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Agenda
Welcome to Cal HQ

Perspectives from the field

Questions and dialogue

Next steps & ways to engage



Cal HQ’s vision – a statewide movement

Elevate Patient Care for ALL Californians

Unlock the Power of Data: Accelerating Digital 
Quality Measures

Build a Network of Excellence

Our Bold Goal



Who’s in?

See the full list here: 
https://calhq.calhospitalcompare.
org/wp-
content/uploads/2026/07/List-of-
Cal-HQ-Partners-and-
Participants-as-of-7.2026.pdf 

Sign up for our 
listserv here
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Cal HQ’s Bold Goal

Prevent over 2,000 
additional infections

Save ~100 lives 

Save $64,000,000*

*AHRQ’s Estimating the Additional Hospital Inpatient Cost and Mortality Associated With Selected 

Hospital-Acquired Conditions (2017)

By December 31, 2027



How can my 
hospital contribute 
to Cal HQs 
statewide goal?

Hospital 
Size*

Total HAIs 
2024

42% Reduction in 
Total HAIs

2027 Infection 
Reduction Targets 

per hospital

< 50

(n=73)
187 31 1

50-99

(n=53)
324 83 2-3

100-199

(n=83)
1384 301 7

200-299

(n=47)
1303 378 11-12

300+

(n=44)
2815 558 26-27

Source: CMS Public Data File, Q12026 Refresh
*Missing hospital size data for 26 hospitals
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Designing Protocols  for Standardization

Sejal Naik, DNP, MHA, RN, AL-CIP, CIC, FAPIC



About Kaiser Permanente



Why Standardization?

• Standardization is a fundamental starting point for any improvement 

effort, eventually sustainability

• Standardization is designing a protocol, so the same appropriate action 

holds across every unit, shift, and provider.

• Concept borrowed from automobile industry 

• Without standardization you do not have a single process but many. 

“Clinical standardization is the establishment of standards and protocols for caregivers to 

follow when treating patients” - Dimmer et al, 2024 2 



Envisioning a Different Starting Point

• Ask : how do we make the wrong 
action harder than the right one?

• Embed the answer into existing 

tools: e.g., order sets, BPAs

• The system carries the behavior; 

not reliant on individual memory

• Adherence therefore is a structural 

default

• Build the protocol

• Train and educate staff

• Audit compliance

• Re-educate when it slips

• Sustainability is the goal

Implement → Educate → Sustain
Design for Sustainability, 

Work Backward



Education……and What Else?

• Workflow varies unit to unit — one training 

doesn't fit every context

• Shift changes, turnover, and float staff dilute 

what training reaches

• Competing priorities push a remembered rule 

down the list

• Onboarding new staff and physicians

• Communicating the evidence and rationale 

behind a change

• Building physician buy-in before a hard 

stop goes live

• Handling true clinically significant cases the 

workflow can't anticipate

Designing The Shift: Pair education with structural design — order sets 
and BPAs that hold steady regardless of local workflow variation.

Where Education Still Matters Why It Can't Stand Alone



Standardization in Practice

Decision-
support

Appropriateness criteria embedded directly in the order set, checked before 
the order can be placed.

The Michigan Appropriateness Guide for Intravenous Catheters 
(MAGIC)) appropriateness tool embedded directly in the PICC/Mid- line 
order set — enforces the appropriateness check before the order can be 
placed.

Decision-
support

Best 
Practice 
Advisory

The system blocks the inappropriate action outright, rather than warning 
and allowing an easy override.

C. diff BPA reminds sample collection— triggered by discrete 
documentation in I/O flowsheet

Best 
Practice 
Advisory

Removing 
the 

automatic 
reflexes

Reflex and bundled pathways are broken apart so a deliberate clinical 
decision is required.

UA and urine culture orders uncoupled requiring physician evaluation prior 
to ordering urine culture

Removing 
the 

automatic 
reflexes



Decision Support in the Orderset: Line and Lumen Selection

Appropriateness criteria embedded directly in the order set, checked before the order can be placed.

Hechtman et al., 20243

Chopra et al., 20155





Designing the Best  Practice Advisory: C. difficile 

Based  on clinical criteria

Nursing documentation of stool consistency  

and recent laxative use, other 

contraindications, if any on Doc Flowsheet.



Culture Stewardship: Urine Culture 

Patel et al., 2023 
4

Reference: Indwelling Urinary Catheter Culture Stewardship: 

Overview | Urinary Tract Infection | CDC
Reference: Strategies to prevent catheter-associated urinary tract 

infections in acute-care hospitals: 2022 Update | Infection Control & 

Hospital Epidemiology | Cambridge Core

https://www.cdc.gov/uti/hcp/clinical-guidance/index.html
https://www.cdc.gov/uti/hcp/clinical-guidance/index.html
https://www.cambridge.org/core/journals/infection-control-and-hospital-epidemiology/article/strategies-to-prevent-catheterassociated-urinary-tract-infections-in-acutecare-hospitals-2022-update/7A56FE9DABD0A9C670D728AD16F9FC48
https://www.cambridge.org/core/journals/infection-control-and-hospital-epidemiology/article/strategies-to-prevent-catheterassociated-urinary-tract-infections-in-acutecare-hospitals-2022-update/7A56FE9DABD0A9C670D728AD16F9FC48
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https://www.cambridge.org/core/journals/infection-control-and-hospital-epidemiology/article/strategies-to-prevent-catheterassociated-urinary-tract-infections-in-acutecare-hospitals-2022-update/7A56FE9DABD0A9C670D728AD16F9FC48
https://www.cambridge.org/core/journals/infection-control-and-hospital-epidemiology/article/strategies-to-prevent-catheterassociated-urinary-tract-infections-in-acutecare-hospitals-2022-update/7A56FE9DABD0A9C670D728AD16F9FC48
https://www.cambridge.org/core/journals/infection-control-and-hospital-epidemiology/article/strategies-to-prevent-catheterassociated-urinary-tract-infections-in-acutecare-hospitals-2022-update/7A56FE9DABD0A9C670D728AD16F9FC48
https://www.cambridge.org/core/journals/infection-control-and-hospital-epidemiology/article/strategies-to-prevent-catheterassociated-urinary-tract-infections-in-acutecare-hospitals-2022-update/7A56FE9DABD0A9C670D728AD16F9FC48


CAUTI: Re-designing Out the Reflex

• Uncoupled UA & UC Orders

▪ No more reflex culture off a positive UA

▪ Each order requires its own symptom-based indication

▪ Removes the automatic pathway that drove cultures on 

asymptomatic bacteriuria



Process Validation

• Provide data to enable facilities to follow up 

with ordering clinicians and create 

accountability around the ordering practices. 

• Follow up to create accountability around the 

testing practices. 

• Provide data to enable facilities to 

review their testing timeliness and  

exclusions 

• Follow up from a process perspective 

to create accountability around the 

testing practices. 

C.difficile Testing dashboard and Reports Indwelling Catheter Orderset Report



Key Takeaways

• Standardization is the foundation of any improvement effort leading to sustainability

• Design for sustainability from the start

• Structural design — order sets, BPAs, de-coupled orders — outperforms education alone 

and makes standards hold over time

• Involve end-users so adherence becomes the structural default, not a memory test
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Preventing Blood Culture Contamination

Cheryl Flesner, RN, CIC

July 21, 2026



46

Sequoia Hospital – Redwood City, CA

Services Include:

● 184 licensed beds

● Emergency Care (16 beds)

● Total Joint Surgery / Spine / General Surgery

● Cardiac Care (Cath Lab, STEMI, Open Heart, TAVR, Rehab)

● Diabetes Education & Nutrition Center

● Perinatal Services including L & D

● GI / Endoscopy

● Diagnostic Imaging (CT, MRI, Nuclear Med, PET, Breast)

● Infusion Center

● TJC Certified Stroke Center
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What is Blood Culture Contamination and why do we care?

The Definition

Blood culture contamination is when organisms from the 
skin get into the blood culture bottle during collection.

Common culprit: Usually Coagulase negative Staphylococcus 
(CoNS) or other skin organisms.

The Consequences

False positive results lead to:

● Unnecessary antibiotic use (increases resistance, C. diff risk)

● Unnecessary diagnostic procedures

● Prolonged hospital stays

● Patient anxiety and stress

Financial Impact

$4,538 per contamination event

Average added healthcare cost for each contaminated blood culture 
(CDC, 2019)



What is our Goal?

❖ The American Society for Microbiology (ASM) and 

the Clinical Laboratory Standards Institute (CLSI) 

have recommended that an overall blood culture 

contamination rate should not exceed 3% (Ref. 

CDC). However, the optimal rate is considered < or 

= to 1%

❖ CommonSpirit Health Set a national benchmark of 

<2%

https://www.cdc.gov/antibiotic-use/core-elements/pdfs/fs-bloodculture-508.pdf
https://www.cdc.gov/antibiotic-use/core-elements/pdfs/fs-bloodculture-508.pdf


Causes of Blood Culture Contamination 

❖ Lack of hand hygiene

❖ Inadequate skin preparation

○ Using wrong antiseptic

○ Not allowing antiseptic to adequately dry

❖ Re-palpating the vein after skin antiseptic application

❖ Lack of disinfection of blood culture bottle tops

❖ Lack of using extra waste tube or diversion device (reduced skin organisms)

49



Risk of Skin Bacteria Contamination

3 Layers of Skin
The skin contains 3 distinct layers that act as a barrier.

Deep Bacteria
Some bacteria reside deep in these layers, remaining out of 

reach of surface preps.

Removal Devices
Waste tubes or diversion devices help to remove 

organisms that may be picked up in the deeper layers.

50



Sequoia Specific Opportunities

Skin Prep

Some phlebotomists were  
using alcohol wipes for skin 
prep instead of chlorhexidine.

Scrub & Dry

Lack of knowledge regarding 
the required 30 second scrub 
time and 30 second dry time 
for chlorhexidine product.

Waste Tube

Lack of using a waste tube to 
reduce risk of skin organism 
contamination.

51



Impact to our patients for 1 month

15
Contaminated Blood 
Cultures

Resulting in an unnecessary 
financial loss of $100,000+.

8
Patients Impacted

Received unnecessary and 
avoidable antibiotics due to 
contamination.

2
Patients Affected

Experienced an increased, 
unfavorable length of hospital stay 
and 1 had TEE.

52



Interventions

53



Adequate hand hygiene

Disinfect tops of blood culture bottles

CHG skin prep (30/30 scrub & dry)

Correct use of waste tube

54

Standard Competency Checklist



Other Interventions

Share why this matters with 
stakeholders

55

Individuals are coached 
within the week on blood 

culture contamination

The data is shared with 
stakeholders. Part of 

Antibiotic Stewardship Data 
report.



Our Results: Celebrating our Success!

Intervention: 

Education & 

Competency validation



Team work makes the dream work!



Resources

http://www.calhq.calhospitalcompare.org/


Getting to Goal
Understanding How to Use Cal HQ 
Data to Guide Improvement Efforts

Wednesday, August 19 |11:00 am PT
Register here: 

https://us06web.zoom.us/meeting/register/5-
uKmnC6SLirDHtvvfwv4A#/registration

Upcoming Events

https://us06web.zoom.us/meeting/register/5-uKmnC6SLirDHtvvfwv4A#/registration
https://us06web.zoom.us/meeting/register/5-uKmnC6SLirDHtvvfwv4A#/registration
https://us06web.zoom.us/meeting/register/5-uKmnC6SLirDHtvvfwv4A#/registration


Join the conversation

• “I’m looking for…”
• “Has anyone tried…?”
• “We’re struggling with…”
• “Does anyone know…”

Email calhqconversation@gaggle.email 



Learned Connected 
with

Commit to Will 
Explore

Share 
something 
you…



Thank you!
Learn more: 
www.calhq.calhospitalcompare.org

Contact us:
calcompare@convergencehealth.org 

http://www.calhq.calhospitalcompare.org/
mailto:calcompare@convergencehealth.org
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