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Agenda

• Welcome, Introductions & Housekeeping

• UP Campaign Overview

• SOAP UP August Webinar Recap

• Hospital Features

• Call to Action

• SOAP UP Resources & Support
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Indiana’s Bold Aim
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To make Indiana the safest 
place to receive health care 
in the United States…            
if not the world



wUP Campaign 



UP Campaign

Goal: Simplify safe care 
and streamline cross-
cutting interventions to 
reduce the risk for 
multiple patient harms
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IHA Launches UP Campaign
• Supports Hospital 

Improvement Innovation 
Network (HIIN) harm 
reduction efforts

• June 6 Indiana Patient Safety 
Summit Kick-off

• Strategic Deployment of 
Three Campaigns:
SOAP UP 3Q 2017
GET UP 4Q 2017
WAKE UP 1Q 2018
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Hand Hygiene

S O A P - U P



Access to UP Campaign Materials  
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https://www.ihaconnect.org/patientsafety/Initiatives/Pages/UP-Campaign.aspx

https://www.ihaconnect.org/patientsafety/Initiatives/Pages/UP-Campaign.aspx
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How are you 
incorporating 
SOAP UP within 
your organization?



w2017 Hospital Survey



Global Survey Themes  

• Reliable Data Collection

• Hand Hygiene Culture and Speaking Up

• Accountability: Connecting Practice to HAI and 
Costs to the Organization
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Engaging Hospital Teams
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Engaging Patients & Families
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Engaging the Community
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8.8.17 Webinar Recap

• Focus: Hand Hygiene - An Integral Part of Patient 
Safety Culture and Speaking Up

* Have fun - Be a Lifesaver! 

* Transparency & posting compliance publicly - sends 
message of organizational commitment

* A multidisciplinary approach is essential 

EVERYONE owns hand hygiene
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Lessons Learned – Peer Sharing
Courtesy of IU Health Blackford Hospital and Elkhart General Hospital 
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Safety Culture & Speaking Up  
Call to Action

• Evaluate how you are engaging both clinical and 

non-clinical personnel in a FUN WAY!

• Conduct a small test of change to provide immediate, 
non-punitive performance feedback not only when 
hand hygiene is not conducted but also when it IS done

• Implement a new visual strategy to communicate 
success and opportunities to front-line staff
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Global Survey Themes 

• Reliable Data Collection

• Hand Hygiene Culture and Speaking Up

• Accountability: Connecting Practice to HAI and 
Costs to the Organization
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Think Tank Prompt from August 

What is your process to hold teammates 
accountable for hand hygiene?

• How do you provide staff with 
performance feedback whether 
individual, unit level or hospital-
wide?

• Do you link and share identified 
HAI with individuals involved 
with care?

• Who coaches teammates for 
accountability?

How are you sharing the fiscal and 
personal impact of HAI to your teams?

• How do you link hand hygiene to 
health outcomes?

• If your hospital has received 
value-based purchasing or 
hospital-acquired condition 
reimbursement penalties, is this 
shared with your team and if so, 
how?

• How do you personalize HAI 
events beyond reporting rates?
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Hand Hygiene in Healthcare Settings

According to the CDC, 

• On average, healthcare providers clean their 
hands less than half of the times they should

• On any given day, about one in 25 patients as 
at least one healthcare-associated infection 
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HAI Facts 
• In the U.S., healthcare associated infections (HAI's) affect more than 2 million people every year resulting in approximately 100,000 

deaths.1

• HAI’s lead to long-term disability, preventable deaths, and additional financial burden on the healthcare system.6

• An HAI increases the average length of stay 7.4 to 9.4 days and the risk of morbidity by 35%.9

• Compliance by healthcare workers with optimal hand hygiene is considered to be less than 40%.7

• Several studies of hand washing in high-acuity units with vulnerable patients have found that as few as one in seven staff members 
wash their hands between patients: compliance rates in the range of 15% - 35% are typical; rates above 40% are the exception.10-11

• It is well established that the hands of HCWs are the principal cause of transmission of infection from patient to patient.9

• Hand hygiene, a very simple action, remains the primary means to reduce HAI’s and the spread of antimicrobial resistant 
organisms.2-5

• Global research indicates that improvements in hand hygiene activities could potentially reduce HAI rates by up to 50%4,8
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HAI Fiscal Risk to Hospitals
Pay for Performance Penalties

Value-based Purchasing 
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Hospital-Acquired 
Condition Reduction 

Program



Most Importantly, the Human Impact!
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HAI Prevalence Study – Published 2014
http://www.nejm.org/doi/full/10.1056/NEJMoa1306801#t=articleResults

• In 2011, there were an estimated 722,000 HAIs in U.S. acute care 
hospitals

• Additionally about 75,000 patients with HAI died during their 
hospitalization
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http://www.nejm.org/doi/full/10.1056/NEJMoa1306801#t=articleResults


25 https://www.cdc.gov/HAI/pdfs/progress-report/hai-progress-report.pdf

https://www.cdc.gov/HAI/pdfs/progress-report/hai-progress-report.pdf
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wHospital Features



The Women’s Hospital 

• 74 bed, Acute Care, 
Women’s Specialty 
Hospital

• Located in Newburgh

• Member of the 
Community Patient Safety 
Coalition of Southwestern 
Indiana/Kentucky
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Hand Hygiene Monitoring

The Women’s Hospital 







2017 Log of Observers

Month Name Unit
Reminder in 

Mailbox Emailed Manager Date Returned
Number 

Observed
Incentive and 

Certificate Given Comments

January Packet 1

January Packet 2

January Packet 3

January Packet 4

January Packet 5

January Packet 6

January Packet 7

January Packet 8

January Packet 9

January Packet 10

January Packet 11

January Packet 12



TWH Hand Hygiene Compliance



NICU CLABSI’s: 2013-2017 (2nd Qtr)

Reported to CDC/NHSN

Of interest – there were 1,426 line days in 2015, 
compared to 2,051 line days in 2016! 
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Deaconess Hospital 

• 379 Bed, Acute Care 
Hospital

• Located in Evansville

• Member of the 
Community Patient Safety 
Coalition of Southwestern 
Indiana/Kentucky
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Hand Hygiene Journey

Dawn Rogers, MSN, RN, FNP-C, MT, ASCP, Patient Safety & 
Infection Control Officer

Katie Gretler, MHA, Patient Safety Coordinator
9/5/2017



In the Beginning……… (Feb 2016)
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Department Initiatives
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The 5 Stages of Grief………
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1. Those numbers couldn’t be accurate.  Must be 
another department bringing my numbers down!

2. Well that isn’t right that radiology non-compliance 
makes my unit look bad!

3. If you can just come and see that my unit is different, 
that is why our numbers are low!

4. I can’t believe how non-compliant we are!

5. Our staff is speaking up for hand hygiene!



Hand Hygiene Compliance Trends
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Hand Hygiene vs. MRSA Bacteremia
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Hand Hygiene Strategy Timeline
Initiative Date

Hand Hygiene
• On-boarding
• Department Initiatives encouraging staff to “speak up”
• Presentation of trophy at monthly Leadership (Most 

Creative, Most Improved, Most Compliant)
 Participation
 Unit compliance rates
 Discipline compliance rates 
• New strategic goal set
• Public postings on units
• Breakdown of compliance by discipline
• Physician champion
• Speak Up Challenge
• Wed report out on Safety Call

Jan 2016
Feb 2016
Mar 2016

Oct 2016
Oct 2016
Nov 2016
Dec 2016
Mar 2017
Mar 2017



Involvement of Roles for Success
Infection Prevention
• Real time education

– Create awareness

– Barriers:  Take time to listen!

• Provide tools

• Timely reporting

– Honor requests for additional data

• Be resilient

• Make it fun!
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Involvement of Roles for Success

Units/Departments
• Own hand hygiene!

– Audits

– Speak UP

• Hold EVERYONE accountable

– Development of policy

• Have fun!
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Involvement of Roles for Success

Leadership
• Allow transparency

• Set the standards

• Create accountability

• Own hand hygiene

• Allow fun!
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March Madness “Speak Up!” 
Challenge

 4 weeks

 66 departments

 16 teams

 3 hospital campuses/Eagle Crest

Nearly 2,500 cards submitted

More than 3,500 points accrued

 Patients’ safety heightened …
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Lessons Learned from March Madness!

• Just Culture is an issue

– Employees feared they were “snitching” on their 
peers

– Employees feared discipline if they were “caught”

– These concerns were pervasive

• Hand Hygiene compliance

– #1 “Speak Up!” subject
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One Unit’s Success Story
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Future State

• Greater involvement of ancillary areas

– Secret auditing in areas where patients are seen

• Radiology

• Outpatient Lab

– Posting discipline compliance rates

• Patient engagement

• Standardized leadership rounding

• Continuous drive for improved safety culture
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Accountability & Connecting 
to HAI – Call to Action
• Assess how you are reporting HAI within ALL levels of your 

organization
• Make the connection of HAI with the human/personal 

impact – consider reporting in raw numbers versus rates, 
percentages or deciles

• While HAI prevention is multifaceted, challenge  your team 
to decrease HAI through proper hand hygiene practices

• Consider reporting HAI incidents back to ALL staff caring for 
that patient for practice reflection and to assist with RCA
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SOAP UP Series Wrap UP 

Sept. 19 - Hand Hygiene and Sepsis 
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World Sepsis Day – Sept. 13

IHA is hosting two events 
on this day at the

Indiana War Memorial,
Pershing Auditorium

In downtown Indianapolis

To learn more and register 
for these FREE events, visit: 

https://www.ihaconnect.org/member/professional-
development/Pages/2017-Rally-Against-Sepsis.aspx

Rally Against Sepsis
10 – 11 a.m. ET

Sepsis Spotlight
12 – 3 p.m. ET

Three Indiana hospitals will 
share their innovative 
approaches to sepsis care
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https://www.ihaconnect.org/member/professional-development/Pages/2017-Rally-Against-Sepsis.aspx


wHand Hygiene Resources



World Health Organization

55 http://www.who.int/gpsc/5may/en/

http://www.who.int/gpsc/5may/en/


Centers for Disease Control 
and Prevention

https://www.cdc.gov/handhygiene/index.html56

https://www.cdc.gov/handhygiene/index.html


Indiana State Department of Health 

57 http://www.jointcommission.org/assets/1/18/hh_monograph.pdf

http://www.jointcommission.org/assets/1/18/hh_monograph.pdf


Association for Professionals in Infection 
Control and Epidemiology - APIC

http://apicin.org/index.phphttps://apic.org/
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http://apicin.org/index.php
https://apic.org/


IHA Resource Sheet
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Social Media Messaging

• IHA has created messaging for both 
general public, health care providers
https://www.ihaconnect.org/patientsafety/Initiatives/Pages/UP-Campaign.aspx

• Messaging provided for various formats:

Twitter Facebook LinkedIn
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https://www.ihaconnect.org/patientsafety/Initiatives/Pages/UP-Campaign.aspx


Our IPSC Team

Annette Handy
Clinical Director
317-423-7795
ahandy@IHAconnect.org

Karin Kennedy
Administrative Director
317-423-7737
kkennedy@IHAconnect.org

Cynthia Roush
Patient Safety Support Specialist 
317-423-7798
croush@IHAconnect.org

Patrick Nielsen 
Patient Safety Data Analyst
317-423-7740
pnielsen@IHAconnect.org

61

Kim Radant 
Special Projects
Patient Safety & Quality Advisor
317-423-7740
kradant@IHAconnect.org

Becky Hancock
Patient Safety & Quality Advisor 
317-423-7799
rhancock@IHAconnect.org

Madeline Wilson
Patient Safety & Quality Advisor 
317-974-1407
mwilson@IHAconnect.org61

Matt Relano 
Patient Safety Intern
317-974-1420
mrelano@IHAconnect.org
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