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What is your goal?

o Staff
« ROl vs system/ hospital priorities

* Assess
* New capabilities
* Resolve citations or deficiencies
* Requests from other departments

« Consult the APIC calculator, Vizient or other consultant staffing models
* Tools
« Particulate counters, ATP testers, computers, software, borescope, etc.
« Often, the equipment is a minor cost to the cost of staff time, consumables, and

maintenance
« Careful to push for cost other departments have to maintenance or staff




Assess Resources:
Leaders’ Point of View

* Assess current scores:
« Star ratings

« Leapfrog, TJC, CMS Hospital Quality Initiative (Hospital Compare), US News,
Healthgrades

« Other quality evaluation metrics (Vizient, Kaufman Hall, Fortune/IBM Watson Health
[Merative], IQVIA, Optum, Medidata, Oracle)

» Assess finances:
« Often hard to get solid information, but watch the signs




Downsizing or Department Limitations

* Eventually, most leaders in IP will reach a stage where cost-cutting is
mandated or growth occurs without additional staff.

« Consider:
 Travel budget, contracts for software, equipment maintenance, other discretionary spending
« For outbreaks, assess whether for other department budgets that can be charged

» Track key services done now and what may have to be cut or abbreviated

« Survey readiness, audits, rounding
* In-person staff training vs video

 What can be automated to decrease staff time?

* Track it! Make note of pushback from other departments or med staff.




Financial Headwinds
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Economic challenges
expected through 2026 and 2027

- The pendulum swings!
Things will get better!
</ Rural Transformation dollars
| ~+/ Shift from inpatient to outpatient
'« Ambulatory Surgery Centers
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Plan Your ROI Discussion

» Cost savings:
« Leaders will want to know what has been considered and the pros/cons.

« 25-30% of the CMS value-based purchasing is related to IP and holds a 2% payment
reduction.

« 75% of the CMS HAC penalty program is related to IP and holds a 1% payment reduction
- What do your partners in other departments think (facilities, pharmacy, lab,
nursing, EVS, Occ Health, etc.)? Seek support and develop a common
message.
« Lab and IS can often limit the speed and pace of change.

Success is often found when your suggestion can fix one of their problems.




Clinical Value

* How will your change improve clinical care?
* Muster support from other collaborating departments

» Assess realistically, how the change will be implemented and long-term
commitments

* Work with your immediate leaders to develop a business plan/operational
plan to submit to their leaders.

« 2-minute elevator speech and 1 page summary even if there is a 10- or
20-page ROI document with details.




EMR with Specialized Infection Prevention/Stewardship

Business case may be better defined for stewardship than IP

* Easier to estimate hard dollars
« Soft dollars carry less weight

« Leverage EMR IP solution to for efficiency and lower staff cost
* Improving clinical safety

« Streamline surveillance

* Decrease turn-around time

* Reduce manual reporting




EMR challenges

Assess the current version
« Assess the functionality of the EMR vs what your system has built/turned on.

» Check with your IS builder/report builder
Does the software support the function/graph/chart or is there a problem with
the current version or IS support?

Validate new data streams

Monitor for any new lab equipment
« Technical limitations of the lab software or IS build might prevent that cool new feature
from working as advertised.
* Infection rates may look spectacular—until the lab results are added from new platform




Audience Question

* By a show of hands, how many are using a single EMR solution
for IP?

* By a show of hands, how many are using and additional vendor
solution?
» Wolters Kluwer (Sentri7)
* VigiLanz
« BD (HealthSight Infection Advisor)
* Premier (Theradoc)



KLAS Research

» KLAS research reviewed EMR Infection Prevention
Software based on user surveys.

» Key findings:
* Best of breed
* Vigilanz
» Wolters Kluwer
* Epic works, but will require work



EPIC Bugsy 2026:.
Per Klas-research

Functionality out of the box—"Time and strong internal support are often required to succeed
with Bugsy; one-third of respondents didn’t reach a successful state within 12 months.” Note
this was based on 14-16 responses.

Lift Required to Adopt Bugsy Functionality

Mo lift; Small lift; Significant lift;
functionality is out of the bax functionality is somawhat out of the box functionality isnt out of the box
Integration to patient chart (n=15} B3% 40% 7%
NHSN reporting (n=17} 6%
Real-time data feeds (n=15} T
Alerting across all data variables  (n=15) 25%
Data visualizations/analytics (n=18) 25%
"Limited data
Self-service reporting (=14}
[i.e., no T support)
100%

Mote: Due to rounding, percentages may not add to 100%,

https://klasresearch.com/report/epic-bugsy-2026-customer-recommendations-for-organizations-considering-bugsy/3934



Epic Connect

 Strong local support for 15t and 2"9 level support
* Local vs Epic-Verona support

* Qut of the box functionality vs the build out

« Validate data feeds
* |S/Lab support
« Long term analysis and cadence

« Support from Epidemiologists, Data Analysts, Bugsy builders and Business
Intelligence may be needed.




It's about the Data!

* “He who controls the data is king”
« |P and Quality have access to a lot of data

* Key uses:

* Inform leadership decision making
 Drive information to providers to change provider culture and habits

« Can help predict where problems may arise

« Workforce optimization
« Saving Quality dollars

« Improved throughput and decreased length of stay (LOS)

These are key drivers!




Hospital 1 CMS Value Based

Events

Event # of Events # of Events SIR SIR
(2024 Final) (2025 YTD) (2024 Final) (2025 YTD)

CLABSI

CAUTI

SSI - COLO*

SSI - HYST*

HO C. diff**

HO MRSA bacteremia™*

*CMS only includes deep/organ space SSI in their Value Based Events/SIR

**LablD SIR is updated quarterly

N O O O O

o oo o o o o

0.000
0.000
0.000
0.000
1.058
6.494

0.000
0.000
0.000
0.000
2.344
0.000
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Hospital 2 - CMS Value Based

Events

Event # of Events # of Events SIR SIR
(2024 Final) (2025 YTD) (2024 Final) (2025 YTD)

CLABSI

CAUTI

SSI - COLO*

SSI - HYST*

HO C. diff**

HO MRSA bacteremia™*

*CMS only includes deep/organ space SSI in their Value Based Events/SIR

**LablD SIR is updated quarterly

o N O O O o

o O O O

0.000
0.000
0.000
0.000
1.693
0.000

0.000
0.000
0.000
0.000
1.087
0.000
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CAUTI

(Catheter Associated
Urinary Track Infections)

Show Total 4/

CAUTI

[cauTi -]

Start Date (mm/dd/yyyy)
[1271/22 |

End Date (mm/ddiyyyy)
| 11/30/25 |

Date Level
[Month -]

Hospital Location

| (Muliple values) - |

Departments
[0 ]

Infection Count Observed vs Predicted (shaded areas 50, 75 percent of predicted)
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CAUTI - Monthly SIR (0Observed/Predicted Infections)

Split for Location

. 0.700
Comparison
(select specific locations above)
Split Locations 0.600
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Color Split
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H
0.100
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Business Intelligence

Most Recent Data: Mov 2025
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CLABSI

(Central Line Associated
Blood Stream Infections)

Show Total J

CLABSI

Infection Count Observed vs Predicted (shaded areas 50, 75 percent of predicted)

Dec 24
Jan 25
Feb 25
Mar 25

|cLaBsI S

Start Date (mmiddiyyyy)
[1271724 |

End Date (mm/dd/yyyy)
| 11/30/25 |

Date Level

[Month -]

Hospital Location

| (Muliple values) - |

Departments
[0 ]

Split for Location

Comparison
(select specific locations above)
Split Locations

s ]

Split Departments
I ]

Color Split
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Business Intelligence
Most Recent Data: Mov 2025
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Syndromic Surveillance Overview ~  Summary Level {_

Elevated Syndromes By

Percent Above Average
Threshold (20 )

Top 10 Syndromes by Percent Above Average

Syndrome

Influenza A

COVID

Influenza B

RSV

Invasive Haemophilus Influenzae
Morovirus

Blastomycosis

Gonorrhea

ESBL

Clostridioides difficile

Top 10 Syndromes by Occurrences Above Average

Syndrome

Influenza A

COVID

Influenza B

RSV

ESBL

Morovirus

Gonorrhea

Clostridioides difficile

Invasive Haemophilus Influenzae

Elastomycosis

7

Last 30 Days
3,784
2,366

778
270
2
27
1
27
140
105

Last 20 Days
3784

2 366

778

270

140

27

27

105

% Above Average
+201%

+145%
+112%
+99%
+43%
+42%
+25%
+17%
+9%
+2%

+/- Above Average
+2,528
+1,400
+411
+134
+11
+B

+4

+2
+0.6
+0.2

Occurrences Above Average

Threshold ( 5

6

Feb 2024 through Dec 2025

Feb 2024 through Dec 2025
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3,103
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26
160
124
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176
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3
26
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Jan 2026
1175
879

n
137

16
a7
32

Jan 2026
1,175
a79

n

137

47

16
32

Z-Score
Threshold ( 1.5

Top 10 Syndromes by Z-Score

The z-zcore iz the number of standsrd devistionz shove sversge.
La=t 30 Days

Syndrome:

COVID

Influenza A

Morovirus

RSV

Influenza B

Gonorrhea

ESBL

Invasive Haemophilus Influenzae
Elastomycosis

Clostridioides difficile

Top 10 Syndromes by Normalized Score

Normsiized =core szzigns esch syndrome a scove from 0 fo 100 based an how the cument count compares fo the hizforical minimum and maximum.

Syndrome:

COVID

Gonorrhea

ESBL

MNorovirus

Clostridioides difficile
MRSA

Influenza A

Sermratia Marcescens
Streptococcus pneumaonias
Rhinovirus/Enterovirus
Invasive Haemophilus Influenzae

Blastomycosis

L=t 20 Days
2,366
27
140
27
103
136
3,784
29

17

25

2,366
3,784

27
270
773

27
140

105

Z-Score
1.76
1.06
0.83
0.62
0.60
0.59
0.49
0.43
0.26
0.13

4 Feb 2024 - Jan 2026 -

Normalized Score
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Streptococcus pneumoniae 2-year trend

Overview
View Strepiococcus preumonise configumtion

1 7 Last 30 Days + 0% Above Average -+ 0 +/- Above Average - 0.03 Z-5core 3 6 Normalized Score

Trends

Display Mode LI 0LENSELEE  Control Charl
40
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5 2

"

o

0 .

Feb 2024 Mar 2024 Apr2024  May 2024 Jun 2024 Jul 2024 Aug 2024 Sep 2024 Oct 2024 Mov 2024 Dec 2024 Jan 2025 Feb 2025 Mar2025  Apr2025  May 2025 Jun 2025 Jul 2025 Aug 2025 Sep 2025 Oct 2025 Mov 2025 Dec 2025 Jan 2026

I @@ Monthly Count [A —— 3-Month Average
Postal Codes Departments
Feb 2024 Feb 2024
through Dec through Dec
Postal Code city L=st30Days v 2025 Mowv 2025 Dec 2025 Jan 2026 Deparimant last30Days v 2025 Mow 2025 Dec 2025 Jan 2028
2 A Lo 1 1 1 - 2A A 0 12 1
1A A 0 0 1 22 e 0 2 A 0
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1A A A 0 0 1 (- I W 0 12 0
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1A _A L] 1] 1 1 AP 2 A 1 1
1A WA 0 1A 0 1A N 0 1A 0
1A / a 1A o 1A 1] 0 1
1 = A A KA T 1 = 1 4 i 1 = A n 1 = 1

Only =howing the 15 postal codez with the most pafients: Only showing the 15 deparimenits with the mosf psfients.



UTI report
for ED, last
3 months
compliance
to
appropriate
antibiotic
and
duration.

Drill down
available.

UTI Antibiotic Dashboard | UTI Antibiotics Details

Pharyngitis & Sinusitis Antibio...

Pharyngitis & Sinusitis Details

Last refresh: 3/18/2026 7:17:31 &M Pawerad By

— UTI Antibiotic Dashboard

Data as of: 2/25/2025
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EncounterType Maonth, Year of Arkiv.e  Facility Specialty Patient Age {bin) Min prescrpition per provider Control Chart Legend
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MHSM Antimicrobial Use SAAR | NHSN Antimicrobial Use - Metr...

MHSM Antimicrobial
Use SAAR

Using this Graph

The goal of the graph to theright is to
highlight areas of strong and weak
performance in antimicrobial
stewardship. While the Standardized
Antimicrobial Administration Ratio
{SAAR) is an excellent starting point far
this assessment, short periods of time,
or metrics with a small number of Days
Present are subject to high variation due
tochance.

The center line on each bar is the SAAR
for that metric for the given date range.
The ends of the bar represent the
highest and lowest estimate of
Parkview's performance using a
confidence interval of 95 percent.

To rephrase: without changes to internal
process or a substantial shift in patient
characteristics, we have 95 percent
confidence future performance will lie
within the given the range.

MHSN Antimicrobial Rates - by...

MHSM Antimicrobial Rates - by...

Location Start Date {mim/yyyy)
[ (an) . [111/2026 |
End Date (mm/yyyy)
| 31842026 |
For a list of srimicrobials included in If start date is left blank it will default

each metric click here €

to the most current 12 months of data

Estimated Performance by Metric

Ped_Azith_ICU_2017
Ped_Azith_¥Ward_2017
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Adule_BSHO_\Ward_2017
Ped_BSCA_ICU_2017
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Standardized Antimicrobial Administration Ratio (SAAR)

statistically equivalent topredicted [ statistically worse than predicted
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THE NHSN STANDARDIZED RESISTANT
INFECTION RATIO (SRIR) AND PATHOGEN-
SPECIFIC STANDARDIZED INFECTION RATIO
(pSIR)

A Guide to the SRIR and pSIR

LINHSN-AR

NATIONAL HEALTHCARE SAFETY NETWORK
ANTIMICROBIAL RESISTANCE OPTION



Standardized Resistant Infection Ratio

Example SRIR interpretation

As an example, here is an interpretation of one row of a sample SRIR report for HO extended-spectrum

cephalosporin-resistant Enterobacterales in urine specimens.

National Healthcare Safety Network

SRIR Table - All Standardized Resistant Infection Ratios (2019 Baseline)
Az of: Ssptember T, 2023 at 5:33 PM

Daie Rarge: AR_ALL SRIR_I019 summanyyr 2020 1o 2022

i {[|SRIR_Typs = "HO_ESCE_Urire™ ) ]}

Hospital-onset (HO) Extended-spectrum cephalosporin-resistant Enterobacterales in urine specimens

857
Facility Org Summary Resistant Hospital-Onset  Predicted Resistant Hospital-Onset Patient days from AR SRIR p- i‘.‘nnﬂl:lﬁm::n
] YriQtr SRIR Type Isolates Izolates Summary SRIR value Interval
13850 A0 HO_ESUEA_Linne 0 0339 124 0000 QM3 . asar
13850 202003 HO_ESCEA_Unne 0 0,202 16208
13850 H2004 HO_ESCEal_Linne L 0170 k3]
| 13850 0102 HO_ESCEA_Linne 0 [y | 400
| 13850 2103 HO_ESCEa_Lnne 0 &5 13100 0000 0541 | 4871
2 0.355 TRE0 GBI QU056 0545, 18613

13850 20104 HO_ESCEall_Linne
; 1

Note: This example uses fictitious data for illustrative purposes only. 'TEW



TAP Reports

National Healthcare Safety Network

TAP Report for FACWIDEIN CDI LablD data for Acute Care and Critical Access Hospitals (2015 Baseline)
Facilities Ranked by CAD ‘Cumulative Attributable Difference’

Cumulative Attributable Difference (CAD) Multiplier: Custom Value = 0.5

A TAP Report is the first step in the COC TAP Stategy. For more isformasion on the TAP strategy. please vistt Mt Swww e gowihaspeeventtip hitm!
As of Decembder 22 2022 641 P
Date Range: B52_COU_TAP summaryYr 2021 8o 2021

Facilty CDIF Facility Incident  Number Facility SIR
Rank Facility Org ID Facility Name State Type of Facility Type of Affiliation Number of Beds Patient Days COHCFA Prevalence Rate HO LablD Event Count Predicted CAD SIR Test
1 10018 DHOP MEMORIAL HOBPITAL QA  WOSP.QEN J 150 31000 0.00 s 11.822 200 0877
2 10273 HAWAII STATE HOSPTAL  wi HOSP-PSYCH 20 8400 0.00 2 1,184 142 1718
3 10401 DHOP MEMORIALANNEX GA  WOSP-GEN “ 22 12000 0.00 3 5080 0.47 0503

1. This report includes facility-wide inpatient data from acute care hospitals for 2015 and forward.

2. Use the line list and frequency table output options to view location specific data. For Instructions visit Output/Report Option types on the Analysis Quick Reference Guides page;
http://www.cdc.gov/nhsn/ps-analysis-resources/reference-guides.html

3. Facility Rank = Priority ranking for Targeted Assessment of Prevention by CAD in descending order

4, COHCFA PREVALENCE RATE = Community-onset healthcare facility-associated CDI prevalence rate per 100 admissions

S. CAD = Observed - Predicted*SIR Goal

6. SIR is set t0 ".' when predicted number of events is <1.0. SIR TEST = 'SIG' means SIR > SIR Goal significantly

Source of aggregate data. 2015 NHSN CDI Data
Data containgd in this report were last generated on December 22, 2023 3t 1:27 PM 20 include dats beginning January 2021 through December 2021 .



NHSMN Antimicrobial Use SAAR | MHSN Antimicrobial Use - Metr._..

MNHSN Antimicrobial
Use - by Department

Days Present

Antimicrobial
Use (AU) Days

All Rate
(AU Days/
Days Present * 1000)

. All departmeants

BOOO

= L0

7000

14K

13K

1550

1500

1350

1300

MHSM Antimicrobial Rates - by ...

MHSN Antimicrobial Rates - by._.

Location Start Date {mm/yyyy)

| PRMC - | | 371842025 |

Departments End Date (mm/fyyyy)

[ ¢y - | [3718/2026 |

e If start date is |eft blank it will default

|E_r" N | to the most currert 12 months of data
Mar-25 Apr-25 May-25 Jur-25 Jul-25 Aug-25 Sep-25 CDct-25 Maone-25 Dec-25 Jzr-25 Feb-28
Mar-25 Apr-25 May-25 Jur-25 Jul-25 Aug-25 Sep-25 CDct-25 Maone-25 Dec-25 Jzr-25 Feb-28
lar-25 Apr-25 May-25 Jun-25 Jul-25 Aug-25 Sep-25 Oct-25 MNow-25 Dec-25 Jan-28 Feb-28

Powered By

Location SUMMAary (sslec o fier]

Sum of Al

days
18801
14058
12,530
10,218
10,172
25984
8750
7.814
7.057

-

Days
Present
88,282
13.231
15.472
15.568
15,776
15453
10,358
11,377
10,005

o - —
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AU /1000 D
213

1.065

681

656

845

5E1

242

6E7

705

-

Antimicroblal SUMMAry (ssieces fier)

PIFERWT
CEFTRX
CEFAZ
WANC
LNZ
METRO
MERD
AZITH
CEFEP
DOxY
LEVOD
CEPHLX
AMORWC
AMF

ARAmaLAsC

Sum of AU days
30,153
21 085
15,055
12 585

7.eE4
7578
7.355
6,555
5,357
248132
L7658
3.851
3.778
3.263

= A

Days Present

88282
88282
88282
88282
88282
88282
a8.2g2
aB.2a2
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88,282
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88 282
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Excess Patient Days by Location: PRMC

Discharges | Case Mix Index

Excess
Patient Days

Bar Graphs Independantly Color
Coded by Excess Days

Excess Days
Calculation Method:

DRG Average

Patient Age Exclusions

Less Than: 2
Ower:

Epic Patient Classes:
Displayed classes appear here. To
add or remowve classes, select top
left to reveal filkers

Inpatient

Last Refreshed
3MBI2026 4:01:34 AM
with data as of previcus midnight
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Business Intelligence

Length of Stay
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Excess Days by Discharge Depariment
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Marketing Internally

|t has been said that IP is a team sport
* |t is important to share with other department leaders

» Share the data with analysis—either directly or through your
leaders
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THE MEDICAL DIRECTOR AS AN
ADVOCATE



Role of the Medical Director/ C

* Leadership strategic goals—1
yrand 5 yr

- Create Department Priorities —'? Infection Prevention
» Match Department needs to @ kR  Medical Director
Priorities s ‘ Blaa oo bl < 4
« Seek Resources
* Assess Barriers

* |nterface w/ Local and State
Public Health

« Educate Medical Staff
« Support Interventions

'd b_ -

# PARKVIEW



What Else Can a Medical Director Do?

Case reviews

Assist IP’s with current literature and interpretation
Keep abreast of changes and recommendations
Coordinate at the system level

Public Health projects

N



How to Gain Support for Infection
Prevention Departments

Leadership

Bridging Nursing

Priorities Voice

the Gap

Patient safety & outcomes Translate nursing work into Reduce HAls Frontline insight drives change
- CMS penalties data-driven outcomes - Standardize care - Data + stories = advocacy
- Public reporting Partner across departments _ Improve efficiency

- Throughput & LOS




THANK YOU!

Scott Stienecker MD
Scott.Stienecker@parkview.com
Cell 260-438-1426




