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Objectives 

1. Describe our Program activities for preventing HAI 
(defined as infections that occur as a result of 
healthcare) 

2. Discuss new defined roles for public health in  
- HAI surveillance and prevention 
- Regional approaches for the control of antimicrobial 

resistant infections and C difficile diarrheal 
infections  

3. Initiate discussions with local public health about how 
CDPH can best support you in taking an active role in 
HAI prevention in your communities 
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HAI Program Leaders  



HAI Prevention Activities by Funding Source  

Activities Funding Source Timeframe 

State public reporting mandates / 
Outbreaks in healthcare facilities 
 

Special Fund (Percentage 
of licensing fees) 

2010 & on   

Data validation / HAI prevention 
outreach to hospitals  

L&C Interdepartmental 
Quality Improvement 
Activity Funds 

2013-2015 

Antimicrobial Resistance Program, 
Dialysis BSI Prevention Program, 
Injection Safety Program 
  

CDC Epidemiology and 
Laboratory Capacity (ELC) 

2014-2019 

Assessment for CA Ebola hospitals 
and strengthening outbreak response  
 

CDC ELC Ebola 
Supplemental A1 

2015-2017 

Expanding healthcare assessments to 
build infection prevention capacity 
broadly 
 

CDC ELC Ebola 
Supplemental A2 

2016-2018 
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CDPH HAI Program 

Epidemiology Unit 
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Supervisor – Dr. Neely Kazerouni  



HAI in California Hospitals - Annual Report 

• Data reported by 400 acute care hospitals (no 
exclusions for size) to the National Healthcare Safety 
Network (NHSN) 

• Published via a web page that includes 

• Summary report of key findings and public 
health action 

• 90 data tables 

• Interactive map 

• Technical reports for each infection type 
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Open Data Portal Data Display 
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Open Data Portal Data Display 

 

 

11 



12 

Annual Report of HAI in California Hospitals, 
2013   



Influenza Vaccination Among Health Care 
Personnel in California Hospitals - Annual 
Report 

• Data reported by 400 acute care hospitals to NHSN 

• Published via a web page that includes report of key 
findings and public health actions, 5 data tables, 
technical report 

• 2013 data continued to show incremental improvement 
in HCP vaccination rates 

• Employees – 81%  
• Non-employee HCP – 63% 
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CDPH HAI Program 

Liaison IP Program 
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Supervisor – Vicki Keller 



Liaison Infection Preventionist (IP) Program 

• Regionally-based Liaison IPs, highly experience, 
certified in infection control and epidemiology (CIC) 

• Assigned approximately 45 hospitals each 

• Conduct monthly regional calls to connect with their 
area hospitals and relay updates from CDPH HAI 
Program 

• Expanding to non-hospital settings in 2016 
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HAI Data for Action Strategy 

• Third year of performing outreach to hospitals with high 
HAI incidence as indicated in the annual public report 

• 112 hospitals* with statistically high infection incidence 
in 2013 identified and prioritized 

• Clostridium difficile infection - 62 hospitals 

• CLABSI  - 28 hospitals  

• Surgical site infections – 26 hospitals  

• MRSA/VRE bloodstream infections – 27 hospitals  

 
*Some hospitals had more than one infection type with high incidence 
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Liaison IP Hospital Assessment Visits 

• HAI Program sent letters (via email) to all hospitals with 
high incidence of infections in March 2015 

• Liaison IPs followed up with targeted hospitals in their 
respective regions to schedule one-day assessment visit  

• Goal: to help identify areas for improvement 

• Review hospital HAI data including Targeted Area for 
Prevention (TAP) reports 

• Observe infection prevention practices 

• Provide feedback of adherence and offer evidence 
based recommendations at the end of the day 

• Follow up with assistance and sustainability 
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Liaison IP Visits to Improve Surveillance and 
Reporting 

• 3-year validation plan, approved by HAI Advisory 
Committee 

• In 2014 HAI Program Liaison IPs performed validation 
of reported CLABSI, SSI, CDI and MRSA/VRE BSI in 234 
hospitals 
• 86 hospitals identified with case-finding less than 85% for 

CDI or MRSA/VRE BSI or failed to identify/report one or 
more CLABSI  

• In 2015, Liaison IPs will perform follow-up visits  
• On-site assistance to review surveillance methods 
• Provide guidance on use of self-validation toolkits  
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Liaison IP Hospital Assessment Visits 
Through July 2015 
• Data For Action Hospitals, 112    

• Declined visit; Submitted Process Improvement Plan - 13 

• Completed - 51  

• Upcoming appointments - 48  
 

• Improve Surveillance & Reporting based on 2014 
Validation (Case-finding gaps), 86                      

• Re-Validation Completed - 13 
 

• CDI Collaborative Facilities, 40                               

• Acute Care Completed - 10 

• Long Term Care Facilities Completed - 14 

• LTAC Hospitals Completed - 2 
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California Campaign to Prevent Bloodstream 
Infections in Hemodialysis Patients 

• 514 outpatient hemodialysis centers in California 

• HAI Program staff include a full-time Dialysis Liaison IP 
and part-time nurse consultant 

• Five-year plan to provide onsite assessments and 
strategies to prevent bloodstream infections  

• One-day assessments of adherence to CDC prevention 
strategies with same day feedback  

• Webinars, website, and a one-day infection prevention 
class 
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CDPH Lead for Coordination of Ebola 
Hospital Preparedness 

HAI Coordinator, Lori Schaumleffel 

• Ebola Treatment Centers – CDPH onsite 
assessments completed in collaboration with CDC 

• Northern California – November 2014 

• Southern California – December 2014  

• Deploy a CDPH Ebola Assessment Team 

• HAI Liaison IP assigned to the facility 

• Laboratory safety specialist 

• Occupational health specialist 

• Waste management specialist 

• Coordinate with Local Public Health Officer and local EMS 

 
 



California Ebola Treatment Centers  

• 5 University of California Medical Centers 

• UC Davis Health System 

• UC San Francisco Medical Center 

• UCLA Medical Center 

• UC Irvine Medical Center 

• UC San Diego Medical Center 

 

• 3 Kaiser-Permanente Hospitals 

• Kaiser Permanente Medical Center – South Sacramento 

• Kaiser Foundation Hospital – Oakland 

• Kaiser Foundation Hospital – Los Angeles 
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California Ebola Assessment Hospitals 

• 8 Ebola Treatment Centers (5 UCs, 3 Kaisers) 

• Geographically located facilities 

• Northern California – Mercy Medical Center Redding 

• Central California – Pending 

• LA County – Cedars Sinai Medical Center  

• Demographically needed facilities 

• Pediatric Facilities 

• Children’s Hospital of Los Angeles 

• Another facility pending 
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Monitoring Ebola Readiness 

Evaluation of minimum capability in 11 domains 
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1. Facility Infrastructure/Patient Rooms 7. Waste Management 

2. Patient Transportation 8. Worker Safety 

3. Laboratory 9. Environmental Services 

4. Staffing 10. Clinical Management 

5. Training 11. Operations Coordination 

6. PPE 



Expanded Onsite Infection Control 
Assessments with Feedback / Follow-up 

By March 2016 

• 60 high HAI incidence hospitals (2014 published data) 

• 15 Ebola readiness hospital visits 

• 80 LTC facilities identified by CDPH L&C district offices*  

• 68 Outpatient hemodialysis clinics  

• 30 Outpatient facilities at risk for unsafe injection practices*  

 

 

25 

*excluding LA County 



CDPH HAI Program 

Antimicrobial Resistance Program 
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Supervisor – Dr. Erin Epson  



Antimicrobial Resistance: A Substantial and 
Increasing Problem in California 

• 260,000 illnesses and nearly 3,000 deaths in CA each year 

• Clostridium difficile infections (CDI) 

• 10,553 hospital onset-CDI reported by CA hospitals in 
2013 

• 5% increase since 2011 

• Carbapenem-resistant Enterobacteriaceae (CRE)  

• Regional variation, with higher prevalence in southern 
CA in 2012 

• Recent outbreaks in northern CA suggest potential 
emergence in previously lower prevalence areas 
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Core Actions to Address Antimicrobial 
Resistance 

• Improve antimicrobial prescribing through 
antimicrobial stewardship 

• Preventing infections and transmission of 
antimicrobial resistant pathogens 

• Tracking antimicrobial resistance patterns 
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California is a Leader in  
Antimicrobial Stewardship Legislation 

• California Senate Bill 739 – By January 1, 2008 

• Hospitals required to develop process for monitoring 
judicious use of antibiotics, sharing results with 
quality improvement committee(s) 

• California Senate Bill 1311 – By July 1, 2015 

• Antimicrobial stewardship policy in accordance with 
federal/professional guidelines 

• Physician-supervised multidisciplinary committee 

• Physician or pharmacist with AS knowledge/training 

• Report to quality improvement committees 
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CDPH ASP Definition – 11 Elements 

Basic Intermediate Advanced 

1.  Antimicrobial 
stewardship 
policy/procedure 
adopted 

5.  Annual antibiogram 
developed, distributed, 
and medical staff 
educated 

9. Antimicrobial 
formulary reviewed 
annually and changed 
based on antibiogram 

2.  Physician-
supervised 
multidisciplinary 
committee formed 

6. Institutional 
guidelines for 
management of 
common infection 
syndromes developed 

10.  Prospective audits 
performed, with 
intervention/feedback 
to prescribers 

3.  Physician or 
pharmacist ASP leader 
received specific 
stewardship training 

7.  Antibiotic usage 
patterns monitored 
using DDD or DOT  

11.  Formulary 
restriction with 
preauthorization 
adopted 

4.  ASP activities 
reported to hospital 
quality improvement 
committees 

8. Medical staff/ 
committees provided 
ongoing ASP education 
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Recommended by HAI 
Advisory Committee, 

Dec 2013 



Spotlight on ASP Project  

“The Spotlight on Antimicrobial Stewardship Programs project helps 
define antimicrobial stewardship programs and activities, and spotlights 
volunteer hospitals that wish to highlight their programs and share their 
progress with others. The Spotlight on ASP Project Invitation 2014 
remains open to allow additional hospitals to participate – Join today!” 
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www.cdph.ca.gov/programs/hai/Pages/AntimicrobialStewardshipProgramInitiative 



California ASP Collaborative 

• Provide a forum to support California hospitals to 
develop or enhance ASPs 

• Promote patient safety 
• Decrease CDI and antimicrobial resistance 

• Facilitate compliance with CA Senate Bill 1311 

• One-year project launched in January 2015  
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150 California Hospitals Are 
Participating in 2015 ASP 
Collaborative 

Hospital Type No. (%) 

Community 122 (81) 

Major Teaching 5 (3) 

Pediatrics 8 (5) 

Long Term Acute Care 9 (6) 

Critical Access 7 (5) 



Antimicrobial Use and Informatics Capability 
Survey 

• Sent to all California hospitals July 2, 2015 

• Objectives are to gain a better understanding of 

• How/if hospitals are measuring antimicrobial use 

• What data resources are available in hospitals that may 
facilitate measuring antimicrobial use using CDC’s NHSN 
system 

• How the CDPH HAI Program can help hospitals to advance 
antimicrobial use measurement 

• Preliminary results under review; survey closes Aug 31 
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Developing a Model Regional Approach to  
Antimicrobial Resistance and CDI Prevention   

Objectives:  
1.Assess and improve hospital and LTC facility adherence 
to infection prevention practices 

• Contact precautions 

• Hand hygiene 

• Environmental cleaning 

2.Implement/enhance antimicrobial stewardship program 
with particular attention to CDI 

3.Monitor inter-facility transfer to maintain AR/CDI 
patients on precautions throughout continuum of care 

•  Inter-facility Transfer Program 

35 



Orange County CDI Prevention Collaborative  

Facilities Enrolled – Kick-off Meeting held June 29, 2015 

•  17 General Acute Care Hospitals  

•  3 Long-Term Acute Care Hospitals 

•  20 Skilled Nursing Facilities (SNF) 

 

HAI Program staff providing:  

• Online educational webinars, trainings, onsite visits and 
consultations 

• A forum for sharing of tools and resources among 
facilities  

• Assistance with NHSN enrollment and training for SNF to 
enable CDI surveillance  
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Identifying 
Target Area 
for the Next 
Regional CDI 
Prevention 
Collaborative 
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Carbapenem-resistant Enterobacteriaceae (CRE) 
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• One of 3 bacteria identified by CDC as an urgent threat 

• CRE are resistant to the carbapenem class of antibiotics 
Carbapenems often used to treat infections caused by 
bacteria that are resistant to other kinds of antibiotics 

• Invasive CRE infections result in up to 50% mortality  

• CRE are highly transmissible in healthcare settings 
CRE resistance can be transferred between different 
bacterial species 



California CRE Prevalence Survey 

1. To educate California hospital infection prevention 
personnel about CRE 

• Facilitate communication and collaboration between 
infection prevention and microbiology  

2. Determine regional prevalence of CRE in California 
among general acute care hospitals in 2012 

• Assist local public health and healthcare facilities to 
better utilize the CDC CRE toolkit 
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California CRE Prevalence Survey – Methods 

• All acute care hospitals including long-term acute care 
(LTAC) contacted  

• To determine hospital prevalence of CRE in 2012 among all 
Klebsiella isolates tested 

• Defined CRE as Klebsiella spp. that tested non-susceptible to a 
carbapenem (a broad definition) 
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CRE Klebsiella Prevalence in California – 2012 
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Hospital Type 

Responding 

Hospitals # CRE  

 # 

Isolates 

Tested 

Pooled 

Mean 

Prevalence  

General Acute 

Care 297 2,264 72,387 3.1% * 

Long Term 

Acute Care 22 1,152 2,220 51.9% 

* More than half of all general acute care 
hospitals reported zero CRE isolates in 2012  
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Regions 
Number of 
Hospitals*  

CRE  
Klebsiella 
Isolates 

Total 
Klebsiella 
Isolates 

CRE 
Resistance 
Percentage 

   Sierras 5 0 467 0.00% 

   Sacramento Metro 13 2 3,643 0.05% 

   San Joaquin Valley 36 27 9,102 0.30% 

   Far North 29 13 4,244 0.31% 

   Bay Area 49 41 11,596 0.35% 

   Central Coast 16 13 2,015 0.65% 

   San Diego 18 230 8,122 2.83% 

   Inland Empire 31 270 7,472 3.61% 

   Los Angeles-Orange 100 1668 25,828 6.46% 

Total 297 2,264 72,489 3.12% 

Regional Prevalence of CRE Klebsiella Species, 
2012 

*Excluding LTAC hospitals  
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Courtesy of Arjun Srinivasan, CDC 



Regional Prevalence of CRE Klebsiella Species, 
2012 

0% 

0.01-1.99% 
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Summary 

1. LTAC hospitals have significantly higher prevalence than 
other general acute care hospitals 

2. CRE prevalence is significantly higher in southern  
California  

3. California has a lower prevalence of CRE compared with 
other US regions 

4. Effective CRE prevention will require a coordinated 
response 
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Identifying 
Target Area 
for a  
Regional CRE 
Prevention 
Collaborative 



California Antimicrobial Resistance (AR) 
Laboratory Surveillance Network (Proposed) 

• Determine and monitor AR prevalence 

• Assess laboratory AR capacity  

• Identify and characterize AR pathogens 

• Perform surveillance cultures 

• Electronically report laboratory data 

• Establish network of  clinical laboratories, 
hospital infection prevention staff, and state and 
local public health agencies 

• Share/receive regional AR prevalence data, 
determine AR reference testing resources 
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CDPH HAI Program 

Communications Team 
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Visits by Quarters 
January to July 2015 
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2015 Top Ten HAI Page Views 
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Pages Average 
Time 

Viewed 
(Seconds) 

1 Healthcare-Associated Infections - Main Page 73 

2 California Antimicrobial Stewardship Program Initiative 180 

3 HAI Information and Current Reports  124 

4 Cleaning, Disinfection and Sterilization (Basics of IP course) 190 

5 Who is at Risk of Getting a MRSA Infection? 84 

6 What is a CLABSI? 97 

7 Vancomycin-resistant Enterococci (VRE)  89 

8 Carbapenem-Resistant Enterobacteriaceae (CRE) 137 

9 MRSA: Methicillin-Resistant Staphylococcus aureus 97 

10 Clostridium Difficile Infection (CDI) 79 



Visits by Quarters 
January to July 2015 
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Total Views – By Programs  
January to July 2015  
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California Injection Safety Program 
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HAI Program Public Outreach Plan 

Four components: 

1. Distribute HAI messages via social media  

2. Perform analyses of HAI Program webpage user trends 

3. Develop and disseminate educational videos  

4. Launch and support an HAI Ambassadors Program 
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 CDPH HAI Program 

Outbreaks Team  
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Co-Leads – Drs. Erin Epson and Janice Kim 
  plus Jon Rosenberg (retired annuitant) 



CDPH HAI Program Role in Outbreak 
Investigations 

• Subject matter experts in infection prevention and 
control 

• Provide consultation and support to local public health 
agencies 

• Coordinate with CDC content experts for up-to-date 
guidance and recommendations 

• Coordinate outbreak investigations that cross local 
health jurisdiction boundaries 

• Provide guidance and recommendations to CDPH L&C 
and other regulatory agencies 
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HAI Outbreak Investigations / Consultations  

July 1, 2014 – June 30, 2015 

Total investigations / consultations: 50 
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By pathogen: By facility type: 

Legionella species 
Klebsiella species 
Hepatitis B Virus 
C. difficile infection 
S. aureus 
Hepatitis C Virus 
Other 
 

14 
7 
5 
4 
4 
3 

13 

Acute Care Hospitals 
              NICU  

Skilled Nursing Facilities 
Dialysis Centers 
Ambulatory Surgery Centers 
LTAC Hospitals 
Other 
 

20 
5 

15 
4 
3 
3 
5 



Notable HAI Investigations in the Past Year 

1. 09/2014: Evaluation of bloodstream infections in 
dialysis clinics in collaboration with CDC - throughout 
California 
 

2. 11/2014: Transmission of HCV in Regenerative 
Medicine Clinic – Santa Barbara County 
 

3. 01/2015: Transmission of CRE via endoscopy 
procedures – Los Angeles County  
 

4. 03/2015: Transmission of S. aureus in NICU –  Long 
Beach, CA 
 

5. 05/2015: Transmission of CRE in 13 patients at SNF – 
Alameda County  
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Summary 

• The CDPH HAI Program is committed to reducing HAI in 
California 

• Using Data for Action to prioritize and focus on  
hospitals with continued high HAI incidence 

• A regional approach is being modeled for AR; CDI 
prevention is a high priority  

• Ensuring preparedness for Ebola and other 
emerging infectious diseases has expanded our  
outreach 

• External input is sought from the HAI Advisory 
Committee, health care providers, regulators, and 
local public health to enhance our efforts  
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Defining the Role of Public Health in HAI 
Prevention 

•  If not public health, then who?  
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http://www.cdc.gov/vitalsigns/stop-spread/infographic.html#infographic2

