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associated infections from 
the other side of the bed
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As infection preventionists (IPs), we are all 
bothered by surgical site infections (SSIs) and 
other healthcare-associated infections (HAIs). 

SSIs cause our infection rates to go up; if the proce-
dure is on the list from the Centers for Medicare 
& Medicaid Services (CMS), the healthcare facility 
may not get paid for treating the infection. 

For many IPs, these two details 
seem to be motivating factors to 
wipe out SSIs. They were defi-
nitely part of what motivated me 
to come in early mornings and 
to do in-services with the oper-
ating room staff, spend hours 
composing physician letters for 
every physician who performs pro-
cedures in our facility, and devote 
a huge amount of time writing 
and implementing action plans. 

My question is this: Do we 
really stop and think about the 
impact of HAIs on patients and 
their families? Do we really un-
derstand what an SSI means to 
them? Perhaps we are not putting 
enough emphasis on the most 
important aspect of preventing 
HAIs—the patients and families. 

RICK’S STORY
My husband Rick had surgery 
on his knee and ankle in . 
Th e year immediately following 
the surgery, his knee was 
drained six times and he was 
placed on antibiotics (including 
cephalexin) seven times for 
cellulitis and episodes of fever 
of unknown origin. He did 
not require readmission to the 
hospital. In January , he 
had a hip replacement surgery. 
Immediately following the 
surgery, when he was still in 
the hospital “recovering,” his 
temperature spiked, and his 
urine became cloudy and bloody 
while on a catheter. He had 
developed a MRSA catheter-
associated urinary tract infection. 

The physician started him on 
antibiotics and he came home 
in  days instead of four; he 
also needed to spend time in an 
inpatient rehab facility prior to 
coming home. 

Approximately one month 
aft er the surgery, he had a he-
matoma drained in his hip. Th e 
drainage was purulent. He also 
began showing signs of nerve 
damage, such as drop foot, and 
he lacked the ability to sense the 
diff erence between heat and cold. 
During this time, his complaint 
of pain increased to a 10 on a 
scale of one to 10 at least once 
a day and, at times, more oft en. 
Once again, he was placed on 
cephalexin. Th is seemed to clear 
up the problems he was experi-
encing, and we thought he was 
out of the woods. However, three 
weeks later, his incision became 
red and warm. We went back to 
the doctor to obtain more anti-
biotics. Th is time, the antibiotic 
was changed to vancomycin and 
it seemed to work. 

We thought that the worst 

was behind us until early July 
2008, when he began running 
a temperature again, and a 
10-centimeter reddened warm 
area appeared on his buttock. 
Back to the doctor we went. 
His primary care physician told 
him to go back to the surgeon 
for treatment. When we went 
to the surgeon, he told us go 
to his primary care physician 
for treatment. He ended up 
in the emergency department 
(ED), where he was given IV 
vancomycin on an outpatient 
basis for 10 days, twice a 
day. When he fi nished the IV 
antibiotics, he was prescribed 
oral antibiotics to take at home.

My husband contacted 
his surgeon to give him the 
information from his treatment 
as an outpatient and to let 
him know that he was on oral 
antibiotics. The surgeon told 
him he did not need to take 
them. Th is advice was especially 
disheartening because of the 
lack of coordination and 
the conf licting instructions. 

after rick helms 
had hip replacement 
surgery, he 
became disabled 
due to numerous 
complications 
stemming from 
healthcare-associated 
infections.
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him to another hospital where 
a PICC line was placed and IV 
antibiotics were started. He spent 
three days in the hospital while 
an infectious disease specialist 
was consulted. 

In the end, he did not have 
the prosthesis removed but was 
placed on IV antibiotics at home 
for 14 days, twice a day. 

THE TRUE COST OF HAIs

My husband was a successful 
insurance adjuster and owned 
his own business. He was active 
with our horses, gardening, 
and fishing. He was totally 
independent. 

Since the hip replacement 
surgery, he has become disabled 
due to complications from the 
surgery. He fights depression 
every day. He can no longer do 

the things he used to do. For a 
50-year-old, healthy male, a hip 
replacement should not be a life-
altering event. 

This infection has cost us 
approximately $30,000 in 
hospital bills (aft er insurance 
coverage) and continues to cost 
approximately $250 a month 
in medications related to the 
permanent nerve damage 
caused by the infection. In 
addition to the monetary costs, 
my husband’s HAI has cost us 
much more in terms of quality 
of life for the entire family. 

What was the cause of these 
complications? We think that 
Rick’s infection aft er his origi-
nal knee surgery set him up for 
complications with his hip re-
placement. How could this have 
been prevented? We believe that 

He followed the surgeon’s 
direction and did not take the 
oral antibiotics, which were 
appropriate for treating MRSA.

Ten days later, my husband 
was back to the ED because his 
previous fever was not treated. 
The ED physician consulted 
a surgeon who reviewed my 
husband’s records from the 
physician who had performed 
the original surgery; he said 
that the prosthesis would have 
to be removed for six weeks. 
My husband was completely 
devastated, as was I. 

The original surgeon then 
called my husband and said, 

“Please don’t have the surgery 
done there. Come back here, 
and we will run some tests to 
make sure that it needs to come 
out.” Th e next day we admitted 

if basic standard precautions 
were followed (beginning with 
proper hand hygiene), Rick’s 
complications could have been 
avoided. Had we known, we 
would have insisted on every 
healthcare worker, including the 
physician, performing hand hy-
giene prior to providing patient 
care. Would he still have expe-
rienced these complications?  I 
don’t know. But I do know that 
I am even more committed to 
infection prevention than ever 
before. 
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