections.
Those who are not involved on the quali-
ty side may be asked to champion changes
at the floor level by modeling appropriate
hand hygiene or compliance with contact
precautions.

“Shining additional light on [health
care–associated infections] is good,” said
Dr. Patrick J. Cawley, president of the So-
ciety of Hospital Medicine and executive
medical director at the Medical Universi-
ty of South Carolina, Charleston. 

The requirements for central line–asso-
ciated bloodstream infections, in particu-
lar, are a significant step forward, he said.
There is clear evidence in the literature
that compliance with central line place-
ment protocols can significantly drive
down infection rates, he said. “This is
something we all should be doing any-
way,” Dr. Cawley said. 

The Joint Commission also has added
new requirements to the goal for medica-
tion reconciliation. Hospitals are advised
to provide a complete and reconciled list
of the patient’s medications directly to the
patient and explain the list at the time of
discharge. In those settings where med-
ications were used minimally or for a
short duration, such as the emergency
department, the hospital is required to per-
form a modified medication reconciliation
process. 

Also new in 2009 is a requirement to
eliminate transfusion errors related to pa-
tient misidentification. Before beginning a
blood or blood component transfusion,
hospital staff must match the patient to
the blood during a two-person bedside ver-
ification process. ■
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Consider EBV in Patients With Genital Ulcers
B Y  S H A R O N  W O R C E S T E R

Southeast  Bureau

D E S T I N ,  F L A .  —  Since Epstein-Barr
virus is known in rare cases to initially pre-
sent as severe, painful genital ulcerations
without other clinical or laboratory evi-
dence of acute disease, this infection should
be considered in the differential diagnosis
of patients who present with such lesions.

“You won’t see it presenting this way
very often, but ... if you have young pa-

tients presenting like this, remember to
test for EBV,” Dr. Bari Cunningham said
at a meeting sponsored by the Alabama
Dermatology Society.

Dr. Cunningham, of the University of
California, San Diego, described the case
of a 15-year-old girl who presented with
extremely painful vaginal lesions.

“Of course, sexually transmitted diseases
were first and foremost on everybody’s
mind,” she said, noting that the patient,
who was adamant that she was not sexu-

ally active, was traumatized by the constant
questioning about her sexual history and by
the fact that no one believed her.

When the cultures came back negative,
the differential was broadened, and Beh-
çet’s syndrome, systemic lupus erythe-
matosus, pyoderma gangrenosum, and
inflammatory bowel disease were among
the diagnoses considered. The girl’s con-
ditioned worsened. She became sicker and
stopped eating, and more skin surfaces be-
came involved. She was noted to have a

swollen liver. All cultures up to that point
were negative and a complete blood count
was unremarkable; however, mild eleva-
tions on liver function tests, which devel-
oped during hospitalization, were noted,
and the test for EBV immunoglobulin M
came back positive.

Several cases of EBV presenting in this
manner have been reported in the literature,
she said, noting the lesions are extremely
painful and there is typically a lack of evi-
dence of acute EBV at presentation. ■




