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MRSA infections are a patient safety challenge, 
but we are beginning to see local successes

~ 500,000 persons in the United States hospitalized 
with Staph each year

Invasive MRSA infections alone are responsible for 
approximately 94,000 infections and 19,000 deaths
each year. 

Approximately 85% of these serious MRSA infections 
are healthcare associated.  

Estimated U.S. costs for all Staph infections, including 
MRSA, have increased from $8.7 billion in 1998 to 
$14.5 billion in 2004.  

Within the Medicare program alone, healthcare charges 
for Staph bloodstream infections exceeded $2.5 billion 
in 2005.  

Through CDC-supported efforts in Pennsylvania, local 
hospitals have successfully reduced bloodstream and 
MRSA infections as much as 70% by fully implementing 
CDC prevention recommendations.  

Replicating these efforts nationally could dramatically 
reduce Staph-related deaths and complications and 
yield estimated short-term (<3 years) cost savings to 
the Medicare program of up to $1 billion. 



ICU
VA Pittsburgh

Hospital-
wide
VA Pittsburgh

Southwest 
Pennsylvania 
Regional 
Collaborative

• 19 hospitals

Maryland
Initiative
• 15 hospitals

Unit

Facility

Region

Local

National VA 
Initiative
• 150 hospitals

• nationwide

With resource investments, we can expand 
local MRSA prevention success to the nation
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Adherence to CDC Prevention Guidelines Has Impact: 
Southwestern Pennsylvania, 39 hospitals (66 ICUs)*

*Hospitals reported to CDC’s National Healthcare Safety Network (NHSN)
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States using NHSN for public reporting of 
healthcare-associated infections as of 02/08: 
with resource investments, expanding 
opportunities for prevention
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Changing World of Patient Safety



Emerging threats to patient safety

Multiple outbreaks of healthcare-associated 
infections, including hepatitis B and C viruses in 
outpatient settings

- associated with unsafe injections
- preventable with basic infection

control practices



Pillars for the Elimination of 
Healthcare-Associated Infections

• Implement best practices and full 
adherence to recommendations 

• Healthcare data for local and 
national action:
– Recognize excellence
– Communicate with consumers

• Identify and respond to emerging 
problems

• Improve science for prevention 
through research
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