NHSN Overview

National Healthcare Safety Network (NHSN) Overview

The NHSN is a secure, Internet-based surveillance system that expands and integrates

former CDC surveillance systems, including the National Nosocomial Infections

Surveillance System (NNIS), National Surveillance System for Healthcare Workers \
(NaSH), and the Dialysis Surveillance Network (DSN). In addition, facilities that

participate in certain reporting programs operated by the Centers for Medicare and

Medicaid Services (CMS) can do so through use of NHSN. Some U.S. states utilizo
NHSN as a means for healthcare facilities to submit data on healthcare-associ

infections (HAIs) mandated through their specific state legislation. @

*
NHSN enables healthcare facilities to collect and use data about heai%gociated

infections, adherence to clinical practices known to prevent health ciated
infections, the incidence or prevalence of multidrug-resistant i within their
organizations, trends and coverage of healthcare personnelysa vaccination, and

adverse events related to the transfusion of blood and blox\ ts.

The NHSN includes three components: Patient Safet %care Personnel Safety, and
Biovigilance (Figure 1). 4

Figure 1: NHSN Components &O&
.

<

ithefghe Patient Safety Component, like-types of surveillance are grouped into
s, each concerned with healthcare procedures, devices, or medications associated
@w HAIs. Specific types of surveillance within the Patient Safety Component are
utlined below:
o Device-associated Module:
o CLABSI - Central line-associated bloodstream infection

o CLIP - Central line insertion practices adherence
o VAP - Ventilator-associated pneumonia
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Instructions and standardized surveillance methods and definitions f
Patient Safety Component are provided in this manual and on the
(www.cdc.gov.gov/nhsn). Modules may be used singly or simulta
module has its own minimum time period for required parﬁci@
modules). Regardless of the combination of modules in wii
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o CAUTI - Catheter-associated urinary tract infection

o DE - Dialysis Event
Procedure-associated Module:

o SSI - Surgical site infection

o PPP - Post-procedure pneumonia $
Medication-associated Module:

o AUR - Antimicrobial use and resistance options Q

Multidrug-Resistant Organism/Clostridium difficile Infection (MDRO/CDI
Module

Vaccination Module Q

y and each
e individual
Ility chooses to

participate, a total of 6 months of data must be reported to NHSN for continued

participation.

There are two modules within the Healthcare Ps
NHSN: the Blood/Body Fluid Exposure Mod
Management and the Influenza Vaccin

Blood/Body Fluids Exposure and the In

sc$ Safety (HPS) component of

8s With and Without Exposure

@, xposure Management Modules. The

a Vaccination and Exposure Modules may

be used separately or simultaneousl%structions and standardized surveillance methods

and definitions for each module’

ided in the NHSN Manual: HPS Component

Protocol http://www.cdc.qowv C HPS Manual.html

transfusion and transpignt @mmunities. Biovigilance includes the collection of adverse

The Biovigilance Comp§®NHSN was developed in collaboration with the

event data to impr
therapies.

servjees to track adverse events, including recipient adverse reactions and quality control
e

mes in the use of blood products, organs, tissues, and cellular

e Module is the first part of the Biovigilance Component to be
INWNHSN. This module is designed for staff in healthcare facility transfusion

, related to blood transfusion. Instructions and standardized surveillance method
initions for this module are provided in the NHSN Manual:

&%s:/lwww.cdc.qov/nhsn/TOC-BIOManuaI.htmI.

Surveillance Techniques

Some of the options in the following modules require active, patient-based, prospective
surveillance of events and their corresponding denominator data by a trained Infection
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Preventionist (IP). This means that the IP shall seek out infections during a patient’s stay

by screening a variety of data sources, such as laboratory, pharmacy,
admission/discharge/transfer, radiology/imaging, and pathology databases, and patient

charts, including history and physical exam notes, nurses/physicians notes, temperature *

™

charts, etc. Others may be trained to screen data sources for these infections, but the IP

must make the final determination. Laboratory-based surveillance should not be used

alone, unless all possible criteria for identifying an infection are solely determined b Q
laboratory evidence (e.g., LabID event detection in the MDRO & CDI Module).
Retrospective chart reviews should be used only when patients are discharged befor
information can be gathered. NHSN forms should be used to collect all requ@ta,
using the NHSN definitions of each data field. To minimize the IP’s qata@i ion
burden, others may be trained to collect the denominator data and pr re data
(e.g., central line insertion and inpatient influenza vaccination infor X

Procedure-Associated Module . 6

Surgical site infection (SSI) and post-procedure pneum%\}m monitoring is offered

through protocols in this module. Both protocols req§(' e, patient-based,

prospective surveillance (see Surveillance Techni e). PPP events are monitored
only for patients undergoing inpatient operativegporocedures and only during the patient’s
stay (i.e., post-discharge surveillance methods,ake not used for PPP). However both post-
discharge and ante-discharge surveillan @ ds should be used to detect SSls
following in- and outpatient operative pfoegdfifes. These methods include 1) direct
examination of patients’ wounds dugmg follow-up visits to either surgery clinics or

r%cé

0

physicians’ offices, 2) review of records or surgery clinic patient records, 3)
surgeon surveys by mail or t&lgphorte, and 4) patient surveys by mail or telephone
(though patients may have uIt time assessing their infections). Any combination
of these methods is acce t* hife for use; however, CDC criteria for SSI must be used. To
Q; lecting denominator data, operating room data may be
ications at:

Devjee-Associated Module
TS

| instrumentation increases the risk of development of an HAI and most patients
itted for health care are exposed to some kind of medical device in the course of their
eatment. Such devices include, but are not limited to, venous and urinary catheters, and
ventilators. NHSN enables facilities to monitor infectious complications associated with
the use of these devices and also to monitor processes related to their use which might
increase infection risk. Specifically, surveillance of Central Line-associated Bloodstream
Infection (CLABSI), Catheter-associated UTI (CAUTI), and/or Ventilator-associated
Pneumonia (VAP) is possible using the NHSN. See Dialysis Manual for detailed
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instructions for Dialysis Event (DE) surveillance. In addition, Central Line Insertion
Practices (CLIP) can be monitored to inform facilities of the appropriateness of their
processes and how they may relate to HAI development.

Device-associated denominator data should be collected at the same time each day.
When denominator data are available from electronic databases (e.g., ventilator days
from respiratory therapy), these sources may be used as long as the counts are not

substantially different (+/- 5%) from manually-collected counts, validated for a mir®1
of 3 months.

See the respective device-associated protocols for detailed surveillancg in@Qns.
Medication-Associated Module \$

The use of antimicrobial agents has a direct effect on antimicr %tamce patterns of

pathogens. The observed increase in multidrug resistanc due to inappropriate
prescription of, as well as incomplete completion of, c% antibiotics.
C

The Medication-Associated Module allows facilitiﬁ ect information on the amount
of antimicrobials that are utilized for patient cage withifi their systems, as well as to

an anisms in their inpatient and outpatient
@ armacy data is the available option for

See the Antimicrobial Use and Rk e (AUR) protocol for detailed surveillance
instructions.

collect data on the prevalence of drug-resist
areas. Electronic capture of microbiolog
this module.

Multidrug-resistant Or, @#& Clostridium difficile Infection (MDRO/CDI)
Module 6

The NHSN M DI Module offers a means for facilities to meet criteria and metrics
that are outli veral organizational guidelines to control and measure the spread of
MDROs ithin their healthcare system. The module has both required and
optional illance activities that can be tailored to the needs of the facility. Infection
survgillanc®and monitoring of proxy infection measures are choices available to facilities
t to participate in this program within NHSN.

atients infected or colonized with an MDRO or C. difficile, and/or active surveillance
testing for such organisms, or outcome measurements of incidence and prevalence of
positive cultures of these organisms in patients can be undertaken.

& n-addition, process measures related to adherence to contact precautions when caring for

See the MDRO/CDI protocol for detailed surveillance instructions in this manual.
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Vaccination Module

pregnant women. Hospitalization has been identified as a potential opportunity to

provide influenza immunization not only to these at-risk individuals, but also to ano
patient.

Influenza continues to be associated with increased morbidity and mortality in certain
patient populations including the very young, elderly, immunocompromised, and Q

The NHSN Vaccination module offers a means for facilities to track th f

capitalizing on influenza vaccination opportunities. Two options ar \x related to
patient susceptibility and adherence to vaccination recommendatiogz&f

See the Vaccination protocol for detailed surveillance instryct'
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Identifying HAIs

Identifying Healthcare-associated Infections (HAI) in NHSN

Any infection reported to NHSN must meet the definition of an NHSN healthcare-

associated infection (HAI), that is, a localized or systemic condition resulting from an \
adverse reaction to the presence of an infectious agent(s) or its toxin(s). There must b

no evidence that the infection was present or incubating at the time of admission to@

care setting. Clinical evidence may be derived from direct observation of the infec
site or review of information in the patient chart or other clinical records.
Qection

For certain, but not all, infection sites, a physician’s or surgeon’s diaggos
derived from direct observation during a surgical operation, endoscopi
other diagnostic studies or from clinical judgment may be an acce
NHSN infection, unless there is compelling evidence to the co

pfination, or
terion for an

.
NOTE: Physician’s diagnosis of pneumonia alone is not x able criterion for
healthcare-associated pneumonia.

HAIs may be caused by infectious agents from en 0US Or eX0genous sources.

e Endogenous sources are body sites, such agfhe skin, nose, mouth, Gl tract, or vagina
that are normally inhabited by microgrgam

e EXxogenous sources are those extern%‘ atient, such as patient care personnel,
visitors, patient care equipment, medicahdevices, or the healthcare environment.

.

The following special considgrati %important when identifying HAISs:

e Infections occurring in infagts that result from passage through the birth canal are
considered HAISs.

e The following infect e not considered healthcare associated:

o Infectio ted with complications or extensions of infections already
present\@n a@mission, unless a change in pathogen or symptoms strongly
sugde e acquisition of a new infection.

o] s in infants that have been acquired transplacentally (e.g., herpes

eX, toxoplasmosis, rubella, cytomegalovirus, or syphilis) and become
vident < 48 hours after birth.
6) Reactivation of a latent infection (e.g., herpes zoster [shingles], herpes
simplex, syphilis, or tuberculosis).

.
Q\he following conditions are not infections:
o Colonization, which means the presence of microorganisms on skin, on
mucous membranes in open wounds, or in excretions or secretions but which
are not causing adverse clinical signs or symptoms.

o0 Inflammation that results from tissue response to injury or stimulation by
noninfectious agents, such as chemicals.
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Identifying HAIs

Before an HAI is reported to NHSN, the person performing surveillance must decide that

the clinical, laboratory, and other diagnostic information gathered concerning the patient

satisfy the criteria for a particular type of HAI. To assist surveillance personnel in making

these decisions consistently, each module in this manual contains a listing of specific

infection sites used in the module and the criteria for determining the presence of an \*
infection at each of those sites. The definitions used in this manual are the only criteria

that should be used when identifying and reporting NHSN events. While all particip

may not agree with all the criteria, it is important that NHSN participants consisten e

them for reporting infections, so that metrics between hospitals can be appropriately

compared. The complete set of infection definitions, including all specific si(@d for

SSI organ/space infections can be found in Chapter 17. o O
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Ti i i Monthly Reporting Plan

"2

Patient Safety Monthly Reporting Plan

The Patient Safety Monthly Reporting Plan Form (CDC 57.106) is used by NHSN
institutions to inform CDC which Patient Safety modules are used during a given month.\
This allows CDC to select the data that should be included in the aggregate data pool f

analysis. Each participating institution must enter a monthly Plan to indicate the mg

used, if any, and the events, locations and/or procedures they monitored.

There must be a Plan completed for every month that data are entered into NQ
although a facility may choose “No NHSN Patient Safety Modules Follo @ Month”

as an option. The Instructions for Completion of Patient Safety Mo Repdrting Plan
Form (Chapter 14 Tables of Instructions, Table 1) includes brief ins ipns for

collection and entry of each data element on the form. A minifi 4. & months of data
from at least one component is required during each calendar 0 remain an active
participant in NHSN. States and other entities (e.qg., CMN ‘
platform may have additional reporting requirements. @»

3
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Device-associated Module
CLABSI

Central Line-Associated Bloodstream Infection (CLABSI) Event

Introduction: An estimated 41,000 central line-associated bloodstream infections
(CLABSI) occur in U.S. hospitals each year.! These infections are usually serious \
infections typically causing a prolongation of hospital stay and increased cost and risk Q

mortality. O

CLABSI can be prevented through proper management of the central line. T
techniques are addressed in the CDC’s Healthcare Infection Control Practice isory
Committee (CDC/HIPAC) Guidelines for the Prevention of Intravascyla er-

Related Infections, 2011. \$

Settings: Surveillance will occur in any inpatient location wh inator data can be
collected, which may include critical/intensive care units (4C alty care areas
s), step down units,

(SCA), neonatal units including neonatal intensive care u\
wards, and long term care units. A complete listing of i% ocations can be found in

Chapter 15.

NOTE: Surveillance for CLABSIs after the patiént is discharged from the facility is not
required. However, if discovered, any CLAE gceurring within 48 hours of discharge
should be reported to NHSN. No addit ral line days are reported.

Requirements: Surveillance for,CI%l in at least one inpatient location in the
healthcare institution for at least ndar month as indicated in the Patient Safety
Monthly Reporting Plan (CDw.l ).

Definitions: As for all i s reported to NHSN, infections associated with
complications or ext: @of infections already present on admission, unless a change
in pathogen or syr@s strongly suggests the acquisition of a new infection, are not
considered he associated. Therefore, infections that become apparent within the
first few da ission must be carefully reviewed to determine whether they should
be consi Ithcare associated.

hat are not secondary to a community-acquired infection or an HAI meeting
NHSN criteria at another body site (see criteria in Chapter 17 and Appendix 1.
econdary Bloodstream Infection Guide). Report BSIs that are central line associated
(i.e., a central line or umbilical catheter was in place at the time of, or within 48 hours
before, onset of the event).

Prigﬁ bloodstream infections (BSI) are laboratory-confirmed bloodstream infections

NOTE: There is no minimum period of time that the central line must be in place in order
for the BSI to be considered central line associated.
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CLABSI

Location of attrlbutlon The inpatient location where the patient was assigned on the date
of the BSI event, which is further defined as the date when the first clinical evidence
appeared or the date the specimen used to meet the BSI criteria was collected, whichever

came first

EXAMPLE: Patient, who had no clinical signs or symptoms of sepsis upon arrival to th $
Emergency Department, has a central line inserted there before being admitted to the

MICU has a central line inserted in the Emergency Department and then is admltte

the MICU. Within 24 hours of admission to the MICU, patient meets criteria f B

This is reported to NHSN as a CLABSI for the MICU because the Emergencﬁ

Department is not an inpatient location and no denominator data are cglle

EXCEPTION:

Transfer Rule: If a CLABSI develops within 48 hours of transfer fr |npat|ent
location to another in the same facility, or a new facility, the i attributed to the
transferring location. This is called the Transfer Rule and gx e shown below:

. Patient with a central line in place in the SICU |s to the surgical ward.

to NHSN as a CLABSI for the SICU.
o Patient is transferred to the medical ward f SICU after having the

central line removed. Within 24 hours, ent meets criteria for a BSI. This is
reported to NHSN as a CLABSI fo SICU

Thirty six (36) hours later, the patient meets the% or BSI. This is reported
h

. Patient with a central line in pla ferred from the medical ward to the
coronary care ICU (CCU). After Ndays in the CCU, the patient meets the criteria
fora BSI. Thisis reportgd SN as a CLABSI for the CCU.

. Patient on the urolog Wa%| ospital A had the central line removed and is
discharged home a fewghoursater. The IP from Hospital B calls the next day to
report that this patl been admitted to Hospital B with a BSI. This CLABSI
should be report SN for, and by, Hospital A and attributed to the urology

Qcatheter days are reported.

ward. No %
ine: ascular catheter that terminates at or close to the heart or in one of
ch is used for infusion, withdrawal of blood, or hemodynamic
ollowing are considered great vessels for the purpose of reporting
I and counting central-line days in the NHSN system: Aorta, pulmonary
uperior vena cava, inferior vena cava, brachiocephalic veins, internal jugular
bclavian veins, external iliac veins, common iliac veins, femoral veins, and in

&@ tes, the umbilical artery/vein.
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NOTES:
1. Neither the insertion site nor the type of device may be used to determine if a line
qualifies as a central line. The device must terminate in one of these vessels or in
or near the heart to qualify as a central line.
2. An introducer is considered an intravascular catheter, and depending on the $
location of its tip, may be a central line.

3. A Hemodialysis Reliable Outflow dialysis catheter (HERO), that is located inQ
of the great vessels and used for purposes outlined above, is considered a c

line.

4. Pacemaker wires and other nonlumened devices inserted into central fglo
vessels or the heart are not considered central lines, because flgid infused,
pushed, nor withdrawn through such devices.

5. The following devices are not considered central lines: extr oreal membrane
oxygenation (ECMO), femoral arterial catheters and inta alloon pump
(IABP) devices. If you have a question about whether qualifies as a

central line, please email us at NHSN@cdc.gov. \\

Infusion: The introduction of a solution through a bl @Qel via a catheter lumen. This
may include continuous infusions such as nutritiom@% or medications, or it may
include intermittent infusions such as flushes ol antimicrobial administration, or
blood, in the case of transfusion or hemodia

Umbilical catheter: A central vascular d&g serted through the umbilical artery or vein
in a neonate.

"9
Temporary central line: A n(@ed catheter.

Permanent central line: Inc
0 Tunneled s, including certain dialysis catheters

e
o] ImpIan@ eters (including ports)

Laboratory-c d bloodstream infection (LCBI): Must meet one of the
following cpteri

Criteriondl: "\ Patient has a recognized pathogen cultured from one or more blood
cultuges

@

m cultured from blood is not related to an infection at another site. (See Notes 1
&2 below and Appendix 1. Secondary Bloodstream Infection Guide.)

Criterion 2:  Patient has at least one of the following signs or symptoms: fever
(>38°C), chills, or hypotension

and

signs and symptoms and positive laboratory results are not related to an infection at
another site (See Appendix 1. Secondary Bloodstream Infection Guide.)

and
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CLABSI

common commensal (i.e., diphtheroids [Corynebacterium spp. not C. diphtheriae],
Bacillus spp. [not B. anthracis], Propionibacterium spp., coagulase-negative
staphylococci [including S. epidermidis], viridans group streptococci, Aerococcus spp.,
and Mlcrococcus spp.) is cultured from two or more blood cultures drawn on separate

Criterion 3:  Patient < 1 year of age has at least one of the following signs or
symptoms: fever (>38°C core) hypothermia (<36°C core), apnea, or bradycardia
and

signs and symptoms and positive laboratory results are not related to an infee@
another site (See Appendix 1. Secondary Bloodstream Infection Gmdg) O

and

common skin commensal (i.e., diphtheroids [Corynebacterium spp \diphtheriae],
Bacillus spp. [not B. anthracis], Propionibacterium spp., coagala:

staphylococci [including S. epidermidis], viridans group stgep Aerococcus spp.,
Micrococcus spp.) is cultured from two or more blood c n on separate
occasions. (See Notes 3, 4 and 5 below.)

NOTES: A

1. In criterion 1, the phrase “one or more tures” means that at least one
bottle from a blood draw is reported laboratory as having grown organisms
(i.e., is a positive blood culture). Q

2. In criterion 1, the term “recogniz ogen” does not include organisms
considered common commegsals (see criteria 2 and 3 for a list of common
commensals). A few of %}nized pathogens are S. aureus, Enterococcus

spp., E. coli, Pseudoriignas spp., Klebsiella spp., Candida spp., etc.
iteri se “two or more blood cultures drawn on separate

3. In criteria 2 and 3
occasions” mean blood from at least two blood draws were collected
within two da% other (e.g., blood draws on Monday and Tuesday or

Monday a sday would be acceptable for blood cultures drawn on
separat iohs, but blood draws on Monday and Thursday would be too far
apart i to meet this criterion), and 2) that at least one bottle from each blood
dr orted by the laboratory as having grown the same common commensal

a positive blood culture). (See Note 4 for determining sameness of
organisms.)
¢ 6 For example, an adult patient has blood drawn at 8 a.m. and again at 8:15 a.m.
\ of the same day. Blood from each blood draw is inoculated into two bottles
Q and incubated (four bottles total). If one bottle from each blood draw set is
positive for coagulase-negative staphylococci, this part of the criterion is met.
b. For example, a neonate has blood drawn for culture on Tuesday and again on
Saturday and both grow the same common commensal. Because the time
between these blood cultures exceeds the two-day period for blood draws
stipulated in criteria 2 and 3, this part of the criteria is not met.
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™

c. Ablood culture may consist of a single bottle for a pediatric blood draw due
to volume constraints. Therefore, to meet this part of the criterion, each bottle
from two or more draws would have to be culture-positive for the same

commensal.
4. If the common commensal is identified to the species level from one culture, and $
a companion culture is identified with only a descriptive name (e.g., to the genu
level), then it is assumed that the organisms are the same. The organism Q
identified to the species level should be reported as the infecting pathogen

with its antibiogram if available (see Table 1 below). Q

Table 1. Examples of how to report speciated and unspeciated co ensals
Culture Report Companion tas...

Culture Report

S. epidermidis Coagulase- S idis
negative \
staphylococci

Bacillus spp. (not anthracis) B.cereus ¢ . cereus

S. salivarius Strep viriehq& S. salivarius

sameness of organisms. No addi mparative methods should be used (e.g.,
morphology or antibiograms) becatge laboratory testing capabilities and protocols
may vary between facilities ¢This will reduce reporting variability, solely due to
laboratory practice, betwe ities reporting LCBIs meeting criterion 2.
Report the organism %g us/species level only once, and if antibiogram data
are available, repor; ults from the most resistant panel.
6. LCBI criteria 1 y be used for patients of any age, including patients < 1
year of age.
7. Specimen n Considerations:
pecimens for culture should be obtained from two to four blood
eparate venipuncture sites (e.g., right and left antecubital veins), not
vascular catheter. These blood draws should be performed
neously or over a short period of time (i.e., within a few hours).>* If your
. facility does not currently obtain specimens using this technique, you must still
port BSIs using the criteria and notes above, but you should work with
\ appropriate personnel to facilitate better specimen collection practices for blood
cultures.

5. Only genus and species identificati;)@ Id be utilized to determine the

REPORTING INSTRUCTIONS:

e Report organisms cultured from blood as BSI — LCBI when no other site of infection
is evident.
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2

e When there is a positive blood culture and clinical signs or symptoms of localized
infection at a vascular access site, but no other infection can be found, the infection is
considered a primary BSI.

e Purulent phlebitis confirmed with a positive semiquantitative culture of a catheter tip,
but with either negative or no blood culture is considered a CVS-VASC, not a BSI or
an SST-SKIN or ST infection.

e Occasionally a patient with both peripheral and central 1V lines develops a primgz
bloodstream infection (LCBI) that can clearly be attributed to the peripheral Iin
pus at the insertion site and matching pathogen from pus and blood). In@ua on,

(
]

enter “Central Line = No” in the NHSN application. You should, howe inelude
the patient’s central line days in the summary denominator count. 4

Numerator Data: The Primary Bloodstream Infection (BSI) or@S?.lOS) is used
eé

to collect and report each CLABSI that is identified during th elected for
surveillance. The Instructions for Completion of Primary B am Infection Form
(Tables of Instructions, Tables 2 and 2a.) contains brief in ons for collection and
entry of each data element on the form. The Primary includes patient

demographic information and whether a central Iin% sent, and, if so, the type of
central line the patient had if appropriate to the locatie®; these data will be used to
calculate line-specific infection rates. Additio&data include the specific criteria met for
identifying the primary BSI, whether th p ted, the organisms isolated from blood
cultures, and the organisms’ antimicrobial, stseé€ptibilities.

REPORTING INSTRUCTION:* %
e Ifno CLABSIs arei ntifm ring the month of surveillance, the Report No
Events box must be dNed on the appropriate denominator summary screen,
e.g., Denominators@ ensive Care Unit (ICU)/Other locations (Not NICU or
SCA), etc.
Denominator Datag D@évice days and patient days are used for denominators (see
Chapter 16, K s). Device-day denominator data that are collected differ

according t ation of the patients being monitored; however, they should be
collectedfat ame time each day. When denominator data are available from electronic

databases, these sources may be used as long as the counts are not substantially different
& from manually-collected counts, validated for a minimum of 3 months.

ith one or more central lines of any type is collected daily, at the same time each day,

@)caﬁons other than specialty care areas (SCAs) and NICUs, the number of patients

during the month and recorded on the Denominators for Intensive Care Unit (ICU)/Other
Locations (Not NICU or Specialty Care Area (SCA)) (CDC 57.118). Only the totals for
the month are entered into NHSN. When denominator data are available from electronic
sources (e.g., central line days from electronic charting), these sources may be used as
long as the counts are not substantially different (+/- 5%) from manually-collected
counts, validated for a minimum of 3 months.
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For specialty care areas, the number of patients with one or more central lines is

dichotomized into those with permanent central lines and those with temporary central

lines on the Denominators for Specialty Care Area (CDC 57.117) form. Each is

collected daily, at the same time each day. Only the total for the month are entered into $
NHSN. This distinction in lines is made because permanent lines are commonly used i

patients frequenting these areas and may have lower rates of associated infection th Q
central lines inserted for temporary use. If a patient has both a temporary and a

permanent central line, count the day only as a temporary line day. The Instructions

Completion of Denominators for Intensive Care Unit (ICU)/Other Locations%

(Tables of Instructions, Table 6) and Instructions for Completion of Dgnom s for

Specialty Care Areas (SCA) Form (Tables of Instructions, Table 7) ef

instructions for collection and entry of each data element on the for2 ;

In NICUs, the number of patients with central lines is stratlfieg weight in five
categories since risk of BSI varies by birthweight. These llected on the
Denominators for Neonatal Intensive Care Unit (NICU 7.116) form.

NOTE: The weight of the infant at the time of BSU%) sed and should not be
reported. For example, if a neonate weighs 1006 grans at birth but remains in the NICU
for two months and has a body weight of 16 %ms when it develops a CLABSI, record
the birthweight of 1006 grams on the B f@ e Instructions for Completion of
Denominators for Neonatal Intensive C& (NICU) form (Tables of Instructions,
Table 8) contains brief instructio‘ns %olle tion and entry of each data element on the
forms.

Data Analyses: The SIR is \ated by dividing the number of observed infections by
the number of expected i s. The number of expected infections, in the context of
statistical prediction, ig,calgulated using CLABSI rates from a standard population during
a baseline time pe@ ported in the NHSN Report.

NOTE:'IT\& | be calculated only if the number of expected HAIs (numEXp) is
>1.

ed (

Sl

Obs d (O) HAls

u to summarize your data across multiple locations, adjusting for differences in the

’\ pected (E) HAIs
& e the CLABSI SIR can be calculated for single locations, the measure also allows

incidence of infection among the location types. For example, you will be able to obtain
one CLABSI SIR adjusting for all locations reported. Similarly, you can obtain one
CLABSI SIR for all specialty care areas in your facility.

The CLABSI rate per 1000 central line days is calculated by dividing the number of
CLABSI by the number of central line days and multiplying the result by 1000. The
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Central Line Utilization Ratio is calculated by dividing the number of central line days by

the number of patient days. These calculations will be performed separately for different
types of ICUs, specialty care areas, and other locations in the institution. Separate rates
and ratios will also be calculated for different types of catheters in specialty care areas

and for birthweight categories in NICUs. \*

'CDC Vital Signs. Making healthcare safer: reducing bloodstream infections. March 2011. Availablb

http://www.cdc.gov/VitalSigns/HAI/index.html.

2 0’Grady NP, Alexander M, Burns LA,, Dellinger EP, Garland J, Heard SO, Maki DG, et idelines
for the prevention of intravascular catheter-related infections, 2011. Clinical Infectious Dj 2011; 52
(2):1087-99. *

® Clinical and Laboratory Standards Institute (CLSI). Principles and Procedures % Cultures;
Approved Guideline. CLSI document M47-A (ISBN 1-56238-641-7). Clinical oratory Standards
Institute, 940 West Valley Road, Suite 1400, Wayne, Pennsylvania, US@

2

* Baron EJ, Weinstein MP, Dunne Jr WM, Yagupsky P, Welch DF, N DM. Blood Cultures IV.

ASM Press: Washington, DC; 2005. %
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Appendix 1 Secondary Bloodstream Infection (BSI) Guide

What is the meaning of the statement “not related to infection at another site” in

relation to a positive blood culture? *
The purpose of using the CDC/NHSN infection criteria is to identify and consistently \

categorize infections that are healthcare-associated into major and specific infection,si
or types. Several of the criteria include the caveat that signs, symptoms, and/or Iab@y
findings may not be related to infection at another site. When assessing posi loo
cultures in particular, one must be sure that there is no other CDC-defined r@sﬂe of
HAI that may have seeded the bloodstream secondarily; otherwise the.ble m
infection may be misclassified as a primary BSI or erroneously asso

a central line, i.e., called a CLABSI. @.

If the criteria for the primary infection site require a culture, t @ ast one organism
cultured from that site must match an organism in the blo e. NOTE: As of 1/1/11,
antibiograms of the blood and site isolates do not have In these instances and

others where a culture of the involved site is not reqa the criteria, and no such

the use of

culture is collected, it is necessary to use clinical j ent regarding the likelihood of the

organisms causing a secondary bloodstream inf€ction. The graphic below may be used to

help determine the relatedness of a primary st infection to a positive blood culture.
%&

In addition, if the blood isolate by itself not meet BSI criteria (e.g., only one positive
blood culture of a common comme%then that isolate may not be used to indicate the
presence of a secondary BSI. For e, the patient has an HAI meeting criteria for
symptomatic urinary tract mN e to E. coli and a single positive blood culture with
E. coli and S. epidermidis, % should be reported as having a secondary
bloodstream infection, é coli should be listed as the infecting pathogen.

@Q

&
N
,Q(\
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‘ELS‘.' stream infection
L\E unity acquired
Ha=

olthcore ossocioted

Al= healthcore-ossocioted infection
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Central Line Insertion Practices (CLIP) Adherence Monitoring

prevented through proper placement and management of the central line. The CDC’s
Healthcare Infection Control Practices Advisory Committee (CDC/HICPAC) Guideli
for the Prevention of Intravascular Catheter-Related Infections, 2011* recommend
evidence-based central line insertion practices known to reduce the risk of subsequ
central line-associated bloodstream infection. These include handwashing by @ers

Introduction: Central line-associated bloodstream infections (CLABSIs) can be $

use of maximal sterile barriers during insertion, proper use of a skin antisepti®pri
insertion, and allowing that skin antiseptic to dry before catheter msewo te the
scientific evidence supporting these measures, several reports sugge erence to
these practices remains low in U.S. hospitals.

Several centers have found it useful to monitor adherence to e ; based central line
insertion practices as a method for identifying quality m% t opportunities and

strategically targeting interventions. Feedback of adher has been a component of
multifaceted interventions that have successfully red ABSI rates.

Participation in NHSN CLIP surveillance enabﬁparticipating facilities and CDC to:

e Monitor central line insertion practi&@iividual patient care units and facilities
and to provide aggregate adherence data,for all participating facilities. Facilities have
the option of recording inserger ific adherence data.

e Facilitate quality improvemen identifying specific gaps in adherence to
recommended preventioNtic s, thereby helping to target intervention strategies
for reducing CLABSI

Settings: Surveill@occur in any type of patient care location where central lines

are inserted.

Requirem @veillance for central line insertion practices in at least one location in
IRstitution for at least one calendar month as indicated in the Patient Safety
ting Plan (CDC 57.106). Participating facilities may perform surveillance
for @fisgrtion practices during a month when concomitant CLABSI surveillance is being
CX d, or may collect insertion practice data during a month when no CLABSI
illance is being conducted or in locations where CLABSI are not monitored (e.g.,
ergency department, operating room, etc.). If participating facilities wish to identify
associations between insertion practices and outcomes (i.e., CLABSI), surveillance for
insertion practices and CLABSI must be done concomitantly.

Numerator and Denominator Data: The Central Line Insertion Practices Adherence
Monitoring Form (CDC 57.125) is used to collect and report central line insertion
practices for every central line insertion attempt, including unsuccessful attempts,
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occurring during the month in the unit(s) selected for surveillance. The Instructions for
Completion of the Central Line Insertion Practices Adherence Monitoring Form (Tables

of Instructions, Table 3) contains directions for collection and entry of each data element

on the form. The form can be completed at or near the time of insertion either by the

inserter or an observer present at the insertion (e.g., nurse assisting with the catheter $
insertion), or the form can be completed from documentation in the patient chart (e.g., i

the elements of the monitoring form have been incorporated into standard central-li Q

insertion procedure notes). The form includes information pertaining to demograp
the patient, information pertaining to the inserter, information on maximal sterj

used, the reasons for central line insertion, whether the insertion was success n
antisepsis, hand hygiene practice before insertion, type of central line an n site,
nce to

recommended insertion practices.

Data Analyses: Adherence rates for specific insertion p@@; calculated by

and use of a guidewire. Elements of these data will be used to calculK

dividing the number of central line insertions during whi mmended practice
was followed by the total number of central line inserti ultiplying the result by
100. Such calculations can also be done for a bundle Ices that have been shown
to reduce the incidence of CLABSI. In NHSN, ad o the bundle requires a “Yes”

to all of the following:
e Hand hygiene performed &

e Appropriate skin prep

0 Chlorhexidene gluconate for patients > 2 months old
o Povidone iodine,glc CHG, or other specified for children < 2 months
old

e Skin prep agent has cOgapletety dried before insertion
e All 5 maximal steri ters used

o Sterile gl @

o Steril @

o Ca

o] orn
sterile drape (a large sterile drape covers the patient’s entire body)

NOTE: CHG has not been labeled for use by the Food and Drug and Administration with
pat' < 2'months of age. Acceptance of CHG use for adherence to the CLIP bundle in
thi nt population does not reflect a recommendation of its use by the NHSN.

hese calculations can be performed separately for different types of locations in the
institution. Participants have the option of calculating inserter-specific adherence rates.

! 0’Grady NP, Alexander M, Burns LA, Dellinger EP, Garland J, Heard SO, Maki DG, et al. Guidelines
for the prevention of intravascular catheter-related infections, 2011. Clinical Infectious Diseases 2011; 52
(2):1087-99.
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Ventilator-Associated Pneumonia (VAP) Event

hospitals and 36,000 of these were associated with deaths." Patients with mechanically-assiste
ventilation have a high risk of developing healthcare-associated pneumonia. For the year

NHSN facilities reported more than 3,525 VAPs and the incidence for various types of | units
ranged from 0.0-5.8 per 1,000 ventilator days.?

Introduction: In 2002, an estimated 250,000 healthcare-associated pneumonias developed in A

Prevention and control of healthcare-associated pneumonia is discussed in the C@CPAC
document, Guidelines for Prevention of Healthcare-Associated Pneumonig, z The Guideline
strongly recommends that surveillance be conducted for bacterial pneu% U patients who
are mechanically ventilated to facilitate identification of trends and for spital comparisons.

nator data can be

gefalty care areas (SCA), neonatal
nits, wards, and long term care
hapter 15.

Settings: Surveillance will occur in any inpatient location where (@
collected, which may include critical/intensive care units (I
units, including neonatal intensive care units (NICUs), ste
units. A complete listing of inpatient locations can be fo

NOTE: It is not required to monitor for VAPS afte e patient is discharged from the facility,
however, if discovered, any VAPSs occurring w hours of discharge should be reported to
NHSN. No additional ventilator days are rk

Requirements: Surveillance for VAP %Ieast one inpatient location in the healthcare institution
for at least one calendar month as inN n the Patient Safety Monthly Reporting Plan (CDC
57.106).

extensions of infections present on admission, unless a change in pathogen or symptoms
strongly suggests the @I on of a new infection area not considered healthcare associated.
Therefore, infectiop§$hatbecome apparent within the first few days of admission must be carefully
reviewed to detgrai Q' hether they should be considered healthcare associated.

Definitions: As for all inf@%orted to NHSN, infections associated with complications or

Pneumonia (f ) is identified by using a combination of radiologic, clinical and laboratory
crlterla e following pages outline the various assessment criteria that may be used for meeting
the s nce definition of healthcare-associated pneumonia (Tables 2-5 and Figures 1 and 2).

EUs that are ventilator-associated (i.e., patient was intubated and ventilated at the time of,
& ithin 48 hours before, the onset of the event).

NOTE: There is no minimum period of time that the ventilator must be in place in order for the
PNEU to be considered ventilator associated.

Location of attribution: The inpatient location where the patient was assigned on the date of the
PNEU event, which is further defined as the date when the first clinical evidence appeared or the
date the specimen used to meet the PNEU criterion was collected, whichever came first.
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EXAMPLE: Patlent is intubated and ventilated in the Operating Room and then is admitted to the
MICU. Within 24 hours of admission to the MICU, patient meets criteria for PNEU. This is
reported to NHSN as a VAP for the MICU, because the Operating Room is not an inpatient location

and no denominator data are collected there.
EXCEPTION:
er

Transfer Rule: If a VAP develops within 48 hours of transfer from one inpatient location t

in the same facility or a new facility, the infection is attributed to the transferring locatio isYs

called the Transfer Rule and examples are shown below: Q

e Patient on a ventilator in the SICU is transferred to the surgical ward. Thirty ours later,
the patient meets the criteria for PNEU. This is reported to NHSN as a VAP@ SICU.

e Patient is transferred to the medical ward from the MSICU after having v, r removed.
Within 24 hours, the patient meets criteria for a PNEU. This is repo SN as a VAP for
the MSICU.

e Patient on a ventilator is transferred from the medical ward to @ary care ICU (CCU).
After 4 days in the CCU, the patient meets the criteria for QP@ is is reported to NHSN as
a VAP for the CCU.

e Patient on the Respiratory ICU (RICU) of Hospital A dotracheal tube and ventilator
removed and is discharged home a few hours Iater T from Hospital B calls the next day
to report that this patient has been admitted to Ho B with a PNEU. This VAP should be
reported to NHSN for, and by, Hospital A and gttributed to the RICU. No additional ventilator
days are reported.

Ventilator: A device to assist or control respir&on continuously, inclusive of the weaning period,
through a tracheostomy or by endotwc!@tubaﬁon.

NOTE: Lung expansion devices
positive end-expiratory pressu
hypoCPAP) are not conside
intubation (e.g., ET-CPA

h asYintermittent positive-pressure breathing (IPPB); nasal
P); and continuous nasal positive airway pressure (CPAP,
Ilators unless delivered via tracheostomy or endotracheal

General Comment icable to All Pneumonia Specific Site Criteria:

1. Physigtap’s\diagnosis of pneumonia alone is not an acceptable criterion for healthcare-
assoctated’pneumonia.
2. o ough specific criteria are included for infants and children, pediatric patients may meet

\%)f the other pneumonia specific site criteria.

entilator-associated pneumonia (i.e., pneumonia in persons who had a device to assist or
control respiration continuously through a tracheostomy or by endotracheal intubation within
the 48-hour period before the onset of infection, inclusive of the weaning period) should be
so designated when reporting data.

4, When assessing a patient for presence of pneumonia, it is important to distinguish between
changes in clinical status due to other conditions such as myocardial infarction, pulmonary
embolism, respiratory distress syndrome, atelectasis, malignancy, chronic obstructive
pulmonary disease, hyaline membrane disease, bronchopulmonary dysplasia, etc. Also, care
must be taken when assessing intubated patients to distinguish between tracheal colonization,
upper respiratory tract infections (e.g., tracheobronchitis), and early onset pneumonia.
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Finally, it should be recognized that it may be difficult to determine healthcare-associated
pneumonia in the elderly, infants, and immunocompromised patients since such conditions
may mask typical signs or symptoms associated with pneumonia. Alternate specific criteria
for the elderly, infants and immunocompromised patients have been included in this
definition of healthcare-associated pneumonia. ﬁ
5. Healthcare-associated pneumonia can be characterized by its onset: early or late. Ea e
pneumonia occurs during the first four days of hospitalization and is often caused.bYy
Moraxella catarrhalis, H. influenzae, and S. pneumoniae. Causative agents of @
pneumonia are frequently gram negative bacilli or S. aureus, including meii%cilll esistant

S. aureus. Viruses (e.g., Influenza A and B or Respiratory Syncytial Vir cause early
and late onset healthcare-associated pneumonia, whereas yeasts, fgng@ ellae, and
Pneumocystis carinii are usually pathogens of late onset pneum

6. Pneumonia due to gross aspiration (for example, in the setting tion in the field,
emergency room, or operating room) is considered healthc e%}ated if it meets any
specific criteria and was not clearly present or incubatipg 6 e of admission to the
hospital.

7. Multiple episodes of healthcare-associated pneumoni ccur in critically ill patients with
lengthy hospital stays. When determining wheth @port multiple episodes of healthcare-
associated pneumonia in a single patient, look @ nce of resolution of the initial
infection. The addition of or change in pathegen alone is not indicative of a new episode of
pneumonia. The combination of new si % symptoms and radiographic evidence or
other diagnostic testing is required. @

8. Positive Gram stain for bacteria and pesiti¥e KOH (potassium hydroxide) mount for elastin
fibers and/or fungal hyphae fro ropriately collected sputum specimens are important
clues that point toward the eli %f the infection. However, sputum samples are
frequently contaminated With aifway colonizers and therefore must be interpreted cautiously.
In particular, Candida % only seen on stain, but infrequently causes healthcare-

associated pneumoni
Table 1: Abbreviatio Q PNEU laboratory criteria

BAL - bronchoal avage LRT — lower respiratory tract

EIA — enzyme i

PCR - polymerase chain reaction

membrane

PMN - polymorphonuclear leukocyte

IFA —gmmunofluorescent antibody

RIA — radioimmunoassay

\lNG INSTRUCTIONS:
e N here is a hierarchy of specific categories within the major site pneumonia. Even if a patient
meets criteria for more than one specific site, report only one:
o If a patient meets criteria for both PNU1 and PNU2, report PNU2
o If a patient meets criteria for both PNU2 and PNU3, report PNU3
o If a patient meets criteria for both PNU1 and PNU3, report PNU3
e Report concurrent lower respiratory tract infection (e.g., abscess or empyema) and pneumonia
with the same organism(s) as pneumonia
e Lung abscess or empyema without pneumonia are classified as LUNG
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e Bronchitis, tracheitis, tracheobronchitis, or bronchiolitis without pneumonia are classified as

BRON.

Table 2: Specific Site Algorithms for Clinically Defined Pneumonia (PNU1)

Radiology

Signs/Symptoms/Laboratory

Two or more serial chest
radiographs with at least
one of the following™?:

New or progressive
and persistent infiltrate

Consolidation
Cavitation

Pneumatoceles, in
infants < 1 year old

NOTE: In patients
without underlying
pulmonary or cardiac
disease (e.g. respiratory
distress syndrome,
bronchopulmonary
dysplasia, pulmonary
edema, or chronic
obstructive pulmonary
disease), one definitive
chest radio%raph is
acceptable.

‘(\\6

FOR ANY PATIENT, at least one of the following:

-Fever (>38°C or >100.4°F) with no other recognized causg, QQ

-Leukopenia (<4000 WBC/mm3) or leukocytosis (>12,00
-For adults >70 years old, altered mental status with no otfet re@ognized cause

= o

at least two of the following: .

-New onset of purulent sputum3, or change i er of sputum“, or increased
respiratory secretions, or increased sucti irements
-New onset or worsening cough, or dy: %tachypnea5
-Rales® or bronchial breath sounds S

-Worsening gas exchange (e.g. Oz rations (e.g., PaO,/FiO; < 240)7, increased

oxygen requirements, or increaﬁventilator demand)
z <1 year old:

ALTERNATE CRITERIA, f
Worsening gas exchange %g.g., O, desaturations [e.g. pulse oximetry < 94%)], increased

oxygen requirgm@r increased ventilator demand)

O%following:

-Te @instability with no other recognized cause
-Leu (<4000 WBC/mm?®) or leukocytosis (>15,000 WBC/mm?®) and left shift (>10%
forms)
- nset of purulent sputum3 or change in character of sputum“, or increased
espiratory secretions or increased suctioning requirements
pnea, tachypneas, nasal flaring with retraction of chest wall or grunting
-Wheezing, ralese, or rhonchi
-Cough
-Bradycardia (<100 beats/min) or tachycardia (>170 beats/min)

and
at least th

ALTERNATE CRITERIA, for child >1 year old or < 12 years old, at least three of the
following:

-Fever (>38.4°C or >101.1°F) or hypothermia (<36.5°C or <97.7°F) with no other
recognized cause

-Leukopenia (<4000 WBC/mmi) or leukocytosis (215,000 WBC/mm3)

-New onset of purulent sputum®, or change in character of sputum“, or increased
respiratory secretions, or increased suctioning requirements

-New onset or worsening cough, or dyspnea, apnea, or tachypneas'

-Rales® or bronchial breath sounds

-Worsening gas exchange (e.g. O, desaturations [e.g. pulse oximetry < 94%d], increased
oxygen requirements, or increased ventilator demand)
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Table 3: Specific Site Algorithms for Pneumonia with Common Bacterial or Filamentous Fungal

Pathogens and Specific Laboratory Findings (PNU2)

Radiology

Signs/Symptoms

Laboratory

Two or more serial
chest radiographs with
at least one of the
foIIowinng':

New or progressive
and persistent infiltrate

Consolidation
Cavitation

Pneumatoceles, in
infants < 1 year old

NOTE: In patients
without underlying
pulmonary or cardiac
disease (e.g.
respiratory distress
syndrome,
bronchopulmonary

At least one of the following:

Fever (>38°C or >100.4°F) with no
other recognized cause

Leukopenia (<4000 WBC/mm®)
leukocytosis (>12,000 WBC/mm

o

r

A

For adults >70 years old, altered
mental status with no other
recognized cause

and

at least one of the following:

New onset of purulent sputum3, or
change in character of sputum"’,
increased respiratory secreti

o
increased suctioning req

New onset or worsening cotigh, or

dyspnea or tachypna
L 2
Rales® or bronchk& sounds

At least one of the following:

Positive growth in blood culture® not rtho another

source of infection

Positive growth in cultgre fluid

Positive quantitative% rom minimally
e

contaminated LR n (e.g., BAL or protected
specimen brdghi

cells contain intracellular bacteria
opic exam (e.g., Gram stain)

25% BAL,

on dire &

H's@l gic exam shows at least one of the
fo

evidences of pneumonia:

Abscess formation or foci of consolidation with intense
PMN accumulation in bronchioles and alveoli

Positive quantitative culture® of lung parenchyma
Evidence of lung parenchyma invasion by fungal
hyphae or pseudohyphae

&
"

January 2012

dysplasia, pulmonary Worsenin change (e.g. O
edema, or chronic desa7tura (o) .9., PaO2/FiO; <
obstructive pulmonary | 240]", Ter d oxygen
disease), one reqligememts, or increased
definitive chest i demand)
radiograph is
acceptable.* %
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Table 4: Specific Site Algorithms for Viral, Legionella, and other Bacterial Pneumonias with
Definitive Laboratory Findings (PNU2)

Radiology Signs/Symptoms Laboratory
Two or more serial chest | At least one of the following: At least one of the following"®**:
radiographs with at least ) » . .
one of the following®% Fever (>38°C or >100.4°F) with | Positive culture of virus or Chlamydia f
T no other recognized cause respiratory secretions
New or progressive ] 3 " . . .
and persistent infiltrate Leukopenia (<4000 WBC/mm®) Positive detection of \jral r antibody from
T or leukocytosis (>12,000 respiratory secretions (€&g" . FAMA, shell vial
Consolidation WBC/mm®) assay, PCR) ’K
Cavitation For adults >70 years old, altered | Fourfold riseSig p é sera (IgG) for pathogen

mental status with no other (e.g., influe s, Chlamydia)
Pneumatoceles, in infants | recognized cause
< 1yearold q Positive or Chlamydia or Mycoplasma

and

] P@sttj cro-IF test for Chlamydia

at least one of the following: 5
NOTE: In patients ive culture or visualization by micro-IF of
without underlying New onset of purulent sputu Legionella spp, from respiratory secretions or
pulmonary or cardiac or change in character of tissue.
disease (e.g. respiratory sputum®, or increase O
distress syndrome, respiratory secretions Detection of Legionella pneumophila serogroup 1
bronchopulmonary |ncre_ased suctioning antigens in urine by RIA or EIA
dysplasia, pulmonary requwementi
edema, or chronic Fourfold rise in L. pneumophila serogroup 1
obstructive pulmonary New onget or ng cgugh antibody titer to 21:128 in paired acute and
disease), one definitive or dyspnég, or tathypnea convalescent sera by indirect IFA.

chest radioqraph is
acceptable. Rale nchial breath
SO;S

ning gas exchange (e.g.
O2desaturations Le.g.,
a

0,/FiO; < 240]', increased
oxygen requirements, or

increased ventilator demand)

&
e
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Table 5: Specific Site Algorithm for Pneumonia in Immunocompromised Patients (PNU3)

Radiology Signs/Symptoms Laboratory

At least one of the following:

Two or more serial chest | Patient who is

radiographs with at least
one of the following™?:

New or progressive and
persistent infiltrate

immunocompromised™ has at least
one of the following:

Fever (>38°C or >100.4°F) with no
other recognized cause

Matching positive blood and sputum cultures
with Candida spp. **' ™

Evidence of fungi or Pneumocystis @ from
minimally contaminated LRT specimeg €.9.,

Consolidation For adults >70 years old, altered
mental status with no other

recognized cause

BAL or protected specimen ing) from
one of the following:

- Direct microscopié®
- Positive culture 8fgu

Cavitation

Pneumatoceles, in
infants < 1 year old

New onset of purulent sputum3, or
change in character of sputum“, or
increased respiratory secretions, or
increased suctioning requirements

Any of thegollgivi om

LABQRA CRITERIA DEFINED UNDER
NOTE: In patients
without underlying
pulmonary or cardiac
disease (e.g. respiratory
distress syndrome,
bronchopulmonary
dysplasia, pulmonary
edema, or chronic
obstructive pulmonary
disease), one definitive
chest radioqraph is
acceptable.

New onset or worsening cough, or

PN\
dyspnea, or tachypnea @
Rales® or bronchial breath sounds A
Worsening gas exchange (e.g.
desaturations [e.g., PaQ./Fi
240]’, increased oxyg

requirements, or increa
ventilator demand
Hemoptysis \
Pleuritic 2\)ain

tilated patients, the diagnosis of healthcare-associated pneumonia may be quite
mptoms, signs, and a single definitive chest radiograph. However, in patients with
c disease (for example, interstitial lung disease or congestive heart failure), the diagnosis
be particularly difficult. Other non-infectious conditions (for example, pulmonary edema
ensated congestive heart failure) may simulate the presentation of pneumonia. In these more
s, serial chest radiographs must be examined to help separate infectious from non-infectious
y processes. To help confirm difficult cases, it may be useful to review radiographs on the day of
sis, 3 days prior to the diagnosis and on days 2 and 7 after the diagnosis. Pneumonia may have rapid
et and progression, but does not resolve quickly. Radiographic changes of pneumonia persist for several
weeks. As a result, rapid radiographic resolution suggests that the patient does not have pneumonia, but rather
a non-infectious process such as atelectasis or congestive heart failure.

2. Note that there are many ways of describing the radiographic appearance of pneumonia. Examples include,
but are not limited to, “air-space disease”, “focal opacification”, “patchy areas of increased density”.
Although perhaps not specifically delineated as pneumonia by the radiologist, in the appropriate clinical
setting these alternative descriptive wordings should be seriously considered as potentially positive findings.

Footnotes to Algori

1. Occasionally, i
clear on the bagi
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3. Purulent sputum is defined as secretions from the lungs, bronchi, or trachea that contain >25 neutrophils
and <10 squamous epithelial cells per low power field (x100). If your laboratory reports these data
qualitatively (e.g., “many WBCs” or “few squames”), be sure their descriptors match this definition of
purulent sputum. This laboratory confirmation is required since written clinical descriptions of purulence ate
highly variable.

4. A single notation of either purulent sputum or change in character of the sputum is not meaningf \
repeated notations over a 24 hour period would be more indicative of the onset of an infectious proggss.

Change in character of sputum refers to the color, consistency, odor and quantity. Q

5. In adults, tachypnea is defined as respiration rate >25 breaths per minute. Tachypnea is defin >75
breaths per minute in premature infants born at <37 weeks gestation and until the 40™ wafRN60 breaths per
minute in patients <2 months old; >50 breaths per minute in patients 2-12 months old; 30 breaths per
minute in children >1 year old. *

6. Rales may be described as “crackles”.

7. This measure of arterial oxygenation is defined as the ratio of the arteEEaI @?Paoz) to the inspiratory

fraction of oxygen (FiO,).

8. Care must be taken to determine the etiology of pneumonia in 8

radiographic evidence of pneumonia, especially if the patient hasx
‘fb‘

positive blood cultures and
devices in place such as
munocompetent patient, blood
contaminants, and yeasts will not be the

intravascular lines or an indwelling urinary catheter. In general
cultures positive for coagulase negative staphylococci, comm
etiologic agent of the pneumonia.

9. Refer to Threshold values for cultured specimens (Table 6). An endotracheal aspirate is not a minimally

contaminated specimen. Therefore, an endotragem e does not meet the laboratory criteria.
I, C

10. Once laboratory-confirmed cases of pneum 0 respiratory syncytial virus (RSV), adenovirus, or
influenza virus have been identified in a hospital, ician’s presumptive diagnosis of these pathogens in
subsequent cases with similar clinical s&gn%symptoms is an acceptable criterion for presence of
healthcare-associated infection.

11. Scant or watery sputum is comrNﬂseen in adults with pneumonia due to viruses and Mycoplasma
although sometimes the sputum nfia ucopurulent. In infants, pneumonia due to RSV or influenza yields
copious sputum. Patients, exce ature infants, with viral or mycoplasmal pneumonia may exhibit few
signs or symptoms, even whag significant infiltrates are present on radiographic exam.

12. Few bacteria may b@:n stains of respiratory secretions from patients with pneumonia due to

Legionella spp, myc Or Viruses.
13. Immunocom patients include those with neutropenia (absolute neutrophil count <500/mm?®),
leukemia, lym PHIV with CD4 count <200, or splenectomy; those who are early post-transplant, are on

cytotoxic chemgtherapy, or are on high dose steroids (e.g., >40mg of prednisone or its equivalent (>160mg

hydgac one, >32mg methylprednisolone, >6mg dexamethasone, >200mg cortisone) daily for >2weeks).
sputum specimens must be collected within 48 hours of each other.

14.B
XUantitative or nonquantitative cultures of sputum obtained by deep cough, induction, aspiration, or
& e are acceptable. If quantitative culture results are available, refer to algorithms that include such
e

cific laboratory findings
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Figure 1: Pneumonia Flow Diagram

2™

PNEUMONIA FLOW DIAGRAM

Device-associated Events

Facility ID #

Event# ___

EventDate [ [

Instructions: Comp lete form only if x-ray criteria are met

Patient with underlying di 12 has 2.or more Patient wi i
serial X-rays with gne of the following:
>
(g1 a New or progressive and persistent infiltrate a New or progressive and persistent infiltrate
Du: a Consolidation a Consolidation
> a Cavitation a Cavitation
Qa Pneumatoceles, in <1y.o0. ] Pneumatoceles, in <1y.o0.
At least ane of the following: At least Ol inan
13-
Qa Fever (> 38° C/100.4° F) with no other cause fmmu m mised patie nti:
: h [w] Fe 0.4° F) with no
a Leuko penia (< 4,000 WBC/mm?3) ar leukoc ytosis ot )
(212,000 WBC/mm?)
[75] O  Altered mental status with no othercause, in=70 y.o. (e g tgl status with no
E el se, in 270 y.o.
o ’ nset of purulent sputum,3 or
+— nge in character of sputum, or
o respiratory secretions, or
E At least twa of the following: At least.ane of the following: T suctioning requi rements#
(/>)\ a New onset of purulent sputum,3 a New onset of purulent sputu i} New onset or worsening cough, or
or change in character of or change in character of u dyspnea, or tachyp nea®
_g sputum, or T respiratory or T respiratory secretions, a Rales® or bronchial breath sounds
< secretions, or T suctioning T suctioning requi remgrts4
requirem ents4 a New onset or worsening o Qa Worsening gas exchange (e.g., O,
0 a New onset or worsening cough ordyspnea, ort ypne as desats [e.g., PaOZ{Fl 925240]'7
o ord ea. or tach ypne as ! g T 0O, req, or T ventilation demand)
(=2 s ! P O  Rales® or bronc breath .
o= Qa Hemoptysis
) Q  Rales® or bronchial breath sounds
a Pleuritic chest pain
sounds Q W hange (e.g., P
a Worsening gas exchange (e.g., O, O,/FiO,
O, desats [e.g., PaO,/FiO, <2 or T ventilation
<240],7” T O, req, or
T ventilation deman d)
o N
&
o
S
At least.ane of the follo At least ane of the following10-12:
a Positive blood a Positive culture of virus or
8 Chlamydia from respiratory
Q  Positive secretions At least ane. of following:
a Posit a Positi.ve detection of \firal antigen (=] Matching positive blood
from m orantibody from respiratory and sputum cultures with
(e.g., BAL or secretions (e.g., EIA, FAMA, Candida spp1415
e shell vial assay, PCR) . X
otec specimen Qa Evidence of fungi or
shin a 4-fold rise in paired sera (IgG) for Pneumocytis carinii from
- AL-obtained cells pathogen (e.g., Influenza viruses, minimally contaminated
= tain intracellular bacteria Chlamydia) LRT specimen (e.g., BAL
S direct microscopic exam a Positive PCR for Chlamydia or or protected specimen
[$+1 . . Mycoplasma brushing) from ane of the
P Histopathologic exam shows following:
(@] ane of the following: a Positive micro-IF test for
% Ab . . ‘ Chlamydia - Direct microscopic
. scess formation or foci . .
| of consolidation with QO  Positive culture or micro-I F of exam
intense PMN Legionella spp from respiratory + Positive culture of
S secretions or tissue i
* accumulation in fungi
bronchioles and al veoli a Detection of Legionella
+ Positive quantitati ve pneumophila serogro up 1
culture® of lung antigens in urine by RIA or EIA
parenchyma a 4-fold rise in L. pneumop hila
- Evidence of lung antibody titerto 2 1:128 in paired
parenchyma invasion by acute and convalescent sera by
fungal hyphae or indirect IFA
pseudohyphae
I
Munecompromiseq
ln'munocompromised
O PNU2: Pneumonia with 0O PNU2: Pneumonia with
common bacterial or viral, Legionella, Chlamydia,
filamentous fungal pathogens Mycoplas ma, and other O PNU3: Pneumoniain

0O PNU1L: Clinically
defined pneumonia

and specific lab findings

uncommon pathogens and
specific lab findings

immunoc ompromised
patients

January 2012
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Figure 2: Pneumonia Flow Diagram, Alternative Criteria for Infants and Children

PNEUMONIA FLOW DIAGRAM

ALTERNATE CRITERIA FOR INFANTS AND CHILDREN

| Facility ID # Event #

Event Date / /

|OQ

Instructions: Complete form only if x-ray criteria are met

Patient without underlyin diseasesl-’ e
serial X-rays with one of the folloWiiaby:
O New or progressive and persistentWfilicate

QO Consolidation

Q Cavitation

&

O Pneumator

Patient with underlying diseases? has 2 or more
> serial X-rays with one of the following:
© 0 New or progressive and persistent infiltrate
n,: Q Consolidation
>< Q Cavitation
O Pneumatoceles, in <1 y.o.
A 4
Infants <1y.o.
O Worsening gas exchange (e.g., O, désats
pulse oximetry <94%), T O, req, or T véilatio]
%)) demand)
E and three of the following: \
8 O Temperature instability withfho r reécognized
o cause
E O Leukopenia (< 4,006 WB
> or leukocytosis (> 155000 /mm3) and left
(0))] shift (> 10% b,
ho} O New onsgto ulent’sputum,? or change in
c characgéf offeputtipn, or T respiratory secretions,
© or T sUeti quirements
(7] neas, nasal flaring with retraction
[ all or grunting
9 ing, rales®, or rhonchi
(D [m] ugh
2 Bradycardia (<100 beats/min.) or tachycardia
\ (> 170 beats/min.)

Children >1 or<12y.o0.
At least three of the following:

O Fever (>38.4° C/101.1° F) or hypothermia
(< 36.5° C/97.7°F) with no other recognized
cause

QO Leukopenia (< 4,000 WBC/mm3)
or leukocytosis (> 15,000 WBC/mm3)

O New onset of purulent sputum,? or change in
character of sputum¢, or T respiratory secretions,
or T suctioning requirements

O New onset or worsening cough, or dyspnea,
apnea, or tachypnea®

O Ralesé or bronchial breath sounds

O Worsening gas exchange ( e.g., O, desats [e.g.,
pulse oximetry < 94%], T O, req, or T ventilation
demand)

A

O PNUL:

Clinically defined pneumonia

January 2012
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Table 6: Threshold values for cultured specimens used in the diagnosis of pneumonia
Specimen collection/technique Values
Lung parenchyma* >10° cfu/g tissue *
Bronchoscopically (B) obtained specimens \
Bronchoalveolar lavage (B-BAL) >10"

Protected BAL (B-PBAL)
Protected specimen brushing (B-PSB)

Nonbronchoscopically (NB) obtained
(blind)
specimens

NB-BAL . >10%* cfu/ml

NB-PSB @% >10° cfu/ml
cfu = colony forming units &
g = gram
ml = milliliter &

COMMENT:
* Open-lung biopsy specimens ax ediate post-mortem specimens obtained by
|& ops

transthoracic or transbronch

Numerator Data: T oma (PNEU) from (CDC 57.111) is used to collect and
report each VAP t ified during the month selected for surveillance. The
Instructions for Ca@lon of Pneumonia Form (Tables of Instructions, Tables 4 and 2a)
includes brief | ons for collection and entry of each data element on the form. The
pneumonia udes patient demographic information and information on whether

blo eam infection, whether the patlent died, and the organisms isolated from cultures
antlmlcroblal susceptibilities.

&\QPORHNG INSTRUCTIONS:

e If no VAPs are identified during the month of surveillance, the Report No Events
box must be checked on the appropriate denominator summary screen, e.g.,
Denominators for Intensive Care Unit (ICU)/Other locations (Not NICU or SCA),
etc.
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Denominator Data: Device days and patient days are used for denominators (see
Chapter 16 Key Terms). Ventilator days, which are the number of patients managed with

a ventilatory device, are collected daily, at the same time each day, according to the

chosen location using the appropriate form (CDC 57.116, 57.117, and 57.118). These $
daily counts are summed and only the total for the month is entered into NHSN.

Ventilator and patient days are collected for each of the locations monitored. When Q
denominator data are available from electronic sources (e.g., ventilator days from

respiratory therapy), these sources may be used as long as the counts are not substantrafly
different (+/- 5%) from manually-collected counts, validated for a minimum @onths.

. . * .
Data Analyses: The SIR is calculated by dividing the number of ob N;Qctlons by
the number of expected infections. The number of expected infectigpSNin the context of
statistical prediction, is calculated using PNEU rates from a stzd%pulation during a

baseline time period as reported in the NHSN Report. .

NOTE: The SIR will be calculated only if the numb@ected HAIs (numEXxp) is

>1. !
Observed (O) HAls

SIR =
Expected (E) HAls
While the PNEU SIR can be calculated@le locations, the measure also allows you

to summarize your data by multiple_locations, adjusting for differences in the incidence
of infection among the location ?& r example, you will be able to obtain one PNEU
Y

SIR adjusting for all locatiogs re . Similarly, you can obtain one PNEU SIR for all
specialty care areas in your EXy

The VAP rate per 100% or days is calculated by dividing the number of VAPSs by
the number of venti s and multiplying the result by 1000. The Ventilator
Utilization Ratio i lated by dividing the number of ventilator days by the number of
patient days. Iculations will be performed separately for the different types of

ICUs, SCAS, her locations in the institution, as well as by each birthweight
categor S.
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Yk levens RM, Edward JR, et al. Estimating health care-associated infections and deaths in U.S. hospitals,
2002. Public Health Reports 2007;122:160-166.

2 Dudeck MA, Horan TC, et. al. National Healthcare Safety Network (NHSN) Report, Data Summary for,

2010, Device-associated Module. Available at Q\

http://www.cdc.gov/nhsn/PDFs/dataStat/2011NHSNReport.pdf Q

2003: recommendations of CDC and the Healthcare Infection Control Practices Advisory Cafnmitiee.

® Centers for Disease Control and Prevention. Guidelines for preventing health-care-associatedpneumdfia,
MMWR 2004;53(No. RR-3).
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Catheter-Associated Urinary Tract Infection (CAUTI) Event

Introduction: The urinary tract is the most common site of healthcare-associated
infection, accounting for more than 30% of infections reported by acute care hospitals®. \
Virtually all healthcare-associated urinary tract infections (UTIs) are caused by Q

instrumentation of the urinary tract.

bacteremia, prostatitis, epididymitis, and orchitis in males and, less common

CAUTI can lead to such complications as cystitis, pyelonephritis, gram-negat'Q
endocarditis, vertebral osteomyelitis, septic arthritis, endophthalmitis,a®| gitis in

all patients. Complications associated with CAUTI cause discomfor ient,
prolonged hospital stay, and increased cost and mortality. Each ye han 13,000
deaths are associated with UTIs.!

Prevention of CAUTIs is discussed in the CDC/HICPAC&Q Guideline for

Prevention of Catheter-associated Urinary Tract Infec

Settings: Surveillance will occur in any inpatient ions where denominator data can
be collected, which may include critical mtens care units (ICU), specialty care areas

(SCA), step down units, and long term care Neonatal ICUs are NOT included. A
complete listing of inpatient locations c@nd in Chapter 15.

NOTE: It is not required to monjtor, AUTIs after the patient is discharged from the
facility. However, if discovered, UTI occurring within 48 hours after discharge
should be reported to NHSN. itional indwelling catheter days are reported.

NOTE: Neonatal ICUs @hmpate but only off plan (not as a part of their monthly
reporting plan). @

Requirements; Qlance for CAUTI is performed in at least one inpatient location in
the healthc tion for at least one calendar month as indicated in the Patient Safety
Monthly Regorting Plan (CDC 57.106).

itions: As for all infections reported to NHSN, infections associated with

tions or extensions of infections already present on admission, unless a change
hogen or symptoms strongly suggests the acquisition of a new infection area not
onsidered healthcare associated. Therefore, infections that become apparent within the
first few days of admission must be carefully reviewed to determine whether they should
be considered healthcare associated.

Urinary tract infections (UTI) are defined using symptomatic urinary tract infection
(SUTI) criteria or Asymptomatic Bacteremic UTI (ABUTI) criteria (Table 1 and Figure
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1). Report UTIs that are catheter-associated (i.e. patient had an indwelling urinary
catheter at the time of or within 48 hours before onset of the event).

NOTES:
1. There is no minimum period of time that the catheter must be in place in order for\*
the UTI to be considered catheter-associated. EXAMPLE: Patient has a Foley
catheter in place on an inpatient unit. It is discontinued, and 4 days later pati YQ
meets the criteria for a UTI. This is not reported as a CAUTI because the ti
since Foley discontinuation exceeds 48 hours.
2. SUTI 1b and 2b and other UTI (OUT]I) cannot be catheter-associatedQ

: I : : . *

Location of attribution: The location where the patient was assigne e of the
UTI event, which is further defined as the date when the first clinic ce appeared
or the date the specimen use to meet the criterion was coIIecteE icRever came first.

. - . * .
EXAMPLE: Patient, who had no clinical signs or sympt x upon arrival to the

Emergency Department, has a Foley catheter inserted t re being admitted to the
MICU. Within 24 hours of admission to the MICU, ji@meets criteria for UTI. This
is reported to the NHSN as a CAUTI for the MICL%a e the Emergency Department
is not an inpatient location and no denominator gata are collected there.

EXCEPTION: {

Transfer Rule: If a CAUTI develops withi @ ours of transfer from one inpatient
location to another in the same facility, 0reg €W facility, the infection is attributed to the
transferring location. This is calledg Transfer Rule and examples are shown below.

e Patient with a Foley catheter i in the SICU is transferred to the surgical ward.

Thirty six (36) hours Iatewecp ient meets the criteria for UTI. This is reported to

NHSN as a CAUTI for U.

e Patient is transferred edical ward from the MSICU after having the Foley
catheter removed. 4Vithin 24 hours, patient meets criteria for a UTI. This is reported
to NHSN as a or the MSICU.

e Patient wit y catheter in place is transferred from the medical ward to the
coronar (CCU). After 4 days in the CCU, the patient meets the criteria for

is 18 reported to NHSN as a CAUTI for the CCU.

: Patient on the urology ward of Hospital A had the Foley catheter
. oved and is discharged home a few hours later. The ICP from Hospital B calls

\h ext day to report that this patient has been admitted to Hospital B with a UTI.

Q is CAUTI should be reported to NHSN for Hospital A and attributed to the urology

ward.

Indwelling catheter: a drainage tube that is inserted into the urinary bladder through the
urethra is left in place, and it is connected to a closed collection system, e.g., not used for
irrigation also called a Foley catheter, does not include straight in-and-out catheters.
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Numerator Data: The Urinary Tract Infection (UTI) Form (CDC 57.114) is used to

collect and report each CAUTI that is identified during the month selected for

surveillance. The Instructions for Completion of Urinary Tract Infection Form (Tables

of Instructions, Tables 5 and 2a) includes brief instructions for collection and entry of *

each data element on the form. The UTI form includes patient demographic information

and information on whether or not an indwelling urinary catheter was present. Additio

data include the specific criteria met for identifying the UTI, whether the patient ’b
developed a secondary bloodstream infection, whether the patient died, and the O
organisms isolated from cultures and their antimicrobial susceptibilities.

REPORTING INSTRUCTIONS: . §
e Ifno CAUTIs are identified during the month of surveillanc rt No
Events box must be checked on the appropriate denominatg ry screen,
e.g., Denominators for Intensive Care Unit (ICU)/othemo (Not NICU or
SCA), etc.

Denominator Data: Device days and patient days are \denominators (See
Chapter 16 Key Terms). Indwelling urinary catheter ich are the number of
patients with an indwelling urinary catheter devic cOllected daily, at the same time
each day, according to the chosen location using the appropriate form (CDC 57.117, and
57.118). When denominator data are availa m electronic databases, these sources
may be used as long as the counts are n tially different (+/- 5%) from manually
collected counts, validated for a minimu months. These daily counts are summed
and only the total for the month is e d into NHSN. Indwelling urinary catheter days
; * . .
and patient days are collected sep@for each of the locations monitored.

Data Analyses: The SIR i ated by dividing the number of observed infections by
the number of expected i s. The number of expected infections, in the context of
statistical prediction, i@u ated using CAUTI rates from a standard population during

a baseline time peg@ ported in the NHSN Report.
NOTE: Th @ﬂ

| be calculated only if the number of expected HAIs (numEXp) is
>1.

Observed (O) HAIs

. SIR =
\ Expected (E) HAls

hile the CAUTI SIR can be calculated for single locations, the measure also allows you
to summarize your data by multiple locations, adjusting for differences in the incidence
of infection among the location types. For example, you will be able to obtain one
CAUTI SIR adjusting for all locations reported. Similarly, you can obtain one CAUTI
SIR for all specialty care areas in your facility.
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The CAUTI rate per 1000 urinary catheter days is calculated by dividing the number of
CAUTIs by the number of catheter days and multiplying the result by 1000. The Urinary
Catheter Utilization Ratio is calculated by dividing the number of urinary catheter days

by the number of patient days. These calculations will be performed separately for the *

different types of ICUs, specialty care areas, and other locations in the institution, except
for neonatal locations.

YKlevens RM, Edward JR, et al. Estimating health care-associated infections and deaths in U.S. hos

2002. Public Health Reports 2007;122:160-166.

*Gould CV, Umscheid CA, Agarwal RK, Kuntz G, Pegues DA. Guideline for prevention of €gtheter-
associated urinary tract infections 2009. Infect Control Hosp Epidemiol. 2010;31(4)"3196
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Table 1: Urinary Tract Infection Criteria

Criterion | Urinary Tract Infection (UTI)
Symptomatic Urinary Tract Infection (SUTI)
Must meet at least 1 of the following criteria %
la Patient had an indwelling urinary catheter in place at the time of specime
collection or onset of signs or symptoms b
and Q
at least 1 of the following signs or symptoms with no other recognize se:
fever (>38°C), suprapubic tenderness, or costovertebral angle p@tenderness
and
a positive urine culture of >10° colony-forming units ( ’&Q/ith no more than
2 species of microorganisms (see Comments section %
---------------------------------------------------- 03-6
Patient had indwelling urinary catheter re \/ithin the 48 hours prior to
specimen collection or onset of signs of ms
and %
at least 1 of the following signs osymptoms with no other recognized cause:
fever (>38°C), urgency, frequeacWdysuria, suprapubic tenderness, or
costovertebral angle pain @ ness
and
a positive urine culturg?ef >10" colony-forming units (CFU)/ml with no more than
2 species of microa@s(see Comments section below). .
1b

&ositive urine culture of >10° CFU/mI with no more than 2 species of

Patient did notave amindwelling urinary catheter in place at the time of, or
r to, specimen collection or onset of signs or symptoms

within 48 ho
and @‘
has at leagt the following signs or symptoms with no other recognized cause:

feve in a patient that is <65 years of age, urgency, frequency, dysuria,
S iC tenderness, or costovertebral angle pain or tenderness

icroorganisms(see Comments section below).

Patient had an indwelling urinary catheter in place at the time of specimen
collection or onset of signs or symptoms
and
at least 1 of the following signs or symptoms with no other recognized cause:
fever (>38°C), suprapubic tenderness, or costovertebral angle pain or tenderness
and
at least 1 of the following findings:

a. positive dipstick for leukocyte esterase and/or nitrite

b. pyuria (urine specimen with >10 white blood cells [WBC]/mm?® of unspun

urine or >3 WBC/high power field of spun urine)
c. microorganisms seen on Gram stain of unspun urine

January 2012
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Criterion | Urinary Tract Infection (UTI)

and
a positive urine culture of >10% and <10° CFU/mI with no more than 2 species of
microorganisms(see Comments section below). *
____________________________________________________ @ ) 2 \--
Patient had indwelling urinary catheter removed within the 48 hours 0
specimen collection or onset of signs or symptoms
and Q
at least 1 of the following signs or symptoms with no otQer tzed cause:
fever (>38°C), urgency, frequency, dysuria, suprapubi ss, or
costovertebral angle pain or tenderness
and @»
at least 1 of the following findings: . é

a. positive dipstick for leukocyte esterase & ite

b. pyuria (urine specimen with >1 lood cells [WBC]/mm?® of unspun

urine or >3 WBC/high powerficld ®f spun urine)

C. microorganisms seen on G{m stam of unspun urine
and
a positive urine culture of 10° CFU/mI with no more than 2 species of
microorganisms(see Com ection below).

2b Patient did not have ansndwelling urinary catheter in place at the time of, or

f c. microorganisms seen on Gram stain of unspun urine

within 48 hours prf(\ ecimen collection or onset of signs or symptoms
and

has at least 1 following signs or symptoms with no other recognized cause:
fever (>3820) 4 atient that is <65 years of age, urgency, frequency, dysuria,
suprapu@ rness, or costovertebral angle pain or tenderness

and

at 1 of the following findings:
ositive dipstick for leukocyte esterase and/or nitriteb. pyuria (urine specimen

with 210 WBC/mm? of unspun urine or >3 WBC/high power field of spun urine)

and
a positive urine culture of >10% and <10° CFU/mI with no more than 2 species of

microorganisms(see Comments section below).

&\\

Patient <1 year of age with* or without an indwelling urinary catheter has at least
1 of the following signs or symptoms with no other recognized cause: fever
(>38°C core), hypothermia (<36°C core), apnea, bradycardia, dysuria, lethargy, or
vomiting

and

a positive urine culture of >10°> CFU/ml with no more than 2 species of

January 2012
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Criterion | Urinary Tract Infection (UTI)
microorganisms(see Comments section below). .
*The indwelling urinary catheter was in place within 48 hours prior to specimen
collection or onset of signs or symptoms.
4 Patient <1 year of age with* or without an indwelling urinary catheter has a
1 of the following signs or symptoms with no other recognized cause: fev
(>38°C core), hypothermia (<36°C core), apnea, bradycardia, dysuria, gy, or
vomiting
and
at least one of the following findings: Q
b. positive dipstick for leukocyte esterase and/or nitrit > Qine specimen with
210 WBC/mm? of unspun urine or >3 WBC/high field of spun urine)
C. microorganisms seen on Gram’s stain of s%me
and .
a positive urine culture of between >10° a /ml with no more than two
species of microorganisms(see Comment iOM below). .
*The indwelling urinary catheter was i ;@Within 48 hours prior to specimen
collection or onset of signs or sympt:
Criterion Asymptomatic Bacteremic Urinary Tgact InfeCtion (ABUTI)

&Y

&he indwelling urinary catheter was in place within 48 hours prior to specimen

(i.e., for any age patient, >38°C), urgency, frequency, dysuria,
suprapubic tenderness, or costovertebral angle pain or tenderness, OR for a
patient <1 year of gge%‘ever (>38°C core), hypothermia (<36°C core), apnea,
bradycardia, dysuri\ rgy, or vomiting)

and
a positive urin \e of >10° CFU/mI with no more than 2 species of uropathogen

Patient with* or without an i' g urinary catheter has no signs or symptoms

microorgani ee Comments section below).
and
a posi od culture with at least 1 matching uropathogen microorganism to

he urine culture, or at least 2 matching blood cultures drawn on separate
®occasions if the matching pathogen is a common skin commensal.

collection.

**Uropathogen microorganisms are: Gram-negative bacilli, Staphylococcus spp.,
yeasts, beta-hemolytic Streptococcus spp., Enterococcus spp., G. vaginalis,
Aerococcus urinae, and Corynebacterium (urease positive)”.

"Report Corynebacterium (urease positive) as either Corynebacterium species
unspecified (COS) or as C. urealyticum (CORUR) if so speciated.

Comments

e Laboratory cultures reported as “mixed flora” represent at least 2 species of
organisms. Therefore an additional organism recovered from the same
culture, would represent > 2 species of microorganisms. Such a specimen
cannot be used to meet the UTI criteria.

e Urinary catheter tips should not be cultured and are not acceptable for the

January 2012
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Criterion | Urinary Tract Infection (UTI)

diagnosis of a urinary tract infection.

e Urine cultures must be obtained using appropriate technique, such as clean
catch collection or catheterization. Specimens from indwelling catheters
should be aspirated through the disinfected sampling ports.

¢ Ininfants, urine cultures should be obtained by bladder catheterizatig
suprapubic aspiration; positive urine cultures from bag specimens gig
unreliable and should be confirmed by specimens aseptically obty
catheterization or suprapubic aspiration.

e Urine specimens for culture should be processed as soon as%ble,
preferably within 1 to 2 hours. If urine specimens canng @ processed within
30 minutes of collection, they should be refrigerated ¢
primary isolation medium before transport, or tr Ontgd in an appropriate
urine preservative. Refrigerated specimens s ultured within 24 hours.

e Urine specimen labels should indicate whet ot the patient is
symptomatic.

e Report secondary bloodstream infecti for all cases of
Asymptomatic Bacteremic Urinar %fectlon (ABUTI).

e Report only pathogens in both blmsnd urine specimens for ABUTI.

e Report Corynebacterium (uredse positive) as either Corynebacterium species
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Figure 1: Identification and Categorization of SUTI with Indwelling Catheter (see

comments section page 7-8 thru 7-9 for important details)

collection or onset of signs or symptoms

Patient had an indwelling urinary catheter at the time of specim®

v

o fever (>38°C)
o suprapubic tenderness
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Figure 2: Identification and Categorization of SUTI Indwelling Catheter Discontinued in
Prior 48 Hours (see comments section page 7-8 thru 7-9 for important details)

Patient had an indwelling urinary catheter discontinued within 48 hours
prior to specimen collection or onset of signs or symptoms

At least 1 of the following with no other recognized cause: OQ

o fever (>38°C) o dysuria
o urgency o suprapubic tenderness
o frequency o costovertebral angle pain or tenderness Q

0\
O\i >
At least 1 of the following findings: @\

o positive dipstick for leukocyte est or nitrite
o pyuria (urine specimen with ZQC m? of unspun urine or >3 WBC/high
power field of spun urine
O microorganisms seen on G&stain of unspun urine
"9
\ 4 '
A positive Lmjlt e of >10° A positive urine culture of >10%and
CFU/ml ore than 2 species of  <10° CFU/ml with no more than 2

mic$ species of microorganisms
%QTI-Criterion la SUTI-Criterion 2a

N 4

Was an indwelling urinary catheter in place within 48 hours prior to
specimen collection or onset of signs or symptoms?

9
N\ ) )
&C ij :c;

CAUTI SUTI (not catheter-associated)

Signs and
Symptoms

Laboratory Evidence
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Figure 3: Identification and Categorization of SUTI without Indwelling Catheter (see

,QQ

comments section page 7-8 thru 7-9 for important details)
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N
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Figure 4: Identification and Categorization of SUTI in Patient <1 Year of Age (see
comments section page 7-8 thru 7-9 for important details)

Patient <1 year of age (with* or without an indwelling urinary catheter)

At least 1 of the following with no other recognized cause: Q

Lo (7]
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*The indwelling urinary catheter was in place within 48 hours prior to specimen
collection or onset of signs or symptoms.
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Figure 5: Identification of Asymptomatic Bacteremic Urinary Tract Infection (ABUTI)

Patient with* or without an indwelling urinary catheter

7 2

g Patient of any age Patient of any age \
S D NONE of the following: D NONE of the following:
g— — fever (>38°C) — fever (>38°C)
S, — urgency — hypothermia (<36°C coreO
N — frequency — apnea
= — dysuria — bradycardia
‘U“‘) — suprapubic pain — lethargy
=4 — costovertebral angle pain or — vomitinge O
7 tenderness — dysuria%\
A positive urine culture o 1 SQM with no
é more than 2 species of micragrganisms**
“ O
S
it =
- A positive blood ¢ with at least 1 matching
= uropathogengnicroorganism** to the urine
)
=
@)

cultgo
’A@maﬁc Bacteremic Urinary Tract Infection (ABUTI)

Wa% elling urinary catheter in place within the 48 hours prior to specimen

N :
N No

v )

CA-UTI ABUTI (not catheter-associated)

**Uropathogen microorganisms are: Gram-negative bacilli, Staphylococcus spp., yeasts, beta-hemolytic
Streptoc?ccus spp., Enterococcus spp., G. vaginalis, Aerococcus urinae, Corynebacterium (urease
positive) .

9
&Q\ *The indwelling urinary catheter was in place within 48 hours prior to specimen collection s.

"Report Corynebacterium (urease positive) as either Corynebacterium species unspecified (COS) or as C.
urealyticum (CORUR) if so speciated.
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Procedure-associated Events
SSI

Surgical Site Infection (SSI) Event

were performed (CDC unpublished data). SSIs were the second most common healthcare-
associated infection, accounting for 17% of all HAIs among hospitalized patients®. A sj

was obtained from NHSN hospitals reporting data in 2006-2008 (16,147 SSI followj 9,659
operative procedures) with an overall rate of 1.9%.2 6

Introduction: In 2002, in the United States, an estimated 14 million NHSN operative proce§
t

While advances have been made in infection control practices, including imp¥eve®operating room
ventilation, sterilization methods, barriers, surgical technique, and availalfilityyof antimicrobial
prophylaxis, SSIs remain a substantial cause of morbidity and mortahity aierig hospitalized
patients. In one study, among nearly 100,000 HAIs reported in on% géaths were associated

with SSls in more than 8,000 cases.®

.
Surveillance of SSI with feedback of appropriate data to as been shown to be an
important component of strategies to reduce SSI risk.*> cessful surveillance program
includes the use of epidemiologically-sound infectio ions and effective surveillance
methods, stratification of SSI rates according to ri tors associated with SSI development, and
data feedback.>® Recommendations are outling@t in the CDC’s Guideline for Prevention of Surgical
Site Infection, 1999. *

Settings: Surveillance will occur with s&"a patients in any inpatient/outpatient setting where the
selected NHSN operative proce@ur@e performed.

Requirements: Select at leastgne NHSN operative procedure category (Table 1) and indicate this
on the Patient Safety Mon orting Plan (CDC 57.106). Collect numerator and denominator
data on all procedures ingluded in the selected procedure categories for at least one month.

igation of Diseases, 9" Revision Clinical Modifications (ICD-9-CM)
by the ICD-9 Coordination and Maintenance Committee of the National
istics and the Centers for Medicare and Medicaid Services (CMS), are
developed for classification of morbidity data. The preciseness of the data, as well as their
wide us@their use in grouping surgery types for the purpose of determining SSI rates. ICD-
9-CM cod@s are updated annually in October and NHSN operative procedure categories are
su ntly updated and changes shared with NHSN users. Table 1: NHSN Operative Procedure
Mappings to ICD-9-CM Codes below outlines operative procedures and their grouping
& HSN operative procedure categories according to ICD-9-CM codes. In addition, for certain
H

The International
codes, which ar
Center for He

SN operative procedure categories, Current Procedural Terminology (CPT) code mapping is
provided. A general description of the types of operations contained in the NHSN operative
procedure categories is also provided.
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Table 1. NHSN Operative Procedure Category Mappings to ICD-9-CM Codes and CPT

19368, 19369, 19370, 19371,

Codes
Legacy Operative
Code Procedure Description ICD-9-CM Codes / CPT Codes
AAA Abdominal Resection of abdominal 38.34, 38.44, 38.64
aortic aorta with anastomosis or
aneurysm replacement O
repair
AMP Limb Total or partial amputation | 84.00-84.19, 84.91
amputation or disarticulation of the
upper or lower limbs, * O
including digits %
APPY Appendix Operation of appendix (not | 47.01, 47 ,47.91, 47.92,
surgery incidental to another . %
procedure)
AVSD Shunt for Arteriovenostomy for renal 42
dialysis dialysis
BILI Bile duct, liver | Excision of bile ducts or 0, 50.12, 50.14, 50.21-50.23,
or pancreatic operative procedures ow& .25, 50.26, 50.29, 50.3, 50.4,
surgery biliary tract, liver or 50.61, 50.69, 51.31-51.37, 51.39,
pancreas (does not&ude 51.41-51.43,51.49, 51.51, 51.59,
operations Iy@ 51.61-51.63, 51.69, 51.71, 51.72,
gallbladderx 51.79, 51.81-51.83, 51.89, 51.91-
51.95, 51.99, 52.09, 52.12, 52.22,
° 6 52.3, 52.4, 52.51-52.53, 52.59-
\ 52.6,52.7,52.92, 52.95, 52.96,
S 52.99
BRST Breast surgery ’ xCision of lesion or tissue | 85.12, 85.20-85.23, 85.31-85.36,
@ Preast including radical, | 85.41-85.48, 85.50, 85.53-85.55,
modified, or quadrant 85.6, 85.70-85.76, 85.79, 85.93-
resection, lumpectomy, 85.96
incisional biopsy, or 19101, 19112, 19120, 19125,
@ mammoplasty 19126, 19300, 19301, 19302,
19303, 19304, 19305, 19306,
19307, 19316, 19318, 19324,
19325, 19328, 19330, 19340,
N % 19342, 19350, 19355, 19357,
19361, 19364, 19366, 19367,

19380
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Legacy Operative
Code Procedure Description ICD-9-CM Codes / CPT Codes
CARD Cardiac Procedures on the heart; 35.00-35.04, 35.06, 35.08, 35.10-
surgery includes valves or septum; | 35.14, 35.20-35.28, 35.31-35.35,
does not include coronary 35.39, 35.42, 35.50, 35.51, 35.53,
artery bypass graft, surgery | 35.54, 35.60-35.63, 35.70-35.73,
on vessels, heart 35.81-35.84, 35.91-35.95, 35.9
transplantation, or 35.99, 37.10-37.12, 37.31-3
pacemaker implantation 37.35-37.37, 37.41, 37.49, 3@
CEA Carotid Endarterectomy on vessels | 38.12 \\
endarterectomy | of head and neck (includes . O
carotid artery and jugular \
vein)
CBGB Coronary Chest procedure to perform | 36.10436 19
artery bypass direct revascularization of
graft with both | the heart; includes obtaining ¢
chest and suitable vein from donor \\
donor site site for grafting (b
incisions !
CBGC Coronary Chest procedure to gerform™| 36.15-36.17, 36.2
artery bypass direct vasculariza '&f the
graft with chest | heart using,ﬁrp e the
incision only internal mal
(thoracig),arter
CHOL Gallbladder Chal c%omy and 51.03, 51.04, 51.13, 51.21-51.24
surgery hol& omy 47480, 47562, 47563, 47564,
\ 47600, 47605, 47610, 47612,
47620,
COLO Colon surger cision, resection, or 17.31-17.36, 17.39, 45.03, 45.26,
anastomosis of the large 45.41, 45.49, 45,52, 45.71-45.76,
Q intestine; includes large-to- | 45.79, 45.81-45.83, 45.92-45.95,
small and small-to-large 46.03, 46.04, 46.10, 46.11, 46.13,
@ bowel anastomosis; does 46.14, 46.43, 46.52, 46.75, 46.76,

)

not include rectal operations

46.94

44140, 44141, 44143, 44144,
44145, 44146, 44147, 44150,
44151, 44160, 44204, 44205,
44206, 44207, 44208, 44210

Craniotomy

Excision repair, or
exploration of the brain or
meninges; does not include
taps or punctures

01.12, 01.14, 01.20-01.25, 01.28,
01.29, 01.31, 01.32,01.39, 01.41,
01.42, 01.51-01.53, 01.59, 02.11-
02.14, 02.91-02.93, 07.51-07.54,
07.59, 07.61-07.65, 07.68, 07.69,
07.71,07.72,07.79, 38.01, 38.11,
38.31, 38.41, 38.51, 38.61, 38.81,
39.28

January 2012

D)



Procedure-associated Events

Legacy Operative
Code Procedure Description ICD-9-CM Codes / CPT Codes
CSEC Cesarean Obstetrical delivery by 74.0,74.1,74.2,74.4, 7491, 74.99
section Cesarean section
FUSN Spinal fusion Immobilization of spinal 81.00-81.08
column %
FX Open reduction | Open reduction of fracture | 79.21, 79.22, 79.25, 79.26, 79.3
of fracture or dislocation of long bones | 79.32, 79.35, 79.36, 79.51, 7
with or without internal or 79.55, 79.56
external fixation; does not 23615, 23616, 23630 70
include placement of joint 23680, 24515, 24 %
prosthesis 24545, 245469 79,
24586, 245 724665,
24666, 2 7, 25515,
2552 5545, 25574,
2957 , 25608, 25609,
36, 27244, 27245,
27254, 27269, 27283,
6, 27507, 27511, 27513,
A 514, 27535, 27536, 27540,
27758, 27759, 27766, 27769,
& 27784, 27792, 27814, 27822,
27826, 27827, 27828
GAST Gastric surgery | Incision or i f 43.0, 43.42, 43.49, 43.5, 43.6,
stomach; includes subtotal 43.7, 43.81, 43.82, 43.89, 43.91,
or tota ectomy; does 43.99, 44.15, 44.21, 44.29, 44.31,
not | agotomy and 44.38-44.42, 44,49, 44,5, 44.61-
x atlon 44.65, 44.68-44.69, 44.95-44 .98
HER Herniorrhaphy r of inguinal, femoral, | 17.11-17.13, 17.21-17.24, 53.00-
ilical, or anterior 53.05, 53.10-53.17, 53.21, 53.29,
dominal wall hernia; does | 53.31, 53.39, 53.41-53.43, 53.49,
not include repair of 53.51, 53.59, 53.61-53.63, 53.69
Q diaphragmatic or hiatal 49491, 49492, 49495, 49496,
@ hernia or hernias at other 49500, 49501, 49505, 49507,
body sites 49520, 49521, 49525, , 49550,
49553, 49555, 49557, 49560,
49561, 49565, 49566, 49568,
o 6 49570, 49572, 49580, 49582,
\ 49585, 49587, 49590, 49650,
49651, 49652, 49653, 49654,
49655, 49656, 49657, 49659,
55540
HPRO Hip prosthesis | Arthroplasty of hip 00.70-00.73, 00.85-00.87, 81.51-
81.53
27125, 27130, 27132, 27134,
27137, 27138, 27236, 27299
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OVRY
rgery

related structures

Legacy Operative
Code Procedure Description ICD-9-CM Codes / CPT Codes
HTP Heart Transplantation of heart 37.51-37.55
transplant
HYST Abdominal Removal of uterus through 68.31, 68.39, 68.41, 68.49, 68.61,
hysterectomy; abdominal wall; includes 68.69
Includes that that by laparoscope 58150, 58152, 58180, 58200,
by laparoscope 58210, 58541, 58542, 58540
58544, 58548, 58570, 58571}
58572, 58573, 58951, 53953,
58954, 58956 -
KPRO Knee Arthroplasty of knee 00.80-00.84, 815 'E 5
prosthesis 27438, 2744021441, 27442,
27443, 2
2748 %
KTP Kidney Transplantation of kidney 5 9
transplant
LAM Laminectomy Exploration or , 03.02, 03.09, 80.50, 80.51,
decompression of spina) ! .53, 80.54t, 80.59, 84.60-84.69,
cord through excision or 84.80-84.85
incision into vertebsgl
structures
LTP Liver Transplanta@er 50.51, 50.59
transplant
NECK | Necksurgery | Major %on orincision | 30.1, 30.21, 30.22, 30.29, 30.3,
of th and radical 30.4, 31.45, 40.40-40.42
ck ction; does not
e thyr0|d and
thyroid operations
NEPH Kidney sukger esection or manipulation | 55.01, 55.02, 55.11, 55.12, 55.24,
of the kidney with or 55.31, 55.32, 55.34, 55.35, 55.39,
Q without removal of related 55.4,55.51, 55.52, 55.54, 55.91
% structures
Operations on ovary and 65.01, 65.09, 65.12, 65.13, 65.21-

65.25, 65.29, 65.31, 65.39, 65.41,
65.49, 65.51-65.54, 65.61-65.64,
65.71-65.76, 65.79, 65.81, 65.89,

* 65.92-65.95, 65.99
E Pacemaker Insertion, manipulation or 00.50-00.54, 17.51, 17.52, 37.70-
surgery replacement of pacemaker | 37.77, 37.79-37.83, 37.85-37.87,
37.89, 37.94-37.99
PRST Prostate Suprapubic, retropubic, 60.12, 60.3, 60.4, 60.5, 60.61,
surgery radical, or perineal excision | 60.62, 60.69
of the prostate; does not
include transurethral
resection of the prostate
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Legacy Operative
Code Procedure Description ICD-9-CM Codes / CPT Codes
PVBY Peripheral Bypass operations on 39.29
vascular peripheral arteries
bypass surgery
REC Rectal surgery | Operations on rectum 48.25, 48.35, 48.40, 48.42, 48.43
48.49-48.52, 48.59, 48.61-48.6
48.69, 48.74 &
RFUSN Refusion of Refusion of spine 81.30-81.39
spine
SB Small bowel Incision or resection of the | 45.01, 45.02, 45.1 1-45.34,
surgery small intestine; does not 45.51, 45.61-45. , 46.01,
include small-to-large 46.02, 46.2084 6.31, 46.39,
bowel anastomosis 46.41, 46, Y-46.74, 46.93
SPLE Spleen surgery | Resection or manipulation | 41.2, 41-41.43, 41.5,
of spleen 419 .
THOR Thoracic Noncardiac, nonvascular 0TS , 32.20-32.23, 32.25,
surgery thoracic surgery; includes , 32.29, 32.30, 32.39, 32.41,
pneumonectomy and hiat @ , 32.50, 32.59, 32.6, 32.9,
hernia repair or ; .0, 33.1, 33.20, 33.25, 33.28,
diaphragmatic hernig rep 33.31-33.34, 33.39, 33.41-33.43,
(except through ab%inal 33.48, 33.49, 33.98, 33.99, 34.01-
approach) 34.03, 34.06, 34.1, 34.20, 34.26,
& 34.3,34.4,34.51, 34.52, 34.59,
34.6, 34.81-34.84, 34.89, 34.93,
,_% 34.99, 53.80-53.84
THYR Thyroid and/or Rese& manipulation 06.02, 06.09, 06.12, 06.2, 06.31,
parathyroid thyrotd and/or 06.39, 06.4, 06.50-06.52, 06.6,
surgery yroid 06.7, 06.81, 06.89, 06.91-06.95,
06.98, 06.99
VHYS Vaginal emoval of uterus through | 68.51, 68.59, 68.71, 68.79
hystere vagina; includes that by
incl laparoscope
by cope

Ventricular shunt
operations, including
revision and removal of
shunt

02.21*, 02.22, 02.31-02.35, 02.39,
02.42, 02.43, 54.95"

Abdominal
surgery

Abdominal operations not
involving the
gastrointestinal tract or
biliary system; includes
diaphragmatic hernia repair
through abdominal
approach

53.71, 53.72, 53.75, 54.0, 54.11,
54.12, 54.19, 54.3, 54.4, 54,51,
54.59, 54.61, 54.63, 54.64, 54.71-
54.75,54.92, 54.93
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*NOTE: The procedure represented by this ICD-9-CM code can be performed in a number of ways.
However, as for all surgeries, if, at the end of the procedure, the skin incision edges do not meet
because of drains, wires, or other objects extruding through the incision, the incision is not
considered primarily closed. Therefore, the procedure is not considered an NHSN operative
procedure and any subsequent infection is not considered a procedure-associated infectio@ot

an SSI or PPP). Q

TNOTE: If this procedure is performed percutaneously, it is not considered an NH erative
procedure and should not be included in LAM denominator data. Q
O

"NOTE: Include only if this procedure involves ventricular shunt.

For a complete mapping of all ICD-9-CM codes to their assignmenisgs HSN operative
procedure category, a surgical procedure other than an NHSN procedure (OTH), or a non-
operative procedure (NO), see ICD-9-CM Procedure CodeM 0 NHSN Operative Procedure

Categories at http://www.cdc.gov/nhsn/library.html. \\

Definitions:
An NHSN operative procedure is a procedure A

inpatient or an NHSN outpatient; 2) takes place
operating room (OR) where a surgeon makes at
Ssflembrane, including laparoscopic approach, and

e OR; and 3) that is included in Table 1.

meet because of wires or devices or other objects
extruding through the inCiSiONii ision is not considered primarily closed and therefore the
procedure is not considere ration. Further, any subsequent infection is not considered a
procedure-associated infecti@g/(i.e., not an SSI or PPP).

1) that is performed on a patient who is an NH
during an operation (defined as a singlegri
least one incision through the skin or m
closes the incision before the pa’iien

*NOTE: If the skin incision edge

NHSN Inpatient: A{patignt whose date of admission to the healthcare facility and the date of
discharge are diffegent calendar days.

aréthe same calendar day.

@) ing Room (OR): A patient care area that met the Facilities Guidelines Institute’s (FGI) or
AX n Institute of Architects’ (AlA) criteria for an operating room when it was constructed or

ated.® This may include an operating room, C-Section room, interventional radiology room,
r a cardiac catheterization lab.

Implant: A nonhuman-derived object, material, or tissue that is placed in a patient during an
operative procedure. Examples include: porcine or synthetic heart valves, mechanical heart, metal
rods, mesh, sternal wires, screws, cements, internal staples, hemoclips, and other devices. Non-
absorbable sutures are excluded because Infection Preventionists may not easily identify and/or
differentiate the soluble nature of suture material used.
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For surveillance purposes, this object is considered an implant until it or the area/structures
contiguous with the implant are manipulated for diagnostic or therapeutic purposes. If infection
develops after such manipulation, do not attribute it to the operation in which the implant was
inserted; instead attribute it to the latter procedure. If the latter procedure is an NHSN op
procedure, subsequent infection can be considered SSI if it meets criteria. If the latter p e
not an NHSN operative procedure, subsequent infection cannot be considered an SS meet
criteria for other HAI and be reported as such. 6

REPORTING INSTRUCTIONS: Q
e Some products are a combination of human- and nonhuman-derived jdts, such as

demineralized human bone matrix with porcine gel carrier. Wh n a patient during an
operative procedure, indicate “Yes” for the Implant field.

A superficial incisional SSI must meet one of the followigg @;

Infection occurs within 30 days after the operative proce%\

and
involves only skin and subcutaneous tissue of the inCEI
and

patient has at least one of the following:

a. purulent drainage from the supetfici ion.

b. organisms isolated from an asep& tained culture of fluid or tissue from the superficial
incision.

c. at least one of the followang@Signs or symptoms of infection: pain or tenderness, localized
swelling, redness, or Qeat, perficial incision are deliberately opened by surgeon, and
are culture-positive or Bt cultured. A culture-negative finding does not meet this criterion.

d. diagnosis of superficighiyitisional SSI by the surgeon or attending physician.

ic types of superficial incisional SSls:
| Incisional Primary (SIP) — a superficial incisional SSI that is identified in
ary incision in a patient that has had an operation with one or more incisions
’, C-section incision or chest incision for CBGB)
&Jperficial Incisional Secondary (SI1S) — a superficial incisional SSI that is identified
in the secondary incision in a patient that has had an operation with more than one
. 6 incision (e.g., donor site [leg] incision for CBGB)

@)RTING INSTRUCTIONS:
& Do not report a stitch abscess (minimal inflammation and discharge confined to the points of

suture penetration) as an infection.

e Do not report a localized stab wound infection as SSI. While it would be considered either a
skin (SKIN) or soft tissue (ST) infection, depending on its depth, it is not reportable under this
module.

o “Cellulitis”, by itself, does not meet the criteria for Superficial Incisional SSI.
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e |f the incisional site infection involves or extends into the fascial and muscle layers, report as a
deep-incisional SSI.

e Classify infection that involves both superficial and deep incision sites as deep incisional SSI.

e An infected circumcision site in newborns is classified as CIRC. Circumcision is not an NHSN
operative procedure. CIRC is not reportable under this module. {

e An infected burn wound is classified as BURN and is not reportable under this mo%

A deep incisional SSI must meet one of the following criteria: Q
Infection occurs within 30 days after the operative procedure if no implant is lgi in place or within
one year if implant is in place and the infection appears to be related to the operative procedure
and .
involves deep soft tissues (e.g., fascial and muscle layers) of the inci%
and
patient has at least one of the following: ‘
a. purulent drainage from the deep incision but not frgm Q gan/space component of the
surgical site
b. adeep incision spontaneously dehisces or is delj \y opened by a surgeon and is culture-
positive or not cultured and the patient has at e of the following signs or symptoms:
fever (>38°C), or localized pain or tendernes&& culture-negative finding does not meet this
criterion.
c. an abscess or other evidence of infegti@@Ngvolving the deep incision is found on direct
examination, during reoperation} stopathologic or radiologic examination
d. diagnosis of a deep incisional SSI By a surgeon or attending physician.

NOTE: There are two specific t;@eep incisional SSls:
1. Deep Incisional Prignary ¢DIP) — a deep incisional SSI that is identified in a primary
incision in a pag t has had an operation with one or more incisions (e.g., C-section
incisi %ion for CBGB)
alfSecondary (DIS) — a deep incisional SSI that is identified in the
Ion in a patient that has had an operation with more than one incision
site [leg] incision for CBGB)

REPOR INSTRUCTIONS:
3 @sify infection that involves both superficial and deep incision sites as deep incisional SSI.

yers, that is opened or manipulated during the operative procedure. Specific sites are assigned to

&Q\rqan/space SSI involves any part of the body, excluding the skin incision, fascia, or muscle

organ/space SSI to further identify the location of the infection. The table below lists the specific
sites that must be used to differentiate organ/space SSI. An example is appendectomy with
subsequent subdiaphragmatic abscess, which would be reported as an organ/space SSI at the
intraabdominal specific site (SSI-1AB). Specific sites of organ/space (Table 2) have specific
criteria which must be met in order to qualify as an NHSN event. These criteria are in addition to
the general criteria for organ/space SSI and can be found in Chapter 17.
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An organ/space SSI must meet one of the following criteria:

Infection occurs within 30 days after the operative procedure if no implant is left in place or within
one year if implant is in place and the infection appears to be related to the operative procedur

and

infection involves any part of the body, excluding the skin incision, fascia, or muscle la atys
opened or manipulated during the operative procedure 0

and

patient has at least one of the following:
a. purulent drainage from a drain that is placed through a stab wound in rgan/space
b. organisms isolated from an aseptically obtained culture of f|UI or he organ/space
c. an abscess or other evidence of infection involving the organ |s found on direct

examination, during reoperation, or by hlstopathologlc orr examlnatlon
d. diagnosis of an organ/space SSI by a surgeon or atten

REPORTING INSTRUCTIONS:

e Occasionally an organ/space infection drains throu ision and is considered a
complication of the incision. Therefore, classify i %eep incisional SSI.

e Report mediastinitis following cardiac surgery@s ccompanied by osteomyelitis as SSI-
MED rather than SSI-BONE.

¢ If meningitis (MEN) and a brain absces re present together after operation, report as SSI-
IC. g

e Report CSF shunt infection as SSI-MEW 1f it occurs < 1 year of placement; if later or after
manipulation/access, it is coasi%CNS-MEN and is not reportable under this manual.

e Report spinal abscess with meﬁg itfs as SSI-MEN following spinal surgery.
e Episiotomy is not considered an Operative procedure in NHSN.

Table 2. Specific sites %an/space SSI. Criteria for these sites can be found in the NHSN

Help System (must d in to NHSN) or Chapter 17.

Code Site Code Site

BONE | Oste s JNT Joint or bursa

BRST cess or mastitis LUNG | Other infections of the respiratory
tract

CA ocarditis or pericarditis MED | Mediastinitis

12]] Disc space MEN | Meningitis or ventriculitis

% Ear, mastoid ORAL | Oral cavity (mouth, tongue, or gums)
% ET | Endometritis OREP | Other infections of the male or female

reproductive tract

ENDO | Endocarditis OUTI | Other infections of the urinary tract

EYE Eye, other than conjunctivitis SA Spinal abscess without meningitis

GIT Gl tract SINU | Sinusitis

HEP Hepatitis UR Upper respiratory tract

IAB Intraabdominal, not specified VASC | Arterial or venous infection

January 2012 9-10


http://www.cdc.gov/nhsn/PDFs/pscManual/17pscNosInfDef_current.pdf

Ps

Procedure-associated Events

ssI
Code Site Code Site
else-where
IC Intracranial, brain abscess or dura | VCUF | Vaginal cuff

Numerator Data: All patients having any of the procedures included in the selected NH
operative procedure category(s) are monitored for signs of SSI. The Surgical Site Infecti

form (CDC 57.120) is completed for each such patient found to have an SSI. If no S nts are
identified during the surveillance month, check the Report No Events field in the PA
Events tab of the Incomplete/Missing List.

NOTES: Q

1. If a patient has several NHSN operative procedures prior to an i
procedure code of the operation that was performed most close
date, unless there is evidence that the infection is associat

port the operative
prior to the infection
Ifferent operation.

2. If a procedure from more than one NHSN operative prece ategory was done through a
single incision, attempt to determine the procedure thx ght to be associated with the
infection. If it is not clear (as is often the case whe fection is a superficial incisional
SSI), or if the infection site being reported is nﬁ , use the NHSN Principal Operative
Procedure Category Selection Lists (Table 3) t ct which operative procedure to report.

Table 3. NHSN Principal Operative Proced ategory Selection Lists

The following lists are derived from Tabl N Operative Procedure Categories. The
operative procedures with the highest risk ofsurgical site infection are listed before those

with a lower risk. .@
Priority Code \ bdominal Operations

SB Small bowel surgery

KTP Kidney transplant

Liver transplant

Bile duct, liver or pancreatic surgery

Rectal surgery

Colon surgery
Gastric surgery

Cesarean section

%m\lmmhwml—\
N

I> e

<8

w|8|r

= (<|m

Spleen surgery
Appendix surgery
Abdominal hysterectomy
VHYS Vaginal Hysterectomy

13 OVRY Ovarian surgery

14 HER Herniorrhaphy

15 CHOL Gall bladder surgery

16 AAA Abdominal aortic aneurysm repair
17 NEPH Kidney surgery

18 XLAP Laparotomy

January 2012 9-11



Procedure-associated Events

ssl
The following lists are derived from Table 1, NHSN Operative Procedure Categories. The
operative procedures with the highest risk of surgical site infection are listed before those
with a lower risk.
Priority Code Thoracic Operations
1 HTP Heart transplant
2 CBGB Coronary artery bypass graft with donor incision(s
3 CBGC Coronary artery bypass graft, chest incision onl
4 CARD Cardiac surgery
5 THOR Thoracic surgery Q
Priority Code Neurosurgical (Spine) Operati
1 RFUSN Refusion of spine
2 FUSN Spinal fusion
3 LAM Laminectomy
Priority Code Neurosurgical (Brai
1 VSHN Ventricular shunt,
2 CRAN Craniotomy A
Priority Code Neck OpeFations
1 NECK Negk s
2 THYR Thyraeidaed or parathyroid surgery

.
The Instructions for Completion (@cal Site Infection form (Tables of Instructions, Tables 12
and 2a) includes brief instructigns for collection and entry of each data element on the form. The
SSI form includes patient phic information and information about the operative procedure,
including the date and t rocedure. Information about the SSI includes the date of SSI,
specific criteria met @lifying the SSI, when the SSI was detected, whether the patient
developed a secon@ odstream infection, whether the patient died, and the organisms isolated
from cultures rganisms’ antimicrobial susceptibilities.

Denomina : For all patients having any of the procedures included in the NHSN Operative
Procedusg category(s) selected for surveillance during the month, complete the Denominator for
Procedureorm (CDC 57.121). The data are collected individually for each operative procedure
per d during the month specified on the Patient Safety Monthly Surveillance Plan (CDC

N . The Instructions for Completion of Denominator for Procedure form (Tables of

&@r ctions, Table 13) includes brief instructions for collection and entry of each data element on

e form.

NOTES:

1. If procedures in more than one NHSN operative procedure category are performed during the
same trip to the OR even if performed through the same incision, a Denominator for Procedure
(CDC 57.121) record is reported for each NHSN operative procedure category being monitored.
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For example if a CARD and CBGC are done through the same incision, a Denominator for
Procedure record is reported for each.

EXCEPTION: If a patient has both a CBGC and CBGB during the same trip to the OR, report
only as a CBGB. Only report as a CBGC when there is a chest incision only. CBGB CBGC
are never reported for the same patient for the same trip to the OR. For bilateral ope&
procedures see #4 below.

If procedures of different ICD-9-CM codes from the same NHSN Operative Prr
Category are performed through the same incision, record only one procedure for##at category.
For example, a facility is performing surveillance for both CBGB and Cl@rocedures. A
patient undergoes an aortocoronary bypass of one coronary vessel (36, GB) and the
replacement of both the mitral and tricuspid valves (35.23 and 3 @CARD) during the
same trip to the OR. You would complete a Denominator for Pr record for the CBGB
and another one for the CARD because ICD-9-CM codes .27 fall in the same
operative procedure category (CARD). 6

m

If more than one NHSN operative procedure categor ed through the same incision,
record the combined duration of all procedures, w t|me from skin incision to primary

57.121) records are completed. To docum he duration of the procedure, indicate the incision
time to closure time for each procedgre @ ely or, alternatively, take the total time for both
procedures and split it evenly betwe

closure :
For bilateral operative procedures (e.g., KP E separate Denominator for Procedure (CDC

Laparoscopic hernia repairs are idered one procedure, regardless of the number of hernias
that are repaired in that trip t . In most cases there will be only one incision time
documented for this pro N more than one time is documented, total the durations.. Open
[i.e., non- Iaparoscoplc repairs are reported as one procedure for each hernia repaired via
a separate incisio 0 incisions are made to repair two defects, then two procedures will
be reported. Itis a@ated that separate incision times will be recorded for these procedures.

time for both procedures and split it evenly between the two.

If not, take thaqg
Following opic surgeries, if more than one of the incisions should become infected,
only re smgle SSI.

If a pagient goes to the OR more than once during the same admission and another procedure is
fornted through the same incision within 24 hours of the original operative incision, report

\u one procedure on the Denominator for Procedure (CDC 57.121) form combining the

,Q(\

rations for both procedures. For example, a patient has a CBGB lasting 4 hours. He returns
o0 the OR six hours later to correct a bleeding vessel. The surgeon reopens the initial incision,
makes the repairs, and recloses in 1.5 hours. Record the operative procedure as one CBGB and
the duration of operation as 5 hour 30 minutes. If the wound class has changed, report the
higher wound class. If the ASA class has changed, report the higher ASA class.

8. Do not include in the procedural denominators, procedures during which the patient expired in

the operating theatre.
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Data Analyses: The SIR is calculated by dividing the number of observed infections by the number
of expected infections. The number of expected infections, in the context of statistical prediction, is
calculated using SSI probabilities estimated from multivariate logistic regression models
constructed from NHSN data during a baseline time period to represent a standard populaticg

NOTE: The SIR will be calculated only if the number of expected HAIs (numExp) is > 1.

While the SSI SIR can be calculated for single procedure categories, and for spec@.&rgeons, the
measure also allows you to summarize your data across multiple proce categories, while
adjusting for differences in the estimated probability of infection amon atients included
across the procedure categories. For example, you will be able to obfai I SIR adjusting for
all procedures reported. Alternatively, you can obtain one SSI SIR on surgeries (COLO)

only within your facility.
SSI rates per 100 operative procedures are calculated by d'wid@%mber of SSls by the number

of specific operative procedures and multiplying the res . SSI will be included in the
numerator of a rate based on the date of procedure, not of event. Rate calculations can be

performed separately for the different types of operati edures and stratified by the basic risk
index. SSI rate calculation options are available i vanced analysis feature of the NHSN
application.

e Basic SSI Risk Index. The index u @SN assigns surgical patients into categories based
on the presence of three major risk facteys:

1. Operation lasting more than uration cut point hours, where the duration cut point is the
approximate 75" peragntil e duration of surgery in minutes for the operative
procedure. \

2. Contaminated ( r Dirty/infected (Class 4) wound class.

3. ASA classif} 3,4, o0rb5.
The patient’ Qk category is simply the number of these factors present at the time of the
operation.

K] RM, Edwards JR, et al. Estimating health care-associated infections and deaths in U.S. hospitals,
§ lic Health Reports 2007;122:160-166.
2

Q M, Edwards JR, et al. Improving risk-adjusted measures of surgical site information for the National
ealthcare Safety Network. Infect Control Hosp Epidemiol 2011; 32(10):970-986.

*Emori TG, Gaynes RP. An overview of healthcare-associated infections, including the role of the
microbiology laboratory. Clin Microbiol Rev 1993;6(4):428-42.

4 Condon RE, Schulte WJ, Malangoni MA, Anderson-Teschendorf MJ. Effectiveness of a surgical wound
surveillance program. Arch Surg 1983;118:303-7.

January 2012 9-14



Procedure-associated Events
SSI

° Society for Healthcare Epidemiology of America, Association for Professionals in Infection Control and
Epidemiology, Centers for Disease Control and Prevention, Surgical Infection Society. Consensus paper on
the surveillance of surgical wound infections. Infect Control Hosp Epidemiol 1992;13(10):599-605. *

surveillance and control programs in preventing healthcare-associated infections in US hospit

6Haley RW, Culver DH, White JW, Morgan WM, Emori TG, Munn VP. The efficacy of infecat®
Epidemiol 1985;121:182-205. O

"Centers for Disease Control and Prevention. Guideline for prevention of surgical sitgsimfection,1999. Infect
Control Hosp Epidemiol, 1999;20(4):247-278.

3
8 Facilities Guidelines Institute. Guidelines for design and construction of&ﬂg facilities. American

Society for Healthcare Engineering; Chicago IL; 2010. %
o\i >
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Post-Procedure Pneumonia (PPP) Event

of acquiring healthcare-associated pneumonia, even in the absence of mechanical
ventilation.»*® Based on NNIS system reports, pneumonia was the third most frequent
reported healthcare-associated infection among hospitalized surgical patients (15%),
among thoracic surgery patients, 34% of the healthcare-associated infections repor
were pneumonia. Furthermore, when NNIS surgical patients with healthcare$ia ed

Introduction: Patients, who undergo thoraco-abdominal operations, are at increased risk *

infections died and the death was attributed to the infection, pneumonia was st
frequently associated infection (38%). In this group, the risk of surgical t'death due
to healthcare associated pneumonia was similar whether or not a me entilator
was used.* Prevention of postoperative pneumonia includes ambu deep
breathing as soon as possible after operation and, in some patl %se of incentive
spirometry.

Settings: Surveillance of surgical patients will occur i \atlent setting where the
selected NHSN operative procedure(s) are performe

Requirements: Select at least one NHSN opeyétive procedure and indicate selected
operation on the Patient Safety Monthly Repe Plan (CDC 57.106). Collect
numerator and denominator data on all Sgle @ operations for at least one month.
Definitions: Pneumonia (PNEU) is%:ified by using a combination of radiologic,

clinical, and laboratory criteria (sm0 nitions section under VAP event [Chapter 6]).
Post-procedure pneumonia: ANgneurftonia that meets the criteria after an inpatient

operation takes place. %
é e

REPORTING INSTR NS:
= Report as PPP¢ho umonias that are detected prior to discharge following

inpatient o 10RS.
= Donotr, following outpatient operations.

Numera ta: All inpatients having any of the procedures included in the selected
N operative procedure category(s) are monitored for signs of PPP. The Pneumonia
@form (CDC 57.111) is completed for each such patient found to have a PPP. The
ctions for Completion of Pneumonia Form (Tables of Instructions, Tables 4 and 2a)
includes brief instructions for collection and entry of each data element on the form. The
PNEU form includes patient demographic information and information about the
operative procedure, including the date and type of procedure. Additional data include
the specific criteria met for identifying the PNEU, whether the PNEU was also associated
with the use of a ventilator, whether the patient developed a secondary bloodstream
infection, whether the patient died, the organisms isolated from cultures and the
organisms’ antimicrobial susceptibilities.
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Denominator Data: For all patients having any of the procedures included in the NHSN
operative procedure category(s) selected for surveillance during the month, complete a
Denominator for Procedure form (CDC 57.121). The data are collected individually for

each inpatient operative procedure performed during the month specified on the Patient *

Safety Monthly Surveillance Plan (CDC 57.106). The Instructions for Completion of
Denominator for Procedure (Tables of Instructions, Table 13) includes brief instructio

for collection and entry of each data element on the form. b
Data Analyses: The PPP rates per 100 operative procedures are calculated by 'vid@
the number of PPPs by the number of specific operative procedures and multd the
results by 100. These calculations will be performed separately for thg di
operative procedures.

! Celis R, Torres A, Gatell IM, Almela M, Rodriguez-Roisin R,Ag .
associated pneumonia: a multivariate analysis of risk and progx’\ t 1988;93:318-24.

2Hooton TM, Haley RW, Culver DH, White JW, Morgan oll RC. The joint association
of multiple risk factors with the occurrence of healthcare- ed infection. Am J Med
1981;70:960-70.

depletion.Am Surg 1988;208:209-14.

¥ Windsor JA, Hill GL. Risk factors for pos@&neumonia: the importance of protein

*Horan TC, Culver DH, Gaynes RP.J R, Edwards JR, Reid CR, and the National
Healthcare-associated Infections Sw& e (NNIS) System. Healthcare-associated infections in
surgical patients in the United w uary 1986-June 1992. Infect Control Hosp Epidemiol

s
‘2}0\\}
R %®
N
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Antimicrobial Use and Resistance (AUR) Option

Antimicrobial Use and Resistance (AUR) Option $
Introduction

Rates of resistance to antimicrobial agents continue to increase at hospitals in the Ugpf
States. The two main reasons for this increase are patient-to-patient transmission o
resistant organisms and selection of resistant organisms because of antimicrohia

antimicrobial use and resistance to clinicians can improve the appropréate
antimicrobial usage.*®

The goal of this National Healthcare Safety Network (NHSN) 2
a mechanism for facilities to report and analyze antimicrobial
part of antimicrobial stewardship efforts at their facility. Bdule contains two
options, one focused on antimicrobial usage and the se antimicrobial resistance.
To participate in either option, the facility must coordj ith their software provider to
configure their system to enable the generation of rd formatted file(s) to be
imported into NHSN. The format provided folata submission follows the HL7 Clinical
Document Architecture (CDA).’ Manuk y is not available for the AUR Module.

d/or resistance as

1. Antimicrobial Use (AU) Option

.
Objectives: The primary ob'ecti@e Antimicrobial Use option is to facilitate risk-
adjusted inter- and intra-facility benchmarking of antimicrobial usage. A secondary
objective is to evaluate tre ntimicrobial usage over time at the facility and national
levels.

Methodology: Th@wary antimicrobial usage metric reported to this module is
antimicrobial % 1000 days present. An antimicrobial day (also known as day of
therapy) is gefi y any amount of a specific antimicrobial agent administered in a
calendar to'a particular patient as documented in the electronic medication
administragion record (eMAR) and/or bar coding medication record (BCMA) (refer to
Nu%t;)r Data Section); all antimicrobial days for a specific agent administered across a
n are summed in aggregate. >*! Days present are defined as the aggregate
@er of patients housed to a patient-care location or facility anytime throughout a day
& ring a calendar month (refer to Denominator Data Section). For each facility, the
numerator (i.e., antimicrobial days) is aggregated by month for each patient-care location
and overall for inpatient areas facility-wide (i.e., facility-wide-inpatient). Similarly, the
denominator (i.e., days present) is calculated for the corresponding patient-care-location-
month or facility-wide-inpatient-month. A secondary antimicrobial usage metric for
facility-wide-inpatient also reported to this module is antimicrobial days per 1000
admissions. The numerator and denominators are further defined below and must adhere
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to the data format prescribed by the HL7 CDA Implementation Guide developed by the
CDC and HL7.”

facility-wide-inpatient, and select outpatient acute-care settings (i.e., outpatient
emergency department, pediatric emergency department, 24-hour observation area) at
each facility (Table 1). The patient-care areas may include adult, pediatric, or neon
units as defined by NHSN Codes (Chapter 15 CDC Locations and Descriptions). Al
comprehensive submission will enable a facility to optimize inter- and/or intra@fill

Settings: NHSN encourages submission of all NHSN-defined inpatient locations, *

comparisons among specific wards, combined wards, and hospital-wide datas{T
optional and minimal requirements for participation in the Antlmlcrobgal ion are
listed in Table 1.

following locations (if applicable to facility): 1) all medica] ¢ e units(s) and

surgical critical care units(s) [if combined units, then rep t ical/surgical critical

care unit(s)]; 2) all medical ward(s) and surgical ward bined wards, then report

as medical/surgical ward(s)]; 3) at least one specialt %ea and 4) facility-wide-
bgz& d

The minimal requirement for participation is submission of da our of the
r@

inpatient (both days present and admissions must for this location).

Table 1. CDC Location®: Optional and Mini equirements for AU Option

Inpatient Locations Mi ission Requirements (if applicable for facility)

Adult Critical Care Units Req :
E ilities with only adult critical care unit(s): submit all medical

* itigal care unit(s) and surgical critical care units(s) [if combined units,

report as medical/surgical critical care unit(s)].

®\ For facilities with adult and pediatric critical care unit(s), the minimum

requirement is the submission of data from all adult and pediatric
critical care locations.

Pediatric Critical Car S Requirement:
For facilities with only pediatric critical care unit(s): submit all medical
@ critical care unit(s) and surgical critical care units(s) [if combined units,
@ then report as medical/surgical critical care unit(s)].
For facilities with adult and pediatric critical care unit(s), the minimum
IS % requirement is the submission of data from all adult and pediatric
critical care locations.

@atal Units Optional (i.e., no minimal submission requirement)
& patient Specialty Care Areas Requirement: At least one Specialty Care Area
Inpatient Adults Wards Requirement:

For facilities with only adult medical and surgical ward(s), submit all
medical ward(s) and surgical ward(s) [if combined wards, then report as

medical/surgical ward(s)].

For facilities with adult and pediatric medical and surgical ward(s), the
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Inpatient Locations Minimal Submission Requirements (if applicable for facility)

minimum requirement is the submission of data from all adult and
pediatric medical and surgical ward locations.

Inpatient Pediatric Wards Requirement:
For facilities with only pediatric medical and surgical ward(s mit
all medical ward(s) and surgical ward(s) [if combined w. Na
report as medical/surgical ward(s)].

For facilities with adult and pediatric medical and s | ward(s), the
minimum requirement is the submission of d om all adult and
pediatric medical and surgical ward location

Step Down Units Optional (i.e., no minimal submission,re

Operating Rooms Optional (i.e., no minimal submissi

Long Term Care Optional (i.e., no minimal submisgi

Facility-Wide Minimal Submission Requi if applicable for facility)
Facility-wide-inpatient Requirement: Facility-wid t
Outpatient Locations Minimal Submission Re nts (if applicable for facility)
Select Acute Care Settings Optional (i.e., no minj ission requirement)

Outpatient Emergency Department @

Pediatric Emergency Department !

24-Hour Observation Area

4CDC Location: A CDC-defined designation given to %ient-care area housing patients who have
similar disease conditions or who are receiving care imilar medical or surgical specialties. Each facility
location that is monitored is “mapped” to one @on. The specific CDC Location code is
determined by the type of patients cared for in thatfarea according to the 80% Rule. That is, if 80% of
patients are of a certain type (e.g., pediatrigtients ith orthopedic problems), then that area is designated

as that type of location (in this case, ar™ iénd Pediatric Orthopedic Ward).

Requirements:
An acceptable minimal m data includes:
a. Data submitted for all the following locations (if applicable to facility): 1) all
medical critical car and surgical critical care unit(s) [if combined units, then
report as medica | critical care unit(s)]; 2) all medical ward(s) and surgical
i ards, then report as medical/surgical ward(s)]; 3) at least one
¢ and 4) facility-wide-inpatient (both days present and admissions must
is location).
th, the facility must choose to monitor antimicrobial use data on the Patient
Saf%onthly Reporting Plan (CDC 57.106)

| efata fields outlined in the Table of Instructions (Appendix A) for the AU option are

&@Ieted via CDA for each location.

Numerator Data (Antimicrobial Days):

Antimicrobial Days (Days of Therapy): Defined as the aggregate sum of days for which
any amount of a specific antimicrobial agent was administered to individual patients as
documented in the eMAR and/or BCMA.2** Appendix B provides a list of antimicrobial
agents. Aggregate antimicrobial days are reported monthly for inpatient locations,
facility-wide-inpatient, and select outpatient acute-care settings (e.g., outpatient
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emergency department, pediatric emergency department, 24-hour observation area) for
select antimicrobial agents and stratified by route of administration (e.g., intravenous,
intramuscular, digestive and respiratory). Refer to Table 2 and 3 for definitions of drug-
specific antimicrobial days and stratification based on route of administration. For
example, a patient to whom 1 gram vancomycin is administered intravenously twice dail *
for three days will be attributed three “Vancomycin Days (total)” and three “Vancomyci

Days (1V)” when stratified by intravenous route of administration. Appendix C provides
additional examples for the calculation of antimicrobial days. Table 4 summarizes 1@
data elements for numerator calculation. Please note that “zero” should be re’&d

when no aggregate usage occurred during a given reporting period for a specific

antimicrobial agent at a facility in which the agent is used, while “not ap »’ should
be recorded when data are not available for a specific antimicrobial acility
(e.g., the agent can’t be electronically captured at that facility). A ., a specific

number, “zero”, or “not applicable”) should be reported for ev crobial agent
listed in Appendix B. 6

Table 2. Classification and Definitions of Route of Admigistratiens for Antimicrobial Days

Classification: Definition®*

Route of Administration® - §

Intravenous An intravascular routethat b&@ins with a vein.

Intramuscular A route that begins viithin a muscle.

Digestive Tract A route that @\, ere in the digestive tract extending from the
mouth throug tum.

Respiratory Tract A route that begins within the respiratory tract, including the oropharynx
and nas nx.

80ther routes of administration are e in this module (e.g., antibiotic locks, intraperitoneal,

intraventricular, irrigation, topic

*Definitions per SNOMED Terminology

‘Mapping of standardized ogy for route of administration are provided via the hai-voc
spreadsheet. 0

Table 3. Examp tification of Antimicrobial Days by Route of Administration

Month/ Drug-specific Antimicrobial Days

\L(g(a:‘;;i on Total® v IM Digestive” Respiratory
Month- obramycin | Tobramycin | Tobramycin | Tobramycin | Tobramycin | Tobramycin
Ye Days Days Days Days Days

t (Total) (V) (IM) (Digestive) | (Respiratory)

-specific antimicrobial days (total) attributes one antimicrobial day for any of the specified
outes of administration. For example, a patient to whom tobramycin was administered
intravenously and via a respiratory route on the same day would be attributed “one Tobramycin
Day (Total)”; the stratification by route of administration would be “one Tobramycin Day (1V)”
and “one Tobramycin Day (Respiratory)”.
® For purposes of example of route stratification only (tobramycin is not FDA approved for
administration via the digestive route).
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Table 4. Data Elements for Antimicrobial Days

Antimicrobial Days

Antimicrobial
Agents

Defined as select antimicrobial agents and stratified by route of administration (i.e.,

new agents become commercially available. Topical antimicrobial agents are
this module option.

intravenous, intramuscular, digestive and respiratory). Refer to Appendix B for a complete
list of antimicrobial agents. The list of select antimicrobial agents will evolve v\%
iac

as
ed in

Data source Antimicrobial days are derived from administered data documented in th
BCMA only. Usage derived from other data sources (e.g., pharmacy ord

and/or
ses dispensed,

doses billed) cannot be submitted. f\]
Location Antimicrobial days are aggregated for inpatient locations, facility-Wide-tnpatient, and select
outpatient acute-care settings (i.e., outpatient emergency dgpar@, ediatric emergency
i S

Time Unit Antimicrobial days for a specific antimicrobial agent al
administration are aggregated monthly per locatio

department, 24-hour observation area) per NHSN locatio
S ation by route

of

: . *
Denominator Data (Days Present and Admissions): TRe

against the denominator of days present and also admis
only. The denominators are further defined be|0W*

tor will be analyzed
facility-wide-inpatient

antimicrobial exposure for a given patient loc The definition of days present differs
from conventional definition of patient n other NHSN modules and that
recommended by the SHEA/HIPAC gui or surveillance of multidrug-resistant
organisms.*? Days present is further defined’below in context of calculation for patient
care location specific analyses al y-wide-inpatient analyses. Please note that a
separate calculation for days&% §s required for patient-care location compared to

Days present: Defined as time period during wr{a given patient is at risk for

facility-wide-inpatient. @
For patient-carg 10 n-specific analyses, days present is calculated as the
number of pati ho were present for any portion of each day of a calendar
month f@ tiént-care location; the aggregate measure is calculated by

| of the days present for that location and month. The day of
Ydischarge, and transfer to and from locations will be included in days
. For example, a patient admitted to the medical ward on Monday and
disCharged two days later on Wednesday will be attributed three days present on
. at medical ward. Another example, on the day a patient is transferred from a

Q\ medical critical-care unit to a medical ward, the patient will be attributed one day

present on the medical critical care unit as well as one day present on the medical
ward. Similarly, a patient’s exposure to the operating room or emergency
department will be included in days present for these types of units. However,
one patient can account for only one day present for a specific location per
calendar day (e.g., one patient cannot contribute more than 1 day present to any
one unique location on the same day, but can contribute a day present to two
different locations on the same day). For example, a patient transferred from the
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surgical ward to the operating room and back to the surgical ward in a calendar
day contributes one day present to the surgical ward and one day present to the
operating room.

Medication-associated Module

AUR

For facility-wide-inpatient analyses, days present is calculated as the number of $

patients who were present for any portion of each day of a calendar month at the
facility-wide-inpatient location; the aggregate measure is calculated by summing
up all of the days present for facility-wide-inpatient for a given month. Thus e
sum of days present from location-specific analyses would be higher than da

present for the facility, because transfers between wards can account Itiple
location “days present” for a given patient. Therefore, the indiyid ming of
days present for location-specific analyses to achieve facilitygwi tient is not
permissible. The calculation must be a separate summation ity-wide-

inpatient analyses.

Admissions: Admissions are defined as the aggregate n
facility (i.e., facility-wide-inpatient) starting on first da

the last day of the calendar month. This is the same de¥i
the NHSN MDRO/CDI Module. Inthe AU optiom&w
facility-wide-inpatient.

* ] )
t@ltlents admitted to the

calendar month through
n for admissions utilized in
ions are reported only for

Table 5. Location-specific and Facili @ inpatient Metrics

Metric Collected | Metric Definition - | Comments

Patient Care Location-Specific Apal
Antimicrobial Drug-specific jcrobial days per

Days/
Days present

Facility-wide-i

patient-cage location per month/Days

prese% tient-care location per
mo

AN

One patient can contribute only
one day present per calendar day
for each specific location.
Summed total may be higher
when compared to facility-wide
measure (reflecting transfers
between locations).

Analyses

Antimicrobi
Days/
Days pres

&Y

Drug-specific antimicrobial days for a
facility per month/Days present per
facility-wide-inpatient per month

One patient can contribute only
one day present per calendar day
for a facility. Thus, one
denominator is obtained for an
entire facility. The day present
measure for facility-wide-
inpatient may be lower when
compared to sum total from
location-specific comparison.

Antimicrobial
Days/
Admissions

Drug-specific antimicrobial days for a
facility per month/Admissions per

facility-wide-inpatient per month

Only calculated for facility-wide-
inpatient for AU Option.

January, 2012
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Data Analyses:
Antimicrobial use data are expressed as incidence density rates of antimicrobial days per
days present stratified by patient-care location and facility-wide-inpatient.

Antimicrobials may be grouped during analysis by route of administration, spectrum of
activity, therapeutic indication, or drug classification. A secondary metric, antimicrobial

days per admissions, will also be analyzed for facility-wide-inpatient. Q

2. Antimicrobial Resistance Option

Decisions regarding the Antimicrobial Resistance option are still under consideratiorT,
and the timeline for launching will be updated in NHSN E-News and on the @ AUR

website. o O
N

January, 2012 11-7



,Q(\

Medication-associated Module

AUR

References

*

1.

4.

o

~

9.

Hidron Al, Edwards JR, Patel J, et al. Antimicrobial-resistant pathogens
associated with healthcare-associated infections: annual summary of data reported
to the National Healthcare Safety Network at the Centers for Disease Control and

Schwartz MN. Use of antimicrobial agents and drug resistance. N Eng J M
1997;337:491-2.

e
Ansari F, Gray K, Nathwani D, et al. Outcomes of an intervention to i ve
hospital antibiotic prescribing; interrupted time series with segme ression
analysis. J Antimicrob Chemother 2003;52:842-8.

.
Solomon DH, Van Houten L, Glynn RJ. Academic detailin \H rove use of
broad-spectrum antibiotics at an academic medical cen r.% ter Med
2001;161:1897-902. .

Fraser GL, Stogsdill P, Dickens JD Jr, et al. Antilb N izations: an
evaluation of patient safety and economic outcopresNArch Inter Med 1997;157-
1689-94.

Dellit TH, Owens RC, McGowan JE, et al. tious Diseases Society of
America and the Society for HealthcarefEpidemiology of America Guidelines for
Developing an Institutional Pro ance Antimicrobial Stewardship. Clin
Infect Dis 2007;44:159-77. K

National Healthcare Safety Network®(NHSN) Patient Safety Component: Clinical
Document Architecture. "Ctic.gov/nhsn/CDA_eSurveillance.html
C

. Schwartz DN, Evans&1 ins B, et al. Deriving measures of intensive care

unit antimicrobial computerized pharmacy data: methods, validation,
and overcoming Rarrders” Infect Control Hosp Epidemiol 2011;32:472-80.

Polk RE, Fo oney A, Letcavage J, MacDougall C. Measurement of adult
Antibacter@g Use in 130 US Hospitals: Comparison of Defined Daily Dose
erapy. Clin Infect Dis 2007;44:664-70.

. comparison of measurements, literature review, and recommendations

and Da%
10. ﬁ@ edergerber B, Hintermann A, et al. Quantitative antibiotic use in
I
f

orstandards of reporting. Infection 2008; 6:549-59.

™Berrington A. Antimicrobial prescribing in hospitals: be careful what you
measure. J Antimicrob Chemother 2010:65:163-168.

12. Cohen AL, Calfee D, Fridkin SK, et al. Recommendations for metrics for

multidrug-resistant organisms in healthcare settings: SHEA/HICPAC position
paper. Infect Control Hosp Epidemiol 2008:29:901-13.

13. Clinical and Laboratory Standards Institute (CLSI). Performance Standards for

Antimicrobial Susceptibility Testing; Twenty-First Informational Supplement.
M100-S21. Vol. 31. No 1, January 2011.

January, 2012 11-8

D)

Prevention, 2006-2007. Infect Control Hosp Epidemiol 2008;29:996-1011. Q


http://www.cdc.gov/nhsn/CDA_eSurveillance.html

"

™

Medication-associated Module
AUR

Appendix A. Table of Instructions: Antimicrobial Use

Data Field

Instructions for CDA of Antimicrobial Use Data

Facility identifier

Required. Must be assigned to facility and included in the importation file prigr to
submission to CDC.

Month Required. Record the 2-digit month during which the data were collectge
location.

Year Required. Record the 4-digit year during which the data were collg @
location.

Location Required. Record location; must be (if applicable to facility@l medical
critical care unit(s) and surgical critical care unit(s) [if cogged units, then report
as medical/surgical critical care unit(s)]; 2) all medi x and surgical
ward(s) [if combined wards, then report as medical iCal ward(s)]; 3) at least
one specialty care area; and 4) facility-wide-i

Numerator: Required.

Antimicrobial days per
month per location

*

Antimicrobial days are defined as the a \gg\ sum of the days of exposure for
which a specific antimicrobial was a r%ﬂed. These are required to be
extracted from electronic medicat@' nistration record (eMAR) and/or bar
coding medication record (BCMA). Antimicrobials days will be collected for
select antimicrobial agents to Appendix B) and stratified by route of
administration.

Denominator:

Days present

Admissions

Required.

Days present is Lo s risk for antimicrobial exposure per time unit of analysis

stratified by%gcati For patient-care location-specific analyses,

days presepisis ®alculated as the number of patients who were present for any
portion @f ay of a calendar month for a patient-care location. For facility-
wide-i jent analyses, days present is calculated as the number of patients who

t for any portion of each day of a calendar month at the facility-wide-
jent location.

missions are defined as the aggregate number of patients admitted to the facility
(i.e., facility-wide-inpatient) starting on first day of each calendar month through
the last day of the calendar month. In the AU Option, admissions are only
reported for facility-wide-inpatient.

January, 2012
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Appendix B. List of Antimicrobials®
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AUR

Please note that mapping of standardized terminology (RXNORM) are provided via the

hai-voc spreadsheet.

Antimicrobial Agent

Antimicrobial

Antimicrobial

Antimicrobial

Q

Category Class® subclass®

AMANTADINE Anti-influenza M2 ion channel
inhibitors

AMIKACIN Antibacterial Aminoglycosides Q
AMOXICILLIN Antibacterial Penicillins Amigop i
AMOXICILLIN/ Antibacterial Penicillins B- actamase
CLAVULANATE i ombination
AMPHOTERICIN B Antifungal Polyenes
AMPHOTERICIN B Antifungal Polyenes *
LIPOSOMAL \
AMPICILLIN Antibacterial Penicillins Aminopenicillin
AMPICILLIN/ Antibacterial Penicilli B-lactam/ B-lactamase
SULBACTAM inhibitor combination
ANIDULAFUNGIN Antifungal Eﬂocandins
AZITHROMYCIN Antibacterial Q lides
AZTREONAM Antibacterial & nobactams
CASPOFUNGIN Antifwg% Echinocandins
CEFACLOR tibacN Cephalosporins Cephalosporin 2" generation
CEFADROXIL iBacterial Cephalosporins Cephalosporin 1* generation
CEFAZOLIN cterial Cephalosporins Cephalosporin 1* generation
CEFDINIR Ontibacterial Cephalosporins Cephalosporin 3" generation
CEFDITOREN Q Antibacterial Cephalosporins Cephalosporin 3" generation
CEFEPIME ® Antibacterial Cephalosporins Cephalosporin 4™ generation
CEFIXIME Antibacterial Cephalosporins Cephalosporin 3" generation
CEFOTAXIM Antibacterial Cephalosporins Cephalosporin 3" generation

CEFOT?I

@XIME
FPROZIL

CEFTAROLINE

CEFTAZIDIME
CEFTIBUTEN

January, 2012

Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial

Antibacterial
Antibacterial

Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins

Cephalosporins
Cephalosporins

11-10

Cephamycin
Cephamycin
Cephalosporin 3" generation
Cephalosporin 2" generation

Cephalosporin with anti-
MRSA activity
Cephalosporin 3" generation

Cephalosporin 3" generation



CEFTIZOXIME
CEFTRIAXONE
CEFUROXIME
CEPHALEXIN

CHLORAMPHENICOL

CIPROFLOXACIN

CLARITHROMYCIN

CLINDAMYCIN

COLISTIMETHATE

DAPTOMYCIN
DICLOXACILLIN
DORIPENEM
DOXYCYCLINE
ERTAPENEM

ERYTHROMYCIN

ERYTHROMYCIN/

SULFISOXAZOLE

FIDAXOMICIN
FLUCONAZOLE
FOSFOMYCIN
GEMIFLOXACIN
GENTAMICIN

IMIPENEM/
CILASTATIN
ITRACONAZOLE

>

LEVOFLOXAC
LINEZOLID
MEROP M

ME'F
A GIN
INOCYCLINE
MOXIFLOXACIN

NAFCILLIN

E
ZOLE

NITROFURANTOIN

OSELTAMIVIR

January, 2012

Ontibacterial

Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial

Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Phenicols
Fluoroquinolones
Macrolides
Lincosamides
Polymyxins
Lipopeptides
Penicillins

Macrali
Folate pathway

i %ors/
onamides
Antibacterial crocyclic

Antifwge
%

tibac
iBacterial

cterial

Antifungal
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antifungal
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Anti-influenza

Azoles
Fosfomycins
Fluoroquinolones
Aminoglycosides
Carbapenems

Azoles
Fluoroquinolones
Oxazolidinones
Carbapenems
Nitroimidazoles
Echinocandins
Tetracyclines
Fluoroquinolones
Penicillins
Nitrofurans
Neuraminidase
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Cephalosporin 3" generation
Cephalosporin 3" generation
Cephalosporin 2" generation

Cephalosporin 1% genera\ﬂ

S
O

e&ase-stable penicillins
Carbapenems 6
Tetracyclines%
Carbapene®

Penicillinase-stable penicillins



OXACILLIN

PENICILLIN G
PENICILLIN V
PIPERACILLIN

PIPERACILLIN/
TAZOBACTAM
POLYMYXIN B

POSACONAZOLE

QUINUPRISTIN/
DALFOPRISTIN
RIFAMPIN

RIMANTADINE

SULFAMETHOXAZOLE/
TRIMETHOPRIM
SULFISOXAZOLE

TELAVANCIN
TELITHROMYCIN
TETRACYCLINE

TICARCILLIN/
CLAVULANATE
TIGECYCLINE

TINIDAZOLE
TOBRAMYCIN
VANCOMYCIN
VORICONAZOLE

)

ZANAMIVIR
? Adapted CLSI January 2011

&
N

January, 2012

Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial

Antibacterial
Antifungal
Antibacterial

Antibacterial
Anti-influenza

Antibacterial
Antibacterial

Antibacterial
Antibacterial
Antibacterial
Antibactefl

AW%M
@ terial
i

bacterial

0,gntibacterial

Antifungal
Anti-influenza

& ;etracyclines

Medication-associated Module
AUR

inhibitors

Penicillins Penicillinase-stable penicillins

Penicillins Penicillin

Penicillins Penicillin *

Penicillins Ureidopenicillin \

Penicillins B-lactam/ B-lacta Q
inhibitor combina?@

Polymyxins

Azoles

Streptogramins

.\00
Rifampin ®\
M2 ion channel 6
inhibitors
Folate path \
inhibitors
Folate‘gﬁ
inhibito
Ligo-glycopeptides

des

B-lactam/ B-lactamase
inhibitor combination

Penicillins

Glycylcyclines
Nitroimidazoles
Aminoglycosides
Glycopeptides
Azoles

Neuraminidase
inhibitors
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Appendix C. Example Calculations of Antimicrobial Days

Example 1. Example eMAR and Calculation of Antimicrobial Days

This example illustrates the calculation of antimicrobial days from a patient receiving
meropenem 1gram intravenously every 8 hours and amikacin 1000mg intravenously
every 24 hours in the medical ward. Table 1 provides an example of administered dos

Medication-associated Module
AUR

N

for this patient documented in eMAR. Table 2 illustrates the calculation of meropem

and amikacin days by drug-specific (total) and stratified by route of administration

upon the administered doses of meropenem and amikacin documented in e QTable 3
6 nthly

illustrates the contribution of this patient’s antimicrobial days to the aggr

report per patient-care location.

Table 1. Example eMAR for Patient housed in Medical Ward

28

December 29

Medical Ward Monday Tuesd Wednesday
December 28 Decembg@r December 30

Meropenem 1gram Given: Given: 0700

intravenously every 8 1500

hours Given: 2300 \% 2300

Amikacin 1000mg N

intravenously every 24

hours Given: 2300 Given: 2300

Table 2. Example of calculation of anti& | days

Calculation Moaday Tuesday Wednesday

December 30

Drug-specific
Antimicrobial Days (total)

Days =

rope =1
ikacin Days =1

Meropenem Days = 1
Amikacin Days =1

Meropenem Days = 1
Amikacin Days =0

Drug-specific

Antimicrobial Days
Stratification of f

Administration

Meropenem Days
(v)y=1
Amikacin Days
(v)=1

Meropenem Days
(v)y=1
Amikacin Days
(v)=1

Meropenem Days
(v)y=1
Amikacin Days
(v)=0

Table 3. ple of antimicrobial days per month per patient-care location

Month/ Antimicrobial Drug-specific Antimicrobial Days

Y, % Agent
& n Total v IM Digestive Respiratory
eCember Meropenem 3 3 0 0 0
edical

Ward

December Amikacin 2 2 0 0 0

Medical

Ward

January, 2012

11-13




Medication-associated Module
AUR

Example 2. leferences in Calculation for Patient-Care Location and Facility-Wide-
Inpatient for a Patient Transferred Between Patient-Care Locations

vancomycin 1gram every 8 hours that was transferred from the MICU to a medical ward
on December 1. Table 1 provides an example of doses documented in eMAR
administered to this patient in the MICU and medical ward. Table 2 illustrates the
calculation of vancomycin days by drug-specific (total) and stratified by route of
administration based upon the administered doses of vancomycin documented in e
Table 3 illustrates the contribution of this patient’s vancomycin days to the a@te

This example illustrates the calculation of antimicrobial days from a patient receiving *

monthly report per patient-care location and facility-wide-inpatient.
.

Table 1. Example eMAR for Patient transferred from MICU to Me

December 1.
Tuesday uesday
December 1 ecember 1
Location: MICU tion: Medical Ward
Vancomycin lgram Given: 0700 Given: 1500
intravenously every 8 hours Given: 2300

Table 2. Example of calculation of antimicrobj days or December 1

Calculation Tuge Tuesday
@ December 1

Locatiog: MICU Location: Medical Ward

Drug-specific Antimicrobial ,gmycin Days=1 Vancomycin Days = 1

Days (total)

Drug-specific Antimicrobial ancomycin Days Vancomycin Days

Days by Stratification of Rou (v)=1 (v)=1

of Administration

Table 3. Example
wide inpatient conftgibuted from December 1

crobial days per month per patient-care location and facility-

Month/ obial Drug-specific Antimicrobial Days
Year- gent

Locatio Total v IM Digestive Respiratory

December Vancomycin 1 1 0 0 0
% Vancomycin 1 1 0 0 0

\/ ical
ard
December Vancomycin 1 1 0 0 0

Facility-
wide-
inpatient
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Example 3. Calculation of Antimicrobial Days for a Patient-Care Location when a
Patient Admission extends over Two Different Months

ceftriaxone 1gram intravenously every 24 hours for two days in the surgical ward (but
spanning different months). Table 1 provides an example of administered doses for thi
patient documented in eMAR. Table 2 illustrates the calculation of ceftriaxone days
drug-specific (total) and stratification of route of administration based upon the
administered doses of ceftriaxone documented in eMAR. Table 3 illustrates taz
efpatient-

This example illustrates the calculation of antimicrobial days from a patient receiving *

contribution of this patient’s ceftriaxone days to the aggregate monthly repor

care location. o O

Table 1. Example eMAR for Patient housed in Surgical Ward
Thursday riday
December 31 d anuary 1

Location: Surgical Ward ion: Surgical Ward

Ceftriaxone gram Given: 0800 Given: 0800

intravenously every 24
hours A

Calculation ThuKs Friday
Decemgld January 1

Locatjen: Surgical Ward Location: Surgical Ward
Drug-specific Antimicrobial ’_%@ne Day =1 Ceftriaxone Day = 1
Days (total)
Drug-specific Antimicrobial \ Ceftriaxone Day Ceftriaxone Day
Days by Stratification of (v)y=1 (v)y=1
Route of Administration

Table 3. Example'Qf antimicrobial days per month per patient-care location

Month/ obial Drug-specific Antimicrobial Days

Year- gent

Locatio Total v IM Digestive Respiratory

December/ Ceftriaxone 1 1 0 0 0

Sur%
d

&u ry/ Ceftriaxone 1 1 0 0 0

rgical

Ward
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*Multidrug-Resistant Organism & Clostridium difficile Infection (MDRO/CDI) Module

Background: Methicillin-resistant Staphylococcus aureus (MRSA), vancomycin-resistant Enterococcus
spp. (VRE) and certain gram-negative bacilli have increased in prevalence in U.S. hospitals over the last
three decades, and have important implications for patient safety. A primary reason for concern a se
multidrug-resistant organisms (MDROs) is that options for treating patients with these infectiofs
extremely limited, and MDRO infections are associated with increased lengths of stay, cos ortality.
Many of these traits have also been observed for Clostridium difficile infection (CDI). The@thcare
Infection Control Practices Advisory Committee (HICPAC) approved guidelines for tme

MDROs.! These are available at (http://www.cdc.gov/ncidod/dhqp/pdf/ar/mdroGuid®h
MDRO and CDI module of the NHSN can provide a tool to assist facilities ineme @ ome of the criteria
outlined in the guidelines. In addition, many of the metrics used in this mo gConsistent with
“Recommendations for Metrics for Multidrug-Resistant Organisms in He ettings: SHEA/HICPAC
Position Paper.” %‘

.
Clostridium difficile is responsible for a spectrum of C. difficile ﬁ%\ (CDI) [originally referred to as C.
difficile-associated disease or CDI], including uncomplicated g4 , pseudomembranous colitis, and toxic
megacolon which can, in some instances, lead to sepsis and éyefl death. Current CDC definitions for
healthcare-associated infections (HAIS), while adequate f site of infection, do not take into account the
special characteristics of disease caused by C. difficilefAlthough CDI represents a subset of gastroenteritis
and gastrointestinal tract infections, specific stagd initions for CDI * should be incorporated to obtain
a more complete understanding of how C. diﬁi@ng transmitted in a healthcare facility.

As outlined in the HICPAC guideline®, the RO and C. difficile pathogens may require specialized
monitoring to evaluate if intensified 'nfe(x ntrol efforts are required to reduce the occurrence of these
organisms and related infections. Th&\fl of this module is to provide a mechanism for facilities to report
and analyze these data that will in% ection control staff of the impact of targeted prevention efforts.
This module contains two optio focused on MDROs and the second on CDI. Reporting options are

summarized in Table 1, bel

nal Reporting Choices for MDRO and CDI Module

Table 1. Required an%
Reporting Choi& MRSA or VRE Klebsiella spp. C. difficile

MRSA/MSSA (CephR or CRE),
E. coli (CRE),
. % Acinetobacter spp. (MDR)
Requir Method Method Method Method
In n eillance
catten Specific for A B A B A B *A, B
> 3 mgnths)
Choose > 1 organism
OR
Proxy Infection
Measures A B,C,D A B,C,D B,C,D *A, B, C
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SLaboratory- Identlfled
(LabID) Event
(*Location Specific for

> 3 consecutive
months)
Choose > 1 organism

Optional Method Method Method ethod

Prevention Process
Measures Options:

Hand Hygiene o OJ
BN B

Adherence B B
Gown and Gloves

Use Adherence B B B@b B
Active Surveillance . é

Testing (AST) B B N/A
Adherence
\\b
AST Outcome
Measures B B N/A N/A
Incident and &
Prevalent Cases using O
AST
*Location: Patient care area selecte |tor|ng and reported in Monthly Reporting Plan.

N/A — not available or contraindic

*No surveillance for CDI will %med in Neonatal Intensive Care Units (NICU), Well Baby Nurseries,
or Well Baby Clinics. Angs ctlng facility-wide monitoring (Method C) the denominator counts
(admissions, patient-da counters) for these locations must be removed.

rted Overall facility-wide for all inpatient areas, Overall facility-wide for all
cation for full facility or select location coverage.

Methog,(n%um requirement is 3 months for Infection Surveillance or 3 consecutive months for LabID
Eventr using one of the methods below):
cl ide by location. Requires the most effort but provides the most detail for local and national

% data. Report for each location separately and cover all locations in a facility.

B lected locations within the facility (1 or more). Report separately from a few specific locations
within a facility ideal for use during targeted prevention programs.

C — Overall facility-wide. Report only one denominator for the entire facility and individual LabID events
from each patient location. Ideal for CDI or MDRO infrequently encountered, or smaller hospitals. Options

include overall Facility-wide Inpatient (FacWidelN) to cover all inpatient locations or Overall Facility-wide
Outpatient (FacWideOUT) to cover all outpatient locations.
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D - Overall faCIIIty -wide: Blood Specimens Only. Available for MDROs only (no CDI). Targets the most
invasive events. Options include overall Facility-wide Inpatient (FacWidelN) to cover all inpatient locations
or Overall Facility-wide Outpatient (FacWideOUT) to cover all outpatient locations.

I. MDRO Option $
SA

Methodology: Facilities may choose to monitor one or more of the following MDROs:

and MSSA, VRE, CephR- Klebsiella spp., CRE-Klebsiella spp., CRE-E. coli, and multidr iStant
Acinetobacter spp. (See definitions in Section A, Option 1). For S. aureus, both the resistantfMRSA) and
the susceptible (MSSA) phenotypes can be tracked to provide concurrent measures o@useeptible
pathogens as a comparison to those of the resistant pathogens in a setting of agtlv ntion efforts
targeted at the resistant pathogen.

Participants must choose 1 or both of the 2 required reporting options de ow and then may also
choose to participate in either or both of the 2 additional optlonal mo thods described below (see
Table 1):

Required Reporting Options:

e MDRO infection surveillance, i.e., for each patient care @cted, surveillance for all NHSN-defined
healthcare-associated infections caused by at least oneQ&?
AND/OR

e LablD Event reporting of proxy infection mea@ MDRO healthcare acquisition, exposure burden,

and infection burden by using primarily lab ata. Laboratory testing results can be used without
clinical evaluation of the patient, allowing fo uch less labor-intensive means to track MDROs.
These can be monitored facility-widg %atient areas — FacWidelN or facility-wide for outpatient
areas — FacWideOUT or for specific s (Method A or B with unique denominator data), allowing
for both location-specific and fa% e measures. If either/both FacWideIN or FacWideOUT
methods are utilized, facilities oose Method C-all specimens or Method D-blood specimens only.

Additional Optional Monitorin S:

e Prevention process meas that allow facilities to systematically collect data on hand hygiene and
gown and gloves use e, and for those conducting active surveillance testing (AST), adherence
to obtaining AST.

e AST outcom&D that can be reported if AST is performed, providing incidence and prevalence

rates for sele ROs.

The datg c tions in the MDRO Option will enable participating facilities and CDC to calculate several
measure ding on which reporting methods the facility chooses to follow (see Table 2 at the end of
thi NHSN forms should be used to collect all required data, using the definitions of each data

utlined in this protocol and in the “Instructions for Completion of MDRO/CDI Forms”. When
inator data are available from electronic databases, these sources may be used as long as the counts
are not substantially different (+ or — 5%) from manually collected counts, after validating for at least 3
months.

Active, patient-based, prospective surveillance of the chosen MDRO infections by a trained infection
preventionist (IP) is required for MDRO infection surveillance. This means that the IP shall seek to confirm
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and classify infections caused by the MDRO(s) chosen for monitoring during a patient’s stay in at least one
patient care location during the surveillance period. Some process measures require direct observation as
described in Section IB. Personnel other than the IP may be trained to perform these observations and

collect the required data elements. *
A. Required Reporting \
Option 1. MDRO Infection Surveillance - (MRSA, MRSA/MSSA, VRE, CephR-Klebs @ spp., CRE-
Klebsiella spp., CRE-E. coli spp., and MDR-Acinetobacter spp.).

Settings: Infection Surveillance can occur in any inpatient location where sugh i s may be identified
and where denominator data can be collected, which may include critical/intgpsi e units (ICU),
specialty care areas (SCA), neonatal units, stepdown units, wards, and lon re units.

Requirements: Surveillance for all types of NHSN-defined healt caré ated infections (HAIs) of the
MDRO selected for monitoring in at least one location in the he Cility for at least 3 months in a
calendar year as indicated in the Patient Safety Monthly Repor% (CDC 57.106).

Definitions: MDROs included in this module are definedﬁI ” Refer to Chapter 17 for infection site
criteria. Refer to Key Terms for assistance with varialiw‘iefl ions.

MRSA: Includes S. aureus cultured from any (@t at tests oxacillin-resistant, cefoxitin-resistant, or
methicillin-resistant by standard susceptibility t€Su ethods, or by a laboratory test that is FDA-approved
for MRSA detection from isolated coloniesgthese methods may also include a positive result by any FDA-
approved test for MRSA detection from’l@rce.

MSSA: S. aureus cultured from a imen testing intermediate or susceptible to oxacillin, cefoxitin, or
methicillin by standard susceptili ting methods, or by a negative result from a test that is FDA-
approved for MRSA detectior@; solated colonies; these methods may also include a positive result from
any FDA-approved test f detection from that source.

VRE: Any Enteroc p. (regardless of whether identified to the species level), that is resistant to
vancomycin, by usceptibility testing methods or by results from any FDA-approved test for VRE
detection from thgt Seurce.

la: Any Klebsiella spp. testing non-susceptible (i.e., resistant or intermediate) to
efotaxime, ceftriaxone, or cefepime.

-Ecoli: Any E. coli testing non-susceptible (i.e., resistant or intermediate) to imipenem, meropenem, or
doripenem, by standard susceptibility testing methods or by a positive result by a FDA-approved test for
carbapenemase detection from that source.
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CRE-Klebsiella: Any Klebsiella spp. testing non-susceptible (i.e., resistant or intermediate) to imipenem,
meropenem, or doripenem, by standard susceptibility testing methods or by a positive result for any method
FDA-approved for carbapenemase detection.

MDR-Acinetobacter: Any Acinetobacter spp. testing non-susceptible (i.e., resistant or intermed !%t
least one agent in at least 3 antimicrobial classes of the following 6 antimicrobial classes: Q

B-lactam/p-lactam Aminoglycosides Carbapenems . oquinolones
p-lactamase inhibitor
combination

Amikacin Imipenem Ciprofloxacin
Piperacillin Gentamicin Meropeneq 6 Levofloxacin
Piperacillin/tazobactam | Tobramycin Doripen
Cephalosporins Sulbactam 4
Cefepime Ampicillin/sulbactam \&
Ceftazidime

Location of Attribution and Transfer Rule appl Key Terms.

Reporting Instructions: If participating@O/CDl Infection Surveillance and/or LabID Event
Reporting, along with the reporting of H ugh the Device-Associated and/or Procedure-Associated
Modules, see Appendix 1: Guidancem-la ling MDRO/CDI Module Infection Surveillance and LabID
Event Reporting When Also Follo her NHSN Modules, for instructions on unique reporting scenarios.
Numerator Data: Number of %e-associated infections (HAIs), by MDRO type. Infections are
reported on the appropriate N@orms: Primary Bloodstream Infection, Pneumonia, Urinary Tract
Infection, Surgical Site Inféctign,"or MDRO or CDI Infection Event (CDC 57.108, 57.111, 57.114, 57.120,

e Tables of Instructions, Tables 2, 2a, 4, 5, 12, and 19, respectively, for

Denominator “®Number of patient days and admissions. Patient days and admissions are reported

using the O and CDI Prevention Process and Outcome Measures Monthly Monitoring form (CDC
57.127)’.& ables of Instructions, Table 21, for completion instructions.)

tastis: Data are stratified by time (e.g., month, quarter, etc.) and patient care location.
MDRO Infection Incidence Rate = Number of HAIs by MDRO type/ Number of patient days x 1000
Option 2. Laboratory-ldentified (LabID) Event

Introduction: To calculate proxy measures of MDRO infections, exposures, and healthcare acquisition
facilities may choose to monitor laboratory-identified MDRO events. This method allows the facility to rely
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almost exclusively on easily obtained data from the clinical microbiology laboratory. However, some data
elements such as date admitted to the patient care location and facility may require other data sources.
Please be aware that the LabID Event reporting is ONLY for collecting and tracking positive cultures that
are taken for "clinical” purposes (i.e., for diagnosis and treatment), which means that NO Active
Surveillance Culture/Testing (ASC/AST) results are to be included in this reporting of individuaﬁ
results. Do NOT enter surveillance nasal swabs or other surveillance cultures as reports of La ents.
AST tracking should be recorded under Process & Outcome Measures. @

including: admission prevalence rate and overall patient prevalence rate based on clifiicahtesting (measures
of exposure burden), MDRO bloodstream infection incidence rate (measure oI inféCton burden and
healthcare acquisition), and overall MDRO infection/colonization incidenc sure of healthcare

Laboratory and admission data elements can be used to calculate a variety of distinct&xdgsures

acquisition). MDRO positive laboratory results can be reported for one or anisms. For S. aureus,
both the resistant (MRSA) and the susceptible (MSSA) phenotypes cag b ed to provide concurrent
measures of the susceptible pathogens as a comparison to those of th istaft pathogens in a setting of
active prevention efforts targeted at the resistant pathogen. \

Settings: MDRO LabID Event reporting can occur in an;@pinpatient or outpatient.

Requirements: Facilities choose at least 1 of 4 reporting metiods: (A) Facility-wide by location: report
location-specific data for the entire facility, requiring %rate denominator submissions for each location;
(B) Selected locations: report location-specific ly selected locations; and (C or D) Overall
facility-wide (Options include Overall Facility- patient for all inpatient locations, and/or Overall
Facility-wide Outpatient for all outpatient Igeations.) report only one denominator for the entire facility and
either all specimens(Method C) or bIooﬁ@ens only (Method D) (see protocol Table 1). Facilities must
indicate each reporting choice choseéiJfor tie calendar month as indicated in the Patient Safety Monthly
Reporting Plan (CDC 57.106). Supreiltapce for positive laboratory results must be reported for 3

determine reportable L nts for each calendar month, for each facility location as determined by the
reporting method ch I first MDRO isolates (chronologically) per patient, per month, per location are
reported as a Lab regardless of specimen source (EXCLUDES tests related to active surveillance
testing); if a dugficate MDRO isolate is from blood, it is reported as a LabID event only if it represents a
unique blogghsource (i.e., no prior isolation of the MDRO in blood from the same patient and location in < 2
weeks, & ss calendar months) (Figure 1). As a general rule, at a maximum, there should be no more
tha% olates reported,(which would be very rare), and 1 first MDRO isolate (that is a specimen
an
d Tsol

consecutive months to provid§ ul measures.
For each MDRO being mw ; all MDRO test results are evaluated using the algorithm in Figure 1 to
Vv

er lood) reported on any patient during a calendar month for each location chosen for reporting. If
a bigo ate is entered as the first specimen of the month, then no non-blood specimens can be entered
that month for that patient and location. Report a single LablD Event per form.
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Definitions:

MDRO Isolate: Any specimen obtained for clinical decision making testing positive for a MDRO (as
defined above). (EXCLUDES tests related to active surveillance testing)
Duplicate MDRO Isolate: Any MDRO isolate from the same patient and location after an initi Xti of

the specific MDRO during a calendar month, regardless of specimen source except unique& source

(Figure 1).

Laboratory-ldentified (LablD) Event: All non-duplicate MDRO isolates from any sp@w source and
unique blood source MDRO isolates, including specimens collected during aqEﬁ y Department or
other outpatient clinic visit, if collected the same day as patient admission ( S tests related to
active surveillance testing). (See Algorithm Figure 1). Even if reporting at I%Nide level, all reporting
must follow rules by location for reporting.

i : : * : : i
Unique Blood Source: In a patient who already has a first Lab I[& this organism, location and

month, a MDRO isolate from blood in a patient with no prior p lood culture for the same MDRO
and location in < 2 weeks, even across calendar months (Figg% here should be a full 14 days with no

positive blood culture result from the laboratory for the pati RO, and location before another Blood
LabID Event is entered into NHSN for the patient, MI{O, and location.

Reporting Instructions: If participating in M nfection Surveillance and/or LabID Event
Reporting, along with the reporting of HAISs thr e Device-Associated and/or Procedure-Associated
Modules, see Appendix 1: Guidance for Hapelling MDRO/CDI Module Infection Surveillance and LabID
Event Reporting When Also Following a%—ISN Modules, for instructions on unique reporting scenarios.

Numerator Data: Data will be re \using the Laboratory-identified MDRO or CDI Event form (CDC
57.128). (See Tables of Instructi le 20, for completion instructions.)

Denominator Data: Pati , admissions, (for inpatient locations) and encounters (for ER and
outpatient locations) ar, %d using the MDRO and CDI Prevention Process and Outcome Measures
Monthly Monitorin f@eDC 57.127). (See Tables of Instructions, Table 21, for completion
instructions.) W mining a patient’s admission dates to both the facility and specific inpatient
location, the N er must take into account all such days, including any days spent in an inpatient
location as gi “observation” patient before being officially admitted as an inpatient to the facility, as these
%\o exposure risk. Therefore, all such days are included in the counts of admissions and

i r the facility and specific location, and facility and admission dates must be moved back to
spent in the inpatient location. For further information on counting patient days and
admissions, go to http://www.cdc.gov/nhsn/PDFs/PatientDay _SumData_Guide.pdf for Summary Data
Collettion: Observation vs. Inpatients.

Data Analysis: Based on data provided on the LablD Event form, each event can be categorized by NHSN
to populate different measures. Of note, NHSN will categorize LabID Events as healthcare facility-onset vs.
community-onset to ensure that all healthcare facility-onset cases have been hospitalized at least a full 48
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hours before specimen collection. Considering: 1) variable times of day that admissions occur and 2) the
absence of clinical data to confirm if cultures represent infection incubating at the time of admission, this is
operationalized by classifying positive cultures obtained on day 1 (admission date), day 2, and day 3 of
admission as community-onset (CO) LablID Events and positive cultures obtained on or after day 4 as
healthcare facility-onset (HO) LabID Events. $

The following categorizations and prevalence and incidence calculations are built into the a
capabilities of NHSN, and are based on timing of admission to one facility and/or location peécimen
collection, and location where specimen was collected. Descriptions are provided to explainfow the
categories and metrics are defined in NHSN. 6

.. . . ® )
Categorizing MDRO LablD Events — Based on Date Admitted to Facili te Specimen
Collected:

Community-Onset (CO): LablID Event specimen collected as an ogtp&a.n inpatient < 3 days after
admission to the facility (i.e., days 1, 2, or 3 of admission). \\

Healthcare Facility-Onset (HO): LabID Event specimen collic@b

days after admission to the facility
(i.e., on or after day 4).

Proxy Measures for Exposure Burden of MDRO | specimens:

Inpatient Reporting: \E

Admission Prevalence Rate = Number of 13#.abID Events per patient per month identified < 3 days after
admission to the location (if monitoring ient location), or the facility (if monitoring by overall
facility-wide inpatient=FacWideIN)%NumBer of patient admissions to the location or facility x 100

Location Percent Admission Pr that is Community-Onset = Number of Admission Prevalent LabID
Events to a location that are al number Admission Prevalent LabID Events x 100

Location Percent Admigsi revalence that is Healthcare Facility-Onset = Number of Admission Prevalent
LabID Events to a locati at are HO / Total number of Admission Prevalent LabID Events x 100

Overall Patient nce Rate = Number of 1* LabID Events per patient per month regardless of time
spent in Ioc%’on (r'e., prevalent + incident, if monitoring by inpatient location), or facility (i.e., CO + HO, if

monitofi verall facility-wide inpatient=FacWideIN) / Number of patient admissions to the location or

faci%
&aﬂent Reporting:

Outpatient Prevalence Rate = Number of 1% LabID Events per patient per month for the location (if
monitoring by outpatient location), or the facility (if monitoring by overall facility-wide outpatient =
FacWideOUT) / Number of patient encounters for the location or facility x 100

Proxy Measures for MDRO Bloodstream Infection:
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(Calculated when monitoring either All specimens or Blood specimens only.) Remember, the Blood
specimens only option can only be used at the FacWidelN and FacWideOUT levels.

Events per patient per month identified < 3 days after admission to the location (if monitoring
location), or facility (if monitoring by overall facility-wide inpatient=FacWidelN)/ Number
admissions to the location or facility x 100

Inpatient Reporting:

MDRO Bloodstream Infection Admission Prevalence Rate = Number of all unique blood sourcx
Wpatieht
tiegnt

MDRO Bloodstream Infection Incidence or Incidence Density Rate = Number of all@e blood source
LabID Events per patient per month identified > 3 days after admission to the‘lo if monitoring by
inpatient location), or facility (if monitoring by overall facility-wide inpatie :% eIN) / Number of
patient admissions to the location or facility x 100 or Number of patient d e location or facility x

1,000

of 1% Blood LablD Events per
incident, if monitoring by inpatient
wide inpatient=FacWidelN) / Number

MDRO Bloodstream Infection Overall Patient Prevalence Rate

patient per month regardless of time spent in location (i.e., prey,
location), or facility (i.e., CO + HO, if monitoring by overall
of patient admissions to the location or facility x 100
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Outpatient Reporting:

MDRO Bloodstream Infection Outpatient Prevalence Rate = Number of all unique blood source LablD
Events per patient per month for the location (if monitoring by outpatient location), or the facility (if
monitoring by overall facility-wide outpatient=FacWideOUT) / Number of patient encounters for the
location or facility x 100

Proxy Measures for MDRO Healthcare Acquisition: Q

Overall MDRO Infection/Colonization Incidence Rate = Number of 1% LabID Events Eer patient per month

among those with no documented prior evidence of previous infection or colonizati this specific
organism type from a previously reported LabID Event, and identified > 3 days ission to the
location (if monitoring by inpatient location), or facility (if monitoring by o ity-wide
inpatient=FacWideIN) / Number of patient admissions to the location or f % 100

Overall MDRO Infection/Colonization Incidence Density Rate = Num ' LabID Events per patient
per month among those with no documented prior evidence of p v\e ection or colonization with this
specific organism type from a previously reported LabID Even ntified > 3 days after admission to
the location (if monitoring by inpatient location), or facility ( toring by overall facility-wide
inpatient=FacWideIN) / Number of patient days for the lo n'er facility x 1,000

1. Prevention Process Measures Surveillance

a. Monitoring Adherence to Hﬁ@iene

Introduction: This option will all ilities to monitor adherence to hand hygiene after a healthcare
worker (HCW) has contact wit t or inanimate objects in the immediate vicinity of the patient.
Research studies have report uggesting that improved after-contact hand hygiene is associated with
reduced MDRO transmissi le there are multiple opportunities for hand hygiene during patient care,
for the purpose of this only hand hygiene after contact with a patient or inanimate objects in the
immediate vicinity %ﬂent will be observed and reported. (http://www.cdc.gov/handhygiene/)

B. Optional Reporting &O&

Settings: Survéillartee will occur in any location: inpatient or outpatient.

re %Surveillance for adherence to hand hygiene in at least one location in the healthcare

i % at least one calendar month as indicated in the Patient Safety Monthly Reporting Plan (CDC
Weally, this should be done in patient care locations also selected for Infection Surveillance or

L ent reporting.

In participating patient care locations, perform at least 30 different unannounced observations after
contact with patients for as many individual HCWs as possible. For example, try to observe all types of
HCWs performing a variety of patient care tasks during the course of the month, not only nurses, or not only
during catheter or wound care. No personal identifiers will be collected or reported.

Requi
insti
1

January 2012 12-10


http://www.cdc.gov/handhygiene/

MDRO and CDI Module

2

Definitions: Antiseptic handwash: Washing hands with water and soap or other detergents containing an
antiseptic agent.

Antiseptic hand rub: Applying an antiseptic hand-rub product to all surfaces of the hands to reduce th
number of microorganisms present. \

Hand hygiene: A general term that applies to either: handwashing, antiseptic hand wash, antiseptic’hand
rub, or surgical hand antisepsis.

Handwashing: Washing hands with plain (i.e., non-antimicrobial) soap and water. Q

) * i
Numerator: Hand Hygiene Performed = Total number of observed contac% hich a HCW touched

either the patient or inanimate objects in the immediate vicinity of the patig(q ppropriate hand hygiene

was performed.

: : . * . .
Denominator: Hand Hygiene Indicated = Total number of obs cts during which a HCW touched
either the patient or inanimate objects in the immediate vicinity% atient and therefore, appropriate
hand hygiene was indicated.

Hand hygiene process measure data are reported using ghe MDRO and CDI Prevention Process and
Outcome Measures Monthly Monitoring form (CDé 27). (See Tables of Instructions, Table 21, for

completion instructions.) x
Data Analysis: Data are stratified by ti‘me .g., month, quarter, etc.) and patient care location.
Hand Hygiene Percent Adherence = Nu of'contacts for which hand hygiene was performed / Number

of contacts for which hand hygiene Wgs ind¥eated X 100

b. Monitoring Adhere @own and Gloves Use as Part of Contact Precautions
Introduction: This option W% facilities to monitor adherence to gown and gloves use when a HCW
has contact with a patient IMate objects in the immediate vicinity of the patient, when that patient is
on Transmission-base ct'Precautions. While numerous aspects of adherence to Contact Precautions

could be monitored eillance option is only focused on the use of gown and gloves.
(http://www.cdc. od/dhgp/gl_isolation_contact.html)

Settings: veillance can occur in any of 4 types of inpatient locations: (1) intensive care units (ICU), (2)
specialty eas (includes hematology/oncology wards, bone marrow transplant units, inpatient dialysis

uni i an transplant units, long term acute care areas), (3) neonatal intensive care units (NICU), and
& otRer inpatient care location in the institution (e.g., surgical wards).
R

eguirements: Surveillance for adherence to gown and gloves use in at least one location in the healthcare
institution for at least 1 calendar month as indicated in the Patient Safety Monthly Reporting Plan (CDC
57.106). ldeally, this should be done in patient care locations also selected for Infection Surveillance or
LabID Event reporting.
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Among patients on Transmission-based Contact Precautions in participating patient care locations,
perform at least 30 unannounced observations. A total of thirty different contacts must be observed monthly
among HCWs of varied occupation types. For example, try to observe all types of HCWs performing a
variety of patient care tasks during the course of the month, not only nurses, or not only during catheteg or
wound care. Both gown and gloves must be donned prior to contact for compliance. No person& iers

will be collected or reported. Q

Definitions:
Gown and gloves use: In the context of Transmission-based Contact Precautions, th@]@)f both a

gown and gloves prior to contact with a patient or inanimate objects in the immediatelviCipity of the patient.

Both a gown and gloves must be donned prior to contact for compliance. o

inanimate objects in the immediate vicinity of the patient for which g oves had been donned prior

Numerator: Gown and Gloves Used = Total number of observed conta:@n a HCW and a patient or
to the contact.

*

Denominator: Gown and Gloves Indicated = Total number of d contacts between a HCW and a
patient on Transmission-based Contact Precautions or inani Jects in the immediate vicinity of the
patient and therefore, gown and gloves were indicated. A

Gown and gloves use process measure data are rep %sing the MDRO and CDI Prevention Process and
Outcome Measures Monthly Monitoring form ( 127). (See Tables of Instructions, Table 21, for
completion instructions.)

Data Analysis: Data are stratified by tin % month, quarter, etc.) and patient care location.
Gown and Glove Use Percent Adherfence =SNumber of contacts for which gown and gloves were used /
Number of contacts for which go loves were indicated X 100

c. Monitoring Adher@o Active Surveillance Testing

Introduction: This opi ill"allow facilities to monitor adherence to active surveillance testing (AST) of

MRSA and/or VRE, uSi Ituring or other methods.

Settings: Survéillartee will occur in any of 4 types of inpatient locations: (1) intensive care units (ICU), (2)

specialty cake area®(includes hematology/oncology wards, bone marrow transplant units, inpatient dialysis

units, sGli n transplant units, long term acute care areas), (3) neonatal intensive care units (NICU), and
npatient care location in the institution (e.g., surgical wards).

@r ments: Surveillance of AST adherence in at least one location in the healthcare facility for at least
onec

lendar month as indicated in the Patient Safety Monthly Reporting Plan (CDC 57.106). A facility may
choose to report AST for MRSA and/or VRE in one or multiple patient care locations, as the facility deems
appropriate. Ideally, this should be done in patient care locations also selected for Infection Surveillance or
LabID Event reporting. To improve standardization of applying timing rules relating to when AST
specimens are obtained, classify admission specimens as those obtained on day 1 (admission date), day 2, or
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day 3 (i.e., <3 days). Classify discharge/transfer AST specimens as those collected on or after day 4 (i.e., >
3 days).

Definitions:

AST Eligible Patients: Choose one of two methods for identifying patients that are eligible for %
All = All patients in the selected patient care area regardless of history of MRSA or VRE infec
colonization. Q

: O
NHx = All patients in the selected patient care area who have NO documented posit?@R or VRE
I

infection or colonization during the previous 12 months (as ascertained by either a fagilityys laboratory
records or information provided by referring facilities); and no evidence of MBS@ E during stay in
the patient care location (i.e., they are not in Contact Precautions). \

Timing of AST: Choose one of two methods for reporting the timing @.

Adm = Specimens for AST obtained < 3 days after admission, |

OR

Both = Specimens for AST obtained < 3 days after admission %atients’ stays of > 3 days, at the time

of discharge/transfer. Discharge/transfer AST should includg &l arges (including discharges from the
Qésc

facility or to other wards or deaths) and can include the m t weekly AST if performed > 3 days after
admission to the patient care location. Discharge/transfer AST should not be performed on patients who
tested positive on AST admission.

Numerator and Denominator Data: Use the and CDI Prevention Process and Outcome Measures
Monthly Monitoring form (CDC 57.1272 togmdicate: 1) AST was performed during the month for MRSA
and/or VRE, 2) AST-eligible patients, an& timing of AST. No personal identifiers will be collected or
reported. (See Tables of Instructionwl 1, for completion instructions.)

Numerator: For each month dugi ich AST is performed:

Admission AST Performed =4@Jumber of patients eligible for admission AST who had a specimen obtained
for testing < 3 days after iSS¥0n,

AND/OR

Discharge/Transfer ormed = For patients’ stays > 3 days, the number of discharged or transferred

patients eligible ff A ho had a specimen obtained for testing prior to discharge, not including the
admission AST:

For each month during which AST is performed:
Eligible = Number of patients eligible for admission AST (All or NHXx),

Data Analysis: Data are stratified by patient care location and time (e.g., month, quarter, etc.), according to
AST-eligible patients monitored and the timing of AST.
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Admission AST Percent Adherence = Number of patients with admission AST Performed / Number of
patients admission AST eligible X 100

Discharge/transfer AST Percent Adherence = Number of patients with discharge/transfer AST perforryed /
Number of patients discharge/transfer AST eligible x 100

2. Active Surveillance Testing Outcome Measures Q
Introduction: This option will allow facilities to use the results of AST to monitor the pret nd
incident rates of MRSA and/or VRE colonization or infection. This information will assist T&€llities in
assessing the impact of intervention programs on MRSA or VVRE transmission. 6

Settings: Surveillance will occur in any of 4 types of inpatient locations: ( ‘i\;@e care units (ICU), (2)
specialty care areas (includes hematology/oncology wards, bone marrow tr units, inpatient dialysis
units, solid organ transplant units, long term acute care areas), (3) neonatdl jftensive care units (NICU), and
(4) any other inpatient care location in the institution (e.g., surgical W%

Requirements: Surveillance for prevalent and/or incident MR E cases in at least one location in
the healthcare facility for at least one calendar month as indi %bthe Patient Safety Monthly Reporting
Plan (CDC 57.106). This can be done ONLY in Iocation%: ST adherence is being performed. A
minimum AST adherence level will be required for thegystenTto calculate prevalence and incidence. A
facility may choose to report AST for MRSA and/oL)/RE in one or multiple patient care locations, as the
facility deems appropriate. ldeally, this should @ in patient care locations also selected for Infection
Surveillance or LabID Event reporting. To imp andardization of applying timing rules relating to
when AST specimens are obtained, classifgmissmn specimens as those obtained on day 1 (admission

{
)

date), day 2, or day 3 (i.e., < 3 days). ct: ischarge/transfer AST specimens as those collected on or
after day 4 (i.e., > 3 days). Only the fitst sp@eimen positive for MRSA or VRE from a given patient in the
patient care location is counted, w btained for AST or as part of clinical care. If an Admission AST
specimen is not collected from %Ie patient, assume the patient has no MRSA or VRE colonization.

Definitions:

AST Admission Preva
Known Positive =
in the previous 1
facility’s labora
patients cur,

e:

with documentation on admission of MRSA or VRE colonization or infection
(i.e., patient is known to be colonized or infected as ascertained by either a
cords or information provided by referring facilities). (All MRSA or VRE colonized
tly im the ICU during the month of surveillance should be considered “Known Positive”),

or Clinical Positive = A patient with MRSA or VRE isolated from a specimen collected for
3 Qays after admission or from clinical specimen obtained < 3 days after admission (i.e., MRSA or
cannot be attributed to this patient care location).

AST Incident case: A patient with a stay > 3 days:
With no documentation on admission of MRSA or VRE colonization or infection during the previous 12
months (as ascertained either by the facility’s laboratory records or information provided by referring
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facilities); including admission AST or clinical culture obtained < 3 days after admission (i.e., patient
without positive specimen),

AND

With MRSA or VRE isolated from a specimen collected for AST or clinical reasons > 3 days after
admission to the patient care location or at the time of discharge/transfer from the patient care Io%
(including discharges from the facility or to other wards or deaths).

MRSA colonization: Carriage of MRSA without evidence of infection (e.g., nasal swab te for
MRSA, without signs or symptoms of infection).

AST Eligible Patients: Choose one of two methods for identifying patients’ eﬁgi ST:

All = All patients in the selected patient care area regardless of history of M E infection or
colonization, %

OR

NHx = All patients in the selected patient care area who have NO do positive MRSA or VRE

records or information provided by referring facilities); and no of MRSA or VRE during stay in

infection or colonization during the previous 12 months (as asce%&E er by the facility’s laboratory
the patient care location (i.e., they are not in Contact Precauti

Adm = Specimens for AST obtained < 3 days after kssion,

Timing of AST: Choose one of two methods for repor§g thetiming of AST:
a

OR

Both = Specimens for AST obtained < 3 days a& ission and, for patients’ stays of > 3 days, at the time
of discharge/transfer. Discharge/transfer should include all discharges (including discharges from the
facility or to other wards or deaths) and’o@qde the most recent weekly AST if performed > 3 days after
admission to the patient care locatiofw, DisCharge/transfer AST should not be performed on patients who
tested positive on AST admission. \

Numerator and Denominat@g‘a: Use the MDRO and CDI Prevention Process and Outcome Measures
Monthly Monitoring form .127) to indicate: 1) AST outcomes monitoring and adherence was
performed during the %MRSA and/or VRE, 2) AST eligible patients, and 3) the timing of AST. No
personal identifiers %ollected or reported. (See Tables of Instructions Table 21, for completion
instructions.)

If only admgission AST is performed, only prevalent cases of MRSA or VRE can be detected in that patient

% both admission and discharge/transfer AST are performed, both prevalent and incident
e

care lo
cas%& tected. No personal identifiers will be collected or reported.
@ss on Prevalent Case:

Numerator Sources:
e Known Positive
e Admission AST or Clinical Positive = Cases < 3 days after admission

Denominator: Total number of admissions
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Incident Case:
Numerator: Discharge/transfer AST or Clinical Positive = Cases > 3 days after admission

Denominator: Total number of patient days $

NOTE: For research purposes calculating patient-days at risk (i.e., excluding patient-days i ich%patients
were known to be MRSA or VRE colonized or infected) may be a preferable denominator, 0
surveillance purposes and ease of aggregating, total number of patient days is required.for t odule.

Data Analysis: Data are stratified by patient care location and time (e.g., mopth r, etc.) according to
the eligible patients monitored and timing of AST.

AST Admission Prevalence rate = Q\.'
For Eligible patients = All: o Q
i& 00

Number of admission AST or clinical positive / Number of admi

For Eligible patients = NHXx: @b
Number of admission AST or clinical positive + Number QO positive / Number of admissions X 100

AST Incidence rate = Number of discharge/transfeé&or clinical positive / Number of patient days X
1000

I1. Clostridium difficile Infection (CDﬁ@w

Methodology: The CDI Option al s for a choice between two required reporting options and
additional optional monitoring e@ As with MDRO monitoring, if a facility chooses to monitor C.
difficile it must use at least on% following reporting options: Infection Surveillance and/or Laboratory-
identified (LablD) Event . Process measure reporting is optional (but available only for hand
hygiene and gown and @ use — no AST). See Table 1.

C. difficile Infectj
least one patien

Surveillance, reporting on all NHSN-defined healthcare-associated CDIs from at
rea, is one surveillance option for C. difficile (i.e., part of your facility’s Monthly
Reporting Plan) ese data will enhance the ability of NHSN to aggregate national data on CDIs. This
method®. @ active, patient-based, prospective surveillance of healthcare-associated C. difficile

infegti trained infection preventionist (IP). This means that the IP shall seek to confirm and classify
i Ee)$aused by C. difficile during a patient’s stay in at least one patient care location during the
sumygillance period.

Laboratory-identified (LablD) Events reporting is the second surveillance option and allows laboratory
testing data to be used without clinical evaluation of the patient, allowing for a much less labor intensive
method to track C. difficile. These provide proxy measures of C. difficile healthcare acquisition, exposure
burden, and infection burden based solely on laboratory data and limited admission date data. Reporting of
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LabID Events for the entire facility (Method C — All specimens) (i.e., Overall facility-wide inpatient —
FacWidelN and Overall facility-wide outpatient — FacWideOUT) can provide easily obtainable and valuable
information for the facility. LablD Events can also be monitored for specific locations with unique
denominator data required from each specific location (i.e., All Facility-wide locations separately for
coverage — Method A or Selected locations — Method B). This allows for both location-specific \ ility-
wide measures.

Process measure monitoring includes optional reporting aspects that allow facilities to syst 'c Ily report
information on C. difficile prevention process measures for hand hygiene and gown and glov&Suse. These
measures require direct observation and are described in Sections 1.B.1.a. and I.B.l.b@DRO Option -
Prevention Process Measures). Personnel other than the IP may be trained to per ese observations

and the collection of data elements. \}

Use NHSN forms to collect all required data, using the definitions of c@ leld as indicated in the
Tables of Instructions (Tables, 19, 20, and 21). When denominator d ailable from electronic
databases, these sources may be used as long as the counts are n\ lally different (+ or — 5%) from

manually collected counts. ®

A. Required Reporting

Option 1. Clostridium difficile Infection Surveilﬁ&

Settings: Infection Surveillance will occur in aryN ient location where denominator data can be
collected, which may include critical/intenspe care units (ICU), specialty care areas (SCA), stepdown units,
wards, and long term care units. Survem@ill NOT be performed in Neonatal Intensive Care Units
(NICU) or Well Baby Nurseries.

Requirements: Surveillance fo L@hould be performed in at least one location in the healthcare
institution for at least 3 calen@ hs as indicated in the Patient Safety Monthly Reporting Plan (CDC
Definitions: Report all he associated infections where C. difficile identified a positive toxin result
are the associated path NRefer to specific definitions (Chapter 17) for gastroenteritis (GI-GE) or
gastrointestinal trac 'T) infections criteria.

Cases of CDI (i difficile pathogen identified with a positive toxin result) that are not present or
incubating gikthe titne of admission (i.e., meets criteria for a healthcare-associated infection) should be
reported %oenteritis (GI-GE) or gastrointestinal tract (GI-GIT) infections, whichever is appropriate.
% ogen as C. difficile on the MDRO or CDI Infection Event form (CDC 57.126). If the patient
th GI-GE and GI-GIT CDI, report only GI-GIT using the date of onset as that of GI-GE CDI.
I HAI reporting corresponds to surveillance for healthcare-onset, healthcare facility-associated
recently published recommendations®, which is considered the minimum surveillance for CDI.)

CDI
CDI Complications: CDI in a case patient within 30 days after CDI symptom onset with the following:

Admission to an intensive care unit for complications associated with CDI (e.qg., for shock that requires
vasopressor therapy);
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Surgery (e.g., colectomy) for toxic megacolon, perforation, or refractory colitis

AND/OR
Death caused by CDI within 30 days after symptom onset and occurring during the hospital admission.
Location of Attribution and Transfer Rule applies — See Key Terms. $

Numerator and Denominator Data: The numerator data are reported on the MDRO or C @on
Event form (CDC 57.126). (See Tables of Instructions, Table 19, for completion instructio e patient
day and admission denominator data are reported using the MDRO and CDI and Outc sures
Monthly Monitoring form (CDC 57.127). (See Tables of Instructions, Table 21, for&etlon

instructions.) o O

C. Difficile Infections:
Numerator: The total number of HAI CDI cases identified during the ur@wce month.

> :
Denominator: The total number of patient days and adm|55|ons surveillance month.
Data Analysis: Data are stratified by time (e.g., month, q% ) and by patient care location.

C. difficile Infection rate = Number of HAI CDI cases

Option 2. Clostridium difficile Laboratory- |d&QEvent

Settings: LablID Event reporting can be @wed either Overall facility-wide inpatient (FacWidelN),
Overall facility-wide outpatient (FacM/ideOWT), or in multiple locations, where C. difficile testing in the
laboratory is performed routlnely unformed (i.e., conforming to the shape of the container) stool
samples. Consider including C. oxin-positive laboratory assays from all available inpatient
locations as well as all availa atient locations where care is provided to patients post discharge or
prior to admission (e.g., e departments, outpatient clinics, and physician offices that submit
samples to the facility atory.) Surveillance will NOT be performed in Neonatal Intensive Care Units
Uige

r of patient days X 10,000

(NICU), Well Baby es, or Well Baby Clinics.

Requirements: RacMities must choose one or more of three reporting choices: (Method A) report LabIiD
Events for entire facility, but separately by each location requiring separate denominator submissions for
ethod B) report LabID Events for only Selected locations, and (Method C) Overall facility-

C or Overall Facility-wide Outpatient — FacWideOUT) (See Table 1). Facilities must indicate
eaCly reporting choice chosen for the calendar month indicated in the Patient Safety Monthly Reporting Plan
(CDC 57.106). Surveillance for LabID Events must be reported for 3 consecutive months to provide
meaningful measures.

Definitions:
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CDl-positive laboratory assay:

A positive laboratory test result for C. difficile toxin A and/or B,

OR

A toxin-producing C. difficile organism detected by culture or other laboratory means performed orqm

sample.

Duplicate C. difficile-positive test: Any C. difficile toxin-positive laboratory result from the tient
and location, following a previous C. difficile toxin-positive laboratory result within the pa eeks (14
days). There should be a full 14 days with no C. difficile toxin-positive laboratory resg\]t fortHe patient and

location, before another C. difficile LablD Event is entered into NHSN for the patienlanthJocation.

Laboratory-ldentified (LablD) Event: All non-duplicate C. difficile toxin-p
include specimens collected during an Emergency Department or other ou
same day as patient admission. (See Algorithm Figure 2.) E

Even if reporting at the FacWide level, all reporting must follow ryle tion for reporting.
RO or CDI Event form (CDC

Numerator: Data will be reported using the Laboratory-ldentifi
' ctions.)

57.128). (See Tables of Instructions, Table 20, for completi

Denominator: Patient days, admissions, (for inpatient
locations) are reported using the MDRO and CDI P
Monitoring form (CDC 57.127). (See Tables ions, Table 21, for completion instructions.) When
performing facility-wide inpatient (FacWidelN ity-wide outpatient (FacWideOUT) LabID Event
surveillance, denominator counts from neo;%l intensive care units, well baby nurseries, and well baby

catiofts) and encounters (for ER and outpatient
tion Process and Outcome Measures Monthly

clinics should NOT be included. Therefc thg'specific C. difficile denominator variables should be used
for FacWide reporting. When deterfaining®patient’s admission dates to both the facility and specific
inpatient location, the NHSN user ke into account all such days, including any days spent in an
inpatient location as an “observ. i@tient before being officially admitted as an inpatient to the facility,
as these days contribute to expgs Isk. Therefore, all such days are included in the counts of admissions
and patient days for the f specific location, and facility and admission dates must be moved back
to the first day spent i a%ient location. For further information on counting patient days and
admissions, go to ht .cdc.gov/nhsn/PDFs/PatientDay _SumData_Guide.pdf for Summary Data
Collection: Obse S. Inpatients.

CDI Data Awalysis: Data are stratified by time (e.g., month, quarter, etc.), incident or recurrent, and either
aggregaﬁ\ s the entire facility or stratified by patient care location.

t&@tion Based on Current Date Specimen Collected and Prior Date Specimen Collected of a
ious CDI LablD Event:

Incident CDI Assay: Any LablD Event from a specimen obtained > 8 weeks after the most recent LabID
Event (or with no previous LabID Event documented) for that patient.
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Recurrent CDI Assay: Any LabID Event from a specimen obtained > 2 weeks and < 8 weeks after the most
recent LabID Event for that patient.

The incident and recurrent CDI LablD Events are further categorized within NHSN. The following
categorizations and prevalence and incidence calculations are built into the analysis capabilities
and are based on timing of admission to facility and/or location and specimen collection, locati
specimen was collected, and previous discharge. Descriptions are provided to explain how 6

and metrics are defined in NHSN.

Categorizing CDI LablD Events — Based on Date Admitted to Facility and Dat imen Collected:

. . . . ¢ .
Community-Onset (CO): LablD Event collected as an outpatient or an mpat%gays after admission to

the facility (i.e., days 1, 2, or 3 of admission).

Community-Onset Healthcare Facility-Associated (CO-HCFA): CO ent collected from a patient
who was discharged from the facility < 4 weeks prior to current ol specimen collection.
Healthcare Facility-Onset (HO): LabID Event collected > 3 r admission to the facility (i.e., on or
after day 4).

Calculated CDI Prevalence Rates: é

Inpatient Reporting:

Admission Prevalence Rate = Number of ngm-duplicate CDI LabID Events per patient per month identified
< 3 days after admission to the locationr r%toring by inpatient location), or facility (if monitoring by
overall facility-wide inpatient:Fac\/wN Number of patient admissions to the location or facility x 100

Location Percent Admission Pr that is Community-Onset = Number of Admission Prevalent LablD
Events to a location that is C al number Admission Prevalent LabID Events x 100 (Note: The
numerator in this formula include Admission Prevalent LabID Events that are CO-HFCA.)
Location Percent A 10m Prevalence that is Community-Onset Healthcare Facility-Associated = Number

of Admission Preyale ablD Events to a location that are CO-HCFA / Total number Admission Prevalent
LabID Events x

Locatio t Admission Prevalence that is Healthcare Facility-Onset = Number of Admission Prevalent
o0 a location that are HO / Total number of Admission Prevalent LablD Events x 100

28
&II atient Prevalence Rate = Number of 1% CDI LabID Events per patient per month regardless of

time Spent in location (i.e., prevalent + incident, if monitoring by inpatient location), or facility (i.e., CO +
CO-HCFA + HO, if monitoring by overall facility-wide inpatient=FacWideIN) / Number of patient
admissions to the location or facility x 100

Outpatient Reporting:
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Outpatient Prevalence Rate = Number of all non-duplicate CDI LabID Events per patient per month for the
location (if monitoring by outpatient location), or the facility (if monitoring by overall facility-wide
outpatient=FacWideOUT) / Number of patient encounters for the location or facility x 100

Calculated CDI Incidence Rates: (see categorization of Incident, HO, and CO-HCFA above). *

Location CDI Incidence Rate = Number of Incident CDI LabID Events per month identifie %s after
admission to the location / Number of patient days for the location x 10,000

Facility CDI Healthcare Facility-Onset Incidence Rate = Number of all Incident HO@abID Events per
month in the facility/ Number of patient days for the facility x 10,000 (this calcu@ only accurate for

Overall Facility-wide Inpatient reporting) \}

Facility CDI Combined Incidence Rate = Number of all Incident HO and FA CDI LablD Events per
month in the facility / Number of patient days for the facility x 10,00 iste@lculation is only accurate for

Overall Facility-wide Inpatient reporting) \\

B. Optional Reporting

Prevention Process Measures Surveillance (Hand g$nd Gown and Gloves Use Only)
See Sections 1.B.1.a. and 1.B.1.b. under the MD tion.

'HICPAC, Management of Multidrug-Resi Organisms in Healthcare Settings.
<http://www.cdc.gov/NCIDOD/DHQP/ ubs.html>.

’Cohen AL, et al. Infection Contr ospital Epidemiology. Oct 2008;29:901-913.

*McDonald LC, et al. InfectQt Hosp Epidemiol 2007; 28:140-145.
o\%
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Figure 1. MDRO Test Results Algorithm for Laboratory-ldentified (LablD) Events
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Figure 2. C. difficile test Results Algorithm for Laboratory-ldentified (LablD) Events
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Table 2. Rates and Measures Derived from Various MDRO and CDI Protocol Surveillance Methods

Surveillance | Forms Rate Measures
Method
MDRO Numerator: Data are stratified by time (e.g., month, DirectH
Infection 1)Primary Bloodstream | year) and patient care location. MDR n
Surveillance | Infection R

2) Pneumonia MDRO Infection Incidence Rate = Number aO

3) Urinary Tract of healthcare-associated infections by

Infection MDRO type/ Number of patient days x Q

4) Surgical Site 1000 TS

Infection \$O
5) MDRO Infection
Event @'

.
Denominator:
MDRO and CDI \\
Prevention Process & @'
Outcome Measures A
Monthly Monitoring

MDRO Numerator: : Proxy Measures
Laboratory Laboratory Identified evalence Rate = Number of for
Identified MDRO or CDI Event 1° LabIBy\Events per patient per month MDRO
Event o i%ed < 3 days after admission to the Exposure Burden
Denominator: x fOn (if monitoring by inpatient
MDRO and CDI \Io ation), or the facility (if monitoring by
Prevention Proce overall facility-wide inpatient=FacWideIN)
Outcome Measu / Number of patient admissions to the
Monthly Mopiteyi location or facility x 100
Location Percent Admission Prevalence
@ that is Community-Onset = Number of
Admission Prevalent LabID Events to a
location that are CO / Total number
. a, Admission Prevalent LabID Events x 100
&
\ Location Percent Admission Prevalence

&Q that is Healthcare Facility-Onset = Number

of Admission Prevalent LabID Events to a
location that are HO / Total number of
Admission Prevalent LabID Events x 100

Overall Patient Prevalence Rate = Number
of 1% LabID Events per patient per month
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Surveillance
Method

Rate

Measures

regardless of time spent in location (i.e.,
prevalent + incident, if monitoring by
inpatient location), or facility (i.e., CO +
HO, if monitoring by overall facility-wide
inpatient=FacWideIN) / Number of patient
admissions to the location or facility x 100

Outpatient Reporting:

Outpatient Prevalence Rate = Numper@I

1% LabID Events per patient per
the location (if monitoring by ou

location), or the facility (if mgn by
overall facility-wide outgat%
nt

FacWideOUT) / Num %
i facility x 100

3
S

\
9

encounters for the lo
Inpatient Reporting;
MDRO Bloodstn%l ection Admission

Prevalence Rate = Number of all unique
blood son@ bID Events per patient per

monthy ed < 3 days after admission to
the loc If monitoring by inpatient
lg€ation), or facility (if monitoring by

facility-wide inpatient=FacWidelIN)
/ Number of patient admissions to the
location or facility x 100

MDRO Bloodstream Infection Incidence
OR Incidence Density Rate = Number of all
unique blood source LablD Events per
patient per month identified > 3 days after
admission to the location (if monitoring by
inpatient location), or facility (if monitoring
by overall facility-wide inpatient =
FacWidelN) / Number of patient
admissions to the location or facility x 100
OR Number of patient days for the location
or facility x 1,000

MDRO Bloodstream Infection Overall
Patient Prevalence Rate = Number of 1%
Blood LablID Events per patient per month
regardless of time spent in location (i.e.,

Proxy Measures
for

Bloodstream
Infection
Admission
Prevalence and
Incidence
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Surveillance
Method

Rate

Measures

prevalent + incident, if monitoring by
inpatient location), or facility (i.e., CO +
HO, if monitoring by overall facility-wide
inpatient=FacWideIN) / Number of patient
admissions to the location or facility x 100

Outpatient Reporting:

MDRO Bloodstream Infection Outpatient Q

Prevalence Rate = Number of all uglq
blood source LabID Events per pa
month for the location (if monitqs

outpatient location), or the fagil
monitoring by overall fagili%
ber of

facility x 100 4

outpatient=FacWideO x
patient encounters fo@. tion or
10n/

Overall MDRO Colonization

Incidence Rate = Number of 1% LabID
Events p ient per month among those
with ented prior evidence of a

previou ID Event with this specific
m type and identified > 3 days after
%lon to the location (if monitoring by
atlent location), or facility (if monitoring
by overall facility-wide inpatient =
FacWidelN) / Number of patient
admissions to the location or facility x 100

Overall MDRO Infection/Colonization
Incidence Density Rate = Number of 1%
LabID Events per patient per month among
those with no documented prior evidence of
a previous LablD Event with this specific
organism type and identified > 3 days after
admission to the location (if monitoring by
inpatient location), or facility (if
monitoring by overall facility-wide
inpatient=FacWideIN) / Number of patient
days for the location or facility x 1,000

Proxy Measures
for

MDRO Healthcare
Acquisition
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Surveillance

Forms Rate Measures
Method
Prevention Numerator & Direct Adherence
Process Denominator: Percent:
Measures: MDRO and CDI Hand Hygiene Percent Adherence = \$
Prevention Process & | Number of contacts for which hand hygiene | Hand i
Hand Outcome Measures was performed / Number of contacts for l@
Hygiene Monthly Monitoring which hand hygiene was indicated x100 O
Gown & Gown & Glove Use Percent Adherence = wn & Gloves
Gloves Use Number of contacts during which ggw @ Use
gloves were used /Number of con i«
which gown and gloves were in [&,
x100. ?5»
Active Admission AST Perce ce = Admission AST
Surveillance Number of patients wi ssion AST
Testing performed / Numb ients admission
(AST) AST eligible x1
(MRSA & Discharge/Transfer
VRE only) Dischargeignsfer AST Percent Adherence | AST
= Nuffabé offpatients with
discharge/transfer AST performed /
‘{ger of patients discharge/transfer AST
e x100.
Active Numerator & \\Eligible patients = Eligible patients = Direct Admission
Surveillance | Denominator: % All NHXx Prevalence Rates
Testing MDRO and CQ (Al patients (No history) of MDRO by AST
Outcome Preventio s & | regardless of history Eligibility
Measures Outco sures of MDRO)
(MRSA & Mo itoring AST Admission AST Admission
VRE Only) Prevalence rate = Prevalence rate =
Number of Number of
. admission AST or admission AST or
\a.) clinical positive / clinical positive +
Number of Number of known
Q admissions x100 positive / Number of
admissions x100.
Direct MDRO
AST Incidence Rate = Number of Healthcare
discharge/transfer AST or clinical positive | Acquisition
cases / Number of patient days x 1,000
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Surveillance

Denominator:

MDRO and CDI
Prevention Process &
Outcome Measures
Monthly Monitoring

admission to the locatiog (i ring by

inpatient location), or monitoring

by overall facility-wi h%@ ent =
é%’paﬂent

FacWidelN) / Nu
admissions to t n or facility x 100

Location

t Admission Prevalence
nity-Onset = Number of
revalent LabID Events to a

N I%n that are CO / Total number

sion Prevalent LabID Events x 100

Location Percent Admission Prevalence
that is Community-Onset Healthcare
Facility-Associated = Number of
Admission Prevalent LablD Events to a
location that are CO-HCFA / Total number
Admission Prevalent LablD Events x 100

Location Percent Admission Prevalence
that is Healthcare Facility-Onset = Number
of Admission Prevalent LabID Events to a
location that are HO / Total number of
Admission Prevalent LablD Events x 100

Overall Patient Prevalence Rate = Number
of 1% CDI LabID Events per patient per
month regardless of time spent in location
(i.e., prevalent + incident, if monitoring by
inpatient location), or facility (i.e., CO +

Forms Rate Measures
Method
CDI Numerator: Direct HAI CDI
Infection CDI Infection Event C. Difficile Infection rate = Number of C. Incidence Ra
Surveillance difficile healthcare-associated infections/ \%
Denominator: Number of patient days x 10,000
MDRO and CDI Q
Prevention Process & O
Outcome Measures
Monthly Monitoring
CDI Numerator: Inpatient Reporting: Proxy Measures
Laboratory | Laboratory-ldentified | Admission Prevalence Rate = Nu for
Identified MDRO or CDI Event non-duplicate CDI LablD Event CDI Exposure
Event patient per month identified 3%after Burden
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Surveillance | Forms
Method

Rate

Measures

CO-HCFA + HO, if monitoring by overall
facility-wide inpatient=FacWidelN) /
Number of patient admissions to the
location or facility x 100

Outpatient Reporting:

all non-duplicate CDI LablID Events per

patient per month for the location (if
monitoring by outpatient location
facility (if monitoring by overall faciit

wide outpatient=FacWideOWT ¥/ ber
of patient encounters for,th or

Outpatient Prevalence Rate = Number of Q

o

facility x 100 \ %

Location CDI Inci te = Number of
Incident CDI L nts per month
identified > gys after admission to the

location / er of patient days for the
Iocati 0

Fa€ility CDI Healthcare Facility-Onset

ce Rate = Number of all Incident

CDI LabID Events per month in the

facility x 10,000 (this calculation is only
accurate for Overall Facility-wide Inpatient
reporting)

%\\facility/ Number of patient days for the

Facility CDI Combined Incidence Rate =
Number of all Incident HO and CO-HCFA
CDI LablID Events per month in the facility
/ Number of patient days for the facility x
10,000 (this calculation is only accurate for
Overall Facility-wide Inpatient reporting)

Proxy Measures
for

CDI Healthcare
Acquisition
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Appendix 1. Guidance for Handling MDRO and CDI Module Infection Surveillance and
LabID Event Reporting When Also Following Other NHSN Modules

If a facility is monitoring CLABSIs, CAUTIs, or VAPs within the Device-Associated Module and/or §SIs
or PPPs within the Procedure-Associated Module and is also monitoring MDROs (i.e., MRSA) iﬁ

MDRO and CDI Module, then there are a few situations where reporting the infection or LabIDrse y
be confusing. The following scenarios provide guidance to keep the counts and rates consistg[t
your facility and between all of the NHSN Modules. These rules apply to the reporting of @\
infections (BSI, UTI, PNEU, and SSI) caused by an MDRO selected for monitoring.

)

Device-Associated Module with MDRO and CDI Module \T

Scenario 1: Facility is following CLABSI, CAUTI, or VAP along wi
possibly LablD Event Reporting in the same location: R
Infection identified that was NOT present or incubating on admi |\ Is location.

1. Report the infection (BSI, UTI, or PNEU). \

2. Answer “Yes” to the MDRO infection question.
This fulfills the infection reporting requirements of both es"in one entry and lets the NHSN reporting
tool know that this infection should be included in bot{e Device-Associated and the MDRO infection

nfection Surveillance and

datasets and rates.

3. If following LabID event reporting in th€ @ ocation, report also (separately) as a LabID Event (if
meets the MDRO protocol criteria for LABKDEvent).

.

Scenario 2: Facility is following CL SI,\AUTI, or VAP along with MDRO Infection Surveillance and
possibly LablD Event Reporting i iple locations:

Infection identified within 48 h atient being transferred from one location (the transferring location)
to another location (the new |

»UT]I, and PNEU) and attribute to the transferring location, if transferring
location was fo at Event Type (BSI, UTI, PNEU) during the Date of Event.

andéribu
o\
P &-Associated Module with MDRO and CDI Module

Note: SSlIs and PPPs are associated with a procedure and not a patient location, but
MDROs are connected with the patient location.

bID event reporting in the new location, report also (separately) as a LablD Event
to the new location (if meets the MDRO protocol criteria for LabID event).
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Scenario 3: Facility is following SSI or PPP along with MDRO Infection Surveillance and possibly LablD
Event Reporting:
Patient has surgery, is transferred to a single unit for the remainder of the stay, and during the current stay

acquires an SSI or PPP.
1. Report the infection (SSI, PPP) and attribute to the post-op location. *
2. Answer “Yes” to the MDRO infection question, if the post-op location is following tha
during the month of the date of event.
3. If following LabID event reporting in the post-op location, report also (separately) ablD Event
(if meets the MDRO protocol criteria for LablD event).

Scenario 4: Facility is following SSI along with MDRO Infection Surveillancg ale%v LabID Event
Reporting:

Patient has surgery, is either discharged immediately (outpatient) or transf tO% unit (inpatient), is
discharged, and subsequently is readmitted with an SSI.
1. Report the infection (SSI) and attribute to the discharging (po ation (not the readmission
location).

2. Answer “Yes” to the MDRO infection question, if the di

that MDRO during the Date of Event*.
3. If following LablD event reporting in the readmittgd' g
specimen was collected, report also (separatel;@ alL

location was following

Ion or outpatient clinic where the
ID Event (if meets the MDRO protocol

criteria for LablID event).
* This change corrects the guidance addressing the Qutilize a single event for different surveillance
purposes, i.e., that the entry of one eveni( may fulfill reporting requirements in another module
(MDRO Infection Surveillance option) a use of cross-over in calendar months, may result in

conflicting reporting requirements fwa n.
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Vaccination Module

Background

Influenza infections are associated with increased medical costs, hospitalizations, lost $
productivity, and thousands of deaths every year in the United States. The majority of deat
from seasonal influenza occur in adults aged > 65 years."™ Annual influenza vaccinatiopdstpe

best way to reduce the risk for complications from influenza infections and in the Unit tes
is now recommended for all persons aged > 6 months.
Annual epidemics of seasonal influenza usually occur during the late fall thr Qly spring

each year. During these times, rates of infection with influenza are high
65 years of age, in children < 2 years and persons of any age who have
placing them at increased risk for the complications of influenza. (E'"

persons aged >
conditions
ionally, a variant
strain and requires a

n was novel Influenza A
y to prevent influenza virus

strain of influenza will emerge that is distinct from the expected s

separate vaccination for prevention. In 2009-10, this non-se %
(H1N1) 2009. Annual influenza vaccination is the most eff?b'.

infection and its complications. :

Methodology &

The Vaccination Module targets the healthc ility’s inpatient population, who are greater
than 6 months of age. Two separate a hes (Summary Method or Patient-Level Method) are
used to report data for the Vaccinatio %Ie. The module can be completed using either
(Summary Method or Patient-Level Method) or prospective
surveillance (Patient-Level M Either method may be used during the influenza season.
When vaccinations for mor e subtype are recommended during a season, use a single
method and report data separatiely for each vaccination subtype. For example, report a Summary
Method record for se cination and one for the non-seasonal subtype. Multiple
admissions by the tient during the same month should be evaluated as separate
encounters for t 'si&le.

retrospective medical record rev

A trained in al shall initially seek to identify all inpatient admissions as meeting criteria

for seasgmal vacCcination during the review period, and determine if influenza vaccination was

offe?@then either accepted or declined during the course of the patient’s admission.
other than the IP may be trained to perform these observations.

he :DC forms 57.130, 57.131, 57.133 are used to collect all required data for this module

pending on whether Summary Method or Patient-Level Method is the selected surveillance
approach.
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An optional tool, Influenza Vaccination Standing Orders form (CDC 57.134), is also available to
provide a chart document that will allow for the capture of needed data elements to complete this
module. The minimum requirement to participate in this module is one month during the

influenza season (September through April), but maximal benefit is obtained by completing the*

module for each month of the entire influenza season. \

Introduction: The Summary Method requires the use of a single form, the Va:i@w Monthly

Summary Method

Monitoring Form — Summary Method (CDC 57.130 and Tables of Instructio ble 14) to
collect all data for the period of surveillance. There will be a Summary leted for each
month the facility is following influenza vaccination for the influenza his retrospective
method consists of determining the total number of patients in eig categories during
the surveillance month(s). The value of this type of surveillange i mplicity of data
collection requirements.
Settings: This is a facility-wide surveillance in which al @ inpatients will be monitored
during the selected month(s). A
Requirements: Surveillance will consist of,ar, '&of all NHSN inpatients facility-wide to
determine 1) whether they meet criteria for% influenza vaccination, 2) how many were
previously vaccinated, and 3) the number meetigg criteria who are offered and receive influenza
vaccination during their admission. Iw%;es of seasonal influenza vaccine are required for
children 6 months—8 years receiving x I influenza vaccine for the first time (see latest

t

CDC/ ACIP recommendations f%ai ). Ideally, the facility should conduct the surveillance
during each month of the infl% ason (September through April).

Definitions: All box n rsirefer to boxes on the Vaccination Monthly Monitoring Form-
Summary Method (C 0).

NHSN inpatient: t whose date of admission to the healthcare facility and the date of
discharge are di alendar days.

Total numbergf Patient admissions (Box 1): The count of all NHSN inpatients admitted to the

facility,

Totalq%ﬂr of patients aged 6 months and older meeting criteria for influenza vaccination (Box
unt of NHSN inpatients meeting criteria for vaccination. Include in this count any

patignts who have been previously vaccinated during the current influenza season.

Total number of patients previously vaccinated during current influenza season (Box 3): During
the month selected for surveillance, the count of all NHSN inpatients who had previously
received influenza vaccination during the current influenza season by either history or
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documentation. Patients requiring a second vaccine should not be included in the count of those
previously vaccinated.

season (Box 4): During the month selected for surveillance, the count of NHSN inpatients

Total number of patients meeting criteria not previously vaccinated during the current influenza
meeting criteria (Box 2) minus the count of NHSN inpatients meeting criteria previously Q\

vaccinated during the current influenza season (Box 3).

contraindication (Box 5): The count of NHSN inpatients meeting criteria offeredeac@ination but
who declined for reasons other than medical contraindication. Refer to Taple amples of
personal (non-medical) reasons for declining vaccination. \

Patients meeting criteria offered vaccination but declining for reasons other than %dica

Patients meeting criteria offered vaccination but having medical c
count of NHSN inpatients offered vaccination but who declined b
contraindication(s). Refer to Table 1 for examples of medica\

hcation (Box 6): The

Patients meeting criteria receiving vaccination during ad

Box 7): The count of patients
a vaccination during the course of

with documentation in the medical record of receivin
their hospital admission prior to being discharged.&

Total number of patients offered vaccinatio ). The sum of the count of all NHSN
inpatients offered vaccination but who decli reasons other than medical contraindication
(Box 5) plus all patients offered vacc@but who declined because of medical

contraindication (Box 6) plus all NH tients with documentation in the medical record of
receiving influenza vaccination Guring the course of their hospital admission prior to being
discharged (Box 7). The numbgrinhis box should be less than or equal to the number in Box 4.

Refer also to the Key Ter ter 16, for other definitions.

Vaccination Mont nitoring Form-Summary Method (CDC 57.130) in boxes 1-8 for the

Numerator and D‘&'n tor Data: The numerator and denominator data are reported on the
month(s) sele urveillance (Tables of Instructions, Table 14).

Data lysis® Data aggregated across the entire facility are stratified by time (e.g., month,
infla& type, influenza season). Table 2 shows the formulas for metrics that can be

& rom the Summary Method.
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Table 1: Formulas for Metrics: Summary Method
All data come from Boxes 1-8 of the Vaccination Monthly Monitoring Form—Summary Method
(CDC 57.130)
\
Metric Summary Formula (x 1o&)\ﬁ
1 Prevalence rate for inpatients not previously vaccinated Box 4
among all inpatient admissions Dox 4
Box 1
2 Adherence rate for offering influenza vaccination to
inpatients among all eligible inpatients * 4
3 Adherence rate for receiving influenza vaccination by \ ox 7
inpatients among all inpatients Box 4
4 Adherence rate for receiving influenza vaccination by Box 7
inpatients among all medically eligible inpatients * Box 4 - Box 6
5 Adherence rate for receiving influenza vaccination by Box 7
inpatients among all medically eligible, willing inpati (Box 4 — Box 6) + Box 5
6 Declination rate for inpatients eligible for influenz Box 5 + Box 6
vaccination among all inpatients offered vaccine Box 8
7 Declination rate due to personal (non-medical) reasons for B
. . . . . ox 5
inpatients eligible for influenza vaccinati gall P
) ) . Box 8
inpatients offered vaccine K
8 Declination rate due to medical contraindfeations for
. ] .. : L Box 6
inpatients eligible for influenza v tion among all Do o
. . . Box 8
inpatients offered vaccine \
9 Failure rate for offering v e to inpatients medically
. . > O . Box 4 — Box 8
eligible for influenza va n among all medically IR —
oo ; Box 4 - Box 6
eligible inpatients
10 | Prevalence rate o tients previously vaccinated
) ) . . Box 3
during the curr nfluenza season among all inpatient —Box 1
admissions @

Patjer%ev Method
r xtion: The Patient-Level Method requires the use of two forms, the Vaccination
Mowthly Monitoring Form—Patient-Level Method (CDC 57.131), and the Patient Vaccination
m (CDC 57.133), with Tables of Instructions, Table 14 to collect all data for the period of
surveillance. The patient vaccination forms must be completed when the facility is following
influenza vaccination for inpatients. The value of this method is that the information collected

will assist facilities in identifying whether NHSN inpatients meeting criteria for influenza
vaccination during an admission are actually receiving vaccination, and the details of those
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vaccinations. Additionally, IPs will be able to identify specific gaps in adherence and
recommend changes in practices to ensure that eligible patients are being vaccinated.

Settings: This is a facility-wide surveillance in which all NHSN inpatients will be monitored
during the selected month(s).

Requirements: Surveillance will consist of a review of all NHSN inpatients facility-wigd Q
determine whether they meet criteria for influenza vaccination who are offered and rec‘
influenza vaccination during the course of their admission. Surveillance must be conducted for at
least one calendar month during the influenza season as indicated in the Patient S@Monthly
Reporting Plan (CDC 57.106). During seasons when seasonal and non-segsom ype
vaccinations are recommended, such as 2009-10, monitoring is required uenza
vaccinations, unless both doses have been received. Patients requiring vaccine
shouldn’t be included in the count of those previously vaccinated. gation Monthly
Monitoring Form-Patient-Level Method (CDC 57.131) and a Pat] cination form (CDC
57.133) need to be completed for each of the 2 doses given. x CDC/ACIP

recommendations for current season details). Ideally the f ould conduct the surveillance
during each month of the influenza season (Septembert%71 pril).
en

The Patient-Level Method requires determination g# th ber of NHSN inpatients in the
following categories for the month selected for . (All box numbers refer to the boxes

found on the Vaccination Monthly Monitori —Patient-Level Method [CDC 57.131]):
e  Total number of NHSN patient admiss Box 1).
e  Total number of NHSN patien§ p@busly vaccinated during the current influenza season

(Box 2). \

In addition, all NHSN inpatie issions found to meet criteria for influenza vaccination but
not previously vaccinated dugi current influenza season will need to have a Patient
Vaccination form (CDC é completed as indicated. For those patients who decline
influenza vaccination for declination (medical contraindications and personal) are
captured (Table 2)

f Medical Contraindications to Influenza Vaccination and of
ns for Declining Influenza Vaccinations

Meqm@ntramdications Allergy to vaccine components
\ History of Guillain-Barré syndrome within 6 weeks of
previous influenza vaccination
& Current febrile illness (Temp > 101.5°)
rsonal (non-medical) reasons for | Fear of needles/injections
declining vaccination Fear of side effects
Perceived ineffectiveness of vaccine

Religious or philosophical objections
Concern for transmitting vaccine virus to contacts
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Review all NHSN inpatient admissions and determine whether they meet the criteria for

influenza vaccination. Note that all NHSN inpatients that meet criteria but have previously been
vaccinated during the current influenza season do not require a Patient Vaccination form (CI&*
57.133) to be completed, but should be totaled and entered on the Vaccination Monthly

Monitoring Form—Patient-Level Method (CDC 57.131) in Box 2. Q

Definitions: All box numbers refer to the boxes found on the Vaccination Monthly Monitoring
Form-Patient-Level Method (CDC 57.131). b

NHSN Inpatient: A patient whose date of admission to the healthcare fagi '@he date of
discharge are different calendar days.

Total number of patient admissions (Box 1): The count of all NH8NN ients admitted to the
facility. \]

Total number of patients previously vaccinated during the fluenza season (Box 2): The
count of all NHSN inpatients who had previously receivz nza vaccination during the

current influenza season by either history or documentatiop. Patients requiring a second vaccine
should not be included in the count of those previO{ly vactinated, unless both doses have been

received.
Refer also to the NHSN Key Terms, C;ha@r other definitions.

Numerator and Denominator Dat& rator data are reported on the Patient Vaccination
form (CDC 57.133). In additiorfsgome wumerator and denominator data are reported on the
Vaccination Monthly Monitori —Patient-Level Method (CDC 57.131).

Data Analysis: Data agg across the entire facility are stratified by time (e.g., month,
influenza subtype, inf ason). Table 3 shows the formulas for metrics that can be
calculated from the t-Level Method.

Table 3: Fo u;s for Metrics: Patient-Level Method

Data cogae from two CDC forms:
- 4 of the Vaccination Monthly Monitoring Form—Patient-Level Method (CDC 57.131)
Vaccination (PV) form (CDC 57.133)

ri Patient Vaccination Formula (x 100)
1" | Prevalence rate for inpatients
not previously vaccinated Box 4
among all inpatient Box 1
admissions
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Table 3: Formulas for Metrics: Patient-Level Method

Data come from two CDC forms:
Boxes 1 - 4 of the Vaccination Monthly Monitoring Form—Patient-Level Method (CDC 57.131)
Patient Vaccination (PV) form (CDC 57.133)

\
Metric Patient Vaccination Formula (x 100) \W

2 | Adnerence rate for offering Total # PV Forms *Vaccine offered” = “¥esk
influenza vaccination to Box 4

inpatients among all eligible
inpatients
3 | Adherence rate for receiving
influenza vaccination
inpatients among all inpatients
4 | Adherence rate for receiving . " _ e
. - administered” = “Yes
influenza vaccination by - s e
Yaccine declined” = “Yes

e : Box 4 — Total # P\, Parfs
inpatients among all medically due to x = ntraindications
eligible inpatients

Total # PV Forms “Vaccine a8mifiistered” = “Yes”

5 | Adherence rate for receiving Total # PV F accine administered” = “Yes”
influenza vaccination by (Box 4 —Total orms “Vaccine declined = “Yes” due to
inpatients among all medically | medical cogttaindication) + “Vaccine declined” = “Yes” due
eligible, willing inpatients to personal reasons

6 | Declination rate for inpatients
eligible for influenza tal # PV Forms “Vaccine declined” = *Yes”
vaccination among all . Total # PV Forms “Vaccine offered = “Yes”

inpatients offered vaccine \
7 | Declination rate due to

personal (non-medical) ¢ Total # PV Forms
reasons for inpatients ehigi w . s
for influenza vaccindion Vaccine declined” = “Yes _due to personal reasons
o Total # PV Forms “Vaccine offered” = “Yes”
among all inpatiefits‘affered
vaccine %
8 Decl_lnatl R _etp Total # PV Forms
medic traindications for

“Vaccine declined” = “Yes” due to medical
contraindications
Total # PV Forms “Vaccine offered”= “Yes”

inpatiertts elfgible for

i za vaccination among
tients offered vaccine
ure rate for offering
vaccine to inpatients

« medically eligible for Box 4 — Total # PV Forms “Vaccine offered” = “Yes”

influenza vaccination amon w X o< » - —
) . g Vaccine declined” = “Yes” due to medical contraindications
all medically eligible

inpatients
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Table 3: Formulas for Metrics: Patient-Level Method

Data come from two CDC forms:
Boxes 1 - 4 of the Vaccination Monthly Monitoring Form—Patient-Level Method (CDC 57.131)
Patient Vaccination (PV) form (CDC 57.133)

10 | Prevalence rate of all

\
Metric Patient Vaccination Formula (x 100) \W

inpatients previously Box 3
vaccinated among all inpatient Box 1
admissions
.
Optional Standing Orders Form for Influenza Vaccinati a Collection
An optional Influenza Vaccination Standing Orders form (CDC 5 n be used as part of an

inpatient medical record is available as part of this module t i data collection. See
Tables of Instructions, Table 18, for completion instructions\

RY%
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NHSN Patient Safety Component
Tables of Instructions

Table | CDC Form | Title Page |
1 57.106 Instructions for Completion of the Patient Safety Monthly 3
Reporting Plan Form
2 57.108 Instructions for Completion of the Primary Bloodstream
Infection (BSI) Form Q
2a All NHSN Instructions for Completion of Pathogen Information on Event I
event forms Forms
3 57.125 Instructions for Completion of the Central Line Inserti 12
Practices (CLIP) Adherence Monitoring Form |, *
4 57.111 Instructions for Completion of the Pneumonia (P 15
5 57.114 Instructions for Completion of the Urinary Tra; on 18
(UTI) Form
6 57.118 Instructions for Completion of the De 21
Intensive Care Unit (ICU)/Other locati t NICU or
SCA) Form
7 57.117 Instructions for Completion of the©efioy 23
Specialty Care Area (SCA) Fowmq
8 57.116 Instructions for Completion@f the Denominators for 25
Neonatal Intensive Ca it (NICU) Form
9 57.109 -
For Instructions for ion of the Denominators for
Outpatient Dialysis: Dralysis event (DE) Form see
http://www&@mhsn/psc da_de.html
~ 4
10 [57.119 \ -
For i ion for Completion of the Dialysis Census Form
ee .cdc.gov/nhsn/psc_da_de.html
11 57.123 tructions for Completion of the AUR Option of the 29
57.124 edication-Associated Module
12 57.1 Instructions for Completion of the Surgical Site Infection 30
(SSI) Form
13 57. Instructions for Completion of the Denominator for 33
Procedure Form
14 130 Instructions for Completion of the Vaccination Monthly 37
Monitoring Form — Summary Method
57.131 Instructions for Completion of the VVaccination Monthly 39
Monitoring Form — Patient-Level Method
16 57.132 This form has been retired and is no longer used. -
17 57.133 Instructions for Completion of the Patient Vaccination Form 41
18 57.134 Instructions for Completion of the Influenza Vaccination 43
Standing Orders — Optional Form
19 57.128 Instructions for Completion of the Laboratory-identified 45
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Tables of Instructions

Table | CDC Form

Title

Prevention Process and Outcome Measures Monthly
Monitoring Form

Page
(LabID) MDRO or CDI Event Form

20 57.126 Instructions for Completion of the MDRO or CDI Infection 48
Event Form

21 57.127 Instructions for Completion of the MDRO and CDI 51
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Table 1. Instructions for Completion of the Patient Safety Monthly
Reporting Plan Form (CDC 57106) (Tables of Instructions List)

Data Field Instructions for Form Completion
Facility ID # The NHSN-assigned facility ID will be auto-entered by the comp
Month/Year Required. Enter the month and year for the surveillance plan ber

recorded; use MM/YYYY format.
No NHSN Patient Safety |Conditionally required. Check this box if you do not plan to

Modules Followed this |any of the NHSN Patient Safety Modules durlng the nd year
Month selected.
Device-Associated Module

Locations Conditionally required. If you plan to foIIo -assomated
events, enter the location codes for thos ocations where
patients are housed overnight and frgm ou will collect
denominator data (i.e., inpatient I you plan to follow CLIP
(see below), any type of patient ion where central lines are
inserted may be entered. ‘@'

CLABSI Conditionally required. If an to follow device-associated

u will collect central line-associated
BSI) data and corresponding summary
(denominator) d ocation in the left column.

DE Conditionally requited. If you plan to follow device-associated

events, crﬁ@box if you will collect dialysis event (DE) data and

events, check this box if
bloodstream infectio

mary (denominator) data for the outpatient dialysis

correspon
Iocathh left column.
VAP ly required. If you plan to follow device-associated

eck this box if you will collect ventilator-associated
edmonia (VAP) data and corresponding summary (denominator)
for the location in the left column.
CAUTI Conditionally required. If you plan to follow device-associated
® events, check this box if you will collect catheter-associated urinary
tract infection (CAUTI) data and corresponding summary
(denominator) data for the location in the left column.

CLLP Conditionally required. Check this box if you will collect central line
\ insertion practice (CLIP) data for the location indicated in the left
column. These locations may be any type of patient care area where
&Q central lines are inserted (e.g., ward, OR, ED, ICU, outpatient clinic,
etc.).

Procedure-Associated Module

Procedures Conditionally required. If you plan to follow procedure-associated
events, list the procedure codes for those NHSN operative procedures
for which you will collect data about selected procedure-associated
events and procedure-level denominator data.
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Data Field Instructions for Form Completion
SSI (Circle one setting) [Conditionally required. For each selected NHSN operative procedure
in the left column, if you plan to follow SSlIs, choose the patient
population for which you will monitor this procedure. Circle “In” to %

follow only inpatients, circle “Out” to follow only outpatients, or

circle “Both” to follow inpatients and outpatients. 1f SSIs will n

monitored for a listed procedure for this month, do not circle

the choices.

Post-procedure PNEU  |Conditionally required. For each selected NHSN operatiye procedure
in the left column, if you plan to follow post-procedur%monia
(PPP), circle “In”. If you do not monitor PPP, leau€ tr

NOTE: Inpatient (“In”) is the only setting optieN

procedure pneumonia.

Medication-Associated Module: Antimicrobial Uség

Locations Conditionally required. If you plan te_f @ the antimicrobial use
and/or resistance (AUR) options, e [i&"location codes for those

facility locations from which you" Vi Ilect data about antimicrobial
use and/or resistance.
Antimicrobial Use Conditionally required. Che you will submit antimicrobial use

data for the selected Iocﬁn.

Antimicrobial Resistance [Conditionally re irme ck if you will submit antimicrobial
resistance data fg%c cted location.
an

nmarked.

MDRO DI Module
For reporting overall facility-widéd%.
Locations Conditignallywequired. Choose either FacWidelN, to perform overall
(FacWidelN/OUT) facilj tde surveillance for all inpatient locations, or FacWideOUT,
t %ﬁ overall facility-wide surveillance for all outpatient

caions, if you plan to perform LabID Event reporting for an
nism at the facility-wide level, instead of by location (i.e., using
ethods C or D). To report LablD Events from both overall facility-
® wide inpatient and outpatient locations, you must choose both
FacWidelN and FacWideOUT. (These will be added on two separate

rows.)
Specifig®rgantsm Type |Conditionally required. Enter each organism you will be following for
¢ LabID Event reporting at the facility-wide level: MRSA,
\ MRSA/MSSA, VRE, CephR-Klebsiella spp., CRE-E. coli, CRE-
Q Klebsiella spp., MDR-Acinetobacter spp. and/or C. difficile.
abID Event Conditionally required. Choose whether you plan to report the
(All specimens or Blood [specific MDRO as LabID Events at the facility-wide level for All
specimens only) specimens or for Blood specimens only. C. difficile must be reported
for All specimens for LabID Event reporting at the facility-wide level.
Locations Conditionally required. If you plan to perform Infection Surveillance

and/or LablD Event reporting by specific location (i.e., Methods A or
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Data Field Instructions for Form Completion
B), or if you plan to monitor process and/or outcome measures, then
indicate the location(s) where specific monitoring will occur. You
must add/complete a row for a second and each subsequent location.
Specific Organism Type |Conditionally required. Enter the organism you will be monitorin
a specific location: MRSA, MRSA/MSSA, VRE, CephR-Klebsj
spp., CRE-E. coli, CRE-Klebsiella spp., MDR-Acinetobacte@

and/or C. difficile. If you plan to monitor more than one org Ina
location, then a separate row must be completed for eachsgrganism for
that location.

Infection Surveillance  |Conditionally required. For the given location an m, indicate
if you plan to participate in Infection Survelll ction
Surveillance or LabID Event reporting in a@ patient care area

is required for each organism your facil s to monitor
(MRSA, MRSA/MSSA, VRE, CephR- a spp., CRE-E. coli,
CRE-Klebsiella spp., MDR-Acine pp. and/or C. difficile).

AST Conditionally required. For the gifer™Nocation and MRSA or VRE, if

Timing you plan to perform active sur @ e testing (AST) for MRSA or
VRE, indicate whether testiﬂg@ll pe done on admission (Adm) only
or at admission and at digtharge/transfer (Both).

AST Conditionally requir the given location and MRSA or VRE,

Eligible circle “All” if alk will be eligible for AST, or, circle “NHx” to
indicate that the onlypatients eligible for testing will be those with no
history ofJ\/I or VRE colonization or infection in the past 12
months as nted by the admitting facility.

Incidence CondN equired. Select if you plan to report incidence of the
org RSA or VRE) at the location listed in the left column

T and clinical positives.

Prevalence tionally required. Select if you plan to report prevalence of the
ganism (MRSA or VRE) at the location listed in the left column
% using AST, clinical positive, and known positives.

LabID Event Conditionally required. For the given location and organism, indicate
(All Speci if you plan to monitor for Laboratory-identified (LablD) Events.
Infection Surveillance or LabID Event reporting in at least one patient
. % care area is required for each organism your facility chooses to
\ monitor (MRSA, MRSA/MSSA, VRE, CephR-Klebsiella spp., CRE-

Q E. coli, CRE-Klebsiella spp., MDR-Acinetobacter spp. and/or C.
/&H difficile).

Conditionally required. Select this if you plan to monitor Hand
Hygiene adherence in the location specified. Ideally, this should be
the patient care location(s) also selected for MDRO or C. difficile
surveillance.

GG Conditionally required. Select this if you plan to monitor gown and
gloves use adherence in the location specified. Ideally, this should be
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Data Field Instructions for Form Completion

the patient care location(s) also selected for MDRO or C. difficile
surveillance.

Vaccination Module

Summary-Method or Conditionally required. If you plan to follow this module, select eit
Patient-level Method: Summary-Method or Patient-level Method.

January 2012 14-6



NHSN Patient Safety Component
Tables of Instructions

Table 2. Instructions for Completion of the Primary Bloodstream

Infection (BSI)

Form (CDC 57108) (Tables of Instructions List)

Data Field Instructions for Data Collection
Facility ID # The NHSN-assigned facility ID will be auto-entered by the com
Event # Event ID number will be auto-entered by the computer.
Patient ID # Required. Enter the alphanumeric patient ID number. This

identifier assigned by the hospital and may consist of agyacombination of

numbers and/or letters.

Social Security #

Secondary ID #

Medicare # Optional. Enter the patient’s Medicare
Patient name Optional. Enter the last, first, and middie
Gender Required. Check Female, Male, oRQO

patient.

Date of Birth

Required. Record the date of the

]
ptient birth using this format:
MM/DD/YYYY.

Ethnicity
Hispanic or Latino

Not Hispanic or Not Latino

Optional.
ino, check this box.

If patient is Hispa ic@
If patient is not H&n

Race

IC or not Latino, check this box.
Optional. £

Event type

Date of event

O

Il the boxes that apply to identify the patient’s race.
Requiged. :
Req '\I’he date when the first clinical evidence of the BSI appeared or
the @b blood culture was collected, whichever comes first. Enter date
jS*€vent using this format: MM/DD/YYYY. NOTE: If a device has
pulled on the first day of the month in a location where there are no
her device days in that month, and a device-associated infection

develops after the device is pulled, attribute the infection to the previous
month.

Post-procedure Bi g i

Optional. Check Y if this event occurred after an NHSN defined
procedure but before discharge from the facility, otherwise check N.

NHSN pre eﬂbcode
QO

Conditionally required. If Post-procedure BSI =Y, enter the appropriate
NHSN procedure code.

NOTE: A BSI cannot be “linked” to an operative procedure unless that
procedure has already been added to NHSN. If the procedure was
previously added, and the “Link to Procedure” button is clicked, the fields
pertaining to the operation will be auto-entered by the computer.

ICD-9-CM procedure code

Optional. The ICD-9-CM code may be entered here instead of (or in
addition to) the NHSN Procedure Code. If the ICD-9-CM code is entered,
the NHSN code will be auto-entered by the computer. If the NHSN code
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Data Field

Instructions for Data Collection

is entered first, you will have the option to select the appropriate ICD-9-
CM code. In either case, it is optional to select the ICD-9-CM code. Only
those ICD-9-CM codes identified in Table 1 of the Surgical Site Infecti
Event Chapter (Chapter 9 of NHSN Manual: Patient Safety Comp
Protocol) are allowed.

MDRO infection

Required. Enter “Yes”, if the pathogen is being followed for LafgBiion
Surveillance in the MDRO/CDI Module in that location as p your
Monthly Reporting Plan: MRSA, MSSA (MRSA/MSSAw, VRE, CephR-
Klebsiella, CRE-E. coli, CRE-Klebsiella, MDR-Acinet@er or C.
difficile.

If the pathogen for this infection happens to b
is not following the Infection Surveillance i RO/CDI Module in

your Monthly Reporting Plan, answer “ iS question.

O but your facility

Location

Required. Enter the inpatient locatien the patient was assigned

when the BSI was identified. x
If the BSI develops in a patient withi hours of transfer from a

location, indicate the transferri ion, not the current location of the
patient, in accordance with m&ansfer Rule (see Key Terms section).

Date admitted to facility

Required. Enter date patfent admitted to facility using this format:
MM/DD/YYYY. NS Inpatient is defined as a patient whose date of
admission to the healtycage facility and the date of discharge are different
calendar days. Wherngdetermining a patient’s admission dates to both the
facility and ific inpatient location, the NHSN user must take into
account all ays, including any days spent in an inpatient location as
an “obServation” patient before being officially admitted as an inpatient to
the 1Yy as these days contribute to exposure risk. Therefore, all such
d Included in the counts of admissions and patient days for the

ciliey and specific location, and facility and admission dates must be

ed back to the first day spent in the inpatient location.

Risk Factors:

If ICU/Other locatio %I
line &

Required. Answer this question if the location is an intensive care unit
(ICU) or location other than a specialty care area (SCA) or neonatal
intensive care unit (NICU). Check Y if patient had a central line during
the 48 hour period before event date, otherwise check N.

NOTE: If the patient has both a peripheral and a central line and the BSI
can clearly be attributed to the peripheral line (e.g., pus at insertion site
and matching pathogen from pus and blood), check N.

R,
&
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Data Field

Instructions for Data Collection

Risk Factors:
If Specialty Care Area,
Permanent central line

Temporary central line

Required. Answer these questions if the location is an SCA:

Check Y if patient had a tunneled or implanted central line during th

ed
hour period before event date, otherwise check N. \%

NOTE: If the patient has both a peripheral and a cent@ and the BSI
can clearly be attributed to the peripheral line (g,9. insertion site
and matching pathogen from pus and blood),

Check Y if patient had a non-tunneled central line during th
period before event date, otherwise check N.

Risk Factors:
If NICU,

Central line

Birthweight

n NICU: Check Y if

Required. Answer these questions if the locatiom
r 48-hour period before

patient had a non-umbilical central line
event date, otherwise check N. -

Required. Enter patient’s weigh?z\.\me of birth in grams, not the

weight on the date of event.

NOTE: If the patient haﬁ)th a peripheral and a central line and the BSI

Location of device insertion

can clearly be attrib he peripheral line (e.g., pus at insertion site
and matching pa m pus and blood), check N.
Optional. Enter theYgatient location where the central line was inserted.

o If theghatient has more than one central line, enter the location
wh first central line was inserted.
. the patient has both a permanent and a temporary central line,

@\r the location where the temporary line was inserted.

i . Enter the date the central line was inserted. If the patient has
han one central line, enter the insertion date for the first line that
s inserted.

Event Details:
Specific event

Required. Check Laboratory-confirmed (LCBI).

Event Details
Specify criteria u

Required. Check each of the elements of the criterion that was used to
identify this infection.

Date of device insertion
Event Detail€:

sec
Died

Required. Check Y if patient died during the hospitalization, otherwise
check N.

Conditionally required if patient died. Check Y if the BSI contributed to
death, otherwise check N.

Ev ti}ta)%:
ntrtbuted to death
Event Details:

Discharge date

Optional. Date patient discharged from facility using this format:
MM/DD/YYYY.

Event Details:
Pathogen identified

Required. This field will be auto entered by the computer as Y. Specify
pathogens on reverse of form (see Table 2a for instructions).
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Data Field

Instructions for Data Collection

Custom Fields

Optional. Up to 50 fields may be customized for local or group use in any
combination of the following formats: date (MMDDY'YY), numeric, or

alphanumeric.

NOTE: Each custom field must be set up in the Facility/Custo \s
section of the application before the field can be selected for

Comments

Optional. Enter any information on the event.
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Table 2a. Instructions for Completion of the Back of the Following
Forms: Primary Bloodstream Infection (CDC 57.108); Pneumoni
(CDC 57.111); Urinary Tract Infection (CDC 57.114); Surgica
Infection (CDC 57.120); Dialysis Event (CDC 57.109); MDR
CDI Infection Event (CDC 57126) (Tables of Instructions List) e
Data Field Instructions for Data CoIIection/E%

For specified Gram-positive, |Up to three pathogens may be reported. If multiple patflogegs are

organisms, Gram-negative identified, enter the pathogen judged to be the mos

organisms, or other organisms, (infection as #1, the next most as #2, and the | @

Pathogen # will be indicated on the laboratory report). If

the lab report or is not found on the NH
“spp” choice for the genus (e.g., Baglll

Bacillus spp.). \\

If the event reported is an AB @sﬂ pathogen #1 must be an
uropathogen. (Uropathogen iGroBfganisms are: Gram-negative bacilli,

Staphylococcus spp., ye§ts beta-hemolytic Streptococcus spp.,

ant cause of
usually this order
ies is not given on
own list, then select the
would be reported as

Enterococcus spp., G, nalis, Aerococcus urinae, and Corynebacterium
(urease positive)

Note:** +Re Cor nebacterlum (unrease positive) as either
Coryneba% pecies unspecified (COS) or, as C. urealyticum
(CO ) i speciated.)

Antimicrobial agent and C
susceptibility results

ally required if Pathogen Identified =Y.
For those organisms shown on the back of an event form,
susceptibility results are required only for the agents listed.

For organisms that are not listed on the back of an event form,
enter a susceptibility result for at least one antimicrobial agent,
@ even if that result is “Not Tested”.
Circle the pathogen’s susceptibility result using the codes on the event
¢ f
6 orms
\ Additional antimicrobial agents and susceptibility results may be

.&Q reported for up to a total of 20 agents.
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Table 3. Instructions for Completion of the Central Line Insertion
Practices Adherence Monitoring Form (CDC 57.125) (tables of Instructi&

List)

Data Field Instructions for Form Completion
Facility 1D The NHSN-assigned facility ID will be auto-entered by the @ pliter.
Event # Event ID number will be auto-entered by the comqu
Patient ID Required. Enter the alphanumeric patient ID nu is is the

patient identifier assigned by the hospital a
combination of numbers and/or letters.
Social Security # Optional. Enter the 9-digit numeric pati

sist of any

ial Security Number.

Secondary 1D Optional. Enter the alphanumeric 4D r assigned by the facility.

Medicare # Optional. Enter the patient’s Me umber.

Patient name: Last, first, |Optional. Enter the last, first jddle name of the patient.

middle A

Gender Required. Check Female, Male or Other to indicate the gender of the
patient.

Date of Birth Required. Rec of the patient birth using this format:
MM/DD/YYYY.

Ethnicity Optiona‘l.

Hispanic or Latino|lf patienty %anic or Latino, check this box.

Not Hispanic or Not Latino|lf patient is not Hispanic or not Latino, check this box.

Race (specify) Q (@ al. Check all the boxes that apply to identify the patient’s race.
Event Type Rgquired. CLIP.

Location Required. Enter the location of the patient at the time of the central

%\ line insertion.
Date of inserti Required. Enter the date of central line insertion (MM/DD/YYYY).
Person recofdinguinsertion [Required. Select inserter or observer.

practicedata
Cerﬂ@inserter ID Optional. Enter the HCW ID# of the person inserting the central line.

st, First Optional. Enter last name and first name of person inserting the
central line.
ccupation of inserter Required. Check the occupational category of the person inserting the

central line Fellow; IV Team; Medical Student; Other Medical Staff;
Physician Assistant; Attending physician; Intern/Resident; Other
student; PICC Team. If Other than these, please specify.

Reason for insertion Required. Check the primary reason for inserting the central line: New
indication (e.g., hemodynamic monitoring, fluid/medication administration,
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Data Field Instructions for Form Completion
etc.); Replace malfunctioning central line; Suspected central line-
associated infection. If Other, please specify.

If Suspected central line- |Conditionally required. Answer this only if reason for insertion IN&

associated infection, was  |suspected central line-associated infection. Check Y if the centra
the central line exchanged |was exchanged over a guidewire; otherwise Check N.

over a guidewire?
Inserter performed hand  |Required. Check Y if the inserter appropriately performed

hygiene prior to central linefhygiene prior to inserting central line; otherwise checkel. Appropriate
insertion hand hygiene includes the use of alcohol-based ha soap and
water hand wash. If not observed directly, askein
Maximal sterile barriers  |Required. Indicate whether each of the 5 ba&
used appropriately, by checking Y or N.

NOTE: If inserter wore either a < @ ask with eye shield, the Y
box for Mask should be checked.

Skin preparation Required. Check all that apply, exidine gluconate; Povidone
iodine; Alcohol; Other. If an chosen, specify prep used.
Was skin preparation agent |Required. Check Y if the s rep agent was allowed to dry

e&f

completely dry at time of |completely at the timeNgf first skin puncture; otherwise select N. If not

first skin puncture? observed directly, rter.
Insertion site Required. Chec e of insertion of the central line: Femoral;

Jugular; Lower extfemity; Scalp; Subclavian; Umbilical; Upper
extremiﬁé
I

Optignal. GReck Y if antimicrobial coated catheter was used,;

e check N.

. Check the type of central line inserted:

sis non-tunneled; Dialysis tunneled; Non-tunneled (other than

ialysis); Tunneled (other than dialysis); PICC; Umbilical. If other,
please specify. ‘Other’ should only be marked when none of the other

@ options apply. It should not be used to specify brand names or
number of lumens. Most lines can be categorized accurately by

Antimicrobial coated
catheter used
Central line catheter type

resfif i ccessful

?' e placement?
&us om Fields Optional. Up to 50 fields may be customized for local or group use in

any combination of the following formats: date (MMDDY'YY),
numeric, or alphanumeric.

@ selecting from the options provided.
Did t@rtl n attempt |Required. Check Y if attempt was successful; otherwise check N.

NOTE: Each custom field must be set up in the Facility/Custom
Options section of the application before the field can be selected for
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Data Field

Instructions for Form Completion

use.

Comments

Optional. Enter any additional information on the central line

insertion. R : !
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Table 4. Instructions for Completion of Pneumonia (PNEU) Form
(CDC 57111) (Tables of Instructions List)

Data Field Instructions for Data Collection *

Facility ID # The NHSN-assigned facility ID will be auto entered by the
computer. e

Event # Event ID number will be auto entered by the computer.

Patient ID # Required. Enter the alphanumeric patient 1D nuw is the
patient identifier assigned by the hospital and ma t of any

I .

combination of numbers and/or letters.

Social Security # Optional. Enter the 9-digit numeric patient ecurity Number.

Secondary ID # Optional. Enter the alphanumeric ID b igned by the
facility. . ’é

Medicare # Optional. Enter the patient’s Meo% ber.

Patient name Optional. Enter the last, first, a% e name of the patient.

Gender Required. Check Female, M ther to indicate the gender of
the patient.

Date of birth Required. Record the dﬁof the patient birth using this format:

MM/DD/YYYY,
Ethnicity Optional.
Hispanic or Latino If patient is Hispani®or Latino, check this box.

%{

.

Not Hispanic or Not | If patient K ispanic or not Latino, check this box.
Latino

Race Opti

Il the boxes that apply to identify the patient’s race.
Event type uired. PNEU.

Date of event equired. The date when the first clinical evidence of the PNEU
@o appeared or the date the specimen used to make or confirm the

diagnosis was collected, whichever comes first. Enter date of this
event using this format: MM/DD/YYYY. NOTE: If a device has
been pulled on the first day of the month in a location where there
. 6 are no other device days in that month, and a device-associated
\ infection develops after the device is pulled, attribute the infection to

Q the previous month.
ost*procedure PNEU Required. Check Y if this event occurred after an NHSN defined

procedure but before discharge from the facility, otherwise check N.

Date of procedure Conditionally required. If Post-procedure PNEU =Y, then enter the
date the procedure was done.

NHSN procedure code Conditionally required. Answer this question only if this patient
developed the PNEU during the same admission as an operative
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Data Field Instructions for Data Collection

procedure. Enter the appropriate NHSN procedure code.

NOTE: A PNEU cannot be “linked” to an operative procedure
unless that procedure has already been added to NHSN. If the

procedure was previously added, and the “Link to Procedure” but&%
is clicked, the fields pertaining to the operation will be auto enteye

by the computer.

ICD-9-CM procedure Optional. The ICD-9-CM code may be entered here insteac @. DI in

code addition to) the NHSN Procedure Code. If the ICD-9- code is
entered, the NHSN code will be auto entered by the %er. If the
NHSN code is entered first, you will have the gpti lect the

appropriate ICD-9-CM code. In either case, al to select
the ICD-9-CM code. Only those ICD-9-CM identified in
Table 1 of the Surgical Site Infection ‘ 4, apter (Chapter 9 of

NHSN Manual: Patient Safety CompogfengProtocol) are allowed.

MDRO infection Required. Enter “Yes”, if the pat
Infection Surveillance in the M
part of your Monthly Reporti > MRSA, MSSA
(MRSA/MSSA), VRE, Ce siella, CRE-E. coli, CRE-
Klebsiella, MDR-Acinetebacter or C. difficile.

If the pathogen for thi ection happens to be an MDRO but your
facility is not follg he Infection Surveillance in the
MDRO/CDI Modiig 1n your Monthly Reporting Plan, answer “No”

¥ssbeing followed for
| Module in that location as

to this questi

Location Requiredﬁ%he inpatient location to which the patient was
assigned when the PNEU was identified. If the PNEU develops in a
pati ithin 48 hours of transfer from a location, indicate the

ing location, not the current location of the patient.

Date admitted to facility ired. Enter date patient admitted to facility using this format:
/IDD/YYYY. An NHSN Inpatient is defined as a patient whose
date of admission to the healthcare facility and the date of discharge are
@ different calendar days. When determining a patient’s admission
dates to both the facility and specific inpatient location, the NHSN
user must take into account all such days, including any days spent
in an inpatient location as an “observation” patient before being
¢ % officially admitted as an inpatient to the facility, as these days
\ contribute to exposure risk. Therefore, all such days are included in
Q the counts of admissions and patient days for the facility and
specific location, and facility and admission dates must be moved
back to the first day spent in the inpatient location.

Risk Factors
Ventilator | Required. Check Y if the patient with PNEU had a device to assist

or control respiration continuously through a tracheostomy or by

endotracheal intubation, inclusive of the weaning period, within the
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Data Field Instructions for Data Collection
48-hour period before developing infection, otherwise check N.

patient’s birth weight in grams, not the weight on the date of event® N
Location of device Optional. Enter the patient location where the intubation and
insertion ventilation procedure was performed

Date of device insertion | Optional. Enter the date the intubation and ventilation proc
was performed.

Event Details: PNEU Required. Check one: Clinically Defined Pneumon:i

Birth weight | Conditionally required. If the patient is a NICU patient, enter the %

Specific event Pneumonia with specific laboratory findings (RN
in immunocompromised patients (PNU3), w

for this event.

Event Details: Required. Check each of the elements

Specify criteria used infection. .
Event Details: Required. Check Y if thereisac firmed bloodstream
a, otherwise check N

Secondary bloodstream | infection (BSI) and a related p ia, i :
infection
Event Details: Required. Check Y if patie d during the hospitalization,

Died otherwise check N.
Event Details: Conditionally regui he patient died, check Y if the PNEU
PNEU contributed to contributed to d& rwise check N.

death

neumonla
riteria are met

used to identify this

Event Details: Optionale E@atient discharged from facility.
Discharge date
Event Details: Required. This field will be auto entered by the computer as Y.

Pathogen identified
Custom Fields

thogens on reverse form (see Table 2a for instructions).

. Up to 50 fields may be customized for local or group use
y combination of the following formats: date (MMDDYYY),
umeric, or alphanumeric.

Options section of the application before the field can be selected for
use.

@@ NOTE: Each Custom Field must be set up in the Facility/Custom
Comm% Optional. Enter any information on the event.
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Table 5. Instructions for Completion of Urinary Tract Infection (UTI
Form (CDC 57114) (Tables of Instructions List)

Data Field Instructions for Data Collection/Entry
Facility ID # The NHSN-assigned facility ID will be auto-entered by t uter.
Event # Event ID number will be auto-entered by the computer.
Patient ID # Required. Enter the alphanumeric patient ID num is is the patient

identifier assigned by the hospital and may cgns' y combination of

numbers and/or letters.

Social Security #

Optional. Enter the 9-digit numeric patie Security Number.

Secondary ID #

Optional. Enter the alphanumeric | ssigned by the facility.

Not Hispanic or Not
Latino

Medicare # Optional. Enter the patient’s Medic er.

Patient name Optional. Enter the last, first, name of the patient.

Gender Required. Check Female, M a%ﬁer to indicate the gender of the
patient.

Date of birth Required. Record the da the patient birth using this format:
MM/DD/YYYY.

Ethnicity Optional. S

Hispanic or Latino | If patient is H@v atino, check this box.

Race

If patie‘ng Hispanic or not Latino, check this box.
I

i the boxes that apply to identify the patient’s race.

Event type

Date of event

{Q‘Z}

uired. The date when the first clinical evidence of the UTI appeared
r the date the specimen used to make or confirm the diagnosis was
collected, whichever comes first. Enter date of this event using this
format: MM/DD/YYYY. NOTE: If a device has been pulled on the first
day of the month in a location where there are no other device days in
that month, and a device-associated infection develops after the device is
pulled, attribute the infection to the previous month.

TOS?@JW uTI

Optional. Check Y if this event occurred after an NHSN defined
procedure but before discharge from the facility, otherwise check N.

Date of procedure

Conditionally required. If Post-procedure UTI =Y, enter the date the
procedure was done.

NHSN procedure code

Conditionally required. If Post-procedure UTI =Y, enter the appropriate
NHSN procedure code.

NOTE: A UTI cannot be “linked” to an operative procedure unless that
procedure has already been added to NHSN. If the procedure was
previously added, and the “Link to Procedure” button is clicked, the
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Data Field

Instructions for Data Collection/Entry

fields pertaining to the operation will be auto-entered by the computer.

ICD-9-CM procedure
code

Optional. The ICD-9-CM code may be entered here instead of (or in

addition to) the NHSN Procedure Code. If the ICD-9-CM code is

entered, the NHSN code will be auto-entered by the computer.

NHSN code is entered first, you will have the option to select

appropriate ICD-9-CM code. In either case, it is optional E@%e
elof

Manual:

ICD-9-CM code. Only those ICD-9-CM codes identified
the Surgical Site Infection Event Chapter (Chapter 9
Patient Safety Component Protocol) are allowed.

MDRO infection

Required. Enter “Yes”, if the pathogen is being d for Infection
Surveillance in the MDRO/CDI Module in
Monthly Reporting Plan: MRSA, MSSA
Klebsiella, CRE-E. coli, CRE-Klebsi
difficile. .
If the pathogen for this infectio

facility is not following the | x

Module in your Monthly R

-Acinetobacter or C.

to be an MDRO but your
urveillance in the MDRO/CDI
Plan, answer “No” to this question.

Location

Required. Enter the inp ocation to which the patient was assigned
when the UTI was identified. 1f the UTI develops in a patient within 48
ocation, indicate the transferring location, not

Date admitted to facility

hours of transfer feig
the current lo o@i he patient.
Required. Enter'diate patient admitted to facility using this format:

MM/DD/ Y. An NHSN Inpatient is defined as a patient whose date of
admissi healthcare facility and the date of discharge are different
cal a;%s. When determining a patient’s admission dates to both the
fa€thitywand specific inpatient location, the NHSN user must take into
t all such days, including any days spent in an inpatient location as

amv‘observation” patient before being officially admitted as an inpatient

the facility, as these days contribute to exposure risk. Therefore, all
such days are included in the counts of admissions and patient days for
the facility and specific location, and facility and admission dates must
be moved back to the first day spent in the inpatient location.

Risk factor:

UriQar theter status at
time @imen

@ or onset of signs
& mptoms

Required. Check “In place” if urinary catheter was in place at time of
urine specimen collection or onset of signs and symptoms; Check
“Removed within 48 hours prior” if a urinary catheter was removed
within the 48 hours before urine specimen was collected or onset of signs
and symptoms; Check “Not in place nor within 48 hours prior” if no
urinary catheter was in place at the time of or within the 48 hours prior to
urine specimen collection.

Location of device
insertion

Optional. Enter the patient location where the indwelling urethral
catheter was inserted.

Date of device insertion

Optional. Enter the date the indwelling urethral catheter was inserted.

Event details:

Required. Check Symptomatic UTI (SUTI), Asymptomatic Bacteremic
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Data Field

Instructions for Data Collection/Entry

Specific event: UTI

UTI (ABUTI), or Other UTI (OUTI), for the specific event type you are
reporting.

Event details: UTI
Specify criteria used

Required. Check each of the elements of the criteria that were used
identify the specific type of UTI being reported.

Event Details: Secondary
bloodstream infection

Required. Check Y if there is a culture-confirmed bloodstrea
(BSI) and a related healthcare-associated UT]I, otherwise ¢

Event Details:
Died

Required. Check Y if patient died during the hospitalizat

Event Details:
UTI contributed to death

Conditionally required. If patient died, check Y if

check N.
1& | contributed to
death, otherwise check N.

Event Details:
Discharge date

3
Optional. Date patient discharged from faci \

Event Details:
Pathogens identified

Required. Enter Y if pathogen identified,
pathogens on reverse of form (see T

otherwise. If Y, specify
or instructions). For SUTI
with secondary BSI and ABUT% ly the matching organism(s)
identified in both urine and b res (See Table 2a for instructions).
For ABUTI, the organism li g&pathogen number 1, must be an
uropathogen (See ABUT rion).

Custom Fields

Optional. Up to 50 figlds may be customized for local or group use in
any combinatign Ilowing formats: date (MMDDY'YY), numeric,
or alphanumerk

NOTE; E%ustom Field must be set up in the Facility/Custom
chi@n of the application before the field can be selected for use.

Comments

Op ionsx
Optiapal. Enter any information on the event.

@Q
&
N
,Q(\
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Table 6. Instructions for the Completion of Denominators for Intensive
Care Unit (ICU)/Other Locations (Not NICU or SCA) (CDC 57.1

(Tables of Instructions List)

Data Field

Instructions for Data Collection

Facility ID #

The NHSN-assigned facility ID will be auto-entered by the ¢

Location code

Required. Enter the location code of the unit where you colleCisifte
data.

Month Required. Record the 2-digit month during which t were
collected for this location. ¢
Year Required. Record the 4-digit year during whi

ata were collected

for this location.

Number of patients

wpeEcord the number of

Required. For each day of the month‘sel
e same time each day.

patients on the unit. Record this n

Number of patients with 1
or more central lines

ave chosen central line-
Sl) as an event to follow in

Conditionally required. Completes
associated bloodstream infecti
your Plan for this month. %:
For each day of the montf, at thé®same time each day, record the
number of patients on %?cted unit who have 1 or more central
lines. NOTE: “If t @ as only a tunneled or implanted central
line, begin recordiN§days on the first day the line was accessed and
continue until line'is discontinued or the patient is
transferretﬂ* ged.”

NOTENIf a d8yice has been pulled on the first day of the month in a
ere there are no other device days in that month, and a

ciated infection develops after the device is pulled, attribute
tion to the previous month.

Number of patients with a

urinary catheter @

itionally required. Complete if you have chosen catheter-
associated urinary tract infection (CAUT]) as an event to follow in your
Plan for this month.

For each day of the month, at the same time each day, record the
number of patients on the selected unit who have an indwelling urinary
catheter. NOTE: If a device has been pulled on the first day of the
month in a location where there are no other device days in that month,
and a device-associated infection develops after the device is pulled,
attribute the infection to the previous month.

o\%
u &patients ona

ventilator

Conditionally required. Complete if you have chosen ventilator-
associated pneumonia (VAP) as an event to follow in your Plan for this
month.

For each day of the month, at the same time each day, record the
number of patients on the selected unit who are on a ventilator. NOTE:
If a device has been pulled on the first day of the month in a location
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Data Field Instructions for Data Collection
where there are no other device days in that month, and a device-
associated infection develops after the device is pulled, attribute the

infection to the previous month.

Total Required. Totals for each column should be calculated. This is theﬁ
number that will be entered into the NHSN application.

Report No Events While not on the paper data collection form, when completing ary
data entry on-line, if no events included on your monthly rep @)) plan

are reported, you will be required to check the appropriate,Rep0
Events box(es), i.e., CLABSI, CAUTI, VAP.
Custom Fields Optional. Up to 50 fields may be customized fog lo€al"®r group use in
any combination of the following formats: dategN

numeric, or alphanumeric.
NOTE: Each Custom Field must be get Facility/Custom

Options section of NHSN before t gen be selected for use.
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Table 7. Instructions for Completion of the Denominators for Specialty

Care Area (SCA) (CDC 57117) (Tables of Instructions List)

Data Field Instructions for Data Collection
Facility ID # The NHSN-assigned facility ID will be auto-entered by the comp
Location code Required. Enter the location code of the unit where you colle
Month Required. Record the 2-digit month during which the data
collected for this location.
Year

Required. Record the 4-digit year during which the da@re collected
for this location.

Number of patients

e number of
time each day.

Required. For each day of the month selectedyr.
patients on the unit. Record this number at

Number of patients
with 1 or more
central lines

Temporary

Permanent

osen central line-
an event to follow in your

Conditionally required. Complete if you hay,
associated bloodstream infection (CL
Plan for this month.

For each day of the month, at time each day, record the number

of patients on the selected uait ave 1 or more non-tunneled central

lines.

For each day of Qw , at the same time each day, record the number

of patients on the ed unit who have 1 or more tunneled or

implanteci@lin s beginning on the first day the permanent line was
/

accessed a inuing until the line is discontinued or the patient is
transfegred harged.

a patient has both a temporary and a permanent line in place,
outt only the temporary line.

Number of patients

with a urinary
catheter @

ditionally required. Complete if you have chosen catheter-associated
drinary tract infection (CAUTI) as an event to follow in your Plan for
this month.
For each day of the month, at the same time each day, record the number
of patients on the selected unit who have an indwelling urinary catheter.

r of patients
lator

Conditionally required. Complete if you have chosen ventilator-
associated pneumonia (VAP) as an event to follow in your Plan for this
month.

For each day of the month, at the same time each day, record the number
of patients on the selected unit who are on a ventilator.

Q&

Total

Required. Totals for each column should be calculated. This is the
number that will be entered into the NHSN application.

Report No Events

While not on the paper data collection form, when completing summary
data entry on-line, if no events included on your monthly reporting plan
are reported, you will be required to check the appropriate Report No
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Data Field

Instructions for Data Collection

Events box(es), i.e., CLABSI, CAUTI, VAP.

Custom Fields

any combination of the following formats: date (MMDDYYY), num
or alphanumeric.

NOTE: Each Custom Field must be set up in the Facility/Cu
Options section of NHSN before the field can be selected fo

Optional. Up to 50 fields may be customized for local or group use in

&

January 2012
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Table 8. Instructions for Completion of the Denominators for Neonatal
Intensive Care Unit (N'CU) (CDC 57116) (Tables of Instructions List)

Data Field Instructions for Data Collection
Facility ID # The NHSN-assigned facility ID will be auto-entered by the cQig
Location code Required. Enter the location code of the unit where you coll€
Month Required. Record the 2-digit month during which the da “
collected for this location.
Year

Required. Record the 4-digit year during which th@were collected

Birthweight Categories

for this location. X
Required. The birthweight categories are as R @ A=<750g;B=
; E =>2500 g. Data on

751-1000 g; C = 1001-1500 g; D = 1501-
this form are stratified by this categayy.

Number of patients (Pts)

d, record the number of

Required. For each day of the mont
he unit. Record this number at

patients in each birthweight ¢

Number of patients with a
central line (CL):

the same time each day.

Conditionally required. C If you have chosen central line-

associated bloodstream Q&t’: (CLABSI) asan event to follow in

your Plan for this mgth forthis unit.

For each day% th, at the same time each day, record the number
I

of patients in hweight category on the selected unit who have 1
Iime(s) in place.

or more %
N ilical catheters are considered central lines.

Number of patients on a

ventilator (VNT) Q

TEN
2

itionally required. Complete if you have chosen ventilator-
sociated pneumonia (VAP) as an event to follow in your Plan for this
unit for this month.
For each day of the month, at the same time each day, record the number
of patients in each birthweight category on the selected unit who are on
a ventilator.

Number of paé’ n;s with an

indwel@rinary catheter
(Ur

Optional. This field can be completed even though NICU CAUTI
surveillance cannot be included in your plan.

Required. Totals for each column should be calculated. This is the
number that will be entered into the NHSN application.

&ta
port No Events

While not on the paper data collection form, when completing summary
data entry on-line, if no events included on your monthly reporting plan
are reported, you will be required to check the appropriate Report No
Events box(es), i.e., CLABSI, CAUTI, VAP.

Custom Fields

Optional. Up to 50 fields may be customized for local or group use in
any combination of the following formats: date (MMDDYYY),

January 2012
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Data Field

Instructions for Data Collection

numeric, or alphanumeric.

January 2012

NOTE: Each Custom Field must be set up in the Facility/Custom
Options section of NHSN before the field can be selected for u
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See Dialysis Manual for detailed instructions for Dialysis Event (DE) surveillance.

Table 9. Instructions for Completion of Dialysis Event (DE) form (CRC
57.109) see http://www.cdc.gov/nhsn/psc_da.html \

January 2012 14-27


http://www.cdc.gov/nhsn/psc_da.html

Instructions for the Dialysis Event Form
[

DC|

o/

Instructions for the Dialysis Event Form (coc 57.109)

Complete a dialysis event form for IV antimicrobial starts; positive blood cultures; and ons $
pus, redness, or increased swelling at vascular access sites, according to definitions and in
instructions in the Dialysis Event Protocol. é

Patient Data
Data Fields Instructions for Completion ’\

Facility ID # NHSN-assigned facility ID will be auto-entergd omputer

Event ID # Event ID# will be auto-entered by the com

*Patient ID # Required. Enter the alphanumeric patien er. This is the
patient identifier assigned by the healt a@tility and may consists
of any combination of numbers and/c ers.

Social Security # Optional. Enter the 9-digit numerig,patient Social Security Number,

Secondary ID # Optional. Enter the alphanumefig\D™umber assigned by the facility.

Medicare # Optional. Enter the patient’s WI&diCare number.

Patient Name Optional. Enter last, first ansiddle name of the patient.

*Gender Required. Check “Fe&e”, “Male”, or “Other” to indicate the gender
of the patient.

*Date of Birth Required. Rec ate of birth using this format: MM/DD/YYYY.

Ethnicity (specify): Optional.

Hispanic or Latino | If patieﬁ'& anic or Latino, check this box.
Not Hispanic/ Not Latino | If patient iSyot Hispanic and not Latino, check this box.
Race (specify) Opti Check all the boxes that apply to identify patient’s race.
Event Type, Location
*Event Type quired. Select DE — Dialysis Event.
*Event Date ¢ Required. Date depends on event type:

IV antimicrobial administration.

@ e For IV antimicrobial starts, enter the date of the first outpatient
% e For positive blood cultures, enter the date the blood specimen

was collected.

e For pus, redness, or increased swelling at the vascular access
site, enter the onset date.
e If reporting more than one type of dialysis event, using the

above criteria select the earliest date of what is reported.
Enter date of the event using this format: MM/DD/YYYY.

*Location Required. Enter the location code of the “outpatient hemodialysis
clinic” that is collecting dialysis event information.
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Risk Factors
Data Fields Instructions for Completion 4
*Vascular access type Required. Check all vascular accesses that the patient has prese
the time of the dialysis event. Include all central vascular acce&@t

only those being used for dialysis.

Fistula | A surgically created connection between an artery and a ve@

Buttonhole | Conditionally required for patients with fistulas. kel whether the
fistula is regularly accessed via buttonhole ¢a technique.

Graft | A surgically created connection betwagn
with implanted synthetic tubing. .

y and a vein created

Tunneled central line | A central venous catheter that distance under the skin from
the point of insertion before ting at or close to the heart or one
of the great vessels.

Nontunneled central line | A central venous ¢ &that is fixed in place at the point of insertion
and travels dir he skin entry site to a vein and terminates
close to the hea

e of the great vessels.
Other access device Include!@access devices (e.g., HERO®), ports, and any other
ar aceess devices not meeting definitions for fistula, graft,
central lines, or nontunneled central lines.*

*Access Placement Date ired. For each access type present, indicate the date the access
s placed or check the box if placement date is unknown. Enter the

date using this format: MM/YYYY.

Other Patient Information
Data'kie Instructions for Completion
*Transigat Patiént Required. Check “Yes” if this patient was temporarily admitted for
¢ treatment at a your facility for a short time (less than 30 days or 13
treatments) due to vacation, emergency, or other short-term

@ displacement. Check “No” if this patient is part of your regular patient

census.

! Use of trade names and commercial sources is for identification only and does not imply
endorsement.
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Instructions for the Dialysis Event Form

Event Details

Data Fields

Instructions for Completion 4

Specify Dialysis Event

Required. Check all that apply:

IV antimicrobial start

Was vancomycin the
antimicrobial used for
this start?

intravenous (1V) antibiotic or antifungal start, regardless of th&eaSen

for treatment (i.e., include IV antimicrobial starts unrelateg Q ar
access problems) and regardless of the duration of treatmernts=Report all
IV antibiotic starts, not just vancomycin. Do not repgrt W/ antiviral
starts. Report outpatient starts that are contingati@ inpatient

treatment. \
e @S%e first IV

d IV antimicrobial start

Check “IV antimicrobial start” if the patient had an outpatient
;ul

There must be 21 or more days from
antimicrobial start to the beginning

)% ysis events, even if

for two starts to be considered s

different antimicrobials are use N antimicrobials are stopped for

less than 21 days and then re %. e second start is NOT

considered a new dialysis% “wFo apply the 21 day rule to outpatient

IV antimicrobial starts that are*continuations of inpatient treatment,
Qe the first day of outpatient treatment.

consider the start da:
Conditionally r& for IV antimicrobial start dialysis events.

Indicate w%r IV vancomycin was started by checking “Yes” or

“NO”. Q\

Positive blood culture

If positive blood culture,
specify pathogen on
pages 2-3

ositive blood culture” if the patient had a positive blood

here the specimen was collected as an outpatient or collected
1 calendar day after a hospital admission, regardless of whether
not the patient received treatment. The date of a blood culture result
is based on the date the blood specimen was collected, not the date the
laboratory reported the result.

There must be 21 or more days between positive blood cultures for
each positive blood culture to be considered a separate dialysis event,
even if organisms are different. If positive blood cultures occur less
than 21 days apart, the second positive blood culture(s) is NOT
considered a new dialysis event: add new organisms from these
subsequent positive blood cultures to the first report.

Conditionally required for positive blood culture. Indicate the
pathogen(s) and antimicrobial susceptibility results on pages 2-3 of the
Dialysis Event form as instructed in the Pathogens and Antimicrobial
Susceptibilities section of these instructions (pages 6-7).

February 2012
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Instructions for the Dialysis Event Form

Suspected source of
positive blood culture
(check one):

Conditionally required for positive blood culture dialysis events. Check
the suspected source of the positive blood culture:
e Vascular access: Choose “Vascular access” if there is objecti
evidence of vascular access infection and the vascular § is

thought to be the source of the positive blood culture.
e A source other than the vascular access: Choose ““A @

other than the vascular access” if either (a) or (b) is trw€:

a) aculture from another site (e.qg., infected%d, urine)

shows the same organism found in th and is thought

to be the source of the positive b o’@re.
there is clinical evidence of infe another site and the
other site is thought to be the f the positive blood
culture, but the site was n d for culture.

e Contamination: Choose * ation” if the organism
isolated from the blood is thought by the physician,
infection preventioni 1@1 se manager to be a contaminant.
Contamination is % ly if the organism is a common

commensal an{iso ed from only one blood culture.

b)

Examples of e common commensals include: diphtheroids
[Coryn spp., not C. diphtheriae], Bacillus [not B.
anthraciS\stip?, Propionibacterium supp., coagulase-negative
staphylococti [including S.epidermidis], viridians group

§ %}cci, Aerococcus spp., Micrococcus spp.

Uncertain: Choose “Uncertain” only if there is insufficient
vidence to decide among the three previous categories.

Pus, redness, or increased
swelling at the vascul
access site

Check the access site(s)
with pus, redness, or
increased swelling:

“Pus, redness, or increased swelling at the vascular access site”
he patient had a new outpatient episode of one or more symptoms
of pus, greater than expected redness or greater than expected swelling
at a vascular access site, regardless of whether the patient received
treatment.

There must be 21 or more days between the onset of a first episode and
onset of a second episode of pus, redness, or increased swelling at a
vascular access site to be considered separate dialysis events. If an
episode of pus, redness, or increased swelling at a vascular access site
resolves and then recurs within 21 days, the recurrence is NOT
considered a new dialysis event.

Conditionally required if there is pus, redness, or increased swelling at
the vascular access site. Check vascular access site(s) with these
findings.

February 2012
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*Specify Problem(s)

Required. For each problem, check all that are present.

Fever

Check if fever >37.8°C (100°F) oral is present.

Chills or rigors

D

Check if chills or rigors are present.

Drop in Blood Pressure

Check if abnormal drop in blood pressure is present.

Wound (NOT related to
vascular access) with pus
or increased redness

Check if a wound that is unrelated to the vascular a@te has pus or

increased redness is present. .

Cellulitis

Check if cellulitis is present at a site other the vascular access and

without open wound.

Pneumonia or respiratory
infection

Check if pneumonia or respirat 6'\én IS present.

Other Problem

Check if other problem relatgd" IV antimicrobial start; positive
blood culture; and/or pus, eSS, or increased swelling at vascular
e problem.

access site is present. Specif

None

Check “none”

@

re no problems.

*Qutcome(s)

Required.

Hospitalization

Check * ‘g@the patient was hospitalized related to the event or
pro . ck “No” if patient was not hospitalized. Check

“@n” if uncertain about whether or not the patient was
\ ized.

Death

eck “Yes” if the patient died related to the event or problem.
@ Check “No” if patient did not die. Check “Unknown” if uncertain

about whether or not the patient died.

February 2012
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Pathogens and Antimicrobial Susceptibilities
Data Fields Instructions for Completion 4

Pathogen # for gram- Up to three pathogens may be reported per event. If multiple pat
positive organisms, gram- | are identified, enter the pathogen judged to be the most impor;b

negative organisms, and | cause of infection as #1, the next most as #2, and the least as
fungal organisms (usually this order will be indicated on the laboratory repo

Antimicrobial agent and | Conditionally required if a pathogen is identified. Q
ent form,

susceptibility results e For those organisms shown on the back o
susceptibility results are required on gents listed.
e For organisms that are not listed o k of an event form,

even if that result is “Not Ies

enter a susceptibility result forét ne antimicrobial agent,

Circle the pathogen’s susceptib'x It for each antimicrobial agent
(see Table on page 7 for a li imicrobial drug codes):
S — Susceptible

| — Intermediate
R — Resistant &
NS- Non-s e@e
j0¥e-dose dependent

S-DD- Susc

N — Nojsbested
For genY i nd streptomycin high level tests, use result codes:

— Suseeptible/Synergistic
esistant/Not Synergistic
Custom Fields

Data Fields Instructions for Completion
Custom fields @ Optional. Up to 50 fields may be customized for local or group use in

any combination of the following formats: date (MM/DD/YYYY),

@ numeric, or alphanumeric.
NOTE: Each custom field must be added in advance. Within NHSN,
¢ % select “Facility”, then “Customize Forms”, and then follow on-Screen
\ instructions. Form Type is “CDC-Defined — PS — Event” and form is
Q “DE — Dialysis Event”.
Comments
Data Fields Instructions for Completion
Comments Optional. Enter any information on the Dialysis Event. This

information might not be analyzed.
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Table: Antimicrobial Drug Codes

Instructions for the Dialysis Event Form

AMK = amikacin
AMP = ampicillin

AMPSUL = ampicillin/sulbactam

AMXCLV = amoxicillin/clavulanic acid

ANID = anidulafungin
AZT = aztreonam
CASPO = caspofungin
CEFAZ= cefazolin
CEFEP = cefepime
CEFOT = cefotaxime
CEFOX= cefoxitin
CEFTAZ = ceftazidime
CEFTRX = ceftriaxone
CEFUR= cefuroxime
CETET= cefotetan
CHLOR= chloramphenicol
CIPRO = ciprofloxacin
CLIND = clindamycin
COL = colistin
DAPTO = daptomycin
DORI = doripenem
DOXY = doxycycline
ERTA = ertapenem

FLUCY = flucytos:?)Q
. %®
N

ERYTH = erythromycin \
FLUCO = fluconazole 0%

February 2012
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ITRA = itraconazole Q
MERO = meropenem
MINO = minocycli
MOXI = moxi x@
OX = oxacUIi
ampin

GENT = gentamicin
LEVO = levofloxacin
METH = methicillin OQ
N
PB = pol xﬂ
PIP = p&
%REPHL = streptomycin —-high level test

GENTHL = gentamicin —high level test
IMI = imipenem \
LNZ = linezolid
MICA = micafungin
PIPT ¥peracillin/tazobactam
Q L= quinupristin/dalfopristin

IF =

TRA = tetracycline

&: I ICLAV = ticarcillin/clavulanic acid

N4

TIG = tigecycline

TMZ = trimethoprim/sulfamethoxazole
TOBRA = tobramycin

VANC = vancomycin

VORI = voriconazole
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Instructions for the Denominators for Outpatient Dialysis: Census Form

77’72
W2
Instructions for the Denominators for Outpatient Dialysis: Census
Form (cbc 57.119)

Data Field

Instructions for Data Collection *

Facility ID #

*|_ocation code

The NHSN-assigned facility 1D will be auto-entered by the comp
Required. Enter the location code for the “outpatient hemodial nic”

location from which you will collect data about dialysis evyxe
lleCted for this

K

*Month Required. Record the month during which the data were
location.
*Year Required. Record the 4-digit year during which

ere collected for

*Number of Chronic
Hemodialysis Patients by
Vascular Access Type

this location.
Required. For each type of vascular accesg li§t cord the number of
patients who received maintenance hemodi this location on the first
two working days of the month, incladi ent patients. A patient must
be physically present for in-center nce hemodialysis on one of these
days to be counted on this form fe% atients who are hospitalized).
Record each patient only once. ient has more than one vascular
access, record the access type Wit highest risk for infection.

Fistula

% (O

Othe, ess device (e.g., hybrid access device)
'I’u@entral Line

Nonttpneled Central Line
\sk

ple, if a patient has a fistula and a tunneled central line, count this
jent under the category of tunneled central line. If the patient has a fistula
nd a “jump graft” record the patient as having a graft. If the patient has only
a catheter-graft hybrid or a port, record as “other access device”.

Lowest Risk

Number of eé’stula
Patients Whotindergo

nnulation

Conditionally required. Out of the fistula patients counted above, how many
undergo buttonhole cannulation.

Required. The sum of all patients listed above will enter automatically.

Buttomhole
*Tot
&(% ields

Optional. Up to fifty alphanumeric, numeric, and/or date fields may added to
this form for local use.

NOTE: Each custom field must be added in advance. Within NHSN, select
“Facility”, then “Customize Forms”, and then follow on-screen instructions.
Form Type is “CDC-Defined — PS — Summary Data” and form is “DIAL —
Outpatient Dialysis Census Form”.

February 2012
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Table 10. See Instructions for Completion of Denominators for Outpatient
Dialysis: Census Form (CDC 57.119) http://www.cdc.gov/nhsn/psc_da.html
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Table 11. Instructions for Completion of the AUR Option Forms (CDC
57.123 and CDC 57124) (Tables of Instructions List)

As of 2010, these forms were retired. &

Please refer to Patient Safety Component Manual Chapter 11 for the protocol for colletﬁ
reporting of Antimicrobial Use Option data, which became available for use in v6.4 (Ju 11). Note
that this option does not have a data collection form or manual data entry and in@ses Clinical

S

Document Architecture (CDA) as the sole means of data reporting. Appendi detailed
instructions of the data field specifications. ’\

The Antimicrobial Resistance Option is currently undergoing revi 'or@ﬁ data may be reported to
NHSN at this time.

*

o
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Table 12. Instructions for Completion of the Surgical Site Infection

(SS') Form (CDC 57120) (Tables of Instructions List)

Data Field Instructions for Data Collection
Facility ID # The NHSN-assigned facility ID will be auto-entered by the computer.
Event # Event ID number will be auto-entered by the computer.
Patient ID # Required. Enter the alphanumeric patient ID number. This is the pa

identifier assigned by the hospital and may consist of any combj
numbers and/or letters.

Social Security #

Optional. Enter the 9-digit numeric patient Social SecusityfNu

Secondary ID #

Optional. Enter the alphanumeric ID number assigne

Medicare # Optional. Enter the patient’s Medicare number.
Patient name Optional. Enter the last, first, and middle name
Gender Required. Check Female, Male, or Other t@,i the gender of the patient.

Date of birth

Required. Record the date of the patient b
MM/DD/YYYY.

Ihg this format:

Ethnicity
Hispanic or Latino

Not Hispanic or Not

Optional.
If patient is Hispanic or Latino, Q:k this box.

If patient is not Hispanic @tino, check this box.
.

Latino
Race Optional. a)
Check all the oxes\ ply to identify the patient’s race.
Event type Required. Enter'gSI.

Date of event

Required. Tiie when the first clinical evidence of the SSI appeared or the
date the spéei used to make or confirm the diagnosis was collected,
whic es first. Enter date of this event using this format:

NHSN procedure

N

d. Enter the appropriate NHSN procedure code. For detailed
ctions on how to report NHSN operative procedures, see Chapter 9 of

SN Patient Safety Component Manual.
NOTE: An SSI cannot be “linked” to an operative procedure unless that
procedure has already been added to NHSN. If the procedure was previously
added, and the “Link to Procedure” button is clicked, the fields pertaining to the
operation will be auto-entered by the computer.

&dure

Required. Enter date using this format: MM/DD/YYYY.

ICD-9-CM procedure
code

Optional. The ICD-9-CM code may be entered here instead of (or in addition
to) the NHSN Procedure Code. If the ICD-9-CM code is entered, the NHSN
code will be auto-entered by the computer. If the NHSN code is entered first,
you will have the option to select the appropriate ICD-9-CM code. In either
case, it is optional to select the ICD-9-CM code. The only allowed ICD-9-CM

January 2012
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Data Field

Instructions for Data Collection

codes are shown in Table 1: NHSN Operative Procedure Category Mappings to
ICD-9-CM Codes in the Surgical Site Infection Event chapter (Chapter 9 of
NHSN Patient Safety Component Manual).

Outpatient Procedure

Required. Check Y if this operative procedure was performed on an NHS
outpatient; otherwise check N.

MDRO Infection
Surveillance

Surveillance in the MDRO/CDI Module in that location as part of yo

Required. Enter “Yes”, if the pathogen is being followed for Infectiob
Monthly Reporting Plan: MRSA, MSSA (MRSA/MSSA), VR@: -

Klebsiella, CRE-E. coli, CRE-Klebsiella, MDR-Acinetobacte Mdifficile.
If the pathogen for this infection happens to be an MDRO facility is
not following the Infection Surveillance in the MDR ule in your
Monthly Reporting Plan, answer “No” to this questi o
NOTE: For an SSl, the location of attribution isthe'post+op location, so if-
1. The event occurs in a different calendar «@ [Tfrom the surgical
eillan

procedure AND \
2. Your facility is performing Infectj ce for the organism
causing the SSlI in the post-op | t@ﬁor the month reported in the

Date of Event,

Location

Then please answer “Yes” to thiggguestion.

Conditionally required if MDR %ection Surveillance field is Yes. Enter the
patient care area where t % was assigned in the postoperative period.
Inpatient or outpatient locatags are allowed, but Operating Room locations are
not allowed.

Date admitted to
facility

\(’\\%

NHSN Patient Safety Component
Tables of Instructions

Required. Enter da%.a' nt admitted to facility using this format:
MM/DD/YY If a Patient is readmitted with a previously unreported SSI
associated wi perative procedure performed during a previous admission,
enter the date dmission of the facility stay in which the operative procedure
was p %d An NHSN Inpatient is defined as a patient whose date of
admé 0 the healthcare facility and the date of discharge are different calendar
hen determining a patient’s admission dates to both the facility and
c inpatient location, the NHSN user must take into account all such days,
IRcluding any days spent in an inpatient location as an “observation” patient
efore being officially admitted as an inpatient to the facility, as these days
contribute to exposure risk. Therefore, all such days are included in the counts
of admissions and patient days for the facility and specific location, and facility
and admission dates must be moved back to the first day spent in the inpatient
location.

EventWgtails
specific event
SSI

Required. Check the appropriate level of SSI from the list
___Superficial incisional primary (SIP)
___Superficial incisional secondary (SIS)
___Deep incisional primary (DIP)
___Deep incisional secondary (DIS)
Organ/space: __ (Indicate specific site code from Table 2. Specific Sites of

January 2012

14-31



http://www.cdc.gov/nhsn/PDFs/pscManual/9pscSSIcurrent.pdf

NHSN Patient Safety Component
Tables of Instructions

Data Field

Instructions for Data Collection

Organ/Space SSI in the Surgical Site Infection Event chapter [Chapter 9] of
NHSN Patient Safety Component Manual.)

Event details: SSI
Specify criteria used

identify the specific type of SSI. Specific Organ/space event types have the
own unique criteria which must be met. They are found in Chapter 17 o
Patient Safety Component Manual: CDC/NHSN Surveillance Definitj
Healthcare-Associated Infection and Criteria for Specific Types of Ir@)ns in

Required. Check each of the elements of the definition that were used to 3

Event details:
Detected

the Acute Care Setting.
Required. <1 N
Check A if SSI was identified before the patient was diseha @ om the

facility following the operation. m

Check P if SSI was identified during post-discharge tance. Include as P
those SSI identified in the Emergency Departme readmitted to the
facility. 23

Check RF if SSI was identified due to patiNN Ission to the facility where
the operation was performed.

Check RO if SSI was identified due to tea sion to facility other than where
the operation was performed. {

Event Details:
Secondary
bloodstream infection

Required. Check Y if there is a
and a related healthcare-assogi
check N.

Iture-confirmed bloodstream infection (BSI)
pnfection at the surgical site, otherwise

Event details:
Died

ied during the hospitalization, otherwise check

Event Details:
SSI contributed to
death

Required. Check Y if patien
N. *
Conditionally gequiregd.=ft patient died, check Y if the SSI contributed to death,
otherwise cheN

Event Details:
Discharge date

%rformed.
Event Details: Required. This field will be auto entered by the computer as Y. Specify

Pathogens identifie

Optional. ate patient discharged from facility using this format:

MM/ Y. If a patient is readmitted with a previously unreported SSI

assm% with an operative procedure performed in a previous admission,
date of discharge of the facility stay in which the operative procedure

pathogens on reverse of form (see Table 2a above for instructions).

Custom Fiel

Optional. Up to 50 fields may be customized for local or group use in any

\ combination of the following formats: date (MMDDYYY), numeric, or
&Q alphanumeric.
NOTE: Each Custom Field must be set up in the Facility/Custom Options
section of the application before the field can be selected for use.
Comments Optional. Enter any information on the event.
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Table 13. Instructions for Completion of the Denominator for Procedure
form (CDC 57121) (Tables of Instructions List)

This form is used for reporting data on each patient having one of the NHSN operative proc *
selected for monitoring.

Data Field Instructions for Data CoIIectioQ
Facility ID # The NHSN-assigned facility ID will bgfaut@-entered by
the computer.
Procedure # The NHSN-assigned Procedu e'#\@e auto-entered by
the computer
Patient ID # Required. Enter the alpRa iC patient ID number.
This is the patient iden% gned by the hospital and
may consist of an (& ion of numbers and/or
letters.
Social Security # Optional. Enter igit numeric patient Social
Security Nuq&.
Secondary ID # Optionalg Enterthe alphanumeric 1D number assigned
by the fasility.
Medicare # i @ nter the patient’s Medicare number.
Patient name ‘ﬁptional. Enter the last, first, and middle name of the
tient.
Gender Required. Check Female, Male, or Other to indicate the

Date of birth Required. Record the date of the patient birth using this

%\ gender of the patient.

format: MM/DD/YYYY.
Ethnicity Optional.
anic or Latino | If patient is Hispanic or Latino, check this box.
anic or Not Latino | If patient is not Hispanic or not Latino, check this box.
Race Optional.
. Check all the boxes that apply to identify the patient’s
race.
% Required. Enter the code for procedure (PROC).
HSN Procedure code Required. Enter the appropriate NHSN procedure code.
ICD-9-CM procedure code Optional. The ICD-9-CM code may be entered here

instead of (or in addition to) the NHSN Procedure Code.
If the ICD-9-CM code is entered, the NHSN code will be
auto-entered by the computer. If the NHSN code is
entered first, you will have the option to select the
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Data Field

Instructions for Data Collection

appropriate ICD-9-CM code. In either case, it is optional
to select the ICD-9-CM code. The only allowed ICD-9-
CM codes are listed in Table 1: NHSN Operative
Procedure Category Mappings to ICD-9-CM Code%
the Surgical Site Infection Event chapter (ChaptefSg
NHSN Patient Safety Component Manual).

Date of procedure

Required. Record the date when the NHSN t@: dure

Procedure Details:

Outpatient:

Duration:

Wound class:

General anesthesia:

\@\

®® Emergency:

Trauma:

. ntral nervous system to render the patient pain free,
nesic, unconscious, and often paralyzed with relaxed

was done using this format: MM/DD/@.
Required. Check Y if this operatlv. dure was
performed on an NHSN outp% rwise check N.

Required. Enter the intefya urs and minutes
between the skin ingisi in closure.

Required. Chec?g\)ropriate wound class from the

list.

) Checé Y if general anesthesia was used for the

Required

operg grocedure, otherwise check N. General

a & 1s defined as the administration of drugs or
gas@s that enter the general circulation and affect the

muscles.

Conditionally Required. Required for Inpatient
procedures only. Check numeric ASA classification at
the time of the operative procedure.

Required. Check Y if this operative procedure was a
nonelective, unscheduled operative procedure, otherwise
check N. Emergency operative procedures are those that
do not allow for the standard immediate preoperative
preparation normally done within the facility for a
scheduled operation (e.g., stable vital signs, adequate
antiseptic skin preparation, colon decontamination in
advance of colon surgery, etc.).

Required. Check Y if operative procedure was
performed because of blunt or penetrating traumatic
injury to the patient, otherwise check N.
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Data Field

Instructions for Data Collection

Endoscope:

Surgeon code:

Implant:

Required. Check Y if the entire operative procedure was
performed using an endoscope/laparoscope/robotic assist.
Check N if the endoscope incision was extended to allo
hand assistance, or was fully converted to an open %
approach.

NOTE: For CBGB, if the donor vessel was r6®

using an endoscope, check Y.

Optional. Enter code of the surgeon varformed the
principal operative procedure

Required. Check Y if a non erived object,
material, or tissue was r%&ly placed in a patient
during the operative,pr and will not be routinely
manipulated for d r therapeutic purposes (see
“Implant” key te \

xample), otherwise check N.
Condltl Iy rehuwed If operative procedure is CSEC,

CSEC: Height
enter p t height in feet and inches or meters and
ptigneters.
CSEC: Weight Conditionally required. If operative procedure is CSEC,

CSEC: Duration of labor 0®\
o
&
\)

N

. ter patient’s most recent weight in pounds or
ograms.

Conditionally required. If operative procedure is CSEC,
enter number of hours the patient labored in the hospital
from beginning of active labor to delivery of the infant,
expressed in hours. The documentation of active labor
can be supplied in the chart by a member of the
healthcare team or physician. Active labor may be
defined by the individual facility’s policies and
procedures.

If a patient is admitted for a scheduled CSEC and has not
yet gone into labor, the duration of labor would be 0.
Hours should be rounded in the following manner: < 30
minutes round down; > 30 minutes round up.

Cirele one: FUSN RFUSN

Conditionally required. If operative procedure is FUSN
or RFUSN, circle the procedure that was done.

FUSN/RFUSN: Spinal level

Conditionally required. If operative procedure is FUSN
or RFUSN, check appropriate spinal level of procedure
from list.

o Atlas-Axis — C1 and/or C2 only

« Atlas-Axis/Cervical — C1-C7 (any combination

January 2012

14-35



™

NHSN Patient Safety Component
Tables of Instructions

Data Field

Instructions for Data Collection

excluding C1 and/or C2 only)
« Cervical — C3-C7 (any combination)
« Cervical/Dorsal/Dorsolumbar — Extends from a
cervical through any lumbar levels \n
o Dorsal/Dorsolumbar — T1 — L5 (any combifat
of thoracic and lumbar) o
o Lumbar/Lumbosacral — L1-S5 (any o@nation
of lumbar and sacral)

« Not specified — Level not speci@should be
used rargly)Qd
If not specified, record will n ed in SIR

calculations.

FUSN/RFUSN: Diabetes mellitus

Conditionally required.
or RFUSN, check Y, if
mellitus, otherwis

ive procedure is FUSN
s known to have diabetes

FUSN/RFUSN: Approach/Technique

Conditionally rege f operative procedure is FUSN
or RFUSN, ch I%ropriate surgical approach or

technique fr jst.

HPRO:

Conditigmally required. If operative procedure is HPRO,
selec Total Primary), PP (Partial Primary), TR

( gvision) or PR (Partial Revision) from the list.

e “primary” designation; otherwise, indicate that the
procedure was a revision.

. @OTE: When hardware is inserted for the first time, use

KPRO:

Conditionally required. If operative procedure is KPRO,
select T — Primary (Total), R — Revision (Total or Partial)
from list.

NOTE: When hardware is inserted for the first time, use
the “primary” designation; otherwise, indicate that the
procedure was a revision.

Custom Fiel@

&
Q&

Optional. Up to 50 fields may be customized for local or
group use in any combination of the following formats:
date (MMDDY'YY), numeric, or alphanumeric.

NOTE: Each Custom Field must be set up in the
Facility/Custom Options section of NHSN before the
field can be selected for use. Data in these fields may be
analyzed.
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Table 14. Instructions for Completion of the Vaccination Monthly
Monitoring Form — Summary Method (57.130) (Tables of Instructions List)

Data Field

Instructions for Data Collection L\

Facility ID #

VVaccination type

Influenza subtype

Month

The NHSN-assigned facility ID number will be auto-entered by the %ﬁ
Required; defaulted to “Influenza” by the computer. Q

Required. Record using this format: MM

Year

Required. Record using this format: YYYY

1. Total # of patient admissions

Required. Check one: 0 Seasonal o Non-seasonal
Required. The count of NHSN inpatients admitt‘ed Qity during the

month being monitored.

2. Total # of patients aged 6 months
and older meeting criteria for
influenza vaccination

deria for vaccination.
eviously vaccinated during

Required. The count of NHSN inpatients mee
Include in this count any patients who
the current influenza season.

3. Total # of patients previously
\vaccinated during current influenza
season

Optional. The count of NHSN inpatign had previously received influenza
\vaccination during the current in%

season by either history or
documentation. Patients requiri ond vaccine should not be included in the
count of those previously vacgin

4. Total patients not previously
\vaccinated during current influenza
season (Box 2 - Box 3)

Required. The difference i count of NHSN inpatients meeting criteria for
influenza vaccination (Box 2) minus the count of NHSN inpatients who had been

5. Patients meeting criteria offered
\vaccination but declining for
reasons other than medical
contraindication

Required. The cowpt'0f NHSN inpatients meeting criteria for influenza
vaccinatiopmwho were offered vaccination but who declined for reasons other
than megi ntraindication(s).

6. Patients meeting criteria offered
\vaccination but having medical
contraindication

\d. The count of NHSN inpatients meeting criteria for influenza
ion who were offered vaccination but who declined because of medical

aindication(s).

7. Patients meeting criteria

receiving vaccination duringQ
admission

equired. The count of NHSN inpatients meeting criteria for influenza
vaccination who had documentation in the medical record of receiving influenza
vaccination during the course of their hospital admission prior to being
discharged.

d Vaccination

X7)

8. Total patients o
(Box 5+ Box 6 +

@

Required. The sum of the count of NHSN inpatients who were offered influenza
\vaccination but who declined for reasons other than medical contraindication(s)
(Box 5) plus those offered vaccination but declined because of medical
contraindication(s) (Box 6) plus those with documentation in the medical record
of receiving vaccination during the course of their hospital admission (Box 7).
The number in this box should be less than or equal to the number in Box 4. This
number will be auto-entered by the computer.

Cust&n Fields

Optional. Up to 50 fields may be customized for local or group use in any
combination of the following formats: date (MMDDYYY), numeric, or
alphanumeric.

NOTE: Each Custom Field must be set up in the Facility/Custom Options
section of NHSN before the field can be selected for use. Data in these fields
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Data Field

Instructions for Data Collection

may be analyzed.
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Table 15. Instructions for Completion of the Vaccination Monthly
Monitoring Form — Patient-Level Method (CDC 57.131) (Tables of Instructions

List)
Data Field Instructions for Data Collection
Facility ID # The NHSN-assigned facility ID number will be auto-entere
computer. e
\accination type Required; defaulted to “ Influenza” by the computer.
Influenza subtype Required. Check one: nSeasonal DNon-sEas G
Month Required. Record using this format: MM
Year Required. Record using this format: 70'

1. Total # of patient admissions |Required. The count of NHSN igpa

@ admitted to the facility
during the month being monit

2. Total # of patients aged 6 Required. The count of NH lents meeting criteria for

months and older meeting vaccination. Include in thi any patients who have been

criteria for influenza vaccination |previously vaccinated ddmag,the current influenza season.

3. Total # of patients previously (Optional. The countf NHSN inpatients who had previously

vaccinated during current received influgn jnation during the current influenza season

influenza season by either hist% cumentation. Patients requiring a second
vaccine should be included in the count of those previously

vaccinati?‘
4. Total patients not previously R%‘ Wt difference in the count of NHSN inpatients meeting
forinf

vaccinated during current critégia luenza vaccination (Box 2) minus the count of NHSN

influenza season (Box 2 - Box 3) i ients who had been previously vaccinated during the current
intldenza season (Box 3). This number will be auto-entered by the

mputer.

Custom Fields Optional. Up to 50 fields may be customized for local or group use
in any combination of the following formats: date (MMDDYYY),
numeric, or alphanumeric.

@ NOTE: Each Custom Field must be set up in the Facility/Custom
. % Options section of NHSN before the field can be selected for use.
Data in these fields may be analyzed.
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Table 16. (Form has been retired and is no longer used.)

(Tables of Instructions List)
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Table 17. Instructions for Completion of the Patient VVaccination Form
(CDC 57.133)

(Tables of Instructions List)

Data Field Instructions for Data Collection
Facility ID # The NHSN-assigned facility ID number will be auto-entered b{Athe
computer.
Event # Event ID number will be auto-entered by the computer.
Patient ID Required. Enter the alphanumeric patient ID numg is is the
patient identifier assigned by the hospital and g ist of any

combination of numbers and/or letters.
Social Security # Optional. Enter the 9-digit numeric pati

Secondary ID Optional. Enter the alphanumeric D her-assigned by the facility.

Medicare # Optional. Enter the patient’s Mediegre ber.

Patient name Optional. Enter the last, first, af “’fo dle name of the patient.

Gender Required. Circle F (femlef%(male) or Other to indicate the gender
of the patient.

Date of Birth Required. Recogd tiile date’of the patient birth using this format:
MM/DD/YYY

Ethnicity Optiona(l?. Indicate tie patient’s ethnicity:
Hispani Q@’m

Not Kispantg or Not Latino
Race O% Indicate the patient’s race (all that apply):

Indian or Alaskan Native
A
ck or African American
ative Hawaiian or Other Pacific Islander

White
Event Type Required. FLUVAX.
Influenz@pe Required. Check one: oSeasonal oNon-seasonal.
.
red Required. Check Yes or No.

\ %
&ne declined Required. Check Yes or No.

Reason(s) vaccine declined  |Conditionally required. If patient declined influenza vaccination,
A. Medical check all that apply in either section A or section B, but not both. If
contraindication(s) reasons exist in both categories then section A, medical
B. Personal reason(s) for contraindications, takes priority and should be completed.
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Data Field

Instructions for Data Collection

declining

\accine administered

Date vaccine administered

Required. Check Yes or No.
Conditionally required. If vaccine administered, indicate date gi % s

using this format: MM/DD/YYYY

Type of influenza vaccine
administered
Seasonal or Non-seasonal

Conditionally required. If vaccine administered, indicate w
vaccine (seasonal or non-seasonal) and whether it was g live
attenuated vaccine (LAIV) or inactivated vaccine (T

NHSN Patient Safety Component
Tables of Instructions

If both seasonal and non-seasonal vaccines are a red to a
patient, complete a separate Patient VVaccinati or each.
Manufacturer Conditionally required. If vaccine adminis luenza vaccine
manufacturer will be auto-entered by hen vaccine type is
selected. ._%
Lot number Conditionally required. If vaccin N ered, enter the lot number

of the vaccine given to the pati

Route of administration

administration used.

\Vaccine Information
Statement Provided to Patient

Conditionally required. If \Q ministered, indicate the route of

Optional. If vaccine ad@istered, indicate what type of information

Person administering vaccine:
Vaccinator ID

statement was provij any, and the edition date using this format:
MM/DD/YYY\@AS& check “None or unknown”.
Optional. If vaccin&administered, indicate vaccinator identifier. This
is an ideati signed by the facility and may consist of any

Title

Person administering vaccine:

com inatK umbers and/or letters.
Optional. If vaccine administered, indicate title of vaccinator (RN,

e Assistant, etc.).

Name

Person administering vaccine;

al. If vaccine administered, indicate name of vaccinator by last
e, first name, middle name or initial.

code

Person administering
Work address, City, S

\%ﬁﬁ;

ptional. This information will be auto-entered by the computer.

Custom Fields

Optional. Up to 50 fields may be customized for local or group use in
any combination of the following formats: date (MMDDYYY),
numeric, or alphanumeric.

NOTE: Each Custom Field must be set up in the Facility/Custom
Options section of NHSN before the field can be selected for use. Data
in these fields may be analyzed.

Comments

Optional. Enter comments about this vaccination. Data in this field
cannot be analyzed.
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Table 18. Instructions for Completion of the Influenza Vaccination

Standing Orders Form - Optional (CDC 57134) (Tables of Instructions List)

Data Field

Instructions for Data Collection

Facility 1D

the facility as indicated or required by the facility.

Patient identifiers

Required. Blank space for facility to place identification infoé n of

stamp as indicated. Minimum information required in the
alphanumeric patient 1D (i.e., the patient identifjer by the
hospital and may consist of any combination s and/or letters),
gender, and date of birth.

Required. Blank space for facility to place patient ider;@io abel or
d

NHSN Patient Safety Component
Tables of Instructions

DO NOT VACCINATE

Optional. Check one of the choices.

\Vaccine offered

*

Required. Check Yes or No.

Influenza Subtype

Conditionally required. Check Se r Non-seasonal.

Vaccine declined

Required. Check Yes or No. N

Reason(s) vaccine declined

Conditionally required. If paﬁem eclined influenza vaccination, check
all that apply in either sg€tion A or section B, but not both. If reasons
exist in both categori section A, medical contraindications, takes
priority and shou pleted.

Orders Required. Check Vaeginate; Do NOT Vaccinate; or Standing Order —
no signatyre ired.
Physician signature Conditiona uired. Signature of ordering physician is required if

rder policy is not in place and checked.

\accine administered

heck Yes or No.

Date administered

nally required. If vaccine administered, enter date in
DD/YYYY format.

Non-seasonal

Type of influenza vacci
administered: Season%

onditionally required. If vaccine administered, indicate which specific
vaccine of the seasonal or non-seasonal type was given, and whether it
was a live attenuated vaccine (LAIV) or inactivated vaccine (TIV)
formulation.

Conditionally required. If vaccine administered, enter name of
manufacturer.

Manufactur,
TS
Lot

Conditionally required. If vaccine administered, enter lot number used.

ute'af administration

Conditionally required. If vaccine administered, indicate route of
administration used.

Vaccine information
statement (VIS) provided to
patient

Optional. If vaccine administered, indicate type and edition date of
vaccine information statement provided, if no vaccine information
statement was provided (None), or if it is unknown.

\accinator ID and Title of
Person Administering

Optional. If vaccine administered, indicate vaccinator identifier. This is

an identifier assigned by the facility and may consist of any
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Data Field Instructions for Data Collection

\/accine combination of numbers and/or letters. Indicate the title of the
vaccinator (RN, LPN, Nurse Assistant, etc.).
Name Optional. If vaccine administered, indicate name of vaccinator by las

name, first name, middle name or initial.
Work Address, City, State, [Optional. If vaccine administered, indicate work address of vacaipa
Zip code Typically, this would be the facility’s address. e
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Table 19. Instructions for Completion of the Laboratory-identified
MDRO or CDI Event form (CDC 57128) (Tables of Instructions List)

Data Field Instructions for Form Completion
Facility 1D The NHSN-assigned facility ID number will be auto-entered by the
computer.
Event # Event ID number will be auto-entered by the computer. %
Patient 1D Required. Enter the alphanumeric patient ID. This is the patient ide r
assigned by the hospital and may consist of any combination bers

and/or letters. This should be an ID that remains the sam
across all visits and admissions.
Social Security # Optional. Enter the 9-digit numeric patient Social

patient

Secondary ID Optional. Enter any other patient ID assigned by,
Medicare # Optional. Enter the patient’s Medicarg n

le, data will be auto-

Patient Name, Last Optional. Enter the name of the patient!

First, Middle entered from Patient Form.

Gender Required. Circle M (Male), F (Femalle ther to indicate the gender of the
patient.

Date of Birth Required. Record the date of ghe patfent birth using this format:
MM/DD/YYYY.

Ethnicity (specify) Optional. Enter the pati thhicity:
Hispanic or Latino K
Not Hispanic or Not Latiho

Race (specify) Optional. E r%tient’s race: Select all that apply.
Americ Ir:;& laska Native
Asian

Black an American

Nati aiian or Other Pacific Islander
Event Details

equired. Event type = LabID.

Event Type

Date Specime Il8eted [Required. Enter the date the specimen was collected for this event using
format: MM/DD/YYYY
nis

Specifi a Type |Required. Check the pathogen identified for this specimen from one of the
¢ @ following laboratory-identified organism types: MRSA, MSSA (if tracking
\ MRSA & MSSA), VRE, CephR-Klebsiella, CRE-E. coli, CRE-Klebsiella,
Q MDR-Acinetobacter or C. difficile. Use one form per LabID event (i.e., 1

&J form for each pathogen).

tpatient Required. Select “Yes” if the LabID Event is being reported from an
outpatient location where there are no admissions (e.g., emergency
department, wound care clinic, etc.). If the patient was an outpatient, Date
Admitted to Facility and Date Admitted to Location are not required.
Specimen Body Site Required. Enter the main body site from which the specimen was taken
using the description that is most specific. (e.g., digestive system, central
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Data Field Instructions for Form Completion
nervous system, etc.)

Specimen Source Required. Enter the specific anatomic site from which the specimen was
taken using the source description that is most accurate from the available
choices (e.g., bile specimen, specimen from brain, etc.)

Date Admitted to Facility [Conditionally required. Enter the date the patient was admitted to facili
using this format: MM/DD/YYYY. If the LablD Event was reporte

an outpatient location, leave this blank. An NHSN Inpatient is defined as
a patient whose date of admission to the healthcare facility @e date of

discharge are different calendar days. When determining &patrent’s
admission dates to both the facility and specific igpa @ ation, the
NHSN user must take into account all such days$ydfieltieifig any days
spent in an inpatient location as an “observati %w I
officially admitted as an inpatient to the fagil these days
contribute to exposure risk. Thereforg, a ays are included in
the counts of admissions and patienx he facility and specific
location, and facility and admissio ust be moved back to the
first day spent in the inpatient logati
Location Conditionally required. Enter t ient care area where the patient was
assigned when the Iaboratorﬁentifled MDRO or C. difficile event

specimen was collected (i NHSN “transfer rule” does not apply for
LabID events). Spec a specimen collected in the emergency
department is positiveé ¥graf MDRO or CDI, and the patient it is collected
from is admitted te the fatility on the SAME date into a location that is
monitoring nts for the identified MDRO or CDI, then that
specimeg,can orted as the first specimen for the patient in that
admittin\ltient location for the month. If the facility is also monitoring
Lale@ for the same MDRO or CDI in the emergency department,

e specimen for the patient would also be reported a second time
haffoutpatient location.
itionally required. Enter the date the patient was admitted to the patient
re area where laboratory-identified monitoring is being performed and
where the specimen was collected from the patient. Any days spent in an

inpatient location, whether as an officially admitted patient or as an
“observation” patient, contribute to exposure risk. An NHSN

Date Admitted to
Location

Inpatient is defined as a patient whose date of admission to the
¢ 6 healthcare facility and the date of discharge are different calendar days.
\ Therefore, all such days are included in the counts of patient days for
Q the facility and specific location. Special Emergency Department Cases:
Note that because of existing business rules for edit checks in NHSN, the
date of specimen collection must be the same date or later than the admission
date.
Documented prior Non-editable. “Yes” or “No” will be auto-filled by the system only,
evidence of infection or |depending on whether there is prior LabID Event entered for the same
colonization with this organism and same patient. Cannot be edited by user. If there is a previous
specific organism type  |LabID event for this organism type entered in NHSN in a prior month, the
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Data Field

Instructions for Form Completion

from a previously
reported LabID Event?

system will auto-populate with a “Yes.”

Has patient been
discharged from your
facility in the past 3
months?

Required. Circle “Yes” if the patient has been an inpatient and discharged
from your facility in the past three months, otherwise circle “No”.

Date of last discharge
from your facility

Conditionally Required. If the patient was discharged from your fa

the past 3 months (previous question is circled “Yes™), enter the mo nt
date of discharge prior to the current admission. Use format:
MM/DD/YYYY

Custom Fields *

Custom Fields

Optional. Up to 50 fields may be customized f
any combination of the following formats; d
numeric, or alphanumeric.

r group use in
DYYY),

.
NOTE: Each Custom Field must be sem Facility/Custom Options
section of the application before the fi e selected for use.

Comments

NHSN Patient Safety Component
Tables of Instructions

Optional. Enter any information o ent. This information may not be
analyzed.
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Table 20. Instructions for Completion of the MDRO or CDI Infection
Event form (CDC 57126) (Tables of Instructions List)

Data Field Instructions for Form Completion
Facility 1D The NHSN-assigned facility ID number will be auto-entered by the computg
Event # Event ID number will be auto-entered by the computer \
Patient 1D Required. Enter the alphanumeric patient ID. This is the patient iden @

assigned by the hospital and may consist of any combination of bers
and/or letters. This should be an ID that remains the same for %ent

across all visits and admissions.

Social Security # Optional. Enter the 9-digit numeric patient Social Sec%@oer.
CHity”

Secondary ID Optional. Enter any other patient ID assigned by th

Medicare # Optional. Enter the patient’s Medicare num

Patient Name, Last Optional. Enter the name of the patient. . ¢

First \\

Middle

Gender Required. Circle M (Male), F (Fema her to indicate the gender of the
patient.

Date of Birth Required. Record the date of thg patient birth using this format:

MM/DD/YYYY.
Ethnicity (specify) Optional. Enter the pat nicity:

Hispanic or Latino

Not Hispanic ar ino
Race (specify) Optional. Enter ent’s race: (select all that apply)

American Indian or’Alaska Native

Asian
Black an American

Natiye aiian or Other Pacific Islander
\LE

Event Details
Event Type @ equired. Enter infection event type other than BSI, DE, Pneumonia, SSI, or

UTI. For reporting MDRO infections that are BSI, Pneumonia, SSI, or UTI,
use those infection forms and instructions.

Date of Eve Required. Enter the date the first clinical symptoms of infection occurred or
% the date the first positive specimen was collected, whichever came first. Use
format: MM/DD/YYYY.
Required. Circle “Yes” if the infection occurred after an NHSN-defined
procedure but before discharge from the facility, otherwise circle “No”.

Date ®f Procedure Conditionally required. If an NHSN-defined procedure was performed, enter
date using this format: MM/DD/YYYY.
MDRO Infection Required. Enter “Yes”, if the pathogen is being followed for Infection

Surveillance in the MDRO/CDI Module in that location as part of your
Monthly Reporting Plan: MRSA, MSSA (MRSA/MSSA), VRE,
CephR-Klebsiella, CRE-E. coli, CRE-Klebsiella, MDR-Acinetobacter
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Data Field

Instructions for Form Completion

or C. difficile.

If the pathogen for this infection happens to be an MDRO but your
facility is not following the Infection Surveillance in the MDRO/CDI
Module in your Monthly Reporting Plan, answer “No” to this question.

NHSN Procedure code

Conditionally required. Answer this question only if this patient develope
MDRO or C. difficile infection during the same admission as an operatjye
procedure. Enter the appropriate NHSN procedure code. NOTE: An
infection cannot be “linked” to an operative procedure unless that procedtre
ed, and
e operation

has already been added to NHSN. If the procedure was previo
the “Link to Procedure” button is clicked, the fields pertam
will be auto-entered by the computer.

ICD-9-CM Procedure Code

NHSN Patient Safety Component
Tables of Instructions

Optional. The ICD-9-CM code may be entered here i
to) the NHSN Procedure Code. If the ICD-9-CM ¢
code will be auto-entered by the computer. If th

you will have the option to select the appropri

case, it is optional to select the ICD-9-C

(or in addition

ered, the NHSN
code is entered first,

-9-CM code. In either

Specific Organism Type

Required. Check the pathogen(s) identi this infection event.

select up to 3.

You may

Date Admitted to Facility

Required. Enter date patient admi facility using this format:
MM/DD/YYYY. An NHSN %tient is defined as a patient whose date of

admission to the healthca ity and the date of discharge are different
calendar days. When @ing a patient’s admission dates to both the
facility and specific inpagient location, the NHSN user must take into
account all sych %jmcluding any days spent in an inpatient location
as an “observa tient before being officially admitted as an
inpatient toythe faeility, as these days contribute to exposure risk.

Therefo uch days are included in the counts of admissions and
or the facility and specific location, and facility and

patie
ad@x dates must be moved back to the first day spent in the
jent location

Location

uired. Enter the nursing care area where the patient was assigned when the
DRO or C. difficile infection (CDI) was acquired. If the MDRO or CDI
developed in a patient within 48 hours of discharge from a location, indicate
the discharging location, not the current location of the patient.

Specific Ev%TypeQ
.

Required. List the specific CDC-defined infection event type. For event type =
BSI, PNEU, SSI or UTI this form should not be used. Use the form designed
for that event.

igns'& Symptoms

Required. Using the criteria in Table 17, check all signs and symptoms used to
confirm the diagnosis of this infection event in the observed patient.

Laboratory or Diagnostic
Testing

Conditionally required. Indicate whether any blood cultures, other laboratory
tests or radiologic exams were used to diagnose the infection.

Clostridium difficile Infecti

Admitted to ICU for CDI
complications

on

Conditionally required. If pathogen is C. difficile, circle “Yes” to indicate
admission to ICU for C. difficile complications (e.g., shock that requires
\vasopressor therapy), otherwise circle “No”.
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Data Field Instructions for Form Completion
Surgery for CDI Conditionally required. If pathogen is C. difficile, circle “Yes” to indicate
complications surgery for C. difficile complications, otherwise circle “No”. Surgery might

include colectomy for toxic megacolon, perforation or refractory colitis.

Secondary Bloodstream Required. Circle “Yes” if there is a culture-confirmed bloodstream infection
Infection (BSI) during this admission, secondary to this infection, for the same pathogeg.

Otherwise circle “No”.

Died Required. Circle “Yes” if the patient died during this hospitalization, g
circle “No”.

Event Contributed to Death |Conditionally Required.
MDRO: If the patient died during this admission, circle “Yes&ifthe MDRO

infection contributed to death, otherwise circle “No”. ¢

CDI: Circle “Yes” only if the patient died within 39"§a
infection symptom onset and during the currentthgshifal’s

Discharge Date Optional. Enter the date the patient was diseha om the facility using this
format: MM/DD/YYYY. If the patient d his admission enter the
death date.

Pathogens Identified Required. Circle “Yes” if pathogen i , “No” if otherwise; if “Yes”
indicates the pathogen identified o% Ibiogram on page 2. If the pathogen
was C. difficile, enter it under Qther Organisms but do not include
antibiogram.

NOTE: Any infection&Q as an MDRO or CDI must have a pathogen
identified.

. %
Custom Fields Optional.&o fields may be customized for local or group use in

any compeigation of the following formats: date (MMDDYYY),
iC, phanumeric.

ach custom Field must be set up in the Facility/Custom Options
of the application before the field can be selected for use.

Comments ional. Enter comments for local use and the values entered. These fields
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Table 21. Instructions for Completion of the MDRO and CDI

Prevention Process and Outcome Measures Monthly Monitoring form
(CDC 57127) (Tables of Instructions List)

Data Field Instructions for Form Completion @

Facility ID # The NHSN-assigned facility ID number will be auto-entered by t
computer
Month Required. Enter the 2-digit month during which surveillancepeg

performed.

Year Required. Enter the 4-digit year during which surveillai

Location Code Required. Enter the code of the patient care locatidfi WRePE the outcome
measures monitoring was done. )

Total Patient Days Conditionally Required. If this is a single inpatightBcation, enter the total

number of patient days for this locationsfo l’@ gonth. If this is for
FacWidelN location code, enter the t pEr of patient days for all
facility inpatient locations combine onth. All of the facility’s
inpatient locations with an overni %should be included, where
denominators can be accuratelg%ﬂfa d and there is the possibility of the
MDRO to be present, transgnitted, ahd identified in that specific location.
For further information r&mting patient days, go to
http://www.cdc.go/n s/PatientDay SumData Guide.pdf.
Total Admissions Conditionally required. is is a single inpatient location, enter the total
number of admigsions Yor this location for the month. If this is for
FacWidelN |%\ code, enter the total number of admissions for all
facility, inpa cations combined for the month. All of the facility’s
inpati%ati ns with an overnight stay should be included, where
den s can be accurately collected and there is the possibility of the
be present, transmitted, and identified in that specific location.
r further information on counting admissions, go to
lwww.cdc.gov/nhsn/PDFs/PatientDay _SumData Guide.pdf.
Total Encounters @ onditionally required. If this is for LablD Event monitoring being

performed in a single outpatient and/or emergency room location, enter the
total number of patient visits/encounters for the location for the month. If

@ this is for LablD Event monitoring being performed at the FacWideOUT
level, enter the total number of patient visits/encounters for all facility

* outpatient locations combined for the month.

Patj Conditionally Required. If LabID C. difficile Events are being
% monitored at the FacWidelN level, then Total Patient Days (as
& calculated from guidance above) minus any patient days for NICU

or Well Baby Nurseries must be entered here.

Admissions Conditionally Required. If LabID C. difficile Events are being
monitored at the FacWidelN level, then Total Admissions (as
calculated from guidance above) minus any admissions for NICU or
Well Baby Nurseries must be entered here.
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Data Field

Instructions for Form Completion

Encounters

Conditionally Required. If LabID C. difficile Events are being
monitored at the FacWideOUT level, then Total Encounters (as
calculated from guidance above) minus any encounters for Well
Baby Clinics must be entered here.

MDRO and CDI Infection Surveillance or LablD Event Reporting

Infection Surveillance

Conditionally required. Selections for Infection Surveillance will
filled if included in the Monthly Reporting Plan. Otherwise, sele
MDRO or C. difficile organism for monitoring Infection Suryeillance “off-
plan” in the location during the time period specified.

LablD Event
(All specimens)

Conditionally required. Selections for LablD Eventre
specimens will be auto-filled if included in the M

Otherwise, select any MDRO or C. difficile orgagiSffow»monitoring
tﬂeba

LabID Event
(Blood specimens only)

NHSN Patient Safety Component
Tables of Instructions

LabID Events for All specimens “off-plan”4 ion during the time
nt reporting of Blood

period specified.
&i in the Monthly Reporting

Conditionally required. Selections f
specimens only will be auto-filled if in

Plan. Otherwise, select any MDR(@ nitoring LablD Events for
Blood specimens only “off-plan”at acility-wide level during the time
period specified.

Process Measures{Optional)

Hand Hygiene Required for hand jy erence process measures. Enter the total
Performed number of observed€o s during which an HCW touched either the
patient or inanimate oBjects in the immediate vicinity of the patient and

appropriate h giene was performed (i.e., Hand Hygiene Performed).
Indicated Requi%@}wd hygiene adherence process measures. Enter the total

nu
p
er

served contacts during which an HCW touched either the
inanimate objects in the immediate vicinity of the patient and
re, appropriate hand hygiene was indicated (i.e., Hand Hygiene
ated).

Gown and Gloves
Used

O

equired for gown and gloves use adherence process measures.
Among patients on Contact Precautions, enter the total number of
observed contacts between an HCW and a patient or inanimate objects in
the immediate vicinity of the patient for which gloves and gowns had been
donned prior to the contact (i.e., Gown and Gloves Used).

Required for gown and gloves use adherence process measures.

Among patients on Contact Precautions, enter the total number of
observed contacts between an HCW and a patient or inanimate objects in
the immediate vicinity of the patient and therefore, gloves and gowns were
indicated (i.e., Gown and Gloves Indicated).

Active Surveillance Testing (For MRSA & VRE only)

Active Surveillance Testing
performed

Required for active surveillance testing adherence process measures. For
MRSA and VRE only. Selections for AST Performed will be auto-filled if

included in the Monthly Reporting Plan. Otherwise, select either MRSA
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Data Field Instructions for Form Completion
or VRE for which active surveillance testing is being done “off-plan”
during the time period specified.

Timing of AST Required for active surveillance testing adherence process measures.
e Adm Choose the time period when surveillance testing will be performed.
e Both Specimens for AST can be obtained at the time of admission (Ad;@
the time of admission and for patients’ stays of > 3 days, at the ti

discharge/transfer (Both).
AST Eligible Patients Required for admission surveillance testing adherence p 6 measures.

e All If all admitted patients were tested choose All.

e NHx Circle NHx if performing AST only on tho
patient care location with no documentatlo
MRSA and/or VRE colonization or i
IS, no specimen positive for MRSA
previous stays at this facility or frofn
facilities in < 12 months. (

Se @admltted to the
@ ime of admission of
@< 12 months (NHXx). That

RE for this patient during
ation provided by referring

Admission AST Required for admission su elm testing adherence process measures.
e Performed Enter the number ‘ igible for admission AST and who had a
specimen obtained g < 3 days of admission (i.e., Admission AST
Performed).

e Eligible Enter the nt@ patients eligible for admission surveillance testing.
(i.e., AGgaissio® AST Eligible)

Discharge/Transfer AST Req% discharge/transfer active surveillance testing adherence
pr asures.

e Performed atients’ stays > 3 days, enter the number of discharged or transferred
patients eligible for AST and who had a specimen obtained for testing
@ prior to discharge or transfer, not including the admission AST (i.e.,

Discharge/Transfer AST Performed).
e Eligib For patients’ with stays of > 3 days, enter the number of patients eligible
. for discharge/transfer surveillance testing; were negative if tested on

admission. (i.e., Discharge/Transfer AST Eligible).

Outcome Measures (Optional) - MRSA & VRE ONLY
s <Pre lent Cases Required for prevalent case - AST/clinical positive outcome measures.
AST/Clinical Positive Enter the number of patients with MRSA and/or VRE isolated from a
specimen collected for AST or for clinical reasons on admission (< 3 days)
(i.e., the MRSA or VRE cannot be attributed to this patient care location).

Known Positive Enter the number of patients with documentation on admission of MRSA
or VRE colonization or infection, from the admitting or referring facility,
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Data Field Instructions for Form Completion

in <12 months (i.e., patient is known to be colonized or infected with
MRSA and/or VRE within the last year). All MRSA or VRE colonized
patients already in the ICU during the first month of surveillance should be
considered “Known Positive”.

Incident Cases Required for incident case - AST/clinical positive outcome measures.
AST/Clinical Positive Enter the number of patients with a stay > 3 days:
e With no documentation on admission of MRSA and/or VQ
colonization or infection, from the admitting or referring Y,
in < 12 months (i.e., patient is not known to be co or
infected with MRSA and/or VRE within the las nd is

negative if tested on admission), AND A4

¢ MRSA and/or VRE isolated from a speci \ ted for AST or
clinical reasons > 3 days after admissiopFag to

Custom Fields Optional. Up to 50 fields may be custofnizegd tor local or group use
in any combination of the following : date (MMDDYYY),
numeric, or alphanumeric.

NOTE: Each custom field m et up in the Facility/Custom Options
section of the application mre the field can be selected for use.

Comments Optional. Enter commg local use and the values entered. These
fields may not be agal
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Location @iption

CDC Location Label NHSN CDC Location Code
Healthcare
Service Q
Location Code . Q
LOCATIONS %

Adult Critical Care Units R &

Burn Critical Care 1026-4 IN:ACUTE:CC:B ifi area specializing in the care of patients with

igrigiCant/major burns.

Medical Cardiac Critical Care 1028-0 IN:ACUTE:CC:C care area specializing in the care of patients with

! us heart problems that do not required heart surgery.

Medical Critical Care 1027-2 IN:ACUTE:CC:M ritical care area for patients who are being treated for

i nonsurgical conditions.
Medical/Surgical Critical Care | 1029-8 IN:ACUTE:CL: An area where critically ill patients with medical and/or
CK’D surgical conditions are managed.

Neurologic Critical Care 1035-5 IN:ACUTE:CC: Critical care area for the care of patients with life-threatening
neurologic diseases.

Neurosurgical Critical Care 1031-4 IN:A ‘NS Critical care area for the surgical management of patients
with severe neurologic diseases or those at risk for neurologic
injury as a result of surgery.

Prenatal Critical Care 1034-8 :ACUTE:CC:PNATL Critical care area for the care of pregnant patients with

complex medical or obstetric problems requiring a high level
of care to prevent the loss of the fetus and to protect the life
of the mother.

Respiratory Critical Care

IN:ACUTE:CC:R

Critical care area for the evaluation and treatment of patients
with severe respiratory conditions.

1032-2

IN:ACUTE:CC:.CT

Critical care area specializing in the care of patients following
cardiac and thoracic surgery.

Surgical Cardiothoracic gri i
Care
Surgical Critical C Q

1030-6

IN:ACUTE:CC:S

Critical care area for the evaluation and management of
patients with serious illness before and/or after surgery.
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=T

Trauma Critical Care 1025-6 IN:ACUTE:CC:T Critical care area specializing care of patients who
require a high level of itoring and/or intervention
following trauma or du itical illness related to trauma.

*
Pediatric Critical Care Units \
Pediatric Burn Critical Care 1042-1 IN:ACUTE:CC:B_PED Criticalega pecializing in the care of patients < 18

years Q gnificant/major burns
Pediatric Cardiothoracic Critical | 1043-9 IN:ACUTE:CC:CT_PED i are area specializing in the care of patients < 18
Care % d following cardiac and thoracic surgery.
Pediatric Medical Critical Care | 1044-7 IN:ACUTE:CC:M_PED ! cal care area for patients < 18 years old who are being
reated for nonsurgical conditions. In the NNIS system, this
& was called Pediatric ICU (PICU).
Pediatric Medical/Surgical 1045-4 IN:ACUTE:CLC: An area where critically ill patients < 18 years old with
Critical Care medical and/or surgical conditions are managed.
Pediatric Neurosurgical Critical | 1046-2 IN:ACUTE:NS RED Critical care area specializing in the surgical management of
Care . @ patients < 18 years old with severe neurological diseases or
those at risk for neurological injury as a result of surgery.
Pediatric Respiratory Critical 1047-0 INVACUTE:CC:R_PED Critical care area for the evaluation and treatment of the
Care patients < 18 years old with severe respiratory conditions.

Pediatric Surgical Critical Care | 1048-8 | UTE:CC:S_PED Critical care area for the evaluation and management of
0 patients < 18 years old with serious illness before and/or after

surgery.

Pediatric Trauma Critical Care | 1049-6 < > IN:ACUTECC:T_PED Critical care area specializing in the care of patients < 18
years old who require a high level of monitoring and/or

to trauma.

@@ intervention following trauma or during critical illness related

Neonatal Units

Well Baby Nurser 1038-9 IN:ACUTE:WARD: Hospital area for evaluation and postnatal care of healthy
NURS newborns. May include neonatal resuscitation and stabilization
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of ill newborns until transfer to@lity at which specialty
neonatal care is provided

Step down Neonatal Nursery 1041-3 IN:ACUTE:STEP:NURS | NOTE: The categories ofiLevel II, listed below, are
(Level 1) classifications frgm arican Academy of Pediatrics,
Definitions of i g@sed newborn services.
Level Il neon specialty)

Special egr
cate%ori

[9°]

y: level Il units are subdivided into 2
basis of their ability to provide assisted

ve i luding continuous positive airway pressure
LeNXR' as the capabilities to

% esuscitate and stabilize preterm and/or ill infants

& before transfer to a facility at which newborn intensive
~ care is provided

& e Provide care for infants born at > 32 weeks’ gestation
and weighing > 1500 g (1) who have physiologic

O immaturity such as apnea of prematurity, inability to

maintain body temperature, or inability to take oral

. 6 feedings or (2) who are moderately ill with problems
that are anticipated to resolve rapidly and are not

\ anticipated to need subspecialty services on an urgent

intensive care

\ basis
: % e Provide care for infants who are convalescing after

Level 1B has the capabilities of a level I1A nursery and the
Q additional capability to provide mechanical ventilation
for brief durations (< 24 hours) or continuous positive
airway pressure
Neonatal Critical Care (Level - IN:ACUTE:CC_STEP: _Comblned nursery housing both Level Il and I1l newborns and
i NURS infants.
Neonatal Critical Care (bev@ 1040-5 IN:ACUTE:CC:NURS A hospital neonatal intensive care unit (NICU) organized with
1)} personnel and equipment to provide continuous life support
and comprehensive care for extremely high-risk newborn
& infants and those with complex and critical illness. NOTE: The
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categories of Level Il below a sifications from the
American Academy of PQ’ rics, Definitions of hospital-
based newborn services.{ heSe classifications are all
considered Levellll rtes in NHSN.
Level Il (subs \ CU: level 111 NICUs are subdivided
into 3 categorij
Level HIA: capabilities to
. omprehensive care for infants born at > 28
® o ieceks gestation and weighing > 1000 g
\\ovide sustained life support limited to conventional
echanical ventilation

@ Perform minor surgical procedures such as placement

of central venous catheter or inguinal hernia repair

Level HIB NICU: has the capabilities to provide
» Comprehensive care for extremely low birth weight
O infants (< 1000 g and < 28 weeks’ gestation )
» Advanced respiratory support such as high-frequency

ventilation and inhaled nitric oxide for as long as
’\ required

» Prompt and on-site access to a full range of pediatric

basis, including computed tomography, magnetic
resonance imaging, and echocardiography
Q e Pediatric surgical specialists and pediatric
anesthesiologists on site or at a closely related
institution to perform major surgery such as ligation of
patent ductus arteriosus and repair of abdominal wall
defects, necrotizing enterocolitis with bowel

perforation, tracheoesophageal fistula and/or
esophageal atresia, and myelomeningocele

\ medical subspecialists
% » Advanced imaging, with interpretation on an urgent

and also is located within an institution that has the capability
to provide ECMO and surgical repair of complex congenital

9
Q\ Level I1IC NICU: has the capabilities of a level 11I1B NICU
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| cardiac malformations that reqardiopulmonary bypass

Inpatient Specialty Care Areas (SCA)

L 3

o

Bone Marrow Transplant SCA | 1022-3 IN:ACUTE:SCA:BMT Hospital speci a for the treatment of patients who
undergo bonepa (stem cell) transplant for the treatment
of various di .

Hematology/Oncology SCA 1088-4 IN:ACUTE:SCA:HONC care area for the management and treatment
of cancer and/or blood disorders.

Inpatient Dialysis SCA 1198-1 IN:ACUTE:SCA:DIAL H ecialty care area for patients who require dialysis as

atient care. These patients can be chronic or acute
‘&I is patients.

Solid Organ Transplant SCA 1092-6 IN:ACUTE:SCA:SOTP ospital specialty area for the postoperative care of patients
who have had a solid organ transplant (e.g., heart/lung, kidney,
liver, pancreas)

Pediatric Bone Marrow 1023-1 IN:ACUTE: ! Hospital specialty care area for the treatment of patients < 18

Transplant SCA BMT_PED years old who undergo bone marrow (stem cell) transplant for

N @ the treatment of various disorders.
Pediatric Dialysis SCA 1091-8 IN:AC& A Hospital specialty care area for patients <18 years old that
L P require acute dialysis as a temporary measure as part of patient
care. These patients can be chronic or acute dialysis patients.

Pediatric Hematology/Oncology | 1089-2 | UTE:SCA: Hospital specialty care area for the management and treatment

SCA NC_PED of patients < 18 years old with cancer and/or blood disorders.

Pediatric Solid Organ 1093-4 < S T IN:ACUTE:SCA: Hospital specialty area for the postoperative care of patients <

Transplant SCA @ SOTP_PED 18 years old who have had a solid organ transplant (e.g.,
heart/lung, kidney, liver, pancreas).

Inpatient Adult Wards
Antenatal Care Ward \ 1205-4

<

IN:ACUTE:WARD:
ANTENAT

Hospital area for observation, evaluation, treatment or surgery
of high risk pregnancy patients.
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Behavioral Health/Psych Ward | 1051-2 IN:ACUTE:WARD:BHV | Hospital area for evaluation an ment of patients with
acute psychiatric or behayiegal disorders.

Burn Ward 1052-0 IN:ACUTE:WARD:B Hospital area for evaluaﬁd treatment of patients who
have burns. .

Ear/Nose/Throat Ward 1053-8 IN:ACUTE:WARD:ENT | Hospital area_fQr aluation, treatment, or surgery of
patients Wpose, or throat disorders

Gastrointestinal Ward 1054-6 IN:ACUTE:WARD:GI i 3 for evaluation, treatment or surgery of patients
with S of the gastrointestinal tract.

Genitourinary Ward 1055-3 IN:ACUTE:WARD:GU HQ area for the evaluation, treatment or surgery of

with disorders of the genitourinary system.

Gerontology Ward 1056-1 IN:ACUTE:WARD:GNT Bspital area for the evaluation, treatment or surgery of

“SWatients with age-related diseases.

Gynecology Ward 1057-9 IN:ACUTE:WARD:Q\I Hospital area for the evaluation, treatment, or surgery of
female patients with reproductive tract disorders.

Jail Unit 1171-8 IN:ACUTE:\@L Overnight stay patient care area of a hospital or correctional
facility used only for those who are in custody of law
enforcement during their treatment.

Labor and Delivery Ward 1058-7 IN:A ARD:LD Hospital area where women labor and give birth.

Labor, Delivery, Recovery, 1059-5 IWU ‘WARD: Hospital suite used for labor, delivery, recovery and post-

Postpartum Suite (LDRP) partum (LDRP) -- all within the same suite.

Medical Ward 1060-3 %UTE:WARD:M Hospital area for the evaluation and treatment of patients with

é medical conditions or disorders.
Medical/Surgical Ward 1061-1 IN:ACUTE:WARD:MS Hospital area for the evaluation of patients with medical
Q and/or surgical conditions.

Neurology Ward IN:ACUTE:WARD:N Hospital area where patients with neurological disorders are
evaluated and treated.

Neurosurgical Ward IN:ACUTE:WARD:NS Hospital area for care of patients whose primary reason for

. admission is to have neurosurgery or to be cared for by a
neurosurgeon after head or spinal trauma.

Ophthalmology W, 1064 5 IN:ACUTE:WARD:OPH | Hospital area for care of patients whose primary reason for
admission is to have eye surgery or to be cared for by an

January 2012

15 -7




0D
"

CDC Locations and Descriptions-Patient Safety Component Manual

&ﬁ

ophthalmologist after eye trau

Orthopedic Ward 1065-2 IN:ACUTE:WARD:ORT | Hospital area for evaluatigmytreatment or surgery on bones,
joints, and associated strtigturds by an orthopedist.
Orthopedic Trauma Ward 1066-0 IN:ACUTE:WARD: Hospital area where @ S with orthopedic injuries or
T ORT disorders are e cthafd treated.
Plastic Surgery Ward 1067-8 IN:ACUTE:WARD:PLS Hospital area re of patients who have reconstructive
surgery by a plastic surgeon.
Postpartum Ward 1068-6 IN:ACUTE:WARD:PP Hospita the patient who is recovering from childbirth.
Pulmonary Ward 1069-4 IN:ACUTE:WARD: H x here patients with respiratory system
PULM C i0ns or disorders are evaluated and treated.
Rehabilitation Ward 1070-2 IN:ACUTE:WARD: ital area for evaluation and restoration of function to
REHAB &‘ ts who have lost function due to acute or chronic pain,
~ usculoskeletal problems, stroke, or catastrophic events
resulting in complete or partial paralysis.
School Infirmary 1172-6 IN:ACUTE: Overnight stay patient care area of a school infirmary or health
center (e.g., private residential school or college campus).
Stroke (Acute) Unit 1071-0 IN:ACUTE:WARD:STRK | Hospital area for evaluation, stabilization and treatment of
patients who have experienced an acute stroke.
Surgical Ward 1072-8 IN:A ARD:S Hospital area for evaluation and treatment of patients who
have undergone a surgical procedure.
Telemetry Unit 1208-8 TE:WARD:TEL | Hospital area dedicated to providing evaluation and treatment
of patients requiring continuous cardiac monitoring.
Vascular Surgery Ward 1073-6 :ACUTE:WARD:VS Hospital area for evaluation and treatment of patients who
e have undergone vascular surgery.
Inpatient Pediatric Wards %
Adolescent Behavioral Health - IN:ACUTE:WARD: Hospital area for evaluation and treatment of patients between
BHV_ADOL the ages of 13 and 18 with acute psychiatric or behavioral
‘_% disorders.
Pediatric Behavioral Heal\ 1077-7 IN:ACUTE:WARD: Hospital area for evaluation and management of patients <18
BHV_PED years old with acute psychiatric or behavioral disorders.
Pediatric Burn d 1078-5 IN:ACUTE:WARD: Hospital area specializing in the evaluation and treatment of
January 2012 15-8
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B _PED patients <18 years old who hav@e injury caused by burns.

Pediatric Ear, Nose, Throat 1079-3 IN:ACUTE:WARD: Hospital area for evaluatigiyand management of patients <18
ENT PED years old with disorders @f thebear, nose and/or throat.

Pediatric Genitourinary 1080-1 IN:ACUTE:WARD: Hospital area where S < 18 years old with disorders of

GU_PED the genitourinagy,SYystem‘are evaluated and treated.
Pediatric Medical Ward 1076-9 IN:ACUTE:WARD: Hospital area atients < 18 years old with medical
M_PED conditiong S@ders are evaluated and treated.
Pediatric Medical/Surgical 1081-9 IN:ACUTE:WARD: L Where patients < 18 years old with medical
Ward MS_PED al conditions are managed.
Pediatric Neurosurgical Ward 1083-5 IN:ACUTE:WARD: rea for care of patients < 18 years old whose primary
NS_PED ‘ R for admission is to have neurosurgery or to be cared for
\&‘ asneurosurgeon after head or spinal trauma.
Pediatric Orthopedic Ward 1084-3 IN:ACUTE:WARD: ospital area where patients < 18 years old with orthopedic
ORT_PED injuries or disorders are evaluated and treated.
Pediatric Rehabilitation Ward 1085-0 IN:ACUTE: Hospital area for evaluation and restoration of function to
REHAB_PE\& patients < 18 years old who have lost function due to acute or
chronic pain, musculoskeletal problems, stroke, or catastrophic
* events resulting in complete or partial paralysis.
Pediatric Surgical Ward 1086-8 IN:AC ARD: Hospital area for evaluation and treatment of patients < 18

years old that have undergone a surgical procedure.

Step Down Units

Adult Step Down Unit 1099-1 %IN:ACUTE:STEP Hospital area for adult patients that are hemodynamically
stable who can benefit from close supervision and monitoring,

such as frequent pulmonary toilet, vital signs, and/or

Pediatric Step Down Unit IN:ACUTE:STEP:PED Patients < 18 years old that are hemodynamically stable who
can benefit from close supervision and monitoring, such as

. % frequent pulmonary toilet, vital signs, and/or neurological and

@® neurological and neurovascular checks.

g neurovascular checks.
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Mixed Acuity Units

Adult Mixed Acuity Unit 1210-4 IN:ACUTE:MIXED: Hospital area forghe ion and treatment of adult patients

ALL_ADULT whose conditi & ing levels of acuity (e.g., critical
care, ward-le tep-down type care, etc.). Such a care

Ised of patients followed by different

(e.g., coronary, medical, surgical, etc.). This

X or may not include “acuity adaptable” or
u% beds (i.e., this model of patient care allows a
7o)

stay in the same bed during all phases of his care,

f critical care through lower levels of care).
Mixed Age mixed Acuity Unit | 1212-0 IN:ACUTEIMIXED: ™ ospital area for the evaluation and treatment of a mixture of
ALL adult and pediatric patients whose conditions are of varying

levels of acuity (e.g., critical care, ward-level care, step-down
O type care, etc.). Such a care area may be comprised of patients
followed by different hospital services (e.g., coronary,
. 6 medical, surgical, etc.). This care area may or may not include
*“acuity adaptable” or “universal” beds (i.e., this model of
patient care allows a patient to stay in the same bed during all

phases of his care, from critical care through lower levels of
% care).
ACUTE:MIXED:

Pediatric Mixed Acuity Unit (if | 1211-2 Hospital area for the evaluation and treatment of patients <18

patients are of mixed age, use LL_PEDS years old whose conditions are of varying levels of acuity

Mixed Age, mixed Acuity Unit) Q (e.g., critical care, ward-level care, step-down type care, etc.).

Such a care area may be comprised of patients followed by

different hospital services (e.g., coronary, medical, surgical,
etc.). This care area may or may not include “acuity adaptable”
or “universal” beds (i.e., this model of patient care allows a

patient to stay in the same bed during all phases of his care,
* @ from critical care through lower levels of care).

12& 15-10
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Operating Rooms

Cardiac Catheterization 1005-8 IN:ACUTE:OR: A room or rooms,in
Room/Suite CATH heart catheterizati

| equipped for the performance of
iagnostic or therapeutic purposes.
ements for air changes, temperature,

humidit ces must be met.
Cesarean Section Room/Suite 1095-9 IN:ACUTE:OR: A room a hospital equipped for the performance of
LD obs{Stj ynecologic surgeries and for the care of the
n% mediately after birth. Operating Room requirements
% anges, temperature, humidity and surfaces must be
Interventional Radiology 1203-9 IN:ACUTE:OR: <‘%)om or suite in a hospital where diagnostic or therapeutic
RAD radiologic procedures on outpatients and/or inpatients occurs.

Operating Room requirements for air changes, temperature,
humidity and surfaces must be met.

Inpatient Operating Room/Suite | 1096-7 IN:AQU% A room or suite in a hospital equipped for the performance of
OR surgical operations. Requirements for air changes,
\ temperature, humidity and surfaces must be met. (For
\ outpatient operating room, use Ambulatory Surgery Center
% designation or other specialty OR shown in Outpatient
Locations section of this chapter).

Post Anesthesia Care 1097-5 N:ACUTE: Hospital area designated for monitoring patients for immediate
Unit/Recovery Room OR_STEP effects of anesthesia before either going home or on to an in-

% patient care area.

Long Term Care (Available f@n Acute Care Facilities only)

Inpatient Hospice o 1165-0 IN:NONACUTE:LTC: Area where palliative care is provided to the dying patient.
‘g i HSP

Long Term Care AlzQet 1103-1 IN:NONACUTE:LTC: Area where care is provided to patients diagnosed with

Unit ALZ Alzheimer's syndrome for extended periods of time.
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Long Term Care Behavioral 1104-9 IN:NONACUTE:LTC: Area where care is provided to duals with psychiatric or
Health/Psych Unit BHV behavioral-disorder diag for extended periods of time.
Long Term Care Rehabilitation | 1105-6 IN:NONACUTE:LTC: Area where evaluation a@oration of function is provided
Unit REHAB to patients who have ction due to acute or chronic pain,
musculoskelet @as, stroke, or catastrophic events
resulting in ¢ r partial paralysis.
Long Term Care Unit 1102-3 IN:NONACUTE:LTC ovided for patients with chronic disease or
tended periods of time. Also called chronic
Ventilator Dependent Unit 1164-3 IN:NONACUTE.LTC:R a e care is provided to patients whose respirations
( Q'r“"- on the use of a ventilator for extended periods of time.

Long Term Acute Care (Available for use in Long Term Acute

e Hospitals only)

LTAC ICU

1211-2

IN:ACUTE:CK

Licensed critical care area specializing in the evaluation,
treatment, and management of patients that require high
observation/acuity and/or special care that are suffering
medically complex conditions or who have suffered recent
catastrophic illness or injury, and require and extended stay in
an acute care environment.

LTAC Ward

1212-0

UTE:WARD:

Hospital area for the evaluation and treatment of patients
suffering medically complex conditions or who have suffered
recent catastrophic illness or injury, and require an extended
stay in an acute care environment.

LTAC Pediatric ICU

1213-8

@fb

(\0

IN:ACUTE:CC:
LTAC _PED

Licensed critical care area specializing in the evaluation,
treatment, and management of patients <= 18 years old, that
require high observation/acuity and/or special care that are
suffering medically complex conditions or who have suffered
recent catastrophic illness or injury, and require an extended
stay in an acute care environment.

LTAC Pediatric Ward

AQ

‘\% 12146

IN:ACUTE:WARD:
LTAC_PED

Hospital area for the evaluation and treatment of patients <=
18 years old, suffering medically complex conditions or who
have suffered recent catastrophic illness or injury, and require

January 2012
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| | | an extended stay in an acute ca@ironment.

Rehabilitation (Available for use in Rehabilitation Hospitals only) . Q

Rehabilitation Ward 1217-9 IN:ACUTE:IRF Hospital area f on, treatment, and restoration of
function to patign e lost function due to acute or chronic
tal problems, stroke, brain or spinal cord
atastrophic events resulting in complete or

Rehabilitation Pediatric Ward 1218-7 IN:ACUTE:IRF:PED rea for evaluation, treatment, and restoration of
n to patients <=18 years old who have lost function due
te or chronic pain, musculoskeletal problems, stroke,

ain or spinal cord dysfunction, or catastrophic events results

i in complete or partial paralysis.

Facility-Wide (Available for use in Laboratory Identified Event (LablD) and Antibiotic Use and Resistance (AUR) Module
Only) -

Facility-wide Inpatient 1250-0 FACW This location represents all inpatient locations for the facility,
(FacWidelN) \ where appropriate numerator and denominator counts can be
collected. All of the facility’s inpatient locations with an
% overnight stay must be represented for full inpatient facility
0 coverage, where denominators can be accurately collected and
there is the possibility of the MDRO to present, transmitted,
Q and identified in that specific location. Currently, it is
available for use in the MDRO/CDI Module for LablD Event

reporting and in the AUR Module.
Facility-wide Outpatient - FACWIDEOUT This location represents all outpatient locations for the facility,
(FacWideOUT) where appropriate numerator and accurate denominator counts

can be collected. All of the facility’s outpatient locations must
be represented for full outpatient facility coverage, where

9D
\ denominators can be accurately collected and there is the
& possibility of the MDRO to be present, transmitted, and
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identified in that specific locati rrently, it is available for

use in the MDRO/CDI Mgdgle for LablD Event reporting and
will be available for use g th&»AUR Module.

Miscellaneous Areas

N

All Inpatient Beds Combined 1021-5 IN This loc esents all beds. It is used for reporting
optional y-wide summary data (e.g., CLABSI rate for
faciligy)"

Sleep Studies (for in and out 1020-7 IN:NONACUTE:CLINIC: ere patients stay overnight and are evaluated for sleep

patients)

SLEEP

Outpatient (ACUTE) Locations

\N

ers.

24-Hour Observation Area 1162-7 OUT:ACUT Area where patients are monitored for suspected or non-life
threatening conditions for 24 hours or less.
Ambulatory Surgery Center 1166-8 Avrea that is equipped for the performance of surgical

OUTA :OR
N

operations; may be free-standing or part of a hospital.
Operating Room requirements for air changes, temperature,
humidity and surfaces must be met. Patients do not stay
overnight.

Emergency Department

1108-0 \s OUT:ACUTE:ED

Avrea that provides emergency medical services; top priority is
given to those with life-threatening illness or injury.

Mobile Emergency
Services/EMS

O

OUT:ACUTE:MOBILE:
UE

Mobile unit that provides clinical and emergency medical
services to patients who require them in the pre-hospital
setting.

Outpatient Pediatric Surgery 1167-6

Center

OUT:ACUTE:OR:PED

Avrea that is equipped for the performance of surgical
operations for patients < 18 years old may be free-standing or
part of a hospital. Operating Room requirements for air
changes, temperature, humidity and surfaces must be met.

P
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Patients do not stay overnight.

Outpatient Plastic Surgery 1168-4 OUT:ACUTE:OR:PLS Area that is equipped for erformance of plastic surgery

Center operations may be free-sﬁ@g or part of a hospital.
Operating Roomgeqfirefents for air changes, temperature,
humidity and s Swldst be met. Patients do not stay
overnight.

Outpatient Surgery Recovery 1169-2 OUT:ACUTE:OR_STEP | Area design monitoring patients for the immediate

Room/Post Anesthesia Care effegts sia before being sent home.

Unit

Pediatric Emergency 1109-8 OUT:ACUTE:ED:PED A rovides emergency medical services to patients <

Department old; top priority is given to those with life-threatening

S or injury.
Urgent Care Center 1160-1 OUT:ACUTE:CLINIC: rea that provides medical care services for illnesses and
UE & injuries that is not life-threatening.
Clinic (Nonacute) Settings @
Allergy Clinic 1110-6 OUT@%UTE: An outpatient setting for the purpose of providing services to
CLINIG; patients with allergies.
Behavioral Health Clinic 1145-2 :NONACUTE: An outpatient setting for the purpose of providing services to
C:BHV patients with psychiatric or behavior-disorders.
Blood Collection Center 1147-8 "NONACUTE: An outpatient setting where blood is collected from donors.
NIC:BLOOD This does not include donation centers that are temporarily set

up in non-clinical settings (e.g., schools, churches) or mobile
blood collection centers.

RS

Cardiac Rehabilitation Center &

OUT:NONACUTE:
CLINIC:C_REHAB

An outpatient setting where patients with cardiac disease, in
partnership with a multidisciplinary team of health
professionals, are encouraged and supported to achieve and
maintain optimal physical health through exercise, nutritional
and psychological counseling.

Cardiology Clinic

’
Q& 1113-0

OUT:NONACUTE:
CLINIC:C

An outpatient setting for the evaluation and management of
patients with cardiac problems.
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An outpatient setting for the ev@on and management of

Continence Clinic 1148-6 OUT:NONACUTE:
CLINIC:CON patients with incontinenc blems.
Dermatology Clinic 1115-5 OUT:NONACUTE: An outpatient setting fo luation and management of
CLINIC:DERM dermatologic congiti dermatologist.
Diabetes/Endocrinology Clinic | 1116-3 OUT:NONACUTE: An outpatient e evaluation, education and
CLINIC:DIAB management iefts with diabetes.
Ear, Nose, Throat Clinic 1126-2 OUT:NONACUTE: An outpatie ing for the evaluation and management of
CLINIC:ENT conditio, to the ear, nose and/or throat.
Endoscopy Suite 1007-4 OUT:NONACUTE: Amar endoscopic procedures (e.g., upper
DIAG: Gl g ’Nﬂ tinal endoscopies, bronchoscopy) are performed on
% ts and/or inpatients. Patient care and processing of
‘s ment may take place in this location.
Family Medicine Clinic 1117-1 OUT:NONACUTE: “San outpatient setting for patients who are managed by a family
CLINIC: FAM practice physician or group of physicians. Does not include
private physician practice.
Genetics Clinic 1122-1 OUT:NONA An outpatient setting for testing and counseling of individuals
CLINIC:GEN may have genetic or hereditary disorders.
Gynecology Clinic 1121-3 OUTJ\I%UTE: An outpatient setting for women for the evaluation and
CLINIG; management of female reproductive tract conditions.
Holistic Medicine Center 1161-9 OB :NONACUTE: An outpatient setting where alternative healthcare practices are
:HOL used, focusing on the physical, mental, emotional, social and
spiritual aspects of health.
Hyperbaric Oxygen Center 1017-3 T:NONACUTE: An outpatient setting where therapeutic hyperbaric oxygen is
CLINIC:HBO administered.
Infusion Center 1018- OUT:NONACUTE: An outpatient setting for the administration of fluids, blood
CLINIC:FUS products and medications.

Mobile Blood Collection Center

Mobile MRI/CT \%

OUT:NONACUTE:
MOBILE:BLOOD

A self-contained mobile unit such as a bus or trailer that is
specifically designed and equipped for the collection of blood
and blood products from public donors. This unit typically
moves from location to location.

1175-9

OUT:NONACUTE:
MOBILE_DIAG:RAD

A self-contained mobile unit such as a bus or trailer that is
equipped with MRI or CT radiologic equipment and that may
be moved between healthcare locations (e.g., hospitals,
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clinics).
Neurology Clinic 1123-9 OUT:NONACUTE: An outpatient setting for iagnosis, evaluation, and
CLINIC:N treatment of patients wi logic disorders.
Occupational Health Clinic 1151-0 OUT:NONACUTE: An outpatient sefin orkplace physicals, workplace
CLINIC:OCC injury manage munological evaluations take place
Occupational Therapy Clinic 1152-8 OUT:NONACUTE: An outpatientset here patients with injury or disability
CLINIC:OT_REHAB are helpeg ta'r e activities of daily living with exercise,
massag r therapies.
Ophthalmology Clinic 1124-7 OUT:NONACUTE: AmgL setting for the diagnosis, evaluation and
CLINIC:OPH treat f ophthalmologic disorders.
Orthopedic Clinic 1125-4 OUT:NONACUTE: atient setting for the diagnosis, evaluation and
CLINIC:ORT ‘x ent of orthopedic disorders.
Ostomy Clinic 1149-4 OUT:NONACUTE: ~ n outpatient setting for the management of patients who have
CLINIC:OST & had surgical procedure for removing normal bodily wastes
through a surgical opening (stoma) on the abdominal wall.
Outpatient Dental Clinic 1150-2 OUT:NONA@ An outpatient setting that provides dental services, including
CLINIC:DENT preventive teeth cleaning, emergency treatment, and
. 6 comprehensive oral care. This may be a private or group
\ practice or a teaching facility for dentists and/or dental
hygienists.
Outpatient GI Clinic 1118-9 ONACUTE: An outpatient setting for the diagnosis, evaluation and

Outpatient
Hematology/Oncology Clinic

R

management of conditions related to the gastrointestinal tract.
Usually includes an endoscopy suite.

OUT:NONACUTE:
CLINIC:HONC

An outpatient setting for the diagnosis, evaluation and
treatment of persons with hematologic and/or oncologic
disorders. This may include chemotherapy or blood/blood
products infusion services.

Outpatient HIV Clinic

OUT:NONACUTE:

An outpatient setting for the diagnosis, evaluation and

CLINIC:HIV treatment of patients who are HIV positive or who have AIDS.
Outpatient Medical Clinic 1120-5 OUT:NONACUTE: An outpatient setting for the diagnosis, evaluation and
CLINIC:M treatment of medical disorders.
Outpatient Rehabili 1151-1 OUT:NONACUTE: An outpatient setting where patients with injury or disability
CLINIC:REHAB are evaluated and treated to resume activities of daily living,
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speech and language skills and um physical function.
This may include social apehpsychological evaluation and

treatment.
Pain Clinic 1127-0 OUT:NONACUTE: An outpatient seting @evaluation and treatment of
CLINIC:PAIN patients with c iC BiwiNtractable pain.
Pediatric Behavioral Health 1146-0 OUT:NONACUTE: An outpatien r the evaluation and management of
Clinic CLINIC:BHV_PED patients dps old with psychiatric or behavior disorders.
Pediatric Cardiology Center 1129-6 OUT:NONACUTE: etting for the evaluation and management of

CLINIC:PED C Pyears old with cardiac disorders.

Pediatric Clinic 1128-8 OUT:NONACUTE: ditpatient setting for the evaluation and treatment of
CLINIC:PED MS'< 18 years old.

Pediatric Dental Clinic 1130-4 OUT:NONACUTE: '7 tpatient setting that provides dental services, including
CLINIC:DENT_PED “SPreventive teeth cleaning, emergency treatment, and
comprehensive oral care to patients < 18 years old. This may

be a private or group practice or a teaching facility for dentists
and/or dental hygienists.
Pediatric Dermatology Clinic 1131-2 OUT:NONAC : An outpatient setting for the evaluation and management of
CLIW_@VI_PED patients < 18 years old with dermatologic disorders.
Pediatric 1132-0 OUT: I&I UTE: An outpatient setting for the evaluation and management of
Diabetes/Endocrinology Clinic AB_PED patients < 18 years old with diabetes or other endocrine
disorders.
Pediatric Gastrointestinal Clinic | 1119-7 "NONACUTE: An outpatient setting for the evaluation and treatment of
NIC:GI_PED patients < 18 years old with gastrointestinal disorders.
Pediatric Hematology/Oncology | 1136-1 OUT:NONACUTE: An outpatient setting for the evaluation and treatment of
Clinic CLINIC:HONC_PED patients < 18 years old with cancer and/or blood disorders.
Pediatric Nephrology Clinic 1137 OUT:NONACUTE: An outpatient setting for the evaluation and treatment of
CLINIC:PGU_PED patients < 18 years old with disorders of the genitourinary
tract.
Pediatric Orthopedic Clinic 33-8 OUT:NONACUTE: An outpatient setting for the evaluation and treatment of
. CLINIC:ORT_PED patients < 18 years old with fractures or other orthopedic
disorders.
Pediatric Rheumat i 1138-7 OUT:NONACUTE: An outpatient setting for the evaluation and treatment of
& CLINIC:RHEUM_PED patients < 18 years old with rheumatology disorders.
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Pediatric Scoliosis Clinic 1134-6 OUT:NONACUTE: An outpatient setting for the ev n and treatment of
CLINIC:SCOL_PED patients < 18 years old wigimgcoliosis or other growth disorders
of the spine.
Physical Therapy Clinic 1202-1 OUT:NONACUTE: An outpatient segtingfwhere®patients with injury or disability
CLINIC:PT_REHAB are helped to ol: axdmum physical function.
Physician's Office 1141-1 OUT:NONACUTE: A physician's off
CLINIC
Podiatry Clinic 1140-3 OUT:NONACUTE: aqt Setting for the evaluation and treatment of
CLINIC:POD lients With/Conditions or disorders of the feet.
Prenatal Clinic 1156-9 OUT:NONACUTE: Ap ougpasient setting for the evaluation and treatment of
CLINIC:PNATL &
Pulmonary Clinic 1157-7 OUT:NONACUTE: walitpatient setting for the evaluation and treatment of
CLINIC:PULM “Wpatients with disorders of the respiratory tract.
Pulmonary Function Testing 1009-0 OUT:NONACUTE: K Area where the evaluation of a patient's respiratory status takes
DIAG:PULM place.
Radiology, includes Nuclear 1008-2 OUT:NONA@ Radiology, includes Nuclear Medicine
Medicine DIAG:RAD
Rheumatology Clinic 1142-9 OUTJ\I@JUTE: An outpatient setting for the evaluation and treatment of
CLINIG; M patients with autoimmune disorders, primarily rheumatoid
\ arthritis.
School or Prison Infirmary 1170-0 WONCUTE: Area in a school or correctional facility that provides medical
%IC:IFM care to students/inmates. This area is not staffed or equipped
é for overnight stay patients.
Speech Therapy Clinic 1158-5 OUT:NONACUTE: An outpatient setting for the evaluation and treatment of
Q CLINIC:ST_REHAB patients with brain injury to maximize their speech, swallow
and language functions.
Surgical Services Clinic 1 OUT:NONACUTE: An outpatient setting for the pre-operative evaluation and the
CLINIC:S postoperative management of patients undergoing a surgical
procedure.
Therapeutic Apheresis Qini6 1207-0 OUT:NONACUTE: Outpatient setting where blood is collected from patients and
CLINIC:THERAPHERES | therapeutic apheresis procedures are performed.
IS
Well Baby Clinj 1139-5 OUT:NONACUTE: An outpatient setting for the examination and treatment of
January 2012 15-19
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CLINC:NURS normal newborns.
Wound Center 1144-5 OUT:NONACUTE: An outpatient setting for valuation and treatment of
CLINIC:WND patients with acute or ch@ounds.
O
Wound Ostomy Continence 1159-3 OUT:NONACUTE: An outpatie %ch provides acute and rehabilitative care
Clinic CLINIC:WND_OST_CO | for patiert (@Iective disorders of the gastrointestinal,
NT genitourinaryand integumentary (skin) systems.
Community Locations
Home Care 1192-4 COMM:NONACUTE: ] tient's home location where medical services including
HOME utine non-invasive and other invasive procedures (e.g.,
& insertion of indwelling urinary catheter, insertion of IV line,
O etc.) are performed by health care workers and family
& members under the supervision of a licensed independent
practitioner (e.g., MD, CNP,PA).
Home-based Hospice 1194-0 COMM: CUTE: A patient's home location where end-of-life services are
ME: performed by health care workers, family members and
volunteers.
Location Outside Facility 1204-7 ‘:NOTFAC A location outside this facility, including unknown outside

location. Used only in “Location of Device Insertion” drop
down list of locations.

N\

&
~
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Key Terms
80% Rule See CDC Location. $
ASA Class Assessment by the anesthesiologist of the patient’s preoperative phy: ’Q
condition using the American Society of Anesthesiologists’ (ASA)
ng

Classification of Physical Status.® Patient is assigned one of the fol
which may be used as one element of SSI risk adjustment:

1. Normally healthy patient o O

2. Patient with mild systemic disease \I

3. Patient with severe systemic disease that is not j ttating

4. Patient with an incapacitating systemic dis s@s a constant threat to
life

5. Moribund patient who is not expecte ‘x e for 24 hours with or
without the operation. NOTE: If co X pired or as organ donor, report
as ASA =5. %b

Aseptically A
obtained Obtained in a manner to prevengintrodtiction of organisms from the
surrounding tissues into the imen being collected.

Birthweight Birthweight is the weig infant at the time of birth and should not be
changed as the infaptegains weight. The birthweight categories are as follows:
A=<750g; B = 0 g; C =1001-1500 g; D = 1501-2500 g; E = >2500 g.
Catheter- CAUTI is care-associated urinary tract infection (UTI) that occurs in a
associated Urinary patient @am indwelling urinary catheter in place within the 48-hour
Tract Infection period%e he onset of the UTI. NOTE: There is no minimum period of
(CAUTI) ti e catheter must be in place in order for the UTI to be considered

er-associated. See also Indwelling urinary catheter, Device-associated
inteetion, and Healthcare-associated infection.

CDC Locatioﬂ@A CDC-defined designation given to a patient care area housing patients who
have similar disease conditions or who are receiving care for similar medical or
¢ % surgical specialties. Each facility location that is monitored is “mapped” to one
\ CDC Location. The specific CDC Location code is determined by the type of
Q patients cared for in that area according to the 80% Rule. That is, if 80% of
patients are of a certain type (e.g., pediatric patients with orthopedic problems)
then that area is designated as that type of location (in this case, an Inpatient
Pediatric Orthopedic Ward).
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Central line An intravascular catheter that terminates at or close to the heart or in one of the
great vessels which is used for infusion, withdrawal of blood, or hemodynamic
monitoring. The following are considered great vessels for the purpose of
reporting central line-associated BSIs and counting central line-days in the
NHSN system: Aorta, pulmonary artery, superior vena cava, inferior ven 3%
brachiocephalic veins, internal jugular veins, subclavian veins, external
veins, common iliac veins, and femoral veins (not femoral arteries).

NOTE: In neonates, the umbilical artery/vein is considered a great .

NOTE: Neither the insertion site nor the type of device may be used 16

determine if a line qualifies as a central line. The device musftefginate in one

of these vessels or in or near the heart to qualify as a cent i

NOTE: Pacemaker wires and other nonlumened devi d into central
blood vessels or the heart are not considered centra ecause fluids are not
infused, pushed, nor withdrawn through such

NOTE: An introducer is considered an intr, va@ theter, and depending on
the location of its tip, may be a central li

NOTE: Intraaortic balloon pumps (IAB
because they are not generally used fer¥i
used instead for therapeutic purpo
membrane oxygenation (ECM

t considered central lines
ion or withdrawal of blood, but are
her lines used for extracorporeal

Central Line- A CLABSI is a healthc ’lated primary bloodstream infection (BSI) in a

associated patient that had a centra Within the 48-hour period before the development
Bloodstream of the BSI and that jgmot related to an infection at another site. NOTE: There is
Infection Nno minimum pe |@ that the central line must be in place in order for the
(CLABSI) BSI to be co entral line-associated. See also Central line, Device-

associated @ n and Healthcare-associated infection.

Clean (Wound
Class)

Clean g&%ﬂ\/o und Class.

Contaminated

(Wound Clas
Contami See Wound Class.
(\/% SS)
& of Event In the case of an infection event, the date when the first signs or symptoms of

infection (clinical evidence) appeared, or the date the specimen used to meet the
infection criterion was collected, whichever came first. In the case of a process
of care event, the date the process or intervention was done (e.g., day a central
line was inserted is the date of CLIP event). See also Transfer rule.
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Deep incisional
primary (DIP) SSI

Deep incisional
secondary (DIS)
SSI

Device-associated
infection

Device days

NHSN Patient Safety Component
Key Terms

™

A deep incisional SSI that is identified in the primary incision in a patient that
has had an operation with one or more incisions (e.g., C-section incision or
chest incision for CBGB).

A deep incisional SSI that is identified in the secondary incision in a pati
has had an operation with more than one incision (e.g., donor site [Ieg]@

for CBGB).
ve@ior,

48-hour
hours, there
with device use
must be in place in
. See also Healthcare-

A healthcare-associated infection in a patient with a device (e.
central line or indwelling urinary catheter) that was used wit
period before onset of infection. If the interval is Ion%ar
must be compelling evidence that the infection was
NOTE: There is no minimum period of time that t
order for the infection to be considered deviceEs

associated infection. o

A daily count of the number of patients x\pecific device in the patient care
location during a time period. To cal L%device days, for each day of the
month, at the same time each dav,;%a e number of patients who have the
specific device (e.g., central ling, ventifator, or indwelling urinary catheter).

When denominator data are ble from electronic databases (e.g., ventilator
days from respiratory t hese sources may be used as long as the counts
are not substantially dif /- 5%) from manually collected counts. At the

end of the month su%the daily counts and enter into NHSN the total for each

type of device. ’\

Device-assgeiated denominator data should be collected at the same time each
day. W minator data are available from electronic databases (e.qg.,

s from respiratory therapy), these sources may be used as long as
re not substantially different (+/- 5%) from manually-collected
alidated for a minimum of 3 months.

Died &he patient died during this facility admission.
’
@;cted See Wound Class

lass)
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Duplicate isolate An isolate of the same species of bacteria, regardless of antimicrobial
(in AUR protocol)  susceptibility pattern, in the same patient, regardless of specimen site, @

given reporting period (i.e., calendar month).

(in MDRO/CDI specific MDRO during a calendar month, regardless of specisfien‘source.
protocol - LablID

Event option) ’\SO

Duplicate isolate Any MDRO isolate from the same patient after an initial isolat'fn OQ

Emergency An operative procedure on a patient whose congi d not allow time for the

Operative standard preoperative preparations normally, @ lor to a scheduled operation

Procedure (e.g., stable vital signs, adequate antisepti preparation, colon
decontamination in advance of colon s »etc.). See also NHSN operative

procedure. ;
Event contributed The event either directly causeﬂaat r exacerbated an existing disease

to death condition which then led to Ef :

Event date See Date of event. &

General General anestheSi %ined as the administration of drugs or gases that enter

anesthesia the general cigculatien and affect the central nervous system to render the
patient pai amnesic, unconscious, and often paralyzed with relaxed
muscles

Healthcare- Al Qor systemic condition resulting from an adverse reaction to the

associated cé of an infectious agent(s) or its toxin(s). There must be no evidence

infection (HAI) %I e infection was present or incubating at the time of admission to the acute

e setting, unless a change in pathogen or symptoms strongly suggests the

acquisition of a new infection. See also Chapter 17.

patient during an operative procedure. Examples include: porcine or synthetic

9
|rr® Implant: A nonhuman-derived object, material, or tissue that is placed in a
& heart valves, mechanical heart, metal rods, mesh, sternal wires, screws,
cements, internal staples, hemoclips, and other devices. Non-absorbable sutures
are excluded because Infection Preventionists may not easily identify and/or
differentiate the soluble nature of suture material used.

For surveillance purposes, this object is considered an implant until it or the
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Indwelling
urinary catheter

Infant
Infection date

Infusion

Inpatient

Inpatient
location

Intensive care
unit (ICU)

&
N

Location
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area/structures contiguous with the implant are manipulated for diagnostic or
therapeutic purposes. If infection develops after such manipulation, do not
attribute it to the operation in which the implant was inserted; instead attribute it
to the latter procedure. If the latter procedure is an NHSN operative procedures
subsequent infection can be considered SSI if it meets criteria. If the Iattex
procedure is not an NHSN operative procedure, subsequent infection ¢
considered an SSI but may meet criteria for another HAI and be remé%
such.

A drainage tube that is inserted into the urinary bladdgrt Q& urethra, is
left in place, and is connected to a closed collection ., hot used for
irrigation; also called a Foley catheter. Does not i aight in-and-out

catheters.

TS
A patient who is < 1 year of age. \\6
See Date of event. @b

The introduction of a solution tgrougha blood vessel via a catheter lumen. This
may include continuous infusighg such as nutritional fluids or medications, or it
may include intermittengi such as flushes or IV antimicrobial
administration, or blood; case of transfusion or hemodialysis.

See NHSN inpaﬂ@
See Locati®

ic procedures for adults and/or children who are critically ill. An ICU

A @re area that provides intensive observation, diagnosis, and
e
e

s nursing areas that provide step-down, intermediate care or telemetry

he type of ICU is determined by the kind of patients cared for in that unit

ccording to the 80% Rule. That is, if 80% of patients are of a certain type
(e.g., patients with trauma), then that ICU is designated as that type of unit (in
this case, trauma ICU). When an ICU houses roughly equal populations of
medical and surgical patients, it is called a medical/surgical ICU.

%e
@T y. Specialty care areas are also excluded (see definition).
a

The patient care area to which a patient is assigned while receiving care in the
healthcare facility.

NOTE: Only locations where patients are housed overnight (i.e., inpatient
locations) and where denominator data are collected can be used for reporting
infection events when the Device-associated Module is included on a Monthly
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Reporting Plan (except for Dialysis Event surveillance). Operating rooms
(including cardiac cath labs, c-section rooms, and interventional radiology) and
outpatient locations are not valid locations for these types of surveillance. See
also CDC Location.

Transfer rule.

The location to which the event is being attributed. See also Date of ev@

medical school and the majority of medical students rotate thgough, multiple
clinical services.

Major teaching — Hospital that is an important part of the teaczﬁ' g pgam ofa

*

Graduate — Hospital is used by the medical school ate training
programs only (i.e., residency and/or fellowsh'Es)

*
Limited — Hospital is used in the medica c\ eaching program to only a
limited extent.

Nonteaching — Hospital is not affilia,;a h a medical school.

A hospital unit organized w,
life support and comprefig

and those with complex ang critical illness. There are two types of NICU in
NHSN: combine‘d L@II/III NICU and Level 111 NICU.

N\

NOTE: In a Level Il nursery is considered a Step Down Neonatal

el 11 neonatal care (specialty)

Special care nursery: level Il units are subdivided into 2
categories on the basis of their ability to provide assisted
ventilation including continuous positive airway pressure
Level I1A: has the capabilities to
e Resuscitate and stabilize preterm and/or ill infants before
transfer to a facility at which newborn intensive care is provided

e Provide care for infants born at > 32 weeks’ gestation and weighing >
1500 g (1) who have physiologic immaturity such as apnea of
prematurity, inability to maintain body temperature, or inability to take
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oral feedings or (2) who are moderately ill with problems that are
anticipated to resolve rapidly and are not anticipated to need subspecialty
services on an urgent basis

e Provide care for infants who are convalescing after intensive care

Level 11B has the capabilities of a level 11A nursery and the additional ¢ ity
to provide mechanical ventilation for brief durations (< 24 hours) or coftinGeus
positive airway pressure

A NICU can be a combined nursery housing both Level 11 3 @ewborns and
infants or a nursery housing only Level 11l newborns and ts

American Academy of Pediatrics, Definitions @f -based newborn
services®. These classifications are all conside 11 NICUs in NHSN.

Level 111 (subspecialty) NICU: level 11 subdivided

into 3 categories @.
Level I11A: has the capabilities to

e Provide comprehensive %for infants born at >28 weeks’

gestation and weighi >@
e Provide sustained liT&support limited to conventional

mechanical ventil@ti

NOTE: The categories of Level Il1, listed below, ar: ications from the
al

irhsurgical procedures such as placement of
atheter or inguinal hernia repair

: has the capabilities to provide
Q rehensive care for extremely low birth weight infants
% 00 g and < 28 weeks’ gestation)

Advanced respiratory support such as high-frequency

@ ventilation and inhaled nitric oxide for as long as

January 2012

required

e Prompt and on-site access to a full range of pediatric
medical subspecialists

e Advanced imaging, with interpretation on an urgent basis,
including computed tomography, magnetic resonance

imaging, and echocardiography

e Pediatric surgical specialists and pediatric anesthesiologists
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on site or at a closely related institution to perform major

surgery such as ligation of patent ductus arteriosus and

repair of abdominal wall defects, necrotizing enterocolitis

with bowel perforation, tracheoesophageal fistula and/or $

esophageal atresia, and myelomeningocele Q
Level IHIC NICU: has the capabilities of a level 111B NICU and

also is located within an institution that has the capability
to provide ECMO and surgical repair of complex congeni Q

cardiac malformations that require cardiopulmonary%

Neonate A patient who 1s < 30 days of age. @

NHSN inpatient A patient whose date of admission to the ’e\q facility and the date of
S

discharge are different calendar days. patient who is admitted to an
inpatient location as an *“observation”,

identified as an inpatient on the
first and subsequent days for the p

counting a location’s total patient
days and device days. &

NHSN operative A procedure:
procedure 1) that is perforrﬁ@ patient who is an NHSN inpatient or an NHSN

outpatient; a
2) takes pl ing an operation, which is defined as a single trip to an
operatin R) where a surgeon makes at least one incision through the
skin o s membrane, including laparoscopic approach, and closes the
inci ore the patient leaves the OR; and
t 1S included in Table 1, Chapter 9.
. If the skin incision edges do not meet because of wires or devices or
er objects extruding through the incision, the incision is not considered

primarily closed and therefore the procedure is not considered an operation.

Further, any subsequent infection is not considered a procedure-associated
0\% infection (i.e., not an SSI or PPP). See also Operating room.

A patient whose date of admission to the healthcare facility and the date of

atrent discharge are the same day.

Operating room A patient care area that met the American Institute Architects (AlA) or
(OR) Facilities Guideline Institute (FGI) criteria for an operating room when it was
constructed or renovated.® This may include an operating room, C-Section
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room, interventional radiology room or a cardiac catheterization lab, among
other areas.

Operation A single trip to the operating room (OR) where a surgeon makes at least @
(Procedure) incision through the skin or mucous membrane, including laparoscopi
approach, and closes the incision before the patient leaves the OR. che
skin incision edges do not meet because of wires or devices or othec S
I

osed
and therefore the procedure is not considered an operation
subsequent infection is not considered a procedure- assom@a

any

extruding through the incision, the incision is not conmderei&
ection (i.e., not

an SSI or PPP). See also NHSN operative procedure ting room..
Outpatient See NHSN outpatient.
.
Patient days A daily count of the number of patlents [ t care location during a
time period. To calculate patient days day of the month, at the same

from electronic databases these so y be used as long as the counts are
not substantially different (+/- 5%6) manually collected counts. At the end
of the month, sum the daily s and enter the total into NHSN.

time each day, record the number of 2 . When patient days are available
fro

Permanent A central line that is tun& rincluding certain dialysis catheters and

central line implantable cathete@clu ing ports).

Post-procedure A pneumonl at ts one of the criteria for pneumonia (PNEU) and occurs
pneumonia after an |n peration takes place, but prior to discharge.

(PPP)

Procedure Se@n

Secondary ture-confirmed BSI associated with a documented HAI at another site (i.e.
bloodstream ets CDC criteria of infection at another site such as UTI). If the primary
infection (BSI infection is cultured, the Secondary BSI must yield culture of a same organism

as the primary HAI site, regardless of antibiogram. For example, if blood
¢ % culture is positive in a patient with a healthcare-associated SUTI and at least
\ one organism of both blood and urine specimens is the same, infection is
Q reported as SUTI with secondary BSI, regardless of the antibiograms of the
organism. Secondary BSI is not reported separately. Report the shared
organism(s) to the genus/species level only once, and if antibiogram data are
available, report the results from the most resistant panel. Also, report any
additional organisms found in either of the cultures. If, on the other hand, for
example, an organ/space SSI is identified by CT scan and no surgical site
culture is used to meet the criteria for SSI-IAB, and a blood culture grows

January 2012 16 -9



e ——g— NHSN Patient Safety Component
’7} f" Key Terms
,/ =T

Bacteroides fragilis, then the SSI-IAB is recorded as an SSI with a secondary
BSI. The pathogen for the SSI is recorded as Bacteroides fragilis. See IAB
criteria in Chapter 17 of the NHSN Manual, CDC/NHSN Surveillance Definition of

Healthcare-Associated Infection and Criteria for Specific Types of Infections in the
T

Acute Care Setting. See also the Secondary BSI Guide containing the Positi
Blood Culture flowchart which is posted under NHSN Guides within th
Resource Library for this most up-to-date information.

Specialty care Hospital location in which specialized care of the following @s provided:
area (SCA) e Bone marrow transplant N O

e Solid organ transplant
e Inpatient acute dialysis
[}

Hematology/Oncology @»
See also Chapter 15 for descriptions. 6
SSI risk index A score used to predict a surgical pati @E\ of acquiring a surgical site
hgi& 0

infection. The risk index score, rangj m 0O to 3, is the number of risk
factors present among the following:
e apatient with an Amepi &ociety of Anesthesiologists’ physical status
classification scor or 5,
e an operation classifiég,as contaminated or dirty/infected®, and
e an operatiQn I% longer than the duration cut point in minutes, where
the duration nt varies by the type of operative procedure performed.
NOTE:As of 2010, NHSN began using standardized infection ratios
(SIR on operative procedure category-specific multivariate risk
m %er than risk index-stratified SSI rates. For duration cut point
uesrand risk index-stratified SSI rates, see NHSN Report: Data
ary for 2006 through 2008, issued December 2009 found at
@ ttp://www.cdc.gov/nhsn/dataStat.html. See also ASA score and Wound

class.
Superficial A superficial incisional SSI that is identified in the primary incision in a patient
incisio‘na that has had an operation with one or more incisions (e.g., C-section incision or
primar chest incision for CBGB). See also Chapter 9 for criteria.
Superficial A superficial incisional SSI that is identified in the secondary incision in a
incisional patient that has had an operation with more than one incision (e.g., donor site
secondary (SIS) [leg] incision for CBGB). See also Chapter 9 for criteria.
SSI
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Surveillance Those cultures reported as part of infection control surveillance such as stool
cultures cultures for vancomycin-resistant enterococci (VRE), not for use in patient
diagnosis. Also called active surveillance cultures or testing (AST).

Temporary A central line that is not tunneled or implanted.
central line Q
DI o
o

Transfer rule If an HAI develops within 48 hours of transfer from one inpatient |
another in the same facility, the infection is attributed to the tragnsfe
location. Likewise, if an HAI develops within 48 hours tram@m one
inpatient facility to another, the infection is attributed fot ferring facility.
Facilities should share information about such HAIs & ansferring
facility to enable reporting. K

Trauma Blunt or penetrating injury. . 6®.

Umbilical A central line inserted through the u t@artery or vein in a neonate.
catheter &

Ventilator A device to assist or cortgo Sation continuously, inclusive of the weaning
period, through a trachedStQIM¥ or by endotracheal intubation.
NOTE: Lung expa fon devices such as intermittent positive pressure breathing
(IPPB); nasal posi %d-expiratory pressure (PEEP); continuous nasal
positive air pressure (CPAP, hypoCPAP) are not considered ventilators

unless deli ia tracheostomy or endotracheal intubation (e.g., ET-CPAP).

Ventilator- A VA althcare-associated pneumonia (PNEU) that occurs in a patient

associated W ifitubated and ventilated at the time, of or within 48 hours before, the
Pneumonia of the PNEU. NOTE: There is no minimum period of time that the
(VAP) tlator must be in place in order for the PNEU to be considered ventilator-

ociated. See also Ventilator, Device-associated infection and Healthcare-
associated infection.

Woun (% An assessment of the degree of contamination of a surgical wound at the time of
the operation. Wound class should be assigned by a person involved in the

&Q surgical procedure, e.g., surgeon, circulating nurse, etc. The wound class system

used in NHSN is an adaptation of the American College of Surgeons wound
classification schema*. Wounds are divided into four classes:

Clean: An uninfected operative wound in which no inflammation is encountered

and the respiratory, alimentary, genital, or uninfected urinary tracts are not
entered. In addition, clean wounds are primarily closed and, if necessary,
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drained with closed drainage. Operative incisional wounds that follow
nonpenetrating (blunt) trauma should be included in this category if they meet
the criteria.

Clean-Contaminated: Operative wounds in which the respiratory, alimentagy;
genital, or urinary tracts are entered under controlled conditions and with®

unusual contamination. Specifically, operations involving the biliar
appendix, vagina, and oropharynx are included in this category, prc @» 0

evidence of infection or major break in technique is encountevé
ations with

Contaminated: Open, fresh, accidental wounds. In additi

major breaks in sterile technique (e.g., open cardiac r gross spillage
from the gastrointestinal tract, and incisions in whi . nonpurulent
inflammation is encountered are included in thd c@ry.

Dirty or Infected: Includes old traumatic ’ox ith retained devitalized
tissue and those that involve existing clj x ection or perforated viscera.
This definition suggests that the orga i@ausing postoperative infection were
present in the operative field befor&o eration.

!Anonymous. New classification of phySi @us. Anesthesiology 1963;24:111.

2American Academy of Pediatrics, POlicy Statement: Levels of neonatal care. Pediatrics,
2004;114 (5): 1341-1347. \

3Facilities Guidelines Institu .Nelines for design and construction of health care facilities.
American Society for HealiC ngineering; Chicago IL; 2010.

4Mangram AlJ, Hor arson ML, Silver LC, Jarvis WR, and the Hospital Infection Control
Practices Advis mittee. Guideline for prevention of surgical site infection, 1999. Infect
Control HospEpi ol 1999;20:247-80.

&
N
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Definition of HAI and Criteria
For Specific Types of Infections

CDC/NHSN Surveillance Definition of Healthcare-Associated Infection
and Criteria for Specific Types of Infections in the Acute Care Setting

This chapter contains the CDC/NHSN surveillance definition of healthcare-associated

infection (HAI) and criteria for all specific types of HAI. These criteria include those for th \

“Big Four” infection types (surgical site infection [SSI], pneumonia [PNEU], bloodstreamb

infection [BSI] and urinary tract infection [UTI]), outlined in earlier chapters of this m

as well as criteria for other types of HAI. Of particular importance, this chapter provid

further required criteria for the specific event types that constitute organ/space S@g
I

mediastinitis [MED] that may follow a coronary artery bypass graft, intra-ab scess
[IAB] after colon surgery). Additionally, it is necessary to refer to the criteri IS chapter

when determining whether a positive blood culture represents a primar;&e secondary
to a different type of HAI. A BSI that is identified as secondary to an of infection
must meet one of the criteria of HAI detailed in this chapter. Sec Is are not reported
as separate events in NHSN, nor can nor should they be assoeiat it a central line.

NOTE: Some CDC/NHSN definitions and criteria h % updated since the article
contained in this chapter was published. IQ% ases, the updates to any
criteria which are no longer valid havesbeen Iisted and the changes summarized
in the table below. For the “big 4” jnfégtions, i.e., CLABSI, CAUTI, VAP and

SSI, it may be simpler to refer €o, t @ ecCific protocol chapter in the PSC
manual, e,g., Chapter 4 for CLAR rveillance.

Section Update Document/Article
Page

Added 1/1/2012:

In those situati@ 8re a patient meets criteria for more than one specific site of

infection wighi ajor infection site category (e.g., meets criteria for both SKIN and
i @T category), report only the more “serious” specific site of infection

inary Tract | Changed as of 1/1/2009. See Appendix, | 310
[ pages 17-27 through 17-30.
1) SUTI- criteria dependent on

* % Symptomatic current, recent or no presence of
\ urinary tract indwelling urinary catheter and
Q infection age of patient.
e ASB- _ 2) ASB- removed as specific
Asymptomatic infection type.
bacteriuria 3) Specific infection type -

Asymptomatic bacteremic urinary
tract infection (ABUT]I) created.
1/1/2012:
1. SUTI and ABUTI: Further
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Section Update Document/Article
Page

explanation added under the

Comments section:

» Laboratory cultures reported as $
“mixed flora” represent at least
2 species of organisms. Q
Therefore an additional O
organism recovered from the
same culture, would represent
> 2 species of microorganis

Such a specimen could
used to meet the UTI

2. SUTI criteria 2a, 2
Removal of phra: se
urinalysis de y in

order to reco t Gram
stains may; r@bperformed as
part of WQN S.

3. Addigion toall SUTI criteria so
tha &y read “...at time of
en collection or onset of

gfis or symptoms...” to identify
that the presence of catheter is

\ related to both of these signs of
infection.

Table 1. CDC/@ ABUTI- Asymptomatic bacteremic 311
e_

major and s urinary tract infection added as specific

types of h% infection type.

associatgtN ions | ASB- Asymptomatic bacteriuria
removed as specific infection type.

- Other Removed (d) physician diagnosis of 312
ctions of the specific infections and (e) physician’s

<

r_inary tract institution of appropriate therapy from
¢ % (kidney, ureter, the criteria for OUT] for any age patient.
\ bladder, urethra, or

Q tissue surrounding
& the retroperitoneal
or perinephric

space):

e 3d&e

e 4d&e

e Reporting
instruction
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Section

BSI-Bloodstream
Infection: LCBI-
Laboratory-confirmed
bloodstream infection
e Criterion #2

e Criterion #3

Update

Criterion 2 and 3: Change terminology
“common skin contaminant” to
“common commensal’’; exclude
Corynebacterium diphtheriae from
Corynebacterium spp.

Removed:

e “4 There are several issues to
consider when determining
sameness of organisms”

e Table 2. (Examples of h \
interpret the sameness %
skin contaminant isela
comparing antigi

susceptibiliti \
e 4D, Ifcom ) contaminant

organism e cultures are
speciat t no antibiograms are
dongPor they are done for only 1
0 solates, it is assumed that
@. ganisms are the same.
e Y. If the common skin
contaminants from the cultures
have antibiograms that are
different for 2 or more
antimicrobial agents, it is
assumed that the organisms are
not the same (see examples in
Table 3).

e 4d. For the purpose of NHSN
antibiogram reporting, the
category interpretation of
intermediate (1) should not be
used to distinguish whether 2
organisms are the same.

Added:

Only genus and species identification
should be utilized to determine the
sameness of organisms. No additional
comparative methods should be used
(e.g., morphology or antibiograms)
because laboratory testing capabilities
and protocols may vary between

Document/Article
Page

TN
OQ
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Section

Update

facilities. This will reduce reporting
variability, solely due to laboratory
practice, between facilities reporting
LCBIs meeting criterion 2. Report the
organism to the genus/species level only
once, and if antibiogram data are
available, report the results from the most
resistant panel.

Criterion 3 (for patient < 1 year 2
Fever (>38°C, core) replaces fe

(>38°C, rectal). 2&.
Hypothermia (<36°C, cpreb S

hypothermia (<37°C,

ured from
| when no other

site of ipgection'is evident.
e Whep is a positive blood
clinical signs or
symgtoms of localized infection at a
ascular access site, but no other

%fection can be found, the infection

is considered a primary BSI.

e Purulent phlebitis confirmed with a
positive semiquantitative culture of a
catheter tip, but with either negative
or no blood culture is considered a
CVS-VASC, neither a BSI nor an
SST-SKIN or ST infection.

Occasionally a patient with both

peripheral and central 1V lines develops a

primary bloodstream infection (LCBI)

that can clearly be attributed to the
peripheral line (e.g., pus at the insertion
site and matching pathogen from pus and
blood). In this situation, enter “Central

Line = No” in the NHSN application.

You should, however, include the

patient’s central line days in the

summary denominator count.

e Report organi
blood as B

Document/Article
Page

3
KN
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Section Update Document/Article
Page
CSEP- Clinical Removed CSEP as a CDC/NHSN 316
Sepsis- infection type as of 1/1/2010.

SST-Skin and Soft

Tissue Infection:

e Reporting
instructions

Added Instruction: Even if there are
clinical signs or symptoms of localized
infection at a vascular access site, but no
other infection can be found, the
infection is considered a primary BSI.

324-325

GIl-Gastrointestinal
System Infection:
e NEC-
Necrotizing
Enterocolitis

o
@Q

&
N4

,Q(\

,\c.)d.

As of 1/1/2012: The following definition
replaces the printed NEC definitiop. T;

definition is for use only in infan
year of age).

1) Infant has at least] o %cal
and 1 of the radi indings

a. Biliou
b. miting

bdominal distension

Occult or gross blood in
stools (with no rectal fissure)

AND
At least 1 radiographic finding:
e. Pneumatosis intestinalis

f. Portal venous gas
(Hepatobiliary gas)

g. Pneumoperitoneum

*Bilious aspirate as a result of a
transpyloric placement of a nasogastric
tube should be excluded

2) Surgical NEC: Infant has at least 1
of the following surgical findings:

a. Surgical evidence of
extensive bowel necrosis (>2
cm of bowel affected)

3
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Section Update

b. Surgical evidence of
pneumatosis intestinalis with
or without intestinal
perforation

Document/Article

Page

&ﬁ

—Please review the identified sections for more details.— e
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A-Ilrma'or articles

CDC/NHSN surveillance definition
of health care-associated infection
and criteria for specific types of

infections in the acute care setting

AN
o)

Teresa C. Horan, MPH, Mary Andrus, RN, BA, CIC, and Margaret A. Dudeck, MPH

Atlanta, Georgia

BACKGROUND

Since 1988, the Centers for Disease Control and
Prevention (CDC) has published 2 articles in which nos-
ocomial infection and criteria for specific types of nos-
ocomial infection for surveillance purposes for use in
acute care settings have been defined."* This document
replaces those articles, which are now considered obso-
lete, and uses the generic term “health care-associated
infection” or “HAI” instead of “‘nosocomial.” This d
ument reflects the elimination of criterion 1 of clinica
sepsis (effective in National Healthcare Safegy A%rbk
[NHSN] facilities since January 2005) and critegiafor lab-
oratory—-confirmed bloodstream infecti (L& pe-
cifically for LCBI, criterion 2c and 3c, b and 3b,
were removed effective in NHSN facil@\ e January
2005 and January 2008, respective definition of
“implant,” which is part of the Surgifal site infection
(SS)) criteria, has been slightlgim@gified. No other infec-
tion criteria have been edy removed, or changed.
There are also notes tl@out this document that
reflect changes in th surveillance criteria since
the implementagion§of " NHSN. For example, the

althcare Safety Network, Division of Healthcare

A g
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population for %al sepsis is used has been re-
stricted to pati ear old. Another example is that
incisional %rlptions have been expanded to spec-
ify whet I affects the primary or a secondary in-
cision{€o g operative procedures in which more
tha%ismn is made. For additional information about

the NHSN Manual: Patient Safety Component Protocol

{N these criteria are used for NHSN surveillance, refer
V,

ilable at the NHSN Web site (www.cdc.gov/ncidod/

thp/nhsn.html). Whenever revisions occur, they will

be published and made available at the NHSN Web site.

CDC/NHSN SURVEILLANCE DEFINITION OF
HEALTH CARE-ASSOCIATED INFECTION

For the purposes of NHSN surveillance in the acute
care setting, the CDC defines an HAI as a localized or
systemic condition resulting from an adverse reaction
to the presence of an infectious agent(s) or its toxin(s).
There must be no evidence that the infection was pre-
sent or incubating at the time of admission to the acute
care setting.

HAIs may be caused by infectious agents from
endogenous or exogenous sources.

¢ Endogenous sources are body sites, such as the skin,
nose, mouth, gastrointestinal (GI) tract, or vagina
that are normally inhabited by microorganisms.

e Exogenous sources are those external to the pa-
tient, such as patient care personnel, visitors, pa-
tient care equipment, medical devices, or the
health care environment.

Other
following:

important considerations include the

e Clinical evidence may be derived from direct ob-
servation of the infection site (eg, a wound) or
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review of information in the patient chart or other

clinical records.

e For certain types of infection, a physician or sur-
geon diagnosis of infection derived from direct ob-
servation during a surgical operation, endoscopic
examination, or other diagnostic studies or from
clinical judgment is an acceptable criterion for an
HAI unless there is compelling evidence to the
contrary. For example, one of the criteria for SSI
is “‘surgeon or attending physician diagnosis.” Un-
less stated explicitly, physician diagnosis alone is
not an acceptable criterion for any specific type
of HAL

e Infections occurring in infants that result from
passage through the birth canal are considered
HAISs.

¢ The following infections are not considered health
care associated:

o Infections associated with complications or ex-
tensions of infections already present on ad-
mission, unless a change in pathogen or
symptoms strongly suggests the acquisition of
a new infection;

o infections in infants that have been acquired
transplacentally (eg, herpes simplex, toxoplas-
mosis, rubella, cytomegalovirus, or syphilis)
and become evident =48 hours after birth; agpd

o reactivation of a latent infection (eg, herpes z
ter [shingles], herpes simplex, syphilis, o
tuberculosis). N

e The following conditions are not infecti c‘ ,

o Colonization, which means the eser&) mi-
croorganisms on skin, on muc \mbranes,
in open wounds, or in excretj ecretions
but are not causing adver cal signs or
symptoms; and

o inflammation that r l tissue response

to injury or on by noninfectious
agents, such as %a

CRITERIA FOR FIC TYPES OF INFECTION

ion is deemed to be health care associ-
the definition shown above, the spe-

ated acc
cifi infection should be determined based on
i 13

Once an i

detailed below. These have been grouped

ajor type categories to facilitate data analysis.

For eXample, there are 3 specific types of urinary tract

infections (symptomatic urinary tract infection, asymp-

tomatic bacteriuria, and other infections of the urinary

tract) that are grouped under the major type of Urinary

Tract Infection. The specific and major types of infec-

tion used in NHSN and their abbreviated codes are listed

in Table 1, and the criteria for each of the specific types
of infection follow it.
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USE OF THESE CRITERIA FOR PUBLICLY
REPORTED HAI DATA

Not all infections or infection criteria may be appro-
priate for use in public reporting of HAIs. Guidance on
what infections and infection criteria are recommen-
ded is available from other sources (eg, HICPAC [hfgp:
Ilwww.cdc.govincidod/dhgp/hicpac_pubs.html]s
Quality Forum [http://[www.qualityforum.or xfe
sional organizations).

UTI-URINARY TRACT INFECTION O

SUTI-Symptomatic urinary tf@ctinfection

A symptomatic urin @n ection must meet
at least 1 of the follow\ :

1. Patient hag atfle of the following signs or
symptoms Wi ther recognized cause: fever

, frequency, dysuria, or suprapu-

an@
i S a positive urine culture, that is, >10°
croorganisms per cc of urine with no more

2 species of microorganisms.

&2. Patient has at least 2 of the following signs or symp-

toms with no other recognized cause: fever
(>38°C), urgency, frequency, dysuria, or suprapu-
bic tenderness
and
at least I of the following
a. positive dipstick for leukocyte esterase and/
or nitrate
b. pyuria (urine specimen with =10 white
blood cell [WBC]/mm’ or =3 WBC/high-
power field of unspun urine)
c. organisms seen on Gram’s stain of unspun
urine
d. at least 2 urine cultures with repeated
isolation of the same uropathogen (gram-
negative bacteria or Staphylococcus sapro-
phyticus) with =10% colonies/mL in non-
voided specimens
e. =10° colonies/mL of a single uropathogen
(gram-negative bacteria or S saprophyticus)
in a patient being treated with an effective
antimicrobial agent for a urinary tract
infection
f. physician diagnosis of a wurinary tract
infection
g. physician institutes appropriate therapy for
a urinary tract infection.
3. Patient =1 year of age has at least 1 of the fol-
lowing signs or symptoms with no other recog-
nized cause: fever (>38°C rectal), hypothermia
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Table |I. CDC/NHSN major and specific types of health Table I. Continued
care-associated infections EENT Eye, ear, nose, throat, or mouth infection
UTI Urinary tract infection CONJ Conjunctivitis
SUTI Symptomatic urinary EYE Eye, other
tract infection than conjunctivitis
ASB Asymptomatic bacteriuria EAR Ear, mastoid
OuTI Other infections ORAL Oral cavity
of the urinary tract . (m.o.Uth' tonguegor gum:
SSI Surgical site infection SINU Sinusitis ‘
SIP Superficial incisional UR Upper respirat .
primary SSI tract, Phar .
SIS Superficial incisional |af‘)’ngIG
secondary SSI . . )
DIP Deep incisional Gl Gastrointestinal system infecti -
primary SSI GE enteritis
DIS Deep incisional GIT stroftestinal (GI) tract

secondary SSI HEP . epatitis
IAB raabdominal, not specified

Organ/space Organ/space SSI. Indicate 0
specific type: elsewhere
NEC Necrotizing enterocolitis

® BONE ® LUNG

® BRST e MED LRI tory tract infection, other
® CARD * MEN eumonia
e DISC e ORAL BI"OnChItI.S,. trac.heobronchltls,
tracheitis, without
® EAR ® OREP evidence of pneumonia
® EMET ® OUTI Other infections
® ENDO o SA of the lower
respiratory tract
® EYE e SINU
o GIT e UR PR Reproductive tract infection
° IAB oV, O EMET Endometritis
EPIS Episiotomy
elc °V VCUF Vaginal cuff
® JNT OREP Other infections
BSI Bloodstream infection L of the male
LCBI Laborator -conf‘& or female reproductive
bloodstigam infection tract
CSEP Clinical seps|
SST Skin and soft tissue infection
PNEU Pneumonia SKIN Skin
PNUI linic efined pneumonia ST Soft tissue
PNU2 P nia with DECU Decubitus ulcer
pecific laboratory findings BURN Burn
PNU3 Pneumonia in BRST Breast abscess
immunocompromised or mastitis
patient UMB Omphalitis
PUST Pustulosis
B) Bo ndipint infection CIRC Newborn circumcision
BONE Osteomyelitis
. Joint or bursa SYS Systemic Infection
\ | Disc space DI Disseminated infection
C Central nervous system <37°C 1 brad dia. d ialeth
I Intracranial infection ( recta.),. apnea, bradycardia, dysuria, leth-
MEN Meningitis or ventriculitis argy, or vomiting
SA Spinal abscess and
without meningitis patient has a positive urine culture, that is, = 10°
. . . microorganisms per cc of urine with no more
CVsS Cardiovascular system infection h . £ mi .
VASC Arterial or venous infection t a'n two species ol microorganisms.
ENDO Endocarditis 4. Patient =1 year of age has at least I of the follow-
CARD Myocarditis or pericarditis ing signs or symptoms with no other recognized
MED Mediastinitis cause: fever (>38°C), hypothermia (<37°C), ap-

Continued nea, bradycardia, dysuria, lethargy, or vomiting
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and
at least 1 of the following:

a. positive dipstick for leukocyte esterase and/
or nitrate

b. pyuria (urine specimen with =10 WBC/mm?
or =3 WBC/high-power field of unspun
urine)

c. organisms seen on Gram’s stain of unspun
urine

d. at least 2 urine cultures with repeated
isolation of the same uropathogen (gram-
negative bacteria or S saprophyticus)
with =10 colonies/mL in nonvoided
specimens

e. =10° colonies/mL of a single uropathogen
(gram-negative bacteria or S saprophyticus)
in a patient being treated with an effective
antimicrobial agent for a wurinary tract
infection

f. physician diagnosis of a wurinary tract
infection

g. physician institutes appropriate therapy for
a urinary tract infection.

ASB-Asymptomatic bacteriuria

An asymptomatic bacteriuria must meet at least
the following criteria:

1. Patient has had an indwelling urinary eter
within 7 days before the culture ¢

and
patient has a positive urine culture %hat is, =10°
microorganisms per cc of uri itl* no more
than 2 species of microorga
and $
patient has no fever (>,
dysuria, or suprapubi
2. Patient has not ha
ter within 7 da
and
patient has at least 2 positive urine cultures,

that i@(’)5 microorganisms per cc of urine

gency, frequency,
derness.

welling urinary cathe-

the first positive culture

wi ed isolation of the same micro-

ﬁ\n and no more than 2 species of
icrOerganisms
an

atient has no fever (>38°C), urgency, frequency,
dysuria, or suprapubic tenderness.

Comments

e A positive culture of a urinary catheter tip is not an
acceptable laboratory test to diagnose a urinary
tract infection.
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e Urine cultures must be obtained using appropriate
technique, such as clean catch collection or
catheterization.

¢ In infants, a urine culture should be obtained by
bladder catheterization or suprapubic aspiration;
a positive urine culture from a bag specimen is un-
reliable and should be confirmed by a specinign
aseptically obtained by catheterization

pubic aspiration. Q

OUTI-Other infections of the urin act
(kidney, ureter, bladder, uret or tissue
surrounding the retroperitofigaler perinephric

space) .

Other infections of y tract must meet at
least 1 of the followi 1a:

s isolated from culture of

fluid (o#] rine) or tissue from affected site.
2. Patie bscess or other evidence of infec-

tio x direct examination, during a surgical
%, or during a histopathologic
% ation.
3.

ent has at least 2 of the following signs or

@

symptoms with no other recognized cause: fever

£ é (>38°C), localized pain, or localized tenderness at

the involved site
and
at least 1 of the following:

a. purulent drainage from affected site

b. organisms cultured from blood that are
compatible with suspected site of infection

c. radiographic evidence of infection (eg, ab-
normal ultrasound, computerized tomogra-
phy [CT] scan, magnetic resonance imaging
[MRI], or radiolabel scan [gallium, techne-
tium], etc)

d. physician diagnosis of infection of the
kidney, ureter, bladder, urethra, or tissues
surrounding the retroperitoneal or peri-
nephric space

e. physician institutes appropriate therapy for
an infection of the kidney, ureter, bladder,
urethra, or tissues surrounding the retroper-
itoneal or perinephric space.

4. Patient =1 year of age has at least 1 of the follow-
ing signs or symptoms with no other recognized
cause: fever (>38°C rectal), hypothermia (<37°C
rectal), apnea, bradycardia, lethargy, or vomiting
and
at least 1 of the following:

a. purulent drainage from affected site

b. organisms cultured from blood that are
compatible with suspected site of infection
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c. radiographic evidence of infection (eg, ab-
normal ultrasound, CTscan, MRI, or radiola-
bel scan [gallium, technetium])

d. physician diagnosis of infection of the kid-
ney, ureter, bladder, urethra, or tissues sur-
rounding the retroperitoneal or
perinephric space

e. physician institutes appropriate therapy for
an infection of the kidney, ureter, bladder,
urethra, or tissues surrounding the retroper-
itoneal or perinephric space.

Reporting instruction

e Report infections following circumcision in new-
borns as CIRC.

SSI-SURGICAL SITE INFECTION

SIP/SIS-Superficial incisional surgical site
infection

A superficial incisional SSI (SIP or SIS) must meet the
following criterion:
Infection occurs within 30 days after the operative
procedure
and
involves only skin and subcutaneous tissue of
incision
and
patient has at least 1 of the following: . %
a. purulent drainage from the superficial fcisi
b. organisms isolated from an aseptieally oDeained

culture of fluid or tissue fro uperficial
incision %

c. at least 1 of the following sig ymptoms of
infection: pain or tende alized swelling,
redness, or heat, and s%al incision is delib-
erately opened by and is culture positive
or not cultured e-negative finding does

cial incisional SSI by the sur-
¢ physician.

fic types of superficial incisional SSI:

! incisional primary (SIP): a superficial in-

cigiondl SSI that is identified in the primary inci-

sior’in a patient who has had an operation with

or more incisions (eg, C-section incision or chest
incision for coronary artery bypass graft with a do-
nor site [CBGB]).

e Superficial incisional secondary (SIS): a superficial
incisional SSI that is identified in the secondary in-
cision in a patient who has had an operation with
more than 1 incision (eg, donor site [leg] incision
for CBGB).
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Reporting instructions

e Do not report a stitch abscess (minimal inflamma-
tion and discharge confined to the points of suture
penetration) as an infection.

¢ Do not report a localized stab wound infection as
SSI, instead report as skin (SKIN), or soft tissue
(ST), infection, depending on its depth.

e Report infection of the circumcision site\?
borns as CIRC. Circumcision is not an ope
ative procedure.

e Report infected burn wound as BL@

o If the incisional site infection_involve€S or extends
into the fascial and mus s, report as a
deep incisional SSI.

e Classify infection th tes both superficial
and deep incision i (& deep incisional SSI.

@l surgical site infection

5SI (DIP or DIS) must meet the fol-

A deep i Rigid
lowing cri%
Infectj rs within 30 days after the operative

proce o implant' is left in place or within
1y implant is in place and the infection appears

DIP/DIS-Deep

d

Q)e related to the operative procedure

olves deep soft tissues (eg, fascial and muscle layers)

e
Q} the incision

and
patient has at least 1 of the following:

a. purulent drainage from the deep incision but not
from the organ/space component of the surgical
site

b. a deep incision spontaneously dehisces or is de-
liberately opened by a surgeon and is culture-pos-
itive or not cultured when the patient has at least
1 of the following signs or symptoms: fever
(>38°C), or localized pain or tenderness. A cul-
ture-negative finding does not meet this criterion.

c. an abscess or other evidence of infection involving
the deep incision is found on direct examination,
during reoperation, or by histopathologic or radi-
ologic examination

d. diagnosis of a deep incisional SSI by a surgeon or
attending physician.

There are 2 specific types of deep incisional SSI:

e Deep incisional primary (DIP): a deep incisional SSI
that is identified in a primary incision in a patient

'A nonhuman-derived object, material, or tissue (eg, prosthetic heart
valve, nonhuman vascular graft, mechanical heart, or hip prosthesis)
that is permanently placed in a patient during an operative procedure
and is not routinely manipulated for diagnostic or therapeutic purposes.




314 Vol. 36 No. 5

who has had an operation with one or more inci-
sions (eg, C-section incision or chest incision for
CBGB); and

e Deep incisional secondary (DIS): a deep incisional
SSI that is identified in the secondary incision in
a patient who has had an operation with more
than 1 incision (eg, donor site [leg] incision for
CBGB).

Reporting instruction

e Classify infection that involves both superficial
and deep incision sites as deep incisional SSI.

Organ/space-Organ/space surgical site infection

An organ/space SSI involves any part of the body,
excluding the skin incision, fascia, or muscle layers,
that is opened or manipulated during the operative
procedure. Specific sites are assigned to organ/space
SSI to identify further the location of the infection.
Listed below in reporting instructions are the specific
sites that must be used to differentiate organ/space
SSI. An example is appendectomy with subsequent
subdiaphragmatic abscess, which would be reported
as an organ/space SSI at the intraabdominal specific
site (SSI-IAB).

An organ/space SSI must meet the following criteri&

Infection occurs within 30 days after the opgsat
procedure if no implant' is left in place® n
1 year if implant is in place and the infectio ars
to be related to the operative procedure
and
infection involves any part of the cluding the
skin incision, fascia, or muscle at is opened

€
or manipulated during the o¢1 rocedure
and
patient has at least 1 of wing:
a. purulent drain a drain that is placed
through a st into the organ/space
b. organisms i from an aseptically obtained
cultur fluid®or tissue in the organ/space
C. an r other evidence of infection involv-
i an/space that is found on direct exam-
%, during reoperation, or by histopathologic
oryadiologic examination

iagnosis of an organ/space SSI by a surgeon or
attending physician.

ive

Reporting instructions
e Specific sites of organ/space SSI (see also criteria
for these sites)

O BONE
O BRST

O LUNG
O MED
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O CARD O MEN
O DIsC O ORAL
O EAR O OREP
O EMET O ouTI
O ENDO OsA
OEYE O SINU
OGIT O UR

O IAB O VASC
olc O VCUF
O JNT

e Occasionally an organ/space i
through the incision. Such infe€

does not involve reoperationand is Considered a
complication of the incision§ th@gefore, classify it
as a deep incisional‘SSIQ
BSI-BLOODSTREAM&?} N
LCBI-Laboratory- r
infection
may be used for patients of any

LCBI criggri
age, includi ients =1 year of age.

et at least 1 of the following criteria:

%{ has a recognized pathogen cultured from
more blood cultures

d bloodstream

and
K organism cultured from blood is not related to an

infection at another site. (See Notes 1 and 2.)

2. Patient has at least I of the following signs or
symptoms: fever (>38°C), chills, or hypotension
and
signs and symptoms and positive laboratory re-
sults are not related to an infection at another site
and
common skin contaminant (ie, diphtheroids
[Corynebacterium spp], Bacillus [not B anthracis]
spp, Propionibacterium spp, coagulase-negative
staphylococci [including S epidermidis], viridans
group streptococci, Aerococcus spp, Micrococcus
spp) is cultured from 2 or more blood cultures
drawn on separate occasions. (See Notes 3
and 4.)

3. Patient =1 year of age has at least I of the follow-
ing signs or symptoms: fever (>38°C, rectal), hy-
pothermia (<37°C, rectal), apnea, or bradycardia
and
signs and symptoms and positive laboratory re-
sults are not related to an infection at another site
and
common skin contaminant (ie, diphtheroids [Cor-
ynebacterium spp], Bacillus [not B
anthracis] spp, Propionibacterium spp, coagulase-
negative staphylococci [including S epidermidis],
viridans group streptococci, Aerococcus spp, Mi-
crococcus spp) is cultured from 2 or more blood
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cultures drawn on separate occasions. (See Notes
3 and 4.)

Notes

1. In criterion 1, the phrase ‘1 or more blood cul-
tures” means that at least 1 bottle from a blood
draw is reported by the laboratory as having
grown organisms (ie, is a positive blood culture).

2. In criterion 1, the term “recognized pathogen”
does not include organisms considered common
skin contaminants (see criteria 2 and 3 for a list of
common skin contaminants). A few of the recog-
nized pathogens are S aureus, Enterococcus spp, E
coli, Pseudomonas spp, Klebsiella spp, Candida
spp, and others.

3. Incriteria 2 and 3, the phrase 2 or more blood cul-
tures drawn on separate occasions” means (1) that
blood from at least 2 blood draws were collected
within 2 days of each other (eg, blood draws on
Monday and Tuesday or Monday and Wednesday
would be acceptable for blood cultures drawn on
separate occasions, but blood draws on Monday
and Thursday would be too far apart in time to
meet this criterion) and (2) that at least 1 bottle
from each blood draw is reported by the labora-
tory as having grown the same common skin cgn-
taminant organism (ie, is a positive blood cultu
(See Note 4 for determining sameness o
organisms.)

a. For example, an adult patient‘ %d
drawn at 8 am and again at4g:15 a the

same day. Blood from each draw is in-
oculated into 2 bottles an ed (4 bot-
tles total). If 1 bottle fro blood draw

set is positive for c
ylococci, this pa

b. For example,
for culture o

asg*negative staph-

e Criterion is met.
ate has blood drawn
ay and again on Satur-

day, an row the same common
skin n inant. Because the time be-
tween se blood cultures exceeds the

. period for blood draws stipulated
xlr' ria 2 and 3, this part of the criteria
1

ot met.

Q blood culture may consist of a single bot-
tle for a pediatric blood draw because of vol-
ume constraints. Therefore, to meet this
part of the criterion, each bottle from 2 or
more draws would have to be culture posi-
tive for the same skin contaminant.

4. There are several issues to consider when deter-

mining sameness of organisms.
a. If the common skin contaminant is identi-
fied to the species level from 1 culture,
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Table 2. Examples of “sameness” by organism speciation

Culture Companion Culture Report as...

S epidermidis Coagulase-negative S epidermidis
staphylococci

Bacillus spp (not anthracis) B cereus B cereus

S sdlivarius Strep viridans S salivariu\

Table 3. Examples of “sameness” by organis \A

antibiogram

Organism Name Isolate A Isolate B erpret as...
S epidermidis All drugs S All dru Same
S epidermidis OXR Different
CEFAZ 5
Corynebacterium spp PENG,R \ S Different
P

CIPR RO R
Strep viridans AI% All drugs S Same

except
g
S, sensitive; R, 'sx

ERYTH R
companion culture is identified with
ly a descriptive name (ie, to the genus

A level), then it is assumed that the organisms
are the same. The speciated organism

gen (see examples in Table 2).

. If common skin contaminant organisms
from the cultures are speciated but no anti-
biograms are done or they are done for only
1 of the isolates, it is assumed that the orga-
nisms are the same.

c. If the common skin contaminants from the
cultures have antibiograms that are differ-
ent for 2 or more antimicrobial agents, it is
assumed that the organisms are not the
same (see examples in Table 3).

d. For the purpose of NHSN antibiogram re-
porting, the category interpretation of inter-
mediate (I) should not be used to distinguish
whether 2 organisms are the same.

K should be reported as the infecting patho-
O

Specimen collection considerations

Ideally, blood specimens for culture should be ob-
tained from 2 to 4 blood draws from separate veni-
puncture sites (eg, right and left antecubital veins),
not through a vascular catheter. These blood draws
should be performed simultaneously or over a short
period of time (ie, within a few hours).”* If your facility
does not currently obtain specimens using this tech-
nique, you may still report BSIs using the criteria and
notes above, but you should work with appropriate
personnel to facilitate better specimen collection prac-
tices for blood cultures.
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Reporting instructions

e Purulent phlebitis confirmed with a positive semi-
quantitative culture of a catheter tip, but with ei-
ther negative or no blood culture is considered a
CVS-VASC, not a BSL

e Report organisms cultured from blood as BSI-LCBI
when no other site of infection is evident.

CSEP-CLINICAL SEPSIS

CSEP may be used only to report primary BSI in ne-
onates and infants. It is not used to report BSI in adults
and children.

Clinical sepsis must meet the following criterion:

Patient =1 year of age has at least 1 of the following
clinical signs or symptoms with no other recognized
cause: fever (>38°C rectal), hypothermia (<37°C rec-
tal), apnea, or bradycardia
and
blood culture not done or no organisms detected in
blood
and
no apparent infection at another site
and
physician institutes treatment for sepsis.

Reporting instruction

e Report culture-positive infections of the blood-

stream as BSI-LCBI. * 6
PNEU-PNEUMONIA \\

See Appendix. @
BJ-BONE AND JOINT INF Q
BONE-Osteomyelitis @

@163& 1 of the following

1. Patient has organisms cultured from bone.
2. Pagie evidence of osteomyelitis on direct
exangi of the bone during a surgical opera-
i lxnistopathologic examination.
3@& has at least 2 of the following signs
or Symptoms with no other recognized cause:
ver (>38°C), localized swelling, tenderness,
heat, or drainage at suspected site of bone
infection
and
at least 1 of the following:
a. organisms cultured from blood
b. positive blood antigen test (eg, H influenzae,
S pneumoniae)

Osteomyelitis mu
criteria:

s\OK b

Horan, Andrus, and Dudeck AlC

c. radiographic evidence of infection (eg, ab-
normal findings on x-ray, CT scan, MRI, ra-
diolabel scan [gallium, technetium, etc]).

Reporting instruction

e Report mediastinitis following cardiacs\

that is accompanied by osteomyelitis as SS]-

t at least I of the

rather than SSI-BONE.

JNT-Joint or bursa

Joint or bursa infections must
following criteria:

1. Patient has organis @ed from joint fluid or
synovial biopsy. &{

2. Patient has evj joint or bursa infection
seen duringya %al operation or histopatho-
logic exa v%o .

3. Pati east 2 of the following signs or
sy e\ ith no other recognized cause: joint

ing, tenderness, heat, evidence of effu-

0
pai
sSn limitation of motion

at least I of the following:
a. organisms and white blood cells seen on
Gram’s stain of joint fluid
. positive antigen test on blood, urine, or joint
fluid
c. cellular profile and chemistries of joint fluid
compatible with infection and not ex-
plained by an underlying rheumatologic
disorder
d. radiographic evidence of infection (eg, ab-
normal findings on x-ray, CT scan, MRI, ra-
diolabel scan [gallium, technetium, etc]).

DISC-Disc space infection

Vertebral disc space infection must meet at least 1 of
the following criteria:

1. Patient has organisms cultured from vertebral
disc space tissue obtained during a surgical oper-
ation or needle aspiration.

2. Patient has evidence of vertebral disc space infec-
tion seen during a surgical operation or histo-
pathologic examination.

3. Patient has fever (>38°C) with no other recog-
nized cause or pain at the involved vertebral
disc space
and
radiographic evidence of infection, (eg, abnormal
findings on x-ray, CT scan, MRI, radiolabel scan
[gallium, technetium, etc]).
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4. Patient has fever (>38°C) with no other recog-
nized cause and pain at the involved vertebral
disc space
and
positive antigen test on blood or urine (eg, H influ-
enzae, S pneumoniae, N meningitidis, or Group B
Streptococcus).

CNS-CENTRAL NERVOUS SYSTEM INFECTION

IC-Intracranial infection (brain abscess,
subdural or epidural infection,
encephalitis)

Intracranial infection must meet at least I of the fol-
lowing criteria:

1. Patient has organisms cultured from brain tissue
or dura.

2. Patient has an abscess or evidence of intracranial
infection seen during a surgical operation or his-
topathologic examination.

3. Patient has at least 2 of the following signs or
symptoms with no other recognized cause: head-
ache, dizziness, fever (>38°C), localizing neuro-
logic signs, changing level of consciousness, or
confusion

and &O
at least I of the following:

a. organisms seen on microscopig ifla-
tion of brain or abscess tissti¢ obtaiged by
needle aspiration or by bio ring a sur-
gical operation or autops

r urine

b. positive antigen test on

c. radiographic evidenceNef
normal findings (On
MRI, radionucli

d. diagnostic si
foldincre

iffection, (eg, ab-
sound, CT scan,
in scan, or arteriogram)
tibody titer (IgM) or 4-
red sera (IgG) for pathogen
and
if diagnosis istmade antemortem, physician insti-
tutes riate antimicrobial therapy.
4. Patient™ Lyear of age has at least 2 of the follow-
i X or symptoms with no other recognized
se? fever (>38°C rectal), hypothermia (<37°C
rectal), apnea, bradycardia, localizing neurologic
igns, or changing level of consciousness
and
at least 1 of the following:

a. organisms seen on microscopic examina-
tion of brain or abscess tissue obtained by
needle aspiration or by biopsy during a sur-
gical operation or autopsy
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b. positive antigen test on blood or urine

c¢. radiographic evidence of infection, (eg, ab-
normal findings on ultrasound, CT scan,
MRI, radionuclide brain scan, or arteriogram)

d. diagnostic single antibody titer (IgM) or 4-
fold increase in paired sera (IgG) for
pathogen

tutes appropriate antimicrobial thera

and
if diagnosis is made antemortem, phy@sti
Reporting instruction
¢ If meningitis and a brain a S are present to-
gether, report the infection as,IC.

L 4 < ,
MEN-Meningitis or %u itis
n

Meningitis or
following criter
1. Patie

\F anisms cultured from cerebrospi-
na i )

2. as at least 1 of the following signs or
S ms with no other recognized cause: fever
8

°C), headache, stiff neck, meningeal signs,

i is must meet at least I of the

K cranial nerve signs, or irritability

and
at least I of the following:

a. increased white cells, elevated protein, and/

or decreased glucose in CSF

. organisms seen on Gram’s stain of CSF
organisms cultured from blood
. positive antigen test of CSE blood, or urine
diagnostic single antibody titer (IgM) or 4-fold
increase in paired sera (IgG) for pathogen

o a0

and
if diagnosis is made antemortem, physician insti-
tutes appropriate antimicrobial therapy.

3. Patient =1 year of age has at least 1 of the
following signs or symptoms with no other rec-
ognized cause: fever (>38°C rectal), hypother-
mia (<37°C rectal), apnea, bradycardia, stiff
neck, meningeal signs, cranial nerve signs, or
irritability
and
at least 1 of the following:

a. positive CSF examination with increased
white cells, elevated protein, and/or de-
creased glucose

. positive Gram’s stain of CSF

. organisms cultured from blood

. positive antigen test of CSE blood, or urine

. diagnostic single antibody titer (IgM) or 4-

fold increase in paired sera (IgG) for
pathogen

o Q0 o
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and
if diagnosis is made antemortem, physician insti-
tutes appropriate antimicrobial therapy.

Reporting instructions

e Report meningitis in the newborn as health care-
associated unless there is compelling evidence
indicating the meningitis was acquired
transplacentally.

e Report CSF shunt infection as SSI-MEN if it occurs
=1 year of placement; if later or after manipula-
tion/access of the shunt, report as CNS-MEN.

e Report meningoencephalitis as MEN.

e Report spinal abscess with meningitis as MEN.

SA-Spinal abscess without meningitis

An abscess of the spinal epidural or subdural space,
without involvement of the cerebrospinal fluid or adja-
cent bone structures, must meet at least 1 of the follow-
ing criteria:

1. Patient has organisms cultured from abscess in
the spinal epidural or subdural space.

2. Patient has an abscess in the spinal epidural or
subdural space seen during a surgical operation
or at autopsy or evidence of an abscess seen dar-
ing a histopathologic examination.

3. Patient has at least 1 of the following signs or
symptoms with no other recognized cau er
(>38°C), back pain, focal tenderness, jtis,
paraparesis, or paraplegia

and \
at least 1 of the following: @

a. organisms cultured fro
b. radiographic evide f & spinal abscess
(eg, abnormal fingingSyon myelography, ul-

trasound, CT I, or other scans [gal-
lium, tech c)).
and

if diagnosis 4
tutes appropr

L 4
Reporti

mage antemortem, physician insti-
e antimicrobial therapy.

uction

. ortspinal abscess with meningitis as MEN.

CVS-CARDIOVASCULAR SYSTEM INFECTION
VASC-Arterial or venous infection

Arterial or venous infection must meet at least 1 of
the following criteria:

1. Patient has organisms cultured from arteries or
veins removed during a surgical operation
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and
blood culture not done or no organisms cultured
from blood.

2. Patient has evidence of arterial or venous infec-
tion seen during a surgical operation or histo-
pathologic examination.

3. Patient has at least 1 of the following signsSor
symptoms with no other recognized cauSg:

(>38°C), pain, erythema, or heat at in edyas
cular site
and 'Q‘

more than 15 colonies cultured f travascu-

lar cannula tip using semd@uantitative culture
method
and Q)

blood culture not o organisms cultured
from blood. %

4. Patient has, pu ainage at involved vascu-
lar site
and @
bloodWgu ot done or no organisms cultured
fro

1 year of age has at least 1 of the follow-

5
&S s or symptoms with no other recognized
e: fever (>38°C rectal), hypothermia (<37°C

K rectal), apnea, bradycardia, lethargy, or pain, ery-

thema, or heat at involved vascular site

and

more than 15 colonies cultured from intravascu-
lar cannula tip using semiquantitative culture
method

and

blood culture not done or no organisms cultured
from blood.

Reporting instructions

¢ Report infections of an arteriovenous graft, shunt,
or fistula or intravascular cannulation site without
organisms cultured from blood as CVS-VASC.

e Report intravascular infections with organisms
cultured from the blood as BSI-LCBI.

ENDO-Endocarditis

Endocarditis of a natural or prosthetic heart valve
must meet at least I of the following criteria:

1. Patient has organisms cultured from valve or
vegetation.

2. Patient has 2 or more of the following signs or
symptoms with no other recognized cause: fever
(>38°C), new or changing murmur, embolic phe-
nomena, skin manifestations (ie, petechiae, splin-
ter hemorrhages, painful subcutaneous nodules),



AlC Horan, Andrus, and Dudeck

congestive heart failure, or cardiac conduction
abnormality
and
at least 1 of the following:
a. organisms cultured from 2 or more blood
cultures
b. organisms seen on Gram’s stain of valve
when culture is negative or not done
c. valvular vegetation seen during a surgical
operation or autopsy
d. positive antigen test on blood or urine (eg, H
influenzae, S pneumoniae, N meningitidis, or
Group B Streptococcus)
e. evidence of new vegetation seen on
echocardiogram
and
if diagnosis is made antemortem, physician insti-
tutes appropriate antimicrobial therapy.

. Patient =1 year of age has 2 or more of the follow-
ing signs or symptoms with no other recognized
cause: fever (>38°C rectal), hypothermia (<37°C
rectal), apnea, bradycardia, new or changing mur-
mur, embolic phenomena, skin manifestations
(ie, petechiae, splinter hemorrhages, painful sub-
cutaneous nodules), congestive heart failure, or
cardiac conduction abnormality
and
at least 1 of the following:

a. organisms cultured from 2 or more bloo
cultures N

b. organisms seen on Gram’s stai
when culture is negative or gt do

e
n
c. valvular vegetation seen dyting a surgical
operation or autopsy %
d. positive antigen test on urine (eg, H
influenzae, S pneum , eningitidis, or

Group B Streptocgte

e. evidence of vegetation seen on
echocardiogr
and

if diagnosis 4 e antemortem, physician insti-
tutes appropriate antimicrobial therapy.

’
CARD,. \;ditis or pericarditis
yo®arditis or pericarditis must meet at least 1 of
llowing criteria:

1. Patient has organisms cultured from pericardial
tissue or fluid obtained by needle aspiration or
during a surgical operation.

. Patient has at least 2 of the following signs or
symptoms with no other recognized cause: fever
(>38°C), chest pain, paradoxical pulse, or in-
creased heart size
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and
at least 1 of the following:
a. abnormal EKG consistent with myocarditis
or pericarditis
b. positive antigen test on blood (eg, H influen-
zae, S pneumoniae)
c. evidence of myocarditis or pericarditis @n
histologic examination of heart tis

d. 4-fold rise in type-specific antibo o}
without isolation of virus from Pharymx or
feces

e. pericardial effusion identifie chocardi-

ogram, CT scan, MRI, giography.

3. Patient =1 year of age has @2 of the follow-
ing signs or symptgms@_l other recognized
cause: fever (>38§ ypothermia (<37°C
rectal), apnea, br Xia, paradoxical pulse, or

increased hearnf’s
and

at leas¢ ollowing:
a. apn EKG consistent with myocarditis
r

carditis

@tive antigen test on blood (eg, H influen-
A e, S pneumoniae)
. histologic examination of heart tissue shows
K evidence of myocarditis or pericarditis
d. 4-fold rise in type-specific antibody with or
without isolation of virus from pharynx or
feces
e. pericardial effusion identified by echocardi-
ogram, CT scan, MRI, or angiography.

Comment

e Most cases of postcardiac surgery or postmyocar-
dial infarction pericarditis are not infectious.

MED-Mediastinitis

Mediastinitis must meet at least I of the following
criteria:

1. Patient has organisms cultured from mediastinal
tissue or fluid obtained during a surgical opera-
tion or needle aspiration.

2. Patient has evidence of mediastinitis seen during a
surgical operation or histopathologic examination.

3. Patient has at least I of the following signs or
symptoms with no other recognized cause: fever
(>38°C), chest pain, or sternal instability
and
at least 1 of the following:

a. purulent discharge from mediastinal area
b. organisms cultured from blood or discharge
from mediastinal area



320 Vol. 36 No. 5

¢. mediastinal widening on x-ray.

4. Patient =1 year of age has at least 1 of the follow-
ing signs or symptoms with no other recognized
cause: fever (>38°C rectal), hypothermia (<37°C
rectal), apnea, bradycardia, or sternal instability
and
at least 1 of the following:

a. purulent discharge from mediastinal area

b. organisms cultured from blood or discharge
from mediastinal area

¢. mediastinal widening on x-ray.

Reporting instruction

e Report mediastinitis following cardiac surgery
that is accompanied by osteomyelitis as SSI-MED
rather than SSI-BONE.

EENT-EYE, EAR, NOSE, THROAT, OR MOUTH
INFECTION

CON]J-Conjunctivitis

Conjunctivitis must meet at least 1 of the following
criteria:

1. Patient has pathogens cultured from purulent ex-
udate obtained from the conjunctiva or contigu-
ous tissues, such as eyelid, cornea, meibom
glands, or lacrimal glands.

2. Patient has pain or redness of con]un
around eye @
and

at least 1 of the following:

a. WBCs and organisms seenfo m’s stain

of exudate Q
) SA or IF for Chla-

b. purulent exudate

C. positive antigen te
mydia trachomgtisy hetpes simplex virus,
adenovirus) % date or conjunctival
scraping

e viral culture
ostic single antibody titer (IgM) or 4-fold
crease in paired sera (IgG) for pathogen.

Reperting instructions

e Report other infections of the eye as EYE.

e Do not report chemical conjunctivitis caused by
silver nitrate (AgNO5) as a health care-associated
infection.

¢ Do not report conjunctivitis that occurs as a part of
a more widely disseminated viral illness (such as
measles, chickenpox, or a URI).
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EYE-Eye, other than conjunctivitis

An infection of the eye, other than conjunctivitis,
must meet at least I of the following criteria:

1. Patient has organisms cultured from anterior or
posterior chamber or vitreous fluid.

2. Patient has at least 2 of the following signs
symptoms with no other recognized calsg:
pain, visual disturbance, or hypopyon
and Q
at least 1 of the following: Q

a. physician diagnosis of an ey ction
od (eg, H influen-

b. positive antigen test o
zae, S pneumoniae)

c. organisms cu]‘ur@n lood.

EAR-Ear mastoid

Ear and tions must meet at least I of
the follow&
t

Otitis e ust meet at least 1 of the following
criteria:

i has pathogens cultured from purulent
inage from ear canal.
. Patient has at least 1 of the following signs or

2
é symptoms with no other recognized cause: fever

(>38°C), pain, redness, or drainage from ear
canal

and

organisms seen on Gram’s stain of purulent
drainage.

Otitis media must meet at least I of the following
criteria:

1. Patient has organisms cultured from fluid from
middle ear obtained by tympanocentesis or at
surgical operation.

2. Patient has at least 2 of the following signs or
symptoms with no other recognized cause: fever
(>38°C), pain in the eardrum, inflammation, re-
traction or decreased mobility of eardrum, or
fluid behind eardrum.

Otitis interna must meet at least 1 of the following
criteria:

1. Patient has organisms cultured from fluid from
inner ear obtained at surgical operation.

2. Patient has a physician diagnosis of inner ear
infection.

Mastoiditis must meet at least I of the following
criteria:

1. Patient has organisms cultured from purulent
drainage from mastoid.
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2. Patient has at least 2 of the following signs or
symptoms with no other recognized cause: fever
(>38°C), pain, tenderness, erythema, headache,
or facial paralysis
and
at least 1 of the following:

a. organisms seen on Gram’s stain of purulent
material from mastoid
b. positive antigen test on blood.

ORAL-Oral cavity (mouth, tongue, or gums)

Oral cavity infections must meet at least I of the fol-

lowing criteria:

1. Patient has organisms cultured from purulent
material from tissues of oral cavity.

2. Patient has an abscess or other evidence of oral
cavity infection seen on direct examination, dur-
ing a surgical operation, or during a histopatho-
logic examination.

3. Patient has at least 1 of the following signs or
symptoms with no other recognized cause: ab-
scess, ulceration, or raised white patches on in-
flamed mucosa, or plaques on oral mucosa
and
at least 1 of the following:

a. organisms seen on Gram’s stain

b. positive KOH (potassium hydroxide) stai&

c. multinucleated giant cells seen on mic
scopic examination of mucosal scrapisgs

d. positive antigen test on oral secfe i(%

e. diagnostic single antibody titer (I% -
fold increase in paired &(Ig ) for
pathogen

f. physician diagnosis of igfe and treat-
ment with topical or o@ ungal therapy.

Reporting instruction

e Report health
simplex infecg
current her
associat,

L 2

_ca } d
inuSitis must meet at least 1 of the following

1. Patient has organisms cultured from purulent
material obtained from sinus cavity.

2. Patient has at least 1 of the following signs or
symptoms with no other recognized cause: fever
(>38°C), pain or tenderness over the involved si-
nus, headache, purulent exudate, or nasal
obstruction

e ociated primary herpes
the oral cavity as ORAL,; re-
ections are not health care-
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and
at least 1 of the following:
a. positive transillumination
b. positive radiographic examination (includ-
ing CT scan).

UR-Upper respiratory tract, pharyngitis,
laryngitis, epiglottitis

Upper respiratory tract infections m at least
1 of the following criteria:

1. Patient has at least 2 of t llowing signs or
symptoms with no othe nized cause: fever
(>38°C), erythema nx, sore throat,
cough, hoarsene wdent exudate in throat
and

at least 1 of th wing:
a. organi ured from the specific site

b. ,of ultured from blood

C.N‘ € antigen test on blood or respiratory
gcretions

: @; gnostic single antibody titer (IgM) or 4-

old increase in paired sera (IgG) for

pathogen
e. physician diagnosis of an upper respiratory
infection.

2. Patient has an abscess seen on direct examina-
tion, during a surgical operation, or during a his-
topathologic examination.

3. Patient =1 year of age has at least 2 of the follow-
ing signs or symptoms with no other recognized
cause: fever (>38°C rectal), hypothermia (<37°C
rectal), apnea, bradycardia, nasal discharge, or
purulent exudate in throat
and
at least I of the following:

a. organisms cultured from the specific site

b. organisms cultured from blood

. positive antigen test on blood or respiratory
secretions

d. diagnostic single antibody titer (IgM) or 4-
fold increase in paired sera (IgG) for
pathogen

e. physician diagnosis of an upper respiratory

infection.

GI-GASTROINTESTINAL SYSTEM INFECTION
GE-Gastroenteritis

Gastroenteritis must meet at least 1 of the following
criteria:

1. Patient has an acute onset of diarrhea (liquid
stools for more than 12 hours) with or without
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vomiting or fever (>38°C) and no likely noninfec-
tious cause (eg, diagnostic tests, therapeutic regi-
men other than antimicrobial agents, acute
exacerbation of a chronic condition, or psycho-
logic stress).

2. Patient has at least 2 of the following signs or
symptoms with no other recognized cause: nau-
sea, vomiting, abdominal pain, fever (>38°C), or
headache
and
at least I of the following:

a. an enteric pathogen is cultured from stool
or rectal swab

b. an enteric pathogen is detected by routine
or electron microscopy

c. an enteric pathogen is detected by antigen
or antibody assay on blood or feces

d. evidence of an enteric pathogen is detected
by cytopathic changes in tissue culture
(toxin assay)

e. diagnostic single antibody titer (IgM) or 4-
fold increase in paired sera (IgG) for
pathogen.

GIT-Gastrointestinal tract (esophagus, stomach,
small and large bowel, and rectum) excluding
gastroenteritis and appendicitis

Gastrointestinal tract infections, excluding gastro
teritis and appendicitis, must meet at least 1 of the fol-
lowing criteria: *

1. Patient has an abscess or other evi nc%nfec—
tion seen during a surgical ope &or histo-
pathologic examination. @

2. Patient has at least 2 of the“follewing signs or
symptoms with no othe ogniized cause and
compatible with infecgibn e organ or tissue
involved: fever (>38% ausea, vomiting, ab-
dominal pain, or t 'ﬁ ess
and
at least 1 ofgthe¥foliowing:

a. organismg cultured from drainage or tissue
ined during a surgical operation or en-
y or from a surgically placed drain

anisms seen on Gram’s or KOH stain or
Qﬁultinucleated giant cells seen on micro-
scopic examination of drainage or tissue ob-
tained during a surgical operation or
endoscopy or from a surgically placed drain
c. organisms cultured from blood
d. evidence of pathologic findings on radio-
graphic examination
e. evidence of pathologic findings on endo-
scopic examination (eg, Candida esophagitis
or proctitis).

*

O
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HEP-Hepatitis

Hepatitis must meet the following criterion:

Patient has at least 2 of the following signs or
symptoms with no other recognized cause: fever
(>38°C), anorexia, nausea, vomiting, abdominal pain,
jaundice, or history of transfusion within the previdus
3 months

and \
at least 1 of the following: Q

a. positive antigen or antibody test™figr€yepatitis
A, hepatitis B, hepatitis C, or dpatitis

b. abnormal liver function t (eg, elevated ALT/
AST, bilirubin)

c. cytomegalovirus (C ted in urine or or-
opharyngeal sec?&i\

Reporting ins c@
e Do notﬁx patitis or jaundice of noninfec-

tious a-1 antitrypsin deficiency, etc).
e Do rt hepatitis or jaundice that results

fr, sure to hepatotoxins (alcoholic or acet-
%1‘ en-induced hepatitis, etc).
e DO%hot report hepatitis or jaundice that results

K from biliary obstruction (cholecystitis).

IAB-Intraabdominal, not specified elsewhere
including gallbladder, bile ducts, liver
(excluding viral hepatitis), spleen, pancreas,
peritoneum, subphrenic or subdiaphragmatic
space, or other intraabdominal tissue or area
not specified elsewhere

Intraabdominal infections must meet at least 1 of the
following criteria:

1. Patient has organisms cultured from purulent
material from intraabdominal space obtained
during a surgical operation or needle aspiration.

2. Patient has abscess or other evidence of intraab-
dominal infection seen during a surgical opera-
tion or histopathologic examination.

3. Patient has at least 2 of the following signs or
symptoms with no other recognized cause: fever
(>38°C), nausea, vomiting, abdominal pain, or
jaundice
and
at least I of the following:

a. organisms cultured from drainage from sur-
gically placed drain (eg, closed suction
drainage system, open drain, T-tube drain)

b. organisms seen on Gram’s stain of drainage
or tissue obtained during surgical operation
or needle aspiration
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c. organisms cultured from blood and radio-
graphic evidence of infection (eg, abnormal
findings on ultrasound, CT scan, MRI, or ra-
diolabel scans [gallium, technetium, etc] or
on abdominal x-ray).

Reporting instruction

e Do not report pancreatitis (an inflammatory syn-
drome characterized by abdominal pain, nausea,
and vomiting associated with high serum levels
of pancreatic enzymes) unless it is determined to
be infectious in origin.

NEC-Necrotizing enterocolitis

Necrotizing enterocolitis in infants must meet the
following criterion:

Infant has at least 2 of the following signs or symp-
toms with no other recognized cause: vomiting, ab-
dominal distention, or prefeeding residuals
and
persistent microscopic or gross blood in stools
and
at least 1 of the following abdominal radiographic
abnormalities:

a. pneumoperitoneum

b. pneumatosis intestinalis

c. unchanging “rigid” loops of small bowel.

OTHER THAN PNEUMONIA *
BRON-Bronchitis, tracheobronchiti \
bronchiolitis, tracheitis, without evidence of
pneumonia @

Tracheobronchial infections mus t at least 1 of
the following criteria:

1. Patient has no clim%%)graphic evidence of

: fluid.
LRI-LOWER RESPIRATORY TRACT INFECT!;EN,& 2

pneumonia

and

patient haseft Teast” 2 of the following signs or
symptoms witlg no other recognized cause: fever

(>é8°%ugh, new or increased sputum pro-
B ot

nchi, wheezing

duc\
Kleaﬁ 1 of the following:
. positive culture obtained by deep tracheal
aspirate or bronchoscopy
b. positive
secretions.
2. Patient =1 year of age has no clinical or radio-
graphic evidence of pneumonia
and
patient has at least 2 of the following signs or
symptoms with no other recognized cause: fever

antigen test on respiratory
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(>38°C rectal), cough, new or increased sputum
production, rhonchi, wheezing, respiratory dis-
tress, apnea, or bradycardia
and
at least I of the following:

a. organisms cultured from material obtained

by deep tracheal aspirate or bronchosco
b. positive antigen test on resi

secretions
c. diagnostic single antibody titer r 4-
fold increase in paired G) for

pathogen.

e Do not report chr ’X itis in a patient with
chronic lung disez& infection unless there is
evidence of an condary infection, mani-
fested by c e rganism.

*

LUNG-O \Xections of the lower respiratory

tract

%in ections of the lower respiratory tract must
eet at Teast 1 of the following criteria:

Reporting instruction

. Patient has organisms seen on smear or cul-
tured from lung tissue or fluid, including pleural

Patient has a lung abscess or empyema seen dur-
ing a surgical operation or histopathologic
examination.

3. Patient has an abscess cavity seen on radio-
graphic examination of lung.

Reporting instructions

e Report concurrent lower respiratory tract infec-
tion and pneumonia with the same organism(s)
as PNEU.

e Report lung abscess or empyema without pneu-
monia as LUNG.

REPR-REPRODUCTIVE TRACT INFECTION
EMET-Endometritis

Endometritis must meet at least 1 of the following
criteria:

1. Patient has organisms cultured from fluid or tis-
sue from endometrium obtained during surgical
operation, by needle aspiration, or by brush
biopsy.

2. Patient has at least 2 of the following signs or
symptoms with no other recognized cause: fever
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(>38°C), abdominal pain, uterine tenderness, or
purulent drainage from uterus.

Reporting instruction

e Report postpartum endometritis as a health care-
associated infection unless the amniotic fluid is
infected at the time of admission or the patient
was admitted 48 hours after rupture of the
membrane.

EPIS-Episiotomy

Episiotomy infections must meet at least 1 of the fol-
lowing criteria:

1. Postvaginal delivery patient has purulent drain-
age from the episiotomy.

2. Postvaginal delivery patient has an episiotomy
abscess.

Comment

e Episiotomy is not considered an operative proce-
dure in NHSN.

VCUF-Vaginal cuff

Vaginal cuff infections must meet at least 1 of &O

following criteria:

1. Posthysterectomy patient has purulen
from the vaginal cuff.

2. Posthysterectomy patient has a \355 at the
vaginal cuff. %

ens cultured

m the vaginal

3. Posthysterectomy patient has
from fluid or tissue obtal
cuff.

Reporting mstructlo

e Report vagin ff fections as SSI-VCUE

nfections of the male or female

act (epididymis, testes, prostate,

S, uterus, or other deep pelvic
ludmg endometritis or vaginal cuff

OREP- Oth
reprod

Other infections of the male or female reproductive
tract must meet at least 1 of the following criteria:

1. Patient has organisms cultured from tissue or
fluid from affected site.

2. Patient has an abscess or other evidence of infec-
tion of affected site seen during a surgical opera-
tion or histopathologic examination.
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3. Patient has 2 of the following signs or symptoms
with no other recognized cause: fever (>38°C),
nausea, vomiting, pain, tenderness, or dysuria
and
at least 1 of the following:

a. organisms cultured from blood
b. physician diagnosis. \
e Report endometritis as EMET. Q
e Report vaginal cuff infections as \@
SST-SKIN AND SOFT TlSSUf@TION
*

SKIN-Skin
\t least 1 of the following

nt drainage, pustules, vesicles,

Reporting instructions

Skin infections m
criteria:

1. Patlensha

or b

2. Patj at least 2 of the following signs or
S %\s with no other recognized cause: pain
A erness, localized swelling, redness, or
t
and
at least 1 of the following:

a. organisms cultured from aspirate or drain-
age from affected site; if organisms are
normal skin flora (ie, diphtheroids [Coryne-
bacterium sppl, Bacillus [not B anthracis]
spp, Propionibacterium spp, coagulase-neg-
ative staphylococci [including S epidermi-
dis], viridans group streptococci,
Aerococcus spp, Micrococcus spp), they
must be a pure culture

b. organisms cultured from blood

c. positive antigen test performed on infected
tissue or blood (eg, herpes simplex, varicella
zoster, H influenzae, N meningitidis)

d. multinucleated giant cells seen on micro-
scopic examination of affected tissue

e. diagnostic single antibody titer (IgM) or 4-
fold increase in paired sera (IgG) for
pathogen.

Reporting instructions

e Report omphalitis in infants as UMB.

e Report infections of the circumcision site in new-
borns as CIRC.

Report pustules in infants as PUST.

Report infected decubitus ulcers as DECU.
Report infected burns as BURN.

Report breast abscesses or mastitis as BRST.
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ST-Soft tissue (necrotizing fascitis, infectious
gangrene, necrotizing cellulitis, infectious
myositis, lymphadenitis, or lymphangitis)

Soft tissue infections must meet at least 1 of the fol-
lowing criteria:

1. Patient has organisms cultured from tissue or
drainage from affected site.

2. Patient has purulent drainage at affected site.

3. Patient has an abscess or other evidence of infec-
tion seen during a surgical operation or histo-
pathologic examination.

4. Patient has at least 2 of the following signs or
symptoms at the affected site with no other rec-
ognized cause: localized pain or tenderness, red-
ness, swelling, or heat
and
at least 1 of the following:

a. organisms cultured from blood

b. positive antigen test performed on blood or
urine (eg, H influenzae, S pneumoniae, N
meningitidis, Group B Streptococcus, Can-
dida spp)

c. diagnostic single antibody titer (IgM) or 4-
fold increase in paired sera (IgG) for
pathogen.

Reporting instructions

e Report infected decubitus ulcers as DECU.
¢ Report infection of deep pelvic tissuesqas

DECU-Decubitus ulcer, including lxh\

superficial and deep infections

Decubitus ulcer infections mustqne
criterion:

Patient has at least 2 of th
toms with no other recogni

e following

ing signs or symp-
catise: redness, tender-

ness, or swelling of dec ound edges
and
at least 1 of the f ing

a. organisms cultyred from properly collected fluid
or gissfiefsee Comments)
b. orgdhis ultured from blood.

ts

e Rurulent drainage alone is not sufficient evidence
of an infection.

e Organisms cultured from the surface of a decu-
bitus ulcer are not sufficient evidence that the ul-
cer is infected. A properly collected specimen
from a decubitus ulcer involves needle aspira-
tion of fluid or biopsy of tissue from the ulcer
margin.

June 2008 325

BURN-Burn

Burn infections must meet at least I of the following
criteria:

1. Patient has a change in burn wound appearance
or character, such as rapid eschar separation, or
dark brown, black, or violaceous discglorati
of the eschar, or edema at wound margi
and

vasion of organisms into adjacent
2. Patient has a change in burn
ance or character, such id eschar sep-
aration, or dark brown ck? or violaceous
discoloration of thg eo edema at wound
margin
and

atleast 1 o th%wmg:

a. organjsty tured from blood in the ab-
gther identifiable infection
of herpes simplex virus, histologic

Bnce
b iu\
ification of inclusions by light or elec-

microscopy, or visualization of viral

A articles by electron microscopy in biopsies
or lesion scrapings.

KB. Patient with a burn has at least 2 of the following
signs or symptoms with no other recognized
cause: fever (>38°C) or hypothermia (<36°C), hy-
potension, oliguria (<20 cc/hr), hyperglycemia at
previously tolerated level of dietary carbohydrate,
or mental confusion
and
at least 1 of the following:

a. histologic examination of burn biopsy
shows invasion of organisms into adjacent
viable tissue

b. organisms cultured from blood

c. isolation of herpes simplex virus, histologic
identification of inclusions by light or elec-
tron microscopy, or visualization of viral
particles by electron microscopy in biopsies
or lesion scrapings.

Comments

e Purulence alone at the burn wound site is not ad-
equate for the diagnosis of burn infection; such
purulence may reflect incomplete wound care.

e Fever alone in a burn patient is not adequate for
the diagnosis of a burn infection because fever
may be the result of tissue trauma or the patient
may have an infection at another site.

e Surgeons in Regional Burn Centers who take care
of burn patients exclusively may require Criterion
1 for diagnosis of burn infection.
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e Hospitals with Regional Burn Centers may further
divide burn infections into the following: burn
wound site, burn graft site, burn donor site, burn
donor site-cadaver; NHSN, however, will code all
of these as BURN.

BRST-Breast abscess or mastitis

A breast abscess or mastitis must meet at least 1 of
the following criteria:

1. Patient has a positive culture of affected breast
tissue or fluid obtained by incision and drainage
or needle aspiration.

2. Patient has a breast abscess or other evidence of
infection seen during a surgical operation or his-
topathologic examination.

3. Patient has fever (>38°C) and local inflammation
of the breast
and
physician diagnosis of breast abscess.

Comment

e Breast abscesses occur most frequently after child-
birth. Those that occur within 7 days after child-
birth should be considered health care associated.

UMB-Oomphalitis

Omphalitis in a newborn (=30 days old) must m&

at least 1 of the following criteria:

L 4
1. Patient has erythema and/or serous@ge

from umbilicus

and \
at least 1 of the following: Q

a. organisms cultured from ge or needle
aspirate
b. organisms cultured f lood.
2. Patient has both e and purulence at the
umbilicus.
Reporting instr, n

¢ Report infectiomof the umbilical artery or vein re-
lated t ilical catheterization as VASC if there
is no& anying blood culture or a blood cul-

e gative.

e R&port as health care associated if infection occurs
in a newborn within 7 days of hospital discharge.

PUST-Infant pustulosis

Pustulosis in an infant (=1 year old) must meet at
least 1 of the following criteria:

1. Infant has 1 or more pustules
and
physician diagnosis of skin infection.

Horan, Andrus, and Dudeck AlC

2. Infant has 1 or more pustules
and
physician institutes appropriate antimicrobial
therapy.

Reporting instructions

e Do not report erythema toxicum and -
tious causes of pustulosis.

e Report as health care associated if pustulOsjs’oc-
curs in an infant within 7 da ospital
discharge.

CIRC-Newborn circumcisio
IO

drainage from circumci-

Circumcision infectiof? j
must meet at least 1 of $lie

born (=30 days old)
ing criteria:

1. Newborn
sion site.

least 1 of the following signs or
no other recognized cause at cir-
site: erythema, swelling, or tenderness

%&1 en cultured from circumcision site.
3. born has at least I of the following signs or

K symptoms with no other recognized cause at cir-

cumcision site: erythema, swelling, or tenderness
and

skin contaminant (ie, diphtheroids [Corynebacte-
rium spp], Bacillus [not B anthracis] spp, Propion-
ibacterium spp, coagulase-negative staphylococci
[including S epidermidis], viridans group strepto-
cocci, Aerococcus spp, Micrococcus spp) is cul-
tured from circumcision site

and

physician diagnosis of infection or physician in-
stitutes appropriate therapy.

SYS-SYSTEMIC INFECTION

DI-Disseminated infection

Disseminated infection is infection involving multi-
ple organs or systems, without an apparent single site
of infection, usually of viral origin, and with signs or
symptoms with no other recognized cause and compat-
ible with infectious involvement of multiple organs or
systems.

Reporting instructions

¢ Use this code for viral infections involving multi-
ple organ systems (eg, measles, mumps, rubella,
varicella, erythema infectiosum). These infections
often can be identified by clinical criteria alone.
Do not use this code for health care-associated



AlC Horan, Andrus, and Dudeck

infections with multiple metastatic sites, such as
with bacterial endocarditis; only the primary site
of these infections should be reported.

e Do not report fever of unknown origin (FUO) as DI

e Report neonatal “sepsis’ as CSEP.

e Report viral exanthems or rash illness as DI.
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APPENDIX. PNEU-PNEUMONIA

There are 3 specific types of pneumonia: clinically
defined pneumonia (PNU1), pneumonia with specific
laboratory findings (PNU2), and pneumonia in immu-
nocompromised patients (PNU3). Listed below are gen-
eral comments applicable to all specific types o
pneumonia, along with abbreviations used in the al

rithms (Tables 4-7) and reporting instructions. le 8
shows threshold values for cultured specime d
in the surveillance diagnosis of pneumonidNFigdfes

1 and 2 are flow diagrams for the pn onid algo-
rithms that may be used as data colle@ o}
General comments Q

€ n

Is.
ia alone is not an
ealth care-associated

1. Physician diagnosis of
acceptable criterio
pneumonia.

2. Although specific 1a are included for infants
and childregf{ p8diatric patients may meet any of
the other pn onia specific site criteria.

3. Vegtil -associated pneumonia (ie, pneumonia

in ho had a device to assist or control

)7 jon continuously through a tracheostomy

byendotracheal intubation within the 48-hour

perfod before the onset of infection, inclusive of

he weaning period) should be so designated
when reporting data.

4. When assessing a patient for presence of pneu-
monia, it is important to distinguish between
changes in clinical status due to other conditions
such as myocardial infarction, pulmonary embo-
lism, respiratory distress syndrome, atelectasis,
malignancy, chronic obstructive pulmonary

June 2008 327

disease, hyaline membrane disease, bronchopul-
monary dysplasia, etc. Also, care must be taken
when assessing intubated patients to distinguish
between tracheal colonization, upper respiratory
tract infections (eg, tracheobronchitis), and early
onset pneumonia. Finally, it should be recognized
that it may be difficult to determine health cafg-
associated pneumonia in the elderly, in )

immunocompromised patients bec c
conditions may mask typical signs ofSsymptoms

associated with pneumonia. Al pecific
criteria for the elderly, infants an unocom-
promised patients have bee luded in this def-

inition of health care-asso@ated®pneumonia.

5. Health care—associ@te@x onia can be char-
acterized by its N or late. Early onset
pneumonia occur Xg the first 4 days of hos-
pitalization, a often caused by Moraxella
catarrhalis enzae, and S pneumoniae.

Causative @ s of late onset pneumonia are

frequegtlyy, 8F@m negative bacilli or S aureus,

inclefai ethicillin-resistant S aureus. Viruses
€2 i nza A and B or respiratory syncytial vi-
rils) €an cause early and late onset nosocomial
pReumonia, whereas yeasts, fungi, legionellae,

K and Pneumocystis carinii are usually pathogens

of late onset pneumonia.

6. Pneumonia due to gross aspiration (for example,
in the setting of intubation in the emergency
room or operating room) is considered health
care associated if it meets any specific criteria
and was not clearly present or incubating at the
time of admission to the hospital.

7. Multiple episodes of health care-associated
pneumonia may occur in critically ill patients
with lengthy hospital stays. When determining
whether to report multiple episodes of health
care-associated pneumonia in a single patient,
look for evidence of resolution of the initial infec-
tion. The addition of or change in pathogen alone
is not indicative of a new episode of pneumonia.
The combination of new signs and symptoms
and radiographic evidence or other diagnostic
testing is required.

8. Positive Gram stain for bacteria and positive
KOH (potassium hydroxide) mount for elastin
fibers and/or fungal hyphae from appropriately
collected sputum specimens are important
clues that point toward the etiology of the in-
fection. However, sputum samples are fre-
quently contaminated with airway colonizers
and therefore must be interpreted cautiously.
In particular, Candida is commonly seen on
stain, but infrequently causes healthcare-associ-
ated pneumonia.
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Patient with underlying diseases'? has 2 or more Patient without underlying diseases'? has 1 or more
serial x-rays with one of the following: serial x-rays with one of the following:
> O  New or progressive and persistent infiltrate O  New or progressive and persistent infiltrate
©
‘.- 0O  Consolidation O  Consolidation
> Q  Cavitation O Cavitation
O Pneumatoceles, in <1 y.0. QO Pneumatoceles, in <1 y.0.
At least ane of the following: At least one of the following in an
O Fever (> 38°C/100.4°F) with no other cause immunocompromised patient?3:
O Leukopenia (< 4,000 WBC/mm?) o leukocytosis -l oo i
7)) (> 12,000 WBC/mm?) )
E O  Altered mental status with no other cause, in > 70 y.o. B fiered mentgl Statusw)
o other cause, in>70
.
At least two of the following: At least one of the following:
>
7] O New onset of purulent sputum,? O New onset of purulent sputum,®
b e} or change in character of or change in character of sputum,
sputum, or T respiratory or T respiratory secretions, or "
= nchial breath sounds
o secretions, or T suctioning T suctioning requirements*
requirements? . S@ping gas exchange (e.g., O,
O New onset or worsening cough, | .
g 0O  New onset or worsening cough or dyspnea, or lachypnga5 : leg., PEOJFIQZ 24017
J h , req, or T ventilation demand)
(=) or dyspnea, or tachypnea?® Q  Rales® or bronchial breath
(/5] 0O  RalesS or bronchial breath sounds Hemoptysis
sounds O Worsening gas exchange Q  Pleuritic chest pain
O  Worsening gas exchange (e.g., O, desats [e.g., PaO,/FiO,
0, desats [e.g., PaO,/Fi0, <240],7 T O, reg, or j
<240],7 T O, req, or demand) -
1 ventilation demand) Vm‘seﬁ
\mf“"nowm M:ﬁ“‘bad
e
At least one of the following: At one of the following¢-12;
O  Positive blood culture not O  Positive culture of virus or
related to another igfecti Chlamydia from respiratory h 4
O  Positive pleural fluid cllture secretions At least one of following:
O Positive quallilative cultu a Positi\_re detection of \{iral antigen O Matching positive blood
from minimally Rgtaminated or antibody from respiratory and sputum cultures with
p secretions (e.g., EIA, FAMA, I b 14,15
LRT speg % ALor shell vial assay, PCR) andiaa spp
o 0O Evidence of fungi or
O 4-fold rise in paired sera (IgG) for Pneumocytis carinii from
a.. pathogen‘ (e.g., influenza viruses, minimally contaminated
o Chlamydia) LRT specimen (e.g., BAL
- Q  Positive PCR for Chiamydia or or protected specimen
E pathologic exam shows Mycoplasma ’ ? r|l|] shing) St
ollowing:
Q one of the following: 0O  Positive micro-IF test for
% + Abscess formation or foci A * Liiecimicroscopic
| of consolidation with O Positive culture or micro-IF of exam
intense PMN Legionelta spp from respiratory « Positive culture of
accumulation in SECIEHONS OntssUS fungi
bronchioles and alveoli O Detection of Legionella
« Positl titati pneumophila serogroup 1
c;z;;?gfuli:{;a e antigens in urine by RIA or EIA
* parenchyma Q  4-fold rise in L. pneumophila
+ Evidence of lung antibody titer to > 1:128 in paired
parenchyma invasion by acute and convalescent sera by
fungal hyphae or indirect IFA
pseudohyphae
‘mm“mﬂnmmm
Immunoeumpmmisga
Q PNU2: Pneumonia with 0O PNU2: Pneumonia with
common bacterial or viral, Legionella, Chlamydia, »
fil tous fungal Mycoplasma, and other 0O PNU3: Pneumonia in
Q PNU1: Clinically pathogens and specific lab uncommon pathogens and immunocompromised
defined pneumonia findings specific lab findings patients

Fig 1. Pneumonia flow diagram.
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Patient with underlying diseases'2 has 2_or more Patient without underlying diseases'2 has 1 or more
serial x-rays with one of the following: serial x-rays with one of the following:
a" O New or progressive and persistent infiltrate O New or progressive and persistent infiltrate
‘r Q Consolidation O Consolidation
>< QO Cavitation Q Cavitation
O Pneumatoceles, in <1 y.o. O Pneumatoceles, in <1 y.o.
Y y
Infants < 1 y.o. Children >1 or < 12 y.o.
O Worsening gas exchange (e.g., O, desats [e.g., At least three of the following: ¢
z:l;u::;;metry <94%), T 0, req, or T ventilation O Fever (>38.4°C/101.1F) 0 M
72} (< 36.5°C/97.7F) with no othe g cause
E and three of the following: .
3 O Temperature instability with no other recognized
o cause
E Q Leukopenia (< 4,000 WBC/mm?)
> or leukocytosis (> 15,000 WBC/mm?) and left
(/)] shift (> 10% band forms)
e} O New onset of purulent sputum?, or change in
c character of sputum¢, or T respiratory secretions,
[1+] or T suctioning requirements
g . " g gas exchange ( e.g., O, desats [e.g.,
g Q 2?2::;:12:?'2?9?5"_‘3:5” flaring with retraction e oximetry < 94%)], T O, req, or T ventilation
o g 9 and)
= O Wheezing, rales, or rhonchi
2 Q Cough
QO Bradycardia (<100 beats/min.) or tachycardi
(> 170 beats/min.)
’\6
\ 4
O PNU1:
Clinically defined pneumonia
Fig 2. Pneumonia flow diagram alternate criteria for infants and children.
Abbreviations patient meets criteria for more than 1 specific

site, report only 1:
o If a patient meets criteria for both PNU1 and
PNU2, report PNU2.

BAL-bronchoalve@jar Tavage
EIA-enzyme ggnmun®assay

FAX:—H“O it-:ﬁtlbody staining of o If a patient meets criteria for both PNU2 and
g . PNU3, report PNU3.
IE, m uorescent antibody

o If a patient meets criteria for both PNU1 and
PNU3, report PNU3.

e Report concurrent lower respiratory tract infec-
tion (eg, abscess or empyema) and pneumonia
with the same organism(s) as pneumonia.

e Lung abscess or empyema without pneumonia are
classified as LUNG.

e Bronchitis, tracheitis, tracheobronchitis, or bron-

e There is a hierarchy of specific categories within chiolitis without pneumonia are classified as
the major type pneumonia (PNEU). Even if a BRON.

~loWgr respiratory tract
PC olymerase chain reaction
PMN-polymorphonuclear leukocyte
RIA-radioimmunoassay

Reporting instructions
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Table 4. Algorithms for clinically defined pneumonia (PNUI)

Radiology Signs/Symptoms

Two or more serial chest radiographs
with at least | of the following"z:

o N . ; FOR ANY PATIENT, at least | of the following:
ew or progressive and persistent

® Fever (>38°C or >100.4°F) with no other recognized cause

infiltrate 3 3
- ® |eukopenia (<4000 WBC/mm?) or leukocytosis (=12,000 WBC/mm?)
® Consolidation
e Cavitati ® For adults =70 years old, altered mental status with no other régo
avitation
® Pneumatoceles, in infants =1 year old dcause
an

NOTE: In patients without underlying
pulmonary or cardiac disease (eg, respiratory
distress syndrome, bronchopulmonary dysplasia,
pulmonary edema, or chronic obstructive
pulmonary disease), | definitive chest radiograph
is acceptable.'

at least 2 of the following:

® New onset of purulent sputum?® or change in characte
increased respiratory secretions or increased suctioni

® New onset or worsening cough, or dyspnea, hypnea

® Rales® or bronchial breath sounds

® Worsening gas exchange (eg, O, desaturg
increased oxygen requirements, ofinc

. PaO,/FiO, =240],”
ntilator demand)

ALTERNATE CRITERIA, for igfantgff= r-old:

Worsening gas exchange (eg, es ons, increased oxygen requirements, or
increased ventilator dgma
and

at least 3 of the follo

® Temperatur with no other recognized cause

® | eukopeni BC/mm?) or leukocytosis (= 15,000 WBC/mm?®) and
left shift (F\l 0 nd forms)
® New on purulent sputum3 or change in character of sputum,4 or

reased respiratory secretions or increased suctioning requirements
ea, tachypnea,5 nasal flaring with retraction of chest wall or grunting
h&ezing, rales,® or rhonchi
ugh
® Bradycardia (<100 beats/min) or tachycardia (> 170 beats/min)

. ALTERNATE CRITERIA, for child >1 year old or =12 years old, at least 3 of the
\ following:

® Fever (>38.4°C or >101.1°F) or hypothermia (<36.5°C or <97.7°F) with
no other recognized cause

e Leukopenia (<4000 WBC/mm?) or leukocytosis (=15,000 WBC/mm?®)

® New onset of purulent sputum® or change in character of sputum®* or
increased respiratory secretions or increased suctioning requirements

® New onset or worsening cough or dyspnea, apnea, or tachypnea®

Rales® or bronchial breath sounds
® Worsening gas exchange (eg, O, desaturations [eg, pulse oximetry <94%],

increased oxygen requirements, or increased ventilator demand)

Footnotes to Algorithms:

I. Occasionally, in nonve
chest radiograph. Howevélp in patients with pulmonary or cardiac disease (for example, interstitial lung disease or congestive heart failure), the diagnosis of
pneumcnia articularly difficult. Other noninfectious conditions (for example, pulmonary edema from decompensated congestive heart failure) may simulate
the presX of Jpneumonia. In these more difficult cases, serial chest radiographs must be examined to help separate infectious from noninfectious pulmonary

atients, the diagnosis of health care—associated pneumonia may be quite clear on the basis of symptoms, signs, and a single definitive

confirm difficult cases, it may be useful to review radiographs on the day of diagnosis, 3 days prior to the diagnosis and on days 2 and 7 after the
onia may have rapid onset and progression, but does not resolve quickly. Radiographic changes of pneumonia persist for several weeks. As a result,

there are many ways of describing the radiographic appearance of pneumonia. Examples include, but are not limited to, “air-space disease,” “focal opacification,”

hy areas of increased density.” Although perhaps not specifically delineated as pneumonia by the radiologist, in the appropriate clinical setting these alternative descriptive
wordings should be seriously considered as potentially positive findings.

3. Purulent sputum is defined as secretions from the lungs, bronchi, or trachea that contain =25 neutrophils and =10 squamous epithelial cells per low power field (x100). If your
laboratory reports these data qualitatively (eg, “many WBCs” or “few squames”), be sure their descriptors match this definition of purulent sputum. This laboratory
confirmation is required because written clinical descriptions of purulence are highly variable.

4. A single notation of either purulent sputum or change in character of the sputum is not meaningful; repeated notations over a 24-hour period would be more indicative of the
onset of an infectious process. Change in character of sputum refers to the color, consistency, odor, and quantity.
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Table 5. Algorithms for pneumonia with common bacterial or filamentous fungal pathogens and specific laboratory findings

(PNU2)

Radiology

Signs/Symptoms Laboratory

Two or more serial chest radiographs with
at least | of the following'?:
® New or progressive and persistent
infiltrate
® Consolidation
® Cavitation
® Pneumatoceles, in infants =1 year old
NOTE: In patients without underlying pulmonary
or cardiac disease (eg, respiratory distress
syndrome, bronchopulmonary dysplasia,
pulmonary edema, or chronic obstructive
pulmonary disease), | definitive chest
radiograph is acceptable.'

At least | of the following:

At least | of the following:

® Fever (>38°C or >100.4°F) with no other e Positive growth in blood culture® not
recognized cause related to another source of infection
® Leukopenia (<4000 WBC/mm?) or ® Positive growth in culture of plgurahflu
leukocytosis (=12,000 WBC/mm3) ® Positive quantitative culture? fro
® For adults =70 years old, altered mental minimally contaminated LRT, i
status with no other recognized cause
and °
at least | of the following:
® New onset of purulent sputum® or change
in character of sputum® or increased °
respiratory secretions or increased
suctioning requirements o or foci of consolidation
® New onset or worsening cough or dyspnea itl N accumulation in
or tachypneas es and alveoli
® Rales® or bronchial breath sounds s quantitative culture’ of lung
® Worsening gas exchange (eg, O, chyma

dence of lung parenchyma invasion by
fungal hyphae or pseudohyphae

desaturations [eg, PaO,/FiO, =240,
increased oxygen requirements, or
increased ventilator demand)

N\

Table 6. Algorithms for pneumonia with viral, Legionella, Chlamydia

specific laboratory findings (PNU2)

pldSma, and other uncommon pathogens and

Radiology

Laboratory

Two or more serial chest radiographs with at
least | of the following'%:
® New or progressive and persistent
infiltrate
® Consolidation
® Cavitation
® Pneumatoceles, in infants =1 year old
NOTE: In patients without underlying pulmonary
or cardiac disease (eg, respiratory distress
syndrome, bronchopulmonary dysplasia,
pulmonary edema, or chronic obstru
pulmonary disease), | definitive che
radiograph is acceptable.'

W

At least | of the folloWing:
®4Fev

(o) Z
o ’Lexaenia (<4000 WBC/mm?) or o
L)

At least | of the following'®'%

°C or >100.4°F) with no other ® Positive culture of virus or Chlamydia from
cause respiratory secretions

Positive detection of viral antigen or
antibody from respiratory secretions (eg,
EIA, FAMA, shell vial assay, PCR)

leukocytosis (= 12,000 WBC/mm?)
r adults =70 years old, altered mental

status with no other recognized cause ® Four-fold rise in paired sera (IgG) for
and pathogen (eg, influenza viruses, Chlamydia)
at least | of the following: ® Positive PCR for Chlamydia or Mycoplasma
® New onset of purulent sputum® or change ® Positive micro-IF test for Chlamydia

in character of sputum* or increased ® Positive culture or visualization by micro-

IF of Legionella spp, from respiratory
secretions or tissue

Detection of Legionella pneumophila
serogroup | antigens in urine by RIA or
EIA

Four-fold rise in L pneumophila serogroup
| antibody titer to =1:128 in paired acute
and convalescent sera by indirect IFA

respiratory secretions or increased

suctioning requirements

New onset or worsening cough or (]
dyspnea or tachypnea®

Rales® or bronchial breath sounds

Worsening gas exchange (eg, O, .
desaturations [eg, PaO,/FiO, =240],

increased oxygen requirements, or

increased ventilator demand)

5.9p adults,

chypnea is defined as respiration rate >25 breaths per minute. Tachypnea is defined as >75 breaths per minute in premature infants born at <37 weeks gestation and

untihthe 40th week; >60 breaths per minute in infants <2 months old; >50 breaths per minute in infants 2 to 12 months old; and >30 breaths per minute in children > 1| year old.

6. Rales may be described as “crackles.”

7. This measure of arterial oxygenation is defined as the ratio of the arterial tension (PaO,) to the inspiratory fraction of oxygen (FiO,).

8. Care must be taken to determine the etiology of pneumonia in a patient with positive blood cultures and radiographic evidence of pneumonia, especially if the patient has invasive
devices in place such as intravascular lines or an indwelling urinary catheter. In general, in an immunocompetent patient, blood cultures positive for coagulase-negative
staphylococci, common skin contaminants, and yeasts will not be the etiologic agent of the pneumonia.

9. Refer to threshold values for cultured specimens (Table 8). An endotracheal aspirate is not a minimally contaminated specimen. Therefore, an endotracheal aspirate does not

meet the laboratory criteria.

10. Once laboratory-confirmed due to pneumonia because of respiratory syncytial virus (RSV), adenovirus, or influenza virus have been identified in a hospital, clinician’s
presumptive diagnosis of these pathogens in subsequent cases with similar clinical signs and symptom:s is an acceptable criterion for presence of health care—associated infection.
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Table 7. Algorithms for pneumonia in immunocompromised patients (PNU3)
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Radiology Signs/Symptoms

Laboratory

Patient who is immunocompromised'? has at
least | of the following:

Two or more serial chest radiographs with at
least | of the foIIowing"Z:

® New or progressive and persistent ® Fever (>38°C or >100.4°F) with no
infiltrate other recognized cause
® Consolidation ® For adults =70 years old, altered
® Cavitation mental status with no other
® Pneumatoceles, in infants =1 year old recognized cause
NOTE: In patients without underlying ® New onset of purulent sputum?® or

change in character of sputum® or

respiratory distress syndrome, increased respiratory secretions or

bronchopulmonary dysplasia, pulmonary increased suctioning requirements

edema, or chronic obstructive pulmonary ® New onset or worsening cough or

disease), | definitive chest radiograph is dyspnea or tachypnea®

acceptable.' ® Rales® or bronchial breath sounds

® Worsening gas exchange (eg, O,
desaturations [eg, PaO,/FiO, =240],”
increased oxygen requirements, or
increased ventilator demand)

® Hemoptysis

® Pleuritic chest pain

pulmonary or cardiac disease (eg,

1. Scant or watery sputum is commonly seen in adults with pneumonia due to viruses and Mycoplasma altho

due to RSV or influenza yields copious sputum. Patients, except premature infants, with viral or Mycoplaginal peu

infiltrates are present on radiographic exam.

At least | of the following:

® Matching positive blood and sputum
cultures with Candida spp'*'®

® Evidence of fungi or Pneumocystis cgrinii
from minimally contaminaged LRT
specimen (eg, BAL or prot
specimen brushing) fro f
following:
o Direct microsc al
o Positive cultur

® Any of the laborat
under P

;\\'O

iteria defined

s the sputum may be mucopurulent. In infants, pneumonia
nia may exhibit few signs or symptoms, even when significant

12. Few bacteria may be seen on stains of respiratory secretions from patients with pneumonia due tojkegiofiéfla spp, mycoplasma, or viruses.

13. Immunocompromised patients include those with neutropenia (absolute neutrophil count <500,

eukemia, lymphoma, HIV with CD4 count <200, or splenectomy; those

who are early posttransplantation, are on cytotoxic chemotherapy, or are on high-dose s ids (e.g., >40mg of prednisone or its equivalent [>160mg hydrocortisone, >32mg

methylprednisolone, >6mg dexamethasone, >200mg cortisone] daily for >2weeks).
14. Blood and sputum specimens must be collected within 48 hours of each other.

15. Semiquantitative or nonquantitative cultures of sputum obtained by deep co i @ aspiration, or lavage are acceptable. If quantitative culture results are available, refer

to algorithms that include such specific laboratory findings.
L 2

Table 8. Threshold values for cultured specitgens used in
the diagnosis of pneumonia

Values

Specimen collection/technique

Lung parenchyma* =10* cfulg tissue
Bronchoscopically obtained specimens
Bronchoalveolar lavage
Protected BAL
Protected specimen brushing
Nonbronchoscopically gBtai (blind) specimens
Bronchoalveolar lavag
Protected BA

=10* cfu/mL
=10* cfu/mL
=10* cfu/mL

=10* cfu/mL
=10* cfu/mL

cfu, colony-fo

i
*Open-lun, M imens and immediate post-mortem specimens obtained by
i ransbronchial biopsy.

traj



Appendix: Urinary Tract Infection (UTI)

Criterion Urinary Tract Infection (UTI)
Symptomatic Urinary Tract Infection (SUTI)
Must meet at least 1 of the following criteria
la Patient had an indwelling urinary catheter in place at the time of specimen collection
and
at least 1 of the following signs or symptoms with no other recognized cause:
fever (>38°C), suprapubic tenderness, or costovertebral angle pain or tenderness \
and
a positive urine culture of >10° colony-forming units (CFU)/ml with no more than 2 spegie&of
microorganisms. b
OR Q -------
L 2
Patient had indwelling urinary catheter removed within the 48 hour ecimen collection
and
at least 1 of the following signs or symptoms with no other re g@ause:
fever (>38°C), urgency, frequency, dysuria, suprapubic tellder costovertebral angle pain
or tenderness \
and \
a positive urine culture of >10° colony-forming unit (% with no more than 2 species of
microorganismes.
1b Patient did not have an indwelling urinary catheter |§7Iace at the time of specimen collection
nor within 48 hours prior to specimen colle &
and Q
has at least 1 of the following signs o ms with no other recognized cause: fever (>38°C) in
a patient that is <65 years of age, »sgency; frequency, dysuria, suprapubic tenderness, or
costovertebral angle pain or t& @s
and
a positive urine culture of.>%Q°> CFU/ml with no more than 2 species of microorganisms.
2a Patient had an indwelli ary catheter in place at the time of specimen collection
and
at least 1 of th ing signs or symptoms with no other recognized cause:
fever (>38°C %ubic tenderness, or costovertebral angle pain or tenderness
and
a positi ysis demonstrated by at least 1 of the following findings:
osttive dipstick for leukocyte esterase and/or nitrite
pyuria (urine specimen with >10 white blood cells [WBC]/mm? of unspun urine or >3
. WBC/high power field of spun urine)
C. microorganisms seen on Gram stain of unspun urine
nd
& a positive urine culture of >10% and <10° CFU/ml with no more than 2 species of microorganisms.
OR
Patient had indwelling urinary catheter removed within the 48 hours prior to specimen collection
and
at least 1 of the following signs or symptoms with no other recognized cause:
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Criterion

Urinary Tract Infection (UTI)

fever (>38°C), urgency, frequency, dysuria, suprapubic tenderness, or costovertebral angle pain

or tenderness

and

a positive urinalysis demonstrated by at least 1 of the following findings:

a. positive dipstick for leukocyte esterase and/or nitrite

b. pyuria (urine specimen with 210 white blood cells [WBC]/mm? of unspun urine or 23
WBC/high power field of spun urine)

€. microorganisms seen on Gram stain of unspun urine \

and
a positive urine culture of >10* and <10° CFU/ml with no more than 2 species of micrgg ganisms.

2b

Patient did not have an indwelling urinary catheter in place at the time of specimen % tion

nor within 48 hours prior to specimen collection

and Q

has at least 1 of the following signs or symptoms with no other recogllize@ fever (>38°C) in
a patient that is <65 years of age, urgency, frequency, dysuria, supr I\ erness, or
costovertebral angle pain or tenderness 3&

and
a positive urinalysis demonstrated by at least 1 of the foIIOW| @
a. positive dipstick for leukocyte esterase and/or nit
b. pyuria (urine specimen with >10 WBC/mm?® of u X\rme or 23 WBC/high power field

of spun urine)

C. microorganisms seen on Gram stain of un@
and

a positive urine culture of >10* and <10° CF | with no more than 2 species of microorganisms.

following signs or symptoms with no ognized cause: fever (>38°C core), hypothermia
(<36°C core), apnea, bradycardia suria,Methargy, or vomiting

and

a positive urine culture 0f>10° | with no more than 2 species of microorganisms.

Patient <1 year of age with or Withou& elting urinary catheter has at least 1 of the
e

Patient <1 year of age wi without an indwelling urinary catheter has at least 1 of the
following 5|gns or sympfo ith no other recognized cause: fever (>38°C core), hypothermia
(<36 C core), apn rdia, dysuria, lethargy, or vomiting

a posmve uri emonstrated by at least one of the following findings:
a. po% stlck for leukocyte esterase and/or nitrite

yd¥ia (urine specimen with 210 WBC/mm? of unspun urine or >3 WBC/high power field
of spun urine)

‘®c. microorganisms seen on Gram’s stain of unspun urine
a positive urine culture of between 210° and <10° CFU/ml with no more than two species of

microorganismes.

A

Asymptomatic Bacteremic Urinary Tract Infection (ABUTI)

Patient with or without an indwelling urinary catheter has no signs or symptoms (i.e., for any age
patient, no fever (>38°C), urgency, frequency, dysuria, suprapubic tenderness, or costovertebral
angle pain or tenderness, OR for a patient <1 year of age, no fever (>38°C core), hypothermia
(<36°C core), apnea, bradycardia, dysuria, lethargy, or vomiting)

and
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Criterion Urinary Tract Infection (UTI)

a positive urine culture of >10° CFU/ml with no more than 2 species of uropathogen

microorganisms*

and

a positive blood culture with at least 1 matching uropathogen microorganism to the urine

culture, or at least 2 matching blood cultures drawn on separate occasions if the
matching pathogen is a common commensal.

* For ABUTI, report only isolate(s) in both blood and urine specimens. \

* Uropathogen microorganisms are: Gram-negative bacilli, Staphylococcus spp., yeasts,

hemolytic Streptococcus spp., Enterococcus spp., G. vaginalis, Aerococcus urinae, an Q

Corynebacterium (urease positive). b

Comments | e Urinary catheter tips should not be cultured and are not acceptable for thegiagnosis of a
urinary tract infection.

e Urine cultures must be obtained using appropriate technique, such a tch collection
or catheterization. Specimens from indwelling catheters should & ed through the
disinfected sampling ports. K

e Ininfants, urine cultures should be obtained by bladder c e%ion or suprapubic
aspiration; positive urine cultures from bag specimeng ar le and should be
confirmed by specimens aseptically obtained by cat tx n or suprapubic aspiration.

e Urine specimens for culture should be processed \ possible, preferably within 1 to 2
hours. If urine specimens cannot be processed %@ minutes of collection, they should
be refrigerated, or inoculated into primary is% edium before transport, or
transported in an appropriate urine presepvative. Refrigerated specimens should be cultured
within 24 hours.

e  Urine specimen labels should ind ther or not the patient is symptomatic.

e Report secondary bloodstream infe&giot = “Yes” for all cases of Asymptomatic Bacteremic
Urinary Tract Infection (ABUTJ®

e Report only pathogens in %od and urine specimens for ABUTI.

e Report Corynebacteritygn (uredse positive) as either Corynebacterium species unspecified
(COS) or, as C. urealyti (CORUR]) if so speciated.

Criterion
1
2
urgicdboperation, or during a histopathologic examination.
3 * ient has at least 2 of the following signs or symptoms with no other recognized cause: fever
8°C), localized pain, or localized tenderness at the involved site
Q and
at least 1 of the following:
a. purulent drainage from affected site
b. microorganisms cultured from blood that are compatible with suspected site of
infection
c. radiographic evidence of infection (e.g., abnormal ultrasound, CT scan, magnetic
resonance imaging [MRI], or radiolabel scan [gallium, technetium]).
4 Patient < 1 year of age has at least 1 of the following signs or symptoms with no other recognized
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Criterion Urinary Tract Infection (UTI)

cause: fever (>38°C core), hypothermia (<36°C core), apnea, bradycardia, lethargy, or vomiting
and
at least 1 of the following:
a. purulent drainage from affected site
b. microorganisms cultured from blood that are compatible with suspected site of
infection
c. radiographic evidence of infection, (e.g., abnormal ultrasound, CT scan, magnetic
resonance imaging [MRI], or radiolabel scan [gallium, technetium]).

Comment e Report infections following circumcision in newborns as SST-CIRC.
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