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SSI Surveillance

A Review of patient and laboratory
records during the patient
admission

A Review of surgical patient
readmissions

A Microbiology data from

postoperative wound cultures % %
NS >
-

Patient Safety
Component

MDRO/CDI
Module

Post-discharge surveillance

A

Agenda

A Discuss CMS rule for SSI with use
of NHSN for 2012

A Review of NHSN SSI protocol

A Review definitions for surveillance
of HAI SSiI

A Technical information for use of
NHSN

A Presentation of SSI case studies

SSI Postlischarge Surveillance

The definition of
the specific SSI
must be met for
any methodology
used!

methods may also include:
Examination of patient surgical
site during follow-up visits to
physician office or surgery clinic

A Surgeon surveys by mail or

phone

A Review of medical records for

postoperative visits

NHSN and the Inpatient Prospective
Payment System (IPPS) Rule: HAI Repor

Finalrule published August 16,2010

Implementation dliisrule is a work iprogress
d Surgicakite infection (SSI) reportihgginsin 2012
COLO and Abdominal HYST




NHSN and CMS

A NHSN Users
i Must follow all the selected NHSN
component protocols exactly and
report complete and accurate data
in a timely manner
i For CMS reporting- expected to
use NHSN criteria

I Must be in plan within NHSN for
data to be reported to CMS

SSI forms

Denominator for Procedure

Organization of tasks for
SSI surveillance
A Develop the Plan

T What will | monitor? Choose surgical
procedures to monitor

I For how long?
A Collect and enter denominator data
Collect and enter infection event data
A Analyze data

Definition:
NHSN Operative Procedure

A procedure that

1. is performed on a patient who is an
SSI data are NHSN inpatient or an NHSN
collected outpatient

Denominator data b using this
are collected using “ . nest | form
this form

Surgical Site Infection (SS1)
101

. 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

. is represented by an NHSN Operative
Procedure Code

Definition: NHSN Inpatient Definition: NHSN Outpatient

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

A patient whose date of admission t(
the healthcare facility and the date o
discharge are thesameday




Definition: Operating Room NHSN Operative Procedure Codes

Each NHSN operative procedure category is defined by a
group of ICD-9-CM codes

Mica, S8ty /0
diaphragmatic or hiatal hemia
or hermas at other body sites.

A Apatient care area that meets the
Facilities' guideline Institute criteria for
an operating room

A May include:

A Traditional operating room HPRO | 21014 | Hip prosthesis Arfiroplasty of lap o 375, 00850067, 5151-
A C-section room r
A Interventional radiology room . HTP | 21212 | Hearttansplamt | Transplaatation of heart 37513755
A Cardiac cath lab
HYST 2107-1 Abdonunal Removal of uterus through an | 68 31, 68 39 68 41, 68 49_ 68 61
hrysterectomy abdominal incision 68 69
KPRO 2124-6 | Kaee prosthests Arthroplasty of knee 00.80-00.84, 81.54, 81.55
KTP 2123-8 Kidney transplant Transplantation of kidney 55.61.55.69

03.09, 80.50. 80.51
-, B0.59, B4 60-84 69,

LAM | 21253 | Laummectomy Exploration or decongpression
pinal cord through excision
or ineision iato vertebral

NHSN Operative Procedure Codes

Each NHSN operative procedure category is defined by a When an NHSN Operative Procedure

group of ICD-9-CM codes is selected forlmqnltorlng, all the
procedures within that category
Coronary Chest procedure to perform | 36.15-36.17, 36.2 must be followed
artery bypass | direct vascularization of the _ _
graft with chest | heart using, for example the Procedire Descriptic. TED-9-CM Codes
mcision only | internal mammary 2 Abdominal Resection of au 38.34,38.44,38.64
(thoracic) artery aortic aorta with anastom.
Gallbladder Cholecystectomy and 51.03,51.04,51.13, 5121-51.24 anenrysm replacement
surgery cholecystotomy repair
Colon surgery | Incision. resection, or 17.31-17.36, 17.39, 45.03. 45.26, _
anastomosis of the large 4541, 4549, 45 52, 45.71-45.76. F Limb Total or partial amputation l 84.00-84.19, 84.91 ]
intestine; includes large-to- | 4579, 45.81.45 83, 45.92.45.95, amputation or disacticulation of the
small and small-to-large 46.03, 46.04, 46.10, 46,11, 46.13, upper of lower limbs.
‘bowel anastomosis; does 46.14, 46 43, 46 52, 4675, 46.76, including digits
not include rectal operations | 46.94
Craniotory Excision repair, or 01.12, 01.14, 01.20-01.25, 01.28,
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-
taps or punctures 02.14, 02.91-02.93. 07.51-07.54,
07.59, 07.61-07.65. 07.68, 07.69.
07.71,07.72, 07.79, 38.01, 38.11,
38.31,38.41, 38.51, 38.61,38.81,

Appendix Operation of appendix (not | 47.01. 47.09. 472, 4791,
surgery incidental to another 47.92.47.99
procedure)

Shunt for Arteriovenostomy for renal | 39.27, 39.42
dialysis dialysis

Denominator Data

# NN Denominator for Procedure

A The reporting period
is one month.

Completing the Denominator for A Colectaprocedure I < e

record for every
Procedure Form procedure that was

done during that

month if it is in your

Monthly Reporting

Plan.

=
“Endoscope: Vs Mo HMulipls Procedures: Ves flo




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.

@out seth
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Denominator for Procedure

Patient information: Procedure # will be
Patient ID, Gender, and autofilled by the NHSN
Date of Birth are application when the

required procedure is entered

Denominator for Procedure

Procedurs =: 2145
Soc B

First: Sponge Hiddls: Bob
*Dat : 02/12/1981

*Dai =
ICD-5-CM Procedure Code.

*0 Hours Minutes
*Geny nesthesia: Yes  No
4 5 *Emel yi Yes
*Trauma: Yes *Endoscope: Yes No  *Multiple Procedures: Yes N
s n Code:

urgeal
“Implant:  Yes No “Hon-autologous Transplant:  Yes  No

In NHSN, if you enter the ICD-9
code, the NHSN procedure code
will autopopulate.

™ white

Important Note

Some operative procedures

have more than one incision

i Example: CBGB in which an
incision to harvest a donor
vessel is made that is
separate from the primary
incision

Record these procedures only

one time i there is no

separate procedure code for

the donor harvest site.

Procedure Code and Procedure Date

Denominator for Procedure e G B30 1) |
* required for saving
Faciity 1ID:_ 40000 Procedure #:_ 2145 |

*Patient 1D:11-1111
Secondary 1D:

Social Security #

Patient Name, Lagt; Squarepants First: Sponge Middle: Bob

*Gender:  F @ *Date of Birth: 02/12/1981

Ethnicity (specify]: Race (specify):

Event Type: PROC *Date of Procedure: (4/16/2009

*NHSN Procedure Code: AAA ICD-9-CM Procedure Code: 38 44 )
*Outpatient: Yes No *Duration: Hours. Minutes
*Wound Class: C €C €O D U *General Anesthesia: Yes  No

*ASA Class: 1 2 3 a4 3 *Emergency. Yes No

*Traun|
surgeof The NHSN Procedure Code and the
Date of Procedure must be entered. [ Mo
../ The ICD-9-CM code is optional.

ultiple Procedures: Yes No

*Duration of Labor: hours

Procedure Information @"&?
NHSN Procedure

Code™: |
ICD-9-CM Code: [38.44]
Procedure Date™: Linkl/Unlink 1o Event | procedure is not Linked
1

Procedure Information WHe®

NHSN P'”chdd;‘.’.e_ [AAA-Abdominal acric ansurysm repair =
1CD-9-CM Code: [38.44]
Procedure Date™:

Link/Unlink to Event Procedure is not Linked

SRt 2 e T e

Denominator for Procedure

Details

*Oufpatient: Yes No *Duration: Hours __ Minutes

*Wound Class: ¢ CC CO D U *General Anesthesia: Yes  No
MAScore: 1 2 3 4 5 *Emergency: Yes Mo

Trauma: Yes No *Endoscope; Yes  No
Surgeon Code:
*Implant:  Ves No  —MereastelogoucFransphnb—ioe—Ho—




Procedure Detaits
Outpatient and Duration

Duration: Required.

- Record the hours and minutes
#NEN Denominator for Procedure peyyean the skin incision and

722 skin closure.
Do not record anesthesia time!

0
Patient Name, Lagt; Datigh Fest: Douglas
“Gender: F &S} “Date of Birth: 1
Event Typs: FROG =D

*NHSN Procedure Code:

Outpatient: Required.

If admission and discharge dates
are the same calendar date, select
Yes, otherwise, select No.

Additional Rules about Duration

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 |
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

Denominator for ProcedurEmergen

Denominator for Procedure

First: Douglas viddle: §
-Date of Birth: 10AB/1975
~0s ccedure: OG/1 /2008

M Code: 3844

=Outpatient:  Yes “Duration surs _12 Mutes
D8 P o e e, G
“ashclass: 1 2 (@) 4

s
“Trauma: Yes “endoscops: ves (FE)

sur

Emergency: Required

Select Yes if this operative procedure was
anonelective and unscheduled operation,
otherwise, select No

Additional Rules about Duration

If more t 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
Bilateral Procedures

Kanon Prepared for Sargery

A 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 Procedwe
Trauma

# M4SN Denominator for Procedure

Procedure = {23456
Social Security =

First: Douglas widde: B
“Date o Bith: 1Q/1B/1975

*Data of Procedure: 06132008
1C0-9-CM Code: 3844

Trauma: Required

= If this operation was done
because of blunt or penetrating
trauma, select Yes




Denominator for Procedurgndoscopt

Important Note!

# NHSN Denominator for Procedure . 2 "
- ACheck

AfYeso for Endosco
Endoscope: Required [ . :
Ty e o i CBGB: donor vessel was harvested using

operative procedure was _ te ot et 10/ 5 endoscope

performed using a on 3 . 5
laparoscope, select Yes. i HYST:

Frocedure = 123450

uration: _4_Hours __12 mnutes

“Ganerat frestrens, (), Mo Asurgery was performed using endoscope, but
Emergency e ® uterus was removed via vagina
Hliple Proces: Ve
ACheck fANoo if incisien w
assist

Denominator for Procedure
Implant

Implant: A nonhuman -derived object, material, or tissue Additional Fields
that is permanently placed in a patient during an Required for Speciﬁc Procedures

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 for Cesarean Secti
Specific Procedures

A In NHSN, there are several procedures for which B S — R
additional risk factors are identified. These e e e NP
rocedures are: (choase ane), meters ~Estimated Blood Loss:_ 290 i,

p u . Circle ane: FUSN  RFUSN

i Cesarean Section i CSEC ~spinal Leval: (check e
. : ) . . O tlas-axis| Al requlrgd flglds .
i Spinal Fusion or Refusion i FUSN or RFUSN O atlss-axis| ZEnter height in feet and inches or meters
. . . Ocenical | ANeight in pounds or kilograms
Hip Arthroplasty i HPRO B cenicalof ANumber of hours of laborin the hospital
O Dorsal/Do i i
i Knee Arthroplasty i KPRO R Aestimated blood loss from the OR record
O Not speci
=HPRO: (circle un:) ___TotalPrimary ___Partial Pimary __Total Revision ___Partial Revision
0: (circle gne)  ___ Primary (Total) ___Revision (Total or Partial)
~ BV A S SN SFENee SSP SieY e e SN

When any of the above procedures are

identified in the Monthly Reporting Plan
the corresponding additional fields must
be completed.




Fusion (FUSN) an
Refusion (RFUSN

~Height: feet inches  ~weight: bs / kg (circle one) *Duration of Labor: hours
dLoss: ml

Select whether the procedure
was FUSN or RFUSN i Indicate here whether or not

the patient is diabetic

(chooseone
circle one: FUSN | |f the procedure is HPRO, indicate here
=spinal Level: (chy Which type of HPRO was performed

O atlas-axi i O anterior
O cervical O Posterior
O Anterior and Posterior
O Lateral transverse
Rcenical O Not specified
O cenvical/Dorsal/Dorsolumbar
=}

appropriate spinal Select the approach used
level in the procedure

Knee ArthroplasyKPRO Denominator for Procedude
Summary

o . - #MHEN Denominator for Procedure G A Complete a

“Height: feet inches =weight: Ibs / kg (circle one} “Duration of Labor: hours

(choase one) meters “Estimated Blood Lossr______ml B Denominator for
Circle one: FUSN  RFUSN st -
ne e g Procedure form for

~Spinal Level: (check one) :ig::g’?‘ifdut’e }25 -
O Atlas- , Indicate here ligLe: (check one) - . pre— H
Diies si/cerie| which fype Of KPRO o ST = every procedure that is
D cenical S T prior : e selected for

O cervical/Dorsal/ fior and Posterior i
Doorsalporsolu L surveillance.
OINet specified - . - A|ternative|y’

O Lumbar/Lumboss; I O ot specified
“HPRO: {circle one) Total 13y Partial Primary Total Revision Partial Revision

SEERNEE I S . i - ‘ procedure records can
. be imported

SSI Definitions

Definitions of Surgical Site PR esianar
Infection suzzzen | [ SR

Deep Soft Tissue
(tascia & muscle)

Organ/Space
Organ/Space ss|

Horan TC, Gaynes RP, Martone WJ, Jarvis WR, Emori TG. CDC definitions of nosocomial surgical site infectic
modification of CDC definitions of surgical wound infectidest Control Hosp Epidentiéb2;13(10):6@




Superficial Incisional SSI

Asuperficial incisional 51 {SIP or 515] must meet the following criterion:

Infection occurs within 30 days afterthe operative procedure
and
involves only skinand subcutaneous tissue of the incision
and
patient has at least one of the following:
a. purulentdrainage fromthe superficial incision
b. organismsisolated from an aseptically obtained culture of fluid or tissue from the
superficialincision
atleast one of the following signs or symptoms of infection: pain or tenderness,
localized swelling, redness, or heat, and superficial incision is deliberately opened by
surgeon, and is culture-positive or not cultured. A culture-negative finding does not
meet this criterion.
d. diagnosisof superficial incisional 551 by the surgeon or attending physician.

Example

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 operatio
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])

Patient delivers a baby by GSection on August 23.
On her first postpartum visit to her surgeon on
September 20, she notes yellow purulent drainage inf
the superficial incision.

Example

Patient underwent a coronary artery bypass graft
(CBGB) in which the surgeon obtained a donor vessel
from a site in Robertds

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 Gretchen have a surgical site Yes

infection? .
Does Robert have a superficial

incisional SSI?
Yes

Isita SIS or SIP? SIS

Is it a superficial SSI?

isitansiPoransis?  STP

Deep Incisional SSI DIP and DIS

Adeep incisional 85I {DIP or DIS} must meetthe following criterion:

Infection occurs within 30 days afterthe operative procedure if no implant is leftin place or

withinone year if implantis in place and the infection appears to be related to the operative Deep incisional secondary

Deep incisional primary (DIP)

procedure (DIS)

and Adeep incisional SSI that is . .
involves deep soft tissues(e.g., fascial and muscle layers) of the incision identified in the primary incision in A de?'_) 'n‘_:'S'O"aI SSi that =
and a patient that has had an operation 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])

with one or more incisions (e.g.; C
section incision or chest incision for,
coronary artery bypass graft with a
donor site [CBGB])

patienthas at least one of the following:

a. purulentdrainage fromthe deep incision but not from the organ/space component of
the surgical site

b. adeepincision spontaneously dehisces or is deliberately opened by asurgeonandis
culture-positive or not cuftured when the patient has at least one of the following signs
arsymptoms: fever (»38°C), orlocalized pain or tenderness. A culture-negative finding
does not meet this criterion.

c. anabscessor otherevidence ofinfection involving the deepincision is found on direct
examination, during reaperation, or by histopathologic or radiologic examination

d. diagnosis of a deepincisional 851 by a surgeon or attending physician.




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

Anorgan/space S5| must meet the following criterion:

Infection occurs within 30 days after the operative procedure if no implant is leftin place or
within one yearif implant is in place and the infection appears to be related to the operative
procedure
and
infection involves any part of the body, excluding the skin incision, fascia, or muscle layers, that
is opened or manipulated during the operative procedure
and
patient has at least one of the following:
a. purulentdrainage froma drain that is placed through a stab wound into the
organ/space
b. organismsisolated from an aseptically obtained culture of fluid or tissue in the
organ/space
c. anabscessor otherevidence of infection involvingthe organ/space thatis found on
direct examination, duringreaperation, or by histopathologic or radiologic examination
d. diagnosisof an organ/space S5l by a surgeon or attending physician.

Organ/Space SSI

An organ/space 551 involves any part of the body, excluding the skin incision, fascia, or muscle
layers, thatis opened or manipulated during the operative procedure. Specificsites are
assigned to argan/space 55l to furtheridentify the location of the infection.

When a patient with an SSI has had
more than one

If a patient has several NHSN
operations prior to an SSl,
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.

Osteomyelitis Joint or bursa

Breast abscess/mastitis. Other infections of
respiratory tract

Specific event Wyocardits! Mediastnits
types that must pericarditis
be used to Disc space Oral cavity
differentiate Ear, mastoid Other respiratory
organi/space Endometritis Other urinary
ssl

Endocarditis Spinal abscess

Eye, other than Sinusitis

Gl tract Upper respiratory

Intraabdominal, NOS Atterial or venous

Intracranial Vaginal cuff

Additional Information

If more than one operation is done
through a singl e

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 CAR}

Then, if itds not <cl ear
reported is not an SSI, use the NHSN Principle
Operative Procedure Selection List to select which
operative procedure to report.




Tahle 3. NHSN Principal Operative Procedure Selection Lists

The foll Tists are derived from Table 1, NHSN Operative Py
operative procedures with the highest risk of
with a lower risk.

nfection are lisied before those

Prionity Code Abdominal Opcrations

sB Small bowel surgery

kTP Kidney transplant

[T Civer transplant

BILT i liver or pancreatic sursery
REC
COLO
GAST
e

with donor incision(s)

chest incision only

i (Spine) Oy
Refusion of spine

Fage1aty

Surgical Site Infection (SS1)

The Surgical Site
Infection (SSI)
form is completed
for each patient
found to have an
SSl using the
definitions

SSI Fornd _
Basic SSI Information

[ Ethnicity (Specify) ) Race (Epecify.

Completirll\? the SSI Event Form
(Nu

merator)

~ SSI Fornd .
Patient Demographics

Required fields are highlighted

Surgical Site Infection (SSI)

Page 10f 3

*raquired for saving  **required for complation

Facility 1D: 40000 Event #:246810

*Patient 10144141 Social Security #
Secondary ID:
Patient Namg, Last: First: Middle:
*Gender: 2 *Date of Birth: 061161869
Race (Specify)

“Event Type: 551

pde: 35.35

Event Type:
SSI

Date of Event: 03/21/2008
“NHSN Procedure 7 CARD
'

“Outpatient:  Yes

Location:

Date of Event:
Required
The date the sign:

*Date of Procedure
*MDRO Infection Surveillance:

L1 o, this event’s pathogen & location are not in-plan for the MORO/COAD Module
*Date Admitted to Facility: Lacati

*Specific Event:

., e Sy il ¥y s Wi | ot

SSlg Basic SSI Information

Race (Epecify) -

“Event Type: SSI “Date of Event: (03/21/2008
“Date of Procedure: 02/14/2008
1CD-8-CM Proc/ lure Code: 35 35 “Outpatient: Yes

“NHSN Procedure Code: CARD

~MDRO Infection: No

\@ Facility:02/12/2008 Location: CT/

T e

or symptoms
appeared or datg
the diagnosing
specimen was
collected

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

10



SSI Fornd ;
Basic SSI Information SSI Fornd MDRO Infection

Outpatient: Required -
Was the patient date of *MDRO Infection Surveillance: B Yes, this event’s pathogen & location are in-plan for the MDRO/CDAD Module
ICD-9-CM Code: admission and date of X g pathogen & location are not in-plan for the MDRO/CDAD Module
Optional discharge the same *Date Admitted ta Facility: p4/24/21 Location: SICU
calendar date?

nicity (Speci)
vent Type: SSI M
“Date of Procedure 2008, de: MDRO Infection: Required
1CD-9-CM Pracedure Code: 35.35 =Outpatient:  ves g =MDRO Infection: No A - "
=Date Admitted to Facility: 02/12/2008 Location: CTit !f th'5>55| Is an NHSN'def'DEd_MD_RO
infection that you are monitoring in
D eanm, 8= g e P ETIPEIN your Monthly Reporting Plan, select
Yes

Some procedures are only allowed as inpatients (e.g
solid organ transplants, open heart procedures, etc.)

SSI Fornd Basic SSI Information SSI5 Event Details

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 =Specific Event:

Superficial Incisional Primary (SIP) X Deep Incisional Primary (DIP)

ke B iEred to Facility

Superficial Incisional Secondary (SIS) T Deep Incisional Secondary (DIS)

Organ/Space (specify site):

172008 *Specify Criteria Used (check all that apply):
de: CARD

“MDRO Infection: @ to

Pty Specific Event:
Required
Note: this is never a location or Check the box which
admission date associated with a ::;;ﬁ:: tt:(:t was
optional field! readmission or a place where the vl Ty G
patient may be after discharge SSl.
(e.g., nursing home)

SSIo Event Details SSIlo Event Details

*Spedif Used (check all that apply}:
Slans & Symptoms aborator
e ; § R U1 Purulent drainage ar material X, Positive culture
B Pain or tenderness -
. (1 Localized swelling H ot cultured
S B s Positive blood culture
= Superficial Incisional Primary (StP) Deep Incisional Primary (D1P) 01 Blood culture not done o no organisms detected in
O Superficial Incisional Secondary (SIS) Deep Incisional Secendary (DIS) ) " blood
ely opened by surgeon
X, Organ/Space (specify site): _ MED

L] Positive Gram stain when culture is negative or
ously dehisces

not done
{1 Other positive laboratory tests®
O Radiographic evidence of infection

If the specific event is| 01 Physician diagnosis of this event type

the organ/space site

that was identified o1 definition that were used to identify Busarsoace specific sits criteris

e

o this infection




SSI0 Event Details

A SSl was identified before the patient was
discharged from the facility following the
operation

PSSl was identified during post-discharge
Detected: Required surveillance. Includes SSis identified at
Check the box to indicate another facility

when/how the SSI was . e . Amref
identified R SSl was identified due to patient readmission

to the facility where the operation was
performed

TirhErsigis. MO T

O A Muring admission) O P (Post-dischargesurveillance) SR (Readmission)

*Secondary Bloodstream Infection: Yes No

““Died: Yes No sSl Contributedto Death:  Yes

Discharge Date *Pathogens Identified Yes “If Yes, specify on page 2

Secondary BSI

A A culture-confirmed BSI associated with a
documented HAI at another site

A 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 SSl is reported with a
secondary BSI.

SSIo Event Details

SSI0 Event Details

T THiEr GG & L nptohs < T T = SPEET!

*Detected: 0 A (During admission) O P (Pgstdischarge surveillance]  BR (Readmission)
“=Died:  Yes No SSI Contributed to Death:
Discharge Dat: =pathogens Identified

*If Yes, specify an page 2

Secondary BSI: Required

If the patient had a culture-
confirmed bloodstream
infection with a documented
SSiI, circle Yes.

Secondary BSI (cont.)

A 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 SSIGIT (organ space
SSI) with a secondary BSI. The
organism is reported asB. fragilis

SSIo Event Details

Discharge Date: Optional

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

SS| 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.

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
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