
Utilizing a Business Case to Link Reduction in Infections to Reduction in Costs

Introduction:
In 2016, the Oncology unit in our 451-bed urban acute care center in 
New York State experienced an increase of Healthcare Associated 
Infections (HAIs) in the Acute Leukemia population. The current bathing 
practice was to utilize daily Chlorhexidine Gluconate (CHG) bathing 
only in ICU and post-op surgical patient populations. Compliance with 
this practice was questionable in part due to the multiple types of 
bathing products available for staff to choose from. Daily CHG bathing 
was introduced for all oncology patients. Success in this intervention 
highlighted the potential for more house-wide gain. A review of the 
literature indicates that expanding CHG bathing beyond those at high 
risk to all patients can reduce HAI rates. However, infection prevention 
strategies are often viewed as soft costs and difficult to fund despite 
HAI prevention being associated with significant cost avoidance.

Objective:
Our primary objective was to reduce the incidence of HAIs including 
Central Line Blood Stream Infections (CLABSI), Catheter Associated 
Urinary Tract Infections (CAUTI), Clostridioides difficile (CDiff), and 
Methicillin Resistant Staphylococcus Aureus (MRSA) 
Bacteremia through the expansion of the CHG bathing process to 
include all patients daily.

To accomplish this, we would have to develop an ROI that soundly 
demonstrated the need for change to obtain acceptance and support 
from executive leadership. 

Results:
House-wide CHG bathing realized an actual CLABSI reduction of 65%. Using projected hospital direct 
costs of $17,445 per CLABSI, our total cost impact of reduction for this HAI was $226,785. Decreases in 
other infections attributed to the CHG bathing ranged from 28%-100%, raising the cost impact of HAI 
reduction to $514, 739. CHG bathing costs totaled $40,114.10.

CHG cost/ea (1 bottle = 3 baths) $3.35
CHG Total $74,336.50
Lotion cost/ea (1 bottle = 3 treatments) $1.04
Lotion Total $23,077.60
Savings - Reduced Utilization of No Rinse Cleanser $57,300.00

Total Impact $97,414.10
Total Impact with product reduction $40,114.10

Benefit

Reduction in CLABSI
Number of CLABSI (2016) 27
% reduction in CLABSI 48%
# of CLABSI avoided 12.96
Direct cost per CLABSI $17,445
Cost impact of CLABSI reduction $226,087

Reduction in CAUTI
Number of CAUTI (2016) 33
% reduction in CAUTI 48%
# of CAUTI avoided 15.84
Direct cost per CAUTI $798
Cost impact of CAUTI reduction $12,640

Reduction in MRSA Bacteremia
Number of MRSA Bacteremia (2016) 4
% reduction in MRSA Bacteremia 64%
# of MRSA Bacteremia avoided 2.56
Direct cost per MRSA Bacteremia $18,734
Cost impact of MRSA Bacteremia reduction $47,959

Reduction in CDiff
Number of CDiff (2016) 94
% reduction in CDiff 70%
# of CDiff avoided 65.8
Direct cost per CDiff $7,074
Cost impact of CDiff reduction $465,469

Total cost of HAI reduction $752,156
CMS HACRP Penalty (FY 2017) (100% attribution to HAI) $1,132,000
Total benefit $1,884,156

Net benefit (direct cost - expense) $712,042
Total net benefit (net benefit - CMS financial penalty) $1,844,042

Table 1. Business Case presented to management to showcase ROI for 
House-Wide CHG Bathing 

Table 2. HAI Reduction Following Intervention 

Table 3. CDI Infection Rates

Conclusion:
Nurses are at the forefront of care and are in a position to know the needed interventions to improve 
patient outcomes. In a nursing role such as Infection Prevention and Control, when those interventions are 
broad reaching and costly, being able to develop and present a sound business case is essential. Even 
more important is the process of implementation that shows the efficacy of the ROI. Nursing has grown by 
leaps and bounds in the ways that we can positively impact the health and well-being of our patients. The 
ability to tie the financial impact of these changes can be the key to moving forward in the quest of 
reducing and eliminating patient harm.
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On April 4, 2017 house-wide CHG bathing for all patients was implemented.

• Face-to-face education was provided on all 3 shifts by vendor representatives, nurse 
educators and Infection Prevention and Control staff.

• A train-the-trainer model was also employed using leadership on each individual unit to 
capture those staff that were not available during the face-to-face educational sessions.

• Education was reinforced by electronic educational sessions through the hospital’s 
electronic education program, HealthStream, where participation can be tracked at the 
individual and unit level.

• Several months after the go-live date, interviews were performed with staff around their 
perceptions and practices with the new bathing process

• Reinforcement was conducted at the annual employee quality fair.

• Compliance was measured by routine audits (chart reviews, unit rounds and staff 
feedback).

Method:
In February 2017 a task force was assembled to assess risk mitigation. Return on investment (ROI) was compiled for leadership highlighting 
the potential cost benefit of decreasing CLABSI, CAUTI, MRSA bacteremia and CDiff HAIs by expanding CHG use.

We calculated the total cost of HAIs from 2016, including Center for Medicare and Medicaid Hospital-Acquired Condition Reduction
Program (CMS HACRP) Penalty (Fiscal year 2017) [100% attribution to HAI], direct costs and cost impact of HAI reduction using CHG 
bathing in current high-risk populations and projected reductions and cost saving based on literature reviews and applied to all patients 
house-wide. Because of the sound argument that was made, in conjunction with the national focus and need for change, there was little 
discussion, and overwhelming approval and support of the project proposal.

A work group was formed to develop and operationalize the expanded bathing policy. Stakeholders on the work group included nursing 
educators, unit leadership from several nursing units across the institution, wound-ostomy nurses, Infection Preventionists, supply chain 
staff, clinical directors and direct care staff. Tasks such as education development and dissemination plan, policy revisions, supply 
distribution, data tracking, review and follow-up were assigned to individuals on the team for completion.

Pre-Intervention Primary Intervention

Primary Intervention: House-wide CHG patient bathing
Secondary Intervention: Expanded CHG bathing practice to include all recommendations by Agency 
for Healthcare Research and Quality (AHRQ) for Universal Decolonization.
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