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Agenda  

Â Discuss CMS rule for SSI with use 

of NHSN for 2012 

Â Review of  NHSN SSI protocol  

Â Review definitions for surveillance 

of HAI SSI 

Â Technical information for use of 

NHSN 

Â Presentation of SSI case studies 

 

 

SSI Surveillance 

Â Review of patient and laboratory 

records during the patient 

admission 

Â Review of surgical patient 

readmissions 

Â Microbiology data from 

postoperative wound cultures 

SSI Post-discharge Surveillance 

Post-discharge surveillance 
methods may also include: 

Â Examination of patient surgical 
site during follow-up visits to 
physician office or surgery clinic 

Â Surgeon surveys by mail or 
phone 

Â Review of medical records for 
postoperative visits 

 

 

The definition of 

the specific SSI 

must be met  for 

any methodology 

used! 

Patient Safety 
Component 

Device-
associated 

Module 

Procedure-
associated 

Module 

Medication-
associated 

Module 

Healthcare 
Personnel 

Component 

Blood/body 
Fluid Exposure 

HCW Influenza 
Immunization 

Module 

Biovigilance 
Component 

Hemovigilance 
Module 

MDRO/CDI 
Module 

Vaccination 
Module 

NHSN and the Inpatient Prospective 

Payment System (IPPS) Rule:  HAI Reporting 

 

Å  Final rule published - August 16,  2010 

  

  

Implementation of this rule is a work in progress  

ð Surgical site infection (SSI) reporting begins in 2012 

COLO and Abdominal HYST 
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NHSN and CMS 

Â NHSN Users 

ïMust follow all the selected NHSN 

component protocols exactly and 

report complete and accurate data 

in a timely manner  

ïFor CMS  reporting- expected to 

use NHSN criteria  

ïMust be in plan within NHSN for 

data to be reported to CMS 

Organization of tasks for 
SSI surveillance 

Â Develop the Plan 

ïWhat will I monitor? Choose surgical 

procedures to monitor 

ïFor how long? 

Â Collect and enter denominator data 

Â Collect and enter infection event data 

Â Analyze data 

 

SSI forms 

SSI data are 

collected 

using this 

form 
Denominator data 

are collected using 

this form 

Definition:  
NHSN Operative Procedure 

A procedure that 

1. is performed on a patient who is an 

NHSN inpatient or an NHSN 

outpatient 

2. takes place during an operation where 

a surgeon makes a skin or mucous 

membrane incision (including the 

laparoscopic approach)  and primarily 

closes the incision before the patient 

leaves the operating room 

3. is represented by an NHSN Operative 

Procedure Code 

Definition: NHSN Inpatient 

A patient whose date of admission to the 

healthcare facility and the date of discharge 

are different calendar days. 

Definition: NHSN Outpatient 

A patient whose date of admission to 

the healthcare facility and the date of 

discharge are the same day 
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Definition: Operating Room 

Å A patient care area that meets the 

Facilities' guideline Institute criteria for 

an operating room 

Å May include: 

Å Traditional operating room 

Å C-section room 

Å Interventional radiology room 

Å Cardiac cath lab 

NHSN Operative Procedure Codes 

Each NHSN operative procedure category is defined by a 

group of ICD-9-CM codes 

NHSN Operative Procedure Codes 

Each NHSN operative procedure category is defined by a 

group of ICD-9-CM codes 

NHSN Operative Procedures 

When an NHSN Operative Procedure 

is selected for monitoring, all the 

procedures within that category 

must be followed 

Completing the Denominator for 

Procedure Form 

Denominator Data 

ÅThe reporting period 

is one month.  

ÅCollect a procedure 

record for every 

procedure that was 

done during that 

month if it is in your 

Monthly Reporting 

Plan. 



4 

Denominator for Procedure 

For example, if your Monthly Reporting Plan indicates that you 

will monitor KPRO procedures in July, and 43 KPRO operations 

are done in July, then you should enter 43 separate procedure 

records into NHSN. 

Important Note 

Â Some operative procedures 

have more than one incision 

ïExample: CBGB in which an 

incision to harvest a donor 

vessel is made that is 

separate from the primary 

incision 

Â Record these procedures only 

one time ï there is no 

separate procedure code for 

the donor harvest site. 

Denominator for Procedure  
Patient information:  

Patient ID, Gender, and 

Date of Birth are 

required 

Procedure # will be 

autofilled by the NHSN 

application when the 

procedure is entered 

Procedure Code and Procedure Date 

The NHSN Procedure Code and the 

Date of Procedure must be entered.   

The ICD-9-CM code is optional. 

In NHSN, if you enter the ICD-9 

code, the NHSN procedure code 

will autopopulate. 

Denominator for Procedure 
 

Details 
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Procedure Details ð  
Outpatient and Duration 

Duration: Required. 

Record the hours and minutes 

between the skin incision and 

skin closure. 

Do not record anesthesia time! 

 

Outpatient: Required.  

If admission and discharge dates 

are the same calendar date, select 

Yes, otherwise, select No. 

Additional Rules about Duration 

Â If more than one NHSN operative procedure is 

done through the same incision during the same 

trip to the OR, create a record for each 

procedure and use the total time for the duration 

of both. 

Example:  Patient had a coronary artery bypass graft 

with a [leg] donor site (CBGB) and also a mitral valve 

replacement (CARD).  The time from the first incision 

until skin closure was 5 hours.   A Denominator for 

Procedure record was completed for the CBGB and 

another for the CARD.  The duration for each was 

recorded as 5 hours and 0 minutes. 

Additional Rules about Duration 

Â If the patient goes to the OR more than once 

during the same admission and another procedure 

is performed through the same incision within 24 

hours of the original incision, report only one 

procedure combining the durations for both 

procedures. 

 
Example:  Patient had colon surgery (COLO) performed on Tuesday 

morning which had a duration of 3 hours and 10 minutes.  On Tuesday 

evening, he was returned to the OR where the COLO incision was opened to 

repair a leaking anastamosis.  The duration of the second procedure was 1 

hour and 10 minutes. 

 

Report only one COLO with a combined duration of 4 hours and 20 minutes. 

 

Additional Rules about Duration  
Bilateral Procedures 

Â For bilateral operative 

procedures, two separate 

Denominator for Procedure 

forms/screens are completed.   

·To document the duration of the procedure, indicate 

the incision time to closure for each procedure 

separately or, alternatively, take the total time for both 

procedures and split it evenly between the two. 

 

Denominator for Procedure - Emergency 

Emergency: Required 

Select Yes if this operative procedure was 

a nonelective and unscheduled operation, 

otherwise, select No 

Denominator for Procedure ð  
Trauma 

Trauma: Required 

If this operation was done 

because of blunt or penetrating 

trauma, select Yes 
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Denominator for Procedure - Endoscope 

Endoscope: Required 

If the entire NHSN 

operative procedure was 

performed using a 

laparoscope, select Yes. 

Important Note! 

Â Check ñYesò for Endoscope if:  

ïCBGB: donor vessel was harvested using 

endoscope 

ïHYST:  

Åsurgery was performed using endoscope, but 

uterus was removed via vagina 

ÅCheck ñNoò if incision was extended for hand -

assist 

 
 Denominator for Procedure 

 
Implant  

  
Implant: A nonhuman-derived object, material, or tissue 

that is permanently placed in a patient during an 

operative procedure and is not routinely manipulated 

for diagnostic or therapeutic purposes.   Examples 

include: porcine or synthetic heart valves, mechanical 

heart, metal rods, mesh, sternal wires, screws, cements, 

and other devices. 

 

Additional Fields  
Required  for Specific Procedures 

Additional Fields for  
Specific Procedures 

Â In NHSN, there are several procedures for which 

additional risk factors are identified. These 

procedures are: 

ïCesarean Section ï CSEC 

ïSpinal Fusion or Refusion ï FUSN or RFUSN 

ïHip Arthroplasty ï HPRO 

ïKnee Arthroplasty ï  KPRO 

When any of the above procedures are 

identified in the Monthly Reporting Plan, 

the corresponding additional fields must 

be completed. 

Cesarean Section ˉ CSEC 

All required fields  

ÅEnter height in feet and inches or meters 

ÅWeight in pounds or kilograms 

ÅNumber of hours of labor in the hospital 

ÅEstimated blood loss ï from the OR record 
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Fusion (FUSN) and  
Refusion (RFUSN) 

Select whether the procedure 

was FUSN or RFUSN Indicate here whether or not 

the patient is diabetic 

Check the 

appropriate spinal 

level 

Select the approach used 

in the procedure 

Hip Arthroplasty ð HPRO 

If the procedure is HPRO, indicate here 

which type of HPRO was performed 

Knee Arthroplasty ð KPRO 

If the procedure is 

KPRO, indicate here 

which type of KPRO 

was performed 

Denominator for Procedure ð  
Summary 

Â Complete a 

Denominator for 

Procedure form for 

every procedure that is 

selected for 

surveillance. 

Â Alternatively, 

procedure records can 

be imported 

 

Definitions of Surgical Site 
Infection 

SSI Definitions 

Horan TC, Gaynes RP, Martone WJ, Jarvis WR, Emori TG. CDC definitions of nosocomial surgical site infections, 1992: a 

modification of CDC definitions of surgical wound infections. Infect Control Hosp Epidemiol 1992;13(10):606-8. 
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Superficial Incisional SSI SIP and SIS 

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 or chest incision 

for coronary artery bypass graft 

with a donor site [CBGB]) 

 

Superficial incisional secondary 

(SIS) 

 

A superficial 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 [leg] 

incision for coronary artery bypass 

graft with a donor site [CBGB]) 

 

Example 

Patient delivers a baby by C-Section on August 23.  

On her first postpartum visit to her surgeon on 

September 20, she notes yellow purulent drainage in 

the superficial incision. 

 

Does Gretchen have a surgical site 

infection? 

 

Is it a superficial SSI? 

Is it an SIP or an SIS? 

Example 

Patient underwent a coronary artery bypass graft 

(CBGB) in which the surgeon obtained a donor vessel 

from a site in Robertôs left leg. 

 

5 days postoperatively, patient had pain and edema in 

the leg incision.  The surgeon opened the superficial 

incision, drained the pus, and irrigated the wound. 

Does Robert have a superficial 

incisional  SSI? 

Is it a SIS or SIP? 

Deep Incisional SSI DIP and DIS 

Deep incisional primary (DIP) 
 

A deep incisional SSI that is 

identified in the primary incision in 

a patient that has had an operation 

with one or more incisions (e.g., C-

section incision or chest incision for 

coronary artery bypass graft with a 

donor site [CBGB]) 

 

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 [leg] 

incision for coronary artery bypass 

graft with a donor site [CBGB]) 
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Examples 

Patient has purulent drainage from the 

anterior incision following a spinal fusion 

(FUSN) in which both anterior and posterior 

incisions were made.  He also has redness and 

induration  around the posterior wound . The 

doctor opens and drains the incision on his 

back.  No culture is done for either site. 

How should this be reported to NHSN? 

A. SIP 

B. SIS 

C.Both 

D.Neither 

Organ/Space SSI 

BONE Osteomyelitis JNT Joint or bursa 

BRST Breast abscess/mastitis LUNG Other infections of 

respiratory tract 

CARD Myocarditis/ 

pericarditis 

MED Mediastinitis 

DISC Disc space ORAL Oral cavity 

EAR Ear, mastoid OREP Other respiratory  

EMET Endometritis OUTI Other urinary 

ENDO Endocarditis SA Spinal abscess 

EYE Eye, other than 

conjunctivitis 

SINU Sinusitis 

GIT GI tract UR Upper respiratory 

IAB Intraabdominal, NOS VASC Arterial or venous 

IC Intracranial VCUF Vaginal cuff 

Organ/Space SSI 

Additional Information 

When a patient with an SSI has had 
more than one operationé 

If a patient has several NHSN 

operations prior to an SSI, 

report the operation that was 

performed most closely in time 

to the infection date 

Example:  Patient underwent a COLO on 2/12/10.  Three days later, he 

went back to surgery  to repair a leaking anastamosis (OTH).  He 

developed an intraabdominal abscess on 3/18/10.  This SSI  is attributed 

to the second procedure (OTH), not the COLO. 

If more than one operation is done 
through a single incisioné 

First, attempt to determine the procedure that is 

thought to be associated with the infection. 

Example:  If the patient had a CBGC and CARD done at the same time 

and develops a vegetative valve, then the SSI will be linked to the CARD 

Then, if itôs not clear or if the infection site being 

reported is not an SSI, use the NHSN Principle 

Operative Procedure Selection List to select which 

operative procedure to report. 
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Completing the SSI Event Form 
(Numerator) 

 

Reporting SSIs 

The Surgical Site 

Infection (SSI) 

form is completed 

for each patient 

found to have an 

SSI using the 

definitions  

SSI Form ð  
Patient Demographics 

Required fields are highlighted 

SSI Form ð  
Basic SSI Information 

Event Type: 

SSI 

Date of Event: 

Required 

The date the signs 

or symptoms 

appeared or date 

the diagnosing 

specimen was 

collected 

  

SSI ð Basic SSI Information 

Date of Procedure: Required 

Enter the date the operation was 

performed 

NHSN Procedure Code: 

Required. 

Enter the NHSN Operative 

Procedure Code for the 

operation that was performed 
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SSI Form ð  
Basic SSI Information 

ICD-9-CM Code: 

Optional  

Outpatient: Required 

Was the patient date of 

admission and date of 

discharge the same 

calendar date?  

Some procedures are only allowed as inpatients (e.g., 

solid organ transplants, open heart procedures, etc.) 

SSI Form ð MDRO Infection 

MDRO Infection: Required 

If this SSI is an NHSN-defined MDRO 

infection that you are monitoring in 

your Monthly Reporting Plan,  select 

Yes 

SSI Form ð Basic SSI Information 

Enter the date the patient was admitted to the hospital 

when the operation was performed and the location where 

the patient was  housed after leaving the OR /PACU 

Note: this is never a location  or 

admission date associated with a 

readmission or a place where the 

patient may be after discharge 

(e.g., nursing home) 

Note: Location is an 

optional field! 

SSI ð Event Details 

Specific Event: 

Required 

Check the box which 

indicates the 

definition that was 

used to identify the 

SSI. 

SSI ð Event Details 

If the specific event is 

Organ/Space, specify 

the organ/space site 

that was identified 

SSI ð Event Details 

Select the specific elements of the 

definition that were used to identify 

this infection 
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SSI ð Event Details 

Detected: Required 

Check the box to indicate 

when/how the SSI was 

identified 

 

A SSI was identified before the patient was 

discharged from the facility following the 

operation 

P SSI was identified during post-discharge 

surveillance.  Includes SSIs identified at 

another facility 

R SSI was identified due to patient readmission 

to the facility where the operation was 

performed 

SSI ð Event Details 

Secondary BSI: Required 

If the patient had a culture-

confirmed bloodstream 

infection with a documented 

SSI, circle Yes.   

Secondary BSI 

Â A culture-confirmed BSI associated with a 

documented HAI at another site 

Â If a primary infection is cultured, the Secondary 

BSI must yield culture of same organism 

Example:  Patient grows E. coli in her deep incision 

and in her blood. The SSI is reported with a 

secondary BSI. 

Secondary BSI (cont.) 
Â If an infection is identified and no culture is used to meet 

the infection criteria and a blood culture is positive, then 

the first infection is considered primary and the 

bloodstream infection is reported as secondary.  The 

organism cultured from the blood is reported as the 

organism for the primary site. 

Example:  6 days postoperatively, 

patient had an abdominal abscess,  

confirmed by CT scan.  On the same 

day, his blood was drawn and grew 

Bacteroides fragilis.  The infection was 

reported as an SSI-GIT (organ space 

SSI) with a secondary BSI. The 

organism is reported as B. fragilis 

SSI ð Event Details 

Died: Required for completion 

If the patient died during this 

hospitalization, circle Yes. 

 

** The record may be saved 

without completing this field, but 

it will be considered incomplete 

SSI Contributed to Death: 

Required only if the patient died. 

 

If the SSI caused the death or 

exacerbated an existing 

condition which led to death, 

circle Yes. 

SSI ð Event Details 

Discharge Date: Optional 

 

The date the patient was 

discharged from the hospital. 

This is the hospitalization during 

which the operation was 

performed 

Pathogens Identified: Required  

Circle Yes if one or more 

pathogens was identified.  

 

Specific information about the 

pathogen will be entered on the 

back of the form 


