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The greater metropolitan area of Cincinnati
includes three states (Indiana, Kentucky, and
Ohio) and 14 counties with slightly more than 2

million people (http://www.the-collaborative.org/files/
demooverview.pdf.) The Greater Cincinnati Health
Council (GCHC), initially coordinated hospital concerns
about public health issues, such as clean water. GCHC
now provides neutral ground for its 35 hospital members
(representing about 230,000 discharges in 2003) to
address changes in today’s health care environment.
Through the GCHC, hospitals, employers, insurers, and
patients collaborate to improve community health, con-
solidate data services, promote health education, and
reduce costs through group purchasing among other
services. For example, members of the council’s patient
safety and pharmacy work groups standardized imple-
mentation of surgical site marking and abbreviation use
in medical orders and records.

In 2003, the GCHC president solicited commitment by
leaders of nine health care systems to jointly fund a proj-
ect to reduce hospital-acquired infections, which was
developed by a patient safety researcher [M.L.R.] at
Veterans Affairs Medical Center, Cincinnati. The objec-
tive of the project was to implement evidence-based
patient safety practices that reduce surgical site infec-
tions (SIP)—surgical antibiotic prophylaxis timing, tem-
perature, glycemic control—and catheter-related blood
stream infections (CR-BSIs)—chorhexidine and maxi-
mal sterile barriers—at the nine health care systems’ 10
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Background: In 2003, through the Greater Cincinnati
Health Council nine health care systems agreed to par-
ticipate and fund 50% of a two-year project to reduce
hospital-acquired  infections among patients in inten-
sive care units (ICU) and following surgery (SIP). 

Methods: Hospitals were randomized to either the
CR-BSI or SIP project in the first year, adding the alter-
native project in year 2. Project leaders, often the infec-
tion control professionals, implemented evidence-based
practices to reduce catheter-related blood stream infec-
tions (CR-BSIs; maximal sterile barriers, chlorhexidine)
at their hospitals using a collaborative approach. Team
leaders entered process information in a secure deidenti-
fied Web-based database. 

Results: Of the four initial sites randomized to CR-
BSI reduction, all reduced central line infections by 50%
(CR-BSI, 1.7 to 0.4/1000 line days, p < .05). At the project
midpoint (3 quarters of 2004), adherence to evidence-
based practices increased from 30% to nearly 95%. 

Discussion: The direct role of hospital leadership and
development of a local community of practice, facilitated
cooperation of physicians, problem solving, and success.
Use of forcing functions (removal of betadine in kits, cre-
ation of an accessory pack and a checklist for line inser-
tion) improved reliability. The appropriate floor for central
line infections in ICUs is < 1 infection /1,000 line days.
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