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National Healthcare Safety Network (NHSN) Overview

The NHSN is a secure, Internet-based surveillance system that expands and integrates
patient and healthcare personnel safety surveillance systems managed by the Division of
Healthcare Quality Promotion at the Centers for Disease Control and Prevention. In \
addition, facilities that participate in certain reporting programs operated by the Centerso
for Medicare and Medicaid Services (CMS) can do so through use of NHSN. Some
states utilize NHSN as a means for healthcare facilities to submit data on healthcagg-
associated infections (HAIs) mandated through their specific state legislation. ﬁ

*
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NHSN enables healthcare facilities to collect and use data about healthc ’Sé)ciated
infections, adherence to clinical practices known to prevent healthcar??&ated

infections, the incidence or prevalence of multidrug-resistant orgagi ithin their
organizations, trends and coverage of healthcare personnel safet accination, and
adverse events related to the transfusion of blood and blood pr

The NHSN includes four components: Patient Safety, ;@care Personnel Safety,
Biovigilance, and Long-term Care Facility (Figure). @
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Figure: NHSN Components
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The Patient Safety Component includes 5 modules that focus on events associated with
devices, procedures, or antimicrobial agents used during healthcare:

™

o Device-associated Module:

o CLABSI - Central line-associated bloodstream infection $ ¢
o CLIP - Central line insertion practices adherence Q

o CAUTI - Catheter-associated urinary tract infection O

o VAE - Ventilator-associated events (>18 year old only)

o VAP - Ventilator-associated pneumonia (<18 year old only) Q

o DE - Dialysis Event .
e Procedure-associated Module: SSI - Surgical site infection 5\\'
o Antimicrobial Use and Resistance Module
o Multidrug-Resistant Organism and Clostridium difficile In&& DRO/CDI)
Module

e Vaccination Module A®

Instructions and standardized surveillance methods an jtions for each module of the
Patient Safety Component are provided in this manu t Dialysis Event, and on the
NHSN website (www.cdc.gov/nhsn). Modules m bsed singly or simultaneously and
each module has its own minimum time period fo%uired participation (see individual
protocols for details). Information on Dialy: ent surveillance is provided at
http://www.cdc.gov/nhsn/psc_da de.html'\

There are two modules in the Healtﬁ%%rsonnel Safety (HPS) Component of NHSN:
Blood/Body Fluid Exposure Modgles With or Without Exposure Management and the
Influenza Vaccination and Vé@ Management Modules. These modules may be used
separately or simultaneousllzg ructions and standardized surveillance methods and
definitions for each mgd are’ provided in the NHSN Manual: HPS Component Protocol
http://www.cdc.qovjnh&& C_HPS_Manual.html .

The Biovigilanc @nponent of NHSN was developed in collaboration with the
transfusion a ()éwsplant communities. Biovigilance includes the collection of adverse
event datat®\improve outcomes in the use of blood products, organs, tissues, and cellular
therapi (be Hemovigilance Module is the first part of the Biovigilance Component to
be d@ped in NHSN. This module is designed for staff in healthcare facility
transtdsion services to track adverse events, including recipient adverse reactions and
@ity control incidents, related to blood transfusion. Instructions and standardized
@vrveillance method and definitions for this module are provided in the NHSN Manual:
& https://www.cdc.gov/nhsn/TOC-BIOManual.html.

*
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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
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, Q

L 4

admission/discharge/transfer, radiology/imaging, and pathology databases, as well as
patient charts, including history and physical exam notes, nurses/physicians notes
temperature charts, etc. Others may be trained to screen data sources for these in%«'ons,
but the IP must make the final determination. Laboratory-based surveillan not
be used alone, unless all possible criteria for identifying an infection are s

determined by laboratory evidence (e.g., LabID event detection in the /CDI
Module). Retrospective chart reviews should be used only when a&) re discharged
before all information can be gathered. NHSN forms should be collect all
required data, using the NHSN definitions of each data field. imize the IP’s data
collection burden, others may be trained to collect the denommeor data and process of
care data (e.g., central line insertion and inpatient influgn ccination information).

Procedure-Associated Module @

Surgical site infection (SSI) monitoring is o% through a protocol in this module.
This protocol requires active, patient-base@Nprespective surveillance (see Surveillance
Techniques above). To minimize IPs’%Ioad of collecting denominator data,
operating room data may be downl% ee file specifications at:
http://www.cdc.gov/nhsn/PDFs/IgaporhgProcedureData_current.pdf).

Both post-discharge and an(&@varge surveillance methods should be used to detect
SSis following in- and‘o%:ti t operative procedures. These methods include 1) direct
examination of patient nds during follow-up visits to either surgery clinics or
physicians’ offices, 2Z\review of medical records or surgery clinic patient records, 3)
surgeon surveys Il or telephone, and 4) patient surveys by mail or telephone
(though patie y have a difficult time assessing their infections). Any combination
of these m @ Is acceptable for use; however, CDC criteria for SSI must be used.

Dev@sociated Module

&ical instrumentation increases the risk of development of an HAI and most patients

mitted for health care are exposed to some kind of medical device in the course of their
& treatment. 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 urinary tract infection (CAUTI), ventilator-
associated events (VAE), and/or ventilator-associated pneumonia (VAP) is possible using
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the NHSN. See Dialysis Event Protocol for detailed instructions for Dialysis Event (DE)
surveillance (http://www.cdc.gov/nhsn/psc_da_de.html). 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.

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 that have been v@&ted
for a minimum of 3 months.

*
Device-associated denominator data should be collected at the same time each day. @

Q
See the respective device-associated event protocols for detailed surv? I@ Instructions.
*
Antimicrobial Use and Resistance (AUR) Module \\

The use of antimicrobial agents has a direct effect on antimicT'okal resistance patterns of
pathogens. The observed increase in multidrug resistancg’iBin part due to inappropriate
prescription of, as well as incomplete completion of, of antibiotics.

The AUR Module allows facilities to collect info fon on the amount of antimicrobials

that are utilized for patient care within their §yséms, as well as to collect data on the

prevalence of drug-resistant organisms in hgr #patient and outpatient areas. Electronic
iS the available option for this module.

capture of microbiology and pharmz?:@x
See the Antimicrobial Use and R{ist e protocol for detailed surveillance instructions.

Multidrug-resistant Orgar‘\Qnd Clostridium difficile Infection (MDRO/CDI)

Module 6

*
The NHSN MDRQ/B8DI Module offers a means for facilities to meet criteria and metrics
that are outlined| eral organizational guidelines to control and measure the spread of
MDROs and ithin their healthcare system. The module has both required and
optional s nce activities that can be tailored to the needs of the facility. Infection

surveill d monitoring of proxy infection measures are choices available to facilities
choq&o participate in this program within NHSN.

. dition, process measures related to adherence to contact precautions when caring for
\6@ I

ents 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.

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

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

pregnant women. Hospitalization has been identified as a potential opportunity to $ ¢
provide influenza immunization not only to these at-risk individuals, but also to any Q

patient.

The NHSN Vaccination module was not updated for the 2012-2013 influenza s@n
However, the module will be available for use through 2013 as a means for«f jes to
track the success of capitalizing on influenza vaccination opportunities. T tions are
available related to patient susceptibility and adherence to vaccinatiore mendations.

*
See the Vaccination protocol for detailed surveillance instructior}b\\

\
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Identifying Healthcare-associated Infections (HAI) in NHSN

Identifying HAIs

For the purposes of NHSN surveillance in the acute care setting, a healthcare-associated .
infection (HAI) is a localized or systemic condition resulting from an adverse reaction to \
the presence of an infectious agent(s) or its toxin(s) that was not present on admission toQ

the acute care facility. An infection is considered an HAI if all elements of a
CDC/NHSN site-specific infection criterion were first present together on or after,
hospital day (day of hospital admission is day 1). For an HAI, an element of t
criterion may be present during the first 2 hospital days as long as it is als
after day 3. All elements used to meet the infection criterion must occur w4
timeframe that does not exceed a gap of 1 calendar day between elem
examples of how to apply the HAI definition are shown in Table ]’\\

Table 1. Examples of Application of HAI Definition

ree

Day 1 Day 2 Day 3 Day 4 ,ﬁay 5 Infection is ...
Admitto | ICU ICU ’\" HAI attributable to
ICU All elements of @ ICU
infection Rationale:
criterion were ‘b On day 3, all
first present \ elements first present
together together.
Admitto | ICU ICU €1 . Ticu HAI attributable to
ICU An An elerdent Of | Final element ICU
element of in of infection Rationale:
w;ftecrt_lo: . crité ?n crlterltin All elements were
crite 'c; LPsen present present on day 3 or
presen \ Ne.g., fever) (e.g., positive later even though one
(e.0. (b culture) of the elements was
fever also present on day 2.
Admit to p {QB ICU ICU ICU HAI attributable to
ICU 0‘ An element of | No elements Final element | ICU
@ infection of infection of infection Rationale:
6 crlterltin crlterltin crlterltin All elements present
\\ presen presen presen N on or after day 3 with
(e.g., fever) (e.g. positive | no more than a 1 day
culture) gap between
elements.
January 2013 2-1




Identifying HAIs

HAIs may be caused by infectious agents from endogenous or exogenous sources:
e 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 patient, such as patient care $ *
personnel, visitors, patient care equipment, medical devices, or the healthcare Q

environment. O

Other important considerations include the following: Q
e Clinical evidence may be derived from direct observation of the infe ite
(e.g., awound) or review of information in the patient chart or ot ical

records.

e For certain types of infection, a physician or surgeon diag s@infection
derived from direct observation during an invasive proce ndoscopic
examination, or other diagnostic studies or from clinica ment may be an
acceptable criterion for an HAI, unless there is com e’ﬂ#g evidence to the
contrary. For example, one of the criteria for S %@urgeon or attending
physician diagnosis.”” Unless stated explicitl Ician diagnosis alone is not an
acceptable criterion for any specific type g

e Infections occurring in infants that regylt f passage through the birth canal are
considered HAIs if they meet the %n of HAI above.

The following infections are not co % healthcare associated:

e Infections associated with c%caﬁons or extensions of infections already
present on admission, unlgss athange in pathogen or symptoms strongly suggests
the acquisition of a ction.

e Infections in infants ave been acquired transplacentally (e.g., herpes
simplex, toxopd is, rubella, cytomegalovirus, or syphilis) and become
evident on t d%‘ f birth or the next day.

e Reactivati latent infection (e.g., herpes zoster [shingles], herpes simplex,
syphili erculosis).

The follg 'Qonditions are not infections:
. ization, which means the presence of microorganisms on skin, on mucous
embranes, in open wounds, or in excretions or secretions but are not causing
. % adverse clinical signs or symptoms.
\ e Inflammation that results from tissue response to injury or stimulation by
\Q noninfectious agents, such as chemicals.

The complete set of CDC/NHSN HAI site-specific infection criteria, and the comments
and reporting instructions integral to the correct application of the criteria, can be found
in the HAI Definitions chapter.
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Monthly Reporting Plan and Annual Surveys

Patient Safety Monthly Reporting Plan and Annual Surveys

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 foQ
analysis. Each participating institution must enter a monthly Plan to indicate the 9
module(s) used, if any, and the events, locations and/or procedures they monitoregs, TheTe
h
-
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must be a Plan completed for every month that data are entered into NHSN alt
facility may choose “No NHSN Patient Safety Modules Followed this Moq%

surveys must be completed. Thereafter, at the beginning of each he survey(s) must
be updated to reflect data from the calendar year just complete example, upon
NHSN enrollment in May 2013, the hospital completes a Hospttal Survey reflecting data
for 2012. Then at the beginning of 2014, the hospital ¢ s a Hospital Survey
containing data for 2013. @

option. @
Upon enrollment into NHSN and/or activation of an NHSN com%h@ne or more

In the Patient Safety Component there are sePgatheys for the following types of

facilities:

e Hospital (includes general, acutg Nospitals; surgical; oncology; orthopedic;
pediatric; women’s; women’ % ildren’s; military; psychiatric; and Veterans
Affairs): Patient Safety Co ent — Annual Hospital Survey (57.103)

e Long-term Acute Care (LLAC) Hospital: Patient Safety Component — Annual

Facility Survey for 7.150)
e Inpatient Rehabilitati acility: Patient Safety Component — Annual Facility
1)

Survey for IRR@

Instructions for C(% ing the Patient Safety Monthly Reporting Plan form and the
Annual Survey, can be found in this chapter and include brief instructions for
collection a y of each data element on each of the forms.

(((b

&
~N
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Central Line-Associated Bloodstream Infection (CLABSI) Event

(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

mortality. O

CLABSI can be prevented through proper insertion techniques and manageme the
central line. These techniques are addressed in the CDC’s Healthcare Infe ntrol
Practices Advisory Committee (CDC/HIPAC) Guidelines for the Preveng
Intravascular Catheter-Related Infections, 2011

Introduction: An estimated 41,000 central line-associated bloodstream infections * .

QO
Settings: Surveillance will occur in any inpatient location wher X\ninator data can be
collected, which may include critical/intensive care units (ICU e(zéialty care areas
(SCA), neonatal units including neonatal intensive care units&CUs), step down units,
wards, and long term care units. A complete listing of '\@m locations and instructions
for mapping can be found in the CDC Locations and% 1ptions chapter.

NOTE: Surveillance for CLABSISs after the patients’ discharged from the facility is not
required. However, if discovered, any CLABSTSYccurring on the day of discharge or the
next day, should be reported to NHSN (se€ Wansfer Rule). No additional central line
days are reported.

Requirements: Surveillance for A(IkABSI is performed in at least one inpatient
location in the healthcare ingtigffioh for at least one calendar month as indicated in the
Patient Safety Monthly Rep Plan (CDC 57.106).

%

Definitions: \

Healthcare-assoq’@ infections (HAI): An infection is considered an HAI if all elements
of a CDC/N te-specific infection criterion were first present together on or after the
3rd hospi (day of hospital admission is Day 1). For an HAI, an element of the
infectiS rion may be present during the first 2 hospital days as long as it is also

pres or after Day 3. All elements used to meet the infection criterion must occur

@i timeframe that does not exceed a gap of 1 calendar day between elements.
L

@imarv bloodstream infections (BSI) are laboratory-confirmed bloodstream infections
(LCBI) that are not secondary to an infection at another body site (see Appendix 1.
Secondary Bloodstream Infection (BSI) Guide and HAI Definitions chapter).

Date of event: For a BSI the date of event is the date when the last element used to meet
the laboratory-confirmed bloodstream infection (LCBI) criterion occurred. Synonyms:
infection date, date of infection.
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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 BSI and counting central-line days in the NHSN system:

e Aorta $ ¢
Pulmonary artery Q

Superior vena cava O
Inferior vena cava

Brachiocephalic veins Q
Internal jugular veins 5\§O
Subclavian veins

External iliac veins 6®'

Common iliac veins

*
Femoral veins AQ\

In neonates, the umbilical artery/vein.

NOTES: @

1. Neither the insertion site nor the type of deyi y be used to determine if a line
qualifies as a central line. The device mu inate in one of the great vessels
or in or near the heart and be used fo% of the purposes outlined above, to

qualify as a central line. NS
A%

2. An introducer is considered ang cular catheter, and depending on the

location of its tip and use, central line.

3. Pacemaker wires and otherﬁ%’nemed devices inserted into central blood
vessels or the heart are considered central lines, because fluids are not infused,
pushed, nor withdra&i ugh such devices.

4. The following devjces‘are not considered central lines:

e Extracorpok %embrame oxygenation (ECMO)
e Femoral gtertal catheters
o Intrg alloon pump (IABP) devices.

Infusion: TQroduction of a solution through a blood vessel via a catheter lumen. This
may incl ntinuous infusions such as nutritional fluids or medications, or it may
inclug€ 1¢§&rmittent infusions such as flushes, IV antimicrobial administration, or blood
transfyston or hemodialysis.

&

\lmbilical catheter: A central vascular device inserted through the umbilical artery or vein

»
&C 1n a neonate.

Temporary central line: A non-tunneled or implanted catheter.
Permanent central line: Includes
e Tunneled catheters, including certain dialysis catheters
e Implanted catheters (including ports)
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Central line-associated BSI (CLABSI): A laboratory-confirmed bloodstream infection
(LCBI) where central line (CL) or umbilical catheter (UC) was in place for >2 calendar
days when all elements of the LCBI infection criterion were first present together, with
day of device placement being Day 1,

™

and * ¢
a CL or UC was in place on the date of event or the day before. If the patient is admittecb\

or transferred into a facility with a central line in place (e.g., tunneled or implanted O

central line), day of first access is considered Day]. Q

EXAMPLES: *
e Patient in MICU has central line inserted/accessed on June 1. On , the
central line is still in place and the patient has positive blood cit ith S.

aureus. This is a CLABSI because the central line was in l%& >2 calendar
days when all elements of LCBI Criterion 1 were first pr: I\ gether.

e Patient has a central line inserted on June 1. On June %; entral line is
discontinued and on June 4 the patient has a positive d culture with S. aureus.
This is a CLABSI because the central line was @e for >2 calendar days (June
1, 2, and 3) and was in place the day before a ents of LCBI Criterion 1 were
first present together. Q%

e On June 3, central line is discontinued an une 4 patient spikes a fever of
38.3°C. Two blood culture sets co eit??n June 5 are positive for S. epidermidis.
This is may be a healthcare-assg ik@ oodstream infection but it is not a
CLABSI because the central Jj s not place the day of or the day before all
elements of LCBI Criterion  Wer® first present together (June 5).

Location of attribution: Thed &1‘[ location where the patient was assigned on the date
of the BSI event, which is fi defined as the date when the last element used to meet
the BSI criterion occu;re%ee exception below).

NOTE:

When hemodial (&rough a central line is provided by contracted staff members who
are not empl %&f the facility, CLABSISs that are identified in these patients are
attributed Q&inpatient location where the patient was assigned. Facilities are
respongi r the care provided within their confines and infection prevention issues
relatg@o tontracted staff or their agencies should be addressed by the facility.

¢ EPTION TO LOCATION OF ATTRIBUTION:
ansfer Rule: If all elements of a CLABSI are present within 2 calendar days of transfer
& from one inpatient location to another in the same facility or a new facility (i.e., on the
day of transfer or the next day), the infection is attributed to the transferring location or
facility. Receiving facilities should share information about such HAIs with the
transferring facility to enable reporting. This is called the Transfer Rule and examples are
shown below:
e Patient with a central line in place in the SICU is transferred to the surgical ward.
On the next day, all elements of LCBI are first present together. This is reported
to NHSN as a CLABSI for the SICU.
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e Patient without a central line is transferred from the medical ward to MICU. Later
that day a central line is inserted. The next day, all elements of LCBI are first
present together. This would be considered a BSI and attributed to the medical
ward; however, it is not a CLABSI because the central line was not in place >2
days before all elements of LCBI were first present together.

™

e Patient with a central line in place is transferred from the medical ward to the Q\

coronary care ICU (CCU). After 4 days in the CCU and with the central line
in place, all elements of LCBI are first present together. This is reported t
NHSN as a CLABSI for the CCU. b

e Patient on the urology ward of Hospital A had the central line remi@ is
discharged home a few hours later. The IP from Hospital B calls t day to
report that this patient has been admitted to Hospital B and m@’elemen‘[s of
LCBI criteria. This CLABSI should be reported to NHSI\&\ by, Hospital A
and attributed to the urology ward. @

EXCEPTION TO TRANSFER RULE: A

Locations which do not house patients overnight (e. g.,@ency Department or
Operating Room) will have no denominator data, i.e. wht days or central line days.
Therefore, CLABSIs cannot be attributed to these %ns. Instead, the CLABSI must
be attributed to the next inpatient location in a%lc ¢ patient stays.

EXAMPLE:

e Patient, who had no clinical gi symptoms of sepsis upon arrival to the
Emergency Department, hasta gentral line inserted there and then is admitted to
the MICU on the same day. Al¥elements of LCBI are first present together on
MICU Day 3. This i r@d as a CLABSI for the MICU because all elements of
LCBI are first prese ther >2 calendar days after hospital admission and the
central line wag i@ace for >2 calendar days.
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Device-associated Module
CLABSI

Table 1. Laboratory-Confirmed Bloodstream Infection Criteria

N

N

Criterion Laboratory-Confirmed Bloodstream Infection (LCBI)
Comments and reporting instructions that follow the site-specific
criteria provide further explanation and are integral to the correct §
application of the criteria. Q
Must meet one of the following criteria: O
LCBI 1 Patient has a recognized pathogen cultured from one or W
cultures
and Q\.'
organism cultured from blood is not related @fection at
another site.
S
LCBI 2 Patient has at least one of the followin 1% or symptoms: fever

(>38°C), chills, or hypotension @

and

positive laboratory results a&'elated to an infection at another
site ('b

and \

common comgagngal)(i.e., diphtheroids [Corynebacterium spp. not
C. diphtheriaé), Bacillus spp. [not B. anthracis], Propionibacterium
spp., coagudase-niegative staphylococci [including S. epidermidis],
virida streptococci, Aerococcus spp., and Micrococcus

spp.) is sgltured from two or more blood cultures drawn on separate
@ #pns. Criterion elements must occur within a timeframe that
\d&

not exceed a gap of 1 calendar day.

See complete list of common commensals at
http://www.cdc.gov/nhsn/XLS/master-organism-Com-Commensals-Lists.xls)

(\
LCBI 3 (b,
N\

N

Patient < | 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

positive laboratory results are not related to an infection at another
site

and

common skin 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., Micrococcus spp.) is cultured from two or more blood cultures

January 2013

4-5


http://www.cdc.gov/nhsn/XLS/master-organism-Com-Commensals-Lists.xlsx

0D

"

Device-associated Module
CLABSI

drawn on separate occasions. Criterion elements must occur within
a timeframe that does not exceed a gap of 1 calendar day.

(See complete list of common commensals at
http://www.cdc.gov/nhsn/XLS/master-organism-Com-Commensals-Lists.xIsx) \

Criterion

Mucosal Barrier Injury Laboratory-Confirmed Bloodstream
Infection (MBI-LCBI)

In 2013 when reporting an LCBI, it is optional to zndlcate f
the underlying conditions of the MBI-LCBI criterion W
any. However, all CLABSI, whether LCBI or MB[—@WJH be

reported if CLABSI is part of your Monthly Rep

Must meet one of the following criteria:

L 2

MBI-LCBI 1

N\
(((b

N

N

Q(b' in a 24-hour period for patients <18 years of age)

Patient of any age meets criterion 1 formﬂ with at least one
blood culture growing any of the ing intestinal organisms
with no other organisms isolategs eroides spp., Candida spp.,
Clostridium spp., Enterococ ., Fusobacterium spp.,

Peptostreptococcus spp,, Préugtella spp., Veillonella spp., or
Enterobacteriaceae™ %b

it e YD)
patient meets @t Jedst’one of the following:
1. Is anpalloglneic hematopoietic stem cell transplant recipient
the past year with one of the following documented
g same hospitalization as positive blood culture:

. a. Grade III or IV gastrointestinal graft versus host
\9 disease (GI GVHD)
\ b. >1 liter diarrhea in a 24-hour period (or >20 mL/kg

with onset on or within 7 calendar days before the
date the positive blood culture was collected.

2. Is neutropenic, defined as at least 2 separate days with
values of absolute neutrophil count (ANC) or total white
blood cell count (WBC) <500 cells/mm’ on or within 3
calendar days before the date the positive blood culture was
collected (Day 1). (See Table 4 for example.)

*See Table 3 for partial list of eligible Enterobacteriaceae genera.

MBI-LCBI 2

Patient of any age meets criterion 2 for LCBI when the blood
cultures are growing only viridans group streptococci with no other
organisms isolated

and

patient meets at least one of the following:

January 2013
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1. Is an allogeneic hematopoietic stem cell transplant recipient
within the past year with one of the following documented
during same hospitalization as positive blood culture:

a. Grade III or IV gastrointestinal graft versus host

b. >1 liter diarrhea in a 24-hour period (or >20 mL/k
in a 24-hour period for patients <18 years of age
with onset on or within 7 calendar days beforg th
date the first positive blood culture was co @

h

2. Is neutropenic, defined as at least 2 separate %
values of absolute neutrophil count (ANC) white

blood cell count (WBC) <500 cells/mpq3
calendar days before the date the posy
collected (Day 1). (See Table 4 fO{

within 3
ood culture was

disease (GI GVHD) N\

MBI-LCBI 3

N\
&

Patient <1 year of age meets criterion 3*fe} LCBI when the blood

cultures are growing only viridans w streptococci with no other
organisms isolated 1’\

and &
patient meets at least o(fﬁt e following:

1. Is an allogengh atopoietic stem cell transplant recipient
within th '&ar with one of the following documented
durin ospitalization as positive blood culture:

de III or IV gastrointestinal graft versus host
disease (GI GVHD)

s\ . 220 mL/kg in a 24-hour period with onset on or

9 within 7 calendar days before the date the first
N

*

AN

positive blood culture is collected.

2. Is neutropenic, defined as at least 2 separate days with

QZ values of absolute neutrophil count (ANC) or total white

blood cell count (WBC) <500 cells/mm?® on or within 3
calendar days before the date the positive blood culture was
collected (Day 1). (See Table 4 for example.)

mments
3

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

2. In LCBI criterion 1, the term “recognized pathogen” does not
include organisms considered common commensals (see criteria
2 and 3 for the list of common commensals). A few of the
recognized pathogens are S. aureus, Enterococcus spp., E. colli,
Pseudomonas spp., Klebsiella spp., Candida spp., etc.

3. In LCBI criteria 2 and 3, the phrase “two or more blood cultures
drawn on separate occasions” means 1) that blood from at least
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L 2

N\
(((b

N

N

N

two blood draws were collected within two calendar days of
each other (e.g., blood draws on Monday and Tuesday would be
acceptable for blood cultures drawn on separate occasions, but
blood draws on Monday and Wednesday would be too far apart
in time to meet this criterion), and 2) that at least one bottle
from each blood draw is reported by the laboratory as having
grown the same common commensal (i.e., is a positive blooo
culture). (See Comment 4 for determining sameness of
organisms.)

a. For example, an adult patient has blood dr a.m.
and again at 8:15 a.m. of the same day. B, rom each
blood draw is inoculated into two bottlg incubated
(four bottles total). If one bottle fj blood draw
set is positive for coagulase-negati aphylococci, this
part of the criterion is met.

b. For example, a neonate has b drawn for culture on
Tuesday and again on y and both grow the same
common commensal. se the time between these
blood cultures exc e 2-day period for blood draws
stipulated in LCB& MBI-LCBI criteria 2 and 3, this
part of the cfitémpn is not met.

c. “Separate fons” also means blood draws collected
from s te sites or separate accesses of the same site,
suc draws from a single lumen catheter or draws
frem separate lumens of a catheter. In the latter case, the

éws may be just minutes apart (i.e., just the time it

s\ es to disinfect and draw the specimen from each

line has blood drawn from each lumen within 15 minutes
of each other. Each of these is considered a separate
blood draw.

d. A blood 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.

If the pathogen or common commensal is identified to the
species level from one blood culture, and a companion blood
culture is identified with only a descriptive name (e.g., to the
genus level), then it is assumed that the organisms are the same.
The organism identified to the species level should be reported
as the infecting organism along with its antibiogram if available
(see Table 2 below).

Only genus and species identification should be utilized to
determine the sameness of organisms (i.e., matching
organisms). No additional comparative methods should be used

9 lumen). For example, a patient with a triple lumen central

N\
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9 e In adults: >1 L diarrhea/day or ileus with abdominal

(e.g., morphology or antibiograms) because laboratory testing
capabilities and protocols may vary between 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 N\
antibiogram data are available, report the results from the mos(
resistant panel.

LCBI criteria 1 and 2 and MCI-LCBI criteria 1 and 2 may b
used for patients of any age, including these patients <INyear of
age. ¢

Specimen Collection Considerations: Ideally, bl ’Qpecimens
for culture should be obtained from two to f J?’od draws
from separate venipuncture sites (e.g., ri eft antecubital
veins), not through a vascular catheter. blood draws
should be performed simultaneously r a short period of
time (i.e., within a few hours).>* 1 r facility does not
currently obtain specimens ugi s technique, you must still
report BSIs using the criteri omments above, but you
should work with approphi ersonnel to facilitate better
specimen collection pra for blood cultures.

“No other organisrl%lated” means there is not isolation in a
blood culture of &hQtheér recognized pathogen (e.g., S. aureus)
or common ensal (e.g., coagulase-negative staphylococci)
other than(ligted=n MBI-LCBI criterion 1, 2 or 3 that would
otherwige me&€t LCBI criteria. If this occurs, the infection

sh ug be classified as MBI-LCBI.
Grgﬁ /TV GI GVHD is defined as follows:

pain
e In pediatric patients: >20 cc/kg/day of diarrhea

§.

\

REPORTINE;; E(bl .
INSTRUC
o

. Catheter tip cultures are not used to determine whether a patient
o 3-
N\

. Purulent phlebitis confirmed with a positive semiquantitative

. Occasionally a patient with both peripheral and central IV lines

Report organisms cultured from blood as BSI-LCBI when no
other site of infection is evident (see Appendix 1. Secondary
Bloodstream Infection (BSI) Guide.

has a primary BSL

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 BSIL

culture of a catheter tip, but with either negative or no blood
culture is considered a CVS-VASC, not a BSI nor an SST-SKIN
or ST infection.

develops a primary bloodstream infection (LCBI) that can
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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.

. If your state or facility requires that you report healthcare-
associated BSIs that are not central line-associated, enter
“Central Line = No” in the NHSN application when repogtin
these BSIs. You should, however, include all of the lé\s
central line days in the summary denominator co

N\

C

&b

Table 2. Examples of How to Report Speciated and Unspeciat@gamsms Isolated

from Blood Cultures

Culture Report Companion Cul Report as...
Report \
Coagulase-positive staphylococci S. aureus Sb' S. aureus

S. epidermidis

S. epidermidis

Coaﬁbe-negative
stw occi

Enterococcus spp.

V __ N N

ecium E. faecium

Bacillus spp. (not anthracis)

. cereus B. cereus

S. salivarius

Strep viridans S. salivarius

Table 3. Partial

..
List o
(See complete list of M&h

terion 1 MBI-LCBI Eligible Enterobacteriaceae Genera

ogens at http://www.cdc.gov/nhsn/XLS/master-organism-Com-Commensals-Lists.xIsx)

Citrobacter ,\\)

I%Ote)s

< .
@zdencza
almonella

Serratia

Shigella

Yersina
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Table 4. Examples Illustrating the MBI-LCBI Criteria for Neutropenia

CLABSI

Day | Day | Day | Day | Day Day Day Day Day
-7 -6 -5 -4 -3 -2 -1 Il 2
Pt. A | WBC | 100 800 | 400 | 300 [ND ND 320 400 230 N
+ BC* w/ Q
Candida spp. O
x1 Q
Pt. B | ANC | ND 410 130 | ND ND 120 110 ND O 110
+B \
) V@tmp
d fever
ND = not done . S

*Day the blood specimen that was positive was collected

Patient A meets MBI-LCBI criterion 1, sub-criterion
intestinal organism (Candida spp.) and neutropeni

cells/mm’ occurring on the date the positive

400] or during the 3 days before that date

320)).

Patient B meets MBI-LCBI criterio%uq

with viridans group streptococci {n this case, 2 positive), and fever >38°C and
neutropenia (2 separate day
blood culture was collected
two days before or Days\
@fch CLABSI that is identified during the month selected for
nstructions for Completion of Primary Bloodstream Infection (BSI)

brief instructions for collection and entry of each data element on the form.
BSI form includes patient demographic information and whether a central

Numerator Data.
to collect and re

surveillance

C

itive blood culture with

parate days of WBC <500

ture was collected [Day 1, value =
case, the day before or Day -1; value =

-criterion 2: At least 2 positive blood cultures

<500 cells/mm’ occurring on the date the positive
1] or during the 3 days before that date [in this case, the

@nd -2; values = 110 and 120]).

Primary Bloodstream Infection (BSI) form (CDC 57.108) is used

The Pr
line @esen‘[, and, if so, the type of central line the patient had if appropriate to the

de the specific criteria met for identifying the primary BSI, whether the patient died,

susceptibilities

REPORTING INSTRUCTION:
e Ifno CLABSIs 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.

January 2013
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Denominator Data: Device days and patient days are used for denominators (see Key

Terms chapter). Device-day denominator data that are collected differ according to the

location of the patients being monitored; however, they should be collected at the same

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 (+/- 5%) from * ¢

™

manually-collected counts, validated for a minimum of 3 months.

For locations other than specialty care areas/oncology (SCA/ONC) and NICUs, th
number of patients with one or more central lines of any type is collected daily, #t
same time each day, during the month and recorded on the Denominators for, Sive
Care Unit (ICU)/Other Locations (Not NICU or SCA/ONC) form (CDC 5% . Only
the totals for the month are entered into NHSN. When denominator d
from electronic sources (e.g., central line days from electronic chart
may be used as long as the counts are not substantially different
collected counts, validated for a minimum of 3 months. A

o) from manually-

is dichotomized into those with permanent central lin hose with temporary central
lines on the Denominators for Specialty Care AredNSE)/Oncology (ONC) form (CDC
57.117). Each is collected daily, at the same tim. h day. Only the totals for the month
are entered into NHSN. This distinction in lﬁﬁs made because permanent lines are
commonly used in patients frequenting th@dg ateas and may be associated with lower
rates of BSI than central lines inserted%'el porary use. If a patient has both a
temporary and a permanent central ‘m nt the day only as a temporary line day. The
Instructions for Completion of Dgnonfiators for Intensive Care Unit (ICU)/Other
Locations (Not NICU and SC C) and Instructions for Completion of Denominators
for Specialty Care Areas ( S&A ncology (ONC) contain brief instructions for collection
and entry of each data‘elgn‘t\on the forms.

For specialty care areas/oncology, the number of patWh one or more central lines

In NICUs, the num %atients with one or more central lines is stratified by

birthweight in fi gories since risk of BSI varies by birthweight. These data are
collected on t nominators for Neonatal Intensive Care Unit (NICU) form (CDC
57.116).

NOT ¢ weight of the infant at the time of BSI is not used and should not be
reportgd: For example, if a neonate weighs 1006 grams at birth but remains in the NICU

. wo months and has a body weight of 1650 grams when a CLABSI develops, record
&)&e birthweight of 1006 grams on the BSI form. The Instructions for Completion of

enominators for Neonatal Intensive Care Unit (NICU) form contains brief instructions
for collection and entry of each data element on the forms.

Data Analyses: The Standardized Infection Ratio (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 CLABSI
rates from a standard population during a baseline time period, which represents a
standard population’s CLABSI experience.’
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NOTE: The SIR will be calculated only if the number of expected HAIs (numExp) is >1.
Observed (O) HAIs

SIR = .
Expected (E) HAls $

While the CLABSI SIR can be calculated for single locations, the measure also al
you to summarize your data across multiple locations, adjusting for differencesin
incidence of infection among the location types. For example, you will be a %otam
one CLABSI SIR adjusting for all locations reported. Similarly, you @
CLABSI SIR for all specialty care areas in your facility.

ain one

The CLABSI rate per 1000 central line days is calculated by diV1d%b umber of
CLABSI by the number of central line days and multiplying the y 1000. The
Central Line Utilization Ratio is calculated by dividing the n ,ﬁj f central line days by
the number of patient days. These calculations will be perfo separately for different
types of ICUs, specialty care areas, and other locationsyi institution. Separate rates
and ratios will also be calculated for different types ters in specialty care
areas/oncology and for birthweight categories in

'CDC Vital Signs. Making healthcare safer: reduci@sﬁeam infections. March 2011. Available at:
http://www.cdc.gov/VitalSigns/HAl/index.ht

2 0O’Grady NP, Alexander M, Burns LA,, %er EP, Garland J, Heard SO, Maki DG, et al. Guidelines
for the prevention of intravascular cathefer-related infections, 2011. Clinical Infectious Diseases 2011; 52

(a):1087-99 O

3 Clinical and Laboratory Sta rdxtstitute (CLSI). Principles and Procedures for Blood Cultures,
Approved Guideline. CLSY ent M47-A (ISBN 1-56238-641-7). Clinical and Laboratory Standards
Institute, 940 West Valfay Ro&d, Suite 1400, Wayne, Pennsylvania, USA, 2007.

i % Dunne Jr WM, Yagupsky P, Welch DF, and Wilson DM. Cumitech IC: Blood
s: Washington, DC; 2005.

4 Baron EJ , Weinst
Cultures IV. A

3 Lee, A,

blood
19.

¢ @Jr guide to the Standardized Infection Ratio (SIR). October 2010.
p://www.cdc.gov/nhsn/PDFs/Newsletters/NHSN NL_OCT 2010SE _final.pdf

YS., Reller, LB., Weinstein, MP. Detection of bloodstream infections in adults: how many
are needed? Journal of Clinical Microbiology, 2007; Nov;45(11): 3546-8. Epub 2007 Sep

& "Edwards et al. (2009). National Healthcare Safety Network (NHSN) report: Data summary for 2006
through 2008, issued December 2009. Available at:
http://www.cdc.gov/nhsn/PDFs/dataStat/2009NHSNReport. PDF
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Appendix 1. Secondary Bloodstream Infection (BSI) Guide (not
applicable to Ventilator-associated Events)

™

What is the meaning of the statement “not related to infection at another site” in IS
relation to a positive blood culture? \

The purpose of using the CDC/NHSN infection criteria is to identify and consistentlyo
categorize infections that are healthcare-associated into major and specific infectigmsites
or types. Several of the criteria include the caveat that signs, symptoms, and/o&ratory
findings cannot be related to infection at another site. When assessing posi od

%

cultures in particular, one must be sure that there is no other CDC-defin ary site of
HAI that may have seeded the bloodstream secondarily; otherwise Ih stream

infection may be misclassified as a primary BSI or erroneously as&&‘
a central line, i.e., called a CLABSI. @

Below are listed several scenarios that may occur with guidanceon how to distinguish
between the primary or secondary nature of a BSI, alo the definition of “matching
organisms”, and important notes and reporting ins;

1. Blood and site-specific specimen cultuyes m for at least one organism: In a
patient suspected of having an mfec‘u odd and a site-specific specimen are
collected for culture and both are pgsifiv&for at least one matching organism. If the
site-specific culture is an eleme o meet the infection site criterion, then the
BSI is considered secondary to ite-specific infection.

a. Example: Patient me criteria for a symptomatic urinary tract infection
(suprapubic ten nd >10° CFU/ml of E. coli) and blood culture from
the same date gro colz This is an HAI SUTI with a secondary BSI and
the reported ism is E. coli.

b. Exampl\ nt meets HAI criteria for a symptomatic urinary tract infection
(supra% tenderness and >10° CFU/ml of E. coli) and blood culture from
the % ate grows E. coli and P. aeruginosa. This is an HAI SUTI with a
S ry BSI and the reported organisms are E. coli and P. aeruginosa, since

@ruginosa is a logical pathogen for this site of infection.
xample: Patient meets HAI criteria for a symptomatic urinary tract infection
(suprapubic tenderness and >10° CFU/ml of E. coli) and blood culture from
the same date grows E. coli and S. epidermidis. This is an HAI SUTI with a
secondary BSI and the reported organism is only E. coli, since the single
&Q common commensal S. epidermidis positive blood culture by itself does not

meet BSI criteria.

2. Blood and site-specific specimen cultures do not match: There are two scenarios
that can occur when a patient suspected of having an infection has blood and a site-
specific specimen cultured but the organisms do not match.

a. If the site-specific culture is an element used to meet the infection site
criterion and the blood isolate is also an element used to meet another
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criterion at the same infection site, then the BSI is considered secondary to
that site-specific infection.

1.

Example: Postoperative patient becomes febrile and complains of
nausea and abdominal pain. Blood and an aseptically-obtained T-tube
drainage specimen are collected for culture. A CT scan done that day

shows fluid collection suggestive of infection. Culture results show Q

Escherichia coli from the drainage specimen but the blood grows

Bacteroides fragilis. Because the patient meets [AB criteria by posite

site-specific culture (IAB criterion 3a) and by positive blood @(e as

an element of a different criterion of the same infection st 3¢),

the blood is considered a secondary BSI to an IAB and rganisms

would be listed as the IAB infection pathogens. N06 y BSI would
*

be reported.
AN

b. If the site-specific culture is an element used to me infection site
criterion and the blood isolate is not, then the BS onsidered a primary
infection.

1.

)

<

Example: Postoperative patient ha;
noted during reoperation and p material is obtained at that time
which grows Escherichia coli. patient spikes a fever two days
later and blood culture shr\bBacteroides fragilis. Because the
organisms from the sitefagd*¥lood cultures do not match, and no site-
specific criterion th%:ludes positive blood culture as an element is
met, both a site-% infection (IAB criteria 1 and 2) and a primary
BSI would be geporéd

aabdominal abscess (IAB)

p .
Example: U&cious ICU patient with a Foley catheter and central
line for p% ays spikes a fever; blood, urine and sputum specimens
are fo%te for culture. The urine culture grows >100,000 CFU/ml of
Esc ia coli, blood culture grows Enterococcus faecium, and
um shows oral flora only. Because the organisms from the urine
lood cultures do not match, and a UTI criterion that includes
ositive blood culture as an element is not met, both a SUTI

(criterion 1a) and a primary BSI would be reported. This infection does
not meet the ABUTI criterion since that requires at least one matching
uropathogen organism in urine and blood in an asymptomatic patient.

M g\l o site-specific specimen culture, only a positive blood culture: In a patient

logical pathogen for the suspected body site of infection, and a site-specific infection

&Q\ suspected of having an infection, if the only specimen cultured is blood and it grows a

criterion is met, an element of which may or may not include a positive blood culture,
the BSI is considered secondary to that site-specific infection.

a. Example: Postoperative patient has an abscess in the small bowel noted during
reoperation. The only specimen cultured is blood which grows B. fragilis.
Because gastrointestinal tract infection (GIT) criterion 1 is met with the
surgically-identified abscess alone and because B. fragilis is a logical

January 2013

4-15

L 4



Device-associated Module
CLABSI

0D

"

™

pathogen for this site of infection, the BSI is considered secondary to a GIT
and B. fragilis is listed as the GIT infection pathogen.
b. Example: Patient has a positive blood culture with E. coli proximal in time
with fever, abdominal pain, and CT scan evidence of intraabdominal abscess
(IAB). This patient meets IAB criterion 3¢, which includes a positive blood *
culture as one of its elements. The BSI is considered secondary to the IAB a
E. coli is listed as the IAB infection pathogen.

4. Negative site-specific specimen culture with positive blood culture: In a

suspected of having an infection, if a specimen from the suspected site o 10n is
cultured and yields no growth, but a blood specimen collected as part infection
work-up is positive, that BSI is only considered a secondary BSI r of the site-
specific criteria that includes positive blood culture as an ele et Otherwise,
the BSI is considered a primary BSI, even if another criterio at site is met and
the blood isolate is a logical pathogen for the infection.

a. Example: Patient has purulent material from the I pace cultured and it

yields no growth. The patient also has feve
culture with Pseudomonas aeruginosa, an:
infection. This patient does not meet I erion 1 (positive culture from
purulent material) but does meet IAB ion 3¢, an element of which is a
positive blood culture (signs/sym! %s plus positive blood culture plus

radiographic evidence). This nsidered secondary to the IAB and P.

aeruginosa is listed as the I ctlon pathogen.
lacement patient with a central line spikes a

b. Example: Postoperative %
fever; blood and knee j id are cultured. Only the blood cultures from at
least two separat % draws are positive for S. epidermidis. No other JNT

inal pain, a positive blood
graphic evidence of [AB

infection criteria et. This BSI should be reported as a CLABSI.

c. Example: Pa hds a central line in place for 10 days. Patient complains of
knee joint te% ess and limited range of motion. CT scan findings suggest
joint ( ction but culture of a needle-aspirated joint fluid is negative.
How blood culture from the same time period grows S. aureus. This
pati oes not meet JNT criterion 1 (positive joint fluid culture) but does

JNT criterion 3d (signs/symptoms plus imaging test evidence of
ection). Even though S. aureus is a logical pathogen for this infection site,
@ 1t is also a likely pathogen for a CLABSI. This BSI should be reported as a
CLABSI, not a secondary BSI. So in this example, both a JNT infection and a
. % CLABSI are reported.

\S

& A matching organism is defined as one of the following:

1. If genus and species are identified in both cultures, they must be the same.
a. Example: A blood culture reported as Enterobacter cloacae and an
intraabdominal specimen of Enterobacter cloacae are matching organisms.
b. Example: A blood culture reported as Enterobacter cloacae and an
intraabdominal specimen of Enterobacter aerogenes are NOT matching
organisms as the species are different.
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2. If the organism is less definitively identified in one culture than the other, the
identifications must be complementary.
a. Example: A surgical wound growing Pseudomonas spp. and a blood culture
growing Pseudomonas aeruginosa are considered a match at the genus level
and therefore the BSI is reported as secondary to the SSI. \ ¢
b. Example: A blood culture reported as Candida albicans and a urine culture Q
reported as yeast are considered to have matching organisms. O

™

Notes:

1. If the blood isolate by itself does not meet BSI criteria (e.g., only one p i@%od
culture of a common commensal), then that isolate may not be used tg ate the
presence of a secondary BSI (see example 1c¢).

2. Antibiograms of the blood and potential primary site isolates d& ve to match.

3. Blood and site-specific specimens do not have to be collecte %he same day but
their collection dates must be such that they are considered@;f the diagnostic
work-up for the infection in question.

Reporting Instructions: @

1. For reporting secondary BSI for possible and @te VAP, see Chapter 10.

2. Do not report secondary bloodstream infection% vascular (VASC) infections,
clinically-defined pneumonia (PNU1), \%ator-Associated Conditions (VAC), or
Infection-related Ventilator-AssociateN lications (IVAC).

3. If a site-specific criterion requirin itive culture results is met, be sure to check the
positive culture box when specifyi e criteria used when adding the event, even if
another criterion that does notincli€e culture results is also met. For example, using
the scenario in 2.a.i above,é(ollowing boxes for criteria used would be checked

when entering the SSI irs% NHSN application: fever, nausea, pain or tenderness,
positive culture, pgsi we blood culture, imaging test evidence of infection.

N
o
’b(\
&
N
,Q(\
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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) Guideline
for the Prevention of Intravascular Catheter-Related Infections, 2011* recommends
evidence-based central line insertion practices known to reduce the risk of subse

central line-associated bloodstream infection. These include hand hygiene by i

use of maximal sterile barriers during insertion, proper use of a skin antise é%; r to

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

insertion, and allowing that skin antiseptic to dry before catheter insertio ite the
scientific evidence supporting these measures, several reports sugges herence 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 improvefent opportunities and
strategically targeting interventions. Feedback of adheg@eta has been a component of
multifaceted interventions that have successfully red ABSI rates.

Participation in NHSN CLIP surveillance en IesQICIpatmg facilities and CDC to:

e Monitor central line insertion practj h\individual patient care units and facilities
and to provide aggregate adhere '@ for all participating facilities. Facilities have
the option of recording inserter- p cytic adherence data.

e Facilitate quality i |mproveme y Tdentifying specific gaps in adherence to
recommended preventi [@ es thereby helping to target intervention strategies
for reducing CLABSI r

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

are inserted. (b'

rvelllance for central line insertion practices in at least one location in

. (%ju ed, or may collect insertion practice data during a month when no CLABSI
Xn eillance 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., ifo

the elements of the monitoring form have been incorporated into standard central-linsg
insertion procedure notes). The form includes information pertaining to demographic

the patient, information pertaining to the inserter, information on maximal sterile%viers

used, the reasons for central line insertion, whether the insertion was succe n

antisepsis, hand hygiene practice before insertion, type of central line and Ion site,
and use of a guidewire. Elements of these data will be used to calcula ence to
recommended insertion practices. *

N\
Data Analyses: Adherence rates for specific insertion practic @rl\ be calculated by
dividing the number of central line insertions during which t commended practice
was followed by the total number of central line insertio d multiplying the result by
100. Such calculations can also be done for a bundle tices that have been shown
to reduce the incidence of CLABSI. In NHSN, a to the bundle requires a “Yes”
to all of the following: 06

e Hand hygiene performed ‘b
e Appropriate skin prep %
0 Chlorhexidene glucon %I_—: ) for patients > 60 days old
o Povidone iodine, alcﬁill G, or other specified for children < 60 days
old
e Skin prep agent has go ly dried before insertion
e All 5 maximal steril ers used

o Sterile gl

o Sterile g@

o Ca

o @om

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

NOTE; has not been labeled for use by the Food and Drug and Administration with
pati months of age. Acceptance of CHG use for adherence to the CLIP bundle in
. t%p ient population does not reflect a recommendation of its use by the NHSN.

@'rese 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

developed in U.S. hospitals and 36,000 of these were associated with deaths. Patients
with mechanically-assisted ventilation have a high risk of developing healthcare-
associated pneumonia. For the year 2011, NHSN facilities reported more than 3,525 Q
VAPs and the incidence for various types of hospital units ranged from 0.0-4.9 p
ventilator days.?

Introduction: In 2002, an estimated 250,000 healthcare-associated pneumonias *

Prevention and control of healthcare-associated pneumonia is discussed @
CDC/HICPAC document, Guidelines for Prevention of Healthcare A

Pneumonia, 2003°. The Guideline strongly recommends that sur be conducted
for bacterial pneumonia in ICU patients who are mechanlcally Y d to facilitate
identification of trends and for inter-hospital comparisons.

Settings: Surveillance will occur in any inpatient pedi% neonatal locations where
denominator data can be collected, which may inclu WtCal/intensive care units
(PICUs/NICUs), specialty care areas (SCA), step-&nits, wards and long term care
units. In 2013, in-plan surveillance for ventilatgg-as ted pneumonia (PNEU) using the
criteria found in this chapter will be restricted %tients <18 years old only. In 2013, in-plan
surveillance conducted for mechanically- GN patients >18 years will use the Ventilator-
Associated Event (VAE) criteria and ed under that protocol (see VAE chapter). The
PNEU definitions are still available for jhds€ units seeking to conduct off-plan PNEU
surveillance for mechanically-ventlated/and non-ventilated adults or children. A complete
o

listing of inpatient locations \structions for mapping can be found in the CDC
Locations and Descriptionsg

NOTE: It is not req we\ onitor for VAPs after the patient is discharged from the
facility. However, j{ 8iscovered, any VAPs occurring on the day of discharge or the next
day should be r to NHSN (see Transfer Rule below). No additional ventilator
days are rep

neo cation in the healthcare institution for at least one calendar month as indicated

Requir; @RS: Surveillance for VAP will occur in at least one inpatient pediatric or
i%heéatient Safety Monthly Reporting Plan (CDC 57.106).

*

@eflnltlons.

& Healthcare-associated infections (HAI): An infection is considered an HAI if all elements
of a CDC/NHSN site-specific infection criterion were first present together on or after the
3rd hospital day (day of hospital admission is day 1). For an HAI, an element of the
infection criterion may be present during the first 2 hospital days as long as it is also
present on or after day 3. All elements used to meet the infection criterion must occur
within a timeframe that does not exceed a gap of 1 calendar day between elements.
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Pneumonia (PNEU) is identified by using a combination of radiologic, clinical and
laboratory criteria. The following pages detail the various criteria that may be used for
meeting the surveillance definition of healthcare-associated pneumonia (Tables 2-5 and
Figures 1 and 2), general comments applicable to all specific site criteria, and reporting
instructions. Table 6 shows threshold values for cultured specimens used in the Q

L 4

surveillance diagnosis of pneumonia.

Date of event: For VAP the date of event is the date when the last element used Qeet
the Pneumonia (PNEU) criteria occurred. Synonyms: infection date, date of} ion

Ventilator: A device to assist or control respiration continuously, incl i@f the
weaning period, through a tracheostomy or by endotracheal intub h’@

NOTE: Lung expansion devices such as intermittent positive- @re breathing (IPPB);
nasal positive end-expiratory pressure (PEEP); and continuo sal positive airway
pressure (CPAP, hypoCPAP) are not considered ventil tq@Lnless delivered via
tracheostomy or endotracheal intubation (e.g., ET-CP,

Ventilator-associated PNEU (VAP): A pneumoni ere the patient is on mechanical
ventilation for >2 calendar days when all el s of the PNEU infection criterion were
first present together, with day of ventilatN ment being Day 1,

and Q

the ventilator was in place on the ddfe ent or the day before. If the patient is admitted
or transferred into a facility on a(nti or, the day of admission is considered Day1.

Location of attribution: The@ent location where the patient was assigned on the date
of the VAP event, whigh ¥ _further defined as the date when the last element used to meet
the PNEU criterion oc (see exception below).

EXCEPTION T ATION OF ATTRIBUTION:

Transfer Rule; elements of a VAP are present within 2 days of transfer from one
inpatient | c@n to another in the same facility or a new facility (i.e., on the day of
transfer next day), the infection is attributed to the transferring location or facility.
Recg@ acilities should share information about such HAIs with the transferring
facility to enable reporting. This is called the Transfer Rule and examples are shown

Child has been on a ventilator for 7 days in the PICU and is transferred on the
ventilator to the pediatric surgical ward. On the next day, the patient meets the
criteria for PNEU. This is reported to NHSN as a VAP for the PICU.

Child has been on a ventilator for 5 days and is transferred in the morning to the
pediatric medical ward from the pediatric medical critical care unit after having
ventilator discontinued. Later that night, the child meets criteria for a PNEU. This is
reported to NHSN as a VAP for the pediatric medical critical care unit.
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e Pediatric patlent on a ventilator is transferred from the neonatal intensive care unit
(NICU) to the pediatric intensive care unit (PICU). After 4 days in the PICU, the
patient meets the criteria for a PNEU. This is reported to NHSN as a VAP for the

PICU
e Pediatric patient on the Respiratory ICU (RICU) of Hospital A had the endotracheal $ ¢
tube and ventilator removed after being on the ventilator for 5 days and is discharge
home a few hours later. The IP from Hospital B calls the next day to report that th
patient has been admitted to Hospital B with a PNEU. This VAP should be repgrte
to NHSN for, and by, Hospital A and attributed to the RICU. No additional or
days for the RICU are reported. ‘

(e.g., Emergency Department or Operating Room) will have no d tor data, i.e.,

EXCEPTION TO TRANSFER RULE: Locations that do not house p§ overnlght
patient days or catheter days. Therefore VAPs cannot be attrib&t@bw ese locations.

Instead, the VAP must be attributed to the next inpatient locati hich the patient
stays.

General comments applicable to all pneumonia speci" i criteria:

1. Physician’s diagnosis of pneumonia a nem an acceptable criterion for
healthcare-associated pneumonia.

2. Although specific criteria are incl r infants and children, pediatric patients
may meet any of the other pn ia specific site criteria.
3. When assessing a patient fof pfesefice of pneumonia, it is important to distinguish

between changes in cIinic{lst s due to other conditions such as myocardial
infarction, pulmonar ism, respiratory distress syndrome, atelectasis,
malignancy, chronic@ctive pulmonary disease, hyaline membrane disease,
bronchopulmopa%ys lasia, etc. Also, care must be taken when assessing
intubated patie distinguish between tracheal colonization, upper respiratory
tract infectja[is (e.g., tracheobronchitis), and early onset pneumonia. Finally, it
should b nized that it may be difficult to determine healthcare-associated
pneu quin the elderly, infants, and immunocompromised patients since such
copdtions may mask typical signs or symptoms associated with pneumonia.
ate specific criteria for the elderly, infants and immunocompromised
,&sﬂents have been included in this definition of healthcare-associated pneumonia.
Healthcare-associated pneumonia can be characterized by its onset: early or late.
6 Early-onset pneumonia occurs during the first four days of hospitalization and is
\Q often caused by Moraxella catarrhalis, H. influenzae, and S. pneumoniae.
& Causative agents of late-onset pneumonia are frequently Gram-negative bacilli or
S. aureus, including methicillin-resistant S. aureus. Viruses (e.g., Influenza A and
B or Respiratory Syncytial Virus) can cause early- and late-onset healthcare-
associated pneumonia, whereas yeasts, fungi, legionellae, and Pneumocystis
carinii are usually pathogens of late-onset pneumonia.
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Pneumonia due to gross aspiration (for example, in the setting of intubation in the
field, emergency room, or operating room) is considered healthcare-associated if
it meets any specific criteria and the infection itself was not clearly present at the
time of admission to the hospital.

Device-associated Events

VAP

Multiple episodes of healthcare-associated pneumonia may occur in critically ill $ ¢

episodes of healthcare-associated pneumonia in a single patient, look for evid
of resolution of the initial infection. The addition of or change in pathogen alo
:re

patients with lengthy hospital stays. When determining whether to report mul?p&

is not indicative of a new episode of pneumonia. The combination of newsgigns
and symptoms and radiographic evidence or other diagnostic testingej d.
Positive Gram’s stain for bacteria and positive KOH (potassium h e)
mount for elastin fibers and/or fungal hyphae from appropriat cted sputum
specimens are important clues that point toward the etiolo %@ Infection.
However, sputum samples are frequently contaminated wj \way colonizers
and therefore must be interpreted cautiously. In partictu?& ndida is commonly

seen on stain, but infrequently causes healthcare-assoCtated pneumonia, especially

in immunocompetent patients. @
a

Table 1: Abbreviations used in PNEU laborator

BAL - bronchoalveolar lavage LR E—%wer respiratory tract

EIA — enzyme immunoassay R — polymerase chain reaction

FAMA - fluorescent-antibody stainin o’\J’I’OIN — polymorphonuclear leukocyte
membrane antigen E\

IFA — immunofluorescent antibod§

RIA — radioimmunoassay

p 3

REPORTING INSTRUCTI K

*

~N

There is a hierarchy of s C categories within the major site pneumonia. Even if a
patient meets critegi more than one specific site, report only one:
o Ifa tié( eets criteria for both PNU1 and PNU2, report PNU2.
o If ient meets criteria for both PNU2 and PNU3, report PNU3.
ent meets criteria for both PNU1 and PNU3, report PNU3.
nt lower respiratory tract infection (e.g., abscess or empyema) and
ith the same organism(s) as PNEU.
Lu cess or empyema without pneumonia is classified as LUNG.
@itis, tracheitis, tracheobronchitis, or bronchiolitis without pneumonia are
classified as BRON.
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Table 2: Specific Site Algorithms for Clinically Defined Pneumonia (PNU1)

Radiology Signs/Symptoms/Laboratory R
Two or more serial chest | For ANY PATIENT, at least one of the following: \ ;
radiographs with at least Q

one of the following™*: e Fever (>38°C or >100.4°F)

_ e Leukopenia (<4000 WBC/mm?®) or leukocytosis (>12,000 WBC/pmg®)
e New or progressive o For adults >70 years old, altered mental status with no other @d cause

and persistent .

infiltrate and \§
at least two of the following: @.
e Consolidation .
 New onset of purulent sputum?, or change in CEQ]C sputum®, or increased
e Cavitation respiratory secretions, or increased suctioni irements
« New onset or worsening cough, or dyspned}ofgdchypnea’
e Pneumatoceles, in o Rales® or bronchial breath sounds
infants <1 year old « Worsening gas exchange (e.g., O d@rations (e.g., PaO,/FiO, <240)’, increased
oxygen requirements, or increas lator demand)
v
. ALTERNATE CRITERIA, fi s <1 year old:
NOTE: In patients
without underlying Worsening gas exch g(’@ O, desaturations [e.g. pulse oximetry <94%],
pulmonary or cardiac increased oxygen re& ts, or increased ventilator demand)
disease (e.g., respiratory
distress syndrome, and
bronchopulmonary at least three(ome following:
dysplasia, pulmonary

edema, or chronic o re instability

obstructive pulmonary | 3 hia (<4000 WBC/mm?) or leukocytosis (>15,000 WBC/mm?) and left shift
disease), one definitive >10% band forms)

ggszt tr:tc)illggl]raph 1S ¢ &ew onset of purulent sputum? or change in character of sputum®, or increased

P ' respiratory secretions or increased suctioning requirements

(b,\ e Apnea, tachypnea®, nasal flaring with retraction of chest wall or grunting

o Wheezing, rales®, or rhonchi

e Cough
@»Q ¢ Bradycardia (<100 beats/min) or tachycardia (>170 beats/min)
ALTERNATE CRITERIA, for child >1 year old or <12 years old, at least three of the
following:
R\,

Fever (>38.4°C or >101.1°F) or hypothermia (<36.5°C or <97.7°F)
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 (e.g., O, desaturations [e.g., pulse oximetry <94%],
increased oxygen requirements, or increased ventilator demand)

N\
b

2%
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Table 3: Specific Site Algorithms for Pneumonia with Common Bacterial or
Filamentous Fungal Pathogens and Specific Laboratory Findings (PNU2)

Device-associated Events
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Radiology

Signs/Symptoms

Laboratory

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

e New or progressive and
persistent infiltrate

e Consolidation
e Cavitation

e 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 radiograph is
acceptable.’

*

N
>

@

-

N\

At least one of the following:
e Fever (>38°C or >100.4°F)

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

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

and

at least one of the following:

e New onset of purulent sp@ , or
change in characte utim?, or
increased respiratory se@retions,
or increased i0Ring

requirem
o Newgn&s{iworsening cough, or

dy: or tachypnea®
. S° or bronchial breath sounds

Worsening gas exchange (e.g., O,
desaturations [e.g., PaO,/FiO,
<240]’, increased oxygen
requirements, or increased
ventilator demand)

At least one of the following: Q\

¢ Positive growth in bIe@ulture8 not
related to anothgr @ of infection
e Positive ro@ulture of pleural fluid

e Posj titative culture® from

mii'\%—contaminated LRT specimen

L or protected specimen
uShing)

intracellular bacteria on direct
microscopic exam (e.g., Gram’s stain)

@ >5% BAL-obtained cells contain

¢ Histopathologic exam shows at least one
of the following 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

(((b'

&
~N
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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 é !
Two or more serial chest | At least one of the following: At least one of the following'®*? \
radiographs with at least Q
one of the following™* o Fever (>38°C or >100.4°F) e Positive culture of virus or mydia
from respiratory secrefio
o New or progressive o Leukopenia (<4000 WBC/mm?®) or .
and persistent infiltrate leukocytosis (>12,000 WBC/mm?®) | e Positive detec@ral antigen or
antibody frg atory secretions
e Consolidation o For adults >70 years old, altered (e.g., El , shell vial assay,
mental status with no other PCR
e Cavitation recognized cause \
o [ rise in paired sera (1gG) for
e Pneumatoceles, in and ~§t gen (e.g., influenza viruses,
infants <I year old lamydia)
at least one of the following: %
\, e Positive PCR for Chlamydia or
o New onset of purulent sp Mycoplasma
NOTE: In patients change in character of sp
without underlying increased resplrato cretfions, or | e Positive micro-IF test for Chlamydia
pulmonary or cardiac increased suctio %lrements
disease (e.g., respiratory e Positive culture or visualization by
distress syndrome, o New onset o%;enmg cough or micro-IF of Legionella spp, from
bronchopulmonary dyspnea, ©r Jtabypnea® respiratory secretions or tissue.
dysplasia, pulmonary
edema, or chronic * Ral ﬁbronchial breath sounds e Detection of Legionella pneumophila
obstructive pulmonary é serogroup 1 antigens in urine by RIA or
disease), one definitive . ning gas exchange (e.g., O, EIA
chest radiograph is . 9desaturations [e.g., PaO,/FiO,
acceptable.! \\ <240]’, increased oxygen e Fourfold rise in L. pneumophila
requirements, or increased serogroup 1 antibody titer to >1:128 in
(b, ventilator demand) paired acute and convalescent sera by
0 indirect IFA.
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Table 5: Specific Site Algorithm for Pneumonia in Immunocompromised Patients (PNU3)

2™

Radiology Signs/Symptoms Laboratory
4
Two or more serial chest | Patient who is At least one of the following: \*
radiographs with at least | immunocompromised® has at least
one of the following™*: one of the following: ¢ Matching positive blood and s@n
cultures with Candida sppe™
e New or progressive e Fever (>38°C or >100.4°F)
and persistent e Evidence of fungi o @mocystis carinii
infiltrate e For adults >70 years old, altered from minimally-c xl ted LRT
mental status with no other specimen ( @‘ r protected specimen
¢ Consolidation recognized cause brushlng) 96 of the following:
e Cavitation « New onset of purulent sputum?, |croscop|c exam
or change in character of e culture of fungi
e Pneumatoceles, in sputum?”, or increased respiratory
infants <1 year old secretions, or increased of the following from
suctioning requirements
(&ABORATORY CRITERIA DEFINED
e New onset or worsening co, UNDER PNU2
NOTE: In patients or dyspnea, or tachypnea® &

without underlying

pulmonary or cardiac o Rales® or bronchl@sounds
disease (e.g., respiratory

distress syndrome, e Worsenin %ange (e.q.,
bronchopulmonary 0, desatugzl? e.g., Pa0,/FiO,
dysplasia, pulmonary <240]’ gincre&ed oxygen
edema, or chronic r qLdgnts, or increased
obstructive pulmonary \K r demand)
disease), one definitive

chest radiograph is 04\@emoptysis

acceptable.!
\ e Pleuritic chest pain

N

clea

e basis of symptoms, signs, and a single definitive chest radiograph. However, in patients with
ry or cardiac disease (for example, interstitial lung disease or congestive heart failure), the diagnosis
eumonia may be particularly difficult. Other non-infectious conditions (for example, pulmonary edema
m decompensated congestive heart failure) may simulate the presentation of pneumonia. In these more
& difficult cases, serial chest radiographs must be examined to help separate infectious from non-infectious
pulmonary processes. To help 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 diagnosis. Pneumonia may have rapid
onset 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.

Footnotes@orlthms
1. OVCS@ y, in nonventilated patients, the diagnosis of healthcare-associated pneumonia may be quite
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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.

2™

3. Purulent sputum is defined as secretions from the lungs, bronchi, or trachea that contain >25 ne i
and <10 squamous epithelial cells per low power field (x100). If your laboratory reports these d
gualitatively (e.g., “many WBCs” or “few squames”), be sure their descriptors match this defigi f
purulent sputum. This laboratory confirmation is required since written clinical descriptions rulence are

highly variable. Q
4. A single notation of either purulent sputum or change in character of the sputum is eaningful;
repeated notations over a 24-hour period would be more indicative of the onset o& ctious process.
Change in character of sputum refers to the color, consistency, odor and quanti%

p

5. In adults, tachypnea is defined as respiration rate >25 breaths per minyge. nea is defined as >75
breaths per minute in premature infants born at <37 weeks gestation anfx e 40" week; >60 breaths per
minute in patients <2 months old; >50 breaths per minute in patients 2(5 onths 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 rat @a arterial tension (PaO,) to the inspiratory
fraction of oxygen (FiO,).

8. Care must be taken to determine the etiology of pn a in a patient with positive blood cultures and
radiographic evidence of pneumonia, especially i#ghe patient has invasive devices in place such as
intravascular lines or an indwelling urinary ca %In general, in an immunocompetent patient, blood
cultures positive for coagulase-negative st 10gocci, common skin contaminants, and yeasts will not be the

etiologic agent of the pneumonia.

9. Refer to threshold values for cultur!or@ocimens (Table 6). An endotracheal aspirate is not a minimally-
contaminated specimen. Therefore,Qen otracheal aspirate does not meet the laboratory criteria for PNU2
or PNUS.

10. Once Iaboratory-confirmeé&;s of pneumonia due to respiratory syncytial virus (RSV), adenovirus, or
influenza virus have been idgatified in a hospital, a clinician’s presumptive diagnosis of these pathogens in
subsequent cases witly si clinical signs and symptoms is an acceptable criterion for presence of

healthcare-associate ction.

11. Scant or wate um is commonly seen in adults with pneumonia due to viruses and Mycoplasma
although somgti he sputum may be mucopurulent. In infants, pneumonia due to RSV or influenza yields
copious sp. . Patients, except premature infants, with viral or mycoplasmal pneumonia may exhibit few

i ms, even when significant infiltrates are present on radiographic exam.

teria may be seen on stains of respiratory secretions from patients with pneumonia due to
Ila spp, mycoplasma, or viruses.

Legio
é‘nmunocompromised patients include those with neutropenia (absolute neutrophil count <500/mm?®),
k

emia, lymphoma, HIV with CD4 count <200, or splenectomy; those who are early post-transplant, are on

& : cytotoxic chemotherapy, or are on high dose steroids (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 cough, induction, aspiration, or
lavage are acceptable. If quantitative culture results are available, refer to algorithms that include such
specific laboratory findings.
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Figure 1: Pneumonia Flow Diagram

2™

PNEUMONIA FLOW DIAGRAM

Device-associated Events

Facility ID #

Event #

Event Date __/__/ ___

Instructions: Complete formonly if x-raycriteria are met

Patient wi i i 12 has 2.ormorg Patient without _underlving diseases’? has lormore
i with gne of the following: serial Xravs withgpe of the following:
(%\ a New or progressive gnd persistent infiltrate a New or progressive gngd persistent infiltrate
[a g Q Consolidation a Consolidation
1
> a Cavitation a Cavitation s
Qa Pneumatoceles, in<1 y.o. a Pneumatoceles, in<1 y.o. A
v\‘ '
Atleast gne of the following: Atleast e inan
i i patientl3:
O Fever (>38°C/100.4°F) mx
a Leukopenia (<4,000  WBC/mm? gr leukocytosis Q e °C/100.4°F)
(212,000 WBC/mm3) [m] mental status with no
cause, inz70 y.o.
172) O  Altered mental status with no other cause, in >70 y.o. =0y
E 4 ew onset of purulent sputum,3 or
change in character of sputum, or
8 T respiratory  secretions, or
o 1 suctioning requirements#
. . A\d
§‘ Atleast g of the following: Atleast gpe of the following: O New onset or worsening cough, or
() a New onset of purulent sputum,® a New onset of purulent 1 3 dyspnea, or tachypnea®
or change in char_acter of or changg in charac O Ralesé or bronchial breath sounds
=} sputum, or T respiratory or T respiratory sec X
% secretions, or T suctioning T suctioning requirey O Worsening gas exchange (e.g., O2
requirements# desats [e.g., PaO2/FRO2 £240],7
0 a T O2req, or T ventilation demand)
c Q New onset or worsening cough, i
fo)) or dyspnea, or tachypnea® =] =] Hemoptysis
[7p) O Rales® or bronchial breath Q  Pleurtic chest pain
sounds ,—
Q Worsening gas exchange (e.g.,
Oz desats [e.g., PaO2/FO2 102 req, or T ventilation
$240],7 TO2 req, or
ventilation demand)

oratory
’A
.,

Atleast gne of the followingl0-12:

Positive culture of virus or
Chlamydia from respiratory
secretions

Positive detection of viral antigen
or antibody from respiratory
secretions (e.g., EIA, FAMA, shell
vial assay, PCR)

4fold rise inpaired sera (IgG) for
pathogen (e.g., Influenza viruses,
Chlamydia)

Positive PCR for Chlamydia or
Mycoplasma

Positive micro-IF test for
Chlamydia

Positive culture or micro-lF of
Legionella spp from respiratory
secretions  ortissue

Detection of Legionella
pneumophila  serogroup 1
antigens in urine by RIA or EIA

4fold rise inL. pneumophila
antibody titer toz1:128 in paired
acute and convalescent sera by
indirect IFA

Atleast gpe of the
a Positive, od cultre not a
re@[ed 0, ther  infection8
a Pos fluid culture
[m]
a ositiveNguantitative  culture®
minimally-contaminated
specimen (e.g., BAL or
tected specimen
rushing) Q
> 5% BAL-obtained cells
contain intracellular  bacteria
on direct microscopic exam a
a Histopathologic exam shows
one ofthe following: a
« Abscess formation or foci a
of consolidation with
intense PMN
accumulation in
bronchioles and alveoli Q
« Positive quantitative
culture®  of lung
parenchyma =]
« Evidence of lung
parenchyma  invasion by
fungal hyphae or
pseudohyphae

\

v

1
mm“"°°°mpmmsed

Immunocompromseq

A 4

Atleast gpg of following:

a Matching positive blood
and sputum cultures with
Candida spp!4.15

a Evidence of fungi or
Pneumocytis carinii from
minimally contaminated
LRT specimen (e.g., BAL
or protected specimen
brushing) from gpe of the
following:

Direct microscopic
exam

Positive culture of
fungi

filam entous

Q PNUL Clinically-
defined pneum onia

and specific

Q PNU2: Pneumonia with
common bacterial or
fungal pathogens

lab findings

O PNU2:Pneumonia with
viral, Legionella, Chlamydia,
Mycoplasma, and other
uncommon pathogens  and
specific lab findings

v

O PNU3: Pneumonia in
im m unocom pr om ised
patients

January 2013
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Figure 2: Pneumonia Flow Diagram, Alternative Criteria for Infants and Children

PNEUMONIA FLOW DIAGRAM
ALTERNATE CRITERIA FOR INFANTS AND CHILDREN
*

Event # Event Date / /

| Facility ID #

Q
3

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

Patient with underlying diseases"” has 2 or more Patient without underlying diseases*? §s ﬁr more
serial X-rays with one of the following: serial X-rays with one of the folpwi@
>
&U O  New or progressive and persistent infiltrate O New or progressive and &nt infiltrate
] U Consolidation O Consolidation
x O Cavitation Q cavitation o
O Pneumatoceles, in <1 y.o. Q Pneumatoc‘ - o.
03
v ’ v
Infants <1 y.o. ( Children >1 or €12 y.o.
QO  Worsening gas exchange (e.g., O, desgfs ) At least three of the following:
[e.g., pulse oximetry <94%], 1" O, req. &t . . )
? ventilation demand) O Fever (>38.4°C/101.1°F) or hypothermia
n | K (<36.5°C/97.9°F)
g and three of the following: O O  Leukopenia (<4,000 WBC/mm3)3g
— leukocytosis (215,000 WBC/mm®)
o O Temperature instability & Q 3
c ) s New onset of purulent sputum,” or change
O Leukopenia (<4,000 m") or in character of sputum,” or1? respiratory
U>.)’ lehqfliczcﬁtg‘?sb(mdsyf & /mm®) and left secretions, or T suctioning requirements
shift (210% or
O  New onset of worsening cough, or
g O Newonset nt“sput%m,s or change dyspnea, apnea, or tachypnea
< in characte tum®, or Ttrespiratory 6 .
" secretion uctioning requirements O Rales® or bronchial breath sounds
c Q Ap hnea®, nasal flaring with O  Worsening gas exchangi (e.g., O, desats
ko) retfact®yp of chest wall or grunting. [Te.g., pulse oximetry <94%], 1 0, req. ort
%) o @ ing, rales®. or rhonchi ventilation demand)
ugh
4 Bradycardia (<100 beats/min) or
\ tachycardia (>170 beats/min)
0\6

d PNUL:

Clinically-defined pneumonia

January 2013
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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 tissug .
AN
Bronchoscopically (B) obtained specimens O\ ?
Bronchoalveolar lavage (B-BAL) >10(CRY/mI
Protected BAL (B-PBAL) 0" CFU/mI
Protected specimen brushing (B-PSB) §§3 CFU/ml
<
AN
Nonbronchoscopically (NB) obtained (blind) specimens N
NB-BAL 5,‘5‘ >10" CFU/mlI
NB-PSB | A >10° CFU/ml
CFU = colony forming units N
g = gram A
ml = milliliter
* Open-lung biopsy specimens and immediate post-mo@pecimens obtained by
transthoracic or transbronchial biopsy @
Numerator Data: The Pneumonia (PNEU)#qrm C 57.111) is used to collect and
report each VAP that is identified during t e%th selected for surveillance. The
Instructions for Completion of Pneumqgai EU) Form contains brief instructions for
collection and entry of each data el the form. The pneumonia form includes
patient demographic information a rmation on whether or not mechanically-

assisted ventilation was present. gdi onal data include the specific criteria met for
identifying pneumonia, Wh@ patient developed a secondary bloodstream infection,
whether the patient died, the nisms isolated from cultures, and the organisms’
antimicrobial susceptib@.

box e checked on the appropriate denominator summary screen, e.g.,
D) inators for Intensive Care Unit (ICU)/Other Locations (Not NICU or
ONC), etc.

REPORTING |N®CT|0N:
o |f n(@ e identified during the month of surveillance, the Report No Events

ominator Data: Device days and patient days are used for denominators (see Key
s chapter). Ventilator days, which are the number of patients managed with a

entilatory 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
days and patient days are collected for each of the locations monitored. When
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 substantially
different (+/- 5%) from manually-collected counts, validated for a minimum of 3 months.
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Data Analyses: The Standardized Infection Ratio (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 VAP rates
from a standard population during a baseline time period, which represents a standard

population’s VAP experience.’ $ ¢

NOTE: The SIR will be calculated only if the number of expected HAIs (numExp) is@
Observed (O) HAls

SIR = Q
Expected (E) HAls ‘\O

While the PNEU SIR can be calculated for single locations, the measur ’Ss'allows you
to summarize your data by multiple locations, adjusting for differe the incidence
of infection among the location types. For example, you will bea% tain one PNEU

SIR adjusting for all locations reported. Similarly, you can obt e PNEU SIR for all
specialty care areas in your facility.

The VAP rate per 1000 ventilator days is calculated b @rng the number of VAPSs by
the number of ventilator days and multiplying the ge 1000. The Ventilator
Utilization Ratio is calculated by dividing the nur@ ventilator days by the number of
patient days. These calculations will be perfggned“s€parately for the different types of
ICUs, SCAs, and other locations in the insgitutioh, as well as by each birthweight

category in NICUs. Q
(rl’

YK levens RM, Edward JR, Richal Xal. Estimating health care-associated infections and deaths in
U.S. hospitals, 2002. Public Healt orts 2007;122:160-166.

*
2 Dudeck MA, Horan TC, n KD, et al. National Healthcare Safety Network (NHSN) Report, Data
Summary for 2011, Deyidg-associated Module. Available at
http://www.cdc.gov/ Fs/dataStat/2012NHSNReport.pdf.

® Centers for Qontrol and Prevention. Guidelines for preventing health-care-associated pneumonia,
ations of CDC and the Healthcare Infection Control Practices Advisory Committee.

2003: reco
MMV&%(NO. RR-3).

* Youlgulde to the Standardized Infection Ratio (SIR). October 2010.
. @JJ/WWW.cdc.qov/nhsn/PDFs/NewsIetters/NHSN NL OCT 2010SE_final.pdf
dwards JR, Peterson KD, Mu Y, et al. National Healthcare Safety Network (NHSN) report: Data
summary for 2006 through 2008, issued December 2009. Am J Infect Control 2009;37:783-805. Available

at: http://www.cdc.gov/nhsn/PDFs/dataStat/2009NHSNReport.PDF.
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Catheter-Associated Urinary Tract Infection (CAUTI) Event
Introduction: Urinary tract infections (UTIs) are tied with pneumonia as the second .

most common type of healthcare-associated infection, second only to SSIs. UTIs account
for more than 15% of infections reported by acute care hospitals'. Virtually all Q
healthcare-associated UTIs are caused by instrumentation of the urinary tract. O

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

endocarditis, vertebral osteomyelitis, septic arthritis, endophthalmitis, an ngitis in
all patients. Complications associated with CAUTI cause discomfort m atient,
prolonged hospital stay, and increased cost and mortality”. Each yf&\ e than 13,000

CAUTI can lead to such complications as cystitis, pyelonephritis, gram-negati@o

deaths are associated with UTIs.>

Prevention of CAUTISs is discussed in the CDC/HICPAC doc$ent, Guideline for
Prevention of Catheter-associated Urinary Tract Infecti

Settings: Surveillance will occur in any inpatient, ns where denominator data can
be collected, which may include critical intensjve units (ICU), specialty care areas
(SCA), step down units, and long term car; . Neonatal ICUs may participate, but

only off plan (not as a part of their monthl orting plan). A complete listing of
inpatient locations and instructions ping can be found in CDC Locations and

Descriptions chapter.

NOTE: It is not required to for CAUTIs after the patient is discharged from the
facility. However, if discovefgd™any CAUTI occurring on the day of discharge or the
next day should be repor%to HSN; day of discharge is considered Day 1. No
additional indwelli cath er days are reported.

Requirements:

Patient 8?8
Defi@s:

’@thcare-associated infections (HAI): An infection is considered an HAI if all elements

Qo a CDC/NHSN site-specific infection criterion were first present together on or after the

& 31 hospital day (day of hospital admission is day 1). For an HAI, an element of the
infection criterion may be present during the first 2 hospital days as long as it is also
present on or after day 3. All elements used to meet the infection criterion must occur
within a timeframe that does not exceed a gap of 1 calendar day between elements.

eillance for HAI CAUTI is performed in at least one inpatient
hcare institution for at least one calendar month as indicated in the
onthly Reporting Plan (CDC 57.106).
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Urinary tract infections (UTI) are defined using symptomatic urinary tract infection
(SUTI) criteria or Asymptomatic Bacteremic UTI (ABUTI) criteria (Table 1 and Figures
1-5).

Date of event: For a UTI the date of event is the date when the last element used to meet $ ¢
the UTI infection criterion occurred. Synonyms: infection date, date of infection. Q

urethra is left in place, and is connected to a drainage bag (including leg bags), a
a Foley catheter. This does not include suprapubic, condom, or straight in-a
catheters. This definition includes indwelling urethral catheters that are u
intermittent or continuous irrigation.

Indwelling catheter: A drainage tube that is inserted into the urinary bladder through t
}é ®alled

>

Catheter-associated UTI (CAUTI): A UTI where an indwelling catheter was in
place for >2 calendar days when all elements of the UTI infecti iterion were first
present together, with day of device placement being Day 1,

and

an indwelling urinary catheter was in place on the da% ent or the day before.

EXAMPLE: A patient has a Foley catheter insert@ an inpatient unit and the following
morning the patient meets criteria for a UTI.%ause the catheter has not been in place
>2 calendar days when all elements of thelfeetion criterion were first present together,
this is not a CAUTL.

NOTE: (LQ

1. SUTI 1b and 2b and tg TI (OUTI), as defined in the HAI Definitions chapter
cannot be catheter-a& ed.

Location of attribution: inpatient location where the patient was assigned on the date
of the UTI event, whi¥¢h is further defined as the date when the last element used to meet
the UTI criterio ed (see exception below).

EXCEPTL LOCATION OF ATTRIBUTION:
Transfe . If all elements of a CAUTI are present within 2 calendar days of transfer
from&npatien‘[ location to another in the same facility or a new facility (i.e., on the
day oNtransfer or the next day), the infection is attributed to the transferring location or
. ity. Receiving facilities should share information about such HAIs with the
@nsferring facility to enable reporting. This is called the Transfer Rule and examples are
& shown below:

e Patient with a Foley catheter in place in the SICU is transferred to the surgical ward.
On the next day, all elements for UTI are first present together. This is reported to
NHSN as a CAUTI for the SICU.

e Patient is transferred in the morning to the medical ward from the MSICU after
having the Foley catheter removed. Later that night, all elements for a UTTI are first
present together. This is reported to NHSN as a CAUTI for the MSICU.
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e On Monday, patient with a Foley catheter in place is transferred from the medical
ward to the coronary care ICU (CCU). Wednesday in the CCU, all elements for UTI
are first present together. This is reported to NHSN as a CAUTI for the CCU, as the
UTI event date is on the 3" calendar day after transfer.
e Patient on the urology ward of Hospital A had the Foley catheter removed after it had
been in place for 5 days and is discharged home a few hours later. The IP from Q

*

Hospital B calls the next day to report that this patient has been admitted to Hosp
B with a UTI. This CAUTI should be reported to NHSN for Hospital A and

attributed to the urology ward. Q
. O

EXCEPTION TO TRANSFER RULE:

Locations which do not house patients overnight (e.g., Emergency De @nt or
Operating Room) will have no denominator data, i.e., patient day éﬁter days.
Therefore, CAUTIs cannot be attributed to these locations. Inst CAUTI must be
attributed to the next inpatient location in which the patient sta
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Table 1. Urinary Tract Infection Criteria

Criterion | Urinary Tract Infection (UTI)

Symptomatic UTI (SUTI)

Must meet at least 1 of the following criteria: \A:
la Patient had an indwelling urinary catheter in place for >2 calendar days, wg y

of device placement being Day 1, and catheter was in place when all el of

this criterion were first present together.
and

at least 1 of the following signs or symptoms: fever (>38°C); S@ubic
tenderness™; costovertebral angle pain or tenderness* \

and

a positive urine culture of >10° colony-forming unitg{
2 species of microorganisms. Elements of the criteg
timeframe that does not exceed a gap of 1 calend
below).

/ml with no more than
ust occur within a
(see Comments section

removed the day of or the day befor ments of this criterion were first
present together

and ‘b

at least 1 of the following si@\ symptoms: fever (>38°C); urgency*;
frequency™; dysuria*; sublc tenderness*; costovertebral angle pain or
tenderness™

Patient had an indwelling urinary catheﬁz&ce for >2 calendar days and had it

2 species of m: ganisms. Elements of the criterion must occur within a
timeframe does not exceed a gap of 1 calendar day (see Comments section

below).
*Wi other recognized cause

>

1b Pati&ftlid not have an indwelling urinary catheter in place at the time of or the
efore all elements of this criterion were first present together

and
a positive urin@ of >10° colony-forming units (CFU)/ml with no more than

1s <65 years of age; urgency*; frequency*; dysuria*; suprapubic tenderness™;

as at least 1 of the following signs or symptoms: fever (>38°C) in a patient that
@ costovertebral angle pain or tenderness™

N 6 and
‘\\ a positive urine culture of >10> CFU/ml with no more than 2 species of
& microorganisms. Elements of the criterion must occur within a timeframe that

does not exceed a gap of 1 calendar day (see Comments section below).

*With no other recognized cause
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Criterion

Urinary Tract Infection (UTI)

2a

Q

Patient had an indwelling urinary catheter in place for >2 calendar days, with day
of device placement being Day 1, and catheter was in place when all elements o
this criterion were first present together )

and Q\
at least 1 of the following signs or symptoms: fever (>38°C); suprapubio
tenderness™; costovertebral angle pain or tenderness*
and Q
at least 1 of the following findings: ¢ O

a. positive dipstick for leukocyte esterase and/or nitrit Q

b. pyuria (urine specimen with >10 white blood cel C]J/mm’ of unspun

urine or >5 WBC/high power field of spun b

¢. microorganisms seen on Gram’s stain of ul%‘%rine
and
a positive urine culture of >10° and <10° CFU/ ith no more than 2 species of
microorganisms. Elements of the criterio occur within a timeframe that
does not exceed a gap of 1 calendar da& omments section below).

- R

Patient with an indwelling urir%atheter in place for > 2 calendar days and had
it removed the day of or the fore all elements of this criterion were first
present together

and (1/

at least 1 of the follgwin®’signs or symptoms: fever (>38°C); urgency™;
frequency™; d 51'6 suprapubic tenderness™; costovertebral angle pain or
tenderness™ g\

and
at least 1 following findings:
a. ive dipstick for leukocyte esterase and/or nitrite

ia (urine specimen with >10 WBC/mm® of unspun urine or >5 WBC/high
wer field of spun urine

c¥ microorganisms seen on Gram’s stain of unspun urine

and

a positive urine culture of >10° and <10> CFU/ml with no more than 2 species of
microorganisms. Elements of the criterion must occur within a timeframe that
does not exceed a gap of 1 calendar day (see Comments section below).

@

*With no other recognized cause
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Criterion

Urinary Tract Infection (UTI)

2b

Patient did not have an indwelling urinary catheter in place at the time of, or the
day before all elements of this criterion were first present together

and \%‘
has at least 1 of the following signs or symptoms: fever (>38°C) in a patie@

is <65 years of age; urgency™; frequency*; dysuria*; suprapubic tendert@
costovertebral angle pain or tenderness*

and Q

at least 1 of the following findings: ¢

a. positive dipstick for leukocyte esterase and/or nitrit Q

b. pyuria (urine specimen with >10 WBC/mm® of rine or >5

WBC/high power field of spun urine ¢

c. microorganisms seen on Gram’s stain of ul%\;\lrine
and
a positive urine culture of >10° and <10° CFU/ ith no more than 2 species of
microorganisms. Elements of the criterio @Loccur within a timeframe that
does not exceed a gap of 1 calendar da%@ omments section below).

*With no other recognized cause

Patient <1 year of age with** Jrg:‘hout an indwelling urinary catheter has at

least 1 of the following sign ptoms: fever (>38°C core); hypothermia
(<36°C core); apnea™; bu@ardia*; dysuria*; lethargy*; vomiting*

microorganisigs. ents of the criterion must occur within a timeframe that
does not exce

and (]6
a positive urine culgjare 10° CFU/ml with no more than 2 species of
élof 1 calendar day (see Comments section below).
*
*With no recognized cause
** t had an indwelling urinary catheter in place for >2 calendar days, with
da @Vice placement being Day 1, and catheter was in place when all elements
criterion were first present together.

ient <I year of age with** or without an indwelling urinary catheter has at
east 1 of the following signs or symptoms: fever (>38°C core); hypothermia
(<36°C core); apnea™; bradycardia*; dysuria*; lethargy*; vomiting®
and
at least 1 of the following findings:

a. positive dipstick for leukocyte esterase and/or nitrite

b. pyuria (urine specimen with >10 WBC/mm® of unspun urine or >5

WBC/high power field of spun urine

c. microorganisms seen on Gram’s stain of unspun urine
and
a positive urine culture of between >10° and <10° CFU/ml with no more than two
species of microorganisms. Elements of the criterion must occur within a
timeframe that does not exceed a gap of 1 calendar day (see Comments section
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Criterion | Urinary Tract Infection (UTI)
below).

*With no other recognized cause
** Patient had an indwelling urinary catheter in place for >2 calendar days,

day of device placement being Day 1, and catheter was in place when all t
of this criterion were first present together.

O
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Criterion

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; costovertebral angle pain or tenderness OR for a pat% 1
<1 year of age; no fever (>38°C core); hypothermia (<36°C core); apnea; Q
bradycardia; dysuria; lethargy; or vomiting) O

and

a positive urine culture of >10° CFU/ml with no more than 2 specjd§0
uropathogen microorganisms** (see Comments section below

and \

a positive blood culture with at least 1 matching uropath! icroorganism to
the urine culture, or at least 2 matching blood culturg$ on separate
occasions if the matching pathogen is a common ski mensal. Elements of the
criterion must occur within a timeframe that do@xceed a gap of 1 calendar
day (see Comments section below).

day of device placement being Day atheter was in place when all elements
of this criterion were first present to

**Uropathogen microorganisnis #&mg: Gram-negative bacilli, Staphylococcus spp.,
yeasts, beta-hemolytic Streptdgo€eus spp., Enterococcus spp., G. vaginalis,
Aerococcus urinae, and ne acterium (urease positive)”.

"Report Corynebacteiulh Mefease positive) as either Corynebacterium species
unspecified (COS) gr as €. urealyticum (CORUR) if so speciated.

*Patient had an indwelling urinary cath %ace for >2 calendar days, with
i

(See complete uropathogen microorganisms at

L 2

Comments

OSed to meet the UTI criteria.
§ Urinary catheter tips should not be cultured and are not acceptable for the

e Labor cultures reported as “mixed flora” represent at least 2 species of
isms. Therefore an additional organism recovered from the same culture,
d represent >2 species of microorganisms. Such a specimen cannot be

http://wwvmjc. gov/nhsn/XL S/master-organism-Com-Commensals-Lists.xIsx.)

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.

e In infants, urine cultures should be obtained by bladder catheterization or
suprapubic aspiration; positive urine cultures from bag specimens are
unreliable and should be confirmed by specimens aseptically obtained by
catheterization or suprapubic aspiration.

e Urine specimens for culture should be processed as soon as possible,
preferably within 1 to 2 hours. If urine specimens cannot be processed within
30 minutes of collection, they should be refrigerated, or inoculated into
primary isolation medium before transport, or transported in an appropriate

January 2013
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urine preservative. Refrigerated specimens should be cultured within 24 hours.
Urine specimen labels should indicate whether or not the patient is
symptomatic.

Report secondary bloodstream infection = “Yes” for all cases of )
Asymptomatic Bacteremic Urinary Tract Infection (ABUTI). $
Report only pathogens in both blood and urine specimens for ABUTI. Q
Report Corynebacterium (urease positive) as either Corynebacteriur@ ies
unspecified (COS) or as C. urealyticum (CORUR) if speciated. Q

January 2013
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Figure 1: Identification and Categorization of SUTI with Indwelling Catheter (see
comments section page 7-7 thru 7-8 for important details)

Patient had an indwelling urinary catheter in place for >2 calendar days, with day
of device placement being Day 1, and catheter was in place when all elements of

within a timeframe that does not exceed a gap of 1 calendar day.

this criterion were first present together. Elements of the criterion must occur Q\

7

At least 1 of the following:
o fever (>38°C)
O suprapubic tenderness™

Signs and
Symptoms

*With no other recognized cause

v
A posf@ne culture of 210
CF¥/ml With no more than 2 species of
r@ ganisms
0\6

Laboratory Evidence

\ 4
SUTI-Criterion la

CAUTI
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O costovertebral angle pain or tenderness™

At least 1 of the following ﬁndZ
o positive dipstick for le te €sterase and/or nitrite
O pyuria (urine specimen with>10 WBC/mm?® of unspun urine or >5 WBC/high power

field of spun uring
O microorganisms % on Gram’s stain of unspun urine

A positive urine culture of >10%and <10
CFU/ml with no more than 2 species of
microorganisms

A 4
SUTI-Criterion 2a

CAUTI

*
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Figure 2: Identification and Categorization of SUTI When Indwelling Catheter has been
removed (see comments section page 7-7 thru 7-8 for important details)

.
Patient had an indwelling urinary catheter removed the day or the day before all $
elements of the infection criterion were first present together. Elements of the
criterion must occur within a timeframe that does not exceed a gap of 1 cale

day. Q
J XS

(%)
'8 = At least 1 of the following:
g = o fever (>38°C) o dysuria* @
S g' O urgency™ O suprapubic tenderness™ .
P (/>)\ o frequency™ O costovertebral angle pain or ss*
*With no other recognized cause A

At least 1 of the followingffiidings:
o positive dipstick for 1& esterase and/or nitrite
0 pyuria (urine spegimaen With >10 WBC/mm® of unspun urine or >5 WBC/high

power field of s
O microorganists $egn on Gram’s stain of unspun urine

V. 6
5()%@; urine culture of >10° A positive urine culture of >10° and

Laboratory Evidence

ml with no more than 2 species of <10° CFU/ml with no more than 2
roorganisms species of microorganisms

O \’ \”
(bb SUTI-Criterion la SUTI-Criterion 2a
((\ N 4

Was an indwelling urinary catheter in place on the date of or the day

9
&Q\ before all elements of the infection criterion were first present together?

Yes No
CAUTI SUTI SUTI (not catheter-associated)
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Figure 3: Identification and Categorization of SUTI without Indwelling Catheter (see
comments section page 7-7 thru 7-8 for important details)

Patient did not have an indwelling urinary catheter in place at the time of, or the

day before all elements of this criterion were first present together. Elements of .
the criterion must occur within a timeframe that does not exceed a gap of 1 \
calendar day. OQ

At least 1 of the following: \\
o fever (>38°C) in a patient that is <65 years of age @,
O urgency™ O suprapubic tenderness™* @\

.
o frequency™ O costovertebral angle pain\ ess*

o dysuria* @
*With no other recognized cause A
At least 1 of the followj ﬁrQs:

O positive dipstick for %@yte esterase and/or nitrite
O pyuria (urine sie n%¥ith >10 WBC/mm’ of unspun urine or >5 WBC/high

Signs and
Symptoms

power field of ine)

i microorgﬁt n on Gram’s stain of unspun urine
2 \O \lf

J itive urine culture of >10° A positive urine culture of >10’and
G{ 1 with no more than 2 species of <10’ CFU/ml with no more than 2
m

E\ icroorganisms species of microorganisms
@tb‘ SUTI- Criterion 1b SUTI- Criterion 2b
0\6

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

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

Elements of the criterion must occur within a timeframe that does not exceed a

gap of 1 calendar day.

v

At least 1 of the following:
o fever (>38°C core)

o hypothermia (<36°C core)
O apnea™

O bradycardia®

Signs and
Symptoms

*With no other recognized cause

At least 1 of the following findin
O positive dipstick for leukqgy

O pyuria (urine specimen wg

Laboratory Evidence

s

A positive u&:} culture of >10°

N\
\\;b
Q
O
I\

7

SUTI- Criterion 3

2

\

)
\ Yes
& v

o dysuria*
o lethargy™
O vomiting™

more than 2 species of

$ .
QOQ

;\\O
OO
N

RS

%’ase and/or nitrite

WBC/mm® of unspun urine or >3

WBC/high power fieldeof s ine)
O microorganisms se€n©f) Gram’s stain of unspun urine

\

A positive urine culture of >10° and
<10’ CFU/ml with no more than 2
species of microorganisms

7

SUTI- Criterion 4

v

Was an indwelling urinary catheter in place on the date of or the day before all
elements of the infection criterion were first present together?

\

No

2

SUTI

** Patient had an indwelling urinary catheter in place for >2 calendar days, with day of
device placement being Day 1, and catheter was in place when all elements of this

criterion were first present together.
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™

Figure 5: Identification of Asymptomatic Bacteremic Urinary Tract Infection (ABUTI)
(see comments section page 7-7 thru 7-8 for important details)

Patient with* or without an indwelling urinary catheter

*
Elements of the criterion must occur within a timeframe that does not @

exceed a gap of 1 calendar day O
g Patient of any age Patient < 1 yearolage
S .l NONE of the following: )l NONE of t ing:
=3 — fever (>38°C) — fever >38°C co
; — urgency — hypothergi core)
n — frequency — apnea,
E — dysuria — bra
‘f) — suprapubic pain — let
= — costovertebral angle pain or — Q fy
P tenderness —y§uria

A positive urine cul £10° CFU/ml with no

§ more than 2 spegies icroorganisms**
; s
2 NY V¥
% A positive bloo \%with at least 1 matching uropathogen microorganism**
= to the urine cul% t least 2 matching blood cultures*** drawn on separate
% occasions if ﬁ m@Ching pathogen is a common skin commensal.
@)

2

xsymptomatic Bacteremic Urinary Tract Infection (ABUTI)

N v
@.\W as an indwelling urinary catheter in place on the date of or the day before all
0 elements of the infection criterion were first present together?

(((o‘\ v v
2 )

Q\ ABUTI (catheter-associated) ABUTI (not catheter-associated)

* Patient had an indwelling urinary catheter in place for >2 calendar days, with day of device placement being Day
1, and catheter was in place when all elements of this criterion were first present together.

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

Only genus and species identification should be utilized to determine the sameness of organisms (i.e. matching
organisms). No additional comparative methods should be used (e.g., morphology or antibiograms) because
laboratory testing capabilities and protocols may vary between facilities.

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

Numerator Data: The Urinary Tract Infection (UTI) form 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 include 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. Additional data include the specific criteria met for identifying th
UTI, whether the patient developed a secondary bloodstream infection, whether the O
patient died, and the organisms isolated from cultures and their antimicrobial

susceptibilities. Q
O
REPORTING INSTRUCTIONS: \
e Ifno CAUTIs are identified during the month of surveillance, the Re o'ﬁ' No Events
box must be checked on the appropriate denominator summ g.,

Denominators for Intensive Care Unit (ICU)/Other Location NICU or

SCA/ONC). A

Denominator Data: Device days and patient days are us
Terms chapter). Indwelling urinary catheter days, whij the number of patients with
an indwelling urinary catheter device, are collecte , at the same time each day,
according to the chosen location using the apErop form (CDC 57.117 and 57.118).

r denominators (See Key

These daily counts are summed and only the$tatal for the month is entered into NHSN.
Indwelling urinary catheter days and pati are collected separately for each of the
locations monitored. When denomina@ta are available from electronic databases,
these sources may be used as long % unts are not substantially different (+/- 5%)
from manually collected counts, (ﬁd ed for a minimum of 3 months.

number of observed infe%} s by the number of expected infections. The number of
expected infections, in ntext of statistical prediction, is calculated using CAUTI
rates from a standmpulation during a baseline time period, which represents a

Data Analyses: The Stands@i Infection Ratio (SIR) is calculated by dividing the
n

standard populaty AUTI experience.’

NOTE: T%@ will be calculated only if the number of expected HAIs (numExp) is >1.

@ SIR = Observed (O) HAIs

. \@ Expected (E) HAIs
\)

While 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. Q

A

'"Magill SS, Hellinger W, et al. Prevalence of healthcare-associated infections in@(e
care facilities. Infect Control Hosp Epidemiol. 2012;33:283-91. %
*Scott Rd. The Direct Medical Costs of Healthcare-Associated Infegti S
Hospitals and the Benefits of Prevention, 2009. Division of Healtl\‘ﬁs
Promotion, National Center for Preparedness, Detection, and C(%
Diseases, Coordinating Center for Infectious Diseases, Cente
Prevention, February 2009. 2

2

L 4

ality
f Infectious
1sease Control and

\S

3Klevens RM, Edward JR, et al. Estimating health%a‘?sociated infections and deaths

in U.S. hospitals, 2002. Public Health Reports 2 :160-166.

S

*Gould CV, Umscheid CA, Agarwal Rg‘u tz G, Pegues DA. Guideline for prevention
of catheter-associated urinary tract { s 2009. Infect Control Hosp Epidemiol.
2010;31:319-26. K

Dudeck MA, Horan TC, P KD, et al. National Healthcare Safety Network

(NHSN) report, data sumgmary¥or 2009, device-associated module, issued January 2011.
Am ] Infect Control 200\%:349-67.

January 2013 7-16



Procedure-associated Events
SSI

Surgical Site Infection (SSI) Event

Introduction: In 2010, an estimated 16 million operative procedures were performed in the Wnited
States.” A recent prevalence study found that SSIs were the most common healthcare-assodi
infection, accounting for 31% of all HAIs among hospitalized patients.” NHSN data for *2008
(16,147 SSis following 849,659 operative procedures) showed an overall SSI rate of

While advances have been made in infection control practices, including impr operating room
ventilation, sterilization methods, barriers, surgical technique, and availa% ntimicrobial
prophylaxis, SSIs remain a substantial cause of morbidity and an associa rtality rate of 3%
has been attributed to them.* Of this, 75% of the mortality rate has Pe6 tly related to the SSI.*

Surveillance of SSI with feedback of appropriate data to surgeo \s een shown to be an
important component of strategies to reduce SSI risk.>®"® A's ful surveillance program
includes the use of epidemiologically-sound infection definition$ and effective surveillance
methods, stratification of SSI rates according to risk f sociated with SSI development, and
data feedback.®’ Recommendations are outlined in t ’s Guideline for Prevention of Surgical

Site Infection, 1999.8 6

Settings: Surveillance of surgical patients WtlFOgcur in any inpatient and/or outpatient setting
where the selected NHSN operative pr eM are performed.
) ;

Requirements: Perform surveillangl} Sl following at least one NHSN operative procedure
category (Table 1) as indicated irﬂhe atient Safety Monthly Reporting Plan (CDC 57.106).
Collect SSI (numerator) ande0 ¥ve procedure category (denominator) data on all procedures
included in the selected pro categories for at least one month. A procedure must meet the
NHSN definition of ap o@tive procedure in order to be included in the surveillance.

SSI monitoring req es\active, patient-based, prospective surveillance. Post-discharge and ante-
discharge surveill ethods should be used to detect SSls following inpatient and outpatient
operative proc . These methods include 1) direct examination of patients’ wounds during
follow-up vj either surgery clinics or physicians’ offices, 2) review of medical records or
surgery dﬁ\tient records, 3) surgeon surveys by mail or telephone, and 4) patient surveys by
mail hone (though patients may have a difficult time assessing their infections). Any
comBipation of these methods is acceptable for use; however, CDC criteria for SSI must be used.
. inimize Infection Preventionists’ (IPs) workload of collecting denominator data, operating
\% data may be downloaded (see file specifications at:
&\Qttp://www.cdc.qov/nhsn/PDFs/ImportianrocedureData current.pdf).

An SS1 will be associated with a particular NHSN operative procedure and the facility in which that
procedure was performed. Refer to the NHSN application’s Help system for instruction on linking
an SSI to an operative procedure.
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The International Classification of Diseases, 9" Revision Clinical Modifications (ICD-9-CM)
codes, which are defined by the ICD-9 Coordination and Maintenance Committee of the National
Center for Health Statistics and the Centers for Medicare and Medicaid Services (CMS), are
developed as a tool for classification of morbidity data. The wide use enables the grouping of
surgery types for the purpose of determining SSI rates. ICD-9-CM codes are updated ann Nyﬁ’
October and NHSN operative procedure categories are subsequently updated and chang@r
with NHSN users. Table 1 lists NHSN operative procedure category groupings by IC=8¥M
codes. Because ambulatory surgery centers and hospital outpatient surgery departments=fhay not use
ICD-9-CM procedure codes, Table 1 provides Current Procedural Terminology (&P¥) code
mapping for certain NHSN operative procedure categories to assist users insgeferinining the correct
NHSN code to report for outpatient surgery cases. However, CPT codes take precedence
over ICD-9-CM codes when determining the appropriate NHSN operati ocedure category for
inpatient surgery cases. Table 1 also includes a general descriptio {f\ ypes of operations
contained in the NHSN operative procedure categories. 6\

Definitions:
An NHSN operative procedure is a procedure @
e that is performed on a patient who is an N@@paﬂent or an NHSN outpatient;
and
e takes place during an operation (defi s a single trip to the operating room [OR] where a

surgeon makes at least one incisiod Wrétgh the skin or mucous membrane, including
laparoscopic approach, and clo@he incision primarily* before the patient leaves the OR);
and

e thatisincluded in Table ]K

*Primary closure is defined&\ sure of all tissue levels, regardless of the presence of wires,
wicks, drains, or other,dgeiges or objects extruding through the incision. However, regardless of
whether anything i ext\ iNg from the incision, if the skin edges are not fully reapproximated for
the entire length o incision (e.g., are loosely closed with gaps between suture/staple points), the
incision is not ¢ red primarily closed and therefore the procedure would not be considered an
operation. | ases, any subsequent infection would not be considered an SSI, although it may
be an HA LNt Meets criteria for another specific infection site (e.g., skin or soft tissue infection).

NHggﬁatient: A patient whose date of admission to the healthcare facility and the date of
ischavge are different calendar days.

L
,&\@HSN Qutpatient: A patient whose date of admission to the healthcare facility and date of

discharge are the same calendar day.

Operating Room (OR): A patient care area that met the Facilities Guidelines Institute’s (FGI) or
American Institute of Architects’ (AlA) criteria for an operating room when it was constructed or
renovated.® This may include an operating room, C-Section room, interventional radiology room, or
a cardiac catheterization lab.
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Table 1. NHSN Operative Procedure Category Mappings to ICD-9-CM Codes and CPT Codes
CPT codes are to be used for outpatient surgery cases only.

§.

\' Z
&
&

&

S

an of lesion or tissue

s@ast including radical,
modified, or quadrant
resection, lumpectomy,
incisional biopsy, or

mammoplasty

Legacy Operative Description ICD-9-CM Codes / CPT Codes
Code Procedure
AAA Abdominal Resection of abdominal 38.34, 38.44, 38.64 <
aortic aorta with anastomosis or
aneurysm replacement (
repair
AMP Limb Total or partial amputation | 84.00-84.19, 84.91 Q
amputation or disarticulation of the O
upper or lower limbs, Q
including digits
APPY Appendix Operation of appendix (not | 47.01, 47. 09 6 91, 47.92,
surgery incidental to another 47.99 \
procedure) \
AVSD Shunt for Arteriovenostomy for renal | 39.27, @
dialysis dialysis
BILI Bile duct, liver | Excision of bile ducts or 50.12, 50.14, 50.21-50.23,
or pancreatic operative procedures on th 725, 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 inc@ 51.41-51.43, 51.49, 51.51, 51.59,
operations only 51.61-51.63, 51.69, 51.71, 51.72,
gallbladder) Qﬂb 51.79, 51.81-51.83, 51.89, 51.91-
'\ 51.95, 51.99, 52.09, 52.12, 52.22,
Q 52.3,52.4,52.51-52.53, 52.59-
('l/ 52.6,52.7,52.92, 52.95, 52.96,
52.99
BRST Breast surgery 85.12, 85.20-85.23, 85.31-85.36,

85.41-85.48, 85.50, 85.53-85.55,
85.6, 85.70-85.76, 85.79, 85.93-
85.96

19101, 19112, 19120, 19125,
19126, 19300, 19301, 19302,
19303, 19304, 19305, 19306,
19307, 19316, 19318, 19324,
19325, 19328, 19330, 19340,
19342, 19350, 19355, 19357,
19361, 19364, 19366, 19367,
19368, 19369, 19370, 19371
19380

MCARD Cardiac

surgery

Procedures on the heart;
includes valves or septum;
does not include coronary
artery bypass graft, surgery
on vessels, heart
transplantation, or
pacemaker implantation

35.00-35.04, 35.06, 35.08, 35.10-
35.14, 35.20-35.28, 35.31-35.35,
35.39, 35.42, 35.50, 35.51, 35.53,
35.54, 35.60-35.63, 35.70-35.73,
35.81-35.84, 35.91-35.95, 35.98-
35.99, 37.10-37.12, 37.31-37.33,
37.35-37.37, 37.41, 37.49, 37.60
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Legacy Operative Description ICD-9-CM Codes / CPT Codes

Code Procedure

CEA Carotid Endarterectomy on vessels | 38.12
endarterectomy | of head and neck (includes

carotid artery and jugular N
vein)

CBGB Coronary Chest procedure to perform | 36.10-36.14, 36.19 €
artery bypass direct revascularization of O
graft with both | the heart; includes obtaining
chest and suitable vein from donor Q
donor site site for grafting '\O
incisions &\

CBGC Coronary Chest procedure to perform | 36.15-36.17, ~
artery bypass | direct vascularization of the \\
graft with chest | heart using, for example the @
incision only internal mammary A

(thoracic) artery
CHOL Gallbladder Cholecystectomy and 3, 51.04,51.13, 51.21-51.24
surgery cholecystotomy (gimso, 47562, 47563, 47564,
6 47600, 47605, 47610, 47612,
~ 47620
COLO Colon surgery | Incision, resectich,’6 17.31-17.36, 17.39, 45.03, 45.26,
anastomosis.o rge 45.41, 45.49, 45.52, 45.71-45.76,
intestine; %ies large-to- | 45.79, 45.81-45.83, 45.92-45.95,
small a@lﬁ to-large | 46.03, 46.04, 46.10, 46.11, 46.13,
bowe) an mosis; does 46.14, 46.43, 46.52, 46.75, 46.76,
n&dude rectal operations | 46.94
5\ 44140, 44141, 44143, 44144,
44145, 44146, 44147, 44150,
‘\O'J 44151, 44160, 44204, 44205,
\N 44206, 44207, 44208, 44210
CRAN Crani@ Excision repair, or 01.12, 01.14, 01.20-01.25, 01.28,
0 exploration of the brain or 01.29, 01.31, 01.32,01.39,01.41,
meninges; does not include | 01.42, 01.51-01.53, 01.59, 02.11-
Q taps or punctures 02.14, 02.91-02.93, 07.51-07.54,
Q} 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
\ >SEC Cesarean Obstetrical delivery by 74.0,74.1,74.2,74.4,74.91, 74.99
section Cesarean section
FUSN Spinal fusion Immobilization of spinal 81.00-81.08
column
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Operative

~§‘

Repair utnal, femoral,
umbilical Jog anterior
abdgminalWwall hernia; does
n&ude repair of

x ragmatic or hiatal
hérnia or hernias at other

) body sites

53.05, 53.10-53.17, 53.21, 53.29,
53.31, 53.39, 53.41-53.43, 53.49,

53.51, 53.59, 53.61-53.63, 53.69

Description ICD-9-CM Codes / CPT Codes
Code Procedure
FX Open reduction | Open reduction of fracture 79.21, 79.22, 79.25, 79.26, 79.31,
of fracture or dislocation of long bones | 79.32, 79.35, 79.36, 79.51, 79.52,
with or without internal or 79.55, 79.56
external fixation; does not 23615, 23616, 23630, 23670,
include [_)Iacement of joint 23680, 24515, 24516, 24538, (
prosthesis 24545, 24546, 24575, 24579,
24586, 24587, 24635, 24
24666, 24685, 25337,
25525, 25526, 25 4,
25575, 25607, 2
25652, 27236 % 27245,
27248, 2 69, 27283,
27506, 27511, 27513,
275 5, 27536, 27540,
277&7759, 27766, 27769,
84, 27792, 27814, 27822,
26, 27827, 27828
GAST Gastric surgery | Incision or excision of @1’3.0, 43.42, 43.49, 43.5, 43.6,
stomach; includes sub@ 43,7, 43.81, 43.82, 43.89, 43.91,
or total gastrecto 43.99, 44.15, 44.21, 44.29, 44.31,
not include va and 44.38-44.42, 44.49, 445, 44.61-
fundoplicaji 44.65, 44.68-44.69, 44.95-44.,98
HER Herniorrhaphy 17.11-17.13, 17.21-17.24, 53.00-

49491, 49492, 49495, 49496,
49500, 49501, 49505, 49507,
49520, 49521, 49525, 49550,
49553, 49555, 49557, 49560,
49561, 49565, 49566, 49568,
49570, 49572, 49580, 49582,
49585, 49587, 49590, 49650,
49651, 49652, 49653, 49654,
49655, 49656, 49657, 49659,
55540

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

Heart
transplant

Transplantation of heart

37.51-37.55
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Legacy Operative Description ICD-9-CM Codes / CPT Codes
Code Procedure
HYST Abdominal Abdominal hysterectomy; 68.31, 68.39, 68.41, 68.49, 68.61,
hysterectomy includes that by laparoscope | 68.69
58150, 58152, 58180, 58200,
58210, 58541, 58542, 58543,
58544, 58548, 58570, 58571, (
58572, 58573, 58951, 58953, O
58954, 58956 ,e
KPRO Knee Arthroplasty of knee 00.80-00.84, 81.54, 8
prosthesis 27438, 27440, 27
27443, 27445 22%’27447
27486, 2748
KTP Kidney Transplantation of kidney | 55.61, 5 BQ
transplant @
LAM Laminectomy | Exploration or 03. O'h.\?: 02, 03.09, 80.50, 80.51,
decompression of spinal 3, 80.54*, 80.59, 84.60-84.69,
cord through excision or 0-84.85
incision into vertebral
structures b
LTP Liver Transplantation ive 50.51, 50.59
transplant ?{b
NECK Neck surgery | Major excigi mﬁ:ision 30.1, 30.21, 30.22, 30.29, 30.3,
of the | %d radical 30.4, 31.45, 40.40-40.42
neck d% : does not
inclygle th¥roid and
p roid operations
NEPH Kidney surgery Mtion or manipulation | 55.01, 55.02, 55.11, 55.12, 55.24,
he kidney with or 55.31, 55.32, 55.34, 55.35, 55.39,
‘\J Wlthout removal of related | 55.4, 55.51, 55.52, 55.54, 55.91
\N structures
OVRY Ovari \J Operations on ovary and 65.01, 65.09, 65.12, 65.13, 65.21-
su related structures 65.25, 65.29, 65.31, 65.39, 65.41,
Q 65.49, 65.51-65.54, 65.61-65.64,
65.71-65.76, 65.79, 65.81, 65.89,
Q} 65.92-65.95, 65.99
PA@ 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,
6 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 | 60.69
of the prostate; does not
include transurethral
resection of the prostate
PVBY Peripheral Bypass operations on 39.29
vascular peripheral arteries
bypass surgery
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A.

Legacy Operative Description ICD-9-CM Codes / CPT Codes
Code Procedure
REC Rectal surgery | Operations on rectum 48.25, 48.35, 48.40, 48.42, 48.43,
48.49-48.52, 48.59, 48.61-48.65,
48.69, 48.74
RFUSN Refusion of Refusion of spine 81.30-81.39
spine P,
SB Small bowel Incision or resection of the | 45.01, 45.02, 45.15, 45.31-45.3¢,)
surgery small intestine; does not 45.51, 45.61-45.63, 45.9]@01,
include small-to-large 46.02, 46.20-46.24,‘46 .39,
bowel anastomosis 46.41, 46.51, 46.74.46%4/ 46.93
SPLE Spleen surgery | Resection or manipulation 41.2,41.33, 41. ,41.5,
of spleen 41.93, 41.95, %
THOR Thoracic Noncardiac, nonvascular 32.09, 32 -32.23, 32.25,
surgery thoracic surgery; includes 32.26, 2.30, 32.39, 32.41,
pneumonectomy and hiatal | 32.49; , 32.59, 32.6, 32.9,
hernia repair or 33.0783.1, 33.20, 33.25, 33.28,
diaphragmatic hernia repair 1-33.34, 33.39, 33.41-33.43,
(except through abdominal A8, 33.49, 33.98, 33.99, 34.01-
approach) 4.03, 34.06, 34.1, 34.20, 34.26,
6 34.3,34.4,34.51, 3452, 34.59,
34.6, 34.81-34.84, 34.89, 34.93,
(b 34.99, 53.80-53.84
THYR Thyroid and/or | Resection aMipulation 06.02, 06.09, 06.12, 06.2, 06.31,
parathyroid of thyrgj r 06.39, 06.4, 06.50-06.52, 06.6,
surgery parath\% 06.7, 06.81, 06.89, 06.91-06.95,
06.98, 06.99
VHYS Vaginal ol hysterectomy; 68.51, 68.59, 68.71, 68.79
hysterectomy 5(& es that by laparoscope
y_4
VSHN Ventriculaf ‘C)Ventricular shunt 02.21, 02.22, 02.31-02.35, 02.39,
shunt \ operations, including 02.42, 02.43, 54.95"
(b revision and removal of
. shunt
XLAP @tory Abdominal operations not 53.71,53.72, 53.75, 54.0, 54.11,
rotomy involving the 54.12,54.19, 54.3,54.4, 54,51,
Q} gastrointestinal tract or 5459, 54.61, 54.63, 54.64, 54.71-
@ biliary system; includes 54.75, 54.92, 54.93
diaphragmatic hernia repair
6 through abdominal
N approach

*|f the 80.54 procedure was a percutaneous repair of the anulus fibrosus, it is not considered an
NHSN operative procedure and should not be included in LAM denominator data.

"Include only if this procedure involves ventricular shunt (i.e., is not a Ladd procedure to repair
malrotation of intestines).
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For a complete list of all ICD-9-CM codes mapped to their assignment as an NHSN operative
procedure category, a surgical procedure other than an NHSN operative procedure (OTH), or a non-
operative procedure (NO), see ICD-9-CM Procedure Code Mapping to NHSN Operative Procedure
Categories at http://www.cdc.gov/nhsn/XLS/ICD-9-cmCODEScurrent.xIsx.
*
o

ASA score: Assessment by the anesthesiologist of the patient’s preoperative physical co,

using the American Society of Anesthesiologists’ (ASA) Classification of Physical S

is assigned one of the following which may be used as one element of SSI risk ad'&
1.

2
3.
4.
5

Normally healthy patient

Patient with mild systemic disease . O

Patient with severe systemic disease that is not incapacitating \

Patient with an incapacitating systemic disease that is a consta @at to life

Moribund patient who is not expected to survive for 24 ho, x or without the operation.
NOTE: If coded as expired or as organ donor, report as 5.

Duration of operative procedure: The interval in hours and m‘!h&es between skin incision and

primary skin closure. See also definition of primary clgs nd the Denominator Data reporting
instructions in this chapter.

Emergency operative procedure: A nonelective, uéeduled operative procedure. Emergency

operative procedures are those that do not al or the standard immediate preoperative
preparation normally done within the facility fer"a scheduled operation (e.g., stable vital signs,
adequate antiseptic skin preparation, c@decontamination in advance of colon surgery, etc.).

General anesthesia: The administ Qﬁf drugs or gases that enter the general circulation and affect

the central nervous system t F§ the patient pain free, amnesic, unconscious, and often
paralyzed with relaxed musgk

Scope: An instrument'@o visualize the interior of a body cavity or organ. In the context of an
NHSN operative p%\@u e, use of a scope involves creation of several small incisions to perform

or assist in the p

surveillan

ance of an operation rather than use of a traditional larger incision (i.e., open

also Instructions for Completion of Denominator for Procedure Form and both

approach). Rg tIp assistance is considered equivalent to use of a scope for NHSN SSI

a and Denominator Data reporting instructions in this chapter.

- Blunt or penetrating injury.

\Q ound class: 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 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
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wounds are primarily closed and, if necessary, drained with closed drainage. Operative incisional
wounds that follow nonpenetrating (blunt) trauma should be included in this category if they meet
the criteria.

NOTE: The following NHSN operative procedure categories are NEVER considered to have
clean wound classification: APPY, BILI, CHOL, COLO, REC, SB, and VHYS. \% ¢

Clean-Contaminated: Operative wounds in which the respiratory, alimentary, genital‘@nary
tracts are entered under controlled conditions and without unusual contamination. _Speefically,
operations involving the biliary tract, appendix, vagina, and oropharynx are inclu@in this
category, provided no evidence of infection or major break in technique is tered.*Includes
female and male reproductive tracts. ;e'r\'\

Contaminated: Open, fresh, accidental wounds. In addition, opergti @l;h major breaks in sterile
technique (e.g., open cardiac massage) or gross spillage from the Intestinal tract, and incisions
in which acute, nonpurulent inflammation is encountered are i d in this category.

involve existing clinical infection or perforated viscera! definition suggests that the organisms

Dirty or Infected: Includes old traumatic wounds with %d devitalized tissue and those that
causing postoperative infection were present in th& Ive field before the operation.

Table 2. Surgical Site Infection Criteria ()

Criterion Surgical Site Infectidg (S81)

Superficial incis I I

Must meet thegfoldwing criterion:

Infection ocgrs brithin 30 days after any NHSN operative procedure,

e coded as ‘OTH’*

a
\Qéti nt has at least one of the following:

a. purulent drainage from the superficial incision.

b. organisms isolated from an aseptically-obtained culture of fluid or

Q tissue from the superficial incision.

includi
and K
igv?es nly skin and subcutaneous tissue of the incision

c. superficial incision that is deliberately opened by a surgeon and is

@ culture-positive or not cultured
and

% patient has at least one of the following signs or symptoms: pain or
\ tenderness; localized swelling; redness; or heat. A culture negative

L 2

d. diagnosis of a superficial incisional SSI by the surgeon or attending
physician.

*http://www.cdc.qgov/nhsn/XLS/ICD-9-cmCODEScurrent.xIsx
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Comments

There are two specific types of superficial incisional SSIs:
1. Superficial Incisional Primary (SIP) — a superficial 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 o%est

incision for CBGB) ¢
2. Superficial Incisional Secondary (SIS) — a superficial incisi@

that is identified in the secondary incision in a patient th had an

operation with more than one incision (e.g., donor sitg inCisfon for
CBGB) o

REPORTING
INSTRUCTIONS

e Do not report a stitch abscess (minimal inflamm ‘discharge
confined to the points of suture penetration) as % tion.

e Do not report a localized stab wound or pin s ction as SSI. While it
would be considered either a skin (SKINg% tissue (ST) infection,

depending on its depth, it is not reporta er this module.
e Diagnosis of “cellulitis”, by itself, d& meet criterion d for superficial
incisional SSI.

e |f the superficial incisional in@ extends into the fascial and/or muscle
layers, report as a deep incim Sl only.
[ newborns is classified as CIRC.

e An infected circumcisio%
Circumcision is not‘aBN operative procedure. CIRC is not reportable

under this moduleg,
e Aninfected b %wnd is classified as BURN and is not reportable under
this modulgsy

Deep incisional g1
Must meet #e following criterion:

L 2

N\
(((b

N

N

Infecti Ors within 30 or 90 days after the NHSN operative procedure
accordirg,to the list in Table 3

d
atient has at least one of the following:

a. purulent drainage from the deep incision.

b. adeep incision that spontaneously dehisces or is deliberately opened
by a surgeon and is culture-positive or not cultured
and
patient has at least one of the following signs or symptoms: fever
(>38°C); localized pain or tenderness. A culture-negative finding
does not meet this criterion.

c. an abscess or other evidence of infection involving the deep incision
that is found on direct examination, during invasive procedure, or by
histopathologic examination or imaging test.

d. diagnosis of a deep incisional SSI by a surgeon or attending physician.

Ainvalves deep soft tissues of the incision (e.g., fascial and muscle layers)
\‘»ESp

Comments

There are two specific types of deep incisional SSls:
1. Deep Incisional Primary (DIP) — a deep incisional SSI that is identified

January 2013
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in a 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)
2. Deep Incisional Secondary (DIS) — a deep incisional SSI that is
identified in the secondary incision in a patient that has had an
operation with more than one incision (e.g., donor site incisi A

CBGB)
REPORTING e Classify infection that involves both superficial and deep i |n 5|tes as
INSTRUCTION deep incisional SSI.

e Classify infection that involves superficial incisional, cisional, and
organ/space sites as deep incisional SSI. This is c d a complication
of the incision.

Organ/Space SSI _ o \\

Must meet the following criterion:

Infection occurs within 30 or 90 days aftet HSN operative procedure
according to the list in Table 3

and
infection involves any part of ti%@excluding the skin incision, fascia, or
muscle layers, that is opene nipulated during the operative procedure

and
patient has at least o %e following:
a. purulentd 'n&e rom a drain that is placed into the organ/space

b. organis ated from an aseptically-obtained culture of fluid or
tissue organ/space
C. an a%:;s or other evidence of infection involving the organ/space that
i on direct examination, during invasive procedure, or by
pathologic examination or imaging test
%dlagnosw of an organ/space SSI by a surgeon or attending physician

94
Q%&eets at least one criterion for a specific organ/space infection site listed in

able 4.

(((b

N

CommentsQ0 Because 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, the criterion for infection at these body sites must be met
in addition to the organ/space SSI criteria. For example, an appendectomy
with subsequent subdiaphragmatic abscess would be reported as an
organ/space SSI at the intraabdominal specific site (SSI-IAB) when both
organ/space SSI and IAB criteria are met. Table 4 list the specific sites that
must be used to differentiate organ/space SSI. These criteria are in the HAI
Definitions chapter.

REPORTING
INSTRUCTIONS

e |f a patient has an infection in the organ/space being operated on in the
first 2-day period of hospitalization and the surgical incision was closed
primarily, subsequent continuation of this infection type during the
remainder of the surveillance period is considered an organ/space SSI, if

January 2013
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organ/space SSI and site-specific infection criteria are met. Rationale: Risk
of continuing or new infection is considered to be minimal when a surgeon
elects to close a wound primarily.

Occasionally an organ/space infection drains through the incision an IS
considered a complication of the incision. Therefore, classify it
incisional SSI.

Report mediastinitis following cardiac surgery that is accom@ by
osteomyelitis as SSI-MED rather than SSI-BONE.

If meningitis (MEN) and a brain abscess (IC) are pre %ether after
operation, report as SSI-1C. ﬁ

Report CSF shunt infection as SSI-MEN if it O@Ithln 90 days of
placement; if later or after manlpulatlon/acc considered CNS-MEN
and is not reportable under this module.

Report spinal abscess with meningitis a@% EN following spinal

surgery.

January 2013
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Table 3. Survelllance Period for Deep Incisional or Organ/Space SSI Following Selected NHSN
Operative Procedure Categories

30-day Surveillance .
Code Operative Procedure Code Operative Procedure % ¢
AAA Abdominal aortic aneurysm repair LAM Laminectomy
AMP Limb amputation LTP Liver transplant o\
APPY | Appendix surgery NECK | Neck surgery ~
AVSD | Shunt for dialysis NEPH | Kidney surgery ,\
BILI Bile duct, liver or pancreatic surgery | OVRY | Ovarian surg
CEA Carotid endarterectomy PRST | Prostate surg%»
CHOL | Gallbladder surgery REC Rectal su
COLO | Colon surgery SB SmallNt surgery
CSEC | Cesarean section SPLE | Spl rgery
GAST | Gastric surgery THOR c surgery
HTP Heart transplant THYR 4 Thyroid and/or parathyroid
rgery
HYST | Abdominal hysterectomy r&aginal hysterectomy
KTP Kidney transplant §A¢ Exploratory Laparotomy
()'\ H Other operative procedures not
N J included in the NHSN categories
9 @?urvelllance
Code | Operative Procedure ¢ l!
BRST | Breast surgery
CARD | Cardiac surgery s§
CBGB | Coronary artery bypass graft with both chest and donor site incisions
CBGC | Coronary aﬂe@/pass graft with chest incision only
CRAN | Craniotomy N
FUSN | Spinal {3
FX Op ction of fracture
HER % rhaphy
HPRO (P prosthesis
KPg\Ynee prosthesis
PACK, | Pacemaker surgery
o BY | Peripheral vascular bypass surgery
QMSN Refusion of spine
& VSHN | Ventricular shunt

NOTE: Superficial incisional SSls are only followed for a 30-day period for all procedure types.
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Table 4. SpeCIflc Sites of an Organ/Space SSI. Criteria for these sites can be found in the NHSN
Help system (must be logged in to NHSN) or the HAI Definitions chapter.

Code Site Code Site

BONE | Osteomyelitis JNT Joint or bursa

BRST | Breast abscess or mastitis LUNG | Other infections of the resplratory\ﬂ ¢
tract

CARD | Myocarditis or pericarditis MED | Mediastinitis

DISC | Disc space MEN | Meningitis or ventriculitis V

EAR Ear, mastoid ORAL | Oral cavity (mouth, to O gums)

EMET | Endometritis OREP | Other infections of e or female
reproductive trac

ENDO | Endocarditis OUTI | Other infectio Eﬁe urinary tract

EYE Eye, other than conjunctivitis SA Spinal ab out meningitis

GIT Gl tract SINU | Sinusitis

HEP Hepatitis UR Upperres %tory tract

IAB Intraabdominal, not specified VASC r venous infection

elsewhere 5‘6
IC Intracranial, brain abscess or dura | VCUF¢] inal cuff

Numerator Data: All patients having any o Qedures included in the selected NHSN
operative procedure category(s) are monit signs of SSI. The Surgical Site Infection (SSI)
form is completed for each such patie Mto have an SSI. If no SSI events are identified during
the surveillance month, check the 0 Events” field in the Missing PA Events tab of the
Incomplete/Missing List.

The Instructions for Compl@ he Surgical Site Infection form include brief instructions for
collection and entry of each lement on the form. The SSI form includes patient demographic
information and infor ? about the operative procedure, including the date and type of
procedure. Informa mgb ut the SSI includes the date of SSI, specific criteria met for identifying
the SSI, when/ho SI was detected, whether the patient developed a secondary bloodstream
infection, whe patient died, and the organisms isolated from cultures and the organisms’
antimicrobi&ptibilities.

REP G INSTRUCTIONS:
ibuting SSI to a Procedure when Several are Performed on Different Dates: If a patient
qa several NHSN operative procedures performed on different dates prior to an infection,
eport the operative procedure code of the operation that was performed most closely in time
\Q prior to the infection date, unless there is evidence that the infection was associated with a
& different operation.

2. SSI after Laparoscopic Procedures: Following a laparoscopic surgery, if more than one of the
incisions should become infected, only report as a single SSI. If one incision meets criteria for a
superficial incisional SSI and another meets criteria for a deep incisional SSI, count as only one
deep incisional SSI.
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SSI after Breast (BRST) Procedures with More than One Incision:
e Asingle breast operative procedure (BRST) with multiple incisions on a single breast
that are not laparoscopic should be reported as only one operative procedure. If mqre
than one of the incisions should become infected, only report as a single SSI. §%

L 4

e A BRST procedure with a secondary incision for tissue harvest (e.g., Transv us
Abdominis Myocutaneous [TRAM] flap) should be reported as only one o@ ive
procedure. If the secondary incision gets infected, report as either SIS gr DIS"as
appropriate. 6

*

SSI after Procedures that Allow Secondary Incisions: For procedu t allow for
secondary incisions (i.e., BRST, CBGB, CEA, FUSN, REC, PVB SN), the secondary
incision site surveillance period will only be 30 days, as long A@te does not have retained
implantable materials. For example, a saphenous vein harves& ion in a CBGB procedure is
considered the secondary incision and is monitored for onl ays after surgery for evidence
of SSI, but the chest incision is monitored for 90 days.

stoma site and abdominal operative incision(s marily closed and one or more of the

incisions becomes infected, report only as.oneNagisional SSI. If the stoma site is closed at the

fascial/muscle layer but not superficall @g left to heal by secondary intention) and the

abdominal operative incision(s) is primagjlyClosed, this is still considered an NHSN operative

procedure and therefore if an or?grl/%ce Infection develops, it is considered an SSI. However,
d it

SSI After Colostomy Reversal: In a colostomy ? (take down) procedure, if colostomy

if the stoma site becomes infect considered skin or soft tissue infection, not an SSI.

the operation was done, the IP of the index facility with enough detail so the infection can
be reported to NH$I\@he reporting the SSI, the index facility should indicate that Detected =

RO.
\\

SSi Attribue'@fter Surgical Procedure with More Than One Operative Procedure

SSI Detected at Anoth@‘&ity: If an SSI is detected at a facility other than the one in which

re than one NHSN operative procedure category was performed through a

ction Lists (Table 5) to select the operative procedure to which the SSI should be attributed.

SSI Following an Implant: When implanted material is left in place during an NHSN operative
procedure with a 90-day surveillance period (e.g., KPRO, VSHN) and the implanted material or
the area/structures contiguous with it are later manipulated for diagnostic or therapeutic
purposes, organ/space infection can occur. In such a case, if organ/space infection develops
during the 90-day surveillance period, the infection is not attributed to the operation in which
the implant was inserted; instead it should be attributed to the latter procedure.
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9. Reporting Instructions for Specific Post-operative Infection Scenarios:

Once a patient is discharged from the index hospital, if the incision opens due to fall or
other reasons and there was no evidence of incisional infection at the time of its opening
(as defined by lack of those symptoms that make up the SSI definition), then subseguent
infection of the incision is not considered an SSI or an HAI for the index hospi %ﬁe
patient was in a rehab facility when this occurred, it would be an HAI for th ity).
This implies a mechanical reason for dehiscence rather than an infectious @ :
Post-op patient is still hospitalized following surgery and his asympto&c cision
|

opens due to fall or other reasons (e.g., picking at it). If subsequent j nal infection
develops, it is considered an HAI but not SSI. ¢
Post-op patient sustains an injury to the incision area but incisj es not open. Later,

incisional infection develops; this is considered an SSI. m
Post-op patient has an intact incision or status of incisi%d nown (e.g., dressing
never changed so no one has seen the incision), or it | that patient
showered/bathed *“too early” post-op, or it is noted e patient was incontinent and
incision was or may have been contaminated, or pattent got intact incision dirty, then

subsequent incisional infection is considere%@&l.
Post-op patient has skin condition (e.g., d Is, blister, impetigo) near intact incision,
and then subsequently develops incisic&&ection within the follow-up surveillance
period; this is an SSI.

Patient has remote site infectiogi %r prior to or after an operation, or has a

manipulation that “seeds” o e site (e.g., dental work), and later develops deep

incisional or organ/spac on; this is an SSI if it occurs in the follow up
surveillance period. i ' ,
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Table 5. NHSN Principal Operative Procedure Category Selection Lists
The following lists are derived from the operative procedures listed in Table 1. The categories with
the highest risk of SSI are listed before those with lower risks.

SSI

§.

Priority Code Abdominal Operations
1 LTP Liver transplant N
2 COLO Colon surgery O
3 BILI Bile duct, liver or pancreatic surgery e
4 SB Small bowel surgery -
5 REC Rectal surgery RN
6 KTP Kidney transplant ‘U
7 GAST Gastric surgery 6
8 AAA Abdominal aortic aneurysm repa @
9 HYST Abdominal hysterectomy 4 4}
10 CSEC Cesarean section ,b\
11 XLAP Laparotomy \
12 APPY Appendix surgery .
13 HER Herniorrhaphy \;b
14 NEPH Kidney surge
15 VHYS Vaginal Hys@(ny
16 SPLE Spleen seger
17 CHOL Gall surgery
18 OVRY Oyagiansurgery
A\
Priority Code Ippracic Operations
1 HTP (‘ eart transplant
2 CBGB Coronary artery bypass graft with donor incision(s)
3 CBGC s@ Coronary artery bypass graft, chest incision only
4 CARDe O) Cardiac surgery
5 THQ Thoracic surgery
Priority Cq@ Neurosurgical (Spine) Operations
1 N Refusion of spine
2 Crainiotomy
3 %€ USN Spinal fusion
4 LAM Laminectomy
Prioth‘ Code Neurosurgical (Brain) Operations
N VSHN Ventricular shunt
%} RFUSN Refusion of spine
¥ CRAN Craniotomy
4 FUSN Spinal fusion
5 LAM Laminectomy
Priority Code Neck Operations
1 NECK Neck surgery
2 THYR Thyroid and or parathyroid surgery
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Denomlnator Data: For all patients having any of the procedures included in the NHSN Operative
Procedure category(s) selected for surveillance during the month, complete the Denominator for
Procedure form. The data are collected individually for each operative procedure performed during
the month specified on the Patient Safety Monthly Reporting Plan. The Instructions for Completion
of the Denominator for Procedure Form include brief instructions for collection and entry h

data element on the form. Q

REPORTING INSTRUCTIONS:

1. Different Operative Procedure Categories Performed During Same¢ @ghe OR: If
procedures in more than one NHSN operative procedure category are med during the
same trip to the operating room through the same or different incisi Denominator for
Procedure form is reported for each NHSN operative procedu egﬂ‘ory being monitored. For
example, if a CARD and CBGC are done through the same i a Denominator for
Procedure form is reported for each. In another example, if ing a motor vehicle accident,
a patient has an open reduction of fracture (FX) and sple my (SPLE) performed during the
same trip to the operating room and both procedur @prles are being monitored, complete a
Denominator for Procedure form for each. es\

EXCEPTION: If a patient has both a CBGC a@BGB during the same trip to the operating
room, report only as a CBGB. Only re a CBGC when there is a chest incision only.
CBGB and CBGC are never reported B\ same patient for the same trip to the operating
room. The time from chest i |nC|3|o hest primary closure is reported as the duration of the
procedure.

2. Duration of the Procedyr, n More than One Category of NHSN Operative Procedure
is Done Through the S cision: If more than one NHSN operative procedure category is
performed through thee~same incision during the same trip to the operating room, record the
combined duratjon % procedures, which is the time from skin incision to primary closure.

C and a CARD are performed on a patient during the same trip to the

operating ro time from skin incision to primary closure is reported for both operative

rative Procedure Category but Different ICD-9-CM Codes During Same Trip to

- If procedures of different ICD-9-CM codes from the same NHSN operative procedure

ory are performed through the same incision, record only one procedure for that category.

or example, a facility is performing surveillance for CARD procedures. A patient undergoes a
\Q replacement of both the mitral and tricuspid valves (35.23 and 35.27, both CARD) during the

& same trip to the operating room. Complete one CARD Denominator for Procedure form
because ICD-9-CM codes 35.23 and 35.27 fall in the same operative procedure category
[CARD] (see Table 1).

4. Bilateral Procedures: For operative procedures that can be performed bilaterally during same
trip to operating room (e.g., KPRO), two separate Denominator for Procedure forms are
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completed. To document the duration of the procedures, indicate the incision time to closure
time for each procedure separately or, alternatively, take the total time for both procedures and
split it evenly between the two.

patient goes to the operating room more than once during the same admission and a
procedure of the same or different NHSN procedure category is performed throug@
incision within 24 hours of the end of the original operative incision, report on:é 0

5. More Than One Operative Procedure Through Same Incision Within 24 Hours: EA’
same

Denominator for Procedure form for the original procedure, combining the ions for both
procedures. For example, a patient has a CBGB lasting 4 hours. He returggto)tfie OR six hours

later to correct a bleeding vessel (OTH). The surgeon reopens the initiglNyision, makes the
repairs, and recloses in 1.5 hours. Record the operative procedure BGB and the
duration of operation as 5 hour 30 minutes. If the wound class ¢ nged, report the higher

wound class. If the ASA class has changed, report the higher@ ass. Do not report an

‘OTH’ record. A

Patient Expires in the OR: If a patient expires in th rating room, do not complete a
Denominator for Procedure form. This operative ure is excluded from the denominator.

S

Laparoscopic Hernia Repairs. Laparoscopicénia repairs are considered one procedure,
regardless of the number of hernias that ﬂ(ﬁpaired in that trip to the operating room. In most
cases there will be only one incision ti umented for this procedure. If more than one time
is documented, report the total of t@lra ions.

~

o

Open Hernia Repairs: Open i.(;l«fon-laparoscopic) hernia repairs are reported as one
procedure for each herni é‘ed via a separate incision, i.e., if two incisions are made to
repair two defects, then % ocedures will be reported. It is anticipated that separate incision
times will be recogde or these procedures. If not, take the total time for both procedures and
splititevenly b tweﬂ e two procedures.

(o}
N
QD
e
2]
=
o
@
o
o
©

terectomy — HYST or VHYS: When assigning the correct ICD-9-CM
ocedure code, a trained coder must determine what structures were detached

isbh
@ ocation of where the structures were physically removed from the patient’s body.
refore, a total laparoscopic HYST procedure will have detachment of the entire uterus and
. %ervix from the surrounding supporting structures via the laparoscopic technique. A
\Q\ laparoscopically-assisted VHY'S involves detachment of the uterus and upper supporting
& structures via laparoscope but the lower supporting structures and cervix are detached via
vaginal incision.

10. A Single NHSN Operative Procedure With Multiple Incisions: Some operative procedures

have more than one incision (e.g., CBGB; CEA; colostomy reversals (COLO); FUSN or
RFUSN with anterior and posterior approaches; PVBY; single breast (BRST) procedure with
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multiple open or laparoscopic incisions; BRST with Transverse Rectus Abdominis
Myocutaneous [TRAM] flap). Complete only one Denominator for Procedure form for such
procedures as long as any of the incisions is primarily closed. Record the duration as time from
skin incision to closure of the primary incision. See Numerator Data Reporting Instructiong in
this chapter for how to report SSI. ¢

11. Incidental Appendectomy: An incidental appendectomy is not reported as a sep@
appendectomy (APPY) procedure.

performed, do not report XLAP; instead report only the other procedur@N\F®r example, for an
exploratory laparotomy that results in a hemicolectomy (COLO), nly a COLO.
*

Data Analyses: The Standardized Infeciton Ratio (SIR) is calcul %y dividing the number of
observed infections by the number of expected infections. The er of expected infections, in the
context of statistical prediction, is calculated using SSI probaﬁi&ies estimated from multivariate
logistic regression models constructed from NHSN da 409 a baseline time period, which
represents a standard population’s SSI experience.® g\,

12. XLAP: For an exploratory laparotomy that results in a procedure from aﬁ@r category being

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

SIR ved (O) HAIs
Q EXpected (E) HAIs

While the SSI SIR can be calcula d(;l/single procedure categories and for specific surgeons, the
measure also allows you to su tgize your data across multiple procedure categories while
adjusting for differences in gg imated probability of infection among the patients included
across the procedure categorieS. For example, you will be able to obtain one SSI SIR adjusting for
all procedures reporteﬂ&rnaﬂvely, you can obtain one SSI SIR for all colon surgeries (COLO)
only within your fachty.

SSI rates per @perative procedures are calculated by dividing the number of SSls by the number
of specific opemative procedures and multiplying the results by 100. SSI will be included in the

rate based on the date of procedure, not the date of event. Using the advanced

numerg
anal@ature of the NHSN application, SSI rate calculations can be performed separately for the
diffe types of operative procedures and stratified by the basic risk index.

major risk factors:

,&\Q\he basic SSI risk index assigns surgical patients into categories based on the presence of three

1. Operation lasting more than the duration cut point, where the duration cut point is the
approximate 75™ percentile of the duration of surgery in minutes for the operative
procedure.

Contaminated (Class I11) or Dirty/infected (Class V) wound class.

3. ASA score of 3, 4, or 5.

N
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The patient’s SSI risk category is simply the sum of the number of these factors present at the time
of the operation. Calculating SSI rates with this option provides less risk adjustment than is
afforded by the multivariate logistic regression model used in the calculation of the SIR (see

above). \ ¢
Descriptive analysis options of numerator and denominator data are available in the r@
application, such as line listings, frequency tables, and bar and pie charts. SIRs and S tes and
control charts are also available. Guides on using NHSN analysis features are avéle
http://www.cdc.gov/nhsn/PS-Analysis-resources/reference-guides.html. ;‘\

!Data from the National Hospital Discharge Survey. Retrieved from @V
http://www.cdc.gov/nchs/data/nhds/4procedures/2010pro_numbe ge.pdf.

’Magill SS, Hellinger W, et al. Prevalence of healthcare-asoc@ﬂfections in acute care facilities.
Infect Control Hospital Epidemiol 2012;33(3):283-91.

%Yi M, Edwards JR, et al. Improving risk-adjusted m of surgical site information for the
National Healthcare Safety Network. Infect Contr6 Epidemiol 2011; 2(10):970-986.

*Awad SS. Adherence to Surgical Care Imp ent Project Measures and post-operative surgical
site infections. Surg Infect 2012 Aug. 22 EN ead of print.

>Condon RE, Schulte WJ, Malangofi 7 Anderson-Teschendorf MJ. Effectiveness of a surgical
wound surveillance program. Ar({Su 1983;118:303-7.

®Society for Healthcare Epis@ogy of America, Association for Professionals in Infection

Control and Epidemiolo Cehters for Disease Control and Prevention, Surgical Infection Society.
Consensus paper ori eillance of surgical wound infections. Infect Control Hosp Epidemiol

1992;13(10):599-6?

"Haley RW, o@« H, White JW, Morgan WM, Emori TG, Munn VP. The efficacy of infection

surveillancengn® control programs in preventing healthcare-associated infections in US hospitals.
@ ol 1985;121:182-205.

AmJE
8Cer&)r Disease Control and Prevention. Guideline for prevention of surgical site
. @:tion,1999. Infect Control Hosp Epidemiol 1999;20(4):247-278.

&\QFacilities Guidelines Institute. Guidelines for design and construction of health care facilities.
American Society for Healthcare Engineering; Chicago IL; 2010.
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Ventilator-Associated Event (VAE)
For use in adult patients (=18 years)
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Device-associated Events
VAE

echanlcal ventilation is an essential, life-saving therapy for patients with
s and respiratory failure. Studies have estimated that more than 300,000 patients

receg echanical ventilation in the United States each year [1-3]. These patients are at high
7 complications and poor outcomes, including death [1-5]. Ventilator-associated

A

etimonia (VAP), sepsis, Acute Respiratory Distress Syndrome (ARDS), pulmonary embolism,
arotrauma, and pulmonary edema are among the complications that can occur in patients

receiving mechanical ventilation; such complications can lead to longer duration of mechanical
ventilation, longer stays in the ICU and hospital, increased healthcare costs, and increased risk of
disability and death. Mortality in patients with acute lung injury on mechanical ventilation has
been estimated to range from 24% in persons 15-19 years of age to 60% for patients 85 years and

older [4].
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Surveillance for ventilator-associated events in the National Healthcare Safety Network (NHSN)
has to date been limited to VAP. For the year 2010, NHSN facilities reported more than 3,525
VAPs, and the VAP incidence for various types of hospital units ranged from 0.0-5.8 per 1,0
ventilator days [6]. However, there is currently no valid, reliable definition for VAP, and ev

the most widely-used VAP criteria and definitions are neither sensitive nor specific [7-10 %

A particular difficulty with many commonly-used VAP definitions, including the N PNEU
definitions (revised in 2002), is that they require radiographic findings of pneumo vidence
suggests that chest radiograph findings do not accurately identify VAP. The s vity and
variability inherent in chest radiograph technique, interpretation, and repogti e chest
imaging ill-suited for inclusion in a definition algorithm to be used for ¢h tial purposes of
public reporting, inter-facility comparisons, and pay-for-reporting an -for-performance
programs. Another major difficulty with available VAP definition r reliance on specific
clinical signs or symptoms, which are subjective and may be pooﬂlor inconsistently
documented in the medical record. The NHSN PNEU protogaiincludes multiple definition
pathways and special criteria for selected patient populati 7& children,
immunocompromised patients), increasing its comple 'té

The limitations of VAP surveillance definitions % implications for prevention. Valid and
reliable surveillance data are necessary for as the effectiveness of prevention strategies. It
is notable that some of the most effective s for improving outcomes of patients on
mechanical ventilation do not specificaﬂlt)%t pneumonia prevention [11-14].

In 2011 CDC convened a Workin up composed of members of several stakeholder
organizations to address the li s of the NHSN PNEU definitions and propose a new
approach to surveillance for \entitator-Associated Events (VAE) for NHSN. The organizations
represented in the Workint)\ p include: the Critical Care Societies Collaborative (the
American Association ORCritical-Care Nurses, the American College of Chest Physicians, the
American Thoracic , and the Society for Critical Care Medicine); the American
Association for R ory Care; the Association of Professionals in Infection Control and
Epidemiology; uncil of State and Territorial Epidemiologists; the Healthcare Infection
Control Prac dvisory Committee’s Surveillance Working Group; the Infectious Diseases
Society ica; and the Society for Healthcare Epidemiology of America.

@E surveillance definition algorithm developed by the Working Group is based on

e, streamlined, and potentially automatable criteria that will intentionally identify a broad
«T e of conditions and complications occurring in mechanically-ventilated adult patients [15].

here are three definition tiers within the VAE algorithm: 1) Ventilator-Associated Condition
(VAC); 2) Infection-related Ventilator-Associated Complication (IVAC); and 3) Possible and
Probable VAP (see Figure below). Data indicate that streamlined, objective algorithms to detect
ventilator-associated complications (similar to the VAC tier of the VAE algorithm) are easily
implemented, can make use of electronic health record systems to automate event detection, and
identify events that are clinically important and associated with outcomes such as ICU and
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hospital length of stay and mortality [15,16]. Research to date suggests that most VACs are due
to pneumonia, ARDS, atelectasis, and pulmonary edema [15]. These are significant clinical
conditions that may be preventable.

Patient on mechanical ventilation > 2 days

Baseline period of stability or improvement, followed by sustained | Q

period of worsening oxygenation -

-
%

Ventilator-Associated Condition (VAC) —

signed to be suitable for

se in potential future public
reporting, inter-facility
comparisons, pay-for-
performance programs

A

General, objective evidence of infection/inflammation

¢l
(S

Infection-Related Ventilator-Associated Complication (I

Positive results of Iaboratory/microbiologicﬂbing
L A J
O o N \ \ Designed to be suitable for
Possible or Probab } use in internal quality
& J improvement

NOTE: The VAE definition alg& is for use in surveillance; it is not a clinical definition
algorithm and is not mtende e in the clinical management of patients. Examples provided
throughout this protoco] nx he VAE “Frequently-Asked Questions” are for illustration
purposes only and are ntended to represent actual clinical scenarios.

Settings: Inpati ations eligible to participate in VAE surveillance are those in acute care
hospitals, lon acute care hospitals, and inpatient rehabilitation facilities where denominator
data (venti d patient days) can be collected for patients > 18 years of age. Such locations
may inc@utical/intensive care units (ICU), specialty care areas (SCA), step-down units,
Wards ong term care units. A complete listing of inpatient locations can be found in Chapter

5.5

&( TE: It is not required to monitor for VAEs after discharge if a patient is transferred to another
acility while still on mechanical ventilation. However, VAEs discovered within 2 calendar days
of discharge (where the day of discharge is day 1) should be reported to NHSN. No additional
ventilator days are reported.
Requirements: Surveillance for VAE in at least one inpatient location in the healthcare
institution for at least one calendar month as indicated in the Patient Safety Monthly Reporting
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Plan (CDC 57.106). The VAE algorithm is only applicable to mechanically-ventilated patients
>18 years of age.

Definitions: $ *
VAE: VAEs are identified by using a combination of objective criteria: deterioration in Q
respiratory status after a period of stability or improvement on the ventilator, evidence ofo
infection or inflammation, and laboratory evidence of respiratory infection. The foll pages
outline the criteria that must be used for meeting the VAE surveillance definitiang{(Fygures 1-5).

To report VAES, use the Ventilator-Associated Event form (CDC 57.112) andﬁm" ctions for

Completion found in this chapter. @
@endar days to be

*
NOTE: Patients must be mechanically ventilated for more tha
eligible for VAE. The earliest day on which VAE criteria ulfilled is day 4 of
mechanical ventilation (where the day of intubation and imiglation of mechanical
ventilation is day 1). The earliest date of event for V. the date of onset of worsening
oxygenation) is day 3 of mechanical ventilation. LK s of VAE data elements
demonstrating scenarios that meet and do not me VAE definitions are presented in
“Frequently-Asked Questions (FAQs)” numb .) 2 at the end of this chapter.

NOTE: The baseline period of stabilit@rovement on the ventilator is defined as the
2 calendar days immediately prece%:t first day of increased daily minimum PEEP or
FiO, and must be characterized alendar days of stable or decreasing daily

minimum FiO, or PEEP valueg (i.¢#/the daily minimum PEEP or FiO, on the second day

of the baseline period of staghjty or improvement must be equal to or less than the daily
minimum PEEP or FiO/ first day of the baseline period of stability or
improvement).

*

EXAMPLE: In &mple below, the baseline period is defined by mechanical
ventilation ( ys 3 and 4 (shaded in light gray), and the period of worsening

oxygenati V days 5 and 6 (shaded in darker gray), where the daily minimum FiO;
s > 0.2(@ oints) over the daily minimum FiO; during the baseline period.
A -
Daily minimum Daily minimum
4§}V Day PEEP (cmH,0) FiO, (oxygen concentration, %) VAE
v 1 8 1.00 (100%)
¢ % 2 6 0.50 (50%)
\ 3 5 0.40 (40%)
Q 4 5 0.40 (40%)
5 6 0.70 (70%) VAC
6 6 0.70 (70%)

EXAMPLE: In the example below, there is no VAC, because the FiO, on MV day 4 is
higher than the FiO, on MV day 3 (and therefore not stable or decreasing) — even though
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the FiO, on MV days 3 and 4 meets the 20-point threshold when compared with the daily
minimum FiO, on MV days 5 and 6.

Daily minimum Daily minimum ¢
MV Day PEEyP (cmH,0) FiO, (oxyge:concentration, %) VAE $

1 8 1.0 (100%) Q

2 6 0.50 (50%) O

3 5 0.35 (35%)

4 5 0.40 (40%)

5 6 0.70 (70%) No event

6 6 0.70 (70%) O

N

NOTE: Patients on high frequency ventilation or extracorporeab Ii&ort are
EXCLUDED from VAE surveillance.

NOTE: Patients who are receiving a conventional mode cﬁheci Eanical ventilation while
in the prone position, and patients who are receiving nventional mode of mechanical
ventilation while receiving nitric oxide therapy or stenol therapy are INCLUDED.

NOTE: Patients on Airway Pressure Release \@l ation (APRV) or related modes (see
FAQ nos. 22 and 23), are INCLUDED, Iﬁﬁe AE period of stability or improvement
on the ventilator and the period of worggniag’ oxygenation should be determined by
changes in FiO, only, since chang PBEP as indicated in this surveillance algorithm
may not be applicable to APRV, ition, patients with VAE who are on APRV or
related modes of mechanical en(triLﬂon should be indicated as such on the VAE Form
(CDC 57.112). {

NOTE: VAEs are defj esty a 14-day period, starting on the day of onset of worsening
oxygenation (the eKS ate, day 1). A new VAE cannot be identified or reported until
this 14-day peribqla elapsed. See FAQ no. 4.

Date of event: The@e f onset of worsening oxygenation. This is defined as the first calendar

minimum PEEP or FiO; increases above the thresholds outlined in the
orithm (i.e., day 1 of the required > 2-day period of worsening oxygenation
day period of stability or improvement on the ventilator).

. @XAMPLE: A patient is intubated in the Emergency Room for severe community-
\ acquired pneumonia and admitted to the MICU (day 1). The patient stabilizes and
&\Q improves on days 2-5, with a daily minimum FiO, of 0.35 (35%) on days 4 and 5. On day
6, the patient experiences respiratory deterioration, and requires a minimum FiO, of 0.60
(60%) on days 6 and 7, meeting the criteria for a VAC. The date of the VAC event is day

6.
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NOTE: The “date of event” is NOT the date on which all VAE criteria have been met. It
is the first day (of a > 2-day period) on which either of the worsening oxygenation
thresholds (PEEP or FiOy) is met.

*
VAE Window Period: This is the period of days around the event date (i.e., the day of onset@
worsening oxygenation) within which other VAE criteria must be met. It is usually a 5-d
period and includes the 2 days before, the day of, and the 2 days after the VAE event dat y

the first day of worsening oxygenation, the day of VAE onset). There is an exceptio ever,
in which the VAE Window Period is only 3 or 4 days, as follows: .\O
In cases where the VAE event date corresponds to MV day 3 or d window period
described above may only be a 3-day or a 4-day window, becaus NOT include any

days before the 3" day of MV. For example, if the VAE even \i@ MYV day 3, then the
window period includes only the day of VAE onset and th fby after VAE onset
(because the 2 days before VVAE onset are before the 3" MV).
Positive End-Expiratory Pressure (PEEP): “A technique u respiratory therapy in which
airway pressure greater than atmospheric pressure is % at the end of exhalation by the
a

introduction of a mechanical impedance to exhalatio . In patients on mechanical
ventilation, PEEP is one of the key parameters t%n e adjusted depending on the patient’s
oxygenation needs, and is typically in the ranN 0 15 cmH,0. A sustained increase (defined
later in this protocol) in the daily minimu EP of > 3 cmH,0 following a period of stability
or improvement on the ventilator is one‘ﬁ'l/ criteria that can be used in meeting the VAC
definition.

Fraction of inspired oxygen (Fi@e fraction of oxygen in inspired gas. For example, the
FiO, of ambient air is 0.21; the oXYygen concentration of ambient air is 21%. In patients on
mechanical ventilation, thk% is one of the key parameters that can be adjusted depending on
the patient’s oxygenationneeds, and is typically in the range of 0.30 (oxygen concentration of
30%) to 1.0 (oxygen tration of 100%). A sustained increase (defined later in this protocol)
in the daily mini 2 of >0.20 (20%) following a period of stability or improvement on the

ventilator is theq@o d of the two criteria that can be used in meeting the VAC definition.

Ventilat vice to assist or control respiration continuously, inclusive of the weaning
period, thgoligh a tracheostomy or by endotracheal intubation.
L
\ NOTE: Lung expansion devices such as intermittent positive-pressure breathing (IPPB);
\Q nasal positive end-expiratory pressure (nasal PEEP); and continuous nasal positive
airway pressure (CPAP, hypoCPAP) are not considered ventilators unless delivered via
tracheostomy or endotracheal intubation (e.g., ET-CPAP).

Episode of mechanical ventilation: Defined as a period of days during which the patient was
mechanically ventilated for some portion of each consecutive day.
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NOTE: A break in mechanical ventilation of at least one full calendar day, followed by
reintubation and reinitiation of mechanical ventilation during the same hospitalization,
defines a new episode of mechanical ventilation.

hospital day 1. The patient remains intubated and mechanically ventilated from h

days 2-10. The patient is extubated at 9 am on hospital day 11, and remains extub on
hospital day 12. The patient is reintubated and mechanical ventilation is reini?d on
hospital day 13. The patient remains intubated and mechanically venti::@ hospital

*
EXAMPLE: A patient is intubated and mechanical ventilation is initiated at 11 pm OF$

day 14-18. This patient has had two episodes of mechanical ventilatio 1-11 and
days 13-18), separated by at least one full calendar day off of mec a{bl entilation.

*
New antimicrobial agent: Defined as any agent listed in the Appendi \Q\N initiated on or after
the third calendar day of mechanical ventilation AND in the@ Period (i.e., the
period typically defined by the 2 calendar days before, the day of$ the 2 calendar days after
the onset date of the VAE). The agent is considered new fg@purposes of this definition if it

was NOT given to the patient on either of the 2 days prec e current start date.

EXAMPLE: A patient is intubated and mecha y ventilated on hospital day 1 in the
MSICU. Ceftriaxone and azithromycin arted on day 1 and administered daily. After
3 days of improving respiratory statush@g ient’s oxygenation deteriorates on days 4
and 5, with a daily minimum PEE t 184 cmH,0 higher than it was on days 2 and 3.
Criteria for the VAC definition > the date of the event is hospital day 4.
Ceftriaxone is discontinued and mgsbpenem is begun on day 5. Azithromycin is
continued. In this case, mer, em is a new antimicrobial agent: 1) it was begun on day
5 of mechanical ventila d 2) within the VAE Window Period (on the day after
VAE onset), and 3) ityas hot given to the patient on either of the 2 days preceding the
current start date. B&trast, ceftriaxone and azithromycin would not be considered new
antimicrobial ag®qts, Since they were begun on day 1 of mechanical ventilation and
continued dail the VAE Window Period.

The antimicrob@t(s) must have been given by one of the routes of administration outlined
in Table 1, a rapy with one or more new antimicrobial agents must be continued for at least
4 calend (referred to as 4 “qualifying antimicrobial days” or “QADs”). For further
guidanc identification of new antimicrobial agents and on how to determine whether the
recK@lent for 4 QADs is met, refer to FAQs nos. 6-10 at the end of this chapter.

,Q(\
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Table 1. Definitions of routes of administration

Route of Administration® | Definition” .
Intravenous An intravascular route that begins with a vein. \A ¢
Intramuscular A route that begins within a muscle. N\
Digestive Tract A route that begins anywhere in the digestive tract extengi
from the mouth through rectum.
Respiratory Tract A route that begins within the respiratory tract, incLQQg the
oropharynx and nasopharynx.

&
30ther routes of administration are excluded (e.g., antibiotic locks, intraperitoneal, intraventricular, irrigati W
PDefinitions per SNOMED Reference Terminology K

t

Qualifying Antimicrobial Day (QAD): A day on which the patient wa ered an
antimicrobial agent that was determined to be “new” within the VAEN ow Period. Four
consecutive QADs are needed to meet the IVAC antimicrobial c@starting within the
VAE Window Period. Days on which a new antimicrobial agent ministered count as QADSs.
Days between administrations of a new antimicrobial agent count as QADs as long as there
is a gap of no more than 1 calendar day between administi@Noms. For example, if levofloxacin is
given on VAE Day 1, has not been given in the 2 pre alendar days, and is given again on
VAE Days 3, 5and 7, there are 7 QADs—because th S between levofloxacin doses also
count as QADs. By contrast, days between adm iﬁ%ations of different antimicrobial agents do
NOT count as QADs; for example, if IevofloNa' given to the patient on VAE Days -2 and -1
only, no antimicrobials are given on VAE %1, nd meropenem is given only on VAE Day 2
(remember there is no VAE Day 0), th% are not 4 consecutive QADs. VAE Days -2 and -1
count as 2 consecutive QADSs, but VAE 1 cannot be counted as a QAD because it is a day
between different antimicrobial a

Location of attribution: The | zﬁnt location where the patient was assigned on the date of the
VAE, which is further defi the date of onset of worsening oxygenation.

EXAMPLE: is intubated and ventilated in the Operating Room on hospital day 1,
ted post-operatively to the SICU on hospital day 1, still on the
. On hospital day 3, the patient experiences the onset of worsening

n, manifested by an increase in the daily minimum FiO; of > 0.20 (20%). On
d so the 4™ day of mechanical ventilation) the patient meets criteria for a VAC.

% js'is reported to NHSN as a VAC for the SICU.

L

N\ ~EXCEPTION:

&\Q Transfer Rule: If a VAE develops on the day of transfer or the day following transfer
from one inpatient location to another in the same facility or to a new facility (where the
day of transfer is day 1), the event is attributed to the transferring location. This is called
the Transfer Rule, and examples are shown below:

EXAMPLE: Patient on a ventilator in the SICU who has had improving oxygenation for
3 days is transferred to the MICU, still on the ventilator. On the day of transfer, after the
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patient has arrived in the MICU, the patient experiences an acute decompensation,
requiring an increase of 0.30 (30 points) in FiO, that persists during the following
calendar day. VAC criteria are met on calendar day 2 in the MICU. Because the onset of
worsening oxygenation occurred on the day of transfer to the MICU, the VAC event i .
attributed to the SICU. \

EXAMPLE: Patient is extubated in the MICU and transferred to the medical step@n
unit on hospital day 6. The next day, while in the stepdown unit (day 7), the t
experiences worsening oxygenation and is reintubated and transferred bac e MICU.
Criteria for VAC are met the next day (day 8). In this case, the day priG tubation
and the day of extubation (hospital days 5 and 6) count as the requi ="g day period of
stability or improvement. The day of reintubation (day 7) and the {OMgWing day (day 8)
count as the required 2-day period of worsening oxygenation.B% (Se the onset of
worsening oxygenation occurred on the day following tran of the MICU, the
event is reported to NHSN as a VAC for the MICU. A

EXAMPLE: Patient intubated and mechanically v @d for 8 days in the MSICU of
Hospital A is transferred for further care on d e MSICU of Hospital B. The
patient was stable on the ventilator in Hospita rom days 3-8. On the day of transfer to
Hospital B (day 1 in Hospital B), the pati€fis respiratory status deteriorates. The day
after transfer (day 2 in Hospital B), th%’ t meets criteria for VAC. The date of the
event is day 1 in Hospital B, the fi%y f the period of worsening oxygenation meeting
VAE PEEP or FiO; thresholds. ction preventionist (IP) from Hospital B calls the
Hospital A IP to report that th'smnt was admitted to Hospital B with a VAC. This
VAC should be reported to N for and by Hospital A, and attributed to the Hospital A
MSICU. No additional or days are reported by Hospital A.

REPORTING INSTRUCT (additional quidance may be found in the FAQs at the end of

this chapter):

of ALL evegtSuhcluded in the algorithm—from VAC to IVAC to Possible and Probable
VAP. At time, a unit conducting in-plan VAE surveillance cannot decide, for
exa at only surveillance for VAC (and not for IVAC or possible or probable VAP)
i erformed.
e is a hierarchy of definitions within VAE:

If a patient meets criteria for VAC and IVAC, report as IVAC.
o If a patient meets criteria for VAC, IVAC and Possible VAP, report Possible VAP.
o If a patient meets criteria for VAC, IVAC and Probable VAP, report Probable VAP.
o If a patient meets criteria for VAC, IVAC, Possible VAP and Probable VAP, report

Probable VAP,
Pathogens are not reported for VAC or IVAC events.
Secondary BSls are not reported for VAC or IVAC events.

Conducting&@n VAE surveillance in 2013 means assessing patients for the presence
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e Pathogens may be reported for Possible and Probable VAP events, provided they are

isolated or identified from appropriate specimen types according to the requirements of

the algorithm and are NOT on the list of excluded organisms and culture results:

0 Excluded organisms and culture results that cannot be used to meet the Possible or * ¢
Probable VAP definitions are as follows: “Normal respiratory flora,” “normal or®
flora,” “mixed respiratory flora,” “mixed oral flora,” “altered oral flora” or ot
similar results indicating isolation of commensal flora of the oral cavity or up
respiratory tract; Candida species or yeast not otherwise specified; coagui@s
negative Staphylococcus species; and Enterococcus species, when isol' rom
cultures of sputum, endotracheal aspirates, bronchoalveolar Iavaquotected

specimen brushings.

*
NOTE: ANY organism isolated from cultures of lung tiss E%p eural fluid, including
Candida species or yeast not otherwise specified, coag:zl egative Staphylococcus
species or Enterococcus species may be reported as gens for Possible or

Probable VAP. \@

e See Table 2 for the required quantitative cultu @holds associated with various
specimen types in the Probable VAP definitiobote that if your laboratory reports semi-
quantitative culture results, you should c with your laboratory to confirm that semi-
quantitative results match the quantita& esholds noted in Table 2.

Table 2. Threshold values for culturﬁb@imens used in the Probable VAP definition

Specimen coIIection/techuiqp\K Values

Lung tissue X\ > 10" cfulg tissue*

Bronchoscopically (B) %in@d specimens
Bronchoalveolar Ia\g (B-BAL) > 10 cfu/ml*
Protected BALLB:PBAL) > 10" cfu/ml*
Protected speCifgen brushing (B-PSB) > 10° cfu/ml*

Nonbronchgsdeplcally (NB) obtained (blind) specimens

NB- > 10* cfu/ml*
NBs > 10° cfu/ml*
En@ eal aspirate (ETA) > 10° cfu/ml*
cfu = col®py forming units, g = gram, ml = milliliter

@uivalent semi-quantitative result.

L
\S

,QQ Secondary BSIs may be reported for Possible and Probable VAP events, provided that at
least one organism isolated from the blood culture matches an organism isolated from an
appropriate respiratory tract specimen (including respiratory secretions, pleural fluid and
lung tissue). The respiratory tract specimen must have been collected on or after the 3
day of mechanical ventilation and within 2 calendar days before or after the day of onset
of worsening oxygenation to be considered as a criterion for meeting the Possible or
Probable VAP definitions. In addition, the positive blood culture must have been
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collected during the 14-day event period, where day 1 is the day of onset of worsening
oxygenation.
0 In cases where Possible VAP is met with only the purulent respiratory secretions
criterion and no culture is performed, and there is also a positive blood culture duri .
the 14-day event period, a secondary BSI is not reported because there was no Q\

matching respiratory tract culture.
0 In cases where Probable VAP is met with only the histopathology criterion an@
culture is performed, and there is also a positive blood culture, a seconda I is not

reported. .
o0 In cases where a culture of respiratory secretions, pleural fluid or | ue is

performed but is negative or does not grow an organism that t@ n organism
isolated from blood, a secondary BSI is not reported. \’T&
f

*
NOTE: Candida species or yeast not otherwise specifie @ulase-negative
Staphylococcus species, and Enterococcus species cu rom blood cannot be

deemed secondary to a Possible or Probable VAP #8gless the organism was also
cultured from pleural fluid or lung tissue.

January 2013 10-11



Device-associated Events
VAE

Figure 1: Ventilator-Associated Events (VAE) Surveillance Algorithm

Patient has a baseline period of stability or improvement on the ventilator, defined by > 2 calendar days of stable or decreasing daily minimum
FiO, or PEEP values. The baseline period is defined as the two calendar days immediately preceding the first day of increased daily minimym REEP

or FiO,.
Iy Ol
A\

After a period of stability or improvement on the ventilator, the patient has at least one of the following indicators of worsenMygenation:
1) Increase in daily minimum FiO, of > 0.20 (20 points) over the daily minimum FiO, in the baseline period, sustained fo alendar days.

2) Increase in daily minimum PEEP values of > 3 cmH,0 over the daily minimum PEEP in the baseline period, sustgin@ 2 calendar days.
Ventilator-Associated Condition (VAC) %Q

iyl

On or after calendar day 3 of mechanical ventilation and within 2 calendar days before or after @of worsening oxygenation, the patient
meets both of the following criteria:

AND
2) A new antimicrobial agent(s)* is started, and is continued for > 4 calendar d ®
*See Appendix for eligible agents.

1) Temperature > 38 °C or < 36°C, OR white blood cell count > 12,000 ceIIs/mm3 or< @s/mma.

Infection-related Ventilat, sseéiated Complication (IVAC)

(N
On or after calendar day 3 of mechanical ventilation and witfin \) On or after calendar day 3 of mechanical ventilation and within 2
calendar days before or after the onset of worsening oxygenati@uf calendar days before or after the onset of worsening oxygenation,
ONE of the following criteria is met: { ONE of the following criteria is met:
1) Purulent respiratory secretions (from one or m&Qimen 1) Purulent respiratory secretions (from one or more specimen
collections) collections—and defined as for possible VAP)
e Defined as secretions from the Iungsﬂ@ or trachea that AND one of the following:
contain >25 neutrophils and <10 s§uamoWs epithelial cells per e Positive culture of endotracheal aspirate*, > 10° CFU/ml or
low power field [Ipf, x100]. S\ equivalent semi-quantitative result
o If the laboratory reports semi4gu ative results, those results e Positive culture of bronchoalveolar lavage*, > 10* CFU/ml or
must be equivalent to the algvaNguantitative thresholds. equivalent semi-quantitative result
e Positive culture of lung tissue, > 10" CFU/g or equivalent
2) Positive culture (quali% mi-quantitative or quantitative) of semi-quantitative result
sputum*, endotrac irate*, bronchoalveolar lavage*, lung o Positive culture of protected specimen brush*, = 10° CFU/ml
tissue, or protec@imen brushing* or equivalent semi-quantitative result

*Same organism exclusions as noted for Possible VAP.

*Excludes the%fving:
e N piratory/oral flora, mixed respiratory/oral flora or 2) One of the following (without requirement for purulent
ivelent respiratory secretions):
Cantida species or yeast not otherwise specified e Positive pleural fluid culture (where specimen was obtained
o Coagulase-negative Staphylococcus species during thoracentesis or initial placement of chest tube and
e Enterococcus species NOT from an indwelling chest tube)

e Positive lung histopathology

e Positive diagnostic test for Legionella spp.

e Positive diagnostic test on respiratory secretions for
influenza virus, respiratory syncytial virus, adenovirus,
parainfluenza virus, rhinovirus, human metapneumovirus,
coronavirus

[] []
7 Jd L Jd L
Possible Ventilator-Associated Pneumonia Probable Ventilator-Associated Pneumonia
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Figure 2: Ventilator-Associated Condition (VAC)

Patient has a baseline period of stability or improvement on the ventilator, defined by > 2
calendar days of stable or decreasing daily minimum FiO, or PEEP values. The baseline
period is defined as the two calendar days immediately preceding the first day of increased <

VAE

@.

>

daily minimum PEEP or FiO,.

] e/
AND Q
b O
After a period of stability or improvement on the ventilator, the patient hgs @ﬂ one of
the following indicators of worsening oxygenation: .

1) Increase in daily minimum FiO; of > 0.20 (20 points) over ily minimum FiO;
in the baseline period, sustained for > 2 calendar days. A

2) Increase in daily minimum PEEP values of > 3 cm! @Ver the daily minimum
PEEP in the baseline period, sustained for > 26 ar days.
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Figure 3: Infection-related Ventilator-Associated Complication (IVAC)

Patient meets criteria for VAC

— &ﬁ

AND

JL O

On or after calendar day 3 of mechanical ventilation and within 2 calendar day§ b Q or
after the onset of worsening oxygenation, the patient meets both of the follom% ria:

1) Temperature > 38 °C or < 36°C, OR white blood cell count > lZ@’ls/mm3 or

< 4,000 cells/mm®, \\
AND AQ

2) A new antimicrobial agent(s)* is started, and is coﬁ@l for > 4 calendar days.

*See Appendix for eligible agents. Sb

N
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Figure 4: Possible Ventilator-Associated Pneumonia (VAP)

Patient meets criteria for VAC and IVAC

! )
S

AND

On or after calendar day 3 of mechanical ventilation and within 2 calendar dgygare
or after the onset of worsening oxygenation, ONE of the following criteriai@ :

1) Purulent respiratory secretions (from one or more specimen co %s)

e Defined as secretions from the lungs, bronchi, or tr at contain >
25 neutrophils and < 10 squamous epithelial cells w power field
[1pf, x100].

e If the laboratory reports semi-quantitative results, those results must be
equivalent to the above quantitative thre@

or 4
‘bb

2) Positive culture (qualitative, sengisguantitative or quantitative) of sputum*,
endotracheal aspirate*, bron %Iar lavage*, lung tissue, or protected
specimen brushing*

*Excludes the following: OK
e Normal respiratory/ora?%ora, mixed respiratory/oral flora or equivalent
e Candida species ®, t not otherwise specified
o Coagulase-ne&e taphylococcus species
ies

. Enterococ@e
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Figure 5: Probable Ventilator-Associated Pneumonia (VAP)

Patient meets criteria for VAC and IVAC $ .
AND OQ

On or after calendar day 3 of mechanical ventilation and within 2 calendar dgy@%re

or after the onset of worsening oxygenation, ONE of the following criterias\ﬁg :

1) Purulent respiratory secretions (from one or more specimen colle,ct% nd

defined as for possible VAP) Q\\

AND one of the following (see Table 2): A

e Positive culture of endotracheal aspirate*, > 10> Cpk)/ml or equivalent semi-
guantitative result &ib

e Positive culture of bronchoalveolar lavage™* FU/mI or equivalent semi-
quantitative result

e Positive culture of lung tissue, > 10* g or equivalent semi-quantitative
result \b

e Positive culture of protected sp embrush*, > 10® CFU/mI or equivalent
semi-quantitative result

*Same organism exclusions@oted for Possible VAP.
OR
*
2) One of the foIIo% g?Mthout requirement for purulent respiratory secretions):

e Positive pl luid culture (where specimen was obtained during
thoracetesis*Or initial placement of chest tube and NOT from an indwelling

o lung histopathology
o ve diagnostic test for Legionella spp.

) sitive diagnostic test on respiratory secretions for influenza virus, respiratory
o \6 syncytial virus, adenovirus, parainfluenza virus, rhinovirus, human

& \ metapneumovirus, coronavirus
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Numerator Data: The Ventilator-Associated Event form (CDC 57.112) is used to collect and
report each VAE that is identified during the month selected for surveillance. The Instructions
for Completion of Ventilator-Associated Event Form includes brief instructions for collection
and entry of each data element on the form. The VAE form includes patient demographic E .

information and information on the start date and location of initiation of mechanical ventilaj
Additional data include the specific criteria met for identifying VAE, whether the patient
developed a secondary bloodstream infection, whether the patient died, and, where a@c@

the organisms detected and their antimicrobial susceptibilities.
O
REPORTING INSTRUCTION: \
e If no VAEs are identified during the month of surveillance, the Repoents box must
@‘

be checked on the appropriate denominator summary screen, e.g., 9ge ators for
Intensive Care Unit (ICU)/Other locations (Not NICU or SCA), eb\\

Denominator Data: Device days and patient days are used for deﬂx'mnators (see Chapter 16
Key Terms). Ventilator days, which are the numbers of patie anaged with ventilatory
devices, are collected daily, at the same time each day, ac Wto the chosen location using the
appropriate form (CDC 57.117 and 57.118). These dat ts are summed and only the total
for the month is entered into NHSN. Ventilator and t days are collected for each of the
locations monitored. When denominator data ar(ziila le from electronic sources (e.g.,
ventilator days from respiratory therapy), thesgzsows€es may be used as long as the counts are not
substantially different (+/- 5%) from man -cOllected counts, validated for a minimum of 3

months. (]/

NOTE: All ventilator days are cou& including ventilator days for patients on mechanical
ventilation for < 3 days, patient gh frequency ventilation and other therapies excluded from
VAE surveillance, and pediagkic patients who are housed in adult locations where in-plan VAE
surveillance is occurring{S s with tracheostomies who are undergoing weaning from

ng

mechanical ventilation racheostomy collar trials are included in ventilator day counts as
long as they spend s @ rtion of the day on mechanical ventilation at a time that overlaps with
the daily time duri ich ventilator day counts are performed.

NOTE: In a QO the number of patients on a ventilator on each day of surveillance, the
number nts on a ventilator who are on the APRV mode of mechanical ventilation or
related s should also be indicated on the appropriate form (CDC 57.117 and 57.118). See

FA@s. 22 and 23.

&Q’[& Analyses: ***The information that follows regarding the Standardized Incidence Ratio
SIR) is for informational purposes only, until a baseline period of VAE reporting has been
established.***

The SIR is calculated by dividing the number of observed events by the number of expected
events. The number of expected events, in the context of statistical prediction, is calculated using
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VAE rates from a standard population during a baseline time period as reported in the NHSN
Report.

SIR = Observed (O) VAEs / Expected (E) VAES ()Q

While the VAE SIR can be calculated for single locations, the measure also
summarize your data by multiple locations, adjusting for differences in the igdiderice of VAESs
among the location types. For example, you will be able to obtain one VA
locations reported. Similarly, you can obtain one VAE SIR for all spec

facility. \\

The VAE rate per 1000 ventilator days is calculated by dividing ber of VAEs by the
number of ventilator days and multiplying the result by 1000 4l he Ventilator Utilization Ratio is
calculated by dividing the number of ventilator days by th @er of patient days. These
calculations will be performed separately for the diffege s of ICUs, SCAs, and other
locations in the institution.
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Appendix. List of Antimicrobials Agents Eligible for IVAC, Possible and Probable VAP

Antimicrobial Agent

Antimicrobial

Antimicrobial

Antimicrobial

AN :
00

Category Class® Subclass®
AMANTADINE Anti-influenza = M2 ion channel
inhibitors
AMIKACIN Antibacterial =~ Aminoglycosides
AMOXICILLIN Antibacterial Penicillins Aminopenicilli Q
<
AMOXICILLIN/ Antibacterial  Penicillins B-lacta mase
CLAVULANATE inhi itm ination
AMPHOTERICIN B Antifungal Polyenes .
AMPHOTERICIN B Antifungal Polyenes \\
LIPOSOMAL Q
AMPICILLIN Antibacterial  Penicillins A minopenicillin
AMPICILLIN/ Antibacterial Penicillins @ B-lactam/ B-lactamase
SULBACTAM \ inhibitor combination

ANIDULAFUNGIN
AZITHROMYCIN
AZTREONAM
CASPOFUNGIN
CEFACLOR
CEFADROXIL
CEFAZOLIN
CEFDINIR
CEFDITOREN
CEFEPIME
CEFIXIME
CEFOTAXIME
CEFOTET
CEFOX
CEF

30

OXIME
OZIL

&C FTAROLINE

CEFTAZIDIME
CEFTIBUTEN
CEFTIZOXIME
CEFTRIAXONE

January 2013

Antifungal
Antibacterial
Antibacterial
Antifungal
Antibact‘rl(
Antibgeteri
%@Krial
Andbacterial

’\%ntibacterial

Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial

Antibacterial
Antibacterial
Antibacterial
Antibacterial

Echin @
Macrf&
!\fnb)actams
%hinocandins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins

Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins

10-20

Cephalosporin 2" generation
Cephalosporin 1* generation
Cephalosporin 1* generation
Cephalosporin 3" generation
Cephalosporin 3" generation
Cephalosporin 4™ generation
Cephalosporin 3" generation
Cephalosporin 3" generation
Cephamycin

Cephamycin

Cephalosporin 3" generation
Cephalosporin 2" generation

Cephalosporin with anti-
MRSA activity
Cephalosporin 3" generation

Cephalosporin 3" generation
Cephalosporin 3" generation
Cephalosporin 3" generation



CEFUROXIME
CEPHALEXIN

CHLORAMPHENICOL

CIPROFLOXACIN

CLARITHROMYCIN

CLINDAMYCIN

COLISTIMETHATE

DAPTOMYCIN
DICLOXACILLIN

DORIPENEM
DOXYCYCLINE
ERTAPENEM

ERYTHROMYCIN

ERYTHROMYCIN/
SULFISOXAZOLE

FIDAXOMICIN
FLUCONAZOLE
FOSFOMYCIN
GEMIFLOXACIN
GENTAMICIN

IMIPENEM/
CILASTATIN
ITRACONAZOLE

LEVOFLOXACIN
LINEZOLID

MICAFU,
MINQCYOLINE
<
OXACIN

& CILLIN

NITROFURANTOIN

OSELTAMIVIR

OXACILLIN

January 2013
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0@'

MEROPENEM
METRONID Q

Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial

Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial

Antibacterial
Antifungal
Antibacteri

AntibactGT(
Antibgteri

&rial

ntifungal
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antifungal
Antibacterial
Antibacterial
Antibacterial

Antibacterial

Anti-influenza

Antibacterial

Cephalosporins
Cephalosporins
Phenicols
Fluoroquinolones
Macrolides
Lincosamides
Polymyxins
Lipopeptides
Penicillins

Carbapenems
Tetracyclines
Carbapenems
Macrolides
Folate path

&sfomycms
Fluoroquinolones

Aminoglycosides
Carbapenems

Azoles
Fluoroquinolones
Oxazolidinones
Carbapenems
Nitroimidazoles
Echinocandins
Tetracyclines
Fluoroquinolones
Penicillins

Nitrofurans
Neuraminidase

inhibitors
Penicillins
10-21
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Cephalosporin 2" generation

Cephalosporin 1* generation

Penicinirg@le
penicillj

Q}Q}

>

Penicillinase-stable
penicillins

Penicillinase-stable
penicillins



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 from CLS@@V 2010

N\
(((b
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Antibacterial
Antibacterial
Antibacterial
Antibacterial

Antibacterial
Antifungal
Antibacterial

Antibacterial

Anti-influenza

Antibacterial

Antibacterial

Antibacterial
Antibacterial
Antibacterial
Antibacterial

Penicillins
Penicillins
Penicillins
Penicillins

Polymyxins
Azoles
Streptogramins

Rifampin

M2 ion channel
inhibitors
Folate pathway
inhibitors
Folate pathway
inhibitors

Lipo-glycopgpfi
Ketoli pﬁ{'@

o)
Tetrac S
F@'r’jnins

Antibacteri@yeylcyclines

Antibact@
Antibs(mri |

sg terial
ntifungal
. 9:

nti-influenza

Nitroimidazoles
Aminoglycosides
Glycopeptides
Azoles

Neuraminidase
inhibitors

10-22

Device-associated Events

Penicillin
Penicillin
Ureidopenicillin

B-lactam/ B-lactamase
inhibitor combination

O

B-lactam/ B-lactamase
inhibitor combination

VAE
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: \ Exp. Date: 12-31-2015
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Safety Network www.cdc.gov/nhsn
Ventilator-Associated Event (VAE)

Page 1 of 4 *required for saving **required for completion
Facility ID: Event #:
*Patient ID: Social Security #:
Secondary ID: Medicare #:
Patient Name, Last: First: Middle:
*Gender: F M Other *Date of Birth: .
Ethnicity (Specify): Race (Specify): N *
*Event Type: VAE *Date of Event:
Post-procedure VAE: Yes No Date of Procedure:
NHSN Procedure Code: ICD-9-CM Procedure Code: G i
*MDRO Infection Surveillance:

O Yes, this infection’s pathogen & location are in-plan for Infection Surveillance in the MDR odule

O No, this infection’s pathogen & location are not in-plan for Infection Surveillance in the‘\v /CDI Module
*Date Admitted to Facility: | *Location:
* Location of Mechanical Ventilation Initiation: *Date Initiated: o / *APRV: Yes No

Event Details \\

. A J
*Specific Event: [0 VAC O IVAC [ Possible VAP [ Probable VAP 4

*Specify Criteria Used:
STEP 1: VAC (=1 REQUI

O Daily min FiO, increase = 0.20 (20 points) for = 2 days' OR E @y min PEEP increase = 3 cm H,O for = 2 days'

Tafter 2+ days of stable or decreasing daily minimum values.

O Temperature > 38°C or < 36° OR ity blood cell count = 12,000 or < 4,000 cells/mm?®

0 A new antimicrobial agent(g) is started, and is continued for = 4 days

STEP 3: Possible VAP é STEP 3: Probable VAP
O Purulent respiratory secretions® (define ecretions O Purulent respiratory secretions*
from the lungs, bronchi, or trachea,th ntain >25 AND one of the following (meeting quantitative or semi-
neutrophils and <10 squamous gpithelied cells per low quantitative threshold as outlined in protocol)::c
power field [Ipf, x100], or equiv t semi-quantitative o Positive culture of endotracheal aspirate
results) %. o Positive culture of bronchoalveolar lavage
@) o Positive culture of lung tissue
O One of the following ( {Xlve, semi-quantitative or o Positive culture of protected specimen brushing
quantitative):* @, OR
o Positive cultur utum _ 0 One of the following results(without requirement for
Positive cultur of endotracheal aspirate purulent respiratory secretions), as outlined in protocol::c

Oo0ooao

Positive gul bronchoalveolar lavage o Positive pleural fluid culture

gos!{r@ure 0; lung t|ssge : brushi o Positive lung histopathology
% ture of protected specimen brushing o Positive diagnostic test for Legionella spp.
o Positive diagnostic test for viral pathogens

*collected after 2 days of mechanical ventilation and within +/- 2 days of onset of increase in FiO, or PEEP.

*Secondary Bloodstream Infection: Yes No

**Died: Yes No VAE Contributed to Death: Yes No

Discharge Date: *Pathogens ldentified: Yes No *If Yes, specify on pages 2-3

Assurance of Confidentiality: The voluntarily provided information obtained in this surveillance system that would permit identification of any individual or institution is collected with a guarantee that it will
be held in strict confidence, will be used only for the purposes stated, and will not otherwise be disclosed or released without the consent of the individual, or the institution in accordance with Sections 304,
306 and 308(d) of the Public Health Service Act (42 USC 242b, 242k, and 242m(d)).

Public reporting burden of this collection of information is estimated to average 25 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and
maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not required to respond to a collection of information
unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden
to CDC, Reports Clearance Officer, 1600 Clifton Rd., MS D-74, Atlanta, GA 30333, ATTN: PRA (0920-0666).

CDC 57.112 (Front), v7.1
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Page 2 of 4
Path;)ge” Gram-positive Organisms
Staphylococcus VANC
coagulase-negative SIRN
(specify):
Enterococcus AMP CIPRO/LEVO/MOXI DAPTO  DOXY/MINO  GENTHL® LNZ
spp.( specify): SIRN SIRN SNSN SIRN SRN SIRN \*‘
STREPHL?® TETRA TIG VANC Q
SRN SIRN SNSN SIRN n
s A~ 4
Enterococcus AMP CIPRO/LEVO/MOXI DAPTO  DOXY/MINO GENTHL LN
faecium SIRN SIRN SNSN SIRN SRN S|l
*
QUIDAL  STREPHLS TETRA TIG VANC \
SIRN SRN SIRN SNSN SIRN
Staphylococcus CHLOR  CIPRO/LEVO/MOXI ~ CLIND DAPTO DO ERYTH GENT
aureus SIRN SIRN SIRN SNSN \S SIRN SIRN
LNZ OX/CEFOX/METH QUIDAL  RIF @T A TIG T™Z VANC
SRN SIRN SIRN SIRN A IRN SNSN SIRN SIRN
Path;gen Gram-negative Organisms
Acinetobacter AMK AMPSUL AZT CEFEP z CIPRO/LEVO COL/PB
spp. (specify): SIRN SIRN SIRN SIRN N SIRN SIRN
GENT IMI MERO/DO PIP/PIPTAZ TETRA/DOXY/MINO
SIRN SIRN SIRN SIRN SIRN
T™Z TOBRA Q\
SIRN SIRN
‘A N — 4
Escherichia coli AMK AMP A L/AMXCLV  AZT CEFAZ CEFEP  CEFOT/CEFTRX
SIRN SIRNKSI N SIRN SIRN SIRN SIRN
CEFTAZ C, F@ CEFOX/CETET CHLOR CIPRO/LEVO/MOXI COL/PB
SIRN S SIRN SIRN SIRN SIRN
ERTA, NT IMI MERO/DORI PIPTAZ TETRA/DOXY/MINO
SIRN\ RN SIRN SIRN SIRN SIRN
Tl T™Z TOBRA
[ SIRN SIRN
Enterobacter AMP AMPSUL/AMXCLV ~ AZT CEFAZ CEFEP  CEFOT/CEFTRX
spp. (specif IRN SIRN SIRN SIRN SIRN SIRN SIRN
—%r CEFTAZ CEFUR  CEFOX/CETET CHLOR CIPRO/LEVO/MOXI COL/PB
SIRN SIRN SIRN SIRN SIRN SIRN
ERTA GENT IMI MERO/DORI PIPTAZ TETRA/DOXY/MINO
‘6 SIRN SIRN SIRN SIRN SIRN SIRN
'\ TIG T™Z TOBRA
“'\ SIRN SIRN SIRN
N Klebsiella spp.  AMK AMP AMPSUL/AMXCLV  AZT CEFAZ CEFEP  CEFOT/CEFTRX
N (specify): SIRN SIRN SIRN SIRN SIRN SIRN SIRN
CEFTAZ CEFUR  CEFOX/CETET CHLOR CIPRO/LEVO/MOXI COL/PB
SIRN SIRN SIRN SIRN SIRN SIRN
ERTA GENT IMI MERO/DORI PIPTAZ TETRA/DOXY/MINO
SIRN SIRN SIRN SIRN SIRN SIRN
TIG T™Z TOBRA
SIRN SIRN SIRN

CDC 57.112 (Back), v7.1
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Page 3 of 4
Path;ge” Gram-negative Organisms (continued)
Serratia AMK AMP AMPSUL/AMXCLV ~ AZT CEFAZ CEFEP  CEFOT/CEFTRX
marcescens SIRN SIRN SIRN SIRN SIRN SIRN SIRN
CEFTAZ CEFUR  CEFOX/CETET CHLOR CIPRO/LEVO/MOXI COL/PB
SIRN SIRN SIRN SIRN SIRN SIRN
*
ERTA GENT IMI MERO/DORI PIPTAZ TETRA/DOXY/MNA
SIRN SIRN SIRN SIRN SIRN SIRN Q
TIG ™Z TOBRA O
SIRN SIRN SIRN
Pseudomonas  AMK AZT CEFEP CEFTAZ CIPRO/LEVO COL#BN, GENT
aeruginosa SIRN SIRN SIRN SIRN SIRN . SIRN
IMI MERO/DORI PIP/PIPTAZ TOBRA \\
SIRN SIRN SIRN SIRN
Stenotrophomonas LEVO TETRA/MINO TICLAV ™Z.*
maltophilia SIRN SIRN SIRN SIR
. [ 4
Path;gen Fungal Organisms :
Candida spp.
(specify): ANID CASPO  FLUCO F c@ ITRA MICA VORI
SIRN SNSN SS-DDRN S| SS-DDRN SNSN SS-DDRN
& \d
Path;gen Other Organisms
Organism 1 -
(specify) Drug 1 Drug 2 Drug 3 Diud 4 Drug 5 Drug 6 Drug 7 Drug 8 Drug 9
SIRN SIRN S IRN SIRN SIRN SIRN SIRN SIRN
Organism 1
(specify) Drug 1 Drug 2 r Drug 4 Drug 5 Drug 6 Drug 7 Drug 8 Drug 9
SIRN SIRNKSI N SIRN SIRN SIRN SIRN SIRN SIRN
Organism 1
(specify) Drug 1 Drf Drug 3 Drug 4 Drug 5 Drug 6 Drug 7 Drug 8 Drug 9
SIRN IR SIRN SIRN SIRN SIRN SIRN SIRN SIRN
Y
4

Result Codes

S = Susceptible |=Intermediate

R

8 GENTHL and STREPHL resuItséﬁeptibleﬁynergistic and R = Resistant/Not Synergistic

Drug Codes:

AMK = amikacin

AMP = ampicillin
AMPSUL = ampicillin/sufgact

AMXCLYV = amoxi%lavulanic acid
ANID = &Q\n

AZTQ

CASPO = Baspofungin

CEFAZ= cefazolin
CEFEP = cefepime
CEFOT = cefotaxime
CEFOX= cefoxitin
CEFTAZ = ceftazidime

CDC 57.112 (Back), v7.1

@QCEFTRX = ceftriaxone

CEFUR= cefuroxime

CETET= cefotetan
CHLOR=
chloramphenicol
CIPRO = ciprofloxacin

CLIND = clindamycin
COL = colistin
DAPTO = daptomycin
DORI = doripenem
DOXY = doxycycline
ERTA = ertapenem

ERYTH = erythromycin
FLUCO = fluconazole
FLUCY = flucytosine

GENT = gentamicin
GENTHL = gentamicin —high
level test

IMI = imipenem

ITRA = itraconazole

LEVO = levofloxacin

LNZ = linezolid

MERO = meropenem

METH = methicillin

MICA = micafungin
MINO = minocycline

MOXI = moxifloxacin
OX = oxacillin

PB = polymyxin B

PIP = piperacillin

PIPTAZ = piperacillin/tazobactam
QUIDAL = quinupristin/dalfopristin
RIF = rifampin

tant NS = Non-susceptible S-DD = Susceptible-dose dependent N = Not tested

STREPHL = streptomycin —
high level test

TETRA = tetracycline

TICLAV = ticarcillin/clavulanic
acid

TIG = tigecycline

T™MZ =
trimethoprim/sulfamethoxazole
TOBRA = tobramycin

VANC = vancomycin

VORI = voriconazole
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Device-associated Events
VAE

Instructions for Completion of Ventilator-Associated Event Form

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 /AN
patient identifier assigned by the hospital and may consist of Q
combination of numbers and/or letters. ﬁ

Social Security #

Optional. Enter the 9-digit numeric patient Social Securimmber.

Secondary ID #

Optional. Enter the alphanumeric 1D number assigned@\ihe facility.

Medicare # Optional. Enter the patient’s Medicare number. %N\
Patient Name Optional. Enter the last, first, and middle namg ¢fe"patient.
Gender Required. Check Female, Male, or Other to %}'@ the gender of the

patient. AN

Date of Birth

Required. Record the date of the patie @m using this format:
MM/DD/YYYY. Only patients >18«garsare eligible for VAEs.

Ethnicity
Hispanic or Latino

Optional.
If patient is Hispanic or Latin\ this box.

Not Hispanic or Not If patient is not Hispani Latino, check this box.
Latino
Race Optional. *
Check all theJagkesthat apply to identify the patient’s race.
Event Type

Date of Event

Required, )
Required *TResdate of onset of worsening oxygenation (i.e., day 1 of

the > Zﬁy eriod of worsening oxygenation, according to the VAE

P i0; criteria). Enter date using this format:
IYYYY.

Post-procedure VAE ,\antibnal. Check Y if this event occurred after an NHSN-defined
L

ocedure but before discharge from the facility; otherwise, check N.

Date of Procedure N\
X0

Conditionally required. If Post-procedure VAE =Y, then enter the
date the procedure was done.

NHSN Proceduw@d}

N

Conditionally required. Answer this question only if this patient
developed the VAE during the same admission as an operative
procedure. Enter the appropriate NHSN procedure code.

NOTE: A VAE 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.

‘\CD-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. Only those ICD-9-CM codes identified in Table 1

January 2013
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Device-associated Events
VAE

Data Field Instructions for Data Collection
of the Surgical Site Infection Event Chapter (Chapter 9 of NHSN
Manual: Patient Safety Component Protocol) are allowed.

MDRO Infection Required. Check Y if the event is a Possible or Probable VAP AND if

Surveillance one of the following pathogens is reported AND if the pathogen i \
being followed for Infection Surveillance in the MDRO/CDI Mo \5
in that location as part of your Monthly Reporting Plan: MRS

MSSA (MRSA/MSSA), VRE, CephR-Klebsiella, CRE-E. co E-
Klebsiella, MDR-Acinetobacter. If the pathogen for Poss%or
Probable VAP happens to be an MDRO but your g@ ot
following the Infection Surveillance in the MDR odule in
your Monthly Reporting Plan, check N for this m n. Check N if
the VAE specific event is VAC or IVAC, §in 0gens cannot be
reported for these events. \

Date Admitted to Facility Required. Enter date patient admitted tgsfacMity using this format:
MM/DD/YYYY. An NHSN Inpatie%i ined as a patient whose
date of admission to the healthcare faciity and the date of discharge
are different calendar days. V@termining a patient’s admission
dates to both the facility an% Ic inpatient location, the NHSN
user must take into accob uch days, including any days spent in
an inpatient Iocatioe% bservation” patient before being

officially admitted inpatient to the facility, as these days
contribute to ex;ixg isk. Therefore, all such days are included in
the counts o%is ions and patient days for the facility and specific
location, ﬁl( ity and admission dates must be moved back to the
first day spepf’in the inpatient location.
Location Reqﬁ Enter the inpatient location to which the patient was
a%d when the VAE was identified (i.e., day 1 of the > 2-day
peridd of worsening oxygenation). If the VAE develops in a patient
’\mthin 2 days of transfer from a location (where the day of transfer is
\ Mday 1), indicate the transferring location, not the current location of
(N | the patient.
Risk Factors: Locaw Required. Enter the location in which the current episode of
Mechanical Ver@q mechanical ventilation was initiated (the episode associated with the
Initiation @. VAE). If this episode of mechanical ventilation was initiated in
another facility or by mobile emergency services, enter the code you
@ have mapped to “Location Outside Facility” (see Chapter 15, page
. % 20) or Mobile Emergency Services{EMS (C_hapter 15, page 14) as
\ appropriate. An episode of mechanical ventilation is defined by the
\Q number of consecutive days during which the patient was
N mechanically ventilated. A period of at least 1calendar day off the
ventilator, followed by reintubation, defines a new episode of
mechanical ventilation.
Risk Factors: Date Initiated | Required. Enter the date that the current episode of mechanical
ventilation was initiated (the episode associated with the VAE). Use
this format: MM/DD/YYYY. An episode of mechanical ventilation is

January 2013 10-28



Device-associated Events
VAE

Data Field

Instructions for Data Collection

defined by the number of consecutive days during which the patient
was mechanically ventilated. A period of at least 1 calendar day off
the ventilator, followed by reintubation, defines a new episode of
mechanical ventilation.

Risk Factors: APRV

\
“
Required. Check Yes if this event occurred in a patient on Airwa \\5
Pressure Release Ventilation (APRV) or a related mode of b
mechanical ventilation (e.g., BiLevel, Bi Vent, BiPhasic, PC
DuoPAP) at the time of VAE onset; otherwise, check N

Event Details: VAE
Specific Event

Required. Check one: Ventilator-Associated Conditio
Infection-related Ventilator-Associated Complicaty
Possible Ventilator-Associated Pneumonia (Possf
Ventilator-Associated Pneumonia (Probable

AC),
AP), Probable

Event Details:
Specify Criteria Used

Required. Check each of the elements thag
VAE.

sed to identify this

Event Details: Secondary
Bloodstream Infection

Required. Check Y if there is a cultu,%@ﬁrmed bloodstream
infection (BSI) and a related Posgible Or Probable VAP, otherwise
check N. Note that secondary& st be checked N if the event is a
VAC or IVAC.

Event Details:
Died

Required. Check Y if pa@ ed during the hospitalization,
otherwise check N. o,

Event Details:
VAE Contributed to Death

Conditionally reiu?r )If the patient died, check Y if the VAE

Event Details:
Discharge Date

contributed t |, Gtherwise check N.
Optional. tient discharged from facility.

Event Details:
Pathogen Identified

*

’b(\
'\
\(‘\\‘a

N

Requirgd. THs field will be auto entered by the computer as N for
V, IVAC (for which pathogens cannot be reported) and as Y
f ible and Probable VAP. Specify pathogens on reverse form.

-~
\oﬁr specified Gram-positive, organisms, Gram-negative organisms, or
®other organisms, Pathogen #:

Up to three pathogens may be reported. If multiple pathogens are
identified, enter the pathogen judged to be the most important cause
of infection as #1, the next most as #2, and the least as #3 (usually
this order will be indicated on the laboratory report). If the species is
not given on the lab report or is not found on the NHSN drop down
list, then select the “spp” choice for the genus (e.g., Bacillus cohnii
would be reported as Bacillus spp.).

Antimicrobial agent and susceptibility results:

Conditionally 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,

January 2013
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Device-associated Events
VAE

Data Field

Instructions for Data Collection

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 forms. \ S

Additional antimicrobial agents and susceptibility results ma)@
reported for up to a total of 20 agents.

Custom Fields

any combination of the following formats: date YYY),
numeric, or alphanumeric.

NOTE: Each Custom Field must be set FaC|I|ty/Custom
Options section of the application befor@ eld can be selected for
use.

Optional. Up to 50 fields may be customized for g Mroup use in

Comments

January 2013
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OMB No. 0920-0666
Exp. Date: 12-31-2015

" National Healthcare www.cdc.gov/nhsn
Safety Network

Denominators for Intensive Care Unit (ICU)/Other locations
(not NICU or SCA)

Page 1 of 1

*required for saving

Facility ID: *Location Code: *Month: *Year:

Date sNumber of Patients *Number of patientg with ’_**Numb_er of patients *Number of patients on
1 or more central lines with a urinary catheter aventilator \ e

Total N on
Patients

1 \

2 N/

3 Q

4 ‘e

5 T\

6 »

7 .

8 O

9 -

10 4 m‘

11 \\V

[iny
N
&

13 &
14 ,

15

16

17

y

18

4
C

19

20

).

21 \J

: oS

24 X\.J

25 5

26 ¥ )

27 N (S

28

31

O\
2 "
4\ S

*Totals m‘

days Central-line days Urinary catheter-days Ventilator-days
**Condltlonally r %d according to the events indicated in Plan.

Label o
Dat

Assuragce of Confidentiality: The voluntarily provided information obtained in this surveillance system that would permit identification of any individual or institution is
collected’with a guarantee that it will be held in strict confidence, will be used only for the purposes stated, and will not otherwise be disclosed or released without the
consent of the individual, or the institution in accordance with Sections 304, 306 and 308(d) of the Public Health Service Act (42 USC 242b, 242k, and 242m(d)).

Public reporting burden of this collection of information is estimated to average 5 hours per response, including the time for reviewing instructions, searching existing
data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a
person is not required to respond to a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate
or any other aspect of this collection of information, including suggestions for reducing this burden to CDC, Reports Clearance Officer, 1600 Clifton Rd., MS D-74,
Atlanta, GA 30333, ATTN: PRA (0920-0666).

CDC 57.118, Rev.1, v7.1




Instructions for the Com
Locations (Not NICU or

Device-associated Events
VAE

pletion of Denominators for Intensive Care Unit (ICU)/Other
SCA) (CDC 57.118)

4

Data Field Instructions for Data Collection \*
Facility ID # The NHSN-assigned facility ID will be auto-entered by the co$&
Location code Required. Enter the location code of the unit where you colle
data. —~
Month Required. Record the 2-digit month during which the I&\Nere
collected for this location. *4
Year Required. Record the 4-digit year during which were collected

for this location. A\

Number of patients

Required. For each day of the month selec\:@md the number of

Number of patients with 1
or more central lines

<

patients on the unit. Record this number,a same time each day.
Conditionally required. Complete if yoy §aVe chosen central line-

associated bloodstream infection ECL I) as an event to follow in
me time each day, record the

your Plan for this month.
d unit who have 1 or more central

For each day of the month, a
number of patients on the
e day for a patient that has more than 1

lines. Only record 1 cgntr
central line in pla FS?
only a tunneled or implanted central line,

NOTE: If the pati

begin recordj s on the first day the line was accessed and continue
until the ling i continued or the patient is transferred/discharged.
NOT

locagi re there are no other device days in that month, and a
deviCe asSociated infection develops after the device is pulled, attribute
infection to the previous month.

E: I§ deVice has been pulled on the first day of the month in a

«

Number of patients with
urinary catheter

Q@

Q
&

)

Nt

*

‘eorfditionally required. Complete if you have chosen catheter-

\ associated urinary 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.
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.

&rﬁber of patients on a

ventilator

Conditionally required. Complete if you have chosen ventilator-
associated event (VAE—for adults) or pediatric ventilator-associated
pneumonia (PedVAP) as an event to follow in your Plan for this month.

Note that there are two sub-columns within this data field: one for
“Total Patients” and one for “Number on APRV.”

January 2013
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Device-associated Events
VAE

Data Field

Instructions for Data Collection

“Total Patients”: For each day of the month, at the same time each day,
record the total number of patients on the selected unit who are on a

chosen VAE as an event to follow in your Plan for this mont each
day of the month, at the same time each day (and at the same that
“Total Patients” is assessed), record the number of patie the
selected unit, among the total number of patients orw t who are on
a ventilator, who are on Airway Pressure Release tion (APRV)
or a related mode of mechanical ventilation (e.g mayel, Bi Vent,
BiPhasic, PCV+, DuoPAP). 6

ventilator. 1
“Number on APRV”: This field should only be completed if youg\e

N

NOTE: If a device has been pulled on \ day of the month in a
location where there are no other dev4 ys in that month, and a
device-associated infection develmafter the device is pulled, attribute
the infection to the previous m

Total

Required. Totals for each should be calculated. This is the
number that will be enter 0 the NHSN application.

Report No Events

While not on the pa%a collection form, when completing summary
data entry on-Iine,)wb ents included on your monthly reporting plan
are reported, y ile required to check the appropriate Report No
Events box(€9), W&, CLABSI, CAUTI, VAE, PedVAP.

Custom Fields

any co ation of the following formats: date (MMDDYYYY),

Optional. ,Up VSO fields may be customized for local or group use in
nu @alphanumeric.

E: Each Custom Field must be set up in the Facility/Custom
tions section of NHSN before the field can be selected for use.

&
&Y

January 2013
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OMB No. 0920-0666

* Exp. Date: 12-31-2015
. National Healthcare www.cdc.gov/nhsn

Safety Network

Denominators for Specialty Care Area (SCA)/Oncology (ONC)

Page 1 of 1

*required for saving
Facility ID: *Location Code: *Month: *Year:

s ; ;
Number of R with 1 or more *Number of patients *Number of patients on
central lines

T e e, e 6% TEmaoEy) with a urinary catheter a ventilator

*Number

Dl of Patients

4
Temporar Permanent Total n
P y Patients P

(\‘ L 4

-

0

~

0 \\

RPIRPIOOINOORIWIN|IEF

1 \'

12 e

13 O

14 X U

15 2O
16

17

18

O’

19

7] -

20 [ NI
21 N\

22

23 £

24 A
25 KU

26 R
27 '\%

&

28

\ g
29 (b‘
30 (‘D
N

31
*Totals <

] - -
Patieng® % LS ElfElR7 (E FEEEEL Urinary catheter-days Ventilator-days
days days

**Conditionally réguifed according to the events indicated in Plan.

Label o %
th{(\\
Assurance of Confidentiality: The voluntarily provided information obtained in this surveillance system that would permit identification of any individual or institution is

collected with a guarantee that it will be held in strict confidence, will be used only for the purposes stated, and will not otherwise be disclosed or released without the
consent of the individual, or the institution in accordance with Sections 304, 306 and 308(d) of the Public Health Service Act (42 USC 242b, 242k, and 242m(d)).

Public reporting burden of this collection of information is estimated to average 5 hours per response, including the time for reviewing instructions, searching existing
data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a
person is not required to respond to a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate
or any other aspect of this collection of information, including suggestions for reducing this burden to CDC, Reports Clearance Officer, 1600 Clifton Rd., MS D-74,
Atlanta, GA 30333, ATTN: PRA (0920-0666).
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Instructions for Completion of the Denominators for Specialty Care Area (SCA)/Oncology
(ONC) (CDC 57.117)

4

Data Field Instructions for Data Collection \A ¢
Facility ID # The NHSN-assigned facility 1D will be auto-entered by the computer\M»
Location code Required. Enter the location code of the unit where you collect the%
Month Required. Record the 2-digit month during which the data were ™/

collected for this location.
Year Required. Record the 4-digit year during which the d%{\.er collected

for this location.

Number of patients

patients on the unit. Record this number at thg* Ime each day.

Number of patients
with 1 or more
central lines

Temporary

Permanent

Required. For each day of the month selected, recgd‘b number of

Conditionally required. Complete if you ha en central line-
associated bloodstream infection (CLABS n event to follow in your
Plan for this month.

For each day of the month, at th ’&me each day, record the number
of patients on the selected uni@ﬂave 1 or more non-tunneled central
lines.

For each day of the &gy:t the same time each day, record the number
e

of patients on th unit who have 1 or more tunneled or
implanted centf@al }in®S beginning on the first day the permanent line was

accessed andgont¥iuing until the line is discontinued or the patient is
transferge\ \Seharged.

N

. If a patient has both a temporary and a permanent line in place,

O

O ly the temporary line.
Number of patients ( nditionally required. Complete if you have chosen catheter-associated
with a urinary inary tract infection (CAUTI) as an event to follow in your Plan for

catheter this month.
Q 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.
NumberGhpatients Conditionally required. Complete if you have chosen ventilator-
on a uentrhator associated event (VAE—for adults) or pediatric ventilator-associated
‘\ pneumonia (PedVAP) as an event to follow in your Plan for this month.
:Q NOTE: There are two sub-columns within this data field: one for “Total

Patients” and one for “Number on APRV.”

“Total Patients”: For each day of the month, at the same time each day,
record the total number of patients on the selected unit who are on a
ventilator.

January 2013
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Data Field

Instructions for Data Collection

“Number on APRV”: This field should only be completed if you have
chosen VAE as an event to follow in your Plan for this month. For each
day of the month, at the same time each day (and at the same time that
“Total Patients” is assessed), record the number of patients on the \\
selected unit, among the total number of patients on that unit who ar

a ventilator, who are on Airway Pressure Release Ventilation (AP, or
a related mode of mechanical ventilation (e.g., BiLevel, Bi Vent, Bi ic,
PCV+, DuoPAP).

*
NOTE: If a device has been pulled on the first day of \ch ina

location where there are no other device days in t ,and a
device-associated infection develops after the de pulled, attribute
the infection to the previous month.

Total Required. Totals for each column should b lated. This is the

number that will be entered into the NH pplication.

Report No Events

While not on the paper data collectiogrferm, when completing summary
data entry on-line, if no events in on your monthly reporting plan
are reported, you will be requt eck the appropriate Report No
Events box(es), i.e., CLABSI Tl, VAE, PedVAP.

Custom Fields

Optional. Up to 50 fielcsm/‘ﬁe customized for local or group use in
any combination of thixfo ing formats: date (MMDDYYYY),

numeric, or alphar@ri :

Options se of NHSN before the field can be selected for use.

January 2013
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VAE FREQUENTLY-ASKED QUESTIONS

1) When should I use VAE? Are there circumstances in which I should still use PNEU?
e The VAE algorithm is ONLY applicable to mechanically-ventilated adult patients 218\* ¢

years.

e The VAE algorithm is NOT applicable to neonatal or pediatric patients (<18 year Q

e VAE surveillance may be conducted for mechanically-ventilated adult patients_caree’ for
in any type of unit in acute care and long-term acute care hospitals and inpati@\
rehabilitation facilities, including adults who are treated in units that pre(\ antly care
for pediatric patients.

e Patients on high frequency ventilation or extracorporeal life sup XCLUDED
from VAE surveillance. *\

NOTE: Patients who are receiving a conventional mode o;;@anical ventilation while
in the prone position, and patients who are receiving a co tional mode of mechanical
ventilation while receiving nitric oxide therapy or @ﬁtenol therapy are INCLUDED.

NOTE: Patients on Airway Pressure Release \&ion (APRV) and related modes of
mechanical ventilation (see FAQ nos. 22 and re INCLUDED, but the VAE period of
stability or improvement on the ventilat the period of worsening oxygenation
should be determined by changes in Fi Yy, since changes in PEEP as indicated in this
surveillance algorithm may not be @ca le to APRV. In addition, patients with VAE
who are on APRV or a related mio@ef mechanical ventilation at the time of VAE onset
should be indicated as such o the®AE Form (CDC 57.112).

e [In 2013, in-plan surveillﬁ\@or ventilator-associated PNEU may still be conducted for
neonatal and pedia,tri?tients ONLY.

e In2012and 20 tm NEU definitions are still available for those units seeking to
conduct off-pl EU surveillance for mechanically-ventilated adults or non-ventilated
adults or CI@ .

2) lam havi %cultv visualizing how to arrange the VAE data elements to facilitate easy
identifjegtfoh of events. Can you provide some additional guidance?
. Munits in which VAE surveillance will be conducted manually, we recommend that
. ou organize the necessary data elements in a table or spreadsheet to assist in identifying
&\Q\ AEs. There are a number of different ways in which to organize the data - you may

consider limiting your spreadsheet to just include the daily minimum PEEP and FiO,
values, and then, if a VAC event is identified, utilize other data sources to gather
information on the data elements included in the IVAC, Possible VAP, and Probable
VAP definitions. Alternatively, you may choose to include columns for all data elements
(from VAC through Probable VAP) in a single spreadsheet.
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NOTE: For most patients under surveillance for VAE, the only data elements you will
need to record are the ventilator days, minimum daily PEEP, and minimum daily FiO..
The maximum and minimum daily temperatures and white blood cell counts only need to
be recorded for those patients who are identified as having met criteria for VAC. The
antimicrobial criterion only needs to be assessed for those patients with VAC and wit
abnormal temperature or white blood cell count that meets the criteria within the 1V
definition. Microbiology and related data elements included as criteria in the Poss@
Probable VAP definitions only need to be assessed for those patients who have metthe
IVAC definition.

NOTE: Keep in mind that the baseline period of stability or improvem @he
ventilator is defined as the 2 calendar days immediately precedin day of
increased daily minimum PEEP or FiO,, and must be characteriz%‘_ 2 calendar days
of stable or decreasing daily minimum FiO, or PEEP values (i daily minimum
PEEP or FiO, on the second day of the baseline period of s or improvement must
be equal to or less than the daily minimum PEEP or Fi02 e first day of the baseline
period of stability or improvement).

VAP definitions are organized in a fashion th ates identification of an event,
highlighted in the shaded region. In this ‘@p e, MV days 3 and 4 constitute the
baseline period, with stable minimum ﬁ f 5 cmH,0 on each day. On MV days 5 and
6, the daily minimum PEEP is 8 c hich meets the VAC criterion for worsening
oxygenation. If we scan across , We can see that the IVAC temperature/white
blood cell count criterion |§ there are no temperatures < 36°C or > 38°C, and no

EXAMPLE: In the table below, the data elem @e to meet VAC, IVAC and Possible
;E}c t

white blood cell counts < 4 cells/mm? or > 12,000 cells/mm?®) - so even though the
patient was started on a timicrobial agent and continued on that agent for 4
calendar days, IVAC; met Therefore, this event would be reported as a VAC, with

L 4

the date of event b V day 5.
Patient MV Day PEEPin FLO ‘Tempmin Tempmax WBCin WBCax Abx Specimen Polys / Epis Organism VAE
1 1 10 \1) 371 37.6 4.3 4.3 None
1 2 5 .60 36.8 37.2 4.6 4.6 None
1 3 A@ 0.40 37.0 37.9 5.4 5.4 None
1 4 Q} 0.40 36.5 37.3 9.2 9.2 Yes - - -
1 5’ 8 0.50 36.3 36.9 8.4 8.4 Yes ETA >25/<10 Mixed flora VAC
L
1 0.40 37.2 375 8.5 8.8 Yes
1 5 0.40 37.8 37.9 7.6 7.6 Yes

L0
MV = e i

nical ventilation. PEEP in = Daily minimum PEEP. FiOmi, = Daily minimum FiO,. Tempmi, = Daily minimum temperature. Tempmax = Daily
maximum temperature. WBCp,, = Daily minimum white blood cell count. WBCyax = Daily maximum white blood cell count. Abx = antimicrobial agents. Polys
/ epis = Polymorphonuclear leukocytes and squamous epithelial cells from respiratory specimen.

EXAMPLE: In the table below, by scanning across the data elements, you can see that
there are no periods in which there is a stable, 2-day baseline period followed by a 2-day
period where the PEEP or FiO, are increased 3 cmH,0 or 20 points over baseline. On
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MYV days 2 and 3, the PEEP values are 7 cmH,0 and 6 cmH-0 respectively, and then

increase to 9 cmH,0 on MV days 4 and 5 - but the difference between day 4 or day 5 and

day 2 is only 2 cmH,0, rather than the required 3 cmH,0O. Also, the gradual increase in

FiO, from the time of initiation of mechanical ventilation means that there are not two

days on which the FiO, is at least 20 points higher than on the 2 previous days. Theref e% M
although the temperature and white blood cell counts exceed the required thresholds K
IVAC on several occasions, and the patient appears to have received a new antimi ﬁ}
agent for several days in the setting of a positive blood culture, the VAC definitiomig’not

met, and so no VVAE is reported. Q
- O

Patient MV Day PEEPin FiOamin Tempmin Tempmax WBCin WBCax Abx Specimen Nv‘s’/ Epis Organism VAE
2 1 5 0.30 37.1 37.6 4.3 4.3 None - -
2 2 7 0.30 36.8 37.2 4.6 4.6 None “\é
2 3 6 0.45 37.0 37.9 5.4 5.4 None \\
2 4 9 0.45 36.5 37.3 9.2 9.2 NOQ -- - --
2 5 9 0.60 36.3 36.9 8.4 8.4 None ETA 225/<10 Mixed flora
2 6 8 0.60 37.2 37.5 8.5 8.8 { e
2 7 6 0.75 37.8 37.9 7.6 o 7 &V'None
2 8 6 0.75 38.2 38.4 10.5 Yes Blood - S. aureus
2 9 5 0.80 38.5 38.9 1 Qf Yes -- - --
2 10 5 0.75 37.4 38.1 R'sb 12.9 Yes
2 11 5 0.70 37.2 37.9 ('\ Y 9.4 Yes
2 12 5 0.60 37.3 37ﬂ\\.)9.5 95 Yes
2 13 7 0.60 37.2 7.8 V' 8.2 8.2 Yes
2 14 8 0.60 37.0‘ p\§7 8.6 8.6 Yes
X\J
3) Is there a hierarchy of repertind for VAE? How do | know whether to report a VAC, an
IVAC or a Possible.or Rgdbable VAP?
. VAE surveillance in 2013 means assessing patients for the presence
uded in the algorithm—from VAC to IVAC to Possible and Probable
e, a unit participating in in-plan VAE surveillance cannot decide, for
hat only surveillance for VAC (and not for IVAC or Possible or Probable
be performed.
. eNs a hierarchy of definitions within VAE:
o If a patient meets criteria for VAC and IVAC, report as IVAC.
‘\6 o If a patient meets criteria for VAC, IVAC and Possible VAP, report Possible
\Q VAP.
& o If a patient meets criteria for VAC, IVAC and Probable VAP, report Probable

VAP.
o If a patient meets criteria for VAC, IVAC, Possible VAP and Probable VAP,
report Probable VAP.
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4) How do | determine the duration of a VAE? Can a patient have more than one VAE during a
hospitalization?
e Patients may have multiple VAEs during a single hospitalization. The event period is
defined by the 14-day period that starts on the date of onset of worsening oxygenation.
VAE criteria met during that 14-day period are attributed to the current VAE. $ ¢

EXAMPLE: Patient is intubated and mechanical ventilation is initiated in the MI@
1). The patient is stable during the following 4 calendar days (days 2 through 5).

baseline, therefore meeting the VAC FiO, threshold. The VAC episode 4 d by the
period encompassing days 6 through 19 (14 days, starting on day 1 of ing
oxygenation, which in this case is day 6). If the patient were to ex a period of
stability or improvement on the ventilator on days 18 and 19, fell y another 2-day

period of worsening on days 20 and 21, a new VAE would be \r ed, since the second
period of worsening oxygenation has occurred more than 1 after the start of the
initial period of worsening oxygenation.

5) Sometimes patients are intubated, extubated, and rein @several times during a single
hospitalization. How do | define an episode of me ventilation, and can a VAE occur
in a patient who has recently been extubated?

e An episode of mechanical ventilation is %ed as a period of days during which the
patient was mechanically ventilated foN portion of each consecutive day during the
period.

EXAMPLE: A patient is intu t(elﬁd mechanically ventilated on hospital day 1. The
patient remains on mech n§¢entilation from hospital day 2 through 12 noon on
hospital day 6. At noon fg pital day 6, the patient is extubated. The patient remains
extubated on hospita@ . and is then reintubated on hospital day 8. In this case, the
first episode of me’d\6 al ventilation is defined by days 1 through 6. Since the patient
was extubate(:&ly and remained extubated for a full calendar day on day 7, the re-

intubation o tient on day 8 defines the start of a second episode of mechanical
ventilation? igure, below.

Hosp Day No. @‘ 2 3 a 5 6 7 8 9 10
MV Episode AN 1 1 1 1 1 - 2 2 2
‘ —
MV Day No{. N o1 2 3 4 5 6—extubated - 1-reintubated 2 3
at noon

&Q 1 full calendar day off mechanical ventilation, followed by reintubation,

defines a new episode of mechanical ventilation.

EXAMPLE: A patient is intubated and mechanically ventilated on hospital day 1. The
patient remains on mechanical ventilation from hospital day 2 through hospital day 6 at
12 noon. At noon on hospital day 6, the patient is extubated. The patient is reintubated at
9 pm on hospital day 7, and remains intubated and mechanically ventilated till 2 pm on
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day 10 The patient is extubated at 2 pm on day 10 and remains extubated until hospital

discharge on day 15. In this case, there is only a single episode of mechanical ventilation,
defined by days 1 through 10, because the patient was extubated on day 6 but reintubated
the next calendar day (day 7). See figure, below.

N
Hosp Day No. 1 2 3 5 6 7 9 PR
MV Episode 1 1 1 1 1 1 1 1 N1
MV Day No. 1 2 3 4 5 6—extubated at 7—reintubated 9 extubated
noon at9 pm at2 pm

e A VAE can occur in a patient who has been extubated and |st
the amount of time the patient was off the ventilator, as noted E

EXAMPLE: A patient is intubated and mechanically vent
patient remains on mechanical ventilation from hospi
hospital day 6. At noon on hospital day 6, the pati
extubated on hospital day 7, and is then reintu
because the patient has been extubated for 1 f@a
starts over with reintubation on hospital faﬁ

of mechanical ventilation, the patient

improvement and at least 2 days 0% sehi

\_Y_}

Patient was reintubated on the calendar day following extubatiol
calendar day off mechanical ventilation, thereis only 1 e

o

N

. Because there is not 1
echanical ventilation.

bated, subject to
examples below.

on hospital day 1. The
g%ay 2 through 12 noon on
IS=€xtubated. The patient remains
hospital day 8. In this case,
endar day (day 7), the “VAE clock”
meet VAE during this second episode
ave to have at least 2 days of stability or
ing oxygenation on the ventilator; therefore,

the earliest date on which the p uld meet VAE criteria would be hospital day 11
i i i 8 and 9, increased ventilator settings on days 10 and

be reported as day 10—the first day of worsening

(stable or improving settings
11). The VAE event date

oxygenation meeting V

eria. See figure, below.

)

Hosp Day No. 1 2 3* 6 7 8 9 10 11
MV Episode 1 1 [ 1 1 - 2 2 2 2
MV Day No. ! 2 ‘W\ 4 6_aetx:1lcj>zz:1tEd reintt-t;ated 2 3 4
&
ov Day 1 of Day 2 of Day 1 of Day 2 of
VAE Criterion -- b -- stability or stability or worsening worsening
< improvement | improvement oxygenation oxygenation

*

~N

LE: A patient is intubated and mechanically ventilated on hospital day 1. The
pagient remains on mechanical ventilation from hospital day 2 through 12 noon on

ospital day 6, when the patient is extubated. The patient is reintubated at 9 pm on
hospital day 7. In this case, there is no “new” episode of mechanical ventilation, since
there was not a full, ventilator-free calendar day. Therefore, the period of worsening
oxygenation may be determined to have started on day 7, the day of reintubation, as long

as PEEP or FiO, criteria are met. PEEP and FiO, data from hospital days 5 and 6
(through the time of extubation) may be used to determine whether a period of stability

and improvement occurred, and these data may be compared to PEEP and FiO, data

obtained from the time of reintubation on day 7 and beyond to determine whether at least
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2 days of worsening oxygenation occurred. The earliest that the patient could meet VAE
criteria would be day 8 (assuming stable or improving ventilator settings on days 5 and 6,

and two days of worsening oxygenation meeting criteria on days 7 and 8). The VAE

event date would be reported as day 7—the first day of worsening oxygenation meeting

VAE criteria. See figure, below. .

Hosp Day No. 1 2 3 4 5 6 7 8 9 Y10
MV Episode 1 1 1 1 1 1 1 1 1 1

MV Day No. 1 2 3 4 5 6—extubated 7—reintubated 3 A 10
at noon at9 pm
Day 1 of Day 2 of Day 1 of Day 2 of . O\
VAE Criterion stability or stability or worsening worsenin,
improvement improvement oxygenation oxygenatj

e A patient may also meet criteria for VAC while intubated, and then@eria for IVAC (or

Possible or Probable VVAP) following extubation.
EXAMPLE: A patient is intubated and mechanically ven g on hospital day 1. The

patient remains on mechanical ventilation till 11 a spital day 10, when the patient
IS extubated. Criteria for VAC are met during the of mechanical ventilation,
based on 2 days of stability or improvement ( s 5 and 6) followed by 2 days of

onset of worsening oxygenation. Within days before and 2 days after the day of
onset of worsening oxygenation, the ph’ﬁ as a temperature of 38.4°C, and a new
antimicrobial agent is started (mer ent, on MV day 9—see FAQ no. 6-10). The new
antimicrobial agent is continue% east 4 days (hospital days 8 through 11).
Therefore, even though the pagientivlas extubated on hospital day 10 and remained
extubated on hospital di@e day on which all IVAC criteria were fulfilled), the

I

worsening oxygenation (MV days 7 and 8%. T te of the event is MV day 7, the day of

event should be reporte VAC. See figure, below.

Val
Hosp Day No. 4 W) 6 7 8 9 10 1
MV Day No. 4 58 6 7 8 9 Extubated -
at 11 am
VAE Criterion 4 1 of Day 2 of Day 1 of Day 2 of
- bility or stability or worsening worsening Temp 38.4°C
\ mprovement | improvement | oxygenation oxygenation
Antimicrobial N . . .
agent C%Qe Ceftriaxone Ceftriaxone Ceftriaxone | Meropenem | Meropenem | Meropenem | Meropenem
@ Patient has fulfilled all IVAC criteria, and
. 6 IVAC should be reported. Date of the
\ IVAC event is hospital day/MV day 7.

&\?What antimicrobial agents are included in the IVAC definition?
e See the Appendix for a list of the antimicrobial agents eligible for consideration in the
IVAC definition (as well as the Possible and Probable VAP definitions).
e See Table 1 for eligible routes of administration.

7) How do | figure out if an antimicrobial agent is “new” for the IVAC definition?
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A new antimicrobial agent is defined as any agent listed in the Appendix that is initiated

on or after 3 days of mechanical ventilation AND in the VAE Window Period (defined

by the two days before, the day of, and the two days after the onset date of the VAE—as
long as all of these days are on or after the 3" day of mechanical ventilation). The agent
is considered new for the purposes of this definition if it was NOT given to the patient&

one of the routes listed in Table 1. See the example in the figure below:

either of the 2 days preceding the current start date. The agent must be administered (\

L 4

MV Day No. 4 5 6 7 8 9 11
VAE Criterion Onset (day 1) of worsening Day 2 of worsening oxygenation
oxygenation meeting VAE PEEP meeting VAE PEEP or FiO, 0{ O
or FiO, thresholds thresholds \\
NG .
Example of the 5-day period during which the first dose of an N bial
agent must be given to meet requirements of IVAC d:w
EXAMPLE: A single dose of vancomycin is gixden to a patient on the VAE onset
date (which is the day of onset of worsenin nation meeting VAE criteria,
in this case MV day 7), and was not gi patient during the 2 previous
days (MV days 5 and 6). Vancomycin ¢ efore considered a new antimicrobial
agent (see figure below). ‘b
MV Day No. 4 5 ’N\ 7 8 9 10
VAE Criterion Day 1 of Da % Day 1 of Day 2 of
stability or abjlit worsening worsening
improvement impr: ent oxygenation oxygenation
Antimicrobial K Single dose of Single dose of
agent vancomycin vancomycin
None Non c> None ordered and None None ordered and
administered administered

\

&
~N

January 2013

\A single dose of vancomycin is ordered and administered to the patient within the

%\ period defined by the two days before, the day of, and the two days after the VAE onset

date. Note that no vancomycin was given in the 2 preceding days, and so vancomycin is
Q a “new” antimicrobial agent for the purposes of the VAE definition.

AMPLE: If meropenem is given to a patient on the VAE onset date (which is
the day of onset of worsening oxygenation meeting VVAE criteria, in this case MV
day 7), and was not given to the patient during the 2 previous days (MV days 5
and 6), then meropenem is considered a new antimicrobial agent (see figure
below). Note that the patient is also receiving ceftriaxone, and receives doses
during the 5-day period around the onset of worsening oxygenation (first dose
during the 5-day period was on MV day 5). However, because ceftriaxone was
given to the patient the day before the 5-day period (on MV day 4), ceftriaxone

does not count as a new antimicrobial agent for the purposes of the IVAC
definition.

*
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MV Day No. 4 5 6 7 8 9 10
VAE Criterion Day 1 of Day 2 of Day 1 of Day 2 of
stability or stability or worsening worsening \
improvement improvement oxygenation oxygenation «
:;:LT'cmb'al Ceftriaxone Ceftriaxone Ceftriaxone Meropenem Meropenem Meropenem Mero@

8) Ihave figured out that a new antimicrobial agent was given to the pat

T

First dose of meropenem during the 5-day period around the onset of worsenin

meropenem is a “new” antimicrobial agent for the purposes of the VAE definfi

determine whether it was continued for 4 days?

e Make sure you are using the Medication Administration Rec
which antimicrobial agents were actually administered to t
orders or dispensing information is not sufficient.

e You do not need to know the dose or frequency of

e Four consecutive Qualifying Antimicrobial Days,
Window Period—are needed to meet the IVA

patient was administered an antimicrobi
the VAE Window Period. Days betwe
also count as QADs as long as ther
administrations of the same anti
VAE Day 1, has not been given®in
VAE Days 3, 5 and 7, there
also count as QADs.

e The requirement for 4 c
same antimicrobia¢

of that antimicr
antimicrobial

Period.

<

O

=5

tstration.

>

IE;»@W do |

O\

oxygenation. Note that no meropenem was given in the 2 preceding days, a

u need to know

ient. Antimicrobial

s)—starting within the VAE

rion. A QAD is a day on which the
at was determined to be “new” within
inistrations of a new antimicrobial agent
p of no more than 1 calendar day between
jal agent. For example, if levofloxacin is given on
2 preceding calendar days, and is given again on

7 QADs—because the days between levofloxacin doses

é&gtive QADs can be met with 4 days of therapy with the
&7 a gap of no more than 1 calendar day between administrations
ial=or it can be met with 4 days of therapy with multiple

, as long as each antimicrobial was started within the VAE Window

&MPLE: In the figure below, meropenem would meet the antimicrobial
[

terion of the IVAC definition because at least one dose was given on 4
consecutive days.

oS0

1 2 3 4 5 6 7
rion Day 1 of Day 2 of Day 1 of Day 2 of
Stability or stability or worsening worsening
N improvement improvement oxygenation oxygenation
‘Antimicrobial Ceftriaxone Ceftriaxone Ceftriaxone Meropenem Meropenem Meropenem Meropenem
agent
QAD No No No Yes Yes Yes Yes
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EXAMPLE: In the figure below, the 3 drugs shown in bold lettering all qualify as
new antimicrobial agents, and therefore the antimicrobial criterion of IVAC is
met, since the patient is given 4 consecutive days of new antimicrobial agents.

\A ¢
AN\

MV Day No. 1 2 3 4 5 6
VAE Criterion - Day 1 of Day 2 of Day 1 of Day 2 of N
Stability or stability or worsening worsening O
improvement improvement oxygenation oxygenation
Antimicrobial Ceftriaxone Ceftriaxone Ceftriaxone Meropenem Imipenem Piperacillin/@iperacillin/
agent tazobact: h Tazobactam
QAD No No No Yes Yes k@ i Yes
EXAMPLE: In the figure below, levofloxacin is a new_a robial agent (it was
started during the VAE Window Period, on MV day \ was not given in the 2
days preceding the first day of administration). The gaps of no more than 1
calendar days between days on which levofloxacifa&given, and so the
intervening days also count as QADs. In this ple, there are 5 QADs (MV
days 3-7); therefore the antimicrobial criteg IVAC is met.
MV Day No. 1 2 3 [ . 5 6 7
VAE Criterion - Day 1 of Day 2 of ‘ Day Yof Day 2 of
Stability or stability or brsening worsening
improvement improveme genation oxygenation
Antimicrobial Levofl i Levofloxacin Levofloxacin
agent
QAD No No § vEs :7 Yes Yes Yes Yes

9) There are many patients in &

N

with renal insufficiency and/or who are receiving

hemodialysis. These pgti

S ﬁav receive certain antimicrobial agents on an infrequent

dosing schedule (for e

e, every 48 hours). How do | determine whether they have

received 4 consec \da‘vs of new antimicrobial therapy?

e See above. Y4

antimicr
remai

 not need to know the patient’s renal function, the dose of the

ent, or the frequency of administration. The antimicrobial criterion rules
me, regardless of whether patients have renal dysfunction or not.

patient is being given one-time doses of vancomycin? How do | take that into

10) WhaSSt\e

acco

‘When using the I\VAC surveillance definition?

*

<&

of no more than 1 calendar day between days on which vancomycin is given, the

\‘Ol'he rules for determining whether the antimicrobial criterion is met do not require that
you know the dose or frequency of administration.

Make sure that vancomycin qualifies as a new antimicrobial agent—that it was not given
in the 2 days preceding the day on which vancomycin was given during the VAE
Window Period.

e Check to see whether there are 4 consecutive QADs with vancomycin; if there are gaps

intervening days may be counted as QADs. If there are gaps of longer than 1 calendar

January 2013
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day between days of vancomycin therapy, the requirement for 4 consecutive QADs
cannot be met using vancomycin alone—but make sure to check whether the 4
consecutive QAD requirement is met by considering any other antimicrobials being
administered to the patient.

*
EXAMPLE: A patient is given a single dose of vancomycin 1 gram IV on M $
day 5. Since vancomycin was started on or after day 3 of mechanical venti Q
and no vancomycin was administered on MV days 2, 3 or 4, vancomycin (@ﬁes
as a new antimicrobial agent. A second, single dose of vancomycin 1grag IV is

administered on MV day 8. Because there is a gap of more than 4 ar day
between days of vancomycin administration (there is a gap of n this
example), the requirement for 4 consecutive QADs is not e therefore the

IVAC antimicrobial criterion is not met.

N

MV Day No. 2 3 4 5 6 N PN 8 9
VAE Criterion -- -- Day 1 of Day 2 of Day 1 of .A/ 2 of
Stability or stability or worsening orsening
improvement improvement oxygen oxygenation
Antimicrobial None None None Vancomycin 1 % None Vancomycin 1 None
agent gramIVx1 gramIVx1
dose 1 @ dose
QAD No No No Yes , No No Yes No

&

11) Can I report pathogens or secondary B8t fodZWAC and IVAC?
o Pathogens are NOT rep VAC or IVAC events.
o Secondary BSls are NOT rggorted for VAC or IVAC events.

EXAMPLE: A i@hospitalized and mechanically-ventilated in the MICU for
14 days develgps Wersening oxygenation following a 7-day period of stability on
the ventilatog C criteria are met on hospital day 15 (stable ventilator settings
on days &m 13, increased ventilator settings on days 14 and 15). The onset
date is 4. The white blood cell count is noted to be 15,500 cells/mm? on day
14. enem and vancomycin are begun on day 15, administered through the
s right-sided central line, which was inserted on ICU admission. The
@ ibiotics continue to be administered on day 18, meeting IVAC criteria.
ndotracheal aspirate cultures done on days 15 and 16 grow scant upper
respiratory flora. A blood culture collected on day 15 is positive for Klebsiella
. % oxytoca. There are no other signs or symptoms of infection. This patient should be
\ reported as having an IVAC and a central line-associated BSI. The BSI cannot be

&\Q reported as secondary to the IVAC event.

12) Can | report pathogens for Possible and Probable VAP?
e Pathogens may be reported for Possible and Probable VAP events, provided they are
isolated or identified from appropriate specimen types according to the requirements of
the algorithm and are NOT on the list of excluded organisms and culture results:
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0 Excluded organisms and culture results that cannot be used to meet the
Possible or Probable VAP definitions are as follows: “Normal respiratory
flora,” “normal oral flora,” “mixed respiratory flora,” “mixed oral flora,”
“altered oral flora” or other similar results indicating isolation of commensal
flora of the oral cavity or upper respiratory tract; Candida species or yeast .
otherwise specified; coagulase-negative Staphylococcus species; and \
Enterococcus species, when isolated from cultures of sputum, endotrach&
aspirates, bronchoalveolar lavage, or protected specimen brushings.

NOTE: When Candida species or yeast not otherwise specified, coagulas gve
Staphylococcus species or Enterococcus species are isolated from cultﬁﬁv ung tissue
or pleural fluid, these organisms may be reported as Possible or P bﬁaa AP
pathogens. 0\6

See Table 2 for the required quantitative culture thresholdﬁs@\lated with various
specimen types in the Probable VAP definition. Note thats&your laboratory reports semi-
quantitative culture results, you should check with yo, boratory to confirm that semi-
quantitative results match the quantitative thresho din Table 2.

13) Can | report secondary BSls for Possible and Prot@e AP?

*

~N

Secondary BSIs may be reported for Po% and Probable VAP events, provided that the
organism isolated from the blood cult ches an organism isolated from an
appropriate respiratory tract speC| luding respiratory secretions, pleural fluid and
lung tissue). The respiratory tra en must have been collected within 2 calendar
days before or after the day of,0 of worsening oxygenation to be considered as a
criterion for meeting the P@e or Probable VAP definitions. In addition, the positive
blood culture must have ollected during the 14-day event period, where day 1 is the

day of onset of wor: xygenatlon
0 In cases who&)smble VAP is met with only the purulent respiratory secretions
criterion agd no culture is performed, and there is also a positive blood culture
duri 4-day event period, a secondary BSI is not reported because there was
no Ing respiratory tract culture.
(o] I?»es where Probable VAP is met with only the histopathology criterion and no
ure is performed, and there is also a positive blood culture, a secondary BSI is
not reported.
In cases where a culture of respiratory secretions, pleural fluid or lung tissue is
performed but is negative or does not grow an organism that matches an organism
isolated from blood, a secondary BSI is not reported.

NOTE: Candida species or yeast not otherwise specified, coagulase-negative
Staphylococcus species, and Enterococcus species cultured from blood cannot be
deemed secondary to a Possible or Probable VAP, unless the organism was also
cultured from pleural fluid or lung tissue.
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EXAMPLE Patient hospitalized and mechanically ventilated in the MICU for 14
days develops worsening oxygenation following a 7-day period of stability on the
ventilator. VAC criteria are met on hospital day 15 (stable ventilator settings on days
12 and 13, increased ventilator settings on days 14 and 15). The onset date is day 14.
The white blood cell count is noted to be 15,500 cells/mm? on day 14. Meropene .
and vancomycin are begun on day 15, administered through the patient’s right-si%
central line (inserted on ICU admission). The antibiotics continue to be adminj

on day 18, meeting IVAC criteria. Endotracheal aspirate specimens collected ays
15 and 16 grow heavy Klebsiella oxytoca. Endotracheal aspirate quality IQ
reported. A blood culture collected on day 15 is positive for K. oxytacq patient
should be reported as having a Possible VAP with a secondary BSI\ K. oxytoca.

EXAMPLE: Patient hospitalized and mechanically ventilategb@ MICU for 14
days develops worsening oxygenation following a 7-day T stability on the

ventilator. VAC criteria are met on hospital day 15 (sta tilator settings on days
12 and 13, increased ventilator settings on days 14 a . The onset date is day 14.
The white blood cell count is noted to be 15,500 mm3 on day 14. Meropenem

and vancomycin are begun on day 15, adminis 3% rough the patient’s right-sided
central line (inserted on ICU admission). TR e@» iotics continue to be administered
on day 18, meeting IVAC criteria. A thoraCetesis is performed on day 15 at the
patient’s bedside using aseptic techn%P eural fluid is sent for culture and grows
Candida albicans. A blood cultur 's& ed on day 16 is positive for C. albicans.
This patient should be reported ng a Probable VAP with a secondary BSI due

to C. albicans.
EXAMPLE: Patient h I|zed and mechanically ventilated in the MICU for 14
days develops wors xygenation following a 7-day period of stability on the

ventilator. VAC cgiteri@ are met on hospital day 15 (stable ventilator settings on days
12 and 13, incf% Qventllator settings on days 14 and 15). The onset date is day 14.
The white biwgd cell count is noted to be 15,500 cells/mm?® on day 14. Meropenem
and vanco are begun on day 15, administered through the patient’s right-sided
central 4} nserted on ICU admission). The antibiotics continue to be administered
on , meeting IVAC criteria. An endotracheal aspirate collected on day 15 is a
ality specimen, with > 25 neutrophils and < 10 squamous epithelial cells per
power field, and grows Staphylococcus aureus (qualitative result). A blood

Iture collected on day 24 is positive for S. aureus and for coagulase-negative
staphylococci (CoNS). This patient should be reported as having a Possible VAP,
with S. aureus reported as the pathogen. A secondary BSI should also be reported for
the Possible VAP, since the positive blood culture was collected within the 14-day
period of the VAE, and an organism isolated from blood (S. aureus) matched an
organism isolated from culture of the endotracheal aspirate. The CoNS also isolated
from the blood culture on day 24 is not reported as a pathogen for the Possible VAP
because it is an excluded organism.
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14) Can 1 only report pathogens if they are isolated in cultures of appropriate specimens? What
about pathogens identified by non-culture-based diagnostic testing?

e Probable VAP is the only VAE definition that incorporates results of non-culture-based
microbiological diagnostic testing. For Probable VAP, pathogens that are grown in
culture OR that are identified as a result of other laboratory testing (e.g., antigen testi * ¢
PCR, immunohistochemistry, etc.) should be reported. Do not limit reporting to just
organisms isolated in culture. For example, influenza A identified by polymerase
reaction (PCR) in a patient meeting probable VAP criteria should be reported as a
pathogen for that event.

.
It

15) The “Probable VAP criteria include “positive diagnostic tests” for Leqion&&%cies, and

selected viruses. What kinds of diagnostic tests can be used to meet t on?
e Diagnostic testing practices may vary from facility to facility am ge over time as
better tests are developed. Listed here are some examples of stic tests for specific

pathogens included in the Probable VAP definition. Positivg*gults of these tests may be
used in meeting the Probable VAP definition. Your facilit}&\ay use other testing
methods; positive results obtained using these metho ay also be appropriate for use in
meeting the Probable VAP definition. If you have ion regarding a diagnostic test
method, check with your laboratory.

e For Legionella species, positive results of any e following, performed on the
appropriate specimen: urinary antigen, L ella-specific respiratory culture, paired
serology (4-fold rise in titer between eafd convalescent specimens), direct
fluorescent antibody stain, immun%oc emistry stain, or nucleic acid detection assays
(such as PCR) performed on a r% ry specimen.

e For respiratory viruses (influgpza, Wespiratory syncytial virus [RSV], parainfluenza
viruses, human metapne s, coronaviruses, rhinoviruses and adenovirus), positive
results for any of the fol

o] Performe% an appropriate respiratory specimens — PCR or other viral
nucleic etection methods, antigen detection methods, including rapid

tests, Wral cell culture, or
o P ﬁbﬂed on appropriate pathologic specimens — immunohistochemical
éys, cytology, microscopy, or
Qerformed on appropriately timed paired sera (acute and convalescent) —
®~ serological assays demonstrating seroconversion or a significant rise in

((\ antibody titer.

16 t about pneumonitis that occurs in a mechanically-ventilated patient and is determined to
0 due to herpes simplex virus (HSV) or cytomegalovirus (CMV)? Can these infections be
& reported as VAES?

e In most cases pneumonitis due to HSV and CMV represents reactivation of a latent
infection, and therefore would not be considered healthcare-associated, according to the
NHSN definition of a healthcare-associated infection.
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17) Are there any culture results or microorganisms that CANNOT be used to meet the Possible
and Probable VAP definitions?
e The following pathogens and culture results may NOT be used to meet the definitions
and may NOT be reported as causes of Possible or Probable VAP when they are obtained
from cultures of sputum, endotracheal aspirates, bronchoalveolar lavages or protected$ ¢

specimen brushings:

0 Culture results reported as “Normal respiratory flora,” “normal oral flora,”, Q
“mixed respiratory flora,” “mixed oral flora,” *“altered oral flora” or other lar
results indicating isolation of commensal flora of the oral cavity or upge
respiratory tract.

*
o Candida species or yeast not otherwise specified 5\\'
o0 Coagulase-negative Staphylococcus species 6®

o Enterococcus species 0\\

NOTE: These organisms are excluded because they are co @mpper respiratory tract
commensals, colonizers or contaminants, and are unusuah&ses of VAP. Their exclusion
from the surveillance definitions should NOT be use%:linical decision-making
regarding patient treatment. Providers must indep y determine the clinical
significance of these organisms isolated from jfgtory specimen cultures and the need
for treatment. 8

NOTE: When Candida species or yea%é'(;gherwise specified, coagulase-negative
Staphylococcus species or Enteroc s species are isolated from cultures of lung tissue
or pleural fluid, these organism reported as Possible or Probable VAP
pathogens.

e When sputum, endotracs\@pirate, bronchoalveolar lavage or protected specimen
brushing culture results are®mixed and contain one or more of the excluded pathogens in
addition to one or i on-excluded pathogens, the culture may be used to meet the
Possible or Pro Ne AP definition (depending on whether a qualitative, semi-
quantitative titative culture was performed, and whether the semi-quantitative or
quantitative,ctiw/ml thresholds were met) BUT only the non-excluded pathogen(s) should

be repm@s

LE: Patient intubated and mechanically ventilated in the MSICU meets IVAC
chitefia on day 8 of mechanical ventilation. On the day after the onset of worsening
. xygenation, an endotracheal aspirate is collected. The gram stain shows > 25 neutrophils
\ and < 10 squamous epithelial cells per low power field, and the culture grows “heavy

&\Q Staphylococcus aureus” and “heavy Candida albicans.” This patient should be reported

as having a Probable VAP due to Staphylococcus aureus - as long as the semi-

quantitative result “heavy” is equivalent to the quantitative threshold of > 10° cfu/ml for

endotracheal aspirates. Candida albicans from the endotracheal aspirate culture is not

reported, because it is an excluded result.
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18) What about pleural fluid cultures and lung tissue cultures? Can | report any pathogen isolated
from a lung tissue culture, or from a pleural fluid culture, assuming the specimen was
obtained during thoracentesis or at the time of chest tube insertion?
e Any pathogen cultured from lung tissue, when that lung tissue was obtained during an
open lung biopsy, video-assisted thoracoscopic surgery, or via other transthoracic or $ ¢

transbronchial biopsy approach, may be reported. Q

e Any pathogen cultured from pleural fluid, when that fluid was obtained during
thoracentesis or at the time of initial chest tube insertion, may be reported.

19) How are “purulent respiratory secretions” defined? .
e Purulent respiratory secretions used to meet Possible and Probable V Initions are

specifically defined as:
0 Defined as secretions from the lungs, bronchi, or tr, Qlth > 25 neutrophils
and < 10 squamous epithelial cells per low power pf, x100].
o If the laboratory reports semi-quantitative result @ should check with your
laboratory to be certain that the semi-quantitatfeeyresults match the
quantitative thresholds noted above.

e If your laboratory is not able to provide addition ation on how a semi-
guantitative reporting system corresponds to ive reporting ranges for neutrophils
and squamous epithelial cells, here is some g ce from the Clinical Microbiology

Procedures Handbook (3" ed., 2010)*:

1+ = occasional or rare = < | per low power field [Ipf, x100]
2+ = few = 1-9 cells pero er field [Ipf, x100]

3+ = moderate = 10-25 cell¢per low power field [Ipf, x100]

4+ = heavy = >2§\¢&er low power field [Ipf, x100]

o With this r in"mind, and in the absence of additional information from your
labora ory@rulent respiratory secretions” are defined as secretions that
contajg Weavy, 4+ or >25 neutrophils per low power field [Ipf, XI00]JAND rare,

z& , few, 1+ or 2+, or <10 squamous epithelial cells per low power field

ocC
100].
eference: Garcia, LS (Ed.). (2010). Clinical Microbiology Procedures Handbook. Herndon, VA:
@. ASM Press, page 3.2.1.16.

20) What,is\the definition of “positive lung histopathology” that can be used to meet the Probable

q definition?

\ f the lung tissue specimen was obtained via open lung biopsy, video-assisted

\Q thoracoscopic surgery, or via other transthoracic or transbronchial biopsy approach, it is
eligible for consideration in meeting the Probable VAP definition.

e Histopathological findings that can be used to meet the possible and probable VAP
definitions include:

0 Abscess formation or foci of consolidation with intense neutrophil
accumulation in bronchioles and alveoli;

*
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o0 Evidence of lung parenchyma invasion by fungi (hyphae, pseudohyphae or
yeast forms);

o Evidence of infection with the viral pathogens listed in FAQ no. 14 based on
results of immunohistochemical assays, cytology, or microscopy performed
on lung tissue.

21) I am still having trouble understanding the time frame that defines a VAE. Can you e@
what is meant by this statement that appears in the algorithm: *“On or after calendar of
mechanical ventilation and within 2 calendar days before or after the onset of W@\inq
oxygenation””? . Q
e The intent of these criteria is to determine whether a VAC is due to an 10US process

(IVAC) and/or pneumonia (Possible or Probable VAP) by lookin roborating
inflammatory and infectious signs at the time of VAC onset. The%e ion, “on or after
calendar day 3” is intended to exclude inflammatory and infe k signs present on the
first two days of mechanical ventilation because they are ely to be due to pre-
existing conditions than ventilator-acquired complication$~§he criterion, “within 2
calendar days before or after the onset of worsenin enation,” is intended to identify
infectious and inflammatory signs that arise at the ime as VAC and may therefore
point to the cause of the VAC. 6

e The figures below illustrate the time frar%at defines a VAE. The event date is the first
day of worsening oxygenation, define PEEP and FiO, thresholds outlined in the
algorithm. The event date defines tm frame within which all other criteria must be
met. In the examples below, the(sRaded area defines the VAE Window Period in which
IVAC criteria (temperature or, e‘;b:ount abnormalities, plus a new antimicrobial agent
started and continued for a&t 4 days) must be met, and in which Possible or Probable
VAP criteria must be m

NOTE: Keep in an@t VAE criteria must be met based on specimens collected or
antimicrobial a \& started after day 2 of mechanical ventilation.

EXAMPL&en the onset date of the VAE occurs early in the course of mechanical
ventilat .0., day 3 or 4 of mechanical ventilation), the period in which certain

ry and infectious criteria are sought for IVAC and possible or probable VAP

r, because the first 2 days of mechanical ventilation are excluded from the
al 5 day window surrounding the day of increased ventilator support.
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MV Day No. 1 2 3 4 5 6 7
Worsening oxygenation Day 1 of Day 2 of Day 1 of Day 2 of
Stability or stability or worsening worsening
improvement improvement oxygenation oxygenation

Temperature abnormality or
white blood cell count
abnormality

< An abnormal temperature or white blood cell count, according to
the algorithm parameters, must be documented within this shaded
period—>

~§‘

Antimicrobial agent

<New agent must be started on any day within this shaded peg
and then continued for at least 4 days—>

hd

Purulent respiratory secretions,
positive culture, positive
histopathology

<Specimen must be collected on any day within thi
period—>

ed

e\

EXAMPLE 2: When the onset date of the VAE occurs later in th
ventilation, the period in which certain criteria must be met is

patient has already been on mechanical ventilation for more
inflammatory and infectious signs arising anywhere in th

the day of increased ventilator settings can count tow

N
of mechanical

nger, because the
days and therefore

-day window surrounding
s IVAC and possible or probable

VAP. \
MV Day No. 10 11 12 13 14 15 16
Worsening oxygenation Day 1 of Day 2 o Day 1 of Day 2 of
Stability or ablligy or worsening worsening

improvement improvefnent oxygenation oxygenation
Ten"\perature abnormality or <An abng erature or white blood cell count, according to the algorithm
white blood cell count - .

X % eters, must be documented within this shaded period—>
abnormality £\
Antimicrobial agent <New ggeVust be started on any day within this shaded period, and then continued
for at least 4 days—>

Purulent respiratory secretions, &
positive culture, positive x <Specimen must be collected on any day within this shaded period>

histopathology

22) Providers in my 1G

v

N

e different types of mechanical ventilation for different patients. Can

you explain the

stances in which mechanically-ventilated patients are to be excluded

from VAE s

nce, and the circumstances in which mechanically-ventilated patients

should beﬁj ed in VAE surveillance?

e Re

r that the VAE surveillance algorithm is for surveillance of adult patients on

ical ventilation, in acute care and long-term acute care hospitals and inpatient
reMabilitation facilities. Children (< 18 years of age) are excluded from surveillance.

X

,Q(\

oxygenation).

atients are excluded from surveillance if they are receiving high frequency ventilation,
or if they are receiving extracorporeal life support (extracorporeal membrane

e Patients are included in surveillance if they are on a ventilator (as defined in the VAE
surveillance protocol), and are being mechanically ventilated through an endotracheal or
tracheostomy tube using a conventional mode of mechanical ventilation (such as volume
controlled, pressure controlled, or pressure support mechanical ventilation).

January 2013

10-53




Device-associated Events
VAE

o Patients on conventional mechanical ventilation who are receiving nitric oxide
or epoprostenol therapy are included in surveillance.

o Patients on conventional mechanical ventilation who are being ventilated in
the prone position are included in surveillance.

e Patients are also included in surveillance if they are on a ventilator (as defined in the * ¢
VAE surveillance protocol), and are being mechanically ventilated through an \
endotracheal or tracheostomy tube using Airway Pressure Release Ventilation (A@r
related modes. Some terms that are used to indicate APRV or a related mode of
mechanical ventilation include (but may not be limited to): BiLevel, Bi Vent@ﬂhasic,
PCV+, and DuoPAP. .

o For patients on APRV or related modes, the period of wors N oxygenation
following a period of stability or improvement on the n@or that is
required for identification of a VAE will be defined 10, criterion
within the VAE surveillance definition algorithm. EP criterion may not
be applicable in patients on APRV or related m mechanical ventilation.

e If you have questions about mechanical ventilation, you §h&ld check with the
Respiratory Care or Respiratory Therapy and/or Criti are departments in your

facility. é'\,

23) Why do | need to indicate if a patient was on APF@! the time of VAE onset, and why do |
need to indicate the number of patients on ABRY in my ICU for each day of VAE
surveillance? <
e We are trying to find out more abo w frequently APRV and related modes of

mechanical ventilation are beind usett”and the frequency with which VAEs are identified
in patients on APRV and relaged médes, to determine whether the VAE surveillance
definition algorithm ma réo be modified in the future.
e If the VAE occurred in 3% nt on Airway Pressure Release Ventilation (APRV) or a
related mode of mgc%a ventilation (e.g., BiLevel, Bi Vent, BiPhasic, PCV+,
DuoPAP) at the ti AE onset, indicate “Yes” in the “APRV” field on the VAE

Form (CDC 57 . Otherwise, indicate “No.”
e On the approgri@i€ denominator form (CDC 57.117 or 57.118), in the column for

“Numberg ients on a ventilator,” you will see that there are two sub-columns. In the

sub-c ny “Total patients,” enter the total number of patients on a ventilator on that

da sub-column, “Number on APRV,” enter the number for the subset of patients

@ntilator on that day who are on the APRV mode of mechanical ventilation or

refated modes (e.g., BiLevel, Bi Vent, BiPhasic, PCV+, DUoPAP) at the time the count is
¢ %Jerformed. If there are no patients on APRV or a related mode of mechanical ventilation,

&\Q\ enter “0” (zero).

4) My laboratory only performs semi-quantitative cultures of lower respiratory tract specimens,
and cannot provide me with additional guidance to help me know what semi-quantitative
culture result corresponds to the guantitative thresholds specified in the Probable VAP
definition. Can you provide more information?
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e For the purposes of this surveillance, and in the absence of additional information
available from your laboratory, a semi-quantitative result of “moderate” or “heavy”
growth, or 2+, 3+ or 4+ growth, meets the Probable VAP definition when accompanied
by purulent respiratory secretions as defined in the protocol (see FAQ no. 19).
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Introduction (]>)

This module contains two options,{ne focused on antimicrobial usage and the second on
antimicrobial resistance. To p rt@ e in either option, facility personnel responsible for
reporting antimicrobial use (A resistance (AR) data to the National Healthcare Safety
Network (NHSN) must cg@nate with their laboratory and/or pharmacy information
software providers toconfigtire their system to enable the generation of standard formatted
file(s) to be importe@ NHSN. The format provided for data submission follows the

Health Level (HL nical Document Architecture (CDA).” Manual data entry is not
available for t Module.

Purposez @'
The g@lhis National Healthcare Safety Network (NHSN) AUR Module is to provide a
r@n m for facilities to report and analyze antimicrobial use and/or resistance as part of

r regional efforts to reduce antimicrobial resistant infections through antimicrobial
&\@O ardship efforts or interruption of transmission of resistant pathogens at their facility®.
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1. Antimicrobial Use (AU) Option

Introduction * .
Rates of resistance to antimicrobial agents continue to increase at hospitals in the United \
States.! The two main reasons for this increase are patient-to-patient transmission of 92
resistant organisms and selection of resistant organisms because of antimicrobial expQosure.
Previous studies have shown that feedback of reliable reports of rates of antimicroDig
and resistance to clinicians can improve the appropriateness of antimicrobia'

Se

Objectives: The primary objective of the Antimicrobial Use option is t ate risk-
adjusted inter- and intra-facility benchmarking of antimicrobial usagé condary
objective is to evaluate trends of antimicrobial usage over time at @ility and national

levels. l

Methodology: The primary antimicrobial usage metric @d to this module is
antimicrobial days per 1000 days present. An antimicr, ay (also known as day of
therapy) is defined by any amount of a specific anti@lal agent administered in a
calendar day to a particular patient as documenged i electronic medication
administration record (eMAR) and/or bar codi%edicaﬁon record (BCMA) (refer to
Numerator Data Section); all antimicrobig r a specific agent administered across a
% present are defined as the aggregate number
oJT0r facility anytime throughout a day during a

8-11

population are summed in aggregate.
of patients housed to a patient-care lo€a
calendar month (refer to Denominggor Déta Section). For each facility, the numerator (i.e.,
antimicrobial days) is aggreg e&nonth for each patient-care location and overall for
inpatient areas facility-wide (i ility-wide-inpatient). Similarly, the denominator (i.e.,
days present) is calculatgd ok the corresponding patient-care-location-month or facility-
wide-inpatient-month, A ndary antimicrobial usage metric for facility-wide-inpatient
also reported to this ule is antimicrobial days per 1000 admissions. The numerator and
denominators are defined below and must adhere to the data format prescribed by
the HL7 CDA entation Guide developed by the CDC and HL7.’

wide-igpatient, and select outpatient acute-care settings (i.e., outpatient emergency

departnent, pediatric emergency department, 24-hour observation area) at each facility

{ 1). The patient-care areas may include adult, pediatric, or neonatal units as defined
&Qg HSN Codes (Chapter 15 CDC Locations and Descriptions). A comprehensive

Settings; @N encourages submission of all NHSN-defined inpatient locations, facility-
o

ubmission will enable a facility to optimize inter- and/or intra-facility comparisons among
specific wards, combined wards, and hospital-wide data. The optional and minimal
requirements for participation in the Antimicrobial Use option are listed in Table 1.

The minimal requirement for participation is submission of data for all four of the
following locations (if applicable to facility): 1) all medical critical care units(s) and
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surgical critical care units(s) [if combined units, then report as medical/surgical critical care
unit(s)]; 2) all medical ward(s) and surgical ward(s) [if combined wards, then report as
medical/surgical ward(s)]; 3) at least one specialty care area; and 4) facility-wide-inpatient

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

Table 1. CDC Location®: Optional and Minimal Requirements for AU Option

\*.

Inpatient Locations

Minimal Submission Requirements (if applicablaﬂ&cility)
A4

Adult Critical Care Units

Requirement:
For facilities with only adult critical care unit(sk, stbmit all
medical critical care unit(s) and surgical critical care units(s) [if
combined units, then report as medical/ al critical care
unit(s)].

*

For facilities with adult and pegi critical care unit(s), the
minimum requirement is the; ission of data from all adult

and pediatric critical care lotadions.

Pediatric Critical Care Units

Requirement:
For facilities with
medical critical

combined upits,
unit(s)]. '\%Db

For @‘ties with adult and pediatric critical care unit(s), the

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

iatric critical care unit(s): submit all
it(s) and surgical critical care units(s) [if
report as medical/surgical critical care

Neonatal Units Wa

NSptional (i.e., no minimal submission requirement)

Inpatient Specialty Care Ar

S™/Requirement: At least one Specialty Care Area

>
)

Inpatient Adults Wards 9

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

t@ediatric Wards

In
N\

,QQ

Requirement:

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

Step Down Units

Optional (i.e., no minimal submission requirement)

February 2013
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Inpatient Locatlons

Minimal Submission Requirements (if applicable for facility)

Operating Rooms

Optional (i.e., no minimal submission requirement)

Long Term Care

Optional (i.e., no minimal submission requirement)

Facility-Wide

Minimal Submission Requirements (if applicable for faculty)

Facility-wide-inpatient

Requirement: Facility-wide-inpatient

Outpatient Locations

Minimal Submission Requirements (if applicable f ility)

Select Acute Care Settings

Outpatient Emergency
Department

Pediatric Emergency
Department

24-Hour Observation Area

Optional (i.e., no minimal submission requirement)

N
O
x’b\

,QQ\\

4CDC Location: A CDC-defined designation given to a patient- cah%ﬁ%ousmg patients
r

who have similar disease conditions or who are receiving care f
surgical specialties. Each facility location that is monitored is
Location. The specific CDC Location code is determined b
in that area according to the 80% Rule. That is, if 80% &
(e.g., pediatric patients with orthopedic problems), the

of location (in this case, an Inpatient Pediatric Orth

Gpt medical or

d” to one CDC

e type of patients cared for
nts are of a certain type

area is designated as that type
Ward). See Locations chapter for

more information regarding location mapping

Requirements:

Q’\

An acceptable minimal month of data ingiides:

a. Data submitted for all four of t
medical critical care unit(s) a

ollowing locations (if applicable to facility): 1) all
ical critical care unit(s) [if combined units, then report

e wnit(s)]; 2) all medical ward(s) and surgical ward(s) [if
medical/surgical ward(s)]; 3) at least one specialty care

as medical/surgical critical
combined wards, then ré@s
area; and 4) facility-W-l patient (both days present and admissions must be reported for

this location).

b. Each month, t&ty must choose to monitor antimicrobial use data on the Patient

rting Plan (CDC 57.106)
outlined in the Table of Instructions (Appendix A) for the AU option are
CDA for each location.

N@rator Data (Antimicrobial Days):

timicrobial 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.#** 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 emergency
department, pediatric emergency department, 24-hour observation area) for select
antimicrobial agents and stratified by route of administration (e.g., intravenous,
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11-4



http://www.cdc.gov/nhsn/PDFs/pscManual/15LocationsDescriptions_current.pdf
http://www.cdc.gov/nhsn/forms/57.106_PSReportPlan_BLANK.pdf
http://www.cdc.gov/nhsn/forms/57.106_PSReportPlan_BLANK.pdf

Antimicrobial Use and Resistance Module
AUR

mtramuscular digestive and respiratory). Refer to Table 2 and Table 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 daily

for three days will be attributed three “Vancomycin Days (total)” and three “Vancomycin * .

Days (IV)” when stratified by intravenous route of administration. Appendix C provides
additional examples for the calculation of antimicrobial days. Table 4 summarizes the da
elements for numerator calculation. Please note that “zero” should be recorded when nQ
aggregate usage occurred during a given reporting period for a specific antimicrobial ag
at a facility in which the agent is used, while “not applicable” should be recorded vb
data are not available for a specific antimicrobial agent at a facility (e.g., the e@an’t be
electronically captured at that facility). A value (e.g., a specific number, “z 7& r “not
applicable”) should be reported for every antimicrobial agent listed in @

*

Table 2. Classification and Definitions of Route of Administrat@br Antimicrobial

Days L\

Classification: Definition”*

Route of Administration® (9.

Intravenous An intravascular route th s with a vein.

Intramuscular A route that begins Wi i uscle.

Digestive Tract A route that begl re in the digestive tract extending
from the mout h rectum.

Respiratory Tract A route that Wlthln the respiratory tract, including the
orophary nasopharynx.

% Other routes of administration are eXcl in this module (e.g., antibiotic locks,
intraperitoneal, intraventricular, irrjgatiof, topical).

PDefinitions per SNOMED R eéﬁ Terminology

“Mapping of standardized terg‘Q gy for route of administration are provided PHIN

VADS &

Table 3. Example S}%;ﬁcation of Antimicrobial Days by Route of Administration

Month/ Antimict Drug-specific Antimicrobial Days

Year- € a : ENPAE :
Location | _ Total v IM Digestive Respiratory
Month- @obramycin Tobramycin | Tobramycin | Tobramycin | Tobramycin | Tobramycin
Year/ Days Days Days Days Days
Locati > (Total) (1V) (1IM) (Digestive) | (Respiratory)

A

fhistration. 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 (IV)” and “one Tobramycin Day (Respiratory)”.
® For purposes of example of route stratification only (tobramycin not FDA approved for
administration via the digestive route).

@-sﬁeciﬁc antimicrobial days (total) attributes one antimicrobial day for any route of
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Antimicrobial Days

Antimicrobial | Defined as select antimicrobial agents and stratified by route of administration (i.e.,
Agents intravenous, intramuscular, digestive and respiratory). Refer to Appendix B fora
complete list of antimicrobial agents. The list of select antimicrobial agents\@\

evolve with time as new agents become commercially available. Topical
antimicrobial agents are not included in this module option. e

and/or BCMA only. Usage derived from other data sources (e.g.Okafmacy orders,

Data source Antimicrobial days are derived from administered data documeWMAR

doses dispensed, doses billed) cannot be submitted. *Q

Location Antimicrobial days are aggregated for inpatient locations, iLy-wide-inpatient, and
select outpatient acute-care settings (i.e., outpatient em department, pediatric
emergency department, 24-hour observation area) pgt location definitions.

Time Unit Antimicrobial days for a specific antimicrobial ag%\ﬁﬁ stratification by route of

administration are aggregated monthly per Iocath

Denominator Data (Days Present and Admissions): @nerator will be analyzed
against the denominator of days present and also admi r facility-wide-inpatient
only. The denominators are further defined below

Days present: Defined as time period during % given patient is at risk for antimicrobial
exposure for a given patient location. The eﬂ\ of days present differs from

conventional definition of patient days n other NHSN modules and that
recommended by the SHEA/HIPAC e for surveillance of multidrug-resistant
organisms.*? Days present is furthepdefifed below in context of calculation for patient care
location specific analyses and a&wide-inpaﬁent analyses. Please note that a separate
calculation for days present is& ed for patient-care location compared to facility-wide-

inpatient. o
D

t admitted to the medical ward on Monday and discharged two days later on
ednesday will be attributed three days present on that medical ward. Another
¢ % example, on the day a patient is transferred from a medical critical-care unit to a
\Q\ 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
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patient transferred from the 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.

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 summin

all of the days present for facility-wide-inpatient for a given month. Thus, a sum

days present from location-specific analyses would be higher than days pre%for

the facility, because transfers between wards can account for multipled

“days present” for a given patient. Therefore, the individual summi ays

present for location-specific analyses to achieve facility-wide- |n IS not

permissible. The calculation must be a separate summatlon\\ Ity-wide-

inpatient analyses.

Admissions: Admissions are defined as the aggregate number UAatlents admitted to the

facility (i.e., facility-wide-inpatient) starting on first day of calendar month through
the last day of the calendar month. This is the same defi for admissions utilized in

the NHSN MDRO/CDI Module. In the AU option, ions are reported only for
facility-wide-inpatient.

Table 5. Location-specific and Facility- mb\rgtlent Metrics

Metric Collected | Metric Deflnltlonﬂ% M | Comments

Inpatient Care Location-Specific Ahalys€s

Antimicrobial Drug-specificgntinficrobial days per | One patient can contribute only

Days/Days patient-c ion per one day present per calendar

present month/DS& esent per patient-care | day for each specific location.
Iocaﬂ@er month Summed total may be higher

when compared to facility-

(& wide measure (reflecting

transfers between locations).

Facility-wide ent Analyses

Antimicrohj Drug-specific antimicrobial days for | One patient can contribute only
Days/D a facility per month/Days present one day present per calendar
presen& per facility-wide-inpatient per month | day for a facility. Thus, one

. denominator is obtained for an
\% entire facility. The day present

NQ measure for facility-wide-
& inpatient may be lower when
compared to sum total from
location-specific comparison.
Antimicrobial Drug-specific antimicrobial days for | Only calculated for facility-

Days/Admissions | a facility per month/Admissions per | wide-inpatient for AU Option.
facility-wide-inpatient per month
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l,/ e

™

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- Q
wide-inpatient. O
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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 prior to
submission to CDC. L ¢

Month Required. Record the 2-digit month during which the data were collected I
location. PaN

Year Required. Record the 4-digit year during which the data were collectedu8r this
location.

Location Required. Record location; must be (if applicable to facilityy; medical
critical care unit(s) and surgical critical care unit(s) [if com units, then report
as medical/surgical critical care unit(s)]; 2) all medicalyardgs) and surgical
ward(s) [if combined wards, then report as medical/s ward(s)]; 3) at least
one specialty care area; and 4) facility-wide-inpati \

Numerator: Required.

Antimicrobial days per
month per location

3

Antimicrobial days are defined as the aggr€@ste sum of the days of exposure for
which a specific antimicrobial was admfMigteted. These are required to be
extracted from electronic medicati inistration record (eMAR) and/or bar
coding medication record (BCMA timicrobials days will be collected for
select antimicrobial agents (r%o Appendix B) and stratified by route of
administration. N
A J

Denominator:

Days present

Admissions

>

Required. Q
Days present is de 'n(eaé risk for antimicrobial exposure per time unit of analysis
stratified by locasi0q. For patient-care location-specific analyses, days present is
calculated as% mber of patients who were present for any portion of each day
of a calgn r month for a patient-care location. For facility-wide-inpatient
analyse present is calculated as the number of patients who were present for
any E tion of each day of a calendar month at the facility-wide-inpatient location
Issions are defined as the aggregate number of patients admitted to the facility

\'.e., facility-wide-inpatient) starting on first day of each calendar month through
*the last day of the calendar month. In the AUR Use Option, admissions are only

reported for facility-wide-inpatient.

ol
QO

&
~N
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Please note that mapping of standardized terminology (RXNORM) are provided PHIN
Vocabulary Access and Distribution System (VADS).

Antimicrobial Agent

Antimicrobial
Category

Antimicrobial
Class®

AMANTADINE
AMIKACIN
AMOXICILLIN

AMOXICILLIN/
CLAVULANATE
AMPHOTERICIN B

AMPHOTERICIN B
LIPOSOMAL
AMPICILLIN

AMPICILLIN/
SULBACTAM
ANIDULAFUNGIN

AZITHROMYCIN
AZTREONAM
CASPOFUNGIN
CEFACLOR
CEFADROXIL
CEFAZOLIN
CEFDINIR
CEFDITOREN
CEFEPIME
CEFIXIME
CEFOTAXIM
CEFOT
CEFO
C@DOXH\AE

PROZIL

&ﬁTAROLINE
CEFTAZIDIME
CEFTIBUTEN
CEFTIZOXIME
CEFTRIAXONE

N\
\\}‘b

February 2013

Anti-influenza
Antibacterial
Antibacterial
Antibacterial

Antifungal
Antifungal

Antibacterial
Antibacterial

Antifungal
Antibacterial
Antibacterial
Antifungal

M2 ion channel inhibitors
Aminoglycosides
Penicillins

Penicillins

Polyenes
Polyenes

Penicillins

Penicillins ®
Echino@r@

Macro
ongpactams

inocandins

AntibacteﬁLQCephalosporins

Antibaﬁia
i@e ial

%tl acterial
*
tibacterial

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

Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins
Cephalosporins

11-11

L\
Antimicrobi&\* ¢
Subclassb

Aminopenicillin

B-lactam/ B-lactamase
inhibitor combination

Cephalosporin 2™ generation
Cephalosporin 1% generation
Cephalosporin 1% generation
Cephalosporin 3" generation
Cephalosporin 3" generation
Cephalosporin 4™ generation
Cephalosporin 3" generation
Cephalosporin 3" generation
Cephamycin

Cephamycin

Cephalosporin 3" generation
Cephalosporin 2™ generation
Cephalosporin 5" generation
Cephalosporin 3" generation
Cephalosporin 3" generation
Cephalosporin 3" generation
Cephalosporin 3" generation
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Antimicrobial Agent

Antimicrobial

Category

Antimicrobial
Class®

Antimicrobial
Subclass®

CEFUROXIME
CEPHALEXIN
CHLORAMPHENICOL
CIPROFLOXACIN
CLARITHROMYCIN
CLINDAMYCIN
COLISTIMETHATE
DAPTOMYCIN
DICLOXACILLIN

DORIPENEM
DOXYCYCLINE
ERTAPENEM
ERYTHROMYCIN

ERYTHROMYCIN/
SULFISOXAZOLE

Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial

Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antibacterial

Cephalosporins
Cephalosporins
Phenicols
Fluoroquinolones
Macrolides
Lincosamides
Polymyxins
Lipopeptides
Penicillins

Carbapenems :
Tetracyclines

Carbapene

Macrola e{b
Faolate ay inhibitors/

Ifegamides

FIDAXOMICIN Antibacterial Mﬂ cyclic
FLUCONAZOLE Antifungal zoles
FOSFOMYCIN Antibacteria Fosfomycins
GEMIFLOXACIN Anti rial Fluoroquinolones
GENTAMICIN AfDaeterial Aminoglycosides
IMIPENEM/ . @tibacterial Carbapenems
CILASTATIN \

Antifungal Azoles

ITRACONAZOLE ®\

LEVOFLOXACIN

LINEZOLID

MEROP

MET 'AZOLE

MICAFUNGIN

\%::YCUNE
&\Q}OXWLOXAUN

NAFCILLIN

NITROFURANTOIN
OSELTAMIVIR

February 2013

Antibacterial
Antibacterial
Antibacterial
Antibacterial
Antifungal

Antibacterial
Antibacterial
Antibacterial

Antibacterial

Fluoroquinolones
Oxazolidinones
Carbapenems
Nitroimidazoles
Echinocandins
Tetracyclines
Fluoroquinolones
Penicillins

Nitrofurans

Cephalosporin 2™ generation
Cephalosporin 1% genera 'on‘

AN
)

N
;\\'O

@wicillinase-stable

enicillins

Penicillinase-stable
penicillins

Anti-influenza  Neuraminidase inhibitors
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Antimicrobial Agent

Antimicrobial

Antimicrobial

Antimicrobial

Category Class® Subclass®

OXACILLIN Antibacterial Penicillins Penicillinase-stable
penicillins

PENICILLIN G Antibacterial Penicillins Penicillin * .
PENICILLIN V Antibacterial Penicillins Penicillin Q\
PIPERACILLIN Antibacterial Penicillins Ureidopenicilli
PIPERACILLIN/ Antibacterial Penicillins B-lactam/ B*Nctamase
TAZOBACTAM inhibito ination
POLYMYXIN B Antibacterial Polymyxins
POSACONAZOLE Antifungal Azoles

QUINUPRISTIN/
DALFOPRISTIN
RIFAMPIN

RIMANTADINE

SULFAMETHOXAZOLE/
TRIMETHOPRIM
SULFISOXAZOLE

TELAVANCIN
TELITHROMYCIN
TETRACYCLINE

TICARCILLIN/
CLAVULANATE
TIGECYCLINE

TINIDAZOLE
TOBRAMYCIN
VANCOMYCIN
VORICONAZOL

a Adapted&@

&
~N

February 2013

Antibacterial

Antibacterial

Anti-influenza

Antibacterial

Antibacterial
Antibacterial
Antibacterial

Antibacteri IQ
Anti bacte‘gv

ti@gial
Kacterial

tibacterial
Antibacterial
Antifungal

ZANAMIVIR Q Anti-influenza
Sl January 2010

Streptogramins

Rifampin

M2 ion channel inhiBiers

Folate path i

inhibitors

FoIate%
iPp-glyCopeptides
Lﬂe:ﬁ]des
Tetracyclines
Penicillins

Glycylcyclines
Nitroimidazoles
Aminoglycosides
Glycopeptides
Azoles

Neuraminidase inhibitors
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Appendix C. Example Calculations of Antimicrobial Days

AUR

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 doses for this
patient documented in eMAR. Table 2 illustrates the calculation of meropenem and

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

N
o

the administered doses of meropenem and amikacin documented in eMAR. Table?
illustrates the contribution of this patient’s antimicrobial days to the aggregate

report per patient-care locat

ion.

Table 1. Example eMAR for Patient housed in Medical Ward

é‘ Wednesday

Medical Ward Monday Tuesday
December 28 December ?% ' December 30
Meropenem 1gram Given: Q7
intravenously every 8 hours Given: 2300 leen 1 Given: 0700
00
Amikacin 1000mg q(.v
intravenously every 24 hours Given: 2300 n 2300
Table 2. Example of calculation of antimicr days
Calculation l\/Ionday\nJ Tuesday Wednesday

December 29

December 30

Drug-specific Antimicrobial
Days (total)

Amikacin Days = 1

Meropenem Days = 1

Meropenem Days = 1
Amikacin Days =0

Drug-specific Antimicrobial

Meropenem Days

Meropenem Days

Days by Stratification of (v)y=1 (v)y=1
Route of Administration | AM Amikacin Days Amikacin Days
+ Cyv)=1 (V) =1 (IV) =0
Table 3. Example g&?nicrobial days per month per patient-care location
Month/ @ crobial Drug-specific Antimicrobial Days
Year- Agent
Location Total v IM Digestive | Respiratory
Decemb Meropenem 3 3 0 0 0
Medic d
DegembeY Amikacin 2 2 0 0 0
| Ward

February 2013
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Example 2. leferences in Calculation for Patient-Care Location and Facility-Wide-
Inpatient for a Patient Transferred Between Patient-Care Locations

This example illustrates the calculation of antimicrobial days from a patient receiving
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 baseco
upon the administered doses of vancomycin documented in eMAR. Table 3 illustrgtes the

contribution of this patient’s vancomycin days to the aggregate monthly repout ient-
care location and facility-wide-inpatient. \
Table 1. Example eMAR for Patient transferred from MICU to Medl rd on
December 1.
Tuesday \‘I’uesday
December 1 December 1
Location: MICU atlon Medical Ward
Vancomycin 1gram Given: 0700 Given: 1500
intravenously every 8 hours Given: 2300

Table 2. Example of calculation of antimicrgbjal days for December 1

Calculation Tugsday) Tuesday
De r 1 December 1Location:
Legation: MICU Medical Ward
Drug-specific Antimicrobial Vz!n@ycin Days=1 Vancomycin Days = 1
Days (total)
Drug-specific Antimicrobial O\/ancomycin Days Vancomycin Days
Days by Stratification of Route (v)y=1 (v)y=1
of Administration
Table 3. Example o |crob|al days per month per patient-care location and facility-
wide inpatient cor1t d from December 1
Month/ icrobial Drug-specific Antimicrobial Days
Year- Agent
Location Total v IM Digestive | Respiratory
Dece | Vancomycin 1 1 0 0 0
MICU
ber Vancomycin 1 1 0 0 0
@al Ward

ecember Vancomycin 1 1 0 0 0
Facility-wide-
inpatient
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2

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

This example illustrates the calculation of antimicrobial days from a patient receiving
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 this
patient documented in eMAR. Table 2 illustrates the calculation of ceftriaxone days by,
drug-specific (total) and stratification of route of administration based upon the
administered doses of ceftriaxone documented in eMAR. Table 3 illustrates the Q
contribution of this patient’s ceftriaxone days to the aggregate monthly reporb@ lent-
care location.

&

Table 1. Example eMAR for Patient housed in Surgical Ward ‘\6

Thursday W\ “Friday
December 31 January 1
Location: Surgical Ward Qation: Surgical Ward
Ceftriaxone gram Given: 0800 Given: 0800
intravenously every 24 hours
4
Table 2. Example of calculation of antimicrobial Q
Calculation Thurs Friday
Dece January 1
Location{SWrgical Ward | Location: Surgical Ward
Drug-specific Antimicrobial Ceftritodrfe Day = 1 Ceftriaxone Day = 1
Days (total)
Drug-specific Antimicrobial %eftriaxone Day Ceftriaxone Day
Days by Stratification of s\o (v)y=1 (v)y=1
Route of Administration ~

&

Table 3. Example o %icrobial days per month per patient-care location

Month/ tcrobial Drug-specific Antimicrobial Days

Year- gent

Location (\ Total v IM Digestive Respiratory

Decembepl* ¢ Ceftriaxone 1 1 0 0 0

Surgic

JanyaryN Ceftriaxone 1 1 0 0 0
§é@l Ward
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2. Antimicrobial Resistance (AR) Option
Introduction

Common measures of antimicrobial resistance include the proportion of isolates resistant to$ *
specific antimicrobial agents. This proportion resistant (%R) is used to aid in clinical Q
decision making (hospital antibiograms) as well as for assessing impact of cross O
transmission prevention success or antimicrobial stewardship success, although the

measure may not be very sensitive to measuring success of efforts in the short teggi®

additional value of measuring the proportion resistant includes a local or regjd

assessment of progression or improvement of a particular resistance proble&%uide local

or regional cross-transmission prevention efforts. By utilizing standard ology of

aggregating proportion resistant, better local and regional assessme magnitude of
a particular resistance phenotype will be more valid. @
Objectives: A

1. Facilitate evaluation of antimicrobial resistance (@Lng a standardized approach

to
a. Provide local practitioners with an in@ awareness of a variety of

antimicrobial-resistance problems to aid in clinical decision making
and prioritize transmission prezbn efforts

b. Provide facility-specific mea n context of a regional and national
perspective (i.e., bench g) which can inform decisions to accelerate
transmission preventi s and reverse propagation of emerging or
established problematic réSistant pathogens.

2. Regional and nationa éﬂwent of resistance of antimicrobial resistant pathogens
of public health imporg ncluding ecologic assessments and infection burden
*

Methodology: \6
Antimicrobial resist data are reported as a proportion and rate in this module.® The
proportion resista fined as the number of resistant isolates divided by the number of
isolates tested specific antimicrobial agent being evaluated. In comparison, the
antimicrobi \%tance rate is defined as the number of resistant isolates per 1000 patient
days. F Zbr acility, the numerator (i.e., number of resistant isolates) is derived from
isolateé?} reports submitted. The denominator is reported directly (i.e., not derived
from other reports). The numerator and denominator are further defined below and must

to the data format prescribed by the HL7 CDA Implementation Guide developed by
DC and HL7.

Settings:

NHSN requires reports to cover all NHSN-defined inpatient locations and select outpatient
acute-care settings (i.e., outpatient emergency department, pediatric emergency department,
24-hour observation area) at each facility. Eligible facilities include acute care facilities
including long-term acute care and inpatient rehabilitation facilities.
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Requwements

Each month

Safety Monthly Reporting Plan (CDC 57.106)
2. Two record types must be reported for each month of surveillance.
e One for the isolate-based reports
e One for the denominator data report (facility-wide). OQ

<
Isolate-based report ’\\,

Report all required data each month for each eligible Isolate-based @Iigible Isolate-
t

1. The facility must choose to monitor antimicrobial resistance data on the Patient $ ¢

based reports must have had susceptibility testing performed. Two events should be
reported. (See Appendix A)
1. First eligible pathogen isolated from blood culture per p nt per 14 day period
even across calendar months (i.e., report all uniq d specimens).
2. First eligible pathogen isolated from any eligib lood culture source, per
patient, per month. This should be consisten LSI M39 Guidance on

reporting cumulative susceptibility test [;g‘su

>

Eligible pathogens include: \

Acinetobacter baumannii (AC
Candida albicans (CA)
Candida glabrata (CG)

Citrobacter freundii (SRO

Enterobacter spp.(ES

Enterococcus fae ENTFS)

Enterococcus (ENTFM)

Enterococcué. NOS (not otherwise specified to the species level) (ENTSP)
Escherichi I (EC)

ella pneumoniae (KP)

rganella morganii (MM)

Proteus mirabilis (PM)

Pseudomonas aeruginosa (PA)

Serratia marcescens (SM)
Staphylococcus aureus (SA)
Stenotrophomonas maltophilia (STEMA)
Streptococcus pneumoniae (SP)

%
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B. Specimen Sources
o Eligible non-blood culture source (one per patient, per month) include:
o Lower respiratory (e.g., sputum, endotracheal, bronchoalveolar lavage)
o Urine

o Cerebral spinal fluid $ .

e Unique Blood Specimen: 9
0 Report blood cultures growing same eligible pathogen with no interygpin
positive blood culture (with same eligible pathogen) within 14 da§

* In a patient who already has a blood culture isolate-b ort for
a specific organism, report an additional Isolate-bas rt from an
additional blood culture only if there is no prior blood

calendar months.

= There should be a full 14 days with no posyligg'blood culture result
with the same genus/species from the sa atient before another
Unique Blood Specimen is report@, there should be >14 days
since previous isolation)

culture for the same genus/species within 14& en across

Use SNOMED codes to identify eligible specimen Q to be included in identification of
Isolate-based report. (Appendix B) '\Pb

C. Required data includes mostly da ble from the laboratory information system
and some from administrative data si/Stems. The set of variables for each isolate
consists of a technical vari b&ealthcare facility identifier and epidemiological
variables which are furtheg ified into variables at isolate level and variables at
antimicrobial test Ieyelg Ee irst level includes data referring to the isolate which are
repeated in all record rting the antimicrobial susceptibility tests performed for that
isolate (See A ix C)

e |solate/P elated data
0 ient identifier

e of Birth
ender

@ Date admitted to hospital
0 Specimen Collection Date
‘\6 Specimen source (SNOMED)
\Q Location code — (mapped to CDC location codes)
& Isolate identifier (unique isolate ID)
e Antimicrobial susceptibility data
o Antibiotic (Appendix A)

Pathogen (Appendix A)
o PBP2a-agglutination (only if STAAUR)

O 00O
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PCR mec-gene (only if STAAUR)

E-test sign

E-test value

Interpretation of E-test .
MIC sign *
MIC value Q\
Interpretation of MIC test O

Zone sign

Zone value

Interpretation of zone test (disk diffusion) 0\0Q

Final interpretation result 2\
e Technical variable 6

*
o Facility ID (facility identifier, unique to NHSN) ®\\

OO0OO0OO0OO0OO0O0O0OO0OO0OO0OOo

D. Remove Duplicates A
The goal of this option to capture the first isolate per per month from non-blood
culture source and in addition, every unique blood i er patient per month
(maximum of 3 per month per patient). Howeve multiple isolates of the same
species are processed on the same day, often wi nflicting results. Only one isolate
should be chosen, retaining the unique natﬂbf the test results. Rules must be in place
to ensure duplicate isolate reports are remqvéd. Duplicates are defined as same species
or same genus when identification to%ies level is not provided from same patient on
same day. Identify observations réflgc multiple isolates within the same day (i.e.,
using the field Isolate ID when gvaileble) and select the isolate to report to NHSN
based on these rules: {

¢ Eliminate isolates e day without susceptibility test results
e Onasingle igoleats if no final interpretation, prioritize test results for “E-test
interpretatjon interpretation > Zone Interpretation”

metho ose the most resistant result for each antimicrobial
o €D§Q rge test results across multiple isolates (i.e., don’t summarize results

e Ona sin% late, when multiple results per antimicrobial (for a single test

s-different isolates tested on same day)
o sting results are indistinguishable, choose isolate test with more complete
&elds for other variables
. % ¢ Interpretation of test results (E-test, MIC test, Zone test) includes the following
\ results S=Susceptible, S-DD — Susceptible-Dose Dependent, | =Intermediate,
R=Resistant NS = Non-Susceptible, N = Not Tested
& Examples should reflect the above rules:
e Example 1: two different tests on same date are performed, producing conflicting
SIR interpretations. Results should be merged into a single observation, with the
“Final interpretation” variable being populated by the final determination of the
laboratory.
e Example 2: Same test but conflicting results. Report most resistant (i.e., R > 1 > S).
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e Example 3: Same test and same results. Report result with most complete fields for
other variables.

Denominator data report

For each month, report facility-wide denominator data (See Appendix D) @
1. Patient Days: Number of patients present in the hospital at the same time perio
each day of the month, summed across all days in the month
2. Admissions: Number of patients admitted to the hospital each month
3. Number of blood cultures performed, each month (for all locations i GIK in the
reporting plan). K

For further information on counting patient days and admissié
http://www.cdc.gov/nhsn/PDFs/PatientDay SumData Gu%

Minimizing Bias A
Source of test results should be from the hospital laboratory-
However, efforts should be made to reduce selection bi
suppression rules in place preventing testing results eing placed into the LIS. Efforts
should be made to optimize suppression rules so re t results are not suppressed (i.e.
only suppress susceptible results of candidatesit suppressed). Alternatively, allow
transmission of suppressed results to LIS b ruct LIS-based selective suppression of
reports to clinicians (but not laboratoria

rent in systems that have

Data Analyses:

Antimicrobial resistance data xpressed using several metrics, likely at quarterly,
semi-annual, or annual t|me f epending on how rare the isolates occurred. (See Table
1)
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Table 1. Proposed Resistance Metrics

Antimicrobial Use and Resistance Module

AUR

Metric |

Definition

| Comments

Facility-wide-inpatient: standard output for facility and group user.

% non-susceptible

(# Resistant + # Intermediate/ #
tested)

Drug-specific antimicrobial
resistance for a facility /Number
of isolates tested per facility for
specific microorganism-
antimicrobial pairing

Custom output can include
stratification by specimen
source; blood, urine, other;

helpful for empiric prescribi
for suspected pathogen. or
non-susceptible since y

. *
organisms lack r

N

N

BSI % non-
susceptible

(# Resistant BSI + # Intermediate
BSI/# tested)
Drug-specific antimicrobial

breakpoint to s ¥ drugs,
reporting \‘Nﬁ%imilm to,
EARS- ore closely
represe% ical care setting.

Mo arable to EARS-
. If "patient identifiers are
ed, this can be de-

resistance among positive blo d(&uplicated to be fully
cultures for a facility/Numberé comparable with EARS-Net

isolates from blood cult teSted

per facility for specifi
microorganism-ang bﬂ)lal

pairing ~

with a 1 patient/year measure.

Hospital- onset
antimicrobial

Drug-specific aht:P&?robial
resistance (i.€, # non-susceptible)

Focuses on incident cultures,
proxy for transmission within a

resistance rate among collected >3 days | hospital or exogenous
after ad & on, for a acquisition. May be good
facil@blooo patient-days outcome for stewardship

BSI resistance
incidence
(stratified by

timing of ons%

%Jb&f)ecific antimicrobial

stance (i.e., # non-susceptible)

&
0‘ nique blood culture positive tests

/100 admissions. Evaluate by
timing of blood culture (hospital
onset vs. present on admission)

Overall good measure of
community and hospital-based
occurrence, estimates crude
burden, can be split by crude
hospital onset and crude
community onset

é\,
R,
~N
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Appendix A._List of Microorganisms for Antimicrobial Resistance’
Please note that mapping of standardized terminology (SNOMED) are provided via the hai- $
voc spreadsheet.

Micro-organism Specimen Type Antimicrobial Agents__ V
Acinetobacter baumannii | Blood, Urine, Lower Ampicillin-sulbacta N
Respiratory, CSF Ceftazidime b

Clprofloxacm

Levofloxac
Imlpen%

Mero

Toﬁgnycm

\@Iikacin
Iperacillin-tazobactam
6@ Ticarcillin-clavulanate

Cefepime
‘b Cefotaxime

'\ Ceftriaxone

Doxcycline

(]/Q Minocycline

Tetracycline

O Piperacillin
s\ Trimethoprim-

. sulfamethoxazole
-Addltlonal Agents for Urine | None
Candida albicans (b' Blood, Urine, Anidulafungin

Candida glabrat CSF Caspofungin
Q [Lower respiratory will not | Fluconazole

Q be collected for Candida Flucytosine

@' spp.], Itraconazole

@ Micafungin

Posaconazole

’\6 Voriconazole

N{\ Additional Agents for Urine | None
& “Titrobacter freundii Blood, Urine, Lower Ampicillin
Enterobacter spp. Respiratory, CSF Cefazolin
Escherichia coli Gentamicin
Klebsiella oxytoca Tobramycin
Klebsiella pneumoniae Amikacin
Morganella morganii Amoxicillin-clavulanic acid

February 2013 11-25



Antimicrobial Use and Resistance Module

AUR
Micro-organism Specimen Type Antimicrobial Agents
Proteus mirabilis Ampicillin-sulbactam
Serratia marcescens Piperacillin-tazobactam

Ticarcillin-clavulanic acid o
Cefuroxime ‘&
Cefepime (\
Cefoxitin

Cefotaxime

Ceftriaxone Q
O

Ciprofloxacin %
Levofloxacin \

Doripenemb@
Ertape

Imipe%f\
Me{xc m

ipefacillin
\ ¥methoprim-
nsulfamethoxazole

6@ Aztreonam
‘b Ceftazidime
Chloramphenicol
N

Tetracycline

Additior}aﬁ@\ts for Urine | Cephalothin

Lomefloxacin
K Ofloxacin
O Norfloxacin
s\ Nitrofurantoin
R \C:D Sulfisoxazole

“ Trimethoprim
Enterococcus faeca%\ Blood, Urine, Lower Ampicillin
Enterococcus faech Respiratory, CSF Penicillin
Enterococcus @OS Daptomycin
(not otherwj cified) Linezolid
(excludi V\%ecalis and Quinupristin/dalfopristin
E. fae@nd excluding Vancomycin
Pt%i tified species)

High-level Resistance Screen

&\Q\ for Gentamicin and

Streptomycin (non-urine
isolates only); synergistic test
result will be reported as
susceptible; non-synergistic
test result will be reported as
resistant.
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Micro-organism

Specimen Type

Antimicrobial Agents

Additional Agents for Urine

Ciprofloxacin
Levofloxacin
Norfloxacin
Nitrofurantoin
Tetracycline

y 4

§.

Pseudomonas aeruginosa

Blood, Urine, Lower
Respiratory, CSF

X

Ceftazidime
Gentamicin
Tobramycin
Piperacillin

Amikacin AN
aatreonam S\ O

Cefepim@ 6
Cipro@n
Le% cin

i

em

p
ropenem
Iperacillin-tazobactam

Ticarcillin

\
O

Additional Agen?.g Qwe

7N

Lomefloxacin
Ofloxacin
Norfloxacin

Staphylococcus aureus

Blood, Uk wer
Respirator F

9
O

Azithromycin
Clarithromycin
Erythromycin
Clindamycin
Oxacillin
Cefoxitin
Penicillin
Trimethoprim-
sulfamethoxazole
Daptomycin
Linezolid
Telithromycin
Doxycycline
Minocycline
Tetracycline
Vancomycin
Rifampin
Chloramphenicol
Ciprofloxacin
Levofloxacin
Ofloxacin

Moxifloxacin
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Micro-organism

Specimen Type

Antimicrobial Agents

Gentamicin
Quinupristin-dalfoprisin

Additional Agents for Urine

Lomefloxacin
Norfloxacin

Nitrofurantoin
Sulfisoxazole
Trimethoprim

9,

§.

Stenotrophomonas
maltophilia

Blood, Urine, Lower
Respiratory, CSF

O\
Trimethoprim- | O
sulfamethoxazo%
Ceftazidim
Chloramphgm

Levofl

Mino

Additional Agents for Urine

e
Ticqg%-clavulanate

one

Streptococcus pneumoniae

Blood, Urine, Lower

Respiratory, CSF 6®x
N
P
N
«O
o

hromycin

Mzithromycin

Penicillin (meningitis

breakpoint)

Penicllin (non-meningitis

breakpoint)

Penicillin V (oral breakpoint)

Trimethoprim-

sulfamethoxazole

Cefepime,

Cefotaxime (meningitis

breakpoint)

Cefotaxime (non-meningitis

breakpoint)

Ceftriaxone(meningitis

breakpoint)

Ceftriaxone (non-meningitis

breakpoint)

Clindamycin

Gemifloxacin

Levofloxacin

Moxifloxacin

Ofloxacin

Meropenem

Telithromycin

Tetracycline

Vancomycin

Amoxicillin
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Micro-organism

Specimen Type

Antimicrobial Agents

Amoxicillin-clavulanic acid
Cefuroxime
Chloramphenicol
Ertapenem
Imipenem
Linezolid
Rifampin

Additional Agents for Urine

%o,

None N

Group B Streptococcus

Blood, Urine, Lower
Respiratory, CSF

Clindamycin L A\N\J
Erythromycin Q
Cefotaxim @
Cefazol"%
Cefoxgti

i

A

eniCllin
ofloxacin
iprofloxacin

Tetracycline
Vancomycin
Daptomycin

§0

Linezolid
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*Mapping of standardized terminology for specimen type are provided via the hai-voc

spreadsheet .
Specimen Description® SNOMEDC§
Type CT CodeN
Blood Blood specimen (specimen) 119227006
Urine Urinary specimen (specimen) 122575003
Cerebral Cerebrospinal fluid sample (specimen) @50006
Spinal Fluid
Lower coughed sputum specimen (specimen) b,b‘ 119335007
Respiratory | specimen from trachea (specimen) 119390000
Specimens specimen from lung obtained by bronchial Washmgb\ 122609004
procedure (specimen)
specimen from lung obtained by biopsy (sp men 122610009
specimen from lung obtained by flberop\ nchoscopic 122611008
biopsy (specimen)
upper respiratory fluid specimen obfamet by tracheal 122877000
aspiration (specimen)
tissue specimen from broncis (sgecimen) 128158009
tissue specimen from traffeg (3pecimen) 128173005
bronchial fluid samp B;dmen) 258446004
sputum specimen d by aspiration (specimen) 258608003
sputum speci e&amed by aspiration from trachea 258609006
(specimen)
sputum sp@men obtained by sputum induction (specimen) | 258610001
sputugn specfen obtained from sputum suction trap 258611002
(sp )
espiratory tissue sample (Specimen) 309170008
r respiratory fluid sample (specimen) 309171007
@ ransbronchial lung biopsy sample (specimen) 309173005
bronchial biopsy sample (specimen) 309174004
@ bronchial brushings sample (specimen) 309176002
* % tissue specimen from lung (specimen) 399492000
\ specimen obtained by bronchial aspiration (specimen) 441903006
specimen obtained by bronchioloalveolar lavage procedure | 441917002
(specimen)
specimen from trachea obtained by aspiration (specimen) 445447003
specimen obtained by bronchial trap (specimen) 446838005
bronchial fluid specimen obtained from bronchial trap 447345009

(specimen)
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Specimen Description® SNOMED
Type CT Code
sputum specimen (specimen) 119334006
specimen from bronchus (specimen) 119391001 .
specimen from lung (specimen) 127458004 ‘&
lower respiratory sample (specimen) 25860600
bronchoalveolar lavage fluid sample (specimen) 2586076‘
tracheal biopsy sample (specimen) 30 007
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Appendix C. Technical and Isolate Based Report Variables

AUR

&

the hospital and may consist of any
combination of numbers and/or
letters. This should be an ID that
remains the same for the patient
across all visits and admissions.

&

NAME DESCRIPTION OF FIELD CODE LEVEL OF
VALUE LIST | REQUIREMENT
Facility 1D NHSN-assigned facility ID number NHSN Required C
N
Patient ID Alphanumeric patient ID assigned by Required \ -

O
\
>

D

Date of Birth

The date of the patient’s birth
including month, day , year

A{ﬁ:quired

X2

(Appendix A will define agents by
pathogen and specimen source)

Gender M (Male), F (Female), O (Other) to Required
indicate the gender of the patient
Date admitted | Date patient was admitted to an 4 Required
to facility inpatient acute care facility Including b
month, day ,year If the laborator
specimen is reported from an *?
outpatient location enter a nul u
Specimen Date the specimen was C Required
collection date | including month, day, 3&& .
Specimen Specimen source frogn whiéh the (SNO MED) Required
source isolate was rec v@e.g. urine,
lower respirato&w d, CSF)
Location Patient carearea Where patient was CDC Location | Required
when thé" @atory specimen was Codes
collec
Isolate Isol ntifier unique for each Required
identifier i ithin laboratory and year.
Pathogen ogen identified from specimen Pathogen Required
ollected (Appendix A) NHSN
Antibi@ Antibiotic(s) tested for susceptibility Required

PBP2a-
gglutination

Result for PBP2a-agglutination (only
if SA) Pos/Neg/Unk

Conditional (for
Staph aureus)

4

PCR mec-gene

Result for PCR mec-gene (only if SA)
Pos/Neg/Unk

Conditional (for
Staph aureus)

E-test sign

E-test sign (><=).

Conditional

E-test value

E-test (Value in micrograms/liter).
Use " as decimal delimiter, e.g. 0.25

Conditional

February 2013

11-32



Antimicrobial Use and Resistance Module

NAME DESCRIPTION OF FIELD CODE LEVEL OF
VALUE LIST | REQUIREMENT
Interpretation | Interpretation result of the E-test Conditional
of E-test susceptibility test performed
MIC sign MIC sign (> < =). Conditional
MIC value MIC (Value in micrograms/liter). Use Conditional

"." as decimal delimiter, e.g. 0.25

Interpretation

Interpretation result of the MIC

Conditional

of MIC test susceptibility test performed Q
Zone sign Zone sign (> < =).
Zone value Zone value in millimeters

Interpretation
of Zone test

Interpretation result of the zone
susceptibility test performed

4

Final
Interpretation
result

Final interpretation result of all
different susceptibility tests
performed
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CODE LEVEL OF
DESCRIPTION OF FIELD VALUE LIST | REQUIREMENT
Facility Wide Denominator
Facility ID | NHSN —assigned facility ID number NHSN Required
Location FacWidelN Required
P N

Month 2-Digit month Required, 3 >
Year 4-Digit year Reqw
Patient For facility wide inpatient locations enter @@ﬁ
Days the total number of patient days collected at

the same time each day combined for the \\\

month. All of the facility’s inpatient @

locations with an overnight stay should be A

included where denominators can be

accurately collected. @
Admission | For facility wide inpatients, enter the total Required
Count number of admissions for all facility @

inpatient locations combined for the mont >

All the facility’s inpatient locations With=gn

overnight stay should be included b%r

denominators can be accuratelf"allected.
Blood Number of blood cultures p€Piodadd, each Required
cultures month (for all inpatient locatidp€ included
performed | in the reporting plan).

.
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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 aboutthese
multidrug-resistant organisms (MDROSs) is that options for treating patients with these infectionsx éh
extremely limited, and MDRO infections are associated with increased lengths of stay, costs, a tality.
Many of these traits have also been observed for Clostridium difficile infection (CDI). The H&re
Infection Control Practices Advisory Committee (HICPAC) has approved guidelines for tEe rol of
MDROs. These are available at (http://www.cdc.gov/ncidod/dhqp/pdf/ar/mdroGuidelin .pdf). The
MDRO and CDI module of the NHSN can provide a tool to assist facilities in meett e of the criteria
outlined in the guidelines. In addition, many of the metrics used in this module ?‘g sistent with
“Recommendations for Metrics for Multidrug-Resistant Organisms in Health @ttings: SHEA/HICPAC
Position Paper.” *\\6

Clostridium difficile (C. difficile) is responsible for a spectrum of C.edoi&n infections (CDI), including
uncomplicated diarrhea, pseudomembranous colitis, and toxic mega which can, in some instances, lead

to sepsis and even death. Although CDI represents a subset o enteritis and gastrointestinal tract
infections in the current CDC definitions for HAIS, specific definitions for CDI * should be
incorporated to obtain a more complete understanding of » difficile is being transmitted in a healthcare
facility.

As outlined in the HICPAC guideline®, these MDk% C. difficile pathogens may require specialized
monitoring to evaluate if intensified infection w efforts are required to reduce the occurrence of these
organisms and related infections. The goal Ofhts*module is to provide a mechanism for facilities to report
and analyze these data that will inform ifcti prevention professionals of the impact of targeted
prevention efforts. O

identified (LablD) Events rep’ and the second on Infection Surveillance reporting. Reporting options
are summarized in Table \Qrti ipants may choose either 1 or both of the 2 core reporting options and then
may also choose to parti in any of the supplemental monitoring methods described in Table 1.

This module contains two rep&r@o ions for MDRO and C. difficile, one focused on Laboratory-

N\
(((b

&
~N
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Table 1. Core and Supplemental Reporting Choices for MDRO and CDI Module

l,/ _

MDRO CDI
Reporting Choices MRSA or VRE Klebsiella spp. C. difficil
MRSA/MSSA (CephR or CRE), \
E. coli (CRE),
Acinetobacter spp. (MDR) e
Core Method Method Method Method
Proxy Infection Measures A B, CD A B, CD A B,CD <:VA, B,C
LabID Event * O
Choose >1 organism Q
A\
AND/OR RN,
Infection Surveillance N\
Choose >1 organism A B A B AQB *A, B
Supplemental Method Method @ Method Method
Prevention Process
Measures e>®
Options:
e Hand Hygiene B gb B B
Adherence \
e Gown and Gloves Use B OQ B B B
Adherence V
e Active Surveillance B K B N/A N/A
Testing (AST) O
Adherence s\
‘Aq
AST Outcome Measures & N
e Incident and Prevalen \ B B N/A N/A
Cases using AST %

N/A — not availabl

*No surveill
Nurseries (
well-pa

traindicated.

(a% , patient-days, encounters) for these locations must be removed.
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MDRO and CDI Module

"

Reporting Method (must choose to monitor by LabID Event or Infection Surveillance reporting before
supplemental methods can also be used for monitoring):

B This reporting method requires the most effort, but provides the most detail for local and

statistical data. Q

Selected locations within the facility (1 or more). Report separately from one og maoye’specific

A: Facility-wide by location. Report for each location separately and cover all locations in a facylity.
mg' "

o0

locations within a facility. This includes reporting individual Events and denomimfgtor data for each
of the selected locations. This reporting method is ideal for use during tar e'tK vention programs.

Overall facility-wide. Report only one denominator for the entire facs i@nd individual LabID
Events from each inpatient location. Options include: overall Faci rt& Inpatient (FacWidelN) to
cover all inpatient locations or overall Facility-wide Outpatient 1deOUT) to cover all
outpatient locations. Facilities may choose to monitor both FacyV{iPIN and FacWideOUT.

1

19

Overall facility-wide: Blood Specimens Only. This
only and targets the most invasive events. Options in
(FacWidelN) to cover all inpatient locations or o
cover all outpatient locations. Facilities may choo

I. Core Reporting '\

Option 1: Laboratory-ldentified (LaleWnt Reporting

e@is available for MDRO LabID Events
verall Facility-wide Inpatient
cility-wide Outpatient (FacWideOUT) to
monitor both FacWideIN and FacWideOUT.

Introduction: LabID Event reporti %n allows laboratory testing data to be used without clinical
evaluation of the patient, allowing uch less labor-intensive method to track MDROs and C. difficile.
These provide proxy infection ures of MDRO and/or C. difficile healthcare acquisition, exposure
burden, and infection burdep b almost exclusively on laboratory data and limited admission date data,
including patient care locgtQn, LabID Event reporting is ONLY for collecting and tracking positive
laboratory results (e.g., %es) that are collected for “clinical” purposes (i.e., for diagnosis and treatment).
This means that the of laboratory specimens collected for active surveillance testing (AST) purposes
only should not orted as LabID Events.

LabID Even@ be monitored at the overall facility-wide level for inpatient areas (FacWidelN) and/or at
the overghl faCility-wide level for outpatient areas (FacWideOUT). At the overall FacWide levels, the
MDR%%\ be monitored for all specimen types or for blood specimens only. LabID Events can also be

5@«9 for specific locations with unique denominator data required from each of the specific locations
(', Tacility-wide locations monitored separately [Method A] allowing for both facility-wide and location-
specific data, or by selected locations only [Method B]).

Laboratory and admission data elements can be used to calculate a variety of distinct proxy measures

including (see Table 2): admission prevalence rate and overall patient prevalence rate (measures of exposure
burden), MDRO bloodstream infection incidence rate (measure of infection burden and healthcare
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acquisition), overaII MDRO infection/colonization incidence rate (measure of healthcare acquisition), and
CDl incidence rate (measure of infection burden and healthcare acquisition).

Use NHSN forms to collect all required data, using the definitions of each data field as indicated in t
Tables of Instructions. When denominator data are available from electronic databases, these so dy
be used as long as the counts are not substantially different (+ or — 5%) from manually collecte to

A. MDRO LablID Event Reporting O

Methodology: Facilities may choose to monitor one or more of the following MDR@%A, MRSA and
MSSA, VRE, CephR- Klebsiella spp., CRE-Klebsiella spp., CRE-E. coli, and mylt,r¥g-resistant
Acinetobacter spp (see definitions below). For S. aureus, both the resistant (MR "A\ and the susceptible
(MSSA) phenotypes can be tracked to provide concurrent measures of the s % ; |bIe pathogens as a
comparison to those of the resistant pathogens in a setting of active MR vention efforts.

NOTE: No Active Surveillance Culture/Testing (ASC/AST) results ar included in this reporting of
individual results (See Key Terms chapter). Do NOT enter surveillaﬂénasal swabs or other surveillance
cultures as reports of LablD Events. AST tracking should be Sec\{bed under Process & Outcome Measures.

MDRO Definitions: MDROs included in this module ar%@d below.

MRSA: Includes S. aureus cultured from any speci hat tests oxacillin-resistant, cefoxitin-resistant, or
methicillin-resistant by standard susceptibility tesﬁb&t thods, or by a laboratory test that is FDA-approved
for MRSA detection from isolated colonies; t?@ne hods may also include a positive result by any FDA-
approved test for MRSA detection from spécificesOurces.

MSSA: S. aureus cultured from an s@wen testing intermediate or susceptible to oxacillin, cefoxitin, or
methicillin by standard susceptibili& ng methods, or by a negative result from a test that is FDA-
approved for MRSA detection ;@is lated colonies; these methods may also include a positive result from

any FDA-approved test for M etection from specific specimen sources.

VRE: Any Enterococ (regardless of whether identified to the species level), that is resistant to
vancomycin, by stan sceptibility testing methods or by results from any FDA-approved test for VRE
detection from sp pecimen sources.

Ceth-KIebé Q Any Klebsiella spp. testing non-susceptible (i.e., resistant or intermediate) to
ceftazidime, ®efotaxime, ceftriaxone, or cefepime.

I: Any E. coli testing non-susceptible (i.e., resistant or intermediate) to imipenem, meropenem, or
em, by standard susceptibility testing methods or by a positive result for any method FDA-approved
fortarbapenemase detection from specific specimen sources.

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 from specific specimen sources.
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MDR-Acinetobacter: Any Acinetobacter spp. testing non-susceptible (i.e., resistant or intermediate) to at
least one agent in at least 3 antimicrobial classes of the following 6 antimicrobial classes:

B-lactam/B-lactam Aminoglycosides Carbapenems Fluoroquinol

B-lactamase inhibitor Q

combination o
Amikacin Imipenem Ciprofloxaeih

Piperacillin Gentamicin Meropenem Ley cin

Piperacillin/tazobactam | Tobramycin Doripenem *\

Cephalosporins Sulbactam ¢

Cefepime Ampicillin/sulbactam ¢

Ceftazidime \\

Settings: MDRO LablID Event reporting can occur in any location: T?Atient or outpatient.

Requirements: Facilities choose at least 1 of the reporti

n listed below and report data
accordingly: 6
P\
Method Numerator Data'R&Rorting Denominator Data Reporting
Facility-wide by location Enter each [bID Event | Report separate denominators for
from all IgcatioNs separately each location in the facility
Selected locations Enter each O LabID Event | Report separate denominators for

from sgtect

«O

locations separately

each location monitored as
specified in the NHSN Monthly
Reporting Plan

Overall Facility-wide .

Inpatient (FacWidelN) \\

ter each MDRO LabID Event
\ffom all inpatient locations
separately

Report only one denominator for
the entire facility (e.g., total
number of admissions and total
number of patient days)

Overall Facility-wi

Outpatient (Fac% uT)

Enter each MDRO LabID Event
from all outpatient locations
separately

Report only one denominator for
all outpatient locations (e.g., total
number of encounters)

Overall Fad{Iy-Wide
Inpa}ie Bl0od Specimens

A

Enter each MDRO LabID Blood
Specimen Event from all inpatient
locations separately

Report only one denominator for
the entire facility (e.g., total
number of admissions and total
number of patient days)

erall Facility-wide
Outpatient, Blood Specimens

Enter each MDRO LabID Blood
Specimen Event from all

Only

outpatient locations separately

Report only one denominator for
all outpatient locations (e.g., total
number of encounters)

NOTE: Facilities must indicate each reporting choice chosen for the calendar month on the Patient Safety

Monthly Reporting Plan (CDC 5

January 2013

7.106).
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For each MDRO being monitored, all MDRO test results are evaluated using either the algorithm in Figure
1 (All Specimens) or Figure 2 (Blood Specimens only) to determine reportable LablID events for each
calendar month, for each facility location as determined by the reporting method chosen. If monitoring all
specimens, all first MDRO isolates (chronologically) per patient, per month, per location are reported asg&tj
nq& re

LablID event regardless of specimen source (EXCLUDES tests related to active surveillance testi

1); if a duplicate MDRO isolate is from blood, or if monitoring blood specimens only, it is repo
LablID event only if it represents a unique blood source [i.e., no prior isolation of the MDRO@d from
the same patient and location in <2 weeks, even across calendar months] (Figures 1 & 2). As neral rule,
at a maximum, there should be no more than 3 blood isolates reported, which would be wgrywrare. If
monitoring all specimens and a blood isolate is entered as the first specimen of the @ hen no non-
blood specimens can be entered that month for that patient and location. Report e &f\a ID Event
individually on a separate form.

Definitions: &\6

MDRO lsolate: Any specimen, obtained for clinical decision makinUAsting positive for an MDRO (as
defined above). NOTE: Excludes tests related to active survei%esting.

Duplicate MDRO Isolate: If monitoring all specimens, a @RO isolate from the same patient and

location after an initial isolation of the specific MDRO d a calendar month, regardless of specimen

source, except unique blood source (Figure 1). (b)
EXAMPLE: On January 2, a newly admité#1
following week, while still in the ICU,%a e patient has MRSA cultured from an infected
decubitus ulcer. The MRSA wound{cUltOe€ is considered a duplicate MDRO isolate, since it is the
second non-blood MRSA isolate gollegfed from the same patient and location during the same
calendar month. O{

patient has a positive MRSA urine culture. The

prior positive blood culture for ame MDRO and location in <2 weeks, even across calendar months
(Figure 2) and if followin specimens the first MDRO for the patient, month, and location has already
been reported. There s e a full 14 days with no positive blood culture result from the laboratory for
the patient, MDRO, ation before another Blood LablID Event is entered into NHSN for the patient,
MDRO, and Iocat'oélOTE: The date of specimen collection is considered Day 1.

Unique Blood Source: For thii@ﬁ'ﬂ and location an MDRO isolate from blood in a patient with no

EX : On January 1, an ICU patient has a positive MRSA blood culture which is entered into
NHS n January 4, while in the same location (ICU), the same patient has another positive
. A blood culture which is not entered into NHSN because it has not been 14 days since the
\Q}nginal positive MRSA blood culture while in the same location. On January 16, while in the same
& ocation (ICU), the same patient has another positive MRSA blood culture. While it has been more
than 14 days since the initial positive MRSA blood culture from the same patient and location was
entered into NHSN (January 1), it has not been >14 days since the patient’s most recent positive
MRSA blood culture (January 4) while in the same location. Therefore, the positive blood culture for
January 16 is not entered into NHSN. On January 31, the patient has another positive MRSA blood
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culture while in the same location (ICU). Since it has been >14 days since the patient’s most recent
positive culture (January 16) while in the same location, this event is entered into NHSN.

Laboratory-ldentified (LablD) Event: All non-duplicate MDRO isolates from any specimen source and
unique blood source MDRO isolates, including specimens collected in the facility’s own emerge
department (ED) or affiliated outpatient clinic visit, if collected the same calendar day as patien isgion
[EXCLUDES tests related to active surveillance testing] (See Figures 1 & 2). Even if reportipgaithe
FacWide level, all reporting must follow rules by location for reporting. N

L 4

EXAMPLE: If monitoring all specimens, on January 2, a newly admitted IG@?M with no
previously positive laboratory isolates during this admission has a posm A urine culture. This
specimen represents a LablD Event since it is the first MRSA isolate atlent, the location,
and the calendar month. 6

EXAMPLE: If monitoring all specimens, on January 2, a VRE IS collected from an ED
patient’s wound at 05:00. The patient is then admitted to 4W he same calendar day. The ED
culture result may be entered as the inpatient LabID even@;the 4W location for January 2, since
the patient was admitted on the same calendar day.

EXAMPLE: If monitoring blood specimens only, @anuary 26, a newly admitted ICU patient with
no previously positive laboratory isolates dufieythis admission has a positive MRSA urine culture
which is not entered as a LabID Events si od specimens only are being monitored. The
following day, while in the same locat he’same patient has a positive MRSA blood culture. This
specimen represents a LablD EventGRgW is a unique blood source (the first MRSA blood isolate
for the same patient and same locgtio hile remaining in ICU, the same patient has another
positive blood culture on Fepr . This does not represent a new LablD Event since it has not
been >14 days since the mo nt MRSA positive blood isolate for this patient and location.

Reporting Instructions: II Events must be reported separately and independently of Events
reported through MDRO Igfection Surveillance reporting and/or HAIs reported through the Device-
associated and/or Proce ssociated Modules. See Appendix 1. Guidance for Handling MDRO and CDI
Module Infection Survejll] nce and LablD Event Reporting When Also Following Other NHSN Modules for
instructions on u @be portlng scenarios.

Numerator@b: Data will be reported using the Laboratory-identified MDRO or CDI Event form (CDC
57.128).

ent and other affiliated outpatient locations are reported using the MDRO and CDI Prevention
Protess and Outcome Measures Monthly Monitoring form (CDC 57.127). See Tables of Instructions for
completion instructions. An encounter is defined as a patient visit to an outpatient location. 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

*
'@mator Data: Patient days, admissions (for inpatient locations), and encounters for emergency
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risk. Therefore all such days are included in the counts of admissions and patient days for the facility and
specific location; facility and specific location admission dates must be moved back to the first day spent in
the inpatient location. For further information on counting patient days and admissions, see Appendix 2.

Data Analysis: Based on data provided on the LablD Event form, each event will be categorizedﬂ&(SN
to populate different measures. By classifying positive cultures obtained on day 1 (admission d ay 2,
and day 3 of admission as CO LabID Events and positive cultures obtained on or after day 4 @Lale
Events, all HO LabID Events will have occurred more than 48 hours after admission.

The following categorizations and prevalence and incidence calculations are built iﬂ@alysis
capabilities of NHSN, and are based on timing of admission to a facility and/or | , Specimen
collection, and location where specimen was collected. Descriptions are pro explain how the
categories and metrics are defined in NHSN. \§6

Categorizing MDRO LablD Events — Based on Date Admitted to Fa@ and Date Specimen Collected:

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

Healthcare Facility-Onset (HO): LabID Event specimen Qﬁted >3 days after admission to the facility
(i.e., on or after day 4).

MRSA Bloodstream Infection Standardi‘z‘eﬁ'&ion Ratio (SIR):

The SIR is calculated by dividing the number¥t observed events by the number of expected events. The
number of expected infections, in the t of statistical prediction, is calculated using LablD probabilities
estimated from multivariate logisti sion models constructed from NHSN data during a baseline time
period, which represents standa opulations. MRSA Bloodstream Infection SIRs are calculated for
FacWidelN surveillance o Iy \

NOTE: The SIR will @ulated only if the number of expected events (numExp) is >1.

Facility MRSA B o%ream Infection Incidence SIR = Number of all unique blood source LablD Events
identified >3 d r admission to the facility (i.e., HO events, when monitoring by overall facility-wide
inpatient = K eIN) / Number of expected HO MRSA blood LablID Events

Proxy ures for Exposure Burden of MDROs — All specimens:

&1 ent Reporting:

Admission Prevalence Rate = Number of 1*' LablD Events per patient per month identified <3 days
after admission to the location (if monitoring by inpatient location), or the facility (if monitoring by
overall facility-wide inpatient=FacWideIN) / Number of patient admissions to the location or facility
x 100
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e Location Percent Admission Prevalence that is Community-Onset = Number of Admission
Prevalent LabID Events to a location that are CO / Total number Admission Prevalent LabID Events

x 100

e Location Percent Admission Prevalence that is Healthcare Facility-Onset = Number of Adwdis§jon
Prevalent LablD Events to a location that are HO / Total number of Admission Prevale
Events x 100 O

e Overall Patient Prevalence Rate = Number of 1% LablD Events per patient per t regardless of
time spent in location (i.e., prevalent + incident, if monitoring by inpatient, ), or facility (i.e.,
CO + HO, if monitoring by overall facility-wide inpatient=FacWideIN) / er of patient

admissions to the location or facility x 100

Outpatient Reporting: \\

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

Measures for MDRO Bloodstream Infection: Calculat&n monitoring either all specimens or Blood
specimens only. NOTE: the Blood specimen’s onlyé;%io n only be used at the FacWideIN and

FacWideOUT levels. '\
Inpatient Reporting:
e MDRO Bloodstream Infection Adntisgign Prevalence Rate = Number of all unique blood source
LabID Events per patient per m0§h uﬁqtlﬁed <3 days after admission to the location (if monitoring

by inpatient location), or fagili monitoring by overall facility-wide inpatient=FacWidelN)/
Number of patient admissio he location or facility x 100

*
e MDRO Bloodstreary In&on Incidence Rate = Number of all unique blood source LabID Events
per patient per:@\dentiﬁed >3 days after admission to the location (if monitoring by inpatient

location), or facii¥efit monitoring by overall facility-wide inpatient=FacWideIN) / Number of
patient admi<'\ to the location or facility x 100 (will be removed from NHSN analysis in July

2013) (b'

e MD oodstream Infection Incidence Density Rate = Number of all unique blood source LabID
nt?per patient per month identified >3 days after admission to the location (if monitoring by
tient location), or facility (if monitoring by overall facility-wide inpatient=FacWideIN) /

umber of patient days for the location or facility x 1,000 (will be referred to in NHSN analysis as

& Incidence Rate after July 2013)

e MDRO Bloodstream Infection Overall Patient Prevalence Rate = Number of 1% Blood 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 + HO, if monitoring by overall facility-wide
inpatient=FacWideIN) / Number of patient admissions to the location or facility x 100

January 2013 12-10



MDRO and CDI Module

Outpatient Reporting:
e MDRO Bloodstream Infection Outpatient Prevalence Rate = Number of all unique blood source

L 4

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 path&
encounters for the location or facility x 100 Q

Proxy Measures for MDRO Healthcare Acquisition:

e Overall MDRO Infection/Colonization Incidence Rate = Number of 1% L
month among those with no documented prior evidence of previous infeci
this specific organism type from a previously reported LabID Event, i
admission to the location (if monitoring by inpatient location), or%
facility-wide inpatient=FacWidelIN) / Number of patient admissi the
(will be removed from NHSN analysis in July 2013) A

iIf monitoring by overall
location or facility x 100

e = Number of 1% LabID Events per
idence of previous infection or

e Overall MDRO Infection/Colonization Incidence Densj
patient per month among those with no documented
colonization with this specific organism type fro iously reported LabID Event, and identified
>3 days after admission to the location (if magito y inpatient location), or facility (if monitoring
by overall facility-wide inpatient=FacWidgl umber of patient days for the location or facility x
1,000 (will be referred to in NHSN analysfs\gs Thcidence Rate after July 2013)

B. Clostridium difficile (C. difficile) L I([:k/ent Reporting

Methodology: Facilities may choo@onitor C. difficile where C. difficile testing in the laboratory is
performed routinely only on ynfgtmed (i.e., conforming to the shape of the container) stool samples. C.
difficile LabID events may pe mQ flored from all available inpatient locations as well as all available
affiliated outpatient locati gwhere care is provided to patients post discharge or prior to admission (e.g.,
emergency departments tient clinics, and physician offices that submit samples to the facility’s

laboratory).

Settings: C.
will NOT b

locations.are
>

~N

LabID Event reporting can occur in any location: inpatient or outpatient. Surveillance
rmed in NICU, SCN, babies in LDRP, well-baby nurseries, or well-baby clinics. If LDRP
Ing monitored, baby counts must be removed.
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Requirements: Facilities must choose one or more of the reporting choices listed below and report data

accordingly:

Method

Numerator Data Reporting

Denominator Data Reporting,

Facility-wide by location

Enter each CDI LabID Event
from all locations separately

Report separate denominatﬂ ‘
each location in the faciligff\

Selected locations

Enter each CDI LabID Event
from selected locations separately

Report separate denorr@hrs for
each location mor;'&? S

Monthly

Overall Facility-wide
Inpatient (FacWidelN)

Enter each CDI LabID Event
from all inpatient locations
separately

specified in the
Reporting P
Report on denominator for

Overall Facility-wide
Outpatient (FacWideOUT)

Enter each CDI LabID Event
from all outpatient locations
separately

the entisg ity (e.g., total
nugtagk gPadmissions and total
n of patient days)

rt only one denominator for
outpatient locations (e.g., total

0}. number of encounters)
\V

NOTE: Facilities must indicate each reporting choice cho&b the calendar month on the Patient Safety
Monthly Reporting Plan (CDC 57.106). ‘b

CDl-positive laboratory assay: (1(:

A positive laboratory test result for C. difficilétoxin A and/or B, (includes molecular assays [PCR] and/or
toxin assays)

oR O

A toxin-producing C. difficile,o@ism detected by culture or other laboratory means performed on a stool

sample. \\

Duplicate C. difficile-po&@test: Any C. difficile toxin-positive laboratory result from the same patient
and location, follow;j revious C. difficile toxin-positive laboratory result within the past two weeks (14
days) (even acro ehdar months). There should be a full 14 days with no C. difficile toxin-positive
laboratory res he patient and location, before another C. difficile LabID Event is entered into NHSN
for the pati@ location. The date of specimen collection is considered Day 1.

Definitions:

EXAN@: On January 1, an ICU patient has a C. difficile toxin-positive laboratory result which is entered
i N. On January 4, while in the same location (ICU), the same patient has another positive C.

icite toxin-positive laboratory result which is not entered into NHSN because it has not been >14 days
since the original C. difficile toxin-positive laboratory result while in the same location. On January 16,
while in the same location (ICU), the same patient has another C. difficile toxin-positive laboratory result.
While it has been more than 14 days since the initial positive C. difficile toxin-positive laboratory result was
entered into NHSN (January 1) for the same patient and same location, it has not been >14 days since the
patient’s most recent C. difficile toxin-positive laboratory result (January 4) while in the same location.
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Therefore, the C. difficile toxin-positive laboratory result for January 16 is not entered into NHSN. On
January 31, the patient has another C. difficile toxin-positive laboratory result while in the same location
(ICU). Since it has been >14 days since the patient’s most recent C. difficile toxin-positive laboratory result

(January 16) while in the same location, this event is entered into NHSN.
*

Laboratory-ldentified (LablD) Event: All non-duplicate C. difficile toxin-positive laboratory re@&an
include specimens collected in the Emergency Department of the admitting facility or other HQ ed

outpatient location, if collected same calendar day as patient admission (See Figure 3). Even orting at
the FacWide level, all reporting must follow rules by location for reporting. _\’ \
*
Reporting Instructions: All C. difficile LablD Events must be reported separate é Independently of
Events reported using the C. difficile Infection Surveillance reporting option a Al reporting.
D

>

Numerator: Data will be reported using the Laboratory-Ildentified MD@

57.128). A

Denominator Data: Patient days, admissions (for inpatient IQc s), and encounters for emergency
department and other affiliated outpatient locations are repor g the MDRO and CDI Prevention
Process and Outcome Measures Monthly Monitoring for 57.127). See Tables of Instructions for
completion instructions. An encounter is defined aszgt isit to an outpatient location for care. When

| Event form (CDC

determining a patient’s admission dates to both the ity and specific inpatient location, the NHSN user
must take into account all days, including any da in an inpatient location as an “observation” patient
before being officially admitted as an inpatien he'facility, as these days contribute to exposure risk.
Therefore, all such days are included in the(% of admissions and patient days for the facility and
specific location; facility and specific locatio@dmission dates must be moved back to the first day spent in
the inpatient location. For further ipf %ﬁon on counting patient days and admissions, see Appendix 2:
Determining Patient Days for Surrgq\ Data Collection: Observation vs. Inpatients

CDI Data Analysis: Base on provided on the LabID Event form, each event will be categorized by
NHSN to populate differe easures. By classifying positive cultures obtained on day 1 (admission date),
day 2, and day 3 of adm{ as CO LablID Events and positive cultures obtained on or after day 4 as HO
LabID Events. All H D Events will have occurred more than 48 hours after admission.

The following izations and prevalence and incidence calculations are built into the analysis
capabilities N, and are based on timing of admission to a facility and/or location, specimen
collection, ard location where specimen was collected. Descriptions are provided to explain how the
catego@nd metrics are defined in NHSN.

,Q(\
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Cateqorlzatlon Based on Current Date Specimen Collected and Prior Date Specimen Collected of a
previous CDI LabID Event:
e Incident CDI Assay: Any CDI LabID Event from a specimen obtained >8 weeks after the most CDI
recent LabID Event (or with no previous CDI LablD Event documented) for that patient.
%&S

e Recurrent CDI Assay: Any CDI LabID Event from a specimen obtained >2 weeks and
after the most recent CDI LabID Event for that patient.

NOTE: For Facility-wide surveillance, CDI Assay is assigned based on Events within ’@ne setting only.
For example, when performing both FacWidelN and FacWideOUT surveillance, I@ay of inpatient
CDI LabID Events will be determined by a review of previously-entered CDI L ents from inpatient
locations only.

The incident and recurrent CDI LablID Events are further categorized HSN. The following
categorizations, as well as prevalence and incidence calculations are b H&fto the analysis capabilities of
NHSN, and are based on timing of admission to facility and/or locatioOmspecimen collection, location where
specimen was collected, and previous discharge. Description r%ovided to explain how the categories
and metrics are defined in NHSN. %{

Categorizing CDI LabID Events — Based on DateAdn@d to Facility and Date Specimen Collected:

e Community-Onset (CO): LabID Event c s an outpatient or an inpatient <3 days after
admission to the facility (i.e., days 1, ission).

e Community-Onset Healthcare FaC|I Aéouated (CO-HCFA): CO LablID Event collected from a
patient who was discharged fro 0111ty <4 weeks prior to current date of stool specimen
collection. Data from outpa @ tlons (e.g., outpatient encounters) are not included in this
definition. g\

e Healthcare FamhtvOn@O) LabID Event collected >3 days after admission to the facility (i.e.

on or after day 4). (b'

CDI Standardized on Ratio (SIR):

number of d infections, in the context of statistical prediction, is calculated using LablD probabilities
estimateghfrorm multivariate logistic regression models constructed from NHSN data during a baseline time
period h represents standard populations. CDI SIRs are calculated for FacWideln surveillance only.

The SIR is calg@d by dividing the number of observed events by the number of expected events. The

&T : The SIR will be calculated only if the number of expected events (numExp) is >1.

Facility CDI Incidence SIR = Number of all Incident CDI LabID Events identified >3 days after admission
to the facility (i.e., HO events when monitoring by overall facility-wide inpatient = FacWidelN) / Number
of expected Incident HO CDI LabID Events
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Calculated CDI Prevalence Rates:

Inpatient Reporting:
e Admission Prevalence Rate = Number of non-duplicate CDI LablD Events per patient per maqnth

identified <3 days after admission to the location (if monitoring by inpatient location), or facidy lif
monitoring by overall facility-wide inpatient=FacWidelN) (includes CO and CO-HCF sy/
Number of patient admissions to the location or facility x 100 O

e Community-Onset Admission Prevalence Rate = Number of CDI LabID event
month, in the facility / Number of patient admissions to the facility x 100 (th
accurate for Overall Facility-wide Inpatient reporting) (will be added to

2013) . 6

e Location Percent Admission Prevalence that is Community-Ons mber of Admission
Prevalent LablD Events to a location that are CO / Total nu ﬁm mission Prevalent LabID Events
x 100 (Note: The numerator in this formula does not mclude ission Prevalent LabID Events
that are CO-HFCA.) \

tare CO, per
ulation is only
analysis in July

e Location Percent Admission Prevalence that is C ity-Onset Healthcare Facility-Associated =
Number of Admission Prevalent LabID Events to ®J®cation that are CO-HCFA / Total number
Admission Prevalent LabID Events x 100

e Location Percent Admission Preval tMat is Healthcare Facility-Onset = Number of Admission
Prevalent LabID Events to a locati are HO / Total number of Admission Prevalent LablD

Events x 100 K
e Overall Patient Prevalence < Number of 1 CDI LabID Events per patient per month regardless
of time spent in locatien prevalent + incident, if monitoring by inpatient location), or facility

(i.e., CO + CO-HCRA +WI0, if monitoring by overall facility-wide inpatient=FacWidelN) / Number
of patient admissi?b the Iocation or facility x 100

Outpatient Reportjag®
i valence Rate = Number of all non-duplicate CDI LabID Events per patient per month
on (if monitoring by outpatient location), or the facility (if monitoring by overall

de outpatient=FacWideOUT) / Number of patient encounters for the location or facility x

2

@ted CDI Incidence Rates: (see categorization of Incident, HO, and CO-HCFA above).

e Location CDI Incidence Rate = Number of Incident CDI LabID Events per month identified >3 days
after admission to the location / Number of patient days for the location x 10,000
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e Facility CDI Healthcare Facility-Onset Incidence Rate = Number of all Incident HO CDI LabID
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)

Events per month in the facility / Number of patient days for the facility x 10,000 (this

e Facility CDI Combined Incidence Rate = Number of all Incident HO and CO-HCFA CDI?\Q%‘
tion is
only accurate for Overall Facility-wide Inpatient reporting) O
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Figure 1. MDRO Test Result Algorithm for All Specimens Laboratory-Identified (LablD) Events
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Figure 2. MDRO Test Result Algorithm for Blood Specimens Only Laboratory-lIdentified (LabID) Events
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Figure 3. C. difficile Test Result Algorithm for Laboratory Identified (LabID) Events
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Option 2: Infectlon Surveillance Reporting

Introduction: The Infection Surveillance reporting option for MDRO and C. difficile infections enables
users to utilize the CDC/NHSN healthcare-associated infections definitions for identifying and reporting
infections associated with MDROs and/or C. difficile. Surveillance must occur from at least one %c:’are
area and requires active, patient-based, prospective surveillance of the chosen MDRO(s) and/or&f' ile
infections (CDIs) by a trained Infection Preventionists (IP). This means that the IP shall see firm
and classify infections caused by the chosen MDRO(s) and/or C. difficile for monitoring patient’s
stay in at least one patient care location during the surveillance period. These data WI|| e%ece the ability of
NHSN to aggregate national data on MDROs and CDls.

A. MDRO Infection Surveillance Reporting @

Methodology: Facilities may choose to monitor one or more of the foll DROs: MRSA, MRSA and
MSSA, VRE, CephR- Klebsiella spp., CRE-Klebsiella spp., CRE-E. cli¢ahd multidrug-resistant
Acinetobacter spp. (See definitions in Section I, Option 1A). For S. us, both the resistant (MRSA) and
the susceptible (MSSA) phenotypes can be tracked to provide ¢ rent measures of the susceptible
pathogens as a comparison to those of the resistant pathogens. ttlng of active MRSA prevention
efforts. REMEMBER: No Active Surveillance Culture/T ASC/AST) results are to be included in this
reporting of individual results.

Settings: Infection Surveillance can occur in anym%%'nt location where such infections may be identified
and where denominator data can be collected, viich tay include critical/intensive care units (ICU),
specialty care areas (SCA), neonatal units, (t%( n units, wards, and chronic care units. In Labor,
Delivery, Recovery, & Post-partum (LDRP) Ie€ations, where mom and babies are housed together, users
must count both mom and baby in the inator. If moms only are being counted, then multiply moms
times two to include both mom an n denominators.

Requirements: Surveillance fo%types of NHSN-defined healthcare-associated infections (HAIs) of the
MDRO selected for monit at least one location in the healthcare facility as indicated in the Patient
Safety Monthly Reporti (CDC 57.106).

Definitions: MD cluded in this module are defined in Section I, Option 1A. Refer to CDC/NHSN
Surveillance De pon of Healthcare-Associated Infection and Criteria for Specific Types of Infections in
the Acute C 'fﬁnq for HAI for infection site criteria. Refer to Key Terms chapter for assistance with

variable defihitions.
>

of Attribution and Transfer Rule applies — See Key Terms chapter.

Reporting Instructions: If participating in MDRO/CDI Infection Surveillance and/or LabID Event
Reporting, along with the reporting of HAIs through the Device-Associated and/or Procedure-Associated
Modules, see Appendix 1: Guidance for Handling MDRO/CDI Module Infection Surveillance and LabID
Event Reporting When Also Following Other NHSN Modules, for instructions on unique reporting scenarios.
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Numerator Data: Number of healthcare-associated infections, by MDRO type. Infections are reported on
the appropriate NHSN forms: Primary Bloodstream Infection, Pneumonia, Ventilator-Associated Event,
Urinary Tract Infection, Surgical Site Infection, or MDRO or CDI Infection Event (CDC 57.108, 57.111,
57.112,57.114, 57.120, and 57.126, respectively.). See the Tables of Instructions, located in each of the
applicable chapters, for completion instructions. \§ ¢

Denominator Data: Number of patient days and admissions. Patient days and admissions a@ted by
location using the MDRO and CDI Prevention Process and Outcome Measures Monthly Monteting form
(CDC 57.127). See Tables of Instructions for completion instructions.

*
Data Analysis: Data are stratified by time (e.g., month, quarter, etc.) and patien E&mion.
MDRO Infection Incidence Rate = Number of HAIs by MDRO type/ Numbe& tent days x 1000

>

B. Clostridium difficile Infection Surveillance Reporting \

Methodology: C. difficile Infection (CDI) Surveillance, reporting orhkNHSN-defined healthcare-
associated CDlIs from at least one patient care area, is one repQrtifighoption for C. difficile (i.e., part of your
facility’s Monthly Reporting Plan). These data will enhance ity of NHSN to aggregate national data
on CDils.

Settings: Infection Surveillance will occur in any irﬁz'znt location where denominator data can be
collected, which may include critical/intensive caNl' (ICU), specialty care areas (SCA), step-down
units, wards, and chronic care units. Surveill will NOT be performed in Neonatal Intensive Care Units
(NICU), Specialty Care Nurseries (SCN), tﬁT&( LDRP, or well-baby nurseries. If LDRP locations are
being monitored, baby counts must be reQ)v .

Requirements: Surveillance for C Qt be performed in at least one location in the healthcare institution
as indicated in the Patient Safgt onthly Reporting Plan (CDC 57.106).

Definitions: Report all he ak-associated infections where C. difficile, identified by a positive toxin
result, including toxin p. ing gene [PCRY]) is the associated pathogen. Refer to specific definitions in
CDC/NHSN SurveillangeYDefinition of Healthcare-Associated Infection and Criteria for Specific Types of
Infections in the %.éCare Setting chapter for gastroenteritis (GI-GE), and gastrointestinal tract (GI-GIT)

infections criteri

HAI cases o® (i.e., C. difficile pathogen identified with a positive toxin result, including toxin

prod '@ene [PCR]) that meet criteria for a healthcare-associated infection should be reported as

Q@Eritis (GI-GE) or gastrointestinal tract (GI-GIT) infections, whichever is appropriate. Report the

& en as C. difficile on the MDRO or CDI Infection Event form (CDC 57.126). If the patient develops

both GI-GE and GI-GIT CDI, report only GI-GIT using the date of Event as that of GI-GE CDI. This CDI

HAI reporting corresponds to surveillance for healthcare-onset, healthcare facility-associated CDI in

recently published recommendations®, which is considered the minimum surveillance for CDI.
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CDI Compllcatlons CDI in a case patient within 30 days after CDI symptom onset with at least one of the
following:
1. Admission to an intensive care unit for complications associated with CDI (e.g., for shock that
requires vasopressor therapy);
2. Surgery (e.g., colectomy) for toxic megacolon, perforation, or refractory colitis $
AND/OR Q
3. Death caused by CDI within 30 days after symptom onset and occurring during the h(@
admission.

Location of Attribution and Transfer Rule applies — See Key Terms chapter. \OQ

Numerator Data: Number of healthcare-associated C. difficile infections. In are reported on the
MDRO or CDI Infection Event form (CDC 57.126). See Tables of Instru t completion instructions.

Denominator Data: Number of patient days and admissions by locati reported using the MDRO and
CDI and Outcome Measures Monthly Monitoring form (CDC 57.127ySee Tables of Instructions for
completion instructions.

C. difficile Infections: 6&

Numerator: The total number of HAI CDI cfsbidentified during the surveillance month for a
location.

Denominator: The total number of @days and admissions during the surveillance month for a
location.

Data Analysis: Data are stratrf ?)\rme (e.g., month, quarter, etc.) and by patient care location.

C. difficile Infection Incr%ﬁ = Number of HAI CDI cases / Number of patient days x 10,000

@0\\’
&
&

~N
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Il.  Supplemental Reporting

1. Prevention Process Measures Surveillance

a. Monitoring Adherence to Hand Hygiene $ *

Introduction: This option will allow facilities to monitor adherence to hand hygiene after a )@re
worker (HCW) has contact with a patient or inanimate objects in the immediate vicinity gfthe“fatient.
Research studies have reported data suggesting that improved after-contact hand hygiengNs associated with
reduced MDRO transmission. While there are multiple opportunities for hand hygjé ring patient care,
for the purpose of this option, only hand hygiene after contact with a patient or ipawgate objects in the
immediate vicinity of the patient will be observed and reported. (http://www /handhygiene/)

*
Settings: Surveillance will occur in any location: inpatient or outpatier}b\\

Requirements: Surveillance for adherence to hand hygiene in at Ieaﬁe location in the healthcare
institution for at least one calendar month as indicated in the Pgt afety Monthly Reporting Plan (CDC
57.106). This should be done in patient care locations also s for Infection Surveillance or LabID
Event reporting. ?5

In participating patient care locations, perform at jgast 30 different unannounced observations after contact
with patients for as many individual HCWs a sible. For example, try to observe all types of HCWs
performing a variety of patient care tasks drﬁe course of the month, not only nurses, or not only during

catheter or wound care. No personal identifi ill be collected or reported.

Definitions: Q
Antiseptic handwash: Washing ha& th water and soap or other detergents containing an antiseptic

agent. . 6

Antiseptic hand-rub: App an antiseptic hand-rub product to all surfaces of the hands to reduce the
number of microorgani sent.

Hand hygiene: Wal term that applies to either: handwashing, antiseptic hand wash, antiseptic hand

rub, or surg& antisepsis.
Handwashin ashing hands with plain (i.e., non-antimicrobial) soap and water.

*

or: Hand Hygiene Performed = Total number of observed contacts during which a HCW touched
eMthe patient or inanimate objects in the immediate vicinity of the patient and appropriate hand hygiene

was'performed.

Denominator: Hand Hygiene Indicated = Total number of observed contacts during which a HCW touched
either the patient or inanimate objects in the immediate vicinity of the patient and therefore, appropriate
hand hygiene was indicated.
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Hand hyglene process measure data are reported using the MDRO and CDI Prevention Process and
Outcome Measures Monthly Monitoring form (CDC 57. 127). See Tables of Instructions for completion
instructions.

Data Analysis: Data are stratified by time (e.g., month, quarter, etc.) and patient care location. *

Hand Hygiene Percent Adherence = Number of contacts for which hand hygiene was perforr@ umber
of contacts for which hand hygiene was indicated x 100

b. Monitoring Adherence to Gown and Gloves Use as Part of Contact Pre@tlons

Introduction: This option will allow facilities to monitor adherence to go oves use when a HCW
has contact with a patient or inanimate objects in the immediate vicinity Qf lent, when that patient is
on Transmission-based Contact Precautions. While numerous aspects 0 ence to Contact Precautions

could be monitored, this surveillance option is only focused on the u& wn and gloves.
(http://www.cdc.gov/ncidod/dhgp/gl_isolation_contact.html)

Settings: Surveillance can occur in any of 4 types of inpatie ions: (1) intensive care units (ICU), (2)
specialty care areas, (3) neonatal intensive care units (NI (4) any other inpatient care location in the
institution (e.g., surgical wards).

Requirements: Surveillance for adherence to O\N gloves use in at least one location in the healthcare
institution for at least 1 calendar month as indicated Ih the Patient Safety Monthly Reporting Plan (CDC
57.106). ldeally, this should be done in pa e t e locations also selected for Infection Surveillance or
LabID Event reporting.

Among patients on Transmission- bs@ontact Precautions in participating patient care locations, perform
at least 30 unannounced observ ‘A total of thirty different contacts must be observed monthly among

HCWs of varied occupation t For example, try to observe all types of HCWs performing a variety of
patient care tasks during t urse of the month, not only nurses, or not only during catheter or wound care.
Both gown and gloves donned appropriately prior to contact for compliance. No personal

identifiers will be c& or reported.

Deflnltlons$

Gown apd gloves use: In the context of Transmission-based Contact Precautions, the donning of both a
a\ oves prior to contact with a patient or inanimate objects in the immediate vicinity of the patient.

hown and gloves must be donned appropriately prior to contact for compliance.

Numerator: Gown and Gloves Used = Total number of observed contacts between a HCW and a patient or

inanimate objects in the immediate vicinity of a patient on Transmission-based Contact Precautions for
which gown and gloves had been donned appropriately prior to the contact.
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Denominator: Gown and Gloves Indicated = Total number of observed contacts between a HCW and a
patient on Transmission-based Contact Precautions or inanimate objects in the immediate vicinity of the
patient and therefore, gown and gloves were indicated.

Gown and gloves use process measure data are reported using the MDRO and CDI Prevention P ahd
Outcome Measures Monthly Monitoring form (CDC 57.127). See Tables of Instructions for comcg

instructions. O

Data Analysis: Data are stratified by time (e.g., month, quarter, etc.) and patient care Io@bn.
Gown and Glove Use Percent Adherence = Number of contacts for which gown an(\ es were used
appropriately / Number of contacts for which gown and gloves were indicated x JE&'

c. Monitoring Adherence to Active Surveillance Testing *\6

Introduction: This option will allow facilities to monitor adherencet&@e surveillance testing (AST) of
MRSA and/or VRE, using culturing or other methods.

Settings: Surveillance will occur in any of 4 types of inpati ions: (1) intensive care units (ICU),
(2) specialty care areas, (3) neonatal intensive care units , and (4) any other inpatient care location in
the institution (e.g., surgical wards).

Requirements: Surveillance of AST adherence irN"lt?st one location in the healthcare facility for at least
one calendar month as indicated in the Patien%ty Monthly Reporting Plan (CDC 57.106). A facility may
choose to report AST for MRSA and/or VF(El{ e or multiple patient care locations, as the facility deems
appropriate. Ideally, this should be done jn pak€nt care locations also selected for Infection Surveillance or
LabID Event reporting. To improv séerdization of timing rules for AST specimen collection, classify
admission specimens as those obtai% day 1 (admission date), day 2, or day 3 (i.e., <3 days). Classify
discharge/transfer AST specirpe as those collected on or after day 4 (i.e., >3 days).

Definitions: \
AST Eligible Patients: @se one of two methods for identifying patients that are eligible for AST:
All = All patiengs I the selected patient care area regardless of history of MRSA or VRE infection
i t‘n\.

or coloniz

patients in the selected patient care area who have NO documented positive MRSA or
ection or colonization during the previous 12 months (as ascertained by either a facility’s
*@ratory records or information provided by referring facilities); and no evidence of MRSA or
\Q E during stay in the patient care location (i.e., they are not in Contact Precautions).

Tinting of AST: Choose one of two methods for reporting the timing of AST:
Adm = Specimens for AST obtained <3 days after admission,
OR
Both = Specimens for AST obtained <3 days after admission and, for patients’ stays of >3 days, at
the time of discharge/transfer. Discharge/transfer AST should include all discharges (including
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discharges from the facility or to other wards or deaths) and can include the most recent 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 MDRO and CDI Prevention Process and Outcome ufes
Monthly Monitoring form (CDC 57.127) to indicate: 1) AST was performed during the month f
and/or VRE, 2) AST-eligible patients, and 3) the timing of AST. No personal identifiers wil llected or

reported. See Tables of Instructions for completion instructions.

Numerator: For each month during which AST is performed: 9
Admission AST Performed = Number of patients eligible for admlssmn \ 0 had a specimen
obtained for testing <3 days after admission,
AND/OR
Discharge/Transfer AST Performed = For patients’ stays >3 day: \umber of discharged or
transferred patients eligible for AST who had a specimen obtai r testing prior to discharge, not
including the admission AST. A

Denominator: For each month during which AST is perfor ®
Admission AST Eligible = Number of patients elig\ r admission AST (All or NHx),
AND/OR
Discharge/Transfer AST Eligible = NumberG@tients eligible for discharge/transfer AST (All or
NHx) AND in the facility location >3 dayh\ negative if tested on admission.

Data Analysis: Data are stratified by patl location and time (e.g., month, quarter, etc.), according to
AST-eligible patients monitored and the ming of AST.

Admission AST Percent Adherencé%@mber of patients with admission AST Performed / Number of
patients admission AST ellglble%

Discharge/transfer AST P andherence = Number of patients with discharge/transfer AST performed /
Number of patients dis ftransfer AST eligible x 100

2. Active Survei!l@ Testing Outcome Measures

Introductio@ls option will allow facilities to use the results of AST to monitor the prevalent and
incident rateS\oT MRSA and/or VRE colonization or infection. This information will assist facilities in
assessi e impact of intervention programs on MRSA or VRE transmission.

& s: Surveillance will occur in any of 4 types of inpatient locations: (1) intensive care units (ICU), (2)
spetialty care, (3) neonatal intensive care units (NICU), and (4) any other inpatient care location in the
institution (e.g., surgical wards).

Requirements: Surveillance for prevalent and/or incident MRSA or VRE cases in at least one location in
the healthcare facility for at least one calendar month as indicated in the Patient Safety Monthly Reporting
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Plan (CDC 57.106). This can be done ONLY in locations where AST adherence is being performed. A
minimum AST adherence level will be required for the system to calculate prevalence and incidence. 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 Infegction
Surveillance or LabID Event reporting. To improve standardization of timing rules for AST spechxﬁ%e’
collection, classify admission specimens as those obtained on day 1 (admission date), day 2, or (.,
<3 days). Classify discharge/transfer AST specimens as those collected on or after day 4 (i.e&ys).
Only the first specimen positive for MRSA or VRE from a given patient in the patient care lotation is
counted, whether obtained for AST or as part of clinical care. If an Admission AST speé&n is not
collected from an eligible patient, assume the patient has no MRSA or VRE colonizg

O
Definitions: 6&

AST Admission Prevalent case: N
Known Positive = A patient with documentation on admission of, A or VRE colonization or
infection in the previous 12 months (i.e., patient is known to b ized or infected as ascertained
by either a facility’s laboratory records or information provi y referring facilities). (All MRSA
or VRE colonized patients currently in a location duri Wonth of surveillance should be
considered “Known Positive”), %K,

OR

Admission AST or Clinical Positive = A patient V\@MRSA or VRE isolated from a specimen
collected for AST <3 days after admission o%n clinical specimen obtained <3 days after
admission (i.e., MRSA or VRE cannot beh(i ed to this patient care location).

AST Incident case: A patient with a stay @
With no documentation on admisgion ® MRSA or VRE colonization or infection during the

previous 12 months (as asce@either by the facility’s laboratory records or information

provided by referring facilit cluding admission AST or clinical culture obtained <3 days after
admission (i.e., patieng phout’positive specimen),
AND

1 }ited from a specimen collected for AST or clinical reasons > 3 days after

AST e Patients: Choose one of two methods for identifying patients’ eligible for AST:
= All patients in the selected patient care area regardless of history of MRSA or VRE infection

& or colonization,
OR

NHx = All patients in the selected patient care area who have NO documented positive MRSA or
VRE infection or colonization during the previous 12 months (as ascertained either by the facility’s
laboratory records or information provided by referring facilities); and no evidence of MRSA or
VRE during stay in the patient care location.
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Timing of AST: Choose one of two methods for reporting the timing of AST:
Adm = Specimens for AST obtained <3 days after admission,
OR
Both = Specimens for AST obtained <3 days after admission and, for patients’ stays of >3 da§;, at

the time of discharge/transfer. Discharge/transfer AST should include all discharges (inclugid *
discharges from the facility or to other wards or deaths) and can include the most recent AST
if performed >3 days after admission to the patient care location. Discharge/transfer &ould not
be performed on patients who tested positive on AST admission.

Numerator and Denominator Data: Use the MDRO and CDI Prevention Proces® @utcome Measures
Monthly Monitoring form (CDC 57.127) to indicate: 1) AST outcomes monitori adherence was
performed during the month for MRSA and/or VRE, 2) AST eligible patients the timing of AST. No
personal identifiers will be collected or reported. See Tables of Instructio 3& mpletion instructions.

If only admission AST is performed, only prevalent cases of MRSA o @ can be detected in that patient
care location. If both admission and discharge/transfer AST are perm&ed, both prevalent and incident
cases can be detected. No personal identifiers will be coIIecteWorted.

Admission Prevalent Case: 6@

Numerator Sources:

e Known Positive
e Admission AST or Clinical Positive = Cases N s after admission
Denominator: Total number of admissions

Incident Case:
Numerator: Discharge/transfer AS @nical Positive = Cases >3 days after admission and without
positive test result(s) on admission

| N
Denominator: Total numbq& ent days
NOTE: For research p calculating patient-days at risk (i.e., excluding patient-days in which patients

were known to be r VRE colonized or infected) may be a preferable denominator, but for
surveillance purp d ease of aggregating, total number of patient days is required for this module.

Data Analy@ata are stratified by patient care location and time (e.g., month, quarter, etc.) according to
the eligi%p ients monitored and timing of AST.
L

ission Prevalence rate =
igible patients = All:
Nurhber of admission AST or clinical positive / Number of admissions x 100

For Eligible patients = NHXx:
Number of admission AST or clinical positive + Number of known positive / Number of admissions x 100

January 2013 12 - 28



MDRO and CDI Module

™

AST Incidence rate = Number of discharge/transfer AST or clinical positive / Number of patient days x

&

'HICPAC, Management of Multidrug-Resistant Organisms in Healthcare Settings. O
<http://www.cdc.gov/NCIDOD/DHQP/hicpac_pubs.html>.

’Cohen AL, et al. Infection Control and Hospital Epidemiology. Oct 2008;29:901-9@

\\

*McDonald LC, et al. Infect Control Hosp Epidemiol 2007; 28:140-145. 6@
*

o
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Table 2. Rates and Measures Derived from Various MDRO and CDI Protocol Surveillance Methods

Denominator:

MDRO and CDI
Prevention Process &
Outcome Measures
Monthly Monitoring

Incidence SIR = Number of all unique

blood source LabID Events identified >3 <
days after admission to the facility (i.e.
events, when monitoring by overallSaEiipy-

wide inpatient = FacWideIN) /
expected HO MRSA blood L

of
ents

NOTE: The SIR will be cﬁéjlated only if
the number of expect ents (numExp)

is >1.
\O

Surveillance | Forms Rate Measures
Method N
MDRO Numerator: MRSA Bloodstream Infection MRSA 0
Laboratory- | Laboratory-ldentified | Standardized Infection Ratio (SIR): FacWi

Identified MDRO or CDI Event Stan ed
Event Facility MRSA Bloodstream Infection

Infec Ratio
&

U
Inpatie t@mrtinq:

Prévalence Rate = Number of

vents per patient per month

d <3 days after admission to the

Qc on (if monitoring by inpatient

) cation), 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 Prevalence
that is Community-Onset = Number of
Admission Prevalent LabID Events to a
location that are CO / 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

Proxy Measures
for MDRO
Exposure Burden
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Surveillance
Method

Rate

Measures

Overall Patient Prevalence Rate = Number
of 1% 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 +
HO, if monitoring by overall facility-wide
inpatient=FacWideIN) / Number of patient

admissions to the location or facility x 19(\\5

Outpatient Reporting:
Outpatient Prevalence Rate =
1% LabID Events per patient p
the location (if monitoring b

location), or the facility (i itoring by
overall facility-wideQ ient =
FacWideOUT) /N of patient

encounters for t ion or facility x 100

2

\*.
o)

s\CQe location (if monitoring by inpatient

Inpatient'ReEMmorting:
MDRO&Q stream Infection Admission

Pre @ e Rate = Number of all unique
bfodd Sdurce LablD Events per patient per
onth identified <3 days after admission to

location), or facility (if monitoring by
overall facility-wide inpatient=FacWideIN)
/ Number of patient admissions to the
location or facility x 100

MDRO Bloodstream Infection Incidence
Rate = Number of all unique blood source
LabID 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 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.,

Measures for
MDRO
Bloodstream
Infection
Admission
Prevalence and
Incidence
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Surveillance
Method

Rate

Measures

\\9

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 Qutpatient <
Prevalence Rate = Number of all uniq \
blood source LabID Events per pati
month for the location (if monitgr
outpatient location), or the facii
monitoring by overall facility’
outpatient=FacWideOUT) mber of
patient encounters f%r\' cation or

facility x 100
A\

\*.
o)
2

«Q

ction/Colonization
Incidence = Number of 1* LabID
Events lent per month among those
wit@ocumented prior evidence of a
peeViotrs LabID Event with this specific
rgafdism type and identified >3 days after
) mission 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

Overall MDRO

Proxy Measures
for

MDRO Healthcare
Acquisition

CDI
Laboratory
Identified
Event

&
~N

Mo@g&fonitoring

,@erator:
% boratory-ldentified

DRO or CDI Event

Denominator:

MDRO and CDI
Prevention Process &
Outcome Measures
Monthly Monitoring

CDI Standardized Infection Ratio (SIR):
Facility CDI Incidence SIR = Number of all
Incident CDI LablD Events identified >3
days after admission to the facility (i.e., HO
events when monitoring by overall facility-
wide inpatient = FacWidelN) / Number of
expected Incident HO CDI LablD Events

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

CDIHO
FacWideIN
Standardized
Infection Ratio
(SIR)
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Surveillance | Forms
Method

Rate

Measures

'é ssion Prevalent LabID Events x 100

Inpatient Reporting:

Admission Prevalence Rate = Number of
non-duplicate CDI LablID 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 =
FacWideIN) (includes CO and CO-HCFA, (
events) / Number of patient admissiong@

the location or facility x 100

*
CO Admission Prevalence Ra wmber
of CDI LabID events that ar " per
month, in the facility / Nu of patient

admissions to the fagili 100 (this
calculation is only e for Overall
Facility-wide In @treporting)

Location F‘é)cent Admission Prevalence
that is (hmrﬂtfnitv—Onset = Number of

Ad n Prevalent LabID Events to a
Idcatidrrthat are CO only / Total number
d

Location Percent Admission Prevalence
that is Community-Onset Healthcare
Facility-Associated = Number of
Admission Prevalent LabID 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 LablID Events per patient per

month regardless of time spent in location
(i.e., prevalent + incident, if monitoring by

Proxy Measures
for

CDI Expoq% *
Burder\Q
(\O
D

inpatient location), or facility (i.e., CO +
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Surveillance
Method

Rate

Measures

N

CO-HCFA + HO, if monitoring by overall
facility-wide inpatient=FacWidelN) /
Number of patient admissions to the
location or facility x 100

Outpatient Reporting:
Outpatient Prevalence Rate = Number of

patient per month for the location (if
monitoring by outpatient location), @
facility (if monitoring by overa -
wide outpatient=FacWideOU mber
of patient encounters for the on or
facility x 100

all non-duplicate CDI LablID Events per *\<

\*.
o)
2

Q>
Location CDI Inci &Y{ate = Number of
Incident CDI L %ents per month
identified >3 daysAfter admission to the
location,/ ber of patient days for the
locati 7000

F‘E\i DI Healthcare Facility-Onset
nci#ence Rate = Number of all Incident

) O CDI LablD 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)

Facility CDI Combined Incidence Rate =
Number of all Incident HO and CO-HCFA
CDI LabID 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)

Measures for CDI
Healthcare
Acquisition

Infection
Surveillance

Numerator:

1)Primary Bloodstream
Infection

2) Pneumonia

3) Ventilator-

Data are stratified by time (e.g., month,
year) and patient care location.

MDRO Infection Incidence Rate = Number
of healthcare-associated infections by MDRO

Associated Event

type/ Number of patient days x 1000

HAI MDRO
Incidence Rate
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Surveillance

Forms Rate Measures
Method

4) Urinary Tract

Infection .

5) Surgical Site *

Infection Q\

6) MDRO Infection

Event QO

Denominator: * <>

MDRO and CDI Q

Prevention Process & 6@

Outcome Measures ¢

Monthly Monitoring \\
CDI Numerator: C. Difficile Infection Incidem@ = HAI CDI
Infection CDI Infection Event Number of C. difficile healtheare-associated | Incidence Rate
Surveillance infections/ Number ﬂ%ent days x 10,000

Denominator: Q\

MDRO and CDI 6@*

Prevention Process &

Outcome Measures

Monthly Monitoring (\'\
Prevention | Numerator & Hanld PYgiene Percent Adherence = Adherence
Process Denominator: Qudﬁer of contacts for which hand hygiene | Percent:
Measures: MDRO and CDI C> as performed / Number of contacts for

Prevention Process%\ which hand hygiene was indicated x100 Hand Hygiene
Hand Outcome Mea§u
Hygiene Monthly Mgni Dq
Gown & \ Gown & Glove Use Percent Adherence = | Gown & Gloves
Gloves Use (b' Number of contacts during which gown and | Use

0 gloves were used /Number of contacts for
Q which gown and gloves were indicated

@' x100.
Active Admission AST Percent Adherence = Admission AST
Survelll Number of patients with admission AST
Testm performed / Number of patients admission

RE only)

AST eligible x100

Discharge/transfer AST Percent Adherence
= Number of patients with
discharge/transfer AST performed /
Number of patients discharge/transfer AST

Discharge/Transfer
AST

eligible x100.
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Surveillance

Forms Rate Measures

Method
Active Numerator & Eligible patients = Eligible patients = Admission
Surveillance | Denominator: All NHx Prevalence Rates
Testing MDRO and CDI (Al patients (No history) of MDRG@ST
Outcome Prevention Process & | regardless of history Eligibil,Q\
Measures Outcome Measures of MDRO) e
(MRSA & Monthly Monitoring ~
VRE Only) O

AST Admission AST Admission ¢ <>

Prevalence rate = Prevalence rate -’Q

Number of Number of §.*

admission AST or admissi r

clinical positive / clinica tve +

Number of Nu% known

admissions x100 positive / Number of

discharge/trans
cases / Number
&

éMwissions x100.
AST Incidenceé@&mber of

atient days x 1,000

or clinical positive

MDRO 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, VAPs, or VAEs within the Device-Associated Module and/or
SSls within the Procedure-Associated Module and is also monitoring MDROs (e.g., MRSA) in t

and CDI Module, then there are a few situations where reporting the infection or LabID event

confusing. The following scenarios provide guidance to keep the counts and rates c0n3|stent ghout
your facility and between all of the NHSN Modules. These rules apply to the reporting o 4
infections (BSI, UTI, PNEU, VAE, and SSI) caused by an MDRO selected for monltorln

Device-Associated Module with MDRO and CDI Module 5\\'

Scenario 1: Facility is following CLABSI, CAUTI, VAP, or VAE along W“&O Infection Surveillance
and possibly LabID Event Reporting in the same location:

Healthcare-associated Infection identified for this location. @
1. Report the infection (BSI, UTI, PNEU, or VAE). A
2. Answer “Yes” to the MDRO infection question.
This fulfills the infection reporting requirements of both mo one entry and lets the NHSN reporting
tool know that this infection should be included in both t e-Associated and the MDRO infection
datasets and rates. ’b

3. If following LablID event reporting in the sa@cation, report also (separately) as a LabID Event (if
meets the MDRO protocol criteria for La nt).

Scenario 2: Facility is following CLABS aﬁTl, VAP, or VAE along with MDRO Infection Surveillance
and possibly LablD Event Reporting i tiple locations:

All healthcare-associated infection ¢jtex# first fully present together the day of patient transfer from one
location (the transferring Iocatiog to ahother location (the new location), or the next day.

1. Report the infectio (I_5> I, PNEU and VAE) and attribute to the transferring location, if
transferring locatiogwas following that Event Type (BSI, UTI, PNEU, VAE) on the day of Event,
which occurred date of transfer, or the following day.

2. Answer “Yes” e MDRO infection question, if the transferring location was following that
MDRO o @ay of Event, which occurred on the date of transfer, or the following day.

3. If,ont e%z of culture collection, the new location is following LabID event reporting, report also

(sep@ as a LabID Event and attribute to the new location (if meets the MDRO protocol criteria

for L event)

P e-Associated Module with MDRO and CDI Module

Note: SSIs are associated with a procedure and not a patient location, but MDROs are connected with the
patient location.

Scenario 3: Facility is following SSI along with MDRO Infection Surveillance and possibly LablD Event
Reporting:
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Patient has surgery, is transferred to a single unit for the remainder of the stay, and during the current stay
acquires an SSI.
1. Report the infection (SSI) and attribute to the post-op location.
2. Answer “Yes” to the MDRO infection question, if the post-op location is following that MD
during the month of the date of event. \%v‘
3. If following LablID event reporting in the post-op location, report also (separately) as a %
(if meets the MDRO protocol criteria for LablD event). O

ent

Scenario 4: Facility is following SSI along with MDRO Infection Surveillance and poss@Lale Event

Reporting: .
Patient has surgery, is either discharged immediately (outpatient) or transferred t &mﬂt (inpatient), is

discharged, and subsequently is readmitted with an SSI.

1. Report the infection (SSI) and attribute to the discharging (post-oRy n (not the readmission
location). S\

2. Answer “Yes” to the MDRO infection question, if the discha@ost-op) location was following
that MDRO during the Date of Event*.

3. If following LabID event reporting in the readmitting lpc or outpatient clinic where the
specimen was collected, report also (separately) as a vent (if meets the MDRO protocol
criteria for LablID event).

* This change corrects the guidance addressing the need t@«ytilize a single event for different surveillance
purposes, i.e., that the entry of one event (SSI) m | reporting requirements in another module
(MDRO Infection Surveillance option) and b e Of cross-over in calendar months, may result in
conflicting reporting requirements for locagog.
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Appendix 2: Determining Patient Days for Summary Data Collection: Observation vs. Inpatients

In response to questions regarding how to count patient days for “observation” patients, the following
guidance is offered.

*
The NHSN instructions for recording the number of patients in an inpatient unit state that for e@f
the month selected, at the same time each day, the number of patients on the unit should be rm d. This
procedure should be followed regardless of the patient’s status as an observation patient §an atient.

1. Observation patients in observation locations: An “observation” location (e.g., 24
is considered an outpatient unit, so time spent in this type of unit does not eve
inpatient counts (i.e., patient days, device days, admissions). Admissions 1@

represent “encounters” for the purposes of outpatient surveillance for @
MDRO/CDI module.

2. Observation patients in inpatient locations: Aa

a. a. If an observation patient is transferred from an ogmion location and admitted to an
inpatient location, then only patient days begiw' the date of admission to the inpatient

observation area)
rlbute to any

{Ch outpatient units

vent monitoring in the

location are to be included in patient day coun he location or facility-wide inpatient). In

i the patient arrives in any location where

this same way, device days accrue beginning
device-associated surveillance is occurii\ d in accordance with the location’s device-count

methods.

b. If an observation patient is sent Qpatient location for monitoring, the patient should be

included for all patient and deyice {gdy counts. The facility assignment of the patient as an
observation patient or an i \ent has no bearing in this instance for counting purposes, since the
patient is being housed, red, and cared for in an inpatient location.

Below is an example of attributifgspatient days to a patient admitted to an inpatient location, regardless of
whether the facility conside(s tm atient an observation patient or an inpatient.
The examples show coun%«en at: A) 12:00 am and B) 11:00 pm.

&
~N
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A. Count at 12:00 am (midnight):

Date Mr X Pt Day Mr Y Pt Day
01/01 Mr X admitted at 8:00 pm Mr Y admitted at 12:00 am .
Mr X not counted because the count for Mr Y is counted because the count@l
01/01/10 was taken at 12:00 am on 01/01 10 | was taken at 12:00 am and that ¢ n he
and he was not yet admitted was admittedQ
X g
01/02 1
01/03 2 5‘
01/04 3 W\ 3
01/05 Mr X discharged at 5:00 pm Mr “harged at 12:01 am
4 4 5
Counted for 01/05 because he was in the Caopiated Tor 01/05 because he was in the
hospital at 12:00 am on 01/05 when the al at 12:00 am on 01/05 when the
count for that day was taken count for that day was taken
Total 4 patient days 5 patient days

&

If we use the same admission dates and times W X, but a different time is selected for the patient day
count, say 11:00 pm, the total number of dg§/8itnwthe count will be the same; they will simply be coming
from different dates.

B. Count at 11:00 pm: OK

Vb
Date MY X Pt Day

01/01 Mr ﬁmﬁted at 8:00 am 1
% Counted because the count for 01/01 is taken
0 at 11:00 pm on 01/01 and he is in the hospital

at that time

01/02 Jo 2

01/03 @ 3

01/0%\5 MR X discharged at 5:00 pm X
Not counted for 01/05 because he was not in
& the hospital at 11:00 pm on 01/05 when the

count for that day was taken
Total 4 patient days
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Determining Admission Counts for Summary Data Collection:

In response to questions regarding how to count number of admissions, the following guidance is offered.

We understand that there are a variety of ways in which patient day and admission counts are obtaﬂdr a
facility and for specific locations. We offer this guidance to assist with standardization within a 0
facilities. It is most important that whatever method is utilized, it should be used each and ev@nth for
consistency of data and metrics. How you operationalize this guidance will depend on hoy yOware
obtaining the data for your counts. If you are calculating admission counts by hand or aré\utMizing electronic
patient data to do your calculations by hand, then admission counts should be calcud t the same time
each day, as is the method for counting patient days in NHSN. We suggest that ¢ %tlng patient day and
admission counts concurrently may be the easiest and most efficient method. ill provide consistency
and will eliminate questions about inclusion for individuals who are only In the facility or in a
specific location for a very brief period of time, since there is no minim ber of hours the patient must
be present before being counted. Any patient who meets criteria for neyt gnlusion should be counted,
regardless of whether they are coded by the facility as an inpatient o n observation patient. If
admissions are calculated electronically for you, then you must those data to be sure that all
appropriate patients are included or excluded from those cou that your electronic data are within +/-
5% of the number obtained if doing the calculations man these counts are more than 5% discrepant,
then you will need to evaluate and discuss with your IT sl&o determine the cause of the discrepancies and
methods to address them. Large numbers of brief aﬁhions and patients placed in inpatient locations under
“observation” status could be contributing to idenh% iscrepancies. The main goal is to accurately count
patients in the denominators that are at risk fo entially contributing to the numerator.
1. Facility-Wide Inpatient Admission C uﬁlﬁclude any new patients that are assigned to a bed in any
inpatient location within the fa& at the time of the facility-wide admission count. Qualification as
a new patient means that thé%n t was not present on the previous calendar day at the time of the
patient day count. Theqti%a ission counts are summed at the end of the calendar month for a
monthly facility-wide I nt admission count.

2. Inpatient Location- tC Admission Count: Include any new patients that are assigned to a bed in the
specific inpatien ton at the time of the location-specific admission count. Qualification as a new
patient means @e patient was not present on the previous calendar day at the time of the patient day
count. The dagypadmission counts are summed at the end of the calendar month for a monthly inpatient
location; ¥1c admission count.

Below,ji example of manually counting location-specific and facility-wide admission counts related to a
pai mitted to an inpatient location and transferred to multiple patient locations during his hospital stay.
/& ample shows counts taken at 11:00 pm.

January 2013 12 - 41



"

™

Example: Counts at 11:00 pm:

MDRO and CDI Module
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Unit Date/Time Mr. X ‘Date,’Time Mr. X Inpatient Inpatient
Placed on Inpatient | Transferred Out of | Location-Specific Facility-Wide
Unit Inpatient Unit Admission Count | Admission Co
SICU 10/08 — 10:00am 10/13 - 9:00am 1 Adm for SICU 1 Adm for AN
(facility admission) FacWid§
MICU 10/13 - 9:15am 10/13 - 11:00am Not present and | Same Adm, also
so not counted not{@t so not
R nted
Surgical 10/13 - 11:30am 10/25 - 1:00pm 1 Adm for Adm so not
Ward Surgical Ward counted
Rehab 10/25 = 1:30pm 10/26 — 10:00am 1 Adm for Reha ame Adm so not
(facility discharge) (\‘ counted
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Vaccmatlon 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 dea
from seasonal influenza occur in adults aged >65 years."* Annual influenza vaccination i

best way to reduce the risk for complications from influenza infections and in the Unjfeg States
is now recommended for all persons aged >6 months. . O

Annual epidemics of seasonal influenza usually occur during the late fall thr, x'early spring
each year. During these times, rates of infection with influenza are highe@g persons aged
>65 years of age, in children <2 years and persons of any age who ha cal conditions
placing them at increased risk for the complications of influenza.>”’ %lonally, a variant strain
of influenza will emerge that is distinct from the expected seaso In and requires a separate
vaccination for prevention. In 2009-10, this non-seasonal str@' was novel Influenza A (H1N1)

2009. Annual influenza vaccination is the most effective revent influenza virus infection

and its complications. E @

Methodology

The Vaccination Module targets the healthcar fg:hy’s inpatient population, who are greater
than 6 months of age. Two separate appro s ummary Method or Patient-Level Method) are
used to report data for the Vaccination ﬁ The module can be completed using either
retrospective medical record review (S ry Method or Patient-Level Method) or prospective
surveillance (Patient-Level Method)Either method may be used during the influenza season.
When vaccinations for more th@ btype are recommended during a season, use a single
method and report data separatelyNjor each vaccination subtype. For example, report a Summary
Method record for seasona@matlon and one for the non-seasonal subtype. Multiple
admissions by the sam during the same month should be evaluated as separate
encounters for this m%

A trained indivi
for seasonal

Qall initially seek to identify all inpatient admissions as meeting criteria
Wnation during the review period, and determine if influenza vaccination was
either accepted or declined during the course of the patient’s admission.

er than the IP may be trained to perform these observations.

T‘!&C forms 57.130, 57.131, 57.133 are used to collect all required data for this module

nding on whether Summary Method or Patient-Level Method is the selected surveillance
pproach. 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. 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.
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Summary Method

Introduction: The Summary Method requires the use of a single form, the Vaccination Monthly
Monitoring Form — Summary Method (CDC 57.130) to collect all data for the period of
surveillance. A Summary form is completed for each month the facility is following influe&}@

L 4

vaccination for the influenza season. This retrospective method consists of determining t
number of patients in eight separate categories during the surveillance month(s). The val
this type of surveillance is the simplicity of data collection requirements.

*
Settings: This is a facility-wide surveillance in which all NHSN inpatients am@ored during
the selected month(s). @

Requirements: Surveillance consists of a review of all NHSN inpati
determine 1) whether they meet criteria for seasonal influenza vaccifigijoh (refer to the current
season’s recommendations for details), 2) how many were previ accinated, and 3) the
number meeting criteria who are offered and receive influenzayaccination during their
admission. Ideally, the facility should conduct the surveill ring each month of the
influenza season (September through April). Each mogt ich surveillance is conducted
must be included in the Patient Safety Monthly Repor an (CDC 57.106).

ility-wide to

Definitions: All box numbers refer to boxes ’\‘tb/accination Monthly Monitoring Form-—
Summary Method (CDC 57.130). Q

NHSN inpatient: A patient whose date of ission to the healthcare facility and the date of
discharge are different calendar da

Total number of patient admigsé)x Box 1): The count of all NHSN inpatients admitted to the
facility. .

Total number of patien&aq\eN 6 months and older meeting criteria for influenza vaccination (Box
2): The count of NH ')atients meeting criteria for vaccination. Include in this count any
patients who have reviously vaccinated during the current influenza season.

tients previously vaccinated during current influenza season (Box 3): During

ed for surveillance, the count of all NHSN inpatients who had previously

enza vaccination during the current influenza season by either history or

dqc tation. Patients requiring a second vaccine should not be included in the count of those
MWotsly vaccinated.

&Total number of patients meeting criteria not previously vaccinated during the current influenza
season (Box 4): During the month selected for surveillance, the count of NHSN inpatients
meeting criteria (Box 2) minus the count of NHSN inpatients meeting criteria previously
vaccinated during the current influenza season (Box 3).
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Patients meeting criteria offered vaccination but declining for reasons other than medical
contraindication (Box 5): The count of NHSN inpatients meeting criteria offered vaccination but
who declined for reasons other than medical contraindication. Refer to Table 1 for examples of

personal (non-medical) reasons for declining vaccination. $ .
Patients meeting criteria offered vaccination but having medical contraindication (Box 6):

count of NHSN inpatients offered vaccination but who declined because of medical
contraindication(s). Refer to Table 1 for examples of medical contraindication. Q

Patients meeting criteria receiving vaccination during admission (Box 7): The Y f patients

with documentation in the medical record of receiving influenza vaccinatio the course of
their hospital admission prior to being discharged. . 6

Total number of patients offered vaccination (Box 8): The sum of tl—p’%nt of all NHSN
inpatients offered vaccination but who declined for reasons othe edical contraindication
(Box 5) plus all patients offered vaccination but who declinedecause of medical
contraindication (Box 6) plus all NHSN inpatients with d %kation in the medical record of
receiving influenza vaccination during the course of thei ital admission prior to being
discharged (Box 7). The number in this box should b an or equal to the number in Box 4.

Refer also to the Key Terms chapter for other Kﬁhons.

Numerator and Denominator Data: erator and denominator data are reported on the
Vaccination Monthly Monitoring Form=Sgigamary Method (CDC 57.130) in boxes 1-8 for the
month(s) selected for surveillance reQr to the instructions for completion for details).

Data Analysis: Data aggregate&wross the entire facility are stratified by time (e.g., month,

influenza subtype, influe on). Table 2 shows the formulas for metrics that can be
calculated from the Summa ethod.
Table 1: Formulas fc ics: Summaty Method

All data come fror@ 1-8 of the Vaccination Monthly Monitoring Form—Summary Method

(CDC 57.130) Q

Metric (b Summary Formula (x 100)

1 Préya¥ence rate for inpatients not previously vaccinated Box 4

ong all inpatient admissions P —

¢ 9 P Box 1

Adherence rate for offering influenza vaccination to Box 8

inpatients among all eligible inpatients Box 4

3 | Adherence rate for receiving influenza vaccination by Box 7

inpatients among all inpatients Box 4

January 2013 13-3


http://www.cdc.gov/nhsn/PDFs/pscManual/16pscKeyTerms_current.pdf
http://www.cdc.gov/nhsn/forms/57.130_VaccMonthlyReportingSummary_BLANK.pdf
http://www.cdc.gov/nhsn/forms/instr/57_130.pdf
http://www.cdc.gov/nhsn/forms/57.130_VaccMonthlyReportingSummary_BLANK.pdf

Vaccination Module

Table I: Fozmu]as 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 100\*

4

Adherence rate for receiving influenza vaccination by
inpatients among all medically eligible inpatients

Box 7 \' -

Box 4 - Boxo

5 Adherence rate for receiving influenza vaccination by Bo
inpatients among all medically eligible, willing inpatients (Box 4~ + Box 5

6 Declination rate for inpatients eligible for influenza Bgﬁ\%ox 6
vaccination among all inpatients offered vaccine X 8

7 Declination rate due to personal (non-medical) reasons for
. . - . - Box 5
inpatients eligible for influenza vaccination among all \
. . . Box 8
inpatients offered vaccine

8 Declination rate due to medical contraindications for ~Qv Box 6
inpatients eligible for influenza vaccination among all o o
. . . @ Box 8
inpatients offered vaccine R

9 Fa_ul_ure rate _for offering vaccine to inpatients m Box 4 — Box 8
eligible for influenza vaccination among all me Do A Do R

O . Box 4 — Box 6

eligible inpatients

10 | Prevalence rate of all inpatients previougly vaetinated Box 3
during the current influenza season g all inpatient Box 1
admissions Q)
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Vaccination Module

Patient- Level Method

Introduction: The Patient-Level Method requires the use of two forms, the Vaccination
Monthly Monitoring Form—Patient-Level Method (CDC 57.131), and the Patient Vaccination
form (CDC 57.133) to collect all data for the period of surveillance. The patient vaccination \
forms must be completed when the facility is following influenza vaccination for inpatien

value of this method is that the information collected will assist facilities in identifying

NHSN inpatients meeting criteria for influenza vaccination during an admission are IIy
receiving vaccination, and the details of those vaccinations. Additionally, I1Ps wjll le to
identify specific gaps in adherence and recommend changes in practices to ens\' t eligible
patients are being vaccinated.

Settings: This is a facility-wide surveillance in which all NHSN mpa@e monitored during
the selected month(s).

Requirements: Surveillance consists of a review of all NHS jnpatients facility-wide to
determine whether they meet criteria for influenza vaccma o are offered and receive
influenza vaccination during the course of their admi veillance must be conducted for at
least one calendar month during the influenza season Icated in the Patient Safety Monthly
Reporting Plan (CDC 57.106). During seasons séasonal and non-seasonal subtype
vaccinations are recommended, such as 2009- %ﬂitoring is required for all influenza
vaccinations, unless both doses have been . Patients requiring a second vaccine

shouldn’t be included in the count of thq lously vaccinated. A Vaccination Monthly

Monitoring form—Patient-Level Method ( 57.131) and a Patient Vaccination form (CDC
57.133) need to be completed for e of the 2 doses given. (See latest CDC/ACIP
recommendations for current s alls) Ideally the facility should conduct the surveillance
during each month of the infl e season (September through April).

following categories month selected for review. (All box numbers refer to the boxes

found on the Vacci Monthly Monitoring Form—Patient-Level Method [CDC 57.131]):

e  Total numieEngfNHSN patient admissions (Box 1).

e Totaln of NHSN patients previously vaccinated during the current influenza season
(B

*
The Patient-Level Metad kquires determination of the number of NHSN inpatients in the

In&on, all NHSN inpatient admissions found to meet criteria for influenza vaccination but

iously vaccinated during the current influenza season will need to have a Patient

« cCination form (CDC 57.133) completed as indicated. For those patients who decline
nfluenza vaccination, reasons for declination (medical contraindications and personal) are
captured (Table 2).
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Vaccination Module

Table 2: Examples of Medical Contraindications to Influenza Vaccination and of
Personal Reasons for Declining Influenza Vaccinations
Medical Contraindications Allergy to vaccine components

History of Guillain-Barré syndrome within 6 weeks of * .
previous influenza vaccination \

Current febrile illness (Temp >101.5°) N
Personal (non-medical) reasons for | Fear of needles/injections (O
declining vaccination Fear of side effects Q

Perceived ineffectiveness of vaccine O

Religious or philosophical objections \
Concern for transmitting vaccine vi tacts

\ "4
*
Review all NHSN inpatient admissions and determine whether they \écriteria for
influenza vaccination. Note that all NHSN inpatients that meet cri t have previously been
vaccinated during the current influenza season do not require a Pain Vaccination form (CDC
57.133) to be completed, but should be totaled and entered o Vaccination Monthly

Monitoring Form—Patient-Level Method (CDC 57.131) ?XQ' .
he Vaccination Monthly Monitoring

Definitions: All box numbers refer to the boxes fou
Form—Patient-Level Method (CDC 57.131). ('b

NHSN Inpatient: A patient whose date of @ss n to the healthcare facility and the date of
discharge are different calendar days.

Total number of patient admission&gx 1): The count of all NHSN inpatients admitted to the
facility.

Total number of patients (i %Jslv vaccinated during the current influenza season (Box 2): The
count of all NHSN inpatents®who had previously received influenza vaccination during the

current influenza sea either history or documentation. Patients requiring a second vaccine
should not be incl the count of those previously vaccinated, unless both doses have been
received.

Refer al e NHSN Key Terms chapter, for other definitions.

DC 57.133) (refer to the instructions for completion for details). In addition, some
& erator and all denominator data are reported on the Vaccination Monthly Monitoring Form—
atient-Level Method (CDC 57.131) (refer to the instructions for completion for details).

Wtor and Denominator Data: Numerator data are reported on the Patient Vaccination

Data Analysis: Data aggregated across the entire facility are stratified by time (e.g., month,
influenza subtype, influenza season). Table 3 shows the formulas for metrics that can be
calculated from the Patient-Level Method.
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Table 3: Formulas for Metrics: Patient-Level Method
Data come from two CDC forms:

Patient Vaccination (PV) form (CDC 57.133)

Boxes 1 - 4 of the Vaccination Monthly Monitoring Form—Patient-Level Method (CDC 57. 131)

Metric

Patient Vaccination Formula (x 100) 0\‘3

1 | Prevalence rate for inpatients
not previously vaccinated
among all inpatient
admissions

Box 4 Q
Box 1

2 | Adherence rate for offering

influenza vaccination to
inpatients among all eligible
inpatients

Total # PV Forms “Vaccm@e " ="Yes”
N

3 | Adherence rate for receiving

Total # PV Forms “V\Al ne administered” = “Yes”

influenza vaccination
inpatients among all inpatients

4 | Adherence rate for receiving

‘\:0 Box 4

) “Vaccine administered” = “Yes”

influenza vaccination by
inpatients among all medically
eligible inpatients

Total # P@ i ini
Box 4 = Tot PV Forms “Vaccine declined” = “Yes”

'\‘bdue to medical contraindications

5 | Adherence rate for receiving

influenza vaccination by
inpatients among all medically
eligible, willing inpatients &

tal¥¢ PV Forms “Vaccine administered” = “Yes”
Total # PV Forms “Vaccine declined = “Yes” due to
megital contraindication) + “Vaccine declined” = “Yes” due
to personal reasons

6 | Declination rate for inpati .

Total # PV Forms “Vaccine declined” = “Yes”

eligible for influenza
vaccination among al 6
inpatients offered Ygccl

Total # PV Forms “Vaccine offered = “Yes”

7 | Declination rat o
personal (no ical)
reasons f ients eligible

Total # PV Forms
“Vaccine declined” = “Yes” due to personal reasons

vaccination
Inpatients offered

Total # PV Forms “Vaccine offered” = “Yes”

Se @clination rate due to
edical contraindications for

Total # PV Forms
“Vaccine declined” = “Yes” due to medical

\C " inpatients eligible for

contraindications

influenza vaccination among
all inpatients offered vaccine

Total # PV Forms “Vaccine offered”= “Yes”
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Vaccination Module

™

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) o\
Metric Patient Vaccination Formula (x 100) o N\>)
O

9 | Failure rate for offering
vaccine to inpatients :9
medically eligible for Box 4 — Total # PV Forms “Vaccine of ’ = *Yes”
influenza vaccination among | “Vaccine declined” = “Yes” due to mecﬁ@e&\traindications
all medically eligible

inpatients R 6®
10 | Prevalence rate of all \\
inpatients previously
vaccinated among all inpatient &
admissions @
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Instructions for Mapping Patient Care Locations in NHSN

NHSN requires that facilities map each patient care area in their facility to one or more locations as

defined by NHSN in order to report surveillance data collected from these areas. This document functions

as a decision-making tool when determining the appropriate CDC location for NHSN surveillance, as * ¢
defined in the NHSN Manual. This process should be followed when adding any new unit to NHSN
surveillance and should be repeated for any unit when there has been a significant change in patie@

(e.g., merging of units, taking on a new service).

Step 1: Define the acuity level for the location OQ

Is this patient care area comprised of at least 80% of
patients that are of the same acuity level?*

=~

- fo3
Proceed to Step 2 and map to a location type Can thj t care area be split into 2 or
of that acuity level using the NHSN 80% Rule mo ns in NHSN for the purposes of
for that specific type.? lance — also referred to as “virtual

S

(b locations”?
YE

L=~ o
Ste% and create

Proceed K‘ :

locatio HSN for each of Map tQ a CDC.I\/IIi(ed
th levels, using the Acuity location.

. 6 NHSN 80% Rule.?

AN
2
- %&‘ ~

Adul | Care Units Mixed Acuity Units
Critical Care Units Operating Rooms
natal Critical Care Units Chronic Care
%malty Care Areas (SCA)/Oncology Long Term Acute Care
&‘ Adult Wards Rehabilitation
Pediatric Wards Outpatient (ACUTE) Locations
Neonatal Wards Clinic (Nonacute) Settings

Step Down Units

J
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Instructions for Mapping Patient Care Locations in NHSN

Step 2: Define the type of service for the location

Is this patient care area a general medical,
surgical, or medical/surgical unit? Or is it

*
comprised of patients from a specific service Q\

type (e.g., burn, cardiac)?*

Specific

If general medical or surgical, are If the unit is ed of
more than 60% of patients either patients of a s;t £’ service type,

medical or surgical? does thﬂ‘e eet the NHSN
80 for locations®?

General

/ \ l NO
4 Create a ) The mix of Create 4 Can this single unit be )
location in patients should in pISN™at is split into 2 or more
NHSN that is then be a 50/50 'gl? to that units in NHSN for the
mapped to the to 60/40 mix of C location purposes of surveillance
majority type m(?dlcal a_nd type — also referred to as
(i.e., medical or surgical patients “virtual locations®"?
surgical
gical) Creat aé VES \-
Iocatiorx / l NO
NHSQt is
a toa 4 : )
P bined (Create Iocations\ Is the mix of patients in
- al/suraical in NHSN for this unit approximately
9 each of these a 50/50 to 60/40 mix of
CDC location o i " ;
j specific service combined medical and
(b virtual locations surgical?

N N \ Y
l NO

‘\6 YES

&\Q [ Create a location in \
- NHSN that is mapped to
Crgate a location in NH_SN e (et G he
that is m_apped to_ a com_blned majority type (i.e.,
medical/surgical unit greater than 60%) -
J either medical or surgical

\_ J
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Instructions for Mapping Patient Care Locations in NHSN

Please see the CDC Location descriptions for definitions of each CDC Location used for NHSN
surveillance in this chapter.

review the patient mix in that unit for the last full calendar year. If a full year is not available, facilitie

1. Patient mix: When determining the appropriate CDC Location mapping for a unit, facilities should .
should review patient mix based on the data they have available for that unit. *

2. NHSN 80% Rule: Each patient care area in a facility that is monitored in NHSN is “mapped” ®1e or
more CDC Locations. The specific CDC Location code is determined by the type of patient ed for in
that area according to the 80% Rule. That is, if 80% of patients are of a certain type (e g. @ic
patients with orthopedic problems) then that area is designated as that type of Iocatlo% case, an
Inpatient Pediatric Orthopedic Ward).

3. Virtual locations: Virtual locations are created in NHSN when a facility 3 % to meet the 80% rule
for location designation in a single physical unit but would like to report t SN surveillance data for
each of the major, specific patient types in that unit. The use of virtual | is recommended only for
those physical units that are geographically split by patient service or t& In which beds are designated
by service. For example, a facility has an ICU — called 5 West — thetis comprised of approximately 50%
neurology patients and 50% neurosurgery patients. Additionall eurology patients are housed in beds
1 thru 10 and the neurosurgery patients are housed in beds% . Rather than map as a

medical/surgical critical care unit, the facility decides to ci new locations in NHSN:

5WEST_N: Neurologic Critical Care (10 be

5WEST _NS: Neurosurgical Critical Care {10 begs)
This facility will collect and enter data for SWEST W and SWEST _NS separately. The facility will also be
able to obtain rates and standardized infecti %& (SIRs) for each location separately. Note that the data
collected and reported for each virtual Ioc% be limited to the designated 10 beds assigned (i.e.,
overflow from 5SWEST_N into SWEST_}NS be counted with 5SWEST _NS). For those facilities that
use an electronic source for collectin ﬁ data, we recommend that you discuss compatibility of virtual
locations in NHSN with your facil @R contact prior to reporting data for these locations.

4. Mixed Acuity Unit: This4 @n is intended for those units comprised of patients with varying levels
of acuity. Because of the %arying range of risk in mixed acuity units, CDC does not have plans to publish
national pooled mean r this location type. Therefore, if your facility chooses to use this location
designation for report 'ou will not be able to compare your mixed acuity unit rates to an NHSN pooled
mean, nor will th be included in any SIR analyses.

data that cility reports for the CMS Hospital Inpatient Quality Reporting Program and/or your

state’s repdyting mandate(s). Although a Mixed Acuity location may have ICU beds and ICU patients, it is

n jdered an ICU location type for the purposes of NHSN reporting and therefore, would not be

d in any ICU-specific reporting requirements. For information about how this location designation
& y'impact your facility’s compliance with CMS HAI reporting measures, please contact your Quality
mprovement Organization (QIO). For information about how this location designation may impact your
facility’s compliance with your state mandate (if applicable), please contact your state HAI coordinator:
http://www.cdc.gov/HAI/state-based/index.html.

NOTE: I\T&@ location in NHSN to the CDC “Mixed Acuity” designation may have implications on
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Example 1: An ICU that is 85% Burn patients, 15% Trauma

CDC Location: Burn Critical Care (IN:ACUTE:CC:B)

Why? Meets 80% rule for critical care acuity level and 80% rule for specific service
(burn) \

Example 2: An ICU that is 55% medical and 45% Surgical

CDC Location: Medical/Surgical Critical Care (IN:ACUTE:CC:MS)
Why? Meets 80% rule for critical care acuity level and does not meet¢h rule for
designation as either medical or surgical service level alone, therefor ‘ombined
medical/surgical designation

Example 3: An ICU that is 40% Neurosurgical, 40% Surgical, and 20% Mea@

Option 1 - Single CDC Location: Surgical Critical Care
Why? Meets 80% rule for critical care acuity level an e not meet the 80% rule for a

specific service level alone, but when surgical patlfaare combined, that total does equal
80%.

Option 2 - Multiple CDC Virtual Locations: Neur @I Critical Care and Surgical Critical
Care, with the medical patients reported with the ical Critical Care location since the general
surgical designation is the least specific of t

Why? By splitting this unit into @Iocations, each meets the 80% rule for critical
care acuity level and one mee % rule for designation as Neurosurgical Critical

Care, while the other meet o rule as general surgical service (when combining
surgical and medical patiefits).

Example 4: A unit that is compris Medical ICU and 40% Step-Down patients
Option 1 - Single CDC L(jgﬁon: Mixed Acuity Unit
Why? Thisdodgi#gn is not comprised of at least 80% of the patients of the same acuity
level anditheragfe meets the single location definition of a mixed acuity unit. Note that
this loc d\s not considered an ICU location type for the purposes of NHSN reporting
andﬁ e, would not be included in any ICU-specific reporting requirements.

Option le CDC Virtual Locations: Medical Critical Care and Step-Down Unit
y? By splitting this unit into 2 virtual locations, each meets the 80% rule for the
$ propriate acuity level and each meets the 80% rule for type of service.

A pediatric ward that is comprised of 70% neurosurgical patients and 30% orthopedic patients

Exar%I)
L
\ ption 1 - Single CDC Location: Pediatric Surgical Ward

Q Why? Meets 80% rule for ward-level acuity and does not meet the 80% rule for a specific
service level alone, but meets the 60% rule for general surgical service.

Option 2 - Multiple CDC Virtual Locations: Pediatric Neurosurgical Ward and Pediatric
Orthopedic Ward

Why? By splitting this unit into 2 virtual locations, each meets the 80% rule for the
appropriate acuity level and each meets the 80% rule for type of service.
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Appendix: Creation and Management of Locations in NHSN

Create New Locations:

If there are any operational locations in your hospital that are not already set-up in NHSN, you will need
create these locations for the purposes of NHSN surveillance and reporting.

Locations can be set up by following these steps: Q\
1. Go to Facility > Locations.

2. On the Locations screen, enter a location code (“Your Code™) and location label (“Your Nabél™).
3. Select a CDC Location Description from the drop-down menu. NOTE: When seIWCDC

t
.

Location Description, your location must meet the 80% Rule in order to be assjg that CDC
Location Description.

4. Make sure the Status is set to “Active” and then enter the number of beds thﬁ&set up and
staffed in that location.

5. Once all information for this new location is entered, click ‘Add’. ’\\

Manage Existing Locations:

Facilities should make sure that the only locations with an “active” stamAn NHSN are those that are
operational units within the facility. The humber of beds indicated #O&xeach location should also be
checked for accuracy and, if necessary, updated to reflect the c:ék umber of beds set up and staffed.

Location information can be updated by following these stéigs:

1. Go to Facility > Locations.

2. On the Locations screen, click ‘Find’. (b

3. Review the information that appears in thgN\,ocation Table at the bottom of the screen. Review the
Status of each location, as well as Be :

4. If alocation’s information needs t %ted, click the location code under the “Your Code”
column; the location’s informatior?vﬂleuto-fill in the fields above the Location Table.

5. Make any modifications to the S{atus and/or Bed size, then click *Save’.

Inaccurate CDC Location Descr@
If you believe that the CDC Logdkion Description assigned to your existing location is incorrect, there are
additional steps you will eeo\Q llow, depending on the scenario:

Scenario 1: The patient% tion in this unit has changed such that the current CDC Location
rule, is inaccurate.

Description, using t%
Solutions se the patient population has changed, a new location should be created in NHSN
and s e mapped to a CDC Location Description that most accurately reflects the type of
pati ceiving care in that location, using the 80% rule. The old location should be put into
‘@/e” status. Note that data which have been reported from inactive locations can continue to
e analyzed within NHSN, however these locations will not be linked to new, active locations.

b

L

ﬁ% 2: The CDC Location Description initially assigned has been inaccurate for much, if not all, of
porting to NHSN, based on the updated location guidance for 2013.

Solution: Users cannot change the CDC Location Description on existing locations within NHSN.
Facilities should ensure that the locations set up in NHSN are accurate for 2013 reporting per the
updated guidance. If a new CDC Location Description is needed, users must create a new location
in NHSN and inactivate the old location, per the instructions above. Note that data for the old
location can still be analyzed, but these data will not be connected to data reported under the new
location.
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Master CDC Locations and Descriptions

o)

CDC Location Label

NHSN
Healthcare
Service
Location Code

CDC Location Code

@g}D -
t\ escription
&

o

z A~
INPATIENT LOCATIONSS

ACUTE CARE FACILITIES GENERAL

Adult Critical Care Units

B
U

Burn Critical Care 1026-4 IN:ACUTE:CC:B Critical care area specializing in the care of patients
with significant/major burns.
Medical Cardiac Critical Care | 1028-0 IN:ACUT@ Critical care area specializing in the care of patients
(L with serious heart problems that do not require heart
surgery.
~\
Medical Critical Care 1027-2 NAICUTE:CC:M Critical care area for patients who are being treated for
nonsurgical conditions.
9
Medical/Surgical Critical Care | 1029-8 \ % [ IN:ACUTE:CC:MS An area where critically ill patients with medical and/or
(b. surgical conditions are managed.
L
Neurologic Critical Care 103@ IN:ACUTE:CC:N Critical care area for the care of patients with life-
threatening neurologic diseases.
AN
Neurosurgical Critical Care &\1631—4 IN:ACUTE:CC:NS Critical care area for the surgical management of
. 6 patients with severe neurologic diseases or those at risk
\ for neurologic injury as a result of surgery.

AN
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7"771

ONC Medical Critical Care 1223-7 IN:ACUTE:CC:ONC_M Critical care area for the c@f‘oncology patients who
are being treated for @rgical conditions related to
their malignancy.

ONC Surgical Critical Care 1224-5 IN:ACUTE:CC:ONC_S Critical care r the evaluation and management of
oncolqu ‘&s with serious illness before and/or
after% elated surgery.

ONC Medical-Surgical Critical | 1225-2 IN:ACUTE:CC:ONC_MS q%care area for the care of oncology patients with

Care medical and/or surgical conditions related to their

\Q}malignancy.
Prenatal Critical Care 1034-8 IN:ACUTE:CC:PNATgb Critical care area for the care of pregnant patients with
complex medical or obstetric problems requiring a high
‘b level of care to prevent the loss of the fetus and to
\ protect the life of the mother.
Respiratory Critical Care 1033-0 IN:ACG‘ CC:R Critical care area for the evaluation and treatment of
K patients with severe respiratory conditions.
O
Surgical Cardiothoracic 1032-2 CUTE:CC.CT Critical care area specializing in the care of patients
Critical Care . %’ following cardiac and thoracic surgery.
—\
Surgical Critical Care 1030-6 \ * | IN:ACUTE:CC:S Critical care area for the evaluation and management of
\(b patients with serious illness before and/or after surgery.
Trauma Critical Care 102@‘ IN:ACUTE:CC:T Critical care area specializing in the care of patients
@» who require a high level of monitoring and/or
é\\ intervention following trauma or during critical illness
related to trauma.
X%
&
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Pediatric Critical Care Units

o

ONC Pediatric Critical Care 1233-6 IN:ACUTE:CC:ONC_PED Critical care area for are of oncology patients <18
years old who age treated for surgical or
nonsurgical ¢ related to their malignancy.

Pediatric Burn Critical Care 1042-1 IN:ACUTE:CC:B_PED Critica| c%ﬁspecializing in the care of patients
<18 % with significant/major burns.

Pediatric Cardiothoracic 1043-9 IN:ACUTE:CC:CT_PED ti6el care area specializing in the care of patients

Critical Care <18 years old following cardiac and thoracic surgery.

Pediatric Medical Critical Care | 1044-7 IN:ACUTE:CC:M_PED @g Critical care area for patients <18 years old who are
being treated for nonsurgical conditions. In the NNIS

()‘ system, this was called Pediatric ICU (PICU).

Pediatric Medical/Surgical 1045-4 IN:ACUT 'CNS_’ PED An area where critically ill patients <18 years old with

Critical Care n medical and/or surgical conditions are managed.

Pediatric Neurosurgical 1046-2 IN:{UTE’:ANS_PED Critical care area specializing in the surgical

Critical Care management of patients <18 years old with severe

K neurological diseases or those at risk for neurological
injury as a result of surgery.
9
Pediatric Respiratory Critical 1047-0 \ ~ | IN:ACUTE:CC:R_PED Critical care area for the evaluation and treatment of the
Care (b' patients <18 years old with severe respiratory
(\0 conditions.
Pediatric Surgical Critical Care @VB IN:ACUTE:CC:S_PED Critical care area for the evaluation and management of
\\ patients <18 years old with serious illness before and/or

after surgery.

X2
N\

,Q(\

January 2013

15-9




CDC

Master CDC Locations and Descriptions

O

Pediatric Trauma Critical Care

1049-6

IN:ACUTECC:T_PED

Critical care area specializ@n' the care of patients

<18 years old who re a high level of monitoring
and/or interventjo ing trauma or during critical

Neonatal Units

illness related b\hs a.

&

Well Baby Nursery (Level I)

1038-9

IN:ACUTE:WARD:NURS

Hosp ¢ for evaluation and postnatal care of

he@ewborns. May include neonatal resuscitation
bilization of ill newborns until transfer to a

facility at which specialty neonatal care is provided.

Step down Neonatal Nursery*
(Level 11)

*Location will be listed as
*Step down Neonatal ICU’
within NHSN until NHSN
Release 7.2 slated for late
summer 2013.

1041-3

IN:ACUTE:STEP:NUES

P

NOTE: The categories of Level Il, listed below, are
classifications from the American Academy of
Pediatrics, Definitions of hospital-based newborn
services.

Level 1l 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 11A: has the capabilities to

¢ 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,

January 2013
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or inability to take oral @iﬁgs or (2) who are
moderately ill Witljggblems that are anticipated to
resolve rapid]y e not anticipated to need
subspecialt é@s on an urgent basis

o Providg cfe¥Or infants who are convalescing after
intans' s
Le \as the capabilities of a level 1A nursery and

% itional capability to provide mechanical
ventilation for brief durations (<24 hours) or

s@ﬁontinuous positive airway pressure.

Neonatal Critical Care 1039-7 IN:ACUTE:CC_STEP@& Combined nursery housing both Level Il and Il
(Level 11/111) newborns and infants.
Neonatal Critical Care 1040-5 A hospital neonatal intensive care unit (NICU)

(Level 1)

IN :ACUT%N(;()S

organized with 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 categories of Level 11l below are
classifications from the American Academy of
Pediatrics, Definitions of hospital-based newborn
services.” These classifications are all considered Level
I11 nurseries in NHSN.

Level 111 (subspecialty) NICU: level 111 NICUs are
subdivided into 3 categories:

Level I11A: has the capabilities to
¢ Provide comprehensive care for infants born at >28

January 2013
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weeks’ gestation and W@ﬁg >1000¢
e Provide sustained lj

cal procedures such as
ral venous catheter or inguinal

*
Lev \XNICU: has the capabilities to provide
.! rehensive care for extremely low birth weight
fants (<1000 g and <28 weeks’ gestation)

frequency ventilation and inhaled nitric oxide for as

@. Advanced respiratory support such as high-

long as required

o Prompt and on-site access to a full range of pediatric
medical subspecialists

o Advanced imaging, with interpretation on an urgent
basis, including computed tomography, magnetic
resonance imaging, and echocardiography

o 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.

Level I1IC 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 congenital cardiac malformations that require
cardiopulmonary bypass.

January 2013
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Specialty Care Areas (SCA)

7"771

Inpatient Dialysis SCA 1198-1 IN:ACUTE:SCA:DIAL Hospital specialty ca a for patients who require
dialysis as part gf are. These patients may be
chronic or acub\&'} is patients.

Pediatric Dialysis SCA 1091-8 IN:ACUTE:SCA:DIAL_PED Hospital % care area for patients <18 years old
who cute dialysis as part of their care. These
piﬁb ay be chronic or acute dialysis patients.

«,
Pediatric Solid Organ 1093-4 IN:ACUTE:SCA:SOTP_PED HoSpital specialty area for the postoperative care of
Transplant SCA s@ﬁatients <18 years old who have had a solid organ
@ transplant (e.g., heart/lung, kidney, liver, pancreas).
Solid Organ Transplant SCA 1092-6 IN:ACUTE:SCASL0T Hospital specialty area for the postoperative care of
patients who have had a solid organ transplant (e.g.,
\ heart/lung, kidney, liver, pancreas).
AN
Adult Wards ‘ k
Antenatal Care Ward 1205-4 IN:ACUTE:WARD: Hospital area for observation, evaluation, treatment or
AT surgery of high risk pregnancy patients.
Behavioral Health /Psych 1051-2 . IN:ACUTE:WARD:BHV Area for the evaluation and treatment of patients with

Ward

O

acute psychiatric or behavioral disorders.

Burn Ward 1052-0 (b' IN:ACUTE:WARD:B Hospital area for evaluation and treatment of patients
00 who have burns.
Ear/Nose/Throat Ward f@% IN:ACUTE:WARD:ENT Hospital area for the evaluation, treatment, or surgery

of patients with ear, nose, or throat disorders.

&
~N
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O

Gastrointestinal Ward 1054-6 IN:ACUTE:WARD:GI Hospital area for evaluatio@étment or surgery of
patients with disorderg”®§ the gastrointestinal tract.
Y a.\
Genitourinary Ward 1055-3 IN:ACUTE:WARD:GU Hospital area Waluation, treatment or surgery of
patients witI@ ers of the genitourinary system.
Gerontology Ward 1056-1 IN:ACUTE:WARD:GNT Hospifal &ed*for the evaluation, treatment or surgery of
pati th age-related diseases.
Gynecology Ward 1057-9 IN:ACUTE:WARD:GYN ital area for the evaluation, treatment, or surgery
\. f female patients with reproductive tract disorders.
Jail Unit 1171-8 IN:ACUTE:WARD::J (b Overnight stay patient care area of a hospital or
correctional facility used only for those who are in
‘b custody of law enforcement during their treatment.
Labor and Delivery Ward 1058-7 IN:ACUT %D:LD Hospital area where women labor and give birth.
Q)
Labor, Delivery, Recovery, 1059-5 IN:ACUTGﬂNARD:LD_PP Hospital suite used for labor, delivery, recovery and
Postpartum Suite (LDRP) 0 post-partum (LDRP) -- all within the same suite.
Medical Ward 1060-3 %ﬁCUTE:WARD:M Hospital area for the evaluation and treatment of
. %p patients with medical conditions or disorders.
D
Medical/Surgical Ward 1061-1 (b) IN:ACUTE:WARD:MS Hospital area for the evaluation of patients with
0 medical and/or surgical conditions.
Neurology Ward J‘%’g“ IN:ACUTE:WARD:N Hospital area where patients with neurological
é\ disorders are evaluated and treated.
N

&
~N
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Neurosurgical Ward 1063-7 IN:ACUTE:WARD:NS Hospital area for care of pAtiehts whose primary reason
for admission is to haﬁzurosurgery or to be cared for
by a neurosurgeon ead or spinal trauma.

A\
ONC Leukemia Ward 1226-0 IN:ACUTE:WARD: Avrea for the @ ation and treatment of patients with
ONC_LEUK leukemi
\
ONC Lymphoma Ward 1228-6 IN:ACUTE:WARD:ONC: Areagonhe evaluation and treatment of patients with
LYMPH J.m ma.

ONC Leukemia/Lymphoma 1229-4 IN:ACUTE:WARD: ONC @Area for the evaluation and treatment of patients with

Ward @ leukemia and/or lymphoma.

ONC Solid Tumor Ward 1230-2 IN:ACUTE:WARD:O@ST Avrea for the evaluation and treatment of oncology

‘b patients with solid tumors.
ONC Hematopoietic Stem Cell | 1231-0 IN:ACUT@D: Avrea for the care of patients who undergo stem cell
Transplant Ward ONC_ transplant for the treatment of cancers and/or blood or
K immune system disorders.
ONC General 1232-8 @:UTE:WARD: Area for the evaluation and treatment of patients with
Hematology/Oncology Ward % C_HONC cancer and/or blood disorders.
¢ )
N
Ophthalmology Ward 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 ophthalmologist after eye trauma.

Orthopedic Ward

<

IN:ACUTE:WARD:ORT

Hospital area for evaluation, treatment or surgery on
bones, joints, and associated structures by an
orthopedist.

&
~N
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O

Orthopedic Trauma Ward 1066-0 IN:ACUTE:WARD_ORT Hospital area where patier@ifh orthopedic injuries or
disorders are evaluathQd treated.
Y a.\
Plastic Surgery Ward 1067-8 IN:ACUTE:WARD:PLS Hospital area re of patients who have
reconstructi ry performed by a plastic surgeon.
Postpartum Ward 1068-6 IN:ACUTE:WARD:PP i a\&e}for the patient who is recovering from
Pulmonary Ward 1069-4 IN:ACUTE:WARD:PULM ital area where patients with respiratory system
\Qonditions or disorders are evaluated and treated.
Rehabilitation Ward 1070-2 IN:ACUTE:WARD:R Hospital area for evaluation and restoration of function
to patients who have lost function due to acute or
‘b chronic pain, musculoskeletal problems, stroke, or
\ catastrophic events resulting in complete or partial
n paralysis.
School Infirmary 1172-6 A Overnight stay patient care area of a school infirmary

IN:{UMWARD:IFM

%O

or health center (e.g., private residential school or
college campus).

Stroke (Acute) Ward

hd

1071-0 <
N\

IN:ACUTE:WARD:STRK

Hospital area for evaluation, stabilization and treatment
of patients who have experienced an acute stroke.

Surgical Ward

D
1072-3\)"

IN:ACUTE:WARD:S

Hospital area for evaluation and treatment of patients
who have undergone a surgical procedure.

2

Telemetry Ward IN:ACUTE:WARD:TEL Hospital area dedicated to providing evaluation and
N treatment of patients requiring continuous cardiac
0\% monitoring.
&Q‘
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O

Vascular Surgery Ward 1073-6 IN:ACUTE:WARD:VS Hospital area for evaluatio@d' treatment of patients
who have undergone ular surgery.
Y o\
Pediatric Wards \/
Adolescent Behavioral Health | 1075-1 IN:ACUTE:WARD: Hospital are valuation and treatment of patients
Ward BHV_ADOL between s of 13 and 18 with acute psychiatric or
behaﬁQ‘ sorders.
ONC Pediatric Hematopoietic | 1234-4 IN:ACUTE:WARD: % the care of patients <18 years old who undergo
Stem Cell Transplant Ward ONC_HSCT_PED sterh cell transplant for the treatment of cancers and/or
@blood or immune system disorders.
ONC Pediatric General 1235-1 IN:ACUTE:WARD: 6@' Area for the evaluation and treatment of patients <18
Hematology/Oncology Ward ONC_HONC_P years old with cancer and/or blood disorders.
Pediatric Behavioral Health 1077-7 IN:ACUT 'VND‘BHV_PED Hospital area for evaluation and management of
Ward patients <18 years old with acute psychiatric or
(L behavioral disorders.
Pediatric Burn Ward 1078-5 I@ TE:WARD:B_PED Hospital area specializing in the evaluation and
K treatment of patients <18 years old who have tissue
injury caused by burns.
o9
Pediatric Ear, Nose, Throat 1079-3 ~ | IN;:ACUTE:WARD: ENT_PED | Hospital area for evaluation and management of

Ward

patients <18 years old with disorders of the ear, nose
and/or throat.

Pediatric Genitourinary Ward

IN:ACUTE:WARD: GU_PED

Hospital area where patients <18 years old with
disorders of the genitourinary system are evaluated and
treated.

X2
N\

,Q(\
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Pediatric Medical Ward 1076-9 IN:ACUTE:WARD:M_PED Area for the evaluation an@‘fment of patients <18
years of old with medji€al conditions or disorders.
N\
Pediatric Medical/Surgical 1081-9 IN:ACUTE:WARD: MS_PED | Hospital area tients <18 years old with
Ward medical and@ ical conditions are managed.
Pediatric Neurology Ward 1082-7 IN:ACUTE:WARD:N_PED AreaddgteRvaluation and treatment of patients <18
ye ith neurologic disorders.
Pediatric Neurosurgical Ward | 1083-5 IN:ACUTE:WARD:NS_PED éﬁ% area for care of patients <18 years old whose
Wrimary reason for admission is to have neurosurgery
\ or to be cared for by a neurosurgeon after head or
6& spinal trauma.
Pediatric Orthopedic Ward 1084-3 IN:ACUTE:WA(?%JRT_PED Hospital area where patients <18 years old with
\ orthopedic injuries or disorders are evaluated and
QQ treated.
Pediatric Rehabilitation Ward 1085-0 IN: U'IlfWARD: Hospital area for evaluation and restoration of function
PED to patients <18 years old who have lost function due to
K acute or chronic pain, musculoskeletal problems,
o %’ stroke, or catastrophic events resulting in complete or
\\ partial paralysis.
Pediatric Surgical Ward 1086-8 “b" IN:ACUTE:WARD:S_PED Hospital area for evaluation and treatment of patients
0 <18 years old that have undergone a surgical procedure.
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Step Down Units

o

Adult Step Down Unit 1099-1 IN:ACUTE:STEP Hospital area for adu ients that are
(post-critical care) hemodynamically &ho can benefit from close
supervision an@ oring, such as frequent
pulmonary t ital signs, and/or neurological and
neurovas ecks.
ONC Step Down Unit 1227-8 IN:ACUTE:STEP:ONC Ar@hncology patients who are hemodynamically
(all ages) I&and can benefit from close supervision and
monitoring, such as frequent pulmonary toilet, vital
&\' signs, and/or neurologic and neurovascular checks.
Pediatric Step Down Unit 1100-7 IN:ACUTE:STEP:PE@V Patients <18 years old that are hemodynamically stable
(post-critical care) who can benefit from close supervision and monitoring,
\‘b such as frequent pulmonary toilet, vital signs, and/or
Q neurological and neurovascular checks.
/a
Mixed Acuity Units v
Adult Mixed Acuity Unit 1210-4 Hospital area for the evaluation and treatment of adult

<

IN:AC UTlIgMIXED:
DULT

patients whose conditions are varying levels of acuity
(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).

R
~N
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Pediatric Mixed Acuity Unit

1211-2

IN:ACUTE:MIXED:
ALL_PEDS

Hospital area for the evalu@'and treatment of
pediatric patients (<1 rs old) whose conditions are
of varying levelg iy (e.g., critical care, etc.).

Such a care ar e comprised of patients followed
by differ t]@%l services (e.g., coronary, medical,
surgical,% his care area may or may not include

i table” or “universal” beds (i.e., this model

care allows a patient to stay in the same bed
ing all phases of his care, from critical care through

,\Q’jower levels of care).

Mixed Age Mixed Acuity Unit

1212-0

IN:ACUTE:MIXED:AbL(b'
N
Q
K‘lx
O

Hospital area for the evaluation and treatment of a
mixture of adult and pediatric patients whose
conditions are of varying levels of acuity (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).

January 2013
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ONC Mixed Acuity Unit 1236-9

(all ages)

IN:ACUTE:MIXED:ONC

Area for the evaluation an@‘fment of a mixture of

adult and pediatric o gy patients whose conditions

are of varying lgv cuity (e.g., critical care, ward-

level care, ste ype care, etc.). This care area

may or lude "acuity adaptable” or

"univess (i.e., this model of patient care allows
Stay in same bed during all phases of care,

Operating Rooms

a pati
frs@&flcal care through lower levels of care).

Cardiac Catheterization 1005-8

Room/Suite

IN:ACUTE:OR:CATH

O\
¢

J'A room or rooms in a hospital equipped for the

performance of heart catheterizations for diagnostic or
therapeutic purposes. Operating Room requirements
for air changes, temperature, humidity and surfaces
must be met.

Cesarean Section Room/Suite 1095-9

¢ )

A room or suite in a hospital equipped for the
performance of obstetric and gynecologic surgeries and
for the care of the neonate immediately after birth.
Operating Room requirements for air changes,
temperature, humidity and surfaces must be met.

Interventional Radiology

IN:ACUTE:OR:RAD

A room or suite in a hospital where diagnostic or
therapeutic radiologic procedures on outpatients and/or
inpatients occurs. Operating Room requirements for air
changes, temperature, humidity and surfaces must be
met.

&
~N
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Operating Room/Suite

1096-7

IN:ACUTE:OR

A room or suite in a hospi@ﬁipped for the
performance of surgi?gerations. Requirements for

air changes, tenlpﬂ , humidity and surfaces must

be met. (For o operating room, use

Ambulat y Center designation or other
specialt own in Outpatient Locations section of
this c

4

Post Anesthesia Care
Unit/Recovery Room

1097-5

IN:ACUTE:OR_STEP

%Mal area designated for monitoring patients for

immediate effects of anesthesia before either going
@ome or on to an in-patient care area.

Chronic Care Units (Previousl

named Long-Term

Care)

Inpatient Hospice

1165-0

IN:NONACUTE(%C:E‘P

Area where palliative care is provided to the dying
patient.

Chronic Alzheimer's Unit*

*Location will be listed as
‘Long-Term Care Alzheimer’s
Unit’ within NHSN until
NHSN Release 7.2 slated for
late summer 2013.

1103-1

O

IN:NO@E:LTC:ALZ

o

Area where care is provided to patients diagnosed with
Alzheimer's syndrome for extended periods of time.
Formerly called Long Term Care Alzheimer’s Unit.

Chronic Behavioral
Health/Psych Unit*

*Location will be listed as
‘Long-Term Care Behavioral
Health/Psych Unit’ within <
NHSN until NHSN Release

7.2 slated for late sum

2013. KQ

1104-9 AN

\\,b(\

IN:NONACUTE:LTC:BHV

Area where care is provided to patients with psychiatric
or behavioral-disorder diagnoses for extended periods
of time. Formerly called Long Term Care Behavioral
Health/Psych Unit.

A 4 g
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O

Chronic Rehabilitation Unit* 1105-6 IN:NONACUTE:LTC: REHAB | Area where evaluation an@&ration of function is
) ) ) provided to patients \/Q@ave lost function due to acute

*Location will be listed as or chronic painwmQ skeletal problems, stroke, or

‘Long-Term Care . - .

Rehabilitation Unit’ within catastrophic e\bg} ulting in complete or partial

NHSN until NHSN Release paralysis. called Long Term Care

7.2 slated for late summer Rehabilil@fﬂt.

2013, \\

Chronic Care Unit* 1102-3 IN:NONACUTE:LTC % here care provided for patients with chronic
dis€ase or disabilities for extended periods of time.

*Location will be listed as Q}Formerly called Long Term Care Unit.

‘Long-Term Care Unit’” within \

NHSN until NHSN Release 6@

7.2 slated for late summer

2013, ('b

Ventilator Dependent Unit 1164-3 Area where care is provided to patients whose

IN:NONA@%\_TC:R
U

respirations depend on the use of a ventilator for
extended periods of time.

LONG TERM CARE FACILITIES

O’

LTCF Inpatient Hospice Unit

1254-2

N\

\v

IN:NONACUTE:LTCF:HSP
0\%’

A unit or designed area which provides palliative and
supportive care services to individuals diagnosed with
life limiting (terminal) conditions.

LTCF Dementia Unit

125’5(-§)
2

IN:NONACUTE:LTCF:DEM

A unit or designed area which provides specialized care
for individuals diagnosed with dementia or related
conditions, including Alzheimer’s disease.

\‘

&
~N
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LTCF Psychiatric Unit 1256-7 IN:NONACUTE:LTCF:PSY Unit or designated area WI@p'rovides specialized care
for individuals diagn@with psychiatric or behavioral
disorders.

’\O

LTCF Skilled Nursing/Short 1257-5 IN:NONACUTE:LTCF: A unit or deg# d area which primarily provides

Term Rehabilitation REHAB short te days), medical, skilled nursing or
reham\ services to individuals requiring
res% e care following recent hospitalization.

«,
LTCF General Nursing Unit 1258-3 IN:NONACUTE:LTCF:GEN A Unit or designated area which primarily provides
@wrsing, rehabilitative or custodial services to
@ individuals with varying levels of chronic conditions or
6 disability requiring long term (>90 days) support.

LTCF Ventilator Dependent 1259-1 IN:NONACU@F:VEN A unit or designated area which provides nursing and

Unit respiratory care to individuals who require mechanical

qQ ventilation.

LTCF Bariatric Unit 1260-9 A unit or designated area which provides specializing

B

IN: NA‘UTE:LTCF:BAR
\

care for individuals who are preparing for or have
undergone bariatric surgery.

LONG TERM ACUTE CARE FACINTIES

LTAC ICU

1211-2 (b.‘
O
)

>

IN:ACUTE:CCLTAC

Critical care area specializing in the evaluation,
treatment, and management of patients that require high
observance/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.

January 2013
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LTAC Ward

1212-0

IN:ACUTE:WARD:LTAC

Hospital area for the evalu@'and treatment of
patients suffering me@y complex conditions or who

have suffered regce strophic illness or injury, and
require an ext ay in an acute care environment.

LTAC Pediatric ICU

1213-8

IN:ACUTE:CC:LTAC_PED

CriticaJ C‘Q% specializing in the evaluation,

tre@ d management of patients <18 years old,

tha re high observation/acuity and/or special care
e suffering medically complex conditions or who

require an extended stay in an acute care environment.

Q>have suffered recent catastrophic illness or injury, and

LTAC Pediatric Ward

1214-6

IN:ACUTE:WARD:

LTAC_PED (b
N

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 an extended stay in an
acute care environment.

P

INPATIENT REHABILITATION FACI’LP\ES

Rehabilitation Ward 1217-9 #XCUTE:IRF Hospital area for evaluation, treatment, and restoration
o of function to patients have lost function due to acute or
\ chronic pain, musculoskeletal problems, stroke, brain
\ or spinal cord dysfunction, or catastrophic events
(b' resulting in complete or partial paralysis.
Y = N
>
0\%
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Rehabilitation Pediatric Ward

1218-7

IN:ACUTE:IRF:PED

Hospital area for evaluatio@étment, and restoration
of function to patient3/248 years old who have lost
function due to ac hronic pain, musculoskeletal

results in complete or partial
paralgis\

ONCOLOGY FACILITIES

problems, strobxg or spinal cord dysfunction, or
catastroplzf'c%

NS
VO

ONC Medical Critical Care 1223-7 IN:ACUTE:CC:ONC_M ‘®wdjical care area for the care of oncology patients who
re being treated for nonsurgical conditions related to
& their malignancy.
ONC Surgical Critical Care 1224-5 IN:ACUTE:CC:ONC b‘ Critical care area for the evaluation and management of
('b oncology patients with serious illness before and/or
\ after cancer-related surgery.
ONC Medical-Surgical Critical | 1225-2 IN:AC :ONC_MS Critical care area for the care of oncology patients with
Care medical and/or surgical conditions related to their
é malignancy.
ONC Pediatric Critical Care 1233-6 :ACUTE:CC:ONC_PED Critical care area for the care of oncology patients <18

&

years old who are being treated for surgical or
nonsurgical conditions related to their malignancy.

ONC Leukemia Ward

1226-

N\

X
>

IN:ACUTE:WARD:
ONC_LEUK

Area for the evaluation and treatment of patients with
leukemia.

ONC Lymphoma Ward é

14286
\

IN:ACUTE:WARD:ONC:
LYMPH

Area for the evaluation and treatment of patients with
lymphoma.

NI
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ONC Leukemia/Lymphoma 1229-4 IN:ACUTE:WARD: ONC_LL | Area for the evaluation an@‘fment of patients with
Ward leukemia and/or Iym@a.
N\
ONC Solid Tumor Ward 1230-2 IN:ACUTE:WARD:ONC_ST | Area for the e and treatment of oncology
patients wit umors.
ONC Hematopoietic Stem Cell | 1231-0 IN:ACUTE:WARD: AreafbgthgRare of patients who undergo stem cell
Transplant Ward ONC_HSCT tra or the treatment of cancers and/or blood or
ml e system disorders.
ONC General 1232-8 IN:ACUTE:WARD: rea for the evaluation and treatment of patients with
Hematology/Oncology Ward ONC_HONC x& cancer and/or blood disorders.
ONC Pediatric Hematopoietic | 1234-4 IN:ACUTE:WARD: " Area for the care of patients <18 years old who undergo
Stem Cell Transplant Ward ONC_HSCT_P stem cell transplant for the treatment of cancers and/or
blood or immune system disorders.
ONC Pediatric General 1235-1 IN:AC ARD: Area for the evaluation and treatment of patients <18
Hematology/Oncology Ward ONG, HONC_PED years old with cancer and/or blood disorders.
ONC Step Down Unit 1227-8 @:UTE:STEP:ONC Area for oncology patients who are hemodynamically

stable and can benefit from close supervision and
monitoring, such as frequent pulmonary toilet, vital
signs, and/or neurologic and neurovascular checks.
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ONC Mixed Acuity Unit 1236-9 IN:ACUTE:MIXED:ONC Area for the evaluation an@‘fment of a mixture of
(all ages) adult and pediatric o gy patients whose conditions

are of varying lgv
level care, ste

cuity (e.g., critical care, ward-
ype care, etc.). This care area
may or lude "acuity adaptable” or

"univess (i.e., this model of patient care allows
a p% Stay in same bed during all phases of care,

er ttical care through lower levels of care).

In addition to the 14 ONC specific locations, HOSP-ONC facilities can also use the foIan locations within NHSN (Location codes and
descriptions can be found in the appropriate section of the master location table):

Inpatient Locations 6®

e Operating Rooms:
e Cardiac Catheterization Room/Suite ‘b
¢ Interventional Radiology \

e Inpatient Operating Room/Suite Q
e Post-Anesthesia Care Unit/Recovery Room (L
o Facility-wide Areas:

e FACWIDEIN &OK

e Miscellaneous Areas:

e Pulmonary Function Testing . 9
Treatment Room \

[ ]
e Transport Service \
e Float Q(b
Outpatient Locations

e Acute Care @,Q
e 24-Hour Observatj a

Ambulatory Sur enter

Emergency rtment

Outpatje #atric Surgery Center
Ou& astic Surgery Center
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e OQutpatient Surgery Recovery Room/Post-Anesthesia Care Unit

e Pediatric Emergency Department
e Clinic (Nonacute) Settings
Infusion Center
Occupational Health Clinic
Outpatient Hematology/Oncology Clinic
Pediatric Hematology/Oncology Clinic
Radiology (includes Nuclear Medicine)
Specimen Collection Area (Healthcare)
e Community Locations

e Home Care

e Home-based Hospice

e Location outside facility

o All Non-Patient Care Locations as designated on page 42 in the |

o

>
F

OUTPATIEI)\

CATIONS

ACUTE CARE FACILITIES GENERAL

Q°

Acute Settings

.

24-Hour Observation Area 1162-7 OUQCUTE:WARD Area where patients are monitored for suspected or
O non-life threatening conditions for 24 hours or less.
Ambulatory Surgery Center 1166-8 . %, OUT:ACUTE:OR Avrea that is equipped for the performance of surgical
\ operations; may be free-standing or part of a hospital.

N\

Operating Room requirements for air changes,
temperature, humidity and surfaces must be met.
Patients do not stay overnight.

Emergency Department é\' -0
N
9

OUT:ACUTE:ED

Area that provides emergency medical services; top
priority is given to those with life-threatening illness or
injury.

AN
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O

Mobile Emergency 1174-2 OUT:ACUTE:MOBILE:UE Mobile unit that provides @)él and emergency
Services/EMS medical services to p ts who require them in the
pre-hospital settin
a\
Ambulatory Pediatric Surgery | 1167-6 OUT:ACUTE:OR:PED Area that is d for the performance of surgical
Center operatio tients <18 years old may be free-
stan art of a hospital. Operating Room
requfi nts for air changes, temperature, humidity
faces must be met. Patients do not stay
overnight.
%,
Ambulatory Plastic Surgery 1168-4 OUT:ACUTE:OR:PL @“ Area that is equipped for the performance of plastic
Center 6 surgery operations may be free-standing or part of a
hospital. Operating Room requirements for air
\‘b changes, temperature, humidity and surfaces must be
met. Patients do not stay overnight.
/e
Ambulatory Surgery Recovery | 1169-2 Area designated for monitoring patients for the

Room/Post Anesthesia Care
Unit

OUT:ACWE:OR_STEP

immediate effects of anesthesia before being sent
home.

Pediatric Emergency
Department

) OUT:ACUTE:ED:PED

Area that provides emergency medical services to
patients <18 years old; top priority is given to those
with life-threatening illness or injury.

Urgent Care Center

OUT:ACUTE:CLINIC:UE

Area that provides medical care services for illnesses
and injuries that are not life-threatening.

Clinic (non-acute) Settings &

Allergy Clinic

1110-6

OUT:NONACUTE:CLINIC:
ALRG

An outpatient setting for the purpose of providing
services to patients with allergies.

.6‘
\
,QQ
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7"771

Behavioral Health Clinic 1145-2 OUT:NONACUTE:CLINIC: An outpatient setting for tI@Jr'pose of providing
BHV services to patients W'@@sychiatric or behavior-
disorders. o
_ AN _
Blood Collection Center 1147-8 OUT:NONACUTE:CLINIC: An outpatie g where blood is collected from
BLOOD donorg T, % not include donation centers that are
temp et up in non-clinical settings (e.g., schools,
chx{%or mobile blood collection centers.
Cardiac Rehabilitation Center | 1112-2 OUT:NONACUTE:CLINIC: K%)utpatient setting where patients with cardiac
C_REHAB \ isease, in partnership with a multidisciplinary team of
@ health professionals, are encouraged and supported to
6 achieve and maintain optimal physical health through
(b exercise, nutritional and psychological counseling.
Cardiology Clinic 1113-0 OUT:NO —:CLINIC:C | An outpatient setting for the evaluation and
q management of patients with cardiac problems.
Continence Clinic 1148-6 ou .NOKXCUTE:CLINIC: An outpatient setting for the evaluation and
@ management of patients with incontinence problems.
Dermatology Clinic 1115-5 OUT:NONACUTE:CLINIC: An outpatient setting for the evaluation and

.\%,

DERM

management of dermatologic conditions by a
dermatologist.

Diabetes/Endocrinology Clinic

1116, \(&
&

OUT:NONACUTE:CLINIC:
DIAB

An outpatient setting for the evaluation, education and
management of patients with diabetes.

Ear, Nose, Throat Clinic

N 6-2

OUT:NONACUTE:CLINIC:
ENT

An outpatient setting for the evaluation and
management of conditions related to the ear, nose
and/or throat.

S
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O

Endoscopy Suite 1007-4 OUT:NONACUTE:DIAG:GI An area where endoscopic@Edures (e.g., upper
gastrointestinal endo ies, bronchoscopy) are
performed on oytp and/or inpatients. Patient care
and processin@@ pment may take place in this
location.

Family Medicine Clinic 1117-1 OUT:NONACUTE:CLINIC: Ano setting for patients who are managed by a

FAM farmp ctice physician or group of physicians. Does
ag&i lude private physician practice.

Genetics Clinic 1122-1 OUT:NONACUTE:CLINI@M outpatient setting for testing and counseling of

GEN @ patients may have genetic or hereditary disorders.
Gynecology Clinic 1121-3 OUT:NONACU :CQC: An outpatient setting for women for the evaluation and
GYN management of female reproductive tract conditions.
A v

Holistic Medicine Center 1161-9 OUT:N N@JTE:CLINIC: An outpatient setting where alternative healthcare

HOL practices are used, focusing on the physical, mental,
K emotional, social and spiritual aspects of health.
‘e

Hyperbaric Oxygen Center 1017-3 :NONACUTE:CLINIC: An outpatient setting where therapeutic hyperbaric

HBO oxygen is administered.
o9
Infusion Center 1018-1 * | OUT:NONACUTE:CLINIC: An outpatient setting for the administration of fluids,

FUS

blood products and medications.

Mobile Blood Collection
Center

<

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.

S
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Mobile MRI/CT 1175-9 OUT:NONACUTE: A self-contained mobile un@ﬁh as a bus or trailer
MOBILE_DIAG:RAD that is equipped with or CT radiologic equipment
and that may be,m etween healthcare locations
(e.0., hospitalsﬁ@ .
Neurology Clinic 1123-9 OUT:NONACUTE:CLINIC:N | An outp %ting for the diagnosis, evaluation, and
treatm% atients with neurologic disorders.
Occupational Health Clinic 1151-0 OUT:NONACUTE:CLINIC: % atient setting where workplace physicals,
occC waorkplace injury management and immunological
s\zﬁvaluations take place
Occupational Therapy Clinic 1152-8 OUT:NONACUTE:CLW] An outpatient setting where patients with injury or
OT_REHAB disability are helped to resume activities of daily living
\‘b with exercise, massage and other therapies.
A v
Ophthalmology Clinic 1124-7 OUT:N N@JTE:CLINIC: An outpatient setting for the diagnosis, evaluation and
OPH treatment of ophthalmologic disorders.
Orthopedic Clinic 1125-4 WONACUTE:CLINIC: An outpatient setting for the diagnosis, evaluation and
treatment of orthopedic disorders.
Vol
Ostomy Clinic 1149-4 v OUT:NONACUTE:CLINIC: An outpatient setting for the management of patients

OST

who have had surgical procedure for removing normal
bodily wastes through a surgical opening (stoma) on
the abdominal wall.
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Dental Clinic 1150-2 OUT:NONACUTE:CLINIC: An outpatient setting that @Jes dental services,
DENT including preventive cleaning, emergency
treatment, and go nsive oral care. This may be a
Gastrointestinal (GlI) Clinic 1118-9 OUT:NONACUTE:CLINIC:GI
%,
Hematology/Oncology Clinic | 1200-5 OUT:NONACUTE:C Nrb" An outpatient setting for the diagnosis, evaluation and
HONC treatment of patients with hematologic and/or
oncologic disorders. This may include chemotherapy or
\‘b blood/blood products infusion services.
Hemodialysis Clinic 1153-6 OUT: TE:CLINIC: An outpatient setting for chronic maintenance
HD hemodialysis patients where they are evaluated and
K dialyzed several times weekly.
HIV Clinic 1154-4 %NONACUTE:CLINIC: An outpatient setting for the diagnosis, evaluation and
. %, HIV treatment of patients who are HIV positive or who have
\\ AIDS.
Medical Clinic 1120-50',5 OUT:NONACUTE:CLINIC:M | An outpatient setting for the diagnosis, evaluation and

treatment of medical disorders.

&
~N
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O

Rehabilitation Clinic 1151-1 OUT:NONACUTE:CLINIC: An outpatient setting Whe@ﬁ'ents with injury or
REHAB disability are evaluat d treated to resume activities
of daily living, gpe% d language skills and
maximum phy&% ction. This may include social
and psychgl evaluation and treatment.
Pain Clinic 1127-0 OUT:NONACUTE:CLINIC: Ano " setting for the evaluation and treatment
PAIN of s with chronic or intractable pain.
Pediatric Behavioral Health 1146-0 OUT:NONACUTE:CLINIC: K%)utpatient setting for the evaluation and
Clinic BHV_PED Q}management of patients <18 years old with psychiatric
or behavior disorders.
Pediatric Cardiology Center 1129-6 OUT:NONACULE:CINMIC: An outpatient setting for the evaluation and
PED C }5 management of patients <18 years old with cardiac
\ disorders.
a9
Pediatric Clinic 1128-8 ouT:NO UTE:CLINIC: An outpatient setting for the evaluation and treatment
PEI{ of patients <18 years old.
O
Pediatric Dental Clinic 1130-4 :NONACUTE:CLINIC: An outpatient setting that provides dental services,

DENT_PED

including preventive 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

<

OUT:NONACUTE:CLINIC:
DERM_PED

An outpatient setting for the evaluation and
management of patients <18 years old with
dermatologic disorders.

~
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Pediatric 1132-0 OUT:NONACUTE:CLINIC: An outpatient setting for tl@a'luation and
Diabetes/Endocrinology Clinic DIAB_PED management of patie 18 years old with diabetes or
other endocrine di S.
Pediatric Gastrointestinal 1119-7 OUT:NONACUTE:CLINIC: An outpatie g for the evaluation and treatment
Clinic Gl_PED of patign ears old with gastrointestinal
disorﬁ\\
Pediatric 1136-1 OUT:NONACUTE:CLINIC: duthatient setting for the evaluation and treatment
Hematology/Oncology Clinic HONC_PED of Patients <18 years old with cancer and/or blood
s\zﬂisorders.
Pediatric Nephrology Clinic 1137-9 OUT:NONACUTE:CI&& An outpatient setting for the evaluation and treatment
PGU_PED ‘b of patients <18 years old with disorders of the
genitourinary tract.
AN
Pediatric Orthopedic Clinic 1133-8 OUT:N N@JTE:CLINIC: An outpatient setting for the evaluation and treatment
ORT_ of patients <18 years old with fractures or other
orthopedic disorders.
O
Pediatric Rheumatology Clinic | 1138-7 :NONACUTE:CLINIC: An outpatient setting for the evaluation and treatment
,\%’ RHEUM_PED of patients <18 years old with rheumatology disorders.
Pediatric Scoliosis Clinic 1134-6 \ * | OUT:NONACUTE:CLINIC: An outpatient setting for the evaluation and treatment

SCOL_PED

of patients <18 years old with scoliosis or other growth
disorders of the spine.

Physical Therapy Clinic

OUT:NONACUTE:CLINIC:
PT_REHAB

An outpatient setting where patients with injury or
disability are helped to obtain maximum physical
function.

(%)
N
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Physician's Office 1141-1 OUT:NONACUTE:CLINIC A physician's office practi@
Podiatry Clinic 1140-3 OUT:NONACUTE:CLINIC: An outpatient setti@fﬁe evaluation and treatment
POD of patients witkx ons or disorders of the feet.
Prenatal Clinic 1156-9 OUT:NONACUTE:CLINIC: An outpa ing for the evaluation and treatment
PNATL of pr omen.
Pulmonary Clinic 1157-7 OUT:NONACUTE:CLINIC: A atient setting for the evaluation and treatment
PULM a;atients with disorders of the respiratory tract.
Pulmonary Function Testing 1009-0 OUT:NONACUTE:DIAG; Area where the evaluation of a patient's respiratory
PULM t @ status takes place.
Radiology (includes Nuclear 1008-2 OUT:NONACUTRBDIAG: An area where diagnostic or therapeutic radiologic
Medicine) RAD \ procedures are done on outpatients and/or inpatients.
Q Operating room requirements for air changes,
(]/ temperature, humidity, and surfaces are NOT met.
Rheumatology Clinic 1142-9 @) ONACUTE:CLINIC: An outpatient setting for the evaluation and treatment
of patients with autoimmune disorders, primarily
rheumatoid arthritis.
'\%’
School or Prison Infirmary 1170-0 OUT:NONCUTE:CLINIC: Area in a school or correctional facility that provides

IFM

medical care to students/inmates. This area is not
staffed or equipped for overnight stay patients.

Speech Therapy Clinic

<

OUT:NONACUTE:CLINIC:
ST_REHAB

An outpatient setting for the evaluation and treatment
of patients with brain injury to maximize their speech,
swallow and language functions.

&
~N
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Surgical Services Clinic 1143-7 OUT:NONACUTE:CLINIC:S | An outpatient setting for tI@ta'—operative evaluation
and the postoperative agement of patients
undergoing a smg&:edure.
Well Baby Clinic 1139-5 OUT:NONACUTE:CLINC: An outpatie g for the examination and treatment
NURS of norma r%rns.
S\

Wound Center 1144-5 OUT:NONACUTE:CLINIC: An @Dent setting for the evaluation and treatment
WND nts with acute or chronic wounds.

Wound Ostomy Continence 1159-3 OUT:NONACUTE:CLINIG n outpatient area which provides acute and

Clinic WND_OST_CONT %\ rehabilitative care for patients with selective disorders

6@ of the gastrointestinal, genitourinary and integumentary
(skin) systems.

Therapeutic Apheresis Clinic 1207-0 OUT:NONA(’NI’:‘.CLINIC: Outpatient setting where blood is collected from

THER %SIS patients and therapeutic apheresis procedures are
?x performed.
Miscellaneous Outpatient Settings P K
Specimen Collection Area 1019-9 ‘&NA:LAB:SPEC An area within a healthcare facility where procedures

\@»

are performed to collect blood, tissue, or other
specimens for diagnostic purposes.

Transport Service

OUT:NONACUTE:MOBILE

Mobile unit used to transport patients to their home or
from one healthcare setting to another non-emergently.

(b"
\)

&
~N
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OUTPATIENT DIALYSIS FACILITIES

(Available for use in outpatient ambulatory hemodialysis facilities only)

Outpatient Hemodialysis 1153-6 OUT:NONACUTE:CLINIC: An outpatient setti 9 ¥o! chronic maintenance
Clinic DIAL hemodialysis &ts where they are evaluated and
dialyzed § several times weekly.
*
Home Hemodialysis 1262-1 COMM:NONACUTE: HemotlilySis performed by an appropriately trained
HOME:DIAL Q@(&md the patient’s caregiver) and at home.
MISCELLANEQOUS
(Mainly used for Healthcare Personn component)
All Inpatient Beds Combined 1021-5 IN 0 This location represents all beds. It is used for reporting
optional off-plan facility-wide summary data (e.g.,
; ’ CLABSI rate for facility).

a single location, the work location code for ‘float’
should be entered. (This location is available only for
Healthcare Personnel Safety Component use only.)

Float 1206-2 IN:AC%@OAT For HCWs who do not work at least 75% of the time at

Morgue/Autopsy Room 1189-0 . %’ NONPTC:NA:LAB: An area within a facility that is used for the storage

\ PATH_MORG and/or postmortem examination of deceased persons.
Sleep Studies (for in and out 1020-7 % IN:NONACUTE:CLINIC: Area where patients stay overnight and are evaluated
patients) 0 SLEEP for sleep disorders.

O
D

&
&Y
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Treatment Room

1209-6

IN:ACUTE:SUPPORT:
TREAT*

*Will be listed as
‘IN:ACUTE:WARD:TREAT’
within NHSN until NHSN
Release 7.2 slated for late
summer 2013.

A room in a patient care u@fwhich various
treatments or procedq@equiring special equipment

are performed, gu moving sutures, draining a
hematoma, padki ound, or performing an
examinati n@
'\\6
)

(Available only for Laboratory Identified Event Reporting [LABID]

FACILITY-WIDE LOCATIONS

ibiotic Use and Resistance [AUR] module)

Facility-wide Inpatient
FacWideIN

1250-0

FACWIDEIN 6@.‘
N

QO
V
S

This location represents all inpatient locations for the
facility, 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 coverage, where denominators
can be accurately collected and there is the possibility
of the MDRO to present, transmitted, 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.
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Facility-wide Outpatient
FacWideOUT

1251-8

FACWIDEOUT

This location represents al@p‘atient locations for the
facility, where appro;f@ numerator and accurate
be collected. All of the

cations must be represented for
ity coverage, where denominators
y collected and there is the possibility
to be present, transmitted, and identified
ingt ecific location. Currently, it is available for
Hskin the MDRO/CDI Module for LablD Event

eporting.
X0

Blood Collection (Blood Drive
Campaign)

1195-7

COMM:NONAQ%
BLOOD \

COMMUNITY LO&'IONS
E:CLINIC: | A location not designated or equipped to perform

healthcare functions (e.g., school gym or shopping
mall) that have been set up specifically to collect
donations of blood and blood products from the public.

Home Care

1192-4

COIWI%NACUTE: HOME

A patient’s home location where medical services
including routine noninvasive and other noninvasive
procedures (e.g., insertion of indwelling urinary
catheter, insertion of IV line) are performed by
healthcare workers and family members under the
supervision of a licensed independent practitioner (e.g.,
MD, CNP, PA).

Home-based Hospice

<

COMM:NONACUTE:HOME:
HSP

A patient’s home location where end-of-life services
are performed by healthcare workers, family members,
and volunteers.

&
,Q(\
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Location outside facility

1204-7

COMM:NOTFAC

A location outside this fac@ Including unknown

outside location. Q
Fa\

Specimen Collection Area
(Community)

1196-5

COMM:NA:LAB:SPEC

A location not@nﬁed or equipped to perform
healthcare f (e.g., school gym or shopping
mall) tpa een set up specifically to collect body
fluid O\ thcare testing. Examples would be blood
sugédiagreholesterol screening clinics.

a

NON-PATIENT CARE LO

(Non-Patient Care Areas available for use in Biovigilance or

IONS

re Personnel Safety components only)

Administrative Areas 1184-1 NONPTC:NA:SUPPQ Areas within a healthcare facility where administrative
ADMIN functions take place. No patient care takes place in
\‘b these areas.
Assisted Living Area 1106-4 NONPTCS OME A location where persons live and have available to
them housekeeping, meal preparation, transportation,
K and other non-medical services. Patient care is not done
s\o in this area.
Blood Bank 1185-8 An area within a healthcare facility that may collect,

*

NONPTC:NA:LAB:BLOOD
&

store, and distribute blood and blood products, and
performs diagnostic tests on blood/components to
determine compatibilities.

Central Sterile Supply

<

\?gws

N

é NONPTC:NA:SUPPORT: CSS

An area within a healthcare facility where durable
medical equipment is cleaned/decontaminated,
wrapped, sterilized, and stored in preparation for
transport to a landfill or incineration.

o)
NN
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Central Trash Area 1187-4 NONPTC:NA:SUPPORT: An area adjacent to a heall@e' facility where bio-

SOILED hazardous and non-bi zardous wastes are collected

in preparation fgr @%t to a landfill or incineration.

*Will be listed as \§

‘NONPTC:NA:SUPPORT: @

TRASH’ within NHSN until . 6

NHSN Release 7.2 slated for \\

late summer 2013. @

\
Centralized Transfusion 1261-7 NONPTC:NA:LAB:CTS Abcation outside the facility that stores, manipulates,
Service Q’jssues, and/or performs compatibility testing on blood
\ and blood products (e.g., a contracted transfusion
6@ service or a separate hospital that provides transfusion
()\ services for your facility).
Clinical Chemistry Laboratory | 1011-6 NONPTC:NANB-.‘CHEM An area within a diagnostic laboratory that performs
Q general clinical chemistry analysis (clinical
(L biochemistry), endocrinology, therapeutic substance
K monitoring, toxicology, blood pH and blood gas
O analysis, urinalysis and urine pregnancy testing.

Facility Grounds 118-2 NPTC:NA:SUPPORT: Any outdoor area adjacent to a healthcare facility that

.\%,

GRNDS

belongs to the facility (e.g., sidewalks, parking ramps,
lawns).

General Laboratory 1010- NONPTC:NA:LAB An area that encompasses all clinical divisions within a
diagnostic laboratory.
Hematology Laboratory \ 2-4 NONPTC:NA:LAB:H An area within a diagnostic laboratory that determines

the specific properties of blood (e.g., CBC, white blood
count).

S
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Histology/Surgical Pathology | 1013-2 NONPTC:NA:LAB: An area within a diagnosti®5ratory that uses high-
Laboratory HIST_PATH power microscopy to uate cells and tissues for the
presence or absgn isease.
Housekeeping/Environmental | 1182-5 NONPTC:NA:SUPPORT: An area wit althcare facility where the activities
Services HSKP of hou§e /environmental services staff are
coor(ﬁ& nd supplies are stored.
Laundry Room 1183-3 NONPTC:NA:SUPPORT: @ within a healthcare facility where laundry is
LAUN sorted, washed, dried, and prepared for transport and
\‘2 ’use.
Microbiology Laboratory 1014-0 NONPTC:NA:LAB:N@ An area within a laboratory that performs diagnostic
tests to determine the presence or absence of bacteria
\‘b and their related properties.
Pharmacy 1179-1 NONPT %SU'PPORT: An area within a healthcare facility where medications
PHAR are prepared and labeled for patient use.
Physical Plant Operations 1181-7 JTC:NA:SUPPORT: An area within a healthcare facility where construction,
Center renovation, and maintenance staff activities and
o %’ supplies are coordinated. They may also include areas
\\ of machinery and equipment.
Public Area in Facility 1180-9 “b" NONPTC:NA:SUPPORT: PUB | Any indoor area within a healthcare facility that is not
0 used for patient care and that is available to the public
Q (e.g., waiting rooms, cafeterias, hallways).
Serology Laboratory N 5-7 NONPTC:NA:LAB:SER An area within a diagnostic laboratory that performs
blood tests to determine the presence or absence of
certain diseases or the levels of immunity.

S
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Soiled Utility Area 1190-8 IN:NA:SUPPORT:TRASH Area where used and/or so@tﬁsposable or durable
medical equipment is@ed and/or cleaned in
preparation for dis r reprocessing/reuse.

A\
Virology Laboratory 1016-5 NONPTC:NA:LAB:VIR An area witl?&xiﬁgnostic laboratory that performs
tests agd/ ring to determine the presence or

abserﬁ@ ecific viruses.

References a @
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Key Terms

80% rule

ASA score

Aseptically
obtained

Birthweight

CDC location

Key Terms

See CDC location.

*

Assessment by the anesthesiologist of the patient’s preoperative physica@

condition using the American Society of Anesthesiologists’ (ASA)

Classification of Physical Status.® Patient is assigned one of the fallowWifig

scores which may be used as one element of SSI risk adjustme

1. Normally healthy patient ¢

2. Patient with mild systemic disease ’\\,

3. Patient with severe systemic disease that is not in @ating

4. Patient with an incapacitating systemic diseaS\K a constant threat to
life

5. Moribund patient who is not expected to sugvie for 24 hours with or
without the operation. NOTE: If coded as &ired or as organ donor, report

as ASA =5. \(b.

Obtained in a manner to prevent irﬁbﬂon of organisms from the
surrounding tissues into the speci being collected.

Birthweight is the weight &\h Infant at the time of birth and should not be
‘m weight. The birthweight categories are as follows:
00 g; C =1001-1500 g; D = 1501-2500 g; E = >2500 g.

changed as the infant d
A =<750 g; B="T7MN

have similar e conditions or who are receiving care for similar medical or
surgical %ia ties. Each facility location that is monitored is “mapped” to one
on. The specific CDC Location code is determined by the type of

CDC L
@3’@ cared for in that area according to the 80% Rule. That is, if 80% of

A CDC-def@ignaﬁon given to a patient care area housing patients who
S

s are of a certain type (e.g., pediatric patients with orthopedic problems)
that area is designated as that type of location (in this case, an Inpatient

@bopediatric Orthopedic Ward).

N
%an
(Wound class)

Clean

Contaminated
(Wound class)

January 2013

For detailed instructions on how to map locations, see “Instructions for
Mapping Patient Care Locations in NHSN” in the Locations and Descriptions
chapter.

See Wound class.

See Wound class.
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Contaminated See Wound class.
(Wound class)

Date of event For an HAI (excludes VAE), the date of event is the date when the last ele@ ¢
used to meet the CDC/NHSN site-specific infection criterion occurred. Q
Synonyms: infection date, date of infection. In the case of a process OQ
event, the date the process or intervention was done (e.g., the day g ceheral line
was inserted is the date of CLIP event). See also Date of onset E only)

and Transfer rule. .
Q

Date of onset For a VAE, the date of onset is the date of worsening @aation. This is
further defined as the first calendar day in which (% minimum PEEP or
FiO, increased above the thresholds outlined in E algorithm. Beginning
in 2013, this term will be used for VAE reporti y and this definition will
no longer be a synonym for Date of event. A

Device-associated  An infection meeting the HAI definitiQiNg*€onsidered a device-associated (e.qg.,

infection associated with the use of a ventil tral line or indwelling urinary
catheter) HALI if the device was in e for >2 calendar days when all elements
of a CDC/NHSN site-speciffﬁection criterion were first present together. An
HAI occurring on the da bg ce discontinuation or the following calendar
day is considered a de@as ociated HAI if the device had been in place
already for >2 caler% s. For a patient who already has a device in place on

hospital admissioE, day’of first access is considered Day 1. See also Healthcare-

associated izf\1
See al§0 a;ble at the end of this chapter for examples of new key terms for
2013. \

Device days @Fy count of the number of patients with a specific device in the patient care
opation during a time period. To calculate device days, for each day of the
onth at the same time each day, record the number of patients who have the
specific device (e.g., central line, ventilator, or indwelling urinary catheter). At
@ the end of the month sum the daily counts and enter into NHSN the total for
each type of device.

L
\Q\% 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 minimum of 3 months.

Died The patient died during this facility admission.
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Dirty or Infected  See Wound class.
(Wound class)

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, d@\a

given reporting period (i.e., calendar month). O
Duplicate isolate Any MDRO isolate from the same patient and location after an i@l isolation
(in MDRO/CDI of the specific MDRO during a calendar month, regardless 0&®| en source,
protocol - LablD  except unique blood source.

Event option) @
.\Q}

Emergency A nonelective, unscheduled operative procedur patient whose condition

operative did not allow time for the standard preoperati parations normally done

procedure prior to a scheduled operation (e.g., stableagtal Signs, adequate antiseptic skin
preparation, colon decontamination in t{' e of colon surgery, etc.). See also
NHSN operative procedure.

Event contributed The event either directly caused d or exacerbated an existing disease
to death condition which then led to ‘%.

N

Event date See Date of event. Q

Fever See Vital signs. K('l/

General General anesglu@ is defined as the administration of drugs or gases that enter
anesthesia the general ciréulation and affect the central nervous system to render the

patienf& ree, amnesic, unconscious, and often paralyzed with relaxed
mus\es.

Healthcare- calized or systemic condition resulting from an adverse reaction to the
associated resence of an infectious agent(s) or its toxin(s). An infection is considered an
infection (HAI HALI if all elements of a CDC/NHSN site-specific infection criterion were first

present together on or after the 3rd hospital day (day of hospital admission is
day 1). For an HAI, an element of the infection criterion may be present during
. (‘O the first 2 hospital days as long as it is also present on or after day 3. All
\ elements used to meet the infection criterion must occur within a timeframe that
/QQ does not exceed a gap of 1 calendar day between elements.

HAI Definitions chapter contains the site-specific criteria for HAl and examples
of how to apply the HAI definition.

See also Table 1 at the end of this chapter for examples of new key terms for
2013.
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Hypotension See Vital signs.

Indwelling A drainage tube that is inserted into the urinary bladder through the urethr\% ¢
urinary catheter left in place, and is connected to a drainage bag (including leg bags), als
a Foley catheter. This does not include suprapubic, condom, or straig@d-
out catheters or nephrostomy tubes. This definition includes indwelling=drethral
catheters that are used for intermittent or continuous irrigation. 6

*
Infant A patient who is < 1 year (< 365 days) of age. 5\\'
Infection date See Date of event. o\\b
Infusion The introduction of a solution through a bloog@ via a catheter lumen. This
may include continuous infusions such as nuffitonal fluids or medications, or it

may include intermittent infusions suc shes or IV antimicrobial
administration, or blood, in the case ?b usion or hemodialysis.

Inpatient See NHSN inpatient. 6

Inpatient See Location. }\

location Q

Intensive care A nursing care areathatgpfovides intensive observation, diagnosis, and

unit (ICU) therapeutic proc s for adults and/or children who are critically ill. An ICU
excludes nur as that provide step-down, intermediate care or telemetry

only. Specialty Care areas are also excluded (see definition).
Thet pé@U is determined by the kind of patients cared for in that unit
accor%/ the 80% rule. That is, if 80% of patients are of a certain type (e.g.,
pati ith trauma), then that ICU is designated as that type of unit (in this
@% rauma ICU). When an ICU houses roughly equal populations of medical
surgical patients (a 50/50 to 60/40 mix), it is called a medical/surgical 1CU.
Location 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
&\Q infection events when the Device-associated Module is included on a Monthly
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.
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Location of
attribution

Neonatal
intensive care
unit (NICU)

Key Terms

The location to which the event is being attributed. See also Location, Date of
event, Transfer rule and Table 1 at the end of this chapter containing examples of
new key terms for 2013.

A hospital unit organized with personnel and equipment to provide contin@
life support and comprehensive care for extremely high-risk newborn im and
those with complex and critical illness. There are two types of NICLLin MHSN:
combined Level 11/111 NICU and Level 111 NICU. b

NOTES: ’\O

1. In NHSN, a Level Il nursery is considered a Step ngeonatal Nursery

ward (not an NICU). -
2. The categories of Level I, listed below, are cI@tions from the American
Academy of Pediatrics definitions of hosplta d newborn services.?

Level Il neonatal care (special care nur ) are subdivided into 2 categories
on the basis of their ability to prowd ed ventilation including

continuous positive airway pres
Level I1A has the capabilities to&

e Resuscitate and stabilize"peterm and/or ill infants before transfer to a
facility at which peybdgn intensive care is provided.

e Provide care fpriRfahts born at >32 weeks’ gestation and weighing >1500

g (1) who ha S|ologic immaturity such as apnea of prematurity,

inability to«paintain body temperature, or inability to take oral feedings or
2)w oderately ill with problems that are anticipated to resolve
rapldl are not anticipated to need subspecialty services on an urgent

P%wde care for infants who are convalescing after intensive care.

I1B has the capabilities of a level 1A nursery and the additional
ability to provide mechanical ventilation for brief durations (<24 hours) or
continuous positive airway pressure.

®®' 3. The categories of Level 11, listed below, are classifications from the

N

January 2013

American Academy of Pediatrics definitions of hospital-based newborn
services.” These classifications are all considered Level 111 NICUs in NHSN.

Level 111 (subspecialty) NICUs are subdivided into 3 categories.
Level 111A has the capabilities to:

e Provide comprehensive care for infants born at >28 weeks’
gestation and weighing >1000 g.

e Provide sustained life support limited to conventional
mechanical ventilation.

e Perform minor surgical procedures such as placement of
central venous catheter or inguinal hernia repair.
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Neonate

NHSN inpatient

Level HIB NICU has the capabilities to provide:

e Comprehensive care for extremely low birth weight infants
(<1000 g and < 28 weeks’ gestation).

*
e Advanced respiratory support such as high-frequency @

ventilation and inhaled nitric oxide for as long as

required. O
e Prompt and on-site access to a full range of pediatric Q

medical subspecialists. .

e Advanced imaging, with interpretation on an urgent RaSi}

including computed tomography, magnetic reso a%
imaging, and echocardiography. o §

e Pediatric surgical specialists and pediatric a 1ologists
on site or at a closely related institution t m major
surgery such as ligation of patent duct tefiosus and

repair of abdominal wall defects, neesotizing enterocolitis
with bowel perforation, tracheoe eal fistula and/or

esophageal atresia, and myeE jigocele.

Level IHIC NICU has the capa%s a level 111B NICU and
also is located within an insp’% that has the capability
to provide ECMO and syrgical\epair of complex congenital

cardiac malformation((i/ quire cardiopulmonary bypass.
A patient who is <Q days of age.

A patient w oss%date of admission to the healthcare facility and the date of

dischargxC ifferent calendar days. NOTE: A patient who is admitted to an
inpatfent I0eation as an “observation” patient is identified as an inpatient on the
firsf%ubsequent days for the purposes of counting a location’s total patient
d

@ device days.

NHSN operatiy%,Qprocedure

prociedu%ne @
~N

January 2013

e that is performed on a patient who is an NHSN inpatient or an NHSN
outpatient;
and

e takes place during an operation (defined as a single trip to the operating
room [OR] where a surgeon makes at least one incision through the skin
or mucous membrane, including laparoscopic approach, and closes the
incision primarily* before the patient leaves the OR); and

o thatis included in Table 1 of the SSI chapter of this manual.

See also NHSN inpatient, NHSN outpatient, operating room, operation and
primary closure.
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NHSN A patient whose date of admission to the healthcare facility and the date of
outpatient discharge are the same calendar day.

Onset date See Date of onset. $ ¢
ties

Operating room A patient care area that met the American Institute Architects (AlA) or@

cted
or renovated.® This may include an operating room, C-Section roo

interventional radiology room or a cardiac catheterization Iabtﬁ other areas.

(OR) Guideline Institute (FGI) criteria for an operating room when it was ;0

Operation An single trip to the operating room (OR) where a surg @kes at least one
incision through the skin or mucous membrane, includi paroscopic approach,
and closes the incision primarily* before the patie s the OR.

*Primary closure is defined as closure of all tis’guXIevels, regardless of the
presence of wires, wicks, drains, or other dgyiges or objects extruding through the
incision. However, regardless of wheth ing is extruding from the incision,
if the skin edges are not fully reapp ed for the entire length of the incision
(e.g., are loosely closed with gaps en suture/staple points), the incision is
not considered primarily closeﬁégj therefore the procedure would not be
considered an operation. In ses, any subsequent infection would not be

considered an SSl, altho@: ay be an HAI if it meets criteria for another
specific infection sitef(e}g™=skin or soft tissue infection).

Operative See NHSN op r&procedure.
procedure g
Outpatient See Wpaﬁent.

Patient days A @tount of the number of patients in the patient care location during a time
ripd. To calculate patient days, for each day of the month at the same time each
day, record the number of patients. At the end of the month, sum the daily counts
®~ and enter the total into NHSN.

@ When patient days are available from electronic databases these sources may be
. % used as long as the counts are not substantially different (+/- 5%) from manually-
\Q\ collected counts, validated for a minimum of 3 months.

Pérmanent A central line that is tunneled catheter, including certain dialysis catheters, or an
central line implantable catheter (including ports).

Primary closure  Closure of all tissue levels, regardless of the presence of wires, wicks, drains, or

other devices or objects extruding through the incision. However, regardless of
whether anything is extruding from the incision, if the skin edges are not fully
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reapproximated for the entire length of the incision (e.g., are loosely closed with
gaps between suture/staple points), the incision is not considered primarily closed
and therefore the procedure would not be considered an operation. In such cases,
any subsequent infection would not be considered an SSI, although it may be a

HAI if it meets criteria for another specific infection site (e.g., skin or soft ti% ¢

infection). Q
O

Procedure See Operation.

Scope An instrument used to visualize the interior of a body cavity o@n. In the
context of an NHSN operative procedure, use of a scope in creation of
several small incisions to perform or assist in the perfo f an operation
rather than use of a traditional larger incision (i.e., roach). Robotic

assistance is considered equivalent to use of a sco HSN SSI surveillance.
See also Instructions for Completion of Denomir\%{or Procedure form and
both Numerator Data and Denominator Data re’ps\ting instructions of the SSI
chapter of this manual.

Secondary See Appendix 1 of the CLABSI cha @
bloodstream

infection (BSI) (b

Specialty care Hospital location in whi@alized care of the following types is provided:
area (SCA) e Solid organ transglaht
e Inpatient acute gdialy#is
See also the ations and Descriptions chapter.
0

SSI risk index A score U redict a surgical patient’s risk of acquiring a surgical site
infection? risk index score, ranging from 0 to 3, is the sum of the number of
risk SQrs present among the following:

o %ﬁient with an American Society of Anesthesiologists’ physical status

assification score® of 3, 4, or 5,
Q an operation classified as contaminated or dirty/infected* and
@' e an operation lasting longer than the duration cut point in minutes, where the
@ duration cut point varies by the type of operative procedure performed.

NOTE: As of 2010, NHSN began using standardized infection ratios (SIR)

’\% based on operative procedure category-specific multivariate risk models
\Q rather than risk index-stratified SSI rates. For duration cut point values and

& risk index-stratified SSI rates, see NHSN Report: Data summary for 2006
through 2008, issued December 2009 found at

http://www.cdc.gov/nhsn/dataStat.html. See also ASA score and Wound
class.
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Surveillance Those cultures reported as part of infection prevention and control surveillance

cultures such as stool cultures for vancomycin-resistant enterococci (VRE) and/or nasal
swabs for methicillin-resistant Staphylococcus aureus (MRSA) surveillance, not
for use in patient diagnosis. Also called active surveillance cultures or testing

(ASC/AST). \ ¢
Teaching There are 3 types of teaching hospital defined in NHSN: Q
hospital e Major: Facility has a program for medical students and post-gradua

medical training.

e Graduate: Facility has a program for post-graduate mecgli\'@ning (ie.,
residency and/or fellowships).

e Undergraduate: Facility has a program for medica@ ts only.

*
Temperature See Vital signs. \\
Temporary A central line that is not tunneled or implantedA
central line

Transfer rule If all elements of an HAI are presenfyi 2 calendar days of transfer from one
inpatient location to another in the facility (i.e., on the day of transfer or the

next day), the HAI is attributefbhe transferring location.

Likewise, if all elementn Al are present within 2 calendar days of transfer
from one inpatient faﬂll( @ another, the HAI is attributed to the transferring
facility. Receiving faciliéfes should share information about such HAIs with the

transferring f%u\éﬁo enable reporting.

See also Téi!e 17at the end of this chapter for examples of new key terms for

*

2013
Trauma B @r penetrating injury.
Umbilical chntral vascular device inserted through the umbilical artery or vein in a

catheter @» neonate.

&
&Y
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Vital signs If a specific value for a vital sign is not stated in a CDC/NHSN HAI definition
criterion, the facility should use the vital sign parameters as stated in its policie
and procedures for clinical documentation. For example, if a facility has a p& ¢
to adjust temperature readings to reflect core temperatures, then the adjus
temperature value used for clinical decision making should be used for&
surveillance as well.

A device to assist or control respiration continuously, inclusiv@\?vveaning

Ventilator period, through a tracheostomy or by endotracheal intubatiQ
NOTE: Lung expansion devices such as intermittent posi ressure breathing
(IPPB); nasal positive end-expiratory pressure (PEEP); Inuous nasal positive
airway pressure (CPAP, hypoCPAP) are not consi entilators unless

delivered via tracheostomy or endotracheal intg' e.g., ET-CPAP).

Wound class An assessment of the degree of contami
the operation. Wound class should be by a person involved in the
surgical procedure, e.g., surgeon, ci g nurse, etc. The wound class system
used in NHSN is an adaptation of t erican College of Surgeons wound
classification schema.” Wounc% divided into four classes:

Clean: An uninfected o %wound in which no inflammation is encountered
and the respiratory, a y, genital, or uninfected urinary tracts are not
entered. In addi%cl wounds are primarily closed and, if necessary, drained

f a surgical wound at the time of

with closed drai Operative incisional wounds that follow nonpenetrating
(blunt) traum d be included in this category if they meet the criteria.

Clean-é@inated: Operative wounds in which the respiratory, alimentary,
geni \or urinary tracts are entered under controlled conditions and without
u contamination. Specifically, operations involving the biliary tract,
dix, vagina, and oropharynx are included in this category, provided no
Q«ldence of infection or major break in technique is encountered. *Includes
emale and male reproductive tracts.

@ Contaminated: Open, fresh, accidental wounds. In addition, operations with

* % major breaks in sterile technigue (e.g., open cardiac massage) or gross spillage
\Q\ from the gastrointestinal tract, and incisions in which acute, nonpurulent
& inflammation is encountered are included in this category.

Dirty or Infected: Includes old traumatic wounds with retained devitalized tissue
and those that involve existing clinical infection or perforated viscera. This
definition suggests that the organisms causing postoperative infection were
present in the operative field before the operation.
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! Anonymous. New classification of physical status. Anesthesiology 1963;24:111.

*
2American Academy of Pediatrics, Policy Statement: Levels of neonatal care. Pediatric@
2004;114 (5): 1341-1347. O

3Facilities Guidelines Institute. Guidelines for design and construction of heal @
facilities. American Society for Healthcare Engineering; Chicago IL; 201%

Control Practices Advisory Committee. Guideline for preventio gical site
infection, 1999. Infect Control Hosp Epidemiol 1999;20:247@

*Mangram AJ, Horan TC, Pearson ML, Silver LC, Jarvis WR, an%tghspital Infection

January 2013 16 -11



|

Key Terms

Table 1: Examples of new key terms for 2013: Healthcare-associated infection (HAI), device-as@ated HAI, and

transfer rule

o

‘A
N\
HAI AdmitfromEDto | ICU ’\\& Not an HAI
ICU All elements of infection @
criterion first present together A
HAI Direct admit to ICU | ICU ICU HAI attributable to
All ele f infection ICU
cri% st present together
HAI Admit from ED to ICU [ HAI attributable to
ICU An element of infection N elements of infection ICU
criterion present N criterion first present together
Device Device Device in place (.l)} Device in place Device associated
Associated inserted K All elements of infection
s 9 criterion first present together
Device Device Device in plgge Not device
Associated inserted All elemé %infection associated
criterioNJirs® present together
- A - _
Device Device D place part of day All elements of infection Not device
Associated inserted criterion first present together associated

é\
&Y
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Device Device Device in place Device in place Device associated
Associated inserted An element of infection All elements of infection
criterion present criterion first present t e@
Device Device that has been | No device in place All elements of inf @ Not device
Associated in place for 4 days is criterion first pre gether associated
removed A
Device Device that has been | All elements of infection 5@ Device associated
Associated in place for 4 days is | criterion first present together ®
removed 6
Transfer Rule | ICU » 3W 3W ‘B/ Attributable to
All elements of Infection N~ ICU
criterion first present tog\ €
L3 Dt :
Transfer Rule | ICU » 3W 3W 3W Attributable to
K All elements of infection 3W
Q\O criterion first present together
Transfer Rule | 3W » Home Home ¢ Home Attributable to
All ele%:(t f Infection 3W
criter%,' st present together
N
Transfer Rule | 3W P Inpatient IRF Attributable to IRF

Rehabilitation

%@’

Facility (IRF) {(\

All elements of infection
criterion first present together

N
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HAI Definitions

CDC/NHSN Surveillance Definition of Healthcare-Associated
Infection and Criteria for Specific Types of Infections in the Acute

Care Setting o
WD
O

This chapter contains the CDC/NHSN surveillance definition of healthcare-associated infectfon\(HAI)
and criteria for all specific types of HAL. Comments and reporting instructions that folkov@ ite-specific
criteria provide further explanation and are integral to the correct application of the ctigehg "This chapter
also provides further required criteria for the specific infection types that constityte, space surgical
site infections (SSI) (e.g., mediastinitis [MED] that may follow a coronary arger s graft, intra-

INTRODUCTION

abdominal abscess [[AB] after colon surgery). \\

Additionally, it is necessary to refer to the criteria in this chapter when Qij 1ning whether a positive
blood culture represents a primary bloodstream infection (BSI) or is secomtlary to a different type of HAI
(see Appendix 1 Secondary BSI Guide). A BSI that is identifie ndary to another site of HAI must
meet one of the criteria of HAI detailed in this chapter. Secon s are not reported as separate
events in NHSN, nor can they be associated with the use o al line.

Also included in this chapter are the criteria for Ven%-Associa‘ced Events (VAESs). It should be noted
that Ventilator-Associated Condition (VAC), the ?&tw nition within the VAE surveillance definition
algorithm and the foundation for the other defymisionsSwvithin the algorithm (IVAC, Possible VAP,

CDC/NHSN SURVEILLANCE DEFIQTI ON OF HEALTHCARE-ASSOCIATED INFECTION

For the purposes of NHSN surveil n the acute care setting, a healthcare-associated infection is a
localized or systemic conditior@ultmg from an adverse reaction to the presence of an infectious
agent(s) or its toxin(s) that w present on admission to the acute care facility. An infection is
considered an HAI if all ents of a CDC/NHSN site-specific infection criterion were first present
together on or after th @spital day (day of hospital admission is day 1). For an HAI, an element of
the infection criteri be present during the first 2 hospital days as long as it is also present on or
after day 3. All s used to meet the infection criterion must occur within a timeframe that does not
exceed a gap lendar day between elements. Three examples of how to apply the HAI definition are
shown in T

Tablgsl. EXamples of Application of HAI Definition

DajYe/ | Day2 Day 3 Day 4 Day 5 Infection is ...
\gm\ to |ICU ICU HAI attributable to ICU
\I All elements of Rationale:
infection On day 3, all elements
criterion were first present together.
first present
together
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Day 1 Day 2 Day 3 Day 4 Day 5 Infection is ...
Admit to | ICU ICU ICU HAI attributable to ICU
ICU An element | An element of Final element Rationale:
of infection | infection of infection
L . L All elements were \
criterion criterion present | criterion
present on day 3
present (e.g., fever) present later even thmﬁ) e
(e.g., fever) (e.g., positive of the element S
culture) also pres day 2.
Admitto | ICU ICU ICU ICU HAd a able to ICU
ICU An element of No elements of | Final element le:
infection infection of infection ]
iterion present | criterion criterion clements present on
ot \ 1 after day 3 with no
(e.g., fever) present present more than a 1 day gap
(e.g.p between elements.
cultu

th, gastrointestinal (GI) tract, or

HAIs may be caused by infectious agents from endogenous or i OUS Sources:

vagina that are normally inhabited by microorganisms
e Exogenous sources are those external to the pati uch as patient care personnel, visitors, patient
care equipment, medical devices, or the healthigare ggvironment.

e Endogenous sources are body sites, such as the skin, na

e Clinical evidence may be derived from*difegt observation of the infection site (e.g., a wound) or

Other important considerations include the %@:g:
a

N

review of information in the patientﬁ rt Or other clinical records.

e For certain types of infection, iCtan or surgeon diagnosis of infection derived from direct
observation during an invasiv dure, endoscopic examination, or other diagnostic studies or
from clinical judgment ma%{an acceptable criterion for an HAIL unless there is compelling
evidence to the contrary. ample, one of the criteria for SSI is ‘‘surgeon or attending physician
diagnosis.”” Unless s% explicitly, physician diagnosis alone is not an acceptable criterion for any
specific type of H, éb

o Infections occurgndin infants that result from passage through the birth canal are considered HAIs if

ition of HAT above.

fections are not considered healthcare associated:

associated with complications or extensions of infections already present on admission,

a change in pathogen or symptoms strongly suggests the acquisition of a new infection

%n ctions in infants that have been acquired transplacentally (e.g., herpes simplex,

oxoplasmosis, rubella, cytomegalovirus, or syphilis) and become evident on the day of birth or
the next day

0 Reactivation of a latent infection (e.g., herpes zoster [shingles], herpes simplex, syphilis, or
tuberculosis).

e The following conditions are not infections:

0 Colonization, which means the presence of microorganisms on skin, on mucous membranes, in
open wounds, or in excretions or secretions but are not causing adverse clinical signs or
symptoms
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0 Inflammation that results from tissue response to injury or stimulation by noninfectious agents,
such as chemicals.

CRITERIA FOR SPECIFIC TYPES OF INFECTION

* ‘
Once an infection is deemed to be healthcare associated according to the definition shown above, thQ\
specific type of infection should be determined based on the criteria detailed in the following pag@

These have been grouped into 14 major type categories to facilitate data analysis. For examplg, the¥e are 3
specific types of urinary tract infections (symptomatic urinary tract infection, asymptomati %remic
urinary tract infection, and other infections of the urinary tract) that are grouped under« @J r type of
Urinary Tract Infection. The specific and major types or sites of infection used in NH@ their
abbreviated codes are listed in Table 2, in alphabetical order by major type code n%g Criteria for each
of the specific types of infection follow it. . 6
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HAI Definitions

Type Page

BJ — Bone and joint infection 6

BONE — Osteomyelitis 6 ..
DISC — Disc space infection 6 %
JNT — Joint or bursa infection 7A&‘

BSI - Bloodstream infection 7
I\C‘7

LCBI — Laboratory-confirmed bloodstream infection

MBI-LCBI — Mucosal barrier injury laboratory-confirmed bloodstream infection * é} 8
CNS — Central nervous system 6‘§ 13
IC — Intracranial infection RS 13
MEN — Meningitis or ventriculitis A\ 14
SA — Spinal abscess without meningitis \@' 15
~N
CVS - Cardiovascular system infection 16
CARD — Myocarditis or pericarditis @ 16
ENDO - Endocarditis @o‘ 17
MED — Mediastinitis 18
VASC — Arterial or venous infection (b - 19
EENT - Eye, ear, nose, throat, or mouth infestior™ 20
CONTJ — Conjunctivitis \ O 20
EAR — Ear, mastoid infection v 20
EYE — Eye infection, other than conjunefivitis 21
ORAL — Oral cavity infection (m tQngue, or gums) 21
SINU — Sinusitis 22
UR — Upper respiratory tracé irﬁjion, pharyngitis, laryngitis, epiglottitis 22
N
Gl — Gastrointestinal infection 23
GE — Gastroenteritis 4, 23
GIT — Gastrointesgi™ 1) tract infection 23
HEP — Hepatitjg '\, * 24
IAB — Intra, inal infection, not specified elsewhere 24
NEC-N zing enterocolitis 25
N\

LRICAower respiratory infection, other than pneumonia 26
@ Bronchitis, tracheobronchitis, tracheitis, without evidence of pneumonia 26
G — Other infection of the lower respiratory tract 26
PNEU - Pneumonia 27
PNUI1 - Clinically-defined pneumonia 29
PNU2 — Pneumonia with specific laboratory findings 30
PNU3 — Pneumonia in immunocompromised patient 32
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Type Page
REPR — Reproductive tract infection 34
EMET — Endometritis 34
EPIS — Episiotomy infection 34

OREP — Other infection of the male or female reproductive tract

VCUF — Vaginal cuff infection

35
35

)

SSI — Surgical site infection 36
DIP — Deep incisional primary surgical site infection ~\ 36
DIS — Deep incisional secondary surgical site infection ‘A\.J 36
Organ/space — Indicate specific type: \, 37
BONE, BRST, CARD, DISC, EAR, EMET, ENDO, EYE, GIT, HEP, I1AB, IC, @'
LUNG, MED, MEN, ORAL, OREP, OUTI, SA, SINU, UR, VASC, VCUF“\a
SIP — Superficial incisional primary surgical site infection \\ 38
SIS — Superficial incisional secondary surgical site infection \@'v 38
N
SST - Skin and soft tissue infection . % 40
BRST — Breast abscess or mastitis 40
BURN — Burn infection /> 41
CIRC — Newborn circumcision infection 42
DECU — Decubitus ulcer infection 42
PUST — Infant pustulosis N 43
SKIN — Skin infection N D 43
ST — Soft tissue infection N 44
UMB — Omphalitis < v 44
SYS — Systemic infection O\ 45
DI — Disseminated infection s\v 45
+ Cn
UTI - Urinary tract infactioN*” 45
ABUTI — Asymptomati eremic urinary tract infection 45
OUTI — Other urina nfection 46
SUTI — Sympto ary tract infection 46
VAE - Ve -associated event 50
VAC -V, or-associated condition 50
IVAC — ction-related ventilator-associated complication 50
PogﬁVAP — Possible ventilator-associated pneumonia 54
54

4@”@ VAP — Probable ventilator-associated pneumonia

A
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BJ-BONE AND JOINT INFECTION

BONE-Osteomyelitis

.
Osteomyelitis must meet at least 1 of the following criteria: @

1. Patient has organisms cultured from bone. Q

2. Patient has evidence of osteomyelitis on direct examination of the bone during an invasive proctdure
or histopathologic examination. ¢

3. Patient has at least 2 of the following signs or symptoms: fever (>38°C), localized @ ,
tenderness*, heat®, or drainage at suspected site of bone infection* %
and @

at least 1 of the following: .

a. organisms cultured from blood \\

b. positive laboratory test on blood (e.g., antigen tests for H influen? pneumoniae)

c. imaging test evidence of infection (e.g., abnormal findings on.& /CT scan, MRI, radiolabel
scan [gallium, technetium, etc.]).

* With no other recognized cause \'@
Reporting instruction &

e Report mediastinitis following cardiac surgery that i ompanied by osteomyelitis as SSI-MED

rather than SSI-BONE. \‘b

DISC-Disc space infection Q
Vertebral disc space infection must meeﬁ least 1 of the following criteria:

1. Patient has organisms cultured frdg1 vertebral disc space tissue obtained during an invasive procedure.
2. Patient has evidence of vert disc space infection seen during an invasive procedure or
histopathologic exami ati(\
3. Patient has fever (>3§(Mor pain at the involved vertebral disc space*
and
imaging test ev'(@of infection, (e.g., abnormal findings on x-ray, CT scan, MRI, radiolabel scan
[gallium, tech@m, etc.]).
ecognized cause

ngitidis, or Group B Streptococcus).

&Q%\)ith no other recognized cause
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JNT-Joint or bursa infection

Joint or bursa infections must meet at least 1 of the following criteria:

.
1. Patient has organisms cultured from joint fluid or synovial biopsy. $
2. Patient has evidence of joint or bursa infection seen during an invasive procedure or histopathologic
examination.

swelling, tenderness, heat, evidence of effusion or limitation of motion

and . \O

at least 1 of the following:

a. organisms and white blood cells seen on Gram’s stain of joint fluid s Q\.'
*

3. Patient has at least 2 of the following signs or symptoms with no other recognized cause: & n,

b. positive laboratory test on blood, urine, or joint fluid

c. cellular profile and chemistries of joint fluid compatible with infecH
underlying rheumatologic disorder

d. imaging test evidence of infection (e.g., abnormal findings 0% /CT scan, MRI, radiolabel

scan [gallium, technetium, etc.]). E
BSI-BLOODSTREAM INFECTION 6@'

Table 3. Laboratory-Confirmed Bloodstream Infecmriteria

not explained by an

Criterion Laboratory-Confirmed $\odot'ream Infection (LCBI)
Comments and repogti structions that follow the site-specific criteria provide
further explanatio e integral to the correct application of the criteria.

Must meet Ewle following criteria:

LCBI 1 Patient has NgTognized pathogen cultured from one or more blood cultures

and o

ogganisgr€ultured from blood is not related to an infection at another site.

LCBI 2 ’&t has at least one of the following signs or symptoms: fever (>38°C),
* or hypotension*

a

4

\ nd

Q positive laboratory results are not related to an infection at another site

and

®~ 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 Micrococcus spp.) is cultured from two or more blood

Q cultures drawn on separate occasions. Criterion elements must occur within a

N timeframe that does not exceed a gap of 1 calendar day.

*With no other recognized cause

(See complete list of common commensals)
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LCBI 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

positive laboratory results are not related to an infection at another site

and \
common skin commensal (i.e., diphtheroids [Corynebacterium spp. not C. Q
diphtheriae], Bacillus spp. [not B. anthracis], Propionibacterium spp., co e-
negative staphylococci [including S. epidermidis], viridans group streptocotti,
Aerococcus spp., Micrococcus spp.) is cultured from two or more b ultures
drawn on separate occasions. Criterion elements must occur wit imeframe
that does not exceed a gap of 1 calendar day.

*With no other recognized cause @.
*
\\b

(See complete list of common commensals)

Criterion

Mucosal Barrier Injury Laboratory-Confirmed Bl am Infection (MBI-
LCBI)

In 2013 when reporting an LCBI, it is opti to indicate which of the underlying
conditions of the MBI-LCBI criterion w. 7 1f any. However, all CLABSI,
whether LCBI or MBI-LCBI, must Re ed if CLABSI is part of your Monthly
Reporting Plan. 6

Must meet one of the foll(w%iteria:

MBI-LCBI 1

R

’b(\
&

\(‘\\‘a

N

Patient of any age me itehon 1 for LCBI with at least one blood culture
growing any of the g intestinal organisms with no other organisms
isolated: Bacteroides §pp., Candida spp., Clostridium spp., Enterococcus spp.,
Fusobacterium s@p., Peptostreptococcus spp., Prevotella spp., Veillonella spp., or
Enterobactgri

and

patignt ts at least one of the following:

1. n allogeneic hematopoietic stem cell transplant recipient within the
past year with one of the following documented during same
hospitalization as positive blood culture:

} a. Grade III or IV gastrointestinal graft versus host disease (GI

GVHD)

b. =1 liter diarrhea in a 24-hour period (or 220 mL/kg in a 24-hour
period for patients <18 years of age) with onset on or within 7
calendar days before the date the positive blood culture was
collected.

2. Isneutropenic, defined as at least 2 separate days with values of absolute
neutrophil count (ANC) or total white blood cell count (WBC) <500
cells/mm’ on or within 3 calendar days before the date the positive blood
culture was collected (Day 1). (See Table 6 for example.)

*See Table 5 for partial list of eligible Enterobacteriaceae genera.

January 2013
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MBI-LCBI 2

Patient of any age meets criterion 2 for LCBI when the blood cultures are
growing only viridans group streptococci with no other organisms isolated
and

patient meets at least one of the following:

1. Is an allogeneic hematopoietic stem cell transplant recipient within the\
past year with one of the following documented during same
hospitalization as positive blood culture:

a. Grade III or IV gastrointestinal graft versus host disease (
GVHD)

b. =1 liter diarrhea in a 24-hour period (or >20 a 24-hour
period for patients <18 years of age) with ons or within 7
calendar days before the date the first p(&i ood culture was

collected.

2. Is neutropenic, defined as at least 2 separate th values of absolute
neutrophll count (ANC) or total white blo count (WBC) <500
cells/mm’ on or within 3 calendar day% the date the positive blood

le

MBI-LCBI 3

culture was collected (Day 1). (Se% for example.)

Patient <1 year of age meets criterion 3 BI when the blood cultures are
growing only viridans group streptﬁ@wnh no other organisms isolated

and
patient meets at least one of g fol
1. Is an allogeneic hgmatop@ietic stem cell transplant recipient within the
past year with g&he following documented during same

hospitalizat] sitive blood culture:
a. Grad or IV gastrointestinal graft versus host disease (GI
VH
b mL/kg in a 24 hour period with onset on or within 7 calendar

x ays before the date the first positive blood culture is collected.

2. newttropenic, defined as at least 2 separate days with values of absolute

%trophil count (ANC) or total white blood cell count (WBC) <500

\ ells/mm’ on or within 3 calendar days before the date the positive blood
culture was collected (Day 1). (See Table 6 for example.)

Comments

'\
\(‘\\‘a

N

\‘)
,b(\

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

2. In LCBI criterion 1, the term “recognized pathogen” does not include
organisms considered common commensals (see criteria 2 and 3 for the list of
common commensals). A few of the recognized pathogens are S. aureus,
Enterococcus spp., E. coli, Pseudomonas spp., Klebsiella spp., Candida spp.,
etc.

3. In LCBI criteria 2 and 3, the phrase “two or more blood cultures drawn on

separate occasions” means 1) that blood from at least two blood draws were

collected within two calendar days of each other (e.g., blood draws on

Monday and Tuesday would be acceptable for blood cultures drawn on

separate occasions, but blood draws on Monday and Wednesday would be too

far apart in time to meet this criterion), and 2) that at least one bottle from
each blood draw is reported by the laboratory as having grown the same

January 2013
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5

D

common commensal (i.e., is a positive blood culture). (See Comment 4 for

determining sameness of organisms.)

a. 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 and incubated (four bottles total). If one bottle from
each blood draw set is positive for coagulase-negative staphyloco@
this part of the criterion is met. Q

b. For example, a neonate has blood drawn for culture on Tuggday'ahd
again on Thursday and both grow the same common co \@al.
Because the time between these blood cultures exceg -day
period for blood draws stipulated in LCBI and MB& criteria 2
and 3, this part of the criterion is not met.

c. “Separate occasions” also means blood draw Cted from separate
sites or separate accesses of the same site) s two draws from a
single lumen catheter or draws from se@, lumens of a catheter. In
the latter case, the draws may be jusq es apart (i.e., just the time it
takes to disinfect and draw the spgcimen from each lumen). For
example, a patient with a tri n central line has blood drawn
from each lumen within 15mi s of each other. Each of these is
considered a separate bl W.

d. A blood culture may co of a single bottle for a pediatric blood
draw due to volu straints. Therefore, to meet this part of the
criterion, each Pagtlesffom two or more draws would have to be
culture-posi forthe same commensal.

If the pathoge on commensal is identified to the species level from

one blood culturefafid a companion blood culture is identified with only a

descriptive 1&;16 e.g., to the genus level), then it is assumed that the

organi @ e same. The organism identified to the species level should

be repo as the infecting organism along with its antibiogram if available

e Jable 4 below).

O enus and species identification should be utilized to determine the
meness of organisms (i.e., matching organisms). No additional comparative
ethods should be used (e.g., morphology or antibiograms) because

laboratory testing capabilities and protocols may vary between 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.

LCBI criteria 1 and 2 and MBI-LCBI criteria 1 and 2 may be used for patients

of any age, including those patients <1 year of age.

Specimen Collection Considerations: Ideally, blood specimens for culture

should be obtained from two to four blood draws from separate venipuncture

sites (e.g., right and left antecubital veins), not through a vascular catheter.

These blood draws should be performed simultaneously 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 report BSIs using the criteria
and comments above, but you should work with appropriate personnel to
facilitate better specimen collection practices for blood cultures.

January 2013
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“No other organisms isolated” means there is not isolation in a blood culture
of another recognized pathogen (e.g., S. aureus) or common commensal (e.g.,
coagulase-negative staphylococci) other than listed in MBI-LCBI criterion 1,
2 or 3 that would otherwise meet LCBI criteria. If this occurs, the mfectlon
should not be classified as MBI-LCBI.
Grade III/IV GI GVHD is defined as follows: Q
e Inadults: >1 L diarrhea/day or ileus with abdominal pain O
e In pediatric patients: >20 cc/kg/day of diarrhea

REPORTING
INSTRUCTIONS

. If your stater

. Report organisms cultured from blood as BSI-LCBI when yno site of

infection is evident (see Appendix 1. Secondary Bloo Infection

(BSI) Guide).
. Catheter tip cultures are not used to determine Wh@t@ tient has a primary

BSI.

. When there is a positive blood culture and ch gns or symptoms of

localized infection at a vascular access site, ; other infection can be
found, the infection is considered a prlma

. Purulent phlebitis confirmed with a semiquantitative culture of a

catheter tip, but with either negati blood culture is considered a CVS-
VASC, not a BSI or an SST-S T infection.

. Occasionally a patient with bo ipheral and central IV lines develops a

primary bloodstream infg (LCBI) that can clearly be attributed to the
peripheral line (e.g., p insertion site and matching pathogen from pus
and blood). In thi at n, enter “Central Line = No” in the NHSN
application. Y , however, include the patient’s central line days in
the summary dg &v ator count.

facility requires that you report healthcare-associated BSIs that
are no ine-associated, enter “Central Line = No” in the NHSN
applica en reporting these BSIs. You should, however, include all of
tbe@ient’s central line days in the summary denominator count.

\'

o

Table 4. Examp@
Cultures

ow to Report Speciated and Unspeciated Organisms Isolated from Blood

Culture R Companion Culture Report Report as...
Coagulas&bos'ltive staphylococci | S. aureus S. aureus
S «%@mldls Coagulase-negative staphylococci S. epidermidis
COCCUS spp. E. faecium E. faecium
acillus spp. (not anthracis) B. cereus B. cereus
S. salivarius Strep viridans S. salivarius
January 2013 17-11
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Table 5. Partial List of Criterion 1 MBI-LCBI Eligible Enterobacteriaceae Genera

HAI Definitions

Citrobacter

Enterobacter

Escherichia

Klebsiella

Proteus

Providencia

Salmonella

Serratia

Shigella

Yersina

Table 6. Examples Illustrating the MBI-LCBI Criteria for Neutropenia

Day | Day | Day | Day | Day Day Day Day

-7 -6 -5 -4 -3 -2 -1 2

Pt.A | WBC | 100 |800 |400 |300 |JND [ND 3%' 400 230
(g» +BC* w/

6 Candida spp.
x1

Pt.B | ANC | ND 410 130 | ND NK‘ 0 110 ND 110

+BC* w/

viridans strep
x2 and fever
>38°C

ND = not done

hd

*Day the blood specimen that w, sp&itive was collected

*

Patient A meets MBI—LCXMrlon 1, sub-criterion 2: Positive blood culture with intestinal organism
ia (2 separate days of WBC <500 cells/mm’ occurring on the date the

(Candida spp.) and neu@.

positive blood culture

case, the day beft

oG
R

January 2013

ollected [Day 1, value = 400] or during the 3 days before that date [in this
ay -1; value = 320]).

Patient B I-LCBI criterion 2, sub-criterion 2: At least 2 positive blood cultures with viridans
group st cci (in this case, 2 positive), and fever >38°C and neutropenia (2 separate days of ANC
<500 celldnm’ occurring on the date the positive blood culture was collected [Day 1] or during the 3
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re that date [in this case, the two days before or Days -1 and -2; values = 110 and 120]).



HAI Definitions

CNS-CENTRAL NERVOUS SYSTEM INFECTION

IC-Intracranial infection (brain abscess, subdural or epidural infection, encephalitis)

.
Intracranial infection must meet at least 1 of the following criteria: @

1. Patient has organisms cultured from brain tissue or dura. Q

2. Patient has an abscess or evidence of intracranial infection seen during an invasive procedfire or
histopathologic examination. §

3. Patient has at least 2 of the following signs or symptoms: headache*, dizziness*, fev 1@
localizing neurologic signs*, changing level of consciousness*, or confusion* &

O

and @
at least 1 of the following: .
a. organisms seen on microscopic examination of brain or absce\ ¢ obtained by needle
aspiration or by biopsy during an invasive procedure or autopsy @
b. positive laboratory test on blood or urine
c. imaging test evidence of infection, (e.g., abnormal findings on ultrasound, CT scan, MRI,
radionuclide brain scan, or arteriogram)
d. diagnostic single antibody titer (IgM) or 4-fold incre?axopaired sera (IgG) for pathogen
and
if diagnosis is made antemortem, physician institutes a riate antimicrobial therapy.
* With no other recognized cause
4. Patient <I year of age has at least 2 of the follN ens or symptoms: fever (>38°C core),
hypothermia (<37°C core), apnea*, bradyc@*, calizing neurologic signs*, or changing level of

consciousness*
and

at least 1 of the following: &

a. organisms seen on micro amination of brain or abscess tissue obtained by needle

aspiration or by biopsy d n invasive procedure or autopsy
b. positive laboratory ge blood or urine
c. imaging test evidenc nfection, (e.g., abnormal findings on ultrasound, CT scan, MRI,

radionuclide braq
d. diagnostic si
and
if diagnosis is@e antemortem, physician institutes appropriate antimicrobial therapy.
* With no ecognized cause

can, or arteriogram)
tibody titer (IgM) or 4-fold increase in paired sera (IgG) for pathogen

Reportifng Ikstruction

. %meningitis and a brain abscess are present together, report the infection as IC.
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MEN-Meningitis or ventriculitis
Meningitis or ventriculitis must meet at least 1 of the following criteria:

.
1. Patient has organisms cultured from cerebrospinal fluid (CSF). $
2. Patient has at least 1 of the following signs or symptoms: fever (>38°C), headache®, stiff neck™, Q
meningeal signs*, cranial nerve signs*, or irritability*
and
at least 1 of the following: Q
a. increased white cells, elevated protein, and decreased glucose in CSF . O
b. organisms seen on Gram’s stain of CSF \§
c. organisms cultured from blood @.
d. positive laboratory test of CSF, blood, or urine .
e. diagnostic single antibody titer (IgM) or 4-fold increase in paired s ) for pathogen
and
if diagnosis is made antemortem, physician institutes appropriate a%@oial therapy.
* With no other recognized cause
3. Patient <I year of age has at least 1 of the following signs or@@ms: fever (>38°C core),
hypothermia (<37°C core), apnea*, bradycardia*, stiff nec ningeal signs*, cranial nerve signs*,
or irritability* %
and
at least 1 of the following: %
a. increased white cells, elevated protein, aN ased glucose in CSF
b. organisms seen on Gram’s stain of CQ
c¢. organisms cultured from blood
d. positive laboratory test of CSF, blwr urine
e. diagnostic single antibody titerIgM) or 4-fold increase in paired sera (IgG) for pathogen
and
if diagnosis is made antemorter& sician institutes appropriate antimicrobial therapy.
* With no other recognizgd @e

Reporting instructions
e Report meningi:' inJthe newborn as healthcare associated unless there is compelling evidence

indicating t efingitis was acquired transplacentally (i.e., unless it was apparent on the day of
birth or the§peXt day).

e Report unt infection as SSI-MEN if it occurs <I year of placement; if later or after
man on/access of the shunt, report as CNS-MEN.
e Re eningoencephalitis as MEN.

. %port spinal abscess with meningitis as MEN.

,Q(\
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SA-Spinal abscess without meningitis

An abscess of the spinal epidural or subdural space, without involvement of the cerebrospinal fluid or
adjacent bone structures, must meet at least 1 of the following 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 an invasive proced t
autopsy or evidence of an abscess seen during a histopathologic examination.

3. Patient has at least 1 of the following signs or symptoms: fever (>38°C), back pain*, fo @demess*,
radiculitis*, paraparesis*, or paraplegia* . é

and Q
at least 1 of the following: @
(s

a. organisms cultured from blood .
b. imaging test evidence of a spinal abscess (e.g., abnormal findings graphy, ultrasound,
CT scan, MRI, or other scans [gallium, technetium, etc.]). @

and ﬁ
if diagnosis is made antemortem, physician institutes appropriatgantiniicrobial therapy.
* With no other recognized cause

Reporting instruction 6@

e Report spinal abscess with meningitis as MEN.

N
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CVS-CARDIOVASCULAR SYSTEM INFECTION
CARD-Myocarditis or pericarditis

.
Myocarditis or pericarditis must meet at least 1 of the following criteria: $

1. Patient has organisms cultured from pericardial tissue or fluid obtained during an invasive pro .
2. Patient has at least 2 of the following signs or symptoms: fever (>38°C), chest pain*, paradgxic
pulse*, or increased heart size*

and . O

at least 1 of the following: \§
a. abnormal EKG consistent with myocarditis or pericarditis
b. positive laboratory test on blood (e.g., antigen tests for H influenzag o
c¢. evidence of myocarditis or pericarditis on histologic examination o
d. 4-fold rise in type-specific antibody with or without isolation of om pharynx or feces
e. pericardial effusion identified by echocardiogram, CT scan, I\Q angiography.

* With no other recognized cause

3. Patient <I year of age has at least 2 of the following signs or@@ms: fever (>38°C core),
hypothermia (<37°C core), apnea*, bradycardia*, paradox% se*, or increased heart size*

and
at least 1 of the following:
a. abnormal EKG consistent with myocarditis%ricarditis
b. positive laboratory test on blood (e.g., A%ﬁe sts for H influenza or S pneumoniae)
c. histologic examination of heart tissu ws¥evidence of myocarditis or pericarditis
d. 4-fold rise in type-specific antibo r without isolation of virus from pharynx or feces
e. pericardial effusion identified by ec rdiogram, CT scan, MRI, or angiography.
* With no other recognized cause

Comment
e Most cases of postcardia@’gery or postmyocardial infarction pericarditis are not infectious.
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ENDO-Endocarditis

Endocarditis of a natural or prosthetic heart valve must meet at least 1 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: fever (>38°C), new or changing murm?

embolic phenomena*, skin manifestations* (i.e., petechiae, splinter hemorrhages, painful sub u

nodules), congestive heart failure*, or cardiac conduction abnormality*

and Q

at least 1 of the following: S O

a. organisms cultured from 2 or more blood cultures \>

b. organisms seen on Gram’s stain of valve when culture is negative or n %
c. valvular vegetation seen during an invasive procedure or autopsy
d. positive laboratory test on blood or urine (e.g., antigen tests for H i e, S pneumoniae, N

meningitidis, or Group B Streptococcus) @

S

e. evidence of new vegetation seen on echocardiogram
and
if diagnosis is made antemortem, physician institutes appropgi @timicrobial therapy.
* With no other recognized cause K

3. Patient <I year of age has 2 or more of the following si mptoms: fever (>38°C core),
hypothermia (<37°C core), apnea*, bradycardia*, new anging murmur®, embolic phenomena*,

skin manifestations* (i.e., petechiae, splinter hem ges, painful subcutaneous nodules), congestive
heart failure*, or cardiac conduction abnormalify*
and Q
at least 1 of the following:
a. organisms cultured from 2 or more d cultures

b. organisms seen on Gram’s staifof valve when culture is negative or not done
c. valvular vegetation seen @ invasive procedure or autopsy
d. positive laboratory test o d or urine (e.g., antigen tests for H influenzae, S pneumoniae, N

meningitidis, or Grog&Streptococcus)

e. evidence of new, vegdtat?on seen on echocardiogram
and
if diagnosis is ma @mortem, physician institutes appropriate antimicrobial therapy.
* With no other @nlzed cause

(((b

&
~N
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MED-Mediastinitis

Mediastinitis must meet at least 1 of the following criteria:

.
1. Patient has organisms cultured from mediastinal tissue or fluid obtained during an invasive procedtﬁ&
2. Patient has evidence of mediastinitis seen during an invasive procedure or histopathologic Q
examination.
3. Patient has at least 1 of the following signs or symptoms: fever (>38°C), chest pain*, or stgrna
instability* &
and .
at least 1 of the following: \
a. purulent discharge from mediastinal area @,
b. organisms cultured from blood or discharge from mediastinal area , 6
c. mediastinal widening on imaging test. \

* With no other recognized cause @.\
4. Patient <I year of age has at least 1 of the following signs or sympt%u ver (>38°C core),

hypothermia (<37°C core), 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 iastinal area

¢. mediastinal widening on imaging test. (b
* With no other recognized cause

Reporting instruction Q
¢ Report mediastinitis following cardiac ery that is accompanied by osteomyelitis as SSI-MED
rather than SSI-BONE.
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VASC-Arterial or venous infection

Arterial or venous infection must meet at least 1 of the following criteria:

and
blood culture not done or no organisms cultured from blood. O

2. Patient has evidence of arterial or venous infection seen during an invasive procedure or
histopathologic examination.

3. Patient has at least 1 of the following signs or symptoms: fever (>38°C), pain*, en%@, or heat at

.
1. Patient has organisms cultured from arteries or veins removed during an invasive procedure @

involved vascular site*
and @
more than 15 colonies cultured from intravascular cannula tip using semiqua@ e culture method

and \\

blood culture not done or no organisms cultured from blood. @
* With no other recognized cause

4. Patient has purulent drainage at involved vascular site

and \®

blood culture not done or no organisms cultured from bloo

5. Patient <1 year of age has at least 1 of the following si mptoms: fever (>38°C core),
hypothermia (<37°C core), apnea*, bradycardia*, lethalgy®, or pain*, erythema*, or heat at involved
vascular site*®

and \
more than 15 colonies cultured from intrav@ar annula tip using semiquantitative culture method

and
blood culture not done or no organisms %ed from blood.
* With no other recognized cause

Reporting instructions
e Report infections of ag aﬁovenous graft, shunt, or fistula or intravascular cannulation site

without organisms gult rom blood as CVS-VASC.
e Report intravascu \@ections with organisms cultured from the blood as BSI-LCBI.

>
)

&
&Y
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EENT-EYE, EAR, NOSE, THROAT, OR MOUTH INFECTION

CONJ-Conjunctivitis

.
Conjunctivitis must meet at least 1 of the following criteria: @

1. Patient has pathogens cultured from purulent exudate obtained from the conjunctiva or contigl@
tissues, such as eyelid, cornea, meibomian glands, or lacrimal glands.
2. Patient has pain or redness of conjunctiva or around eye

\
and 0\0

at least 1 of the following: \
a. WBCs and organisms seen on Gram’s stain of exudate @.
b. purulent exudate .
c. positive laboratory test (e.g., antigen tests such as ELISA or IF for dia trachomatis,

herpes simplex virus, adenovirus) on exudate or conjunctival scr:
d. multinucleated giant cells seen on microscopic examination OQ nctival exudate or scrapings
e. positive viral culture
f. diagnostic single antibody titer (IgM) or 4-fold increa@red sera (Ig@G) for pathogen.

Reporting instructions 6@

o Report other infections of the eye as EYE.

® Do not report chemical conjunctivitis caused l%er nitrate (AgNQOs) as a healthcare—associated
infection.

¢ Do not report conjunctivitis that occurs @a of a more widely disseminated viral illness (such

as measles, chickenpox, or a URI). (L

EAR-Ear, mastoid infection é

Ear and mastoid infections m@iet at least 1 of the following criteria:

Otitis externa must mee st 1 of the following criteria:
1. Patient has pathog ‘s&tured from purulent drainage from ear canal.
2. Patient has at | f the following signs or symptoms: fever (>38°C), pain*, redness*, or drainage
from ear ca 16
and
organigifis $¢tn on Gram’s stain of purulent drainage.
* Witingo®other recognized cause

L
\%edia must meet at least 1 of the following criteria:
tient has organisms cultured from fluid from middle ear obtained by tympanocentesis or at invasive
procedure.
2. Patient has at least 2 of the following signs or symptoms: fever (>38°C), pain in the eardrum*,
inflammation*, retraction* or decreased mobility of eardrum*, or fluid behind eardrum?*.
* With no other recognized cause
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Otitis interna must meet at least 1 of the following criteria:
1. Patient has organisms cultured from fluid from inner ear obtained at invasive procedure.
2. Patient has a physician diagnosis of inner ear infection.

.
Mastoiditis must meet at least 1 of the following criteria: $
1 . . . . Q

. Patient has organisms cultured from purulent drainage from mastoid.
2. Patient has at least 2 of the following signs or symptoms: fever (>38°C), pain*, tenderness*, O
erythema*, headache*, or facial paralysis*

and . OQ

at least 1 of the following: .
a. organisms seen on Gram’s stain of purulent material from mastoid \>
b. positive laboratory test on blood. @.
* With no other recognized cause . 6
EYE-Eye infection, other than conjunctivitis AQ

An infection of the eye, other than conjunctivitis, must meet at @ef the following criteria:

1. Patient has organisms cultured from anterior or posterio er or vitreous fluid.
2. Patient has at least 2 of the following signs or sympto h no other recognized cause: eye pain,
visual disturbance, or hypopyon ‘%

and \

at least 1 of the following: Q
a. physician diagnosis of an eye infi
b. positive laboratory test on blood (e.gl ntigen tests for H influenzae or S pneumoniae)
c. organisms cultured from bloo

ORAL-Oral cavity infectign %uth, tongue, or gums)

Oral cavity infections m eet at least 1 of the following criteria:

1. Patient has orgam'@ cultured from purulent material from tissues of oral cavity.

%st 1 of the following:

Q a. positive laboratory test of mucosal scrapings, oral secretions, or blood (e.g., Gram’s stain, KOH
& stain, mucosal scrapings with multinucleated giant cells, antigen test on oral secretions, antibody
titers)
b. physician diagnosis of infection and treatment with appropriate antifungal therapy.

Reporting instruction
e Report healthcare—associated primary herpes simplex infections of the oral cavity as ORAL;
recurrent herpes infections are not healthcare associated.
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SINU-Sinusitis

Sinusitis must meet at least 1 of the following criteria:

1. Patient has organisms cultured from purulent material obtained from sinus cavity. $
2. Patient has at least 1 of the following signs or symptoms: fever (>38°C), pain or tenderness over
involved sinus*, headache*, purulent exudate*, or nasal obstruction*
and
at least 1 of the following: Q
a. positive transillumination O
b. positive imaging test \

* With no other recognized cause E @.

UR-Upper respiratory tract infection, pharyngitis, laryngitis, eplglott

Upper respiratory tract infections must meet at least 1 of the follow ﬁcﬁena

throat®, cough*, hoarseness*, or purulent exudate in thr

1. Patient has at least 2 of the following signs or symptoms: fj 8°C), erythema of pharynx*, sore
and @

at least 1 of the following (b
a. organisms cultured from the specific site\
b. organisms cultured from blood
c. positive laboratory test on blood gtory secretions
d. diagnostic single antibody titer (Ig 4-fold increase in paired sera (IgG) for pathogen
e. physician diagnosis of an uppe{esplratory infection.
* With no other recognized ca Q
2. Patient has an abscess seen on ditgctexamination, during an invasive procedure, or during a
histopathologic examinatjorn

3. Patient <1 year of age asg\%st 2 of the following signs or symptoms: fever (>38°C core),
hypothermia (<37°C , apnea*, bradycardia*, nasal discharge*, or purulent exudate in throat*

and

at least 1 of the f@nng:
a. organissgs 8ultured from the specific site
b. orgaiffi cultured from blood

c. W laboratory test on blood or respiratory secretions
d. ‘dja®dnostic single antibody titer (IgM) or 4-fold increase in paired sera (IgG) for pathogen

‘\ physician diagnosis of an upper respiratory infection.

no other recognized cause
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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 v 1
or fever (>38°C) and no likely noninfectious cause (e.g., diagnostic tests, therapeutic regimgn otffer
than antimicrobial agents, acute exacerbation of a chronic condition, or psychologic stres&

2. Patient has at least 2 of the following signs or symptoms: nausea*, vomiting*, abd i@)ain*, fever
(>38°C), or headache* N\

and &
at least 1 of the following: S 6

a. an enteric pathogen is cultured from stool or rectal swab \
b. an enteric pathogen is detected by routine or electron microscop)@
c. an enteric pathogen is detected by antigen or antibody assay d or feces
d. evidence of an enteric pathogen is detected by cytopathic ¢ghang€s in tissue culture (toxin assay)
e. diagnostic single antibody titer (IgM) or 4-fold increasg,if pred sera (IgG) for pathogen.

* With no other recognized cause 6&

GIT-Gastrointestinal tract infection (esophagus, (%ach, small and large bowel, and rectum)
excluding gastroenteritis and appendicitis

Gastrointestinal tract infections, excluding Qteritis and appendicitis, must meet at least 1 of the
following criteria:

1. Patient has an abscess or other of infection seen during an invasive procedure or
histopathologic examination.

2. Patient has at least 2 of the wing signs or symptoms compatible with infection of the organ or
tissue involved: fever 3 Znausea*, vomiting*, abdominal pain*, or tenderness*
and

at least 1 of the fol %:
a. organisms dulipred from drainage or tissue obtained during an invasive procedure or endoscopy
or from«gn &septically-placed drain
b. orgaffi seen on Gram’s or KOH stain or multinucleated giant cells seen on microscopic
iMation of drainage or tissue obtained during an invasive procedure or endoscopy or from
eptically-placed drain
N %organisms cultured from blood
\ evidence of pathologic findings on imaging test
Q e. evidence of pathologic findings on endoscopic examination (e.g., Candida esophagitis or
& proctitis).
* With no other recognized cause
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HEP-Hepatitis

Hepatitis must meet the following criterion:

abdominal pain*, jaundice*, or history of transfusion within the previous 3 months
and O
at least 1 of the following:
a. positive laboratory test for hepatitis A, hepatitis B, hepatitis C, or delta hepatitis Q
b. abnormal liver function tests (e.g., elevated ALT/AST, bilirubin) .
c. cytomegalovirus (CMV) detected in urine or oropharyngeal secretions. \>
* With no other recognized cause 6

*
Patient has at least 2 of the following signs or symptoms: fever (>38°C), anorexia*, nausea*, Vomiti®

Reporting instructions
¢ Do not report hepatitis or jaundice of noninfectious origin (alpha-1 sin deficiency, etc.).
¢ Do not report hepatitis or jaundice that result from exposure to xins (alcoholic or
acetaminophen- induced hepatitis, etc.).
¢ Do not report hepatitis or jaundice that result from biliary@tion (cholecystitis).

o

IAB-Intraabdominal infection, not specified elsewhgre ding gallbladder, bile ducts, liver
(excluding viral hepatitis), spleen, pancreas, peri , subphrenic or subdiaphragmatic space, or
&I

other intraabdominal tissue or area not specifi here
Intraabdominal infections must meet at lea e following criteria:
1. Patient has organisms cultured fro rulent material from intraabdominal space obtained during an

invasive procedure. &0

2. Patient has abscess or other evidehge of intraabdominal infection seen during an invasive procedure or
histopathologic examinats

3. Patient has at least 2 tl:& owing signs or symptoms: fever (>38°C), nausea*, vomiting*,
abdominal pain*, or j ice™*
and

at least 1 of th opving:

a. organi Itured from drainage from an aseptically-placed drain (e.g., closed suction drainage
syst%pen drain, T-tube drain)
b. anySms seen on Gram’s stain of drainage or tissue obtained during invasive procedure or from

eptically-placed drain
. %mganisms cultured from blood and imaging test evidence of infection (e.g., abnormal findings
on ultrasound, CT scan, MRI, or radiolabel scans [gallium, technetium, etc.] or on abdominal x-

ray).
* With no other recognized cause

Reporting instruction
¢ Do not report pancreatitis (an inflammatory syndrome characterized by abdominal pain, nausea,
and vomiting associated with high serum levels of pancreatic enzymes) unless it is determined to be
infectious in origin.
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NEC-Necrotizing enterocolitis

Necrotizing enterocolitis in infants (<1 year of age) must meet the following criterion:

At least 1 clinical sign:

a. Bilious aspirate* O
b. Vomiting

.
1. Infant has at least 1 of the clinical and 1 of the imaging test findings from the lists below: @

c. Abdominal distention Q
d. Occult or gross blood in stools (with no rectal fissure) . O
and \
at least 1 imaging test finding: @
a. Pneumatosis intestinalis N 6

b. Portal venous gas (Hepatobiliary gas) \

c. Pneumoperitoneum

* Bilious aspirate as a result of a transpyloric placement of a nasog@be 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 1 affected)
b. Surgical evidence of pneumatosis intestinalis with 0% ut intestinal perforation
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LRI-LOWER RESPIRATORY TRACT INFECTION, OTHER THAN PNEUMONIA

BRON-Bronchitis, tracheobronchitis, bronchiolitis, tracheitis, without evidence of pneumonia

Tracheobronchial infections must meet at least 1 of the following criteria: @

1. Patient has no clinical or imaging test evidence of pneumonia
and
patient has at least 2 of the following signs or symptoms: fever (>38°C), cough*, new or @ased
sputum production*, rhonchi*, wheezing* S
and Q
at least 1 of the following: @
a. positive culture obtained by deep tracheal aspirate or bronchoscopy 6
b. positive laboratory test on respiratory secretions. \\
* With no other recognized cause @.
2. Patient <I year of age has no clinical or imaging test evidence of pr@ ia
and
patient has at least 2 of the following signs or symptoms: fe\@oc core), cough*, new or
increased sputum production®, rhonchi*, wheezing*, respi 1stress*, apnea*, or bradycardia*
and @
at least 1 of the following:
a. organisms cultured from material obtained C}bep tracheal aspirate or bronchoscopy
b. positive laboratory test on respiratory seghgti
c. diagnostic single antibody titer (IgM -181d increase in paired sera (IgG) for pathogen.

* With no other recognized cause (L

Reporting instruction
e Do not report chronic bronclfi @a patient with chronic lung disease as an infection unless there is
evidence of an acute seconda ection, manifested by change in organism.

0\9
LUNG-Other infectio e lower respiratory tract

Other infections % wer respiratory tract must meet at least 1 of the following criteria:
ism

1. Patient ha s seen on smear or cultured from lung tissue or fluid, including pleural fluid.

2. PatientMa ng abscess or empyema seen during an invasive procedure or histopathologic
examifgtion.

3. P@lt has an abscess cavity seen on radiographic examination of lung.

eperting instructions
& e Report concurrent lower respiratory tract infection and pneumonia with the same organism(s) as
PNEU.
e Report lung abscess or empyema without pneumonia as LUNG.
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PNEU-Pneumonia

There are 3 specific types of pneumonia: clinically-defined pneumonia (PNU1), pneumonia with specific
laboratory findings (PNU2), and pneumonia in immunocompromised patients (PNU3). Listed below are .
general comments applicable to all specific types of pneumonia, along with abbreviations used in the *
algorithms and reporting instructions (Tables 7-10).

Table 11 shows threshold values for cultured specimens used in the surveillance diagnosis o@t@nia.

General comments 0\0

1. Physician diagnosis of pneumonia alone is not an acceptable criterion for he h@;associated
pneumonia.

*
2. Although specific criteria are included for infants and children, pediatricXﬁQ may meet any of the
other pneumonia specific site criteria. @
3. When assessing a patient for presence of pneumonia, it is importan nguish between changes in

clinical status due to other conditions such as myocardial infarctjgn, pulmonary embolism, respiratory
distress syndrome, atelectasis, malignancy, chronic obstructi @nonary disease, hyaline membrane
disease, bronchopulmonary dysplasia, etc. Also, care must &en when assessing intubated patients
to distinguish between tracheal colonization, upper respp @traot infections (e.g., tracheobronchitis),
and early onset pneumonia. Finally, it should be recog el that it may be difficult to determine
healthcare-associated pneumonia in the elderly, i , and immunocompromised patients because
such conditions may mask typical signs or Sy% ssociated with pneumonia. Alternate specific
criteria for the elderly, infants and immuno@r ised patients have been included in this definition
of healthcare-associated pneumonia.

4. Healthcare—associated pneumonia can be acterized by its onset: early or late. Early-onset
pneumonia occurs during the first 4 (&s of hospitalization and is often caused by Moraxella
catarrhalis, H influenzae, and @1 niae. Causative agents of late-onset pneumonia are frequently
Gram-negative bacilli or S aure cluding methicillin-resistant S aureus. Viruses (e.g., influenza A

and B or respiratory syncytiglairus) can cause early- and late-onset nosocomial pneumonia, whereas
yeasts, fungi, legionellae, neumocystis carinii are usually pathogens of late-onset pneumonia.
5. Pneumonia due to gr piration (for example, in the setting of intubation in the emergency room or

itself was not cleaglyJpresent at the time of admission to the hospital.
healthcare-associated pneumonia may occur in critically ill patients with lengthy
hospital st hen determining whether to report multiple episodes of healthcare—associated

operating room) iSf31 ered healthcare associated if it meets any specific criteria and the infection

‘s%an symptoms and radiographic evidence or other diagnostic testing is required.

7 iflve Gram’s stain for bacteria and positive KOH (potassium hydroxide) mount for elastin fibers
Q) /or fungal hyphae from appropriately collected sputum specimens are important clues that point
& toward the etiology of the infection. However, sputum samples are frequently contaminated with
airway colonizers and therefore must be interpreted cautiously. In particular, Candida is commonly
seen on strain, but infrequently causes healthcare-associated pneumonia, especially in
immunocompetent patients.
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Abbreviations

BAL-bronchoalveolar lavage

EIA—enzyme immunoassay

FAMA-fluorescent-antibody staining of membrane antigen .
IFA—immunofluorescent antibody $
LRT-lower respiratory tract Q
PCR—polymerase chain reaction O
PMN-polymorphonuclear leukocyte

RIA-radioimmunoassay OQ

>

Reporting instructions 5\}

o There is a hierarchy of specific categories within the major type pneumoni (@ ). Even if a
patient meets criteria for more than 1 specific site, report only 1: . 6
0 If a patient meets criteria for both PNU1 and PNU2, report P )
0 If a patient meets criteria for both PNU2 and PNU3, report P, )
0 If a patient meets criteria for both PNU1 and PNU3, repo 3.

e Report concurrent lower respiratory tract infection (e.g., abscggs or empyema) and pneumonia with
the same organism(s) as PNEU. %

e Lung abscess or empyema without pneumonia is clagsi LUNG.
¢ Bronchitis, tracheitis, tracheobronchitis, or bronchioj hout pneumonia are classified as

| ,\‘b
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Table 7. Specific Site Algorithms for Clinically-Defined Pneumonia (PNUI)

Radiology

Signs/Symptoms/Laboratory

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

e New or progressive
and persistent
infiltrate

Consolidation

Cavitation

FOR ANY PATIENT, at least one of the following:

e Fever (>38°C or >100.4°F)
e Leukopenia (<4000 WBC/mm’) or leukocytosis (>12,000 WBC/

)
e For adults >70 years old, altered mental status with no other rggogiiZed cause
and é

at least two of the following: .

e New onset of purulent sputum’, or change in charact utum®, or
increased respiratory secretions, or increased suctjohii®requirements
e New onset or worsening cough, or dyspnea, of t fea’

e Rales® or bronchial breath sounds
e Worsening gas exchange (e.g., O, des

atugdti@hs (e.g., PaO,/FiO, <240)’,
increased oxygen requirements, or incr@e&

ventilator demand)

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

\

acceptable.'

ALTERNATE CRITERIA, for inf@year old:
Worsening gas exchange (e. @saturations [e.g., pulse oximetry <94%],
increased oxygen requiremen

increased ventilator demand)
and (b
OVIg:
o8

at least three of the
e Temperature i
e Leukopeni WBC/mm®) or leukocytosis (>15,000 WBC/mm’) and left
shift (>10% bapd forms)
e New on&f purulent sputum’ or change in character of sputum®, or
v@ respiratory secretions or increased suctioning requirements
achypnea’, nasal flaring with retraction of chest wall or grunting

in
e Apn

.0 eezing, rales®, or rhonchi

\Ough

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

chest radiogr Wo Bradycardia (<100 beats/min) or tachycardia (>170 beats/min)

)
N
9
AQ°

of the following:

e Fever (>38.4°C or >101.1°F) or hypothermia (<36.5°C or <97.7°F)

e Leukopenia (<4000 WBC/mm®) or leukocytosis (>15,000 WBC/mm®)

e 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’.

e Rales® or bronchial breath sounds

e Worsening gas exchange (e.g., O, desaturations [e.g., pulse oximetry <94%],
increased oxygen requirements, or increased ventilator demand)

January 2013
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Table 8. 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 following'*:

e New or progressive and
persistent infiltrate

Consolidation
Cavitation

Pneumatoceles, in
infants <I year old

NOTE: In patients
without underlying
pulmonary or cardiac
disease (e.g., respiratory
distress syndrome,
bronchopulmonary
dysplasia, pulmonary
edema, or chronic
obstructive pulmonary 1
disease), one definitive \
chest radiograph is

acceptable.' 0

*

At least one of the following:

e Fever (>38°C or >100.4°F)

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

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

and
at least one of the following:

e New onset of purulent
sputum’, or change in

character of sputunf™yor
increased respir&
T

>

secretions, O ed
suctionin ments
e New ogset orsening

cou r dyspnea or
5

X
Ral&s® or bronchial breath
@)unds

e Worsening gas exchange (e.g.,
O, desaturations [e.g.,
PaO,/FiO, 5240]7, increased
oxygen requirements, or

)

O\

4
*
At least one of the following: \*

e Positive growth in blood CLQeS not
related to another so f infection

*
e Positive growt &Qure of pleural
fluid @
titative culture’ from

L
o Posﬁ%&@

mi contaminated LRT specimen
%& L or protected specimen
brishing)

¢ >5% BAL-obtained cells contain

intracellular bacteria on direct

microscopic exam (e.g., Gram’s stain)

9

o Histopathologic exam shows at least
one of the following evidences of
pneumonia:

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

o Positive quantitative culture’ of lung
parenchyma

o Evidence of lung parenchyma
invasion by fungal hyphae or
pseudohyphae

increased ventilator demand)

&
&
~N
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Table 9. Specific Site Algorithms for Viral, Legionella, and other Bacterial Pneumonias with Definitive
Laboratory Findings (PNU2)

Radiology

Signs/Symptoms

Laboratory

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

e New or progressive
and persistent
infiltrate

e Consolidation
e (Cavitation

e Pneumatoceles, in
infants <I year old

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

chest radiograpif 1

acceptable.’ @»

N

At least one of the following:

e Fever (>38°C or >100.4°F)

e [eukopenia (<4000
WBC/mm®) or
leukocytosis (>12,000
WBC/mm®)

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

and
at least one of the following:

e New onset of purulent

sputum’, or change i
character of sputun&or
increased respirg

QLY
secretions, o 'ed

suctioning réquiggments

e New o T worsening
cou spnea, or
tachypuea’

s® or bronchial breath
sounds

obstructive pulmona .
. % e Worsening gas exchange
disease), one definti .
s (e.g., O, desaturations

[e.g., PaO,/FiO, <2407,
increased oxygen
requirements, or increased
ventilator demand)

At least one of the following'®"*:

: k
e Positive culture of virus or Chlam@
from respiratory secretions

*
1gen or

e Positive detection of Wi
antibody from regpi ecretions (e.g.,
EIA, FAMA, §h% assay, PCR)

o Fourfold rig&uNpaired sera (IgG) for
pathogen\(efg/, influenza viruses,
Chlamy

D e PCR for Chlamydia or
coplasma

e Positive micro-IF test for Chlamydia

e Positive culture or visualization by micro-
IF of Legionella spp, from respiratory
secretions or tissue.

e Detection of Legionella pneumophila
serogroup 1 antigens in urine by RIA or
EIA

e Fourfold rise in L. pneumophila serogroup
1 antibody titer to >1:128 in paired acute
and convalescent sera by indirect IFA.

_,_%
~N
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Table 10. Specific Site Algorithm for Pneumonia in Immunocompromised Patients (PNU3)

Radiology Signs/Symptoms Laboratory
Two or more serial Patient who is At least one of the following: \\ ¢
chest radiographs with immunocompromised'? has at least \
at least one of the one of the following: e Matching positive blood ’§
following'*: sputum cultures with Candida
e Fever (>38°C or >100.4°F) spp.'*"?
e New or progressive
and persistent e For adults >70 years old, altered e Evidence of
infiltrate mental status with no other Pneumocyﬁm Inii from
recognized cause minim taminated LRT
e Consolidation sp .g., BAL or
e New onset of purulent sputum’, or p specimen brushing)
e Cavitation change in character of sputum®, or mne of the following:
. @ncreased resp.irat'ory secpetions, or O Direct microscopic exam
e Pneumatoceles, in increased suctioning requireme
infants <1 year old r& o Positive culture of fungi

e New onset or worsening co @'
dyspnea, or tachypnea’

NOTE: In patients (b Any of the following from:
without underlying e Rales® or bronchlaN sounds
pulmonary or cardiac LABORATORY CRITERIA
disease (e.g., respiratory | e Worsening Q\ange (e.g., O, DEFINED UNDER PNU2
distress syndrome, desaturations ., Pa0,/FiO,
bronchopulmonary <2407, ifcreased oxygen
dysplasia, pulmonary reqgy s, or increased
edema, or chronic Ve& t demand)
obstructive pulmonary |,
disease), one definitive @noptysm
chest radlograph is
acceptable.’ Q’ e Pleuritic chest pain
Footnotes to ithms:
1. Occasj > in nonventilated patients, the diagnosis of healthcare-associated pneumonia may be
quit r on the basis of symptoms, signs, and a single definitive chest radiograph. However, in

ients with pulmonary or cardiac disease (for example, interstitial lung disease or congestive heart
re), the diagnosis of pneumonia may be particularly difficult. Other noninfectious conditions (for
xample pulmonary edema from decompensated congestive heart failure) may simulate the
& presentation of pneumonia. In these more difficult cases, serial chest radiographs must be examined
to help separate infectious from noninfectious pulmonary processes. To help 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 diagnosis. Pneumonia may have rapid onset 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 noninfectious
process such as atelectasis or congestive heart failure.
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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. *

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
these data qualitatively (e.g., “many WBCs” or “few squames”), be sure their descriptors gatctthis
definition of purulent sputum. This laboratory confirmation is required because written @al
descriptions of purulence are highly variable. .

4. A single notation of either purulent sputum or change in character of the sputum \meaningful;
repeated notations over a 24-hour period would be more indicative of the onge infectious
process. Change in character of sputum refers to the color, consistency, 0‘1(;% Quantity.

5. In adults, tachypnea is defined as respiration rate >25 breaths per minut \ pnea is defined as
>75 breaths per minute in premature infants born at <37 weeks gestati until the 40th week; >60
breaths per minute in infants <2 months old; >50 breaths per minu@ ants 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 rati&e arterial tension (PaQ,) to the

inspiratory fraction of oxygen (FiO,).

8. Care must be taken to determine the etiology of pneu in a patient with positive blood cultures
and radiographic evidence of pneumonia, especi@li¥=if the patient has invasive devices in place such
as intravascular lines or an indwelling urinary®gtheé€r. In general, in an immunocompetent patient,
blood cultures positive for coagulase-neg staphylococci, common skin contaminants, and yeasts
will not be the etiologic agent of the p .

9. Refer to threshold values for cultured spegiphens (Table 11). An endotracheal aspirate is not a
minimally-contaminated specimen. heretore, an endotracheal aspirate does not meet the laboratory
criteria for PNU2 or PNU3.

10. Once laboratory-confirmed du eumonia because of respiratory syncytial virus (RSV),
adenovirus, or influenzayvi ave been identified in a hospital, a clinician’s presumptive diagnosis
of these pathogens ingub nt cases with similar clinical signs and symptoms is an acceptable
criterion for presenc ealthcare-associated infection.

11. Scant or watery s is commonly seen in adults with pneumonia due to viruses and Mycoplasma
although someti e sputum may be mucopurulent. In infants, pneumonia due to RSV or influenza

um. Patients, except premature infants, with viral or mycoplasmal pneumonia may
exhibit fe@ Mighs or symptoms, even when significant infiltrates are present on radiographic exam.

12. Few b

13, undbcompromised patients include those with neutropenia (absolute neutrophil count <500/mm?’),
mia, lymphoma, HIV with CD4 count <200, or splenectomy; those who are early
Qosttransplanta‘[ion, are on cytotoxic chemotherapy, or are on high-dose steroids (e.g., >40mg of
& prednisone or its equivalent [>160mg hydrocortisone, >32mg methylprednisolone, >6mg

dexamethasone, >200mg cortisone] daily for >2 weeks).

14. Blood and sputum specimens must be collected within 48 hours of each other.

15. Semiquantitative or nonquantitative cultures of sputum obtained by deep cough, induction, aspiration,
or lavage are acceptable. If quantitative culture results are available, refer to algorithms that include
such specific laboratory findings.
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Table 11. Threshold values for cultured specimens used in the pneumonia criteria

Specimen collection/technique Values

Lung parenchyma* >10* CFU/g tissue * .
Bronchoscopically (B) obtained specimens Q\

Bronchoalveolar lavage (B-BAL) >10* CFU/ml O

Protected BAL (B-PBAL) >10* CFU/ml

Protected specimen brushing (B-PSB) >10° CFU/ml OQ

*

Nonbronchoscopically (NB) obtained (blind) specimens \

NB-BAL >10" CF

NB-PSB >10°,CF

CFU = colony forming units \\

g = gram @'

ml = milliliter A

* Open-lung biopsy specimens and immediate post-mortem specim obtained by transthoracic or

transbronchial biopsy
REPR-REPRODUCTIVE TRACT INFECTION‘b6

EMET-Endometritis \

Endometritis must meet at least 1 of the foﬁ%@criteria:
1. Patient has organisms cultured fro id (including amniotic fluid) or tissue from endometrium
obtained during an invasive pr or biopsy.

2. Patient has at least 2 of the followMg signs or symptoms: fever (>38°C), abdominal pain*, uterine
tenderness*, or purulent dx e from uterus*.

* With no other recog‘&qd use

Reporting instructio
e Report pos endometritis as a healthcare-associated infection unless the amniotic fluid is

infected ime of admission or the patient was admitted more than 2 days after rupture of the
mem Day 1 = rupture day)

EP@isiotomy infection

& isiotomy infections must meet at least 1 of the following criteria:

1. Postvaginal delivery patient has purulent drainage from the episiotomy.
2. Postvaginal delivery patient has an episiotomy abscess.

Comment
e Episiotomy is not considered an operative procedure in NHSN.
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OREP-Other infection of the male or female reproductive tract (epididymis, testes, prostate,
vagina, ovaries, uterus, or other deep pelvic tissues, excluding endometritis or vaginal cuff
infections)

.
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. Q

2. Patient has an abscess or other evidence of infection of affected site seen during an invasiyg proe€dure
or histopathologic examination. 6

3. Patient has 2 of the following signs or symptoms: fever (>38°C), nausea*, vomiting ,
tenderness*, or dysuria* \

and @
at least 1 of the following: S 6

a. organisms cultured from blood

b. physician diagnosis. @\

* With no other recognized cause

Reporting instructions 5@

e Report endometritis as EMET.

e Report vaginal cuff infections as VCUF. 6@'
VCUF-Vaginal cuff infection \‘b
Vaginal cuff infections must meet at least ¥0 Qollowing criteria:
1. Posthysterectomy patient has puruleffdrainage from the vaginal cuff.

2. Posthysterectomy patient has a @s at the vaginal cuff.
3. Posthysterectomy patient has pathggens cultured from fluid or tissue obtained from the vaginal cuff.

*
Reporting instruction \
e Report vaginal cu&ctions as SSI-VCUF.

&
~N
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SSI-SURGICAL SITE INFECTION

DIP/DIS-Deep incisional surgical site infection

Deep incisional SSI must meet the following criterion: $
Infection occurs within 30 or 90 days after the NHSN operative procedure according to the list in T

12

and

involves deep soft tissues of the incision (e.g., fascial and muscle layers) Q
and \O

patient has at least one of the following:

a. purulent drainage from the deep incision @

b. a deep incision that spontaneously dehisces or is deliberately opened bé eon and is culture-
positive or not cultured
and @
patient has at least one of the following signs or symptoms: fﬁ 8°C); localized pain or
tenderness. A culture-negative finding does not meet this critert

c. an abscess or other evidence of infection involving th cision is found on direct
examination, during invasive procedure, or by histo gic examination or imaging test.

d. diagnosis of a deep incisional SSI by a surgeon o ng physician.

Comments ('b

There are two specific types of deep incisional SS

1. Deep Incisional Primary (DIP) — a deep in SI that is identified in a primary incision in a
patient that has had an operation with o ﬁre incisions (e.g., C-section incision or chest incision
for CBGB)

2. Deep Incisional Secondary (DIS) — akei) incisional SSI that is identified in the secondary incision in
a patient that has had an operatj ore than one incision (e.g., donor site [leg] incision for

CBGB)
9
Reporting instructions \{
o (lassify infection involves both superficial and deep incisional sites as deep incisional SSI.
o Classify infecti involves superficial incisional, deep incisional, and organ/space sites as deep
incisional SSI} is considered a complication of the incision.

O
. 6®

~N
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Organ/space surgical site infection
Organ/Space SSI must meet the following criterion:

.
Infection occurs within 30 or 90 days after the NHSN operative procedure according to the list in Tabk\*
12 Z \
and Q
infection involves any part of the body, excluding the skin incision, fascia, or muscle layers, that i
opened or manipulated during the operative procedure

and . \O

patient has at least 1 of the following: \

a. purulent drainage from a drain that is placed into the organ/space @
b. organisms isolated from an aseptically-obtained culture of fluid or ti,ss‘é e organ/space
fi

c. an abscess or other evidence of infection involving the organ/spac ound on direct
examination, during invasive procedure, or by histopathologic e yttion or imaging test
d. diagnosis of an organ/space SSI by a surgeon or attending phx@ 4
and
meets at least one criterion for a specific organ/space infection s@sd in Table 13.

Comments
Because an organ/space SSI involves any part of the body, uding the skin incision, fascia, or muscle
layers, that is opened or manipulated during the opetatpeg procedure, the criterion for infection at these

body sites must be met in addition to the organ/sp criteria. For example, an appendectomy with
subsequent subdiaphragmatic abscess would orted as an organ/space SSI at the intraabdominal
specific site (SSI-IAB) when both organ/s and IAB criteria are met. Table 13 lists the specific

sites that must be used to differentiate organ/ e SSI.

Reporting instructions 9
e [f a patient has an infection m& organ/space being operated on in the first 2-day period of
hospitalization and the syigigal incision was closed primarily, subsequent continuation of this
infection type duri th& ainder of the surveillance period is considered an organ/space SSI, if
organ/space SSI a l_K%Qe:-speciﬁc infection criteria are met. Rationale: Risk continuing or new
infection is consj to be minimal when a surgeon elects to close a wound primarily.
@s following cardiac surgery that is accompanied by osteomyelitis as SSI-MED

e Report med
rather than@BONE.
o If meni MEN) and a brain abscess (IC) are present together after operation, report as SSI-IC.
o Repeit shunt infection as SSI-MEN if it occurs within 90 days of placement; if later or after
mamypulation/access, it is considered CNS-MEN and is not reportable as a SSI.
. %port spinal abscess with meningitis as SSI-MEN following spinal surgery.

,Q(\
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SIP/SIS-Superficial incisional surgical site infection

Superficial incisional SSI must meet the following criterion:

.
Infection occurs within 30 days after any NHSN operative procedure, including those coded as ‘OTH’\*
and Q
involves only skin and subcutaneous tissue of the incision O
and
patient has at least 1 of the following: Q

a. purulent drainage from the superficial incision

*
b. organsims isolated from an aseptically-obtained culture of fluid or tissue fr(%e superficial

incision

c. superficial incision that is deliberately opened by a surgeon and is cult@ itive or not
cultured \\
and @
patient has at least one of the following signs or symptoms 0&% on: pain or tenderness;

localized swelling; redness; or heat. A culture negative finding dBes not meet this criterion
d. diagnosis of superficial incisional SSI by the surgeon (K ing physician

*http://www.cdc. gov/nhsn/XLS/ICD—9—cmCODEScurrent@

Comments
There are two specific types of superficial incisiongNS S#s
1. Superficial Incisional Primary (SIP) — a su; iaPincisional SSI that is identified in the primary
incision in a patient that has had an ope th one or more incisions (e.g., C-section incision or

chest incision for CBGB)
2. Superficial Incisional Secondary (SI&—) a superficial incisional SSI that is identified in the secondary
incision in a patient that has @ peration with more than one incision (e.g., donor site [leg]

incision for CBGB)
0\9
Reporting instructions
¢ Do not report a bscess (minimal inflammation and discharge confined to the points of suture

penetration) infection.
e Do not re &t Mlocalized stab wound or pin site infection as SSI. It would be considered either a
r soft tissue (ST) infection, depending on its depth.

. ﬁeep incisional SSI only.
the superficial incisional infection extends into the fascial or muscle layers, report as a deep

incisional SSI only.

e An infected circumcision site in newborns is classified as CIRC. Circumcision is not an NHSN
operative procedure.

¢ An infected burn wound is classified as BURN.

January 2013 17-38


http://www.cdc.gov/nhsn/XLS/ICD-9-cmCODEScurrent.xlsx

HAI Definitions

Table 12. Surveillance Period for Deep Incisional or Organ/Space SSI Following Selected NHSN
Operative Procedure Categories

30-day Surveillance
Code Operative Procedure Code Operative Procedure )ﬁ ¢
AAA Abdominal aortic aneurysm repair LAM Laminectomy Q>
AMP Limb amputation LTP Liver transplant e
APPY Appendix surgery NECK | Neck surgery N
AVSD Shunt for dialysis NEPH Kidney surgery JR QS
BILI Bile duct, liver or pancreatic surgery OVRY | Ovarian surgery = o_ M
CEA Carotid endarterectomy PRST Prostate surgery .&\
CHOL Gallbladder surgery REC Rectal surgery m
COLO Colon surgery SB Small bowal s@
CSEC Cesarean section SPLE Spleen sur
GAST Gastric surgery THOR | Thoracj ry
HTP Heart transplant THYR | Thyrei or parathyroid surgery
HYST Abdominal hysterectomy VHYS | Vaginal hysterectomy
KTP Kidney transplant XLAP ratory laparotomy
OoT er operative procedures not
5 included in the NHSN categories
90-day Sur@@illance
Code Operative Procedure 7
BRST Breast surgery N
CARD Cardiac surgery
CBGB Coronary artery bypass graft with Mh chest and donor site incisions
CBGC Coronary artery bypass gr: {nh chest incision only
CRAN Craniotomy
FUSN Spinal fusion
FX Open reduction re
HER Hernlorrhaphk
HPRO Hip prosthe
KPRO | Knee prq%
PACE Pace rgery
PVBY i vascular bypass surgery

~N

January 2013
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Table 13. Specific Sites of an Organ/Space SSI

Code Site Code Site
BONE | Osteomyelitis INT Joint or bursa
BRST | Breast abscess or mastitis LUNG | Other infections of the respiratory tract .
CARD | Myocarditis or pericarditis MED Mediastinitis \$
DISC Disc space MEN Meningitis or ventriculitis A@
EAR Ear, mastoid ORAL | Oral cavity (mouth, tongue, or gums()‘
EMET | Endometritis OREP | Other infections of the male or fpmale
reproductive tract ,\@

ENDO | Endocarditis OUTI | Other infections of the u ct
EYE Eye, other than conjunctivitis SA Spinal abscess without itis
GIT GI tract SINU | Sinusitis ¢
HEP Hepatitis UR Upper respirat cd
IAB Intraabdominal, not specified VASC | Arterial or ve fection

elsewhere 1
IC Intracranial, brain abscess or dura VCUF | Vaginal ¢y

SST-SKIN AND SOFT TISSUE INFECTION

BRST-Breast abscess or mastitis

A breast abscess or mastitis must meet at least

xO

m ;ollowing criteria:

1. Patient has a positive culture of affectedbreasttissue or fluid obtained by invasive procedure.

2. Patient has a breast abscess or other
histopathologic examination.
3. Patient has fever (>38°C) and |

and

physician diagnosis of br& cess.

January 2013
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BURN-Burn infection

Burn infections must meet at least 1 of the following criteria:

.
1. Patient has a change in burn wound appearance or character, such as rapid eschar separation, or dar@

brown, black, or violaceous discoloration of the eschar, or edema at wound margin Q
and O
histologic examination of burn biopsy shows invasion of organisms into adjacent viable tiggue.

2. Patient has a change in burn wound appearance or character, such as rapid eschar separaﬂ&r dark

brown, black, or violaceous discoloration of the eschar, or edema at wound margin ¢
and Q
at least 1 of the following:
a. organisms cultured from blood in the absence of other identifiable igfe
b. isolation of herpes simplex virus, histologic identification of inclu% light or electron
microscopy, or visualization of viral particles by electron micros@g biopsies or lesion
scrapings.

3. Patient with a burn has at least 2 of the following signs or symptgms: f€ver (>38°C) or hypothermia
(<36°C), hypotension*, oliguria* (<20 cc/hr), hyperglycemi iously tolerated level of dietary
carbohydrate*, or mental confusion* K
and @

at least 1 of the following:

a. histologic examination of burn biopsy shovﬁbasion of organisms into adjacent viable tissue

b. organisms cultured from blood \d

c. isolation of herpes simplex virus, his ic Ydentification of inclusions by light or electron
microscopy, or visualization of vi les by electron microscopy in biopsies or lesion
scrapings.

* With no other recognized cause K

Comments s\o

e Purulence alone at thesb ound site is not adequate for the diagnosis of burn infection; such
purulence may reflgct i plete wound care.

e Feveraloneinab atient is Not adequate for the diagnosis of a burn infection because fever may
be the result of § rauma or the patient may have an infection at another site.
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CIRC-Newborn circumcision infection

Circumcision infection in a newborn (<30 days old) must meet at least 1 of the following criteria:

.
1. Newborn has purulent drainage from circumcision site. $
2 Q

. Newborn has at least 1 of the following signs or symptoms with no other recognized cause at
circumcision site: erythema, swelling, or tenderness
and
pathogen cultured from circumcision site. ?
3. Newborn has at least 1 of the following signs or symptoms with no other recognized, c@ t
circumcision site: erythema, swelling, or tenderness \>
and
skin contaminant (i.e., diphtheroids [Corynebacterium spp], Bacillus [not B
Propionibacterium spp, coagulase-negative staphylococci [including S epi
streptococci, Aerococcus spp, Micrococcus spp) is cultured from circu@;
and
physician diagnosis of infection or physician institutes appropriate therapy.

N\

DECU-Decubitus ulcer infection, including both super(&bfd deep infections

is] spp,
is], viridans group
site

Decubitus ulcer infections must meet the following ﬁbon:

Patient has at least 2 of the following signs or %ns with no other recognized cause: redness,
tenderness, or swelling of decubitus woun
and
at least 1 of the following: S
a. organisms cultured from collected fluid or tissue (see Comments)
b. organisms cultured from d.

Comments ‘\6

o Purulent drainage is not sufficient evidence of an infection.

e Organisms cult m the surface of a decubitus ulcer are not sufficient evidence that the ulcer is
infected. A ety collected specimen from a decubitus ulcer involves needle aspiration of fluid
or biopsy oésue from the ulcer margin.

&
&Y
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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 Q

physician diagnosis of skin infection. O
2. Infant has 1 or more pustules

and OQ

physician institutes appropriate antimicrobial therapy.

*
Reporting instructions @\
N\

* Do not report erythema toxicum and noninfectious causes of pustulosiss

>
SKIN-Skin infection A

Skin infections must meet at least 1 of the following criteria: \'@

1. Patient has purulent drainage, pustules, vesicles, or boil&ﬂ@'
2. Patient has at least 2 of the following signs or symptom h no other recognized cause: pain or
tenderness, localized swelling, redness, or heat %
and
at least 1 of the following:
a. organisms cultured from aspirate ge from affected site; if organisms are normal skin
flora (i.e., diphtheroids [Corynebact@gtim spp], Bacillus [not B anthracis] spp,
Propionibacterium spp, coagulse-negative staphylococci [including S epidermidis], viridans

group streptococci, Aero p, Micrococcus spp), they must be a pure culture
b. organisms cultured from
c. positive laboratory¢e formed on infected tissue or blood (e.g., antigen tests for herpes

simplex, varicella zoSg¥/ H influenzae, or N meningitidis)
d. multinucleated gidgt cells seen on microscopic examination of affected tissue
e. diagnostic @tibody titer (IgM) or 4-fold increase in paired sera (IgG) for pathogen.

Reporting instr@ns
e Report litis in infants as UMB.

e Repelt Wftctions of the circumcision site in newborns as CIRC.
* Re ustules in infants as PUST.
3 @port infected decubitus ulcers as DECU.
eport infected burns as BURN.
& Report breast abscesses or mastitis as BRST.
e 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 BSL
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ST-Soft tissue infection (necrotizing fascitis, infectious gangrene, necrotizing cellulitis, infectious
myositis, lymphadenitis, or lymphangitis)

Soft tissue infections must meet at least 1 of the following 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 infection seen during an invasive procedure or
histopathologic examination.

4. Patient has at least 2 of the following signs or symptoms at the affected site with noecognized

\*.
o)

cause: localized pain or tenderness, redness, swelling, or heat \
and @
at least 1 of the following: . 6
a. organisms cultured from blood \
b. positive laboratory test performed on blood or urine (e.g., antige or H influenzae, S

pneumoniae, N meningitidis, Group B Streptococcus, or Cand,j% )
c. diagnostic single antibody titer (IgM) or 4-fold increase in Eaire sera (IgQG) for pathogen.

Reporting instructions \
e Report infected decubitus ulcers as DECU. 6@'
e Report infection of deep pelvic tissues as OREP

¢ Even if there are clinical signs or symptoms o%ized infection at a vascular access site, but no
other infection can be found, the infection iNl fered a primary BSL.

UMB-Oomphalitis (L

Omphalitis in a newborn (<30 da ust meet at least 1 of the following criteria:

1. Patient has erythema andéo us drainage from umbilicus

and
at least 1 of the follo \

a. organisms c from drainage or needle aspirate
b. organis% ed from blood.
e

2. Patient has hema and purulence at the umbilicus.

. @10 accompanying blood culture or a blood culture is negative.

,Q(\
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SYS-SYSTEMIC INFECTION

DI-Disseminated infection

of infection, usually of viral origin, and with signs or symptoms with no other recognized cau

.
Disseminated infection is infection involving multiple organs or systems, without an apparent single ;A
compatible with infectious involvement of multiple organs or systems.

Reporting instructions Q
e Use this code for viral infections involving multiple organ systems (e.g., measle, ,@nps, rubella,
varicella, erythema infectiosum). These infections often can be identified by c& criteria alone.

Do not use this code for healthcare—associated infections with multipl tic sites, such as
with bacterial endocarditis; only the primary site of these infections shqul ported.
® Do not report fever of unknown origin (FUO) as DI.
e Report viral exanthems or rash illness as DI. : @
UTI-URINARY TRACT INFECTION \

Table 14. Urinary Tract Infection Criteria 6

Criterion Urinary Tract Infection (UTI) '

Asymptomatic Bacteremic Urja@’kr‘aﬁt Infection (ABUTI)

patient, no fever (>38°C); urg ; frequency; dysuria; suprapubic tenderness; costovertebral
angle pain or tenderness fof a patient <1 year of age; no fever (>38°C core); hypothermia
(<36°C core); apneg; ardia; dysuria; lethargy; or vomiting)

and ?\

a positive urine %re of >10° CFU/ml with no more than 2 species of uropathogen
microorganis ee Comments section below).

and

a positiv@od culture with at least 1 matching uropathogen microorganism to

the urg ture, or at least 2 matching blood cultures drawn on separate occasions if the
mafchiite pathogen is a common skin commensal.

Patient with* or without an Wg urinary catheter has no signs or symptoms (i.e., for any age

L placement being Day 1, and catheter was in place when all elements of this criterion were first

6 %ient had an indwelling urinary catheter in place for >2 calendar days, with day of device
% present together.
*

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

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

(See complete list of uropathogen microorganisms.)
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Criterion

Urinary Tract Infection (UTI)

Other Urinary Tract Infection (OUTI) (kidney, ureter, bladder, urethra, or tissue
surrounding the retroperineal or perinephric space)

Other infections of the urinary tract must meet at least 1 of the following criteria: \A ¢

1. Patient has microorganisms isolated from culture of fluid (other than urine) or tiss@h I
affected site. 'a

2. Patient has an abscess or other evidence of infection seen on direct examinatjon, ¥effing an
invasive procedure, or during a histopathologic examination.

localized tenderness at the involved site*

and &
at least 1 of the following: 6

3. Patient has at least 2 of the following signs or symptoms: fever (>38°Cﬁized pain*, or

*
a. purulent drainage from affected site
b. microorganisms cultured from blood that are comp ith suspected site of infection
c. imaging test evidence of infection (e.g., abnormgl&_n ound, CT scan, magnetic
1

resonance imaging [MRI], or radiolabel scan [gallithn, technetium]).
* With no other recognized cause

4. Patient <1 year of age has at least 1 of the fo M‘g’signs or symptoms: fever (>38°C core),
hypothermia (<36°C core), apnea*, brady , lethargy™*, or vomiting*

and

at least 1 of the following: (h
a. purulent drainage from affefgd si
b. microorganisms cultur m blood that are compatible with suspected site of infection
c. imaging test eviden ction, (e.g., abnormal ultrasound, CT scan, magnetic

resonance imaging [ , or radiolabel scan [gallium, technetium]).
* With no other recognized cause

Comment

e Report infectio ing circumcision in newborns as SST-CIRC.

Symptomatic UrinarwTract Infection (SUTI)
Must meet at TQ( of the following criteria

'\
\(‘\\‘a

N

Patient ha indwelling urinary catheter in place for >2 calendar days, with day of device
placem ing Day 1, and catheter was in place time when all elements of this criterion were
first péa

together.
W
t 1 of the following signs or symptoms: fever (>38°C); suprapubic tenderness*;
tovertebral angle pain or tenderness®
L and
a positive urine culture of >10° colony-forming units (CFU)/ml with no more than 2 species of
microorganisms.

OR

Patient had an indwelling urinary catheter in place for >2 calendar days and had it removed the
day of or the day before all elements of this criterion were first present together

and

at least 1 of the following signs or symptoms: fever (>38°C); urgency™; frequency™; dysuria*;
suprapubic tenderness™; costovertebral angle pain or tenderness*

and

January 2013
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'\
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N

Criterion Urinary Tract Infection (UTI)
a positive urine culture of >10° colony-forming units (CFU)/ml with no more than 2 species of
microorganisms.
*With no other recognized cause o\ .
1b Patient did not have an indwelling urinary catheter in place at the time of or the day b@
elements of this criterion were first present together
and
has at least 1 of the following signs or symptoms: fever (>38°C) in a patient t is_g years of
age; urgency”™; frequency™; dysuria*; suprapubic tenderness*; costovertebr; % pain or
tenderness™ ¢ é
and Q
a positive urine culture of >10° CFU/ml with no more than 2 speci s@wroorganisms.
*With no other recognized cause .
2a Patient had an indwelling urinary catheter in place for >2 cale ays, with day of device

ts of this criterion were first

placement being Day 1, and catheter was in place when al
present together

and

at least 1 of the following signs or symptoms: fev\'@"C); suprapubic tenderness™;
costovertebral angle pain or tenderness* ®

and

at least 1 of the following findings:
a. positive dipstick for leukocytdeétarase and/or nitrite
b. pyuria (urine specimen wit ite blood cells [WBC]/mm® of unspun urine or >5
WBC/high power field @1‘}: rine)
¢. microorganisms seeif 0 ’s stain of unspun urine
and
a positive urine culture @Oz’ and <10° CFU/ml with no more than 2 species of microorganisms.

L\ or

-
*
Patient wit an&elling urinary catheter in place for >2 calendar days and had it removed the
day of or y before all elements of this criterion were first present together

and

at 1 1 )8f the following signs or symptoms: fever (>38°C); urgency™*; frequency™; dysuria*;
supigapubic tenderness™; costovertebral angle pain or tenderness™

east 1 of the following findings:
a. positive dipstick for leukocyte esterase and/or nitrite
b. pyuria (urine specimen with >10 WBC/mm’® of unspun urine or >5 WBC/high power field
of spun urine

c. microorganisms seen on Gram’s stain of unspun urine
and
a positive urine culture of >10° and <10° CFU/ml with no more than 2 species of microorganisms.
*With no other recognized cause
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Criterion

Urinary Tract Infection (UTI)

2b

Patient did not have an indwelling urinary catheter in place at the time of, or the day before all
elements of this criterion were first present together

and .
has at least 1 of the following signs or symptoms: fever (>38°C) in a patient that is <65 f
age; urgency™; frequency™; dysuria*; suprapubic tenderness®; costovertebral angle

tenderness™® 6

and

at least 1 of the following findings: Q

a. positive dipstick for leukocyte esterase and/or nitrite b

b. pyuria (urine specimen with >10 WBC/mm’® of unspun urine o C/high power field
of spun urine

c. microorganisms seen on Gram’s stain of unspun urine 6

and

a positive urine culture of >10° and <10° CFU/ml with no an 2 species of microorganisms.
*With no other recognized cause

Patient <1 year of age with** or without an indwellifBurinary catheter has at least 1 of the
following signs or symptoms: fever (>38°C core hermia (<36°C core); apnea™;
bradycardia*; dysuria*; lethargy™; vomitingg é.

and

a positive urine culture of >10°> CFU/ ith' Y10 more than 2 species of microorganisms. Elements
of the criterion must occur within aw rdme that does not exceed a gap of 1 calendar day.

*With no other recognized C?‘j(g

** Patient had an indwelljpg urthary catheter in place for >2 calendar days, with day of device
placement being Da 10 atheter was in place when all elements of this criterion were first
present together.

'\
\(‘\\‘a

N

Patient <1 year e With** or without an indwelling urinary catheter has at least 1 of the
following sigﬁ mptoms: fever (>38°C core); hypothermia (<36°C core); apnea*;
bradycardi&l%lria*; lethargy™; vomiting™
and
at leagt he following findings:
sitive dipstick for leukocyte esterase and/or nitrite

. pyuria (urine specimen with >10 WBC/mm® of unspun urine or >5 WBC/high power field
@' of spun urine
| c. microorganisms seen on Gram’s stain of unspun urine
and
a positive urine culture of between >10° and <10° CFU/ml with no more than two species of
microorganisms.

*With no other recognized cause
** Patient had an indwelling urinary catheter in place for >2 calendar days, with day of device

placement being Day 1, and catheter was in place when all elements of this criterion were first
present together.
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Criterion

Urinary Tract Infection (UTI)

Comments

o Elements of the criterion must occur within a timeframe that does not exceed a gap of 1
calendar day.

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

o Urinary catheter tips should not be cultured and are not acceptable for the diagn of a
urinary tract infection.

o Urine cultures must be obtained using appropriate technique, such as cle tch collection or
catheterization. Specimens from indwelling catheters should be aspi K@ough the
disinfected sampling ports.

¢ In infants, urine cultures should be obtained by bladder cathetel @f or suprapubic
aspiration; positive urine cultures from bag specimens are e and should be confirmed
by specimens aseptically obtained by catheterization or s ic aspiration.

e Urine specimens for culture should be processed as so ssible, preferably within 1 to 2
hours. If urine specimens cannot be processed withirﬁ()&minutes of collection, they should be
refrigerated, or inoculated into primary isolation @um before transport, or transported in an
appropriate urine preservative. Refrigerated sp&ifaghs should be cultured within 24 hours.

e Urine specimen labels should indicate whet not the patient is symptomatic.

e Report secondary bloodstream infection " for all cases of Asymptomatic Bacteremic
Urinary Tract Infection (ABUTI).

e Report only pathogens in both bl oﬁb urine specimens for ABUTI.

e Report Corynebacterium g@tive) as either Corynebacterium species unspecified

January 2013
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VAE - VENTILATOR-ASSOCIATED EVENT
VAC - Ventilator-Associated Condition

.
Patient has a baseline period of stability or improvement on the ventilator, defined by >2 calendar day&&
stable or decreasing daily minimum FiO, or PEEP values. The baseline period is defined as the two
calendar days immediately preceding the first day of increased daily minimum PEEP or FiO,. O
and
After a period of stability or improvement on the ventilator, the patient has at least one of th@owing
indicators of worsening oxygenation: .

1. Increase in daily minimum FiO, of >0.20 (20 points) over the daily minimu i%\ufhe baseline
period, sustained for >2 calendar days. .
2. Increase in daily minimum PEEP values of >3 ¢cmH,0 over the daily miN EEP in the baseline

period, sustained for >2 calendar days. @

IVAC - Infection-related Ventilator-Associated Complication E

Patient meets criteria for VAC \

and

on or after calendar day 3 of mechanical ventilation and w 2 calendar days before or after the onset of
worsening oxygenation, the patient meets both of th wing criteria:

1. Temperature >38°C or <36°C, OR white b@l count >12,000 cells/mm? or <4,000 cells/mm’
and
2. A new antimicrobial agent(s) (Table IS%Qrted, and is continued for >4 calendar days.
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Table 15. List of Antimicrobials Agents Eligible for IVAC, Possible and Probable VAP

Antimicrobial Agent

Antimicrobial Antimicrobial

Antimicrobial

Category Class® Subclass®
AMANTADINE Anti-influenza = M2 ion channel inhibitors * .
AMIKACIN Antibacterial = Aminoglycosides Q\
AMOXICILLIN Antibacterial | Penicillins Aminopenicillin
AMOXICILLIN/ Antibacterial | Penicillins B-lactam/ B-lactamase
CLAVULANATE inhibitor co %
AMPHOTERICIN B Antifungal Polyenes ‘\
AMPHOTERICIN B Antifungal Polyenes ®\
LIPOSOMAL .
AMPICILLIN Antibacterial = Penicillins enicillin
AMPICILLIN/ Antibacterial = Penicillins ctam/ B-lactamase
SULBACTAM A hibitor combination
ANIDULAFUNGIN Antifungal Echinocandins
AZITHROMYCIN Antibacterial Macrolides \@
AZTREONAM Antibacterial Monobactﬁ' 2 )'
CASPOFUNGIN Antifungal Echinegan
CEFACLOR Antibacterial Ce@orins Cephalosporin 2™ generation
CEFADROXIL Antibacterial halosporins Cephalosporin 1* generation
CEFAZOLIN Antibacterial ¢phalosporins Cephalosporin 1* generation
CEFDINIR Antibacteal " Cephalosporins Cephalosporin 3™ generation
CEFDITOREN Anti@l Cephalosporins Cephalosporin 3™ generation
CEFEPIME . A%'l?ac erial = Cephalosporins Cephalosporin 4™ generation
CEFIXIME \ acterial = Cephalosporins Cephalosporin 3™ generation
CEFOTAXIME @, Antibacterial = Cephalosporins Cephalosporin 3™ generation
CEFOTETAN 0 Antibacterial = Cephalosporins Cephamycin
CEFOXITIN Q Antibacterial | Cephalosporins Cephamycin
CEFPODO @ Antibacterial = Cephalosporins Cephalosporin 3™ generation
CEFPRO Antibacterial = Cephalosporins Cephalosporin 2™ generation
CEF@DLINE Antibacterial = Cephalosporins Cephalosporin with anti-
MRSA activity
%E TAZIDIME Antibacterial | Cephalosporins Cephalosporin 3™ generation
FTIBUTEN Antibacterial = Cephalosporins Cephalosporin 3™ generation
CEFTIZOXIME Antibacterial Cephalosporins Cephalosporin 3™ generation
CEFTRIAXONE Antibacterial | Cephalosporins Cephalosporin 3™ generation
CEFUROXIME Antibacterial | Cephalosporins Cephalosporin 2™ generation
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Antimicrobial Agent

Antimicrobial

Antimicrobial

Antimicrobial

Category Class? Subclass®
CEPHALEXIN Antibacterial = Cephalosporins Cephalosporin 1* generation
CHLORAMPHENICOL Antibacterial | Phenicols * ¢
CIPROFLOXACIN Antibacterial | Fluoroquinolones Q\
CLARITHROMYCIN Antibacterial = Macrolides O
CLINDAMYCIN Antibacterial | Lincosamides Q
COLISTIMETHATE Antibacterial = Polymyxins . O
DAPTOMYCIN Antibacterial | Lipopeptides \§
DICLOXACILLIN Antibacterial | Penicillins Ppn&e-stable penicillins
DORIPENEM Antibacterial Carbapenems \\
DOXYCYCLINE Antibacterial | Tetracyclines A@
ERTAPENEM Antibacterial | Carbapenems
ERYTHROMYCIN Antibacterial = Macrolides \@'
ERYTHROMYCIN/ Antibacterial = Folate path ibitors/
SULFISOXAZOLE Sulfonami
FIDAXOMICIN Antibacterial =~ Mac ic
FLUCONAZOLE Antifungal AZN
FOSFOMYCIN Antibacterial %omycins
GEMIFLOXACIN Antibacterial luoroquinolones
GENTAMICIN Antibal & Aminoglycosides
IMIPENEM/ Antikgal Carbapenems
CILASTATIN
ITRACONAZOLE @ungal Azoles
LEVOFLOXACIN (b.\Antibacterial Fluoroquinolones
LINEZOLID 0 Antibacterial Oxazolidinones
MEROPENEM Q Antibacterial Carbapenems
METRONID, Antibacterial | Nitroimidazoles
MICAF Antifungal Echinocandins
MIN(@CLINE Antibacterial Tetracyclines
w 5'5 LOXACIN Antibacterial = Fluoroquinolones
&A CILLIN Antibacterial | Penicillins Penicillinase-stable penicillins
NITROFURANTOIN Antibacterial = Nitrofurans
OSELTAMIVIR Anti-influenza = Neuraminidase inhibitors
OXACILLIN Antibacterial | Penicillins Penicillinase-stable penicillins
PENICILLIN G Antibacterial | Penicillins Penicillin
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Antimicrobial Agent

Antimicrobial

Antimicrobial Antimicrobial

Category Class? Subclass®

PENICILLIN V Antibacterial Penicillins Penicillin
PIPERACILLIN Antibacterial = Penicillins Ureidopenicillin $
PIPERACILLIN/ Antibacterial ~ Penicillins B-lactam/ B-lactamase Q
TAZOBACTAM inhibitor combinatio
POLYMYXIN B Antibacterial = Polymyxins
POSACONAZOLE Antifungal Azoles OQ
QUINUPRISTIN/ Antibacterial | Streptogramins \
DALFOPRISTIN @
RIFAMPIN Antibacterial = Rifampin 6
RIMANTADINE Anti-influenza = M2 ion channel inhibitors
SULFAMETHOXAZOLE/ @ Antibacterial | Folate pathway inhibitor:
TRIMETHOPRIM A
SULFISOXAZOLE Antibacterial = Folate pathway inhfors
TELAVANCIN Antibacterial | Lipo-glycopep
TELITHROMYCIN Antibacterial | Ketolides
TETRACYCLINE Antibacterial Tetra%
TICARCILLIN/ Antibacterial Penigillfrfs B-lactam/ B-lactamase
CLAVULANATE inhibitor combination
TIGECYCLINE Antibacteria‘% cylcyclines
TINIDAZOLE Antibacte itroimidazoles
TOBRAMYCIN Ant1 Aminoglycosides
VANCOMYCIN b r1al Glycopeptides
VORICONAZOLE '\ ngal  Azoles
ZANAMIVIR \Antl influenza = Neuraminidase inhibitors

*Adapted from CLS &/ 2010

P
9

~N
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Possible VAP — Possible Ventilator-Associated Pneumonia
Patient meets criteria for VAC and IVAC

and .
on or after calendar day 3 of mechanical ventilation and within 2 calendar days before or after the ons&\
worsening oxygenation, ONE of the following criteria is met: Q

1. Purulent respiratory secretions (from one or more specimen collections)
a. Defined as secretions from the lungs, bronchi, or trachea that contain >25 neutroph d <10
squamous epithelial cells per low power field [lpf, x100]. . Q
b. If the laboratory reports semi-quantitative results, those results must be equi
quantitative thresholds.
2. Positive culture (qualitative, semi-quantitative or quantitative) of sputum®, e heal aspirate*,
bronchoalveolar lavage*, lung tissue, or protected specimen brushing* \\
*Excludes the following:
e Normal respiratory/oral flora, mixed respiratory/oral flora or equiy

¢ Candida species or yeast not otherwise specified @

o Coagulase-negative Staphylococcus species

e Enterococcus species
Probable VAP - Probable VentiIator-Associate@‘noma

Patient meets criteria for VAC and IVAC Q
and
on or after calendar day 3 of mechanical Fent 1on and within 2 calendar days before or after the onset of

o the above

worsening oxygenation, ONE of the fi ing criteria is met:

1. Purulent respiratory secretions (%&11 one or more specimen collections—and defined as for possible
VAP) .

and \
one of the following \

a. Positive cult @endotracheal aspirate*, >10° CFU/ml or equivalent semi-quantitative result

b. Positive éof bronchoalveolar lavage*, >10* CFU/ml or equivalent semi-quantitative result

c. PositiyduMure of lung tissue, >10* CFU/g or equivalent semi-quantitative result

d. Posi ulture of protected specimen brush*, >10° CFU/ml or equivalent semi-quantitative
dfu{h

*Samengrganism exclusions as noted for Possible VAP.
2. f the following (without requirement for purulent respiratory secretions):
? Positive pleural fluid culture (where specimen was obtained during thoracentesis or initial
Q placement of chest tube and NOT from an indwelling chest tube)

b. Positive lung histopathology

c. Positive diagnostic test for Legionella spp.

d. Positive diagnostic test on respiratory secretions for influenza virus, respiratory syncytial virus,

adenovirus, parainfluenza virus, rhinovirus, human metapneumovirus, coronavirus
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Appendix 1. Secondary Bloodstream Infection (BSI) Guide (not applicable to
Ventilator-associated Events)

What is the meaning of the statement “not related to infection at another site” in relation to a $ *
positive blood culture? Q

The purpose of using the CDC/NHSN infection criteria is to identify and consistently categorize O
infections that are healthcare-associated into major and specific infection sites or types. SevefalNef the

criteria include the caveat that signs, symptoms, and/or laboratory findings cannot be rele @ infection

at another site. When assessing positive blood cultures in particular, one must be sur%x ere is no

other CDC-defined primary site of HAI that may have seeded the bloodstream sgc ; otherwise the

bloodstream infection may be misclassified as a primary BSI or erroneously gss with the use of a
central line, i.e., called a CLABSI. \\
Below are listed several scenarios that may occur with guidance on how tinguish between the

primary or secondary nature of a BSI, along with the definition of “matchlitg organisms”, and important
notes and reporting instructions.

1. Blood and site-specific specimen cultures match fo t@t one organism: In a patient suspected
of having an infection, blood and a site-specific specifien)are collected for culture and both are
positive for at least one matching organism. If tkfﬁ;speciﬁc culture is an element used to meet the
infection site criterion, then the BSI is considdrgd ndary to that site-specific infection.

a. Example: Patient meets HAI criteri mmptomatic urinary tract infection (suprapubic
tenderness and >10° CFU/ml of b nd blood culture from the same date grows E. coli.
This is an HAI SUTI with a seco@ BSI and the reported organism is E. coli.

b. Example: Patient meets HAI efiterid for a symptomatic urinary tract infection (suprapubic
tenderness and >10° CF|g/ . coli) and blood culture from the same date grows E. coli and
P. aeruginosa. This is a UTI with a secondary BSI and the reported organisms are E.
coli and P. aerugipogegsince P. aeruginosa is a logical pathogen for this site of infection.

c. Example: Patient n%F Al criteria for a symptomatic urinary tract infection (suprapubic
tenderness and N0’ CFU/ml of E. coli) and blood culture from the same date grows E. coli and

S. epidermidi 1S is an HAT SUTI with a secondary BSI and the reported organism is only E.
coli, sincayth®sTngle common commensal S. epidermidis positive blood culture by itself does
not my criteria.

2. Blood @E-specific specimen cultures do not match: There are two scenarios that can occur
when&ent suspected of having an infection has blood and a site-specific specimen cultured but
. %)rg nisms do not match.
\ If the site-specific culture is an element used to meet the infection site criterion and the blood
isolate is also an element used to meet another criterion at the same infection site, then the BSI
& is considered secondary to that site-specific infection.

i. Example: Postoperative patient becomes febrile and complains of nausea and abdominal
pain. Blood and an aseptically-obtained T-tube drainage specimen are collected for
culture. A CT scan done that day shows fluid collection suggestive of infection. Culture
results show Escherichia coli from the drainage specimen but the blood grows
Bacteroides fragilis. Because the patient meets IAB criteria by positive site-specific
culture (IAB criterion 3a) and by positive blood culture as an element of a different

January 2013 17-56



HAI Definitions

criterion of the same infection site (IAB 3c¢), the blood is considered a secondary BSI to
an IAB and both organisms would be listed as the IAB infection pathogens. No primary

BSI would be reported.
*

b. If the site-specific culture is an element used to meet the infection site criterion and the bloo\*
isolate is not, then the BSI is considered a primary infection. Q

i. Example: Postoperative patient has an intraabdominal abscess (IAB) noted durin
reoperation and purulent material is obtained at that time which grows Eschegichia=€oli.
The patient spikes a fever two days later and blood culture shows Bacteroi gilis.
Because the organisms from the site and blood cultures do not match, & site-specific
criterion that includes positive blood culture as an element is met, bo & e-specific
infection (IAB criteria 1 and 2) and a primary BSI would be re

ii. Example: Unconscious ICU patient with a Foley catheter and c ne for past 4 days
spikes a fever; blood, urine and sputum specimens are collexu culture. The urine
culture grows >100,000 CFU/ml of Escherichia coli, bloo@ re grows Enterococcus
faecium, and sputum shows oral flora only. Because t isms from the urine and
blood cultures do not match, and a UTI criterion thgt incltides positive blood culture as an
element is not met, both a SUTI (criterion 1a) imary BSI would be reported.
This infection does not meet the ABUTI critep ce that requires at least one
matching uropathogen organism in urine a @d in an asymptomatic patient.

3. No site-specific specimen culture, only a posit ood culture: In a patient suspected of having an
infection, if the only specimen cultured is blogéanéAt grows a logical pathogen for the suspected
body site of infection, and a site-specific i iof¥ criterion is met, an element of which may or may
not include a positive blood culture, th onsidered secondary to that site-specific infection.

a. Example: Postoperative patient hasfasf abscess in the small bowel noted during reoperation. The
only specimen cultured is bload which grows B. fragilis. Because gastrointestinal tract infection
(GIT) criterion 1 is met @e surgically-identified abscess alone and because B. fragilis is a
logical pathogen for this f infection, the BSI is considered secondary to a GIT and B.
fragilis is listed ast T infection pathogen.

b. Example: Patiegt h 1-)aositive blood culture with E. coli proximal in time with fever,

a.

abdominal pai d CT scan evidence of intraabdominal abscess (IAB). This patient meets
IAB criteri hich includes a positive blood culture as one of its elements. The BSI is
considereéondary to the IAB and E. coli is listed as the IAB infection pathogen.

N %{idered a secondary BSI if another of the site-specific criteria that includes positive blood culture

element is met. Otherwise, the BSI is considered a primary BSI, even if another criterion for

at site is met and the blood isolate is a logical pathogen for the infection.

N

Example: Patient has purulent material from the IAB space cultured and it yields no growth.
The patient also has fever, abdominal pain, a positive blood culture with Pseudomonas
aeruginosa, and radiographic evidence of IAB infection. This patient does not meet IAB
criterion 1 (positive culture from purulent material) but does meet IAB criterion 3c, an element
of which is a positive blood culture (signs/symptoms plus positive blood culture plus
radiographic evidence). This BSI is considered secondary to the IAB and P. aeruginosa is listed

January 2013 17-57



HAI Definitions

as the IAB infection pathogen.

b. Example: Postoperative knee replacement patient with a central line spikes a fever; blood and
knee joint fluid are cultured. Only the blood cultures from at least two separate blood draws are
positive for S. epidermidis. No other INT infection criteria are met. This BSI should be reportedy o
as a CLABSI. *

c. Example: Patient has a central line in place for 10 days. Patient complains of knee joint Q
tenderness and limited range of motion. CT scan findings suggest joint (JNT) infection@
culture of a needle-aspirated joint fluid is negative. However, a blood culture from the saffie
time period grows S. aureus. This patient does not meet JNT criterion 1 (positive fgindfluid
culture) but does meet JNT criterion 3d (signs/symptoms plus imaging test ewj of
infection). Even though S. aureus is a logical pathogen for this infection sit 4 also a likely
pathogen for a CLABSI. This BSI should be reported as a CLABSI, nqt @pndary BSIL. Soin
this example, both a JNT infection and a CLABSI are reported. ,@

A matching organism is defined as one of the following: ®\

1.

2.

a. Example: A blood culture reported as Enterobacter ¢ nd an intraabdominal specimen of
Enterobacter cloacae are matching organisms.

b. Example: A blood culture reported as Enterobac cae and an intraabdominal specimen of
Enterobacter aerogenes are NOT matching org s as the species are different.

If the organism is less definitively identified in Iture than the other, the identifications must be
complementary. \)

a. Example: A surgical wound growin udomonas spp. and a blood culture growing
Pseudomonas aeruginosa are co a match at the genus level and therefore the BSI is
reported as secondary to the SSI.

b. Example: A blood culture repéted as Candida albicans and a urine culture reported as yeast
are considered to have rg organisms.

If genus and species are identified in both cultures, they must b; the sdme.

Notes:

1.

2.
3.

*
If the blood isolate by its %es not meet BSI criteria (e.g., only one positive blood culture of a
common commensa en that isolate may not be used to indicate the presence of a secondary BSI
(see example 1c). b‘
Antibiograms o ood and potential primary site isolates do not have to match.
Blood and sitg-specific specimens do not have to be collected on the same day but their collection
dates mu ch that they are considered part of the diagnostic work-up for the infection in

ques@
Reperting Instructions:

1

A

3.

eporting secondary BSI for possible and probable VAP, see Chapter 10.

0 not report secondary bloodstream infection for vascular (VASC) infections, clinically-defined
pneumonia (PNU1), Ventilator-Associated Conditions (VAC), or Infection-related Ventilator-
Associated Complications (IVAC).

If a site-specific criterion requiring positive culture results is met, be sure to check the positive culture
box when specifying the criteria used when adding the event, even if another criterion that does not
include culture results is also met. For example, using the scenario in 2.a.i above, the following boxes
for criteria used would be checked when entering the SSI into the NHSN application: fever, nausea,
pain or tenderness, positive culture, positive blood culture, imaging test evidence of infection.
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