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Using economic data to reduce healthcare-acquired infection 

Kate Halton, Nicholas Graves 

In this issue Burns et al
1
 report an estimate of the economic loss to Auckland City 

Hospital from cases of healthcare-associated bloodstream infection. They show that 

patients with infection stay longer in hospital and this must impose an opportunity 

cost because beds are blocked. Other costs fall on patients, their families and non-

acute health services. Patients face some risk of dying from the infection. 

Teasing out the independent effect of infection on outcomes is difficult. Those at high 

risk of infection often have independent higher risks of a longer stay and death, and 

infection can arise at any time during the admission. The method used by Burns et al 

was applied carefully and the authors should be commended for this; methods are 

however changing rapidly for this research area and other approaches are available.
2
  

The chief message from this study—that those who hold the purse strings for health 

budgets should pay attention to—is that infections are costly and these costs can be 

reduced. There is an easy to understand economic paradigm. Additional money and 

resources might be diverted toward careful and vigilant infection control; in return 

costs and lives are saved. 

Economic evidence is currently not a powerful influence on infection control 

decision-making. Use of explicit evidence, e.g. “spending X on infection control will 

give us Y in return and this is better that other uses of resources” is a sensible way to 

allocate infection control spending.
3
 There might be problems acquiring rigorous and 

relevant cost-effectiveness evidence.
4
 The argument can be time-consuming and 

complicated to make and results hard to interpret.
5
 A distrust of the methods and 

assumptions used in economic evaluations is a deterrent to their use.
6,7

 The quality of 

the infection control literature that exploits the economic paradigm has been poor
4,8

 

but is improving.  

Rather than dwell on quality issues we discuss whether economic data are likely to be 

used by decision-makers. This is what matters to patients and their families currently 

disadvantaged by infection. And there is very little research on this topic. 

Decision-makers might not have the time or motivation to find, read, understand and 

then act on cost-effectiveness data. Decision-makers under pressure to respond 

quickly to a problem may instead focus on simple evidence that is easy to understand 

and communicate to people e.g. “infections are expensive and so we must do 

something about it”. But without cost-effectiveness information on how to reduce the 

problem resources could be wasted.  

Solutions include closer collaboration between research and decision-making bodies 

to improve the relevance of evaluations, better communication of research findings, 

and the provision of health economics training to decision makers.
9
 National 

guidelines that incorporate a cost-effectiveness perspective may also enhance uptake. 
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There are institutional barriers to using economic evidence. Authors of cost-

effectiveness studies assume resources can be transferred easily from one budget to 

another. A control program might incur costs in the intensive care unit but the cost 

savings arise in the general medical ward. An intervention may be cost-effective but 

without appropriate compensation, funds may not be made available to implement it. 

Where all cost changes occur in one budget, such as a haemodialysis speciality, the 

lion’s share of savings arise from released bed days. These represent a fixed cost to 

the hospital and few cash-savings will arise to fund the prevention programme. 

Infection prevention might only increase patient throughput—that is, improve 

production efficiency—rather than generate cash savings. 

Political objectives might restrict the uptake of cost-effectiveness studies. Targets 

imposed externally, such as reducing rates of healthcare associated infection to zero 

may contradict the economic evidence, yet these targets may impel decision-

making.
10

 As infection rates fall residual infections become harder and more costly to 

prevent. There is no good evidence of whether zero is sustainable. Hospitals that 

attempt eradication may find as they approach zero the marginal investment required 

for infection control is not appropriately rewarded.
10

 These initiatives currently 

dominate the infection control landscape and they might be a flag around which the 

infection prevention community rallies, rather than a realistic policy goal. 

Cost-effectiveness is one factor for decision-makers.
6,7

 Improving knowledge about 

its relative importance for decision-makers would be useful. Studies of national 

reimbursement and policy decisions in the UK and Australia have shown that greater 

importance was attached to levels of effectiveness and safety of interventions, the 

availability of alternatives, the seriousness and magnitude of the health issue and the 

perceived need in the community.
11,12

  

At the healthcare provider level studies have shown that clinicians raise moral 

objections to rationing care.
13

 A study of factors influencing physicians' decision to 

discharge patients with methicillin-resistant Staphylococcus aureus showed that 

severity of illness and the social support available for patients were prioritised over 

economic considerations such as targets to reduce length of stay.
14

 

Infection control decision-making requires consideration of the economics of 

infection control not just the cost of infection. To support healthcare professionals in 

this endeavour we must increase our understanding of how they comprehend 

economic evidence, how they use this information and what barriers they face in 

integrating this evidence into their decision-making process. This will improve the 

impact of economic evidence on clinical decision-making. Research should be done 

about this. 
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